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Editorials and Other Opinions
Onr of the d istinguish ing factors of our profession is that it publishes the results of its scientific
efforts in order to d isseminate, but a lso to a llow scrutiny of its methods and thought processes.
Exchange of opinion about much tha t concerns the profession and its relationship to patients
is a lso im portant, especially when those opinions are well thought out and beneficial to both
our patients and the science of medicinf'. T his type of opinion writing allows one to become
part of the literature without devoting one's who le life to a research career apd should be
t'll('{)uraged.
Those with a li terary interes t or research tendency have been very generous with their efforts,
and because of this we are ab le to publish this journal. Whi le we have some evidence that
the material is well received and read, feedback seems to be lacking.
If rncouragement is needed, then perhaps readers need a remi.nder that letters to the editor
are wrlcome in this journal and comments will be published whenever possib le.
Is there an area of concern that has not been covered recently in other journals · and that ~
needs attention, particularly by Nova Scotia physicians? Even internal society matters can be ·
addressed and InforMed has certainly agreed to publish these when ·a ppropriate. Whether such
material has a direct bearing on the H ealth Care System as a whole or medicine in general,
this journal needs and wants your comments.
Surely not everyone agrees with every editorial printed here, and Dr. Frank White's columns
on Community Health must arouse some opinionated physicians. Guest editorials are also of
interes t to the Editorial Board and will be considered if timely and well thought out. Usually
an edi torial takes a firm position and then proceeds to defend it with references and/ or logic.
Brevity should be considered a virtue. In order to stimulate you, we might consider the fo llowing:
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1. We have a new Deputy Minister (a non-physician

6.

by the way). We welcome you to the hot seat,
Wayne.
2. A recent ethics course held in H alifax had very
few doctors attending. Guide-lines o n ethical care
and how we practise can be ex pected fro m many
sources that may be better prepared to defend
ethi cal positions than we in the medical profession
are. What ethical principal are we brea king when
we do not prepare ourselves for dealing with
ques tions in ethics?
·
3. One of the more recent issues of Th e Nu rses'
j ournal was concerned with Primary Care and
how nurses should play a prominent role in this
area. The place of the physician was relegated to
a few paragraphs only.
4. The Emergency Care System in this province has
received some a ttention late ly. Many things could
be said in thi s area.
5. The Provincial Medical Board now has consumer
representatives. Peer review by the profession is
no longer just peer review. What are your opinions
and why?

7.

Some ph ysicians mu st have strong ideas about
AIDS Testing and how we are handling it in Nova
Scotia or not handling it. Recent guidelines are
certainl y helpful but does everyone agree.
Transactions at our rece nt Genera l Counci l, •
published in this iss ue, may stimul ate so me
comm ent.

The above exa mpl es are merely ideas that deserve
consideration. Perhaps so me wou ld-be writer might
be tempted to do this in print, or he may choose more
complica ted iss ues demanding our attention. Editoria ls and letters to the editor of co urse are not the only
sugges tions we might have. Case reports are sometimes
fasc inating and useful for teachin g and learning. We,
of co urse, welco me review articl es and anyone wishing
to write under the Doctor at Leisure series. Whi le
enco uraging the above, that is no t to say that we expect
any less numbers of first rate research based articles,
but we do wish to remind yo u that there is room for
everyone in your jo urna l.
D
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Located in a natural snowbelt.
Mont Sutton offers some of the
best skiing in the East You'll find
humps, bumps, rolls and knolls ...
straights. bends and turns ... gen·
tie flats. transitions and pitches.
all groomed. but with a natural
feeling.
INTERLINKING TRAIL NETWORK
OUTSTANDING GLADE SKIING
34 RUNS · 8 LIFTS ·1500' VERTICAL
One hour east of Montreal
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Dr. Douglas Henshaw
PRESIDENT
The Medical Society of Nova Scotia
1987-1988
"We need to remain flexible and adapt to change if we
are to retain the leadership and provide direction in our chosen
field." That's the view of Dr. J.D.A. Henshaw the new
President of The Medical Society of Nova Scotia.
Dr. Henshaw says that medicine is surrounded with
change. He says, "In a very real sense, medicine has become
a victim of its own technological achievements". But, Dr.
Henshaw is not the kind to shy away from problems. He sees
the problems facing medicine as challenges and opportunities.
Douglas Henshaw is a general surgeon, one of a group
he affectionately calls "a dying breed". He practises in Berwick where he readily acknowledges a staff that accepts
challenges, most notably the challenge to cover for him while
he tends to the duties of the Presidency.
As a graduate ofEdinburgh University you can expect
him to have the tenacity of a Scot along with the appropriate
concern and respect for fiscal responsibility.
Dr. Henshaw has been active in organized medicine
for many years. He served in leadership roles in the Valley
Medical Society, The Section of Surgery, The Medical Society
of Nova Scotia and the Canadian Medical Association. Of
particular note was his long standing involvement as The
Society's representative to the CMA Council on Medical
Education. That experience will become all the more important as the focus on manpower issues becomes more and more
intense.
During the past year, while serving as President Elect,
Dr. Henshaw played an integral role in the Society's ever
burgeoning activity in the public and political arena. In tandem
with your Past President, Dr. Bill Acker, he made forays into
the inner Cabinet of the Provincial Government. He also led
discussions with allied health professionals in some closed
door sessions where physicians badly needed representation.

Dr. Henshaw has five chil(lren. His three sons are in
various stages of study, two in Nova Scotia and one in England.
His two daughters are also in England, where one is a veterinarian and the other is an assistant fashion editor for Vogue
magazine.
Douglas Henshaw leads a full and vibrant life. He
brings to the Office of President a penchant for precision and
a humility that recognizes the job can only be done through
team work.

Douglas Henshaw is an active man with some very
diverse interests. He and his wife Sylvia spend a great deal of
their leisure time on or in the sea. As an avid sailor, it is not
surprising that your President is also a windsurfer and scuba
diver. When the weather turns cold, he turns to Alpine skiing.
In between he finds time for hunting, fishing and gardening.
However, one of his more unusual pastimes is Scottish dancing, and, given their widespread travel for performances, Dr.
and Mrs. Henshaw's dancing verges on the professional.
T HE NOVA SCOTIA MEDICAL BULLETIN

His direction for the year was established in his address
to the 134th Annual Meeting when he said, "We must stick to
our first principle - to provide quality medical care to Nova
Scotian citizens. None of us", and he included Government,
"should allow this aim to be overshadowed or sidetracked by
other issues."
D
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Let MOM Run Your Office
MOM, or the Medical Office Manager, is a sophisticated integrated computer program which
will take over the chores associated with the running of your office, including:
Billings:
• Generates claims for MSI, WCB and private
patients.
• Handles anesthetic units, assists, I/C..
• Allows you to add explanatory notes, which
print out on the billing cards.
• Tracks claims for each agency until paid.
Flags all claims not paid within a specified
time limit, and re-bills, if desired.
• Reconciles claims by agency.
• Generates revenue reports, by doctor and
agency.

Onscreen Look-up of:
• Diagnosis codes, MSI codes, Drug codes,
Tests. Searches looku p tables by description, fragment of description, code or
portion of code.
Scheduling:
• Unlimited forward booking of patients.
• Retains record of physician availability
times and dates, holidays.
• Finds patients' appointments.
• Automaticall y generates reminders for
patient appointments booked more than
specified time in advance - generates either
list, to permit phone reminder, or personalized form letter.
• Generates daysheet for doctor.

Diagnoses:
• Automati call y assigns ICD-9 codes to
diagnoses.
Find Patients By:
• Name, MSI number OR any portion of
above OR I.D. number assigned by MOM.

Health Maintenance:
• Tracks periodic health maintenance acti vities such as PAP smears. Generates lists
of patients due for check-u p, or generates
personalized form letters.

Allergies and Chronic Conditions:
• Records and flags, at each visit, patients'
drug allergies and chronic conditions.
Notes:
• Keeps a record of consultant's comments,
abnormal X-rays, lab tests to watch.

Word Processing:
• Direct entry from MOM to word processor.
• Automatic form letter generation.
• Generates labels to affi x to Jab specimens
and requisitions.

Prescriptions:
• Records medication prescriptions with date
and quanti ty. Assigns hierarchical American Hospital Formulary codes to drugs,
allowing retrieval of patients on specified
drugs, groups of drugs, and classes of drugs,
for research.

History and Research Data:
• Sc roll s th ro ugh previo us visits with
diagnoses.
• Searches patient fil es to retrieve patients
with spec ified diagnoses, on specified
drugs, of specified age/ sex, etc. Prints list
or generates personalized form letters.
• Performs analysis of variance/ F-tests.

Tests:
• Records tests ordered, and results, with flag
of abnormal resu Its.

Designed by physicians, written by professional programmers, MOM runs on a wide variety of
computers, both single and multi-user. MOM accommodates any size practice, from solo to large
groups. All this, at a highly competitive price.

For further information, contact:

BENNEWORTII\ADVANCED SYSTEMS
3200 · 1489 Hollis St., Halifax, N.S. B3J 3M5

T HE NOVA SCOTIA MEDICAL BULLETIN

Ph. 422-6486
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Health Habits of Four First Year Classes of
Dalhousie Medical Students
Brian K. E. H ennen,* MD, MA, CCFP, FCFP,

London, Ontario
For the pas t four years, while lecturing to fi rs t-year
Dalhousie medical students, I have conducted a healthrisk survey of six of th eir lifes tyle a nd hea lth
ma intenance behav iours. This review summ arizes
those surveys.

CONCLUSIONS
Abou t half of these medical students in first year
exercised a t leas t twenty minutes four times a week.
Sixteen percent were more than 10% overweight.
Twenty- fi ve percent did not wear seatbelts nineteen
times o ut of twenty. (A noteable improvement in
buckling-up from the class of '87 to the class of '88
coincides with the publicity a nd legislation in Nova
Scotia req ui ring seatbelt wearing). Six percent of all
fo ur classes smoked more than one cigarette a day as
first- yea r students. Thirty-four percent of women
students did not regularl y practise self-examina tion
of the breas ts, and 77%of men did no t regularl y practise
self-examination of the tes ticles. Eleven percent of
wo men had more than seven drinks of alcohol a week
compared with 32% of men.

METHOD
During the class, I asked students to indicate on
. a blan k paper whether they were male or female, and
to sim ply answer yes or no to the fo llowing six
ques tions: Do you exercise a t leas t four times a wee k
for twe nty minutes? Are yo u less than ten percent
overweight? Do you buckl e up nineteen times out of
twenty anyw here you dri ve? Do you smoke less than
one ciga rette a day? Do you practise breast selfexamina ti on (or testicular self-exa mina ti on), i. e. have
you done so once in the past six mon ths? Do you
drink less than seven beers, sho ts or glasses of wine
per week?

DISCUSSION
Self-reported behav iour in patient studies is about
75% accura te.' In studies depending on self reports of
drinking behaviour, the reliability and validity is
co nsidered quite satisfactory.2 In this stud y, these selfreported behaviours were recorded and handed in
anon ymously within less than a ten minu te period
during a lecture. The stu dents had no reason to lie

RESULTS
Res ults are repon ed in Tables I and II. T he " n "
in each case represents the number of co mpleted
res po n ses. T h e en te rin g fi rs t-yea r cl ass size a t

TABLE I
PERCENT OF STUDENTS NOT MEETING CRITERIA

EXERCISE
WEIGHT
SEATBELTS
SMOKI NG
SE LF· EXAM
ALCOHOL

'88 (n=85)

'87 (n=81)

CLASS

'89 (n=86)

'90 (n=89

M (n=49)

F (n=32)

M (n=5!i)

F (n=35)

M (n=55)

F (n=31)

M (n=5 1)

F (n=38)

39
22

44
12
47
3
25
3

45
13
31
4
73
33

43
20

58
13
13
13

68
19
13
16
48
13

72
12
20

47
12
13
0
40
5

!) I

4
83
29

II

8
23
23

Dalhousie has been ninety-six students, so none of
th ese samples is full y representa ti ve of the total class,
the overall sample represe nting 90%of the 284 students
in the fo ur classes.

38

I

78
29

TABLE II
PERCENT OF ST UDENTS NOT MEETING CRITERIA
(four classes combined)
Habit
EXE RCISE
WEIGHT
SEATBELTS
SMO KI NG
SELF· EXAM
ALCOHOL

Formerly Professor of Fam il y Medicine, Dalhous ie University,
Halifax, N.S.
Currentl y Professor and Chairman, Department of Famil y Medit ine,
l lnivt'rsit y of Wt"stcrn Ontario, London, Ont.
Correspondence: Department of Famil y Medicine, Uni versity of
Western Ontario, London.Ontario, N6A SC I.
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Male
(n=210)

Female
(n=l 36)

Total
(n=346)

54
15
28
6

50
18
19

77

34

32

II

52
16
25
6
60
24

7
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felt that nutntwn, sleep, and exercise were more
important health determinants than no smoking or
moderation in the use of alcohol.

but the accuracy of their reports depends on some
degree of self-awareness.
In the Canada Fitness Survey carried out in 1981 ,
48% of nineteen year old males and 29% of nineteen
year old females consumed some alcohol at least one
to three times weekly; and 37% of males and 46% of
females reported at least occasional smoking. 3 Seventy
percent of young men and women were reported to
be active in exercises such as walking, jogging, cycling
and team sports. As an example of the age distribution
of Dalhousie students, in September 1985, 2/ 3 of firstyear students were aged 20-22 years and most of the
remainder were between 23 and 26 years. 4

At Louisiana State Medical School in 1982, first year
students completed a comprehensive lifestyle questionnaire at orientation and again seven months later 8
The 152 respondents of 184 students in the class had
a mean age of 23.8 years and included 108 men and
44 women. One hundred and thirty-nine did not smoke
and 139 drank an average of 4.4 drinks of alcohol per
week. The class improved its coping skill s as the year
progressed in that they watched their sleep habits and
maintained a strong group of support people around
them.

This Dalhousie survey was started in 1983. That
class would have been picked from the general
population sample of those who were about age 19
in 1981. A comparison would then suggest that firstyear medical students at Dalhousie are less likely to
smoke and somewhat less likely to exercise than others
in their general age group.

It would appear by comparison that Dalhousie
students might be lesser drinkers than these three other
groups but the measures used were somewhat varied.
Generally, medical students do seem to have lower
smoking frequency than average.

I am unable to explain why the first year class of
'86 had 12 (14%) smokers compared with a total of
10 (3. 8%) for the other three first year classes combined.
Simi larly, there were 8 (23%) women in the class of
'88 who took 7 or more drinks a week compared with
7 (7. 7%) in the other three classes combined. The classes
in question might pursue these findin gs for an
explanation and foll ow up.

In a study of 271 doctors in Nova Scotia in 1976,
61% fail ed to meet criteria similar to those used in
this study for exercise, 18% for weight, 57% for seat
belts, 27% for smoking and 39% for alcohoJ.5 Selfexamination behaviour was not determined. It appears
hopeful that graduates of the late '80s from Dalhousie
will be better at buckling up and will smoke less than
their preceding generation of physicians did ten years
ago.

The importance in this Dalhousie review of some
of these behaviours to long range health remains
debatable. In particular, the value of self-examination
of breasts or testicles is still in doubt. I do not
necessarily advocate that either examination ought to
be done by them. The behaviour does indicate in one
way the degree to which first year medical students
actively demonstrated concern for their own health.

A recent report from one American school studying
116 medical students (of which two-thirds were men
and the mean age was 23.9 years) showed some
interesting alcohol usage patterns 6 Assessed six times
during the first 3~ years, men had a group median
tally of 4-6 drinks per week compared with 2-3 for
women. A 40% decline in alcohol usage by men was
noticed as they entered clerkship in third year.
Surprisingly, excessive drinkers (defined as over the
group mean of 9.19 oz./wk. for men and 6.7 oz./wk.
for women) performed better academically first year
than the half of the class below the mean. These
findings suggest that men students tended to reduce
their drinking substantially on entering the clinically
demanding clerkship. The results also suggest that
poor academic perform ance, at least in early years of
medical school , cannot be depended upon as an
identifying risk determinant for problem drinking.

Traditionall y, facu lties have not shown a collective
interest in lifestyles of their students, except perhaps
for some attention to drinking and non-medical use
of drugs. A special series of recommendations to
Canadian and American medical schools concerning
how Faculties could act to improve the health of
medical students was made in 1970. By doing such
things as careful admission hea lth assessments ,
ensuring regular health checks during medical school
and providing professional counselling services, it was
hoped medical student health care could be improved.
A follow-up review of these recommendations ten years
later showed that they had been, for the most part,
ignored 9

The first year class of the University of Massachusetts
Medical School in 1983 was studied using a health
questionnaire.l Eighty-two (81 %) of the 104 students
who responded revealed four students (5%) who were
smoking, eleven having previously quit. Sixty-six
(80%) used alcohol at least twice weekly, averaging
2.7 drinks per time for men and 1.6 for women.
Thirteen students reported they drank over six drinks
each time of drinking. Interestingly, the study group
THE NOVA SCOTIA MEDICAL BULLETIN

Dalhousie medical school offers a personal counselling service through June Penney, who operates out
of the Dean's office, and who can assure her student
advisees confidentiality and separation from the
academ ic assessment process. Dalhousie Student
Health Service has a strong counselling staff. For
students in academ ic difficulty, who may have medical
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problems contributing to a risk of their being asked
to discontinue medicine, a special Faculty fitness panel
has been set up separate from the academic assessment
process, to rule on their fitness to continue their
studies. Dean Murray has recentl y asked a group of
exper ienced Faculty members to review the reinstitution of a Faculty mentor programme. These existing
progra mmes depend on self-referral or academic
difficu lty to identify their users.
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3.
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Dr. Patricia Beresford, interested in general
un iversity student health and lifes tyle counselling
which she does out of the Preventive Medicine Centre
at the Halifax South Park YMCA, sugges ts future
assessments such as this one might also consider as king
students about caffeine use, salt and calcium intake
and assessment of stress levels. Other substances abused
besides tobacco and alcohol could also be reviewed.

5.
6.

7.

Shou ld we be doing something more or are we
intruding into the private lifes tyles of students?
Perhaps the students could help us decide.
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this survey.
0
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The CEDAR CROFT was built in 1877 by David
Lynch of Portland, New Brunswick for the noted
fleet owners, Troop & Son of Saint John, N.B. The
CEDAR CROFT was an exceptionally fast vessel
and is remembered for her win in the race with the
famous barque KINGSPORT. The race was from
Portland, Maine to Antwerp, with both vessels
carrying a full load of grain. The CEDAR CROFT
made the voyage in 32 days with a margin of 5 days
over her famous rival. She is shown in full sale with
light weather.

J. FRANKLIN WRIGHT

"The CEDAR CROFT, all sails set"
oil on canvas 24" x 36"

J Franklin Wri2ht is generally recognized as the foremost Canadian marine painter specialising in ship portraits. He has exhibited
with the distinguished Royal Society of Marine Painters in London as well as with the American Society ofMarine Painters. Frank

is also listed in the important reference dictionary entitled 20th Ceotuzy British Marine Paintin2 by Denys Brooke-Hart. His work
is in many important marine collections on both sides of the Atlantic.

ZWICKER'S GALLERY
Founded 1886

Member of the Professional Art Dealers Association of Canada
Member of the Professional Art Dealers Association of Nova Scotia
Telephone: (902) 423-7662

5415 Doyle Street, Halifax, Nova Scotia B3J IH9
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oCoActifed*
Tablets/Syrup/Expectorant
Antitussive-Expectorant-Decongestant
Indications: CoActifed Expectorant: To facilitate expectoration and control cough associated with inflamed mucosa
and tenacious sputum.
CoActifed Syrup and Tablets: The treatment of cough
associated with inflamed mucosa.
Precautions: Before prescribing medication to suppress or
modify cough, it is important to ascertain that the underlying cause of the cough is identified, that modification of the
cough does not increase the risk of clinical or physiologic
complications, and that appropriate therapy for the primary
disease is provided.
In young children the respiratory centre is especially
susceptible to the depressant action of narcotic cough suppressants. Benefit to risk ratio should be carefully considered
especially in children with respiratory embarrassment, e.g.,
croup. Estimation of dosage relative to the childs age and
weight ~ of great importance.
Since codeine crosses the placental barrie( its use m
pregnancy is not recommended
As codeine may inh1bit peristalSIS, patients with chrome
constipation should be given Coktifed preparations only
after weighing the potential therapeutic benefit against the
hazards involved.
Coktifed contains codeine: may be habit formmg
Use with caution in patients with hypertension and in
patients receiving MAO inhibitors.
Patients should be cautioned not to operate vehicles or
hazardous machinery until their response to the drug has
been determined. Since the depressant effects of antihistamines are additive to those ul other drugs affecting the CNS,
patients should be cautioned against drmking alcoholic
beverages or taking hypnotiCS, sedatives, ps,chotherapeutic
agents or other drugs with CNS depressant effects during
ant1histaminic therapy.
Adverse Effects: In some patients, drowsiness. dllzmess.
dry mouth, nausea and vomiting or mild st1mulation may
occur.
Overdose: Symptoms: Narcosis is usually present,
sometimes associated with convulsions. Tachycardia,
pupillary constriction, nausea, vomiting and respiratory
depression can occur.
Treatment: II respiration is severely depressed. administer
the narcotic antagonist, naloxone. Adults: 400 ~g by i.•. i.m .
or s.c. routes and repeated at 2 to 3 minute intervals if necessary. Children: 10 ~glkg by i.v., i.m. or s.c routes. Dosage
may be repeated as for the adult administration. Failure to
obtain significant improvement after 2 to 3 doses suggests
that causes other than narcotic overdosage may be responSible for the patients condition
If naloxone is unsuccessful, institute intubation and
respiratory support or conduct gastric lavage in the unconscious patient.
Dosage: Children 2 to under 6 years: 2.5 mL 4 times a
day. Children 6 to under 12 years: 5 mL or I! tablet 4
times a day. Adults and children 12 years and older:
10 mL or 1 tablet 4 times a day.
Supplied: Expectorant: Each 5 mL of clea( orang~ syrupy
liquid with a mixed fruit odor contains: triprofidine HCI2 mg,
pseudoephed11ne HCI30 mg, guaifenesin 100 mg, codeine
phosphate tO mg. Available in tOO mL and 2 L bottles
Syrup: Each 5 mL of clea( dark red, syrupy liquid with apineapple odor and a sweet black currant flavor contains: triprofl·
dine HCI2 mg, pseudoephedrine HCI30 mg and codeine
phosphate 10 mg. Avmtable in 100 mL and 2 L bottles.
Tablets: Each white to oil-white, biconvex tablet, code
number WELLCOME P4B on same s1de as diagonal score
mark, contains: triprolidine HCI4 mg, pseudoephedrine HCI
60 mg and codeine phosphate 20 mg. Each tablet is
equivalent to 10 mL of syrup. II tablet is broken in half, it
reveals a yellow core. Bottles of 10 and 50 tablets.
Additional prescribmg information available on request.
·Trade Mark W-610

SEARCHING FRANCOPHONE DOCTORS
La Federation acadienne de la Nou velle-Ecosse est
en train de melll>e sur pied un fi chier centra l
d'informa tion. Ce service de reference sera oriente
vers Ia popu lation francopho ne de Ia region
metrcipoli taine d'Halifax.

Si vous desirez donner votre nom et vo tre speciali te
ou si vous connaissez d'autres personnes interessees
par ce projet, vous etres invites a contacter Mme
Joanne Beauchamp au 421- 1772.

RRSPs
RRIFs
DEPOSITS
TRUSTS
ESTATE
PLANNING

We have
plans for
your future.
Atlantic
Trust
Atlantic Trust Company
of Ca nada

Branches:
Halifax
Barrington
at George Street
Halifax, N.S.
B3j 3C4
422- 1701

Wolfville
270 Main Street
Wolfville, N.S.
BOP IXO
542-5771

IPAABl

~
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Cancer of the Breast: Recent Advances in
Immunological Treatment
Tarunendu Ghose,* MBBS, PhD, FRCPath (UK), A. Huntley Blair,** PhD
and Clennel E. vanRooyen,t MD,

Halifa x, N.S.
Cancer of the breast is the most common cancer
in women (i.e. 27% of all female cancers) and accounts
for 18% of cancer dea ths in females. l-3 It is estimated
for North America that breast cancer will strike one
out of every eleven females at some time during their
life. 1 At present, the incidence of breast cancer in
Canada is 73 / 100,000 women per year. 4 5 In the 1986
census (verbal communication from Statistics ,
Canada), the populations of Halifax City, Metropolitan Halifax (i.e. Halifax, Dartmouth, Bedford and
Sackville), Nova Scotia and Canada were 113,577;
295,990; 873,176 and 25,354,064 respectively. Assuming
a male to female ratio of 1:1 (the precise ratio in Canada
is 0.98:1) 5 the annual number of new cases of breast
cancer will be H alifax City (41), Metropolitan Halifax
(108), Nova Scotia (3 12) and Canada (9,254) respectively. In the U.S.A., 92 new cases of breast cancer
are diagnosed every year for every 100,000 females. 1
The es timated incidence in the U.S.A. for 1986 was
123,000 new cases, and the expected mortality for 1986
was 40,200 (i.e. 39,900 females and 300 males).

removed or des troyed by local modalities of treatment
such as surgery or irradiation. It is, therefore, not
surprising that a variety of cytotoxic drugs and/ or
hormones are being used in the treatment of breast
cancer after definitive primary therapy (i.e. adjuvant
therapy) with the expectation that they would eradicate
or inhibit micrometastases that otherwise would be
fatal.
The Consensus Development Conference on Adjuvant Chemotherapy and Endocrine Therapy for Breast
Cancer, September 9-11, 1985,6 had concluded that
"adjuvant chemotherapy has demonstrated a highly
significant increase in disease-free survival and a
significant reduction in mortality in premenopausal
women with histologically positive axillary lymph
nodes". However, "while survival advantages are
evident, they remain far from ideal and improvement
in the effectiveness of chemotherapy is a goal that must
be given highes t priority". The efficacy of adjuvant
chemotherapy for postmenopausal women with
histologically positive axillary lymph nodes is far more
limited, and the es timates of increases in disease-free
survival and overall survival are small.

STATUS OF CURRENT METHODS
OF TREATMENT
The dea th rates from breast cancer (i.e . .027% in the
U.S.A. and .028% in Canada) have remained virtually
unchanged for the past 50 years. 1 4 The most important
reason why we have failed to have any positive effect
on the mortality from this disease can be explained
by the fact that most methods of trea tment are directed
towards local removal of tumors, even though there
is spread of tumor cells beyond the initial site at the
time of diagnosis. Thus a rational approach for
improving the results of trea tment of breast cancer
and for havi ng any impact on the inexorable mortality
of this disease should be based on: i) earl y detection,
especiall y before the spread of tumor cells beyond the
primary site; and ii) development of methods of
treatment that would eradicate tumor microemboli and
mi crometastases of the primary lesion that are not

Unfortunately, elimination of that last tumor cell
by administering a cytotoxic agent (or radiation)
can not be assured because cy totoxic agents (and
radiation) damage normal cells as well as tumor cells.
Res ults of trea tment with chemotherapeutic agents are
improved by ad ministering multiple agents in
carefully designed treatment schedules and this is
reflected in the greater survival rates for a number of
cancers. Notwithstanding such improvements, tumor
cells still survive therapy in many cases because of
the necessity of limiting dosages of agents to levels
that do not produce unacceptable side effects in the
patient. 1
IMMUNOLOGICAL APPROACHES FOR THE
TREATMENT OF BREAST CANCER
The key to more successful therapy lies in developing
more specific modalities. One of the most specific
interactions in nature is that between antibody and
antigen, the basis of the immune reaction. Immune
reac tions may play a role in natural defence mechanisms against cancer. The application of immunological methods in the diagnosis and treatment of
cancer is based on the fact that ca ncerous change is
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form of cancer. 14 Preliminary resu lts from several
centres, including the National Cancer Institute
(U.S.A.) and the Harvard Medical School, have also
demonstrated the effectiveness of interleukin-2 in
activating killer cells against a patient's own tumor.
The cells that are activated to attack and kill tumor
cells, belong to the so called null cells (i.e. those that
are neither T or B lymphocytes) and are more
appropriately designated as lym phokine-activated
killer cells (LAK cells). For activation, these cells have
been obtained either from the patient's peripheral
blood or from the tumor itself. The results of treatment
of human cancer with interleukin-2 and LAK cells,
though promising, are still very preliminary. Furthermore, this method of treatment is associated with
considerable toxicity (at least one patient's death can
be attributed to toxic side effects of treatment) and
is also very expensive. 1s 16 Studies are continuing at
several centres to confirm the initial results and to
devise methods for overcoming complications.

usually accompanied by the appearance on the surface
of cancer cells of antigenic moieties, that are not
demonstrable in the normal homologous tissue. There
is also evidence that many human tumors synthesize
substances that are either absent from or are produced
in extremely limited amounts by adult normal tissues.
These substances are called tumor associated antigens
when either they provoke or serve as targets of
immunologic reactivity. A number of tumor associated
antigens has been detected in breast ca ncer tissue. 8
Immunological methods that are currenily under
investigation for the trea tment of cancer include: i)
active immunization, either for the prevention of
cancer or the treatment of an existing lesion and/ or
its metastases; ii ) potentiation and amplification of
the attack of a patient's own immune cells, especially
cytotoxic T cells and killer cells against cancer cells
with the use of products of T lymphocytes (e.g.
interleukin 2), B lymphocytes (i.e. antibodies) or
products of a variety of immune-system associated cells
(e.g. interferon, tumor necrosis factor, etc.); and iii)
use of antitumor antibodies, either to destroy cancer
cells directly or to target cytotoxic agents selectively
against cancer cells.9

ANTIBODIES
Antitumor antibodies, the product of tumor-antigen
sensitized B cells, because of their specificity, were
thought to be ideal for the selective destruction of
tumor cells. However, our experience and that of others
in experimenta l models, and results of recent phase I
clinical trials of antitumor antibody alone have been
disappointing, although, in an occasional patient,
results were dramatic. Antibodies themselves are not
inherently cytotoxic and their binding to a target cell
does not affect growth except in rare instances. It is,
therefore, essential to increase the cytodestructive
effective of antitumor antibodies, e.g. by their linkage
to cytotoxic agents. a
Antibodies are protein molecules (i.e. immunoglobulins) that are produced by man and other animals
after exposure to various foreign substances termed
antigents. e.g. bacteria, viruses and chemicals. An
antibody has the capacity to unite with and bind firmly
to the antigen that elicited its production. This binding
is highly specific; in other words, like locks and keys,
only given pairs fit. Few chemical reactions can match
the sensitivity and specificity of an antigen-antibody
reaction. It is, therefore, not surprising that one
approach has been to use antitumor antibodies, not
as cytotoxic agents themselves, but rather to confer
specificity on drugs and radionuclides by targeting
them. 8 (This is necessary because, as already stated,
most anticancer drugs and ionizing radiations are not
cancer specific. They dam age cancer cells as well as
normal proliferating cells.l)

VACCINATION (ACTIVE IMMUNIZATION)
Active immunization has been remarkably successful
in the prevention of those animal cancers that are
caused by viruses, e.g. leukemia and leukemia-like
conditions in cattle and poultry. Prevention of these
cancers has contributed considerably to the financial
well being of the food industry in several countries,
including Canada. For example, vaccination has
eliminated bovine leukemia in Canadian herds and
the scourge of Marek's disease in turkeys. 10
Viruses have been implicated in several human
ca ncers. 11 For example, the hepatatis B virus may be
one of the causes of liver cancer and the World Health
Organization (WHO) has an ongoing program for
vaccination against it. It will be interesting to see
whether vaccination against hepatitis B prevents liver
cancer as welJ. 12 Other human cancers against which
vaccination may be effective include the Burkitt's
lymphoma and nasopharhygeal carcinoma (etiologically associated with the infectious mononucleosis
virus i.e. the Epstein-Barr virus), and carcinoma of
the penis and the uterine cervix (associated with the
human papilloma or genital wart virus). 13 However,
there is no conclusive evidence for a viral etiology of
human breast cancers.

INTERFERON AND INTERLEUKINS

To circumvent this problem, the drug or radion uclide is lin ked to the antibody to form a conjugate
that can be administered to the tumor host. The
conjugate travels within the host to the tumor area,
where binding can take place with the target antigen
on the surface of tumor cell s. In the case of conjugated

Though the rather unrealistic expectation of the
effectiveness of interferon against all types of cancer
has not been supported by the results of clinical trials,
this agent has been found to be effective in the
treatment of hairy cell leukemia, a rather uncommon
THE NOVA SCOTIA MEDICAL BULLETIN
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TUMOR IMAGING WITH ANTIBODY LINKED
RADIONUCLIDES (RADIOIMMUNOIMAGING
OF TUMORS)
A fundamental requirement, for antibody mediated
targeting, is that antibodies directed against tumor
antigens consistently localize in tumor tissue when
administered to the tumor host. T hat this is indeed
the case was fi rs t demonstrated by studies in our
laboratory using radiolabeled antitumor antibodies. 19
Localization was found to occur in amounts adequate
for tumor detection and treatment in experimental
tumors, human melanoma xenografts and cancer
patients. The selective localization of radionuclidelabeled anti tumor antibodies in tumors is the basis
of radio-immunoimaging of tumors. It is recognized
that our laboratory in Halifax was one of the first
to demonstrate that antibody-linked radioactive iodine
(and other radionuclides) can detect tumors in cancer
patients. 19 2o Success rates at our centre and elsewhere
have va ried from 70% to 99.8%. One encouraging fact
is that even very small deep seated tumors (that are
undetectable by other currently available methods) can
be visualized by radio-immunoimaging. 8 19 We expect
that monoclonal anti-breast cancer antibodies will
help us to detect small hidden metastases by radioimmunoimaging and then eradicate them with antibodylinked cytotoxic agents.
Among cytotoxic agents that have been linked to
antitumor antibodies are: drugs such as Methotrexate®, daunomycin and chlorambucil; toxins such as
gelonin, pokeweed anti viral protein, abrin, ricin,
diphtheria toxin, and Pseudomonas exotoxin;21
radionuclides such as 131!.8 22 In general, immunotoxins (i.e. antibody-linked toxins) have shown less
consistent antitumor action than drug conjugates.8
T he very high potency of toxins makes specificity even
more stringent. Uptake of conjugates by nonspecific
processes also results in too high a toxicity to be
clinicall y acceptable. The therapeutic use of immunotoxins has been confined mainly to the elimination
of leukemia/ lymphoma cells or T cells from bone
marrow in vitro, prior to bone marrow transplantation8 Studies in our laboratory demonstrated that
injection of 131 I labeled antibodies could prolong the
survi val and produce cure in a proportion of tumor
bearing mice. 22 Further evidence of tumor regression
has been obtained with antibody-bound 131 I after local
administration, e.g., in ovarian cancer, ascites tumors
and some liver tumors. However, responses were
transient and the amounts of radioactivity necessary
for tumor eradication may be unacceptably high.23
Long term survival of tumor-inoculated animals has
been achieved with certain drugs in conjugate form ,
e. g. Methotrexate®, daunorubicin, and vindesine.s 21
Beca use of its widespread clinical use and well
elucidated structure-action relationships, modes of
action and induction of drug resistance and the
reversibility of its toxicity with leucovorin, etc., we

radionuclides, detection of emitted radiation by an
imaging instrument such as a gamma camera, serves
to delineate the site of the radioactivity and hence the
tumor. In the case of a conjugated drug, bound
conjugate may be taken up by cells through endocytosis which allows access of the drug to target
molecules. However, the endocytosis process would
not be required in cases where the target of the linked
cytotoxic agent was on the cell surface.

MONOCLONAL ANTIBODIES
T he antibody-based targeting of drugs and radionucl ides towards cancer cells has been greatl y facilitated
by the production and availability of monoclonal
antibodies. Monoclonal antibodies are produced by
individual clones of hybrid cell s referred to as
hyb ridomas. T heir introduction by Kohler and
Milstein in 1975 (for which they were awarded the
Nobel Prize in Medicine), has revolutionized the scope
of the application of antibodies in biology and
medicine. 17 T he methodology for their production
provides, in principle, a technique for obtaining
virtually unlimi ted quantities of antibody preparations in which 100% of the molecules are identical
and will react identically (and uniquely) with a given
antigen. It is the consistency of their reactivity that
makes them so useful. Furthermore, for targeting, any
substantial differential in tissue localization of an
antibody in favour of tumor is likely to add to the
chemotherapeutic index of linked agents.
Many laboratories, including our own, are now
engaged in the production of monoclonal antitumor
antibodies. For example, in our laboratory we have
already produced monoclonal antibodies against
human kidney cancer, human leukemic cells and are
at present in the process of producing monoclonal
antibodies against human breast cancer. 18
In addition to their application for the treatment
of cancer (either by themselves or as conjugates of
cy totoxic agents), monoclonal antitumor antibodies
are increasingly being used also for the diagnosis and
moni toring of cancer and several other diseases. This
includes the immunochemical diagnosis of cancer. For
example, monoclonal antibodies are rapidly becoming
a standard tool for diagnosis by microscopic examination of tissue samples in cancer and other diseases,
especially autoimmune diseases involving kidneys,
lucygs, th yroid, etc. We shall use our anti-breast cancer
monoclonal antibodies fo r distinguishing benign
breast lesions from breast cancer and thus obtain
reagents that will provide an objective basis for
establishing the diagnosis of breast cancer, especially
when lesions are early and when morphological
examination by itself is not conclusive. Monoclonal
antibodies can be used also to detect cancer- or fetusproduced materials in body fluids for the detection
of cancer or pregnancy and evaluation of the success
of cancer treatment. 8
T HE NOVA SCOTIA MEDICAL BULLETIN
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have focused our attention on the antimetabolite
Methotrexate®. When covalently coupled to an
antibody against mouse lymphoma, the conjugate
inhibited tumor growth more effectively in vivo than
did free Methotrexate, free antibody, Methotrexate
follow ed by antibody or Methotrexate linked to
nonspecific IgG antibody. Seventeen out of 27 treated
mice survived tumor free for over a year, i.e. were
cured.24 Other studies in our laboratory showed that
a Methotrexate® anti-melanoma monoclonal antibody
conjugate inhibited a human melanoma xenografts
more effectively than the monoclonal antibody, the
free drug, a mixture of Methotrexate and monoclonal
antibody, or the drug-linked to normal mouse IgG.
A polyclonal anti-human melanoma IgG conjugate
was tumor inhibitory to a lesser extent than the
Methotrexate-monoclonal antibody conjugate. 25 Prior
to this, we had shown that after i.v. inj ection, these
two antibodies se lec tivel y localized in human
melanoma xenografts. 26

action of most chemotherapeutic agents follows first
order kinetics, the smaller the tumor the smaller the
number of residual cells. Also, there are likely to be
smaller numbers of antigen-negative and drugresistant cells. Lastly, cells in a small tumor are likely
to be in cycle and in the logarithmic phase of
proliferation, rendering them more vulnerable to
chemotherapeutic agen ts.
Most monoclonal antitumor antibodies are at
present of mouse origin and, therefore, likely to be
immunogenic in patients and may provoke immediate
hypersensitivity or immune co mplex mediated
harmful reactions. However, after removal of aggregated lgG from chlorambucil-antimelanoma IgG
conjugates, we failed to detect any precipitating
antibody in patients given repeated inj ections of
chlorambucil-pol yclonal IgG. 21 Removal of IgG
aggregates and initial high doses of anti-tumor IgG
ma y induce tolerance instead of provoking a humoral
response. Patients who are being given repeated
inj ections of antibody- link ed agents should be
monitored by sk in testing and assay of serum.
Fortunately, it has now become possib le to produce
monoclonal antibodies from human lymphocytes so
that the antibodies, being of human origin, can be
given more safely to patients. 29 Furthermore, using
genetic engineerin g methods, it will soon be possible
to dramatically scale up production of monoclonal
antibodies of given specificities 8 With the help of a
Dalhousie Medical Research Foundation assisted
medica l student, we have started a project for the
production of human monoclonal antibody against
breast cancer.

CLINICAL TRIALS
Limited clinical trials have been carried out. In our
Phase I study of melanoma, thirteen consecutive
patients with inoperable recurrent malignant melanoma were treated with chlorambuci l bound to goat
or rabbit anti-human melanoma IgG . Two patients
showed an objective tumor regression; 5 others showed
stabilization; and 7 showed progression of their disease.
The median survival of responders and stabilizers was
20 months. Immuno-chemotherapy prolonged survival compared to that in a DTIC-trea ted gro up
(P<O.OS). Our double-blind randomized study supports this conclusion (unpublished observations). 21
Melin o and co-workers carried out a stud y of
neuroblas toma. Of 7 neuroblastoma patients given
inj ections of conjugated chlorambuci l and daunorubicin (I mg/ kg), two with stage IV disease showed
partial regression of tumor while those with less than
stage IV disease had no evidence of disease after 3
years. 2s These phase I trials have demonstrated that
this is a clinically feasible procedure with acceptable
hazards; antibody-linked agents can be administered
safely wi th onl y minor toxicity.
PROSPECTS
We believe that like chemotherapy, the most
promosin g use of immunochemoth erapy (i.e.
antibody-linked agents) will be for eradication of
disseminated tumor cells and mircometas tases (i. e. the
real problems in the treatment of cancer). Surgery and/
or radiation will remain the effective and preferred
methods for local/regional treatment. Reasons for
small metastatic lesions being most amenable to
immunochemotherapy include ease of accessibility
and diffusion of agents, and lack of avascular areas.
We have demonstrated that small tumors show high
specificity of localiza tion of anti-tumor antibodies.
Levels of circulating antigen that would neutralize
carrier antibodies are also less likely. As the cytocidal
THE NOVA SCOTIA MEDICAL BULLETIN

Monoclonal antibodies of a specific type can behave
as an antigen and thus have the potential for being
used as a form of vaccine for active immunization
against cancer. We have stated that an antigen fits
like a key to the binding si te of its antibody. It is
now possible to prod uce antibodies to the binding site
of an antibod y. These are ca lled anti-idiotypic
antibodies. As both an antigen and an antidiotypic
antibody fit with the binding site of a given antibody,
the confi gurati ons of an antigen and the antiiodiotypic antibody have necessaril y to be identica l
(i.e. two keys fiuin g a given lock have to be identical
or at leas t have a major common configuration).
Antid iotypi c antibodies thu s possess the steric
configuration of the antigen and, therefore, hybridomas producing a ntidi otyp ic antibodies aga in st
antibreast cancer antibodies wi ll provide a_n unlimited
so urce of the ca ncer antige n co nfiguration for
immunization of susceptibl e popul ations. 3o The
effecti ve ness and feasibility of this attracti ve hypo thesis
have to be ex plored.
Exciting developments in several allied scientific
fields (i.e. our understanding of the biology of breas t
cancer cells and the reasons for the limitations of the
current methods of treatment, the feasibility of the
180
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production of monoclonal antibodies against breast
cancer, the development of methods for the linkage
of cancer chemotherapeutic agents to antibodies with
re tention of drug and antibody activities, etc.), have
set the stage for devising novel and more effective
methods for the treatment of breast cancer. We have,
so far, failed to make any impact on the inexorable
outcome of this dreadful disease that afflicts one out
of every eleven females in this hemisphere. We hope
that there wi ll not be any hesitation in deploying
enough resources to take advantage of these openings
in our struggle against cancer. It should be pointed
out that the monoclonal antibody technology is a very
active and productive area of modern biotechnology,
with the potential of a variety of applications in
pharmaceutical and chemical industries, and it can
generate economic activity based upon the cooperation, collaboration and technology transfer
between university, government and industry.
D
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Permanent position available July I, 1988 for a family
practice on islands in southwest Nova Scotia. Serves
1300 people in three communities. Office, as well as
two bedroom apartment available for rent, good
ambulance service and public health nurse. Subsidy
and guaranteed minimum annual income available.
Hospital 60 km away in Digby. Privileges may be
granted.
Contact: Freeport Village Commission, P.O. Box 31,
Freeport, N.S. BOV lBO
or call Bob Webb (902) 839-2173.
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Gestational Trophoblastic Disease Registry
UPDATE- 1986
R.C. Fraser,* MD, FRCS(C), I. Zayid,*" MD, FRCP(C),
M.L. Givner,t PhD, and B. Pierce,tt RN ,

Halifax, N.S.

A total of 30 new patients entered into the Nova
Scotia Gestationsal Trophoblastic Disease Registry
and Surveillance Program in 1986. Nineteen patients
were confirmed to have benign hydatidiform mole
(HCG titres returned to normal with no treatment
other than the original D&C); four patients developed
N.M.G.T.D.; one patient developed M.G.T.D.; one
patient presented with non-gestational trophoblastic
disease (choriocarcinoma); five patients had partial
mole. (Table I)

GLOSSARY:
D & C - Dilatation and Curettage
NMGTD - Non-metastatic gestational trophoblastic
disease
MGTD- Metastatic gestational trophoblastic disease
HCG - Huma n chorionic gonadotrophon (serum Beta subunit assay)

Titres Normal
Of the nineteen patients confirmed to have benign
hydatidiform mole, II had HCG titres which returned
to normal in 4-8 weeks, 6 in 8-12 weeks, and 2 in
12-15 weeks.

TABLE!
THE EXPERIENCE OF THE REGISTRY IN 1986
Benign Mole
NMGTD
MGTD
Non-gestational choriocarcinoma

19
4
I
I

NMGTD
Four patients developed non-metastatic gestional
trophoblastic disease and required adjunctive chemotherapy to eradicate their disease.

Partial mole
TOTAL

30

Two of the four were asymptomatic but had
plateauing HCG titres. They were treated with two
courses of alternating single agent chemotherapy and
both remain in remission.

DIAGNOSIS
Ultrasound remains the diagnostic method of
choice. Seventeen ultrasounds were performed on 24
patients. Fourteen were positive for hydatidiform
mole. Three patients who had negative ultrasounds
were subsequently found to have a molar pregnancy.
This represents a false negative rate of 18% for
ultrasonography in this condition.

Two patients required a second D&C and one of
the two had a hysterectomy performed. The pathology
reports revealed residual molar tissue and invasive
mole respectively. They were treated with two courses
of alternating single agent chemotherapy and both
remam m rem1sswn.

Six patients were diagnosed following uterine
curettage for the following; incomplete abortion (2),
missed abortion (3), therapeutic abortion (I).

MGTD
One patient developed metastatic gestational
trophob lastic disease. She presented with plateauing
HCG titres and, on investigation, a positive chest xray established the diagnosis of low risk MGTD. She
was treated with five courses of alternating single agent
chemotherapy and remains in remission.

Two patients were diagnosed when suspected
ectopic pregnancies were investigated.
Two patients had no information provided to the
registry.

Choriocarcinoma
From the Nova Scotia Gestationa l Trophoblastic Disease Registry,
Department of Obstetrics and Gynecology, Dalhousie University,
Halifax, N.S.

One patient presented with non-gestational metastatic trophoblastic disease (choriocarcinoma) and her
case study follows.

•Head, Department of Gynecology, Victoria General Hospital.
.. Professor of Pathology, Department of Pathology, D.]. MacKenzie
Diagnostic Center.
tHead, Endocrinology Lab, Victoria General Hospital, and
Associate Professor Pathology, Dalhousie University.
ttCo-ordinator GTD Registry.
THE NOVA SCOTIA MEDICAL BULLETIN

Case Study Non-gestational Trophoblastic
Disease (Choriocarcinoma)
T his 23 year old women with primary amenorrhea
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presented with excessive vaginal bleeding which
initiall y settled following IV premarin. Four weeks
later the bleeding recurred and at this time a biopsy
taken from visible tumor in the lower anterior vagina
was found to be highly suggestive of choriocarcinoma.

Twenty-three patients had HCG titres which
returned to normal in 8 weeks or Jess. The remaining
6 patients entered the study late (5 at 2Y2 months, I
at 5 months) and their titres were normal on entry.
Follow-up for all 29 patients was uneventful and
ranged from 5-12 months (27 pts) to 1-2 months (2
pts).

Past history was unremarkable other than investiga tion for primary amenorrhea at age 15. Subsequent
testing on this admission revealed the patient to be
an XY gonadal dysgenesis.

The regis try will continue to recommend six months
of follow-up with HCG titres for the patient with
partial mole. This decision is based on recent literature
which suggests that 5-9% of patients with partial mole
will develop persistent gestational trophoblastic
disease. (Berkow itz RS et al. Natural History of Partial Molar

Investiga tions in hospital included a CT scan of
the brain, abdomen, and pelvis, all of which were
normal. The chest x-ray showed a coin lesion in the
right mid-zone of the lung. A serum Beta sub unit
HCG done at the time of admission was 58,002 IU /
L. A CSF Beta HCG was 59.2.

Pregnancy. Obstet Gyneco/ 1985; 66: 677-681).

TOTAL EXPERIENCE- Gestational
Trophoblastic Disease

Laparoscopy and repeat tumor biopsy for karotyping were performed. The Japaroscopy revealed an
infantile uterus with streak gonads. A tumor mass
involving the posterior aspect of the uterus, the left
strea k gonad, a nd the left broad ligament was
visualized. Histology from the vaginal tumor biopsy
confirmed the presence of choriocarcinoma (XY karotype).

A total of 398 patients (partial mole excl uded) have
been registered with the Nova Scotia Gestational
Trophobl as ti c Disease Regis try as of December, 1986.
(Tab le II )
TABLE II
SOURCE OF REGISTERED PATIENTS

The patient was begun on a Bagshaw's modified
regime (EMACO) for high risk choriocarci noma which
consisted of VP16, Methotrexate® with leucovorin
rescue, and Actinomycin D on Day I and 2, and
Cyclophosp hmide and (oncovin ) Vincristine on day
8 repeated in cyclic fashion.

1965-70

1971-75

1976-80

1981-85

1986

13(4)

27(8)
8(6)

108( 13)
31(2)

72(14 )
46(8)

18(1)
5(3)

4(0)
15(4)
1(0)

9(0)
39(5)

0
2(2)

Nova Scotia

Ncv,r Bruns\virk
Prince Edward
Island
Newfou ndland
St. Pierre

Following six co urses of chemothera py the pa tient's
H CG titres had retu rned to norm a l and an abdominal
hysterectomy, bilateral salpingectomy and biopsy of
omentum were performed. No viable tumor was found
in the pelvis. Tissue from the right "streak " sent for
cytogenetic testing revea led that a ll cells were diphoid
and showrd XV chromoso me constitution.

Total number of patients
Number requiring Rx
(in parenthesis)

398
70 or 18 percent

Benign Disease
Three hundred and twenty-eight patients were
confirmed to hav e benign disease requmng no
trea tment other than the original D & C. (Table III)

This patient subsequently received an additional five
co urses of the sa me chemotherapy. She tolerated the
treatm ent well with only transient nause a and
vomiting, no fever or lower GI symptoms and no
findings of toxicity. At this time she is four weeks
post compl etion of therapy and remains in remission.
She con tinues to receive weekly HCG determinations.

TABLE III
TOTAL EXPERIENCE OF THE REGISTRY
Benign Mole
NMGTD post molar pregnancy
MGTD post molar pregnancy
Choriocarcinoma (confirmed)

THE QUESTIONABLE OR PARTIAL MOLE

II

9

397

In 198 1, a study to evaluate the clinical significance
of the partial mol e (hydatidiform degeneration ) was
begun.

Non-gestationa l choriocarcinoma

To the end of 1986, a total of 30 patients with partial
mole have been registered. Twenty -nine patients have
had their pathology reviewed by Dr. I. Zayid of the
Dr. D.J. MacKenzie Diagnostic Centre, Victoria
General Hospital, Halifax,N. S. One patient was lost
to follow-up.

Non-metastatic and Metastatic Disease

THE NOVA SCOTIA MEDICAL BULLETIN

328
49

I

398

Fifty-two patients developed persistant non metastatic gestational trophoblastic disease. Seventeen
patients developed metastatic disease. Nine of these
patients had histologically confirmed choriocarcinom a and are dealt with separately.
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Sixty patients (49 had NMGTD, II had MGTD )
were successfully treated with 1-8 courses of chemotherapy and remain in remission. (Table III )

The follow-up protocol for patients with ges tational
trophoblastic disease as recommended by the Nova
Scotia Gestationa l Trophob lastic Registry is as
follows:

Choriocarcinoma

After hospital discharge:

Nine patients had histologicall y confirmed choriocarcinoma. Six of the nine had metastatic disease and
three non-m etastatic disease. (Table IV)

a)

"b) HCG monthl y for one yea r. Pregnancy is permissible after 6 months of normal titres. If pregnancy
is suspected an ultrasound is indicated for earl y
confirmatio n.

TABLE IV
CHORIOCARCINOMA
(confirmed histologically)

If chemotherapy was required then follow-up as
follows:

Choriocarcinoma (confirmed histologica ll y)
9 patients
Post ectopic
Post molar pregnancy
Post normal pregnancy

Etio logy unknown

H ys t ·DUB- pas preg test

(M)
(NM)
(M)
(NM )

I
I
4 (3 died)
I

(M)

I (recurrent chorio
-expired 1987)

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

a)

HCG weekly un til three consecutive normal levels
are achieved. Then ..... .

b) HCG monthl y for one year. Then ..... .
c)

HCG once very three month s for o ne yea r.
Pregnancy is permissibl e after 12 mo nth s of
norm al titres. If pregn ancy is suspected an
ultrasound is indica ted for earl y confirmation.

(N M)

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

5 patients a li ve and well
M = Metastat ic
NM = non Metastatic

a)

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

Three of the six patients with metastatic choriocarcinoma died. All three were diagnosed followin g
a normal pregnancy and died of either advanced disease
or complica tions of chemotherapy.

b) HCG once a month for two yea rs. Pregnancy is
permi ssible after two years of normal titres. Once
aga in if pregnancy is suspected an ultrasound is
indicated.

Five patients (2 with non-metas tatic disease and
three with metastatic disease) are alive and well
foll owing adjunctive chemoth erapy and/ or surgery.

d) HCG once every six months for the fourth year.

c)
e)

HCG once every three months for the third yea r.
Yearly thereafter.
D

One patient, diagnosed and trea ted three years ago
for metas tati c choriocarcinoma is currently being
trea ted for recurrent disease. This patient had a 2!6
year remission between the tim e of her original Dx
and 1st recurrence. (Expired- 1987).
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Non-gestational Choriocarcinoma
One patient presented with non-ges tational metastati c choriocarcinom a. (See case study)
•
•
•
•

FOLLOW-UP RECOMMENDATIONS
Approximately 16% of the patients who have had
a mol ar pregnancy will require adjunctive chemotherapy and/ or surgery to erradica te their di sease. For this
reaso n follow-up with HCG titres is essential and can
not be too grea tly emphasized. Registration with the
Nova Scotia Registry is recommended and can be made
by writing to the Nova Scotia Gestational Trophoblastic Disease Registry, c/ o Department of Gynecology,
Suite 5004, Dickson Bldg. , Victoria General Hospital,
Halifax, N.S. B3H 2Y9. Phone 428-2263 or 428-2366.
THE NOV A SCOTIA MEDICAL BULLETIN

Suite 1100
Cogswell Tower
2000 Barrington Street
Halifax. Nova Scotia
(902) 421-1734

Business and Personal Tax Planning
Personal Financial Planning
Preparation of Financial Statements
Computerized Accounting Systems

Doane
Raymond
Chartered Accountants
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The 23rd Meeting of Council began as the Medical
Society Officers, accompanied by Dr. Athol Roberts, President of
The Canadian Medical Association, the Division Presidents, and
Mr. D.D. Peacocke paraded through Council Chambers to the
head table. Following call to order by Dr. Rob Stokes, Chairman
of the Executive and General Council, the Officers and Dr.
Roberts were introduced.
Mr. Peacocke read the names of Society members deceased since October 1, 1986 as follows: Dr. David B. Archibald
of North Sydney; Dr. Ralph Wm. M. Ballem ofDartmouth; Dr.
Robert M. Caldwell of Yarrnouth; Dr. Herbert R. Corbett of
Sydney; Dr. William A. Hewat of Lunenburg; Dr. Herbert L.
Knodell of Halifax; Dr. Daniel A. MacDougall of Antigonish;
Dr. Donald A. MacFadyen of Truro; Dr. Samuel Marcus of
Bridgewater; Dr. Kaushika C. Marfatia of Bridgewater; Dr.
Robert Mattey of Berwick; Dr. A.G. Patrick McDermott of Halifax; Dr. Devere T. Mosher ofLouisbourg; Dr. Roy G. Munroe
of Stellarton; Dr. Robert W. Napier ofHalifax; Dr. Donald M.
Nicholson ofHalifax; Dr. Henry C. Reardon of Annapolis Royal;
Dr. Arthur Shane of Halifax; Dr. Albert M. Sinclair of Halifax;
Dr. Gordon K. Smith ofHantsport; and Dr. Bentley R. Wilson of
Middleton.
The Transactions of the 22nd Meeting of Council and
133rd Annual Meeting (1986) as printed in the December 1986
issue of The Nova Scotia Medical Bulletin were approved
Council approved a motion that the narrative of all
reports and supplementary reports be received for information.

of the Physician Insurers' Association of America "with almost
any lawsuit that we investigate in our company, somewhere along
the line there is a breakdown in communication followed by a
breakdown in confidence". He added that many examples could
be given where the motivation that made a patient a plaintiff was
borne of a breakdown in communications, either with the physician or a member of his staff. Mr. Peacocke, continuing with the
reference, stressed that receptionists and other office personnel
must know how each physician wants telephone calls handled
adding that physicians who have designed instruction charts for
their office staff on this matter find it helpful indeed.
Mr. Peacocke paid tribute to the Society office staff
whom he declared to be efficient, capable, loyal and dedicated. (

EXECUTIVE COMMITTEE CHAIRMAN'S REPORT
In his report to Council Dr. Stokes provided a concise
resume of business conducted by the Executive Committee during
the past year.

He noted that in September 1987 the Executive Committee approved By-Law changes which had been examined by the
Executive Committee and the By-Laws Committee on numerous
occasions during the year. Dr. Stokes gave Council a brief
explanation of the rationale for each of the proposed changes
which follow:
RESOLUTION 1

EXECUTIVE DIRECTOR'S REPORT
"THAT Sections5.2.1 and5.2.2. of the By-Laws of The
Medical Society of Nova Scotia be amen:ded to read:
5.21 Application for recognition as a Section of the
Society must be presented to the Executive Committee
not less than three months before the Annual Meeting ,
and shall be published in the Bulletin at/east one month
prior to the AMual Meeting.

Mr. Peacocke's report provided Council with information on action taken by the Society relative to decisions made at
Council 1986. Highlighted was his reference to doctor/patient
communications regarding the volume of complaints directed to
the Society. He drew attention to CM.P.A. Information Letter
Vol. 2, No.3, Page 2- i.e. the quote ofDr. James Todd, President

J

\
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5.2.2

The application shall include:
(a)
The name of the proposed Section.
(b)
The names of ten or more Society
members sponsoring the proposed
Section.
(c)
The names of the interim chairman
and secretary of the proposed Section.
(d)
Reason why the formation of a new
Section will benefit both the members
of the proposed new Section and the
Society as a whole."
CARRIED

RESOLUTION 5
"THAT Section 123.1 of The By-Laws of The Medical
Society ofNova Scotia be amended to read:
1231 The Nominating Committee shall be composed
ofone member of each Branch Society, who shall be the
immediate Past-President of the Branch Society or his
designated alternate. The chairman of the Nominating
Committee shall be the President of the Society. In the
absence of the President the Committee shall elect its
own chairman."
CARRIED

RESOLUTION 2

RESOLUTION 6

"THAT Section 6.15.6 of the By-Laws ofThe Medical
Society of Nova Scotia be renumbered to read 8.1.2 ."
CARRIED

"THAT SECTION 123.2.1 of the By-Laws ofThe Medical Society ofNova Scotia be amended to read :
123.21 At the Annual Meeting the Nominating
Committee shall place in nomination the Executive
Committee of the Society as follows:

RESOLUTION 3

Executive Committee
i)Officers:
A President-Elect
A Chairman of the ExecuJive Committee
A Vice-Chairman of the ExecuJive Committee
A Treasurer
An Honorary Secretary
A Member-At-Large (When Required)

"THAT SECTION 11.6 .1 ofthe By-Laws ofThe Medical
Society of Nova Scotia be amended to read:
11.61 The Treasurer shall be the custodian of all
monies, securities and deeds which are the property of
the Society. He shall pay by cheque only; such cheques
shall be signed by two persons authorized by the Executive Committee. All such cheques are to be covered by
voucher. He shall provide an annual financial statement
audited by a chartered accountant. He shall furnish a
suitable bondfor the faitliful discharge of his duties, the
cost of such bond to be borne by the Society. He shall be
responsible for the annual review of all salaries of the
secretariat and bring recommendations to the Executive
Committee. He shall be Chairman of the Finance
Committee."
CARRIED

In the event that the Presidency will not, for
whatever reason, be taken by the President-Elect, then
the Nominating Committee will nominate a President."
CARRIED
RESOLUTION 7
"THAT Section 12.3.4 .1 of the By-Laws ofThe Medical
Society ofNova Scotia be amended to read:
123.41 When the report of the Nominating Committee
has been received l7y the Annual Meeting other nominations, as delineated in 12.3.2.1 (i), may be receivedfrom
the floor, provided such nominations are placed in writing in the hands of the Executive Director not less than
oneweekprior to theAnnualMeeting. Such nominations
must be signed by ten members of the Society in good
standing and such nominations must be accompanied by
the written consent ofthe nominee to serve, together with
his Curriculum Vitae . A ballot shall be taken for each of
the offices in turn as well as for the elected membership
of the Executive Committee."
CARRIED

RESOLUTION 4
"THAT Section 12.2 of the By-Laws ofThe Medical
Society of No va Scotia be amended to read:
12.2
Appointment ofStatutory Committees:
Statutory Committees shall be:
The Nominating Committee
The Executive Committee
The Finance Committee, and
THAT_Section 12.2.1 be amended to read:

12.21 The Executive Committee shall be elected at the
Annual Meeting of the Society."
CARRIED
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RESOLUTION 8

The Committee shall prepare for approval by
the Executive Committee a budget for the ensuing year
indicating distribution of monies to be made available
for all purposes.

"THATSectwn 12 ofthe By-Laws ofThe Medical Society
ofNova Scotia be amended by deletion of Section 12.5Discipline Committee: and deletion of Sub-Section
125.1. in its entirety."
(:ARRIED

This Committee shall report regularly to the
Society's Executive Committee.
The Committee shall report annually to Council. Its report shall cover all financial activities of the
Society during the prevwus calendar year and shall
indicate the revenues necessary for the subsequent year.
The adoption by Council of the annual reports
of the Finance Committee and of the Auditor shall
validate all financial transactions of the Executive
Committee, the Finance Committee and other Committees of the Society during the year covered. The Committee shall recommend the appointment ofAuditors to the
Council annually.

During debate of the foregoing resolution the following
paragraph, an extract from legal counsel's letter regarding deletion of the terms of reference of the Discipline Committee, was
presented. It reads as follows:
"It is our respectful opinion that if the Medical Society's
Discipline By-Laws were to be challenged in a court of law (for
example, by a member who had been disciplined), the by-law
would be struck down and with it the punishment that was meted
out In the context of the general law, the Medical Society's
enabling legislation does not expressly provide powers to the
Medical Society to discipline its members, contrary to the principle enunciated in the KEOGH case. In the context of the Medical
Society's Actoflncorporation, By-Laws relating to Discipline do
not meet the test provided for in Section 2 in that they are
repugnant to the laws of the Province which, in our opinion,
include the KEOGH principle."

The Committee shall check all expenditures of
funds to ascertain that they are properly made, and bring
to the attention of the Executive Committee any likely
over-expenditures, misappropriation, misuse, or discrepancy in the Society's funds.
The Committee shall be responsible to the
Executive Committee for classificatwn of positions,
salaries, management and general welfare of the staff of (
the Society."

RESOLUTION 9

CARRIED

"THAT the By-Laws of The Medical Society of Nova
Scotia be amended by insertion of:
125
The Finance Committee

RESOLUTION 10
"THAT Section 12.7.1 of the By-Laws of The Medical
Society of Nova Scotia be amended to read:
12.7.1 The Executive Committee shall have power to
establish Standing Committees, to vary their number
from time to time and to discontinue their activities. The
Chairman of Committees designated by the Executive
Committee as Standing Committees shall be appointed
by the Executive Committee which, in addition to the
duties provided in 12.8 ofthis chapter, shall also provide
or vary their terms of reference. Standing Committees
shall report to the Executive Committee )'.lhen requested
to do so, and to the Annual Meeting after prior submission of that report to the Executive Committee. The
Chairman of any StandingCommittee shall not serve for
more than three consecutive years, after one year's
absence he shall become eligible for re-election."

12.5.1 Terms of Reference - The Committee shall
consist of the Treasurer as Chairman and four voting
members of the Society approved by the Executive
Committee. The Committee shall meet at least twice
yearly.
Two voting members of the Committee and the
Chairman shall constitute a quorum.
The Committee shall be charged with a special
duty of studying the immediate and long-term financial
needs of The Society, including the establishing of reserve funds, and shall present in its Annual Report to
Council appropriate fiscal policies to meet these needs.
The Committee shall follow Society Investment
Policy in managing Society investments, and may seek
professional investment counsel in directing the policy.
When directed the Committee shall assess the
financial implications of programs and projects and
make recommendations to the Executive Committee.
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RESOLUTION 11

RESOLUTION 12

"THAT Section 3 of the Rules and Regulations of the ByLaws ofThe Medical Society ofNova Scotia be amended
to read:
3.
STANDING COMMITTEES

"THAT the appointment of Committee Chairmen as set
out at the end of 1987 Transactions be approved."
CARRIED

RESOLUTION 13

31
Recognized as of the date of the adoption of
these By-Laws are the following Standing Committees.
This list may be varied by the Executive Committee as it
may determine.

"THAT the appointment ofRepresentatives to Other Organizations as set out at the end of1987 Transactions be
approved."
CARRIED

Committees on:

PRESIDENT'S REPORT
Allied Health Disciplines
Annual Meetings
Archives
Awards Committee
By-Laws
Cancer
Child Health
Community Health
Drug & Alcohol Abuse
Editorial
Environment
Ethics
Hospital & Emergency Services
Liaison Committees
(i)
Faculty of Medicine
(ii)
Minister of Health
(iii)
Registered Nurses' Assoc.
(iv)
Workers' Compensation Board
Maternal & Perinatal Health
Medical Education
Membership Services
Nutrition
Occupational Health
Pharmacy
Physical Fitness
Presidents' Committee
Professionals' Support Program
Risk Management
Senior Advisory Committee"
CARRIED

Dr. Bill Acker highlighted his comprehensive overview
of Society activities during the past year by bringing the members
up to date on such items as the MM.C./M.S.I. administration
issue, the portable/non-portable budget for hospitals problem, the
contrast media situation, as well as implementation of the Evidence Act changes so long sought after by the Medical Society. He
also updated Council on the changes to the terms of reference of
the Economics Committee, the essence of which are to relieve the
worldoad of the Economics Committee and more directly involve
the Officers in tariff negotiations. Working closely with the
Economics Committee, a committee of the Officers will in future
be responsible for negotiating tariff settlements with the Economics Committee providing background data and being responsible
for the distribution of a tariff settlement
The Economics Committee Report was considered incamera at a later time; however, the details follow at this point
since the Economics Committee is a Committee of the Officers,
responsible to the Officers, thus the unique reporting arrangement.
After reviewing briefly the contents of his report to
Council, Dr. Sandy Cameron then described an economics scenario of the future with utilization playing the key role. He stated
that the Medical Society's study of this issue will assume great
importance in relations with government in the future.
Dr. Cameron outlined the approach taken by his
Committee for distribution of the tariff settlement for April 1,
1988, and how the distribution would address the general practitioner/specialist net income ratio. Extended and lively debate
ensued with many comments and opinions being presented which
will be of value to the Economics Committee as it deals with this
difficult issue.

During 1987 the Chairman of the Executive Committee
was authorized to strike a Search Committee for Committee
Chairmen of the Society and Representatives to Other Organizations. Arising from the report of that Search Committee was

Dr. Cameron introduced the chairmen of the numerous
sub-committees and task forces functioning under the direction of
the Economics Committee, and expressed sincere appreciation to
them for the long and difficult hours they put in on Society work.
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REPORTS OF STANDING CQMMWEES

RESOLUTION 15

ARCHfVESCO~TTEE

Dr. Ian Cameron's Report to Council outlined the Current, In Progress, and Proposed projects receiving the attention of
his Committee. Following this he gave Council some idea of the
types of archival material in the Committee's possess.ion by the
use of slides. Dr. Cameron also pointed to the important work
being undertaken By Mr. Owen Mcinerny who is serving as the
Archivist on behalf of the Joint Archives Committee. He recommended continued support for retaining the services of an archivist

"THAT Council endorse the proposal of the Building
Comnuttee and the Medical Society proceed with construction of its headquarters building as heretofore
described."
CARRIED

EDITORIAL BOARD
Dr. J.F. O.'Connor reported another successful year for
the Bulletin.

RESOLUTION 14

RESOLUTION 16

"THAT The Medical Society of Nova Scotia continue to
support the salary of the Medical Archivist with an
annual grant of $7,000.00."
CARRIED

"THAT the name of the Nova Scotia Medical Bulletin be
changed to.The Nova Scotia Medical Journal."
CARRIED

RESOLUTION 17
BUILDING CO~TEE
"THAT The Nova Scotia Medical Journal be published
by The Medical Society of Nova Scotia following the
tradition of The Nova Scotia Medical Bulletin."
CARRIED

Dr. John Harnm reminded Council of the resolutions
passed at Council 1986, these being:
A.

B.

1HAT The Medical Society of Nova Scotia purchase the
property in the City of Lakes Business Park on the site
indicated in Appendix "A" to the Report of the Relocation Committee.
1HAT The membership dues for ordinary members be
increased by $100.00 commencing October 1, 1987.
Such increase to remain in place for five successive
years, with the revenues from said increases to be applied
to the Relocation Project

c.

1HAT the Relocation Committee be redesignated the
Building Committee.

D.

1HAT the Building Committee be authorized to proceed
with the proposal to build a Society office in the City of
Lakes Business Park,
1HAT for the Fiscal Year 1987 this authorization
pertain solely to preparation of an architectural concept
and design; and
1HATthe amount of money for this purpose be restricted
to $40,000.00.

FINANCE COMJ\1ITEE
Dr. Vince Audain, to begin his report, drew Council's
attention to theBudgetfor Fiscal Year 1988 noting that it had been
approved by the Executive Committee on September 19, 1987.
Dr. Audain then introduced the Financial Statements of
the Society for Fiscal Year 1987 which had been prepared by
Doane Raymond and circulated just prior to the meeting. The
Treasurer then highlighted the significant points set out in the
Statements.

RESOLUTION 18
"THAT the Financial Statements of The Medical Society
of Nova Scotia for Fiscal Year 1987 be approved."
' CARRIED

RESOLUTION 19

Dr. Harnm and the Architects (Drew Sperry and Peter
Connor) then provided a description of the proposed building and
fmancing for the project.
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RESOLUTION 20
"THAT membership dues for Ordinary Members of the
Medical Society for Fiscal Year 1989 be increased by
$30.00 with other categories of membership dues to be
increased proportionately."
CARRIED

Society's policy in this respect. The President of the Ontario
Medical Association described the situation in Ontario by noting
that there is still a wide difference of opinion as to the necessity or
otherwise of a two-year postgraduate prelicensing training program for family physicians. The concensus was that urging the
Provincial Medical Board to adopt the two-year program was
premature and that an approach to government for funding would
be inappropriate until the Society's policy was clarified.

Discussion ensued regarding pre-circulation of financial
material to members of the Society. It was noted that the Budget,
normally approved at the September meeting of the Executive
Committee, was circulated by the Minutes of that meeting to
literally all of Council prior to the end of September. This was
done in the expectation that Branch Presidents would discuss the
Budget with their members if this was desired at that time or
subsequently when the Budget was published in Reports to Council approximately one month prior to Council. The concensus was
that each member should receive this personally rather than
discuss it at Branch Society level.

RESOLUTION 22
"THAT The Medical Society of Nova Scotia urge the
Provincial Medical Board to:
(a) adopt a two-year prelicensure training requirements, and
(b) ensure that this training be of suitable content
relevant to the practice offamily medicine."
REFERRED TO EXECUTIVE COMMmEE
RESOLUTION 23
"THAT The Medical Society of Nova Scotia express to
the government its support of the two-year program and
impress on the government the necessity of government
financial support of the program."
REFERRED TO EXECUTIVE COMMmEE

RESOLUTION 21
"THAT the Finance Committee distribute annually to the
entire membership its Budget with a President's Letter
as early in the Fall as possible."
CARRIED

MEDIATION COMMITTEE

RESOLUTION 24

Dr. Bill Acker, explaining that this Committee is struck
for the purpose of providing a means for investigating and
resolving private disputes as separate from complaints against the
conduct of a physician, expressed his concern that the work of this
Committee continues to grow in scope with each passing year. He
expressed the well-founded view that in the main doctor/patient
communications is the fundamental problem underlying the situation. Noting that the Risk Management Committee of the
Society was working with this subject, he urged, as does the Risk
Management Committee, that doctors give increased attention
and consideration to the matter of their relations with their
patients.

"THAT The Medical Society ofNova Scotia continue to
support Continuing Medical Education both financially
and by attendance and participation in CME. Programs."
CARRIED
RESOLUTION 25
"THAT The Medical Society of Nova Scotia explore
various methods of educating the public about current
health concerns."
CARRIED

MEDICAL EDUCATION

RISK MANAGEMENT COMMITTEE

Dr. Vonda Hayes briefly recounted the history of the
development of the integrated two-year postgraduate prelicensing
training program, noting that the Medical Society has endorsed
the C.M.A. Policy that an integrated two-year family medicine
training program. should become the preferred route to general
family practice. She pointed out that the next step would be
adoption by the licensing authorities across Canada of this
educational policy for physicians, and that this would have to be
followed by provision of funds by government to undertake the
programs. Lengthy discussion ensued regarding the Medical

Dr. John Anderson, reporting on behalf of Dr. Harold
Yazer, informed Council that he, representing the Committe and
Mr. Peacocke representing the Society had met with the advance
guard of the Federal/Provincial!Territorial Task Force on Liability
and Compensation issues in Health Care at which time Dr. Frank
Sellers encouraged presentation of Briefs from all Divisions. Dr.
Anderson noted these should be presented by the end of March
1988 and that Dr. Sellers had been informed that the Society with
the support of the Risk Management Committee would be preparing a Brief on this topic.
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SENIOR ADVISORY COMMITTEE

COUNCIL ON HEALTH CARE

Dr. Judy Kazimirski, speaking for the Past Presidents of
The Medical Society of Nova Scotia following their breakfast
meeting Saturday morning took pleasure in announcing the Past
Presidents' support for the Building project and noted that they
had offered to take on the task of decorating/furnishing the
President's office in the new building. The Presidents, through Dr.
Kazimirski, expressed the hope that Branches and Sections of the
Society would also consider how they could provide similar
support to the Medical Society.

Dr. Dan Reid highlighted the business of his Council
during the past year, following which three recommendations
were introduced.
RESOLUTION 26

"THAT The Medical Society of Nova Scotia urge the
Provincial Department ofEducation to institute educational programs concerning drug abuse in all schools
and that all members of The Medical Society of Nova
Scotia be encouraged to provide assistance and consultation on such matters at their local levels."
CARRIED

OTHER COMMITTEES
The following committees of the Medical Society reported to Council without there being motions presented. It is recommended that their reports be reviewed using the Reports to
Council as a reference.

RESOLUTION 27

"THAT The Medical Society ofNova Scotia encourage
the Provincial Departments of Health and Education to
immediately introduce a public education program on
AIDS, including offering such programs to the school
population."
CARRIED

ALLIED HEALTH DISCIPLINES
(including Task Force on Health Personnel Standards Act)
BY -LAWS COMMITTEE
CANCER COMMITTEE
DISCIPLINE COMMITTEE
DRUG & ALCOHOL ABUSE COMMITTEE
ENVIRONMENT COMMITTEE
ETIDCS COMMITTEE
FACULTY OF MEDICINE LIAISON COMMITTEE
MINISTER OF HEALTH LIAISON COMMITTEE
REGISTERED NURSES' ASSOC. LIAISON
WORKERS' COMPENSATION BOARD LIAISON
MATERNAL & PERINATAL HEALTH COMMITTEE
MEMBERSHIP SERVICES COMMITTEE
NUTRITION COMMITTEE
OCCUPATIONAL HEALTH COMMITTEE
PHARMACY COMMITTEE
PHYSICAL FITNESS COMMITTEE
PROFESSIONALS' SUPPORT PROGRAM

REPORTS OF NOYA SCOTIA
REPRESENTATIVES TO C.M.A.
C.M.A. BOARD OF DIRECTORS

RESOLUTION 28

"WHEREAS Canadian women express high levels of
satisfaction with the system of delivery of obstetrical
care in Canada, and WHEREAS the CMA believes that
the current system of delivery of obstetrical care in
Canada is basically sound, and WHEREAS neither a
need nor a significant demand for the services of
midwives has been demonstrated:
BE IT RESOLVED THAT The Medical Society of Nova
Scotia urge the Government of Nova Scotia to refrain
from introducing legislation that will allow the licensing
of midwives."
CARRIED

COUNCIL ON MEDICAL ECONOMICS
Dr. Phil Muirhead's report was received for information
there being no recommendations.

Dr. Judy Kazirnirski highlighted the extensive range of
business conducted by the C.M.A. Board ofDirectors. The subject
of the Society's representation on the C.M.A. Board was discussed. The C.M.A President and the Past Presidents suggested
that the current stipulation of two years maximum be extended to
three years normal with an up to two year extension if deemed appropriate. It was noted that this subject will be discussed in the
near future by both the Officers and Executive Committee.

Althought only recently appointed as the Medical
Society's representative to this Council, Dr. Gerry Myatt provided
a very detailed review of the work of his Council during the past
year, plus a brief summary of activities the Council expected to
pursue during the forthcoming year.
(
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COUNCIL ON MEDICAL EDUCATION
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RESOLUTION 29

RESOLUTION 30

'THAT The Medical Society of Nova Scotia encourage
the development and implementation of action plans to
recruit physicians to work in underserviced areas in
Nova Scotia."
CARRIED

"THAT The Medical Society of Nova Scotia strike a
committee to begin a multifaceted program directed at
educating the public about AIDS."
CARRIED
RESOLUTION 31

MD MANAGEMENT UMITED

In speaking to his report, Dr. George Sapp brought
Council up to date on the status of MD Management plans since
the market has "undergone a correction". He stated that the high
quality of advice being provided to MD Management has left the
plans in comparatively good position. He also described the
experience of MD Management plans on both short, medium, and
long term and urged all members to carefully consider them as
their best options.

"THAT physicians who are caring for patients who are
HIV positive and refer these patients to other health
professwnals indicate as part of the refe"ing note that
their patient is on blood and body precautwns."
CARRIED

There followed lengthy discussion regarding the matter
of maintenance of confidentiality in doctors' offices particularly
in relation to AIDS and AIDS testing. Strong and decisive action
was proposed taking the form of

REPORTS OF SECTIONS

RESOLUTION 32

Council received for information reports from Sections
of the Society listed below which did not include recommendations. These are included in reports to Council and where there is
interest they are recommended for your consideration.

"THAT The Medical Society ofNova Scotia recommend
that any employee ofa doctor' soffice or a public hospital
be informed that divulging confidential medical informatwn on any patienJ be reprimanded, which may include dismissal."
DEFEATED

ANAESTHESIA
(including Anaesthesia Mortality Review Committee)
EMERGENCY MEDICINE
GENERAL PRACTICE
INTERNAL MEDICINE
INTERNES/RESIDENTS
LABORATORY MEDICINE
OPHTHALMOLOGY
ORTHOPAEDIC SURGERY
OTOLARYNGOLOGY
PAEDIATRICS
PSYCIDATRY
RADIOLOGY
SURGERY

REPORTS OF REPRESENTATIVES TO
OTHER ORGANIZATIONS

RESOLUTION 33
"THAT the matter of confidentiality of medical records
and informatU!n be refe"ed to the Medical Society
Executive Committee for a complete discussion ofall the
ramifications ofmaintaining such confidentiality so that
a Policy Statement can come forward as soon as
possible."
CARRIED UNANIMOUSLY

MARITIME MEDICAL CARE INC.

In speaking to his report, DrMarrie noted that it dealt
entirely with AIDS. He updated Council on developments which
have occurred since his report was written, adding that it contained
two recommendations arising from concerns about this disease.

Dr. J M. O'Brien informed Council that he was pleased
to report that the administration of M.S.I. Contract had been reinstated, at least until May 1989, adding that he was hopeful that
M.M.C. will be able to administer the Program for many years to
come. He expressed the view that the Royal Commission would
likely fmd that MM.C. is clearly the superior organization to
undertake this important activity.
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ADVISORY COMMITTEE
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Numerous other Representatives to Other Organizations •
listed below reported to Council without making specific
recommendations. Their reports deserve your interest
an{ consideration. They are contained in Reports to
Council.

PROVINCIAL MEDICAL BOARD
Although the report of Dr. H.S. MacDonald was not
actually presented and discussed the subject of costs of Disciplinary Hearings was raised.

RESOLUTION 34
"THAT The Medical Society ofNova Scotia request the
Provincial Medical Board to look into the matter of the
cost of Disciplinary Hearings, and, in particular, the
practice of taxing the costs back to the physician involved, should he be found guilty of even a minor misdemeanor."
CARRIED

SMOKING AND HEALTH
(NOV A SCOTIA COUNCIL ON)
Dr. Don Fay, in presenting his report, provided one
recommendation for Council to consider.

RESOLUTION 35
"THATTheMedical SocietyofNova Scotia contact chief
administrators and heads ofmedical staff at each hospital in Nova Scotia and strongly urge implementation of
a comprehensive hospital non-smoking policy, whereas
many hospitals in Nova Scotia fail to implement an
effective " non-smoking" policy."
CARRIED

ABILITIES FOUNDATION OF NOV A SCOTIA
CANADIAN CANCER SOCIETY
DALHOUSIE REFRESHER COURSE PLANNING
COMMITTEE
MEDICAL ADVISORY CITE. ON DRIVER LICENSING
DRUG INFORMATION ADVISORY COMMITTEE
HEALTH PROFESSIONS FOR ORGAN DONATION
LABORATORY SERVICES COMMITTEE
LUNG ASSOCIATION OF NOVA SCOTIA
CANADIAN PHYSICIANS FOR PREVENTION OF
NUCLEAR WAR
BOARD OF REGISTRATION OF NURSING
ASSISTANTS
NURSING LIAISON COMMITTEE
OCCUPATIONAL MEDICAL ASSOC. OF CANADA
PHYSICIAN MANPOWER ADVISORY COMMITTEE
Rh COMMITTEE
SAINT JOHN AMBULANCE ASSOCIATION
NOVA SCOTIA SAFETY COUNCIL
SCHOOL HEALTH EDUCATION IN NOVA SCOTIA
(Association for the Advancement of)
VICTORIAN ORDER OF NURSES

NEW BUSINESS OF COUNCIL
UNDERGRADUATE MEDICAL EDUCATION
COMMITTEE
Dr. Dave MacLean, in presenting his report, expressed
the view that he needed more precise direction regarding his role
on this Committee. He also pointed to the onerous financial
implications of participating in a committee that meets weekly.

AMBULANCE PERSONNEL
On behalf of the Dartmouth Branch Dr. W.D. Canham
raised the issue of adequacy of ambulance services in Nova Scotia.

RESOLUTION 38

RESOLUTION 36
"THAT The Medical Society ofNova Scotia through the
Executive Committee in consultation with the Medical
Education Committee, provide some direction to the
Society's UMEC representative on issues to be brought
forward to this Committee on behalf of the Society."
CARRIED
RESOLUTION 37
"THAT The Medical Society of Nova Scotia consider
establishing financial reT71U/1eration for the Society's
representative to the Undergraduate Medical Education
Committee."
CARRIED
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"THAT The Medical Society of Nova Scotia urge the
Province ofNova Scotia to enact legislation in the form
of an Act to regulate the training, equipping, and
functioning ofambulances and personnel in the Province
of Nova Scotia.
CARRIED

In speaking to the foregoing resolution Dr. Canham
stated that in Dartmouth physicians are being asked by ambulance
personnel to authorize them to undertake meOical services - for
example, defibrillation, administering of drugs, commencing
i. v.' s, etc. This has presented a difficult position for the physicians
in the absence oflegislation defming what may or may not be authorized. There was widespread support for the proposal.
(
X
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ELECTION OF BRANCH REPRSENTATIVES
TO THE 1988 EXECUTIVE COMMITTEE
Antigonish-Guysborough Dr. M.A. MacKenzie
Bedford-Sackville
Dr. G.L. Myatt
Cape Breton
Dr. P.W. Littlejohn
Colchester East Hants
Dr. D.E. Ryan-Sheridan
Cumberland
Dr. W.G. Gill
Dartmouth
Dr. G.L. Roy
Dr. M.F. Moriarity
Dr. D.R. Barnard
Eastern Shore
Dr. C.W.G. Phillips
Halifax
Dr. A.H. Murray
Dr. G.W. Thomas
Inverness-Victoria
Dr. D.V. Wright
Lunenburg-Queens
Dr. F.A.C. Galvon
Pictou
Dr. Mark Riley
Shelburne
Dr. RJI. Bedard
Sydney
Dr. W.M. Enright
Valley

Maternal & Perinatal Health
Mediation
Medical Education
Membership Services
Mortality Review (Anaesthetic)
Nutrition
Occupational Health
Pharmacy
Physical Fitness
President's Committee
Professionals' Support Program
Risk Management
Senior Advisory

Dr. E.R. Luther
President
Dr. VM . Hayes
Dr. G.L. Myatt
Dr. K.W. Fairhurst
Dr. M.S. Tan
Dr. AD. Doucet
Dr. J.P. Anderson
Dr. M.K. Pottle
President
Dr. W.G. Gill
Dr. H. Yazer
T.B.A.

APPOINTMENT OF COMMITTEE CHAIRMEN
Allied Health Disciplines
Dr. JJI. Quigley
Archives
Dr. LA. Cameron
Awards
Dr. E.V. Rafuse
By-Laws
Dr. P.W. Littlejohn
Cancer
Dr. AJ. Bodurtha
Child Health
Dr. P.C. Bagnell
Community Health
Drug & Alcohol Abuse
Dr. E.L. Reid
Editorial Board
Dr. J.F. O'Connor
Environment
Dr. D.B. Shires
Ethics
Dr. D.M. Rippey
Finance (Treasurer)
Dr. R. Brewer Auld
Horizons
Dr. E.V. Rafuse
Hospitals & Emergency Services Dr. G.P. Reardon
Liaison Committees
President
( i) Faculty of Medicine
( ii) Minister of Health
(iii) Registered' Nurses Association
( iv) Workers' Compensation Board

APPOINTMENT OF REPRESENTATIVES TO
OTHER ORGANIZATIONS
Abilities Foundation of NS
Dr. JJ.P. Patil
Canadian Cancer Society (NS Division) Dr. AJ. Bodurtha
Communicable Disease Control
Dr. T.J. Marrie
(Advisory Committee)
Diagnostic Imaging Committee
Dr. D.W.F. King
Dr. J.A. Chadwick
Driver Licensing
Dr. C.C. Giffen
(Medical Advisory Com)
Dr. R.A. Purdy
Drug Information Committee
Dr. Jean Gray
(Camp Hill)
Drugs & Therapeutics (Formulary)
Dr. G.C. Jollymore
Dr. C.R.T. Dean
Kellogg Health Sciences Library
Dr. R.Mcl. Washburn
Laboratory Services (Joint)
Dr. G.K. Kini
Dr. SE. York
Lung Association (NS)
Dr. R.T. Michael
Nuclear War (Cdn. Physicians for
Dr. D.F.Fay
Prevention of)
Nursing Assistants
Dr. G.B. Ferguson
(Board of Registration)
Nursing Liaison Committee
Dr. Michele Murphy
(NSAHO/MSNS/PMB/RNANS)
Occupational Medical Association
Dr. JD. Prentice
of Canada
Health Professions for Organ Donation Mr. Bill Martin
Pharmacy Review Committee
Dr. D.C. Elliott
Physician Manpower
Mr. DD. Peacocke
(Provincial Advisory Committee)
Dr. T. J. Marrie
Provincial Medical Board
Dr. H.S. MacDonald
RH Committee Director
Dr. T.F. Baskett
Refresher Course (CME)
Dr. G.W. Thomas
Dr. A.G.Cameron
St. John Ambulance Association
Dr. JD.A. Henshaw
(Provincial Advisory Committee)
Safety Council (NS)
Dr. R.A. Perry
School Health Education
Smoking & Health
Dr. D.F. Fay
Undergraduate Medical Education
Dr. D.R. MacLean
Victorian Order of Nurses
Dr. Mark Kazimirsk:i
MMC Inc. Observers
Dr. AJI. Parsons
(Chairman, Executive Committee
Mr. DD. Peacocke
and Executive Director)
Reproductive Care Program
Dr. J.C. Kazimirsk:i
Dr. C. Folinsbee
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Western
Student Members
I.R.A. Representatives

Dr. S.M.T. Leahey
D. Jones, M. Atwell & B. Carr
L. Pereira & D. Mosher

ELECTION OF OFFICERS
Dr. J.D.A. Henshaw (Berwick)
President
Dr. V.P. Audain (Halifax)
President-Elect
Chairman of the
Executive Committee Dr. A.H. Parsons (Halifax)
Dr. G.A. Ferrier (Liverpool}
Vice-Chairman
Dr. R. Brewer Auld (Halifax)
Treasurer
Dr. E.R. Sperker (Westville)
Honorary Secretary
Mr. D.O. Peacocke
Executive Director
The 134th Annual Meeting of The Medical Society of
Nova Scotia adjourned at 2:00p.m:, Saturday, November 28,
1987.
The 135th Annual Meeting and 24th Meeting of Council
of The Medical Society of Nova Scotia will take place November
24 through 26, 1988 in the World Trade and Convention Centre
and the Prince George Hotel, Halifax, Nova Scotia.
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1.

AUDITORS ' REPORT
To the Members of
The Medical Society of Nova Scot ia
We have examined the balance sheet of The Medical Soc iety of Nova
Scot ia as at September 30 , 1987 and the statements of income and surplus, and
related statements of the Cogswel I Library Fund tor the yea r then ended .

Our

examination was made in accordance with generally accepted auditing standards,
and accor dingly included such tests and oth er procedures as we considered
necessary in the circumstances.
In our opinion , these financial statements present fairly the financial
pos iti on of the Society and its related funds as at September 30, 1987 and the
results of it s operations tor the yea r then ended in accordance with gene r ally
accepted accounting principles applied on a basis consistent wi th that of the
preceding year .

Hal itax , Nova Scotia
October 29 , 1987

Ch artered Accountants

Doane Rayrnond
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2.
THE MEDICAL SOCIETY OF NOVA SCOTIA
BALANCE SHEET
SEPTEMBER 30 , 1987
ASSETS
Cu r rent
Cash and shor t term investments
Rece i vables
Members
Other
Accrued in t erest
Prepaid expenses

1987

1986

653 , 476

572 , 558

300
5,740
5, 841
14 , 400

1 ' 120
3,672
5, 346
10 , 972

679 , 757

593 , 668

797 ' 722

665 , 979

46 , 453

42 , 296

$1, 523 , 932

$1,30 1, 943

$

$

$

Investments (Note I 1
Equipment and leasehold improvements (Note 21

LIABIL ITIES
Curren t
Payables and accruals
Trade
Honora r ia
Cogswel I Library Fund
Deterred revenue (Note 31

17 , 760
4, 128
487
773,425

16,425
3, 615
659 , 486

795 , 800

679 , 526

120 , 999
607 , 133

Ill , 250
511 '167

728 , 132

622,4 17

$1 ' 523 , 932

$1,301 , 943

CAPITAL
Cont i ngency Fund (Note 81
Surplus

Contingent I iabi I ity (Not e 41
Commi t ment s (Not e 51
ON BEHALF OF THE EXECUTIVE
------------------------------- Treasu r e r
------------------------------- Execut i ve Secretar y

Doane Rayrnond
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3.

THE MEDICAL SOCIETY OF NOVA SCOTIA
STATEMENT OF INCOME AND SURPLUS
YEAR ENDED SEPTEMBER 30, 1987
1986
Actua I

779,168
177,499
5' 115
768

Revenue
Annual membership dues
The o1ed i ca I Society ot
Nova Scotia
The Canadian Medical
Association
Intern and Resident
Students

962,550
79' 111
652
3,320
2,525

Investment income (Note 6)
Bulletin (net)
Gain (loss) on sale
ot investments
Other income (Note 7)

1'048' 158

1987
Actual

1987
Budget

825,305

762 , 700

214,610
5, 025
788

210,210
5,000
700

1,045, 728

978,610

77' 266
3, 716

50,000

1928)
3, 724

2,000

1,129,506

1, 030,610

1,033,540

1'049' 598

945,344

Expenses (Page 5)

102,814

Excess ot revenue over expenses

408,353

Surplus, beginning ot year

511 '167

511 '16 7

Surp Ius, end ot year

607,133

95,966

( 18,988)

Doane Raymond
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4.
THE MEDICAL SOC IETY OF NOV A SCOT IA
NOTES TO FINANCIAL STATEMENTS
SEPTEMBER 30, 1987
I.

Investments
Ope rating Fund , at cost
Bonds , Debentures
and Term Deposits

Interest
Rate

1'1 atur i ty
Da te

Par
Va I ue

Cost

Be I I Canada
Government of Canada
Government of Canada
Gove rnment of Ca nada
Govern men t of Canada
District of Guysborough
District of Guysborough
Nova Scotia Power
Corporation
Nova Scot ia Savings & Loan
Nova Scotia Savings & Loan
Province of Nova Scot ia

II. 00%
8.75%
8.75%
9. 50%
13 .75%
9.75%
9. 75%

2004
2002
2002
1994
1990
1988
1990

10 , 000
5,000
3, 000
25 , 000
10,000
10 , 000
15,000

10,000
4, 888
2, 824
25,937
10,000
10,000
15,000

9,378
4, 115
2, 378
24 ,446
10 , 625
9,850
14,400

10.00%
9.15%
9. 05%
9.25%

1991
1987
1987
2000

50,000
96,000
200,000
20,000

50,000
96,000
200,000
19 , 700

49,500
96' 000
200 , 000
17,040

444,000

444,349

437 , 732

Sha res

Approximate
Ma r ket Value

No . of
Shares

Bank of Nova Scotia
750 common shares
Maritime Tel & Tel Co. Ltd . 600 common shares
Nova , An Alberta Corp.
584 common shares
Royal Ba nk of Canada
200 common shares
Stelco Inc.
200 preferred series C
Toronto Dominion Bank
500 common shares
MD Growth Fund
12,337.26 units
MD Realty Fund
292 . 042 units

4,658
11,438
4' 585
9' 075
4, 994
I 3, 342
2, 469
6,450
4,964
4, 725
8,254
12 , 625
172,450
245,018
30 , 000 _---..=:_3_::4L'9::_: 9:.=_2
232 , 374

337,665

Con tingency Fund, at cost plus accrued interest
Evangeline Trust - G. I. C. 8. 75%
Household Trust - G.I .C. 8.875%

2.

1987
1987

60,470
60,529 _

60 , 470
___::_6::_0L,5
:.!2:.::.
9

120,999

120,999

797,722

896,396

Cost

1987
Accumulated
Depreciation

Net Book
Value

1986
Net Book
Value

62,365
38,827
64,891
$166,083

54,451
32,507
32' 6 72
$119' 630

$ 7' 914
6,320
~
$46,453

Equipment and leasehold improvements

Office furniture and equi pment
Leasehold improvements
Computer

----

---$ 6,893
35,403
$42,296

Expenditures for equipment, furniture or leasehold improvements are
capita I i zed and depreciated over a five year pe riod on a straight I i ne
basis.

Doane Raymond
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6.

THE MEDICAL SOCIETY OF NOVA SCOTIA
COGSWELL LIBRARY FUND
BALANCE SHEET
SEPTEMBER 30, 1987
ASSETS

1987

Receivable trom The Medical Society ot Nova Scotia
Investments , at cost
Province ot Nova Scotia
Nova Scotia Power Corporati on

1986

487

3,615

2,000

2,000

~
$ 5,487

~

SURPLUS
Reserve tor Cogswel I Library Fund

COGSWELL LIBRARY FUND
STATEMENT OF REVENUE, EXPENSE AND FUND BALANCE
YEAR ENDED SEPTEMBER 30 , 1987
1987

1986

Income from investments

306

418

Contrib utions to Dalhousie Univer sity

434

496

( 128)

(78)

Exc ess ot expense over revenue
Fund Balance , beginning ot year

~

~

Fund Balance, end ot year

$ 5,487

~

Doane Rayrnond
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mwF.S.
400

401
402
40J
404
405
406
407
408
409
410
411
412
430
431
432
433
434

Administration:
Audit Fees
lnsur>nce- Tr>vel, Bonding&; Pro~!!;rt~
Investment Trustee Fees

~

I.cgal fees

451
452
453
454
455
456
457
458
459
460

461
462
463
464
480
481
482
483
484
485
486
487
488
489
490
491
110
114

10,000.
I QQQ
1100

7~00.

fil.S.OO

23000
I ooo
11,000.

3!1500

~lari~:~

3736.
55,860.

14200

12000
5,000.
328 000
4,200.

3,900.
52,400.
7000.

687~

12S.~O.

5000
223<15
12 soo
12 000

Meetings

Q!lQ.
35000
1 QQQ
12,000.
3000.
6QQQ

355 500

3lili~3

Officers and Branch Meetings
President's Travel
Branch Secretaries
Specialt~ Sections
MembershiE Services Committee
Nominating Committee
President's Meeting
Other Committee&
Archives Comntittee
Professional Challenge
Horiwns Comntittee
Health Care Task Force
Building Comntittee (see Bldg Comntittee Re~n)
Awards Comntinee
Miscellaneous:
Annual Meeting
Bad Debts
The Canadian Medical Association Membershi~
C.M.A. General Council
C.M.E. (Dalhousie) Grant
DeEreciation
Drugs and Thera~utics Bulletin
Honon.ria
Staff Development
Student Assistance Loan Plan
Unpaid Student Loans
Eastern Divisions Annual Conference
Capital Accounts:
Office 9ui~ent
Com~uter ggui2ment
(a) Expense Approved by Council Nov. 28186

sooo

11,000.
2.:!00.
6116
12 s:oo
IQOOO
12,400.

]3000

500
500.
1~00.

I 000
500
6000.
~ 000.
(a) 2,000.
1500
22000

8,300.
I 000.
300Q
7~

~

12000
5,000.

Canada Pension Plan

s

6000

11m

2 650

ItltpbQDC

PROPOSED
BUDGET
Oct.l187 to
Sept. 30/88

799.
3 QQQ

~000.

Tr>vel -Secretariat
Unforeseen Ex~!!;nses
Salaries and Benefits:

Exr£uti~c

FORECAST
YEAREND
to Sept. 30/87

5000

Office Rent I O~ing Costs (inc Pro~!!;rt~ Tax)
Office Services
Petty Cash and Miscellaneous
Postage
ReE!irs and Maintenance
Taxes· Business Occu~ancx

Pension Plan {CMA) and Insurances
UnemQIOY!!!ent lnSUJ'3nce
Vehicle U:asin
Departments:
440
Communications DeQartment
445
EconQmics De~ament
446
Professionals Su~rt Program
CommiUee Expenses- Including Travel:

450

BUDGET
1987
Oct.l186 to
Sept. 30/87

60~00.

7.:!00.

17000.
2 500
I ooo.

20,000.
3 500
~ Q!lQ.

12 soo
12 000
8000.
100
60.
20.
608.

12000
15000.
500
500.

13000

1,000.

6000.
5,000.
2,421.
IS.OO

5000.
5,000.
2000
5000.

15000

21360

2Q Q!lQ.

210~10.

217,845.
8000.
30231
12,000.
3 610.
55 000.
1,;190.
4300.
(500.)
2,000.

240,000.
28 750.
30000
12,000.
4,000.
55 000.
2,500.
7000.
500.
2,000.

3~00.

5~00.

3~00.

9,800.

5,000.
15,600.

1,051,898.

s 1,033,566.

s 1,179,050.

8000.
30231
12000.
4QQQ.
55 000.
1,000.
5000.
2000.

~

300
301
303
304
340
350
360
380
390

Annual Memhershlp Dues:
The Medical Society of Nova Scotia
The Canadian Medical Association
Student Memhershi2
Interne/Resident Membershi !?§
Other Income:
InforMed (net)
Bulletin- Editorial Board (net)
Investment Income
Miscellaneous
Rental Income
(b) AddiliOfllll Poslllgt Expense for $8,000.
appraved by ExtcvJive Commiltee Jan.l2187
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1§2 700

~

21021Q
700.

5000

~025

~

840 000.
240000
700.
~ 000.

(b) (4,700.)

(5,000.)

~QOOO.

70,000.
2 035.

45 000.
2000.

1,114,812.

$ 1,132,700.

2000.

s

817,219.
224 74~
788.

1,025,910.
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THE MEDICAL SOCIETY OF NOVA SCOT IA
NOTES TO FINANCIAL STATEMENTS
SEPTEMBER 30 , 1987

3.

Deterred revenue
Annual membership dues tor the next fiscal year received by the Medical
Society before September 30 , 1987 are recorded as deterred revenue .

4.

Contingent liability
The Medical Society of Nova Scotia has guaranteed the bank loans of Nov a
Scotia Medical Soc iety students with the Bank of Montreal total I ing $36 , 900
( 1986 - $34. 300 ) .

5.

Commitments
The future minimum lease payments on the operating lease tor office space
is $51 , 750 per year unti I 1989 and $47,438 in 1990 . These payments do not
include a provision for operating costs which are presently $4 . 61 per
square foot annua II y.

6.

Investment income
In terest on short term investments
Interest on other investments
Dividends

7.

Othe r income
Grant from CMA
Mi see I Ianeous

8.

Contingenc y Fund

1987

1986

$48,765
25 , 700
~

$64 ,158
11 ,429
~

$77.266

~

1987

1986

$ 2, 200
~

$2,225
300

$ 3. 724

$2 , 525

1987

1986

Balance, beginning of year
Interest earned on investments

$111.250
~

$101,650
~

Balance , end of yea r

$120,999

~

Doane Raymond
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5.

THE MEDICAL SOCI ETY OF NOVA SCOTIA
EXPENSES
YEAR EI·IOED SEPTEMBER 30 , 1987
1986
Actual
5, 800
818
1' 644
11, 091
61 ' 158
22 , 722
61 4
10 , 774
1' 050
2,461
14,4 58
15, 079
13 , 741
298 , 152
3,142
40,905
5, 508
7, 790
24 , 502
16,311

68
14,415
1'556
12 ,1 08
83
74
987
4, 662
2, 000
18 , 259
179 , 569
11,978
25 , 813
22 , 187
3,61 0
1' 952
83 , 817
923
3, 063
500

1987
Actual
Administration
Audit tees
Insurance , trave I, bonding and property
Investment trustee tees
Leg a I tees
Office rent
Ott ice services
Petty cash and mi see I Ianeous
Postage
Repairs and main t enance
Taxes
Telephone and telegraph
Travel - sec r etariat
Unforseen expenses
Salaries and benefits
Sala r ies
Canada pension plan
C. M.A . pensi on plan and insurance
Unemployment insurance
Vehicle leasing
Commun ication department
Economics department
Professional Support Program
Committee expenses including travel
Ar chives commi t tee
Branch secretaries
Executive meetings
Health Care Task Force
Horizon committee
Officers and branch meet ings
Pr esident's meetings
President 's travel
Specialty sections
Membership services committee
Nominating committee
Other comm ittees
Profession a I cha I Ienge
Annual meeting
Canadian Medical Association membership
C. M.A. general counci I - t ravel
C. M. E. grant
Deprec iati on
Dru gs and the rapeuti cs bul let in
Eastern division conference
I ntoi~ed (net)
Honoraria
Statt develop ment
Student assistance loan plan
Unpaid student loans

1987
Budget

9,300
799
2, 153
4,315
68,145
35 , 807
700
10 , 240
1,386
5,255
13' 325
12 , 598
1, 040

10 , 000
1, 000
1' 700
5, 000
71 ,572
23 , 000
1,000
11 , 000
3,000
2,650
13 , 000
12 , 000
'5 , 000

355 , 466
3, 887
49,750
6, 914

366 , 463
3, 736
55 , 860
6, 875

16 , 766
1, 498
773

16 , 550
5, 000
22 ' 345

5, 000
100
14 , 455

5, 000
500
12 , 500
22,000
1' 500
12 , 000
500

1' 71 0
12 , 02 1
8, 585
60
20
608
5, 788
1' 92 1
21 , 360
217 , 845
5, 615
30 , 937
18 , 834
3,610
1' 728
6, 961
70 , 991
1 ' 590
3, 684

500
1'500
1, 000
6, 000
2, 000
15 , 000
210 , 210
8,000
30 ,93 7
12 , 000
4, 000
2, 000
4, 700
55 , 000
1, 000
5, 000

$1 , 033 , 540

$1 , 04 9,598

Doane Rayrnond
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The Midnight Ride of Dr. Samuel Prescott
T.J.

Murray,* MD, FRCP(C), FACP and J.K.P. Murray, BA,

Halifax, N.S.
Listen my children, and you shall hear, of the doctor
who rode with Paul Revere, and who, because of a
quirk of fate, is unknown to generations of American
school children.
On that historic night three, not one, Sons of
Freedom rode to warn Concord of the coming of the
British. The riders were Paul Revere, William Dawes
and Dr. Samuel Prescott. Despite the fact that the
yo ung Dr. Samuel Prescott, age 26, was the only one
to finish the ride and warn Concord, the famous poem
by Longfellow incorrectly romanticizes the ride of
Revere as if Revere alone warned Concord, thus erasing
the doctor from history. 1
Dr. Samuel Prescott was the son of Abel and Abigail
(Brigham) Presco tt; Abel was a descendant of John
Prescott, who left Lancashire, England and settled in
New England in 1604. 2 He acquired a good estate and
defended it against the Indians, to whom he appeared
periodicall y as a formidable big man with a coat of
mail armour brought from England.
Samuel Prescott was born in Concord, Massachusetts
on August 19, 1751 , the son, grandson, nephew and
brother of doctors. The family was an ex traordinary
fami ly by all standards. 2 3 4 5 They were English
Puritans, and they settled first in Waterton and Boston
and later moved to many parts of New England and
Canada, settling and naming Lancaster, New Brunswick, and Lancaster, Ontario. The Prescott Memorial:

or a Genealogical Memoir of the Prescott Families
in America, traces 9044 Prescotts up to 1870. 2

The Old North Church has a swtue o[ Revere, and a brief mention
o[ Davis on a plaque in the ~ounya rd. I cou ld find no memion

THE RIDE OF DR. SAMUEL PRESCOTT

of Dr. PresnHL

The night of Apri l 18, 1775 was lighted by a bright
moon. There had been a mild winter, the robins had
already returned, and the fruit trees were blooming.6
That was the night when Paul Revere, silversmith and
member of the Committee of Safety, said to his friend:

Two lanterns did burn in the old North Church
that night and Paul Revere rode to warn the
countryside. But Paul Revere did not leave Charles ton
alone. He was accompanied by William Dawes Jr. ,
and the two riders set out towards the villages of
Lexington and Concord by differe nt routes, in case
they were caught by the British.7 The more important
of the two villages was Concord, because it was the
intention of the British troops under General Gage
to seize the store of munitions wh ich was being
collected th ere 8 The riders awoke John Hancock and
Samuel Adams at the parsonage and continued on to
warn the farmers and villagers.

'If the British march
By land or by sea from the town to-night,
Hang a lantern aloft in the belfry-arch
of the North Church tower as a signal light,One, if by land, and two, if by sea;
And I on the opposite shore wi ll be
Ready to ride and spread the alarm
Through every Middlesex village and farm ,
For the co untry-folk to be up and to arm.' 1

Revere and Dawes both arrived at Lexington safely.
Revere and Dawes th en set out for Concord. Longfellow tell s it this way: " It was two by the vi llage clock,
when he [Revere] came to the bridge in Concord town" ,

•Dean of Medicine, Dalhousie Uni versity, Halifax, N.S.
Correspondence: Dr. T..J. Murray. Dean of Medicine, Dalhousie
l ' nin·JSil\'. Sir Charles Tupper Med ical Building. Halifax, N.S.
R3K 9Z9.
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suggesting Revere alone rode warning villagers and
then arrived to warn Concord. That is not the way
it happened.

mill pond. T hey chopped down the liberty pole and
set fire to the courthouse. But the assembled minutemen co unterattacked, and th e British eventu all y
retrea ted with 73 kill ed and 200 wounded or missing,
as opposed to 49 killed and 44 wounded or missing
of the Colonists. The war had begun.

That evening, 26 year old Dr. Samuel Prescott of
Concord had been courting a Miss Mulliken in
Lexington. Shortly after one a. m. he heard the news
that had been brought by Revere and Dawes and he
started the six mile ride home to Concord. On the
way he overtook the two riders and offered to ride
along with them, since he knew the area and route.
He also suggested the people in the area knew him
and would be more likely to believe the warning if
he were with them. They recognized that there was
a danger of a British ambush, since a Mr. Devens of
the Committee on Safety had seen ten British soldiers
along the road earlier. The British were patrolling
the road so as to prevent any message getting through
about General Gage's plan to destroy the military
stores of the provincials in Concord. 9 to Revere later
wrote that Prescott seemed "a high son of liberty"
and agreed to have him ride and sound the warning
with them. 11
Presco tt went to the Bull Tavern, where he met
Nathaniel Baker [who was courting young Elizabeth
Taylor], and sent him off to warn the Lincoln
minutemen. Nathaniel warned his brothers and father,
all of whom were at the Battle of Concord Bridge the
next morning. Dawes and Prescott then raced to ca tch
Revere, who was 200 yards ahead.

Why do we know so little of what happened to Dr.
Presco tt after two a. m. on that morning? There is
<letailed information on everyone else over the next
few days and months, but not on Prescott.6 12 13 14

As th e three riders co ntinued their ride they
approached a pasture to the right of the road, and
Revere spotted two mounted British officers waiting
under a tree in the moonlight. Two more came through
the pasture, and all fou r spurred up to Revere with
pistols drawn. Dawes saw them, and turned and
esca ped back towards Lexington. Prescott galloped up
to Revere and used the butt of his wh ip as a weapon
to try and push through. The British forced them into
a pasture; Revere took off to the right and was captured
by six officers wa iting there. Prescott yelled to Revere
"Put on! ", jumped his horse over a stone wa ll , and
made off down a rough farmway into a ravine by a
swamp. He circled westward, warning farmers as he
went. He came out into the fi elds behind the house
of Samuel H artwell of the Lincoln Minutemen and
awakened him. 12 They sped off towa rds Concord.

Illustrations of The Minight Ride of Paul Revere, William Davis
a nd Dr. Samuel Prescott usua lly show on ly Revere as the one who
sounded the a larm and warned Concord. In fact, it was Dr. Prescott
who brought the message to Concord when Revere was captured.

Presco tt arrived in Concord at about two a.m. and
found Amos Melven on guard at the courthouse.
Prescott gave him the message and Melven rang the
bell to sound the alarm. Prescott then rode on to Acton,
where he gave the news to Francis Faulkner, the colonel
of the minutemen, who ra ised his men.

Every history book we searched - including the
Presco tt Genealogy, 2 the Encyclopedia of the American
Revolution, 10 and Dictionary of American Biography15
- dismisses him with the same one line: " He joined
the militiamen, and saw service at Ticonderoga. He
was taken prisoner on board a privateer, and taken
to Halifax, where he died in jail. " H e is mentioned
in Paul Revere's two accounts of the ride,9 to but it
is Longfellow's image of a solitary rider that persists. 1

The inhabitants of Concord secured the stores of
ammunition and collected several hundred minutemen. At about seven a.m. the British appeared and
bega n searching for the ammun ition stores. T hey
dumped 60 barrels of flour on the road, destroyed three
ca nnons, and dumped 500 pounds of bullets into the
THE NOVA SCOTIA MEDICAL BULLETIN
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The book Massachusetts Soldiers and Sailors of the
Revo lu ti onary War menti o ns a pri va te Sa mu el
Prescott, but says little about him except that he was
in Ca ptain Isaac Sherman 's co mpany, collected his
pay, and in November 1776, was reported to be sick. 16
After Ticonderoga, Dr. Prescott apparentl y signed on
with an American privateer tha t was captured by a
British priva teer out of Nova Scotia. T here were more
than 2,000 America n vessels empl oyed as priva teers
during the revolu tion, and we have been unable to
trace the vessel on which Samuel sailed.
It is of interest that no t onl y did the eminent
America n histori an and rela tive William Hinkley
Presco tt 17 never mention his name as an ances tor, but
T ickn or, in an appendi x docum enting the history of
the Presco tt fa mil y, made no mention of Dr. Presco tt. 1s
William, grandfather of W. H. Presco tt, fo ught a t
Bunker Hill and was pos ted in Nova Scotia, in the
regul ar service of the colonial troops sent to remove
the French from Nova Scotia. H e was qu oted by
William Hinkley Prescott as stating, "The moral
courage demanded fo r the opening of the revolution
was of a much hi gher order than wha t is required
in an ordinary conflict, where the memory of the brave
if he falls is covered wi th glory; but an unsuccessful
rebellion brings onl y ignomin y, and in case of capture
an ignominious dea th." Perhaps this a ttitude toward s
capture explains the famil y silence about Dr. Prescott.
T he poem of Longfellow g ives the world the im pression tha t Revere
rode alo ne and eleva ted him to a las ting place as a great hero of
T he Revolution•

When Presco tt was bro ught to H alifax he would
have been put into the "old gaol", where prisoners
from captured privateers were held. John Blatchford
was held in this jail when he was also taken prisoner
from a priva teer tha t same year. His experience would
give us a view of what happened to Dr. Presco tt: " I
was kept prisoner among a number of my coun trymen,
on board the Rainbow, unti l we arri ved in H alifax.
On our arrival there we were taken on shore and
confined in a prison which had formerl y been a sugar
house - a large number of prisoners confined in this
house (nearl y 300) together with a scanty allowance
of provisions, occasioned it to be very sickl y. 19

American Revo lution. It is sad that Longfellow, in
glorifying Paul Revere, innocentl y robbed William
Dawes Jr. , and Dr. Presco tt of well -earned honors,
especiall y when it was Prescott who com pleted the
journey to Concord, not Revere. Each yea r The Ride
of Revere is re-enacted on Memori al Day, with less
attention to the re-enacted ride of William Dawes.
I hope someone. perhaps a Massachusetts physician,
will join next yea rs ride and help res tore the memory
of Dr. Prescott. Perhaps it is time for a revisionist
historian -poet to remedy the situation and tell the story
of Dr. Sam Prescott, of memory clear, the man who
rode with Pau l Revere.
D

Bushnell in Blatchford 's narrative describes the jail:
" On the west or upper side of H ollis Stree t, not far
from the H alifax Ho tel, there is an old wooden
building, now in ruin, which is known as the 'old
jail ' in which Ethan Allen, Honorable J ames Lovell
and others are said to have been confined . . . This
building, as originall y built, was a long, one-story
house, with a sharp pitched roof, running perhaps
50 to 60 feet in length from the stree t to the end of
the lot. It stood in a rou gh kind of stone wall which
elevated it a few fee t (perhaps 6 feet) above the ground,
and steps were attached to the building outside, not
on the street, but within the encl os ure." Prisoners who
died in jail were buried in the original burial ground
in H alifax, just north of J acob Street.
No marker marks the grave of the brave young
phys ician who was one of the earlies t heroes of the
THE NOVA SCOTIA MEDICAL BULLETIN
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DavidS. Green

FELLOWSHIP POSITIONS AVAILABLE
The Cardiovascular Division of the Victoria General Hospital is offering three Fellowship
positions, beginning Jul y 1st, 1988.
Duties to include First-Assisting in Cardiovascular Operating Rooms, Pre- and Post-operative
care of Cardiac and Vascular cases, one in four Call Schedule. Volume of surgery wi ll definitel y
improve your surgical techniques.
Salary: $50,000.00 annually - one month holiday.
Requirements: M.D. Degree from Canadian or U.S. Medical School. Satisfactory completion
of Intership acceptable to the Medical Board of Nova Scotia. CMPA coverage.
For further details, please contact:
Dr. David A. Murphy
Director, Division of Cardiovascular Surgery
Room 3067 Dickson Center
Victoria General Hospital
Halifax, N.S. B3H 2Y9
Phone: 428-2115
Or: Dr. John Sullivan
Phone: 428-2116.
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Presidential Valedictory Address - 1987
W.C. Acker, MD,
Halifax, N.S.

"The Recognition or the Existence or a
Problem is the first step in its solution."

governments on the many issues that we can see and can
predict along the way, we must be strong and we must be
united.

One year ago today I was given the honor of being
your President. It has been ayearthati will never forget I was
told by many of my predecessors it would be an exciting and
unpredictable year -- some of my friends said it would play
havoc with my practice-- some of my peers said "somebody
has to do the job" --and my family said go for it, we will stand
behind you.

If I may be permitted to look into the future a bit, there
are some disturbing trends that can be seen. For example, I am
bothered by the trend I see and hear discussed in other provinces, and there is no reason to believe that it won't happen here,
and that is the trend toward doctors expecting to work 9 to 5.
Now, I don't want to give the impression that this is totally
wrong. In my personal view, and at my stage in life, time off
away from work is more "valuable" than time working, but
think of the repercussions this could have on the delivery of
health care. We are members of a profession that for centuries
provided 24-hour 7 day coverage for sick people and we cannot
expect that to change over the short term, and believe me
governments won't allow this to happen. I do sense, however,
a generation of doctors coming along who feel this to be an
issue. This is one small example of why we must be united as
a Society in order to discuss this and other issues that will face
us in the future.

It has been a year in which I called on many of you to
help with various committees or at presentations on behalf of
the Medical Society. I even had time to discuss specific issues
which come before any large, organized, professional society
like ours. It has been a taxing year because of the time
commitment, because of"internal" issues, and also because of
"external" issues in our province and our Country which
require comment from doctors -- whether solicited or not -Believe me it has been a rewarding year.
Perhaps I could be permitted to comment on the
Society as I see it. For the past number of years I have sensed
the strengthening of our Organization, and this year was no
exception. This is in spite of many spirited discussions and
sometime criticism of plans, projects, services or policy which
have come before us. Professional associations or societies
like ours draw their nourishment and strength from the grass
roots. !recognize this and so, I feel, do more and more of you.
Our grass roots, of course, would be the Branch Societies, and
I would suggest the various Sections as well. At this level we
have our common ground and common problems, but as the
"roots" of the organization we must supply nutrient so that the
rest of the organization can grow. Here, as I see it, is where we
are having our problems--here is where we tend to get a we-they attitude. Here is where the health of our Society falters .
It would be unfair to give the impression that the
Branches or Sections don't relate to the Society, this of course
is not true, but we do have some work to do at this level and I
have noted, with great satisfaction, and some pride the efforts
being made to "bridge this gap". Your Communications
Department and CEO spend a great deal of time and effort and
undergo a great deal of frustration at this task, but I see from my
perspective, movement being made in the right direction.

We also have to continue to try and understand each
other, and be patient with each other when we discuss money
or fee matters. Money has the potential of being the most
devisive matter in this and any other professional medical
society. It clearly has driven a deep wedge between various
groups in the province. I use the word understand -- perhaps
I should have used the word trust, because my observations
over the past eight years, as an Officer, which include three
years as Treasurer, three years as Economics Chairman, suggestto me that the bottom line often is a lack of "trust" between
various groups or individuals.
Let's relate to what we do everyday-- we treat people
who come to our offices feeling ill or seeking advice on health
matters. They, for the most part, trust our judgment. Let's use
this as an example and trust those we choose to help us in our
fee allocation matters . This, to my mind, is yet another matter
that shows how we must have our "house in order" as we
posture ourselves for nose-to-nose sessions with government,
an almost guaranteed event for the future. I should, of course,
express my satisfaction with the large number of you who provide your time and expertise in the many committees our
organization requires.

Many of you are no doubt tired of hearing me talk
about the importance of two-way communication, both from
the Branches to the Society office and, of course, the other way
from the Society office to the Branches. Believe me, as we
proceed through the next five to ten years, and have to deal with
T HE NOVA SCOTIA MEDICAL BULLETIN
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important that concept would be. We have among us some of
our peers who either "don't know how to say no" or properly
feel so committed to organized medicine in this province that
they are willing to spend hours, days and weeks (often with
little thanks) doing your business. This reinforces my notion
that "all is well" as long as our confreres will continue to serve
in this way in the future. This also bodes well for your Society
in the future, but let's remember it takes effort and commitment
to stick together -- in the end we will all benefit.
Maybe I could be permitted to share some of my
thoughts about the future and the interplay with government
I suggest to you that medicare has interfered with the genetics
of how medicine is practised and delivered in Nova Scotia and
Canada. That's not surprising because when you "promise the
farm" but can't afford to pay, you have to cut back in some way
or other. This is exactly what governments have begun to do
-- much more so in some of our sister provinces. We, as
Providers of health care, are often made the government's
"scape goats" . -- The cutbacks and restrictions are often
applied to the doctors. We cannot allow this to happen, we do
have influence on the direction of medicine in the future. But,
we have to be constructive and well educated and well prepared
before we sit down to influence government. It would be
imperative that we go as a single, unified, body. --So as I said
earlier, we must have our house in order first. We also must be
prepared to be innovative and to take into account helpful past
events.-- We must go with a "that was then-- this is now"
attitude.
It became more and more obvious to me during my
visits to other Provincial Meetings this past year that our
Provincial Government and the provincial governments of all
other provinces are receiving, percentage wise, less and less
money from the Federal Government for health care. The
major problem is the Canada Health Act; the system under
which all the provinces work. It is so restrictive that the
provinces are not able to finance their share of the load to "pay
for the promised farm", so in my humble opinion it needs to be
changed. I don't believe that I or we in the Province are the on!y
ones who feel this way.

Still looking ahead, here are some issues that will
have major impact in the years to come.
The funding of the health care system both at the
Federal and Provincial level and the role of the private sector
in medicine have to be examined. Already in the USA (and to
a minor extent in Canada) there are privately run hospitals .
There are also medical care schemes sponsored by large
industries which provide as good, if not better care, to their
patients than do the government run medicare plans. Maybe
this is an idea whose "time has come" -- Maybe we need more
of this in Canada and in our Province.
The issue of AIDS. It is like an iceberg with only its
tip showing. We know the major impact is yet to come, but we
can't accurately predict how bad or exactly what the numbers
will be and we can only guess at the cost, but we know it will
be horrendous both in dollar terms and human suffering,
sadness and death.
Over a two-week period from the last of October to
the frrst week in November of this year, The Medical Society
of Nova Scotia played a majorrole in advising our government
about the AIDS problem in Nova Scotia and what we were
prepared to do and what we felt should be done to help fight and
control this disease. Although we didn't receive any press or
publicity you should know that the advice and wisdom ofThe
Medical SocietyofNovaScotia was instrumental in restructuring the hastily formed and narrowly directed AIDS Task Force
in Education into the recently announced Task Force on AIDS
for Nova Scotia. The AIDS epidemic, however, is far more
than a Provincial problem and the Canadian Medical Association has recognized this and at this moment has a committee
working on a National Policy.
I don't think I could talk about the future without
mentioning the cancerous effect that the liability issue has on
medicine. Of course, other sectors in our society are also
affected by the skyrocketing premium cost, but my concern is
its lethal effect on doctor/patient care. The bond between
doctor and patient -- the good will between doctor and doctor
and the cornradery between the professions of medicine and
law all suffer.

I suggest the Canada Health Act needs major surgery
--at the least it needs an exchange transfusion and perhaps even
a heart transplant!! Others in other provinces share this view,
in fact, as you know Ontario is in the midst of preparations to
challenge the Canada Health Act in court. We, in our province,
can play arole in this process by convincing our politicians that
the Canada Health Act must change, otherwise medical care
will suffer and gradual cutbacks will deny accessibility to more
and more people either by restriction and elimination of certain
services or by forcing people to wait intolerable lengths of time
to get the care they need.

I don't have an answer to this problem but do suggest
the various levels of government are key playel'S and therefore
will have to become more involved and convinced that they are
part of the solution. Like it or not, in this present climate and
with the new Canada Charter of Rights and Freedoms, doctors
are more accountable than ever before and -- as I see it -- this
trend will continue.

Governments seem reluctant to consult -- they seem
reluctant to accept advice -- too many of their decisions seem
to be made for political reasons or political gain. Truly,
T HE NOVA SCOT IA MEDICAL BULLETIN

GOOD government relations cannot exist unless or until we
can discuss issues at their face value , without the incumbrances ofpolitics, and with an open mind. Recently, I was told
"even the best plastic surgeon in the world cannot graft a new ,
idea to a closed mind".

Recently there was a movie in town entitled "Back to
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the Future", and I couldn't help but think of this play on words.
I hope and pray that for us in Nova Scotia in medicine it will
be "forward to the future".

Correspondence

My final remarks have to do with the people I worked
with this past year -- the people who without exception took
their responsibility very seriously. Your Officers and Executive Committee, with whom I worked most closely, served you
well and I choose not to single out anyone for fear of missing
many more-- they all worked selflessly on your behalf. I will
though mention names of our loyal, dedicated, ethical staff
without whom the Society could not function. A personal
thank you to Doug Peacocke, Anton Schellinck, Bill Martin,
Shirley Miller, Tove Clahane, Celie Manuel, Glenda Crews,
Pam Fancy, Jeannette Osborne, Christina Jones and Richard
Dyke.

To the Editor:
The paper by Hogan and Whiting entitled " Predictors of Vertebra l Bone Den isty in Nova Scotian
Females" (NS Med Bull August 1987, p 105) brought
to light very useful information about a segment of
our local female population. This study was looking
for factors which: I ) could be used to help prevent
osteoporosis; or 2) could be used to identify incipient
cases so that deteriora tion could be delayed.
In their selected sample of Nova Scotia women ,
mostly pre or peri-menopausal (average age 41), bone
ensity was re lated only to age, height and weight. Two
statements in their discussion could I think be easil y
misconstrued. The first "One finding our study did
show was that there was not a strong correlation
between dietary calcium intake and vertebral bone
dens ity", and the second "Other historical risk factors
or variables to determine, do not in themselves appear
to be as important in predicting bone density, in
particular this is true for historical anc current calcium
intake". In fact , their findin gs could be interpreted
as suggesting that " normal" calcium intake resu lts
in normal bone mineralization.

Andy Warhol once said, "every person on earth has
15 minutes of glory once in his lifetime". Our office staff and
youpeople, by asking me to serve as your President, have given
me 365 days, and for that I will be eternally grateful.
Thankyou.

D

CANADA'S
FIRST FAMILY OF
4·WHEEL DRIVE.

Sandler (to whom the authors refer) studied a larger
group (255) of women of comparable social characteristics and also used a recall assessment of lifetime
calcium intake. 1 The mean age of that group was,
however, 16 years older (57) and most of the subjects
were postmenopausal and, therefore, had presumably
entered into the period of more rapid bone mineral
loss. The groups were quite similar as regards height
and weight. They used vertebral CT scan to measure
bone mineral density and this assessment in trabecular
bone may possibly be more sensitive than dual photon
densitometry at the lower radius. Sandler and her
group were indeed able to demonstrate lower bone
density in indiviuals who had habitually consumed
less calcium (mi lk ). H er group 's mean calcium intake
was 720 mgs per day as opposed to 854 mgs in the
Hogan/ Whiting study. I am sure these authors would
agree that it is important to continue to urge children
and adults to consume calcu im (ch iefly as milk and
its products) through life up to the current dietary
recommendations of 700 to 800 mgs per day as a means
of developing optimal premenopausa l bone mineral
mass. I fully agree with the authors that there is li ttle
ev idence to suppo rt th e larger ca lcium intakes
sugges ted by the Nationa l In stit ute of H ea lth
Consensus Development Conference Statement #5 (on
os teoporosis). 2
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It is interes ting to note that we may soon have
available a practical means of determining who should
receive es trogen replacement at menopa use to delay
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osteoporosis. Christiansen, Riis and Rodbro have just
published a simplified metho.d of identifying " fast
calcium losers " using fat mass, urinary calcium and
hydroxyproline and serum alkaline phosphatase.3
Should this screening stand up to clinical trials we
shall indeed be in a better position to prescribe estrogen
replacement to those menopausal women at risk for
osteoporosis.
Yours trul y,

intakes of calcium are advisable. I agree with the recent
reco mm endations of the Osteoporosis Society of
Canada dealing with calcium intakes - that the
current dietary recommendations of 700-800 mg for
mature adult females be endorsed.
As for the tas t comment of Dr. Robinson dealing
with the proposed methodology for identifying " fast
calcium losers", onl y time will tell if this is of clinical
utility.
Yours trul y,

S.C. Robinson , MD, FRCS(C)
Professor, Department of Obstetrics & Gynaecology,
Dalhousie University, H alifax, N.S.

David B. H ogan, MD, FACP, FRCP (C),
Ass istant Professor, Department of Med icine,
Dalhousie Uni versity, Ha lifax, N.S.
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T he 5th editi o n o f th e Da lho usie U ni versi ty
Formul ary of T opical Preparations, 1987, was recentl y
published. This is a formul ary agreed upon by the
representatives of various in terested bodies of the
Pha rm aceutical and Medi ca l Associa tions of the
Provi nces of Nova Scotia, New Brunswick and Prince
Edwa rd Island. It has been found of use in practice
by fa mil y doctors and pediatricians. Dermatol ogists
in the region use the formulae which are accep ted
ex tem po ra neo u s prep a ra ti o n s no t a va il a bl e
co mm erciall y.

To the Editor:
T hank you for the opportunity to respond to the
letter of Dr. Robinson. T he points he makes are
germane and I do not feel we differ with regards to
any substantive issues.

The boo kl et gives advice on the nature of dermatologica l prescribing, quantitation and contains a
table noting the potency of topical cortico-steroid
preparations.
It is available from :
Mr. Brian MacDougall,
Faculty of Medicine,
Office of the Dean,
15th Floor,
Tupper Building,
Dalhousie University,
Halifax, N.S.,
B3 H 4H7
at $2.00 pos t- paid.

The point of our article is that within a fairly large
range of dietary intakes of calcium, there appears to
be no striking correlation between intake and bone
density. That is not to say that markedl y defi cient

Have a
meal onus.
Ski any Monday, Tuesday, or Wednesday
and get two meals for the price of one. So clip
the coupon, bring it with you and Ski Wentworth!
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T his may be of interest to your
readers.
Yours sincerely,

].B. Ross, MB, FRCP(C),
H ead, Division of Dermatology,
Department of Medicine,
Dalhousie University,
Halifax, N.S.

Editor's note:
A worthwhile reference to own. D
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Appreciations
DR. ROBERT MARSDEN CALDWELL

DR. WALTER FISHER

Dr. Robert Marsden Caldwell, 80, of Yarmouth, died
Saturday, September 6, 1987 at home. Born in
Woodstock, N.B. , he was a son of the late William
and Harrieu (McBride) Caldwell. He was educated at
Yarmouth Elementf!ry School and Yarmouth
Academy. He graduated from Dalhousie Medical
School in 1932 and interned at Camp Hill Hospital,
Victoria General Hospital and the Nova Scotia
Sanitarium. He took an extra year of residency at
Bridgeport Hospital, Bridgeport, Conn. He returned
to Yarmouth in 1933 and began general practice.

On September 8th 1987 Dr. Walter Fisher, the well
known Halifax psychiatrist, died quietly in his sleep
after a short illness. His many friends and greatful
patients mourn the passing of a remarkable man.
Walter Fisher was born in 1898 in Breslau, Germany,
where he also received his early education. His
experiences during two years of military service during
the first world war led him to the study of medicine
at the University of Breslau, where he graduated cum
laude in 1923. Shortly afterwards he married lise
Hauschner, who became his life-long companion,
sharing the rich life of a man dedicated to his
profession as one way of helping others.

He served in the 22nd Field Ambulance Corps, Royal
Canadian Army Medical Corps, during World War
II. After being stationed in the south of England, he
was posted to the Royal Winnipeg Rifles as chief
medical officer. He went ashore at Normandy on DDay and was wounded two months later in Cannes.
Following his return to Canada in 1945 wth the rank
of major, he resumed his medical practice in Yarmouth
and continued his association with the military as a
member of the 14th Field Regiment reserves.

Early in his career Walter Fisher had decided to take
up psychiatry (largely under the influence of the
prominent men at the University who were his teachers
and in whose work he was fortunate enough to
participate). A successful career in his chosen field was
interrupted by events in Europe which induced him
to emigrate. In 1938 he and his family arrived in
Canada, living for a time in St. John N.B. but
ultimately settling in Halifax-Dartmouth where, as
Walter Fisher often said, they found their home. He
was always grateful for life in Canada where he found
a satisfying and rewarding career. His skill and
reputation made him a highly valued member of the
staff of the Nova Scotia Hospital and of the clinic
of the Cole Harbour Hospital, where he served until
his final retirement in 1977. Throughout his career
he retained an abiding interest in psychiatry, shown
not only by his scientific publications and his
membership in many learned societies, but above all
by the concern and care for his many patients.

He was long-time treasurer of the Western Nova
Scotia Medical Society and served several terms on the
board of the Yarmouth Regional Hospital. He was
plant medical officer at Dominion Textile, in
Yarmouth, for 30 years. In later years, he maintained
a practice in anaesthesia. Before his retirement in 1979,
he was installed as a senior member of the Nova Scotia
Medical Society. He was a member of the Yarmouth
Golf and Country Club and the Zion Baptist Church.
With the passing of Dr. Caldwell, the medical
profession of this province and the community of
Yarmouth has lost a very loyal and dedicated
physician.

He had also a wide range of literary and historical
interests. A highly educated and civilized man, he had
a deep respect for learning and culture, and understanding of the weaknesses of others and an intolerance
only for the intolerant.

He is survived by his son, Michael of Sudbury,
Ontario; two daughters, Patricia of Yarmouth and
Elizabeth Arenburg of Yarmouth; and two
grandchildren.

He is mourned by his wife, lise, daughter Renate,
son-in-law Dr. Amoz Chernoff, his three grandchildren
and his many friends and former patients.

Dr. Ashwin K. Madhavani

Dr. K. Aterman

D

D

Lordes, ladies and gentlemen, learned or unlearned of what estate or degree so ever you be of, think
not that no man can be holpen by no manner of medicine, if so be God do send the sickness, for
He hath put a time to every man.
Breviary of Health , 1547
Andrew Boorde (1490-1 549)
THE NOVA SCOTIA MEDICAL BULLETIN
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Pictorial Highlights
134th Annual Meeting
Physicians from across the Province attended
the Annual President's Banquet and Ball to pay
tribute to four colleagues who were honoured
with Senior Membership in The Medical Society.
The award, which requires the unanimous
approval of the Executive Committee, recognizes
outstanding service to medicine and the community. Pictured above at the ceremony are (left to
right): Drs. R. Arnold Burden, Springhill; M.R.
Macdonald, Halifax; T.J. McKeough, Sydney
Mines; and W.A. MacQuarrie, Trenton.

The Presidents of The Medical Society exchanged
jewellry at the !34th Annual Meeting. Dr. Bill
Acker (left) offered the chain-of-office to the new
Society President Dr. Douglas Henshaw who
responded with a Past President's lapel pin.

Dr. Paul Landry, Secretary General of the CMA, read the C.M.A. Senior Membership citations at
The Medical Society's Annual Meeting in November. Pictured above with CMA President Dr. Athol
Roberts (left) is Dr. Alvin]. Buhr of Halifax, the photo on the right pictures Dr. G. Ritchie Douglas
of Pictou.
THE NOVA SCOTIA MEDICAL BULLETIN
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Workers of America for his contribution to the rescue
in the two mine disasters.
In 1957, he beca me a member of the Cumberland
Branch Society. In th e ensuing thirty years, he has
served terms as Secretary-Treasurer, Vice President,
and President. He was the Cumberland Branch 's
representative on the Board of Maritime Medical Care
for fourteen yea rs; eleven of those years were spent
on the Exec utive, including two years as Vice-President
and two years as Pres ident.
Arnold 's participa tion in health related community
activities has bee n exempl ary. H e was on the founding
committee and , later, the Executive of the Cumberland
Mental H ealth Association. He has been the medical
rep rese mative for th e Springhil l Branch of th e
Canadian Cancer Society for the last thirty years. He
currentl y fun ction s as the Medical Officer for the
E.M.O. in the area, and is a resource person for the
Springhill Search a nd Rescue Unit. He was the
Medi ca l Officer for th e loca l chapter of the St. John
Ambulance and was awarded the Priority Vote of
Thanks.
Arnold has active ly supported All Saints Hospital.
H e has bee n on the Medi ca l Staff Executive more than
twenty years, including twelve years as President and
ten yea rs as Chief of Staff. As Chief of Staff, he has
served on the Board of Trustees of the hospital, and
has been active in th e Nova Scotia Association of
Health Organiza tion s. All Saints Hospital has an
impressive record in achi eving accreditation awards;
Arnold has bee n one of th e persons instrumental in
hav ing the hospital work toward that goal.
Arno ld remains in full-tim e general practice, and,
in additon, is completing his twentieth year as a
Medical Officer for the Springhill Medium Security
Institution.
Arnold is marri ed to th e form er Helen Dewar of
Springhill; th ey have fo ur children.
Arnold's record of co mmunity service is outstanding.
When in Prince Edward Island, he served as Chairman
of the St. Peter's Bay South School Board. The Royal
Canadian Legion presented him with both th e Forty
Yea r Pin and the Di amond Jubil ee Medal. He was
a member of the Springhill Rotary Club for twentyfiv e yea rs, and now enjoys honorary member status.
He held the office of President in the club on two
separate occasions, and was instrumental in setting
up th e protocol for the Rotary Children's Clinics held
in Springhill. Arnold was an Assistant Scout Master
in th e late 1960s in Springhill, and ass isted in the
training of seven Queen Scouts. H e was Vice-President
and then President of th e Sprin ghill District Scout
Association . This yea r, he was honoured by th at
association and was presented with the Lord BadenPowell Badge.
He has set an exa mp le to both the community and
to his coll ragues, having bren a Red Cross blood donor
on fmt y-two occasions.

SENIOR MEMBERSHIP CITATIONS
THE MEDICAL SOCIETY OF NOVA SCOTIA

Dr. R. Arnold Burden
After rece iving hi s edu ca ti o n in Cumberla nd
County, Dr. Arnold Burden enlisted in th e Royal
Canadian Army Medi cal Corps. He went overseas in
1941 and served throughout World War II with th e
No. 7 Canadian General Hospital, R.C.A.M.C. at
postings in En gland, France, Belgium, Ho lland, and
Grrman y. H e bega n his career in the military as a
medi ca l orderly, but later rose in the administrative
ranks and was commissioned as Captain .
In 1946, Arnold entered a pre-med class at Da lhousi e
University and in 1948 he entered Dalhousie Medical
School on an entrance scholarship. After graduation
in 1952, Arnold es tablished a general med ica l and
surgica l pra tice in St. Peter's Bay, P.E.I. He acted as
coroner lor King's and Queen 's Counties for five years,
and serv ed three yea r terms on both th e P .E. I.
Commission for Maternal H ealth and Child Welfare,
and the Provincia l Laboratory Council.
Arnold 's participation in professional associations
began early in his medical career. He became a member
of the Canadian Medical Association and the P.E.I.
Medical Society in 1952, and served on the executive
of the provincial body. He was one of the organizers
of the P.E.I. Chapter of the College of General Practice,
and remains a charter member of the College of Family
Phys icians of Canada.
In 1956, while still practising in P.E.l. , Arnold
returned to his native Springhill to render medi cal
assistance during the disastrous "Ex plosion " which
occurred in the Springhill coa l mines. H e was the first
doctor to enter the No. 4 mine after the explosion,
and during three different trips down the mine, spent
twenty-two hours underground in rescue operations.
He was rendered un concious with gas on one occasion.
In 1957. Arnold moved to Springhill, es tablished
a medi cal practice at the Springhill Medical Centre,
with privileges a t All Saints Hospital. In 1958,
Springhill was struck with another major mining
disaster, " the Bump" . Arnold entered the mine with
th e dreager men, and spent thirty-three h o urs in
undergro und resc ue work. Along with other underground rescuers, he was awarded th e Ribbon of the
Carnegie Hero Award. In 1986, he was presented an
award by the Internation President of the United Mine
THE NOVA SCOTIA MEDICAL BULLETIN
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Arnold enjoys numerous hobbies. He has been a
member of the Truro Philatelic Society for seven years
and has been awarded two gold, two silver, and three
bronze medals at the Society's annual stamp exhibit.
He is an avid painter, and has participated in exhibits
of watercolours and oil paintings. He also does some
work with ceramics, and is a member of the Cumberland Craft Association. He is somewhat of a
"computer buff" and has computerized a genealogical
study of over three thousand of hi s and his wife's
ancestors and famil y members. Over the years, he has
been active in square dancing, and various sports
including hunting, fishing, downhill skiing, snowmobiling, canoeing, golf, curling, and all terrain
vehicle touring. He holds an open water certification
in scuba diving. Having keen interest and proficiency
in photography, Arnold has documented in pictures
many of these activities.
We in the Cumberland Branch would hope that the
Society would give favourable consideration to Dr.
Arnold Burden for Senior Membership. He has struck
an example of community service, of courage, and of
support for his Society and its membership that few
can equal.
D.M. Rippey, M.D.
President, Cumberland Branch Society

From 1958 to 1986 he was the Registrar/ Secretary/
Treasurer of the Provincial Medical Board of Nova
Scotia. He has served on the Board of Directors of
the Nova Scotia Hospital Association. He was the
President of the Federation of Provincial Medical
Licensing Authorities of Canada in 1976. He was an
Assistant Professor in the Department of Preventive
Med icine in the Faculty of Medicine of Dalhousie
University until his retirement. He was the recipient
of the Centennial Medal in 1967 and the Queen
Elizabeth II Silver Jubilee Medal.
Dr. Macdonald has served on many committees as
an adviser and since his retirement from his job as
Executive Director of the Victoria Genera l Hospital
he has served on a number of consulting committees
to the administration of the Victoria General Hospital.
Dr. Macdona ld 's career has spanned the time from the
preantibiotic era to the present day when so man y
technological advancements have been achieved.
Dr. Macdona ld is married to the form er Eileen
Hartigan from Sydney Mines. They have one son,
Thomas, who is a practising lawyer in Halifax.
Dr. Macdonald can look back upon a career which
encompassed man y different face ts of the practice of
medicine. He has made a significant contribution to
the medica l profession in his native province. It is
with pleas ure that I present him for senior membership
in The Medica l Society of Nova Scotia.

Dr. Michael Raymond Macdonald

B.J. Steele, MD,
Registrar, The Provincial Medical Board of N.S.

Dr. Michael Ray mond Macdonald is a native of
Sydney Mines, Cape Breton. He rece ived his early
education in Sydney Mines and subseq uentl y attended
St. Francis Xavier University, Antigonish, where he
graduated with a B.A. and a B.Sc. in 1932 and 1933.
Dr. Macdonald proceeded to McGill University to
pursue his medical studies and graduated from McGill
University in 1938.
Foll owing his gradu ation from McG ill , Dr.
Macdonald was engaged in family medica l practice
in industrial Cape Breton. Later he pursued studies
in publi c hea lth at the Universi ty of Toronto receiving
his Diploma in Public Health in 1943. He was the
Divi sional Medical Health Officer with the Department of Public Health of Nova Scotia in the Sydney
area from 1943 to 1951.

Dr. Thomas J. McKeough
Dr. T.J. McKeough grew up in Sydney Mines where
he au ended school. He then attended St. Francis Xavier
Uniwrsity and, later, the University of Ottawa Med ical
School.
He began genera l practice in Sydney Mines in 19.1 I
where he worked with his fat her, Dr. W.T. McKeough.
He was elected to the Nova Scotia Legislature in
1960. In 1964 he held the portfolio of Municipal
Affairs. In 1967, he became Min ister of Labour. In
1968, he added Minister of Trade and Inaustry to his
portfolio and later, in 1969, he dropped the portfolio
of Minister of Trade and Industry, retaining Minister
of Labour and adding Minister of Finance. He ran
in five provirinal election s in Cape Rreton North ,
resigning undefeated in 1978.

In 19.1 I he ass umed the position of Assistant
Execut ive Medica l Adm inistrator of the Victoria
General Hospital in Halifax where he served in this
position from 195 1 to 1969. From 1969 to 1979 he was
the Execut ive Director of th e Victoria Genera l
Hospital.
Dr. M<Kdonald is a Fellow of the American Public
Hea lth Association and a Fellow of the Royal College
of Phys icians and Surgeons of Canada.
THE NOVA SCOTIA MEDICAL BULLETI N

He served as Honorary Secretary of The Medical
Society of Nova Scotia from 1955 to 1957.

Dr. Mr Kro ugh was Pres ident of The Medical
Sooriety of Nova Scotia in 1975-76.
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He is a director on several boards, including Sysco,
Stora Industries, and Northside Harbourview Hospital
Corporation. H e was also chairman of the Occupational H ea lth and Safety Commission.

he was nominated by the medical staff of the Aberdeen
Hospital as a founding member of the Aberdeen
Hospital Foundation and currently presides as its first
Chairman.

It is self-evident that Dr. McKeough has had an
important pub lic life. His wise counsel is often sought,
and never refused .

I take great pleasure in nominating Bill MacQuarrie
for Senior Membership in this Society.
R.P. (Dick ) Feld erhof, MD,
President, Pictou Branch Society.

He has been no less dedicated to his medica l practice,
as his many loyal patients over the years would readi ly
testify. He now practices with his son, Michel, one
of his six children .
In summary, we find a rich and varied ca reer, but
integra l to all of it is an unselfish, capable doctor.

SENIOR MEMBERSHIP CITATIONS
THE CANADIAN MEDICAL ASSOCIATION

The Cape Breton Medica l Society is very p leased
to present for Senior Membership, Dr. T.J. McKeough.

Dr. Alvin Jacob Buhr

Paul C. Boyd, MD,
Pres ident, Cape Breton Branch Society.

Dr. Alvin Buhr is an outstanding surgeon, teacher,
humanitarian , husband, and father. Not only has he
distinguished himself in his field of orthopedic
surgery, but also he has always shown a sincere interest
in Third World and other underdeveloped countries
and has done extensive teaching and travel there. And
in his role as a teacher at Dalhousie University, there
have been few students or residents in the last 25 years
that Dr. Buhr has not touched in a meaningful way.
Both by word and action he served as a role model
and example of excellence to the countless numbers
of physicians who have been exposed to his practice.

Dr. William A. MacQuarrie
Dr. Bi ll MacQuarrie began his med ical career with
pre-med and medical training at Da lhousie University.
He graduated with degrees of MDCM and LMCC in
1943.
For thr past 44 yea rs Bill has engaged in general
practice in Pictou County. In hi s current practice he
has num erous famili es in whom he has delivered and
provided care fm three generations. Bill has also
provided industrial medical supervision in the present
Hawkn Siddclcy Trenton Works and in its three
predcssors. After 44 yrars in the occupational hea lth
fi r lcl , he is eagerly awa iting his fifth appointment as
industria l medical supervisor, this tim e for the " hoped to-be-soon announced " Hawkrr Siddeley successor.

Alvin Jacob Buhr is a native of Manitoba. After his
early education there, he obtained a Bachelor of Arts
degree at th e University of Manitoba, winning
Manitoba and Richardson scholarships. He then
served overseas with the Royal Canadian Army Medical
Corps and the Canadian Far East Forces. Following
his discharge he enrolled in medical school at the
University of Western Ontario in London. He
graduated in 1949 and did residencies in genera l
surgery at Westminister Hospital there and at the
Hospital for Sick Children in Toronto. Dr. Buhr then
did some general practice in Clinton, Ontario, and
also served as the medical officer-in-charge in the
Grenfell Hospital in Labrador. Between 1953 and .l956
he studied in England at, first, the Royal National
Orthopaedic Hospital in Stanmore, and then at the
Churchill Hospital in Oxford. He subsequently
worked as a house surgeon at the Nuffield Orthopaedic
Centre in Oxford and was a research assistant with
a Nuffield Grant at the Radcliffe Infirmary until I 959.
Dr. Buhr was a fellow in orthopedics at the Toronto
General Hospital for two years after leaving Oxford.

Bill has bren an artivr member of th e American
Occupational Medical Association since 1950. H e is
also a founding m em ber of thr Nova Scotia Chapter
of the Collrgr of Family Practice of Canada in 1976.
H e has brrn a mr mbrr of The Medi cal Society of
ova Scotia since the ea rly 1950's and has served as
th e Pres idrnt of th r Pictou County Branch as well
as partici patrd on num erous co mmittees of the Branch.
Bil l and hi s wife, Carolyn , will always be known
for their wonderful hospitalit y to a ll members of thr
med ical community and to th eir famili es. The annua l
Pictou Medical Society summer outing on Bill
MacQuarrie's boat will long br remrmbered by every
doctor in the area and wi ll stand out as a high light
of the summrr lor thosr who wrrr luck y r nough to
sr rve as locum s in th e area for the summer.

Dr. Buhr joined the attending staff at the Victoria
General Hospital in Halifax in 1961 and since then
has a lso held appointments at th e Halifax Infirmary,
the Izaak Walton Killam Hospital for Children, the
Halifax Civic Hospital and the Dartmouth General
Hospital , as well as the Nova Scotia Rehabilitation

Bill ha s srrved as pres ident of the Aberdeen Hospita l
Mrdical Staff and prrs ident of th e Gyro Club of N ew
Glasgow. Brrau sr he is so wrll kno wn and rrsprrtrd,
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Center. He was a member of the executive of the
Victoria General Hospital staff and has served as
president of the medical staff of the Halifax Civic
Hospital.

When the war intervened, he served as a medical offi cer
with the Royal Canadian Air Force until 1945. After
the war he undertook postgraduate study in surgery
at the Royal Victoria Hospital in Montreal and then
returned to New Glasgow to accept an appointment
as chief surgeon at Aberdeen Hospital, a position he
held until 1979 when he became the hospital's chief
of staff. He retired in 1980.

Among Dr. Buhr's medical and surgical memberships are those with the Canadian Orthopaedic
Association, the Toronto Academy of Medicine, the
Canadian Academy of Sport Medicine, the American
College of Surgeons, the Canadian Society for Surgery
of the Hands, and the Oxford Society, the l~!tter of
which he is a life member. He is also a member of
the executive for World Orthopaedic Concern, the
Third World Medical Equipment Assistance Project,
and the Commission on Training and Education in
Developing Countries for the International Society of
Orthopaedic Surgeons. He is a fellow of the Royal
College of Physicians and Surgeons of Canada, the
Royal Society of Medicine and the British Orthopaedic
Association. He is a past president of the Atlantic
Provinces Orthopaedic Society, a vice-chairman of
American Orthopaedics Overseas Incorporated and
past chairman of the Committee of Orthopaedics
Overseas for the Canadian Orthopaedic Foundation.

Over the years Dr. Douglas has been president of
the medical staff at Aberdeen Hospital, has served two
terms as a governor with the American College of
Surgeons, and has been on the Board of Governors
of Dalhousie University. For four years he was an
examiner in general surgery at Dalhousie University
for the provincial medical board.
Dr. Douglas became a Fellow of the Royal College
of Physicians and Surgeons in 1947 and of the
American College of Surgeons in 1951. He ha~ been
awarded life memb ership in th e Pictou County
Medical Society and senior membership in both the
Nova Scotia Surgical Society and the Medical Society
of Nova Scotia. In 1977 he received the Queen 's Silver
Jubil ee Medal.

In his local community he has contributed significantl y as a board member for the Orthotics and
Prosthetic Unit of the Rehabilitation Centre, as a
chairman of the International Service Committee for
the Halifax Rotary Club and as a member of the Royal
Commonwealth Society serving the greater Nova
Scotia community. He has for years participated in
travelling orthopedic clinics to Cape Breton.

Throughout the past 39 years, Dr. Douglas has
displayed not only his medical abilities and his
compassion for his patients, but also a very keen
interes t in the Aberdeen Hospital and in the community of Pictou County.
Dr. Douglas is married to the form er Elizabeth
Miller, and they have two daughters and one son. D

He has numerous other academic achievements with
more than 20 publications to his credit. Indeed, he
was chairman of the editorial board and editor-in-chief
of The Nova Scotia Medical Bulletin from 1972 to
1976 and still sits on the editori al board of that
p ublication.
Dr. Buhr has been married since August 1953 to
the former Elizabeth Joy Cornall , an occupational
therapist who has done outstanding work in loca l
volunteer activities, assisting in Third World projects
and raising the Buhr's four children: Christina, Gavin,
Roderick and Vanessa.

CLINICAL PATHOLOGIST
Sydney City Hospital, Sydney, Nova
Scotia req uires a clinica l pathologist for its
Cape Breton Regional Laboratory. Specialty
interes t and experience in hematology and
biochemistry preferred. Or Anatomic Pathologist with specialty interest and experience
in hema tology and biochemistry. Remuneration by negotiable salary with benefits.

Dr. George Ritchie Douglas
Please reply to:
Colleagues of Dr. Ritchie Dougl as at Aberdeen
Hospital in New Glasgow have long considered
themselves fortun ate to have a surgeon of Dr. Douglas's
calibre working with them. Indeed, Dr. Douglas has
been acclaimed as one of the leading surgeons of
Atlantic Canada.

Francis D. Ellison
Executive Director
Sydney City Hospital
Sydney, Nova Scotia
BIP 2H8

George Ritchie Douglas was born in New Glasgow,
Nova Scotia, in 191 3. After earl y educa tion there, he
obtai ned his medical degree from Dalhousie University
in 1939 and then began practice at Aberdeen Hospital.
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PERSONAL FINANCIAL PLANNING

0 Touche Ross
Choose Your Future
It takes the right combination of
people to help you plan for your
future. At Touche Ross, we have the
professional expertise to provide you
with a comprehensive personal financial plan.
This plan will assist you in taking
control of your financial affairs and
provide a road map to help you
attain your lifetme financial objectives.
Independently and objectively prepared, your personal financial plan
will address your specific concerns.

-NET WORTH
-LIFESTYLE EXPENDITURES
-SAVINGS
-EDUCATION FUND
-LIFE INSURANCE
-HEALTH INSURANCE
-RETIREMENT
-TAX
-INVESTMENT

Dr. Donald J. MacKenzie, (92) of Sydney, N.S. died
on June 28, 1987. Born in Cape Breton he received
his medical degree from Dalhousie Medical School in
1918. He attended the Johns Hopkins University to
study bacteriology. He then initiated a laboratory
medicine program for medical students. The pathology building in Halifax is named in his honour. He
is survived by neices and nephews, to whom the
Bulletin extends sincere sympathy.
Dr. David B. Archibald, (68) of Sydney Mines, N.S.
died on September 23, 1987. Born in Sydney Mines
he received his medical degree from Dalhousie Medical
School in 1943. He obtained his specialty in urology
doing his training at the Montreal General Hospital.
H e was a member of The Medical Society of Nova
Scotia and the Canadian Medical Association. He is
survived by his wife and a daughter. The Bulletin
extends sincere sympathy to his wife and family.
Dr. Albert M. Sinclair, (61) of Halifax, N.S. died
November 19, 1987. Born in Prince Edward Island he
graduated from Dalhousie Medical School in 1952 and
then went on to do post graduate studies in surgery
and orthopaedics. He started practice in Halifax in
1960 and was appointed orthopaedic surgeon-in-chief
at the Children's Hospital in 1964. He was a member
of The Medical Society of Nova Scotia and the
Canadian Medical Association. He is survived by his
wife, two daughters and four sons. The Bulletin
ex tends sincere sympathy to his wife and family.
Dr. Donald A. Fayden, (53) of Truro, N.S. died
November 21 , 1987. Born in Sydney, he graduated from
Dalhousie Medical School in 1959. He was a general
practitioner in Truro as well as a member of the
anaest h esio log y departme nt of the Colchester
Regional Hospital. He was a member of The Medical
Society of Nova Scotia and the Canadian Medical
Association. He is survived by his wife, two daughters
and four sons. Our sympathy is extended to his family.
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