








A Priest Looks at ‘the Pill’

Rev. Eric L. THERIAULT
Dartmouth, N. S.

Introduction

Hardly a day goes by that there is not some article in the press concerning “‘the Pill” or subjects related lo it
d to the position of the Church with regard to the whole problem.
These different articles, reflecting many different opinions, have caused some confusion in the minds of many

doctors as 1o the present teaching of the Church and their own responsibility as professional men and women.

To place the problem within its proper per-
spective, it might help to explain how it arose.
Over the centuries, theological thought and the
application of moral principles to conerete situa-
tions have developed as new knowledge became
‘available and new situations arose. Although
‘the Church claims to be infallible in matters per-
taining to faith and morals, she neither speaks, nor
. pretends to speak infallibly on every subjeet per-
- taining to these areas. Though constant therefore
‘i her general prineiples which she believes reflects
the will of God for His people, her direction in the
application of these principles is influenced by the
knowledge of the pertinent problem. We have
seen, for example, over the past eenturies, a gradual
change in her attitude toward usury, the charging
of interest for money loaned, as cultures and strue-
tures of society changed. In the past ecentury,
her understanding of the thesis “Outside the Church
there is no Salvation” has undergone a complete
metamorphosis. An example more germaine to
our discussion, her attitude toward the use of the
rhythm method in the spacing of children, has
broadencd and become more comprehensive.
The prineipal reason for this development of
doctrine is the enlightened knowledge that the
Various sciences have contributed to the under-
standing of the different problems confronting
the Church and the emergence of new problems
hon-existent when the general principles were
formulated. One should note, however, that in
the past, development has been a slow, gradual
Process.  But then the aequisition of new know-
ledge has been slow and its dissemination even
slower because society was not a communicative
one,

This paper was requesled, therefore, to shed some light on a situation which has become somewhat obscured
to give some general prineiples with which to deal with the problem.
lanation of how this confusion has arisen; secondly, to give some general principles concerning the use or
iption of the *“ Pill;" and thirdly, to discuss some of the psychological implications of its use.

1t is divided into three parts: First, an

Today we find ourselves in a completely
different situation. The seiences of psychiatry,
psvchology, physiology, indeed all the various
branches of Medicine, along with sociology, anthro-
pology and the rest, have made enormousdrastic
contributions, giving new perspectives and deeper
understanding of such things as the human body,
the human mind, the emotions, love, marriage,
education. Not only has this store of knowledge
been so quickly increased, but in our era of instant
communication, every discipline has had immediate
knowledge of the advance of the others, so that
today’s gain becomes the stepping stone to further
gains tomorrow. As wonderful as this is, it has
greatly reduced the time formerly provided for
prudent reflection before theory becomes accepted
as fact.

Consequently today, faced with this amount
of new scientific knowledge, with its equally large
amount of corollary theories, the Church is being
asked to assimilate its bulk and give immediate
answer in a change of theological thought to moral
questions which these new theories contend neces-
sary; and the Chureh at present is giving serious
study to the whole problem. She is not moving
as quickly as some would like; she is moving much
too quickly in the opinion of others. However,
she is moving in a prudent, reflective, yet cautious
manner, as quickly as prudence decrees. Herein
lies the problem.

Pope Paul has convened a large committee
comprised of theologians, psychiatrists, psyeholo-
gists, gynecologists, sociologists, demographers,
ete. to make a comprehensive study of the whole
problem. Their conclusions will be studied and
he will make a doctrinal statement. In the mean-
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time, he has asked that elergy and faithful refrain
from making public statements and voicing per-
sonal opinions in a manner which will influence
behavior before all the facts are known. How-
ever, this has not been done! Many premature and
irresponsible statements have been made by some
of the elergy and members of other diseiplines.
Newspapers and magazines have seized upon
fragmentary statements, quoted them out of con-
text and blown them out of proportion and made
sweeping predictions of what we ean expect from
the Chureh in the future. I suggest, that the
journalists have not always proved themselves
accurate oracles of theological progress and 1
declare unequivocally that Time magazine is not
now, nor is likely to become the official spokesman
for the Church. However, much confusion has
been eaused in the minds of our people and also
in the minds of those who have to deal with the
problem.

I will confine my remarks generally to the use
of the Pill. However, we must understand that
this is only one facet of the study now in progress,
a study which includes love and marriage, sexuality
and marriage, sexuality and love, the whole con-
copt of birth control and other related subjects.
I ean neither speculate nor prediet what this study
will produce, but two things are certain: First,
new thought on these subjects is emerging. Even
those of you who are not Roman Catholic may
recognize the name Cardinal Ottaviani. He has
heen portrayed by the press as the arch leader
of the so-called conservative group in the Church
as demonstrated at the Vatical Council. He has
deelared that new medical discoveries “could lead
to conelusions susceptible of being taken in close
and respeetful consideration by Church moralists
for a re-thinking of the question.” The second is
that whatever statement the Church makes will
have a far greater impact on a half a billion people
than any other pronouncement in her history.

However, such a statement has not yet been
made and consequently the general prineiples
still apply and we must interpret present problems
in the light of what she has already said on the
subject. We are not permitted to anticipate
her judgement and avail ourselves of decisions
before they are made. Academie discussion is
one thing; premature application is quite another.
Doetors are bound in conscience and by law to
avoid merey killing. If you knew that the law
was going to be changed at midnight today and
vet caused someone’s death at eleven, you would
be breaking the law and would surely be prosecuted.

Probably the most frequently asked question
of priests today is “Can I use the Pill?”" Second,
at least in my experience, only to the question
asked by doctors “ean 1 preseribe the Pill?"" Before
giving an answer to the question, remember what
1 have said of the traditional teaching of the
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Chureh, still binding in conscience on Rg
Catholics. The Church holds that artifieial |
control is illicit: anything done to deli
prevent coneeption as its primary purpose |
bidden. The Church maintains that the |
the rhythm method is not an artificial prey
of coneeption and therefore is not morally
Then along comes the Pill. Artificial
but in the sense of the general principle
some doubt; the issue is not that elear, if
funetion of the Pill were to prevent conce
the answer would be evident at this time,
ever, the Pill is not simply a contraceptive
usual sense of the word. It is also a m
tool used to eure a physical or ph_\amlog-m
order. The cure of disease is a morally good
and any means to do this is permitted, e
undesired effects follow from it, provided that
is direet eorrelation between the disease ani
remedy used. Now there are medical reason:
using the Pill. To mention a few - funetio
uterine bleeding, dysmenorrhea, pre-menstrual te
sion, primary and secondary amenorrhea, idiopath
infertility, endometriosis, recurrent and thre
abortion, infertility due to inadequate luteal
adjustment of the menses, ete. At least, so
literature says. p
If you as a doctor ask me “Can I use
Pill?" I can only say that if there is a m
reason for its preseription; if there is some physie
or physiological malfunction that you are tryi
to rectify and you feel that the Pill will accom
this, then you may use the Pill. If, ho
you are preseribing the Pill strictly as a contrs
tive measure, with no other reason for justifyir
its use, the answer must still be no.
I believe that any diseipline that ventus
outside its recognized sphere of knowledge an
intrudes into another, not only runs the risk @
doing damage to the other, but causes lack ¢
respect for its own. It is the function of th
Chureh to interpret God's will and moral law
His people. Consequently, the Church fu
this role for Her members. While having a tru
respeet for work and the role of medicine and thi
other disciplines, She maintains that the interprets
tion of the moral law lies outside their domain
even though these other diseiplines provide neede
assistance to Her as She strives to accomplish He
purpose. However, similarly it is not the role of
the clergy to restrict the other disciplines in thei
research (when no moral issue is directly involved
or to make decisions which patently belong 10
another’s domain.
I believe, therefore, that the interpretation
of what constitutes a medical reason for the use
of the Pill belongs to the doctor alone. [ do nof
question him when he preseribes any other Pill of
medication, because I have respect for his know=
ledge and his integrity as a professional man and E
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ot his action in view of his commitment
healing of the sick. I take issue only when
stions clearly violate the moral prineiples held
the patient. My answer, therefore, when I
asked by an individual woman if she can use
Pill, is to consult her doctor. My answer to
doctor, when he asks whether he can morally
ibe it, is that if there is a medieal reason for
so (2 medieal reason understood in a cor-
e sense between illness and remedy), then
‘answer is yes.
If therefore, 1 know that the doctor involved
yws what the moral principles of the patient
and has the intention of rendering aid to the
n, while at the same time respecting his prinei-
s, | do not question his decision as to the use
the Pill. 1 may disagree on oeccasion with his
terpretation of medical grounds, but I recognize
eompetence and his responsibility in this area.
believe that the physician has just as much res-
?mSibilil_\- in the realm of morality as does the
glergyman; the prineiples apply equally to all.
We do not ask that you are right in every ecase -
| none of us can ever claim that - but we ask that
- you try to be. When, therefore, the question at
~ hand is whether or not a medical reason exists,
! it is vour decision. When, however. a moral
~ jssue is involved, we claim the same respeet.
i I have told you what I do when these questions
~ are asked of me. These answers I give when I
know that the physician involved respects the
prineiples of his patient, whether he agrees with
them or not. When I do not know this, or more
precisely when I suspect the contrary to be true.
T advise the person to go to another doctor. When
I have definite knowledge that a doetor prescribes
‘the Pill indiseriminately refusing to acknowledge
the moral connotation for his Roman Catholic
patient, then I have to regard him as no help at
all in the solution of a very complex problem and
I have Jost respeet for him as a professional man.
I eonsider him a poor doctor and a diseredit to a
reverend profession. Thank God this has not
happened to me that often.

The other disciplines, besides the Church and
the physician, have contributed muech to our un-
derstanding of the whole problem and undoubtedly
their findings will influence the thinking of both
professions in its ultimate solution. However,
the moral and the medical aspects in any given
case lie outside their respective spheres and [
belicve that they step into another dimension
When they suggest to an individual that they use
the Pill. I think, when faced with the complexity
of the problem, by responsible clergy and doetor,
there is a natural tendeney to want someone else
to make the decision. We engage at times in a
game of professional “Buck Passing’. These
decisions are often quite involved and complicated
and from a personal point of view, not easy to
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make and demand great responsibility for their
utterance. Unless one is willing to assume the
responsibility of another’s actions, one should not
advise as to what they should be.

In the mental hospital, it happens frequently
that the patient is too upset or disturbed to make
decisions whiech will influence her future. In
many cases, the doetor will be called upon to give
advice or even to make decisions for the patient.
When moral prineiples are involved, the doctor
is bound to make such decisions in the light of the
patient’s principles, not his own. Neither clergy-
man nor doctor is justified in influencing a patient
to behavior which is against the patient's consei-
ence. Psychiatrists, more so than anyone else,
should be aware that a person’s moral conscience
is formed in childhood and reinforced with each
successive year. People do not act against their
conscience without some guilt aeeruing. How-
ever, many of the people that you deal with have
great difficulty in handling this thing called guilt,
whether it be real or neurotic. With such people,
therefore, even greater eare must be given to avoid
any suggestion that will result in this burden of
guilt being increased.

And do not be fooled by a person asking for
the Pill and declaring that as far as they are con-
cerned it is perfectly all right. For most Roman
Catholies the Chureh’s teaching coneerning birth
control is deeply imbedded in their conscience, is
intimately connected with their concept of Christ-
ian marriage and their role as wife and mother,
and even those who most loudly proclaim their
disagreement with this teaching and their peace of
conscience when they aet eontrary to if, seldom
escape this burden of guilt. So we find it a not
too unecommon thing that then a doctor preseribes
the Pill because he feels that another child is un-
desirable, when its use eannot be justified on moral
grounds, in the solution of one problem, he has
unwittingly been the cause of others, even more
severe,

This leads me to the third part of the paper:
The doctor, whether he be general practitioner or
psychiatrist, is supposed to treat the whole person,
not just a diseased organ or a pathological condi-
tion. No doetor would ever prescribe a medica-
tion which would help the person in one way and
vet do him damage in another. You would not
prescribe shoek treatment to remove depression
if you suspected that this treatment might cause a
heart attack. While it may be very true that
pregnaney for a particular woman is undesirable
at this time, one should never proceed to advise
this without taking into consideration what effect
such advice is going to have on the person. We
cannot look upon the preseribing of the Pill as we
would the preseribing of an aspirin. Emotionally,
intellectually, morally, the Pill will have some
impact upon the person.
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Therefore, one must ask the further question,
“even if there is no moral objection against its
use, is it always wise to prescribe it?" Obviously,
I am not qualified to speak about the medical
effects of the Pill, but many doctors have done so
and have suggested caution because the thalidomide
tragedy is still very mueh in their memory. Per-
sonally, 1 think I would feel a little less anxious
if 1 could see a child whose grandparents had used
the Pill.

May I suggest a few reflections that should
be made before the Pill is used. The decision not
to have children is for Roman Catholics a soul-
searching one, intimately connected with their
marriage and their role. However, the decision
to do this involves not one person, but two - hus-
band and wife. However, for doctors, as for elergy-
man, advice is very often given only to one. [
believe that serious thought must be given by
both of us before we advise a person to have no
more children or assist them in preventing them, as
to the secondary effects that such a decision will
have on hoth husband and wife. We ecan create
an unbearable situation when we suggest fo a
woman that she use the rhythm method or the
Pill and tell her honestly or hint that serious harm
will be done to her health by another pregnancy,
and then find out that the husband refuses to
aceept this.

There is another situation with whieh I am sure
all of vou are acquainted. We see sometimes a
marriage which is pretty shaky beecause husband
or wife, or both, are incapable of meeting their
responsibilities or are inadequate in their relation-
ship. Very often this shows up in the sexual
sphere. The teaching of the Church on birth
control has often been used by such people as a
justification for getting out of normal relationships
and yet you will hear such people maintain that
this very teaching is at the core of all their marital
difficulties. In such cases, when the Pill is pre-

seribed, the mask has been taken away and
are faced with the cold faet that this was ne
reason for their diffieulties but rather their g
inadequacy. It is not uncommon to see
marriages quickly disintegrate. One must
careful to preseribe medications to heal dis
and not to heal a broken marriage. Unfortunat
no one has ecome up with a Pill that is capabla g
doing that, nor is it likely that they ever will.

We as elergyvmen cannot always give definiti
answers to every moral problem any more
doetors can solve every medical dilemma,
these cases we must use what we believe to be th
safest course of action. However, all of us
our work are helped (or hindered according toson
by a framework of laws, legal, moral and pre
sional, within which we must dispense our
We are not permitted to ignore these laws ev:
time they seem to impede an immediate soluti
We do not make morality, any more than
doctor makes health. It is all too easy for b
of us to become emotionally involved with
terrible problems that some of our people have tg
contend with, and yet we must not lose our pes
spective of the whole person, with an eternal &
well as a temporal dimension.

I have tried to give some explanation of w
we are in the state of confusion that now exi
concerning this problem; to give at least so
general prineiples by which to deal with the probl
today; and finally, to discuss some of the psyel
logical implications or possible secondary effe
of the use of this Pill. I firmly believe that
final solution to the whole myriad faceted problem
will only be achieved by elose eooperation of
branches of knowledge, medieine, theology, s
logy, psychology and all the others, and el
study of and respect for the valid eontributi
of each. And finally, unless this mutual resp
does exist, the one to suffer most from its |
will always be the person or the patient.

DOCTORS AND THE INCOME TAX SYNDROME

The symptoms include pallor, secretiveness, nervousness and a desire to weep; with a flow of blood
every quarter, eulminating in a major haemorrhage each April 30th.
The only relief obtainable is by a ‘review of remaining assets’;

around next time, take time and trouble and proteet them properly.

ALFRED J. BELL & GRANT LIMITED

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

(Frightful).

and to ensure that these are still
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A New Deal for the Aged and Disabled

Frep R. MacKivnon, RS.W.*

Halifaz, N.S.

It has been said that more social change has
peen effected in the last_ century than in ll!f‘ entire
- 2,000 years of the (‘hrt_stmn era. There is much
truth in this statement in respeet to many aspects
of public welfare in Nova Secotia.

We operated for approximately 200 years,
from 1758 to 1958, with minor changes in the
Elizabethan Poor Law that had been enacted in
the Nova Scotia Statutes in the early colonial days.
Problems affecting the needv and conditions of
poverty presented many difficulties in Nova Seotia,
perhaps more than elsewhere in Canada, but as
these became more urgent they were dealt by es-
tablishing special eategories of assistance by the
provincial government,

Mothers" Allowances were enacted in 1930,
and periodically up to 1961 additional categories
of needy mothers were added to the original pro-
gram. Old age pensions were first paid in 1933
and this program too, was improved and amended
through the years. Pensions to the blind began
in 1937 and allowances to the disabled in 1954.
During the same period extensive changes were
made in child welfare services and institutional
eare of children. While these improvements were
being made in provineial programs and shared
federal-provineial programs, the Poor Law and
municipal relief payable, by the poor distriets,
under its provisions were left without change com-
mensurate with what was happening in the new
Programs for meeting need. Worse still, there
seemed to be little eoneern about the developments
that were taking place in other parts of Canada.

The changes effected in 1958 were, in a sense.
far reaching, inasmuch as they established at least
Wo distinet poliey directions. The first emphasis
Was to improve and extend municipal responsibility
I the field of public assistance with federal-pro-
¥incia| <haring of assistance costs. This, of course,
mplicd the eorollary that insofar as it was possible
to improve municipal assistance, provineial pro-
8rams need not be extended. The second emphasis
Was towards upgrading and improving the old Poor

Ouses and County Homes with a view to having
iem Lecome more modern Homes for Special Care
With federal-provineial cost sharing.

*Deputy Minister of Welfare, Provinoe of Nova Seotia.
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The Old Municipal Homes in Nova Scotia

The assumption of responsibility for the
mentally ill by the Hospital Insurance Commission,
effective January 1st, 1966, has created a situation
in which not all patients in Municipal Mental
Hospitals will be accepted for treatment by the
Commission. Then too, only a limited number of
the Municipal Mental Hospitals earing for the
mentally ill will be aceepted by the Commission as
recognized hospitals under the new program. This
means that approximately 1000 patients in Muni-
cipal Mental Hospitals became the responsibility
of the Department of Public Welfare as of J anuary
Ist, 1966. The immediate urgency of finding
suitable institutional facilities and properly classi-
fying these patients has underlined the necessity
of a thorough analysis of our existing Munieipal
Home program.

Up to 1958 the mentally ill, the indigent, and
the severely retarded were all housed together in one
institution. Some of these “Mansions of Woe" as
Joseph Howe! called them, were worse than others,
The best of them at least made some pretence of
segregation between the classes of patients for
whom they were caring. The worst of them pro-
vided no segregation and all the patients were
housed in one congregate institution, under condi-
tions which were not too different from what the
Webbs deseribed in 19th century England.* The
Social Assistance Act of 1958 made it possible to
effect the first real improvements in this 200 year
old system. The mentally ill and the severely
retarded became the responsibility of the Depart-
ment of Public Health and were placed in institu-
tions inspected or regulated by that Department.

The Municipal Homes came under the super-
vision of the Department of Public Welfare, The
new Social Assistance Aect permitted sharing costs
for patients in these homes. As a result, standards
of care were greatly improved. Municipal Homes'
personnel were assisted through training eourses
and a new order gradually replaced the old air of
dreary hopelessness that prevailed in the institu-
tions. The Department of Public Welfare did not

"Parody by Joseph Howe on the Workhouse,

*Sidney and Beatrice Webb - Enzlish Poor Law History
- Parts 1 & 11.
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insist on a centralized or provineially eontrolled
admissions procedure. This responsibility was
left to the local municipality operating the home,
with the proviso that patients would be admitted
on the recommendation of the municipal home
physician. We were fully aware that eventually
this omission in the Regulations would have to be
remedied if munieipal homes were to achieve the
standards we planned for them. We had reached
the stage in 1965 where such a policy was being
recommended to Government when the provinee
decided to take responsibility for the mentally ill
through the Hospital Insurance Commission.

Issues in Modernizing the Homes for the Aged

Although we have made very considerable pro-
gress in the past seven years our major concerns
now are not greatly different from what they were
in 1958. We are still puzzled about the future role
of Municipal Homes in Nova Scotia. What kind
of care will these provineially supervised municipal
institutions be expected to give in the years ahead?
How ean we maintain and improve standards to
such an extent that we will be proud of the eare that
these homes are providing to our older citizens?
How can we develop a simple, but effective admis-
sions policy to insure that patients admitted to
Municipal Homes will be properly classified and
capable of benefitting from the care the Muneipal
Homes ean provide?

A second consideration is the future of the
community residence program under which patients
are placed in foster homes. Can this program be
extended? If so, where will personnel be secured?
How will standards be maintained? The answers
to these and other related questions have to be
found.

A third area of concern is the severely retarded
children. There are, at the moment, 125 such
children in Municipal Hospitals. Very few. per-
haps not even ten per cent of these children, may
be committed as mental patients to the Hospitals
operated by the Commission. Who will eare for
these children - Health or Welfare? Where will
they be cared for? How will such a progrm be
administered?

Finally, there are those severely handicapped
adults who, because of retardation and mental
disturbance, cannot be eared for in a eonventional
Municipal Home setting. They require a speeial
segregated type of care. How will we care for
these patients - will Health or Welfare be responsi-
ble for them?

The New Homes for the Aged
We are changing the term “Municipal

Hmm-’_’ to “Home for the Aged.” It is our consid-
ered view that these “Homes for the Aged’ should
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care for itwo types of patients:

Personal care patients, and

Nursing home patients ‘
Even this dual responsibility will impose |
burdens on those institutions and of
will require them to accept a wide and dive
range of patients. The maintenance of
in these homes will be financed under the pro
Canada Assistance Act. Standards will eg
to be improved. The Department of
Health, through the Department of Public W
will be responsible for the licensing and con
the Nursing Home section. We hope that
name or designation “Home for the Aged’
remove the last vestige of the old poor law &
acter of these homes. Viewed negatively
tients, who are severely retarded, or disturh
whose presence in the home might create e
in relationships with older patients whose n
outlook is normal or near normal, will not
mitted to these homes.

We see the Community Residence pr
being enlarged and extended so that all
who ean use and profit from this type of es
have it available to them. This means small
loads, continuous and careful supervision,
greatly expanded responsibility as more patie
are accepted for placement.

It would appear that of the 870 adult pati
for whom we will become responsible under the
program, approximately 640 will be classifl
suitable for placement in a home for the
This leaves 230 adult patients classified under
general heading of retarded. This group
prises: _

1. Those persons who have been severe
retarded from birth.

2. Those persons who have suffered
chronic mental illness for a long period of
and whose behaviour and needs are similar to
of a congenitally retarded person referred to ab

All of these 230 patients will be cared for
specialized Homes for the Disabled to be designaté
as such by the Provineial Department of Publ
Welfare and with standards of care preseribed B
the Department.

Proposals for Retarded Children

The plans for severely retarded children ha
been formulated for some time and have been aw
ing that degree of priority necessary to have thet
implemented. We plan to have four cottage-typ
institutions, strategically located through
Province. We will provide for approximate
forty retarded children in each of these cott
type institutions, under the general direction of
nurse matron. Each of these institutions will b
under the general oversight and direction of thi
Superintendent of the Nova Scotia Training Schoal
in Truro. This overall direction will insure @

econtinued on page 1085
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WORD SERIES (29)

Anemia is commonly defined as a reduetion
in the hemoglobin or hematocrit concentration in
the peripheral blood below the normal range for the

~ age and sex of the patient (Table 1).

TABLE 1. Normal Hemoglobin and Hematoerit Levels
- at Various
Hemoglobin Hematoerit
gms /100 ml %
Adult Mals 13.5 - 18 40 - 54
Adult Female 11.5 - 16 37 — 47
Children
3 months 10 -14 -
1 and 2 years 10 -12.5 M - 36
8 = b years 12.5 - 13 -
5 — 10 years 13 —13.5 -

The major disadvantage of such a definition is that
the hemoglobin econcentration does not necessarily
reflect the actual size of the total body red blood
cell mass.  For instance, immediately following a
gastrointestinal hemorrhage the hemoglobin con-
centration in the peripheral blood may be normal,
while the total red cell mass may be considerably
reduced. Further in certain chronic diseases there
may be a low hemoglobin but a normal red cell
mass with this dissociation being due to an in-
creased plasma volume. However, the simplicity
of the techniques involved in the determination
of the hemoglobin and the hematoerit accounts for
their popularity. These determinations therefore
continue to serve as very useful parameters, but
oceasionally they will have deficiencies.

Anemias have been classified according to red
cell size and hemoglobin content. However, be-
cause of the expansion of knowledge in recent years,
because the vast majority of anemias cannot be ade-
quately evaluated without an accurate history and
physical examination and because the blood smear
15 only one aspeet of the laboratory approach to
the diagnosis of anemia, this morphological ap-
Proach is becoming more and more unsatisfactory.
Dr. Dunean Graham', Emeritus Professor of
Medicine at the University of Toronto, was one of
the first who approached the patient through an
understanding of the disturbed physiology which

The Diagnosis & Treatment of Anemia

Vincexnt Ing, M.D.!

G. R. LaxcLey, M.D., F.R.C.P.(C)
Halifaz, N. S.

resulted in the anemia. This pathophysiological
approach is simple, and allows the physician tak-
ing a history and performing a careful physieal
examination to make a correct diagnosis eclini-
cally, in the majority of cases. The physician is
then in a position to ask the laboratory for confir-
mation of his diagnosis, selecting those laboratory
procedures which will permit the most complete
diagnosis on the basis of his elinical findings.

An important basie principle is that anemia
results only when there is a disturbance either of
red ecell production, or destruetion, or if blood loss
occurs. Normal hemoglobin levels are present
when there is a balanee between red eell production
and red cell destruetion.  If the bone marrow fails
to produce sufficient red blood eells, or if there is
inereased destruetion of red blood cells, not mateh-
ed by compensatory inerease in marrow produe-
tion, anemia will result.

As a first step in the approach to a patient with
an anemia it is therefore important to determine
whether the anemia is due to inereased marrow
produetion, inereased destruetion of red blood eells
or blood loss. To appreciate the elinical features
of an anemia due to decreased marrow produetion
it is necessary to know the requirements for normal
production, (Table 2). Abnormalities in any of
these factors or functions may result in an anemia
due to deereased production of red blood cells.

Bnemias Due to Decreased Production of
Red Blood Cells

If a deficieney of iron, Vitamin B, or folie
acid exists, or if there is decreased thyroid, adrenal
or pituitary function, anemia will result. A
variety of other alterations in the human organism
will result in anemia. Particularly likely to cause
an anemia are acute and chronie infections, liver
and kidney disease of diverse types and malig-
nancy. Thus the presence of disease elsewhere in
the patient may be expected to alter bone marrow
funetion and anemia may oceur. Many drugs will
affect bone marrow function by reducing the cellu-
larity of the marrow or inhibiting the maturation

'From the Department of Medicine, Dalhousie University and the Vietoria General Hospital, Halifax, N. 8.
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TABLE 2.
1. Essential “Building Blocks"

2. Normal Endoerine Funetion
3.  Normal Internal Environment

4.  Normal Marrow

of erythoeyte precursor cells. In addition the bone
marrow may be infiltrated by tumor cells, granulo-
mata or fibrous tissue, redueing cellularity or alter-
ingmarrow function and leading to anemia.

In view of the variety of diseases which can
decrease bome marrow production of red blood
cells the simplest way to deteet this type of anemia
(anemia of decreased produetion) is by an adequate
history and physical examination. Certainly the
diagnosis of iron deficiency anemia will be most
easily made by obtaining a history of blood loss.
The clinical features of Vitamin Bi. deficiency are
elassical and folic acid deficieney rarely occurs
exeept in the presence of steatorrhea or pregnaney.
The detection of anemia due to thyroid disease
would not be possible by hematological investiga-
tions but is readily apparent by the correlation of
history and physical examination. A complete
funetional inquiry directed toward symptoms and
signs relating to disturbanee in any organ funetion
is important in determining the etiology of an
anemia of this type.

The laboratory findings in an anemia due to
decreased produection have one thing in ecommon,
that is, that the reticuloeyte count is low. Ordin-
arily in any anemia. if the bone marrow is funetion-
ing normally, there will be a reticuloeytosis. If,
in the presence of an anemia the reticuloeyte count
is low, we must conclude that the marrow is not
responding to this anemia and therefore there is
decreased red cell production. The morphological
features of anemias due to deereased produetion
vary depending on the speeific pathological dis-
turbance. For instance, iron deficieney is usually
associated with a hypochromie mierocytic anemia,
Vitamin Bis and folie acid deficiency with a mega-
loblastic macroeytic anemia. The remainder of
the anemias due to deereased production are usu-
ally normochromie anemias with the cell size vary-
ing from miecrocytie to macroeytic.

Anemias Due to Increased Red Cell
Destruction (Hemolytic Anemias) and
Chronic Blood Loss

The anemias of inereased red cell destruetion
or chronie blood loss are readily separated by the
clinical features. With blood loss there is a history
of excess bleeding usually from the gastrointestinal
tract or genito-urinary system and in the former
the stool will be positive for occult blood at the
time of bleeding. Supporting laboratory evidence
for chronie blood loss can be obtained from finding
hypochromie red cells on the peripheral blood smear,

THE NOVA SCOTIA MEDICAL BULLETIN

Requirements for Normal Red Blood Cell Production.

Iron, Vitamin Bys Folie Aeid, Pyridoxin,
Vitamin C, Protein.

Thyroid, Adrenal, Pituitary, Testes,

Absence of infeetion, normal kidney funetion,
normal liver funetion, ete.

100

a low serum iron associated with a raised i
ing capacity. The bone marrow aspi
show an absence of stainable iron.
Anemias due to increased destruetion (ky
Iytic anemias) are recognized by the triad of
jaundice and splenomegaly, and the un
process causing the hemolysis may be obvio
the clinical features. For instance a histy
drug ingestion, cold induced hemolysis, or a
history of a similar anemia will suggest a dia
whieh ean then be confirmed by laboratory s
Laboratory confirmation that the anemia is
Iytie in type is obtained by studying two as
the hemolytic process. 1. Evidenece of i
red cell destruetion (increased indirect serur
lirubin, hemoglobinemia, hemoglobinuria, in
urine urobilinogen, spherocytosis),
2. evidence that the marrow is responding to
inereased destruction, that is, that there is ine
red blood cell produetion (reticylocytosis,
throid hyperplasia of bone marrow). Of {
laboratory features reticuloeytosis (usually
ing from 5 to 20%) is almost invariably p
when the anemia is primarily hemolytic. If
blood loss can be exeluded, reticuloeytosis wi
dicate that hemolysis is present, Once the a
is recognized as being hemolytic the etiologi
diagnosis is determined on the basis of the
history, elinical features and laboratory find
Anemia therefore is not a diagnosis but
feature symptomatic of a variety of disea
The treatment of most anemias is that of the une
Iying disease. The remainder of this paper W
discuss three speeific deficiency anemias and ti
anemia of pregnaney.

IRON DEFICIENCY ANEMIA

A recent article in The Nova Scotia Medie
Bullelin reviewed the current status of iron
clinieal medicine* and only a few pertinent poind
will be mentioned here.
The normal adult has about 1 gram of iron}
bone marrow and liver as storage deposits. In
time of need this will be utilized. It follows tha
a sire qua non of iron deficiency is an absence 0
iron stores (hemosiderin) in the bone marro®
Following depletion of marrow stores the seruf
iron falls and the iron binding ecapacity of plasmi
inereases. A low serum iron may be seen in ass
ation with a variety of disturbaneces (infecti
malignaney) but here the iron binding capacif]
will also be low, thus differing from the change
seen in iron deficieney. Following exhaustion of
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<ores and fall in serum iron, anemia develops,
the red cells are small (microeytic) but of
"ol hemoglobin eontent (normochromic); later,
shromic red eells appear.
Because less than 1 mg of iron is lost per day,
pody iron stores are sufficient to last 3-5
if no further iron is ingested.  For this reason
Jack of iron causing iron deficiency anemia
adults is almost unknown inthis country. In
dulte iron deficiency anemia means blood.l.oss
the primary aim of treatment is the recognition
the site of bleeding. At birth however iron
o are very low, being between 34-50 mg.
he blood volume at birth is approximately 300
] but by the time a child weighs 60 Ib. the blood
~ yolume has increased to about 2,000 e.e. This
sariod of rapid growth requires 800 mg. of iron
ually all of which comes from the diet. Thus
in children dietary iron deficiency may often result
in anemis. whereas in adults dietary deficiency is an

~ exceedingly rare cause.
Vitamin B;. and Folic Acid Deficiency
‘_ Anemias

Vitamin Bys deficiency has three major elinical

. characteristics, anemia, neurological disturbance
- and atrophic glossitis. By far the most frequent
eause of Vitamin Bj: deficiency is pernicious
‘anemia: less commonly Vitamin B, deficiency
oecurs i1 malabsorption syndromes. Pernicious
anemia is uncommon under age 40 and is extremely
~rare under age 30.  The anemia is insidious in onset
and neurological disturbance may precede the on-
set of the anemia. Diminished vibration sense in
the lower extremities is an early neurological find-
ing. Adult pernicious anemia is always associated
with achlorhydria and the presence of free hydro-
ehloric acid in gastrie juice exeludes the diagnosis.
The defeet in pernicious anemia is failure to absorb
Vitamin B,, because of the absence of gastrie
intrinsic factor. Even though the Vitamin is pro-
vided parenterally the gastrie defeet persists and
the diagnosis ean be verified at any time by an oral
dose of radioactive Vitamin Bys with and without
orally sdministered gastrie intrinsic factor (Schil-
ling iest). The blood smear, red eell morpho-
logica! changes and bone marrow in Vitamin B,
deficicncy are identical to those of folie acid defi-
¢iency both showing a maerocytic anemia with
hypersegmented neutrophils and a megaloblastie
One marrow so that the distinetion is made by the
clinical features and confirmed by other laboratory
tests. Folic acid deficiency is seen with malab-
sorplion syndromes such as coeliae disease, adult
idiopathie steatorrhea or pregnancy. Because of
the similarity of the hematological findings in
Vitamin By, and folic acid deficiency, the laboratory
ifferentiation requires other studies. For instance
the demonstration of achlorhydria, an abnormal
hilling test corrected by intrinsie factor, or a low
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Bi: or folic aeid level in serum will be helpful.
When not all these laboratory procedures are avail-
able a therapeutic trial may be carried out. Since
folie acid may inerease the neurologieal disturbance
while correcting the anemia of Vitamin B,y de-
ficieney it is never given first. Vitamin Bi: require-
ments are 1 (one) yg daily and to treat pernicious
anemia a single dose of 15 pg is given. This will
cause a brisk reticuloeytosis by the seventh day.
If the reticulocytosis oecurs Vitamin B deficieney
has been demonstrated and maintainance Vitamin
B2 60 pg monthly can be initiated. The hemoglo-
bin should then return to normal over 8 weeks.
Although commercial preparations of Vitamin By.
containing 1,000 pg per e.e. are available this dos-
age is unrealistic and wasteful since more than
80% will be exereted promptly in the urine.

The treatment of folie acid deficieney will not
be discussed since the therapeutic approach re-
quires recognition and treatment directed towards
the underlying disease rather than just the adminis-
tration of folie acid alone.

The Anemia of Pregnancy

Pregnaney is a normal physiological state and
any of the anemias of decreased red cell production,
inereased red cell destruction or blood loss can
oceur at this time. Certainly the pregnant pa-
tient with anemia requires as careful a history and
physical examination and as complete a laboratory
study as the non pregnant patient to determine the
cause of her anemia. A few points peculiar to
anemia in pregnancy are however worth noting.
The non-pregnant female has about 25 e.c. of red
cells per kilogram of body weight. Near the 40th
week of gestation the red cell mass is approxi-
mately 28 ce /Kg an inerease of about 200 ce of red
blood ecells. During gestation however plasma
volume inereases as well. Early workers studying
these changes attributed the deerease in peripheral
blood hemoglobin seen in pregnant patients to a
greater increase in plasma volume than in red
blood eells (hemodilution of pregnaney). While
there is no doubt that plasma and red cell volume
do inerease in pregnancy, there is still uncertainty
whether, in normal pregnaney the one should in-
erease more than the other. It is interesting to
note that the African Bantu who consumes large
amounts of iron apparently does not get a hemo-
dilution anemia during pregnaney. However,
Canadian workers have shown that even with
excess iron administration in early pregnancy hemo-
dilution occurred. Iron deficiency is often first
detected during pregnancy and it is usually con-
sidered that there is a greatly increased need for
iron during pregnancy. However, as shown by
Moore the requirements may not very much
greater than in the normally menstruating woman.

Iron deficiency anemia does oceur during
pregnaney and probably is due to the patient be-
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ginning pregnancy with latent or undetected iron
deficieney which in association with hemodilution
becomes more apparent as pregnaney progresses.

Folic aeid deficiency in pregnaney oceurs in
three of every hundred pregnancies. Recent
studies from Liverpool and the Boston City Hos-
pital have indicated that folic acid deficiency is
present in an even greater number of pregnant
patients with abruptio placenta, uterine bleeding
in the third trimester and placenta previa. The
ineidence in Nova Seotia is unknown but is as-
sumed to be elose to that seen elsewhere. Folie
acid 5 mgs three times daily is used in treatment
and a reticuloevte response should oceur within
one week.
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As cstablished in 1962, this represented the
first development in Canada of an overall govern-
ment operated medicare plan. Compulsory for
all residents of the province, the benefits under
the plan include the full range of services normally
provided by the family physician together with the
services of specialists for referred conditions or
for unrcferred conditions of a purely specialist
nature.

Funds for the purpose of paying the benefits
derive in part from a premium tax. and in part
from the provinee's consolidated revenue fund.
In 1964 the premium tax accounted for about
15% of the total eost and at the beginning of 1965
this particular premium of $6 single and $12 per
family which had been lowered by the previous
government shortly before the provineial election
of 1963, was again restored to the 1963 level of
£12 single and $24 per family.

One of the important agreements associated
with the installation of the plan in 1962 was the
method arrived at for payment to doetors. Fol-
lowing the long drawn out disagreement between
the medical profession of the provinee and the
government of the day, it was finally decided that
the two physician sponsored voluntary medical
eare plans in the provinee should be utilized in
some form as a buffer between the government
adminisiration and the medical profession in deal-
ing with the day to day submissions of claims,
Consequently, three methods, under the fee for
service arrangement, became available by which
the doctor might choose to be paid.

In the first method a physician may choose
to submit his bill directly to the government
Commission for payment. In doing so, he agrees
o accept Commission paymeni as payment in
full.  This payment incidentally, is 859 of the
brivate practice schedule of the province.

In the second method a physician may be-
come a medical member of either of the approved
health agencies. (The two physieian  sponsored
Voluntary plans). In so doing, he agrees to
submit all bills for service for subseribers of such
agencies to the approved health agency for pay-
ment.  The ageney in turn submits the bills to
and receives payment from the commission. Here

A Recent Look at the Saskatchewan
Medical Insurance Plan

again payment is on the basis of 859 of the private
schedule and the physician agrees to accept all
payments as payment in full.

In the third situation where the patient or the
doctor is not a member of an approved health
ageney, and the physician chooses not to bill the
Commission directly. he may submit his aceount
to the patient. In these cases while the physician
may charge up to 1007, of the private fee the pati-
ent can only recover from the Commission, 857,
of the sechedule allowance.

Apart from the above, there is a further special
arrangement for a small number of physicians
in special areas where a fixed salary rather than a
fee for service payment is made.

In 1964 the plan covered 879,224 persons or
93.29, of the population. Other government
programs, federal and provincial, in the provinee
accounted for a further 62,532 or 6.639, so that
in effect, practically 1007 of the population was
covered.

The cost of the service for the 1964 year was
£20,439.000. When final adjustments were ar-
rived at, the per capita cost was $23.53, an in-
crease of 5.89; from the previous year. Some
highlights from the year showed that over 2,200,000
claims were paid; 87% of the insured families
received services; and those receiving benefits
had an average of $75.00 per family.

Some rather interesting costs are revealed
concerning the very young as well as the older
age persons. Under one year of age the average
annual cost was $51.82 for males and $37.51 for
females, For the over 70 age group, the average
annual cost for males was $51.54 and for females
$51.24. Among all age groups, the average cost
for males was $28.86 as compared to $20.70 for
females.

As pointed out in its report the Commission
found it desirable to follow precedents established
by doetor sponsored medical care plans, in working
closely with the medical profession of the province
in ensuring some stability of costs of the pro-
gram. In close co-operation with the College of
Physicians and Surgeons of Saskatchewan, the
Commission has instituted a program to analyse
in detail, the services rendered by individual

Trans Canada Medical Plans Newsletter - Winter, 1065 (Vol, 8, No. 5).
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physicians and the payments made to them. The
College has established its own Professional Re-
view Committee. One of the tasks assigned to
this body is to consider the praectices of physicians
which differ significantly from fellow physicians
in comparable practice eircumstances.

In the matter of relationship between the
profession and government, it is well known that a
number of practicing physicians in the province
in 1962 left when the new program came into
effect. The most damaging loss in this respeet
was among long time highly qualified specialists.
However, with a more favourable climate created
by a new government in the provinee some of the
animosity seems to have disappeared so that while
at the beginning of 1963 there was 201 specialists
submitting claims for services, at the end of 1964
this had inereased to 251. In the case of the gen-
eral practitioners, at the beginning of 1963 there
were 532 and at the end of 1964, 660.

In 1963 there were about 438,000 or 47.6
of the population enrolled under the approved
health agencies. At the end of 1964, some 575,000
or 619 of the population were availing themselves
of the use of such agencies. The main value of
the agencies from the doctors’ point of view is
that such organizations from their long time ex-
perience in adjudication act on behalf of the doetor

concerned in dealing with the Medical
Committee of the Commission, and for the
number of hard core eclaims where dj
cannot be compromised, such plans are
assist the doctor in dealing with the Med
peal Board. For the publie, belonging
proved ageney means that in dealing v
great percentage of the doctors of the pre
such doctor will send his aceount direet
ageney and eliminate the personal involve
the patient in handling the aceount and
curring the risk of a higher private billing
physieian.

While the whole arrangement worked oy
Saskatchewan in 1962 left many unan
problems, the fact remains that as a result
co-operation of the medical profession ang
sueceeding government in the provinee, the Sas
chewan plan has already suceeeded in overcom
many of these difficulties. Its progress f

parts of Canada.
1965 Postscript

The drop in the provinee’s birth rate is
clared to be one of three factors which are
the rise in 1965 medical care costs to less th
per cent per capita, compared with a s
jump of 5.8 cent in 1964.
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This position is not a salaried assistantship and has the advantage of a
newly equipped office and regular sign-off arrangement.
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. MEDICINE NOTES

" The Clinical problems of the Battered Child
endrome, 2 condition in young children who have
ived serious physical abuse were examined in
¢ Bulletin last year by Pashayan and Cochrane.!
‘may now be helpful to consider some of the legal
moral problems.

The possible existence of this syndrome should
eonsidered by the physieian when a child dies
xpectedly or has soft tissue swellings, bruises,
fracures or subdural hematoma. This is
cularly the case when the explanation ad-
ed is bizarre or inadequate to explain the na-
or intensity of the trauma. The fact that in
st cases the injuries will have been produced
a parent or foster-parent may cause the attend-
ing physician to hesitate to report his suspicions
“to the proper authorities. Doetors find it hard to
believe that a parent could attack a child in this
manner, and, particularly when the child has been
| brought for medical attention voluntarily, they may
~attempt to obliterate such suspicions from their
~minds, even in the face of obvious circumstantial
evidence.*

The problem is of desperate urgency; the per-
son who today, in a fit of uncontrollable temper
injures a child, may next time cause injuries which
are grievous or even fatal.

It is immediately important that the physician
make a correet diagnosis in order to institute prop-
EF treatment (particularly in cases involving sub-
dnra? hematoma, limb fracture or ruptured viseus),
and it is then his responsibility to take any steps
h_k?’}' to prevent a recurrence. Attending physi-
Glans are often unwilling to become legally in-
Yolved in these cases, not only because they dislike
mvolvement in litigation, but also because they
fear an mnabhility to prove any allegations they may
m.&k-.- and the possibility of a suit for slander being
laid against them. In office practice a doctor may

afraid that in reporting such cases to the au-
thoritics he is divulging a professional confidence,
and in hospital practice each of the attending
Physicians may feel that someone else should take
the responsibility. Again, physicians in hospital
may be concerned that they are implicating the

—

Assault and Battery of Children and Others

I. D. MaxweLn, M.B., ChB.!

Halifax, N. S.

hospital itself in possible litigation and that they

do not have the right to involve a third party in

this manner.

These fears are almost certainly groundless.
In many eases the doctor will never be ealled upon
to appear in court, and in none will he be required
to make specific charges against any individual.
Legal opinion is unanimous that notification by a
doctor not prompted by malice eannot be action-
able.* Doectors must realize that it is their moral
duty to report such cases to the authorities - the
duty of a eitizen who suspeets foul play; in addition,
their professional training enables them to suspect
the syndrome when a layman might not do so,
and in this respeet it becomes a medieal duty also.

The Advisory Committee to the Children's
Division of the American Humane Association
has strongly urged the adoption of State Legisla-
tion to make it mandatory to report cases of sus-
pected inflicted injuries on children. The Com-
mittee endorsed the following principles:

"1. That such legislation be directed to

Medical Praetitioners and hospital per-
sonnel coming in contact with children
for the purpose of examination and treat-
ment of injuries sustained allegedly from
accidental or other causes,
That doectors and hospital personnel have
mandatory responsibility for reporting
all cases of child injury in which medical
diagnosis or findings are ineompatible
with alleged history of how injuries were
sustained and the syndrome leads to the
inference of "inflicted injuries’.
That doctors and hospital staff members
reporting eases of suspected inflieted
injuries be made immune to possible
civil or eriminal action for the disclosure
of matters that might be considered con-
fidential because of the doctor-patient
relation.

4. That all reports of cases of suspected
inflicted injuries be made to the public
or voluntary child welfare serviee that
carries the child-protective funetion in
the Community".*

]

we

‘Department of Pathology, Halifax Infirmary; Chairman, Medical Legal Liaison Committee.
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Some states have already adopted this legis-
lation, and many doctors and lawyers would also
welcome codification of other reportable lesions;
such legislation in Canada would, however, involve
changes in the Criminal Code, and would not lie
within the jurisdietion of the Provineial Legislature.

To whom should the report be given?
The first report should not necessarily be given to
the authority who will finally deal with the prob-
lem. Depending on the gravity of the situation,
the ease may eventually be dealt with by the Social
Service Department of the Hospital, the Munieipal
Child Welfare Department, the Children’s Aid
Society. the Society for Prevention of Cruelty to
Children, the Juvenile Court or the Department of
the Attorney General. Some of these bodies ean
take action only if the doctor lays a specific charge,
a thing he must never do; many of them do not
possess the requisite investigative ability or execu-
tive powers. Efficient investigation ean only be
carried out by the one agency which has been set
up to maintain law and order in the community
and which has personnel trained in the investiga-
tion of possible breaches of the law; namely, the
Police. Most of us however would hesitate to call
in the Police in cases of minor injury.

In such minor cases, if the cause is clear and
admitted, it may be evident that Police investiga-
tion is not required and the case may be referred
to one of the other agenecies with the coneurrence
of the legal guardians of the child. If, however,
the guardians resist this suggestion, or the cause of
the minor injuries is not elear, then the police
should be asked to investigate. It may be ex-
tremely unwise to count on a simple “talking to”
to protect the child from future abuse unless the
physician is in the position to keep close check on
the home throughout the child's dependeney, and
this will be possible very rarely. In some cases -
unfortunately they are the gravest ones - it is im-
portant that police investigation proceed with the
utmost expedition and the introduetion of un-
necessary intermediaries in the chain of reporting
may greatly hamper this. In cases of severe injury,
therefore, the primary notification should be
to the Regional Police Office, which, if the case
falls within the competence of another jurisdiction
will transfer it without delay.

Who should report? In private practice,
the attending physician may be the only individual
who ean report the eondition. At times the par-
ents who bring the ehild in for attention may make
allegations against some other person and the
physician may be tempted to leave the matter of
reporting in their hands. This eourse of action is
most unwise as experience shows there is a strong
probability that such parental allegations are
smoke-sereens which are bemg made with the
speeific aim of preventing the physician reporting
the case.
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The doctor must himself rep
police, giving a brief aceount of the nat
injuries and his reasons for recommendin,
vestigation. Under no circumstances sh
make specific charges against any individy
when he considers it necessary, he should
that the matter is of extreme urgency. H
not delegate the responsibility to his n
ceptionist, and, even if the parents ind
they plan to notify the police, he sho
assume that this relieves him of the res
of doing so personally.

In hospital the problem is compoungd
fact that several physicians may be concern
the eare of the case and that each of them m
the unattractive task to another. As has
been recognized by some Hospital Admi
the Administration also has a responsib
the community to see that this type of e
peditiously reported to the necessary auth
In individual hospitals this is discharged
ferent ways: in some, the Hospital Admi
issues the report; in others, he delegates
thority to the attending physician, to the:
of the Medical Staff or to the nursing staff i
Admitting Department.

It does not greatly matter who does the ag
reporting providing the report is as full as p
and as expeditious as practicable, but as th
pital Administration is entirely dependent |
information on the medical personnel and
report is essentially a medical-legal one, 1t is
ably better for the hospital to delegate the
bility for reporting, to the medical staff by
of a suitable directive, it being appreciated th
hospital perhaps still has a responsibility t
that the directive is carried out. Because
physicians may be coneerned in a particular
the one who should furnish the report, either:
attending physician, the Chief of Service,
Chief of the Medical Staff, should be clearly
cated in the Staff By-Laws. There are advant
in designating one disinterested person to ma
ports of this nature in the hospital, particul
some one who has discussed all facets of hypotl
cal cases with the relevant authorities well in
vance. In most hospitals, the best pers
be so designated is usually the Chief of t
Medical Staff. There is probably an inhere
aura of respectability about such an individ
which few laymen would dare to challenge and |
calling in of this second (and official) consults
opinion will make it clear that the public is bel
protected from idle or malicious charges.

It is a remarkable fact that whereas it is
datory in some provinees for garages to rep
damage to automobiles by bullets’ no such d
is 1mposed on medieal practitioners to report
shot wounds, stabbings, cases of wife beatin
imjuries sustained in automobile accidents. Ther
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for making these reportable.
s in mind, it is suggested that
corporate regulations along the

re

cogen !

fw'fm all thes
H P“al Stall

It is suggested that the Police Department or
other agency should be notified of all cases sus-
pected to represent the so-called battered child
syvndrome seen in medical practice whether in the

5 { the follo ving in their By-Laws: 1 ! ‘ ]
jnes > Shiitir-ab attending Bivs office or in the hospital and that the Medical
g ]t 1s the '"’,"I'“‘";:I ':1'1“} “‘ ‘_i :‘m lf“"-l'- nd b.]} Staffs of hospitals delineate in their By-Laws the
cians '”:""f_lfl llI-ILJ > -}(“(Im-p{, U.imim“” course of action to be ecarried out. Important
g l',”-ml{ '?T-‘t'-.‘rtjtin 1:\}]11]{:11:1; tli;..r“j(:: though the problem is, as it is only part of a wider
e ]I,U ,',h; g D problem, and as the Criminal Code has up to now
[ Y TS SRS SRR ez avoided the issue, Hospital By-Laws should prob-
s " ably also cover other types of trauma which the
9 It is the i}"_‘illl.\f' UI’ ri‘{’;’r;. *‘“I‘-'hff‘l;;‘f"""l;‘{-" staff consider should be reportable.
y the Chief of the Medical Staff or his
rt;-'l uty without delay. Acknowledgement
g e s (hinf A Grateful acknowledgement is given to the
QI receiving such 8 repart.’the. Ot of - it 43 Bocintr (Finliiak), ‘the Halfax £y

yr his deputy will make an immediate

:11 ration himself and, if he agrees that l'foli('('_ and 1\0 _t_I"‘ .I)l-!}arllm'{ll.l _If]f l}"' .\llorr?t*_\’
o LS L I P e (.gr_u-r.ll.uf Nova Secotia for adviee in preparing
picions, he will notify the correct authority this report. G
forthwith, informing the Hospital Ad- References
ministration that he has done so. 14 ‘ashayan, H. and Cochrane, W. A., Nova Scolia
Medical Bulletin XLIV: 139 - 142 (1965).
SUMMARY : 2. Kempe, C. H., Silverman, F. M., Steele, B. F., Dro-
Although not speeifically covered in the Crim- “‘f:;:]::ll']lr:’. W. and Silver, H. K., JAMA 181: 17 -24
. e P ‘anada 1t 1g elearly y othine - 11902 ).
e Cunsi eyt datyd g (0t sy oo, P o
sd e¢hild abuse to the authorities. Undoubted- Rl sow = I'.{‘?”“nt (amlmum.u-mmu‘.
Df‘f’l‘d’ ! ; ; th) Cotnam, H. B., The Medical Post (Toronto
Iy many s have gone unreported in the past 1(6) : 18 (1965).
beeause physicians have been unsure of lhelr re- 4. Fontana. V. J.. Donovan, D. and Wong: R. J.. New
sponsibilitics in this regard and also of their legal Eng. J. Med. 269: 1389 - 1304 (1963).
position. 5.  Rev. Stat. Nova Seotia (1954) Chap. 184, Sec. 85.

the product
nobody needs...except

patients on restricted diets | those who have
faulty absorption ' convalescents | the chronic-
ally ill — any other patients whose condition
predisposes to low vitamin intake or to increased
vitamin requirements

Each sugar-coated tablet contains

DOSAGE: For prophylaxis: one

Brewer's yeast concentrate., . . 75 mg . 5
Thiamine mononitrate . ... . . . 5mg Of two tablets daily. For therapeutic
Riboflavin ........cnnvevss 3mg yse: one or two tablets three times
Niacinamide. . canes 125mg 3

Pyridoxine mdmcmor.de 5, 1mg daily.

Vitemin B42........zv..... 1.5meg

Ascorbic acid. . . .. . ; 100mg Bottles of 30 and 100 tablets.
Vitamin D . . 500 IU

c UALITY PHARMACEUTICALS

Im[u EThowt EL (o

BEFORTE

VITAMINS B WITHC AND D TA B L ETS

to prevent or correct nutritional deficiencies

E Registered trade mark
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A New Deal.
Continued from Page 98,

flexible system, in which all mentally retarded
children requiring institutional care will be looked
after in one administrative system. Since the
Nova Scotia Training School is now responsible for
the foster home program for severely retarded
children, this plan will facilitate the transfer of
children to and from the three distinet parts of the
system; namely, the Traming School, the four cot-
tage institutions and the placement program. We
have been impressed by the need for a flexible ad-
missions and transfer procedure and this system
will provide for it. It should also be noted that
since Homes for the Disabled will be under the
general direction of the Department, this will make
for easy transfer back and forth from one type of
institution’ to another without the attendant red
tape that sometimes delays these procedures.

Classifications of Patients for Admission

To date we have not had a uniform admissions
procedure for our Municipal Homes. A classifica-
tions committee, of three persons, has now been
established. A senior departmental official will
be the permanent chairman of this committee.
Where there is a local munieipal welfare authority,
the local welfare director will act as the second
member of the committee. The third member of
the committee will be a representative recom-
mended by the Department of Public Health and
approved by the Minister of Public Welfare. This
will insure continuing medieal oversight and super-
vision in respeet to admissions, and at the same
time will guarantee, not only a consistent admis-
sions poliey and screening of admissions in these
beginning stages, but more important, it will be on a
continuing basis.

In eonsultation with Dr. Peter Gordon of the
Department of Preventive Medicine of Dalhousie
University., and Miss Pauline Macdonald of the
Medical Social Service Department of the Vietoria
General Hospital, we have worked out a procedure
and definitions to guide the elassifications commit-
tee in the admissions process. It is our first attempt
at planned and formalized classification. and we
are well aware that we are working in relatively new
and uncharted ground. To make matters more
difficult, the whole classification process is being
completed under the pressure of time which results
from eclassifying and finding accommodation for
approximately 870 patients in a few months.

No program as complex as what we envision
here can be administered without areas of admin-
istrative confliet and problems. We would do well
to anticipate these in advanece and prepare for them.
It may well be that some patients not considered
as mental patients by the Hospital Insurance Com-
mission, will not be acceptable by the Department
of Public Welfare. Neither medical science as it
operates in this area of responsibility nor the social
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sciences have reached that stage of pre
aceuracy where it ean be stated categoric:
some patients will do best in one institution
other. Some mistakes are bound to oceur.

The problem of finding personnel in
numbers to staff the personal care and nursing
sections of our Homes for the Aged, to stg
Homes for the Disabled, to supervise our p
in foster homes and to care for the seve
tarded children, will be an extremely difficul
We require professional personnel in these
with muech the same urgeney as these are
in the medical field. The solution is not i
at the moment, although the form it will
clear to us.

Social Rehabilitation

We have a good program of medical and e
tional rehabilitation. We are very short on
rehabilitation of the total man and the inter:
ing of administrative techniques and method
quired to achieve a rehabilitation program w
will be effective in this total and generie
The task, therefore, to which the Departmen
set itself in this area may well be described as s
rehabilitation.  Rehabilitation is defined i
dictionary as the restoration of an individual
previous eondition or as the setting up of a p
condition. Habilitation refers to enabling
qualifying or eapacitating. What we are
to do in this new institutional set up and, in
throughout the entire Department, is to habi
and rehabilitate persons who require such
The provision of adequate medical care and
restorative devices that medical science has fi
useful are only one part of this total habili
and rehabilitative process. In essence we
provide for the individual a climate or an en
ment, in which, through his own efforts and
such help as he may need, he ean achieve his m
mum usefulness and productivity. For some, |
residual eapacity left to know, to enjoy, and
understand life may be very small indeed.
others it may be considerable. It is our task
provide an environment in which each and ey
one of the persons coming under our care will ha
the maximum opportunity for a good life.

Locum Available

First Year Medical Resident desires locum for
three weeks in August in Halifax-Dartmouth

area.

Box 37, Victoria General Hospital.




fascinating: pa-
them, wives learn
to live without them, RN's ignore
them, aides avoid them, students
help them and insurance protects

sDoctors are
ients idolizc

them. Nobody else could go to
sehool for a total of 20 years and
otill not learn to write.” (exeerpt
from a speech by a Texan nursing
student. reprinted in Canadian
Journal of Nursing)

('are BRETON

A new S4-bed hospital is plan-
ned for Svdney Mines which will
be one of the most modern in east-
ern Canada. It will include all
services, obstetries, paediatries,
ete. The site has been chosen
and construction will shortly get
underway.

The Annual meeting of the Cape
Breton Branch of the Canadian
Mental Health Association was
held with Dr. Clyde Marshall,
Administrator of N. S. Mental
Health Services, as a guest speak-
er. He deseribed the complicated
process of converting the old type
custodial county hospital into a
real hospital for the treatment of
mental illness, outlining the new
s¥stem and the changes involved,
the progress made thus far and the
plans for the future.

Dr. Cornelius Donovan, chief
Dsychiatrist of the Cape Breton
Mental Health Centre gave a com-
prehensive report of cases treated
and other services rendered by
him and his associates in the de-
Partment. He stressed the need
OF more gymnasiums for young
People and the need of schools for
children with brain damage.
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Dr. Marshall also addressed
the Kiwanis Club of Sydney on
February 17 on the many changes
made in mental health serviees in
the provinee recently.

Dr. Donovan was the special
speaker at the annual meeting of
the Cape Breton Cerebral Palsy
Association, earlier in February
and also addressed the annual
meeting of the Vietorian Order of
Nurses in Glace Bay.

Dr. C. F. Brennan of Sydney
is continuing his excellent cam-
paign to arouse interest among
Home and School organizations,
the schools and publie generally
so that there may be introduced
into the curriculum some form of
sex education and compulsory
pre-marriage courses, and a mini-
mum age of 21 years of age before
marriage be established.

HALIFAX

Health Unit directors from
various parts of the provinee met
in Halifax early in March for a dis-
cussion of health unit serviees.
The chairman of the meetings
was Dr. d. S. Robertson, Deputy
Minister of Health. Present also
were Dr. N. F.MacNeil, and
Dr. Li. D. MacCormack, Syvdney,
Dr. N. A. Morrison, Truro and
Dr. d. R. Cameron, Dartmouth.

Dr. Doris Hirsch, a graduate
of John Hopkins University who
took her post graduate work in
psychiatry at the same Univer-
sity and has for some vears been
associated with the Mental Health
Clinie for Children and the Chil-
drens’ Hospital in Halifax, was on
a special panel to discuss the role
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of the church and family at the
fifth annual public meeting held
in the Anglican Diocesan Centre
late in February.

Dr. Gwendolyn Service, di-
rector of the Tuberculosis control
programme for the Halifax City
school children was the guest
speaker at a recent meeting of the
Halifax  Infirmary  Graduate
Nurses Alumnae meeting. A
panel with prepared questions,
and audience participation as well,
on all aspects of tuberculosis, case
finding, holding, follow-up work,
control, laws, research, ete., form-
ed the main part of the discussion.

Dr. dJohn F. L. Woodbury,
Medical Director of the N. S.
Division of the Canadian Arth-
ritis and Rheumatism Society was
in New York recently to lecture
to the postgraduate school of New
York University on Rheumatic
Diseases.

UnNIvERSITY

Dr. R. O. Jones, Head of the
Department of Psychiatry left on
March 16th for the same two-
week Carribean cruise, sponsored
by the College of General Prae-
titioners, on which Dr. C. L.
Gass is to give a leeture.  He will,
as President, represent the Can-
adian Medieal Assoeiation,

Dr. H. C. Still, chairman of
the committee on Advanced
Training of the College of General
Practice attended the Annual
Board meeting of the College on
March 16-18 in New York to
present a report on Advanced
Training in General Practice.

Dr. R. L. deC. H. Saunders,
Head of the Department of Anat-
omy returned on March 14 from
lecturing to the medical school of
Johns Hopkins University, Balti-
more, Md., on eirculation of the
brain. He also presented one of
the opening papers at a meeting
of the American Heart Associ-
ation held in Philadelphia during
the same week on X-ray miero-
scopy of the eerebral miero cireu-
lation.

In January Dr. Saunders was
in Jamaica at the University of
the West Indies, where he deliver-
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ed a paper on X-ray microscopy
of the cerebral mieroeireulation
at an International Conference on
Miecroeirculation.

All the findings presented at
these meetings were obtained at
Dalhousie by a new high voltage
X-ray microscope (XMPJ) which
is a unique instrument and the
most powerful of its kind in the
world. It was built under grants
of the Medical Research Council
of Canada for Cerebral vascular
studies.

We are indebted to Dr. H. W,
Schwartz, well beloved retired
EENT man from Halifax, now
living in Ottawa, who also recently
visited Jamaica and sent an illus-
trated account of the University
of the West Indies at Mona.
Though barely a decade old, 55
doectors are graduated vearly from
it. and a recently expanded pro-
gramme plans to inerease that
number to 90 by allowing the stu-
dents to complete their training
at general hospitals in Barbados
and Trinidad as well as in Ja-
maica’s University College hos-
pital.

We are very glad to report that
the two children of Dr. & Mrs,
James R. Baker who were so
terribly injured in a car accident
on December 22nd en route to
San Francisco from Vietoria and
were unconscious for eight weeks
are now recovering more rapidly
than hoped for. Suzanne has re-
gained limited speech and Chris-
topher is attempting to do so.

CONGRATULATIONS

CANADIAN MEDICAL
ASSOCIATION

Dr. ArtHUR F. W. PEART,
AprPOINTED (GENERAL SECRETARY

Dr. R. D. Atkinson, chairman
of the Executive Committee and
the General Couneil of the C.M.A.
today announced the appointment
of Dr. Arthur F. W. Peart, as
General Seeretary of the 17,944
doetor-member Association, on
March 17, 1966.

Dr. Peart suceeeds Dr. A. D.
Kelly, who retires after serving
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nearly thirty years in Adminis-
trative Medieine. During the
past twelve years, Dr. Kelly held
the position of General Secretary
of the C.M.A., and for his efforts
in the interest of organized medi-
cine he was awarded the Honorary
Degree of Doctor of Seience from
the University of British Colum-
bia, and Doctor of Laws from the
University of Western Ontario and
Dalhousie University.

The new General Secretary,
Dr. Arthur F. W. Peart, is well
known to the Canadian mediecal
profession. He joined the As-
sociation on January 1, 1954 as
Assistant Seeretary, bringing with
him a background in public health,
and extensive experience in medi-
cal and health administration.
A graduate of Queen’s University
in 1940, Dr. Peart joined the Can-
adian Army after a period of in-
ternship and served in the army
from 1940 until 1946. For his
war services, he was made a
Member of the Order of the
British Empire (M.B.E.).

Following World War II, Dr.
Peart spent two years in Swift
C'urrent, Saskatchewan, the first
vear as M.O.H., and the second
in private practice under the
Swift Current medical care pro-
gram. He went to Ottawa in
1948 as Chief of the Epidemiology
Division, Department of National
Health and Welfare, where he re-
mained for six years. While with
the Department, Dr. Peart re-
ceived speeial training in Epidemi-
ology at Harvard University, and
was largely responsible for eon-
ducting Canada’s Sickness Survey
in 1950 and 1951. He has written
several scientific papers on com-
municable disease control and
epidemiological research.

Dr. Peart is a certificated speci-
alist in Publie Health by the
Royal College of Physicians and
Surgeons of Canada, and last vear
was elected a Fellow of the Royal
Society of Health of England.

Dr. Peart served the C.M.A. as
Assistant Secretary from 1954
until 1960 when he was appointed
Deputy General Secretary.
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To Dr. William A,
professor and head of the
ment of Paediatries at Dg
and Physician-in-chief
Children’s Hospital who h
the sixth recipient of the g
Borden Award administered
the Nutrition Society of
for his discovery and eluei
of the effect of leucine on
hydrate metabolism in idigj
hypoglycemia of infancy
has contributed significan:
knowledge regarding the
genesis and treatment of th
dition.

One of the standard m
now used in the managem
the disease is based on his re
ing that a moderate protein in
followed in 30 minutes by |
plementary carbohydrate 3
better regime than the cus
high protein intake for th
cine sensitive hypoglycemie
dren.

To Dr. Robert A. Ma
the Grand Old Man of
Practice in East Hants Co.,
graduated from Dalhousie n |
and sinee then has served
province both as a doetor and
school board member and ¢
man and also as a member of
House of Assembly for four

In his honor a $200.00
scholarship for East Hants
dents has been set up by the
Hants municipal school board
adviee of the municipal coi
and has been named “The
R. A. MacLellan Scholars
His own education was obta
under great difficulties, but at|
high school graduation, he
third in the provinee, and
four languages to his eredit,
from Dalhousie graduated
distinetion in Pharmacy.  Sin
1916 he has been interested in |
work of the school board in
distriet and has seen to it that &
owners of property shared in th
allocation of school taxes.

To Dr. C. M. Harlow, Dk
rector of Laboratories at Can
Hill Hospital and Chairman
Edueation for the N. 8. Can
Society, whose published work
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“The Great

forms the

a Diet” - a featured

WT ?llc:t.l. reh edition of the

rﬂ(!‘ .« Home Journal”. It prom-

o :lhn_i follow the diet
i 4 mo! -om the day they
hq,tn' they ‘without starva-
:(:1‘1' \\1!?.- ungering’’  drop

yunds. The maga-
‘eeipes for a month
s five times a
as suggestions for
Jlunch and “in be-

Altogether these

tl}.'h! to ter
sine ptlhll
of se 1fnu.
“l‘l‘I\
|.r|n|i\f.1~‘
tween snd

ne

add up to ‘_||:':1: II:';{HII.-:llur_'En».\
Bday. Nova Scotia I_liv1.
savs the a will .]-;m-p the dieter
from fe deprived and un-
wanted as pounds melt away.
Let’s Har €.

At a meeting of representatives
of the Maritime Provinees
College Chapters held in Sackville,
New Bi wick on the 16th of
Januar) following appoint-
ments planning of this
Assembl ere made.

General Chairman - Dr. John
Williston, New }luw::\\' who is
also President of the Nova Secotia
Chapt« he ( n”r‘.{l' of General
Practice of Canada.

Cha of Exhibitors Com-
mittee - Dr. J. D. Carson of Bath-
urst, Brunswick; in charge
of regisiration, local arrangements
and he Dr. John Gillis of
Eldon Dr. Kent Ellis of
Hunts . P.E.L.; Public Re-
lation Norman Glen, Am-
herst va Seotia; Finanee - Dr.
Alan MacMillan of Charlotte-
tow: .1 Entertainment -
Dr. Marven Clark, Kensington.
P.E.I

To the following doectors, resi-
dent ' Nova Scotia, who have
won (Certification from the Royal
Coll of Physicians and Surg-
eons (Canada in their various
.‘if}i- f1es,

Anaesthesia -
K. C. Mathur, M.B., New
Glasgow.

Internal Medicine -

D. M. Mehta, M.B., Halifax.
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Jaediatric

Publie Health -

M. Y. Dincsoy, M.D. P. C. Gordon, M.D., Halifax,
Pathology - General Surgery -
W. H. Chou, M.D.. Antigonish A f‘l- Moores, M.D.. Dart-
moutn.
Psychiatry - K. T. Song, M.D., Halifax.
H. M. Bacon, M.D.. Dart- Ophthalmology -
mouth. R. E. Forgie, M.B., Rocking-
d. H. Gerlitz, M.D., Corn- ham.

wallis.
R. P. Parkin,

mouth.

*Kuzell, W. C_ etal.: "Effect of su

Dosage

tablets) {
rro“ed up to 800 mg if necessary.
s the dose can be rru.tl-d

e
factory limits. Treatms
should be co ued indefi
without interry
presence of 3
ich can be concomitant

ugly controlled with
agents may be trans-

at full maintenance

uICL'
\'Ia[h antagonize the ac-
turan and should not be
urrently

M.D.,

NpYrazone on serum uric acid in gout

[-!'n[m_-;.\'
Dart-
N. S.

Precautions

rely been en
turan therapy.
gastric disturbances and oc-
casional transient rash have been
'wor ed. Because Anturan is @ po-
C agent it may pre-
iasis and renal colic
stages of therapy. This
rani,c qu:rrded against

pr

in patients mpaired renal func-
tion. In these cases initial dosage
should not be more than 100 mg
per day. Al an may increase the
anticoagulant action of Sintrom and
other anticoagulants.

Anturan must be administered with
caution in patients with healed
peptic ulcer

C. E. debson, M.D..

Kentville,

* Geriatrics 19: 894, 1964

Availabil
Anturan,1,2-diphenyl-4- (2°-phenyl
sulfinylethyl)-3.5-pyrazolidinedions.
a5 100 mg and 200 mg

Full information is available on re-
quest, through your Geigy Medical
Representative or by consulting Va-
demecum International

Geigy Pharmaceuticals
Division of Geigy (Canada) Limited
Montreal 8, P.Q GAn7
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COMING EVENTS
DAY IN CANCER

This one day course, which has
now become an annual event, will
be held on April 15th this year.
under the joint sponsorship of the
Nova Seotia Tumour Clinic and
the Posteraduate division of Dal-
housie University. It is sup-
ported by a grant from the Nova
Scotia Division, Canadian Cancer
Soeclety.

.\u\:l
Chinie.

Place: Sceotia  Tumour

Registration from 8.30
a.1m.

Fee: 210,00

Subject: This course 1s designed
to be of ‘~|Il'(']ill interest to the
practising physician. There will
be presentations on Lung Cancer,
I{JII“H—iinEn]u':-_ N];u;u]'- l]]‘_nl'h"lr:_fl_
Sigmoidoscopy, Oral Cancer, Pros-
tate, Haematuria, Cytology, Uter-
ime Cancer and Ovarian Canecer,
The kevnote address will be by
the wvisiting Nuffield Leeturer,
Dr. Alice Stewart from the Uni-
versity of London.

Time:

in iron deficiency

when rapid return to normal is essential

A

|

MYOGLOBIN

R\

\

a

INTRAMUSCULAR J ECT 0 FER :)HGN SORBITOL)

PROVIDES TOTAL IRON REPLENISHMENT

THERAPY OF CHOICE

CASTRA

ASTRA PHARMACEUTICALS (CANADA) LIMITED, 1004 MIDDLEGATE ROAD, COOKSVILLE, ONTARIO
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Dr. Alice Stewart, Reader ;
Soelal Medieine at Oxford, will
at Dalhousie during the month yp
April as the National “"‘“'m'eh
Couneil - Nuffield I"'”“"Ialion
Visiting Lecturer in I’r"“‘liti\-g-
Medieine. She 1s also a:in-m[jng‘ ]

month as Visiting Lecturep at
Queens and UBC.

Associated with Dr, |{_\'||-_ Who
founded the Department at (g
ford. Dr. Stewart has a distigs
L{Ilir&}ll-ll r"i-urli uf ;1|'}|[|-5'.-n".]|l m
teaching and epidemiological jpe
vestigation. Her publications jp2
clude studies of tuberculosis in
industrial workers; the spread of
influenza in a factory; |!'uk:u?mj,|,
and radiation in children; tox
comparisons of
hottle and breast fed babies: Péris
natal mortality; influence of sogigl
and genetic factors on infan
weight; characteristics of oldef
: some epidemio=
logical aspects of acute rheumgs

emia and obesity;

persons in Dorset

tism; and research aspeets of
social medieine.
Dr. Stewart will also speak s

"
.

during the “Day in Canecer
April 15th, and the Postgraduaté
Division will arrange for her 8
visit several community hospitals
in the Maritimes.

BirtHs
To Dr. and Mrs. John B.
Steele, (Patricia Nickerson), @
son, Eric John, at the Grace Mas
ternity  Hospital, Halifax, on

March 8, 1966,

OBITUARIES

We regret to record the de ath Uf
Dr. Randolph Wilson Strick-
land, aged 42 who died in SE
Elizabeth’s Hospital, North Syd=
nev on February 27 after an il
ness of a few months. He was &
native of North Sydney and was @
Acadia and of Dal
in  Medicinés

graduate of
housie University
and had Sydney
Mines for the last vears.
A memorial service was held h.\'
Masonie We
extend our sympathy to his wilés
and his mothers

practised 1n
twelve
I.uri'_'l'.

the local

four daughters

and brother,
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Clinical Staff Conferences
Effective April, 1966

We list below as many regular meetings, rounds, conferences and HALIFAX INFIRMARY
clinies as we have knowledge of in the Halifax area. This list does not Departmant of Ansssthesia
pretend to be complete, but it will be revised as necessary and will Weekly Conference Monday 2:00- 3:00 p.m. O.R. Suite
be published periodically for the information of members. aepﬁtm(ontrof G-n::il-!rf:uc%ic.
I LR AR : o E e e A oSt : Monthly Conference 4t ursday 8:30 p.m.  3C Clinie Room
All ¢ vents lm_ll.d are open to any interestc d physician, and a ecordial Weekly Joint Conferences - attended by Departmeént members as  follows: =
weleome is promised in every case. with the Department of
We hope to publish information of similar arrangements at other = Hu]rlz"r r'l‘humia.\' 5- 6 p.m.
hospitals throughout the Provinee in the future. Chairmen or Secre- ““‘D}léﬁicirfg‘”"““"“  ihnradat: * 11409380
taries of Medical Staffs are invited to send time tables for publication. with r*”mi Department of 7 ;
Anvone 1 inace w ia als y y " aediatries Friday 11- 1 p.m,
Anyone spotting an inaceuraey is also begged to let us know, with I}J'" hf_)uparmmnt 0'“, @iy P
yehiatry ednesday  9-10 a.m.
THE CHILDREN'S HOSPITAL with the Department of
Cardiology Rounds Monday 10:30 a.m. Obs.-Gyn. Friday 12- 1 p.m.
Neonatal Conference Monday 11:00 a.m. Department of Medicine
(Grace Hospital) Joint Conferenee
Cardiology Conference Monday 4:00 p.m. with X-ray Dept. Wednesday 11-12 a.m. 4C Clinie Room
Admission Rounds Tuesday 8:00 a.m. Grand Rounds Tuesday = 12- 1:15 p.m. AC Clinie Room
Medical Grand Rounds Wednesday  9:00 a.m. Intern-Resident y ) j
Qldlnl?sl;gt.l (ffournds ,F.il"m:n}: ’;‘% a.m. Training Conference Thursday — 11-12:30 p.m. 4C Clinie Room
Metabolie ‘on omnclo rsday 11:00 a.m. Department of Obstetrics & Gynecology
V";:[::I‘:_’ﬁ; l&“&r&‘;a’:ﬁ" Weekly Rounds Friday 11- 1 p.m. 3C Clinie Room
Ot Pt 'I']III’I‘HIII‘I_\‘ 4:00 p.m. i\;{;g;ﬁri\;‘&oﬂ?uu Wednesday 11-12 a.m. 3C Clinie Room
Orthopaedie Ward Rounds Friday 8:30 a.m. : o ¢ foid ary
(Ateimintesowith OFthopasdis (Conferenss) Conference drd Friday 4- 5 p.m. 3C Clinie Room
Surgical Conference Friday 11:00 a.m. D,‘P“‘t“!““ of Ophthalmology : Z
Radiology Conference Weekly (,c:nfumnnu . Tuesday 6:30 p.m. Outpatient Dept.
(hiweekly) Friday 3:00 p.m. Monthly Conference 3rd Tuesday 6G:30 p.m. Outpatient Dept.
Ward Rounds Daily 900 a.m. ?].pu??“;t i'.b! Pathology
- L i Minieal Pathologieal
Conference 4thFriday 12- 1 p.m. Auditorium
GRACE MATERNITY HOSPITAL Depsidivabt of Padiiteics
Staff Meeting Monday 12:00 noon Grand Rounds Friday 11-12 a.m. Pediatrie Dept.
Luncheon (Last) Pediatrie Conference Friday 12- 1 p.m. Pediatrie Dept.
Obstetrieal Conference Tuesday 5:00 p.m. Department of Psychiatry
e " gh"‘_‘“ Case Presentation Wednesday 9 a.m. 3C Clinie Room
y ar I{:{}E;ll{l h[ : _”ﬂ!l.\ % Igf‘]’? a.m. Weekly Conference Wednesday — 9-11 a.m. 3C Clinie Room
3 ;;:I::Ttlul (“Ili:’li;"m 1eon ’[‘a:::mr?ul\:" 19 pam. ll\shulll.ll‘! \‘r (‘-iull{emn&m Ard Wednesday :;)-” a.m. 3C Clinie Rimlll
y ¢ * ; AL aily Ward Rounds a.m. Psychiatry Deopt.,
I'hursday 3 .
: it . Department of Radiolo
3
Well Baby Clinie rf;:f::,’:rm 2:00 p.m. Daﬁy Conference *ﬁurudm\' 3:30 pom. Radiology Dept.
? 2 Thursday House Staff Conference Tuesday 1- 2 p.m. Radiology Dept.
Friday 2:00 p.m. Department of Surgery
Poatnatal Clinie Tuesday, P Weekly Conference Thursday 5 6 p.m. 30 Clinie Room
Thursday, ; D,pnrtmcnt of Urology
Friday 2:00 p.m. Weekly Conference Thursday 12 noon Urology Dept.

Family Planning Clinie - by appointment Monthly Meeting 2nd Thursday 12 noon Urology Dept.



VICTORIA GENERAL HOSPITAL

Department of Medicine
Cardiae Working Conference

y Monday
Grand Medical Rounds Tuesday
Cardiac Tuesday
(1st & 3rd)
Pulmonary Tuesday
(2nd & 4th)
Haematology Tuesday
Gastroenterology |
and ' Wednesday
Haematology

Neurosurgery-Noeurology

Wednesday

Rheumatology Wednesday
Metabolism |
Endoerinology Thursday
Renology
Neurology Friday

(1st & Srd)
Cardiopulmonary Pathology

Friday

4th

Cardiology Friday

Department of Surgery

Weekly Clinieal Conf. Saturday
Surgical Pathology
Conferenee Monday
Surgieal Cardiovaseular
Conference Saturday
Ward Rounds
Surgery A Friday
Surgery B Saturday
Surgery C Wednesday
Surgery D Saturday
Orthopaedies Tuesday
Out Patients Clinies
Surgery A Friday
Surgery 13 Thursday
Surgery C Wednesday
Surgery D Tuesday

De{urt ment of Gynaecology
Ward Rounds Daily

Grand Rounds Saturday
Pathology Conference  Tuesday
(First)

Tumour Clinie
- Friday
Gyn, Outpatient Clinic Monday

Gyn. Endocrine Clinic Wednesday

Tuesday &

1:00- 2:00 p.m.
5:30-10:00 a.m.
1:00- 2:00 p.m,
1:00- 2:00 p.m.
2:00- 4:50 p.m.
1:00- 2:00 p.m.
9:00-10:00 a.m.
9:00-11:00 a.m.
1:00- 2:00 p.m.
1:00- 2:00 p.m.

1:00- 2:00 p.m.
2:00- 4:00 p.m.
11:00 a.m.

4:00 p.m.

8:00 a.m.

5:00 a.m.
9:00 a.m.
8:30 a.m.
9:00 a.m,
11:00 a.m.

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

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

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

X-ray Conference Room
4th Floor Class Room
OPD Conference Room
OPD Conference Room
drd Floor OPD

OPD Conferences Room

Pavilion Conf, Room
3rd Floor OPD

OPD Conference Room

OPD Conference Room

OPD Conference Room
ard Floor OPD

Sth Floor Clinie Room
Path. Bldg.

4th Floor Clinie Room

6 South
6 North
6 South
6 North
4 West

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

5 West _
Sth Floor Clinie Room
Path. Institute

Outpatient Dept.
Outpatient Dept.
Outpatient Dept.

Department of Radiology

herapentic Radiology

Ward Rounds Thursday
Diagnostie Radiology
Conference Daily
Proven Case Conference
Thursday
Clinieal Conference Thursday
(3rd)
Departmental Conference
Friday
(Last)
Defartmlnt of Psychiatry
Ward Rounds Monday &
Friday
Seminar Friday

Child Guidanee Clinie  Thursday
Case Presentations

Department of Urology
Conference

Seminar

Saturday

Monday,

Wednesday &

Friday
Tuesday

Department of Anaesthesia

Conference

Friday
(First)

Nova Scotia Tumour Clinic

Conference

Clinies
Breast
Lymphomas
Paediatrie

Gynaecology

Ophthalmology

Skin, Soft Tissue &
Intestine

Head and Neck

Kar, Nose & Throat

Urology

Breast ]

Pulmonary & Gastrie

Orthopaedie

Friday
("Third)

Monday
Tuesday
Tuesday
(4th)
Tuesday &
Friday
Tuesday

Tuesday
Wednesday
Wednesday
Thursday
Thursday

Friday

Friday
(2nd & 4th)

8:30 a.m.
3:00 p.m.
1:00 p.m.
5:30 pam.

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

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

Monday, Tuesday, Friday &

9:00 a.m,

4:30 p.m,
4:30 p.m.
330 pam,

12:30 p.m.

11:00 a.m.

12:00 noon
10:00 a.m.

i South
Radiology Dept.

Radiology Dept.
X-ray Conf. Room

X-ray Conf, Room

Pavilion
West Annex Conf. Rm.
Auditorium

Pavilion Conf. Room

i West
X-ray Conf. Room

Tumour Clinie

Tumour Clinie
Tumour Clinie

umour Clinie
T Clinie

Outpatient Dept,
Outpatient Dept.

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

Tumour Clini¢
Tumour Clinie



1T pwphyla-xiﬂ . .
_mtinueql from pg. 92,
i was significantly lowered in contrast to the
. in pneumococcal isolations among the pa-
ts receiving chloramphenicol. y )
The role of H. influenzae in ]lfllleth.s with
onic bronchitis and omph_\'sorr]a is still con-
sversial. That it may be an PtlD!{}gle factor in
the acute exacerbations of these patients was sug-
by the fact that, although H. influenzae
;;res;m in only 11 per cent of the sputum cul-
fures from patients receiving chloramphenicol, it
“was present as “persistent” flora in almost 23 per
cent of the infections in this group. Furthermore.
in the patients treated with ehloramphenicol, the
ineidence of /1. influenzae in t]}e sputum, pxprosse(l
s per eent of cultures, was twice as high in the pa-
tients having exacerbations as in those who had
pever had acute infections during the year. This
relationship was not found in the patients receiv-
ing placebo. ] _
~ Perhaps prophylaetic chloramphenicol alters
the sputum flora in such a way that, with acute
- exacerbations, H. influenzac is somehow allowed
o assume more prominence than in patients
whose flora has not been altered by a prophylactic
antimicrobial, or perhaps the failure to eliminate
H. influenzae with chloramphenicol identifies a
group of patients who are at greater risk of recur-
rent infection.

That pneumoecoccus may be of importanece in
the exacerbations of ehronie bronchitis and emphy-
sema is suggested by the fact that, in the patients
treated with the placebo, the infection rate in those
who had pneumocoeci at some time was consider-
ably higher than in those who had never had this
microorganism isolated from their sputum. Furth-
ermore, most of the patients who had acute infec-
tions had pneumococei at some time during the
study, whereas only a third of the patients who had
never had infections had the microorganism.

In the majority of patients, long-term chemo-
prophvlaxis is probably not justified. If it is
continued indefinitely, it is expensive. It has
been found, too, that if it is discontinued after six
months, approximately 50 per cent of the patients
revert to their pretreatment state. Furthermore,
evidence is aceumulating to suggest a non-bacterial
etiology of most acute exacerbations. o

The Ten Commandments
for the
Prevention of Alcoholic Addiction

TO ENJOY ALCO HOL SAFELY:

1. NEVER take a drink when you “NEED"
one.

2. SIP SLOWLY. Space drinks: The
second thirty minutes after the first;
the third an hour after the second;
NEVER a fourth.

3. DILUTE drinks - never on the rocks.

4, Keep accurate record of amount and
number of drinks. Never drink every
day.

o

Do not minimize the amount you drink.
Instead, exaggerate it. If vou say vou
drink twice as much as you think you do,
this will probably be nearly aeccurate.

6. Do not drink on an empty stomach.

No signal drinking sueh as “luncheon,”
“Left office,” “on the way home,” “be-
fore dinner,” “‘before bed,” “meeting
people,” “celebrating,” and "to get me
through.”

=1

Tired or tense? Soak in a hot tub.

Never drink to escape discomfort.

10. Never drink in the morning.

The above is available in leaflet form, free of charge to
any reader who desires on applieation to : -
William B. Terhune, M.D.,
The Terhune Clinie,
Valley Road,
New Canaan, Conn.

Breton, N. 8.
surrounding area.
Hawkesbury, N. 8.

General Practitioner Wanted
“General Practitioner wanted in the Town of Port Hawkesbury, Cape
A good opening for a third G.P. in a growing town and large

Interested party may write ¢ ‘0 P.O. Box 339 or 399 Port
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Can You Come to Our Rescue?

Maritime Medical Care Incorporated is in urgent need of a dozen or more
copies of the 1963 Schedule of Fees of The Medical Society of Nova Scotia.
Our staff find it difficult to use the small reprint edition now being issued by
the Medical Society. It was felt that some of the original larger editions
might be found among physicians who had no particular use for them and who
would be willing to send them along to us. We would replace these with the
smaller reprint edition if you so wish.

Please send the Schedule to Dr. A. W. Titus, Medical Director, Lord Nelson
Building, Halifax, N. S., or, if you are in Halifax, just give me a telephone call
and 1 will arrange to pick it up.

4,

in a Montreal Trust

PERSONAL SAVINGS ACCOUNT
4?1

Montreal Trust

1695 HOLLIS ST., HALIFAX
TELEPHONE 423 7337

trust company to successful people since 1889
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