










































































EXISTING

PROPOSED

Section 11.6.2 of the By-Laws contains an error as presented to the Annual Meeting of 1988 and

requires amendment:

11.6.2 He shall, with approval of the Executive
Committee, appoint three advisors to form a Fi-
nance Committee, which Committee shall also act
as a Budget Committee. He shall, at every Annual
Meeting, or more often if required by the President,
present his accounts with the vouchers duly au-
dited and signed by the auditors. At the end of his
term of office he shall hand his accounts to his
successor or the President of the Society together
with the money, books and other property belong-
ing to the Society.

11.6.2 He shall, with approval of the Executive
Committee, appoint four voting members to form
a Finance Committee, which Committee shall also
act as a Budget Committee. He shall, at every
Annual Meeting, or more often if required by the
President, present his accounts with the vouchers
duly audited and signed by the auditors. Atthe end
of his term of office he shall hand his accounts to
his successor and the President of the Society to-
gether with the money, books and other property
belonging to the Society.

Section 12.2 of the By-Laws need to be amended to read:

12.2  Appointment of Statutory Committees:
Statutory Committees shall be:
The Nominating Committee
The Executive Committee
The Finance Committee

12.2  Statutory Committees shall be:
The Nominating Committee
The Executive Committee
The Finance Committee
The Officers' Committee

Section 12.3.2.2 of the By-Laws should be re-worded for consistency and clarification:

12.3 The Nominating Committee

12.32.2 The Nominating Committee shall 12.3.2.2 Thereportof the Nominating Commit-
make known the names of the proposed Officers of tee shall be published in "The Journal" notless than
The Medical Society of Nova Scotia to the Medical four weeks prior to the Annual Meeting.

Society at least four weeks prior to their official

presentation at the Annual Meeting.



EXISTING

11
PROPOSED

Section 12.3.3.2 of the By-Laws should be rewritten and relocated, the following amendment is

proposed:

12.33.2 The Nominating Committee and
Branch Societies shall adopt the principle that
members of the Executive Committee shall be
elected annually, but shall not hold office for more
than three consecutive years. Following a three-
year consecutive term no member shall be eligible
for nomination until at least one year has elapsed.

12.4.9 The Executive Committee shall be respon-
sible for the appointment of the appointed officials,
shall designate their responsibilities and fix their
salaries.

12410 Members of the Executive Committee
shall be reimbursed on a basis to be determined by
the Committee for their legitimate travelling ex-
penses incurred in attending meetings of the Ex-
ecutive Committee other than those held in con-
junction with the Annual Meeting of the Society.

RECOMMENDATIONS:

12.3.3.2 Branch Representatives to the Execu-
tive Committee, and their alternates, shall be nomi-
nated annually. No member shall be nominated to
the Executive Committee in either capacity for
more than three years consecutively. After an ab-
sence of one year such a member will again be
eligible for nomination.

12.4.9 The Executive Committee shall include in
the agenda of its next scheduled meeting, any
matter brought before it by the chairman of any
section of the Society, or his appointed delegate,
provided that a written request to do so be pre-
sented to the Executive Director no less than five
days prior to the meeting. The requestshall include
the nature of the subject for discussion. A Section
may similarly be represented at any special meet-
ing of the Executive Committee provided that the
subject matter is consistent with the agenda for the
special meeting.

Renumber 12.4.10

Renumber 12.4.11

1. THAT the proposed amendments be adopted."

2. THAT all existing By-Laws be repealed, and a new set of By-Laws be adopted, incorporat-

ing these changes."
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publishing of the list, one further pharmacy has
identified itself as tobacco-free. The current figure is 6 of
85 or 7.1% truly tobacco-free pharmacies.

The situation in Hamilton is similar to that in
Ottawa. Of 90 pharmacies, 23 do not sell tobacco, and
eight do not but are inside stores which do. Of the
remaining 59 pharmacies, 11 have plans to stop the sale
of tobacco products. Truly tobacco-free pharmacies
make up 25.5% of the total in Hamilton.

DISCUSSION

Of the three cities which have been well studied, the
Halifax-Dartmouth area has by far the poorest record
with regard to tobacco sales in pharmacies. Ottawa and
Hamilton have a three to four times higher rate of
tobacco-free pharmacies. The pharmaceutical profession
of Nova Scotia should be taken to task for failure to
actively work toward ending tobacco sales in pharma-
cies, a goal which claims to support (Personal Com-
munication: Gerald B. Locke, Registrar-Inspector, Nova
Scotia Pharmaceutical Association, 18 January 1990).

All pharmacists do not agree with the elimination of
tobacco sales. A letter in the January 1990 issue of CPJ
claimed that a small pharmacy made a net profit of
$10,000 from tobacco sales, making it the third most
profitable product sold. The author stated, however, that
he often counsels his customers about the evils of
smoking.® The major drugstore chain in Canada is
Shoppers Drug Mart. Imasco Corporation owns both
Shoppers Drug Mart and Imperial Tobacco. Pharma-
cists working for Imasco may not be in a position to
influence policies on tobacco sales.

The Canadian Pharmaceutical Association claims to
support the idea of pharmacies dropping tobacco sales.”
The professional bodies of pharmacists across the
country seem to be in considerable disagreement about
the stand they should take. In Nova Scotia, the
Pharmaceutical Society feels that each person has the
right to freedom of choice.® However, in Alberta, the
Pharmaceutical Association questions whether. “As
professionals whose main job description is to assist, aid
and promote well-being, good health and public
education with regard to the optimal use of drugs, can
we continue to sell tobacco products?” They go so far as
to suggest that pharmacists may be breaking their own
code of ethics, which states that, “A pharmacist shall not
lend his support or his name to the promotion or
exploitation of objectionable or unworthy products”.?
These authors estimate that 20% of Alberta pharmacies
are already tobacco-free.

The Alberta Pharmaceutical Association has indi-
cated that they may support the adoption of provincial
legislation to eliminate the sale of tobacco in pharmacies
(Personal Communication: O. Kochan, Deputy Regis-
trar, The Alberta Pharmaceutical Association, 18
January 1990). It is the view of Physicians for a Smoke-
Free Canada that legislation is necessary to achieve the
goal of tobacco-free pharmacies. Since many individual
pharmacists favor the elimination of tobacco sales, they
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should pressure their regulatory bodies to propose such
a change in licensing requirements. This could be done
either through legislation or by regulation, depending
on the provincial situation. Many years of proposing
that pharmacies voluntarily give up selling a very
lucrative product have led 1o very little progress. Imasco
is unlikely to permit Shoppers Drug Mart, the industry
leader, to voluntarily give up the sale of its products.
The sale of tobacco in pharmacies gives these
products false legitimacy by associating them with
prescription drugs. Physicians should direct their
patients to pharmacies which do not sell tobacco, and
should inform pharmacies which continue to sell
tobacco what they are doing and why. If there are no
tobacco-free pharmacies in a town, the pharmacists
should be approached and advised that the ones which
go tobacco-free will be recommended by local physi-
cians. Prescription pads are available from the Medical
Society of Nova Scotia which include a message advising
patients to patronize tobacco-free pharmacies. ]
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Hospitalization of Mental Disorders in Nova Scotia
TRENDS AND COMPARISONS
Alex Richman,* MD, MPH, FRCP(C)

Halifax, N.S.

The advances of psychiatry over the past decades has
reduced institutionalization. Psychiatric care is more
often delivered in regional hospitals and in community
settings. This paper examines the extent to which these
changes have affected Nova Scotia. Using data from the
Nova Scotia Department of Health and Fitness and
Statistics Canada, mental disorder admission rates and
bed utilization for Nova Scotia are compared for the
years 1971 and 1986 and against Canada as a whole.
While Nova Scotia used less mental hospital beds in
1986 compared to the earlier period, the province persists
in emphasizing the mental hospital alternative com-
pared to the rest of Canada.

Psychiatry has changed markedly in recent years.
Treatment is more effective, hospital conditions have
improved and lengths of stay have shortened. The
empbhasis has shifted from isolated mental hospitals to
services in the local community. In all pars of the
world, treatment is moving to regional general hospi-
tals, community clinics and private pratice. The purpose
of this study is to examine the extent to which these
changes have affected Nova Scotia.

METHOD

This paper considers changes in hospital care in Nova
Scotia between 1971 and 1986, and compares the 1986
Nova Scotia data with national data (8 provinces). The
data come from the Nova Scotia Department of Health
and Fitness and from Statistics Canada. Hospital data
include mental hospitals and general hospitals (both
psychiatric units and non-specialized or scatter-beds).
Mental disorders are those covered by Chapter V of the
International Classification of Diseases, Chapter V
includes functional psychoses (mainly schizophrenia
and affective psychoses), alcohol and drug disorders,
mental retardation, organic psychoses and non-
psychotic disorders (mainly neuroses and personality
disorders).

Mental hospital services range from short-term
intensive treatment to long term care, shelter and
asylum. Canadian Provinces differ in the extent to
which they care for the long-term mentally disabled in
mental hospitals, homes for special care or regional

*Prolessor, Departments of Psychiatry and of Community Health and
Epidemiology, Dalhousie Univeristy

Correspondence: Department of Community Health and Epidemiol-
ogy, Faculty of Medicine, Dalhousie University, 5849 University Ave.,
Halifax, N.S. B3H 4H7
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community support settings. This paper focuses on
short and medium-stay mental hospital patients with
lengths of stay under one year. The rates are based on the
Census populations for 1971 and 1986.

RESULTS

Table 1 presents hospitalization rates for mental
disorders for Nova Scotia for 1971 and 1985 and then
compares the ratio of rates for 1986 versus 1971. This
information is then compared with Canadian mental
disorder hospitalization rates in 1986 and against the
ratio of Nova Scotia to Canadian rates for that year.

TABLE 1
HOSPITALIZATION OF MENTAL DISORDERS

NOVA SCOTIA 1971, 1986; CANADA 1986
ADMISSION RATES, BED USE RATES

— Nowva Scotia — — 1986 —
1986,/ N§/
1971 Canada
1971 1986 %) Can, (%}
Admission rate per 18,000:

All hospitals 893 B2 100% 745 1215
Mental hospitals 437 305 0 152 bl |
General hospitals 455 586 129 il L
Functional psychoses n7 mn 115 268 108
Non-psychotic 42 872 L 281 133

Mental hospials
Functional psychoses 130 109 8 (4] 171
Non-psychotic 126 103 8l n 276

Bed use per 100,000

(under one year stay)

All hospitals ™ 55 75 47 116
Mental hospitals 58 30 52 17 181
General hospitals 16 25 158 11 B0
Functional psychoses 30 2% B 24 105
Non-psychatic H 19 8 14 134

Mental hospitals
Functional psychoses 5 2] 58 1o 47
Nom-psychotic 15 10 63 4 250

Note: Canada excludes Manitoba and New Brunswick

Nova Scotia trends — 1986 vs 1971

For all diagnoses, mental hospital admission rates
decreased and general hospital rates increased but the
overall admission rate remained the same. The admis-
sion rate for non-psychotic disorders decréased 12% and
the admission rate for functional psychoses increased
15%.

Total bed use (under one year) decreased by 25%.
Mental hospital bed use decreased by one half while
general hospital bed use increased over one half. This is
well illustrated by Figure 1.
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Nova Scotia 1986 vs 1971

Admission rates and bed use rates
1986 as percentage of 1971 rates
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Nova Scotia and Canada 1986
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Figure 1 Figure 3
MENTAL HOSPITAL BED USE
CANADIANPROVINGES, 196396 DISCUSSION
ot s S e i Over a 15 year period Nova Scotia shows less use of
Sedsper 0 10 20 30 mental hospitals and a greater use of general hospitals,
e S yet Nova Scotia still has the highest rates for mental
e _J*  hospital use in Canada. These mental hospital rates are
ol 2 high not just for major mental disorders (the functional
T psychoses) but for non-psychotic disorders and for
QUEp %
children.
T These comparisons show that Nova Scotia persists in
ATAlT emphasizing mental hospitals. In 1986 Nova Scotia had
pei :‘;;':‘h:;‘s’;i' 113 mental hospital beds more than the Canadian
average (13/100,000 x 873,180). Without using any new
goy money, reallocation of the personnel resources attached
saskn[ 3] |s to these 113 mental hospital beds would regionalize

Nate: 198386 data not available for Manitoba, New Brunswick.

Figure 2

Comparison of Nova Scotia with Canada

Despite the major shifts in hospital use between 1971
and 1986, Nova Scotia maintains its emphasis on mental
hospitals. For the three year period 1983-86, Nova Scotia
had the highest use of mental hospitals (under one year
stay) in Canada (Fig. 2). Nova Scotia has the highest
Canadian mental hospital bed use rate for children, a
rate of 10.5 beds per 100,000 population, ten times
higher than the Canadian average.

During 1986 mental hospital admission rates in Nova
Scotia were 231% of the national average (Fig. 3). Mental
hospital admission rates for non-psychotic disorders
were even higher, 276% of the national average. Nova
Scotia bed use shows the same emphasis on mental
hospitals, 81% above the national average. General
hospital bed use was 20% below the national average.
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services throughout the province, expand general
hospital psychiatry and extend community support
programs for the mentally disabled. With this realloca-
tion Nova Scotia would then be following the general
Canadian trends for reducing the emphasis on mental
hospitals. O
References
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On March 30, 1787, Wolfgang Amadeus Mozart (1756-
1791) wrote (in English) in a Brother Freemason's book:
“Patience and tranquility of mind contribute more
to cure our distempers than the whole of

medicine.”

OCTOBER 1990



Mental Health Problems of Immigrants and Refugees

Rita Kamra,* BSc

Halifax, N.S.

In recent years, Canada has become a major recipient
of immigrants and refugees from around the world.
However, Canada’s role does not end with the arrival of
its newcomers; it has the responsibility to provide for the
care and well-being of new citizens so that they can
become well-adjusted and productive members of
society. This paper presents theories about the relation-
ship between immigration and mental health, and
discusses some of the unique problems and stresses
experienced by migrant peoples. Several groups with a
particularly high risk of mental health problems are
identified, and suggestions for improving mental health
care are proposed.

More than 100 years ago, in the 1840s, physicians
noted an association between mental disorder and
immigration.! This recognition stemmed from the
observations of superintendents of the insane asylums in
the United States. Many explanations for this purported
association were proposed, including the suggestion
that migration attracts mainly the destitute and
incompetent of society, and that hard conditions of life
faced by imigrants were to blame.!

It remains unclear whether or not migrant popula-
tions exhibit a higher rate of mental disorder than the
population of the host country. Certain studies carried
out in the United States have shown a higher incidence
of hospitalization among immigrants when compared
with the indigenous population,? yet some Canadian
studies have demonstrated the opposite.! ##%

Other studies suggest that there may be a certain time
period after arrival in the country of resettlement during
which the immigrant or refugee is at an increased risk of
developing depression and other disorders. It is
generally accepted that this period does not begin
immediately upon arrival in the new country, yet there
is debate about when this period does occur. Some
studies claim two or three months after arrival,s some

**Studies that use hospitalization statistics must always be interpreted
with caution because these data merely quantify the population being
admitted 1o hospital, presumably alter having sought some help
within the range of available services. This does not necessarily reflect
the true occurrence of mental disorders in the population as many
people with disorders may not have access to mental health care
facilities, or may avoid this form of care for various reasons discussed
later in this paper.

*Third Year Medical Student, Dalhousie Medical School, Halifax,
N.S.
Correspondence: 1588 Cambridge St., Halifax, N.S. BSH 4A6
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. state ten to twelve months later,% and still others suggest

that the vulnerable period occurs during the second year
after resettlement.” Although still under some dispute, it
seems reasonable that immigrants could be at an
increased risk of mental health problems because of the
major life changes, adjustments and stresses that this
segment of the population must undergo before, during,
and after the process of resettlement. Refugees, who may
be regarded as a “subset” or special category of
immigrants, have all the concerns of other immigrant
classes plus their own unique needs due to the often
highly stressful and traumatic events experienced in the
lands they fled.

STRESSES PLACED ON IMMIGRANTS

The types of stress faced by immigrants may be
classified into pre-migration and post-migration stress,
Pre-migration stress is that associated with the actual
process of uprooting oneself from familiar surroundings
and the fear of the unknown in the adopted country.
These may include events such a making preparations
for leaving the old country, separation from family and
loved ones, and awaiting visas which for refugees could
mean an indefinite waiting period under harsh condi-
tions in a strange third country. For example, recent
Soviet Jewish immigrants to Toronto spent from one to
twelve months in Ttaly waiting for Canadian visas to be
issued.

Post-migration stress occurs during the period of
resettlement and acculturation in the new country, and
is associated with problems the immigrant faces such as
finding a job and a place to live. Two of the more
devastating factors which contribute to post-migration
stress are unemployment and economic deprivation.?
Immigrants and refugees are particularly affected by
these stresses because, as newcomers, they have the least
tenure, Lack of employment not only means diminished
financial security, but often necessitates family reloca-
tions or separations, or other family members having to
enter the workforce to support the family. It is not
uncommon for these newest citizens to experience a
lowering of relative socioeconomic status from the level
enjoyed in the old country. People who are trained as
professionals may find that the only jobs available to
them in the new country are in semi-skilled or even
unskilled labour, such as planting crops, washing dishes
or driving a taxi. This loss of status may lead to loss of
confidence and self-esteem, causing great stress for the
immigrant. Additional worry is created if the immigrant
or refugee has come with the idea of quickly amassing
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enough money to be able to sponsor for immigration
other family members in the country of origin.
Financial deprivation can cause inordinate delay in
achieving the goal of family reunion and lead to
increased post-migration stress.

Other post-migration stresses include those associated
with language difficulties and adjusting to the new
culture.! The new immigrant faces the enormous task
of learning the values of a foreign culture, adjusting to
the new climate (many have never seen snow before, let
alone experienced a harsh winter like those in Canada),
absorbing the new language while witnessing the
deterioration of the mother tongue, building up a
network of friends and acquaintances, and in general
working towards the goal of becoming an accepted,
productive member of the new society. Any one of these
stresses is hard enough to cope with separately, but the
immigrant must deal with these aggravations simul-
taneously and present a brave front to the society at the
same time. Not infrequently, officials in the new country
are ignorant of the problems faced by immigrants, and
of the differences between the cultures of the immi-
grant’s country and the new country. They can often be
insensitive in dealing with migrant populations.!? It is
not surprising then that migration is accompanied by
feelings of loneliness, lack of a sense of belonging,
insecurity and loss of self-identity, '

SPECIAL NEEDS GROUPS

In 1989, the Canadian Task Force on Mental Health
Issues of Immigrants and Refugees recognized several
special needs groups, including children and youth,
women, seniors, and victims of catastrophic stress. These
groups are deemed to have special needs which require
extraordinary attention. This is because they suffer
marked stress, and thus have a particularly high risk for
developing mental health problems. Since they tend to
lack clout in society, the probability of meeting their
needs is low.!! :

PROBLEMS FACED BY REFUGEES

It is generally accepted that post-migration stresses
have a greater effect on the mental health of migrant
populations than do pre-migration stresses. The noted
exception to this rule is the case of refugees who have
experienced traumatic events before emigration from
their homeland.® Refugees are probably one group of
immigrants who undergo more pre-migration stress
than any other group of migrant peoples, and must
often leave their homeland with little or no preparation.
Many have been incarcerated in concentration camps
and have experienced deprivation of food and water,
lack of shelter and ill health. Refugees have often
suffered imprisonment, social isolation or solitary
confinement, torture, war, reeducation programmes and
“brainwashing”’, violent sexual abuse, and being
kidnapped or abandoned. Many have witnessed murder,
torture or death of family members and loved ones.!2
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These and other serious traumas predispose the
individual to a condition known as post traumatic stress
disorder."® This disorder involves “reliving” the event
through painful, intrusive recollections or nightmares
lasting from several minutes to several days. Episodes are
often triggered by situations that remind the person of
the traumatic experience, for example, an anniversary of
incarceration. The afflicted individuals may feel guilty
about having survived the ordeal when others around
them did not. They may experience a kind of “numb-
ing” to disengage themselves from the painful memo-
ries. This behaviour manifests itself as emotional
flatness, a decreased ability to feel pleasure for day-to-day
activities, and diminished interest in other people. Sleep
disturbances, sudden outbursts of rage and difficulty
concentrating are associated with the condition. Anxiety
and depression often occur concomitantly with the
disorder.

Patients with post-traumatic stress disorder are very
difficult to treat because it is hard to obtain a history of
the individual’s traumatic experience which is necessary
for diagnosis. The recalling of rraumatic events evokes
painful memories and the refugee may even fear this will
elicit an episode where the experience has to be endured
once again. 't

Other disorders that refugees exhibit include depres-
sion, anxiety, schizophrenia and other psychoses and
suicidal thoughts.'® Ongoing treatment is often neces-
sary for medical disorders that are the consequences of
the traumatic experiences (e.g. turberculosis, leprosy,
hearing or visual impairment caused by torture.)'?

FEMALE REFUGEES AND IMMIGRANTS

Many female refugees have been raped or sexually
abused, or have lost their spouses and children to
kidnapping, starvation, or violent death. One story tells
of a female Vietnamese refugee who left Vietnam in a
boat with 31 other persons when they were intercepted
by five pirate boats.’? She was raped by seven pirates
each night for five consecutive nights. When she
attempied to commit suicide by jumping into the sea,
she was grabbed by her hair and rescued.

Similar horror stories exist, and one study conducted
at a refugee mental health clinic in the United States
showed that the clinic’s Cambodian widows had higher
levels of depressive symptoms than all other patients at
the clinic.!? These patients are generally hesitant to seek
help for rape trauma, and the details are usually revealed
through family members and friends. More research is
needed into the cultural and emotional reasons for these
women's reticence in order to deal more sensitively with
the problems of this segment of the refugee population.

Another study has shown that among immigrants to
Canada, females demonstrated a significant increase in
suicide rates compared with those in their mother
country, whereas immigrant males did not.!5 This
suggests that migration may have more deleterious
effects on females than on males. One reason put
forward to explain this finding was that females are in
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general less aware of and hence less prepared for
difficulties they may encounter in their adopted country,
because often the decision to emigrate is made by the
man. Other hypotheses are that working female
immigrants appear to experience a much greater decline
in socioeconomic status than do males, and non-
working female immigrants who are married tend to
spend most of their time at home and in some cultures,
are not allowed to leave the house even to attend
language classes. They live a very sheltered, confining,
isolating existence which may result in severe
depression.

REFUGEE AND IMMIGRANT CHILDREN
AND ADOLESCENTS

Children and adolescents are generally more exposed
to the new culture through school and other peer groups
and particularly face the dilemma of striking an
appropriate balance between the old customs and
traditions taught to them at home, and the values of the
new culture, Sticking too closely to the ways of the old
culture may create feelings of isolation, loneliness, and
meptness. On the other hand, rejecting old values
completely and adopting the new culture wholeheart-
edly may cause alienation from the community,
ambivalent feelings towards parents and family discord,
thereby increasing stress. Successfully integrating old
and new values is difficult, and is often the cause of
emotional problems.'?

Learning a new language also poses difficulties for
children. “Elective mutism”, where children hardly
speak a word, for example for fear of ridicule, is not
uncommon among immigrant children.! However,
children do manage to learn the new language faster
than their parents do, because of the continuous day-to-
day exposure they have. This places the child in the
dominant role in the family as guide and interpreter for
his elders. In some cultures, children are n~ given as
much freedom and authority as they have among
Western cultures. Therefore, suddenly being thrust in a
leadership role in the family can lead to much stress for
the child, and intergenerational conflict.!” The child
may begin to view his parents as ignorant, out of touch
and an embarrassment, and hence as poor role models.
As a result, the child may develop problems with
identity development, exacerbating the conflict with the
parents as the child attempts to reach for better role
models in the new culture.'?

Refugee children from two years to ten years of age
may have partial memories of traumatic events that
occured to them before coming to the new country.
Problems such as hallucinations, psychosis, depression,
disruptive or aggressive behaviour, and agitation are
sometimes seen in school-age refugee children. In
addition, somatic manifestations of emotional problems
may be seen, such as headaches.'?

In some cultures, the concept of adolescence does not
exist, and adulthood simply begins at puberty. (This
belief is held among the Hmong, Meo and Yeo peoples
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of Laos.) These young adults are expected to perform
adult duties such as minding younger siblings, going to
war or becoming primary wage earners. As a result,
many apsects of their emotional, educational and sexual
awareness are “put on hold” because of the more
pressing duty to the family. Once in the country of
resettlement, these youths may feel unprepared to act as
adults in the new society, yet unable to go back and

“resolve all the aspects of their development that were

temporarily postponed. These conflicts may result in
emotional difficulties and behavioral disturbances,
sometimes indicating mental illness.!?

One study on late adolescent-early adult immigrant
students in Israel likened the process of immigration to
a loss or separaton.'”® The study noted feelings of
sadness, loneliness and of being out of touch with reality
in these students, almost as if they were in mourning.
Varying degrees of depressive symptoms, including
sleeplessness and lack of appetite were observed along
with behavioral disturbances such as substance abuse,
gambling and sexual promiscuity.

The authors describe a set psychological sequence
associated with immigration, starting off with a period
of excitement and denial of separation from the mother
country. This is compared with the denial that people
often experience as a typical initial reaction to loss of a
loved one. The bereaved use “inner defensive actions” to
protect themselves against the unpleasantness of
acknowledging the loss. The authors view drug abuse
and sexual promiscuity as being analogous “inner
defensive reactions” used in coping with the losses
brought about by immigration.

There are two possible outcomes: the first is acknowl-
edgment of the “loss” once the reality of day-to-day life
sets in, This is usually a favourable outcome, followed
by coping behaviours, gradual adjustment to the new
culture, and regaining a sense of control. The second
outcome is less desirable — avoidance behaviour leading
to 1solation, maladjustment, and sometimes return
“home” to the mother country. Regardless of the
outcome, immigrants often feel as helpless as children
because much of the experience they had gained in their
old culture which enabled them to handle daily routines
successfully, is no longer applicable. It is not uncom-
mon for immigrants to suffer acute loss of self-esteem,
and stop seeing themselves as confident and capable
individuals. Tt is in this situation that immigrant
students are particularly vulnerable, because just at a
time when they want to test their adulthood and
independence, they are made to feel helpless and
dependent again. This may lead to anger and
depression. 18

THE ELDERLY

Elderly immigrants and refugees are at increased risk
for developing mental health difficulties for several
reasons. Seniors tend to have less ability in English and/
or French than do other immigrant groups. Older
persons are often less capable of adaptation to a new
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society and culture than younger immigrants, because of
entrenched attitudes acquired in their parent society over
a prolonged period.!! In many cultures the elderly are
respected and powerful family members. However, once
resettlement takes place, seniors often become finan-
cially, socially and psychologically dependent on young
family members. With few peers to turn to for encour-
agement in the country of resettlement, the elderly must
often lead very isolated lives, with no human contact
except that of the immediate family."!

BARRIERS TO USE OF MENTAL HEALTH
SERVICES

It has been found that immigrants and refugees
underuse community mental health services, psycholo-
gists and psychiatrists.? There are several plausible
explanations for this phenomenon. One is that in some
cultures there is a real social stigma attached to seeking
mental health care, not only for the individual, but also
for the entire family. Having a “disturbed” individual in
the family may affect the possibilities of future arranged
marriages and similar societal interactions. Hence
immigrants may seek the help of a general practitioner
for somatic complaints such as backaches, headaches,
abdominal pain or dizziness.!” These symptoms are far
less socially unacceptable than symptoms of mental
illness. It is important to sensitize general practitioners
to the fact that immigrants suffering from these and
similar complaints may have deeper underlying
problems that must be addressed.

Other reasons immigrants may not use mental health
services are fear of deportation, lack of accessibility and
previous experience of insensitivity on the part of
providers of health care.® Dr. David Kinzie of Portland,
Oregon believes that Indochinese refugees in that state
avoid mental health care because health services in the
United States are geared to middle-class Americans.!? It
1s possible that similar observations may be made about
Canadian health services.

Newcomers may find this somewhat intimidating.
One way of guarding against this is through increasing
awareness of health care workers to the different cultural
backgrounds of immigrants and the problems they face.
Time should be devoted in medical schools and other
health professions to studying these issues, in order to
produce well-informed practitioners in the future. a

APPENDIX
Services for Immigrants and Refugees in Nova Scotia

Non-profit organizations such as the Metropolitan
Immigrant Settlement Association (MISA) and the
Dartmouth Immigrant Orientation Association are run
by volunteers who help with the initial adjustment to
Nova Scotia life by finding housing, employment, and
offering direct programmes in areas such as job re-entry
and English language. Basic counselling services are
available through these organizations and volunteers
help families and individuals with access to community
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services, including health care. Persons with mental
health problems of a serious nature, such as victims of
torture with post-traumatic stress disorder receive
psychiatric referral within the existing health care
system,

The Multicultural Association of Nova Scotia
(MANS) and several other ethnic and cultural associa-
tions provide social support networks for new immi-
grants and refugees. They also undertake projects to
sensitize the community at large to multicultural issues.
MANS is developing a manual for family physicians
and other health professions dealing with cultural
sensitivity and problems immigrants face with accessi-
bility of health services.

The Provincial Medical Board is in the process of
compiling a list of bilingual/multilingual physicians.
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Acute Low Back Pain
A MANAGEMENT STRATEGY FOR FAMILY PHYSICIANS
David B. Shires,* MD, MPH, FCFP, DOHS

Halifax, N.S.

Acute, low back pain (LBP) is a disease of high
prevalence in the general population and of even higher
prevalence amongst specific occupations notably,
nursing.' Because of the high prevalence in the general
population, it can be questioned as to whether LBP
indeed qualifies as a disease or is simply an expected
deviation from the asymptomatic state in up to 80% of
otherwise healthy individuals. It may therefore be
inferred that back pain is not a disease but rather it is the
inability to cope with the pain, that defines the
condition and dictates the need for intervention.

Acute and chronic LBP is responsible for enormous
economic losses to the individual and to the national
economy. WCB claims for LBP in Canada in 1988 are
estimated to amount to over a billion dollars per year,
representing about 40% of the total claims paid by WCB.
In Nova Scotia it has been recently reported that there
have been a 37% rise in WCB claims in 1988 a significant
proportion of which are due to LBP claims from
hospital workers.? Although most of these expensive
WCB claims are for chronic LBP, the effective preven-
tion and the efficient management of acute LBP is
essential to re-establish back function and possibly
reduce the incidence of chronicity.

LLBP has been described as the albatross of industry,
the curse of the worker and the nemesis of medicine. It
is probably all of these things and more, Yet, although
the published medical literature on LBP is abundant in
volume, it is woefully short of objective studies which
can withstand critical appraisal.

Most patients with LBP are successfully managed by
family physicians and the problem is usually resolved at
that level. Only a relatively small proportion of acute
LBP cases are seen in consultation by the orthopedists or
physiatrists and these are usually either the chronic cases
who do not respond to standard therapy, or the acute
cases where the injury is judged to be more severe than
a myofascial strain or apophyseal joint disturbance.

Over the years LBP has suffered through a series of fad
diagnoses from spinal distortion to disc herniation,
spondylosis, apophyseal facet joint arthritis and
myofascial syndrome. Currently, the body of opinion is
that the cause of the majority of acute LBP is either
myofascial or apophyseal facet joint disease.

In recent years, there have been several excellent
controlled studies on interventions for acute LBP as seen
by the family physician. There appears to be a clear

*Prolessor, Department of Family Medicine, Dalhousie University
Occupational Health Services, Camp Hill Medical Centre, Halifax
N.S.
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advantage in early ambulation, exercise and return to
work for the majority of patients.!?

However, in the small minority of cases that do not do
well on a simple regimen, predicting long term
outcomes for patients who continue to have LBP
beyond 8 weeks is in contrast, more pessimistic. This is
because there are a number of complicating and
confounding issues, which include:

1) High lifetime prevalence of LBP in the general
population without an occupational causality.

2) Non-association of pain onset with perceived injury
at the workplace in that only a small proportion of
LBP results from direct injury to the back.

3) Difficulty with substantiating an exact diagnosis
using basic physio-pathological concepts because
physical signs are often absent. Because chronic
LBP is often limited in findings to subjective
symptoms, this can lead to difficulties for the family
physician in deciding on the extent of disability and
compensation.

4) Misunderstanding of factors leading to causation
and perpetuation of symptoms is complicated by the
multi-factorial etiology of LBP.

5) Confusion of chronic LBP with malingering,
although only a small proportion of LBP patients
have been shown to be true “malingerers”.

6) The role of compensation in perhaps providing less
incentive for the patient with LBP to return to the
workplace.

PREVENTION OF ACUTE LOW BACK PAIN

In any discussion of management, primary and
secondary prevention are important and nowhere is this
more true than in a discussion on the management of
acute LBP.

Primary Prevention

Primary prevention involves the use of the science of
ergonomics (man-machine relationships). The design of
ergonomically suitable work-spaces has had a major
impact on reducing the prevalence and severity of all
types of work-place injuries including LBP. More
specifically with respect to LBP, the design of lifting
devices for inanimate objects (boxes) and animate
objects (patients), orthopedically designed chairs,
adjustment of workbench heights, space and foot rests,
are only a few examples as to how ergonomics has been
effective in reducing the incidence of LBP as well as
being a boon to workers with chronic or recurrent LBP.
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Back pain sufferers need to understand and use, correct
straight back/bent knee, lifting techniques where
mechanical lifting devices are unavailable. However, as
every nurse knows, not every injury can be prevented
since no one can predict when the confused patient is
going to make a sudden resistant movement as he or she
is being lifted or turned, placing the nurse’s lumbar-
sacral spine in considerable jeopardy.

Equally difficult is the problem of selecting (or
excluding) individuals for specific jobs. Again, the
literature is inconclusive on the value of “pre-placement
screening” techniques. X-rays of the lumbar-sacral spine
have been shown to have no value and muscle-strength
testing has limited value.

Secondary Prevention

Secondary/tertiary prevention in avoiding chronicity
or reducing the risk of re-injuring the back, is equally
important, as the strongest predictor for future back
injury is the history of previous LBP. Secondary
prevention of LBP can be accomplished with education,
back exercise programs, a variety of lumbar support
devices eg Obus Forme, and re-orientation of life and
work styles. However, the necessary evidence from the
medical literature which would unequivocally demon-
strate the efficacy of any of these secondary or tertiary
preventive techniques, is at least controversial.”

More optimistic is the recommended management
plan for the acute episode of low back pain which can
supported from evidence of proven efficacy in the
medical literature.*3

MANAGEMENT OF ACUTE LOW BACK PAIN

Step 1. Exclusion of “The Surgical Back”

From the recommendations listed in STEP 3 below,
should be excluded any patient who is suspected of
having blunt trauma to the spine where the possibility
of dislocation or fracture may be a consideration.
Clearly, these cases need to be transported on a spinal
stretcher to a facility where the appropriate x-ray,
CATscan, EMR and other diagnostic techniques are
available for emergency care.

Another exclusion criteria would be the severity of the
pain at the initial visit usually manifested by a markedly
restricted Straight Leg Raising test, particularly where
there is evidence of radiation of pain down the leg to
below the knee. A consultant opinion may be sought
earlier in such cases.

If there is any past history or suspicion of osteoporosis
(long term steroid therapy), malignancy or previously
noted back abnormalities, these too would be excluded
and may dictate an early consultation.

Step2. History and Examination

A clear history of the individual’s usual and unusual
activities in the preceding few days, leading to the onset
of the pain, is vital in identifying the possible causal
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factors, which may be preventable or modifiable in the
future. Not all back pain results from lifting injuries as
twisting, reaching and bending alone can cause muscle
tearing in a mechanically disadvantaged back. An
appraisal of gait is important in determining pathology
as well as assessing how well the individual is coping. A
thorough examination of the spinal column, sacroiliac
and hip joints, and the lower limbs for neurological
deficits, is required. This physical examination includes:

® palpation of the spinous processes for tenderness or
other anomalies as well as palpation of the
paraspinal musculature for tenderness and spasm.
Myofascial back pain will present mostly with
paraspinal muscle spasm.

® palpation of the sacroiliac and hip joints for
alignment and tenderness. Severe muscle spasm may
cause some distortion but if present should return to
normal when examined at a later follow-up visit.

® range of motion measurements of the lumbar spine
will be limited in all directions with myofascial
back pain, limitation of flexion will occur with disc
protrusions and limitation of extension with
apophyseal facet joint disease.

® straight leg raising (SLR) should not be impaired to
any major degree with myofascial back pain but
SLR will cause severe pain where there is nerve
entrapment requiring a consultant referral.

® motor power, sensation and reflexes should all be
normal in myofascial back pain (or return to
normal within a few days) but remain abnormal
where disc or other more serious pathology is the
cause.

Step 3. Specific Recommendations

Once the exclusions have been made and the
examination completed, despite the heresy implied in
the statement, a definitive diagnosis is not really
necessary because of the empirical nature of the role of
each pathological contributing factor.? The purpose of
the examination is to exclude other pathology and to
determine the extent of dysfunction for later comparison
as rehabilitation proceeds. The objective of the manage-
ment plan is as always, to relieve the distress and provide
early restoration of function. However it is of para-
mount importance that patients understand that the
success of the therapy is almost entirely dependant on
themselves.

1) Relief of Distress

Relief of distress is provided in two ways namely rest
and analgesia. Ideally the individual with acute LBP
should be given two days complete bed rest, and use an
ice pack (eg. bag of frozen peas wrapped in a towel),
intermittently on the painful spastic lower back for the
first 24-48 hours.

Analgesia is a controversial topic and the consensus of
the experts appears to be that these should be given “as
needed”. Specifically, the use of analgesics may vary
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from ASA and acetaminophen and simple hypnotics,
through the benzodiazepams and muscle relaxants, to
the use of non steroidal ant-inflammatory drugs.
Narcotics are hardly ever required and are probably
contra-indicated. Most analgesics can be discontinued
after a few days and it is seldom necessary to prescribe
more than a week’s supply.

2) Early Restoration of Function

Rapidity of rehabilitation depends to a great extent in
persuading the patient to begin exercising after 48 hours
of bedrest, ice and analgesia. Such exercises are very
simple and include pelvic tilt, knee bending, leg
bending and extension. It must be remembered that in
patients with protruding disc syndromes, flexion
excercises would be contra-indicated at this stage, so that
if there is doubt about the exclusion of disc disease, an
early consultation should be sought. Early ambulation
and exercise, even though pain may still be present, are
vitally important if the individual is to make an early
functional, but not necessarily pain-free, return to the
workplace. It is important to emphasize that pain may
continue but does not indicate a more severe injury or a
mis-diagnosis. The family physician should instill a
positive attitude and concentrate on how well the
individual is functioning rather than whether or not
pain is still present or absent. Residual pain and stiffness
from an acute LBP usually resolves within a few weeks
if the individual maintains their exercise program.
Excellent books written for the lay public are available
and provide clear instructions about exercise programs
and life style changes (posture, weight reduction, back
mechanics, etc). %10

If there is any difficulty in the exercise program, a
physiotherapist can be most useful in teaching the
exercises under supervision, and indeed should be more
actively involved if improvement is delayed with the
simple regimen described above.

Some industries provide “rehabilitation positions’ in
the workplace to allow an employee recovering from an
acute back injury to return to the workplace without
being immediately faced with heavy lifting or other
potentially back injuring tasks during the convalescent
stage. Such over-activity may potentially lead to further
acute injury or chronic back pain problems. Regretiably,
not all employers have accepted the advantages of
having the employee return to the workplace at an early
stage, reassured that they will be protected from further
injury, while their back heals.

SUMMARY

The vast majority of occupational-induced acute low
back pain can be effectively managed by the family
physician and/or occupational health physician, with a
simple regimen of limited bed rest and the use of ice
packs, analgesia as required, early ambulation with
simple exercises and life style modification. O
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HEALTH EFFECTS OF SHIFT WORK
Kelly Laurence, BSc

Statistics indicate that the number of workers involved
in shift work has increased steadily over the past 30
years. It is now estimated that between 15 and 25 percent
of the work force in Western industrial countries is
engaged in shift work.! The reasons for the increase are
three-fold. First, there has been an increased social
demand for twenty-four hour services, for example
medical care, transportation and security; second,
technological changes have led to more continuous
process operation; and third, economic factors force the
optimal use of invested capital.*

Many health problems have been associated with shift
work. The problems arise partly from the fact that the
body's sleep/wake cycle and other circadian rhythms are
disrupted when a person is required to work nights or
rotate between shifts. Experiments have suggested that it
takes time for human circadian rhythms to readjust after
time shifts of 6-8 hours. Therefore, rhythms may be out
of phase with the new sleep/wake cycle for a period of
time after the shift. The shift worker may therefore
experience lack of synchronicity between the various
bodily rhythms as well as a desynchronization from the
external environment because he may be forced to
perform tasks at an inappropriate time relative to his
internal body clock.!

Perhaps the worst effect of shift work is disturbed
sleep. People working night shifts sleep less and report
poorer sleep quality during daytime sleep than their
daytime work counterparts.? Shift work demands that a
person sleep when the body clock may make 1t difficult
to do so or when sleep may be cut short, as before an
early morning shift. As a result shift workers commonly
suffer from chronic fatigue and decreased well-being.!

Research indicates long-term shift work disturbs
gastrointestinal function® and suggests that workers are
more prone o upper respiratory infections.b A recent
study of 504 papermill workers showed an association
between shift work and increased risk of ischemic heart
disease.’

Shift work can also be detrimental to the social and
family lives of workers. The abnormal work hours result
in less useful free time for family and friends. The fact
that the spare time of these workers does not coincide
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with that of family and friends is thought to contribute
to the fatigue, irritation and aggression reported by
shiftworkers.

A combination of approaches could minimize the
effects of shift work. Not all shiftworkers suffer from
problems (some find it easier than others to ignore their
body clock and to sleep at odd times and are less likely to
suffer from the medical and social complaints associated
with shift work). Therefore, a test to predict tolerance to
shift work would help reduce associated problems.® In a
study of mill workers to determine risk of ischemic heart
disease, there was a remarkable fall in risk beyond 20
years of exposure to shift work. One explanation for this
is that positive selection had taken place; that these
workers were better suited to shift work than the others.?

Shift schedules which would reduce detrimental
effects could also help, and a great deal of research has
centred on the effects of different shift schedules on
circadian rhythms. One study of subjects with different
circadian positions showed that evening workers were
able to adjust their circadian system to a slowly rotating
shift system (rotation speed seven days) but that they had
difficulty in adjusting to a shift system involving faster
rotation.? Studies have also shown however, that
adjustment to daytime routine is very rapid so unless
workers remain on a nocturnal routine during days off,
any adjustment which may have occurred is lost. The
result of this is a cumulative sleep debt of up to two
nights over the course of a week of night shifts. Thus
shift workers will be trying to work when they are in a
relatively sleep deprived state.®

Alternatively, sleep debt can be reduced by limiting
the number of successive nights in a shift schedule. The
compromise is that no adjustment will have occurred
and individuals will be working at a low ebb.®

Another factor thought to be important is the
direction of rotation of the shift, ie. advancing
(mornings-nights-afternoons) or delaying (mornings-
afternoons-nights). The body clock has a natural period
of 25 hours. It is felt by many that a delaying schedule is
handled more easily by the body because the delay forces
the body clock to run with a period of more than 24
hours. There is some experimental evidence to support
this; however, the theory 1s still controversial.!

A third factor in designing shift schedules is the
timing duration of shifts. Morning shifts should not
start too early since sleep debt can occur on the morning
shift if workers go to bed at their normal time despite
having to get up two or three hours earlier than normal.
It may in fact be futile for them to go to bed earlier than
normal because research suggests they would not be able
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to sleep because of their body clocks. Long shifts can
also result in high fatigue levels. Hence the implications
of the 12 hour shift deserve careful consideration from
both a health and safety standpoint.®

In the short term, changes in lifestyle may reduce the
stress of shift work.5 Relaxation exercises and regular
aerobic exercise can both be helpful. Diet is important
too, and the last meal of a shift worker's day should
contain more complex carbohydrates than protein.
Caffeine and alcohol should be avoided because both
interfere with sleep patterns. Keeping noise and light in
the sleeping environment to a minimum is often
suggested, but it should be noted that internal not
external factors are the chief causative factors.? Phoning
home each night to talk to family members is important
in maintaining communication and reducing the
alienation the shift worker may feel.

Finally, non-monetary compensation to offset the
negative effects of shiftwork needs consideration.'® For
example, work hours per week could be reduced to
shorten exposure to the unhealthiness of the shift work
situation and an age limit for shift work could be
established, including earlier retirement, since the
dysfunctions and symptoms related to shift work
increase after the age of forty-five.”
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HIV TRANSMISSION THROUGH ORGAN
AND TISSUE TRANSPLANT

Sheela Bhattacharyya, BSc

The acquired immunodeficiency syndrome or AIDS is
caused by a retrovirus known as the human immunode-
ficiency virus (HIV). The virus destroys the body's
immune system and is transmitted through blood and
body fluids.! After the discovery of AIDS in those who
had received blood transfusion, concern was raised with
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respect to the possibility of HIV tansmission through
organ and tissue transplantation.!

In Canada in 1987 over 100 transplants of perfused
organs, including kidney, heart/lung, liver and pancreas
and almost 2000 corneal wansplants were performed.
Data for other non-perfused tissues such as bone and
skin are not available except for bone marrow where
1984 figures show that 123 such transplants took place.!
This recipient population as well as women utilizing
donor insemination programs are considered to be at
risk.

According to Rubin et al., there is now compelling
evidence that primary infections with HIV can occur
during the course of transplantation.’ Though no such
cases have been reported in Canada, HIV infection has
been found to occur in recipients of organs from both
living-related and cadaveric donors.'? The best docu-
mented cases of transmission (o a seronegative recipient
through a seropositive donor have been in kidney
allografts, where seven patients developed seroconver-
sion.” Cases involving liver, heart, skin, and bone
marrow transplants have also been documented al-
though more rarely. Six cases involving donor insemi-
nation have been recorded from Australia and Canada.!
In those instances where seroconversion has occurred as
a result of transplantation, overt AIDS has developed as
soon as 4 months and as late as 2-3 years following
transplantation.?

Despite the fact that HIV has been found to exist in
tears, cornea, and conjunctival epithelium, no cases of
HIV transmission have been reported from patients who
have received corneas from HIV-positive donors.
However, HIV may be a neurotropic virus and such
viruses have been transmitted by corneal transplanta-
tion.® This fact, coupled with the number of corneal
transplants performed each year, makes this area of
research of great clinical significance.

In 1989, the Federal Centre for AIDS’ Working Group
on HIV Infection in Organ and Tissue Transplantation
proposed a list of guidelines to prevent transmission of
HIV during transplantation. The approach involves
multifaceted screening, where in addition to the regular
serological screening, donor suitability is determined by
physical and personal history as well as a complete
epidemiological history. The guidelines, in the form of
12 recommendations, are to be implemented with
regards to local statutes.

In the instance of bone transplants, where there are
months between procurement and clinical use, Buck et
al. have determined such multifaceted screening can
reduce the risk of processing bone from an unrecognized
HIV carrier to less than one in a million.* If however,
serological testing for HIV antibody is the only
screening technique used, the risk of infection from an
HIV infected donor increases dramatically to a possible
1:161.

For the transplantation of vital organs, where organs
cannot be quarantined for at least 6 months, perhaps the
best method of prevention under normal circumstances
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should be exclusion of all donors from potential high
risk populations.
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ANABOLIC STEROIDS: EDUCATION AND
REGULATION THE KEY

Warren Shih, BSc

Little is known about the prevalence of anabolic
steroid use in our society. Public attention only began to
focus on the problem following the disqualification of
Ben Johnson, winner of the gold medal for the 100 meter
dash in the 1988 Olympic Games.

The use of steroids to enhance performance is not
new. As early as the 1952 Winter Games in Oslo, there
were reports of hypodermic needles and empty ampules
found in locker rooms. The 1976 Summer Games in
Montreal marked the first testing for anabolic steroids; 8
of 275 samples tested positive.!

Anabolic steroids are synthetic androgens having
greater anabolic activity relative to androgenic activity
than testosterone. They have legitimate use in several
conditions such as the treatment of male hypogonadism.
Use by athletes to enhance performance is based on the
belief that steroids increase body mass, muscle tissue,
strength and aggressiveness. Comprehensive studies
have concluded that it is unclear whether steroids
actually enhance performance as the studies do not
follow drug doses and regimens commonly used.? With
athletes taking up to 1000 times the recommended dose
and “stacking”, the practice of taking different steroids
at the same time, it is unlikely researchers will ever
determine what are the true effects.?

Steroid use poses clear adverse effects such as hepatic
abnormalities,? sterility,* and cardiovascular disease.” As
well, increased aggression and violence has been
associated with steroid use.5 Commonly known as “roid
rage”, this has led to many convictions for violent crimes
including murder.?

Steroid use is particularly common among athletes in
strength sports such as weightlifters, bodybuilders,
football players, and track and field athletes.®? Steroid
use has been seen from the professional and world class
amateur levels, through collegiate and even at the high
school level.!011 Neither is it only limited to competitive
athletes. Some college students have cited personal
appearance as the principle reason for using steroids.!!

The key to prevention of anabolic steroid use is
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education.®%12 This would involve a wide dissemination
of information on adverse health consequences and the
issue of performance enhancement versus long term
health problems. This program should be aimed not
only at athletes of the present but also of the future. It
should become part of the education system and begin at
an early age as future athletes are shaped in childhood.
Physicians, already an integral part of most sports
programs, would also play a role in the effort.
Professional and world class amateur athletes would
serve ideally as models for the younger athlete.

However, even educated athletes will put themselves
at great physical risk to gain a competitive advantage.
Thus, strong enforcement by the regulatory bodies in
the various sports is also necessary. Testing for steroid
use should occur not only after events, but also during
training as athletes use steroids in cycles so that they are
off steroids during the months prior to competition.?
Off-season testing should also be random and on short
notice.

Another key to intervention is tighter control on the
distribution of anabolic steroids. Distribution of steroids
to athletes has been reported to be 85-100% through the
black market.!® Thus tighter control is necessary. Only
by reaching an agreement worldwide on intervention
can this problem be truly fought. Tight regulation of
steroid distribution in one country does not prevent
athletes from tapping black market steroids from other
nations. As well, if one athlete gains a competitive edge
through steroids it will drive others to do it. Today the
concept of sports as fun has been superseded by sports as
business. Young athletes are drilled to win at all costs
and when it comes down to winning and money versus
health there will always be those willing to take the risk.
Thus for many, steroids are just a natural step on their
route to success.
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ENVIRONMENTAL TOBACCO SMOKE
Simone Tran, BSc

Environmental tobacco smoke (ETS) consists of
mainstream smoke inhaled and exhaled by the smoker,
sidestream smoke from the end of a burning cigarette,
and vapour phase components diffusing through the
cigarette paper. The majority of passive exposure is the
result of sidestream smoke, making up about 85% of
ETS, while the rest is from mainstream smoke.!

Sidestream smoke is the main source of carcinogens in
ETS.® It does not differ qualitatively from mainstream
smoke but it may have higher concentrations of certain
constitutents (eg, carbon monoxide concentration is 2.5
times higher in sidestream smoke).? The concentration
of ETS is dependent upon the amount of smoke
generated, the volume of ambient air, and the amount
and type of ventilation present.? Although one can
determine the amount of tobacco smoke present in the
air, it is more difficult to assess the amount of
constituents being absorbed by the non-smoker.?

Only within the past decade or so have adverse effects
been associated with passive smoking. One study from
Washington County, Maryland, revealed that non-
smokers living with smokers had an increased risk of
death from all causes; and that the relative risk was
similar to pipe or cigar smokers.” However, the study
failed to prove that the increased risk was the result of
passive smoke exposure or the result of changes in
lifestyle. Nevertheless, there have been other reports
linking tobacco smoke to sensory irritations, acute and
chronic changes in cardio-respiratory functions, and
lung cancer.!45

Cardiovascular disease has been strongly associated
with active smoking but evidence to support a similar
relationship with passive smoking is scarce. Several
studies measuring the relationship between acute
cardiovascular changes and ETS have shown mixed
findings. There is some uncertainty as to whether
involuntary smoke exposure leads to increased blood
pressures and heart rates in adults and children at rest or
in exercise.?

This situation is more clear cut with respect to
respiratory symptoms. The acute elfects of cigarette
smoke upon the airway tracts include: 1) decreased
function of cilia lining airways; 2) increased mucous
production from bronchial lining; and 3) varied
amounts of bronchospasm.* As a result of these changes,
prolonged exposure can lead to an increased risk of
upper respiratory infections or chronic bronchitis in
adults. Infants and children of parents who smoke are
even more susceptible, being twice as likely to develop
bronchitis or pneumonia in the first year of life than
those of non-smoking parents.'” Finally, although not
fully established as causal, passive smoking has been
linked to lung cancer.! 4%

There are three possible strategies that could be
implemented to resolve the health problem of passive
smoking.! The first plan is to provide improvements to
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room and building ventilation. However, in order for it
to be effective, the continuous energy expenditure of up
to 0.7kW/smoker would be needed.! Considering
Canada's energy shortage, ventilation would be a very
costly and highly impractical measure of prevention.
The second means of prevention can involve volun-
tary restrictions upon tobacco smoking. However
enforcing such restrictions without legal action is very

difficult. Unless there are strict reinforcements such as

heavy fines, these types of restrictions will continually be
ignored. Voluntary smoking restrictions are no excep-
tion. About a decade ago, a survey in Toronto illustrated
the frequency of smoking restriction violations.*
Approximately 27% of the non-smokers surveyed
requested a smoker to stop smoking in a non-designated
area. Fortunately, today many smokers are in favour of
increasing the number of non-smoking areas in public
facilities.*57 This suggests that voluntary non-smoking
policies set up in the workplace may have a chance of
SUCCESS,

Probably the most effective means of preventing
further tobacco smoke pollution is through legislation.
The prevalence of smoking is rapidly declining amongst
older smokers in Canada but an alarming 50% of people
20-29 years of age still smoke.® To prevent further ETS-
related health problems in the future, enforcement
should be aimed at the younger population. One
example is to legislate tighter restrictions prohibiting
tobacco sales to minors. This would be very effective if
strictly enforced.

Perhaps, the law recently passed in June of 1988 — the
Tobacco Products Control Act — will be more effective
in curbing the prevalence of smoking and thus ETS.% By
1991, all advertisements related to tobacco products will
be banned from Canadian newspapers and magazines,
and also from endorsing any sporting or cultural event.
In addition, all cigarette packages will have warning
labels indicating the hazards of ETS on others. In other
countries where tobacco advertising bans are in effect,
declines in teenage smoking have been observed.?
Government officials hope to see the same in Canada
despite the fact that 75% of magazines sold are US
publications which allow tobacco ads.

Legislation can also be effective in protecting the non-
smoker and minimizing exposure to ETS. Both the
Canadian and the US governments have implemented
strict policies which limit smoking to closed-off
designated areas in government workplaces, cafeterias
and health care facilities.*® Also, smoking cessation
programs have been offered in conjunction with these
restrictions. This may be a major step in eliminating
passive smoking from all work settings and eventually
all public places.
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LYME DISEASE
Peter Croshy, BSc

Lyme disease was first recognized in 1975 in Lyme,
Connecticut as an unusual concentration of oligoarticu-
lar arthritis in children and adults.! The deer tick Ixodes
dammini is the primary vector, which the disease having
a spirochetal etiology—Borrelia burgdorferi.?? The
primary host of Ixodes dammini and the reservoir of
Borrelia burgdorfert 1s the white-footed mouse. The
disease typically begins in the summer (coinciding with
both vector and human activity) and presents often with
the unique skin lesion erythema chronicum migrans.* If
unrecognized and undiagnosed, Lyme disease can lead
to widely varying symptoms (eg, heart block, meningo-
radiculoneuritis, dementia) so that is has been called the
new “Great Imitator” of diseases of the nervous system.”

In Canada, several species of ticks capable of
transmitting B. burgdorferi have been identified® and the
incidence of locally acquired Lyme disease appears to be
on the rise.?

Of the 30 cases reported in Canada to the end of 1988,
25 were thought to have been acquired locally.® The
majority of these (17/25) were recorded in Ontario
followed by Manitoba with 5/25.7 It is not surprising
that this distribution should occur, considering that
these provinces border on states with a high incidence of
Lyme disease.?

Once identified, Lyme disease can be treated usually
successfully with antibiotic therapy — generally with
complete reversal of symptoms in early stages and
complete or partial reversal if the disease has progressed
to a later stage.” Nonetheless, prevention is important.

The most successful preventive approach has been to
educate both the public and medical professionals in
endemic areas such as the the US on both the signs and
symptoms of infection, as well as on personal protective
strategies. The latter include avoiding particular areas
such as brush-covered deer infested and/or secondary
successive sites at certain times of the yéar, particularly
June, as well as periodic personal inspection, the use of
deet insect repellant, and the use of protective clothing
when avoidance is not possible.?

Other approaches are aimed at controlling the
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populations of deer ticks. Chemical control has been
used with some success, although coverage of large areas
and periodic reappearance of infected ticks appear to be
problematic.' Destruction of deer populations, on
which Ixodes dammini is dependent for reproductive
purposes, is not politically or ecologically acceptable,
although tick populations have been shown to be
dependent on deer density.!!

A third strategy calls for the dispersal of plastic tubes
containing treated cotton batting.'® The treated cotton
would be actively harvested by the white-footed mouse,
the reservoir of B. burgdorferi, for nesting material.
Ixodes dammini larvae and nymphs so exposed to this
nesting material would be poisoned. Although work
remains to be done on this intervention, it has shown
promise. !0
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EPIDEMICS OF PARALYTIC POLIOMYELITIS
IN VACCINATED POPULATIONS

David Kydd

Poliomyelitis is an acute viral disease caused by one of
three related poliovirus serotypes. It can occur sporadi-
cally or in epidemics and is characterized by fever, sore
throat, headache, vomiting, and often stiffness in the
neck and back. The disease may result in paralysis and
subsequent atrophy of muscles affected, ending in
permanent disability and deformity. Death can result
from respiratory paralysis.!

The World Health Organization (WHO) estimated
that, in 1986, 250,000 cases of paralytic poliomyelitis
occurred worldwide that year.2 However, the disease has
been largely eliminated in most developed countries
since the advent of the inactivated poliovirus vaccine
(IPV) in 1955 and the attenuated oral poliovirus vaccine
(OPV)in 1961.2
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Despite the remarkable success of the vaccines by those
countries using them, recent poliomyelitis epidemics in
Finland and Israel emphasize the importance of
maintaining and monitoring the vaccination strategies
currently in use.

In the District of Hadera (populations 180,000)
located in Israel, 12 people were diagnosed with
paralytic poliomyelitis in 1988. Three other people
outside Hadera were also diagnosed.” The type I virus
was isolated in eight of these people. y

Israel began using IPV but then switched to OPV in
1961. OPV was given in four doses before two years of
age, starting at two months. However, Israel still
retained an average 14 cases per year up to 1981, with the
district of Hadera being the highest. In Hadera, and 15
other districts, a new more potent IPV was put into use.
Between 1981 and the 1988 epidemic, fewer than two
cases per annum were reported. Interestingly, none of
those people afflicted during the 1988 epidemic had
received the new IPV.?

An epidemic occurred in Finland between October
1984 and January 1985. Nine cases of paralytic polio-
myelitis and one case ol aseptic meningitis were
diagnosed during this period. Finland had been using
IPV since the early 1960s and had not had a single case
of poliomyelitis until the 1984 epidemic. All but three of
those affected had received three to five doses of IPV
prior to the onset of the disease,* and based on stool
samples, it was estimated that up to 100,000 persons
were infected with the type 3 virus.

The vaccination schedule in Finland starts later than
that used in Canada, with doses given at five and six
months of age, at two years, plus boosters at 6, 11 and 16
years of age.! Vaccinations in Finland reached the entire
population in the early 1970s, with an estimated 99% of
the population receiving at least two doses of IPV. This
may have declined to a low of 78% in 1983.1

The epidemic was stopped by giving an extra dose of
IPV from November 1984 to February 1985, followed by
a single dose of OPV offered after March 1985. An
estimated 94% of the 4.3 million population was
contacted. The new IPV has since replaced the IPV in
Finland.*

In North America, two epidemics have occurred in the
past 20 years. In 1972, a type I poliovirus epidemic
occurred in a private Christian school in Greenwich,
Connecticut. Eleven individuals were affected, ten of
whom had no history of vaccination. In 1978, a visiting
Protestant group from the Netherlands brought
epidemic disease to their religious counterparts in
Canada and the US, The result was six cases in Canada
and 13 in the US. These groups had declined vaccina-
tions because of their religious beliefs.5

The two epidemics in North America (in 1972 and
1978) are easily explained as they occurred in unvacci-
nated populations.

The most probable cause of the Finnish epidemic is a
combination of a poor vaccine and a mutated virus, The
theory of a vaccine of inadequate potency which failed
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to supply the population with adequate immunity is
supported by the fact that neighbouring Sweden, which
uses a different TPV, remained free of poliovirus.! The
nucleotide sequence of the poliovirus isolated during the
epidemic showed large changes in the regions coding for
major antigenic sites.” This may have provided a means
to let the virus escape the Finnish population’s
immunity.5

The outbreak in Israel was probably also caused by an

ineffective old IPV which failed to prevent the disease in

those who hadn't received the new IPV.

The use of TPV has risks (although small) as seen in
Finland and in Israel, with possible breakthroughs by
the virus. The OPV provides better immunity, but also
has an associated risk of paralysis (0.14 cases per million
doses).® It is suggested that the newer more potent IPV
be implemented in vaccine campaigns.®

Due to the low occurrence of poliomyelitis today,
North America countries may have a tendency to grow
complacent in monitoring the effectiveness of the
poliovirus vaccines. To prevent future tragedy, vigilance
must be maintained.
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If you think fitness is
a distant goal,
consider this:
you can walk
all the way. ~
§ PaRmcipacnion B,
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