


DEPOSITED BY THE FACULTY OF
GRADUATE STUDIES AND RESEARCH




McGill University

Social and Fmotional Problems of

Rheumatic Fever in Children

A Thesis Sutmitted to
The Faculty of Graduate Studies and Research

In Partial Fulfilment of the Requirements
for
The Master's Degree in Social Work
by

Joyce Beatty

fontreal, April, 1951



PREFACE

The writer wishes to acknowledge the help received
in gathering material for and in writing +this
thesise First of all I would like to thank Dr.J.E.
de Belle, medical supérintendent of the Childrents
Memorial Hospital,Montreal, for allowing me fo use
the hospital records. To Dr.Arnold Johnson of the
Childrent's Memorial Hospital I owe a particular
debt of gratitude for his interest and assistance.
I would also like to thank those other members of
the hospital staff for their help in facilitating
the collection of data and Mrs. D. Horn of the
| social service department in particular <for her
assistance in supplying the social information on
the cases known to her. I would particularly
like to acknowledge the help received from Mrs.
C. H, Elledge and Miss E, Younge of the McGill
School of Social Work. Their wuntiring effort on
ry behalf, and their assistance and encourage-

ment made the writing of this thesis possible.

ii



CHAPTER

CHAPTER

CHAPTER

CHAPTER

I

II

G.
H.

III

TABLE OF CONTENTS

IntroduCtionC.......0..Q.l.ﬂ‘o0“0‘..00.‘......CO‘O....DQ

Cause, Diagnosis, and Treatment of Rheumatic FeveTeieeess

Symptoms 0f the 0iS08S0eecsesccssessnsssscscscscsccccsnns
CallSBseeets0sessccessesesssssesesccecscsssscessesosssscscas
Acute stage of the discacCeieevesesoceasscsesesccacscccsene
Care during the acute Stage.a.oooco'ooooooaoaooooo000000
Convalescent CAl'€.cessescesesscsssccssscccscosecssoccccse
l. Small children.ececscscocsccccececcsccccscacscsccncene
20 The older childesseseccsscsscsscecscsccccccscecccanee
3. The adolescent.cesseescosescsccsecceccsescccsccecnene
Types of convalescent CAl'€eseccsecsccssscccccrcnscncccene
1. HOME COICesecossscscscssssesscscssssesscssosscssascse
20 Foster hOme CAICeseceesccscssessscsscssssccsccscnce
5. Convalescent institutionsoa.ooooooooootoooooooo-oog
Convalescent facilities in Montreal.eceecccecceccccccsece
Prevalence and proguoSiSsecscceccscecssecccecssesccccscccce

Social and Environmental Factors in the Sample Group of
Rhewnatic Fever Cases..'..OO‘............Q...009.0000.0Q

Age...0...........'.....0........‘..0.‘.'..........'.‘..
Religion....'..'..........'.........0..‘................
Area Of resSidenCeeececccccccssccccssseccrsccsccscncecone
Rent'.‘............'..................‘....'..'G..'...Q.

INCONlCeeeoecascsssscscessocsscssssasestscsetorssnosscssanssoces

Use of conmnmity agenCies......o......-....o...........o

The Imotional Problems of Rheumatic FeveTI'eesesesssssssee

Role of the social WOTKET e ecooassssscsossccsscncccsssoenese
Fear of deathoo.oooooo..oo.ooooa-.o-.onuoo-.o---o'ooaooo
Problems associated with schoolingeeccescsssscccecesecoce
Problems associated with employmentececsccccecsscecceccce
Dependency patterns encouraged and/or fortified by

111INESBeescesecssscscecessscssccsvsscsccesecssseosssnsonse

Non-acceptance of necessary limitationS.ceecscoceccccoess

iil

Page

10
11
12
13
13
14
14
14
16
19
20
21

26

27
30
31
34
35
39

43

45
46
50
54

55
57



CHAPTER V

A.
B.
C.
D.
E.

G

CHAPTER VI

Rheumatic Fever Control ProgramsSesescsccecessccsscsccccnce

Initiation of programs in the United StateS.ececeecscscocos
Set-up of the programs...o........ou..o..._............
State of Michigan control prograflessescceccosscescesases
State of Virginia control prograleececesscccecsssscesscss
National conference on rheumatic fevVerssscessssssscnces
Control programs in England.esceccsecesssccceccscssscesce
Recommendations of British and American groupSeesescsecs

Conclusion....................,...,.......-......-....-

iv

Page
62

63
63
65
66
69
71
72

75



TAELE I

TABLE II

LIST OF TABLES

Rank of 6 leading causes of death in childhood, 5-19
years, by age, race and sex, average annual death rates
per lO0,000, United States, 1939=4lecescescccarcssncsee

Distribution, according to religion and age, of 46
children who have had rheumatic fever, attending the
cardiac clinic at the Children's Memorial Hospital,
’iontreal, in February, 1948cceesscesscesssosccsesccccns

- TABLE III Monthly income in dollars classified according to

TABLE IV

TABLE V

FI1G.

I

MONthlY reNtececececsvccsosscssnscscsscccsnsscscccecencns

The Jewish Family Welfare budget for families of differ-

ent SiZGSQOQ0-00000000.000000000000000.000.0.-ooocotooo

Monthly income of families classified sccording to the

size of the familyeeeseeecesoseccccscccsecscssccoscssane

MAP

Distribution of residences in greater Montreel of
families in the S&mple EIr0UDeesesossssesscesescsssescsonee

~ Page

a3

a7

34

36

37

32



CHAPTER I
INTRODUCTION

Rheumatic fever is one of the foremost problems in paediatrics
because, except for accidents, it is the leading cause of death among
school children (in the United States where statistics are available).l’
Those young people who survive an sttack of the disease are often left
with demaged hearts which mske it necessary to limit normal activity.
Many cases of adult heart disease can be traced to attacks of rheumatic
fever in childhood. It is, therefore, understandable that increasing
attention is being fobﬁssed on rheumgtic fever. In thé United States
and Engl;nd rheunmatic fever control programs are being established for
the purpose of studying, combatting, and controlling the disease. Re-
search is continually being undertaken in an effort to uncover some of
the unsolved mysteries of the disease,

Medical research in the area of rheumatic fever has resulted in
more adequate means of diagnosis and treatment, and this has ipcreased
the child's chances of recovery. The cause of the disease has also
been the éubject of much research, but to date the emphasis has been
more on the offending organism and to a lesser degfee on the environ-
mental factors. As research progresses, however, it is becoming in-
creasingly evident that social and envirommental factors play an even

more important part than was heretofore imagined. This would seem %o

l. "The Toll of Rheumatic Fever" — The Child, Vol.l3 (Dec. 1948)
Pogoo



be an area for research by the social scientists while medical scientists
continue to pursue the mysteries of the disease itself.

Another area for social research is relsted to furthering the
knowledge of the emotional effects of the disease on the c¢hild and his
family.

These are two areas of research for the social worker who has
been trained to understand the social and emotional needs of individuals.
More specifically, it is the medical social worker who can use her know-
ledge of the effect of illness on individuals and family groups and apply
it to a single disease group, namely, that of rheumatic fever.

This particular study was initiated at the request of a cardio-
logist who, as the doctor in charge of the clinic which cared for child-
ren with rheumatic fever and rheumatic heart disease, was interested in
having a group studied by a social worker to see what social, emotional
and envirommental factors there might be in relation to the child and his
family that could interfere with or help the child in making a satisfac-
tory recovery and adjustment to life,

The initial approach of this thesis will be to use the identify-
ing information, which will include age, sex, religion, femily income,
rent, area of residence, etc., of the sample group to determine those
factors that present problems in relation to the group as a whole., The
families' use of community agencies in endeavouring to meet their needs
will a136 be considered. This part of the thesis then, will be a general
discussion of the community‘welfare problems that this ssmple group pre-
sents,

The emotional traumas associated with rheumatic fever will be



considered by the use of case material on selected cases from within the

sample group. The emphasis here will be on the types of emotional pro-

blems that arise in connection with rheumatic fever, and the role of the
social worker in helping the child and his family to meet these problems
through social case-work.

It is possible that a study of this type might point to a need
for some community action in controlling and combatting rheumatic fever
and in offering case-work and their services to the children and their
families. Therefore, some consideration will be given to the formation
of rheumatic fever control programs by reviewing those in existence in
some areas of the United States and England.

This study is limited to a social, emotional and envirommental
evaluation of the group and will, therefore, not include specific medical
information on the individual cases, although there will be a general dis-
cussion of the cause, diagnosis, and treatment of the disease to be used
as background information.

There are three main groups of questions to be considered.

A. What social and envirommental factors are present in relation to the
group as a whole? Some of this information would pertain to the child
himself, i.e., age, religion; other material would be related to the
child's femily, i.e., income, rent. Questions to be asked would be:
l. Whét are the ages of the children?

2. What are the religions of the children?
3. From what areas of the city do the cases come?
a. Do the children come from widely dispersed points or is there a

concentration in any one area?



A. (conttd)
be What rent is paid?

4., What is the economic status of the families?

a. How many children come from families with adequate incomes?
b. Is there evidence of marked economic deprivation?

5. How many children are there in the families?

B. What are the emotional problems that arise in connection with rheuma-
tic fever - for the child and for his parents? How is it possible to
help the child and parents with these problems? Some of the quest-
ions to be considered will be:

1. ¥hat are the fears of children who have rheumatic heart disease and
how do these affect the child and his family?

2. What effect has the long period of hospitalization on the child's
school adjustment? Does this present an emotional problem?

3. Does the necessity to limit activities following an attack of
rheunatic fever affect a child's vocational ambitions? If so, how
can the child be helped to overcome the disappointment that this
involves?

4, Eow do parents and children react to the limitations rheumatic
fever frequently imposes?

5, What is the role of the social worker in helping the child and his
parents with the above-mentioned emotional problems?

C. What is the value of control programs in controlling and combatting
rheumatic fever?

1. What type of programs have been established in the United States

and England?



Ce (cont'd)
2. How effective have they been?

This sample group consists of 46 children who have had rheumatic
fever and who were attending the cardiac clinic at the Childrents
lemorial Hospital, llontreal, in February, 1948. This group represents
the total number of children with that diagnosis who were attending
clinic at that time, and was so selected by the doctor because of his
interest in having a social study of the total group.

The clinic group was used for this study because of the particu-
lar interest of the doctor in having a social evaluation done on these
children, Similar studies could be undertaken on hospitalized rheumatic
fever cases or on those children who are bed patients at home.

The structure of this thesis will be as follows, The second
chapter will provide the medical information necessary to an understand-
inz of the total situation. This will include a discussion of the cause,
diagndsis, and treatment of the disease and will be presented immediately
following the introduction to give the reader some background knowledge
of rheumatic fever before discussing the children who have the disease.

The third chapter is divided into two sections. The identifying
material on the sample group will be analysed; the distribution of
patients according to age, sex, religion, economic status, area of resi-
dence and the families'! use of community resources will be evaluated.

An analysis of all these factors will give a picture of the group
as a whole and will indicate community welfare problems that exist in
this community in relation to the care of the child with rheumatic fever.

The social and emotional problems will be discussed in the fourth



chapter with case material to illustrate the role of the social worker in
helping with the problems that arise.

In chépter five consideration will be given to rheumatic fever
control programs as a means of studying, controlling and combatting the
disease. This will involve a review of the control programs in exist-
ence in the United States and England.

This, then, is to be a study of the social, environmental and
emotional problems of rheumatic fever in children. Consideration will
be given to a discussion of the effect of the disease on the child and
his femily and to a consideration of the community welfare problems that

the disease presents.



CHAPTER II
CAUSE, DIAGNOSIS, AND TREATMENT OF RHEUMATIC FEVER

As was mentioned in the previous chapter, rheumatic fever is the

o

leading cause of death among school children. It is also the greatest
child crippler; it disables seven times as many'people as does polio-
mwelitisoz' JMany children must spend days, months and sometimes years
in bed after developing the disease and much of adult heart disease can
be traced to aﬁtacks of rheumatic fever in childhood.

In some respects rheumatic fever can be compared to tuberculosis
in that a person is never cured of either disease.> It can be said that
a person's tuberculosis has been arrested and the same phrasing can be
used in relation to rheumatic fever. But a child may at any time have
a recurrence of rheumatic fever and with each recurrence the danger of
cardiac damage is increased.

For meny years rheumatic fever has presented a problem to the
medical profession. As one doctor has said, "We don't know when it
starts, we often camnot tell when it is here, ﬁe have no cure for it,

Se

and we cannot tell when it is gons."

This chapter will cover the medical aspects of the disease cause,

1. Supra, p.l

2. Kuttner, Ann G., "Prevention of Rheumatic Recurrences", New
York State Journal of Medicine, Vol.43 (Oct. 1943), p.1947.

3. Martin, A.T. "Convalescent Care in Rheumatic Fever", Modern
Concepts of Cardiovascular Disease, Vol.XII, No.5 (May, 1943).




symptoms, diagnosis, care during the acute and convalescent stages and
prognosis. The types of convalescent care recormended for the different
age groups will be discussed, and the facilities in Montreal for convales—

cence will be evaluated.

A. Symptoms of the disease

Rheumatic fever is a chronic disease that usually attacks the
connective tissues of the body, causing inflammation of the muscles,
valves and outer lining of the heart. It is not characterized by any
one symptom, hence diagnosis is often difficult. Pain in the joints and
fever are common menifestations but these may mark the onset of other
diseases as weli. Other symptoms that would warrant further investiga-
tion for rheumatic fever are pallor, loss of weight, repeated nosebleeds,
and a poor appetite. Chorea might be another symptom of the disease.
This is characterized by unexplained crying spells and awkward, jerky
movements of the face, arms, and legs - especially when the child tries
to dress himself or pick up objects.

Characteristic skin rashes, the appearance of small nodes or
lumps under the skin, or rheumatic pneumonia or pleurisy may be the domin-
ant characteristics. Fever, increase in the white blood cell count,
acceleration of the blood sedimentation rate, anemia, and restlessness
are usually among the clinical findings.

One of the most common symptoms, however, is a fleeting pain in
one joint and then another. This symptom may be characterized by in-
tense soreness, heat, swelling‘and redness, or, on the other hand the

pain may be so slight it is not even noticed. In many instances the



joint pains of_rheumatic fever have been labelled as "growing pains" and
further investigation deemed unnecessary. The acute'pain of rheumatic
fever usually subsides after a few days and the child may feel perfectly
well. The active disease process is still present, however, and this

makes early diagnosis vital.

B. Cause

Rheumatic fever is usually preceded by a hemolytic streptoccocus
infection which is one of the offending organisms in tonsilitis, scarlet
fever and inflammation of the ear. DBecause of the close association be-
tween the disease and a streptoccocus infection, the environmental con-
ditions.that give rise to respiratory infections rust be considered as
factors contributing to the onset of the disease. Thus, unh&gienic
surroundings, malnutrition, poverty, inadequate housiﬁg, and crowded liv-
ing conditions undoubtedly are factors that increase the chances of the
child developing the disease. It is true that caseé of rheumatic fever
are found among children in families with high incomes but prevalence of
the disease is undoubtedly found in the lower economic and social environ-

1.  pus it can be said that anything that undermines the child's

ments.
general health - inadequate food and clothing, lack of rest, damp and
erowded houses - increase his susceptibility to rheumatic fever.
Although it canﬁot be proved that rheumatic fever is inherited,
there is a strong familial tendency toward the disease. Eight - ten per

cent of the exposed persons in rheumatic families acquire the disease as

1. Galvin, Louise. "Preventive and Public Health Aspects of
Rheumatic Fever", Southern Medical Journal, Vol.36 (Feb. 1943), p.ll8.
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against three per cent in control families.l'

Rheunatic fever seems to flourish in a temperate zone and is com~
paratively rare in the tropics, "The death rate from acute rheumatic
fever varies among the geographic areas in the United States. The death
rates are below average in the south while in the northeast, especially

the middle Atlantic division, they are significantly above average".z‘

C. Acute stage of the disease

Dufing the past 20 years pathologists have shown that rheumatic
fever is a systemic disease, probably an infection, producing lesions
throughout the body. For some reason the heart seems particularly sus-
ceptible both to initial injury and to’later, permanent scarring. These
scars occur in one or more of the valves ﬁetween the heart chambers and
prevent complete closing of the valve following the release of blood.
This causes a leakage of blood back into the heart with the result that
it has to pump harder and faster in order to handle the oversupply.
After one attack the leakage may not be serious enough to impair the nor-
mal activity of the individual, but rheumatic fever has a tendency to
recur and with each new attack a greater strain is placed on the heart.
The valves on the left side of the heart are most frequently affected and
the resultant abnormality is called sortic insufficiency. Sometimes the
edges of the valve become fused, thereby reducing the size of the valve

opening. The limitation in the amount of blood that can pass through

1. Huse, Betty. Report to Children's Bureau Advisory Cormittee on
Services for Crippled Children, Children's Bureau Publication (Dec. 1944),

P.8.

2, Tolff, George M.D., "Childhood liortality from Rheumatic Fever
and Feart Disease", Children's Bureau Publication No.322, (1948),pp.24-25.
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the valve is called mitral stenosis.

As previously described,l'the first signs of rheumatic fever are
those similar to many other childhood diseases, and this makes the ill-
ness difficult to recognize in its early stages. Care must be taken not
to ignore any danger signals that might be present, for in early diagnos-
is and treatment lies the child's hope of a future free from cardiasc im-
pairment. In making the final disgnosis the doctor must take a careful
history followed by a thorough physical examination. The fluoroscope
and X-ray may also be used if there is any doubt and blood sedimentatipn
rate and electrocardiogram aid in making a diagnosis,. It is the opinion
of many people that a heart murmur signifies the presence of rheumatic
fever or the resultant heart disease, but this is misleading for many
children have meaningless heart murmurs that disappear within a short

time.

D. Care during the acute stage

During the acute stage of the disease the child can best be cared
for in the hospital where disgnostic and treatment services are availﬁble.
Many of these children require careful nursing attention and medical
treatment, and it is necessary that testing facilities be available to
measure the progress of the disease. For example, sedimentation rates
must be determined frequently as a means of indicating whether the dis-
ease is still active. Temperature readings must be accurately charted
" and heart murmurs watched for. Then, too, a child's activities are

easisr to control in a hospital ward where there is constant supervision.

1, Supra, P.8
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Complete bed rest is usually recommended for the first few days
or even weeks. If the clinical signs show a dropping sedimentation and
pulse rate, a lowered temperature and no cardiac murmur, the child may
be gradually mobilized. The body's reaction to this increase in acti-
vity must be watched, for frequently an élevation in sedimentation rate
is noted after the child is first allowed out of bed. It is obviously
impossible for most mothers to give their children the extensive care
mentioned above and for that reason hospitalization is essential.

When the child's condition warrants increased activity, the sedi-
mentation rate is approaching the limits of normal and the clinical signs
have, for the most part, disappeared, it may be said that the child is

entering the convalescent stage of the disease.

E. Convalescent care

Because of the long-term nature'of the illness, discharge plann-
ing is of considerable importance and must bg initiated shortly after the
child's admission to hospital. It sometimes takes a considerable length
of time before parents and the child will accept the fact that, élthough
the child feéls well, the active disease process is still present and a
long period of convalescence is needed. Then, too, a thorough under-
standing of the child's physical and emotional needs is a prerequisite to
sound convalescent planning. All these factors point to a need for cafe—
ful social evaluation before a child is discharged from hospital after the
acute stage of the disease.

The importance of the convalescent period is that it gives the

heart a chance to rest after the strain it has been subjected to during
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the acute stage of the disease. Consider what rest does for a child
with a post rheumatic fever tachycardia of 110 beats per minuts. It
the heart can be slowed down 10 beats per minute by bed rest, in twenty-
four hours it contracts 15,000 less times. One can readily see what a
conserving process this is to a vital organ which is often so seriously
affected by rheumatic fever.l'
There are three types of convalescent care that have been used
with sucéess, The decision as to which of these would be most adequate
in a given situation depends upon the needs of the individual child, the
attitude of the parents, and the resourceé within the community to meet
the needs. The most essential factors to keep in mind in plenning con-

valescence for children are as follows:

l. Small children up to five need their own mother. Interruption

of the relationship with her may lead to great distress, eating
problems, bed wetting, regressive behaviour, thumb sucking, etc..
This process.can be reversed if a new attachment to a mother
éubstitute can be established by the child. Complicating fac-
tors are, however, frequent loyalty conflicts in the child and
hostility and withdrawsl from his own mother, which, in its turn,
often leads to special problems in the mother, such as jealousy,
dissatisfaction and critical attitude toward the mother sub-
stitute.

2., The older child from six to pre-asdolescence can take the separa-

tion more easily as the group becomes increasingly important to

him, The process of learning and sublimation, the first moves

lo I‘.:artill, A.T. Op. Cito
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(cont'd)
toward independence are part of his normasl development. But

even at this age frequent contacts with his own family are highly

desirable.

The adolescent youngster has the best chance in a satisfactory

life among contemporaries because of the importance at that age
of the group ties, the group ideals, the attempt to become inde-
pendent from the family. The search for new identification out-
side of the childhood environment, thé adolescent struggle against
his own family ties, the desire for a leader, facilitate life in a

1.
group.

F. Types of éonvalescent care

1.

Home care — Wherever possible a child should be cared for in his
own home during the convalescent period. This is the most nor-
mal enviromment for the child who needs the emotional security of
the family after the acute stage of illness. A comprehensive
home care program for rheumatic fever cases has been worked out
at Montefiore Hospital in New York2°where complete services to
the child have been carried into the home. All cases of rheuma-
tic fever considered for home care are carefully evaluated by the
social worker attached to that service, and if she feels that the

case is an acceptable one, i.e., if the home conditions and

1. Bibring, Dr. Grete L., The Child First, Bi-Regional Conference

Report on Long-Term Care of Ill Children, Phoenix, Arizona (Mareh, 1949),
p. 16-17.

2. Eger, Saul, The Home Care Program of the lontefiore Hospital,

Bi-Regional Conference Report on Long-Term Care of Ill Children, Phoenix,
Arizona (March, 1949), pp.20-23.
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Home care (cont'd)

parents! attitudes are satisfactory - the resources of the home
care prbgram are put at the family's and the child's disposal.

A doctor and social worker from the hospital visit regularly,
medicine is provided free of charge and there is a messenger ser-
vice to carry it from the hospital to the home, Any necessary
equipment is provided by the home care program. A nurse visits
two or three times a week to supervise the nursing care, and the
board of education of the city of New York provides the services
of a child psychologist who does psychological testing and voca-
tional guidance. There is also a home teaching progrsm in which
a teacher is sent from the board of education into the home to
instruct the sick child. A psychiatrist does a psychiatric
evaluation of every child, with follow-up interviews if necessary.

The staff doctor makes regular visits to the home and confer-
ences are held where specific cases are discussed. = There is a
doctor on call twenty-four hours a day, seven days'a week, because
what ma& not be an emergency in other cases is always classed as
an emergency in the rheumatic fever patients. The patient's
siblings are also treated in the home when they have upper res-
piratory infections.

Weekly mothers' meetings are held where various common pro-
blems are discusseé. The home care program provides housekeeper
service, as needed, for mothers with more than one child. This
consists of a maximum of four hours of housekeeping per week to

relieve the mother of the heavy work such as scrubbing floors,



l. Home Care (cont'd)

washing windows, etc. The mother retains the status of employer,
hiring her own housekeeper and paying the individusl with the
money received from the home care program.

The plan described above represents what one hospital has
done in the way of home care for children with rheumatic fever.
A modified form of home care is in operation in many children's
hospitals because it is becoming increasingly evident that a
child can best convalesce at home provided the social situation
is conducive to such care.

2. Toster home care - There are many homes that cannot be made suit-

able for a convalescent child and there are many parents who,
because of their own needs, attitudes and lack of understanding,
cannot give the child adequsaste care. In these instances another
type of convalescent care has to be arranged. As was mentioned
previously, young children need a mother or mother substitute,

and experience security when they are part of a family group.

Thus a system of foster home placement of certain children con-
valescing from rheumatic fever has been worked out in many
cormnunities, This plan is based on the theory that "by and large
younger children gre able to profit from foster family care and to
derive greater benefits through individualized relationships, in-

dividual expression, and parental relationships".l°

1. %illiams, Bess R. Foster Home Care, Bi-Regionel Conference
Report on Long-Term Care of Ill Children, Phoenix, Arizona (March, 1949),
P.237.




2. Foster home care (cont'd)

The choice of the foster home is, of course, important and it
st be appraised on the basis of fhe attitudes of the members of
the family; +their feelings, their attitudes, their ability, as
members of society, to provide a given service for a given child,
their willingness to share the child with his parents, and to
accept and understand the child's behaviour, feelings, and attit-
udes, and their capacity to give him security to grow and develop
in an acceptable manner.

It is important to remember that not all children can accept
foster home care, thus a careful social evaluation of all cases
mist be made before proceeding with plans for foster home care.
Also to be kept in mind is the fact that whereas foster home place-
ment might be the ideal solution for most convalescent children, it
has been impossible in many communities to find enough of the pro-
per type of homes to meet the demand for that type of care.

An example of the foster home program for convalescent children
is seen in Boston.l° The Children's Mission to Children is a pri-
vately supported agency in Boston which provides care for children
with medical problems. Part of its péogram is the placement of
convalescent children in foster homes when their own homes are un-

satisfactory. Ninety per cent of the patients have had rheumatic

1. Bissell, Elizabeth. "Foster Homes in lMedical Care Programs for
Children", The Child, Vol.l5, (Feb. 1950), pp. 114-117.



2.

Foster home care (cont'd)

fever.

The boys and girls accepted for admission are, in general,
from 2 to 21 years, without infectious disease, and not acute-
ly ill1, although the prognosis may be poor or questionable.
There are no residence restrictions, and no restrictions based
on race, religion, or finances. The family is expected to
pay all, or part, of the child's expenses, if possible, but
whether the family can pay is not considered in deciding about
acceptance.le
The medical director of the agency is a specialist in Theumatic

fever., He serves the agency part-time and is on the staffs of
the two children's hospitals. Because most of the children come
to the foster home from these hospitals, they have the advantage
of continuity of medical care during the acute and the convales-
cent stages of their illness. The medical director makes regular
visits to the foster homes and is on call at all times. Agency
laboratory technicians and occupational therapists visit the home,
and the board of education provides a teacher,

The agency social worker co-~ordinates the services of the
foster home with the services of the medical director of hospitals,
of clinics, and of private physicians, whose patients are in the
home, and handles any social problems that arise in connection with
any of the patients.

This agency has stated the requirements of a good program of
medical foster care as being:

l. The teamwork of physician, nurse, foster mother, case-

worker, occupational therapist, and other specialists as

their services are needed,

1. Ibid. p.1l1l5
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Foster home care (cont'd)

2. Adequate compensation to foster mothers.

s A planned program of activity in the homes, especially in
homes giving bed care, because children confined to bed
have such limited contacts.

4. Case-work service that concentrates on family probleus
affecting the health of a child and which gives the coun-
selling to the child and foster mother, that will make the
placement of children with medical problems bring the re-

sults hoped for.te

Convalescent institutions - If care at home has proven to be im-

practical either for social or emotional reasons, consideration
must be given to0 institutional coﬁvalescent cares This plan can
prove successful particularly if the child is of pre-adolescent
or adolescent age, for the reasons mentioned previously.z’ The
opinion among authorities on the subject seems to be that the in-
stitution providing convalescent care must in some way be affil-
iated with the general hospital which provides the care during
the acute stage. This assures more economical operation and a
better means of pro#iding and supervising professional services.
"Yell qualified professional staff want professional satisfaction

from their jobs. That satisfaction is greater when personnel

1. Ibid. p.l25

2. Supra, pPp.l13 & 14
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3. Convalescent institutions (cont'd)

can work in proximity with and have the stimulation of others in
their own profession".™*

Besides providing a continuity of medical care for the child
the convalescent institution should have facilities for occupa-
tional therapy, teaching, and any other services that would con-
tribute to the child's general well being, The convalescent
period should be as constructive as possible for the child for
as Miss Jetterz' has said, "From an emotional point of view, the
real danger period in a prolonged illness such as rheumatic
fever ———- is in the convalescent period —---- « During con-~
valescence gratifications from being ill should be reduced to an
absolute minimum and at the same time the child should be con-

sistently and firmly encouraged to get satisfaction from the

things he can do for himself™,

G. Convalescent facilities in Ilontreal

The situation in lMontreal for the care of convalescent children
is not clearly defined. It has not been possible to work out a system
of foster home placement bécause the placement agencies have not been
able to provide the necessary foster homes. The one convalescent in-

stitution for children is eighteen miles from the centre of the city and

1. "How Can We Get Convalescent Institutions For Our Progrsms"?
Bi-Regional Conference Report on Long-Term Care of Ill Children, Phoenix,
Arizona, (March, 1949), p.29.

2. Jetter, Lucille. "Some Bmotional Aspects of Prolonged Illness
in Children", Public Health Nursing, Vol.40, (May 1948), p.259.
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is not equipped for laboratory testing (electrocardiograms, sedimentation
rate), and it has no facilities for occupational therapy or physiotherapy.
There is no affiliation with the children's hospital and no continuity of
medical service, Thus, this institution has not proven to be too prac-
tical for the placement of convalescent rheumatic fever patients.

A system of home care, worked out by the Children's Memorial
Hospital within the last two years is providing a partial answer to the
problem. The home situations of many of the cases are evaluated by the
social worker, and where it is feasible the child is discharged home.

He is then followed regularly at clinic, and his home care is supervised
by a visiting nurse. The social worker continues her active interest
in the case and helps the family with any social problems that arise.
The hospital's occupational and recreational therapists and it's teacher
visit the home regularly. This plan has worked satisfactorily for many
children, but there are others who have had to remain in the hospital
for months because there were no adequate convalescent facilities avail-

able.

H. Prevalence and prognosis
Any discussion of a disease is incomplete without some mention of

L]

prognosis, A study was undertaken in Boston™® where 1,000 rheumatic
fever patients were followed for a period of at least ten years at the
clinies at the House of the Good Samariten and the Massachusetts General

Hospital. Of the 1,000 cases, 342 had no detectable heart disease at

1, Jones, T. Duckett and Edward F. Bland, "Rheumatic Fever and
Heart Disease Completed Ten Year Observations on 1,000 Patients", Trans-
action of the Associstion of American Physicians, Vol.LVII, (1942),
PP .268~269.
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the time of their initial discharge and 658 had some degree of rheumatic
heart disease. Of the 342 cases, 248 remained free of rheumatic heart
disease at the end of ten years, whereas 94 developed rheumatic heart
disease. Twenty-two per cent of the 658 cases improved, there was no
change in 27 per cent, and in 51 per cent of the cases there was a pro-
gression of the rheumatic heart disease. Ten years after the onset of
the rheumatic fever, 648 of the patients were able to lead normal lives,
while 135 had entered adult life with sufficient rheumatic heart disease
to restrict their physical activities and to alter considerably their
life and life expectancy. In all, there were 203 fatalities. Although
this study was confined to the Boston area, the figures give some indica-
tion of prognosis in rheumatic fever.

Recent figures on children's mortality show that in the United
States there is a yearly minimum of 12,000 deaths caused by acute rheu-
matic fever and its after-effects in the years of childhood.l' The
material presented here is for the United States because it has not been
possible to obtain pertinent Canadian statistics.

The ratio of death by rheumatic fever as compared to death by

other ilinesses, for United States, can be seen in table I - see next

page.

1. Wolff, George. Childhood Mortality from Rheumatic Fever and
Heart Disease, United States Children's Bureau Publication No.322 (1948),
P23,




Rank of 6 leading causes of death in childhood,
5~19 years,by age,race and sex, average annual
death rates per 100,000, United States, 1939~-41%*

Leading causes of death
in order of the rates 5-9 years _
for white males Male Fenale (rank in brackets)
Accidents 39.3 20.0 (1)
Pneumonisg 10.2 9,0 (2)
Appendicitis 8.2 647 (4)
Rheumatic fever and
diseases of the heart 746 ~ 8.0 (3)
Diseases of the ear,
nose and throat . 543 4,7 (5)
Diseases of the nervous
sy stem 4.9 4,1 (6)
10~14 years
Accidents 40,9 12,2 (1)
Rheumatic fever and
diseases of the heart 11.2 11.7 (2)
Appendicitis - 9.0 6.9 (4)
Pneumonia or influenza 7.0 7.1 (3)
Diseases of the nervous
system 4,9 3.5 (5)
Diseases of the ear,
nose and throat 343 3.2 (6)
15~19 years
Accidents 74,1 _ 19.8 (1)
Rheumatic fever and
diseases of the heart 14.3 12.6 (3)
Appendicitis 1l.2 6.6 (6)
Tuberculosis 10.7 18,9 (2)
Pneumonia or influenza 10.4 7.5 (5)
Diseases of pregnancy - 11.3  (4)

a. Wolff, George. Childhood Mortality from Rheumatic Fever and
Heart Diseases, United States Children's Bureau Publication No.322, p«3.

It can be seen in the above taﬁle that in the 5-9 age group,rheu-
matic fever is the fourth leading cause of death. In the 10-14 and 15-19

age groups, rheumatic fever is the leading cause of death by disease.
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There are no figures available to indicate the thousands of
adults whose activities are restricted because of attacks of rheumatic
_fever they had when they were young, but the large number of people who
die of heart disease between the ages of 30 and 40 years is indicative
of the problem, for a prevalent type of heart disease in that age group
is that caused by rheumatic fever.

Rheumatic fever, the leading cause of death among school child-
ren, is one of the foremost problems in paediatrics, and the effects of
the disease cause rmuch of the-heart damage in adults. Diagnosis is
difficult because the sjmptoms are similar to the first signs of man&
other diseases. Often a mild attack of rheumatic fever is overlooked
because the symptoms disappear within a few days and the child appears
to be well, AUnfortunately the disease process is usually active long
after all obvious signs have disappeared. Herein lies the danger, for
rheumatic fever has a tendency to affect the heart and, unless the child
receives treatment soon after the onset of the disease, serious heart
damage may result.

The cause of rheumatic fever is not known although it is thought
to be associated with a streptoccocus infection, Poor living conditions
and inadequate diet doubtless have something to do with the onset of the
disease.

All cases of rheumatic fever require hospitalization during the
acute stage, and the utmost care is needed to determine the best plan
for convalescence., The ultimate decision must be made by the doctor,
the social worker, and the parents taking into consideration fhe need for

continual medical supervision, the control of factors that might give



CHAPTER III

SOCTAL AND ENVIRCIIMENTAL FACTORS IN THE

SAIFLE GROUP OF REEULATIC FEVER CASES

This study of children who have had rheumatic fever is intended
to highlight some of the social and environmental factors that are pre-
sent in the group as a whole. Any plan which might be worked out to
control and combat rheumatic fever must be based on factual material on
a group of cases, and therein lies the value of an analysis of this iden-
tifying material. It must again be emphasized that the forty-six cases
discussed in this study are a selected group only, and in no way indicate
the extent of the problem in this community. Many children go to other
hospitals, or they convalesce in the ward at the Children's Memorial
Hospital, or in a convalescent hospital. Since rheumatic fever is not a
registered disease in this cormunity and since there is no central clinie,
it is impossible to estimate the number of children in the city suffering
from the disecase.

The identifying material in this chapter will be presented in
the form of tables, with analysis. The topics to be considered will be
religion, age, location of the homes of these children to be seen in the
form of a spot map; income and rent, ﬁse of community agencies by the
group and by the individual families, income per month, and the number of

persons in the family.
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A. Age
As far as this study is concerned the major concentration of cases

is in the 8-11, 12-15 age groups. Thirty-nine of the cases are over eight

1.

years of age and seven are younger. The following table °*gives an indi-

cation of the age distribution.

TABLE II

Distribution, according to religion and age, of

46 children who have had rheumatic fever, attend-

ing the cardiac clinic at the Children's liemorial
Hospital, Montreal, in February, 1948

Age Religion

in ‘

years Total Protestant Roman Catholic Hebrew
Total T M F T M F T M __F | T M __F

46 32 14 9 6 3 31 21 10 6 5 1

l1- 3 1 1 O 0 0 0 1l 1 0 0 0 0]
4 - 7 6 6 O 1 1 0] 4 4 0 1l 1l 0
8 -11 18 12 6 3 1 2 14 10 4 1 1 0
12 - 15 13 8 5 3 2 1 8 5 3 2 1 1l
QOver 15 8 5 3 2 2 0 4 1l 3 2 2 0

The one child under four'years who is attending clinic is statis-
tically insignificant, and as far as this sample group is concerned the
interest is not in planning for the care of young children but in trying

to help the older child and adolescent, among whom the incidence of the

1. The tables that follow will pertain to the same clinic group
hence specific mention of the disease, clinic and hospital will be omitted.
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disease is highest.l° A large majority of the children (37) are of
school age. At this age children are active and enthusiastic and are
striving for a degree of independence.z‘ For these very reasons the
children in this group suffer psychologically from long periods of in-
activity. |

In relation to schooling, months of education are usually lost
té the child during hospitalization and convalescence, unless there is
a hospital teacher. Even after the disease has become quiescent the
resultant heart daemage might make it impossible for the child to attend
an ordinary school. In SOme copmunities, as we shall see in chapter
IV, successful efforts have been made by local boards of education in
cooperation with the medical authorities, to carry the teaching program
into the home, In this way the child can keep pace with his school-
mates and join them at a.later date when he is declared fit to return
to school. The cooperation of all people involved in the care of the
child has broad application in the child's attendance at school. Thers
have been instances when interpretation ﬁy the social worker has resulted
in a whole class moving from the third to the ground floor because one of
its members had had rheumatic fever and had been advised against climbing
stairs.

The fact that children in this 8-15 year age group are character-
istically very active physically also presents problems in relation to

limitation in activity. It is very difficult for children to understand

1. Proceedings of Conference on Rheumatic Fever, Washington,(l943,)
United States Children's Bureau, Pub.308, p.2.

2. Supra, P.l4.
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why, when they are feeling well, they cannot run and play with théir
friends. The parents are sometimes persuaded by their child's constant
demands to be allowed to go out with his friends or else they are some-
times so concerned about the possibility of overactivity that they res-
trict his activities more than is indicated by his medical condition.
The inherent danger in either of these attitudes is discussed in chapter
Iv.

In the "over fifteen years" age group, which here includes eight
boys and'girls, there is yet anothér problem, for most young people at
this age are considering employment and vocational training. Boys and
girls who have had rheumatic fever must be helped to secure positions
that will satisfy their desire for accomplishment but which, at the same
time, will not prove to be too strenuous. It is often difficult for
these young people to accept the fact that their physical condition pre-
vents them from doing the things they had always wanted to do.

It may be noted in table II that there are more than twice as
many boys és girls attending the clinie, Just Why this is so cannot be
determined from the material presented in this study but it does present
difficulties as far as care of the child is concerned. Boys are less
satisfied with passive activity than girls, hence their convalescence
presents a greater problem than that of girls.

The fact that the majority of children in this group are over
eight years of age, with an average age of 1l.2 years, simplifies the
problem of convalescence for those who cannot go home. lMost of these
children can be adequately cared for in institutions, because a character-

istic of this age group is that the children are struggling to be indepen-
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dent from their families, and the desire to become part of a group is
strong%' An institution run on sound child care principles would, there-
fore, meet the needs of many of these children. In fact, a children's
convalescent home could have a cardiac wing with a program geared to the

requirenents of these children.

B. Religion

Sixty-seven per cent of the cases in this study, as seen in table
II, are of the Roman Catholic religion, twenty per cent are Protestant
and thirteen per cent are Hebrew, The most noticeable feature about
these figures is the predominance of the Roman Catholic children. This is
not in itself too amazing when we consider that this city is predominahtly
French-speaking, but it does present a problem in relation to uniformity
of service to rheumatic fever cases. The family and child care agencies
in this city are rigid in their division accbrding to religion and since
the agencies vary in the type of service offered, it is not possible to
offer uniform help to the rheumatic fever families. For example, because
of sheer weight of numbers and lack of finances the French Catholic family
agency is not able to accept cases for family service or for income supple-
mentation. The Protestant family agency will accept service cases but
they will not supplement low incomss, while the Jewish agency will accept
cases for both service and for income supplementation.

On a doctor's recommendation, the Montreal Diet Dispensary will
provide extra diet énd instruction in preparing nourishing food to Protest-

ant families, but there is no similar service for Catholic children. Thus

1. Supra, p.l4.
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the uniformity of treatment, regardless of religion, which is character-
istic of medical services in this city, breaks down when financial and
family case-work service is required.

This points to a need for some type of program for rheumatic
fever cases so that-uniform medical and social services can be offered
to the families of the children with the diseass. Unless supplementary
diet, clothing, equipment, etc., can be obtained it becomes impossible,
in many instances, for the child to be cared for at home.

In relation to the need for co-ordination of services, the pro-
blems of children with rheumatic fever cannot be met by any one single
person or agency, but call‘for the close cooperation of physicians,
nurses, social workers, educationists, and others. As Dr. Galvin hasA
saidl’ "The medical exemination and orders are merely the hub of the
wheel of the management of the rheumatic child which must include not

only medical and nursing attention but education and occupational ther-

apy, social and emotional sdjustment and often outright financial aid".

C. Area of residence

Because of the significance of physical and environmental factors
it was thought advisable to make a spot map of the cases to see if the
families were equally distributed thrqughout the city or if there was a
predomninance of cases in any one area. Map No.l gives a general picture

of the area of residence.

1. Galvin, op.cit. p.l18.



MAP NO.1

Distribution of residences in greater Montreal of the
families in the sesmple group
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It may be seen from the map that twenty-two of the children live
above Pine Avenue between Park Avenue and Papineau Avenue, eleven west of
Bleury Street and south of Dorchéster Street and five east of Bleury
Street and south of St.Catherine Street. The other six cases are in out-
lying districts of the city.

The significent fact about these figures is that 41 per cent of
the children come from a comparatively smsll area in the northeast region
of the city. This is an area characterized by a certain type of housing,
ngmely, TOW upén row of three storey buildings, with each floor occupied
by two or more families. These residences have very little light or air
and are heated by stoves in the hall.

A significant aspect of the residence problem, so far as medical
care is concerned, is that these children who live in the northern area
of the city are far removed from the out-patient department of the hospi-
tal, whiéh, as can be seen on the map, is on the corner of Guy Street and
St.Antoine Street. Clinic visits for these children involve travelling
a considerable distance., Long trips on public vehicles can be tiring
and can result.in the child being exposed to colds. This is important
to consider in rheumatic fever where an upper respiratory infection could
result in a recurrence.

It would, therefore, seem evident that where children live long
distanceé from the clinic some arrangements would have to be made for
transportation or else for home visits by the medical staff. Certainly
transportation would seem to be an important factor in the follow-up of

rheumatic fever cases and consideration should be given to the problems

each case presents in this respect.



D, Rent

The rent that the families pay is important to consider because
it is a means of indicating the type of housing. Generally speaking,
it is true for the lower rental areas that the lower the rent the more
inadequate the housing. This, of course, does not follow in all in-
stances but rent paid does give an indieation of housing factors. Then,
too, if a family on a low income pays a high rent, it is obvious that
sacrifices would have to be made in purchasing food, clothing or other
necessities.

The following table gives an indication of the rental factors for
the sample group. |

TABLE III

Monthly income in dollars classified
according to monthly rent

Month%y Monthly income in dollars

rent in

dollars | Total| Under 100{ 100-120 | 121-140 }|141-160{ Over 160 { No data
Total 46 10 7 6 7 10 6
Under 10 2 0 1 0 1 0 0
10 - 14 10 3 2 2' 1 2 0
15 - 19 10 3 1 2 2 2 0
20 - 24 7 2 0 2 1 1 1
25 - 29 2 0 1 0 0 1 0
30 - 3¢ 4 0 0 0 1 2 1
Over 34 2 1l 0 0 0 1 0
No data 9 1 2 0 1 1 4
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In analysing the findings we observe that there are nine cases
for which no rent data are available, and six where salary is undetermined.
The former figure can be partially explained by the fact that five fam-~
ilies own their own homes, and that one woman is a maid in a private home
where she and her son have free board. One child is in St.Patrick's
Orphanage and no data are available on two others. As far as salary is
concerned, one man works on his own farm, thus has no definite salary.

No information is available on the boy who lives in the orphanage and in
four cases salary is unstated.

Subtracting the nine for which no rent data are available from
the total of forty-six, we find that there are thirty-seven cases we can
use for analysis of rent payment. Of these, thirteen pay rent of less
than $15.00 per month, twenty-three pay less than $20.00 per month, and
twenty-nine pay less than $25.00. Thus, just eight families pay rent
over $26.00 per monthe. e rmust eonclude, therefore, that the vast
majority of these families live in low rental areas. The average rent

paid by these families is $19.97.

E. Income

Perhaps the table that is most significant is table V which in-
dicates the number in the family and income per month. The relation-
ship between the size of the family and its income is the crux of whether
this group of families live on a "below minimum", "minimum™ or "adequate"
stendard. Tt is difficult to determine what the minimum adequate budget
is for a femily of a given size, but, in order to arrive at some estimate

for this study, the liontreal Jewish Family Welfare budget was used as a
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guide. This allows for rent, gas and light, heating, household supplies,
clothing and special needs. The Jewish Family Welfarel°budget was used
because it is considered to be a minimum adequate budget.

Shown in table IV, therefore, is the approximate relief budget of
a private family agency. It will be helpful in interpreting the next
table. It must be pointed‘out, however, that the agency does provide
special allowances where indicated and that there are different allowasn-
ces for children of different ages, hence the figures given here are but

a rou estimate, They do provide, however, a means of comparison.
b ’ ’

TABLE IV

The Jewish Family Velfare budget
for families of different sizes

Number lMonthly budget in dollars
fa:z;?ly J.F.W. budget 2*

3 114

4 136

5 160

6 | 170

7 193

8 226

a. Jewish Family and Child Welfare Bureau of Montreal - Clothing
Budget 1948. Family Welfare Department. Baron de Hirsch Institute,
Relief Allowance Budgets - 1948-49. :

1. Henceforth the Jewish Family Welfare will be referred to as
the J .F .I:]. -
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TABLE V

Monthly income of families classified
according to the size of the family

The following table shows the distribution of cases according

Number
of

persons Monthly income in dollars

faggly Total | Under 100 | 100-120 | 121-140| 141-160 | Over 160 | No data

Total 46 10 7 é 7 10 6
2 2 1 1 0 0 0 0
3 S 4 0 0] 0 0 1
4 8 3 1 2 1 1 0
5 15 2 4 1 2 2 4
6 5 0 0 0 2 3 0
7 6 0 1 2 1 1 1
8 1 0 0 1 0 0 0

Over 8 4 Y 0 0 1 3 0

data on six of the cases.

consisting of a mother and one child.

In studying table V it can be observed that there are no salary

Of the remaining forty there are two families

One of these mothers is a maid in

a private home and the fact that she receives board as well as a salary

makes her income difficult to determine.

The other woman earns $113.00

a month which is above the J.F.\W. minimum for a family of that size.

There are five families of three and the income of four of these
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is less than $100.00, There is no information available on the fifthe
Since the minirum J.F.W. budget for a family of three is $114.00 all of
this group for which material is available are living on a "below
minimum®” standard.

Of the eight femilies of four, six have incomes of less than the
mininum of $136.00 and two have larger incomes. TFifteen of the families
have five members and of these, ten have below minimum incomes., Four of
the five families of six members have incomes below the J.F.¥. minimum as
have five of the six families of seven members.

The one femily of eight has an income of $130.00, as conpared to
a minimum-adequate of $226.00, 0f the families over eight, one has nine
members with an income of $178.00; one has twelve members with an income
of $209.00; another ten with an income of $198.00; and the last, a
femily of nine with an income of $3150.,00. All of these families have an
income of less than the J.F.W. minimm of $226.00 for a family of eight.

Thus it can be seen that of the forty cases thirty-two of the
families, or seventy-eight per cent, have incomes of less than the J.F.W.
minirmm,

These are very striking and significant figures. They are in-
dicative of the problem faced by the medical and other professions in
tryiﬁg to control rheumatic fever and help the child and his family. 1In
many instances economic factors make it impossible for the parents to
give the child, who is recovering from rheumatic fever, adequate care.
Then, too, improper food over a period of time lowers resistance and

makes a child more susceptible to disease than a well nourished child

would be,
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An example of the economic deprivation is shown in one of the
families of six children. Here the eldest child is eight years old and
the youngest six months, while the patient is a boy of six. An absolute
minimum incomel'for this family would be between $200,00 and $220.00.
This amount covers just the bare necessities. Actually, the income is
$161.00, which is at least $40.00 less then the minimum. No agency is
helping this family. It is not surprising that at least one of these
children should become sick.

The problem now becomes one of trying to prevent the child who
had rheumatic fever from having a recurrence. It is obvious that a
family like this needs material help, if it is to be successful in car-
ing for the child who has had rheumatic fever. 1llost of the other
families in this study are faced with varying degrees of the same pro-

blem.

®, Use of community agencies

In discussing the use of commnity resources it must be under-
stood that at the time of the study the newly formed social service
department at the Children's liemorial Hospital had been in existence for
only about a year. There was no full time worker on the cardiac ser—
vice., Problem cases were handled on an individual referral basis.
Therefore, just ten of the forty-six cases were known to the Social Ser-
vice bepartment.

A review of the registrations on the forty-six families at the

l. J.F.W. scale.
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Social Service Indexl‘shows that health agencies such as the Victorian
Order of Nurses, Child Health Association, etc., are registered thirty-
eight times, case-work agencies such as Family Welfare Association,
Childrents Aid Society, lMental Hygene Institute, are registered fifty-
seven times and other agencies such as the Red Cross Society, the Salva-
tion Army and the Canadian National Institure for the Blind are regis-
tered nineteen times, This means that there are one hundred and four-
teen registrations on the forty-six families, or an average of 2.6
registrations per family, The agency with the greatest number of
registrations is the Child Health Association with fourteen, followed
by the Victorian Order of Nurses with twelve, and the Social Service
Department, Children's lMemorial Hospital with ten. ZEighteen of the
cases are known to one of the four family agenciesz'but interestingly
enough just one family is registered with the Diet Dispensary. In a
disease where diet3°plays such an important part, it would seem re-
grettable that more use has not been nade of an agency that could be of
inestimable help, both in supplementing inadequate diet and instructing
in methods of preparing nourishing food. It must be pointed out, how-
ever, that the Diet Dispensary serves the Protestant Cormunity only.
There are fifteen families, or one-third of the cases, which are

not known to any agencies or at least are not registered at the Social

1. The Social Service Index is a clearing house for agencies.

They register their active cases there and find out what other agencies
are interested in their families.

2. Family Welfare Association, Jewish Family Welfare Association,
Catholic Yelfare Bureau and Bureau dtAssistance Sociale Aux Familles.

3. Supra, DPe9.
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Service Index. Thus there is no social worker helping them with the
many problems that rheumatic fever presents and no agency giving them
material assistance. One of these cases is thaf of a boy in a femily
of five children and two adults whose income is $32.00 per week. Just
how these parents are able to give the sick child adequate care and an
adequate diet without depriving the other children is certainly diffi-
cult to imagine, This is not taking into consideration the difficulty
they might encounter in giving the child a bed in his own room, and
coping with the problems of convalescence. Yet, apparently, no one is
helping them with their problens.

Each of four families is known to more than six agencies, two
have seven registrations, one has eight and one thirteen. There many
agencies are interested in a family there would seem to be a need for a
co-ordination of services in helping the family, for it is only in this
way that community resources can be used to full advantage.

This ahalysis of the idenfifying naterial on the forty-six
cases studied here has revealed some interesting facts in relation to
the group as a whole. As far as the age of the children is concerned
the majority of the children are of school age with an average age of
11.2 yeais. This presents problems in relation to education, recrea-
tion, vocation and convalescence. There are twice as many boys as
girls in this group and two-thirds of the children are Roman Catholice,
one-fifth Protestant and one-eighth Hebrew. The religion of the child
assumes importance when attempts are made to obtain help from community
agencies, for the uniformity of treatment, regardless of religion, which

is characteristic of medical services, breaks down when problems are of



a social and economic nature.

Map 1, the spot map of the residences of the children, reveals a
concentration of twenty-two cases in the northeast section of the city.
Just why this is so cannot be determined from the material studied, but
this would perhaps be a topic for further research. As far as resi-
dence is concerned, the distance from clinic is an important considera-
tion.

These families come from low rental areas and the average monthly
rent paid is $19.97. Using the Jewish Family Welfare Budget as a guide
it was found that seventy-eight per cent of the families are living on
"below minimum™ incomes.

Community agencies Wére used to a varying degree by the families
in this group. Fifteen families were unknown to agencies while four
families were known to more than six agencies.

This chapter has'presented material on—the sample group as a
whole in order to givé an indication of the socio—economiec factors that
bear consideration in planning for the care of children with rheumatic
fever. In chapter IV the emotional problems that arise in connection
with rheumatic fever will be discussed with case material to illustrate

the problems presented.



CHAPTER IV
THE EMOTIONAL PROBLES OF RHEUWMATIC FEVER

The effects of rheumatic fever and rheumatic heart disease on the
child's emotional well-being will be discussed in this chapter with em-
phasis on the role of the medical social worker in helping these children
and their families understand and meet the emotional traumas caused by
the disease. The case illustrations used were obtained from the social
service records of ten of the cases in the sample group. The problems
discussed arise from the nature of the disease itself, its long course,
the crippling results and its effect on the child's emotional well-being.
The cases presented are not isolated instances of problems, they are
eXamples of common difficulties arising from this one diagnostic group.

It is constantly stressed in the literature on rheumatic fever
that consideration must be given to emotional factors if treatment of the
total child is to be successful. If a child has appendicitis he is oper-
ated on, he must stay in bed for a few days and then he gradually resumes
nomal activities. In the majority of cases this presents no serious
difficulties. But when a child is stricken with rheumstic fever the pro-
blems at once become apparent. He is faced with indefinite, but usually
long-term, hospitalization, which he and his parents must be helped to
accept. His schooling will be interrupted, his normal family relation-
ships interfered with and his emotional stability will be threatened.

In comparing the effect of illness on the tuberculosis and cardiac
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patients, Haselkorn and Bellakl'state the emotional traumas clearly.

The crushing incapacitating effects of the diagnosis, the
heightened insecurity, the exaggerated feelings of uselessness, the
shattered interpersonal relationships, due to 11l health are conmon
to both cardiacs and the tuberculous. These patients experience
environmental frustrations and internal pressures which threaten
self-esteem and engender attitudes more crippling than the disease
itself. If generalizations can be made, cardiac sufferers are
prone to even greater emotional reverberations because of the pro-
gressive nature of the disease and especially because the heart is
symbolicelly focal for emotions.

Hospitalization might signify rejection by his parents to the in-
secure child and cause him to become hostile and uncooperative. He might
have unexpressed fears of what will happen to him and become withdrawn
end resistant to treatment, Thus an understanding of each child's social
background, his attitude toward his family and contemporaries is of the
utmost importance in helping the medical and nursing staff to treat the
child as an individual personality with feelings and attitudes which must

be understood if medical treatment is to be effective.

Dr. Josselyn?‘child psychiatrist, has stated,

There are two major reasons for considering the emotional impli-
cations of rheumatic fever seriously. On the one hand, it is 4iffi-
cult to function in the world at large with a physical handicap. It
is equally difficult to do so with even a relatively benign emotional
handicap. The two conditions existing in one person undoubtedly in-
crease the difficulties geometrically, since each condition increases
the problems presented by the other. A second consideration is the
effect that anxiety has on the heart directly. e know that the
arteriosclerotic heart is damaged by the additional strain anxiety
places on it. There is no reason to assume that this is not equally
true with the rheumatic heart.

1. Haselkorn, Florence and Leopold Bellak, "A lultiple Service
Approach to Cardiac Patients", The Journal of Social Casework, Vol,30,
(Tuly, 1950), pp.292-293.

2, Josselyn, Irene, "Emotional Implications of Rheumatic EHeart
Disease in Children", American Journal of Orthopsychiatry - Vol.l9,
(Tanuary, 1949), p.100.




A. Role of the social worker

To help the child with the emotional problems that so freqﬁently
accompany rheumatic fever is then part of the total treatment process, and
the social worker is thaf member of the medical team whose responsibility
it is to present a clear picture of the envirommental and interpersonal
‘relationships of the child and to help the child express his anxieties
and fears. If he is not given an opportunity to do this, his anxiety
may express itself in a denial of the illness or in an overdependence on
it. Children who are hostile or withdrawn must be given an opportunity
to establish a relationship of trust with an accepting adult before they
can be helped to accept their illness. Social workers also help the
child and his parents plan for convalescence, schooling and recreation,
as can be seen in the case illustrations that follow.

The medical social worker's training enables her to understand
what illness means to patients and to families. It also helps her to
understand the interrelated social problems of illhess, and it enables
her to act as a representative of the hospital in relation to other
agencies in the community. The need for community action in combatting
this illness, as discussed in chapter V, makes the social worker's role
as liaison between community agencies and hospital staff even more impor-
tant. But the social worker's greatest contribution to the overall care
of the rheumatic fever child lies in her ability to récognize and handle

problems of an emotional nature. Some of these problems will be discuss-

ed in the pages that follow.



B., TFear of death

A basic fear of most people, who are acutely ill, is death. This
is particularly true of people who have anything wrong with their hearts
for it is only too obvious that when the heart stops beating the person
dies.

The child, who suffers from rheumatic fever, offen learns of the
death of a fellow patient from the same disease as he has, and he fre-
qﬁently hears the doctor talk about the danger of heart damage. The
constant emphasis on the heart and heart damage builds up in the child's
mind a fear that he, too, will die. As Haselkorn and Bellak observed
after long and intensive treatment of cardiac patients - "The heart is
traditionally the most heavily libidinally invested organ in the body.
Any affliction of it leads to particularly strong hypochondriacal invest-
ment#, L

It is difficult to reassure children about their heart conditions
because their anxiety is frequently based upon reality. Often their
activity must be sharply limited and "a doctor cannot say to a child 'If
you let me govern the rapidity with which you return to active games and
work, you will finally be able to play football?t, He can only say that
by carefully graded steps the child will finally reach a barrier which
may permanently limit his participation in functions having physical

strain upon his heart".

Children can become acutely anxious about this fear of death and

1, Haselkorn and Bellak, op. cit. p.296.

2. Josselyn, op. cit. p.87.
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this will aggravate their condition. In her experience at "Herrick
House",l' Dr.Josselyn found that there have been several cases where the
most obvious explanation for the child's increased symptoms seemed to be
the child's anxiety about death.

Help for these children must be directed toward enabling them to
express their anxieties and their aggressions, and accept the limitations
imposed by their condition., Physically safe outlets must be found for
these aggressions.

Parents' anxieties about their children with rheumatic fever also
have a feality basis, for they may have known adults with rheumatic heart
disease so crippled that normsl activity is impossibley, or they may have
had friends who died as a result of rheumatic fever and they are ever
mindful of the fact that heart trouble is the leading cause of death. It
is little wonder, therefore, that they react with terror to the doctor's
diagnosis of rheumatic fever. They are immediately overcome by a fear
that their child too will die. Psychiatrists say that often the fear
that a child will die is an unconscious wish that he would die. In the
case of rheumatic fever the fear is more likely to be based on a reality '
situation. |

Accompanying this fear on the part of the parents is often found
an acute sense of guilt that they should have permitted their child to

become sick. Unless these fears and feelings of guilt are verbalized,
there is danger that the parents will become so upset that they will be

incapable of caring for the child.

' 1. "Herrick House" is a year round cardiac camp for children in
Illinois and Dr. Josselyn is their consulting psychiatrist.
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An exemple of this problem is shown in the case of Sonja P

who became known to0 the social worker when she was in the ward with acute

rheumatic fever.

Sonja was referred to social service for an evaluation of the
home conditions and the parents' attitude. lirs, J. came to the
hospital to see the social worker and talked freely about the family
set-up, home conditions and economic status. The worker, sensing
that these remarks were but a cover-up for the woman's real concern
for Sonja, brought the focus of the interview back to the child.
Soon lMrs. Je. was expressing her fear about her daughterts illness.
She knew that rheumatic fever was a "terrible disease"™ and she was
afraid Sonja was never going to recover. She was even dreaming
that she was dead. She thought that had she been able to stay at
home and look after the child instead of going to work this might
never have happened. She then told the worker that she had never
allowed herself to talk to anyone like that before. She had tried
to keep all these feelings to herself with the result that she was
becoming so upset and anxious she was afraid of what might happen.
Actually, lirs. J's fear of Sonja dying was not based on her physical
condition for her attack had been comparatively mild with a minimum
of cardiac demage., The worker asked Mrs. J. if she had ever had an
opportunity to discuss Sonja's case with the doctor, whereupon she
expressed her fear of approaching him because she was sure he would
have discouraging news for her. After discussing this further with
the social worker, lirs. J. was able to make an appointment to see
the doctor. The worker explained the situation to him before he
saw Mrs. J. so that he would have a full understanding of the social
factorse Mrs. J. was much relieved after speaking to the doctor,
and in the course of a few interviews the worker was able to help
her work through her feelings of guilt so that she was able to cope
with the problem of Sonja's illness and convalescence with under-
standing and confidence. Sonja is now attending clinic for follow-
up but has had no recurrences of the disease.

As far as the children themselves are concerned, four of the ten
had an expressed fear of death. It is not always easy for children to
verbalize their feelings about a subject that is vague to them and it

often takes several intensive case-work interviews before the child will

express his fears in this area.

l. Case No.5
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The fact that the children in the rheumatic fever ward are in all
stages of the disease increases the possibility that the child will de-
velop anxieties about death. Because of the lack of convalescent facili-
ties children are left in the hospital longer than would otherwise be
necessary. Thus, the convalescent cases and the acute cases are on the
sarie floor and occasionally there is a death. If a child is dangerously
ill he is wheeled out of the ward to a side room. The children have come
to associate this removal with death, and a fear reaction results every
time it happens. There is an understandable reasoning that, "If that
girl had the same disease as I have and she died, I will die too™.

O0f the four children who expressed anxiety about death, 6ne had
a severe cardiac condition and her prognosis was poor. The other three
had minimal heart demage which necessitated little restriction in activity.
All four had suffered the experience of learning that someone, they had
known on the ward, died as a result of the disease.

This fear can cause children to become extremely agitated and, as
mentioned before, it can actually impede recovery. It would seem that
for this, among other reasons, a convalescent home eqﬁipped to give the
physical and emotional care, which the convalescent rheumatic fever
patients need, is an urgent necessity in this community. From a psycho-
logical point of view a well-run convalescent home would certainly be a
healthier environment than a hospital ward. ZEven in such an institution
children with rheumatic heart discase might still fear death, and to over-
look the need for some help in this area is to refute the theory thét the
total child nust be treated and not merely the disease. Part of the

social worker'!s role as a member of the medical team is to help each of
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these children express and cope with their fears sbout their illness.

C. Problems associated with schooling

As was nentioned beforel‘ most of the children in this study are
in the school age group.

The education of children who have rheumatic fever or rheumatic
heart disease frequently presents many problems. Because the acute and
convalescent stages of the disease are so lengthy the child is often de-
prived of months of schooling. The result is that his eventual return
to school is accompanied by the disappointment of being put back in class.
"Nothing is more disturbing to some children than to be left behind their
own age group in school. Under such circumstances children often lose
interest, regress mentally, do poor work, or leave school entirely."z'

The staffs of the hospitals and convalescent homes often include
teachers whose responsibility it is to teach the children for as many
hours as their medical condition will permit. By so doing the children
can keep abreast of the classroom work and return to school when they are
able to, without missing grades. If the child goes home to convalesce
the social worker has the responsibility of enlisting the aid of the
local board of education in providing a visiting teacher.

Frequently the child‘is left with a degree of cardiac impairment
which makes it necessary to curtail school activities. 1In these cases

there is a need to interpret this to the school authorities and to help

1. Supra, p.238.

2., Cohen, Ethel, "Medical Social Problems of Rheumatic Children",
American TJournal of Public Health, Vol.3l, (August, 1941), p.822
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the child accept his limitations and develop substitute interests. This
is not always easy to arrange for children are quick to use their sick-
ness to control their enviromment and this. is particularly true in regerd
to school. As Miss Cohen, prominent social worker, has observed, "A
child may make capital of even a slight cardiac murmur as an‘advantage
over his playmates or as a means of being excused from the school activi-
ties he dislikes. To retain his placé among schoolmates he may indulge
in excessive activity".”"*

The schooling problem for those children who are unagble to attend

ordinary school is described by Dr.Josselyn,2 in the following terms:

llany of the children after the convalescent period is over are un=-
able to stand the physical strain of play, the intensity of the pro-
gram and the stair-climbing that is a part of regular public school
attendance. Therefore, in many large cities excellent special schools
have been developed to which the child is brought in a bus,. There his
activity is controlled, and rest periods and opportunities to indivi-
dualize his work are provided. hile from a physical and educational
stand-point this is all to the good, it again sets the child apart and
deprives him of the normal social program of his age group.

Thus, all phases of rheumatic fever and heart disease present
schooling problems and there is a definite need for cooperation among the
medical team, the family and the school authorities to plan for the most
satisfactory solution of the problem, ever bearing in mind the basic aim
of total treatment -~ the return of the child to as near normal life as
possible.

0f the ten cases studied six presented definite problems in rela-

tion to schooling. The cases‘ given below demonstrates the importance

1. Ibid. p.S22
2., Josselyn, op. cit. D.88

3. Case No.9
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of making adequate school plans and it indicates the social worker's role

in relation to this problem:

This case is that of an adolescent boy with a rather severe car-
diac condition as a result of repeated attacks of rheumatic fever.
Steven, a thin, pale, boy of fifteen with a severe rheumatic heart
condition, was referred to social service because the doctor felt
that his condition contra-indicated his going to school, and wonder-
ed if perhaps a home teacher would be available. The social worker
found that Steven had been going to the School for Crippled Children
but since he lived in an outlying district of the city he had to get
up at six every morning and take a local bus to the place the school
bus picked him up. He was the first child in the bus and it was an
hour before all the other children were collected. As a result, he
was always exhausted when he arrived at school. The worker inquir-
ed into the possibility of obtaining the services of a visiting
teacher but this proved more than the family could afford and, there-
fore, the plan was not practical. The worker then approached a
local service club to see whether there were any men travelling in
the vicinity of the school who could drive Steven there in the morn-
ing and home at night. This direct means of transportation would
mean that Steven could stay in bed longer in the morning and would
be spared the long drive around the city. A driver was available,
so the worker discussed the plan with the doctor who gave his con-
sent, By this time it was the middle of the school year and Steven,
a shy, retiring boy did not like the idea of going into a class with-
out knowing anyone. The worker, therefore, explained the situation
to the school principal who arranged for one of the other pupils to
meet Steven the first day and look after him. This worked very well;
Steven loved school, turned out to be an excellent pupil, developed a
wood-working hobby and made many friends,

This situation céuld have resulted in the boy staying at home and
becoming increasingly withdrawn and apprehensive. As it is, he is now
interested in his school work, has friends, feels that life is worthwhile,
and the doctors are pleased with his physical condition. It so happened
thaf it was just as well for Steven that a visiting teacher was not avail-
able because his attendance at the School for Crippled Children afforded
him the opportunity to associate with other children, and to discover new
and interesting things to do. One result was that his anxiety about his’

condition was lessened, and once again he felt that life was worth living.
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In another case,l‘ a Tifteen year old girl's schoél career vas
threatened because the doctors did not think she could endure the climb-
ing of the school stairs twice a day. The social worker discussed the
problem with the school teacher who agreed to having the girl eat her
lunch in the classroome. In order that she would not feel different from
her friends, they, too, were permitted to eat in the classroom.

Yet another case was that of a thirteen year old girl.z'

This girl had had her first attack of rheumatic fever at the age
of three with numerous recurrences since then. As a result, she has
not been able to go to school. Her mother, preoccupied with looking
after the other children, had never been able to teach her to read
and write. The social worker, when the case was referred to her,was
able to find a part-time volunteer who spent two days a week teaching
the girl to read, with the result that life has a new meaning for her.
Planning for this girl's bed-ridden future is as much a responsibility
of the social worker as is helping a child with little cardiac damage
accept the fact that he cannot play football. To deny her the oppor-
tunity to learn to read was depriving her of hours of enjoyment.

Schooling is an area which presents many problems for children who
are recovering from rheumatic fever or who have rheumatic heart disease,
not only in the actual studies but in extra-curricular activities as well.
Not being able to participate in activities with the other children could
have considerable meaning to the child. A child, who has derived con-
siderable enjoyment and satisfaction from participation in school sports,
finds it difficult to accept the fact tpat he can no longer undertake such
activitye. He must be helped to accept this and to develop other inter-
ests, such as woodwork, which would be a satisfying outlet for his energy.

This, too, calls for a high degree of cooperation among school authori-

ties, the femily and the medical team.

1. Case No.2

24 Case No.1l0
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D, Problems associated with employment

Another area in which teen-age rheumatic fever and rheumatic
heart disease patients often need considerable help is in relation to
employment. Most adolescents find choosing a vocation one of the most
difficult things they have to do in the course of their high school
careers. They are undecided as to what kind of work they want to do,
and if they have set a goal they often have difficulty in reaching it.

The problem for the boy or girl who has rheumatic heart disease is even

1l

more acute. The case of Sandra ® is an example of the conflict that

arises betweeniwhat a girl might want to do and what she is physically
able to do.

Sandra is sixteen years old and has a degres of rheumatic heart
disease that contra-indicates strenuous activity. She could not
take gym at school and had to restrict her activities in other
fields of endeavour. Ever since she could remember she had two
vocational ambitions. She wanted to be either a reporter or a
nurse, Both these occupations involved strenuous activity; in
fact, the type of work that seemed indicated was employment in an
office. But she said she did not like office work and would not
consider that as a career. The social worker is trying to help
Sandra find some employment that will be satisfying to her, and
within the limits of her physical endurance.

The need for case-work help is well surmed up by Miss Grace
Whitez' who says:

While it is true that physically handicapped individuals can have
a wholesome interest in life and enjoy many of the activities of ?heir
associates, handicapped individuals frquently geed special he}p_lp
accepting the handicap, in adjusting to it anq in cyoosiyg activities
that are satisfying, and in accord with the limitations imposed on the

individual.

l, Case NOol

Jedi Jocial orker in the
« White, Grace #The Role of the Med}cal bO?l :
Managemeit a;dlCoﬁtrol o% Rheumatic Fever and Rheumatic Heart Disease" -
The American Journal of ledicine, Vol.ll, (June, 1947), p.619.




- 55 =

E. Dependency patterns encouraged and/or fortified by illness

It is important to consider one phase of the normal emotional de-
velopment of children if the child's reaction to limitations in activity,
made necessary by rheumatic fever, is to be understood. All children
have a struggle in trying to handle their normal feelings of aggression.
The child fears his aggressive impulses towards others because of the
danger of punishment. He might even lose the love of his parents. On
the one hand the child's capacity for aggression is reassuring and on the
other hand it presents some dangerse. The child reacts by expressing his
aggression in physical activity at the same time as he dilutes some of
the intensity of his emotional attachment and need for his parents by
directing it to a relationship with his contemporaries. Thus play with
his friends is the normal outlet for aggressive impulses,

Children with rheumatic fever or heart disease cannot seek the
foregoing solution to their problems of aggressive impulses. The medical
regime required blocks this method of working out normal aggressive re-
actions in the child, In discussing this problem of release for feelings

) R
of aggression Dr. Josselyn has said:

The long period of isolation from a social group and normal soc-
ial activities lessens the opportunity for friendships to partially
replace the parents. Furthermore, and more significant, aggressive
behaviour, expressed in healthy patterns of aggressive behaviour,
such as active games, is again dangerous. Such expression carries
with it the possible punishment of death. The danger of aggressive

behaviour thus becomes a real one and the sublimation usually found
in children is forbidden.

Faced with this intolerable situation the child is apt to regress

1. Josselyn - op. cit. pp.98-99
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to a more infantile, dependent type of relationship with his parents and
completely sublimate the natural feelings of aggression., He thus gains
certain satisfaction from using his illness as a means of demanding more
care from the parents., The parents, who perhaps found the aggressive
impulses of the child difficult to understand and handle, often encourage
him in his overdependency with the danger that the child will have a
cardiac neurosis, |

An exsmple of this is Steven, the boy mentioned in connection

o

wifh schooling problems:

Steven had been brought up in a closely-knit family group in the
suburbs of the city. As mentioned before, he was a quiet, shy boy
who found it diffiecult to associate with other children., In his ill=-
ness he found an acceptable way of withdrawing from association with
others, His disease certainly imposed some limitations but, onto
these, he superimposed further limitations because he derived too
much satisfaction from overdependence on his parents.

In another case,z' an intelligent ten year old boy, who had been
brought up in a broken home‘quickly realized that he could use his ill-
ness to get what he wanted from his father, who, though separated from
his wife, visited the home regularly. The mother, not willing to share
the boy's affection with the father, treated him as an invalid, thus mak-
ing it hecessary for him to remain dependent on her.

One can easily see how these boys could develop into narcissistic
and demanding adults with cardiac neurosis.

A third example of overdependence on the disease is that of

o

. 3
lary:

l. Sllpra, pesge
2. Case No.3

3, Case No.7
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She was first admitted to the hospital with rheumatic fever at
the age of ten, She, too, had an emotionally deprived childhood.
ng parents were separated and she lived a few months of each year
with her mother and a few months with her father. When neither
WanFed her she was sent to a convent. During her attack of rheu-
matic fever she received considerable attention both from her parents
and from the hospital staff. Her discharge from hospital meant a
rgturn to the unhappy life she had knowmn. Whenever life became too
d}fficult or uncoufortable for her she developed symptoms of rheuma-
tic fever which made it necessary to attend clinic, No physical
basis could ever be found for these complaints but they were nonethe-
less very real to her and could always be associated with some trau-
matic experience in her life. The social worker is now trying to
help Mary make a satisfactory work adjustment, realizing that this
girl needs a feeling of security and accomplishment, and, above all,
a knowledge that someone is interested in helping her in spite of
the fact that she is not sicke

It is part of the function of the social worker to help these
children'while they are still young to overcome the unconscious and some-
times conscious dependence on the disease. At the same time she must
help the child to lead as full and useful a life as possible.

A problem often exists in trying to gear a child's activity to
his physical condition. This requires the utmost ingenuity, understand-
ing and acceptance by the parents. Often they cannot do it without help
from the socizl worker who understands the medical situation and appre-

ciates what this may mean to the child and his family.

F. Non-acceptance of necessary limitations

“Thereas some children develop a dependency on the rheumatic fever
as a means of controlling their environment, often children react to the
curtailmwent of activity, as advised by the doctor, by a non-acceptance of
the limitations. The child may not understand the need to restrict
activity or to do so might seem sO disagreeable to him he would decide to

carry on as usual, even though realizing the risk involved. It is diffi-
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.cult for a child who feels well to underétand the need to restrict activi-
ties Just as it is hard for the parents to realize that a child may be
disabled when there are no outward signs of impairment. The need for ade-
quate interpretation of the illness by the doctor is obvious. It often
‘becomes the responsibility of the social worker to help the parents and the
child accept the doctor's recormendations. McBroom and Frohlich}°

have had considerable experience in trying to help children accept their

limitations and in this connection have stated:

Interpretations of physical disability to children --- has as its
aim promoting each child's understanding of his physical condition,
and often the acceptance of difficult realities of permanent damage
and limitation., The aim of such understanding and acceptance is to
relieve the child of anxiety about his condition so that he will avoid
extremes of unnecessary protectiveness or violent activity.

Another reason for non-acceptance of limitations is seen in the

following case:

Carol's first attack of rheumatic fever was nine years ago and
this resulted in some cardiac damage. The doctor recommended res—
triction in activities with regular followup at clinic. A few years
later it come to the doctor's attention that Carol was not attending
clinic regularly nor was she accepting the limitations. He referred
the case to the social worker who found that Carol had an unhappy
home life with no father or siblings. Her mother had to work leaving
Carol in the care of her grandparents, She had little security at
home thus her greatest source of satisfaction was her association with
her friends. She felt that restricting her activities would make her
different from the others in her "gang" ("individuals in that age
group 'teen-age! are strict conformists --- . hat the group approves
of is right").5° Hence she decided to live a "short but merry" life.
After a few interviews with the social worker, arrangements were made
for Carol to join a club group. The leader was told of her physical
condition, and she was given responsibilities in the group that were

1. IcBroom and Frohlich - ops. cit. p.159

2. Case No.9

3, Josselyn, Irene - Psychosocial Development of Children, Family
Service Association of America, p.l08.
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Within her physical limitations. She is now deriving a certain sat-
isfaction from the club, her attitude toward her illness is changing
and she is becoming more accepting of her limitations.

This case is but one example of the innumerable problems that
arise in relation to non-acceptance of limitations and indicates the help
that the social worker can be to these children.

l.cBroonm and Frohlichl

*have also found that some children persist—
ently reject the efforts of the social worker to interpret their limita-
tions to them. In dealing with this situation they have found that:
Some (children) who have permanent damage and must always observe
restrictions can, with safety, be allowed to overstep so that they
can experience the symptoms of exceeding tolerance and adjust activi-
ties accordingly, rather than strain against the caution of counsell-
ors, (social workers) which is felt as arbitrary discrimination or an
equivalent of parental anxiety.
It must be stressed that in each case of rheumatic fever there is
a danger that the child will either be overprotected and rely on his sick-
ness to control those around him, or else that he and his parents may re-
ject the limitations his condition imposes. In the one instance the
child will grow up to be a demanding cardiac cripple, in the other his
overactivity will probably cause a recurrence. Both situations can be
avoided if the cases are evaluated, the dangers noted and the parents and
the child helped by the social worker to understand and accept his ill-
ness and the limitations it imposes. This must be done in cooperation
with the other members of the medical team and the cormunity agencies.
In this chapter emphasis has been on rheumatic fever and rheuma-

tic heart disease as illnesses that present many problems of an emotional

nature. The course of the disease is usually lengthy and the results are

1., McBroom and Frohlich - op. cit. p.158
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sometimes crippling. A knowledge of the effect that this has on the
child and his family is as important to the treatment of the total child
as is an understanding of the physical aspects of the disease. The social
worker is that member of the medical team whose function it is to evaluate
the emotional problems and to aid the children and their families, where-
ever possible, in maeking satisfactory adjustment to the emotional traumas
the disease presents.

The fear of death on the part of both the child and his family
is one of the most frequent emotional problems encountered in relation to
rheumatic fever. This is probably because the heart is so often affected
and heart trouble is frequently synonymous with death.

Feelings of inadequacy may also be prominent in the mind of the
rheumatic fever child becasuse long periods of illness have deprived him
not only'of his schooling but also of his friends gmong other children
in his normal social group. In relation to schooling, problems arise
because of the lengthy periods during which the child is unable to attend
school. Unless special arrangements are made for him to keep up with
his studies, he finds on his return to school that he is in a grade be-
hind his friends. Children frequently have a degree of cardiac damage
which makes attendance at regular school impossible. Substitute means
of obtaining an education must be found, such as the use of the School
for Crippled Children and home teachers. Provision must also be made
for recreational and social activities of which the child is deprived by
not going to school.

In considering employment, adolescents who have had rheumatic

fever are frequently thwarted in their ambitions by the fact that they
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have cardiac damage that makes it necessary for them to seek less stren-

uous employment. This is often difficult for them to accept unless they
Treceive help from the social worker who can use vocational guidance ser-

vices as well as her own case-work skills in trying to bring about a

satlisfactory work adjustment.

The child's reaction to the illness might be an overdependence on
it as a means of éontrolling his environment., The parents could over-
protect him gnd thereby encourage his dependence. The danger in this
response is that the child will grow up with a cardiac neurosis which is

often more handicapping than the disease itself,

On the other hand, the child might be unable to accept the fact
that his heart damage makes it necessary to restrict activities. This
non-acceptance of limitation could lead to recurrences and further hos-
pitalization,.

In most cases of‘rheumatic fever varying degrees of these res-
ponées are found. As McBroom and Frohlichl° have said: "Many children
need aid from case-workers and other professional people to achieve a
balanced course between illness-born depnendency and a tempo of life too
strenuous for the damaged organism”.

In chapters III and IV theﬂsocial and emotional problems as seen
in this sample group>of cases have been discussed. In chapter V the

methods used in’other communities for meebting such problems and controll-

ing and combatting the disease, will be considered.

1. Ibid. p.l55



CHAPTER V
RHEUMATIC FEVER CONTROL PROGRANS

Increasing awareness on the part of the public of the ravages
caused by rheumatic fever and rheumatic heart disease has resulted in
efforts being made in many communities to establish Rheumatic Fever Con-
trol Programs. This is particularly true in the United States and in
England where considerable progress has been made in co-ordinating ser-
vices for the diagnosis and treatment of the disease and in meking these
services available to all, regardless of economic status.

These progrars co-ordinate medical, nursing, social work and
other services so that maximum assistance can be given to families in
accordance with their physical and emotional needs. Besides improving
the service to the child, this system affords an opportunity to collect
data that will aid in research. Another aim of the control program is
to acquaint the public with the facts about rheumatic fever so that par-
ents will seek medical aid for their children as soon as symptoms appear.
This is of the utmost importance, for in early diagnosis and treatment
lie the child's greatest hope for a complete recofery.

Rheumétic fever is now cormonly regarded as a cormunity problem
and any attempt to control the disease is therefore dependent upon com-
munity action.

In this chapter cormunity action in the form of control programs
will be discussed and various successful programs will be reviewed in

detail in an effort to determine the value of such projects. MMore
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specifically this chapter will trace the initiation of control programs
in the United States and will examine the actual programs in effect in

that country and in England.

A. Initiation of programs in the United States

In 1939 the United States Congress authorized the Children's
Bureau tb include boys and girls with rheumatic feﬁer in it's program
for crippled children. This program is financed by the Federal Govern-
ment which makes grants-in-aid to States for the establishment of public
programs for the care of crippled children. By May, 1945, eighteen
States had approved programs for the care of children with rheumatic fever
or heart disease and fifteen more were planning such programs. In 1945
Federal funds given to support such pr&jects amounted to $3,870,000,00. )

A State rheumatic fever program is usually initiated by providing
service for a few counties only and then expanding the service as rapidly
as possible to include other counties. The areas selected for the in-
itial programs are where good medical, soéial and public health nursing

services can be obtained most readily and where hospitals, clinics, sana-

toria and convalescent homes are available.

B. Set-up of the programs

Once the area has been selected, special diagnostic and treatment
services are made available, and parents, teachers, doctors, etc. are en-
couraged to refer children suspected of having the disease. If the tests

prove that the child has rheumatic fever, hospital and convalescent

1. Facts About Rheumatic Fever - United States Children's Bureau
Pub.297, Washington, 1946/ pp.5 & 6.
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services are provided. Boys and girls under twenty-one years of age are
eligible for care under most of the State programs, and the parents pay
whatever they can afford toward the cost of the child's care. Care is
provided free to those who cannot contribute toward the cost.

When a child is accepted for care under the State program a well
trained paediatrician, employed by the State is responsible for his medi-
cal care. A medical social worker studies the social conditions, eval-
uates the child's and parents' attitudes toward the illness and is respons-—
ible for convalescent planning. A public health nurse supervises the care
of children who are convalescing from rheumatic fever, She works closely
with the paediatrician in seeing tﬁat his recommendations are understood
and followed by families, teachers and any other people who are concerned
with the everyday care of the child.

The type of care the control plan offers to fhe child is summar-
ized below.

His condition is diagnosed by the paediatrician who makes use of
the laboratory facilities that are available. A child who is acutely
ill is given care in a special children's ward of a hospital. During this
period the social worker is evaluating the home conditions and helping the
family make plans for convalescence. If the home is adequate and the
parents are capable of looking after the child, he is discharged home to
convalesce. If it is impossible for his parents to care for him, he is
placed in a special children's convalescent home where the program is

designed to meet his physical and gmotional needs. The staffs of most of

l. Ibide p.8
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the convalescent homes used by the control programs include occupational
and physical therapists and teachers.

The same paediatrician is responsible for the child's care whether
he goes home or to a convalescent home.

When the child is at home, the local board of education provides

a visiting teacher,

C. ©State of Michigan control progrsam

An example of a successful control program is found in the State
of Michiganol' This program, initiated in 1946, is operated by the
Michigan State Medical Society with the cooperation and assistance of the
Michigan Crippled Children's Commission, and the Michigan Society for
Crippled Children and Adults. It is designed to include case finding, .
diagnostic services, treatment facilities, convalescent care and follow-
up studies. The objective is to see that every case of rheumatic fever
in the State is recognized and properly managed, regardless of the economic
status of the patient's family.

The State hasAbeen divided into districts, each with one or more
diagnostic and treatment centres to which any physician in the State may
send patients who are suspected of having rheumatic fever, for diagnostic
and consultative advice on treatment, prophylaxis, and follow-up. The
centres are staffed by medical specialists.

A small examination fee is charged, but when the families cannot

afford this, the costs are assumed by the Michigan Crippled Childrent's

1. Rusk, Howard."Michigan Program is Hailed as Curb on Rheumatic
Fever", The New York Times (October 26, 1947), p.30. '
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Cormission. Auxiliary services such as stenographic assistance, nursing
aid, transportation, and lay education are furnished by a National
Sorority Alumnase.

Nearly one-third of the first six hundred children who were seen
at the clinic were found to have or to have had rheumatic fever, As a
next step in the program, the Michigan Society for Crippled Children and
Adults is establishing a convalescent home for children who are unable to

receive the proper convalescent care at home.

D. State of Virginia control program

Another type of rheumatic fever control program, made possible by
the Children's Bureau, is the one initiated in the State of Virginia on
May lst, 1941.l° This provides for a staff consisting of a full time
paediatrician, a public health nurse consultant, a medical social work
consultant, a part-time cardiological consultant, a part-time technician
and a clerk. At the outset the program was set up on a small scale to
determine the adequacy of the system. It was then slowly expanded to
include other areas of the State. The first experimental area including
Richmond and the surrounding Henrico county. The reason for this selec-
tion was that the best medical facilities are located there.

The program provides diagnostic and treatment facilities for all
children suspected of having rheumatic fever or rheunatic heart disease.

The children are seen only by appointment, except in the case of

an emergencye. The appointment system decreases the length of time the

1. Galvin, Louise, "The Virginian Program for Children with
Rheumatic Fever" - The Child, Vol.6, (January, 1942), pp.l64-168.
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child must wait to be seen by the doctor. This is inmportant because
waiting for the doctor often causes the child to become appréhensive and
upset,.

If a case is referred to the program by a private physician, he
specifies whether he wishes the patient to receive diagnostic service
only or complete care. After the child's examination a detailed report
is sent to the referring physician.

The clinics are held twice a week in the oht—patient department
of the Liedical College of Virginia, and the clinic fees are paid by the
Crippled Childrent's Bureau.

The consuiting cardiologist is available to see special cases in
the clinic, hospital, convalescent home or the patient's own home.

‘The public health nursing consultant, who is present throughout
the medical examination, acquaints herself with the health problems of
the family, keeps the doctor informed of the between-visits progress of
the child and helps to interpret the doctor's recormendations to the par-
ents and the child.

The medical social worker assists the families with social pro-
blems related to or contributing to the medical condition. If the child
is in the hospital, she helps the family make plans for his convalescence
and if he cannot return home, she helps the family and the child accept
convalescent home placemente.

Before the doctor sees the child for the first time, the social
worker prepares a social history from material she has gathered from other
jnterested social agencies or from interviews with the parents. This

material is made available to the doctor in summary form so that he can
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understand the sociel situation.

A1l acutely ill children are hospitalized in the paediatric wing
of the liedical College of Virginia, where they remain under the care of
the state program paediatrician. This assures a continuity of care.

After the acute stage of the disease is over, the paediatrician,
social worker and public health nurse decide, on the basis of their know-
ledge of the home situation and the family attitﬁdes, whether the needs
of the child can be satisfactorily met at home or whether convalescent
care in an institution is indicated. If the decision is to send him
home, the nurse supervises his physical care, and the social worker helps
the family adjust to having a convalescent child in the home, This in-
volves helping the parents to understand the child's physical limitations
yet to avoid treating him as a cardiac cripple, if there is no need to do
s0. Retaining a balance between overprotection on the one hand and a
non-acceptance on the other is not always easy, as has been shown in
chapter IV.

If the social situation or the parents' attitude contra-indicates
care at home, arrangements are made for the child to go to the convales-
cent hospital which is controlled and administered by the program. At
this institution thgre are facilities for occupational therapy, physio-
therapy and education. Thus the convalescent period can become a very
worthwhile experience for the child rather than "wasted time".

During the convalescent period the team of doctor, public health
nurse and social worker continues to care for the child to insure that he
benefits as much as possibie from the period of rest. If he is in the

convalescent home, then every effort is made to enable him to return to
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his own home as soon as conditions will permit. It is often necessary
to use other comrmunity asgencies in helping the family prepare for the
child's home-coming. They might require financial assistance, extra
food from a diet dispensary or the loan of a hospital bed.

lMeanwhile, the social worker continues her case-work with the
parents to help them understand the child's needs and the problems that
his illness presents.

When the child returns home he is followed regularly at clinic.

If he is found to be well enough to go to school, pertinent information
regarding his condition is sent to the school principal and to the school
nurse so that they can participate in carrying out the doctor's recommen-
dations.

The rheumatic fever control program staff holds conferences twice
a week to discuss children scheduled to appear in clinic and to review
other cases that present problems.

Considerable emphasis is being placed on the importance of ac-
quainting the public with the services available. MNembers of the staff
are available at all times for talks before interested agencies, and they
are encouraged to take every opportunity to inform county health officers,
public health nurses, physicians, social workers, teachers, etc. about the
progran.

Thus we have an example of a well integrated program for the treat-

ment and control of rheumatic fever.

E. National conference on rheumatic fever
So that the various States could benefit by one another's experi-

ences in the field of rheumatic fever control programs, the first national
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conference on rheumatic fever was called in Qctober, 1943.1' This pro-
vided an opportunity for the exchange of ideas and experiences in the
administration of the state programs, to review medical, nursing and
social problems affecting the rheumatic child, to consider new develop-
ments in diagnosis and therapy, to explore needs for extension and im-
provements in the programs, and to discuss the adequacy of present
facilities and services for meeting the needs of rheumatic children.

Attending the meeting were representatives of state agencies con-
cerned in the program, members of the Children's Bureau Advisory Committee
on Services for Crippled Children, clinical in#estigators who had been
working with rheumatic fever, and representatives of national, profess-
ional and lay organizations concerned with the health and welfare of the
rheumatic child.

During the conference emphasis was placed on the importance of
early diegnosis, referral of patients to special diagnostic clinics, ex-—
amination of brothers and sisters, provision for care during the active
stage of infection; educational and recreational activities for children
confined to bed for long periods of time; schooling for children with
heart disease, and co-ordination of community facilities and services for
the care and management of the rheumatic child. It was stressed that
the problems of children with rheumatic fever cannot be met by any one
single person or agency, but call for close cooperation of physicians,

nurses, social workers, educators and others.

1. Proceedings of Conference on Rheumatic Fever - United States
children's Bureau Publication No.308, (1943), pe. VIII (Preface).




F. Control programs in England

England has also had experience in rheumatic fever control pro-
grams. In 1926, the London County Council's Rheumatism Scheme was estab-
lished. This was a cooperative effort by'school and health authorities
designed to diagnose and treat all school children with rheumatic fever.
Both private and public institutions for the care of the rheunatic child
came under this scheme, and all cases of rheumatic fever in children were
registered, The child was hospitalized during the acute stage of the
disease and follow-up care was arranged through regular medical examina-
tions in school or in clinics supported by the program. The institutions
used in giving the child medical treatment had an educational as well as
a nedical staff, This was thought to be importent because the child
could keep up with his studies and thus'his schooling would not be in-
terrupted. In this system emphasis was placed on the investigation of
home conditions, and wherever possible attempts were made to help the
parents with problems associated with the social situation.

Under this scheme the evidence of acquired heart disease among
London school children dropped from 2 per cent to 0.8 per cent in ten
yvears, and there was a considerable decrease in the number of chromiec,
cardiac invalids. To carry out this system the city of Londdn provided
~one bed for every five hundred and fifty school children.l'

In 1944 the British Cardiac Society and the British Paediatric
Association compiled a report in which they recommended the establishment

of cardismc-rheumatic clinics, orgenization of hospital schools and compul-

1., Yahraes, Herbert, Rheumatic Fever - Childhood's Greatest Enemy,
Public Affairs Pamphlet, No.l1l26, p.25.
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sory notification of all cases of acute rheumatism.l‘ The suggestions
which they put forth are essentially the same as those which have been

adopted by the state rhéumatic fever programs in the United States.

G. Recommendations of British and American groups

These are briefly summarized below. In the first place care has
been taken in both countries to start the programs in centres where *if
is possible to organize a complete program for the care of children with
rheumatic fever or’heart disease, including good medical, social and nurs-
ing services and facilities for adequate diagnostic, hospital, sanatorial
and after care .

The British, in particular, recommend consultation by appointment.
This curbs the long wait at clinic, keeps the child from becoming too
upset and apprehensive, and enables the doctors to limit thé number of
clinic cases seen in one day. Thus the doctors are able to spend more
time diagnosing and treating the individual child. Both the American
and the British groups recommend the reporting of rheumatic fever cases
to the health authorities. This would be a means of pointing out the
extent of the problem.

As far as the clinic itself is concerned, the health authorities
in both countries agree that it should be in a location easily accessible
to the patients, and it should be closely associated with the key hospital
in the area, so that good laboratory facilities may be readily available.

The follow-up supervision should continue into adult life. The clinic

1. Huse, Betty, "British Recommendations with Regard to Children
with Rheumatic Fever"- The Child, Vol.9, (October, 1944), p.57.
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should be staffed by experienced paediatriciané and by heart specialists.

The function of the clinic should be the early diagnosis of acute
rheunatism in children and adolescents, and the follow-up of those pat-

ients who have carditis, with the following objectives:l

1. Securing the best possible treatment so as to minimize cardiac
damage.

2. Supervising the.life and activities of the rheumatic child.

3e The compilation of reliable data with the objective of securing
prevention of acute rheumatism.

4, The direction of cardiac defectives into suitable occupation.

5. The education of medical practitioners in the diagnosis of acute
rheumatic fever, chorea and rheumatism.

The British group strongly recommends the home supervision of all
children who have recovered from rheumatic fever and the improvement of
the home environment wherever possible.

The public health aspects of rheumatic fever are well summéd up

2e
by Dr. Galvin, who says:

Rheunatic fever is a chronic and recurrent disease requiring long
and expensive medical and institutional care, which would be a severe
drain on a fairly well-to-do family and quite beyond the reach of the
marginal and submarginal group, among whom the disease has the high-
est incidence., The very economies of the situation and the numerous
conditional and social problems which almost invariably arise, make
it impossible for the ordinary relationships of physician or clinic
to the patient to be effective. The medical examination and orders
are merely the bub in the wheel of management of the rheumatic child,
which must include not only medical and nursing attention, but educa-
tion and occupational therapy, social and emotional adjustment, and
often outright financial aid. _

1., Ibid. p-59

2. Galvin, Louise, "Preventive and Public Health Aspects of Rheu-
matic Fever in Children", Southern Medical Journal, Vol.36, (February,

1943), Polla'
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Thus it may be seen that in both the United States and Fngland
efforts have been made to establish rheumatic fever control programs. In
the United States the Children's Bureau has undertaken the responsibility
for encouraging the states to set up programs designed to acquaint the
public with the facts about rheumatic fever, and provide diagnosiic treat-
ment and follow-up services for children suspected of having, or with the
disease, The aim of the British Cardiac Society and the British Paedia-
tric Association has been rmuch the ssme, and in both countries there has
been conclusive evidence that it is possible to control rheumatic fever
by means of such prograns.

In all the programs that to date have been seen in operation
emphasis has been placed on the value of team—-work among the doctor, soc-
igl worker and public health nurse to insure complete medical and social
services to the child and his familye. The contihuity of medical service
before, during and after hospitalization is considered to be important,
and the value of reporting the cases to the public health authorities has
been stressed.

Rheumatic fever is now considered to be a community problem, and
as such it can best be controlled by planned comrmnity action in the form

of control programs.



CHAPTER VI
CONCLUSION

Rheunnatic fever has long been one of the foremost medical pro-
blems of childhood. It is the direct or indirect cause of many child-
ren's deaths and many other children are left with damaged hearts as a
result of the disease. There has been considerable medical research
into the cause of the disease, and one of the important considerations
that has been raised is the relationship between social factors and fhe
onset of the illness. Another area of the total problem receiving in-
creasing attention is the effect rheumatic fever has on the child‘as a
developing individual. The months of bed rest usually involved in the
treatment of the disease and the heart damage that is frequently the re-~
sult presenf many problems in the life of the child.

In this thesis an attempt has been made to highlight some of the
social, envirommental, and emotional factors that have been observed in
studying a group of children who have had rheumatic fever.

In reading the literature on rheumatic fever it becomes evident
that the control of this disease is not only a medical problem but also
one which involves community planning. The findings of this thesis show
this clearly since three-quarters of the families in the sample group
are living on below-minimum incomes in very low rental areas. The pro-
blems of providing adequate care for the children in these femilies, who

have had rheumatic fever, are manifold. Living on a below-minimum income,

a family could not afford to buy enough of the kind of food which sick
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children require, unless they curtailed purchases of adequate clothing or
other necessities. The lowering of resistance to colds and sore throats
is likely to occur where neither adequate food nor clothing can be assur-
edo This is an important consideration in tﬁe care of the child who has
had rheumatic fever, because of the ever present danger of a recurrence.

To assure the most favourable circumstances towards the prevention of re-
currences, fherefore, would require provision of financial assistance for
many of the families included in this study. In this cormunity, however,
neither the Catholic nor the Protestant family agencies are able to supple-
ment low incomes regardless of the need, if the father is employable.

The impossibility of obtaininé financial assistance for the famil-
ies‘often means that a child cannot convalesce at home. The convalescent
institution is this community, as discussed in chapter IV is inadequate
for the care of children recovering from rheumatic fever; hence the only
alternative is to keep the child in the hospital during this stage of medi-
cal care.

The majority of these femilies presented financial problems which
would mgke it impossible for them to pay their hospital bills. Thus the
cormunity meets the cost of convalescent hospitalization. This is ob-
viously a greater drain on public and voluntary funds than would be true
of financial supplementation of the femily budget if the child were per-
mitted to return home. There is also the consideration that the use of
a hospital bed for a convalescent child prevents its use for an acutely
{11 child or for a child on the waiting list.

As far as the child himself is concerned, it is very desirable,

from an emotional point of view, that he convalesce at home. For the
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sick child, even more than the well child, needs the security of his home
and the understanding care of his parents.

As discussed in chapter IV, there are many emotional problems
associated with rheumatic fever. It is not easy for a child to face long
months of bed rest when he is feeling well and is anxious to be out play-
ing with his friends. ©Nor is it easy for his parents to achieve a bal-
ance between over-protecting him on the one hand and on the other hand
disregarding the neéessity of limiting his activity.

Because of the fact that rheumatic fever is primarily a disease of
late childhood and adolescence, schooling and vocational adjustment are of
paremount importance. Frequently plans must be made for the child to
attend a special school and he often needs help in accepting a selected
kind of employment.

There is little use in treating the child for rheumatic fever and
at the same time disregarding the emotional trauma that the disease pre-
sents. Under such circumstances the result might be a physically well
child with a cardiac neurosis or a child who returns to the hospital with
a recurrence because he could not accept the need to limit activities.
Therefore, it is only by considering the total illness situation that
treatment can be effectively underfaken. The medical social worker who
is trained to understand the social, environmental and emotional effect
of illness on individuals, has a definite place on the rheumatic fever
treatment team. A careful evaluation of the social situation and of the
effect of the illness on the child as a growing individual becomes an in-
dispensaﬁle part of the total study of the child. Participation in con-

valescent plenning and in helping the child and his family with social
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and emotional problems are definite parts of the treatment plan. There
should, therefore, be one hundred per cent coverage of rheumatic fever
cases by social service,

It would seem that the only way to arrive at a comprehensive plan
for combatting and controlling rheumatic fever and offering the services
discussed above is by means of a control program. In chapter V examples
of the programs in the United States and in England were given. These
programs, which have proven successful in action, provide for complete
diagnostic and freatment services, including social service coverage of
the cases. In the lontreal comrmnity with its complex welfare organiza-
tion, it would seem particularly important to work out a demonstration
program of rheumatic fever control which would include diagnosis, treat-
ment, social follow-up and the provision of material assistance where
~necessary. Such a program could be compared with attempts to offer or-
ganized home care services to other diagnostic groups, such as cancer
patients.

This thesis also points to a need for further research in the area
of physical environment as compared to the incidence of the disease. Why
there should be a concentration of cases in one area of the city, cannot
be answered from the material presented here. However, in a disease where
environment plays an important part there would perhaps be value in a care-
ful study of this area to see what the contributing factors might be.

Rheumatic fever is a devastating childhood disease which is yet to
be brought under successful control. Medical research alone cannot solve
the problem at the present time. 0f paramount importance is the use of

the combined efforts of medical and welfare resources to help the child
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and the family to avoid recurrences wherever possible, and to assist in
the total rehabilitation of the child as a future member of our adult

society. This can only be done through planned cormunity action.
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