


3. That physicians recognize Rh Hemolytic Disease as high risk
and consult with the Committee for assistance in management.

PATHOLOGY COMMITTEE REPORT — Dr. JA. Myrden
reported on behalf of Dr. J.H. Cooper, Chairman, Section for
Pathology. His report noted that of the 38 pathologists in Nova
Scotia, 36 are members of the Section and Society. He noted too
that the Executive Committee functioning as a Standards Com-
mittee has established liaison with the Hospital Association,
Laboratory Directors, Hospital Insurance Commission and the
Pathology Institute to promote the ongoing provincial guality
control program of laboratory procedures. Dr. Cooper's report also
included reference to other activities of the Section including those
of its medical/legal Committee as well as action taken in the
co-ordination of technician training.

ANNUAL REPORT OF SOCIETY MEMBERS OF THE
MEDICAL ADVISORY COMMITTEE ON DRIVER LICENSING —
Drs. P.L. Landrigan and C.J. MacDonald reported that the most
common areas of discussion within their Committee were mainly to
do with visual acuity, uncontrolled diabetes mellitus, epilepsy,
cardiovascular complications and psychiatric emotionally unstable
people but that the most frequent problem appears to be that of the
chronic alcoholic. Reported on was their attendance at Highway
Safety Council meeting where study reports on traffic crash surveys
were considered. This report contained two recommendations which
were approved by Council:

1. In order that meaningful statistics could be obtained locally
in view of the fact that most of the major crashes in at least the
Halifax-Dartmouth area come to one emergency center that a study
of the incidence of crash victims under the influence of alcohol and
other drugs be undertaken to establish just how big a factor this is in
our crashes on the highways locally.

2. An effort to have the public be more aware of the
difficulties which deficiencies in health can have on highway crashes
that some larger coverage of an educational program than we
presently have should be embarked upon. This could be somewhat
of the nature of a television special as has been put on to stimulate
the prevention of smoking.

NEW BUSINESS

Pharmacy Ownership — It was moved by Dr. D.R. Maclnnes,
seconded by Dr. G.H. Cook THAT it be considered unethical for
any practicing physician to have a vested interest in ownership or
management in any pharmacy within 20 miles of his normal place of
practice.

During discussion it came to light that the implications of such
a policy were serious and would have unknown effects on many
physicians. It was the consensus of the meeting that this required
very careful study and in fact a detailed survey should be conducted
to ascertain the extent of the problem. It was moved by Dr. D.B.
O'Brien, seconded by Dr. JA. Myrden THAT the foregoing
resolution considered at Council be referred to the Legislation &
Ethics Committee for study and report. This motion was carried.

Pap Smeras — It was moved by Dr. D.C. Brown, seconded by
Dr. R.M. Cunningham THAT whereas the performing of routine Pap
Smears is one of the best financial bargains in the practice of
medicine, because it has a cost benefit ratio of 1:7 BE IT
RESOLVED THAT this Council go on record as recommending that
the fee for Pap Smeras be paid according to the following: a) Office
visit for the test alone without any other diagnosis or treatment
involved; b} In conjunction with an office visit for non-obstetrical or
non-gynecological procedure. Nevertheless the Society feels we
should reduce the total cost of the Pap Smear program. It is
generally recognized after a number of tests have been done and
reported as Class |, it is possible to reduce the frequency of Pap
Smears, without increased risk to the patient.

In presenting this motion Dr. Brown appreciated that the select
committee of which he was a member was submitting a report to
the Society but he felt that the immense value of this test program
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required immediate action on the part of the Society. His actions
were therefore directed to this end and not an attempt to pre-empt
the committee report. He agreed to the referral motion by Dr. M.A.
Smith, seconded by Dr. J.A. McPhail which was carried, on the basis
that it would not be delayed for a further year.

MEDICAL PROCEDURES IN HOSPITALS — Concern was
expressed that in certain hospitals procedures were being permitted
when for a variety of reasons this should not be the case. The
opinion was expressed that Boards of the smaller hospitals would
benefit by and would appreciate, from time to time, advice in this
matter. It was moved by Dr. J.F.L. Woodbury, seconded by Dr. L.C.
Steeves THAT since hospital Boards face decisions concerning the
safety of their patients under the care of medical staff members and
therefore, in consultation with their medical staffs, must decide the
areas of medical practice in which an individual doctor may perform
with less than specialist training in the area, the Society notify all
hospitals that it is prepared to be consulted by them and to assist in
providing solutions to such problems. This motion was carried.

Membership Dues — The view was expressed that with the
increasing involvement of the Medical Society in a wide variety of
programs including education and the political development of the
provincial health programs, costs to the Society were increasing.
Also increasing are the benefits of this activity to all members of the
medical profession, including non-members of the Medical Society.
A proposal suggested was that the Rand Formula be applied — i.e. if
one reaps the benefits arising out of the actions of an association he
may or may not join the association but in any case he must
cantribute to the cost of operation of the association.

It was moved that membership in the Medical Society of Nova
Scotia continue to be voluntary but that the membership dues be
collected by the Provincial Medical Board as part of an annual
licensing fee from all physicians practicing in Nova Scotia. This
motion was defeated; basically, because of the desire of Society
members to remain clear and free from the Provincial Medical Board
or any other Government control.

It was suggested that the Medical Society and the Provincial
Medical Board should co-operate to a greater extent in both
consideration and development of medically related programs.
Following discussion a motion was approved THAT the Presidents’
Liaison Committee explore with the Provincial Medical Board the
financing of programs of commaon concern to the Medical Society of
Mova Scotia and the Provincial Medical Board.

Certification in Family Medicine — It was moved by Dr.
Macadam Duncan and seconded by Dr. J.A. Smith THAT this
meeting endorse the policy of the C.M.A., namely to urge the
Federation of Provincial Licensing Authorities to recognize certifica-
tion in Family Medicine by the College of Family Physicians of
Canada by listing the holders of the Certificate in Family Medicine
as such as their Provincial Registrar. This motion was carried.

Physicians’ Rights — Pointing to the proposed amendments to
the Medical Act, Dr. D.R.S. Howell observed that the Board and the
Society were going to great lengths to establish in considerable
detail and with clarity the rights of the Provincial Medical Board. He
felt that this was occurring to the detriment of physician and that
their rights were receiving inadequate consideration. He moved a
maotion seconded by Dr. F.A. Dunsworth that the Medical Society
of Nova Scotia recommend that the right of the individual physician
be delineated within the substance of the Medical Act of Nova
Scotia with the same detail devoted to spelling out the rights of the
Provincial Medical Board. This motion carried. It was brought to the
attention of Council that in certain instances Government bodies
required its members to take an oath of secrecy. It was felt that this
was most inappropriate as the business being conducted was that of
the residents of Mova Scotia. It was recognized there was a
requirement for considerable discretion in many instances; however,
this should not require an all encompassing blanket restriction. It
was moved by Dr. W.F. Mason, seconded by Dr. J.A. Smith THAT
the Medical Society of Nova Scotia urge the Government Paying
Agencies to discontinue the policy of an oath of secrecy required by
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the Society’s representatives on certain committees, wherever this is
possible. This motion was carried.

Cape Breton Health Planning Project Report — Dr. Albert
Prossin provided Council with a brief but most comprehensive
report on the progress of the Cape Breton Health Planning Project.
He described the manner in which physicians in Cape Breton had
contributed to the original study and are now participating in
working out the detail of the concept of the Cape Breton health
region. He stressed the importance of physician involvement in all
aspects of planning and operation of such a set up. Council found
Dr. Prossin's briefing interesting and most informative.

At this point the final Session of Council adjourned and Dr.
G.W. Turner called the 3rd Session of the Annual Meeting to order.
He presented to the members a resume of actions taken by Council
during the 3rd and 4th Sessions of Council. These were endorsed by
the membership.

Two Halifax groups (Halifax Interaction which operates a drug
crisis and medical aid service for youth at the Victoria General
Hospital and Meedleworks Community Drug Centre, a drug crisis
intervention group operating independently in West Halifax),
directly involved in drug abuse prevention, control, and treatment
referral received permission to present information indicating the
extent to which physicians may be contributing to the drug abuse
problem rather than alleviating it.

The Halifax Interaction report noted that physicians are liable
to be compromised by the generally manipulative and intelligent
drug abuser who knows his way around in the medical field and who

by simulating the appropriate symptoms can acquire a number of
prescriptions for a given compound from a number of doctors
almost simultaneously. The Halifax Interaction representative stated
that a few physicians may also be consciously involved in
injudicious prescribing practices. Specific anonymous cases were
given as examples of injudicious prescribing habits. The representa-
tive noted that these details complete with names had been
presented to the Provincial Medical Board for action.

The Needleworks report was essentially the same but slightly
more radical. It proposed that a 50 percent tax be placed on mood
modifying drugs at the manufacturing level, prescribing level, and
retail level to provide funds to operate drug rehabilitation and
research centres. Their report stressed the lack of education of all
people involved in this particular problem. Both groups expressed
the opinion that nearly all physicians are sincere in their efforts to
heal and alleviate suffering, and that the use of various drugs subject
to abuse has a definite validity in a truly medical context. They
requested urgent action be taken relative to those physicians who
wittingly or unwittingly were contributing to the problem of drug
abuse.

The briefing referred to above was well received by the
membership and prompt action by the Society was urged through
the motion of Dr. J.A. Smith, seconded by Dr. D.R.S. Howell
THAT the recommendations and report be referred to the 1st
Executive Committee Meeting for early action. The hope was
expressed that communication of the problem to all members be
given high priority.

The 119th Annual Meeting of the Medical Society of Nova
Scotia adjourned at 1:40 p.m., November 25, 1972, O

ANNUAL MEETING EXHIBITS

The Medical Society of Nova Scotia wishes to express its sincere
appreciation to those firms which exhibited at our Annual Meeting
in November 1972 at the Hotel Nova Scotian.

LIST OF EXHIBITORS

Arlington Laboratories
Burroughs Wellcome
Boehringer Ingelheim Products
Calmic Limited

Cow & Gate Ltd.

Cyanamid of Canada Ltd.

Eli Lilly & Co., Ltd.
Elliott/Marion Company, Ltd.
Encyclopaedia Britannica
Fisons (Canada) Limited
Chas. E. Frosst & Co.

Geigy Pharmaceuticals

Glaxo Allenburys

M.M.C. Inc.

The Medi-Dent Service

Murray G. Bulger & Assoc. Ltd.
Ortho Pharmaecuticals Ltd.
Parke, Davis & Co., Ltd.
Pennwalt of Canada Ltd.

Pfizer Pharmaceutical Division
Poulenc Limited

A.H. Robins Co. of Canada Ltd.
Rougier Inc.

Royal Trust Company

The Upjohn Company of Canada
Warner-Chilcott Laboratories
Welcker & Company

Winley Morris Company, Ltd.
Winthrop Laboratories

Medical Society members appreciate the extensive financial
contributions that exhibitors make toward defraying the costs of
conducting an Annual Meeting. As well, the additional expense of
preparing exhibits and arranging for the displays are also recognized.
Most important, however is the opportunity the exhibitors have
given to members of the profession to meet with representatives of
the wvarious firms for discussion of new products and services

available to them,

Members of the Society are encouraged to convey their
gratitude by giving the exhibitors’ representatives an extra expres-
sion of appreciation on the occasion of their next encounter.
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INSURANCE PROGRAM

SOCIETY MEMBERS
EMPLOYEES OF SOCIETY MEMBERS

THE MEDICAL SOCIETY OF NOVA SCOTIA

THE NOVA SCOTIA DIVISION
OF
CANADIAN MEDICAL ASSOCIATION

For information on how your
Society's insurance plans may
be of benefit to you and your
employees . . .

TURN TO PAGE xvi
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The Medical Society of Nova Scotia

Life Insurance

Level Term Protection is available in
units of $26,000.00 from a minimum
of $25,000.00 to a maximum of
$125,000.00. Upon attainment of
age 66 the protection reduces by 10%
of the face amount each year and
terminates at age 75.

Age Limit. Any member of the
Medical Society may apply, providing
the member has not attained age 74.

Waiver of Premiums, If an insured
member becomes totally disabled for
six consecutive months before age
60, coverage will remain in force for
the lete duration of disabili
without further payment of
premiums.

Conversion Privileges. All or part of
the term protection may be
converted to any of the company's
whole life or endowment plans
without further evidence of
insurability.

F are
payable in the event of loss of life
from any cause, even from suicide
after two years, anywhere in the
world, and in addition to any other
insurance carried.

y. You may desi
anyone as your beneficiary and may
change your appointment any time,
subject to the provisions of the law.
Ownership. The owner may be
yourself or a third party, such as
your spouse. However, you are

always the life insured. If desired, the

policy may be assigned.

Annual Rates per each $25,000.00
Age Last Birthday

as at October 1st Rate
Under 31 $ 60.25
31-35 70.75
36-40 76.50
41-45 98.00
46 - 50 127.00
B1-B5 199.50
56 - 60 272.00
61-75 422.00

Accidental Death And
Dismemberment

Accidental Principle Sum. Benefits
are available from $10,000.00 to
$100,000.00 in units of $10,000,00
These Accident Benefits are Payable
100% of principle sum

loss of life

loss of both hands, feet, and sight of
eyes

loss of one hand and one foot
loss of one hand and sight of one eye
loss of one foot and sight of one eye

75% of principle sum

loss of one arm or leg

50% of principle sum

loss of one hand, foot, or sight of one
eye

25% of principle sum

loss of thumb and index finger from
same hand

Worldwide 24 Hour Accident
Protection including while flying as a
passenger in any certified aircraft.
Annual Rate. $9.60 per each
$10,000.00 of principle sum.

Income Replacement
Long-Term Disability P

Elimination Periods, Y ou may select

Pays to age 65 or for life if disability
is caused through injury.

Age Limit. Any member of the
Medical Society of Nova Scotia may
apply up to the attained age of 64.
Benefit Limits. Y ou may select the
Base Monthly Benefit of $500.00
plus additional $100.00 units up to a
maximum of $1,500.00 per month.
Since benefits are not taxable, the
amount selected should not exceed
two thirds of regular gross income.

the elimination period which best
suits your needs — 15, 30, 60, 90, or
180 days. Benefits payments begin
after you have been disabled for the
period selected.

Liberal Total Disability Wording.
Unlike many individual plans, your
Society defines “Total Disability” as
the “inability to perform the duties
of your own occupation” for the first
five years of such disability. After the
first five years, “Total Disability""
means “"the inability to perform the
duties of any occupation for which
you are reasonably fitted by
education, training, or experience”’,

Waiver of Premiums. Premiums
talling due after ninety days of
continuous disability are waived for
the entire duration of such disability.
Annual Rates per Each $100.00 of
Monthly Benefit

Age Last Birthday Elimination Period in Days

as at October 1st 15 30

Under 31 2244 18.72
31-35 23.88 20.04
36-40 28.08 2354
41-45 35.52 29.76
46 - 50 43.08 36.00
61-55 50.88 4260
56 - 60 60.00 50.16
60 - 65 69.84 58.32

60 90 180

17.40 16.08 14.28
18.60 17.16 15.24
21.84 20.16 17.76
27.60 25.32 2256
33.36 30.72 27.24
39.48 36.36 3216
46.44 42.72 37.80
54.00 49.68 43.92

Business Expense Protection

Purpose of This Plan is to

comp for continuing

in connection with your practise

during any period of disability,

during which period the normal

revenue which pays the expenses is

interrupted.

Liberal Claim Certification. It is not
¥ to itemize

provide financial statements or proof

of expenses at the time of claim. The

full benefit is payable for the

duration of disability to a maximum

of eighteen months.

| Tax P All p

paid for this benefit may be written
off against taxable income as a
business expense. Benefits paid under
the plan are taken into income for
tax purposes.

Benefit Period. Payments begin on
the fifteenth day of disability. You
may choose a benefit period of
twelve or eighteen months.

Age Limit. Any member of the
Medical Society of Nova Scotia may
apply, who has not attained the age
of 69,

Annual Rates per each $100.00 of
monthly benefit
Age Last Birthday
as at October 1st

Benefit Period

Under 50 18.00 20.00
51-60 27.00 30.00
61-70 36.00 40.00

12 months 18 months

General Information

Eligibility for All Plans, All members
and employees of members of the
Medical Society of Nova Scotia may
apply subject to the attainment of
age limits listed above, under each
plan. This includes members in
research, teaching, administration,
intern and post-graduate training.
Coverage will be maintained so long
as the Master Group Policy is in force
and membership in the Medical
Society of Nova Scotia is maintained.
Portability. So long as membership is
maintained in the Medical Society of
Nova Scotia, and you are engaged in
work related to medicine, coverage
may be carried in any Province or
Territory of Canada, and to any
foreign country subject to the
approval of the Society and the
Insurance Company.

For those who Participate in the
Plans Previously Sponsored by the
Society

Cowverage may be transferred to the
Society's New Plans without evidence
of insurability, providing application
is made within thirty days of the
expiry of the former plans, which
contain the normal statuatory
thirty-day grace period. Providing
this step is taken, transfer precluding
loss of coverage is guaranteed. A
reduction in premium rates will apply
in most cases and no member will be
obliged to pay a higher premium.
Society Owned Profits, The New
Plans are designed to vest the profit
realized through favourable claims
experience with the Society. This
surplus may be used at the Society’s
discretion to further improve the

insurance plans, broaden
Underwriting Acceptance Standards
to permit more members in the plans
who would normally not be eligible
for reasons of health, or reduce
future premium rates.

G i Issue of Coverage, As
soon as 50% of eligible members have
applied for coverage in the plans, a
minimum amount of $25,000.00
term insurance, and $300.00 per
month disability insurance will be
issued to all eligible members who
have applied or wish to apply
regardless of health.

Your support of the Society's Group
Insurance Program, evidenced by
application for one or more of these
plans will contribute to the
achievement of the Society’s goals
more quickly.

If you wish to apply for coverage;
increase your present limits; or
obtain further information, your
inquiries may be directed to:

The Medical Society of Nova Scotia
Group Insurance Program

¢/o Murray G. Bulger and Associates
Limited

Consulting Actuaries

6009 Quinpool Road, Suite 708
Halifax, Nova Scotia

Telephone: Area Code 902 —
425-3741.

Plans are underwritten by:

Term Life: Imperial Life Assurance
Company of Canada

Disability: Income Disability and
Reinsurance Company of Canada




Patient, Bed and Bathroom

A STUDY OF FALLS OCCURRING IN A GENERAL HOSPITAL
N. V. B. Manjam,* M.B., B.S.

and

H. H. MacKinnon, M.D., F.R.C.P.(C)
Fredericton, N.B.

Abstract

The pattern of falls occurring in a general hospital was
studied, and the predisposing factors were analysed. 143
falls were reported, involving 130 patients.

Falls occurred more commonly in males, especially those
in the 61-80 age group, than in females. Ward patients had
more accidents than private or semi-private patients. The
incidence of falls was approximately 10 in every 1,000
admissions, a rate of 1%.

More than half of those who fell, did so within the first
week of admission, and most commonly between the hours
of 10:00 p.m. to 6:00 a.m. The urge to use the bathroom
was the main reason given by patients for attempting to get
out of bed. Falls were more common in patients who had
received hypnotics, and most common during the second
and third hours following medication. The degree of injury
resulting from the fall ranged from none in 60% to severe in
3% of patients.

Accidents occur everywhere: in the home, in schools, in
industry or on the highway, and the hospital environment is
no exception. Hospital patients are supposed to be
protected against accidents, since they are physically or
mentally sick, and accidents are therefore potentially more
dangerous. The environment is strange, the hospital bed is
higher than the domestic bed, and furniture and people
around are unfamiliar,

Falls are the commonest hospital accident: Petrovisky,
in a nine-year study of 959 hospital accidents, found 809
(84.36%) were due to falls. He quotes a similar incidence of
72%, found by Williams, in a series of 82 accidents.

Material and Method

The accident report forms of the Victoria Public
Hospital, Fredericton, New Brunswick, a 318-bed general
hospital, were used for the study. The forms gave name,
age, sex, type of accommodation, primary diagnosis, the
general condition of the patient and a description of the
accident. They also contained a note of safety measures
used, a statement from the patient, diagnosis of the injury,
X-ray reports, if any, and the treatment ordered. Further
details were obtained from the patient’s chart.

A fall was defined as a loss of equilibrium resulting in
the patient meeting the floor unsupported by his legs, with
or without injury.

*Department of Neurology, The Medical College of Wisconsin,
Milwaukee, Wisconsin 53226.
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Relation of age and sex to total incidence

Falls occurring in the immediate environment of the
patient during a 16 month period from January 1970 to
April 1971 numbered 143 and involved 130 patients.
During the same period, there were 13,075 admissions,
excluding newborn, giving an approximate incidence of 10
falls per 1,000 patients, or 1%.

The incidence of falls is shown by age and sex in Figure
1. Males fell more often than females in every age group
except the 21-40 age group, where there were four males
and eight females. Combining all age groups, there were 78
males (60%) and 52 females (40%) who fell, a ratio of 3:2,

Parrish and Weil found that male patients have more
than twice as many accidents as do female patients. Sowder
found that the male succumbs more frequently to disease
and accidents: he uses the term “the fragile male".
However, Barsam and Ganam found the incidence of
accidents in both sexes to be almost similar. In their series
from a chronic disease hospital, there were 243 accidents to
991 male admissions (24.5%) compared to 222 accidents to
966 female admissions (22.3%).
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Effect of type of accommodation and length of stay

In this series, the highest number of falls occurred in the
ward, where 67 (52%) fell, compared to 35 (27%) in the
semi-private ward and 21 (16%) in the private ward.
Patients fell in the labour room, emergency room and even
in the intensive and coronary care units, and these
maximum care areas accounted for 7 patients or 5% of all
falls. Parrish and Weil also found a higher incidence of falls
on the wards as compared to private and semi-private
accommodation and attributed this to the “Hi-low" beds
and side rails in private areas as compared to conventional
iron rod beds in the wards.
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The relationship between the incidence of falls and the
length of hospital stay is shown in Figure 2. Seventy-six
(55%) of 143 falls occurred in the first week, 33 or 23%
during the second week and 8 or 6% in the third week. The
incidence rose to 12 (8%) in the fourth week and 14 or 10%
in those who stayed longer than four weeks, The higher the
incidence of falls in the first week could be due to
unfamiliarity with the new environment: some patients fell
as soon as they entered the ward! The minimum number of
accidents in the third week suggests that it takes long for
patients to adjust to the environment, but the rise in
incidence after three weeks is more difficult to explain.
Barsam and Ganam found the average length of hospitalisa-
tion in a chronic disease hospital for patients sustaining
accidents was nearly three times that of non-accident
patients. Thus, the length of hospitalisation appears to be a
determinant of accident causation, since the incidence is
highest at the extremes of stay.

>4

Effect of restraints

Table | shows the position of the bed railings, and
indicates that many patients fall despite restraints or
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railings. One patient managed to untie a posey belt and
climb over the railings. Even when the need for railings is
indicated by the doctor, there is a tendency to put up only
the top railing. This happened with 18 of our patients, and
perhaps encourages the patient to attempt to get out of bed
while increasing the chances of his falling. Ludlam has made
similar observations, finding that 71% of all patients who go
“over the rails”’, do so between 11:00 p.m. and 7:00 a.m.,
while only 10% do so between 7:00 a.m. and 3:00 p.m.,
compared to 19% from 3:00 p.m. to 11:00 p.m. Eighty-six
percent of these patients were over 50 years of age, and
only 5% were children.

Position of bed railings

Table |
Position of Bed Railings No. of Cases %
All of four up 1 8
Two of the four up 18 13
Three of the four up 3
One of the four up 2
Patient climbed over railings 4
All railings up and Posey belt on 1 9
Only Posey belt on v
Patient refused to have the railings up 1
All the railings down et} 26
Mo information available 63 44
TOTAL 143 100

Using a similar division of the day into “'sleeping hours"
(2201-0600), ““care hours” (0601-1400) and “visiting and
relaxing hours" (1401-2200), we found a slightly different
pattern of falls, The major incidence still occurred during
sleeping hours, accounting for 58 or 41%, but there was a
higher incidence during care hours as compared to visiting
and relaxing hours: 45 or 31% as compared to 28 or 20%
(Table [1).

Time of Fall
Table 11

Time in Hours Number of Cases %
2201-0600 “'Sleeping hours” 58 41
0601-1400 “Care” hours 45 ki
1401-2200 "Visiting and relaxing” 28 20
Not recorded 12 8

143 100

Effect of medications

Hypnotics, antihistamines, tranquilizers and sedatives are
known to alter the alertness of the patient: 49 of our
patients, or 32%, received some sort of hypnotic, 32 (25%)
were given tranquilizers or sedatives and five took
antihistamines close to the time of a fall. One patient who
fell was taking insulin, Twenty-six patients fell within eight
hours of medication, and 14 of these fell during the second
or third hour after medication, a time when drug action is
at its peak.
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Other contributory factors

At the time of the fall, 14 of our patients were noted to
be confused, eight were drowsy, two were dizzy and one
was unconscious. Fasting promotes dizziness and was noted
in four patients.

Disease states may contribute to loss of balance or
syncope: of our 130 patients, 20 had malignant disease, 14
had atherosclerotic heart disease, eight a cerebrovascular
accident and seven diabetes mellitus. Epilepsy was seen in
three, depression in three, muscular dystrophy in one and
ataxia in one, Malignancy and ASHD are commonest in the
age groups most frequently affected by falls.

Electrocardiagrams were abnormal in 46 patients, of
whom 21 showed tachycardia, atrioventricular block in
seven, atrial fibrillation in six, right bundle branch block in
six and left bundle branch in five.

Hypertension was present in 8% of patients who fell, and
14% had a prior rise in temperature ranging from 99°F to
103°F. Since pyrexia may result in restlessness or stupor,
this could have contributed to the fall.

The urge to use the bathroom was given as a reason for
attempting to get out of bed by 64 (45%) patients.
Reaching for bedside objects accounted for 52 (36%) of
cases and miscellaneous reasons, e.g. a drink of water, for
16 cases or 11%. In 11 instances (8%) the patient got up for
no known reason. Snell says “the excretory functions were
the main hazards to hospital patients”. The high incidence
of falls in the older age group can be attributed to the
frequency of urinary problems and to poor sleeping habits.

being graded 0, with no symptoms or signs, and 26 or 18%
showed grade 1 injury, with pain but no detectable injury.
Redness, contusion and abrasion resulted in 22 (15%) of
falls being graded 2, while only 5 (4%) had lacerated
wounds requiring suture, ranking as grade 3. In grade 4,
three falls resulted in fracture and massive rectal bleeding
occurred after a fall. No patient died on the day of injury.

Injury
Table 111

Grade Description No. of Cases %
0 No symptoms, no signs 85 60
1 Pain, no detectable injury 26 18
2 Redness, contusion, abrasion 22 15
3 Laceration requiring suture B 4
4 Fracture, dislocation, massive

bleeding, viscreal rupture 4 3
5 Death 0 0

The 3% of patients in grade 4, with serious injury, found
in this series accords well with other studies: that of Parrish
and Weil reports 4.07%, Petrovisky 3.75%, and Weil and
Parrish 2.36%.

Five deaths occurred within 2-16 days following a fall
(Table 1V). Of these five patients, only two had grade 4
injury. One patient, whose primary diagnosis was carcinoma
of the breast, died from massive rectal bleeding following a
fall: there was no autopsy. The other patient had carcinoma
of the thyroid with metastases: fall resulted in a patho-
logical fracture and death occurred 16 days later.

Death
Table IV

Interval Between

Fall & Death in Grade of Major
Primary Diagnosis Days Injury Symptoms Autopsy
Myocardial Infarction 3 0 - Findings not related
Carcinoma breast 12 4 Rectal bleeding No autopsy
Carcinoma thyroid Fracture of Pathological fracture
with metastases 16 4 humerus of humerus
Lymphosarcoma 2 1 Pain Findings not related
Pulmonary fibrosis 3 0 - Findings not related
Repeated falls occurred in seven of our patients, five  Conclusion

having two falls, one having three and one four falls. The
interval between falls varied from 1-569 days, but in most
cases was within an eight day interval. The multiplicity of
falls in the same patient supports the concept of an
"accident prone” individual. Such individuals are said to
have unexpressed feelings of hostility or guilt and injure
themselves frequently. They are more likely to become
hospital patients and to injure themselves in hospital
settings.

Injuries have been classified by various workers into
mild, moderate, severe and fatal. We found the grading
shown in Table 11l more satisfactory, 85 or 60% of falls
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If we were to describe a typical hospital accident-prone
patient, that patient would be a male over 60 in the first
week of his admission to a ward-bed, occurring during the
night after he received a hypnotic.
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How Does Malignant Melanoma Present?

S. T. Norvell, Jr.,* M.D., F.R.C.5.(C),
C. Richard** and D. Gorman™*

The following observations are based on a retrospective
review of 248 cases of malignant melanoma seen in the
Nova Scotia Tumour Clinic and Halifax teaching hospitals
over a period of 19 years. It is estimated that these patients
constitute about 75% of all cases of cutaneous melanoma
seen in the Province during that period, and that the sample
observed is fairly representative of the entire group.

Approximately 43% of all patients with malignant
melanoma are alive 5 years after the diagnosis is made, and
when appropriate corrections are made for the expected
demise in a population of comparable age and sex
distribution, the 5-year survival is 47%. If one considers
only patients without disseminated disease, when first seen,
these figures are 46% and 51% respectively.

For early melanoma managed by ideal treatment, these
figures rise to 76% and 80% respectively. Thus, a diagnosis
of malignant melanoma is not tantamount to a death
sentence, and the benefits of early diagnosis and proper
management can be demonstrated.

Sex and Age Distribution

In the Nowva Scotia series there were 137 females and
111 males. This slight predominence of females is in accord
with most reported series.

The youngest patient in the series was 5 and the oldest
87 at the time of histological diagnosis of malignant
melanoma, The age distribution by decades is shown in
Table |. The greatest numbers are found in the fourth, fifth,
and sixth decades, It should be noted that children and
young adults are not exempt from this malignancy.

Clinical Stage at Time of Presentation

The initial clinical stage of 245 cases is shown in Table
Il. The great majority of patients presented to their
physician with “early’” disease, that is, with negative lymph
nodes and no clinical or radiological evidence of distant
metastases,

Common Symptoms and Their Duration

The common symptoms and their relative frequency are
indicated in Table Ill. Most patients for whom symptoms
are recorded had more than one symptom of the primary.
The 7 patients for whom “no symptoms’ are recorded
represent biopsies of asymptomatic lesions suspected by
alert physicians,

*Associate Surgeon, Victoria General Hospital: Staff Surgeon, Camp
Hill Hospital; Associate Professor of Surgery, Dalhousie University;
Halifax, Nova Scotia.

**Third Year Medical Students, Dalhousie University.
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It should be noted that increase in size is by far the most
common symptom reported. “Increase in size' refers
chiefly to increase in diameter, but some patients also
noted elevation of a previously flat lesion. It should not be
totally unexpected that growth is the paramount manifesta-
tion of a new growth.

59 patients reported colour change, usually an increase
in pigmentation. Moles which become darker, however, are
not necessarily malignant. A decrease in pigmentation, the
development of a non-pigmented nodule in a pigmented
lesion, or the finding of a variegated pattern (more than one
colour) is of greater diagnostic importance.

Bleeding, ulceration, infection, and failure to heal may
all be manifestations of the same biological property of
malignant tumours: a lack of normal cellular adhesiveness
and hence a breakdown of the integrity of the skin surface.

The duration of symptoms was recorded for 193
patients, and these are shown in Table IV. This is the
duration from the first symptoms until histological diag-
nosis was made; hence, a long delay may represent
procrastination by either the patient or the physician. In
the majority of cases, however, symptoms were of less than
one year's duration; in one-third of cases symptoms were
present for less than three months.

Appearance of the Primary

In the great majority of cases, the primary lesion was
recorded as being black or darkly pigmented (72 cases), or
brown or pigmented (60 cases). In 29 cases the primary was
recorded as being red, colourless, or only slightly pig-
mented. Other colours, including the diagnostic “variegated
pattern”, were recorded in 59 cases.

The gross appearance of the primary was so variable that
there may not be a typical lesion. The majority presented as
slightly elevated lesions, often warty or irregular on the
surface. Some primaries presented as ulcers, some as
polypoid lesions, and some retained the classical features of
a junctional naevus: ""smooth, flat, hairless, and looks like a
spreading drop of paint”’,

The size of the primary at the time of diagnosis ranged
from less than 5 mm. in diameter to greater than 10 cm.
The majority were 1 to 2 cm, in greatest transverse
diameter.

Does Melanoma Characteristically Arise from a Pre-Existing
Mole?

Some authors suggest that as many as 60% of malignant
melanomas arise de novo and not from a pre-existing mole,
Our data suggest the contrary.
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153 patients were able to state whether or not they had
a pre-existing mole and its duration. As shown in Table V,
55 patients either had no pre-existing mole, or had a mole
for less than 2 years. We may infer that the majority of
these had a melanoma which arose de novo. 19 patients had
a mole for 2 to 10 years, and no interpretation can be made
from this group. 79 patients had a pre-existing mole for
more than 10 years or “all my life”, or "“as long as | can
remember”, or words to that effect. We infer that in these
patients the melanoma rose from a pre-existing benign
naevus.

While most melanomas appear to arise from a pre-
existing mole, a “mole’” of short duration is an indication
for excision-biopsy, along with the classical indications
mentioned later,

Site of the Primary

The location of the primary is not of great diagnostic
importance. As shown in Table IV, a melanoma may arise
on any part of the cutaneous or mucocutaneous surface.

A lower limb is the most common site for malignant
melanoma, and here the leg is the most frequent primary
location, particularly in females,

Females are much more likely than males to have a
melanoma either on the leg or on the forearm. Males, on
the other hand, are more likely than females to develop
melanomas on the posterior aspect of the upper half of the
trunk. One can only speculate about the relation of these
locations to sex of the patient.

It is of some interest that melanomas of the head and
neck have an appreciably better prognosis possibly because
they are noted and diagnosed earlier., Melanomas of the
trunk have the poorest prognosis, possibly because they are
observed late, or possibly because of uncertainty about
their lymphatic drainage.

Which Pigmented Lesions should be Biopsied?

It is a mistake to ignore any pigmented skin lesion if one
suspects that it may be malignant. On the other hand, since
the average individual has 20 or 30 moles, a certain amount
of judicious selectivity is necessary.

We have already pointed out that pigmented lesions of
short duration are particularly suspect,

Moles of longer duration may be suspected on the basis
of either their location, or their manifestations, Any
pigmented lesion on the palms, soles, or genitalia should
seriously be considered for excision biopsy. Even if these
are not malignant, they are highly likely to be junctional
naevi and therefore pre-malignant. Moles which are situated
in areas where they are likely to be injured by belts and
straps, by shaving, or by other repetitive trauma should be
removed,

As our study indicates, an increase in size or change in
colour in any pre-existing mole is an indication for
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excisional biopsy. Bleeding, ulceration, itching, and in-
fection, and failure to heal likewise call for biopsy.
Satellites are diagnostic of a relatively late lesion, Even fear
of cancer and a number of miscellaneous and often
seemingly inconsequential symptoms sometimes lead to
diagnostic biopsy. A histological diagnosis of a benign
lesion is often the best reassurance to the patient, and
malignant transformation of a junctional naevus in a bottle
of formalin is said to be exceedingly rare,

AGES AT DIAGNOSIS BY DECADES

TABLE |
AGE NO
= R R e A S s 1
W s e — 7
202 o ns s e R R 25
o —— L WS 43
A0 S i R A R AT b4
£ 4T 5L LU A S RS O U OO 40
B0 =B s e R R R B ARG 33
{2 sy L RN ) SRS S 34
BB s R T S e L R R A RS R 10

INITIAL CLINICAL STAGE

TABLE Il
STAGE NO.
1 atev T L R L 0 A L 19
NodasNegative (1) s viamnasanadstinas jessaris 163
s T ot 40 | ) S S —— 39
Disseminated Disease (I11) .. ...oooniiiniviviini. 13
Reported 8s DENIGN"" « «.covwssmwomemssmammms o n
245

SYMPTOMS OF THE PRIMARY

TABLE 1l
NO.
INCrease INSIZ8 . .. .vrere s eereereenannannns 129
Blealling :vc v R R R S S T R 79
Colour Change .. ....vvvnriiineninnennerrnns 59
Hearation oomsumnasasiisna s sy sasn s 47
Itchingand Infection ...........c.ccovvviiinnnn.. 39
Fallure e Heal e anenronmsrasmrnsresmss 21
Tl —— BN N W o 8
Mo SyImpeoms. cuasmm s mm S R T AT 7
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DURATION OF SYMPTOMS

PRE-EXISTING MOLE

TABLE IV TABLE V
DURATION NO. No pre-existing mole 25
r—— Mole less than 2 years 30
3monthsorless .« civmresseassmsonri s 67 55
o Emonthes Tl LU e e g R e i 41
e L T O e Sl 3t SR Lt e 39
b 2 I 5 a1 | e e PR e G e 3 Several (2-10) years 19
E‘ DNCBIS . covivrs rissa s n s RS 42 15 Wiy, o i 10 isais 20
“All my life”, *“As long as | can remember”, etc. 49
79
PRIMARY SITES
TABLE VI
SITE Males Females Total
Unknown 6 1 7
Head & Neck 22 21 43
Trunk 33 23 56
Upper Limb 20 25 45
Lower Limb 25 61 86
Other 4 7 11 O
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Trauma X - Wednesday’s Child’

Edward B. Grantmyre,”* M.D., C.M.
Halifax, N.S.

Trauma X is the non-sensational name being used locally
for the battered child syndrome, The term battered child
syndrome was chosen 20 years ago to attract attention to
what was at that time a neglected clinical and social
problem. The chief drawback to the use of this term is that
it tends to provoke and inflame the hearer, often initiating
a premature bias against the accused parents before
adequate medical and legal investigation can be made. The
condition has also been known in various parts of North
America as the Caffey-Silverman Syndrome; the Caffey-
Kempe Syndrome; and recently the Parent-Infant Trau-
matic Stress Syndrome.' It is best described as intentional
physical injury inflicted on infants and young children.

The battered child and the child’s parents have been
extensively studied. Over 200 papers have appeared since
the initial articles by Caffey, and later by Silverman. At
least four books on the subject have been published, and
one of these deals exclusively with the problem on the
Canadian scene.” A local Opportunities For Youth grant
enabled a team of medical, law and social work students to
assess as a summer project many aspects of this problem in
MNova Scotia in general, and in Halifax in particular. The
report of their findings is expected to be available early in
1973.

Van Stolk? has estimated that in Canada there are from
4,275 to 7,000 children who each year suffer from
significant intentional physical abuse, and of this number
100 to 150 die from their injuries. In Halifax at the |.W.K.
Hospital an average of 15 cases are seen yearly which is a
little less than expected from the experience of other
centres.

In approximately 90% of reported cases the perpetrators
of this trauma are the parents, most often the mother. Gil
points out that in the usual family situation the involve-
ment rate in incidents of child abuse is higher for fathers
and stepfathers than for mothers, but since about 30% of
reported abuse incidents occur in the single-parent female
headed household the mother is numerically most often the
perpetrator®. In less than 10% of cases, siblings, baby
sitters, boy friends of mother, cleaning women and other
parent substitutes have been identified as the assailants.
These parents or parent substitutes represent all races and
all cultural, social, economic and educational levels, Fewer
than 10% are psychopaths. Most series have a higher pro-
portion of cases from poor socio-economic circumstances.
It should, however, be appreciated that often the final

*Presented at the Atlantic Provinces Orthopedic Society Meeting,
November 1972.
**Director, Department of Radiology, |.W.K. Hospital for Children.
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“diagnosis” is the result of judicial decision and it has bee
the experience of this author that the poor are seldor
represented by legal counsel in Family Court. Conversely
in one of the most severe cases of Trauma X seen at th
L.W.K. Hospital (fractured cervical spine, fractures of 2.
ribs, fractures of both humeri and both femora in variou
stages of healing) a shrewd counsel for middle class parent
convinced the court that the traumatic episodes may no
have occurred while the infant was being cared for by th
parents.

There is no single pathognomonic finding indicative o
Trauma X. Rather, the suspicion must be based, like man!
in clinical medicine on a summation of findings. Kemp
lists thirty-five factors that may suggest this diagnosis® . Th
most important of these have been summarized as follows

WHEN THE PARENT

. Presents contradictory history.

. Has delayed unduly in bringing child for care.

. Is reluctant to give information.

. Projects cause of injury onto a sibling or third party.
. Presents a history that does not explain the injury.

. Has been reared in a “motherless’ atmosphere.

. Has unrealistic expectations for the child.

~N O s Wk =

WHEN THE CHILD

. Has an unexplained injury.

. Shows evidence of poor overall care.

. Is unusally fearful.

. Shows evidence of repeated injury.

. Is seen as “different”” or “bad"’ by the parents.

. Shows evidence of “characteristic’ x-ray changes.

DO s wWwN =

The “characteristic’’ x-ray change are well described ir
most recent radiologic texts. All the traditional signs o
trauma such as fracture, dislocation and cartilaginou:
injuries may be present, but to see these in various stages o
healing is indicative of repeated traumatic episodes, Smal
triangular chip fractures of the metaphyses involving severa
long bones are common findings, and may be seer
immediately after injury. Later the long bones may be
surrounded by traumatic involucrums due to subperiostea
hemorrhage suffered at the time of the initial injury. The
differential diagnosis includes congenital insensitivity tc
pain, osteogenesis imperfecta, scurvy, rickets, infantile
cortical hyperostosis, and usual childhood fractures.

When the condition is strongly suspected, it is recom
mended that the child initially be hospitalized both for hi:
own protection and to allow full assessment of the
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situation, The physician is then required by law® to report
his suspicion of child abuse to the Director of Child Welfare
or the local Children’s Aid Society. This same legislation
protects the reporting physician from legal action by the
parents, The importance of reporting this suspicion cannot
be overemphasized. Studies indicate that if the physician
does not accept this responsibility, 26% to 50% of the
children will be permanently injured or killed within the
next several months.” More personal reasons for reporting
are that physicians in Canada have been fined for non-
reporting and that four physicians in the United States have
been sued for $56 million by an estranged father for failing
to report their suspicions regarding the multiple episodes of
trauma his son had received.

FIGURE 1

Initial film of knee reveals a fracture through distal epiphyseal plate
with displacement of the ossification centre posteriorly. Small
metaphyseal chip fractures are evident along the distal femur and
proximal tibia.

Treatment of the child’s injuries is usually straight-
forward. Treatment of the hostile environment that caused
these injuries is usually most difficult. The most favorable
circumstances would be the finding of a baby-sitter or other
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parent substitute who is responsible for the abuse, as they
could be easily removed from the environment, but this is
seldom the case. Usually and unfortunately, it is one of the
parents, and now it becomes the responsibility of the
Children’s Aid Society or the Director of Child Welfare to
decide on the appropriate course of action. If the family
situation has positive factors, and if the parents agree to
undergo counselling and close supervision the child may be
returned to them. If the social and family circumstances are
hopeless the child will be made a ward of the Children’s Aid
Society by the Family Court, and then placed in a foster
home.

The prevention of Trauma X in our present violent
society will not be easy. Current trends recognizing the
worth of the beleagured child-rearing mother will help.
Perhaps the easier methods of contraception, and the
current trend toward smaller families will also be of value,
Day-care centers may even give the "“shack-wacky" parent
an opportunity to regroup her resources in the struggle
against material, emotional and social inadequacies. Yet, it
must be emphasized that there is no evidence to support
the proposition that all people are potential child batterers,
The child batterer is felt to be a particular kind of person
who is unable to identify with the child and who has
unrealistic expectations concerning behaviour and discipline
of children.?

FIGURE 2

Supine film of thoracic cage reveals recent fracture of right clavicle
and recent fracture of right 11th rib. Healing fractures of right 5th
and 6th ribs, and the left 9th rib are also evident.
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FIGURE 3

Recheck film of right knee 8 days later reveals the traumatic
involucrums surrounding the shaft of the femur and tibia, as well as
the original injuries.

The lack of time, space and special expertise have
restrained me from discussing at any length the role of the
social worker, the psychiatrist, child protection services, the
courts, the police and a host of other factors related to this
subject, The interested reader will find extensive biblio-
graphies in any of the books referred to in this
article,> /7

In summary, the physician must be suspicious of the
possibility of the diagnosis of Trauma X in any infant or
child where the extent of injuries is considerably greater
than expected by the history. Parental factors common to
most of these cases of child abuse have been discussed. The
moral, legal and ethical responsibility of the physician to

report these cases has been emphasized. O
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to her physician.

Pregnant Rh Negative Patients

It is known that Rh sensitization may occur following spontaneous or therapeutic
abortions and ectopic pregnancies, as well as deliveries, Therefore, Rh Immune Serum
Globulin is to be given to all Rh Negative women with such early pregnancy
complications or terminations providing the patient does not have — D Antibodies in her
blood. It is necessary to have blood testing done before any termination of pregnancy.
Therefore, routine Rh testing should always be done at the time of the patient’s first visit

Rh Committee of the
Medical Society of Nova Scotia.
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Bill Turner

AN APPRECIATION

During last weekend the news media recorded the tragic
heart-breaking details of the sudden death, by car accident,
of forty-five year old Doctor William Turner and his eleven
year old daughter Sally, on Saturday 13 May, 1972.

The name "“William" undoubtedly appears on his birth
record, school registration, marriage certificate, university
diplomas, drivers’ license, and other official documents, but
unofficially and affectionately he was “Bill" or “Doctor
Bill"”. In our club it was highly formal to address him as
“Gyro Bill",

In any group or crowd Bill Turner would command
attention on account of his large physical stature and his
beaming smile. His mental, spiritual, and social qualities
were correspondingly great.

Gyro International enrolled Bill as a member of the
Moncton Club effective 21 October 1968. He did not have
to take training in the aims of Gyro because friendship was
inherent in his nature, and he had long experience in the
application of the Gyro Key Words: -

“Power: Symbolizing the power of friendship in our
human relationships.

“Poise: Demonstrating the steadiness of friendship
in the time of trial.

“Purpose: Keeping the balance wheel of friendship

forever active in the daily lives of more
men,"

Bill was a great asset to the Gyro Club, He enjoyed its
varied activities whether they were regular meetings, card
games, lobster picnics, dinner dances, or Christmas parties
for the children. He was witty and enjoyed thoroughly
pranks played on him by his colleagues, but he could be
relied upon to even the score, and usually to add a little
interest.

The deaths of Bill and Sally Turner occurred on
Saturday, immediately prior to Mother's Day, and thus
during part of the Family Weekend. This coincidence
intensified the pathos of the tragedy because Bill was
devoted to his wife Avis, his four daughters, and his son. At
the time that Bill joined the Gyro Club he and Avis had
four children, all daughters, and the first name of each
started with the letter **S"; Susan, Sandra, Sally, and Sonja.
Shortly after joining the Club there were rumours that
there might be an addition to the Turner family in the near
future. Most Gyros and Gyrettes who were present at the
annual Christmas party, will recall that Santa had a gift for
each child, but only one adult was favored. If my memory
is correct Santa called for “Wee Willie Turner”. It was
whispered around that Santa’s agent who provided the gift
was a Gyro friend, an obstetrician by profession.
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In due course a son was born, and maintaining the
traditional “’S” he was named Scott. Bill came to a Gyro
meeting with a series of infant pictures, which he passed
around to the members present. He was indeed a proud
father! It was announced by some of the Gyros of senior
citizen status, that it was an old custom of the Moncton
Club that a new father had to sing a solo. Eventually after
much teasing and coaxing, and with the vocal assistance of
Chairman Gyro Fred Forbes, Bill entertained the club in
excellent voice and with great gusto.

At the 1971 Christmas party wee Scott was scampering
all over the place, but most often towards the Christmas
tree, with an amazing exuberance of spirits. He had a small
blanket held tightly to one side of his head. As Gyrette
Almeda remarked he was just like “Linus” in the “Peanuts”
column. Bill goodnaturedly chased and repeatedly retrieved
Scott for the duration of the party. | am sure there must
have been many Gyros and Gyrettes who were thinking
that at Scott’s age, Bill Turner must have been just such a
goodnatured, vivacious, hyperactive boy, bubbling over
with enthusiasm.

Avis and Bill utilized the music at dinner dances to the
utmost. They danced together most gracefully, with great
agility and with obvious pleasure. It was a joy to watch
them.

The Turner family worshipped at the Bethel Pre-
sbyterian Church, where Bill was not only a member of the
Board of Trustees, but also the treasurer, and where he sang
in the choir,

In writing about Bill Turner's professional life | hope
you will tolerate references to me and mine. As Executive
Director of The Moncton Hospital from 1955 to 1970 | had
an unusual opportunity to assess Bill's “knowledge in the
theory and practice in the arts, of medicine”, A native of
O'Leary, P.E.I. Bill attended Mount Allison University, and
then studied at the Medical School of Dalhousie University.
At that time students at Dalhousie had to have credit for
one year of rotating internship before getting their
doctorate of medicine: three months in each of Medicine,
Surgery, Obstetrics, and Paediatrics. In an agreement
between Dalhousie Medical School and The Moncton
Hospital, some of the final year students came to Moncton
for three months experience in Paediatrics. Consequently
Bill Turner interned from 2 November 1956 to 4 January
1957. He received most of his training from Gyro Claude
Leighton. The hospital’s report on Bill’s internship would
be envied by the most brilliant and industrious of medical
students.

When Bill graduated and had a license to practice, he
settled in Salisbury to replace Gyro Brent Stewart in
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general practice. In an amazingly short time he had
developed a busy medical practice extending for many
miles in a radius from Salisbury.

After his valuable experience in general practice, Bill
took post-graduate studies at the Victoria General Hospital,
Halifax, and at the Toronto Western Hospital. In 1967 he
passed the examinations of the Royal College of Physicians
of Canada, and he was appointed to the Medical Staff of
the Moncton Hospital, as a specialist in Internal Medicine.

The impact of Bill Turner on The Moncton Hospital was
that of a human dynamo. In a trice he had a very busy
practice, with a great number of consultations requested by
his colleagues. He was the sparkplug in developing the
Cardiac Intensive Care Unit, which has saved from death a
countless number of patients with heart afflictions,
especially coronary thromboses.

It is amazing the number of medical doctors and their
families, who depended on Bill Turner for medical care,
Thus he was a physician’s physician, a most flattering
honor. He was brilliant in diagnosis and therapeutics. From
my personal knowledge, on two occasions when | was
acutely ill, | can vouch that Bill Turner exuded confidence
in his patients, and comfort to the spouses or relatives. At
the time of his death hundreds of people said simply, but
with intense feeling, “'He was our doctor”’,

However Bill Turner’s contribution was not confined to
the practice of cardiology and internal medicine, because he
was a natural, enthusiastic teacher. He conducted course
after course after course for nurses, technicians, and
interns. He stressed especially irregularities of the heart
beat, and the emergency care of heart arrests and failures.
The lectures were started for nurses in the Cardiac Intensive
Care Unit, but soon they became available for all nurses on
the staff, and to student nurses. Later nurses came from the
George Dumont Hospital, University of Moncton, Highland
View Hospital of Amherst, Stella Maris Hospital of St.
Anne de Kent, Miramichi Hospital of Newcastle, and other
institutions. | found it quite touching that of the class of
about 60 enrolled at the time of his death, there were three
nurses from his home town of O'Leary, P.E.l. It seems
incredible that a physician with such a huge practice could
spend so much time teaching. Undoubtedly Bill Turner had
a profound influence on health services and life saving
procedures not only in Moncton, but also throughout the
Maritime Provinces.

Involved in Bill's practice, there was a tremendous
demand on his time for acute emergencies, by day, night,
and weekends. Only a man with a rugged constitution could
stand such a strain.

Some of the Gyros and Gyrettes of my generation may
remember Alexander Woollcott as a great critic of drama,
and literature. In the early days of radio he had a weekly
broadcast called “The Town Crier”. It began and ended
with the ringing of a handbell like the town criers of old. In
the broadcasts, Woollcott read gems of English literature,
and interesting biographical sketches. In a compilation of
“the minor masterpieces of my own day,” entitled “The
Woollcott Reader,” published in 1938, he included the
story “A Doctor of the Old School” by lan Maclaren.
Woollcott called it “the most moving and uplifting tale ever
told in the English language”. In an “afterword” Woollcott
wrote “If, in some crisis of flood or fire, | knew | could
keep, in my flight to safety, but one of the sacred writings
in this book, there would be no hesitation, | should choose
‘A Doctor of the Old School’.” | have read the story many
times, but | got it out again after Bill's death. | want to
draw attention only to two short extracts.

One morning during this past winter, | went to the
Hospital before 8:30 a.m. to get a newspaper. Bill Turner
was there, looking tired, but prepared to start his daily
duties. He had been working all night in the Cardiac
Intensive Care Unit to save the life of a professional man,
whose heart had ceased beating on three different occasions
(cardiac arrest) and had to be started again by electrical
stimulus. The patient has returned to work! In the story of
the Doctor of the Old School the doctor's friend
Drumsheugh saw him preparing to try to save a life. In his
Scottish dialect the friend said, ““It gar'd ma very blood rin
faster tae the end of ma fingers just tae look at him for a’
saw noo that there was tae be a stand-up fecht atween him
and deith, and ... a" kent wha wad win.” (It caused my
very blood to run faster to the end of my fingers just to
look at him for | saw now that there was to be a stand-up
fight between him and death, and | knew who would win.)
Bill Turner had hundreds of such fights with death!

In the final chapter of Maclaren's story, written after the
others had first been published, and entitled “The
Mourning of the Glen,” Lachlan Campbell, an aged man,
had the final words. “. .. the doctor’s judgment has been
ready long ago; and it is a good judgment, and you and |
will be happy if we get the like of it. It is written in the
Gospel, but it iss William . . . that will not be expecting it.”
Jamie asked eagerly, “What is't Lachlan?"’ The old man,
now very feeble, stood in the middle of the road, and his
face once so hard was softened into a winsome tenderness.
“Come, ye blessed of My Father ... | was sick, and ye
visited me."” O
Reprinted by permission of author, Dr. Austin Clarke, Moncton
General Hospital. (Hublore, Gyro Club publication) May 16, 1972.

“Let us hope that sometime we may stop and make deliberate choice of a sweeter,
quieter, friendlier life, and by cutting down our social tasks and intellectual recreations,
make time for rest and domesticity, and for remembrance of others whose houses and

lives adjoin our own."
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Not Always Cheerless

A, E. Murray, M.D.
Halifax, N.S.

Officially appointed or not, coroners drawn from the
ranks of blacksmiths, postmasters and other lay job
categories were not necessarily the most appropriate
individuals to preside over inquests involving accidents,
homicides, suicides and deaths in provincial medical
hospitals.

In 1894 this realization, coupled perhaps with the
euphoria of scientific advance and some pretty hard
criticisms of evidence adduced at inquests into deaths at the
MNova Scotia Hospital, saw the province's first medical
examiner appointed — but for Halifax-Dartmouth only.

It was some years before the present Fatalities Enquiries
Act was proclaimed and the county coroner system was
abolished; fifteen years, in fact, after | was appointed
medical examiner for Halifax-Dartmouth.

While the county coroner system was still in effect, |
recall being asked to perform autopsies and to give evidence
at many less than formal inguests. Once, in a village about
twenty miles from the city, | was the first witness called in
an enquiry into the death of an individual whose
unrecognizable body had been washed ashore.

Hardly had | taken the stand, when the inquest faced an
unexpected postponement. There was no Bible. | could not
be sworn,

The local police mounted an expedition to locate one
and finally returned with the news that “Mrs. Gray next
door has one ... but she won't let us take it out of the
house.”

The inquest was then formally adjourned to the
somewhat bemused lady’s home where | was sworn in on
the family's brass-bound Holy Book which weighed in at
approximately ten pounds,

A certain spontaneity marked many inquests in those
days and the ability to play things by ear was a valuable
attribute.

| remember a young Negro girl, friendless and alone,
who, after being delivered of a child in Halifax, set out for
the nearest community where she might find sympathy and
assistance from people of her own race. She did. They
kindly took her in,

Tragically, the next morning the baby was dead, the
coroner was advised, and | was called upon to do an
autopsy. After viewing the remains | told the coroner |
thought no autopsy necessary.

When the inquest was ready to proceed, a lack of jurors
looked like it might force a postponement. However, it
appeared to me that some diplomacy coupled with a
judicious investment would help us all get the formalities
over with and prevent the prolongation of grief. A young
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boy was dispatched to inform the villagers that jury duty
would be compensated for at the rate of fifty cents per
juror. Within ten minutes we had forty men present.

In testifying | was asked to give an opinion on the cause
of death. Were foul play or neglect involved? | replied that,
in my opinion, death was caused by pneumonia.

Immediately, the foreman of the hastily impanelled jury
jumped to his feet. “That's good enough for us, boss,’”” he
said.

The inquest was over.

Some matters of detail also tend to slip by even the most
diligent officials.

Once | was subpoenaed to give evidence in a Supreme
Court trial on motor manslaughter — now termed criminal
negligence. The jury was selected. The trial began, and | was
placed on the stand and sworn.

Suddenly, after some red-faced consultation among
court and police officials, the trial was adjourned to a later
date, It appeared that one element was missing. The
accused was still in jail. Somebody had forgotten to bring
him to his own trial.

Suicides are more common than usually supposed. Not
only is the incidence of suicide higher than many believe,
but the methods are often remarkably complex and
devious.

At a recent International Convention of Coroners and
Medical Examiners in Louisville, Kentucky, | watched one
of our own Canadian coroners show slides of sixty different
methods of suicide he had seen. | was somewhat surprised
to discover | had encountered all but one.

This involved a man who had crashed into a concrete
abuttment with his car. Under normal circumstances it
might have been considered an accident. However, when a
policeman opened the car door, he was overcome by
cyanide gas. To make doubly sure, the victim had opened a
tin of cyanide in the car just before striking the abuttment.
Since that date | have seen one case of cyanide poisoning.

One interesting point to note is that the physician in
attendance or the medical examiner must fill out and sign a
death certificate assigning the cause of death in con-
formation to an international list of causes of death.

| have seen many certificates over the past two or three
years where the cause of death is certified as cardiac arrest,
This is, of course, the most frequent terminal event of
death . . . but it does not appear on the international list.

In about 6,500 cases of my experience the police and |
have been successful in establishing the identity of the
deceased in all but one. This was the badly decomposed
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body whose demise came under formal consideration
following the use of Mrs, Gray's Bible.

There were no hands on the body. The feet and the
lower jaw were missing and there were no teeth in the
upper jaw. ldentification was clearly impossible.

| have been on the witness stand many, many times to
give evidence. Usually, the medical examiner’s evidence is
not subject to much cross-examination. In any event, the
evidence is usually underground at the time. However, in
giving evidence it is important to use common language and
to avoid medical terminology as much as possible.

| was once giving evidence in a murder trial and came
under cross-examination by a well-known lawyer, now
deceased.

In looking over my report, he said, “‘Doctor, this report
is dated April 3. When did you do your examination?”

“On April 1," | replied.

He asked, "Did you write your report from memory?"

“No,"” | said, *‘| made notes at the time."”

"Do you have them with you?"

“No, I'm sorry, | haven't.”

"Are they available?"

“Yes," | said, and court adjourned for half an hour while

| went to my office for them. | then returned to the stand
and handed my notes to the examining attorney.

Now, my handwriting is never at its best and, in cases
like this, it is usually very much abbreviated.

The examining attorney glanced at my notes.
“Jesus!" he said. “No more questions.”

Speaking of paper work, | try to keep it down to a
minimum. However, not everybody does and | recall a case
in which | was involved a year or so ago.

A man had died at sea and the body was put ashore in
Halifax. As far as | know, my appointment as medical
examiner does not cover deaths at sea. However, there
appears to be nothing in international law or any other law
| can find that does cover such cases and the body cannot
be moved unless somebody signs an official death certi-
ficate . .. although a log book entry covers the burial of a
body at sea.

However, | performed an autopsy on this man,
ascertained he had died of a myocardial infarction and duly
reported the cause.

| heard nothing more on the matter for about three
months when | received a letter from a New York legal firm
which bore the names of about forty lawyers on the
margin. The letter was a request for forty-seven copies of
my autopsy report.

| replied that | would be happy to conform at $5 per
copy.

| haven’t heard from them since.

Perhaps these reminiscences will help to change the
impressions of some that the medical examiner's job is a
gruesome, cheerless business.

True, it has its roots in a tragedy common to us all, but
it also has its brighter and interesting side. a

Physician Self-Assessment — ANSWERS

Question No. Correct Answer
335 E
401 A

POSITION WANTED

Dalhousie Graduate, 1970, age 29, married, wishes
a general practice opportunity in Nova Scotia,
preferably Halifax or South Shore area. Completing
third year of experience in Armed Forces in May,
1973.

Reply: P. Clark, 81 Regal Buto Ave., C.F.B.
Petawawa, Ontario.

HAVE YOU MOVED?

Since it takes three weeks to change our mailing
lists, members are advised to give us early notice of
any change of address. This will ensure continuity of
their subscription to The Bulletin and enable their
Medical Society to give them the best possible service.

As notification of C.M.A.J. is not automatic,
members are also requested to notify C.M.A. direct.
Their address is:

C.M.A. House, P.O. Box 8650, Ottawa, Ontario K1G
0G8.
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The doctor and his leisure

Building Model Ships

R. Ballem®, M.D,
Halifax, N.S.

Webster's New lllustrated Dictionary defines “leisure”
as: “unoccupied”. Naturally, we will not all agree with Mr.
Webster's definition. However, most of us will feel and
probably accept that leisure should be enjoyable — should
satisfy,

May | suggest that building a model ship

CAN SATISFY: @ o o o

® (QOne's curiosity as to history, geography, politics,
navigation, tides and currents, continental drift, pollu-
tion, trade and commerce, or at least stimulate one's
interest in these subjects.

® A creative urge, almost a necessity. To take a mass of
different, naturally occurring material, (flat, round,
square, linear, soft, hard, flexible) and combine them
into a functional whole — a ship.

® A feeling for beauty — the line of a good hull, the set of
the rigging; the shape and symmetry of a functional ship
is a beauty that can be seen, felt — almost heard.

® A challenge. To finish what you start. May | suggest
starting with a relatively simple model — not a small one
for instance. The rigging of a three-inch model of the
“Victory" is a frustrating experience, yet a twenty-six
inch model would take the better part of a year.

® The need not to waste time. To make certain that the FIGURE 1
“unoccupied” hours are occupied in a profitable and A rigged sloop
pleasurable activity.

® The need to say “Thank You" to someone personal by
giving them something into which you have put
something of yourself. A model ship is quite an
acceptable gift for an office, waiting room and home.

® The need to put part of your mind on a “neutral”
problem, while the rest “re-sorts" your more immediate
perplexing personal problems,

The two models illustrated are examples of the two most
common methods of construction. Fig. 1 — the rigged
sloop is a solid block, shaped and contoured. Fig. 2 —
the un-rigged hull is built up as a real ship with keel ribs,
planks, etc. Fig. 3 — merely shows the detail of the
bridge seen in Fig. 2.

A beautiful example of model ship building can be seen
in the Citadel Museum in Halifax, The ““Annie E, Wright'

*Dept. of Anaesthesia, Victoria General Hospital and Dalhousie FIGURE 2
University. Unrigged hull
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built by W. W. Marshall of Clifton in 1885. Also to be or size from Maritime Plastics, Agricola Street, Halifax.
seen is a 286 year old model of the St. Albans — a ship
of the line. The real ship was built from this model. Rear
Admiral H. F. Pullen has contributed two fine models of
sturdy ships of the coast, Tancook and Labrador
Whalers.

There is a delightful new book “The World Of Model
Ships and Boats” by Guy R. Williams. It is beautifully
illustrated and describes the fascination of model ship
building.

Good Luck! | hope building a model ship brings to you
as much pleasure as it has to me,

Catalogues of models and kits are available from
Prestons” 120T Main Street Wharf, Greenport N.Y.
11944: Model Shipways, Bogota, N.B., or from the
Hobby Shop, Barrington St., Halifax.

A few suggestions come to mind. Don’t try to work
when you are hurried or tense.

LePage’s Bondfast glue dries fast and holds well. It pours
white but dries colourless.

When completed the model should be put into a case.
This protects it from physical damage and dust which
can build up on shrouds and running rigging and change
a thread into a string in a short time. The case can be FIGURE 3

glass or plastic. The latter can be obtained in any shape Detail of bridge of model shown in Fig, 2. a

AIR-PAGE ANSWERING SERVICE LTD.

2979 Oxford St., Halifox

Ph. 453-2640

ahon's Stationery,Ltd.

HAVE YOU

EVER SEEN . ) L

A DOCTORS Office Su_pphes qnd Printing
Social Stationery

BEEPER?

DO YOU WANT 5476 Spring Garden Road

TERARMBE Halifax Shopping Center

ONE?

Scotia Square

Halifax, Nova Scotia

For details contact Rick Norman anytime — No obligation

FOR ALL YOUR OFFICE NEEDS
NEW MINI PAGER NOW AVAILABLE: 4%" x 1 1/3" x 4/5";
4.8 cubic inches Weight 3.9 ounces

City wide radio paging frees up your “on call” time.
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W. K. Kellogg Health Sciences
Library Information

Dalhousie University, Halifax, N.S.
Phone (902) 424-2469, Telex 014-422803

The W. K. Kellogg Health Sciences Library orders all the
books and serials which are favorably reviewed in major
medical journals, The items are purchased to lend to both
practicing physicians in the Atlantic Provinces and to
students and staff of the Dalhousie University Medical
School.

The new Saunders' serial Clinics in Gastroenterology was
reviewed in Lancet, October 28, 1972, as follows:

“ . .the aims of the series ... [are] to indicate to the
non-specialist the modern techniques available and their
application and evaluation in diagnosis and treatment, and
the influence of modern developments on our clinical
judgment. The contributions have in great part measured up
to this task ... No library or gastroenterologist should be
without this series, and many non-specialists will be greatly
stimulated by it.” Topics covered thus far: Exocrine
Pancreas, January 1972; Crohn's Disease, May 1972; and
Vascular Diseases of the Biliary Tract, September 1972,

ASTHMA AND HAY FEVER by Oscar Swineford, Jr.,
a C. C. Thomas title, was reviewed in New England Journal
of Medicine, October 12, 1972:

“ .. From the clinical standpoint, the physician may
find in this one monograph detailed answers to almost
any question he may pose relative to the acute or long
range care of the asthmatic patient in the form of
medication, diet, diagnostic testing, preparation of
allergic extracts, immunization schedules or history-
taking outlines. There are answers to many basic
questions here that will not be found in any other
current or older textbooks. Although classifications of
types of asthma have long been and still are under
debate, the author discusses his nine types of causes of
asthma and outlines the criteria by which they can be
readily diagnosed. When each type of cause is listed in
the asthma-gram of each patient, comprehensive appro-
priate therapy becomes obvious ... ASTHMA AND
HAY FEVER should provide interesting, informative
and often entertaining reading for students of medicine

"

The library is also subseribing to a “Canadian Con-
sumer” for the evaluation of medical equipment titled
Health Devices. As stated on the cover of the first issue in
April 1971, the objectives of the Health Devices Evaluation
Service are to improve the effectiveness, safety, and
economy of health services by:
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1. Providing independent, objective judgment for selection,
purchase and use of medical devices, instruments, equip-
ment, and systems,

2. Functioning as an information clearinghouse for hazards
and deficiencies in health devices.

3. Encouraging the improvement of medical devices
through an informed marketplace. The evaluation studies —
ranging from orthopedic litters and electric beds to
electrocardiograph monitors and laminar flow operating
rooms — are of use to both practitioners and hospital
purchasing staffs. For example, in the study of sphygmo-
manometers, 27 U.S. and imported mercury and aneroid
units were evaluated by brand names. The mercury units
were more accurate, and the higher priced U.S. aneroid
models performed better than the cheaper imports. The
article, of course, provides detailed evaluation. A sub-
scription to Health Devices costs $250 annually; and
reproduction without prior written permission is forbidden,
for the subscription income is the only source of funds for
this non-profit program which is designed to benefit the
entire health community. Even though the availability is
thus limited, more health care personnel should be aware of
this important journal.

If these or any other items you have seen reviewed
recently interest you, please telephone, telex, or write, [

Blood Gas Analysis  Answers:

The correct interpretation is ‘“Partly Compensated
Metabolic Acidosis with borderline Hypoxia"'.

The low pH (normal range 7.360 — 7.440) indicates
acidosis.

What is the reason for the acidosis? The Base Excess
(Normal Values — 25+ 25 mEqg/L) and the Standard
Bicarbonate (Normal range 22 — 26 mEg/L) are both
depressed. This is the only apparent reason for acidosis.
Since both these parameters reflect the metabolic status of
the patient, a diagnosis of metabolic acidosis is in order.

The low PCO, (Normal Range 36 — 46 mmHg) Indicates
the attempt at compensation through hyperventilation.

The PO,, while just on the borderline (Normal Range
90 — 100} is rather low in view of the hyperventilation. (As
determined by the low PCO,) which could be expected to
raise the PO, slightly.
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Synopsis of Psychotropic Drug Interactions

Patrick Flynn,” M.D., F.R.C.P.(C)
Halifax, N.S.
Several of the commonly prescribed psychopharmaceutical agents have important adverse effects

when they are taken with other medications. Physicians are advised to be vigilant with their prescribing at
all times, but especially so in the situations described below.

Generally, Adverse Effects with:

MAJOR TRANQUILIZERS
(Neuroleptics) (1) All potentiate (to a lesser or greater extent) other medica-

tions and drugs which act on the C.N.S.

e.g. hypnotics, analgesics, anaesthetics, anticonvulsants.

PHENOTHIAZINE COMPOUNDS
e.g.  Chlorpromazine & similar Drugs. {2}  Aleohol is best severely restricted.

HALOPERIDOL TYPE COMPOUNDS
e.q. Haldol (3] Should not be given, as a rule, to persons involved with the
non-medical use of hallucinogens

THIOXANTHINE COMPOUNDS
eg. Navane
Tarasan

Generally, Adverse Effects with:
TRI CYCLIC ANTI-DEPRESSANTS

(Dibenzazepine Compounds) (1) Mono Amine Oxidase Inhibitors
eg.  Amitriptyline e.g. Parnate, Nardil, etc. (except under Specialists care)
Imipraming; atc. {2} Pressor Amines & Stimulants
e.g. Noradrenalin, Amphetamines
Admixtures of these (3} Guanethidine & Bethanidine type Anti-hypertensive agents.
e.g. Etrafon Group, Triavil, etc. e.g. Ismelin, Esbatal,

(4)  Alcohol Severely Restricted.

Generally, Adverse Effects with:
M.A.O.I, Anti-depressants
e.g. Parnate (1) Tricyclic Anti-depressants (see above).

Nardil (2)  Medications containing vaso-constrictors & sympathomi-

metics.
e.g. Ephedrine, Phenylephedrine, etc.

(3] Foods containing significant amounts of Dopamine &
Tyramine
e.g. Aged Cheese, Pickled Foods, Pods of Broad Beans, etc.

(4)  Anti-Parkinson drugs, eg. Artane.

(5) Many potentiate C.N.S. depressant drugs.
e.g. Hypnotics, etc.

6) Antihypertensive Agents.
e.g. Aldomet, Reserpine, Guanethidine.

(7)  Propranalol & other B-blockers.

Generally, Adverse Effects with:
MINOR TRANQUILIZERS

(Anxiolytics) (1) May Potentiate Sedative & Ataxic effect of alcohol.
" g:l?lr:nbamate (2)  Unpredictable response with other C.N.S. depressant drugs.
Librium, etc.

Physicians are advised to make themselves conversant with the medication manufacturers’ literature.  [J
* Associate Professor of Psychiatry, Dalhousie University, Halifax, Nova Scotia,
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ACCOMPLICE TO SUICIDE

The doctor who smokes a cigarette in the presence of a
patient is practicing bad medicine. He is putting the lie to
every report on the dangers of cigarette smoking. By his
action he is condoning the smoking of tobacco. He is telling
the patient that it is not all that bad to smoke. He is at once
destroying the effectiveness of every anti-smoking cam-
paign. He is telling the patient, far more effectively than
words can do, that cigarettes are not “coffin nails”,

The anti-smoking campaign of the government and the
respiratory diseases associations, have been dismal failures.
Canadians are smoking more cigarettes than ever before.
Ever increasing proof has accumulated naming the cigarette
as an important etiologic agent in a host of diseases. This
information is not hidden away in the depths of some
medical archives. It screams from the TV screen, from our
daily newspapers, from magazines and from respected
journals.

Why then has the public not put aside the cigarette for
the poison that it is? Why, in the face of absolute proof
that smokers have such a greater chance of getting a fatal
disease, do they ignore this fact? Everyone who can read, or
even hear, knows that smokers get lung cancer, throat
cancer and heart attacks at a much higher rate than
non-smokers. Is there any longer doubt that a peptic ulcer
will heal much faster and more permanently if the patient
desists in the use of the weed?

And yet, the anti-smoking campaign has been inef-
fectual. If the recent report of the increased per capita use
of cigarettes is true, then we have to assume that these
campaigns are not the best approach.

It is my contention that only by precept, not concept,
will a change take place in the smoking habits of our fellow
citizens. We, as doctors, can do several things that will be
effective. First, and foremost, we who still have the habit
must drop it. And we must do it now. We should do it for
our own sake and our children’s as well as for our patients.
Secondly, we must insist that there be no smoking in our
offices. | have done this and have met with no resistance or
complaint. And finally, we must become evangelists in the
field of preventive medicine generally and anti-smoking in
particular.
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It is totally unrealistic to expect patients to stop
smoking while their trusted and “learned” medical adviser
puffs away on a weed. Can we blow smoke in the face of
the patient with emphysema while telling him that he must
stop smoking? Must we instruct every case of URI, asthma,
chronic bronchitis, etc. that they must not smoke? Not
only is this our medical duty but we dare not do otherwise.
But we must do it without the reek of tobacco about our
heads, without the tell-tale stain on our fingers and without
a cigarette in our hands.

| wonder how many happy, healthy years could be
added to the lives of all our fellow citizens if doctors, as a
whole, rid themselves of this filthy habit.

Think about it!
M. E. Burnstein

CARCINOMA LUNG

MNova Scotia Provincial Cancer Registry

1965 1966 1967 1968 1969
147 175 163 165
124 149 142 141
Female... 23 23 26 yal 24
Cases too
advanced to be
treated .....occcveenienes 36 28 48 52 46
Surgical treatment.. 5 20 20 16 19
Radiation ............... 62 54 73 7 70
Combined Surgery
& Radiation .......... 7 12 6 8 15

The above figures are self-explanatory. Carcinoma of the lung is a
serious problem. The number of patients who can be considered
eligible for cure by therapy is very small.

J. A, Myrden, M.D.
Director, Nova Scotia Tumor Clinic
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Citation for Senior Membership

Mr. President, Dr. Thomas Bernard Murphy is proposed
for Senior Membership in The Medical Society of Nova
Scotia.

For almost 40 years, Tom has served well the people in
his area of Eastern MNova Scotia. A dedicated, compas-
sionate physician, he worked skillfully and successfully for
his patients. No effort was too much to ask of him; no
service too menial. In fact, he is still working and giving of
himself after recovering from a serious illness.

Tom was born at Louisburg at the turn of the century.
His early schooling was obtained there. He worked in the
mines at Glace Bay and at the Steel Plant in Sydney.
Graduated from, and taught at Saint Francis Xavier
University in Antigonish in the twenties. He graduated from
Dalhousie and came to Antigonish to practice in 1934
where he has resided ever since. He has been a bulwark of
strength to the Medical community in Antigonish, giving of
himself unstintingly in the cause of better medical care.

Tom and his charming wife, the former Frances
Fitzgerald of Sydney, have made many, many, contribu-
tions to the life of the Antigonish community.

They have six wonderful children; one son in medicine,
one in law and one teaching; the three daughters have been
teachers — all perpetuating the motif of service of their
parents.

As President of Maritime Medical Care Inc. for two
consecutive terms, Tom made a tremendous contribution to
the business side of Nova Scotia medicine.

For this, and the many other contributions as a citizen,
physician, husband and father, we wish to thank and
honour you, Tom Murphy, with our most sincere best
wishes for happiness all your days.

G. L. Silver, M.D.

On December 1, 1972, Merck, Sharp and Dhome in
collaboration with the Cape Breton Medical Society,
sponsored a Symposium on Hypertension. Visiting
Lecturers were Dr. Vidt of Cleveland, Ohio, Dr. Reudy of
Montreal and Dr. John Stewart of Dalhousie University.

On behalf of the Cape Breton Medical Society we have
been asked to thank these doctors and also extend a sincere
vote of thanks to Merck, Sharp and Dhome for sponsoring
such an enlightening programme.
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CAPE BRETON POST'S MAN OF YEAR
Dr. §. M. A. Nagvi

The Cape Bretoner of the year, in our opinion, is Dr.
Syed M. Ali Naqui, the debonair vascular surgeon, whose
dedication and energy has helped transform medical
facilities in industrial Cape Breton.

The selection of Dr. Naqvi is based not only on the
exceptional surgical skill which has saved many lives but
also on his role in the establishment of the Intensive Care
Unit at City Hospital.

Dr, Nagvi was born and educated in Pakistan, where he
graduated from the Dow Medical College in Karachi in
1958.

After internship with the Civic Hospital in Karachi and
the Harlem Hospital in New York, he came to Mova Scotia
in 1960. .

Resident general surgeon at Victoria General Hospital in
Halifax from 1960 to 1962, he served on the staff of New
Waterford Consolidated Hospital from 1962 to 1965. For
the next three years he was resident general surgeon at Mt.
Sinai Hospital in New York, and in 1966 was an assistant at
Mt. Sinai School of Medicine in that city.

He is a member of Nova Scotia Medical Societies and
Canadian Medical Association, American College of Sur-
geons, Royal College of Physicians and Surgeons of Canada
and numerous other organizations.

His appointment to City of Sydney Hospital was
approved in 1969.

Reprinted courtesy of the Cape Breton Post.
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Obituaries

Dr. V. H. T. Parker, 80, of Stellarton died December 2,
1972, Born in Belle Isle, Annapolis County, he received his
medical degree from McGill in 1917, He opened a general
practice in Stellarton in 1920 where he practiced for over
60 vyears. Dr. Parker was a Senior Member in both The
Medical Society of Nova Scotia and The Canadian Medical
Association, Qur sympathy is extended to his widow and
daughter.

Dr. Joseph A. McDonald, 66, of Glace Bay died
December 29, 1972, Born in lona, he graduated from Saint
Francis Xavier University. He then attended Dalhousie
University where he graduated in medicine in 1933. He was
a member of the Glace Bay Medical Clinic and practiced in
the Glace Bay area for 36 years. Sincere sympathy is
extended to Mrs. McDonald, his daughter and sons.
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