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CHAPTER 1

Introduction

Great progress has been made by medical science todey toward the
succesaful treatment of many diseases so that they no longer present the
same threat to man's existence, Along with this, increasing attention
is being directed toward those patients who return again and again to
the clinic or the private doctor with complaints for which no organic
basis can be found, It is generally agreed that this group now comprise-
es about one~third of all patients coming to the medical clinic of a
general hospital, and about one in every thirteen patients admitted to
the medical wards.

It is now widely recognized by the medical profession that there
are both physical and emotional components in the disease process and
that the existence of one may produce the other., There is abundant evi-
dence today that medical physicians and psychiatrists are working more
and more closely together with the common goal of treating the patient
as a whole person, Psychiatrists are now seen on the staffs of general
hospitals and psychiatric treatment is included as part of the general
hospital service,

What does all this mean for the individual patient who comes to
the medical clinic expecting a specific medication for the pain in his
heart, or the patient who "knows"™ that the pain in the left side of his
abdomen means he will have to have en operation? How does he feel when,

instead of being given & bottle of pills or being referred to surgery,



he is asked to see a psychiatrist? We know from experience that pre-
senting the patient with a slip of paper for a psychiatric consultation
as one would direct him to the X~ray department, is no guarsntee that
the patient will ever go to see the psychiatrist. For many patients a
transfer to the psychiatric service seems to have a particular msaning
which makes this transfer far more difficult then a transfer to almost
any other service,

It is for this reason that the medical soeial worker has a very
real service to perform with this group of patients. It seems import-
ant at this time when S0 many of these patients are seen in general
medical clinics, and the caseworker's services are so urgently required,
that a study be made of the medical social worker's role with them, %o
ascertain how she may best function as a member of the medical team and
co~-operate with others outside the hospital to help the patient make the
best possible use of the treatment offered toward his optimum recovery.

Each patient has his individual reaction to being told that he
needs the help of a psychiatrist, If we conslder patients in terms of
the resistance they show to a referral to the psychiatric service, it
appears that most of them fall into one of the three following groups.
Firstly, there is the patient who does not recognize the emotional com~
ponent in physical illness, He has no insight into his condition and
cannot accept the relationship between his physical symptoms and his
emotional disturbance. To this patient a referral to the psychiatrist
causes him to doubt the doctor's ability, or else it makes him feel that
the doctor is denying the reality of his illness, Secondly, there is

the patient who has recognized this relationship, but the very fact that



he has some insight into the emotional factors responsible for his phy-~
sical symptoms, fills him with anxiety and with fear that he cannot con-
trol his own reactions,. He may be efraid thst this will eventually
lead to mental illness and the referral to psychiatry mey only serve to
verify his fears, Thirdly, there is the patient who has accepted both
the relationship between physical reactions and emotional stress and the
fact that the psychiatrist can help him, but he is concerned about the
stigma that has long been connected with psychiatric treatment, He
himself would like to try it, but he thinks of psychiatry as treatment
only for the mentally ill and therefore not for him, An important
factor in any case where emotional reactions are expressed physically,
whether the patient is conscious of the process or not, is that physical
illness is soclally acceptable, while emotional illness is not.

In order to assist the patient toward accepting psychiatric help,
the medical social worker must begin where the patient is, At the out-
set it is important that the patient feel the worker's acceptance of him
as a person and her recognition of the reality of his illness, If the
patient lacks insight into his condition, the workerts interpretation
will consist of helping the patient gradually to link his physical symp-
toms with upsetting experiences and emotional reactions he has had s0 he
will come to understand the relationship between them, As he gains
understending of his own feelings and their physical expression, the
worker will begin to interpret psychiatric treatment and the way in which
a psychiatrist may be able to help him, At this point she will try to
relieve this form of treatment of the stigma long connected with it and

she will help the patient to handle his feelings in regard to accepting



psychiatric care, The patient may need a great deal of support and re-
assurance in order to help him meintain treatment, and casework help may
be needed for some time after the paetient has accepted the psychiatric
referral.

It must be remembered that the medical social worker is at all
times a member of the medical teame Leading medical schools have more
and more accepted the thesis that the physician should be trained in the
psychological and social handling of his patients, and co-operation along
these lines with the social worker in the hospitsl in a teamwork rele-
tionship has already been tried and proved successful.l’

A comparatively recent study on the functioning of psychiatric
cliniecs in New York city by the New York c¢ity committee on mental
hygienez' has served to point out the need for careful preparation of
the patient, who ceme originally with physical symptoms but who wes later
referred to the psychiatric service., The need for medical socisl work
help in this referral has also been shown by both doctors and social
workers alike. Soclal workers from commnity agencies have long since
demonstrated the value of their careful preparation of the patient for
psychiatric treatment and also of preparing a social history for the
psychiatric clinie, by the success of their referral process.

In Montreal, psychiatric services are readily availsble in a num-

ber of the general hospitals and psychiatrists are frequently members of

1. Jurgen Ruesch, "What are the Known Facts About Psychosomatic
Medicine at the Present Time?", Journal of Social Casework, (October,
1947)’ pp0291-2940

2, The Functioning of Psychiatric Clinics in New York City, New
York City Committee on Mental Hygiene of the State Charities Alid Associa-
tion, (New York, 1949),




the hospital staff, At the Royal Victoria Hospital, where this study
was made, there is a psychiatric clinic to which patients may be referred
for treatment and psychiatric internes also rotate on the medical service
as part of the medicel teem, With such facilities available, and in the
light of experience eléewhere, it seems timely here at the Royal Victoria
Hospital to study the role of the social worker with patients who request
medical treatment and who at a later time are referred to the psychiatric
service.

At the time of this study, there was a medical social worker on
the medical service at the Royal Victoria Hospital who received referrals
from both the mediecal clinic and the medical wards, Patients were re-
ferred to her by the medical doctor only as he saw the need for it. Some-
times further treatment plans were formulated on the basis of her evalua~
tion and in this way, a referral to the psychiatric service might be made.
It is hoped, as a result of this study, to be able to make some evaluation
of this referral process and the role of the medical social worker in con-
nection with the particular group of patients studied here.

In orde; to study the soecial worker's role with these patients, it
will be necessary to study each case in some detail, It will be impor-
tant to consider the symptoms the patient presents, his history and his
present social situation, as well as influences of other psople, both
family and friends, upon him, The understanding thus gained will enable
the social worker to decide how she can use this information to help the
patient. The writer will want to consider other factors which influence
the patient's acceptance or rejection of psychiatric care, and also the

social worker's role in relation to them, The basis of selection of



these patients for both social service care and psychiatric care, and the
source of each referral, must also be considered and evaluated in terms
of the patients in this group and their acceptance of psychiatric treat-
ment and eventual improvement. The aim of the social worker and the way
in which she functions as a member of the medical team will be studied
frbm a social service point of view in relation to that of the physician
on the medical service and that of the psychiatrist. Finally the writer
would like to consider and attempt to evaluate the ways in which the soc-
ial worker has helped these patients accept and maintaln psychiatric care.
It is recognized that this will not be a simple question of success or
failure, It is felt that in each case the worker's role will have to be
evaluated individually, and the outcome of her work will have to be con~-
sidered in relation to her aim in that particular case.

The cases used for this study were all earried by the socisl ser-
vice department at the Royal Vietoria Hospital at some time during the
three and a half years between January 1, 1947, and June 30, 1950, They
were all adults who presented physical symptoms and who were referred
during this period to the Allan Memorial Institute as indoor patients,
or to the psychiatric clinic at the Royal Victoria Hospital, or to the
psychiatric resident on the medical service at the Royal Victorias Hospi-
tal, They were all patients who required some help in order to accept
or make use of psychiatric treatment, Some returned for treatment and
some did not.

The intake of the soclal service department during the specified
period of time was reviewed and those cases which eppeared to have a

psychiastric diagnosis were selected for this study. This yielded 54



cases which were scanned and 19 rejected on the basis of insufficient
material for study purposes, or absence of a referral for psychiatric
help. The remaining 35 were then studied more carefully and only 18
were considered to fulfil the above criteria. These 18 have been used
in this study.

Case material was derived primarily from the case records of the
social service department and from the medical indoor and outdoor re-
cords, This material was supplemented in most cases by information
gained through personal interviews with the social worker who carried
the case and in some cases also with the psychiatrist who treated the
patient,

A document schedule was used for abstracting the data, a ssmple
of which may be found in the appendix, The amount of material available
differed in each case, and some questions remained unanswered for indivi-
dusl cases. Each question was answered by a majority of the cases, how-
ever, and the case material showed great variety.

Theoretical material for this study was derived from the medical
and sociél work literature in psychosomatic medicine, and from other pub-
lished works and reports of studies which had a bearing on the problem,
The theoretical material will be presented in chapter II.

The semple group will be analysed according to improvement shown
as indlecated by the evaluation of the psychiatrist who treated the
patient. In the first group are five patients who showed marked improve-
ment following a period of psychiatric treatment. This group will be
presented in chapter III. The second group, presented in chapter IV,

consists of eight patients who showed some improvement following psych-



iatric treatment and in the third group, presented in chapter V, are the
remaining five patients who showed no obvious improvement and who reject-
ed psychiatric help,s Grouping on the basis of improvement was finally
decided upon since so many fectors contributed to this improvement that
it was not considered advisable to group them according to any one fac-
tore These factors will still be considered and the caseworker's role
will be studied in each group in relation to the improvement shown.

It is intended to review the main findings of this study in
chapter VI and, on the basis of these findings, it is hoped to be able
to indicate areas for further study and to make certain recommendations
in regard to the medical social workerts role with patients referred
from the medical to the psychiatric services, when the patient's orig-

inal request was for medical care,



CHAPTER II

A Psychosomatic Orientation

*Just as you ought not to attempt to cure eyes with-

out head, or head without body, so you should not

treat body without soul", -~ Socrates.

Psychosomatic medicine As such is not new, It is well known
that when buman beings do not feel as well as usual and are troubled
they seek a father person for care and comfort, Thus it is to be ex-
pected that the general practitioner and the genersl medical clinic of
a hospital will receive many patients who have vague physical symptoms
and are burdened emotionally, Long before the term"psychosomatid' came
into use, family physicians were considering emotional influences in the
diagnosis and treatment of illness. With increasing specialization in
the field of medicine, however, and the development of complex techni-
ques for exemining the patient, there has been an incressing emphasis on
the disease process, without considering the patient himself and the
effect that his emotions and social environment plsy in his illness, In
fact, with this greater scientific knowledge, the tendency has been to
treat the disease and not the patient.

With the influence which psychiatry has had on medical practice
and the growing realization on the part of patient and physicisn alike
that something was missing in this technical approach to diagnosis and
treatment there has been an effort to bridge this gep between mind and

body. The biologically oriented psychology of Freud has made this
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possiblel’and following his discoveries, interest in psychosomatic medi-
cine has increased rapidly.

At the seme time, the results of research in physiology have
served to emphasize the relationship between emotions and bodily func-

2.

tions. Nolan Lewis™*says in regard to this, that -

The affective or emotional equipment of the patient not infre-
quently dominates the physiologic functions, and is probably always
part of the general process which may and usually does function be-
neath the level of eawareness. There is quite a body of physiologi~-
cal evidence to0 show that parts of the vegetative nervous system
respond whenever the body is attacked, or threatened with attack
regardless of whether the disturbing elements are animals, humen
beings, disease processes, or mental conflicts,

Pointing out that the cortex has no direet control, Walter

Se
Cannon stressed the futility of trying to argue a patient out of his
emotional reactions. "The factors in the whole situation which are the
source of strong feeliﬁg must be discussed and either explained away or
elimingted",

With this background, modern psychosomatic medicine "represents

a serious attempt to include psychological factors in the practice of
medicine and to accomplish such in g scientific way, in order that they

mey become an integral part of a therapsutic discipline".4°

l, Edward Weiss and Spurgeon English, Psychosomatic Medicine,
(Philadelphia, 1943).

2, Nolan Lewis, "Psychosomatic Medicine", University of Pennsyl-
vania Bicentenniel Conference, (Philadelphia, 1941), pp.l5-26.

3¢ Walter Cannon, "The Mechanism of Emotional Disturbsnce of

Bodily Functions". New England Journel of Medicine, 198, 1928, pp.877-
884,

4, Lewls, op.cit., pp.15=26.



Deutschl°describes psychosomatic medicine as"the systematized
knowledge of how to study bodily processes which are fused and smalga-~
mated with emotional processes of the past and the present".

"This newer concept", Lewis says, "which considers the organism
as a Whole, has opened a very wide field for psychiatry and has emphasiz-
ed the influence of 'physical diseases' upon mental processes, as well as
the effect of mental deviations upon certain torganic processes®' of the
body".z'

Concerning the latter which is the subject of this thesis, Felix
Deutschs'says,

there is an inter-relation between bodily functions and emotions
which represents the need for a somatic expression of an individualt's
feelings which he cannot express or does not want to express in an-
other way. An organ neurosis is the pathological, psychosomatic ex-
pression of this inter-relationship, It is the necessary expression
of a neurotic conflict in terms of an organic disorder which has an
inevitably specific character.

In such a neurotic conflict anxiety, which is not directly sxpress-
ed, may be channelled in various ways and through various systems in the
body. We are familiar with this inter-relationship in every day life., We
know that under emotional and mental stress people have reactions such as
headaches, abdominal pains, loss of appetite, palpitations, and other phy-~
sical symptoms., We know that "bodily changes may be brought about by men-

tal stimuli, by emotion, just as effectively as by bacteria and toxins and

l. Felix Deutsch, "The Use of the Psychosomatic Concept in Medicine™
Bulletin of the Johns Hopkins Hospital, Vol. LXXX No.l, (January, 1947),
DPDe71=85.

2 Lewis, op.cit., pp.15-26.

3¢ Felix Deutsch, "Social Service and Psychosomatic Medicine"
A.AM.S.W. reprint, (Chicago, 1940), p.S.



that physiological changes accompanying emotion may disturd any organ in
the body".l®

The question arises as to why one person reacts with a headache
while another loses his appetite,. Dr.Saulz'has found the following
emotional conflicts to be frequently associated with the following medi-
cal conditions. This does not mean that they are necessarily the cause
or the only cause,

In cases of stomach or bowel disturbances, which includes ulcers
and also constipation, he has frequently found a thwarted craving for the
kind of love that means suppori, indulgence, and being fed. In cases
of asthma he has often found a thwarted love which means the closeness
and protectiveness of the mother, and in these cases the threat of sepa-~
ration from the mother or mother person usually brings on an attack. In
cases of high blood pressure or other cardiac conditions, anger and hos-
tility frequently seem to be the chief impulses involved. The patient
is caught in an emotional conflict which he is not able to solve.

In & more rTecent article.'Saul states that "it is well estab-
lished that regression is a basic motivation for many psychosomatic symp-
toms as well as for all neurotic symptoms®™ and that ™most psychosomatic

symptoms are forms of neurotic symptoms and are best understood and

1. Flanders Dunbar, Psychosomatic Diagnosis, (New York: Hoeber
Inc., 1943), p.9.

2. Leon Seul, "The Place of Psychosomatic Knowledge in Casework",
The Family, 22, (November, 1941), pp.219-227.

3¢ Leon Saul, "Physiologic Symptoms end Emotional Development",
The Psychosnalytic Quarterly, XIX, (April, 1950), p.158.




treated as such"., Again Saull'saws that "psychosomatic symptoms repre-
sent deeper regressions or earlier fallures to progress and hence are
more infantile than psychologic symptoms, but this need not mean the
whole personality is more infantile®,

"All phases of early libidinal needs are represented in varylng
degrees in the adult personality®, Saul continues.>® EHe points out,
however, that Freud's libido theory neglected other physioclogic systems
and he shows that there are biologic attachments to the mother other
than oral which are important psychologically and have meaning for psy-
chosomatic symptoms. In the respiratory system, for example, the fetal
respiration through the skin and the later relationship to the mother
through the cry are important in the later formation of symptoms, "The
psychobiology of these relationships"™, he stresses, "is essential to the
understanding of symptoms expressed in diseases of the skin, respiratory,
muscular and other systems", °

It seems, then, thét there is some reason for the choice of the
symptom, In discussing this, Saul says that

the punisklment (symptom) fits the source of the motive, A person
whose hostility is revenge for oral frustration develops oral symp-
toms, The main interplay of emotion..... takes place over this

pathway, The central pathway may be an organ system or may be on a
higher or more sublimated level, Each person has or tends to have

l. W.T. Lhamon and Leon Saul, "A Note on Psychosomatic Correla-
tions", Psychosomatic Medicine, XII, (March-April, 1950), p.1l13.

2, Ibid, p.ll4.

3. Salll’ Op. Cito, p.lsg.
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a particular pathway or combination of pathways for satisting his
needs, over which major emotional interplay is expressed .~°

Flanders Dunbar has carried this further asnd has developed the
personality profile as a predisposing factor in illness, She has corre-
lated the personality profile with the illness history and has found this
to indicate that "very few accidents or illnesses are solely results of
environmental impéct and even hereditary predisposition appears not to dbe
the major pathogenic agent".2° Dr.Dunbar considers some illness syn=
dromes which are not yet gemerally recognized such as "“accident prone-
ness" and “the cold habit",

In an article in which he attempts to present the physician's
point of view regarding the patient, Margoliss°considers illness in terms
of adjustment, He points out that the concept of homeostasis is not
limited to purely physical phenomena, "The individual adapts his phy-
siologic resources, not only to the physical universe about him, but to
the shifting requirements of the interpersonal snd social relationships
in his environment".4' He speaks not only of "organ equilibrium® but
also of "family equilibrium™ and the balance the patient strives to main-

tain.

l. Leon Saul, "The Punishment Fits the Source®, The Psychoanaly-
tic Quarterly, XIX, (April, 1950), p.l68.

2. Flanders Dunbar, Emotions and Bodily Changes, (New York:
Columbia University Press, 1947), p.xxxvii.

3¢ H.M. Margolis, "The Biodynamic Point of View in Medicine",
The Journal of Social Casework, (January, 1949), pp.3-9.

4. Ibid, D.4d.
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Margolis considers the decisive element in illness to be "the
loss of capacity of the orgenism to regain its normal physiologic equi-~
librium when the latter is seriously disturbed." "Dissase can be preci~-
pitated only by failure of adjustment in many decisive segments of the
entire area of living". Given this concept of disease, Margolis con-
tinues, treatment then becomes an attempt to "reinforce nature's own
attempt to restore physiologic balance and since balance is dependent
upon many factors, physical, psychological and sociological, the thera-

peutic progrem must be channeled through all these paths."l°

With a growing emphasis in medicine today on the meaning of ille
ness in terms of the "whole person™ and his adjustment in all areas of
living the role of the social worker has become more and more important.
The social worker as well as the physician must consider the broad range
of factors contributing to the patient's illness, but her particular
area of concern is, of course, the patient's adjustment in his social
milieu and interpersonal relations.

When illness is viewed from this point of view, we find many
cases in which there are similar social or emotional aspects while the
disease syndrome is quite different., This is understandable since we
know that anxiety may be exp;‘essed in various weys in different indivi-
duals, and through different body systems, As caseworkers we also
know that we have to start where the patient is. If the patient comes

to the clinic concerned about physical symptoms primarily, then the

1. Ibid, p.6.
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worker will aepproach this case by first of all recognizing the patient's
illness and what this means to him.

De la Fontainel'has pointed out the importance of sensing that
disease is an indicator of "trouble" and that medical facilities are not
enough. This is necessarﬁ in all‘illness, but it is particularly im-
portant in those cases where the physical findings are not sufficient
justification for the symptoms. These are the cases with which we are
particularly concerned here,

Among other things, De la Fontaine considers the role of the
social worker who is influenced by the psychoscmatic approach in medi-
cine, to be first of all, that of obtaining a meaningful history in terms
of the patientt's adjustment in other areas of life, She must then “con-
sider the disease as one symptom of socio-emotional conflict". Finélly,
she must also assume the responsibility of helping the doctor to see the
patient as a whole person.z' The doctor and the social worker can then
pool their knowledge of the patient for purposes of diagnosis and can
work along together in the treatment process while both bring information
from their professional points of view to bear on the total problem.

Yugend and’Falseya' point out that the social worker's knowledge

should also enable her to recognize those patients who are emotionally

l. Elise de la Fontaine, "Some Implications of Psychosomatic
Medicine for Casework", The Femily, Vol. XXVII, (June, 1946), pp.l27-
134,

2. Ibid, Pp0127-1540
3. Lee Yugend and Edward Falsey, "Consultation Between the Psy-~

chiatrist and the Medical Social Worker", The Family, (December, 1943),
PP «307=312,
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ill and require the help and skill of a psychiatrist, It would then be
her responsibility to bring this to the attention of the medical doctor
and to consider such a referral jointly with him, ‘

In many of these cases, however, particularly where the somatic
expressién of the conflict is of long standing, the neurosis may be too
deep and acting out too reel for psychoanalysis, end the patient will
not follow through treatment. De la Fontaine suggests that in such
cases, casework treatment may be the only acceptable help, Also,"where
organic findings are present..... they may enhance the resistance of the
patient toward admission of psychological factors".l’ She feels that
the hope for them lies in internists who are psychosomatically oriented.
These patients, however, recognize their problems, and there is a place
here for the social worker, working with the doctor. "By reducing ex-
ternal and/or more conscious reactions of the patient to external pro-
blems, the worker can ease indirectly the more fundamental problem and
this gives a chance for the physical symptoms to be reduced®. >

In those cases where the referral to psychiatry is decided upon,
the social worker has a further responsibility to prepare the patient
for psychiatric help just as she does for any other kind of treatment
within the medical setting. We know that many patients who come with
physical complaints, would consider s referral to psychiatry out of the

questions Or they might feel that this was one way in which the doctor

or the social worker too, had chosen to dispose of them, They might go

l. De la Fontaine, op.cit., pp.l27-134,

2. 1Ibid, pp.127-134,
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for a first appointment not realizing the nature of the referral, and
then they may not be able to accept further treatment, Thus we find
patients who discontinue psychiatric treatment after the first appoint-
ment or else they "shop around" for other doctors and other methods of
treatment.

How, then, can the social worker help the patient accept psy-
chiatric treatment? Catherine Chapman discusses this in her article
on "Some Casework Techniques Necessary in Referring Clients to Psychia-

tric Clinics".l'

She points out that first and foremost, the relation-
ship between the client's asnxiety and his specific request has to be
clear before he can profit by psychiatric help with this anxiety, For
the patient with psychosomatic symptoms this means that he has to under-
stand the meaning of his physical symptoms in terms of his emotional
conflict before he can accept a referral by the medical doctor to the
psychiatrist, Miss Chapman thinks that the referral should be made at
the point where the client can verbalize this anxiety.

Secondly, the client has to feel emotional acceptance from the
worker before he is able to move on to a psychiatrist. This reassures
the patient that he is not simply being disposed of, but that there is
someone who sccepts him gnd his problem, and that this person is recom—
mending what she and the doctor consider to be the best kind of treatment

for him,

Prejudices and fear in regard to psychiatric treatment and mental

l. Catherine Chapman, ®"Some Casework Techniques Necessary in
Referring Clients to Psychiatric Clinies", Journal of Psychiatric Social
Work, (September, 1950), pp.1l-17,.
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illness must also be handled by the social worker, Miss Chapman makes
the third point that feeling regarding previous unfortunate contacts must
be cleared away. She points out that the first contact of the lay per-
son with a psychiatrist is frightening, and that the worker needs to be
alert to all the client's fears. She feels that supplementary support
is frequently needed in the early stages of treatment because of the
client's fears of being thought crazy or of being committed to a mental
hospital.

Finally, she emphasizes that the client should understend that
the material given the caseworker will be shared with the psyehiatrist,
It is important that the client should not feel that the caseworker has
betrayed him, but that she and the psychiatrist are both working toge-
ther to help him,

In the hospital setting, as previously stated, the medical doctor,
the medical social worker and the psychiatrist are working together as a
team to help the patient, Professional information about the patient is
shared between them in the seme way as between doctor and soeial worker,
and the patient should understand this.

Yugend and Falsey have described consultation between the psy-
chiatrist and the medical soclal worker at the Long Island College Hos-
pital in Brooklyn, New York.1° They feel that "the caseworker in the
medical setting has a special need for this kind of help beceause patients

who have sought the help of a medical agency frequently present a marked

l, Lee and Falsey, op.cit. pp.307-312,
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degree of emotional involvement.l®

They have considered referrals of patients by the medical social
worker to psychiestry to fall into three groups. The first group of pe-
tients, when behaviour was suggestive of emotional illness, were referred
to psychiatry in order to establish the presence or absence of a psycho-
sis, In the second group, patients were referred for the purpose of
evaluating the extent of emotional involvement that might be responsible
for the manifestation or the degree of physical symptoms. In these
cases the psychistrist frequently continued to act as a consultant in the
casework process, In the third group, the referral by the caseworker to
the psychiatrist resulted in the psyechistristt's assumption of the mgjor
responsibility for treatment,

None of these cases, however, were referred to the social worker
because they were emotionally disturbed, but because of a need for help
in relation to some phese of medical care. Nor is there any evidence of
the medical doctor participating in the referral or continuing as an
active member of the team with the psychiatrist and the social worker,

A studyz' of the funetioning of psychiatric clinics in New York
City in 1949, revealed the need for better preparstion of those patients
who were referred from medical sources for psychiatric help, and the im~

portance of the medieal doctor's participation in this.

1. Ibid, p.311.

2o The Functioning of Psychiatric Clinics in New York City, New

York City Committee on Mental Hygiene of the State Charities Aid Assoce
iation, (105 E 22 St., New York, 1949),
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This was a study of the psychiatric clinic which is operated by
the general hospitale A large proportion of the patients referred to
the psychiatric clinic came for relief of physical symptoms, and only a
small percentage of these patients improved, It was found that this
externalizing of their problem prevented effective treatment, Over half
of the patients were referred from medical services within the hospital.
Most of these were diagnosed originally as suffering from some organic
illness, and they had undergone various degrees of treatment, Those who
had had more than 15 contacts under medicel care seldom benefited from
psychotherapy.

There seemed to be a tendency on the part of the referring
clinies to regard the psychiatric clinic as a "disposal mechanism™, and
in only a few cases was there evidence that there had been clear planning
and occasional co=operation in therapy between the medical and the psy-
chiatric clinic. This type of"disposal to psychiatry"after the emphasis
had been entirely on the medical factors served only to fortify the
patient's resistance and his feeling of rejection.

On the other hand, in certain patients where the problem was under-
stood, it was frequently found that the patient not only believed his pro-
blem to have a physical basis but that he also used it as a "crutch" or a
"wegpon", It was felt from this study that to be prepared adequately for
psychotherapy, the patient must reaslize the nature of his own problem and
the nature of the help the psychiatric clinic can offer, The relation of
this kind of preparation to effective therapy was clearly shown. If this
is understood by those concerned with the patient he need not be referred

to psychiatry until he is able to see what this meens.



It was found also, that an interview with the psychiatric social
worker during the first five visits spparently acted as a deterrent to
dropping out on the part of the patient. The worker was able to tackle
the problem in a way that the patient could understand and appreciate.
A Tamily consultation was also significantly related to the duration of
the patient's clinic contact.

Social date on cases from medical sources were all but absent,
and the semple included no case in which the medieal social service of
the hospital had been enlisted at any point,

This study illustrates the importance of the patient's prepara-
tion for a psychiatric referral and the preparation of the clinic to
which he is sent, for effective therapy.

It will be of interest now to examine the way in which psychia~
tric evaluations are made at the Western Reserve University Hospitel in
Cleveland, Ohio, and to note the medical social worker's role in this

1.
program.

Patients from any c¢linic within the hospital can be referred to
the psychiatric clinie for evaluation, The referring physician is
oxpected to discuss with the patient the reason for referral and in
the clinics where there is a medical social worker, the patients are
seen routinely by her for evaluation of their understanding of the
referral and attitude toward it. Screening of referrals for alloca~
tion of cases is done by a senior staff psychiatrist from material
provided by the social worker, from the patient's chart and from in-
terview material, and by the psychiatric interne from the patient's
medical chart. TUsually after the patient haas been seen once or
twice in the psychiatric clinic the case is discussed in an intake

conference attended by a senior staff psychiatrist, the interne and
the social worker who have seen the patient, for the formulation of

l. Eleanor C. Cockerill and John M, Flumerfelt, "One Method of
Psychiatric Consultation to the Case Worker in a General Hospital",
Bulletin of the American Association of Medical Social Workers, (December,
1949), p.72.
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treatment plans. Only a relatively small number of referred
patients can be taken on for long-time study. Many are referred
to the referring clinic after having been seen a few times with re-
commendations as to care, Some are assigned to the sociel worker.

Here we have an illustration of how the medical social worker can
function as part of the referral process for purposes of evaluating the
patient?'s understanding of the referral and her attitude toward it., It
illustrétes, also, the way in which helpful material from medical, psy-
chiatriec and social work sources is shared for the purpose of formulating
and carrying out treatment plans.

The following three chapters will desl with the three groups of
patients as described in the introduction to this study. These will in-
clude, the patientswho showed marked improvement, those who showed some
improvement and those who showed no obvious improvement and rejected psy-

chiatric help. The role of the medical socisl worker will be discussed

in each of these three chapters.



CHAPTER III

Patients Who Were Able to Make Use of Psychi-
atric Treatment and Showed Marked Improvement

This chapter deals with that group of five patients who showed
marked improvement following a period of psychiatric treatment, The
material will be ahalysed in relation to the improvement of the pati-
ents, and consideration will be given to all factors which seem to have
contributed to it. The caseworker's role will be evaluated in terms
of the nature of the referral made to her, of what she learns about the
patient and his particular problem and history, and in terms of the even-
tual outcome.

Two cases were referred to the social service department a short
while before being referred to psychiatry, one case the same day, and the
other two cases within a short time after being referred to psychiatry.
Three cases were referred by outside agencies, one by the doctor in the
medical clinic and the fifth by the psychiatrist who saw the patient on
the ward.,

All cases were actually referred to the psychiatric service by
the doctor on the medical service, but two of these were referred on the
recommendation of an outside agency and a third in conjunction with the
medical social worker in the clinic.

This group of five patients consists of five women ranging in age
from 28 to 45 years of agee Two of these are married, one widowed, and

two single. The occupations represented are housewife, domestic, nurse-
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maid, and finisher in a garment factory.

The first case to be presented is that of a patient who had a
long history of both physical symptoms and mental upset. The patient
presented a number and a variety of complaints that are frequently found
in a general medical cliniec and which, without knowledge of the patient's
background, snd with physical exeminations being negative, might easily
have been considered quite insignificant, In relation to the patient's
history, however, it may be seen how long stending such symptoms can be
and what they may really mean to the patisnt,

Mrse A. is a marrisd woman of 35, with three children, She com-
plained of fainting attacks, dizziness, headachss, poor appetite,
shortness of breath, various pains, fatigue and restlessness, She
had a vaginal discharge and she was frigid,

She apparently had suicidal desires which she restrained, She
showed paranoid symptoms, for example, that her husband was plotting
against her, and she had many fears, nervousness and anxiety.

Mrs, A. had a long history of poor physical health, fainting
attacks, and frequent emotional upsets. In 1934, seven months after
her first child was born, she noted the onset of the fainting spells.
Yet in the swmmer of 1947, when she had no financial worries, and
things were going well, she was free of these attacks,

Mrse As Was born in England in 1913 and came to Canada with her
parents in 1922, She and her brothers and sisters were brought up
rartly by their maternal grandmother and then by their maternal aunt
while their mother worked in a factory. Mrs, A. left school at 11
and herself began work in a factory at 14, Here she met her husband
and in 1933, six years later, she was forced by pregnancy into an un-
welcome marriage.

Her husband's work record was very irresular and in September,
1933, they wers on unemployment relief, They lived for about a year
with Mrs. A's parents and there was considerabls friction between her
husband and her family during this time.

Mrse. A. has always had financial difficulties, partially due to
her husband's low earnings. At the time of referral they were un-
able to meet their expenses. Mr, and Mrs, A. have both language and
religious differences and few interests apart from a weekly show,
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The patient attributed much of her trouble to financial worries
but she did not relate her fainting attacks to her present ill health,
She disliked describing her feelings because she felt she sounded
®erazy'. She said she was nervous and upset, everything bothered
her, and she did not feel strong. She wished she were a man and bit-
terly resented her present life,

Mrs. A. was already known to a family agency and it was the work-
er there who was responsible for her referral to the medical clinic at
the Royal Victoris Hospital and three weeks lgter to the social ser~
vice department for a report and interpretation of the findings.

Since the case was being carried by the family agency worker it was
the medical social worker's plan to continue as a liaison between the
family agency and the doctor for interpretation and to play a support-
ive role with the patient at the clinic whenever necessary.

Mrs. Ae. knew that she was referred to a psychiatrist and that he
was there to help her and would be understanding, but the worker did
not feel she realized the depth to which he would expect her to go
into her emotional problems, She was feasrful of the clinic at first
and needed a great deal of reassurance, one minute feeling that it
was 8illy and the next feeling anxious,

There are several family influences to be considered in regard
to the patient's attitude toward her condition. She had a sister
who was mentally defective and an uncle who died in an asylum., These
two things must have contributed to her fear that she was going
"erazy", It should be noted also that Mrs. A. said her mother had
similar fainting spells and a certain smount of identification must
be suspected here.

Mrs. A. Was upset by psychiatric treatment and many times felt
very ambivalent about continuing., After the fourth psychiatric in-
terview her husband came to the clinic concerned and fearful about
the treatment she was receiving. He felt the clinic was making the
patient "ecrazy", saying she was worried and showed increased nervous-
ness, He complained that the clinic was a torture chamber, The
medical social worker interviewed Mr. A. at this time and following
her interpretation to him, Mrs., A. telephoned the worker to ssy that
she wanted to continue psychotherapy.

Approximately one month later Mrs. A. again felt that she could
not return to the clinic because everyone was against her. Following
this there were no psychiatric appointments made for three months.

It was later learned from the patient that coming out with so much
materiel in the psychiatric interviews had been very upsetting to her
and she had stopped for this reason., Then she believed that the psy-
chiatrist had helped her since she needed someone understanding with
whom to talk over her troubles and she returned wanting to resume
treatment,



After this appointment another month went by and Mrs, A. began
to feel worse, fearing a nervous breakdown and that she should per-
haps be committed. An appointment was made which she did not keep.
She returned a month later, without an appointment, in the hope that
the psychiatrist would see her, This was arranged by the medical
social worker and two more interviews followed, She was much
better after this and it was left to her to come in at a later date
if she wanted to.

Two months later she called for an appointment but did not keep
it, and finally she returned in another four months, extremely an-
xious and wanted to be reassured. She was seen for a month in the
¢linic and then admitted to the Allan Memorial Institute for a per-
iod of two months as an in~-pstient. She was discharged from the
Allan Memorial Institute in an improved condition. Her paranoid
delusions had completely disappeared and her anxiety minimized con-
siderebly. Mrs. A. had gained weight and it had been possible to
remove her frigidity.

This case illustrated several interesting points. Mrs. A+ had

a variety of symptoms which were, for the most part, vague and general.
But there were two symptoms of long standing, the fainting attacks and
the frigidity, and there was also the actual diagnosis of pelvie inflam-
matory disease, The fainting attacks seemed to be the chief complaint
and the main problem for Mrs. A. In this case also there were decided
mental symptoms which the patient herself could express fairly well.

The case illustrates a long history of both physical symptoms
and mental upset, with the onset of fainting asttacks soon after her first
c¢hild was born, It should be noted that Mrs, A's mother also had sim-
ilar fainting attacks. The family history of a mentally defective
sister and an uncle who died in an asylum must be considered of signifi-
cance in the patient's own attitude toward mental illness and psychiatric
treatment, It is important to notice, too, that Mrs. A. relates her
condition to her environmental situation and that at one time when it was

improved and she was free of worry, her health was also improved.
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There seems to be a lack of security in Mrs, A's personal life,
both in love and in material things. It is noted that she says she was
brought up by an aunt and grandmother end not by her mother. Then she
was forced into an unwelcome marriage asnd since then she has lived a
life of almost continual financial worry.

The case shows an extreme dissastisfaction on the part of the
patient with her present life situation and an attitude of fear and am-
bivalence toward the clinic and psychiatric treatment, Mrs. A, felt
that she sounded "crazy" and was “unworthy".

The case is a gdod illustration of co-operation between the medi-
cal social worker and a worker from an outside agency and the importance
of their co-operative roles, in helping the patient both with a referral
to and continuing with psychiatric treatment.

The social worker at the family agency was aslready close to the
family and was responsible for initiating the referrsl to the Royal
Victoria Hospital and for helping the patient to go for a psychiatric
appointment, At the ssme time, the medical social worker saw both the
patient and her husband in order to discuss psychiatry, and she helped
the patient with various clinic procedures, The medical worker felt
that it was her acceptasnce of the patient and acceptence of Mrs, A's
feelings of being "bad" and "unworthy" that enabled her to keep coming
back to the clinic; Throughout the case the medical worker was always
there to reassure and to help Mrs., A. obtain psychiatric sppointments
when she needed them most,

The medicel worker did not feel, however, that she had fulfilled

her role sufficiently well in terms of getting at the basis of Mrs., A's
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feelings about psychiatric help. Some of her smbivalence about treat-
ment was directly related to her illness, for example, her feeling that
people were against her, and to the anxiety produced by the uncovering
of so much materigl that was difficult for her to accept. Some of her
fear must also have been related to the meaning psychiatry had for her
in view of her family history. These are areas where the medical social
worker might have been more helpful,

The medical social worker realized, however, what an important
influence the patient'!s husband could be in regard to her acceptance of
psychiatry and this case illustrates careful and worthwhile work with a
family member and the effect of this upon the patient.

Finally, the case illustrates a close teemwork relationship with
the psychiatrist in the sharing of information about the patient for co-
operative planning and treatment. This was exhibited by the psychia-
trist's readiness to interview the patient one time without an appoint-
ment when the medical social worker felt that it was important.

In the next case although the symptoms are still many and varied
they are more specific, This case presents a contrast to the first
case in that the patient has diagnosed her own illness, Here there is
a greater degree of somatisation and it will take a little longer for
such a patient to accept the need for help of a psychiastric nature. In
such cases there seems to be need for a caseworker at the beginning of
treatment to help insure earlier and better results,

Mrse. B i3 a married woman of 32 who has no children, For two

months, she complained of pain in the joints and back and pain in

the abdomen after bowel movements, She complained of waterbrash
and diarrhoee with gradual loss of appetite, dysuria and dyspareunie.



She ran a low fever and complained that she had had right-sided head-
aches for several years.

Mrs. B, had the fixed idea that she had undulant fever, She
said she had always been nervous and that this nervousness was accom=-
panied by epigastric distressa. She showed symptoms of anxiety, de-
pression and definite homesickness,

In September, 1948, she began to feel weak and tired and develop-
ed vague pains in her back. Her nervous symptoms were those of
anxiety with dreams of bombing during the war and fear lest someone
would kill her., She had numerous somatic complaints which continual-
ly changed, but the anxiety remained. Previous to this, during the
war, she had had somewhat similar symptoms and in 1944 she had con-
tracted vaginitis while in Berlin, A year after her marriage in 1944
she began to notice dyspareunia.

Mrs. B, was born in 1917 in the Ukraine, where her father was
well-to-do, At the age of two her family was compelled to leave
their Russian dominated town and go to Wilna, Poland, because of the
revolution, At 16, Mrs, Be. had to leave school because of financial
difficultye She went on the stage and was quite successful, She
had a theatrical contract in Warsaw, but when the Germans took Poland,
she returned to Wilna and stayed until 1944, when she went to Latviae
to avoid the Russians, whom she hated. From Latvia, she went back
with the German armies as an entertainer. When the Americans ceame
in, the troupe was picked up and continued to work, entertaining
United States troops. Finally, she became alarmed at the proximity
of the Russians and applied to come to Canada,.

Mrse. Be first began to have sexual relations at the age of 19,
She lived with an actor for eight years and then she was attracted
for some time to a pianist whom she described as ugly. She left
both of these men and finally married her husband in 1944, whom she
met in the theatre in Latvia.

They worked together as entertainers during the war in Germany
and then came to Canada in July, 1948, Mrs. B, had wanted to go to
South America and had started to study Spanish, but her husband in-
sisted they go to Canada., They were placed on a farm where her
husband contracted undulant fever and had to be hospitalized in
Montreal. Mrs. B, had been unable to work since December, 1948,
and finally came to Montreal in February for medical atteantion,

Although tests were negative, Mrs, B. was positive she had undu-
lant fever and that the doctors were just not aware of it, She was
interested only in her own illness and seemed to be gaining con-
siderable satisfaction from it. She did not think she would ever
be well enough to return to domestic work, which she said she had
never had to do in Europe. From the psychiatrist's report, she
appeared to have no insight into her condition.
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Once she was hospitalized, she became concerned chiefly with her
dyspareunia, which she related only to her veginitis, and she felt
that all her difficulties hinged on this. She dreaded going back
to live with her husband because of it.

The case was referred to the medical social worker by the Depart-
ment of Labour, since the patient was still under contract, for =
report of her medical condition, The medical worker did not see
Mrs. B. before her referral to psychiatry, but once referred, it was
her purpose to help her with living arrangements in the city so that
she might receive treatment at the Allsn Memorial Institute.

Mrs. B. was admitted to hospitel and given a complete physical
exemination, which revealed no orgenic basis for her complaints, and
she was reassured by the medical physician that she did not have
undulant fever as her husband had. He also told her that her dys-
pareunia was mental, which convinced her that she was not being
treated in the right way., The psychiatrist saw the patient several
times on the ward and attempted to explain her symptoms on an emot~
ional and mental basis, but she could not aceept this. She was in
a difficult position, however, since she was still under contract
and knew that if there was nothing wrong with her she was faced with
returning to work she disliked., Treatment meant that she was ill,
and she finally agreed to day care at the Allan Memorial Institute
if arrangements could be made for this. She did not seem to have
any real understanding of psychiatry.

In this case the social worker simply reinforced the interpreta-
tion of emotional illness given by the psychiatrist. She did spend
some time, however, interpreting this to the patient's husband. He
was anxious to talk to someone at the hospital, believing that his
wife had undulant fever and that the doctors were fooled by it. He
was convinced that the medical system in Burope was better. The
medical social worker helped him to express his feelings and she felt
this interview was of real value toc him,

Mrs. Be began psychiastric treatment feeling sure she was not
being treated in the right way, but resigned to it because she had
to accept help of some sort. She maintained treatment until dis-
charge three months later, however, and made a good response to som-
nolent insulin therapy and to psychotherapy. She was symptom free
at the time of discharge and had gained ten pounds.

In this case the symptoms the patient had were wvague and change-

ful. Nervous symptoms were definitely present ss well, Patient had a
history of these symptoms for several months, beginning about two months

after their arrival in Canade, and previous to this she had had similar
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symptoms during the war. The symptoms seemed to bear a relationship to
her life situation and her illness separated her from unpleasant reality.
It is interesting to note as well that the most recent of her symptoms
were those of undulant fever, the disease her husband had. Identifying
with his symptoms brought her medical attention too.

The case shows an upsetting life for a patient who was uprooted
from her home and familiar surroundings, and had to move elsewhere due
to foreign occupation of her country., Life was uncertain and she seem~
ed always to be running away. Her premarital relationships indicate
uncertainty and insecurity in her emotional life and her career was one
of change and uncertainty.

This case slso shows a patient who was entirely concerned with
her physical ailments and had even given herself a definite diagnosis,
For this reason it would take a longer time to help the patient to see
the relationship between her symptoms and emotions, which at the time
she did not recognize, so that she might eventually accept her need for
psychiatric treatment, It must have been threatening to the patient,
therefore, when the medical doctor told her that she did not have undu-
lant fever and that her dyspareunis was mental.

This case was not referred to the medicael social worker by the
doctor to help with the referral to psychiatry and the patient had been
seen by the psychiatrist before the medical sociel worker's first in-
terviews Co-operative work with the doctor at the beginning might have
contributed considerably to the patient's understanding of her condition
and the psychiatrist's interpretation might then have been better re-

ceiveds Although the ratient did receive psychiatric treatment, accept-



ing it because it was the only alternative was not the best guarentee
of successful results. Treatment might have been accepted more quick-
ly and might have been more effective from the beginning if the patient
had been better prepared for it.

The medical social worker's role with the husband is important
in this case., His influence had been reinforcing the patient's con-
cern about her physical ailments and her lack of faith in the doctors.
The worker's interpretation and time spent with him was very valuable at
this point.

The medical social worker's role with the psychiatrist was de-
finitely that of tesmwork, Both had the same goal in mind and with
consultation, both worked in their own sphere to achieve it. The case
was later transferred to the psychiatric social worker at the Allan
Memorial Institute.

The third case is that of a petient who had actually had a dis-
abling illness as well as a history of inereasing physical and nervous
complaints, This patient's recovery was being prevented by treating
her only on a physical basis. The real problem which became evident
upon studying her personal history had been completely overlooked. The
medical social worker's role in this case is an illustration of a brief
but very important sefvice.

The patient was Mrs. C. a widow, 28 years old, who had two
children. She presented symptoms of chronic fatigue, shooting
pains in the side and head, insomnia, pelpitations, tingling sensa-
tions in the extremities and occasional nausea. She was recently
recovering from pleurisy end whooping cough. She had lost weight

and complained of pains in the chest, side, and arm and noted that
her toes turned blue,
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She seemed preoccupied with her physical symptoms, but said she
had had nightmares during the period of chest pains, about her
mother and father, both of whom were dead. Recently she had a fear
of going "crazy".

Mrs. C. had a history of a "mervous ailment® which developed
shortly after her husband died and for which she was taking pills.
This became more intense and she developed physical symptoms after
the death of her father,

Mrs, C. was born in Montreal and went to school until she was
12, She had no money for high school and so worked for a while at
housework and then at Woolworth's, In 1945, her husband died in
the services and in 1946 her mother died of a cardiac condition,
Mrs. C. nursed her mother and was present at her death. Her father
had tuberculosis since 1945 and finelly died of a heart ailment in
1948, with Mrs. C. in attendance, She had one married brother with
whom she was quite close, She received a government pension, but
her income was very limited and she applied to D.V.A. for help with
a coal debt.

Through further contact with the Department of Veterans Affairs
social worker, it was found that the patient was tsking expensive
medication for her condition and she was referred to the Royal
Victoria Hospital for medical and psychiatric evaluation and also to
the social service department there for help with this referral.

Mrse, C. stated that she felt her complaints were due to "nerves®
and said she had had a great number of worries during the past few
years, She mentioned specifically her financial worries and the
fear of her family contracting tuberculosis. She was afraid that
the pain in her chest and the tingling sensation and blue color of
her toes was caused by her heart, She told the psychiatrist that
she was not really ill until after her father's death, She had
then consulted a doctor who had told her that her condition was due
t0 her™erves" and since then she has attended this doctor and has
been taking numerous medicines,

It was the medical social worker's plan in this case to help
Mrse. Co 10 the psychiatrist and give her a feeling of security in
the clinic setting. The medical physician gave the patient a
thorough examination gnd reassured her that there was no physical
illness present. The Department of Veterans Affairs social worker
had already prepared Mrs. C. for the pessibility of a psychiatrie
consultation and she had agreed to this if it was necessary. She
was ready, therefore, when the doctor recommended psychiatry. The
medical social worker had arranged for her to have an appointment
the same day so there would be no uncertain waiting period.
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Mrs. C. seemed quite satisfied and relieved that nothing had
been found and readily accepted her first psychiatric appointment.
After this appointment, she cried and told the medical social
worker how very relieved she felt at the result of the reassurance
she had been given in the clinic.

Mrs, C. had two subsequent psychiatric interviews., She kept
her appointments well and on her last visit she told the psychia-
$rist she had been feeling much better ever since her first inter-
view with him, She said she was now able to work hard about her
house, had plenty of emergy and was sleeping better. Her various
bodily symptoms hed disappeared by this interview., The patient had
very quickly made a constructive readjustment.

Like the other two cases, this case again illustrates vague
physical symptoms, accompsnied by nervous symptoms, such as an ill-
defined *nervous ailment" and nightmares. The illness history of the
patient is clearly relatéd to emotional traume in her life and the
symptoms she fears most are cardiac symptoms which she identifies with
those of her father who died of a heart ailment and possibly those of
her mother, who also died of a heart ailment.

It is interesting to note that the patient was already attend-
ing a doetor and taking expensive medication, This case illustrates a
drematic loss of love for the patient, who suffered first the loss of
her husband and shortly afterwards the loss of her mother, only to be
followed a year later by the death of her father. The resulting in-
security can hardly be estimated but must certainly be taken into acecount
by the social worker in dealing with the patient,.

Again we see illustrated the fear on the part of the patient
that she is going "crazy", and her own feeling that her complaints are
due to "nerves", This is another example of good co-operation with an

outside agency where the medical worker fulfills the important function

of liaisons This contributed to the patient's sense of security by
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giving her the feeling of teamwork between social workers and between
the social workers and the doctor.

The effectiveness of some previous preparation for a referral
to psychiatry is also illustrated here., It is clear that the Depart-
ment of Veterans Affairs worker's preparation in this regard made it
much easier for the patient to accept the doctor's referral when it
came and to accept as reassurance his explanation that there was no phy-
sical illness present.

The medical worker's role in this case is an illustration of a
brief, but important service. By steering the patient through clinic
and by arranging a psychiatric appointment for the same day as she was
referred from medical clinic so there would be no uncertain waiting
period, the worker gave the patient the feeling of security in the
clinie setting which is so important to such an insecure person. Al=-
though she might eventually have been able to go through the clinic and
have seen the psychiatrist herself, the worker's protective and support-
ive role gave the patient the strength to move ahead and mske construc-
tive use of psychiatric treatment in her daily life,

The following case is one in which the medical doctors for some
time had recognized other factors besides the physical symptoms, and
finally referred the case to the medical social service, not for any
help with the psychiatric referral but for social readjustment., The
social worker's evaluation of the case and the sharing of information
between doector and social worker made possible a definite referral to
psychiatry and one which was timed to meet the patient's need. The

medical social worker's role in this case is an excellent example of in-
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terpretation and encouragement which recognized the stage at which the
patient was and did not push her beyond her cepacity for accepting
treatment of a psychiatric nature.

Miss D. was a 39 year old single woman, She complained of
shortness of breath for four months, vomiting on the week-ends when
she was not working and dizziness for twenty-five years, and sacral
pain (for two years) when walking, She said she had a noise in
her ear which settled on the top of her head and she complained of
"travelling pains", headaches and nausea with her periods, nasal
discharge and excessive perspiration,

She was very apprehensive, unable to concentrate, hed disturb-
ing dreams, nervousness, and constant noise in her ears. The psy-
chiatrist suspected auditory hallucinations.

Miss De had had a history of dermatitis since 1942 when she was
seen and treated for this at the clinic. She was worried at that
time about the possibilities of a serious disease, The doctor's
impression was that of anxiety state. Miss D, was reassured about
the dermatitis and she was seen again for the same reason in 1943,
and again in 1948, The patient also gave a history of a nervous
breekdown with sudden weskness, vomiting and terrible headaches,

Miss D, was born in Russia. Her mother died when she was four
years old and she was brought to Canada at the age of six by her
father who had come to Canada when the patient wes an infant. When
her mother died, the children were kept apart in different families
until their father brought them to Canada. Miss D's father re-
married in Canada and his wife died shortly after.

Miss D. went through second grade at school and at 10 years of
age she began to work at sewing. She had a brother whom she con-
sidered "Jjust like a boy friend", He was clever, had a good educa~
tion, and was now an accountant. He married a person Miss D, dis-
liked, however, and without her consent. Miss D. lives now with
her father and supports him, since he is apparently considered
chroniecally ill with astlma and the results of a street car accident
20 years ago. She stated to the psychiatrist that she had not
talked to her father for 25 years "since hs once hurt her head and
she was not guilty". It was not.clear what she meant by this.

Miss De belonged to the Ladies International Germent Worker's
Union and felt that the Union was always on the employees side
against ber. The Union reported that she was a good worker, but
wanted to make money by doing a great deal of overtime work, This
was sgainst Union regulations, They reported also that after the
first week on a job, Miss D, began to fight with the other workers.



Miss D. insisted that she was not "crazy". She related all
her problems to external factors and did not feel she was the pro-
blem, She felt that the Union made her sick and that everyone in
the business world was against her, She believed that work made
her strong and that when she did not work she became sick., The
medical worker's plan when the case was first referred was to con-
tect the patient's Union and to help her find another job and to
keep in touch with her to see how she was getting along.

The medical doctor reassured Miss D. that she hsd nc disease
of the chest, She was told to g0 back to work and if she had
further trouble with her "nerves™ to return and he would refer her
t0 psychietry. Miss D, did return in four weeks time but com-
plaining of a cough. She complained also of nervousness and
irritablity in getting slong with fellow workers, ©She was re-
ferred to psychiatry but no appointment was made for her at that
time,

The medical worker found that Miss D, would discuss any of her
problems, providing it did not involve her family or her "“secrets",
She kept everything very external and the worker felt her capacity
for insight from psychiatry at that time was very poor.

To the patient, going to psychiatry meant that she was erazy,
and it was, therefore, very threatening to her, She had been re-
jected by her family and had been accused of being "crazy"™ at work.
The Union felt that she was a mental case. There is little wonder
then, that Miss D. was on the defensive gbout her mental condition.

Although she resisted seeing a psychiatrist, Miss D, did want
to see a doctor and partially accepted it on that basis. The
worker could get an appointment for her more quickly with a psy-
chiatrist than with another doctor at that time and capitalized on
this, The medical doctor had already recommended psychiatry and
the worker took a definite stand with the patient about the kind
of help the hospital could offer her., She told her the psychiat-
rist could help her if she would let him, The worker spent a long
interview with Miss D, at this time, interpreting psychiatry. In
view of the patient's feeling about psychiatry the interpretation
dealt mainly with the problem of stigma connected in the patientt's
mind with this kind of treatment. Following this interview, the
worker made the referral to the psychiatrist and the worker felt
definitely that it was due to this interview that Miss D. was able
t0 go.

Miss D, kept her first appointment with the psychiatrist, June
25, 1949, This was on a trial basis as fer as the patient was con-
cerned, but she did return for continued treatment, By February,
1950, Miss D. was able to express herself freely about family pro-
blems and her fear of the future., In April, Miss D, had no physi-
cal complaints, stating that all she needed was a "new head", In
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May, there was further marked improvement both in her feelings and
her socialization and there were no somatic complaints, Treatment
was eventually discontinued due to the patient's improvement.

In this case again, we see a variety of vague physical symptoms
and defihite mental symptoms, with the history of a nervous breakdown,
sccompanied by physical discomfort. The patient's present illness was
related to her work situation and her relationships at work were very
unhappy. Some of the symptoms were of particularly long standing, for
exsmple, the dizziness end vomiting, which she claimed to have had for
twenty-five years, It is of interest that she had come to the c¢linic
before at whiéh time the doctor's impression was "anxiety state™ and
that the reassurance given then had not been very effective, since
ratient kept returning and her symptoms remained.

Here again is a case which illustrates insecurity in the pati-
ent's life., Miss D. lived with her mother until she was four, and then
when her mother died, she was separated from her brothers and sisters
and lived with relatives until she came to Canada at six years of age,
to a father she did not know and a country that was strange. Later in
her life, when her brother was married, she felt as though she had lost
him as well, The relationship with her father had been difficult for
a long time and Miss D. did not have any close relationship with anyone.

The outstanding features in Miss D's attitude toward her illness
were the fear of "going crazy" and the feeling that everyone was against
her, The fear was so real, especially with the accusations of her
fellow-workers, that she could only externalize her problem and could

not recognize her part in it at all,



The case was referred by the doctor not for any help with a re-
ferral to psychiatry, but for social readjustment. The medical doctor
in this case, too, reassured the patient that there was no physical ill-
ness, but told her he would refer her to psychiatry for her nerves if
she wished. The patientt!s answer to this was to return to clinic again
a month later with a cough, keeping her condition on a physical basis,
although there were nervous symptoms as well, This time she was referr-
ed to psychiatry, but no appointment was made.

The worker saw the patient and made an evaluation of the case at
the beginning when she realized her cgpacity for insight from psychiatry
was very poor. TFollowing this, she had brief contacts with the patient
and then there was a month when she did not see her at all, But the
relationship was sufficient to enable the patient, when she finally re-
turned and was unable to see the doetor, to see the worker, The worker
took advantage of this opportunity and also of the clinie procedures to
pick up the doctor's recommendation and to take the stand that psychia-
try was the most réadily available and the best kind of treatment for
the patient. Understanding Miss D's fear of psychiatry, the worker
spent a long time in very worthwhile interpretation to the patient and,
without pushing her, encouraged her to accept a psychiatric appointment
on a trial basis., Although the patient did not return to see the soc-
ial worker, the worker was elready successful in helping her to accept
and continue with psychiatric treatment and the patient improved as =
result of it.

The case was not considered a truly co-operative case by the

worker, but there was sufficient sharing of information between doctor
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and worker, and worker and psychiatrist at the beginning so that each
was aware of the plans of the other,

The last case in this group is one which was referred to the
medical social worker not by the medical doctor but by the psychiatrist,
It was referred early enough so that the worker could play an effective
role in helping the patient to maintain treatmsnt.

The patient was Miss E., a 45 year old single woman, She com-
plained of abdominal pain, accompanied by nausea and vomiting, one
month prior to admission. She had depressive symptoms and was &
conscientious individual with conflict sbout her job.

Miss E, admitted that for many years her digestion had been up-~
set and she had had vague dyspepsia caused by any tensional state
existent in her life, The present symptoms, too, were found to be
related to both physical and emotional stress in her work situation
at the time,

Miss E. was born in Scotland in 1902, Both parents died when
she was g child, her mother from childbirth. The patient was
brought up in an orphanage. During the first war she suffered the
loss of her fiance, and she seemed to have sublimated her maternal
feelings by turning to nursemeid work.

In 1928, Miss E. came to Canada and had since been employed as
a domestic and nursemasid, as well as working six and a half years
in a munition factory. She had always earned a moderate wage and
had been able to accumulate some savings,

Miss E. lived in a five-room flat with her sister and brother-
in-law and paid $20,00 a month to this household. She had another
sister in Scotland. She had few friends, none of whom seemed to be
acknowledged by her sister. This sister was apparently a dominat-
ing woman who eriticized everything Miss E., did and resented her
outside contacts,

Miss E. had been working at a T.Bs hospital and seemed to have
a sub-conscious fear of having developed T.B. She felt that part
of her trouble was of nervous origin and was related to her worke.
She considered her supervisor a tyrant and worried considerably
about her relationship with this woman, Miss E., volunteered that
she thought her sister, too, had some bearing on her emotional life
and on her present medicel situation.



- 42 -

Psychiatric consultation was requested while the patient was
in hospital, by the doctor on the medical ward but there was no
evidence of any preparation of the patient for this. The psy-
chiatrist helped her to see and admit that part of her trouble was
of nervous origin and seemed to be related to her work., Miss E,
said that she had told things to this doctor that no-one else had
ever known,

The case was referred to social service by the psychiatrist two
days after he had seen the patient, for help in rehabilitation, be-
cause he felt Miss Et's complaints to be of psychogenic origin with
their basis in an unhappy job adjustment., It was the social work~
er's plan then to help Miss E., with her job adjustment and to carry
on casework on a supportive besis, When the worker first saw Miss
E, the psychiatristts interpretation and something in his personal-
ity had already helped her to accept it on the basis of her first
interview with him, Previous to this, she hed had nothing to do
with the doctors who had tried to talk to her. She did need help,
however, with her feelings of unworthiness, especially in relation
to the psychiatrist. Miss E. had been discharged without the psy-
chiatrist's knowledge, so that he had not had time to meke a follow-
up visit, She was quite nervous about going back to see him again.
The worker was able to bridge this gap when Miss E. came to see her
after a clinic visit. The worker gave her the necessary ego
strength to go, by first calling the psychiatrist and arranging for
her to see him, and secondly, by going over to the Allan Memorial
Institute with her and waiting with her outside his office. The
worker felt that Miss E, would not have gone otherwise. After this,
the patient was eble to continue treatment herself,

The worker continued casework support after this and helped Misas
E. both with employment and with planning for her to go to a conval-
escent home, for the summer, She came back feeling well, with new
friends and added self-confidence.

The worker also helped Miss E. to express herself snd some of
her hostility. She helped her gain some insight into the value of
sharing her thoughts and feelings with others, Miss E. said she
found it helpful to be able to come in snd talk over her problems
with the worker, She described it as the "best medicine" she could
get.

Miss E. was eventually sufficiently improved to carry on without
psychiatric help and casework was discontinued when she was happily
established in another position, where she lived in and not at her
sister's,

This patient's symptoms were again vague, but they were primarily

digestive symptoms, There was also the mental symptom of depression.
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The symptoms were quite directly related to the environmental stress of
unhappy situations both at work and at home.

This patient suffered considerable loas of love through the
death of her parents, and later in her life, her fiance, It would be
important for the worker to teke these things into consideration in
terms of the patient's sense of security.

Miss E. was able to relate her trouble to her work situation and
to her reletionship with her supervisor and her sister. She was able
to say that she felt part of her trouble was of nervous origin,

A large part of her acceptance of psychiatry was the result of
an understanding and kind psychiatrist, To have someone take such an
interest was a new experience for this patient and while she sasccepted it,
she did need help with her own feelings about it, so that she could make
use of it. The case shows the valus of the worker's sustaining rela-
tionship here and the way in which she was able to bridge the gap between
the interview on the ward and the one at the psychiatrist's office, It
shows also the importance of the help she gave the patient in being able
to express herself and her feelings of unworthiness and to gain strength
through sharing these worries with others.

In addition to this, the worker followed through with concrete
help in reglistic planning with the patient to improve her envirommental
situation.s She also continued her support and interest in the patient
throughout the period of psychiatric treatment and until she was happily
adjusted and able to carry on alone,

This case shows a close working relationship between the psy-

chiatrist and the worker. To begin with, the psychiatrist referred the
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case to social service for help with rehabilitation, Then the worker
was responsible for getting the patient back to the psychiatrist again.
There were several consultations for the purpose of clarifying their
separate roles and for sharing of information, The worker consulted
with the medical doctor as well, preparing him for a clinic visit at
one point and interpreting what she and the psychiatrist were trying to
do. Together the worker and psychiatrist clarified their ultimate gosal
as being to widen the patient's basis for security so that she would not
have to resort to illness as én escape from responsibility or reality.
In this group of five patients who showed marked improvement
none were referred by the medical doctor to the medical social worker
specifically for help with the psychiatric referral and there seems to
have been limited temmwork in this area, The doctor made the referral
to social service in only one of the five cases., In others, however,
he co-operated by interpreting emotional illness to the patient when the
worker called tﬁis to his attention, From the various reactions when
the patients were told there was no physical illness, it would seem that,
where there has been no previous preparation for the emotional basis for
illness, there is a tendency on the part of the patient to interpret this
information as a denial of illness. TFor this reason it would seem that
teamwork between the mediéal doctor and the medical social worker is of
the utmost importance to insure the patient's understanding of illness
that may be mental or emotional in origin, énd to give the patient the
necessary interpretation and support around the referral to psychiatry.
There was more evidence of teamwork between the medical social

worker and the psychiatrist, 1In the cases of Miss E. and Mrs. A. there
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was close liaison between worker and psychiatrist both in initial plann-
ing and in treatment of the patient. There was co-operation also in

the case of Mrs. C., although this was a very brief case, and a little
co-operation in the case of Mrs.B. Here, there was the common goal of
helping her to accept treatment at the Allan Memorial Institute. Al-
though the worker made arrangements for Miss D. to see the psychiatrist,
this was not really a co-operative case and the worker discontinued case-
work as soon as the patient had had one appointment with the psychia-
trist.

Co-operative work with the psychiatrist for a while after the
case is referred would seem to be of value if the patient is to feel a
continuity in treatment and is to be able to handle the anxiety which
is frequently felt around the initial psychiatric interviews, If neces-
sary, in cases where the patient will be under psychiatric treatment for
some time, the patient may later be transferred to the psychiatric sociel
worker as was done in the case of Mrs. B. The patient and the patient's
family can thus be assured of continuous support as long as they need it.

These five cases demonstrate the six following aspects of the
medical social worker's role with such patients:

Firstly, her role is supportive and sustaining and may be the
means of bridging the gap between the two services of medicine and psy-
chiatry. As we saew in three cases in this group, Mrs. A., Miss E., and
Miss D., it can be a determining factor in whether the patient actually
makes the transfer or not.

Secondly, and closely related to the support the patient experi-

ences, is the meaning to her of the relationship with the worker., The
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very fact that this relationship exists means that someone is taking an
interest in the patient as an individual and this may have a great deal
to do with the patient's maintaining treatment.

Thirdly, the wbrker's role is interpretive. With this group
she has had to deal in different cases with the patient's attitude about
psychiatry and the fear of nging crazy" as well as with the patient's
feeling about herself, her emotions, and her preoccupation with physical
symptoms.

Fourthly, interpretation extends to the family and it may be
seen from two cases in this group how important it was to take some time
in careful interpretation to the patient's husband.

Fifthly, the worker has a role to play in giving realistic help
with the patient's enviromment, If the patient is to retain and spply
the help she has“received through psychiatric treatment, it frequently
involves some changes in her envirommental situation. The worker must
be alert to all that can be done to help the patient meke these changes
wherever possible,

Sixthly, the workert's role as an effective liaison between the
hospital and the community agency has been clearly demonstrated. This
effective liaison brought about a better working relationship between the
commnity social worker and the doctors.

Although the patients in this group were not referred to social
service specifically for evaluation and interpretation prior to the rex
ferral to psychiatry, a social evalustion was available early in these

cases, and the social worker became active with the patient soon enough

in most instances to give effective support and interpretation. The
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question might be raised, therefore, as to whether the help of the medi-
cal socisl worker, demonstrated to be valusble in these five cases,
shoﬁld not be given on a planned basis. Instead of giving this case~
work service around a psychiatric referral, only when the case is al-
ready known to the medical socisal worker for some other reason, it might
be advisable to refer all these patients to medical social service when
these complaints cannot be accounted for on a physical basis. Such
cases would then have the benefit of a social evaluation at the beginn-
ing and the decision to refer the case to psychiatry could be made
Jointly on this basis. The medical doctor and the medical social work-
er could then work together to give the patient adequate preparation and

interpretation for it from the beginning of the treatment,



CHAPTER IV

Patients Who Required Considerable Help in Order to Accept
Psychiatric Treatment but Then Showed Some Improvement

This chapter deals with that group of eight patients who showed
some improvement following psychiatric treatment, The material will be
snalysed in relation to the smount of improvement shown and considera-—
tion given to those factors which seem to have contributed to it as well
as to those which seem to have counteracted it. The medical social work-
ert's role will asgain be evaluated in terms of the nature of the referral
made to her, the patient and his particular problem and history, and the
eventual outcome,

With the exception of one, all of these patients were referred
to social service before they were referred to psychiatry. Four were re-
ferred to social service by the doctor in the medical clinic, two by out-
side agencies and one was already known to social service through her
husband, who had previously been referred by a doctor on the surgical ser-
vice. The exception in the group was referred to socisl service by the
psychiatrist in the medicel clinic,

Three cases were referred to psychiatry by the doctor in the
medical clinic, three others by the medical doctor in conjunction with
the medical social worker, one by the patient's private doctor within
the hospital, and the other by the psychiatrist who was following the

patient's son in endocrine eclinic,
Six of the patients in this group are women, two married, two

widowed, and two single. Two of the patients are married men. The
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age range of the group is from 27 to 49 years. The occupations repre-
sented are those of housewife, dressmaker, housekeeper in a hospital,
nurse's alde, typograph operator, and mechanic,

The first case in this group is one in which the patient came to
the medical clinic for several years with no evidence of any organic dis-
ease before she was referred for a sociel or a psychiatric evaluation,

It is an example of a patient becoming accustoméd to clinic attendance
and physical symptoms as the chief way of expressing her problems.

Mrs. Fo was a married woman of 47 with no children, whose condi-
tion was eventually diagnosed as involutional melancholia and re-
active depression. She complained that she felt as though there
wgs something sticking in her throat and causing nausea. She com-
plained of fever and hot flushes, tiredness and sore back, It wes
felt that some of her symptoms were referrable to the menopause.
Somewhat later she complained of black spots moving across her vis-
ion when reading.

Mrse. Fo felt "nervous", very tense, tired and depressed., Evi-
dence of paranoid trends was thought to be understandable in view
of her soeisl situation. Some time later, when she returned to
clinic, there was a further psychic episode, or nervous reaction,
based upon her very unhappy situation,

Mrse. Fo 8aid she had had no previous episodes such as the one
before her admission to the Allan Memorial Institute in 1948, In
1945 when her husband was awsy in the army, patient complained of
pin pricking pains in arms and legs and aswelling of the legs. No
organic disease was found at this time and it was the doctor's im-
pression that Mrs. Fe wanted to be sick and wanted to have a certi-
ficate saying that she needed her husband home, In 1947, she re-
turned complaining of amenorrhea, hot flushes, and dizzy spells.

Mrse. Fo and her husband were both born in Poland, Mrs. F. coming
to Caneda in 1927, She had pleasant memories of her childhood.
She went to school from seven to ten years of age and then, after
the 'flu epidemic, left school to help her parents on the farm.

Mrs, F. was in love with a boy in Poland who courted her for four
years snd then married another girl whose parents offered him a ler-
ger dowry., Mras., F's present husband married her apparently for the
little money she had, placing her savings of $650,00 in his own
account, and teking very little interest in her when that was gone.
She was married in 1936 and was her husband's second wife., Her
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marriage had been an unhappy experience from the beginning., FPhy-
sical abuse resulted in her husband being jailed under a court
order in 1939 but Mrs., F. regretted her action since it took him
away from her for a while,

Since the beginning of 1948 the friction had become worse, with
Mr. F. sleeping away from home a good deal. Mrs. F. had no child-
ren end her husband said she was no good to him, He did not allow
her to come near him and they slept with a quilt between them, Al-
though he showed continually that he resented her demands upon him,
he continued to have a sense of responsibility toward her, paying
the rent and giving her small amounts for food. Mrs, F. still
wanted her husband and continually humbled herself to gain his con-
sideration,

Mrse. F. and her husband have had economic difficulties and Mrs.
Fo had been used to work in a dependent fashion,

Two months prior to her admission to the Allan Memorial Instit-
ute, marital relations became increasingly tense, Mrs. F. would
spend the nights waiting for her husband's late homecomings, She
resorted more and more to religion as a source of comfort and re-
assurance.

In Jenuary, 1950, Mrs., F. told the doctor that her husband had
a woman friend and several children. He wanted to be rid of her
and to bring them home to live.

She talked of her difficulty at home and her husband's abuse,
but she did not relate her physical ailments to her unhappy situa-
tion, She did, however, associate her nervousness with her diffi-
culties. On the whole, she was apathetic and disinclined to face
her situation,

Later she said she believed her husband hed detectives watching
her and in January, 1950, she feared her husband would give her dope
to get rid of her, or would put her in & "crazy home",

The medical social worker planned to (1) see the patient's hus~-
band and discuss the situation with him and, (2) encourage the
patient to take up more varied interests outside the home, Later,
when the situation became more serious, the worker planned to con-
tact a legal agency in order to evaluate the meritel situation and
the question of fraud.

In 1945, when Mrs., F. came to the medical clinic, she was told
there was no evidence of orgsnic disease, She did not return for
a year when again there were no organic findings. The following
Year she was treated for menopausal symptoms. Following this, when
her nervousness and emotional symptoms increased, the medical doctor
referred her to social service, since he felt that the social situs~
tion should be evaluated before she was seen further in medical
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clinic, There was no evidence of the doctor's discussing either a
referral to psychiatry, or an emotional basis for illness, with the
patient before this,

The first referral to psychiatry was made by the medical social
worker in co-operation with the doctor in medical clinic, the worker
preparing the patient for this. Mrs, F. kept her first appointment
and then accepted continued dsy care at the Allen Memorial Imstitute
for a month in the summer of 1948, She improved considerably as a
result of this, although she had expressed fear of the shock therapy
while she was there.

The medical social worker discussed a return to the psychiatric
service with Mrs, F. in March, 1949, but at this time she refused to
go back, fearing that she would be readmitted to the Allan Memorial
Institute, She ingisted that she wanted something more specific
than psychiatry and said "she would collapse and then they would do
something™., Although she said she wanted to reconsider the Allan
Memorial Institute, she did not return for further attention. It
is significant in connection with this that her husband had told her
that she was crazy and bad threatened to put her in an asylum.

In January, 1950, Mrs. F, again returned to medical clinie. At
this time the doctor felt there hed been too much of a tendency to
consider the case answered by a referral to psychiatry. He felt
that the reality factors, the abuse and possible fraud, were very
important and that Mrs., F. focussed on these and could not get well
until positive steps were taken in this regard. He referred the
case again to social service for intensive work, feeling that the
patient's health rested with them,

The medical social worker found Mrs, F., very difficult to help,
since she displayed a passive submission which only fed her hopeless~
ness,

In February, she returned feeling a little better, but the situa-
tion was much the same. In March, the medical social worker re~
ferred her to a legal agency for help and for an evaluation of her
home situation, but she did not want to go, At that time she re-
ceived glasses from the clinie, Mrs. F. made one more visit to the
clinic a few months later again complaining of being "beaten up" and
threatened by her husband. The doctor advised her at this time to
continue on the same medication she had been given before,

In this case the patient presented vague, physical symptoms end
various mental symptoms as well, The occurrence end intensity of the
symptoms clearly seemed to be related to environmental difficulties,

There was a short history of physieal complaints which seemed to be re-
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lated in one way and another to her marital life but the nervous re-
actions seemed to be of recent occurrence.

Although Mrs. F. was able to associate her nervous symptoms with
her environmental difficulties, she was not able to relate her physical
symptoms in the same way, She was disinclined to face her situation
and do much about it and convinced that she needed some treatment that
was more specific than psychiatry.

We have already seen the influence upon the patient of the hus~-
band's attitude end it is obvious that it was a factor in this case as
well. It was unfortunate that the worker was unable to see him, since
his attitude toward the patient was certainly contributing to her illness.
Further efforts to contact him might have been made with more success.

It is important in this case that the patient was referred to
social service first and that on the basis of her social evaluation, the
medical doctor recommended a psychiatric referral. The worker helped
the patient to accept this referral and played the part of liaison betwseen
the medical and the psychiatric service.

At the time a return visit to psychiatry was recommended, worker
egain encouraged her to go, but there was no interpretation given at this
time, It is felt that more interpretation all the way through the case
might have made some difference in the patient's understanding of her con-
dition and ability to use treatment,

When the patient finslly returned sgain to medical clinic the
doctor emphasized the social situation which had probasbly not been given
sufficient recognition. Since Mrs. F's mental and emotional difficul-

ties were so directly related to envirbnmental stress it seemed that this
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should have been re-evaluated and concrete help given the patient in

this ares. This was attempted, but it soon became evident to the work-
er that this was very difficult to carry out in view of the patient's
personality. It would seem, however; that both psychiatrie heip and
environmental help were necessary in this case and that no adequate treat-
ment of the patient could afford to neglect either one,

There is evidence here of teamwork between the medical social
worker, the medical doctor and the psychiatrist. Teamwork started at
the beginning of the case with the doctor's request for a social sum-
mary without which he felt he could not effectively continue treatment.
The psychiatrist also considered this essential, The working relation-
ship was such that later when the worker saw evidence of the patient's
increasing emotional disturbance, she was able to consult with the doc-
tor and psychiétrist and a psychiatrie appointment was immediately
arranged., Throughout the case there was consultation between all three
for purposes of sharing information and planning treatment for the
patient.

There was no satisfactory conclusion to the case. The patient
showed some improvement, but the reality factors from which she wished
to escape still existed. The problem remained primarily one of social
read justment,

The second case is that of a man who had been able to function
quite well as long as he could depend upon his wife, but when she even=-
tually became ill, his prop was removed snd he himself became ill.

Mr. G was a married man of 45 with three children. His diag-

nosis was chronic anxiety state. Mr. G. was hospitalized first for
an attack of pneumonia and a year later for observation end treatment
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of ulcers., Following this he felt he needed six months rest and
requested a referral to a convalescent hospital. He believed hin-~
self to have a heart condition and complained of severe chest pains
and feinting spells. A year later he had an infected ear and at
the seme time he was afraid of cancer,

Mr. G's mental state was one of extreme anxiety. He began to
worry a great deal after his attack of pneumonia and he believed he
was a failure for not being able to support his family. He was
depressed and became angry and irritable very easily.

Mr. G. had been well and was a good worker until his attack of
pneumonia in 1946. Then he collapsed at work and had not been able
to return to steady employment sincs,

Mr, G's father died when he was four yesrs old and he was sent
to a convent, since his mother had to seek employment. At 15 years
of age he went to live with his mother, Four months after this his
brother died and within a year his mother died, so that Mr. G. was
left alone. He went to work on farms before he came to work for a
large company in the city. He claimed that he "never knew what
mother love was".

At the time that he was convalescing from pneumonia, his wife was
sick and had to be hospitalized from time to ftime, having four opera-
tions for chronic otitis media with mastoiditis. Two of the child-
ren were placed in convents and the family received financial assist-
ance for some time, since Mr. G. could not work,

Mr., G. himself felt he was very ill and several times was afraid
that he was dyinge He said that he saw no use in continuing to
live, He claimed that all he wanted was to be able to return to
work., He felt that his wif'e and the neighbours thought he was lazy
and would like to get rid of him, He was in some conflict as to
whether he was to blame for his wife's illness or she for his. Mr.G.
told the worker that he knew his trouble "was in the head".

The medical social worker's plan in this case was (1) to help
the patient with his work adjustment, (2) to help the patient's wife
to understand her husband's illness and (3) to consider the advis-—
ability of a psychiatric referrsl with the medical doctor, and to
give supportive help at least until such time as psychistrie treat-
ment was started.

The doctors in the medical clinic reassured Mr. G. that he was
not sick and ordered special examinations as a therapeutic measure.
They told him there was nothing wrong with him except for his "nerves".
Mr. G. could not accept this, however, since he believed that people
with "nervous trouble were still able to work"., Consequently he
claimed that the clinie doctors did not understand his case and he
returned to his private doctor who treated him with pills., He con~-
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tinued to vascillate between his private doetor and the clinie for
a long time, He did not like having the clinic doctor ask when he
was going to return to work and he was hostile with his wife for
gending him to the clinic. He felt something must have been over-
looked, The nervous attacks increased, however, and Mr, G. came
back to the clinic periodically. The doctors and the medical work-
er maintained a very permissive attitude toward this behaviour.

The medical socisl worker gave Mr. G. a great deal of help
around the psychiatric referral., The worker explained the rela-
tionship of illness and emotional upset and interpreted a psychia-
tric referral in terms of his need for a special kind of treatment.
Mr. G, was fearful that psychiatric treatment consisted only of
lying on a couch and talking and that it meant that he was crazy.

He said he wished there were "really" something wrong with him so
that he could be hospitalized and operated on. The worker tried

to give the patient some understanding of the kind of illness he had
and told him she knew he would work if he could. She explained
that many people had the same trouble he had and were helped. She
gave him considerable support during the period of waiting for a
psychiatric appointment and assured him that he could always come to
see her.

Mrs. G. became quite exasperated with her husband's continual
complaints and expressed the feeling to worker that it was his res-
ponsibility to support his family. The worker gave her a consider-
able amount of help with her feelings about her husband and helped
her to understand him as he was and be a support in getting him to
return to the clinic for psychiastric treatment,

The influence of relatives and friends was important in this
case and Mr. G. was particularly sensitive to their attitudes. His
sister told him he had heart trouble and a friend, by citing a
similer case, implied that it was ell in his head, His friends said
he was either "lazy or crazy™. He was to0ld by another hospital and
also by his private doctor that he had a heert condition. This
doctor told him he needed five months rest and that he would die if
he went back to work, Mre. G. had blind faith in the pills this
doctor gave him and was afraid he would hecome worse if he discon-
tinued them, One day he talked to a man in the clinie who said he
had had similar difficulties with doctors and he finally went to the
Allan Memorial Institute and was cured., Mr. Ge. Was pulled in all
directions and did not know whom to believe, These influences only
helped to perpetuate his vascillation between the clinie and his
private doctor. His wife, however, was a strong and important in-
fluence in helping him to accept the kind of treatment he needed and,
later on, an outside doctor and the family agency to whom they were
referred for financial assistance, helped to facilitate the actual
referral to the Allan Memorial Institute.
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Mr. Ge. did not keep the first psychiatric appointment that was
given him and felt very ambivalent about it, He took a summer job
at that time, however, and returned to his private doctor whom he
attended regularly for a while after this, There was no contact
with the hospital for some time until finally Mrs. G. called to say
that her husband was worse, It had become so difficult with him
at home that arrangements were made for him to go to a convalescent
hospital for a while until such time as he could be admitted to the
Allan Memorisl Institute,

Mr. Ge enjoyed his treatment and felt that he had been foolish
not to go for treatment earlier, The doctors felt that he still
had no insight into his condition, but the medical social worker
felt that he had some understanding of the nature of his illness.
He told her that he only hed the symptoms in his chest when he
worried and he knew now it was only his nervous condition, He felt
like a new men, He went back to light work in the summer and then
to his former job in the fall and was well and uncomplaining. He
was still somatizing to some extent; however, it was felt that he
would continue to need the support of the hospital and the medical
social worker for some time, Psychiatry would continue to be avail-
able to him at such time as he might need it again.

In this case it is interesting to notice not only the variety of
symptoms the patient presented, but also the tentative diagnosis made by
various doctors. The patient had had a long period of unemployment and
was quite convinced that he was seriously ill. He had obvious anxiety
symptoms and the underlying belief that he was a failure,

Before this period of illness and unemployment he had had no
difficulty. His health had been good and his employment record was sat-—
isfactory. His personal history, however, clearly shows & lack of love
and security without the usual parental relstionships.

He finally found a good mother in his wife and he was able to get
along quite well until his wife became sick. At the time of her illness
and hospitalization, he became sick as well and his illness was directly
related to his loss of her support and care. Although the patient did

not understand this relationship, he was certainly in some conflict about



it, since he wondered whether he was responsible for her illness or she
for his,

Mr. Go himself felt that he was very ill physically. It is
important to notice that he did not comnsider that being emotionally ill
was really being ill., He considered what the doctor told him a denial
of illness. Later, after he had received considerable help, he was
able to tell the worker that he knew his trouble was all in his head.

‘The worker's role was first of all one of recognition. OShe
asccepted the patient as he was, she heard his story and she recognized
his illness., Secondly, she gave him support in coming to the clinie
and she met his discouragement when the medical doctor told him there
was nothing wrong with him, She supported him in meking his own decis—
ions and helped him in this way to choose between the clinic and his
private doctor, allowing him to make the choice in his own time, Thirdly,
the medical worker spent a good deal of time in interpretation in regard
to the emotional basis for illness and how psychiatry might help him, It
wes clearly due to the interpretation and continual support he received
that he was eventually able to accept psychiatric treatment at all.

The medical social worker continued her support throughout the
patient's treatment period at the Allen Memorial Institute and although
he might have continued without this, it no doubt gave him more confidence
end helped him to make more constructive use of psychiatric treatment.

In previous cases wWe have seen the importance of the worker's
role with the patient's husband. This case is perhaps the most illus-
trative of the support and interpretation the medical socisl worker can

give the patient through the marital partner. His or her influence upon
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the patient must always be considered and as in this case, it may be
necessary for the worker to spend a considerable amount of time with
her in order to help her understand the patient and his illness and to
enable her to give the patient her support. If it had not been for his
wife's confidence in the hospital and her conviction that psychiatric
treatment was the only kind of treatment that would help the patient, he
would not have continued to come to the clinic.

This case is snother example of tesmwork with a family agency.
This time the medical social worker made the referral to the family
agency for financial help and planning due to the unemployment and the
illness of both parents, The family worker cooperated with the medical
worker to help the patient with his indecision between the clinic and his
private doctor. Later, it was through cooperative planning between the
medical worker, the family worker and an outside doctor that arrangements
were made for the patient to be admitted to the Allan Memorial Institute.
There was frequent consultation between the two workers and one confer-
ence was held for the purpose of joint planninge.

There is evidence, too, of effective teamwork between the medical
doctor and the medical social worker in this case. At the beginning,
they discussed together their plan of treatment and it was decided joint-
1y to work towards a referral to psychiatry, although it was recognized
that the patient was not ready for such a referral yet. In order to
evaluate the case as it progressed, there was a sharing of information to
the extent that the medical worker recorded in the medical record an
account of the patient's feelings after each clinic visit. There was

evidence throughout thé patient's clinic attendance of consultation
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between the medical worker end medical doctor to discuss the patient's
progress and to formulate further treatment plans,

Teamwork with the psychiatrist was much less evident while the
patient was at the Allan Memorial Institute. More continuity here
might have been helpful, but the lack of it at this stage does not appear
to have been detrimental.

The case illustrates intensive work on the part of the medical
social worker in the role of helping a patient accept and use psychiatrie
treatment., Movement in the case is slow but nonetheless sure, The
patient's symptoms might recur and he might continue to somatize his
anxiety and continue to need the support of the hospital for some time,
but & family break-up was prevented and an understanding snd acceptance
of psychiatric treatment achieved that would enable the patient to make
use of this service much more readily should he need it in the future,

The third case in this group is that of a patient who had a his-
tory of illness and of being "sickly" that dated back to her childhood.
The patient had undergone, as well, two surgical operations which had
encouraged her to believe that she was an ill person and focus her atten-
tion on any physical symptoms.

Mrs. He Was a 38 year old married woman with no children. Her
diagnoses were hypertensive wvascular disease, bleeding ulcer, as well
as chronic psychoneurosis. In the spring of 1949, she came to the
clinic complaining of Mattacks" beginning with seeing stars and dur-
ing which her tongue became numb and there was heavy perspiration.
She complained as well of headaches and loss of memory. She come
plained of vomiting, nausea and anorexia with occasional pain in the
epigastrium,

The mental symptoms of which Mrs, H. complained were progressive

nervousness and loss of memory during the "attacks", These "attacks"
were considered by the doctor to have their etiology in anxiety.
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Mrs. H. seemed to be a dependent immature individual who became
hostile when her dependency needs were not met.

Mrs. H, had & history of headaches for twelve years. In 1945,
she underwent a splanchnectomy and sympathectomy for her hyperten-
sive vascular disease and her headaches improved somewhat following
these operative procedures, Later, however, they were considered
by the doector to be psychogenice In 1949, she underwent a gastrec-
tomy for bleeding ulcer. Her present "spells" began to occur after
this.

There does not seem to be anything unusual about Mrs. H's
early life, She attended public and high school sand business coll-
ege and then worked in an office until she was married.

Mrs. He met her husband when she was 15 and was impressed with
his good looks and respectful manner, After eight years of court-
ship, they marrieds Mr. H, earned a steady income and there were
no difficulties until Mrs. H, wWas hospitalized in 1945, Then her
husband began having affsirs with other women and drank quite heavily.
To 1947 he went to live with another woman and Mrs. He. was forced to
work in a perfume factory to supplement what he gave her. He had
beaten her on several occasions, but this stopped after she took him
to court. Mrs, He tried to be protective of her husband, saying
that she considered him mentally ill.

Mrse. He did not feel now that there was any problem between her-
self and her husband. Several years sgo she gave him the choice
between herself and another woman with whom he had been involved and
he had returned to her snd had been quite content since, Now she
said he came home every night and no longer drank,

Mr., H. was a truck driver for a brewery. He had been there
eleven years and had good chance of promotion, Their income was
adequate and they were building a cottage which Mrs. H. enjoyed very
much. Her mother and sister lived near them and helped her daily
with her housework since she could not do her own.

Mrs. H, affirmed that heér "attacks" were not precipitated by any
unpleasantness or trouble. She considered these Mattacks" to be the
cause of her insecurity. She was not afraid outside, but was fear-
ful of being home alone., She was concerned, she said, because no
doctor thus far had been able to give her an answer, but she seemed
to accept this form of helplessness with complacency. She wanted
the social worker to help her interpret her illness to her husband.

It was the medical social worker's plan to (1) evaluate the soc~
isl situation and (2) interpret Mrs. H's illness to her husband and
prepare the patient for a psychiatric referral.
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The medical social worker did evaluste the sociasl situation and
saw Mrs. H, in order to interpret emotional illness and the help
she might receive from a psychiatrist. Mrs, He said she was gen-
uinely puzzled now, because she felt she had no problems such as
those a few years ago which she thought really had affected her
health, But while she did not feel she had any personal problems
except those which she considered the result of her physical symp-
toms, she was willing to have a psychiatric interview which might
help in giving an understanding of why these attacks occurred.
When the time drew near for her psychiatric appointment, Mrs. H.
saild she was feeling better and needed some encouragement from the
social worker in order to keep her appointment,.

All her life, Mrs. He. was subject to the influence of a mother
who kept telling her she was a s8ick child and easily susceptible to
any infections, Her mother was at this time very concerned about
Mrs. H's illness, On the other hand, her husband was not very
sympathetic and did not believe that she was as sick as she appear-
ed to he. Later he showed a little more understanding and express-
ed the hope that her "spells" could be cured,

Mrs. He did keep her first appointment with the psychiatrist and
continued to see him for a short time in the medical outdoor. He
recommended superficial psychotherapy for this patient. Unfortunate-
ly there was a change of psychiatrists at this time and the treatment
had to be discontinued temporarily.

Again we see illustrated a variety of vague symptoms and in this
case there is emphasis on the pstient's so-called "attacks". There are
also the accompanying symptoms of progressive nervousness and a loss of
memory during the “attacks",

Mrs. H. had a history of illness that dated back to being a sick-
ly child, but began as far as patient herself remembered with headaches
which troubled her for twelve years, There were also the two diagnoses
of hypertension and bleeding ulcer, both of which were treated surgically.

The patient is described as being a dependent, immature person,
and her illness seems to have been a part of this pattern throughout her
life, bringing with it, and being fostered by, the concern and protec-

tion of her mother. Her headaches began about three years after her

marrisge and it may be significant that Mrs. H, was first hospitalized
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et about the same time thet her husband began to have affairs with other
women,

Mrs., H, herself admitted that her personsl problems had an
effect upon her health at that time, but did not believe that this rela-
tionship existed at the present time, She claimed now that there was
no problem with her husband and that her "attacks™ were not precipitated
by any unpleassntness or trouble, She was convinced that it was as a
result of these attacks that she felt insecure, Here sgain we see a
denial of an emotional basis for illness, probably due to the misunder-
standing that her symptoms could not be real if they had an emotional
origin,

In this case, too, it is clear that the patient's husband had an
important influence upon the patientt!s attitude toward her illness end
toward psychiatric treatment. As long as he did not believe that she
was ill, her energy was directed toward proving this rather than meking
use of available treatment in order to recover. It was hard for her
to accept the doctors' findings that there were no physical bases for
her symptoms since this seemed, too, to be denial of illness. At this
point her husband could have been a very strong influence in helping
the patient accept psychiatric treatment, Although the worker made sev-
eral attempts to see her husband, he broke his appointment each time.

The medical social worker's role with the patient, however, was
successfﬁl as long as it lasted. 7 The worker saw Mrs, H, on every occas-
ion that she came to the clinie, recognizing her illness as real. Mrs.
H. responded to this supportive casework relationship, FEmotional bases

for illness were discussed with her and careful interpretation was given



about the kind of help a psychiatrist could give her. It was due to
this interpretation and the worker's continuous support that the patient
finally made and kept her psychiatric appointment.

Teamwork with both the medical doctor and the psychiatrist is
well illustrateds At the beginning, when the doctor could not account
for the patient's symptoms on a physical basis, he asked for a social
evaluation in order to gain a better understanding of the case before
referring the patient to psychiatry. When a referral to psychiatry was
recommended by both the medical doctor and the social worker, a confer-
ence was held with the psychiatrist where there was joint planning for
the patient's treatment, The plan was for the medical social worker to
continue casework support with psychiatric interviews at intervals.

The case was carried according to this plan for a short time and
then it was necessary to make a transfer, not only to another psychia-
trist, but to another social worker as well. The transitional period
when the medical social worker's role is so important, was successfully
completed, however, and the case gave promise of some improvement.

The fourth case in the group is that of a man who had a five
year history of illness and who had been to a number of other doctors,
He was dissatisfied with the negative results and considered their inves-
tigations to be inadequate.

Mr, I. was a married man of 30, with two children., His final
diagnosis was that of anxiety state. He came to the medical clinic
complaining of pain in the epigastrium, associated pain in the back
of the legs, the knee and ankle joints and burning pain in the chest.
He complained also of insomnia and later noted the occasional yellow

tinge to his skin,

Five years prior to this, Mr. I, had suffered from general de-
bility, weakness end insomnia, which was believed to have been brought
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on by over-work. Treatment for this was varied. The following
year Mr. I. was able to carry on work asgain, but digestive diffi-
culties resulted in epigastric pain which had increased over this
five-year period. At about the time these symptoms began in 1943,
he was rejected for military service due to a hermia.

Mr, I, was born in the country, the second in a family of
eight children, The family moved to the city when he was ten. At
thirteen he left school in grade VII and began working as a news-
boye Following this he did clerical work for five years and since
1936 he was a typograph operator, earning a good average wage.
Little was known about the early influences in his life except that
his father was alcoholic,

In 1943, Mr. I. married, and at the present time he and his
family were living in a four-room flat in a poor neighbourhood in
the city., Mrs. I. was attending the arthritis clinic.

Mr. I. felt he was under considerable strain in his work, since
there were always time limits on assigmments which had to be met.
There he encountered personal difficulties as well, both with men
under his responsibility and over whom he had no authority, and with
his foreman. He was dissatisfied with his social status and his
job, wanting something with more prestige and money.

Mre. I. felt his health was first impaired after working steadily
day and night for four years. He visited several physicians pri-
vately, but was never satisfied because he felt investigating pro-
cedures were not adequate. He felt better now then he did at the
beginning of his illness in 1943, but ceme to the clinie for preven-~
tive as well as curative measures.

Later when he was telking with the medical social worker, Mr.
I. spoke of being unable to express his hostility easily and said
he knew he "kept everything inside until it was too late".

It was the medical social worker's plan in this case to follow
the patient during his clinic visits, giving him regssurance and an
opportunity to discuss his problems and feelings on a conscious
level with a view to helping him better accept himself as a person.

The medical doctor gave the patient considerable reassurance.
Weekly discussions with him were arranged in conjunction with the
medical social worker's report, with the aim of removing Mr. I's
symptoms by means of reassurance and readjustment of his way of life.
He was given one long interview in which the doctor gave him a com=-
plete explanation of the various tests and examinations done, He
was reassured that there were no organic lesions. The emotional
basis of his complaints was explained in simple terms and the doctor
felt that he gained a good understanding of this. In later inter-
views, Mr., I's employment difficulties and his personal relations
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were discussed and the doctor attempted to help him with these
things. As the doctor gradually interpreted Mr, I's emotional
illness to him, the medical social worker handled the patient's
reaction to this, The worker felt eventually that he accepted
the psychological implications of his illness fairly well, At
this point the worker felt that a psychiatric consultation would
be helpful., At about this time also, the doctor in the medical
clinic left and it was arranged that Mr., I's next interview would
be with the psychiatrist.

Mrs, I was very concerned about her husband's illness and
wanted him to have a psychiatric appointment, It was the joint
decision of the psychiatrist and the medical social worker to have
both the patient and his wife referred together to psychiatry since
it was felt that Mr. I. needed this additional support and the work-
er did not think he would go alone, This was possible since his
wife was already known to the outpatient department, through the
arthritis clinic and was vitally interested in her husband's ill-
ness. After this first joint interview which they kept, the psy-
chiatrist continued with Mr. I, alone since he felt that his adjuste
ment was the main problem,

With the help of wife, doctor and medical social worker, the
patient accepted continued psychiatric treatment, He was given
hourly interviews every two weeks for a totel of fifteen hours over
a period of seven months. At the end of this time, although he was
never symptom free, Mr, I., showed general improvement in his rela-
tionship with his wife, ©Psychiatric treatment was discontinued at
the end of this time due to the departure of the psychiatrist and
the improvement shown in the patient. Mr, I. understood that he
could return to the clinic for further treatment if the need arose.

The case was closed by the medical social worker once it had
been successfully transferred to the psychiatrist.

Here again the patient presented vague physical symptoms which
he related to stress and strain at work, There did not seem to be auny
indication of mental symptoms being present. It was noted, however,
that Mr. I's relationships with other people were poor, both at work and
in his peréonal life.

Mr. I had a five-year history of illness, the origin of which he
also related to overwork, He had been to several other doctors without

any successful results,
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Mr. I's gttitude toward his present life was one of dissatis-
faction. He was aware of his personal difficulties with his wife and
the strife in his relationships at work. In regard to his illness,
he felt that previous investigating procedures had been inadequate and
that there was really something physically wrong with him, Later, he
showed some awareness of his emotional difficulty, when, with help, he
wes able to tell the social worker how hard it was for him to express
his hostile feelings,

The worker's role in this case was one of support and reassur-
ance, and also one of skilful handling of the patient's feelings, help-
ing him to accept himself as he was and to express himself more easily,
thus enabling him to make better use of psychiatric treatment.

Again we see illustrated the important role the marital partner
plays in the patient's trestment. Mrs. I. was concerned about her hus-
band's illness and with the help of doctors and social worker, she co-
operéted in every way she could, even to the extent of seeing the psy~
chiatrist with her husband the first time. Thus the ineclusion of the
marital partner in the treatment plan for the patient was very impor-
tant in this case and actually meant the difference between the patient,
himself, accepting psychiatry or not.

Teamwork between the medical social worker and the doctor in
this case was good, It began when the doctor called the social worker
in at the beginning of the case for a social evaluation and for support-
ive help, Information about the patient and professional opinions
were shared and together the doctor and social worker formulated and

carried out a treatment plan, There were frequent consultations through-
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out this period and the case was discussed at a student medical confer-

ence,

There was also consultation with the psychiatrist at the time of
the actual referral, but once the patient had accepted continued psy-
chiatric treatment, the psychiatrist carried the case alone.

In this case, a patient who had been "shopping"™ for a remedy and
was dissstisfied with anything that doctors had ever told him, was final-
ly helped to get the treatment he needed and although his symptoms were
not entirely removed, the patient improved and did give up going from
one doctor to another,

The fifth case in this group is an exsmple of a patient who was
at one time considered to be one of the hopeless cases in the clinic and
whose symptoms increased under medical treatment., The patient had very
strong and deep seated dependency needs and showed a high degree of so-
maetization, |

Mrs. J., was a widow, 49 years old, with two children., Her
diagnosis was chronic anxiety neurosis and hysterical depression,
She came to the clinic complaining of sharp pain in the left side
of the abdomen, dizziness and headaches, She was later hospital-
ized elsewhere for an emergency appendectomy. Following the
operation, however, she still complained of dizziness and weakness
and also severe piles, Several months later the complaints were
more stressed, but still the ssme dizzy spells with black spots be-
fore the eyes, and sharp pein in the left side of the abdomen,

Mrs. Jo. Wwas anxious and depressed. She complained of forget-
fulness, When it was suggested by the doctor that she return to
work, she became very resentful end threatened to take her life if
the medical social worker did not help her. She also showed con-
siderable hostility toward her daughters.

Mrs. J. first came to clinic in 1942 when she complained of pain
in her back, loss of weight, fatigue and shortness of breath. Since
that time she was treated surgically for pelvic inflgmmatory disease,
and was in and out of hospital several times, Her symptoms persist-
ed however, At one time she thought she had a heart condition like
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her dsughter, By July, 1945, she was considered a severe neurotic
and a social problem, The case was conferenced at that time with
the doctor, the medical social worker and the family worker present.
Later Mrs. J. attended psychiatric clinic for five months, mainly
because she felt rejected by all other climnies, She seemed to gain
some insight into her illness. She was hospitalized again for a
week the next year, however, and at this time she would not accept
psychotherapy. She kept coming to the clinie with various symptoms
and complgined to the femily worker that she was very ill and that
no one understood her., She was very upset when finally told in the
medical outdoor, in 1947, that there was nothing wrong with her and
she should not return, She returned to gynecology clinic, however,
and psychiatry was again recommended, but not accepted,

Mrse Jo was born in Poland, and did not have much education due
to conditions existing there during the first World War. She was
in a concentration camp for two years. In 1928, she came to Canada
and worked as a domestiec. Her parents were not living when she
came to Canada but she had one sister, living in the United States,
Mrs. J. worked for a while in a factory when she met and became en~
gaged to a boy who was killed in an accident shortly before they
were t0 be marriede Following this she met her husband through a
friend and they were married in less than a week,

Mr. Jo was a heavy drinker, very abusive to his wife and had
even threatened to kill her., Mrs., J., obtained a legal separation in
1944 and her husbaend was ordered to pay her a weekly allowance, which
he failed to do., Later, he had the family evicted and dispossessed
of their belongings by some arrangement he made with his wife's land-
lord, although she had been peying her rent regularly. Mrs, J.
tried to work for a while, but was not able to because of poor health.
For a long time she lived in fear of her husband returning and harming
her and the children.

Mrse J. was now a widow and was being assisted by a family agency
in keeping her home together and bringing up her two girls, who had
had a difficult time adjusting to their insecure home enviromment.
Mrs. J. had worked periodicelly, but the main support of the family
was from the femily agency. When the family worker visited the home,
Mrse. J. was found surrounded by shawls and hot water bottles. When
encouraged to work, her complaints only beceme more acute.

Mrs. J. was apprehensive about her heelth, focussing many of her
problems on her physical condition, She had a pattern of seeing
many different doctors, being certain that there was something phy-
sically wrong with her, She said that up until the time of her
marriage she was in excellent health, Now she feared that she had
cancer and that the doctors were keeping this from her, At one time
she felt sure she had a heart condition, like her daughter. She was
very dependent upon medicines and said she was afraid to go out alone
because of her health.
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Mrs, J. said she shunned outside contacts because she did not
like other people's pity or advice., She felt she was not accepted
by other people because she was poor and could not pay her way and
also because she did not spesk English fluently. The family worker
did not feel that Mrs., J. had much insight into the emotional pro-~
blems affecting her health. Mrs, J. herself denied any problems in
the area of emotions of "nerves", Later, however, she did ssy to
the psychiatrist that perhaps she was "thinking too much".

It was the medical social worker's plan to help the patient ob-
tain and use the medical care she needed and it was the family work-
er's plan to provide supportive contacts with the patient and finan-
cial assistance, It was the aim of both workers in conjunction
with the psychiatrist, to help the patient get some attention and
satisfaction other than through illness and to gain some insight into
her present role with her children. It was hoped that she might be
encourgged to return to work.

A few years previous to this, Mrs. J. was considered one of the
*hopeless" cases in the clinic and was handled as such. Mrs. J.
said that every doctor told her he could not help her and she did not
like doctors. More recently the doctor in the medical clinic en-
couraged her in terms of her "will to get better". He also talked
with her daughter about her condition but she interpreted this as
telling her daughter that she was "crazy™ and she lost confidence in
the doctor. The doctor, however, was sympathetic to Mrs. J'8 pro-
blem and although there was no physical basis for her distress and he
had referred her to psychiatry, he was willing to see her on a sup-
portive basis,

The family worker talked with Mrs. J. about psychiatry, but she
resisted the idea of psychiatric help completely and denied any pro-
blems with her "nerves". The femily worker finslly encouraged her
to g0 to psychiatry and arranged an appointment for her. Mrs. J.
accepted this at last, but mainly because she wanted medical help of
some kind and because the psychiatrist spoke her language. It was
some time before Mrs. J. admitted any emotional problems.,

Mrs. Jo did not have any real understanding of psychiatry and
interpreted the insulin therapy at the Allan Memorial Institute as
an indication that she was crazy.

She reacted very slowly in psychotherapy. The psychiatrist
felt it would take her a long time to realize that there was nothing
physically wrong with her, since up to then this had been the only
way she could get attention, After two months of therapy, she
still insisted that she had some abdominal disease, but stated that
it was possibly just her "nerves". In another month she had gained
some understanding of her role with her daughters and was less in-
sistent about any somatic disease. She was finally able to accept
insulin therapy which she had previously refused completely. By
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the fifth month, although the same complaeints still existed, she
showed some improvement. She was more concerned about her daught-
ers and less about herself and she was less insistent about her
somatic complaints,

Mrs. J. complained of a variety of vague symptoms which in this
case had persisted in spite of any treatment, and gradually becgme more
stressed. The mental symptoms noted were those of snxiety and depress-
ion, She had difficulty making friends and showed hostility toward her
own daughters.

Mrs., J. had a long history of illness related significantly to
her married life., The case also illustrates the identification of
symptoms with those of another member of the family, since for a time,
Mrs. Je. felt sure she must have a heart condition like that of her
daughter. Over this long period of illness, she had a pattern of going
from one doctor to enother, always dissatisfied with the prescribed
treatment,

In this case, the patient had a very insecure background, be-
ginning with her life in Poland during the first World War and two
years in a concentration csmp, the loss of her parents, and the move to
Canaeda, a strange and new country for her, Then ceme the loss of her
fiance and a quick marriage which brought only unhappiness and abuse
and fear for her own safety and that of her children. It does not seem
surprising that finally, as a widow, she was a very dependent person,
needing support from the family agency and her deughters and using ill-
ness as a prop and a means of getting the support and care she needed.

Mrse. J's attitude toward her illness was characterized by this

certainty that there was something physically wrong with her. She her-



self related her illness to her married life, saying that she was well
before marriage. She did not have much insight into this relationship,
however, and denied the existence of any problem in the emotionel area.
She did have considerable feeling of inadequacy, which she expressed in
terms of not being able to pay her way, and not being able to speak
English fluently and not feeling accepted by other people.

The case is an excellent illustration of co-operative work with
an outside agency where the medical social worker's role was chiefly
that of liaison, making it possible for the family worker and the psy-
chiatrist to share information sbout the patient and work closely to-
gether in her treatment, In this case, since the family worker already
had a strong relationship with the petient, she gave the necessary sup-
port and interpretation for the patient's referral to psychiatry. With-
out this, Mrs. J. would not have been able to go.

Teamwork with members of the medical staff was also made poss~
ible by this liaison provided by the medical social worker. Reports
were made through her to the family worker and the psychiatrist and she
arrenged and attended several conferences, In this manner, with the
professional opinions of all three brought to bear upon the problem,
treatment plans were formulated and carried out and both workers and
Psychiatrist were working toward the ssme goale.

By the end of the period covered in this study, the patient was
by no means cured and, judging by her previous pattern and the extent to
which her problems were somatized, this would teke a long time, She
was, however, somewhat improved and acceptance of psychiatric help had

at least been achieved,
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In the following case the patient received socisl service help
as a result of her husband's illness and psychistric help as a result
of her son's medical condition, Not only did she have to accept a re-
lationship between emotions and physical symptoms, but between her own
emotions and someone else's physical symptoms,

Mrs., K. was a 35~year old widow with two children, The diag-
nosis in her case was hypertensive cardiovascular disegse and psy-
choneurosis with depression. Mrs. K. complained of having numbness
and throbbing in the head and hypertension since 1934, Her head-
aches were aggravated during periods of stress and emotion and she
felt tired most of the time, She herself was obese and had a very
obese son, Her mental state was characterized by fairly severe
attacks of depression.

Mrs. K. was born in Montreal and lived there all her life, She
was brought up by a "sister", in the belief that her mother was
dead. She was shown little affection, was made to work hard and
was not allowed visits from her friends, She was not given any
sex education, and, in 1936, she became pregnant by a roomer in her
"sister's" house, who was the only person who had shown her any
affection, He offered to marry her and it was at the time of her
marriage that she discovered that her "sister" was reslly her aunt.
The "sister", whom she regarded with 1ittle affection, was her
mother, and she herself was an illegitimate child.

Six months after her marriage, John was born and three years
later, Eric, When Eric was two, her husband died after a long ill-
ness., In 1943, Mrs. K, met and married her second husband and it
was the first time in her life that she was reslly happy. This man
had been married before and had had a hard life as she had had. She
felt she had been accepted by this man for what she reslly was. When
the medical social worker was first called in on this case in Septem-
ber, 1946, it was for assistance in securing a colostomy cup for Mr,
K. who was dying of cancer. With the threat of the death of her
second husband, Mrs. K. felt extremely resentful toward a fate which
would snatch away the only happiness she had ever had to make up for
all the past unhappiness,

It was the medical social worker's plan to carry on supportive
casework with the patient in relation to her husband's illness and to
help her to gain an understanding of the medical and psychiatric pro-
blems in relation to John to enable her to constructively use psy~
chiatric treatment.

In this case, Mrs., K. herself was first referred to psychiatry
by the psychiatrist in the endocrine clinic who was treating her son



- 73

and felt that she showed obvious signs of anxiety and that the
successful treatment of the boy depended upon treatment of the
mother. Mrs, K. spoke to the medical social worker about this,
saying she did not want to see a psychiatrist. She preferred to
have the worker for her psychiatrist and proceeded to tell her
everything, As she talked, she began to understand how talking

to someone she trusted could help her and she was led to see that
she might even be helped further, The worker gave her the sup-
port she needed saying that she had shown great courage thus far
and that perhaps, with help, would again be able to face the future.
The worker told Mrs. K. that by talking to her, she had enabled the
worker to better understand her and pointed out that if she would
share some of this with John's doctor, as well, he too would be
able to understand her better. Mrs. K., found this difficult, and
the worker volunteered to talk to the doctor first, Later, after
thinking it over, Mrs. K. told the worker to do this, The worker
left a note in the medical chart about the patient, but before she
spoke to the doctor, Mrs. K. herself had been able to do so and
considered this an achievement. The worker supplied the necessary
praise at this point, Following this, Mrs. X, accepted a referral
to the psychiatric cliniec for herself,

From March to July, 1947, Mrs. K. received psychotherapy with
some benefit. Treatment was discontinued at the time psychiatrist
left since he felt that she did not need further psychiatric help.
Further casework was recommended, however, Mrs, K. returned to
the medical clinic in January, 1948, for reassurance following the
death of her husband. At this time the doctor in the metaboliam
clinic, in conjunction with the medical social worker, made the
second referral to psychiatry and she continued this for some time.

At the time of Mrs. K's second referral to psychiatry, she
again needed a considerable amount of support from the worker, and,
frequently, telephoned her while awaiting her first interview. She
came to talk with the worker after each psychiatric appointment,

She thought she would rather talk with the worker since she did not
feel the psychiatrist was interested in her. The worker gave her
reassurance at this time and helped her with a matter which had come
up in the last psychiatric interview, After this, Mra., K. decided
to return for further psychiatric asppointments and to try to make
the best possible use of thenm,

In May, 1948, it was felt that Mrs. K's needs were more in the
areg of family casework and since the medical social worker was leav-
ing the hospital it was thought to be a good time to transfer this
case to the family sgency, where it was subsequently carried.

In September, 1948, Mrs. K. was admitted to the Allan Memorial
Institute for a while and then followed in psychiatric clinic again
until February, 1949, During the latter part of 1949, she went to
the Allan Memorial Institute for group psychotherapy, but she felt
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this helped her very little with her problems., She became increas-
ingly dissatisfied with this type of treatment and discontinued
treatment at the end of 1949. It was the psychiatrist's opinion
that Mrs. K, had improved somewhat with group therapy, but that fur-
ther individual therapy was useless, Since she needed continued
support, however, further family casework was indicated.

This patient complaihed of vague disabling symptoms which she
clearly said were affected by environmental and emotional factors, The
sympioms sbout which she complained at the clinic were not only her own
but also those of her son. There were mental symptoms present, as well,
in the form of severe attacks of depression. She gave a history of
these symptoms beginning a few years before her marriage.

Mrs, K*'s life seems to be one of emotional insecurity. She ex=-
perienced, first, lack of affection and friendship, then the emotional
trauma of finding that she was illegitimate and finally the loss of the
only real love and happiness she had ever found. She was unhappy and
resentful of the way life had treated her.

At first Mrse. K. did not want psychistric help. She did, how=-
ever, like talking to the medical social worker and wanted only to con-
tinue on this basis, Here is an example of the way in which a rele-
tionship with the social worker helped the patient to understand, through
experiencing this, the kind of help a psychiatrist could give her. It
was a stepping stone, as it were, to her actual acceptance of psychiatric
treatment,

It is interesting to notice that, although socisl service help
was continued for the patient, it was initiated at the time of her hus-

band's illness and for help in this area. Then later, psychiatric

treatment was first recommended becsuse of the problem the patient was
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having with her obese son. One wonders particularly if a psychiatric
referral under these circumstances did not contribute to the difficulty
of accepting treatment,

The worker's role was one of supportive casework over a long
period of time, so that Mrs, K. always felt she had someone to whom to
turn, The worker gave interpretation at the time of the psychiatric
referral, helping her to work through her feelings about this, and then
she helped to sustain her through treatment, talking with her for a
short while after each psychiatric interview. When the case seemed no
longer to be in the area of medical social work, there was understand-
ing and good co-operative work between the medlcal social worker and the
family worker around the referral so that the family worker could con-
tinue the supportive casework where the medical worker left it.

At the point where Mrs. K. returned to the medical clinie for
support after her husband's death, there is evidence of teamwork between
the doctor in the medical cliniec and the medical social worker, Infor-
mation about the patient was shared at this time, and as the result of
consultation, a decision was made jointly to refer her to psychiatry.

There was a longer contact with the psychiatrist and tesmwork
here is more obvious. At the beginning of psychiatric treatment there
was consultation between worker and psychiatrist with regard to treat-
ment plans and the respective roles of each were defined. The worker
also helped to reinforce what the psychiatrist was doing and this seemed
to consolidate the patient's thinking., The case was evaluated by both
social worker and psychiatrist at a later date and plans were nmade for

continued social casework after the psychiatric treatment was concluded.
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At the time of the second referral to psychiatry there was again fre-
quent consultation between worker and psychiatrist with sharing of in-
formation and the worker's role in relation to the psychiatrist and the
patient clearly defined.

While the patient did not show great improvement and would pro-
bably continue to be a chronic problem, certainly breakdown was avoided
and she did not become worse in spite of the hardships and emotional
trauma she experienced, Without the strong relationship the patient
had with the medical social worker she might never have accepted psy-
chotherapy and it is not likely that she would have returned the second
time to the clinic expressing directly her heed for help. One can
visualize instead, her illness becoming more severe with increasing
physical symptoms,

The seventh case in this group is that of a patient who had a
long history of nervousness and worry and a neurotic beshaviour pattern
that was well established. She had already been through a serious
operation and was strongly focussed on the physical factor in illness.

Miss L. was a 40-year old single woman, whose diagnosis was
Reidel's Struma, a thyroid condition and later, obsessive compulsive
neurosis with depression, Miss L., presented symptoms of pain and
tenderness over both sterno mastoid muscles and pain behind the right
esr as well as fever, loss of weight, perspiration, and pain in the
side. At this time a thyroidectomy was done, Miss L, complsained
of headaches which she had had before coming to hospital, and ner-
vousness for the past five years. Her behaviour indicated strong
dependency needs which she was afraid to face.

Miss L's history showed a pattern of nervousness, anxiety and
fear of criticism and punishment, which was illustrated in two quite
different work experiences, She told the doctor also that years
ago she had had a pain in her chest which she had thought indicated

tuberculosis but after having an examination with negative results,
the pain became better,
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Miss L. was a member of a large family brought up in a rural
locality. She was a teacher for seventeen years and liked this
at first. She felt she always had to "keep up a very stern front"
and she was proud of the fact that she was a good disciplinarian,
She beceme afraid of the children's criticism, however, and it
finelly developed to the point where she worried all the time, She
became terribly nervous and could never take any time off for re-
laxstion, In her spare moments she would knit constantly. She
finally resigned and stayed at home for awhile but she felt guilty
about doing this and felt that she must get away from home and have
a change., She came to Montreal and found employment on the house-
keeping staff of a hospital where she was in charge of the maids.
Here the classroom situation was repeated with the girls under her
authority and she again worried about her work, feared criticism
and could not relax. She occupied her free time by taking a busi-
ness course,

Miss L. emphasized first the terrible headaches she had had
before her operation and how miserable she had felt, The head-
aches had disappeared following the operation, but the doctor did
not think they had been due to the thyroid condition. Miss L. did
not think so either but thought, rather, that they had been due to
too muech concentration on her work and worry about the girls for
whom she was responsible, She worried also about her lack of in-
terest in life and thought this must have some connection with her
physical condition, She expressed a lifelong desire to be & nun
and had rejected proposals of marriage because of this, but at the
sgme time she could not quite bring herself to become a nun and
found various reasons for not doing this. She wanted to try every-
thing else first, she said. This indecision gave her g sense of
failure and discouragement and she did not see how a doctor or even
a psychiatrist could give her an interest in things. She said
that she did not enter a convent because of her symptoms, but she
knew that her indecision prevented her from getting better. She
said she was helpless between the two,.

It was the worker's plan to offer the patient two different
kinds of help; firstly, casework interviews designed to build up
a supportive relationship by which the patient might be helped to
return to work and to take steps toward a more satisfactory life
ad justment, and, secondly, interviews designed to help the patient
make use of other services such as psychiatric help,

Miss L. accepted the faect that the doctor did not think her
headaches and miserable feeling were due to her thyroid condition
but when the doctor in the clinic suggested that she go to the
Allan Memorial Institute for treatment her immediate reaction was,
"do you think T am crazy?" She did not keep a later appointment
with this doctor because she thought he would just talk to her and
that would not do her much good. She wanted instead, to see her
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surgeon again regarding the soreness in her incision and a woman
doctor regarding the pain in her side, About two months later
Miss L. expressed to the medical social worker a continued lack
of confidence in the clinic doctors because she said they did not
believe her symptoms to be real but caused by her imagination.
She saw a different one almost every time she went, but did not
think that any of them understood her case,. She went privately
to two doctors outside the hospital and to a specialist in the
hospital. She thought that the specialist, too, considered her
condition to be caused by her nerves from what he prescribed, but
Miss L, knew that it was real.

In one of her first interviews with Miss L., the medical soc-
ial worker helped her to understand her worries and fears in con~
nection with her work, especially her fears of criticism and
punishment, When Miss L, expressed the feeling that she would
sound silly telling the doctor the way she felt, the worker ex-
plained that most doctors would consider this a sensible thing to
do and told her that many people worried this way and that there
were special doctors to understand these things. The worker went
on to say that psychiatrists made a study of emotions, fears and
worries that kept people from being happy and the patient agreed
that this would be the sort of doctor whom she needed. She agreed
that she would like to think about seeing such a doctor.

In a later interview, the worker helped Miss L. to understand
the doctor's referral to the Allan Memorial Institute, explaining
what this hospital was, and recalling their previous discussions
about psychiatrists. The worker explained that this did not mean
she was crazy. She pointed out the hospital's interest in her
receiving help with her nervousness and in her future, and said
that her co-operation was very important. When Miss L. questioned
whether psychiatry would really help, the worker said that it often
helped people to better understand themselves and emphasized again
that the patient's attitude was of the ubmost importance., Miss L.
then said that she understood what the worker meant and that she
would like to see a psychiatrist, At this time she related the
pain in her side to nervousness and said that perhaps with a physi-
cal examination and an X-ray it would go away.

Two months later, Miss L. was expressing her feeling of failure
and discouragement as a result of indscision, and her feeling that
even a psychiatrist could not give her an interest in things. The
worker helped her to mest these feelings and again interpreted the
psychiatrist's role, assuring her, when she asked, that she thought
it would be worth trying. Miss L. again said she would think more
about it.

The following month, there was another interview in which the
worker went over many of the same things again snd Miss L. assured
her that she would decide by the next interview, whether she wanted
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to see a paychiatrist or not. Following this, Miss L, began break-
ing appointments and said she was feeling miserable, When the work-
er saWw her again she had discussed her situation with the speciaiist
and was going to be his private patient, although she seemed a
little skeptical of his treatment too. She gained enough insight
to see a connection between her symptoms and her emotional state,
but she could not bring herself to the point where she could make g
psychiatric appointment. The worker felt it was too threatening to
her to face her strong unconscious motivations, Her worries and
her symptoms brought her attention and support which she was not
ready to give up.

Miss L. sought the help and advice of a number of different peo-
ple before she could finally accept a psychiatric appointment. She
saWw a general practitioner who had told her there was no medicine he
could give her for this great weight she was carrying. She had
gone to a priest who was kind, had listened to her and said he would
pray for her. Following this, she came back to talk to the social
worker, She told the worker sbout a girl she had known like her-
self who had had disappointments and had developed rheumatic pains.
She had become worse and worse until she did not know her friends and
became really "crazy".

Later, Miss L. sought the help of a specialist from the hospital
staff, but on a private basis, He was aware of the whole situation
and he finally accepted her for treatment on her own terms, hoping
that this might be soothing and reassuring and thus relieve some of
her anxiety. At this time, Miss L. told the social worker that she
was not able to accept a plan for psychiatry, nor did she feel she
was able to concentrate on making her outside life more enjoyable at
that time, It was agreed to discontinue interviews for the time
being but Miss L. was told she could come back to social service
later if she wished,

Four months later all treatment to date had failed. The special-
ist she was attending privately then suggested a referral for psycho-
therapy and Miss L, finally accepted her first appointment with the
psychiatriste The psychiatrist felt that until then Miss L. had not
been ready for this referral since she had had to satisfy herself
first that nothing else would help. He felt glso that the earlier
work of the social worker had been effective in eventually making the
referral possible.

Miss L, continued treatment for almost a year, and the following
spring the psychiatrist considered her depression improved, but felt
that her obsessive compulsive neurosis had remasined unchanged, She
remained a sick woman in his opinion,

This is a case where there was a specific organic condition and

the necessary treatment procedures were carried out. But there were, in



- 80 -

addition, two symptoms, headaches and pain in the side, which particul-
arly concerned the patient and were not thought to be caused by the
organic condition. There were mental symptoms, as well, those of ner-
vousness and worry.

We see in this case a long history of this nervousness and worry
and of a specific behaviour pattern which by this time had become well
established., Due to a lack of information about Miss L's early life
we are not able to comment on possible contributing factors, but the
fact remains that the established behaviour pattern was of long stand-
ing.

Miss L. herself related her symptoms to her work and the worry
in connection with it, but at the same time seemed to consider any
treatment along these lines a denial of the reality of the symptoms,

She considered a referral to psychiatry meant that she was "crazy" and
she insisted that none of the doctors she had seen understood her case,
Her symptoms seemed to0 have a particular significance to her, She was
aware that they were related to her lack of interest in life, but she
did not kmow how, Her desire to be a nun seemed to express a desire to
escape from life, if she could be sure first that life had nothing to
offer her, but she could not bring herself to do this and illness pro-
vided the only solution for her, It would be very difficult, therefors,
for her to give up her symptoms,

As in the case of Mr. G., Wwe see that this patient, when she
could not accept the diagnosis of the clinic doctors, went to private
doctors in the hope that someone would consider her physically ill and

treat her accordingly. This vascillation between doctors and going from
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one doctor to another, would appear to be seen quite often in such cases.
It is interesting to notice that Miss L. also sought help from the priest,
which certainly indicates her recognition of factors other than the phy-
sical.

The interpretive work of the medical social worker is well illus-
trated in this case, We can see, in detail, how the worker helped the
patient to a better understanding of her problems and helped her to see
how a psychiatrist could assist her with such problems, The worker gave
her support and acceptance at the‘same time, helping her to work through
some of her feelings about emotional illness and psychiatric treatment.
The worker also offered to help the patient towards a happier adjustment
in her every day life through community agencies, but Miss L, was ob-
viously not ready for this yet, It is interesting that in this case it
appeared for some time as though the worker had failed. Miss L. could
not fully accept psychiatric help until she had herself tried other forms
of trestment first, Once convinced that the treatment offered by the
specialist was not helping and, in her own good time, Miss L., was finally
able to accept the idea of a psychiatric appointment. Withoﬁt the sus-
tained work of the medical social worker over such a long period of time,
however, it is doubtful whether the patient would ever have been able to
accept psychiatric treatment.

Miss L, was influenced by a number of people, but she seems to
have identified herself with a girl she had known who eventually became
Yeorazy". This must certainly have contributed toward her ambivalent
feelings, since she was afraid that being referred for psychiatric treat-

ment meant that she was "crazy".
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Teamwork between the medical doctor and the medical social work-
er appears to have been good. Information about the patient's problem
as seen by each person was shared and a plen was made to treat her with
a view to referring her to the psychiatrist at the medical clinic. It
is possible, however, that there may not have been enough emphasis on
the physical aspects for this particular patient. Here was a woman who
had already been through a serious operation for a condition that did
have an orgenic basis and being strongly focussed on the physical fact-
ors in illness, she, for one reason or another, needed a great deal to
convince her that there was not something orgsnic causing her present
symptoms,

More extensive exemination and further discussion and explans-~
tion about the physical aspects might have been beneficial. As it was,
the patient finslly satisfied herself that physical treatment was not
the answer for her.

There was no teamwork between the psychiatrist and the medical
social worker in this case, since the patient returned directly to psy-
chiatry.

Through the casework relationship with the medical social worker
she was able to readjust sufficiently to return to work and become self-
supporting, prior to psychiatric treatment, It is true that this patient
remained a "sick woman™, but she had gained emough understanding of her
condition to accept the kind of treatment she needed and she had made a
little improvement.

The last case in this group was not referred to the medical soc-

ial worker in time for her to help with the original referral to psychiatry
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as the others were, but was soon referred by the psychiatrist for help
with employment.

Miss M. was a 27-year old single woman whose diagnosis was that
of anxiety state. She came to the clinic complaining of fatigue,
earaches, dizziness and severe headaches. On a later clinic visit
she complained that she found herself short of breath on walking
quickly and said that for ten years she noticed that she tired quick-
ly and had trouble with her ankles swelling in the evening. She
had had pain in the pre-cardial region for two years and she some-
times hed difficulty with her balance and holding objects, She com-
plained of diplopia when very tired. About a year later she com-
plained of low back pain for two months and pain in the left thigh
for three weeks,

Miss M. showed paranoid symptoms and nervousness and was ime
mature, anxious and withdrawn., She had few friends, she could not
get along with her parents and she showed considerable hostility to-
ward her father, She looked and acted like g l4~year old and she
had trouble with stuttering.

All Miss M's complaints had been present for many years. She
had pulmonary grippe at the age of 13 and she was never well since
then. When she was about 18 she had spells when she was very short
of breath, and about two years prior to her clinic visit she started
having sharp pain in the pre-cardial region with these gpells.

Miss M. was born in Montresl and started school at the age of
five. She changed school frequently and then stopped at the age of
13 in grade six, due to pulmonary grippe. Following this she took
a business course and worked for a number of years in an office.

She then went out west to become a nun but she remasined there only
four months because she could not get along with the Mother Superior.
She then decided to be a baby nurse and started the required course
but she again found herself in difficulty because of the authoritat-
ive Mother Superior. She also worked for a while as a nurse's aide,
Miss M's work history was poor. At the time she came to the clinic
she was earning odd money as a baby sitter. Her father was resent-
ful because she was not contributing more to the home, He was a
traveller for a kodak company and his office was at home, which
necessitated his working at odd hours. Due to crowded conditions
at home, Miss M. was forced to sleep in the hallway and when her
father was working she was not able to get any rest, Her three sis~
ters did office work.,

When discussing her condition, Miss M. said that when she was two
and a half an aunt, for the fun of it, gave her too much wine and she
had never been the same since, Her uncles used to tease her and she
would cry easily. She said she still cried easily, Miss M, felt
that her mother was tactless and had no sense of appreciation of her
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needs, She kept the home in an untidy state and was often ill.

She was not well when Miss M. was born and Miss M, felt this might
be the reason she was so weak now., Miss M. said that her father
was not much good. She had felt unable to work since August, 1948,
but her father insisted that she work, She would have liked to go
to the country and to do e light housekeeping jobs. She felt re-
jected by her parents and felt that they had been "pushing her
around”,

Miss M., was referred to the psychiatrist in the medical clinic
without very much preparation from the doctor, The referral to the
medical social worker was made by the psychiatrist for the purpose
of helping Miss M. with employment problems., After a few psychia-
tric interviews, Miss M. came to the worker for help., She was feel-
ing very ambivalent about returning to the psychiatrist because she
seemed to think he reminded her of someone she disliked, At this
time the worker interpreted psychiatry and tried to help Miss M. with
this transference she was experiencing. By this time, however, Miss
M. had found a job and seemed to be reasonably happy for the time
being, so the case was closed.

The following spring Miss M. returned to the worker for help and
advice and the worker felt that she was really asking for clinic care.
The worker helped Miss M. to go through medical cliniec in order to
pave the way for another psychiatric referral and helped her to re-
alize that the psychiatrist was the person who could help her when
she was sick, disturbed and unhappy. The worker gave her a feeling
of acceptance and understood her difficulties, She handled the
transference Miss M. had had to the previous psychiatrist and helped
her to see that she could feel differently about another psychiatrist.
Miss M. was anxious for attention and finslly accepted the psychia-
tric referral, Much of her difficulty was due to her relationship
with and her hostility toward her father, who did not want her to
have psychiatric treatment. The worker talked to him about the
patientts difficulties and interpreted psychiatry and he eventually
agreed to the treatment plan.

The father*'s influence in this case was very important, and it
was necessary to consider him in any plan for the patient. His re~
lationship to her was pathological, being extremely hostile and pre-
ventive, He pretended to co-operate at first and then refused to
have Miss M., admitted to the Allan Memorial Institute before a cer-
tain length of time, He accepted the fact that she was sick but he
seemed to feel he had to live up to what the hospital expected, and
the worker felt he had accepted treatment at the Allan Memorial In-
stitute only to please the doctor and herself.

In spite of the difficulty created by her father, Miss M., with
the worker's help and encouragement, was able to accept psychiatric
treatment and also admission to the Allsn Memorial Institute. By
the end of the period studied here, Miss M. was having regular inter-
views with the psychiatrist in the medicel clinic and seemed to be
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making some progress according to the psychiatrist's evaluation.

In this case we see again certain presenting symptoms which are
vague and varied, Nervous symptoms are very noticeable and there are
personality traits which seem significant. There is also a long history
of this illness, precipitated as it were by an attack of grippe at the
age of 13.

Miss M.'s personal history showed a pattern of frequent change
as early as her school days. Her parents seem to have been particular-
1y authoritative and even dominating so that she had the feeling she was
being "pushed around”, and always had difficulty with anyone in an auth-
oritative relationship to her, As the oldest child in the family, she
perhaps felt this more than the others.

Miss Me herself easily expressed her feeling sbout her parents
but she seemed to have no insight into her condition or the relationship
of her feelings to her physical symptoms,.

In this case we see again the influence of a member of the family
upon the attitude toward treatment and the necessity for the social work-
er's interpretation to that member. In this case, the patient's father
was a strong influence against her acceptance of psychiatric treatment
and we see that the workert's time spent with him in discussing treatment
plans for the patient was well worthwhile,

The worker's role when this case was first referred by the psy-
chiatrist was mainly supportive. The worker did attempt to interpret
psychiatry, but Miss M. had found herself a job by that time and could
see no need to return to psychiatry, so that interpretation was then un-

timely., A relationship hed been established, however, which enabled
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Miss M. to return to the worker for help the following year. At this
time the worker's role was one of interpretation in regard to a second
referral to psychiatry. The worker handled Miss M's feelings about her
illness very well and the transference she had had to the previous psy-
chiatrist, and helped her understand that another psychiatrist might be
of greater help. At the same time the worker gave her a feeling of
acceptance and support which continued salong with the psychiatric inter-
views,

At the time of the first referral there was obviously no team=-
work between the doctior and the social worker and very little between the
psychiatrist and the social worker, although the psychiatrist had mede
the referral to social service., The question msy be raised as to whether
the patient might have been better able to continue trestment if there had
been earlier help from the medical social worker and closer co-operation
between worker and doctor and psychiatrist,

When the case was re-opened, the worker brought it to the atten-
tion of the medical doctor and the referrsl to psychistry was made
jointly. Following this, there was close co-operation between the work-
er and the psychiatrist in both the planning and the trestment process
and the success of their co-operative work in regard to the patient's
acceptance of treatment was soon evident.

Since Miss M. was still in the early stages of treatment it is
impossible to comment upon her progress, but she had been helped to gain
some understanding of her illness and of the kind of treatment she

needed.
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In this group of eight patients who showed some improvement,
three were referred by the medical doctor to the medical social worker
specifically for a social evaluation to aid in formulating a treatment
plane. It was on the basis of this evaluation then, that a referral to
the psychiatric service was made and timed so that the worker in co-
operation with the doctor, could give the patient adequate preparation
and interpretation for ite. Teamwork between the doctor and the social
worker continued throughout the case as long aslthe patient came to the
medical cliniec, These are examples, then, of cases that have been re-
ferred primarily for the medical social worker's evaluation and help
prior to a referral to psychiatry.

A fourth case in this group was referred in the same way with
the one difference that the referral was msde for help with the patient's
environment. Once referred, it resulted in a social evaluation, con-
sultation with the doctor, and a joint referral to psychiatry.

Three other cases in this group were already kmown to social ser-
vice for some other reason, or were referred from some other source out-
side the hospital. In all of these, the teamwork with the medical doctor
was good, the referral to psychiatry was a joint one, and the worker had
the opportunity to prepare the patient well in advance.

All cases in this group with the exception of one, therefore,
were referred to the medical social worker well before their referral to
psychiatry and the worker participated in this referrsl. The exception
in the group was referred directly to psychiatry by the medical doctor
without & social evaluation. It was referred to social service soon

after by the psychiatrist for the purpose of helping the patient with
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employment, The worker was not able to help the patient maintain psy-
chiatric treatment at the time, but her relationship with her provided
the patient with a link to the hospital so that she was able to come
back to her later when she needed help, The worker was then able to
interpret psychiatry and enable her to continue treatment.

Six of the cases in the group showed good tesmwork between the
medical social worker and the psychiatrist. 1In the other two, team-
work was absent once the case was being carried by the psychiatrist.

In view of the difficulty the patients in this group had accepting psy-
chiatry and the consequent difficulty they frequently had maintaining
psychiatric treatment, it would seem valuable and, in most cases, neces-
sary to continue the medical social workerts support for some time, As
some of these cases demonstrate, the patient may even discontinue psy-
chiatric treatment completeiy and turn up later in medical clinic. At
this point it is important for them to have a good relationship with
the medicel social worker so that they may return to her or be referred
to her, and so that spe may enable them to return to the péychiatrist.

In this group of cases, the different aspects of the medical
social worker's role, as set forth in the previous chepter, are again
demonstrated. With most of the patients in this group, however, the
worker's contact extended over a longer period of time due to the pa-
tient's need for her continued help, After a longer period of help
they showed less improvement than the patients of the previous group.
This would seem to be due primarily to a grester degree of somatization
on the part of the patient. This is indicated by a long history of ill=-

ness, five years or more in all cases except one, and by the patient's
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own interpretation of his illness and strong denial of problems in the
emotional area.

The value of an early referral of patients with vague inorganic
complaints to the medical socisl worker is clearly demonstrated in these
cases, It may be seen that it is possible and practical for the medi-
cal doctor to meke the referral for a social evaluation before the de-
cision is made %o refer the patient to psychiatry. Once this decision
is made, a referral to the medical social worker may mean the difference

between the patient's acceptance or rejection of psychiatric treatment.



CHAPTER V

Patients Whose FEmotional Needs Were Well
Somatized Over A Long Period of Time &nd
Who Re jected Psychiatric Treatment

This is the chapter that deals with the group of five patients
who showed no apperent improvement and completely rejected psychiatric
treatment, The material will be analysed in relation to this lack of
improvement and all factors which seem to have contributed to their re-
jection of psychiatrie help will be analysed in terms of the referral
made to the medical social worker, the patient, his history and his
particular problem; and the sventual outcome,

Two of the cases were referred to social service before being
referred to psychiatry, two a few days after, and one on the same day.
In two cases, the referral was made by the doctor in the medical clinie,
in two others, by the psychiatrist in the medicel cliniec, and, in the
fifth case, by a community family agency.

Two patients were referred to the psychiatrist by the doctor in
the medical clinic, one by the mediecal doctor in conjunction with the
medical social worker, a fourth by another hospital and the fifth by the
medical doctor, when it was already recommended by a family agency.

The group is composed of four women and one man, One women is
a widow and the other patients are single, The age range of the group
is from 22-47 years. The occupations represented are those of domestic,

waitress, and stegmfitter.
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The first case in this group is that of a woman who had managed
to meke some kind of an adjustment to life and had been reasonably well,
physically, until the death of her husband some years agoe. With this
sudden loss of sscurity and status, and the responsibility of looking
after herself, and her son thrust upon her, the patient began to feel
alone and unwanted and developed physical symptoms which enabled her to
receive care from other people.

Mrs. N. was a 47-year o0ld widow with s l2-year old boy. Her
diagnoses were cervical polyp, hemorrhoids, dermatitis and retro-
flexion of the uterus, as well as schizophrenia with reactive and
involutional depression. She came to the clinic in September, 1948,
with the complaints that something was eating at her heart, that there
wes a rash all over her body, that there had been a lump on her left
leg for six months, and that she suffered from attacks of dizziness,
Since her husband's death, eighteen months previous to this, she had
reacted to any exertion or emotional upset by becoming excited and
then her heart bothered her in some vague way. 1In May, 1949, she
came again with many vague complaints.

Mrs, N, was nervous and excited and became easily flustered when
tired. She frequently felt like crying at the end of a hard day and
often wanted to get away by herself, At the time of her second
clinic visit she did not seem capable of concentrating and she was
very depressed. She had difficulties with interpersonal relation-
Shlp Se

Mrse. N's father died when she was nine years old and she does not
have any close contact with her mother who is now 73, She is omne of
seven children, of two families, her mother having remarried when she
was fifteen, Mrs. N. lived in a convent from the age of nine to
fifteen and reports this as having been enjoyable, She lived with
an older sister for three months and attempted nursing in a sanator-
ium, but gave it up., She had an irregular work history and lost
touch with her femily., She lived an irregular, nomadic existence
until she met and married her husband eighteen years ago. She was
fairly happy with this man who claimed at different times to be a
doctor, dentist, lawyer, and salesman, He let her do what she want-
ed and from her description appears to have been a pleasant and pass-
ive person, but he drank to excess., She had been unhappy and irri-
table since his death and although she did not speask of him affect-
ionately, his loss meant a void in her life and caused her to lose her
security and sociasl position. Since his death she has become more
and more preoccupied with bodily functions and has cut herself off
from social contacts.
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Mrs. N's present position as waitress, involved standing a good
deal, long hours, living in a small basement room and walking about
a block to the hospital dining room for mesls. She felt her legs
were not good enough to walk over and consequently tried to buy food
on her limited budget to have in her room. Her young son was in a
boarding school and she was responsible for his laundry, which was
an additional burden,

The psychiatrist's impression was that Mrs, N, felt alone and
unwanted and used her somatic symptoms as a method of being cared
for and satisfying her feelings of dependence as well as a means of
avoiding the responsibilities which confronted her.

Mrs. N. herself found her living conditions and her work situe-
tion very upsetting and depressing. She was upset and preoccupied
with her bowels and stomsch and was determined that the doctor should
cure her, She believed the "poison" from the poison ivy infection
the previous summer was in her blood and considered every disease
she had came from the "poison in her blood". She associated her
physical troubles with her environmental situation, She felt more
and more that the future had nothing in store for her and that she
was alone and unwanted, She said "if she found a good man like her
husband to msrry, she would probably be gll right". She was very
depressed and had little motivation to help herself,

The medical social worker's plan at the time of the referral was
to help the patient with her work and living conditions. The worker
visited her at work and in her room, discussing her difficulties with
her. The medical social worker discussed with the personnel mansger
the possibility of changing Mrs. N's work, but due to her personality
and history it was felt to be impossible.

After several consultations with the doctor in the medical clinic
it was decided, jointly, that Mrs, N. should be referred to psychia-
try and the doctor, therefore, recommended this, After talking with
her several times, however, the medical social worker felt that Mrs.
Ne. was a very emotionally disturbed person who was unable to make
constructive use of casework help at that time.

Following this, Mrs. N. was referred to the gynaecological ser-
vice and was admitted to the ward for an operation. It was the
medical social worker at the women's pavillion who saw her through a
referral to psychiatry. Mrs. N. at this time was "very vague", pre-
occupied with her bowels, and anti-social and depressed, She felt
that "life was not worth living" and she was very dependent and in-
decisive. There was no question of her accepting a referrsl to
psychiatry, since the psychiatrist visited her on the ward., There
was no evidence that Mrs. N. received much preparation for this.

The medical social worker st the women's pavillion arranged con-
valescent care for Mrs. N, following her operation and from there



she was sdmitted to the Allan Memorial Institute. She was very
unco-operative at the Allan Memorial Institute and stated that she
hated it there, She had become even more preoccupied with bowel
function and no laxative or enema, no matter how effective, was
ever satisfactory to her, This became an excuse for everything
she did not like and did not want to do.

Mrs, N. showed her resistance to treatment in meny ways. She
went out of doors and off the grounds without permission and refus-
ed to tell the nurse when she left the building, She adopted a
very independent manner. Due to the development of paranoid
ideas, electroshock therapy had to be discontinued. Mrs, N, fin-
ally left the hospital without permission and failed to return,
Her condition remained unchanged, and she considered the Allan
Memorial Institute a place for the "insane",

Mrs. Ne. came to the clinic with many vague complaints but there
Was at the same time a specific physical diaghosis for which surgery was
indicated. She also showed a number of nervous symptoms and had diffi-
culty with interpersonal relationships., These symptoms she, herself,
related to environmental factors and emotional upset.

It is significant that Mrs. N's history of illness went back to
the death of her husband and that she considered herself to have been
reasonably well the rest of her life,

Mrs. N, appears to have had little family life following her
father's death and no very strong reletionship with her mother who re-
married when Mrs. N. was fifteen, Her life until she married seems to
have been an unstable one, and from the information available, may have
continued that way to some extent, She lost touch with her family and
with the death of her husband she was left alone with the responsibi-
lity of a son whom she hed placed in a boarding school.

Mrs. N's present situation offered her no security, but only up-
set and depressed her. She was resentful and reacted by withdrawing

more and more and becoming preoccupied with bodily functions, She
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related her physical symptoms directly to her unhappy situation but she
did not sppear to have any real insight into this relationship and had
little motivation to improve her situation or to use help toward this
end.,

The workert's role in this case consisted of an attempt to im-
prove the patient's enviromnmental situation and, through discussion of
her problems and interpretation, to bring her to the point where she
could make constructive use of psychiatric help. The patient's per-
sonality, however, prevented any immediate change in her enviromment,
and, due to her emotional disturbance, she was unéble to use casework
help,.

Although Mrs. N. had not accepted psychiatric help, it was felt
she needed this and she was séen on the ward by a psychiatrist and later
admitted to the Allan Memorial Institute, She continually resisted
?reatment at the Allan Memorial Institute until she finally left of her
own accord.

There was evidence of good teamwork at the beginning of this
case since it was through mutuasl planning between the doctor and social
worker in the mediecal clinie that fhe patient was referred to psychia-
try. There is no evidence of further teamwork following the actual re-~
ferral., The case was closed in the medical clinic with the medical
social worker there and the worker at the women's pavillion did not
follow the patient after her admission to the Allan Memorial Institute.
There was no evidence that the case was active with the social service

at the Allan Memorial Institute,
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In this case the patient's problems were somatized to such an
extent, and her symptoms meant so much to her, that for the length of
time she was attending medical clinic she was unable to use casework
help towards accepting treatment. She had, in addition, a physical
condition which required surgery and this hospitalization only served
to help her become more focussed upon her physical ills, At this
point, with quite unsuccessful preparation, psychiatric treatment was
initiated and, although it was continued over a period of time, was in-
effectual and never accepted by the patient,

The second case in this group is an example of a patient whose
extreme neurotic needs have been somatized over a very long period of
time, She had been coming to the clinic, repeatedly, most of her life,
seeking physicel care and rejecting help with any emotional problem,

Although there was co~operation with agencies outside the hos-
pital in order to help the patient, the case illustrates also the lack
of a community resource suitable for the care of such a person.

Miss O. was a 58~year old single woman. Her case was diagnosed
numerous times, one of the more recent diagnoses being hypertension
and psychoneurosis and then psychosis with paranoid trends.

She came to the clinic over a very long period of time present-
ing a great variety of ailments and many vague symptoms, Among her
many complaints were the following: dyspnea and an ache over her
heart, indigestion, feelings of being hot and cold at the same time,
fainting feelings, corns, athletes foot, injury to her left knee,
carious teeth, multiple calouses, "feelings of weakness and pains in
stomach", muscular ache, headaches, urgency of urination and aching
in the rectum, hot flushes, cramps, palpitations, and a lump in the
epigastrium., She complained also of becoming emotionally upset and
then having some of these symptoms, Miss Q. was of dull, normal

intelligence and showed evidence of psychopathic behaviour.

In contrast to the previous case, Miss O, had a long medicel his-
tory. She was known first to the gynaecology clinic in 1920, when
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she had a profuse discharge and laceration of the cervix and a
diagnosis of lues. She continued under treatment until 1932 end
then, in 1934, her condition was again considered infectious. 1In
1938, she was admitted for a time as a case of endocrine dystrophy
and, in 1939, for metarrhagia. In 1940, patient suffered from
puritis. At this time there did not seem to be sufficient basis
for her many symptoms and she was felt to be in need of psychiatric
help. This referral was consequently made.

Miss Q0. was known to the medical clinic as well, since 1926,
when she came with tonsillitis and then pain in her leg. For the
next two or three years she frequently came in to the clinie or
called in to say that she was ill, and once that she was going to
die., TFor a few months in 1929, she was admitted to an institution
for mentally retarded children since it was discovered she had a
mental age of eleven, but this did not last long. From 1929-1949,
she continued to meke irregular calls and requests for treatment,

In 1940, she was referred to the psychiatric e¢linic when she was
considered to be a "psychopathic type" with poor mental equipment
and a long history of poor sdaptation. Her prognosis was poor for
ever making her own way in life, The following year she was seen
again in the psychietric eclinic and her complaints were much the
same. She kept returning, however, to see the medical doctor. 1In
1942, the doctor considered the case a psychiatric one and did not
think Miss Q. could be helped in the medical clinic. Two months
later, the medical doctor warned her that unless she behaved,efforts
would be made to send her to the mentel hospital. She continued to
return to the medical clinic, however, and begged to be readmitted
to hospital. In 1946, she was referred again by the medical clinic
to the psychiatric clinic and an appointment mede, but there was no
evidence that she went. In 1947, on one occasion she was given some
medicine by the medical doctor, but told that this would not solve
her social problems,

Miss O. was born in Scotland, in 1892, Her mother died of can-
cer six years later, and the following year her father remarried.
The family came to Canada in 1904. Miss 0's sister reported that,
as a child, Miss 0. was always willful and bad tempered, crying to
have her own way, She went to school until she was fourteen but
would or could not learns One report said that her stepmother was
cruel to her and another that she was kind, but tried to control her,
Her father indulged her to keep her quiet. Miss 0, would never do
any housework or schoolwork., Soon after their aerrival in Canada,
she became so ummanageable that her stepmother said she could no
longer have her in the house. Miss O, Was 14 at that time and had
been on the streets ever since.

When Miss 0's sister married she gave her a home and found her a
Job, but Miss 0., would not work and was so quarrelsome and obscene
in the house that her sister finally had to ask her to leave. Miss 0.
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had three illegitimate children from 1913 to 1916, one born in jail
while she was serving a six months termm, Miss O, lived for a while
et a sheltering home and efforts were made to "reclaim her®, She
was placed as a maid with families who were kind to her, but she
would not work, seying the work was too hard. In 1916, she was
arrested for vagrancy and sentenced to six months hard labour in the
woments jail. She gave birth to another child in 1918, She lived
with the father of this child for two years. Twice that year she
was jailed for vagrancy.

Miss 0. first becsme known to the social service department at
the Royal Victoria Hospital in 1919 when she was referred to the
hospital for a blood test, There was always difficulty with her in
regard to her keeping a room and finding and keeping a job. She
continually complained that she was too sick to work, She lived a
hand to mouth existence, sleeping first in one place and then an-
other, She was followed from 1925-1930 and then again from 1937-
1948, The medical social workers over this period of time ex-
plained that there was nothing the hospital could do for her and kept
referring her elsewhere, but Miss O, insisted that she was ill end
needed treatment and always returned again to the clinic, The case
was carried during this period by a family sgency for casework and
finencial assistance.

In January of 1949, the case was again brought to the attention
of the Royel Victoria Hospital social service department by the
family agency, who interpreted Miss O's behaviour and asked for a
psychiatrie consultation in regard to the advisability of commitment.
Miss O, was still presenting a pattern of moving from one room to
another, becoming upset and gaining sympathy and then becoming crit-
ical and demanding. She was still being supported financially, and
because of her personality and many inadequacies in handling her
affairs, she was given an extra allowance, She frequently request-
ed admission to the convalescent hospital.

Miss O's attitude throughout was that she was physically ill,
felt miserable, was too sick to work and needed hospital care, She
had paranoid ideas as well. She believed people were noi doing
what they should for her, including the doctors, and that her land-
ladies were too hard on her, When she came to the clinic in
January 1949, she readily accepted an appointment with the psychia-
trist in the medical clinic, probably because she wanted attention
and care of any sort and not because she understood the meaning of
psychiatric treatment, She told the psychiatrist that she was com=
ing to the elinic to get a note to take to "ths welfare®™ so that she
might receive convalescent care., When the psychiatrist told her he
could not do this for her, she became sullen and left the clinic.
The psychiatrist wanted her to go to the psychiatric clinic for eval-
uation there and Miss O, hotly refused to go.
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The medical social worker at this time attempted to explain to
Miss O, that convalescent care was not indicated and, therefore,
could not be arranged. Miss 0. did not accept this at all and was
very dissatisfied that no plans were made for her. She became
hostile and used extremely abusive language.

In June, 1949, she was referred by the medical doctor to soc-
ial service for summer convalescent care snd this was arranged. In
May, 1950, she was again referred back to the psychiatrist by the
doctor in the medical cliniec, She was much distressed by this and
did not go.

Miss 0. returned to the medical c¢linic again in July, 1950,
seeking the attention of the social worker and wanting care, The
worker arranged for her to see the psychiatrist and, at this time,
due to her personality, she was not considered treatable or commit-
sble. She was termed a "well of psychopathology" and left to the
social service department., The medical social worker considered
that planning for this patient should be met by a community agency
and since a family agency was already active, the medical worker re-
mained in the case only as liaison between c¢linic and community.
This particular patient required a protective enviromment, but since
there was no such resource for her in the city, it was felt that she
would have to continue the way she was,

This case is an extreme example of the number and variety of phy-
sical symptoms and ailments that may be found in this type of patient.
The symptoms were both vague and specific and there were many small ail-
ments which many people would not consider worthwhile bringing to the
doctorts attention. Miss Q. became emotionally upset and showed sbnor--
mal behaviour which was considered by the psychiatrist to be psycho-
pathic.

Miss O, had a long history of physical ailments and anti-social
behaviour dating back to her youth. Her personal history shows an
early maladjustment. Her mother died when she was only six and she was
never able to get along with her stepmother, who eventually rejected her
to the extent of turning her out. Whatever the causative factors may

be, it is obvious that her personal problems had their origin in her
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early environment and everything from then on served to aggravate the
problems, with Miss 0. feeling more rejected than ever.

By the time of this study Miss O. had had a very long clinic
attendance and had been treated in various ways and for various things,
and had been hospitalized several times, All of this seemed to fix in
her mind that there was a good deal physically wrong with her. She
had been referred to psychiatry several times but had failed to continue
with it and always returned again to the medical clinic, with another
ailment. Since her problems were considered to be social and emotional,
the result was that she was continually being referred to psychiatry and
social service and through social service to commmunity agencies, but she
herself, kept returning to medical clinie,

Miss 0. regarded these referrals to psychiatry as a method of
disposing of her and a denial of the fact that she was ill. She had an
extreme need to be cared for which had never been satisfied and she be-
lieved that no one would look after her.

The medical social worker's role in this case was primarily one
of liaison between clinic and community. Shelter and other services
were provided by a number of agencies and casework and financial help by
the family agency. The medical socigl werker maede an attempt to dis-
cuss with Miss 0. the nature of her illness and interpret psychiatric
belp, but she refused to listen., ledical social workers ssw her over a
long period of time and did make many arrangements for her cgre, but
none of these lasted very long and she invariably returned for further

help of this nature.

There was evidence of considerable consultation between doctors
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and medical social workers. Both medical doctors and psychiatrist
usually considered this case primarily a social problem and it would be
referred back to the medical social worker to handle., Although consul-
tation was frequent, partly because the patient kept returning to medical
clinic, there was little evidence of continued teamwork, probably be-
cause neither the doctors nor the psychiatrist felt they could help her.

This patient was convinced that she was physically ill. She
had little insight into her own emotional needs and much less under-
standing of the relationship between her symptoms and her unhappy situa-
tion, Her neurosis was well somatized and her pattern of behaviour and
physical symptoms had existed for such a long period of time that there
was little hope of change. She beceame hostile when an attempt was made
to discuss any treatment other than physical care as a way of helping
her, It was finally decided that due to her personality, she could not
be helped by psychistric treatment,

Similarly, she could not use casework help, In this case, the
kind of help that was needed, namely, a protected enviromment, was not
available, Due t0 lack of resources as well as the patient's well es—
tablished personality pattern, little could be done at this stage to help
her, Miss 0, would continue to lead the same kind of 1life she had al-
ways led and continue to take up the time of the social service depart-
ment and the doctors in the medical clinic at the Royal Victoria Hospital
until her illness progressed to the point where she was commitable, or in
need of hospitalization,

The third case in this group is that of a patient who had a his-

tory of going from doctor to doctor for the previous nine years.,
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Mr., P. was a 42-year old single man whose diagnosis was psycho-
neurosis with schizoid tendencies, He showed symptoms of loss of
appetite for nine years, epigastric pain "like a ball", loss of
weight, loss of energy, weakness and always trouble with constipa-
tion., He complained of nervousness and anxiety attacks as well.

Mr. P, has a history of going from one doctor to another., He
had been to twelve different doctors since 1940 and had received
various kinds of medication. 1In 1940, he complained of having an
"anxiety attack™ when he was afraid he was going to die. A year
later, he had another such attack when he vomited on the street. He
had received electroshock treatment in 1947 at a mental hospital.

Little is known of Mr. P's early history. Since 1940, he had s
very unstable employment record. He worked as a pipe fitter in a
number of places in Montreal. He had moved around a great deal,
living in Newfoundland, Nova Scotia, New Brunswick, Quebec City, and
Northern Quebec at different times, He did not work from January,
1948, - April, 1948, but received assistance from a social welfare
agency. He was sent to a convalescent home from April to September,
1948, and was then transferred to another convalescent home where he
stayed only three weeks because he did not like it, He took work
as a plumber in the city instesad.

Mr. Po gave a history of excessive masturbation from 1929-1939,
and following this excessive sexual relations for two years with a
woman living at the same boarding house where he lived from 1940~
1942, Since then he had been impotent,

He was boarding in a room until the onset of his illness in
February, 1949, but after that he was not able to work and had to
give up his room. He stated that he was all alone in Montreal and
had to be independent because his brothers and sisters had large
families, and other responsibilities,

Mre Po had a number of explanations for his symptoms. He be-
lieved the excessive masturbation might have something to do with
his weakness, He related his symptoms to his sexual relstions as
well, saying that following this he had marked fatigue and felt
"very bad and could not eat for three days". Mr., P. had lived with
a man at one time who had TB and he believed the man had spit in his
mouth when he was asleep. He thought this too might be a reason
for his present condition. Mr, P. mentioned also that he had once
fallen three stories.

He complained that he had always been rejected by many people.
His father had put him out of the house and other people had always
treated him in the seme way. Mr. P, was influenced also by the
fact that one doctor had told him thet his "hard nerves were too
weak" and he now felt that his nerves were very bad. Another doctor
had mentioned that he needed hospitalization and Mr. P. had clung to
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this ides and was fighting strongly for it. He felt he was very
deserving of medical treatment,

It was the aim of the medical socisl worker to interpret com-
munity resources to this man and to encourage him to work,

The medical doctor assured Mr. P. that there was nothing phy-
sically wrong with him, denied him hospitalization, and urged him
to go back to work. Mr. P. questioned everything the doctors did
and kept thinking they should do more.

Mr. P. readily accepted his first eppointment with the psychia-
trist on the medical service, liking any medical attention that was
offered. He had no understanding of psychiatry, however, and it
becsme clear that he could not use this kind of help. The psy-
chiatrist saw him several times and tried to work gradually toward
helping him feel that he would soon be able to work againe. It was
finally decided that Mr. P. was not a candidate for psychotherapy

. in view of his total personality. Any contact with medical es~
tablishments, even with the psychiatrist, encouraged his idea that
he was physically ill, since he could not differentiate between the
role of the psychiatrist and that of a medical doctor, He was con-
sidered "harmlessly mad" and commitment was not indicated.

The psychiatrist referred Mr, P. to the medical social worker
for envirommental assistance when he first saw him, The medical
worker referred him to a femily agency for financial assistance, but
when the kind of help Mr. P. wanted was not immediately forthecoming
he became very angry and upset. He was very "choosey" and felt he
should only take help on his terms, He became quite hostile and
sarcastic with the worker and threatened that she would be the cause
of his suicide if better help were not obtained for him. Mr. P.
was seen several times and an effort was made to interpret community
Tre Source s, The worker heard his complaints about the doctors as
well, but Mre P. would not listen to any interpretation in this area
since no one would say he was physically ill., He refused the help
that was offered and finaelly discontinued clinic attendance.

This patient presented vague pains and complaints which were re-
lated to the digestive function and centered in the epigastrium, He
complained of nervous symptoms, as well, which he described as "anxiety
attacks", He had a ten-year history of these symptoms, definitely re-
lated to experiences which were upsetting to him, and a history also of
going from one doctor to another with his complaints.

From what is known of the patient's personal history it seems to



- 103 -

have been unstable, Mr. P. having lived and worked in numerous differ-
ent places and having been unemployed and receiving assistance for a
while. His present life was not a happy one. He was alone and fin-
ancially insecure and forced against his wishes to be independent.

Mr. P*s attitude seemed to be that everyone had been very hard
on him and that his unfortunate situation and his illness had not been
his own fault. He felt, therefore, that he was very deserving of help
and medical care, and he interpreted the denial that he was physically
ill as further rejection and refusal of help, and became extremely
abusive, He seemed to have some guilty feeling about his sexusl acti-~
vities and quite readily related his illness to this, too.

The worker's contact with the patient was of short duration and
consisted mainly of interpreting comrunity resources, There is little
evidence of any attempt to interpret emotional illness, but there was
almost no opportunity to do so since Mr. Pe. was so focussed on physical
illness and so intent on receiving medical care and material assistance,
Perhaps the most the worker did was to provide the patient with an oppor-
tunity to ventilste his feelings.

There seems to have been a great emphasis from the beginning on
Mr. P's ability to work and pressure from everyone to zet him to return.
Mro. P. obviously resented this strongly. The question might be raised
as to whether more could have been done for him if this had not been in-
troduced until a later date when the psychiatrist felt that he might
actually be ready to accept it,

There is little evidence of teamwork between the medical doctor

and the social worker, but more between the social worker and the psy-
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chiatrist, The psychiatrist made the referral to social service and
there was consultation throughout with the common aim of helping the
patient to go back to work, The medical doctor co-operated in this
plan by refusing medical care when Mr. P. returned to him,

The case is an example of a long-standing use of iliness which
enabled the patient to receive material help and meintain a dependent
state, Again the pattern was so wsell established that at this stage
it seemed to be impossible to help him gain any understanding of the
emotional factors in his illness or to see how another kind of treat-
ment might help him, Had such help been given to him at the beginning
of this illness pattern he might have been treated successfully, but as
it was, he would probably continue in his pattern of going from doctor
to doctor and seeking care on the basis of illness,

The fourth case in the group is that of a young woman who had
been subjected to extreme emotional stress since her childhood and who,
previous to her referral to the clinic, had been going through a period
of readjustment to a new country and a new way of life and was quite
alone.

Miss Q. was a 29-year old single woman whose diagnosis was anxi-
ety state and hysteria. She came to the clinic presenting com~
vlaints of heartburn, pain and feeling of fullness in the epigastrium,
a mild temperature, coughs, chills, pain in the chest and back,night
perspiration, weight loss, spells of dizziness and frequent fainting,
insomnia and a yellow pigmentation on the face. She was anxious,
markedly inhibited and showed paranoid trends, She was preoccupied
with her present difficulties and apprehensive about discussing de-
tails of her past. The psychiatrist concluded, upon reviewing her
reaction pattern under stress, that there was evidence of somatic
symptom response for four years. She had a history of gastro-intes—

tinal symptoms first in Germany and then in Canada.

Miss Qe was born in the Russian Ukraine in a middle class family,
She lived in a large town and attended university for two years,
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studying literature and languages and became a teacher, Until the
age of ten she lived in constant fear because her father was per-
secuted for political reasons. Her only satisfaction in life was
derived from her success studying and working as a teacher, Her
father was an orthodox priest who was killed by the Russians. Her
mother was transported to Gemany. In 1942, Miss Q. herself was
taken to a concentration camp in Germany. In 1945, they were
liverated by the U. S. troops and, at this time, she worked as a
waitress in an officer's mess and then ceme to Canada in 1948, Her
two older brothers and her fiance were killed in the war.

Miss Qe was employed in a hospital in Montreal since her arrival
in Canada, where she stayed on after her year of service because she
liked it, At the time of her referral to the clinic she was unable
to work and she had been told that she would have to leave the hos-
pital, where she lived in, if she did not work, She had no money
and no place to go and was greatly worried. She sgid she felt hum~
iliated by her inferior socisl status in Canada and she felt a puni-
tive attitude on the part of her employers.

Miss 3. believed that all her symptoms were caused by "grippe"
from which she had suffered several months earlier. She was work-
ing as g maid and the person in suthority over her did not allow her
to remain in bed longer than four days. Later, Miss Q. blamed the
head nurse at the hospital for her sickness. She expressed great
hostility toward the head nurse and the housekeeper when talking to
the medical social worker, Miss §. denied that she was nervous and
she was very suspicious of everything.

The medical social worker's plan was first to meet the patient's
physical needs of rest and food and financial support; secondly, to
help her relate to the family worker where she received financisl
support, and, thirdly, to interpret and help her use psychiatric
treatnent.

Miss Q. was referred directly to the psychiatrist from outside
the hospital, The psychiatrist referred her several times, however,
to the medical clinic in order to reassure her that there were no
physieal findings, Miss Q. claimed the medical examination was in-
adequate and that they would pay more attention to her if she had
money. The psychiatrist even recommended admission to the medical
ward for rest and care to help convince her that she had no physical
ailment and to meke her more accessible to psychotherapy. These
attempts seemed to be in vain. Miss Q. insisted that she had a phy-
sical disease and that she was not "nervous®.

The psychiatrist suggested admission to the day ward at the
Allan Memorial Institute for diagnosis and treatment. The patient
had a great deal of unexpressed hostility at this time and refused to
go to the Allan Memorial Institute, She denied that she was nervous.
With a great deal of persuasion from both the psychiastrist and the
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nmedical social worker she finally did go for one day and did nothing
but sit. She later told the psychiatrist on the medical service
that she had refused to go to the Allan Memorial Institute because
she was afraid she would become crazy thers, This idea was direct-
ly related to her hostility toward the supervisor of the hospital
where she had worked, who had been sending her verbally in an ironi-
cal manner to the Allan Memorial Institute for the past year. This
person kept accusing Miss Q. of being "nervous™, Miss Q. accepted
the psychiatrist on the medical service more gs a medical doctor and
it was felt that she never really accepted psychiatry, as such, nor
did she accept her need for it, but kept insisting that she had a
"grippe-coldt,

The social worker spent a considerable amount of time in an
attempt to interpret emotional illness to Miss Q., and to interpret
the way in which the psychiatrist was trying to help her. It was
the worker's opinion that the referral to the Allan Memorial In-
stitute had been made too quickly. Miss Q. was very difficult to
work with. She seid little and talked to the worker in broken sen-
tences, She insisted throughout that it was not her "head", it was
a "grippe~cold" and her stomach that bothered her.

Miss Qe continued to see the psychiatrist on the medical clinic
a number of times, once having to be recalled by the medical social
worker, TFor a while she seemed to be improved, but then later she
was not well and still had many somatic symptoms. The psychiatrist
finally considered her not amengble to treatment and it was then that
she was admitted to the medical ward for a rest, and in the hope that
she would become more accessible to psychiatric treatment, After
this hospitalization, however, she did not return to the psychiatrist
again, She did not return to see the sociel worker either, nor did
she leave any message. It was discovered later that Miss Q. had
returned to live with people of her own nationality and was attending
a Polish doctor at another hospital.,

This patient had numerous vague somatic symptoms with nervous
symptoms as well, Her history showed evidence of somatic symptom res-
ponse for the past four years and it seemed to be directly related to en-
virommental stress,

Her personal history was one of insecurity and extreme loss of
love., She was left, finally, without mother, father, brothers, or fiance,
and ceme to a strange country by herself,

Following this, she had a difficult adjustment to make in Cansada
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where she felt humiliated by a social‘status inferior to that to which
she had been used. When she did become ill with grippe, she seemed to
succumb to a need for care and attention and could not seem to rise
again to the demands of her job, She was not allowed fo be away from
work for more then four deys, however, and she has never considered her-
self well since then, By the time she came to the clinic she was
filled with hostility toward the supervisor at the hospital who would not
allow her the rest and care she wanted and probably needed, at least from
an emotional point of view, |

Miss Q. herself explained her symptoms on a purely physical level,
She believed that the "grippe-cold" she had had was the cause of all, and
she deeply resented any inference that she was nervous. In this case we
see the influence that other people may have by teasing or accusing the
patient of being crazy. In her mind Miss Q. identified treatment at the
Allan Memorial Institute with being crazy and definitely refused to go.
Her need for physical care was so strong at that time that she could only
understand her symptoms on a physical level, |

The social worker's role was threefold., It was felt to be impor-
tant that Miss Q's physical needs be met first. The worker arranged for
Miss Q. to stay at a boarding institution and provided for a special diet
for her. She was also referred to the family agency for financial sup-
ports These efforts, however, were not very successful, Miss Q. found
it very difficult to accept assistance, She did not like the food in the
institution and she did not relate well to the family worker.

Secondly, the medical social worker, realizing Miss Q's need for

a long-term supportive relationship with someone, tried to help her relate
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to the family worker, but, as already stated, this was not successful.

Thirdly, the worker gave Miss Q. a supportive relationship in
the medical setting and attempted an interpretation of emotional ill-
ness, She saw Miss Q. on almost every clinic visit, giving her re-

- gssurance and interpretation and trying to meet her requests at her own
level.

Teamwork between the medical social worker and the psychiatrist
was very good and there was co-~operation with the medical doctor when it
was felt medical reassurance was important. There was frequent and con-
tinued consultation between psychiatrist and social worker from the be-
ginning of the case and a common goal was established. It was felt by
the psychiatrist that the main emphasis in treatment should be on the
social workert's support and reassurance and her efforts to remove en-
vironmental pressures, At the sgme time the medical socisl worker in-
terpreted to the patient the way in which the psychiatrist was trying to
help her and then shared with the psychiatrist the patient's feelings
and attitudes about this,

Miss Q's deep seated needs proved to be too strong to be met 4in
a short time. She had had somatic symptom response to stress before and
this time she seemed to have regressed to the point where she could not
give up her symptoms which expressed her need for care and love, no
matter how much help was offered. Sherfinally discontinued clinic atten-
dance and sought the emotional satisfaction she needed by returning to
people of her own nationality.

The last case in this group is one in which a specific upsetting

experience precipitated the physical expression of many of the patient's
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problems and served to create several more.

Miss R. was an unmarried mother of 22 years of age, whose diag-
nosis was anxiety neurosis. She came to the clinic complaining
that she had had difficulty breasthing for the previous eight months
and found her heart beating quickly for no known reason. She had
difficulty climbing stairs, and she had a pain in her heart which
was relieved by having her mother rub her chest, She complained of
a dry cough, frequent dizzy spells and headaches and excessive per-
spiration.

Miss R. said she worried a great deal and became very nervous
when she could not breath, and became "mad for nothing". She had
frequent feelings of tension and it seemed to the psychiatrist that
she had passive aggressive conflicts with a great deal of hostility
toward members of her family.

Miss R. stated that she had always been nervous and used to be
troubled with nightmares.

Miss R. was born and brought up in the city. She went to the
seventh grade in school and stopped at the ege of 13 to work, She
has had seven or eight jobs as a waitress and left these for various
reasons pertaining to working hours and salary. A year before her
clinic visit, she gave birth to a baby boy at a hospital for un-
married mothers. Her pregnancy was the result of a drinking party
and the childts father was a boy friend she had known for six months.
He gave her no help with the child and she had now no desire to see
him again. She had to work to cover the cost of the child's board
at the hospital, where he stayed for seven months until she brought
him home to her family,

Miss Re had two unmarried sisters and a brother at home, She
herself was unemployed at the time of her clinic visit. Her father
appeared to be a rather uncommunicative person, but he had grown
very fond of the baby and did not want to see him go, Her mother
seemed to be protective of the child also, but her sisters felt that
the child was a disgrace in the family and this was the centre of
much family argument.

Miss R. said she thought her health was affected by getting up
to work the second day after the child was born, She thought this
was too early and she developed symptoms after she returned home,
Now she felt obliged to help her mother and live at home with the
childe She was "fed up" and resented being dependent finencially,
However, the idea of going to work or seeking a new enviromment was
very threastening to her.

It was the plan of the medical social worker to reassure Miss R.
that she was well enough to work and to help her to return to work
in a happier environment, She planned as well to help her decide
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gbout living arrangements and care for the baby.

The medical doctor sew Miss R. first and then referred the case
to the medical social worker to help her return to work in a happier
environment. It was the joint decision of the doctor and socisl
worker to refer Miss R, to the psychiatrist. The medical doctor's
aim was to reassure the patient about her health and the psychia-
tristts plan was to give her some understanding of the relation be-
tween physical symptoms and emotions, Miss R., however, had little
insight into what the doctors were trying to do.

The medical social worker felt Miss R. had a need for a long-
term plan with a caseworker., ©She felt that her role as a non-judge-
mental person of Miss R's own generation helped her to cope with
the situation at home., The worker had regular interviews with Miss
R., helping her to decide what she wanted to do about employment,
care of the child and about the home situation. She became more
determined to keep the child, but she was ready to take a holiday
from him before recommencing to work, With both the medical doc-
torts and the medical social worker's help, Miss R, felt she had
gained a little strenzth and reassurance about her health,

Miss R. accepted the first gppointment with the psychiatrist,
but did not return to the clinic to keep the second one, She did
not develop any understanding of the relstionship between her feel-
ings and her physical symptoms, and did not understand what the
medical doctors and the psychiatrist were trying to do,. After
failing to keep her second appointment with the psychiatrist, she

did not return again to the clinic and discontinued interviews with
the social worker as well,

Miss Re came to the clinic presenting numerous vague symptoms,
most of which centered around her heart, She complained of nervous
symptoms as well and a feeling of tension, She said she had glways been
nervous, but the physical symptoms seemed to be of comparatively recent
origin, beginning soon after the birth of her baby.

There are factors in Miss R's personal history which may have con-
tributed to, or have been, the result of insecurity. To begin with, she
went to work early and her employment history was unstable, The circum-
stances around the birth of her illegitimate child indicate that this was

an upsetting experience., Following his birth she suffered rejection from



- 1l1 -

all sides, from her own family and from her boy friend who would not
help her but left her alone, She was forced to work in payment for
the child's board at the hospital. It was quite a while before her
family accepted the child in the home and there were still unhappy
family relationships as a result of it.

Miss Re. herself related her physical symptoms to the hardship
she endured at the time of the child's birth. At the present time she
was ambivaelent about leaving home since her desire to be independent of
her family conflicted with her dependency needs. She was very resent-
ful of her present situation. Her mother's influence was an important
factor in this connection as well, since she kept telling Miss R. that
she was not well enough to work,.

The medical social worker's role in this case was three-fold.
She gave the patient support and reassurasnce in regard to her health and,
as a result of the combined efforts of the medical social worker and the
medical doctor in this regard, Miss R, did feel that she had gained a
little strength. Secondly, the worker endeavoured to help the patient
cope with her environment., While the worker's efforts did help to
clarify what Miss R, herself really wanted to do, and perhaps started
her toward a small measure of independence, this was not what Miss R.
wanted primerily from the hospital, and she remained focussed on her phy-
sical symptoms, Thirdly, the worker was gble to give the patient a re-
lationship with a non-judgemental person and it was the worker's opinion
that through this relationship she was able to help her handle her own
feelings in such a way that it was easier for her to cope with the situa-

tion at home, The worker did not attempt much interpretation of emotional
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illness and psychiatry, but concentrated for the period of time she saw
Miss R., on her feelings in relation to her environment. It was the
psychiatrist's plan to do this following the reassurance given by the
medical doctor and the social worker in regard to Miss R's physical
health. Perhaps more of this interpretation could have been given to
advantage by the medical social worker if Miss R. had been ready to
accept it, and in view of the fact that she d4id not seem ready to accept
it, perhaps the psychiatric interview came too early,

Teamwork in this case seems to have been good, both between the
medical social worker and the medical doctor, and between the medical
social worker and the psychiatrist. The medical doctor referred the
case early to the social worker, information about the patient was shared
between them and a mutual aim arrived at, There were seversl consulta-
tions both with the medical doctor and the psychiatrist and a joint re-
ferral was made to the psychigtric service,

In this case, the patient discontinued all cliniec attendance
following her first psychiatric interview, not understanding what the
doctors were doing, and not feeling satisfied that they were treating
her physical symptoms. Although those physical symptoms were not of
very long standing due to her present situation the patient needed them
very badly and until some change was made toward her individual indepen-
dence, it would be difficult for her to understand their relationship to
her feelings at that time, It is possible that with social service sup-
port in the interim, a psychiatric referral at a later date might be more

successful.
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In this group of five patients who showed no apparent improve-
ment, none were referred specifically for evaluation and help with a
possible referrsl to psychiatry. Two cases resulted in this, but were
originally referred by the doctor for environmental help. One other
case was glready known to the medical social worker since it had been
referred by & femily agency. After consultation with the medical doctor,
and upon the suggestion of the worker, this patient was referred to psy-
chiatry,. The other two patients were referred directly to psychiatry by
the medical doctor and then to social service by the psychiatrist. In
all cases but one, there was evidence of good teamwork between the psy-
chiatrist and the medical social worker and, in all but two, between the
medicel doctor and the medical social worker.

In the two cases in this group referred directly to psychiatry,
there was no preparation given by the medical social worker before the
patient agctually saw the psychiatrist, In a third, the patient was
admitted to the women's pavillion and although the decision to refer the
patient to psychiatry was a joint one between the worker snd the doctor,
there was little preparastion for the first psychiatric interview since
the patient was interviewed on the ward. The interpretation already
given in the clinic had been unsuccessful,. In another case, it was im~
possible to give much interpretation, although the worker tried, since
the patient refused to accept it. In the fifth cass, it was the plan
for the worker to give support and help with the patient's environment
and the psychiatrist was to give the interpretation of the relationship
between emotions and physical symptoms. It would seem from this illus-

tration that additional interpretation should come from the medical
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social worker, with whom the patient already has a relationship, and who
may be able as well to help the patient relate to the psychiatrist.

For a number of reasons then none of these patients received an
adequate preparation for psychiatric treatment, In four cases, an
attempt was at least made by the worker at some time throughout the case
to interpret emotional illness and psychiatry. These attempts were
quite unsuccessful.

Only in the case of Miss R. could the worker's role be described
as supportive. In this case the worker offered the patient the relation-
ship she needed to have with someone, and she attempted to help her with
her environmental situation. The worker was partially successful in
this, and the patient did gain some reassurance in regard to her health.
Real interpretation was lacking, however, and the patient was never able
to accept the idea of psychiatric help. In two other cases, liaison
work with outside agencies was attempted with unsuccessful results. En-
vironmental help, was also unsuccessful in gll cases except that of Miss
R. In this group there was no interpretive work done with the family.

Although it is true for this group that timing of the referral
to psychiatry and preparation for it by the medical social worker were
not always good, the attempts made by the worker and the rest of the medi-
cal team would seem to justify better results than were actually obtained.
It seems as though there must be some reason for these patientst diffi-
culty in accepting the help and interpretation that was offered.

One notes that the patients' symptoms meant such a great deal to
ther that it was difficult for them to give them up., In most cases ill-~

negs justified their need for care and attention, although they were not
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necessarily conscious of this., It seems also that there was a greater
degree of somatization in the patients of this group than in those of

the previous group and that, on the whole, the illness pattern is one

of much longer standing, It was obvious that the pattern was so well
fixed in some cases that little could be done about it at this stage,

The case of Mrs, N. shows clearly that when the transfer was mede to the
psychiatric service, treatment was either ineffective or it was complete-
ly rejected, when the patient had not accepted it first.

It mey be concluded, then, that where the illness pattern has
existed for a long time and the neurosis is well somatized, the chances
of the patient meking a successful transfer to the psychiatric service
gre considerably diminished, A good relationship with the medical sce-
ial worker end careful teamwork between the medical doctor and social
worker are important, but this may have to be continued for a long per-
iod of time before the patient is actually able to accept interpretation
of his illness on an emotional basis. Yet, without the patient's accept-
ance of this interpretation, successful treatment is doubtful. Environ-
mental help with these patients is particularly important since the
patient himself is very much focussed on his physical needs, Community
resources and co-operative help are also necessary in this connection if

the patient is to be treated with any lasting success.



CHAPTER VI

Conclusions

This thesis has been a case study of the medical social worker's
role with patients who ceme to the medical c¢linic at the Royel Victoria
Hospital, and who were referred to the psychiatric service when there was
found to be insufficient organic basis for their symptoms,

A sample group of eighteen patients was used, and, for study pur-
poses, they were divided into three groups according to the amount of im=-
provement the patient showed as a result of psychiatric treatment. In
each group the medical social worker's role was studied in relation to
this improvement and in relation to other factors contributing to or de-
tracting from it.

From the medical literature and from experiments in physiology
there is a body of scientific knowledge to show that there is a close
relationship between emotions and physical reactions, We know that there
is g physical expression of feelings that people cannot express directly.
It is considered necessary to understand the underlying neurotic conflict
in order to successfully treat these psychosomatic symptoms.

It is known that a person's physiological well being depends not
only upon his physical environment, but also upon his social and emotional
environment and the interrelationship of all three, Thus it is clear
that any treatment program must take all three into consideration.

This means that the medical social worker has the responsibility

of considering the broad range of factors contributing to the patient's
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illness, of which the disease is only one symptom, and then helping the
doctor to see the patient as a whole person. It is generally accepted
in the social work literature that the social workerts knowledge should
enable her to recognize those patients who are emotionally ill and who
require the help of a psychiatrist.

The question arises as to how the medical social worker is to
fulfill this responsibility since she sees a very small proportion of
the patients who attend the medical clinic. As we have seen from the
case material in this study, there is no plan for referral of these
patients to the medical social worker at the Royal Victoria Hospital.
They are referred only as the individual doctor sees the need, In the
first group, only one case was referred by the doctor; in the second
group, the doctor referred four; and, in the third group, he referred
two of those carried by the medical social worker, This represents
less than half of the total group. It should be noted, however, that
once known to the medical social worker, whether they were referred by
the doctor or not, there were ten in the total group who were referred
to psychiatry following consultation between the worker and the doctor,
and the referral was made jointly.

From the literature, we have an example of a referral process in
practice at the Western Reserve University Hospital, Cleveland, Ohio,l'
where the social worker functions as an integral part of the referral

brocess for purposes of evaluating the social situation and the patientts

l. Eleanor C. Cockerill and John M, Flumerfelt, ™One Method of
Psychiatric Consultation to the Case Worker in a General Hospital®,
Bulletin of the American Association of Medical Social Workers, (December,
1949), p.72.




- 118 =

understanding of the referral and attitude toward it. Other studies,
such as the one on the functioning of psychiatric clinics in New York
City,l' have illustrated the need for such a program in order that the
patient coming to the medical clinic of a general hospital may be ade-
quately prepared for the referral, and so that the psychiatric clinie
may be adequately prepared for the patient,

Judging also by the various reactions of patients, in this study,
who were told that there was no physical illness and who were given no 4
previous interpretation in regard to an emotional basis for illness, we
may conclude that there is a tendency on the psrt of the patient to in-
terpret this information as a denial of illness, Another common re-—
action of patients who had a little more insight into their condition,
was a fear that psychiatry meant that they were mentally ill, For one
reason or another this fear may have already been in their mind and the
referral to the psychiatrist only confirmed their fears and filled them
with anxiety. A third reaction concerned the stigma connected with
psychiatric treatment. Patlents having this reaction realized how the
psychiatrist might help them and usually wanted treatment, but consider-
ed it something for the mentally ill and not for them. Some were con-
cerned about what others would say about them, and others felt their
problem was unworthy of the psychiatrist's attention.

The help the medical social worker can give in this area, in a

teamwork relationship with the medical doctor, is well illustrated in

1. The Functioning of Psychiatric Clinics in New York City,
New York City Committee on Mental Hygiene of the State Charities Aid
Association, (105 E 22 sSt., New York, 1949),
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these cases. It has been seen that in some where improvement was
shown, the patient would never have accepted the referral to psychiatry,
and, in others, he would not have maintained treatment without her help.
This clearly indicates the need for the medical social worker's partici-
pation in such cases on a planned basis,

The case material in this study illustrates six aspects of the
medical social worker's role with these patients. Firstly, the work-
er's role is supportive and susteining and may be the means of bridging
the gap between the services of medicine and psychiatry. It can be a
determmining factor in whether the patient actually makes the transfer or
not,.

Secondly, and closely related, is the meaning to the patient of
his relationship with the worker, The very existence of this relation=-
ship and the interest the worker takes in the patient can have a great
deal to do with the patient's maintenance of treatment.

Thirdly, the worker's role is that of interpretation in regard
to emotionel illness and the meaning of psychiatric treatment to the
patient.

Fourthly, and related to this, is the worker's interpretation
to members of the femily and it has been clearly shown what an important
influence this may be,

Fifthly, the worker has a role to play in giving the patient
realistic help with his environment. In several cases it was illustrated
that certain changes in the patient's envirommental situation helped the
patient to retain and apply the help received through psychiatric treat-

ment,
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Sixthly, the worker's role as liaison between the hospital and
the community has been clearly demonstrated with effective work on the
patient's behalf as a result.

In each of the three groups the worker has attempted fto carry
out most of these things. There is a difference in these groups, how-
ever, in terms of the length of time the patient has been ill and the
degree to which his neurosis has been somatized, Those in the first
group who showed the most improvement, had, on the whole, been ill the
shortest length of time and were able to gain some insight into their
condition,. Those in the second group had been ill for a longer period
of time and their problem was more severely somatized. Much more of
the worker's time and effort was required in most of these cases before
the patient was able to accept psychiatric treatment to begin with, and
frequently a great deal more time was required with him so that he was
able to maintain treatment, In the last group, the worker and all the
medical team were faced with patients whose illness had been a life-
long pattern. These patients re jected casework and psychiatric treat-
ment and were almost entirely focussed on their need for méterial support.
Their neurosis had been well somatized for a very long period of time and
- they presented a much more difficult problem in rehabilitation.

In the early stages it is not possible to tell which patients
will be able to use treatment and which ones will not. Some patients,
as we have seen, may be able to accept and use treatment very gquickly.
Others, for whom it is a matter of a life-long adjustment, may resist help
for a year or more. Although some of these patients may be very sevsrely

somatized, we cannot say that they are not treatable. These people can
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be as nuch of a burden to the community and to their family as the sev-
erely physically handicapped person, As with the physically disabled,
the longer the condition has existed and the longer the patient has
thought of himself as an invsglid, the more difficult it is to rehabili-
tate him, The chances for successful treatment are less hopeful, and
it may be necessary for the worker and the doctors to go much more slow-
ly with this person,

Since the results with these patients can never be predicted, we
nmay conclude that it is well worthwhile to do everything possible to help
the patient with psychosomatic symptoms to become again a useful member

of society and a happier individuai.
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Documentary Schedule

Name 0.P.D, number
Indoor number
Ags
Sex Referral to Social Service Department
date
Social Service Index relestive to psychiatry
sources
reason
Family constellation
date seen
date closed
reopened
Qccupation reason

Referral to psychiatry

Disgnosis date
source
date seen

(liedical Qutpatient Department
place (Psychiatric clinic
(Allan Memorial Institute

Symptoms
physical
mental
previous occurrences

Brief summary of social situation

Patient's personal history

Patient's own interpretation of his trouble and attitude toward it

Social service aims and plan

Doctor's interpretation of patient's condition, including referral to

psychiatry and patient's resction to this
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Documentary Schedule (cont'd)

Soeisl worker's interpretation of emotional illness and preparation for

referral to psychiatry and patient's acceptance and reaction to this

Patient's understanding of psychiatry

Attitude of family and friends toward patient, his illness and psychiatry

Other influences upon patient

Acceptance of first appointment with psychiatrist

How well was psychiatric treatment accepted by patient? Indicate lapse

of time
acceptancs
ambivalence

rejection

Date and reason for discontinuing psychiatric treatment

Date and reason for discontinuing socisl casework

Summary of the socisl worker's role throughout the case with patient

and familz

Summary of social worker's role with members of the medical team
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