





Vocal Rehabilitation Following Total Laryngectomy

Experience in Nova Scotia

Mohammad Yousuf,* M.D., F.R.C.S.(C) and
George M. Novotny,** CD, M.D., F.R.C.S.(C),F.A.C.S,,
Halifax, N.S.

SYNOPSIS

Loss of speech following total laryngectomy constitutes a
severe functional and social handicap. Until such time when
an ideal surgical speech rehabilitation procedure can be
designed, esophageal speech will remain the goal for
majority of laryngectomees even with its limitations. A review
of total laryngectomy cases in Nova Scotia carried out
between 1959 and 1975, revealed that 40% of our patients
succeeded in acquiring adequate esophageal speech, in
contrast to the generally accepted figure of 60%. Males
were more successful than females, in spite of their age
handicaps, possibly because of better motivation. Bilateral
radical neck dissection with total laryngectomy and also the
addition of radiotherapy had adverse effects on the
rehabilitation process. Artificial external devices appeared
to produce satisfactory speech if esophageal speech failed.
A brief mention of our experience with surgical rehabilitation
of speech was made to emphasize the associated,
potential grave complications.

Speech loss following total laryngectomy constitutes a
severe social impairment that is not easily overcome.
Although radiotherapy and partial laryngeal surgery are more
often employed now to avoid loss of speech, quite frequently
a decision for the total removal of the larynx has to be made.
Alaryngeal speech is almost always inferior to normal
laryngeal speech but it is better than no speech at all. The
various rehabilitation procedures employed to help the
laryngectomee overcome his functional and social handicap
have been summarized in the accompanying Table |.

NON-SURGICAL SPEECH REHABILITATION
PROCEDURES

1. Spontaneous speech — This appears to be the ideal
goal following total laryngectomy. Buccal speech in-
volves the use of air retained in the buccal area to
produce a breathy voice, which is generally of a poor
quality. Esophageal speech is the most common form of
substituted speech which involves the ingestion or
inhalation of air into the esophagus that is subsequently
regurgitated through the reconstructed cricopharyngeus
muscle. The cricopharyngeus serves as a pseudoglottis
producing sound which is articulated into alaryngeal
speech. The drawbacks of esophageal speech are a
narrow pitch range, frequent pauses to ingest air and
prolonged practice often utilizing guidance of a profes-
sional teacher.

*Teaching Fellow, **Professor and Head, Department of
Otolarynogology, Dalhousie University, c/o 9B, Victoria General
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TABLE |
Speech rehabilitation procedures following total laryngectomy.

A.  Non Surgical Procedures:
1) Spontaneous speech:
(a) Buccal Speech

(b) Esophageal Speech

2) External artificial larynges:
(a) Pneumatic devices
e.g. Japanese reed
(b) Electric devices
e.g. Western Electric
Aurex
Cooper Rand

B. Surgical Procedures:
1)  Tracheo-Esophageal or Hypopharyngeal Shunt
e.g. Asai Procedure and its modifications

2) T.-E. Shunt utilizing air bypass devices
(a) Reed fistula method
(b) Morth Western laryngeal voice prosthesis
(c) LaBarge — “voice bak" prosthesis

In spite of esophageal speech being the ideal goal,
only about 60% of laryngectomees succeed in mastering
this technique satisfactorily and 10% of them eventually
become excellent esophageal speakers.! Good results
appear to be related to the age of the patient, his
motivation and desire for independent speech, the
extent of operative resection and preoperative
radiotherapy, and the availability of a good speech
therapist for proper guidance.

2. Externally applied artificial larynges — A variety of these
devices has been introduced which are designed to
produce sound transmitted to the oral cavity, either
directly or transcervically, where it can be modified into
alaryngeal speech. They are generally cumbersome and
visibly apparent, producing a monotonous sound, and
are usually tried after the patient failed to learn
esophageal speech satisfactorily. More than half of such
patients, after continous practice, do learn to produce
socially acceptable speech, using such devices. Artificial
larynges are principally of two basic types: The
pneumatic devices producing a more natural sound and
placing the voice under respiratory control and the
electric devices which produce monotonous mechanical
sound.

SURGICAL SPEECH REHABILITATION PROCEDURES

1. Tracheo-Esophageal or Hypopharyngeal Shunt — This
operates essentially on the same principle as
esophageal speech, where an attempt is made to
provide a vibrating column of air through some form of
surgically created tracheo-esophageal or hypo-
pharyngeal connection. The reconstructed crico-
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pharyngeus, or the hypopharyngeal wall functions as the
pseudoglottis for the sound production.

Guttman? in 1935 created a tracheo-hypopharyngeal
fistula with a diathermy needle. Asai described his well
known technique of using an external skin-lined tube to
shunt air from the trachea to the hypopharynx.
Multistaging of the procedure, stenosis of the shunt and
aspiration are common though often correctible
problems.® Montgomery with Toohil¥, and Conley®
described fistula techniques using mucosal lined tubes.
Kormorné with others reported on the use of esophageal
flap at the time of laryngectomy for the creation of
tracheo-esophageal fistula. McGrail and Oldfield” used
one stage procedure for creation of tracheo-
hypopharyngeal shunt using deltopectoral flap.

The speech produced by these steps is generally
described to be superior to the average spontaneous
esophageal speech, but the surgical complication rate
and prolonged hospitalization limits the use of such
procedures to patients who fail the non-surgical vocal
rehabilitation.

2. Tracheo-Esophageal Shunt utilizing air bypass devices
— This operates essentially on the same principle as
described in the preceding paragraphs, with the basic
difference that an artificial device is utilized to bypass air
from the trachea to the esophagus or hypopharynx. The
basic design of such a device is that of a modified
laryngectomy tube with a side arm for insertion into a
surgically created esophageal fistula to function as a
mechanical shunt when the external opening of the
laryngectomy tube is occluded. In high surgical fistula,
the hypopharyngeal wall functions as pseudoglottis
(North Western prosthesis)8, while in low surgical fistula
the tissues below the cricopharyngeus provide the
vibrating mechanism for sound production (La Barge —
“voice bak" prosthesis)®. The main problem with the
former method is the high incidence of salivary leakage
around the tube and poor patient tolerance, while the
latter procedure carries the potential risk of carotid
blow-out.

In patients who have inadequate vibrating tissues due
to the extent of their surgery, a reed mechanism can be
incorporated in these devices for sound production.’®
However, speech produced by reed fistula method is
monotonous and often of inferior quality.

EXPERIENCE IN NOVA SCOTIA

A total of 71 hospital charts from the Nova Scotia Tumour
Clinic were reviewed for patients who had undergone total
laryngectomy for malignancy between 1959 and 1975. Of
these, 17 contained no information about the mode of speech
used by the patients post operatively. The remaining 54
pertinent charts were further analysed regarding the type and
quality of the speech rehabilitation and its relationship to
various patient and therapeutic variables. (Table II) Of the 54
patients, 21 (40%) developed adequate esophageal speech,
6 of them being excellent speakers. The criteria for grading
speech from satisfactory to excellent were not defined, and
were purely subjective dependent upon the judgement of the
surgeon following the patient post operatively. All excellent
speakers were males. The number of female patients was
small (7) and only two of them developed adequate
esophageal speech. (Table I1).
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TABLE

Summary of speech rehabilitation of 54 patients studied, covering
the period between 1959-1975.

Total Number Males Females
Of Patients
Type of Speech Rehabilitation (54) (47) (7)
Excellent esophageal 6 6 1]
speech. 40%
Satisfactory or good
esophageal speech. 15 13 2
Poor or no esophageal
speech. 33 28 5
8 External artificial larynges. 8
Satisfactory speech. 6
Poor speech. 2
0

— Surgical speech rehabilitation

The youngest patient with excellent esophageal speech
was 37 years old, while the oldest was in his eighth decade.
The average age of the patient in various groups did not
appear to have any bearing on the adequacy of esophageal
speech. In this series, females in general were younger than
their male counter-parts but few of them developed adequate
speech. (Table lll).

TABLEN
Effect of age on esophageal speech rehabilitation.

Males Females

Age Average Age Average
Quality of speech Group Age Group Age
Excellent speech 37-86 62
Satisfactory or good
speech 48-71 59 40-48 44
Poororno speech  49-79 64 35-65 51

44 patients received cobalt therapy (2500 to 6000 rads)
either before or after surgery, and 36% of them developed
adequate oesophageal speech. In contrast, half (5 of 10) the
patients receiving no radiation therapy at all developed
adequate esophageal speech. (Table IV).

TABLEIV
Effect of radiotherapy on esophageal speech rehabilitation.

Surgery and

Radiotherapy Surgery dlone
Total number of cases. 44 10
Excellent speech 5 1
Satisfactory or good ‘ 36% } 50%
speech 11 4
Poor or no speech. 28 5
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The addition of unilateral radical neck dissection to total
laryngectomy did not appear to change the outcome of
acquiring esophageal speech but bilateral radical neck
dissection did affect the process adversely. (Table V).

TABLEV

Effect of the extent of the surgical procedure on esophageal speech
rehabilitation.

Total Total
Laryngectomy  Laryngectomy
Total and Unilateral and Bilateral
Laryngectomy  radical neck radical neck
alone dissection dissection
(staged)
Total number
of patients 29 23 2
Excellent
speech 2 4
38% 42%
Satisfactory or
good speech 8 6
Poor or no
speech 18 13 2

Eight of the 33 patients who failed to learn adequate
esophageal speech were rehabilitated with artificial external
speech devices; six patients had a satisfactory voice (three of
them using Japanese Reed, and three Electric larynges).
Two of the patients were using their Electric larynges rather
poorly. None of the patients studied had undergone a
surgical speech rehabilitation procedure following total
laryngectomy, yet we did attempt-to use a La Barge “Voice
Bak” device in a young patient with a completely afunctional
larynx, retained in situ following severe laryngeal trauma.

Before the effectiveness of the prosthesis could be proved,
the patient developed carotid blow-out, from pressure of the
fistula tube, necessitating ligation of the vessels and closure
of the fistula. It left him with a hemiplegia. This patient is not
included in the preceding tables, but is mentioned here only
to emphasize the catastrophic complications that may occur
with surgical speech rehabilitation procedures. O
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Family Medicine and Internal Medicine*

T.J. Murray,** M.D., F.R.C.P.(C),
Halifax, N.S.

Family practice divisions have developed in virtually all
Canadian, American and British medical schools in recent
years. The increasing impact of these new divisions has
been bewildering to Internal Medicine departments who see
their role and traditional responsibilities being altered. The
trend is obvious in Dalhousie, and | would like to raise a few

questions about the increasing impact of the Family Practice’

Division in areas that have traditionally been the responsibil-
ity of our department, the Department of Medicine. | do not
propose to answer all of the questions, and | do not propose
to state whether the changes and trends are good or bad — |
merely raise some questions and make some points in order
to stress the necessity for our department to think about this
change in medical education, and to see where our
responsibility lies, to make sure that any such changes do, in
fact, provide a better educational experience for the students.

The teaching of “medicine” (as opposed to obstetrics,
surgery, anaesthesia, radiology, etc.) has in the last 25 years
been the realm of the Internal Medicine specialist and in
particular, the Internal Medicine subspecialist. While the
Department of Medicine grew, the experts took over the
hospital care of patients more and more, the clinical training
of students, and the hospital based experience for interns. As
the family practitioner disappeared from the hospital, he also
disappeared from the view of medical students.

The medical specialist and subspecialist became central in
the university based clinical teaching program, and they have
felt that this was their rightful place because of their expertise
in the understanding of medical diseases and processes,
their commitment to teaching, and their additional respon-
sibilities and influence in areas of research.

There has often been mutual misunderstanding of the
university role of internists and that of family practitioners.
Often the Internal Medicine Department thinks that it is doing
everything that the Family Practice Division can do — and
this is wrong. There may also be a feeling on the other hand
that the Family Practice Division can do everything in relation
to teaching that we can do — and that is just as incorrect.

| would suggest strongly that' we should not be competing
but that we are complementary, and that we provide quite
different aspects of the training of medical students and
internes.

The medical specialist's attitude, despite what he may say,
is to train a better doctor by providing him ever increasing
information and skills for the diagnosis and management of
disease. However, with a new sense of his role in medicine,
the family practitioner is now returning to teach medical
students the principles and skills and information that he
feels the student must have to be an exemplary family
practitioner. These are principles and skills and information
that to a great extent the medical specialist was not
teaching.’

*Presented to the Department of Medicine, Dalhousie University,
September 1975.

**Professor of Medicine, Dalhousie University, Halifax, N.S. Chief of
Medicine, Camp Hill Hospital, Halifax, N.S.
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The family practitioner now wants to have a central role in
the clinical teaching of students and interns and is gaining
increasing power in most medical schools to achieve this
position. He sees his function quite differently from the
specialist. The family practitioner is acknowledged as an
expert in family medicine, and in the continuing care of
patients, despite what their diseases may be. The family
practitioner is the entry point of patients into all aspects of the
health system, and he feels that he is well trained to
recognize and manage the common, correctable and serious
diseases that present to the primary physician often in the
early stages of the illness. He feels he is particularly well
suited to managing the psychological and social problems
that are so common in family practice and feels that he
serves a special role in the continuing care of patients within
a family and community context, regardless of what their
individual problem might be, and whether it is acute,
long-term, or terminal.

The family practitioner sees his role primarily in the
community and in an ambulatory care setting.2 A smaller part
of his responsibilities lie within the hospital. The departments
of medicine, in contrast, function to a great extent in, and in
relation to, hospitals. It would thus seem to me that a clear
and cooperative relationship could be developed in the
teaching of medical students which would involve the best
use of both groups to train a better physician.

It is not too difficult to define the role of the family
practitioner or of the internal medicine specialist in terms of
health care, but it is difficult to define definite roles in
relationship to the medical students who will ultimately be
practicing physicians. The roles overlap to some extent, and
we then vie with family practitioners over who should direct
the training and learning processes of the student in many
areas. The specialist often feels that he should teach the
students medical diseases and their management with the
experience, expertise and enthusiasm that only the expert
can muster. But the family practitioner feels that he should be
involved more in the clinical training of students because of
his expertise in delivering “people" centered medical care
which manages a person through any and all problems,
utilizing other specialized personnel and facilities as neces-
sary, and carrying out this long-term management in the
context of family and community.?

As we currently watch the resurgence of family practice,
we see an upswing in the number of graduates going out into
family practice, and a decreasing number coming back. The
graduates express a growing sense of their role as family
practitioners and a feeling that the family practitioner is again
assuming a central point in health care. At the same time, we
are seeing the prospect of a long and uncertain residency
becoming less attractive, with less definite rewards at the end
in terms of prestige, financial gain and intellectual satisfac-
tion.

If the family practitioner is now going to teach the medical
management of patients from a different tack, and take time
from the curriculum to do it, the traditional role of the
Department of Medicine will change and diminish. But at the
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present time, the family practitioners are directing that
change, and our response tends to be periodic dismay or
even anger over each inroad into our domain; or we smugly
deride the family practitioner for being too ill-trained or
unskilled at the serious business of teaching medical
students; or we just ignore what is happening. To ignore the
increasing impact of the Family Practice Division, is to invite
an altered role for the Department of Medicine in a way that
we cannot control, and to allow changes in the training of
physicians over which we have little input. And to some
extent that is our present situation.

We watch in bewilderment as the third and fourth year
students spend more and more time under the wing of the
Family Practice Division, we see the interne electives being
steered to the family practice area, and we see more and
more of the internships being classified as family practice
internships. More and more internes are coming within the
control of the Family Practice Division, rather than the
Department of Medicine and former medical electives will
tend to become family practice electives.

| don’'t mean to suggest that the family practice impact is
necessarily a conflict situation for the Department of
Medicine. | don't mean to suggest what aspects are right and
which are wrong in the changes that have occurred in the
recent years. | merely wish to state that the rise of family
practice divisions in universities has been a general and
important phenomena and must be recognized by depart-
ments of medicine, who must then redefine their roles in
relationship to these divisions. This demands dialogue, not
only among ourselves, but with family practitioners and with
the Family Practice Division, to see clearly, and have them
see clearly, what we can do best and what they can do best,
and what our place must be in the overall education process
of medical students. If we don't, we will be relegated further
back in the educational process, with our function and rules
determined to a great extent by the family practice group.

Essentially | feel we should provide leadership in the
teaching of medical problems and diseases, clinical skills and
clinical experience in hospital ward and intensive care
situations. The Family Practice should provide leadership in
teaching principles of community medicine, family medicine,
patterns of practice and experience in ambulatory settings.
The family practitioner may quarrel with this designated role,
and you may quarrel with the one | outlined for the internist,
but some clarification is needed or we will continue to try and
do the same things, conflicting as we go. If we can more
rationally define what we both can do best, we can begin to
better cooperate in our efforts, supplementing our individual
strengths, to ultimately provide a better training and
experience for developing physicians.

We must look at the clinical training of medical students
with a new viewpoint, or the family practitioners will continue
to make the changes without us. O
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Practice Available

Solo practice available January 1,
1977, in Rockingham, Halifax.

Interested parties please contact:
Dr. R. A. Perry
443-6651

Approximately 2,000 sq. ft. of fully air-conditioned
Professional space available March 1st, 1977.

Please direct enquiries to:
Halifax Medical Arts Building
423-7500
(Mrs. Collins)

When you're ready to set up practice,
we’re ready to help.

Bank of Montreal. We've been helping
doctors and dentists longer than any other
Canadian bank. We've got plans designed to
meet your particular needs.

Operating funds, term loans and mort-
gages (business or personal). We can also
arrange your car or equipment leasing.

We mean it when we say

Just look for the shingle. é;f._&

The First Canadian Bank
Bank of Montreal
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« COLOUR TV
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LORD NELSON (502 423-6331

HOTEL HALIFAX canapa
IDEALLY LOCATED IN DOWNTOWN HALIFAX
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Co-ordinated Public Health Nursing and Physician
Services in Nova Scotia — It Works

Francine LeBlanc,” R.N., P.H.N., and Anne Schultz,** B.A., B.Ed.,
Halifax, N.S.

BACKGROUND

Before 1973, the 4,500 citizens of the Pubnico area
(Glenwood, Yarmouth County to Shag Harbour, Shelburne
County) shared the full time service of a physician in
Pubnico, and the part time service of a Public Health Nurse
working out of the Yarmouth office. There was little contact
between these two.

Dr. V. K. Rideout, Medical Director and Miss |. Stafford,
Nursing Supervisor, Western Health Unit, and Doctor A. M.
Clark, the practising physician at Pubnico Head, recognized
the need for a co-operative, co-ordinated health service and
full ime Public Health Nursing Staff to carry this out.

The opportunity was taken to transfer a Public Health
Nurse to Pubnico for full time employment; the nurse's area
was adjusted to correspond to the medical practice area; and
the nursing office was established in the Pubnico Medical
Centre. The process of co-ordination and improved health
service was facilitated by Doctor Clark’s desire to work
closely with Public Health personnel and the Health Unit's
desire to work closely with the area physician and to provide
the best Public Health Nursing service possible to the
communities within its jurisdiction.

WORKING MODEL

There was little difficulty or conflict in setting up a program
of co-ordinated health services and in making it effective and
efficient. The idea of a co-ordinated service suits the area
well, and the program provides a high quality of care
experienced by few communities in the province. In the three
years that the program has been operating, the services
have expanded considerably and now include three physi-
cians, Doctors A. M. Clark, P. Loveridge and N. Mattinson, as
well as Francine LeBlanc, the Public Health Nurse, and
Carolyn d'Eon, a Certified Nursing Assistant. Both nursing
personnel are bilingual, making it easier to serve both the
French and English communities in the area.

With the location of the nursing office next to the
physician's, there is a continual referral and exchange of
information. This provides for immediate feedback on
patients between doctor, Public Health Nurse, and Nursing
Assistant. In addition to regular Public Health Nursing duties,
the Public Health Nurse has taken over some of the health
care previously provided by the doctor, such as: physical
assessment at well baby clinics, general immunizations,
selected home visits and individual family counselling. A
physician however, is always available for consultation and
referral.

The physicians at the centre have found that a greater
amount of time can be allocated to more serious medical

*Public Health Nurse, Western Health Unit, N.S. Department of
Public Health.

**Health Educator, Health Education Division, N.S. Department of
Public Health. P.O. Box 488, Halifax, N.S. 424-4391 (Responsible
for negotiating).
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matters, with the Public Health Nurse counselling patients on
less serious problems. The Public Health Nurse has more
time t0 listen to patients, and this is a definite benefit from a
mental health viewpoint.

Being located permanently in the medical centre has
increased public acceptance of the Public Health Nurse and
Certified Nursing Assistant, and has led to a greater demand
for service from public, communities, and schools. Health
problems patients may feel the doctors are too busy to be
bothered with, can now be discussed with the Public Health
Nurse and referred and discussed with doctors as necessary.

The Public Health Nurse, because she is community
oriented, visits many people in the community whom the
doctor would never see. The Public Health Nurse and
Certified Nursing Assistant are also the major co-ordinators
with outside agencies. Too often physicians do not realize
the wealth of knowledge and contacts the Public Health
Nursing staff have. Through the Public Health Nurse and
Certified Nursing Assistant, the doctors in this centre are
more aware of the community and get a much better outlook
on the patient as a member of a family.

A plus to the success of this concept is the community
health background the physicians in the centre obtained
while in England, where community and Public Health
training is an integral part of a physician's training. This
background has provided a greater insight into co-ordinated
community care programs. This type of training is often
lacking in Canada, and makes it more difficult to organize
and co-ordinate service programs.

The communication within the centre is excellent and in
Francine LeBlanc's mind, the set-up is “one of the best she
has experienced across Canada”. All health staff share
mutual files and equipment within the centre. In the exchange
of information and professional knowledge, the physician and
staff can obtain a total family outiook rather than just
individualized facts on their patients.

Although there is an increase in nursing care, the
education aspects of Public Health Nursing are not
diminished. With increased office and home visits, there is as
much and more opportunity to discuss prevention and
educational aspects.

NUTRITION SERVICES

The services of Beverly Dagley, the Public Health
Nutritionist from Yarmouth, have been incorporated info the
centre, along with the Public Health Nurse and Certified
Nursing Assistant. The Nutritionist visits the centre twice a
month for counselling of patients referred by the doctors or
Public Health Nurse, as well as handling normal requests for
information and counselling.

The fact that a Nutritionist is available for counselling is a
tremendous advantage, and the doctors welcome her
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professional knowledge and service as part of the team. With
a Nutritionist at the centre, there seems to be an increased
awareness of prevention, and there is a definite demand for
even more nutritional services in the area.

CONCLUSION

The morale and support in a situation such as this does not
filter up, it filters down. Through the imagination, dedication,
and progressiveness of people such as Doctor Rideout, Miss
Stafford and Doctor Clark, this has been accomplished.

The physicians and the Public Health staff are here to
serve the public. To those physicians who would like to
become involved in providing better health services to their
community and public, the advice of Doctor Clark and Doctor
Rideout is clear and concise:

a) Get to know your local Health Unit Director, Supervisor
of Public Health Nurses, and all Public Health staff.

b) See what they can do for you and what you, in turn, can
offer them.

c) Regard the Public Health Nursing staff as professionals
because that is what they are.

The Pubnico organization is encouragement to all those
who are skeptical about Public Health staff and physicians
working side by side. Both are professionals of a high calibre,
and being such, are concerned that the public receive the
best health care possible. With planning, imagination, hard
work, and commitment by all, it will work.

SUMMARY

Public Health Nursing services in the Pubnico area of Nova
Scotia have been incorporated into the local medical centre
with great success. Besides regular Public Health duties, the
Public Health Nurse has taken over some of the doctors’
duties, including physical assessment at well baby clinics
and immunization.

The co-operation and professionalism of all involved has
led to a greater demand for Public Health Nursing services
and acceptance of Public Health staff as part of the
community.

Through the Public Health Nurse and Certified Nursing
Assistant, the physicians in the centre have obtained an
overall view of their patients as family members, and insight
into the community organizations available to assist them in

d) Start slowly and work it out together step by step. their practice. o
e) Don'texpectimmediate results.
An Appreciation
Dr. Edith Kovacs
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On August 11, 1976, Dr. Edith Kovacs passed away
following an extended illness. Dr. Kovacs received her early
medical education at the University of Budapest graduating
with distinction from medical school. She and her husband,
Dr. L. L. Kovacs, came to Canada following the 1956
Revolution and she then entered Dalhousie University
receiving her M.D. degree in 1962. She then worked as a
General Practitioner at the Nova Scotia Hospital where she
maintained her position as senior physician until her untimely
death.

Dr. Kovacs' husband is a psychiatrist associated with the
Faculty of Medicine at Dalhousie University. He was, at one
time, associated with the Department of Medicine at the Nova
Scotia Hospital and later took part of his psychiatric training
atthat Institution.

Those of us who, like myself, had the opportunity of
knowing and working with Edith came to appreciate her
outstanding qualities as a compassionate physician and a
most humane and warm person. Her unfailing good humour
and warmth will be missed not only by her family and close
relatives, but by all of her colleagues in Nova Scotia. We
share this sense of loss and tragedy with her family and
extend our deepest sympathies to them. O

DLS.
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The doctor and his leisure

*Atlantic Antique Car Club

“A Car For All Seasons”’

B. J. 8. Grogono,* M.B.,

She'll carry you through

The stormy days

When the roads are rough

And the winds are blowing

And the prarie skies are open
And sowing

Sweet scent upon your brow.

She'll carry you through

The balmy hours

When the roads are smooth

And the world's an oven

And the heavens are panting
And glowing

Strong breath upon your flesh.
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She'll carry you through

The torpid years

When the roads seem doomed

And the ways all groaning

And the ocean mists are mellow
And sighing

Sad songs upon your mind.

She'll carry you through
Till your days are gone
And the roads are full
And memories flowing
And she rests

Proud, silent, still
Loving the
Long tales of yesterday
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She lay outside the police station in a neat pile, one
hundred and one pieces or more. The major portion had blue
with red spots where an anti-rust potion had been applied.
This was the square framework and body of a fifty year old
vehicle. Wheels, axles, beams, sundry carburetors were tidily
stacked together in two boxes.

“The sergeant says they've got to go” my burly policeman
explained. | peered into the mass of antique material trying to
make a guess at what the total assembly might resemble if
finally constructed. | could recognise no familiar shape or
name. “She’s one of Canadas originals — a McLauglin. I've
started to restore her but the Sergeant can't stand having all
this junk around.”

It was a cold Manitoba day. There was no time for a long
discussion. Two hundred dollars seemed a lot for a collection
of deadwood and old iron and | motored my 60 miles back to
Winnipeg, wondering—wondering . . .

“Can you get her on a truck?”
“No trouble, I'll arrange delivery."”

A few days later, a gigantic pantechnicon arrived and |
guided her to the back-lanes until she stood proud against
our garden fence. My astonished family greeted the arrival
with a mixture of emotions. Our wall was soon moved and the
ancient vehicle was trundled down a pair of tracks some
twenty feet long and heaved into the yard. All the neighbours
came to glare. The older ones all remembered cars “like
that" when they were young. The kids played happily with
gear levers, wheels, and loose panels and jumped into the
empty compartments that once contained two elegant seats.
There were no running boards or tires, but the doors were still
attached. It was an ideal toy for children of all ages. There
she lay in the middle of our lawn until the next spring. We
covered her with a tarpaulin and the snow gathered between
her sides guarding her from the fiendish cold.

The next five years were a mixture of research and dogged
work. The main entrails were dissected free. Engine,
carburetor, big ends, little ends, valves, generator, motor,
electric wires, were disentangled. An interesting birds nest
was dislodged from the manifold and there were certain
mechanical problems. All the wheels had to be reassembled
and mounted with 33'/2 inch tires. The woodwork had to be
replaced and the top remanufactured.

| had a number of invaluable guides — First, Father Brown
— A distinguished garage proprietor who had grown up with
Buicks and McLaughlins when they took over from steam
engines. He had an inexhaustible knowledge and skill and
was called into numerous consultations. Usually we chose a
suitable Saturday or Sunday afternoon for important events:
The unlocking of the value-in-the-head mechanism, the
removal of pistons, the replacement of big ends, and the final
grand assembly.

Second, an antique textbook — Here fate took an
exceptionally apposite turn. | had no exact information about
McLaughlins. | needed anatomical details — wiring dia-
grams, electrical circuits, and engine information. One day,
my family and | were exploring some woods near Lake
Winnipeg and came across a deserted log cabin. There were
a few remnants left by the late inhabitant, an old log stove, a
few tools that had been used on a car long since
disintegrated. In a corner cupboard was an old book —
“Dykes Automobile Manual”. It was in good condition and
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although the mice had eaten some of the cover, there in great
detail was all the information needed — wiring diagrams,
valves, generator, carburetor — an answer to a maniac's
prayer.

Finally, an Irishman who was a skilled cabinet maker
turned up in the Rehabilitation Hospital. What better to do
then to help rehabilitate my old car on Saturdays? So, now
we had a team, and work gradually progressed. Each
summer, a little progress was made whilst each winter the
snow and ice allowed the old lady to hibernate.

It was thanksgiving day, some twelve years ago, when my
boys and | at last stood ready to crank her over. The timing
had been corrected, the generator sparked, the starter
clicked, and the carburetor dripped merrily. “Turn her on!"
There were one or two fearful lunges and then a heave. “Off
she goes.” A wild roar rocked across the praries as she fired
for the first time in twenty years. We ate our thanksgiving
dinner in peace and drove her around the yard to a place, to
rest for another winter. When the family finally decided to
move east to Halifax, drastic measures were required. She
had to be driven under her own steam onto the train, bound
down tight in a special compartment, and driven off again
2000 miles later.

The four new “no skid tires” cost over 100 dollars each but
looked authentic with 80 pounds of pressure. The wheels
were a little eccenfric. The top was completed at the last
moment. On the road, she could go well for about one half of
a mile and then grind to a halt whilst a crowd gathered
around. We then refilled the vaccum tank and proceeded for
another half mile.

So that is how we arrived at the station and together with a
good many “ain't she quaints”, “how old is shes”, “they don't
make 'em like that any mores”, we tucked her up for a great
journey east. She took the journey without damage and it
wasn't long before we decorated her with new paint and
upholstery. The paint turned out to be more purple than blue

but reveled in the maritime sunshine.

You would think that once you completely overhauled a
body, nothing could go wrong. Not so. Just as the human
frame behaves with tantalizing mischief on occasions, so
does an old car. In response to a forty mile trip, serious
disorders broke out. The clutch slipped, the driving pinion
failed, and the generator burst. Here again, the expert
knowledge and skill of senior engineers proved invaluable.
The generator was sent off to Berwick where Mr. Champion
completely rewired the hefty mechanism. He has an
incredible electrical factory aftached to his house which
would put Heath Robinson to shame.

My chief advisor, however, has been a man of great
courage and unbelievable skill. Eric Davidson, blinded by the
Halifax Explosion, has been working for 40 years as an
engineer to the City. He is a Rolls Royce engineer and knows
more about old cars then anyone that | have met. One day, |
just couldn't get the car to go so we brought him to my home.
He stood there for a few minutes smoking his pipe and
getting his bearings. Then he started the case history and
physicial examination. “Would she turn over? Was there a
spark? Was there any gas in the tank?" He took the coil leads
and listened to the spark. There was a feeble click. “She
needs a condenser”. We put one on. The spark made a

(continued on page 207.)
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Correspondence

To the Editor:

In the August 1976 edition of the Bulletin, Dr. Nagvi and
workers have published an article entitled “Hyperalimenta-
tion in a Regional Hospital.” As a practicing hospital
pharmacist actively involved in the preparation of total
parenteral nutrition (T.P.N.) solutions and the monitoring of

patients, | feel obligated to make a few comments about this _

article and to question some of the statements made: |
realize that the situation at the Sydney City Hospital is
different from that in the teaching hospitals in Halifax.
However, | feel that the following comments are still
applicable.

Of particular concern to me is Dr. Naqvi's statement
“There are no major requirements for the preparation of
hyperalimentation solution”. Many authorities in the field, by
their publications, would not support this statement. Accord-
ing to Jeejeebhoy,’ Fleming? ands others,® all T.P.N.
solutions should be prepared in a laminar flow hood by
properly trained pharmacy personnel with aseptic precau-
tions. Suitable quality control procedures should be emp-
loyed. These include particulate matter inspection, stability
testing and microbiological monitoring. At Camp Hill Hospital,
a sample is withdrawn from one bag of each lot of T.P.N.
solution prepared and sent to Microbiology for culturing. This
serves as a useful check on the effectiveness and reliability
of the sterile procedure followed and, in some cases, aids in
the early identification of an organism in the case of an
infection.

Once the TPN solution leaves the pharmacy, it should
never be entered except with the intravenous tubing
apparatus. Hypertonic glucose solution is an excellent
growth medium for bacteria and fungi and any interruption in
aseptic technique increases the likelihood of introducing
organisms.?

| realize that a laminar flow hood is a costly purchase for
any hospital. However, the cost is marginal considering the
high cost of the T.P.N. solutions and the critical requirement
for the maintenance of sterility. As well, the laminar flow hood
has a wide number of applications in sterile compounding.

Other comments should be made regarding the T.P.N.
line. No drug additives should be administered via this line,
nor should any solutions be “piggy-backed” onto it. Also, no
central venous pressure monitoring devices should be
attached to the T.P.N. fluid system, and blood or blood
products should not be administered or drawn through the
system.1 23

Fleming and workers? have emphasized another point.
Besides being responsible for the preparation of the T.P.N.
solution, they state that “The pharmacist's role also includes
surveillance of orders in order to avoid or minimize
incompatibilities . . .".

There is controversy regarding the use of in-line filters in
T.P.N. systems. However, a system using a 0.45 micron
disposable Millipore filter has the advantage of blocking the
passage of most particulate matter and some microor-
ganisms. Filters of size 0.22 microns may also be used. It
should be noted that Jeejeebhoy,' Fleming? and others® 4 all
use filters in the T.P.N. systems.
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In conclusion, one cannot over-emphasize the importance
of aseptic technique in the preparation of T.P.N. solutions,
the insertion of the subclavian catheter and in the dressing
changes at the catheter site.

M. Isobel MacLeod, B.Sc. (Pharm.),

Staff Pharmacist,

Camp Hill Hospital.

Halifax, N.S. O
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To the Editor:

It was with a great deal of interest | read your recent
Bulletin which contained several articles on Sport Medicine.
Your society is to be congratulated for showing such
leadership as doctors playing an integral part in the
development of sport in our Province.

As you are probably aware, our Department has asked for
submissions from the people of Nova Scofia concerning a
fitness plan for our Province. It is our hope that your society
would become involved and assist us in the development of
such a program by presenting your views on the develop-
ment of fitness for all Nova Scotians.

Again, my personal congratulations for an excellent
Bulletin.

Sincerely,

A. Garnet Brown, Minister,
Department of Recreation,
Province of Nova Scotia.

Editors Note:

This request has been referred to the Physicial Fitness
Committee. If you have any suggestions to offer please
contact Dr. Merv Shaw.

To the Editor:

Congratulations on the excellent October issue of The
Nova Scotia Medical Bulletin on various aspects of sports
medicine.

| have never had the pleasure of scuba diving, but would
like to commend Dr. Michael W. Cook on the fine article
describing the recognition and early treatment of diving
injuries. May |, however, add a word of warning to
praciitonen; (continued on page 201.)
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Correspondence. (Continued from page 200.)

Dr. Cook rightly emphasizes the importance of speed in
treating someone suspected of decompression sickness by
recompression in a high-pressure chamber. However, ascent
in a non-pressurized aircraft will increase the damage
caused by nitrogen bubbles. Small aircraft are non-
pressurized, and most commercial planes are pressurized
only to an altitude of 5,000 to 7,000 ft. An ascent of even a
few thousand feet may be critical to a patient with
decompression sickness. Unless an aircraft can be pres-
surized to ground-level pressure, there are occasions in
which it would be wise to have the patient transported by
ambulance to the nearest high-pressure chamber, rather
than by aeroplane. This may be a very difficult decision.

| was engaged for five years on research with the R.C.A.F.,
most of it devoted to decompression sickness. The effect of
ascent to 18,000 ft. or one-half an atmosphere, is equivalent
to the diver's ascent from two atmospheres to the surface.
The crew of a commercial airline flying in a cabin pressurized
at 7,000 ft., all developed “bends” on a flight made shortly
after they had been scuba diving. Ordinarily no one would
ever develop decompression sickness below 18,000 ft. and
very few below 30,000 ft. It is obvious that “silent bubbles”,
may increase in size to a dangerous point under such
circumstances. It is even more obvious that a patient already
suffering from the “bends” will be in a worse state under
low-pressure.

| had personal experience with a number of cases of
decompression sickness in divers flown to Halifax in the
immediate post-war period. The results were not good and
the flight had obviously aggravated the damage.
Yours very truly,
C. B. Stewart, M.D.
Vice-President (Health Sciences)

Dalhousie University
Halifax, N.S.

To the Editor:

| am currently engaged in research on the Munchausen
(Hospital Addiction) Syndrome and its variants. | would like
to correspond with any other physicians who have had
personal contact with such patients. To this end | would
appreciate it if you would print this letter in your Correspon-
dence section. Please forward all responses to me at my
address below.

S. E. Hyler

5620 Netherland Avenue

Riverdale, New York, 10471

U.S.A. a

Dept of Public Health

Policy Change in Respect to Small Pox Vaccination

Whereas, it is recognized that the danger of morbidity and
mortality in the use of Small Pox vaccine far outweighs the risk of
Small Pox; and,

Whereas, the Department of Public Health recognizes the
success of the World Health Program to eradicate Small Pox,

The Department of Public Health will withdraw from the
program of Small Pox vaccination as a routine program.

Concommitment with this, will be the withdrawal from stocking
Small Pox vaccine and the free distribution of same.




Teamwork is contagious.

Quality patient care takes a lot of
teamwork from a lot of different
people — key administrators, staff
physicians, paramedic and
ambulance personnel, even security
and maintenance personnel.

Keeping this many people working as
a team takes co-ordination. And that
takes Air-Page 2-way
communications.

Like Air-Page pagers that keep key
personnel no more than a “beep"
away from where they're needed.
CCTV systems that monitor vital
hospital areas and help maintain
security. Air-Page hospital emergency
administrative radio system-base
stations, mobiles portables and
pagers — that provide a
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custom-tailored way to simplify even
the most complex healthcare
operation. And Coronary Observation
Radio (COR) which enables
paramedic and ambulance personnel
to transmit an ECG right from the
scene of a heart back to the hospital.

FREE CONSULATIONS

202

helps spread it around.

For more information about how
Air-Page 2-way communications can
help co-ordinate your hospital team,
write:

AIR-PAGE

®

Communications Division
2979 Oxford St., Halifax, N.S.
902-453-2640
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Some Pictorial Highlights of the
123rd. Annual Meeting

His Honour Dr. C. L. Gosse, Lieutenant Governor of Nova Scotia,
shows his strong continuing interest in the affairs of Medicine by
attendance at the 123rd Annual Meeting of The Medical Society of
MNova Scotia. Also in aftendance were Dr. R. G. Wilson, Secretary

The 123rd Annual Meeting of The Medical Society of Nova Scotia g:gﬁ:ﬂ g; g R:! f asr;:fc:la;r;l;d grd |;aloAjzzZl:tlﬁ;";;:ntrej. L
was not all work. Here Dr. A. M. Marshall, Halifax, his wife chat with L i g ; :

Mrs. C. A. Gordon (centre) during the mid week reception at the
Chateau Halifax.

Marie-Paule, wife of Dr. T. J. McKeough receives an “lrish” token
of appreciation from Past President Dr. Brian O'Brien.

Halifax Radiologist, Dr. W. F. Mason is installed as President of
The Medical Society of Nova Scotia by Deputy President Dr. E. W.
Barootes of The Canadian Medical Association.

Stellarton Physician, Dr. John Hamm, President-Elect of The
Medical Society of Nova Scotia expresses his appreciation to the

delegates and guests at the annual banquet of The Medical Society
of Nova Scotia.

Newly installed President, Dr. W. F. Mason’s first task was the
presentation of the Past President's pin to Dr. T. J. McKeough the
outgoing President of The Medical Society of Nova Scotia.




Hospital, Paediatrician-in-Chief at the Grace Maternity
Hospital and acting chief of Paediatrics at the Halifax
Infirmary.

In 1963, he became Senior physician at the Children’s
Hospital while continuing as Paediatrician-in-Chief at the
Grace Maternity and Halifax Infirmary until his retirement
from the Dalhousie Medical School in 1971.

Dr. Coward has worked with the Canadian Council for the
Rehabilitation of the Disabled since that Society started its
travellirig clinics for children in the early fifties.

It was during these early years that he became interested
SENIOR MEMBERSHIP CITATIONS in the problems of very young children throughout the
THE MEDICAL SOCIETY OF NOVA SCOTIA province who had a hearing disability often unrecognized.

At that time there were no training facilities for these young
. children — the age for admittance to the School for the Deaf
Dr. Norman Barrie Coward being seven years. There were also no clinics for diagnosis.

As a result, Dr. Coward with the help of other interested

Dr. Norman Barrie Coward was born in the Island of St.  persons established a modem programme for pre-school

Thomas, the son of Rev. and Mrs. F. W. Barrie Coward, his  nursery classes for the hard-of-hearing which functioned until
father having come from England as a missionary. 1967 when the Nova Scotia Government assumed the task.

At the same time, the need for diagnostic facilities for
hearing and speech problems was recognized as being
urgent. As a result, Dr. Coward founded what is now known
as the Nova Scotia Hearing and Speech Clinic of which he is
still the Medical Director.

Dr. Coward continues to be active in the practice of his
speciality in Halifax.

E. V. Rafuse, M.D.

Dr. Srul Tul Laufer

Honorary Membership in The Medical Society of Nova Scofia is
presented to Dr. N. B. Coward, Halifax by Dr. T. J. McKeough,
Immediate Past President as Dr. E. V. Rafuse, Centre, looks on.

After a childhood spent in the West Indies, he arrived in
Canada in 1918. He attended Colchester County Academy
and then entered the Dalhousie Medical School graduating in
1928. Following graduation, he spent five years in post-
graduate studies of which three years were at the Hospital for
Sick Children, Toronto, one year as Chief Resident in
Paediatrics at Bellevue Medical Centre, New York and one
year attending clinics in Edinburgh, The Royal Infirmary,
Glasgow, Birmingham and the Great Drumond St. Hospital,
London.

In 1933, Dr. Coward returned to Halifax as the first
physician in Nova Scotia to confine his practice to A long time Medical career in Halifax was recognized by elevation
Paediatrics. He was appointed in that year to the staff of the o senior membership in The Medical Society of Nova Scotia for Dr.
Children’'s Hospital and in 1958 became professor and Head S. T. Laufer. Past President Dr. T. J. McKeough makes the
of the Department, Physician-in-Chief of the Children’s presentation.
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Dr. Laufer, the son of a farmer, was born in a province of
Austria which subsequently became part of Rumania. He
obtained his Medical Education at the University of Naples,
graduating in 1930 and subsequently did Post-Graduate
work in Vienna at the Heart Station and Pathology Institute
under Professor Sternberg. In 1936 he was appointed Chief
of the Cardiological Department, University of Naples; a post
he held until 1938.

In 1936 Dr. and Mrs. Laufer were married and they
subsequently had three talented children, a musician, a
physicist, and an artist. The Laufers came to Canada in 1939
and the following year Dr. Laufer became associated with the
Halifax Infirmary. He was the first intemist in Halifax to
confine his practice to Cardiology. In 1961 he became Chief
of Medicine of the Halifax Infirmary and a Professor in the
Department of Medicine at Dalhousie University. He retired
from these positions in 1969. He has been a member of the
Medical Society of Nova Scotia since 1940. He is a Fellow of
the Royal College of Physicians and Surgeons of Canada, a
Fellow of the Clinical Council of the American Heart
Association, a Member of the American and a Charter-
Member of the Canadian Heart Association. He is Past
President of the Nova Scotia Society of Internal Medicine and
Past President of the Nova Scotia Heart Association. He is
the Author of over forty Scientific Publications in Cardiology.

Over the years Dr. Laufer has had many extra-curricular
interests, mainly in the field of the Arts. | am told that he was
largely instrumental in the founding of the Halifax Symphony
Society. He has been the Chairman of the Board and a
Director of the Nova Scotia College of Art. He is still a
Director of the Neptune Theatre Foundation and is the
current Treasurer of the Bonny Lee Farm. Dr. Laufer has also
found time to be a Director of the Provincial Boy Scouts
Association. He is now largely retired from practicing
Medicine although he still finds time to see the occassional
patient whom he has followed for many years.

Mr. President, | am pleased to present Dr. S. T. Laufer to
you for the Senior Membership in the Medical Society of
Nova Scotia

E. V. Rafuse, M.D.

SENIOR MEMBERSHIP CITATION
THE CANADIAN MEDICAL ASSOCIATION

Dr. Harold Joseph Devereux

Doctor Harold Joseph Devereux is a native of Prince
Edward Island where he was born in 1910 and where he
obtained part of his secondary schooling at St. Dunstan's
University. He completed his general education at Tufts
College in Medford, Massachusetts and then entered
Dalhousie University in Halifax for his medical training. He
was awarded the M.D. degree in 1936. To further his career
in general practice he sought postgraduate instruction in
cardiology at the Royal Victoria Hospital in Montreal and in
obstetrics at the Boston Lying-in Hospital.
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Daoctor Devereux has spent his professional life in Sydney,
Nova Scotia, where he has been associated with the Sydney
City and St. Rita Hospitals. His contribution has been
recognized by his appointment at different times as president
of the medical staff and chief of staff to both these
institutions. His influence has been felt also in the wider
sphere of professional organizations: he is a past president
of the Cape Breton Medical Association and of the Nova
Scotia Medical Association. He has represented his provin-
cial association on the Executive Committee and the Medical
Economics Committee of the Canadian Medical Association.
For seven years he served on the Nova Scotia Hospital
Insurance Commission and he has been a director of the
provincial Blue Cross and Blue Shield. He can claim that over
a period of thirty years he has not missed an annual meeting
of the CMA.

Noted Cape Breton Physician, Dr. H. J. Devereux, Sydney, is
installed as a senior member of The Canadian Medical Association
during the 123rd Annual Meeting of The Medical Society of Nova
Scotia by C.M.A. Deputy President Dr. E. W. Barootes.

Not content with serving his community as a physician, Dr.
Devereux has been active in municipal, provincial and
federal politics, in home-and-school affairs and in the United
Appeal. Nevertheless he has been able to find time in his
busy life for the tranquillizing hobbies of gardening and
reading and for travel when the opportunity presents.

R. G. Wilson, M.D.
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Dr. Chester B. Stewart, Dean of Medicine 1954-1971 and
Vice-President, Health Sciences 1971 to 1976, has agreed to
serve as special consultant to President Hicks and to the
University Planning and Forecasting Service. His major task
will be to examine in detail the costing of programs relating to
Health Science areas.

Dr. Aden C. Irwin of the Department of Preventive
Medicine has been appointed to the selection board of the
Medical Council of Canada. He will be one of the five who
select the Preventive Medicine questions on the Medical
Council exams. This will probably not affect the standing of
his students — they have been tops in Canada for several
years.

Drs. Winston Parkhill, Al Buhr and their resident
physicians, Drs. H. Hollis and M. Forsyth recently put in a
ten hour session in the O.R. to re-implant an arm severed in a
car accident. This was reported in a very full article in the
Halifax Mail Star of 19 November 1976. Although there have
been re-implantations of fingers and thumbs, this is the first
of its kind in Eastern Canada. The Bulletin wishes them and
their patient success in this endeavour.

The Bulletin congratulates Dr. Robert O. Jones who has
been named as Canada's representative on the executive of
the World Psychiatric Association.

Recent visitors to the Department of Psychiatry, Dalhousie,
were Professor Gerald Russell and Dr. Anthony Wakeling
of the Royal Free School of Medicine, London, England.
While here they participated in conferences which included
topics on resident training and learning disabilities. They
conducted a symposium on anorexia nervoss, a subject in
which they both have wide experience. From here they
proceeded to a conference on anorexiz nervosa in Washing-
ton, D.C.

ACTIVITIES OF THE DALHOUSIE DEPARTMENT
OF ANAESTHESIA

Dr. Donald Knox has joined the Department as an
Assistant Professor, to work at the Halifax Infirmary. Dr.
Knox is a graduate of Queens University in Belfast, and for
the past five years has been a consultant in Ballymena,
Northern Ireland.

Dr. John Glenn has joined the Department as a Lecturer,
to work at the Victoria General Hospital. Dr. Glenn is a
graduate of St. Andrews University in Scotland, who took his
residency at McGill. For the past year he has been a Fellow
in cardiovascular anaesthesia at Mayo Clinic.

Four members of the staff have been promoted to the rank
of Assistant Professor: Drs. Carmen Kelly and Isaac Uy of
the Saint John General Hospital, Dr. Thomas Anderson of
the 1. W. Killam Hospital for Children, and Dr. Yusuf Patel of
the Victoria General Hospital.
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The total staff of the Department now is 38 plus one fellow.
The Victoria General Department, which also covers Camp
Hill and the Grace Maternity Hospitals, numbers 16 plus a
Fellow. There are seven staff anaesthetists at the Halifax
Infirmary, six at I. W. Killam Hospital for Children and nine at
the Saint John General. Twenty staff anaesthetists have
joined the Department since September 1972, while two left
to practice elsewhere.

Dr. John Feindel was installed in June as president of the
Canadian Anaesthetists’ Society, at the annual meeting in
Montreal. Drs. Fairhurst, Purkis and Moffitt also attended
with Dr. Moffitt presenting a paper there.

The World Congress of Anesthesiology in Mexico City in
April was attended by Drs. Stewart Wenning, Stanley
Donigiewicz and Charles Murchland.

The Association of University Anesthetists annual meeting
in Philadelphia in April was attended by Drs. James
Morrison and Emerson Moffitt. Dr. Douglas Blenkarn
recently became a member of that honor society.

Dr. Emerson Moffitt is currently Vice-chairman of the
Board of Trustees of the International Anesthesia Research
Society. At the annual meeting in Phoenix in March, he
moderated a panel discussion on “Anesthesia for Patients
with Cardiac Disease".

Dr. Douglas Blenkarn has changed from part-time to a
geographic full-time appointment, to take a larger part in
teaching and intensive care, with the rank of Associate
Professor.

Dr. lan Purkis was recently appointed a Director of the
Acupuncture Foundation of Canada in Toronto. He also
presented a paper in February on “Acupuncture in Chronic
Pain Problems"” at the Academy of Anesthesiology meeting
in Boca Raton, Florida. Dr. Emerson Moffitt was pro-
gramme chairman of that meeting.

Dr. Christopher Allen, who will complete his residency
this year, has been accepted for a year of training in intensive
care at the University of Manitoba. Following this he will join
the Department to work at the Victoria General Hospital.

Dr. James Morrison is co-author of a textbook “Anaes-
thesia for Ear, Eye, Nose and Throat Surgery” published in
Edinburgh.

Dr. K. Patel of Bridgetown recently completed six months
of additional training in anaesthesia at the Victoria General
Hospital. He is the first practicing anaesthetist in Nova Scotia
to take this opportunity for further training that is offered by
the Department.

Ten new residents began their training in the Department
on July 1st, five of whom are Canadian graduates, with four
from Dalhousie. In total, 21 residents are in training in Halifax
and Saint John. O

ATTENTION :
Copies of the pamphlet attached is available from the
Nova Scotia Department of Highways for distribution in
your waiting room.
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“A Car For All Seasons”
continued from page 199.

healthy blue flame. “That's better’. His investigation con-
tinued: feeling, smelling the carburetor, the plugs, and
exhaust. Still she wouldn't go. “Must be the timing.” He put
his hands over the valves like a piano tuner. He then adjusted
the timing. “It should go now!" Sure enough, a few more
cranks and off she roared. “A little rough, should be smooth!”
Back his hands go on the valves. “Need to adjust that” he
says. He took out a feeler gauge. “Can you feel to a 1000th of
an inch.” “Not really, but | know my gauges.” So with a
confident smile, and a puff of his pipe, he strutted firmly out of
the garage. No matter who has an old car or whats wrong
with it, Eric will always to be there to help. | swear he could
have been just as good a human surgeon as an automobile
physician.

So now, the time has come for a leisurely interlude. The old
car wanted company and | needed space. Last weekend, we
towed her on a giant trailer to the “Roaring Twenties’

Museum” in Lunenburg. Four strong men from the Antique
Car Club helped her final escapade.

Blockhouse is really Joudrey land. Nathan's forefathers
came from Luxemburg and were skilled craftsmen. They built
ox carts, wagons, and many farm implements. He himself
built beautiful oars and paddles which were sent all over the
world. He combines artistry with expert mechanical skill and
he appreciates the beauty of old things.

His museum is cleaner than most operating rooms. The
floor is pristine white cement. A fine selection of antique
vehicles shine forth. An old fire engine, an ox wagon, a grey
Dort, a deep blue Essex, and a bright blue model T Ford, and
avan. There is a nice Chevrolet, a magnificent 1927 Cadillac,
and a Dodge. At the end of the array, there was a collection
of church harmonia and a family Bible, the one his family
brought over in 1790.

Yes, my old car was proud to take her place beside this
elegant cluster — a well earned rest. | do, however, hope
someday to take her out once again for an airing, or to
operate on some of her ever entrancing ailments. O

NEW MEMBERS

The Physicians listed below have joined the Medical
Society of Nova Scotia between October 1, 1976 and
November 30, 1976. A most cordial welcome is extended by
the Society.

*Dr. J. Patricia Beresford Montreal, Que.

Dr. James T. Burrows Yarmouth, N.S.
Dr. P. Kent Cadegan Glace Bay, N.S.
Dr. James A. Collins Windsor, N.S.
Dr. Harris G. Crooks Shad Bay, Halifax Co., N.S.
Dr. George R. Davis Chester, N.S.
*Dr. Charles R. Dean London, England
*Dr. Zachery R. Fraser Victoria, B.C.
Dr. Gordon W. Horner Halifax, N.S.
Dr. Mary E. Hutchison North Sydney, N.S.
Dr. Willem O. Kwant Halifax, N.S.
Dr. Kenneth R. Langille Berwick N.S.
Dr. Mark W. Miller New Glasgow, N.S.

Dr. Philip D. Muirhead

*Dr. Ronald E. McAllister
Dr. Alan T. J. McDonald Halifax, N.S.
Dr. B. Ross MacKenzie Halifax, N.S.
Dr. Kathleen E. McPherson East Bay, Cape Breton Co., N.S.

Musquodoboit Harbour, N.S.
Toronto, Ont.

Dr. Blair A. Nichols Wolfville, N.S.
*Dr. Beverly A. Pace Calgary, Alberta
Dr. James H. Pope Halifax, N.S.
Dr. Mahendra Prasad Sheet Harbour, N.S.
Dr. Gregory L. Roy Halifax, N.S.
Dr. Carl C. Stoddard Halifax, N.S.

Montreal, Que.
Edmonton, Alberta

*Dr. Alan M. Tarshis
*Dr. Matthew A. Vail

*Internes/Residents outside Dalhousie Program (Dalhousie
Graduates)
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