


















































































managerial capacity as heads of department and chiefs of 
staff. This development is being welcomed by the profes­
sional administrators of our health care system. I tis a measure 
of their breadth of vision that they are able to do this. 

Physicians in Nova Scotia have been fortunate over 
the years, in that their leaders have been able to negotiate with 
other organizations and arrive at usefufsolutions by consen­
sus rather than by confrontation. It is gratifying to see this 
continue and to look at what I hope is the beginning of an era 
of genuine co-operation between all concerned in the health 
care field. 

There are areas where our progress has not been 
either spectacular or successful. We have made little real 
progress to date with improving our ambulance service. This 
is something that needs to be addressed aggressively, and I am 
hoping that we will be able to achieve something constructive 
here during the course of the coming year. The Minister of 
Health and Fitness is well aware of our concerns, and has had 
Dr. Canham's excellent Brief submitted to him and discussed 
in detail. Our submission to the Royal Commission on Health 
Care was relatively well received but the concept of physi­
cians as gatekeepers of the system continues to be raised and 
was raised once again by the Chairman of that Commission. 
During our rebuttal, we were able to point out that in the last 
ten years the cost of health care in this province has remained 
at a pretty steady percentage. In 197 6, health care consumed 
26 per cent of the Nova Scotia budget. In 1986, it consumed 
27 per cent of the health care budget. During that same · 
period, the cost of servicing debt within the Province more 
than doubled. As we pointed out to the Commission, our 

- primary interest remains the provision of good and quality 
health care. · The gatekeeper role is not part of this task. 
Physicians, however, do have a responsibility to see that the 
diagnosis and treatment of their patients is carried out without 
unnecessary duplication of investigations or inappropriate 
referral because of a fear of litigation or even because of 
patient preference. We have a responsibility to the public to 
ensure that our own professional judgment plays the major 
part in determining the course of investigation and treatment 
of any particular illness. To return briefly to smoking, I would 
like to mention again the stalwart work done by doctors in this 
province and by the Society office, in promoting a smoke-free 
environment. Letters to your M.P.'s regarding Bill C-51 and 
Bill C-204, and the passage of these Bills represent a major 
change in public opinion, and the physicians of Canada and of 
this province can and should take pride in this achievement 
Here, in Nova Scotia, we have an award from our Society to 
pharmacies which do not sell cigarettes and to hospitals that 
are smoke-free. This, too, has been well accepted by the 
public. In terms of health promotion, these preventive meas­
ures will have enormous impact and bring great benefit to the 
health of our young people growing up. The cost savings to 

health care from a reduction in bronchitis, COPD, cardiovas­
cular disease, and lung and bladder cancer cannot even be 
estimated. 

It continues to concern me when I look at other prov­
inces, and see how our ministries of health across the Country 
seem to measure health with a pocket calculator. This 
disturbs me deeply. Canada has, without question, the fmest 
health care system in the world. It is comprehensive, acces­
sible, and we can afford it. Indeed, we cannot afford not to 

. afford it It provides a uniformly high standard of quality care 
across our Country. When I suffered a back injury in 
Australia, my main objective was to get back to Canada, and 
my greatest dread was being stuck in the United States where 
care, although good, is exceedingly expensive. Surely my 
colleagues, in this great and wealthy Country, we can con­
tinue to finance health care adequately. As a physician, I am 
not responsible for inflation nor for the decline in the value 
of our dollar. We can blame that on years of deficit fmancing, 
the have now pay later syndrome. It gets individuals into 
trouble, and now we see it can get great nations in trouble too. 
When I see rigid ceilings on health budgets, when I see other 
provinces with utilization caps, pay backs, and litigation, I do 
not know what to think. It makes me wonder about the 
sincerity and purpose of our political masters. It makes me 
feel a pawn in a game I have never played, with rules that vary 
according to the whims of my opponent. It is rather like the 
croquet game played by Alice with flamingos for mallets, 
hedgehogs for balls, hoops that are mobile, and a general air 
of surrealistic uncertainty. 

In our province of Nova Scotia we have been 
fortunate. The needs of our patients have been and are being 
met Fiscal responsibility has been the rule. Regular meetings 
between the doctors and government with negotiation by 
consensus has encouraged the maintenance of a standard of 
health care, and working conditions, including remuneration, 
f<X' the physicians have been reasonable and equitable. I hope, 
and indeed expect, that we will all continue to negotiate in 
good faith as this is in the best interests of the patients we 
serve. Our Society is committed to addressing disparity in 
physicians' incomes and has already successfully addressed 
the G.P./Specialty Ratio Disparity. Currently we have an 
Interspecialty Study looking at income on a net income per 
hour basis. We plan to move to address other disparities and 
anomalies within the Fee Schedule. 

When I look back on the things I have said and the 
points I may have made, I am reminded of the comparison 
drawn by the Spanish matador between public addresses and 
bullfighting. He pointed out that both showed a point here and 
a point there and that both had an awful lot of bull in between. 
Thank you, once again, for allowing me to serve you during 
the past year. 0 
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spine injuries and to compare the frequency of sport 
related injuries to non-sport. As well, it was considered 
important to compare the number of cases reported in 
this region of Canada to values reported in the literature. 

Two hundred and sixty cases of cervical spine injuries 
were reviewed and sports accounted for 9.2% of the total 
(23 cases). This percentage is fairly consistent with data 
available in the literature from various studies on sports 
and spinal injuries. Kraus, in California, attributed 6.7% 
of the cervical spine injuries in his study to sports. 1 A 
fairly low percentage of sports injuries was reported by 
Tusji in Japan, 3.3%.2 Tator reported that 15.4% of the 
cervical spine injuries that he encountered in a study 
conducted in Toronto ocurred during sports.3 Thus the 
percentage of the total number of injuries which 
occurred in our study as a result of involvement with 
sports was within the range encountered in previous 
studies. 

Geography is perhaps the critical factor in analysing 
a study of sports related injuries. It is necessary to 
consider the climate of a region and the cultural 
atmosphere which dictates the popularity of various 
activities. California, with its warm climate and lengthy 
coastline is expected to have a much larger number of 
participants in sports such as swimming and surfing 
than the Northeast with its cooler waters and shorter 
summer season. Consequently, the number of water 
sports injuries to the cervical spine should be higher in 
the warmer climates. Kraus reported that a remarkable 
83% of all sports related cervical spine injuries were due 
to water sports,4 whereas only 46% of the injuries in our 
study were water related. This does not mean that water 
sports are safer in the Maritimes, but rather, because of 
the shorter swimming season, Maritime athletes spend 
more of their leisure time engaged in less dangerous 
activities. 

It is important to note that the number of cervical 
spine injuries due to water sports is undoubtedly higher 
than what is reported in most studies, including our 
own. The data in this survey does not include informa­
tion about patients who never received treatment for 
major cervical injuries because of paralysis which 
resulted in drowning deaths or minor injuries which did 
not require hospital admission. However, the same can 
also be said for the other sport and non-sport activities 
reported in this paper. 

Ice hockey, although very popular in Atlantic 
Canada, provided only two cervical spine injuries 
throughout the entire six year survey. Both injuries 
occurred in February of 1982. Although it is tempting to 
perhaps draw conclusions about the conditions of play 
during that month, this information must be viewed as 
a simple coincidence and the remarkably small number 
of hockey injuries prevents one from deciphering any 
major chronological trends in that sport. 

Ice hockey was the only sport in the survey responsi­
ble for permanent neurological deficit. Sports accounted 
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for just 3.0% of the injuries which resulted in permanent 
neurologiCal damage. (Table VII) Both hockey related 
injuries resulted in quadraplegia. This should not 
suggest that the sport has any inherent risk of catastro' 
phic cervical spine injuries. When viewed in the light of 
the fact that close to 100,000 people played in Nova 
Scotia Hockey Association numerous games over the 
course of the study and that not a single cervical spine 
injury was reported, any alterations in either equipment 
or rules would be unjustified. But rather, careful 
consideration should be given to the enforcement of the 
rules as well as, the safety of the environment in which 
the sport is played. 

There did not appear to be any trend, either increas­
ing or decreasing cases of injury during the period of the 
study. Although the first year had the fewest sports 
injuries and the last year had the most, the intermediate 
years provided inconclusive information. Sports injuries 
rose steadily until 1982 and then fell through the next 
several years until a sharp rise was experienced in 1985. 
These data must be interpreted within the light of the 
very small number of sports related injuries encountered 
in the entire study. The total number of injuries per year 
is much more consistent when all injuries regardless of 
their cause are considered. (Figure I) 

A consistent pattern of cervical spine injury is evident 
when the injuries are categorized according to the 
month of injury. Cervical spine injuries were found to 
be the most frequent during the summer months of June 
through September. Both sports and general cervical 
spine injuries rise sharply in number during the 
summer season. Fifty percent of all cervical spine 
injuries occurred during these four months (see Figure 2) 
and 79% of the sports injuries. The discrepancy between 
these two figures is undoubtedly due to the significant 
increase in water sport activity during the summer 
months. Since water sports were responsible for almost 
half of all sports related cervical spine injuries, it is only 
natural that a greater number of injuries occur in the 
summer. Winter sports which have been associated with 
catastrophic injuries, such as ice hockey and alpine 
skiing were not major contributors to the number of 
cervical spine injuries occurring during the colder 
months. 

In this study men were three and a half times more 
likely to suffer cervical spine fractures than women. 
Except for Kraus, who reported a male female ratio of 
2.82:1,5 most reports tend to maintain a much higher 
ratio. Frankel in England, Key in South Africa and Tusji 
in Japan, all reported ratios above 8:1.6• 7. s These 
findings may suggest cultural differences which alters 
the risk of cervical spine injuries to women. However a 
study by Jousse in Toronto also found a high ratio of 
males to females 6.85:1.9 This information was accumu­
lated over a twenty year period ending in 1967. Perhaps 
some of the current sociological changes may have had 
the unfortunate side effect of increasing the rate of 
cervical spine injuries among women, through their 

DECEMBER 1988 



increased involvement in the workforce and in athletic 
activity. 

Men were the victims of 83% of the sports related 
injuries. There may be a tendency to explain this 
finding by simply concluding that men are involved to 
a much greater degree in those sports which most 
commonly result in cervical spine injuries. However 
gymnastics, the sport which reported the second largest 
number of injuries to the cervical spine, is a sport in 
which the participants are overwhelmingly female. Yet 
all of the injuries occurred to men. Approximately 252 
males and 1053 females are involved in organized 
gymnastics in 1988 in Nova Scotia and this ratio has 
remained fairly constant over the years of the study. 10 

Two of the gymnastics injuries occurred to males 
involved in organized clubs although they occurred 
during unsupervised activity. The remaining case 
occurred during gymnastics activities at home. 

From the perspective of sports involvement, women 
were only involved in diving accidents, making up 37% 
of the diving cases. Cycling injuries, which accounted 
for as many injuries as gymnastics, only involved men. 
Ice hockey and wrestling, traditionally male sports, had 
only male players injured. The remaining sports -
football , baseball, and hang gliding, all had only one 
reported case of cervical spine injury, but in each 
instance, that individual was male. 

Perhaps the most significant information to come out 
of this study is that 88% of all the sports related injuries 
occurred during unsupervised activity. Both Torg in 
Philadelphia11 and Tatar in Toronto12 have lobbied to 
have rule changes enacted in football and hockey 
respectively, which would significantly lower the risk 
and incidence of cervical spine injuries. 

Football injuries appear to be rare in the Maritimes. 
Only one was reported over the coursetof the entire six 
year study, and that occurred in an unsupervised tackle 
football game without proper equipment. Not a single 
injury was reported from any junior football , high 
school, or university team. Currently football is played 
at an organized level by over 1200 people in the province 
of Nova Scotia annually, translating into more than 
7200 players over the course of the study. 

There are over 15,000 players/ year in The Nova Scotia 
Hockey Association, an organization which does not 
include any of the gentleman's or industrial leagues in 
the province. Yet, not a single incident of a cervical spine 
fracture was reported throughout the six year history of 
the survey. The two injuries reported in the study 
occurred to a referee who unfortunately fell backwards 
into the boards suffering a severe flexion injury with 
accompanying quadraplegia. The second case involved 
a junior player in Prince Edward Island who also 
suffered a flexion injury secondary to a bodycheck into 
the boards. 

The clamor for rule changes stems undoubtedly from 
a feeling that sports injuries could somehow be 
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prevented. When neurological damage occurs because of 
work related injuries or due to motor vehicle accidents, 
the public, although acknowledging the horror of the 
injury, seems able to justify the risk of injury as an 
unfortunate side effect of life in the modern world. The 
automobile, the greatest single cause of cervical spine 
injury, is a critical part of all of our lives and its use is 
unavoidable. However, the data presented here suggests 
that in order to significantly reduce the number of 
cervical spine injuries legislation regarding the use of 
the motorized vehicles, work and non-work related falls 
and recreational swimming and diving should be the 
prime concern according to the frequency of reported 
cases. 

Perhaps an increase in the advertising campaigns 
conducted in the summer months and directed primarily 
towards the 16-25 year old age group (to whom 72% of 
all diving accidents involve) warning of the dangers 
involved in diving, would be the most effective step in 
reducing sports related cervical spine injuries. 

Alcohol was a contributing factor in 18% of all the 
diving accidents. However, it was extremely difficult to 
account for the true incidence of alcohol involvement in 
all of these cases. The impairing effects that alcohol 
places on an individual's judgement and motor skills are 
well known and naturally extends to the world of sports. 
It is important to note however, that all the alcohol 
related sports injuries occurred during unsupervised 
activity and appeared to be spontaneous in nature. It 
may be almost impossible to prevent such incidents 
from occurring. 

CONCLUSION 
Sports were not the major source of cervical spine 

injury in the period of this study. Motor vehicle 
accidents, falls from heights and accidents at home all 
resulted in more cervical spine injuries. Remarkably, 
aside from water sport accidents, there were twice as 
many cervical spine fractures secondary to falling trees 
than to any other sport. 

The overwhelming majority of serious cervical 
injuries and concurrent neurological deficit are a result 
of motor vehicle accidents. Unfortunately, the 16-25 year 
old male, in a motorized vehicle remains the most likely 
to be affected in the Maritime Provinces. The reduction 
of this phenomena would see the greatest decrease in 
serious neck injuries. 0 
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Sudden Infant Death Syndrome 
METABOLIC DISEASE: A LOW FREQUENCY CAUSE 

A LINK TO REYE'S SYNDROME? 

Blaise E. Favara,* MD, 

Halifax, N.S. 

The sudden infant death syndrome (SIDS) continues 
to be a prominent cause of death in infancy. Multiple 
causes of a final common fatal pathway are likely. 
Defects in mitochondrial fatty acid beta oxidation, a 
cause of Reye's-like syndrome, and a cellular calcium 
defect like that in malignant hyperthermia are being 
studied as low frequency causes of SIDS. 

The sudden infant death syndrome (SIDS) continues 
to be a significant cause of infant mortality in most of 
the developed countries throughout the world. The long 
search for a single etiology has resulted in the recogni­
tion that there are multiple causes of a common final 
pathway leading to the death of these infants. 

The proponents of the apnea hypothesis of the cause 
of SIDS argue that most cases of SIDS are due to an 
infant's failure to start breathing after a period of apnea; 
apnea which may have been periodic. Chronic abnor­
malities that are present in most cases are anatomical, 
biochemical and those related to growth and behavior. 1 

Recent interest in inborn errors of metabolism as 
causes of a small proportion of the cases of SIDS stems 
from two lines of evidence: !.links between SIDS, Reye's 
syndrome and errors in mitochondrial fatty acid beta 
oxidation, 2. 3. 4• 5 and 2. the association between SIDS and 
malignant hyperthermia.6 These clues are being 
followed in our work on SIDS at the IWK Children's 
Hospital in collaboration with the Pathology Depart­
ment of the Children's Hospital Medical Center in 
Boston. 

Defects in mitochondrial fatty acid beta oxidation, 
resulting from a congenital lack of activity of one or 
more of the acyl-CoA dehydrogenases (short-chain, 
medium-chain or long-chain acyl-CoA dehydrogenase), 
may present as an acute life-threatening event with 
hypoketotic hypoglycemia, fatty acidemia, fatty liver, 
etc. in infancy, a picture similar if not identical to that 
seen in Reye's syndrome, or it may cause sudden death 
in infancy. Deficiency , of the enzyme medium-chain 
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acyl-CoA dehydrogenase (MCAD), the most common of 
these rare inborn errors, has been found in asympto­
matic siblings of children dying of sudden infant death 
or Reye-like syndromes.3 If recognized early, MCAD is 
treatable but the first episode is fatal in about a third of 
cases. Other metabolic diseases, such as inborn errors 
that cause lactic acidosis, are also apparently capable of 
causing sudden infant death. 

The likely pathophysiology resulting from MCAD is 
shown in Figure I. T he infant, when subjected to an 
ordinarily minor upper respiratory infection for 
example, becomes hypoglycemic and acidotic as free 
fatty acids are mobilized because of fever, poor feeding 
and inadequate fluid intake. When these fatty acids 
cannot be metabolized adequately due to a defect in 
mitochondrial beta oxidation fatty, acidemia rises to 
levels that can cause cardiac arrhythmias, cardiac arrest 
and sudden death. Less acute results include encephalo-

MEDIUM CHAIN ACYL -CoA DEHYDROGENASE DEFICIENCY 

BLOCK IN lETA OXIDATION AFTER LONG CHAIN 
ACLY-COA DEHYDROGENASE HAS ACTED 

EXCRETION OF ABERRANT METABOLITES 

MEDIUM CHAIN ACYLCARNITINES 
DICARIOXYLIC ACID 

HYPER FATTY ACIDEMIA ENCEPHALOPATHIC 
CARDIAC ARRNYMTHOGENIC 
VISCERAL FATTY CHANGE 

HYPOKETOTIC STATE ,/\ 
RETE'S LIKEs- SIPS 

Figure I 

pathic effects and progtessive accumulation of fat in 
liver, muscle, kidneys, and other tissues as seen in Reye's 
syndrome. 

It is curious that Reye's syndrome, which was so 
common twenty years ago, has all but disappeared in 
most parts of the world. No doubt this favorable course 
is attributible, at least in part, to the recognition of 
aspirin as a co-factor in the pathogenesis of the disorder 
but some of these past cases probably were due to inborn 
errors of metabolism and are now recognized as such. 
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A link between some cases of SIDS and MH has been 
suggested by: 

I. evidence of hyperpyrexia and other signs and 
symptoms of MH in some cases of SIDS; 

2. a high incidence of SIDS in families of subjects 
with susceptibility to MH1; 

3. muscle biopsy evidence of MH in some parents of 
SIDS cases6; and 

4. an animal model of MH in which young piglets 
are subject to sudden death.8 A recent report9 

contradicts points t,2.3. 

Our hypothesis is that some cases of the sudden infant 
death syndrome (SIDS) and the parents and siblings of 
SIDS cases have a defect in cellular calcium like that seen 
in subjects with susceptibility to malignant hyperther­
mia(MH).to 

A newly developed in-vitro test in which free 
cytoplasmic calcium is measured in lymphocytes and 
fibroblasts before and after exposure to halothane is 
being introduced to our laboratory and will be used to 
test this hypothesis. to Cells from subjects with suscepti­
bility to MH have larger halothane-induced change in 
cytoplasmic calcium than controls. This test has not 
been reported to have been used in the context of SIDS. 11 

Our SIDS research project at the IWK includes studies 
that will detect these inborn errors that we hypothesize 
may be responsible for up to 15% of all SIDS cases. 
Pivotal to these studies is the realization that viable 
lymphocytes and fibroblasts can be obtained for up to 
two days after death under certain conditions. 

Lymphocytes from cases of SIDS and the parents and 
siblings of SIDS cases, from subjects known to have MH 
susceptibility (positive controls) and from normal 

controls, are studied for free cytoplasmic content and 
correlations are measured. 

Cultured fibroblasts obtained at autopsy from SIDS 
cases and from age-matched controls are also tested and 
results correlated. These fibroblasts are also tested for 
defects in fatty acid metabolism if screening tests on 
urine specimens are positive. D 
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THE DEPARTMENT OF FAMILY MEDICINE 
DALHOUSIE UNIVERSITY, HALIFAX, NOVA SCOTIA 

Dalhousie University requires a Director of the Postgraduate Training Program in Family Medicine. The position 
offers a full time academic appointment. 

Responsibilities include clinical practice, teaching, research and administration. 

Administrative responsibilities include the supervision of the ongoing design, implementations and evaluations of 
Postgraduate Education in Family Medicine. 

Qualified applicants will: 

have functioned as a member within a Family Medicine Teaching Department and posses good 
knowledge of its goals 
have demonstrated administrative experience 
be Certificants of The College of Family Physicians of Canada 
have at least three years' practice experience, INCLUDING OBSTETRICS 
have demonstrated ethusiasm for an involvement in teaching. 

This position will be available July 1, 1989. Dalhousie University has an affirmative action policy. 

In accordance with Canadian immigration requirements this advertisement is directed to Canadian citizens and to 
permanent residents. 

Please send curriculum vitae with names of three references to: David A. Gass, M.D., C.C.F.P. 

Professor and Head Department of Family Medicine, 5599 Fenwick Street, Halifax, N.S. B3H 1R2 
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Home of the Guardian Angel 
Shireen V. Singer,* MSW, 

Halifax, N.S. 

We at the Home of the Guardian Angel would like to 
take this opportunity to increase your awareness of the 
services we can provide to your patients. 

You, the members of the Medical Society, are a 
valuable resource to our clients both in terms of referral 
and pre- and post-natal health care. Thus, it is critical 
that you become aware that the focus of the Home has 
changed dramatically over the years from that of an 
infant and foundling home to its present status as a 
social agency responsible for providing a comprehensive 
service to single mothers. 

Professional Counselling encourages women to plan 
constructively for themselves and for their babies, and 
focuses to preserve the family unit by including parents 
and as often as possible, the unwed father, in the 
enormity of the decision before them. 

Residence facilities are available for the young mother 
prior to the birth of her baby. A vital aim of this 
program is to better prepare the single mother for the 

•social Worker, Home of the Guardian Angel. 
Omespondence: Mrs. Maureen A. Driscoll, Home of the Guardian 
Angel, 6345 O>burg Rd., Halifax, N.S. B3H 2A4. 

decisions she must make with regard to her future and 
that of her child. 

Nursery facilities provide loving and professional care 
for the babies while the mother is making her final 
decision. Should the mother decide to keep her child, she 
is encouraged to take her baby into care as soon as 
possible so that bonding can occur. 

Our Single Parent Centre located in Spryfield serves as 
a resource and support centre for these young women 
and their children. Programs offered vary from parent­
ing, social assistance policies, family violence, alcohol 
and drug abuse to fitness and nutrition, only to mention 
a few. 

Adoption services are available to those single 
mothers planning placement of their infants. 

Post-placement services offer post-placement counsel­
ling to birthparents and post-placement education and 
counselling to adoptees and adoptive families. 

We would appreciate your continued support of our 
efforts in this endeavor. Referrals can be made by 
contacting the Home of the Guardian Angel at 422-7964 
or 422-7548. D 

THE DEPARTMENT OF FAMILY MEDICINE 
DALHOUSIE UNIVERSITY, HALIFAX, NOVA SCOTIA 

Dalhousie University requires a family physician for the Family Medicine Center to function as the Associate Director 
of the Postgraduate Training Program in Family Medicine. The position offers a full time academic appointment. 

Responsibilities include: clinical practice, teaching and research. 

Administrative responsibilities include the development and the expansion of the Residency Training Program to 
accommodate an increased number of residents. 

He/ She will assist the Director of Postgraduate Training with the supervision and ongoing design, implementations 
and evaluation of Postgraduate Education in Family Medicine at Dalhousie University. 

Qualified applicants will: 

- be Certificants of The College of Family Physicians of Canada 
- have at least three years' practice experience, INCLUDING OBSTETRICS 
- have demonstrated enthusiasm for an involvement in teaching. 

T his position will be available July I, 1989. Dalhousie University has an affirmative action policy. 

In accordance with Canadian immigration requirements this advertisement is directed to Canadian citizens and to 
permanent residents. 

Please send curriculum vitae with names of three references to: David A. Gass, M.D., C.C.F.P. 

Professor and Head Department of Family Medicine, 5599 Fenwick Street, Halifax, N.S. B3H I R2 
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Open Letter to Physicians 
RE: INFANT HEARING SCREENING PROGRAM 

Dear Doctor, 

As you may know, the Nova Scotia Hearing and 
Speech Clinic has been operating an Infant Hearing 
Screening Program (IHSP) since March 1977. In the past 
few years, the IHSP has expanded from Halifax to 
include several hospitals throughout the province. This 
means that more Nova Scotians are receiving this 
valuable service, and so we would like to take this 
opportunity to re-acquaint you with the details of the 
program so that you might make better use of it. 

The IHSP involves two parts: 

I identification of newborns who are High Risk for 
hearing loss, based on a seven point High Risk 
Register as recommended by the Joint Committee 
on Infant Hearing Screening; and 

2 a screening test administered to High Risk infants 
at levels appropriate to rule out severe to profound 
hearing loss. 

In most hospitals the identification and initial 
screening test takes place before discharge, however, in 
some locations, the infant may be booked for the 
screening test after discharge. Upon completion of the 
screening test, the family physician (as named by the 
patient) of the high risk infant is sent a report indicating 
why the infant is high risk for hearing loss and whether 
or not he/ she has passed the screening test. If the infant 
does not respond appropriately to the hearing screening 
test, that is, FAILS the test, the Nova Scotia Hearing and 
Speech Clinic ·arranges for follow up evaluation of the 
infant's hearing with an audiologist, and keeps the 
physician informed of the child's audiological progress 
via written reports. A "pass" on the screening test 
indicates the infant has responded at levels which would 
likely rule out a severe to profound loss bilaterally, but 
not necessarily a mild loss or one which might appear 
lateran. 

It is important, in addition to being screened at birth, 
that high risk infants be followed to observe for any later 
onset of hearing loss. The parents and the family 
physician are in the best position to do that. To that end, 
the IHSP provides most new parents with a brochure 
entitled, Can Your Baby Hear? which describes the 
expected behavior of infants in response to sound. It is 

strongly suggested that if parents note anything 
suspicious- in their child's responses they should 
immediately contact their family physician and/or the 
Nova Scotia Hearing and Speech Clinic. 

Family physicians who regularly see the infant, 
especially in the first year of life, have a unique 
opportunity to assess the children's responses, both in 
the office and by interviewing the parents about the 
children's responses in the normal home environment. 
A valuable reference for physicians is the "Information 
Kit on Childhood Hearing Impairment" prepared from 
the Task Force Report Childhood Hearing Impairment. 
Both the kit and a detailed report about hearing loss in 
Canada may be obtained from: 

Institutional and Professional Services Division, 
Health Services Directorate, 
Department of National Health & Welfare, 
Ottawa, Ontario KIA IB4 

The kit serves to alert physicians to risk factors for 
hearing impairment in infancy and childhood, while 
the Infant Hearing Screening Program reports alert 
physicians to their own specific patients who are "at 
risk" for hearing impairment. 

Awareness is the first line of defence, with medical 
attention and referral to appropriate audiological 
services following close behind. The Nova Scotia 
Hearing and Speech Clinic operates clinics in 21 
different areas of the Province, providing speech and 
audiology services at sites convenient to all. The Clinic 
encourages physician referrals. 

Working cooperatively together, the physicians of 
Nova Scotia, along with the IHSP and the full 
audiological services of the Nova Scotia Hearing and 
Speech Clinic, can assure the hearing impaired patient 
of the optimum medical and audiological care of their 
problems. 

Sincerely yours, 

Lenore S. Mencher, MA, 
Coordinator, 
Infant Hearing Screening Program, 
Nova Scotia Hearing and Speech Clinic 
Halifax, N.S. B3H IR2 D 

Scientific truth ... is often thought as the goal of a scientist's work, though "asymtote" would be 
the better word, for there can be no apodictic certainty in science, no finally conclusive certainty 
beyond the reach of criticism. 

The Limits of Science Sir Peter Medawar (1915-1987) 
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A Pathologist's Viewpoint 
Annette Foyle,• MDCM, FRCP(C), 

Halifax, N.S. 

Fig. I What is the organ? What is replacing the organ in the left hand 
portion of the field? 

Fig. 2 What is the structure at the arrowhead? What is the organ? 

This 66 year old male, was admitted to hospital in 
February, 1988. For four months he had been losing 
weight, "not feeling good" and had right hip pain upon 
coughing. Four weeks prior to admission, he developed 
stomach pain. Two weeks later, he developed intermit­
tent frontal headaches and bloody sputum. 

He had had a carcinoma of the larynx in 1980 which 
had been treated by laryngectomy and permanent 
tracheostomy. 

From the Department of Pathology, Dalhousie University and Victoria 
General Hospital, Halifax, N.S. 
•Assistant Professor, Department of Pathology, Lecturer, Department 
of Medicine, Dalhousie University. 
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Fig. 3 What is the arrowhead attempting to illustrate? 

Fig. 4 What is this vital organ? What has destroyed it? 
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He had been a welder for 35 years and had smoked 
tobacco for 55 years. He drank alcohol occasionally. The 
family history was non-contributory. 

On physical examination he was a cachectic man 
looking older than his stated age. The blood pressure 
was ll0/70. The pulse was 70. The respiratory rate was 
20 and the temperature was 36.6 C. On chest examina­
tion there was dullness in the right lower lung zone. 
Auscultation was normal on both sides. There was 
slight clubbing of the fingers. The lymph nodes in the 
left supraclavicular, right inguinal, and cervical regions 
were enlarged, mobile and non-tender. The remainder of 
this physical examination was unremarkable. 

Laboratory Investigations were as follows: Hgb 136. 
Hct .398. WBC 15.2 with a normal differential. 
Electrolytes, glucose, urea, creatinine proteins, bilirubin, 
SCOT normal. Alkaline phosphatase 235. LDH 313. 
PT and PTT normal. A chest X-ray disclosed an opacity 
in the right apex 4.5 em in diameter. A liver/ spleen scan 
was normal. Pelvic and lumbar spine x-rays showed 
spotty lytic changes in the right innominate bone 
consistent with metastatic disease. A bronchoscopy was 
negative. A fine needle aspiration biopsy of the right 
apical mass revealed a poorly differentiated carcinoma. 

Following the diagnosis of carcinoma of the lung, he 
was treated with radiotherapy to the chest and to the hip 
area. Three weeks after admission he suddenly became 
unresponsive. He had no motor function on the left side 
from the face to the entire left side of the body, and he 
had decreased pain sensation over the left side of the 
body. He had a decreased gag reflex and he was areflexic 
on the left side. The right pupil was fixed and the gaze 
deviated to the right. CAT scan of the brain performed at 
that time w~s normal. 

The condition did not improve and he expired 
approximately one week later. Questions at autopsy: I. 
How widespread was the carcinoma? 2. What was the 
cerebral lesion? 

At autopsy a large tumor measuring 5 em was found 
in the right upper lobe with metastases to the peribron­
chial, paraaortic, peripancreatic lymph nodes, left lung 
and bone. The tumor was a poorly differentiated 
adenocarcinoma. (Fig. I) 

Carcinoma of the lung is the most common cancer in 
males in Nova Scotia followed shortly by prostatic 
carcinoma and colo-rectal carcinoma. 1 Lung cancers are 
classified into four major histologic types - squamous 
cell, adenocarcinoma, large cell and small cell carci­
noma2. Adenocarcinomas have become the most 
common form of lung cancer and are as common in 
women as in men. They are usually peripheral tumors 
and remain asymptomatic for a longer time than those 
tumors occurring centrally. Hence not infrequently 
these are first discovered by the presence of metastases. 

Adenocarcinomas have a glandular structure but some 
are poorly differentiated and the demonstration of 
epithelial mucin is necessary for correct identification, as 
observed in this case. 

Non-bacterial thrombotic endocarditis (marantic 
endocarditis) was discovered in the heart. There was a 
large vegetation along the line of closure of the mitral 
valve. (Fig. 2) 

Non-bacterial thrombotic (marantic) endocarditis is 
caused by the precipitation of fibrin and other blood 
elements upon valve leaflets; the vegetations are sterile.3 

The patients have some debilitating disease such as a 
metastatic cancer and a hypercoaguable state is postu­
lated. The vegetations may produce emboli. 

In this case there was evidence of embolization in the 
brain and in the kidneys. An embolus was present at the 
bifurcation of the right internal carotid artery. (Fig. 3) 
There was recent infarct in the brain in the distribution 
of the right middle cerebral artery. (Fig. 4) There were no 
metastases in the brain. 

Occlusion of the internal carotid artery produces a 
wide spectrum of signs and symptoms because the 
anastomotic channels of the circle of Willis can 
compensate for the obstruction.3 In this case infarction 
ensued in the distribution of the right middle cerebral 
artery. The observed clinical findings were typical for 
this location. When the infarct is large with associated 
cerebral edema, herniation may occur leading to 
depression in the level of consciousness and death. 

In addition, there were multiple pulmonary throm­
boemboli involving m<'!dium and small arteries. 

In summary, the fundamental cause of death was 
carcinoma of the lung with metastases to lymph nodes 
and bone. The terminal event was massive cerebral 
infarction with herniation. 

The case describes a 66 year old man with poorly 
differentiated adenocarcinoma of the lung (Fig. l) who 
presented to his clinicians in the terminal phase of his 
illness with widespread metastasis. As a consequence of 
this, he developed non-bacterial thrombotic (marantic) 
endocarditis on his mitral valve. The vegetation (Fig. 2) 
had sent off an embolus (Fig. 3) to the bifurcation of the 
right internal carotid artery. The terminal event was 
cerebral infarction (Fig. 4) in the distribution of the right 
middle cerebral infarction with brain herniation. D 

References 

I. Provincial Cancer Regisuy. Annual Incidence Report. 1986. 
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This Issue demonstrates an attempt to include more pathology in our content. 
Dr. A. Foyle has agreed to facilitate this effort. 

THE NOVA SCOTIA MEDICAL JOURNAL 202 DECEMBER 1988 



An Unusual Psychiatric Presentation of Bronchogenic Carcinoma 
A CASE REPORT 

K.N.R. Chengappa,• MD, MRC Psych. and P. Flynn!" MD, FRCP(C), 

Halifax, N.S. 

A 59 year-old male with no antecedent psychiatric or 
neurological history presented with unusual behav­
ioural and personality changes. It was not until his 
fourth hospitalization in an eight-week period that the 
diagnosis of small cell bronchogenic carcinoma was 
made. The change in his mental state was related to 
hyponatraemia and probably SIADH (syndrome of 
inappropriate secretion of antidiuretic hormone) - a 
complication of the carcinoma. 

CASE REPORT 

First Admission (Community General Hospital 
December 1987) 

Presentation: 59 year-old electrical draftsman, immi­
grant from U.K., presented with a 2-month history of 
depression, slowed mental functioning, insomnia, a 20 
lb. weight loss, neglect of personal hygiene and 
colostomy care, and deluded that the T.V. and radio were 
controlling his mind. 

He smoked 2 packets of cigarettes per day for years, 
and 2 weeks prior to admission he had stopped 
consuming alcohol (up to 24 beers per week). A 
colostomy had been performed 3 years earlier for 
complications of diverticulitis. Captopril had been 
started for essential hypertension which had been 
diagnosed a few months earlier. He had no previous 
psychiatric history. His mother and maternal aunt had 
been treated for depression. 

Hospital Course: A day after admission, he was 
witnessed by his wife to have a generalized tonic/clonic 
seizure. Neurology consultation suggested three possi­
bilities: (a) primary brain tumour, (b) secondary brain 
metastases, and (c) CVA. He became increasingly 
combative and became sexually explicit towards nursing 
staff. 

Investigations: Hyponatremia (122 mmol/L) and 
Hypokalemia (2.9 mmol/L) were noted on admission. 
CT brain scans and chest Xray were reported as normal. 
EEG revealed a non-specific diffuse fronto-temporal 
theta dysrhythmia. 

Management: Haloperidol and restraints were used for 
agitated behaviour and electrolytes were corrected. 

From the Division of Consultation/ Liaison Psychiatry, Victoria 
General Hospital, Halifax, N.S. B3H 2Y9. 

•Resident in Psychiatry, Dalhousie University. 
.. Professor, Department of Psychiatry, Dalhousie University, Halifax, 
N.S. 
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Arrangements were made for a transfer to a tertiary care 
hospital. 

Second Admission (Tertiary Care Hospital - Neurol­
ogy Service; December 1987) 

Presentation: He was transferred for further neurologi­
cal evaluation. 

Hospital Course: He was intermittently confused, 
combative and difficult to manage. He displayed bizarre 
behaviour. He would insist that nurses and staff 
members stand in a "Z" configuration. He would draw 
circuit diagrams on paper napkins, some of which 
perhaps related to his work, though he was unable to 
explain any of it. He was convinced his watch was a 
lethal device that could kill people. 

Investigation: Electrolytes and hemogram were normal. 
Lumbar puncture revealed a normal CSF with normal 
cell counts. Repeat EEG showed a pattern consistent 
with metabolic encephalopathy. 

Management: All medications except captopril and 
phenytoin, 300 mg/ day (which had been started in the 
previous hospital) were discontinued without much 
change in his mental state. Electrolytes were normal. 
Repeat neurological examinations failed to reveal 
localizing or lateralizing signs. Psychiatric consultation 
was requested in view of his extremely disruptive 
behaviour and failure to control his agitation with 
neuroleptics. A diagnosis of organic brain syndrome was 
made, the exact etiology at that point was not known. It 
was recommended that he be transferred to the psychiat­
ric service of an adjacent general teaching hospital. 

Third Admission (General Teaching Hospital 
Psychiatry Service December 1987). 

Presentation: Following psychiatric consultation, he 
was transferred to an adjacent general hospital for 
further psychiatric evaluation and management. 

Hospital Course: He remained intermittently disor­
iented and seemed to have visual hallucinations -
saying he could see "dogs lifting their legs" and 
"children on windows." 

Neuropyschological testing revealed a normal IQ but 
defective verbal memory and confabulation. Neurologi­
cal consultation raised two possibilities: (a) alcohol 
related CNS disease, (b) an ischaemic event affecting the 
temporal lobes. 

Investigations: Electrolytes and hemogram were normal. 
VDRL was non-reactive. Thyr()id function, serum BIZ> 
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and serum folate were normal. Alkaline phosphatase 
and Gamma GT were raised. 

Management: Agitation was controlled with halope­
ridol in doses up to 20 mg/ day and was gradually 
discontinued. Phenytoin and captopril were continued 
unchanged and he was given a course of parenteral 
thiamine. No further seizures were noted. Over the next 
two weeks he improved marginally and stopped 
expressing bizarre ideas. No explanation could clearly 
explain his improvement. He was discharged home with 
arrangements made for neurological follow-up on an 
outpatient basis. 

Fourth Admission (Tertiary Care Hospital - General 
Medicine January, 1988). 

Presentation: Two days after his discharge he became 
confused again, convinced the police were after him for 
not paying bills. He proceeded to dismantle electrical 
appliances at home for no understandable reason. He 
was admitted to the general medicine service of a tertiary 
care hospital. 

Hospital Course: He remained confused and agitated. 
The psychiatric consultation service was again requested 
to help with diagnosis and management. The psychiat­
ric consultation report emphasized the need to look for a 
primary malignancy, especially bronchogenic carci­
noma causing SIADH and hyponatremia as a possible 
cause for his altered mental state. 

Investigation: He was hyponatraemic (127 mmol/L) 
and hypokalemic (2.6 mmol/L) on admission. Repeat 
chest Xray revealed a suspicious focus on the left lung, 
which a CT thoracic scan strongly suggested was 
bronchogenic carcinoma. This was histologically 
confirmed by needle aspiration cytology as "undifferen­
tiated small cell bronchogenic carcinoma." Also noted 
were elevations of carcinoembryomic antigen, alkaline 
phosphatase and LDH. 

Management: The agitated behaviour responded well to 
small doses (10-30 mg/ day) of methotrimeprazine 
(Nozinan). Following a family conference, oncologists 
decided to treat him with chemotherapy using VP-16 
and platinum. He improved transiently with electrolyte 
correction and the first course of chemotherapy. 
Although he was marginally improved, the family 
decided at another family conference to take him home 
with the back-up support of hospital and family based 
community services. 

Postscript: Fairly soon thereafter, he developed a 
fulminating pneumonia to which he succumbed. 

DISCUSSION 

The presentation of a well functioning 59 year old 
man with no previous psychiatric or neurological 
history with neurobehavioural changes led to a high 
suspicion of a primary organic illness. However, despite 
ongoing search, it was not until his fourth admission 
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that the diagnosis of bronchogenic small cell carconoma 
was made. 

Schwartz and Bartter described SIADH and developed 
criteria for its diagnosis.'· 2 In this patient's case the 
diagnosis is difficult to confirm in the absence of serum 
and urine osmolality. There were other confounding 
variables in. his diagnosis: electrolyte imbalance other 
than hyponatremia, medications that alter antidiuretic 
hormone, stopping alcohol consumption prior to 
hospitalization, heavy nicotine use and neglected 
colostomy care. 

SIADH has been described in patients with cancer as 
well as in psychiatric patients. 3 68% of patients with 
anaplastic small cell cancer have abnormal water 
metabolism and 46% have SIADH.4 It is argued the most 
important factor in treating this condition is aggressive 
antitumour therapy especially when hyponatremia is a 
problem. · 

In conclusion, it is traditional teaching that broncho­
genic and pancreatic carcinoma may initially present as 
a depressive illness. In this case, although he presented 
initially with symptoms of depression, these were 
quickly overshadowed by an organic brain syndrome 
resulting in a confusional state and bizarre behaviour. D 
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THE PSORIASIS SOCIETY 
OF NOVA SCOTIA 

OBJECTIVES 

• provide information to the people who suffer from 
psoriasis 

• encourage the formation of support groups where 
individual sufferers may share experiences and 
exchange information on self-care 

• provide facts about psoriasis to the medical commu­
nity, general public and teaching profession 

• promote and encourage research directed toward the 
treatment, prevention and cure for psoriasis. 

For more information contact: 
Judy Misner, 
The Psoriasis Society of Nova Scotia, 
168 Harlinqton Crescent, 
Halifax, N.S. 
B3M 3Nl 
Phone 443-8680 
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Current Topics in Community Health 
Selected by: Dr. Karim H. Kurji 
Department of Community Health & Epidemiology 
Dalhousie University, Halifax, N.S. 

A FOCUS ON MENTAL HEALTH 

The Hon. Jake Epp, Minister of National Health and 
Welfare has released a document entitled Mental Health 
for Canadians: Striking a Balance. The document 
introduces a broad definition of mental health, proposes 
a set of guiding principles in the development of mental­
health~related policies and programs and puts forward 
strateg~es for the promotion, protection and restoration 
of mental health. 

He urges us. to think of health as a collective experience 
that reqmres mteraction with the wider environment -
the physical, social, cultural, regulatory and economic 
conditions that impinge upon our everyday lives. He 
calls for a broad positive concept of mental health a 
critical examination of how resources are allocated ;he 
provision of s~fficient and appropriate care for pe;sons 
with mental disorders, the promotion of mental health 
and prev~ntion of mental illness, while simultaneously 
mamtammg the commitment to the treatment of mental 
disorders. 

The lack of a widely accepted definition of mental 
health is acknowledged as is the fact that most of the 
services, programs and laws are orientated towards 
dealing with mental disorder. Current concepts of mental 
hea_lth reflect a number themes - psychological and 
sooal harmony and integration, quality of life and 
gene~al well-being, self-actualization and growth, 
effecuve personal adaptation, and the mutual influences 
of the individual, the group and the environment. 

Mental health, as described by the World Health 
Organization is an "inner experience linked to interper­
sonal group experience". Mental life may be spoken of as 
a combined expe~ience of three kinds - cognitive, 
affective and relational. Accordingly, an "interactive" 
definition of mental health has been developed: "Mental 
health is the capacity of the individual, the group and the 
environment to interact with one another in ways that 
promote subjective well-being, the optimal development 
and use of mental abilities (cognitive, affective, and 
relatwnal), the achievement of individual and collective 
goals consistent with justice and the attainment and 
preservation of conditions of fundamental equality." In 
the new definition, individual strengths, collective 
energies, and environmental resources interact to produce 
mental health. The distinction between "mental 
disorder" and "mental health problem" is elaborated 
upon. Mental disorder may be regarded as one of several 
possible obstacles to this process, other possible obstacles 
being physical illness, poverty or discriminatory social 
attitudes. 

That a person with a mental disorder may still enjoy a 
considerable degree of mental health is underlined, with 
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factors enhancing this being adequate shelter and 
income, a nurturing, accepting setting that supports 
personal growth and development, and opportunities to 
have meaningful social roles. 

The preceding document, Achieving Health for All 
proposed a framework for Health Promotion built 
around three challenges - reducing inequities, increas­
mg prevention and enhancing coping. If progress is to be 
made in reducing inequities, it is argued that a better 
understanding of the distribution, causes the risk factors 
associated with common mental disorders and mental 
health problems needs to be developed. In particular, the 
body of knowledge concerning the nature and causes of 
g~ mental health has to be expanded. As inequities are 
ehm~nated, people's empowerment grows. This might be 
faohtated by encouraging involvement in mutual-aid 
community development and other grass-roots processe~ 
that enable people to work collectively to identify and 
deal with common concerns. 

The notion of increasing prevention is put forward but 
referred to rather disappointingly as being not well 
developed and a subject of some controversy. 

The seven guiding principles discussed deal with a 
range of . concerns - human rights and citizenship, 
mutual aid and voluntary service, consumer participa­
uon, pro~e~sional participation, the strengthening of 
commumues, knowledge development and policy 
coordmauon. 

In conclusion, the hope is that the ideas presented in 
the document would help organizations define more 
precisely the protection and promotion of mental health 
and the shaping of comprehensive and coordinated 
responses. 

In many ways, this document has been overshadowed 
by its predecessor - Achieving Health for All: A 
Framework for Health Promotion. As such, little that 
was not formerly known has been said. The focus on 
me~~~ health is welcomed but there is a growing body of 
critiCISm agamst the production of yet another docu­
ment. As one participant at a conference on Health 
Promotion in Halifax remarked: "When all is said and 
done, more was said than done". 

Source: The Hon. Jake Epp, Minister of National Health & Welfare: 
Mental Health for Canadians: Striking a Balance. Health & 
Welfare Canada, Ottawa, 1988. 

The Editor wo~ld like to note the change in this column, our 
usual_Commun~ty Health person is leaving the area to take up 
a postllon as Duector of the Caribbean Epidemiology Centre 
(PAAO) in Trinidad. Dr. Frank White's column has been a part 
of the Journal since February 1983, and he has our 
appreciation and good wishes in future endeavours. D 
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Pictorial Highlights 
I 35th Annual Meeting 

The Medical Society's newest Senior Members received their 
citations at the !35th Annual Meeting. Here, left to right are 
Drs. ].F. Woodbury, A.M. Clark, J.M. Tha Din and N.J. 
MacLean. 

Dr. G.W. Thomas of Mabou (left) received his 
CMA Senior Member Citation from Dr. John 
O'Brien-Bell, President of the Canadian Medi­
cal Association. Dr. O'Brien-Bell also presented 
a Citation to Dr. Helen Holden on behalf of her 
late husband Dr.].]. Quinlan. 

Dr. Vincent P. Audain, shown here with the 
Chain of Office, was installed as President of 
the Medical Society to succeed Dr. Douglas 
Henshaw. 
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As one of his final duties as President, Dr. Douglas Henshaw 
paid tribute to the soon- to-retire Executive Director of The 
Medical Society. Dr. Henshaw presented an oil painting on 
behalf of the membership. Left to right are: Dr. and Mrs. 
Henshaw with Mr. and Mrs. Doug Peacocke. 
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Mr. Douglas D. Peacocke 

HONORARY MEMBER 
The Medical Society of Nova Scotia 

Douglas Dennison Peacocke was awarded Honor­
ary Membership in The Medical Society of Nova Scotia on 
November 25, 1988. It marked the first such presentation in 
twenty years, but more importantly, it was the frrst Honorary 
Membership ever awarded to a layman. 

The honour followed the unanimous support of The 
Executive Committee on a motion by Dr. Vince Audain, the 
then President-Elect In making his motion, Dr. Audain noted 
that Honorary Membership could be awarded for "signal 
service to this Society", and there is not a soul who would 
question the service Doug Peacocke has given to The Medical 
Society of Nova Scotia. 

In presenting the Certificate of Honorary Member­
ship, Dr. Douglas Henshaw said, "With it comes the respect 
and love of the thousands of doctors you have served in the 
past twenty years". The Society President noted, ''Every 
Nova Scotian physician, every Nova Scotian Minister of 
Health, and indeed, every Nova Scotian owes him a debt of 
gratitude." 

Doug Peacocke arrived on The Society's doorstep in 
1968. He was fresh from the Royal Canadian Navy, a Lieuten­
ant Commander, Retired. 

He had that certain military air about him that 
instantly led everyone to call him Mr. Peacocke. To this day, 
his staff would never consider calling him anything but 
MISTER Peacocke. Similarly, they could not even consider 
anyone else who could generate more respect, loyalty or 
admiration. He is MISTER because he commands respect, 
yet he is a friend to each and every member of his staff. 

That enduring respect was evident when a guest 
from Doug's past attended the recent Annual Meeting. 
Admiral R.H. (Bob) Falls, a former Chief of Defence Staff 
and one of Doug's military superiors, spoke at the President's 
banquet 

Admiral Falls recounted aspects of Doug's military 
career. It was quite evident that the Admiral was indeed proud 
of his association with Doug Peacocke. He suggested, quite 
rightly, that The Medical Society had chosen well when it 
hired Mr. Peacocke. 

The Admiral left out one salient detail. He failed to 
note Doug's early involvement with medicine. While he did 
tell us that Doug had crashed a plane into Nova Scotia's 
Whites Lake, suffering a broken back, but he left out the 
details that followed. For instance, during his recovery and 
subsequent posting aboard the aircraft carrier HMCS Mag-
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niflcent, Doug spent a great deal of time playing bridge. His 
main partner was Surgeon Lieutenant! oseph Cyr, also known 
as Waldo Ferdinand Demara, or better known as ''The Great 
Imposter". Doug admits to spending a lot of time with 
Demara, but he has never confessed to having the Surgeon 
Lieutenant as his personal physician. 

Nova Scotia's Minister of Health and Fitness was 
also on hand for the Annual Meeting. Joel Matheson made a 
presentation on behalf of the Government saying that he 
spoke for the numerous Health Ministers who came before, 
during the tenure of Doug Peacocke. He noted the degree of 
cooperation between The Society and Government and he 
gave much of the credit for that to the advice and guidance 
offered over the years by Doug. 

Doug Peacocke has made his presence felt across the 
country. Presentations were made to him throughout the year 
as he attended various divisional meetings. At each event, 
including the CMA Annual Meeting in Vancouver last Au­
gust, organizers took time outto pay tribute to his contribution 
to organized medicine. 

At the end of January, 1989, the second of two 
outstanding careers will come to an end. The tribute was paid 
at the Annual Meeting but the impact of his presence in The 
Medical Society will be felt for many years to come. In a 
sense, Doug Peacocke has set the standard for all The 
Society's Executive Directors who follow. 

As The President described, Honorary Membership 
in The Medical Society of Nova Scotia is the highest honour 
The Society can bestow. It has come to a rare few, and perhaps 
none more deserving than Doug Peacocke. 0 

DECEMBER 1988 



SENIOR MEMBERSHIP CITATIONS 
THE MEDICAL SOCIETY OF NOVA SCOTIA 

Dr. Joan Tha Din 
Dr. Joan Tha Din was born in Rangoon, Burma, 

part of the British Empire on November II, 1919, an 
Eurasian of Christian parentage, whose father worked 
in the Burma Civil Service. Thus, she grew up versed 
in Western Christian culture, yet living in a land 
predominantly Buddhist in religion and culture. Few 
women then went on for higher studies, the majority 
getting married soon after completing their schooling; 
college female freshers consisted only of about 5 to 10 
percent of the total student body. On entering 
University College, Rangoon, and later Rangoon 
Medical College, she grew to appreciate the Buddhist 
culture and way of life was exemplified by her fellow 
College mates - you might say living in a sphere of 
two religious cultures and appreciating the good in 
both. 

The Second World War saw great changes in her 
life. She had fled to India and completed her final year 
in Medicine as an evacuee at Lucknow University 
Medical College. Having spoken three languages as a 
child - Burmese, English and Hindustani - learn­
ing the finer elements of Hindustani for dealing with 
patients was not too difficult. What was a bit harder 
was completing a two-year course in Ophthalmology 
including refraction and surgical procedures, that was 
included and essential in the Lucknow University 
M.B.B.S. degree program. 

Following tenures of House Surgeonships at Queen 
Mary's Obstetrical Hospital in Lucknow and a year­
and-a-half stint at the Dufferin Hospital in Calcutta, 
Bengal, India (where she again had the problem of 
mastering yet another language - Bengali - in order 
to converse with patients), Dr. Tha Din got married 
and returned to her homeland, Burma, in 1946 when 
the war ended. 

Dr. Tha Din had chosen Pathology to work in; and 
following a year at Rangoon Medical College Pathol­
ogy Department, she set out on a Burma State 
Scholarship to England for further studies in Bacteri­
ology and Pathology. 

Dr. Tha Din obtained her post-graduate Diploma in 
Bacteriology from Manchester University, England, 
studied the production of bulk vaccines for a few 
months at the Wright Fleming Institute in London, 
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England, and then went to Dublin, Ireland, for her 
M.R.C.P. (Pathology), being attached there to the 
Pathology Department of the Royal College of 
Surgeons, Dublin. 

On returning to Burma in 1950, Dr. Tha Din joined 
the Burma Government Medical Service, first working • 
at the Pathology Department of the Rangoon General 
Hospital, _and then as a Bacteriologist in the joint 
World Health Organization/ Burma Government 
Tuberculosis project. Here she remained until 1963 
when she and her husband fled from Burma following 
a Military Coup in 1962. 

In 1966 Dr. Tha Din and her family emigrated to 
Canada, her late husband being taken on as a 
Radiologist at Colchester Hospital in Truro. 

In 1972 she attended a post-graduate course for the 
Diploma in Ophthalmology at Moorfield Hospital, 
London University, England and since 1973 Dr. Tha 
Din has been working a practice in Medical Ophthal­
mology and is an Associate Member of the Atlantic 
Provinces Ophthalmological Society. 

What has impressed Dr. Tha Din most in her 
lifetime of work on three Continents is the amazing 
influence of the emergent sulpha drugs and later 
fungal antibiotics, the change from composing 
medical potions to prescribing commercial medical 
tablets and fluids, and the astounding up-grading of 
anesthesia, surgery and immunology. Tropical 
diseases like Typhoid and Bacillary Dysentery were 
conquered, so also Syphilis. Leprosy was on hold; and 
in the West, cancers, genetic and cardiac illnesses are 
being beaten. 

Dr. F. J. Carpenter, 
Representing Colchester/ East Hams Branch Society 

Dr. Alexander MacD. Clark 
Alexander (Sandy) MacDonald Clark was born in 

England near Birmingham in 1922. He qualified at 
the University of Birmingham in 1947 after three years 
of hospital residencies. He then did two years in the 
Royal Army Medical Corps, and went into Family 
Practice in the English Lake District. In 1953 he was a 
Founder Associate of the Royal College of General 
Practitioners, and subsequently received his member­
ship in the Royal College of General Practice. 

In 1966 he emigrated to Canada and took a single 
handed practice in Pubnico. His wife died fifteen 
months after he came there, but he stayed and raised 
his three children. His son, John, is now in the 
anesthesia department of Dalhousie, and a daughter, 
Jill, in Australia, he finds time to visit eyery two years. 
His other daughter, Sara, is in Alberta and he visits 
yearly. 

He represented the Western Branch on the Execu­
tive of the Nova Scotia Medical Society, is a past 
president of the Western Branch, and was also Officer 
at large of the Medical Society for one year. He is a 
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Founder Member of the Pubnico area Lions Club and 
still actively involved in that organization. In 1978 he 
was appointed a Serving Brother of the Order of St. 
John's, for services rendered in the St. John Ambu­
lance Association. 

Sandy has a large group of cystic fibrosis families in 
his practice, and is always available to them for any 
problems that he can solve, or for liaison with the 
IWK. He has spoken many times at their functions, 
and they consider him a good friend. 

Sandy still can be seen every morning at the 
Yarmouth Hospital either seeing his in-patients, 
assisting at surgery or doing one of his many 
obstetrical deliveries, which he has kept up. 

The Western Branch takes great pride in presenting 
Dr. Sandy Clark for admission into the senior 
membership of the Medical Society of Nova Scotia. 

Dr. W. M. Gorman, 
President, Western Branch Society 

Dr. Norman}. MacLean 
Dr. N. ]. MacLean was born in Port Hawkesbury in 

1920. He was educated at St. Francis Xavier and 
graduated in 1941, cum laude. He just missed magna 
cum laude because he was not able to take his final 
exams, he caught the measles, probably got them from 
his brother Bernie, who was only six years old at the time. 

Jim went on to medical school, graduating from 
Dalhousie in 1945. He spent a year at Sheet Harbour -
1945-46. He then had two years post graduate training in 
surgery in St. Vincent's Hospital, Worsester, Mass. from 
1946-48. 

Following this training he returned to Inverness 
County where he has remained the senior physician at 
Inverness since 1948, to the present time. Dr. MacLean 
was elected to the provincial legislature in 1963 where he · 
served until 1974 and was re-elected again in 1984, 
retiring at the end of this past term. 

Dr. Jim, as he is affectionately known in Cape Breton 
has served the people of Inverness County during his life 
time under many hardships and difficult circumstances 
in that remote part of Cape Breton. Besides attending in 
the legislative assembly, he found time to be President of 
the Surgical Society and served on the Provincial Medical 
Board. 

Jim is married to Dorothy "Tobey" Tobin. They had 
four children. I take great pleasure in presenting him for 
Senior Membership in the Medical Society of Nova 
Scotia. 

Dr. G. W. Thomas, 
Representing Inverness/ Victoria Branch Society 

Dr. John F.L. Woodbury 
It is a privilege to put forward the name of Dr. Jack 

Woodbury for Senior Membership in The Medical 
Society of Nova Scotia. 
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Although a Nova Scotian who can trace family 
roots in the Province back to about 1750, Dr. 
Woodbury was born in London, England. A 1943 
Dalhousie University medical graduate, he acquired 
his postgraduate training in the Canadian Army and 
became a Captain in The Royal Canadian Army 
Medical Corps, assuming the duties of trainee 
specialist in medicine at The Halifax Military 
Hospital. 

Following his army career, Dr. Woodbury spent five 
years in general practice in Halifax, soon becoming 
interested in rheumatology. He is Professor of 
Medicine at Dalhousie University and has served as 
Chief of Service, Rheumatology, at Victoria General 
Hospital, Director of the Dalhousie Rheumatic 
Diseases Unit, Consultant Rheumatologist to The 
Dalhousie University Teaching Hospital , and a 
member of The Medical and Scientific Committee of 
The Canadian Arthritis and Rheumatism Society. 

He started an Arthritis Outpatient Clinic at the 
Victoria General Hospital and organized a team 
approach including nurses, physiotherapists, occupa­
tional therapists and social workers. Through his 
efforts the discipline of arthritis management began to 
emerge in this province and in this region. 

For twenty years, he was a member of The Nova 
Scotia Rehabilitation Council, working tirelessly for 
the establishment of a rehabilitation centre. He is also 
a Past President of The Canadian Rheumatism 
Association, a former Chairman of the Executive and 
a Past President of The Medical Society of Nova 
Scotia. 

Jack is married to the former Mary Johnson and 
they have three children, Susan, Gail, and Frank -
All of these individuals are very successful in their 
own right. 

Dr. Woodbury's interests extend far beyond medi­
cine. He has a consuming interest in gardening, 
fishing, and photography. The historic Milford 
House in Annapolis County and its successful 
preservation can be traced to the influence and 
managerial skills of this man. 

Dr. Woodbury is respected for his work involving 
the investigation of lung disease in our miners -
heading a government policy in the field of Work­
mans Compensation of Pneumoconiosis. 

His medical publications are many and respected. 
He has obtained respect from his colleagues as a 
superb clinician and from students of many levels as 
an educator. He has done his share and more within 
our Medical Society and his wisdom and council are 
still regularly sought. 

Above all this we see a strong family man, a model 
for each of us. 

Tonight we honour our distinguished colleague 
who embodies a philosophy of fostering health and 
eliminating disease while at the same time, educating 
undergraduates as well as those dedicated to speciality 
practice. 
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Thus it is with great pride that as President of The 
Halifax Medical Society I put forth the name of Dr. 
Jack Woodbury for Senior Membership in The 
Medical Society of Nova Scotia. 

Dr. A. H. Murray, 
President, Halifax Branch Society 

SENIOR MEMBERSHIP CITATIONS 
THE CANADIAN MEDICAL ASSOCIATION 

Dr. Gordon Waddell Thomas 
The medical career of Dr. Gordon Thomas began at 

McGill but reached fruition in the operating rooms 
and classrooms of Eastern Canada. In fact, apart from 
wartime service, periods of postgraduate training that 
took him as far away as Sweden, and a brief stint as a 
teacher in Toronto, his entire career was spent as a 
surgeon and teacher in Newfoundland and Nova 
Scotia. 

Gordon Waddell Thomas was born in Ottawa, 
Ontario, on December 28, 1919, but he was educated in 
Montreal. He completed his Bachelor of Arts degree, 
in honours economics and sociology, at McGill before 
graduating with his medical degree in 1943. Dr. 
Thomas served in the Royal Canadian Army Medical 
Corps during the Second World War, and upon his 
release from the service in 1946 he joined the 
International Grenfell Association as a medical officer 
and surgeon in St. Anthony, on the northern tip of 
Newfoundland. 

He became surgeon-in-charge at St. Anthony 
Hospital in 1950 and took on the added duties of 
acting superintendent at the hospital in 1959. From 
1962 to 1979 he was surgeon-in-chief and executive 
director of the International Grenfell Association, 
which delivered medical services to isolated parts of 
Newfoundland and Labrador. 

His teaching career began in 1961, when he was 
appointed a teaching fellow in cardiovascular surgery 
at the University of Toronto. He return to Newfound­
land in 1962, and began a lengthy association with 
Dalhousie University in Halifax, Nova Scotia, in 
1966-67, when he held the appointment of clinical 
assistant in paediatric surgery. From 1968 to 1979 he 
was a lecturer in Dalhousie's School for Outpost 
Nursing. Dr. Thomas was also well known to medical 
students at Memorial University in St. John's, 
Newfoundland, where he was a clinical professor of 
surgery from 1972 to 1979. He is currently a staff 
surgeon at Nova Scotia's Inverness Consolidated 
Memorial Hospital and a consulting surgeon at 
Sacred Heart Hospital in Cheticamp, Nova Scotia. 

He became a member of the Council of the Royal 
College of Physicians and Surgeons of Canada in 1974 
and served on its executive from 1978 to 1980. He also 
served as chairman of the college's Ethics Committee. 
He was a governor of the American College of 
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Surgeons from 1972 to 1987 and has served on the 
executive of the Nova Scotia Medical Society since 
1984. He became a member of the Provincial Medical 
Board of Nova Scotia the same year. 

The author of numerous papers, mainly on surgery 
for pulmonary tuberculosis in CMA] and the New 
England Journal of Medicine, and of a book, From 
Sled to Satellite, Dr. Thomas has received numerous 
honours and awards. He was appointed an officer of 
the Order of Canada in 1970, and the high esteem in · 
which he is held by the medical profession was shown 
when he received the Canadian Medical Association's 
F.N.G. Starr Award, which is presented for an 
"outstanding contribution" to science, fine arts or 
nonmedical literature or for, among other things, 
improving medical service in Canada. He has also 
been awarded honorary degrees by Memorial and 
Dalhousie universities and received the Royal Bank 
Award in 1977. 

Dr. Thomas, who maintains an interest in flying, 
fishing and beekeeping, married in 1944. He and his 
wife, Thora, have two daughters and a son. 

Dr. John James Quinlan 
Dr. John Quinlan was born in Newfoundland but 

has spent his entire medical career in Nova Scotia. It is 
perhaps appropriate that this thoracic surgeon, who 
in 1940 suffered a bout of pulmonary tuberculosis that 
made him ineligible for wartime service with the 
medical corps, would devote his career to the treat­
ment of chest disease. 

John James Quinlan was born in Holyrood, 
Newfoundland, on February 18, 1917. After complet­
ing his early education in Grand Falls and St. John's, 
Newfoundland, he entered medical school at Dal­
housie University in Halifax, graduating in 1941. 
From 1941 to 1948 he was resident surgeon at the Nova 
Scotia Sanatorium in Kentville, where he trained 
under Dr. V.D. Schaffner. 

Dr. Quinlan, who received his certification in 
thoracic surgery from the Royal College of Physicians 
and Surgeons of Canada in 1953, was thoracic surgeon 
at the sanatorium and at Blanchard-Fraser Memorial 
Hospital in Kentville from 1948 to 1975. He then 
served as thoracic surgeon and chief_ of staff at Valley 
Health Services Association Hospital from 1975 to 
1982, and is currently consultant thoracic surgeon 
there. His lengthy surgical career has provided him 
with extensive experience in all thoracic surgical 
procedures, both diagnostic and therapeutic. 

A Fellow of the Royal College of Physicians and 
Surgeons of Canada since 1972, Dr. Quinlan has 
played an active role in medical organizations in 
Canada and the United States. A Fellow of the 
American College of Chest Physicians since 1947, he 
was governor of the eastern provinces from 1949 to 
1970. He is currently a senior member of the American 
Association for Thoracic Surgery and has belonged to 
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the American Thoracic Society since 1944. He was a 
member of Nova Scotia's Provincial Medical Board 
from 1977 to 1982, serving as board president during 
his final year. His longest relationship with any 
medical organization is with the Medical Society of 
Nova Scotia, which he joined in 1943. He chaired the 
society's surgical section in 1974-75. Locally, he was 
president of the Valley Medical Society for two terms. 

Dr. Quinlan and his wife, Dr. Helen Holden, were 
married in 1947. His main interests outside medicine 
include curling, fishing and reading. He has a very 
extensive personal library. 

Editor's Note: Dr. Quinlan died July 12, 1988. 
0 

OBITUARY 

Dr. Maxwell D. Brennan, (80) of Dartmouth, N.S. 
died on October 25, 1988. Born in Dartmouth, he 
received his medical degree in Edinburgh in 1937. He 
established the Dartmouth Medical Centre and was 
instrumental in establishing the Dartmouth Emergency 
Centre, Dartmouth General Hospital and an alcohol 
and drug treatment centre at the Nova Scotia Hospital. 
He was part of the surgery staff at the Halifax Infirmary 
and Victoria General Hospitals and sat on the board of 
the Nova Scotia Commission on Drug Dependency and 
the Provincial Medical Board of Nova Scotia. He was a 
senior member of The Medical Society of Nova Scotia 
and the Canadian Medical Association. He is survived 
by his wife, two daughters and two sons. The journal 
extends sincere sympathy to his wife and family. 
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