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A Light Look at "The Literature Jungle" 

T his month 's Bu lletin is a collection of articles on many subj ects involving clinical aspects 
of medicine, epidemiology, labora tory medicine and even management concerns (from a 
consumer 's perspective). Perhaps it is this diversity that may make this Bu lletin interesting in 
contras t to many of the other 2800 journals received a t the Kellogg H ea lth Sciences Library 
on a regular basis. 

A survey of the library's journals reveals the frightening level of specialization being achieved 
in many bodies of knowledge. T itles such as Cell, Sp ine, EHP, (Environm ental H ealth) and 
FEMS (microbio logy, not the subj ect tha t one might first think), makes the reader wonder a t 
the level of ignorance he or she has maintained. It stretches the credibility tha t all 2800 journals 
are read, or even indexed for possible retrieval. More knowledgeable people than this editor, 
incl uding Peter Morgan in the Canadian Medical Associat ion f ournal, Jan. 15, 1986, have discussed 
at length the problem of ever increasing numbers of journals. 

Surely something must soon be a ttempted to solve this problem. Elimina ting journals will 
not, of course, make a ll this " information overload" disappear, but pragmatic considerations 
alone will dictate some change eventually. 

Meanwhile, the richness and variation of material is something not to be ignored. You are 
challenged to leave your piles of unread and unsolicited free journa ls in your office and browse. 
An undisciplined reading expedition leads to all kinds of discoveries. For instance, an old issue 
of H osiptals,( May 1985) talks of ra tioning of hea lth care in its editorial. " Hospitals cannot 
start making potentiall y life or death decisions without some guidance from society on such 
q ues tions as whether rationing must occur, how it should be configured, whom it will affect, 
and when it should take place. It is true that hospitals have the issue forced upon them, but 
they must fo rce the issue on everyone, providers, patients, taxpayers, politicians and society 
itself. " 

Under miscell aneous media in the same journal, we learn that Otis G. Bowen, Clinical Professor 
of Family Medicine, Indianna University, and Governor of Indiana from 1973 to 1981 , has been 
sworn in as Secretary of the Department of Health and Human Services. It makes one feel 
a family phys ician may yet find his place in the medical sys tem. 
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In the American Medical Association j ournal a letter 
to the editor documents the already known fact that 
an insect bite on the wrist can cause carpal tunnel 
syndrome, sometimes needing surgery. If you have 
practised medicine for years and didn ' t know that, your 
level of ignorance will drive you to read on. 

From the j ournal of Evaluation and the H ealth 
Professions: "Some of the literature on quality o£ care 
im plies that cognitive factors in educatirig .health 
professionals and the appropria teness of their practice 
experience to present needs." Tha t statement should 
make health educa tors stop and think. 

And in the South African Medical j ournal we find 
an interes ting historical no te. The Marquis de Sade 
(1740-1 814) spoke against phys icians and surgeons 
being nomina ted to administer hospitals. He wanted 
administrators who had, " no pretention to the art of 
medicine" . It is further noted that he ended his life 
in a menta l hospita l. It seems tha t doctors in the pas t 
knew how to handle a th rea t to their authority. 

MEDICAL PRACTICE PRODUCTIVITY 
CONSULTANTS IN MEDICAL OFFICE MANAGEMENT 

2737 Robie Street, Halifax, Nova Scotia B3K 4P1 
4 77-1358 or 454-6641 

23 Cedar St., Stellarton (P.O. Box 437) BOK 150 
755-5962 

SPECIALIZING IN: 

policy and procedure manuals, customized to fit 
individual medical practices to ensure continuation 
of routine office procedures. 
temporary and permanent secretarial services 
overload typing 
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office analysis 
conference planning 
customized appointment books 

EFFICIENT OFFICE SYSTEMS ENSURES SATISFIED 
PATIENTS, STAFF, AND PHYSICIANS. 

TH E NOVA SCOTIA MEDICAL BULLETIN 2 

All the above is just offered as a simple celebration 
of the d iversity ava ilable in the journals in our 
libraries. It is interes ting to no te tha t in these libraries 
you can still find things ca lled books, and these keep 
coming out at about the rate journals used to be 
published 50 years ago. A visit to the Kellogg Health 
Sciences Library reveals few faces above the age of 
·25 or 30, so mos t of our loca l physicians must read 
their books a t home. It is a ra ther fri ghteni ng 
commentary on our educa tional sys tem tha t many, if 
no t most, gradua tes might not darken the door of a 
major med ical library throughout their whole career. 
For fun , education, sa tisfac tion and curiosity, or to 
brea k rou tine, you are urged to be an exception to 
that scenario. Among other journals you may even 
find The Nova Sco tia Medical Bu lletin. Feel free to 
peruse it, but don 't stop there. After all there are 
approxima tely 2800 other journals, and somebody has 
to read them. D 

] .F.O'C. 
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Arboviruses in the Maritime Provinces: 
California Encephalitis in Humans 

Earl G. Morrison,* B.Sc. , Bonnie L. McFarlane,** B.Sc., M.Sc. and 
Juan A. Embil,*** M.D., Ph.D., F.R.C.P.(C), F.A.C.T.M., 

Halifax, N.S. 

Serologic surveys of domestic and wild animal 
populations in the Maritime Provinces have shown 
the California group of arboviruses to be endemic to 
the region. Evidence suggestive of western equine 
encephalitis, eastern equine encephalitis, St. Louis 
encephalitis and Powassan virus activity has also been 
found. Infection of animals with these viruses implies 
that humans in similar ecological settings may also 
become infected. The first documented cases of 
California encephalitis in the Maritime Provinces 
occurred in Nova Scotia in 1981 and in New Brunswick 
in 1984. 

INTRODUCTION 

Arboviruses are viruses maintained in nature by 
cycl ic transmission between susceptible vertebrate 
hosts and bloodsucking arthropods. They are grouped 
accord ing to th ei r antigeni c relat ionship by 
complement-fixing, hemagglutination-inhibiting, or 
neutralizing antibodies. Only a small proportion of 
the 350 arboviruses known to occur in the world have 
been associated with human disease. Arboviral 
infection in humans ranges from unapparent infec
tion, fevers and hemorrhagic fevers to encephalitis, 
which often results in death. 

Most arboviruses belong to the families Togaviridae 
and Bunyaviridae. Group A and B viruses belong to 
the family Togaviridae. In North America, western 
equine encephalitis (WEE) and eas tern eq uine 
encephalitis (EEE) are the most common group A 
viruses and St. Louis encephalitis (SLE) is the most 
common group B virus. Sporadic human cases caused 
by Powassan (POW) virus of the group B complex 
have been reported in North America. The California 
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(CAL) group of Bunyaviridae consists of 12 types and 
has an extensive distribution in North America.t CAL 
is the most common arboviral cause of encephalitis 
in the United States.2 

Human cases of arbovirus infection occur annually 
in North America. In Canada, from 1975 to 1979, there 
were 74 cases of SLE, 19 of WEE, 4 of POW and the 
first 4 reported of CAL.3 In the United States in 1984, 
there were 33 cases of SLE, 2 of WEE, 4 of EEE, and 
74 of CAL. 4 Such cases may result from arboviruses 
already present in the environment (i.e., WEE, EEE, 
SLE, POW, CAL) or from arboviruses imported into 
North America by travellers returning home from 
visiting areas where such arboviruses are endemic or 
by emigrants from such countries (i.e., yellow fever 
and dengue). Therefore, it is important that North 
American physicians be aware of their patients' travel 
histories or countries of origin when dealing with 
possible arboviral infections. 

EPIDEMIOLOGY IN NORTH AMERICA 

Table I lists the mode of transmission of the various 
arboviruses. 

WEE has been responsible for several epidemics and 
epizootics in Canada's Prairie Provinces and in the 
wes tern United States. Outbreaks in horses occurred 
in Manitoba and Saskatchewan as early as 1935. 7 

Evidence for WEE activity in humans has been found 
as far east as MontreaF and along the eastern coast 
of the United States. There have been no epidemics 
or epizootics of WEE in the eastern United States, 
however. 

No epidemics of EEE have been reported in Canada. 
However, small equine outbreaks occurred in St. 
George, Ontario, during 1938 and in Quebec's Eastern 
Townships in 1972.7 EEE is a more serious problem 
in the Atlantic Uni ted States, where epizootics and 
epidemics have occurred as far north as Massachusetts. 

The first reported Canadian epidemic caused by SLE 
was in Ontario during 1975.7 Climatological data 
indicate a change in normal weather conditions 
contributed to the outbreak8 Human cases also 
occurred in Manitoba in 1941 and Quebec in 19757 

SLE has caused several epidemics in the eastern United 
States, ranging from Florida to New York State. 

POW virus is the only arbovirus originally isolated 
in Canada. Human cases have originated in Ontario 
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and Quebec.9 In the eas tern U.S. , human cases have 
been reponed in Pennsylvania and New York 9 

Three antigenic strains of CAL - snowshoe hare 
(SSH), James town Canyon (]C) and Triviuatus (TVT) 
- have been isola ted from mosquitoes in Canada7 

CAL viruses are the most widely distributed arbovi
ruses in Canada7 Their importance has increased since 
1978 when the first human cases reponed in Canada 
were diagnosed in the Gaspe Peninsu la and in Ontario. 
A total of at leas t 13 cases have occurred_l . lO-l2 CAL 
viruses have played a more significant role in human 
di sease in the eas tern United Sta tes than in Canada. 
Cases have been diagnosed in Florida and as far north 
as New York State.t3 

Dengue fever and urban ye llow fever pose a danger 
to travellers visiting southern countries where the 
viruses are known to be endemic. 

ARBOVIRAL ACTIVITY IN THE MARITIME 
PROVINCES 

The wide distribution of arv iruses in North America 
prompted prospective serological surveys for CAL, 
WEE, EEE; POW and SLE antibodies in animal 
populations of the Maritime Provinces. Their purpose 
was to determine the presence of these viruses, to assess 

· their potentia l as agents in human infection , and to 

cl arify thei r transm iss ion cycles. 

H emagglutination-inhibition (HI) and neutrali za
tion (NT ) tes ts were used to detect these arboviral 
antibodies in wild and domestic anima l sera collected 
from 1975 to 1979. 

Evidence sugges tive of group A arbovirus act ivity 
has been fou nd in the Ma ritim e Provinces. HI 
antibodies to WEE and/ or to EEE have been found 
in horse and bird sera of Nova Scotia, horse and 

TABLE! 

EPIDEMIOLOGY OF ARBOVIRUSES THAT MAY APPEAR IN NORTH AMERICA• 

Arbovirus Type Vector Primary Host Humans Affected 

WEE mosqu ito sma ll birds, sma ll infants, children, 
(Culex tarsalis, mammals o lder adu lts 
Culiseta melanura) 

I::EE mosquito birds infants, children, 
( Culiseta melanura, elderly 
Aedes spp. ) 

Dengue•• mosquito humans, monkeys infants, o lder adu lts 
(Aedes aegypti) 

Yellow Fever .. mosquito humans, monkeys all ages 
(Aedes aegypti) 

SLE mosqu iw birds o lder adu lts 
(Cu lex nigripalpus, 
C. pipiens) 

POW ti cks small mammals all ages 
(I xodes spp.) (ground hog) 

CA L mosquito small mammals chil dren less than 
(Aedes spp. ) (snowshoe hare, 15 years old 

chipmunk, squ irrel) 

*Da ta ada pted from references 5 and 6. **T hese are not endem ic to Non h America a nd are imponed. 

TABLE II 

CAL ARBOVIRUSES IN THE MARITIME PROVINCES 

Area Host No. No.(%) Arbovirus Type of Ref. No. 
Tested Positive Found Test 

N.S. hares 1003 11 3 ( 11.3) SS H HI 13 

N.S. moose 280 189 (67.5) SS H NT 14 

N.S. moose 280 6 (2. 1) J C NT 14 

N.S. horses 86 1 106 (12.3) SS H HI 15 

P.E. I. horses 248 48 (19.4) SS H HI 16 

P.E. I. hares 215 33 ( 15.4 ) SS H HI 16 

P.E. I. ra ttle 40 I (2.5) SS H HI 16 

N. B. moose 11 6 72 (62.9) SSH NT 17 

N. B. horses 204 54 (26.5) SS H HI 17 
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snowshoe hare sera of Prince Edward Island, horse 
sera of New Brunswick (McFarlane BL, Artsob H, 
Embil JA: unpublished data). Inconclusive evidence 
for group B arbovirus activity has been found in pigs 
and chickens from Nova Scotia (Mcf arlane BL, Artsob 
H, Embil , JA: unpublished data). Further tes ting is 
needed before any conclusive statements regarding 
group A and B arbovirus activity in the Maritime 
Prov inces can be made. 

Table II presents evidence of CAL activity in the 
Maritime Provinces. Antibodies to SSH in wild and 
domestic animal populations have been found in all 
18 counties of Nova Scotia.13·15 HI positive hare and 
horse sera were collected from all 3 counties of Prince 
Edwa rd Island, indica ting a wide geographical 
distribution.16 Survey findings in the moose popula
tion of New Brunswick are similar to those of Nova 
Scotia; a large percentage had neutralizing antibodies 
to SSH.17 Since SSH positive animal sera were found 
in southcentral New Brunswick and 2 human cases 
were reported from the bordering Gaspe Peninsula1, 

it seems highl y likely that SS H is endemic to the entire 
provmce. 

Figure 1 presents a possible transmission cycle for 
CAL in the Mari time Provinces, based on these sero
epidemiologica l data and from host-vector studies in 
other areas of North America.1s 

In addition to indigenous arbovirus activity in the 
Maritime Provinces, there is also the possibility of 
arboviruses being introduced from other areas. A 
human case of POW, believed to have originated in 
New York State, was diagnosed in Halifax during 
1979. 19 Human cases of dengue have been brought into 
Canada by travellers returning to Canada from the 
Caribbean and Central America. At least 26 travellers 
returning to Canada during 1976-1979 were reported 

Primary Vectors 

* 
Mao 

Fig. 1 Possible transmi ss ion cycle for CAL in the Maritime 
Prov inces. 
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as having dengue.3 In Nova Scotia, one case was 
imported from Jamaica during 1977. 20 

Urban yellow fever poses a danger in regard to 
visitors to, or emigrants from, Central and South 
America, the Ca ribbea n and Afri ca . Historica l 
accounts of ye llow fever in Nova Scotia have been 
documented among people arriving on boats during 
the 18th and 19th centuries when yellow fever was 
common in Bermuda, the West Indies and the eastern 
United States. Reports suggest that some cases were 
acquired within the province.21 

HUMAN CASES OF CALIFORNIA 
ENCEPHALITIS IN THE MARITIMES 

Animal findings indicate that at least one strain of 
CAL, SSH, is endemic to the Maritime Provinces and 
that another strain, JC, may be endemic at least to 
Nova Scotia. Infection of domestic animals implies 
that humans, living in close proximity to these animal s 
or in a similar ecological setting, could become infected 
with these viruses. The endemicity of CAL in the 
Maritime Provinces indicates that a potential for 
human cases exists in these provinces. 

CAL serogroup virus ac ti vity in Canada, in 
association with human diseases, had only been 
reported in Quebec and Ontario.22 T he first case in 
the Maritimes occurred in 1981 and involved a 5-year
old boy from Halifax County, N.S., who had not 
travelled more than 40 km from home before his illness 
(SSH serotype) during the summer of 198!.22 High 
SSH antibody levels had been found in the snowshoe 
hare in Halifax County. 13 During the next summer, 
2 of 5 sentinel rabbits placed in the boy's yard developed 
SSH antibody levels demonstrating the virus to be 
persistent. 23 

In August 1984, the second reported Maritime case 
occurred in an 11-year-old boy from Chatham, 
Northumberland County, New Brunswick, who had 
not travelled outside that county for at least one month 
prior to his illness (also SSH serotype).11 A 1979 
Northumberland County survey showed 18 of 20 moose 
had SSH antibody and 2 of 2 horses in 1977.7 

CLINICAL MANIFESTATIONS 

Many arbovirus infections are subclinical jllld 
manifest no evidence of disease. When diseasej does 
occur, it can range in severity from a flu-like illness 
to a fatal encephalitis. Manifestations usually follow 
an incubation period of 4 to 21 days and are 
characterized by sudden onset of fever, headache, 
disorientation and sometimes nausea, vomiting, stiff 
neck and Kernig's sign. Local and gener~lized seizures 
are common. The cerebral spinal fluiyi may contain 
up to 1000 leukocytes per cubic mm;,and may have 
increased protein as high as 100 mg per 100 mJ.24 Table 
III summarizes the characteristics of arboviral 
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TABLE III 

--------------------~C~LI~N~I~C~A~L~C~H~A~R~A~C~T~E~R~I~ST~IC~S~O~F~A~R~B~O~V~I~R~A~L~I~N~F~EC~T~IO~N~S~•---------------------
T ype 

WEE 

EEE 

Dengue•• 

Yell ow Fever .. 

SLE 

POW 

Characteristics 

co nvulsions, coma, vomiting, 
excitement, meningea l signs, 
para lysis 

fever, lethargy, coma, convu lsions, 
meningea l irritat ion 

high fever, headache, pain in 
muscles and joints, muscul ar rash; 
remission fo ll owed by recurrence 

fever, chills, severe headache, 
vomiting; remission followed by 
high fever, jau ndice; severe cases 
have proteinuria, hemorrhagic 
manifestat ions, black vomi tus 

flu -like, aches in muscles, headache, 
tremors, abnorma l coordi nat ion and 
ma wr crania l funCLion 

fever, headache, seizures, coma, 
paralysis 

Mortality 

3-7% 

50-70% 

rare 

hi gh 

5-10% 

not stated 

Sequelae 

only severe in 
infants; physical and 
mental handicaps 

especiall y severe in 
chil dren; centra l nervous 
system damage 

rare 

recovery is complete 

mental and emotional 

perma nent neuro logic 
damage 

Comments 

prolonged 
conva lescence 

very 
uncom l11°11 

CAL headache, vomiting, lethargy, di sorientation, <I % 
seizures, foca l neu rologic signs 

rare; emoti onal 
dis tu rbance 

• Data adapted from references 5 and 6. 
••These are not endemic to Nonh America and are impon ed. 

infections that are common in North Amereica. For 
further information, the authors recom mend refer
ence 5. 

Because clin ical symptoms of arbovirus encephalitis 
are similar to those of viral encepha li ti s, exact 
diagnos is can on ly be made by labora tory tes ts. 

LABORATORY METHODS AND PATHOLOGY 

Arbov ira l infect io ns ca n be serio us a nd life
threa tening; as such, rapid diagnosis has become very 
importan t in many cases6 

Epidemiologica l and clinical study of arboviruses 
involves virus isola tion and antibody measurement 
(Figure 2). Suckling mice and cell cultures are used 
for virus isolation. Blood or tissue specimens from 
the infected vertebrate and suspensions of homogen
ized arthropods are inoculated intracerebra ll y either 
into suckling mice (in which arboviruses are neUI·o
tropic) or into cell cultures (where they produce 
cytopathic effects). 

Serum antibody studies are essential in pa tient 
diagnosis. For diagnosis, one acute and at leas t one 
convalescent phase serum must be taken at 2- to 3-
week intervals. Serological tests should include a 
battery of arbovirus antigens common or suspected 
in the geographi cal location where the infection was 
acqu ired. A fourfold rise or fall in antibody titre 
between acute and conva lescent sera indica tes current 
viral infection. If antibody is detected without change 
in antibody titre, a current infection is not necessaril y 
m progress. 
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PATIENT 

Diagnostic Serology * Virus Isolation 

Acute and Convalescent Sera 
( 2-3 week intervals I 

Blood ( few days post-infection I 
Brain ( post mortem I 

~ ~ NT HI CF 

~ 
Suckling mice * • Tissue culture 

intracerebral inoculation 8~~r~ 1c~~ils 
4-fold rise and/or tall 

in antibody titer indicates current infection 

Figure 2. 

LABORATORY DIAGNOSIS OF ARBOVIRUS INFECTIONS f 

t - Modified from Kalter25 

* - Method of choice for diagnosis of arboviral infection 
* *- Method of choice for arbovirus isolation 
NT - Neutralization test 
HI - Hemagglutination-inhibition test 
CF - Complement fixation test 

ew techniq ues, introduced recently, include direct 
and indirect immunofluorescence to detect vtra l 
antigens, monoclona l antibodies to identify vira l 
isolation, enzyme immunoassay and radioimmunoas
say and biochemical ana lys is of vira l proteins and 
nucleic acids6 
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Seroepidemiologic studies are used to determine the 
vertebra te species involved in the transmission cycle, 
specific human popula tions tha t may be infected and 
the geographi c distribution of the arboviruses. 5 

Pathological manifestations of arbovirus encepha
litis are usua ll y confined to the central nervous sys tem. 
Infl ammatory foci of the brain show necrosis of 
neurons and g lial cell s, perivascular cuffing, capi llary 
thrombosis, infiltra tion of lymphocytes, and varying 
degrees of meningitis. (Perivascular cuffing is also 
characteristic of other viral encephali tides: poliomye
litis, rabies and subacute panencephalitis). 

PREVENTION AND TREATMENT 

Beca use severa l members within a group have 
common antigens, infection with one virus may confer 
im munity to others. Immunity is long-las ting and may 
be permanent. 

No effec tive vaccines for WEE, EEE, SLE, POW 
and CAL are currently available for general use in 
humans. There is, however a live, a uenuated vaccine 
to protec t humans against yellow fever which is safe, 
effec tive and offers long protection. 5 Vaccines are also 
available for WEE and EEE infections in horses and 
in humans who are considered a t high risk of infection 
(e.g., laboratory workers). 

T here are no thera peuti c agents fo r specific 
trea tment of arbovirus infections except supportive 
care.6 Breaking the transmission cycle by vector control 
has proven effective during some epidemics of SLE 
and urban yellow fever.s 

SUMMARY 

The endemicity of CAL and evidence sugges tive of 
group A and B arbovirus activity in the Maritime 
Provinces indicate that human infection cou ld occur 
in this area. By 1984, the first two Maritime cases (both 
SSH serotype) had been diagnosed. Because many cases 
of presumptive vira l encepha litis are reported annually 
in these provinces, suspect cases shou ld be screened 
serologically for arbovirus infection. One acute and 
a t leas t one convalescent phase serum must be taken 
2 to 3 weeks apart to diagnose an arbovirus case. 

Phys icians ~ hou ld be aware that CAL may occur 
in the Maritime Provinces, part icu larly in the late 
summer months, and that travellers returning from 
abroad, particularly from southern countries, could 
carry an arbovirus infec tion. 0 
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Q-Fever 
A CASE REPORT 

David P. Cudmore,* M.D., C.C.F.P. and Olding C. Macintosh,** M.D., C.R.C.P., 

Antigonish, N.S. 

A case of Q-Fever in a part time sheep {aFmer in 
Nova Scotia is presented. The infection followed a 
post mortem examination conducted by the patient 
on the body of a pregnant ewe. 

INTRODUCTION 

Q-Fever is an acute illness caused by Coxiella 
Burnetii. The disease is not common in man although 
it has recently been recognized as endemic in Ontario1 

and the Maritime Provinces. 2 

Coxiella Burnetii causes widespread infection in 
wild and domestic animals. Sheep, cattle and goats 
are commonly infected. In these animals the organism 
appears to multiply in the placenta and mammary 
glands, and is present in large numbers in post-partum 
discharges, milk and feces. It is capable of surviving 
prolonged drying in dust and excre ta and it can remain 
viable for several months in water and milk. Humans 
are often infected from these sources. 

CASE HISTORY 

A 32 year old part-time sheep farmer presented on 
March 29, I 984 with a five day history of general 
malaise and weakness, severe headache and mild dry 
cough. He appeared toxic and had a temperature of 
40.5°C. Examination of the head, neck and chest was 
unremarkable. 

Upon further questioning it was found that about 
two weeks prior to the onset of symptoms, the patient 
had carried out a post mortem examination on a 
neighbor's pregnant ewe. As part of his examination 
the patient had cut through placental tissue. Subse
quent cultures from the animal grew pasteurella 
hemolytica which was assumed to be the cause of the 
ewe's death. 

The patient's laboratory findings were as follows: 
Hgb 14.0 gm%, WBC 7.1 x J03/ mm3, Polys 52%, Bands 
17%, Lymphs 15%, Monos 6%. Sed Rate 52 mm/ hr. 
A chest x-ray showed mottled opacities in the left lower 
lung field, right upper lung field and right lung base. 

Q-Fever was suspected at this time on the basis of 
the above findings. The patient was started on 
Tetracycline 500 mg po, qid, which was continued 
for three weeks. Serology specimens were drawn, and 
a test for cold agglutinins was negative. 

•Department of General Practice, St. Martha 's Hospital. 
.. Department of Pathology, St. Martha's Hospital, Antigonish, N.S . 
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After 24 hours the patient reported that his fever 
was down and he was feeling much better. Ten days 
later he was further improved but complained of 
shortness of breath with minimal exertion, and he was 
unable to do any work around the farm. A chest x
ray showed resolving opacities in the left lower lobe 
and was otherwise clear. On the 18th day blood 
findings were as follows: Hgb 14.0 gm%, WBC 5.5 
x 103/ mm3, Polys 59%, Lymphs 33%, Monos 7% and 
Sed Rate 6 mm/ hr. 

At 3Y, weeks he was able to do light farm chores, 
and at SY, weeks he returned to full time work. However, 
at 8 weeks he sti ll had mild dyspnea on exertion. Blood 
gases and pulmonary function tests were normal. A 
repeat chest x-ray was normal!. 

Serology reports confirmed the diagnosis of Q-Fever. 
The multiple phase antigen complement fixation titre 
for Coxiella Burnetii antibodies rose from less than 
1:8 on Apri l 2, 1984 to 1:128 on Apri l 16, 1984. 
Haemagglutination tests on the same sample showed 
a rise in phase II antigen (acute phase) from 1:8 to 
1:256 while phase I antigen (chronic phase) showed 
an insignificant rise from 1:8 to 1:16. The mycoplasma 
pneumonia titre remained unchanged at I :32. 

DISCUSSION 

This case illustrates the danger of acquiring Q-Fever 
from the placental tissue and birth fluids of domestic 
animals. The organism can be acquired both from 
direct contact and by airborn transmission. 3 Welch and 
his co-workers found the organism in the air within 
a few minutes after parturition and up to twelve days 
later. 3 The same authors found viable Coxiella 
Burnetii in the soil at a lambing site 150 days after 
parturition. 4 The uncomplicated infection ordinarily 
does not kill the animal. In this instance the flock 
involved was decimated by a pasturella infection and 
the Coxiella Burnetii infection was an incidental 
finding. 

Symptoms in humans are intitially non-specific, 
including headache, chi lls and fever, myalgias, 
anorexia and malaise. High fever and headache tend 
to predominate. Cough, chest pain and inspiratory 
rales usually develop after 4 to 5 days. The illness 
typically lasts for one to two weeks and complications 
are rare. 

Granulomatous hepatitis can occur and is associated 
with a more protracted illness.s Endocarditis has also 
been reported and usually affects the aortic valve . 

FEBRUARY 1986 



Laboratory findings may include an eleva ted ESR, 
abnormal liver enzyme tes ts, thrombocytopenia and 
positive RA factor tes ts. 

Ches t x-ray findin gs are non specific and are 
described by Marie as " multiple rounded segmental 
consolida tions of the density of ground glass. "2 "Other 
find ings include linear atalectases, lobar or partia l 
lobar consolidations and often slight pleural reac
tions." These findings may take up to seventy days 
to resolve. 

Serological tes ting is the most reliable method of 
confi rming the diagnosis of Q-Fever. T he complement 
fixation and haemagglu tination methods are used and 
a positive result is based on a four fold rise between 
an acute and convalscent titre. The complement 
fixa tion procedure for multiple antigens serves as a 
screening procedure. Haemagglutination tests include 
separa te titres for phase I and phase II antigens. Phase 
I antigen titres usuall y indicate chronic disease while 
phase II antigens indicate acute disease. 

Tetracycline 500 mg orally every six hours is the 
treatment of choice and usually results in a prompt 
recovery, as it did in this case. Some infections a lso 
res po nd to Ery th ro mycin. In cases of Q- Fever 
endocarditis the pa tient may require va lve replacement 
in addition to a long course of antibiotics to eradicate 
the infection. 

Prevention requires education of the public about 
the proper handling of potentia ll y infected lives tock. 
Vaccines are avail able for high risk individuals. D 
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NOVA SCOTIA SAFETY COUNCIL 

4th Annual Safety Conference 

Wednesday March 26th and 
T hursday March 27th, 1986 

Keddy's Motor Inn, 437 Prince Street, Truro, N.S. 

To address the three d iscip lines of safety 

T RAFFIC, OCCUPATIO AL AN D PUBLIC 

and to provide a forum for discussion of these 
to pics with something new added - a Youth 
Sympos ium on the theme of Young Adult 
Involvement in Traffi c Fatalities. 

Cost- $65.00 per delegate and $25.00 per spouse. 

For additional information contact: 

Jackie A. Yule, Administra tive Ass istant 
Nova Scotia Safety Council 
2745 Dutch Village Rd., Suite 106, 
Hali fax, N.S. B3L 4G7 
T elephone 454-9621 or 453-5525 

Chartered Accountants 

Doane 
Raymond 

Serving the Nova Scotia Medical community with a 
broad range of financial and management services 
including: 

-tax planning 
- practice management 
-computerized accounting services 
- computer consulting 

12 offices in Nova Scotia- 35 offices coast to coast 
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Therapy in Multiple Sclerosis: A Brief Overview 

T.J. Murray,* M.D. , F.R.C.P. (C), F.A.C.P. , 

Halifax, N.S. 

INTRODUCTION 

It is often frustrating to patients with multiple 
sclerosis (MS), and the physicians who care for them, 
to hear the statement that MS is "untrea table". Like 
diabetes, most cardiac disease and hypertension, all 
of which have a greater impact on life ex pectancy than 
MS, multiple sclerosis is as ye t not curab le, but there 
are many important trea tment and management 
advances for patients with this disease. 

In this very brief review, I will give an approach 
to treatment aspects of multiple sclerosis, used in the 
Dalhousie Mu ltiple Sclerosis Research Unit,a recog
nizing tha t in a n uncertain fi eld , with man y 
experimental trea tments, other specialists in MS may 
have different opinions. It is hoped that this overview 
will give a practica l guide to the physician entrusted 
with the care of the patient with MS, and give some 
understanding of the newer concepts of trea tment that 
are under study but often mentioned in the popular 
press prematurely as "advances" or " breakthroughs". 

MANAGEMENT OF THE PATIENT 

Initia lly, patients seek an expl anation for the 
neurologica l symptoms they have been experiencing. 
Increasingly in recent years, patients with MS have 
suspected their own diagnosis because it is becoming 
a disease familiar to the public. The diagnosis is still 
a traumatic one, and patients require a lot of 
reassurance, explanation and advice. I spend a rather 
long sesion with pa tients initially and then have them 
return for a subsequent visit, asking them to make 
a note of any ques tions they have. We often sugges t 
that they bring the spouse or another family member 
if they wish. Patients require a supportive but frank 
and honest discussion of the disease, with an indication 
of what we know and what we do not know and cannot 
effectively predict. 

Physicians frequently disguise the diagnosis in 
obscure language, or give it another name that does 
not convey any information. Patients a lmost always 
come to resent this later, and are grateful if they receive 
honest and frank discussion of the diagnosis, even 
though it may be disturbing and difficult to accept. 
It is not a kindness to keep patients ignorant of a 

• Director, Dalhousie Multiple Sclerosis Uni t, Camp Hill Hospita l, 
Halifax , N.S. 

Correspondence: Dr. T. j. Murray, Clinical Research Cemre, 5849 
Uni versity Ave., Ha li fax , N.S., B3H 4H7. 
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diagnosis and its implica tions when it will affect their 
lives and future decisions. I suspect doctors are 
reluctant to impart such a serious diagnosis, and are 
unwilling to spend the time with patients who are 
upset, and who suddenl y have lots of pointed ques tions 
about a disease the phys ician does not understand well. 

TREATMENT OF THE DISEASE PROCESS 

Unfortunately, therapy related to the underlying 
demvelinating process is inadequate at present because 
we have insufficient knowledge of the cause of the 
disease, and the mechanisms involved in the recurrent 
and ongoing process. There are methods of therapy, 
however, which can improve the patient 's symptoms, 
and there are a number of other promising therapies 
under active inves tiga tion. 

Treatments can be classified as those that manage 
acute attacks, those that are aimed at preventing 
recurrences or progress ion of the di sease, and 
sy mptomati c th erapi es tha t are helpful for the 
problems and complications that may result from the 
disease. 

Treatment of Acute Attacks 

Most recurrent symptoms in the disease require only 
assessment, reassurance and explanation, and a period 
of rest. Many of the symptoms and problems will settle 
down in time, and require no specific trea tment or 
therapy. Most minor symptoms begin to settle down 
quite adequately in days or weeks. 

Patients who have more severe attacks, or who 
continue to progress despite res t, can be treated with 
steroids. The usual treatment of acute attacks is wi th 
ACTH and a brief treatment is over two weeks, 
beginning with 80 units per day for four days, then 
decreasing progressively by 20 units every four days. 
Oral steroids are commonly used because of their 
convenience, but the va lue of this treatment is 
uncertain. In the last few years we have been trea ting 
our patients with high dose, pulsed methylprednis
olone, giving 1,000 mg intravenously. over thirty 
minutes, every second day for five doses. This is well 
tolerated and appears to be as useful as ACTH. We 
are currentl y carry ing out a double blind study 
comparing ACTH with methylprednislone, but the 
results wi ll not be known for another year. 

Treatment of the accute attack may also involve the 
specific trea tment of the symptoms, as indica ted in 
a later section. 
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Treatment and Prevention of Chronic Disease 

A number of therapies are under study for their effect 
on the disease process, but none has as ye t, an accepted 
place in trea tment. 

Diet 

Dietary management of multiple sclerosis has a long 
history, but onl y in the las t decade has there been a 
renewed interes t in the use of a low animal fa t diet 
wi th linoleic acid supplement. T his diet may be 
beneficial to younger, less disabled patients, partic
ulary earl y in their disease. As it is a healthy diet, 
it is probabl y wise to recommend this to all pa tients 
when they are diagnosed, even though the complete 
answers on the effectiveness of the diet will take some 
time. 

Cyclophosphamide 

T here is some indication that this treatment, despite 
its significant side effects, may be the most useful 
current treatment for progressive multiple sclerosis. 
Experience with this drug has allowed us to control 
many of the complications such as bladder inflam
mation, infection and untoward hematological effects, 
but transient hair loss remains the most annoying side 
effecct to the patient. T here is growing information 
that this treatment may be able to stop the progression 
of the disease in many patients, a t leas t for a time. 
Some patien ts are being retreated with the hope that 
occasional re treatments may continue to keep the 
patient from the progressive and disabling stages of 
the disease. Our experience has been that the side effects 
and complications are too great to consider this 
trea tment in mos t cases and pa tients themselves will 
stop long term therapy because of the complications. 

Azothioprine 

Although there is long ex perience in Europe 
suggesting tha t it may reduce long-term disability, the 
place of this immunosuppressant drug is uncertain. 
It is much easier to use than cyclophosphamide, as 
it requires only daily oaral doses, and repeated blood 
counts. T he worry about long-term complications 
such as malignancy, is a real one and its p lace in the 
treatment of MS patients is uncertain. 

Plasmapheresis 
T here are few promising reports of this treatment, 

and some nega tive reports. It is an expensive trea tment 
req uiring complex technology and skilled personnel, 
with some complications. Unfortunately, it is not 
clearly understood what we should be doing when we 
frac tionate and remove p lasma or cells from the 
circulation of MS patients. 

Hperbaric Oxygen 

T his form of treatment has gained a lo t of publicity 
in the past few years, and has the potentia l to be very 
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strong, but expensive placebo. Whether it has any 
specific effect, or any lasting or useful benefit is still 
uncertain . A nu mber of trials are underway but our 
ancedota l ex perience has been negative. We are 
currentl y a ttempting to measure psychophysicalogical 
changes during this form of trea tment, but have not 
seen enough logical or promising signs in this therapy 
to recommend it for the treatment of our pa tients. 

Interferon 

There are currentl y a number of studies underway 
examining the effect of interferon administered by 
various routes, but its place in trea tment is uncertain. 
Side effec ts a re freq uent a nd thi s rem ains a n 
experimental treatment. 

Cyclosporin 

Because of its dramatic effect in transpla tation 
rejec tion, cyclosporin has been of in terest in multiple 
sclerosis, but it is too early to judge whether it is of 
any value. 

Copolymer 1 

This synthetic pro tein resembles myelin bas ic 
pro tein, and is currently undergoing further study. T he 
preliminary results suggest that it is well tolera ted, 
and may be of benefi t in some pa tients, but large studies 
are required. T he Dalhousie MS Research Unit will 
be involved in a large interna tional cooperative study 
of this substance. 

SYMPTOMATIC TREATMENT 

T here are many symptoms tha t may occur in 
multiple sclerosis. Some of the symptoms are easily 
managed, a lthough they may not be so frequent or 
disabling. The more disabling and frequent symptoms 
are less well managed. Symptoms have to be evaluated 
carefull y in the disease, however, as it is common to 
assume that any symptom is due to multiple sclerosis, 
when these patients experience all the problems and 
diseases that any other person might experience. 

Fatigue 

Most patients with multi p le sclerosis complain of 
excessive fatigue. It is described as a very abnormal 
overwhelming fatigue that is only partly re lated to 
work or exercise, and inadequately relieved by rest. 
It seems to us that this is a uniq ue and pathological 
fatigue, greater than fatigue seen in other neurological 
di seases, but the centra l neurochemical or metabolic 
bas is is unclear. In a study of th is symptom, we found 
that 60% of the patients felt they had some limita tion 
of activity because of their fa tigue, and in 40% it was 
their chief complaint. It is thus one of the commonest 
compl aints of MS patients. 

In two studies we found that amantadine hydroch
loride (Symmetrel ®)was successful in reducing fatigue 
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in 62% of the patients. In about one-third of the patients 
it was of no va lue, but in one-third it had a dramatic 
effect, which pers isted long term if the drug was 
continued. T here are significant side effects in many 
patients, although most continued to take the drug, 
sometimes in a reduced dosage. The dosage is 100 mg 
twice a day. But many patients tolerate 200 mg better 
in th e mornin g. Common sid e effec ts include 
insomnia, hyperactivity, irritability, constipq. tion and 
mild ankle swelling. In a few, more serious side effects 
such as confusion and hallucinations may result. We 
have had some mi lder improvement in patients treated 
with Cylert®. In some patients minor modifications 
of dail y activities to compensa te for this increased 
fatigue may be all that is required. 

Stress 

Everyone experiences stress in his or her life, but 
MS pa tients often have more difficulties to overcome. 
Most pa tien ts no te tha t acute attacks, recurrent 
symptoms of worsening of the disease often occurs 
at the time of stress, and patients sometimes require 
advice on how to minimize and cope with manageable 
stress in their lives. The mechanism whereby stress 
induces worsening of the disease is unclear but it may 
relate to immunological changes that occur during 
periods of stress. 

Trigeminal Neuralgia 

If clear cut trigeminal neuralgia occur in a young 
person, it usuall y indi ca tes underl ying multipl e 
sclerosis. When it does occur in MS pa ti ents it is 
trea tabl e and manageable like " idopa thic" trigenimal 
neuralgia in the older age group. Most patients 
respond well to carbamazepine (Tegretol/Reg), 400-
800 mg per day. Patients who cannot tolera te th is drug 
or who break through the response, usually respond 
to baclofen (Liorisal/Reg) 40-80 mmg per day in 
divided doses. Surgical procedures are very successful , 
but usuall y not required . 

Pain 

It is not often recognized that pain is a rela tively 
frequent problem in MS patients, and one in ten may 
relate to muscle aching, secondary low back pain, 
trigeminal neura lgia, lancinating pains, dysesthesiae 
(described by the pa tient as pain ) or painful muscle 
spasms and cramps. Although it is bes t evaluated and 
trea ted specificall y, many of the undifferentiated or 
unclear pains respond to carbamazepin (Tegretoll 
Reg), baclofen (Liorisal/Reg) or amitriptyline (Elavil/ 
Reg.) 

Seizures 

Seizures occur in about 5% of the patients with 
multiple sclerosis. again, this is no t a commonly 
recognized complication in the disease, but when one 
looks a t NMR pictures or pathologica l specimens, it 

THE NOVA SCOTIA MEDICAL BULLETIN I2 

is not surprising that seizures might occur in the 
numerous scarred and demyelina ted areas in the 
cerebral hemispheres. These seizures respond well to 
anticonvu lsants, such as phenytoin (Dil atin / Reg) and 
carbamazepin (Tegretol!Reg). It has been our pattern 
to wait untif the second seizure before treating the 
pa tient with long term anticonvulsants, although 

.circumstances may dicta te that initial trea tment is 
necessary. 

Tremor 

Tremor, usually from cerebellar involvement, can be 
a serious disabling fea ture of the disease. When it is 
mild the pati ent ca n o ften compensa te for the 
incoordination and unsteadines, but when greater, it 
is a very difficult problem. Some patients wi ll respond 
to isoniazid (INH ) in high doses, sometimes as high 
as 1200 mg per day, but our experience has shown 
that few pa tients benefit substantiall y, and many 
experience serious side effec ts of this new treatment. 
A few will respond to cl onazzepa m, and it is worth 
trying patients on this drug in dooes of 6-8 mg per 
day. T he tremor can often be reduced to some degree 
by propranolol in doses of 120-240 mg per day. 

Muscle spasm 

Many pa tients with spasticity complain of sudden 
involuntary muscle spasms, often at night or a t rest. 
T hese are sometimes painful. They respond well to 
baclofen 20-60 mg per day. Many patients cannot 
tolerate higher doses of baclofen because it makes them 
feel genera ll y weak. However, thi s drug, disappointing 
in the trea tment of spas ticity, is very useful in the 
management of spasms. 

Fever 

Pa tients with MS are often sensitive to heat, 
particul arly any circumstance in which their body 
temperature is raised, even a fraction of a degree. They 
may experience specfic symptoms such as diplopia or 
numbness, but often experience a generalized weakness 
and ma la ise. Any symptomatic bacteria l infection 
should be treated, and even mild resp ira tory infections 
require ant i-p yreticc m edica ti o n to redu ce th e 
genera lized effects of fever. 

Spasticity 

One of the most disabling and common problems 
of multi ple sclerosis is the development of spast icity. 
Certainl y this is one of the poor prognostic indica tors. 
Unfortunately, the current managemen t of spasticity 
is woefull y inadequate. We no longer use dantro lene 
sodium beca use of its inadequa te response a nd 
common side effects, and find that baclofen also g ives 
onl y a mi ld response, often ca using marked weakness 
in patients a t therapeuti c dosages. Although spasticity 
can be measurab ly altered, there is often no functiona l 
improvement in the patient. 
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Ataxia 

Atax ia is another serious and di sabling feature when 
it develops. It may respond to high doses of isoniazid 
(IN H ), but we have had poor results using this, and 
the side effects are frequent. Some patients respond 
to clonazepam 4.8 mg per day, and some respond 
mildly to propranolol 120-240 mg per day. 

Numbness and Paresthesiae 

Many patients complain of recurrent episodes of 
numbness, pares thesiae and dyses thesia. Often they 
req uire onl y reassurance as the numbness tends to be 
annoying but not disabling. An occasional patient will 
have such marked numbness that it does produce 
serio us dys fun ction in position sen se and thus 
disability in the hands or imbalance in the legs. In 
such cases we trea t this as an acute attack of the disease, 
particularly if it is sudden in onset. Usually the 
dysesthesia will respond to short-term steroids, or to 
the use of tricyclic anti -depressant medication. 

Lhermitte's sign 

Is a sudden electric shock-like sensation, usua lly 
down the back or in the limbs, associa ted with fl exion 
of the neck. This often frightens pa tients, but usua lly 
only requires some explana tion or reassurance. It 
indicates inflammation or disruption of posterior 
column fibers. 

Impotence and Frigidity 

Impotence is a common problem in male patients 
who have had the disease for many years, particularly 
if they have spas ticity, and it is a very distrubing and 
serious problem for them. We attempt to differentia te 
those that have a significant psycho logical compo
nent, as this is often a manageable component of the 
problem. Others, we refer to a urologist for advice 
and manage ment. In a few p a tients, we have 
recommended penile implants, but the success and 
satisfaction with these is usually modera te, at bes t. 

T his type of problem requires a lot of discussion 
and expl anation with both partners and we have found 
that this discussion has allowed the couple to verbalize 
a lot of tensions and conflicts tha t they have not been 
able to bring into the open before. 

Diplopia 

Double vision is a very annoying and sometimes 
disabling symptom if it occurs. It is usually transient 
and in most instances requires only reassurance and 
explanation. In a few cases, when it is striking or 
persistent, we have trea ted them as an acute attack 
and the response is usua lly good. 

Vertigo 

T his is also usuall y a transien t symptom requiring 
only symptomatic trea tment. We are not impressed 
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tha t any of the so-called anti-vertigo drugs are very 
useful , and have had better results with diazepam, 
which reduces the ves tibul ar refl ex. In some cases, if 
the problem is marked or prolonged, we have treated 
the patient with methylprednisolone. 

Contractures 

Patients with long-standing spasticity often begin 
to develop fl ex ion contractures. Patients with dropped 
feet often develop Achilles tendon shortening. We take 
care to examine the range and motion of pa tient's 
joints, particularly if they are limi ted in their use of 
the limbs, and indicate gentle stretching exercises that 
they can carry out, sometimes with the help of a family 
member. In more dramatic cases a course of physi
otherapy may be required. 

Memory Loss and Dementia 

So me pa ti ents co mpl a in of memory loss, or 
intellectual change. Many of the patients who initially 
complain of memory loss have anxiety or depression, 
and should be reassured about the problem. Other 
patients have more long-standing disease with cerebral 
involvement and do develop intellectual and person
ality a lteration. Euphoria is less common than sta ted 
in the older literature, but is often dramatic in the 
patients who demonstrate it. Depression is common 
in pa tients with MS and is trea ted with tricyclic drugs 
quite effectively. In the patients who do develop some 
intellectua l change, late in the disease, we have not 
been able to a lter this pattern, although reassurance, 
explanation and support for the family members if 
very importan t in appropria tely coping with and 
managing the pa tient. 

ADVICE 

MS patients require long term support, advice and 
encouragement, and need to know they have a medical 
advisor who will be available when problems arise. 
They come to know and understand the limitations 
of our current therapies but need the support of an 
understanding physician who can manage problems 
or help obtain the assistance of a consultan t neurol
ogist if this is deemed necessary. Many feel abandoned 
by the medical profession as patients often say " my 
doctor tells me he doesn ' t know such about MS" . What 
they want is onl y the feeling that the physician is 
interes ted in them and their problem and will help 
and learn and suffer along with them. 

PHYSIOTHERAPY 

Most patients do not require physiotherapy but those 
who have spas ticity, ataxia, gait difficulty and other 
disability should be assessed to see if a course of therapy 
would be helpful. 

Continued on page 17. 
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Treatment of Depression in Parkinson's Disease 
Douglas Maynes,* B.Sc. , M.D., F.R.C. P. (C) and 
Pa trick Flynn,** M.D. , F.R.C.P. (C), F.;\.C. P. , 

Halifax, N.S . 

Here, where men sit and hear each other groan, 
Where palsy shakes a few sad last gray hairs, 

· Where but to think is to be full of sorrow, 
And leaden-eyed despairs . 

Ode to a Nightingale 

by John Keats 

Depression is a common symptom in pa tients with 
P.D. (Parkinson's Disease). James Parkinson described 
the disease tha t bears his name in his paper, An Essay 
on the Shaking Palsy, published in 181 7. Although 
he wrote that the "senses and intellect were uninjured" , 
he described the pa tients as " unhappy sufferers", 
"dejected", and feeling " melancholy" and no ted their 
"wish for the release of death" . It remained unclear 
for a lmost a century as to what extent mental and 
emotional disturbances were involved in this neuro
logic disease. French psychia trists, writing a t the end 
of the 19th century, first began to recognize and 
emphas ize tha t the menta l symptoms, including 
depression, of " paralys is agitans" were significan t. 

There has been considerable deba te among authors 
as to whether the depression seen in P.D. is a reactive, 
secondary phenomenon or whether it is truly an 
inherent part of the disease itself. Many of the early 
inves tigations failed to use precise clinical criteria and 
as a result, the frequency, etiology and characteristics 
of depression in P.D. are still not well understood. 

CLINICAL CONSIDERATIONS 

There has been wide variability in the reported 
frequency of depressive symptoms in parkinsonian 
pa tients. (T able I). 

Warburton eva lua ted 140 pa tients referred for 
tha lamotom y and found depression in 56% of the male 
pa rkin sonia n p a tients and 71 % of th e fema les 
compared with 23% in the male controls and onl y 47% 
in the female controls.\0In another study, Celesia and 
Wanama ker found the prevalence of depressive 
sy mptom s a t 37% with a hi gher preva lence of 
depression in female pa tients. These authors found 
a lack of rela tionship between depressive symptoms 
and the durati on and severity of the parkinsonian 
illness. 4 

•S taff Psychia trist, Nova Scotia Hospita l, Da rtmou th, N.S. Lecturer, 
Department of Psychia try, Da lhous ie Med ica l School, Ha li fax, N.S. 

.. Professor, Department of Psychia try, Da lhousie Medi ca l School. 
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TABLE! 

DEPRESSIVE SYMPTOMS IN P.D.' 

No. of % 
Investigator Patients Depressed Controls 

\Varbunon 140 60 Med ica l, surgica l, 
gy necolog ical 
d isorders 

Mindham 89 90 Psychia tric 
in -patients 

Celes ia a nd IS3 37 None 
Wanamaker 

Brow n and 
Wi lson Ill 52 None 

H orn 24 ?· " Normals" 
Para plegics 

Robins 45 ?· "Normals" hemiple-
gics spina l cord 
disorders, onho-
pedic problems 

Lieberma n el al. 3S2 30 None 

Mayeux el al. 55 47 Spouses 

*No fi gures repon ed. 

Robins matched 45 patients with parkinsoni sm with 
45 chronica lly di sab led contro l pa tients with a 
significantly more severe grade of phys ical handicap. 
It was found, using the Hamilton Rating Scale, tha t 
those with P.D. were very signifi cantl y more depressed 
than the control group. It was concluded tha t pa tients 
with P.D. suffer a degree of depression whi ch cannot 
be solely a reaction to the stress of the physical 
disability.1 T his study confirms the findings of other 
studi es which question the long-held assumption that 
the depressed mood in P.D. is " reactive" to the physical 
limita tions imposed by the disease. 

Mayeux evalua ted 55 Parkinsonian patients without 
dementia and 31 of their spouses. H e found depression 
in 47% of the form er group and 12% of the Iauer. He 
co ncluded tha t th e depress ion in P.p. may be 
accompa nied by mild intellectual impairment and 
inauention which is independent of the severity of 
the ill ness.2 It is unclear at present whether or not 
neurotransmitter abnormali ties p lay a significant rol e 
in depress ion in P.D. Current speculation is that 
degenera ti ve changes in the brainstem and hypotha
lamus with resultant loss of central monoamines 
produces or predisposes an individual to depression 
in this disorder. 
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Neuropsychiatric complications, especia lly depres
sion, are im portant limiting factors in using mosta nti
park insonian drugs in elderly and demented pauents. 
Levodopa therapy, for instance, can cause syndromes 
that include depress io n , m a ni a, viv id drea m s, 
delirium, hypersex uality and, at times, frank psycho
sis.2S 32 Often reduction of levodopa is necessary for 
treatment. Bro mocriptine, a dopamine agonist, has 
been noted to ca use visual hallucinations, confusion , 
parano id delu sions and mania. 2s 3° 

It is often difficult to differentiate clearly depression 
fro m P.D. , in the same pa tient, as the two conditions 
have some signs and symptoms that are similar. These 
inc! ude anergia, motor retardation , blank facies, socia l 
wi thdrawa l and au tonomic dysfunction. The clinical 
charac teri stics o f depress ion in P.D. include the 
fo llowing: the affec tive change is of mild to modera te 
intensity, with suicide uncommon; the depression is 
inconsistently related to the severity of disease, age, 
or sex of the patient; the mood change develops just 
after the onset o f P.D. in 15 to 25% of pa tients; 
associa ted intellectual changes including inattention, 
impairment in memory or dyscalculia may be present.3 

MANAGEMENT OF DEPRESSION 

The antidepressants which have been in regu lar and 
successful use in psychiatry for over 25 years, are the 
specific therapy for the depression in P.D. However, 
specific therapy must be accompanied by genera l 
measures to keep the patient active for as long as 
poss ibl e; e.g., physiotherapy or the use of simpl e 
mecha nica l a ids. Psychosocial aspects often need 
a ttention, especia ll y since the degree of physica l 
disability may be considerabl y worsened by the stress 
o f concurrent depress ion. 26 These pa tients o ften 
require a great deal of encouragement and support 
from ph ys icians and famil y members. Individual 
psychotherapy may be required on occasion for certain 
patients. 

TRICYCLIC ANTIDEPRESSANTS 

T ricycl ic antidepressants, still the most commonly 
used famil y of ant idepressants, have been found useful 
in the trea tment of depressio n in P .D. Placebo
controll ed trials of imipramine, des ipramine, and 
nortriptyline report tha t bradykinesia and rigidity, as 
well as depressio n, im prove with imipram ine and 
des ipra mine whereas on ly depression is re lieved with 
nortriptyline.s Pri or to the L-DOPA era, a number 
of studies of tricyclic antidepressants g iven to patients 
with P.D. reported a positive effect on the neurological 
signs as we ll as depression in both contro lled and non
contro ll ed studi es. The effects were especia ll y noted 
in akines ia a nd rigidity whereas tremor had a tendency 
to worsen.s It has been demonstra ted tha t levodopa 
a nd tricycli c antidespressa nts can be used effecti ve ly 
together. 3 
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NEWER ANTIDEPRESSANTS 

Bupropion (Wellbutrin-Burroughs Wellcome) is a 
" new generation " antidepressant that is pharmacolog
ically and biochemically distinct from the tricyclic and 
momoamine oxidase inhibiting antidepressants. It IS 

available in Europe and the United States but not yet 
availab le for prescription in Canada. It is a member 
of a new antidepressant class, the chloropropiophe
nones , and possesses weak dopamine reupta ke 
blocking effects. Bupropion is distinguished from the 
tricyclics by its relative lack of cardiotoxic and 
anti cholinergic effects and it has been found especially 
useful in geriatric pa tients and in patients with 
concomitant medical illness including P.D. 29 

Trazodone (Desyrel®), a second " new generation " 
antidepressant, differs from other antidepressants in 
its structura l, biochemica l, pharmacological and 
tox icological profil e. It is a triazolopyridine deriva tive 
and has some important and unusual effects on 
serotonin kinetics. At low doses, it acts as a serotonin 
antagonist. At the higher doses used for depressions, 
it acts as a serotonin agonist. The latter effect IS 

probabl y due to its ability to selectively inhibit 
serotonin reuptake.15 In controlled trials with other 
antidepressants, trazodone caused little or no seda tion, 
produced infrequent anticho linergic side effects, a nd 
evoked few adverse cardiovascular effec ts.15 Smce 
trazodo ne has antidepressant effects in man and 
documented anti-tremor effec ts in a nimals, some 
clinicians have given it to depressed and non-depressed 
parkinsonian patients and to pa tients with L-DOPA 
dyskinesia and tardive dyskinesia. The reports indicate 
tha t trazodone has a good antidepressant effect but 
also has a " moderate therapeutic action " (reduction 
in amplitude of tremor and/ or dyskinesia of about 
50%) within a short period of time (an average of 3 
days) on parkinsonian tremor. 15 Because of its low 
a nti cho linerg ic ac tivi ty a nd specifi c antitremor 
activity, trazodone has been recommended as being 
most useful in the trea tment of depressed parkinsonian 
patients.10 

MONOAMINE OXIDASE INHIBITORS 

Prior to the ava il ability of L-DOPA, Tranylcyprom
ine (Parnate) was used in the treatment of P.D.31 It 
was found to improve rigidity and tremor as well as 
depress ion. U nfor tunate ly, M.A.O. inhibitors are 
dangerous when used in conjunction with L-DOPA. 
However, mo re recentl y, a new selective MAO 
inhibitor, Deprenyl, has been developed. This drug 
select ive ly inhibits the beta type of monoamine ox idase 
and has li ttle effect on the alpha type. Accordingly 
it may be compa tible with foods conta ining tyramine 
including cheese and with drugs like Levodopal7 

Studies describing the successful use of Deprenyl 
and L-DOPA together have been reported. 16 ·17 In one 
stud y, the addition of L-deprenyl to L-DOPA taken 
as a sin g le ora l dose res ulted in a stat is tica ll y 
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signifi cant reduction in patiems' functional disab ility 
on average within 60 minutes and las ting for one to 
three days. 16 No doubt in the future, deprenyl will 
have a more significam role to play in the treatment 
of depression in P.D. 

OTHER BIOLOGICAL TREATMENTS 

Lithium carbonate has been used in B.D. ·in the 
treatment of the "on-off" syndrome. This is a severe 
movement disorder characterized by alternating states 
of akines ia and choreoa thetoid dys kines ia. The 
syndrome occurs in II to 50% of patients with P.D. 
who have received L-DOPA therapy for more than 
2 years and it is thought to represem the progression 
of the underlying disease complicated by an acq uired 
a ltera tion in responsiveness to th e drug. T he 
pathophysiology of the "on-off" phenomenon is not 
known, although several mechan isms have been 
proposed including the fluctuation in the relative 
sensitivity of straital dopamine receptors.23 Although 
lithium may have some value in treating certain side 
effects of L-DOPA, uncontrolled clinical reports show 
uncertain res ults in preventing or attenuating L
DOPA induced psychotic, manic or dyskinetic 
behavior. 2s 

Lithium is an effective amidepressam in a small 
number of selected patients. It has been found useful 
in trea ting the depressive phase of some bi-polar 
affective disorders as well as a subgroup of acutely 
depressed unipolar patiems.25 Thus lithium may be 
useful in certain depressed P.D. patients who have 
movement disorders secondary to L-DOPA treatment. 
At the present time, however, it is not considered a 
drug of first choice. 

E.C.T. has been used effectively for many years in 
th e trea tm en t of affective disorders in P.D. 2o. 22 
Although the number of patients treated has been 
small , it was found that not only did the symptoms 
of depression clear up after a short course of treatment 
but also the parkinsonian features showed improve
ment. It was advocated by Lebensohn that this may 
be related to E.C.T.-induced changes in dopamine and 
norepinephrine metabolism. 22 In addition, E.C.T. has 
been used in the trea tmem of the "on-off" syndrome 
with mixed resul ts. 18 • 19 Some patients showed an 
improvement which lasted for several months after 
treatment. E.C.T. is not comraindicated in patients 
with P.D. and may be used safely and effectively in 
those patients with marked depressive delusions or 
suicida l ideat ion who do not respond to 
pharmacotherapy. 

Methylphenidate has been used successfull y in the 
treatment of depressed geriatric patients who were 
unable to tolera te tricyclic anti-depressants.6 In a 
placebo-controlled, non-blind study, methylphenidate 
was significantl y superior to the placebo in the 
trea tment of 54 elderl y patients suffering from 

THE NOVA SCOTIA MEDICAL BULLETIN 16 

depression 7 Two studies have shown methylephen
idate to be effective in treating secondary depression 
in patiems in whom the affective signs and symptoms 
were superimposed upon an underl ying dementia8 •9 

In P.D. depression and dementia may occur together 
and methylphenidate may have a limited usefulness 
especiall y for certa in elderly patients with mild 
depression. 

SUMMARY 

Depression is very common in patients with P.D. 
with reported frequencies varying from 30-90%. The 
depression is usuall y mild to moderate in intensity 
and is inconsistentl y related to the severity of P.D. , 
the age or the sex of the patient. Often there are 
associated intellectual changes with inattention and 
memory impairment. The depression may precede or 
develop just after the onset of P.D. in 15-25% of 
patients. 

In the managemem of depression in this disease, 
general measures such as supportive therapy and relief 
of psychosocial stressors are important. Additional 
meas ures to maintain the patient's mobility such as 
physiotherapy and mechanical aids are also necessary 
when relevant. Individual psychotherapy may also be 
indicated. 

The new antidepressant trazodone as well as the 
tri cyclic antidepressants es pecially imipram ine, 
desipramine and nortiptyline are considered most 
useful in trea tin g depressed patients with P.D. 
Methylphenidate has been used in selected patients 
with milder depress ion. 

Bupropion and especiall y the new MAO-B inhibitor, 
deprenyl , are recomm ended for use in countries where 
they are available. 

Lithium and E.C.T. have both been used in P.D. 
but their effec ti veness in trea tment needs to be 
confirmed by furth er investiga tion. 

Finally, progress in the treatment of depression in 
P.D. reli es upon further understanding of the nature 
of depression particularly from the psychobiological 
poinl of view. 0 
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THERAPY IN MULTIPLE SCHLEROSIS: 
A BRIEF OVERVIEW. 
Continued from page 13. 

OCCUPATIONAL THERAPY 

The patient with disability will often benefit from 
assessment, advice and treatment by an occupational 
therapist and we have found this an important but 
often neglected aspect of the management of MS 
patients. 

CONCLUSION 

MS is demyelinating central nervous system disease 
with a variab le pattern and variable course. Although 
there is an exciting atmosphers of discovery in MS 
research, only limited advances have been accepted for 
widespread use in the trea tment of patients. This brief 
review outlines the approaches to treatment used in 
the Dalhousie MS Research Unit. Some may say we 
are conservative, and we would agree. We use only 
therapies that are accepted, or that we are studying 
because they look promising. We cannot assess, nor 
do we think it is kind to administer, every new theapy 
that arises in MS as we hear dozens of these each year. 

We do feel optimistic about the research into new 
treatments in MS but recognize the limitations of the 
current ones and look forward to more helpful 
advances and new ideas in the next few years. D 

" What is above all needed is to let the meaning 
choose the word , and not the other way 
round. the worst thing that one can do is 
to surrender to them. " 

Politics and the English Language 
George Orwell (Eric Blair) (1903-1950) 
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Non-Invasive Vascular Laboratory 
Who Needs It? 

J.A. Sullivan,* M.D., F.R.C.S.(C) and 
Stewart Francis,** B.Sc. , 

Halifax, N.S. 

There have been many advances over the past ten 
years in the field of Non-Invasive Vascular Diagnosis. 
Many family physicians, however, remain confused 
as to what investigations, if any, are necessary in the 
routine care of vascular disease. There are several 
diagnostic tests available, some of which are very 
expensive and elaborate, others which are very simple 
and easily applied. Non-invasive investigations are not 
a substitute for arteriography nor are they a substitute 
for a good clinical history and physical. 

INTRODUCTION 

Over the past I 0 years great advances have been made 
in the "Non-Invasive" diagnosis of vascu lar disease. 
This applies to not only peripheral vascular disease 
but also carotid disease, arterial disease of the upper 
extremeties, and also venous disease in both the upper 
and lower ex tremeties. This has led to a plethora of 
gadgetry on the market which often has led to 
confusion and indeed disinterest on the part of 
practitioners in trying to apply these modalities in 
the day to day management of their patients. The non
invasive vascu lar laboratory should now be an integral 
part of the investigation and management of patients 
with vascular disease. It has, like any other method 
of investigation and treatment, its limitations and its 
obvious strengths. It can be invaluable to the 
practitioner in both arriving at a correct diagnosis and 
in the ongoing follow-up of vascular disease. The 
following is presented in an attempt to clarify the place 
of the modern day vascular lab in the day to day 
management of patients. 

EQUIPMENT 

The vascular laboratory can be as simple as a normal 
blood pressure cuff and a small portable office doppler 
or as ·complicated as the most sophisticated micro 
processor for computerized interpretation of a myriad 
of vascular signals. The former is cheap, uncompli
ca ted and very easily applied to a busy office practice, 
the latter is more suitably left to investigational labs. 
The average clinical non-invasive vascular laboratory 

"Assis tant Professor of Surgery, Dalhousie University and Director, 
Non-Invasive Vascu lar Laboratory, Victoria Genera l Hospital. 
Telephone (902) 428-3792 
.. Chief Technican, Non-Invasive Vascular Laboratory, Victoria 
General Hospital, Halifax, N.S. 
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should, of course, be somewhere in between the two 
extremes. It should provide the referring physician 
with the capability of performing, on a routine basis, 
non-invasive vascular study of a tle,ast three disorders: 

a) peripheral vascu lar disease of both upper and 
lower extremeties; 

b) cartoid and vertebrobasilar disease; and 

c) venous thrombosis and venous disease of both 
the upper and lower extremeties. 

PERIPHERAL VASCULAR DISEASE 

Atherosclerosis involving the lower limb is a 
common problem and is frequently seen and has to 
be dealt with in clinical practice. The elderly patient 
who presents with a 10-year history of claudication 
which has now progressed to rest pain, night pain 
and peripheral gangrene with no palpable pu lses does 
not present a diagnostic dilemma. Not all cases of 
peripheral vascular disease, however, are so straight 
forward. Here in lies one of the rea l benefits of non
invasive diagnosis i.e. the patient who presents with 
leg or calf pain which is atypical and which may 
represent anything from osteoarthritic disease of the 
hip or knee to simple varicose veins or chronic venous 
insufficiency. This patient may or may not be felt to 
have normal peripheral pulses and indeed what one 
physician feels is a 2+ pulse another may feel is a 4+ 
and the diagnosis becomes very subjective. The 
vascular laboratory in this context can not only aid 
in the diagnosis or exclusion of arterial disease but 
it can actual ly assess the degree of involvement and 
provide the physician with an objective measurement 
of the patient's disability and thus allow him to plan 
further follow-up and management. 

Another case in point is the elderly patient who 
presents with a history of low back pain and is known 
to have lumbar disc disease and coexisting peripheral 
vascular disease. These patients, with time, may 
develop in creasing symptoms which one finds difficult 
to sort out as to their musculoskeletal verses peripheral 
vascular components. The non-invasive laboratory 
again, in this context, will provide objective data as 
to the degree of vascular involvement and allow one 
to fo llow this over time and thus more clearly delineate 
exactly which symptoms represent which disease 
process. 
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METHODS 

T he standard tes ts in investigation of patients with 
periphera l arteria l disease have recently been discussed 
in this Bulletin by Dr. Del Campo. These, in essence, 
are the measurement of segmental blood pressures 
combined wi th the pulse volume recordings in the 
standard vascular lab setting. The segmental blood 
pressures are simply done by appl ying a blood pressure 
cuff to the thigh above knee, below knee and ankle 
regions. The cuffs are inflated to occlude arteria l 
pressure and the doppler probe is placed at the ankle 
while the cuff is deflated and one arrives at a pressure 
reading a t the various levels when the cuffs are deflated 
(Fig. I ). Gradients greater than 30 mm of mercury are 
considered as indicative of arterial stenosis. 

Figure I. 

In some patients such as diabetics where vessels may 
be heavi ly calcified segmental blood pressures. may be 
fa lsely high and misleading. It is in these patients 
where pulse volume recordings may add to diagnostic 
accuracy. T he pulse volume recording is simply done 
by inflating the pressure cuff to above venous occlusion 
pressure. The cuff is then attached to some kind of 
pressure transducer and the actual displacement of the 
cuff wi th each arterial cycle is transmitted into the 
pressure transducer and, depending on the way it is 
processed, can be traced on a strip chart or an 
oscilloscope. The tracing could be interpreted as being 
in keeping wi th mild, moderate or severe stenosis (Fig. 
2). Patients with normal values a t res t are exercised 
on the treadmill a t a fi xed incline and rate until 
symptoms occur. or to some other specified end point. 
T he above parameters are repeated and again gradients 
are looked for. An kle brachial indicies are calculated 
with < 1.0 indicating mild disease and, of course, 
less than .5 indica ting severe peripheral arterial disease. 

CAROTID OCCLUSIVE DISEASE 

Class ica l T IA's or frank strokes with hemispheric 
dis tribution are generally not difficult diagnostic or 
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therapeutic problems. The prac titioner, however, is 
frequently faced in his practice with a patient whose 
symptom complex is not clear cut but he finds himself 
reluctant to subj ect such patients to the morbidity of 
invasive angiographic inves tiga tion. Non-invasive 
investigation, via carotid doppler studies, can provide 
the physician with valuable data in either excluding 
significant carotid disease or in pursuing more invasive 
diagnostic modalities . Again, many methods of 
investigation have been studied and are available but 
essentially the most reproducable and most easily 
applied is carotid spectral analysis. 

Mild stenosis Moderate Severe stenosis 
stenos is or occlusion 

Figure 2. 

Carotid spectral analys is again very simply involves 
a different method of interpreting a doppler signal. 
A small doppler probe is placed over the carotid vessels 
in the neck. Th is signal is fed into a micro-processor 
and the velocity pattern of flow in the vessel is 
displayed on an osci ll oscope. Stenoses bas icall y 
produces two phenomena: one being an increased 
velocity in the vessel and the other being turbulance 
which can be measured in different degrees of intensity 
on the oscilloscope, this phenomenon being referred 
to as "spectral broadening" . A classical pattern of 
normal and severe internal carotid stenosis is shown 
in (Fig. 3). T his method of investiga tion should 
provide the physician with greater than 95% accuracy 
in the diagnosis of significant carotid stenosis. That 
is carotid stenosis representing grea ter than 60% 
diameter reduction in the vessel lumen. It should not 
be expected to diagnose non-critical disease nor rule 
out ulcerated plaque as a source of emboli. These, 
however, are not accurately diagnosed even by present 
invasive methodology and the decision to proceed with 
surgical intervention in the face of less than significant 
stenosis is based more on the patient's clinical course. 

Other investigations such as ocular pneumoplethys
mography are widely used in some labs. This provides 
accurate da ta with regards to decreased pressure in the 
distal internal carotid artery but must be combined 
with some other non-invasive investigation such as 
spectral analysis in order to localize the disease for 
surgical management. Newer equipment such as 
duplex scanning, which combines ultrasound visual
iza tion of the vessel combined with doppler signal , 
is being used but to date its reproducability has not 
been as 'universal or as simple as continuous wave 
doppler study. None of the above modalities should 
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DOPPLER SPECTRA 

Normal Internal Carotid Artery Spectrum displays clearl y-defined 
envelope with no spectra l broadening in systo le. T here is no 
elevation of pea k frequency and mode frequency is within norma l 
li mits. 

Figure 3. 

be considered as substitutes for good angiographic 
studies. These are ancillary inves tiga tional methods 
which should be used in arriving a t the correct 
diagnosis and aiding the foll ow-up of patients with 
extracranial vascul ar disease. Patients considered for 
surgica l correction of the disease still require four 
vessel complete angiography prior to any surgical 
intervention. 

VENOUS DISEASE 

Superficial varicose veins are, of course, seen quite 
commonl y in clinical practice and do not represent 
a diagnostic problem. One is frequently faced with 
patients with symptoms and findings, especiall y in 
the lower extremeties, which often lead to confusion 
and uncertainty in the diagnosis of acute deep venous 
thrombosis. The gold standard for diagnosis of 
thrombi in the lower extremeties continues to be 
venography. It, however, does carry the ri sk of 
morbidity, including venous thrombosis as well as the 
remo te poss ibility o f fata lity from anaphlac tic 
reactions. 

Non-invasive techniques have been developed in the 
study of venous disease. Several techniques involving 
outflow plethysmography and complicated techniques 
of fillin g times have been devised. The simpl es t and 
most mobile form of non-invas ive venous study, 
however, remains the doppler study. This involves the 
placing of a doppler probe over several venous sites 
in the ex tremity and the audible interpreta tion of the 
venous signal. Once the technician has been trained 
in the interpreta tion of the normal and abnormal 
venous signals one should be able to accurately 
diagnose the presence of venous thrombosis in the 
thigh and above with an accuracy well over 90%. 
Accuracy using this technique for diagnosing venous 
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Abnormal Internal Carotid Artery Spectra displays poorl y defined 
envelope wi th severe spectra l broaden ing. T here is as extreme ly 
eleva ted peak frequency with decreased mode frequency. A bru it 
is clearly seen through diasto le. 

thrombosis below the knee, however, fall s to the region 
of 80 to 85%. T he entire examina tion can be done by 
a trained technician in a maximum of about 10 minutes 
and it can be done a t the bedside or in the recovery 
room and requires no equipment o ther than a pocket 
doppler stethescope. It is a lso an excellent tool in the 
di agnosis of venou s insufficiency and va lvul ar 
incompetence. 

SUMMARY 

T he non-invas ive vascul ar laboratory is not a 
substitute for a good history and phys ical examination 
nor is it to replace conventional angiography when 
indica ted. Patients who have indica tions for surgery 
still must undergo arteriography in order to define 
their anatomy. Not every pa tien t, however, with 
symptoms requires arteriography. T he indica tions for 
surgery especiall y with periphera l vascular disease st ill 
remain rela tive in patients with claudication. T he 
patient with stable claudication does not require 
invasive arteriography unless surgical correc ti on is 
being considered. Indeed, some may argue that these 
patients do not need non-invasive studies either. 

T he non-invas ive studies, however, provide an 
obj ective ya rdstick in the assessment of these patients 
on a continuing bas is although the patient' s symp
tomotology may be getting worse it does not necessar il y 
follow that hi s vascu lar disease is. The non-invas ive 
objective parameter as described above ca l'l provide the 
phys ician with the necessary information to sort out 
this problem. Arteriography, on the o ther hand, 
provides only an anatomica l road map. A patient with 
a 70% stenosis in the vessel now may have the identical 
70% stenosis a year from now but hemodynamically 
may be much improved because of colla teraliza tion. 
T his indeed, should be manifested in his non-invas ive 
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studies and not necessarily on his arteriography. The 
physician must then think of vascular disease as an 
ongoing dynamic process ra ther than an inanimate 
anatomical disease. 

O ther areas where the laboratory is of extreme value 
is in fo ll owing pa tients with vascular grafts, in 
diagnosing stenoses in these grafts before obvious 
complete occlusion occurs . It can also be used in the 
fo llow-up of caro tid endarterec tomies and in the 

fo llow-up response of the patient to trea tment for 
deep venous thrombosis. The Lab should provide the 
phys ician with objective hemodynamic data which is 
easil y reproducable with no morbidity or risk of 
mortality to the patient being studied. It should no t 
be considered as a substitute for good clinical history 
taking and examination nor should it be considered 
a substitu te for arteriography when indicated. D 

Your Time is My Time 
or 

Wait A While 
or 

Murderous Thoughts* 

T he remnants of a pimpl e, about 8" below my right 
armpit had become a small cys t. 

I made an appointment with a physician for a quick 
" look-see" so that he could book me for the removal 
of the cys t. His receptionist gave me a I :45 appoin tment 
and so to be sure, I a rri ved a t 1:25 to find the waiting 
room full. I have known this physician for over 20 
years, having first met him when I was on active staff 
at the Children 's Hospita l. My schedule was heavy 
fo r that afternoon, but " how long does it take for a 
q uick peek"? 

At 2:30 I became pretty res tless and to ld the 
receptionist I had run out of time. She said: "He will 
see you now." . In I went, complained about the long 
wait and time was ted - and he said : "Why didn ' t 
you tell me you were here?". 

I es timate that 80,000 of my neurones blas ted out 
of existence a t that moment. I said : 'Thank you!" 
and left. T ime: 3 minutes maximum.Time was ted -
over one hour! 

About a week later, my wife go t a call. 'Tell him 
to be a t the Dixon Centre, V. G. Hospital, a t 10:45 
next Monday morning." It took me 15 minutes of 
waiting for a parking spot, so we cannot count tha t. 
Let us start counting a t 10:26 when I checked in and 
was told to go to the waiting room with the green 
chairs - the place was loaded. 

I had told my secretary that I would be back a t II : 15 
or 11:30 as I was expecting some important call s. At 
12 o'clock, I went to a pay phone and called in to 
say that I would be de layed. I then spoke to the 
Phys ician 's nurse and told her that my appointment 

•The Author is a form er Ped iatric Dentist. 
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was for 10:45. " Oh - the Doctor has been behind 
schedule all morning - there are onl y 5 people ahead 
of you!" 

"Should I go home for a quick lunch and return?" 
(I live only a few minutes away from the hospital and 
could have been back by 12:30. ) "Oh no - it will 
be quite soon. " 

At 12:30, she called me into a small surgery room. 
" Please sign the consent form !" She disappeared, after 
saying: " He will fix the spot on your face soon.". 

At 12:45, in came Dr. Busy - " It's been a bad 
morning a t Black Rock! Ha, ha, hal" A quick shot 
of Xylocaine, reach for the Scalpel, I felt the sharp 
pa in - but was quite amenable to it as I was not 
prepared to wait any longer - a couple of sutures 
and a band-a id. "All done." "See you next Monday 
to remove the sutures." 

I am writing this to prevent a stroke or coronary 
- as I am still boiling. Is my time so "cheap" to 
him that the courtesy of a phone call before 10:00 a. m. 
by his recepionist that " he's way-behind schedule and 
please come at 12:00 or 12: 15" could not be made? 

I practised for 32 years and more than 95% of my 
patients did not have to wait more than 5 minutes. 
I remember hearing of a dentist who kept an executive 
waiting over an hour for his appointment and received 
a bill for $200 for the executive's time. 

Bu t tha t is not all. What about the to tal time of 
10 or 15 or more people - was ted - spoiled- shot! 
Too many medical offices tell all their patients to come 
at I :30 or 2:00 p .m. which is an absolute lack of concern 
and respect. 

T hat is all I have to say today. D 
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Non-Invasive Evaluation of Venous Diseases: 
Guidelines for Physicians 

Carlos Del Campo,* M.D., F.R.C._S.(C), 

Hal ifax, N.S. 

Deep vein thrombosis (DVT) may lead to p u.lmonary 
embolization and the disabling postphlebitic syn
drome. The diseases plus the more common but less 
disabling problem of varicose veins are as frequent, 
if not more than arterial disease. 

Clinica l diagnosis of DVT is accurate in only 50 
percent of the patients. In order to treat the disease 
and prevent complications the diagnosis must be 
es tablished. Venography is the basic test for this 
purpose but it cannot be considered ideal because it 
is expensive, produces discomfort and has a minor 
risk, occasionally inducing venous thrombosis or 
a llergic reactions. 

Over the past two decades, several noninvasive 
diagnostic techniques have been developed, and have 
become a standard diagnostic approach to the patient 
with venous disorders . These techniques evaluate 
accurately both acu te and chronic venous diseases 
reserving venography for more selected cases. T hey 
have a lso the advantage tha t they can be used for 
screening at follow-up interva ls , without risk or 
discomfort for the patient. 

DOPPLER ULTRASOUND 

A beam of ultrasound is emitted from a hand-held 
probe, and is reflected by the circul ating blood cell s; 
this refl ec tion is detected by a second crystal in the 
probe and then transformed into an audible signal 
or a recordable wavefo~m. Most superficial and deep 
veins of upper and lower ex tremities and neck are 
accessible for this examination. 

For evaluation of the leg's deep system, the probe 
is placed first a t the level of the femoral vein in the 
groin, and the side suspected to be normal should be 
examined first. The normal sound produced by blood 
flowing through a patent vein resembles a windstorm, 
but thi s sound will be absent in the presence of total 
ve nous obs tru ction. It must be remembered to 
maintain the patient in the supine position with the 
head o l the bed elevated, with both legs slightl y flexed 
at the hip and knees and eleva ted approximately 10°. 
The calves should be free of pressure to a llow the so leal 
plexuses to fill properly and to avoid false positive 
results. 

*Thoracic and Cardiovascu lar Su rgery, Halifax In fi rmary, Halifa x, 
N.S. 

Correspondence: C. Del Campo, M.D. , F.R .C.S. (C), Room 413, 
Gerard Ha ll , :,303 Morri s Street, Hali fax , N.S. , B3J 1B6. 
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The venous windstorm- like sound should be phasic 
with respiration and it ceases during a deep brea th 
or valsalva maneuver. Application of sudden pressure 
in the thi gh wi ll produce a gunshot- like sound, and 
squeezing of the calf muscles will do the same but 
with an easil y audible split second delay. When this 
response is miss ing a t one level or another, the location 
of the venous obstruction can be determined. To 
reafirm the diagnosis the probe is then placed at the 
origin of the posterior tibial vein, posterior to the 
media l malleolus. When the calf muscles are com
pressed the flow will stop and resume rapidly upon 
release. Continuous flow can be heard in veins or 
collaterals distal to venous obstruction. T hese tes ts are 
essential in every patient in which DVT is suspected. 
In experienced hands this tes t has a 98 percent accuracy 
when compared with yenography. 

Competence or incompetence of venous valves can 
be assessed by p lacing the probe at the occurrence of 
the perforating veins in the media l aspect of the leg, 
and ma nu a l compress ion will produce audible 
retrograde venous fl ow. A tourniquet can be applied 
to prevent reverse flo w in the superficia l veins, and 
compression proximal to it will make the reverse flow 
more obvious and wi ll differentiate from reflux from 
incompetent superficial veins. 

These techniques can a lso be applied to the much 
less common venous disease of the upper extremity 
or internal jugular ve in. 

STRAIN GAUGE PLETHYSMOGRAPHY (SPG) 

Two separate tests are of remarkable value in the 
assessmentof venou s incompetence of the lower 
extremity: I. Venous Outflow Plethysmography; and 
2. Venous Reflux Plethysmography. 

I. Venous Outflow Plethysmography 

Plethysmography is the recording of changes in 
volume in a given extremity with each heart beat or 
during occlusion of venous return. T he SPG trans
ducers (this is the method of choice in ol'lr laboratory) 
are placed around the calves, and pneumatic cuffs are 
infl ated in each thigh to occlude venous return. T he 
increase in a calf circumference is then recorded. After 
two minutes the cuffs are deflated. T he rate of decrease 
in calf volume is recorded on ca libra ted paper and 
measured. The results are reported in mm/ min/ 100 
grams of tissue. The incremental volume (capaci tance) 
is then plotted aga inst time in seconds. Venous 
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obstruction produces low values for volume increase 
and outfl ow. Extrem ities can be compared with one 
another. 

2. Venous Reflux Plethysmography 

The combination of SPG and a photoplethysmo
graph (PPG) provide the most accurate physiological 
dat.a for chronic venous insufficiency. The patient is 
tested in the siuing position, whil e contracting the 
ca lf muscles. Patients with incompetent veins fa il to 
re lieve the venous hypertension and therefore have an 
increased vo lume. 

The PPG records changes in skin blood content. 
The transducer is applied to the skin and the calf 
muscles exercised with and without a tourn iquet. The 
recorded curve shows the speed of the volume increase. 
This tes t differentiates normal patients from those with 
primary or secondary varicose veins. Placing the 
transducer over the perforating veins (PPG) will 
provide additional informa tion of reflux. 

SUMMARY 

Veno us di seases of the lower ex tremity are as 
common as arteria l disorders. They produce a variety 
of symptoms ranging from benign disorders like 
varicose veins to the disabling postphlebitic syndrome 
and even death (i.e., pulmonary embolus). Clinica l 
diagnosis has an incidence of 50 percent fa lse positive 
or fa lse negat ive results. Noninvasive vascu la r 

laboratory techniques are safe, inoccuous, relatively 
inexpensive and very accurate. These techniques not 
on ly provide objective information but also physio
logical da ta at res t and during exercise, screening and 
follow-up can be eas il y accomplished without risk to 
the patient. Venography can be avoided in a significant 
number of patients. Venography can be reserved for 
pati ents with suspected DVT but with inconclusive 
results, patients with suspected il eofemoral thrombo
sis, and for patients in which venous reconstruction 
for seque lae of postphl ebiti c sy ndrome 1s 
contemplated. D 

Extensive bibliography available from the author. 
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"INSURANCE- THAT'S ALL!" 

Neurodegenerative Disease and Previous Human 
Pituitary - Derived Growth Hormone Therapy 

Growth hormo ne (GH ) therapy was suspended in 
Canada in Apr il 1985 following the report of rapidly 
progress ive and fata l neurological disease in four 
young adults (three in USA and one in Grea t Britain 
aged 20-34 years) who had received human pituitary
derived GH during childhood. Creutzfeldt-Jakob 
disease (CJD). was confirmed a t a utopsy in three of 
these cases. Approximately 27 ,000 persons have 
received human growth hormone around the world 
over the past 20 years. In the general popu lation, CJD 
occurs with a frequency of approximately one per 
million persons per yea r. The frequency of CJD in 
the GH defi cient patient is unknown. It is es tablished 
that CJD rarely occurs in persons less than 30 years 
of age. Thus the circumstantial evidence raises a 
ques tion whether CJD in these four patients may have 
been rela ted to previous GH therapy. Large-sca le 
epidemiological studies are now underway in many 
countries to monitor this potential public hea lth 
problem. 
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There has been no unexplained death or rapidly 
progressive neurodegenera tive disease observed in 
Canada in persons trea ted with GH. Approximately 
800 GH deficient patients have received GH in Canada 
since 1965 under the aegis of the Medical Research 
Council of Canada (MRC). A followup programme 
with a centra l registry in Winnipeg, has been 
es tablished for these patients. In order that this registry 
be as complete as possible, a ll physicians in Canada 
who are involved in the care of these patients should 
ensure that the patients or families have contacted the 
original physician (or replacement) who distributed 
the GH. Any ques tions regarding this programme or 
report of a dea th of a person known to have received 
GH should be directed to : 

Dr. H .G. Friesen/ Dr. H. Dean 
Department of Phys iology 
Faculty of Medicine, Univers ity of Manitoba 
770 Bannatyne Ave., Winnipeg, MB, R3E OW3 
T elephone: (204 ) 786-3696 D 
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Gestational Trophoblastic Disease Registry 

1983 ANNUAL REPORT 

R. C. Fraser,* M.D., F.R.C.S.(C), I. Zayrid,** M.D. , F.R.C.P.(C), 
M. L. Givner,*** M.S.c. , Ph.D. , B. Pierce,t R. N., 

Halifax, N.S. 

This is the fourth annual report from the Nova 
Scotia Ges tational Trophoblastic Disease Registry and 
Surveillance Clinic. 

This year 45 new patients were registered. Thirty
five were diagnosed initially as "benign" hydatidiform 
molar pregnancies, three as choriocarcinoma, and 
seven as hydatidiform degeneration or "ques tionable 
mole". 

Seven of the thirty-five patients originally diagnosed 
as " benign" molar pregnancies subsequently deve
loped either N.M.G.T.D. (5) or M.G.T.D. (2). Of the 
three with choriocarcinoma, two had non-metastatic 
disease and the third metas tatic disease a t the time 
of registra tion. 

TABLE I 

THE EXPERIENCE OF THE REGISTRY IN 1983 

Total number of patients registered 

Benign Hydatidiform Mole 
N. M.G.T.D. 
M.G.T.D. 
Choriocarcinoma 
Questionable Mole 

TOTAL 

28 
5 
2 
3 
7 

45 

The seven patients in the ca tegory of "questionable 
mole" were found to have HCG titres which returned 
to normal within 10 weeks or less. A total of 18 patients 
have been monitored since the study regarding the 
"questionable mole" began in 1981. All have had 
uneventful follow-up. T his study continues and your 
support is appreciated. 

DIAGNOSIS: HYDATIDIFORM MOLE 

Twenty-three u ltrasounds were performed on 35 
patients. Thirteen were positive, or a t least suggestive 
of hydatidiform mole (3) . The diagnosis was later 
confirmed histologically. 

Nova Scotia Gesta tional Trophoblas tic Di sease Registry, Depart
ment or Obstetrics and Gynaecology, Da lhousie Un iversity, Ha lifax, 
Nova Scotia, Director, Di vision Gynaecology Oncology, .. Profes
sor of Pathology, Department of Pathology, D.J. MacKenzie 
Di agnos ti c Cen ter, ... Di rec tor, Divi sion o f Endocrinology 
Department of Clini ca l Chemistryt Co-ordinator GTD Registry. 

The Nova Scotia Registry is located on the 5th noor, Ambu latory 
Care Center, 5820 University Avenue, Ha lifax, Nova Scotia, 
B3H I V7. 
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GLOSSARY: 
M.G.T.D. - Me tasta ti c ges ta ti ona l trophoblastic 
disease 
N.M.G.T.D. - Non metasta tic gesta tional trophob
lastic di sease 
HCG- Human chorionic gonadotropin.(serum ) Beta 
sub unit assay) 

T en patients, whose ultrasounds were reported as 
negative for hyda tidiform mole, were subsequentl y 
found to have had a molar pregnancy. 

Over the pas t several years a fal se negative rate of 
approximately 14% as been observed. As is sugges ted 
by the above, the 1983 false negative rate is over 40%. 
This may or may not refl ect differences is the use of 
this diagnostic tool and the resulting interpreta tions. 

TABLE II 

The geographical breakdown of patients registered 

Nova Scotia 20 
New Brunsw ick 13 
Prince Edward Island 3 
Newfoundl and 9 

T OTAL 45 

With the exception of the 13 patients diagnosed by 
positive ultrasound, the remaining 22 patients were 
diagnosed by: 

-tissue examination at laparotomy 

-tissue examination of products of 
conception at complete spontaneous abortion 2 

or 

At D&Cs performed for the following: 

-incomplete abortion 

- missed abortion 

- spontaneous abortion 

"BENIGN" MOLE SEQUELAE 

II 

7 

Seven pa tients (20%) developed non-metastatic or 
metastatic disease and required adjunctive chemother
apy to completely irradicate their disease. The five 
patients with non-metas ta tic disease were successfull y 
trea ted with I to 4 courses of single agent chemother-
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apy. Two patients with metas tatic disease (both to 
lung) required 3 and 4 courses of therapy with single 
agen t chemotherapy (methotrexa te with leucovorin 
rescue alternately with actinomycin D). All seven 
pa tients remain in remission. 

CHORIOCARCINOMA 

Three patients with ges ta tional trophoblas tic disease 
were confirmed, at the time of diagnosis, to have 
choriocarcinoma. One patient who was diagnosed and 
treated out of province (choriocarcinoma post normal 
pregnancy) is presentl y in her third year of follow
up. She remains in remission. The remaining two 
patients with choriocarcinoma are presented in the 
fo llowing case studies. 

CASE STUDY #I - N.M.G.T.D. 

This patient presented with PV bleeding thought 
to be D. U. B. and a D&C was performed. The findings 
were normal endometrium. Approximately two weeks 
la ter she presented again with excess ive uterine 
bleeding for which a hys terectomy was performed. 
Pa thologica l analys is of the surgical specimen revealed 
abnormal ti ssue felt to be compatible with choriocar
cinoma. (Three weeks prior to the original D&C the 
patient had had a positive pregnancy test. Three days 
before the D&C it had been " negative"). 

Inves tiga tions done in hospita l included a CAT scan 
of the abdomen and pelvis which showed no evidence 
of metastases to liver or spleen; a chest x-ray which 
was normal; and routine blood work which was also 
within normal limits. 

The patient subsequently received three courses of 
single agent chemotherapy. As the patient had a severe 
reaction to methotrexate, actinomycin D was used for 
her second and third treatments. She is in her second 
year of follow-up and remains in remission. 

CASE STUDY #2- M.G.T.D. 

This 37 yea r old femal e was referred to the 
Ges ta tional Trophob las ti c Disease Registry following 
diagnosis of a medias tinal mass compatible with a 
media stin a l teratoma. Thoracotomy perform ed 
revealed choriocarcinoma without other germ layers 
being present. Most recent pregnancy (seven years 
previously) had resulted in a missed abortion. The 
patient has one 12 year old child. 

Immediate pas t history included investiga tion of 
possib le ectopic pregnancy with EUA, laparoscopy, 
and D&C. At this time there was no evidence of any 
pregnancy or of pelvic pathology. However, her Beta 
Subunit HCG titre was elevated and a ches t x-ray 
revealed the mediastinal mass. 

Following surgery this pa tient subsequently received 
four courses of combined chemotherapy (methotrexa te, 
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actinomycin D, and cytoxin) to which she responded 
well. She is in her second year of fol low-up and remains 
in remission. 

TABLE Ill 

TOTAL EXPERIENCE 

1965-1970 1971-1975 1976-1980 1981-83 

Nova Scotia 
New Brunswick 
Prince Edward 
Isla nd 

Newfou ndla nd 
StPierre 

Beni gn 
NMCTD 
MCTD 

TOTAL 

13(4) 27(8) 
8(6) 

108( 13) 
31( 2) 

4( 0) 
IS( 4) 

l( 0) 

47(11 ) 
27( 6) 

8( 0) 
30( S) 

260 
42 
17 

319 

As noted above a total of 59 patients required 
adjunctive chemoth era py for non-m etas ta tic or 
metas tat ic ges tational trophobl as tic disease. Fifty-six 
patients were trea ted successfull y. Three patients with 
choriocarcinoma died of advanced disease unrespon
sive to treatment, or of complications related to the 
disease. All three were diagnosed following a normal 
pregnancy. 

This year an attempt was made to contact these 
surviving 56 patients regarding their fertility status 
following chemotherapy. Forty-four pa tients were 
successfu ll y contac ted. Twelve were lost to follow-up. 
The findin gs appear in Table IV. 

TABLE IV 

Num ber o f pat ients wi Lh subsequent normal pregnancies 12 
Currentl y pregnant S 
Current ly in foll ow-up (not ye t pregnant) 9 
1-l ys ts o n T.L. unrela ted to CTD IS 
1-l ys t dueto drug res istant chorio I 
1-l yst - Dx of Chorio made a t time o f surgery 2 

TOTAL ~ 

These findings sugges t the continued fertility of 
women who have had non-metas ta tic or metastatic 
ges tational trophoblas tic disease (requiring adjunctive 
chemotherapy) and are in keeping with the findings 
of other centers. 

The fo llow-up protocol for pat ients with ges tational 
trophoblas ti c disease as outlined by the Nova Scotia 
Gestational Trophoblastic Disease Registry is as 
fo llows: 

After hospital discharge: 

a) HCG weekl y until three consecutive normal levels 
are achieved. Then .. . 

b) HCG monthly for one yea r. Pregnancy is permiss
ible a fter six months of normal titres. If pregnancy 
is suspected an u I trasound is indica ted for early 
confirmation. 
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If chemotheraphy was required then follow-up is as 
follows: 

a) HCG weekl y until three consecutive normal levels 
are achieved. Then .. 

b) HCG monthly for one year. Then ..... . 

c) HCG once every three months for one year. 
Pregnancy is pe~missibl e after 12 months of 
normal titres. If pregnancy is suspected an 
ultrasound is indicated for earl y confirma.tion. 

If chemotherapy was administered for high risk 
trophoblastic disease follow-up is as follows: 

a) HCG weekly until three consecutive normal levels 
are achieved. Then ..... . 

b) HCG once a month for two years. Pregnancy is 
permissible after two years of normal titres. Once 
again if pregnancy is suspected an ultrasound is 
indicated. 

c) HCG once every six months for the third year. 

d) Yearly thereafter. 

Because a future pregnancy occasionall y reactiva tes 
trophoblastic tissue, EVERY subsequent pregnancy 
must be followed by an HCG blood test six weeks 
after delivery or abortion. 0 
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Serving Nova Scotia 

PROPERTIES WORTHY OF 
YOUR CON SID ERA TION 

Two genuine buyer opportunities 

The first was built specifica ll y for a past company 
pres ident in Bridgetown , N.S. A spacious New 
England Cape Cod fea turing four bedrooms and two 
baths. This property is assessed for tax purposes at 
$88,300 and would norma ll y be on the market at 
$125,000. However, due to domes ti c prob lems and 
m1nor maintena nce needs it is ava il abl e a t 
onl y 90,000 

The second is the residence of a previous M.D. Three 
bedroom home with complete doctor 's offices. Th is 
refurbi shed home is situa ted on an 8 acre lot on Long 
Island, Digby Co. Replacement is estimated at approx.: 
$92,000. - Super Summer Home. Your opportun ity 
a t $48,500. 

V. F. Clahane 
PRESIDENT 

Halifax, N.S. Bus: 423-3002 
Res: 4n-5706 
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The Medical Society of Nova Scotia 
Policy Statement Re: 

Electronic Fetal Heart Rate Monitoring 

The use of elec tronic fetal heart rate monitoring 
continues to be a controversial issue, and the value 
and potentia l problems this procedure may lead to 
is still a matter for debate. In 1981, at the reques t of 
the Medica l Society, the Reproductive Care Program 
form ed an Ad Hoc Committee, consisting of physicians 
and nurses from the province. Their task was to review 
the litera ture and formulate a po li cy statement for the' 
use of electronic feta l heart ra te monitoring in 
obstetrica l units in Nova Scotia. A statement was 
prepared and approved by the Action Group and the 
Planning a nd Directing Group of the program. 
Subsequently the sta tement was sent to The Medical 
Society of Nova Scotia for approva l and dissemination 
to phys icians. Since 1982, the sta tement has been 
reviewed once by the Action Group of the Reproductive 
Care Program. 

In 1985 the Ad Hoc Committee was re-activated at 
the reques t of the Medical Society, and the a ttached 
sta tement prepared. The Medi ca l Society reques ted 
tha t particular emphas is be p laced on antepartum 
monitoring. This item has been addressed in this 
rev iew. 

Elec tronic feta l monitoring (E FM) continues to be 
widely used in North American hospita ls. However, 
much of the controversy surrounding the use of EFM 
continues with many centres continuing to conduct 
studies. Although the recommendations that follow 
are appropria te at thi s review time, an annual review 
by the Action Group of the Reproductive Care 
Program is recommended. 

I. EFM is accurate in predicting the normal well 
oxygenated fetus during labour. However, abnorma l 
Feta l Heart Rate (FHR) patterns are difficult to 
interpret and are frequentl y misleading. In most cases 
of abnorma l heart rate patterns additional diagnostic 
measures, particu larly feta l sca lp blood sampling and 
pH es timations, are necessary. This is in addition to 
the overal l clini cal assessment of the patient, presence 
or absence of meconium, etc. Feta l sca lp sampling 
requires ex tra tra ining and facilities, and the results 
should be interpreted with caution. 

2. There is sti ll no proof but a good dea l of 
circumstantial evidence to indica te that EFM in low 
risk pregnancies does not reduce perinata l morta lity 
o r morbidity, compared with good clinica l and 
auscultatory assessment of feta l condition during 
labour. Good assessment is demonstrated by a I: I 
nurse/ patient ra tio throughout labour and ausculta
tion of feta l heart every fifteen minutes in the first 
stage of labour, and with every other contraction in 
the second stage of labour. It is important tha t this 
ausculta tion is carried out continuously for approx
imately 30 seconds before, during and for 30 seconds 
after, the uterine contraction. 
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3. Some studies have shown that EFM plus fetal scalp 
sampling have contr ibuted to a decrease in perinatal 
mortality in ·high risk pregnancies. 

4. Clinica l antenatal screening should detect 60 to 70 
percent of high risk pregnancies. Therefore, 30 to 40 
percent of high ri sk pregnancies fir st manifest 
themselves in labour. However, many of these, e.g. 
premature rupture of membranes, meconium staining, 
abnorma l FHR on a usculta tion , hypertension , 
antepartum haemorrhage, etc. arise early enough in 
labour to a llow transfer of the patient to a hospital 
where facilities fo r more exact monitoring and 
trea tment in labour are ava ilab le. Thus, although any 
hospital with an obstetrical service will have to deal 
with unpredictable high risk cases that arise in labour, 
the majority of these cases can still be safely transferred 
to an appropriate hospital. This wi ll obviously depend 
on local geographica l conditions. 

5. Even in large tertiary care hospitals, the overall 
incidence of caesarean section for feta l distress is only 
one to two percent. Thus, in a hospital with 200-300 
deliveries per yea r, feta l distress as an indication for 
caesarea n section wou ld on ly arise three to five times 
each yea r. Assuming that such hospitals manage fewer 
high risk cases, then this figure would be even lower, 
probably one to three cases each year. 

6. Potentia l drawbacks to EFM at present include: 

a) Reduced mobility of the patient in early labour. 
Th is can eas il y be overcome by common sense, 
i.e. allowing the patient to remain ambulant 
without EFM in early labour if all is well 
clini ca lly. 

b) Patient res istance, due to misunderstanding of 
the purpose of the monitor can be overcome 
by an expl anation of the purposes of the 
monitor. 

c) A possib le rise in caesarean section ra te. This 
is controversia l. In units tha t have ex tensive 
ex perience with EFM a llied to feta l sca lp 
sampling, this has not been shown to occur. 
However, in units with a limited experience of 
EFM and tha t do not have the additional 
diagnostic a iel of fetal sca lp sampling, this may 
occur. 

d) Infection. Again, this is controvers ia l but the 
consensus seems to be that this is not a major 
factor. Feta l sca lp absesses occur about once in 
200-300 cases. These a re usuall y of littl e 
significance and respond to local trea tment. It 
is a lso theoreti ca ll y possib le to traumatize the 
fetus by inaccurate placement of the scalp 
elec trode (e.g. in the eye). This is unlikely but 
more prone to happen with the inexperienced. 
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7. EFM also plays an increasing role in antepartum 
fetal assessment. This method, using the non-stress 
tes t (NST), is now a widely used antenatal test of feta l 
well being. The principles of this tes t are simple and 
safe. The applica tion of EFM in antepartum fetal 
assessment is much easier and has far fewer pitfalls 
than the applica tion of EFM for intrapartum fetal 
monitoring. However EFM is only an adjunct to 
clinical judgement and should not lull physicians into 
patterns of non referra l of high risk cases. 

RECOMMENDATIONS FOR NOV A SCOTIA 

l. Tertiary care hospitals shou ld have available full 
facilities for EFM and fetal scalp blood sam pling. 

2. Regional hospitals should have facilities for EFM 
both antenatal ly and intrapartum. In addition, efforts 
shou ld be made for all regional hospitals to have feta l 
scalp blood sampling faci lities. 
3. Community hospitals. There is a wide variation 
in the type of community hospital in the province, 
and in particular the number of deliveries they 
perform. Other factors such as the avai lability of other 
facilities and personnel and distance from regional 
centres, wi ll dictate a certain amount of fl exibility.In 
general, based on the lack of demonstrable benefi cial 
effect in normal pregnancy and looking at possible 
drawbacks, we do not recommend EFM in labour in 
these hospitals. However in hospitals that have greater 
than 50 deliveries per annum and are more than 30 
minutes away from a regiona l hospital, an antepartum 
fetal heart rate monitor for the purpose of doing NST 
may be appropriate for the patient convenience. In 
general , when an NST is carried out because a problem 
in the pregnancy is suspected, a telephone consultation 
with an obstetrician is desirable. 

4. In the interes t of economy if a monitor is purchased 
for a community hospital, it is recommended that 
antepartum fetal heart rate monitors be chosen due 
to the significant ly lower cos t. 

5. Regarding fetal heart rate tracings, it is recom
mended that the guidelines outlined by the Society 
of Obstetricians and Gynaecologists of Canada in 1980 
be fo ll owed. 

a) All fetal heart rate records obtained from patient 
under hosp ital supervision be retained in total 
as a portion of the patient 's medical record. 

b) A statement summarizing the interpretation of 
the fetal heart rate record against a background 
of other clini cal and/ or laboratory information 
should be placed on the chart by a physician. 

EDUCATION 

Providing adeq uate initial and ongoing training in 
order that phys icians and nurses too can develop and 
maintain skill in in trapartum monitoring, presents 
a prob lem. One-day workshops in fetal moni toring 
are sometimes provided but this provides only the most 
bas ic skill and does not provide the more essential 
component that of ongoing education in the clinical 
setting. 
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T raining for intrapartum monitoring which 
includes fetal sca lp sampling, is a complex matter. 
It requires an initial intensive educational programme 
which should include practica l as well as theoretica l 
training. 

However training for carrying out and interpreting 
a on-Stress Test is simpler. An acceptable approach 

· would be to train a cadre of physicians and nurses 
from each hospital who in turn could share their 
knowledge and expertise with their colleagues. 

Any educa tional programme is expensive in both 
time and money to individuals and institutions. None
theless, if institutions wish to offer this service to their 
pati ents, the commitment must be made to buy the 
appropriate equipment, to have both physicians and 
nurses trained, and to ensure tha t experti se is 
maintained. 

The question of who should provide the initial 
educa tion needs to be addressed. In the past this has 
been done by Continuing Medical Education, the 
Grace Maternity Hospital, the Reproductive Care 
Program and one of the Fetal Monitoring companies. 
It would be benefi cial to develop an organ ized 
approach. The way to ensure reaching a maximum 
number of people would be to offer educational 
programmes regionally. One poss ible option would 
be as part of the workshop programmes offered by 
the Royal Col lege of Phys icians and Surgeons. 

PAPER SPEED 

Paper speed should be standardized throughout 
Nova Scotia 3 em per minute. 0 

January 18, 1986 
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"No Resuscitation" 
Guidelines for Patients with Irreversible Illness* 

I. IRREVERSIBILITY 
A " no resuscita tion" order should be considered onl y 

in the case of a patient whose condi tion (or damage 
done by tha t condition) is considered irreversible. 

If there is any doubt concerning the irreversibili ty 
of the patient 's condition a qualified second opinion 
should be obtained. 

2. INITIATION 
Discussion of "no resuscitation" may be initiated 

by the attending physician, a member of the house 
staff or n ursing staff, the patient or his famil y, or others 
legitimately involved in the si tua tion. 

T he persons involved in the discussion or treatment 
options and outcomes shall include the a ttending 
physician , house staff , head nurse or de lega te, 
app ropria te nursing staff, and o ther legitimately 
involved in the si tuation. 

3. PROCESS 
It mus t be recognized that although the ul timate 

responsibili ty for the "no resuscita tion" decision res ts 
with the a ttending physician, the ideal outcome is a 
consensus amongs t those involved in the decision
making process. 

If a patient is considered competent, i.e., capable 
of unders tanding the nature and effects of the proposed 
trea tmen t, it is required that the attending physician 
(or h is designate) will discuss with the patient: 

a) treatment options (see notes) 
b) the pa tient 's wishes 
c) the phys ician 's recommendations 

NOTES: 

T he decision for " no resuscitation" does not impl y that 
a ll ca re will be withdrawn. Genera l levels of care can be 
designated as follows: 

I. All components of sophiscated medical care incl ud
ing emergency resuscita tion. 

2. Intensive ca re a nd advanced life support but 
excluding emergency resuscitation. 

3. General medical care including antibiotics and other 
drugs, surgery, cancer chemotherapy, and artificial 
hydra tion and nutrition. 

4. General nursing care and assurance of the patient 's 
comfort, incl uding pain relief and such hydration 
and nutrition as is dictated by the patient's thirst 
and comfor t. 

Unless in the opinion of the attending physician, the 
patient is emotionally incapable of participating in 
such discussions. 

If the patien t is incompeten t, i. e., incapable of 

"From the Department of Medicine, Victoria General Hospital, 
Ha lifax, N.S. 
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understanding the nature and effects of the proposed 
trea tm ent, or is docum ented to be em otionally 
incapable of participating in such discussions, the 
above procedure is followed with the pa tient 's legal 
guardian or next-of-kin. 

It is advantageous for this discussion to take place 
in the presence of a member of the nursing staff whose 
primary role is to: 

a) support the patient and his fa mily 
b) reinforce the information given by the physician 

T he famil y is informed of the decision by the 
attending physician or his designate unless the patient 
reques ts otherwise. 

4. DOCUMENTATION 

T he "no resusci ta tion" order must be written on 
the order sheet by the staff physician or promptly co
signed by the a ttending staff physician if written by 
the resident. T he reason for this cl inical decision must 
be clearly documen ted with the order a t the time the 
decision is made. 

T he relevant fac ts leading to this management 
decision must be documented on the progress notes 
by the attending staff physician or his designate. 

Similarly, relevant facts, from a nursing perspective, 
must be docu mented on the nursing notes. 

T he head nurse or delegate must tag the progress 
note and transcribe the order from the physician 's order 
sheet to the nursing Kardex. 

5. REVIEW 

T he " no resuscitation" order must be re-assessed and 
re-wri tten a t in tervals determined by the physician 
having regard to the patient's condition. 

T he order must be rescinded immediatelv . 
a) upon reques t of the patient 
b) in the case of the incompetent patient

upon the reques t of the next of kin. 

T he order must be re-assessed immedia tely if the 
patient 's sta tus changes in a way which would 
favourably affect the prognosis. 

6. TRANSFER 

When a patient with a "no resuscita tion" sta tus is 
transferred to another medical service, the transferring 
and receiving a ttending physician should discuss the 
existing decision. T he new staff physician must assess 
the patient ' to review the order, preferably prior to 
transfer or, if this is impossible, a t! eas t within 24 hours 
to transfer. 

If the transfer is outside of regular working hours, 
the transferring service will maintain responsibiality 
for the resuscita tion sta tus of the pa tient until the new 
a ttending physician can assess the patient. D 
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Current Topics in Community Health 
Prepared by: Dr. Frank M.M. White, 
Department of Community Health and Epideminology 
Dalhousie University, Ha lifax, N.S. 

LIFELONG LEARNING AND THE 
PROFESSIONAL 

After a distressing episode with her loca l veterinar-
ian, a farm neighbor observed: 

" He has a 1985 clinic - but he's running it with 
a 1946 diploma. I simply can ' t count on him to 
be up-to-da te". 

She went on to explain tha t while the doctor has 
a p rocl ivity to collect the lates t instruments and gadgets 
fo r his practice, he had not refurbi shed his intell ectual 
kit of tools since graduation nearl y four decades ago. 

T he professions are increasingly significant in the 
everyday life of each of us. Directl y and indirectly, 
the various professional fields influence the quality, 
the character, and the security of daily living. They 
do this in major and pervasive ways. The very term 
professional connotes competence and evokes a sense 
of confidence. But society can be the victim of 
intellectua l obsolescence in its professional cadres. 

Preservice preparation in the various professions is 
prolonged and genera ll y sophistica ted. Bu t because of 
burgeoning knowledge and techno logy, and because 
the areas to which professional efforts are directed are 
increasingly complex and interrela ted, it is apparent 
that learning must continue throughout the lifetime 
of prac tice. 

Source: Chairmans Report, W. K. Kellogg Fou ndation, 
Annual Report 1985. 

PRINCIPLES OF HEALTH PROMOTION 

Health promotion is the process of enabling people 
to increase control over, and to improve, their health. 
T his perspective is derived from a conception of 
'health ' as the extent to which an individua l or group 
is able, on the one hand, to change or cope with the 
environment. Health is, therefore, seen as a resource 
for everyday life, no t the obj ective of living; it is 
positive concept emphasising social and personal 
resources, as well as physical capacities. 

l. Health promotion involves the population as a 
whole in the context of their everyday life, rather 
than focusing on people at risk for specific 
diseases. It enables people to take con trol over, 
and responsibility for, their health as an important 
component of everyday life - both as spontaneous 
and organized action for health. T his requires full 
and continuing access to information about health 
and how it might be sought for by all the 
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populati on, using, therefore, all dissemina tion 
methods available. 

2. Health promot ion is directed towards action on 
the de terminan ts or causes of health . Health 
promotion, therefore, requires a close cooperation 
of sectors beyond health services, refl ec ting the 
di versity of conditions which influence health. 
Government, a t both loca l and national levels, has 
a unique responsibility to act appropriately and 
in a tim ely way to ensure th a t th e ' to ta l ' 
environment, which is beyond the control of 
individuals and groups, is conducive to hea lth. 

3. Health promotion combines diverse, but comple
mentary, methods or app roaches, including 
co mmunication, educa tion, legisl a ti on , fi sca l 
meas ures, orga ni sa tion ch ange, community 
development and spontaneous loca l activities 
aga inst health hazards. 

4. Health promotion aims particularly at effective 
and concrete public part icipation. T his focus 
requi res the further development of problem
definin g and decision-making life-skill s bo th 
individuall y and collectively. 

5. While health promotion is basically an activity 
in the health and socia l fields, and not a medica l 
service, health professions - particularly in 
primary health care - have an important role in 
nurturing and enabling health promotion. Health 
professiona ls should work towards developing 
their special contributions in education and health 
advocacy. 

Source: World Hea lth Orga ni za ti on, A Discussion 
Document on the Concept and Principles, WHO 
Regional Offi ce for Europe, 1984. 

DEATH RATES IN CANADIAN PROVINCES 

- the importance of age structure -

Crude dea th ra tes ca nnot be compared across 
provinces due to differences in age structure. Age 
specific dea th ra tes must first be calcula ted, then 
applied to a standard age distribution, such as the 
Canadian population. Crude and age standardized 
rates for Canada and provinces are presen ted in the 
accompanyin g ta bl e for the census year 198 1. It is 
relevant to no te tha t Nova Scotia exhibits the highest 
age standardized overall mortality for both males and 
females. Why? 
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DEATH RATES (per 1000 population): 
CANADA AND PROVINCES 1981 

Crude Standardized 

M F T M F T 

Canada 8.3 6.0 7.0 7.2 4.3 5.6 
Newfou ndla nd 6.8 4.6 5.7 7. 1 4.2 5.6 
Pri nce Edward Is. 9.4 6.8 8. 1 6.9 3.7 5.2 
Nova Scotia 9.5 7.0 8.2 7.9 4.5 6. 0 
New Brunswick 8. 7 6.1 7.4 7.6 4.2 5.8 
Quebec 7.8 5.5 6.6 7.7 4.3 5.8 
Ontario 8. 1 6.5 7.3 7.2 4.3 5.5 
Manitoba 9.7 7.2 8.4 7.3 4.4 5.7 
Saskatchewan 9. 1 6.4 7.8 6.6 3.9 5.2 
Alberta 6.7 4.8 5.7 7.0 4.3 5.6 
Bri tish Columbia 8.2 6.3 7.2 6.6 4. 1 5.3 

Reference 

Vital Stati stics, Volume I, Births & Deaths, 198 1 (Ca t. #84-204 ), 
Sta ti stics Canada. 

Comment 

For a partial answer to this question, read "The Health 
of Nova Scotians" in the August 1985 issue of The Nova 
Scotia Medical Bulletin. 

PREVENTION AND TREATME)'JT OF 
TRAVELERS' DIARRHEA 

More people than ever before are travelling to 
developing countries where they will be a t r isk for 
acq uiring travelers' diarrhea (TD ). T D is usually a 
self-limited illness of several days duration which is 
characterized by frequent unformed bowel movements, 
abdomina l cramps, na usea, fever, and malaise. High 
fever, vomiting, and bloody stool s are uncommon. 
Where surveys have been conducted, entero toxigenic 
Escherichia coli is the most frequently identified 
ca usa ti ve agent. Other bacteria l agents (S higella, 
Sa lmonella, and Campy lobacter), viruses (ro tav irus 
and Norwa lk-like viruses), and paras ites (Giardia, E. 
h istolytica and Cryptosporidium) have also been 
identified as causes ofTD. The fo llowing is a summary 
of recommenda tions on the prevention and trea tment 
of T D tha t were developed a t a consensus conference 
on T D held a t the Na tiona l Institutes of H ealth in 
the summer of 1985.1 

TD is acquired by consumption of fecall y contam
inated food and wa ter. Careful a ttention to food and 
beverage selec tion can decrease the li ke lihood of 
develop ing T D, but does not eliminate the risk entirely. 
All uncooked foods (especia ll y sa lads and un pas teu
rized milk products) pose grea ter risks of contamina
tion. A prudent traveler consumes food which has been 
thoroughly cooked and is mainta ined ho t. In areas 
where chlorina ted tap water is not ava ilable, trave lers 
are adv ised to drin k canned or bottled carbonated 
beverages, or beverages made with boiled water. 
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Antimotility medica tions, such as diphenoxylate 
(Lomotil®) and loperamide (Imodium ®), are not 
effecti ve in preventing TD. Studies have, in fact, shown 
that diphenoxylate actua ll y increases the incidence of 
TD in persons ta king it prophylacticall y. Also, 
bismuth subsa licyla te (Pepto-Bismol®) is not recom
mended for TD prophylaxis, even though a single 
study has demonstra ted efficacy when used in large 
doses (2 oz. four times dail y), because potentia l side 
effects (especia ll y in persons already taking salicyla tes 
for arthritis, and those with peptic ulcer disease) 
o utwe ig h the purpo rted benefit. Likewise, two 
antibiotics, doxycycline and trimethoprim/ sulfame
thoxazole have been shown to prevent TD when taken 
prophylactica ll y, but they are a lso not routinely 
recommended because side effects (skin rash , photo
sensitivity, blood dyscras ias, Stevens-Johnson syn
drome, and/ or sta ining of the teeth in children) once 
aga in offse t the possibl e benefit s. Antimicrobia l 
therapy can a lso induce colitis and vaginitis. Hence, 
the only prophylactic measure routinely recommended 
is educa tion of the traveler as to appropria te dietary 
practices. 

When symptoms of TD occur, several therapeutic 
measures are recommended. In mild cases, fluid and 
electrol yte balance can be maintained by drinking 
caffeine-free soft drin ks and ea ting salted crackers. 
Symptoma tic relief of a bdomina l cramping a nd 
diarrhea in the absence of high fever, may be provided 
by diphenoxy la te or loperamide. Alterna tively, a 
regimen of I oz. of bismuth subsalicyla te suspension 
every 30 minu tes for a total of 8 doses may a llevia te 
symptoms. If the sy mp toms are moderately severe 
(more than 3 stools in an 8 hour period with cramping 
and especia ll y fever), self-directed treatment with 
antibio tics may help ameliora te the illness. For adults, 
either trimethoprim/ sulfamethoxazole ( l60mgTMP I 
800mgSMX), tr imethoprim alone (200mg), or doxyc
ycline along ( IOOmg) ta ken twice daily for 3 days is 
recommended. Doxycycline should not be given to 
children under the age of 9 years. Also, pregnant 
women and nursing mothers are advised to avoid these 
medications whenever possible. If diarrhea persists or 
if blood or mucous is present in the stools, medical 
a ttention should be sought. T hese symptoms may 
refl ect a more serio us illness. 

Reference 

I. NIH Consensus Conference, T ravelers' Diarrhea. ]AMA 1985; 
253: 2700-4. 

Source: Cali fo rnia Morbidity, #28, July 19, 1985. 

BRYONY HOUSE 

Bryony H ouse is a place where a woman and her 
children can go if she has been beaten or is under 
threat of violence by her husband or common-law 
partner. 24-hour telephone 422-7650 (Halifax) D 
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Appreciations 

DR. NEVILLE MASON-BROWNE 

On December 20, 1985, the medical communities 
of Cape Breton were grieved at the passing of Dr. 
Nevi lle Mason-Browne of Louisbourg. 

To say the leas t, Neville was a champion of a man. 
Born in 1919, he was the son and grandson of surgeons. 
His academi c qualifications were numerous and 
included, an M.S. (Philosophy and Latin), M.B., 
D.P.M. , C.R.C.P. , and F.R.C.P. (Can.). He served in 
the British Armed forces from 1939 to 1945, achieving 
a rank of Lieutenant-Colonel. He was a glider pilot 
in the 1st and 6th British Airborn Division, and was 
awarded the Military Cross. 

Having received his medical training in Edinburgh 
University and London University, his practised 
psychiatry in the British Honduras in Central America, 
Saskatchewan, Ontario, British Columbia, the Yukon 
T erritory, and lastly Nova Scotia. He left behind a 
trail of enviable accomplishments. He was Director 
of Mental Health Services in the Yukon and Director 
of Medical services in the British Honduras, where 
he was directly responsible to the Minister of H ealth. 
H e holds to his credit nine professional publications 
on psychiatry, had a weekly column on lay topics under 
a pseudonym in a Canadian newspaper, and has 
written a book entitled The Crazy House. 

Dr. Mason-Browne has been fervently interes ted in 
medical politics all his life. He has been an executive 
and founding member of the Canadian Psychiatric 
Association ( 1970-3), President of the British Honduras 
Medical Association,) and President of the Yukon 
Medica l Association. He was a student of anthropoligy 
at UBC. His in terest in Nova Scotia medical politics 
was no secret to our Society. His addresses to the 
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Medical Society of Nova Scotia were always met with 
respect, as !Tis command of the English language was 
exceptional as the quality of his voice. 

H e leaves to mourn his wife, Rosemary, who is a 
trained, qualified medica l illustrator, two daughters 
and a son. His presence in Sydney has left an indelible 
impression, and we share with his famil y a deep 
remorse. 

P.F. Murphy, M.D. 

DR. FRANCIS B. MACDONALD 

Dr. F. B. MacDonald, 69 of Sydney, a senior member 
of both the Nova Scotia Medical Society and the 
Canadian Medica l Association died Friday, December 
28, I 985. 

Born in Glace Bay, Dr. MacDonald was a son of 
th e late J ohn D. a nd Alexa ndra (MacDona ld ) 
MacDonald. H e was a graduate of St. Francis Xavier 
Univers ity in arts and science fo llowing wti ich he 
studied medicine a t Dalhousie University, graduating 
with honors. 

After practising in Sydney for several years, he began 
graduate studies in obstetrics and gynecology at the 
Universi ty of Pennsylvania where he received his 
mas ters degree in medical science. H e t~1en resumed 
his practice in Sydney. 

In 1983, he was made a senior member of the Nova 
Scotia Medical Society and the fo llowing year was 
similarly honored by the Canadian Medical Associ
ation. He was chief of staff at St. Rita Hospita l for 
many years. He was President of Cape Breton Medical 
Society. 
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A life-long scholar, his particu lar interes ts were 
poetry, history and a ll things Scottish. He was author 
of a book, To The Old and New Scotland, a collection 
of addresses g iven at St. Andrew 's Day dinners and 
his own essays. He wrote several Medica l articles in 
reported medica l magazines. 

He was a lso co-author of the 25th Battalion, C.E. F. , 
honoring this ce lebra ted First World War combat unit. 
After the War, Dr. MacDona ld continued hi s associ
ation with the armed forces, remaining several years 
with the militia and retiring with the rank of 
lieutenant-colonel. 

He will be remembered as much for his kindness 
and integrity as for his professional skill. His concern 
for life led to his invo lvement with the pro-life 
movement, for which cause he made himself avail able 
in addressing meetings on various occasions. 

He was a member of the Knights of Columbus, Clan 
Donald Association, Canadian Physicians for Life, 
Roya l Ca nad ian Legion , Roya l United Services 
Institute and a life member of St. F.X. University 
Presidents' Club. 

He is survived by his wife, the former Betty Ronan; 
three sons, Frank W., Dartmouth, Andrew and Ira, 
bo th of Halifax; two daughters, Audrey, Winnipeg and 
Clare, Ha lifax; a sister, Mrs. R.F. MacKinnon, Glace 
Bay; and two grandchildren. To his wife and children 
we offer our sincere sympathy. 

M.A. Naqvi, M.D. 

DR. ARTHUR LISTER MURPHY 

T he sudden dea th of Doctor Arthur Lister Murphy 
on Saturday, November 9, 1985, came as a shock and 
a surpri se to those of us who knew him. 

Although 79 years of age, a senior member of the 
profession and long ago retired from his surgica l 
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practice, he had developed parallel careers as an higher 
education adv iso r, drama teacher at Dalhou sie 
Univers ity, playwright and author in which he 
continued to be ac tive unti l he died. 

Arthur gradua ted MDCM from Dalhousie in 1930, 
did residency training in surgery a t the Montrea l 
General Hospita l and re turned to practise in Halifax 
with his fa ther at the Halifax Infirmary. He was 
appointed Assistant Surgeon at the Victoria General 
Hospita l in 1934 and Assistant Professor of Surgery, 
Dalhousie University . He was promoted to Associate 
Professor in 1944 and continued practice on the 
Surgica l sta ff of the V.G. H . until his retirement in 
1970. During the la ter years of his surgical practice, 
he became chief of the Head and Neck Surgical Service 
a t the V.G.H. 

He first became interes ted in theatre during his 
student days a t Dal, and tried his hand at playwriting 
while a resident a t the Montreal General Hospita l. 
He wrote scripts for loca l Halifax radio shows and 
for the CBC radio, but got his first major break
through writing episodes for the USA TV programs 
fea turing Ben Casey and Doctor Kildare. " I wrote more 
episodes for those T.V. series than I would care to 
reca ll " he once said. Soon after he was asked by the 
Mayor of Halifax to chair a Theatre Feasibility 
Committee. Out of this the Neptune Theatre was born 
and Arthur became it's founding father and first 
President. During the 1960s several of his plays were 
produced by Neptune T heatre inc! uding an adaptation 
of Diary of a Scoundrel and The Sleeping Bag. His 
most successful play, Tiger, T iger, about Doctor John 
Hunter was produced at Neptune in 1970. 

Arthur received severa l drama awards and an 
honorary Doctor of Laws degree from St. Francis 
Xavier University. He was Chairman of the Nova 
Scotia University Grants Committee 1968-1974, and 
subsequently was appointed an adviser on higher 
education to the government. He was invited to join 
the Faculty of the T heatre and Drama Department 
of Dalhousie University as a part-time teacher in 1977, 
and continued to g ive classes until he died. 

His most recent publication was Three Bluenose 
Plays in 1984 and a t the time of his death he was 
sta rting to work on a play about Sir John Thompson 
based on Professor Waite's recent book, The Man from 
Halifax. 

Arthur was a keen yachtsman, loved schooner 
sailing, and was one of a group instrumental in getting 
the St. Margaret's Bay Sailing Club started near his 
home at Tantallon. 

We extend our sympathy to his wife, Barbara, his 
sons, Arthur and Paul, and his daughter, Sylvia 
Joanne, all of Halifax. 

He was trul y a Rena issance Man. 

H. C. (Curl y) Still, M.D. 
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DR. RONALD MORRISON RITCHIE 

On December 9, 1985 this community los t one of 
its most respected and admired paediatricians. Ronald 
Ritchie passed away after fighting against a prolonged 
and delibita ting illness. He continued hi s prac tice 
until early summer, when his poor health forced the 
discontinuance of it. 

Ron was loved by his pa tients and he had many 
"second genera tion" patients which he especia ll y 
enjoyed. He approached his paedia tric practice firstly 
by knowing the conditions of the home environment, 
the famil y circumstances and the interac tion of the 
children and parents and applied this to his care of 
the pa tient. He particularly enjoyed getting to know 
his young patients, looking after them and watching 
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them progress through their various stages and ages. 
I know he wi ll be sorely missed by his patients, their 
parents and his academic colleagues. 

He played a major role in teaching paediatrics at • 
Dalhousie from 1951 to 1982. Following his offi cial 
retirement from the uni versity and hospita l staffs, he 
worked in the out-patients a t the IWK and taught for 
3 years there where his clinica l acumen was much 
apprecia ted. H e was an Ass ociate Professor o f 
Paediatrics at Dalhousie. 

Ron was born in Sydney, N.S., attended school there 
and then St. Francis Xavier University, fo llowed by 
graduation from Dalhousie in medicine. Following 
this he spent three years in the acti ve service in the 
Royal Canadian Army Medica l Corps overseas. On 
completion of his wartime service he spent three years 
in Inverness, Cape Breton in general practice with 
Dr.Frank MacLeod. Following this, he went to the 
Montreal Children 's Hospita l for two years postgrad
ua te training in paediatrics. In 1951 he came to Halifax 
and joined Dr. Henry Ross in a very busy paediatr ic 
practice and started teaching a t Dalhousie. Many 
generations of medical students wi ll long remember 
his practica l tips and pointers tha t are not found in 
medical textbooks. 

Ron was a va lued member of St. Andrew's United 
Church, Saraguay Club, Phi Rho Sigma Fratern ity, 
Ca nadian Paedi a tri c Soc iety and the Ameri ca n 
Association and the Medi ca l Society of Nova Scotia. 

He is survived by his wife Doris (Craig), 2 daughters 
Judi (Kent), Whitehorse, Susan at home and three 
grandchildren in Whitehorse. 

J.M. Crosby, M.D. 

D 
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Dr. Patrick Flynn was recently named best teacher 
a t Dalhousie University's Medical School by the 340-
member Intern and Residents Association of Nova 
Scotia. 

Dr. Flynn, a Halifax psychiatrist, has been teaching 
undergrad ua te and graduate students, teachers, social 
workers and practising phys icians for more than 20 
years. He attributes his success to his ability to 

"sympathize with them and show lots of good humor. " 

T his isn ' t the first time students recognized Dr. 
Flynn 's superior teaching skills. In 1976 undergradua te 
medical students named him teacher of the year. Three 
years ago psychiatry residents presented him with a 
" specia l certifica te of spectacular status" naming 
Flynn a lifelong resident in psychiatry. As a director 
of psychiatric ·residency training for II years, he was 
noted by the students for his " unquenchab le lust for 
life and learning, and his consistent ability to trea t 
trainees as fell ow humans." 

Dean Murray call s Dr. Fl ynn "one of our most 
committed, excellent teachers" . 

T he appointment of Dr. John P. Finley as Head 
of the Division of Cardiology in the Department of 
Pediatrics and as Head of the Diagnostic Cardiology 
Department of The Izaak Walton Killam Hospital for 
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Chi ldren was recentl y announced. Dr. Finley replaces 
Dr. D.L. Roy, who was recently awarded an Honorary 
Life Membership by the Board of Governors of the 
IWK. Dr. Finley is currently an Associate Professor 
of Pediatrics at Dalhousie University. 

DALHOUSIE MEDICAL ALUMNI 

The Annual Meeting of the Dalhousie Medical 
Alumni Association was held on November 18, 1985 
at the Nova Scotian Hotel. This year the format was 
a reception, dinner and dance with Joe Skowronski 's 
Band, and it was a delight. The food was good, the 
music superb and the a ttendance good. Two outstand
ing medical alumni were hono ured, namely Dr. 
Donald I. Rice, M.D. '5 1, who was appointed Honorary 
President, and Dr. Harold L. Scammell, M.D. '27, who 
was appointed Alumnus of the Year. 

In making the presentation to Dr. Rice, Dr. Carlyle 
Phillips outlined the many contributions he had made 
to th e o rga niza ti o n of Family Medicine, both 
na tiona ll y and internationall y. Dr. Rice has recentl y 
retired as Executive Director of the College of Family 
Phys icians of Canada. 

Dr. Donald I. Ri ce. 

In Dr. Byron Reid 's ci tation for Dr. H.L. Scammell , 
he outlined his many contributions to organized 
medicine and educa tion, noting that he had served 
Dalhousie very well as Registrar, Special Assistant to 
the President, and tha t he was very influential in the 
es tablishment ofthe Dalhousie School of Nursing and 
Faculty of Graduate Studies. He served as Registrar 
of the Provincial Medical Board of Nova Scotia fo r 
26 years, he was Medical Superintendent of the Victoria 
Genera l Hospital, 1931 to 1937, when he transferred 
to the Workman's Compensation Board, of which he 
is still serving as a Consultant. His list of contributions 
goes on and on, no ting many papers and articles 
written on the History of Medicine, History and Ethics. 
Dr. Scammell is Life President of his Class and he 
graduated with honours. An outstanding Career. 
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Dr. Merv. Shaw, Barbara Blauvelt, and Mrs. Shaw. 

Medical Reunions were very evident with alumni 
returning and a ttending from as fa r away as Ghana, 
the United States and a ll over Canada. All in a ll , a 
fine time was had by a ll and we look forward to 
increased attendance in the future when our meeting 
will be held the first October. 0 

FAMILY PRACTITIONER 

A Family Practitioner is required for a general practice 
in Alberton, Prince Edward Island, 50-bed accredited 
hospital (Population 1200, serving 9000). Good rota . 
Excellent educational and recreational facilities. Office 
space available at a very reasonable rate. Position is 
avilable now. Apply to: 

Albert Bernard, Administrator 
Western Hospital, Alberton 
Prince Edward Island, COB I BO. 
(902) 853-2330 

INTERNATIONAL OPPORTUNITIES 

Pos itions are availabl e throughout the Arabian 
Peninsula and the United States for both specialists 
and family practitioners. 

For further details, call collect, (4 16) 977-6941 or 
forward your curriculum vitae to: 

HELEN ZIEGLER & ASSOCIATES, INC. 
180 Dundas Street W. , Suite 2305 

Toronto, Ontario, Canada 
MSG IZ8 
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OBITU ARIES 

Dr. John W. Sutherland, (89) of Burling ton, O ntar io 
di ed o n J a nu ary II , 1986. Bo rn in Da lh o usie • 
Mountains, Picto u County he was a ve teran of the 
First Wqrld War and, upon receiving his medical 
degree from McGill U niversity, he became a research 
scientist a t the paper mill in H aw kesbury, On ta rio. 
He is survived by hi s two sons, to whom we extend 
sincere sympathy. 

Dr. Francis B. MacDonald, (69) of Sydney, N.S. died 
on December 27, 1985. Born in G lace Bay he received 
his medica l degree from Dalhousie U niversity in 1944. 
He was a senior member of T he Medical Society of 
Nova Scotia and T he Canadian Medical Association. 
H e did his g ra du a te s tudi es in obste tri cs a nd 
gynecology in Pennsylvania and then returned to 
Sydney to resume his practice. He is survived by his 
wife, three sons and two daughters. Our sympathy is 
extended to his family. 

Dr. Neville S. Mason-Browne, (66) of Louisburg, 
fo rmerly Sydney, N.S. died December 19, 1985. Born 
in the United Kingdom he received his medical degree 
from Edinburgh U niversity in 1951. H e was a senior 
member of The Medical Society of Nova Scotia and 
The Canadia n Medica l Assoc ia tion and was a n 
executive and founding member of The Canadian 
Psychia tric Associa tion. H e served in the British Army 
until 1945 and was awarded the Military Cross. He 
is survived by his wife and three children. The Bulletin 
offers sincere sympa thy to his wife and family. 0 

HEALTH CARE PROFESSIONS GROUP OF 
A.A. AND DRUG DEPENDENCY 

Meetings held Sunday evenings - 8:00p.m. 
Bethany United Church 

First three Sundays of month closed meetings 
Last Sunday of the month open meeting 

(Meeting place and park ing rear of building) 

For further information please call 422-5875 
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