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CHAPTER I

Purpose. - .

Diabetes Mellitus is a chronic disease which requires
active participation by the patient in order for treatment
to be effective. Because of the responsibility which must
be placed upon the diabetic and the nature of the symptoms
of the disease as well as its complications, it is reason-
able to expect that such an illness would create special
problems for those who have it.

The provision of adequate instruction to permit dia-
betics to carry out the treatment prescribed is a prime re-
quisite. Some degree of intelligence is necessary to ab-
sorb the instruction given. However, it is reasonable to
expect that there is more than intelligence involved in the
day by day management of a diet and, in the injection of in-
sulin for those who take it. Disruptions in family living
or problems at work could conceivably occur. Environmental
and cultural factors may present obstacles to treatment.

It seems probable too that the patient'!s attitude towards
his illness and the effect that treatment has on his life
is the key to his success or failure in making a good ad-
justment to the diabetic regime. Hence, the writer under-
took thls study with the twofold purpose of gaining an un-
derstanding of the personal and soclal problems of the dia-

betic and of discovering ways in which he might be helped



to overcome them.

Scope and Limitations. -

Emphasis i1s placed upon the role of the medical so-
cial worker. Her role is distinct from that of the physi-
cian as she does not diagnose or recommend treatment for
the illness. Her contribution to the patient'!s treatment
is made after diagnosis when the patient is confronted with
the task of following a diet and of taking insulin. By
means of the case work interview, she evaluates the social
factors which have bearing upon the patient'!s ability to
carry out a treatment regime. Her interest is in the area
of interpersonal relationships and the patient's capacity
for adjustment to new life experiences and particularly,
his capacity to adjust to the new experience of being a dia-
betic. Her treatment is based upon a relationship with the
patient and the goal is to enable the diabetic and his fa-
mily make a satisfactory adjustment. If environmental fac-
tors present obstacles to treatment, the medical social
worker mobilizes community resources best suited to the
needs of the individual patient.

This study is focused upon a group of diabetics who
were hospitalised, therefore, the problems encountered by
diabetics attending the Diabetic Clinic are beyond its
scope. While it may be anticipated that the patients'! atti-
tudes to treatment and the illness itself would be similar

to those expressed by the group under study, the nature of



the clinib setting and the resources provided in the Dia-
betic Clinic to help the patients manage their diabetic re-
gime might bear evaluation in a separate study.

In 1943, this thesis was submitted as a requirement
for the Diploma in Medical Social Viork awarded by the then
ilontreal School of Social Work. It is re-submitted in 1950
in partial fulfillment of the requirements for the degree of
Master of Social Vork, McGill University. Vherever possi-
ble, changes in treatment and the teaching of the patients
on the Diabetic Service, Royal Victoria Hospitall, have been
recorded and explained in relztion to the situation which
existed in 1943. The writer has discovered that the pre-
vious study has been used by students at the McGill School
of Social Vork for orientation on the meaning of diabetes
to the patients. The Dietary Department, Royal Victoria
Hospital uses the study in teaching student dietitians the
social component in diesbetes. On occasicn, medical students
have expressed interest in reading it for the same reason.
While it should be especially useful to students in a school
of social work, the writer hopes that the revised thesis
will continue to be useful to the student groups mentioned
and also to the nursing students for whom individualisation
of the patient is also important.
ilethod and Collection of Data. -

The Study was done in consultation with Dr. E. H,

1 _ Hereafter referred to as R.V.H.



Mason, Chief of the Diazbetic Service and with a member of
Dietery Depertment appointed for that purpose. In order to
permit random selection of patients, every patient admitted
on and after December 8, 1942, to Viard X, the ward used by
the Diabetic Service, Royal Victoria Hosvital, whose diag-
nosis was diabetes mellitus, was included until a total of
twenty-five was reached. The only exception was a baby,
thirteen months o0ld whose perents were not available for
interview. The writer included those patients with a new
diagnosis of diabetes and those with a diagnosis already
confirmed.

Fecause the case study method was used, the findings
do not lend themselves to statistical analysis. The writer
has used the cases to illustrate the varied problems which
diabetics experience but not in such a way as to try to
prove that such problems can be expected to occur for every
dizbetic. Case work with these patients was limited to one
interview, if there were no im-ediate problems with vhich a
medical social worker could help. Any patients found to
need furtrer help were carried Ly the writer alone or in co-
9peration with other social agencies. The basis for each
first interview was the medical and special disbetic record
of the Royzl Victoria Hospitzl., If a case were already ac-
tive with a worker in the Social Service Department, the
data were secured, as far as possible, through the worker

concerned. All cases were registered with the Social Ser-



vice Index. Records available in other social agencies
were consulted as well as socicl case records in the Sociczl
Service Depeartrent, Royal Victoria Hospital.

Plan of Analysis. -

Chapter II presents a brief summary of the nature of
diabetes, its symptoms and treatment and the extent to vhich
the diabetic must participate in treatment. This is back-
ground information to orient the reader in considering the
social problems associated with the disease which are men-
tioned in later chanters. The folloving chapter »resents
certzin. inform=tion about the pztients which serves to iden-
tify them as a groun and includes age, sex, and location in
the city or elcsewhere. The significznce of religion, ethnic
groups and occupation is also considered in this chapter.
Chapter IV is centered upon the medicel history of the pa-
tient group. The role of heredity ¢nd age at onset are of
ceneral interest. Other aspects mentioned in this chapter,
attitude to previous treatmernt, and the efiect of symptoms,
complications and other diagnoses need to be considered to
understand the diahetic better. “he next chapter contains
the writer's firiings regarding the nroblem which the pa-
tients encountered in managing a dietery regime. In this
chapter, we have considered thc cost of the diet, the need
for further instruction and personality problems in adiust-
ment. Chanter VI concerns insulin and includes a ccnsidera-

tion of cost of insulin, accuracy of measrrement, fear of



injections and insulin reactions,the difficultfes encounter-
ed toking insulin at vork, and those factors underlying

poor manzgement of the disezce as well acs personalit:r changes
vhich mey occur. 'The chantercs con ~iet 2nd insnlin include a
sunmary of the nese of diet and inculin in treat—ent, 2nd a
descrintion of the method of instrmction used =t the R.V.H.
In Chenter VII, ve hcove attemnted to identifv the various
attitudes to and tr.e <ind of problems encountered in tho ex-
vperience of our n»n~tients ac diabetics. Chapter VIII is de-
voted to a diccussion of the medical socirl worlker's role

in treztment. "his is “one by mesns of two case illustra-

tions. The last chrpter contzins the summary znd conclusions..



CHAPTER II

The Disease and its Treatment

Diabetes mellitus has been recognized as a disease
entity since the time of Ancient Greece when Artaeus first
used the term 'diabetes' meaning a siphon, observing that
it was "a wonderful affection, melting down the flesh and
limbs into urine". To-day through diligent clinical and
laboratory research, medical science has found an endocrine
gland chiefly responsible and has classified the disease as
to symptoms and treatment.

Although it has not been possible to find the speci-
fic cause of the disease, the pancreas is the endocrine
gland associated with diabetes mellitus and, more particu-
larly, the tiny islet cells within the pancreas known as
the Islands of Langerhans, The external secretion of the
pancreatic juice acts upon the protein, fat and carbohy-
drate which reaches the stomach as food. It is the inter-
nal secretion of the Islands, the insulin, which is the
controlling factor in the utilisation of carbohydrate in
the body. "Diabetes may be defined as an hereditary di-
sease, characterised by an increase of sugar in the blood
and the excretion of sugar in the urine; it is dependent
upon the loss or decrease of insulin secreted by the Is-
lands of Langerhans and it is functionally interrelated

with other endocrine glands, particularly the pituitary



but also the adrenal, thyroid and the livert. (I)

There are certain conditions which aggravate the di-
sease to turn a potential diabetic into an actual one, or
a mild diabetic into a severe one. Overweight is always re-
garded as one of the most dangerous predisposing conditicues,
Infections of any kind or gall bladder disease can cause a
flare up. Patients who have hyperthyroidism may be found to
have abnormally high blood sugars. Undue stresses and
strains upon the individual eare important considerations.
Even dietetic treatment by low carbohydrate diets and star-
vation may aggravate the disease or, in the cese of no treat-
ment, poor food habits. Underlying these factors is a pre-
disposing tendency vhich follows hereditary patterns.

Apzrt from the rise in blood sugar level and the su-
gar in the urine, the symptoms of the disease are often con-
sidered to be indications of a physical ailment, although
all symptoms do not appear in each patient and in some pa-
tients, may not appear at all. In order of frequency of oc-
currence, the symptoms are as follows: loss of strength, po-
lyuria, (frequency of urination) polydipsia, (increased
thirst) polyphagia, (increased hunger) and itching, both lo-
cal and generalized. Other symptoms may arise from compli-
cations such as, carbuncles, gangrene, pain in the extremi-

ties, obstinate eczema and vascular disease.

(I) E. P. Joslin, H. F. Root, P. White, A. Marble,
The Treatment of Diabetes Mellitus, Lea and Fe-
biger, Philadelphia, 1940 p. 18.




Even as late as the beginning of the twentieth cen-
tury, there was little that could be done for the diabetic
patient. "At the beginning of 1914, the outlook for dia-
betics was depressing. The statistics of the Massachusetts
General Hospital showed that in the preceding year, for
each 100 diabetics admitted, 28 were discharged dead, a re-
cord which duplicated the experience of the hospital be-
tween 1824 and 1898. Physicians dreaded to place their pa-
tients in an institution lest the treatment prescribed
prove more disastrous than that adopted by the patient's
fancy. Surgeons dodged the diabetic, while obstetricians
were out and out afraid of diabetes and urged pregnant wo-
men to have abortions. The neurologist and the dermatolo-
gist would throw up their hands at complications within
their respective spheres and exclaim: "Cure the diabetes
and then we will help the patient". (I)

With the isolation of insulin by Banting and Best in
1922 at the University of Toronto Laboratories and the sub-
sequent use of it in the treatment of diabetes, a new lease
on life was given to the diabetic. Yet the insulin, al-
though it came as a godsend, as Joslin said, does not re-
place the basic dietary regime. Mild cases may be controll-
ed by diet alone but the more severe cases require insulin

treatment as well. Diabetes remains a chronic illness none-

(I) E. P. Joslin, "Banting Memorial Address™
Proceedings American Diabetic Association, Cle-
veland, Ohio, June, 1941, p. 124
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theless, and once treatment is instituted, it continues to
the end of the patient!s life,

In addition to this treatment which becomes a part of
the patient's day to day living, there.are certain rules of
hygiene of which a diabetic patient is advisedly aware. To
prevent infections, his skin and teeth must be kept clean
and the skin free of cuts and cracks. He must watch his
feet for the development of gangrene. To permit a more 1li-
beral diet, exercise is encouraged as well as regular bowel
habits. A rest for one hour a day and eight hours sleep is
also recommended.

Although it is the physician who makes the disgnosis
and prescribes the diet along with the necessary amount of
insulin, the patient is the unknown quantity who inevitably
helps or hinders the treatment process. He is the one who
must be responsible for maintaining good hygiene and taking
enough exercise. In the last analysis, the patient has the
responsibility for securing and eating the prescribed diet,
taking the insulin and testing his urine for sugar. If he
takes insulin, he has to be aware of the possibility of in-
sulin reactions, know the signs and how to counteract the
reaction, as well as the way to avoid another the next day.
He needs to be aware of the time at which each kind of in-
sulin might cause a reaction and adjust the dosage accord-
ingly. Acidosis, (diabetic coma) which occurs if there is
a disregard of diet, or, too little or no insulin, or if the

patient has an infectior, is another complication of which
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the patient should be aware. The diabetic should be able
to grasp the importance of well regulated diabetes in slow-
ing up the less spectacular but inevitable process of de-
generation of the vascular system which progresses more ra-
gidly in the diabetic than in the non-diabetic. For the
young diabetic, this is a preventive aspect which cannot be
minimised as such changes lead to early development of cata-
racts, blindness from hemorrhages in the eyes, arterioscle-
rosis, high blood pressure and kidney disease.

It 1s recognized in the best centres of diabetic
treatment that a period of hospitalisation is the most help-
ful way to launch a new diabetic on treatmentl More compli-
cated laboratory tests to aid the doctor in establishing
control can be done, and it gives the patient an opportunity
to become more familiar with what will be required of him.
Joslin says that before a diabetic patient is discharged
from the hospital he should be able to:

1) test his urine for sugar

2) record his diet

3) measure out his prescribed dose of insulin and
know where to inject it.

4) state dangers of: ag too much insulin
b) its total omission

5) care for his feet and know why

'6) fill out his identification card”

- This is done as often as bed capacity permits
at the R.V.H.

2 - E.PilJOSlin, A _Diabetic lkianual, Philadelphia, 194T,
De |
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Once the diagnosis is made and treatment established in this
way, the responsibility for maintaining control falls upon
the patient. If he fails, he may develop complications.
Some of these are painful and unseemly; they may require
long treatment and in some instances surgical attention.
Even though a patient may be controlled over a period of
years, an unforeseen complication may arise which requires
hospitalisation. This is expensive and temporarily takes
him out of his home and away from his work.

In the preceding paragraphs, we have indicated that
the patient must know much about his diabetes and its ma-
nagement to maintain his health, and that he needs to have
every opportunity for careful instruction about his part in
treatment, Unlike an illness which responds to medications
or surgery and is cured, diabetes requires a life-time of
self-discipline from those patients who have it. Hence, it
is logical in considering treatment to have an understand-

ing of the patient as a person.,
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CHAPTER III
Who is the Patient

While most of the data for this study were collected
by means of the interview, specific identifying information
was also available from the medlical records which the writer
feels are worth discussion in this chapter. The age at
which dizbetes occurs and the distribution by sex have al-
ways been of interest to those engaged in statistical re-
search on diabetes, as definite trends have been discovered.
The location of patients in relztion to the Royal Victoria
Hospital seemed important to consider, since distance could
be an obstacle‘for some patients in continuing regular,
medical supervision. Cultural background has been found to
play a part in a number of social problems not necessarily
associated with illness. It appeared a factor of some sig-
nificance in the case of a first generation Italian and it
presented a problem in learning about management of diet for
several other patients whose English was limited. Religion
tper se' can seldom be regarded as an isolated factor as it
is often so much a part of the cultural life. This is par-
ticularly true of the orthodox Jews. It could not be
counted significant in our study except in the case of one
Roman Catholic patient, whose religion represented a means

of punishment for past sins committed. There was a wide
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variety of occupations in our patient group, but those who
were in business for themselves were the paticnts whose oc-
cunstion did interfere witl sood diabetic control. Since the
dizbetic must absorb a considerable amount of factual infor-
mation about his illness and its treatment and lesrn to use
written information which is provided, it iowvwld hzve been val-
uable to have been able to collect specific information re-
garding the educztion of each pztient. 7Tt =o hszppened thzt in-
formation concerning the patient'!s educotion was not e2sily a-
vailable from the case vorkx interviews. Therefore, it cammot
be included here,
Ace a2nd Sex. -

Table I

Classification of 25 petients with Ti-Dbetes Mellitus ac-
cerding to age and sex, Royal Victcria Hospital, 1942-43.

| Cex .
Age Both
(in ye=rs) Seves Mnle Female
Total <5 13 1z
1l - 19 0 0 0
11 - 20 < 0 2
21-- 30 s 2 <
31 - 40 1 1 0
£l - 60 4 2 <
61 - 70 5 3 2
71 - o5 3 1o <

From Table I, we can calculate that the mean age for

both groups, msle and femsle, fell between the 45th and
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£0th years, with a mesn ~ge of 49.6 for the m-les and /5.7
years for the femrles. The scatter in sges geve the writer an
opportinity to interview patients in nracticelly 2ll a“”e
groupings with the excention of thoce in the first 10 yecrs of
1ife and the femslexw ir the third decade of 1life.

Table T chore an almost even “ictrimtion of males and
fenzcles, the former numtering 13, the latter, 12. Thece fig-
ures are not typical of the usual sex distribution in the in-
cicdence of diabetes, There hrs been ar:sc in the proportion
of female diesbetics which Joslin attri®utes to the greater
stress on the investigation of women's hezlth and the increrse
in the number of females in the older age groups.l In the Na-
tional Hes1th Study, (Unite’ States of America). 1925-1926, in
vhich a total of 2,520,291 ivdividuals was considered, 9,182
diabetics were found of which, 2,785 were mzles and 5,397 fe-
males.? The writer has not found new evidence to discount the
above-mentioned distribution of dicbetec.
fiarital Stetus. -

Statistics show that the incidence of diabetes is hich-
er in married than in single women.>? Tflarital status is not
believed to be significant in the male dicbetic. In our pa-
tient group, tie number of married or widowed men greatly

outseighed the single men., A little more than half of the

- - e - —

L E. P. Joclin, H. F. Foot, P. Vhite, A. Marble. The

Treatment of Diabetes Mellitus, Philadelphia, 1940,
D. 34

N

- Ibid. p.34
3 _ Ibid. p.36
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females were married or widowed.

Table II

Distribution of 25 patients with Diabetes, according
to Marital Status an’i Teiz, Royal Victoria Hosnitsl, 1942-.2,

Sex

Marital Status
Both
Sexes Male Female

All Patients | 25 13 12
Single | 7 2 5
Married 12 9 3
Widowed 6 2 4

Geographic Location. -

For the most part, the patient group came from an
area which was not too far distant from the hospital and
therefore it could not be said that distance represented
an obstacle to treatment. One patient, Case No. 2. was an
exception.

This man was an elderly l[ussian Jewish tailor,
70 years of age, who had diabetes for 23 yeesrs. He
lived in the "North End" of the city, but the jour-
ney to and from his tailor's shop required one half
hour morning and evening. If he came to the hospital
to see the doctor, this visit required a similar a-
mount of time. To keep his clientele, he went to work
early and came home late. He found the travelling ve-
ry tiring, especially at night, for it was often nine
o'clock when he arrived home. Before he could eat
dinner, he had to wait another half hour after taking
h1is insulin,

All these things were time consuming., It irritated
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him because time was precious now that he had be-
come an old man. His vision was weakened, and his
hand was no longer =2s skillful as it »ad been.

His attendance at Dicbetic Clinic was limited by

the demands ol his work and the distance from ~nis
shop. He agreed to hospitalisation only when his
diabetes woes so bzaly out of control tnat he was un-
able to continue worlking.

Tehle III

Classification of 25 pctients with Piabetes Mellitus, accord-
ing to Place of kKesicence, royal Victori: Hospital, 1942-/3.

Pleace of Residence No. of Patients

— — -

Total 25

City of ilontreal Wards
ot. Louis
Laurier
St. Jean
Rosemount
Cote St. Paul
St. Jean bBaptiste
St. ilichel
St. Henri
St. George
Ste. Cunegonde
Villeray
St. Denis
Lere

City of Verdun o

Other '~
Sut.ton
St. Pierre Baptiste
Malone, N.Y.

N ;
HHHMHHHHHMHHHHNU@AH’
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Table III 1lists the sections of the city and other
places than Montreal from which the group of patients came.
Twenty-one of the total group lived in the city of lontre:1l
proper. The majority of this number lived in an area quite
close to the Royal Victoria Hosnitszl, known popularly =s
the "North End". Three patients lived in other city wards
gnown as Ste. Cunegonde, Cote St. Paul and St. Henri, and a
fourth in the City of Verdun. These sreas are in the south-
western section of the city. It can be said however, that
all communities mentioned are similar in that a large per-
centage of labourers as well as business people and white
collar workers live in them.

The patient from uprer New York St:-te travelled to
Yontreal as a lzst resort because she could ndt find ex-
pert medicsl care near her home to control her diabetes.
The two patients from Rural Quebec were not able to travel
the distznce to the hospit:l frequently. One of them, .Czse
No. 3,1 seldom visited the city as his father's farm was
in an isolated area; therefore he did not have regular med;r
cal supervision at the R.V.H. He seldom consulted a loczl
nhysician, and when he was admitted to the R.V.H., at the

time of this study, his diabetes was not under good control.

S . A s

1 _ Infra pp. 78, 100.
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Ethnic Groups. -

Because family customs, attitudes to medical care,
and eating habits are often influenced by the cultural
patterns to which the patient belongs, we have included a
further classification of our patients according to ethnic
group in Table IV. Ethnic is used here as a descriptive

term for cultural background.

Table IV

Ethnic Classification of 25 patients with Diabetes Mellitus.
Royal Victoria Hospital, 1942-1943

Ethnie Group . No. of Patients
All Patients 25
Jewish 9
French Canadian 3
Italian 2
Syrian 1
- Ukranian 1 ]
(a) Unspecified ] 9 f
| 1 é

(a) Those patients to whom no particular ethnic grouping
could be given due to lack of data in the hospital re-

cords, may be designated British. Two were Irish; one
was born and lived in the U.S.A.
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Discounting the nine patients grouped as "unspe-
cified", it is evident from Table IV that there wasa creater
number of Jewish patients than any other single group, nine
as compared with three French Canadians. This can not be
explained on the basis of population. In 1941, the Island
of Montreal and Ile:Jesu had a total population of 1,020,
018; the French Canadians numbered 619,785, while the Jewish

community numbered 58,031%

There are two possible explana-
tions for the greater number of Jewish patients. The first
is that the R.V.H. is situated very near the oldest Jewish
community which would mean that a higher percentage of Je-
wish patients as compared with French Canadian patients
would use the hospital. Secondly, it has been proven that
there is a high incidence of diabetes among Jewish people.
The reasons given are varied, including intermarriage, type
of occupation, social status, and a tendency to become over-
welght.

For a small random group, our patients represented a
variety of cultural backgrounds. Because of an unfamiliari-
ty with the English language, several patients were unable to
grasp the dietary instruction given at the hospital. With
one exception, the patients'! problems in maintaining good
diabetic control could not be attributed to family customs
which interfered with treatment. Case No. 21 was the excep-

tion. The writer does not wish to imply as a consequence,

that no importance should be placed upon the diabetic'!s eth-

L Prggince of Quebec, Statistical Year Book, 1941,
p.-78.
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nic group. lie consider that one case in 2 total of twenty-
five with outstanding problems of this nature, can be an indi-
cation that there will be other diabetics with similar prob-
lems which need to be recognized. It is likely that the pa-
tients who have this kind of problem will be first generation
Canadians. With the post-war influx of immigrants, a consi-
deration of the patient's cultural background may be even more
essential,

Case No. 21, a retired Italian, 73 years of age,
had been a diabetic for 11 years. The nursing staff
found him a placid, cooperative patient who did not
demand attention and who took his meals and insulin
without complaint. Nevertheless, when we interviewed
him and his daughter, we found that his insistence up-
on [talian customs and his desire for the old life in
Italy had created serious problems in the family group
and in the management of his diabetes.

The patient expressed resentment towards what he
called the "Canadian" customs of family life. To him,
the Italian father was the head of the family, not
only as the breadwinner but as the person who should
make decisions for his children no matter how old they
were. Now, he was forced to become a listener in the
family affairs. Once his children had grown up and
gone to work, they would not listen to their old father
any more. He had begun to long for the old life in
Italy, especially recalling the fruit trees from which
he had been able to pick all he wanted as a youth.

His home was a small, comfortably furnished flat.
Two younger daughters worked to support the family,
and his eldest daughter remained at home to look after
the house, to attend to his personal needs, to pre-
pare his diet and to give him his insulin. This daugh-
ter cared for him as well as she could, but her time
was given grudgingly as she resented having to remain
at home and curtail her own social activities. tVhile
the other sisters could have helped more, the patient
preferred the eldest daughter toilook after him,

While he ate at the hospltal without complaining, we
learned from his daughter that he often refused food
at home because the meals were too monotonous. He
wanted more Italian type foods which were not avail-



22

able in the stores due to war time restriction of
imports.

About the time he developed diabetes, this patient
had lost his grocery business. He had grown older and the
end result was that he had lost his place of authority in the
family. The only demands he could make were for his own per-
sonal needs. While it cannot be said that his cultural back-
ground wholly accounted for his attitude towards diabetic
treatment at home, it did play a significant role in the ex-

tent to which he could accept his daughter'!s efforts and the

food that was available,
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Religion, =

We have included religion &s well as ethnic groups as
it is possible that a patient'!s attitude to his religion and
its teachings can affect his personal adjustment and second-
arily his management of his diabetes. Table V lists the pa-

tients according to their religious affilistions.

Table V

Religious Affiiiations of 25 patients with Diabetes
Mellitus, Royal Victoria Hospital, 1942-43.

Religious Affiliations ‘No. of Patients
Total 25
J Roman Catholic E 11
Hebrew ‘ 9
Protestant 4
Church of England 3
United Church 1
Syrian Orthodox 1

Almost one half the number were Roman Catholics.
This is not surprising as 1941 statistics indicated that Ro-
man Catholics numbered 2,463,160 in a total population of
2,874,255 in the province of Quebéc% Only three patients
were French speaking; this small number, in comparison with

that for the English Catholics, wac possibly due to the pre-

ference among French Canadians for their own hospitals.

1._ Province of Quebec, Statistical Year Book, 1941

p. 68.
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To illustrate how a person's religious life and atti-
tude towards church teachings can affect personal adjust-

ment, we present Case No. 161

A member of the Roman Catholic Church, this pa-
tient, a single woman, A2 years of age, had been a
diabetic for nine years. ©She had evidently accept-
ed the teachings of her Church but experienced no
comfort from prayer or the Sacraments. She had an
extreme amount of guilt about her earlier behaviour
and that of her parents, for she had been an illegi-
timate child and had become an unmarried mother her-
self. ©She had stayed 13 long years in s Catholic
maternity home, paying penance for what she consi-
dered an unforgiveable sin. Unfortunately, she was
apparently given little understanding or encourage-
ment to try to make a more satisfying life for her-
self outside the institution. Emphasis placed upon
meditations about death inspired her with a fear of
the next world. In her anxiety about her uncontroll-
ed diabetes, she feared dying because of the many
sins she had committed and for which she would have
to account, despite penance paid. At our hospital,
she felt it obligatory to go to a nearby chapel to
pray. Because she fell in the street the day she
neglected to go to Church, she was sure she was be-
ing punished.

Occupation., -

Our patient group had a wide range of occupations
which are listed in Table VI. The largest category of wage
earners, male and female, were those designated unskilled.
However, there was a considerable spread of occupations re-
presented. In general, it can be said here that the pa-
tients in business for themselves which involved waiting
on the public and irregular hours were the group whose work

interfered with good diabetic management. This was true of

Case No. 24, already mentioned. The two following cases

E - Infra p. 81
< - Supra, p. 16-



Table VI

Distribution of 25 Patients with Diabetes Mellitus

1942<1943.

Agcording to Occupation and Sex, Royal Victoria Hospital,

Occupations

Sex

F—

Both Sexes

Male Female

A1l Occupations

Wage Earners

Skilled
Butter manmafacturer

Semiskilled
Telephone cable splicer

Unskilled
Factory worker
Laborer
Railway coach cleaner
Domestic

Busliness own account
Tailor
Restaurant proprietor

Bowling alley prOprietorj

Business employee
News agent
Sales clerk

House work

Farmer
Student
Retired (a)

25

13

12

2
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pensioners.

(a) Of these, one male and one female patient were 514 age
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also demonstrate how patients in business for themselves
find that their work interferes with a diet and insulin re-
gime.

Case No. 25, a 45 year old, married, male pa-
tient, came to our hospital for regulation of his
diabetes which he had had for 7 years. He lived
in a rural area and worked for his brother-in-law
who owned a butter factory and store combined. His
brother-in-law was the executive head and the pa-
tient the business manager who served in the store
as well. Although he lived above the store, he
found this tiring work, especi:lly since his eldest
son had left to join the Armed Forces. The patient
believed that the increase in work had been partial-
ly responsible for his developing symptoms of uncon-
trolled diabetes during the past year. Like other
diabetics obliged to serve customers in a store, he
found it difficult to regulate his meals with his
insulin because he had to serve while he was eating.

Case No. 52, a 56 year o0ld Jew, was admitted to
the hospital unable to walk because of inflammation
of both small toes which were exceedingly painful.

He worked in a bowling alley owned by himself and his
brothers. In his desire to provide for his family,

his satisfaction in the work, and with an intense
pride in being able to secure a college education for
his children, he worked long hours, often 18 to 20
hours a day. Most of this time he spent on his feet
and often he carried heavy crates of soft drinks.
Despite his extreme fatigue, it was not until he was
unable to walk that he would submit to hospitalisation.

Later chapters include case illustrations in which the kind
of occupation has an effect upon or is affected by diabetic

treatment.

2 _ Infra, pp. 55 and 86.
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CHAPTER IV
The Patient and His Medical History

In the previous chapter we were considering the pa-
tient in relation to his social setting in order to deter-
mine the significance of such factors as location, cultural
background, religion, and occupation to diabetics. Since
we are dealing with a specific medical diagnosis, it is al-
so imperative to be familiar with certain aspects of the di-
sease in order to appreciate its effect on the people who
develop it. General considerations such as the role of he-
redity and the age of onset of the disease have been in-
cluded as they are of importance from a preventative stand-
point in early diagnosis of diabetes. The duration of the
disease, if long, may have served to increase the diabetic's
confidence in his ability to maintain good health, but this
confidence is not always justified. We have found that dia-
betics of long standing, as well as those newly diagnosed,
can make mistakes with diet and insulin or, if they have a
negative attitude, they are not successful in following the
prescribed treatment. Compllcations may occur or symptoms
reappear if the diabetes is not properly controlled. As
the diabetic grows older, other diagnoses may cause him
more discomfort than the actual diabetes, with the result

that he neglects his diabetic care and only seeks treatment
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for the other illness. His attitude to previous medical
treatment for his diabetes may also determine his willing-
ness to cooperate in the treatment prescribed.

It should be pointed out here that the medical social
worker is particularly interested in knowing the patient's
attitude to previous treatment, the duration of the illness
with its symptoms and complications, along with the patient's
attitude towards other illnesses which may have developed.
Before she interviews the patient, the medical social worker
reviews the medical record and be clear about the patient's
condition and about the treatment prescribed by discussing

the situation with the doctor concerned.

Heredity. -

Studies of diabetic children have given evidence that
the hereditary factor in the disease is basic, as neither
obesity or acute infection can account for the incidence of
it. Joslin presents four facts which can be used as evidence
in favour of the theory Qf the inheritance of diabetes.I

1) The almost simultaneous occurence of the disease
in sets of similar twins.

2) The greater incidence of diabetes in the blood
relatives of diabetics than in those of the con-
trolled group.

3) The demonstration of mendelian ratios of the re-
cessive type found in a large series of causes
selected at random.

L) Demonstration of expected ratios in presumably
latent cases,

I._ Joslin, op. cit. p. 48.
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Further eugenic considerations are presented by Jos-

1in which seem appropriate to insert here’l

1)

R)

3)

If both parents have diabetes, the child will al-
most certainly have it.

If one parent has it and the other has not but, in
the family of the non-diabetic parent, the father
or mother has it, there is an even chance for the
non-dilabetic parent to be a carrier. If a child
of this union has established the fect also that
the non-diabetic is a carrier, it shows that all
the other children stand a fifty per cent chance
of developing diabetes. If a mother or sister of
a non-diabetic patient has diabetes, he may or
may not be a carrier, so the chances of the child
developing it are less than even. If a remote re-
lative of the normal parents have it, chances are
possible but not probable,

If neither parent has diabetes but the disease has
occurred in one of their parents, both are carriers
and the chances of the child developing diabetes
are one in four. If the brother or sister of the
parents has it, the parents are probably carriers
and the chances are still one in four. If the
child develops diabetes, this shows that the pa-
rents are carriers and chances of the other child-
ren in the family developing it are again one in
four.

Only 8 of our patient group, gave evidence of famili-

al and hereditary incidence in their diabetic history. .ae

zources of the information were chiefly the medical history

in the medical record and references made to diabetic rela-

tives during the course of research interviews. The accu-

racy of the data thus collected depends on the reliability

of the patient's statement. Older patients often lack such

information about their relatives. More careful question-

ing might have revealed some forgotten relative where no

history of diabetes within the family is given.

1_ Ivida p. 59.
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Table VII

a Incidence of Dicbetes Mellitus, Hereditary and Familial,
in 8% of 2% Pztients, Royal Victoria Hospital, 194°-1943.

; -1

CAST NO. REPOITED INCIDENCES
Hereditya) Femiliall)
both _L_ 7 8
6 Sister 1
8 Cousin 1
9 Parent 2 Sisters 2
13 . Siblings 2
17 Aunt 1
18 Grandmother 1
iother 1
22 Moti.er 1 Sisters 2
23 llother 1

(a) ircludes: parents, grandpcrents, uncles, aunts,
cnildren .
(b) includes: brothers, sisters, cousins
Of the t.caty-five petients, only eight had a family
history of diabetes. Among the eight, the female relatives
were predominantly the carriers of the hereditzary tendency
towards diabetes. Of the eightcen patients, Loth mele and

female, classified as married or widowed, fourteen had fa-

milies ranging from one child to nineteen. Even when the

PP

& _ Statement of patients tien from medicnl history.
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children were in the third or fourth decade of life, no
history of dlabetes was given.

Age and Onset. -

Contrary to popular opinion, diabetes is not exclu-
sively a disease of the aged. According to Table VIII pre-
pared for Joslin by the .statistical bureau of the Metropo-
litan Life Insurance Company, we see that the onset of dia-
betes appears higher in the fourth, fifth and sixth decades
for both males and females¥ There is a falling off in in-

cidence in the earlier and later decades of life.

Table VIII

The Age and Onset of Diabetes iMellitus
(Experience of E.P. Joslin, 1936-1938)

{ Age in Decades Per cent, each decade
? 1936-1938
] Males Females
Total | 100.0 100.0
l 6.7 4‘6
2 9.0 6.2
3 8.6 6.2
4 13.1 11.0
5 19.8 21.0
6 RRe1 28.1
7 16.2 18.1
8 403 40‘4
9 0.2 0.4
Number of cases 1265 1622

If we make a comparison with our twenty-five patients

by arranging the nine decades into groups of three, it can be

I - Joslin, op. cit. p. 30.
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seen from Table IX that the majority of male patients do
fall between the fourth and sixth decades.of life as in Jos-
lint's table which was compiled from the same group of patients

as that used in Table VIII.

- Table IX

Age and Onset of Diabetes Mellitus

Per'cent appearing in Per cent appearing in
every three decades of 25 every three decades, ex-
patients, R.V.H., 1942-43 perience of E.P. Joslin,
: 1936-38
Decade Male Female Male Female
1 Total 100.0 100.0 100.0 100.0
4 - 6 61l.5 33.3 55.2 60.1
7 -9 - 16.7 20.7 22.9

The female patients do not follow the same trend as in Jos-
lint's table, but this cannot be counted significant statis-
tically because of our very small number in comparison with
his group of patients.

The age at which an individual undergoes an experi-
ence determines to some degree the way in which he will meet
it. The age at which diabetes is discovered also brings
different problems for certain age groups. For the adoles-
cent who develops diabetes when he is struggling to achieve
independence and to make happy social relationships, a dia-

betic regime represents a handicap.



The older person finds that the responsibilities of
home =znd fam’'lv must be integrated with treatment. The onset
of diabetes in the sixth or seventh decades of life may cause
tne patient considerable inconvenience and disrupt his daily
routine. Frequently, it is another member of the family who
takes responsibility for managing the diet and insulin.
Duration, -

liot only does the age at which a patient develops dia-
betes colour his response to treatment, but the length of
time he has had the disease can also be significant. The
length of time thet the individuals in our group of patients
nad diaretes ic shown in Table X.

Table X

Durztion of Diar-tes lellitus in 25 Patients, Royal
Victoria Hospital, 1942-43.

Duration of Disease Number of Patients

.

Total Cases 25

. i e v o,

Less then 1 year 9
Under 1 month 8

1l - 2 months 1
Under 5 years A
1 - 2 years 3
2_3 " _
3-4 " T
Lo-5 " _
5 to 25 years 12
5 - 10 years 5

10 - 15 n 3
15 - 20 n 2

2

20 - 25 "

T RIS kA A oA O e T O 0
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Change of financial status may occur years after the
patient has developed diabetes and this may create a problem
in the purchase of the diet. The diabetic may have his di-
sease four or five years and still have severe insulin reac-
tions or he may resist adhering to a careful diet
regime. The three following chapters regarding the problems
which can be assoclated with the diet, the insulin and the to-
tal effects of the disease itself give numerous illustrations
of what happens to diabetics who have had the disease for a
period of years.

In Table X it can be seen that there were 8 patients
who had not had diabetes for longer than a month. They had
been diagnosed outside the hospital and were then admitted for
regulation of diet and insulin. The Writeg»wishes to make
special mention of the new diabetic here aé he is usually an-
xious and insecure during the induction period at thée hospi-
tal when he contemplates taking the responsibility for his in-
sulin injections and the preparation of his diet. Case No.
121 is a case in point. The medical social worker can be
helpful to the new diabetic by accepting his anxiety and in-
security, by encouraging him to express his fears and by find-
ing ways to build up his self-confidence so that he is better

able to manage the responsibilities he has yet to face.

L Infra, p. 76.
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Previous Medical Treatment. -

Table XI indicates that four fifths of our retient
group were under the care of the Royal Victoria Hospital. for
regular medical supervision of their diabetes. The fact
that only two patients were treated by local physicians is
not surprising as, in large cities like Montreal, medical care

for diabetics is usually centered in hospitals.

Table XI

Source of Previous Medical Treatment of 25 patients
with Diabetes Mellitus, Royal Victoria Hospital, 1942-1943.

Previous Medical Treatment Number of Patients
Total 25
Total Hospitals 23
Royal Victoria Hospital 20
Other Hospitals 3
éﬁ Private Physician 2

The significance of knowing the source of previous treatment
is obvicus. In the first place, if a patient has been in-
structed in a diabetic regime by another physician or in an-
other hospital, it is important to discover what he under-
stands about the disease and to find ways to supplement his
knowledge with whatever new information is necessary. Of
equal importance is the understanding of his attitude to pre-
vious treatment which may make him fearful of new procedures

or resistant to a different regime. It may also be diffi-
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cult for certain patients to develop a good relationship

with the doctors at the hospital if they still have confi-

dence in another doctor or hospital whose recommendations

for treatment were not the same. Such was true of Case No. 9.

This man, a 45 year old Jewish news agent, married and

working for a railway, had been diagnosed previously at
another hospital. He had treated his diabetes lightly and
had disregarded the diet he was given. While it seemed ob-
vious that little had been achieved at the other hospital
in impressing him with his responsibility for his diabetic
treatment, he had a high regard for the physicisn concern-
ed. Hence, he had little confidence in our doctors, and
he resisted the idea of insulin injections and making care-
ful plans for his meals on the train as nothing like this
had been asked of him before. Distrust of his new medical
regime was augmented by the fact that the pains in his
back and legs for which he was being treated also were not
improving. Despite these feelings, he submitted to the

prescribed treatment on the ward but he still had no con-
viction that our doctors knew how to treat his diabetes.

Symptoms. -

We have already listed the major symptoms of diabetes
in Chapter II, but we are mentioning them again briefly here.
Diabetes is not as well known as other diseases such as can-
cer or tuberculosis. Therefore, it is not surprising that
some patients have symptoms of diabetes for years without re-
cognizing the need to seek medical care. Perhaps one reason
is that there is no pain involved and people generally tend
to avoid going to the doctor until they have severe pain which
they no longer can tolerate. However, there are those patients
who feel weak and have increased thirst and urination over a
period of time who do seek medical advice and find they have
diabetes. It is most important for the diabetic to be taught

the symptoms of diabetes because the same symptoms do recur
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if his diabetes becomes uncontrolled. He then learns the
specific danger signals and can report to the doctor when the
symptoms are noted.

The list of the symptoms experienced by our patient
group is shown in Table XII. Polyuria and polydipsia, poly-
phagia'and loss of strength are the most common symptoms ac-
cording to Joslin? On the whole, our list of symptoms is
one which would be expected in a group of diabetic patients.

Table XII

a
Symptoms of Diabetes Mellitus in I8 of 25 Patients
with the Disease, Royal Victoria Hospital, 1942-1943

Symptoms Percentage of Patients
Weight loss 88.7
Polyuria 725
Polydipsia 66.7
Weakness 38.9
Polyphagia I16.7
Skin Conditions IT.2
Pain in Extremities IT.2

(a) Seven of the patients' symptoms were not recorded
in the medical history due to long duration of the
disease.

Complications. -
The goal of diabetic treatment 1s the highest standard

of health within a minimum of complications. If the diabetes

is neglected, complications are certain to occur,

I - Joslin, op. cit. p. 272
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Sometimes they occur despite good diabetic management by
the patient and regular medical supervision. Table XIII in-

dicates the complications experienced by our patient group.

Table XIII

Complications of Diabetes Mellitus Found in 25 Pa-
tients, Royal Victoria Hospital, 1942-1943. '

Complication. Number of Patients

Acidosis-
Gangrene

Without surgery
With surgery

Hypertension
Arteriosclerosis
Carbuncle
Infections

Foot

Toe

Finger

Hand

Thigh
Boils

Cataract

= = W O HHEMDWDL Lo W W N vy W,

Thrombosis cerebellar artery

Complications as well as symptoms can lead patients
to seek medical advice. As an example of this, several of
our patients were diagnosed after seeking medical care for

bolls. Gangrene bears special mention because it is great-
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ly feared by diabetics as it can necessitate the amputa-
tion of a part of the foot or a whole extremity. It is said
to be due to the length of time without treatment and re-
lates to age rather than to the severity of the disease.
The loss of a 1imb is a serious handicap. Disturbances of
vislon such as cataracts and impaired close or distance vi-
sion, may prove trying for the patient, and they are seri-
ous obstacles to treatment if the person concerned cannot
see to measure the insulin dosage. We have listed those com-
plications which belong to the general group of vascular di-
sease: hypertension, arteriosclerosis and thrombosis. If
the diabetes is not kept under good control, the chance of
developing one of these vascular diseases is increased.
This is true for young diabetics as well as the old, as man-
ifestations of these diseases develop in the early stages
without the patient being aware of their presence. Acido-
sis is a result of extreme lack of control for which hospi-
talisation is always indicated. It occurred in one fifth of
our patient group.

The medical social worker must be aware of the effect
of complications on the lives of the patients. It may mean
that she will need to help rehabilitate a diabetic who has

the double handicap of his disease and an amputation, or

one who is handicapped by poor vision., If she can help a
diabetic to overcome his resistance to treatment or provide

resources which make treatment possible, the medical social

worker will also be helping to guard against the develop-
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ment of unnecessary complications.

Other Diagnoses. -

Twenty of the twenty-five patients studied had diag-
noses other than their diabetes to contend with. The list
in Table XIV includes all illnesses which cannot be asso-

cizted with diabetes but which exist alongside the disease.

Tabel XIV

Other Diagnoses of 25 Patients with Diabetes Melli-
tus, royal Victoria Hospital, 1942-1943.

P s o —— o

Diagnosis Number of Patients

Dental Caries
Osteoarthritis

Suppurative Arthritis
Chronic Tonsillitis

Chronic Bronchial Asthma
Seborrhoeic Dermatitis
Splenomegaly

Chronic Nephritis

Esrly Prostatism

Renal Glycosuria

Pulmonary Tbe. (old)

Toxic Goitre

rilateral Inguincl Hernie
Secondary Anemia

Fibroid Tumour
Constitutional Psychopathic
Personality withReactional
Depression 1

HEERERR R AR P,
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It can be seen that these illnesses are varied and that-
most of them at some time could be of major concern to the

patients,

From the standpoint of treatment, it is important to
know which illness is of major concern to the diabetic.
While control of the diabetes may be considered the best
thing which can be done for the patient medically, he may
desire relief from another illness which is causing him
pain and discomfort and for which he may have come to the
hospital to be treated. As a consequence, the patient may
not be greatly concerned about preparing to care for his
diabetes better. ©Such an attitude will affect a patient's
response to efforts made to regulate his diabetes or to
teach him to take more responsibility for himself. Case
No 1 illustrates this point.

Patient was a 60 year old Syrian widow who had first
come to our hospital in 1941, referred by a local phy-
sician with symptoms of weakness and weight loss. A
diagnosis of Diabetes Mellitus was confirmed. At the
same time it was found that she had generalised arteri-
osclerosis, hypertension and a skin condition known as
seborrhoeic dermatitis. She was placed on diet and in-
sulin, and it was thought that she understood how to
manage both at the time of discharge.

In the interval before the present admission, she
had remained indifferent to the idea of a diet and after
one month had discontinued her insulin. She had not
attended Diabetic Clinic because she said her knees were
too stiff. The present admission had been necessary be=-
cause of a painful swelling on the right side of her face
following the extraction of a tooth. For the patient,
this was the condition for which she wished to be treated.
Of primary importance to her also was her painful, stiff
rignt knee, which had bothered her the previous year.

The knee pain was found due to osteoarthrltls complicated
by a chronic tonsillitis,

In appearance, the patient had an unhappy brooding ex-
pression offset by iron grey hair, high cheek bones, snd
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deep set eyes with drooping lids. She had a swarthy com-
plexion and a discoloring dematitis around her ears. Be-
fore the patient was interviewed, the writer was aware
that she had just been scolded on the ward for being
"stupid" so that some resentment towards the hospital and
the staff was expected. ,

This patient was resistant to having her diabetes re-
gulated at the time as she had pl-nued to come in to the
hospital in the spring. She owned and ran a small restau-
rant and, as she felt her eldest son neglected it when she
was away, she was anxious to return as soon as possible.
The restaurant had become too great a burden for her so
her plan was to sell the stock, close the store in the
spring and then look after her health.

The writer discovered that this store represented a bit-
ter disappointment to her as she had bought it for her
youngest son who was her favourite. He had been sickly
most of his life and he died of a blood dyscrasia in our
hospital within a short time after the purchase of the
store in June 1942. Since that time, the patient had
grieved for her son and had neglected herself and her
health feeling that life had very little in store for her
now, oShe said: "I dont!t care what happens, living or dy-
ing, what is the difference". ©She also found herself
more aware of her son's deatihh in the hospitsl where he
had died, so that she had no incentive to make an effort
to learn more about her diabetes.

The patient thought she cculd take her insulin at home
just as effectively as it was given her at the hospital.
She disliked the enemas given at the hospitzl when she
could regulate her constipation more comfortably at home
with laxative pills. Afraid of infection in view of what
had already happened, she wanted her two front teeth pull-
ed. Her right knee caused her considerable pain at night
especially, and this made walking difficult and uncomfort-
able. ©She had become discouraged with the medical staff
because they were unable to ease this pain which to her
ves a far more incapacitating than her disbetes, end for
which she primarily wanted treatment.

It is the writer's opinion that the patient's expec-
tation in treatment and the amount of discomfort which another
illness causes, needs to be understood by the social worker
and the doctor during the treatment period. Then they may,
together, find ways of helping him to understand the basic

importance of diabetic control. It will be noted that the a-

bove-mentioned patient's personal and social problems had
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left her with little interest in helping herself toward bet-
ter health. This case, as well as other illustrations used
jater in this study, indicate that there is always more than
one factor to be considered in understanding why a patient

has not been able to manage good diabetic control.
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CHAPTER V..
Food is Life for the Diabetic

In the treatment of diabetes, the first and basic
adjustment is in the diet which is modified to counterba-
lance the deficiency of insulin. Although the history dates
back to approximately 30 B.C., it was not until Dr. Bouchar-
dat (1806-1886) first suggested undernutrition that any at-
tempt at dietary control was made} In the late nineteenth
century, diets were geared to partial starvation as the a-
mount of carbohydrate given was limited to what the body
could burn, A diabetic patient was a semi-invalid because
the caloric content of his diet was necessarily inadequate.
Vitamins and their importance in diet were not yet known.
Mineral deficiencies were therefore marked because gf the
lack of milk, fresh fruits and vegetables. To=-day it is t
thought that the lack of growth in children of the pre-insu-
lin era and the many complications were due to mineral defi-
ciencies?

¥Vnile each individual has a daily food requirement
for the maintainance of good health, Joslin says that the
diabetic's diet should be not only equal to the diet of a

1 _ 1.M. Rabinovitch, Diabetes Mellitus,(Toronto,
o 1933) p. 2.
- W.D. Sansum, "The Present Treatment of Diabetes
Mellitus", American Dietetic Association Jour-

nal, (May, 1940) pp. 407-415.
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healthy person but superior to it.l He also points out in the
same study that the diet's components of carbohydrate, pro-
tein and fat should be selected from the best of their kind
and that they should be balanced in relation to one another.
These components should provide a full complement of amino-
acids, of salts such as calcium to protect the bones, phospho-
rus vhich helps in the process of calcium metabolism, s well
as iron and vitamins. The diabetic diet should contain more
of eazch specific vitamin than a normal individual needs in or-
der to avoid a condition known as avitaminosis which is a
lack of vitamins essentiel to nutrition and normeal body func-
tioning.

To deteriine the diet, the doctor reduces the carbohy-
drate until there is no sugar in the urine and until the
blood sugar reaches normal levels in proportion to the §a~
tient'!s own sunply of body insulin. Vhen the patient cannot
procduce enough insulin to =2llow for sufficient carbohydrate in-
take, then insulin is given to meake this possible. The main-
tainance requirements have.to be considered as well as the.car-
bohydrate metabolism of the body. The three food constituents,
carbohydrate, protein, and fat, vary for each individual and
are calculated zccording to age, sex, heirht, weight snd a-
mount of activity. It is thought bést for the diabetic to main-
tain himself at slightly below average weight. As much as ten
per cént below the average is within the margin of safety. If
the c<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>