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Preface 

This thesis, part of a pilot study carried out under 

the auspices of the United Community Services, developed 

out of the need to know if patients who require long-term 

comprehensive care receive the services which will help 

them be as self-sufficient as they are capable of being 

after leaving the protection of the hospital. Because of 

increasing specialization and depersonalization of service, 

many patients do not receive continuity of care. This is 

a problem which concerns the physician, hospita l administra­

tor, social worker, in fact, all those interested in the 

welfare of people. 

As the increa se of chronic illness must be met in 

some way by the community, coopera tive planning to t ake 

united action is required. To that end was this timely 

study initiated. Although the need to know how to assist 

those with chronic illnesses is with us now and will in­

crea se with each year, it is first necessary to become 

aware of the nature and extent of the problem before action 

based on understanding can be taken. Recognition of this 

problem will increase as more people face it in personal 

family crisis. 

One of the purposes of the Uni ted Community Services 

is to gather facts about the health and welfare needs of 
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must meet in a large urban region. The social and emotional 

factors which help or hinder in making adjustments were 

noted. Appreciation of those who assist the patient at 

the time of crisis and afterwards was increased as a result 

of contact with many agency representatives. 

Casework skills were used in the interviewing process. 

The techniques used in a one visit situation left much to be 

desired, but the writer learned much in the practice. 

Greater awareness of some of the problems confronting 

the individual with chronic illness was gained, but no final 

answers could be given as a result of this exploratory study. 
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4 
adju stments. 

\Vi th lrno\,Tledge of these problems that must be met, 

the Medical Care Ev a luation Studies was established to 

e xamine the experiences of people 1.vho have continuing 

need for medica l care after they leave the hospital to 

see if they received the services they need. For this 

study, continuity of care implied the availability of 

appropri a te services and the effective coordina tion of 

s e rvices to assu re continued responsibility for the wel­

f are of the patient. 

Purpose.-- Kno,,;ri ng that patients v,rho are hospita l-

ized often do not receive services t hat h ave been recom-

mended, t he purpose of this study 'l.•ra s to explore the pre-

cise n ature of wha t services are available to people who 

hav e continuing need for medica l care after the i r peri od 

of hospita liza tion. It wa s hoped tha t practicable me thods 

could be developed for measuring the effectiveness of med­

ica l follow-up after the pa tient leaves the hospita l. If 

these procedure s proved to be of pr acticable vJOrth, methods 

to mea sure av a ilability and con t inuity of medical and re­

l a ted services could be utilized a t different times to 

measure the effectiveness of coordinat i on vl i thin the commu-

nity or to te s t the adequacy of an i nstitution's progr am of 

4 Fr an ce s Uph am, A Dynamic Anproa ch to Illness, Family 
Se rv i ce Association of America , New York , 1949, p . 39 . 
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care. 

Scope of Study. The sixteen patients described in 

this thesis, part of the group study of eighty-four cases, 

;.·rere from t\l'lO catagories of chronic illness out of the 

three selected for the e xploratory study. These sixteen 

cases are those with the diagnoses of arteriosclerotic 

heart disease and diabetes v-rho 't;ere treated in the wards 

at Boston City Hospital. Every one in the group had been 

in the hospital for treatment sometime between July 1956 

and December 1956. These cases were chosen by the medical 

house resident who selected them from the three categories 

of chronic illness chosen for the study and vrhich met the 

follo-vring conditions: 

(1) The illness was chronic requiring continuous med­

ical care. 

( 2) They were types of illness in '\vhich social service, 

rehabilitation, and bedside nursing service are frequently 

required. 

(3) The cases were sufficiently frequent so that a 

useful sample could be dra1-tn in a reasonable period of time. 

( 4) All cases ,,rere 1·mrd cases vrho were more dependent 

on community facilities and resources. 

(5) Only cases living in the Boston Metropolitan area 

served by the United Community Services were selected. 
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spells of' hos n ital treatment were, in the main, drawn f'rom 

the less privileg ed group s in t h e community. This study , 

carried out between the years 1950-1953, stressed t h e f'act 

that many of' the patients could h a ve benef'ited f'rom some 

f'orm of' social S8rvice. 5 The small group of' sixteen patients 

investigate d by this writer f'or t h is nresent t 1l.esis cannot 

be cons irtere d as reuresentative of' t he entire s tudy g roup , 

but c an be re garded as reures entative o f the uatients who 

were ward cases in t he Boston City Hosuital which met t h e 

criteria o f t h is s t u dY . The ,iudgments made re garding medi c a l 

continuity in this thesis a re t h ose of t he writer. 

In the following chaoters the writer will attempt to f'ind 

ans wers to the following questions: (l) How effective is 

t he medi c a l follow-up af ter the patient l eaves t h e hos p i tal ? 

(2) Why do -patient s r e ce i ve or not receive t he ca re which 

they need? (3) Do the patients understand and follow the 

recommendat ions made bv the doc t or ? ( 4) 1Nha t has t h e social 

worker done or cou l d do to aid in continuitv o f medica l c a re? 

The setting.--A description o f Boston Citv Hosnita l and 

the Social Service Department is necessarv in orde r to ex-plain 

the treatment opn ortunities for those served in t h is set t ing . 

p . 45. 
5 T. Ferguson and A.N.MacPhail, Ho s n ital and Communlty, 
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7 
caseworkers are paid by the Cancer Fund. 

The Department of Social Work shares the teaching 

program of the hospita l by teaching interns, third and 

fourth year medical students, and nurses the social as­

pects of illness. Students from the Schools of Social Work 

of Simmons College, Boston College, Boston University, and 

undergraduates from Regis College are given supervised 

field work experience at the Hospital. Eight students i•rere 

supervised during 1956. 

At present there is no direct research in the Depart-

ment. The two workers doing research are affiliated \'fi th 

outside interests r a ther than being directly responsible 

to the Department. 

Staff meetings,held once each month,provide an oppor­

tunity for speakers from various community agencies to give 

informa tion to the workers about community resources and 

new aspects of Public Welfare. At times, doctors who appre­

cia te the social implications of illness speak to the staff. 

There is no psychiatric consultant available to the 

staff at this time. The one psychiatrist who is at Boston 

City Hospita l works with the medical students to help them 

learn to treat the whole person. It is hoped that in time 

this specialist will be available for consultations by the 

7 · Report for the Year 1956, Department of Social itlork, 
Boston City Hospital. 
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staff members. In the meanwhile, the supervisor of the 

Psychiatric Unit is accessible to the workers 1'-Then advice 

is needed. 

Social vrork activities in the Department have been 

classified into V;v-o groups-recorded and unrecorded cases. 

The recorded cases are those on \'Thich valuable case ·work 

treatment is recorded and filed. The cases on which the 

worker keeps no permanent records in the Social Service 

Department files are brief services classified for statis­

tica l purposes into six different kinds: (1) interpreta­

tive service i·rhich requires case '\-lOrlc techniques in inter­

pretating medice.l diagnoses a:ad medical recommendat:tons to 

the patient , his relatives or other agencies; (2) coopera­

tive service in 11hich the vrorker gives information to other 

agencies concerning patients from whom ca se work respon-

sibility is being carried; (3) Discharge services are 

given to patients in relation to leaving the Hospital; 

(4) medical follmv-up facilita tes the continuation of fur­

ther medi cal treatment at the Hospital or in the community; 

(5) admini stra tive services contribute to the smooth running 

of the Hospital and ( 6) socia l reviei'r to explore the pa­

tient's need for socia l assistance. 

Although the ma jority of cases are referred to the 

medical social workers by the physicians in charge, rela­

tives or anyone in the community may contact the '\.•rorkers in 
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regard to any patient. 

The Social Service Department at Boston City Hospital 

is a well integr ated merriber of the hospital team. Although 

understaffed, the workers in the department give services 

to as l a rge a number of patients as is possible. 
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foods to their fullest. Other organs of i nternal secretion 

such as the anterior pituitary, adrenal cortex and thyroid 

are also invo lved in the body's use of carbohydrates . Dia-

betes is a complex disease. 

The most ro mmon symptoms of this chronic disease are 

thirst, hunger , the frequent passing of an increased quan-

tity of urine, weight loss and marked fatigue. Character-

istic signs may develop suddenly or gradually . In some cases 

there are no symptoms present and only when the blood and 

urine have been tested in the course of a rout:tne physical 

examination has the disease been diagnosed. 

Many d iabe tic patients are obese pr &&r to the onset of 

diabetes. 2 Fat people are ten times more likel y to develop 

the disease than thin yeople because f a t neople eat exces-

sivelv and being fat increases the need of the body for 

insulin placing a strain on the islets of Langerhans. 

Those who have a family history of diabetes are more 

likely to develop the di sease, but it should be remembered 

that i t is the tendency to di abetes and not the actual dis­

ease which is inherited . 3 Although diabetes is a common 

disease of the middle years of life and older people develop 

it more often than the younger person, in the young the 

2 Elliott P . Joslin, Diabetic Manual for the Doctor 
and Patient, p . 243. 

3 Ibid, p. 227. 
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Treat ment obj ectiv e s aim at rel i ef of the sympt oms, 

maintainance of normal nutrition, maintaining th ·3 insulin 

p roducing capacity of the pancreas, and prevention of com­

plications. Diet, insulin and exercise are the three main 

elements in the tre a tment and man agement of the diabetic 

condition. All p a tients are assessed as to t h eir individual 

needs and helped to regulate t h eir diets accordingly. Such 

diets are simila r to a normal diet excep t that there must 

be more restriction on foods containing s ugars and st a rches. 

It has been estimated that twenty-five to fifty per cent of 

the p eop le with diabetes a re controlled b y a b a l a nced diet 

which is combined with adequate exercise. If a re gul a t e d 

di e t is not enough to keep the blood sugar normal, inject i ons 

of insulin necessary to supp l y the body 's deficient amount 

can be added to the re gulated diet and exercise to control 

diabetes. In severe cases/ insu lin is needed if a patient 

is to rema in sugar-free and fit for work. 

Several t ypes of insulin, a preparation made from t h e 

pancre a s of animals, are in use today . Re gular insulin 

takes effect quickly lasting six-eight hours; protamine 

zinc i n sulin is slower in a ction, but extends ov er a t wentv ­

fou r to forty-ei ght h our p eriod; globin insulin falls be­

tween re gular and protamine zinc ins11lin in a cti on lasting 

from twelve to as long as twentv-four hours. Many diabetics 

find that t he NPH i n s u lin, wh ich is one part regula r i n sulin 
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Arteriosclerosis, a chief cause of gangrene, is likely to 

develop e a rlier in the diabetic. It has been stated that 

the main problem in diabetes today is to . prevent premature 

hardening of the arteries. Research into the relationship 

between diabetes and hardening of the arteries is now under 

way. 6 

As in o ther chronic diseases, diabetes presents many 

psychological problems . in addition to the physical ones. 

The necessity for accepting limitations, of adhering to a 

certain regimen affects the social living of the patient 

and his family. 7 Fear and resistance by both the patient 

and his family may be centered around the administration 

of insulin. If possible, every family should gain an under-

standing of the patient 's medical and social needs to enable 

them to give the patient help in p l anning and carrying out 

the doctor's recommendations. Knowledge of how to re gulate 

the diet, the use of right activity, how to administer the 

insulin and make urine tests sh ould be kno..,,m by both the 

patient and his family . 

nA family's feeling s about each of its members, and 

the individual's feeling s about the family as well as their 

6 Conklin, op. cit., p . 16. 

7 Upham, ££• cit., p. 88 . 
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interrelationships, affect the meaning of all experiences 
8 

including illness." Diabetic patients especially need to 

feel that someone in their immediate environment "cares" 

for him and will be there to support and aid him as he 

t akes the responsibility of watching all the demanding 

precautions necessary to adequate care. Feelings and atti-

tudes of the patient have a definite bearing on how the pa­

tient follows recommendations made by the doctor. Always 

the a im in working with the diabetic patient is to moti­

vate him to help himself. 

Dunbar states that in some cases of diabetes melli-

tus it is more important to follow the emotions than the 

blood sugar curve for the degree of diabetes exhibited by 

the diabetic patients is proven to vary in response to 
9 

nervous and emotional influences. 

It is known that emotional factors influence the pa­

tient's physical state and although the normal functioning 

of the pancreas cannot be restored, the application of 

psychosomatic techniques can reduce invalidism. "The 

chronic disability which is often attributed to diabetes 

can more properly be laid at the door of the emotiona.l con-

8 Carol H. Cooley, Social Aspects of Illness, W.B. 
Saunders Company, Philadelphi a , 1951, p. 21. 

9 Flander Dunbar, Emotions and Bodily Changes, Columbia 
University Press, Ne·:.:J Yorl{, 1954, p. 293. 
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elements within himself or his environment. Medical ca re 

is important but cannot be utilized to the greatest degree 

unless the patient is helped in his general life adjustment. 

Both the physical and emotional aspects of diabetes must be 

considered in helping the pa tient understand himself so that 
13 

he can lead a normal life. 

13 Frances Upham, ££• cit., p. 92. 
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CHAPTER III 

THE GROUP OF PATIENTS STUDIED 

During the months of July 1956 to December 1956 the 

sixteen patients in this study were hospitalized for various 

lengths of time as ward cases at Boston City Hospital. In 

this chapter a description of the group of patients will 

be presented according to their ages, sex and marital sta­

tus, diagnoses, prognoses, degree of illness, degree of 

disability, length of hospitalization, living arrangements 

after hospitalization, and financial status. This "\1-Tas e. 

socio-economic group for whom there were many deprivations. 

Age and sex.-- The ages of the patients at the time 

of this study ranged from 32 to 88. As can be seen in 

Table I, seven of the patients ,,.,ere between the ages of 
1 

·52 and 62, the complicated middle years of life. 

Table I 

Age Distribution, According to Sex 

Age Female M:ale Total 

32;:.:41 3 3 
42-51 1 1 
52-61 2 5 7 
62-71 1 1 
72-81 2 2 
82-88 tota l 2 2 

9 7 )]) 

1 \'f.W. Bauer, Foes After Forty, John Hancock , 1950, p.l. 
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had arteriosclerotic heart disease which "ras "moderate 11
, 

and one patient ,.ras classed as a "mild" diabetic. 

Since half of the group had a "severe" degree of ill­

ness and seven others were classed as "moderate", it will 

be recognized that these illnesses had been of long dura­

tlon for many of the sixteen patients. 

Dep;ree of Disability.-- The degree of disability ,,ras 

difficult to determine. In order to give a general picture 

of the amount of disability, the group has been divided 

into four categories based on information gained from the 

medical inventories and from the follow-up interview. 

Table VI 

Degree of Disability 

Degree of Disability 
Limited ,,rork 

Takes care of most activities 
of daily living 

Limited activities of daily 
living-ambulatory 

Bedfast 

Number of Patients 
9 

1 

3 

TOTAL 

The three bedfast patients were unable to get out 

of bed and required nursing care for treatment, bathing, 

and ea ting. 

Although limited in the activities of daily living, 

the three ambulatory patients could sit up in a chair and 
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Five patients were hospitalized from bet,.reen four to 

twelve days and another group of five were in the hospital 

bet'l.·reen twenty-nine and thirty-six days. Only two patients 

stayed three months or more. 

Living Arrangements.-- Table VIII presents the living 

arrangements of the sixteen patients after leaving the hos-

pi tal. 

Table VIII 

Living Arrangements After Leaving the Hospital 

Mve at home 
,.;1 th. Spouse 

Live with Live Nursing At home, Total 
relatives Alone Home outside 
or others nursing 

care 

7 1 2 5 1 

*One patient died in the nursing home. 

Five of the patients required nursing home placement 

and one patient received medical home care. This last pa­

tient later returned to the hospital where he was seen 

follovTing an operation which resulted in the amputation 

of a leg. The five patients in the nursing homes, one of 

whom died a short time after leaving the hospital, were 

elderly and unable to care for themselves. 

Although the physical arrangements of eight homes 

were inadequate, the patients vtho lived with their spouse 

and family made no changes in housing vii th the exception 

of one patient who moved and could not be traced. 

16-:t 
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Weekly Income.-- All the patients in this study \-rere 

unskilled or semisltilled workers twelve of whom had been 

unable to v10rk or \•rorked only irregularly before this hos­

pitalization. Four patients were advised to change their 

occupations and seven patients, because of physical inca-

pacities and age will never be employable. If suitable 

employment could be found, five patients might be able to 

do limited or part time work. 

The weekly income of these patients ranged from $13 

to $75 per \'leek. The majority lived on very low incomes. 

Table IX 

Weekly Income of the Patients 

Income Number of Patients 
;;J> l3-19 3 

20-26 3 
27-33 1 
34-40 3 
41-47 0 
48-54 1 
55-61 1 . . .. . . . . 
$75 1 

Unknm'ln rl-TOTAL 

Two patients received financial asatance from Public 

1.Yelfare, tl·lo received D.isabili ty Assistance, and four were 

supported by Old Age Assistance. 

The husband's of two patients and the wife of another 

supported the families without any additional financial 
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assista nce. 

Insurance and saving s were giving temporary financial 

support to one patient at the time of the interview. One 

seventy-three y ear old female patient who had been taken 

to another state to be nea r her son's family, wa s being 

given financi a l assist a nce by the members of the fami ly 

supplementing her small income from insurance. 

The financial income of three p atients was unknown. 

The following ch.apter will attempt to evaluate the med­

ical continuity for t hese sixteen patients just described. 
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Table X 

Medical Treatment Recommendations 

Case Treatment Type of H01r1 Treatment Reason 
No. Recommended Continuiti '1.\l'as carried out 

1 Return to Dia- Attended Personal-
betic Clinic Diabetic ity dif-
Psychiatric Clinic Poor Clinic ficulties 
Diabetic Regimen trrice 

2 Diabetic and No record Personal-
Neurology Clinic of patient ity dif-
Diabetic Regimen Poor ever attend- ficulties 
Abst ain from ing any 
Alcohol c l inic 

3 Return to Dia- Refused to Personal-
betic and Med- attend ity dif-
ical Clinics Poor c linic ficulties 
Diabetic Regimen Regimen not 

follo•fled 
4 Return to Diabetic Attended Personal-

Clinic clinic one ity dif-
Diabetic Regimen Poor time-Did not ficulties 
Absta in from follo'\'T regi-
Alcohol men or ab-

stain from 
alcohol 

5 Return to Diabetic Clinic Unable in-
Clinic Fair Attended tellectu-
Diabetic Regimen D.iabetic ally to 

Regimen not comprehend 
followed Good staff-

patient re-
lationshi]2 

6 Return to Med. Attended Better fi-
Clinic Regimen Good clinic one nancial 
for Heart Disease time then status and 

had ThiD fear of 
death 

7 Return to Med • Recommen- Good doc-
Clinic Heart Good dations tor-patient 
Disease Regimen carried out relation-

shi 





Treatment recommendations were given to the patients 

before they left the hospital by brief verbal instruction. 

Several patients were given "t·Tri tten instructions to take 

to clinic doctors while recommendations for those who 

entered nursing homes or received home care were sent on 

forms by the social 'lr.Torker. 

Family members of three patients w·ere with the pa­

tient when the doctor gave final recommendations. The 

other thirteen patients were alone with the doctor at the 

end of hospitalization when treatment recommendations to 

be follov.red w·ere given out. 

The patients ill with arteriosclerotic heart disease 

'\'Tere the seven l."lho received "good" continuity of care when 

placed in nursing homes or received home care. Medical 

recommendations were carried out under the supervision of 

trained personnel who encouraged these patients to accept 

the limitations of the prescribed regimen. 

In Case 6,"good" continuity can be attributed to a 

better financial status and to the fear of heart disease. 

This fifty-four year old married man, the only one of the 

sixteen patients who lived in a comfortable, single family 

home, attended clinic once after leaving the hospital. Im­

patient at having to wait in clinic, the patient transferred 

his care to a local medical doctor who lived near the patient. 
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