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l K TRUC'fiO~S TO AU'l' llORS 

~!embers and others wishing to contribute to 1'he 
Bulletin are invited to submit their material to the 
Offices of 'l'he ;\ledical Society, Public llealth Clinic, 
Halifax, X. S. 1 n general the rules laid down for the 
Canadian J/ edical Associalion Journal and published 
therein under the heading "Instructions to Contribu
tors". 

:\Iaterial should preferably be typed on one side 
or })&per i X II inches, with wide margins. Carbon 
oopres are not .atisfactory. Any table, illustration ete. 
quoted from another published source mu!>t h:we the 
permission of both author and publisher. 

Opinions expressed in articles appearing in 1'he 
Bul!etin do not represent the policy of The Medical 
Soerety or }..'ova Scotia unless spooifrcally stated to do 
so. 

Bigger and . .. 

.\ II too many time-, from the extinction of til<' 
Triceratops on to the present day. has increased 
size, so tempting for its apparent ad,·antages. 
J>ron~d to be the death-knE-ll or some otherwise 
successful organism. \\"e can think of more than 
one _:\fedical text that after tweh·e or more editions 
ha become so cumbersome that it i replaced for 
the next generation of students and physicians by 
an upstart ,·olume claiming to present the sum 
total of medical knowledgc in smaller compass, 
and yct with no loss of useful clinical detail. In
deed The Times of London, perhaps the epitome 
or rcsponsible and detailed journalism. is proud to 
trace it dc cent from a haUpenny paper that was 
li t tie abo,·e the gutter press of 1840. 

\\'e on t he Editorial Board ha,·e not been un
mindful or the attendant dangers of a mere physical 
incrcase in size of our B ullelilt if it is not accom
panied by real growth, both in scientific stature 
and in its value to you, the )!embers of the )'fedical 

ociety, who make up the ,·ast bulk or our readers. 
till, we belie\'e that the changes that have 

brought about the prescnt i ue. the first in the 
Xew eries. were well concei,·ed. This change 
has not been achieved without much work, and to 
produce it tweh·e times a year will entail more 
labour than in the past. To our successors on the 
Editorial Board we offer our apologies. 

or the new style few things are finally fixed, 
beyond the actual page size, the quality of the 
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paprr it is prin ted on, and the approximate number 
of pages. Any suggestion for improYed layout 
and production wiU be welcomed and seriously 
considered. Any suggestions for material that 
could properly be published will also be welcomed, 
most particularly if they are accompanied by actual 
copy. Your Editorial board exist only to sen·e 
you, and to produce the best Bulletin that they can 
for the ~I ember . 

* * * 
It is with great pleasure that we can welcome 

the great new Sir Ch arles Tupper ~Iedical Build
ing which is projected for Dalhousie Uni,·ersity. 
On another page* is an article in the new series of 
Dalhousie Xotes describing this building, wi th 
illustrations of the Architect's Plans. 'Yhile the 
mere possession of a fine new home will not of 
itself make a greater School out of Dal. , since the 

*Page 5 

Faculty is of far greater importance than is the 
fabric, it cannot help being a stimulus to the 
present Faculty. and a drawing card for new 
members. 

The completion date, set for the Fall of 1967, 
is another cause for satisfaction. The terms of the 
Grant permitting construction as a Centennial 
Project would seem to go a long way towards 
guaranteeing that there will be no great delay in 
the actual completion. 

Let us hope that completion of the extension 
of the Victoria General, as the principal Teaching 
Hospital in the .Medical School, will not be far 
behind, so that Dalhousie can start the second 
century of Confederation with the equipment to do 
the job demanded of it, the teaching of coming 
generations of doctors and allied professions. 0 

J.F.F. 

Cecil Edwin Kinley 

AN APPRECIATION 

Cecil Kinley had all the attributes of a great surgeon: broad vision, be
nignity, deft hands, the courage to do all that was needed, the prudence to risk 
no more. 

He had outstanding teachers: Carl Hammond, of Cleveland, with whom 
he worked in his surgical training years, George Murphy, of Halifax, whose 
assistant he became at the Yictoria General Hospital. That these men, and 
his other mentors, helped mould his surgical fu ture so well was because of his 
innate gifts and his firm resolve. 

It was my good fortune to come under him when my father retired from 
the Yictoria General , and we reversed the names of Jfurphy-Kinley to K inley
.lfurphy on the surgical locker door. I came as assistant, grew up to be associ
a te and friend. From him I learned that every living tissue, every cell, de
sen ·es the same gentle care as the patient host. \\llat St. Francis D 'Assisi 
found to Jo,·e in the lesser animals, Cecil Kinley found in human tissues. That 
respectful Joye was, I belie,·e, the basis of his surgical prowess. 

Through his most productive and stressful years he was blessed with the 
love. the support and counsel of Bea, wife and devout mother to his daughter, 
and his two sons who follow his way. On this earthy sphere who can ask 
more? 

If Henley had known Cecil Kinley as he did Joseph Lister I am sure he 
would have IITilten about him the same lines : 

His brow spreads large and placid , and his eye 
Is deep and bright, with steady looks that still. 
Soft lines of tranquil thought his face fulfill -
His face at once benign and proud and shy. 
If envy scout, if ignorance deny, 
His faultless patience, his unyielding will, 
Beautiful gentleness and splendid skill, 
Innumerable gratitudes reply. 
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His wise, rare smile is sweet with certainties, 
And seems in all his patients to compel 
Such love and faith as failure cannot quell. 
We hold him for another Herakles, 
Battling with custom, prejudice, disease, 
As once the son of Zeus with Death and Hell. 0 

A.L.:\1. 
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The Sir Charles Tupper Medical Building 

J PHILIP OUMARESQ AND ASSOCIATES. ARCHITECTS PHOTO BY MAURICE CROSBY 
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Dalhousie Notes 
c. B. STEWART, M.D. , DEAl\" 

II . THE SIR CHARLES TuPPER :-.IEDICAL 
BUILDIKG 

In the last issue I described how the obsoles
cence of the Forrest Building and the overcrowding 
of the other medical buildings had reached un
manageable proportions at Dalhousie. The short
age of doctors in the four Atlantic Provinces and the 
rising tide of applications from prospective stu
dents add to the urgency of the problem. The 
present edition of the Dalhousie Kotes was to haYe 
dealt with the factors which will influence the 
future size of the School. However, the prelimin
ary plans of the new building have now been com
pleted and this would seem to be an appropriate 
time to describe it, lea,·ing the background data 
for the next issue. 

The view shown in the first illustration is from 
Gniversity Avenue looking north. For those 
acquainted with the present campus, the west end 
of the present Public Health Clinic Building shown 
at the extreme righ t of the picture will serve as a 
point of orientation. 

The Sir Charles Tupper :O.fedical Building, 
designed by J. Philip Dumaresq & Associates, 
Architects, will be a high-rise, fifteen storey struc
ture with a parapet at the sixteenth level surround
ing various roof-top ventilators and eleYator equip
ment. 'fhe exterior of the building will be faced 
with precast stone panels of various shapes and 
textures. The exact colour has not yet been de
cided upon, but it will be of a light shade. The 
major section of the building ''"ill be 227 feet by 62 
feet , located on the northeast corner of Carleton 
Campus backing on College Street and facing Uni
versity AYenue. The windowless section on the 
south face is the area which houses the elevators, 
stairways, washrooms, chimney and ducts. The 
~econd element in the new construction will be a 
two-storey annex connecting the fifteen-storey 
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"tower" with the present Dalhousie Public Health 
Clinic Building. This annex runs approximately 
north and south on the east side of the existing 
roadway, formerly Carleton Street. 

The location of the new building was recom
mended by the campus planners, a :-.rontreal firm 
of architects, :-.farshall & :-.rerrctt, engaged by the 
University to advise on the total building pro
gramme on both campuses. The choice of this 
site makes it necessary to move or demolish the 
present l\Iedical Library Building. The option 
was to build between the :-.fedica1 Sciences Build
ing and the Library, but this would have placed 
the new structure Yery close to both the Forrest 
Building and the Medical Sciences Building. It 
would, in the opinion of the campus planners, hM·e 
given a very cramped and crowded appearance to 
the campus, but more importantly, it would have 
placed the new building in such a position that 
fu ture expansion to the west would ha,·e been 
blocked, e,·en when the Forrest Building was de
molished. The planners strongly favoured locat
ing the new building near the northeast corner, 
allowing room for another large building to the west 
of it, in the north-south axis, after the Forrest 
Building is removed. The feasibility of this can 
be seen in the second illustration, which shows the 
ground plan of tho campus and tho location of the 
new building. 

The possibility of moving the present :-.redical 
Library was thoroughly investigated and for a 
time appeared feasible. However, the heavy cost 
and probable damage to it led regretfully to the 
decision that its transfer to another site was not 
practical. It was already too small to sene the 
library needs, but it would have made a fine 450-
seat auditorium and examination hall had it been 
possible to save it. 

JAKUARY, 1965 



ThP Public Health Clinic Building will become 
thP clinical research wing of the new complex. It 
has already been partly conwrted to research lab
oratories and offices for the Departments of 1\Iedi
cinc, Surgery. Paediatrics and Preventive ~Iedicine. 
OthPr clinical departments will also ha,·c research 
pace in it when the remaining outpatient clinics 

arc moved to the new Children's Ho pita!. 

r N 0 

1 . ..., . ,.., 
~ 
11 

chool, the pro,ision of some orr-street parking is 
essential and the alternath·e is the acquisition and 
clearing of ,·pry high cost land in this area. The 
paved court pro,ides access from "Gniversity .\ ,.e
nue to 1 he raised entrance podium under the open 
west enrl of the main building. There is also access 
from the north orr College and Carleton treets. 
AU of the fine trees in front of the Forrest Building 
will be presen·ed. 

l. Dental Building 

F'orrcst Building 

).ledical cience 
Building 

Grace Hospital 

Public Health Clinic 

_\nnex 

Sir Charles Tupper 
).fcdical Building 

Hobie treet 

Uni,·ersity A,·cnuc 

ummer treet 

II. Carleton treet 

CAitLETO • C A Mjtf,, SNO • I WI •rw ll lOICA L ICIE • CI IUI\.Oifi t 
t....J ...., « ,_ 

J . PHILIP DUMAR ESQ AND ASSOCIATES, ARCH ITECTS 

The annex or "link" joining the pre ent Clinic 
Building to the new "tower·· will house experi
mental animals in the basement, with access at 
citht'r end to the clinical and pre-clinical research 
unit . The ground floor has a wide corridor along 
the west side connecting the clinical and preclinical 
buildings and gi,·ing access to two large lecture 
rooms of 200 seats and to t he student lounge and 
cafeteria. Other lecture and seminar rooms arc 
located on the east side, and the library is adjacent 
to it on the main floor of the "tower". The third 
illustration shows the ground floor plan. 

The two-storey annex is 164 feet long and 116 
feet wide. Its colonnaded front faces west on a 
pand forecourt below which is a two-le,·el parldng 
garage, where Carleton Street now crosses the 
campus. Tllis ''·ill provide space for 75 to 0 cars. 
Drillings show that 12 to 14 feet of overlying soil 
make this feasible at relati,·ely low cost. With the 
enlargement of the hospitals as well as the ).Iedical 
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In the econd floor of the annex will be student 
study rooms. everal newer medical schools hM·c 
proYided small indi,idual study cubicles for each 
student. ''~e are providing such cubicles for ap
proximately half of the students as well as an ad
ditional reading room. Each cubicle ha a coat 
locker, a small desk. a chair and bookshelf. Rows 
of these cubicles occupy only a little more space 
than would be required for the older style locker 
rooms and the large library reading rooms. H will 
also allow the study areas to be left open during the 
evenings without keeping t he library staff on duty. 

The area on the second floor of the annex, 
adjacent to the clinical research units in the Public 
Health Clinic, will be for additional clinical re
search. The location of these various areas is an 
example of the type of elasticity in the future uses 
of this building that we have tried to incorporate 
in the plans. If the students do not make use of 
the study cubicles and prefer to work in their own 
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room-. or if more university re idences are e \·eolu
alh huilt. the adjacent library slack; and the 
cli;ucal n·,.t•arch units on either side will haYe room 
for e:xpan~ioo. If. on the other hand. the study 
ar!'a proves too small. the library stacks and re
st>~ ·eh units may be reduced . Library science is 
den loping rapidly and the use of microfi lm, of 
T \ transmission, and of computer searches of the 
lit ature may allow a •.;p 
coPslderablc aYiog of t;i 
space which is now de
\·otcd to the storage of 
bound \ olumes of periodi
eals. 

Th(• f i rt e e n - s t o r e .r 
north wing will haYe a 
two-level basement, con
taining the heating plan t, 
incinerat or, anatomy 
morgue, repair shops and 
sen·ic1 and storage 
rooms. .\n electron mi-
croscope uni t will also be 
houst·d there to M·oid Yi
bratwn and magnetic in
terference. pecial re
~earch un its using radio
act iYc agents and requir-
ing heavy shielding will 
also be below ground. 

The maio foyer will be 
a Centennial )Iemorial 
Room with a permanent 

• • • 

... 

';' : 

-• ,..l ~ • 

; -. 

one for research laboratorie , otrices and facilities 
for science students and graduate students. How
e\·er, there will be some O\·erlappiog of the two 
functions. The teaching floor (Figure 4 p. 2-l) will 
have one laboratory with a capacity of 96 students. 
It will be capable of being separated into four sub
units for 24 students by the use of folding doors. 
A first year class of 96 medical students will be 

l 

,. .... J 
..... 
' 

r~0 ~~ , l ; ; ; ~ ~ 1-· - - ... ,..,L ... ,__ _ _.::: ___ ~. 

., 

~ f 

II ---~ t 
.. I t 

f----iJ I 

I ; ( 
-'-----i l I 

plaque commemorating 
Confederation, as well as 
a memorial to ir Charles 

J 

I > 
I I 
~------J 

Tupper. It will also have 
fac·ilit ies for public dis-

. . 
t 

pladys of historic archiYes ~ ~ · • • . L' . · · 

au other matters of in- -
terest to the public and f"" 
to the students. The ;;,.. . ., : ; -- ;: f"' -~<; '":' ~ 

1----~·-- .J . 

mam entrance to the Li- - ·, -5 
brary will be off the cast 
end of the foyer. The 
second floor of the main 
building will house the 
stacks a nd work space of 
the Library. 

The third to fourteenth 
floors \\'ill house the pre
clinical d e pa r tm e nts . 
Each floor is of approxi

·mately 13,000 square 
feet. )lost departmeo ts 
will have two floors, one 
primarily for teaching 
the medical, dental and 

~",· 

F I ~ ~T F L O O R PLAN 

paramedical students and J , PHI L I P DUMARESQ AND ASSOCIATES, ARCH ITECTS 
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admitted, it is hoped, in 1967. The present 
system of holding combined cia ses of medical and 
dental students will probably be discontinued in 
most departments. The two groups might then 
haYe their lectures together. but would have separ
ate laboratory sessions. This will permit the 
teaching to be more specifically directed toward 
the needs of each profe sional group. The Faculty 
of Dentistry at Dalhousie will soon ha,·e to enlarge 
its clinical facilities in order to admit a larger class. 
Thi may reach an enrolment of 60 to 70 per year. 
The preclinical teaching laboratories in our new 
building will be sufficient to permit this enlarge
ment in dental enrolment. Laboratory classes will 
be scheduled separately for 96 medical students, 
for up to 72 dental students (occupying three of 
the four subunits of t he large laboratory) and for 
the other health professions estimated at the fol
lowing figures: 

Pharmacy 48. Physiotherapy 36, Bachelor of 
Kursing 24, Dental Hygiene 2-l, Occupa.tional 
Therapy 16. 

In addition, certain courses are gi,·en to some of the 
diploma nurses and there may in fu ture be courses 
for laboratory technicians. :.\lost of these groups 
will haYe their practical work in the medical sciences 
in the 96-unit. teaching laboratory. The purely 
professional aspects of their training will be in 
their O\\'n schools. Probably some of these will 
take o,·er the present :.\Iedical Sciences Building. 

Thus the large teaching laboratory will be 
in almost continuous use eYery day of the week. 
In addition. each Department will ha,·e another 
laboratory for 24 science students, and two of the 
Department's, Biochemistry and Bacteriology, will 
have two such units. Junior and senior students 
in the Arts and Science Faculty who are studying 
toward a B.Sc. degree may elect to take some of 
their Biology credits in a Department of the :.\fedi
cal chool. At least three classes for 24 students 
each, wi th two laboratory periods per week, can 
be accommodated in each Department, together 
with a number of :.\I.Sc. and Ph.D. students. It 
is estimated that the enrolment of graduate stu
dents may reach 200. 

The staff of each Department will haYe to be 
increased to take care of the larger enrolment in all 
of these faculties. Provision is made on the teach
ing and research floors for offices and research 
units of Yaryiog size. The area required depends 
upon the type of equipment needed and the num
ber of technicians and graduate students working 
with a staff member. The planning has been 
based on the assumption t hat each member of the 
teaching staff will haYe an average of two graduate 
:i\I.Sc. or Ph.D. students under his day-to-day 
guidance, and each Department will haYe two to 
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four medical research associates or career scientists 
who will deYote almost full time to research and 
the supervision of five graduate students. 

'rhe teaching and research floors will be ar
ranged so that related Departments will be near 
to each other. Howe,·er, there is so much overlap 
in medical sciences today that it is not possible 
to take care of all of the possible interrelations. 
The Department of Anatomy will have t wo separ
a te teaching floors, one for l\Iicroanatomy and one 
for Gross Anatomy, as well as one research floor. 
Adjacent to :.\1icroanatomy will be the research 
floor for the Department of Pathology. The next 
floor will be Biochemistry because of the join t 
interest of the two Departments in cancer re earch 
and clinical biochemistry. Bacteriology, Pharma
cology and Physiology will be on the lower floors. 

T he top floor of the building will ha,·e the 
offices of the administrative staff, the Faculty 
Council Room and Faculty Lounge. This site 
was the choice of the architect and the Building 
Committee, not of the Dea n. (His preYious 
career in aviation medicine would have made him 
prefer the ground level!) 

This building and the annex and parking 
garage will have a total floor area of abou t 300,000 
square feet. Five years ago, when initial planning 
was begun, we estimated our needs at 200,000 
square feet and the cost at five million dollars. 
At that time applications for admissions to medi
cine were at a low ebb in all Canadian and Ameri
can schools. I\ e based our plans then on a com
bined class of 96 entering students in Medicine 
and Dentistry. It is now clear that we must pro
Yide for 96 in :\Iedicine alone and take care of a 
further doubling of the dental class as well as grea t 
increases in the paramedical groups. In addition, 
in 1959 we did not plan for an enlarged library nor 
pro,ide any space for the Departments of Path
ology and Bacteriology. The addition to the 
Pathology Instit ute had just been completed. It 
is now clear that this will only la ke care of the 
medical and dental students. The teaching of the 
science students and paramedical groups together 
with the research facilities must be provided in the 
Sir Charles Tupper Building. These Departments 
will each have one floor as compared with two for 
the others. 

These increases in enrolment and the addi
tional departments and the library account for the 
larger building and the higher cost. T here is no 
grandiose expansionism in this project and the 
furnishing and decoration will be utilitarian. In 
fact, some may criticize the limitation of the medi
cal class to 96 students. The basis for this de
cision will be presented in the next issue. 0 
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The Hyperkinetic Circulatory States 
Part One - X ormal Cardiac Physiology 

R. W. Yot;;.;G, ::\LD., C.:\L, F.R.C.P. (C)* 

St. J Oh lt' 8, .\'fld. 

The Hyperkinetic Circulatory tatcs are char
acterized by a raised cardiac output with an in
cn•ased systemic blood flow. 

They may be recognized clinically by the fol
lowing features: 

The skin is warm and flushed and the forearm 
Yeins are distended. 

The normal digital throb is increased, and 
there may be capillary pul ations. 

The brachial pulse is bounding and its volume 
is increased. A tachycardia of varying degree is 
the rule and the pulse pressure is usually increased. 

The jugular venous pressure is likewise usually 
inereased. and may reach three to four centimeters 
aboYe the sternal angle. 

The cardiac impulse is forceful and may be 
displaced a little to the left. 

\systolic ejection murmur is commonly heard 
at the apex or the base and is due to the increased 
blood flow through the aortic and pulmonary 
YalYes. Functional mitral and aortic diastolic 
mu:murs may also be heard. 

T he mitral presystolic and dia tolic murmurs 
are uncommon and are probably due to the in
creased blood flow; the mechanism being the same 
as that responsible for the mitral diastolic murmurs 
in ventricular septal defects and patent ductus 
arteriosus. 

The hyperkinetic sla tes of fever, pregnancy 
and exercise have a purely physiological basis and 
will not be discussed further. In addition to 
these, a hyperkinetic circulatory state may be seen 
as an integral part of the c!iillcal picture in the 
following states: 

1. Anemia 
2. Anoxia Cor Pulmonale 
3. Hepatic failure 
4. Beri-beri 
5. Arteriovenous fistula 
6. Paget's disease of the bone 
7. Thyrotoxicosis 

This list does not include aortic incompetence, 
patent ductus arteriosus, or rupture of the sinus of 
valsalva as causes of a hyperkinetic circulatory 
state. The Yolume of blood ejected from the left 
ventricle each minute in these conditions is of 

course increased, but as a result of the proximal 
run-off, the ,·olume which circulates in the systemic 
system is normal. The findings at clinical exam
ination are however similar to those ment ioned 
above. In addition, there are the classical mur
murs, and in the case of the last two, there is evi
dence of increased blood flow in the pulmonary 
circulation. 

Physiology of Cardiac Output 

Before considering the various cau cs of a 
hyperkinetic circulatory state, the physiology of 
the cardiac output and the nature of cardiac con
trol will be considered. 

Among the pioneers of the study of the circu
lation and cardiac output was tephen Hales, who 
in 1733 made casts of the left ,·entricular cavit,· 
and assuming that each stroke emptied it co~
pletely, calculated the cardiac output. His re
sults wore erroneously high as the ventricles do not 
empty completely during systole. 

The first lead to a quantitative measurement 
of cardiac output that could be applied to man was 
contained in a brief note by A. Fick. In 1 70 
he called attention to the fact that if we know the 
oxygen difference between the systemic arterial 
and pulmonary arterial bloods, the cardiac output 
could be calculated. 

This subject was introduced well ahead of its 
time because contributions to the field were few 
and far between for 50 years. It was not until the 
1920's that there was a reviml of interest in the 
cardiac output. 

1\ith the introduction of cardiac catheteriza
tion in 1929 by Forssman, who incidentally firs t 
catheterized himself, the principle, first enunci
ated by Fick, could at last be utilized to determine 
cardiac output in humans. Prior to this, it was 
possible to measure the oxygen consumption and 
the m:ygen content of arterial samples, but there 
was no means of obtaining a mixed Yenous sample 
from the right side of the heart. Cardiac cathet
erization however made this possible and since its 
introduction a vast amount of accurate work on 
the cardiac output in health and disease has been 
carried out. 

•Fellow in Cardiology, Department or )fedicine, Victoria General Hospital, Halifax, N. S. 
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..-\. second well established method of deter
mining cardiac output is the Dye injection method. 
Thi was introduced into the literature in 1897 
by Stewart, and later perfected by W. F. Hamilton. 
The cardiac output is determined by this method 
from the dilution of a dye. Initially Evan's blue 
was used but since the several other dyes which 
remain in the cardio1·ascular system, including 
Cardiogreen and Coumassie Blue, have been in
troduced. An example will illustrate the point. 
Fifteen milligrams of a dye is injected into a vein. 
A series of samples is taken from an artery and the 
dye concentration is plotted. After t he lapse of a 
few seconds the dye concentration begins to in
crease and to reach peak and t hen to descend ex
ponentially until it rises again as a result of recir
culation. From the nature of t he dye curve the 
duration of the primary circulation may be de
termined. If the dye concentration curve persists 
Cor 30 seconds and its average height is 5 mg. per 
liter, the 15 mg. injected has been diluted by three 
liters of blood in 30 seconds. This is equivalent to 
a cardiac output of 6 liters per minute. 

This method has been repeatedly checked 
against the Fick method and it tallies remarkably 
closely, the average difference between the two 
being only 0.2%. 

An ear oximeter or a cU\·ette densitometer 
may be used to directly record the time concen
tration curves instead of direct arterial sampling 
at two second intervals. 

The cardiac output calculated from Fick's 
formula under basal conditions is around 4 to 6 
liters per minute. It is one liter higher in the hori
zontal than in the erect position. Paul \\ood 
found the normal value ranged from 5.8 to 12.8 
liters per minute during cardiac catheterization. 
These figures are not basal, but they certainly 
represent what is actually found under the condi
tions inevitably associated with catheterization. 

At this point the cardiac index should also be 
mentioned briefly. It is determined by dividing 
the cardiac output by the body surface area. This 
has the obvious advantage of correlatingthecardiac 
output with body size. The normal range is 3 to 
4 liters per minute per square meter of surface 
area. 

The cardiac output per minute is the product 
of the heart rate per minute times the stroke 
volume which is the volwne of blood ejected from 
the ventricle with each beat. The stroke volume 
is determined by subtracting the volwne of blood 
in the ventricle at end systole from the volwne of 
blood in the ventricle at end diastole. The out
put can be increased eitl:ter by increasing the heart 
rate or by increasing t he stroke volwne. The lat
ter may be increased by either increasing ventri
cular filling during diastole or by emptying the 
ventricle more completely with each systole. 
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The heart is capable of varying its output be
tween very ,,-ide limits in remarkably short periods 
of time. Thus, a young healthy adult may achieve 
a cardiac output of 20 liters per minute 11ithin 
seconds of commencing exercise. This increase 
in the cardiac output is achieved by both an in
crease in the heart rate and by an increase in the 
stroke volume. Olympic athletes can achieve even 
higher cardiac outputs and may reach 35 liters 
per minute. This further rise in cardiac output is 
achie1·ed solely by increa ing the stroke volume, 
for the maximum heart rate in both cases is abou t 
180 per minute. 

Starling 's Law of the Heart 

The earliest work on the mechanism of con
trol of cardiac output was performed on the mam
malian heart by Frank. He showed that the 
stretched heart muscle, within limits, contracts 
more forcibly t han does the unstretched. tarl
ing's work along the same lines using the now 
famous heart preparation, is better known. Brief
ly, tarling proceeded as follows. 'fhe thorax of 
the anesthetized animal was opened and artificial 
respiration begun. The aortic arch was tied be
Yond the innominate artery. By means of a can
~ula the blood was led from the innominate artery 
to an artificial resistance. The output of the heart 
wa measured directly by a timed collection of the 
blood which was passed through the peripheral 
resistance. The heart was no longer controlled 
by tho vagi and sympathetic nerves as the centers 
controlling these nerves were disrupted. The re
sponses measured then were those of the totally 
denervated heart. 

The venous pressure and venous return were 
altered by changing the height of the reservoir. 
T he arterial pressure was modified by adjusting 
the peripheral resistance, . The effect of these 
manoeuvers on the cardiac output was measured. 

Starling found that if he increased the height 
of the reservoir above the heart. the cardiac output 
was increased. He attributed this to the increased 
venous pressure and increased venous return. 
Likewise if he decreased the height of the reservoir 
the cardiac output decreased. 

On the other hand, if the arterial resistance was 
raised by increasing the peripheral resistance the 
cardiac output showed an initial drop but soon the 
heart overcame the effects of the increased peri
pheral resistance and succeeded in restoring the 
cardiac output to its previous level. These results 
of Starling lead to his formulation of his Law of the 
Heart. He stated it in these terms "The mechani
cal energy set free on passage from the resting to 
the contracted state depends on the area of chemi
cally active surfaces." This can be more simply 
stated as 'The energy of contraction, however 
measured, is a function of the length of the muscle 
fiber.' 
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In his famous Linacre Lecture, deliYered at 
St. John's College. Cambridge, in 1915, t.arling 
without hesitation leapt from the isolated heart to 
intact man. Physical exercise was the theme 
around which he built the lecture. The inference 
from the beginning was that the heart is able to 
meet the increased cardiac output demanded by 
exercise by virtue of the operation of t he Law of the 
Heart. He surmised that " If a man starts to run 
his muscular movements pump more blood from 
the heart. As a result the heart is overfilled during 
diastole and is impeded from emptying itself dur
ing systole by a rise in the arterial pressure induced 
bv exercise. Its volume enlarges progressively, 
until by lengthening of the muscle fibers t he energy 
of the contraction becomes sufficient to drive out 
into the aorta during each systole the largely in
creased volume of blood entering the heart from 
the veins during diastole. In these circumstances 
therefore the heart is dilated. It very soon, how
eYer, returns to its normal size with the cessation 
of exercise." 

Even before tarling delivered his Linacre 
Lecture, however, one important objection to his 
theory was already known. The Starling hypoth
esis requires an increase in end dias tolic length and. 
hence, in end dias tolic volume, prior to an increase 
in ventricular stroke volume and cardiac output. 
Yet von .Aurep had already shown in 1912 that 
epinephrine caused a decrease in end diastolic 
Yolume while at the same time it increased the 
<'ardiac output. Later work by Liljestrand was 
also not in keeping with the extreme Starling view. 
He showed that the cardiac volume is ma:-.imum 
when the human subject is supine and that with 
exercise it actually diminishes in size. AU this not
withstanding, Starling's Law of the Heart came 
generally to be accepted as the cardiac control 
mechanism in the heart. Counter react ion finally 
began in the early 1950's. 

At that time Rushmer suggested that the 
Starling principle requiring increased venous re
turn to the ventricle as the chief initiating mech
anism for an increase in cardiac output was largely 
invalid . He proposed that an increase in stroke 
volume played little or no part in the increase in 
cardiac output which results from exercise. He 
suggested that the primary factor was an increase 
in heart rate. This, if true, would be powerful 
support for the primacy of neural control of cardiac 
output and would virtually eliminate a myogenic 
factor, which of course, is the basis of Starling's 
Law. At that time, as a result of Rushmer's work, 
there was a tendency to consider Starling's Law as 
a property solely of the isolated heart, with little 
or no applicability in the intact animal. 

In 1955 Chapman considered Rushmer's con
tention that stroke volume plays little or no role 
in the increase in cardia<J output in response to 
exercise. Rushmer's work was done mainly in 
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dogs and involved low levels of exercise. Chap
man·s studies. however, involved very large exer
cise loads which caused cardiac output to increase 
to five times the resting output. In all subjects 
the stroke volume was calculated by di,·iding the 
cardiac output by the pulse rate. " 'i th heavy 
exercise loads the stroke volume was double that 
obtained at rest in either t he standing or supine 
position. Chapman believed it fair to say that the 
normal human subject cannot obtain maximum 
cardiac output withou t utilizing an increase in 
stroke volume along with an increase in pulse rate. 
Chapman's work refuted Rushmer's contention 
that an increase in stroke volume played no part in 
increase in cardiac output which occurs with exer
cise. This work then gave a new lease on life to 
Starling's Law of the Heart as it established the 
myogenic factor in the increase in cardiac output. 
The possibility remained, however, that the in
creased stroke volume was the result of mechan
isms other than an increase in muscle fiber length. 

In 1956 Chapman et a! adopted the biplane 
cinefluorographic technique in the measurement of 
left ventricular volume. Studies using intact 
anesthetized dogs, showed quite clearly that the 
end diastolic volume of the left ventricle usually 
decreased during exercise in spite of the fact that 
the cardiac output and stroke volume increased. 
As the end diastolic volume decreased, it is obvious 
that the increased stroke volume is not due to an 
increase in end diastolic fiber as is suggested by 
Starling's Law. A.lso as the end diastolic volume 
decreased, the increased stroke volume must be 
the result of more complete left ventricular empty
ing with each contraction. This investigation lent 
suppor t to the contention that the innervated 
mammalian heart is capable of increasing its 
cardiac output by mechanisms other than Starling's 
Law of the Heart. 

Denervation experi.men ts, however, show that 
myogenic factors may be involved in response to 
exercise. In these experiments, after first carrying 
out studies of cardiac output on the intact dog, 
bilateral sympathectomy and vagal section were 
performed and the dog allowed to recover fully. 
The cardiac output wa then determined both at 
rest and during exercise. In this condition of com
plete denervation of t he dog's heart there was no 
longer any response of the heart rate (it was 125 
per minute both at rest and after exercise) but 
stroke volume rose 21 % over resting figures. This 
increase in stroke volume after exercise comes about 
solely by means of a myogenic factor. 

How in denervated dogs is this myogenic re
sponse to exercise mediated? One obvious possi
bility is that exercise increases the adrenal medul
lary secretion of catecholamines. The direct 
effect of epinephrine on the ventricles is well docu
mented. It induces the hea.rt to beat fas ter and 
usually causes a diminution in diastolic volume 
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along with increased forces of contraction. How
ever, neither an increase in pulse rate nor a de
crea e in end diastolic volume was observed. It is 
unlikely then that the myogenic response is the 
result of increased catecholamine secretion during 
exercise in these denerYated dogs. The other pos
sibility is that denervated heart in otherwise in
tact dogs reacts more or less like the heart in t he 
original Starling isolated preparation, and that an 
increase in return of blood to the ventricle is the 
factor that initiates an increase in cardiac out put 
and stroke volume. The fact that end diastolic 
,·olume in the denervated animal increases during 
exercise instead of decreasing as it usually does in 
normal dogs supports this view. It is fair to say 
then, that buried within the group of mechanisms 
responsible for cardiac control in the mammal 
is a definite myogenic factor however it is mediated. 

In 1959 Braunwald et al, began their investi
gation of the applicability of Starling's Law of the 
heart to man. To da te they have published six 
papers on their studies. Three of these ''ill be 
mentioned briefly . 

First of all they attempted to deterrnittc 
whether or not left ventricular end diastolic seg
ment length and left ventricular end diastolic 
pressure were important controlling factors in 
ventricular contraction. Systemic arterial pres
sure and left ventricular pressure were measured in 
patients with rheumatic mitral valve disease and 
atrial fib rillation. The lengt h of a segment of the 
lefl ventricle muscle was recorded simultanously 
in 13 of these patients by means of a resistance 
gauge sutured to the surface of t he left ventricle. 
The variation in duration of diastole resulted in 
beat to beat alterations in ventricular filling which 
resulted in variations in end diastolic segment 
length and pressure. The peak systolic ventricular 
pressure, the systolic period and the systemic 
arterial pulse pressure were utilized as parameters 
of left ventricular function. I n every patient in
creases in end diastolic segment length and end 
diastolic pressure correlated closely with the in
crease in the three parameters of left ventricular 
function. These results suggest that Starling's 
Law of the Heart operates in patients ''ith mitral 
stenosis and atrial fibrillation on a beat to beat 
basis. H is also consistent with a view that the 
character of subsequent ventricular contractions 
is determined by the end diastolic segment length 
and the end dias tolic pressure. 

In a second experiment Braunwald deter
mined the end dias tolic and end systolic volumes 
oC the left ventricle in 8 patients using angio-

cardiograms taken in two planes. T he stroke 
volume was then obtained. In four patients large 
beat to beat variations in left ventricular end 
diastolic volume occurred during the injection of 
contrast media. This was accompanied by changes 
in stroke volume which vary directly with the pre
ceding left ventricular end diastolic volume. In 
four patients the end diastolic volume remained 
constant and in these patients the stroke volume 
showed lit tle or no change. From t hese obser
vations it might be concluded that the ventricular 
stroke volume is a. function of the end diastolic 
volume and therefore also the end diastolic fiber 
length and that Starling's Law is applicable to 
man at least on a beat to beat basis. 

In the third investigation changes in left 
ventricular end diastolic pressure was determined 
during trans-septal catheterization. The activi ty 
of the au tonomic nervous system was reduced with 
an infusion of Arfonad. ~1easu rement of cardiac 
output and stroke volume was carried out before, 
during the course of, and upon completion of a 
transfusion of 1500 mls. of the subjects own blood. 
The transfusion resulted in a significant elevation 
of left ventricular end diastolic pressure in each 
subject. As the end diastolic pressure rose, left 
ventricular performance also became augmented 
as evidenced by an increase in cardiac output and 
stroke Yolume. This data is consistent wit h the 
hypothesis t hat the end diastolic pressure is au 
important determinant of the characteristics of 
ventricular contraction, and that Starling's Law 
of the Heart is applicable to man at least under 
conditions of this experiment. 

The least controversial and most easily sup
ported theory which would explain these findings 
seems to be as follows: Cardiac output in exercise 
is initially increased by the influence of the sympa
thetic system. At low levels of exercise it is in
creased primarily by an increase in t he heart rate. 
However, ''i th more strenuous exercise, the output 
is increased by both an increase in heart rate and 
an increase in stroke volume. As initially, the 
end diastolic heart volume during exercise is smaller 
than at rest, the increased stroke volume must 
result from more complete ventricular emptying 
during systole. In severe exercise the sympathetic 
influences which increase the cardiac output and 
keep the heart small work to their maximum but 
are not sufficient. The heart then enlarges due 
to an increase in end diastolic volume and falls 
back on the Starling mechanism and the increased 
end diastolic volume results in a further increase 
in stroke volume and cardiac output. o 

TO BE C0 1 CLUDED 
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1000 WORD SERIES (18) 

Acquired Orthopaedic Anomalies in Children 
l\L ERDOGAN, M.D., F.R.C .. (C). 

II alifa:r. X. S. 

The purpose of this article is to discuss the 
climcal features of some of the commonly seen 
acqaircd orthopaedic anomalies in children. 

Birth Palsy 

Thts is a Claccid palsy of an upper limb second
arv to the injury of the brachial plexus. It is 
ca"usrd by forcing the bead away [rom one shoulder 
during the delivery. A fracture of cla,·icle or 
humerus, dislocation of the shoulder joint or torti
(•ollis may be associated. If only C5 and C6 nervr 
roots are injured the upper arm muscles are in
,·olvrd Duchenne-Erb type), if only C- and T-1 
roots arc injured the intrinsic muscle of the hand 
and the ''Tist flexors are invoh·ed (Klumpke's 
type . In more extensive injuries the whole arm 
may be invoh·ed. 

T he changes which lake place within the 
nt•r•·~s vary from mild edema or hemorrhage to 
the complet<' a,·ulsion of the nerve roots. If mild, 
the recovery usually starts within a few days. IC 
the ~eco,·ery has not begun "-ithin four months it 
may be assumed that it will not take place. 

C'linically the baby tends to fa\·our the in
volwd limb and may not move it a t all. Sligh t 
local swelling is present on the invoh·cd side of the 
neck. If the clavicle or the shoulder joint is in
jurPd too the local swelling is more obvious. The 
a~m ts held internally rotated al the shoulder. 
Atrophy of the ill\·olved muscles follow and usually 
the development of tJJC involved limb does not keep 
paee with the normal one. Later on the shoulder 
joint may dislocate posteriorly. 

The trea tment in the early stage consist of 
holdmg the arm externally rotated and abducted 
at the shoulder, Clexed at the elbow, forearm being 
supmated and dorsiflexed at the wrist. This posi
tion relaxes the injured nerves and prevents the 
dewlopment of contractures. This can be done 
wit h a splint or by fixing the baby's sleeve over
head. Daily passive exercises of all joints through 
therr full ranges should be carried out to prevent 
the development of contractures in the position 
held. It is continued till the baby is able to raise 
the arm and to Clex the elbow actively. If the 
initial treatment was delayed the internal rotation 
contracture a t the shoulder will need to be over
come surgically. :\Iuscle transfers are done at the 
same time to reinforce the external rotation. Also 
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different reconstructi,·e procedures may need to be 
done according to the type and the degree of the 
residual deformities. 

Scoliosis 

coliosis is a lateral cun·ature of the spine. 
The great majority are of unknown etiology. 
Around 80% of the patients are girls and in great 
majority of them the convexity of the primary 
curve is toward the right side. If no structural 
changes of the vertebrae have taken place and the 
curvature corrects itself on lying down or bending 
forward it is called 'functional scoliosis'. If some 
wedging and rotational deformities of t he invoh·ed 
Yertebrae ha,·e developed it is called 'structural 
scoliosis'. The functional scoliosis is secondary 
to a true or apparent short leg or to the muscle 
spasm due to some painful condition of the spine. 
In structural scoliosis the primary cur,·e is the chief 
deforming curve, compensatory curYes de,·elop 
abo,·e and below it. 

The deformity is usually the first thing noticed. 
One shoulder is held higher, the ribs and the scapula 
are more prominent posteriorly on the side of the 
primary curve, chest is flat on the same side an
teriorly . The se,·ere deformities cause displace
ment of the heart and lungs interfering with cardio
pulmonary function and is known to reduce the 
life span of the patient Later they start to com
plain of back pain and weakness. 

The primary curve tends to increase till the 
growth or the ,·ertebrae is complete, around the age 
of 15 years in girls and 16 years in boy . There
fore the earlier the onset or the curve the greater 
is the eventual deformity, if not treated. The 
exercises alone do not influence the progress of the 
deformity but impro,·e the posture and the muscle 
power. The accepted treatment now consists of 
the applications of corrective casts or a "~fill
waukee's brace" and keeping the child under ob
servation. If the primary CutTe is already se,·ere 
(over 50°), unstable, painful or rapidly progressing 
the fusion of the primary curve alone is done after 
adequate correction. 

Legg - Perthe's Disease 

This is a disease affecting the hip joint second
ary to the avascular necrosis of the capital epi
physis of the femur. The age of onset varies but 
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is predominantly from four to ten years old. 85 to 
90% of the patients are boys and in about 15% the 
im·olvement is bilateral. The initial changes con
sist mainly of syno,·itis of the hip joint causing 
pain often radiat ing to the knee, limp and stiff
ness. The radiographs at this stage are ncgath·e 
except maybe some widening of the joint space. 
Then dense areas appear in the epiphysis which 
in turn are followed by rarefaction. If the weigh t 
bearing continues the ante,·erted epiphysis becomes 
compressed and fragmented by the pressure of the 
anterior edge of the acetabulum. Enntually 
alter three to four years or more the proce s 
heals, lea,-ing the scars behind as flattened and 
deformed femoral head, shortened and widened 
femoral neck and an incongruous hip joint. 
The involved leg is shorter by one quarter to one
half inch. The incongruity of the joint leads to 
the development of osteoarthritis. 

The essential feature of the treatment is to 
protect the femoral epiphysis till adequate healing 
takes place. Bed rest with traction applied on the 
involved leg is mandatory at the initial painful 
stage which last three to four weeks. In the healing 
stage the child can be ambulated by double long 
leg walking casts with a cross bar keeping t he hips 
abducted around 40° - 45° and internally rotated. 
The crutches are used for balance. This is shown 
to decrease the weight bearing stresses on the ante
verted femoral epiphysis and keeps the head mold
ed inside the acetabulum pre,·enting the destruc
ti,·e effect of the anterior edge of the acetabulum. 
Apparently it also hastens the healing, the treat
ment las ting an average 10 months. The other 
alternati,·es are complete bed rest for prolonged 
periods, a Sam Browne belt with crutches which is 
less reliable in children, or a Thomas walking 
brace with elevated shoe on the normal side. If 
treated so gradual weight bearing is allowed when 
adequate healing takes place as shown by the 
radiographs. 

S lipped Femoral Epip hysis 

1t consists of a gradual slipping of the capital 
epiphysis of t he femur over its metaphysis. It 
occurs much more commonly in boys than in 
girls (5 /1) and in up to 40% the involvement is 
bilateral. The age of onset varies from 10 to 17 
years, the average age being 11! years in girls and 
13 years in boys. The body build is either obese 
with underdeveloped genitalia (Froehlich ·s) or 
thin and long with a history of a rapid growth in 
height. The displacement of the epiphysis is 
usually downward and back-ward resulting in 
varus of the neck and retroversion of the head of 
t he femur. 

The process starts with synovitis causing pain, 
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limping and stiffness. The pain in the hip region 
increases when slipping occurs, it gradually sub
sides with healing. The ranges of flexion, abduc
tion and internal rotation movements of the hip 
joint are decreased. If the slip is moderately 
se,·ere on flexing the hip the thigh rolls in to ex
ternal rotation and some abduction. The involved 
leg is shorter. 

The principle of treatment in the preslipping 
syno,·itis stage is bed rest with skin traction on thE' 
leg, for the weight bearing stress is the cause of 
the slip. Theoretically it would heal if the rest is 
continued long enough, however. eYen at bed rest 
further slippings may take place. Therefore the 
treatment of choice is the internal fixation of th<' 
epiphysis. In slips up to one third of the diametE-r 
of the neck it is pinned in situ using two or three 
Knowles pins. As an alternati,·e procedure an 
epiphyseodesis can be done to speed up the closure 
of the epiphyseal plate. In the more severe slips 
a correctiYe osteotomy should be done. ThE> 
closed reduction should be attempted only if 
there was a sudden severe slip. It should be fol
lowed immediately with the pinning to pre,·E'nt 
its recurrence. 

Osgood - Schlatter's Disease 

It is characterized by pain and swelling around 
the tibial tuberosity. On radiographs the tu
berosity looks to be enlarged and fragmented. It 
is considered to be traumatic in origin secondary 
to the forceful contractions of the patellar tendon. 
Often it is bilateral. The complete healing as seen 
in radiographs takes place around the time of thE' 
completion of the bony growth. 

In its acute stage a knee cylinder cast is ap
plied for three to four weeks. Other alternative 
is the injection of hydrocortisone locally. If the 
symptoms do persist in spite of these measures a 
longitudinal incision of the patellar tendon and 
currettage of the bone fragments giYes relief. 

Osteochondritis Dissecans 

This consists of a focal necrosis of bone with 
degeneration of its o,·erlying cartilage near to a 
joint surface, with partial or complete separation. 
It occurs mainly in the bones making convex 
joint surfaces like the head or the femur, femoral 
condyles, talus at the ankle joint and the condyles 
of the humerus. 

The symptoms consist of local joint pain, 
limp and some stiffness. orne atrophy of the 
muscles controlling the joint de,·elops secondary 
to the disuse. If it is not detached it is shown that 
it heals with protection from weight bearing. If 
the bony fragment with its overlying cartilage 
separates completely becoming a loose body with
in the joint it should be removed. o 
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The Characteristics of Patients in the Long Term 
Care Institutions of a Metropolitan Area of Nova Scotia* 

by 

PEn:R C. OonooK, B. c., l\I.D., D.P.H. ** 
Baltimore. Jld. 

Health and welfare sen·ices "should be so 
organized and administered as to meet more pre
ei,elv the varying needs of special groups and even 
of different indi\'iduals."' Those with long-term 
illncs; constitute one of the largest of these ''special 
~,rroups." The planning of institutional facilities 
for thetr care should be increasingly sensitive to 
t)l('ir specific needs and individual characterist ics. 
'fhpn•'ore. the intelligent planning or future long
term ··are institutions pro,·iding appropriate sen·
icc' and facilities depends, in part, on rclatiYely 
detailed information regarding the characteristics 
of those likely to occupy these institutions. This 
pa]wr based on one of the first survey of its kind 
to be reported in Canada2• describes the char
acteristics of one such group. namely, the patients 
and residents in the long-term care institutions 
of a metropolitan area of ::\ova eolia. 

Method: -

A one-day sun·ey of long-term care facilitie 
was conducted in the A.tlantic Hospital region or 
xo,·a eolia, which includes tho metropolitan 
area of Halifax and Dartmouth and the surround
ing County of Halifax, with a total population of 
~25,i23. The survey extended o,·er the period 
from ~larch 5 to July 16, 1963. 

This study was planned and supervised by 
G. H. Hatcher, ~I.D .. D.P.H .. Head of the De
Jta.rtment of Preventi,·e :\Iedicine, Dalhousie U ni
,·crsity, and by J. :\I. \\·anklin, Ph.D., Assistant 
Professor. 

The institutions included all those providing 
ea~c alternative to general hospitals. The insti
tutions upon which this report is based, together 
with their auspices, bed complement and the 
number of patients present on the census days, are 
listed below. One purely domiciliary home, with 
onl)' nine residents, and two chronic mental hos
pitals were included in the sur,·ey but are omitted 
from this report. 

In total then, the data to be presented are 
based on 617 persons housed in 17 institutions. 

' even institutions were cia sified as Profes
sional };" ursing Homes and fh·e as Professional -
Domiciliary. All these, operating under a variety 
of auspices and with various names (which were 
not necessarily related to their true function) exist
ed not so much as clearly-defined types but rather 
as highly indiYidual institutions, offering a wide 
spectrum of services. which actually arrayed them
seh·es in a continuum. They were dh·ided into 
two categories on the following basis: Those homes 
which accepted or maintained bedfast patients as 
their predominant function were classified a Pro
fessional ursing Homes. In fact, however, only 
one was licensed as a ~ursing Home under the 
::\ursing Homes Act of Nova cotia. Those homes 
which offered domiciliary. or simple custodial care 
as their predominant function, but which, in ad
dition, accepted an occasional bed patient and pro
dded care for their residents when they became ill 
and required prolonged care were classified as 
Profe sional - Domiciliary; that is, they accepted 
the responsibility of pro,·iding two levels of care. 
Most of these were commonly referred to as Rest 
Homes, Homes for the Aged. Con,·alescent Homes. 
etc. 

Information was obtained by field inten·iewers 
who ,;sited each facility, and using prepared forms, 
collected data which included the basic character
istics of each institution and the sen·ices offered. 
These will not be dealt with in this report. A pa
tient census form was completed on each person 
present on the census day, the information being 
obtained from the patient's records and by asking 
specific questions of the personnel most familiar 
with the patient's condition. The items included 
basic demographic data, date of admission, di
agnosis, nature and extent of disability, amount 
charged, source of admission, etc. 

It is recognized that the method used is sub
ject to certain inadequacies. First, there is the 
danger that a one-day sur,·ey may not be truly 
representative. This is especially true in the hos
pitals where there is a relatively high turn over of 

"The study was financed in part by Federal Public Health Research Grant Xo. 602-7-42 . 
.. Assistant Professor. Department or Preventive Medicine, Dalhousie University, Halifax, Kova Scotia. 
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patients. The patient population in the other 
facilities, howeYer, is subject to relatiwly slow 
change and thus a recent cross-section surYey can 
more adequately portray the current status of 
their long-term care patients. econd, as no at
tempt was made to examine or interview the pa
tients, the data cannot go beyond what was obtain
ed in the records, or known and reported by the 
personnel inten-iewed. The principal inadequacy, 
in this respect, is incompleteness and lack of speci
ficity in some of the diagnoses. Ideally , one should 
repeat the surYey on carefully selected days through
out the year and baYe each patient, or at least a 
representati\·c sample. examined by a team con
sisting of a physician, nurse and social worker. 
This has been done in certain centres in the U .. A., 
but our resources did not permit this expensi\·e 
approach. 

Results: -

elected characteristics of these persons will 
now be described. 

The sex distribution of the 617 patients Yaried 
from institution to institution, being predominately 
female in the Professional Kursing Homes and 
Professional - Domiciliary Homes and predomin
ately male in the remaining institu tions. 0\·erall, 
men accounted for 33 or 55% but when the 
Geriatric Section of Camp Hill Hospital with a 
male population of 97% is excluded, women form 
the major group, accounting for 6 % of the pa
tients in the remaining facilities. 

Age and Marital Status 

Persons 65 years of agt> and o\·er accounted for 
by far the majority in all facilities with the excep
tioh of the Convalescent Hospital and Rehabilita
tion Centre. In fact. in the Professional :\ursing 
Homes and Professional - Domiciliary Home O\'er 
90% were 65 years or o\·er and approximately 30% 
were 5 years of age or oYer. The Rehabilitation 
Centre with 84% under 65 years bad the youngest 
population. This is consistent with its policy of 
gi\-ing priority for admission to younger persons 
wi th sewre traumatic injurie . 

By far the majority of persons in all institu
tions were either single or widowed. The Profes
sional Nursing Homes and Professional - Domi
ciliary Homes, with the highest proportion of older 
persons. had, as expected, the highest proportion 
of widows. 

In general, then, the majority of patients in 
the long-term care institutions were elderly, single 
or widowed. T he fact that so many were old and 
widowed is probably due, to a large extent, to the 
lack of a spouse, or the inability or unwillingne s of 
another family member to care for them at home. 
HoweYer, the fact that so many are single suggests 
tbat additional health , social, mental and perhaps 
economic factors were responsible for their insti
tutionalization. (Example: - in the Municipal 
Homes and Geriatric Section only 23% were under 
65 yet 43% and 34% respecti\·ely were single.) 

INSTITUTIONS SURVEYED 

l\WfBER OJ.' AUSPICES BED XIDIBER 
IX TlTl;TlOXS IKSTITUTIOKS COMPLE~IEXT PATIENTS 

PROlo'ESSIOXAL ~URSLKG HO~IES 7 PROPRIETARY 113 99 

MUNICIPAL HOMES 2 ~1UKIC1PAL 

GOVERNMEKTS 194 1 

GERIATRIC SECTIO~ OJ.' CMIP DEPT. OF 
lllLL HOSPITAL 1 VETERA.'l"S AFFAIRS 163 145 

PROFESSIONAL- DOMICILIARY 5 RELIGIOUS, 121 117 
VOLUNTARY, 
PROPRIETARY 

CO~VALESCEKT llOSPITAL 1 l\fUKICIPAL 53 49 
GOVER~l\IENT 

REHABILITATION CE~TRE 1 NOVA SCO'l' IA 19 19 
REHAB. COUNCIL 

TOTALS 17 663 617 
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Leng .h of Stay 
( C'l· ·rally. the length of stay was related to 

the type of patient accepted for care and the 
-enicC'S oCCered by the institution. In those 
raet. urs offering primarily domiciliary care - the 
) ru111c1pal Homes, the Geriatric ection, and the 
Proft'ssional - Domiciliary Homes, approximately 
60 to 70(' c had been there 2 years or more on the 
cens s days. The fact that these institutions are 
pro ding a perm~nent ~me Cor a large proport~on 
of tncir n·sident IS thus Important to the planrung 
of famlities with appropriate sen·ices. At the 
other 1 xtr<'me, length of stay in the Com·alescent 
Ho~pital and Hehabilitation Centre was measured 
in da,·s. or at most months, as expected in institu
tion~· opC'rating as ho pita Is rather than "homes". 
How<'Y<'r, 40% of t he patients in the Rehabilitation 
C<'~lre have been there 60 days or more, indicating 
t h<' tmt<' in,·olved in the intensiYe rehabilitation 
of •Lr ~· verely disabled. 

Bed Sta t us and Ability to Walk 

These characteristics were taken as indices of 
scvrrt• physical impairment. ,\ ll the institutions 
had a eonsiderable number of patients who were in 
lwd a the time or in bed except when put in a 
chair. This might have been expected in the Pro
fe>5ional ~ursing Homes and the two hospital 
which are primarily intended to care for the more 
sewr('ly impaired. However, in the )Iunicipal 
Horn<·s and Geriatric ection approximately 30~ 
were in bed all the time or except when put in a 
ehair. This sugge ts that the original function of 
th!•s<• institutions to pro,·ide primarily domiciliary 
carr is changing, and they are now caring for a 
large number of se,·erely impaired and disabled 
persons requiring ex tensive nursing, medical and 
rehabilitati,·e care. On the other band, whether a 
person is put in a chair or allowed to remain in bed 
all day is not only related to the extent of his 
phys1eal impairment but to the interest, training 
and a,·ailability of the staff. 

Mental Status 

Those with relatively sc,·cre mental disturb
ances were also distributed throughou t the institu
tions. In the Municipal Homes only slightly over 
1 3 were slated to be always clear and well orient
ed a nd in the Professional ~ursing Homes and 
Go riatric ection only about 1 2 fell into this 
ca·egory. The large number of persons with 
mE>ntal conlusion and disorien tation probably is 
at lea t partly the result of their ad,·aneed age. It 
is probably also due to social isolation and in
activity. As pointed out below, for example, 
senility was a common diagnosis. 

Diagnoses* 

The general impre sion of disability and in
firmity gained from the fore-going data was rein
forced by the diagnoses most frequently encount
ered . :\Iultiple diagnoses were common, thes<' 
being 1050 diagnoses for a total of 617 patients. 

Impairments led tho list of diagnostic cate
gories accounting for approximately 1 /3 of the 
total. Generally. diseases of the Circulatory 
ystem, )!ental. Psychoneurotic and Personality 

Disorders. and Senility were next in importanc<'. 

Impairments* 

pecitic impairments, which. in most instances 
represent residuals of pre-existing acute disease or 
injury, include the cerebro-vascular accidents, the 
old inactive arthritic, the amputees, the fractured 
hips, the blind and the deaf. Paralysis accounted 
for 124 or 1/3 of all impairments. 

PE>rsons "ith severe impairment or disability 
were distributed throughout the institutions. 
E,·en in those institutions without any organized 
rehabilitati,·e senices, the Professional ~ursing 
Homes. the ~funicipal Homes and the Professional 
- Domiciliary Homes, there were many patients 
with paralyses, absence of one or more extremities 
and various severe orthopedic impairments. 

Discussion 

The characteristics of the persons in the long
term care institutions in this area were essentially 
the same as those reported from more sophisti
cated surveys in various areas of the 1J .. .-\. 
These data reveal that our long-term care institu
tions are occupied by a predominately old, single, 
or widowed population most of whom are afflicted 
with long-term illness, severe impairment or dis
ability. For many the institution has become a 
permanent home. On the other hand, many are 
relati,·ely well. able to be up and about and attend 
to their personal needs. ome of this latter group 
might well be maintained outside of an institution 
through the use of such programs as Co-ordinated 
Home Care, ~Ieals-on-\\'heels, and Friendly , -isit
ors, designed to bring needed sen•ices to t he home 
and thus preserve, or restore, relatively indepE>nd
ent living. 

However, for the majority, permanent insti
tutional care will be required. What inlormation 
of importance to the planning of future long-term 
care facilities can be obtained from the character
istics of the persons just described? 

It is obvious that the data presented demon
strate multiple needs. Thus to meet these needs, 
multiple services and facilit ies are required. For 

·~Iorbidity data were coded in terms of the International Statistical Classification of Diseases, I njuries and Causes or 
Do·ath, 7th Revision, \\' .H.O., Geneva, 1955, except for "Impairments" which were coded in terms of the Classification of 
Impairments (X-Code) Division of P.U. Methods, U.S. Dept. of Health, Education and Welfare. 
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example, a facility proYiding a home-like atmos
phere, in a stimulating social eU\·ironment, where 
activity and recreation are encouraged is appro
priate for those making the institution their 
permanent home. This is especially important 
for the older. single, or widowed person if we are to 
prevent, or at least alleviate, the general debility, 
senility and mental depression which largely results 
from social isolation, inactivity, and an cD\·iron
ment devoid of hope. 

Skilled nursing. medical, psychiatric and 
psychological care and treatment may be required 
at Yarying levels of intensity for those with physical 
or mental impairments. These leYels of care will 
Yary from the long-term active treatment hospital 
to the skilled nursing home. 

For all, the prime objective should be to pre
Yent their impairments, whether these be social , 
economic, mental. emotional or physical, from 
developing into total disabilities. Th.is implies 
that each impaired person should haYe the benefi t 
of a full medical and social assessment, preferably 
prior to admission. Realistic goals for rehabilita
tion can then be established for each indiYidua1 
and the appropriate program instituted. elected 
patients should benefi t from intensive rehabili ta
tion programs designed to return them to the com
munity. One must keep in mind, howe,·er , that 
for the older person maximum rehabilitat ion may 
mean an adjustment to the demands of daily living 
and psychosocial adjustment rather than a return 
to gainful employment. The goal , in many cases, 
\Yill be to prevent further deterioration and to en
courage the individual to make the maximum use 
of his remaining potentials. Thus, all institu
tional personnel should be aggressi,·ely oriented 
towards habilitation and rehabilitation . To 
achieve this, active educational and training pro
grams for such personnel will be mandatory. 

\That we are discussing then is the need for 
multiple services and facilities to care for the many 
and changing needs of t he long-term ill. To pro
vide this type of institutional care, there are two 
basic approaches. 

First , one can develop separate and relati,·ely 
specialized facilities, each designed to care for 
particular categories of persons or particular stages 
in the course of long-term illness. 

However. long-term illness, by its Yery nature, 
is a changing process; t he patient slowly deterior
ates, perhaps has acute episodes, improYes for a 
time and has relapses. One cannot, therefore, 
categorize the patient, on any one day , or during a 
specific stage of his illness, into a Domiciliary pa
tient, a Xursing Home patient or a Chronic Hos
pital patient and expect that he will remain in th.is 
category for very long. Nor can facilities \vith 
neatly defined and specialized functions, no matter 
how carefully the patients are selected for admis
sion, expect to provide the comprehensive services 
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required for the multiple and changing needs of 
long-term illness. Indeed. the more narrowly 
defined its function is, the more difficult it will be 
for the institution to provide appropria te care for 
more than a Yery short episode in t he course or the 
patient's illness. This has been amply demon
strated here and elsewhere where one finds pa
tients who, on admission, met all the requirements 
necessary to receiYe proper care but, after a time, 
deteriorated or improved to the level where the 
facility was no longer equipped or staffed to pro
vide for their needs. We have seen that persons 
with scnre impairments were distributed through
out the institutions regardless or the primary 
intended functions of these facilities. 

Thus, if one has a system of strictly cate
gorized facilities each specializing in a particular 
and narrow level of care, then in order to keep them 
functioning appropriately. their patients must be 
constantly assessed. and moved from one to an
other and back again. The difficulties in transfer 
and the breaks in continuity of care are obvious. 

The alternative is to combine these various 
specialized instit utions into multiple purpose, 
comprehensive care uni ts. The case for such ca
prehensive care facili ties has been clearly presented 
by Edna Nicholson, who, in referring to t he con
tinuous shifting of patients from one facili ty to 
another stated " the fewer changes the patient must 
make throughout the entire period of his diagnosis, 
treatment and care. the less suffering he will ex
perience, the fewer duplicat ions and gaps will exist 
in community services. and the lower will be the 
ClOSt or providing care". 3 

The comprehensive facilities can provide the 
desired segregation of patients according to the 
le1•el of care they need and the specialized sen ·ices 
required by each. by separating their residents and 
patients into appropriate wards. sections or wings 
of the centrally administered instit ution. Com
prehensive facilities of this type have been de
veloped in other areas. For example, in Toronto 
the J ewish community operates a centrally ad
ministered complex including a General Hospital, 
a. Chronic Disease Hospital and a ~ursing Home} 
Again, throughout Ontario, the Department of 
Welfare is developing institutions, available to all 
income groups, which provide three levels of care, 
each in a separate wing of the one ins titution. 
Patients arc transferred from one wing to another 
in keeping 'vitb their changing status. s 

Comprehensive care facilities and services 
need not necessarily be provided under one roof. 
Various specialized facilities may be constructed 
physically independent of each other and still pro
vide comprehensive care. These, however, should 
be closely integrated administratively, each must 
thoroughly unders tand the function of the other, 
patients should be regularly assessed to determine 
their appropriate location and prompt transfer of 
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atit·nb must be asst~red by mutual agreemen~s 
p d affiliations. :\fcKeown' has referred to th1s 
a~nccpt a~ the •·balanced hospital ommunity·· 
c nd ad,·ocates the construction of multiple build
~ng" on a common site. sen ·ed by a common staff 
1 
nd pronding appropriate and complementary 

:en ces for all categories of patients. Close inte
~rat 10 Jf these facilities not only proddes com
prt>h'-'nslve care but, equally important, continuity 
of care. 

'fhl development of these closely integrated 
and balanced facilities is hampered by the fact 
that , o one agency is primarily responsible for the 
planmng and pro,·ision of the ,·arious levels of care 
in,·olwd in such an institutional complex. Legis
lation prrtaining to the operation of the various 
len•ls of care is administered by several, separate, 
departments of Government. General hospital 
and long-term active treatment hospitals operate 
under the regulation of the Xova cotia Hospital 
Insurance Commission. and various community 
organizations and church groups are intimately 
in,·olwd in t he financing and administration of the 
hospitals. Chronic :\!ental hospitals and nursing 
home~ arc subject to the regulation of the Pro
vincial Department of Health ; Welfare homes are 
admimstcred by municipal departments of welfare 
under cost sharing agreement ";th the Pro,wcial 
Department of 'relfarc; homes for the aged or 
domiciliary homes are not regulated by an o!ficial 
agency at present. Thu , the planning and de
nlopment of balanced facilities for the pro,;sion 
of comprehensive institutional care can be best 
accomplished through the close, co-ordinated. 
efforts of the various governmental and pri,·ate 

groups in ,·oh·ed. The ,·arying needs of this 
special group of citizens can only be met through 
this co-operative effort. 

Summary 

.\ one day sun·ey was conducted of the pa
tients and residents in the long-term care institu
tional facilities in the .\tlantic Hospital Region 
of • o,·a cotia. Older, single or widowed persons, 
who were afflicted ,~;th long-term illness, se,·ere 
impairment or disability con tituted the majority 
of persons in these institutions. :\fost had spent 
2 years or more in these facilities. :\Iethods for 
pro,,iding appropriate institutional care to meet 
the multiple and changing needs of these persons 
are di cussed. The importance of providing com
prehensive, balanced, facilities, through the co
operative efforts of all groups im·oh·ed is stressed. 

0 
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FORTY YEARS AGO 
From The :\Iedical ociety of ova eolia Bulletin. 

January 1925. 

The diagnosi of tuberculosis is beset with pit
falls which can only be aYoided by maintaining the 
pomt of Yiew that tuberculosis may be present as a 
cause of illness at all age periods and in people of 
most nried social conditions, and that it may only 
be recognized by the conscientious use of pains
takmg methods of investigation. It is recognized 
that infections take place throughout the years, as 
shovm by Opie, from the X-raying of lungs of 
people of all ages dying of other diseases, and by 
well attested cases of recent adult infection de
scribed by various English writers; but the long 
established conception that tuberculosis is acquired 
in comparatively early life, that such early infec
tions can be demonstrated in the great majority of 
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the population, and that clinical tuberculosis 
results from a lowered resistance to the already 
present infection, affords a working hypothesis 
well suppor ted by fact. Tuberculosis, therefore, 
is a physical incubus which must be reckoned ,,;th 
as possible in everyone, but the tuberculosis pa
tient is also subject to all the other ills that flesh 
is heir to. Desirable as it is to hM·e a single cause 
explain all symptoms of disease, one diagnosis wi ll 
frequently prove insufficient and the recognition 
of tuberculosis may too readily stop further 
investigation. o 

Part or an address given by Dr. C. D. Parfit t to the 
Annual Meet ing of tho Society, July 1924. 
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Correspondence 
Health Services 

To the Editor, 
The ova cotia .:\1edical Bulletin 
Sir: 

The Report of The Royal Commission on 
Health en·ices is too important a document to 
remain a closed book. It is with the hope of stimu
lating an interest in some of the economic aspects 
of its contents that the following observations are 
recorded. 

The Commissioners see a necessity for com
pulsory co,·erage of physicians' serdces. To this 
the Nova cotia Division is still oUicially opposed. 
The ociety's position is ba cd on the sound 
principle that Government should help those who 
are unable financially to help themseh·es, and not 
commit itself to expenditures, the monies for which 
could be spent more wisely on those other essen
tials enumerated in order of priority in the Society's 
Brief. 

In the Foreword, of the Report, p. XX it is 
stated that one of the factors that threatened to 
overshadow the broad purposes of the Commis
ion 's inquiry was " the over-emphasis gi,·en to 

'medicare· ·•, which was defined as the payment of 
medical bills. 

On page 14 of the chapter on Basic Concepts 
the statement that, - "The first requirement is 
sufficient trained personnel."' is seemingly qualified 
by the 1·iew that, - " while we are aware the short
age of physicians. dentists, nurses, and other para
medical personnel will make it difficult to establish 
the full Health Services Programme the Charter 
en,·isages. none the les the fact that there are 
shortages must not be used as an excuse to delay 
initiating programmes and plans.·· One is left 
with the impression that the Commission would 
not be disturbed if payment for physician serl'ices 
were to come first. This impression is further 
strengthened on page 19 of the Recommendations. 
It reads: "The programmes should consist of the 
following services with the provinces exercising 
the right to determine the order of priority of each 
enice, and the timing of its introduction."' :;\Iedi-

cal Sen·ices are then listed first. 
On page 42, Recommendation 62 advocates 

the preparation and issuing of a National Drug 
Formulary. This is a cause of concern if one of its 
objects, "to minimise the cost of prescribed drugs," 
should become an over-riding factor. If this were 
to happen, it could result in the physician's freedom 
to prescribe and the patient's right to receive a 
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drug, being based on relative cost alone, rather 
than on factors of its efficacy. This concern would 
appear to be borne out by the statement on P. 516 
that the economic benefits arc to be the determin
ing factor in the allocation of monies and health 
expenditures, in the reduction of various i'lnesses. 

Indeed the economic overtones are very in
sistent in the report, - so insistent that at times one 
has the thought that rather than being a Health 
Charter, the report of the Commission, at its foun
dation, is an economic thesis. It is a thesis in 
keeping with The Galbraithian philosophy that 
the substitution of public funds for private funds 
is a good thing. 

It recognizes (Pages 7 7 & 61) that sizeable 
amounts will be diverted for sen ·ices and not for the 
production of private goods. On p. 857 it predicts 
that the per capita outlays on health care will rise 
to $67 by 1971 in any case. The additional costs, 
if the Commission's recommendations are adopted, 
will be S17 in 1971. This is not enough, the Com
mission thinks, - "to generate inflation of any 
sizeable amount." It is the Commission's optim
istic Yiew that the necessary tax to meet the costs 
or its programme llill withdraw funds from the 
private sector, reducing the pressure upon prices, 
while the e"-penditure of the proceeds will ha1·e the 
oppo ite effect. Thus the potential inflationary 
effect of the government expenditure, it belie1·es 
tends to be offset by the tax. 

On page 857 there is a bald statement of 
economic purpose. I quote: "Expenditures on 
good health may well be as efficient a dc1·ice for 
equalizing the distribution of income as any sub
sidy can possibly be." This thought is continued 
farther on, that though there may result fewer 
yachts and elaborate houses, a reduction of pri,·ate 
sa''ings and capital formation , this \\ill be balanced 
by go1·ernment expenditure of the funds yielding a 
larger output over time than the private sa,·ings 
foregone. 

These are the Commission·s economic views 
and purposes. They are sincere 1iews. But to 
those of us of a more consen·at ive economic bent 
who look upon their basis as economic nonsense 
they are disturbing views. Having said this, I 
would express the clear opinion that the approach 
of organized medicine should not be negati,·e, but 
positive. i\ e should stress the areas in which we 
are in agreement, and the order of priority in the 
introduction of the elements of the Recommenda
tions. \Ye should not simply oppose and reject. 
\\e should not wait in the mistaken hope of chang
ing political action, but in the inten·ening time 
press forward in the optimistic hope of influencing 
political action before it is taken. o 

Yours sincerely, 

A. A. Gillin, ~I.D., C.~I. 
Kentville, K. S. 
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\\"hil<· most of u are slo hing 
our way through the rain, sleet 
or snow of a winter which ha al
ready ,mlrashed it fury upon us. 
those of our colleague . who sailed 
on the gaster I sland Expedition. 
which lrft Halifax on .:\To,·ember 
to. on th< ('ape colt. arc nearing 
the island which they are due to 
reach on December 14th. En
route hdore reaching Puerto Rico. 
In· a <·ombined effort of mall\· 
r;om Captain C. A. (T ony) La11:, 
the w('(l known arti t. the yeo
man or stgnal . the ladies of the 
<·ompan~ with manicure sci sor . 
and by unanimous decision. a 
llPW flag wa at their rna thead. 
It bore the letter or the expedi
tion's title - ~IETEL (l\Icdical 
Expedit ion to Ea ter Island) -
' Nti<:ally on a white background. 
It will be a dry Chri tma for 
tlwm as the Re,·. eba tian Eng
lert, for a long time Roman 
Catholic mis ionan· on the island 
ha~ tabooed liqu~r. ~o cigar
ettes etth!'r. becau e the expedi
tion doesn't want to throw pre
s<·nt balance out of kilter -
~mokes are the island's subs ti
tutes for hard ca h. 

Dt\'1 lOX ~ OCI ETY )I' EWS 

\\"elcome to the new Branch 
Soctetv - t he EA 'l'ER.:\1" HORE 
::\IEDiCAL A OCIATIO •. 

The following slate of officers 
was elected in October of this 
year: 

President: Dr. J. A. ::\lacPhail, 
Sheet Harbour, Halifax Co. 

\·ice-Pres.: Dr. D. ~·lacMillan , 
Sheet Harbour, Halifax Co. 

cc.-Treas.: Dr. C. A. l\Iurch
land , heet Harbour, Halifax 
Co. 

Branch Secretary nominee to Ex
ecuti,·c Committee of ~ledical 

ociety of ~o,·a cotia : D r. 
P. B. Jardine, ::\lu quodoboit 
Harbour, Hal ifax Co. 
alternate: Dr. E. A. MacKenzie 
::\lusquodoboit Harbour. Hali
fax Co. 

Nominee to Kominating Com
mittee of ::\Iedical ociety of 
~o,·a cotia: Dr. T. E. Earle, 
1Iiddle ~lusquodoboit, Halifax. 
Co. 
alteruate: Dr. A. C. ::\larshall, 
Upper ::\f u quodoboit. Halifax 
Co. 

.:\Tominee to Board of Directors of 
::\laritime ~Iedical Care: Dr. 
P. S. ~lathur. ~loser· Ri\'er. 
J lalifax Co. 

.\xTIGOXISII - GuYSBORO'C'GH 
~[EDICAL OCIETY 

(1). Dr. and ~Irs. J. E. 
::\facDowell after their nine 
month of question were answered 
with their 5th child , the fourth 
girl. 

(2). Dr. Emmer on Dun ph~· at
tended the Clinical Congress of 
the American College of Surgeons 
in Chicago, Oct. 5-9. 1964. and 
then joined his wife in ~lontreal 
for a short holiday. 

(3). Dr. and Mrs. 0. C. ::\lac
Intosh spent eptember touring 
the British Isles, the greater por
tion of their time spent in Ireland. 

(4). Dr. J. R. Greening spent 
two weeks in the wood of north
ern ::\ ew Brun wick. During his 
sojourn, he lays claim to an 8-
point buck - and that's no bull. 

(5). Dr. and :\Irs. C. ~- :\.Iac-
1 ntosh spent the last week of 
October holidaying in Montreal, 
Quebec. 
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CAPE BRETOX MEDICAL SociETY 

(1). Dr. R. R. Corbett, Radi
ologist for the City of ydney 
Hospital, has resigned to assume 
full-time duty on the staff of St. 
Rita's Hospital in Sydney. Dr. 
Corbett has gi,·en many years of 
faithful sen "ice to the City or 
Sydney Hospital and his departure 
is felt with keen regret. 

Dr. and ~Irs. Corbett were hon
ored when a testimonial dinner on 
their behalf was gi,·en by the Cit,v 
Ho pita! Commission and the 
~Iedical tare on October 2. 1964. 
As a tribute to their esteem, a set 
of tra,·elling bags and a French 
Pro,·incial needlepoint occasional 
chair were pre outed to them. 
Dr. Corbett fo1· many .rears has 
ably carried the radiological sen·
ice in this area and both the medi
cal doctors and lay public owe a 
great deal of gratitude to him. 
lYe look forward to his continued 
fine work in his full-time capacity 
at t. Rita's llo pita!. 

(2). The new ~Iedical Centre 
on King's Road in ydney is near
ing completion and will accom
modate approximately nine doc
tor ' offices. 

(3). \re welcome to the medi
cal scene Dr. Donald E. :\l ac
Kenzie. a nati\'e of Glace Bav 
who has announced the tarting 
of practice in the specialty of In
ternal ~ledicine. 

(5). \\'c welcome back Dr. 
Thornton ~lo her who ha re
turned to general practice in 
Louisburg. For the past four 
year he ha practi ed in Kent
Yille. 

The ~O\'a cotia Di,·ision of 
The Canadian Cancer Society 
held a District Institute on ~o
vember 14th at the Isle Royale 
Hotel in Sydney, as part of its 
educational programme. It was 
conducted by Dr. Margaret E. B. 
Gosse, Halifax, president of the 
~ova cotia Division, and Dr. 
C. ~1. Harlow pro,·incial chairman 
of the Education Committee. 
The I nstitute was composed of 
delegates from the nine units in 
Cape Breton as well as units from 
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Antigonish, Pictou, and Guys
borough County. 

\ -ALLEY ~fEDICAL 'OCI F.TY 

On Xo\·cmber 9th. 196-L took 
place t he offic ial opening of the 
$1 ,900,000 addition and reno\·ated 
section of the Blanchard Fra er 
~femorial Hospital at Kent\<-ille. 
The new ho pita! has 13 beds as 
compared with the old building 
or 66. It is one or the largest in 
the province outside of Halifax 
a nd is already filled to capacity so 
the administrator reports. 

Over 840,000 has been left to 
Acadia University by the will of 
the late :Mrs. Lucy F. Anderson 
of Wolf\·ille to endow the Alex
ander L. Anderson Bursary 
Fund in the na me of her late hus
band. The income is to assist 
students or superior ability in 
need of help who are majoring in 
Chemistry or Biology, preferably. 
but not nece sarily proceeding to
ward Medicine. 

Dr. Paul E . Kinsman of Ayles
ford attended the 1964 Refresher 
Course under the Postgradua te 
Board of the Royal Yictoria Hos
pital , ~fontreal. This annual 
event for the last 15 years is speci
fically designed Cor the general 
practitioner. 

H ALIFAX ~1 EDICAL S oci ETY 

The 38th Annual Dalhousie 
Refresher Course was held during 
the first week of Xovember. 
mall group clinics were held each 

morning in five Halifax teaching 
hospitals with panel discussions 
in the afternoons. 

The sixth Annual Dinner and 
Business ::\Ieeting or the Dalhousie 
::\Iedical Alumni was held on ~o
vember 3rd and attended by 200 
doctors. Dr. Clarence L. Gosse 
was elected President, and Dr. 
R. A. ~facLellan, long time gen
eral practitioner on the oel shore 
a.nd graduate of Dalhousie in 
1908 was elected Honorary Presi
dent. 

Three Dartmouth doctors are 
on the newly elected Board of 
:Management of the Dart mouth 
Community Concert Association. 

Dr. D. A. iYier succeeds Dr. ~lax 
Brennan as President. On his 
Board are Drs. F. J. Barton and 
R. A. "\\entzeU. 

Dr. J. J . Hazel, a gradua te of 
Dalhousie in 1952, lately with the 
Depar tment of Radiology, Royal 
i·ictoria Hospital, ::\Iontreal, is 
now with the Donner Radiation 
Laboratory, Uni\·ersi ty of Cali
fornia, Berkley. 

The Bulletin a nnounced at the 
time of Dr. B. K. Doane rcceidng 
his :McLaughlin Travelling Fel
lowship, tha t he would be spend
ing a year at the ~1audsley H os
pital, London, in child psy
chology. Rather is he to be en
gaged in Clinical P ychiatry and 
research. 

Dr. H. B. Colford, Director 
~Iaternal and Child Health or the 
Pro\incial Department of Public 
Health and Dr. G. B. i\' iswell 
medical director of the Central 
Registry of Handicapped Child
ren of X ova eolia were plea ed 
to show Dr. Jean "\\ebb, Chief 
::\faternal and Child Health, ra
tional Health and \Velfare, the 
complete facilities or the unit now 
conveniently located a.t Anderson 
Square, on Dr. Webb's visit to 
Halifax recently. 

Dr. M. Jean Whittier has re
cently retired after years of serv
ice as medical missionary in India 
and is now giving Creely of her 
time to Yarious church groups to 
tell them of the conditions under 
which she worked. 

To Dr. Claude F. Keays, Halifax; 
Dr. James H. ~IacLeod , Liver
pool, and Dr. ~Ieh·in G. Feener, 
~riddleton. go congratula tions for 
receiYing Fellowships in the Am
erican College of Surgeons a t the 
clinical congress of the college 
held recently in Chicago. 

To Drs. Clarence L. Gosse and 
Gordon l\Iack go congra tulations 
for \vinning eight different awards 
for their pure bred ca ttle at the 
recent "\\inter Fair. ::\fr. Cyrus 
Ea ton needs must look to his 
laurels. 
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T. J 0 1:1 :.' AM BULANCE A WAR DS 

Pro\ince wide awards were 
made recently to doctors who ha \'e 
gi\·en or their time and energy 
over the years in training candi
dates in First Aid both in cia ses 
and by examination. 

At Ottawa, Dr. Rober t ~Iathie
son of ydney, X. ., was inYested 
as en ing Brother of the Order 
of t. John by GoYernor General 
\ ' anier at Go\·ernment House. 

At Government Hot>se in Hali
fax, Lieutenant-Governor McKeen 
invested Dr. J. J . Quinlan of Kent
ville as Serving Brother, while Dr. 
Helen Holden (Quinlan), his wife, 
was made a Sening Sister. 

Priory Votes of thanks at the 
same ceremony went to: Dr. 
J . W . Bar teaux, Dartmouth. Dr. 
C. P. l\Iiller, _ ew "\\aterford. 
Dr W. J. Lamond, Sydney ~lines, 
Dr. L. A. Skinner , Xorth Sydney, 
and Dr. F. i\. )forse. Lawrence
town. 

A 22-Year Brigade en ·ice Bar 
went to Dr. C. B. Weld, XoYa 
Scot ia pro\·incial President-Com
missioner of St. John Ambulance. 

UNrVERS IT IES 

Dalhousie University has es
tablished a Department of Oto
laryngology in its Faculty of 
~ledicine. D r. James S. Ham
merling has been appointed pro
fessor and head of the depart
ment. 

Dr. Hammerling has been on 
the staff Of the UniYersity and the 
Victoria General Hospital since 
194 . He is a natiYe or Phila
delphia and obtained his medical 
degree from X ew York ~Iedical 
College. After sen ing with the 
US Army ) fedical Corps during 
1939-45, be took postgraduate 
training at the UniYersity of 
Pennsylvania, New York Poly
clinic and the Postgraduate Hos
pital in ~ew York. He is a 
member of the Canadian Oto
logical Society, the Nova Scotia 
Society of Ear , Eye and Nose and 
Throat and the American Acad
emy of Ear , Eye, Nose and Throat . 
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His ,\ire is her:;~lf a medical gr~du-
te of Dalhousie. (Dr. Anne Lind

:r). and one of his daughters,. 
Judith. is in her r~tb year 111 

~fedi«:>ine at Dalhousie. 
Un iversity of King's College 

recentl~ installed Dr. ~chert H . 
Morris as Chancellor m succes
~ion to Dr. H. R. .:O.Iilner. Dr. 
~[oms is a nati,·e of helhurne. 
son of Canon \r. . H . .:O. [orris. 
long time pari b priest in Xova 
Scotia. He is a graduate of 
King·~ and of Toronto where his 
medical career was interrupted 
b,· war sen·ice o that he gradu
ated in 1922. ince 1925 be bas 
practised Orthopedic Surgery in 
Boston. He has been on the 
teaehmg staff of Harnrd .:O.Iedical 
School and the Orthopedic tarr 
of the ~ew England Deaconess 
Hosp1tal and the Children' .:O.Iedi
cal Centre in Boston. He is 
Pre~idcnt or the staff of the X ew 
England Bapti t Hospital. 

BIRTHS: 

To Dr. and .:O.Irs. Cli,·c Mac
donald. (nee hirley Eagles), a 
son, Shane Louis. at Eastern 
Kmgs .:O.Iemorial llospital, \Volf
,·ille. on October 24. 1964. 

To Dr. and .:O.Irs. Leslie lipp, 
~n&.· Jean .:-.-lacPhee), of Hub
bards. a daughter, at the Grace 

GENERAL SURGEON 

WANTED 

l.:rgently required Cor group 
practice in the :Maritimes, a 
general Surgeon, preferably a 
Canadian graduate with certi
fiCa tion or F.R.C.S. :\Iutually 
agreeable present and future 
terms to be arranged. 

Apply P.O. Box 100, The Nova 
Scotia :\Iedical Bulletin. 

.:O.Iaternity Hospital, Halifax, on 
Xovember 11th, 1964. 

To Dr. and :Mrs. B. D. Gro,·er. 
a son, Peter .:-.-Iichael, at the Grace 
.:O.Iaternit~· Hospital on Xovember 
15, 1964. 

01l11'U.\RIES: 

Dr. \\'.I. Bent, ecretary of the 
Lunenburg-Queens :\Iedical o
coety writes as follows : 

" I regret to record the death on 
Xovember 5th at the Dawson 
~Iemorial Hospital. Bridgewater 
of Dr. Clarence Bain Cameron, 
age 76 years, a general practi
tioner in Lunenburg County for 
many years. 

Dr. Cameron wa born in Xew 
Gla gow. the on of the late 
James A. and ~Irs . Cameron. 
lie recei,·ed secondary and high 
chool education in New Glas-

gow, and graduated from Dal
housie Medical chool in 1911. 
From L9ll to 1915 he practised at 
Head Chezzetcook and Tangier. 
From 1915 to 1917 he served with 
the R.A.-:\LC. in Egypt and 
Greece. He was im·alided out in 
1917. Dr. Cameron practised at 
.:O.Iahone Bay following his army 
discharge until 1919 when he 
moved to Petite Ri,·iere, Lunen
burg Co., where he practised until 
the time of his death. Sun ·iving 

NOTICE 

Junior Interneship Cor the sum
mer or 1965 is open to a student 
who has completed 3rd year 
medicine. Address enquiries to 
Queens General Hospital, 
Liverpool, X. . 
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are his wife, the former Elizabeth 
Davies; a daughter, :\Irs. Donald 
Kempt, Toronto ; a sister, Mrs. 
Charles Walker, :\Iontreal and 
two grandchildren. In terment at 
Ri,·erside Cemetery, Xew Glas
gow. A ~Iemorial ervice was 
held on ~ovember 10 in t. 
~1ichael's Anglican Church, 
Petite Ri,·iere. 

Elsewhere in this issue is a mo,·
ing tribute to the late Dr. Cecil 
Edwin Kinley who died in Hali
fax on Xovember 12th, written 
by one oC his confreres. 

CANADA's 21sT .\NNUAL 

~.\TIONAL HE.\J,TH WEEK 

For the 2 1st consecuti,·e year a 
week in :\l arch has been desig
nated. "Canada's Xationa1 Health 
Week". Tho week Cor 1965 will 
be March 14th to March 20th. 

For almost a quarter of a cen
tury the Health League of Canada 
has been teaching that it is better 
to prevent than to cure, that 
50% or all illness is preventable 
and that the enormous amount 
oC money spent on care of the sick 
and loss of income could be put 
to better use. 

The Bulletin willingly makes 
this announcement and urges its 
readers to promote the observance 
oC this week. Our jobs won't 
suffer. o 

GENERAL PRACTITIONER 
WANTED 

A good opportunity Cor some 
young man, a general practi
tioner, who bas some training 
in surgery, obstetrics and gyne
cology in the Town of Kent
ville. 
We ha"e just opened a new 
Regional Hospital of 138 beds. 
The present incumbent is 
giving up his practice on ac
count or ill health. 

Contact: Dr. T. A. Kirkpatrick, 
P.O. Box 217, Kennille, ~. S. 
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BOOK RE\"IE\\ 

:'11EDIC.\ L C.\ HE ! P ROGHA MS AXD I s suES. By 
\Y. P . T hompson. Clarke. I rwin & Co. Ltd . . 
Toronto. 1964. 173 pages. 4.00. 

A most Yaluable expo e of first the various 
types of Medical I nsurance being used throughout 
the world and secondly a number of question 
di cussed concerning :\Iedical Care. 

As chairman of the committee set up by the 
Pro,·incial Government of askatchewan to ad d e 
t he Gover nment he ha had a great opportunity 
to familiarize himself with all the pros and cons of 
t his important issue. After reading the book, I 
till feel that a man should be paid for the work he 

performed and at a fee commensura te with his 
experience and its ,-aJue to the recipients. 

Other issues. such as cost and administration 
are adequately dealt with and tables giving the 
statist ics from other countries help to gi,·e a more 

DALHOT: IE XOTE (Fig. 4} Continued 

88 8 
J . P HILIP DUMARESQ AND A S SOC IATES. A R C HITEC TS 

complete picture. Government assistance to the 
profession in caring for those. unable to shoulder 
t he co t of medical care is to-day recognized a 
essential lo our way of life. How it can best be 
carried out was and still i questionable. 'rhe pro
res ion has idea which ha ,·e been insti lled over 
the centuries and it may be non ethical to many 
doctor to abandon them. 

:\ book with information that all medical men 
should read concerning a vital and important 
ubject. o 

A.R.:\I. 

..\ soon as there i enough now for skiing. 
many umrner cottages become win ter ski lodge . 

ince many of t hese buildings must be heated by 
coal or wood burning sto,·e . it shou ld be rememb
ered that there is danger from carbon monoxide 
fumes. \Ybate,·er the fuel. it should be allowed to 
burn t hrough before the stove is checked . 'r here 
should a lso be adequate ventilation until the top 
of the fuel quite red and the gases burned 
through. o 
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