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head was not easily distinguished. Its movements were quite active. A
similiar speeimen was removed from a small subecutaneous soft mass that had
rather suddenly appeared on the back of a patient. There was no pain or
discomfort and the mass disappeared as soon as the parasite was removed.
The third such that I encountered made an even more dramatic appearance
being extracted from beneath the conjunctiva. The life history of the Spar-
ganum is unknown although many eases have been reported in the Orient. i

Congenital Defects

A girl eighteen years of age gave a history of having had a slight leakage
of urine ever since infancy. The bladder functioned normally with perfect
control but her clothing was constantly damp. Several doctors whom she had
consulted could find no cause for the condition. Finally a member of her
family with no medical training whatever, using two bent spoons as specula,
made a vaginal examination and saw a small opening on the anterior wall
from which urine trickled. This I was able to confirm. There was no irrit-
ation of mucous membrane or skin. The patient refused further investigation.

On looking up the literature when I had access to a medical library, I
found that up to that time there had been only twenty-two cases of aberrant
ureter opening into the vagina reported.

A six year old boy with local gigantism of the right leg was brought because
the limb was so heavy and so much longer than the normal leg that walking
was impossible. The great toe which was about half the size of the normal
foot projected laterally and somewhat backward from the middle of the inner
border of the foot. The other four toes were rudimentary, the fifth being on
the lateral border of the foot opposite the great toe. It is unfortunate that we
did not have an x-ray apparatus at the time. Disarticulation of the foot
through the tarsus and the wearing on the opposite foot of a special shoe with
raised sole and heel enabled the child to walk. Since it is believed that an
amputated part must be buried in the same grave with the rest of the body
lest the person be a eripple in the next world also, the foot was taken away and
we were not able to examine it by dissection. It would have been interesting
to know the end result but we were not able to keep in touch with the family.

An attractive looking girl when viewed from one side was found to have
on the other side of her face, extending from scalp to neck and from the mid-
line to the ear, black rough skin presenting a corrugated appearance like
that of a dog’s nose. To make matters worse this was covered with coarse
black hair as long and thick as a rat's fur with here and there long stiff hairs.
The skin seemed thicker than usual but there was no puffiness as is often seen
over an extensive naevus, and no sign of abnormal blood vessels. Apart
from this horrible blemish the girl was perfectly normal and seemed to have
achieved an exeellent adjustment to a severe handicap.

A Remarkable Tumor

A man of about thirty-five years of age presented himself with a sloughing
bleeding tumor six inches in diameter with hard rolled margins raised an inch
above the surface of the sealp. The patient was pale and weak from pain,
loss of blood, and sepsis, while the edor was almost unendurable.

On removing the mass much of it was found to be soft friable tissue that
could be easily curetted away. The periosteum had been destroyed leaving
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the outer table of the skull bare. Several holes had been eroded completely
through both tables exposing the brain beneath which eould be seen and felt
pulsating synchronously with the heart. The prognosis did not look hopeful.

The pathologist reported the tumor to be malignant.

Pain and bleeding stopped, the odor disappeared, the wound began to
_granulate, and the general condition of the patient improved greatly. When
epithelium began to grow along the margins of the bare area skin grafts were
applied, most of them took, and the patient left for his home in Manchuria
with the greater part of the raw surface covered with new epithelium.

Ten years later he reappeared in almost exactly the same condition as
on the former oceasion. The wound had never entirely healed but he had
carried on his usual work in good health for several years until the mass once
more increased in size and broke down.

At operation the same openings in the skull were seen and the fingers
again palpated the underlying brain. There seemed to have been no further
involvement of skull or brain and there was no impairment of the central
nervous system. The results this time was similiar to those formerly secured.

The patient was advised not to wait so long if the tumor began to give
trouble but to go to a certain hospital in Manchuria much nearer his home.
I learned later from the surgeon there that he had come on two ocecasions and
had sloughing tissue removed.

A woman with a chondroma of the hard palate that had been present for
years presented herself for treatment. The mass filled her mouth so that she
could not eat, speak, nor close her lips. She had lived for some time on fluids
poured in carefully past the mass. The tumor was attached by a short pedicle
which was easily severed by a pair of curved scissors. A very happy woman,
enjoyed a meal of solid food and returned home the same day to tell the tale.

Such were some of the experiences that made medical practice in Korea
an interesting adventure.



Scurvy
A Review of the Subject With a Presentation of Six Cases*
James WiLson
(Interne, Halifax Children’s Hospital)

N view of the relative increase in the number of cases of seurvy seen at

this hospital recently, and the frequency with which it has been misdiag-
nosed, it has been considered worthwhile to review the subject with a pre-
sentation of six cases, among which one death occurred.

Scurvy in this provinee is generally considered to be a disease which is
not as common as it was a few years ago. Apparently this is not so, and this
is unfortunate as it reflects a degree of ignorance on the part of the popula-
tion, and a failure on the part of the medical profession to carry out proper
preventive measures.

Scurvy is more commonly seen in infants, but does occur in adults who
_suffer from dietary deficiencies, sometimes referred to as ‘‘bachelor’s disease.”
It must also be realized that latent scurvy with its milder symptoms is fre-
quently found, if looked for, although most of these cases cure themselves and
are not diagnosed, as a result of the natural increase in diet which normally
oceurs as the child grows older. The infantile form of scurvy, or so-called
Moller-Barlow’s disease, is the one that will be considered more particularly
in this paper.

The etiology, of course, is pr:ma.nly a deficiency of Vitamin C (i.e.,
ascorbic acid), hence it is worthwhile to review the physiology and b10chem-
istry of Vitamin C. Man, unlike eertain animals, is unable to synthesize as-
corbic acid, and is therefore wholly dependent on his intake (of vitamin C).
The exact role of vitamin C in the physiology of the body has not been fully
determined. It is thought to be a part of the oxydase enzyme systems. Its
main function is the regulation of the colloid condition of intercellular sub-
stances, and it also plays a role in the normal metabolism of protein and amino
acids. A deficiency, therefore, affects the collagen of all fibrous tissue strue-
tures, matrices of bone, dentin and cartilage, and all non-epithelial cement
substances, including that of vascular endothelium. There are indications
that it is related to complement and thus has an immunological effect.!

Vitamin C is absorbed from the gastro-intestinal tract and its absorption
is interfered with in diarrhoea. It is found distributed in all parts of the body
but is in relatively greater concentration in glandular tissue. Plasma levels
vary widely; 1-2 mgm. 9, indicate complete saturation of the tissues, while
levels above 0.6 mgm. 9%, suggest a satisfactory state of vitamin C nutrition.
Levels below 0.3 mgm. 9 suggest 1na.dequa,t(, intake, whereas in well-devel-
oped, clinical scurvy the plasma level 1s usually 0. The tissue contfent is
usually higher, and evidence is had that there is storage of vitamin C in the
body.

Clinical seurvy is never seen uinder 6-8 months of age, although latent
scurvy can be detected much earlier. It becomes apparent in an infant only

*These cases were seen in the wards of the Halifax Children's Hospital. I wish toexpress

Ji mtitude to Dr. M. J. Carney and Dr. G. B. Wiswell for rendering the clinical material avail-
able, and for their valued advice in preparlng thls paper.
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after three months on a vitamin C deficient diet. It has been shown experi-
mentally in humans that low plasma levels can exist for months without any
signs developing and with no impairment of optimal health.? When, how-
ever, the vitamin C content of the tissues begins to fall, elinical securvy appears.

Excretion is via the kidney. It is a threshold substance with a critical
level of excretion in the vieinity of 1.4 mgm. per 100 ce. of plasma. In levels
above the threshold, it is excreted in large amounts, hence large doses give
little rise in the plasma levels unless a deficiency exists, in which case there is
little excretion until the tissues are saturated. Renal damage causes a low-
ered renal threshold. The threshold is also lowered furing infections, as a
result of increased utilization.

Various figures are given as to the daily vitamin C requirements. Opti-
mum amounts are 30 mgm. per day for artificially fed infants, 50-75 mgm.
per day for children, 75-90 mgm. per day for adolescents, 70-75 mgm. per
day for adults, 100 mgm. per day during pregnancy, and 150 mgm. per day
during lactation. A daily intake of 25 mgm. for adults may be adequate,
but is insufficient to meet emergencies, as in febrile diseases.?

Vitamin C is readily oxidized in aqueous solutions. The destruction is

accelerated in alkaline solutions and by heating. Copper acts as a catalyst

and contributes to the destruction. These factors, when forgotten, play an
important role in the production of scurvy. The citrus fruits, tomatoes, berries
and cabbage are rich sources of vitamin C; leafy vegetables, apples, bananas,
potatoes, green peas are fair sources. The vitamin C content of fresh fruit
varies from season to season and increases as the fruit ripens. A portion is
lost during storage. Proper eanning does not materially reduce the content
of juices, but there is a loss in canned vegetables. Milk is a poor source.
Human milk contains 4.7 mgm. % but cow’s milk contains only one-third
of this amount. The ascorbic acid content of orange juice is fairly constant,
being 0.5 mgm. per ce.

The pathological changes are due to the inability of the tissues of mesen-
chymal origin to produce intercellular substances. Lack of intercellular
cement of the vascular endothelium results in haemorrhages oceurring at sites
of stress due to motion, growth, injury or infection. The pathological changes
in the bones are of special interest because they make possible an understand=
ing of the roentgenographic changes in seurvy. Deficiency of intercellular
substance is manifest in the growing bone by lack of matrix or ostroid tissue
at the diaphysis proximal to the zone of preparatory ealcification, giving the
X-ray appearance of diminished density or rarefaction. This predisposes to
fracture and epiphyseal slipping. At the same time cessation of growth permits
an intensification of calcification at the zone of preparatory calcification at the
epiphyseal end of the long bones and at the periphery of the epiphyseal centres
of ossification—the “white line of scurvy.” Thinning of the cortex and trabe-
culae give the shaft a ground glass appearance. Reabsorption of the alveolar
processes results in a loosening of the teeth. Degenerative changes oceur in
other organs: the heart and liver show fatty infiltration, there is degeneration
of the skeletal musculature and atrophy of the testicles. Anaemia and scurvy
need not co-exist.*

The clinical picture presents an insidious onset over a period of months,
with loss of appetite, inereased irritability, defective development, and diminu-
tion or absence of weight increase. A history will be elicited that the child
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did not have vitamin C in its diet, particularly in infants of the poorer classes.
Often, however, particularly in the better class of parents, it will be found
that the child has received orange juice. In such cases it is important to
inquire carefully as to the manner in which it was given, and how often, and
in what quantities it was given. Occasionally it is found that sodium bicar-
bonate is added to the orange juice and the mixture heated before feeding,
or that the orange juice was added to the milk before it was heated. Any
fruit juice so prepared loses practically all of its anti-scorbutic value. Some
infants dislike the taste of fruit juices and refuse them persistently. The
quantity given may be deficient. Or, if breast fed, it may be found that the
mother's diet is deficient in vitamin C. In other cases with an apparently
adequate intake, infection, chronie gastro-intestinal disturbances or renal
lesions may be the underlying cause of a deficiency.

As the disease progresses, haemorrhagic tendencies make their appear-
ance, often appearing first as petechiae about the hair follicles on the legs.
Ecchymosis appears in areas subject to pressure or trauma, particularly on
the shins. There may be haemorrhages into any of the serous cavities or
mucosal surfaces. Microscopiec haematuria is almost a constant feature, while
gross haematuria and malaena are oceasionally seen in the more severe cases.
Orbital haemorrhage, producing exophthalmos is rare, but was recently seen
in one of our cases. Changes in the gums are most marked when the teeth
are erupted. The gums become spongy, are bluish purple, and bleed readily.
Often there is a marked gingivitis.

A general tenderness is early noticeable, and is particularly marked about
the lower extremities. This pain and tenderness causes the child to be very
apprehensive, and this is noticed in the facial expression. The child will often
begin to ery merely on the approach of the examiner. Movement of the legs
is extremely painful and will give rise to a ‘‘sereeching’ type of ery. The
pain results in a pseudo-paralysis, and the legs assume a characteristic “frog
position,” which consists of semi-flexion of the hips and knees while the hips
are rotated outward. An edematous swelling appears first on the thighs,
then on the legs, and may give the erroneous appearance of a well-nourished
child. Sub-periosteal haemorrhages occur only when the involvement of the
bone has reached an advanced stage. The changes in the bone predispose to
fracture and epiphyseal slipping. There may be marked rosary and depression
of the sternum. The angulation of the ‘‘scorbutic beads’ is usually sharper
than that in rachitie rosary, since it is produced by a subluxation at the costo-
chondral junetion. There is enlargement of the heart, particularly of the
right ventricle. Murmurs may be heard at the base, and the pulse is irreg-
ular and feeble. There is a tendency toward failure of renal function with
oliguria and albuminuria. A low grade fever with a degree of anaemia and
normal white count are present. Usually, however, the lowered resistance
results in secondary infection.

_ The diagnosis is based on the history of a vitamin C deficiency, the eclin-
lcal picture of retarded development, apprehensiveness, pseudo-paralysis,
edematous swellings, echymosis, extreme tenderness of the joints, the appear-
ance of the gums, and the scorbutic rosary. The X-ray appearance is char-
acteristic. It is most marked and develops first in the knee, then the shoulder,
ankle, wrist, hip and elbow are involved in that order. The white line of
well-calcified cartilage is seen at the metaphysis and about the epiphyseal
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centres of ossification, which have a ground-glass appearance. Under the white
line at the metaphysis is a zone of rarefaction. In active scurvy the subperio-
steal haemorrhages are not visible but during healing become calcified and pres-
ent a striking dumbbell appearance. Years later oval, definitely cireumseribed
areas of rarefaction may be seen in the interior of the epiphyseal centres of
ossification and are always bilateral.®

Various laboratory tests are based on the low plasma levels, and low or
absent urinary exeretion with subsequent levels following the intramuseular
or intravenous administration of a single large dose of ascorbie acid. In
clinical scurvy, there is little or no rise in the plasma level after four hours,
and no increase in the exeretion in twenty-four hours. At the time these
cases were admitted to hospital laboratory facilities were not available to
carry out these tests, but have recently been made available.

The appearance of a fully developed case of scurvy is typical and should
never present a problem in diagnosis, particularly if the condition is kept in
mind. However, if it is not thought of, it produces a confusing picture. In
the earlier stages the diagnosis is more difficult but should not present any
great problem. In such cases the therapeutie test is of great value. In atypiecal
cases acute arthritis, osteomyelitis, syphilis, poliomyelitis, blood dysecrasias,
dysentery and haemorrhagic nephritis may have to be ruled out. It should
be remembered that the lesions are seldom pure, the deficiency is frequently
multiple, and that secondary infections are prone to oceur.

Treatment is prophylactic and curative. Prevention, as always, is most
important. The mother should have an adequate intake of vitamin C during
pregnancy and lactation. All infants, even breast fed ones, should receive
one to two ounces of orange juice, or two to three ounces of tomato juice
daily, beginning at about one month of age, with a smaller dose. Infants
who reject the fruit juices or react unfavorably to them should be given 25
mgm. of ascorbie aecid daily. Premature infants should be given ascorbie
acid on the fourth or sixth day. Some recommend giving 25 mgm. of ascorbie
acid beginning on the second day, if artificially fed, until old enough to replace
by orange juice. Others view the fact that seurvy never develops before
six to eight months as sufficient reason to withhold orange juice until the infant
is old enough to be more readily adaptable to unnatural substances in the
diet, usually about the third month.

The intake of ascorbic acid should be inereased in the presence of those
conditions which tend to lower the tissue levels, more particularly in infeetions.

Treatment of an active case may be carried out by administration of
orange juice, but more effectively with ascorbie acid. It may be given parent-
erally, but this is seldom necessary, the oral route being the one of choice.
The usual dose is 100 mgm. daily. It is non-toxie, and much larger doses
may be used without ill effect, although it is doubtful that larger doses are
more effective as the high plasma level results in rapid excretion before it ean
be utilized by the tissues.

Recovery is rapid; the pain disappears in a few days or a week, but the
swelling may require months to disappear. Bodily growth is quickly resumed.
In untreated cases death is liable to oecur after a few months from malnutri-
tion, exhaustion, or infection.

The following reports are cases which were admitted to the wards of the
‘Halifax Children’s Hospital between October, 1946, and February, 1947.
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These patients were sent in from widely scattered parts of the province, two
from Cape Breton, two from Halifax County, and one each from Annapolis
and Lunenburg Counties.*

Case 1. J. C., seven month old female infant, admitted October 6, 1946,
discharged October 28, 1946. One month before admission parents noticed
that moving the child’s legs made her ery with pain. Condition had gradually
become worse. No swelling of the legs was present. Family and past history
were non-contributory. The child’s formula consisted of three ounces of
Nestles milk with four ounces of water. She also received a teaspoonful of
orange juice and seven drops of cod liver oil daily.

Physical examination: 12 pound, 10 ounce infant of good nutrition, lies
with knees drawn up, cries when legs are touched, movement of knee joints
is particularly painful. Physical examination otherwise revealed normal
ﬁndinggx. Temperature on admission was 100.2°. On the following day it rose
to 1057,

Urinalysis showed an cceasional pus cell. Blood: red blood cells, 4,550,000,
white blood cells 25,000, hemoglobin 12.4 grams. Cerebro-spinal fluid: nor-
mal. Stools: negative for typhoid organisms. X-ray of chest was negative
for parenchymal disease. X-ray of femur and tibia showed ‘‘Seclerosis of the
lower end of femur and upper end of tibia. with decaleification of the epiphysis.
This picture strongly resembles seurvy.” :

Patient was given vitamin C, 50 mgm. b.i.d. Three days later the tem-
perature was still elevated (103°). Child was started on penieillin 5,000 units
q.3.h. After six days of penieillin therapy and ten days of vitamin C therapy
temperature returned to normal. Seven days after vitamin C therapy was
started child’s legs showed marked improvement. Child would kick legs about
and palpation did not cause pain. Referring diagnosis: Osteomyelitis. Admis-
sion diagnosis: Seurvy. Final diagnosis: Scurvy.

Case II. S. B., 9 month old male infant, weight fourteen pounds, two
ounces, admitted October 14, 1946. History: Two months previously swelling
appeared, first about right thigh, then left thigh, involving the knees and
gradually extending downward into the legs. Child would not move legs
voluntarily. Movement painful. Phimosis, oliguria and dysuria were pres-
ent. Two weeks later child fell from carriage, injuring right arm, which
became swollen, seemed very lax, and appeared to be “paralyzed.” Mouth
sore. Dietary history: appetite poor. Mother apparently of low intelligence.
Baby was receiving equal parts of evaporated milk and water with one teas-
poon of sugar at irregular intervals. No additional food. Was given orange
juice, which he vomited, hence it was discontinued. No cod liver oil. Never
breast fed.

Physical: Pale, irritable child, cries when examiner approaches, lies in
“frog-leg” position. Gums spongy and haemorrhagic. Beading of costo-
chondral junections. Non-pitting edema involving both lower limbs. No
voluntary movements. Legs very painful to palpation and movement. Right
arm swollen, lax, no grip in fingers, painful on movement. Abnormal move-
ment and erepitus noted in upper end of humerus. Physical otherwise normai.
Temperature 101°. Urinalysis negative.

*In addition, three cases have been seen recently by the Pediatricians in their private prac-

tices. Since writing this article two other cases have been admitted to the hospital, one referred
as a case of osteomyelitis, the other sent to the Polio Clinic.

Y
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X-ray: The upper ends of both tibia and the lower ends of the femora
show bony changes and decalcification with sclerosis typical of scurvy. Right
humerus “shows fracture through the upper end with marked displacement
laterally of the minor fragment.”

Treated with aseorbic acid 50 mgm. b.i.d. Beminal injectible / ce. daily.
Temperature ranged from 100° to 101° for ten days, then returned to normal.
After five days of therapy child improved markedly, became less irritable,
would laugh and kick legs about. Pain on movement disappeared, but swell-
ing subsided only slowly, and was still present to a moderate degree on dis-
charge forty-five days after admission.

Two weeks after admission an attempt was made to reduce the fractured
humerus. Two weeks following manipulation and immobilization in plaster
an X-ray showed: “Complete separation of the epiphysis of the upper end of
the right humerus with dislocation of the shaft upwards. There is marked
elevation of the periosteum involving the whole of the right humerus with
some calcification present, having the appearance of a sub-periosteal haema-
toma. The ribs show marked flaring of the anterior borders. There are also
bony changes involving the upper end of the left humerus.”

Referring diagnosis: Poliomyelitis? Uremia? Admission diagnosis:
Multiple vitamin deficiency. Final diagnosis: Scurvy.

Case III. W. M., nine months old male infant, admitted December
25, 1946. Weight seventeen pounds, four ounces. History of haematuria,
two weeks’ duration. Upper respiratory infection with otitis media, four
days’ duration. Swelling and pain on movement of left leg for two days.
Dietary history not obtained.

Physical examination: Listless, irritable child, of good nutrition, lies
with legs in ‘‘frog position.” Both legs show moderate, non-pitting edema,
painful to touch and on movement. KEvidence of upper respiratory infection.
Otherwise negative. Temperature 105°. ;

Laboratory: Urinalysis—15-20 red blood cells, 8 white blood cells, per
h.pf. Few casts. Albumin ++. Blood: red blood cells, 2,820,000, Hemo-
globin 9.5 grams, white blood cells, 23,250. 379, polys, 629, lymphs, 1%
monos. Urine culture: sterile. X-ray of chest negative. Non protein nitro-
gen, 25 mgm. 9. Kahn negative. Patch negative.

X-ray of both femora and right arm, “Films show widening and a white
line at the distal ends of the bones with deealcification of the epiphysis, having
the appearance of scurvy.”

Treatment: Penicillin 10,000 units q.3.h. Ascorbic acid 500 mgm. daily
for five days, then 200 mgm. daily for another five days, then 100 mgm. daily.
Vitamins and iron. !

Temperature gradually returned to normal over a period of two weeks.
Urine showed a gradual improvement over a similar period. There was a
gradual fall in the white blood count, to normal. The red blood count was
3,460,000 with hemoglobin of 9.1 grams at the end of this period. The sedi-
mentation rate was normal. At the end of two weeks the child was less irrit-
able, the swelling of the legs had subsided and they were no longer pamful.
At no time was there edema of the face. Referring diagnosis: Nephritis.
Admission diagnosis: Acute glomerulo-nephritis and scurvy. Final diagnosis:
Scurvy complicated by acute glomerulo-nephritis.
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Fig. I. Typieal X-ray appearance of securvy (see text). Note periosteal elevation
on right tibia.

Fig. II. Subperiosteal haematoma of humerus with calecifieation evident.
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Case IV. Fourteen month old male infant, weight sixteen pounds,
admitted December 28, 1946. History: Walked at eleven months. For the
past two months became progressively more irritable, pale, refused to walk
or crawl, both legs swollen. Bleeding from the gums. Past history was non-
contributory. Family history of tuberculosis. Dietary history: Formula of
milk, water and sugar, (proportions not known to mother.) Tea. No soups,
cereals, vegetables, fruits or orange juice.

Physical examination: General appearance was that of a very pale, irri-
able, undernourished child, lies quietly in bed with hips flexed and externally
rotated. Cries on approach of examiner. No voluntary movements of legs.
Craniotabes and marked beading of costo-chondral junetions. Gums spongy,
infected, blue-grey, with haemorrhages. Both lower limbs swollen and pain-
ful to touch, and on movement. Moderate enlargement of heart. Otherwise
essentially negative. Temperature 102°, pulse 160, respirations 35. -

Laboratory: Urine negative. Blood: Red blood cells, 3,700,000. Hemo-
globin 12.7 grams, white blood cells 6,950. Polys 35%, lymphs 63%,. Vollmer
pateh test, positive.

X-rays: “Knee joints show widening of the epiphysis of both the tibia
and femur with slight periosteal elevation along the inner margin of the tibial
shaft. Similar changes are observed i the bones of the wrist joint. The
changes are in keeping with scurvy.” X-ray of chest, “Negative for evidence
of parenchymal disease. There are bony changes involving the upper ends of
both hameri suggesting scurvy.’

Treatment: Full digf, vitamins, aseorbie acid 500 mgm. daily, reduced to
250 mgm. daily after two days. Temperature settled down to 99° to 100°
after a week but the pulse remained over 140. Condition of gums improved
rapidly and general irritability lessenad somewhat and legs were no longer
painful after three days. Sweiling of legs persisted up until time of discharge
twenty-five days after admission. Child was taken home before completion
of treatment, and against the advice of the attending physician.

On discharge, red blood cells were 4,450,000, hemoglobin 11.1 grams,
white blood cells 9,000, with polys 249, lymphs 689%,. Re-X-ray of chest
was negative.

Referring diagnosis: Malnutrition. Admission diagnosis: Searvy. Final
diagnosis: Scurvy, tuberculosis—status undetermined.

Case V. C. A., twelve months old male infant, weight sixteen pounds,
eight ounces, admitted February 11, 1947.

History: Five months before admission swelling appeared spontaneously
over left frontal region, increased progressively in size to that of a baseball in
four days. At about the same time it was noted that the child did not move
his legs, refused to walk, legs were painful to move and were kept in a semi-
flexed, laterally rotated position. There was also oliguria and dysuria. Child
was hospitalized. Circumeision performed. The swelling was aspirated and
dark blood obtained. He was discharged after one month, improved. Two
weeks later dysuria returned and intermittent hematuria occurred. Chiid
refused all foods except his bottle. Prior to this he had been receiving cereals,
pablum, vegetables, orange and tomato juice, but no cod liver oil. One month
before admission a swelling appeared spontaneously over left parietal region,
followed three days later by a second swelling just posterior to this. Both
increased in size until they became confluent. The legs had again become
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swollen and tender. Child became acutely ill with high temperature, con-
vulsions, labored respirations, dysuria and hematuria. He was readmitted
to hospital and treated with penicillin. Swelling on head was treated with
heat and subsided. After two weeks he improved somewhat and was referred
to the Halifax Children’s Hospital. Past and family history: nil of note.

Physical examination: Very pale child of poor nutrition, sweating, very,
irritable, cries when touched. Bossing of frontal bones. Slightly elevated
soft swelling, left parietal region, about two inches in diameter. Marked
beading of costo-chondral junctions. Gums show evidence of old and recent
haemorrhages. Thighs and knees flexed. Moderate degree of non-pitting
edema. Very tender to touch. Movement causes child to seream with pain.
No voluntary movements of legs. Moderate degree of lateral bowing of
tibia. Moderate degree of enlargement of heart. Physical otherwise essential-
ly negative. Temperature 100°.

Treatment: Ascorbic acid, 100 mgm. stat. 50 mgm. b.i.d.

Eight hours after admission the child died quietly and quite unexpectedly.
Apparently the two hundred and fifty mile trip had proven too exhausting,

Urinalysis: No red blood cells, white blood cells, or casts. Albumen
negative. X-rays and blood pictures were not done as the child was admitted
at night and died before morning.

Referring diagnosis: Rickets. Admission diagnosis: Scurvy.

An autopsy was performed. The following is an excerpt from the report:

Head and neck: Gums were swollen, haemorrhagie, w'th some dried blood
adherent to margns. A soft swell ng extended over left par‘etal region, wh'eh,
when scalp was deflected, was found to be a subpericsteal haemorrhage. This

was undergoing organ’zation. Both frontal bones had several dark areas
of old blood pigment. ’

Brain: Showed marked edema and congestion with flattening of the con-
volutions but no evidence of haemorrhage or softening.

Thoraz: Sternum flat and depressed with subluxation at the costo-chon-
dral junections. Beading of the ribs was present.

Lungs: Small petechial haemorrhages were prasent beneath the visceral
pleura.

Heart: Petechial haemorrhages were visible over the surface of the heart.
The right ventricle was slightly dilated.

Kaudneys: Petechiae present in cortices.

Lower end of right femur was examined, and subperiosteal haemorrhage
found.

Histological examination of organs: nil of note.
Anatomical diagnosis:
1. Seurvy.
2. Subperiosteal haemorrhages, left parietal region, right femur,
3. Constipation (Impacted feces).
4. Subluxation of costo-chondral junctions.

Case VI. J. E., eleven months old female infant, weight sixteen pounds
four ounces, admitted J anuary 22, 1947. One month before admission parents
noticed pain on movement of child's legs—at first in the hips. Several days
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later pain appeared in knees and then ankles. Local heat failed to relieve
the pain. Swelling appeared about the knees and extended into the thighs,
legs and feet. The swelling was not constant, but would vary from time to
time. Child refused to use legs. She would keep them in an extended and
slightly abducted position. Child had been listless, appetite was poor, and
for the two weeks prior to admission she had been vomiting. The dietary
history was, unfortunately, not inquired into.

Physical examination: Fairly well nourished baby, pale, very irritable,
eries when handled. Slight edema of scalp over oceiput. Haemorrhage
about lower central incisors. Beading of costo-chondral junctions. Both
lower limbs held in ‘‘frog position.” No voluntary movements. Non-pitting
edema of both lower limbs, more marked on left. Painful to touch and on
passive movement. Physical was otherwise essentially negative. Tem-
perature 104°.

Laboratory: Urinalysis showed trace of albumen. Occasional red blood
cell and white blood cell per h.pf. Red blood ecells, 3,190,000. - Hemoglobin
6 grams. White blood cells, 11,300, with polys 339%, and lymphs 64%. Reti-
culoeyte count 3.259%,. Kahn negative.

X-ray: “Both forearms, femora and lower legs: Films taken show white
line at the distal ends of the bone with some widening of the metaphysis and
decaleifiecation of the ephhysis, having the appearance of scurvy."

Treatment: Ascorbic acid 500 mgm., then 100 mgm. daly. Penicillin
10,000 units q.3.h. 250 ce. whole blood, followed in two days by 100 c.c.

In five days her temperature returned to normal. Hemoglobin was
13.3 grams. No haemorrbage from gums. Legs seemed less tender and pain-
ful and the edema had lessened somewhat. Discharged after fourteen days.
Still had some edema and tenderness.

Referring diagnosis; Admission diagnosis: Scurvy. Final diagnosis:
Scurvy.

Summary:

1. In a period of five months six cases of seurvy have been admitted to
this hospital as compared with three cases in the preceding fifteen months.
These cases were admitted from widely scattered parts of the province. Two
were from urban centres and the remaiming from rural communities,

2. In view of this relative increase 1t was considered worthwhile to review
the subject. The physiological and pathological relationship, together with the
clinical picture have heen presented.

3. The elinical picture of scurvy is characteristic and presents no diag-
nostic difficulty when kept in mind, but when not thought of it presents a
confusing pieture. It is most frequently mistaken for osteomyehtis. Emphasis
1s made that a diet containing vitamin C does not exclude the diagnosis of
SCUTVY.

4. The treatment has been outlined. Prophylaxis has been emphasized.

5. Six illustrative case reports have been presented.

Conclusions: ; <

The number of eases admitted over a short period of time indicates that
the physician is not aware of the frequency of scurvy in our population, and
that prophylactic measures are not emphasized sufficiently or carried out,
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even when antiscorbutic foods are available. It is therefore important to
renew our efforts to eliminate this disease, so easily prevented and cured, by
properly advising parents of the seriousness of vitamin C deficiency.
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Editorial Comment

AT the Annual Meeting of the Society last autumn the Editorial Board
asked permission to offer monthly prizes to the students of the Fourth
Year for reviews of the current literature. Permission having been granted
notices were duly posted in the various buildings and we sat down to await
results. We did not expect to be over whelmed with material, but we had
hoped that there might be enough to enable us to print possibly one abstract
a month. Until two or three weeks ago there was no response whatever and
all hope of any material from that source had been abandonned. Then one
single paper was submitted, which we publish in this issue. Without wishing
to be too fulsome in our praise, we feel that this paper shows considerable
merit, and that, if this is the calibre of the work our Fourth Year students
can do, it seems a pity that we do not see more of it. Perhaps the incentive
has not been great enough, or perhaps, in this as in so many other things,
our people are slow starters. We are inclined to the latter opinion, and shall
await further developments along these lines with considerable interest.

* * * * * *

In the April number of the Canadian Medical Assoeciation Journal there
appears -the complete programme of the Winnipeg meeting. A statistical
survey of this programme cannot but give rise to the impression that some-
thing is wrong, somewhere. Tallying the various items on the programme,
without regard to whether the same name appears more than once (and such
repetition, although it occurs is rare,) we get the following figures:

Totisl mvrnber-of jteyos S - L. A VR BTECE Selsay o) 182
Territorial distribution:

ManitobRWaIpeg) FFT, eI sl | R s s T 66
Ontario (VArious Gentres) ... . .. coviiesvo s bt o b oin sinisins 49

Quebec (mostly Montreal
but 1 St. Hyvacinthe

& 1 Quebec City) . ......... i S s % re e 27
L3t n s B vl i e o T e, Ol R L e e 12
VD ET e g et O e e cell el Begnei el vl 10
BASIA LODSWARIEN A o L oot . s a8 e e kb e = LS 5
N W P A RWICIE s e o oI N ey e W T8 ML o bl o 2
T A R N S e IR T ey 11

As we have said there is some duplication, since New Brunswick, although
appearing twice in the program, is represented on both ocecasions by the same
man. So we have the interesting situation that at the Annual Meeting of the
Canadian Medical Association, an organization presumably representative of
all nine provinees of the Dominion, three of them are represented on the pro-
gramme in the person of one man, representation which is no doubt quite
adequate in quality but woefully lacking in quantity. Even French Canada,
which certainly constitutes an absolute minority in membership in the Cana-
dian Medical Association, is represented by at least six names.

We do not know why this situation exists, but we feel sure that an ex-
planation would be of great interest to our readers. It is, of course, obvious
that the city in which the meeting takes place will have an extra proportion
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of the speakers. It is, in fact, part of the price of hospitality, although, at 66,
the price might seem excessive. It is also obvious that at any such meeting
the bulk of the speakers will be drawn from centres where there are mediecal
schools and big hospitals. But neither of these undoubted facts can account
satisfactorily for such gross disproportion.

Of course, it is possible that a number of doctors from the three Maritime
Provinces were approached, and all with one accord began to make excuse.
Or perhaps the system is that the men are expected to offer themselves as
speakers on the programme, and no one offered. If either of these hypotheses
is the correct explanation, than it ean only reflect discredit on the three Eastern
provinces, and there-is indeed something very much wrong, right here in the
east.

But the third possibility is that no one was asked, or possibly only one
or two who were unable to acecept. Not to put too fine a point upon it, if the
Programme Committee is in any way responsible for selecting its speakers,
we feel that, in addition to the first duty of seeing that the material presented
is the finest possible, it has a further responsibility of seeing to it that all
divisions of the C. M. A. have some measure of representation on the pro-
gramme. We suggest that the disecharging of the second responsibility need in
no way interfere with the first, and indeed that the two policies might prove
to be complementary each to the other. ,

Speaking for the senior Medical Society in Canada the Editorial Board of
the Nova Scotia Medical Bulletin is of the opinion that an explanation of this
matter should be forthcoming.

E * ® * * *

Life Magazine of April 21st has a very excellent special article on Cancer,
written no doubt in timely support of the campaign of the American Cancer
Society, and the concurrent campaign of the Canadian Cancer Society, both
of which were on in the month of April. There are to-day on every hand
many signs that the public is becoming ‘‘cancer conscious,” a state of affairs
greatly to be desired. But if the publie reads, marks and learns many reports
on cancer like the one in Life, there is a very real danger that it will soon be
at least as well informed on the subject as most doctors, and better informed
than many.

It is obvious that the remedy for the situation is not for the publie to be
less well-informed, but for the medical profession to be more so. Also, in
view of the vast research plans even now being made, we can see that keeping
informed is of inereasing importance.

This Editorial Board has for some time been considering how it might
contribute to this end. A special cancer number was considered, but certain
special articles which we had in mind could not be had without considerable
delay. It was also felt that we could not deal effectively with the subjeet in
th&_t way. Upon due consideration, therefore, it was decided to adopt the
policy of publishing one article on some phase of cancer every month, for an
Indefinite period. These articles will be fundamental and practical and will
be obtained from every possible authoritative source of such material. It is
our _hope that this policy will meet with approval, and we shall welcome sug-
gestions which will assist in carrying it out. The first of these articles will
appear in the Bulletin for June.

Marcarer E. B. Gosse, M.D,
Editor-in-Chief.



Correspondence

Ottawa, 5 April, 1947
Dr. H. G. Grant
Dean of the Faculty of Medicine
Dalhousie University
Halifax, N. S.

Re: Medical Officer with some knowledge of Nutrition
Dear Dr. Grant:

I expect to add to my staff shortly one or more medical officers for nutri-
tion work. These positions may become permanent on satisfactory work,
and preference will be given to veterans. I believe that these positions will
interest recent medical graduates, who may at present be taking training
that could be considered as useful for the work to be done (for example, public |
health training, or interneship in paediatries), or who have had special experi-
ence with foods, catering or nutrition in one of the Services.

Sinee you may know some recent graduates who would so qualify and
be interested, I am appealing to you to send them a copy of this letter and of
the enclosed Civil Service Application Forms as soon as possible. The forms
may be returned to me with some advantage, or sent directly to the Secretary
of the Commission. I do not think that we will aceept less than two years
training or experience since receiving an M.D. for these positions, and some
kinds of training are much better than others (as suggested above).

The salary will be $3900 a year, increasing annually to $4500 a year;
and there is always a possibility of reclassification to a higher salary. _

The Duties will be under direction to conduct dietary and nutritional
surveys, to study methods of assessing nutritional status and to handle special
assignments including publie relations duties, in the field of nutrition.

Hoping for your assistance in locating this type of person, I am,

Yours sincerely

L. B. Pett, Ph.D..M.D.
Chief, Nutrition Division

35 John Street
Ottawa, Ontario
- 19th April, 1947
Dr. H. L. Scammell

Registrar

College of Physicians and Surgeons
Dalhousie University

Halifax, N. S.

Dear Dr. Seammell:

A situation has reeently arisen which we consider should be drawn to
the attention of the medical profession, and we therefore request that you
notify all your members of the following facts.
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A number of fatal poisonings in infants have occurred in the United
States that are reported to be associated with the use of rectal suppositories
for the prevention and treatment of throat infections. The number of deaths
which have resulted is somewhat indefinite, as reports of death and injury
continue to be received. The total number of reported deaths to date is about
fifteen, some of which have not been completely investigated to determine
the exaet cause of death.

The aective ingredient is bismuth diallyl-acetate (bismuth heptadiene
carboxylate). The suppositories are sold in two sizes, namely, adults’ and
children’s, eontaining respectively 45 mg. and 22.5 mg. of bismuth (as metal)
per suppository. In all instances of injury and death, children under the
age of six were affected and apparently whole suppositories, either adults’
or children’s size were administered contrary to the directions for use. Where
autopsy was performed, liver damage was almost invariably found, this organ
being enlarged and fatty. Toxic quantities of bismuth, however, were not
found. It is now believed that any danger in the use of overdoses of the
product may be attributable to the organic allyl radical, and also to the nar-
row margin between therapeutic and toxic doses for infants.

Yours very truly
A. Papineau-Couture
Assistant Director

Food and Drugs Divisions

Canadian National Railway

Halifax, N. S.
May 7, 1947

File C.V. 3115
Dr. H. G. Grant

Secretary, The Medical Society of Nova Scotia
c¢/o Dalhousie Public Health Clinie
Halifax, N. S.
Dear Sir:
In view of the coming Canadian Medical Association Convention to be

held at Winnipeg, Man., June 23rd to 27th, may I supply the following for
your information:

Return First Class Rail Fare (30 day Iimit) . . ............vnn.. $99 .05
(Identifiecation Certificate Plan)

Lower berth AR AE e VO ETORE crve e sts . St = fleve s 5.45
Compartment (1 person ) = S el et g e i 13.80
Compartment (2 persons) > Lo il el e i 15.55
Drawing Room (1 person ) = A T e R L g 17.25
Drawing Room (2 persons) i e 19.55
Lower berth Montreal-Winnipeg. ................ $11.50
Compartment (1 person ) = S, S o e 28.75
Compartm:nt (2 persons) & Tk R SO e 32.35
Drawing Room (1 person ) i ek St G 34.50
Drawiag Room (2 persons) £ SIS s, e AT 40.25

All quotations inelude tax.
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May I also ment'on that there are a number of optional routes available
to all passengers and full information will be supplied on application to this
office or any of our representatives.

The following sample itinerary will give all concernea a good idea of the
actual travel time involved.

No. 3 Ocean  No. 59 Scotian No. 1 Maritime Example

Going Daily Daily Ex. Sun.
Lv. Halifax 8.00 am. 8.15 a.m. 3.10 p.m. Monday
Ar. Montreal 7.00 am. 8.45 a.m. 7.05 pm. Tuesday
No. 1 Transcontinental Limited
Lv. Montreal 8.20 p.m. Tuesday
Ar. Winnipeg 10.10 a.m. Thursday

No. 2 Transcontinental Limited

Returning
Lv. Winnipeg 6.45 p.m. Friday
Ar. Montreal 9.00 a.m. Sunday
No. 2 Maritime No.4 Ocean No. 60 Scotian
Ex. Saturday Daily Daily
Lv. Montreal 11.30 a.m. 8.00 p.m. 8.15 p.m. Sunday
Ar. Halifax 6.00 p.m. 7.50 pm. 10.30 p.m. Monday

“All times quoted are standard”

In connection with the above we will gladly supply full information and
also arrange whatever reservations may be desired. .

Yours very truly

W. C. Moir, Jr.
District Passenger Agent

The following pertinent transportation facts are given by the Canadian
Pacific Railway in connection with the Annual Convention of the Canadian
Medieal Association, at Winnipeg, June 18-27, 1947:

Fares
Reduced Convention fare of regular First Class one-way fare, plus one-
third, plus 25¢ Validation fee, for the round-trip has been authorized under
the Identification Certificate Plan, for members and dependents accompanying
them.
Limit
Tickets will be good for passage on the going journey from June 13 to
June 22, and return limit will be 30 days from date of sale.

Identification Certificates

Railway tickets will be sold upon presentation of duly completed Identi-
fication Certificate, which are obtainable from Dr. T. C. Routley, General_
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Secretary, Canadian Medical Association, 135 St. Clair Ave. W., Toronto
5, Ont.
Cost of Tickets

Railway: Halifax to Winnipeg and return, on Identification
Bt ek oo 2 e A ol M s ) P S e e $99.35

Sleeping Car:
Halifax to Montreal

Via Dighy and Montreal to
Saint John Via All Rail Winnipeg (Direct)
(1) (2) 3)
Lower Berth.......... $ 4.05 $ 5.45 $11.50
Parlar € ar S s 7 s IR SR DR e
.Compartment......... 10.35 13.80 28.75
*Compartment. ........ 11.50 15.556 32.20
.Drawing Room........ 12.65 725 34.50
*Drawing Room ........ 14 .95 19.55 40.25

.One Passenger
*T'wo or more passengers

Note.—In Column (1), Parlor Car fare is from Halifax to Digby; and
Sleeping Car fares are from Saint John to Montreal. In Column (2), Sleeping
Car fares are CNR, via Moncton and Campbellton.

Other information in connection with routing via the Great Lakes or
Post Convention Tours, ete., ean be obtained from A. C. MacDonald, General
Agent, Canadian Pacifiec Railway, 413 Barrington Street, Halifax, N. S.,who
also will make through reservations and issue complete tickets.

IMPORTANT NOTICE

The attention of the Medical Profession is drawn to the increasing num-
ber of specimens received at the Division of Laboratories, Halifax, without
any information regarding the name and address of the physician sending
the specimens or the identification of the patient. Last year more than
700 specimens were received on which, for this reason, no report could be
sent. Please be sure to enclose a data sheet with each specimen which includes
your name and address.
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New San at Moncton

Canadian Tuberculosis Association Bulletin, Mareh, 1947.

With the opening of the Moneton Tuberculosis Hospital the latter part
of January, another link was forged in the chain of sanatoria throughout the
province of New Brunswick. The new tuberculosis hospital, the fifth in the
province, has been created out of the building which formerly housed the gen-
eral hospital for the R.A.F. and R.C.A.F. personnel depots during the war.
Although only 75 patients were admitted at first because of the shortage of
trained staff, the hospital will eventually acecommodate 200.

Dr. P. M. Knox, medical superintendent of the new institution, expressed
the opinion that the full effectiveness of the hospital will probably not be felt
in the provinee for three or four vears, it will take that long to relieve the
congested state of New Brunswick's treatment facilities.

Summer Diarrhea in Babies

Casec (caleium caseinate), which is almost wholly a combination of
protein and calcium, offers a quickly effective method of treating all types
of diarrhea, both in bottle-fed and breast-fed infants. For the former, the
carbohydrate is temporarily omitted from the 24-hour formula and replaced
with 4 packed level tablespoonfuls of Casec. Within a day or two the diarrhea
will usually be arrested, and earbohydrate in the form of Dextri-Maltose may
safely be added to the formula and the Casee gradually eliminated. One to
three packed level teaspoonfuls of a thin paste of Casec and water, given
before each nursing, is well indicated for loose stools in breast-fed babies.
For further information, write to Mead Johnson & Company, Evansville
21, Indiana.

FOR SALE

1 Office Table, white enamelled steel with stirrups and black

laatherette. table Padi ... oo it ot il odhis b dalbos $60.00
American stainless instrument Sterilizer, size 16 x 6 x 4 with

white enamelled steel stand............c.coniivennnnnen 75.00
1 ot JETe (6) 1o SISHISBO0AE. .. 1« v ot sin e bas mom it ' fwsd oo Foyim o e 6.00
White enamelled instrument tray with cover................ 3.00
Burton Fresnel Medical Light (floor stand model). . ......... 20.00
Sphygmomanometer (spring type)...............ccueuina.. 15.00
Neagindl Bpecti i —CIraVes . . et r o x s oir o ars SR LR R LT 5.00
AveR Prosbospopo. a0 s T L s T s A s s 8.00
Simpson’s long Obstetrical Foreeps (stainless steel).......... 20.00
1] G T T nieee B e N e SR el R 2.00
erineiCnrette . n el o 0o SU O B o b ek o e 2.00
T e o o 1 e S S R e 2.50
Suture clip foreeps—combined applying and removing ....... 6.00

Apply to S. Y. SHIREY, M. D.
Shelburne, N. S.
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