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Chartered Accountants Page 1

Auditors’ Report

To the Members of
The Medical Society of Nova Scotia

We have examined the Operating Fund and Building Fund balance sheets of The Medical Society of Nova
Scotia as at September 30, 1990 and the statements of Operating Fund income and surplus, changes in
financial position, Building Fund revenue, expenditures and fund balance, and related statements of the
Cogswell Library Fund for the year then ended. Our examination was made in accordance with generally
accepted auditing standards, and accordingly included such tests and other procedures as we considered
necessary in the circumstances.

In our opinion, these financial statements present fairty the financial position of the Society and its related

funds as at September 30, 1990 and the results of its operations for the year then ended in accordance with
generally accepted accounting principles applied on a basis consistent with that of the preceding year.

October 31, 1990 @"3‘“"—‘- {m“““ﬁ

Halifax, Nova Scotia Chartered Accoul
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The Medical Society of Nova Scotia
Operating Fund
Balance Sheet
September 30

1990 1989
Assets
Current
Cash and short term investments $ 1,022711 § 758,064
Receivables
Members 292 1,380
Cther 13,870 10,599
Accrued interest 25,357 34,762
Prepald expenses 16,364 31,134
1,078,594 835,939
Investments 15,000
Furniture and equipment (Note 1) 22,860 36,233

$ 1,101,454  § 887,172

Liabilities and Equity

Current
Payables and accruals
Trade $ 9916 $ 14,287
Cogswell Library Fund 390 3,397
Deferred revenue (Note 2) 1,041,148 819,488

1,051,454 837,172

Surplus 50,000 50,000
$ 1,101,454 § 887,172

Contingent (Note 3)

On behall of the Board

Treasurer

Executive Secretary

Doane Raymond
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The Medical Society of Nova Scotia
Operating Fund
Statement of Income and Surplus

Year Ended
September 30
1989 1990 1990
Actual Budeet Actual
Revenue
Membership dues

§ 911,032 Medical Society of Nova Scotia $ 982,000 $ 1,008,806
279,810 The Canadian Medical Association 297,615 307,840
5,190 Intern and Resident 5,000 5,235

730 Students 700 712
1,196,762 1,285,315 1,322 593
112,238 Investment income 99,930
(3,132) Bulletin (9,000) (4,731)
9,783 InforMed 5,000 898

45,043 Gain on sale of investments

2,302 Other income 5,000 2,360
1,362,996 1,286,315 1,421,050
955,692 Expenses (Page 6) 972630 1,012,566
279,525 Canadian Medical Assoc. remittance 297,615 307,870
1,235,217 1,270,245 1,320,436
127,779 MNet income $ 16,070 100,614
566,275 Surplus, beginning of year 50,000
(644,054) Transfer to Building Fund (100,614)
$ 50,000 Surplus, end of year $ 50,000

Doane Raymond
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The Medical Society of Nova Scotia i
Operating Fund
Statement of Changes in Financial Position

Year Ended
September 30
1990 1989
Cash provided from (used for)
Operations
Net Income $ 100614 § 127,779
Depreciation 18,337 19,411
Gain on sale of investments (45,043)
118,951 102,147
Changes in
Receivables 722 (22,487)
Prepaid expenses 14,770 (15,323)
Deferred revenue 221,660 168,922
Payables and accruals 37 83,891
355,225 148
Investing
Contingency Fund income 12,573
Proceeds on the maturity and disposal of
investments 15,000 271,637
Purchase of equipment (4,964) (9,432)

10,036 274,778

Transters to Building Fund from

Operating Fund (100,614)  (644,054)
Contingency Fund (145,709)
_(100,614) __ (789,763)
Net cash provided (used) 264,647 (365,617)
Cash and short term investments
Beginning of year 758,064 1,123,681
End of year $1,022711 § 758,064

Doane Raymond
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The Medical Society of Nova Scotia
Operating Fund

Notes to Financial Statements
September 30, 1990

Page 5

1. Office fumiture and equipment

1989

Net Net
Book Value  Book Value

$ 7,051 § 6,907
1,580 3,160
14,229 26,166

Cost
Office tumiture and
equipment $§ 72183
Leasehold improvements 38,827
Computer 91,047
$ 202,057

$ 22,860 $ 36,233

Expenditures for fixed assets are capitalized and depreciated on the straight line basis over a five

year period.
2. Deferred revenue

Annual membership dues for the next fiscal year received by the Medical Society before

September 30, 1990 are recorded as deferred revenue.

3. Contingent liability

The Medical Society of Nova Scotia has guaranteed the bank loans of Nova Scotia Medical

Society students with the Bank of Montreal totalling $28,000.

Doane Raymond
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The Medical Society of Nova Scotia

Page &

Operating Fund
Expenses Year Ended
—September 30 _
1989 1990 1990
Actual Budget Actual
Administration
$ 10,455 Audit fees $ 10000 § 9633
4,097 Investment trustee fees 5,000 5416
899 Insurance, travel, bonding and property 1,900 747
4,200 Legal fees 7,500 2625
69,968 Office rent 75,000 69,416
34,837 Office services 35,000 34,926
608 Petty cash and miscellaneous 1,000 694
11,283 Postage 11,500 7,358
2,218 Repairs and maintenance 2,200 2,443
5,261 Taxes 6,000 5539
15,041 Telephone 16,500 19,675
18,118 Travel - secretariat 15,000 23,815
6,900 Unforseen expenses 7,500 812
Salaries and benefits
379,424 Salaries 397,000 399,110
4,877 Canada pension plan 6,050 5211
56,899 C.M.A. pension plan and insurance 57,500 50,953
6,719 Unemployment insurance 8,000 7,073
6,850 Parking and Christmas bonus 7,480 6,290
Departments
10,545 Communication department 7,000 9,879
9,329 Economics department 5,000 5,343
39,206 Professional Support Program 45,000 25,457
Committee expenses including travel
12,172 Executive meetings 15,000 17,383
7.154 Officers and branch meetings 12,500 3,778
17,018 President's travel 20,000 25,573
12,020 President elect travel 10,000 8,159
47 Nominating committee 500 1,725
9,058 Other committees 10,000 7,668
7,000 Archives committee 7,000 7,000
Miscellarieous
18,167 Annual meeting 17,000 24,943
9,083 C.M.A. general council - travel 13,000 8,843
32,000 C.M.E. grant 34,000 34,000
C.M.P.A expense 1,101
19,411 Depreciation 10,000 18,337
3,610 Drugs and therapeutics bulletin 4,000 3,610
98,760 Honoraria 80,000 151,189
3,008 Staft 5,000 1,881
5,255 Student assistance loan plan 7.000 4,961
(400) Unpaid student loan 500
4,102 Think tank meetings
$ 955692 $ 972,630 $ 1,012,566

Doane Raymond
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The Medical Society of Nova Scotia

Building Fund

Balance Sheet
September 30

1990 1989

Assets

Current
Cash and short term investments $ 285677 $ 1,005,765
Accrued Interest 37,085 23,050
322,762 1,028,815
Land and building (Note 2) 1,919,938 232,504

$ 2,242,698 § 1,261,319

Liabilities

Current
Payables and accruals
Deferred revenue (Note 3)

Mongage payable (Note 4)

Fund Balance

Investment in capital assets

Buflding Fund balance (deficiency)

$ 347542 § 12,741
103,800 85,000

451,342 97,741

300,000

751 97,741
1,919,936 232,504
(428,580) 931,074
1,491,356 1,163,578

$ 2242698 $ 1,261,319

Commitments (Note 5)

On behall of the Executive

Treasurer

Executive Secretary

Doane Raymond
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The Medical Society of Nova Scotia
Building Fund

Page 8

Statement of Revenue, Expenditures and Fund Balance

Year Ended

September 30
1990 1989

Revenuo
Membership dues
Investment income

Expenditures
Construction, architect fees and development costs
Other expenses

Excess of revenue over expenditures
(expenditures over revenue)

Fund balance, beginning of year
Transfer from Contingency Fund
Transfer from Operating Fund

Fund balance, end of year

$ 141,700 §$ 137,100
85464

X 30,904

227,164 168,004

1,644,285 16,770
43,147 9,923

1,687,432 26,693

(1,460,268) 141,311
931,074
145,709

100,614 644,054

$ (428,580) § 931,074

Doane Raymond
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The Medical Society of Nova Scotia
Building Fund

Notes to Financial Statements
September 30, 1990

1. Building Fund
The Medical Society has acquired land in Dartmouth and has nearly completed construction of

a building to serve as offices for the Society. The cost of this project is being funded by a
special assessment of $100 per member annually in each of the next several years.

2. Land and building

Cost Expended
Beginning During the Cost End
the Year the Year of Year
Land $183308 § $ 183,308
Building under construction 39273 1,644,285 1,683,558
Other expenses 9,923 43, 147 53,070

$232504 $1687432 $ 1,919,936

No depreciation has been claimed on the new building.

3. Deferred revenue

Annual relocation dues for the next fiscal year received by the Medical Society before
September 30, 1990 are recorded as deferred revenue.

4. Mortgage payable
13.75% mortgage maturing December 1, 1995, payable in equal monthly instalments. As security,

the Society has provided a first mortgage on land and building at 5 Spectacle Lake Drive,
Dartmouth, N.S.

5. Commitments

The Society has committed to purchase approximately $145,000 of office furnishings for the new
premises.

6. Comparative figures

Certain of the comparative figures have been reclassified to conform with the financial statement
presentation adopted for 1990.

Doane Raymond
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The Medical Society of Nova Scotia
Cogswell Library Fund
Balance Sheet

Page 10

September 30
1990 1989

Assets
Receivable from Operating Fund

Investments, at cost

$ 30 $ 3397

5,200 2,000
$ 5,590 $ 5,397

Fund Balance

Cogswell Library Fund balance

$ 5,590 $ 5397

The Medical Society of Nova Scotia
Cogswell Library Fund

Statement of Revenue, Expenditures and Fund Balance

Year Ended
September 30
1990 1989
Revenue
Income from investments $ 409 §$ 466
BExpenditures
Trustee expense (recovery) (250 250
Contributions to Dalhousie University 466 414
216 664
Excess of revenue over expenditures (expenditures over revenue) 193 (198)
Fund Balance, beginning of year 5,397 5,595

Fund Balance, end of year

$ 5590 $ 5397

Doane Raymond
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Presidential Valedictory Address - 1990

P.D. Jackson, M.D.

Sydney, NS

Change is the subject about which I will speak to you
today.

We are living in a period of very rapid and unexpected
change, as the events of the past year have clearly demon-
strated.

In Eastern Europe, the Soviet Union and the Middle
East political change that was beyond expectation has be-
come an accomplished fact in little over twelve months.
Nationally, the Meech Lake debate has provoked a powerful
stimulus to identify those changes that will be necessary if
this country is to remain intact.

Within this Province socioeconomic changes abound.
The decline of the fishing industry has threatened the very
existence of some of our communities. There have been
significant changes within government and these can be
expected to continue for some time to come.

Within this Medical Society significant change contin-
ues to be experienced following the retirement of two long-
standing senior executives. Symbolically perhaps the move
to our new office building will coincide with a new era of
administration for this Society.

Even the understanding of the word “*health™ has changed
in recent years — mostly through a change in its definition
that has been promoted by the World Health Organization,
No longer just the absence of illness or injury, health is now
regarded as a “resource for living”, As such itis a goal to be
achieved through promotion. The Ottawa Charter for Health
Promotion, released by the Canadian Public Health Associa-
tion in 1986 names the following fundamental resources for
health; as peace, shelter, education, food, income, a stable
ecosystem, sustainable resources and social justice and

equity.

Thus, as a resource health is in a state of equilibrium
with the economy and with the environment. Health is
subject to shrinkage should there be declines in the
economy or deterioration in the environment. This
concept is clearly exampled in Eastern Europe, the Third
World, and yes even in this Country amongst the urban poor
and some native people. This, then, is the backdrop of
change against which I wish to speak of change as it impacts
on us as physicians. Physicians remain one of the few
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groups in society who still carry the ultimate responsibility
to an individual patient for the cure, improvement or just
acceptance of those medical conditions that block that pa-
tient’s shot at the goal of health.

Without doubt at this time it is the economic variable
that is providing the imperative for change that we are now
all obliged to confront. Itis of interest toknow thatestimates
from Judge Emmett Hall's original predictions for health
care costs have remained accurate to this day. However, the
boom time of the ‘60's is now long past and the predictions
of his Commission for population and economic growth
have both fallen far short of expectations. In reality therefore
Medicare faces steadily rising costs without a steadily rising
income to pay for it.

To compound this, political policies have been devel-
oped by the Federal Government in the face of the national
debt to halt the increase of transfer payments to provinces for
medical services. Furthermore, acting upon the advice of
health care economists and health policy analysts the Fed-
eral Government has decided to limit further increases of
expenditure for acute health care since they expect but little
return for so doing in terms of population health.

The several recent provincial studies on health across
this Country including the Royal Commission on Health in
Nova Scotia have adopted similar policies in this regard.
They have ALL also recommended decentralization and
regionalization within the systems, so that local regions may
rationalize services to meet local needs and requirements but
all within the limits of strict financial envelopes. By such
techniques it is proposed that accountability will increase
and the introduction of innovative and less expensive mo-
dalities of care will be stimulated.

The Nova Scotia Provincial Royal Commission on
Health identified physician manpower as akey item amongst
the determinants of overall system costs. As such it
recommended a marked reduction in medical student intake
as a starting point to reduce the overall numbers of physicians.
The Canadian Medical Association is developing a
considerable expertise in the field of medical manpower and
is at the present time trying to develop consensus amongst
most of the players involved in the manpower issue.
Manpower statistics are extremely difficult to determine
with any degree of accuracy and any changes seem to
provoke a domino effect over the next decade that extends
to involve almost every single specialty within the profession.
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Ongoing input from all the medical players involved and also
all levels of government involved will be necessary before
the correct changes can possibly be made regarding this
issue.

I feel encouraged by today’s announcement by the
Minister of Health and Fitness that the implementation
process for the changes suggested by the Nova Scotia Royal
Commission on Health will continue to involve the active
participation of various providers and user groups. In par-
ticular, I am pleased that two members of The Medical
Society of Nova Scotia will sit on the Task Force that is to
plan the implementation of physician distribution and remu-
neration — a subject of critical importance to us all. Simi-
larly, The Society will be asked to have a member sit on
similar task forces to examine and expedite change in areas
of nursing, primary health care delivery, mental health serv-
ices, drug utilization and ambulance services. Surely, this is
very welcome evidence of the participation recommended by
the Royal Commission on Health as a guiding principle in its
Report.

I am relieved that the concept of REGIONAL AU-
THORITIES wielding absolute financial rule for each region
has not been followed at this time. The proposal to set up
Regional Health Agencies to encourage sharing and co-
operation within a particular region each with direct access to
the Minister of Healtb and Fitness is surely a more realistic
option for a province with such a small population as Nova
Scotia.

All the changes ! have mentioned — and the many that
I have not — may be perceived as either a challengeoras &
threat, or as both. As such we are all going to be provoked
into achieving more for the same — or even less.

As our population ages, we may accurately predict that
the demands for very legitimate medical services will rise at
a time coincident with no increases in the financing of the
acute care side of the health care system. In order to meet this
expected trend we will have to apply rigorous assessment of
the effectiveness of our actions,

Outcome review and quality assurance programs will
have to be developed in conjunction with the appropriate
personnel, to clearly demonstrate that our actions are appro-
priate for the delivery of quality care, with responsible use of
manpower and other resources in relation to overall fiscal
restraint. When such techniques are applied many ethical
problems may arise that will require adequate public partici-
pation to resolve,

We must move quickly to establish peer review — not as
apunitive measure — but as a further means of improving the
overall efficiency, within the system of health care.

We must become more critically aware of the cost and
usage of drugs, as the Pharmacare program consumes an
ever larger percentage of the health care budget, doubling
every 4.5 years with alarming regularity. Good systems of
Quality Assurance and Peer Review could possibly have
significant impact here.

We will have to learn to co-exist with impact analysis
in hospitals as a further means of delivering appropriate
services within a given region, within a budget,

As physicians, we must also share in the promotion of
“HEALTH” -- of healthin PUBLIC Policy -- of HEALTHY
CITIES -- and most particularly -- “HEALTHY
HOSPITALS",

The hospitals of this province should become examples
of ENVIRONMENTAL Excellence, and as
WORKPLACES that are stimulating and satisfying for all
who perform a day’s work therein. As physicians we have
aresponsibility to help relieve the frustrations, tensions and
turf wars that so often exist within a hospital. Surely, as the
volume of knowledge continues to rapidly increase, our
dependency on each other and on other health professionals
continues to increase.

The necessity for TEAM approach continues to grow if
we are to provide excellent care to our patients.

As we are clearly being called upon to demonstrate
efficiency and increasing financial responsibility, as a result
of these changes, I will challenge both hospital boards and
administration and the Department of Health and Fitness to
do likewise. To develop healthy outcomes policy, to pro-
vide more public and provider participation on Boards and
committees, to develop appropriate regional co-operation,
to become more publicly accountable for their use of budg-
etsin an appropriate way. For the hospitals spend the largest
share of the health care budget and even small percentage
savings can lead to large dollar amounts.

In this Province at this time, change is quite clearly
underway — the economic imperative has launched it and
the anchor has been weighed. It might come as little surprise
that after twenty years, MEDICARE is due for a REFIT and
modemization. This process is now about to begin. Upon
completion, in afew years a period of shakedown will occur
as the crew familiarize their new roles, hopefully to once
more settle into an efficient, effective and happy company.

I thank you for your attention this aftenoon and for
having given me the opportunity to have held this office
over the past year. It has been a truly wonderful experience.
Thank you. O



Some Pictorial Highlights
137th Annual Meeting

Past President, Dr. Peter Jackson graciously acknowledges a silver
tray, a gilt [rom the Department of Health and Fitness.

Animportant first. This year the Annual Meeting leatured a booth
that examined some environmental concerns. Dr, Graeme Bethune,
chamrperson of the MSNS's Environment Committee put a great
deal ol effort imo the project.
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Four distinguished Nova Scotian physicians had their names added
0 The Society’s list of Semor Members, From left 1o Righi: Dr.
Robert Wright of Elmsdale, Dr. Arthur Shears of Halifax and Dr,
Gordon Thomas of Mabou. Dr. George Angus ol Yarmouth was
umable o atend.

Dr. Judy Kazirmirski, Chairperson of the CMA’s Board of Directors
congratulates Dr. William Canham, The Society’s new President.
Executive Director, Howard Epstein shares this special occasion,
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Drinking Problems Among First Year University Students

Roula N. Kteily-Hawa,* BSc and Wayne R. Mitic,** EdD,

Halifax, N.S.

The purpose of this study was to examine the
differences in reported alcohol-related problems among
first year Dalhousie University students by gender and
place of residence. Alcohol-related problems were
divided into three categories: social consequences, early
dependency symptoms, and vandalism or violence. Early
dependency symptoms were the most often reported
alcohol-related problem. A significantly higher percent-
age of males (32=8.7, df=2, p<.05) reported three or more
drinking-related problems in the year prior to the study
as compared to females. A larger percentage of students
who resided on-campus (55.4%) reported three or more
alcohol-related problems, as compared to those living
with parents (38.9%) and those residing in off-campus
apartments (37.9%). Specific programs with peer-
facilitated approaches are recommended to target groups
at “high risk” for specific drinking-related problems.
Health professionals need to become more aware of the
prevalence of alcohol abuse among young adults,

Alcohol use is part of student life on almost every
college and university campus in the world. The college
years are considered to be critical because they symbolize
a new [reedom for the students in which minimal
parental control is exercised.! As well, drinking on
campus is largely reinforced by the presence of drinking
outlets such as campus bars and pubs. Shore and Rivers
indicated that during the first year of college, students
learn to make decisions about their drinking by looking
to their peers for “. . . guidance and standards” (p.27).2

Alcohol abuse has been defined in different ways, one
of the most common being the frequency of negative
social consequences.! According to the Canada Health
Survey, the highest rates of alcohol problems in relation
to driving, the law, and accidental injury were reported
by 18 to 21 year olds.® Engs reported that a sizeable
minority of college and university students experience
the harmful consequences of alcohol abuse and that this
results in various health and social problems. Some of
these problems include: hangovers, vomiting, blackouts,
missing classes, and damaging property.!

Researchers concur on the presence of gender
differences in drinking-related negative consequences.
Wechsler and McFadden, and Ratliff and Burkhart

* Graduate Student, Health Education Division, Dalhousie
University,

** Associate Professor, Health Education Division, Dalhousie
University.

Correspondence: Dr. W. R. Mitic, Associate Professor, Health
Education Division, Dalhousie Unversity, Halifax, N.S. BSH 3]5
Note: The views expressed in this article are those of the authors and
do not necessarily represent those of Dalhousie University.

THE NOVA SCOTIA MEDICAL JOURNAL

187

reported that males were more likely than females to
drive while intoxicated and experience alcohol-related
problems.” Studies that used [requency of drinking-
related problems or frequency of intoxication to measure
abuse of alcohol agreed that males experienced signifi-
cantly more alcohol-related problems than females.”?

The literature indicates that alcohol-related behaviour
problems may also be related to place of residence.
Living arrangements with stronger social components
are associated with higher levels of drinking-related
problems. Heavy drinking students who live in peer-
oriented environments report a greater number of
drinking-related problems.

This study was conducted during the second term of
the academic year 1989-90 at Dalhousie University. The
main focus of this paper is on variations in reported
alcohol-related problems by gender and place of
residence among university students.

METHOD
Population and Sample

The population consisted of full-time, first year,
undergraduate students attending Dalhousie University.
The sample was delimited to first year students because
drinking during this stage is characterized by extreme
variations.® First year students are most affected by peer
pressure and hence may engage in heavy drinking in
order to “‘gain acceptance” among their friends (p.28).
Thus, early detection of drinking problems among
students may help to prevent future problems in
college.®

In order to detect significant differences at the .05
level, a sample size of 233 (20% of the target population)
was needed.? A low response rate was expected and
therefore we oversampled. We obtained a random
sample of 582 students (50% of the target population),
proportionately stratified by gender and place of
residence, by means of a table of random numbers.
Students were classified into three categories by place of
residence: a) those living in traditional university
residences; b) those living in off-campus apartments
with or without roommates; and ¢) those living with
their parents. The selected sample had the following
demographic composition: 42.8% were males and 57.2%
females; 34.5% lived on-campus and 65.5% lived off-
campus (in apartments and with parents).

Instrument

The Computerized Lifestyle Assessment (CLA)
instrument was used for data collection.!® The CLA
querries individuals on thirteen lifestyle factors. The
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study that we conducted, however, was delimited to
collecting information on alcohol use and non-medical
drug use only. For the purpose of this paper, we will
include information on drinking-related problems only.

Skinner and Allen assessed the validity of the CLA by
randomly assigning 150 patients who presented at the
Addiction Research Foundation with alcohol and/or
drug problems to one of three assessment methods:
computer, interview, or questionnaire. No significant
differences in consumption patterns or reported alcohol-
related problems were detected. Therefore, the CLA was
deemed to be as accurate as those more established
methods.!!

We pilot-tested the CLA on a sample of seven first
year, undergraduate students to examine its ease of
administration. Students, upon being administered the
CLA, were given a series of questions to describe the
instrument. Their comments included words such as
“easy”, “friendly” and “interesting”".

Based on categories proposed by Berkowitz and
Perkins, the alcohol-related negative consequences
assessed by the CLA were divided into three groups: the
first group includes social consequences such as trouble
at work or at school, trouble with the law, major
arguments in family, or spending too much money on
drinking. The second group includes early dependence
symptoms such as inability to stop drinking, uncontrol-
lable shaking when sobering up, or carrying a bottle or
keeping one close at hand. The third group includes
vandalism or violence towards others as a result of
drinking, or personal injury or injury to others caused
by excessive drinking.1%13

Data Collection

Between February 19 and March 5, 1990 we mailed 582
letters, followed by an equal number of follow-up
letters, addressed to a random stratified list of first year

students. We scheduled student appointments for a
period of three weeks: 194 students each week. For
convenience, we chose the Student Union Building as
the location for data collection.

Trained volunteer students were present during data
collection to welcome subjects and provide them with
necessary directions. They also explained the steps that

.we had taken to ensure that confidentiality and

anonymity of students’ responses were maintained. Each
student was assigned an identification number that he or
she used to complete the assessment.

All participants used one of two computers, separated
by a partition for privacy, to complete the CLA. The
assessment takes around 10 minutes to complete and is
self-administered with minimal supervision. Graphic
feedback was given during the assessment at the end of
each major section. At the completion of the assessment,
the students received a printout highlighting their
lifestyle risk areas as well as specific recommendations
for each area.

RESULTS

A total of 243 students participated in the study, of
whom 48.6% were males and 51.4% females; 30.4% lived
on-campus while 69.6% lived off-campus. The mean age
of the students was 19 years (S.D.= £ 1.5).

Approximately 35% of the students reported no
drinking-related problems (negative social consequen-
ces, violence and personal injury, and early dependency
symptoms) in the past 12 months. About 21% reported
one or two problems while 43.6% reported three or more
drinking-related problems at least once in the past year.
A significant difference (y2=8.7, df=2, p<.05) exists
between males and females with respect to the number
of problems experienced in the past year. A significantly
higher percentage of females (43.2%) experienced no

TABLE 1

Percentage of Students Reporting Alcohol Dependence Symptoms at Least Once in the Past Twelve Months
by Gender and Place of Residence

MALES FEMALES
On- Olf- With On- Ol With Sample
PROBLEMS Campus  Campus  Parents  Total Campus  Campus Parents  Total Total
Fuzzy Thinking 459 13.3 49.0 46.6 40.5 22.2 288 30.4 38.3
Physical Sickness 5.4 26.7 37.2 39.0 57.8 25.0 34.6 328 35.8
Passed Out 5.4 30.0 333 38.1 27.0 22.2 23.1 24.0 30.8
Blackouts 18.6 23.3 21.6 30.5 16.2 111 25.0 18.4 24.4
Shakes 27.0 20.0 23.5 237 243 111 15.4 16.8 20.1
Cannot Stop 13.5 23.3 9.8 14.4 24.3 16.7 115 16.8 15.6
Heard " Things” 2.7 16.7 1.8 10.2 54 8.5 3.8 5.6 7.8
Weird Sensation 8.1 10.0 1.8 10.2 8.1 28 5.8 5.6 7.8
Carry a Boule 27 0 59 34 8.1 0 5.8 1.8 4.1
Panic When Unable &7 0 5.9 3.4 0 2.8 3.8 2.4 29
to Drink
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drinking-related problems in the past year as compared
to males (27.1%). A higher percentage of males (52.6%)
than females (35.2%) experienced three or more
drinking-related problems at least once in the past year.
A larger percentage of students who resided on-campus
(55.4%) reported three or more alcohol-related problems,
as compared to those living with parents (38.9%) and
those residing in off-campus apartments (37.9%).

Among alcohol-related problems, early dependency
symptoms were the most often reported, followed by
social negative consequences, and violence and personal
injury. Table I presents the percentage of students by
gender and place of residence who reported alcohol
dependence symptoms. Fuzzy or unclear thinking after
heavy drinking was the most reported early dependence
symptom among students (38.3%). Approximately 36%
of the students reported getting physically sick (vomit-
ing and stomach cramps) as a result of drinking in the
past year. Males outnumbered females in almost all of
the reported alcohol dependence symptoms. However,
problems such as being unable to stop after taking one
or two drinks and carrying a bottle or keeping one close

at hand were reported by a greater percentage of females
as compared to males. These findings may indicate that
females are less capable of conuwolling their drinking
than males. In general, students living on-campus
reported the highest percentage of alcohol dependence
symptoms (Table I).

Table II presents the percentage of students by gender
and place of residence who reported alcohol-related
negative social consequences. Spending too much
money while drinking or after drinking was the most
prominent problem among students. The second most
reported negative social consequence was missing
classes; about 17% of the students have missed two or
more days of school at least once in the past year because
of drinking. A higher percentage of females (3.2%) as
compared to males (2.5%) reported losing friends at least
once in the past twelve months.

While vandalism and personal injury as a result of
drinking were the least reported problems stated by
students of both sexes, there was a much higher
percentage of males reporting these problems in the past
year as compared to females (Table I1I).

TABLE II

Percentage of Students Reporting Alcohol-Related Social Consequences at Least Once in the Past Twelve Months
by Gender and Place of Residence

e i MALES FEMALES
On- O  Wih  On O Wih Sample
PROBLEMS Campus Campus Parents  Total Campus  Campus  Paremts  Total Total
Spending Money 50.5 60.0 47.1 h4.2 45.9 19.4 28.8 31.2 424
Missing Classes 2.7 26.7 15.7 229 21.6 5.6 1.9 9.6 16.9
Spending Money 18.9 20.0 19.6 19.5 18.9 13.9 115 11.4 16.0
Needed for Essentials
Family Arguments 10.8 13.3 1.8 11.9 81 0 5.8 4.8 8.2
Trouble at School 10.8 3.8 5.9 6.8 2.7 0 38 24 4.5
Trouble with the Law h4 0.1 7.8 7.6 2.7 0 0 0.8 1.1
Arrested for 8.1 6.7 2.0 5l 2.7 0 1.9 1.6 3.3
Drinking & Driving
Lost Friends 0 33 39 25 0 28 5.8 3.2 28
Family Separation 27 0 3.9 2.5 0 0 0 0 12
TABLE III

Percentage of Students Reporting Violence and Personal Injury as a Result of Drinking at Least Once in the Past Twelve Months
by Gender and Place of Residence

- MALES FEMALES
On- Off- With On- Off- With Sample
PROBLEMS Campus  Campus  Parents  Total Campus  Campus  Parents  Total Total
Hit Someone 13.5 13.3 15.7 14.4 0 28 .7 10 9.0
Accident Where 10.8 16.7 1.8 12.7 2.7 0 1.9 1.6 7.0
Others Hurt
Personal Injury 8.1 10.0 78 8.5 2.7 0 0 0.8 4.5
Kept from LX! 3.3 78 5.9 5.4 0 1.9 24 11
Regular Activities
Hospitalized 0 0 3.9 L7 0 0 0 0 0.8
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DISCUSSION AND RECOMMENDATIONS

The results of this study must be interpreted with
caution. First, the use of a sell-reporting instrument that
relies on the individual’'s own perception of level of
intoxication may lead to inaccuracies.

Second, some inaccuracies in reported levels of

alcohol problems may occur as a result of failure of the

individuals to remember feelings of intoxication
experienced in the year prior to the study.

Finally, although students originally contacted were
randomly selected, participating students were self-
selected. The process of sell-selection may indicate that
students who took part in the study were more
motivated and more aware of problems related to
alcohol use than those who did not. Alternatvely, it may
indicate that those who participated were heavier
drinkers than those who did not. However, since the
elfect of self-selection cannot be controlled for, we
assumed problematic drinkers and infrequent drinkers
were equally represented.

In general, males at Dalhousie University experienced
more alcohol-related problems than their female
counterparts. These findings agree with those reported
by Kozicki who found that males experienced signifi-
cantly more drinking-related problems with their
friends, family, school, health or injury, and the law as
compared to females." Also, Berkowitz and Perkins
reported that a significantly higher percentage of males
as compared to females experienced violence or personal
injury, and negative social consequences as a result of
drinking."

Overall, students living on-campus reported the
highest number of alcohol-related problems. Highly
social, peer-oriented environments such as on-campus
residences reinforce “social normative beliefs” (beliefs
about peers’ expectations) which influence the students’
drinking patterns and alcohol-related behaviour
(p-61).!

Singer and Anglin reported that few adolescents who
abuse alcohol view themselves as having a problem
when being weated for other related problems or
injuries. Moreover, health-care professionals’ estimate of
the prevalence ol alcohol abuse among adolescents was
underestimated by more than fourfold when compared
to actual rates.'® Increased attention by health-care
professionals to the recognition and appropriate referral
of young adults who exhibit alcohol-related problems
are essential components to successful intervention.

Special programs, with peer-facilitated approaches,
should be designed 1o target students at risk for specilic
alcohol-related problems. The involvement of students
i the development, implementation, and evaluation
stages of a program is very essential for the success of
that program.'” However, any auempt to affect the
behaviour of students should be reinforced by campus
policies that are supportive of responsible use of
alcohol.™ According to the Gampus Alcohol Policies
and Education (CAPE) program piloted at the Univer-
sity of Western Ontario in 1986, campus policies should
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cover four major areas: a) management of licensed events
such as promotion of non-alcoholic drinks and food,
finding alternatives to drinking, and maintaining
entertainment after the bar closes; b) operation of
drinking facilities such as proper training of bar tenders
and servers, promotion of light alcohol drinks, and
prohibition of “doubles” or pitchers; ¢) pricing of
beverages such that prices would be related to the
alcohol content of a beverage; and d) availability of
alcohol on-campus such that it is forbidden to open new
drinking outlets on-campus or extend hours of opera-
tion of pubs and bars."
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Pap Screening in the Over 60 Year Old Female

Donald C. Brown,* MD, CCFP, ABFP, FCFP,

Halifax, N.S.

The standard of practice for Papanicolaou smear
screening for women over the age of 60 years has been to
discontinue screening if previous pap tests have been
negative, This critical review of the literature points out
that the burden of invasive cervical cancer lies with
elderly women, the majority of whom have never had a
pap test or whose pap test was 5 to 10 years previously.
Physicians should be aware of their older female
patients’ pap smear status and offer pap screening to
women over the age of 60 who have not been pap tested
or who have not had a pap smear in recent years.

The Walton Task Force and other authorities have
recommended that cervical cancer screening using the
Papanicolaou (pap) test be discontinued in a woman
after age 60 years provided that she has had a number of
negative pap smears before that time.! The objective of
this paper is to examine that recommendation in light of
epidemiological and other relevant and more recent
evidence in the literature.

TRENDS IN CERVICAL CANCER

The epidemiology of cancer of the cervix in Canada
between 1931 to 1984 indicates that the morality rate
rose from a low of 4.67 per 100,000 population in 1932 to
a high of 8.66 in 1952, then started to decline until 1970
when morbidity was 15.50 and mortality was 5.76.
Subsequently, both morbitity and mortality rates fell
until 1980 when morbidity was 10.11 and mortality was
2.83 per 100,000 population per year. By 1984, mortality
had fallen 10 2.66.2

In the Americas, reported age standardized morbidity
rates of cancer of the cervix now vary from a high of 35.7
in Sdo Paulo, Brazil, to 8.8 in Saskatchewan, with the
Maritime provinces at 15.6 per 100,000 population. Data
also show that the morbidity of blacks and hispanics is
twice that of non-hispanic whites in Los Angeles, with
Asian rates lowest of all. Connecticut’s rate is low at 8.4
and may be attributable to its longstanding screening
program while Utah has the lowest American rate at 7.5
per 100,000 population which may be related to its
significant Mormon population.?

THE VALUE OF SCREENING

One way to evaluate whether or not a pap smear
screening program is effective is to compare the
proportion of cervical cancer diagnosed in the cancer-in-

*Associate Professor, Department of Family Medicine, Dalhousie
University, Halifax, N.5.

Comespondence: Department of Family Medicine, 5599 Fenwick St.
Halifax, NS B3H 1R2
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situ (or CIN III) stage with the proportion diagnosed as
invasive Carcinoma.

In Nova Scotia from 1965 to 1978 inclusive, 1068
(33.5%) cases of invasive carcinoma of the cervix were
registered and 2139 (66.7%) cases of in-situ carcinoma of
the cervix were registered. Figure 1 shows how the
incidence of invasive cancer varied by county. The three
highest rates were seen in Cape Breton, Cumberland and
Digby counties; these counties also had the three lowest
pap screening rates of 25%, 33% and 46% respectively.

INCIDENCE PER 1000 WOMEN OVER AGE 20
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Fig. Incidence of invasive carcinoma of the cervix in eighteen counties
in Nova Scotia — 19656-1978. Solid line, actual incidence; broken line,
95% confidence interval; double solid line, mean incidence.

The province of British Columbia has operated a pap
smear screening program for over three decades. It has a
recall system that functions through family physicians
with gynecologists acting as consultants.*

By 1965, roughly a third of the population of women -
at risk had been screened yearly, and since the early 1970s
about 40% to 45% have been screened each year. An
increasing number of cases of CIN have been detected

DECEMBER 1990



over the decades, 1955-85. In 1985, 465,676 (44% of at-risk
women) were screened and 1420 cases of CIN were
detected for a rate of 133.6/100,000 screened.!

In British Columbia, the mean interval for screening
is two years. Despite this level of screening, an average of
65 new cases of invasive cancer is found annually. Over
the past ten years, of the invasive cancer diagnosed, 65%

were in women over age 50 and 75% had not had one pap

smear. Only 16% of the women 60 years of age and over
were screened. Between 1980 and 1985, 40% of new
invasive cases were in women over 65 years of age.!

The British Columbia figures show how mortality
and incidence rates for invasive cancer have fallen while
at the same time the rate for CIN rose. Evaluators of the
program have concluded that the reduction in morbidity
and mortality from invasive squamous cancer of the
cervix in British Columbia over the past 30 years is
directly attributable to the province-wide screening
program and that a large potential increase in invasive
cervical cancer rates among younger women is being
prevented. They state that, if morbidity and mortality
from cancer of the cervix is to be further reduced, the
proportion that never has had a cervical smear must be
reached and persuaded to participate in the screening
program.’

Comparative data from Denmark, Sweden, Finland,
Iceland and Norway support the conclusion that
screening has a significant effect on mortality from
cancer of the cervix. Only in Norway, where there was
no screening program, had there been no decrease in the
incidence of the disease.”

The relative risk of unscreened to screened women
having invasive cancer of the cervix varies considerable
depending upon the population studied. Lynge et al.
reported relative risks for cervical cancer for women who
had and who had not been screened over the past five to
10 years. They found relative risks of 2.7 in Toronto, 2.9
in Geneva, Switzerland, 3.7 in Milan, Italy, 7.7 in
Maribo County, Denmark and 9.9 in Cali, Columbia.®

Worth et al. reported how mortality rates in Canada
changed in relation to screening rates from 1960-72.
Female populations with a screening rate of less than 24
smears per 1000 women showed a 27.5 increase in
mortality rate per 100,000 population and women with
a screening rate over 250 per thousand had a 38.7
decrease in mortality rate® Their data clearly showed
that provinces with the highest screening rates had the
greatest decrease in mortality.

Graal et al. presented results of a population pap
screening program in the Netherlands from 1976-85.7
Their first screening yielded three to eight severe
dysplasias per 1000 with 74% attendance rate; in a second
screening three years later, the yield had fallen to 1.0 per
1000 smears and 67% attendance rate. A third screening
three years later yielded 0.7 severe dysplasias per 1000
smears and 63% attendance rate. All women in the age
range 35-54 years had been invited for a cervical smear;
they were also able to observe a decline in invasive cancer
in that age group.’
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PAP SCREENING IN OLDER WOMEN

Holmes and Hearne demonstrated a highly signifi-
cant positive relationship between advancing stage and
advancing age (p < 0.001).* They reported that cervical
cancer incidence rates rise steadily with increasing age
during adult life. This evidence provides a strong
argument for cancer screening in older populations
since more cases will be detected, with better cost
effectiveness, and early detection will result in better cure
and salvage rates.”

Mandelblatt and Hammond in a study of 205 patients,
37% of whom were over age 65, showed a strong linear
positive relationship between age and median interval
since prior pap smear (correlation coefficient r = .93).
Overall, 64% of the elderly women screened had either
never had a pap smear or had not had one within three
years.9 The prevalence rate of positive pap smears was 27
per 1000 for women 65 or older.

In a Maryland case-control study, Celentano et al.
reported that women with invasive cancer of the cervix
were less likely to have had a pap test than matched
controls, especially those over 60 years of age (p < 0.001).
In the over 65 age group, 55% of the cases had never had
a pap test while only 15% of the controls had never had
a pap test (p <0.001).1°

Ebeling and Nischan described the introduction of a
cervical cancer screening program in the German
Democratic Republic after conclusions were drawn from
two pilot studies. Ten years following the implementa-
tion of their program in Berlin, mortality rates for all
women were 37% lower, and for women aged 50-59, they
were 57% lower.!!

Mandelblatt and Fahs conducted a study in New York
ol the cost-effectiveness of a cervical cancer screening
program for infrequently screened elderly women
attending an urban municipal hospital clinic. The
results of pap testing were abnormal (malignant or pre-
malignant) in eleven of 816 (13.5%) women screened.
The early detection of cervical neoplasia saved §5907 and
3.7 years of life per 1000 pap tests. When average medical
costs per year of life extended by screening were
included, the program costs $2874 per year of life saved.?

In a 1984 Nova Scotia report, 80% of the women
diagnosed with invasive cancer of the cervix had never
had a pap smear.3 In Sweden, women who have never
been screened had a fourfold increased risk of having
invasive cancer of the cervix compared with women who
had one or more prior pap smears. In Sweden, 85% of the
women who had never had a pap smear were aged 60
years or more.? In the United States, screened elderly
women had two to three times more abnormal pap
smears than women under 65 years. [Forty percent of the
population accounted for 62% of the invasive cancer of
the cervix].?

CONCLUSION

Screening for cancer of the cervix has a particularly
important advantage over screening for many other
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malignant conditions; one can expect prevention of
invasive cancer of the cervix, not merely early diagnosis.
Coppleson and Brown have observed that the transition
time between stages of cervical abnormalities elapses
four times more rapidly in elderly women compared
with younger women." Previous recommendations to
cease pap screening after 60 years were based on low age-
specific conversation rates that were studied from British
Columbia in a relatively highly screened population in
which the elderly were under-represented.?

Women aged 65 and older account for 25% of the cases
of invasive cervical cancer and 42% of the deaths due to
cervical cancer in the United States." Epidemiologic
observations consistent with rapid disease progression in
the elderly yield estimates between three to nine years for
progression from normal cervical cells to advanced
cancer.'” The National Institutes of Health suggests that
a woman have two negative pap smears after age 60

belore screening can cease.'s Physicians must therefore
ensure that they know their older female patients’ pap
smear status prior to withholding screening.

It is evident from a number of sources and from this
review that older women who have never had a pap
smear must be encouraged to do so if we are to decrease
the death rate from cancer of the cervix. An editorial on
early detection of cancer in women puts this in context:
No woman should die from carcinoma of the cervix.
The means of preventing these deaths are available and
the key to the matter is early diagnosis by cytologic
methods. 7 o
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Current Topics in Community Health

Selected by: Dr. Lynn McIntyre
Department of Community Health & Epidemiology
Dalhousie University, Halifax N.S.

HEALTHY OUTCOMES: BEYOND THE RHETORIC

Drs. Richard Goldbloom and Robert Lawrence’s
recent book Preventing Disease: Beyond the Rhetoric
discusses that:!

“It has become fashionable among some health-
related organizations, communications media and
even government departments — to suggest that if
more money and effort were to be spent on disease
prevention and health promotion less would be
required for treatment, particularly “high-tech”
medical treatment. In fact, with the exception of a
few specific instances — newborn screening for
PKU and hypothyrodism, routine child immuni-
zation and smoking cessation are examples —
more preventive interventions can be shown to
incur additional costs rather than savings.?

Goldbloom and Lawrence also argue that poor quality
screening tests are not only costly but they can actually
lead 1o harm. The book presents a rigorous and
scientific review of numerous preventive manoeuvres in
clinical practice that truly does go “beyond the
rhetoric”.

The Report of the Nova Scotia Royal Commission on
Health Care: Towards a New Strategy presented five
guiding principles that it believed formed the basis of a
revitalized health care system.? One of the principles was
that health policies should be oriented to healthy
outcomes. The report also stressed the matching of
resources to local health need, and suggested that the
health status of Nova Scotians was poor compared with
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other provinces despite our high expenditures on health
care and particularly on institutional care.

The inevitable conclusions were that there should be
a shift of resources towards health promotion, preven-
tion and community-based care and that the province
needed a comprehensive health policy. The Report
argued that the objective of a health care system should
be to improve the health of its people. Evaluation of
health care activities was critical so that money could be
used efficiently and directed to areas where health status
would be improved. The emphasis of this reorientation
was on achieving healthy outcomes.

The Medical Society of Nova Scotia’s response to the
Report of the Royal Commission on Health Care began
with a discussion of healthy outcomes.! This guiding
principle was considered the most important of the five
(the other four principles included participation of
citizens, decentralization and regionalization, accounta-
bility, and matching resources to local health needs).
The Provincial Health Council was lauded as a policy-
setting body that would direct policies towards healthy
outcomes.

The Medical Society suggested that an outcome
orientation for the health care system would do much to
improve the health of Nova Scotians. It pointed to our
mortality statistics, our high incidence of accidents, of
smoking and obesity, and to our high disease rates in the
population. The Medical Society recommended that
health promotion target those with low levels of income
and limitations in education and address environmental
degradation as well as the usual lifestyle issues.

DECEMBER 1990



And now we have the Minister of Health & Fitness’
report, Health Strategy for the Nineties: Managing
Better Health.* The Minister's Implementation Com-
mittee, responsible for development of the document,
has reaffirmed that fundamental changes to the health
system are to be based on the guiding principles (except
for decentralization) outlined in the Report of the Royal
Commission on Health Care. The Health Strategy
presents a blueprint intended to achieve optimal health
outcomes, and more efficient management of health care
resources,

It is believed that healthy outcomes will be achieved
by adhering to five precepts which underlie the new
health strategy: accessibility to the full continuum of
care; an emphasis on primary health care; a health
system that is community-based, {lexible, and responsive
to users’ needs; comprehensive, integrated and coordi-
nated services and programmes; and the controlled
growth of expenditures.

The Health Goals, developed as a mandate of the
Provincial Health Council, will provide the global
vision to direct change. Outcomes which are sought
should be in concert with achieving health goals and
objectives. The review of the health professions, through
the development of a comprehensive human resource
plan, will require health outcome measures.

So we all agree: Healthy Outcomes are the way to
improved health and to better health management. The
difficulty begins when we try to use the Healthy
Outcomes orientation to plan and to act. Are Healthy
Outcomes goals, process indicators, or impact measures?
Do Healthy Outcomes refer to the prevention of
smoking and unwanted pregnancies in teenagers, to the
reduction of disability and premature death, or do
healthy outcomes imply that the work we do clinically
has the best achievable outcome using measurable
standards and within available resources?

The answer probably is that all of these are healthy
outcomes. The scope enlarges if we add environmental
preservation, economic development and social justice
to our list of outcomes. The task then becomes
overwhelming and beyond the reach of even the most
passionate public health ideologue. And that's when
healthy outcomes become rhetoric.

“Healthy Outcomes” need not be rhetoric, though.
We need to look for implementation strategies to
identily what outcomes are healthy, whose health
should be targetted, and what can be done to make
health achievable. This approach is helpful at the
individual, community, regional and provincial levels.

Certainly there 1s a role for optimizing the preventive
manoeuvres which are known to be effective and
efficient, It's a national wragedy that women continue 1o
die of cervical cancer because they haven't been PAP-
tested. Current stroke morbidity and mortality 1s
partially related to the non-detection of hypertension
and to poor compliance and management of hyperten-
sive patients. Missed opportunities exist every day in
physician offices to counsel patients on smoking
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cessation and to identify women who have been abused.
These examples suggest that we should enhance our
preventive and identification efforts in order to achieve
healthier outcomes.

The challenge for hospitals is to see that standards are
in place for the management of all admissions in terms
of physical care, communication and support and to
evaluate practices towards achieving the healthiest
outcomes possible for patients and their families. This
may be accomplished through program reviews in
institutions which address multi-disciplinary aspects of
care and through medical peer review.

The challenge to Nova Scotia physicians is to reorient
their practices towards healthier outcomes for their
patients and for the institutions in which they have
privileges. As role models in the community, they can
practice a healthy lifestyle and as a key influencing
group, they can advocate for healthy changes through-
out the province. o
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CANCER
PREVENTION

You Can Have A
Hand In It

The Canadian Cancer Society
recommends that you include
more vegetables from the
cabbage family in
your diet. These
include brussels
sprouts, broccoli
and cauli-flower.
These vegetables
may protect you
against the risk
of cancer.
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WOMEN (AND MEN) IN MEDICINE
Continued from page 175.

nany men stayed at home to mind the children while
the women went to the conference. Most frightening
however was that the female physicians presumed that
males were not interested in dialogue. Among their
ofessional difficulties, they listed a lack of understand-
ing of their problems they face, patient expectations, and

ven lack of physical facilities such as changing rooms
1 female physicians. Locker room lockout does not
cur only to female sports reporters. Females not

present in the changing rooms often miss pertinent
clinical discussions.

The CMA has approved the creation of an ad hoc
committee to assess the Association’s response to
womens’ health care issues and the needs of women
physicians. Both the Ontario and the Alberta Medical
Associations already have committees that deal with
women's issues. Dalhousie Medical School is to be
congratulated for sponsoring “Women in Medicine, a
Celebration”. Considering the issues, it seems a shame
that more men were not at the party. 0

JEOC.

DON'T USE YOUR HEAD

Use your seathelt

Over half of the deaths in car accidents
result from head injuries.

A message from your doctor and The Medical Society of Nova Scotia
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SENIOR MEMBERSHIP CITATIONS
THE MEDICAL SOCIETY OF NOVA SCOTIA

Dr. George Archibald Watson Angus

Dr. George Archibald of Yarmouth was born February
23, 1916 in Paisley, Scotland. He was educated locally and
in 1940 graduated from the University of Edinburgh with a
Bachelor of Medicine and Surgery. In 1945 he obtained his
Diploma in Psychological Medicine from the University of
London, England. At alater date he obtained the Degree of
membership in the Royal College of Psychiatrists of the
United Kingdom.

Following graduation from Edinburgh he did acompul-
sory year of Internship in Paisley and them served as a
Regimental Medical Officer with the 24th Field Regiment of
the Royal Artillery in the British Army. Onreturn tocivilian
life he then accepted a position as a tutor to the Professor of
Clinical Surgery at the Royal Infirmary of Edinburgh. After
a year he changed to the study of Psychiatry because,
primarily during his spell in the Forces, he had been im-
pressed by the quality of the psychiatric services in the
British Army. He undertook his psychiatric training first of
all in Inverness, Scotland, then in Canterbury, England and
then in 1946-47 a year of research study in Amsterdam in the
Netherlands. In succession he became Deputy Medical
Superintendent at a mental hospital in York, England and
them Director of the Medical Department of the British
Council in London, County Psychiatrist for the County of
Ayr, Scotland and in 1953 he moved to Western Australia
where he was eventually Medical Superintendent at the
Claremont Mental Hospital in Perth, Western Australia from
1954 to 1957.

In 1957 he came to Canada and took over the post of
Executive Director of the Western Nova Scotia Clinic cov-
ering Digby and Yarmouth counties. Subsequently he was
the sole psychiatristcovering Digby, Yarmouth and Shelburne
counties until 1977 and at that time he continued in practice
at the Yarmouth Regional Hospital with private offices in
Pubnico and Barrington. He is still in private practice as a
psychiatrist despite handicaps with diabetes and failing eye
sight.

In early years he served on the Yarmouth Regional
Hospital Board and also was a member of the Yarmouth
Rotary Club. In 1983 he was recipient of the Citizen of the
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Year Award given by the Yarmouth Lions Club.

Being a bachelor, during these 50 years in practice, his
kindness and generosity to people cannot be over stressed.
His financial aid to young adults helped many to obtain
University Degrees and similarly, to many destitute people
it meant not losing their homes or not going hungry.

One of his favorite sayings is of how he made his will:
“T'have nothing,  owe much, and the rest I give to the poor”,

Dr. Shelagh M.T. Leahey
Representing Western Branch Society

Dr. Arthur Howard Shears

Dr. Arthur Shears is a native of Glace Bay, Nova Scotia,
educated at Acadia and Dalhousie University where he
received his M.D., CM. in 1950. He did general and
industrial medical practice in the busy mining town of Glace
Bay for a few years. He then specialized in Physical
Medicine and Rehabilitation. He was the pioneer who
established the speciality of Physical Medicine and Reha-
bilitation in the Atlantic Province. He has been instrumental
in the establishment of the Nova Scotia Rehab Centre. He
also founded the school of physiotherapy at Dalhousie
University in 1963. He was Medical Director of that School
from 1963 to 1975. He has done excellent clinical and
teaching work at Dalhousie for more than a quarter of a
century.

He has been a member of The Medical Society of Nova
Scotia since 1950. He has actively worked for The Society
over the years. He was chairman of the Standing Committee
on Rehabilitation of The Medical Society of Nova Scotia for
several years during the 1950’s and 1960’s. He was chair-
man of The Medical Society of Nova Scotia Workers’
Compensation Board liaison committee for several years in
1950’s and 1960’s. Dr. Shears has also been a member for
the general council of the Canadian Medical Association
between 1977 and 1986. He was chairman and member of
the Allied Health Disciplines Committes of The Medical
Society of Nova Scotia since 1981. He is also a member of
the CM A Committee on Health Disciplines. In 1984, he was
chairman of the Task Force on Health Resource Allocation
of The Medical Society of Nova Scotia. Since 1986, to
present time, he is chairman of the Task Force of Allied
Health for personnel legislation in this province.

In summary, Dr. Shears has been an outstanding mem-
berof The Medical Society of Nova Scotia working tiredlessly
for more than a quarter of a century in the area of teaching,
patientcare, administration and the activities of The Medical
Society of Nova Scotia.

Dr. Doug C.S. Brown, President
Halifax Branch Medical Society
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Dr. Gordon Waddell Thomas

The medical career of Dr. Gordon Thomas began at
McGill but reached fruition in the operating rooms and
classrooms of Eastern Canada. In fact, apart from wartime
service, periods of postgraduate training that took him as far
away as Sweden, and a brief stint as a teacher in Toronto, his
entire career was spentas asurgeon and teacher in Newfound-
land and Nova Scotia,

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

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

His teaching career began in 1961, when he was ap-
pointed a teaching fellow in cardiovascular surgery at the
University of Toronto. He returned to Newfoundland in
1962, and began a lengthy association with Dalhousie Uni-
versity in Halifax, Nova Scotia, in 1966-67, when he held the
appointmentof clinical assistant to paediatric surgery. From
1968 to 1979 he was a lecturer in Dalhousie’s Medical
School for Outpost Nursing, Dr. Thomas was also well
known to medical students at Memorial University in St.
John’s, Newfoundland, where he was a clinical professor of
surgery from 1972 to 1979. He is currently a staff surgeon
atNova Scotia’s Inverness Consolidated Memorial Hospital
and a consulting surgeon at Sacret Heart Hospital in Chet-
icamp, Nova Scotia.

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

The authors of numerous papers, mainly on surgery for
pulmonary tuberculosis in CMAJ and the New England
Journal of Medicine, and of a book From Sled to Satellite,
Dr. Thomas has received numerous honours and awards. He
was appointed an officer of the Order of Canadain 1970, and
the high esteem in which he is held by the medical profession
was shown when he received the Canadian Medical Asso-
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ciation’s F.N.G. Starr Award, which is presented for an
“outstanding contribution” to science, fine arts or nonmedi-
cal literature or for, among other things, improving medical
service in Canada. He has also been awarded honorary
degrees by Memorial and Dalhousie universities and re-
ceived the Royal Bank Award in 1977.

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

Dr. Ken R. Murray, President
Inverness/Victoria Branch Society

Dr. Robert Gordon Wright

Dr. Robert Gordon Wright has provided very signifi-
cant services to the area, continuously, for over fifty years.

Much of his youth was spent in Cape Breton, Here he
developed a keen interest and high level of expertise in
fishing and hunting. After High School in Inverness, he
completed Pre Medical training at Acadia University and
entered Dalhousie Medical School, graduating in 1940,

In that year he established practice in Noel. This was
still the era of acute hardship fo those attempting to deliver
up to date medical care in areas remote from sophisticated
medical facilities. Transport was an acute problem both for
the physician and for the patients. The road remained
blocked by snow during the winter and by mud in the spring.
It was difficult to access the sick and to evacuate the
critically ill.

Dr. Wright met these challenges not only with dedica-
tion but also with a high level of innovation. Stories still
abound in the area of the incidences of illness and accidents
requiring extraordinary efforts of transportation. For ex-
ample this included a propeller driven snow machine which
long preceded the common snowmobile of recent years.

After two years of strenuous hardship in Noel, Dr.
Wright moved to Elmsdale. Here he established a large
practice where he still continues to work. Over the years he
appreciated the necessity of recreational break and of the
necessity to share the load. After many years of unrelieved
“solo practice” he foresaw the extensive future development
of the area and became instrumental in the establishment of
the Elmsdale Medical Centre, now a facility of six family
physicians serving the area.

Dr. Wright has many interests outside of medicine. He
was very active for many years in community and church
affairs. As alluded to, he is an avid sportsman, enjoying
hunting and being an expert fly fisherman. He has enjoyed
recreational flying and owned his own plane for years. He
enjoyed camping with the family in his locally made inno-
vative travel trailer years before trailers were commonly
available. He enjoys gardening, bridge, golf and travel.
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Dr. Wright is married and he and Rita have shared many
of the responsibilities of practice, especially during those
years when the practice was in the home and problems had
to be dealt with when “the doctor” was out on calls or at the
hospital. They have four children and nine grandchildren.
They recently enjoyed a family reunion attended by all their
children and grandchildren on the occasion of their fiftieth
wedding anniversary. The time also coincided with the
completion of fifty years of medical practice.

Dr. Graham A. Corbett
President, Colchester East Hants Branch Society

SENIOR MEMBERSHIP CITATIONS
THE CANADIAN MEDICAL ASSOCIATION

Dr. Neil Kenneth MacLennan

Obstetrician and gynaecologist Dr. Neil MacLennan
was born May 21, 1923, in St. Peters, Nova Scotia. He
obtained his Bachelor of Arts degree from Mount Allison
University in 1944 and his medical degree from Dalhousie
University, four years later. In 1952, he was awarded a
fellowship in obstetrics and gynaecology from the Royal
College of Physicians and Surgeons of Canada.

Now a resident of Marion Bridge, Nova Scotia, Dr.
MacLennan has practices obstetrics and gynaecology in
Sydney since 1952. His medical obligations have included
terms as President of Staff at City Hospital as well as St. Rita
Hospital, where he also served as chief of staff. Dr.MacLen-
nan currently holds an appointment as alecturer at Dalhousie
University in Halifax.

Over the years, in addition to a considerable medical
practice, Dr. MacLennan has shouldered a host of responsi-
bilities within his community, He had a hand in directing the
affairs of University College, Cape Breton, during a five-
year tenure as chairman of the institution’s Board of Gover-
nors. He contributed to the work of the Young Men’s
Christian Association, as well as the Victorian Order of
Nurses, as a member of their respective Board of Directors.
For a nine-year period, he sat as a member of the Health
Services and Insurance Commission. Dr. MacLennan also
spent four years a a member of the Royal College of
Physicians and Surgeons of Canada council, in addition to
tackling the presidency of both the Sydney Rotary Club and
the Clan MacLennan, Atlantic Region.

Dr. MacLennan and his wife, Freda, have ten children.
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Dr. Harold Burgess Sabean

Now retired and living in Truro, Nova Scotia, Dr.
Harold Burgess Sabean (better known as “B” to his friends
and colleagues) can look back on a career as amember of an
elite corps of Canadian pioneers — those medical profes-
sionals who had the vision, courage, and endurance to
provide the medical services so vital in the 50’s to Canada’s
isolated northern communities.

Bom in Digby, Nova Scotia in 1924, Dr. Sabean re-
ceived his early education Riverdale, as well as the commu-
nities of New Tusket and Weymouth. His first foray into the
world was as a school teacher on Seal Island, where he
developed an interest in marine communications. He subse-
quently joined the Radio Division of the Department of
Transport, working in communications and spending four
of the next six years in isolated outposts of the Hudson’s Bay
Strait area.

An interest in the health problems of the Inuits led him
to enroll in Dalhousie University’s medical program in the
fall of 1949, from whence he graduated in 1956 with Doctor
of Medicine and Master of Surgery degrees, as well as the
University Gold Medal of Medicine. He accepted a posting
as a medical officer with the Department of Health and
Welfare, spending one winter on the active medical staff of
Hamilton’s Mountain Sanatorium (home of the largest single
Inuit community in Eastern Canada) and two years as
resident physician and medical officer for the Eastern Arctic
atPangnirtung’s St. Luke’s Hospital, Baffin Island. Usually
travelling by dog team, boat or airplane, he visited all of the
Eastern Arctic communities, immunizing inhabitants, pro-
viding general health care treatments, and giving physical
and radiological examinations,

Dr. Sabean returned to Halifax in 1959 to pursue post-
graduate studies in diagnostic radiology at the Victoria
General Hospital. From there, he went to the Armed Forces
Institute of Pathology in Washington, D.C. for a year of
further study. He returned to Canada in 1963 to join the
medical staff at the Halifax Infirmary, accepting a simulta-
neous teaching appointment with the Faculty of Medicine at
Dalhousie University where, in 1967, he was head Head of
the Department of Diagnostic Radiology. By 1974 Dr.
Sabean was on the move again, this time joining the active
medical staff at Colchester Regional Hospital in Truro.

With retirement from active practice in 1987, Dr.
Sabean turned his attention to his many hobbies — amateur
radio, reading, photography and computers — and his vol-
unteer work with the Canadian Cancer Society’s CANSUR-
MOUNT program. He still speaks Inuit — he put together
an Inuit/English grammar during his early northern commu-
nications posting — and still hears from many of his Inuit
friends.
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1990 CONVOCATION
DALHOUSIE UNIVERSITY
FACULTY OF MEDICINE

'he Dalhousie University Faculty of Medicine
Convocation was held on May 18, 1990, when 90 M.D.
degrees were conferred [included one granted by
Memorial University, St. John's, Newfoundland]. By
place of residence, the 89 Dalhousie University graduates
were from: Nova Scotia — 61; New Brunswick — 16;
Prince Edward Island — 3; Ontario — 5; Québec — 3;
and Sao Paulo, Brazil — 1.

Dr. Simon Jackson receiving the Dr. C.B. Stewart Medal from
President Howard C. Clark.

Dr. Agnes Bishop addressing Convocation.
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Dr. Simon Douglas Jackson, Sydney River, N.S., was
awarded the Dr. C. B. Stewart Medal for the student with
the highest standing in the regular medical course. An
honorary degree was conferred on Dr. Agnes Joyce
Bishop (Dal. '64), Professor and Head, Department of
Paediatrics & Child Health, University of Manitoba,
Winnipeg, who also delivered the Convocation Address.

Dr. William Wrixon receiving the Professor of the Year award.

Dr. William Wrixon, Professor of Obstetrics and
Gynecology, Dalhousie University, was once again
named Professor of the Year by the graduating class.
This award, which is a trophy in the form of a small
shovel with an inscribed silver blade, was presented
during the Convocation exercises. O

OBITUARIES

Dr. Noel J. Jackson, (71) of West Middle Sable,
Shelburne County died October 19, 1990. He graduated
from Durham University in England receiving his
medical degree. He joined the RAF for the duration of
the Second World War, holding the rank of Flight
Lieutenant. He also flew with the Eagle Squadron in the
post war years. He was awarded the Queens Commenda-
tion for Bravery in 1958 for a rescue at sea. He is survived
by his wife, two daughters, a son and a brother and
sister. The Journal wishes to extend sincere sympathy to
the wife and family.

Dr, Margaret E. B. Gosse, (87), of Halifax, N.S. died
Monday October 22, 1990. Born in Montreal, she
graduated from McGill University. She was associated
with the Royal Victoria Hospital for several years. She
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married Dr. Norman Gosse in 1940. She was the editor
of The Nova Scotia Medical Bulletin from 1946 to 1949.
In 1982 the University of Kings College bestowed on her
an Honorary Doctorate of Civil Laws Degree. She is
survived by her sister-in-law, two stepsons, and a niece,
to whom the Journal extends sincere sympathy.

Dr. William E. Pollett, (83) of Halifax, N.S. died
October 27, 1990. He graduated in medicine from
Dalhousie University in 1934. He did post graduate
work in Edinburgh, Scotland, receiving his FRCS (Ed.)
in 1943. During the Second World War he was a surgeon
in the British Army, holding the rank of Major. He was
the past president of the Childrens Hospital and Halifax
Medical Society. He was the editor of The Nova Scotia
Medical Bulletin from 1961 1o 1963. He was elected 1o
senior membership of the Canadian Medical Association
in 1979. He is survived by a son, two daughters, two
sisters and two brothers. The Journal wishes to extend
its deepest sympathy to the family.

Dr. Peter D. Ferguson, (75), of Dartmouth, N.S. died
November 3, 1990. Born in Cleveland, Richmond
County, He was the son of the late Mr. and Mrs.
Alexander H. Ferguson. He was the retired chief of
medicine at the Nova Scotia Hospital. He was a medical
officer during the Second World War, serving with the
Lake Superior Regiment. He is survived by his wife and
three sons. The Journal expresses sincere sympathy to
his family.

Dr. William A. Taylor, (69) of Bridgewater died
November 11, 1990. He had a long career in medicine,
staring at Glasgow University, in Scotland. He was
appointed Provincial Pathologist, Professor of Pathol-
ogy at Dalhousie University and Head of the Pathology
institute. He was influencial in introducing the
Breathalyser in Nova Scotia. He retired in 1983. He is
survived by his wife, a daughter, four sons, and 12
grandchildren. The Journal wishes to express sincere
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