
Boston University

OpenBU http://open.bu.edu

Boston University Theses & Dissertations Dissertations and Theses (pre-1964)

1949

A study of twenty adult cardiac cases at

Rhode Island Hospital to show the

factors which had bearing on the

patients' following or not following the

medical recommendations

https://hdl.handle.net/2144/5988

Downloaded from DSpace Repository, DSpace Institution's institutional repository







TABLE OF CONTENTS (Cont'd.) 

CHAPTER PAGE 

IV. Presentation of the Descriptive Data 
for Twenty Cases 28 

Procedure of Presenting the Descrip-
tive Data............................... 29 

Chronic Care............................. 30 
Temporary Care........................... 39 
Restriction of Physical Activities....... 41 
Avoidance of Emotional Strain............ 48 
Adequate Budget (Income) to Maintain a 

Decent Standard of Living and to Meet 
the Medical Needs....................... 52 

Medical Follow-Up........................ 65 
Special Recommendations.................. 70 

V. Presentation of Two Cases Illustrative of 
the Group 74 

Case A................................... 75 
Case B •• -........... • • • • • • • • • • • • • • • • • • • • • • 77 

VI. Summary, Conclusions and Recommendations 79 

Appendix 

Bibliography 

Schedule 

99 

100 

103 

ii 



LIST OF TABLES 

TABLE 

I. Incidence of Arteriosclerot ic Heart 
Disease and Hypertensive Cardio­
Vascular Disease in Proportion to 
Other Causes of Heart Disease: 
Rhode Island Hospital Adult Cardiac 

PAGE 

Admissions, 1947 and 1948.................... 11 

II. Incidence of Arteriosclerotic Heart 
Disease and Hypertensive Cardio­
Vascular Disease in Proportion to 
Other Causes of Heart Disease: 
Adult Cardiacs Knovm to Rhode Island 
Hospital Social Service Out of Total 
Hospital Admissions, 1947 and 1948........... 12 

III. The Receipt of Chronic Care.................. 33 

IV. The Acceptance of Not Working At All......... 41 

V. The Acceptance of Restricting Normal 
Physical Activity............................ 46 

VI. The Acceptance of Avoiding Emotional 
Strain••••••••••••••••••••••••••••••••••••••• 48 

VII. Provision of Adequate Budget (Income) 
to Maintain a Decent Standard of 
Living and to Meet the Medical Needs......... 59 

VIII. The Receipt of Doctor's Care................. 66 

IX. The Receipt of Home Nursing Care............. 68 

X. The Acceptance of Following 
A Special Diet••••••••••••••••••••••••••••••• 70 

XI. The Acceptance of Taking 
Medicine••••••••••••••••••••••••••••••••••••• 71 

XII. Common Significant Factors 
vYhich Had Bearing On the 
Patients' Following the 
Medical Recommendations...................... 80 

iii 





CHAPTER I 

INTRODUCTION 

PURPOSE OF THE STUDY 

This study of twenty adult patients with arterio­

sclerotic heart disease or hypertensive cardio-vascular 

disease was undertaken to find out some of the common 

factors which had bearing on the patients' following or 

not following the medical recommendations. Such a subject 

was selected because the significance of cardiac patients' 

adhering or not adhering to the necessar.1 recommendations 

may well be spoken of in terms of life or death. 

The study purports to determine what common areas 

are influential in affecting the patients' adjustment to 

their illnesses. Such areas may include lack, non-use or 

inadequacy of community resources, poor home conditions, 

poor social planning or the patients' own inability to 

accept their illness limitations. The positive aspects 

in the above areas may be influential in affecting adequate 

adjustment. 

It is the writer's intention to break down these 

broad areas, wherever one is significant, to show the 

specific factors which influence presence or absence of 

adjustment. The over-all purpose of this thesis is to 

point up existing inadequacies so that they may be known 
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and so that steps may be taken to remedy or to eliminate 

them. 

SCOPE OF THE STUDY 

The material for this study was taken from the 

records of the Rhode Island Hospital in Providence, Rhode 

Island. These included the social service records, the 

medicaL records and the out-patient department records. 

Because the social service records in many cases were in­

complete the material was supplemented by data from rec­

ords of other agencies. In addition, the writer contacted 

various community resources to determine . their adequacy 

and function in respect to the service offered andjor the 

amount and type of service given to a particular patient. 

The writer was interested in studying the problems 

of adult patients with arteriosclerotic heart disease and 

hypertensive cardio-vascular disease. It is widely recog­

nized that these two conditions are the major causes of 

cardiac deaths for the middle and old age groups.1 The 

conditions may also be present in the younger adult age 

group but their incidence here is les.s frequent in propor­

tion to other types of heart disease. The records were 

accordingly selected on the basis of diagnosis. The age 

range in thes.e cases falls between forty and eighty. 

1 See Chapter II, page 8. 
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In the two year period from January, 1947 through 

December, 1948, 239 adult cardiac patients were known to 

social service. 2 One hundred and eighty-one of these had 

arteriosclerotic heart disease or hypertensive cardia-

vascular disease. One hundred of this number had some 

type of written material. Forty-two of the one hundred 

"- were written up in records. (The remainde.r were summar-

ized briefly on short service cards.) The writer selected 

those twenty records which furnished the most information 

in respect to patients' adjustment to their illnesses. 

It is obvious that the cases selected are not rep-

resentative of a cross-section of cardiac patients inasmuch 

as they are only eleven per cent of the total hospital 

cardiac admissions for the two year period. 3 In addition, 

most cases known or referred to social service are ward 

patients. However, the writer is interested in the problem 

of patients' lack of adjustment. The cases known to social 

service fall largely into this category. Because such a 

small number of the total cases known have any written rec-

ord it is difficult to state the social service representa-

tion in respect to the twenty cases used. The writer feels 

justified in concluding, however, in view of the inadequacy 

2 Information obtained from the medical worker's 
monthly statistical sheets. 

3 Total cardiac admissions for 1947 and 1948 were 
2,077. 
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of social service cardiac coverage, that these casas were 

ones which the worker chose to concentrate on and to write 

up in some detail out of the total number worked on, and 

in this respect the cases may be said to be representative 

of the total known. 

The twenty patients were all hospitalized in Rhode 

Island Hospital sometime during the two. year period (1947-

1948) and then discharged into the community. The length 

of follow-up in the social service records varied according 

to the time the patient was admitted to the hospital and 

according to the type of service given. In addition, sev­

eral of these patients were hospitalized mora than once 

during the two year period or had been hospitalized before 

1947, and r eferred to social service more than one time. 

The writer, therefore, in the cases of more than one ad­

mission or referral took a fixed time during the 1947-1948 

interval in each individual case and studied the material 

during and following that particular hospitalization period. 

The periods of study for each patient vary, therefore, in 

respect to the particular time interval. The common element 

is the hospitalization and discharge into the community 

during the two year period. Where there is available in­

formation th.e case is used up to the point where another 

hospitalization occurs or the 1948 period ends. Where the 

material covers only a brief per.iod and does not extend, 
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such information as is available is used, supplemented 

wherever possible by material from other sources. 

Inasmuch as the scope of this study is broad, the 

worker has, of necessity, had to impose certain limitations 

in respect to analyzing the individual . situations. It is 

to be remembered that the writer desires to find out common 

factors for all of the patients which had bearing on their 

following or not following the medical recommendations. 

The study, therefore, will ·:not attempt to show all of the 

minute factors relative to a particular case situation 

(such as details regarding patients' relationships with 

their families, reasons for desertion, divorce or marital 

discord, descriptions of previous maladjustments, etc.) 

but only the most outstanding in regard to influencing the 

patients' adjustment to medical recommendations. These 

common factors (such as use of nursing homes, financial 

assistance, home conditions, patients' ability to recognize 

seriousness of their illnesses, etc.) will be broken down 

wherever possible to indicate how and/or why a particular 

item was effective. 

In further clarifying the above the writer wishes 

to state that in cases of individual inability to accept 

illness limitations no attempt will be made to explore the 

deep-seated underlying emotional conflict which may be 

responsible, or to handle the material in terms of a per-
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sonality analysis. 

Finally the writer would like t .o point out that 

this study does not purport to show comprehensive social 

service function in these cases but only social service 

action as it is instrumental in affecting patients' adjust­

ment to a particular medical recommendation. 

The material obtained from the twenty cases is pre­

sented in statistical form. Following this two cases repre­

sentative o:f the group are presented ·to illustrate the 

statistical data. On the basis of standard medical rec­

ommendations for cardiac patients a schedule was drawn up. 

The twenty cases plus in:formation regarding patients ob­

tained from other sources were applied .to this schedule. 

The material abstracted was compiled to arrive at signifi­

cant statistical results. 

PLAN OF THE STUDY 

The writer's plan for developing this thesis is as 

follows: Chapter I is an introduction to the study includ­

ing the purpose, scope .and the plan for development of the 

study. Chapter II will indicate the present day problem o!' 

arteriosclerotic heart disease and hypertensive cardio­

vascular disease, inc.luding national statistic.s, Rhode Island 

Hospital and social service statistics and the physical pic­

ture of both cardiac conditions. Chapter III will state and 

explain the medical recommendations for cardiac patients and 
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It is interesting to note the Rhode Island Hospital 

adult cardiac admissions duri ng the 19 47 and 1948 period to 

show the incidence of arteriosclerotic heart disease and 

hypertensive cardio-vascular disease in proportion to the 

other causes of heart disease. This data is presented in 

Table I. 

It may be noted in Table I that arteriosclerotic 

heart dise ase and hypertensive c ardio-vascular disease lead 

the list of heart disease causes, forty-three per cent and 

forty-two per cent , for the adult group. The combined 

figure is eighty-five per cent of the total. 

A tabulation of these Rhode Island Hospital adult 

cardiac patients known to social service during the 1947 

and 1948 period showing the high incidence of arterioscle­

rotic heart disease and hypertensive cardio-vascular dis­

ease repeated is presented in Table II. 

It may be noted in Table II that arteriosclerotic 

heart disease and hypertensive cardio-vascular disease again 

lead the list of heart disease causes, although in different 

proportion, fifty-nine and twenty-four per cent respectively. 

The combined figure is eighty-three per cent of the total. 

The prevalence, then of arteriosclerotic heart dis­

ease and hypertensive cardio-vascular disease in adults in 

terms of Rhode Island Hospital statistics is high. It can 

readily be seen that these two causes of heart disease far 
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TABLE I 

INCIDENCE OF ARTERIOSCLEROTIC HEART DISEASE AND HYPERTENSIVE 
CARDIO-VASCULAR DISEASE IN PROPORTION TO OTHER CAUSES OF 

HEART DISEASE : RHODE ISLAND HOSPITAL ADULT CARDIAC 
ADMISSIONS, 1947 AND 1948 

Type of Heart Disease 

Arteriosclerotic Heart 
Disease 

Hypertensive Cardio ­
Vascular Disease 

Rheumatic Heart Disease 

Arteriosclerotic and 
Hypertensive Heart Disease 

Congenital Heart Disease 

Syphilitic Heart Disease 

Beri-beri Heart Disease 

Heart Disease Undiagnosed 

Hyperthyroid Heart Disease 

Subacute Bacterial Endo­
carditis 

Tube_rculosis Heart Disease 

Heart Disease Due to Poi son 

Heart Disease Due to Tumors 

Total 

Number of 
Patients 

1947 1948 

Total 
Number 

397 488 885 

418 455 873 

80 93 173 

36 70 106 

1 1 2 

1 8 9 

0 6 6 

2 2 4 

1 1 2 

3 5 8 

0 0 0 

6 2 8 

0 1 1 

945 1,132 2,077 

Total 
Per Cent 

43 

42 

08 

05 

001 

004 

003 

002 

001 

004 

000 

004 

001 

1000 
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10 
was being deprived by the original hardened artery." 

It is hoped that an adequate collateral circulation 

will develop to take care of that part of the heart muscle 

being periodically deprived of blood after the angina attack.n 

Rest and relaxation are advised to help this collateral cir-

culation develop. Death may occur with the first angina 

pectoris attack but more often patients have numerous 

attacks and live through them as the attacks last only a 

brief period of time and because collateral circulation 

eventually develops. 

However, if collateral circulation does not develop 

and the pain does not subside as in the typical angina 

pectoris and the heart muscle continues to be deprived of 

its blood supply the disabled 

heart muscle keeps on with its regular contractions 
along with the rest of the heart for hours until the 
muscle fibers become swollen and defunct. When this 
occurs they cease to contract and the pain begins to 
subside.l2 

There remains a considerable bruise to the muscle and it is 

necessary for the patient to rest for several weeks in order 

that scar tissue may be formed in place of this bruise and 

in order that collateral circulation may develop. 

10 Paul D. White, M.D., Heart Disease Caused .Q.;r 
Coronary Arteriosclerosis, p . 2. 

11 Ibid.,, p. 4 

12 Ibid. 
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arteries, the hypertrophy is usually inadequate. Cardiac 

failure is the eventual outcome of such a condition just 

as it is in coronary heart disease. 

Hypertensive cardio-vascular disease deve.Lops as 

the result of high blood pressure over a long period of time. 

Blood pressure is the pressure under which the blood in 
the arteries is maintained. It is important because the 
blood can be made to flow only by maintaining pressure 
in the arteries just as water will flow through a hose 
only if it is under pressure. No one can live without 
blood pressure.l4 

High blood pressure is when the pressure within the arteries 

is greater than normal. Blood pressure is abnormal when it 

exceeds 140 systol and 90 diastoli c . (Systolic blood 

pres sure is the pressure in the arteries just as t he heart 

completes a contraction or beat and diastolic is the pressure 

in the arteries when the heart is temporarily at rest.) 

"The heart acts as a pump which makes blood move 

through the body. nl5 The arteries are the medium through 

which the blood is pumped. As the arteries lead out from 

the heart into the various sections of the body they end 

up in arterioles, tiny blood vessels wh ich are the small­

est branches of these arteries.16 These arterioles are 

p. 8. 

14 E. V. Allen, M.D., High Blood Pressure, p. 4. 

15 Ibid. 

16 Metropolitan Life Insurance Company, Your Heart, 



constricted less blood can get into them from the arteries, 

the heart is forced to pump harder against the increased 

resis tance to keep the blood flowing at a near normal rate 

and so the pressure of blood in the arteries goes up. When 

the arterioles are dilated the reverse process takes place.17 

Hypertension is present when these arterioles are 

in a constant constricted state thereby forcing the heart 

to work harder all of the time . The specific reason for 

the nerves causing this arteriole constriction is unknown. 

There have been many theories advanced but the exact reason 

has not been definitely proven as yet. When the blood 

pressure remains constantly high the heart muscle due to 

overwork is forced to enlarge. This is the first step in 

d 1 t f h t . d " 1 d " 18 the eve opmen o yper enslve car lo-vascu ar lSease . 

Following this the heart eventually reaches a point where 

it cannot cope with the increasing blood pressure because 

the blood supply within the muscle cannot keep up with the 

increase in muscle size. When such a condition occurs there 

is dilatation of the heart (as seen also in arteriosclerotic 

heart disease) which l eads to cardiac failure. 

The prognosis for patients with hypertensive cardio-

vascular diseas e varies. Some may succumb early; others 

17 Ibid. 

18 Ibid. 
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live for several years. Regulated activity and avoidance 

of excitement are imperative. 

It is to be noted that a patient may have either 

arteriosclerotic heart disease or hypertensive cardio­

vascular disease or both. If the latter is the case the 

complications are accordingly multiplied. However, as far 

as is known today hypertension does not cause arterioscle­

rosis nor does the latter cause the former. 

This physical picture of the two cardiac conditions 

indicates the severity of the two diseases. Because of this 

and the fact that there are no known cures for the diseases 

it is doubly important for patients to adhere to the medical 

recommendations in order to prolong their lives. These 

medical recommendations will be discussed in detail in the 

following chapter. 
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medical, nursing or custodial care or a combination of these. 

One medical recommendation then for cardiac patients 

(arteriosclerotic heart disease or hypertensive cardio­

vascular disease) after hospitalization is either temporary 

care or chronic care. 

Temporary care may be obtained in a private nursing 

home in the community, in a public nursing home designated 

for this purpose or in the patient's own home with the ser-

vices of a trained nurse. A fourth alternative, usually 

less satisfactory, is care in the patient's home administered 

by r elatives either with or without the frequent services of 

a district nurse. 

Chronic care, depending on the particular type re-

quired, may be obtained in a chronic-care state hospital, 

in a private or public nursing home, in a boarding home or 

in the patient 's O\VU home. 

A further medical recommendation for cardiac patients 

is restriction of physical activities. This includes re -

strictions in respe ct to returning to work as well as re-

striction of normal physical a ct ivities. The recommendation 

may be that the patient cease work entirely because the ex­

ertion required by such activity might be severe enough to 

bring on a heart attack. This recommendation obviously in-

cl udes all of the chronic care patients. J 

The recommendation, on the other hand, may be that I 
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addition programs providing for the development of hobbies 

such a s drawing, painting, sculpturing and the like would 

6 be helpful. It is felt, therefore, that a fac i lity de-

signed to meet these needs would be of value. 

A most important medical recommendation for cardiac 

patient s is avoidance of emotional strain. "Worry and 

severe nervous shocks .can aggravate a cardiac condition."? 

The heart beats faster under emotional stress and 
pumps out more blood. The faster it beats, the 
harder it works and the less time it has to 
rest.8 

It has been pointed out that "alleviation or elimination of 

the causes of emotional disturbance may increase the patient's 

activity and ability to function bette r ."9 

The patient's emotional adjustment to his illness is 

dependent upon a gamut of facto rs : the patient's personality, 

his relationship to the people in his environment, his eco-

nomic situation, the availability of community resources and 

the like.10 The type of resource helpful in removing 

6 Community Service Societ y, ££• cit . , p. 8. 

7 Paul D. V\'hite, M. D., "Heart Disease: Twenty­
Seven Questions Answe re d," Vogue, May, 1947, p. 14. 

8 Metropolit an Life Insurance Company, Your Heart, 
p . 4. 

9 Ethel Cohen, "The Social Component in Heart 
Disease," American Heart Journal, October, 1938, p. 429 . 

10 Ibid., p. 428 . 

24 







patients with either type of the disease are advised to 

lose weight as overweight may put an added stra in on the 

heart.15 Accordingl y there sh ould be a resource available 

to furnish a copy of the diet and to assist the patients 

in p lanning it and budgeting their funds? if necessary. 

The special medi cine usually in the form of pills 

or injections is g iven to alleviate acute pain (as in angina 

pe c toris), to maintain the prope r h eart rate or to provide 

other corrective measures in the heart . It is vitally im-

portant for cardiac patients to take the medicine prescribed 

as this can prevent the occurrence of a heart attack. It 

is recommended, therefore, that medication be re adily avail-

able to cardiac patients and supplied at a minimum of cost. 

A resource to meet this need is often the hospital clinic. 

15 American Heart Ass ociation, What About Your 
Heart, p. 4. 

'I 

II 
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In those cases where the doctor did not recommend chronic 

. care and/or where the special type of care was not indicated 

and the patients' condition and other factors in the situ­

ation indicated the n ee d for it the writer placed the pa­

tient in the chronic cars category and designated the spe­

cial type of care. 

For the purposes of this study four types of chronic 

care were set up as ideal criteria : institutional care, 

nursing home c are, temporary nursing home care f ollowed by 

chr onic boarding home care and chronic boarding home care 

only. 1ffuere t he patient did not ac.cept one of these plans 

but returned to his own or relatives' home each home situ­

ation was evaluated and if it met the need for the most 

part was deemed satisfactory. 

Instituional care, after hospitalization in a general 

h ospit al, is used here to designate care in a chroni c hos ­

pital where doctors', nurses' and attendants' services are 

immediatel y and continuousl y available. Patient s in this 

group are either in continual need of these services (bed 

cases) or in frequent need of these servi ces but need con­

tinuous medical supervision. Their conditions are such 

that lack of avail ability of services at a particular moment 

might well result in heart at tack and death. This group may 

lead a bed-chair existence or may b e ambulatory at times . 

The patients u sually fl u c tuate between a bed, bed-chair and 

31 



ambulator "" existence, the amount of each or comb inat ion of 

one or all being unpredictable. The main factors which 

differentiate this type of care from all others are the 

imraedi ate availability of doctors' attentions and the hos ­

pital set t ing. 

Chronic nursing home care after hospitalization in 

a general hospital is used here to designate nursing care 

in a nursing home where a doctor' s at tention is needed 

only occasionally . The emphasis is on nursing care together 

with a well balanced routine of living . Such patients have 

doctors' attentions as needed either by services of a local 

medical doctor or by attending clinic . Most patients need 

bed nursing at first, then lead a bed-chair and partly 

ambulatory existence. Their condition requires, however, 

continuous nursing supervision and cont inuous availability 

of nursing care. 

Temporary nursing home care followed by chronic 

boarding home care is used here to designate nursing home 

service for a period of t ime followed by custodial care 

where the patient is furnished with board and r oom and 

superv ision of activities. By the t ime t hese patients go 

to a boarding home they are ambulatory and are able to pro­

vide their own personal care . Chronic boarding home care 

only, after hospita lizat ion, falls within the same defini­

tion as g iven above. 
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Of the seven patients who were referred for insti­

tutional care six did not receive adequate chronic care. 

Five refused to go to the State Infirmary or a nursing home. 

Four of these patients could not accept the illness needs 

in terrns of separating from their former way of living re­

gardless of the type of chronic care offered . The fifth 

patient refused because he would only accept care in the 

Jewish Home for the Aged . Three of these five patients 

returned to their oval homes and lived alone. These plans 

were inadequate because patients had to do t heir own work 

and care for themselves. Two of these five patients re­

turned to their own families or went to relatives' homes. 

These plans were inadequate because one patient was left 

alone all day and the other patient did not receive con­

tinuous medical care in the home. One of the six patients 

was not referred to the State Infirmary or a nursing home 

by the doctor and did not have adequate care. In this 

instance the doctor refused to recognize social service 

interpretation of the home conditions. This patient re­

turned to his own home vnLere care was inadequate because 

he did not receive continuous medical attention. (This 

patient became worse and had to be readmitted to the ho s ­

pital.) In five of these six cases social service inter­

pretation of the chronic care need to the patients was not 

accepted by them . 

34 



The most common significant factors brought out by 

the above data are the inability of patients to accept 

their illness needs in terms of separating from their for­

mer way of living {in the home) regardless of the type of 

community resource offered and that patients' homes did 

not meet the need because the patients were alone, had to 

care for themselves, do their own work and did not receive 

continuous medical care. 

Of the seven patients recommended for institutional 

care one received adequate chronic care. 'l1his patient re­

fused the State Infirmary because she stated it was a place 

to die. The patient had previously been in a nursing home 

but this had not proved satisfactory. The patient returned 

to her own home where the family assisted and where district 

nurse and doctor's services were frequent and continuous. 

The most common significant factor brought out by 

the above data is that the home is satisfactory for chronic 

care when relatives cooperate and district nurse and doc­

tor's services are supplied and are continuous. 

Six patients needed chronic nursing home care. Five 

of these patients did receive adequate care. Four accepted 

care in nursing homes. These patients recognized the need 

of chronic care, had previously lived alone and wanted 

chronic care. Care in these nursing homes is considered 

adequate as all the homes are licensed by the City of 
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need to relatives and made weekly payments to the nursing 

home with money deposited at social service by the patient's 

son . 

The most co1runon significant factors brought out by 

the above data are that as the patient felt better she no 

longer saw the need for care in a nursing home and her own 

home was unsatisfactory because of dirty and crowded con­

ditions. 

Four patients needed t emporary nursing home care 

followed by chronic boarding home care. Three of these pa­

tients did not receive adequate care . Two patients went to 

a nursing home for a temporary period but l eft before they 

should. Both returned to their former way of life , went to 

work and lived alone. Both stated that a s they felt better 

they no longer saw the need for care . Social service made 

nursing home arrangements and paid a small weekly amount 

pending sick benefits for one patient . The fourth pat ient 

returned to his own h ome becaus e he preferred to make his 

own plan. The home was inadequate because patient ' s wife 

was unable to provide the nursing care needed. 

The most common signific ant factors brought out by 

the above data are that patients left nursing homes before 

they should and returned to their forme r way of living be­

cause as they felt better they no longer saw the need for 

care and that a patient refused nursing home care because 
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fulfilled the need, for the most part, it was deemed satis­

factory . 

Three patients needed temporary care. The doctor 

made the recommendation for two and the writer judged from 

the individual situation that the third patient needed this 

care. As only three patients needed temporary care and all 

did not receive it this information is not presented in 

tabular form. 

All of the three patients did not have adequate 

temporary care. Two patients refused to go to nursing homes 

because they were unable to recognize the seriousness of 

their illness . One patient was not referred for care by the 

doctor who failed to accept social service interpretation of 

the patient's home conditions. The three patients returned 

to their owri or relatives' homes. Three received no nursing 

care because relatives did not feel the patients were seri ­

ously ill or relatives were not concerned enough t o provide 

care. In addition, one patient was subjected to continuous 

emotional friction in the home and another wa s in a dirty 

and crowded home. Social Service interpretation of the need 

was not accepted by these patients or their relatives . 

The most common significant factors brought out by 

the ab ove data are that patients refused nursing home care 

because they were unable to r ecognize the seriousness of 

their illness and that homes did not provide the nursing 
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a dishwasher. This patient refused to consider social ser­

vice referral for vocational rehabilitation, stated that he 

was capable of finding a job himself. The patient could 

not understand the meaning of light job in terms of the 

illness need. 

The most common significant factors brought out by 

the above data are the patient's inability to understand 

the need of a light job in terms of his illness and his re­

fusal of assistance based on his independent attitude. 

One patient did not return to work at all. Inasmuch 

as this patient did not engage in physical activity on a job, 

this is judged by the writer as satisfactory for this cate­

gory. The patient was not obliged to work because he had 

sufficient income from a veteran's pension and other sources 

to cover his subsistance needs. Patient wanted to return 

to his former job (fireman) but his employer would not re­

hire him due to the illness. Patient would not accept any 

other referral. Social service referred patient to the 

Veterans Administration to apply for the pension. 

The most common significant factors brought out by 

the above data are that the patient had a private income so 

that he was not forced to work, that his former employer 

refused to rehire him due to the illness and that social 

service and the Veterans Administration helped patient to 

obtain this private income. 
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ITEM C - PATIENT CAN WORK IF HE HAS A PERIOD OF 
OCCUPATIONAL THERA_!! 

The recommendation for occupational therapy was 

determined on the basis of the doctor's statement and the 

social worker's interpretation of the need as recorded in 

the social service record. As only one patient needed a 

period of occupational therapy and received it, this in­

formation is not presented in tabular form. 

In this particular case the occupational therapy 

was indicated for a condition other than the heart condition. 

The doctor stated that in .terms of the cardiac condition 

patient could return to his own job. It was obvious, how-

ever, that patient could not work at all unless something 

was done to correct a nerve condition of his hands. 

This patient returned to work after a period of 

occupational therapy. He accepted social service referral 

to Community Workshops, received training and improved aut-

ficiently to take up his former job. 

The most common significant factors brought out by 

the above data are the patient's willingness to accept oc-

cupational therapy; the availability, use and adequacy of 

Community Workshops and social service referral to that 

agency. 

ITEM D - RESTRICTION OF NORMAL PHYSICAL ACTIVITY 

The recommendation for restricting normal physical 

activity was determined from the social service cases where 
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the doctors' statements were recorded. 

Twenty patients needed restriction of normal physical 

activities. Table V shows the acceptance of this recommenda-

tlon. 

TABLE V 

THE ACCEPTANCE OF RESTRICTING NORMAL PHYSICAL ACTIVITY 

Whether or Not Patient Restricted 
Normal Physical Activity 

Did restrict activity 

Did not restrict activity 

Not Known 

Total 

Number of Patients 

a 

10 

2 

20 

Eight of the twenty patients restricted their activ-

ities. Five of these patients were in nursing homes where 

they received the proper rest and were not allowed to over­

exert or engage in strenuous activity. The other three pa­

tients lived in their own or relatives', homes. In these 

cases patients were too ill to engage in much activity and 

relatives were available to do the heavy work, housework 

and cooking. 

The most common significant factors brought out by 

the above data are the import.ance of the routine and 
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supervision of the nursing home in curtailing activity and 

the factor that patients at home were too ill to engage in 

activity and relatives did the necessary work. 

Ten of the twenty patients did not restrict their 

physical activity. Five patients did not rest. Three of 

the five returned to their jobs against advice. Two of the 

five took long walks and two others chopped wood. These 

five patients stated they did not like to sit around, that 

it was difficult to do nothing, that there was no diversion 

to take up their time and energy. · 

Two of the ten patients left nursing homes before 

they should. One returned to a job and the other did stren­

uous housework. Both patients stated that, as they felt 

better, they believed their condition was not serious and 

saw no harm in resuming normal activities. Two others of 

the total ten patients lived alone and did all their own 

housework. Patients refused to gp into any type of home for 

care and no one came to their homes to assist. The tenth 

patient was unable to rest due to noisy children in the 

neighborhood. This patient wanted to move but no other 

facility was available. 

The most common significant factors brought out by 

the above data are that patients found it difficult to do 

nothing and there was no satisfactory diversion provided; 

that as patients felt better they believed their condition 
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was no longer serious . and resumed normal activities; that 

when patients refused outside care no one came into their 

homes to assist. 

The writer was unable to obtain information concern-

ing the physical activities of the other two patients. 

TITLE IV - AVOIDANCE OF EMOTIONAL STRAIN 

The recommendation for avoidance of emotional strain 

was determined by the writer as a requisite for all of the 

patients as it is one of the standard criteria set up for 

all people with cardiac conditions. 

Twenty patients needed avoidance of emotional strain. 

Table VI shows the acceptance of this recommendation. 

TABLE VI 

THE ACCEPTANCE OF AVOIDING EMOTIONAL STRAIN 

Whether or Not Patient Avoided 
Emotional Strain 

Did avoid emotional strain 

Did not avoid emotional strain 

Not known 

Total 

Number of Patients 

0 

16 

4 

20 

Sixteen patients were unable to avoid emotional 

strain. Six patients had continuous upsets due to friction 
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or difficulty with family or relatives. Two of these patients 

continued with long term marital maladjustments which were 

accentuated by the patients' illness. One patient continued 

with a long term friction with his mother-in-law and another 

patient with her daughters. Both of these were also accen­

tuated by the patients' illness. A fifth patient was upset 

because her children would not help her and a sixth felt 

neglected because her son would not help her. In the above 

six cases either patients' or relatives' personalities or 

attitudes were to ' blame. 

Intensive case work or psychotherapy was indicated 

for these patients in order for them to adjust better. 

Rhode Island Hospital Social Service is too understarred to 

provide adequate intensive coverage of cases. Supportive 

help was given but this was inadequate. (It is felt by the 

writer that these were medical social problems and therefore 

should have been handled by hospital social service, es­

pecially since a type of relationship was established during 

supportive case work.) Patient.s were not referred by doc­

tors for psychotherapy. The community resources providing 

this service are so limited that there is not adequate cov­

erage and so there is little point in referring patients for 

this type of help. 

Four of the sixteen patients had upsets due to fi­

nancial difiiculties. Three patients were unable to live on 
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their incomes and had continuous trouble over lack of ade-

quate funds. One of these three was ineligible for Depart-

ment of Public Welfare assistance; a second refused to apply 

for Department of Public Welfare assistance .because he would 

have to sell his car; a third was receiving Department of 

Public Welfare assistance but .claimed the amount was insuf-

ficient. One of the four patients was disturbed because 

Red Cross would not pay for storage of her furniture. In 

one case social service referred the patient to Red Cross 

where patient filed for and obtained a higher serviceman's 

allotment. In another case social service interpreted the 

financial need to the Department of Publi.c Welfare which 

agency raised the budget but not to a high enough level to 

satisfY patient. The adequacy of Department of Public Wel­

fare budgets and patients' incomes will be discussed under 

Title V. 

Six of the sixteen patients had upsets due to more 

diversified factors. One patient was upset because he could 

not move. There was no facility available. A second was 

upset because she was not admitted to St. Elizabeth's Home.1 

This home had a long waiting list and could not service pa-

tient. 

1 A private nursing home for chronically ill patients 
where a $1,000 • . fee is required on entrance and patient may 
remain for life. 
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A third was upset because she was not admitted to the Home 

for Aged Women. Patient was refused admittance because she 

did not pass the physical examination. A fourth patient 

feared that her child would be sent back to Exeter2 and she 

wanted him in the home. Social service arranged for the 

Department of Public Welfare worker to discuss this with 

patient and child remained in the home. The fifth patient 

feared going to the State Infirmary because she thought it 

was a place in which to die. Relatives allayed patient's 

fears by refusing to send her there. The sixth patient was 

. upset because his employer would not rehire him and patient 

felt, therefore, that he was no longer any good. Social 

service attempts to refer this patient for rehabilitation 

were not accepted by him. In five of the above cases the 

primary disturbing factor was in regard to a condition other 

than the patients' own emotional maladjustment. 

The most common significant factors brought out by 

the above data are emotional strain due to friction or dif-

ficulty with family or relatives and emotional strain due 

to lack of adequate finances. (The writer feels that the 

other disturbing factors are so diversified that no general 

conclusions can be drawn.) In regard to the former cause 

2 Home for the feeble-minded. 
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II 

I
I because itemized figures for the twenty patients were not 

1

1 available, the wri tar had to group all of the sa into another 

II 
category and compare them as a whole with a certain fixed 

criterion, which is a standard budget set up to incLude the 

average funds necessary to cover these expenditures. (This 

standard budget is entitled, "The City Worker's Family Bud-
6 gat." In this study, the section pertaining to Indianapolis, 

Indiana families by 1945 income and family size in relation 

to the "City Worker's Family Budget" for 7 March, 1946 is used 

because expenses for families of various sizes are given. 8 ) 

This second category (a composite of food, clothing, etc. and 

excluding the medical expenditures) is designated as decent 

standard of living in this study. (The first category is 

medical expenditures.) Therefore, the basis of comparison 

will be on two levels: decent standard of living and medical 

expenditures. 

The determination of using these two levels of com-

1 parison (one, a decent standard of living, to be compared to 

a certain fixed figure and the other, medical expenditures, 

. ' i to be compared item by item with other criteria) presents 

1--

I 

II 
I' 
II 
'I 
d 

i' I 

I 
I 

II 
I! 
il 
II 
II 

II 

II 
6 Kellog, Lester S., and Brady, Dorothy S., "The City ! 

Worker's Family Budget, 11 Monthl_y Labor Review, U. S. Depart-
\ mant of Labor, Bureau of Labor Statistics, 66:2, 133-170, 
1 
February, 1948. 

,I 

_ _j_ 
Hurwitz, ££• £11., p. 177. 7 

8 ru.g., p. 176. 
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