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IF you look over the titles of the papers which have been given on the 
subject of diabetes in the past, in this group specifically and in general 

abroad, you will find that the majority deal with consideration of diet and the 
types to be used ; the advantages of this or that type of insulin, and the more 
common complications of the disease. If you look more closely you will find 
that recently more attention is being placed not wholly on the diabetic con
dition itself, but more particularly on the patient who has the disease, and its 
effect on his life as a whole. Some of you may have heard me discuss this 
personal problem of the patient at the Canadian Medical Association meeting 
in Winnipeg. if so, I hope you will pardon m e when I repeat some of the state
ments made there. I do not intend to give you here the same paper but to 
discuss in general our relation to our diabetic patient in his approach to the 
problems that his condition presents to him and our handling of some of these 
problems. 

It is now over thirty years since insulin first became available clinically 
for the treatment of diabetes, and yet statistics show that during this era 
there has actually been an increase in the d eaths from diabetes. How do we 
account for this? 

Firstly , there is no question that the number of cases has increased in 
the past thirty years, and while part of this jncrease may be due to better 
case finding , yet there is also an overall increase in the total number of new 
cases. 

H owever, if we have more cases, we also have b etter measures of treat
ment which should reduce the mortality, which is not the case. 

·v..ro are t herefore, secondly, led to the conclusion that possibly some 
deaths that are ascribed to diabe tes arc not actually due to t he disease. It 
is surprising how often a careless practitioner may take tho finding of glycosuria 
as sufficient for the diagnosis of diabetes and puts this down as the prirpary 
cause of death, whereas it actually may be a cerebral accident or injury that 
causes both the glycosuria and the death. Or again the glycosUl'ia (or dia
betes), may have b een merely an incidental matter in no way related to the 
primary cause of death. 

Thirdly, with our modern treatment, diabetics are living- longer, to die 
of cardiovascular complications of which coronary thrombosis is an outstanding 
example. Should diabetes b e blamed for these d eaths? This is a serious 
question. 

But even when w o allow for these factors to explain the increase in the 
death rate wo are still left with a large residue where the only explanation is 
that there has been. inadequate treatment and control of the condition, due 
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to the failure of the patient to seek h e lp, or, unfortunately at times, due 
p oor diagnosis or inadequate treatment once d iagnosis has been made. W 
an ordinary urinalysis will not pick up all cases of diabetes it, w ill surely m 
the advancing uncontrolled case, and ii is so easily done that it should be 
intogal part of all examinations. This may sound unnecessary, but, it 
surprising how often it is omitted. 

"What would be you r reaction if you were told by the physician you 
consul ted, t h at you were suffering from diabetes? You would probably 
resentful that it had been v isited upon you , but with your superior kno>vl~d 
you would feel thankful that it was no worse, knowing as you do, t h a t it is 
con trollable condition. Your patient, however, h as no knowledge of t 
disease, or only that which h e h as picked up from knowing about a friend wi 
t h e disease, or from gen eral conversation or from articks i,n tho lay pre 
lacking specific knowledge, h e u sually has a vague understanding of th e serio 
complications of the disease, but not of the lighter side. It is interesting ho 
often this is th e case in other disease states and r eminds one of the fact that 
frequently the first words of a foreign language that are picked up are tho 
with ba d or improper connotations. 

So it is th en, that our most important relation with t he patient starts 
once, w ith tho establishment of the diagnosis and tho way that i t is impart 
to him. It is a blow to his mora le, but a blow t h at, can be soften ed by 
explana tion, which is tho beginning of his special education in the knowled 
of tho disease with which h e must live from now on. He should learn at on 
that diabetes is a chronic disea se which is controllable, bu t not th ereby nece 
sarily curable. In this r espect articles such as t ho r ecen t one in " Life" 
featuring Bill Talbert a nd his tennis ability are of great h elp in restoring th 
morale. 

Once h e has accepted the idea, t ho patien t, or if he is too young to 
t aught, his paren ts, should r eceive definite instruction to educat e him t o liv 
with his diabe t es and control i t . To g ive him m erely a vague diet list or eve 
direction s for t h o u se of insulin is to fail in our treatment; to con trol his con 
dition under ideal condition s in a hospital, and then to cast him ou t into th 
cold world on h is own resources and only vaguely aware of what i t is all abou 
is equally bad. 

Ai this stage i t, might be well t o p ause in order to decide just what w 
might con sider good control in a diabetic . While t h ere are extremists wh 
may not agree on a ll items, I think it is fair to say that for ideal con trol w 
should h ave our pa tient maintain a normal average weight, or slightly below, 
while remaining free from glycosuria, and running a blood sugar close to nor
mal limits, neither too high nor yet too low, at a ll times of the day. In some 
cases, particularly tho juvenile, we have to be content with a broad interpre
tation of this and cannot stick to t h e letter of t h e law. 

Such being t h e case, what then should we teach our diabetic in order to 
obtain these ends? 

Of course he should have a general under s t anding of the disease but it 
need not b e elaborate and go into t h e Krob's cycle of car bohy drate m etabolism. 
vVe h ave found that a n init ia l statement to the effect that h e is a d iabetic 
because ho does not make enoug h insulin in h"is body to balance his sugar 
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rchanism is a good s tart. From this it is easy to lead on to the aims of 
~1;ratrnent , namely control as discussed above. If we present the proposit ion 

_ a matter of bookkeeping wher e we rega rd the carbohydra t e m eta bolism 
~~ ;he debit sid e, with wha t h e ea ts a s t he running expenses, and the cndog
~~ous metabolism as o:rcrhead, bo~h g~ing to make up total ~xpenditL_Iro ; 
·rnd consider tho aYa1lable body m suhn as representmg tho rncome side, 
~hrn it becomes obv ious tha t to balance the budget one mus t either cut t he 
expenditure (reduce the carbohy drate inta ke) or increase the income (add 
rxtra insulin) or both. 

Qyer the years you have dout bless had various t y pos of die t presented 
to you. for each of which a specia l quality has been claimed. From the 
paLien Vs po int of v iew what he wants is one that can be obtained with the 
minimum of tro uble, foods easily available, easily quantitatod, and allowing 
of ,·arioty. A n a ttempt lo meet this has boon made in the A D A diets , which 
if generally ad op ted, would also have the advantage of some uniformity. 
How often do dietar y procedures vary in different hospitals oven in the sam e 
city---and yet each expects to obtain tho best results ! Vl'"hatevor type of die t 
is prescribed , it is m ost desirable that tho patien t should not m erely m emorize 
it, but should apprecia t e how and why it is det ermined and how to a void 
monotony by exchanges of foods of equal value a nd be able to judge v isually 
tho size of t he serv ing h e should take. Such being the case h o need not be 
tied down to his homo base but can go anywhere that ordinary foods are 
a,vailablo. 

Simila rly, if he needs insulin. the patient should know about insulin 
in general terms: what it does to the blood sugar, the effect of too much in
sulin, and how to treat this state of hypoglycaemia; how insulin is adminis tered. 
and what may be more confusing to him, tho different types and the r eason 
therefor. A well trained diabetic will not be t empted to change one t ype of 
insuli n for a nother upon the advice of a friend or self appointed lay export. 

I t sh ould go ·without saying that the diabetic should also be taught to 
t est his urine for sugar, yet I have m et those who have b een through the hands 
of a physician, and arc ignorant of this procedure. \¥hon he can do this he 
ha a m eans of chocking tha t is essential in h elping to k eep the books balanced . 

The use of such tra ining is well illustrated by one of our cases, a com
mercial t ra v eller whose diabetes was discover ed when h e complained of not 
feeling up to the mark. H e was taught about diet and insulin while under
going his hospital control p eriod and on discharge had a good idea of what 
he was trying to do. llo t old us that when h e w ont, back to his t erritory in 
l orthorn Queb ec and Ontario h e would frequently have to spend the night 
at far m h ouses on the fringe of civilization where tho larder though ample , 
was lilnited in variety. After consultation with the housewife he would 
choose his meal, in some cases limited to eggs, milk, bread and butter and tea, 
to fit his food allowance and while she w as getting it ready he would p repa re 
and give his insulin. 

This man left hospi tal taking 40 units of insulin daily, but within a few 
months was well controlled b y diet alone ; and has continued ev er since wit h 
the exception of one period when a hospital admission for hernio tomy necessi
tated t he use of insulin for a few weeks again. 
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But besides instruction in the methods used in con trolling t he disease 
he should also know something of the etiology. The fact that it tends to run·• 
families may be only an interesting point until he thinks of the possible effec 
on his own children. If he realizes the influence of obesity on the diabeti 
condition he may be all the more careful of maintaining his weight. 

At this point I should like to quote from the paper of Grunberg and Blair 
in the July-August issue of the J.A.D.A. "Responsibility docs not end with the 
assessment of the diabetic state, the prescription of diet and insulin, and the 
provision of a chiropody service. Ii must also help the patient in his social 
difficulties". 

Let us look at some of these, which might better be considered under the 
different age groups. 

The discovery of diabetes in an elderly patient whose way of life has be
come relatively fi..-xed brings up the necessity of a change in various set patterns 
of living. Frequently at this stage one of the few pleasures left to him is the 
satisfaction of his appetite with food and drink, and now his disease necessi
tates regulation and restriction of his indulgences in these pleasures, surely 
quite a blow. 

If he liYcs in his own home he has a good chance to handle the dietary 
problem, but if, as is so often the case, he liYes with r elatives, or is a boarder 
in a family or even in an institution, where his affliction is regarded as a nui
sance r equiring special diets, then his problem may become acute, and he 
abandons the attempt to obtain his diet as being too much of a struggle to 
justify the argument necessary to produce it. The same problem may arise 
in the giving of insulin, particularly if he is not able to give it himself, with 
the end result as before, that he abandons any attempt to control his disease. 
If he has been well instructed, and even if poorly instructed, he probably 
r ealizes that this loss of control may lead to complications which will result 
in further invalidism such as the loss of eyesight from cataract or haemorrhage 
or of a limb from gangrene. Thus he has added to his underlying disease a 
sense of complete frustration, and he literally throws· up the sponge, come 
what may. 

The juvenile diabetic, whose disease develops in his teens, has different 
problem s. Just at the t ime when he wishes to develop his complete independ
ence he is saddled with a restricted way of life which he is apt to resent and 
consequently he may try to hide his disability. If his diet is too rigid it pre
vents his joining his group when they go for a soda or ice cream, and so he is 
forced into isolation, or must break his diet. The use of between meal feedings 
will frequently help to settle this problem satisfactorily by allowing the sub
s tit ution of some of the standard beverages within the values allowed. If 
he is athletically inclined, he must learn the effect of exercise on lowering 
the blood sugar, and how this can be anticipated by taking extra carbohy
drate in relation to the extra activity. 

While a mild reaction might be only a nuisance if one were playing golf 
or basket ball, have you over stopped to think of what serious complications 
it might cause if it came on during a period of muscular exercise in the water. 
such as swimming? 
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In the beginning it is well for t he patien t to have definite direct ions as 
.vhat to t ake before heavy muscular exer cise, such as an orange, a definite 

tc:n~unt of fruit juice or soft drink, a glass of milk_ an~ a cracker; with e~
a rience he will soon learn how to gauge t he quant ity m order to have suffi
~i~nt to cover his needs, and yet not so much as to cause a h eavy glycos uria . 

Like Bill Talbert, one of our juvenile diabetics, recent ly distinguished 
himself by playing on his school 's senior basket ball team, and literally burn
ing up the track at the inter s?h.ool trac~ meet. while keeping his diabet ic 
condition under control and avo1dmg reactions. 

As he matures and grows inter ested in t he opposi te sex t he young dia
betic, if he is at all the t hough tful type will begin to t hink of the h ereditary 
aspects of ~iabetes, and the possibl~ effect tha~ his own_ d isease m ay h av:e 
upon his children. He may also thmk abou t his fu tu re m t he terms of his 
ability to support a family and what effect his disease may have upon h is 
chances to obtain employment. 

Unfortunately many employers, u sually through ignorance of t he dis
ease, still "·ill not t ake on a diabetic no matter how well controlled he may be 
and how fi t he is for the position. It is encouraging to note that of r ecent 
years a better under standing of the d isease h as lessened this tendency, bu t it 
is still present. In some cases the diabetic is excluded by the very company 
group insurance scheme t hat is meant to protect the employees, because it 
excludes those wit h chronic disea se and so puts up a barri<'r to his employ 
ment. In this respect it is again encouraging to note tho number of life in
surance companies that now r ecognize t hat the well controlled diabetic is a 
good risk proYided he can produce eYidence tha t h e has been under adequate 
control and supcn ·ision for a sta ted period of time preceding the application 
for insurance. Such an act seems to underline the fact tha t if t ho death 
rate from diabetes is increasing, one of tho factors, apar t from increase in t he 
total num bor of d iabetics . must be an increase in t ho n umber of inadequa tely 
treated diabetics. 

The young diabetic woman will a lso have to consider the effects of prcg
nacy upon herself and ch ild . She should be told of the possibilities of her 
handing on the diabet ic d ia thesis to her offspring and also that although ther e 
is a higher death rate in children born of diabetic mothers, nevertheless this 
is not impossibly high , and m any diabetic m others have fine children . She 
should howe,·er, be made to r ealize that her diabetic s tate will need close 
supervision d uring t he pregnancy and la bour because of the various strains 
t hat may cause fluctuation in the state of control. As a general rule she will 
need more insulin during t his stage, bu t aft er parturit ion may well re t urn to 
her original level. All of this naturally adds to the cost of her baby and is 
aii item t hat cannot be ignored. 

In the case of t he young child diabetic we m ust deal wi th the parents, 
who will have t he responsibility of r aising their child . In the early days the 
d~et is no groa t problem, b ut as t he child grows it is natural for him to break 
his die t : such falls fro m grace should be treated as unfortunate acciden ts, 
~ot to be condoned , not· yet to be punished but to be report ed and so kept 
in their proper perspective. It is extremely difficult for pal'ents not to over 
Protect t heir diabetic child bu t it js essen tial that he be g iven such freedom 
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as is possible and allowed to live as normal an existence as is consistent wit 
proper control of his diabetes. This bas beon well summed up in the aphoris 
that he should be guided with loving kindness but never treated with pit 
Too strict a discipline has led from minor infractions to deeper sins, and w 
have seen definite instances wher e petty thieving ensued as a r esult of th 
improper handling of the si tuation. On the other hand tho child must hav 
supervision, bu t at the same time h o should be taught to take on r esponsibili ti 
as soon as possible. \Vi th the modern tests for glycosuria a very youn 
child can easily determine whether or not sugar is present in the urine and ge 
a thrill out of it, a thrill tha t can bo trained into proper channels by hav· 
him chart his urine t ests with coloured pen cils, blue, green, yellow, rod . H 
soon has a pr ide in a series of blues, and may feel a bit concerned with an 
orange, but again, if in tho natural exuberance of childhood h e charts a blue 
when it should be a yellow, we must not believe that h e is a true and confirme 
sinner worthy of punishmen t but m er ely a poor witness in need of guidance. 
Although it may be some time before ho can m easure his insulin dosage ac
curately it is surprising how early a child can learn to give his own injection 
and h e should bo encouraged to do so as a normal part of his routine. 

And now to return to the instruction given to the diabetic, b esides that 
of the m ethods of control of his disease h e should know something of the 
prevention of complications. 

In tbe child insulin reactions and coma are the commonest of the com
plications, in the adult complications involving the eye and tho foet, chemical 
in the one circulatory in the other. 

There is much to be said for t he practice of deliberately inducing a re
action of mild degr ee in a patient while under supervision so that ho will re
cognize tho early symptoms and know how t hey can b e cured by t ho taking 
of glucose or cane sugar. Fortunately the reaction pattern is usually constant 
in the same individual so that once ho has had a reaction ho knows what to 
expect. In tho very young reactions may come on so insidiously t hat the 
child has no premonitory symptoms of which he is aware and may go into a 
severe reaction almost "ou t of t ho blue". Observant and well trained parents 
will learn to spot tho early symptoms peculiar to their child, such as a sudden 
change of mood, circumoral pallor, or other specific premonitory symptoms 
and so avoid t he more severe degrees of reaction. 

While it is not wise to have tho patien t so worried about tho possibilities 
of reactions that he h as a phobia, yet he should realize, as should the doctor, 
that hypoglycaemia, particularly if prolonged, can cause definite injury. 
Vie h avo soon and heard of such cases in infants and y oung children whore t he 
unrecognized hypoglycaemia produced a permanent lesion of the nervous 
sytem, and left a hemiplegia or similar injury behind. W e have also seen 
instances in adults where a hypoglycaemic leYel corresponded to the onset 
of a coronary thrombosis . 

. In general then it is wise to teach the patient how so to adjust his insulin 
dose as to keep clear of reactions and also to recognize a nd to t reat tho early 
symptoms. 

Tho patien t or the parents should be taugh t early that glucose is the 
antidote to too much insulin, one quarter g lass of orange juice or a table-
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ful of corn S}TUP are usually the handiest forms to be found in the house 
'>P~~nbut are not easily carried about; for this purpose two life savers or two 
~10u~re lumps of table sugar should always be carried in the suit, pocket or 
~{ thr hand bag, to bo u~cd not o?lY. t.o treat. a reactio~, bu i to be taken as a 

,·cntive if extra physical exercise is to bo mdulged rn. 
pr<' Jn sc,·ere cases where the patient. will not, swallow, the subcutaneous 
· jrction of 0.3 to 0.5 c.c. of 111000 cpincphrin solution is usually sufficient 
~~ restore the blood sugar t.o levels at. which the clinical s~·mpton:is d!sappear 
r arr much impro,·ed, but we must never forget that this reaction is reYer

oible and unless we seize upon the moment, of improvement to get. in glucose, ;he ~atirnt will q ':1ickly slump back. Ii is often ad visablc to train the l?arents 
of children in this m cihod of treatment. In ihe most severe cases ii may 
<''·en be necessary to give glucose intravenously, but such occasions should 
br rare if the patient is ad equately trea ted and supervised , th is of course 
should be done by the physician or under his close supervision. 

An insulin reaction should neYer be confused with dia betic coma; the 
pallor and perspiration, the lack of r espiratory distress and dehydration , 
and the normal t ension of the eyeballs are all signs pointing to the p roper 
diagno is. On the other hand th e patient, in the severe diabetic ketoscs is 
flushed, he is greatly dehydrated with dry skin and tongue, his breathing is 
de0p and laboured, of the Kussmaul type, and the t ension of ihe eyeballs is 
lowered to the d egree t hat it is easily r ecognized by two finger palpation, 
neYcrtheless it is surprising how frequently an insulin reaction is diagnosed 
a "diabetic coma" and treated by giving more insulin . 

Probably t he most common causes of coma from diabetic ketosis are the 
breaking of the diet, tho omission of insulin or the use of too small doses, and 
the development of infeciions. From the preventive angle adequate instruc
tion of t he patient is our best weapon for avoiding the breaking of the diet 
and the omission of insulin. Frequently however, m istakes have been made 
in trea ting t he patient, ·who for various reasons, cannot take his full diet. 

With the onset of an acute infection there is usually a failure of appetite, 
in the more acute form there may also be vomitin~ or diarrhoea. H ere at 
once the problem arises of what to do with the insulin dosage. If we pay too 
much atten t ion to our bookkeeping analogy, we will be moved to reduce ihe 
insulin at once or even to omit it, b ecause the patient is not getting food. 
HoweYer, if we were r eally logical we should reason that the patient has ac
quired an infection which will make such insulin as is available less effective, 
and therefore he may actually require more insulin rather than less, even 
though t he food intake be zero. 

If insulin is stopped entirely under those conditions, tho m echanism is 
activated for the production of the ketosis which rapidly leads to the clinical 
tate of diabetic coma. To prevent this our practice has b oon to have the 

patient take half of his regular dose of insulin and to use frequent extra doses 
of quick acting crystalline insulin through the day according to the presence 
or absence of glycosuria in frequent analyses througho ut the day. 

T he same need for extra insulin holds true for most infcciions, whether 
they affect the food intake or not, and we have found it more satisfactory to 
take such patients off the slow acting insulins , giving frequent doses of the 
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crystalline form throughou t tho twen·ty fo ur hours in order to keep t he blOOd 
sugar levels as uniform as possible throughout the day. 

In the time allowed for this presentation I shall not be able to discuaa 
the treatment of diabetic coma, which is a chapter in itself, nor many other 
important aspects of the diabetic state. However, if we can bring the dia. 
b etic safely th.rough the hazards mentioned above we have done much for hiJn, 
and h e should approach a natural span of life, with a final oxitus usually fro111. 
a cardiovascular lession, which we may call a complication of his diabetes or 
a natural event in iho course of his aging process according to the viewpoint. 

But with modern m ethods of control w e have not done our full duty jf 
we have merely prolonged the life of the diabetic; wo should also have so 
trained him that he has born'e his infirmity gladly, and has been able to enjoy 
life in spite of it and perhaps because of it. 



The Surgical Contribution to the Control 

of Tuberculosis * 

V. D . SCHAFF~ER, M.D. ** 

In order to control effectively any contagious disease several measures 
must be applied such as isolation and adequate treatment of existing cases 
combined with immunization of uninfected but exposed persons. To evaluate 
the percentage contribution of any one factor is almost impossible. It is 
therefore difficult or virtually impossible to define tho extent to which surgery 
has made a contribution in tuberculosis control. How it has done so is obvious, 
i.o., by reducing the number of infectious contagious cases in any community. 
This has been accomplished in two ways, first, by actual sputum conversion 
by the operative procedure and, secondly, on occasions, by operative mortality. 
The latter, of course, is a very effective measure but not a desirable one. 

In considering the overall effect of surgery one is beset with great diffi
culties in c,·aluation. Thoracic surgery has progressed and changed so rapidly 
in the past few years in its application to tuberculosis, that some of the older 
procedures have become practically discarded or greatly restricted in their 
use. But even those now infrequently used played their part in helping to 
control the disease. 

When attempting to evaluate t he surgical contribution to the control of 
tuberculosis amongs t the general population, it is felt that there is no known 
or accurate answer. When applied to the sanatorium population, however , 
there is one, but even this is constantly changing. 

Death rates from tuberculosis have been declining in practically all the 
countries of the world for years. Has this been due to increasingly efficient 
case finding programs and isolation of patients and to more effective medical 
and surgical treatment? The answer is in part yes and in part no . In some 
countries wh ore none of these factors are in operation, the trend is also sharply 
downward . Ono wonders if nature, by quickly eliminating the weak and 
leaving a constantly more disease resistant population, has not contributed 
~ore than all our human efforts combined. Such might be considered true 
if only it applied universally. 

. Statistics arc available for various "standardized" operative procedures 
m regard to " cure rates" and " sputum conversion rates" on certain groups 
of patients. For instance, the over-all " conversion rate" for thoracoplasty, 
as applied in the past, was anywhere from 60 per cent to 80 per cent depending 
upon the standards of conversion used. Considering the trem endous number 
of patients that have boon so treated, tho effect on general tuberculosis con
trol must be great, b ut cannot be accurately calculated. 

~1 . ~Read as part of a Symposium on Tuberculosis during "A Day of C linical Preventive 
- ed1c1ne," Dalhousie Univers ity, Halifax, r . S., Jar1uary 12, 1953. 

**Consulting Surgeon , Nova Scotia Sanatorium, Kentville, N. S. 
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Criteria of satisfactory results have varied considerably. Many single 
ones were relied upon in the past and even very recently, and when so used, 
give false impressions. A negative smear, concentration, culture or gastrio 
washing or satisfactory x-ray appearance, when taken singly, is of no great 
value or significance. The total consideration along with clinical appraisal 
gives one some idea of success or failure, both insofar as the patient himself 
is concerned and his ability to transmit the disease to others. It is necessary 
also to point out that a single complete consideration of all factors is not sUffi
cient. All have to be redone and correlated, at regular inten·als over a long 
period of time. Unfortunately not all of our discharged patients receive more 
than a fragment of a complete "follow-up" program." 

To turn from the general to the specific, applied surgery has to be on an 
individual and not a whole population basis. Each ca e has to he considered 
unto itself and all aspects of that person's disease must h<' con idered before 
any treatment is prescribed or carried out. The older idea of applying simple 
procedures as a trial measure must bl' condemned. This presents problems, 
as not all institutions, even in this Province, arc equipped with complete dia
gnostic apparatus and consulting sen-ice. Examples of time wastage and 
even harm to the patient can be cited such as "bed rl'st cure" at home or in 
an inst.itution for cases whore such treatment, for Yarious reasons, is bound to 
be ineffective; also the application of artificial pneumothorax treatment to 
extensive cavitary disease; thoracoplasty to nodular and bronchial disease, 
and many other examples of improper treatment, application could be quoted. 

Although the proper selection of each surgical procedure to meet !,ho need 
of the particular patient is important, no attempt will be made to outline the 
indications of each as this would be too time consuming and, in addition, 
they are changing constantly, so that some older procedures of extreme value 
in the past have now become of restricted wort,b or obsolete. Jew and im
proved operative technique have made some of the major sm·gical procedures 
safer. Bacteriocidal and bacteriostatic drugs have al o made certain pro
cedures safe or relatively so. New pathological concepts of the disease have 
forced us to change our method of 1,reatment in many instances. Proced ures 
have become more specific for the part,icular type of disease present and Uie 
method of "trial" of minor ones in succession is now frowned upon. 

In selecting a procedure, one must determine carefully the type of disease 
present,, both parenchymal and bronchial. General x-ray classifications 
of disease are not alone sufficient. Also, the respiratory reserve of tho in
di,'idual must be estimated as accurately as possible. Purely exudat ive 
tuberculosis is a medical problem regardless of extent. Type. not extent, 
determines whether tho condit,ion prcsl'ni should he treated medically or 
sm-gically. l\Iany so-called minimal lesions are best treat,ed surgically and 
this concept is fairly new. 

In treating ca\'itary disease, selection of a treatment schedule is made 
after considering the size, number, location, wall thickness, and tension of 
the cavity, but, with very few except,ions, these arc now considered to be sur
gical problems. Nodular disease other than miliary tuberculosis for t ho 
most part must be considered a surgical problem. Complicating bronchial 



THE NOVA SCOTIA MEDICAL BULLET!~ 99 

d. ease if acute. is a medical problem; ii chronic it becomes surgical. Tho 
·~caIJdd "closed" round lesions; i. e., tuberculomas, filled in cavities, and 
~ndischarged cavit~es are de~initely surgical problems. Also. the loca~ion 
of the disease and its anatomical extent affect greatly the choice of surgical 
undertaking. 

When selecting a procedure, one had to consider the following questions : 
(l) vYill the operation suggested effect the desired result in the shortest 
pos ible timr_? (2). Will its immediate ~ood ~ffect be la~ting? (~) . What 
is the likrly 11nmed1ate effect on the patient; i.e., mortality, morb1d1ty and 
complications. (4) 'Vhat is its likely remote effect on the patient?- ,Vill 
iL give permanent relief of symptoms? \Yill it produce undue deformity? 
Will it produce progressive decrease in respiratory function; i.e., progressive 
che t immobilization or progressive emphysema? (5) '\Vhat will be the 
probable effect on the rest of the lung tissue? 

Theoretically , the ideal treatment of pulmonary tuberculosis, as with 
anv disease, is its complete surgical excision. Until very recently such 
su;gery has been impossible and unreasonable and, as a consequence, procedures 
falling short of the ideal have had to be applied. Excisional therapy may be 
applied only when (1) the operative mortality is reasonable, (2) the opera tive 
morbidity of complications is not unduly frequent or major, (3) the extent of 
the disease is such as to make it pos ible. (4) ·where disabling reduction of 
respiratory fun ct ion will not occur. 

General published figure on pulmonary resection arc confusing and mis
leading, d ue to the fact that ome reported series arc of tho salvage type
where nothing else could have been applied, and others defini tely of the elec,.. 
tivc type, including minimal, small cavitary and nodular disease. The results 
in these la tter must, of course, be far better than in the former. 

A few sho1·t remarks follow regarding the various surgical procedures, 
in the hope that they will proYoke thought. 

I. Pneumothorax : This should probably not be considered as other 
than minor surgery , but as it, is so often substituted for more major procedures, 
a few comments arc in order. It has been a life saving mea ure for millions 
in the past. Today, it is a proper procedure in but a few selected cases. It 
should not be used as a "trial" procedure because it is simple of application. 
Again, it should not be used because it is the only one that can be applied, 
due to lack of facili ty, in the particular locali ty tha t the doctor and patient 
find themselves. The same could be said of the "trial" use of streptomycin 
and relating drugs. The serious complication of pneumothorax, namely , 
tuberculous empyema has become infrequent, but there is a more insidious 
and perhaps more important one being encountered. This is the laying down 
of }i'ibrous peels on both tho parietal and visceral pleura in the treated hcmi
thorax with resulting chest immobilization and loss of importa nt lung function. 

Pncumothorax should not be applied when (1) large cavities exist (2) 
c~vities arc of the tension typo (3) atelectatic disease is present (4) bronchial 
disease is present and (5) rarely when lower lobe cavi ty exists. 
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II. Phrenic Operations: These may be considered obsolete and a. 
a therapeutic measure per se should be used infrequently. They do have & 
place, however, when combined with pneumoperitonoum and sometimes a. 
an adjunct in resection therapy. 

III. Extrapleural Com.pression: Air, lucite, wax, plastic sponges and 
other agonts all have a very limited application. This is mostly where dis
ease is bilaterally extensive and pulmonary function has to be preserved to 
its maximum. It bas no place in the treatment of predominately ulJilateral 
disease with good lung function. Against the use of extrapleural compre sion 
may be mentioned the following: (1) the present day limitations of any Conn 
of collapse or compression therapy (2) the tendency of premature space obliter&o 
ti.on in cases where it is maintained with air (3) the tendency of lucite and wax 
to produce pressure necrosis with fistula formation. and (4) the extremely 
high incidence of space infection regardless of what material is used to main
tain the space. 

IV. Thoracoplasty: Like artificial pnoumothorax, thoracoplasty i an 
old operation of proven value but, also like pneumothorax, its application, 
at present, must be greatly restricted. Many cases so treated in the past are 
now best treated by elective exeisional therapy. The thoracoplasty failure, 
and these may be expected in 20 to 30 per cent of operations, presents one of 
our most difficult surgical problems, exceed in seriousness only by the less 
frequent resection failure. 

In properly selected cases (l) thoracoplasty affords permanent collapse 
(2) no "dead spaco" is created with all the dangers entailed thereby (3) the 
operative mortality is extremely low, and (4) there are very few postoperative 
complications. 

A few of tho undesirable features on the basis of older selection are (1) too 
high a percentage of unclosed cavities (2) too high a percentage of non-con
version of sputum (3) too many cases with residual disabling bronchial disease 
(4) the inclusion of non-compressable "closed" le ions with subsequent re
crudescence and spread and (5) the production of progressive scoliosis and 
contralateral emphysema. 

V. Resection: The complete removal of all diseased tissue is the ideal 
in any surgically treated disease provided (1) it can be accomplished with 
relative safety to the patient (2) it is accompanied by a reasonable postopera
tive complication rate and (3) it leaves a minimum of disabling after effects. 

Resection as applied to pulmonary tuberculosis bas eYolved from 
a limited application to a wide and increasing variety of indications. The 
operative mortality has declined from an extremely high to a remarkably low 
one. The once numerous serious complications have, to a vory considerable 
degree, been controlled and eliminated. 

This improvement has been effected by (1) improved anaesthetic 
facilities (2) the pre-operative control of exudati,·e, parenchymal disease and 
ulcerative bronchial I disease by streptomycin, para-amino-salicylic acid. 
isonicotinic acid hydrazido, and related drugs (3) the post-operative control 
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oC infection and spreads by the same agents (4) improved operative technique 
(S) imprond post-operative management, and (6) the inclusion of less serious 
and less cxtC'nsiYe types of disease in tho _list of indications. 

In evaluating reported result it i~ essential to note (1) the dates 
oC the pNiod coYered, whether of tho pre or post streptomycin era, (2) the 
predominant indications _in. the ~erics covered, whether "l~st rc~o:·t" cascs 
or electiH' C'asrs of more hm1ted disease, and (3) the geographic position of the 
particular tuhC'rcul?us P.OJ?ulation included in the report and their predominant 
racial and ctonom1c ongm. 

S11mmar.11 : 

I. Surgery is helping to control tuberculosis in the individual in ever 
increasing numbers . Jt, must therefore b e contributing substant.ially to the 
general control of the disease. 

II. :\Iajor surgery, particularly cxcisional therapy. by virt.ue of bet.tor 
pathologic·al understanding, improved techniques. use of antibiot.ics and related 
drugs. has become relati,·ely safe and should be used in prcference to some of 
the oldl'r ''standard" procedures when po sible. 

III. Patients treated by bed res t alone, no matter where, are, in most, 
instances, not rcceivjog maximum benefit,. 

IV. 'I'he unrestricted use of streptomycin. para-aminosalicylic acid. 
isonicotinic acid hydrazide, and related drugs is to be condemned. They 
should be a part only of a compreheosi,·e planned t.reatment schedule. 

Y. All treatment should be defin itive and the procedure most likely 
to be successful selected from the start, and the patient not be subjected to 
minor trial procedure. 

YI. A complete consulting service should be available to all patients 
regardless of where they ma~r happen to be located at the time their disease 
is discoYcrcd and treat.ment begun. and at, intervals thereafter. 



How to Present a Scientific Paper Before 

a Large Audience * 

Richard A. K ern, M.D. 

ecretary General, American College of Physicians 

THE meetings . of many m edical societies now provide an audi~nce that 
can number m the thousands, thanks to modern m e thods of voice ampli

fication and visual projection. Such large audiences attract essay ists whose 
work has won them high rank in their chosen field. Their names on pro
grammes, in turn, attract yet la rger numbers . Unfortunately, a ma n who is 
topflight as a scientist may neYerthelcss be most ineffectual on the lecture 
platform, u sually because he makes some s imple but crucia l mis takes in his 
manner of presentation. Ye t every mis tu.ke is eas ily avoidable. On the 
basis of what this writer has suffered while list ening to others at important 
m eetings in the las t thirty years, he is m oved to offer some sugges tions to 
fut ure speakers. 

If you have been invited to appear on some m a jor programme, i t is hoped 
y ou will scan this editorial. You might find here a point or two that will 
help to make your presentation a bit more effective. If so, it will h ave been 
worth both the reading a nd the writing . 

T ime L imit: You have been a-sign ed a fixed t ime limit for your entire 
a ppearance. Plea e no te th a t this is an outside limit that b egins with the 
first word of introduction b~' the chairman a nd ends with the moment when 
y ou finish , or arc requested to s tand down. Ilis words deduct abou t twenty 
seconds from the tota l time a t, your disposal, and y ou may lose even more if 
y ou arc not a s close as p ossible lo the podium when ca lled upon. 

or course. you haYe giYcn your text evcra l time trials in a dvance. All 
too often this results in your try ing to read i t a bit fas ter n ext t ime in order to 
get unde r the wire . \Yha t y ou r eally should do is short en tho text each time 
that it s till seem s ioo long . 'I'his can be done without sa tlrificing any Yitai 
point. 1orely culling unnecessary words may be enough, a nd it teaches you 
to express clearly in a few words the thought that was obscured by verbosity. 

Do not forget to include in your timing the d em a nds of your lantern 
slides. Their texi y ou have r eckoned, of cour e. But y ou mus t a lso a llow a 
few seconds for calling for the next slide, ior looking at the slide lo orient your
self, and for any "aside" that the moment m ay r equire. [f the opera tor of 
the lantern ge ts a slide up-side down or out of order, the l ime lost in correcting 
this is n evertheless charged against your limii . 

Re m cm bcr that on the platform you mu t speak more slowly tha n in a 
classroom without th 0 u o of a loud s peaker. Public-address sy terns in large 
auditoriums produce echoes and reverberations : if you read d elibera t ely , eYcrY 
*Re printed from Annal,; of In ternal !'-.Iedicine, Septe mber, 1952. 
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word will be clearly heard; if you read rapidly, then you words will tend to 
run together and can become an unintelligible jargon. You should ther efore 
allow at least fifteen per cent more time for platform reading tha n i t takes in 
your timed trials r eading slowly before the bathroom mirror. 

Remember that the paper to be printed may be a page or two longer 
than the one you read , without offending either the edi tor or t he r eader. B ut 
no one can speak more than a limited number of words per minute without 
jamming the loud speaker a nd losi1:1g the listener . The worst s~n ~gai_nst the 
time-limit, and t he best way to rum y our prospects for fu t ure mv1tatJons by 
all who hea r y ou, is to tr~· to read a twenty-three minute pa pe1· in t wen ty 
minutes. But a seventeen-minute pa per possesses the best ingredient for a 
successful presentation. 

M icrophone T echnique : \Vhen y ou speak to a n a udience numbered in 
the thouRands you are JOO per cent dependen t upon t he correct use of the 
microphone 100 per cent of the time. If your technique is only 9 per cent 
correct. or if it is perfect only 98 per cent of the time, you will probably fail 
to get a.<'ross mort' t han two per cent of your mt'ssage, because t he Yery words 
that fail('d to get through may have been the whole key to yo ur thesis. 

Th(' m icrophone h as strict lim itations which you must recognize. It 
magnifips by a Ji.red number tha t which you put into i t. If i t is fi.ted in space 
(for example, t he microphone on the lectern) , ihen y ou must mainta in a 
fixed distance bet wcl'.'n your mouth a nd the microphone. Thi is best ac
complighcd by holding with one b and to the edge of the lectern from star t to 
finish. If you r ock back and forth on your feet as you speak, or if you alter
nate bC' twcen standing up straight and leaning confidentially on the lectern. 
you will alternately shout or whisper to your a udience. 

Your voice has i ts limita tions, too. The chief ones are di rection. loud
ness and pitch. The direction of your voice is str aigh t forward and slightly 
downward from your mouth in a rat her narrow beam. You should therefore 
speak only when facing the microphone, which should be at a level slightly 
below t hat of your mou th . The microphone will lose you, if you t urn away 
and spe~tk while looking at a lantern slide. Ther efore, if you use slides, t urn a 
moment in silence to ee tha t the slide is right, then t urn back to t he m icro
phone before you speak again. T o a lesser extent, t he microphone will lose 
you if your head bobs up a nd clown as you look now at the aud ience, a nd now 
at your manuscrip t, especially if the microphone is a t a higher level tha n your 
mouth. 

Loudness of y our Yoice is in p ar t a factor of t he t' ffor t you put in to i t . 
But loudness is also related to pitch : the lower t he pitch , the less loud the sound 
YOU produce. \Yhen you speak in a connrsa tional tone in a small group, the 
ends of your sentences are audible only to t hose nearest you. If you are a 
good speaker in a cla ·s room without the aid of an a mplifier. it is because you 
have l<?arned to keep both loudness and pitch up, so t ha t t he ma n in t he back 
row can hear each word. 
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The microphone is rather like a person with catarrhal deafness: it hears 
you well only while you keep the pitch of of your voice up, and the loudness 
adequate. But it fails to hear you if pitch or loudness falls too low. \Yhat 
is equally important, if you speak too loud ly, your voice blares and becomes 
painfully unintelligible. 

Loudness, as picked up by tho microphone, varies to an extreme degree 
with the distance between mouth and microphone. If that distance is only 
one or two inches, then the voice should be soft, low-pitched and confidential, 
and tho same distance must be scrupulously maintained to avoid wide output 
fluctuations. This is a method that expert announcers use to good advantage. 
On a speaker 's platform, it is useful only if there is a portable microphone t hat 
can be held evenly and constantly before the mouth as the speaker points to 
slides, looks at people on the platform, or moves about. It is not a good 
method when there is a fixed microphone and you arc reading from a text. 

If the distance between mouth and microphone is too great, then tho man 
at the controls of the amplifier is forced to turn up full power in the attempt 
to catch your voice. If you are not too far away, he may succeed; but often 
he only produces a loud ringing screech that stops the entire proceedings. 

The best distance between mouth and a fixed lectern microphone is seven 
to ton inches : at this distance, minor movements of the head produce less 
fluctuation in loud-speaker output than do the same mo,·rments when you are 
only an inch or so away. The distance is easy to measure by the span of the 
hand: thumb your chin (not your nose) to the microphone. 

The most desirable loudness at this distance is that which you would use 
in speaking to a group of fifty in a classroom, being careful not to drop the 
pitch too low at the ends of sentences. 

:Nothing must come betwe<>n your mouth and the microphone. Every 
time you scratch your nose or rub :vour lip, your hand sharply reduces the 
volume of sound delivered. It is even \YOr e to hold your manuscript in such 
a way as to blanket the microphone. 

Lantern Slides: Visual aid by lan tern slides is extremely useful to illustrate 
something by picture, to convey a concept by diagram, and to emphasize 
salient facts or data, provided your slide technique is good. But a poor slide 
technique can ruin your presentation even more surely than can any of the 
mistakes thus far mC'ntioned. Here are the chief points to be kept in mind to 
get the best results: 

The number of slides to be shown is a function of the time limit assigned. 
I t usually takes over one minu te per slide: very few take Jess and some con
siderably more. Repented time trials for the slides arC' more> import.ant to 
make than those for tex t , ince slides arc more likely to go overtime and harder 
to speed up. 

The size of slides hould correspond, whenever po sible. to that of the 
standard projector available : 3~ by 4 inches. If for any reac:on some other 
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c;izc roust be used, be sure not only to get confirmation in writing. and well in 
;a,·a.ncc. of t he availability of the sizo and ty pe of projector you require, but 
~o yerify its presence before tho m eeting starts. 

Have yom material centered and well within the projectable portion of the 
slide. This will save you the embarras5mcnt of haYing a picture decapitated, 
or the total at the foo t of a column chopped off, or tho beginnings or ends of 
lines of test deleted, and also tho unanticipa ted loss of lime in asking the oper
ator to shift tho slide or raise or lower the lantern. 

Top and hot tom arc cu t off more frequen tly, especially if you arrange your 
material in a rectangle whose long dimen~ion is perpendicular. Such slides 
work perfect ly in all classrooms, whore the screen is sqtlare. But in nearly 
every large audit or ium, t ho screen is rectan gular with tho long dimension 
horizontal, because the screen is intended primarily and solely for the projec
tion of motion picture film, whose frames are rectangles that are invarfa.hly 
horizontal. 

But the lateral edges are also v ulnerable, because in a large auditorium 
the projection lantern is placed as far back as possible in order to get the maxi
mwn of magnification which the full width of the screen will allow. There
fore, use a mat. to be sm e your material is properly centered and limited: the 
opening of the mat should not exceed 2~ by 3 inches. 

If the slide presents a pictw ·e or a photomicrograph, make use of such de
dces as an arrow, or circle. to call prompt attention to the important features. 
As you talk about the slide, you can then mention the ringed area, without 
using the pointer that someone forgot to provide. Be sure to write out every 
word of your comment on the slide, so that it, too , will be properly timed. 

The use of the electric torch: arrow pointer calls for comment. Get to the 
mee ting place early to familiarize yourself with this useful gadge t. In using 
it, point it at once to the item you mean to st ress, and turn it off promptly 
when that purpose has been served, or else point it directly at your feet until 
you need it again. It is most disconcerting for the audience to follow the 
arrow's aimless wanderings all over the screen in anticipation of another point 
of emphasis that never comes. Between applications, do not shine it in the 
faces of those in the front row, or that of the chairman. 

If the slide presents a diagram or f igure, this should be so simple that it can 
be grasped within seconds and understood without reference to a blue print. 
The use of contrasting colours makes the figure more intelligible and easier to 
explain. 

If the slide presents data, these should be minimal in number. Those 
which arc most significant should be so designated by means of contrasting 
colours, or bold-faced type, or underlining, or combinations of these devices. 

If the slide presents facts in text form, they should be few, arranged pre
f~rably in outline form, and with the separate members of the outline identi
fied by numbers. 
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In planning tho arrangem ent of all slid<' material, take a loaf out of the 
book of the commercial advertiser. He knows he has only seconds to catch 
the oyo of the public : so he uses the simple picture, the fewest words, the 
brightest colours, the biggest type for th0 most important thought, a ll to 
make the most striking effect at a glance. 

Visibili ty by the man in the last row is the chief factor tha t limits the amount 
of material that should go on a slide. In order to be just legible, the width of 
every part of a Jetter must subtend an angle of 1', and the height and width of 
the whole letter must subtend an angle of 5' ; that is , an angle whose apex is at 
the pupil of the viewer and which has an opening of 5', the over all dimension 
of tho lotter. This fact is the basis of the Snellen T es t hart for measuring 
tho v isual acuity. Now to subtend an angle of 5' at the pupil of the man in th(> 
la t row 200 feet from the screen, the lotter on the screen mu t be three inch(>s 
high and wide. (Mult iply the distance from the screen by 0.001425 to get 
the dimension of the letter .) If th0 screen i fifteen fee t wide. then a sing!(> 
lin0 of text on the croon can have no more than sixty letters and space , if 
that text is to be just readable by a man in the last row, if he has 20 20 vision. 
To be easily readable, the line must have decidely fewer letters and spaces. 
To be safe in planning your slides, you must know the size of the screen and its 
distance from the back row. 

Leai•e the slide on lhe screen long enough for everyone to read it. This usu
ually takes half-again a long for the other fellow as it docs for you, so gin> 
him a break in your timing. 

It is better lo signal for the ne.rl slide with a buzzer or "clicker , .. if available, 
than to say "next slide," lest the operator mistake a word in your text for 
such a signal. A recent speaker lost valuab le time bC'C'ause the operator 
shiftC'd slides when he heard the word , " Dextran. " 

These have been the " Do's .. to be obserY ed in lantC'rn s lide techniq ue. 
E n.>n more important a re the ·' Don'l' s." 

'rhe mos t impor tant one is this : Do not put loo much on a slide. If it is a 
picture or a photomicrograph, do not have too much irrelevant material, uch 
as Lhc whole cross-section of an organ, thereby dwarfing into insignificance' tlw 
crucia l part of the picture. If you wish to how proportion or relations, then 
us<' a C'cond slidC' for further detail. 

Do not project a complicated diagram: it takes Loo long to decipher. 

Do not pu t too many data on a single slide, especially ir relevant data. 
Y0t this unhappy mistake is the onC' most frequently committed : tho a uthor 
is too lazy to construct a brief summary of salien t data, so ho photograph!' 
ins tead a detailed table that. will occupy a full page in tho pr in ted paper. 

Do not project whole paragraphs of running text. so outline form and 
telegra phic sty le to get the few important facts across most quickly. If these 
arc :rrore facts, u e two lides. 
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Do 1•ol distract your audience in a ny of tho following ways : Do not talk 
away from the slide on the screen: your commen ts should be to emphasize 
or amplify what is in sight, not to present now ideas. Do not leave a slide 
on the screen when it is no longer needed. If you have something new to say 
before going on to the next slide, ask for " lights, p lease," or signal the operator 
by mC'ans of a blank slide or by a white card properly placed in your series of 
slides. 

Do not f rustrate your audience by whisking a slide off the screen before 
they have had time to read i t. 

Do not waste the time of your audience by reading every word and fig ure 
011 the screen. They can read, too, so confine y ourself to brief relevan t com
ments. 

Do not use slides with while letters on a black background : their visibility 
is much IC' s than t hat of lides with black letters on a white background . 

ThesC' , then, are the general principle that underlie the proper and effec
tive presentation of a cicntific paper before a la rge a udience, a nd to these the 
writer has decided to confine himself. But p lease do no t think tha t your 
personal problem s in presenta tion have been fully covered in th e fo regoing 
advicC'. ThC'y require special study and individual analy is. 

For t una tely . you <lo not have to depend upon your best friend or severC' t 
critic to do thi for you, a lthough they <'a n be most helpful. Ii is to-day a 
im ple a nd inexpensive matter to have a tape recording made of one of you r 

effort s at public speaking. Then, at first a lone, and la ter in the company of 
an hon('s t. cr itic, play i t back to yourself ma ny t imes, making notes and en
c·ouraging the criti c to in terrupt. 

When y ou han' recovered from the fir t shock of hearing the voice of an 
utter stranger <'Orne back to you out of the machine, you can begin object ively 
to a sess your mo t obvious mista kes of presen tation: the hurried deliv ery, the 
monotonou in tonation , t he failure to pause between paragraph s, or befo rC' 
important points, as you race through your text. Then , at t imes when you 
leave your script and " ad lib" a bit, note t he slowness, a lso the hesitation as 
you grop0 for the next word; th e falling p itch t hat kills the ends of sentences. 
e per ia lly if the la t word i a proper noun; a nd all the irrelevant ' ·ah' s" and 
' 'uh's" t ha t eat up so much precious time ; and t he disconcerting noises, when 
e\·ery few sentence you nervously clear your t hroat. 

Kow, if your ego can s t ill ta ke it , ha\'e a motion-p icture as well as a sound
track rC"cording made of one of y our presentations. cc for yourself your d is
tracting, and t herefore undesirable habit of scratching your face, rubbing your 
nose, tw isting you r car or tugging on a lock of hair. Do you ever look a t th<" 
peopk you arc try ing to impress, or ar0 your eyes glued to your manuscrupt? 
.\ nd what of your festurcs? Gestures, like spice . add zc t and interest, if 
unobtrusive , appropriate to the matter in hand. and if u cd sparingly ; hut 
better no ge turcs than too many or the wrong ones, awkwardly made. Their 
Proper use calls for native talent as well a careful training. 
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This article has been written about the proper presentation of a scientific 
paper, an infrequent and ephemeral activity, indeed, as far as most of us are 
concerned. Yet it is an aspect and an actual part of a much more important 
function in the lives of most of us who present papers: the function of teaching. 
If you are a teacher, then regardless of your specialty in medical science or 
practice, you should real;ze that medical pedagogy is as much a specialty as ia 
chemistry or paediatrics. If you are a teacher, it is your responsibility to 
perfect yourself in pedagogy as well as in yom branch of knowledge, in order 
to bring yom teaching mission to its highest fruition; not only to know, hut 
to be able to impart to others what you know. If you arc or hope to he a 
teacher, this editorial deserYes a second reading. 



The Role of the Sanatorium in the 

Tuberculosis Control Program * 

J. E. HILTZ, ~1.D., D.P.H. ** 

WHE); Brehmer, in Germany, established the first sanatorium in 1859 
and Trudeau, in the Adirondacks, in 1~73, or even when the Nova 

cotia Sanatorium was opened in 1904, the prime purpose of such an institu
tion was to proYide facilities for a moderate degree of rest with reasonably 
good food in an environment composed mainly of fresh au·- the colder and 
more rarefied t he better. \Vhat is the purpose of such an institution today ? 

Firstly , it is to provide education. This must be education of the pa
tient so that h e may become aware of the seriousness of tuberculosis ; aware 
that he may be returned to health if he follows good curing principles and ad
heres to them long enough so that disease which appears to be healed from an 
x-ray point of view may undergo further fibrosis and absorption and so be
come healed microscopically as well; education so that be may be aware that 
unhealed disease is dangerous not only to himself but to others, and so aware 
of the need of careful examination of bis contacts by tuberculin testing and 
x-rays. He must also develop an awareness of the need for his cautious but 
progressiYe rehabilitation under good guidance, so that he may resume his 
rightful place in the community and also maintain it once resumed. 

The sanatorium must also provide educa tion for its own medical and 
nursing staffs so that they are conscious of the need for the patients to follow 
good C'uring principles. The staff must also be so educated that they are 
anxious and able to provide tho best form of treatment available for each 
individual patient. As mentioned ah·eady, they must realize that bed rest 
treatment is still the foundation upon which we build the cure and without it in 
adequate amount no form of surgery and no course of chemotherapy will pro
duce effective and lasting results A temporary sputum conversion from 
positiYe to negative is not enough. It must be permanent. A readmission 
to a sana torium is a failure and so the education of the medical profession 
must be spread beyond the sanatorium walls so that all physicians will be 
interested and informed in regard to the problem. There must be an aware
ness on the part of all that pleurisy with effusion is frequently a manifestation 
of primary pulmonary tuberculosis and must be so treated, and also that 
erytbema nodosum is frequ ently the first indication of a tuberculous infection 
and must be so considered until proven otherwise. 

The education program must also extend to the nursing profession in 
order that they may be interested in the tuberculosis field and in order that 
their unwarranted fears of it be dispelled so that our tuberculosis patients 

. •Presented as part of a svmposium on Tuberculosis during "A Day of Clinical Pre
ventive Medicine" , Dalhousie University , Halifax, N. S .. January 12, 1953. 

*•Medical Superintendent, 1' ova. Scotia Sanatorium, Kentville, ' . S. 



110 THE NOVA SCOTIA MEDICAL BULLETIN 

may receive adequate nursing care. Postgraduate and Undergraduate Tu.. 
berculosis Nursing Teaching Programs in sanatoria are therefore essential 
to this end. 

Secondly, a sanatorium must provide diagnostic services for its out .. 
patient clinic and most particularly for its in-patients in order that they may 
receive adequate care. Many cases which would be and, in the past, have 
been diagnosed as minimal by ordinary flat or stereoscopic x-ray film exam .. 
ination, whon examined by serial planigraphy, are found to have small cavities 
filled or partly filled with caseous material and so are really moderately ad
vanced in extent and must be so treated. Indeed, tho more one sees of such 
cases and the more one examines lobes removed at operation, the more one 
becomes convinced that relatively few cases diagnosed as minimal tuberculosis 
really are minimal. Also, some cases examined and found to be cavity-free 
by horizontal planigraphy will be found to have cavities when examined in the 
vertical position, as cavity fluid then will be seen as a distinct level rather 
than obscuring the cavity, which is the case with the patient lying down. 

Good diagnostic services are also required to demonstrate by opaque oil 
bronchography the presence of tuberculous bronchiectasis which is frequently 
the source of positive sputum in the absence of an active x-ray lesion. Bron
choscopy also frequently reveals active tuberculous ulcerations of the bronchi 
or otherwi e demonstrates the source of positive sputum. 

A good laboratory en-ice, especially for culture work. is also essential if 
tuberculosis i to be diagnosed adequately and treatment results properly 
assessed. When it is understood that it requires approximately 100,000 
tubercle bacilli per cc. of sputum to yield a positive smear, only 500 to yield 
a positive concentration, and only about 50 to yield a positive culture, it be
comes apparent how essential a good laboratory culture service really is. 
A per on with sputum positive for tubercle baci lli on culture is still dangerous 
to contacts. 

Thirdly, it goos without saying that a sanatorium must provide good 
treatment. facilities for patients. This includes an awareness of the value of 
good bod rest treatment and a medical staff sufficiently well informed so that, 
meeting in conference, they may pool their knowledge regarding t.he best 
supplemental treatment fol' each individual case, whether it be artificial 
pneumothorax, pnoumolysis, phrenie nerve paralysis, thoracoplasty, pulmon
ary re ection, decortication, extraploural plombage, chemotherapy, or some 
combination of these. 

It must not be forgotten that a patient is more than a pair of lungs and 
so sanatorium staffs must be prepared to diagnose and treat other forms of 
tuberculosis which occur as complications or, indeed, any other disease which 
may co-exist with the Luberculosis. As the patients arc under treatment for 
many months, dental care must also be provided, and even a barber service 
is needed. Many patients may be maladjusted to institutional and, indeed. 
sometime maladjusted to community life in general, and so a .Mental Health 
Program with the services of a psychiatrist is essential to the proper under
standing and care of tuberculous patients. 
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The Rehabilitation service i also an important part of treatment and is 
de i"'ned to provide patients with an opport,uuity to spend their curing hours 
in a ~nanncr to increase their enjoyment of music, reading and the arts, and to 
impro,·c their educat,ional statu so a to fit them bct,t,er to return to their 
work and their social contacts when they recover. Wit,h this in mind, school 
courses must be provided for those children and adults who have not had an 
opportunity to finish or sometimes even start regular school before coming 
to the sanatorium. Help must be provided with correspondence courses 
designed to fi t them for more suitable jobs or to do t,heir old jobs better 
when they return home. 

\' oC'at,ional counselling is often needed when they have not decided on a 
suitable type of work to follow when they have recovered. There must be 
made a,·ailable to them business courses leading up to more advanced instruc
tion than can be taken at vocational schools when they leaYe the sanatorium. 
Courses in home management for the women, and radio repair for the men, 
arc worthwhile, and classes in weaving, woodwork, lcatherwork, rug making, 
and other crafts, provide useful hobbies and help to pass the curing hours as 
well as keep the patient active mentally. A library service, a radio service, 
a moYing picture service, and a chaplain service are all es ential parts of a 
Rehabilitation Department. 

With the increasing use of chest surgery there have developed certain 
disabling chest and shoulder girdle deformities. Some of these are unavoid
able, but many can be corrected wi th proper instruction of the patient regard
ing po~ ture, arm exercises, massage and heat treatment. For this reason 
many thoracic units have now established Departments of Physical Therapy 
and onr ha recently been established and is serYing a very useful purpo e at 
the X o\·a cotia Sanatorium. 

This dissertation has, of necessity, been briof and probably somewhat 
incom pletc . A sanatorium should be a place where a patient may go to r e
ceiYc thorough investigation of his illness, a proper diagnosis and, finally 
treatment for the whole body, and the mind as well, in a kindly and sympa
thetiC' atmosphere where doctors, nurses, dietitians and auxiliary workers are 
united in an effort to learn more about tuberculosis, to spread this knowledge 
to the patient and bis relatives, to apply this knowledge to help the patient 
protect others, t o recover his own health, and, eventually, become firmly re
established in his community as a useful citizen. 



Case Reports 
OMENTAL TORSION 

TORSION with infarction of the omcntum " 'as first described by ~Iarcb
ette in 1851, and soon after, many other reports appeared in the litera

ture. All of the early cases occurred in association \Y-ith inguinal hernias and 
it was not until 1899 that Eitel described the first case of idiopathic infarction 
unassociated with hernia (1). For the next quarter-century the volume of 
reported cases steadily grew, and in the past quarter-century with these re
ports, classifications have evolved and theories of etiology have appeared. 

The majority of cases have occurred in association with some other patho
logic condition, i.e. hernia, appendicitis. etc., and well over 300 such cases 
have appeared in the literature. A much smaller number of idiopathic cases 
have been reported-64 were reported by Altcmeier in 1946 (2) . 

Omental torsion is a relatively uncommon cause of acute abdominal pain 
and is still not clearly defined as a clinical unity but is one in which the patho
logical lesions are well recognized. As more reports accumulate the clinical 
features of this condition will become better knO\\'n and the diagnosis will be 
made more often in acute abdominal conditions. "Gp to the present time, 
853 of tho cases have been diagnosed as acute appendicitis. (3). 

Anton (3) proposed the following classification :
(a) Primary- idiopathic. 

(b) Secondary-

!. Hernial 

2. Abdominal 

(a) Intrinsic Le. cysts, tumors of the omentum 

(b) Extrinsic- pathology of the abdominal and 
pelvic organs and peritoneum. 

The cause of primary omental torsion with infarction is unknown. How
ever, many theories have been proposed but none has been proven. Trauma 
appears to play a part in some cases. (4) Peristalsis has been blamed by 
Fagge. (5) Payr (6) developed the haemodynamic theory based on block
age of veins by twisting of the omentum and torsion of the congested omentum 
around the artery. Teller and Baskin (7) observed that torsion occurred more 
frequently in obese individuals. 

The cause of secondary torsion is much easier to explain on the basis of 
adhesions formed, i.e. in hernias, tumours, etc. 

We were able to study the clinical picture of this condition in two cases 
of primary segmental omental infarction due to torsion. 

Case 1. 

D. K., male, ago 26. No previous abdominal disease; relatively obese. 
Developed generalized abdominal discomfort one week prior to admission. 
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pain was most severe in the right lower quadrant, was dull and not colicky . 
Rest appeared to relieve pain. No nausea or vomiting. On admission, tend
erness was most marked in RLQ near McBurney's point. No diagnosis of 
appendicitis was made and at operation blood t inged peritoneal fluid was 
noted. The appendix was normal. \. segment of omentum in the right in
ferior portion was found twist ed int o a mass 4" x 6" . This was resected. 
Pathologic examination showed infarction of the omentum due to torsion. 

Case 2. 
W. C., .:VIale, age 63. No previous abdominal disease. Not obese. De

veloped generalized abdominal pain at first but later dull aching pain in 
RLQ. Pain was worse on effort and relieved by rest. Nausea but no vomit
ing. Examination shows moderate tenderness and guarding in r ight iliac 
fossa. Temperature 99 degrees. Pulse 80. White cell count 10,000. A 
diagnosis of acute appendicitis was made a nd a t operation the appendi.x was 
found normal. A mass indurated omentum was found 2" x 2" . This was re
sected and reported pathologically as infarction of the great omentum due to 
torsion. 

Our two cases of primary segmental omen tal infarction presented clinical 
features not unlike that recorded in the literature. This condition occurs 
most frequently in men a t any age but usually from 20-55. (8) In our cases 
there was no history of abdominal t rauma, hernia or other intra-abdominal 
disease. 

The pain is of a consta nt dull ty pe which tends to increase in intensity. 
Jefferies (9) states that in 883 of cases it is located in the righ t lower quadrant . 
Pain is characteristically relieved on lying down. 

The patient when first seen does not have the very ill appearance of the 
usual case of appendicit is. The patient with torsion appears comfortable in 
bed. His temperature and pulse arc only slightly elevated and the white cell 
count ranges from 8,000-15,000. 

On examination of the abdomen, tenderness is usually modera te in de
gree and it is said to be most pronounced on the r ight side at a higher level 
than that of acute appendicitis. This was not found to be so in our two cases. 
Guarding is not a prominent feature. Some authors J efferies. (9), Ethering
ton-Wilson (8) describe a rapidly appearing doughy t umow· in the right lower 
quadran t as a valuable sign. 

These symptoms and signs closely resemble appendicitis and most re
ported cases have been operated on wi th this diagnosis. Tho finding of blood 
~taincd peritoneal fluid suggests strangulation of a viscus, one type of which 
is omcntal infarction. 

SUMMARY 

1. A brief review of the literature has shown an increasing number of reports on omental 
torsion. 

2. 1'wo cases of primary segmental omental infarction due to torsion were presented . 

3. 'f he classification, etiology and diagnosis have been briefly discussed. 
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Births and Stillbirths 
J. . ROBERT 0. -, lVLD. 
Deputy Registrar General 

I ~ these days. of incre~sing. social. welf~re programs the prompt r~gis~r~tion 
of birt hs i becommg mcreasmgly important, not only to the md1v1dual 

eoncernrd, but also to the Province and its citizens. and Canada as a whole. 

Information from the Childrens Allowance Branch of the Departmen t of 
Xational Ikalth and Welfare would indicate that they are paying allowances 
to a ubstantial number of Nova cotian children whose births arc not regist
t>red with the Registrar Gcnera.l of this Province. ince parents aro responsible 
for registr ring t h<' births of their children, it would appear that the ourco of 
the troubl0 lies with the parents ; howeYer , the medical attendant also has a 
dutr in C'onnection with tho procedure. ection 2 of the Yitai tatistics Act , 
1952. reads as follow : 

"Evr ry per on who assists at the birth of a child or a t a stillbirth in the 
province shall, within twenty-four hour thereafter , deliver or mail to the 
di\·ision rrgis trar of the regi tration division in which the birth or stillbirth 
occurs a notice of the birth or stillbirth in the prescribed form ." 

Failure to carry out this duty is provided for in crtion 41 (1 ,) Vital 
• tatistics .\.ct , 1952, a follow : 

"Enry person who fails to give any notice, or to furnish any statement, 
eertificatc· or particular required under or pur uant to this Act. within the 
time limitc•d by this Act, i liable on summary conviction to a penalty not 
exceeding fif ty do llars, and in default of payment thereof to imprisonment for 
not more than one month." 

In order to simplify the procedure the Registrar General has made avail
able a scalable postage free form- these forms are available from this office 
and from all Division Registrars of Births and Deaths. On receipt of this 
form the DiYision Regis trar is made aware of all births and stillbirths in the 
area and can take steps to obtain registrations on the e births which are not 
ent in \\ ithin a reasonable time by the parents. If, however, the medical 

attendant fails to notify the Division Registrar of the birth or stillbirth the 
registration may be missed since the DiYision R egistrar would h ave no in
t?rmation on which to base her follow-up. By carrying a supply of the noti
f~cation forms in his obstetrical bag the doctor could be reminded of the neces
, ity of not ifi cation- in addition to the stati tical importanc0 the doctor would 
be doing an important service to the n0w born infant- failure of r C'gi tration 
means thr person concern d will have to go through quite an im·olved pro
?edure and will have to produce proof of the da te and place of birth- such 
infornrntion is frequently difficult to obtain in later years. 

:\la~ we again reques t that the provisions of the Vital tatis tic Acts be 
~a~riecl out by medical practitioners- legally it i a requirement- morally 
it 1 a duty . 
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\Yith regard to the registration of stillbirths there seems to be some con. 
fusion, although the Vital Statistics Act is quite clear on the subject, as Will 
be noted from the following: 

Interpretation-Section 1 (u) - " 'stillbirth' means the birth of a foetua, 
after at least twenty-eight weeks pregnancy, which after complete separation 
from the mother does not show any sign of life." 

Section 2- as previously noted- this requires that notification be made 
by the physician to the Division R egistrar using the form provided. 

Section 9 (3)- "The medical practitioner in attendance at a stillbirtJi, 
or, where there is no medical practitioner in attendance, a medical practitioner 
or a coroner shall complete the medical certificate included in the prescribed 
form showing the cause of the stillbirth and shall deliver it to the funeral 
director." 

From th e above it should be quite clear that stillbirths must be notified 
and registered. \Vith complete registration we feel sure that the loss of in· 
fan ts from this source would be more forcibly brought to the attention of those 
workers in this phase of Public Health. Research workers in this field would 
also have more accmate figmes to deal with and could assess the problem in a 
more realistic way. 

In addition, there is a legal responsibility on medical practitioners. A 
recent case brought to our attention by the D epartment of the Attorney 
General would indicate that some physicians are not aware of the above pro
visions of the Vital Statistics Act. It must be emphasized that stillbirths 
must be legally dealt with the same as any other birth and death-further, 
the body must not be disposed of other than by legal burial or cremation after 
a medical certificate has been signed and a burial permit obtained. Failure 
of the medical attendant to give this information to the parents or guardian 
can only result in embarrassment to both himself and the other parties con
cerned. 



General Practitioners Training at Dalhousie 

Medical School 

THERE was a meeting on January 12th, 1954, between representatives 
of The Medical Society of Nova Scotia and the Executive of the Faculty 

of Medicine of Dalhousie to discuss the training of general practitioners at the 
:\fedical School. 

The representatives of The Medical Society of Nova Scotia were Doctor 
J. A. McDonald of Glace Bay, Doctor H.F. McKay of New Glasgow, Doctor 
A. G. :'.\facLeod of Dartmouth, Doctor D. M. Cochrane of River Hebert and 
Doctor 1\1. G. Tompkins, the President of The .Medical Society of Nova 
cotia. The Executive of the Faculty of Medicine was fully represented. 

To insure accurate reporting of this meeting a recording machine was in
stalled, but like a lot of machines, it did not work, so that this report is given 
entirely from inemory. 

One ?f the first things discussed was the feasibility of the establishment in 
the Medical chool by The Medical Society of ~ova Scotia of a Chair in 
General Practice. This had previously been discussed by a special committee 
?f The Medical Society, and the suggestion was dismissed as it was felt that 
it would only tend to create discord between the Chairs of Medicine and Sur
gery in the "Gniversity. The meeting concurred in this view. 

. Senral thoughts were expressed as to how the present teaching could be 
1mpr0Ycd upon. One was that there be established in the Dalhousie Public 
Health Clinic a modern doctor's office which would be staffed by general 
practi t!oners chosen by the University. That this doctor's office should be 
run dail~· , and the students should attend and receive instruction by the gen
eral practitioner in charge . 

. A second was that consideration be given to the establishment at the Vic
toria General Hospital of an out-patient's department of general practice 
run by general practitioners, and that the appointment to teaching posts in 
connection with this out-patient's department be under the same arrangement 
ahs now . pertains between tho Hospital and the University, that is that 
t_ e appomtmen.ts be made by the Hospital on the nomination of the Univer
sity . 

. r t was also suggested that perh~ps the Hospital might consider the es
ta?lishment of a general ward which perhaps could be a clearing ward, and that 
:his ward would be run by well trained general practitioners, that they should 
reat all the cases coming into this ward, and if they felt that they needed 

help on any Particular case they could refer this case to some special ward, 
or bring in a consultant. 

th ~he ~atter of praeceptorships or assistancies was also discussed, and in 
e discussion it was brought out that this system now prevailed in a few of the 
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medical schools throughout America. Tho idea was that the student should 
before graduation, spend a period of at least one month. and preferably tw~ 
months, serving as an assistant to a general practitioner who had been approved 
by the Faculty of Medicine. 

The opinion was expressed that there was not as good instruction for 
internes to-day as there was a few years ago, and that this perhaps came about 
as the result of tho present system of interneships and residencies in the hos
pit,al. 

It was planned that the minutes of this meeting should be typewritten 
and circularized to a.11 members who attended at that meeting, and that an
other meeting should be held. On account of not being able to get an 
accurate recording of tho meeting this was not possible, but another mooting 
of the two groups will be held shortly . 

F. MURRAY FRASER 

POSITIONS VACANT 

Positions are available in the Department of Public IIealth, Nova co tia' 
for active keen Physicians- training bursaries available if untrained. 

Positions available in Tuberculosis Sanatoria, YI:cntal Hospitals, Mental 
Health Clinics, Pathology, Field Public H ealth a11d Radiology. Full Civil 
Service benefits, sick leave, holidays, hospitalization and superannuation. 

For further particulars and application forms, apply to: 
J. S. ROBER'I'SON, M.D., D.P.H. 
Deputy Minister, 
Department of Public Health, 
Provincial Building, 
Halifax, ro,·a Scotia 

or 
N OYa Scotia Civil Service Commission, 
P . 0. Box 943, 
Halifax, Nova Scotia. 

ASSISTANT WANTED 

Established physician in one of the larger towns wants an assistant; duties 
to begin any time after May; living quarters available; would prefer a married 
man; salary $450 to $500 a month. For further particulars to the Secretary. 

COUNTRY PRACTICE VACANT 

House, office equipment and drugs available. For further particulars 
apply to the Secretary. 



Announcement of a Diet Manual Prepared 

by Department of Public Health 

Juanita II . Archibald 

Director, Nutrition Division 

THE D<'partment of Public Health offers a consultative nutrition service 
to hospitals and other institutions in the Province. Over the past few 

vears, nutritionists have visited all hospitals, county and municipal homes, 
~nd child-caring institutions regarding their food service and have found that 
there is a g<'ncral lack of dietary information. 

Therapeutic dietary information throughout the Province varies greatly. 
rrhcre arc few written outlines available to staff. Of course, there are certain 
hospitals with excellent diet manuals. There are others, however, that have 
adapted information from various sources so that conflicting ideas have re
sulted. Accordingly, A Diet Manual has been prepared by the Nutrition 
DiYision, Department of Public Health. 

This Diet Yfanual was submitted to The Medical Society of Nova Scotia 
and to the Maritime Hospital Association with the result that certain changes 
were made in tho material. A copy of the Diet Manual will be sent to phy
s1c1ans. 1t is requested that they critize the l\1anual and make suggestions 
to the Department of Public Health for its improvement. 

The Diet Manual contains practical information suited to the food habits 
and food supply of Nova Scotia because fitting a special diet into tho accustom
ed food pattern of a patient is one of the most important factors in diet therapy. 
I t does not contain all diets used in tho treatment of disease but only those that 
are required most commonly. Information given in the Diet :Manual in
cludes: 

Important Dietary Information for Physicians 

Normal Diets 

Standard Hospital Diets 

Special Diets 

A special featme of the Manual is that easily understood discha.rge diets for 
the patient and guides for the menu planner and cook accompany this infor
mation. 

Canada's Food Rules have been used as tho basis of an adequate diet in 
the :Manual. ·where modification of the diet was necessary, there was as 
g~eat adherence as possible to tho adequate diet. The number of special 
diets was reduced to a minimum for it is not necessary to have a diet prescribed 
for eYery condition. Diet is important in the treatment of certain diseases, 
but not that important. 
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Standardization of diots and t erminology ensures better service from any 
dietary department. Special diets should be given only on written prescrip.. 
tion of the physician. Accordingly, the diseases for which diets are prescribed 
are not written on the majority of the diets but descriptive terms are used in 
the title of the diet, for example, names such as "cardiac" are omitted and "low 
sodium" are used. Physicians can assist in the promotion of the Diet Manual 
through becoming familiar with it, especially if it is used in their local hospitai 
and deciding wherein they wish to deviate from it in their written prescrip.. 
tions. Patients will be assisted by discharge diets expressed in everyday 
foods and household measures. Tho diabetic patient will be helped by having 
a statement regarding his food for the day which he can follow in his home of 
when h e travels. 

Physicians are assured that considerable care has been taken in the pre
paration of this Diet :Manual. References con ulted include the recognized 
authorities in the field. The Nutrition Division acknowledges its indebt<'d· 
ness to the :Metabolism Department, Victoria General Hospital, for the Dia
betic Progression. It is hoped that physicians will find the Diet Manual of 
supplementary use. 

Bursaries For Training in Public Health, 

Pathology and Radiology 

.Applications are invited from physician wishing to train in the aboYe. 

Bursaries to successful applicants- $200.00 per month if single, ~250.00 
per month with dependents, plus tuition, books and travel expenses. 

Applicants must agree to return to salaried positions in the Province for a 
stated period depending on the length of training. 

Apply to : 

J. S. ROBERT ON, :.M.D., D.P.H. 
Deputy Minister 
D epartment of Public Health, 
Provincial Building, 
Halifax, Nova Scotia. 



The Royal College of Physicians and 

Surgeons of Canada 

ANNOUNCEMENT OF ANNUAL AWARDS 

An annual essay contest is held by The Royal College of Physicians and 
~urgeons of Canada in order to stimulate original work by young investigators 
in the basic sciences, or in clinical research, in medicine and in surgery. An 
Award in Medicine and an Award in Surgery are offered. The recipients of 
these Awards will be invited to present their work at the Annual Meeting of 
the Collrge, their travelling expenses being paid by the College up to the limit 
set by Council. 

Conditions governing the E ssay Contest 

1. An~· gradua te in ~1edic ine, under the age of 40 years, who fulfils the 
other conditions may apply . 

2. ·where the con testant is a Canadian citizen, or Fellow of this College, 
the im·estiga tive work need not be carried out in Canada. Applicants who 
are neither Canadians nor Fellows may apply by submit ting work which has 
been done in Canada. 

3. "\ny investiga tive work in the basic sciences relative to medicine or 
surgery, or in the field of clinical research , done or completed during the pre
ceding tweh-e months is acceptable. 

4. 'I'hc manuscript must be concerned with original investigative work
not simply a review of the li terature. 

ubmission of Essays 

The closing date for submission of Essays is April 30, 1954, although earlier 
submission is desirable. 

Essays must be submitted through a Fellow of the College who personally 
nominates t he author for one of the Awards. A Fellow may submit his own 
essay. 

The manuscript must be double-spaced on let ter-size paper (8~" x 11"), 
should be 20 to 30 pages in length, and must not exceed 30 pages, exclusive of 
hi.bliography and illustrations. (Essays not conforming with these regulations 
will be returned to the author, gi..-ing him an opportunity , prior to the closing 
date of tho contest , to resubmit his essay in acceptable form.) 

Further particulars may be obtai ned f rom: 

The Honorary Secretary, 

The Royal College of Physicians and Surgeons of Canada, 

150 Metcalfe Street, Ottawa 4, Ontario. 



DALHOUSIE UNIVERSITY POST-GRADUATE 
PROGRAMMES 

SHORT COURSE IN ANAESTHESIA 
MARCH 29th - 31st & APRIL I sl, 1954 

Guest Lecturer - Dr. Wesley Bourne 

:Mornings will he spent in thP Opcratin~ Rooms of ih<' \Tictoria 
Genernl TT ospital. 

.MOr DAY, MARCII 29th. L954 

2.30- :3. 15 lnl ratrachael Anaest h<'"ia - Dr. C . C. Stoddard. 
3 .15- 3.-15 _\.nac>sthesia in the _\.gee! Dr. C . II. L. BakN. 
3.45- 4.15 Anaesthesia in C hildren- Dr. ~L S. W enning. 
4.30- 5 .00 Some Ust>ful -crYe Bloc·ks in Genera l Prac.:tic·c•- Dr. R .. \ . P 

Fk•ming. 

TUESDAY, MAR LT 30th, 195-1 

2.30- 3.00 Intravenous Anaesthesia - Dr. C. M. Kincaid<'. 
3.00- 3.30 New Drugs in AnaesthC'sia - Dr. A. S. Maci ntosh. 
:3.30- 4.00 Muscle R elaxants Dr. R. \V . .M. Ballem. 
4.15- 4.45 The Effect of Positioning on Table on \ Tital Capacity- Dr. C. A. 

Gordon. Dr. C. "G. H enderson. 
EYcning: 

8.00 :\1ceting of NoYa co tia Divi ion of the Canadian ~\.naes thct ists' 
ocic>ty. 

Guc>st , peaker:- Dr. \\'eslcy Bourne, Formerly Professor and 
Chairman, D epartment of Anaesthesia, McGill Un ivers iLy. 

\YEDN"ESDA Y, MARC H 31st, 1954. 

2.30- 3 .30 The Role of Basic Sciences in Anaesthesia Dr. \Vesley Bourne. 
3.45- 5.00 Symposium: hock and 1',luid RcplacemE>nt Therapy Dr. 

C. II. L. Baker. Dr. Wesley Bourne, Dr. D. J. Tonning. Dr. 
R. \\·. :\I. Ballem, Dr. R. A. P. Fleming. 

TIIURSDA Y , AP RIL 1s t, 195-l 

2.30- 3.30 FacLors Involved jn th<' Choice and Adminis tration of an AnaElS-
thetic.- Dr. 'Veslev Bourne. 

3.30- -1.15 Anaesthetic Emergencies - Dr. C. C. Stoddard. 
4.15- 4.45 l\Iechanics of the Gas ::\[achine- Dr. A. S. :\facln tosh. 
4.45- 5.15 The Role of C0 2 Absorption in Anaesthesia- Dr. C. l\1. Kincaide. 

F'RIDA Y, _\.PRIL 2nd. 1954 

5.00- 6.00 Victoria General H ospital Staff Conference - '"I'rends in _\ naC'S· 
thcsia"- Dr. Wesley Bourne. 

Registration fec> for this co urse is $20.00. Kindly make early applicat ion 
to the Post-Graduate Office, Victoria GC'neral Hospital. 



Week in Surgery-April 26th- 30th, 1954 
APRIL 26th - 30th, 1954 

Guest Lecturer s- Dr. Joseph C . Luke; Dr. Dona ld A. Thompson 

:\10 ... DAY. APJUL 26Lh, 1954 

• 

!J.00-10.00 
10.00- J l.OO 
11 .10- L I . l ."i 
J J.50- ].()() 
:?.:W- LOO 

1.00- ;}.:3() 

9.00- 1.00 

2.:~0- :3.:30 
:3.ao- L:3o 
.t .:3o- ;;.:m 

lC\·C'ning 
8 .:30-1 0.00 

9.00-1 0.00 

10.00-11 .00 
l l .00- 1.00 

2.30- .1.:30 

9.00-10.00 
10.00-n.oo 
12.00- 1.00 
2.:30- 1.00 
4.00- ;},;30 

EvC'ning 

Intest.inal Obs truc tion Dr. \\'. A. Curry . 
Injuries to Lhc Ankle - Dr. [] . D. O'Brien. 
Lesions .\bout the Anus- Dr. E. F. Ross. 
Painful Hhouldcr and Arm Dr. B . K. Coady. 
Round Tahk Surgical J a undic·c Dr. i\. i'L. OossC', Dr. C . :.\I. 
Harlow. 
R ound TablC' Low Back Pain- Dr. B. I•'. ~I iller , Dr. H. B . 
Atlee. 

T UEHDA Y. APRI L 27th, 195-1 
..:\t Camp ll ill Llospital. 

Indications for Arthroplas ty of the Hip.- . \ r e \'icw. 
Re pair of Hernia. 
P s:-·chiatric Assessm ent. of Surgical Patients. 
Spinal Fusion- A rc, ·iC' w. 

Fluid Balance and R enal Shut Down- Dr. (' :\I. IIadow. 
Emergency Treatment of Head I njuries - Dr. \V. D. teYenson. 
Le ions of Breas t- Dr. C. E. Kinley . 

I nformal Discussion P eriod with Depar t men t Staff. 
W EDNE DAY, APR I L 28th, 1954 

Ca of Lip, '£ ongue and :\Louth- Dr. A . L. Murphy, Dr. G. \Y. 
B ethune. 
Trauma Dr. D . A . Thompson. 
Childre n ·s llospi tal-

P y loric tenosis 
Congen ital Disloca t ion of Ilip. 
I. V. 'l'echniq ues. 
H erni a , eLc. 

Symposium on Gynaecological Procedui·es taff. 
T H U R D.\..Y, APRI L 29th, 1954 

Emergenc ies During Anaesthesia- Dr. C . C. toddard. 
Post-Phle1>ilic yndromes and Varicose Ulcers Dr. J. C . Luke. 
Blood Transfusion- Hazards in Use- D r . II. C. Read . 
Urology- Dr. C. L. Gosse. 
Rou nd r.rabh,-:\1elena- Dr. D . A . Thompson, Dr. J . JI. 
Charm an. 

8.:30 ' ·Diagnos is and TreaLment of OcclusiYe 
Dr. J . C. Luke. 

Vaseular Diseases"-

FRIDAY, APRIL 30th, 195-1 
9.00-11.00 Arteria l Occlus ion- Dr. J . C . Luke . 

l l .OO- 1.00 Case PrC's<'ntations-To be announced. 
2.30- :t:m Symposium : llaematem csis- Dr. V . 0 . :\fader. Dr. R. L. 

Aik ens. 
:3.30- .).00 Investigat,ion of R espirator.v Symptoms- Dr. C . J. \\' . Beckwith , 

Dr. E . P. l onama ker. 
. !";.00 Vic toria General H ospital C linical Staff Confer C'n<:e. P r ogram 

by D epartment. of Surgery . 
. H<'gis tration fee for this course is $25.00 a nd may be paid on arriva l in 

II
0

a!1fax. P lease mako early applicaLion for this course to tho Post-Graduate 
ff1<:('. Victoria General Hospital. 



Obituary 

The death occurred at New Glasgow on February 7th of Doctor Donald 
Francis MacLellan. Doctor J\IIacLellan was born in Glennville, Inverness 
County, Nova Scotia, December 1st, 1891, the son of Donald and Christine 
MacLellan. 

He received his B.A. from St. Francis Xavier in 1915 and then went on to 
:McGill for his M.D., C.M., which he received in 1922. During his student 
days at J\lfoGill he earned his "M" for football. 

He went to New Glasgow in 1920 where he soon built up a large genera1 
practice. He was one of the family doctor type and beloved by his patients. 

He served on the Town Council and the School Board. He was a member 
of the Medical Staff of Aberdeen Hospital and had served as its President and 
as a member of the Hospital Board of Trustees. He was a past President of 
the St. Andrew's Society and the Pictou County Liberal Association, and a 
member of the Knights of Columbus and the Bluenose Curling Club. 

Doctor MacLellan is suTvivecl by his widow, the former June Sullivan 
of Now Glasgow; two daughters, Christine and Joan, and two sons, Donald 
and Peter; also three brothers, Rev. Alexander MacLellau of Vancouver, 
Donald G. at Glenville and John in Victoria, B. C., four sisters, two in Cape 
Breton and two in the West. 

The funeral service was held in St. John the Baptist Church, New Glas
gow, W ednesday, February 10th, and was largely attended. His brother, 
Rev. Father Alexander MacLellan, celebrated Requiem High Mass. 
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