THE NOVA SCOTIA MEDICAL BULLETIN

Editor-in-Chief
D=r. J. F. FiLeee

Board
Dr. W. A. Coxpy
Dr. G. H. Hatcuer
Dr. G. R. LaNGLEY
Dr. R. B. NicaoLs
Dg. 1. E. Purkis
Dr. I. D. MaxweLL

Editorial Board

Corresponding Members

Secretaries of Branch Societies

Managing Editor
Dr. C. J. W. BEcEwITH

Departments
Personal Interest Notes
Da. R. B. NicuoLs
Thousand Word Series
Dr. G. R. LaxaLEY

Adverse Reactions to Drugs

“I firmly believe that the whole materia
mediea, as now used, could be sunk to the bot-
tom of the sea, it would be all the better for
mankind, and all the worse for the fishes™.

Oliver Wendell Holmes, 1861.

While no physician would agree with Holmes
today, the increasing number of allergie, toxie
and idiosyneratic effects of drugs is an alarming
problem. Most data on the problem are from
inpatient services although there is reason to
believe that as serious a problem may exist in
ambulatory patients, As many as 20-259 of hos-
pital patients develop adverse reactions to drugs
and 1-39; end fatally. Testifying before a House
of Commons Committee recently, Dr. K. J. R.
Wightman, Professor of Medicine at the University
of Toronto, indicated that 59 of hospital admis-
sions are required for adverse reactions to drugs.
As the Provineial Medical Board’s Charles Stewart
Menorial Leeturer at the 1965 annual refresher
course at Dalhousie and the Vietoria General Hos-
pital, Dr. Wightman expanded on this topie, his
illustrations indicating the extreme range and
severity of reactions encountered. Regularly eir-
culated information from the Counecil of Drugs of
the American Medical Association show an
Mcrease in the types of adverse reactions encount-
ered and in the number of drugs which induce re-
actions. This information suggests that drug re-
actions aceount for significant patient morbidity
and mortality. In Canada, appreciating that the
number of reactions may be far greater than known,
federal agencies concerned with the problem are
asking physicians to report all suspected drug re-
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actions to attempt to identifv patterns which can
be more extensively investigated.

Drugs can induce injury in or disturb the
funetion of almost any system in man. While
allergic reactions such as urticaria, serum sickness,
bronechospasm and anaphylaxis are easily recog-
nized, many adverse reactions to drugs are insidious
or latent. Since the patient may already be ill the
symptoms or signs of a drug reaction may mimie
the primary illness thus making the recognition
even more difficult, as for example, digitalis in-
toxication worsening congestive heart failure.

Many physicians because of the nature of their
practice have become acutely aware of reactions to
drugs. By taking a detailed drug history from
patients, they have identified aplastic anemia due
to chloramphenicol or phenylbutazone, renal failure
due to phenacetin, gastrointestinal bleeding due to
aspirin, depression due to reserpine, deafness due
to kanamyein and streptomyein, jaundice due to
chlorpromazine, osteoporosis due to steroids, atrial
tachyeardia due to digitalis with or without diuretie
induced hypokalemia, gout or worsening of the
diabetic state due to thiazides.

Some effort will have to be made to identify
and prevent drug reactions. Sinee this is primarily
a problem in therapeuties, the initiative might well
come from the medical profession. In general,
most physicians will agree that certain guidelines
may help to reduee the number of reactions.

Before preseribing drug treatment to patients,
it is wise to inquire if allergic or untoward reactions
have ever occurred to drugs. Even simple “house-
hold" remedies such as A.S.A. have indueed fatali-
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ties on occasion. Limiting the duration and elini-
cal re-evaluation before renewing preseriptions can
often reduce the prolonged use of therapeutic
agents.,

Becoming familiar with one drug where several
with similar effects are available is advisable.
Most recent graduates for instance prefer digoxin,
this choice reflecting the choice of their teachers
who have found this drug most easily admimstered
with maximal safety. A precise diagnosis before
treatment will often avoid nonspecific or sympto-
matic therapy. In these circumstances, for ex-
ample, antibioties would not be required for viral
infections or digitalis for non cardiac edema. The
use of simple forms of treatment will often replace
the more complex and hazardous. Oral iron usu-
ally suffices for iron deficieney and parenteral iron

is not often necessary.

When, in spite of the utmost care, reactions are
encountered, we are urged to report these so that
the magnitude of the problem will be recognizaq.
Patterns not apparent to any one physician m
have meaning when thousands report their fing.
mngs.

Unfortunately the number and severity of rh-ug
reactions are likely to increase, this increase pa
flecting the demand for more health services and the
availability of more potent agents. It is to he
hoped that the medical profession can effectively
identify problems in drug therapy and prupgs'e
solutions before the ]'illh]l.l' becomes so alarmed
that other eontrol occurs. a

G.R.L.

The Sir Charles Tupper Medical Building
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Dalhousie Notes - 1966

I. THE PROGRESS OF THE SIR CHARLES TUPPER MEDICAL BUILDING

C. B. StewarTt, MD, Dean
Halifax, N. 8.

last year, I described the plans for the Sir
Charles Tupper Medical Building and eommented
on the factors which the Faculty had considered
in determining the size of the Medical School. It
appropriate at this time to give a brief pro-

SPem =

gress report to the readers of the Bulletin.
Immediately after the contract was let to the

Kenney Construetion Company Limited of Yar-

mouth, a ceremonial turning of the sod on July

20th. 1965, marked the beginning of eonstruction

Not
morn

me was lost by the builders. At 8:30 the next
ng, a crew was at work removing the sods
from the lawn and building a fence around the
propertv.  The excavation and conerete founda-
tions followed within a few days and soon the build-
ing began to rise level-by-level.  Exactly one year
later, on July 20th, 1966, the flag was raised on the
top of the building, signifying that the top level
had heen completed.

The precast conerete panels which form the
outer wall of the building have now been installed
to the fifteenth level. Above this, the style of the
panels will change with more windows at the fif-
teenth floor. This is followed by a windowless
wall at the sixteenth level resembling a palisade,
which will surround the ventilating and other ma-
chinery on the roof. The pieture shows the build-
ing us it appeared on September 27th, 1966. A
horizontal grill will be installed later in the vertical
strip which extends up the south side.

\t the lower levels, most of the extremely
complex system of piping, wiring and ventilating
ducts has been installed in a three-foot space be-
tween the ceiling and the floor above. The con-
tract for the benchwork and laboratory instal-
ations has now been let.
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It is confidently expected that the building
will be ready for oceupaney on July Ist, 1967,

Meantime, the former Dalhousie Public
Health Clinic has been renamed the Clinical Re-
search Center and is also being remodelled to pro-
vide research laboratories for the clinical depart-
ments.

The new Law Building, which was completed
in September, 1966, is located only two blocks west
between the two campuses. One of the lecture
rooms in the Law Building has been kindly loaned
for some of our lecture classes.

It will be recalled that the Medical-Dental
Library had to be demolished in order to provide
the site recommended by the eampus planners for
the Sir Charles Tupper Medical Building. During
the past vear, the Medical and Dental Library col-
lections have been located in a house on College
Street. This has proved reasonably satisfactory
as a Library, but has had inadequate reading room
facilities. Another house was used last vear for
this purpose, and this year the new Law Building
is providing a reading room. The loan of space in
the Law Building has also permitted the remodel-
ling of one of the lecture rooms in the Medical
Sciences Building to provide office and research
space for several new staff members.

There are 83 students in the first year medical
elass, the largest ever enrolled at Dalhousie Uni-
versity. In spite of this, it was necessary to reject
a number of applicants from the Atlantie Provinces
who were fully qualified. It is unfortunate that
the new building was not available for the 1966
class, and every effort is being made to ensure that
it will be completed in time for the 1967 enrolment.

a
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2nd Meeting of Council and 113th Annual Meeting
The Medical Society of Nova Scotia

PROGRAMME

Thursday Nov 24 — evening

Friday Nov 25th — morning

afternoon

evening

Saturday Nov 26th-morning

afternoon

- Nominating Committee.

- Breakfast for Committee on Committees.

First Session of Couneil
Coffee Break
Luncheon, Informal

- First Session of Annual Meeting

Second Session of Couneil

- President’s Reception

Annual Banquet and Ball

- Breakfast Committee on Committees.

Third Session of Couneil
Coffee Break

- Luncheon to Council M.S. of N. 8.

Second Session Annual Meeting 2.30 p.m.

HOUSING APPLICATION FORM

113th Annual Meeting

The Medical Society of Nova Scotia
(N.S. Division C.M.A.)
Lord Nelson Hotel, Halifax
November 25th & 26th, 1966

Pleas¢ print the name of the hotel or motel in whieh you wish to have accommodation:

First choice.. .
Dther
Date of arrival:

Date of departure:
Rl)fjll

will be oecupied by: Name(s)

Address

Accormmodation required: (please cheek one)

Second choiee

Expected time of arrival

Twin

Medieal Soeiety of Nova Seotia
Dalhousie Publiec Health Clinie

Sinzle Double
Sigrmed
Jomplete and forward to: The Executive Seeretary
University Avenue
Halifax, N. 8.
N.B

( ) yes, or | ) no.

'HE NOVA SCOTIA MEDICAL BULLETIN

If attending the Clinical Programme as well as the Couneil and Annual Meeting please indicate by checking
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Graduate Course in Family Practice, McMaster University, Hamilton, Ontario,

This eourse will be established to begin July I,
1967. The objective is to train physicians for
Family Practice, and to present an academie pro-
gramme which will allow the trainee to examine and
learn about the major problems in Family Practice.
Physieians in training will spend about one-third of
their time in a Group Practice of family physicians
who will be full-time faculty members of the Me-
Master Medical School. While working in this
Family Practice Unit there will be inereasing re-
sponsibility for patients, under the continuing super-
vision of the staff. Seminars, rounds, consultation-
teaching sessions, and journal elub meetings will be
part of the programme. Elective time will be avail-
able for research into problems relevant to Family
Practice and learning the techniques appropriate
to such research, and for further experience in
clinical areas of interest. About two-thirds of the

time will be spent in residency training in g
ments of Pediatries, Medicine, Psychiatry, §
and Obstetrics and Gynecology in aceredited
pitals.

An integrated three vear course is being offes
but initially applicants will be accepted inty
second year who have completed a junior interp
or into the third year after two vears of internes
The first year fulfils the requirements of the Ongs
College of Physicians and Surgeons for a licenes
practice in this province. While there will
no contractual obligation for a recent graduate
take the full three year course, preference will |
given to applicants who wish to do so.

Please direct inquiries to: Dr. W. B. Spauld;
Associate Dean, Faculty of Medicine, Me
University, Hamilton, Ontario.

TYPEWRITERS, PHOTOCOPY

FILING EQUIPMENT

EXECUTIVE AND SECRETARIAL DESKS
OFFICE AND RECEPTION SEATING

BURGLARY AND FIRE RESISTANT EQUIPMENT
CARPETS, DRAPERIES, LAMPS

We Service what we Sell.
May we help you?

AND DICTATING MACHINES

Eaman-QRoss

¥/0 47 BARRINGTON ST. HALIFAX 422-1621

THE NOVA SCOTIA MEDICAL BULLETIN
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Physicians’ Services Insurance

Committee

This Committee was established by the first
meeting of Couneil in November 1965. The
members are the President of the Society, (who
aets as Chairman), the President-Elect and the
Past-President  together with four members ap-

inted by Counecil, Doctors A. L. Sutherland,

D. M. MacRae, H. C. Still and F. A. Dunsworth.

The Execcutive Secretary of the Society, Doector

. J. W. Beckwith is the Seeretary of the Com-

mittee but not a member. Doctor C. L. Gosse is

erving as “Past-President” in place of Doctor

T. W. Gorman who resigned on his appointment

as a member of the Medical Care Insurance Ad-

visory (‘ommission.

The terms of reference inelude *‘all matters
requiring discussion or negotiations with govern-
ment on physicians’ services insurance and related
matters.” In any discussions with other parties a
minimum of four members of the Committee must
be present.

The Medical Society of Nova Scotia is a body
eorporate and a voluntary organization, having as
its objects: -

1. The promotion of health and the preven-

tion of disease.

2. The improvement of Medical Services

however rendered.

3. The maintenance of the integrity and

honour of the medical profession.

4. The performance of such other lawful

things as are incidental or conducive to

the welfare of the public and of the medi-
cal and allied professions.

5. The promotion of harmony and unity of
purpose between the medieal profession
and the various bodies assuming economie
responsibility for the care of sick or in-
jured persons.

The present membership is approximately 680
and represents, we believe, about 909 of the prac-
ticing physicians in the provinee. The Society is
the only one of its kind in Nova Scotia and can
justly claim to represent “‘organized medicine”.
However, the By-Laws make no provision for
formal commitments binding on the members being
made by the Society. It therefore follows that the
furthest the Soeciety can go in approving or reject-
Mg Government plans for Medical Care Insurance
18 10 make recommendations to its members for
appropriate action by them as individuals. Fi-
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nally, it must be emphasised that the Physicians’
Services Insurance Committee is not empowered
to initiate poliey; this remains the prerogative of
the Executive Committee whose actions are sub-
ject to the final approval of Couneil.

The Society has been actively considering all
aspects of Health Insurance, including physicians’
services insurance, since 1960. Representations
were made to the Hall Commission, a Plan For
Medical Services Insurance (Nova Scotia) was
submitted to the Government of the province in
October 1963 and several meetings were held with
the Advisory Committee to the Minister of Health
under the Chairmanship of Mr. Frank Rowe, Q.C.
The Special Research Committee of the Medical
Soeiety under the Chairmanship first of Doctor
A. A. Giffen and later of Doctor F. A. Dunsworth
put in many hours of work and produced a wealth
of valuable information. The Soeciety is greatly
indebted to all those who served on this Committee
because it was they who provided the bulk of the
evidence which supports the Society’s position at
the present time with regard to Medical Care
Insurance.

Immediately after the announcement by the
Minister of Health of the establishment of the
Medical Care Insurance Advisory Commission
under the Chairmanship of Mr. R. MeD. Black,
Q.C. the Society indicated its desire to co-operate
in any way possible. Arrangements were made
for the Physicians’ Services Insurance Committee
to meet with the Commission once every two weeks.
It was agreed that a formal “‘brief” would not be
the best way to present the views of the Society
and that memoranda would be prepared on matters
of concern to the Society and on any questions
which might be posed by the Commission. In this
way it was felt that ideas ecould develop with more
flexibility than would be the ease with an initial
exhaustive presentation. Experience suggests that
the decision was a wise one.

A pattern of work for the Committee has begun
to emerge. The Chairman assigns a topic to a
member who is asked to prepare a draft memor-
andum; this is then considered by the Committee
as a whole and amplified, amended, edited or cor-
rected before being approved for submission to the
Commission. The member responsible for the
original draft presents the final version at the meet-
ing with the Commission and answers questions
which may be put. The Committee, of course,
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acecepts joint responsibility for the views expressed
in the memoranda. Meetings with the Commis-
sion are being held on alternate Thursdays and the
Committee meets on the Sunday preceding to
approve the submissions.

The Committee considers itself bound by
policy decisions already reached by the Society and
in any ease of doubt will refer the matter to the
Executive Committee for a decision. [t is interest-
ing that so far only two such problems have come
up; this shows how much thought has been de-
voted to such matters in the recent past by the
Society. No doubt other decisions will have to
be made in the future and it seems highly probable
that the seecond meeting of Council next November
will see important and interesting debate.

Memoranda have been submitted on the fol-
lowing subjects: -

1. An introductory statement on the con-
stitution of the Society and the terms of
reference of the P.S.I. Committee.

The potential position of M. M. C. as a
fiseal agent.

3. The extent or range of physicians’services
to be ineluded under medical eare insur-
ance, with a review of services at present
covered by existing legislation.

4. An historical aceount of the Profession’s
attitude to physicians’ services insurance.

5. The advantages of a “Commission” as an
administrative ageney.

6. Fee sehedules. Speeialist serviees.

Further memoranda are being prepared to
express our views and to answer specific questions
put to us by the Commission. Adviee is being
sought from other Divisions and from the Sec-
retariat of the Canadian Medical Association when
oceassion warrants,

One member of the Society has responded to
the request to pass ideas and suggestions to the
Committee by submitting a very interesting brief
which includes, amongst other valuable ideas, a
proposal for paying doctors accounts by a method
which enables the patient to be made aware of the
cost of the service received. This brief is being
carefully studied and the member has been asked
to meet with the Committee.

It must be realized that the Committee is a
very active one and that this account will be out
of date by the time it appears in print. It is
hoped that each Branch Society will be visited by a
member of the Committee at its regular meeting
preceding the Oetober meeting of the Executive
Committee. In this way we hope that as many of
the members of the Society as possible will have
had personal eontact with a P.S.I. Committee
member and will have had an opportunity to
express their views. o

September 1st, 1966 A. J. M. G.

X
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FORTY YEARS AGO

From the Nova Scotia Medical Bulletin
October, 1926,

The Importance of Recognizing Symp

In reviewing our most interesting and §
tive experiences at the bedside and in our e
ing rooms, we all have many memories of
hand impressions that were not subsequently
fied by the course of cases. No practitione
medicine can have failed to experience such
dents. The purpose of this paper is to sum
up into the foreground a few of these points
interest and to categorize them for practical p
poses.

Pain in the Epigastrum - Sudden pain
region associate with tenderness, rigidity, vomif
and facies hippoeratica, naturally gives one a
impression of perforating gastric uleer or g
panereatis, both of which conditions are essenti
surgical. Yet here again granted the patient
mature age, a timely observation of a pair
Argyll Robertson pupils and absent knee and
jerk may justify the second thought and
hesitation in preparing the operating room;
the gastric erises of Tabes are non-surgical so
as the attack is concerned at any rate. On {
other hand a perforating uleer, unless it happi
to be a perforation into strong adhesions w:]l
as a rule respond to a period of rest in bed, li
diet, and bismuth and soda every two ho
Physicians and Surgeons should have their h
very close together in such emergencies with
of room for the second thought.

Vomiting Blood - There are few more alarn
eonditions for an individual than the ejection
blood from the stomach. Haematmesis
mueh concern to the physician and s
Perhaps cancer is the first impression of the p
tient and doctor. The second impression that
uleer. With opium, icebag and starvation U
symptom usually subsides; the X-ray is called
at an early date. The second thought will,
ever, defer that expensive procedure until a
history is taken and a eareful examination of
whole patient is made, which may reveal e
spleni¢ anaemia or cirrhosis of the liver from
longed worship at the shrine of Bacchus.

Palpable Lumps in the Abdomen - On ¢
ination of the abdomen the finding of a
palpable lump is not a justification for a dia
of neoplasm demanding immediate operatic
It may be only faecal matter and may not be @
monstrated at a second examination. In a mu
cular abdomen, a palpable lump on the right
may be only the right rectus musele.
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The Mitral Valve
Structure and Function in Health and Disease
Part I

J. H. Harpang, MD

Halifar, N. S.

Introduction

The word “mitral” is derived through the
Latin from the Greek mitra, a headband, or head-
dress. a sort of folding eap consisting of two halves,
from the lower rim of which hang two hands,
terminating in fringes.

Thus there is some resemblance to the mitral
valve, with the annulus or valve ring corresponding
to the head band, to which are attached the two
leaflots with their chordae tendineae ending in
papillary museles.

Historical

knowledge of cardiae structure and funetion
was scanty before the 18th ecentury. The ancients
maintained that the heart was not subject to
disease. COR NON AEGROTARE POSSE, said
Hippoerates. In 1628 William Harvey deseribed
the circulation of the blood in De Motu Cordis -
“The movement of the blood is constantly in a eirele
and is brought about by the beat of the heart.”

In 1715 Raymond Vienssen produced his
“Traite Nouveau de la structure et des Causes des
Mouvements du Coeur.” According to Moon,
this was the first serious contribution to knowledge
of diseases of the heart. Mitral stenosis was
described. His contemporary, Giovanni Fran-
cisi in Italy, described sclerotic and warty valves.
In 1761 Morgagni wrote De Sedibus et Causis
Morborium, in which he deseribed eases of vegeta-
tive endoearditis.

In the 19th century two French physicians,
Corvisart and Laennee, dominated the field of
cardiology. Corvisart divided diseases of the
heart into its three layers, pericardium, myo-
cardium and endoeardium. Laennec invented the
stethoscope. He described the physical signs and
correlated them to autopsy findings, but inter-
preted wrongly the origin of the normal heart
sounds.

Development of Heart

The cardiac primordia are formed from the
splanchnic mesodermal layer of the perieardial
cavity on either side, where it lies close against the
developing foregut. The embryo closes ventrally
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and each half primordium joins centrally, becom-
ing the endocardial tubes which fuse to form a single
tube surrounded by the epimyocardium. Between
these two structures is the cardiae jelly. As de-
velopment progresses, cells from the endothelium
invade the eardiac jelly to become the endocardial
cushion tissue which eventually forms the septum
of the heart and the valves.

The first heart beats of the human embryo
begin at the end of the third week of development.

At the end of the first month the primary
regions can be recognized. These are the sinus
venosus formed by the confluence of the great
veins entering the heart, the atrium, the ventriele
and the truncus arteriosus. Blood passes to the
ventricles through a eonstricted region known as the
atrio ventircular canal.

The partitioning of the heart begins in the
second month. Starting as a erescentic ridge on
the dorso-cephalic part of the atrial wall, the sep-
tum primum grows toward the atrio ventricular
canal. At the same time, two local thickenings,
one dorsal, one ventral, appear in the wall of the
atrio ventricular canal. These thickenings are the
endocardial cushions. Each eushion consists of a
plastic mass of embryonal connective tissue of the
type which appears to points where the septa will
fuse, or where elaborate connective tissue strue-
tures, such as the eardiac valves, are destined to
form.

During the sixth week the dorsal and ventral
masses join to divide the atrio ventricular canal.
If the growing septa divided the heart completely,
the left side of the heart would remain almost dry.
By the 17 mm stage, at the seventh week, the inter-
ventricular septum has closed, forming a thin
fibrous sheet near the ventircular outlet. How-
ever, just when the ostium primum is about to fuse,
a second opening appears in the septum primum
near the cephalic end. This enables the left side
of the heart to receive a contribution of blood from
the right side. Occasionally abnormal develop-
ment prematurely closes the interatrial communiea-
tion and the left side of the heart is stunted.

At this time a second interatrial septum de-
velops. This is erescentic in shape and the lower
end fuses with the endoeardial cushions. If the
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endocardial cushions fail to develop, the septum
primum will remain undeveloped on the atrial side
of the defeet.

The septum secondum does not become a
complete partition. It leaves an oval aperture
called the foramen ovale which usually closes
post natally at nine months.

The secondary opening in the septum primum
is formed so near the cephalic wall of the atrium
that the unresolved lower part of the septum pri-
mum lies as a loose flap, covering the foramen ovale
on its left atrial side. It thus acts as a one way
valve allowing filling of the left atrium.

From the partition which divided the atrio
ventricular eanal and from the outer walls on each
side, masses of tissue in the shape of thick, blunt
flaps projeet toward the ventricle. It is these
masses of primitive type of econnective tissue which
later become differentiated into the adult valve
leaflets. One of the essential features of any
cardiac valve is the fibrous annulus to which its
leaflets are attached and which reinforees the orifice
against over dilatation as the pressure builds up
behind closed valves.

When the atrio ventricular canal has been
divided into two channels, the foundation is laid for
the medial portion of the atrio ventricular ring.

Around each of the atrio ventricular orifices,
the young connective tissue begins to differentiate
into the eircularly disposed collagenous fibre
bundles that form the mitral and tricuspid annuli.
Flange-like projections into the lumen appear.
These become the valves. The medial leaf of the
mitral valve arises in part from the dorsal and in
part from the ventral endocardial cushion of the
AV, canal. In defeets low down in the atrial sep-
tum where there has been also a defectin the endo-
cardial eushion, the medial cusp of the mitral valve
becomes notehed.

As the flanges which constitute the valve pri-
mordia become extended, the trabeculated myo-
cardium is earried out on their ventricular surfaces,
so that the connective tissue of the valve is con-
tinuous with the muscular trabeeulae of the heart
wall. In the final moulding of the valves, the
muscle on the ventricular face undergoes retrae-
tion and regression so that the basis of the valve
flaps becomes entirely connective tissue. At the
same time the muscle pulls away from the part of
the trabeculae directly adherent to the valve and
this leaves only slender, fibrous strands which are
the forerunners of the tendinous cords. The basal
portion of those trabeculae become thickened to
constitute the papillary musecles.

In the annulus heavy interlacing bundles of
collagenous fibres form and send out strands which
anchor the base of the valve leaflets to the annulus.
Bundles of collagenous fibres also form in the
tendinous ecords, anchored in the tissue of the
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papillary muscles. A strongly developed
work of slender elastic fibres interlace
finer collagenous bundles of the atrial s
the valve.

The endothelium constitutes an

Structure of the Mitral Valve

The eavities of the heart are lined with g
squamous epithelium called endothelium, sup
by a layer of fibre elastic connective tissue,
endothelium and its subjacent conneetive
make up the endocardium.

Between the atrium and ventricle is a |
framework which gives attachment to the
and ventricular musculature. This is a
ring called the annulus fibrosus, surround
mitral valve, and to which the mitral cus
attached. _

Each of the two leaflets of the mitral
consists of a fold of endoeardial connective
covered by endothelium. The conneetive
is differentiated into two main layers, one a
ed with each face of the valve. The term *
face” is used to designate the face of a valve s
which pressure builds up when the valve is
The predominant fibres in this layer are
collagenous bundles which afford the ma
strength. The holding face is relatively 1
pressible, but the opposite face of the v
stretched as the valve opens and closes. It
this reason called the deformed face. The
nective tissue of this face has fewer and
collagenous fibre bundles and a conspicuous
portion of interwoven elastie fibres.

The eollagenous fibres of the chordae tendin
are inserged into the dense white fibrous la
the holding face. The endothelial covering
chordae is continuous with that ecovering
ventricular surface of the valve.

The fibrous layers of the valve are conti
with the fibrous framework of the heart.

There is a difference of opinion as to whethe
the mitral valve is vascularized or not.
workers believe that it is. Others maintain
it is only vascularized if there has been pre
infections or endoearditis.

Normal Function

When the atrium contracts it does so in W&
beginning at the Sino-auricular node. The in
auricular pressure rises. Late in the atrial sy
relaxation has begun in most of the atrial
so the pressure falls. The jugular venous pre
reflects the pressure waves. The first wave is due
to atrial systole. 4

The second wave is due to the bulging of
Atrio-ventricular valves which oecurs at the
of ventricular systole. A sudden fall of pre
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en occurs due to the ventricular muscle shorten-
o, and pulling down the Atrio-ventricular ring,
us enlarging the eavity of the atrium.

The third positive wave is due to the blood
} uymulating in the atrium while it is still shut

off from the ventricles by the closed a.v. valve,

wave continues beyond ventricular systole

1o the end of the isometrie relaxation phase (vent-

. eglar diastole). When the ventricle musecle re-

Jaxes, the a.v. ring moves up again. This makes

the atrium smaller, the pressure rises and the a.v.
yalve opens.

At the onset of ventricular systole, the pres-
sures in the atria and ventricles are about the same,
The atrio ventricular valves are flooding into ap-

ition. As the ventricles contract, the ventri-
cular pressure rises steeply. The a.v. valves are
ghut and bulge slightly in a dome shaped fashion
into the cavity of the atrium. No blood leaves the
ventricle because the interventricular pressure is
Jower than the aortic. This isometric contraction
phase lasts 0.05 second. Its duration is constant
and is not affected by alterations in the heart rate.

When the ventricular pressure exceeds the
sortic pressure the semi lunar valves open. Rapid
ejection of blood oceurs and the ventricle diminishes
in size. As the ventricular musele shortens, the
base of the heart deseends and pulls down the a.v.
ring. The cavity of the atrium is enlarged causing
an abrupt fall of pressure with it. The ventricle
and aorta now form one continuous chamber, with
pressure equal in both. The systolic ejection now
lessens,  All parts of the ventricle do not contract
for the same length of time. During the latter
part of systole some portions of the ventricle cease
to eontraet and the pressure declines.

The ejection phase is variable in length and is
chiefly responsible for the variations in the duration
of systole, It lasts 0.2 to 0.3 seconds. The total
duration of systole is the time interval hetween the
onset of the first and second sounds. When the
pulse rate is over 100 per minute systole lasts less
than 0.25 seconds, and under 65 per minute, longer
than 0.3 seconds. With ventricular diastole, the
intraventricular pressure falls steeply but through-
out this period the ventricle is a elosed chamber and
}t;(-—.- is no alteration in the length of the muscle
10res,

The atrial pressure which has been rising
throughout the greater part of the ventricular
systole, now exceeds the intraventricular. The
a.v. valves open because of the difference of pres-
sure hetween the two chambers, and rapid inflow
of blood oceurs. During early diastole 60 per cent
of the ventricular filling takes place in this way.
A rood deal of blood can thus enter the ventricles
In the absence of any effective atrial contraction,
as in atrial fibrillation.  As the atrial and ventricu-
lar pressures become equal little further inflow into
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the ventricle occurs. When the diastolic phase is a
lone one, very little additional increase in ventricu-
lar volume takes place (phase of diastasis). Atrial
systole now begins and the contents of the atrium
are driven into the ventricle. Atrial systole uc-
counts for only 35 per eent of total ventricular out-
put. The exaet amount it contributes depends on
the time in diastole at which atrial systole occurs,
the strength of atrial systole and the completeness
with which the ventricle is already filled. If the
atrium contracts after a short diastole it may con-
tribute 60 per cent of the ventricular filling. Atrial
systole lasts 0.1 seconds.

Heart Sounds

First Sound. Is due to closure of the atrio
ventricular valves. It is prolonged 0.1 to 0.17
second, and low pitched. It coincides with the
peak of the R wave in the E.K.G., and just pre-
cedes the onset of the C wave of the venous tracing.
The vibrations have a frequency of 25 to 45 per
second. Sometimes the first sound is split in
normal people. This is due to asynchrony in
closure of the mitral and tricuspid valves.

The intensity of the first sound depends on the
degree to which the valve cusps have floated to-
gether before the onset of ventricular systole.
If the edges of the cusps are already almost in ap-
position, their final closure will be relatively silent.
If, on the other hand, the eusps are wide apart
when ventricular systole begins, their approxi-
mation will be more forceful and will cause a louder
sound.

The first sound is fairly quiet in a heart beat-
ing slowly, when the P-R interval is prolonged,
and when the L.V, end - diastolic pressure is high
as in aortic incompetence. It is loud during
tachyeardia or when the P-R interval is short.

Second Sound is due to closure of the semi-
lunar valves, is of higher piteh, abrupt and clear,
best heard in the 2nd left interspace. Its duration
is 0.1 to 0.14 seconds, with a vibration frequeney of
50 per second. It occurs at the onset of diastole
and its intensity varies with the pressure in the
great vessels at the onset of diastole. It may pre-
cede, coincide with or follow the T wave of the
E.K.G. It may be split due to asynchrony of
aortic and pulmonary valves but the interval
should not be greater than 0.04 second.

Third Sound is heard best at the apex of the
heart and lasts 0.1 second. It coincides with the
phase of rapid filling of the ventricles when the
A.V. valves open, the inrush of blood setting up a
series of vibrations.

Fourth Sound oceurs with atrial contraction
and is heard best in children or in cases of ventri-
cular hypertrophy with hypertension. It has been
recorded in 27 per cent of normal people. It may
be caused by the rapid inflow of blood through
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the A.V. valve or by the sudden distention of the
ventricle, or both.

The 3rd and 4th sounds may be very difficult
to hear but as Shakespeare said, “*A lover's ear will
hear the lowest sound.”

Congenital Defects of Mitral Valve

Mitral Atresia is very rare, usually causing
death of the patient in early infaney. It may be
the only abnormality or may be associated with
aortic atresia.

The mitral orifice is represented by a blind
depression when seen from the atrial side and no
elements of valvular tissue are identifiable. The
chief outlet for blood in the left atrium is via the
foramen ovale which is normally found.

Congenital Mitral Stenosis is rare and re-
sembles mitral stenosis of rheumatic origin, with
fibrous thickening of the leaflets, commissural
fusion and chordae shortening and fusion, convert-
ing the valve into a funnel shaped strueture. The
left atrium may be enlarged with a hypertrophied
wall and thickened endocardium.

Mitral stenosis may be part of endocardial
fibroelastosis in which left ventricular endocardial
thickening is present.

Fereney (1954) reviewed 43 cases, 34 from the
literature (since 1846) and 9 from the children's
Memorial Hospital, Montreal. Of the 43 cases
only one lived beyond 3 years of age.

Congenital Mitral Insufficiency is relatively
common in association with congenital ecardiac
lesions. It may be found when the left ventricle
is enlarged in a left to right shunt as in ventricular
septal defect. Sometimes it is caused by anoma-
lous insertion of the chordae from the posterior
leaflet, coexisting with a ventricular septal defeet.
There may be regurgitant lesions on the posterior
wall of the left atrium.

Most eommonly when mitral insufficiency is
part of a complete malformation, it is part of a per-
sistent common atrioventricular canal. Ostium
primum defect is an atrial septal defect, the lower
border of which is formed by the mitral and tri-
cuspid valves. In tne majority of cases there is a
cleft in the anterior mitral valve leaflet. There is
a high ventricular septal defect as well in common
a.v. canal, with clefts in either a.v. valve or both.
Endocardial cushion defects are more common in
children with mongolism.

Associated mitral incompetence is eommon in
corrected transposition of the great vessels. Here
the aorta arises from a ventricle situated on the left
which has the strueture of a normal right ventricle,
and the pulmonary artery arises from a ventricle
located on the right, with the strueture of a normal
left ventricle. The mitral valve is displaced down-
ward and is malformed. It is the mirrored image
of Ebstein’s malformation of the tricuspid valve,
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The chordae tendineae are shortened. O
ally anomalous insertion of mitral chordae
mitral insufficiency may be present in othe
normal hearts. Rarely a cleft may be p
the anterior leaflet of the mitral valve with n
sociated septal defeet.

In Marfan's Syndrome mitral insuffiei
may result from redundant leaflets and ehe
tendineae.

Krovetz (Circulation, Jan. 1965, Vol
reviewed the findings of 58 necropsies in Hu
Syndrome. Mitral valve involvement was n
in 39 of these cases, with the presence of
nodules along the fine margin of the valve
In some cases there was shortening and thiel
of the chordae. Mitral insufficiency was the
dominant haemodynamie lesion, but occasio
mitral stenosis was reported.

In 1948 Winsall and Lewis deseribed a
orifice of the mitral valve in a Yak calf. [
search of the literature they found 14 cases of
condition in man. Lewis believed that the g
sory opening represented incomplete fusion of th
endocardial cushion.

Cor Triatriatum: MeGuire et al (Cireuls
Feb. 1965) reviewed eight cases in young
In this condition the two right and the two
pulmonary veins come together on each side
form a ecommon pulmonary vein or third at
This was separated from the true left atrium b
membrane composed of both myocardial and fib-
rous tissue, and had two openings communi
with the left atrium.

Only 36 cases were known up to 1960 but in
Index Medicus for 1963 six reports on twice that
number of new cases were listed. :

This condition may be confused with m
stenosis. There is exertional dyspnoea and
moptysis.

The obstruction can be relieved by s

To be concluded.
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Low Back Pain

M. Erpocan, MD, FRCS (C)

Halifaz, N. 8.

l.ow back pain is a symptom, not a disease.
1t is cither caused by a lesion in the lumbar spine
or is referred from somewhere else. The lesion in
the lumbar spine may involve either the vertebral
eolumn or the eauda equina. The etiology may
bhe congenital predisposition like spondylo-
listhesis, sacralization of L-5 vertebra, asymme-
trical facet joints; traumatic like an acute sprain,
fracture, dislocation or chronic wear and tear
eausing the degeneration of a dise; infectious,
including tuberculosis: neoplastic, primary or
metastatie; idiopathic like osteoporosis. spondy-
litis ankylopoetica. The referred pain may be
eaused by a variety of lesions such as prostatitis,
salpingitis, endometriosis, panecreatitis, duodenal
uleer, aortic aneurysm, neoplastic lesions involving
viscora, ete.  The purpose of this paper is to dis-
euss the lesions of the lumbar dises in a concise
manner.

The vertebrae are joined together by the dises
anteriorly and facet joints posterolaterally rein-
forcod by the ligaments, A dise consists of a strong
eircular annulus fibrous eontaining resilient nucleus
pulposus in between hyaline cartilage plates. An
acute rupture of a normal annulus fibrosus is rare,
usually degenerative changes by wear and tear
precede it. The L 4-5 and L 5-S.1 dises are in-
elined forwards and are more susceptible to in-
jurv. Therefore the great majority of the dise
herniations in the lumbar spine occur at these
levels, The dise degeneration eauses narrowing of
the dise space with traction spurs on the vertebrae
along with osteoarthritic changes in the adjacent
facet joints; the vertebra above tends to displace
downwards and backwards, narrowing the inter-
vertebral foraminae through which the nerve
roots pass. The nucleus pulposus within a de-
generated dise may or may not herniate. A nerve
root may be compressed either in the vertebral
canal or in the intervertebral foramen. L 4-5
disc hernia may compress L4 root in the foramen
or L 5 root in the canal; L5-S1 dise hernia may
compress L5 root in the foramen or 81 root in the
canal.
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The Symptoms

The PAIN may be felt across the low back
region or only at one gluteal region with oeeasional
radiation to the thigh. If there is nerve root
irritation present caused by a herniated dise the
pain is felt below the knee level. In L4-5 dise
hernias the pain tends to radiate more so toward
the big toe, in L5-S1 dise hernias it tends to radiate
more so toward the little toe. Aggravation of the
radiating pain to the leg by coughing or sneezing
would indicate a nerve root irritation. The pain
free remissions is one of the characteristies of a
herniated lumbar dise. Sitting is usually more
bothersome than standing. If the pain would
radiate to the inner aspeet of the thigh a posterior
urethra or bladder lesion should be suspeeted.
The pain radiating to the low abdomen and groin
would suggest spondylolisthesis.

Numbness and paresthesias in the leg along
with weakness of one leg indicate nerve root irri-
tation. If the patient would complain of the cold-
ness in a foot arterial insufficiency should be ruled
out first.

The Physical Findings

The patient may have a pelvie tilt with a
sciatie scoliosis. In the great majority of the
patients the involved side is earried higher and
indieates the herniation being lateral to the nerve
root. In the remainder of the patients the opposite
side is carried higher, the lesion being either beneath
or medial to the nerve root.

The movements of the lumbar spine are Limit-
ed. The normal lordotie curve of the lumbar spine
may be straightened because of the spasm of the
erector spinae musecles. Especially extension of
the spine from a flexed position is painful.

Local tenderness may be present over the
spinous processes or at the paravertebral region.
The radiating pain to the leg caused by the per-
cussion over a spinous process would indicate
nerve root irritation. Tenderness may be present
also at the seiatic point on the gluteal region.

The straight leg raising is limited on the in-
volved side; as the recovery takes place its range
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gradually increases. The presence of a nerve root
irritation is checked by raising a leg straight to
the point causing pain, the lowering it just a bit
so that there is no more pain; at this point the
foot is dorsiflexed. If there is a nerve root irri-
tation this manoecuvre causes radiating pain to the
leg.

The eirecumferencesof the both thighs and the
both calves are measured to rule out atrophy.
Normally in right handed persons the right lower
limb may measure {"” more in ecircumference.
The weakness of one leg walking on the toes or the
weakness of the plantar flexion power of a big
toe indicates S1 root defieit; the weakness of one
leg walking on the heels or the weakness of the
dorsiflexion power of a big toe indicates L5 root
deficit.

The sensation to touch as well as to pin prick
and the deep tendon reflexes are cheeked. The
hypesthesia along the medial aspeet of the foot
and the big toe would indicate L5 nerve root deficit;
at the outer aspect of the foot and the little toe
would indicate S1 root deficit. The diminished
ankle jerk indicates S1 root deficit, diminished
knee jerk L4 root deficit. If the L5 root is eom-
pressed quite frequently both tendon reflexes are
intaet.

The compression of the both jugular veins at
the neck for two minutes increases cerebrospinal
fluid pressure. If there is a disc herniation present
this test may initiate or aggravate the pain radiating
to the leg. This also true for any space occupy-
ing lesion within the vertebral canal.

As a rule also a general physical examination
should be done. Along this line a rectal examina-
tion is a good practice. As far as laboratory in-
vestigation is concerned the most useful one is the
sedimentation rate. If it is found to be elevated
the further investigation is a must.

The radiographs of the lumbar spine should
be taken to rule out any congenital or acquired
abnormality. The osteoarthritis of the facet
joints can be detected on oblique views as subluxa-
tion of the facets, narrowing of the joint spaces
and the selerosis of the subchondral bony plates.
A soft tissue lesion like a herniated lumbar dise
may not eause any changes on radiographs.

As far as myelography is coneerned it has its
risks and should be done only on patients who will
be operated to localize definitely the involved
dise level.

Clinically it is very important to differentiate
a herniated lumbar dise from the cauda equina
tumors. In a tumor the onset of pain is insidious
without any injury. The pain is unremitting,
progressively gets worse and is aggravated by rest,
It tends to radiate into both legs more frequently.
The spasm of the erector spinae museles and the
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seiatic scoliosis are usually not present,
neurological defieit as the loss of sensation |
flaceid musele paralysis is more prevalent
widespread. The bladder and bowel s
disturbances are caused much more f
by a tumor, On the myelogram the filling
is relatively larger.  The cerebrospinal
changes like xanthochromia and inerease
content are more frequently seen, caused
subarachnoid block. (The protein content
45 mg 9% ).

The Management

The great majority of patients with a
iated lumbar dise can be treated conservativ
Acute Stage:

1 The complete bed rest, with a 3/4"
plywood under the matress is the most im
part of the conservative treatment. The
could lie on his back or on his either side with b
hips and the knees flexed; he should never lie
on his stomach. The bed rest should con
for three weeks.

2 The local application of heat to the
usually gives relief; the moist heat is pref
Sometimes in the very acute stage local heat n
ageravate the symptoms, then cold applie:
may be found to be useful.

3 An adequate dose of medication is preserib
ed for sedation. There are conflicting rep
regarding the efficacy of the antispasmodic
Probably the same end ean be achieved by
rest, moist heat and traction if necessary.

4 The local injection of an anesthetic
at a trigger point may be found to be very
it may be combined with the hydrocorts
The same may be mnjected into the epidural sp:

5 A pelvie traction may be applied, ke
the hips and the knees moderately flexed.
amount of weight can be inereased gradually ¢
the optimum value compatible with the re
of pain. .

6 In the acute stage the lumbar spine maj
be strapped by eriss-cross tape. If it is a mu
for the patient to be up and around it is better 1
apply a plaster body jacket with the lumb
sacral joint in flexion. This would give betls
immobilization for a satisfactory healing of
soft tissue injury. If applied it should be k
on for about six weeks.

7 Manipulation of the spine is known °
give an occasional dramatic relief. It is done wit
the lumbar spine, hip and the knee in flexion.
a general rule if there is a elinical evidence of ne
root irritation it is safer to avoid it; othery
serious harm ean be done.

8 If the pain radiates to the relatively lon
leg a lift on the shoe may give a spectacular re
if it radiates to the short leg it might aggravate it
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e Chronie Stage:

dise lesions are known to cause episodes

of 1 with remissions. After the acute stage
aubsides it is important to rehabilitate the patient
adequately to prevent the recurrence of the symp-
tomi

As a general rule the lifting up of heavy
welg should be avoided. Even on picking up

light objects from the floor the patient should be
to bend with his knees, keeping the lumbar

taug :
spin clatively straight.

On doing different things in the standing
up ition the hips and knees should be flexed
gently actively contracting the abdominal museles.

Extension of the lumbar spine should be
avoided

On sitting or driving the knees should be

kept higher than the hip joints.

Plvwood boards should be ]\l‘]lt under the
Sleeping on stomach should be avoided.

The

maui as |\||~:-':.i|'u'.

Twice daily exereises are done to strengthen

women should avoid high heels as

the abdominal museles (lying down. knees kept
bent. arms held straight overhead, patient attempts
to st up) and to stretch the erector spinae museles
of the lumbar spine (knees and hips acutely bent,

one hand holds each knee and alternately forces
toward the chest, lifting up the buttoek).

8 A spinal support may be found to be help-
ful. If exercises are IH‘IJIPI'[’I‘\' done the pn[in-nt
will have his “built in” support. As a general
rule a corset is preseribed for women and a brace
for men.

9 The job ||[:1f‘l'![1|'I]! constitutes one of the
most important aspeets of the treatment. It is
important that the patient should not do any heavy
lifting.

The Operative Treatment:

The exeision of a herniated lumbar dise with a
partial lamineetomy might be considered in the
following situations:

1 The symptoms fail to improve after three
weeks of bed rest.

25 A TIl:llel' T]l-llT‘n]nin.‘t] deficit such as bladder
or bowel disturbanee is present.

3 Increasing neurological deficit in :i}lj[t‘ of
conservative treatment.

i Recurrent incapacitating attacks with eli-
nical evidence of nerve root irritation.

If the leg pain is the chief complaint of the
patient only the herniated dise
If there is also a long history of an

exeision of the
is adequate,
incapacitating back pain also the fusion of the
unstable segments should be done.
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designed for long-term,
high-dosage salicylate therapy
without gastric irritation

"ENTROPHEN"

The special “Polymer 37"* coating of “Entrophen” pre-
vents the release of the acetylsalicylic acid in the stomach,

DOSAGE: One to four tablets every four hours.

Each “Polymer 37"'-coated tablet contains 5 gr. of acetyl-
salicylic acid.

Bottles of 100 and 500 tablets.

*Palented 1959
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Rescue Flights

These flights, earried out by Maritime Com-
mand, are of undoubted value, and without them
many patients would not receive the specialist
care they need, in many cases to save life. They
have been called a most important part of our
emergency health serviees. The suecess of these
flichts depends on cooperation among the Air
Force, the attending doctor and the Department
of Public Health. In order to have these flights
meet with the utmost suecess, the Regional Surgeon
Atlantic has requested that physicians follow the
procedure below. It is of the utmost importance
that they not only get the necessary authority,
but that they send case notes or treaiment records
with their patients. In flight care can be extremely

HEALTH UNIT DIRECTORS

Dr. J. R. Cameron, Director,
Atlantic Health Unit,

12 Queen Street, Dartmouth,
N. 8.

(Tel. 462-6430)

Halifax County

Dr. N. F. Maeneil, Director,

Rich. Co., South Inverness Cape Breton South Health

Cao., Town of Inverness, Cape

Unit, Provincial  Bldg.,
Breton Co. south of Sydney pﬁ;m St. m;;::;:w XES
Harbour and East Bay (Tel. 564 I'l 17]’

e L ! ¢ Dr. L. D. MaeCormick,
Vietoria Co., .\mj.h part ol nyaator, Cape Breton North
Inverness Co., City of Syd- Health Unit Provaial
ney, Cape Breton Co. north gy, prinee St., Sydney,
of S.ydne}' Harbour and East Navh Hantis
Bay (Tel. 564-4447)

Dr. N. A. Morrison, Direetor
Cobequid Health Unit, 45
Commereial St., Truro, N. 8.
(Tel. 893-5321)

Counties of Colehester and
Cumberland

diffieult if the Flight Nurse does not know
treatment the patient has received, and
relevant facts from the history.

1. The Provincial Health Unit Director m
be eontacted to authorize the flight if at all
sible. In unusual cireumstances, where the H
Unit Director cannot be reached, call the R.C.
Resene Coordination Centre at Halifax 422
This Centre is manned continuously.

2. (Case notes, including a brief his
physical examination and treatment given,
essential in all eases.

3. Children or minors who may need surgery
should have legal consent for surgery given to the
Flight Nurse with the case notes.

Dr. W. 1. Bent, Di
Lunenburg-Queens
Unit, Acadia Bldg.,
water, N. S,

(Tel. 543-3234)

Counties of Lunenburg and
Queens

Dr. 8. D. Dunn, Di
Northumberland Hes
Unit, Water St., Picton
(Tel. 485-4388)

Counties of  Antigonish,
Guysborough and Pictou

Dr. V. K. Rideout, ¢
Western Health Unit,
vineial Bldg., 10 Starr's
Yarmouth, N. 8.
(Tel. T42-7141)

Counties of Digby, Shel-

burne and Yarmouth

Dr. G. M. Smith, Di
Fundy Health Unit, Mu
eipal Bldg., Windsor, N.
(Tel. T98-2264)

Counties of Hants, Kings

and Annapolis

(Bloody Marys that is!)
vine.

forees beyond your control.

DOCTORS AND BLOOD......

This is the season for ‘em as the last rose of summer droops on its
We cannot assist in the distribution of these goodies but we can help you make very sure
that your present supplies will be replaced to comfort you if they should be consumed by certain
(Such as fire or theft.)

ALFRED J. BELL & GRANT LIMITED

One Sachkville Place, Halifax, N. S.
Telephone 429-4150

Simply telephone
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Appreciation

Dr. W. Alan Curry

On September 9, 1966, the angel of death
chose a shining mark and Dr. W. Alan Curry, a
distinguished surgeon, died quietly and peacefully
on that day.

Dr. Curry was born in Windsor, N. 8. He re-
eeived his early education at King's Collegiate
School. He graduated in Arts from Dalhousie
University in 1905 and in Medicine from MeGill
University in 1909. In search of more learning
in the profession that he loved, he did extensive
post-graduate study in Montreal and in England
and finally obtained the high degree of F.R.C.S.
(Eng.).

He served with distinetion in the First World
War in Franee, retiring with the rank of Major.

In 1919 he started his practice as a surgeon in
Halifax. N. S.. where, first as an assistant surgeon
at the Vietoria General Hospital, he forged ahead
to become a prominent teacher and head of the
Department of Surgery at Dalhousie University.
He held for many years the rank of chief of surgery
at both the Vietoria General Hospital and the
Children's Hospital.

In his profession Dr. Curry attained many
honors. In addition to his F.R.C.S. (Eng.) he
became a Fellow of the Royal College of Surgeons
of Canada and a Fellow of the American College
of Surgeons; in 1962 he was made a senior member
of the Canadian Medical Association.

In the Second World War Dr. Curry was
surgeon to the merchant navy men hospitalized
at the Halifax Infirmary where, with no monetary
gain, he gave himself unstintingly to the care of
the numerous frost-bitten and war-worn casualties
of that time.

The writer had a long, happy and inspiring
association with Dr. Curry. As one of an intern
group entering the old Vietoria General Hospital
in 1921 we were, one and all, greatly helped by his
kind counsel.

One ineident stays in one’s memory. Dr.
Curry was an avid lover of sports and games and in
the autumn of 1921, when an important football
game was about to be played, Dr. Curry, F.R.C.S.,
acted as intern at the V.G. Hospital to allow two

TIE NOVA SCOTIA MEDICAL BULLETIN

of the residents to see the game, despite the fact
that in his short tenure of service he found it neces-
sary to go out on emergeney calls in the horse-
driven ambulance which was considered adequate
at that time.

As we extend our sincere sympathy to Dr.
Curry’s widow (Gladys Sircom Curry) and to their
two daughers, it is a comfort to them and to us
that Dr. Curry was a gentle and kind man who
reached the heights in his profession. He was a
great warrior for his ideals and he attained his
goal in introdueing new teaching, better training
and higher standards in surgical procedures through
his own inspiring zeal.

A noble soul has passed from this transitory
existence to the life of eternal duration. He will
long be remembered by a host of patients who owe
life and happiness to his surgical skill and his
wonderful diagnostie ability.

The stirring tribute of Aytoun to Viscount
Dundee well expresses our admiration for a great
and distinguished econfrére:

“Sleep in peace with kindred ashes

Of the noble and the true,

Hands that never failed their country,

Hearts that never baseness knew.”

J. W. M.

Dr. W. Alan Curry was outstanding in Nova
Scotian and Canadian Surgery, to which he sig-
nificantly contributed. He really loved his work
and was always aware of current surgical practices -
ready to adopt that which was worthwhile and
quick to discard an operation not sound or safe,

Throughout his professional life in Halifax he
maintained a great interest in the medieal students;
in the mid twenties he soon ecame to know them
first in the dissecting room and kept close touch
through their clinical years. As he became more
senior, he was a friend to a host of internes and
residents and helped to advance the careers of
many.
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Dr. Curry really shone as a Clinical Teacher
and clearly correlated surgical anatomy, pathology
and elinieal surgery. [ believe that few will forget
his twelve o'clock third year Clinies near ward
seventeen, and rarely were teacher or students
absent.

Many will remember the drives with him for
consultations throughout the Provinee - always a
surgical teaching session. [ particularly remember
a visit to Truro in 1929, where I helped him with a
Mieulicz resection in the hospital and later watched
him diagnose and open a retropharyngeal abscess
on a kitchen table!

The public wards at the Victoria General and
Children's Hospitals were his life, and those who
entered them under his ecare, received the most
prompt and the best attention he could give. Here
he taught sound surgical principles to student,
interne and resident; he liked them to be brief in
their ease presentations; he did not consider ver-
bosity a virtue. He was averse to eye wash in a

confrére but was quick to commend a b
agnosis or a good operative result.

He was probably the last of the really
general surgeons and in the twenties and ¢
thirties, did considerable neurosurgery, urol
a bit of gynaecology as well as paediatric surg
fractures and general surgery. He always
sidered it a privilege to work in the publie
and an honour to eare for veterans at Camp
where he directed surgery for about twenty y

Many will remember him as a good tra;
companion to surgical meetings, where he was
fun and kept a fatherly eye on the young,
played a good game of tennis until he cons
that he should turn to golf.

To Mrs. Curry and her daughters, will go
sympathy of the entire profession; her cons
devotion contributed greatly to the success
he achieved. She was always very kind to
Curry’s boys.

E.F. R.

Appreciation

Dr. Clarence N. Morrison

Dr. Clarence N. Morrison died at the Vietoria
General Hospital on August 23, 1966, following a
progressive illness of less than a year's duration.

He was born in Dominion, Cape Breton, a well
known mining town at that time, in 1905. He was
the son of the late Dr. and Mrs. M. D. Morrison,
who, for many years was the astute Medieal repre-
sentative on the Workmen's Compansation Board
of Nova Scotia.

He received his early edueation in Dominion
and Glace Bay High School. He graduated from
Dalhousie Medieal School in 1933. He then did
post graduate work in London, England and Dub-
lin, and returned to New Waterford, Cape Breton
where he had a large general practice. In 1950,
he moved to Halifax where he lived for some years
in his former home, and soon established a busy
general praectice.

He was a member of the Halifax Medical
Society, The Nova Scotia Medical Society and the
Canadian Medical Association. He had other
interests besides medicine, being a member of the
Men's Canadian Club, the North British Soeciety
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of Halifax, the Nova Secotia Historical
and the Waegwoltic Club. He was a vall
member of St. Andrew’s United Church.

Clarence will long be remembered by
who knew him as a soft spoken, warm-hea
friendly and kindly gentleman of the Medical
fession, whose ability, integrity and good-will
all admired.

He was much loved and admired by his pa-
tients, testifying to his ability and kindness
them as a physician, his readiness to serve themy
and his deep sense of responsibility to them.

During his final illness, which must hs
caused him much pain and anguish, not once did I
hear him complain. He bore his suffering W
great courage and humility, knowing full
what the outeome would be. ,

He is survived by his wife, the former Ca
erine (Kit) Slessor; three sisters, Dr. Mabel M
rison, of Raleigh, N. C.; Mrs. Ben Rogers, Mad!
Spain; and Mrs. Ronald Hiseler, Peterboroughs
Ontario.

K.ALG.
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Appreciation

Dr. Ralph L. Smith

Dr. Ralph L. Smith, radiologist-in-Chief at
the Children’s Hospital died suddenly on July 7th.
A MeGill graduate who came to Halifax as Radi-
ologist with the Canadian Army during World War
I1, Dr. Smith remained to become a vigorous and
energetic member of the Halifax Medical Com-
munity.

He was a man of firm convietion, and he had
no hesitation in letting these convietions be known.
The effervesence of his nature, together with his
keen wit and boundless enthusiasm firmly estab-
lished him as one of our unique and outstanding
medical personalities.

Dr. Smith had been director of Radiology at
Camp Hill Hospital, Consultant Radiologist to
Canadian Forees Hospital, Director of Radiology
at the Grace Maternity Hospital, a charter member
of the Society of Pediatric Radiologists and also
Associate Professor of Radiology at Dalhousie
University. Besides other executive offices he
served as President of Staffs of Camp Hill Hospital
and also the Children's Hospital. He was deeply
concerned with the Children’s Hospital, and indeed
was one of the original members of the Expansion
Committee, who have spearheaded the drive that
will soon bring a new Children’s Hospital to this
arca. He is survived by his wife, Pat and two
children Hugh and Barbara, both scholarship
students at Dalhousie.

As a teacher he was one of the few who had the
ability to entertain as well as educate; as a con-
sultant he refused to hide behind a eloud of semantics
but rather would give a definite opinion and suggest
a straightforward course of action; and finally as a
colleague and associate, he will be long remembered
for his warm friendship, his seintillating sense of
humour and his ability to direct an extremely
efficient Department of Radiology.

...... and the elements so mixed in him that
nature might stand up and say to all the world.

“This was a man.”
E. B. G.
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The sudden death of Dr. R. L. Smith was a
great loss to the medical profession, The Children's
Hospital and to the children of Nova Scotia.

“Smitty"”, as he was affectionately known to
his many friends, was the Radiologist-in-Chief at
the Children's Hospital, Halifax. He was born
in Conneeticut but grew up in Montreal and gradu-
ated from MeGill University and later qualified
as a specialist in general surgery. While in the
Medical Corps during the war he was stationed in
Halifax and subsequently remained in the com-
munity. He served in the Radiology Department
at the Vietoria General Hospital, Camp Hill Hos-
pital, Grace Maternity Hospital and the Children’s
Hospital and was Associate Professor of Radiology
at Dalhousie Medical School. His interest in
pediatrie radiology led him to confine his talents
to pediatric problems and he remained as the Head
of the Department of Radiology at the Children’s
Hospital from 1951 to 1966.

Ralph Smith had many friends who admired
his quick wit, explosive laughter and dedication
to his profession. He was always available to
offer his help and advice. He served the Children’s
Hospital in many ecapacities including President
of the Medical Staff and more recently as an active
member of the Building and Expansion Committee
in the design of the new Isaac Walton Killam Hos-
pital for Children. He pursued his beliefs with a
vigour and frankness that frequently left his as-
sociates uneasy and embarrassed in not being able
to quickly reply to his most direet questions.

He was a family man, very proud of his charm-
ing wife and his two children, but it was very un-
ecommon to hear him remark in a boastful manner
of their accomplishments,

He enjoyed travelling and was a faithful
attendant at various national and international
radiology and paediatric meetings.

Ralph Smith will be greatly missed by his
many friends and particularly by the staff of the
Children’s Hospital. However, those who had
the privilege of knowing him will never forget his
warmth, humour and dedieation and will feel just a
little bit better having associated with him in
many mutual activities.

W.A.C.
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{ CONNAUGHT ) —

PRODUCTS
FOR RESEARCH PURPOSES

In the course of research activities and the development of new preparations in
the Connaught Medical Research Laboratories, it sometimes happens that materials
of scientific interest for research purposes become available. Some materials at
present available, in some instances in only very small amounts, are thefollowing:

Normal Serum Albumin - Human
Fibrinogen - Human

Caeruloplasmin - Human

Fractions of Plasma - Human (Various fractions produced by
Cohn cold ethanol process)

Insulin - Human (Carefully standardised ampoules containing
0.69 int. units)

Insulin - of Dog, Monkey or Horse origin
Antihaemophiliec Globulin - Human

Tubercle Bacillus - Killed (For the preparation of complete
Freund’s adjuvant)

None of the above preparations is suitable for human use. The Laboratories
would welecome inquiries from qualified research personnel or laboratories and will
be glad to supply prices for specified items on request.

R R T R

CONNAUGHT MEDICAL RESEARCH LABORATORIES

University of Toronto

1755 Steeles Avenue West, Willowdale, Ontario

Established in 1914 for Public Service through Medical Research and

the development of Products for Prevention or Treatment of disease.
A booklet entitled **Produets in the Service of Medicine' deseribing
products and their use is available on request from the Laboratories.
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Arvonp Logax

Halifax, N. S.

This will be an admixture of things medieal
and, because I am a layman, quite possibly a eom-
pound of things confounded. I offer them because
I believe a layman talks and exehanges views with
other laymen about physicians in different langu-
age cntirely from that employed between normal
paticnt-physician relationships.  Therefore some
of the following (unless you've been “bugging”
our laymen gathering spots) may be of interest to
you doctors. At any rate this hodge-podge (and
I elaim the same for other articles I have written
for the Bulletin) will be truthful and will, T trust,
bear the stamp of professional observing aequired
in o career of some twenty years in the newspaper
business and some fifteen years in the voluntary
prepaid medical care plan field.

Have you doctors ever considered engaging
the services of an actor, preferably one who has
just been discharged as a hospital patient, to teach
You how to enter a hospital ward, or a six-bed
“semi-private” room? As I ask the question I'm
thinking of the time I was a patient in a six-bed
unit at the Vietoria General Hospital.

Naturally, when a doctor or nurse is not with-
in hearing distance, we talk about doctors; as in-
patients there's very little else to do. There is,
however, a sort of conversation about doetors
held within ourselves right in your presence,

Six pairs of eyes see you enter the room.
They're following your every move; they (let's be
accurate) five see you go up to the patient “in the
second bed from the end.” Even sneaky reporters
surreptitiously take their eyes from their news-
bapers to watch you, and this, T suggest, is what
they're thinking:
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“That doctor is walking too fast. So many
patients he has to run from bed to bed™. . . ... “That
doctor is walking too slowly. Can't be much of a
doctor; so few patients he has to spin out his

R L “Look at that one - twenty seconds
and he’s gone!”, . . . .. “Ha! Looks too young to
know anything”. . .. .. “Ha! Looks too old to

know anything!”. . . . . .“Not even smiling: that
old guy he’s treating there must be in a pretty bad
WY o e s “Hmmmmmph! Smiling all the
time; substituting a good bedside manner for medi-
cal knowledge.”

I could continue for some time with this highly
unseientific appraisement, but I'm eager to offer
my advice on how doetors should enter a hospital
room although I'm not unmindful it, too, may prove
to be as un-medically indieated as the foregoing.

I think you doctors should walk neither fast
nor slowly toward your patient. You should
neither grin nor scowl. Don’'t ask me to outline a
happy medium; perhaps, as I've suggested above,
an actor can tell you.

I think you should pull up a chair or hitch
vourself onto the edge of your patient’s bed wheth-
er you can stay at his side for three minutes or ten
seconds. I think if you're able to spend three
minutes with him there's no need to refer to the
fact you've been looking at his chart “‘outside’.
On the other hand I think you should tell him
you've been examining his chart outside if you can
remain for only a few seconds.

I don’t think you should ask him how he's
“feeling today”. Good grief, don't you KNOW?
I confess, however, I can't think of a substitute.
In the old days when doctors had the time to
“treat the whole person” (something I'm against
today) doctors could use any number of substi-
tutes: “Well, well, well, Jim. Your good wife,
Elsie, was asking me yesterday when 1 was going
to let you out of here. . . ." or “"Now listen here,
Jim, don’t be bellowing about the meals; they're
giving you just what I want you to eat.” And
S0 on.

If vou haven't visited your patient for a couple
of days, please tell him when you DO see him, that
vou've been “keeping in touch”. Oh I know you
really have been keeping in touch, but take a few
seconds to elaborate: “I've been getting the charge
nurse to read off your chart every night” sort of
thing. You're in trouble if your patient takes
suddenly very ill and the night nurse has to call
in an intern to give him medication unless the
“man-between-mister-and-doe™ has sense enough
to say he has been “keeping in touch with your
doctor’”. And we have sincere pity for the doctor
who doesn’t arrive at this patient’s side the very
next day or, failing this, hasn’t sent some medical
man from “‘outside” to visit him!
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(Incidentally, I onee published some dog-
gerel - I'm not eapable of writing poetry - on “The
Intern - the Man Between Mister and Doe"”, and
some intern combed me for fair for my views.
One of these days I'll repeat it just to see if interns
have the same old fire in their make-ups.)

In the foregoing I've referred to the fact I'm
not today in favor of doctors treating the whole
person. 1'm wmtmg quite long enough in their
waiting rooms as it is. However I AM in favor of
INSTANT TREATMENT of the whole person
by doctors.

Last fall 1 suffered a severe ease of influenza.
Well I managed to get my doctor to come to my
home. He listened to my back, muttered some-
thing about there being “quite a bit of congestion
there” and fumbled around his oblong black bag.

“By the way, does penicillin affect you ad-
versely?”" he asked as he fitted needle to syringe.

I assured him it didn't. And......

HEAVEN'S ABOVE! What WAS that fleet-
ing look on the doetor's face?

ONE OF RELIEF?

Perhaps I imagined it. But if it was, then
THAT'S what I mean by instant treatment of the
whole person. 1 don’t mind waiting in a doctor's
office, in other words, while a patient is being
patted on the back, or looked at with understand-
ing, sympathy or relief, but I'm hanged if I'm go-
ing to wait another few hours or so while the doetor
treats the patients ahead of me from their toenails
to their pates stopping in-between for discussions
on their relatives’ well-being, the fishing luck
they've had, their last round of golf. Please don’t
misunderstand me. 1 think such treatment would
be wonderful if there was time for the luxury, but
I'm the patient reading condensed versions of
medical articles in Reader’s Digest, still waiting
to get in to see you, and I'm the kind of patient
who deserves full consideration because I'm not
going to bring the Digest into your office and stick
an article under your nose explaining just how you
cure me. Did it onece, and the doctor told me,
oh so patiently, he was getting all his medicine
from Time Magazine.

I had tremendous respect, and liking, for the
late Dr. Corston, of Halifax. (I'm not going to
bother to link this hodge-podge together, even;
it's much easier to write off the top of my head.)

Anyway, back in 1925 (I think it was) my
mother, two sisters and 1 suffered from attacks of
influenza. Doctor Corston came to our home,
went to our bedrooms, wrote four different pre-
seriptions, each of which “worked”.

He came to my bedroom, examined me, told
me I had a touch of ‘flu and added I would be back
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to school soon. I was the last he saw in our
that day and I had plenty time to practice a
of a dying swan. Didn't fool that excellent d
for a second.

So when [ was a patient some years later in |
V.G. Dr. Corston asked me if I would go bef
clinic with him. I would. Next day they wh
me into this large hospital lecture room. [ |
nurse at my head and dozens of medical stude
peering down at me from the steeply banked
of seats.

Dr. Corston was describing my condition to
students. He asked me to outline the symp
of “my trouble” (sore, inflamed joints) ang
obeyed. Then some imp took possession of
I began to wonder if these students realized
lecturer was a speeialist in a field not, so far
know, related to rheumatic fever. I was a b
young reporter at the time.

“Do you gentlemen know that Dr. Corston j
specialist in influenza?” 1 blurted. There y
silence for a couple of seconds, then tumult
hand-clapping and foot stamping. Boy, did I
like a ham actor! A “speeialist in influenza™;
such thing, is there? Well, perhaps today t
isn't, but back in 1925 during the “big ‘flu g
demie” Dr. Corston was one and we must remembh
there was no penieillin then.

I've heard many a splendid tribute to do
since. One was just recently. 1 was condue
an enrolment campaign in New Glasgow for the
medical plan I represent when an elderly lady -
she must have been close to ninety - came into our
temporary enrolment headqu.lrtm. y

“And who is YOUR doctor?"” I asked.

“*Oh, I haven't any,” she replied brightly.

I could feel my evebrows lifting.

“You see,” the good lady explained, “n
doctor was Dr. Ballem, of New Glasgow. But
passed on a few years ago.”

I didn’t know Dr. Ballem, but I know a tribu
when I hear one. Whether it comes from eld
ladies or medical students.

FOR SALE

Office examining and operating table,
Leather covered sponge-rubber cushion.
Eleetric automatie office sterilizer 16 ins.
Baby weighing scale.
Adjustable sereen,
Large baby dressing table,

Apply Box 500

Nova Secotia Medical Bulletin.
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Public Health News

Smallpox

The Department of Public Health recom-
mends smallpox vaceination during infaney (under
1 year of age) and at least one revaccination prefer-
ably during the school years or early adult life.

Persons especially exposed to risk of smallpox

such as nurses, doctors, medical and nursing
students, all hospital personnel, persons present
at ports of entry, international travellers, armed
forces personnel should be properly vaceinated at
regular intervals, preferably every three years.

Sinee a live vaceine is used, certain precautions

should be taken. It should be given only to persons
in good health.

(‘ontraindications to smallpox vaceinations are:
Eezema or any septie skin condition in the
individual or household contacts.

A BCG vaecination which is unhealed or
the simultaneous administration of an intra-
cutaneous sensitivity test.
Corticosteroid treatment.

Pregnaney.

Diphtheria, Pertussis, Tetanus and
Poliomyelitis
It is recommended that the quadruple (QUAD)
Vaccine be given at three months of age, a second
dose at four months, a third dose at five months, a
fourth dose at one year, a fifth dose at three years
and a sixth dose at five to six vears of age.
Following this a dose of triple antigen (diph-
theria and tetanus toxoids combined with polio
vaccine) at three to five yvears intervals is recom-
mended up to the age of about 15 years. The
triple antigen may be given between the ages of
15 10 18 but 0.5 ce is recommended instead of the
usual 1 ee in this age group. Persons over 18
vears of age should have a dose of T-Polio (Polio
vaccine combined with tetanus toxoid) every three
to five yvears.
Sabin Oral Polio Vaccine

The Department recommends that Sabin Oral
Polio vaceine be offered to all persons who have
previously had Salk vaecine. Because of the
difiiculty in handling this vaceine due to the large
number of doses per bottle, the need for refrigera-
tion, ete., it is not practical at the present time to
supply it to physicians or to use it in our ordinary
Immunization programs.

After the above schedule of immunization the
Vasi majority of children will have a high degree
of immunity against polio. It is therefore recom-
mended that the use of oral polio vaccine be direc-
ted toward school children in order to maintain
4 high level of immunity and to eliminate the
bossibility of having a suseeptible adult population
m the future. It is recommended that the Public
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Health Nurse give the vaceme each year to be-
ginners and grade six which are the groups she is
presently working with in the schools.

Persons with a high risk of exposure to wild
polio virus such as nurses, doctors, medical and
nursing students, all hospital personnel, persons
at ports of entry, international travellers, armed
forees personnel should be fed Sabin vaceine.

It is recommended that Sabin vaecine not be
given to pregnant women unless they have had
Salk vaccine previously.

In an outbreak of polio, all epidemiological
contacts of first cases in a community should be fed
Sabin Vaceine immediately in an effort to stop
further spread. The vaceine should then be offered
to all regardless of age or Salk vaccine status,
Diphtheria

Persons especially exposed to risk of diphtheria
such as nursing personnel, doctors, medical stud-
ents and all hospital and laboratory personnel
should be schick tested every three to five vears and
receive diphtheria toxoid if indicated.

Adults who have not been immunized or whose
immunization status is unknown should have a
Schick test done and receive diphtheria toxoid if
indicated.

Tetanus

It is recommended that all adults especially
agricultural workers, who have not been immunized
or whose immunization status is unknown, receive
three doses of tetanus toxoid with not less than
three weeks between doses. At the present time
tetanus-polio vaceine (BIAD) is recommended
for this purpose.

Typhoid and Paratyphoid Fever

It is recommended that all persons with an
exposure hazard to typhoid or paratyphoid fever
such as doctors, medical and nursing personnel,
all other hospital personnel, laboratory personnel,
and contacts of known earriers be immunized with
tvphoid-paratyphoid vaceine. All such persons
should be given a recall dose annually as long as
they are exposed to risk. It is also recommended
that all persons going into an area where typhoid
or paratyphoid exists or is expected to exist, be
immunized.

The Department of Public Health provides
the vaccine free of charge. The vaccine is given
subeutaneously in doses of 0.25 e.c., 0.5 c.c. and 1
c.c. one week apart. A reinforeing dose of 0.5 e.c.
annually is recommended.

Tuberculosis

It is recommended that B.C.G. Vaccination be
given to persons of any age who have a tuberculin
reaction negative to at least 5 tuberculin units and
who face an environmental or oceupational hazard
of exposure to tubercle bacilli. It 1s recommended
that B.C.G. Vaccination be carried out only by
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operators familiar with its use by the multiple
pressure, multiple puncture or the intracutaneous
injection method.
Measles

It is recommended that measles vaceine be
administered to all children at 9 months of age or
as soon as possible thereafter.

The Department of Public Health does not
provide measles vaceine.
Influenza

It is recommended that influenza polyvalent
vaceine be given to the aged, the debilitated and
those involved in essential services such as hospital
personnel, the police, firemen, ete.

The Department of Publie Health does not
supply influenza vaceine.
Other Communicable Diseases

The Department of Public Health maintains
a supply of gamma globulin in 2 ml. rubber stop-
pered vials. Physicians may obtain this material
free of charge for the following purposes by signing
form C.D.C. 4 and giving the name and address of
each case:

Prevention of infectious hepatitis in elose con-

tacts. This does not include elassroom eon-

tacts in publie schools.

Prevention of rubella in expectant mothers.

(German measles).

Prevention of measles in debilitated children

and children under two years of age.

Prevention of infection in persons with hypge
gammaglobulinemia, T

When gamma globuln is needed for treatmeng
purposes, such as in cases of eczema rar:c-inatum'
ete., it may be obtained from the Red Crog

Society.

Foreign Travel
Persons going to foreign countries mayv obta

vellow fever vaccine free of charge at the Medjeg)
Services Clinic Department of National Health anq
Welfare, Pier 21, P. O. Box 129, Halifax, or Medjeg]
Services Clinie, 63 Charlotte Street, Sydney, Novg
Scotia. Other vaceines for foreign travel such ge
cholera vaccine should be obtained from privage
physicians,

General

All persons should be urged to maintain theyy
immunity to the above diseases at a high level, and
also to secure a record of all immunizations they
have received and to guard this record carefully at
all times. Suech a record ean be of great importanee
to both doetor and patient, particularly, in the ease
of a patient who has been injured and there is a
possibility of tetanus.

N.B. Epinephrine (adrenaline) solution 1:1000
and a suitable sterile syringe must be on hand
wherever a serum or antigen is being administered.

o

the product

nobody needs...except

patients on restricted diets 7 those who have
faulty absorption 1 convalescents 1 the chronic-
ally ill & any other patients whose condition
predisposes to low vitamin intake or to increased

vitamin requirements

Each sugar-coated tablet contains :

Brewer's yeast concentrate. .. 75 mg
Thiamine mononitrate . ... ... 5mg
Riboflavin ........ce00uvns 3mg
Niacinamide..,............ 125 mg
Pyridoxine hydrochloride . . .. 1mg
Vitaemin B, i i we 1.5 meg
Ascorbicatid. . ..o v v vnrnss 100 mg
e D D e 500 IV

DOSAGE: For prophylaxis: one

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

Bottles of 30 and 100 tablets.

QUALITY PHARMACEUTICALS
BEFORTE ...

VITAMINS B WITH C AND D TA BL ETS Dt

candca m

to prevent or correct nutritional deficiencies

R Registered trade mark
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The daily papers, particularly
each Monday morning, earry grue-
some details on the fatal and near
fatal accidents over the weekend.
Sometimes it is not the fatal ones
which bring the greater tragedy.
Canada's accident fatality rate
has risen from 54.99, to 56.19%.
Collision of two or more vehicles
caused 39.49 of the total traffie.
deaths. Of pedestrian deaths,
41.7°, were children under 15.
The 15-24 age group provided
26.7°; of all traffic vietims, and
in that age group 40.5% of the
road fatalities involved eollision
between two vehieles.

During the first week in Sep-
tember, the Canadian Good Roads
Association, held its annual con-
vention in Halifax. A morning
was given to “*Safety Education”,
“The Medieal and Legal Profes-
sions Examine the Consequences
of Traffic Aceidents”. The medi-
cal men taking part were, Dr.
H. H. Tucker, neurosurgeon,
Dr. A. Buhr, orthopedic surgeon,
Dr. James Ross, plastic surgeon,
Dr. Donald Nicholson, general
surceon and Dr. Arthur Shears,

medical director of the Nova
Scotia  Rehabilitation  Centre.
They showed pietures of the

horrific damage which 7/10ths of a
second can cause followed by a
life-time of impaired health and
livelihood. It was stated that
drinking and driving accounted
for 759, of traffic accidents. In
the month of July 1593 accident
cases were treated at the Vietoria
General Hospital, a five times
increase in 10 years.

THE NOVA SCOTIA MEDICAL BULLETIN

Let us help the National Safety
League of Canada to become as
suecessful in preventing accidents
as the Health League of Canada
has been in prevention by im-
munization, in the years since
1943 when Immunization week
was first held, of the incidence of
cases and fatalities from those old-
time killers, diphtheria, whoop-
ing cough, and polio.

1943 Diphtheria: Cases 2,804:
deaths 287: 1965 Cases 51:
deaths 6

Whooping Cough: Cases
19,082: deaths 416: 1965
Cases 2475: deaths 9
Polio: Cases 8,878: deaths
481: 1965 Cases 3: deaths 1
Immunization Week was held this
yvear from September 18 - 24,

1943

1943

Care Bretox

Dr. and Mrs. dJames H.
Brown and their children, form-
erly of Rockwood, have left for
Winnipeg where Dr. Brown will
be assistant professor of Psychia-
try at the medical school of the
University of Manitoba.

Dr. S. R. Sharma has opened
an office in the Causeway Shop-
ping Centre, Port Hawkesbury.

CUMBERLAND

Dr. W. O. Coates, Amherst,
has returned after a six week tour
through England, Holland, East
and West Germany, Poland, Rus-
sia, Finland, Sweden and Den-
mark.

Haxts

Dr. C. N. Morehouse, who
has recently moved to Halifax to
practise, was honoured by the
communities in the north Hants
area which he had served so faith-
fully since his graduation from
Dalhousie in 1943. Both he and
Mrs. Morehouse were presented
with several gifts, especially the
sum of £450.00 to buy a piece of
equipment for the new Children's
Hospital in his honour. Mrs.
Morehouse travelled miles to
clinics with him before there were
any public health nurses in that
area. She has also kept his ac-
counts and records and he pub-
licly expressed his appreciation
for her assistance.

Havirax

Dr. F. P. Malcolm, Chief
Medical Officer of the Halifax
County Hospital has recently re-
tired after having been associated
with the hospital for the past 16
vears. He has been on the perm-
anent staff for the last ten years.

Dr. John Barteaux, Dart-
mouth, has been named chairman
of the medical staff of the hos-
pital. The medical staff have
recommended to the board of di-
rectors that the appointment of
two full-time psychiatrists and
two more part-time medical men
in addition to the one already on
the staff, should be considered,
as well as consultants in various
clinical specialties.

Dr. Clarence L. Gosse has
been re-appointed chairman of
the Halifax professional division
of the 1966 United Appeal cam-
paign which was reorganized last
vear to cover doctors, lawyers,
and dentists. He graduated from
Dalhousie in 1939 and is Professor
of Urology at Dalhousie and Head
of the Department of Urology at
The Vietoria General Hospital
and Camp Hill. He is president
of the Dalhousie Medical Alumni
Association and past president of
Halifax and Nova Scotia Medical
Societies and of the Canadian
Urological Assoeiation.
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Dr. Arthur L. Murphy's
three-character comedy, *The
Sleeping Bag" has been amusing
audiences at the Neptune Theatre
since early in July. Dr. Murphy
is well known for his interest in
theatre over the years. An active
member of the old Theatre Arts
Guild, he served as founding
president of the Neptune Theatre
Foundation. He is one of five
Canadian authors at work on a
centennial play which will be pre-
sented throughout Canada next
vear.

The Umniversity of Virginia's
graduating class in June awarded
Dr. Gabriel Nigrin, instruetor
in Paediatries, with the Robley
Dunglison Award, (named for the
first medieal faculty member at
the University), as an outstanding
teacher. Dr. Nigrin went to Vir-
ginia in 1963 after having been
chief resident at the Children’s
Hospital, Halifax, in 1959-60 and
for two years research fellow in
paediatric metabolism there. He
has been especially noted for
teaching and patient care pro-
grams in cystie fibrosis and child-
hood metabolic diseases. A na-
tive of Turkey he received his
medical degree from the Univer-
sity of Istanbul. On July 1 he
joined the staff of the Brooklyn-
Cumberland Medical Centre in
New York.

Dr. S. H. Dhalla has accepted
an appointment as lecturer in
Anatomy at Dalhousie. Born in
Tanzania, he received his medical
training at Bombay University.
He has postgraduate  surgical
training and received his Fellow-
ship from the Royal College of
Surgeons in England in 1961,

Dr. C. W. Helleiner, professor
and head of the Department of
Biochemistry at Dalhousie has
been appointed to a new grants
ecommittee established by the
Medical Research Counecil. This
eommittee will be concerned with
molecular biology, dealing with
basic research in biochemistry
and related fields. Dr. Helleiner,
a native of Vienna obtained his

B.A. and Ph.D. from the Univer-
sity of Toronto, did postgraduate
work at Oxford and later worked
with the Ontario Cancer Institute
and the department of mediecal
biophysies at the University of
Toronto.

Five Dalhousie medical stu-
dents, one from the second year
and four from the third have re-
turned from the first CAMSI,
(Canadian Association of Medieal
Students and Internes) expedi-
tion in Haiti, to study tropical
medicine. From August 11th to
September 1st they joined 55

other medieal students, five from
each of the other eleven medieal
schools in Canada, in this pilot
project sponsored by the medieal
students themselves, the medical
colleges and Ciba Company Ltd.
Assoelate sponsors are

(Canada).

Infected
throats
respond without
high cost

the Canadian Premier Life [po
surance Co. and the Canadiay
Medical Association, and the king
assistance of the Haitian Epy.
bassy in Canada. 0

A Canadian Centennial Ry
change, sponsored by the Can.
adian Centennial Commission angd
an orientation were held in Vie-
toria College, Toronto, with sem-
inars held under the direction
of medical and paramedical per-
sonnel who have spent time in
Central American countries so
that the students arrived in Haiti
with some insight into the prob-
lems facing them. W. C. Acker
and R. T. Michael, 1. A. Cam-
eron and V. Andersons went
from third vear and Meng Hee
Tan from second year.

“V-Cillin K

(potassium phenoxymethyl penicillin, Lilly)
Available in this Variety of dosage forms: Tablets: 125 mg. and 250 mg. In

bottles of 12 and 50. Pediatric

lution: 125 mg. per 5 cc. teaspoonful. In

packages of 60 cc. and 150 cc. Pedipacs: 125 mg. In packages of 12 and 100,
The usual precautions regarding penicillin sensitivity should be observed
when prescribing V-Cillin K. Additional information available -

to physicians on request.

Eli Lilly and Company (Canada] Limited, Toronto, Ontario.
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John Albert Still, 21 year-old

son of Dr. and Mrs. Hereford
still, Halifax has been awarded
two graduate fellowships to furth-
er his studies at the University of
Toronto. The awards, a teaching
fellowship from the University

and 2 Provinee of Toronto Gradu-
ate Fellowship, will apply to-

wards an M.A. and Ph.D. degree.
He received his bachelor of Arts
degree this year from the Honors
School of English Language and
Literature, Oxford.

Dr. and Mrs. Robert M.
MacDonald, Halifax, have left
for India and Japan where they
will spend three and a half months.

The doctor
spent a comfortable night

—an undisturbed night.
Each 7o ful (5 ml) 5.5 mg.

Terpo-Dionin with its “3-way" relief (sedative—anodyne—
expectorant), gives coughing patients—and their doctor

spoonful every three hours, and one at bedtime.

Juaigcol; 10.2 myg. calcium glycerophosphate; white pine compound base. Dosage: One tea-

°TEIII'|I-IIIIINI

HCI; 13.8 mg. terpin hydrate: 5.0 mg.

LABORATORIES
AURORA ONTARID
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Dr. and Mrs. R. F. Hand
have returned after spending the
summer months in Europe.

SPORTS

Dr. Clem Young, Sydney,
Cape Breton made a hole-in-one
at the Lingan Golf course recently
with a 200 yard drive on number8.

Dr. Greg Tompkins, RNSYS
won the Brett Marine Trophy
with his Eastwind - “Seawind’ at
Bedford Basin’s annual regatta
on Labour Day. Dr. Gordon
Bethune won the A Class Ro-
chelle Tray with *“Encounter”
and Dr. N. B. Trask's *Sakoose™
won the Schooner trophy.

Dr. J. K. Sullivan, of Saint
John, won the Maritime High
Gun over all title at the Halifax
Gun Club on Labour Day. at the
Maritime Trap and Skeet cham-
pionships. This title goes to the
competitor who posts the highest
score in all the events of the meet.
In second place for the third vear
in a row was Dr. Harris Miller,
Halifax just two birds behind Dr.
Sullivan. Dr. Miller won the
trap shooting doubles with a score
of 42/50 while his son won the
Junior all gauge title,

CONFERENCES

Dr. d. E. Hiltz, provincial
president of St. John Ambulance
and Dr. d. E. Harris Miller,

commissioner for Nova Scotia
will attend the one-day senior
St. John Ambulance instructors

seminar in the Lord Nelson Hotel
on Sept 17.

Dr. William C. Nicholas,
lecturer in Medicine, Dalhousie
and Dr. Robert N. Anderson,
Associate professor of medicine
at Dalhousie will take part in the
largest scientific assembly for
family physicians to be held in
Eastern Canada, in the Confed-

eration Centre, Charlottetown,
P.E.I. over the Thanksgiving
weekend. Experts from Johns'

Hopkins and MeGill will be pre-
sent to take part in the discussions
on both pediatric and adult cardi-
ology, paediatrie, psychiatry and
endoerinology.
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Dr. C. A. Gordon and Dr.
Robert Mathieson will present
papers at the medical session of
the Conference on Silicosis, Pneu-
moconosis Oct. 14 in Sydney.
This program is sponsored by the
N. 8. Thoracie Society under the
general chairmanship of Dr. d. E.
Hiltz, administrator, tubercu-
losis control service, Nova Seotia.
Dr. d. S. McLintock, deputy
chief medical officer of the Na-
tional Coal Board, London, Eng-
land will be the key speaker at
the sessions,

BirTas

To Dr. and Mrs. James
Dunne, (née Lona Scott), a
daughter, Mary Jennifer, at the
Grace Maternity Hospital, Hali-
fax, on September 8, 1966.

To Dr. and Mrs. Albert Mc-
Murdo Sinclair, (née Audrey
Lougheed), twins, a son Albert
MeMurdo, and daughter, Alexis
Dianne, at the Grace Maternity
Hospital, Halifax on August 27,
1966.

To Dr. and Mrs. Nicholas
R. Sinclair, (née Florence Bridg-
er, RN), Amersham, Bucking-
hamshire, England, a son, Geof-
grey Maleolm St. Clare, on August
19, 1966.

To Dr. and Mrs. Jack Stein,
(née Natalie Lipton), a son, at
Mount Sion Hospital, Toronto,
on August 17, 1966.

OBITUARIES

Dr. W. Alan Curry, 78years,
former professor of surgery at
Dalhousie University Medical
School, and former chief of surgery
at the Vietoria General and Child-
rens’ Hospital, in Halifax, died on
September 9 in the Vietoria Gen-
eral Hospital. A native of Wind-
sor, Dr. Curry was a graduate of
Dalhousie in Arts and of MeGill
University in Medicine in 1909.
He began praetice in Halifax after
service in Franee with the Royal

ADVERTISER'S INDEX

British Drug Houses, The (Canada) Limited . . .
Bell, Alfred J. & Grant Limited

Connau
Frosst,
Geigy, (Canada) Limited . .

t\mmznmrchuhumwm LT L A K
harles E. & Company . g

Lilly, Eli and Company {C‘mada}hmnml
Hoffman-La Roche Limited. .. .. ..

Mead Johnson Laboratories.
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Army Medical Corps in the B
World War, and extensive i
graduate study in Mon
in England. He was Fellow
Royal College of Surgeons of
land and Canada and of the
erican College of Surgeons,
was made a senior me
1962 of the Canadian Me
Association, of which he had |
president of both the Halifax
Nova Seotia branch. We e
our sympathy to his wife
daughters.

Dr. Clarence N. Morrisc
61 years, died at the
General Hospital on August
Born in Dominion, Cape Br
he was the son of the late Dr,
Mrs. M. D. Morrison. He
ated in Medicine from Da
in 1933 and took postgrac
work in London, England
Dublin and returned to
Waterford to set up a gene
practice.  In 1950 he came
Halifax.  We extend our
pathy to his wife and sisters.
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Clinical Staff Conferences Effective October 1966

PATHOLOGY INSTITUTE HALIFAX INFIRMARY

Seminars in Pathology  Monday 4:00 p.m, Lecture Rm. 327  Weekly
and Baeteriology

Orthopedie Pathology Monday 5:00 pom. Leeture Rin. 327  Periodieally

Surgieal Pathology l‘umdnx 4:00 p.m. Leeture Rm. 327 Weekly

Gynecological I"al'llolug'\ Tuesday 5:00 p.m. Leecture Rm. 327 Monthly
(1st of mo.)

Neurosurgical Pathology Wednesday 9:00 am. Autopsy Room Monthly
(1st of mo.)

Neuropathology Wednesday  2:00 p.m.  Autopsy Room Weekly

Autopsy Cases (Gross)  Friday 2:30 pm.  Autopsy Room Weekly

Autopsy Cases (Miero.) Friday 4:00 p.m.  Leeture Rm. 327 Weekly

THE CHILDREN'S HOSPITAL

Cardiology Rounds Monday 10:530 a.m.
Neonatal Conference Monday 11:00 a.m.
(Giraece Hospital)
Cardiology Conferenee Monday 4:00 p.m.
Admission Rounds Tuesday 8:00 a.m.
Medieal Grand Rounds Weodnesday — 9:00 a.m.
Admiss Rounds Thursday 5:00 a.m.
Metabolie Conferenee Thursday 11:00 a.m.
Neurology Conference
(alternates weekly)
Case Presentation Thursday 4:00 p.n.
Orthopaedie Ward Rounds Friday 8:30 a.m.
(alternates with Orthopaedie Conference)
Surgical Conference Friday 11:00 a.m.
Radiology Conference
(bi-weekly ) Friday 3:00 p.n.

Ward Rounds Daily

GRACE MATERNITY HOSPITAL

Staff Meeting Monday 12:00 noon
Luncheon (Last)

9:00 a.m.

Obstetrieal Conference Tuesday 5:00 p.m.

("Third )
Ward Rounds Daily 9:00 a.m.
Journal Club Luncheon ‘l‘Ilurstlu_\' 12:15 p.m.
Prenatal Clinie Tuesday,

I‘hnmlm‘

Friday 2:00 p.m.
Well Baby Clinie Tuesday,

Thursday,

Friday 2:00 p.m.
Postnatal Clinie Tuesday,

Thursday,

Friday 2:00 p.m.

Family Planning Clinie - by appointment

Department of Anaesthesia
Monthly Conferenee 3rd Monday

D.partmont of General Practice
Monthly Conference 4th Thursday

Weekly Joint Conferences - attended by Department members as follows: -

with the Department of

Surgery Wednesday
with the Department of

Medicine Thursday
with the Department of

Paediatries Friday
with the Department of

Psyehintry Waednesday

with the Department of

Ohs.~Glyn. Friday

Department of Medicine
Girand Rounds Tuesday
Intern-Resident

Training Conference Thursday

4:00 p.m.
8:30 p.m.
5:00 a.m.

11-12:30
11- 1 p.m.

9-10 a,.m.

12- 1 p.m.

12- 1:15 p.m.
11-12:30 p.m.

Department of Obstetrics and Gynecology

Weekly Rounds Friday
Monthly Meoting drd Tuesday
Daily. Conference Mon.-Fri.

Department of Ophthalmoelogy
Weekly Conference Tuesday
Monthly Conferenee  3rd Tuesday

Department of Pathology
Clinieal Pathologieal
Conference Last Wednesday

Department of Pediatrics
Grand Rounds Friday
Pediatric Conference Friday

Department of Psychiatry

Case I’n-wmatn-u Wednesday
Monthly Conference 3rd \\willm(lm’
Daily Ward Rounds

Department of Radiolo;ﬁ

Weekly Conference Thursday
House Staff Conference Tuesday
Department of Surgery
Weekly Conference
Department of Urology
Weekly Conference Thursday
Monthly Meeting 2nd Thursday

Wednesday

12- 1 p.m.
5 6 p.m.
9 a.m.

6:30 p.m.
6:30 p.m.

12 noon

11-12 a.m.
12- 1 p.m.

9 a.m.
9-11 a.m.
8 a.m.

3:30 p.m.
1- 2 p.m.

8 a.m.

12 noon
12 noon

This listing is as complete as possible, and all excerpts listed are open to any interested Physieian,
Information regarding other areas of the Provinee is welcomed and will be published when available.

O.R. Suite

3C Clinie Room

4C Clinie Room

4C Clinie Room

4C Clinie Room
3C Clinie Room
3C Clinie Room

Outpatient Dept.
Outpatient Dept.

Auditorium

Pediatrie Dept.
Pediatric Dept.

2A Clinie Room
2A Clinie Room
Psyehiatrie Dept.

Radiology Dept.
Radiology Dept.

3C Clinie Room

Urology Dept.
Urology Dept.
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VICTORIA GENERAL HOSPITAL

Department of Medicine
Cardiac Working Conference

Monday
Grand Medical Rounds Tuesday
Cardiae Tuesday
(1st & 3rd)
Pulmonary Tuesday
(2nd & 4th)
Haematology Tuesday
Gastroenterology |
and b Wednesday
Haematology J
Neurosurgery-Neurology
Wednesday
IRRheumatology Wednesday
Metabolism ]'
Endoerinology Thursday
Renology J
Neurology Friday

(1st & 3rd)
Cardiopulmonary Pathology

Friday
4th
Cardiology Friday
Department of Surgery
Weekly Clinical Conf.  Saturday
Surgical Pathology
Conference Monday
Surgieal Cardiovaseular
Conference Saturday
Ward Rounds
Surgery A Friday
Surgery B Saturday
Surgery C Wednesday
Surgery D Saturday
Orthopaedies Tuesday
Out Patients Clinies
Surgery A. Friday
Surgery B Thursday
Surgery O Wednesday
Surgery D Tuesday

Department of Gynaecology

Ward Rounds Daily
Grand Rounds Saturday
Pathology Conference  Tuesday
(First)
Tumour Clinie Tuesday &
Friday

Gyb. Outpatient CliniceMonday
Gyn. Endocrine Clinic Wednesday

1:00- 2:00 p.m.

8:30-10:00 a,m,

1:00- 2:00 p.m.
1:00- 2:00 p.m.
2:00- 4:30 p.m.
1:00- 2:00 p.m.
9:00-10:00 a.m.
9:00-11:00 a.m.
1:00- 2:00 p.m.
1:00- 2:00 p.m.

1:00- 2:00 p.m.
2:00- 4:00 p.m.

11:00 a.m.
4:00 p.m.
8:00 a.m.

8:00 a,m,
9:00 a.m.
8:30 a.m.
9:00 a.m.
11:00 a.m.

9:30 a.m.
9:30 a.m.
9:30 a.m.
9:30 a.m.

9:00 a.m.
8:30 a.m.
5:00 p.m.

11:30 a.m.
2:00 p.m.
2:00 p.m,

X-ray Conference Room
Ath Floor Class room
OPD Conference Room
OPD Conference Room
drd Floor OPD

OPD Conference Room

Pavilion Conf, Room
3rd Floor OPD

OPD Conference Room

OPD Conference Room

OPD Conference Room

Ard Floor OPD

5th Floor Clinie Room

Path. Bldg.

4th Floor Clinic Room

i South
6 North
i South
fi North
4 West

Outpatient Dept.
Outpatient Dept.
Outpatient Dept.
Outpatient Dept.

5 West
5th Floor Clinie Room
Path, Institute

Outpatient Dept.
Outpatient Dept.
Outpatient Dept.

Department of Radiology
Therapeutiec Radiology

Ward Rounds Thursday
Diagnostiec Radiology
Conference Daily
Proven Case Conference

Thursday
Clinieal Conference Thursday

(3rd)

Departmental Conferenee

Friday

(Last)

Department of Psychiatry
Ward Rounds Monday &

Friday
Seminar Friday
Child Guidanee Clinie  Thursday
Case Presentations Monday,
Saturday
Department of Urology
Conference Monday
Wednesday &
Friday
Seminar Tuesday

Department of Anaesthesia
Conference Friday
(First)

Nova Scotia Tumour Clinic

Conference Friday
(Third)
Clinies
Rectal Monday
Breast Monday
Gynaeeology Tuesday
Skin, Soft Tissue Tuesday
Colon Tuesday
Leukemia &
Lymphoma Tuesday
Paediatric Tuesday
(Fourth)
()phthalmnlm._\' Tuesday
Head & Nec Wednesday
Otolaryngole ng_\' Wednesday
Neurosurgery Wednesday
Urology Thursday
Breast Thursday
Pulmonary Friday
Gastrie &
Esophageal Friday
Orthopaedie Friday
(2nd & 4th)
Gynaeeology Friday

8:30 a.m.
3:00 p.n.
1:00 p.m.
5:30 p.m.,

1:00 p.m.
10:30 a.m.

4:00 p.m.
9:00 a.m.

Tuesday, Friday &

9:00 a,.m.

4:30 p.m.
4:30 p.m.

3:30 p.m.

12:30 p.m.

11:00 a.m.
2:00 p.m.
11:00 a.m.
11:30 a.m.
11:30 a.m.

2:00 p.m.
2:00 p.m,

2:30 p.m.
1:00 a.m.
1:00 a.m.
1:00 a.m.
(:00 a,m,
1:00 a.m.
12:00 noon

12:00 noon
10:00 a.m.

11:00 a.m.

6 South
Radiology Dept.

Radiology Dept.
X-ray Conf. Room

X-ray Conf. Room

Pavilion
West Annex Conf. Rm.
Auditorium

Pavilion Conf. Room

6 West
X-ray Conf. Room

Tumour Clinie

Tumour Clinice
Tumour Clinie
Outpatient Dept.
Tumour Clinie
Tumour Clinie

Oul;muvnt Dept.
Tumour Clinia

Outpatient Dept.
Tumour Clinie
Outpatient Dept.
Outpatient Dept.
Outpatient Dept.
Tumour Clinie
Tumour Clinie

Tumour Clinie
Tumour Clinie

Outpatient Dept.
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