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Editorial 
The Deaf Hear 

How many doctors throughout the Province have been confronted by the 
parents of a very young child who did not seem to be responding normally to 
ordinary hearing stimuli? How many have been frustrated by their inability 
to decide whether the infant was mentally retarded or only not hearing proper­
ly? How often has a doctor been able to hold out no encouragement other than 
the suggestion to take the child to Boston or Montreal - a disruptive and ex­
pensive proposition at the best of times, and prohibitive in many cases? 

In the April issue of the Bulletin, appeared the announcement of the first 
clinic east of ::Yiontreal for accurate as essment of hearing loss. Until then 
�p�h �y�~ �i �c �i�a�n�s� and dispensers of hearing aids had at their disposal in this area, few 
means to ascertain accurately which ear, what part of which, and how much 
or which, was or was not functioning. This "HEARIXG AXD PEECH 
CLIXIC", 13 1 Robie t., Halifax, which operates under the proYincial D e­
part ment of Public H ealth, was officiall y opened in the pre ence of the Ron. 
R. L. Stanfi eld, Premier of No,·a 'eolia. and of Dr. H enry H icks, President­
elect of Dalhousie, on ::Yiay 7th, 1963. Before that date stretch weary months 
of negotiations. T o Dr. N. Barrie Coward, Head of the Department of Paedi­
atrics at Dalhousie and the Childrens' H ospital, must go the accolade awarded 
to one " who never turned his back'" and was" baffled to fight better". Behind 
him was l\1rs. Freda Vickery, Head of the "ocial ervice D epartment of the 
Childrens' Hospital, whose fervour originally aroused "Zonta'', a women's 
service club in Halifa.x to be instrumental in organizing a group of people, 
mainly parents of very young hard of hearing children. to get a small class for 
pre-school age started for them . This class is now under its own Board and 
acts as a feeder to the I nterproYincial chool at Amherst. For it the clinic acts 
as a clearing house. 

It is well known that the crucial year s for the deaf child are between 3-7 , 
the years when its parents, well meaning but unYersed, struggle to communi­
cate with their unresponsive offspring. Little have they realized that the 
unhearing baby needs to be talked at just as m uch as the hearing one and that 
every time a child reaches school-age, able to communicate only by signs- thus 
limiting him to conversation with those like himself or those specially trained, -
that child has lost the period in which he can most readily learn lip-reading 
and also training in speech. Recognize and give training to that child and the 
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more certainly will he become a useful member of society, - handicapped? 
ves - but not shut off in a world more silent than that of an astronaut whose 
:'intercom" has failed. 

This clinic is for adults also. All patients must be referred by a doctor 
for whom application forms are available. A nominal fee is charged for pubLic 
cases and there is a scale of fees for those desiring private consultation. So 
far there have been almost 400 patient visits. including 50 adults. The age 
range is from 4 months to eighty years. Already it is necessary to book from a 
week to a month in advance. 

The success of this clinic is assured as doctors throughout the Atlantic 
Pro,·inces realize the tremendous advantage to their patients of not haYing to 
go to ~Iontreal or Boston, and to their older patients. ,,·ho find that an hearing 
aid best suited to their particular need can be suggested and adjusted at the 
clinic. H ere the unresponsive child may be assessed for his hearing loss, for his 
speech difficulty, his mentality. H ere, be he 4 months or four years he can 
be fitted with a hearing aid, possibly assisted to obtain it, and the parents can 
receiw assurance that their child will grow to be a useful member of society. 

To make this clinic effective. the cooperation of the doctors throughout 
the provinces is most necessary. So, too, must they, acti,·e as ah,·ays in com­
munity welfare, mobilize the resources of their community to make use of the 
advantages gained. One pre-school class for hard of hearing children is not 
enough. Isolated mothers may hear of aids for her and her child. Taxpayers 
money will be saved as some of these children are able to continue in regular 
school classes. Led by Dr. Sortini and his associates may it soon be true that 
many of those now handicapped by hearing loss throughout ~ova Scotia 
"shall hear the words". 

R.B.X. 

FRO~I TilE BCLLETIK OF FORTY YK\RS AGO 

The ~Iedical Society of ~ova • cotia Bulletin, July 192:3. 
The first modern organization for th(' prevention of dis<>ase on this con­

tinent of which we have any knowledge through an organiz<'d record. was til<' 
formation of the ~Iassachusetts tate Board of Health in Ib6:t rrhis a::;soci­
ation was urged to take action because of the awful toll of typhoid fever in the 
towns bordering th(' rin>rs of the state. In 1 0 Bacillus Typhosus was first 
discovered and isolated by Eberth and five years later by Gaffky. Among 
thc> first to make a national fight against typhoid feyer were the Japanese, who 
in their war against Russia made a world record. This record for the prevNl­
tion of typhoid was a brilliant contrast to that of the .\merican .-\rmy in the 
• panish-American war. when more soliders died of Enteric Fever at the camp 
of ~Iiami, Florida. than were killed in the war. 

From Dr. Black's address to the ~Iedical Health Officer.s' Association 
Annual ~Ieeting, 1923. 



Report of the Delegate to Medical World 
International Conference 

On Organizing F amity Doctor Care 
Korman G. Glen, ~LB., Ch.B. D.R.C.O.G., M.C.G .P. 

Amherst, N.S. 

The "Medical World", aware of the interest expressed in many countries 
of varying cultural backgrounds in the place of the family doctor in their so­
cieties, decided to hold an International Conference- the first of its kind to be 
held. This Conference was held from ~Ionday, October 22nd to Friday, 
October 26th, 1962, in London, England. Over 200 doctors from 24 different 
countries participated. These included doctors from all parts of Great Britain, 
from Europe - Belgium, Denmark, France, German Federal Republic, Holland, 
Sweden, U.S.S.R. Hungary, Poland, Rumania and Yugoslavia; from Asia­
India, Pakistan, Israel; from Africa- Egypt, Ghana and Nigeria; and from the 
U .. A., Canada, Australia and New Zealand. Papers were also sent from 

outh Africa and the German Democratic Republic. 
I had the honour to be present as the delegate of the College of General 

Practice of Canada. 
The discussions at the Conference were concerned first with the Place of 

the Family Doctor in 20th Century ociety; second with the Organization of 
Family Doctoring; third with its relations to the other medical services, (:\1y 
contribution was the presentation of a paper on General Practice in Canada 
and the Relationship between the Canadian General Practitioner and the 
Hospital Services) ; and lastly \vith finance. 

The Conference had before it fifty papers written by participants which 
were circulated beforehand. Discussion took place on these papers. Although 
it is impossible to summarize all the opinions expressed, certain general conclu­
sions can be placed on paper, and these were agreed to at the last session of the 
Conference. 

(1) Because of the great advances in scientific medicine and in medical 
specialism; because of the great cost of hospital medical care; because 
of the increase in stress disorders, mental illness and degenerative dis­
eases it is imperative for all countries to strengthen their domiciliary 
medical services. The developing countries have an equal need for these 
services. 

It was pointed out that in all countries the costs of treating patients in 
hospitals are oaring and the problem of meeting these costs is a uni­
versal one. The provision of high quality family doctor care is a much 
less expensive proposition and improved family doctor care can marked­
ly reduce the demand for hospital beds and save expense. This is es­
pecially so if stress is laid upon preventive services and social medicine 
in the G.P. 's activities. 

(2) The family doctor, helped by a team of nursing and social workers and 
practising near to the homes of his patients, is the proper perso n to 
render this domiciliary care. 
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(3) It is essential for the establishment of a good family doctor-patient re­
lationship that wherever it is practical there should be a free choice of 
doctor by the patient, and a free choice of patient by the doctor exc£>pt 
in emergency. The Conference recognized that owing to the shortage of 
doctors in many parts of the world. and also because of different systems 
of organization, this free choice may sometimes have to be curtailed. 

The Conference did not approve of the patient having direct acces to a 
Consultant without being referred by a family doctor. The ludicrous 
situation which can arise in these circumstances of different members 
of the same family all having different doctors is an example of complete 
lack of family medical care. 

(4) The role of the family doctor, although understood in general term!'. 
should be more clearly defined. This role should be investigated na.­
tionally and internationally. so that it may be more precisely determined. 
This Conference has taken the first step to this end. There is an urgent 
need for research in this field on the widest possible basis. Such re­
search is going forward in many countries. 

(5) Pending further studies of the role of the family doctor. the Conference 
did not specify all his functions, although it considered carefully many 
interesting suggestions made by participants. The one unanimous 
point of agreement was that he should provide primary continuing per­
sonal care of a high quality. 

(6) It was stressed that the family doctor, despite the myriad of medical 
specialties and subspecialties, is a specialist in his own right- practising 
the specialty of domiciliary medicine, equal in every way in importance 
to other specialties. 

(7) Once the scope of his specialty has been more clearly defined, under­
graduate and graduate training should be orientated to produce gradu­
ates who are fitted for it. His training should include thorough aca­
demic treatment of family medicine itself as a specialist skill. Pre­
ventive and social medicine, some aspects of sociology and social work. 
and psychiatry are all most relevant. Various methods of achieving 
this result based on experiments made in many countries were discussed 
and it was felt that these might well be tried out in other countries. 
The work of the College of General Practice of Canada towards intro­
ducing improved under-graduate training for general practice was well 
regarded by the Conference, as was its program of General Practi<'e 
Residencies. The Conference also felt that the famih· medicine re­
search units, such as have been established in ~Ianche~ter, Edinburgh 
and by the University of Vermont, will provide much useful information 
here. and similar units should be attached to all medical schools. 

(8 The family doctor's future status in the community and amongst his 
professional colleagues will depend on the recognition of his special skills. 
Special postgraduate training is needed to enable the doctor to acquire 
and maintain this knowledge. l\Iuch of this training can only be given 
by those with skill and training in family medicine itself. The Con­
ference was much impressed b.r the experiments carried out in Yugo-
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slavia, Israel. the U .. . R. and the U .. A. in this field . Much more 
thought should be given to this subject in all countries and there is a 
need for a proper evaluation of the best type of training. 

The approach of the niversity of Zagreb, Yugoslavia, to the post­
graduate training of general practitioners for a higher degree in family 
medicine. is extremely constructive and interesting and would be of 
great .-alue to the Fellowship Committee of our College of General P rac­
tice. The Conference was also impressed by the thinking of the Fellow­
ship Committee of the College of General Practice of Canada, in par­
ticular by the idea that one requirement should be a medical audit of 
the applicant's own practice. 

(9) Xo specialist, whatever his specialty, can retain his skill unless h e can 
keep up-to-date with his subject. Therefore continuing postgraduate 
education is essential. The Conference stressed the need for greater pro­
vision of postgraduate training facilities for general practitioners through­
out the world and considered that the facilities available in Canada were 
excellent. Canadian G.P.'s, however, were deemed fortunate in ha.-ing 
sufficiently few patients to care for t hat they had time enough to take 
advantage of the postgraduate training facilities available. 

(10) The family doctor cannot function in isolation. Just as t he surgical 
specialist needs a team of workers to assist him, so does t h e specialist 
in domiciliary care need a team to work with him. This team, compris­
ing perhaps other doctors (G. P. 's and/ or specialists) must also include 
nurses, health visitors, and social workers specializing in different fields 
of domiciliary care, such as mental health or geriatric or child care. 

This idea of a team approach to family doctor care recurred several 
times during the Conference. It was pointed out that many of the 
things done by general practitioners do not actually need a doctor's 
training and skill. They could be equally well or better done b~· ade­
quately trained social workers or nurses, leaving the family doctor more 
time to concentrate on the things for which his training is needed. 

The growth of group practices throughout the world was welcom ed. 
It was agreed that the G.P. could not be doing his best work if on con­
stant call and without periods of freedom from responsibility. Regular 
hours for family doctors become moro nearly attainable in conditions of 
group practice and when the latter is developed to the degree of the 
Polyclinics of the 1;.8. . R . and allied countries, the doctor's working ho urs 
become as normal as those of the layman. 

As mentioned above, better family doctors and better conditions for 
family doctoring would keep man~- patients out of hospital and do much 
to curb the spiralling costs of hospital care. However. although the 
hospital doctor is provided, by Government in most countries, with the 
premises wherein, and equipment wherewith, to work - in many places 
·'family medicine is practi cd under conditions which differ little from 
those obtaining at the turn of the century. All too often the general 
practitioner is being expected to do a 20th century job in a 19th century 
setting."(!) The Conference felt that one way in which governments 
might save some of the money they arc spending on hospitals is by giving 
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consideration to the provision of premises and equipmcnt for famil.' · 
doctors. To date in most countries of the western world, at any rate, 
the G.P. provides his o'vn premises and equipment. 

~ 11 ) \Yith regard to the family doctor's access to hospital facilities, the Con­
ference agreed tht it was essential that the G.P. should have access to all 
the ordinary radiological and pathological im·estigations likely to be of 
use to him, but. the concept of the G .P .'s access to hospital staff privi­
leges was not uni,·crsally accepted, especially in the Gnited Kingdom. 
, orne countries were swinging one way on this question and others the 
opposite way. Those who did not favour general practitioners in hos­
pital seemed to me to base their objection to the fear that this might lead 
to general practice becoming ·• hospital-based·' as was the tendency in 
the G .S.A., and this would be harmful to the practice of true family 
medicine. 

\\-hen patients are referred from family doctor to specialist and also 
when the latter refers them back to the family doctor the Conference 
stressed the importance of prompt and adequate communication. The 
breakdown of continuity of medical care which is liable to happen par­
ticularly following discharge from a teaching hospital, should not be 
permitted to happen. 

(12 ) T he family doctor should be responsible for the personal preventive ser­
vices. If he is to do this work effectively. he must be properly trained 
for it. The public health doctor would be available as a consultant in 
this field while remaining responsible for em·ironmental hygiene. 

(13) The Conference discussed various systems of financing family doctor 
care. It ,.,·as fully realised that each country had adopted a system ap­
plicable to its own society for historical and other reasons. X everthe­
less it was agreed that any system of finance should: 
(a ) Encourage doctors to use to the full the skills which they have 

acquired in training. 
(b ) Discourage doctors from undertaking work for which they are not 

adequately trained. 
(c) Enable the doctor to enjoy a good standard of living. 
(d) Not place an excessive financial burden on the patient. 

Much interesting material was presented by the delegate of the London 
School of Economics on this subject. but in general it secmed that rE'­
m u neration of family doctors by salary was the most suitable for low in­
come countries or areas, whereas fee-for-sen·ice would be preferred in 
countries or areas of higher income. 

(14) The enormous problems facing tho c organising family doctor care in the 
developing countries fascinated the whole Conference. These countries 
-"despite the enormous difficulty of their task - arc, in some ways, in a 
better position . . .. . to organise comprehensive family doctor care. 
T hey are uninhibited by the old traditions of practice, which are, in 
some \Yays, obstacles to our own further progress. I n a developing 
country the famil~· doctor must be all thing to all men. He must have 
diagnostic skill and know his limitations; and he must be able to teach 
his patients about infectious disease, hygiene, family planning, nutrition, 
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maternal and child welfare, and the care of the sick. Indeed, in p r imi­
tive villages, he must use his diagnostic and therapeutic ability to gain 
the confidence of the community so that they may be receptive of his 
teaching of the e lementary ru les of hygiene. I n this setting t here is no 
distinction between preventin• and curative medicine. The d istinction 
which has grown up between them in ... the" developed" countries is 
meaningless and absurd to-day; t he family doctor should play h is full 
part in the preventive personal services." (1) 

The team approach to family doctor care, mentioned above, and de­
veloped to a high degree, is the only possible way in which family doc tor 
care can be brought to the masses in such places as Pakistan and Nigeria. 
(For example. in Ibadan, Xigeria, there are only eleven G .P.'s for well 
over half a million people!) 

Another interesting sidelight on the problems in such countries is what 
to do about the native "witch doctor" . Initially these were felt to be a 
great hindrance to the developmen t of scientific medicine in these coun­
tries but gradually now the attitude of the planners of scientific med icine 
i changing and in some places the witch doctor and the scientific doctor 
are co-operating one with the other, each in his own field. The natural 
field for the witch doctor, of course, is in psychosomatic and psychiatric 
conditions, in the treatment of which he is often extremely successful. 
So far has the idea of co-operation with the witch doctor, rather than an­
tagonism to him, developed that a native practitioner has been appoint­
ed to the faculty of one of the medical schools in ·west Africa! 

Another way in '"'hich co-operation between the native doctor and t he 
scientific doctor may benefit scientific medicine is exemplified by the 
establishment of a special department in the Kwame Nkrumah r ni­
versity of Technology and Science at Kumasi, Ghana, engaged on the 
examination of all the local herbs and substances used by the native 
witch doctor . At the time of the Conference, it was reported, at least 
one new alkaloid likely to be of use in scientific medicine had already 
been discovered by this means. 

( 15) The Conference realized that each country would have to apply the 
principles enumerated abo.-e in different ways, for each has its own 
history, i ts own culture, and its own system of social organization. 

(16) It ·was agreed that the Conference had gi.-en a good opportunity to par­
ticipants to clarify their minds and to exchange views. The proceed­
ings at the Conference a nd the results will be published in book form by 
::\Iessrs. Pitmans. 

(17) The Conference could not - nor did it expect - to achieve immediate 
concrete re ults. ~ eYertheless, participants were very loath to go home 
without considering some further positive action. It was agreed as a 
first step to set up an international study group of interested partici­
pants. The first subject to be considered would be the postgradua te 
education of the family doctor. This was apposite because the World 
Health Organization is shortly to hold a seminar on the subject. Parti­
cipants agreed to send to London a detailed account of all the schem es 
and experiments in postgraduate education undertaken in their coun-
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tries so that these could be analysed and forwarded to the seminar for 
study. The various medical associations, colleges and academies of 
General Practice throughout the world would be approached to co-oper­
ate. This request has already been passed on by me to the College of 
General Practice of Canada. 

(18) It was finally agreed that further conferences should be organized in the 
future and that a clearing house for information on all aspects of family 
doctor organisation should be established. I would recommend strong­
ly that the College of General Practice of Canada be represented at all 
future international conferences of this type. An enormous amount 
can be learnt from the experiences of those concerned with family doctor­
ing in other countries which would be of inestimable value to our College. 

(19' Editorial comment on the Conference appeared in the British ::\fedical 
Journal, October 27th, 1962, Page IIII, The Lancet ~ovember 3rd., 
1962, Page 923, and, despite the Conference being held at the height of 
the Cuba episode, ·which occupied much newspaper space, the Con­
ference received wide publicity in the British lay press. In particular, 
it was well reported from the layman's point of view in" New 'ociety", 
Volume 4, 25th October, 1962, Pages 3 and 7. 

{20) Despite the fact that I have not had the opportunity to take part in any 
similar activity in the past, I am convinced that this International Con­
ference on the Organisation of :F'amily Doctor Care marks an important 
step forward for the General Practitioner the world over. It will have 
done much towards his establishment as a recognized specialist in family 
medicine. 

Finally, I wish to thank the College of General Practice of Canada for 
appointing me its delegate to this Conference. 

Rt>ference (1) L ancet (edi torial) ~ov. 3, 1962. P. 924. 

BOOK REVIEW 

EARLY DETECTIOX AND DIAaxos rs OF CANCER 

\'\alter E. O'Donnell, M.D. 
Emerson Day, ~f.D., }i'.A.C.P. 

Louis Venet, ~f.D .. F .A.C.S. 
The C. V. ::\fosby Company, t. Louis, - 1962 

This short book summarizes in an orderly fashion the available means 
we have for the early detection of cancer. In the introduction, reasons arc 
pro•·ided for the assumption that early detection followed by good standard 
treatment leads to the greatest number of cures. Assuming this, the various 
regions of the body are taken up one by one and using diagrams as well as 
summary tables, the relevant steps are clearly outlined. 

Because techniques change so rapidly, not everyone will want to buy 
this book but everyone in clinical medicine could profitably borrow it from 
the library and spend an evening reading it through. 

S.C.R . 



Case Report 
The Case of the Missing Foetus 

J . l\IcD. CoRsTox, F.R.C.O.G. 
Halifax, N. S . 

c. B. SMITH, 1\LD., C.l\I. 
Pictou, N. S. 

The mother is a 30 year old Para 0, married 8 years and known to have 
a bicornuate uterus which was proved in !\l arch 1960 at laparotomy. At 
that time the double uterus with one cervix were identified with the left horn 
emp tying into the cervical canal of the right. Insufflation of the Fallopian 
tubes (two in number) showed them to be patent. 

A pregnancy ensued in the left horn beginning approximately in October 
1961. However, she continued to have regular monthly bleeding until "peri­
ods" ceased after 29th April 1962. Regular month ly visits confirmed the 
steady increase in size of the lef t horn until April 1962 at which visit the patient 
claimed to have felt foetal movements. The fundus was just below a nd to 
the left of the umbilicus and there was a que tionable foetal heart heard on 
auscultation. 
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0 From ::\lay onwards the pregnant 
horn diminished in size gradually until 
by the beginning of J uly it was just 
palpable above the symphy is and 
to the left. 

In August it was noted that a 
soft swelling about the size of a three 
months pregnancy was invoh·ing the 
right horn of the bicornuate uterus . 
This continued to increase in size. 

fV' By 5th October 1962 the fund us of 
"'C.::'c:rT· J...ll.t_ the right horn wa abo,·e and to the 
f/ \ ' Horn right of the umbilicus. The foe tal 

/- .... ,_ heart could be heard distinctly. The 
' ·: May62 left horn, presumably containing the 

mi ed abortion, could still be pal­
July62 pated and was about the size of an 

eight to ten weeks cyesis. 
The pregnancy continued without 

complications and she was adm it ted 
to the Grace Maternity Hospital, 
Halifax, on the 14th January 1963. 

It wa estimated at, this tin1e that 
the E.D.D. should be approximately 
the end of January. The foetus was 
lying obliquely and to the right as it 
was occupying the right horn of the 

' I 



THE !'\OVA SCOTIA MEDICAL BULLETT-:\ 205 

bicornuate uterus. The head was quite free above the brim of the pelvis. 
c\n X-ray taken the day after admission to hospital showed: "A single foetus 
\'.R.O.A. with the head laterally flexed and displaced anteriorly away from 
the pelvis as if something bulky was dmm in the lower pehis. -o other 
foetus is noted." 

On the morning of 16th January 1963 under general anaesthesia a lower 
segment Caesarean Section was performed and a Jiving male child weighing 5 
lbs. was delivered. The baby was perfectly formed and had an "\pgar rating 
of 10. Tho placenta was extracted without difficulty. The opening into the 

left horn as it entered the side of the 
middle third of the main cen·ical 
canal was then explored. Sponge for­
C'eps were introduced through this 
channel into the main cavity of the 
ldt horn and tissue was extracted 
until it \Vas empty. Xo foetal parts 
were identified. The Pathologist later 
reported this as decidual tissue only. 
The lower segment was closed in 
layers and reperitonealised. 

The patient made an unevent­
ful recovery except for a slight pyrexia 

of on the fourth day which responded 
to tetracycline. 

The baby was nursing well and 
gaining when he and his mother were 

dischar·ged from hospital on 30th January 1963. 

" H.\ .\ -yoxE EEX ~fY BROTHER"' 

Summary and Discussion 
This case presents some interesting and difficult to explain features . 
In the first place the patient was pregnant in the left horn of the uterus 

from Xovember to ..:\pril 1962 as diagnosed by two independent obsen·ers 
exnmining at regular inten·als. During this time, however, she continued 
to ha, e regular monthly bleedi ngs from the non-pregnant right horn. 
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econdly, when the pregnancy in the left horn ceased to develop (missed 
abortion) a pregnancy commenced in the righ t horn and menses ceased. This 
pregnancy continued and resulted in the ultimate delivery of a healthy child. 
The missed abortion in the left horn concurrently regressed and at operation 
no evidence of foetal remains was found thus indicating total aborption or 
foetal tissue. 

One of our more cynical colleagues has propounded the theory that the 
patient wa probably a devotee of the 'Twist' in the early months of her preg­
nancy with a resultant twist in the uterus and that there never was a preg­
nancy in the other side! - Q.E .D. This does not, however, explain the definite 
swelling in the left horn almost up to the umbilicus with persisting menses and 
subsequent regre sion in size down to the symphysis and to the lef t . 

\\hat do you think? 
Our sincere thanks to Dr. R. L. aunders, Professor of Anatomy, D al­

housie University, for the lucid drawings. 
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Driver Licensing 
The report which follows indicates some of the stf'ps being takf'n by the 

Pro,·incial Governme nt to ensure the medical fitness of driver,; in Nova cotia. 
Such steps can only be as effective as is the accuracy and comple teness of 

their application. 
All m embers of the :Medical Profes ions are irwited to give their interest 

and cooperation to the work of this committee, as they already do to other 
aspects of highway safety. 

Report 
Medical Advisory Committee on Driver 

. Licensing, 1962 
General 

The ::Yiedical Advisory Committee on Driver Licensing was constituted 
by the Honourable :Minister of Highwa~·s upon recommendation of The :Medical 
Society of :::-rova Scotia. 

The purpose of this Committee is to study m edical reports and other 
relevant information concerning persons whose eligibility to hold a driver 's 
license may be questioned on medical grounds and to ad,·ise the Registrar as 
to that person's medical fitnes~ to hold a lice nse. The Committee is purely 
advisory and the decision as to what action should b e taken on their recommenda­
tion rests with the Registrar. 

M em b ership 

The Committee consisted originally of five members: 

a medical practit ioner (Internist) -Dr. J.W. Reid -nominated by 'Ihe 
Medical Society of Nova cotia 

a psychiatrist - Dr. H. K enneth Hall- nominated by The ~lcdical Socie ty 
of Nova Scotia 

a psychologist - Dr. Wesley H. Coons- nominated by The Association of 
Psychologists of Nova Scotia 

the R egistrar of Motor Vehicles - ... 1r. E . S . Campbell - recommended 
by The :Medical Society of Nova Scotia. 

the Director of Highway Safety - :Mr. J. C. Douglas - recommended by 
The ~fedical ociety of Nova , cotia. 

In line with this recommendation for the constitution of the Committee , 
upon the r e tirement of Mr. E . S . Campbell as R egistrar in Sepember 1962) . 
Mr. D. D . MacAs kill. the new R egistrar of .:\fotor \ -ch icles, became a member 
of the Committee. At that time the Honourable ::\1inister of Highways ap­
~roYcd the recommendation of the Commit tee that .:\Ir. E. S. Campbell con­
tmue as Chairman of the Committee for a period of one year. 
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Regional Representatives 

The ~f('dical oci~ty of Nova, cotia recomm<'nded that. in addition to the 
members of the Central Committee, Regional Repre entath·es of the :M edical 
Advisory Committee be appointed throughout Nova Scotia. T he recom­
mendation suggested that one such Regional H<'presentative be appointed 
i n each of the areas of the Province served by the various brancht>s of The ~1edi­
cal Society of X ova cotia. such representative to be nominated by T he ::\1edical 

ociety for the approval of the Honourable ~Iini tcr. 

The following Regional Representati,·es W<'TC so nominated and approved 
in 1962: 

Dr. R. Sers, Antigonish - .Antigonish-Gu:rsborough Medical ocie ty 
Dr. P. R. Little, Truro Colchester-East Hants ::\1edical Society 
Dr. R. E. Price. _\ mherst umberland ~Icdical ociety 
Dr. II. C .• till, Halifax Halifax ~Iedical ociety 
Dr. R G. _\ . \Yood, LunC'nburg - Lun<'nburg-Qut>ens ~Iedical ociety 
Dr. J . X. Park, New Glasgow Pictou County Mt>dical ociety 
Dr. "B,. \Y. l\Ior e, Lawrenc~town - \~all<'y ::\I cdical ociety 

The purpose of tht>sc Regional Heprt>sentatin's wa for referral of local 
cases to them at the discretion of the Committee. During 1962 no cases were 
so referred . 

Meetings 

The Committee ht>ld its first mC'eting in January 1962. _\t that meeting 
it nominat<'d ::\Ir . E. . Campbell, Registrar of ~rotor Yehidcs, to act as Chair­
man and the Director of Iligh"'ay afety assumed the office of ccretary (pro 
tern .). 

Regular monthly m<'ctings of tht> Committee were held during each month 
of 1962 but no ca ('S were actually studied by the CommittC'c until ~lay. 
~lC'eting up to that tim<' wC'rc d<',·otcd to the rlarification of procedures and 
t he preparation of an adequate medical report form for lh<' usc of the Com­
mittee. 

Proceedings 

During th<' months from l\Iay to December inclusive 4-! cases were stud ied 
As the result of the ensuing recommendations made by the 'ommittee: 

Five persons had their licenses susp<'ndcd for reasons of medical unfit ness. 
even unliccn cd persons were refused licen <'S on the grounds of medical 

unfitness. 
One person was required to submit a certificate of vision before renewal 

of his license each year. 
Three persons wero required to submit medical certificates before renewal 

of their licen es. 
One per on' license was suspended for failure to submit a medical r eport 

as required. 



Sarcoidosis 
0. J. PunY:\IAITIS, ~1.D. * 

Dartmouth, N. S . 

In the past few decades the chest physician encounters with increasing 
frequency pulmonary conditions which on the X-ray may present the picture 
of tuberculosis. \\e know already at least 50 eli eases which may give rise to 
miliary or nodular foci. To mention only a few: silicosis, sarcoidosis, farmers' 
lung (bronchomycosis fenisecarum) . progressive diffuse interstitial fibrosis 
(Hamman - Rich syndrome), cystic lung, pulmonary alveolar proteinosis, and 
histoplasmosis. The causes of these conditions may be bacteria, viruses, 
fungi, parasites, ricketsiae; the disorders may be due to inhalation of vapour 
or foreign materials, they may be associated ·with cardio-vascular disease; 
they also may be of allergic nature. Sometimes such changes in the lungs may 
mirror the presence of a systemic disease, representing either the end-stage of 
the disease or the first line of attack as a shock-organ. 

Our concern here is with one of these diseases: Sarcoidosis. The condi­
tion was first described by Hutchinson in 1869, and 30 :'\'ears later Boeck gave 
the disease the name " sarcoidosis" because the histology resembled sarcoma. 
These two authors and many others during the next 50 :'\·ears thought of the 
condition as primarily a skin disease which became the domain of the derma­
tologist. And only 20 years ago (in 1941) Schaumann was the first to express 
the view that Boeck's sarcoidosis was a systemic disease, a benign lympho­
granuloma. 

Sarcoidosis concerns now not only the dermatologist, but also the ophthal­
mologist, the neurologist, E.::S.T. specialist, the gastro-enterologist, the surg­
eon. But mostly it concerns the chest physician, because the lungs are involv­
ed in up to 85 per cent of cases. 

Pathology. Histologically the sarcoid nodules resemble tubercles. 
The chief components are epithelioid cells. together with macrophages and giant 
cells, which are larger than those of tuberculosis, and contain more nuclei. 
Very often inclusion bodies are found in the giant cells, so-called "asteroids" 
and the spherical "Schaumann bodies" with calcified concentric laminations. 
Characteristic for the sarcoid nodule is the absence of caseation, and there is 
generally no surrounding lymphocytic infiltration. 1\o acid-fast bacilli can be 
cultured from the sarcoid tissue and this is decisive in differentiating sarcoidosis 
from tuberculosis. 

Manifestations. There is no organ or-tissue which is immune to sarcoid 
reaction. The chief tissue affected are the lungs, the lymph nodes, the skin, 
and the uveal tract of the eye. But there also may be splenomegaly and 
hepatomegaly; the myocardium may be affected, also the pancreas, testis, 
tonsils, the parotid and lacrymal glands; and the bones. Boyd saw a sarcoid 
lesion in the hypothalamus which caused diabetes insipidus. and Rubin also 
reported a case of sarcoidosis with diabetes insipidus. 

Boeck's publication on sarcoidosis appeared in 1899, only 3 years after 
Roentgen announced his discovery of the X-rays. l\ o wonder the "classical" 
sarcoid was limited almost exclusivelv to the visible manifestations on the skin. 
With improved roentgenological technique, with more and more frequent chest 
X-rays and particularly thanks to the mass X-ray sun·eys the whole outlook 
on sarcoidosis changed. \Ye see now the bulk of sarcoidosis manifestations 

*Staff Physician, Tuberculosis "Gnit, X ova Scotia Hospital. 
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inside the thorax. The extrathoracic manifestations are greatly in the mi­
nori ty. 

Thoracic Sarcoidosis. The lungs are affected in 75 - 85 per cent of 
cases. Pulmonary sarcoidosis progresses through 3 stages. In stage one there 
is only involvement of the hilar and mediastinal nodes. The second stage is 
characterized by the extension of the process into the lung parenchyma by way 
of the lymphatics and the pulmonary circulation. A generalized miliary spread 
through the entire lung may occur together with some isolated haematogenous 
foci. I n stage three the X-ray shows conglomeration of the pulmonary lesions 
and interstitial fibrosis. E ven at this stage arrest of the disease or even clear­
ing of the lesions is still possible. Further extension of the process leads to 
circulatory failure and death . 

Extra-Thoracic Sarcoidosis. T he "classic" sarcoid of the skin pre­
sents as a papula, as a small nodule, or as a larger granuloma. Since the 
recognition of the systemic nature of the disease skin involvement is now en­
countered in only 10 - 15 per cent of cases. In Negro patients the percentage 
is much higher. Sarcoid lesions of the eyes are now seen with increasing fre­
quency, in up to 50 per cent of cases. Affected is mostly the uveal tract 
(iridocyclitis) . Chronic uveitis may lead to blindness. Sarcoid lesions of the 
uveal tract may be associated with painless, bilateral swelling of the parotid 
glands and a prolonged , low-grade relapsing fever: "uveoparotid fever" 
(Heerfordt's disease) . Ocular lesions frequently co-exist with skin lesions. 
Involvement of the bones. skeletal lesions, are practically limited to the phal­
anges of the fingers and toes. Less frequent the metacarpals and the meta­
tarsals are involved, also the ·wrists, the ankles, and the long shaft bones. T he 
typical appearance on the X -ray of a sarcoid phalanx are the "punched-out" 
circumscribed areas of rarefaction. There is never sequestrum formation nor 
involvement of joints. Bone changes are foun in about 17 per cent of cases. 
The C .N .S. may also be affected. Sarcoidosis of the hypothalamus is already 
mentioned. There are also isolated cranial nerve lesions and involvement of 
the meninges. Forty cases of sarcoidosis of the myocardium are reported up till 
now, with resulting sudden heart death in 50 per cent of cases. Sarcoidosis 
of abdominal organs: there may be a massive enlargement of liver and 
spleen; rupture of sarcoid spleens have been reported; also sarcoid ascites. 

Etiology. For decades etiological studies concentrated on the tubercle 
bacillus as causative agent, but no definite proof has been obtained. Presen t 
evidence indicates that only exceptionally the mycobacterium tuberculosis 
may be responsible for the disease. Other causative agents are also dispu ted 
e.g. , fungi , viruses. Recen t epidemiological studies indicate a relationship 
between pine pollen and sarcoidosis. Prevalence of the disease was noted in 
residents of the south-eastern parts of the U .. A., i.e. in areas which correspond 
with the pine forest distribution. In the rura l areas the rate of a t tack was 
higher. And the ratio of Negroes affected as compared with "'bites was 18:1 
(? habit of chewing pine pitch) . High incidence of sarcoidosis was also noted 
in other countries where pine forests are common: in the candinavian coun­
tries, France, Germany, and Switzerland. It was found that pine pollen take 
up acid-fas t Ziehl-Neelsen stain like tubercle bacilli because they contain 
diaminopimelic acid, a phospho-lipid , which we find in mycobacteria but not in 
other micro-organisms or in normal human tissue. Pine pollen with their 
content of dillminopimelic acid , when injected into guinea-pigs, produce 
localized sarcoid-like lesions, and, vice versa, diaminopimelic acid was found 



THE NOVA SCOTIA MEDICAL BULLETIN 211 

in sarcoid lesions. This is proof that substances other than mycobacteria can 
stimulate sarcoid-like lesions. We know e.g. that after inhalation of certain 
compounds of beryllium a disease may occur which closely resembles sarcoid­
osis clinically and is identical with it histologically. 

It is now generally agreed that the causes of sarcoidosis are multiple 
and vary from one part of the world to another, e.g. in Great Britain myco­
bacterium tuberculosis may be one of the most frequent causes; in the pine tree 
forest regions of the u . . A. , ScandinaYia, etc., the most incriminating agent 
are pine pollen. Sarcoidosis is probably a non-specific syndrome resulting from 
the individual reactions (hypersensitiYity) to various agents. Of interest may 
be a new hypothesis: it is believed that granuloma formation is preceded by a 
diffuse mononuclear cell proliferation and infiltration, this is actually found in 
early stages of the disease. It seems that a foreign agent is taken up by the 
mononuclear phagocytes, and the sarcoid granuloma is a stabilization of the 
phagocytic process the purpose being to isolate the foreign agent. 

Diagnosis. Chest .X:-rays and radiography of hands and feet are indis­
pensable, as is the tuberculin test (:Mantoux or Heaf). One of the best means of 
obtaining histological evidence of pulmonary sarcoidosis is scalene node biopsy 
alone or in combination with bronchial biopsy. Another method is needle 
biopsy of the liver. The blood chemistry shows increase in serum globulin 
(the albumin-globulin ratio may be reversed), chiefly in the gamma fraction; 
these changes return to normal when the active disease subsides. In 25 per 
cent of patients with sarcoidosis there is an increase in the serum calcium level 
which may be responsible for nephrolithiasis, nephrocalcinosis and renal 
failure. Sarcoidosis associated with hypercalcemia has to be differentiated 
from hyperparathyroidism. In hyperparathyroidism there is more generalized 
decalcification of bones, there is raised alkaline phosphatase level and the serum 
protein leYel is normal. l\tioreover, administration of cortisone causes a fall 
in the serum calcium level in sarcoidosis, but not in hyperparathy­
roidism or other diseases associated with hypercalcemia. 

The K veim test is now often used as a diagnostic help in sarcoidosis. It 
is an immune biological r eaction. The antigen is a saline suspension of sarcoid 
tissue obtained from a patient with active sarcoidosis. When injected intra­
cutaneously it produces a nodule which is histologically identical with a sarcoid 
tubercle. The Kveim test originated in Norway and was introduced 20 years 
ago. The test is not specific, it is positive in patients with aetive sarcoidosis 
but often negative in the chronic form; the test may be positive also in tuber­
culo~is. The diagnosis of sarcoidosis must be based on the correlation of 
clinical, radiological, immunological, laboratory data, and the histological 
picture. 

Course of the Disease. Sarcoidosis is a chronic illness. The disease 
may last for years with a tendency to fibrosis and healing. Healed lesions 
present as scars. :Many cases of the past of so-called" healed miliary tubercu­
losis" were undoubtedly healed pulmonary sarcoidosis. In the first two stages 
of the disease there are remarkably few symptoms or complaints. Only stage 
three, with extensive interstitial pulmonary fibrosis, leads to progressive 
dyspnoea, cough, weight loss, and weakness. Later on the dyspnoea increases, 
also the cyanosis due to failure of the right ventricle. There may be spon­
taneous arrest or even healing of the lesions still during the third stage. ar­
coidosis affects chiefly adults in the third and fourth decades, but children and 
aged are not immune. 
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Treatment. 'TherE' is no sp<'cific tr<>atment for sarcoidosis. Only the 
corticosteroids haYc an immediate beneficial effect on both clinical and histo­
logic features of sarcoidosis. But after discontinuance of the medication the 
diseas<> progresses further. The corticosteroid therapy is reserved for specific 
conditions only: 

1. in ocular lesions (uveitis) which may lead to blindness 
2. in progressin• pulmonary fibrosis leading to di abling dyspnoea 
:3 . in disfiguring- skin le. ions 
4. in the presenc<' of h~·percalccmia, and particularly m persistent 
hypercalciuria to prevent nephrocalcinosis . 
.">. in involvement of the C.:l\. . 
Antituberculous drugs are ineffectiYc in sarcoidosis. During pregnancy 

there is often improvemC'nt of the condition probably due to increase in pro­
duction of steroids during gestation. 

Case presentation. 1\-frs. P. A .. age 42, on the staff of the Nova Scotia 
Hospital for 10 ~-ears. Family history: father died of a stroke at the age of 60; 
mother, age 62, is living and healthy; two brothers and four isters are healthy; 
no cases of chronic pulmonary or skin di <.>ases in the family or among the 
neighbours in the Hubbard, ~o,·a Scotia area where patient was born and 
lived for 20 years. Personal history: ordinary childhood diseases. normal 
schooling; no operations; patient was always healthy; 4 children, 3 grandchil­
dren. In the fall of 1961 she had an "upper respiratory infection" which per­
sisted for four months; she felt tired. depressed. irritable. and lost weight, 30 
pounds during this period; there was marked breathlessness and some cough; 
no haemoptysis. 

Because the patient was already known as being a suspect case of sarcoido­
sis (routine chest X -rays at the Xova Scotia Hospital) a reassessment of her 
condition at the Victoria General Hospital was undertaken. The tuberculin 
tiest (intermediate P.P.D.) was negative, also the sputum for tubercle bacilli 
The examination of the respiratory system showed expansion normal and equal 
bilaterally. No rales or rhonchi detected. Cardio-vascular s~·stem: blood. 
pressure. 150 95: pulse. 74 and regular; h<.>art sounds, normal Abdomen: 
normal. E.E.N.T.: normal. "'Grine anal~·sis: n<.>gative. Blood: Hb., 14.5gm.o/r ; 
P.C.Y., 43% ; W.B.C., 4. 00; noma! differ<'ntial. Blood chemistr.\· : B.U.K .. 
blood sugar and serum electrolytes, normal; total protein 8.6 gm. % ; albumin 
4. gm. %; globulin 3.8 gm. o/c . Electrophoretic pattern: albumin 63.9% of 
total, globulin 36.1 % (alpha one 2.5% . alpha two 5o/r, beta 7.9% . gamma 
20.7%). Calcim 11 mg. o/c . The chest X-ray showed diffuse nodular shadow­
ing on both sides. "The appearances arc non-specific, they could be due to 
sarcoidosis. One could rule out the possibility of pulmonary tuberculosis." 
Pulmonary function studies reveal<>d mainly a reduction of the vital capacity 
and maximum expiratory flow rate. "Th<'se findings are indicath·e of restrict­
ed pulmonary disease such as sarcoidosis." Scalene node biopsy, was per­
formed which showed changes of sarcoid. 

The chest X -ray together with the biopsy confirmed the final diagnosi of 
sarcoidosis. The biochemistry showed slight elevation of the total serum 
protein, .6 gm.% (normal : 6 - 8 gm. W,) . and of the globulin, 3. gm. % (norm­
al: 1.5 - 3.0 gm. ~) . The urinary calcium is now still slightly ele,·ated, 154 
mg. (normal: less than 150 mg. 24 hours.) 

The patient's chest X-ray began to show changes ten years ago, when an 
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enlargement of the hilar area was noted (stage one) ; three years later the disease 
bas already progressed to stage two: extension of the process into the lung 
parench.'·ma; in XoYember of 1961 the stage three ha already set in: conglom­
eration of the pulmonary lesions and interstitial fibrosis. This corresponded 
with the clinical course at that time (breathle sness, cough, loss of weight. and 
weakness). 

A trial treatment with cortico teroids was indicated. The patient receiYed 
d<> xamE>thasone (Dee ad ron) 0. 75 mg. t.i.d. for three weeks. then the dose was 
r<>duced to 0.75 mg. b.i .d. for four weeks; for three more months she was kepi 
on 0.75 mg. oncE> daily. Already after three weeks from the beginning of the 
tr<>atment the patient began to feel stronger, morE' actiYe . the dyspnoea began 
to disappear. Now. after fiYc months. the patient feels as strong as before, 
she gained weight again, no signs of breathlessness. The therapy is now dis­
continued. The recent chest X-ra.'' CMa.'· 1962) shows slight clearing in both 
lungs. Further courses of treatm<>nt will probably be required. But the 
prognosis is dubious. The pulmonary changcs "ill in time progress beyond 
the third stage and the damage will be irreparable. 

Conclusion. ..:\ case of pulmonary sarcoidosis is presented togethE'r with 
a g <>n<>ral discu ion of the etiology, pathology, manifestations, diagnosis and 
treatment of tho disease. 
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RESUSCI TATION OF THE MORIBUND ASTH MATIC AND 

EMPHYSEMATOUS PATIENT 

~1echanical means of treatment are called for when patients are near death 
from bronchial obstruction. Yentilation can be induced by a manually oper­
ated portable resuscitator, followed by procedures to draw out viscid mucus. 

The increasing awareness of a relatively high mortality in seYerely asth­
matic and emphysematous patients, whether d ue to a better understanding of 
the pathophysiology involved or to a changing character of the d isease, appears 
much more realistic than the attitude of ten years ago when death from an 
attack of bronchial asthma was considered rare. 

In a three-year period, while an anesthesiologist at a 275-bed general 
hospital of a medium-sized city, I was consulted in the emergency treatmen t 
of five moribund patients-thre in status asthmaticus and two with adYanced 
pulmonary emphysema. All these pntients wer considered moribund by the 
attending internists, that is, they were expected to die within a matter of 
minutes. They were either unconscious or semicomatose, with severe cyan­
osis and in marked hypoven tilation. 

PRECONCEIVED APPROACH 

These fi,·e consecutiYe cases were successfully treated by means of resus­
citative procedures. The importance of a preconceived and active approach 
in this emergency situation must be emphasized. The technical details of t he 
method of resuscitation are simple and within the scope of eYer:r practicing 
anesthesiologist. The basic equipment is modest and should be readily avail­
able in every hospital. Decisive use of these available skills and devices may 
be of benefit to many moribund patients with obstructive hypoventilation. 

After ventilation had been started, in each case an endotracheal tube was 
inserted by the nasal route and suctioning of the tracheobronchial tree was 
alternated rapidly with ventilation. In the last two consecutive cases, the 
t ube was connected with a Btmnet respirator during the recoYery phase to 
maintain normal breathing. 

Drugs used with the mechanical measures were theophylline ethylenedia­
mine, hydrocortisone, and epinephrine. Aerosols were also used in two cases. 

Stripped of any incidental element, the principle of the method is a 
mechanical one, that is, the prolonged use of the suction-ventilation cycle to 
overcome the obstructive crisis. Although bronchial asthma and pulmonary 
emphysema are complex diseases, a purely mechanical problem is involved in 
the terminal phase. 

Psychosomatic and allergic factors, broncho-spasm. infection, organic 
changes of the bronchi and ah·eoli, disturbances of the ratio o f ventilation to 
blood flow and a decreased diffusing capacity a ll pla:'\· their parts in the natural 
history of the process. However, at the time of the crisis the many aspects 
are reduced to the clinical picture of generalized obstructive hypoven tila tion. 
This change appears when the work of breathing exceeds the limits of compen­
sation and large amounts of viscid mucus begin to accumulate. Respiratory 
acidosis and anoxemia increase rapidly and add central-nervous-system de­
pression to the failure of pulmonary respiration. These cases haYe advancE'~ 

Kurt 0. Leonhardt. C'.t.D .• New En,loruJ JoJUnol of.\ftdo cint. April 20. 1961. 
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beyond the reach of drug therapy. A mechanical means of treatment is called 
for to cope with a mechanical cause. 

RESPIRATOR A HELP 

The use of a well-constructed respirator can be of great help in the recovery 
period after the mechanics of breathing have been normalized to the extent of 
complying with the physical characteristics of the machine. It guides the 
patient through the critical hours, guarding against the ever-present danger of 
a relapse. It also provides for intensive aerosol therapy, with bronchodilators, 
antibiotics, and detergents being used as necessary. 

The danger of rupturing alveoli by positive pressure applied to the air­
ways is overrated in general and especially in patients with severe obstruction. 
The rigidity of the muscles, the very high resistance in the airways, and the 
generalized nature of the obstructive process are the reasons that high inspir­
atory pressure of a short duration is not only tolerated but also required for 
good results. Occasionally, however, this complication rna:} constitute a 
calculated risk, and equipment for decompression of a tension pneumothorax 
should be available. By the same token, the presence of an intrathoracic 
pneumothorax or of mediastinal emphysema is a contraindication to the use of 
any positive-pressure method. 

A second possible danger of high-pressure ventilation is impairment of 
venous return and a fall of cardiac output. This is especially true for patients 
with a low blood volume or capillary damage. In the present study, no marked 
cardiovascular effects were obsen·ed despite advanced cor pulmonale in three 
pa tients. 

DReG THERAPY NOT ExcLUDED 

This emphasis on the mechanical aspects does not exclude drug therapy 
when an adequate response can be expected. This is true in the prevention 
of a crisis and in the recovery phase and always for the treatment of an inter­
current or superimposed infection. All the patients received systemic anti­
biotics and one was treated intensively with penicillin aerosol. Furthermore, 
drugs must be used when any additional indication is present such as heart 
failure, prolonged hypotension, and over-dosage of narcotics. 

In all cases the question of performing a tracheostomy in the recovery 
phase was given careful consideration. However, since none of the patients 
required endotracheal intubation for more than 18 hours and since ventilation 
and evacuation of mucus were well under control at the time of extubation, a 
tracheostomy was not considered necessary. If there is any doubt, one should 
not hesitate to use this procedure. 

The duration and severity of the underlying pulmonary disease is of im­
portance in determining factors that may have contributed to the development 
of an obstructive crisis. 

A last but most important aspect of prevention is the time factor. In all 
cases in the series there was a substantial delay ranging from 30 minutes to 
24 hours before the ineffectiveness of drug treatment was recognized and more 
adequate help called for . If the possibility of this catastrophe is sufficiently 
appreciated, an early diagnosis of drug resistance and the prompt availability 
of a well-established plan of action should save valuable time. 



The Prophylactic Use Of Isoniazid 
TUBERCULOSIS ~fORBIDITY A~IO~G HOUSEHOLD CO TTACTS* 

Results of a controlled study among close contacts of newly reported 
tuberculosis cases suggest that isoniazid prophylaxis may be a valuable addition 
to a tuberculosis contact program. 

Isoniazid has:four requisites of the ideal prophylactic agent for tuberculo­
sis; it is extremely effective in treatment, safe, cheap. and easy to take. T here­
fore, the ~Tuberculosis Program of the Public H ealth Sen·ice has undertaken a 
series of controlled trials of the prophylactic usefulness of isoniazid in different 
situations. 

One of these trials was among household associates of new cases of tuber­
culosis who were enrolled in the study at the time the index case was reported 
to the health department. The present report is limited to tuberculosis mor­
bidity observed in this trial. 

Plan of Study 

Contacts of 5,677 persons with newly re-reported tuberculosis entered the 
trial. They were located in 39 communities across the southern part of con­
tinental United States and in Puerto Ruco . After excluding 479 cases of active 
tuberculosis found on original examination of the contacts, 25,033 were entered 
in the prophylaxis trial. Of these, 12,594 were assigned placebo and 12,439, 
isoniazid. The plan of the study was such that only the central office (PHS) 
knew the code by which bottles of placebo or isoniazid were assigned. All con­
tacts within one household were assigned the same medication, that is, all had 
isoniazid or all had placebos. Each oontaot was asked to take the prescribed 
number of pills for one year. Daily dosage was on the basis of 5 milligrams 
per kilogram of body weight, or, for adults, approximately 300 mg. 

During the medication year, 24 persons on placebo and 34 on isoniazid 
(excluding five known not to have taken the pills) died of non tuberculous cau ses. 

Boards of clinical investigators reviewed the clinical, bacteriologic, a nd 
roentgenographic evidence on all cases of tuberculosis without knowledge of 
the prophy lactic medication the subjects had received. 

Activity Status 

Roentgenographic evidence of active primary tuberculosis was detected 
during the medication year in 29 persons receiving placebo and 22 receiving 
isoniazid. Among those uninfected at the start of the trial, 16 cases occurred 
in the placebo group and 5 in the isoniazid group. Twelve of the p lacebo 
cases and 3 of the isoniazid involved only enlargement of the lymph nodes, 
while 4 placebo cases and 2 isoniazid showed both parenchymal lesions and en­
largement of lymph nodes. 

Isoniazid had no effect on the number of cases of primary t uberculosis 
detected during the year among those infected (tuberculin positive) at the 
start of the trial, with 13 cases in the placebo group and 17 in the isoniazid 
group. It is generally agreed that the perifocal reaction discernible on roent­
genograms appears at approximately the same time as skin sensitivi ty to 
t uberculin. This suggests that cases among the initially infected detected 

*Repr inted from the Abstracts of the National Tuberculosis Association, June, 1962. 

Printed through co-operation Nova. Scotia. Tuberculosis Association. 
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after the start of trial may represent primary disease actually present on entry. 
Only 12 cases of primary disease haYe been observed since the participants 

completed their year of medication, 6 in the placebo group and 6 in the isoni­
azid. 

During the year, extrapulrnonary tuberculosis deYeloped in 20 contacts. 
16 of these had been assigned placebo and 4 i oniazid. 

Pulmonary tuberculosis developed during the year in 62 persons assigned 
placebo compared with 14 persons assigned isoniazid. The difference is highly 
significant statistically. 

The review board classified each case by the stage of disease at the time the 
case ·was discovered by the health department. l\ eady one fow·th had mini­
mal disease; one half had moderately ad ,·anced disease; the others, far ad­
vanced disease. 

R isk Factors 

The risk of tuberculosis, chiefly primary disease, was high for children less 
than 5 years of age. but very low for children from 5 to 9 years. Ten to 14 
years appeared to be a period of transition from low risk to the high rate of 
pulmonary disease in young adults. After age 15, the risk remained high until 
age 30, when it declined slightly, with a considerable reduction after 45 years 
of age. 

The size of the initial tuberculin reaction was directly related to the risk 
of disease. The risk was lowest for contacts with reactions of less than 5 mm. 
of induration to 5 Tt: of PPD- and increased with the size of reaction to a 
rate of 20 per 1,000 for those with the largest reactions. 

Adult contacts in the placebo group who subsequently developed active 
tuberculosis weighed less than the average at the time they entered the trial. 
The initial weights of children who developed tuberculosis did not differ from 
the average. 

\\Thether a course of isoniazid will eradicate an old infection so that it will 
never acti,·ate may be learned from continued obsc>rvation of the participants. 
At present, the data will not support the hypothesis that isoniazid can per­
manently affect a dormant tuberculous focus. On the other hand , it would 
seem possible that i oniazid could permanently alter the course of a new infec­
tion hy eradicating the tuberculous focus and its seedings, thus making sub­
sequent endogenous reactivation impossible. The pre,·ention of primary 
disea e among the initially uninfected and the preYention of extrapulmonary 
disease give encouragement to this point of , ·icw. If this pos ibility should 
prove correct, prophylactic isoniazid could be particularly useful in populations 
in which much new infection is occurring. HoweYer, all populations with 
high rates of tuberculin reactors cannot automatically be assumed to haYe 
much recent infection. 

_\t least two thirds of the contacts in this trial apparently took their pills 
with a high d<'gree of regularity. I<1·om a strictly practical point of Yiew, 
enough contacts took enough pills to cause a considerable reduction in tuber­
culosis. This response must be credited largely to the interest taken in these 
families by the cooperating health departments and probably al·o to the aware­
ne,;s of danger on the part of the immediate family. 

Efficiently organized, the cost of adding isonia?.id prophylaxis to an es­
tablished contact program should be Ycry littl<:'. Furtlwrmore. an actiYe pro­
cedure to JH'e,·ent tuberculosis added to the usual passi,·e policy of watchful 
Waiting should impro\'e considerably the cooperation of contact families. 
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Letter to the Editor 
June 25, 1963. 

To thE> Editor: 
Dear ' ir: 

Tho edi torial entitled Chronic Illness and Medical Care in the June, 1963 
i~stH' of The X o,·a cotia :\Iedical Bulletin was very timely. I would like to 
discu.s seYeral points rai eel b~· the author which are of particular interest. 
Th<' suggestion is made that the use of chronic care facilities for teaching pur­
pos<>..:: would be of great value. I would fully agree. provided that the stand­
arcls of the e institutions are raised to the leYel expected in any teaching 
facili ty . The fact that the tandards and quality of care provided in many 
long term care facilities leaves much to be desired has been well documented 
as a result of surYeys and evaluations carried out in many communities in 
Xorth America. 

Effort to improve the e facilities have often begun with an increase in 
thP number and types of facilities and services according to an over-all com­
munity or regional plan, such plans developing out of an evaluation of the 
communi ty's needs. The pro,-ision of these facilities has not only released 
hospital bed for more appropriate use but has helped to ensure that the proper 
facility is available for the right patient at the right time. 

In order to improve their standards, many hospitals have taken over the 
responsibility for medical care and other services in these long term institutions 
and some haYe even constructed their own nursing homes, chronic care wings 
and e tablished home care programs etc. By o doing, the e hospitals have 
not only raised the standards in the e facilities but have provided the medical 
student with experience in the comprehen ive care of the long term patient. 
Ind<'NI, some hospitals have co-operative programs with nursing homes for the 
ex<'IHtnge of patients, when appropriate. and the joint training of nurses. 

The editorial states the practitioner may feel" uncomfortable, insecure and 
frustrated" in not being abl<' to help the chron ically ill. I sugge t that the 
pro,·ision of adequate long term care facilities and sen-ices of good quality and 
within the patient's financial means would go a long way to relieve this feeling 
of in ccurity and frustration in both the physician a n d his patient. 

Yours sincerely, 

P. C. GORDON, :\1.D. , D.P.H. 
Assistant Professor of Preventive Medicine. 



FI fliNG! \Yhat about the doctor who as we write. are in Labrador 
for trout? \Yho caught the biggPst this year? , orne folk do not go so far 
away, but lose no chanccs to try an:n,ay. We are fishing too. -for NE\YS 
ITEMS. What are the chances down YOUR way? 

CoLCHESTER-EAST HAXTS :\1EDI CAr- SociETY 

Dr. Peter Handforth, of the taff of the Pro,·incial Laboratory and Camp 
Hill Hospital, has been appointed Pathologist to the Colchester County Hos­
pital (effective June 1, 1963) . 

HALIFAX l\fEDIC.\L OCIETY 

"Ix THE XEws" 

Dr. E. ~I. Fogo was sworn in as Commissioner of Health for Halifax, 
June 18th. 

Dr. X. H. Gosse has recently been elected President of both the :\1en's 
Canadian Club of Halifax and of the Halifax Rotary Club. In his speech at 
the 50th anniYersary dinner. Dr. Gosse stressed the concept that the brother­
hood behind Rotary's ideal of International Spn·ice must bPgin with each 
indhridual's realization of the unity of life. He queried whether Canada's 
foreign aid mirrored that realization when so little protest was made when 
even what this country does give was reduced. 

June 1 . Dr. . H. Kryszek, J>ro,-incial director of emergency health 
sen·ices. who has recently qualified as a :Major in the :\1ilitia Group, was in 
charge of the practice evacuation of patients from the Victoria General IIos­
pital. The 100 patients, .-olunteers from various sources, wore moved b.r 
Maritime Warehousing to Gorsebrook school. the actual destination for pa­
tients in the eYent of a disaster, in 42 minutes. Dr. Kryszek hoped this example 
of experimental evacuation would be followed by other hospitals faced with 
similar problems of eYacuation. 

Dr. Gordon Wiswell, reporting, as medical director of the Central R egis­
try office of the ~- . Society for the Care of Crippled Children said there were 
2060 new cases reported this year - a total registration of 11, 00 of these child­
ren, with speech defects forming the largest group, followed closely by mentally 
defecti.-e children. 

The l\rfay Bulletin reported the holding of three clinics under the auspices 
of the N. . Society of Crippled Children. Actually many more clinics by 
various "teams" have been held this season and others are planned for next 
fall. Places in which clinics have been held include: 

Truro, Springhill, Xew Glasgow (2). Digby, Bridgewater. Liverpool, 
Shelburne, Lunenburg, Pictou, Port Hawkesbury, Baddeck, Neil's Harbour, 
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Guysboro. by Dr. Ja<'k . \ckc-r and Dr. Coward, with an a\erag<' of 63 patients 
seen. including an increa~e in new pati<'nts. 

Going out in October will be the team of Drs. HitC'hie and Sinclair with 
2 clay clinic in Port Hawkesbury . 

. \ new clinic wa~ h eld 10 \Yindsor this spring b.' Drs. Hoberts and Acker 
when 50 cases " er<' s('en. 

BIRTHS 

To Dr. DaYid ::\IacD. ~\rC'hihald and ::\IrR. Arc·hibald nee Ruth .\nn :1\Iorse) 
at Soldiers' :Memorial Hospital, ::\-1iddleton . June 9, 19(}:3, a sor1. 

To Dr. and ::\I r::; . J . Jl. . \ltshuler (Barbara Hamage) at tho Brookline 
llospital, Boston. :\lass .. on :\lay 31, 1963. a ~on. 

To Dr. and :\Irs. Bernard Badley, lnq'rness. at tho Sydney C'ity Hospital 
on ::\-lay 26, 1963. a daughter. 

To Dr. and :\Irs. P eter A. Fillmore (nee .\nne Ellen Gan·ock) . Chicago. 
Illinois, 1; .. .:\., on June 5, 1963. a daughter. 

To Dr. and :\Irs. \\"m. 1<'. ::\Iason (Fran Thomson) at Yarmouth Regional 
H ospital on June 7, 1963, a son. 

DE.\THS 

We regret to record the death of Dr. F'rE'dcrick C. Garro''' which occurred 
suddenly at his home, the Canso ::\-Iedical Centre. Dr. Garrow who was 57, 
was born in Aberdeen, ~ cotland. After erving in th<' Second ·world \Yar 
in ~orth Africa and Italy he succeeded Dr .. \. Elmik at the Canso ::\Iedical 
Centre and on the staff of the Eastern ::\Icmorial Hospital. \\"c extend our 
sympathy to his wife and family. 

We also extend our sympathy to Dr. J. G. D. Campbell and his son, 
Dr. John. :\Irs. J. G. D. Campbell diNl on June 7th. 

The Bulletin r e<>ords with rcgr<'t that Dr. l lugh \\' . Sc·hwartz, who since 
his retirement from practice has h<'<'ll living in B<>dford. has left to make hi ~ 
home in Ottawa. \Ye congratulate' him on his r<'ccnt honor of h<'ing elected 
an honorarv member of tho Canadian ::\ledical Association at the Annual 
::\leeting in- Toronto. 

D.\LHOL'SIE l:NI\'EHSITY 

Dalhougie has h<'en awardNl th<.' capital bUlll of $:)00.000 tm\ arch; construc­
tion of a new ::\Iedical cienc<' Building, hy the Pr·o,·incial Go,·ernment. It has 
since been suggested in the pr<'ss that such a building be erected on Anderson 

quare (now occupied by tho .\ir Force . 

Coxon.\ TULA no.:-;s 

To Dr. \Y. T .. Joscnhan!'. prof('s~or of Ph.n;iolo~o '' ho has rcceiYcd a 
$.5,000 grant-in-aid from the ::\luscular Dystrophy .\ssociation of Canada for 
his project " Pulmonary Yentilation and oxygen consumption during sustained 
contraction.'' 
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To Dr. R. L ... aundcrs. Tic-ad of the De-partme-nt of Anatomy, who has been 
elPcted a Frllow of thr Hoyal ~1icro copical ori<:>ty London. England. Hi 
election follow<:>d th<:> tcrcrnt<:>nary cel<:>hrations of the discovery of the micro­
scopP, recently h<:>ld in \\a~hington. D.C. by th<:> Royal ocicty. "~ork from 
the Dalhou~i <' .\natomy Department wa hown during the presidential 
addre s, "X-Ray :Microscopy and its Implications for Biology". 

Dalhousi<' will op<'n a • chool of Phy iotherapy this fall, thu becoming 
the fifth Canadian cC'ntrr to r tabli h uch a school. Dr. Arthur hear , 
mrdical dirertor. X. . Rehabilitation Centre announced at the Third Mari­
time R egional Confercnc<' on Cerebral Pal y that thr centre will get 20 in­
patient. beds for intcnsiYe long-term management of cerebral-palsied and 
other cases as well as additional out-pat ient. faeilitic . 

Doctors throughout the Pro,ince who are graduates of Dalhou ie will 
learn with no talgia that" ~lac" is retiring from hi post a caretaker of the 
Forrest Building. For th<' past forty .v<>ar . ~Ir. John R. MacLeod - to give 
him hi official name, ha hr<>n a very prr ent help in time of trouble to many 
a med. student. Waiting for orals was made easier by his merry quip as he 
passed by. All will join in \\ i bing him good luck. 

Dr. and ~Irs. T. K. ~Iurray and family have left for Xashwaak i , N. B .. 
where Dr. ~Iurray will begin practise. They haYe been visiting their respective 
families as well as friends in Boston and Xew York. 

ometime it has heen said that Doctors children hun their father's pro­
fe sion. Certainly this has not heen borne out at Dalhou ie. where in the 
Convocation of 1fay of this year. eleven- 20% of the class, - doctors' sons receiY­
ed their M .D. 

The following i a list of their name : 

Brown. Robert L., on of Dr. and ~Irs. R. J. Brown. ~Ioncton. X . B. 
Buffett, Lawrence ~I.. on of ~Ir . L. L. Buffett and the late Dr. L. L. Buffett 

of Glace Bay. ~- .. . 
Curti , John E .. son of l\Ir . E. ~1. and the late Dr. E . M. Curtis of Truro, N . S. 
Gregory. Jame ., son of Dr. and Mrs. R . • \ . Gregory of Lanca tor, ~- B. 
Holland. James G .. son of Dr. and :\Ir . . \Y. Holland. Halifax. K. . 
Jacobson. tephen A .. son of ~Ir . ~Iorri and the late Dr. 1Iorris Jacobson 

of Halifax, ~-
Kaplan , Alan ,., . on of Dr. and :\Irs. \Ym. Kaplan of Great Neck, X . Y . 
Langille, Roland A., on of Dr. and ~1rs. J . A. Langille, Amber t, ~- . 
::\1cCleave, J . Graham, son of Dr. and ~lr . J. R. ~1cCleaYe of Digby. X. 
:\1acNeil. Arthur R.. son of Dr. and ~Ir . J. R. ~Iacneil of Glace Ba.v, N . 
Marshall, A. Cleland, son of Dr. and ~Ir . A. :\I. ::\Iar hall of Halifax. 
Murchison, Alexander J., son of ~1rs. A. J . Iurchison and the late Dr. 

Murchi on of Charlottetown, P.E.I. 
MutTay, David C .. son of Dr. and ::\lrs. J. C. :\lurra~·. , pringhill. N. 
Ro enthal. Gerald C .. son of Dr. and :\Irs. B . Ro enthal of Brooklyn. ~- Y. 

All OYer the- ProYince as the Yariou High cbools and priYate institutions 
clo e, proud parent receh·e congratulations on their childrens' accomplish­
ments. Doctors in the Halifax area so to be congratulated include Drs. S. W. 
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Bethune, C. A. Gordon, D. Y. Graham, L. . Goldberg. C. Gordon ~IacKinnon, 
W. A. ~1urray, E. F. Ross, D. . Roy, J. laytcr. L .. teeves, H . till, H. G. 
Quigley and J. F. L. " -oodbury . 

Four professors from the ).1edical chool pre ented paper at the si.xth 
annual meeting of t he Canadian Federation of Biologic·al 'tudies, held in 
"Cniversity of "·estern Ontario, London. Ont., June 17-1 9. 

Dr. J. A. ::-..IcCarter. head of the Dept. of Biochemi try poke on phases 
of his cancer research. 

Dr. J. G. Aldous spoke on the effects of poi ons on cell metabolism. H e 
is head of the D ept. of Pharmacology. 

Dr. J ohn zerb, professor of Pharmacology present<>d results of his re­
search into the effect of drugs on the brain cells. 

Dr. . J. P atrick, professor of Biochemi try. in cooperat ion with ).1rs. 
L. C. tewart, gave a paper on liver metaboli m. 

DocTORS IN THE XEws THROGGHOUT THE PnonxcE 

In Digby County, D1·. Philip LeBlanc, Little Brook was the guest speaker 
at the graduation of 25 women in a l lome Kursing Course a t t.. Alphonse. 
This course was sponsored by the Civil D efence and Canadian R ed Cross 
branches of l\1eteghan and aulnierville. and was under th<' direction of ::-..irs . 
Da,·e Dube, R.X. , ::-..Ieteghan. 

In Annapoli County. Dr. Frank " · · ).Ior,:;e. read portion from the re­
cently compiled hi tory of the Lawrencetown Baptist Church a t its 90th anni­
Yer ar.v. Dr. ~for e ha been chairman of a committee to compile thi hi tory. 
lie di covered that Acadia Cni,·er ·ity had its gene is in Xictaux Bapti t 
Church - and o did the temperance mov<>ment in XoYa , eoLia. o al o in 
Paradise, Annapoli Co., Dr. 0. R. ton<'. a graduate of Dalhousie in 1922, 
gave an interesting interview telling of his early years of practise, first. in Guys­
boro County and la ter in the YalJey. Xot cont<>nt with M <>dicine, Dr. tone 
for OYer 20 year directed a non-denominational mal<' c·hoir who gave their 
sen·ice freely to entertain organization in the \ ·alley. 

FIR T CLIXIC I " XOYA COTL\ .et up in XoYa. cotia by t he R ed 
Cross . ociety to collect. this pecial blood for making t lw nC'W anti-tetanus 
serum (T I G) was held on June 1 at Tri-Sen·ice Hospital (formerly tada­
cona). It is hoped t.hat TIG will soon be readily available to a ll hospitals. 

XOV A COTI.A CHAPTER - COLLEGE OF GEX"B~ R-\L 

PRACTICE OF C.\X. \.DA 

A~NGAL ~IEETIXG A:l'\D CIEXTIFIC E ION 

H eld at Halifax, X. at. ).lay 4th, 1963 

With upwards of sixty practitioners attending and a first rate scientific 
program, this turned out to be perhaps the most successful and enthusiastic 
College M eeting held in Nova cotia. The day itself, sunny and warm, after a 
long spell of miserable weather set the mood for the occasion and no doubt 
tempted the more distant membership out of winter hibernation for a day in 
Halifax. The morning sessions, both business and clinical were held at the 
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Children's Hospital. Dr. \Y. A. Cochrane and Dr. D. A. Gillis, assisted by 
members of the College who presented the case histories, picked out a fascin­
ating series of medical and surgical paediatric problem patients for our dis­
tinguished guest teacher, Dr. Sydney~. Gellis, Professor of Paediatrics, Boston 
'University chool of :\Iedicine, to discuss. Following luncheon at the Halifax 
Infirmary the afternoon sessions were held in that hospital's fine new audi­
torium. Commencing with another clinical program, the working part of 
the day ended with a second business meeting. 

Dr. \\r. ~\. Cochrane, Professor of Paediatrics, Dalhousie University spoke 
on "Chronic Respiratory Diseases in Children", and Dr. Sydney Gellis then 
gave the Mead Johnson :\I odern Paediatrics Lecture on "Clues to the Early 
Detection of Birth Defects'', which was generously illustrated by the most re­
markable collection of medical colour slides that this writer has had t he privi­
lege of viewing. ubsequent enquiry revealed that these were but of a few of 
some thousands he has collected over the years! 

The Annual Reception and Dinner of the Chapter completed the day and 
was held at the ~ova Scotian Hotel where a large gathering of members, wives 
and guests assembled . \Ye were glad to welcome at the head table, D r . C. P. 
Gendron, Montreal, President-Elect of the College, and Dr. \V. V . Johnston, 
our genial Executive Director. \\~e were also happy to have as guests, Drs. 
Cochrane, Gillis and Gellis. who had done such an excellent teaching job during 
the day, and Dr. L. C. teeves, Director of Post Graduate Studies. Dalhousie 
University whose cooperation made planning of the clinical sessions possible. 
~ot least, we were happy to welcome as our guests several members of the 
Dalhousie Graduating Class of 1963 who intend to enter general practice. 

Dr . Ian :\IacGregor, Halifax, re-elected Pre ident of the ~. S. Chapter 
for the ensuing year presided at the dinner. Dr. Johnson and Dr. Gendron 
spoke briefly about college affairs and future aspirations, and Dr. Gendro n 
presented the 'Upjohn and chering post graduate study awards to Dr. D. C. 
Cantelope, Lunenburg and Dr. II. C ... till, Halifax respectively. 

In summary, a most rewarding and worthwhile day for those who made the 
effort to leave their practice and attend. 

H.C .. 

The following officers were elected to represent the Xova ~ cotia Chapter, 
College of General Practice of Canada, for the year 1963-64: 

Pre ident 
ecretary 

Treasurer 

Dr. Ian :\IacGregor 
Dr. R. L. Langdon 
Dr. D . \\eir 

Committee Chairm en 

Membership 
Hospitals 
Precep torshi p 
Internship and Residency Training 
Continuing Education 
Constitution and By-Laws 
Fellowship 
Research 
:\1edical Recording Sen•ice 
Public Policy 
Sustaining Fund 

Dr. R. ~IacLean 
Dr. A. W. Titus 
Dr. . G. B. Fullerton 
Dr. \Y. A. Condy 
Dr. K. Smith 
Dr. J. R. MacXeil 
Dr. H. Still 
Dr. A. Prossin 
Dr. W. Verge 
Dr. A. Sutherland 
Dr. J. Williston 
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Dalhousie Post-Graduate Di vi­
sion-Intra :Mural Courses 1963-64-

Shori Course in Anaesthesia 
eptember 23rd to September 27th. 

Dalhousie Refresher Course -
;\oYembcr 4th to ;\ovember 7th. 

Eight extra mural courses will be 
presented throughout N . . during 
the 1963-64 academic Year. 

Branch ~Iedical oc(eties or Com­
munity Hospital staffs wishing to 
participate in such a course consi l­
ing of ix meetings dealing with sub­
jects of their own choice should 
contact the Director of the Post­
Graduate Division, Dr. Lea C. 
Stee\'CS promptly. 

METHDILAZINE HYDROCHLORIDE B D H. 

a potent antipruritic -anti al lergic 
rapid absorption rapid relief 
prolonged action low toxicity 
minimal side effects convenient , 

economical twice -a-day dosage 
clinically proven in a wide range 

of pruritic and allergic conditions 

BRITISH DRUG HOUSES 
TORONTO • CANADA 
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levomepromazine 

NEUROlEPTIC 
effective in the following indications: 
DEPRESSION I ANXIETY I EMOTIONAL AND MENTAL 
TROUBLES I HYPOCHONDRIA I PSYCHIC HYPEREXCITABILITY 
associated with various somatic conditions 

TABLETS I SUPPOSITORIES I AMPOULES 

DOSA&E: is strictly indivi-
dual and varies with the patient and 
the indication. For more detailed infor­
mation on doses or tolerance, ask for 
our NOZINAN brochure and for our 
scientific documentation. 

OULENC uMrTEo 
8580 Esplanade, Montreal 11 


