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Witnesses and experts who have anything to say on the subject will be heard.
The Canadian Medical Association is preparing a brief to present to the Com-
mittee and representatives of the Association will be in attendance upon the
Committee more or less constantly. The medical profession of Canada may
rest assured that its interests will not be lost sight of by those who represent
the profession before the Committee. The proposed legislation may, and likely
will change the practice of medicine for generations to come. It is axiomatic
to say that, if the Canadian public is to receive adequate medical eare, using
that term in its broadest sense, then those providing that care must receive
adequate pay and recognition for their services.

How soon will health insurance become effective in any provinee?

Who can tell? Mr. Mackenzie says it will take two years to grind out the
necessary legislation. But we have a war to win and pay for—factors which
may play very important roles in ‘“‘dating” health insurance.

Be that as it may. Health insurance is around the corner—in people’s
minds. They want it. Inevitably, it will come. We as a medical profession,
more perhaps than any other group, are vitally concerned, and we must do
our best to see to it that the legislation, when it is placed on the statute books,
guarantees progressively better medical services to the people and conditions
of work and remuneration which are eminently satisfactory to those who
provide the service. '




Manifestations of Chest Pain
“"WITH AN ANALYSIS OF 100 Cases"

E. Davip SaerMan, M.D.
Sydney, N.S.

IN private or elinical practice, the majority of patients seeking consultation
for pain in the chest are greatly apprehensive over the condition of their
heart or eardiovascular system. This is not only true of middle aged and elderly
patients but of younger people as well. This statement may be principally
attributed to the accelerated tempo of modern living with the imposition of
great stress and strain upon the individual, and is also due to the fact that heart
disease within the last few decades has rapidly risen to the position of public
enemy number one on the mortality lists of the human organism, cutting off
suddenly and without warning apparently healthy individuals in the prime or
flower of life.

Harrison' recently pointed out that our present knowledge of causes of
pain in the chest is rather meager. This is in contrast to the situation as regards
abdominal pain and the explanation for the difference is probably to be found in
the frequency with which patients presenting obscure abdominal pain are
subjected to surgical exploration. Thus the cause of the pain is determined and
the disease process is correlated with the patient’'s symptoms. When there is
an obscure pain in the chest the diagnosis can frequently be arrived at only by
autopsy, which is carried out in a relatively small percentage of cases. - Never-
theless it is to be stressed that thorough clinical study is essential in these cases
and is not altogether fruitless in arriving at a correct diagnosis.

The purpose of the present communication is to present an analysis of one
hundred case reports of patients examined in the writer's private practice whose
principal complaints were pain in the chest, and to formulate any conclusions
that might be derived from this study.

In the diagnostic approach to the patient complaining of chronic pain in
the chest one should bear in mind that there is only one common and serious
cause, 1.e., disturbance of the coronary circulation. Thus in most instances the
responsibility evolves upon the physician for making a diagnosis as to whether
the patient has an inconsequential condition or a mortal disease. It is recog-
nized that most of the other common causes are of trifling significance, particu-
larly as far as the life of the patient is concerned.

The classical contributions of James B. Herrick® on coronary thrombosis
and the studies of Keefer and Resnik? on angina pectoris tended to clarify the
confusion surrounding these subjects, and it is now possible to recognize and
diagnose both of these conditions with a rather high degree of accuracy through
clinical and laboratory studies. According to some writers, one gains the im-
Pression that both of these conditions are now diagnosed more frequently than
they exist, a state of affairs contrary to that prevailing a generation ago.

Onee the all important decision has been reached that the pain of a given
batient is not due to ecoronary disease, for practical purposes the most important
factor has definitely been eliminated from the diagnostic arena. The next
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problem confronting the physician is to discover what is causing it. There are
certain conditions simulating coronary disease, and some of the points which
have seemed to be of value in differential diagnosis will be mentioned under the
various captions.

Heart Disease

Fourteen cases or 14 per cent presented definite evidence of heart disease
through detailed studies including electrocardiographic examination.  This
group was comprised of seven men and seven women. Fifty per cent of the
cases were over the age of sixty; the remainder ranged between 32 and 51.
Four cases were definitely due to rheumatic heart disease. The remaining ten
cases were diagnosed as arteriosclerotic heart disease with evidence of coronary
sclerosis in six; two of the cases were complicated by hypertension and one case
showed evidenece of a left bundle branch lesion by electrocardiographic study.

The pain in half of the cases was substernal in character with and without
radiation to the left arm. In the remainder, the pain was praecordial and
localized to the left antrolateral chest. The character of the pain was not unusual
and was sharp or dull and of varying duration. The most important feature of
the history, especially in cases of coronary insufficiency, was the relationship
of the pain to the various body functions, and especially to muscular activity.
Exercise or exertion usually provoked an attack. If there is no relationship of
the pain to exertion, it is highly improbable that the patient has angina pectoris,
but even so the number of errors in diagnosis will be reduced if the physician
will, when in doubt, note whether muscular exercise undertaken under obser-
vation induces the discomfort. (Exercise tolerance test). Conceivably, exer-
tion may be hazardous to a person with angina pectoris. However, with a care-
ful history and if the exercise is adjusted so as to be minimal for this particular
patient and is stopped the moment the discomfort appears, the risk is probably
very small and, in any event, it is less than the risk involved to the patient in
not having a correct diagnosis made.

Too much emphasis cannot be placed on the location or radiation of the
pain or discomfort, as other conditions may give pain with and without radiation
simulating coronary insufficiency. The severity of the pain likewise is of rela-
tively little value in diagnosis because the disecomfort may be rather seve
when its cause is inconsequential and may be mild in fatal cases of angina p
toris. HEven the character of the pain is not a reliable guide. Some patlen
without angina complain of their pain as (,onsnstlng of a feeling of heavin
tightness or fullness. The duration of the pain is of considéerable importance i
the exelusion of angina pectoria. A pain lasting only a few seconds or a pain
lasting more than an hour is rarely due to uncomplicated angina pectoris,
although the pain of acute coronary thrombosis frequently lasts for manjy
hours.

Gastro-Intestinal Causes

It is known that abdominal disorders may simulate coronary dise
Fourteen cases are included in this category, and are comprised of eight pat
with gall bladder disease, five cases of functional dyspepsia, and one case ¢
peptie ulecer. They gave histories of praecordial pain and substernal pain wit
and without radiation to the left arm. -Most of these patients were fra
worried that they had heart disease. The histories definitely revealed tha
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praecordial pain or substernal pain was in most instances accompanied by
indigestion, which econsisted of belehing, heartburn or abdominal fullness.
There was a definite relationship of the pain to meals, usually occurring within
one-half to two hours afterwards. At times belching appeared to relieve the
pain. There was no relationship of the pain or discomfort to exertion. Roent
genographie studies of the gastro-intestinal traet and gall bladder revealed evi-
dence of gall bladder disease, pylorospasm, aerophagia, and peptic uleer.

The following case is of interest because it may serve as a classical illustra-
tion:—

Case W.(G. A white man aged 55 complained of praecordial pain radiating
to the left arm for several months. The pain was dull in character and would
last for varying intervals from 15 minutes to several hours. The pain was not
related to exertion or effort, but frequently would come on one to two hours
after eating. At times the pain might be accompanied by gas. He admitted
that a friend of his had just died suddenly with similar symptoms, and this was a
great source of worry to him now. Prior to the onset of this pain the patient
stated that he had had a gastro-intestinal series for indigestion, and the report
indicated evidence of a gastric ulecer with pylorospasm. Physical examination
and examination of the cardiovascular system was essentially negative.
Electrocardiographic examination with the standard and praecordial leads also
showed no evidence of myocardial damage. He was informed that he had
no heart condition and was advised to resume his uleer diet with the preseribed
medications. Follow-up several months later under treatment indicated that
he was free from this praecordial pain.

The pylorospasm appeared to be probably the chief factor in this case, and
as occasionally happens, the pains produced by it was felt in the chest rather
than in the abdomen. The symptoms observed in this case are frequently seen
in cases of pylorospasm, whether of funetional origin, or accompanying organic
disease such as peptic uleer or cholelithiasis. Such symptoms frequently result
in the erroneous diagnosis of angina pectoris. This error is unavoidable if too
much stress is laid on the location, radiation and character of the pain than on
the history of the pain. The discomfort due to pylorospasm can often be re-
produced by artificial distension of the stomach either with air or water.

Respiratory Disease

Seventeen cases were diagnosed under this condition. These seventeen
patients comprised ten cases of chronie bronchitis, one case of pulmonary tuber-
culosis, one case of bronchiectasis, and five cases of pleurisy. The pains were on
Fhé left side in six cases, on the right side in three cases, bilaterally in five cases,
{md_ substernally in three cases. The history in the cases of chronic bronchitis
m(!ma_twl severe and recurrent attacks in the winter time, accompanied by severe
Pains in the chest and expectoration of phlegm. The chest pains were definitely
Pﬁlatgd to breathing and coughing. Physical examination and roentgen plates
deﬁmt(‘l." established the diagnosis in these cases.

In the cases diagnosed as pleurisy, one case was found to be active, and
detailed examinations disclosed evidence of fluid at the base of the right lung.
ehe:tcasos showed evidence of pleural adhesions by X-Ray examination of the
58t and the remaining two cases gave an old history of pleurisy, although the
Physical ang roentgen findings were negative. In these cases the pain appeared
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to be related to deep and quiet breathing and eoughing, and corresponded to the
same side on which there had been pleurisy.

Chronie pleurisy may cause pain in the praecordium or chest which may be
confusing, because there are often no physical signs of the pleurisy and the X-Ray
evidence may be dubious.

Heaton* recently stated that pleural adhesions are often blamed for pain.
He does not think that the pain in cases in which pleural adhesions may be
suspected can be differentiated from neuralgie chest pains. It is true that where
pleural adhesions are known to be present they are usually painless.

Pottenger® has drawn attention to the recurrent pain over the lower portion
of the chest of patients who previously have had pleurisy. Chronic inflamation
of the pleura, as well as of other viscera, produces degenerative echanges in the
museles skin and subeutaneous tissue which are reflexly connected with the
inflamed area. This type of pain varies. Sometimes it is severe; at other times
it is only an ache. It is particularly necessary to recognize it when it involves
the lower portion of the chest, because it often extends down over the abdomen,
and the pain is sometimes mistaken for evidence of acute disease of the abdominal
viscera. He has seen gastric uleer, gall bladder disease and appendicitis not only
suspected but operations performed to remedy the supposed conditions when no
active disease was present, the cause being the permanent injury to the nerves
caused by the previous pleurisy. The degeneration which follows a chronie pleur-
isy is often seen as a distinet furrow following the nerve or nerves involved. The
subcutaneous tissue not only loses its tone but actually atrophies and lessens.
These same nerves that are involved in the degeneration often show pain. The
pain is recurrent, the same as recurrent pain in arthritis. It comes with changes
in weather, with menstruation, and when the patient is subjected to emotion:l
and nervous stress. This should be always kept in mind when attempting to
determine the origin of recurrent pain over the lower chest and upper abdominal
areas. If degeneration with lessening of the thickness of the subeutaneous fat
is found, one should suspect previous pleurisy even if no signs are found on aus-
culation. Sometimes lagging of the side, weakness of the ausculatory note and ‘
stretching sounds or fine rales will be detected on deep breathing to help in the
diagnosis. This has been seen years after the acute attack of pleurisy subsided.

Pottenger® has explained that recurrent pain may occur in the neurons
associated with any viscus that has been the seat of prolonged inflammation or
possibly prolonged irritation without inflammation. It has the same segmental
characteristics as the more acute pain and is sometimes difficult to differentiate
from the referred pain of visceral disease. It seems that there is an inability on
the part of these injured neurons to adapt themselves to unusual reqmromentsi'
of physiological adjustment, whether orlgmatmg in the external or internal
environment. The change in sensibility is manifested under many conditions,
such as changes in weather, tiring, seasonal changes, during menstruation, a.nd‘.
with depressive emotions. This type of pain is inadequately appreciated. It
causes both physicians and patients much needless anxiety and as mentione
results in operation when no serious danger exists. No evidence of degenerative
changes in the muscles, skin and subcutaneous tissue were noted in the afore-
mentioned four cases of chronie pleurisy.

Psychoneurosis and Intercostal Neuralgia

It is interesting to note that thus far 45 cases have been categorized under
Heart Disease, Gastrointestinal Diseases, and Respiratory Diseases. The res
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maining 55 cases have been classified under Intercostal Neuralgia (18 cases)
and Psychoneurosis (37 cases). In view of the fact that these cases represent
55 perecent of the series or the majority of the cases, in which no definite patholo-
gical changes could be established but only functional disturbances, the writer
has deemed this group of such importance as to warrant devoting particular
attention to this type.

The “psychoneurosis category’ refers specifically to cases in which organie
disease could not be demonstrated, and in which the complaints were funetional,
as in cases of nervousness, chronic exhaustion, anxiety neuroses and hysteria.
Any psychoneurotic state may have cardiovascular symptoms associated with
it or be in part or completely based on a fear or delusion of heart disease, even
with no symptoms whatever. This is different from neurocirculatory asthenia
(effort syndrome) where symptoms may be marked but where there is no fear
or delusion at all. In some cases the two conditions may be combined.

Welchsler” writes that in intercostal neuralgia the pain generally follows
the course of the nerve from the side to the front of the chest, between the ribs,
along the anterior branches. There may be tender points at the vertebral exits
and in the axillary and midsternal lines. In neuralgia of the second and third
dorsal roots the pain is along the inner side of the arm. It is important to rule
out fracture of the ribs, diseases of the lungs and pleura, aneurysm of the aorta,
diseases of the heart, stomach, and liver, and tumours of the cord. Mastodynia
is a special type of intercostal neuralgia (D3 to D6). There is pain and tender-
ness of the breast, frequently hyperesthesia of the nipples. The breast may be
red and even lactation may occasionally oceur. The neuralgia may oceur in
connection with menestruation, pregnancy, and lactation. The occasional swel-
ling. together with the pain, in middle-aged women may simulate malignaey.
The neuralgia is frequently psychogenic. It is generally resistive to treatment.

From the reports in the literature and the number of cases of intercostal
neuralgia in this series (18 per eent), it is important to emphasize the frequency
of intercostal neuralgia as a cause of chest pain, which is more common than is
generally supposed.

White® has stated that symptoms are dependent on two primary factors:
(1) stimulation of sensory nerves, and (2) sensitiveness of the nervous system.
The percentage of responsibility of each factor must be judged in every case;
it is constantly varying, even in the same case at different times. Thus a relative-
ly insensitive nervous system may give rise to no symptoms even where there is
apparently considerable cause for stimulation, while a sensitive nervous system
may produce symptoms with very little stimulation. If fatigue lowers the thres-
hold of the relatively insensitive nervous system, symptoms may be produced by
stimulation which before was ineffective; if rest raises the threshold of the
sensitive nervous system, symptoms may no longer be caused by the stimulation
h(_eretofore effective. Symptoms do not mean disease; they indicate temporary
disturbance of function, whether or not dependent on struetural pathological
changes.

It is realized that pain in the chest may or may not be caused by trouble
With the heart or great vessles, and that heart trouble may be responsible direct-
13_7 for pain that is outside the chest (referred pain), even where there may be no
Simultaneous chest pain. There are still obscurities about the transmission and
Wterpretation of sensory nerve impulses from the heart but an increasing interest
I the autonomic nervous system in the last decade gives promise of clearing
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away many of the problems. It has been demonstrated in recent years that
cardiae pain is carried to the central nervous system by the first four or five
dorsal rami ecommunicantes on each side by way of the corresponding ganglia
from the first (stellate) down, and not by way of the cervical sympathetie
chains and stellate ganglia alone.

The most important type of pain is praecordial aching or heartache, maxi-
mal as a rule in the centre of the left breast, which is the commonest kind of
“heart pain’’. It may be very mild, moderate or very severe, and wax and wane
for hours to years; rarely does it last as short a time as a few minutes on any one
oceasion. When severe it may radiate all over the anterior thorax and even into
the arms, especially down the left arm; in such cases it 1s easily mistaken for
angina pectoris. Also when it is severe it is often accompanied by praecordial
tenderness, which is a vitally important elue to the proper interpretation of the
heartache itself. The essential cause of this kind of pain is over sensitiveness of
the nervous system from fatigue or other factor; it is characteristic of the major-
ity of cases of neurocircularory asthenia. If it is found in the presence of heart
disease itself, it is to be interpreted only as a complication and not as a direct
result of the heart disease; it 18, however, true that the larger the heart and the
more forceful its action, the more likely are heartache and praecordial tenderness
to be present. The pathogenesis is probably that of the thumping of the heart,
whether normal or diseased, against an over sensitive thoracie wall.

Short sharp stabs of pain in the praeccordium are to be fundamentally ex-
plained in the same way as is praecordial aching; the immediate cause of such a
stab as if from a pin, a needle, or a knife is in most instances a premature beat or
extrasystole. Thus heartache and praecordial stabbing sensations are unimpor-
tant and in fact often reassuring so far as serious disease is concerned ; the major-
ity of such patient showing such symptoms have no heart disease at all.

The cause of neurocirculatory asthenia (effort syndrome) is not known. The
fundamental origin of the irritability and fatigability of the nervous system in
so-called neurasthenia is still obseure; these have usually been called functional
disorders but the mechanism of such disorders is as yet to be explained.  Ab-
normalities of the central nerve eells induced by fatigue in experimental animals
have been noted and may be possible factors. Moreover, why gastrointestinal
symptoms are most prominent in some neurasthenie patients, cerebral symptom
in others, and eardiovascular in others has not been explained; variations in
innervation or early accidental association with other troubles (indgestion, ete.,
may be the answer. It can only be said now that in some patients neurasthen
manifests itself preponderantly by eirculatory symptoms, and that neurasthe
itself is a disorder commonly found in eertain individuals, usually under a special
strain, who are equipped with an especially nervous system.

Heaton® recently in an excellent article on ““A Conception of Neuralg
Chest Pain" based on the study of 100 cases, deseribed a common type of ches
pain which he termed ‘‘neuralgic”. According to Heaton, neuralgic pain is
commonest chest pain.

In Heaton’s series of ecases, psychoneurosis and intercostal neuralgi
constituted 74 per eent of the series, the remainder being due to lower respira
tract disease and organie heart disease. There seemed to be no difference in
pain between the various groups. The pain was with great regularity deseri
as being short in duration, sharp in character, and oceasionally of great seve
There was often a prolonged dull ache in the same area, either alone or betwe
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sharp stabs. It was usually provoked by such movements as reaching up, stoop-
ing over, rolling over in bed, but with no constancy. It might be relieved by a
change in position. It was often aggravated by deep breathing but n2ver by quiet
hreathing; often also provoked by a cough. Patients often said it was provoked
by effort, but it often seemed that it was really the movement incidental to
effort which provoked the pain. It was sometimes provoked by excitement
alone.

The pain was nearly always located in the anterolateral chest wall, and usu-
ally below the third rib. It was never substernal. It was mueh more often on
the left than on the right side, and might be bilateral. Intercostal tenderness
was fairly often present in all groups, but seemed inconstant even in the indi-
vidual ease, and appeared to lack any diagnostie significance. The pain might
be persistently recurrent for many years, and, this was so in the cases of severe
chronie psychoneurosis. Or, it might be quite brief and transient. Pain of the
above charaecter was termed as ‘‘neuralgic’.

In attempting an explanation of this chest pain, it must explain (a) its
increased frequencey in emotionally unstable persons in whom it may be provoked
by exitement alone; (b) its association with organic thoracic disease; (¢) its
occurranee without evident emotional instability and without evident thoracie
disease (intercostal neuralzia); (d) the effeet of movement in provoking pain.

Heaton states it is possible that the pain may be produced by a summation
of factors, which may vary in relative importance in different eases, and yet
produce the same pain. Such factors may be: (1) the appreciation of stimuli as
painful (centra'); (2) the excitability of the peripheral nerve endings; (3) the
action of reflex meechanisms for the production of referred pain; (4) direct action
of toxic or mechanical factors upon the pathways of pain. Doubtless all these

factors interact upon each other.

In the chest pain of psychoneurotics and cases of effort syndrome, Heaton
admits the existence of a “‘functional” pain, based chiefly on over-appreciation
of an over-excitable pain mechanism and with the site of the pain determined
by the “‘conditioning” of a spinal segment by old or recent visceral disease or
even visceral dysfunection in the absence of organic disease. The effect of move-
ment in provoking the pain may be thought of as a purely mechanical effect
upon an over-excitable pathway.

The conception that Heaton holds of these pains is that they are pains of
essentially similar nature, sharing a common mechanism of production, though
this mechanism may be operated by different factors in different cases. He
feels that pain of similar nature and mechanism ocurs in the abdomen and
limbs, and that there is no clear division between this pain and limb causalgias.

He feels that one should speak of “‘psychoneurosis with neuralgic pain”.
or “‘organic heart disease with neuralgic pain”, or *‘chronie pleurisy with neural-
gic pain’, or “‘intercostal neuralgia’, where the underlying factor is not known.
Effort syndrome, he thinks, should be termed “‘psychoneurosis with neuralgic
pain.”’

Libman? in his studies on the individual sensitiveness to pain has stressed
the importance of gauging the patient’s sensitivity to pain in order to properly
evaluate the symptoms with a view to formulating a correct diagnosis. The
appraisal of the patient’s tolerance to pain is also an important adjunet in the
treatment and prognosis. The variation in symptoms of disease of the same
Bature in different individuals has prineipally been responsible for focusing
attention on this subject.
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Individuals have been classified as: (a) hyposensitive and (b) hyper-
sensitive. Aeccording to Libman, while it may happen that a sensitive patient
may show the same clinical picture as a hyposensitive one, and vice versa,
there is a great tendency for the latter (hyposensitive) to feel less or none of the
pain of a given disease and to present unusual and irregular radiations of pain.
The hyposensitive patient is also apt in the ease of visceral disease, to suffer
more in the way of symptoms, due to a disturbance of the autonomic nervous
system, a number of which symptoms are initiated by reflex mechanisms.

Instead of pain the hyposensitive patient may have what is called substitu-
tion symptoms. Substitution symptoms include burning, numbness, pressure,
tingling, prickling and other forms of paresthesia that may be considered as
representative of pain. These reflex disturbances may cause symptoms due to
spasm of the cardia, the pylorus, ileosecal junection, sigmoid flexure and the
like (e.g. in disorders of the heart and abdominal organs). Thus there may be
prominent or predominant such manifestations as eructation, aerophagia,
yvawning, coughing, choking, .hiccups and sneezing.

Libman’s hypothesis after an analysis of his observations is that the great
difference between the hyposensitive and sensitive patient is that in the latter
the pain impulses travel more directly into the central nervous system. In
hyposensitive individuals, they seem to be delayed in the autonomie nervous
system or linger there. Various methods have been devised in an attempt to
measure the threshold of pain. Because of their simplicity, the following tests
described by Libman and Hollander respectively lend themselves best to rou-
tine use in clinical practice.

Libman’s® test for sensitivity to pain is carried out by first pressing the
thumb against the tip of the mastoid bone and then slipping the finger forward
and pushing against the styloid process. The mastoid pressure serves as a
control. Pressure on the styloid process is painful to some individuals and
not to others. The sensitive point is presumed to be not the styloid process but
a branch of the auricularis magnus nerve.

Recently, Hollander" suggested another method for quantitative evalu-
ation of the patient’s threshold to pain. The instrument consists of a piece of
elliptical metal grater, three inches by four inches in size which is sewed to the
contact surface of a blood pressure cuff. The cuff is applied on the patient’s
arm in the usual way, with the metal grater placed on the medial surface of the
arm just above the elbow. The cuff is inflated slowly at the rate of about ten
mm. of mereury pressure per second. The pressure on the grater prongs that
causes the patient to wince, change expression or ery out is recorded as t
sensitivity level to pain. The individual is not informed of what is being do
so that a spontaneous reaction to the examination is obtained. In hypose:
sitive individuals, no wineing or objection to the test occurs, even when
limit of the mercury column is reached. In the hypersensitive group, the
sitivity level was below 110 mm. pressure. In the normal group, the sensitivity
level ranged between 110 and 260 mm. pressure.

The writer!'' has shown in an article on ‘‘Sensitivity to Pain’’ based on
analysis of 450 cases which will be published shortly, that patients with org
disease have usually a higher threshold to pain than patients with function
complaints. The functional typ2, contained many cases in which organie dis
could not be demonstrated, and in which the complaints were functional, as 1
cases of anxiety neuroses, chronic exhaustion, nervousness, and vague and ik
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defined pains. In the organic disease group the percentage of hypersensitive
cases was six; in the group with funetional disturbance the percentage of hyper-
sensitive cases was thirty, nearly five times as much. Of the cases of hypersen-
sitivity, approximately 75 per cent were women. It was also demonstrated that
women have a lower threshold to pain than men.

In a study of the sensitivity levels in the cases of psychoneurosis and inter-
costal neuralgia in this series, it was found that their threshold to pain was defi-
nitely deereased according to the Hollander and Libman tests, as compared with
those cases in whom organic disease was demonstrated. About thirty per cent
of the cases showed evidence of hypersensitivity. The majority of the patients
were women.

In these cases of psychoneurosis and intercostal neuralgia the character of
the pain corresponded in all details to the neuralgic chest pain deseribed by
Heaton, which has been given fully in this paper so that repetition will thus
be avoided.

1t would therefore appear that a lower threshold level to pain is undoubted-
ly a common factor in the causation of the pain, that is, appreciation of stimuli
as painful. As Libman has pointed out, it is also possible that the pain impulses
travel more directly into the central nervous system which is probably due to
the same influences that were responsible for the decreased sensitivity level
to pain.

There were six cases of neurocirculatory asthenia or effort syndrome that
were included in the cases of psychoneurosis. In several other cases, it was

| felt that a diagnosis of effort syndrome might have been combined with the
diagnosis of psychoneurosis. But for practical reasons, the cases of effort
syndrome were included in the general group.

It is impossible to state accurately the frequency of effort syndrome for
several reasons. The border line is very wide and indistinet, and where the
normal response ends and the abnormal response begins, especially with such
variable factors as human individuals, it is impossible to say. Moreover, a
normal person may have the condition for a short time during or after an acute
illness or especial fatigue, without its being particularly noted by patient or
doctor. And finally, it has been included by most physicians as a part of the

Lk I 1 1

more general terms ‘‘neurasthenis”, “‘nervous prostration”, and “neurosis.”

Very recently, Dunn!® after an extensive review of the literature in the
field of medicine and psychiatry with reference to the problem of neurocireu-
latory asthenia draws the following conclusions: The majority of patients with
heurocirculatory asthenia show a psychological disturbance. The condition
should be classified with the psychosomatic neuroses. Neurotic traits are
commonly found. The family setting and early life experience of the individual
seem (_)f more significance than the constitutional and hereditary factors.

Cipitating factors may be emotional strain, physical strain, or infeetion,
ut {»he important etiological factor seems to be anxiety, anger, or guilt actuated
Particularly by military experience. Treatment has been relatively ineffective
I the past due to a failure to reach the underlying emotional tension which
ﬁeeps the symptoms in foree in spite of persuasion, reassurance and re-educa-
O0.  Treatment may be most effectively conducted by team-work of the
“ardiologist and psychiatrist.
*O'thln the psychoneurosis category were two cases of women, who in addition
% the chest pain complained of severe pains in the breast with marked tender-
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ness on palpation. These pains are probably due to a neuralgia of the third
to the sixth thoracie trunks.

Carnett's in writing on abdominal pain, says that neuralgic pain is very
frequent, and that a large proportion of these cases are neurotic.

. The pain in these fifty-five cases were of a “‘neuralgic character’” and
. Neuralgic pain is therefore the most common type of chest pain, and is
. In detailed studies of the threshold level to pain by the Hollander and | -

. The lowered threshold to pain is therefore a common factor in the caus-

. These neuralgic pains may radiate and oceur in the abdomen and ma.y

. Harrison, T. R.: Some puzzling aspeets of pain in the chesrt, Jour. Amer. Med.
. Herrick, J. B.: Clinical features of sudden obstruetion of the coronary a-teri
. Keefer, C. 8.; and Resnick, W. H.: Angina Pectoris: A syndrome caused b) anoxemia

. Heaton, T. G.: A conception of neuralgic chest pain, Can. Med. Ass. Jour., 1942,

Summary and Conclusions

. One hundred cases of patients whose principal complaint was chest
- pain are reported.

In the diagnostic approach to patients with chest pain, the first responsi-
bility evolving upon the physician is to determine whether the patient
has heart disease or not. |

In this series 14 per ecent of the patients had heart disease, 14 per cent
had gastrointestinal disorders, and 17 per cent had respiratory diseases,
which apparently had accounted for the chest pain in these cases.
Some points of importance in the differential diagnosis are stressed.

In fifty-five cases (55 per eent) there could not be demonstrated any
evidence of organie disease, but only functional disturbances. These
cases were categorized as psychoneurosis, neurocirculatory asthenia
(effort syndrome) and intercostal neuralgia.

corresponded in all respects to the neuralgic pain as recently described
by Heaton.

found not only in patients with functional disorders but may also be
associated with organic disease of the heart and lungs.

Libman tests, it was found that these fifty-five cases had a decreased
threshold level to pain in comparison to the cases with organic disease.

ation of this neuralgic pain, i.e., over appreciation of stimuli as painful.
Another important factor may be that the pain impulses travel more
directly into the central nervous system in these eases, which is pro-
bably brought about by the same influences or factors responsible for
the decreased sensitivity- level to pain.

be misdiagnosed as an acute disease of the abdominal viscera.
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Case Reports

The following two cases were seen in connection with the Sick
Mariners’ Service at this Port.

A. B., age 21, male, occupation—Ilaboratory technician, took sick with
chills and slight sore throat while on a ship at sea. Twelve hours later the
ship’s Doctor was called and found his temperature was 104°; during the next
thirty-six hours, temperature varied from 102° to 104° and he felt really sick.
A diagnosis of pneumonia was made and Sulphothiazole administered. Thirty-
six hours after onset of illness, he was given morphine grs. ¥ hypo and half an
hour later the ship was struck by a torpedo. He jumped out of bed, ¢lad only in
pajamas, grabbed his life belt and made for his life boat which he was able to
get in without getting into the ocean. The boat was half full of water and the
spray from each wave helped keep him wet. One hour later he procured a
short jacket from one of his companions. He then spent five hours in the life
boat before being picked up by a naval boat and about thirty hours later
was transferred by ambulance to hospital.

On admission, temperature was 99°, pulse 88 and respirations 20. The
patient appeared happy and cheerful and was not complaining. Sulphodiazine
was then given. During the first forty-eight hours in hospital he perspired
profusely on two occasions; his temperature varied from 99° to 101°—physical
examination of the chest was negative. The throat appeared slightly inflamed
and a few very small palpable glands were noted in axilla and groin. Tempera-
ture during the first two days in hospital was 99° in a.m. and 101°in p.m. Dur-
ing the third, fourth and fifth days, temperature recorded 98.6°. a.m. and 102°
p.m. with pulse remaining about 80-—respirations 20. An X-ray of the chest
did not reveal anything abnormal. Although he ran an evening temperature
of 99° from the fifth to the eighth day, he had no complaints. The glands in the
axillae and groin were still present but were not changing. On the ninth day
I noted the tonsils became very red and swollen but without exudation, uvula
oedematous, cervical glands palpable, axillary and inguinal glands increased in
size and slightly tender, spleen not palpable. The following day the throat
presented almost a typical diphtheritic appearance, the membrane appeared
very typical and extended along the gums, and glands were more swollen and
tender. A fine rubilliform rash appeared all over the body, at first faintly
then gradually increased in redness with some areas suggestive of urticaria.
This began to fade in a few hours and had completely disappeared at the end of
twenty-four hours. At this time the glands were not undergoing any change
and the spleen was still not palpable.

Blood was sent for culture, agglutination, ete. I suspected mononuecleosis
and had Captain George Murphy see the man. He reported on the blood
picture as follows:

Red Cells—Slight acromia only. No punctate basophilia or nucleated
cells seen.
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White Cells—Schilling Differential Count

) (e e e A e e T M e e 0.0%
A by il s et Lt Ble e s o sl 0.0%
|5y b DT e el e s W o O R AT TS 2.0%
Sermentod PalyIOrDAS =~/ st es s oo s o ssina ot ns 10.5%
VAT 06O P R p i . g W s e e 83.59%
1Y 5 e s ettt i b bt it be wimelil o e 3.5%
| RS 1T o m s i v Ao  aete 0.59%,
AT i sk v e S i v ot S W b 0.09,
The same day the report came from the Provincial Laboratory as follows:
Negative s Sforfem el el o L B. Typhosus
Nopative Saforisa mad sy rondnt Paratyphosus A
Norativel Jorai i anionaston . Lt Paratyphosus B
Nogative s dor e ihetn. . il B. Abortus
Negativenforirnai o ok Lomtlay ool B. Melitensis
INGpative C-fortm SEG ol el B. Proteus X 19

Blood culture—gram positive diplococei, probably a contaminant. Heter-
phile Antibody Test—Positive Agglutination 1/896.

Since the diagnosis was confirmed, general supportive treatment and Sul-
phodiazine was continued. The rash as noted had disappeared and the throat
returned to normal in about three days. The glands gradually diminished in
size. Temperature and pulse returned to and continued normal. By much
coaxing, we kept him in hospital three weeks before allowing him to return to
his home in the United States.

M. J. Macavray, M.D.
Sydney, N.S.

Mr. R. S., age 22, a Swede, was transferred to me from the Marine Hospi-
tal, Sydney, for investigation, with a tentative diagnosis of pleurisy with effu-
sion. The only point in the history accompanying him was that a very short
time previously, he had been in a hospital in New York for three weeks com-
plaining of pain in the lower right chest.

Physical examination showed: Diminished movement of right half of the
thoracie cage, almost flatness over lower half of the right chest, breath and voice
sounds absent, temperature 103°, pulse 100, respirations 20. He looked toxic
and the abdomen was somewhat tender along the right costal margin, especia-
ally in mid axillary line. I agreed with the tentative diagnosis of pleurisy with
effusion.

What later turned out to be two important points, first that he has spent
nine months in West Afriea and second, that while there he had a very mild
attack of dysentry, were obtained from his history.

The following day he was X-rayed. Dr. Corbett, the Radiologist, reported
slight elouding over the entire right lung which he considered due to congestion
or decreased aeration. The outstanding feature however was the definite
elevation of the diaphragm amounting to approximately 5 ems. with slight obli-
teration of the costophrenie sinus. The left lung field and heart were normal.

Fluoroseopic examination revealed restricted movement of the diaphragm.
A scout film of the abdomen showed an apparent enlirgement of the liver.
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His blood pieture was normal and urine normal. He ran a remittent fever
of 98.6° to 102>, pulse was 90 to 100, and respirations about normal. At times,
sweating was profuse. He suffered great loss of weight and strength, the tongue
was dry and coated and the eyes sunken. I noted that pain was more severe
on attempting to move, and it appeared to be relieved by holding his arms tight
against his side, “‘holding the pain under his arm”. He developed a cachectie
appearance with a yellowish tint to the conjunctiva and skin. The appendix,
gall bladder, stomach, bowel and G. U. tract were ruled out as the primary
cause. I realized I had a very sick man on my hands. Suddenly I remembered
a remark onece passed by Dr. H. G. Joyce, one of the full time men at the Marine
Hospital, while speaking of his experience in India during the last war, about
the prevalence of liver abscess. I felt this could be one, so prepared the patient
for operation should aspiration reveal pus and the site not be suitable for can-
nula and rubber tube drainage.

The first puncture was successful. Much pus with a slight bile and blood
staining was obtained. I then introduced the cannula and rubber tube and
slowly drained the cavity. This continued to drain into a bottle for a number of
days and was sterile on culture. .

The patient showed marked improvement at once. His temperature did
not go above 99° ,the next day he began eating and pain completely disappeared.
The tube was removed two weeks later as all drainage had ceased.

An X-ray plate taken at this time showed the diaphragm to be 5 em.
lower than on admission.

Three weeks after the operation he walked back to the Marine Hospital
and two weeks after that insisted on rejoining a ship.

This was an interesting rarity to us here with a very gratifying result.
The diagnosis established was tropieal or amoebie liver abscess.

On account of its rarity and the possibility of encountering a case, I woul
like to add a few words regarding liver abscesses with special reference to tropi=
cal or amoebic abscess.

Abscesses of the liver are of four kinds:
1. Tropieal or Amoebic abscesses,

2. Septicaemic abscesses,

3. Portal pyaemiec abscesses,

4. Cholangitic abscesses.

Tropical is due to the amoeba histolytica, and is the final stage of a con
dition of amoebice hepatitis which with care, can be diagnosed before the
mation of the abscess. This amoebic hepatitis manifests itself as a pyre
illness with hepatic tenderness and enlargement occurring in a person
a dysenteric history and amoeba in the stools. (In this case we have the his
of the dysentry but unfortunately did not see the patient in the early s
The blood eount also resembles that found in amoebic abscess, viz. a marke
leucoeytosis without the polymorphonuelear preponderance found in the usu
suppurative processes. |

The general symptoms are those of a continuous remittent fever wil
drenching night sweats, anorexia and exhaustion; emaeciation and slight ictert
give the patient a characteristic cachectic appearance.

.1‘
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The local signs are hepatic enlargement and tenderness; rarely the abscess
may form a fluctuant swelling appearing below the ribs; sometimes oedema of
the thoracie or abdominal wall can be seen. Tenderness on pressure over the
thoracie wall may indicate the situation of the abscess, and in some cases, deep
breathing and coughing may cause pain. Especially characteristic is the pain
on sudden movement such as on turning in bed. Pain may also be referred to
the shoulders, scapular regions, and right iliac fossa. The base of the right
lung often shows changes such as impaired air entry, erepitations, even consoli-
dation from inhibition of diaphragmatic movements, and sympathetic conges-
‘tion of the lung due to the contiguous process in the liver. X-ray, particularly
fluoroseopy, will reveal diminished diaphragm movements and possibly localiz-
ed bulging of the diaphragm by the abscess.

The trend in the treatment of liver absecess is towards conservatism;
the older methods of precipitate exploration and drainage carried a very high
death rate, which is now greatly reduced by dealing with the case more gently.
Repeated aspiration, using a 33"’ needle of wide bore, all pus should be measured
and one-half of its volume of 1/1000 quinine or 1/1000 yatren is injected,
allowed to stay five minutes and aspirated again. This instillation may be
repeated until the fluid comes out clear. If no improvement occurs after five
or six such aspirations, then drainage is decided upon. Drainage is first done,
if feasible, through a tube inserted through a cannula passed along the line of
the aspirating needle. If the tube is passed through the cannula on the stretch,
and the cannula removed, the tube will when released, fill the cannula track

“+ tightly, stopping leakage and bleeding.

y This was the treatment carried out in the case deseribed above except that
I was able to strike the pus on the first puncture and after aspirating a large
amount, I introduced the cannula and rubber tube at once.

Open operation is not very often indicated nowadays, cases which resist
aspiration on cannula drainage being generally very severe cases of multiple
abscesses, also abseesses in the left lobe or anterior part of the right lobe. Drain-
age is carried out through an appropriate abdominal incision, a large tube
packed round with iodoform gauze being used.! Abscesses in the right lobe can
be drained laterally after resection of a portion of the ninth rib and brushing

n.bgok the pleura with gauze or seeuring adhesions between the parietal and
diaphragmatic pleura by leaving an iodine pack in the wound for seven days.
The posterior part of the right lobe can be drained by resecting the twelfth rib,
P}ls_hiug the pleura upwards and then inserting a drainage tube into the liver,

- glving the vena cava a 'wide enough berth.

The other absecesses of the liver have little surgical application because

_ they are generally terminal complications in hopeless septie conditions. There

*are, however, two types of abscess in which there is some hope.

b

B

- Ist. The solitary staphlococcal abscess oceurring in association with
boils, especially in adolescents.
-~ 2nd. The solitary abscess of the right lobe, which develops with a rigor
. gnd all signs of a subphrenic abscess two months after suture of a perforated
f\mdenal ulcer. In sueh a case, no X-ray signs of subphrenic abscess ean be
~ ‘ound, then the liver should be needled for the abscess.

x‘ L _ M. J. Macavray, M.D.
R o il ; _ Sydney, NS




Personal |nterest Notes

THE lure of new fields in science leads doctors along strange trails but few
are as adventurous in war-time as that followed by medical officers of the
paratroopers. A Halifax man, Lieutenant Robert W. Begg, who graduated
from the Dalhousie Medical School in May, 1942, is one of these. The first

Canadian Parachute Battalion, now finishing its training at Fort Benning,
Georgia, and which soon will transfer to its own camp in Canada, has three

medical officers and each now is a qualified paratrooper. The others are Captain
Charles F. Hyndman of Charlottetown and Captain Colin N. Brebner of
Toronto and Kirkland Lake, Ontario. The three young and husky medicos
have been spared nothing in their training at Fort Benning, for they have to
be as tough physmally as any paratrooper. They took strenuous calisthenies
and all the regular jumps from towers before being allowed to start actual
qualifying leaps in free 'chutes from planes.

According to Dr. F. J. Barton, Medical Health Officer of New Waterford,

nutrition is not the petchild of faddists but the unfolding by eminent nutritional
authorities of orthodox material concerning what is right and wrong in diet.
Many ills are derived from improper diet and some diseases are purely of
nutritional origin. In many cases expensive food products are not at all
necessary to a well-balanced diet. Far less expensive articles may be obtained,
containing more beneficial nutrition value, and at the same time showing
obvious economic gain. Surveys have shown that many Canadians have been
allowing a substantial part of their diet to be made up of not only costly foods,
but at the same time foods low in nutritional value.

The BuLLETIN extends congratulations to Dr. and Mrs. W. W. Bennett
of Bridgewater on the birth of a son, William Gary, on March 15th, and to

Flying Officer and Mrs. A. A. MeViear (Gladys Hamar) of Halifax on the birth

of a son, Ronald Richard (premature) on March 31st.
Dr. L. R. Meech of North Sydney was recently in Montreal on business.
Twenty persons made their first contrib'ution of blood at the opening of the

Sydney Mines and District Blood Donors Clinie held at Harbour View Hospital
on February 25th. It was in charge of Dr. H. J. Martin, head of the local

organization and was attended by loecal and out-of-town doctors and nurses.

Among those taking a prominent part in the proceedings were Dr. Margaret
E. B. Gosse of Halifax, who is organizer of this work in the Provinee: Dr.

Enid MacLeod, Sydney; Miss Katherine MacLennan, Sydney, who is chairman

of the Cape Breton Blood Donor Clinic and Mrs. Thomas Guy, Sydney, and
a number of others.

The marriage took place in Halifax on March 9th of Miss Patricia Gordon,
daughter of Mr. and Mrs. Roderick McLeod of Sydney and Lieutenant Hector

Ian MacGregor, son of Mr. and Mrs. Hector MacGregor of Halifax. Lieutenant
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MacGregor, who is with the R.C.A.M.C., graduated from the Dalhousie
Medical College in January of this year.

Dr. R. E. Pugh of Great Village was seriously injured in a car accident
early Monday morning, April 5th. Captain Richardson and Captain R.
Sparling were accompanying Dr. Pugh who was visiting in Debert Camp,
on a call when the accident occurred. In some manner, the car driven by
Dr. Pugh, left the main highway at the intersection of the Debert beach road,
and overturned, seriously injuring Captain Richardson and Dr. Pugh. Captain
Sparling miraculously escaped with a severe shaking up. The two injured men
were rushed to Debert Military Hospital where Captain Richardson passed
away on the 7th. Dr. Pugh has since been transferred to Colchester County
Hospital, where his condition is reported as serious. | His injuries consist of
a compound leg fracture and besides cuts and bruises, he is suffering from shock.

Something new in the Royal Canadian Navy, a “Well Baby Health
Serviee”’ has been formed at an Eastern Canadian Port for children of naval
personnel and to protect the health and living conditions of families of naval
officers and ratings in a war-swollen c¢ity. The men in charge of the new clinie
are former well-known baby specialists of  MeGill University—Surgeon
Lieutenant-Commander C. L. Bacal and Surgeon Lieutenant Alan Ross.
Surgeon Captain D. W. Johnstone, R.C.N.V.R., staff medical officer, Atlantic
Coast, is responsible for the establishment of the service. The scheme was
worked out in conjunction with the Halifax Branch of The Medical Society
of Nova Scotia and the Dalhousie Public Health Clinic. Halifax thus becomes
the first Canadian city to work out a plan of preventive medicine with one of
the armed forces to the mutual benefit of citizens and service personnel. Dr.
Allan Morton, Commissioner of Health, is fully behind the new venture.
Nursing Sister Elaine Ambery, a specialist in public health and children’s
diseases, and a graduate of the University of Toronto, is in charge of the clinie.
In the new eclinic each child will receive eareful physical examination, nutri-
tional supervision and administration of accessory food factors. Officials
stressed the point that the service was not for sick babies nor those needing
medical treatment. The service is to prevent sickness in the city. The mother
will be taught breast stimulation, mother’s diet, making of formula, cereal
or soup, ete., suitable clothing and other routine necessary for the healthy
growth of her child. At the proper periods in the baby’s growth he will receive
immunization for diphtheria and whooping cough. He will be vacecinated
against small-pox and will be tested for tuberculosis. One afternoon a week
will be set aside for conference between officials of the service and the mothers
on discussions of training routines, difficulties, budgets, ete.



Obituary

D R. GEORGE WILLIAM SMITH, formerly of the Provineial Department
«of Public Health and widely known throughout Nova Scotia, died on
March 22nd, following a very brief illness, at Salt Lake City, Utah, where he
had been serving with the United States Army Air Corps. Dr. Smith was
the son of the late George William and Jessie Smith of Merigomish, and was
born at Merigomish in 1901. He received his early education at New Glasgow
High School and graduated from the Dalhousie Medical School in 1925,
Following his graduation he joined the staff of the Nova Scotia Sanatorium
at Kentville. In 1927 he accepted an appointment with the Department of
Public Health of Nova Scotia. In 1930 he commenced post-graduate study
in surgery at the Royal Vietoria Hospital, Montreal, where he won a three-
yeat fellowship to the Crile Clinie, Cleveland, Ohio. Following this Dr.
Smith entered private practice at Niagara Falls, New York, where he continued
until June, 1942, when he joined the medical service of the United States
Army Air Corps with the rank of Captain and was stationed at Salt Lake
City where his death oceurred. He is survived by his widow, the former Miss
Eleanor Meck, daughter of Dr. Florence A. Meck and the late Senator William
H. Meck of Cleveland, Ohio; two sisters, Clara (Mrs. A. Earle Giffin) of Hali-
fax; Laura (Mrs. O. A. Ross) of Westmount, Quebee; and one brother, James
D. of Mengomlsh

The death occurred suddenly in hospital, somewhere in England, of Dr.
John William Acheson Greig, R.C.A.M.C., on April 6th. Dr. Greig was born
in 1903, a son of Mr. John Greig of Seaforth, Ontario, and graduated from
Toronto University in 1930, following which he practised his profession at
Timmins, Ontario. He later spent two years in post-graduate work in England,
specialising in gynaecology and surgery as well as general medical work.
Returning from England, he spent a short time at Port Colborne, Ontario,
going to Bridgewater in 1939, as assistant to Dr. W. N. Rehfuss. Following
the death of Dr. Rehfuss, Dr. Greig carried on the practice, until joining the
services in June, 1941. After military duty at Halifax, Sydney, and Upper
Canada, where he specialized on tropical diseases, he was posted overseas
in September, 1942. He is survived by his wife, the former Miss Margaret
Dunn of Port Colborne, Ontario, a son, Teddy, and a daughter, Lillian, who i
reside in Bridgewater.

The BuLLeETIN extends sympathy to Major H. C. S. Elliot, now overseas,
on the death of his mother, the former Minnie Clare Seldon, widow of the late
Dr. C. S. Elliot, which occurred at Halifax on March 5th. It also extends
sympathy to Dr. W. J. MacDonald of Truro on the death of his father, A.
J. MacDonald, retired C.N.R. eonduector, which occurred at Truro on April 6th.
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