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The Section of Surgery

This issue of the Bulletin contains the papers presented at the 1966 meeting of the Section of Surgery
of our Society. Ranging from case reports to survey artieles on subjects of immediate interest, not only to

ever
readers.

practising surgeon but to every practising physician, we believe that they will be of interest to our
We hope to have similar issues from other Sections and specialist societies from time to time.

Editor.

Why?

Why the specialist society? On the national
and international level the needs for it are several,
and obvious. But these — especially setting and
mainicnance of specialty standards — are not
essential at provincial level. Or are they? The
second need the specialist society fulfills is in
giving its members opportunity to study and
learn from one another through their own meetings
and journals. With these being carried out on a
national and international seale it seems unneces-
sary that it be repeated in less depth at provineial
level. Or does it?

In medicine specialist societies on the North
American continent are largely a product of this
century. The demands which prompted the for-
mation of the great organizations such as The
American College of Surgeons a little more than
fifty vears ago are the same behind the ereation of
Pho smaller provineial societies today. The Prov-
Ineial Medical Board has seen fit to set up its own
Specialist requirements in Nova Scotia. It is a
Natural corollary that those qualified set up their
OWn society, Actually, the specialities recognized
the need before the Medical Board did, and

eneral Surgery, most recently formed of the
Specialty groups, anteceded the Medical Board's
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action by more than a year. Set up as a section
of the Nova Scotian Medical Society, its main
aims are three:

1. To increase the knowledge and skill of
its members.

2. To raise and maintain high standards for
the practice of surgery in this provinee.

3. To give its members a common voice in
dealing with their confréres in other
fields of medicine.

In Nova Scotia today there are more than
sixty qualified surgeons recognized by The Prov-
incial Medical Board. Forty-two are already
active members of the society and the majority of
the remainder will join. This is a large enough
group to hold stimulating eclinical gatherings, and
the quality of the material presented at the two
meetings held within the past year has been high.
Meetings such as these do not take the place of
larger gatherings such as the annual congress of
the American College of Surgeons or the meetings
of the Canadian Royal College, but they do create
a more informal atmosphere where the member is
more likely to participate actively in presentation
and discussion.
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While secondary to the elinical, the business
problems of the general surgeon, as with all mem-
bers of the profession, have grown more complex.
Only a generation ago he was one of few special-
ists, almost the whole realm of surgery was his.
He developed a greater pride, a bigger bank bal-
ance, and a more colourful temperament than any
of his confreres. The temperament has long since
gone out of fashion, the pride is less blatant, and
the bank balance has shrunk to below that of his
confréres as the specialty of general surgery is con-
stricted more by each new surgical specialty that
develops.

In its complacent, Nova Scotian way, the
Surgical Section has confined its problems to the
clinieal, and thought little, as yet, on the cost of

across the country have been so disposed. Be-
cause the problems of the general surgeon are
common to the whole of Canada it is likely that
before long there will be a general surgical section
to the Canadian Medical Association with its
voice directed not so much toward the advance-
ment of the surgical art as to the advancement of
the surgical artist.
The Royal College of Surgeons of Canada,
with general surgeons still in the majority, by its
position and membership, has the qualificati
for this task, but probably not the desire. On i
more altruistie plane, it could be content leavi
the mundane dollar problem to the Canad
Medical Association which, day by day, is fo
down from its lofty elinical idealism to the leve
of big business. o)
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Not all of its sister organizations

Dalhousie Refresher Course

The 40th Dalhousie Refresher Course will be held in the Nurses Home
Auditorium, Vietoria General Hospital, November 21st to 24th ineclusive.
Again as last year it will constitute the clinical programme of the annual
meeting of The Medical Society of Nova Scotia to be followed on November
25th, 26th by the meetings of the Council of the Medical Society.

The mornings will be devoted to Small Group Clinies in the Children’s
Hospital and Camp Hill Hospital on Monday; at the Children’s Hospital and
the Vietoria General Hospital on Tuesday; at the Halifax Infirmary on Wed-
nesday; and at the V. G. Hospital, the Children's Hospital and the Grace
Hospital on Thursday.

Socratic luncheons giving an opportunity for informal discussion with a
Faculty member are being arranged at Camp Hill on Monday, the Victoria
General on Tuesday, the Infirmary on Wednesday, and the Children’s Hospital
on Thursday.

Four guest teachers will be featured during the general sessions in the
afternoons, The major participant on Mondayv afternoon will be Dr. Bram
Rose, Allergist of MeGill. The Tuesday afternoon programme will feature
Dr. Lloyd D. MacLean, Professor of Surgery of MeGill who will present the
John Stewart Memorial Leeture. On Wednesday, Otolaryngology in General
Practice will be dealt with by Dr. P. E. Ireland, Emeritus Professor of Oto-
laryngology, University of Toronto. The closing afternoon of the Refresher
Course Thursday will feature Psychosomatie and Psychiatrie discussions, the
guest teacher being Dr. Alan Mann of Montreal.

The Refresher Course Committee under the chairmanship of Dr. J. F.
Nicholson have prepared an excellent programme. Your presence is all that is
required to make it an outstanding success.

LEA C. STEEVES, M.D.,
Director,
Postgraduate Division

A.LM.
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Chest Injuries

C. E. KiNvey, MD, FRCS (C)*

Halifaz, N. S.

Aceidents are common causes of death among
Canadians of all age groups. Increasingly, auto-
mobile ecrashes are the first ranking cause of
serious accidental trauma. Table I is from the
Cornell Automotive Crash Injury Research Pro-
ject’, and shows the frequencies of injuries to vari-
ous sites in auto erashes; percentages total more
than 100 because of multiple injuries. Head in-
juries are the leading cause of death among aceident
vietims who reach hospital, while chest and ab-
dominal injuries are the second and third com-
monest  causes®,

TABLE 1
Area or Booy IxJurep 1x Avto Aceipexts (1)

Area of injury Frequency ¥
Heail ) ] 70.9
Neck and eervieal spine 3.6
Thorax and dorsal spine 5
Abdomen, pelvis and lumbar spine
Upper extremities

Lower extremities

BERS
[=-3 =1 1 )

The mechanisms of chest injury are variable.
In war situations, open injuries predominate, but
in civilian praetice blunt trauma is most often
seen’.  Blast injuries result from either air or
underwater explosions and may be considered as
varicties of blunt trauma. Open injuries are most
often knife or gunshot wounds. The perforating
type is a ‘“‘through-and-through™ injury, while
in penetrating injuries a foreign body may remain
mside.

A useful eclassification of chest injuries is
given in Table II. Injuries of the chest wall and
plenral space ean usually be managed by simple
measures, while viseeral injuries will frequently
require major operation.

Soft Tissue Injury

These are handled according to established
principles of management for soft tissue injuries.
Interstitial emphysema is discussed below. An
unusual but speetacular picture is given by “trau-
matic asphyxia”, where the skin of the upper half
of the body and conjunctivae show bluish dis-

coloration. The condition is usually due to severe
compression injuries of thorax and/or abdomen®
If soft tissue damage communicates with the ple-
ural space, an open pneumothorax results.

TABLE 11
Tryres oF IxJumry

A - Chest wall and pleural space
1 Soft tissue injury
2 Bony injury
- simple rib fracture
- multiple rib fractures, with or without
flail chest
3 Pneumothorax — simple, tension, open
4 Hemothorax
B - Visceral Injuries
1 Lung - contusion, laceration, hematoma,
atelectasis, pneumonitis.
Mediastinal and subeutaneous emphysema
Heart - contusion
— hemopericardium
Great vessel injury

S W
=}

B
B

C - Thoraeo - abdominal injuries
D - Other injuries associated

1 Head

2 Limb

3 Renal

Bony Injuries

1 Simple rib fracture indicates a break of one
or two ribs, not associated with pneumo- or hemo-
thorax. Strapping the chest wall may be tried
but pain is best relieved by oral analgesics com-
bined, if necessary, with intercostal nerve blocks
for the first day or so. It is wise to take a repeat
chest X-ray seven - ten days after the injury, as
some patients develop a delayed type of hemo-
thorax.

2 Multiple rib fractures without flail chest are
painful injuries and are often associated with hemo-
pneumothorax. Management of the latter is
discussed below. The pain may require epidural
or intercostal nerve blocks, in addition to opiates,
for the first few days. There is great danger of
atelectasis in these cases because of pain interfer-
ing with eoughing. It is as easy to undersedate

*From the Department of Surgery, Victoria General Hospital and Dalhousie University.
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as to oversedate these people; small repeated in-
travenous doses of meperidine are sometimes
useful. A patent airway must be maintained, by
any means, including: physiotherapy, naso-tra-
cheal aspiration, bronehoscopy. A few of these
patients will need tracheostomy with respirator
assistance.

3 Multiple rib fractures with flail chest. Ribs
must be broken at two points for a flail segment
to oceur. The flail segment may be lateral, when
ribs on one side are broken at two points (one point
may be a costochondral or chondrosternal separa-
tion, and so not visible on X-ray); or the flail seg-
ment may be anterior, when ribs are broken on
both sides resulting in a flail sternal component.
The flail segment moves “paradoxically” with
respiration and is readily recognized. These pati-
ents may be in severe respiratory distress and the
flail chest must be immobilized. In an emergency
situation this may be done by holding the area
inwards, either by a pressure bandage or manually.
Another method, usually mentioned, is skeletal
traction by applying a towel clip through the skin
and around a rib in the flail area. Today, how-
ever, the best emergency treatment is by passing
an endotracheal tube (general anesthesia is not
necessary) and assisting respiration by an Ambu
bag or mechanical ventilator. An endotracheal
tube may be left in place for a day or two if neces-
sary for transportation, with only mild sedation
required. The definitive management of these
cases most often is with assisted ventilation via
an adequate tracheostomy?, usually for a week or
two.

4 Sternal fractures usually cause little de-
formity. They may, however, be associated with
gross deformity, much pain, or with flail chest.
In these situations, the fracture should be im-
mobilized by exposing the site and passing wire
sutures through beth fragments.

5 Fractures of vertebrae will not be considered
here.

Pneumothorax

Pneumothorax may be simple, open or ten-
sion. The best way to diagnose any pleural injury
1s by X-ray; physical signs, although always as-
sessed, may be grossly misleading. Most trau-
matic pneumothoraces should be treated by water-
seal drainage. The best and most convenient
site is the second or third intercostal space in the
mid-elavieular line. In an emergency a large bore
needle may be inserted at this site, and connected
to an intravenous tubing set; the drip chamber is
cut off and that end placed under the water seal.
Otherwise a regular closed thoracostomy is done
using Nelson's trocar and cannula and a straight
red rubber catheter.

Tension pneumothorax may be obvious from
physical signs such as tracheal and cardiac shift
or, if a syringe is connected to an intercostal
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needle, the barrel of the s_yrlnge will be foreed out-
wards. Water-seal drmnage is required. h

An open (“sucking”) pneumothorax will
obvious and the wound must be sealed quie}
with a dressing. A water-seal drainage will p
ably be needed.

If a pneumothorax persists despite adeq
water-seal drainage, an injury to a major bronek
should be suspected.

Chest tubes are generally not removed unti
they have stopped working, i.e., no more air
blood is draining, and chest X-ray shows the lung
fully expanded. When these two conditions
met, the viseeral and parietal pleurae are becomi
adherent and the lung should stay fully expanded,
Hemothorax

Hemothorax is often associated with s
degree of pneumothorax. Simple hemothorax m
be managed by needle aspiration, repeated da
for several days if necessary. Alternatively,
intercostal drainage tube may be inserted, usus
in the sixth or seventh space in the mid-axills
line. If a hemothorax recurs rapidly a thora
tomy may be required. If a hemothorax is
drained adequately it may become clotted or .
feeted, necessitating later decortication.
Subcutaneous Emphysema (Figure 1) E

This is due to air entering the interstit
tissues of the body. The usual causes are:

1 Pneumothorax communicating with a bre
in the parietal pleura; in this instance
emphysema is often of limited degree
most apparent at the site of chest
injury.

2 Air escaping from a bronchial tear
the interstitium of the lung and track
to the mediastinum; from there it continu
to the root of the neck and then throug
the chest wall and subcutaneous tis
The air may also burst the mediastin
pleura and eause pneumothorax.

3 An esophageal tear results in mediastin
emphysema, which spreads to the ne
and elsewhere.

Air in the interstitial tissues causes g
“bloating’’ and crepitus is felt on palpation. It
alarming to see but is not in itself serious and
quires no treatment other than reassurance
occasionally the air must be pressed out of tl
eyelids to enable them to open.

Rapidly developing subeutaneous emphys
especially if associated with persistent pneumo-
thorax, suggests a major bronehial injury. Su
cutaneous emphysema with severe retrosternal
epigastric pain suggests esophageal injury.
these conditions require surgery.

Visceral Injuries

The lung may suffer contusion, laceration oF
hematoma. Operation is rarely necessary,
associated hemo- and pneumo-thorax being 1
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Fig. 1 Extensive subeutaneous emphysema

aged as above. Lung contusions are visible early
on N-rays and begin clearing in a few days; this
is not so with X-ray signs of atelectasis or infec-
tion, which are not apparent immediately and
which become more obvious if not adeguately
treated.  An intrapulmonary hematoma may take
weeks or months to resolve and may later be mis-
taken for a “solitary nodule™.

Cardiac contusions may be suggested by serial
ECCG changes. Hemopericardium, from ecardiae
laceration, is serious. Diagnosis is suggested by
physical signs (tachyeardia, muffled sounds, ele-
vatoed venous pressure) as X-ray is misleading in
the carly stages. Confirmation of diagnosis and
treatment is by aspiration, via the xiphisternal
angle,  Aspiration may be repeated if necessary
but rapidly reeurring hemopericardium requires
surgery.  Rarely, changing heart sounds suggest
tranmatie ventricular septal defect or detachment
of atrioventricular valves.

(ireat vessel injury is often rapidly fatal. One
type of sueh injury worth keeping in mind is
traumatic rupture of the aorta. This is indicated

=
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by widening of the superior mediastinal shadow

(figure 2) and requires urgent operation.
Diaphragmatic rupture results in herniation

of abdominal contents into the thorax. This is

seen on chest X-ray and requires operation (fig-
ure 3).

Fig. 2 Arrow shows widened superior mediastinum of

aortie rupture

Fig. 3

Rupture of left hemidiaphragm. Arrow shows
gastrie air bubble.
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Esophageal rupture is rare, being manifested by
interstitial emphysema and severe epigastric pain.
Gastrograffin swallow confirms diagnosis and
surgery is necessary.

Chylothorax is very rare. It is diagnosed by
aspiration of typical milky fluid. Treatment by
aspiration is usually successful.
Thoracoabdominal wounds

Most of these will require operation. The
abdominal organs usually involved are those in
contact with the diaphragm. In this regard it
is worth remembering that the solid abdominal
viscera (liver, spleen, kidneys), although sub-
diaphragmatie, are intrathoracie as far as the rib
cage is concerned.

Other injuries

These must always be searched for as so often
chest injuries are found in ‘“multiple-injury”
situations. Head injuries are the most frequent,
then limb fractures. The “order of priority”
in such eases is usually (1) respiratory system,
(2) eirculatory system, (3) nervous system, (4)
other (renal, skeletal, ete.).

TABLE III
PrixcirLEs oF MANAGEMENT

Two stages:
1 Early stage — immediate correction of profound
physiological disturbances.
2 Late stage — maintenanece or restoration of lung
funetion.

Principles of Management
The initial assessment is most important.
After a brief history and careful physical examina-
tion, a chest X-ray should be taken as soon as
possible. The principles of management are sum-
marized in Table III. The early stage is where
most saving of life occurs. This is the time when
cardiorespiratory function must be secured by:
1 Adequate ventilation using the mouth-to-
mouth technique, passing an endotracheal
tube, or performing a tracheostomy, and
immobilization of flail ehest wall segments.
2 Cardiac resuscitation methods, such as ex-
ternal massage and defibrillation.
3 Restoration of cireulating blood volume.
4 Drainage of air or blood from the pleural
spaces; aspiration of hemopericardium,
It is well to remember the causes of death in chest
injuries. Bleeding is into pleural, pericardial or
peritoneal spaces. Drowning results from retained
tracheo-bronchial seeretions. Suffocation results
from untreated hemopneumothoraces or flail chest.
In assessing and following these injuries, eclose
wateh is kept for signs of acid-base disturbances.
Metabolic and/or respiratory acidosis may develop
(Table 1V) and in addition some objective guide
is needed in the use of respirators. The ability
to measure arterial blood pH, PCO. and biear-
bonate is essential. The Micro-Astrup technique
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TABLE IV
Featvres oF RESPIRATORY AcIDOSIS

Tncrease of arterial pCOx
Fall of arterial pH

Tachyeardia, systemie hypertension
Headache, eonfusion

Coma, hypotension, death

S ke S0 D =

is most often used. The indications for opers
are summarized in Table V. Later manag
involves (1) Decortication procedures, (2)
moval of certain retained foreign bodies, (3)
rection of conditions not diagnosed initially,
tear of diaphragm, aortie aneurysm.

TABLE V
Wues 1o OPERATE

1 Continued bleeding into pericardial, pleural or

peritoneal spaces.
2 Tear of aorta, diaphragm, bronehus or esoph
3 Most thoraco - abdominal wounds.

Prevention of Chest Injuries

Most serious chest injuries in civilian prs
result from road accidents. Currently, the
industry is being eajoled into incorporating addi
onal safety features into ears. Neverthe
most injuries are caused by the drivers them
The Committee on Traffic Accidents of T
Medical Society of Nova Scotia has published
the Bulletin a “Guide for Physicians in Dets
ing Fitness to Drive a Motor Vehicle,®
should be familiar to all physicians. A souree of
distressing number of injuries to teenagers in
provinee is the use of motor-bikes and m .
eyeles; it is hoped that legislation will soon requi
that drivers and passengers of these vehicles
least wear erash helmets.
Summary

This has been a brief review of diagnosis
and management of chest injuries. Any physi
interested in learning more of the techniques
resuscitation, intercostal drainage, ete. can arran
to do so through the Postgraduate Division
Dalhousie University.
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Estimation of Blood Requirement

J. H. MacLeop, MD,

Liverpool,

Three methods of estimation of blood re-
quircment in surgieal patients have been found of
value at Queen's General Hospital over the last
few vears. We believe that they can be used in
hospitals of any size and although none of these
methods is new, all deserve more attention and
all meet three criteria which we feel are important.
Namely; simplicity, low cost and, accuracy.

Farly and accurate replacement of blood
loss requires less blood than does the treatment
of shock that is well established"®. Any period of
shock and poor tissue perfusion earries with it a
risk of renal and myocardial complications, es-
pecially in elderly, poor risk patients; but these
same patients tolerate overloading of the circula-
tion poorly®. A moderate degree of blood loss in
the adult may be highly significant in the pediatric
pediatric patient

The eclinieal indicators of blood volume status
should first be considered; nevertheless there is no
single reliable elinical sign of impending shock due
to blood loss. By the time shock is recognized a
large blood volume deficit may exist *5,

'or these reasons, over the past few years, we
have instituted what we consider to be three reason-
ably acceurate methods of blood loss extimation.
Thesc are:

I. Gravimetry, or weighing of sponges in
the 0. R. — this was introduced by
Wangensteen in 1942, but it has never
gained the universal popularity which
we feel it deserves.

2. Blood volume estimation with Evans
Blue Dyve — a very useful procedure,
whieh is not nearly so difficult or time con-
suming as is sometimes thought.

3. Continuous Central Venous Pressure Mon-
itoring.

These techniques are described with an
assessment of their value.
Cravimetry

This was instituted some three yvears ago. An
ordinary dietetic scale is used with a light weight
metal tray fastened to the weighing platform.

ach gram of blood is considered as 1 ml. The
blood in the suetion bottle must be included and

—_—

N5

evaporation is a very important factor. The
sponges should be weighed directly or placed in a
water-proof bag until weighed.

At first moist sponges were used, but it was
soon found that this rendered the procedure much
more open to error. Therefore we abandoned the
use of moistened sponges even though it had
always been our practice.

Any routine procedure may become prolonged
with extensive dissection, and the usual insignifieant
blood loss may insidiously become a shock pro-
ducing one '. The longer and more extensive the
procedure, the greater the tendency to error in
blood loss estimation. A review of the literature
is significant in that all of the investigators found
that the measured blood loss was significantly
greater than that estimated by the surgeon * & 7,

Weighing of sponges is a simple, inexpensive
and reasonably accurate procedure which enables
blood loss to be recorded quickly at any point
during the operation. Measured blood loss by
gravimetry is estimated by some investigators to
be seventy-five percent of the true blood loss, the
blood loss being under-estimated by twenty-five
percent, chiefly because of evaporation before
weighing and loss into the tissues. This would
appear to us to be a reasonable assessment, certain-
Iy in an extended proecedure. The blood loss as
measured by this method then, is an indication of
the minimal amount of blood which needs replace-
ment.

Use of this method helps to prevent the un-
necessary use of blood — we actually use less
blood than we did before instituting this procedure;
on the other hand needed blood is given sooner than
it otherwise would have been. It renders the
surgeon more aware of blood loss and more con-
scious of the value of hemostasis. For instance,
after we began weighing sponges, the average
blood loss in the next 25 Cholecystectomies was
206 ml; the average blood loss in the following 25
Cholecystectomies was 106 ml.

Blood Volume Determinations with Evans

Blue Dve.

This is an excellent method of determining the
status of the intravascular compartment, especi-

*Now - Resident in Proetology, Ferguson Clinic, Grand Rapids, Michigan.
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ally in the preoperative surgical patient who may
have a contracted blood volume. The generally
used procedure for estimation of blood volume
today is by means of radioactive Isotopes, but
this equipment is not generally available to all
hospitals. The Evans Blue method has been
pretty well abandoned as being too cumbersome
but in a review of the literature I have noted
several recent articles describing the value of this
procedure and many studies showing that the two
procedures have an equal degree of aceuracy ' 1%17,

We have used this procedure in a number of
cases over the past two years, beginning with re-
peated determinations on normal volunteers so as
to work out an accurate procedure, and going on
from there to determinations in cases involving
blood loss. As a result of these investigations we
are satisfied that it is a reasonably accurate pro-
eedure as well as being relatively simple, safe,
cheap and comparatively rapid. A certain number
of serial determinations are quite feasible, the
limiting factor being the residual eirculating dye
in the blood stream, which does contribute some-
what to error as it is increased. At any rate, we
feel that CVP is better for continuous monitoring
and blood volume determinations are usually
reserved for pre-operative assessment with perhaps
an occasional reading during or after a period of
blood loss. The dye is perfectly harmless, even in
large doses, which may ecause a temporary dis-
coloration of the skin.

The preparation may be used as recommended
by the manufacturers (Warner-Chilcott) although
we have reduced the dosage to one half, so as to
increase the number of determinations possible,
with corresponding alterations in the method.
Accuracy in all measurements is particularly im-
portant. We now have a separate blood volume
tray in the Laboratory; 20 minutes are required
for plasma volume determination and 45 minutes
for a blood volume reading.

Measurement of Central Venous Pressures

We have used this procedure for the past 18
months and have found it to be a very useful
adjunct to the previously mentioned methods.
It again is a simple, cheap and quick aid and is
the best available guide to an adequate ecirculating
blood volume 7 * 17,

Its use is based on a physiologic or hemody-
namie classification of shock. One should not neces-
sarily treat shoek in terms of etiology for two
reasons: First, vou must sometimes treat it
before the cause is apparent, e.g., shock of obscure
origin, unsuspected myocardial insufficiency. See-
ond, even if the eause is known, subsequent altera-
tions in cardiac competency, blood volume or
vascular tone may complicate the eirculatory
failure so that therapy directed only at the initial
cause of hypotension is ineffective, e.g., if circula-
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tory failure from hemorrhage persists long
hypoxia and metabolic acidosis may deve
depress myocardial function or vaseular {,
both to the extent that blood volume rep|
alone is quite ineffective. Subsequent by
chemia may eompound the problem furt]
respiratory depression leading to more
Under such circumstances, correction of
tory failure originating from hypovolemia
quite impossible without temporary my
stimulants, vasoconstrictors and other ag
well as blood volume replacement? [In
cases of shoek which do not originate from
volume disturbances, such as sepsis and my
infaretion, hypovolemia may subsequently b
significant factor, especially following

strictor therapy. The longer that shock
the more frequent and unpredictable will
changes in relative importance of hypove
cardiac insufficiency and deficient vascular

Clinical signs are not necessarily eo
reliable. Consider these examples : (1) The p
with acute eardiac insufficiency may present
pale skin, thready pulse and clear lung
indistinguishable from hypovolemie shoek
therefore subject to the hazard of over trans
(2) Early in the course of hypovolemia, b
pressure and pulse may be normal and vaso
tion may preserve a warm dry skin,
indication of shock until there is a sudden
whelming collapse — we have all seen this.
Pre-existing bronchopulmonary pathology
give rise to symptoms and signs suggesting car
failure — when such signs accompany unrecogn
hypovolemia, they may deter one from adm
tering much needed blood volume expan
(4) A poor risk patient with congestive 1
failure may suffer blood loss, may require blood
yvet may tolerate rapid administration poo

With these considerations in mind, one
appreciate the advantages of planning the th
of obseure or refractory shock on the basis of tl
actual circulatory defects present 'S,

Cireulation is maintained by an eff
combination of eardiac pump action, blood vol
and vaseular tone and CVP is determined by
interrelated effects of these same three fae
A deficieney of any of these factors or any @
bination of deficiencies of these faetors will
to shock and will cause a change in CVP, dete
tion of eardiac function causing an elevation
inadequate blood volume and enlargement of
vascular space both leading to a dimunition
CVP. Restoration or maintenance of adeq
circulation requires a co-ordinated support of
three factors ® 10 1. 17,

This procedure can serve as one of the simp
most convenient and most reliable indices of the ¢
culating blood volume relative to the heart aetio
Alow CVP (0 to 5 em. of water) indicates that the
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' volume is low in relation to cardiac eapacity;
and that blood or blood volume expanders may
mﬂ should be administered. A continuing low
:'-c‘rp assures one that the circulatory system is not
o overloaded and that administration of blood
or blood volume expanders should continue. In
' such as this enormous amounts of blood or
fuids can be given with safety and‘ without fear of
overloading the circu]atiou_. even in elderly. poor
risk patients and even despite normal blood volume
determinations. ) )

If multiple transfusions have only a transient
effect on shock, eardiae output and CVP, and one
is certain that bleeding is controlled, then one must

.t that peripheral pooling has oecurred
(especially if there is hypotension in the presence of
a warni, dry skin) and that the blood is not re-
turning to the heart. This oecurs most commonly
with sepsis, severe brain injury and hypoxia and
with prolonged shock from any cause. To improve
vascular oxygenation, ecorrection of biochemical
derangements and control of infection should be
instituted promptly. If hazardous hypotension
persisis, one may safely institute therapy with one
of the vasoeonstrictor agents 'S,

An elevated or msing CVP (above 15 em.)
with hvpotension, in the absence of inereased in-
trathoracie pressure, indicates that the blood
volume is high relative to the cardiae eapacity and
suggests imminent cardiae failure — further blood
volume expanders in such a case may be hazardous
and clinical judgement must be used to determine
what measures are indieated. If there is no me-
chanical obstruetion to cardiac filling such as peri-
cardial tamponade, mediastinal compression or
pneumothorax, then the two chief causes are
Warrhythmias — an uncommon cause, often elim-
inated by correcting hypoxia, mechanieal cardiac
compression or biochemical derangements — if
not, by anti-arrhythmie drugs such as procainamide
HCI. (Pronestyl ®), lidocaine HCI. (Xylocaine ®)
or quinidine. (myocardial hypofunetion) — by far
the most common eause of eardiac insufficiency,
it is assumed to exist in the presence of an elevated
CVP when the heart rhythm is adequate and ob-
struction to cardiae filling is ruled out. There are
many eauses for myoeardial hypofunction and in
treatment 1t is important to think in terms of
correeting biochemical derangements such as hy-
poxia, metabolie acidosis and electrolyte defie-
lencies and eliminating myocardial depressants as
well as using myocardial stimulants. Respiratory
support is paramount. When myocardial hypo-
function persists after eorrection of hypoxia and
biochemical derangements, one must resort to
myocardial stimulants such as digitalis prepara-
tions or the inotropic action of catecholamine
agents,

Hypotension with normal CVP levels (5 to 15
eni.) requires a cautious trial of bloed volume
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expanders, further observation and eareful inter-
pretation '7.

CVP does portray aceurately and instantane-
ously the functional pressure of the return venous
flow as it enters the right side of the heart and it
reflects the competency of the heart to handle
the volume of blood being returned to it at that
particular time. In other words it has two separate
values: it provides an index of tissue perfusion
and it measures the ability of the heart to handle
the venous return.

Applying the prineiples expressed in Starling’s
law of the heart, in which the strength of myo-
cardial contraction is a function of the end-diastolie
musele fibre length, we can say that if filling
pressure of the heart (1.e. CVP) is low, then the
myocardium is less consistent in its funetion. By
increasing the presystolic volume of the heart with
blood volume expanders and thus stretching the
length of the ventricular musele fibre, the efficiency
of the myocardial contraction improves and
cardiac output increases. However, as the filling
pressure rises to higher levels a point is reached
where any further lengthening of the musele fibre
weakens the myocardial contraction, so that ad-
ditional fluid administration becomes progressively
more hazardous and could result in a failing heart.

Large amounts of fluids ean be given with
safety and without fear of overloading the eircula-
tion and careful continuous CVP monitoring
has virtually eliminated inadvertent pulmonary
edema from excessive parenteral therapy. The so-
called normal levels of CVP vary considerably
from one article to another; I feel that this only
serves to emphasize an important point — that
the trend of CVP and the response to therapy are
often much more significant than the actual reading
8 11 17

The eirculatory system in the eritically ill
patient 1s extremely unstable and the predominant
eause for shock may change frequently during the
course of treatment. One must be prepared,
therefore, to recognize changes in -ecirculatory
dynamics as they occur and to change therapy
accordingly. One should not accept the initial
diagnosis as a final guide to all further therapy 'S

In general, this method is used whenever
cardiovaseular or fluid balance problems are
present or ar anticipated, e.g., acute ecirculatory
failure of obseure origin or shock which has failed
to respond to treatment (some use it in all patients
in shock); during massive blood or fluid replace-
ment — even though the need is obvious, the rate
of administration may be gauged by the responses
of CVP; during oliguria or anuria both to rule out
hypovolemia or dehydration as the cause and to
avoid overhydration if there is true renal failure;
it is also useful in many non-operative cases; for
instance, the last two cases in which we used this
procedure were a case of acute pancreatitis and a
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patient undergoing peritoneal dialysis, both of
whom required large amounts of fluid (in the
neighbourhood of 10,000 ml. daily).

Peripheral venous pressure is not a reliable
clinical measurement for several reasons, chief
among them being interposition of valves between
the right atrium and the point of measurement
and the element of peripheral venospasm. The
only accurate venous pressure determination is
one in which the catheter lies either in the right
atrium or in a vessel that is in eontinuity with the
right atrium without intervening valves. Thus
CVP may be measured anywhere in the vena cava
system or the immediate valveless tributaries. The
inferior vena cava is not usually used because of
the danger of thrombophlebitis and because it
may be affected by abdominal distension post-
operatively. The superior vena cava or one of its
major branches is eustomarily used. There is no
valve between the superior vena cava and the
right atrium and the innominate veins also have
no valves '% 20,

The commonly used sites of insertion of cathe-
ters are: the subeclavian vein, the external jugular
vein, the cephalic vein, and the basilic vein. The
last two require a long catheter to reach the central
venous system; the subelavian vein is quite popular
although pneumothorax sometimes oceurs. Its
proponents state that this oceurs infrequently and
is no problem as long as it is recognized and the
patient is watched closely. We use the external
jugular vein, pereutaneously usually, occasionally
by eut-down; we have found it relatively easy to
catheterize and have had no complications. An
added advantage is the ease of fluid administration
through the same catheter without the need for
immobilizing an extremity.

We have modified the usual method somewhat
(Fig. 1), chiefly in order to obtain the zero level,
i.e. the level of the right atrium, more accurately,
particularly at the bedside, by connecting a second
intravenous tubing as a side arm into the regular
intravenous administration system and placing the
side arm against a centimeter seale, which in this
case 1s a portion of a combination square (cost
about £3.50). This incorporates a scale and a
level and allows the zero point to be levelled
quickly and aceurately with the mid axillary line
(which is taken as the level of the right atrium with
the patient supine and the head lowered). A
Kirschner wire may be attached for greater con-
venience in levelling. The central venous catheter
is used for blood or fluid administration and the
manometer tube is kept closed except when
measuring CVP. Readings may be taken as
often as desired by clamping the regular intra-
venous tubing and opening the manometer 7. A
free flow is shown by rapid free fall of the fluid in
the manometer tube, fluctuation of the fluid eolumn
with breathing and the heart beat, and a free rise
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Figure 1. — The manometer tubing (A) is attwhed
the intravenous tubing (B) and placed
ruled portion (C) of the eombination square. T
zero point is brought level with the mid-axillary
using the bubble level (D). A Kirschner wire
may he attached to ensure greater accuraey in a
ment. (17).

of the fluid column with straining, coughing
compression of the abdomen. N

CVP monitoring is superior to blood volun
determinations in many respects : A blood voli
determination gives one information which beco
obsolete verv quickly in cases where blood voli
is unstable. The number of repeat blood volu
determinations possible with any method is limi
The stated “normal” blood volume for the patie
height and weight may be significantly higher
lower than the patient's optimal blood volun
& 81L17  For instance, patients in hypovole
shoek often require much larger amounts of
than that necessary to replace the fluid lost,
CVP will keep vou informed of the contin
need. Some patients may actually be hypovolem
and yet have cardiac insufficiency — blood
ume measurements alone might lead to circula:
overloading. In such a case as this, where h
volemia and cardiac insufficiency coexist, CV
monitoring will allow the rate of transfusion to

properly adjusted.
Continued on Page

Figure 1, eourtesy of Canadian Medical Journal.
dueed by permission of the Editor.
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Shock is a state of inadequate tissue perfusion
~ which may be caused by a damaged myocardium,
gecreased  blood volume or inereased vascular
' ity. In the treatment of shock, clinical
gesessment ineluding blood pressure, pulse rate,
pemoglobin, hematoerit and urine output are all
helpful but do not give an aceurate picture of the
rapidly changing hemodynamics involved. They
are affected by compensatory mechanisms and
changes are delayed. Measurement of blood
volume also gives delayed information and may
ot measure the effective blood volume. Fluid re-
quirements may be many times that estimated by
decreasc in expected blood volume. What is
peeded is a measurement which gives a minute
by minute picture of the hemodynamic changes
which are taking place.

The venous return to the heart is dependent
on the three factors mentioned: ecardiac output,
blood volume, and the state of the peripheral
vaseular bed. It does not reflect any one of these
alone, but rather the interaction of them all.
Cardine output is dependent on an adequate venous
return and can be inereased, up to a point, by in-
ereasing venous return, if the heart is healthy.
At this point further increase in venous return
results in pulmonary edema.  Venous return can
be measured by placing a eatheter in the superior or
inferior vena eava, elose to the heart, and measuring
the pressure. This measurement is the Central
Venous Pressure (CVP). Since the pressure in
peripheral veins is affected by the presence of
valves the peripheral venous pressure is not an
:ecu‘-ute measurement of venous return to the
eart.,

Technique of Measurement

The technique is simple and no elaborate equip-
ment is necessary. A No. 14 or No. 16 polyethylene
catheter of sufficient length is placed in a peripheral
vein which leads easily to the vena cava. This may
be the basiliec or cephalic vein of the arm, the ex-
ternal jugular of the neck, the subelavian just be-
low the claviele or the long saphenous at the groin,
The basilie vein at the elbow is probably the most
satisfactory because it leads direetly into the
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Central Venous Pressure

D. E. Morris, BSc, MD, CM, FRCS (C)*
Halifax, N. S.

superior vena ecava with no major intervening
bifureations and no sharp turns. However, it is not
always available. The catheter may be inserted
percutaneously through a needle or by eut-down,
The approximate length required to reach the
vena-cava near the heart should be measured off
and marked before insertion. When it is properly
in place the meniscus in the catheter should fluetu-
ate with respiration. The eatheter is then attached
to a manometer and to a bottle of intravenous
fluid. Several arrangements are possible. A
spinal fluid manometer may be inserted between
the catheter and intravenous tubing using a three-
way stop eock. When a pressure measurement is
to be obtained the manometer is filled with intra-
venous fluid from the bottle. The fluid is then
allowed to run into the patient until the meniscus
stops falling. This level is read from the mano-
meter in em. of water. The zero point on the
manometer scale is placed at the level of the mid
axillary line of the thorax. Sterile, disposable
venous pressure sets with attached eentimeter
scales are available commercially and are very
satisfactory.

Several pitfalls must be avoided. If the menis-
cus does not fluetuate with respiration then the
tubing must be obstructed or the eatheter is out-
side of the thorax. Sometimes the end of the
catheter will be obstructed intermittently by the
side wall of the vein. This causes the meniseus to
fall in a jerky manner and ealls for adjustment of
the catheter. If positive pressure breathing is
being used CVP will be artificially elevated.
Pericardial tamponade and other obstructions of
venous return should be ruled out when CVP is
elevated.

The catheter also acts as a convenient way to
administer large amounts of fluid when necessary.

A graph is set up to record CVP, Blood
Pressure (BP), pulse and urine output. The re-
sponse of these measurements to treatment is of
more value than any single measurement. The
normal CVP varies from 5 - 13 em. H,0. Pulmonary
edema has not oceurred with a CVP below 14 em
H:0 and usually this can be exceeded.

*From the Department of Surgery, Dalhousie University and the Vietoria General Hospital.
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Manometer ploced at

level of atrium - zero
line - mid AP diometer
of chest.

Use in Treatment of Shock

The cause of shock in a particular case is often

obvious from the history and eclinical findings,

but this is not always so. In many cases of acute
hypovolemic shock a eentral venous catheter is.

not necessary. Fluids are replaced and the patient

quickly responds. But in any ease in which the

cause is not clear, or shock has been prolonged, or
does not respond quickly to treatment, then a
central venous catheter is helpful.  If the CVP

is low or normal in the presence of low blood’

pressure then a trial of rapid intravenous fluid in-
fusion is given (usually about 2000 ml. of Ringer’s
Laetate solution in one hour) and the effect on the
BP, pulse, CVP and urine output is noted. If BP
rises and CVP does not then a diagnosis of hypo-
volemia ean be made and fluids can be given
rapidly until CVP begins to rise to the upper limits
of normal. If CVP is high in the presence of low
BP then myocardial failure is most likely and
efforts must be made to improve myocardial
function before fluids ecan be given. In some
cases CVP may be elevated because of cardiae
failure secondary to shock and anemia. Adminis-
tration of oxygen, digitalis and blood or packed cells
may improve cardiae function so that CVP falls and
further transfusions can be given with confidence
while CVP is being monitored. However myo-
cardial infaretion is the more common cause of
shoek associated with high CVP. Improvement of

“From CURRENT PROBLEMS IN SURGERY, edited by Mark M. Raviteh, September 1965, copyright 1965, Year
Book Medical Publishers, Ine. Used by permission of Year Book Medieal Publishers.”
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TECHNIQUE OF MEASURING
CENTRAL VENOUS PRESSURE

Catheter (# |1BO-220 polyethylens ) measured
before insertion. When the thoracic outlef is
reached there are brisk respiratory movements
of the meniscus.

myoecardial function may be difficult or imp
Here again the CVP is a valuable guide to the
of myocardial funetion and to the amount of |
that may be given safely.

Other Situations

Aside from the treatment of shock the
may be useful in other clinical situations, pa
larly in poor risk patients undergoing e
surgery or when large fluid losses are e
In other words it may be used as a prophy
measure in situations where shock may
The treatment of renal failure also may be fa
by use of the central venous catheter.

Illustrative Cases 8
Several cases seen recently at the Vie
General Hospital serve to illustrate the val

the CVP.

Case No.1 . . . Mr. G. J., a 63 year old man, '
admitted on February 16, 1966 for surgical
of a large recurrent incisional hernia. He b
long history of chronie bronehitis and was a b
cigarette smoker. He was treated preopera
with bronchodilators and intermittent posit
pressure breathing. Operation was difficult |
to the large size of the hernia. 24 hours after opé
tion he developed pulmonary problems requiri
tracheotomy with positive pressure breathing us
a Bird Respirator. 12 hours later he became
less, pale, cold and sweating. Blood Pressure
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were unobtainable. He was not exereting
me. A central venous catheter was inserted and
CVP was found to be 14 em H,0. Since this was
ove normal it was thought that he was not
Somovolemic and that he had probably had a
ardial infaretion. Electrocardiogram showed
po evidence of infarction but this is not unusual in
he early stages. Hemoglobin was 16 Gms.%. He
was seerl by the medical consultants and treated
with digoxin and intravenous Aramine. Blood
Pressure rose to 90/60 mm. of Hg. but he re-
mained cold and sweaty. There was no urine out-
t. After several hours it was realized that
the positive pressure breathing might be affecting
the CVP. The respirator was stopped and CVP
was measured at one em H,0. 3000 ce. Ringer's
Lactate and one bottle of blood were given rapidly
pringing the CVP up to four em. H;0 and BP to
130 /70. 25 ml of urine were exereted in one hour.
It was noted at this time that large quantities of
fluid were being lost into the operative area where
extensive dissection had been done. Large amounts
of intravenous fluid were given over the next few
days. The CVP remained below six em. H.0.
His condition improved rapidly and BP remained
stable.

This ease illustrates the value of CVP moni-
toring when hypovolemia may be unsuspected. It
also demonstrates the effect of positive pressure
breathing on the CVP,

Case No. 2 . . . Mr. L. E. D. This 64 year old
man came in to the Out-Patient Department, on
his own. complaining of feeling weak. He had a
five day history of epigastrie pain, nausea, vomiting
and diarrhea. On examination he was eold, sweat-
ing and pale with peripheral eyanosis. Blood
Pressure was 80 /50, pulse 140 and thready. He was
blind and could give no information as to the
nature of the vomiting and diarrhea. The most
likelv diagnosis was thought to be gastro-intestinal
hemorrhage. An intravenous infusion of glucose
in saline was started, blood was taken for eross-
maiching, and he was admitted to hospital. A
eentral venous ecatheter was inserted and CVP
was found to be twenty em. H,O. BP eould not
be obtained and there was no urine output. Hemo-
globin was fifteen Gms.%. An Electrocardiagram
was done revealing evidence of a massive myo-
cardial infaretion. He expired after three days and

autopsy confirmed the diagnosis. The CVP had
remained elevated to about 27 em. H,O in spite of
all efforts to improve mvoecardial funetion. In this
case the elevated CVP in the presence of low BP
was the first indication of the correct diagnosis.
The CVP can be useful in treating myocardial
infaretion, a falling CVP indicates improvement
in myoeardial funetion.
Case No. 3. . . . Mr. 8. G, This 55 year old para-
plegic had a long history of indigestion and re-
current melena. A nephrectomy had been done in
1961 for chronic infection. Since that time his
Blood Pressure was known to be about 220,130,
For five days prior to admission he had been
passing tarry stools and complained of feeling
weak. He was admitted to the emergeney depart-
ment at night where examination revealed severe
dyspnea with air hunger. He was restless, cold,
sweating and cyanotic. Rales and rhonchi were
heard throughout both lung fields. The heart was
clinieally enlarged. BP was 160,100, pulse 140.
Hemoglobin was six Gm.%. There was tarry
stool in the rectum. A central venous catheter was
inserted, CVP was thirty em. H,0. EKG showed
evidence of myoecardial ischemia. . . This man
obviously needed blood but equally obvious was
his congestive heart failure. Sinee his condition
was eritical 1t was decided to give a bottle of O-
negative blood while keeping a close watch on the
CVP. Digoxin, diuretic, and oxygen were also
given. The CVP began to fall thus proving that
the myoecardium was ecapable of responding to
treatment. As the CVP fell the blood was given at
a faster rate and was followed by two bottles of
packed red cells, CVP fell to thirteen em. H,0
after two hours and continued to fall to six em. H,0.
Transfusions were continued until hemoglobin
was normal. Signs of congestive failure cleared
quickly and his general condition improved rapidly.
Without the CVP it would not have been possible
to treat his anemia so vigorously in the face of
congestive failure. This case also demonstrates
the importance of following the response of CVP
rather than accepting a single measurement.
Summary

The technique of measuring Central Venous
Pressure is deseribed. The value of this measure-
ment in the treatment and prevention of shock
is illustrated by several case reports. o

General Practitioner Wanted
“General Practitioner wanted in the Town of Port Hawkesbury, Cape Breton, N. 8. A good
; opening for a third G.P. in a growing town and large surrounding area, Interested party may
i write ¢/o P.O. Box 339 or 399 Port Hawkesbury, N. 8.”
|
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Estimation of Blood Requirement

eontinued from page 224

CVP monitoring can be done continuously
and gives an indication of the patient's effective
blood volume and of the ability of the heart to
handle the cireulating blood volume.
Conclusion

Any combination of these procedures may be
useful, and occasionally all three procedures may
be desirable in the same Blood volume
estimation with Evans Blue Dye has its greatest
value in preoperative assessment; weighing of
sponges is pretty well restricted to the operating
room; measurement of CVP is of most value in the
post-operative although useful in the
operating room and at times in pre-operative cases
and in non-operative cases.

These methods are valuable additions to the
established methods of elinical and
can be used in hospitals of any size at any time.

case.

course

assessments
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C ASE REPORT
}A-—F——-_---

Eosinophilic Gastro-Enteritis

Epwix F. Ross, MD,

Halifax, N. S.

A fifty-six year old man (H. J. O.) gave a
twenty-live year history of episodes of heartburn,
ploating, zaseous rumblings and erampy abdominal

in. N-Rays of the G. I. tract were negative
in 1947. He had reasonably good health until
1961 when he developed acute abdominal pain
which was diagnosed as acute cholecystitis and for
which a cholecystectomy was performed. A review
of the pathology report did not suggest anything
unusua! in the mieroseopie picture. He continued
to be in fairly good health until December 1965
when he developed epigastrie and lower abdominal
pain, anorexia, heartburn, epigastric fullness and
generalized abdominal distention. These symp-
toms were intermittently present until his admis-
sion to hospital 26 February 1966. At this time
he eomplained of erampy abdominal pain and
examination revealed asecites with ill defined ab-
dominal tenderness. Bower function was variable
but he expelled flatus normally.

Gieneral physical examination was normal,
rectal examination was negative, sigmoidoscopy
up to six inches did not reveal any abnormality.
The pertinent laboratory findings were as follows:

Urinalysis — Normal.

Haemogram — W.B.C. 13,075 /cmm. Hae-
moglobin 14 gms.

Differential counts revealed 399, and 349
cosinphilia with a total eosinophil count of

5,469 emm.
Blood chemistry — Normal.
Liver function tests — Normal.

Flat film revealed air fluid levels in the
small intestine suggesting a partial small in-
testinal obstruetion. Barium enema — On
first examination the barium could not be
made to flow bevond the hepatic flexure; on
the repeat examination it was considered that
an obstructing lesion was present proximal
to the hepatic flexure. An abdominal para-
centesis obtained 1000 ml. of amber coloured
ascitic fluid, examination of which was as
follows:

Reaction — alkaline, protein + -+, sugar
+ + +. Cytological examinations were normal
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except for an increased number of eosinophils

and numerous atypical cells. Following re-

moval of the ascitic fluid, there was a sus-
picion of a mass in the right upper quadrant.

The decision was made that a laparotomy
was indicated and although the diagnosis was ob-
scure, the most strongly held was that of a neo-
plasm of the right colon with possible peritoneal
seeding.

Laparotomy was performed through a right-
para-median para-umbilical incision. There was
a marked straw coloured ascites but a mass was
not found in the right colon nor was there any
evidence of malignancy. The small intestine was
generally thickened and this was most prominent
in the terminal ileum, the terminal three feet of
which was rubbery, greyish red in colour with a
thin exudate upon the serosa; one area of ileum,
eighteen inches proximal to the ileo-caecal valve
showed a degree of torsion which was considered to
have possibly caused small intestine obstruetion
and five inches was resected at this point, restoring
continuity by end to end anastomosis. The
pathology was confined to the bowel, the mesen-
tery of the small intestine being normal. The eae-
cum, transverse colon and sigmoid loop showed
the same abnormality as the small intestine al-
though not as marked as the terminal ileum. The
gastric antrum and pylorus were identically affec-
ted and the latter was quite rigid and stenotic with
obstruction not far off. A decision against gastro-
jejunostomy was made; biopsies were taken from
the gastric antrum and liver and the abdomen
closed.

Gross examination of the resected small in-
testine showed normal muecosa and a greatly
thickened sero-muscular ecoat.

Pathological diagnosis:— Eosinophilic Gastro-
enteritis.

The mucosa of the gastric antrum and ileum
was normal. There was extensive eosinophilic in-
filtration of the sero-muscular coat of both the
stomach and small intestine. There was no
evidence of tuberculosis or malignaney.
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Therapy

~ The man recovered from the operation very
satisfactorily, bowel function being established by
the fifth post-operative day. However, he con-
tinued to have abdominal pain similar to that
which he experienced before surgery. Beeause of
the probable allergic nature of this disease, Bena-
dryl was tried for five days but it had no thera-
peutic effect, nor did it have any effect upon the
blond. cosinophilia. This was discontinued and
prednisone 10 mg. q.i.d. was begun; dramatic im-
provement followed its use, he became symptom-
free, and the blood picture returned to normal
with absence of the eosinophilia. On 3 May 1966
about two months following operation the haemo-
gram was normal, W.B.C. 8,000 emm. Hb. 15.6
gms. and the total eosinophil count was 50 /emm.
He felt well, was free from abdominal pain, and
continued on prednisone 5 mg. t.id.

Discussion

Tl}is is the first case of eosinophilic gastro-
enteritis which I have encountered. There have
b‘een reports of cireumseribed and diffuse types
since 1950 A. L. Ureles et al, American Journal
of Medicine, June 1961, present two case reports,

review the literature and suggest the following
classifieation:

Class I — Diffuse Eosinophilic Gastro- enteritis.
Group A. Polyenteric
Group B. Monoenteric
Group C. Regional

Class IT — Cimeumseribed Eosinophilie In-
filtrated Granuloma.
Group A. Regional
Group B. Polypoid

It is Possible that the condition is due to a
h:vpersensumty reaction, Some authors place the
disease under the broad category of allergie dis-
orders. An association with Loeffler's syndrome of

eosinophilic pneumonia may exist. Asthy
breathing, eough, fever, and eosinophilia
noted in two eases reported by Ureless ef af
Rochester. A history of allergy is frequ
obtained but may be absent. The patient
report exhibited a urticarial reaction to
berries. The severity of the disease does not ay
to be related to the presence of a history of
disease. Within the abdomen, the gastrie an
and pylorus appear to be the most frequen
volved structures. The gallbladder and
bladder are stated to have been involved in
disease. Patients with a profound haemophil
have the most extensive bowel involvement. Fa
tors which provoke the eosinophilic re
persist in the diffuse type of disease. Before
use of steroids recurrence of symptoms was
mon sometimes leading to a second laparo
A maintenance dose of prednisone may be
ary to control the disease. Recurrence
remission can be controlled by steroids withg
surgery. There is almost total absence of peripheral
blood eosinophilia in the localized group of eosine
philie granulomas. 4
The differential diagnosis of this disease woul
conecern the following:
Regional Enteritis
Whipple's disease (lipodystrophy)
Amyloid disease
Hypoproteinaemia with oedema
Henoch's purpura
There is no record of another diffuse
philic Gastro-enteritis at the Vietoria Gem
Hospital. There is a record of one patient
a circumseribed granuloma of the stomach.
I am indebted to Dr. Ian MaeGregor and Dr. R

Dickson for their assistance and eooperation in the d
nosis and management of this patient.

O o L0 D =
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(ASE REPORTS
CASE 1

Malignant Disease of the Vermiform Appendix

V. D. Scaarrxer, MD, CM, FACS

Kentville, N. S.

Malignant disease of the vermiform appendix
is rare. The majority of surgeons of wide experi-
ence have not encountered a single case of true,
invasive and metastasising, primary neoplasms of
the appendix.

A review of the literature discloses that it
consists mostly of the reporting of single cases.

Primary malignant disease of the appendix
may be carcinoma or Sarcoma. Experience with
one of cach, in a short period of time prompted the
writing of this short eommuniecation.

No attempt will be made to completely re-
view the literature for the reason as stated above.

True primary carcinoma of the appendix was
first deseribed by Berger some eighty vears ago.

Uihlein and MecDonald reviewed the occur-
rence of carcinoma of the appendix at the Mayo
Clinic between the vears 1910 and 1941 and found
one hundred and forty — four cases of malignant
diseases of this organ. The following classification
was stggested:

1. Malignant careinoids.

2. Carcinoma of the cystie type

{papillary adenoearcinoma) and

3. Carcinoma of the colonie type

(true adenocarcinoma).

(Of these 144 ecases, 127 or (88.29;) were
carconoids, twelve (8.39;) were papillary cyst
adenomas (malignant mucocele and five (3.59)
were adenocarcomas of true malignant disease —
namely loeal invasion and spread combined with
distant lymphatiec and blood born metastasis.

Nieeberg et al reporting in 1956, found only
one adenocarcinoma in 2,301 appendectomies.

Roger Wilson, reporting from the Vancouver
Genoral Hospital in 1962, stated that during the
Previous fifteen years, 17,000 autopsies and 208,000
surgical examinations revealed only seven carecino-
mas of the appendix. Careinoids were excluded
from the study but apparently mucocele were
not. The true incidence of adenocarcinoma of the
colonie type is not indicated but from such statis-
ties its rarity is emphasized.

A review of the literature would indicate that,
as vet, a preoperative diagnosis of adenocarcinoma
of the appendix of the colonic type has yet to be
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made. When eventually made, the primary or
secondary operation should be right hemicolec-
tomy. MeGregor ef al, reporting in 1960 showed
that operations of less magnitude gave poor re-
sults. Of fourteen patients who underwent hemi-
colectomy after their first operation, only one
had recurrent disease.

Clinical Picture

The symptoms usually are those of acute
appendicitis, and the primary operation is usually
a simple appendectomy. In most cases the pres-
ence of carcinoma is unsuspected at the time of
operation, the true nature of the disease being
later discovered by the pathological examination.

Lymphosarcoma of the appendix is still more
rare than carcinoma. It was first described by
Kundrate in 1893. Ewing, in 1939, divided them
into two groups, malignant lymphoeytoma and
reticulum cell sarcoma. Other elassifications are
suggested in a paper published by Clarke & Sim-
monds in 1951. They suggest a classifieation into
two groups, lymphosarcoma of the lymphoeytie
or reticulum cell type, and giant follicular eell
lymphoblastoma.

Up until 1951 only twenty ecases of surcoma
of the appendix were reported. Of them, seven-
teen or 749, were lymphosarcomas.

Of the two groups the first is far more malig-
nant than the second and no record of long term
survival in this group is to be found. Joynt &
Williams (1961) stated few survive bevond two
vears. Again the symptoms are indefinite and are
usually those of subacute or acute appendicitis.
In our case, the tumour was discovered by the
doing of a routine appendeetomy at the time of
cholecystectomy.

Case Reports
Case I: H. H. — Age 60

This man was transferred to the Blanchard
Fraser Memorial Hospital on May 17, 1965. On
April 12, 1965, he complained of epigastric distress
and nausea. This was not severe until April 15 at
which time he became acutely ill with severe pain
in the right lower quadrant with vomiting with
fever. He was seen by his family physician who
found him markedly tender over MeBurney's
point. He was taken to hospital and an emergency
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appendectomy performed. The appendix was
acutely inflamed and this was considered to be his
whole trouble at the time. Pathological examina-
tion however showed that the point of section of
the appendix traversed an adenocarcinoma.

Recovery from this operation was uneventful
and at the time of transfer on May 17, 1965 he
felt well.

Laboratory and general investigations in this
hospital showed nothing of importanece.

On May 21, 1965 a right hemicolectomy was
performed. There was no evidence of glandular
or hepatic metastasis.

Grossly the tumour (about the size of the end
of one's little finger) was confined to the inverted
stump and did not extend through to the ecaecal
muecosa. (Pathological report: Adenoearcinoma
of the colonie type).

A “second look™ was afforded in this case as
he was operated upon on February 7, 1966 for a
deep penetrating duodenal uleer — a gastrie
resection being done at this time. There was no
evidence of metastatic disease on this date.
Case II —C. P.— Age 72

This woman was admitted to the Blanchard
Fraser Memorial Hospital on November 17, 1965
and discharged on December 23, 1965. She stated
that she had not felt well for months during which
time she experienced almost constant epigastric
distress and “gas”. There were no episodes of
acute, severe pain and no history of echills or
jaundice. As an outpatient, a complete gastro-
intestinal series was reported as normal. X-ray
of her gall bladder failed to visualize this organ
on two occasions and on one of these, double con-
trast was used. It was noted by her physician
that she had an asyvmptomatic hypertension
{210/120). She was admitted to hospital for in-
vestigation of this condition, and the usual in-
vestigations were carried out with no unusual
findings. While under investigation she rapidly

became normotensive without specific treat

Due to persistence of her gastrointe
symptoms, cholecystectomy was advised and ge
cepted. F

There was nothing unusual in her laborator
or physical findings. She was operated upon A
vember 29, 1965 through a Kocher ine
Without going into the complete operative fi
the gall bladder was distended, omental adh
to the under surface were found. It how
was blue walled and contained no stone.
common duet was normal. The gall
contained thick black bile. It was removed.

The caecum was bound down and could n
easily be delivered into the incision. The
pendix lay over the brim of the pelvis and its
was adherent to the anterior surface of the sa
It was freed with some difficulty and when this v
accomplished its tip was found to contain a
about two centimeters in diameter. This was
solid and whitish. There was no evidence
glandular or liver metastasis. The patient
later sent to the Radiotherapy Department of
Victoria General Hospital, Halifax where she re
ceived a course of radiotherapy. 3

The fo!lcmmg is the pathological report of
the specimen: “A vermiform appendix 9
long, with the distal part uniformly swollen :
2 em. diameter, although the proximal end is of
normal calibre and color. The swollen endl
white, firm and wet throughout the wall and this
tissue extends in places into the fat of the n
appendix.

Microscopic appearances proximally are n
mal and there is no lymphoid hyperplasia,
distally the whole wall is replaced by eords of
in seant stroma and no mucosa remains,
tumour eells vary in nueclear size, often
mirror-image double nuelei and produce no mu
The appearances are those of lymphosarcoma
the large-celled type, primary in the append
Such lymphosareomas in intestinal sites
formerly eclassified as reticulosarcomas.”
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~ (ASE REPORT
R

Regional Intravenous Anaesthesia
An Indication for its Use

J. A. NosLg, FRCS (O)*
Halifax, N. S.

Amputation of an extremity is oceasionally
indicated for no other purpose than to relieve or
jmprove nursing care. Such a circumstance is
usually associated with a chronic bedridden patient,
in poor condition to withstand a major operative
procedure with routine anaesthesia.

A recently encountered patient in these eir-
eumsiances was a 69-year old man admitted to
Camp Hill Hospital with a history of having had a
cerebrovaseular aecident five years previously.
He had been nursed at home, and was disorientated
and in cardiac failure. His lower limbs were con-
tracted in flexion and there were “‘pressure sores”
on the back and both heels.

After two months of energetic care on the
medical ward, and with concentrated efforts to
obtain healing of the decubitus uleers, although
his general eondition improved, the uleer on one
foot progressed to a spreading osteitis. It became
obvious that the loeal antiseptie dressings and spee-
ific antibiotic medication were ineffective, and
after consultation it was agreed that amputation
of the extremity would be in his best interests.

Confronted with the necessity to earry out the
minimum  procedure with the least disturbing
anaesthetie, Dr. A. Trias of our Othopaedie De-
partiment suggested that we attempt a new techni-
que for us, and perform a quick amputation
through the knee joint using intravenous regional
anacsthesia, Dr. Trias argued that there would be
hittle danger of toxie reaction sinee almost all the
agen! injected would be removed with the ampu-
tated limb.

Procedure

One hour prior to operation the patient was
given 50 mg. of demerol and 1/150 grain of atro-
pine. A pneumatie tourniquet was applied to the
thich and immediately below this a blood pressure
cufl was placed and inflated to distend the long
saphenous vein. A needle was then introduced
Into the vein and held in place by a tape. After re-
moving the blood pressure cuff the leg was ele-
Vated for three or four minutes to obtain venous
glr:u-::lge, following which the tourniquet was
Infinted to above arterial pressure. With the
lim, now in the horizontal position on the table,
80 ml. of 1% xylocaine without adrenalin were

—

infused into the venous system. After routine
skin preparation and draping we allowed ten
minutes to elapse before making skin ineisions
to outline the flaps, the anterior one extending to
the tibial tubercle, the posterior one somewhat
shorter. The limb was disarticulated through the
knee joint with ease, the two main branches of the
sciatic nerve being injected with xylocaine before
transection. The popliteal artery and vein were
separately ligated with silk. All obvious vessels
were clamped and ligated but the smaller vessels
could not be identified because of tourniquet
control. After closing the skin flaps with inter-
rupted black silk sutures and inserting a Penrose
Drain, a pressure dressing was applied as after a
knee arthrotomy, and the tourniquet was removed.

The entire procedure lasted one-half hour and
during this time the patient experienced no dis-
comfort, remaining awake and answering questions.
The post-operative course has been most satisfac-
tory with good wound healing, absence of pain and
general improvement in health.

Comment:

Intravenous Regional Anaesthesia has become
accepted as a routine procedure in certain selected
conditions, particularly in emergency situations.
A major operative procedure such as amputation,
in elective circumstances, may present a serious
problem in obtaining adequate anaesthesia. The
technique as performed in this case, described
above' ealls for a minimum of equipment, very
little assistance, and gives good assurance of
safety.

The two important factors are: first, by am-
putating in this manner through the knee joint,
tourniquet time can be limited to 30 minutes,
beyond which pressure pain is felt by the patient;
and second, with good tourniquet control and the
application of a pressure dressing before releasing
the tourniquet, the limb ean be removed with little
chanee of toxie reaction by the analgesic agent
escaping into the general circulation.

Variations in the technique as well as studies
in toxicity and pharmacology of xylocaine are
reported by Bell, Slater and Harris of Boston,
based upon their experience with 56 patients. o

References Next Page

‘From the Department of Surgery, Dalhousie University and Camp Hill Hospital.
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Regional Intravenous Anaesthesia

References

McK.: Intravenous Regional Anaes-
thesia, Useful Method of Producing Analgesia of
limbs, Laneet 1 : 245 - 247, 1963.

2. Beu, H. MrrcreLy, Stater, E. M., and Harris, W.
H.: Regional Anaesthesia with Intravenous Lidocaine.

1. Howumes, C.

J. A, M. A. 186; 544 - 549, Nov. 9, 1963.
From the Reminiscences of Doetor Murdoech
Chisholm.

Public Health News

Continued from page 238,

The Department of Public Health supplies free of
charge to Health Units epinephrine bitartrate
solution, 1 /1000 in single dose vials for use in im-
munization clinies in case of anaphalyetic re-
actions.

All Tuberculin tests and materials are distributed
from the Division of Tuberculosis Control, N. §
Sanatorium, - Kentville, All the other materials
are distributed from the Central Office, Halifax,
through the local Health Unit Offices. 0

the product

nobody needs...except

patients on restricted diets 7 those who have
faulty absorption 7 convalescents 7 the chronic-
any other patients whose condition
predisposes to low vitamin intake or to increased

ally ill

vitamin requirements [

Each sugar-coated tablet contains:
Brewer's yeast concentrate., . .
Thiamine mononitrate
Riboflavin ......... ala
Niacinamide...............
Pyridoxine hydrochloride .. ..
Vitamin Byz......

Ascorbic acid. f
Viamin D....cvnovinnenins

BEFORTE oerrl
VIT&MIﬁSBW!THCAHDD TABLETS : .

to prevent or correct nutritional deficiencies PAF 1

R Registered trade mark

THE NOVA SCOTIA MEDICAL BULLETIN

DOSAGE: For prophylaxis:
or two tablets daily. For therapeutic
use: one or two tablets three times
daily.

Bottles of 30 and 100 tablets.

234

FORTY YEARS AGO

From the Nova Scotia Medical Bulletin
September, 1926.

It 1s a great calamity when a Doctor or Teaehe
becomes too self-centered. Not over ten years
a doetor in this city shocked me by raving ag
Antitoxine, On the same plane are our A
vaceinationists and I have heard one, who took
F.R.C.S. of Edinburgh, say that one of his ex
ers had the reputation of plucking students if the
prescribed Mercury for Syphilis. Self-center
revolving about one’s past, neglecting or refusing
receive or learn or keep pace with modern prog
Getting stuck upon one’s self is one of the tempfs
tions of age to which most men suecumb. 1
member being called to a ecase of Diphtherits
Croup. One of our oldest ity doctors had been in
attendance and gave the little patient up to
whereupon they ran for another doctor, and
deed death was marked upon the little one’s
when [ got there. There was no time to lose.
rushed for my intubation set and was fortuna
enough to be in time with the insertion of the tuby
The doctor eame next day expecting to find
patient dead. They told me his eves stood in
head when on opening the door, he saw the ek
sitting in bed playing with its toys.

one

mtnn
resceI M CaMM
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CASE REPORT

—

Peutz-Jeghers’ Syndrome

S. T. Norverr, Jr.,, MD, FRCS (C)*

Halifax, N. S.

INTRODUCTION

In 1921 Peutz' described polvposis of the gas-
trointestinal tract associated with melanin mucocu-
taneous pigmentation in three generations of the
came [amily. In 1949 Jeghers and Associates® re-
ported 12 patients with the same entity. Since then,
about 200 cases of what is now known as the
Peutz-Jeghers' syndrome have appeared in the
literature.

The Peutz-Jeghers' syndrome consists of three
cardinal features:

1 Melanin pigmentation is found in ab-
normal loeations, chiefly around the mouth,
on the lips, in the mueous membrane just in-
side the mouth, and sometimes on the hands
and feet.

2 Multiple polypsare found throughout the
rastrointestinal traet, often from the stomach
to the reetum, but involving mainly the small
intestine.

3 Familial occurrence is the rule, the syn-
drome being transmitted as a non-sex-linked
Mendelian dominant.

CASE REPORT

Miss H. M., age 15, was admitted as an
emergeney in January, 1962, for abdominal pain
of four hours duration. The pain woke her at
3:00 a.m., was situated all over the abdomen, and
was probably eramping, although a clear history
could not be obtained due to her execitable con-
dition. Shortly after the onset of the pain the
patient vomited five or six times, bringing up small
amounts of watery-green material, and subse-
quently retehed. Her bowels moved the day before
admission and the stool was normal.

l'wo days before admission the patient had
4 similar attack which woke her at 5:00 a.m. and
lasted until noon; the pain was associated with
Nausea but not vomiting. For many vears she
had had bouts of abdominal pain, several times per
Year, and these attacks were noted by the mother
to be associated with loud intestinal noises.

_ Examination disclosed a thin, adolescent
girl who was tossing about the bed and complaining

of pain. She could be examined properly only
after sedation. She was noted to have freekles
(Figure 1), but no elinical significance was at-
tributed to this observation at the time. She had
brown eves and a dark complexion.
Temperature was 98.6° F. Pulse was 94
and regular. Respiratory rate: 20 per min,
Blood pressure: 130/80. Her tongue and lips
were dry. The pharynx was normal and there was
no cervical lymphadenopathy. The chest was

normal. The abdominal wall moved well and there
was no guarding. There was minimal tenderness to
deep palpitation in the right lower quadrant. No
masses could be felt in the abdomen. Reetal and
pelvie examinations were non-contributory.

Fig. 1: Miss H. M. The melanin pigmentation on the
vermillion borders of the lips should lead to ex-
amination of the buceal mucosa.

‘From the Department of Surgery, Dalhousie University and the Vietoria General Hospital.
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Investigations: Urinalysis was normal and
the urine contained no porphoblinogen. Hemo-
globin was 14.9 gm.%. The WBC was 14,500 with
939 neutrophils.

Hospital Course: She gradually developed
increasing tenderness in the right lower abdomen

associated with some rebound tenderness and
guarding. She also developed some rectal tender-
ness high and on the right. Her temperature

went to 99°. Her pulse was never above 100, and
at no time did we detect an abdominal mass. She
was taken to the operating room the day following-
admission with a diagnosis of “probable appendi-
citis'.

Operation: Laparotomy was ecarried out
through a right lower quadrant skin-erease and
gridiron incision. The appendix and pelvie organs
were normal. The small bowel was moderately dila-
ted and there was some serous transudate. There
was an ileoileal intussuseeption about 15 em. long
and just presenting through the ileo-caecal valve.
The intussusception was reduced without difficulty
by retrograde compression. The distal ileum was
red and oedematous due to strangulation. The
bowel appeared viable except for a single small
black area which was inverted with a seromuscular
suture. A polyp was felt at what had been the
leading edge of the intussuseeption. Exploration
of the rest of the small bowel disclosed three more
intussusceptions, one of these retrograde, but all
easily redueible and nonstrangulated. There were
a dozen more polyps palpated over the whole
length of the small bowel, the largest being 4 em. in
diameter and in the proximal jejunum.

At this point the anaesthetist was asked to
look in the patient's mouth tor pigmented areas.
When he found them (Figure 2), the diagnosis of
Peutz-Jegher's syndrome was established, in a
manner of speaking, “at laparotomy"”. The ab-
domen was elosed.

Postoperative Course:  On the sixth post-
operative day she suddenly developed steadily
lower abdominal pain with physical findings of
localized peritonitis. The abdomen was re-opened
and a perforation of the ileum about 1 mm. in
diameter and about 8 em. from the eaecum was
found and eclosed with a purse-string suture.
Following this her recovery was uneventful.

Further Investigation: According to the
mother, the patient had had the spots on her lips
sinee infaney and is the sole member of the family
so affected. Examination of the mother and sib-
lings failed to disclose perioral melanin pigmenta-
tion or other stigmata of the syndrome. The
paternal side could not be traced.

Sigmoidoseopy and barium enema diselosed
no polyps in the rectum or colon. An upper G. L.
series and emeradiography showed multiple polyps
in the stomach, duodenum, and small bowel. A
large polyp in the upper jejunum was demonstra-
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. 21 Pigmented spots on the mucous membrane inside
the mouth eannot be freckles and are highly stg

gestive of the syndrome.

ted, and a small bowel intussusception, which re-
duced spontaneously, was observed.

Later Observations: She was readmitted
electively in June 1962, although she had had no
severe attacks of abdominal pain in the interim.
At laparotomy hundreds of polyps, varying from
1 mm. to 4 em. in diameter. were seen and felt
throughout the small bowel. The largest polyp
was removed along with a short segment of je-
junum (Figure 3.). No other small bowel was re=
sected, but several of the larger polyps were re-
moved through multiple enterotomy incisions. The
appendix was also removed. Polyps were pal
pated in the stomach and duodenum but none
were found in the eolon. Her third postoperative
course was uneventful.

Fig. 3: Reseeted segment of jejunum with large polyp-
Not obvious are many miero polypi, one of
whieh is indieated by arrow.
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Histology: Mieroseopically, the polyps were

+martomatous malformations typical of the Peutz-
her's syndrome. The characteristic abnormal

_amixture of epithelial and smooth muscle elements
specifically noted.

Readmitted electively July 1966. Patient had
peen fairly well for over 3 years and then began to
pave attacks of cramping adbominal pain. Physi-

findings were much as previously described
except that now additional melanin pigmentation
eould be seen over the tips and touch pads of
overa! fingers. Haemoglobin was 12.5 gm.%.

upper G.I. series and ecineradiography dis-
elosed multiple polyps in the stomach, duodenum,
jejunum, and ileum. One polyp in the duodenum
and one in the proximal jejunum were particularly
large. A polyp in the ileum was noted to lead a
spontaneously-reducing intussusception. Laparo-
tomy was undertaken and three polyps from the
stomach, two from the duodenum, two from the
jejunum, and one from the ileum were removed.
Again. her postoperative course was uneventful.

Histology: Polyps of stomach, duodenum,
jejunum and ileum, compatible with Peutz-Jegher's
syndrome.

DISCUSSION

The diagnosis was not established prior to
the patient’s initial emergency operation. Dor-
mandy?, in his excellent review, points out that
this is commonly the case. Most surgeons routinely
examine the pharynx of a patient with an acute
abdomen but fail to inspect the buccal mucosa.
Although the melanin spots were not as obvious as
the photographs may suggest, the evidence was
available on which a preoperative diagnosis might
have been made.

The polyps of the stomach and small intestine
are of clinical importance because they may give
rise 1o intestinal obstruetion or to frank or occult
gastro-intestinal bleeding. Intestinal obstruction
1s usually the result of intussusception. While an
occasional intussusception becomes strangulated,
the majority are reduced spontaneously, giving
rise 10 recurrent bouts of eramping abdominal pain
associated with borborygmi.

Prior to 1957 the view was widely held that
the polyps of the Peutz-Jeghers' syndrome become
malignant in about twenty percent of easest,
This was based on the mieroscopic appearance of
epithelial elements extending deeply into the
bowel wall, sometimes into the muscularis propria,
which was interpreted as evidence of invasion.
A realization that these “malignant” polyps do
hol metastasize to lymph nodes or other organs,
- and that patients who harbour them rarely, if
- ever, die of malignancy of the small intestine,
- lead to re-examination of the basic nature of the
- Dbolyps. The most widely held view, at the present
- time, is that advaneced by Bartholomew and as-
that the polyps seem to be hamarto-

Sociates 8,
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mata rather than neoplasms. Within the polyps
there are abnormal arrangements of normal eells
and an abnormal admixture of epithelial and
smooth muscle elements. The hamartomatous
polyps found in the small intestine and stomach
in this syndrome have exceedingly low potential
for malignant transformation. This is most
fortunate, since extensive involvement of all of the
small intestine by hundreds or thousands of
polyps and dormant micropolypi is the rule. Any
of these innumerable polypi may enlarge at any
time throughout life and give rise to symptoms.

Because of the considerations outlined above,
it follows that surgical treatment should be re-
served for patients who have symptoms of either
acute or recurrent intestinal obstruction or G. I.
bleeding. When polypectomy is undertaken, it is
important that small bowel be conserved, as there
is virtually no threat of malignant transformation,
and since a patient may require many future opera-
tions for relief of symptoms produced by enlarge-
ment of some of the innumerable polyps scattered
throughout the length of the small bowel.

Patients with the Peutz-Jeghers' syndrome
transmit the trait to fifty percent of their children
of either sex. It would be expected that one
parent and half of the siblings of our patient
would be similarly affected. While some cases are
believed to arise from spontaneous mutation, this
1s likelv not the explanation in our patient.
SUMMARY

A case of Peutz-Jeghers' syndrome in a 15
vear old female has been presented. Following
her initial presentation with a strangulating ileo-
ileal intussusception, she has undergone two
elective operations for removal of small bowel and
gastric polypi. The features of the syndrome are
deseribed and the symptoms produced by the
polyps are discussed. The exceedingly low malig-
nant-potential of the hamartomatous polyps is
emphasized. o
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Public Health News

RECOMMENDED SCHEDULE OF REGULAR
ELECTIVE IMMUNIZATION
Department of Publiec Health
Provinee of Nova Seotia
For Infants, Pre Sehool and Sehool Age Children

i
;

Polio (Salk)

Vaccine
Polio (Oral)

Diphtheria
Toxoid
Vaccine
Tetanus
Toxoid
Vaccine
Smallpox
Vaccine

Age
3 Months
4 Months
5 Months
1 Year
3 Years
5-6 Years
10 Years
15 Years
18 and Over

SUPPLIES AVAILABLE TO PHYSICIANS

The following toxoids and vaceines are available
free of charge, to physicians in the Provinee, from
their Health Unit Directors by signing from C.D.C.
4 which states that the material will be administered
free of charge or at a reduced rate. Physicians
who prefer to pay for these materials and not sign
C.D.C. 4 may do so. Price lists will be supplied
from time to time.

MR M mHA SRR

R

I R I R

oMM AR R HAHR
-

Diphtheria Toxoid, dilute 4 x 1 ec. ampoules

Schick tests — 25 persons

Smallpox Vaeeine, 1 point

Smallpox Vaceine, 5 point

Smallpox Vaceine, 10 point

Typhoid and paratyphoid vaecine, 1 person,
3 ampoules

Typhoid and paratyphoid vaecine, 5 - 7 persons,
10 ee.

Diphtheria and tetanus toxoids combined with per-
tussis and polio vaeceines - 10 ee. vial

Diphtheria and tetanus toxoids eombined with polio
vaceine - 10 c.c. vial.

Tetanus toxoid and polio vaceine combined - 10 e.e.
vial

Tuberculin: P.P.D. Solution (Protoderm) for Heaf
Testing 1 e.e. (for surveys 100 - 200 tests per
vial)

Tuberculin Purified Protein Derivative (P. P. D.)

a Bio 453 - First Strength 10 tests
b Bio 481 - Intermediate strength 20 tests
¢ Bio 484 - Second Strength 10 tests
d Bio 488 - First Strength 100 tests
e Bio 482 - Intermediate Strength 100 tests
f Bio 489 - Second Strength 100 tests
Tuberculin Tine Test 25 tests

per pkee.

The Department of Public Health maintains a
supply of the following materials which may not
be supplied to physicians free of charge, but may
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be sold to physicians and hospitals at cost ppj
to the Department of Public Health:

Diphtheria Antitoxin 1,000 unit vial
Diphtheria Antitoxin 49,000 unit vial
Tetanus Antitoxin 1,500 unit vial
Tetanus Antitoxin 20,000 unit vial

Tetanus Immune Globulin 2.5 e.e. vial

(human) unit per ece~—

250 units

A very small supply of the following materials

be kept at the central office in Halifax and m

obtained by the Directors of Health Units on |

sultation with the Director of the Division of

municable Disease Control, if a need for
should arise:

Anti-rabies Vaeeine - Duek Embryvo 7 dose
(Lilly)

Rabies Immune Serum (Lederle) 1000 u vials

Cholera Vaeeine - 2— e.e.

Diphtheria Toxoid - one person

Tetanus Toxoid - one person

The Department of Publie Health maints
supply of gamma globulin in 2 e.c. rubber stopp
vials. Physicians may obtain this material
charge for the following purposes by signing
C.D.C. 4 and giving the name and address
case.

(1) Prevention of infeetious hepatitis in elose eon
This does not include elassroom eontacts inp
sehools.

(2) Prevention of rubella in expectant mothers.

(3) Prevention of measles in dehabilitated e
and children under two years of age.

(4) Prevention of infection in persons with
gammaglobulinemia.

When gamma globulin is needed for treatment pu
sueh as in cases of hypogammaglobulinemia, &
vaecination, ete., it may be obtained from the Red
Society.

Gamma globulin is expensive and the sup
becoming more and more limited. In the
infectious hepatitis, therefore, this material
not be given to large numbers of persons in
tutions or elsewhere except after conferring W
the Director of Communicable Disease Contro
The Department of Public Health supplies d
to hospitals, free of charge, silver nitrate solutiol
for prophylactic use in the eyes of the newhorn
The Department of Public Health provides S
Oral Vaceine to the Health Units for use in authet
ized programs,

The Department of Public Health no longer m:
tains supplies of:

Diphtheria Toxoid and Pertussis Vaceine com

Polio Vaceine (Salk)

Diphtheria Toxoid and Tetanus Toxoid combi
10 ce. vial .

Diphtheria Toxoid and Tetanus Toxoid combined -
1 person

Volmer Pateh Tests

Tetanus Toxoid 30 e.e. vial

Continued on Page 233
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Postgraduate Division Notes

Dr. Paul Cudmore, Assistant Director of the
Postgraduate Division, Faculty of Medicine, Dal-
housie [niversity is on leave of absence this year to
take postgraduate work in Medical Education at
the University of Illinois under Dr. George Miller,
author of the provocative monograph *“Teaching and
Learning in Medical Schools”. Dr. Cudmore’s visit
will be of great benefit to all practitioners in the At-
lantic area through improved Postgraduate Division
services arising out of his experiences in Chicago.
puring the current academie year every effort is
peing made to maintain the expanded programme
that resulted when Dr. Cudmore joined Dr. Steeves
in the Division. The following advance notice of
fall programmes for example includes a number of
items (hat are tentative as of August 5th, but will
be confirmed with the groups concerned as soon as
possible.

Preliminary listing 1966-67 programmes
Clinical traineeships — can be individually
arranged In a wide variety of speecific fields for
periods of two weeks to six months work under the
supervision of a clinical tutor in the Univesity
teaching hospitals in Halifax. Tuition $100.00.
Short Courses in Halifax

Sept. 19 to 22 — Anaesthesia

Oect. 21 and 22 -~ Renology

Nov. 4 and 5 — Diagnosis and Manage-
ment of Trauma
40th Dalhousie Refresh-
er Course (Scientifie
Programme,

Annual Meeting of The
Medical Society of
Nova Scotia)

Nov. 21 to 24

I

Dec. 9 and 10
1967

Jan. 23, 24 and 25 -

- Rheumatology

Pyschiatry in Praetice

Feb. 3 and 4 — Special Programme for
Radiologists

Feb. 17 and 18 — Short Course for Com-
munity Hospital Sur-
geons.

Feb. 27 to Mar.2 ~ Medicine (topie to be
announced)

Mar, 17 and 18 ~ Short Course in Paedi-
atries

Mar. 31 and April 1 - Short Course in Obstet-
ries

Apnl 14 —~ Day in Cancer
(Approximately 9 Guest Faculty will be par-
ticipating in these Short Courses).

Regional Courses are already planned or available
upon request in — Antigonish, Sheet Harbour,
Lunenburg, Bridgewater, Liverpool, Shelburne, Yar-
mouth, Digby, Middleton, Kentville, Windsor,
Truro, New Glasgow, Inverness, Sydney, North
Sydney, Glace Bay, New Waterford, Ambherst.
(Requests from other centres able to guarantee
a registration of six will be accommodated if possible.)

For further details please contact:

Lea C. Steeves, M.D.,

Director,

Postgraduate Division,

Faculty of Medicine,

Dalhousie University o

_ unsurpassed !
e Loro ¥ NeLsoN

Spring Garden Road
FAMILY RATES

Weare SPECIALISTS

- - - In making people comfortable at:

The Lord Nelson Hotel -
The Cornwallis Inn -
The Fort Cumberland -
The Royal Hotel -

The GOLDEN CHAIN of Hospitality

Halifax, N. 8.
Kentville, N. S.
Ambherst, N. S.
Saint John, N. B.
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For painful urinary tract infections

prompt and reliable Uro Gantanol®
often dramatic control of Roche
relief of pain the infection

‘Uro Gantanol' is highly effective in cystitis, prostatitis and other
acute and chronic urinary tract infections and provides wide-
spectrum antibacterial activity against the most common urinary
pathogens

Immediate and often dramatic relief of burning, frequency
and dysuria

Rapid and sustained blood, tissue and urine levels
High solubility — unlikely to cause renal complications
Excellent tolerance

Convenient b.i.d. dosage — unique among urinary
antibacterial /analgesics

Composition : Each ‘Uro Gantanol®  during the first trimester of preg- Dosage : Initial adult dose, 4 tablets :
tablet contains 0.5 g sulfamethoxa-  nancy. Contraindications: Because maintenance dose, 2 tablets every
zole{activesubstanceof Gantanol’) it contains phenazopyridine HCI 12 hours; Initial dose for children
and 100 mg phenazopyridine HCl.  "Uro Gantanol' is contraindicated up to 80 Ibs,, 2 tablets per 40 Ibs.
Precautions : The usual precautions  in glomerular nephritis, severe body weight; maintenance dose,
in sulfonamide therapy should be hepatitis, uremia and pyelone- 1 tablet per 40 |bs, body weight
observed. Although there is no phritis of pregnancy with gastro- every 12 hours. Supply : film-
evidenceto connect ‘Uro Gantanol®  intestinal disturbances. Like all coated tablets 100 and 500,

with any teratogenicity, Roche other sulfonamides ‘Uro Gantanol’ . .

endorses the sound medical is contraindicated in premature Fg:: :ar:g:;: ?:;:?x::& consult
principle of exercising caution in infants and newborn infants during ¥

prescribing any medicament the first weeks of life. ®Reg. Trade Mark

1 Hoffmann-LaRoche Limited,
. Mantreal

Uro Gantanol

THE NOVA SCOTIA MEDICAL BULLETIN 240 SEPTEMBER, |




@
2

)
@J

AUTOMATED MEDICINE

St. Paul's Hospital, Vancouver,
has entered the field of automated
medicine by starting 14 routine
tests almost as soon as a patient
is admitted. The results of the
tests. exploring virtually every
organ in the body are swiftly per-
formed and the results recorded

on the hospital profile ready for
the doctor. Most of the tests are
those that would ordinarily be

ordered by the doetor during two
or three days. Dr. John Sturdy,
direcior of laboratories mstituted
the svstem on June 1. He says
that it provides fast, highly ae-
curate laboratory work to provide
clues to hidden diseases, helping
quicker diagnosis, and cutting
down a patient’s stay in hospital.
The svstem will be extended and
perhaps eventually include use of
& computer. Nova Seotia is not
lageing — In Kentville a busy
doctor “keeps in touch” during
his rounds with an MT & T mobile
radio installation.

Care BreTON

Dr. dohn M. Williston and
Dr. E. B. Skinner have opened a
new medieal centre which will have
SIx physicians. Dr. Williston is a
native of Sydney, while Dr. Skin-
;’IE'!' formerly practised in Louis-
DOlre

Dr. Daniel Nathanson, Mayor
of the town has won new aeelaim
for having initiated New Water-
ford’s most ambitious and most
Necded educational project.

THE

NOVA SCOTIA MEDICAL BULLETIN

Personal Interest Notes

CovrcuesTER-EasT HaNTS

Dr. N. A. Morrison was the
only Nova Seotian to win recog-
nition at the 1966 Physician's Art
Salon, sponsored by Frank W.
Horner, pharmaceutical company
and held in conjunction with the
CMA Annual meeting. Dr. Mor-
rison won award for a colour trans-
parency of which 270 were sub-
nitted. We shall all have a ehanee
of seeing some of the award win-
ning entries when our attractive
Horner calendar arrives.

Havirax

Dr. Ralph Ballem and Dr.
L. Steeves took part in two
canoe trips sponsored by the Nova
Seotia Provineial Boy Seouts of
Canada. The trips lasted a week
and were on Lake Rossignol,
Queen's County.

Dr. Bernie Miller and the
“Meredith Ann” was but the first
of the various medical yachtsmen
who have been winning races this
summer.

LUNENBURG-QQUEENS

Dr. M. A. Bari has commenced
practice in Bridgewater. He is
associated with Dr. R. M. Row-
ter. Dr. Bari recently completed
six month’s training in Pathology
at Pathology Institute, Halifax.

Dr. d. H. MacLeod recently
resigned as President of the Lun-
enburg-Queen’s Medical Society.
He is leaving Liverpool to take
further postgraduate studies.
Dr. G. Mohi-ud-din recently op-
ened a practice in New Germany,
Lunenburg County. He is known
as “Dr. Dean”. “Dr. Dean" is a
native of Kashmir, India.
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WesTERN Nova Scoria

Dr. Norman dJ. Belliveau of
Belliveau Cove, president-elect of
the CMA, is ecaptain of Canada's
seven-man team who hope to win
the 17th International Tuna Cup
Match off Wedgeport on August
16 - 19. Dr. Belliveau was on the
1965 team. Dr. Ray N. Lawson,
F.R.C.S. of Montreal i1s also on
the team, which is made up of a
judge, a civil servant, a pharm-
aeist, a manufacturers’ agent and
an  outdoor writer-sportsman.
Let's hope next month we can
report their suceess.

Dr. Douglas Waugh became
the first representative from the
Atlantie provinees to be elected
to the board of directors of the
National Cancer Institute.

Dr. and Mrs. W. D. Steven-
son have recently returned from
Toronto where Dr. Stevenson de-
livered the presidential address to
the first Canadian Congress of
Neurological Seiences meeting, af-
ter which their children joined
them for a short wvacation in
Toronto and Muskoka.

In recognition of his historie
pioneering work in spearheading
the Nova Scotia mental health
plan, Dr. Clyde Marshall re-
eeived a national recognition a-
ward at the national annual meet-

ing of the Canadian Mental
Health  Association. Under his
direction as administrator, the

N. S. Mental Health plan provides
for community mental health cen-
tres financed largely by govern-
ment funds and admimstered by
a community board of directors.
As this system has developed, in-
patient psyehiatrie services have
been established in loeal general
hospitals throughout Nova Scotia.
This year as a final stage, muni-
cipal mental hospitals qualifying
as approved active treatment hos-
pitals, operating under the N. S.
Hospital Commission, therefore
are covered by hospital insurance.
To quote the C.M.H.A. — More
than any other province, Nova
Seotia, under Dr. Clyde Marshall's
direction, has developed mental
health services which meet the
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eriteria of psyehiatric treatment
as expounded and recommended
in the C.M.H.A. study, “more
for the mind.”

Therefore it is no surprise to
learn that the first conference on
mental health edueation in Nova
Scotia is planned to be held in
Antigonish early in September
with about 75 delegates.

During this summer Dr. Thom-
as A. Lambo of Ibadan, Nigeria,
Dean of the medieal school, and
also professor and head of the de-
partment of psychiatry at the
University of Ibadan, met with
Dr. A. H. Leighton, head of the

behavioral

new department of

seiences at the Harvard sehool of
Public Health, who has for
some  yes been carrying on a

survey in Dighy County.

A pilot project for the study of
emotionally disturbed children has
been established at the Nova
Scotia Hospital, Dartmouth. The
unit has been established in what
was formerly the residence of Dr.
Murray MacKay, superintendent
of the hospital, and has been reno-

vated to accommodate 22 chil-
dren. Early this summer 12
children were there though up-

wards of 60 have been studied and
assessed sinee the first was admit-
ted in late November. The ad-
mittance committee is chaired by
Dr. Harry Poulos, clinical direc-
tor of the ]Il!~||iT:a|, With him is
associated Dr. Romaldo Ansel-
mo, a Filipino psychiatrist who
specializes in treatment of chil-
dren.

Dr. Helen Hunter and Dr.
Roberta Nichols were two of the

delegates from Canada to attend

the tenth annual convention of
the Medical Women's Interna-
tional Association held in Roches-
ter, N. Y. early in July. Dr.
Anne Hammerling who
brought her husband along — was

there as observer. Nearly 400
women from all over the world

33 countries — were the guests of
the Canadian and American Fed-
erations of Medical Women. Dr.
Maureen Roberts, past president

of the Canadian Federation and
f:)}'!ln-!‘l_‘.' of ||:1[if.‘|N. was one of
the special speakers. It was felt
by the congress that with the wide-
spread need for physicians some
way should be found to make
better use of the medical knowl-
edge of those doetors, who because
of domestie help problems are not
available for full time work, but

*Kuzell, W. C_, et al.: "Effect of sulfinpyrazon

continued indefinitely
even during jte attacks,

treatment, insure adequate fluid intake
zation of urine to prevent possibility
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on sefum urnc acid in gout” Genatrics 19: 894, 1964,

who could be of great use on a
part-time basis.

To help that widespread neeq
for doctors, Dr. C. B. Stewart,

Dean of the Dalhousie Medieg)
School announces that the enpgl
ment of the first year elass is to he
pushed to 82 or 83, despite the
fact that the facilities were huilg
to take care of a class of 50,

Use th healed peptic
f

caution in patients w

tion of anticoags
action of Anturaf.

Availabi
Anturan, br

razone, is available as
100 mg, and red sugar

@ on request,
sentative oF
ional,

Pharmaceuticals ;
sion of Geigy (Canada) Limited
Montreal 9, P.Q.

GANTR
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COMING MEETINGS
AmericaN COLLEGE OF SURGEONS

CHICAGO — The largest meet-
ing of surgeons in the world, the
52nd annual Clinical Congress of
the American College of Surgeons,
will be held in San Franecisco,
Qetober 10 - 14,

Every phase of surgery will be
presented during the five-day pro-
g‘!'al'll.

Major addresses during the
week include: speech of the in-
ecoming president, Dr. Walter C.
MacHKenzie, Edmonton, Canada,
on “‘Our Destiny Is To Build";
the 1. S. Ravdin Lecture in the
Basic Sciences by Dr. Paul A.
Weiss, professor emeritus at The
Rockefeller University, New York,
on “‘The Cellular Mechanics of
Wound Healing’”"; the Seudder
Oration on Trauma by Dr. Tord
G. Skoog, professor of plastie
surgery, University of Upsala,
Sweden, on “The Surgical Treat-
ment of Burns”; and the Martin
Memorial Lecture by Gov. How-
ard A. Pyle, president, National
Safety Couneil, Chieago, on “‘Safe-
ty — Preventive Medicine.”

The College was founded in
1913 by 450 surgeons of Canada
and the United States to elevate
standards of surgery. Member-
ship in this voluntary association
of surgeons now numbers 27,000
in 83 countries.

CaxapiaN CARDIOVASCULAR
Soctery anD CaNaDIAN HEART
Founpation

The joint annual meetings and
scientifie sessions of the Canadian
Cardiovascular Society and
Canadian Heart Foundation
will take placeat the Palliser Hotel
Calgary, Alberta, from the 22nd
o the 26th November, 1966.

Further details may be obtained

I ;

Dr. John B. Armstrong,

Exceutive Director,

Canadian Heart Foundation,

1130 Bay Street,

Toronto 5, Ontario.
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ATLANTIC PROVINCES
CHAPTERS -
SECOND
SCIENTIFIC ASSEMBLY

Bigger and Better Scientific
Assembly For Maritime
Family Doctors

Plans are now progressing rapid-
ly for the Second Secientific As-
sembly for family doetors of the
Maritime Provinees, to be held
in Confederation Centre, Char-
lottetown on Oectober 10th and
11th, 1966.

Dr. John Williston of New
Glasgow, Nova Scotia, is Chair-
man of the Planning Committee,
appointed by the New Bruns-
wick, Prince Edward Island, and
Nova Scotia Chapters of the
College of General Practice of
Canada, which is being assisted
by the Postgraduate Division of
the Faculty of Medicine of Dal-
housie University.

A feature speaker, both at one
of the banquets and during the
Secientific Sessions will be Dr.
Hyman Caplan, a specialist in
Child Psychiatry, and the Direc-
tor of the Department of Pyschi-
atry at the Montreal Children’s
Hospital.

The National President of the
College of General Practice of
Canada, Dr. D. E. Hunt of St.
Catharines, Ontario, will also at-
tend the Assembly and be a feature
speaker at a special Thanksgiving
dinner. The National Executive
Director, Dr. D. 1. Rice of Toron-
to, formerly of Halifax, will also
attend.

The Secientific Sessions will in-
clude a section with emphasis on
Endocrinology, to be led by Dr.
Williamm Nicholas of Halifax,
Nova Scotia.

Closed ecircuit television will be
used to facilitate some of the
elinical demonstrations and teach-
ing.

Between 26 and 30 pharma-
eeutical manufacturers and sup-
pliers of medical equipment will
be showing extensive displays of
equipment and drugs during the
two day meetings.
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Doctors’ families have not been
forgotten. A day nursery will be
available for the care of small
children. This will be staffed
by student nurses and Red Cross
volunteers. Families will have a
conducted tour of Confederation
Centre and there will be a Ball in
the Memorial Hall, most likely
preceded by a feature presentation
in Confederation Theatre. The
ladies will also be entertained to
tea and bridge and be taken on
an extensive tour of Prince Ed-
ward Island.

Tre AmericAN COLLEGE OF
PHYSICIANS
1966-67 Postgraduate Courses

PHILADELPHIA, PA. — The
American College of Physicias
(A.C.P.), whose 13,000 members
are specialists in internal medicine
or in closely related fields, will
sponsor 20 postgraduate courses
and 30 Regional Scientific Meet-
ings which run for one to three
days, two of which will be held in
Western Canada during the com-
ing academie year.

The postgraduate courses run
from three to five days and are
held in eooperation with medical
schools and teaching institutions
throughout the United States.

The courses are open to all
physicians. However, in each
case enrollment is limited — and
priority given to members of the
American College of Physicians.

ANNUAL
Crinican CONGRESS
Oectober 9 - 14, 1966.

San Francisco, California
1967

SAN DIEGO, CALIFORNIA
January 23 - 25. Sectional
Meeting. Del Coronado Hotel.

COLORADO SPRINGS, COL-
ORADO, February 15 - 17.
Seectional Meeting. Broadmoor
Hotel.

NEW YOTK CITY, February
27 - March 2, Annual Four-
Day Sectional Meeting for Doc-
tors and Graduate Nurses.
Americana and New York Hil-
ton Hotels.
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CONGRATULATIONS

Dr. d. P. McGrath, Kentyville,
was made a Senior Member at the
C.M.A. Annual meeting in Ed-
monton in June. Dr. MeGrath -
was born in Lower Stewiacke and
graduated from Dalhousie Medical
school in time to serve in the
Canadian Army Medical Corps.
He then established a general
practice in Kentville, later going
to be personal assistant to Dr.
W. 8. Syme in Glasgow, Scotland.
He became a specialist in Ophthal-
mology and Otolaryngology and
is a Fellow of both the American
and Canadian Academies. He was
awarded a senior membership in
the N. S. Mediecal society in 1964.
He was organizer and first presi-
dent of the N. 8. Society of Oph-
thalmologists and has served the
medical society in various capaci-
ties and was on the General Coun-
cil of the C.M.A.

A few months ago we reported
on honors paid to Dr. Arthur
Hines of Cheverie and the Noel

-shore. Now, in the middle of
July, over 800 persons coming

from Noel and Windsor, gathered
on Cheverie beach and watched
the familiar figure step, as so often
hefore, from a “horse and buggy,”
to be honoured on “Dr. Arthur
Hines Night." Groups from sev-
eral communities presented enter-
tainment. Dr. Hines was given a

gold wateh and chain and a cheque
of £1,000.00 to be used toward
purchasing something in his hon-
our in the proposed new Payzant
Memorial Hospital. Dr. Hines
was thanked for the many gifts he
had given residents over the years
— and especially “for the greatest
gift of all”, his son, Dr. Charles
Hines, who has taken over his
father's practice.

Birtus

To Dr. and Mrs. R. Brewer
Auld, (née Joan Andrews), a
daughter, Alison Joan, at the
Grace Maternity Hospital, Hali-
fax, on July 31, 1966.

To Dr. and Mrs. Amal Bhat-
tacharyya, a daughter, Sheela
Marissa, at the Grace Maternity
Hospital, Halifax, on July 24,
1966.

To Dr. and Mrs. Charles
Brown, (née Faye Peveril), a
daughter, at the Grace Maternity
Hospital, Halifax, on July 8, 1966,

To Dr. and Mrs. F. A. Burke,
(née Lynda Bryson), Charlotte-
town, P. E. 1., a daughter, Leslie
Anne, at the Charlottetown Hos-
pital on July 5, 1966.

To Dr. and Mrs. dohn B.
Carver, (née Daphne Ash), a son,
Paul, at the Grace Maternity
Hospital, on August 5, 1966.

To Dr. and Mrs. Niels Han-
sen, (née Jean Aitken), a daughter
at the Graece Maternity Hospital,
on July 29, 1966.

To Dr. and Mrs. M. W
Hogan, (née Diane Page, [
a son, Shawn Michael, at
centia, Newfoundland, on Aug
1, 1966.

To Dr. and Mrs. Khs
Hogque, a daughter, at the
Maternity Hospital, Halifax,
July 6, 1966.

To Dr. and Mrs.
Lang, (née Cynthia Prodm
son, at the Halifax Infirmary,
July 19. 1966.

To Dr. and Mrs. J. Grs
McCleave, (née Louise At
son), a daughter, Karen Lynn,
Vietoria Public Hospital, Fre
icton, N. B. on July 7, 1966.

To Dr. and Mrs.
Phillips, (née Virginia Coffin
daughter, Heather Marlene,
the Grace Maternity Hos
Halifax, on August 11, 1966,

To Dr. and Mrs. Albert Prc
sin, (née Andrea Mombourg
R.N.), a son, Adam Louis, at
Rita’s Hospital, Sydney, N. S. on
July 12, 1966. ]

OBITUARY

Dr. Ralph Leaman Smith, age
60 years, died suddenly on Ju.lr -
1966. He was the radiologi:
chief of the Children's H
since 1950. Until 1963 he
also at Camp Hill but sinee
has given his full time to
Children’s where he will be
missed by his fellow staff memb
We extend our sympathy to his
wife and family.
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