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"WHENCE CAME THAT NAME?" 
W e hear it here, we hear it there, 

Ire hear it almost everywhere 

Constantly we are beseiged with this question. 

HERE IS THE ANSWER .... 

The suffix or prefix "ANCA" signifies an 

ANglo-CAnadian 
product of merit: 

PREFIX MALT - The nutrient MALT tonic. 
TONE - A general tonic. 
BILE - A granular Biliary flush. 
VERT - Malachite Oreen astringent. 
FERRO - A proteina.ted Iron tonic. 
LIN - A LIXseed infan t cough mixture. 
TUSSIN - Rapid treatment of PerTUSSIS. 
TERPYN- TERPJ r hydrate expectorant. 

:Magnesium TRISJLica.te t hernpy- TRISIL 
Sulpha.nilamide, S'l'REP. infections- STREPT 
Single treatment SCA Bies lotion .-SCAB 
STANl\ous tin in Acne . ........ - STANN 
l\!Ar DELic acid therapy . . . .... - MANDEL 
An EXPECTORant-plus!. . ... - EXPECTOR 
Gentian Violet jelly 1 % . . .. .. ... - VIOL ••Ill 
Rectal pinworm therapy . ....... - VERM 

SUFFIX 

\\-hen you specify "Anca" you arc assured a product of merit, manu
factured by highly killed technicians aided with ultramodern 
equipment. "An all Canadian house with an all Canadian staff." 

• 
Anglo-Canadian Drugs, Limited 

OSHAWA, ONTARIO 

w. M. C LINGER 
Halifax 

"STILL GOING STRONG" 

Maritime Representatives: 

J. D. Krno 
Saint John 

J. W. M cGRATH 
St. John's, Tfld. 
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SERUMS, VACCINES, HORMONES 
AND 

RELATED BIOLOGICAL PRODUCTS 
Anti-Anthrax Serum 

Anti-Meningococcus Serum 
Anti-Pnoumococcus Serums 

Diphtheria Antitoxin 
Diphtheria Toxin for Schick Test 

Diphtheria Toxoid 
Old Tuberculin 

Pneumococcus Typing-Sera 
Rabies Vaccine 

Scarlet Fever Antitoxin 
Scarlet Fever Toxin 

Staphylococcus Antitoxin 
taphylococcus Toxoid 

Tetanus Antitoxin 
Perlringons Antitoxin T etanus Toxoid 

Pertussis Vaccine Typhoid Vaccines 
Vaccine Yirus (Smallpox Yaccine) 

Adrenal Cortical Extract 
Epinephrine Hydrochloride Solution (1 :1000) 
Epinephrine Hydrochloride Inhalent (1 :100) 

Epinephrine in Oil (1 :500) 
Heparin 

Solution of Heparin 
Insulin 

Protamine Zinc Insulin 
Liver Extract (Oral) 

Liver Extract (I ntramuscular) 
Pituitary Extract (posterior lobe) 

Prices and information relating to these preparations 
will be supplied gladly upon request 

CONNAUGHT LABORATORIES 
UNIVERSITY OF TORONTO 
TORONTO s CANADA 
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Are You 
FEEDING 

~ 
a Suitable 
FAT? 

Yes, Some F ats Do Upset Them. Yet a proper fat is an essential part 
of every infant's diet. The addition o f carbohydra te cannot compensate 
for the absence of a sufficient amount of a suitable fat . 

S:MA fat resembles human milk fat- has the same chemical and physical 
characteristics. And because SMA fat is like lrnman milk fat the SMA carbo
hydrate is lactose, the only sugar present in human milk. 

The percentages of fat, protein, carbo
hydrate and ash are tho samo a-s t hosa 
in human milk and when prepared ac
cording to the ph~•sician's directions SMA 
is essentially similar to human milk. 

Therefore, SMA may be fed to normal 
full-term infants without modification or 
change for the same reason that it is not 
necessary to modify human milk. 

Normal infants relish SM A-digest it easily and thrive on it. 

S.M.A.-Biochemical Division -

JOHN WYETH & BROTHER (CANADA) LIMITED 
WALKERVILLE, ONTARIO. 
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(HORNER) 

I 
A COLLOIDAL POWDER. NOT 

AN ALKALI. 
ANT ACID AND ADSORBENT. 
INDICATED IN HYPERACIDITY 

and PEPTIC ULCERATION. 
Relief from 

acidity. 
pain and control of 

Immediate and sustained action. 
Neutralizing and adsorptive power 

prolonged. 
Not toxic. Cannot be absorbed or 

cause alkalosis. 

Dose: One teaspoon/ ul or more 
as required. 

Prove for yourself that pain is quickly relieved, acidity controlled. 

Send for a generous sample. 

FRANK w. HORNER LIMITED 
MONTREAL CANADA 

Mapol ls not advertised to the public N .8. 
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MULTIVITE 
(Vitamins A, Bi. C and D.) 

M ultivite contains in t he form of a palatable pellet t hose fat-soluble and 
water-soluble vitamins which are most often lacking in the dietary of to-day. 

VITAMIN A The 'anti-infective' vitamin-
protects from bacterial infection by maintaining epithelial integrity 
and prevents night-blindness by ensuring regeneration of visual purple. 

VITAMIN B1 The anti-neuritic vitamin-
essential for normal carbohydrate metabolism and therefore for normal 
nerve function, thereby preventing neuritis, anorexia, redema and 
constipation. 

VITAMIN C The a nti-scorbutic v itamin-
necessary for hcematopoiesis, calcium deposition in bones and teeth 
and for various metabolic processes. Dental caries, delayed healing 

of fractures and gingival lesions 
may result from deficiencies. 

VITAMIN D The 
anti-rachitic vita
min-
controls the pH of the 
intestinal mucosre and 
thus the absorption of 
calcium. Symptoms of 
deficiency include rick
ets, osteomalacia, chil
blains and general 
debility . 

• 
Stocks of l\fo/li~ite are held bl/ leading druggists throuqllout 

the D ominion, and full particulars are obtainablt from: 

THE BRITISH DRUG HOUSES ( CANADA ) LTD. 

Terminal Warehouse Toronto 2 Ont . 

M lvt/Can/ 4011 
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Chin-Deep in Comfort with a 
Kenwood Overcoat 

Most people will tell you that their idea of real down-right comfort 
is being snuggled deep beneath an all-wool Kenwood Blanket. 
And now the famous Kenwood mills giYe you a blanket,-warmth in 
an overcoating- a rich fleecy fabric, made from the finest selected 
wools, light in weight, luxurious looking, cosily warm. 
You're literally chin-deep in comfort when you slip into a Kenwood 
overcoat. T ested for heat retention, Kenwood proved itself distinctly 
superior to the finest imported fleece. 
Tailored for Colwell Brothers Limited by craftsmen to standards of 
the highest quality, Kenwood is withou t doubt the most unusual 
overcoat of the year. 

Price $50.00. 
Other overcoats $25.00 to $85.00. 

Colwell Brothers Limited 
453-457 Barrington Street HALIFAX, N. S. 

Even the humble Carpet Tack is a 
"Manufactured Product" 

in this industrial age. To fashion it from 
raw material, men, machines and money 
must be mobilized. 

Whether you manufacture carpet tacks or 
clothes pins, baby carriages or rope- money 
to pay for labour, raw materials and to 
finance the marketing of the finished pro-
duct. as well as to meet other seasonal 
needs, is available through your bank. 

This bank desires to discuss with you the 
financial requirements of your business. 

The lloqal Bank of Canada 
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1. Manuscripts should be typewritten, on one side only 
of the paper and double spaced. 
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5. Please mention the BULLETIN when replying to advertise
ments. 
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These 

VITAMINS 
combined for 

Convenience 

A, 81, C, D and B-complex 
VIGRAN CAPSULES 

A, B, C, D and G 
PARGRAN PERLES 

Although severe avitaminosis may not be common, clinical 
studies have made it evident that nutritional deficiency condi
tions are quite prevalent. Many symptoms, although perhaps 
mild and difficult to correlate, frequently point to a multiple 
vitamin deficiency. 

For such individuals the use of products supplying several 
of the important vitamins should prove valuable. Squibb 
Vigran and Pargran eliminate the necessity of taking an 
unpalatable preparation, of eating foods for which the individual 
may have a strong distaste, or of taking two or three separate 
products in order to supply these essenLial food facLors. They 
offer the further advantage of convenience, economy and small 
dosage volume, and the alternatives of capsule and perle form. 

Squibb Vigran capsules or Pargran perles are indicated for 
growing children, pregnant and lactating women, malnourished 
children and adults, and for patients on restricted diets or with 
prolonged or wasting illnesses. 

Vigran Capsules 
(More B O>mplex Factors ) 

Pargran Perles 
(Very small si:i:e) 

Each capsule contains in stable form : 
10,000 International Units Vitamin A. 

200 J.U. Vitamin B1, 500 I.U. Vitamin C. 
1,000 I .U. Vitamin D, 100 Gammas Riboflavin 

5 Mgm. Nicotinic Acid 
In addition Vigran contains several other factors 

of the B-Complex. 

For information write 
36 Caledonia Road, ToronUJ. 

'f:·R:SQ..UIBB &.SONS OF CANADA.Ltd.
1 

M A NUFACTUR I NG CH EMIST S TO THE MED ICAL PROFESSION SINCE 1858 



Primary Cancer of the Lung 

H. R. C ORBETT, M.D. 

W ITHIN the past decade, there has been considerable material in the 
literature, concerning the incidence and diagnosis of lung malignancy. 

Improved radiological investigation has furnished the means whereby 
diagnosis of pulmonary lesions is facilitated, and, in conjunction with broncho
scopic procedures, a definite increase in the number of primary neoplasm 
has been reported. 

Brines and Kenning1 in the number of new admissions to the Tumor Clinic 
of the Detroit Receiving Hospital from 1932 to 1936, state that of 936 cases, 73 
were found to have primary pulmonary malignancy in contrast to 122 of the 
stomach, 122 breast. Of 68 cases tabulated for race and sex, 933 were white 
and 933 males. It was found to be relatively rare in the colored race. The 
age incidence was highest between 40 and 60. 

The same writers, when considering the outstanding symptoms in a study 
of 73 patients, found, in order of importance, that cough, chest pains, weight 
loss and frank hemoptysis were present, and duration varied from one month 
to one year. 

Jathanson2 states that tumors involving apex of lung may cause con
siderable pain in the shoulder which may be the only symptom complained 
of. L. A. Hochberg and M. Lederer3 state that the character of the onset 
of primary pulmonary malignancy is extremely variable. The disease may 
start insidiously simulating a prolonged bronchitis, or it may be acute simulat
ing an acute pneumonic process. Epigastric distress is described as an im
portant complaint; it was elicited in 10 of the 13 patients who had no thoracic 
symptoms. This symptom was more commonly present when the left side 
was involved and the process was basal. 

With the increasing use of roentgenological facilities by physicians, and 
publicity campaigns embracing cancer and tuberculosis, it is quite obvious 
that cases of early malignancy may be found before symptoms are sufficiently 
marked as to cause the patient to consult the family physician. 

It is not the purpose of the writer to present a detailed pathological 
classification of lung tumors. From an X-ray point of view, after giving a 
positive opinion we can, in most instances decide whether the tumor has 
arisen from one of the main bronchial divisions or from the lung parenchyma, 
and state whether the bony thorax or pleura is involved. 

The so-called endobronchial tumors by their growth within the lumen 
of the large bronchi cause a progressi,·e stenosis and eventually atelactasis 
of that lobe or part of the lobe supplied by the bronchus, and a localized col
lapse of lung area may be the first indication on the film. There is progressive 
extension of the growth and if located in the upper lobe, the l~wer limits of 
the lesion present a characteristic "S" shaped curve- the convex part of the 
"S" being the tumor and the concave portion the atelec~atic lung substance. 

The primary carcinomata originating in the parenchyma or alveolar 
spaces are distinctly infiltrative, invading the surrounding parenchyma and 
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obstructing the bronchi later. These infiltrative types, depending on the loca
tion and appearance, may assume a hilar, lobar, or a diffuse nodular character. 

The hilar type as its name implies originates in the area adjacent to the 
hilum and is difficult to detect in its incipiency, therefore must be differentiat
ed from mediastinal new growths and tracheobronchial enlargemen ts of an 
inflammatory nature. 

Originating as a small patch of consolidation in the parenchymatous 
tissue the infiltrative type of tumor will spread to the point where a lobe is 
involved (lobar type), the extension being usually by means of the lymphatics. 
Growth may continue until the entire lung structure has been replaced by the 
tumor bu t there is very little displacemen t of mediastinal structures to the 
opposite side. Invasion of the chest wall with destruction of a rib or ribs is 
not uncommon especially in growths situated near the periphery. 

At any time during the stage of consolidation, the central portion of tumor. 
growth may undergo caseation and necrosis on account of blood vessel destruc
tion and decrease in blood supply. The resulting cavity may simulate a tub
erculous cavity or a lung abscess, there is one point of differentiation, that is 
the walls in a malignant cavity are thick walled, cryptic and irregular. In 
t he final analysis however, laboratory examination of several sputum speci
mens will be the deciding factor. 

When, on radiological examination, a lung lesion suspicious of malignancy 
is discovered , it is a matter for differential diagnosis and every assistance that 
t he clinician can give to the radiologist is required , if errors are to be avoided. 

X-ray interpretation in terms of lung tumor, depend on (a) atelectasis, 
(b) consolidation, (c) metastatic deposits especially of the thoracic cage. 

Atelectasis may be a result of obstruction from within, such as a mucus 
plug following operations, non opaque foreign bodies and chronic inflammatory 
disorders. A careful clinical history , lipiodol injection of the bronchial tree 
for confirmation and localization of the stenosis, bronchoscopic examination 
and follow up films are needed before the cause can be firmly established. 

The appearances of malignant consolidation, to those who have re,iewed 
a number of cases is usually characteristic unless the growth is so extensive 
as to blot out the entire lobe or lobes. It is well demonstrated in the hilar 
form where tho peripheral limits present sharp projecting margins and the 
vascular markings of the healthy lung can be made out through the areas of 
invasion. 

Physical examination of the chest will assist in confirming the presence 
of consolidation when the growth is of sufficient size as to present cha.nges 
in percussion and auscultation. 

Primary sarcoma of the lung is rare. Sante' quoting Ewings classifica
tion divides this ill defined group into the (a) diffuse (spindle-celled) sarcoma, 
(b) peribronchial sarcoma, (c) large round celled sarcoma and (d) lympho
sarcoma. It is almost impossible to distinguish them radiographically from 
the common types of carcinoma. 

Case No. I. G. B. 
Male; age, 62; laborer. 
Referred for radiological examination of the large bowel. This man's 

complaints were alternating diarrhoea and constipation, and loss of weight
Chest symptoms were not complained of. 
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The standard barium enema did not disclose any abnormality but a. 
routine fluoroscopic inspection of the chest, a lesion was discovered in right 
lung. The report on tho film reads "In the right lung is a zone of confluent 
in.filtration at a point between the 3rd and 5th ribs, also a dense rounded 
opacity extending downward from hilum, very suggestive of pulmonary 
malignancy. 

Another film taken two months later revealed a definite increase in extent 
of the original infiltration which was defined as a rounded consolidation sur
rounding the right hilus and extending posteriorly. At this date the patient 
was rapidly losing weight and complained of a distressing cough. 

At the end of another three months, film examination disclosed that 
the tumor mass had increased to the point whore it occupied almost two-thirds 
of the pulmonary field, no appreciable shift of the heart and mediastinal 
structures. Death occurred six months after the lesion was first discovered. 

Autopsy report by Dr. Ralph P. Smith is as follows: 
"The lung shows a necrotic cavity in the gross, but the pancreas a de

finite small secondary nodule. Histological examination reveals the lung to 
be the seat of an oat cell Ca. with necrosis suppurative changes and cavitation. 
The secondary in the pancreas is of the same oat cell Ca. type. Primary is 
usually in the bronchi, but occasionally may arise from the alveolar epithelium. 
Case No. 2. M. N. 

White male; age, 83; retired. 
Complaints: Pain in the left shoulder, duration one month. X-ray 

examination revealed a circumscribed area of density in left upper lobe meas
uring approximately 5.5 cm. in diame~r and occupying th.e pulmonary apex 
down to a point 2 ems. below the inferior border of clavicle. There is no 
evidence of .fibrosis and trachea is in usual position. The above noted picture 
is consistant with a now growth similar to the so-called superior sulcus tumor. 

Recheck examination three months later reveals a slight downward ex
tension of the growth and malignant involvement of the 2nd rib posteriorly, 
indicative of a spread to the bony thorax. 

Summary 
(1) The incidence of primary pulmonary malignancy is much greater 

than was formerly considered. 
(2) Improved diagnostic facilities have made possible more accurate 

and rapid chest diagnosis. 
(3) The symptoms of lung carcinoma are variable and may occur late. 

In chronic pulmonary lesions over 40, it should always be considered 
in differential diagnosis. 

(4) Two case reports are presented for consideration. 

REFERENCES 
(1) Osborne A. Brines and John Carl Kenning Amer. Jour. Clio. Path. Vol. 7 ~o. 2 

Mar. 1937. 

(2) L. Nathanson, Quart. Bull. Sea View Hospital; April , 1939 iv- 326 
(3) L.A. Hochberg and M. Lederer, Arch. Int. Med. January 1939, LXiii 80. 



Diphtheria and its Prevention 
Issued by the Depar tment of Public Health, Halifax, N. S., November 12, 1940. 

D IPHTHERIA, essentially a disease of human beings, is a specific acute 
intoxication. The symptoms are due to toxins produced at the site of 

the lesion, generally located on the mucous membrane of the throat and nose. 
Children under five years are particularly susceptible to it and more than 
half the deaths occur under this age. In the five year period 1934 to 1938, 
seventy-two Nova Scotians died of this cause. Approximately seventy-five 
per cent of the deaths were in children six years of age and under. 

The period of communicability is thought to begin one to three days 
before the onset of definite symptoms, and to continue as long as bacilli can 
be found in the nose and throat. Negative cultures from these areas are the 
basis for considering the infectious period passed. All cases occurring should 
be promptly reported, to local health departments, by physicians in attend
ance. Such restrictions as isolation and quarantine are then imposed. It is 
unlawful to interfere with authority in this regard. Placards must not be 
removed by persons other than those delegated for the purpose by local health 
au thorities. 

Diphtheria is one disease which is definitely preventable and if prevent
able, "why not prevented?" It is prevented by the use of a preparation known 
as toxoid. A small quantity of this preparation is injected beneath the skin 
on three occasions, three to four weeks apart, with little or no discomfort, 
particularly in infants. It is preferably given during the first year of life when 
reactions following its use are not met with, in fact reactions are rare in children 
under six to eight years. Since so many cases of diphtheria occur between 
the ages of one and six years, immunization should be especially practised in 
this age group. In fact the time of choice for administering toxoi<;I. i_s between 
the ages of six months and one year. P arents and custodians of children 
are requested to unite with health officers and physicians in order that all 
children, particularly those of preschool age may be given the protection 
afforded by toxoid of reliable manufacture. In four or more· montlis after 
the third of the three doses of plain toxoid has heen given, a Schick T"E¥lt 
should be card~d out to determine whether or not immunity has been produced. 
In this connection physicians are advised not to use the one dose alum precip
itated toxoid. This preparation does not give the immunity claimed for it 
by some manufacturers and salesmen. 

It has been found that reactions following the use of plain toxoid are 
exceedingly rare in children of six years and under and rare in those eight 
years and under. In a few children over eight years and in a larger number 
of adults rather marked reactions may occur. These reactions may be local 
or both local and general. It is therefore recommended that in these groups 
preliminary reaction and susceptibility tests be made: that is to say, a Schick 
test and con trol. For this purpose special packages of material are marketed 
known as "Schick Test and Control" . A positive Schick means that the per
son is susceptible to diphtheria and a positive control (reaction test) that he 
may react unfavourably to ordinary doses of toxoid. Following a positive 
reaction test, a specially dilu ted toxoid should be used for immunizing purposes. 
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In all toxoid distributed by the Department, printed instructions will 
be found. These should be studied carefully before the actual work of im
munization is attempted. Remember that diphtheria is largely a disease 
of childhood, consequently the most important group to protect against it 
is the preschool age group. 

BARB~DOS GENERAL HOSPITAL 

WANTED 

A duly qualified Medical Practitioner as House Surgeon of the Barbados 
General Hospital. (284 Beds.) A man who has had experience in administer
ing Anaesthetics preferred. 

Salary £325 per annum, with quarters fully furnished for a single man, 
free water, lighting allowance and no local rates. 

The appointment which is renewable will be for either 3, 2 or It years, 
subject to three months' notice on either side to terminate the engagement. 
Candidates must state whether they wish to engage for 3, 2, or l j years. 

First class passage direct to Barbados will be paid by the Hospital Board, 
a proportionate part to be refunded if the terms of service for which the candi
date is engaged, be not completed. 

Applications, accompanied by a photograph, a medical certificate of 
physical fitness at the time of application and recent professional and personal 
testimonials stating age and date of graduation, should be addressed to the 
Medical Superintendent, General Hospital, Barbados, B. W. I., from whom 
further particulars may be obtained. 

Canadian Graduates must hold qualifications registrable in England. 
Candidates holding a United States degree must be registered in the 

State of New York. 
By Order, 

w. GOODMAN, 

Secretary. 



The Prevention of Streptococcal 
Infection of Wounds* 

RONALD H ARE, M.D. (Lond.) 

Connaught Laboratories and School of Hygiene 
U niversity of Toronto 

JF the present conflict resembles that of 1914-18 in any respect whatever, a 
high proportion of the wounds inflicted will become infected, and these 

infections of themselves may cause the death or serious disablement of many 
thousands. Many wounds sustained in civil li1e are similarly infected. It is 
therefore of extreme importance that we should consider whether, in the light 
of the knowledge we now possess, these infections may be prevented. 

In general, four varieties of organism infect wounds. Firstly, there are 
the organisms which cause tetanus, secondly those which cause gas gangrene, 
thirdly the s taphylococci and fourthly the streptococci. The sources of the 
first three have been known for some time. Both the tetanus and gas gangrene 
organisms can exist in the form of spores and these may be found with dis
tressing frequency in soil and dirt. It may therefore be assumed that the 
presence of this undesirable commodity in wounds is fraught with tremendous 
possibilities. Nor do we need to look very far for the source of the staphy
lococci because these organisms are invariably present on the skin. But the 
source of the streptococci has always been a subject on which we had no exact 
information, although there have been theories in plen ty, mostly wrong, to 
account for their presence in a wound. 

The streptococci which are of importance in wounds are almost all those 
known as haemolytic streptococci or Str. pyogenes. The other varieties of 
s treptococci, the viridans and those without action on blood, are for all practical 
purposes negligible. Now the importance of the haemolytic streptococci as a 
cause of wound sepsis is not always realized. I cannot give you figures for their 
incidence in the wounds of civil life but I can for wounds of war-time. In the 
last war, for instance, it was found that no less than 15 per cent of all wounds 
examined at a casualty clearing s tation, that is within an average of 12 hours 
of the infliction of the wound, were already infected with haemolytic s trepto
cocci. In another investigation, this time at a base hospital, 23 per cent were 
infected and in a third investiga tion on compound fractures of the femur, more 
than 90 per cent were found to be infected "i th these organisms. For this 
reason, haemolytic streptococcal infection of wounds in war is a very serious 
problem and I have reason to believe that it may be more important in the 
wounds of civil li1e than is usually supposed. 

It is obvious that if these infections could be prevented we might reduce 
very considerably the inevitable toll of war and might also reduce the mortality 
from injuries in civil life. Up to the present we have t een unable even to 

• Presented at the twe nty-sixth annual meeting or the Ontario Health o mcers Association, 
T oronto, Juno 13- 14 . 1940. 

This article was copied from the Canad ian Public Health J ournal or Sept. 1940. 
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approach this ideal by reason of a number. of ·fundamental difficulties. The 
most important of these is that hitherto it has not been possible to distinguish 
pathogenic from non-pathogenic strains of haemolytic streptococci. Perhaps 
it may surprise you to hear that there are non-pathogenic str~ins of these 
organisms. As a matter of fact there are a great many and haemolytic strept
ococci are, on the whole, fairly widespread in nature. They occur quite fre
quently on the skin for instance, and although we had always suspected that 
many of these strains were unable to cause infections in human beings, we were 
unable to distinguish them from strains which most certainly can. But thanks 
to the work of Lancefield, we are now able to separate those strains capable 
of causing infection in human beings from those which cannot. The former 
are, in bacteriological language, known as group A haemolytic streptococci 
while those assigned to other groups labelled B to M are almost if not quite 
harmless for man. Some of these strains, I may mention in passing, are highly 
pathogenic for lower animals. This test has given us an extremely powerful 
weapon because we can now take any strain and assess its ability to cause 
infection in human beings. 

Sources of I nfection. 
Employing these methods, let us consider where the organisms causing 

infection of wounds can have come from. First, we must ascertain whether the 
organisms can have been implanted in the wound at the t ime of infliction. 
This is the explanation for the presence of these organisms which is put forward 
almost invariably by surgeons. There is, however, a great deal of evidence 
that this is not the case. Rifle bullets and shell splinters are probably quite 
sterile while flying through the air because the heat of the propellant would 
almost certainly kill any organisms on them. Other objects which may cause 
wounds such as portions of motor car or machinery are almost cer tainly not 
infected with these organisms. They cannot live very long in such inhospit
able surroundings and even if purposely placed on them would very soon die. 
I think therefore that we can, in a general way, exonerate the object which 
inflicts the wound. 

The first part of one's person to encounter the object is usually the cloth
ing through which it passes on its way to the tissues and pieces of cloth may 
even find their way into the wound. Recently we have been carrying out a 
very extensive examination of the clothing of ordinary normal individuals 
and can say quite definitely that the clothing of most of us is not infected with 
pathogenic strains of haemolytic streptococci. Haemolytic streptococci may 
be and frequently are present but they are not members of the pathogenic 
group A. There is, however, an exception. This is the clothing of persons 
who are so unfortunate as to carry the pathogenic strains in the throat and in 
these individuals the upper part of the trunk, the pocket handkerchief and the 
pocket in which it is kept may be infected. The trousers generally escape. 
The clothing of some carriers is apparently quite uninfected, and in those 
in which it is infected the organisms are for the most part confined to the 
areas accessible to the nasopharyngeal secretion. Thus, except for the cloth
ing of some carriers we can, I think, exonerate the clothing. 

Very much the same remarks apply to the skin. That of normal individuals 
may have haemolytic streptococci on it but usually such strains are not mem
bers of group A. The same exceptions occur too, in the form of nasopharyngeal 
carriers whose skin in certain parts of their anatomy may be heavily and 
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persistently infected. These areas include the hair, the skin of the face and 
the hands but not that of the trunk and legs which are seldom infected. Thus, 
in general we can acquit the skin. 

Now let us consider the dust and the dirt which may find its way into 
the wound. Nearly everybody thinks that streptococci are present in these 
substances. But road dust or dirt, the soils of the countryside or the garden 
are not infected with haemolytic streptococci. We have examined over 50 
specimens and while almost any other microbe may be present, pathogenic 
strains of haemolytic streptococci are certainly not. Tetanus and gas gangrene 
are undoubtedly due to contamination of the wound with soil but not the 
particular organisms with which we are dealing. Here again there are ex
ceptions. This is the dust of hospitals in which infected cases are being nursed. 
This may be heavily infected with pathogenic strains. But not the dust of 
the road, factory or battlefield . 

The only remaining object which finds its way into a wound wit.h any 
degree of regularity is the air. Exactly as with dust and dirt, the air of the 
countryside, of factories and well-run hospitals does not contain these organ
isms. But again there are exceptions. There is now clear evidence that the 
air of wards in which infected cases are being nursed, scarlet fever and puer
peral fever wards in particular, may be and frequently is heavily infect ed. 

Thus the whole of the available evidence suggests that except in rare 
instances, haemolytic streptococci or pathogenic strains are not present in 
wounds, even the dirtiest and most contused of them, at the time of infliction. 
lf we admit this we must consider what extraneous sources for the organisms 
are available and the chances that the organisms will reach open wounds. 

A fairly extensive survey has been made of recent years of the distribution 
of pathogenic strains of haemolytic streptococci in nature. As a result of this 
we know of only two principal reservoirs of these strajns, and both of them are 
in human beings. The first is the nasopharynx of individuals who are either 
quite well or are suffering from some variety of nasopharyngeal infection, and 
may I remind you that many of these individuals have the organisms on their 
clothing and on their hands as well as in their throats. The second possible 
source is the infected material coming from suppurating wounds, cellulitis, 
impetigo, otitis media and similar purulent exudates in other patients in the 
vicinity of the freshly infected wound. 

Let us take the first of these, the individual who has the orga.nisms in his 
nasopharynx. He may, of course, be suffering from a definite infection such as 
scarlet fever or tonsillitis which everybody knows is due to these organisms. 
But haemolytic streptococci do not always produce these characteristic clin
ical entities so that quite a number of mild sore throats or what pass for com
mon colds may be either due to these organisms or to synergism between 
them and a virus. There is, furthermore, evidence that the organisms may 
persist for months after such an infection with their owner quite unaware of 
it. And finally there is evidence that we may become carriers in the absence 
of any form of infection. However acquired, we now know that on an average, 
about seven per cent of normal persons going about their normal daily work 
carry pathogenic strains of haemolytic streptococci in their nasopharynx. 
In the majority, the organisms are present on the tonsils and not in the nose, 
but in some they are in the nose as well. I am inclined to think that the latter 
are the more dangerous to other people. In passing, I may mention that 
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another ten per cent of the population have haemolytic streptococci in the 
nasopharynx which are probably not pathogenic. 

It may be legitimately asked how these persons coming into contact with 
an open wound can cause infection in it. Direct experiment has shown that 
such a carrier, bending over and talking vertically downwards over a blood 
agar plate can project the organisms on to the medi um on which they appear 
as colonies when it is incubated. Not every carrier can do it, or always do it . 
Nevertheless a carrier who, unmasked, bends over an open wound and talks
and how seldom do those who attend to wounds remain silent- is evidently 
running a very great risk of infecting that wound. 

But it is not only the breath of the carrier which may directly transmit 
infection to an open wound, for I have already mentioned that the skin of the 
face, the hair, the clothing and the hands, particularly the hands, of such a 
person may be heavily contaminated with pathogenic haemolytic s treptococci. 
If, therefore, he does not prepare his hands with care, or having prepared them, 
contaminates them by touching himself, he may very easily infect the wound 
while dressing it. 

row there is every reason to believe that the nasopharyngoal carrier is 
one of tho principal sources from which haemolytic s treptococcal infections 
of all sorts are derived. He has certainly been shown to play an important 
part in the spread of na opharyngeal infection uch as scarlet fever and 
tonsillitis, and to be frequently the source of the organisms in puerperal in
fections. Thus, of a total of 110 puerperal cases s tudied in four investigations, 
the source of the infec tion was found in no less than 65 of them, to be the 
nasopharynx of one or other of the attendants at the time of delivery. I have 
little doubt that a similar s tudy of wound infections would yield very similar 
results and for this reason I think we must assume that the nasopharynx of a 
carrier is one of the most important rcse1Toirs from which the organisms aro 
derived. 

Lei us consider the other reser\'Oir of infection. This, strange as it may 
appear, is the hospital or home to which the wounded man is smi; or rather, 
the infected cases a lready there. The e may be discharging purulent wounds, 
abcesses, cellulitis, whitlows and so on. There may also be cases of oiitis 
media, of puerperal infection or that of ulcerating cancer, all of which may bo 
discharging haemoly tic s treptococci. An~· or all of these may be present in 
the ward or a neighbouring ward, and ometimes in clo e proximity to the 
wounded man. It may 'veil be a ked how in a well run hospita l, an infec tion 
of this type could cause infec tion in an open wound in another person. There 
is unfortunately a great deal of eYidence tha t. this is perfectly possible. I t has, 
for instance, been recently shown that puerperal infections and those of wounds 
and bums may pollute tho atmosphere about them so that haemoly tic strept
ococci may be i ola ted from the air. .\nd this in a new. modern hospital 
embodying all the latest architectural improYements. There is also experi
mental evidence. It can , for instance, be shown that so long as the infected 
pus or serous exudat~ on the dressings of uch a case are wot, no dissemina
t ion of the organisms into the surrounding atmosphere i likely . If they become 
dry and remain perfectly still, there i likewise no atmospheric contamination. 
But let the dried material be agitated in any way. mere folding of a piece of 
lint infected with a dried serous exudate is sufficient, and large numbers of 
organisms arc immediately released into the atmosphere. Even i1~ an almost 
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imperceptible breeze these particles ca.n be shown to travel at least three metres. 
In a gale they probably travel far and wide. 

This is a danger of which surgeons and nurses seem to be quite ignorant. 
They will cheerfully nurse infected cases in the same ward as clean, and the 
astonishing thing is that they usually get away with it. But they do not 
invariably do so and particularly in the overcrowding and scurry of war-time. 
For it was shown in the war of 1914-18 that at the ba.se hospital in Etaples 
in which were collected all the cases of compound fracture of the femur, more 
than 90 per cent of the wounds were infected with these organisms. 

There is also another danger in hospital or home which is far too seldom 
recognized. In winter it is quite usual for patients in surgical wards to suffer 
from nasopharyngea.J infections. These may be apparently qui te trivial but 
some of them may be connected with haemolytic streptococci. Their presence 
in a ward along with clean cases is, however, asking for trouble, for these 
na-sopharyngeal infections may also infect the atmosphere about them and so 
cause infection of wounds in neighbouring beds. . 

To recapitulate: The organisms present in wounds sustained by carriers 
may very well have come either from the individual's own throat, his skin or 
his clothing. But this is certainly not the source of the organisms in most 
wounds. We must therefore recognize that the vast majority of haemolytic 
streptococcal infection of wounds are not due to the injection of the organisms 
into the raw area at the time of infliction. Infection comes sometime later 
and from two main sources: (1) from nasopharyngeal carriers who attend 
to the wound and (2) from other infections in the neighbourhood. 

Control JW easures. 
What then can we do? Let us deal 'vith the nasopharyngeal carrier fhst. 

Recognition that he may be the source of the organisms shows that anyone 
who attends a recently inflicted wound, even he who ad1IUnisters first aid on 
the battle.field or at the roadside, should remember all the time that he may 
involuntarily be the cause of infection. Ideally, he should wear a mask but 
of almost equal value is a very simple measure that no one seems to have 
thought of before. This is merely that he should refrain from speaking (and 
of course coughing or sneezing) while near the patient or the wound. We do 
not expel the organisms while merely breathing quietly, it is while speaking, 
coughing or sneezing that we do so. But if the attendant has any form of 
nasopharyngeal infection, no matter how trivial, he should, in my opinion, 
refrain from contact 'vith open tissue until haemolytic streptococci of group 
A have been proved bacteriologically to be absent from his throat. If this 
is impossible, and I am qui te aware that it often is he should at lea-st take 
special pains to eliminate the chances of transfer in the way I have already 
described. A second point in this connection is that he should take particular 
care over the toilet of his hands. More often than not the washing process 
is carried out perfunctorily. This is not enough and the correct toilet of the 
hands is a study in itself. But I would suggest that there should be a much 
more widespread use of gloves. They are cheap enough and if sterilization 
of them is a problem, they can be quite adequately sterilized by pu tting them 
on, washing them in soap and running water, wiping them over with an anti
septic of adequate strength and leaving it time to act before touching the wound. 
Lastly, may I point out that in view of the possibility that the clothing may 
be infected, the operator should be very careful to avoid touching his clothes. 
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We now come to the prevention of infection in hospital. I think we ought 
now to lay it down quite definitely that it is a criminal proceeding to nurse an 
infected case of any kind in the same ward as open clean wounds. I have 
myself encountered instances in which suppurating wounds were being nursed 
cheek by jowl with patients who had just had clean operations such as hernio
tomies. But in addition, every case of nasopharyngeal infection in a surgical 
ward should be immediately removed, isolated and examined bacteriologically 
and only when pathogenic strains of haemolytic streptococci are shown to be 
absent should it be returned to the ward. I know that all this may seriously 
disrupt hospital routine and will undoubtedly be very unpopular with matrons 
and superintendents, but in my opinion it is the only safe way. 

Thus if we wish to keep wounds free from infection, we must be eternally 
vigilant to prevent the ingress of organisms over the whole of the period the 
wound is open. And now that we know the principal sources of the organisms 
there is no particular reason why the appropriate measures should not be taken. 

Treatment of the Wound. 

I have said very little about the treatment of the wound itself, principal
ly because this is a surgical problem. There is, however, no doubt that it 
should receive a thorough surgical toilet as soon as possible after infliction. 
This should include cleansing, excision, debridement and the like. I am very 
doubtful whether antiseptics are of value in the treatment of any wounds. 
Secondly, the wound should be immobilised as far as possible by the use of 
plaster or suitable splinting. And thirdly, it should be dressed in such a way 
that the dressings need not be disturbed for long periods. All these measures 
will tend to diminish the risk of the ingress of haemolytic streptococci and give 
the tissues the best possible conditions for dealing with the organisms which 
may be present in the wound. This technique was, in principle, employed by 
Trueta in the Spanish Civil War and he certainly had very li ttle sepsis. 

Of the more specific methods for the prevention of sepsis, I will only refer 
to sulphanilamide and similar drugs given by mouth as soon after the infliction 
of the wound as possible. This has not been definitely shown to be successful 
in human beings but there is experimental evidence in its favour. E very 
casualty in the British Army is now given prophylactic doses of sulphanilamide 
for a period of 48 hours after wounding. The total dosage during that period 
amounts to 17 gm. The results of this measure are not yet available but it 
is highly probable that they ''ill be encouraging. 

In conclusion, may I ask you to reconsider the idea so firmly held by many 
of us that sepsis in war wounds and in civil injuries is inevitable. Too often 
we think that because a wound is ragged, dirty and full of foreign material, 
haemolytic streptococci are already present and 'that little or nothing can be 
done to prevent their development. If we would only recognize that these 
organisms, unlike all the others which commonly infect wounds, are almost 
certainly implanted afterwards, and possibly while the wound is being dressed, 
we might succeed in preventing a great deal of sepsis. And if I have persuaded 
some of you to think in this way, I shall be well content. 

For a full bibliography on this subject the reader is referred to a previous 
paper by the author which appeared in the Lancet, 1940, Yo!. 1, p. 109. 



\ I 

The Medical Congress of Three Rivers 

My dear Dr. Schw~rtz: 

At your request, I am sending you my impressions of the Medical Congress 
of Three Rivers which took place on the 9th, 10th, 11th and 12th of September. 
Much could be said on a Congress of this kind, but in a short paper such as 
this, we can only cast a glimpse on the most important aspects of the problems 
which were studied there. Tuberculosis was a subject of intense study through
out the week; cancer also, particularly that of the lower bowel. Acute ab
dominal conditions; immunization against infective disease; dagenan therapy; 
the use of sulphanilamide, were themes of interesting discussions upon several 
occasions. Epilepsy came to the fore, and a paper presented by Dr. C. A. 
Gauthier upon the administration of Dilantin in Epilepsy was most practical. 
In short the papers were exceedingly well prepared and written in a clear, 
simple style. 

The Congress was officially opened on the 9th of September under the 
Presidency of Dr. C. N. Deblois of Three Rivers. The meeting was public 
and the auditorium of the "Academic de la Salle" was taxed to its utmost 
capacity. A thousand persons were present there. The Honorable Henri 
Groulx, the Minister of Health in the Quebec Cabinet, spoke very eloquently 
on health matters, stressing the need of health laws and also congratulating 
the directors of the Congress for having assumed the tremendous task of as
sembling such a gathering of distinguished men who were here to throw more 
light upon problems of Health, so essential not to the indi-vidual only, but to 
the whole community at large. " Politicians" said he, "were in the past, some
what slow to seek medical advice, but now ~ublic opinion is wide awake in 
this matter, and is very conscious of tho fact that Public Health is the founda
tion upon which lies the happiness and the power of state." "Have the best 
of Kingdoms," said the speaker in the language of Mr. Disraeli, "giYe them 
intelligent citizens, prosperous manufactmers. progr .ssivc agriculture. If the 
population remains stationary, if each year it weakens in stature and vigor, 
the nation will perish and that is why I maintain that the fostering of public 
Health legislation is the first duty of a statesman." 

The lectmor of the evening was one whose name is famous throughout 
French-Canadian literature: Dr. Leo Pariseau, who gave us a magnificent 
illustrated lecture on the "History of Blood Transfusion". Tho author d"-clt 
at some length upon tho history of tho Circulation of the Blood by \Ym. 
Harvey, followed up the worlls of the men who studied the circulation through
out the eighteenth and nineteenth centuries up to the present day, and finally 
entered upon the actual phase of the problem as it is practised to-day in our 
hospitals. The speaker's grasp of the subject was most fascinating and full 
of pathos, as he himself had been the victim of a condition which necessitated 
blood transfusion, the only procedme which could bring him back to life. 

We were particularly struck with Dr. Vallin's presentation of bis symros
ium of post operative complications happening in abdominal operations. 
Thirty-eight years of experience as a surgeon had taught him more and more 
that such complications would ari e, no matter how perfect the technique, 
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and that we should always be prepared to meet them. Tho choice of anaes
thesia was of great importance; also the nature of operation done and the 
state of the patient. "- ever should we operate' ', said he, " before we know 
that the patient is in a fit state to be operated upon." Sedatives were to 
be used with caution. Acidosis was a complication always to be dealt with in 
a very cautious way; ileus also. Localized and general peritonitis as usual, 
are still the worries of the surgeon and are still the conditions which demand 
the most care and the most attention. 

May we mention the very instructive lectures we had from Dr. Bellerose 
and Bourgeois on the cancer of the intestines? and the most vivid illustra
tions and statistics they gave us on the subject? " Cancer of the intestines 
early recognized", said the two speakers, "is a problem of surgery with a fav
orable prognosis." There is no question about that. Dr. Bellerose deal t 
particularly with the symptoms and the diagnosis of the condition , and also 
indicated tho surgical treatment in a very precise way. Dr. Bourgeois could 
not emphasize too much the importance of early diagnosis, and be made tho 
sta tement that the lowering of the mortali ty of cancer of the intestines rests 
with the general practitioner, that is, with the one who sees the paLient first. 
"Most patients", said he, "come to us too late." 

\:re could go on indefinitely with our comments, but thPy are all the same 
and we must not bo too tiresome. On the whole, the Congress was a success. 
It attracted men not only from Canada and the United States, but also from 
the far off republic of Haiti, down sou th. Dr. L. P. Mars, was a very dis
tinguished representative from Port-au-Prince, Haiti, and conquered tho 
hearts of all by his magnificent paper on "Culture and Psy<'hiatry" . 

J. El\m, E LEBLANC, 

\\est Pubnico, • . S. 
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II CASE REPORTS 

Internal Haemorrhage Simulating Concealed 
Accidental Haemorrhage 

,, 

Mrs. B. S. Age 22. Para IV. St months pregnant. Admitted to Gen
eral Hospital, September 13th, 1940, with the following history. At about 
6 p.m. seized with sudden severe pain in lower abdomen; no show. Con
stipated for 3 days. Examination showed uterus to be very hard and tender. 
Pulse rapid. Patient was apparently in great pain. Upon admission to hos
pital at 8.40 p.m. patient was very pale and pulse very rapid. 

I was called by Dr. J. A. Macdonald about an hour later who gave me 
the above history and added that there was a great change in her condition 
since he had seen her and that she was rapidly becoming moribund. When 
seen she was perspiring profusely and was exsanguinated. She appeared to 
be in very severe, continuous pain and complained of extreme thirst. There 
was no external bleeding. The whole abdomen was quite tender and ab
dominal muscles on guard. Breathing was quite shallow and distressed. 
Pulse soft, rapid, no volume. Uterus hard but not board like; cervix was not 
dilated; no fetal movements and heart sounds could not be heard. A diagnosis 
of conceale~ accidental haemorrhage was made. In consultation with Dr. 
J. A. Macdonald we decided, in spite of the fact that we felt the child was 
dead, that caesarean section offered the only hope1

, for the following reasons:-
1. Cervix was not dilated or thinned out. Labor had not started. 
2. The gravity of her general condition. 
3. She was still bleeding, as shown by the progressive increase in the 

severity of her symptoms. 
4. If bleeding was not stopped in a very short time, our patient would 

soon be dead2• Bleeding could not be stopped by conservative 
measures3 '. 

We are well aware that caesarean section is not always the treatment 
of choice for concealed accidental haemorrhage but we believe it has a place 
in selected cases. It is perfectly obvious to us that any other treatment than 
that carried out would have proved disastrous in this case. Operation was 
undertaken 6t hours after onset of symptoms. Abdomen opened to left of 
midline. There was a thin blood clot covering lower half of uterus. This 
was removed. Uterus appeared normal. There was no characteristic eccby
mosis of interstitial haemorrhage as seen in severe cases of this kind. The 
abdominal cavity was full of blood, the amount being massive. It was not 
measured as the suction became clogged as usual when needed most. No 
rupture of u terus was apparent. As it was impossible to find the source of 
bleeding the uterus was opened and a still-born child delivered. Placenta 
was normal. The uterus was closed rapidly. The abdominal incision was 
enlarged and the liver and spleen found normal as were also the mesenteric 
vessels. Uterus was lifted out of abdominal cavity. On its posterior surface 
to the right of midline at about the level of the internal os was found a large 
plexus of blood vessels5• One of these which had ruptured \Vas pumping blood. 
Five or six deep interrupted sutures were taken, all around this area, which 
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controlled the bleeding. Blood clots were removed from the posterior cul de 
sac but no attempt was made to make abdominal cavity dry. The abdominal 
wall was closed in layers without drainage. She was given glucose and saline 
intravenously during the latter par t of the operation and 550 c.c. of citrated 
blood immediately after. It does not appear logical to inject blood into such 
patients while the bleeding point has not been closed or is about to be closed9• 

She was much improved following her return to bed and had the expected 
elevation of temperature the following two days. On the fifth postoperative 
day temperature rose to near 100° but gradually subsided. On September 
16th., she was given one c.c. of neoprontosil every four hours for three doses 
and sulphanilamide grains 10 every four hours for seventeen doses. She 
left the hospital on the eleventh postoperative day in a satisfactory condition. 

This case appeared to be of interest for the following rcasons:
First:- The diagnosis of concealed accidental haemorrhage appeared 

obvious. 
Second :- The site of the haemorrhage was definitely on the uterus and 

not in the broad ligament7 8• 

Third:- In any text at our disposal we have been unable to find any 
reference to such a varicosity rupturing although Delee9 re
marks that varicosities in the broad ligament have been known 
to rupture during labor and cause death. Perhaps we are making 
a fine distinction regarding the site as the vessels are part of 
the same plexus. 

Fourth:-we have been unable to obtain any history of a fight, blow, fall 
or other accident. 

Fifth:- The necessity of emptying the u terus before the bleeding source 
could be found. 
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Rupture 0£ Uterus 
Mrs. A. W. Age 24. Para IV. Admitted to St. Joseph's Hospital Nov. 

9th-39. 'Ihe previous history is important in that she had a classical caesarean 
section, for her first delivery, being in labor thirty-six hours, progress arrested, 
L. 0 . P. presentation. 'Ihe second and third child were born normally. Ad
mitted in labor, at term, child L. 0. A. Pains became irregular, was not mak
ing any progress so was given sedatives. Nov. 10th X-rayed as not making 
any progress. Dr. Corbett's re:i:ort was:-".A. P. and lateral fi lms of pelvis 
show a full term fetus with occiput presentation, head engaged and wedged 
transversely between extended arms, just below plane of inlet. There is oYer
lapping of the fetal cranial bones, indicative of fetal death. Measurements 
show sufficient room for head to pass through, however position of limbs 
complicate mat.ters." At 3.45 p.m. she was delivered instrumentally of a 
still born child. Her attending physician was unable to expel placenta. late 
that evening, Nov. 10th., I was asked to see patient. he was not bleeding, 
her general condition seemed fair but she complained of feeling wry sore and 
begged to be left alone. No examination was undertaken and her physician 
was advised t.o allow her to rest if not bleeding until morning, when if the 
placenta was not expressed, we would remoYe it. In the night she complained 
of weakness Lut rested well and her condition caused no alarm. _ ov. 11th, 
patient was prepared and anaesthetized. On introducing band in uterus a 
rent about 3~ inches long was found. The placenta was not in the uterine 
cavity. The cord was drawn down, cut off and Yagina packed with gauze 
strip. he was immediately prepared for laparotomy, which was undertaken 
at noon. twenty hours after the delivery of child. Abdomen was opened 
through a right rectus incision and considerable blood removed by suction. 
There were dense adhesions between uterus, omcntum and abdominal wall. 
Lower par t of uterus was densely adherent to bladder and abdominal wall. 
Rent about 3~ inches long was found in uterus towards the left side, plugged 
with omen tum. Th.:i edges of rent were rounded and appeared smooth. Rup
ture eviden tly had taken place through a thin scar which was not Yery Yascular. 
Due to the adherent condition of lower segment a hysterectomy appeared 
too time consuming. About i of an inch of uterine tissue was rEmon:d all 
around rent. After packing uterine caYity and cen·ix with iodoform gauze 
the uterine wall was closed by through and through sutures of No. 2 Chromic 
as well as by a more superficial continuous suture. Placenta and membranes 
were found und er the liver. Peritoneal caYity was sucked out and abdominal 
wall closed without drainage. She was ginn 10 c.c. of prontosil intramuscular
ly and 1000 c.c. 53 glucose in saJjne intraYCnously. ~ov. 12th, iodoform 
gauze packing rc;moved and patient placed in Fowler's position. he went 
along making an uneventful recoYery until Nov. 15th , when she started to 
cough and expectorate. Her temperature rising from normal to 102.6, she was 
given prontosil 5 c.c. and expectorants. Temperature gradually fell, sutures 
were removed Nov. 19th, and she was discharged on r ov. 23rd, twelve days 
following her laparotomy. 

Close questioning of the patient and her physician failed to establish the 
time when the rupt.ure took place. She had no pituitrin. It may have taken 
place when forceps were applied or as the child's head was deliYered. Rupture 
of the uterus rarely is symptomless 1• The symptoms of rupture sometimes 
make their appearance almost simultaneously with delivery. The fact that 
the u terus being emptied can contract down upon itself to some extent is a 
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favourable feature of this type of case2• When labor was so prolonged and/ or 
X-ray showed malposition, section should have been considered. Titus says, 
" Quiet, spontaneous rupture of uterus during pregnancy is best treated by 
laparotomy a.nd supravaginal hysterectomy. If the edges of this fundal tear 
are fairly clean as they are when it occurs at the thin wall site of a former 
caesarean section , there is some justification for trimming the edges of the 
wound and repairing the tear". Women who have had previous sections 
should not be allowed to carry on if there is any suggestion of malposition, 
disproportion or if continuous fairly rapid progress is not being made. Cer
tafoly continuous bearing down pains with an-e~tcd progress calls for action. 
Whenever the scar shows definite signs of weakness, the pregnancy should be 
terminated by a second caesarean section. If the previous operation was 
complicated by an infection then section should be done before the onset 
of labor. 

REFERENCES 

1. Delee, Joseph B: Principles and Practice of Obstetrics, 7 ed., page 855, W. B· 
Saunders & Co., Philadelphia, 1938. 

2. Titus, Paul: Management of Obstetr:c Difficulties, page 552, C. V. :Yfosby, St. 
Louis, 1940. 

ERIC W. MAcDo::•aLD, M.D., 
Reserve Ylines, J. S. 

Pernic ious Vomitin g of Pregnancy 

F emale patient, 28 years of age, complaining of vomiting and weakness. 
One child 3 years previously. Very ill at that time for 2 months with hyper
emesis. Last period 8 weeks previously. Nine days before seeing patient she 
had begun to feel nauseated and to vomit in the morning. o associated pain. 
Gradually the symptoms became worse and vomiting continued practically 
all the time. Patient became weak and nervous. 

Examination: Patient had the appearance of having lost weight and was 
very pale. No evidence of gastric lEsion or associated disturbance. Fundus 
was at height of 6 weeks pregnancy. B.P . 120/ 80. Urine negative. Pulse 80. 
Diagnosis of hyperemesis made. 

Treatment : Patien t was confined to bed and put on dry carbohydrate 
diet (toast, crackers, popcorn, etc.,) ; ginger ale, carbonated waters, glucose 
D tablets. Luminal for sedation. One drachm dilute HCL t.i.d. Theelin in 
oil 2000 units q. 2 days. For three days improvement noted with very slight 
vomiting. Then vomiting began again and persisted in spite of home treatment. 
B.P. 115/ 80. Urine normal. Pulse 85. Taken to hospital and all foods and 
fluids by mouth prohibited. Proctoclysis with bromides. Intravenous saline 
with 10% glucose 1000 cc's t.i.d. Under this intensive regimen there was 
slight improvement for 2 days but condition again began to show a downward 
trend. .Practically continuous vomiting. Pulse 95. T.100. B.P. 105/ 70. 
Traces of diacetic acid and acetone in urine. o jaundice. Patient was kept 
on intensive regimen 5 days in all but ominous signs were showing. After due 
consultation therapeutic abortion was considered the life saving measure. 
This was duly performed and patient's recovery was immediate. 

The above report serves to illustrate just how a case of pernicious vomiting 
may continue to be serious even though intensive measures are carried out 
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medicinally and dietetically. The watchword is not to wait too long to term
inate pregnancy; as if the condition becomes too serious even terminating 
pregnancy will not prevent a disaster. The majority of serious cases fortunately 
respond to intensive treatment without therapeutic abortion. 

This point was brdught out very nicely in the following case which may 
have been very trying with less intensive measures. 

Female patient, 20 years of age, complaining of vomiting. Primipara. 
Last period 6 weeks previously. One week before she had begun to feel nauseat
ed and to vomit. Could not retain any food. Patient appeared to be very 
ill. No evidence of gastric lesion. Fundus size of 4 weeks pregnancy. B.P. 
100/ 70. P ulse 90. T. 99. Patient was put to bed on dry carbohydrate diet, 
ginger ale, etc. Glucose D tablets. Sedation. Kept on this regimen for 3 
days with no improvement. Was becoming dehydrated. Hospitalized. Oral 
fluids and foods prohibited. Intensive intravenous saline with glucose. Procto
clysis. Im.mediate improvement. Was gradually put on normal diet with 
no recurrence of symptoms. 

R AYFIELD G. A. Woon, M.D., 
Lunenburg, N. S. 

Haemolytic or Acholuric Jaundice 

On May 8, 1940, this patient, a white male, aged 29 years was admitted 
to the hospital, complaining of pain in the lower left thoracic region, and a 
feeling of general weakness. 

Personal History: Negative regarding measles, diphtheria, scarlet and 
rheumatic fevers. Pat,ient had influenza in 1918 epidemic but attack was not 
severe. There is a history of gonococcal infection ten years ago, with appar
ently good recovery. There is also a history of syphilis of ten years duration 
- under trea tment but still active. (This information was given by the doctor 
who was treating him, not by the patient himself.) Two months ago, the three 
lower left molars, which were badly infected , causing swelling of left side of 
face, and of glands of neck, were extracted under general anaesthetic. The 
patient was sick for several days following Lhis. 

Family History : I s essentially negative. Father living and well but has 
an acquired deafness. Mother living, aged 60, suffers from heart trouble. 
Two brothers are liv'ing and well, another died one year ago as the result of 
an accident. 

Present Illness: Began four weeks ago. After changing from winter 
coat to a light jacket, the patien t developed a cold in the chest and at the 
same time he noticed a dull pain in the left upper quadrant, just below the 
costal margin. He went to a doctor and was treated for "intestinal and musc
cular flu" . He kept at work for the next three weeks, the cold and pain al
ready mentioned being still present. During this time he continued to feel 
weaker and more tired and finally went to the doctor again on May 3, 1940. 
He was at once put to bed and ordered to rest as treatment for a touch of 
pleurisy. By May 5th, he felt a little better, but was perspiring heavily at 
night. The pain in the side was quite improved. Another doctor was called 
on May 7th, the first one being away, and the patient was admitted to hos
pital on May 8th with rapid pulse (98), rapid respiratory rat~ (26) and a 
temperature of 101 degrees F . 
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Physical Examination 

General Appearance: is that of a fairly muscular but thin, sallow, and 
somewhat emaciated male, who appears to be of about stated age. 

• 

Head: Eyes- pupils round, equal and reactive to accommodation and 
light. 

Ears- hearing good; meatus clear and clean. 
Nose- nostrils clear and clean but there appears to be some 

obstruction in nasopharynx. 
Throat- Tongue moist and appears normal. Gums good. 

Upp er left second molar badly decayed. Tonsils normal, 
pillars slightly in jected. 

Chest: Movements and con tour symmetrical. 
Heart: 1. Apex beat palpable in 5th interspace medial to mid clavicular 

line. 
2. There is a visible diffuse impulse over precordium . 
3. There is a mitral systolic thrill with a mitral presystolic murmur. 

The first mitral is diminished and the second greatly increased. 
All heart sounds are increased in intensity. 

Abdomen: hape symmetrical, flat, with no scars. Liver, kidneys and 
spleen not palpable. There is tenderness and marked rigidity in left subcostal 
region and there is a suggestion of a mass in this area but due to the tenderness 
and rigidity of the muscles this finding is not absolutely positive. 

N eitromuscular: Essentially negative. 
Skeleton: No visible or palpable deformities. Average height and light 

build. 
Special Examination 

Chest-right side: resonant apox to base. Clear vesicular breath 
sounds apex to base. 
left side: dullness in left base, from level of 6th rib to costal 
margin. Tactile fremitus absent in this area and vocal resonance 
impaired. Breath sounds and whispered pectoriloquoy absent. 

The radiological report states that there is elevation of the left dia
phragm, but that the pathology that causes this is not obvious. 

Progress and Medication 

May 8th, 1st Day: Admitted per ambulance. Had unnaturally pale 
color in face and was very weak. Appetite poor; restless all that night. He 
was given ortal sodium gr. 3 and aspirin compound with codeine gr. 1/ 8 at once. 

Blood picture showed: Haemoglobin, 353. Leucocytes, 6,700. Lym
phocytes, 82. Monocytes, 17. Eosinophiles, 0. Basophiles, 0. Neu tro
philes, 1. 

May 9th, 2nd Day: Patient very thirsty and drank quantities of liquids. 
He slept poorly but felt somewhat rested. Urine specimen showed specific 
gravity 1.020 and acid reaction but no positive findings. Patien t still weak 
and ti red but no pain. Trarisfusiori (500 <'.C.) at 11.30 a.m. later appetite 
improved and he felt stronger and looked better. He was comfortable but 
had a pressing feeling in left thoracic region, following the taking of food, which 
was relieved by hot drink. He was also coughing lightly and expectorating 
small amounts of sputum. 
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May 10th, 3rd Day: Complains of dryness of mouth and throat. Cough
ing more frequently but feels much stronger. Expectorating yellowish phlegm. 
Boric solution given as mou th wash. Liver extract: 2 c.c. intramuscularly. 
Blaud pills : no. 2 t.i.d. pc. 

Blood picture: Haemoglobin, 39%. Leucocytes, 3,800. Lymphocytes, 
90. Monocytes, 8. Neu trophiles, 2. 

May 11th, 4th Day: Appeared weaker, still coughing and expectorating 
and complained of soreness and stiffness in right arm. 

Boric lint compress applied to arm. Ortal sodium and aspirin compound 
with codeine. Liver extract-2 c.c.- intramuscularly. 

Blood picture: Leucocytes, 2,000. Lymphocytes, 84. Monocytes, 14. 
Neutrophiles, 2. Eosinophiles, 0. Basophiles, 0. 

May 12th, 5th Day: Perspiring considerably and complaining of severe 
pain in arm. Very restless and nervous but not coughing so much. 

Ortal sodium and aspirin compound with codeine repeated. Boric l!nt 
compresses to right arm. 

Blood transfusion (500 c.c.) at 9.30 a.m. 
A.P.L. extract (250 ) intramuscularly. 
Liver " ( 2 c.c.) " 
Nuclein " ( ) " 

Pain in arm on least movement. At night, stated that left arm was 
becoming useless. 

Blood picture: Haemoglobin, 36%. Leucocytes, 1,900. Lymphocytes, 
88. Monocytes, 9. eutrophiles, 3. R.B.C., 2,100,000. 

May 13th, 6th Day: Patient very restless and breathing difficult (Resp. 
48). Pulse very weak; perspiring profusely and is very cold. At 3.30 a.m. 
patient died . 

Pathological Report : Post mortem examination (attached). 
Ante-mortem Diagnosis-Agranulocytosis. 
Post-mortem Diagnosis-Non-familial H emolytic J aundice. 

J. v. GRAHAM, M .D. 

Report of the Autopsy findings performed at the Halifax Infirmary 
for Drs. J . V. Graham and A. G . MacLeod. Tissue No. 

40-3558. P .M . No. 40-29. 

General Appearances: vVbite male of approximately the stated age; 
skin jaundiced; fat has a canary-yellow colour; both arms are oedematous 
and show some cellulitis . 

Pleural Sacs : Nil. 
Bronchi: Congested and contain a frothy blood-stained fluid. 
Lungs- Right-shows some oedema and congestion (1 piece for section). 

Left-the lower lobe and lower margin of upper lobe are deeply 
congested and oedematous and have an almost semi-solid char
acter suggestive of a confluent broncho-pneumonia (3 pieces for 
section) . 

Pericardial Sac: Sligh t excess of serous fluid. 
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Heart: is moderately enlarged and hypertrophied. There is a healed 
chronic rheumatic endocarditis of the mitral valve with some stenosis and 
incompetence. The left ventricle and auricle are slightly dilated and hyper
trophied and the right ventricle likewise. The tricuspid valve admits 5 in
stead of the normal three fingers and shows a terminal incompetence. The 
right auricle is dilated. The aortic and pulmonary valves are normal. The 
myocardium shows some fatty degeneration and possibly haemosiderosis. 
(Pieces for section) also mitral valve for section. 

The Bronchial Glands and Ant. M ediastinal Glands are slightly enlarged. 
(2 for section). 

The Peritoneal Sac: Nil. 
Spleen-weighs 32 ozs., shows some moderately recent perisplenitis and 

one section has a dark red beef-steak character but is somewhat friable as 
well. (Pieces for section and for haemosiderin.) Its appearance is not unlike 
an acholuric or haemolytic jaundice. 

Liver-is somewhat enlarged and has a brownish cafe au lai t appearance. 
(Pieces for section and haemosiderin.) 

Gall-Bladder : Nil. 
Stomach and Oesophagus are much distended . The stomach shows some 

petechial haemorrhages into its mucosa but nil else otherwise nor does the 
oesophagus show any pathological change. 

Pancreas is adherent to the spleen at its tail but is otherwise normal. 
(Pieces for section.) 

Adrenals: Nil. (Pieces for section. ) 
Lymph Nodes along pancreas and retro-peritoneally are slightly en

larged and haemorrhagic especially in the latter situation. (Pieces for section.) 
K idneys are pale and have a brownish yellow appearance. One shows 

some congestion. (Pieces for section. ) 
L'rinary Bladder : Nil. 
Prostate: N il. 
I ntestines: - ii. 
Bone M arrow (right femur) has a reddish colour and shows a marked 

erythroblastic reaction. (Piece for section) but no gelatinous degeneration 
indieatiYe of an aplastic anaemia. 

Histological Examination 

Lungs: left- The alveoli are filled with red blood cells, some heart
failure cells and oedematous material. There is no true broncho
pneumonia. The appearances have the characters of a chronic 
venous congestion , oedema, hypostatic pneumonia with a diffuse 
haemorrhage. 
right- shows a chronic venous congestion and oedema. 

M yocardium-shows cloudy swelling and fatty degeneration, but no 
haemosiderosis. No accumulations of white cells indicative of leukaemia 
are seen. 

Mitral Valve shows a marked fibrosis and some lymphocytic inflammatory 
change. "o Aschoff Bodies are visible. The condition is that of a chronic 
quiescent rheumatic endocarditis with stenosis. 

Bronchial Lymph Glands show some anthracotic pigmentation, hyper-
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plasia of the lymphoid follictfes and desquamation of the cells in the sinuses. 
This appears to be more of the nature of an inflammatory hyperplasia. 

Ant. M ediastinal Lymph Nodes show a diffuse lymphoid hyperplasia. 
In some of the blood vessels numerous white cells of lymphocytic character 
are seen. 

Pancreas-At the tail is a simple chronic diffuse pancreatitis with clusters 
of lymphocytes and fibrosis. Elsewhere it is quite normal. 

Adrenals- show no evidence of any pathological change. 
Kidneys-show cloudy swelling, fatty degeneration but no haemosideros

is . • There are some small white cells accumulations scattered in the interstitial 
tissues and a little congestion of the vessels. 

Liver- shows round cell accumulations in the portal tract areas through
out the liver, smaller ones in the central vein areas, some fatty degeneration 
and slight haemosiderosis at the periphery of the liver lobules. These round 
cells have the character of normoblasts and megaloblasts and are evidently 
a reversion to the foetal haemopoietic function. 

Spleen- shows a marked diffuse congestion with numerous haemorrhages 
into the splenic pulp, a little diffuse fibrosis and marked phagocytic activity 
and proliferation of the reticulo-endothelial cells which contain haemosiderin. 
There is some chronic perisplenitis. The Malpighian bodies are rather atrophic 
and there are some cells of the granular series diffusely scattered throughout 
but there is no marked lymphoid hyperplasia such as is seen in the usual case 
of lymphatic leukaemia, no diffuse fibrosis of a splenic anaemia and no evi
dence of a true neoplastic or Hodgkin's Disease. 

Lymph Nodes (retroperitoneal and from along pancreas)- show congested, 
some diffuse lymphoid hyperplasia, and proliferation and desquamation of 
some of the cells lining the sinuses. 

Bone Marrow shows marked proliferation of the normoblasts, a moderate 
hyperplasia of the megoblasts and megakaryocytes which show some phago
cytosis. There are practically no myelocytes or myeloblasts seep. and nothing 
to indica te a leucoblastic reaction. The change is thus a normoblastic or 
ery throblastic one. 

Remarks: The appearances of the bone marrow exclude an aplastic 
anaemia; the appearance of the spleen excludes Hodgkin's Disease, splenic 
anaemia and a primary neoplasm in that organ; the appearances of the lymph 
nodes are positively not those of a lymphosarcoma or reticuloma. The lack 
of leucoblastic response of the bone marrow would exclude a myelogenous 
leukaemia even of acute or a leukaemic type and also a monocytic leukaemia. 
The relative absence of any source of the lymphocytes for an ordinary lym
phatic leukaemia points to the absence of that condition, and failure to find 
any true lymphoid deposits in the organs general and proliferation of the 
lymphoid follicles in the spleen is against an acute lymphatic leukaemia of a 
leukaemia type. (All such cases recorded have given at least a moderate 
terminal rise in the total white cell counts.) 

Although I can find no references to the appearances found at post
mortem in the spleen in agranulocytosis and although I have not performed 
a post-mortem on such cases I feel that the appearance of the spleen here with 
a reversion to the foetal haemopoietic function of the liver and the normo
blastic reaction of the bone-marrow and haemosiderosis of liver and spleen 
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exclude a true agranulocytosis. The clinical history, too, except for the pro
gressive leucopenia and relative agranulocytosis is by no means character
istic. The infection of the lip does not appear severe enough for the agranu
locytic Angina type, the absence of a true pneumonia is against the second 
variety and lastly he does not appear to have been given enough prontylin, 
sulphanilamide or barbi turate drugs to bring him into the third category of 
agranulocytosis. 

As a result of this process of exclusion and the positive findings in the 
spleen with the accumulation of red cells in the splenic pulp both inside and 
outside the sinuses, the marked reticulo-endothelial proliferation and phago
cytosis, the haemosiderosis in the liver and spleen, the reversion to the foetal 
haemopoietic function in the liver, the normoblastic reaction in the bone 
marrow, the failure oi hyperplastic change in the Malpighian bodies of the 
spleen, the absence of a marked lymphoid hyperplasia in the lymph nodes, 
and lymphoid or granular cell accumulations in the organs with the marked 
and profound hypochromic microcytic anaemia, leucopenia, with high relative 
lymphocytosis and mononucleosis, all points to the condition of a ha.emolytic 
or acholuric jaundice possibly of the acquired type which is not benefit ted 
by splenectomy. 

Complicating the picture is the chronic mitral rheumatic endocarditis 
with stenosis and chronic venous congestion, terminal bypostatic pneumonia 
and oedema of the lungs, and infection of the lip and cellulitis of the arms. The 
latter, in his condition, I feel, would further depress the activity of the cells 
of the granular series. Syphilis is not a factor in the cause of death, no evi
dence of it being found in any of the organs or aorta. 

P a thologica l Diagnosis 

Haemolytic or acholuric jaundice (probably of the acquired type) as
sociated with a profound hypochromic anaemia, leucopenia, with a marked 
relative lymphocytosis and mononucleosis; mitral stenosis and incompetence 
due to old rheumatic endocarditis with chronic venous congestion; terminal 
bypostatic pneumonia; cellulitis and Vincent's Angina. 

Signed, RALPH SMITH, ::.\1.D.,D.P.H., 
Provincial Pathologist. 

Empyema followed by Cerebral Abscesses 

I. M. R. a 24 year old seaman was admitted to the Haliiax Infirmary on 
March 25, 1940, complaining of cough, pain in the left chest anteriorly and 
difficulty in breathing. A week previously he had developed a bad cough with 
blood-streaked sputum, and collapsed while at work a few days later. His 
medical history was negative. 

He was a cyanosed, dyspnoeic well-nourished individual with a temp
erature of 102.4, a pulse of 104 and with a respiratory rate of 32 per minute. 
Respiratory movements were diminished on the left side of the chest, which 
yielded a .flat note on percussion. The breath sounds over this area were dim
inished, but of a broncho-vesicular nature. 

The laboratory repor ted a white cell count of 32,000 with 26 band cells 
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and 89% neu trophiles. Numerous pneumococci and streptococci were present 
in the sputum and a trace of albumin was found in the urine. 

The patient was placed on sulphapyridine theraphy, thirty grains immed
iately then grains filteen every four hours, along with adequate sedation. 

Tympanites developed and pain and distress continued. By April 2, 
when Dagenan was di£continued, the t emperature still remained at admittance 
level. X-ray confirmed the clinical findings of pleural effusion with displace
ment of tho heart to the right. The chest was aspirated and sixteen ounces 
of purulent fluid , containing many streptococci, obtained. Some measure of 
relief fo!Jowed but to obtain adequate drainage resection of the ninth rib in 
the left midaxillary line was performed under local anaesthesia. 

The empyema drained well, appetite and comfort improved, and on 
April 20th, the radiologist reported diminished fluid "ilh pleural thickening 
and some air over the upper lobe on the left. 

Pain in the lower left chest anteriorly returned and by May 17, a fluctuant 
mass could be felt under the left subcostal margin anteriorly. This was opened 
and explored : pus was obtained and a cavity around the tip of the 8th, 9th 
and 10th costal cartilages was found to communicate with the left pleural sac. 

On May 25th, the patient showed improvement of both objective and 
subjective symptoms, but during June and July the temperature fluctuated 
between 99 and 103 degrees. The cavities continued to drain and the patient 
became pale and wasted. 

On July 31st X-ray investigation of the left pleural sac with lipiodal re
vealed a cavity one and a half inches wide lying in the left pleural gutter from 
tho 5th to the 9th ribs. \Vith the object of obliterating this cavity tho 7th 
and 8th ribs were resected at operation on August 10th. Thickened pleura 
with pale granulation were found, and an hour-glass cavity extending as !Ugh 
as tho 6th rib posteriorly. 'l' he operation was followed by a course of Prontylin 
and by August 17th the patient appeared improved, though the temperature 
remained at 100 degrees. 

On optomber 6th the patient complained of a right frontal headache. 
This was followed by orbital pain and a convulsive like attack with twitching 
of the arms. The white cell count was now 20,400 and haemoglobin 70%. 

ulphapyridine wa administered intramuscularly but neck rigidity appeared 
within two days. Lumbar puncture revea led a cloudy fluid under pressure 
with increa ed protein and cells and decrea ed chloride. 

eYere headache and YOmiting followed and the patient became weak, 
rigid and comatose. No abnormality of tho eye grounds could be detected . 

Spinal tap was repealed on eptember 14th, the fluid containing many 
neutrophiles with 400 mg. of protein. 650 mg. of chlorides and diminished 
sugar. Ko definite organi m could be found. 

In spite of intravenous therapy and other emergency measures tho patient 
expired on cptember 15th, ha,ing developed termjnally a dilated right pupil 
and a bilaterally positive Babinski ign. 

At post-mortem examination acute cerebral abscesses were found in 
the left tempero-sphenoidal and rig ht frontal lobes. with a marked i:urulent 
ba. al meningitis. The whole brain was nry oedematous and oft. On opening 
the thorax the left lung was found to be markedly adherent. The cavity out
lined by lipiodal was present, though free from pus. 

J. W. MAcb nosH, M.D. 
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Benign Extra Medullary Spinal Tumour 

Miss E. M.-age twen ty-one, was referred to me on July 12th, 1940, 
with the following history. . 

She had been suffering from low back pain for the past eight years. Dur
ing this period there had never been complete relief but she had been able to 
work as domestic at irregular intervals. When attacks of pain were unusually 
severe, she was confined to bed for two to three weeks. According to her 
history, menstruation aggravated her complaint s. Pain radiated down the 
posterior surface of the left thigh to the knee and leg. About one year ago 
she first noticed weakness of the left leg and this has become progressively 
worse. Dysuria and frequency began five or six months ago. For the past 
two weeks she has been bed-ridden, suffering constant pain in the back radiat
ing down the left limb, with painful and frequent micturition. 

This patient presented a very pathetic picture. Present weight seventy 
pounds- normal weight one hundred and ten pounds. Extremely emaciated. 
Large decubitus ulcer over sacrum- complete paralysis of left leg and paresis 
of right. Severe cystitis, voiding almost free pus. 

R. B. C. 2,500,000-W. B. C. 10,250-Hb. 563. 
Kahn reaction negative. 
Neurological examination showed a loss of sensation in the left leg cor

responding to a lesion at the level of the 12th dorsa.J segmen t and complete 
motor p'aralysis of the whole limb. There was loss of the knee jerk with an 
extensor plantar response and paresis of all muscles of the right leg. 

X-ray examination showed erosion of regular outline of the posterior 
surfaces of the 12th dorsal and 1st and 2nd lumbar vertebraP. A diagnosis 
was made of a spinal cord tumour, and an operation advised. Intravenous 
glucose and saline were given for two days pre-operatively. On July 15, 1940, 
under gas, oxygen, ether anaesthesia a laminectomy was performed, the 12th 
dorsal, 1st and 2nd lumbar spinous processes and laminae were removed. 
On opening the dura a very soft friable purplish coloured mass filled the spinal 
canal and apparently confined to the area exposed. The tumour was easily 
shelled out and all remnants removed as far as possible. Cauda equina was 
not apparent. Due to the erosion of the vertebrae a rather large cavity re
sulted. Excessive bleeding was controlled by hot packs and the wound was 
closed in the usual manner. 

Subsequent History. 

Following operation the temperature rose to 103, pulse 145, Resp. 40-
and condition was rather precarious for three days. Intravenous glucose and 
saline was administered (2000 c.c. ) daily for the first week until she was able 
to take nourishment by mouth. The temperature, after ten days, dropped 
to 100 and remained so for the following three weeks due to severe cystitis. 
The wound healed by first inten tion in spite of a sacral ulcer. Bladder irriga
tion and mandelic acid for the cystitis and elastoplast for th·e ulcer finally 
cleared up these complications. 

Four days after the operation all pain disappeared and her only complaints 
were due to the uncomfortable positions, lying at first prone and then on 
either side. Morphine was discontinued and Upnos. 3 drachms, at bed-time 
substituted. 
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B ed-side R ecord. 

August 6, 1940- 0ut of bed in chair. Can lift leg off bed- now voiding 
voluntarily but requires some pressure over bladder. 

September 9, 1940- Walked alone to-day. Reflexes still absent and 
sensory reactions show little change. 

September 21, 1940- Has gained 10 pounds and is able to walk fifty 
feet alone. No urinary symptoms- sacral ulcer healed-eating ordinary diet 
and blood picture in Hb. 783 . 

Reds 3,360,000; Whites 10,700; Discharged. 

R eport f rom Pathological Laboratory, Hal if ax, N. S. 

Tissue-spinal cord tumour. Histological appearance here are those of 
a very vascul~r simple tumour arising from the nerve sheaths- the so-called 
Neurinoma or Schwannoma. There are large areas of haemorrhage in places . . 
I can detect no evidence of malignancy. 

(Sgd.) R. P. Smith, M.D. 

Extra medullary spinal tumours almost always begin with neuralgic 
pains. Neuralgia was the only symptom for eight years in a case of Schultze's. 
Following the neuralgic period progressive motor disturbances developed. 
An extra-dural position was indicated especially by long-continued Brown 
- Sequard's paralysis with unilateral root symptoms, followed by unilateral 
medullary symptoms. Because of the elongated form of many extra-dural 
tumours, muscular cramps and paralysis are relatively more common than 
with intradural growths, but owing to the protection of the dura, medullary 
symptoms may be long delayed (Ewing). 

The history of this case extended over a period of about eight years but 
a ll the symptoms became progressively worse during tho last few weeks. 
Previous to hospitalization she was treated symptomatically and the under
lying cause was not recognized. This is the usual history in all these cases. 

L. M. MORTON, M.D. , 
Yarmouth, N. S. 
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Issued by the Department of the Public Health 
November 9, 1940. 

It is reported that some of those who have been placed under quarantine 
in the City of Halifax, as Diphtheria Contacts, have not been maintaining 
the restrictions imposed. This is no time for dealing leniently with persons 
who offend in this way. In future those found guilty of breaking the quar
antine law should be summarily dealt with and the maximum penalty, pro
vided by Statute, imposed. 

When a house is placarded, ingress and egress is forbidden to everyone 
except the physician in attendance, health authorities and those to whom 
permission has been given by the health officer. In some instances, and at 
the discretion of local health authority, the bread winner may be permitted 
to continue his usual avocation, provided he does not come in contact with 
the patient or patients. The quarantine period for contacts is (a) In the 
absence of laboratory control, a minimum period of seven days from date of 
last exposure; (b) If laboratory control is available, until a negative culture 
has been obtained from the nose and throat respectively. In any event there 
must be no movement, other than specified, in or out of the premises until 
the placard is removed by competent authority. The isolation period for 
the patient is (c) In the absence of laboratory control, until clinical recovery 
is complete and all discharges from nose, throat and ears have ceased. Mini
mum period twenty-one days from date of onset. (d) If laboratory control 
is available, until two successive cultures from site of lesion made at intervals 
of not less than twelve hours, are negative. Minimum period, ten days from 
date of onset. 

It is realized that quarantine and isolation alone will not bring diph theria 
under control. To conquer it, immunization must be practised widely, and 
especially must the younger age groups be given this protection. There are 
still many children in the city who have not been toxoided. Parents are urged 
to send these promptly to their doctors f )r this treatment. Those who are 
unable to pay will be given the necessary attention at the Clinic. 

Vitamin Advertising and the Mead Johnson Policy 

The present spectacle of vitamin advertising running riot in newspapers 
and magazines and via radio emphasizes the importance of the physician as 
a controlling agent in the use of vitamin products. 

Mead Johnson & Company feel that vitamin therapy, like infant feeding, 
hould be in the hands of the medical profession, and consequently refrain 

from exploiting Yitamins to the 1:ublic. 
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Dalhousie Medical and Dental Library 

P RACTITIONERS throughou t the Maritimes are again invited to make 
use of the reference service of the library. Borrowers may ask for material 

on a stated subject, or for special articles, for which they should furnish the 
name of the publication, number of volume, and date or paging. In asking 
for material by subject, it is best to be definite in stating it, and to give some 
idea of the purpose, whether a general review of the subject is desired, or only 
the most recently published work. 

Loans out of the city are for two weeks, and Il}.ay be extended as required. 
The postage costs very little, as libraries enjoy a very low rate on books and 
periodicals which they send out, and this rate includes the return of the parcel 
if the enclosed label is used, and the same con tainer or wrapping. 

Following is a list of some recent accessions to the library she'lves:-
MEDICAL SCIE CES:-

Best & Taylor ..... ._ ........ . . . ... Physiological basis of medical practice, 2d ed., 1940. 
Bodansky & Bodansky . ........... Bi-ochemistry of disease, 1940". 
Menkin, V . ..... . ...... . ......... Dynamics of inflammation, 1940. 
McCollum, E. V . .......... . ...... Newer knowledge of nutrition, 5th ed., 1939. 
Solis-Cohen & Githens .... . ....... Pharmacotherapeutics, 1928. 
American Medical Association .. .. . Accepted foods. 
American Medical Association . .. .. Vitamins. 

MEDICINE:-
Armstrong, H. G ............ . .. . . Principles and practice of aviation medicine, 1939. 
Dunlop, Davidson & McNee . . . . .. . Text book of medical treatment, 1940. 
Cecil, R. L . . ... .. .. . . ..... .. ..... Text book of medicine, 5th ed., 1940. 
Elmer & Rose ....... . .. .. ... . .... Physical diagnosis, 8th ed., 1940. 
Ewing, James ..... . ... . ..... . .... Neoplastic diseases, 4th ed., 1940. 
Fishberg, A. M . .... .. . . ... . ... . .. Hypertension and nephritis, 4tli ed., 1940. 
Goldberg, Benjamin .............. Clinical tuberculosis, 2d ed., 2 vols., 1939. 
Hill , Leonard & Ellman . .......... Rheul)latic diseases, 1938. 
Heffron, R. .......... . ..... . . . . .. Pneumonia, 1939. 
Houston, Wm. R. . . ... . ... ... .... The art of treatment, 1936. 
Levine, S. A ..... .... ............. Clinical heart disease, 2d ed., 1940. 
Major, R.H . .................... Physical diagnosis, 2d ed., 1940. 
Martini .......... . .............. Principles and practice of physical diagnosis, 1938. 
Norris & Landis . . . . . . ...... . . .... Diseases of the chest, 6th ed., 1938. 
Sa.viii, A. & Warner, E . C . ... . ..... Savill's system of clinical medicine, 11th ed., 1939. 
Hunter, Donald ....... . ...... . ... Occupational diseases, 1936. 
Tuft, Louis .................. ... . Clinical allergy, 1938. 
Wilder , R. M . ............ . ..... . . Clinical diabetes mellitus, 1940. 

SURGERY:-
Bailey & Love .. . . .. . . . . . . . ...... Short practice of i:urgery, 4th ed., 1938. 
Cope, Zachary ......... . ......... Early diagnosis of the acute abdomen, 8th ed., 1940. 
Fifield , L. R. ... . .. . ... , ......... . Infections of the hand, 2d ed., 1939. 
Scudder, C. L ...... . ............. Treatment of fractures, 11th ed., 1939. 
Vaughan, H . S .... .. ...... . .. . .... Congenital cleft lip, cleft palate, 1940. 
British Medical Journal ........... War wounds and air raid casualties, 1939. 

OBSTETRICS A D GYNAECOLOGY:-
Douglass & Faulkner ............. E ssentials of obstetrical and gynaecological path-

ology, 1938. 
Stone. E. L . ... ........ . . .. . . . ... The new-born infant, 2d ed., 1938. 
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SPECIALTIES:-
Flagg, P. J . ....... .... ........... The art of anaesthesia, 6th ed. , 1939. 
Maxson, L H ..... . ... .. ....... .. Spinal anaesthesia, 1938. 
Duke-Elder, Sir W, S . . . . ..... . .... Text book of Ophthalmology, 1938. 
Guggenheim, L. K. ... . ........... Otosclerosis, 1935. 
Pritchard, Eric . . ....... ...... ... . The infant, 1938. 
Kugelmass, I. N . ............ . .... The newer nutrition in paediatric practice, 1940. 
Schwartz & Tulipan . . ......... ... Text book of occupational diseases of the skin, 1939. 
MacKenna, R. W ......... . ... . ... Diseases of the skin, 3d ed. 
Cameron, D. E . .......... ' ........ Objective and experimental psychiatry , 1935. 
Kendig & Richmond ........... . .. Psychological studies in dementia praecox, 1940. 
Henderson & Gillespie ............ Text book of psychiatry, 5th ed., 1940. 

P UBLIC HEALTH:-
American Neurological Association . . Eugenical sterilization, 1936. 
Glueck, S., & Glueck, E . .... .. .... Juvenile delinquents grown up, 1940. 
Witmer, H. L .. .................. Psychiatric clinics for children. 
Frazer & Stallybrass ....... . ...... Text book of public health, 10th ed., 1940. 
Harries & Mitman ................ Clinical practice in infectious diseases, 1940. 
Shrader, J. H ......... . ........ ... Food control, 1939. 

MISCELLAXEOUS :-
Cabot, Hugh ..... . ........ . . .. ... Patient's dilemma, 1940. 
Von, Diringshofen, H . . ..... .... ... Medical guide for flying personal, 1940. 
MacDermot, H. E . ............... Sir Thomas Roddick, 1938, 

CIDER BELT STORIES 
The Dr oll Remark of t he Recen t W idow 

A long, long time ago in the beautiful Annapolis Valley lived a fisherman 
and his wife. At the time of the episode about to be narrated they were ap
proximately 60 years old. They had ho children. From all appearances they 
did not get a long well together. It was a rare yoar when they spoke to each 
other more often than twice. If love had ever dwelt. in the house, it had long 
ago departed and banged the door. 

One day the fisherman went about his work in company with three other 
fishermen. In the course of a few hours a fatality occurred. The man who 
did not love his wife was drowned. His three companions recovered the body 
and brought it home. One of the men, chosen to break the news to t.he widow 
entered the house. The lady was in the kitchen, ironing. After beating about 
the bush a while, the bearer of bad news finally I.old what he came to tell. 

For half a minute or longer the widow had nothing to say. Then, ap
parently quite undisturbed by the tragedy, she remarked OYer her shoulder: 
"Put him on the back steps and let him dreen". 

The waters rolled up the Bay of Fundy as they had rolled for centuries, 
and the murmuring pines and the hemlocks stood like druids of old with 
whiskers long and pathetic.-From The Truro N ews. 
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II 
Correspondence 

11 

Department of National War Services 

Ottawa, Ontario, 
October 29th, 1940. 

Dear Doctor Routley, 

As you must have heard, when the young men called up for military 
training beginning on the 9th of this month, reached the several military 
training centres they were again examined by medical officers and, in a number 
of cases, placed in a different and lower medical category than the young men 
concerned had been ca tegorized by the civilian examining physicians. I have 
every reason to believe that the examining physicians, generally speaking, 
carried out the medical examinations carefully and , except for the hand-writing, 
turned in good reports, but their categorization of the men did not coincide 
with the officers in all cases. 

Would it be asking too much of you to send out, a t your earliest con
venience, through your usual channels, a request to all medical practit ioners 
in Canada directing their particular attention to the ca tegorization of the 
men whom they will examine in the future. A careful perusal of "Physical 
Standards and Instructions for the Medical Examination of Recruits", copy 
of which was sent to each examining physician several weeks ago, would assist 
the examining physicians when they place the man being examined in his 
medical category. 

Our Divisional Registrars are now sending out "Notices- Medical Ex
amination" to young men residing in all parts of Canada; I would very much 
like to see tha t the work of the examining physicians meets more closely the 
views of the military medical officers who will again examine the men when 
t hey report to military training centres on the 22nd of next month. 

Anything you can do will be very much appreciated. 

Dr. T . C. Routley, 
184 College Street, 
Toronto, Ontario. 

Sincerely yours, 

(Signed) L. R. LAFLECH, 

Associa te Deputy Minister. 

PRACTICE AVAILABLE 

At Guysborough, N. S. Present doctor leaving. A good 
rural practice. For further particulars apply to Dr. T. C. 
C . Sodero, Guysborough. 
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7 
GENERAL INVASION 

of the body by staphylococcus organisms has al
ways be·ea a dreaded, highly fatal condition. 

With the new chemotherapeutic agent, Sulfa
(thiazole, the mortality rate has been strikingly 
feduced. Thus, in a series of fifteen cases of staph
ylococcus septicemia reported recently, all of the 
patients recovered.* 

;Numerous cases of pneumococcus pneumonia have 
also responded with dramatic promptness to Sul
:fathiazole. 

The effect against other pathogenic organisms, 
including thos.e commonly found in urinary tract 
disease, is likewise very impressive. However, the 
general use of Sulfathiazo~e in such infections 
should await additional ·published reports of clin
ical trials now being made. 

• SP.ink, '\YI. '\V/., and Hansen_, A. E.: Sulfarhiuole, Clinical Evalu-
auon. / .A.M.A., 115: 840, ;><pt. 7, 1940. 

lVrite for literature which discusses 
the indications, dosage and pos
sible side efj~cts of Sulf athiazole. 

HOW SUPPLIED: Sulfathiazofe-Winthrop is supplied in tab
lets of 0.5 Gm. (7. 72 grains), bordes of 50, 100 and 500; 
also (primarily for children) in tablets of 0.25 Gm. ( 3.86 
grains) , bottles of 50,. 100 and 500. 

For preparing test solutions, Sulfathiazole-Winthrop is 
available in bottles of 5 Gm. 

Cirmlar containing detailed information 
is enclosed ill each package. 

r ·.· . .• · 1.imm;· I -. t 

Canadian Office and Factory: WINDSOR, ONT. 756MO 

Professional Service Office: Dominion Square Building, Montreal, Que. 
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OBITUARY 

The BULLETIN regrets to announce the death of Dr. Allan L. McLean, 
Professor of Epidemiology, Dalhousie Medical School, who died at the Halifax 
Infirmary on Thursday, October 24th. Dr. McLean took ill with an influenzal 
infection while attending the meeting of the American Public Health Associa
tion at Detroit. When he returned to Halifax, he did not at first seem to 
be seriously ill. On Wednesday, October 23rd, however, his condition changed 
for the worse and he passed away suddenly with heart failure on Thursday 
night, October 24th. 

Dr. McLean was born in Toronto, Ontario, in 1896. He began his medical 
course at the University of Toronto, but transferred to Dalhousie and grad
uated in 1926. After graduation he went to the United States and took 
training at the field station of the Rockefeller Foundation which was then at 
Andalusia and Montgomery, Alabama. He next accepted the position of 
County Health Officer for Southampton County in the State of Virginia. His 
work in Virginia soon became known and he was awarded a year's Fellowship 
at the School of Public Health of Johns Hopkins University. On completion 
of his studies at Johns Hopkins he was awarded the Certificate of Public 
Health from that institution. He then returned to the State of Virginia as 
Health Officer ofthe County of Henrico, which position he held until 1933 when 
he came to the Dalhousie Medical School as Professor of Epidemiology. His 
work in Nova Scotia is known to most of us. He was a sincere teacher deeply 
interested in research. During the few years he was with us he carried out 
studies on dysentery in Halifax, a study of tuberculosis in Glace Bay, N. S., 
a study of tuberculosis at Conception and Trinity Bays, Newfoundland, and 
at the time of his death he was completing a morbidity and medical service 
study at Glace Bay and also at Yarmouth, N. S. He will be greatly missed 
at the University and throughout the Province. He was a pioneer in epidemi
ology in Nova Scotia. 

. . 
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TO HELP THE EPILEPTIC LEAD 

A N 0 R II AL LIFE 
-KAPSEALS DILANTIN SODIUM 

TnE epileptic patient is handicapped. 

But his seizures can often be controlled 

- without the dulling and depressing 

effects of excessive sedation. 

Dilantin Sodium (sodium 5, 5-diphen

ylhydantoinate) is an anticonvulsant 

with little or no hypnotic effect. In chil

dren, its use docs not interfere with 

normal play, study, and development. 

And with this type of treatment the ep· 

ileptic adult is aided in maintaining 

social and economic adjustment. 

Clinical experience demonstrates that 

Oilantin Sodium therapy prevents, or 

greatly decreases the frequency and se· 

verity of, convulsive seizures in a major

ity of epileptics. And many physicians 

report that such control is very helpful 

in the management of these patients. 

Use. of this product is suggested in 

the treatment of patients with epilepsy 

who have not responded satisfactorily 

to other medication. 

Kapseals Dilantin Sodium, 0.1-gram 

(1J1-grains) and 0.03-gram ~-grain), 

are ·supplied in bottles of 100, 500, 

and 1000. 

PARKE, DAVIS & COMPANY 
WAL K E RVILLE, ONT A RI O 
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II Personal Interest Notes 

DR. J. G. MACDOUGALL, Dr. J. R. Corston, Dr. C. S. Mo~ton, Lieutenant-
Commander H. S. Morton, R.C.N., Dr. K. A. MacKenzie and Dr. W. A. 

Curry, all of Halifax, recently attended the meetings of the Royal College 
of Surgeons and the Medical Council of Canada held at Ottawa during the 
last week in October. 

The recent epidemic of diphtheria in Halifax has stimulated immuniza
tion clinics throughout the Province. So far we have heard of clinics at Dart
mouth, carried out under the Health Officer, Dr. H. A. Payzant; at Windsor 
under the direction of Dr. E. L. Eagles; at Sydney under the direction of Dr. 
J. K. McLeod; at Pictou under the Divisional Health Officer, Dr. G. G. G. 
Simms; at Maitland under the direction of Dr. R. G. Wright; also at North 
Sydney, Florence, Bridgewater, Mahone Bay, Hantsport and at Truro. 

Dr. Perley R. Little, who practised for the past five years in Newfound
land, has moved to Truro and has opened up an office on Prince Street. 

Dr. and Mrs. T. F . Meahan of Glace Bay were visitors in Halifax during 
the middle of October. 

New Tuberculosis Unit Opened. 
On October 15th the new tuberculosis unit which has been built in con

nection with the Glaco Bay General Hospital was opened by the Hon. F. R. 
Davis, Minister of Health. The unit has accommodation for forty-two patients. 
The cost of construction was borne by tho Provincial Government as part 
of their programme of tuberculosis control. At the ceremony there were 
present Angus J. McDonald, President of the Hospital's Board of Directors, 
Mayor D. ~- Morrison of Glace Bay, Claire Gillis, :\1.P. for Cape Breton 
South, and Dr. C. J. W. Beckwith, Director of Public Health for Cape Breton 
Island. 

Dr. C. 0. Homans, who formerly practised at Hub bards in Halifax County, 
has been called up to the Royal Canadian Army Medical crvice Corps. 

Halifax County Horne Formally Opened. 
The new Halifax County Home and Mental Hospital which has been 

constructed at Cole Harbour was officially opened on October 23rd by the 
Honourable F. R. Davis, Minister of Health. Besides Dr. Davis there were 
present at the ceremony Warden W. J. Dowell, Dr. Murray MacKay, Super
intendent of the ova Scotia Hospital, Mayor W. E. Donovan of Halifax, R. M. Fielding, K.C., County Solicitor, Dr. P. S. Campbell, Chief Health 
Officer for the Province, and others. 

Dr. :\1. J. Macaulay of Sydney paid a short visit to Halifax during the 
middle of last month. 
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DAGE NAN 
THE ORIGINAL SULFAPYRIDINE 
Following the discovery of this product in the research 
laboratories of May & Baker Ltd., Dagenham, England, 
and the early experimental and clinical work in that 
country which established its value in the treatment of 
infections due to the pneumococcus, POULENC FRERES 
pioneered in making DAGENAN available to Canadian 
hospitals and physicians. 

As a result, contributions 
to the literature on the sub
ject were made by such 
outstanding Canadian work
ers as Graham & Warner, 
Meakins, Detweiler and 
Brown, and others. 

Specify 
DAGEN AN 

ON YOUR PRESCRIPTION 
Dagenan tablets are manu
fec!.ur ~d in our · Montreal 
laboratory for the Canadian 
market, as follows : taLJets of 
0.5 gm. (7 !grs.) in tubes of 

~ b 20 and bottles of 100, 500 
--.;.Jlll!!.'.::::~~~ 0"' and 1000 tablets. 

Po-uku: ~ 
OF CAl\1404 llMITl:D-MONTREAL 
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Twenty-One Hospitals in Province Approved. 
Twenty-one Nova Scotia Hospitals, six of them in Halifax, were included 

in the 1940 official list of 2,806 approved hospitals in the United States, Can
ada, and several other countries, which was announced at the 23rd annual 
Hospital tandardization Conference which opened October 21st in Chicago 
in connection with the Clinical Congress of the American College of urgeons. 

The six Halifax hospitals listed were the Children's Hospital, Camp Hill 
Hospital, Grace Maternity Hospital , the Halifax Infirmary, the Halifax 
Tuberculosis Hospital and the Victoria General Hospital. 

Other Nova Scotia Hospitals approved are-
Amherst-Highland View Hospitals; Antigonish- St. Martha's Hospi tal; 

Dartmouth- Nova Scotia Hospital; Glace Bay- Glace Bay General Hospital , 
t. Joseph's Hospital; Kentville-Nova cotia Sanatorium; New Glasgow

Aberdeen Hospital ; New Waterford- New Waterford General Hospital ; 
North Sydney- Hamilton Memorial Hospital; Sydney- City of ·Sydney 
Hospital, t. Rita Hospi tal ; Sydney Mines- Harbour View Hospital ; Truro 
- Colchester County Hospital ; Wolfville- Eastern Kings :Memorial Hos
pital ; Yarmouth-Yarmouth Hospital. 

Provisional approval has been given the Highland View Hospital, Halifax 
City Tuberculosis Hospital, Harbour View Hospital and Eastern Kings 
Me~orial Hospital , because. while accepting the minimum requirements, 
they have yet to fulfill ome details of said requirements. The Yictoria Gen
eral Hospital is also listed as one of tho e institutions conducting approYed 
cancer clinics. 

The number of approved hospitals in 1918 was only eighty-nine. Ten 
million people- one out of every thirteen persons- were cared for in ho pitals 
in Canada and the United States last year. Three mill ion people were op
erated upon. 

NOTICE 
Qualified physicians in Nova Scotia who have not been officially appointed 

Examiners of Recruits should notify Dr. H. L . Scammell, P . 0. Box 1150, 
Halifax, who will forward their names to Ottawa for approYaL Those who 
desire a further supply of examination forms either in French or English 
should likewise apply to the above address. 
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Ea.ch jl11id 011nc1 co'1ta1'nJ.• 

Heroin 
H ydrochloride 1·3 gr. 

Ammonium 
Chloride 16 grs. 

Chloroform - - 2 min. 
Acid H ydrocyanic 

Oil. B.P. 4 min. 
Syrup Scillae • - • 90 min. 
Syrup Tolu · - 120 min. 

Dose: One to two fluid 
drachms repeated every four 
hours unlit relieved. 

An Efrldent Expectorant, 
R:espirotory Sedative 

and Anodyne 

NOTE: Sciluol with Codeine 
Phosphate 1J.•11in to the 011,,ce 
also SllPPlit . 

Each tab/'1 contains: 

Ebsal, E.B.S. - - - 3 grs. 
(Acecysalicylic Acid) 

Pheoacerinc · · 
Caffeine Citrate -
Codeine 

Phospba1e - -

2 grs. 
Y. gr. 

y. gr. 

Dose: One to three tablets 
as required. 

Analge1ic Febrlfuge 
S.dotlv• 

Each J/11id 011nce rtPrtsenU: 

Ammonium 
Carbonate 

Ammonium 
Chloride 

Prunus Serotina · 
Senega - • 
Memhol -
Chloroform 

8 grs. 

16 grs. 
6 grs. 
8 grs. 
',4 gr. 

2 min. 
Glycyrrhiza q.s. 
Honey • - q.s. 

Dose: One to two fluid 
drachms every three hours. 

Non·Narcotlc Stimulating 
Expectorant 

THE E. B. SHUTTLEWORTH CHEMICAL CO. LIMITED 
TORONTO MANUFACTURING CHEMISTS CANADA 

SPEC I FY E. B. S. ON Y 0 UR PRESCRIPT I ONS 

609 
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RIUM SULPHATE 
f 

~ 
Unexcelled Shadow Form
ing, Perfect Suspension . . No 
hardening and retention of 
excreta. Satisfactory for oral 
and rectal use. 

Write for folder on 
Suspension and 

residue tests. 

Gives Best Resul~Least 
inconvenience to physician 
and patient when Mallinck
rodt Barium Sulphate is used 
because it is ma.de by the 
precipitation process, the 
only method that gives a 
uniform fine powder re .. 
maining satisfactorily in 
suspension. 

TORONTO 

CHEMICAL WORKS 
Mal.ers of Fine Medicinal Chemfoal1 

378 St. Paul St. W., Montreal 

ST. LOUIS NEW YORK 
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STRAPPED FOR Rl[KETS 

The swaddled infant pictured at 
right is one of the famous works 
in terracotta exquisitely modeled 
by the fifteenth century Italian 
sculptor, Andrea della Robbia. 
In that day .infants were band
aged from birth to preserve the 
symmetry of their bodies, but 
still the gibbous spine and dis
torted limbs of severe rickets 
often made their appearance. 

SWADDLING was practised down 
• through the centuries, from Bib
lical times to Glisson's day, in the 
vain hope that it would prevent the 
deformities of rickets. Even in sunny 
Italy swaddling was a prevailing cus
tom, recommended by that early ped
iatrician, Soranus of Ephesus, who 
discoursed on "Why the Majority 
of Roman Children are Distoned." 

"This is observed to happen more 
A bambinofrom the Faundling Hospital, Pkmnct, lta/:y,-A. dtlla Robbia 

in the neighborhood of Rome than in other places," he wrote. "If no one oversees the 
infant's movements, his limbs do in the generality of cases become twisted ..• • Hence, 
when he first begins to sit he must be propped by swathings of bandages .. . ," Hundreds 
of years later swaddling was still prevalent in Italy, as attested by the sculptures of the della 
Robbias and their contemporaries. For infants who were strong Glisson suggested placing 
"Leaden Shooes" on their feet and suspending them with swaddling bands in mid-air. 

How amazed the ancients would have been to know that bones can be helped to grow 
straight simply by internal administration of a few drops of Oleum Percomorphum. What 

0

to them would have been a miracle bas become a commonplace of science. Because it can 

'-'Oleum Percomorphum offers'-" 
not less than 60,000 vitamin 
A units and 8,500 vi tamin D 
(Intern ational) unit s per 
gram. Supplied in 10 a n d 
50 c.c. bottles, also i n boxes 
of 25 and 100 t en-drop sol
uble gelatin capsules con 
taining n ot less than 13,300 
vitamin A units and 1,850 
vitamin D uni ts . ..... 

be administered in drop dosage, Oleum Percomor
phum is especially suitable for young and premature 
infants, who are most susceptible to rickets. -

I mportant also to your patients, Oleum Per

comorphum is an economical antiricketic. 

MEAD JOHNSON & CO. OF CANADA, LTD. 
BELLEVILLE, ONTARIO 
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I Homewood Sanitarium 
GUELPH, ONTARIO 

SAYS YOUR COLLEAGUE, JOYFULLY-

For we collect accounts which he re· 
qarded as very " doubtful." And we 
send him a cheque on The Imperial 
B ank of Canada, Adelaide a nd Victoria 
Branch, Toronto- Each Tuesday! 

We will gladly do the same for you, too, 
Doctor. S o mail us your Past-Dues!" 

THE MEDICAL AUDIT ASSOCIATION 
44 Victoria Street, Toronto 

fkrvoua ca ... lnolud lng Hyat.M-1•, Neur..thenla 
end Payohenhenle. 

Miid and Incipient mental oaeea. 

S.leoted heblt oH .. will b<I taken on advloe of 
phyalolen. 

For rate and lnfol"t'11wtlon. writ. 

HARVEY CLARE. M .D. 
M.clloel Superint endent 

"\\hat do you make of his name?" asked the chief of police. 
" \Yell, " responded the great detec tive, " from the spelling I hould judge 

he is either a parlour car or a Russian dancer." 

The policeman had stopped a motorist who was breaking a rule of the road. 
". ow, let 's have your name." he said. 
" Demetrius Aloysius Hebblethwaite, " said the motorist. 
"r one o' that, now·•, said the policeman, seyerely. " It' your name I 

want, not your family motto!" 

AS YOU LIKE IT-

SO we can do your printing! Wht ther it be prescription or hospital forms, letters 
- or bill-heads, something in the way or social printing- we a re here to serve 
you with an unusually wide selection or type races, unique experience in layout 

and design. a nd a friendly understanding service gained in more than thirty years' 
expe1·ience. We will gladly quote prices on any sort of printing you may require. 

THE IMPERIAL PUBLISHING CO., LTD., 
612-618 BARRINGTON STREET. HALIFAX. N. S. 


	NSMB283b
	NSMB284
	NSMB284b
	NSMB285
	NSMB285b
	NSMB286
	NSMB286b
	NSMB287
	NSMB287b
	NSMB288
	NSMB288b
	NSMB289
	NSMB289b
	NSMB290
	NSMB290b
	NSMB291
	NSMB291b
	NSMB292
	NSMB292b
	NSMB293
	NSMB293b
	NSMB294
	NSMB294b
	NSMB295
	NSMB295b
	NSMB296
	NSMB296b
	NSMB297
	NSMB297b
	NSMB298
	NSMB298b
	NSMB299
	NSMB299b
	NSMB300b
	NSMB301
	NSMB301b
	NSMB302
	NSMB302b
	NSMB303
	NSMB303b
	NSMB304
	NSMB304b
	NSMB305
	NSMB305b
	NSMB306
	NSMB306b
	NSMB307
	NSMB307b
	NSMB308

