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1

CHAPTER I

INTRODUCTION

Purpose

The purpose of this thesis is to determine to what ex-

tent twenty-four patients who have rheumatic heart disease

have been able to overcome the limitations of physical dis-

ability. The limitations imposed on the patient by rheumatic

heart disease and the attitude the patient has toward these

restrictions will be an area of importance to be studied.

What accomplishments he has made in school and what his ad-

justment to the work experience has been will also be included.

Of final import is the question of the patient's marital sta-

tus and the adjustment he has made to this relationship.

Through this study the writer hopes to be able to re-

veal the degree to which these patients have been able to live

satisfactorily within their physical limitations, or the rea-

sons for their failure to adjust to the restrictions which

rheumatic heart disease has brought to bear.

Scope of the Study

Each patient to be included in the study has been under

the supervision of the Rheumatic Fever Clinic at the Massachu-

setts General Hospital for nine years or longer. The majority

of the patients have been known to the Clinic for more than

twelve years.
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2

Pour of the patients to b e included in the study are no

longer active at the Rheumatic Fever Clinic. One was dis-

charged in 1945 to the care of his local physician. The second

was discharged in 1946 as he and his family had moved to an-

other state. On discharge this patient requested that he be

transferred to a clinic in the state to which he had moved.

The third patient was discharged in February, 1947, to the

Clinic at the House of the Good Samaritan as this was more

convenient to the location of his home and work. The last pa-

tient died on December 6, 1946 after the writer had gathered

much of her information regarding this patient. The condi-

tions on which these four patients were discharged will be

further explained in later chapters.

The patients for this study were selected on two condi-

tions. The first condition used as a criteria for selection

was that they have rheumatic heart disease to some extent.

Secondly, the patients were chosen according to a specific

age group; namely, six through eighteen years of age, when

they were first known to the Clinic. This was done so that

it would be possible for the writer to determine how these

patients have adjusted to their handicap at a point in life

when society expected them to take on the responsibilities

of work and marriage.

Sources of Data

Social case records were obtained at the Social Service

Department of the Rheumatic Fever Clinic at the Massachusetts
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General Hospital. Data concerning each patient’s medical

history was gathered from the hospital medical records. This

data will be used to show the course which rheumatic heart

disease has taken over a period of years. Kiss Edith M. Terry,

Head Social Worker of the Rheumatic Fever Clinic, has been

extremely helpful in providing the writer with additional

social information on each patient.
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CHAPTER II

RHEUMATIC FEVER AND RHEUMATIC HEART DISEASE

Before going into a study of rheumatic fever and rheumat-

ic heart disease, it would be of use to describe to the

reader the anatomy and physiology of the heart and the part

it plays in the functioning of the body.

The heart acts as a pumping organ for the blood of the

body. (Page 5, Diagram of the Heart) It measures about the

size of a fist and is divided by a wall into right and left

halves. Each half in turn is further divided into two cavi-

ties. The right heart is made up of the right auricle and

the right ventricle just as the left heart includes the left

auricle and ventricle. The venous blood enters the right

auricle (7) through the great veins from the head, trunk and

extremities and flows through the tricuspid valve (5) to the

ventricle (8). The right ventricle pumps the blood through

the pulmonary valve (4) to the pulmonary artery (10) and from

here it is sent into the lungs where it picks up oxygen to

carry to the body cells. The blood is then returned by way

of the lung veins to the left auricle (5) and passes through

the mitral valve (1) into the left ventricle (6). The final

step takes place when the blood is pumped through the aortic

valve (2) into the aorta (9) and is then distributed to the

entire body.
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DIAGRAM OP THE HEART'
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1. Mitral Valve
2. Aortic Valve
3. Tricuspid Valve
4. Pulmonary Valve
5. Left Auricle

6. Left Ventricle
7. Right Auricle
8. Right Ventricle
9. Aorta

10.

Pulmonary Artery

P. 2
Metropolitan Life Insurance Company, Your Heart ,





The valves of the heart, through one or more rheumatic

infections, are often irreparably damaged. Inflamation of

the heart is brought on by this rheumatic fever episode and

when this inflamation subsides scar tissue is left in its

place. This scar tissue results in inefficient functioning

of the valves of the heart (the valves on the left side of the

heart, mitral and aortic, are most frequently affected).

These valvular defects are:-

1) Regurgitation or Insufficiency: the changes caused

by scar tissue in the valve permits the blood to flow back

through them.

2) Stenosis: the valves are not only scarred but the

edges of the valves fuse, thereby limiting the amount of blood

that can enter the heart cavities.

The following abbreviations will be used throughout

this study when describing the patient’s diagnosis :-

Rheumatic Fever R.F

Rheumatic Heart Disease R.H.D

Mitral Stenosis M.S

Mitral Regurgitation M.R

Aortic Stenosis.. A.S

Aortic Regurgitation A.R

The cause of rheumatic fever, though not yet clear, is

related to a germ called the hemolytic streptococcus. To

this disease can be attributed the majority of heart disease

in children.
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Probably as much as ninety per cent of all heart disease
in children is due to rheumatic fever. It accounts
for approximately seventy per cent of all organic heart
disease in persons between ten and forty years of age
and approximately twenty-five per cent of all organic
heart disease in persons of all ages.^

The first attack of rheumatic fever may come at any

time during childhood or early adult life but is most commonly

found in children between the seventh and eighth years of

life.

One attack of rheumatic fever does not immunize the

patient against future attacks; rather it renders the child

more susceptible to recurrent sieges so for this reason it is

so important that the child be closely supervised in the home

and at the clinic.

Rheumatic fever knows no bounds, yet it is found to

strike those living in low income areas rather than in com-

munities constituting the well-to-do. Dampness, overcrowding,

unsanitary conditions and malnutrition are also contributory

factors. It is of interest to note that rheumatic infections

are more prevalent during the "colder and wetter seasons of

the year-- winter and spring in New England, autumn and winter

in Old England."
3

Rheumatic fever may strike more than one member of a

family. This may be due to poor housing and unsanitary liv-

ing conditions or conceivably from close contact with an

2 Federal Security Agency, Medical Information for
Vocational Rehabilitation Workers, p. 32.

^ Paul D. White, M.D., Heart Disease , p. 233.
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already afflicted member. The hereditary factor in rheumatic

fever has not yet been discounted.

The insidious character of the infection makes it all

the more difficult to control. The child may develop one or

more of the characteristic manifestations, all of which vary

in severity. Dr. Paul D. White in his book ’’Heart Disease”,

lists the symptoms as follows: ” joint pains, tenderness,

swelling, heat and redness, muscle aching, chorea, fever,

chills, sweating, weakness, effort syndrome, malaise, loss of

4
color and loss of weight.”

As indicated in the first part of this chapter, the in-

jury to the heart caused by recurrent attacks of rheumatic

fever may be quite serious. It is during these recurrent in-

fections that closely supervised care must be undertaken.

Bed rest, whether in a hospital or at home, is of prime im-

portance. Following the active phase of rheumatic fever,

continued bed care is strongly advised along with an adequate

diet and above all, protection against respiratory infections

'This program for the care of the rheumatic fever patient

would be incomplete without mentioning the part played by

clinic follow-up and medical-social home visiting.

Those interested in providing superior medical care for

the rheumatic fever patient are also concerned with keeping

the patient in as happy and optimistic a frame of mind as

possible. It must be recognized that the person with a

^ Ibid. , p. 238.
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rheumatic infection holds a certain status in his family-

group. What change in his status is brought about by this

illness? 7/hat will his reaction be to long time bed care;

to convalescent home care; to foster home placement; and

finally to a life of possible recurrences of rheumatic fever

and consequent heart involvement?



.



CHAPTER III

RHEUMATIC FEVER CLINIC OF THE MASSACHUSETTS GENERAL HOSPITAL

Since this study is being undertaken at the Rheumatic

Fever Clinic of the Massachusetts General Hospital, the writer

will present in this chapter a picture of the role the clinic

has played and is playing in the care and supervision of pa-

tients afflicted with rheumatic heart disease.

History

In 1910, Dr. Fritz B. Talbot was placed in charge of the

Department of Pediatrics at the Massachusetts General Hospital.

At his request a survey was made in 1911 by the Social Service

Department to determine "the types of cases treated at the

clinic and the adequacy of the follow-up."'*’ The results of

the survey showed that seventeen per cent of the children seen

had heart disease in some form,and that twenty-nine per cent of

all those treated at the clinic had failed to return for follow-

up care. It was further indicated that the group that did re-

visit the clinic failed to follow the recommendations made.

As a result of this, a Social Service Worker was assigned to

the Department to assist the doctors in giving these children

adequate home and clinic supervision. The succession of work-

ers who contributed to the growth of the clinic were:

1 Edith M. Terry, Background of the Cardiac Clinic ,

p.i.
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11

1. Mrs. Clara Welsh Sewell- 1912 to 1918
2. Mrs. Gretchen Hager- 1918 to 1924
3. Mrs. Mary Caterell- 1924 to 1925
4. Miss Edith M. Terry- 1925 to the present

In addition to this new venture in social service, Dr.

Talbot opened a Heart Hospital for children who were not re-

ceiving satisfactory home care. Without the work done by a

committee made up of doctors* wives who were interested in

the clinic, the Heart Hospital would never have been possible.

This organization of doctors’ wives and friends, known as the

Committee for the Home Care of Children with Heart Disease,

paid all expenses of the Department for a number of years.

Later the Massachusetts General Hospital assumed financial

responsibility over and above contributions from the above

society.

After a second survey of the 1911 type was made in 1913,

a social worker whose responsibility was to cardiac children

only, was appointed. Her function was to follow and super-

vise these children in their homes, the Heart Hospital and at

the clinic. An important change took place at this time.

It was made possible through the work of the Cardiac Social

Worker, to care for a larger number of children at home. "The

family then shared actively in the responsibility of the care

of the patient, and the patient became an active participator

in his recovery plan in familiar surroundings." The Commit-

tee for the Home Care of Children now focused on problems of

home care. At about this time the Heart Hospital went out

2 Ibid., p.2.
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of existence and some other means had to be found to care for

children who, for one reason or another, could not progress

medically at home. The Children’s Mission was approached by

Social Service and several cardiac children were finally

placed in homes that could provide excellent care. Today

this agency is one of the foremost sources of placement for

children with rheumatic fever and rheumatic heart disease.

Dr. Talbot’s original ideas for the care of the cardiac

child have persisted through the years, but the emphasis

shifted somewhat with the change of Physician in Charge. In

1916, Dr. Paul White was assigned to the position that Dr.

Talbot held. Dr. White stressed the importance of good home

care but also felt that it was vital that during an acute

episode of rheumatic fever the child be hospitalized. As

this period of hospitalization was often extended over several

months, it was difficult, from the point of view of hospital

administration, to keep these children for so long a time.

The House of the Good Samaritan, established in 1861, was well

suited for the care of this group when hospitalization in a

ward was no longer possible.

Role of the Cardiac Social Worker

This chapter would be incomplete without mentioning the

role played by Miss Edith M. Terry. Miss Terry was appointed

social service worker of the Rheumatic Fever Clinic in Octo-

ber, 1925, and has been with the Clinic ever since. She has
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instituted many new programs for the care of the rheumatic

fever and rheumatic heart disease patient and feels very

strongly about their continued supervision. The first func-

tion of the Social Service Department, as pointed out by Miss

Terry, "is to see that the medical recommendations advised by

3
the doctors are carried out,” In a symposium on rheumatic

fever given in March, 1940, at the Hotel Pennsylvania in New

York, Miss Terry stated that the social worker, in helping

the rheumatic fever patient must also "awaken in the patient

the realization that the problem is his own and plan with him

for new interests that will make his days in bed stimulating

4
rather than irksome .

"

The social worker must come to realize that the patient

is the one most concerned with this problem of rheumatic heart

disease and that only with his cooperation can he be helped to

achieve a satisfactory relationship to his environment. The

social worker has much to deal with in this area. An attempt

is made to interpret to the patient and his family the impli-

cations of rheumatic heart disease and the type of care neces-

sary for his recovery. To do this successfully, careful

social study of the patient and the home situation is extreme-

ly important. Through the existing community resources the

worker plans with the patient his period of convalescence, if

necessary, and finally his gradual return to community living.

^ Terry, Edith M., Some Social Aspects of Rheumatic
Heart Disease," p. 1.

" 4 Ibid, p. 1.
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Before these plans can be successfully completed, the patient’s

feelings and attitudes must be explored and understood. These

plans cannot be beneficial to the patient if he does not want

to leave his home and parents for a foster home that may

represent to him something to be feared. The social worker

must take into consideration all those factors which may play

a part in the patient's adjustment to these new life situa-

tions.

Facilities Offered the Cardiac Child

Miss Terry believes that above all the children must be

kept happy so that their attendance at the Clinic will be

regular and satisfying. In this way the patient learns to

think of himself as an integral part of a "going concern."

Through programs set up for the child with rheumatic fever

and rheumatic heart disease, at home or in the hospital, he

may become part of a group whose members are making similar

adjustments and are perhaps experiencing the same anxiety and

fear as he.

One of the first programs to be set up was the In-Bed

Club which provides the child first with a feeling of belong-

ing to a group facing problems similar to his own. He is

given a badge marking him as a member of this chosen group.

Many other services have been worked out as a result of

caring for the in-bed child. A magazine published by the

Crafts Department is made possible by written contributions

received from the children. The publication is entitled the
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"In-Bed Magazine" and is made available to all those belonging

to the In-Bed Club.

The Crafts Department, headed by Miss Lorena Love, Occu-

pational Therapist with the Rheumatic Fever Clinic for fifteen

years, offers the child a chance to participate in recreation-

al handicraft work that is provided free of charge when ap-

proved by the physician as suitable to the patient’s physical

condition. Visits are made by Miss Love and her volunteers to

children in bed at home. New interests are provided and a

study of the patient is made which includes his likes and dis-

likes and often his future plans . A fourth phase of the Occupa-

tional Therapy program is the G&rdiac Workshop, set up under

the direction of Miss Love for patients with rheumatic heart

disease. Through her initiative and that of the boys and

girls who work with her, the Cardiac Work Shop has become well

known for the novelty pins that are made on the hospital prem-

ises. Through the money received from the sale of these pins,

and other articles, the patients, working in the shop or at

home, receive a small weekly wage and what is more important,

in some instances, are being prepared for industry. When their

physical condition and training warrant a change to outside

industry, the patients are placed in jobs for which they are

suitable

.

The school child who experiences an episode of rheumatic

fever fears above all his inability to keep pace with his

schoolmates. To avoid this the Clinic now calls on the public
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school system to provide these children with home teachers.

Previous to the State plan for home teaching, a limited number

of children unable to attend school were tutored by volunteer

college students at home or in the Clinic* At the moment two

children are reporting regularly for aid in school work at the

request of their home teachers.

The Cardiac Summer School began in 1933 with an enroll-

ment of seven students. The aim of this service was to offer

to children who needed assistance in meeting school standards,

enjoyable yet purposeful instruction along educational ana

recreational lines. The school was carried on for six weeks

from 9:30 A.M. to 4 P.M. during the summer months and was

under the direction of a public school teacher and an occupa-

tional therapist. This program is no longer in existence.

For children who are too ill to attend Clinic and cannot

afford the services of a private physician, the Rheumatic

Fever Clinic, through a special fund, is able to provide

medical-social home visiting by a physician on the hospital

staff. For this same purpose, the social worker can arrange

home nursing through the Community Health Association.

The final and one of the most important service at the

disposal of patients with rheumatic fever and rheumatic heart

disease is the follow-up method. Miss Terry, in conference

with the writer, has explained that for no reason is the pa-

tient discharged from the Clinic save for death, geographical

or financial reasons. There are also those patients who, at
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their request, are placed under the care of their local

physician, and those who are discharged for refusal to return

to the clinic. The latter group of patients are sent two

clinic appointment cards and then a letter requesting that

they return to the clinic for a check-up. If this is not
.

successful, a home visit is made by a member of the Social

Service Department. It is decided, on the basis of this home

visit, whether or not the patient is to be discharged.

Clinic follow-up, as stated above, is an extremely valu-

able service from both a medical and social-service point of

view. The patitent is seen at regular intervals, according to

the advice of the physician, and in this way the social work-

er can continue working and planning with the patient for his

future. The following chart will indicate to what extent

rheumatic fever patients make use of the follow-up service.

For purposes of comparison, the writer will include the three-

sub-clinics of the Cardiac Service with that of the Rheumatic

Fever Clinic.
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TABLE I

CLINIC ATTENDANCE REPORT
5

RHEUMATIC
FEVER
CLINIC

CHILDREN’S
CARDIAC
CLINIC

CHOREA
CLINIC

TOTAL

Number of Clinic Days 48 52 10 110

Number of Individuals 529 221 16 766

Number of Clinic Visits 1194 430 18 1642

Averagei Attendance per
Clinic Day 24 8 1 11

A procedure which has become an integral part of the

management of the Clinic will indicate the cooperation that

exists between the medical and the social service staffs.

Each patient is first interviewed by the social worker, who

records on the medical record a brief statement regarding the

patient’s symptoms and a social history. The patient is then

seen by the physician, and is finally referred back to social

service where a study of any problem pertinent to the diagno-

sis is made.

Both the House of the Good Samaritan and tbe Children’s

Mission cannot be disregarded in a discussion of the services

offered the child with a rheumatic condition. Both these

sources have participated fully in making plans for these

children and together with the Rheumatic Fever Clinic of the

Massachusetts General Hospital are responsible for the remark-

able advances that have been made in the years since 1910.

5. Terry, Edith M., "Annual Social Service Report to
the Committee for the Home Care of Children," 1946, p. 2.
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CHAPTER IV

SOCIAL DATA CONCERNING THE PATIENT GROUP

In studying the data on this group of twenty-four pa-

tients over a period of years, the writer will present in this

chapter, factual information regarding the patients when they

were first known to the Clinic. Much of this information will

be presented in tabular form so as to enable the reader to ob-

tain a clearer picture of the patient group.

When first known to the Rheumatic Fever Clinic the pa-

tients ranged from six through eighteen years of age.

TABLE II

AGE OF PATIENTS AT FIRST HOSPITAL CONTACT

AGE OF PATIENTS NUMBER OF PATIENTS

5-7 3
8-10 3

11 - 13 11
14 - 16 6

17 - 19 1

TOTAL 24

From the table just presented it can clearly be seen

that the majority of patients were first seen at the Clinic

during early adolescent years. This does not mean that these

patients (and those in the older age groups) were not known








































































































































































