The Lung as a Mirror of Systemic Disease
PART II-B
Eli. H. R ubin, M .D .
Allergic Diseases

The number of diseases wholly or partly ascribable to hypersensitivity
or allergic causes is considerable and the list is growing. It has been estimated
t hat approximately 10 percent of the population suffers from some major form
of allergy, chiefly bronchial asthma and hayfever. Of those normally nonallergic, m any become sensitized after injections of antitoxin and serum or
after treatment with drugs and antibiotics. Brown r ecently published an
a bbreviated list of 217 drugs and antibiotics which have been found to cause
allergic r eactions. Obviously allergic diseases represent a sizable segment of
human ailments. To appreciate the pulmonary manifestations of this complex group of diseases, a few comments on certain basic aspect s is in or der,
even in a r eview of this nature.
Allergy is a "condition of altered tissue reaction to substances or stimuli of
a physical or chemical nature which in similar amounts provoke no response
in the majority of members of the same species" (Urbach). In other words, an
a llergic individual develops immunity more readily and reacts more violently
to a specific stimulus than one nonallergic. An allergic person is said to
possess a lower threshold of sensitivity , an ill-defined attribute which varies
greatly even in the sam e individual under differ ent circumstances. Early
investigators stressed the hum.oral component of the allergic reaction especially
the role of circulating antibodies. In time the humoral theory gave way to the
belief t hat practically all the fixed tissue cells of the body play a role.
T he initial observations on allergy were in experimental animals when it
was noted that after injection of a foreign protein a " shocking" or anaphylactic
response took place. In 1905 von Pirquet and Schick r eported t he first clinical
observations on anaphylactic reactions in children caused by hypersensit ivity
to horse serum. T he t erm, allergy, was introduced by von Pirquet a year
lat er to describe the skin r eaction following a subcutaneous injection of tuberculin in those infected with the tuber cle bacillus. Subsequent studies of
allergy continued to cen ter around the immunobiologic phenomena associated
with t uber culosis. In 1910 M elt zer suggested that asthma is a m anifestation
of anaphylaxis, a belief prompted by earlier studies of Auer who noted bronchospasm and pulmonary disten tion in guinea pigs who died of anaphylactic
shock .
The exciting agents responsible for the various manifest ations of hypersensitivity may be chemical, physical or living agen ts and t heir products.
The portal of en try of th e allergen does not necessarily correspond t o t he site
of its action , nor is t he response constan t . The nature of the "trigger" mechanism which sets off the explosive response is still debatable. The current
theory stems from the work of Dale and his co-workers who noted t hat sympt oms of histamine poisoning closely resemble anaphylactic shock. The observations of t hese investigators, as well as of Lewis on t he responses of t he
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blood vessels of the human skin, serve to explain the allergic reaction as follows: when allergens enter the body of certain individuals for the first time
they combine with protein molecules and induce antibody formation. These
antibodies guard the organism against future inroads of the same antigen, the
tissues having become alerted or sensitized to the offenders. Should similar
allergens enter the body on later occasions, the specific antibodies comhine
violently with the invaders on the surface of sensitized cell membrances damaging the latter with the liberation of histamine, a normal constituent of tissue
cells. Another theory is that liberation of tho toxic substance is initiated by
stimulation of parasympathetic (cholinergic) nerve fibers through the mediation of acetylcholine present.
Tho characteristic allergic reaction is featur.od by a sudden, often explosive, onset rapidly reaching a climax and a slow resolution. Although the
tissue changes, as a rule, parallel the intensity of tho reaction, there may be
considerable variation. At one extreme one meets with violent functional
disturbances, even sudden death, with minimal if any demonstrable tissue
changes. This is exemplified in anaphylactic shock. At the other, one meets
with reversible inflammatory changes of a temporary character which leave
the individual none the worse as a result. Between extremes one encounters
instances of permanent tissue damage of a proliferative, degenerative or necrotic nature of varying severity and prognostic implications. As the various
elements entering into the allergic reaction become more complex, especially
if the irritant is repetitive or of low intensity, and depending on the nature of
the shock organs, the tissue changes are apt to lose their classical features. A
stage is eventually reached when it becomes impossible to correlate the pathological changes with hypersensitivity, except for indirect evidence in the way
of an allergic family or personal history, hematologic or histologic findings,
the response to cortisone and other antiallergic treatment and similar suggestive but inconclusive indices.
In line with these remarks, it is clear that hypersensitive lungs may react
to an cxcitant with varying intensity, ranging from a seizure of bronchospasm
or transitory pulmonary infiltrations associated with eosinophilia, to rheumatic pneumonia or periarteritis nodosa or a combination of these. Similar
tissue reactions may take place in other parts of the body concurrently or
consecutively and escape clinical recognition. At times the symptom complexes may express themselves in bizarre syndromes such as eosinophilic
granuloma of bone, intermittent hydrarthrosis, Meniere's syndrome, polyneuritis, nephrosclerosis and other conditions suspected of being allergic in
nature. The more commonplace, of course, arc allergic asthma, hayfever,
angioneurotic edema, drug and food idiosyncrasies. In adulthood, the respiratory tract is particularly vulnerable to allergic irritation; with advancing
years, the heart and kidneys bear tho brunt; at all ages tho roticuloendothclial
system, composed of a reactive group of cells concentrated chiefly in t he
lymph nodes, spleen, liver, bone marrow and the loose connective tissue, take
an active part.
It might b e mentioned at this point that an excess of eosinophils in tissues
and / or blood, sputum and other excreta characterizes allergic inflammatory
disease. However, the absence of an eosinopbilic response docs not rule out
an allergic cause; nor does its presence necessarily indicate the existence of

211

allergy since eosinoph.ilic leukocytei;; in .a;bnormal numl;>ers may, be: JH',esent in
assooiation with leu~emia, Hodgkin's disea9e,. Jiydatj.d..-anp. othei:; ,pa~f,).sitic infestations, certain skin diseases and, on rare occasion, even uiali~·ant neoplasms.
.
The following conditions, believed to be allergic in nature and .at times revealing pulmonary findings, will be described. Those associated with dermal
changes will b e discussed in the section to follow.
1. Bronchial Asthma
2. Transitory Pulmonary Infiltrations with Eosinophilia
3. Prolonged or Recurring Pulmonary Infiltrations with Eosinophilia, Pleuritis and / or Poricarditis
4. Periarteritis Nodosa
5. Rheumatic Pneumonia
6. Rheumatoid Arthritis
Bronchial Asthma: Bronchial asthma represents a state of hypersensitivity of the respiratory tract to air-borne or blood-borne excitants. As
typified in tho allergic skin reaction, the histology of which has been studied
in detail, hypersensitivity of lung tissue to an irritant is likewise characterized
hy an outpouring of edema fluid in the bronchi and the establishmen~ of an
acute inflammatory reaction around blood vessels. In uncomplicated asthma
the vascular response is relatively mild and limited; in hyperergic states the r eaction is intense involving especially the small vessels and perivascular tissues.
The exudate contains a preponderance of oosinophils; later mononuclear and
polymorphonuclear cells appear. The bronchial exudate becomes viscid due
to admixture of mucus from secreting glands. In protracted asthma there is
desq uamation of epithelium, dist ention of mucous glands, hypertrophy of tho
elastic fiber s and circular muscles of the bronchi and dilatation of the bronchioles and alveoli.
.
The symptomatology of bronchial asthma ranges the gamut from a temporary seizure of wheezing to a status asthmaticus. The pulmonary manifestations depend on a number of factors especially the degree of damage sustained by blood vessels and bronchi and tho obstructive phenomena caused
by sputum r et ention. In addition, tho type of asthma, whether it b e of the
so-called extrinsic or intrinsic variety, has an important bearing.
Extrinsic asthma is caused by inhalation of pollens of weeds, grasses and
t rees, dusts, animal emanations and molds. The disease appears at a relat ively early age in individuals with decided allergic family histories. Addit ional signs of hypersensitivity, such as atopic dermatitis, allergic rhinitis,
drug and food idiosyncrasies arc often present. Other significant features
include the obtainment of positive cutaneous reactions to offending allergens,
minimal evidence of bronchopulmonary infection and usually a satisfactory
r<'sponse to antiasthmatic medication. The prognosis is relatively good. The
chest x-ray may reveal an increase in the bronchovascular markings and some
degree of hyporillumination of tho lung fields, emphysema b eing the most
frequent complication of bronchial asthma. During an acute paroxysm the
roentgenogram may show evidence of overdistention of the lungs, as may be
seen from the enlarged thoracic cage and depression of the diaphragm. T enMious sputum impacted in bronchi may cause localized areas of atelectasis
which, in obstinate cases , may require bronchoscopy for removal (Fig. 12).
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Intrinsic asthma is characterized by its appearance later in life in individuals without an allergic background. A nondescript respiratory infection
often antedates the onset of symptoms. After the episode, the individual
becomes susceptible to recurring cough and expectoration especially during
inclement weather. The symptoms may be temporarily improved by expectorants and anti-bacterial treatment, seldom by antiallergic medication.
The picture is more in keeping with a chronic bronchitis, so-called asthmatic
bronchitis, than with an allergic disease. Intrinsic asthma carries with it a
worse prognosis than the extrinsic variety because of the repeated damage sustained by the lungs during recurring infections and the fact that the resulting
fibrosis and emphysema may lead in time to chronic cor pulmonale.
The roentgen findings of advanced bronchial asthma, irrespective of
causation, reflect chiefly the effects of bronchial obstruction and infection.
As mentioned, the trapping of air by tenacious plugs of sputum in bronchioles
gives rise to increasing alveolar distention and emphysema. Air pockets
(bullae) may form within the parenchyma and blebs under the pleura. These
in turn may cause complications. Air escaping from alveoli may pass along
blood vessels and bronchi to the mediastinum giving rise to pneumomediastinum. Rupture of the pleura may give rise to pneumothorax on one or repeated occasions (Fig. 13). Following the development of interstitial emphysema, air may collect under the skin of the neck, chest and abdomen giving rise to variable degrees of subcutaneous emphysema.
If the pressure is
sufficiently high, air may escape into the abdomen and give rise to retropneumoperitoneum. A more detailed discussion of these and other complications of bronchial asthma is beyond the scope of this presentation.
Transitory Pulmonary Infiltrations with Eosinophilia: This condition is
characterized by irregular infiltrations scattered in both lungs, usually of a
temporary nature, at times persisting or recurring. The chest x-ray reveals
densities of varying configuration and distribution. Upper lobe infiltrations
simulate tuberculosis (Fig. 14); lower lobe infiltrations, atypical pneumonia.
In a case reported by Elkeles and Butler, a transient ring shadow in the center
of an apical infiltration was suspected of being a cavity in an eosinophilic
lung. The additional feature which sets this type of pulmonary disease apart
from others is the presence of eosinophilic leukocytes in the blood and often
in the sputum. In spite of widespread pulmonary involvement, the disease is
usually asymptomatic; occasionally, hyperacute.
The association of transitory pulmonary infiltrations and eosinophilia was
brought to medical notice by Loeffler in 1932 and the condition is often referred to as Loeffler's syndrome. A number of variants of the original description have since been reported and included under the same heading, t he symptom-complex being quite variable. Several of these will be referred to shortly.
It might be mentioned at this point that many individuals are now .receiving
penicillin, streptomycin and other antibiotics, as well as liver injections and
drugs (reference was made previously to Brown's list of 217 such allergizing
agents) which may cause eosinophilia. An intercurrent atypical pneumonia
during such treatment may be taken, rightly or wrongly, as a manifestation
of Loeffler's syndrome. The writer has been puzzled by several such experiences.
The pulmonary infiltrations in Loeffler's syndrome represent areas of
eosinophilic peneumonia. There are a number of instances on record of pa-
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tien ts who h ad such infiltra tions and who d ied acciden tally . E xamination of
the organ s confirmed t he histologic nature of t he disease. In four su ch cases
Meyenburg found t he lungs t o contain cosinophilic leukocytes and gian t cells,
marked inter stitial pr olifer a tion and serous exuda tion . H e also noted minu te
granulom ata and vascular alterations, th e significance of which will be em phasized in th e discussions on rheumatic pneumonia and periar teri tis nodosa.
A case report with autopsy findings publish ed by Bayley, Lind berg and Baggenstoss likewise r evealed lesions consisting of pneumonic exudate containing
large numbers of eosinophils. Those authors were impressed with the advanced
stage of organization of the exudate, the presence of small granulomatous
lesions and the occur r ence of necrotizing artoritis and phlebitis . Fibrinoid
swelling and necrosis of collagen w or e prominent features and su ggested an
allergi c basis.
Pulmonary infiltrations associated with eosinophilia occurring in asthmatics and others exposed to allergizing agents should be distinguished from a
similar picture encounter ed in, so-called , " t ropical eosinophilia." This syndrome, described by W eingarten on the basis of a stud y of 81 ca ses encountered
in Bombay, India, is characterized by paroxysm s of asthma, weakness, loss of
we>ig ht and appetite and marked leukocytosis. Tropica;l oosinophilia has since
been reported from other parts of tho world. In a study of 8 cases, van der
8ar was able to d emonstrate mites in t he sputum, confirming the findings of
others to the effect that the cond ition is probably a form of pulmonary acariasis. Pulmonary infiltrations with eosinophilia have b een encountered in individuals infected with various parasites, including amoebae, liver flukes,
trichinella, brucella, filaria, cutaneous hclminths and other infestations . Although the pulmonary and blood findings are indistinguishable from those of
Loeffl er' s syndrome, in fact some writers believe the two arc synony mous, a
differential diagnosis is usually possible on the basis of tho more protracted
course of tropical eosiophilia, enlargement of the spleen , examination of the
stools for parasites and r esponse to arsenicals and other m edication.
P rolonged or Recurring Pulmonary I n.filtrations with Eosinophilia, Pleuriti s and I or P ericardilis: As m en t ioned, a number of variants of Loeffler's
s_\· ndrome have been described. Dickie and Grimm r eported an instance of
"Loefflor's Syndrome with Associated Eosinophili c Pleuritis ." Zivitz and
Oshlag reported one of "Eosinophilic Pleural Effusion and Pericarditis with
Effusion in an Allergic Subj ect." M cKinlay r eported a case of "Transien t
P eriods of Cardiac Enlargement Associated with H ypersensitivity to Different
Etiologic Agents." In a preliminary r eport of the sam e case th e author ent itled hi s paper "Allergic Carditis, P ericarditis and Pleurisy." In addition,
a number of cases have been r eported of so-call ed acute primary pericarditis
in which the writers stressed the frequent occurrence of r espiratory and pleural
lesions which , in some instances , m ay have b een allergic in nature.
In a lucid analysis of the problem , H arkavy intcrdigitates the several
variants of Loefflor 's syndrome as representing an expression of the responses
in different organs in which primary sensitiveness of the blood vessels, or
" Yascular allergy," plays a determining role. In Harkavy's opinion there
may be pulmonary-myocardial, plcuropulmonary-myocardial or a pleuropulmonary-myopericardial r esponses. The extension of the process to all
serous m embranes gives rise to symptoms of polyserositis. Although the
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scveraNyrl:ip't om complexes appear 'as clinical entities, they are not independent bu'.t a.r'e1 m erely varying expressions
of a stat'e of h y persensitiveness.
The course of the disease in a patient under the writer's observation illustrated graphically the thesis expounded by Harkavy. In the course of
slightly more than a year, a man of 37 with a history of chronic sinusitis developed recurrent seizures of pulmonary infiltrations, pleuritis and 1 or pericarditis. The pleural fluid, as well as the peripheral blood, showed a preponderance of eosinophilic leukocytes. During the acute febrile seizures,
which were accompanied by chest pain and pericardia! friction rub, improvement followed ACTH and cortisone treatment (Fig. 15).
Periarleritis Nodosa: In 1925, Gruber postulated that periarteritis
nodosa is a manifestation of anaphylactic hypersensitivity. The frequency
with which bronchial asthma, eosinophilia and other allergic manifestations
are found in association with the condition, as well as the demonstration by
Rich and Gregory that focal arterial lesions arc encountered in tissues after
experimental induction of serum sickness, have served to confirm this belief.
The morphological changes affect initially the media of small muscular arteries
which become necrotic and edematous. There is early intimal proliferation
and infiltration with cellular elements chiefly eosinophilic leukocytes. The
inflammatory reaction soon extends to the perivascular stroma. Intracanalicul ar thrombosis sets in and there follows fibrous replacement and occlusion of the lumen of th e vessels. Recanalization of thrombi often occurs.
The weakened wall of the vessel may undergo aneurysmal dilation leading to
hemorrhage. The occluded arteries cause infarction of the affected organs.
These changes manifest themselves grossly in nodules of varying size attached
to blood vessels, especially of the kidneys, heart, liver, skeletal muscles and
nervous system.
For a long time poriarteritis nodosa, or panvasculitis since the changes may
effect veins as well as arteries, was of pathologic curiosity only because the
disease was seldom recognized during life. In recent years the condition is
being diagnosed with greater frequency during the patient's lifetime, not only
when it affects tho heart and kidneys, the organs most often involved, but also
t he lung and other organs of the body . Obviously, if vital organs arc severely damaged, the disca o is fatal sooner or later. But if organs like the lungs,
with a large functional reserve are involved without serious impairment of the
heart ot· kidneys, it is not unlikely that periarleritis nodosa may run a relatively benign course and become arrested. The symptom atology of periarteritis nodosa is variable depending on the severity of the disease and the
organs involved. If the lungs are also affected, outstanding symptoms are
co ugh, chest pain, bloody sputum and asthmatic symptom s. D yspnea is
usually secondary to asthma or heart failure.
With increasing use of routine chest roentgenography in systemic diseases, instances of poriarteritis nodosa involving the lungs are being discovered
with greater frequency. The chest x-ray may reveal striking, although seldom
characteristic, changes due to the fact that tho allergic reaction is part of an
acute inflammatory disease involving all clements of the lung. One type of
roentgen configuration is represented in pulmonary infiltrations, pleuritis
and carditis, much of the lung being obscured by fluid in one or both pleural
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cavities including, at times, the pericardia! sac. Another manifests itself in
irregular nodulations varying in size from a p'inhead to a pea assuming a ·perivascular pattern (Fig. 16). Areas of fibrosis caused by infarction are occa- ·
sionally encountered. In others one sees dense infiltrations extending fanwise into the lungs. Cavi.tation due to necrosis of a large pulmonary infarct
may occur.
Rheumatic Pneumonia: From time to t ime pathologists have drawn attention to the presence of arterial lesions suggestive of periarteritis nodosa
in the tissues of patients with rheumatic fever. Others have stressed the fact
that in a significant number of patients with periarteritis nodosa one encounters articular and cutaneous manifestations as well as rheumatic heart disease.
The intimate relationship existing between these several conditions is supported by the studios of Rich and Gregory who have shown t hat the basic
pathologic features of rheumatic carditis and arthritis can be reproduced experimentally by inducing serum sickness in rabbits. These investigators have
also shown t hat anaphylactic pneumonia caused by hypersensitivity in man
has the basic· characteristics of rheumatic pneumonia.
The pathology of rheumatic pneumonia is not clear-cut for the reason
that by the time the lungs are examined at autopsy the organs are edematous,
congested and often tho seat of extensive infarction. Indeed, some observers
consider rheumatic pneumonia the result of a combination of rheumatism and
congestive changes. In any event, it is estimated that rheumatic pneumonia
occurs in only about 5 percent of patients with the rheumatic syndrome. Histological features of rh eumatic pneumonia are present in thickening of alveolar
walls and interstitial tissues, intraluminal exudate, hyaline membrane formation, vascular and pcrivascular lesions and, on rare occasion, Aschoff bodies,
described also as Masson bodies, which arc small granulomas in alveolar
ducts and alveoli.
The clinical features of rheumatic pneumonia vary widely depending on
the nature of tho rheumatic manifestations, tho competency of the heart and
of the pulmonary circulation. The pulmonary symptoms run the gamut from
a mild respiratory infection with low-grade fever, moderate cough and expectoration to a hypcracute disease with high fever, severe cyanosis, dyspnea,
signs of pulmonary edema and heart failure. In some the occurrence of rheumatic pneumonia does not cause demonstrable increase in the patient's symptoms. There is seldom an upper respiratory infection, chill or sudden pain
in the chest such as herald the onset of most bacterial pneumonias. The
physical findings are inconclusive as far as differential diagnosis is concerned.
The roentgen features of rheumatic pneumonia are not associated with a
sufficiently distinctive pattern to enable one to differentiate the condition
from pulmonary congestion which usually coexists to some degree. In the
absence of gross evidence of congestive heart failure, the appearance of patchy
infiltrations in both lungs, particularly in the upper and midportions, occurring
early in tho development of the rheumatic state is suggestive of rheumatic
pneumonia. The pulmonary infiltrations may assume miliary or nodular
configuration. Inasmuch as bacterial pneumonias are rarely encountered in
rheumatic fever, roentgen findings such as those mentioned, in patients with
active but not decompensated rheumatic heart disease, should make one suspect rheumatic pneumonia (Fig. 17).
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Rheumatoid Arthritis: In 1948 Ellman and Ball reported three cases in
which pulmonary infiltrations accompanied rheumatoid arthritis. In two,
certain features suggested that the pulmonary manifestations were part of the
rheumatic disease. As to rheumatoid arthritis itself, it is now generally believed that the condition is a manifestation of hypersensitivity closely allied to
rheumatic fever, serum joint diseases and several of the allergic conditions
mentioned previously. This view receives additional support from the fact
that the administration of cortisone or ACTH exerts significant alterations
in the lesions of patients with rheumatoid arthritis. The roentgen findings
in the lungs, as reported by Ellman and Ball and several others, consist of
bilateral patchy infiltrations of a reticular nature. Pleural effusion may be
present. The infiltrations as well as the fluid in the pleural cavity disappear
with improvement of the articular manifestations.

Figure 12.- Massive atolectasis in an asthmatic woman of ;36 d ue to bronchial obstruction
by retained sputu m. A. Homogeneous density occupyi n14" two~thi rds of left hemit horax. (Lateral projection revealed collapse of left upper lo he ). B. After remov~l of
obstruction, almos t complete roe'\pansic n of lun g; increase of bronchovascular marki ngs
io both lungs. (Simila r episode three years previously ).
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F'igure 13.- Spontaneous pneumothorax in an asthmatic of 37. A. Right-sided pncumothorax; lung a lmost completely collapsed; right diaphragm depressed and flattened
showing costal digitations. B. Five weeks later, lung reexpand cd; moderate increa se
of bronchovascular mar kings in both lungs. (Similar episode six years p reviously ).

A

' l

B

:f igure 14.- 'l'ransitory p ulmonary infiltrations wit h cosinophilia in an asthmatic woman
of 32 (Loeffler's syndrome) . A. Irregular, soft densities in both upper lobes. B.
One month later, comple te clearance of infiltrations with residue of calcific foci in
left apex and left hilar r egion, stigmata of a healed primary tuberculous infectio n.
(Differential diagnosis of active pulmonary tuberculosis ; sputum negative for acid
fast organisms; eosinophilia 19 percent; rapid resolution of infiltrations).
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l<'igul'O 1.5.-Recurring pulmonary infiltrations, pleuritis and pericarditis, witl1 cosinophilia
in a man of 37. A. Circum ·cribod infiltration right lower Johe; irregular inl"iltrations and pleural resection, left lower lobo; enlarg·od heart; evidence of healed fracture
of ribs (R 4, L 5 and 8). B. 'l'hree weeks lator, decrease in sizo of heart and regression
of pleuropulmonary infiltrations. C. Three months later, heart atrain enlarged ;
reappearance of infiltrations and pleural reaction at left base. D. Two weeks later,
regre ·sion. (In the spaco of 14 months, 5 seizures of tho type shown; clinical and
electroeardiograph.ic evidence of recurring periearclitis; fluid aspirated from both
pleural cavities showed eosinophilia, 12 per cont; increase in oosinophilo count in hone
in bone marrow smear and peripheral blood; favorahlo response to ACT 11 and cortisone treatment).
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l<'igurc> 16 -Pel'iarte1·iti s noclosa in a n asthmatic man of 61 with pu lmona ry involvement.
A. :Xoclular and reticular infiltrations in both lungs, especially right; fluid left base;
rnlarg'<>d heart. B. liight lower lobe, showing detail of ;nfiltrations. (Eosinophilia,
22 percent; h\'pert<'nsion, pros tate romovecl because of <lyHiria showed periarteritis
and Posinoph ilic ~ranuloma; autopsy rc•vealod pcriarteritic chang<>s involving heart,
urog-<•nital organs, mu,,clos and lungs; left lung revealed areas of consolidation and
c·avitation hut no organisms in pan•nchyma).

Jt'iguro 17. ~{h e11 matic. prwumonia in a g irl of JO associated wit~t a<>u tcly progressive
rhrumatic h eart cltsNiso. A. Heart modoratoly enlarged with flattening of left
hordor; lungs clear. B. Two W<'eks later, fan-shaped densities radiating into midportions of both lung1i; increase in s ize of heart. ('l'otal duration of illness seven
months; autopsy show!'d rheurnntic endoearditis of mitral and tricuspid valves· congC'stion and edema of lungs with thickening' of isepta and mononuclear cell permeation; rheumatic pn<.'umonia).

Some Unresolved Problems in the
Tuberculosis Control Program *
J. E. Hiltz, M .D., D.P.H. **

A

few weeks ago a senior Health Department official was heard to make
the vNy pertinent remark that Nova cotia had a good tuberculosis
prog-ram in operation in 1940 and that, if it was good for 1940, it is probably
not altogether adequate for 1953. Of cour e much progress has been mad e
during the past thirteen years and changes have evolved, but were they all
good and did they go far enough, or havC' we sometimes missed seeing the problems due to the magnitude of the undertaki ng.
lL is not planned in this paper to offer suggestions for an entirely new apporaeh lo Tubercul osis Control nor to review completely the present one but,
rather, to indicate a fo w leaks in tho dikC's of tho program wh ich might well be
. topped with the fin gC'r of initiative a t this tim e.
• tatistically, it is sometimes very difficult to determine whC're Nova cotia
is going or how far it ha gone in T uberculosis Control. It is almost impossible
t o combine annual reports from the different Divisions and different Hospitals
in order to determine how many new cases have been fo und in the Province
each year , or how many of them have been given instit utional treatment or
what res ults we have obtained from t he treatment routines. During the years
when sanatorium beds wore in short supply, many cases of minimal or moderately advanced tuberculosis were, of necessity, treated in the home. D id
they do be tter or worse than if they had been in sanatoria? Not only is such
info rm ation often lacking bu t that which is available is not comparable for
different Divisions and so cannot be combined to produce adequate totals.
Fm·t una tcly, our Department of Health is well aware of this doficioncy and has
already taken steps to bring about uniformity of reporting procedures. At
tho sam e time would it not be well to conform with tho Dominion Bureau of
Sta tistics by compiling all records on tho basis of the calendar year rather
than various fiscal years which now makes desirable comparisons with the
other provinces impossible.
It is said that there i a changing age incidence of tuberculosis and that
there is a higher porcen iagc of older people now dying of t he disease. This
fact has been indica ted by tables prepared to show the situation in t he larger
cities of tho U . S. A. over the years. Docs t he same situation exist in Nova
cotia? If so, what is being done here to as ure that an increasing number of
perso ns over 40 years of age are being x-raycd and having spu tum tests?
These old people are the spreaders of tuberculosis to the young. There
arc in Jova Scotia, according t o the 1951 census, 101,279 people or 16 per
eenL of t ho population over the age of 55 and oven 35,485 over tho age of 70.
It m ust not be forgot ten that tuberculosis in these older ago groups is very
likely Lo be of t ho chronic type, which docs not kill but spreads to others.
If a program calling for a chest x-ray for everyone over 50 could be initiated
*Read at the Refresher Course, Nova Scotia Sanatorium, Kings County, N. S.,
January 9-10, 1953.
••.Medical uperintendent, -ova Scotia Sanatorium.
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many of our presen t Pools of infection could b e found and eliminated. A person cannot movo frort 1 c:ioada to the U. S. A. without first having a ch est
x-ray. \Vhy could it not also b e a requisite for all :rova Scotian adults rece iv ing Old Age Pons~ons and Mothers' Allowances. These benefits are free
to the recipient. \Vh~ should they not also r eceive, at no charge, a clean bill
of health if they are (1ntitled to one? Our citizens r emaining in our country
should be just as important to us as those leaving to settle to t he 'South of the
Border.' "Over 50, ~ ln ~-ray's thrifty".
\Vhen it comes t() finding new cases of tuberculosis it is generally conceded that the most Pr od 11rtive group comes from the examination of contacts
of known cases. Thi~ is ueing rather well done at present. The n ext most
productive group is l\iadc up of admissions lo general hospitals. In Nova
Scotia this is a compal'ati,·ely n ew field but one which is developing. At the
pr<?sent time this pro~rant is under way in the following hospitals:
Camp IJill Hospital, Halifax
Colch1 •ster County Hospital, Truro
Grae<' ~ratrrnity Hospital, H alifax
Halifa ~ Infirmary, Halifax
Glaco Ba,· General Hospital, Glace Bay
Roso\\ ay ·1Ios pital, Shelburne
St. Jo~oph's Hospital, Glaco Bay
St. Mittthll's Hospital, Antigonish
Yiclot ia o eneral Hos pital, Halifax
Yarmc1ttb Ilospital, Yarmouth
and shortly more hos11tal~ are to follow tho example of these.
The next most pt 1,ctuelive group, as far as yielding n ew cases of tuberculo is is concerned, is 11,acti• up of those per sons who visit a doctor's office b eca use they do not foel wcJI. Are tho family doctors being urged to send their
patients for x-ray? ~[os ! of them work near a hospital where good x-ray
facilities are available., , \rould this source perhaps y ield as many or more
cases than the present \fol>ile X -ray Unit or at least more than another Unitand at loss cost. Po ~ bl)' this could be developed to make a good additional
project for the Tuber-~u1osis Control Program.
It is now generaltv conceded that B.C.G. vaccine gives an appreciable
and valuable degrne 1.f protection against the development of tuberculosis
a mong those who fac~~ a,Jl environmental or occupational exposire hazard.
It is also generally %needed that the danger to student nurses is greatest
during the early days !,f tJ 1eir studentship upon the wards of tho general hospital where they are irt trllining. During 1951 , our first year for the Gen eral
Hospital Admission X-:ay- Program, only 2,662 persons were so x-rayed, but
they included 88 case4of tuberculosis of which at least 20 wore proven to be
active and would hav,. pr esented tuberculosis hazards to unsuspecting hospital employees. The glud ont nurse, therefore, should b e vaccinated when she
first starts to train if Sle pas a negative tuberculin t est. At the present time,
each of our Nova SCl)·iatl training schools for nurses, with two exceptions,
has embarked on a B. (' G \·accination program. All of those, however , do not
provide vaccination L< ,0; ~, the student nurse reaches tho wards. It is to b e
hoped that this situati 0
b e corrected soon.

,,·ill
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And further about Schools of Nursing, more edu cation of nurses is needed
regarding tuberculosis. The affiliate nursing program at the Halifax Tuberculosis Hospital and the Nova Scotia Sanatorium are not designed to supply
free nursing labor to those institutions, but rather to provide the nursing profession with an awareness of t h e tuberculosis problem, an interest in it, and a
freedom from fear of it, which in the past has d enied nursing care to t he t uberculous, whether in the home or in a tuberculosis institution. Let u s sponsor
more tuberculosis edu cation of our nurses.
Is it not time, perhaps, that our thinking regarding the tuberculin Patch
test was revised. In adults it is definitely inadequate. We can quote many
cases from. our own Sanatorium records when sputum was positive for tubercle
bacilli but the Patch test was negative. In school populations where the incidence of active tuberculosis is very low, it is quite easy to get good correlation
between the Patch test and the X-ray, and fairly easy between the Patch
test and the Mantoux test, as the skin of children is sensitive and, out of
10,000 tests, only one to two thousand would be positive by either test. It is
when we arc testing only known positives, that the weakness of this test shows
up and especially when applied to the relatively insensitive skins of adults.
Should not t he Patch test used as a screening process be abandoned unless
negative reactors arc followed by means of a ~1antoux test?
How about the institutional care of patients? Two features that have
crept insidiously into our thinking arc retarding this program..
In the first
place, in some cases major surgery has shortened the required period of curing
very markedly. Indeed, this has been so dramatic and has happened so frequently, especially following pulmonary resection, that there has developed a
general impatience on the part of many non-surgical cases on the cure to a
point that they are umYilling to follow curing principles as long as is required
to bring about arrest of their disease. Further, even those undergoing major
surgery arc becoming increasingly impatient and are refusing to convalesce for a
sufficiently long period of time to assure that their remaining disease may become thoroughly inactive--and there is always some disease remaining, perhaps on t h e pleura, perhaps in the resected bronchial stump, or perhaps microscopically in the unresecil:-d lung tissue. Surgery is wasted if not effective
and will not be effective unless reinforced by adequate bed rest treatment. A
readmission to a sanatorium on account of reactivation of disease is a waste
both of t ime and money. Surgery cannot do the job alone. Adequate and
prolonged postoperative care arc required if readmission rates are to be kept
at a minimum. A temporary conversion of sputum is good only so long as it
lasts. A breakdown after lung resection may signify the end of the road for
that patient. A few additional months of careful curing might have assured
firm healing and left readmission beds available for the care of new cases or,
better still , left them empty.
Those patients who sign out of a tuberculosis hospital against advice present a real problem, as they are u sually persons who arc careless about their
own health and not interested in the h ealth of others. There seems to be an
increasing tendency for patients to sign out. :Many of these are patients who
have had major chest surgery and it is only a matter of time until some of them
will be r eturned to the sanatorium with empyema or reactivation of parenchymal disease. In what respect are we falling down in regard to them?
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In the first place, there should be more inten iYe education of the patient
in regard to tho seriousness of tuberculosis, the danger of infection to others,
and the need of prolonged treatment to consolidate the healing process once
that condition is reached. There is also need for further development of our
rehabilitation program in order that they may be provided with diversional
activities and entertainment, so that their sanatorium stay may be less trying
and more pleasant. "\Ye also need further expansion of our Rehabilitation
Program in order that more patients may be interested in some vocational
goal, and so better able to carry on \vhen fit to go home and, also. while on the
cure, may feel that they are accomplishing something worthwhile in addition
to the healing of their disease.
Secondly, for those patients who refuse to remain in sanatorium as long
as they should, thl're is need for a more vigorous application of the present
legislation governing the apprehension of refractory patients. Recently four
patients kft the anatorium against medical advice, one after the other. It
is reasonably certain that each waited to see what was going to happen to the
one who departed just before he or she decided to go. The prompt return of
the first patient, whether by legislation or pcrsnasion, would probably have
prevented the othC'rs from even trying to leave. Everything possible must be
done to get these people w<'ll and protect their associates.
In regard to legislation. it can only be said that it is a necessary Hil.
Education is ahvays preferable to legislation, but where education fails the
law must take over. Once it does so. the matter cannot be treated lightly.
A Court Order case is in jail to all intents and purposes, albeit a preferred type
of jail with all the comforts of hospital life. But they are still confined.
They cannot be permitted away from the sanatorium to which they arc confined without the permission of the Attorney GeMral's Department. Should
a Court Order case escape he should be brought back by the R.C.M.P. immediately. Next day or next week is not good l'nough. Recently one of the
Sanatorium Court patients ran away and the police did not go after her promptly. She returned of her own volition in 2..J: hours or so. with the remark ""\Vell,
I had my pass anyway!" Following this, as she had got away with it, two
other Court Order patimts did the same. If contacts are to be protected and a
travesty is not to be made of legal procedures, these people must be brought
back promptly.
And, speaking of Court Order casC's, it is undesirable that sanatorium
staff should be required to appear in court against these patients, as they have
to live with the patients afterward and look after their needs. The staff, to
accomplish anything with them must ha,·e their confidence a'nd cooperation.
You cannot expect a patient to be very fond of the doctor who has h elped to
sentence him in court. Indeed, the chances arc h e will dislike him thoroup-hl~
and his hate will be contagious as far as sympathetic fellow patients are concerned, and so the morale of the institution will be undC'rmincd. It is desirable
to keep the sanatorium staff out of court, whenever possible, Prosecutions
are best carried out in an impersonal manner by the Divisional Medical Health
Officers.
Another problem that has reared its head on the horizon is the administration of chemotherapy to tuberculous patients in their homes. No one will
gainsay the propriety nor the ability of the Divisional ::\fedical H ealth
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Officer or family physician well versed in the knowledge of t uberculosis to
su pervising properly such treatment in the home. It frequently happens however , that once treatment is undertaken in the home he may have very little
more to say in the supervision of the patient's care until some special difficulty arises such as a drug sensitivity or until the particular form of treatment
has been demonstrated to be ineffective.
In the meant ime that p~tien~ receivii:ig t reatment at home may well have
been a dangerous source of mfoct10n to his contacts and, worse still, has been
an a ttractive example to other patients who might prefer to cure at home and
so be led to do so by this poor example. It is well known that chemotherapy
can be used effectively for only a relatively short period of time before the
tubercle bacilli become resistant to the drug in question.
It is known, too, that there is an opt imum time and duration for the u e
of these drugs ai;id that there sl~ould be a synergistic combination of drug,
surgery and rest m order to obtain the best t reatment r esult. If patient are
t o be treated with drugs a t home until t hey become resistant to them, not
only may they have infect ed their contacts but, by the time they reach the
hospital, t here are bad holes in t he umbrella of chemotherapy which ma~· be
absolutely essential to cover necessary chest surgery. Another problem
which is being r eported with incr easing frequency is th e infection of persons
with t ubercle bacilli already r esist an t t o tho antibiotics. These patients have
t wo strikes against them a t the b eginning of treatment. Chemotherapy,
then , should be used in the home with great infrequency, if at all, and with
the utmost care in pulmonary t uberculosis and also in many non pulmonary
conditions.
One of our biggest problems at present and one which was not so obvious
in the p ast has been the existence of tuberculosis among the inmates of our
County Homes and M ental Hospi tals. Our Nova Scotia Hospital has a good
tuberculosis control progra. u 'vith B. C. G. vaccination of st udent nurses,
routine x-raying of staff and patients and a separate isolation ward for male
and female tuberculous m ental patients. The same cannot be said for all our
Municipal Hom es. During 1951 twenty of the deaths from t uberculosis occurred in Nova Scotian mental instit utions and durino- approximately the
first six months of 1952 seven t ub erculous deaths are r ecorded as having
simil ar r esidence at time of death. H ere is a group of patients gathered together in situations where they might be supervised carefully. None of them
can refuse examination and yet a goodly number of tuberculous cases must
exist in these Hornes if they are contributing twenty deaths per year. The
mental case is no toriously careless as far as sanitary precau tions are concerned.
Why should this group b e allowed to go on spreading tuberculosis t o other inmates and staff and contribu te approximately 20 per cent of t he tuberculous
d eaths in Nova Scotia when they are a civic r esponsibility.
And, finally, t he system of r eporting d eaths by our Dominion Bureau of
Statistics has been alter ed within the past t wo to three years so that tuberculous persons dying of some condition such as cancer, or coronary disease, or in
an accid ent, are no longer charged against the tuberculosis death rate. This
is as it should be, and it is encouraging to sec the death rate fall even more
rapidly than would be the case if the old system still prevailed, but it should

THE N OVA SCOTIA MEDICAL BU LLETIN

225

not bo cause for complacency. Tho cancer case or t h e heart patient who also
has sputum positive for tubercle bacilli is still a menace to his associates and is
still our responsibility. Let us leave no avenue unexplored in the control of
tuberculosis.
Summary:

There has been presented for consideration the following:
J. A need for more uniform reporting of statistics by Health Units and
institu tions and also a pica that these be based on a calendar year
in confo_rmity with the practice of the D ominion Bureau of Statistics.
2. A need for a special program for the x-raying of persons over 50 years
of age. 40 men and 15 women over 50 die d of t uberc ulosis in Nova
Scotia in 1951.
3. A need for the furt.Jrnr rapid expansion of the Hospital Admission
X-ray Program as a case finding measure.
4. A need to furthC'r C'xplore as a case finding medium the routine visitor
to the doctor's office.
5. A need for expansion of tho B. C. G. program among student nurses
when they first enter their Schools of Nursing.
6. A need for greater attention to nursing ed ucation in regard to all
phases of tuberculosis, including rehab iii tation.
7. A need to review our thinking in regard t o the inofficienoy of the
tuberculin Patch test.
8. A need to re-emphasize the necessity of ade quate bod rest treatment
if surgery and chemotherapy are to be effective in t he healing of
tuberculosis and if its inactive state, once attained, is to be maintained.
9. A need for prompt action in regard to those patients who terminate
treatment too early and lea,·e tuberculosis institutions against advice.
10. A need for the prompt apprehension by police authorities of Court
Order cases who have escaped from confine ment and a plea to keep
hospital personnel out of court.
11. A need to limit the administration of chemotherapy in tho home to a
bare minimum.
12. A need for a more comprehensive and adequate program for the discovery and care of cases of tuberculosis in o ur municipal institutions.
13. And, finally, a need for tho abhorrence of complacency in regard to
the rapidly falling tuberculosis death rate. There is still a high morbidity rate which requires all our energy, a ll our facilities, and our
best thought.

Centennial Celebration Notes
URING the forthcoming festivities connected with our Hundredth An-

D nual M eeting in October it is confidently expected that we, as members of
the M edical Soci ety of N ova Scotia, will be hosts to many d istinguishcd visitors
and guests. Among them, not the least di tinguished, wi ll be the members of
t he Executive Committee of the Canadian Medical Association, who have
arranged to hold their autumn business meeting in Halifax, and so to do honour
to our great occasion. To our knowledge this is the first time a division of the
C . M . A . has been so honoured, and it would seem only right and proper that
the awareness of the honour be demonstrated in th<' warmth of the welcome
accorded to this particular group of people. Th e fact that a donation of
$1000.00 comes to the Centennial Commi ttee from that source is further proof
of the friendliness of their feeling toward us.
In order that the members of the C. M. A. Exec utive may not come
among us as strangers we have though t it fi tting to perform a sort of introduction on paper. For this purpose we sought and obtained from Dr. A. D .
K elly, the D eputy General Secretary of the C. M. A., the following brief account of the component parts of the Executive, together with thumbnail
sketches of its presen t members. Dr. Kelly supplied all the personal descriptions except the one applied to himself. Thero modesty overcame him and he
wrote: "'l.,ho less said the better'" vYc therefore looked to the Chairman of the
Executive Committee to remedy tho d efect and he prepared the profile on Dr.
K elly. (It is our edi torial opinion that, failing in their present vocations,
both these gentlemen would achieve success as writers of epitaphs.)
We regret that no photographs could b e secured . Some of the faces will
be familiar while others will no t. It is our hope t hat when October com<'s,
the nam es will be enough to identify both the owners and their wives, and to
ensure a truly ova Scotian welcome to those who bear them. M.E.B.G .

The C. M . A . Executive
The Executive Committee of tho Canadian M edical Association is, as
the name suggests, tho executive arm of tho policy-making General Council.
It acts between meetings of the General Council to conduct the business of the
Association. Normally it meets four times a year, but may be assembled
at the call of the Chairman. Members of the Execut ive Committee arc elec ted
by the General Council and they consist of
(a) t he Officers of the Association
(b) t he Divisional Representatives
(c) tho Officials of tho Association
Tho curren t strength of the Executive Committee consists of the following
t wenty-one individuals :Dr. Norman H . Gosse, Halifax, Nova Scotia

Chairman of the Executive Committee ; Chairman of the General Council ; Chairman of the Committee on By-Laws and recent Past President
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of tho Association. :Nova Scotia's gift to tho C.M.A. A man whose
good works in education, organization, economics and cancer require no
endor~ement to his '"oya Scotia colleagues. Ilis stature as a leader of
tho profession is recognized and acknowl<'<lg<'d throughout Canada.
Dr. Charles W. Burns , Winnipeg, Man .
President of the Canadian ~Icdical Association; Professor of Surgery,
University of ~Ianitoba; President, Canadian Association of Clinical
Surg<'ons; Past President, College of Physicians and Surgeons of Manitoba; Past President of the Manitoba Division of the C.M A.
ormally
busy in t)le practice of surgery, Dr. Burns has devoted much of his time
recently to the affairs of the Association, as host and chi<'f a rra nger of the
highly successful Winnipeg me<'ting and as v isitor in hi s offi cial capacity
to the provincial Divisions in Annual Meeting assembled.
Dr. C . Fritz Strong, Vancouver , B. C.
President-Elect of the Canadian ~1ccli cal Association; C linical P rofessor
of ~Icdicine, Gniversity of British Columbia. A leading internist of
Vancouver, Dr. Strong has sen'ed the British Columbia Division as its
President and has been Chairman of the Committee on E conomics of the
C.~1.A . Organizer and spark plug of tho B. C. Cancer InstitutP and the
\Y cst<'rn Society for Rehabilitation. Ile and his local committees arc
already at work to insure that the 7th Annual ~footing, Vancouver,
June 14-18, 1954, will be a memorable one.
Dr. Edward S. Mills, Montreal, Oue.
Honorary Treasurer of the C.M.A.; Professor of Medicine, M cGill University; Physician-in-Chief, Montreal General Ilospital. Following
several years service as a reprcs<'n tativc of t he Quebec D ivision on the
Ex<'cutive Committee, Dr. (Eel ) Mills was <'lccte<l to control the purse
strings of the Association and ho has ably fulfill ed tho du tics of Honorary
Treasurer since 1950.
Dr. John A . Ganshorn, Vancouver, B. C.
President of the British Columbia Division, whose cl<'stinics he has dirC'cted during a P<'riod of actiYC reorganization and ex pansion. A busy
Yan<'OU\'Cr practitioner, John is a rH'W m<'mb<'r of the Executive Committee.
Dr. R. M. Parsons, Red Deer, Alta.
A recent Past PrC'sident of the Alberta Di,·ision, foe bri ngs lo the Committee a wealth of experiene<' in economics and all good works. H e is
the senior mC'mber of a small group practicing in Red Deer.
Dr. Fritz E. Werthenbach, Unity, Sask.
Fritz is curr<'ntly President of the Coll<'ge of P hysicians and Surgeons
of Saskaich<'wan a nd of the Saskatchewan Division. H e has served an
apprentic<'ship in the active committees of h is province and ably r epresents tho viewpoint of the small-town prairie doctor.
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Dr. R . W. Richardson , Winnipeg, Man.

Roy has represented the Manitoba D ivision on the Executive Committee
for three years. H o is Chairman of the Committee on Economics, a task
of great responsibility and hard work. He has just returned from The
H ague where he acted as C.l\f.A. delegaLe to the Assembly of W.M.A.
While not working for the profession, Hoy practice surgery in Winnipeg
and is Assistant Professor of Surgery at the University of Mani toba.
Dr. Hugo T. Ewart , Hamilton , Ont.

President of tho OnLario Division. In civil life Hugo is Medical Superintendent or the Mountain Sanatorium, Hamil ton. Jn t.erspersed among
a multitud e or other duties he find s time to represent the Association
on the anadian Commission on I ursing.
Dr. Roy H. Maly on, Toronto, Ont.

Immediato Past President of the Ontario Division, Roy has served tho
Association as a member of tho Executive Co mmittee for three years.
Ask anyone in the Toronto East Medical As. ociation whether ho really
contributes- they will tell you'
Dr. R . M . Mitchell, Sudbury, Ont.

President-Elect of the Ontario Division, foo practices surgery in the
nickel capital of the world. He brings to his now position on the Executive Committee a wide experience in matters as varied as contract practice and hospital organization.
Dr. J. R . Lemieux, Quebec , Que.

President of the Quebec Division, Reynard is t he only member of the
Executive Committee whose native tongue is French. He is an able
representative of the senior culture of Canada and is a tireless worker for
liaison between L' Associa tion des :M:cdecins de la Langue Fra ncaise du
Canada and the C.M.A. \Yhen not working for the good of the whole
profe sion ho conducts a practice in internal mC'dicinC', act as a hospital
administrator, and is Profeseur-titulairo of lhC' l\ledical Clinic a t l'Hopital du aint-Sacrcment of Laval University.
Dr. W. deM. Scriver, Montreal, Que.

Waller ha.c:; r epresenf.Ad th11 Quebec Division on th e E xecutive Committee
for several years. Ho brings abundant experience and wisdom. In his
spare time ho fulfils the duties of Professo r of 1.odicine, McGill UniYorsity ; Head of tho University Clinic and Physician-in-Chief, Royal Victoria Hospital and· conducts a consulting practice with special interest
in diabetes.
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Dr. R . Van ce Ward, Montreal, Que.
Immediate Past Presiden t of t he Quebec Division and Vice President
of t he Council of t he College of Physicians and Surgeons of Quebec. A
leader in economic t hought in his province, Vance combines an interest
in industrial and insurance medicine with the duties of a Lecturer in Medicine at McGill.
Dr. C . L . G ass, Sackville, N . B.
The newly elected representative of the New Brunswick Division, Charlie
brings with him the respect and affection of his colleagu es in that province. A tireless worker for t he a dvancement of the profession, he was
a key figure in the recent H ealth Survey in N. B . As the head of a first
class clinic in Sackville he is medical father confessor to generations of
students at Mount Allison. One oi his current activities is that of a
member of the organizing committee for the College of General Practitioners of Canada.
Dr. M. G. Tompkins , Dominion, N. S.
Dr. Tompkins is Nova Scotia's rather new representative who followd
two years of Doctor Blackett. He needs no introduction to Bulletin
readers. He is not one of the noisiest members of the Executive, but one
does not have to be noisy to be effectively heard.
Dr. W. J. P. MacMillan, Charlottetown, P. E. I.
The veteran representative of P. E. I., Sir \Villiam, is either current
president or past president of all good works on the Island. He brings
to tho Executive Committee a wealth of experience and wisdom and is
further distinguished by being t h e only member who can claim to have
been Premier of his province.
Dr. John A. Walsh, Manuels.
John was the first representative of the infant Newfoundland Division on
the Executive Committee and, after a year's interval, he returns to that
post. He is Edinburgh trained, practices in an isolated community and
brings his native wit to bear on the problems as they are debated.
Dr. T . C. Routley, General Secretary and ~1anaging Editor.
He is a neophyte indeed who does not recognize in Clarence the man who
for over thirty years has been the continuing force of the Association.
His recent activities in international affairs with \Y.H.O. and W.M.A.
have demonstrated in a broader field his outstanding abilities and his
election in July to the position of President-Elect of the British Medical
Association is a crowning honour.
Dr. H. E. MacDermot, Editor.
The editorial sanctum in Montreal contains the man who turns out month
for month tho Canadian Medical Association Journal. His high standard
of literary taste is reflected in its pages and his interest in the history of
medicine is also made evident. Ernest made a most useful contribution
to literature of medicine by the publication in 1935 of his "History of the
Canadian Medical Association."
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Dr. A . D . Kelly, D eputy G en eral Secretary.
Doctor K elly has b een the v ery capable assis tan t and D eputy to Doctor
Routley for a good many y ears . N ext year, when Doctor Routley is
translated to a higher l evel of service, Doc tor K elly will succeed to the
position of Gen eral Secr etary and will bring to i t a w ell establish ed r ecord
of service to C anadian m edicine . His inter est in all d epartments of the
C .M.A. is k een and his knowledge en cy clopaedic. His sympathies ar e
broad as m edicine. H e has shown a fine interest in the movem ent which
has led to t h e C olleg e of G eneral Prac tice, in t h e movem ent to bring into
a more satisfactory r elationship the various national sp ecialist socie ties,
in M edical E conomics and in Public R elations . H e h as b een the virtual
fat h er of CAMSI and is father-confessor t o its m edical s tudent m embers.
C anadian m edicine is fort unate in that its most important office will
continue to b e so ably filled.

Centennial"" Celebration
SCIENTIFIC AND SOCIAL PROGRAMME
MONDA y OCTOBER 5th, 1953
I

Morning-- Victoria General Hospital, Nurses' Residence Auditorium.

Chairman: Dr. A. E . Doull.
9.00- 10.00

Surgical Clinic- Carcinoma of Colon, Dr. W. A. Curry.
Ulcerative Colitis, Dr. C. E . Kinley.

10.00-10.50

Modern Concepts of the Tonsil and Adenoids.Dr. G. E. Tremble.
Intermission-IO minutes.
Chairman: Dr. R. L. deC. H . Saunders.

11.00-11.50

Surgical Clinic-Jaundice- Dr. C. F. W. Illingworth.

11.50- 12.15

"Management of Urinary Lithiasis"- Dr. C. L. Gosse.

12.15-

Psychotherapy in General Medical Practice- .
Dr. W. Malamud.

1.00

LUNCH.
A fternoon-

Ballroom- Nova Scotian Hotel.
Chairman: Dr. H . G. Grant.

2.30- 2.50

Cancer Programme for Nova Scotia-Dr. N. H. Gosse.

2.50- 3.40

Carcinoma of the Stomach-Dr. C. F. W. Illingworth.
Intermission- 5 minutes.
Chairman: Dr. J . W . Merritt.

3.45- 4.30

Problem of D egenerative Vascular DiseaseDr. N. G. B. McLetchie.

4.30- 5.15
Evening-

Nasal Physiology and Nasal M edication- Dr. G. E. Tremble.
Victoria General Hospital, Nurses' R esidence Auditorium.

8.30 p .m.

Committee of Trauma of American College of Surgeons.
Discussion on "Trauma."
Bring your cases and problems for informal presentation.
Moderator : Dr. A. L . Murphy.
M embers : Dr. T. B. Acker, Dr. B. K. Coady, Dr. W. A. Curry,
Dr. J. V. Graham, Dr. C. E. Kinley, Dr. E. F. Ross.

LADIES' EVENTS.
All day.

Registration.

Nova Scotian Hotel.
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TUESDAY, OCTOBER 6th, 1953

Morning9.00- 10.00
10.00-10.50

11.00- 11.15
11.15- 11.45
11.45- 12.00
12.00- 1.00

Victoria General Hospital, Nurses' Residence Auditorium.
Chairman: Dr. T. M. Sieniewicz.
External Otitis-A Controversial ProblemDr. G. E . Tremble.
Relations Between Organic Factors and Psychic FunctionsDr. W. Malamud.
Intermission- IO minutes.
Chairman : Dr. :\1. R. :MacDonald.
Megacolon- Dr. N . B. Coward.
Subdural hematoma- Dr. R. M. Ritchie.
Discussion- Introduced byDr. G. B. Wiswell.
Symposium by Department of Obstetrics and Gynaecology.
Moderator : Dr. II. B. Atlee.
Natural Childbirth Y.I:ethods.
Introduced by Dr. I. A. Perlin.
First Thirty Minutes of Life.
Introduced by Dr. J. McD. Corston.
Carcinoma of Female Genital Tract.
Introduced by Dr. \Y. R. C. Tupper.

Luncheon- Victoria General Hospital Cafeteria.
Courtesy- Victoria General Hospital.
Afternoon- Ballroom- .:'fova Scotian Hotel.
Chairman: D. C. C. Stoddard.
2.30- 3.00 A Century of Medicine in Nova ScotiaDr. K. A. MacKenzie.
3.00- 3.20 Pulmonary Emphysema- Dr. C. A. Gordon.
Intcrmission-5 minutes.
Chairman: Dr. G. G. Simms.
3.25- 5.30 Round Table-"Prcsent Status of Health Insurance in
Canada."
Moderator : Dr. C. B. Stewart. Dr. A. D. Kelly, Dr. 0. LeRue,
Dr. A. W. Titus.
6.00 p.m. Meeting of Defence Medical Association-.r ova Scotia Division- Cam bridge Library.
Evening9.30 p.m. Cen tennial Ball-Nova Scotian Hotel.
LADIES EVENTS.
2.00 p.m. Visit to Uniacke House, ::\-fount Uniacke, Nova Scotia.
(A former home of Richard John Uniacke, ono time Solicitor
General of Nova Scotia. This excellent example of colonial
architecture was built in 1813 and has some fine 19th century
furniture.)
5.00 p.m. Return to Halifax for tea.
9.30 p.m. Centennial Ball-Nova Scotian Hotel.
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WEDNESDAY, OCTOBER 7th , 1953
Morning-

Camp Hill Hospital Auditorium.
Chairman: Dr. T. E. Kirk.

9.00- 9.50

Recent Developments in Geriatrics-Dr. W. 0. Thompson.

9.50-10.10

Long T erm Results of Gastrectomy at Camp Hill Hospital.
- Dr. R. M. MacDonald.

10.10-11.00- Post-Gastrectomy Syndromes-Dr. C. F. W . Illingworth.
Intermission-IO minutes.
Chairman: Dr. H. D. O'Brien.
11.10-11.30

" Surgery of Anus and Rectum"- Dr. E. F. Ross.

11.30-11.50

Dysphagia-Dr. E . P. Nonamaker.

11.50- 1.00

Round Table-"Management of Peripheral Vascular Disease."
:Moderator: Dr. J. A. Noble. Dr. G. W. Bethune, Dr. C . M.
Harlow, Dr. L. C. Steeves.
Luncheon- Camp Hill Hospital.
Courtesy-Department of Veterans Affairs.

Afternoon-

Ballroom-Nova Scotian Hotel.
Chairman: Dr. R. 0 . Jones.

2.30- 3.15

Hormonal Factors in Psychiatric ConditionsDr. M. Malamud.
Discussion opened by Dr. W. 0. Thompson.

3.00- 3.45

Types and Treatment of HypogonadismDr. W. 0. Thompson.
Intermission-IO minutes.
Chairman: Dr. D . J. Tonning.

3.55- 4.15

Thyro-cardiac Disease-Dr. D. L. Roy.

4.15- 5.05

Round Table-"The Menopause".
Moderator: Dr. H. B. Atlee, Dr. M. Malamud,
Dr. W. 0. Thompson.

9.30 a.m.

Executive Meeting of The Medical Society of Nova ScotiaDalhousie P ublic Health Clinic-Lecture Room.

1.00 p.m.

Luncheon- Executive. The Medical Society of Nova ScotiaN ova Scotian Hotel.

2.30 p.m.

Executive Meeting of The Medical Society of Nova ScotiaDalhousie Public Health Clinic-Lecture Room.
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WEDNESDAY, OCTOBER 7th , 1953 (Continued)
Evening6.30 p.m.

Reception- The Medical Society of Nova Scotia- Nova Scotian
Hotel- Ballroom.

7.30 p.m.

Buffet Supper- Nova Scotian Hotel- Main Dining Room.

9.00 p.m.

John Stewart Memorial Lecture-Nova Scotian HotelBallroom.
"SURGERY AND SCIENCE"
Wilder G. Penfield, 0.M., C.M.G., M.A., M.D .. D .Sc.,
F.R.C.S. (C), HON. F.R.C.S. (Eng.), F.R.S.C., F .R.S. Professor of Neurology and Neurosurgery, McGill University,
Montreal, Director, Montreal Neurological Institute.
Chairman: Dr. A. E. Kerr, President, Dalhousie University.
Originated and sponsored by- The Provincial Medical Board
of Nova Scotia.

LADIES' EVENTS.
11.00 a.m.

Coffee Party- Royal Nova Scotia Yacht Squadron.

6.30 p.m.

Reception- The Medical Society of Nova Scotia-Nova
Scotian Hotel.

7.30 p.m.

Buffet Supper-Nova Scotian Hotel.
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THURSDAY, OCTOTER 8th, 1950
Morning - Victoria General Hospital, Nurses' Residence Auditoi:ium.

9.00-

9.40

9.40- 10.00
10.00-10.50

11.00-11.50
11.50- 1.00
1.10 p.m.

Chairman : Dr. C. J. W. Beckwith.
:Medical Clinic-Subacute Bacterial EndocarditisDr. C. S. Keefer.
Use and Reliability of Miniature Roentgen Survey Procedures- Dr. W. M. Roy.
Discussion of Some Common Diagnostic Errors in Medical
Practice- Dr. C. S. K eefer.
Intermission- IO minutes.
Chairman: Dr. C. S. Marshall.
Keurological Clinic- Dr. W. G. Penfield, Dr. W. D. Stevenson.
Round Table-Recent Developments in Therapeutics.
Moderator: Dr. L. C. teeves, Dr. C. F. W. Illingworth,
Dr. C. . K eefer, Dr. J. G. Aldous.
Luneheon- 1 ova Scotian Hotel.
(Honoured Guests- Executive Canadian Medical Association)

Afternoo n -

2.45 p.m.
4.15 p.m.
4.45 p.m.
2.30 p.m.

Business M eeting- The Medical Society of Nova ScotiaRoom 21, Dalhousie University Arts and Administration
Building, Studley Campus.
Special Convocation of Dalhousie University- Room 21, Arts
and Administration Building, Studley Campus.
Convocation Tea- Shirreff Hall.
Golf Tournament-Ashburn Golf Club.

Evening-

6.00 p.m.
8.00 p.m.
8.00 p.m.

R eception and Presentation of Prizes- Ashburn Golf Club.
Buffet Supper and R eunion of Graduates of Dalhousie Medical
School- Lord Nelson Hotel.
Buffet Supper and Entertainment at Ashburn Golf Club for
ladies and non-Dalhousians.

LADIES' EVENTS.
12.30 p.m. Luncheon- Lord Nelson Hotel.
3.00 p.m. Golf Tournament- Ashburn Golf Club.
4 .15 p.m. Special Convocation of Dalhousie University- Room 21, Arts
and Administration Building, Studley Campus.
4.45 p.m. Convocation T ea-Shirroff Hall.
6.00 p.m. Reception and Presentation of Prizes- Ashbum Golf Club.
8.00 p.m. Buffet Supper and Entertainment at Ashburn Golf Club for
ladies and non-Dalhousians.
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FRIDAY, OCTOBER 9th, 1953
Morning-

9.00-

9.45

9.45-10.15

Victoria General Hospital, Nurses' Residence Auditorium.
Chairman : Dr. C. W. Holland.
Some Aspects of Diabetes-Dr. W. deM. Scriver.
Experimental Nephritis due to T ype-specific Streptococci.
Dr. R. W. Reed.
Discussion opened by Dr. C. S. Keefer and Dr. W. deM.
Scriver.

10.15- 11.00

Medical Clinic-Dr. C. S. Keefer.
Intermission-10 minutes.
Chairman: Dr. W. A. Curry.

11.10--11.55

Surgical Clinic-Dr. C. F. W. Illingworth.

11.55-

Round Table - Management of Gastro-Intestinal Haemorrhage.
Moderator: Dr. V . 0. Mader. Dr. C. W. Burns, Dr. C. F. W.
Illingworth, Dr. C. S. Keefer, Dr. E. S. Mills.
Luncheon- Victoria General Hospital Cafeteria.
Courtesy-Victoria General Hospital.
Ballroom-Nova Scotian Hotel.
Chairman : Dr. C. M . Bethune.

1.15

Morning-

2.30-

3.00

Antibiotics-Some
Dr. C. S. K eefer.

Current Problems in Their

Use.-

3.00-

3.30

Epidemiology of Peptic Ulcer- Dr. C. F. W. Illingworth.

3.30-

5.30

Business Meeting-The Medical Society of Nova Scotia.

Evening-

6.30 p.m.

President's Reception- The Medical Society of Nova ScotiaN ova Scotian Hotel.

7.30 p.m.

Annual Dinner- The M edical Society of Nova ScotiaN ova Scotian Hotel.
Speakers: The Hon. Paul Martin, Minister of Health.
Mr. W. R. Bird.

LADIES' EVENTS.
6.30 p.m.

President's Reception-The Medical Society of Nova ScotiaN ova Scotian Hotel.

7.30 p.m.

Annual Dinner-The Medical Society of Nova ScotiaNova Scotian Hotel.
Speakers: The Hon. Paul Martin, Minister of Health.
Mr. W. R. Bird.

