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CHAPTER 1
INTRODUCTION

Tuberculosis® as a disease has meny charascteristies which are common
to most of the ills to whiech humen beings are subject. There sre, however,
certein oharacteristies thet are peculiar to tuberculosis with the potenti=-
ality of exerting demaging influence upon humsn personelity., It must be
conceded thet in any attempt to understand the behaviour of tuberculous
patients, it is unavoideble to give consideration to the emotionel and
psychio components of tuberculosis. Yet, it is in this area that oconfusion
and unfounded genersalizetions exist. For inestance, Jelliffe and Evens?
deseribe the personslity of tuberculous patients es followss

"They are whimsical, heve no sense of resporsibility and often

do not hesitate to spread the infection. The nature of many
adults suffering from elinieal tuberculosis is that of a child,
selfish, self=centered, irritable, easily angered, capricious
with their foed, will eat only what they like, eating irregularly,
and appearing underfed.... Their stromg infentile reactions, ir
that they utterly disregard others, are egotistical, dissatis-
fied and ungrateful.”

The other extreme viewpeint in regard to the tuberculous perscnality
is expressed by Morlend in "The Mind in Tuberole"a, to the effect thet since
many genius have hed tubereulosis, the disease must be & stimulant to
creative capacity,

This confusion and misunderstanding heve arisen from the failure to

distinguish between two different aspects of the disease: one, conceming

Ithis study is concerned with patients suffering from pulmonary
tuberculosis exclusively.

S, E. Jelliffe and E, Evans, "Psychotherapy snd Tuberculosis”,
American Review of luberculosis, Vol. 3, 1919,

A, Morland, "The Kind in Tuberele”, The Lamcet, Vol., I, 1932.
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psychic factors which are present in the etiology of tuberculosis, and the
other, concerning psychic states which develop in the individual from the
very faet that he has tuberculosis,

In considering the first problem mentioned we have to ask such as:
Are the tubercle baeilli sufficient to produce the disease tuberculosis,
or are there emotional end mental strains which together with the tubercle
becillus, constitute the necessary and sufficient factors in the etiology
of tuberoulosis?

It hes been widely accepted that tuberculosis and its treatment
impose meany strains and stresses upon the patient and the family group.
Boiovor. opinion as to the effect of the previous personslity upon the
behaviour of the tuberculous patient hes been somewhat divided,

The treetment of tuberculosis is further complicated by the fact
that the porsonalitj of the patient who becomes ill mey be an unhealthy
one, Resction patterns become exaggerated, and these affect the dewvelop=-
ment and ocourse of the diseass., Some patients develop serious emotional
disturbsnces in response to the illness and in many instances psychiatrie
consultation may be necessary,.

The main objective of this study is to explore the theory thet
tuberculosis alone does not explain the emotionally disturbed bshaviour
of the tuberculous patients, and that the behaviour is also determined
by the character of the patient's personality in the pest. This assump=
tion implies that there are certain individuals who oan withstand the
stresses and strains imposed by the disease and its treatment, while there
are other individuals who, due to emotionally unstable and insecure pre=
tuberculous personelity, break down when they confront the reaslity of the

difficult aituation produced by the disesse,
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lTho writer is interested in this problem from the point of view of a
socieal ceseworker, recognizing that the social worker has a very important
place in the team engaged in the fight sgainst the disease. It is the role
of the caseworker to seek through teamwork with the doctors, nurses end the
other persomnel, to slleviate the patient's personal problems and anxieties
before they become so acute as to cause chronic uncasiness, restlessness,
or discharges against medical adviee that would interfere with the patient’s
chance  of recovery.

Interest in this problem stemmed from the writer's previous expe-
rienceé as & oaseworker in s tuberoculosis hospitel in Puerto EKico, where
tuberculosis is considered to be one of the main public health problemll.
There she realized that in order to do an efficient and conscientious task
in fighting snd controlling the disease, it is indispenssble to understand
the patient's totel personality, his personal problems and conflicts that
enter into and influence his disesase,

In this partieular study the writer has limited herself to the
consideration of the emotional problems of tuberculous patients referred
for psychiatrie treetment, focusing on two main sssumptions:

1= Tuberculosis end its trestment impose a strain upom the

emotional end psychic 1ife of the individual,

2= The tuberculous patient's ability to withstand this strain

depends upon the character of his previcus personality.

In order to test the first assumption the writer gathered informa-
tion from patients and thelr relatives in relation to the following espects:

a= The effeet that tuberoulosis, a ohronic and infectious disease,

had upon the patients.

15ee Appendix, Table I, Page 59
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b= The reactions of the individual to the fact that the diseese
threatens his life while &t the serms time he is considered a
menace to the security of his femily and to the heelth of the
community, at a time when he is in greatest need of moral
support and affsction.

o= The effest the individual's ignorence and erroneous ideas have

upon the patient's final acceptance of his disease and of the
prescribed treatment,

In testing the second nssumrtinn the writer tried to determine how
the previous personality of the patient hes affected his reesction to the
diseese in such & way as to make it necessery to refer him to a ﬁsychintrist.
This will be studied in the light of information from the sample group in
regard to the following espectss

e~ The character of the relationship between the patient and his

family before mnd after the onset of tuberculosis,

b= The character of the reletionship with cther tuberculous patients

previous to his breskdown with tuberculosis.

o~ The patient's attitudes end experiences at his work or at school,

and his reletionship with his fellow workers befores and after his
breakdown with tuberculosis.

Hovever,'this work will not attempt to ewvaluate the role of the case-
worker in the treatment of tuberculous patients, due to the limitetions
encountered in securing adequate sooial casework records for each of the
petients in the sample group.

Fi ftesn selected cuses form the seample group. No limitations were
imposed as teo sex, age and merital stetus. These are cases of tuberculous

patients who heve been discherged from the Royal Fdwerd Laurentian Hospitsl,
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Leurentian Division, but who are still receiving treatment et the Royal
Edwerd Leurentiesn Hospitel, Montreal Division, and who have been referred
for psychiatric treatment during the year March 1, 1950 to February 28,

1951. This period of time was esgreed upon ir order to include patients
referred to the Foysl Edward Leurentisn Hospital Psychiatrie Clinie, which
was started in Jaruery 1951. Before the orgenizetion of thias oliniec the
Royel Edward Leurentian Hospital referred most of the tuberculous patients

* in need of psychiatric services to the Allan Memorial Institute of Peychiatry
and to the Royal Victoria Hospital Out-patient Department Psychistrie Cliric.
Since January 1951, tuberculous patients referred by the doctors and nurses
of the Royel Edwerd Laurentien Hospital for psychiztric treafmmt s 8re seen
in the new psyehiatrie cliniec of the hospital, These three institutions

were used in order to complete the group of fifteen tuberculous patiemnts who
would fall within the criteria desoribed before.

Originally, the writer's 1&6& was to use only patients referred by
the Hoyel Edward Leurentisn Hospital to the Allen Memorial Institute and to
the Royal Victorie Hospitel Psychietrie Clinie during the year March 1, 1950
to Februery 28, 1951. This wes sought to be & good year for it would offer
feirly recent information in relation to sddress, telephone numbers and
paychiatrio evaluation, Only eight cases were aveailable in those settings
that would fit into the criteria., This number of cases was not oomsidered
sizeble enough for the esample group, for it would not give relisble and
sufficient material for the study. At this time it was learned that the
Royal Fdwerd Laurentisn Hospitel had orgenized its psychistrie eliniec teo
serve the tuberculous patients who were referred for psychiatrie treatment.
From this elinic twelve patients were selected, making up a group of

twenty pstients.
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The sample group wae reduced to fifteen patients es followe: One
of the cases did not fit into the criteria set up, inasmuoh es the patient
had never been hospitalized for his tuberculous condition. Two other cases
were excluded because they were French-Canadians and did not understand
English, Two other cases lived out of Montreal and interviews with either
of them or with their relatives could not be arrenged.

Due to the small size of the sample group, this study will therefore
have no statistical value. The findinge and conelusions will concern only
the fifteen ceses studied end no attempt at generalizetions will be made.

Irn gathering the material, both the medieal and the sceial records
from the Allan Memorial Institute, the Royal Victorie Hospital Psychiatrio
Clinic and the Royal Edward Laurentian Hospital, were studied. These records
varied in terms of the emphasis given them and the professionals keeping
. them. The records from the Allen Memorial Institute end the Royal Victoria
Hospital Psyohiatric Clirie kept social histories secured from the patients
end their relatives by a soclal caseworker. These records were rich sources
of information in regard to the patient's relationship with the family and
their personal and family histories. They proved to be very helpful in
corroborating the main assumptions of this study,.

The records from the Roysl Edward Laurentian Hospital included the
physician's annotations end very good histories recorded by the wisiting
nurse of her contacts with the patients ard their families since the patients
first came to the hospital. They included personal end family histories
that were valuable in helping to determine the patient's personelity before
his breaskdown with tuberculosis. They also conatituted written evidence of
the reactions end ettitudes of the patiemts end their families when tuber=

culosis was discovered,
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But these records ealso have limitetions, for they were written by
professionaels who were focusing their own fields of interest. Consequently,
the sociel casework point of view was missing in these records. Another
limitation ettached to this method of ocollecting meteriel is the difficulty
of human beings to write about other human beings and be completely objective.
Their bieses, prejudices end feelings influence the material to be recorded
and the way of writing it,

Another source of secondary material used was the current literature
dealing with the emotional and psychistrie, as well as the social and medical
agpects of tuberounlosis. Through this literature the writer beceme ac-
quainted with meny studies carried out by psychiatrists and phthisiologists
concerning the emotionel problems of tuberculous patients. The most recent
work was finisghed in Englend in 1949, by Dr. Eriec Wittkowerl, and covefs
three years of psychistric research on 785 tubereulous pestients. His con-
clusion is that "it may be safer to sssess & patient's prognosis on the
besis of his personelity snd emotional confliets, than on the basgis of the
ghadow on the film,"

Miss Deborsh Levy2 algso wrote about the emotional prcblems of tuber-
culous patients from the standpoint of the mediecel social worker, dealing
especially with casés labelled as "Non=cooperative™ by the Royal Edward
Laurentian Hospital.,

The mein source of primary material was the patients and their rela-
tives. Interviews with the patients, whenever possible, or with the rela=

tives, followed the study and analysis of the records.

1gric Wittkower, A Pesychiatrist Looks at Tuberculosis, Netionel
Assooistion for the Prevention of luberculosis, London, 1009,

- ®Deborah Levy, "Social end Emotionel Problems in the Treetment of
Tuberculesis”, Unpublished Master's thesis, MeGill University, Montreel,

1949. ]
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Information gethered from these interviews as well as from the medicel
and socisl records, hes both its strengths end limitetions. In seeing the
patients and their relutives it was possible for the writer to got & betfer
picture of the patient and the emotional and physiecel enviromnment in which
he ies eactually living, Om the other hand, the informetion requested concermed
events that happened meny years ego. This is an importent limitation, for
the human mind is liable to forget or distort many of the remections and feel-
ings that were present when the diseese was diagnosed. In securing infor-
mation thet would throw light on the patient's pre~tuberculous personality,
the writer had to be aware of the poseible laek of objectivity due to the
informents*® biases and feelings. It was observed that, even when patients
tried to be as acurate as possible, on eertain ocessions it wes very herd
for them to express their feelings. The discussion of the painful and
difficult situation they had undergone wae very hard and, consequently, the
information gathered may lack objectivity.

Meterial gathered from relatives may also be affected by the neture
of the relationship existing between the patient and the family group at
the time the disease was discovered. The information mey a2lso be colered
by the actual feelings of the informent towerd the pstient and by the
relatives' own attitudes toward the discsse.

Taking into eonsiderstion the limitations end the possible lack of
objectivity in the material thus gathered,'the writer tried to supplement
one source of meterial with the other. She used valuesble clues from the
medical records kept by doctors and nurses who have known the petient since
his breakdown with tuberculceis., She also made use of the social and the
medieal records of the eight patients selected from the Allen Memorial

Institute and the Royal Vietoria Hospital Psychiatrie Clinic. These
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records geve more information about the patients and their families from

the soeial caseworker's viewpoint, since these patients were seen by &

sooial worker at least once. The writer also availed herself of the oppor=-
tunity to use two cases in the sample group whom she had carried as pert

of her ease load while she did her field work at the Allan Memorial Institute
and at the Royal Victoria Hospital Psychiastrie Ciinioc. ©She esnalyzed and
studisd these cases carefully and thus gained & brosder insight and under-
standing of the other sample ceses then would otherwise have been possible.

Combining all these materials and considering both their strengths
end their limitetions, the writer will attempt to explore them to see whether
the assumptions aforementioned have any basie in the facts gathered from the
sample groupe.

The wiriter's original purpose was to interview each one of the pa-
tients in the samplé group. This could not be done for the following
reasons s

Of the fifteen ceses thet finally formed the ssmple group, two
petients were not interviewed beceuse they were just readmitted to the
senstorium, In ome of these cases the writor'askad the patient's sister
for en interview, but this couid not be arranged for she is French spesaking
and does not understant English. In the other case the father and the two
brothers of the patient were working all day and interviews with them eould
not be arranged.

In three cases the mothers of the petients were seen. These patients
were willing to cocperate, but they were working during the whole day.
However, they suggested an interview with their mothers who, they seid,

were 88 good sources of informetion as themselves.
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Ten patients were interviewed and five of them were rlcone in their
homeg during the writer's visit. The other members of the femily were either
working or out of the house at the moment., In only two cases were there
relatives at home when the interviewer called. In one of the cases the
patient's wife purposely stepped out of the room so as to sllow the petient
end the interviewsr a better opportunity to discuss his feeling. In the
other case the mother remeined with the patient during most of the interview,
adveneing frequent corrections to the patient's informetion, It is the
writer's impression thet this patient resented the mother's interference,
and her tenseness and difficulty in expressing herself were obvious during
the interview,

Two other cases were part of the writer's own case loed during her
field worke One of these two cases refused psychiatric treatment on the
ground thet "there was nothing wrong with ker,"

One of the patients under study expressed her desire to see the
writer at the agency where she was doing her practice rather than at home,

The generel respcnse of the patients and their relstives to the
request for an interview was good. Of the thirteen case® =pproached by the
writer, only two hesitated and asked for some explanation.

Cese number tenl associated the writer with the visiting nurse,
whose supervision she resented., The reason for this feeling wes thet the
patient had just moved to & new neighborhood and did not want neighbours
to kmow she had tubsrculosis. It was not until the writer's ;tatua and
her relationship to the Royel Edward Lsurentian Hospitsl were explained,

that she finelly consented to see the writer,

lses Appendix, Pege 103
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In case number five the patient's mother was concerned about her
daughter's raction to the interview, The patient wes working et the time,
but the mother was very willing to cooperate,

The rest of the sample group was willing to see the writer and in
the cases where the relatives were seen, they gave the necessary informastion.
Case number ninel shows this willingness to cooperate on the part of the
relatives; The patient's mother was seen, end at the end of the interview
shs commented, "I have tried to give you all the informetion, although I
think I have been very mean to my daughter, bBut if you are going to help
in & study, there is no use in pretending that everything is fine when it
is not."

The writer wes authorized by the Medical Director of the Royal
Edward Laurentien Hospital to interview each patient, and careful attention
wes given to avoid any emotionel disturbance as a result of the interview,
It was arranged with the staff of the Foyal Edward Laurentien Hospitel that
if any difficult situation were discovered during the contacts with patients
end relatives, they would be asked to discuss it with the visiting nurse
supervising the case. This was done in two cases.

Each case was approsched directly by the writer except for two cases
in which it was done through the nurse. The other interviews were arrangsd
by telephone or through brief contacts with the patisnts when they went to
the FRoyal Edward Leursntien Hospitael for their treatment or X-ray examinetion.
In such brief contaect the patients were reessured of the confidential nature
of the information end & brief explanation was offered as to the identity of

the interviewer, her relationship to the Royal Edward Laurentian Hospitasl sand

1500 Appendix, Page 100
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the purpose of the study. They became aware that evem though this study
might not benefit them, perhaps it ocould be of great assistance im under-
standing end helping other tuberculocus pstiemts. In spite of this exple-
nation two patients wereworried and associated the writer's visit with
"bad mews" from the hospital.

The interviews were conducted im an informal way. The schedulel
formulated served as a guide, but the procedure used was to encoursge the
person to talk about thelr experiences amd feelings. Only when the infor-
mation was vague did the writer intervene by asking questions that would
help out the persom to express his feelings better. In only one case
where it was very difficult for the patient to talk freely and spontaneously
were gquestions asked.

This study was made feasible through the writer's assocliation with
the Psychistrie Clinic of the Royal Vietoria Hospital and with the Allan
Memorial Imstitute where she was doimg her field work. Her relatiomship
with the Royal Edwerd Leurentian Hospital was arranged through the Director
of the School of Social Work of MeGill University. The Royal Edward
Laurentien Hospital was known for many years a8 the Royel Edwerd Institute.
Actually it has two divisions: the Royal Edward Laurentian Hospital,
Montreal Division, whose main function is that of am outdoor elinie for
disgnosis and ambulatory treatment. It aslso includes supervision of homes and
of the patient's families by the visiting murse. The Montresl Divisicn has
approximately 52 beds for surgicel patients.

The Leurentism Division et St. Agathe is the senatorium, with a

capacity of 350 beds.

1See Appendix, Page 121
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This is a priveate institution receiving provincial and Dominion
greants to subsidize its work. The services rendsred are offered to both
Catholie and Protestant, and English and French speaking population.

Recognizing the need of treating both the mind and the diseased lung,
the Royal Edward Laurentisan Hospitél started e psychiatrie elinio for its
patients in January, 1951. This clinic is held two afternoons weekly and
ever& two weeks one of the clinies is held at the Royal Edward Laurentian
Hospital, Laurentian Division,

The Allan Memorisl Institute of Psychiatry is a private, voluntary
hospital. It constitutes the psychiatric department of the Royal Victoria
Hospital, This institution was opened in 194y and is housed in a building
separate from the main hospital. It contains two women's wards and one men's
ward. It also operates & day hospital for out-patients, The bed capmcity
for the hospital is sixty-five beds. In addition, twenty-two patients are
accepted in the day hospital,

It is also & research teaching centre where psychiatrists, psy-
chiatrie nurses and social workers receive training. The clinical staff
consists of psychiatrists, psychologists, nurses and social workers.

‘Referrals are accepted from the psyechiatrio eclinie of the Royal
Victoria Hospitel, pvrivate doctors and community agencies. There are no
restrictions as to religion or race.

Hospitalization is usually for a short term, renging from four to
eight weeks., The patients are mostly neuroties rather than psychotics.
Services are offered to adult patients over sixteen years old.

The psychietriec c¢linic operates as en out=-patient department of the
Royal Victorie Hospital, but is staffed by personnel from the Allan idemorial

Institute. It is run two afternoomsweekly. £As is the case at the Allan
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Memorial Institute, the clinie has no restrictions as to race or religion
and only adult patients over sixteen are admitted.

Referrals are sccepted from other clinies in the hospital, private
doctore and community agencies, Self-referrals are also accepted.

The distribution of the sample group as to the identification data
is very significent and interesting.l

Of the fifteen cases studied, fourteen were referred for psychiatrie
services after the onset of tuberculosis. Only one case was referred for
psychiatric treatment before tuberculosis was detected.

The sources of referrals of patients to the Roysl Edward Laurentian
Hospital are numerocus, es is shown from the following table:

TABLE NUMBER 1

Sources of Referrels of the Sample Group of

Fifteen Cases to the Royal Edward Laurentien Hospital

$ £ $
2 Sources of Referrals ; Number of Patients ,
[ s ]
3 Total 3 15 H
s s s
t Family Doctor 3 3 t
$ s 3
3 Contaot Examinations 3 3 H
s s 3
¢+ Routine Examination at Work 3 3 1
: : 3
s Anti=-tubsreulous League : 2 3
t s s
3 Self-Referral 3 2 3
: s F
¢ Children's Health Agsociation 1 s
s s s
s Allan Memorial Institute 3 1 3

lsee Appendix, Teble IV, Pages 72 & 73
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One of the cases has been suffering from tuberculosis since 193,
The most recent case was referred to the Roysl Edward Leurentian Hospital
in 1950, The average length of the disease for this sample group is
approximately six years and four months.

The group included twelve females of whom seven were married, end
three males of whom two were married.

Thp age range varied from nineteen to forty-three years, an average
of twenty-nine years, Thus, it may be said that it was in the most productive
years of their lives that these patients were suffering from the disecase.

In regard to religion, the sample group included eight Romen Catho-
lies, six Protestents and one Greek Orthodox. The languages spoken by the
petients also suggested diversity of cultural basckgrounds. Ten out of
fifteen were English speaking, Three were French Canadians, one was Polish
and another Russian., These last five patients did speak English, although
with some difficulty.

Two of the fifteen patients were only children in the family, five
petients were the youngest; and in six cases they were the eldest in the
family. One pstient was the second in the line of seven siblings and the
other was the third in a family of five.

Seven of the nine married patients in the semple group had children,
their ages varying from two to twenty-three years. The average number of
children for the group of married patients is 1.2, and for the sample group
N1 7

The educational level of the whole group is not very highs Only one
case went as far as second year of college education. One person attended
school only up to second grade, The average period of schooling for the

group is about seven years.,
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The diagnosis for the tuberculous breakdown is scattered as follows:
Four patients had minimel pulmonery tuberculosis; seven patients had modera=-
tely advenced pulmonary tuberculosis; and four patients had far advenced
pulmonary tuberculosis.

The prognoses were not stated in the medicel records.

Although meny cases presented combined psychiatric features of clear=-
cut conditions, for the convenience of this study they were distributed as
follows according to the-main psychiatrie features shown by the patients:

TABLE NUMBER g2
Distribution of the Fifteen Cases in

Terms of Psychistric Features Shown by the Patients

$ : 3
: Psyohiatric Features , Number of Patients s
£ " SRR o s
3 Total 3 15 H
: : $ t
¢ Depressive Features s 6 :
: s $
t Hysterical Features $ 3 s
: 3 s
¢ Anxiety States $ 3 H
: : s
t+ Obsessive Compulsion $ 2 3
$ s s
¢t Schizoid personality : 1 :

The occupetions of the patients in the sample group previous to their
breskdown were varied. In only one case did the patient work in her job
steadily for over two yeers.

The average femily income for the group wes approximately $4i3 a week
end only two cases did not have any income.at all. Only one patient was a
clerieal worker; the other patients who were working before the tuberculous

breakdown were unskilled laborers.
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The living conditions of the whole group were, in general, fairly
good, They lived in spartment houses with sufficient number of rooms fairly
well furnished., In only one case did the writer find that the apartment was
too small, dark and unfit for the peatient and his wife to live in. In another
case the home was overcrowded and the furniture was inadequate. In but one
case did the family own the house.

In this sample group every patient was known to at least two social
sgencies, Only four patients received financial aid during the illness to
make up for the lack of income to support the family., Each one of the cases
in the sample group applied for Q.P.C.A.l regerding hospitaiization.

The plen to analyze and present the materiel gathered will be as
follows:s The next chapter will discuss the medical aspects of tuberculosis.
This will be a theoretieal chapter dealing with the diagnosis, treatment and
control of the disease. The third chapter will be an analysis of the case
material gathsred, in terms of the stresses and streins imposed by tuber=-
culosis upon the behaviour of the tuberculous petients selected for the sample
group. The influences of the pre-tuberculous personality upon the behaviour
of this small group of patients will constitute the fourth chapter of this
thesis. The last chapter will contain a.aummary and the conclusions obtained

from this study.

1Quebes Publio Charities Aet, passed in 1925. Chapter 189 pro-
vides for care of the hospitalization of the "indigent" person. In divi=-
sion 1, section 3, the Act explains: The word indigent meens any person
treated in & hospitel or admitted to any other public, chariteble establish-
ment recognized as such by the Lieutenant-Governor in Council under the
provision of this Act, or in any hospital, home refuge, creche, sanatorium
or public charitable institution, who cannot either direotly or indirectly
provide for his maintensnce either temporarily or definitely, by himself
or by persons bound to give him support or to care for him and who is
domiciled in the Province of Quebec,



CHAPTER II

MEDI CAL. ASPECTS OF TUBERCULOSIS

Tubersulosis is a social and emotional, as well as a medical problem.
It is absolutely indispensable to understand the medical aspects of tubercu-
loais if we went to help cut the patient in his diffioult situastion. We have
to consider what tuberculosis, with sll its streasea and strains, means to
the individual, if we want to understand the behaviour of the tuberculous
patient. For years, in tuberculosis, the patient was approached just as a
diseased p;.ir of lungs. Fortunately, this attitude has been changing and now
all the personnel involved in the diagnosis, treatment and rehabilitation of
the tuberculous patient are conscious of the fact that we have to think of
the patient as a total peracn. ILittle by little we are coming to realize
that the patient's personality is an important factor in the etiology, course
and prognosis of all chroniec organic illnesses.

In this chapter the writer will present a brief acocount of the history
of tubsrculesis, and a general discussion of its diagnosis, treatment and
prevention.

Tuberculosis differs from most other organic illnesses in that it is
and infections disesss. It constitutes a threat not only to the patient's owmn
life, but to the health and security of his family end of the commnity.
Other factors that should be considered are the superatitions and tasboos that
still surround tubsroulosis. A definite sztigma is attached by ths public to
the sufferer from thes disease.

The natare of tuberculosis is a problem which has concerned mankind
since thousands of years ago. Twanty-five hundred years ago Hippeorates said,
"The spitting of pus follows the spitting of blood, consumption follows the

ipitting of this, and death follows consumption,”
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In the secnd century, Galen suspected the danger of infection and
warned egainst it. In the ninetesenth century Villemin confirmed Galen's
observation by means of inoculation, but it was not until 1882 that Robert
Koch, a German physiclan, proved that something extrinsie to the body, some
kind of parasitic forms were the cauge of tuberculosis. He isolated the
germs and efter many experiments was able to demonstrate that theses isolatad
germs, which he called tubercle bacilli, are capable of reproducing the morbid
process of tuberculosis when they are again introduced into the enimal body.

Since then, coamsiderable progress has been made as to the diagnosis,
treatment and control of tuberculosis; although, if we consider the hours
spent by many investigators, in many laboratories in different countries of
the world, it seems discouraging that there still should be so many gaps and
questions in regard to the development and courss of tuberculosis., This,
howsver, constitutes a challenge to all those interested in deing further
research in this area.

Tuberculosis has been long known by o‘i:har nemsas, such as phthisis,
consumption eand emaclation, and "wasting® was considered to be what today we
know a8 pulmonary tuberculesis. It is this aspsct of the dissass that we are
to eonsider in this work, for it is the one which presents the most serious
medical, emotional and social problems. This is clearly indicated in Table II1
referring to deaths and death rates for tﬁbemulosil (all forms) in Canada
for years 1945-1947,

Men may be infected with the tubercle bacillus by both human and bovine
bacilli, but the chief scurce of infection is.fron an individual with tubercu-

losie in the open stage. The articles in the environment of the patient and

1500 Appendix, Page 70



the air in which bacilli are found are the prineipal sources of first
infection in man. The routes by which the bacilli enter the body are
mltiple., They may enter by inspired air, food, swallowed saliva and in
very rare 1ﬁatanool s through skin wounds.

Tuberculosis has different phasea produced by the seme micro-
organism but under different immunologic condition. The primary complex or
first infection may be caused by the invasion of a few bacilli in the nom-
immine host and the process is normally without symptons.

An extension of this primary complex or the invasion of baeilli
from an exogenous ascurce may result in re-infection or active disease.

Usually, but not necessarily always, primary infection takes place
during childhood eand its spontaneous healing should be a most important
factor in the prevention of tuberculosis. Therse is general agreement that
prmti:cally one hundred percent of children who associate intimately with
tuberculous patients for sny considerable period of time reast to tuberoulin,.
But the percentage of infection does not mesn tuberculous disease. In only
a small number of those infected is the disease presant or imminent,

The primary infection is usually found in the lung, and it rarely
produces symptoms. However, as mentioned above, it may extend and cause active
disease. It usually runs the complete course from infection to healing
without being of clinical or social significance, but it establishes a
specific defensze against reinfection ,or secondary tuberculosis, Only when
the number of bacilli causinz reinfection is umsually large and whea
conditions of the body .aro favourable to their implantation, iz the reaction
dengerous.

Reinfection means any infsction of the tissues after the immunity

machasism has been established by the primary infestiom.
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The reinfection type of tuberculosis in & naturally immne person
requires that the invading bacilli be present in quite large numbers or that
they find particularly favorable conditions ofi the part of the hoat. How
large or how favourable is yst to be known, Years may pass between the first
infection and the time when the disease meskes itself known by symptoms re-

cognized by the patient or his famlly.

Exhauastive influences such as those resulting from a disease, pregnacy,
changes caused by malmutrition, 1iving under unhygienlc conditions, excess of
various kinds, worry and the tiredness of overwork, bring sbout changes in the
resistance of the body to the invasion of the bacllli, and make conditions
favoursble for the development of the diasease.

"Under conditions in which the defensive forces of the host ere
depressed, fewer bacilli ere required to produce infection than
during conditions of normal health, and the resulting infectiom
spresds more rapidly. As s particular convineing illustratien

of the effect of stresses one needs only te cite the effect cof
World War I on tuberculosis. According to Dublin, the death rate
in certain Germsn cities was 157 per 1C0,000 in 1513, but rose
to 287 in 1818, In Wersaw the death reste rose to 1,400 per
100,000 in 1918, With imprcved conditions such as were established
after the war, better food, less mertal, emotional and physical
strein; and e return tc normel living, the death rate agein de-
e¢lined to about the prewar rate."l

The clinicel history of the acute type of tuberculesis is that &f =

sudden onset, often with symptoms of a cold or bronchitis. Smsll lesions
may produce no symptoms, but if the lesion ie large it may be accompani ed
by fever, tiredness, lose of strength, night sweats, lose of appetite and
weight, cough end expectoration and sometimes hemoptysis,

The wide variety of symptoms sccompaning tuberculcsis may simulate
other illnesses. Not infrequently it has been confused with colds, bronchitis,

pneumonie, nervous breskdown, gestrointestinal disorders, melerie end laryneitis.

1Franci.t Karion Pottenger, M.Ds; Tuberculesis, St. Louis, The C.
v. Mmley GO.. lgﬁl



Another type of tuberculosis has a slow and insidious onset and the
disease may be quite extensive before symptoms recognized by the patient
appear. In these cases the diagnosis is usually made during routine examin-
ation, The patient usually lives and works for years before the disease is
recognized and before the patient knows he is ill.

The presence of the tubercle bacilus in the sputum and a combination
of some of the symptoms will direct the doctor's attention to the lungs and
make the diagnosis of pulmonary tuberculesis fairly certain.

The first step in the diagnosis of tuberculosis is the tuberculin
skin test., If this is positive, further investigation is necessary and
usually an X-Ray of the chest is made.

In 1895, Wilhelm Conrad Roentgzen discovered the X-rays which was to
revolutionize diagnosis in many fields of medicine. It is unquestionably
the greatest diagnostic aid we have in tuberculosis aside from sputum
examination. However, a differential diagnosis of tuberoulosis ceannot be
reached without & clinical history, physical examinaticn, laboratory methods
and X-ray examination of the lungs.

Lesions heal by preventing the multiplication of bacilli, destroy-
ing or encapsulating those in the tissues, and repairing the damage done to
the organism. There are two chief reasons why lesions may fail to heal.

One is that the lesion may be so located that local factors interfere; the
other, the person's unresponsiveness with a defense adequate to meet the
situation created by the infecting germ.

In the same measure as our interest in tuberculosis and our success
in its treatment has our understanding broadensd. It has become more and imore

evident that the dmnéstio, social, economic and emotional problems of the
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patient are of the utmost importance in cure. The trestment of tuberculosis
hes become a duel ome. It has been found necessary not only to treat the
dizease but to treat the personality of the individuel as well, so a&s to
meke it helpful rather than hermmful. Even those methods of treetment which
are directed almost exolusively toward the disease process depend upom the
condition of the patient's mind. Another determining factor in the trest-
ment of tuberculous patients is the psychology of the physician. M. F.
Pottongerl describes this thuss
"inlese he is interested in human beings =2nd their problems,
unless he is sympathetioc with the disappointments, sscrifices
and strugcles that the patients are required to make, he can-
not aid his patients to the fullest extent; for their greatest
preblem is often that of developing a proper psychologic atti-
tude in the fece of uncertasinties of trestment and the disep-
pointments attendent upon the necessity from a withdrawal for
an uncertain time from the active duties of life. Many of the
most seriocus difficulties are those of a domestic, economic
and social nature, and unless these cen be sclved recovery will
be retarded and may be prevented."
One of the questions that must immediately be decided when active
tuberculosis is diagnosed is where and how shall the patient be treated. A
few decades ago the treatment of pulmonary tuberculosis was relatively
simple. The accepted routine consisted of rest in bed, fresh air, 1ight,
sunshine and plenty of food. Minimal cases did well with this routine
but not the advaenced cases. Today, in order to plan a more adequete treat-
ment, the physician has to determine if the cese is minimal, moderately
advanced or far advenced, whether it is acute or chronie, unilateral or
bileteral. Theres must be a choice between home treatment and sanatorial
treatment. If sanatorial treatment is recommended, there must be a choice

between routine menagement end surgicel collapse. To carry on treatment

of tuberculosis is not an easy task any mcre. It requires knowledge, skill

11vid, Page 51
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patience and tect on the part of the physieian, and confidence, loyalty and
determination to get well on the part of the petient.

Bed rest is still the fundamental treatment for pulmonary tuber-
culosis. All other forms of treatment are aids to this fundamental prinei=-
ple. This does not mean physical rest only. The adjustment of the patient
to his disease and to his social, economic and domestic problems is a
necessary part of his rest treatment.

There is no special diet for the treatment of tuberculosis, but
an sdeguate well-talanced diet may be considered one of the impertant
factors in the treaiment of tuberculosis. The purpose then, is to furmish
a dynamic diet in sufficient quentities so thaet the patient's defensive
forces will bte raised to the highest points possible,

Any measure which improves the patient's physioclogic response,
whether it be food, rest, exsrcise, open sir, sunlight, a proper psycholegy,
etc., meets the first goal in trestment, that is, aids the patient in
developing a natural and specific defense. The second aim in the trestment
of tuberculosis is to bring ebout favorsble mechénical conditions for
hesling to take place. As the diseasse extends, the volume of the lungs
diminishes. The pulmonery tissues go through great tension in order to
f111 the intrathoracic space, and this interferes with cavity closure and
hesling. Lessening the space by compression measures which put the lung
at rest has become one of the most ocutstanding procedures in the treatment
of tuberculosis,

Collapse therapy is not a cure for tuberculosis but a remedy for
compliceting mechanical conditions which interfere with recovery.

Pneumothorax is the most commonrly used form of collapsed therapy.
It consists in the introduction of air into the pleural savity in order to

restrict the movement of the diseased lung.



-29-&

Sometimes adhesions prevent a proper collapse of the lung and then
a pneumolysis, that is, the cutting of the adhesions is necessary.

I# the disesase is in the lower part of ths lung and pneumothorax
has not been successful, a phrenectomy is practiced. The aim ié to paralyze
the diaphragm by crushing or removing a long ssction of the phremis nerve.
When the diaphragm is paralyzed, if rises and so the pull of the collspsed
lung is removed.

Pneumopsritoneum is sometimes established to increase the rise of
the diephragm. It consists of injecting air into the peritoneal cavity.

A more serious measure of collapse, because of its irreversibility,
is thoracoplasty. It involves the removal of the ribs so as to allow the
chest wall to fall in and hold the affected lung in collapse. The number
of ribs as well as the length of each rib that is removed is according to
the needs of each particular case. When more than one or two ribs are
removed the operation is dons in stages.

Furthermore some cases need a lobectomy or a pneumonectomy. Thay
consist of the removal of s section of a lung and amputation of the lung,
respectively.

Medicinal treatment thet would cure tuberculesis has not besn dis-
covered yet. There is no specific drug for curing the disease, although
streptomycin has given some enouragement. It stops the multiplication of
bacilli, but does not destroy them., If the patient's own resistance is
su‘ficient to destroy the bacilli in the tissues, cure results sfter treat-

ment with streptomycins if not, after a temporary checking £he disease
continuez to develop.

Rehabilitation is another cornerstone im the treatment of the

individual suffereing from tuberculosis. It should start f rom the day the



diagnosis is made end continue until the patient is again established as a
gself supporting individuel in the commmity. This is the responsibility of
the doctor, nurse, social worker, occupational therapist and all the other
prof essional personnel whose goal is the re-establishment of ths individual
in a normal existence.

All the factors discussed above are of necessity to be considered
in planning the treatment of tuberculous patients. Tais is ths task of the
doctor and the patient with the help of all other persomns eoncerned with the
problems, throagh joint consultation, plamning and effort.

Prevention of tuberculosis has been the aim of a large number of
surveys and campaigns throughout the world. Since 1882, when the causative
agent of tuberculosis was discovered, the idea of prevention and control
became one of the most important aspects im the fight against tuberculosis.

In outlinimg a program for the prevention of tuberculosis we nsed
the co-operation end the combined effort of all official and voluntery
organizations in the community. Special attention should be given to the
education of the patient, his famly and to the whole commuity, but always
preventing the creation of the harmful state of phthisiophobia, that may
be brought sbout by carelessly over-emphasizing the infectiocus aspect of
tuberculosis,

The aims of the public health program are, first, to prevent that
those not already infected become infected, and second, to prsvent those
with active cliniecal disease from dying snd from spreading it to others, and
finally, tc bring about the maximum recovery.

Besides educational campaigns fooused towaerd the outcasting of

superatitions about misconceptions that interfsre with the public health
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program, it is absolutely necessary, if we are to succeed in the fight against
tuberculosis, to have available all the facilities for an early diagnosis
and en adequete treatment of all cases., B, C. G. vaccination of newbora
bebies is enother measure thet might become an important tool in fighting
tuberculosis. This hope is expressed by Dr. Pottengerl when she sayss
"Vaccination hes an immunological basis, It is logical. It is
harmless, It is effective. It is now time that the B.C.G, be used
in the protection of the exposed the same as mass tuberculin
testing and mass X-raying are used in finding the infected."
Community organization and social ection should be directed toward
getting special eid in improving nutrition and housing and securing more
hygienic living for the people and making available early diagnosis and
treatment and sanatoriums, to offer institutional care for all the patients
in need of it.
| Resistance to diagnosis and treatment is one of the most difficult
problems with which doctors, nurses, and social workers must deal. Some
patients who refuse hospitalization and who refuse to observe reasonable
precautions threatem the lives of others. Through education given by the
nurse and casswork treatment offered by the social worker many pa.ti;anta
finally accept diagnosis and treatment. However, for the sake of the com=
mnity the Philadelphia Health Departmentahaa evolved & plan of court
commi tment for such cases in one of the tuberculosis hospitals maintained
by the Health Department. During 1948, eighty-four patients were hospita-

1ized under this plan. This is = problem in the treatment of a disease

in which psychological end emotional factors play a very important role.

bid. Papge 596

2Rmssml E. Teague, "Study of Tuberculosis Control in Philadelphia",
Publie Health Reports, March 3, 1950.
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The Provinciesl Health Regulations in the Province of Quebec prohibit
tuberculous patients with active disease from being food handlers. They are
not allowed to be employed when having active disease whers the air is or
becomes loaded with injurious dust. No law exists, however, to enforce
hospitali zation when medical authorities consider it to be necessary and
when such treatment is not voluntarily eccepted by the patient.

Summing up, it can be said that since Koch's famous discovery of
ths etiology of tuberculosis, long strides have been made toward 1.:ha
wiping out of tuberculosis. As shown in tebles (II) and (111),1 the average
rate of cases of infection and deaths from tuberculosis in the United
States, Canada and the rest of the civilized world has been contimiously
declining. But, still there is a long distance to go before the fight
against tuberculosis is over. In order to attain ocur goal of controlling
the disease, the Health Department, the Senatorium, social agencies,
tubereulosis associations and all official and fdluntary organizations in
the community, should get together in a joint, planned effort to make of
the whole progrem of prevention a unified, total process.

The next chapter will deal with the assumption that tuberculosis
and its treatment impose a strain upon the emotional and psychic 1life of

the individual.

1See Appendix, Peges 70 & 71
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CHAPTER III
STRESSES AND STRAINS IMPOSED BY TUBERCULOSIS AND ITS

TREATMENT UPON THE LIFE OF THE INDIVIDUAL

There cen be no doubt that the emotional reaction to tuberculosis is
usually very severe. The development of this disease operates as & psycholo=
gical erisis in the life of the individusl, even those individusls deemed
"well adjusted” or "well balanced"”.

From the very moment the diagnosis is given, the patient is submitted
to a severe crisis of emotional stress. However, these patients differ from
the majority of the psychiatric cases in that they have to face e difficult
reality situetion at a time when they are physically ill. The loss of
earning capacity, the physical illness itself, the treatment it entails, and
the constent fear and danger of relapse are some of the difficulties af=-
fecting the emotional, social end economic life of the tuberculous patient.

In this chapter the writer will discuss the reactions of the pa=-
tients in the sample group to diagnosis, and the different stages of treat=
ments hospitalization, and the specialized therapy of collapse, including
surgery. The effect of the patient's personality prior to his illness
upon the behaviour of the tuberculous individual, will be discussed in the
following chapter.

The diagnosis is the initial psychological shock the person receives,
The reactions of the individuals in the sample group were intense and diverse.
They reected to it with their emotions and their intelligence, thet is, with
the whole of their personalities.

Inevitably, the diagnosis of tuberculosis implies thet the patient
will heve to face & prolonged confinement. Reluctence to accept this is

coupled with financial worries and anxieties concerning the family.
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None of the patients in the semple group openly expressed the feear
of death, Case number two, however, exhibited & very superficial cheerful=-
ness which could be interpreted as a mechanism to cover her tenseness and
her fears. She would discuss her digesse laughingly and comment that "her
tubereculosis was a special one beceuse it was in her blcod and in all parts
of her body."

Due to these real fectors a complete acceptance and adjustment to
the diseese and its treatment is gquite rare. In the cases studied, the
response to the diagnosis veried from cheerfulness to marked depression and
were deseribed by the patients as followas -

Five of the fifteen cases in the semple group stated they felt
"unheppy”, "misersble" and terribly depressed. Case number nine illustrates
this type of resction beautifully:

Migs A, is a young attrective girl, 17 years old, When tuber=
culosis was discovered she felt misersble. She wes working and
wag planning to get married soon.

The diagnosis wes given to her at the Royesl Fdward Laurentian
Hospital where she was referred by her family doetor. Her
mother who hed suspected that it was tuberoulosis had prepared
her for the diagnosis. Nevertheless, the daughter felt it was

8 terrible shook and considered it the end of everything. She
felt very unheppy and eried for days. Immediate hospitalisstion
was recommended, but she had to weit for & bed. During that
period she became moody and irritsble. At times she would refuse
rest, at other times she would simply lie in bed for days without
talking or doing anything.

After a month the ocavity in her lung inecreased in size end the
patient had to be admitted to the sanatorium as an emergeney.
She was hospitalized for 18 months and was then discharged, but
hed to eontinue pneumothorax at the Montreal Division,

Two of the patients studied stated they could not believe they were
i11, It oeme se & shook and they needed time to sccept it., Demiel wes
used es & defense beceause of their inability to acecept the faet of their

illness, Cease number 1% shows this resction:
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This is a single women, )2 years old, who had been in charge of
her femily since she waeg very young. At the time the diagnosis
was given she was housekeeping for her father end her two un=-
married brothers, She refused to give up her duties or to reelize
that she was ill. As her lung econdition was becoming worse and
she would not consider hospitalization, she was referred to a
peychiatrist. After a while the patient agreed to let another
person oare for her femily end she is now hospitalized at St.
Agathe.

Another type of reaction was shown by two cases who received the
diegnoeis almost gladly. Cese number 1 is a good example., When informed
thet she had tuberculosis, she said: ™I em glad, now I can rest."

Three patients took the diagnosis quietly without any expression
of feeling. They were apperently resigned with their fate and did not
complain, Cagse number 8 shows this kind of resction.

This is the case of & single men, 31 years old, He was 18 when
tuberoculosis developed. Hospitalization was considered urgent,
The patient accepted it quietly and did not show any feeling
whatsoever,

Before his breakdown he had shown some symptoms of abnormal
behaviour, such as exposing himself and peeping into bedrooms
at night. On one occésion he wes caught by the police eand
punished. The patient oonsidered tuberculosis wes & punish=
ment for his behaviour and accepted it without complaint.

After four yeers in hospital he was discharged for violeting
the rules of the institution. Now he is at home, living with
his mother and sister, He takes very good oare of himself
and never misses & treatment at the Royal Edwerd Laurentian
Hospital, His abnermel sexual behsviour has continued, but
when he was referred for psychiatrie treatmemt for this, he
refused to discuss his sexual problems with t he doetor.

One patient refused to comment on how she felt when the tubere

oulosis was diegnosed. She explainmed that this had happened meny years ago

and she did not want to remember the past.

Two cases said the shock of the diagnosis left them confused and

terribly worried, This reeection is illustrated by case number 2,
Thie is a young and attractive woman, who was 23 years old

when the disease was diegnosed, She had been married for a
year and had just had & baby. She was so confused that she
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now says she eannot remember what really heppened, thet "the
only thing T had in my mind was that I had tuberculosis and that
I had to leeve my husband and my baby."

Wittkowerl in one of the most exhaustive studies made sbout tubers
culous patients in English sensatoria, points out the severe initial shock
which follows reception of the diagnosis. He seys it is usually accompe=-
nied by diemay end horror. After this follows certain patterns of emotional
reaction including resignation, indifference, depression, snxiety, defiance,
cheerfulness, resentment or apathy.

Dr. Jules V, Coleman® also describes the resetions of different
petients to the diegnosis of tuberculosis. He says:

"The dreaded word tuberculosis may produce a psyochologic blac=
out in which the patient is incapable of understanding or even
hearing anything that follows. Various reactions are then
noticed, Sometimes there is & dull apathy thet persists for
weeks or months. A more active response with more expression
of feelings, weeping or agitation may be safer than a walking
out reaction. Blustering denial of the serious significance
of the iliness is often more serious and diffieult to handle,
and inoaloulable physiecal destruction and breakdown of person=
elity mey ensue before fuller awareness is reeched, Still
other patiente respond to explenations with enger and rejection
which may be a way of fighting off feelings of guilt."

The reactions to the diagnosis of four of the patients in the sampleA
group were influenced by their preconceived ideas sbout tuberculosis, which
has at times been assoeiated with "dirt", "bugs", "worms"™ and "holes in the
lungs.”

Case number 1 is a very good illustration of this assocliation of

tuberculosis with "dirt" and "bugs™s

1w ttkower, op. cit.

2Jules V. Coleman » Hurst and Hombein, "Psychiatrio Contribution to
care of Tuberculous Patientz,” Journal of Amerioan Medical Association,

Vol. 135, pp 699, 1947,
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The patient is a nice looking girl, 19 years old., Her first
oontract with tuberculosis was at the ege of ten, when she hed
to keep bed rest for three months. When she went back to school
she felt that she no longer had a place among the girls in her
grade, end this feeling of difference was greatly increased when
on her return the nurse found she had head lice and so told the
girl in front of the olass. The other students started calling
her names related to tuberculosis, "bugs" and "dirt."

Four years later, when she was in school, she suddenly had the
feeling that her head and her face were all full of bugs. She
knew she did not have lice, but she had the itohiness snd the
sensation of lice in her scalp. She became very nervous and
anxious and stopped eeting and resting. Consequently, she had
her second breakdown with tuberculosis and was hospitalized.
While in the hospital her symptoms became mocentunted and she
was referred for psychiatrie treatment. For a long time the
petient assooiated tubereulosis with "dirt™ end "bugs”.

Other groups of patients associated tuberculosisz with lomg years
of forced idleness and with the possibility that they might never return
to full working capacity.

Misconceptions acquired from parents about the disease are of great
importanee in the ultimate acceptance of tuberculosis and its treatment.
As Holland Hudson! explains, "each ome of us began life as & child and each
of us is influenced throughout our lives by the parents, brothers and sisters
with whom we grew up.”

Case number 6 showed this clearlys

This is & young girl whose father has for years suffered from
tuberculosis, but has always denied the disease., Three of the
saven children in the femily developed tuberculosis and he
persists in taunting them "You are consumptive.” This patient
received the diagnosis with greet anxiety followed by a severe
depression,

Case number 8 showed how tuberculosis was considered a stigma,

something to be ashamed of, In discussing the possible source of infection,

Mrs, S5, explained that she ocould not understand how her son developed

lHolland Hudsom, "The Role of the Femily in the Control of Tuber=-
culoeis”, American Review of Tuberculosis, Vol 57, pp. 519=527.
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tuberculosis. She saids "My hushand oeme from & very nice femily and my
family was very good too. There has never been tuberculosis in either
of them,”

Four other patients confessed to having been absolutely ignorant of
what tuberculosis and its treatment was, when it was first disgnosed.

The rest of the patients had some lmowledge of the disease through
contacts with friends and relatives who suffered from it, In some of these
cases jdentification with & relative who had died after many years of
suffering was the cause of very disturbing symptoms, Case number 13 re=
fused to accept her illness wntil psychiatric treatment was offered. The
patient's previous contaot with the disesse was through her mother whom she
had nursed mtil the latter was admitted to the sanatorium. One month after
admission the mother had died.

E. @, Seltzer! desoribes these attitudes of patients end their femie
lies to the disease as followsg

"In spite of long years of public health education there are
still many who are totally ignorant of the facta concerming this
diseasze, or who are influenced by superstition, Meny attitudes
toward the disease and many of the patients' own feelings about
it spring from attitudes that are prewalent in our culture.
Large groups in the conmunity still consider tuberculosis of which
to be ashemed, a taboo, It belomgs to the group of illnesses
which still carry stigma, such as mental and venereel disemses.
Tuberculosis seems to be linked with ideas of weakness, it
suggests to some poor heredity, to others lack of cleanliness,
To many it represzents & failure to live up to the generally
admi red standard of health and strength, and this, in our
eulture is wnforgiveable,"

In the treatment of tuberculosis a fundemental eonflict exists
between the need of the community to protect itself from the denger of

infection, and the personsl need of the patient for a great deal of

1g.5, Seltzer, "Personal Problems in Treatment of Tubereulosis,”
American Review of Tuberculosis, Vol. L9, 194k, p. 561.
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attention, eccsptence and uwnderstanding amd the wermest possible support
from reletives and trienda.. The patient oftem resents th; slightest sign
of rejection and usuelly coneiders the precautions taken as sings of fear
of the disease, or else of rejection of himself, The following case
illustrates this confliot:

Case number 5 ie the oasse of & young, well educated woman., As
soon as tuberoulosis weas deteoted, the patient felt rejeoted.
Before the onset of tuberculosis she had worked to help her
husband through college. She held the ssme job for over two
yoars and had received seversl promotioms. However, when the
disease was discovered she was"discharged at once"”, Her husband,
who together with the wife was living with her parents, left the
house end is now living with his own parents. He visita his
wife occasionally. The patienmt feels she "gets on her father's
nerves®™ and that her mother resents the responsibility of taking
eare of her. The mother's attitude is thet the patient "takes
out her frustration on me, but I can teke it,"

Another good exsmple of this feeling of rejection iz shown in case
number 12,

The petient is a young married womsn, who had three children.
While she was pregnant of her youngest child, her husband
deserted her. After the child's birth the patient developed
tubereulosis. Three months later her baby died, and as ‘she

was unable to take care of the other two children, they were
placed in snother home. The patient then felt terribly lomely
end finally went to live with a married sister. The patient
wog not econtributing financially and soon felt that her presence
in the home was & ocause of disoord between her sister and her
sister's husbend, After a short time her sister also developed
tuberoulosis, and things beceme so diffioult for the patient
that she left the home and went to live with & married man.
Her sister called her umgrateful and stated that the patient
was "mentally lost."” She did not oare about her children

or about her health, Soon she begem to feel terribly ill

and ceme back to her sister's home despite her feeling that

she was not wanted there. She asked for sdmission to the
hospitel and finally was admitted. She is now receiving
peychiatric treatment in the sanatorium.

The seoond traumetic psychological experience comes when a patient
learns that he has to be hospitalized. In every case in the sample group

the medieal recommendations included institutional eare, Some of the
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cases had to wait for beds. Others were hospitalized at once, In these cases
the patients felt they were hospitelized in corder to prevent the spread of
the disease to their families and the commumity. Two cases were hospitalized
as emergencies. In only three cases did the patients feel thet the hospi=-
talization was recommended primarily for théir own benefit.

Hospitalizaetion means removal of the patient from the home for a
long peried of time. In twelve of the cases this recammendation was given
at the same time es the diagnosis. Two patients refused to accept it,
Hospitalization was readily accepted by tem patients. The other three
otses were adviced to rest at home, but eventually they too were hospi-
talized.

Of the seven patients who left the hospital sgainst medical advice,
four were readmitted later. Of these four, two patients were subsequently
discharged upon medical consent, The other two were dismissed from ths
hospital for diseiplinary reasons.

Eight of the patiemts in the semple group were discharged as improved
and with medical consent, Of these, four had & relepse end had to be re=-
admitted, Two of these left esgainst medical advice; the other two stayed in
the hospital until discharged for the second time.

Summarizing, of the fifteen ocases studied we found that eleven left
ths hospital apeinst medical advice sometime auring the course of the disesse.

The general opinion of the group of patients who were readmitted was
thet it was herder for them tc mocept hospitalization the second time that it
hed been the first time. The following case illustretes this points

Case number 2 is & young merried women with a boy four yeers old,
Tuberculosis was diegnosed after the birth of her child, Soon
after his birth the baby wee admitted to the B,C.G, Clinie and the
petient was hospitalized at the Royal Edwérd Laurentian Hospital,

Laurentian Division. After two months in the hospital she left
against medicel advice, For four years she remeained at home
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attending the FRoyal Edward Laurentian Hospital , Montreal Divisicnm,
and doing fairly well, However, recently her sputum agein turned
positive. The doctor's advice wes for her to go bmek to the hospi=-
tal for six months. The patient expleained that she felt desperate
end immedistely refused to follow the doctor's suggestion. She
eried bitterly for four days. The patient saw her doctor et the
clinie recentlys and while discussing her hospitalization, she told
him: ™ £ you give me & written statement saying that it would be
only six months end that afterwards I will be ell right egain, I
will go to the Sanetorium.”

Of the ceses who left the hospitel against medicel advice six steted
that they were restless and anxious end that they believed they would be
much better at home. Three cases believed the hospitel was not doing any=
thing for them. They compleined about the meals snd the medical care. Two
other patients were discherged for violeting the institution's regulations.

Hospitelizetion #lso meens giving up the priveoy and comfort which
some of the patients enjoy in their homes. Case number 10, & women L3 years
old, a very unstable and narcissistio person, resented being in a ward with
other petients., It was very difficult for her to eat her meals when she was
sorrounded by sc many petients who were coughing end spitting. She wes alaso
very disturbed by the petients who were dying and who seemed to her to be
just "skin and bones” after many yeers of suffering. This petiemt left the
hospital egainst mediocal advice and is very hostile towards nurses, doctors
end hospitals,

The positive and negative effect of the fellow patientz in & hospi-
tel is snother very importent fector in the finel adjustment of the patient
to this new way of living. For instance, case number 15 refused surgery
because she saw a man die after en operetion similar to the one recommended
her by her dootor. When she was told thet she needed the operetion, she
beceme very upset and cried bitterly., She eteted thet during the first weeks

of her hospitelizetion she beceme very confused end upset from listeming to
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the other patiemts' comversations. She explained, "all you heer is about
tuberculosis and treatment. Some of the information is correct, but most of
the time they give wromg concepts about the disease.”

Tuberculosis is & long-range adversery which inevitably brings dif-
ficulties and worries. The realtionship between husbend and wife, paremts
end children, employer and employee, etc,, are usutlly affected by tuber=
culosis smd its treatment.

Of the fifteen patients studied, ten had to leave their jobs as a
result of the dimgnosis and treetment of the disesse. After their discherge
from the hospital the general wrge was to look for different employments.
Some of the patients did not want to return to their fommer jobs because they
felt that everybody kmew they hed had tubereulesis end their former fellow
employees would always be looking at them as tuberoulous patients. Others
believed thet their employer would not take them back. They showed great
fear of further rejection, as the following instence indicatess

Case number 7 is now authorized to do four hours of sedentary
work. She is & young, attractive women who feels she should
work in order tc help finencially as her husbend's income is
inedequate tc meet the family needs. She will not eonsider
golng back to her former job, as she is sure her employer would
not take her back beceause she had tuberculosgis. She would
rather do herder work elsewhere than return tc her previous
work,

In the sample group relationships between husbands snd wives were
also affected by the disesse., In six cases the reletionship beceme very
strained and in two cases legal separation followed the diagnosis of tuber=
culosis in one of the parties to the marriege, Casze number two expressed
the opinion that the sanetorium is gocd for wnmerried patiemts, but that
married women should be with their husbends. She believed thet her husband

was wonderful, but during the short time she spent in the senatorium, she
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heerd of so many husbends who were going around with other women while their
wives were in the hospital, that she eould not bear to stay in the hespital.
She wes afreid her husband would do the seme thing.

Cese. number 3 further illustrates the difficulties in maritel rela=
tions accentusted by the disease:

This is the case of a male patient, 28 years old. He married
when he wes very young and went to live with his wiis's parents.
He never felt he wes the head of the family, Four years after
his marrisge he developed tuberculosis, and whem hospitalization
wae recommended, he accepted it immediately. While in the hospi-
tal, he fell in love with emother patient, This brought on
diffioulties with his wife, but when the patient was discharged
for breaking the rules of the institution, he went back to her
because he had nowhere else to go. The difficulties continued
and each one mscused the other of going out with a different
partner. The wife was working and the patient hed to stay in
bed all day, depending on her for all his needs. He beceme
very anxious and finslly they were both referred for psyechiatrie
treetment in the hope of improving their relationship.

Two of the patients in the sample group wers adolescents when they
were admitted to the hospital, While in the hospital, they beceme more
independent and felt ambivalent toward their parents and towarde the pro-
blems of sex and eccupatione. In one case the patient refused to go back
to her mother. She is now living with a sister and hes made arrangements
to study in order to become independent as soon &s possible., The other
case went baeck to her home, but she would not permit anyone to interfere
with her sctivities., The patient's mother states that she ocarnot handle
her anylonger and hes decided tc let her do es she pleases, as thie im the
only way to keep peace in the home.

Case number 10 is en excellent exsmple of the effect of tuberculosis
upon the relationship between mother and childs

Seven monthes before the patient's breekdown with tuberculosis,
her son, who was seven years old, returnmed home from the hospi=-
tal where he had been hospitalized for meny months with infantile
peralysis. The patient continued her son's treatment at home
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end soon became very restless and nervous, and tuberoulosis
developed. The patient wes then hospitalized for 18 months,
and when she returmed home, the child would not obey her and
she declared herself unzblse to handle him, He snapped at her
and became very rude and harsh towards her. When the petient
oomplained ebout her health he would ecomment "that is ell I
hear in this houses I em tired, I am siok" and them he would
welk out leaving her orying. The patient was wvery upset by
her son's behaviour and commented that the only thing & person
needs to be happy is not to have children, She wents him to
go to oamp and told him "You are going to cemps I have to
rest from you for at least one month.”

We will now turn to enother aspect of treatment whiech may be consid=
ered another treaumatic psychological experience in the lives of the tuber=
culcus patients., Besides the emotional shock ocaused at first by the diage
nosis of the disease, and secondly, by the separatiom of the patient from
his family and friends, the patient must have a third disturbing experience
in aecepting the specialized treatment for the ocollapse of the diseased lung.

Of the fifteen cases in the semple group, eight patiemts were having
pnewmothorax end two were having pneumoperitoneum. Two other patients were
on striot bed rest. One had a phrenectomy and five hed thoracoplasty. Three
patients had hed both poneumothorax and thoracoplasty.

The reaction of the patients to pneumothorax was dependent on their
previous Imowledge of this therapeutic procedure. Case number 7 was terri=
fied when the doctor recommended pneumothorfax. A very good friend of her
mother's had died as a result of a certain compliocetion produced by the
pneumothorax. Her femily wes therefore opposed to the patient's having it
and, consequently, she refused treatment for & long time, It wes not wmtil
ehe saw what pneumothorax was doing for other patients that she amccepted
it, She commented "now I em very glad I did accept it."

Ceze number 3 was very impressed by the comments of other patients

in the hospitel regarding pneumothorax, He was afraid of the needle and of

the complicetions. In spite of dcetors and nurses' interpretations, he
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consistently refused to aceept it, Finally he accepted it when he was
readmitted to the Sanatorium after having left it against mediesl advice,

Case number 9 shows enother reaction towards treatment. This
patient has becoms very dependent on the pneumothorax and fears the moment
when this treatment will be discontinued, She fears she might have &
relapse if her lung is pemitted to expend.

Five patients had thorascoplasty. The feelings of all of them
toward the operation were similar, They felt overwhelmed and terrified st
the resulting deformity., Fear of death as a sequel of the operation was
not expressed by any of these patients,

Patients need & good and honest explanation end interpretation of
the operation and of the expected results, and must be given an opportunity
to express all their fears eand doubts, if they are to be able to understand
and accept the operation. The following case illustrates this Dbeautifully:

Case number 10 is the case of a women who had a thoracoplasty
in three stages, She felt extremely hostile against the
doctors, nurses end everything associated with the hospital.
She made a detailed report of all the operations she head
undergone and told how she was "neglected™ in the hospital,
She ories every time she mentions all the sufferings she has
gone through. She stated that she mccepted the first operatiomn
beocause she thought it was going to cure her. Then two more
oparations followed, She showed the writer the scars saying,
"l ook how they have eut me, look at the mess they have meade
of me,” She complained that they should have told her thet
there was to be more then one operation, ©She felt the doctors
should be honest and tell the truth to the patients.

She resents her physical appearance as & result of the operations
and feels that everybody laughs at her. She also feels that she
was used &8s & "guinea pig" in the hospital for experiments,

and to give the internes practice. The patient feels acutely
unhappy and seid she wished she were dead rather tham suffering
as she is now suffering.

A pstient must be helped out to accept the need for surgery and to

wnderstand why operation is necessary. Then he must meke the decision
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himgelf after an honest interpretation of whet is going to heppen. He must
be aware thet surgery is not going to cure tuberculosis, but will aid in
his recovery. Only through this process may the operation by successful.
In this chapter the writer has described and illustrated by means
of case meterials the straine and stresses that tuberculosis end its treet=-
ment impose upon the emotional life of the individual, This espect of
tuberculosie has now been generally acoepted by the medical authorities,
Nevertheless, we have to consider the guestion of why some patients show
more ability to withstend these strains and stresses than others. In the
next chepter the writer will try to snswer this question by anal yzing the
effect the pre=tuberculous personality hes upon the behaviour of the fifteen

patients selected for this study, after they had contracted the disease,
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CHAPTER IV

THE EFFECT OF THE PATIENT'S PREVIOUS PERSONALITY UFPON

HIS BEHAVIOUR AND UPON HIS REACTION TO TUBERCULOSIS

Since psychiatrists became interested in the emotional problems of
the tuberculous patients, many studies have been ocsrried out by psychia=-
triste and phthisiologists in relation to the personslity of the tuberoulous
patient, before and after the onset of tuberculosis. Consequently, & contro=-
versy has developed between two schools of thought. Some medicsl men are
of the opinion thzt tuberculosis produces & definite pettern of thought and
oconduet and that there is a well defined personality structure which is typicsal
of the tuberoculous peatient. They also believe that there is an abnormal
mental state peculiar to the disease, The other group mantaing that tuber-
eulosis differs slightly from any other chronie, organie illness in its
effect upon the mind, They believe that the tuberculous patiemt has not =
typiesl cherscter or & perscnelity, but that he is an individual whose
emotionel resctions are mainly determined by his previous personslity. They
think that the patient's response to tuberculosis is essentially his genersal
response to life smd its difficulties,.

This second assumption, i.e., that it is the previous personelity
that determines the patient's reaction to tuberculosis and its treatment,
will be explored through the anelysis of the cases forming the sample group
of this study.

By personality the writer means the beheviour and attitudes of the
patient as influenced by the social and emotioneal environment at home and

by his experiences at school and in his work,
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In order to learn something about the patients'! previous personalities,
the writer looked for the following data in each of the cases studied:

1= Which was the first contact the patient had with tuberoulosis
which might have affected his attitude toward the disease?

2- What wag the nature of th;a femily relationship before and after
the patient's breakdown with tuberoulosis?

2= What was the character of the relationship between the patient
and other tuberculous patients in the family group?

Li= Whet was the nature of the patient's relationship and experiences
in school and in his work?

The deta were gathered from the medical records kept by the doctors
and nurses from the Royal Edward Laurentian Hospital; from the psychiatrie
evaluation dome by the psychistrists from the Allan Memorial Institute of
Psychiatry, the Royal Victoria Hospital Psychistric Clinie and from the
Royal Edward Laurentian Hospitel Psyehiatrioc Clinic. Excellent material was
also gathered from the social service records in the cases where they were
available, and from the interviews with the patients and their relatives.

Some of thc;r records disoclosed good informetion regerding the petient's
background, including the relestionship existing between the patient amd his
family group before and after the tuberculous brealkdown, and regerding the
cheracter of the individual and his behaviour before the development of
tuberculosis. In other oases most of these materials were missing end the
writer haed to combine pieces of information from the different sources of
material in order to acquire some knowledge of the patient's personslity
in the past. The material so ecllected had meny limitationes., The writer
is oonscious of the faet thet this iz a very difficult subject to desl with,

Al]l the informetion is likely to be affected by the bisses and prejudices of



the professional people who recorded it. Morsover, the information re-
gquested was related to charscteristics and behaviour of the petients many
years back and some of the informants did not have a clear recollasction
thereof or had distorted ideas of what really happenedl Another of the
greatest diffioculties the writer met im trylng to explore the assumption
under consideration in the sample group was that in fourteen cut of the fifteen
cas2s, the patients were referred for psychiatric treatment many years after
the onset of tuberculosis. Despite these shortoomings, the materials availe-
ble offered importamt elues for eaa understanding of the patients' personalities
as now stand.

The writer used seven cases from the psychiatric clinic of the
Royal Edward Laurentian Hospital. This is a new clinic and these patients
were recently referred to the psychiatrist. In most of them a psychiatric
evaluation of the present situstion was the only psychiatric information
available for they had been seen by the psychiatrist only once.

The other elght patients im the sample group were cases referred
by the Royal Edward Laurentian Hospital to the Allan Memorisl Institute
or to the Royal Viectoria Hospitel Psychistrie Clinic before the organize-
tion of their own psychisestric clinic. In most of these cases the record
included psyohiatric evaluations which were written after the patient
was discherged from the institution.

A clear-cut psychiatric diagnosis was aveilable in ten out of the
fifteen patients. One patient was never seen by the psychiatrist and in
the cther four a general description of the characteristics and tha present
behaviour of the patient was given instead of the diagnosis. The

psychiatric diagnosis in the sample group are as followss



TABLE 3
Distribution of the Sample Group According to the

Psychiatric Diagnosis

o

: Psychiatric Diegnosis :?Tunbar of Patients':
: Total : 15 :
3 g t
; Anxiety with Depressive Festures . 5 .
% : 3
» Anxiety with Hysterical Features . 2 s
, Chronic Anxiety State L 1

Obsessive Compulsion 1
* Hysterical Reection in a Very Immature ¢ 1 ’
. Porsonality or Early Schizophrenis : ’
3 - .
; Vot seen by a Psychiatrist ‘ 1 .
: No clear-cut diagnosis ‘ 4 ‘

In the sample group studied the writer found ocut thet in the
me jority of the cases the patients were experiencing emotionsl and mental
distress before or at the time of their breskdown with tubereulosis.
Breuerl explains the influence of the emotionel and psycholegical
factors in the etioclogy of tuberculosis as follows:
"Melad justments in the work life, the social life and the
emotional 1life, eesily produce upsets which undermine the
resistence-maintaining way of living. Therefore it, is
not surprising that psychie disturbances, such as long
continued mental conflicts, excessive fetigue, or emotional
situstion from which there is mo escape, result im tubercu-
losis."
It is the writer's assumption that these problems do not only affect
the etiology of tuberculosis, but alsc affect the course of the illness

and the individuel'’s reaction to the disesse and its trestment.

IM. J. Breuer, "The Psychic Element in the Etioclogy of Tuberculosis,"
American Review of Tuberculosis. Vol. 31, 1935, Page 273
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The first contect the pstient had with tuberculosis, aadl his pest
experiences with other members of the family who hed suffered from the
disesse, are factors influencing the patient's reaction te the disesse and
its treatment. It is very significant to know if the patient is the source
of infection or if he has been infected by another member of the family.

Of the fifteen ceses in this group, seven were infected by other members of
the family. Im other five cases the patients were the source of infection
of other members of the family group.

In both situations there are significant implications with deamaging
potentialities to the perscnality of the patient. They might also influence
the relatiohship within the family group and the reactions of the individusl
to the disease and its treatment.

Viss T.l is the case of & single woman, 43 years old. She is the
eldest in e family of eight, and hes for many yeers assumed the mother's
role in the family. ©She also nursed her mother who had been sufferin-
from tuberculosis for a iong time. The mother died one month after
heving been admitted to the sanatorium. The patient was terribly disturbed
and she felt responsibtle for her mother's hospitalization and consequently,
for her desth. Shortly after her mother's death it wes discovered that
Miss T. had tuberculosis too, and hospitalizetion was recommended. The
patient would not admit she had tuberculosis and would not accept the
required treatment. It was not until she was feeling very ill, that she
agreed going to the hospital, but she left shertly after her admissien,
against medicel eadvice. While at home, she comtinued assuming the mother's
role, cocking the meals and housekeeping for her father and two unmarried
brothers. ©She could not bear the thought of leaving the three men without

a housekeeper.,

1case Wo. 13, See Appendix, Page 113
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It can be assumed that the patient refused hospitalization and
treatment becmuse she was not willing te give up the mother's role which
she had alweys played and which she believed it her duty toc contimme playing
after her mother's death. The fact that her mother died cne month after
her hospitalization, msy have produced a deep fear of death that is underlying
the patient's behaviour. In the above cese, Miss T. was a contact for
her tuberculous mother.

In case number sixl, Vigs B, made herself responsible for the infection
of her youngest brother, who as a mongolian idiot and who died from tubercu-
logis at the age of ten wnile Miss B, wes in the sanatorium. This pstient's
ad justment to tuberculosis and its treatment has been affected by her psast
experiences and family relationship.

Miss B, is single, 24 years old. Immediately after her hospita-
lization, the patient became very lonesome; she cried, had
shaking spells, headaches, felt very nervous and dizzy. A year
lster her behaviour became more difficult. The event that .
precipiteted this behaviour was the death of her younzsst brother,
of whom she had taken care before her hospitalizetion. She
stopred eating, wanted to go home, found it impossible to rest
in bed and feared she would start screaming. ©She felt a great
lenging for her brother and ecould not eat or sleep, was very
nervous, restless, and everything bothered her. She resemted
the other patients and had dreams of being "cut open" and burried
alive. Finelly the patient was discherged from the sanatorium and
was referred for psychictrie treatment.

Apparently, Miss B. felt she was responsible for her brother's death.
for it appears that he contacted the disease from her. This and the
feelings she might have had towards her brother, of whom she had to taks

cars sfter her return from work, may be a possible explansation for her

anxiety and her disquieting behaviour at the hospital.

1Sev.'a Appendix, Page 89
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The family constellation and the kind of homes from which the
patients came are significant fectors im understanding the behaviour
of the tuberculous patients.

Of the group of fifteen cases studied, only one patient had what
may be classified as an adequate home and emctionally stable parents. The
other fourteen patients had very unstable parents end inadequate homes.

Case number 141 showead clearly the eff'ect of emctionally unstable
parents upon the patient's personality and upon his reaction to tubercu-
losis and its treatment. Mrs. R. was admitted to the Allan Memorial
Inatitu_ta befors tuberculosis weas diagnosed. There tuberculosis was dis-
covered and the patient was then referred to the Royesl Edward Laurentian
Hospitals

On her admission to the Allan Memorial Institute Mrs. R's. primary
diffioulty consisted in anxiety and tension present since the age
of 13 in varyinz degrees of intensity, expressing itself primarily
in the form of severe headaches, and tlghtness in the back of her
head. The onset of her symptoms coincided with the mother's
deserting the family and going off with snother man. Mrs. R. was
the eldest in the family of five children and had tc assume the
mother's role in the home. The father was a severe alcocholic

who "took it out on the patient™, more especiaslly since he felt
that Mrs. R. looked like her mother.

Mrs, E. was admtted to the sanatorium, but one month later she
left the hospital sgainstmedical advice. She was greatly
depressed and felt very unhappy in the hospital..

The psychological examination showed that krs. K. had a bright,
normael intelligence with some perfectionist drives. She also
showed soms hysterical features and considerable hostility
directed toward male persons. In addition she showed ambiwalence
toward the mother and authority fipgures, hostility toward the
husband and & longing for hapniness.

The patient's main worry while in the hospital was the welfare of
her three children, who had to be placed before her hospitalization.
She felt the children had bLeen deserted by her the same way her
mother had deserted her family when Mrs. R. was 13 years old.

1Sea Appendi x, Page 114
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Case numbsr 6~ i8 another good example of the influence that the

members of the family group have upon the personality of the patients

Miss B's. parents are both living., They are not legally married,

but have besen living together for about eighteen yesars. The father's
legal wife is still living. Mr. B. is a severs aleccholic and hes

not worked since 1948. He "picks on" his children and is always
telling them "you are consumptive."

Miss B's. mother is described by the patient as very nice, but
somewhat domineering. As fer back as the patient can remenmber

the mother has been working as a domsstic and as a charwoman.

The petient and her elder brother were brought up by the godmother
until the age of six, when she had to go back to her parent's

home. Miss B, stated it was very difficult for her to go back, for
she had always considered her godmother &s her own mother.

Miss B, is the second eldest child in a group of seven siblings.
Her eldest brother is also a tuberculous patient. Ancther
brother, aged 20, had rheumatoid arthritis and since them he has
become extremely quick tempered and on some occesions he almost
loses his mind. Miss B. has been severely beaten by him several
times. Her youngest brother, a mongolian idiot, died of tubercu-
losis at the age of 10, at the time when the patient herself was
hospitelized.

Prior to the patient's breakdown with tuberculosis, she was feeling
tired and weak and sick to her stomach. As she could not work,
her father called her lazy and turned her out from the home. For
four months she lived with a neighbor, until her mother insisted
on the patient's return home. A few months later she developed
tuberculosis.

The frustrations end emotional dapﬂva’ci ons experienced by Miss E.
in her early years and the mnature of the relationship with a very unsteble
family had influenced the sbnormal reaction of the patient to tuberculosis
and its treatment. When the patient was hospitalized, she became emotionally
disturbed and had to be discharged and referred to the Allan Nemorial
Institute. After her discharge from the Allanm Memorial Institute, Miss B.
returned home and one month leter had a relepse in her physical condition.
Consequently, the patient was re-admitted to the sanatorium. It appeared
that this patient was very ambivalent toward her family. Her home situation

and family relationship were so difficult, that Miss B, was eager to stay

LEEYS Appendix, Page @89
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away from home. Yet, oﬁca in the hespital, she felt so0 guilty becauss of
her feelings toward her family, that she became emotionally disturbed and
constituted & behaviour problem in the hospital.

The patient's attitudes and conflicts in his work or at school are
a good index to determine the character of the patient's personality prior
to his breakdown with tuberculosis.

It was the writer's cbservation in the sample group that most of
the patients who hed difficulties in adapting themselves to the school
routine or to their jobs, had serious difficulties in accepting their
new life at the sanstorium.

Case No. 11 showed the similarity of the patient's behavicur while
she was in echool to her behavicur at the hospital:

Miss L. developed the first psyohiatric symptoms at the age of
14, when she was in eighth grade. S5he felt a terrible itchiness
on her face and scalp end had to scratech and rub herself as if she
hed "bugs". She became very selfconscious of her itchiness and
felt that everyome wes looking at her. She withdrew from all
sociel contacts and soon afterward left school. She left her
home town and came to Montreal to work. There her difficulties
increased and she developed and obsessive compulsion of washing
her hands until they wers blistered., She also washed her hair
two and three times a day. She shifted from one job to another,
until tuberculosis was discovered. Her reaction to the diagnosis
of the disease was "I am glad, now I can rest." While she was et
the hospital, her emctional symptoms becsmme more accentuated and
she was so unhappy. that she left the hospitel against medical
edvice.

Case number 62 elso illustrates this type of disturbed person:

Prior to her breakdown, Miss B, was working es a saleslsdy in
one of the big department stores in Mentreal. She did not make
friends easily and did not get along well with her fellow emplo-
yees .. Immediately after work she had to come home to look after
the family. She was very impatient and irriteble in her work.

1590 Appendix, Page 74

2500 Appendix, Page B89
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Her behaviour in the hospital followed more or less the same pattern.

Miss B, became very sensitive to the remarks or tessing of the other

patients. Her diffioculties grew more acute efter her hospitelizetion.

She did not get along well with her fellow patients and said they

were not the kind of people she liked to sssociete with., ©She was

resentful, withdrewn and unwilling to discuss her difficulties with

BLYONO «

Soms of the patients in the sample group exhibited evidence of having

been using tuberculosis for a definite purpose. As Alfred O. Iaudwingl sayss

"Conscious or unconscious he (the tuberculous patient) may be

using his tuberculosis for s purpose, for escape, for selfpunishment

or aven for purpose of retalistion toward the family or others. It

may serve him as the long sought excuse to sink imto helpless

dependency."

To contimue with Miss B., it sppears that ghe is now using the disease
as a mean? of steylng awey from her difficult home situation. Miss B. has
had a deprived social economic snd emotional life. She appeared tc have
taken 2 great deal of responsitility at home prior te her illness, and now
she uses the opportunity to reverse her responsibility toward her family
snd toward the hospital. This ettitude she has expressed by constant demands
of gifts from the family, and ettention and coddling from the medical staff.
Miss B, was discharged from the Royal Edward Leurentian Hespital to wait for
admission to the Allsn Memorial Institute, where she was admitted a few
weeks leter. After her discharge from the Allen Memorial Imstitute, the
patient hed a relapse in her physical condition and was resdmitted to the
Royal Edward Lanrentien Hospital.

Dr. Herome Hartxz describes this behaviour by saying that in a
surprisingly large number of petiemts it will eventually be seen that feeling

i1l with tuberculosis was a wey of attempting to escape from an unbearsble

1p1red 0. Luawi gs "Emotional Factors inm Tuberculesis", Mental
Hygiene, June 1947, p. 888

2Jerome Hartz, "Tuberculcsis end Personality Conflicts" Psychosomati c
Medicine, Vol. I, 1944, Page 351
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emotional situstion. He emphasizes the fact th;t unless this isunderstocd,
it mey stand im the way of the patient's wanting to get well. It mey
unconeiously hinder him from coocperating in the treatment. In severe
instences, it may evem lead to sabotage his own recoverye.

Mrs. C.l is another instence in the sample group of the possibili-
ty of the patient's using her illness as & lesway to escape from overpro=
tective parents. Mrs. C. expleined that she had always wanted to live
away from her parents, but never had the courage to do it. She sccepted
hoepitelizetion ‘readily and, in spite of her parent's objections, she was
hospitelized., Mrs. C. was adjusting herself very nicely to the sanatorium,
but suddenly she developed cbsessive compulsive symptoms snd it was iupo;-
sible for her to remain in the hospital., Mrs. C. was corying all the time
and washed her hands until they were blistered. She expressed the fear
that she would not be sable to get herself clean. Going to the bathroom
wag 8 ritual that could mot be interrupted and it usually lasted about
45 mwmtes.

Mrs, C. returned to her home against medical advice, amd there her
symptoms grew more acute. She was them referred for psychiatrio trestment.
Now the patient is working the whole day and although she is still living
with her parents, her symptoms have absted.

Lawson G, L.:m:-lery2 describes the psychodynamics opersting behind
obsessive compulsive behaviour when he explains that the compulsive need
for cleanliness may be interpreted as a symbolic attempt to clean the
unconscious guilt associeted with masturbation, incestual feelings or with

any other anxiety-producing situation. He smys that the fears and rituals

lcaae No. 5, See Appendixz, Page 86

“Lawion G, Lowrey, Psychistry for Social Workere, (2nd edition),
Columbia University Press, N. Y., 1950, p.
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are strong protections ageinst the irruption of disturbing unconsciocus
material into consciousness, and usually the earliest attachment to parenmts
‘is iovolved in this kind of behaviour.

In the analysis of the semple group the writer found that cther
conditions, mainly nsycholcrical, existed, which, im her opinion, might
be interpreted es further indications of a long history of emotiomal
instebility and imsecurity of the petients im the semple grcup. Some of
these conditi ons developed with the onset of the tuberculecsis., Imn other
cases they were present lomg before the disesse developed, but they becsme
asccentusted whea tuberculosis developed. These conditions are anorexa,
suicidal tendencies, alccholism and amenorrhesa.

Tubserculecsis is one of the most frequent causes of amenorrhea.
This condition was present in three of the cases in the seample group snd it
ias the writer's impression that it added to the nervous disturbance of the
patients as expressed by the weskness, dizziness, indigestion, insomnie,
etc., experienced by the petienta.

Suicidal attempt: were registered im two ceses ir the semple group.
In the case of Mrs, D.1 their erratic behevicur existed years before her
breskdown with tuberculecsis. After Mrs, D. developed tuberculosis, she
became 8o deppressed that she tried to commt suicide in sm sttempt to
put am end to all her worries and difficulties.

Case number 72 tried to commit suicide first when thoracoplasty
was recommended, and agein shortly after the operatiom was performed. Two

other patients threatened to commit suicide.

1oase number 12, see appendix, psge 110

%See appendix, page 93
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Mrs. S.l is 8 young married woman who used te drimk heavily when
she was upset and probably used liquour as an escape from domestic dif-
ficulties. In this case the husband and the father were alsc alccholies.

Anorexia, a conditiom associated with tuberculosis, is also sssociated
with the individual's drives egeinet himself, This conditiom was present
in three of the cases in the sample group. Dr. Karl Meminger,a mentions
tuberculesis as one of the illnesses in which psychic factors comtribute
towerd the individual's self destruction. He says:

"Tuberoulosis is after all a grasceful way to destroy oneself
slowly, tragiceally, often with relative comfort, good food,
rest, peace and the sympsthetic tears of all."

The influence of the family relaticnship on the tuberculous patient
and om his attitude toward the disease and its trestment was also shown in
the analysis of the sample group. It is the writer's belief thet families
enlightened in regard to tubereulosis can meke importemt contributi ons
in the fight against the disease, In some of the ceses it was felt that,
from the emotional point of view, other members of the family needed more
care than the patient. They, too, must learn to accept the disesse and
must be urged to treat the patient as objectively and as mormelly as
possible.

The analysis of the fifteen patienmts selected for this study
suggests that, according to the psychiatric disgnosis and the petient's
behaviour, most of these patients were neurotic individuals. Only im the
case of Miss L.” hed the psychiatrist made a tentative diagnosis of early

sgrizophrenia.

Yoase number 7, see appendi x, pege 93

2Karl Menninger, Man Apainst Himself, N. Y. Harcourt, 1938, p« 395
ICase Wumber 1, see appendix, page 74
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Weies and Englithl point out the high incidence of neurocsis in
perscns suffering from tuberculesis. They set forth the possibility of
a nmeurctic personelity preceding the tuberculous breskdown. Weurctie
hebits related to eating and anxiety states, which prevent adequste
rest or sleep, mey precipitate the development of tuberculosis.

The findingas and conclusiocns of the whole study will be discussed

in the mnext chapter.

lgdward Weiss and 0.5, English, Psychosomatic Medicine, 1943
PP e 4‘08"409 »
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CIAPTER V

SUMMARY AND CONCLUSIONS

This study was concerned with fifteen tuberculous pationta.referrad
for psychiatric treatment. The group included members of both sexes end
both married end single persons who were referred for psychiatric services
during the year from March 1, 1950 to February 28, 1551. No definite age
was decided upon and the ssmple group included persons from 19 to 43 years,
who had been discharged from the Royal Edward Laursntian Hospital, Laurentian
Division, but who were still attending the Montreal Division for treatment,
The sample group is en heterogeneous group im its cultural background,
such as religious affiliation, lenguage spoken, occupation and economie status.
Most of the patients in the sample group had received treatment for
tuberculosis for many years prior to their referrals for psychiatric treatment.
It is the writer's assumption that one of the reasons for this situation was
the limitations arising from lack of psychiatric services, Another resson
may be that, in spite of the fact that for as far back as 30 years ago
psychd atrists and phthisiologists recognized the importance of emotional
factors in the development and course of the tuberculous process, littls
attention was paid to such factors until the last decade, Up to this time,
the patient was treated not es an individual, but as a disessed pasir of lungs.
The acceptance o the unity of mind and body in the treatment of tuberculosis
was greatly emphasized by Dr. Wlliam Osler. He stated that what happened
to the tubercmlous individual depended more upon what went on in their
heads than on what went on in their chests.
Tubsrculosis represented a psychological crisis im the lives of the
fifteen patients studied. These patienta differsd from the majority &f the

psychiatric patients in that they have a diff'icult pathological reality
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situastion to deal with, in addition to their other problems, This study hes
shown that the lack of earning capacity, the changes in the family relation-
ships, the necessary treatment of the disesse snd the fear and danger of
relapse are objective factors affecting the emotional reactions of the patient
to tuberculosis.

In her attempt to evaluate the effect that tuberculosis, a chronic
and infectious dissase, had upon the individuals in the sample group, the
writer deemed it practical to study the reactions of the patients to the
diagnosis of tuberculosis. It was found that the reactions to the diagnesis
of the disease were intense end diverse. The patients reacted to the disease
with their emotions, their intelligence, and, in short, with their total
personalities, Depression and anxiety were the most frequent pattern of
reaction evident in the patients studied. Yet, the fear of death was not
expressed by any one of them in their description of the emotiomnal reaction
to the diagnosis of the disease. On the other hand, superficial cheerfulness,
denial, and forgetfulness wers widely used mechenisms among the patients
studied.

This study has disclosed that it is important that the initial
reaction of the patient to the diagnosis of tuberculosis be carefully
considered by the professionals working in the field. In the majority of
the cases the disturbed initiel reaction tended to become fixed. It is
the writer's impression that this expleins most of the irregular discharges
of the patients from the hoapiijal. 1t elso censed great difficulties in the
further course of treatment.

It has been found out through this study that the individusl's resction
and ecceptance of the disease snd its treatment is greatly influenced by the
misconceptions and erronecus ideas entertained sbout it by the patient himself,

his family group and the community.
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It is discouraging that, notwithstanding all the education difused
on and the publieity given to tuberculosis simce Koch's discovery of the
tubercle bacillus in 1882, there still are many anxieties and fears associsted
with it, as well as a great deal of ignoramce and superstitioms about it.

From the analysis of the ssmple group the writer gathered that a
great proportion of the patients had erroneous ideas sbout the dissase. They
had the idea that tuberculosis is a sign of weakness or lack of cleanliness.
Some of the patients associated tuberculosis with "dirt", "bugs" or holes
in the lungs. They considered tuberculosis as a stigma, aomthing to be
ashamed of .

The stresses and strains imposed by the treatment of tuberculosis
is another factor that effects the emotional lives of the batienta end
interferes with the final acceptance of tuberculosis and its treatment.

In every one of the cases in the sample group hospitalization was
considered a fundsmental sspect in the treatment of the patients.

This study disclosed that in the majority of the cases in the
sample group, where there existed an unpleasant and difficult homs situation,
hospitalization was readily, and in some cases eagerly, sccepted. Never=
theless, once the patiets were in the hospital, they becams restless snd

developed many and diverse psychiatrie symptoms that mede it impossible for

them to remain there.

It is also shown through this study that for most of the patients
in the sample group hospitalization meant separatiom from the family and
friends at a moment when they expected greater moral support, affection
and attention from them. Since they faced a terrible conflict, they
needed this support, yet at the same time they were comsidersd s mensce to

public health, and consequently, they had to be segrazated. Some of the
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patients regarded hospitalizetion as evidence of the family's rejection and
wish to get rid of them, because of their fear of infection.

The study of the sample group demonstrated that a small proportion
of the group regarded institutionsl care as a measure suggested for their
ovm benefit and not because they were a threat to the security and heslth
of the femily and the commmnity. E. G. Seltzer! explained that there is
no stronger argument in helping out the patient to accept hospitali zatiom
than to make him feel that the recommendation beinz made is the best plan
for him,.

Once they were in the hospital, the patients hed to readjust
themselves to a prescribed routine in an authoritative atmosphere where they
were expected to observe strictly the rules and regulations of the institution.
At the same time they had to ad just themsslvesz to new people, strangers,
with whom they have only one thing in common, nemely, their tuberculosis.
These are all problems that affected the emotional lives of the patients
and interfered with the final acceptance of the disease snd its treatment.

Bed rest, which is still considersd the cornerstons in the treatment
of tuberculosis, glaces the patient in an extremely passive and dependent
situetion. It is the writer's observation that hyperactive snd restless
patients could not accept this passivity, for it only added to their original
anxiety. Homesickness, worries, and feers were the underlying factors behind
the behavior of these restless patients. These are the patients usually
labeled as moméerativa end who refuse to live within the limitations of

their conditon.

1Seltzer, op. cit.
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In relation to the specialized collapse therapy, particularly
surgery, it was found that it usually left the patient overwhelmed,
depressed and terribly anxious.

The patient's reaction to these therapeutic measures have been influ-
enced by their experiences in the past and by the di sterted knowledge
acquired sbout it. :

In cases of surgery it was found out that a clear explenation of the
operation and the reasond why it was recommended should be given to
the patient after the emotional shock had sbated. This study has shown that
the patients ere usually emotionally blocked when they first hear about the
need for the operation. Therefore, it is necessery to give them amn op-
portunity, leter en, to express their fears and doubts. It was found out
that the greatest worry and fesr emong the patients operated for thorac-
oplasty was that of deformity or disfigurstion of the body image.

Through the analysis of the reactions of the patients to the diegnosis
and to the different stages in the trestmant of tuberculoesis, it was f ound
out thet both tuberculosis and its trestment impose seriocus strains and
stresses upon the emotional lives of the patiemte, making it very difficult
for them to accept completely the disesse and its treatment.

The assumption thst the ability of the patient t¢ withstand the
stresses and streins imposged by tuberculesis and its trestment depends
largely upom the individual's personality in the psst, was explored in
the sample group focusing on the following aspectss

l. The character of the relatiocmship between the patient amd his
family, before eand after the onset of tuberculosis.

2. The character of the relationship between the patient smd cther

tuberculcus patients in the family.
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3. The patient's attitudes and experiences im his work or at school.

It was disclosed that in the majority of the cases in the semple group
there prevailed great social, economic and emotional deprivations before the
develcopment of tuberculesis, or at the time of the onset of the disease, It
is also demonstrated that in the group of patients studied, emotionally
insecure and unstable parents snd homes were largely respomsible for the
behaviour of the patiente after their breskdown with tuberculosis, snd for
the reactions of the patients to the disesse and its treatment.

This study alsc showed that the reactioms of the patients im the
sample group to tuberculosis and its treatment may be explained in terms
of the patients' experience with relatives and fri ends who had suffered
from the diseese. The most disturbing effects occured in those cases with
2 family history where the patients identified themselves with the member
of the family who died of tuberculcsis after long years of painful trestment
and sufferings.

Another cbservation made during the s tudy of these fifteen tuber-
culcus petients was the similerity in the behavicur and in the attitudes of
the patients when hospitalized, with their attitudes and behaviour at
school or in their work before their breskdown with tuberculosis. In some
cases a number of these difficulties became accsntuated when the patient had
te face the difficult reality situation imposed by tuberculesis and its
treetment .

Summarizing, it can be inferred from the analysis of the fifteen
cases selected for this study, that the great majority o« the group ap-
pesred to be emoctionally unsteble and insecure individuals long before

thelr breskdown with tuberculosis.
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It may be concluded that the structure of the personality of the
pstients prior to the onset of tubertulosis cem be considered as ome of
the most important factors influencing the patient!s mental reection to
tuberculesis and its treastment. It waes found out that in meny of the ceses
the pattern of response to the difficulties imposed by tuberculosis and
its treatment was very similar to the individual's response te other dif=-
ficulties prior to the breakdown with tuberculesis.

This oonelusion has been beautifully described by Henry Sewa11l
as follows:

"in individual with a given persomality meke-up will react

to tuberculosis either normally or sbnormally, according te
his emotional stebility or instability as determined by his
personality meke-up before the onset of the disesse., Normal
ad justment te tuberculoesis may be expected in the patient
with an emotional steble persontlity meke=up. Abmnormel memtsal
states may be expected in the tuberculous patient who is
already emotionslly unstable before the onset of the disease.™

In closing the writer desires to emphasize the fact that this was
only an exploratory study. It is the writer's intention to arcusze interest
end concerm about the emotional problems of the tuberculous patients and to
gtimlate other students to study them further. Tuberculosis offers
fascinating opportunities for studies in the field of medicine, psychistry
and social work.

The emoti omal factors im the rehsbilitation of the tubereulous
patient and his attitude toward the future are some of the aspscts which
require further study. Specific age, maritel and family groups of patients
could be used to throw more light in the emotional preblems of the tuberculous

patients referred for psychistric treetment. Examples of such groups ares

lHenry Sewall, "Environments of Tuberculosis”, Americen Raview
of Tuberculosie, Jemuary 1932, ps 9
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1. Group of married men in the sanstorium, whose income constituted
the sole means of subsistence for the family.

2. Emctional problems of tuberculous mothers im the sanatorium.

5+ The problems of the adolescents in the senatorium.

These are subjects which of fer rich fields of interest for further resesrch.






TABLE I

TUBERCULOUS CASES REGISTERED, NUMBER OF DEATH AND DEATH RATES
PER 100,000 POPULATION FROM TUBERCULOSIS IN PUERTO HRICO,

DURING THE YEARS 1945-1950(®)(P)

Year(e) Cases Registered TD:::II‘ mon"th g:t“az':
1946 = 1947 30,619 L AT 207.6
1647 = 1948 33,833 L,160 196.9
1948 = 1919 40,83 3,857 179.7
919 - 1550 Lé 014 3,201 146.8

(#)Annusl Reports of the Bureau of Tuberculosis, Depertment of Heslth
of Puerto Rico.

(b)Rates per 100,000 population based upon the total populstion of
1,869,255 according to the census of 1940,

(6)The vitel statistios yeer refers to the July 1 = June 30 period.
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TABLE II

NUMEER OF DEATHS AND DEATH RATES FOR

TUBERCULOSIS (ALL FORIS) FOR THE YEARS 1945 - 1947.

canapale)(®)
Tugg;gglgiia %:;Eh Rakal. Rale Tensle
TOTAL b3y | 5,153 |3,000 | 2,453
Respiratory System 8.7 5,621 2,562 | 2,059
Meninges 7.6 117 218 199
Intestines 1.9 102 b1 61 |
Vertebral Column 1.0 56 %0 26
Bones and Joints 0.7 4o 25 15
Skin 0.05 3 2 !
Lymphatic System 0.3 19 8 11
Genito = Urinary 1.2 68 L8 20
Other orgens 0.3 17 12 5
Dissemineted ] 2.0 e | s | 6

(‘)Ratu per 100,00 population based upon the total
population of 12,283%,000 acocording to the ocemsus of 1941,

(v)pne Canada

year Book, 1950.

Statistics, Ottawa, p. 215.

Dominion Burean of



TABLE II1X

NUMBER OF DEATHS AND DEATH RATES FOR TUBERCULOSIS
OF THE RESPIRATORY SYSTEM AND OTHER FORMS FOR THE YEARS
1945 - 1947 For canapa(®) axp rEE uNTTED STATES(P)

(Exolusive of deaths emong Armed Forces)
(Rates per 100,000 Population)

CANADA UNITED STATES
Number of Rate per Number of Rate per
a 109_.@1_9_@ Desa 100,000 pop,
Years 19451 1946 | 1947 | 1945 | 1946 | 1947 f| I945] 1946| 1947 | 1945 | 1946 |19LT
Total 5ol | 5821 | Silo | 5.8 | L7.h | L3.4 1l 520161 50911) 4LBO6L | 4O.1 | 6.4 |33.5

Others 981 1003 833 8.1 842 6.6 Lo37! PT72| 3602 3,1 2.8 2.5

(a)Tho Canada Year Book 1950, Dominion Bureau of Statistics, Ottawa, p 215.

(P)The Extracts of the Public Health Reports, August 6, 1948, pp. 1029~10L5 and 4April 7,
1950, pp. L68B=I97%; and Vol. 62 April L, 19L7, pp. 50L4.

Resp.System |L565 | L&18 | uer6 | 37.7 | .2 | 3.8 || ussm | ko] wale2 | 37.0 | 33.6 |3%.0 o
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TABLE IV(a)
DISTRIBUTION OF 15 PATIENTS AS TO AGE, SEX, MARITAL
STATUS AND EFFECT OF THE TUBERCULOUS BREAKDOWN ON THE

OCCUPATICONAL STATUS

FEMALE
| Married __Single .
Age No, of |No., of |Kept{Kept || No. of |[No, of |Kept|Eept
Group Total |Patients| Patients |Part|Work-|| Patients|Patients|Part|Work-
Left Laft Time|ing Left Left Time|ing
Jobs Seheol |Work Jobs Sehool |[Work
TOTAL 12 7 5
15-19 14 1
20=2ly 3 1 2
25-29 2 3
30=2 1 1
H=1 1 1
L0~k 3 2 1
L5=Lo




TABLE IV(b)

DISTRIBUTION OF 15 PATIENTS AS TO AGE, SEX, MAFITAL

STATUS AND EFFECT OF THE TUBERCULOUS BREAKDOWN ON THE

OCCUPATIONAL STATUS

MALE
Married 3 b __Single
Age No. of |No. of |Kept|Kept [|No. of |[No, of |Kept|Kept
Group Total |Petients|Patients|Part|Work-||Petients|Patients |Part|Vorl~
Left Left Time| ing Left Left Time |ing
Jobs Sehool |Worl Jobs School |Work
TOTAL 3 1 1 1
15=19
[20-2) | 1 1
25-4_ 1 ;}(
joody 1 1 1
25=0
14519







Case Number 1

Source of
Information

Interview with
Misas L.

Psyehiatrioe
Report

SOCIAL AND PSYCHOLOGICAL BACKGROUND

Miss L, is the youngest child in a family of seven
siblings. She described her father as a man who had a
violent temper and who never "bothered” with the children.
The petient's mother did not care ebout her either, but
"after Miss L, was taken sick, at the esge of ten, she
would give her daughter enything she wanted. Miss L.
commented that "she spoiled me".

As & child she was afraid of darimess and had 'alnya

been very nervous.

When the patient was ten years old, she developed
tubsrculosis and was ordered by the doctor to rest in
bed for three mohths. Consequently, she had to leave
school, Om her returm to school, three months lﬁtor,
she withdrew from contact with other children, for she
felt"different.” Shortly after herreturn te school,
the school nurse discovered that the patient had head
lice and told her so in front of the class. The other
children started teasing her eand calling her names '
mssociated with tuberculosis snd "bugs™. This ineident
was an awful emotional shook to Miss L., who became
inereasingly withdrewn snd unhappy,.

When she was 1lij, and in the eighth grade, she sudden-

ly developed & terrible itehiness around her faoce and in
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the soalp. She could not go to sheool, for she had to
keep on scratching and rubbing herself all the time,
which turned her very selfoonscious. Then she left her
parents and her home town and came to Montreal to live
with her eldest sister. GShe worked as a waitress, as a
domestic end as a saleslady. Her symptoms continued;
she became very enxious and suffered from terrifiec head-
aches, She could not enjoy entertainments; she stopped
eating end could not rest, A ysar after she came to
Montreal , tuberculosis was discovered. Her resction to

the diagnosis was ™I am glad, now I can rest.”



Case number 1

Sources of
Informati on

Medieal Rescord

and
Inteview with
the

Patient
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BEHAVIOUR AFTER THE ONSET OF TUBERCULOSIS

Miss L, is a young attractive girl, 19 years old.
She had been receiving treatment for tuberculosis since
1947. Her psyshogenie symptoms beceme accentuated after
her hospitalization. She could not attend social sctivi-
ties, for she felt everyone was looking at her because
her head was dirty or full of "bugs". OShe knew she did
not have "bugs” for she had seen many doctors and they
had reassured and told her there was nothing wrong with
her. She could not even go to the hospital's dining
room. She oried bitterly and bectme so restless and
unhappy that she left the hospital sgainst medieal advice,.
She went again to live with her married sister, but soon
her brother=-in-law refused to have her at home, amnd Miss
L, was readmitted to the senstorium. After her return
to the hospital, her demeanor grew very difficult. She
usad to leave the hospital without permission and go to
the village to have some drinks, On those oocasions she
felt happy, for her emotional symptoms subsided. She did
not eare about her lungs' condition., ©She expleined the
writer that it was not until she read about psychiastry,
that she decided to do her best to improve her physisal
condition, so that she might be referred for psyohiatx:ie

treatment .
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Miss L, was referred to the Allan Memorlal Institute
after her discharge from the sanatorium.

The psyochiatrioc report described her as & thin, but
well nourished girl. She spoke readily and was pleasant
and cooperative, but vague, dettached, distant and off-hsnd,
She was withdrawn and her emotions were shallow and rese
tricted. She was mildly depressed and became rather tense
and anxious when she talked about her symptoms,

She gave the impression of being very immature and
dependent. The final diagnosis was "a severe hysterieal
reaction in 2 very immature personality, or early schizo=-

phrenia,"



Case Number 2

Source of
Information

Interview with

the patient.

SOCIAL AND PSYCHOLOGICAL BACKGROUND

Mrs, G, is en attractive married woman about 28 years
old., She is the only child in the femily, end since
childhood, she had been very active and independent. She
deseribed her relationship with her parents as very good.
She has been head strung since childhood and becomes tense
very quickly on the slightest provocation. The;; she would
forthwith appear gay and ective.

Any emotional stress would cause Mrs. G, indigestion
end severe headaches.

Mrs, G, was married at 235, She spent in the hospie
tal most of the first yeer after her marrisge. She
developed pleurisy and shortly afterwards, she had a
baby. It wes after childbirth that tuberculosis was

discovered in Mrs. G.



Case Number 2

BEHAVIQUR AFTER THE ONSET OF TUBERCULOSIS

Source of
Information
Mrs. G. was very confused and upset by the diagnosis

of tuberculosis, Hospitalization was recommended &nd she
accepted it, because she believed she would be cured after
a short period of institutional cere. Her baby was
admitted to the B.C.G. clinic at the seme time the patient

Medical was admitted to the sanatorium,

Record Ag soon as she was hospitalized, she began to worry

about her husbend and baby. She could not rest and all
the time she was moving from one side of the bed to the
other. She could not accept the necessary dependency
needed in the treatment, and soon beceme o nervous snd
anxious that she left the hospitel egainst medical advice
two months 2fter her admission., She continued her treat-
ment in the Royel Edward Laurentien Ho;pital. Montreal
Division, where she was advised to teke 16 hours of rest
every day. At the beginning she followed the doctor's
orders end was doing wery well at home, but soon she
resumed her activities and forgot all about her rest.
Her last X-ray showed & new cavity in her left lung, &nd
hospitalizetion wes egain prescribed,

Mrs. G. refused to mccept hospitalizaetion end beceame
very upset, OShe cried for four days, but afterwsrds she

eppeared gay and cheerful,
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Mrs. G. has not been eble to meke definite plans
for her hospitalizetion yet. GShe thinks the hospital
is oll right for wmmerried girls, but that the place
for merried women must be with their husbands.
Severe attacks of indigestion followed this
emotional stress end Mrs. G, was referred for psychiatric

treatment. The disgnosis was "chronie anxiety state.”



Case Number 3

SOCIAL AND PSYCHOLOGICAL BACKGROUND

Source of
Informetion

Mr. H, is & young, thin end pele, merried men about
26 yesrs old,

He is the youngest in a femily of three boys. Both
parents are deed. The death of his mother, three years
ago, to whom he wes very attached, wes 2 severe shock
for him. He wags his mother's favorite; she would give
him snything he wented.

After his mother's death, the patient had been feeling

Interview with
that he neglected his mother after he was married. He
the patient
married at 19 against his mother's consent. He went to
live with his wife's parents and was never heppy there,
Difficulties with his wife began when he started going
out drinking with his friends, Sometimes he would come
home very late at night end did not eat and relex, His
wife ocould not withstend drinking, and when he ceme home
drunk, she would atteck him with anything at hand.

His disease was discovered in a routine exemination

in the faetory where he was working. He blemed himself

for oatehing the disease, because he refused to eat or

rest adequetely while he was drinking.



Cese Number 3

Source of
Information

Medieal

Record
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BEHAVIQUR AFTER THE ONSET OF TUBERCULOSIS

Mr. H. has been suffering from tuberculosis since
1949. Shortly after the disgnosis, the patient was
hospitalized, The firet weeks in the ssnatorium were
81l right for the patient, but soon he got "fed up with
it.," As soon ss he came into the hospitel he started
listening to other petients' stories about the diseese
and its treatment, He became very frightened and refused
trestment in spite of all the interpretations given by
the doctors end nurses,

He had the feeling thet the hospital was just like
& prison. He grew very depressed smnd one day left the
hospital sgainst medical advice. After being awey from
the hospital for & few months, he became so sick thet he
asked for readmission. Thie time he accepted treatment
readily, Nevertheless, after a short stay in the hospi-
tal, he grew anxious and restless agein end cne night he
left the hospital and got drunk. Next morning he wes
discherged from the samstorium for breaking the insti-
tution's regulations,

At this point, the relationships with hizs wife were
very difficult, Mrs. H. knew thet hgr husband was in
love with snother patient in the hospitel, who wes dis-
charged before Mr. H, was, After his discherge, Mr, H,

went back to his wife because he had no other placs to go.
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Mr. H. resents that he has te depend on her for all
hig needs. He has been authorized to work for four hours,
but hes been uneble to lend a fitting job. His wife is
kept working all dey, while he stays home, resting.

The patient and his wife were referred to the psychiae-
tric clinic in an attempt to improving their relstiemship.
The psychiatrist described Mr, H. as & tense and

restless individual who wears off his temsion by drin-

king and driving fest,



Case Number L
SOCIAL AND PSYCHOLOGICAL BACKGROUND

Souree of
Informetion

Miss J. is a young women %0 yeers old. She has
been suffering from tuberoulosis sinece 1941,

Her previous contact with the disease was from
her father, who was a tuberculcus petient and never
took care of himself, He would not stay in bed and was
constently quarreling with the patient's mother., There
wag considerable friction in the home, as Misgs J's

Mediesl fether blemed his illness and finarcial difficulties
Record on the wife's ohange of religiomn.

Miss J's father was wery sullen end never tried
to prevent the infeetion of the other members of the
femily, He continually refused treatment snd hospi-
telizetion., Yet, when his two daughters developed
tuberculosis, he was very unhappy and blemed himself
for it.

Miss J. was admitted to the sapstorium; soon
afterward her father died., While in the hoapital,
the petient's main worries were the femily's finsmeial

situetion and her youmgest sister's illness.

Soeial Service Migss J. wes never seen by & psychietrist, for she

Record sustained there was nothing wrong with her.



Cese Number 4

Source of
Information

Interview with

the patient
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BEEAVIOUR AFTER THE ONSET OF TUBERCULOSIS

Miss J, was referred for psychiatric treatment
because she grew very nervous and was losing weight,
She refused to see a psychiatrist because she believed
there was nothing wrong with her. She was willing to
see the psychistrist once, only to please the dector
and the nurse from the Royal Edward Leurentian Hospital,
who referred her to the psyechiatric Slinie and have
been very kind to her, but she would not commit herself
to continue the prescribed trestment. -

Now the patient is working as a salesledy and feels
quite happy. She believes her main diffieulty is the
econcmio situation of the femily., Her sister was dis-
charged from the hospital and ig also working to help

the family.



Case Nuwber 5

Source of
Information

Psychiatrio

Report

Interview with

the patient

SOCIAL AND PSYCHOLOGICAL BACKGROUND

Mrs. C. is a young, married woman ebout 28. The
patient is the only ochild in the femily and she hes been
overprotected by her parents all her 1life. Her perents
have always beer terribly worried about her health and
the patient is very disturbed by their anxiety.

Mre. C. hes beer described by the psychieatrist as
end irhibited, rigid personality with perfeetionist

drives,

She finished two years of college education sand for
the last two years before her breskdown with tuberculosis,
she had worked ss a uteno;fnpher and won several promo-
tions,

The petient married a ecllege student and continued
working to help her husband through college. They were
living with her parente and shortly after their merriace,
marital diffioulties begean. On several oocesione, Mrs. C.
beceme hysterical after arguing with her hustand.

When tuberculosis was disecovered she was immedistely
discharged from her job. Her husband then went to live
with his own parents, and only visited her ooccasionally,

Ag the patient was unable to rest at home, hospita=

lization was suggested, which Mrs, C, readily mocepted.



Case Number 5

Source of
Information

Mediesal

Record

BEHAVIOUR AFTER THE ONSET OF TUBERCULOCSIS

Mrs., C, had been suffering from minimal pulmenery
tuberculosis since 1943. She mccepted hospitalizetionm,
for she locked at it as an opportunity to get away from
her parents. CEShe explained thet she hed alweys wanted to
live away from her parents, but did not have the ccurage
to do it.

Mrs, C's parents were shocked and emotionally disturbed
when hospitalization was suggested to their daughter.

The mother could not believe that her daughter would be
well taken care of at the senetorium where there were so
many di fferent classes of people. The father refused
to accept the diegnosis.

These negative attitudes and feelings affected Mrs, C,
who felt very confused and depressed.

Finelly, she was admitted to the sanstorium, and
during the first weeks she adjusted very nicely to the
new enviromment. But suddenly she developed a series of
compulsive symptoms that made it impossible for her to
stey in the hospital, Mrs. C. was constantly erying and
at times got to washing her hends until they were
blistered, She expressed her fear of being uneble to
get herself clean,

Mrs. C. was utterly afraid of getting impregnated

with elmost everything she ceme into contaet with. Going



Psychiatrioc

Report
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to the bathroom was & ritusl that could not be inte=
rrupted, and usually lasted about forty=five ninute.a.
During this time her paremts had to sit still in the
living room with 2]l windows and doors closed. Any
noise disturbed her. She was alweys chenging her

clothes and her bed sheets,

Her oondition grew so diffieult, thet the patient
hed to be referred to a psychiatrist. The diagnosis
wes obsessive compulsion neurosis.

Psyochotherapy did not do muech good. The psychiatrist
suggested some job that would keep the patient busy and
eway from her parents during the day,

Apparently, her condition improved considerably.



Case Number 6

Source of
Information

Psychiatric

Report

Interview with

the patient

SOCTAL AND PSYCHOLOGICAL BACKGROUMND

Miss B. is a single, 24 year-old woman who had a
m 1d strabismus.

The patient had & lomg history or meurctic mani-
festations. When she was 12 years old, in response to
her father's drinking and violence, she used to ory
and run out of the house im a great fear, to get help.

She has besn very selfconscious gf her visual
defect since very young, amd at the age of 17 she
was operated on in order to correct this defect.

Cme month after the operation, the firm for whom
she was working refused to take her back becsuse she
wag always sick. At that time she was feeling tired,
weak and sich to her stomach. As she could not work,
her father called her lazy and turned her out of the
home. For four months she lived with a neighbour, at
which time her ‘mother insisted on her retura home. A

few momths lster she developed tuberculosis.

Miss B's parents are both living. They are not
legally married, but have been living together for
eighteen years, The father's legal wife is still
living';. ¥iss B's father is a severe alcoholic and
has not worked since 1948, whem he hurt his right hand
in an accident. He picks up om his children and is

telling them "you are consumptive".
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Miss B's mother is described as very nice, but
domineering. She, the mother, has been working since
the patient oan remember, as & domestic and charwomen,
in order to help bringing up her seven children. As
She had to work so hard, the petient and her elder
brother were brought up by her godmother end she
remembers how hard it was for her to come back to her
parents' home, She oconsidered her godmother as her
own mothe r.

Miss B, is the second child in the line of seven
siblings. Her elder brother is also & tuberculous
patient, Another brother, aged 20, had rheumatoid
arthritis when he was & child and since then he has
become extremely quick tempered and on oocasions he
almost loses his mind, Her youngest brother was a
mongolian idiot, The patient cared for him very much.,

Previous to her breakdown with tuberculosis, the
patient was very nervous, tired and worn out. She
attributed this to the fact that she was working and
at the same time had to carry a great responsibility
at home, teking cere of the family. She became
increasingly irritable and impetient.

At work she was nmot happy either. She did not
make friends and had difficulties in getting along
with her fellow employees.

When tuberculosis developed and hospitalization

was recommended, Miss B. accepted it eagerly.
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Casza Number 6

BEHAVIQUR AFTER THE ONSET OF TUBERCULOSIS

Source of
Information

Miss B, was referred for psyshiatriec treatment from
the Royal Edward Laurentian Hospital due to her behaviour
at the sanatorium.

Immediately after her hospitalization, the pnt§ont
became very lonesome, oried, had shaking spells, felt
nervous and developed severe headeaches,

A year later her behaviour beceme very difficult,
The event that precipitated this behaviour was the death
of her youngest brother from tuberculosis. He was a
mongolian idiot and she had taken eare of him before her

Medical hospitalization. As a result of his death, Miss B.

Record stopped sating and wanted to gﬁ home, BShe found it
impossible to rest in bed and feared she would start
sereaming., She felt a great longing for her brother,
She did not eat or sleep, felt very nervous, restless,
and esverything bothered her., She resented the other
petients and had dreams of being "cut open" and buried
alive. Finally the petient was discharged from the
sanatorium and was referred to the Allan Memorial
Institute for payehiastric treatment,

The patient was edmitted to the Allan Memorial
Peychlatrio Institute where her condition wes disgnosed as "anxiety

Report state with depreszion.”
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Miss B, was discharged from the Allen Memoriel
Institute after two months treatment. One month after
this discharge she had a relapse in her physical condi=

tion and had to be readmitted to the sanatorium.



Case Number 7

Source of
Information

Madiceal

Record

Interview with

the pati emt
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SOCIAL AND PSYCHOLOGICAL BACKGROUND

Mrs, 8. is & young, attractive, married woman of
about 29. Her husband deseribed her in the following
termss "she has never been sble to faoe trouble and
goes right to pleces when things are bothering her,

When she iz upset she drinks heavily,"

Mrs. S. was very nervous as & child, never slept
well -nnd has always been a fussy eater. She is the
eldest in & femily of three children., The patient was
two years old when her sister was born. She said they
got along nicely but on occasions she, the petient, was
very jealous of her sister,

Mrs. 5., deseribed her father as an aleoholie who
has been always mean to her mother. Her mother, she
said, is very nice, but domineering,.

She married very young even when she did not love
her husband very much. A yeer after their marriage o
baby was born, and two months later, Mr, S, went over=
seas where he stayed for four years. While her husband
was away, she fell in love with another men and when her
huebend returned she resented it and began to drinkA
heavily.

Before her hﬁsbmd return she developed tuberculosis

and since then she has had twelve resdmission to the hospi=-

tal, Each time she left the hospital against mediecsl edvice,
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Case Number 7
BEHAVIOUR AFTER THE ONSET OF TUBERCULOSIS

Source of
Informati on

Mre, 8. is & very,thin, reztless, young married
woman. She has been suffering from tuberculosis since
1945. Sinee then she has had twelve readmissions te
the hospital and each time she left egainst medical
advice,

Right thorscoplasty was reconmended by her dootor
end Mrs. S. became very depressed. She developed severe
headaches, erying spells snd dizziness and shortly

Medical afterwards, she attempted suicide. Mrs. S, was admitted

Record to the Royml Vietoris Hospital, wheres she received
slectrie shook treatment. Her depression lifted, she
was discharged from the Royal Vietoria Hospital end was
edmitted to a tuberoulosis hospital, where thoracoplesty
wag done. Flve ribs were removed, One month after the
operation, she had to be discharged from the sanatorium
against medical advice, becauss of a new deprezsive
state, After this discharge, the patient tried to commit
enicide egain by taking an overdose of sleeping pills,
She was referred for psychietric treatment and since
then is attending the psychiatric eclinie of the Royal

Vietorie Hoapital,

Peyohiatrio The psychistric evaluation stated thet it appeared
Report that this patient had been unstable for a long time

prior to her breakdown with tubercuiosis. Her relationship



-95_

with both parents seemed to be s aphere of eonfliet
for she would become very tense and anxious while
disoussing them.

The psychologiocal examination showed that Mrs. S.
is a naroissistic, immature person with low frustration
tolerance. She showed considerable hostility, the
primary figure being the mother.

The final diagnosis was "chronie anxiety state

with depressive features,”



Cese Number 8

Source of
Informetion

Intesrview with the

patient's mother
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SOCIAL AND PSYCHOLOGICAL BRACKGROUND

Mr., E, iz a young unmarried men of ebout 3l. He is

the youngest in & family of four children. His mother is

'oztrumely religious and striet.

Before Mr. E's birth, his mother had lost three
babies shortly after their birth. When the patient was
born, Mrs. E was afraid that the same thing will happen
to the new baby, so, she has always overprotected him.
The patient's father died when he wes 8 years old and the
mother worked very hard to raise the family properly.
Mrs, E, stated that the patient has always been the
favorite of all the members of the family,

Prior to his breakdowg with tuberculosis, Mr, E, had
some difficulties with the police because of his antisoeial
sexual bshaviour. His mother could not t;ll the writer
when his behaviour started. She can not understand why
her son behaves in that way since her husbend ceme from
a very nice family and she tried very herd to bring him
up "decently". When the putient was a little boy, she
would never undress him in the presence of anyone, The
same thing she did with the girls. Not even her hushand was
permitted to see the patient's sisters undressed,

The first time she kmew about Mr. E's devient sexual
behaviour was when he was 16 years old. The patient was
surprised by the police one night peeping into & bedroom.

He was severely punished by the police and by his mother,
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The punishment did not stop him and shortly he resumed his
antisoocial behaviour. Recently he was arrested when he was
surprised kissing a girl six years old. He told the police
he did not hurt the child and that he wes kissing her because
he is very fond of children.

Mr, E is gtill attending the tuberculogis clinic at
the Royel Edward Laurentian Hospital. He never misses &
treatment and usuaelly tekes very good case of himself., He
is not working in spite of having been authorized by his
doctor to do a full time work.

He was referred to the psydhiatrié clinie of the
Royal Edward Laurentien Hospital., The psychietrist's
opinion was that My, E is an exhibitionist. He resents
having his sexual 1ife discussed and he does not want to talk
about it, He refused psychiatric treatment after the first

interview with the psychiatrist,



Case Number B

Souree of
Informetion

Medical

Record

Interview with

patient's mother
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BEHAVIQUR AFTER THE ONSET OF IUBERCULOSIS

Mr, E, has been suffesring from tuberculosis since
193, The first time he was admitted to the hospitsl,
he remained there for four years, until he was discharged.

After his discharge he ceame back to his mother's
home end continued his sntisoecial beheviour described
previously. Two years later he had & relspse in his
physical condition and was readmitted to the seanatorium.
One year later he was discharged against medical advice
for breeking tho‘ rules of the institution. He was
admitted to another hospital and after a few weeks he
left the hospital agein, He went to the village near the

hospital and there he expoced himself and attacked a

-womén. He was arrested by the police and the sccusstion

wag "indecenoy". After a few days in jail he was
transferred to Bourdesux penitentiary to serve a year

penalty,

During this year he sometimes beceme so violent that
it was believed he was out of his mind., Mr. E's mother
commented "I think thet the tuberculosis has gone to his
mind,"

After he wes released from jeil, the petient came
back to live with hias mother and his sister. Aoctuaslly
the family relationships are very temse and he of'ten snaps

at his mother and resents everything she says or does.
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He lcocks himself in his room and would not disouss his
problems or plans with a:nyono.

Afterwerds he masturbated himself and exposed his
genital orgens in an alley and in the presence of a
neighbor's wife. When Mrs. E called his attention, he
explained he had been "watering” in the lene, when the
neighbour's wife came out of the houss.

The patient left school at the age of 15 against
his mother's consent and went to work in & night elub
as & waiter, At thet time he was planning to join a band,
for he plays several musical instruments, but he had
2 haemoptysis and wes admitted to the senatorium &z an

emergency.



Cazse Number 9

Source of
Information

Interview with

patient's mother
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SOCIAL® AND PSYCHOLOGICAL BACKGROUND

Miss A, iz the eldest in a femily of two girls., Since
her sister was born, her father took cars of her and
epparently she has been always more attached to her
father than to her mother. When she was nine years
0ld, her father went overseas, Miss A, missed him so
much that she became seriously ill. Sincethen her
mother declered herself unsble to cope with her deughter.
Miss A's father stayed ewey from home for six years
and finally her parents were leogally separated. Shortly
af'terwards, her father returned to Cenada and came to
vizit the family. This constituted and emotional shok
for Miss A., who always wented her fether to cﬁne back
home, The relationship betwesn her perents is described
by the patient by saying that "they quarreled like cats and
dogs". Soon after his retura the girl developed tubercu=
losis, when she was about sixteen years old.

The reletionship between Miss A. and her mother has
been very difficult. They could not talk to each other
for usuelly they ended up in a terrible guarrel, Mrs, A,
thinks the patient is very hostile against her snd by way
of evidence she told the writer about an occasion when she
tried to stop Hiss.A. from going out with a man, her
daughter beceme very angry end told her "I hate you so

much that I eould kill you.”



- 104, =

Payehiatric Miss A. has expressed the fear of her father

Report seducing her., She has had heterosesxusl experiences
since the age of twelve, when she was casually seduced.
Since then, she has had innumersble affairs with men.
She gets no pleasure from sexual intercourse, but
enjoys the preliminery petting. She said that when &
men kisses her, she cannot say no.

It seems that Miss A. must put herself in a position
where she will be hurt. She is activated by deep
feelings of guilt, not because of incestuous feelings
toward her father, but arising from en unconseious
primitive rivalry with the mother and a wish of destroying

her,.
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BEHAVIOUR AFTER THE ONSET OF TUBERCULOSIS

Miss A. has been suffering from pulmonary tuber=
eulosis sinee 1947, She was hospitalized for two years,
at which time she was discharged to ocontinue her treate
ment at the Royal Edward Leurentian Hospital, Montreal
Division. She was referred for psychiatric treatment
to the AllemMemorial Institute in 1950.

The patient ocomplains of tiredness snd of being
very unhappy. She has severe crying spells and lately
snaps at people, Apparently she cen not keep & job
for long.

Her relationship with her mother are very diffi-
cult, snd she alweys does what she pleases., Sometimes
she feels very depressed and sometimes she appears
hilarious., While at the sanatorium, she became pregnant
and she hed to be brought to Montreal where & therapeutic
abortion wes done, As Miss A, was 8 Romen Catholiec,

she was very worried about this.

There is 2 marked emotional upset in this cages, due
to & broken home situation. The parents were legally
separated meny years before the patient developed tuber=
culosis. The main psychiatric features in the case

were nervousness and depression.
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Case Number 10

SOCIAL, AND PSYCHOLOGICAL BACKEGROUND

Source of
Information

Mrs. M was bora in 1911 in Montresl, from Pelish
parents. After her birth, her family returned to
Poland, The patient explained her mother was very
unheppy, for her father was always away from home and
used to drink heavily.

Mrs. M was the eldest in a family of three children.
She was very attached to her brother and described her
sister as "mean, just like her “ather". Now the two
sisters are living in Montreal and they do not visit
each other.

Interview with When Mrs. M was 13 yesrs old, her mocther died.

‘the patient After her mother's death, the father left the childrem
with the paternal grandfather and came back te Canada.
Shertly afterward he remarried.’ The patient commentad
she never mew what femily life really wss until she
married and had her own family.

She married im Poland and came back to Canada
during the depression yesrs, at which time she
experienced many hardships. She worries sbout almost
everything end has the feeling that no other psrson

has more troubless than herself.
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Case Number 10
BEHAVIOUR AFTER THE ONSET OF TUBERCULOSIS

Sourcs of
Infomation

Mrs, M. has been suffering from pulmonary tuberculosis
since 1945. She was hospitalized for eighteen months and
went through e three=stazed thoracoplasty, at whisch time
seven ribs were removed. Mrs. M. feels despondent at
times because her personal uppea.r;nce is not as 1t used

Interview with to be before the operation, She does not want her
the Patient neighbours to know that she has tuberculosis snd resents
the visits of the nurses.

Mrs., M, feels that she has more trouble then anyone
end that nobody cen help her. She cries very easily and
she is certain of bad news everytime the visiting nurse
oomes to see her, Mrs, M, explained the writer that she

has always been very nervous, sleeps poorly sand worries

continuously about everything.

She resents her son H, who is now 14 years old,
because he is & very spoiled child and doss not carry
Psychistrie out her orders. He also makes & lot of noise and brings
Report dust end mud into the house. Mrs. M. has experienced
increassing diffioulty in bringing up her only ehild,
who she apparently has somewhat overprotected. He is
spoiled and disobedient,
Mrs. M. has been inoreasingly irritable in the last

five years and has had difficulty with her sleeping. She
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Case Number 11
SOCIAL AND PSYCHOLOGICAL BACKGROUND

Source of
Information

Mr. F. is a young married man about 26 years old.
He is the third in a family of five children, of whom
four were girls.

Then Mr. F. was six years old, his parents referred
him to a Child Guidance Clinic., The child was wvery
disobedient, aggressive end used to dream and phantasy
very mach., The parents explained at that time that
vhen Mr. F was four years old, while playing with one
of his sisters, he fell from a two-story window and

Social service hurt his head. Since them he was never the same anymore.
record After he finished the fourth grade, he refused to
continue attending school.. He was 12 years old them
end has ever since working im all kinds of jobs.

He servad in the Army for two years and after his
discharge he was forced to be married. The girl who
has a partially withered arm was alrsady pregnant when
she married Mr., F. .

The patient has ‘never experienced a real family
life., His mother died many years ago and his father died
in 1936, in a mental hospital. Since his father's death,
the patient has become terribly afraid of becoming insane.

After his son's birth, Mr. F has become yery irritable

end impatient. He continuelly flies off the handle,






Case Mumber 11

Source of
Information

Medical

record

Psychiatric

report

- 109 =

BEHAVIOUR AFTER THE ONSET OF TUBERCULOSIS

¥Mr. F. has besn suffering from tuberculosis sincs
1949, He was asdmitted tc the senstorium and a year later
he was discharged from the hospital as improved.

After his discharge he has been undergoing a very
difficult economic situation, and had to apply to dif-
ferent social agencies for finanocial assistance. The
family ie living in a small room in a tenmant = house.

The dif'ficulty concerning his son contimued and
the patient referred himself to the Royal Victoria

Hospital Psychiatric clinic for psychiatric treatment.

The psychiatric report described the patient 2s a
very i nmature person, of limited mental ability, and

who in meny ways continue to react on a childish level.
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Case Number 12

SOCIAL AND PSYCHOLOGICAL BACKGRCUND

Source of
Informetion

Mra. D. is a very pale lookimg female, 25 years old.
There is mot emough informetion sbout Mrs. D.'s
background in the medical record. The patient was
referred bty the Royal Edward Laurentian Hospital to its
psychistric cliric and was seen by the psychiatrist
once, Mrs. D, wa.a' readmitted to the Sanatarium and
the psychiatrist has comtimied her case there.
An interview with the patiemt or her reletives could
not be arranged.
Psychietrie From a brief report by the psychietrist and from

Report the scettered informetion im the medicel record it was v
gathered that Mrs. D, was en unsteble individual.
Mrs. D. has had a diffiocult marriege since its
beginning in 1544 snd was ebandoned by her husband

two years age whem she was pregnant of her third and

youngaest child.

After the child's birth, Mrs. D. develeoped tuberecu-
losis and wes referred to the Royal Edward Lsurentian
Hospital, in 1949,

According to the medicel record, Mrs. D, has tried

to commit suicide several times during the last five years
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that she left the home and went to live with a married
man. Commenting upom this, Mrs. D.'s sister said
"nobody et home eould reascn with her" and comsidered
her umgrateful. She alsoc stated that Mrs. D. did not
seem interested in her children sny more. The sister
seid since Mrs. D. went to live with this man she is
"absolutely mentally lost", and she, the sister, did
not eonsider Mrs. D.'s he;alth condition as serious as
before.

Mrs. D. came back to her sister's home despite
her feelings thet she was not wanted there. She weas
feeling very sick emd soom aiterwerds tried to commit
suicide egain. She was teken to a merntal hospital where
she was riven psychistric treatment and wes discharged
after three wesks,

She wes very umhappy, mervoua smd was losing weight.
Mrs. D. finally eeked for readmissior to the sanatorium
and wes edmitted. Apparently she feels heppy im the

T.B. hospitel where she is under psychistric treatment, too.

1
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Case Number 12.

BEHAVIOUR AFTER THE CONSET OF TUBERCULOSIS

Source of
Information
Mrs. D. is a very pale looking female. The onset
of tuberculosis was traced to the time of her third
child's birth. Three momths later, her baby died at the
"B.C.G, Clinie". She became very tired and neﬁoun.
Mrs. D. complained about difficulty in breathing and
a choking sensation, These symptoms developed after
the plecement of her two cldest boys in a home outside
of Montreal. She is always worried about them. Following
the placement of her children, she attempted suicide
and was fimally referred to the Psychiatrie Clinie of
Psychiatrie the Roysl Edward Laurentian Hospital.
Record After Mrs. D developed tuberculosis, she went to
and live with her marﬂ ed sister. Her husbend does not
¥adical help her finencially and consequently she had teo depemd
Record upon her sister and her brother-in-law for all her

needa.

Soon she started feeling she was not wanted in the
home and reali zed that her presence there wes a cause
of discord between her sister and her brother-in-law.
She beceme very upset and nervous, for she did not have
a place to go.

When her sister developed tuberculosis too, the

situation became so difficult amd she felt so guilty



Case Number 13
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SOCIAL AND PSYCGHOLOGICAL BACKGROUND

Miss T is & single woman, 4% years old. ©5he is the
eldest in a femily of eight. Since she wes very young,
she assvmed the responsibility of helping her mother im
bringing up the family. When the patient's mother deve-
loped tuberoulcsis, Miss T nursed her for many yearg.

When )Miss T's mother was hopelessly ill, she was admitted
to the hospital, and one month later she died. The patiemt
felt very depressed amd responsible for her mother's
hospitalization and death.

Soon sfter her mother's desth, Mise T developed tubercu=
losis. Hospitalization was recommended, but soom after
her adrmission, she left the hospitel ageinst medical
advice. She denied the disease, could not believe she
was ill, and consequam:ly,‘ rejected the prescribed
treatment. OShe contimed keeping the house snd cocking
meals for her father and her unmarried brothers.

She was referred for psychistric treatment to sttempt
helping out the patient in her accepting the di sesse and

its treatment.

Migs T alweys loocked amd cered for the youmger members
of the family. She could not besr the thought of leavimg

the three mer without a housekeeper.
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Case Number 17

BEHAVIQUR AFTER THE CNSET OF TUBERCULOSIS

Seurce of
Informeticn
Mise T. has been suf fering from tuberculosis since
1944, Bhe refused treetment emd continued doing the
houzekeeping for her fether smd her unmarried brethers.
After her referral to the psychiatrist, the patient
Medical :
reslized she was seriously ill amd immedietely looked
Record

for sompone to replece her in the home.
Now the patient is at the saratorium end is receiving
psychiatric help at the same time, so that she may benefit

from the ingtitutionel care.
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SOCIAL AND PSYCHOLOGI CAL BACKGROUND

Mrs. R is the omly patient in the sample group who
was referred to a psychiatrist before tuberculosis was
discovered. This is a married woman of about 33.

She has had three children, the oldest is 9 and the
youngest is 3, Mrs, R, was born in Quebec City. Her
family moved to Montreal when she was one year old.
During her childhood she was a tomboy, bit her rnails,
and had = terrible fear of snskes and bugs. ©She left
school when she was in eighth grade, to look after i:;he

famly.

On her admiesion to the Allan Memorial Institute,
the patient's main difficulty consisted in enxiety and
tensior present since the age of 13 in varying degrees of
intensity, expressing itself primarily im the form of
severe headaches and tightness in the back of her hsad,
The onset of these symptoms coincided with her mother
deserting the family and poing off with smother man. The
patient who was the eldest in a family of five childrenm,
had to essume all the responsibility in the home., <Jhe
father was a severe alcoholic. He "took it out om the
patient", since he felt Mrs. R lodcked like her mother,

and she assumed the mother's role in the home.

e
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¥rs. R has hed numerous treatments for her headaches,
but none hes proven helpful.

Mrs. R. married at 23. Her husbend is a telegraph
operator and is away from home most of the time. Mrs. K.
says he is very stubborrn and an alecholic.

The patient has three children snd is terrified at
further pregnenéies. A few months before her referral
to the Allan Memorisl Institute, she hed a self-induced
abortion.

The psychological examination showed that Mrs. R
has & bright normal intelligence with scme perfectionist
drives. ©She also showed some hysterical festures and
consldersble hostility directed toward male persons.
She also showed ambivalence toward her mother and
authoritetive fimures, hostility toward the husband and
a longing for hasppiness.

The finel diagmosis was "chronic anxiety state

with hysterical festures."






Case Number 15

Source of
Inf ormation
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SOCIAL AND PSYCHOLOGICAL BACKGROUND

¥rs, 5. was born im Russia 42 years ago. She is
the youngest in the femily and stated she was not
wanted by her paremts. There is a differsnce of about
ten years between the patiemt and her next sister.

Her mother died when Mrs. H. was a girl about
seven years old. She cannot remember very well asbout
it, although she realized it was very difficult, for
she was very attached to her mother.

After her mother's death, her father was never
at home. He finally came to Canada and left her with
an aunt, Her sigter and her eldest brother were
married and came to Canada, too. ©5he described her
life here a8 very hard. She had to work hard and never
enjoyed a real home.

Mrs. H. met her husband in Poland and they were
married there. Then they came to Canada. 1t wes
during the depression years, whom it was very diff'ionlt
for her to adjust herself to the new country and to the
difficult economic situation. She had two children,
was 30 worried about their health, and had to work so
herd during those difficult years, that she developed
tuberculosis., She has been known to the Royal Edward

Laursntisn Hospital since 1974.
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BEHAVIOUR AFTER THE ONSET OF TUBEROGJLOSIS

Mre. H is a small, thin woman, 42 years old. She
has been suffering from tuberculosis since 1934, She
has alweys been terribly concerned about her health and
is terrified when ohe of the members of the family is

taken ill.

She is restless and suffers from insomnia and anorexia.
She also complains about generalized psins over her entire
body end a turning sensation inm the vegina,

She has become very selfconscious of her Russian
origin especially during the last year and she believes
the Dominion Immigration authorities are arranging to

deport her.

Mre. H is prone to feel that people dislike her
and laugh at her. These feelings have increased in
the lest months because of disagreement with her brother
over the ownership of a house., Mrs. H feels very guilty
about this, for har: brother have always been very kind
to her.

Now Mrs. H believes she has cencer in the chest.
She complains of a tié;h‘b feelinz in the chest and palpi-
tations and loss of memory.

The psychistrist's impression is that the pstient is

suff ering from anxl ety stste with depressive festures.
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Schedule used to collect material from the Medical and Sccial records,
for background information before the interview with the patient.

1) Neme

2) Age

Z) Address

L) Referral

8) Tuberculosis
1- Date

b) Psychiatrie treatment
1= Date

5) Occupation

6) Marital Status

7) Diagnosis

a) Tuberculosis
b) Psychistrie
8) Family History
9) Personal History
10) Onset end symptoms of tuberculosis.

11) Onset and symptoms of the psychiatrie disorder.

Information desired from the patients in the ssmple group end from
the following members of their families: fether, mother, wife or husbend,
and giblings.

A, Pamily History

1) Fatient's name
2) Birthplsce
3) Birthdete

L) Status
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¢) Whet was the patient's attitude toward the disgnosis?

d) Whet were the patient's feelings toward the disesse
before end after the onset of tuberculosis?

e) What were the patient's attitude toward treatment?
1- Senatorial care
2= Other specislized treatment,
7~ Surgery

f) How does he think disease has affected his life
situetion?

1- Adequacy for work?
2= Social activities?
D, Soeial Factors
1) Is the family Jmown to scoial egencies?
a) If so, Why?
2) Living conditicns
a) Number of rooms
b) Number of persons living in the house
¢) Generel Appearance
d) Neighborhood
3) Economioc Conditions.
2) Inceme
b) Source of inecome.
¢) Selery
d) Insurance
®) Other sources

ly) Taboos snd superstitions in regard to the disesse,
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5) Languege
6) Educstion
7) Ocecupetion
Number of years in the same job,
8) Religion

B. Medioal Fsetors

Tuberculosis Psychietrie
1) Diegnosis 1) Disgnosis
a) Date 2) Date
2) Recommendations 2) Recommendations
a) Was he admitted to & a) Was he admitted to a
Hospitel? Hospital?
b) How long did he stay? b) How long did he stay?
¢) Why was he discharged? ¢) Why wag he discherged?
Date Date
d) Is he attending & clinie d) Is he attending a elinie
of tuberculosis? of tuberculosis?
3) Contects

C. Emotionel Factors

1) Family relationship before and after the breakdown with
tuberculosie.

a) Wife=husband
b) Parents=children
¢) Siblings
2) Men's role end suthority
%) How wes tuberculosis detected?
a) Was the patient a contact?

b) Was he the source of infection of other members
of the family?
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