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the audience without any conerete suggestion for the correction of such condi-
tions. Possibly they are more discreet than 1. However, I feel it is my dut.y,
to make these suggestions, whether or not they are accepted in full or in part,
or even entirely rejected. When I make them, insofar as milk and water
are concerned, I feel I am reciting the opinion of the Board and the Chief
Dairy Inspector for the provinee as well as many citizens of Nova Scotia. g

It is obligatory that all milk sold in the town of Wolfville should be
pasteurmed Why should not all milk in the province be so treated? The
province of Ontario, almost esery city in Canada, and many States of the
Union have compulsory pasteurization. I would therefore recommend tha
all milk sold in the provinee be pasteurized and further, that all local and munie-
ipal health regulations dealing with the supply of milk be serapped and that
the Board enforce a provincial uniform system of regulations dealing with the
production, processing, pasteurizing, and sale of milk and milk products;

That until such time as these latter regulations can be brought into effect,
the city or towns follow the practice set up and agreed to by the health auth—u
orities of the city of Halifax, as previously outlined;

That all eity, town and municipal health authorities in the meantime
report conditions to the Board which in their opinion are detrimental to the
production, processing and sale of milk, in order that the Board may after
further investigation take such steps as in its opinion are advisable for
correction of the conditions militating against the supplying of pure mi

And finally, that all public utilities supplying water be compelled to inst
chlorination plants.

I cannot elose my remarks without acknowledging the assistance the Boa
has received from the services, and particularly the work and co-operation
Captain Baldry of the R.C.A.M.C. and Squadron Leader Lyon of the
Force. They have been most helpful and co-operative in our efforts to see
a pure supply of milk.



Problems of a Medical Health Officer’

Dr. SAMUEL MARrcuUs
Bridgewater, N. S.
Mr. Chairman, fellow members of the Medical Health Officers’ Association:

When I was first approached by Dr. MacRitchie to give a paper before
this gathering, I couldn’t for the life of me see when I would find time to prepare
it, but when he refused to accept “No'' for an answer, I succumbed, but asked
him to name the subject. He replied, *How about ‘The problems of the Local
Medical Health Officer’?” 1 acquiesced without giving the matter much
thought at the time, but on thinking it over shortly afterward, I decided I
didn't have any problems. I felt that I was in the position of the perfectly
normal, contented person who was unwillingly dragged into a revival meeting
conduected by some evangelist, and, before the meeting was over, was convinced
that he was all kinds of a mortal sinner. However, the analogy is not quite
accurate. There are some problems—some major and some minor, some serious
and some humourous—which a local medical health officer under our present
system of the appointment of loeal health officers does come up against, and I
would therefore crave your indulgence for a few minutes while I recount
some of these.

To be perfeetly frank with this gathering I was first appointed medieal
health officer for the Municipality of Lunenburg because I had a few friends
in the Munieipal Counecil. My qualifications for a publie health administrator
were absolutely nil. I was told that my appointment was by a narrow margin
of one single vote. However, as the years have gone by, the margin has grown
a bit larger, even though my qualifications as a public health administrator
have not. I am reminded that Thomas Carlyle once said that some people
are appointed to publie office not because they have ability, but because they
have ability to be appointed.

For purposes of convenience I should like to list the medieal health officers’
problems under three headings, although not necessarily in the order of their
importance:

1. His problems in dealing with the public.

2. His problems in dealing with his fellow practitioners.

3. His problems in dealing with the local municipal governing body.

Let us now deal with the first one, that is, his problems in dealing with
the publie. I realize that a good deal of what I am going to say here is quite
familiar to all of you present. My experiences, where they do differ from those
of other health officers, probably differ only in degree due to local conditions.
I should like therefore, at the beginning, to stray from the subject and give
vou a bit of geography and economies about the municipality over which I
have jurisdiction, in order to help you understand a bit the background of
some of my experiences.

The County of Lunenburg has a population of approximately 35,000.
The incorporated towns of Lunenburg, Bridgewater, and Mahone Bay, with
their individual health officers, constitute a total population of approximately
8,500. The Municipality of Chester, while in the County of Lunenburg, is a
separate munieipality with an approximate population of 6,000. This leaves

*Paper delivered at the annual meeting of the Nova Scotia Provincial Association of
Medical Health Officers, White Point Beach, N. 8., July 4, 1944,
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a population of approximately 20,000 over which I have jurisdietion as medical
health officer. The population is largely rural and semi-rural, with these three
industries predominating: Fishing on the coast, farming and lumbering in the
mid portion of the ecounty, and lumbering in the northern section of the county
where it borders on the Counties of Kings, Annapolis, and Queens. '
In my nineteen years of residence in Lunenburg County, I have developed
a healthy respect for its people. I have learned to admire their industry, their
thriftiness, and their good, hard, common sense. I doubt whether any part of
Nova Scotia is socially and economically on a more solid foundation than is
the County of Lunenburg. We have no great over-powering industry controll-
ing the economie life of the people. We have a lot of little industries, and
most economists are agreed that a number of small industries, controlled
entirely by loeal capital, makes for economic stability. Such people,
accustomed to stand on their own feet, unaccustomed to receiving doles and
handouts from governments, are naturally independent by nature, and proud
of their independence. This trait of their's manifests itself even in such matters
as publie health regulations, and the enforcement of publiec health laws must,
therefore, be tempered with a little tact and common sense. i

Sooner or later every health officer must resort to some mild form of
coercion in enforeing public health regulations. Now people in general objeet
to any form of coercion. This is especially true in a democracy where the people
are free to eject by ballot the perpetrators of the coercion. Quarantine is,
for instance, a form of coercion, and, while most people readily agree that
quarantine is necessary for the other person, a good many consider it unjust
when applied to themselves. In the enforcement of quarantine, therefore,
I believe where some resistance is encountered a considerable amount of taet
and patience should be used; and, of course, if these fail there is nothing left
but firm enforcement of the public health regulations.

With the advent of the public health nurse, and the wide publicity given
publie health matters in the press and over the radio, the problems of the loca .
medical health officer have been made much easier. Another great aid to
health officers’ problems is the occurrence of an occasional epidemic. It is

il ok ke b el i

some suffering on a number of people, do, in the end, make for an increased
awareness of the public to measures instituted for the safeguarding of their
health.

One of the most annoying aspects of every health officer’s work is the
receiving of innumerable anonymous letters from people, complaining about
nuisances, unsanitary health conditions, alleged infectious disease, the presenee
of dead cows or horses in pastures, etc. I need hardly add, however, that
all anonymous letters are consigned to the waste basket. Nevertheless, this
is the sort of thing that sometimes happens: A person comes in with a complaint.
that a neighbour is suspeected of harbouring an infectious disease, but does not.
wish to be identified as the informer. What to do in a case like this? If there
is some infectious disease prevalent in a community, one's duty is to control
it. One can perhaps sympathize with the informer in his desire for anonymit] A
In such eases, if a public health nurse is available, it might be well to have
investigate the situation in the loecality. She can usually be relied upon t0
handle it in a satisfactory manner. Y

I must recount an experience in my locality. During an epidemie of
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diphtheria, about two years ago, one rural settlement continued to contribute
a fair number of cases over a considerable period of time. It was decided, after
consultation with the divisional health officer and the public health nurse,
to conduct a survey in this locality. A goodly number of earriers were discov-
ered, and the homes from which these carriers came were, of course,
quarantined. But it happened to be harvest time, and the problem arose as
to whether the non-carriers of the households quarantined should be permitted
to take perishable fruits and vegetables to market. It required considerable
patience and tact on the part of the public health nurse, who did practically
all the work in the survey, and myself, to handle the situation. I remember
being violently attacked by the head of one of the households quarantined
while I was strolling about the grounds of the local Agricultural Exhibition.
Some of them to this day have not forgiven me for inflicting quarantine on
them, even though the survey resulted in complete eradication of diphtheria
from the locality within a very short time.

One could pointedly relate here an anecdote in the career of the late
and notoriously great Huey Long of Louisiana. The president of the Univer-
sity of Louisiana had recently died, and the problem arose of appointing a
successor. Mr. Long's advisors insisted that a man with the requisite scholastic
attainments and administrative ability was not available in Louisiana, to which
Huey replied: “I don’t care whether he has any scholastic attainments, and
I don’t care whether he has any administrative ability-——what I want to know
is ‘Has he got a hide like a rhinoceros’?”

I could recount numerous other oceurrences in the health officer’s dealings
with the publie, but these would occupy a prohibitive amount of space and
would add but little to whatever informative value this paper may have.

I shall now pass to the health officer’s problems in dealing with the rest
of the profession. To the eredit of the profession in general, and to the members
of the profession in my locality in particular, I must say that no serious prob-
lems are encountered. The one I should like to dilate on is that of the adequate
reporting of ecommunicable disease. I cannot believe that the weekly and
annual reports issued by the Department of Health are a true picture of the
morbidity statistics relating to infectious disease. When one sees such diseases
as influenza and measles and diarrhoea reported in round figures of 25, or 50,
or 75, or 100, from some of the larger centres, one cannot help but suspect
that they are merely estimates or guesses. Then again, some districts seldom
submit weekly reports. I have often thought about this problem of the ade-
quate reporting of communicable disease. I realize that there is a very under-
standable human element involved. Nearly every local medical health officer,
as you know, is also a fellow practitioner of the other members of the profes-
sion, and therefore, a competitor. I think he therefore understands the natural
desire for privacy, especially in venereal diseases, but where the desire for
privacy interferes seriously with the public interest, then I feel that privacy
must yield to publiec interest. I think that if the number of public health
nurses in each loeality were sharply inereased—and I believe there is a definite
need for that—the public health nurses could very easily assume that function.
I'dia start that system a few years ago in our municipality. The publie health
nurse contacted every doctor, every week, and asked for a report of the number
and nature of infectious diseases present. These she reported to me at the end
of every week. This system worked very well, but as her work began
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to inerease, she was forced to give this up because she simply could not find
the time. I feel that the Provincial Department of Health will have to work
out some system in the future that will result in the adequate reporting of
communicable disease, otherwise our statisties, as compiled at present, do
not constitute a true picture. .
We shall now deal with the third problem of the local medical health
officer- —his dealing with the local municipal governing body. I am not sure
whether the system of the administration of public health as practised in our
municipality is the same as that practised in other municipalities. I believe
there are some variations in different localities. My remarks under this
heading will, therefore, apply to conditions as they exist in the municipality
under my jurisdiction. -
In spite of whatever criticismm one may sometimes voice privately aualns
any municipal council, it is well to remember that most members of such a
body are responsible citizens, and will, as a rule, readily agree to any measures
aimed at the betterment of the public health. There is always the odd trouble-
maker, but he is usually recognized as such by his colleagues, and is seldom
given an opportunity to do any mischief. 7
I think that the most serious weakness in our local set-up is the way in
which loeal health officials, such as sanitary inspectors, are appointed. Bearin
in mind that I am health officer of a rural municipality, one of the first thi
I found when I became health officer was that the sanitary inspector covered
too great an area, and was usually inaccessible because of lack of telephon
communication. This made the work of the health officer in the control
communicable disease more difficult. As soon as a communicable dise
is reported, it is, of course, desirable to institute quarantine as rapidly a
possible, but when 24, or 48 or 72 hours elapse, then the public is apt to b
eritical of the publie health administration, and rightly so. When I was
appointed health officer, the chief inducement to a man aceepting the appo
ment of sanitary inspector was a fee he received for fumigation. This, I belie
amounted to $4.00 plus travelling expenses. When, however, I pointed ou
to the Municipal Council, in on2 of my annual reports, that fumigation was
of no great value and should b2 discontinued, and when I put my recommen
tions in practice, then the sanitary inspectors lost interest in their jobs, sine
the instituting of quarantme and the removal of quarantine merely gave
small fees for mileage travelled. With the advent of the war, and a sh
rise in most people’s earnng power, this lack of interest on the part of
appointees took another sharp drop. In fact, a number of them refused
act. With an over-worked public health nurse, and a not entirely idle medi
health officer, the adequate control of communicable disease requires sani
inspectors who will act. As far as I can see, the answer to this problem is
appointment of full or part-time sanitary inspectors with adequate remune
tion. I am afraid I cannot see this being done in the present stage of devel
ment of public health work.

The most important aspect of publie health work in every municpal
continues to be the control of tuberculosis, and you will all agree that in
work most heartening progress has been made. The greatest drawback to
further progress is the fact that many people cannot afford prolonged tre
ment because of the necessarily prolonged absence from gainful occupati
The obvious solution to the problem is, of course, free treatment. While this
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cannot be provided for everyone, our Municipal Council has, for the past
several years, been very generous in the provision of free sanatorium treat-
ment for a goodly number of people. Approximately 20 free beds are main-
tained at the Nova Scotia Sanatorium by our municipality. This, however,
creates somewhat of a problem for the municipal health officer. Every
applicant for free treatment must be O.K.'d by the local municipal councillor,
and there is some jealousy encountered in the attempts of the various coun-
cillors to obtain preferential bookings for patients in their respective distriets.

I must relate a more or less amusing incident which comes under this
heading of a medical health officer’s relations with the Municipal Couneil.
When diphtheria broke out in our municipality early in the winter of
'40-41, a widespread campaign for the toxoiding of children of the school and
pre-school ages was instituted as rapidly as possible. In this I enlisted the
aid of my fellow practitioners, and, at first, when the schools bordered near
the town in which I praectise, no fees were charged as a gesture of good will
and an indication of our genuine interest in the public welfare. However, as
the roads became more difficult to travel, and the distances from the towns
greater, small fees were charged, usually 10, 15 and never more than 25 cents
for inoculation. It happens that one municipal distriet is represented by
two councillors, one councillor representing a distriet bordering on our town,
and the other councillor representing that portion of the district farther from
the town. 1 had set a date for the toxoiding of a large school in a distriet
represented by the councillor living farther from the town, and had sent word
that the fee charged would be 10 cents. On completion of the first toxoiding
clinie I found that there was a general strike as regards remuneration, and when
I inquired as to the reason, I was told that they were instructed by their local
councillor that they were not to pay any fee since no fee was charged in a
school near the town, and represented by the other councillor. He felt that
there was discrimination against him. While I fear that I lost my temper
at the time, the situation was satisfactorily cleared up when I asked the
councillor in question to come to see me, when the matter was explained
to him.

During my nine years as municipal health officer I have come to feel
that one of the most important duties of the medical health officer, if not
the most important, is the submitting to the municipal council of a compre-
hensive annual report of the previous year’s activities in public health. I am
firmly of the opinion that such a report should be educational as well as purely
statistical. Any new developments in public health, and any advances in
mediecal science which have a bearing on publiec health—and there are few that
have not-—should be brought to the attention of this lay-governing body.
It will help to raise the relations of the medical health officer and the Couneil
to a level of mutual respect and trust. It is high time that the mystery sur-
rounding things medical, with their sometimes mcomprelmns;lble hieroglyphies,
should be dispelled from the lay mind.

I could mention the relations of the medical health officer with the
Provincial Department of Public Health, the divisional health officer and
the publig health nurse, but these relations do not constitute problems. On
the contrary, the Department of Public Health and its full-time men and
women in the field are ever ready and willing to aid the medical health officer
in whatever problems he may encounter. I merely wish to pay a justly deserved
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tribute to a forward-looking policy pursued by the Department within recent
years.

I have recounted a few of the problems of the local medical health officer,
but none of them, I believe, is of any consequence. Most of those I have
recounted can be easily solved. The greatest problem still remains—the
difficulty for a busy practitioner to devote sufficient time to publie health
matters on the present small salary. One is often seized with a sense of frustra-
tion, when one considers that there is so much to be done and so little opportun-
ity to do it. Naturally, a good many things remain undone. I believe, for
one thing, that a municipal health officer should visit every school once a
year, but when, in a large and populous municipality such as ours, there are
over 130 schools, such a task is impossible. It is well to delegate a great deal
of the public health work to the medical man or men usually appointed to
each local board of health—-there are thirteen such in our municipality. This
lightens the burden of the medical health officer and lessens the possibility -
of his meddling in his fellow practitioners’ affairs. I mentioned in another
part of this paper that in the toxoiding of our entire school and pre-school
population such a system was followed. Every medical practitioner should
really be given the opportunity to advise his patients in public health matters.
The medical health officer thus becomes merely the co-ordinator of all publie
health activities, and that is perhaps what his chief function should be under
the present set-up.

There are arguments for and against the permanent full-time health officer
in each municipality. At the present time insufficient funds and personnel
are avai'able for a full-fime health unit in each municipality. Without pro-
vineial or federal aid, sentiment in a municipal council would be against such
a move. The presence of a medical health officer who is also a praectitioner
makes for versatility and for flexibility. Certainly a practitioner is well
acquainted with the work and problems of his fellow practitioners. 1 realize
the tendency is toward speecialization, and I visualize in the not too distant
future the possibility of this meeting comprising none but full -time health
officers. In the meantime I believe the part-time medical health officer has
served, and is serving, a very useful and honoured role in the safeguarding
of the public health.




Function of the Medical Health Officer in

Venereal Disease Control

M. R. MacponaLp, M.D.
Sydney, N. S.

ENEREAL disease is the most important public health problem in

Canada to-day. Venereal disease is the most important public health
problem in Nova Scotia. The approach to this problem in the past has been
handieapped a great deal by the impractical way, in which it has seemed neces-
sary to attack it. We have exaggerated the unwholesomeness and the serious-
ness of these so-called social diseases—we have not told people the facts—
we have attempted to treat it as a problem purely medical and have always
emphasized the ‘“‘horror angle.”” If it is to be attacked with success—it must
be attacked on the basis of a problem not only of the individual but of the
community. We must understand that we cannot frighten people into control
of venereal disease. It must be attacked with a program of wholesome,
dignified, health education and on a many sectored front.

In order to be successful, there must be thorough understanding of the
problem and its many ramifications and it behooves every health officer to
acquire this understanding and to take the lead in his own community in
this battle.

With war there is the problem of concentration in camps and other
military installations of young men, some emotionally confused by their
uncertain future, at times unusual contacts and associates; their detachment
from families and fixed and settled feminine social contacts. The problem
of venereal disease has always arisen under such conditions and a bad and
poorly controlled peace time problem has been increased and further
complicated.

Under these conditions the problem of venereal disease at present must
be faced-—it cannot be faced except under the conditions that are unnatural
and that are existing in the country to-day. We have to face it with the
changed relationships—family, social and economic. We have to face it as a
social problem, as a legal problem, as a moral problem, as a medical and our
greatest public health problem.

In any venereal disease control program-—-the whole program revolves
around the health officer. He enters the picture as a physician, as a leading
citizen of his community, as a health educator and lastly as the protector and
guardian of the public health. If the health officer neglects or refuses to interest
himself in venereal disease control, he should not oceupy the position, because
he is not assisting in the solution to the problem, and is actually hindering
progress. )

In every province there are a number of health officers who will give
a variety of reasons for not interesting themselves in this control. One is too
busy, it tends to lower his prestige with his private patients, he does not wish
to interfere with the patients of his colleagues, and some have even said that
it is not the business of the health officer to interfere in the private life of an

#*Address delivered at the annual meeting of the Nova Scotia Provincial Association of
Medical Health Officers, White Point Beach, N. S., July 4, 1944.
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individual—it is the perrogative of the individual to acquire venereal disease,
if he wishes to take the chance. All these arguments are very easily refuted
—the last is ridiculous. The fact remains that while a physician occupies
the position of health officer, it is his sworn duty to proteet the public health.

The venereal diseases—syphilis and gonnorrhoea are infectious and
communicable and as such every community has the right to protect itself
from them. As the community’s representative, it is the duty of the health
officer to take the lead in this matter.

How may the health officer help in the control of the venereal diseases?

(1) Syphilis and gonorrhoea are communicable and notifiable diseases
under the Public Health Act in Nova Secotia. As such every case should be
reported to the health officer and he in turn should report them to the Pro-
vineial Health Department. One of the biggest handicaps in control is the
fact that we have no accurate statisties and only by means of figures in regard
to the prevalence of these diseases can a concentrated and efficient attack
be made upon this serious problem. It follows likewise that such cases cannot
be properly treated or isolated unless it is known to the health authorities,
where they exist.

Shortly, there is to be issued for all Canada a standard, uniform, eon-
fidential, franked card for the reporting of venereal disease- not only of cases
but also sources and contacts. These will be distributed to every physician
in the province. The Health Officer should see that these cards are made use
of by the physicians in his community. As a physician he should set the
example by reporting his own cases and their contacts. ‘

(2) Follow up of cases and contacts is the next important duty, and this
brings in the duties and the authority of the health officer under the Public
Health Act. -

Section 66 of the Public Health Aet says—*‘any Medical Health officer
or any person thereunto authorized in writing by the Minister—ete.” 4

This means simply that any Medical Health Officer may pick up and
detain any person whom he suspects has a venereal disease and is not receiving
treatment, or who should be receiving treatment, and may examine or have
him examined by another doctor, and if found infected may detain the person
in jail or elsewhere, until treatment has rendered him non-infectious. It is
not necessary to go to court in such a procedure. Under the regulations,
he may serve a suspect with a notice requesting such suspect to appear before
a doctor for examination and treatment if found infected—this without
detention.

Under Section 73—*"‘every person knowing or having reason to believe
that he ik or may be infected—ete.” 3

This means that the health officer may lay information before a magis-
trate that a person who is infected or under treatment for a venereal disease
is conducting himself in such a manner which may lead or is likely to lead
to the infection of another person.

I might say here that within the last week we have detained two people
in jail under Section 66 and have secured a conviction under Section 73. Both
of these sections have been used and are being used by the Divisional Medieal
Health Officers and a number of the local health officers, in many instances‘..ﬂ_:

If these sections are used with diseretion and judgment, they will go a




THE NOVA SCOTIA MEDICAL BULLETIN 287

long way towards cleaning up a lot of the promiscuity and prostitution that
are rampant throughout Nova Scotia.

(3) The health officer ecan help to raise the medical standards of diagnosis
and treatment of venereal disease in his community. Both by example and
by diseussion in local medical societies, he may stimulate his colleagues to a
greater interest in these diseases. Recently, the Department of Health has
issued a syllabus on the treatment of syphilis and gonorrhoea, to all the doctors.
This is not ideal, there are probably no ideal standards with our present limited
knowledge of syphilis and gonorrhoea—but they are practical applications
of the knowledge available and of known methods of diagnosis and treatment.
I believe that a standard or near standard form of diagnosis and treatment is
desirable, both from the viewpoint of the patients and the doetors. I think
this syllabus serves a useful purpose and I heartily commend it to you and
hope that you in turn will commend it to your fellow doctors.

(4) Next is the problem of delinquent patients. There are those who come
to the doctor, once for diagnosis and do not appear for treatment, there are
those who take one or several treatments and then become delinquent. Then,
there are many who will come when they think of it but who make no attempt
to get treated regularly. In the past there has been no attempt made by the
doctors or even the health officer to have these people return. The doctor
did not feel that he should have to go out and “‘canvas’ his patients and he
did not report them to the health officer. This is an important phase of venereal
disease control and this angle will have to be remedied.

When the doetor makes a diagnosis of syphilis or gonorrhoea, he should
instruet the patient in regard to treatment and also in regard to his conduect
while under treatment. Copies of the leaflets Instructions for those having
syphilis, and Instructions for those having gonorrhoeca issued by the Department
of Health should be given to the patients. A copy of section 73 of the Publie
Health Aet is also available for doetors. If they do not follow up treatment
regularly, they should be reported to the health department and an effort
made to have them return for treatment.

(5) Then, there is the important work of case finding. Our main methods
of ease finding to-day are those sources and contacts reported through the
services and merchant marine—there are a limited number reported by the
doctors, police and other sources.

The procedure in regard to the reports from the services is roughly, as
follows:—

These reports are sent to the Provincial Department-—and in turn the
local health officers or the divisional health officers are notified. The loeal
health officer should interest himself in the tracking down of these alleged
sources of infection and have them brought under examination and treatment
if found infected.

The local health officer may refer the case to the family physician, he may
desire to refer it to the public health nurse, or he may contact the suspect
himself. Onece examined and if found to be infected the patient should be
placed under treatment. This may seem like a lot of bother but when one
considers the number of cases prevented by the treatment of one promiscuous
~ girl or an infected prostitute, then it would seem worthwhile.

The results of the efforts in location, examination, and whether or not the
person is under treatment should be reported to the Health Department at
once, who will then convey the information back to the original informant.
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In regard to the examination of these alleged sources: it is desirable to
have on all those reported, regardless of whether the report says gonorrhoea
or syphilis—at least one blood test for syphilis, and in the case of gonorrhoea,
treatment may or may not be started on the first visit, (depending on clinical
evidence). The eriterion for discharging the patients as cured should be at
least three consecutive negative smears taken at weekly intervals and the
absence of clinical evidence. A further negative smear should be obtained
following menstruation-—-not less than one month after cessation of treatment. .

Only in this way can we hope to clean up the reservoir of venereal infection
that exists in the civilian population. The co-operation of some health officers
in this regard has been very good,-—with others it has been poor or non-existent.

(6) Finally, there is the question of health education for such cases. The
health officer is in a very desirable position to carry on such education in his
community. He should encourage and ask the doctors to cooperate in this
matter. As health officers, as physicians, as citizens, we must attempt to
inform the lay population of the facts about the prevalence, methods of diag-
nosis and treatment and to show and prove to them that these diseases are
dangerous to personal and publiec health and to national welfare. (i

As citizens and as health officers we must bring to the attention of the
responsible authorities the fact that in nearly every community there
certain factors operating that facilitate the spread of venereal disease and t
a complaisant population refuses or neglects to take cognizance of the situation,
Among these factors may be mentioned, the number of complaisant hotel
proprietors who are in reality running disorderly houses; also there are ma
taxidrivers who are helping to aggravate the situation by procuring or pimpi
for women of immoral character. There are many other factors in additi
to these that should be wiped out.

As health officers, we cannot help but be interested in these facton
and it is up to us to stimulate an insistent public demand for their repression
a demand that will be effectively communicated to the responsible law enfor
ment authorities. g

Briefly, may I summarize the various duties and functions incumbent
upon the health officer in such a program:—

(1)-—Reporting of cases of venereal disease- -because they are communie~

able and notifiable. '

(2)-—Follow up of cases and contacts-—enforcement of sections 66 a
73 of the Public Health Act.

(3)-—Raising of medical standards of diagnosis and treatment for syphi
and gonorrhoea.

(4)-—Follow up of delinquent patients.

(5)-—Case finding and the prompt and efficient investigation of all
sources reported through the armed services and a prompt re
to the Provinecial Health Department of the results of investigatio

(6)—Health education concerning syphilis and gonorrhoea.

In closing, I might say that the coopera.tlon of the health officers is abs

lutely necessary if this control program is to be successful. The 1n01dence:
venereal disease in any community will inerease or decrease in proportion
the interest and activity that the health officer and the medical practitione

show in such a program. 4



Editor's Column

THE FIVE DAYS

Like the autumn rains, the Dalhousie Refresher Course again has come
and gone. The Halifax water supply being as it is, we could dwell at some
length on the likenesses of these two simultaneous oceurrences. Let it simply
be said that the Dalhousie freshening raised the level of our mental lakes
without the pollution of any extraneous matter. The course was stricetly
business, five days of it. With eight o’clock breakfast seminars and a couple
more evening sessions it would have rivalled its bigger American counterparts.
In the fact that the medical man gets genuine pleasure out of this sort of
thing may lie his greatest attribute.

The guest teachers were, of course, of high calibre. Dr. Thorne, of Har-
vard, young, modest, weaving biochemistry and physiology inseparably into
medicine in his brilliant chnical studies, was a delight to his confreres and an
inspiration to his student listeners. Returning to his native soil from Chicago,
Dr. Huggins gave fresh evidence of the qualities inherent in the staples of
Nova Scotian diet. His original work on cancer of the prostrate has made him
a world authority. Dr. Tyson, of Temple, gave presentations noteworthy for
their sound clinical sense.

Opening of the military and naval hospitals to the Course, with their
excellent ehnieians and their fresh teaching material, did much to enrich the
five days. The Dalhousie staff, of Saint John and Kentville as well as Halifax,
played their usual, dependable role, hardest laborer of the vineyard being Dr.
Judson Graham, chairman of the Committee, who bore the heat of the day
and the chill of many late nights of preparation, for somewhat less than the
gospel’s penny.

On the evening of the second day Dr. Mainland and Dr. Saunders officially
opened their anatomical museum. Many discovered with surprise that here,
in the classroom, was the anatomy they had taken years of clinical practice
and study to discover. Two centuries ago John Hunter taught that function
does not result from form; but that form develops from funetion, that anatomy
is as vital as life itself. Spellbound by the statie spirit of the cadaver, many
anatomists have yet to appreciate the living organism. In making anatomy
live, «in infusing it with the medicine and surgery of which, to every good
physician it must be an integral part, Dr. Mainland and Dr. Saunders are
breaking down the eramping, mental compartments of the medical student’s
timetable. They are not only teaching better anatomy. They are bearing
a torch for all the preclinical sciences.

Five days out of three hundred and sixty-five. That is not very many.
But Dalhousie is growing. She is growing in the power of her medical alumni.
She is growing in teaching personnel and equipment. The new Viectoria
General Hospital will be unexcelled in its teaching facilities. The new naval
hospital, and the proposed new Camp Hill hospital, additions to the Children’s
and City Tuberculosis hospitals should make available great clinical resources.
With the end of the war will come many young men, eager for the medical
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problems of eivilian life they have forgotten, for the problems they have not
had the opportunity to learn. :

It will be the responsibility of Dalhousie to help these young men. It will
also be her opportunity. She will do postgraduate teaching. The benefits
of this to Dalhousie, her alumni, the profession of this province, and her teach-
ing staff, when once appreciated, will not readily be relinquished. T
Refresher Course must go on, not as a solitary, yearly outburst of clini
ardor, but as the brightest constellation in a three hundred and sixty-five day
firmament. A. L. M,

Publiec Health Laboratory, Pathological Institute
Halifax, N. S., September 18, 1944 ‘

Dr. H. W. Schwartz
183 South Park St., Halifax, N. S.

Dear Dr. Schwartz:

Some days ago while we were discussing the taxonomy and nomenclature
of bacteria I promised to send you a list giving both the international and
provineial or vernacular names of some of the more common pathoge
bacteria. I must confess that I forgot this promise until this morning whe:
the isolation of a strain of pseudomonas aeruginosa from a specimen, reminded
me that this term would be unfamiliar to most physicians. The use of the
international or scientific nomenclature has become quite widespread in the
past few vears and is used almost exelusively in all scientific publications
Its use eliminates the confusion which formerly arose due to the great num
of local names for the same organism. i

A list of the commoner pathogenie bacteria and a few nonpathogenic
forms is enclosed. The generie portion of the name is generally shortened te
the first letter as was the case with the older terminology.

Yours truly

(Sgd.) D. J. MACKENZIE
Director of Laboratories b
Department of Public Health

International Local
Diplococeus pneumoniae Pneumococcus
Neisseria intracellularis Meningococeus
Neisseria gonorrhoeae Gonococeus
Neisseria catarrhalis Micrococcus catarrhalis
Corynebacterium diphtheriae B. diphtheriae
Corynebacterium xerosis B. zerosis
Myecobacterium tuberculosis B. tuberculosis
Escherichia coli B. coli
Salmonella paratyphi B. paratyphosus A.
Salmonella schottmuelleri B. paratyphosus B.
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International
Salmonella typhosa

(Eberthella typhosa)
Shigella paradysenteriae
Pseudomonas aeruginosa

Brucella melitensis
Pasteurella tularensis
Pasteurella pestis
Hemophilus pertussis
Baecillus anthracis
Clostridium tetani
Clostridium welehii
Clostridium botulinum
Borrelia vineenti
Monilia albicans
Hemophilus influenzae
Klebsiella pneumoniae
Shigella dysenteriae

: Liocal
. typhosus

. dysenteriae (Flexner)
. pyvocyaneus

. metitensis

. tularense

pestis

. pertussis

. anthraecis

. telani

. welchii

. botulinus
Spirochaeta vincenti
Oidium albicans

B. influenzae (Pfeiffer)
B. mucosus capsulatis (Friedlander)
B. dysenteriae (shiga)

TR EE®E W
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Programme of the Twentieth Refresher Course

MORNING

October 9-13, 1944 inclusive

Monday, Otober 9

Tuesday, October 10

Wednesday, October 11

Thursday, October 12

Friday, October 13

8.00-10.00 a.m.

L EGISTRATION
at

JALHOUSIE PUBLIC
HEALTH CLINIC

VICTORIA GENERAL
HOSPITAL

Chairman—Dr.

00-11.00 a.m.

Medical Clinic
Drs. K. A. MacKenzie and
J. R. Corston

10 a.m.-12.20 p.m.

Surgical Clinic — “‘Intestinal Ob-

truction”’

Drs. C. E. Kinley and A. L.
Murphy

C. W. Holland.

VICTORIA GENERAL
HOSPITAL

Chairman—Dr. J. W. Reid

9.00-10.00 a.m.
Medical Clinic
Dr. George W. Thorn
10.10-11.10 a.m.
Medical Clinic
Dr. T. A. C. Rennie
11.20 a.m.-12.20 p.m.
Medical Clinie
Drs. C. W. Holland and J. W.
Reid
HALIFAX MILITARY
HOSPITAL

9.00-10.30 a.m.

Medical and Surgical Clinics with
discussion period

Staff
10.30-11.15 a.m.

Lecture—'‘Therapeutic Use of Pro-
caine in Surgical Conditions'

Major H. F. McKay
11.15 a.m.-
Lecture—"‘Pencillin’
Major S. A. Yaffe

VICTORIA GENERAL
HOSPITAL
Chairman—Dr. H. W. Schwartz

9.00-10.00 a.m.

Medical Clinic
Dr. T. A. C. Rennie
10.10- ll 10 a.m.
Medical Clinic
Dr. George W. Thorn
11.20 a.m.-12.20 p
Surgical (‘linic—
“Amputations’”’
Dr. W. A. Cu
“Some End Results with Smith-
Petersen Pin”’
r. J. V. Graham

ROYAL CANADIAN
NAVAL HOSPITAL

9.00-11.00 a.m.
Surgical Clinic
“Recurring Dislocavion of Shoulder'
“Internal Derangement of Knee-
joint™

Surg. Cmdr. W. K. Welsh

Surp. Lt. Cmdr. W. G. Breck-

enridge
11.15 a.m.-

Surgical Clinic

“Stone in the Urinary Tract'
“Urinary Infection, Diagnosis and
Treatment, including Gonorrhoea
and or Tuberculosis’

Surg. Lt. Cmdr. D. R. Mitchell
PUBLIC HEALTH CLINIC
9.00-10.00 a.m.

Lecture—"'Community Sickness'

Dr. N. E. McKinnon
10.10-10.40 a.m.

“Tuberculosis’

Dr. . Dyer
10.40- 11 10 a. m

“Orthopedics”™

Dr. C. Acker

11 20 11. 50 a.m.,

VICTORIA GENERAL
HOSPITAL

Chairman—Dr. W. G. Colwell
9.00-10.00 a.m.
Surgical Clinic — *“‘Diagnosis and
Treatment of Prostatic Diseases’
Dr. Charles Huggins
10.10-11.10 a.m.
Surgical Clinic
Drs. N. H. Gosse and A. M.
Marshall
11.20 a.m.-12.20 p.m.
Radiological Clinic
Surg. Lt. Cmdr. C. E. Vaughan
Surg. Ltd. Cmdr. J. Bouchard
Major R. L. S ith
Dr. W. M. Ro
Dr. S. R. Johnston

PUBLIC HEALTH CLINIC
9.00-9.30 a.m.

“Treatment of Wounds"
Dr. P. Weatherbe
9.30-10,00 a.m,
“Flexion Deformity of the Hip in
Quiescent Hip Disease, Corrected
by GSteotomy
C. Acker
10.10- ll 10 a.m.
Paediatric Clinic
Dr. Ralph M. Tyson
11.20 a.m.-12.20 p.m,
‘Ward Rounds—
Drs. M. J. Carney
Gordon Wiswell
N. Barrie Coward

CAMP HILL HOSPITAL
9.00-12.00 a.m.
Medical and Surgical Clinics
S/L W . Smith

C. Moorhouse
Ramsay

Blanchard

VICTORIA GENERAL
HOSPITAL

Chairman—Dr. K. A. MacKenzie
9.00-10.00 a.m.

Surgical Clinic
Drs. H. K. MacDonald and
J. W. Merritt
10.10-11.10 a.m,
Surgical Clinic—""Recent Advances
in Urological Treatment'
Dr. Charles Huggins
11.20 a.m.-12.20 p.m.
Clinical Lectures—
““The Red and Painful Eye"
Dr. H. W. Schwartz
"Foreign Bodies in the Bronchi™
Dr. D. M. MacRae

ROYAL CANADIAN
NAVAL HOSPITAL
9.00-12.00 a.m.
Medical Clinics
“Respiratory Disease Control and
the Prevention of Rheumatic Fever"
Surg. Ltd. Cmdr. Alan Ross
Surg. Lt. Cmdr. John Keith
‘“Headache’’
Surg. Lt. Cmdr. J. P. Robb

PUBLIC HEALTH CLINIC

9.00-11.00 a.m.
Symposium in Obstetrics
rs. P. A, Macdonald, H. B.
Atlee, W. G. Colwell and K.
M. Grant

GRACE HOSPITAL
11.15 a.m.-12.15 p.m
Paediatric Clinic—"The New Born
Child mcludmg{i’rematurlw"
Dr. Ralph M. Tyson




AFTERNOON

Chairman—
Dr. J. G. MacDougall
.00-4.00 p.m.

Lecture — “Empyema and Lung
Abscess”

Dr. V. D. Schaffner
.10-4.50 p.m.

Report—""Insulin Therapy at The
Nova Scotia Hospital”

Dr. M. MacKay
.00-6.00 p.m.

Lecture—"Resection of Duodenum
and Pancreas for Carcinoma of
Ampulla of Vater"

Dr. George F. Skinner

Chairman—Dr. K. A. MacKenzie
3.00-4.00 p.m.
Lecture—*Gout”
Dr. George W. Thorn
4.10-5.10 p.m.

Lecture — ““The Recognition and
Management of the Psychoneurotic
Patient”

Dr. T. A. C. Rennie

Chairman—Dr. J. R. Corston

2.30-3.30 p.m.

Lecture — “Some Principles and
Problems in Preventive Medicine"

Dr. N. E. McKinnon

3.40-4.40 p.m.
Lecture—*‘Some Common Psychoso-

matic Disturbances and their Treat- |

ment”’
Dr. T. A. C. Rennie

4.50-5.50 p.m.

Lecture—** Diagnosis of Adrenal In-
sufficiency”’

Dr. George W. Thorn

Chairman—
Dr. H. K. MacDonald

2.30-3.30 p.m. o
Lecture—*Cancer of the Prostate

Dr. Charles Huggins

3.40-4.40 p.m.
Lecture—'‘Tuberculosisin Children"

Dr. Ralph M. Tyson

4.50-5.50 p,m.
Lecture—‘‘Some Aspects of Men-
ingococcal Infection™

Dr. N. E. McKinnon

Chairman—Dr. G. H. Murphy

2.30-3.30 p.m.

Lecture—*‘Blood Dyscrasias in In
fants and Children”

Dr. Ralph M. Tyson

3.40-4.40 p.m.

Lecture—'‘Acute Methyl Alcoho
goisoning—a Survey of some Thirt}
ases’”

Dr. D. J. Tonning

4.50-5.50 p.m.

Lecture—''Sex Hor mones in Clinic:
Practice”

Dr. Charles Huggins

EVENING

Opening of New Anatomy Depart-
ment at Forrest Building,
Carleton Street

8.30 p.m.

Address—"Is Anitomy Dead?"
Dr. Donald Mainland
Opening of Anatomy Museum

Dr. R. L. de C. H. Saunders

Chairman-—Dr. Alan Morton

8.30 p.m.
Lecture—""Modern Trends in the
Management of Syphilis

Major Georges LeClerc

Dr. C. E. Kinley invites any doctor to visit the Polio Clinic at the Nova Scotia Hospital,
Dartmouth, N. 8., on Friday afternoon, October 13.

Discussions and Questions invited at close of final paper each afternoon and evening

NOTES

1. All afternoon and evening lectures will ke held in the ballrocm of the Lord Nelson Hotel.

2. Each attendant is requested to register his name, rank (if in services) and address. The register
will be found in the Dalhousie Public Health Clinic, Morris Street. It opens at 8.00 a.m., Monday,

October 9th.

3. Registration fee of $2.00 is payable by each civilian physician taking the Course. Medical Officers
of the Canadian and United Nations’ Army, Navy and Air Forces are invited to register and attend
the course without payment of any fee.

4. Attendance at clinics, etc., in the morning will be limited to the number that can be
accommodated. The hospital and hotel management request no smokin,

comfortably
8. .
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GUEST TEACHERS

DR. CHARLES HUGGINS - = - -
DR. GEORGE W. THORN - = = o=
DR. THOMAS A. C. RENNIE- - - -
DR. RALPH M. TYS8ON - - - - -

(The above sent by the courtesy of War-time Graduate Medical Meetings of United States, un
the auspices of the American Medical Association, The American College of Physicians, and

American College of Surgeons.)
DR. N. E. McKINNON - = = m o=

DR. V. D.SCHAFFNER - - - - -
SQUADRON LEADER W. D.SMITH- -

SQUADRON LEADER A.T. THOM - -
SQUADRON LEADER H. C. MOORHOUSE

SQUADRON LEADER R. M. RAMSAY -

SQUADRON LEADER E. J. BLANCHARD

MAJOR GEORGES LECLERC - - -
MAJOR H. F. McKAY B T =

MAJOR 8. A. YAFFE - - - - - -
MAJOR R.L.8BMITH -~ "« = = & =
SURGEON COMMANDER W. K. WELSH
SURG. LT. CMDR. J. BOUCHARD - -
SURG. LT.CMDR. W.G. BRECKENRIDGE

SURG. LT. CMDR. JOHN KEITH - =
SURG. LT. CMDR. D. R. MITCHELL -
SURG. LT.CMDR.J.P. ROBB - - -
SURG. LT. CMDR. ALAN ROS8 - - -
SURG. LT. CMDR. C. E. VAUGHAN - -

Professor of Surgery, University of Chicago.
Professor of Medicine, Harvard University.
Associate Professor of Psychiatry, Cornell Unive

Professor of Paediatrics, Temple University, PI
adelphia.

Professor of Epidemiolo 'fy and Biometrics, Schoo
Hygiene, University of Toronto and research me
Connaught Laboratories.
Surgeon to the Nova Scotia Sanatorium, Kentville.
Surgical Consultant No. 5 Command Medical Boar
{grmertlg on surgical staft Saint Michael's Hospi
oron

Medical Consultant No. 5 Command Medical B
formerly on staff of Royal Victoria Hospital, Mon

Neuro-psychiatrist for No, 5 Command Medi
Board, formerly with the Ontario Hospital Service

Dphthnlmologlat with No. 5 Command Medical B
formerly fellow in Ophthalmology at Univemu
Mln.nem a. and on stafl of Miller Hospital,
Omlnr{ngologist, with No. 5 Command Medical Board,
formerly in charge E.E.N.T., Davis Clinic Hospiti
tat.esvule. North Carolina. a
V. D. Consultant R.C.A.M.C.

R.C.A.M.C. OﬂioerinClmrge of Sur| . Halifax
Military Hospital. <l

M.D., M.R.C.P.

B.A., M.D.,C.M.

Staff of Toronto General Hospital.

Staft of Royal Victoria Hospital, Montreal.

Ex-Resident in Orthopadlcs, Massachusetts Gene
Hospital, Bosto

Staft of Children's Hospital, Toronto.

Staff of Toronto General Hospital.

Staff of Verdun Protestant Hospital, Montreal.
Staff of Children's Memorial Hospital, Montreal.

Radiol t, Hamilton General Hospital and McGrego
Clinic, Hamilton.
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=nSy"abus For Treatment of Gonorrhoea

For Guidance of V.D. Clinics and General Practitioners

. All patients presenting themselves with symi)toms indicating possible

gonorrhoea are to have a blood serologic test for syphilis.

(1) on initial visit. (2) 3 months after that date.
Local treatment of any kind (injections, irrigations, massages, instru-
mentations) is contraindicated in uncomplicated acute gonorrhoea in
the male.

Treatment will consist of one course of sulfathiazole consisting of one
gram (2 tablets of 7} gr. each) 4 times daily for 7 days.

A careful inquiry should be made as to previous sulphonamide therapy.
In females smears must be taken from both urethra and cervix—in taking
cervical smears no lubrication should be used on speculum. A
notation should be made on record card of the clinical signs and symptoms
present on speculum examination.

Data sheets accompanying smears to laboratory from suspect source
should have this fact clearly stated.

. In every case of clinical gonorrhoea sulfathiazole should be started on

the first visit immediately after smears have been taken. If smear reports
are waited for in frank clinical cases of gonorrhoea the patient’'s ehances
of cure are lessened and other persons may be infected.

Definite epidemiologically suspect sources should be regarded and
treated as gonorrhoea cases in spite of negative smears. For
example, if a person is twice reported as being the source of gonorrhoea
such a person should be treated in spite of the fact that smears are negative
It is known that smears are far from being infallible in the diagnosis of
gonorrhoea, also previous sulphonamide therapy causes difficulty in the
laboratory identification of the gonococcus.

. Cessation of Treatment. The criterion for stopping treatment in the

female shall be the finding of 3 consecutive negative smears at weekly
intervals and the absence of clinical signs. Following this the patient
should not be discharged but must have at least one other negative
smear following menstruation not less than one month after cessation
of treatment. During this probationary period the patient must follow
the same rules and regulations regarding conduect as during the treatment
period-—this should be made clear to the patient.
Male patients should have:

(a) absence of urethral discharge.

(b) 2 clear urines (2 glass test).

(¢) negative smears after prostatic massage.
This examination should be repeated when patients return for the second
blood test.
If smears and/or clinical signs still indicate the presence of gonorrhoea
after the first course of treatment, a rest period of 5-7 days is indicated
before a second course of sulfathiazole therapy—the second course should
be along the lines of the first course except that somewhat larger dosage
should be given. When possible, the patient should be put into hospital
or otherwise kept under close observation during the second course.
If case is hospitalized the following regime is suggested for the second

course.
* Published at the request of the Department of Public Health, Province of Nova Scotia
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1st day -8 grams (120 grains) in divided doses.
Znd ks g (105 * ) « <
3rd to 10th dﬂ;y—5 i ( 75 ‘e ) 13 T ti

During the second course in the male the installation into the urethra
of 6 cc. freshly prepared 5% solution silver protema.tf, by the doctor is
recommended. This same preparation can be used in the female- umsta.l ]
lation of 1 ee. into the urethra and tampons in the cervix.
No instrument of any kind to be passed into the urethra unless
(a) there is absence of urethral discharge.
(b) both glasses of urine (a glass test) are clear.
No ecase of gonorrhoea should be considered to have been adequa.tel-'
dealt with until the following steps have been taken:
(a) Prompt treatment of the gc.- taking of a blood test.
(b) Smears to the laboratory.
(¢) Obtaining the name, address, etc., of suspected source
of the case. _ J
(d) The suspected source either brought into the doctor’s
office or reported to the Health Officer, whose duty it is
to have such suspected sources examined. ]
(e) The Doctor should obtain the names of persons with whom the
patient has had contact since the earliest possible date of the
beginning of his infection—these contacts dealt with as in
(f) Follow up of the ease till cure is obtained as outlined in 9 abo
(g) If case does not complete treatment, he or she should
reported to the Medical Health Officer as a delinquent.
(h) Each case should be reported to the Department of Public
Health on the confidential form provided.
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