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Int estinal Obstruction 

Introduction 

The problem of intestinal obstruction is a complex one. Its rational 
solution depends on an understanding of the multiple changes produced in the 
physiology of the organism. 

Wangensteen has defined intestinal obstruction as any interference with 
the normal passage of the bowel contents. H e divides the etiological factors 
into three groups, the mechanical, the neurogenic and the vascular. From the 
practical cli nical s tandpoint, it is more important to determine whether an 
obstruction is strangulated or non-strangulated. The disturbances in phy
siology are primarily the same in both groups, but when the blood supply 
to the involved bowel is cut off, these abnormalities develop more quickly and 
the dangers of shock, perforation ana peritonitis become urgent. 

*Pr esen ted at tho Sectional Meeting, American College or Surgeons, Halifax, N. S. May 18, 1948. 



198 'fHE NOVA SCOTIA MEDICAL BULLETIN 

Changes Produced By Intestinal Obstruction 

1. Water and Electrolyte Balance. It has been known for a long time that 
infusions of normal saline prolong tho lives of dpgs with high small bowel 
obstruction. This fact was first demonstrated in 1912 by Hartwell and Hogart. 
Gamble and his co-workers, Haden & Orr, and others have con firmed these 
findings and have shown that in these high obstructions there is persistent 
vomiting and consequent loss of water and chloride. Tho amount of fluid loss 
may be tremendous. The gastrointes tinal secretions amount to about 7000cc. 
in 24 hours and their electrolyte content is similar to that of the blood plasma 
and interstitial fluids; consisting largely of sodium chloride, water and carbonic 
acid. The intracellular fluid contains po tassium, magnesium, phosphoric
sulphur and amino acids. This difference is important in preserving the in
tracellular fluid in the dehydration produced by vomiting . Emesis is not neces
sary to cause fluid loss in bowel obstruction. The distended bowel can form a 
reservoir which will hold a large volume of fluid. In r abbits, where vomiting 
does not occur in high obstruction, the water and electroly te loss is just as 
great as in dogs. The vomiting mechanism may actually act as a safety valve 
and deflate the obstructed loop, preventing distension. 

The r esult of the water and chloride loss is twofold: 

(1) D ehydration occurs which results in an increase in blood viscosity 
and a decrease in blood volume. 

(2) The organs of ti1e body lose little fluid but the blood and interstitial 
spaces lose a great deal. This leads to shock (peripheral circulatory collapse), 
generalized tissue anoxia and vascular thrombosis. In the later stages, renal 
failure supervenes because of decreased renal blood flow and anoxia. With 
r estoration of the fluid and electroly te balance by I-V saline these factors are 
reversed . 

2. Plasma and B lood L oss- I t is evident that other factors must be present 
in most clinical cases of intestinal obstruction. McKittrick demonstrated 
that the use of intravenous saline did not lower the mortality and this ex
perience has been confirmed by others . F ine showed that in addition to fluid 
and chloride loss, ther e was also loss of plasma into the obstructed bowel. This 
was more evident when distension ocurred and the bowel wall became more 
permeable. He was able to show that even in simple obstructions, the plasma 
loss could be considerable and unless replaced would lead to shock, renal failure 
and death. H e demonstrated that dogs could be kept alive for longer periods 
with plasma than was possible with saline. It has since been shown that in a 
strangulated obstruction there is actually infarction of the bowel wall and loss 
of whole blood. 

3. Bowel Distension. In many cases of low intestinal obstruction the effects 
of fluid, electrolyte and plasma loss are not striking, and replacement therapy 
does not relieve the condition. Wangensteen has shown that bowel distension 
itself can give rise to a series of pathological changes which may prove fatal. 

The gas in the distended gut is derived from swallowed air (68%, diffusion 
of nitrogen into tho bowel lumen (20%), and putrefaction wi thin tho obstructed 
loop (12%). 
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The effects of distention are general and local. 

General :- In terference with respiration and circulation due to the 
mechanical effect of abdominal distension. 

Loc(ll:- 1. Interference with v enous return in the bowel wall (congestion, 
oyanosis). 

2. Increased permeability of bowel wall with transperi toneal 
absorption of toxins . 

3. D ecreased viability of bowel wall. 
4. Perforation when intraluminal pressure r eaches a high enough 

level. 

Wangesteen showed that gastric intubation with continuous suction re
moved the major source of bowel gas,i.e., swallowed a ir and this resulted in a 
marked improvement in the treatment of intestinal obstruction . 'l'he next 
step was the development of an intestinal which could b e passed to the site 
of t he obstructing lesion and thus decompr ess the proximal bowel more ef
fec tively. Many such tubes have been devised , we h ave used the Miller-Ab
bott, Harris and Cantor typo with good r esults. Intubation is most useful in 
the pre- and postoperative periods in mecha nical obstruction a nd it is a life
saving procedure in paralytic ileus. 

4. I nf ection and T oxaemia. Many wOl'kers have considered that there 
must be a toxic substance formed within tho obstructed loop which gives rise 
to some of the manifestations of intestinal obstruction. A search of the litera
ture r eveals many agents which have b een suggested as possible etiological 
factors . Scudder found that the blood potassium level was elevated in many 
of these cases and suggested that potassium poisoning might be important. 
It has since been shown that t he rise in potassium mer ely follows the fall in 
sod ium and is of no specific significance. 

It has been noted clinically t hat sometimes when an obstruction is re
leased t here is a marked deterioration in the patient's condition as the blood 
supply returns to the involved bowel. This is probably due to increased ab
sorption from the obstruct ed loop . 

. The r ecent work of Blain conclusively demonstrates that penicillin de
creases the mortality of strangulated intestinal obstruction in dogs. The same 
is true of streptomycin. It is a well known fact that the bowel contains 
many organisms which are potentially pathogenic if they escape from the 
lumen. Cl. welchii, anaerobic s treptococci and the colon group arc the most 
important . In the presence of distension with impaired viability of the 
bowel wall, these organisms and their toxins may b e absorbed and roach 
the peritoneal cavity and thus produce systemic effects . The old idea that 
gas gangrene antitoxin was beneficial in the toxaemia of intestinal obstruc
tion may thus be based on fact: The present evidence indicates that there 
is a toxic factor in many cases of bowel obstruction, that it is bacterial in 
origin and that i t may be controlled by antibiotic therapy. 

Diagn osis o f I n testinal Obstr uction 

The chief essential in the management of intestinal obstruction is early 
d iagnosis. Tho sooner that corrective measures can be begun, the lower the 
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ultimate mortality will be . In a r eview of the cases seen at the Royal Victoria 
Hospital 20 to 30 y ears ago, the mortality was found to incr ease in proportion 
to the number of hours elapsing be tween the onset of symptoms and operation. 
This does not necessarily hold true today since we recognize the importance of 
correct ing the physiological dis turbances a s a pre-operative m easure. but it 
is true tha t mortality increases with delay in diagnosis and institution of treat
m ent. 

The most frequent sympton is pain which is of a crampy ty pe, r ising 
to a hPight at the peak of a wave of peris talsis and subsiding as the peristaltic 
wave subsidies . L a t er, when t he bowel becomes paralyzed, p ain disappears . 
It is important to r ealize that the patient m ay be seen in a free interval when 
the bowel is quiet and examination is not complet e unless an attempt is made 
to stimulate peristaltic movem ent. Auscula tion of the abdomen may yield 
valuable informat ion. Borborygmi associated with a wav e of pain is good 
evidence of the presence of a mechanical obstr uction. Nausea and p ersist
ent v omiting are characteris ti'c of small bowel obstruc tion bu t are not marked 
in the early stages of large bowel obstruction. In the late s t ages of both con
ditions the vomitus b ecomes greenish, brown and foe tid. 

Obstipation is usually present, but bowel contents b elow th e obstructing 
lesion .may give rise to a movem en t or an effectual enema after the onset of 
symptoms. 

Dis t ension is often present but its absence is apt to b e misleading. It 
must be emphasized that in early small bowel obstruction dist en sion is not de
t ectable clinically and can only be r ecognized by X-ray . 

The radiologica l diagnosis of intestinal obstructicn is usuall y accurate . 
A fla t plate of the abdomen shows distended loops of bowel which may be ar
ranged in characteris tic pattern. A film should always be taken in the upright 
posi tion to visualize fluid levels in the gut. A barium en ema is often useful in 
d emonstra ting the site of a large bowel obstruction but. barium should never be 
given by mouth if there is any suspicion of int estinal obstruc tion. Tle bowel 
proximal to the lesion becomes filled with a cem ent-hard mixture which makes 
surgery much more difficult . 

The most important m eans of diagnosis is accurate repeated clinical 
observation, and.it is often better to explore early on suspision than late on a 
certa inty. · 

Treatment of Intestinal Obstruction 

Utilizing the principles outlined above, we have adopted the following 
plan of treatment in cases of intestinal obstruction. 

Bowel obstruc tion does not constitute an indication for immediate opera
tion but any undue delay is hazardous and is apt to be r eflected in a higher 
mortality. The chief danger is that of strangulation. · There is no certain 
m eans of distinguishing clinically between a s trangulated and non-strangu
lated obstruction. In general, if th e circulation of the bowel is impaired the 
onse t is more acute, the course more rapid and the symptoms more severe . 
The pulse t ends to be fast, and abdominal t enderness is more marked. These 
signs are not diagnostic, however , and their absence does not rule out the 
presence of strangulation. For this reason, we prefer to operate early as soon 
as the physiological status of the patient has been restored to a reasonable 
level. 
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1. W a ter and electrolyte loss arc r eplaced by I.V. saline in adequi;tt o 
amounts. This is almost a specific m easure in high sm all bowel ob
struction a nd pr oduces a dramatic improvem ent. 

2. Plasm a a nd whole blood must be given to replace plasm a loss and pre
v ent shock. 

3 . Intes tinal dis tension is r eliev ed by th e use of gastric and intestinal inc 
tuba tion . It is sometimes difficul t to pass the Miller -Abbot t tub
a nd if this canno t be done easily tho time is better spent r estoring 
fluid a nd electroly te balance a nd depending on gastric suc tion for de
compression of the bowel. W e have found the H arris and Cant or tubes 
easier to pass under flouroscopic control. B ecause of their larger lumen s 
they ar c very effective in decompressing th e bowel. Inhalation of 
oxygen m ay h elp by encouraging gas exchange. 

4. P enicillin and str eptomycin should be u sed to comba t infection anil 
forest a ll toxaemia. When the patien t has responded to these m ea
sures and is in good condition, operation should be performed . Tho 
a ims of surgery arc to r elieve the strangula t <'d loop, r esoct gangr enous 
bowel if necessary and to r emove tho cause of the obstruction . In 
cases of Large b owel obstruction the p rima ry operation is often one of 
decompression a nd t he lesion is rem oved a t a la t er date. 

Spinal is the anaes the tic of choice . A s tomach tube with constant suc tion 
should b e present throughout the operative procedure . This forestalls the 
danger of r egurgita tion and aspiration when the obstruc tion is relieved. 

This is a brief outline of the modern m anagem ent of in testinal obstruction. 
T ho importance of correc ting the abnormal physiology initiated by the ob
s truc tion is emphasized. Having accomplish ed this, early operation is indi
cated. 

Health at the T able 

To enjoy life to the full, every one wa nts to h ave tho feeling of buoyant 
p hysical v igor that comes with good h ealth. To a id good health, doc tors 
say i t is im portant to use care in the selection of the food we eat. 

Certain food s ar e essential to maintain h ealth. Milk, fruits, vegetables, 
cereals, m eat and eggs arc foods that provide calorics in addition to clem ents 
tha t the body n eeds every day in vitamins, proteins and mineral s. They should 
be included in the daily die t . 



Acute Enteric lntussusception in an Adult, 

and in a Child 
T. B. MURPHY, M. D. 

IN~USSUSCEPTION in adults is comparatfrely rare, and. when it does 
occur, it is more often a chronic than an acute process. Howe in an analysis 

of 10 cases, which he r eported in adults, s tates that clinically 8 were chronic and 
2 acute. 

It has been estimated t hat about 95% of all cases of intussuscep t ion occur in 
chi ldren. About 75 3 occur within the .first yea r of life, and of these, about 
70% arc in boys. 

' In a series of 484 cases r eport ed by Ladd and Gross. ih <' age incidence was 
from 1 month t o 11 years. P errin and Lindsay have also reported a series of 
400 cases, 78.5 of which were in children under the age of 2 years. 

There are three main types of Intussusception: 

(1) Enteric-small gut into small gut. 
(2),-colon into colon. This type occurs in elderly people and accounts 

for 10 3 of cases . 
(3) Enterocolic- ileum into colon. This is the common varie ty in infants, 

a nd it also accounts for 84% of all cases of intussus
ception. 

In children, with the exception of an occasional Mackcl's diverticulm, it 
is not usual to find a pathological basis for the event. In adults, on the other 
h and , idiopathic intussu ception is a surgical curiosity. Almost all acute in
tussusceptions occuring in adults are initiated by som e demonstrable lesion, 
such as benign tumor, ulcer , or M ockol's diverticulum. Morro, however , has 
recorded two cases in which abnormal peristalsis caused by hunger pangs, 
brought about tho invagination. Dietary indiscretion and excessive purgation 
may a lso b e contributing factors in so far as they exci te hyporperista.lsis of the 
small intestine . 

Since a causative factor cannot b e demonstrated in most cases of intus
suception in children , Ladd and Gross in a series of 372 cases of intussusccp
tion, found a causative factor in only 5%, and since the entorocolic type is the 
most frequently en countered, several theories have b een advanced to explain 
its occurence at this site, viz : that v igorous peristalsis in the ileum is encount
ered by antiperistalsis in the caecum. That excessive mobility of th e caecum 
and ascending colon is a predisposing factor. That in infancy, t he il eocecal 
valve protrudes markedly into the lumen of the caecum, and, this being the 
case, excessive peristalsis might carry the valve forward as tho apex of th e in
tussusceptum. That an upset in t he normal co-ordination of muscular con
traction in the bowel may produce a contraction of the circular muscle fibres 
at one part, and a relaxation of the circular muscle fibr es i mmediately below. 
Contraction of the long itudinal muscle fibres would then draw th e constricted 
portion into the relaxed portion, where i t would r em ain invaginated. 

I wish to repor t two cases of acute intussusception: 
(1) In an adult. 
(2) In a child. 



Case I. 

Ilis/,ory: 
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Mrs. W. B. admitted F ebruary 8th, L948 at 9 A.M. A case of far advanced 
pulmonary tuberculosis with secondary tuberculous ulcerative enterocolitis. 
Occasionally suITered from constipation and usually relieved afLer taking one 
or two A. B. S. & C. tablets. On the evening of F ebruary 6th, she took 
th ree A. B. S. & C. tablets (had never taken more than two tablets on any 
pr<"· ious occasion). The morning of February 7Lh, abou t 9 A. M. she had a 
H r.\' thorough bowel movement. One hour after this, she experienced slight 
colicky pains in the region of the umbilicus . The pains r ecurred at intervals 
of 15 minu tes to one-half hour . Throughou t the afternoon the pains were more 
severe and she vomited several times. That night she did not vomit bu t con
tin ued to have colicky pains. Sometime during the early morning hours, she 
does not remember q uite when, the pain became continuous, and more or 
less confined to t he right lower abdomen. 

E xaminatfon : 

She was examined the afternoon of h er illness. The abdomen was soft. 
There was no appreciable tenderness. No mass was palpable. Rectal examina
tion was negative. On examination the following morning, the abdomen was 
rigid. There was generalized tenderness, maximal, to the right of the umbil
icus . On rectal examination there was marked tenderness around the caecum. 
No mass could be fel t. There was no blood on the examining :finger. The 
white blood count was 18,900 . Differential count, 90% leucocytes and 10% 
lymphocytes. Urine analysis negative. 

Clinical Diagnosis- Acute suppurative append icitis. 

Operation- February 8th, 1948 she was transferred immediately from the 
sanitorium to tho general hospital and operated upon at 10 a. m. under .com
bined spinal and intravenous anesthesia . 

The appendix was del ivered and found to b
0

e normal. The terminal ileum 
was then exam ined and then at a point abou t 2t feet from the ileocecal valve, 
a n intussusception, 4 inches long was found. The intussusception was ir
reducible. Resection was carried out and a primary lateral anastomosis, 
ileum to ileum, performed. 

Pathological R eport- Specimen consists of a segment of small bowel. 
The bowel wall is quite thin, and on opening into the lumen, is occupied by a 
second portion of bowel which has telescoped into it. At the apex of the in
tussusceptum there is a raised m:ucosal area 2 x 1 cm. in diam . Microscopically 
t here is marked congestion, and scattered haemorrhages through the tissues. 
)Jecrosis in many areas is noted. Numerous typical follicles containing epithe
lioid and giant cells are evident. 

Intussusception of small intestine, tuberculous ulcer, and gangrene of the 
small intestine. 

Progress- Uneventful r ecovery . Transferred to sanitorium, February 
28th, 1948. 
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Case 2 

Ihslory- Miss 0. L., age 1l years, admi tted March 27th, 1948, at 7.30 
p.m. At noon today took colicky pains across the midd le of the abdomen. 
Shortly after onset of pain she vomited three t imes . The pain was not re
li eved. About three hours after its onset, pain b ecam e continuous, and shifted 
to the lower right abdomen. Bowels did not move today. Since onset of 
pain she has had urinary frequency .(7 or 8 times). 

Examination-There was generalized abdominal rigidity, and tenderness. 
Maximum tenderness was over the upper right iliac region. There was marked 
rebound tenderness over the same a.rea. On rectal exa.mination there was 
marked tenderness h igh up on the right side. There was no b lood on the ex
amining :finger. The white blood count was 14,500, Jeucocytes 873, lym
phocytes 10% , urine analysis sugar four p lus, otherwise negative. Blood sugar 
132 mgms3. 

Clinical Diagnosis- Acute appendicitis. 

Operation-Operated upon March 27th, 1948 at 10 p.m. The appendix 
was retrocecal. The superficial vessels of the appendix and caecum showed 
marked congestion. Appendectomy was performed . The terminal ileum was 
then examined, and at a point about 14 inches from the ileocecal valve an in
t ussuception 6 inches long was encounter ed. T his was reduced with difficulty. 
At the apex of the intussusception was an inverted Meckel's diverticulum. 
The affected segment of the bowel was purplish in color and of doubtful viabil
ily. R esection was carried out and a primary lateral anastomosis, ileum to 
ileum , performed . · 

Pathological Report:- Specimen consists of a segm ent of small bowel, 
measuring 16.5 c.m. in length and 2 cm. in diam. The central portion of this 
segment is discolored and is dull dusty red in appearance. 10 cm. from the 
end of this segment, there is a diverticulum m easuring 3 x 2 cm. Attached to 
the distal end is a small piece of mesentery. Microscopica lly, there is an in
tense oedema of the bowel wall and ear ly necrosis in some areas. 

Intussusception of small intestie, infarction of the small intestine, M ockel's 
diverticulum. 

Progress-Uneventfu l recovery. Discharged April 9th, 1948. 

Comments 

(1) Two cases of acute in tussusception have been reported: 
(1) I n an adult due to a tuberculous u lcer. 
(2) In a ch ild clue to a M eckel's d iverticulum. 

(2) Intestinal u lcer ation is the commonest complication of pu lmonary 
tubercu losis . However, acute intussusception is a rare occurrence, 
and would perhaps have not occured in this case were it not for ex
cessive purgation. 

(3) An interesting observation made following the reduction of the Mec
kel 's was that no matter how often the cliverticu lum was r educed , 
the inversion recurred almost immediately. The head of the Meckel's 
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fel t thick, and heavy. The impression formed was that the weight of 
the head was sufficient to initiate the inversion of the Meckel's and 
then to invaginate the process into the ileum where it was gripped by 
peristaltic contractions and so produced the intussusception. 

(4) A fairly extensive r eview of the literatures reveals that too much 
r eliance should not be placed upon " feeling a mass" in these cases. 
Pure enteric invaginations arc notably difficult to f eel, even in the 
initial stages when the abdomen is soft. Later, when the abdomen 
becomes rigid and tender, it is obviously impossible to do so. Nor 
should too much r eliance be placed upon finding gross blood in the 
stools. Spontaneous passage of blood from the bowel may occur, b'ut 
is often a late sign in term s of tho period available for early and 
effectve treatment. The same is true with respect to finding blood 
on the exam_ining .finger following rectal examination. 

(5) In adolescents, intussusception is so r egularly caused by a Meckel's 
diverticulm, that, following a careful history and physical examina
tion a precise pre-operative diagnosis is often made by those who have 
a wide experience in these cases . By others, acute appendicitis or 
intestinal obstruction is not an uncommon pre-operative diagnosis. 
In adults, the signs and symptoms of acute intussusception differ 
little, if at a ll , from those in children, but because the condition is 
r are it is seldom correctly diagnosed pre-operatively. 
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Acute Lead Poisoning Treated With B.A .L 
S. c. STRICKLAND, M.D. 

Department of Medicine 

Victoria General Hospital, Halifax, Nova Scotia 

T HE following is a discussion of the use of B.A.L. (2, 3,- d imercap:topro
panol) in acute lead poisoning. The lead was ingested in the form of 

Goulard 's Extract which is load subacetate, an aqueous solution containing 
22.5 grams of lead per 100 cc. Our patient took four ounces containing ap
proximately 27 grams of lead. Cantatrow and Trumper 1 quoting F lury 2 

state that the smallest oral dose of lead capable of causing acu te lead poison
ing is 5 mg. per kilogram of body weight; the fatal dose of lead acetate has 
been variously s tated to be from 20 to over 50 grams. British Anti Lewisit e, 
as the name implies, was first developed to coun teract the arsenic war gases 
particularly Lewisite ; it was used successfully agains t the arsen ic gases bot h 
locally and systematically. Further work h as shown B.A.L. to be effect ive 
against overdosago with arsenic and its therapeutic agents such as oxophen ar
sin e hydr ochloride as well' as a.gainst toxic manifestations such as arseni cal 
dermatitis. It has also been used successfully in the tr eatment of poisoning 
resul ting from mercury, antim ony, zinc, and chromates. Telfer4 repor ts 
the use of B.A.L. in chronic load poisoning in which the drug proved useful 
in "deleading" the patient. The development and use of B.A.L . has been 
r eviewed by Salzberger and Baer 3 . 

The toxic effects of B.A.L. in the case report h ere presented wer e of a 
minor nature and consisted of nervousness, restlessness, insomnia, nausea, 
as well as marked tenderness at the site of injection; the patient would com
plain bitterly at tho injection of each dose. Since then we have seen a clinical 
note by Tye and Siegel5 in which they state that undesirable side effect 
such as "nausea, vomiting, headache, burning sensation of gums, nose and 
eyes, :p):ofuse lacrimation and salivation, abdominal cramps, flush ing of face, 
t ingling of extremities, burning of skin, feeling of constriction of th e ch est 
and restlessness" all were r elieved by giving orally 50 mg. of ephedrine sulfa t e 
a ha lf hour before each injection of B.A.L. 

llistory_;_G. R., a twenty-two year old white male; occupation, assistant 
steward working in a ship's dispensary. 

At approximately 9 p.m. on August 4, 1947, patient was admitted to th e 
Victoria General Hospital with a history of having swallowed four ounces of 
Goulard's extract at about 5 p.m. on August 4-th. He h ad begun to vomit 
soon after swallowing this material. The ship 's doctor saw him abou t t wo 
hour s after patient swallowed tho extract and a.t that time gave him milk 
and egg wli,ite mixture by mouth. Tho note accompanying him to hospital 
states ·that·his throat and larynx appear ed markedly oedematous. On admis
sion temper ature 98.6°, pulse rate 72 per minute, respirations 22 per m inute . 

Physical Examination- Revealed a young ·white adult male lying in 
bed i:etching continuously, restless and apparently in great distr ess. Positive 
:find ings wore- Tongue- coated with a thin whitish slough. Nasopharynx 
and posterior pharyngeal wall were mottled white in color and t here was 
sligh t oozing of blood in spots over pharyngeal wall and from under the tongue . 
Card iovascular system- negative. Blood pressure 120/ 68. Abdomen-
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sligh t ly rigid and tender on palpation. Central nervous system- negative . 
Laboratory examination on admission- H aemoglobin 14.8 gms., R .B .C. 
5,020 ,000, \iV.B.C . 17,200. Urinalysis- n egative . Sugar- negative. Albumin 
- negative. Microscopic examination revealed about 30 red blood cells per 
.H .P.F. 

Progress Notes-At the time of his admission he was r etching continu
ously bringing up bright and altered blood in small amounts. The patient 
was very uncooperative and res tless . R epea t ed attempts to pass a stomach 
tube were unsuccessful. Immediate trea tment on admission consisted of 
sa turated solution of ma.gnesium sulfate given orally. Egg white and milk 
were given in copious amounts . Intrav enous fluid therapy consisted of 1000 
cc .'s of 53 glucose with normal saline, followed by 1000 cc.'s of 53 glucose 
in water. Calcium gluconate was given in 10 cc. doses intravenously every 
four hours. 

B.A.L. therapy was b egun within two hours of patient's admission to 
hospital and approximately six hours after the drug was taken. The dosage 
schedule for tho B.A.L. was 2 co.'s of a 103 solution of B.A.L. in peanut 
oil given intramuscularly every four hours for two days then 2 cc.'s every 
six hour s for two days. Dose then red uced to 2 cc.'s of B.A.L. intramuscularly 
given da il y for six more days. A total of 52 cc.'s of 103 solution of B.A.L. 
being given over a ten day period. 

August 5, 1947-Continued to vomit small amounts of dark coloured 
fluid and some bright blood. Still uncooperative, heavy sedation being n eeded 
to k eep him quiet. Seel. Rate 3 mm. fall in hour (normal 0-15). 

Kahn test- negative. Blood sugar level was 104 mgms. per 100 cc., 
while the total N.P.N. was .49 mgms.3 . Tho laboratory repor t on the peri
pheral blood showed the red b lood coUs to be of normal size and shape . No 
polychromasia or punctate basophilia noted a t this time, twenty-four hours 
after ingest ion of the lead . The white coll differ ential Schilling Count 
showed Juvenile 6.03 , Band Forms 17.03 . Segmented Polys 68.03, Lympho
cytes 7.03 , large monoculears 6.03, Eosinophiles O.C3, Basophiles c.03 . 

On August 6th, although the patient still complained of sore throat and 
vo.mited occasionally, he began to take fluids by mouth. The injections of 
B .A.L. seemed to cause him a great deal of pa in. The blood sugar level was 
repeated and found to be 106 mgms. per 100 cc., while the N.P.N. was 40 
mgms .3. 

TABLE I 

Lead Values in Blood, Urine and C .S.F. 

Urin e Blood C.S.F. 
1947 p er litre pe r 100 gms. per 100 cc. 

A ugu.·t 5- 6 ... . . . . . ... . . . 2.3 mg. 0 . 152 mg. . . . . . . . . 

August 12-13 .. . . .... . . . . ... . . . 0.44 mg. . . . . . . . . . . .. 
A ugust 19 ...... . . ... ... . . . . . . . . . .. . . . . . . . . . 0 .10 mg. 
A ug u s t 21 . . . . .. . ... . .. . . . . . . . . . . 1.114 m g . . . . . . . . 
September 6 . . ... . . . . . ... . .... . 0.14 mg. 0 . 18 mg. . . . . . . . . 
April 9, 1948 . .. . . ... . .. . . . . . . . .08 mg. . 05 ing. . . . . . . . . 
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Table I illustrates the levels for lead content in th e b lood, urine and C .S .F . 
at various times during the courne of the illness. A twenty-four hour speci
m en of urine for load content gave a value of 2.3 mgms. p er litre (high normal 
b eing 0 .08 mgms. p er litre) . On Augu.st 12t h , this level had fallen to 0 .44 
mgms. p er li t re and by. September 6th the level in th e urine was 0.14 mgms. 
p er lit.re. By Apri l 9, 1948, th e urine lead was within normal limits. 

In the blood s tream on August 6th the level for load was 0.152 mgms . 
per 100 grams of b lood (normal being 0.08 g ms . per 100 grams). W hile on 
August 21st, the level was 1.114 mgms. p er 100 gms. of blood . On Sep t. 
6th, the lead level was done on whole b lood giving a value of .18 mgms. per 
100 cc. of whole blood whil e the plasma of this sam e specimen had a level of 
0.10 mgs. per JOO cc., so the red b lood cells contained 0.08 mgs . per 100 cc. 
of b lood. On April 9 , J 948, the b lood lead was wi thin normal. 

On August 19th, the level of the lead in the C.S.F. was found to be 0.10 
mgs. per 100 cc. of cerebrospinal fluid (the normal range being 0.015-0.038 
mgs. p er 100 cc .). Cantatrow and T r umper1 state that the level of th e lead 
in th e cerebrospinal fluid in Plumbism b ears no consis t en t r elationship to the 
clinical picture nor to the concentration of lead in the blood. 

D uring the first few days of the illn ess, the course was febrile, th e tempera
ture rising at times as high as 102° F., probably due to the associated gastro
enteritis, but after the 6th day the temperature was normal. 

A bromosulphthalein dye test for liver func tion done on August 12th 
showed 45.5% retention in 15 mins. with 31.5% ret ention in 30 minu tes. 
But by August 27th, the B.S.P. test had r everted to normal, r etention b eing 
12% in 15 m ins. and 4.5%.in 30 mins . A lumbar puncture was done, t he init ial 
pressure b eing 120 mm. of water . The C.S.F. chlorides were 680 :m'gs. per 
100 ml., otherwise, the fluid was normal. A sternal marrow p uncture at this 
t ime revealed marked hyperplasia of the marrow involving both th e m yeloid 
and erythroid elements. Normal maturation n oted. Many punctate basophils 
present. T h e appearances were those of a normoblastic and myeloid hyper
p lasia. The peripheral blood revealed a marked punctate basophilia with a 
polymorphonuclear leucocytosis. 

On August 20th, the icterus index was 6 units. Fouchet's t est was nega
tive, as was also the van den Bergh r eaction both direct and -indirect. T he 
blood picture on August 25th showed Hemoglobin 11.6 gms. R.B.C. 4 ,870 ,0CO. 
W.B.C. 12,500. Sed. Rate 30 mm. 

The :M;osenthal test showed a specific gravity relatively :fixed at a low 
level , tho range being 1,012-1,0 15 while t ho night urine totalled 1,080 cc., 
the day urine 870 cc. The phenolsulphonphthalein t est showed 35% recovery 
in :first hour and a tota l of 35% in two hours. A blood calcium was done to 
see if the lead had disturbed the Ca. level, but the v alue was normal, 
10.0 % mgs. 

The total protein was 6 .8 gms. per 100 cc., albumen 4 .4 % gms., globulin 
2.4% . The patient after the first week was co-operative and h ad few com
plaints; th ese being sleeplessness and t he sub jective feeling of marked weak
n ess of his legs; this was not borne ou t on objective examination. No weak
ness of the wris t or hands was found. Colic was no t noted nor was h eadache. 
A psychiatric examination was m ade. The consul tants opinion being : " This 
man evidently passed through a neurotic or mildly psychotic episode but this 
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seems to h ave passed off now. H e is mildly mentally retu,rded and possibly 
unstable. I would recommend his discharge to return home." Patien t dis
charged on Sept. 8, 1948. 

An eight month follow-up revealed normal values for kidney and liver 
fu nction, b lood picture was within normal limits, no basophilic stippling of 
red cells was seen. 'l'h e amount of lead in the urine was 0.08 mgms. per litre. 
Tho l evel in the b lood was 0.05 mgms. of J0ad per 100 gms. of blood. 

E xcept for mild neurotic symptoms as noted in the history and which 
have apparently p ersisted, the patient is well. 

Discu ssion 

Cantatrow and Trumper 1 regard the upper limit of normal of the b lood 
kad level as .080 mg. per 100 cc. while in t.ho case presented the blood level 
reached 1.114 mgs. per lGO gms. of blood. · 

One estimation of the amount of lead present in plasma was done and 
as noted in the case h istory was .10 mgs. per 100 cc., while the total amount 
present in the whole blood was .18% mgs., so that 55% of the circulating lead 
was contained in the plasma and 45% was present in the red blood cells. 
The percentage present in the plasma was higher in our patient th an the 
percentage found in normal p ersons but it is in agreement with the theory 
that as the amount of lead increased in the blood the precentage of i t present 
in the plasma also increases. 

In this case, the route of absorption of the lead was from th e gastro
intestinal tract. Little or no absorption is said to take place from the stomach, 
its main function here is to aid in solution of the lead compounds. Goodman 
and Gilman6 state that after the oral ingestion of lead compounds most of the 
a bsorption takes p lace in the upper duodenum. 

From tho intestine, the abso:rbed lead goes to the liver by way of the 
porta l circulation. The rate of absorption is slow with a maxi)m'.um being 
reach ed in 10-20 hours. The amount absorbed in experiments with mice 
ranged between 15-20% tho proportion diminishing as the dose was 
increased. 7 , 8 Absorption ish ind erod by administration of food , particularly 
milk, and by magnesium sulfat0. The liver r0moves the lead from the porta l 
circulation and excretes it in the bile from which it may be reabsorbed by the 
intestines, and in acute cases the amount of lead found in the liver is said to 
be large. Some of the lead is absorbed into the syst emic circulation from 
wh ence i t is partly excreted in the urine, so the lead in the body is excret ed 
by way of the feces and urine. In cases of gastro-intestinal absorption the 
greater amount is excreted by the fec0s as it undoubtedly was in this case 
although th e lead content of the feces was no t estim ated. Lead excretion 
in the urine was marked and the amount present in the urine did not seem to 
b e correlated with the level of lead in the blood. 'Ibis finding is in accordance 
with the Tompsetl and Anderson9 and others quoted by Cantatrow and 
Trumper. 1 

The results of the bromosulph th alein liver func tion test in t h is case 
indicat ed h epatocellular damage which seorred to improve after three w eeks . 
The patient's given reason for confusing tho Goulards Extract for Castor 
Oil was that he was under the influence of alcohol. The sim ultaneous exposure 
to lead and alcohol may have accentuated any h epatocellular damage. 



210 'l'H E NOV A SCOTIA MEDICAL BULLETIN 

The effect of the lead on tho kidneys in this cam was seen by the appear
ance of numerous rod blood cells on microscopic examination, but within a 
few days these R.B.C. had disappeared. Although t,he Mosen thal test later 
showed impairment in concen trating power of th o urine as well as an increase 
in the amount of night urine, t he P.S.P. also showed some impairment of 
elimination of tho dye, so that there was evidently renal damage probably 
toxic nephrosis due to the heavy metal poisoning, although tho presence of 
anteceden t kidney damage cannot be ruled out. 

The effect on the hacmatopoict ic syst em was quite marked. The bone 
marrow showed a marked hyperplasia of both crythroicl and myeloid elements 
with normal maturation. So there was no depressing efTect on the bone 
marrow by the lead, rather a stimulation, perhaps secondary to the hemalytic 
effect of the lead on the red blood cells in the peripheral blood. The anemia 
present in this case was never severe so that the stimulation of the bone 
marrow may have been primary resulting from the large amount of lead pres
ent, rather than a secondary stimulation from anemia. 

Peripheral blood smears within the twenty-four hours revealed no baso
phile stippling although the white blood series showed a marked shift to the 
left of the schilling coun t. The stippling showed up on later fi lms both in 
the peripheral blood and the bone marrow. The cause of basophile stippling 
as put forth by Kay quo ted by Canta trow and Trumper' states that : "stippled 
cells are apparently young r ed blood cells that have been exposed to lead 
and the granules arc probably aggregations of the basophilic substance into 
discreet masses ." 

At no time were nucleated red blood cells seen in tho peripheral blood. 

S u mma ry 

1. A case of acute lead poisoning due to ingestion of 4 ounces of Goulard's 
Extract containing approximately 27 grams of lead is presented which 
was treated successfully with B.A L. 

2. There was evidence first of an acute gastro-rnteritis which rapidly 
subsided. Hepato-cellular as well as renal damage was shown to be 
present . The liver damage showed functional improvement while 
the kidneys showed residual damage. 

3. An eigh t month's follow-up revealed that tho patien t is carrying on a 
normal life with normal functioning liver and kidneys, blood picture 
within normal. 

4. While the results reported here may have been gained without the 
use of B.A.L., the patient improved remarkably with this therapy 
and showed no harmful effects . 
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Sunlight for Sight 

In dim light vision is greatly restricted and color are distinguished poorly, 
if at all. For perceiving details and distinguishing colors, a relatively bright 
light is needed. 

If glare, either direct or reflected, is present i t may cause discomfort 
and interfere with visual efficiency. For example, specialists say, it is undesir
able to read in the sunlight even if the reading material itself is shaded . The 
eyes function best when there are not too great differences between the bright
ness of the working surface and the surrounding area. 

The thirty-four th annual meeting of the Medical Health 
Officers ' Association, of Nova Scotia, will be held at the Keltic 
Lodge, Ingonish, Cape Breton, on Monday, September 13, 
1948, commencing at 10 a .m. (Daylight Saving Time). 

An interesting pr ogram has been arranged. Attention is 
drawn to the suggestion of the formation of a Nova Scotia 
Division of the Cana d ian Public Health Association. This 
matter will be up for d iscussion. 



The Passing of The Chemist 

Fifty years ago " Tho Chemist" was quite common in this province of 
ours. H e was easy to idcntiiy having certain well marked features. As a 
rule he was quiet, gentlemanly, well mannered, and thoroughly trained in the 
art of compounding medicines- in fact ho was a most useful member of society . 
True he was a bit of a "fakir" with his a rray of coloured bo ttles and the air of 
mystery and wisdom with which he personally h anded you the bottle of medi
cine. H e prescribed too on his own, but after all there was not much harm in 
that for it was usually the coughs and colds he catered to and the prescriptions 
wer e those he copied from the successful doctors in his community. In all, ho 
was a respected m ember of the community, his chief job to compound and dis
pense at the request of the doctor . 

Where is the chemist to-day? H o is not extinct like the "Dodo" or the 
carrier pidgeon, but with the family doctor and his familar horse and buggy 
h e has now passed into history. The pharmacist has taken his place and yet 
the pharmacist wi th his modern drug store looks no more like the chemist and 
his quaint shop than a modern up to date American hotel resembles an old 
English inn. Tho pharmacist is a business man and soils every thing from 
contraceptives to beefs teak , (one pharmacist in Texas operates a butcher shop 
in connection with his pharmacy), prescrip t ions constituting a small part of 
his business probably not more than five per cent. H e makes his living selling 
snacks and light meals, patent medicines, perfumes, soaps and heavens only 
know know what. In fact, it would be easier to list tho articles the pharmacist 
docs not sell than tho ones he does. H e spends little time in compounding 
medicines as the modern physician rarely orders a mixture of his own. Tho 
proscriptions of to-day usually read: Smih Jones & Co. Pill o. 222; Humbug 
& Co's . Misture Bronchitis, Tiddlebury & Son Anti-rheumatic Liniment, and 
so on. And so the compounding consis ts in pouring a few ounces of a mixture 
made in Montreal or Toronto or occasionall y ew York or London into a 
bottle, s ticking the label on and taking every care to see that the cork is tight 

How did this metamorphosis come about? It is a long story to tire our al
ready weary doctors with. 

The present s tatus of the pharmacist is this . H e is the agent of the 
manufacturers of pharmaceutical and biological preparations, and a friend of 
the doctors, although his friendly ·relationship, however, could hardly be 
likened to that of the old fashioned chemis t and the family physician. 

There is no mora l to this story, perhaps it is b ettor so. The facts arc 
that the pharmacist and the doctors have one thing in common. They are 
both agents of the manufacturers. The only difference being the pharmacist 
gets his commission. The situation is a gloomy one and as yet there is no 
light on the Canadian horizon. 

In the great country to the sou th of us there is a much closer frienrl ship 
between the National Pharmaceutical Association and tho Medical Profession 
P erhaps we in Canada will follow suit. W e usually do. 
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1'hc Annual M cot,ing of t.he D efence Medical Assoeiat,ion for the Nova 
fk oiia Disirict was bold in the Garrison Barracks on June 1J th with the P1·c>si
tl ent, Dr. E . F. Ross in the chair. 

The slate of officers elected for 1948-1949 were: 

President 

ice-President. . .... . 

ccretary-1'reasuror .. .................. . 

Asst . Sec'y-Treasurer . .................. . 

.Dr. J. A. :N'oble. 

.Dr. D. 1\II. Grant. 

.. .......................... Dr. C . M. Harlow 

. . . .................... Dr. Jack Charman 

Executive: Dr. Angus Black; Dr. Hobert M acDonald a nd Dr. Charles 
Elliot,. 

Tho object of this Association is to develop the effi ciency of the Canadian 
DC'fence Medical Services by the dissemination of knowledge throughout the 
Dominion on D efence Medical a ffa irs', t,hus creating a greater interest among 
a larger number of medical officers and civilian practitioners. 

All doct,ors who have been connected with R eserve or Active Services are 
invited to become members . To do so, send one dollar ($1.00) to Dr. C. M. 
lfarlow, Camp Hill Hospital, Halifax, N. 

WANTED 

Applications from graduates in medicine, either men or women, in terested 
in employment in a public health programme in t he southern part of the 
United States. Twelve new department buildings under construction. Mod
C'l'ato temperature. Little snow. M edical Licensure Bureau open to Cana
dian physician . Apply to Doctor Felix J . Underwood , Executive Officer. 
:\Ii sissippi State Board of Hea lth , Jackson. Mississippi , . S. A. 

"War or No War, Depression or No D £pression, " -

Depression or no depression, in good times and in bad, Mead J ohnson 
& Company are keeping the faith with the medical profession. Mead Pro
ducts are not advertised to the public. If you approve this policy, Please 
specify Mead' s. 
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M inut es of a Special Meeting of the Executive o f t he Medical Society 

o f Nova Scotia 

A special meeting of the Executive of The M edical Society of Nova Scotia 
was held at the D alhousie Public H ealt.h Clinic, Halifax, N. S., on Monday, 
August 16th, 1948, at 2.30 p.m. 

Doctor Eric W . Macdonald of H.eserYe presided . rrhe following were 
present: Doctors H. G. Grant,'.D. M. MacRac. J. J. Carroll, R. M. Zwicker, D.J. 
Mackenzie, W. A. Howat, C . L. Gosse, II. A. Fraser , J. F . L . \Voodbury, A. E . 
Blackett, N. H. Gosse, D.K.Murray, G. n.. Forbes, H . D. O'Brien, H . C. S. 
E lliot, P. E. Belliveau and J. H.. H.yan. · 

Doctor Eric Macdonald opened the meeting by stating that the only 
thing to come up for consideration was the report of the Committee on Eco
nomics. 

D octor N. H. Gosse presumed that every member of the committee had 
received a copy of the report and moved that the report be received, which was 
seconded by Doctor D. J. MacKenzie and carried . 

The report was then reviewed section by section, and after a long discus
sion on the various items Dr. N. H. Gosso moved-

Whereas, The principle of H ealth Insurance has boon accepted by or
ganized medicine in Canada, and 

Whereas, M edically Sponsored Prepaid M edical Plans offer a means by 
which that principle may be applied and is being applied in most of the other 
provinces of Canada, and 

Whereas, Such plans may properly be expected to develop so as to include 
different groups and strata of society that now require a high type of medical 
service without the fear of prohibitive or crippling cost, and 

Whereas, It is widely h eld that medically directed plans arc best calcula ted 
to effect this result while preserving the highest standards of M edicine and the 
present desirable doctor-pati ent relationship, and 

Whereas, Under instructions from our M edical Society of Nova Scotia 
our Committee on Economics has produced a plan of Volunt.ary N on-profit 
Prepaid M edical Care which, in their judgment and in the judgment of this 
Society, offers reasonable hope of the fulfilling of these rcquirement.s and the 
reali'zing of these ideals, 

Now be it Resolved, That the actions of the Committee on Economics be 
confirmed, that the plan prepared and submitted by the Committee be adopted , 
and that necessary steps be taken forthwith for its implementation . 

It was seconded by Doctor D. K. Murray that this resolution be adopted. 
Doctor N. H. Gosse thought that every medical man in the province 

province should have a chance to say something about tho resolution, that a 
copy of the report of the Committee on E conomics, a copy of the rewlution, a 
ba,llot. form and a return addressed envelope be sent to every doctor in the pro
vmce. 

Doctor N. H. Gosse moved that the secretary be instructed to send a copy 
of this report to every practi tioner of medicine in this province, excepting those 
to whom the report has a lready been sen t, together wi th a copy of the resolu
tion, adopted by the executive, and a form of ballot which they will be asked 
to execute for or against the adoption of the resolution, and a return address-



THE NOV A SCOTIA MEDICAL BULLETIN 215 

od envelope which may be returned to the secretary, and that the secretary 
be further instr ucted to prepare a report on tho r esult of such plebiscite for 
pcsenta.tion to the executive at the annual meeting in Ingonish and further 
that voting on this project at the time of tho annual meeting be hold which 
will also be done by ballot of similar kind as that sent ou t to tho province. 
'l'llis was seconded by Doctor W. A. Hewat and Carried. 

Jt was moved by Doctor N. H. Gosse and seconded by by Doctor H.C.S. 
Elliot that the members of the executive from outof town who at.tended tho 
meet ing be paid ten cents a mile one way plus $10.00 for any who had to stay 
o,·er night. Carried. 

IL was moved by Doctor P . E. Belliveau and seconded by Doctor IL H. 
Fraser that a vote of thanks be extended to Doctor r . H. Gosse and his com
ni ittee for the very excellent, comprehensive and far .reaching r eport they had 
brought in. 

Meeting ad journed at 6.15 p.m. 

LOCUM TENENS WANTED 

Doctor A. A. Macdonald of Neil's Harbour, N. S ., wants a doctor 
to take over his practice for a month, begfnning either September 
15th or October 1st. The remuneration will be $450.00 a month, plus 
7c mileage up to 75 p.c. of the total mileage covered. Anyone inter
ested kindly apply either to the Secretary or directly to Doctor Mac
donald. 

• 

NOTICE 

The ladies attending the convention are advised that as the even
ings at lngonish will be chilly in September, they should ccme with 
p roper clothing. All members interested in golf should bring their 
c lubs along as there is an excellent golf course in very good shape. 



NINETY-FIFTH ANNUAL MEETING 
OF THE 

MEDICAL SOCIETY OF NOVA SCOTIA 
"KELTIC LODGE", INGONISH, CAPE BRETON 
SEPTEMBER 13th, 14th, 15th, and 16th, 1948 

PROGRAMME 
Monday, September 13th. 

2.30 p .m. Executi ve 1.eeting . 

9.00 a.m. 

9.30 a.m. 

12.30 p.m. 

2.30 p.m. 

3.30 p.m. 

4.30 p .m. 

9 .00 p.m. 

9.30 a.m. 

10.30 a.m. 

1.00 p.m. 

2.30 p .m. 

3.30 p.m. 

4.30 p.m. 

5.30 p.m. 

Tuesday, September 14th 

R egistration. 

Firs t Busin ess Session. 

Adjournment. 

Dr. Adrian Anglin, Junior D emonstrator in M edicine, Univer
sity of Toronto, " The Management of Bronchia l Asthma." 
Discussion to be opened by Dr. T. M. Sieniowicz, Halifax, N. S. 

Dr. C. W. Holland, Professor of M edicine, Dalhousie Universi ty, 
" The Importance of tho P sychosomatic Approach in General 
Practice ." 
Discussion to b e opened by Dr. A. E. B lackett, Now Glasgow, 
N.S. 

Dr. W. J. M cNally, Lecturer in Otolaryngology, McGill Univer
sity, "Some R emarks about Dizziness." 
D iscussion to be opened by Dr. W. Maci saac, Sydney, N. S. 

Informal Dance. 

VVednesday, Septemher 15th 

Dr. Adrian Anglin, Junior D emonstrator in M edicine, University 
of Toronto, " The Management of Rheumatic H eart Disease." 
Discussion to be opened by Dr. J .A. McDonald, Glace Bay, N. S. 

Second Business M eeting. 

Adjournment. 

Dr. A. R. Morton, Commissioner of Health, Halifax, N . S., 
"Suggestions for the General Practi t ioner in Public H ealth." 
Discussion to b e opened by Dr. M~ R. M acdonald , Sydney, N. S . 

Dr. C. E. Kinley, Asscciate Professor of Surgery, D alhousie 
University, "Cancer of the Colon." 
Discussion to be opened by Dr. L. M. Morton, Yarmouth, N. S. 

Dr. Daniel Blain, Director, American P sychiatric Association, 
Washing ton, Title to be announced. 
Discussion to be open ed by Dr. R. 0. Jones, Halifax, N. S. 

Adjournment. 
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6 .30 p.m. The M edical Society of Nova Scotia Reception. 

7 .30 p.m. Annual Dinner. 
Presidential Address. 

Z15 

Address by Hon. A. L. Macdonald, Premier of Nova Scotia . 

Thursday, September 16th. 

9.30 a.m. Dr. W . J. McNally, Lecturer in Otolaryngology, McGill Univer
sity, "The Significance of Persistent Hoarsenes<." 
Discussion to be opened by Dr. D. M. MacRae, Halifax, N. S. 

10 .30 a.m . Dr. Wm. J\1agner, President, Canadian Medical Association, 
''Jaundice.'' 
Discussion to be opened by Dr. J . ·v.,r. Reid, Halifax, N. S. 

11.30 a.m. Dr. J. C. Wickwire, Liverpool, N. S. "Treatment of Congestive 
Heart Failure." 
D iscussion to be opened by Dr. G. W. Sodero, N. S. 

12.30 p .m. Adjournment. 

Water at Work 

It was formerly thought that water taken at meals hindered digestion 
and that it was therefore a mistake to drink water at mealtime. It is now 
known that, al though water dilutes digestive juices, these fluids operate 
more efficiently when diluted. 

Water taken at mealtime is not harmful unless it is used merely to swill 
down u nchewed food. Exports warn, however, that when the stomach is 
suddenly cooled, digestion is interrupted. So water with meals should 
ho cool enough to make it palatable. 

Variety in Vitamins 

Variety in the 1unch box often means tho difference between an attractive 
meal and an indifferent snack. In making sandwiches, nu tritionists say, i t 
is best to use fresh bread of different k inds such as Canada Approved Vitamin 
B, in whole wheat, brown or white varieties, or rye, fruit or steamed brown 
bread. 

I n making sandwiches it is best to u se soft butter- it spreads easily. 
One-half cu p of m il k may be beaten in to one cup of soft butter to make it 
go further. 



Personal Interest Notes 

D OCTOR H. K. Mac.Donald of Halifax was presented with a formal ex
pression of thanks of the Priory of the Venerable Order of St. John of 

J erusalem in Canada in the presence of a group of r·ailway officers and those 
interested in First Aid work at the Nova S;;otian Hotel on July 21st. T he 
presentation was made by Mr. W. E. Robinson, Vice-President and Gerald 
Manager, Atlantic Region, Canadian National Railways. Doctor Mac
Donald has been M edical Officer for the Canadian National Railways in Hali
fax since 1934. 

Doctor Arthur H. Sangster, Dal. 1930, surgeon-in-charge of a number of 
hospitals in northern Scotland, visited his parents, Judge and Mrs . Sangster 
of Windsor, the early part of July. 

Doctor and M rs . L.B. W. Braine of Annapolis Royal spent a t'WO weeks' 
vacation in Hartford, Connecticut, early in August. 

Doctor and Mrs. J. F. K. Woodbury of Halifax and small daughter, 
Susan, enjoyed a two week's motor trip in Nova Scotia last month. 

Doctor and Mrs. S. D . Dunn of Pictou left ear ly in July on a vacation 
trip to Regina. 

Doctor H. D . Lavers of Pictou left for Yarmouth ear ly in July to relieve 
Doctor E . L. Eagles of the D epartment of Public H ealth at Yarmouth, who is 
at present on sick leave. 

The BULLETIN extends congratulations to Doctor and Mrs.A. M. Wilson 
of Barrington on the birth of a son on July 12th, and to Doctor and Mrs. D . 
McD. Archibald of Bear River on the birth of a son, David MacDonald, on 
July 16th. 

The marriage took place at Halifax on July 27th of Miss Edith Pauline 
Frances Shaw, R. N., daughter of M r . and Mrs. G. T. Shaw of Bridgewater, 
and Doctor Arthur Kevin .Carton, son of Mr. and Mrs . A. W. Carton of Fair
ville, N. B . Doctor Carton graduated from Dalhousie M edical School in 
May of this year. 

Doctor Eric J. Cleveland, D al. 1948, has been appointed to the medical 
staff of the Nova Scotia Hospital at Dartmouth. 

Doctor and Mrs. K. A. MacKenzie of Halifax enjoyed a two weeks ' trip 
to Toronto and Montreal the latter part of June. 

N OTICE REGARDING THE CONDITION OF THE ROADS 

IN CAPE BRETON 

As there i s a certain amount of cons truction being done on the 
roads in Cape Bre ton, all members going to the a nnual mee ting are 
advised to call at the office of t he. Department of Highw ays at Port 
Hawk esb{iry to receive instruc tions as to the best way to proce e d frorn 
t here to Ingo n is h . 



Obituary 

D OCTOR James Archibald McLellan, retired medical specialist, died at his 
home in Sydney, on July· 29th, following an illness of many months. 

Doctor MacLellan was born at Economy eighty-one years ago, and graduated 
from Queen's Unniversity in 1891. He practised at Great Village and Oxford 
for ion years and proceeded to the New York Infirmary where he took a 
post-graduate course specializing in eye, e~r, nose and throat. He went to 
Sydney in 1910 and practised there until 1938 when his son , Doctor J. Russell 
MacLellan took over the practice . His wife, the former Barbara Smyth of 
Sydney predeceased him in 1942, and surviving are th ree sons, Doctor J. 
Russell, Doctor C. Lorway and Donald, and a daughter, Miss Bett~1 • Two 
brothers, Howard and Gus MacLellan, reside in Economy. The fun eral was 
held at Sydney on July 30, and burial took place at E conomy. 

The death occurred at. Moncton on July 15th of Doctor Robert Lowrey 
Murray, a brother of tho late Hon. GoorgeH. Murray, who was premier of Nova 
Scotia for twenty-seven years . Doctor Murray was born at the Narrows, Cape 
Bret.on, in 1859, and graduated from the New York University in 1891. Ho 
practised in Pictou and Springhill, later becoming assistant superintendent 
of the Nova Scotia Hospital at Dartmouth. H e retired in 1927 and lived at 
t he North Sydney family home until three years ago when, in his declining 
years, he went t.o live with a daughter in Moncton. H e had the genial nature 
of his i ll ustrious brother and is held in kindly remembrance by m embers of 
the profession with whom he was acquainted. In his practice h e was a typical 
old-time family doctor and took .a deep interest in his patients . H e was 
deeply interested also in his church and during h is residence in Dartmouth was 
a faithful member of t.he Church of St. James. H e was a sound man profes
sionally and generally W<'ll informed, al homo in a wide range of subjects, and 
an omnivorous reader. H e is survived by his wife thP form er I sabel Mumford 
of D artmouth, one son Donald, Winchester, England, and two daugh ters, 
Jean, Mrs. Kenneth Spencer, Moncton, and Kathleen , Mrs. T . Dolmont 
of North Sydney, and seven grandchildren. The funeral was hold at Springhill 
on July 17th . 

Dr. M a tthew G eorge Burris 

Dr. Burris died suddenly at his home in Dartmouth on August 18. Until 
a few days before he had been enjoying his usual h ealth. Then came a sudden 
cardiac catastrophe. 'l'hough extremely ill he appeared, aft.er an interval, to 
be r ecovering from its immediate effects; then the end came. 

A son of George and Janie B urris, he was born at Upper Musquodoboit 
on February 28,1887. There he grow up and came to Dalhousie Uni
versity in 1903. In 1907 h e received the degree of Bachelor of Arts, and in 
1911 was graduated in Medicine. During these years, besides an excellent 
scholastic record, he established a reputation as an athlete which is still spoken 
of with respect and awe wherever Dalhousians of other days assemble. Ho was 
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captain of the football ieam of 1909, one of the greatest teams in Halifax and 
Dalhousie football history. 

Following graduation he went to Kamloops, British Columbia, where at 
least one physician from the Musquodoboit Valley had preceded him. But 
ho did not remain long. The call of the Atlantic coast was too strong, and, in 
1912, he r eturned to establish himself in practice in Dartmouih. From the 
very :first he was successful. H e was skilful, he was kind, but above all he 
possessed an infinite capacity for taking pains. The simplest matter was 
treated with searching respect, and no stone left, unturned in finding the way 
t,o amelioration or cure. 

But like so many busy men he found time to do things for the welfare of 
the community. Following Great War I he was one of those who interested 
ihomselves in the foundation of a hospit,al in Dartmouth, and was a charter 
member of the Board of Trustees formed to promote the instituiion. He was 
for several years visiting physician at ihe Nova Scotia Hospital, and served for 
a period as a member of its Commission of Management. AlLhough the under-

. taking involved considerable hardship and self denial he undertook the work 
of Assistant Surgeon on the Staff of the Victoria General Hospital whore 
he r emained until he felt that younger m en of_ promise were coming forward 
who deserved the recognition and opportunity and could fill his place. In 
the performance of his duties at this institution he was at his best. Possessing 
marked mech~hical ability he devised new methods of treating fractures and 
made many of the splints in his own workshop. Any piece of apparatus was 
a challenge to him to improve it. Days and nights were spent, in the general 
wards of the Victoria General, only ending when urgent calls took him across 
the Harbour to his always busy practice. Thet e he was beloved by his paticnis 
and respected by every citizen in tho town. In civic matters, in all matters, 
he showed a degree of conservatism unLil he was sure of his ground. Thon he 
pressed ahead as eagerly as the most enthusiastic. 

For many years he was an active member of the Nova Scotia Historical 
Society. H e was keenly interested in the early settlers of the Musquodoboit 
Valley and spent much profitable effort in searching their geneal
ogies as well as their history and customs. H e was at the time of his death a 
member of the Provincial Medical Board and a-member too of The M edical 
Society of Nova Scotia and the Canadian Medical Associaiion. He was a 
member and faithful attendant at tho meetings of the Halifax Medical Society, 
where his frequent contributions were a delight to his admiring confreros. Few 
possessed his wide background of r eading, and few could express themselves so 
well on such a wide range of subjects. 

Golf was in later years his chief recreation and he played the game with 
sincerity and great enjoyment. 

In his life there was much to admire and oven more to envy. We admired 
him for his professional ability of a very high order, for his determina tion to 
get to the roo t of every matter, for his Christian sincerity and genuine good
ness of heart. We envied his capacity to fully engage in a wide variety of 
interests, and his genuine pleasure in pursuing them all. Every person with 
whom he had intimate contact gained from his acquaintance. For man there 
can be no :finer tribute paid. 

To his wife, his daughter, Margaret, bis brothers and sisters, the Bulletin 
extends its sincere sympathy. , 
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