


































Central Nervous System 

Normal measurements of the lateral cerebral ventricles 
have been charted from the 16th week of gestation onwards. 
Hydrocephalus can thus be recognized early, often months 
before the cranium enlarges. Anencephaly and iniencephaly 
are identifiable at 14-18 weeks. Regarding spina bifida, 
caution is in order, since lumbar spina bifida aperta may not 
be manifest until 20 weeks. 8 

Cardiovascular System ·', 

Cardiac dysrhythmias alone, or resulting in cardiac 
decompensation manifested by hydrops fetalis, have been 
identified and treated in utero.9 Four chamber and short axis 
great vessel projections can be obtained. Structural cardiac 
defects been identifiedB Doppler studies linked to 
two-dimensional imaging, cardiogram, and M-mode strip 
chart recordings have promise. 

Gastrointestinal System 

Since the fetus normally swallows amniotic fluid, obstruc­
tive lesions such as duodenal atresia and small bowel atresia 
can be diagnosed. The observation of hyperperistalsis in the 
obstructed bowel differentiates the loops from renal cystic 
conditions. Even meconium ileus progressing to perforation 
(the sudden appearance of ascites) has been diagnosed and 
emergency caesarean section performed.10 The diagnosis of 
fetal diaphragmatic hernia has also been reported. 11 

Protrusion of Viscera 

Omphalocele, gastroschisis, and ectopia cordis have been 
diagnosed. 

Urinary Tract 

Renal function as evident from a urine-filled bladder is 
recognizable in the second trimester. Potter syndrome with 
anuria can often be suspected at this time. Infantile polycystic 
disease - a lethal renal disorder- may be associated with 
some urine formation ; in this condition the kidneys have been 
observed to triple their size in a two-week period at about 20 
weeks gestation.12 This is an intriguing observation , since 
these kidneys are not always strikingly large in the infant. 

Musculo-skeletal System 

Lethal and non-lethal forms of dwarfism have been 
diagnosed in the fetus. Polydactyly and cleft palate, which 
may be isolated or part of various syndromes, have been 
identified as may be joint contractu res and dislocations. 

Miscellaneous 

Sacrococcygeal teratoma, midline teratoma and goitre 
have been diagnosed. 

Fluid Collections 

Anasarca, ascites, pleural and pericardia! effusions, cystic 
hygroma (often accompanying Turner syndrome) have been 
reported in the second and third trimesters. Pleural effusions, 
for example in chylothorax, with consequent pulmonary 
hypoplasia in the third trimester, are easy to recognize 
ultrasonographically. 
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Sex of the Fetus 

It is important to establish the sex in certain genetic 
disorders, e.g. x-linked aqueduct stenosis, a recessive • 
disorder presenting in males. Amniocentesis is the most 
reliable method of sex determination. 

Multiple pregnancy 

Twins are known to each have a smaller BPD than 
singletons. This has been established from the 16th week of 
gestation onwards. Twin-to-twin transfusion may be clarified 
in the future with Doppler studies. 

Biophysical Profile 

This is the name given to a composite assessment based 
on fetal movement, tone, reactivity, breathing movements 
and volume of amniotic fluid in the third trimester. In the 
absence of structural defects in the fetus, an abnormal result 
is usually interpreted as evidence of intrauterine asphyxia. 
Such asphyxia accounts for 35% of all perinatal deaths and 
over 80% of structurally normal still-births. 13 Using this 
method in the detection and treatment of fetal asphyxia, the 
perinatal mortality rate (excluding major anomalies) has 
dropped from 12 per 1000 to less than 4 per 1000° 

Placenta 

Grade Ill maturity changes in a non-diabetic pregnancy 
have almost never been associated with respiratory distress 
syndrome in the infant. 14 Studies of abruptio have revealed 
an evolutionary process which may be manifested by the 
formation of subchorionic hematoma, intraplacental 
hematoma restricted to one or more cotyledons, and 
peripheral separation of the placental margin with organized 
clot.13 Location and morphology are now readily displayed. 
Studies of placental circulation with advanced Doppler 
techniques are on the horizon. 

Umbilical Cord 

A normally pulsating cord containing two arteries and one 
vein is often visualized. A single umbilical artery suggests 
associated abnormalities. Cord presentation and the risk of 
cord prolapse can be identified. Doppler studies of umbilical 
cord blood flow have an intriguing future. 

Amniotic Fluid 

Oligohydramnios and polyhydramnios are readily diag­
nosed, and a search for associated abnormalities is usually 
revealing. The presence of floating fragments of vernix 
caseosa is a normal finding as early as 24 weeks. Meconium 
in the hind-waters has been visualized just prior to labour. 
Chorio-amniitis and membranous bands have the potential 
for being recognized ultrasonographically. 

INTERVENTIONAL PROCEDURES 

Amniocentesis is more refined when performed im­
mediately after or simultaneously with ultrasonography. Fetal 
sensitization to Rh factor is reported after some amniocen­
teses. Intrauterine transfusion is now done expeditiously with 
real-time ultrasonography since the needle-catheter assem­
bly can be seen as it enters the fetal abdomen. 

Fetoscopy combined with blood and tissue sampling is 
now regularly performed with the aid of ultrasonography. 
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Intrauterine surgery is now a practical possibility. In 
animals, surgical correction has been performed in the fetus 
for diaphragmatic hernia, gastroschisis, and spina bifida.15 1n 
the human fetus, hydrocephalus and obstructive uropathy 
have been the subject of successful surgical drainage. 15 

Selective termination of the life of one twin with Hurler 
syndrome at 24 weeks gestation and preservation of the 
remaining unaffected co-twin has been successfully 
performed. 16 

IN THE INFANT AND CHILD 

In the newborn, particularly the small premature infant, 
most recent advances have been in cerebral, cardiac, and 
abdominal imaging. As portable equipment has become 
available, life-support systems are left undisturbed; sedation 
and transportation are avoided. For cerebral imaging, 
ultrasonography is now established as the initial approach; 
computed tomography (CT) is used in undiagnosed or 
complicated intracranial conditions. Patent ductus arteriosus 
in the very small premature infant is, however, difficult to 
diagnose, but Doppler techniques may hold real promise in 
this context. Certain abdominal conditions such as hydrops 
of the gallbladder, and hypertrophic pyloric stenosis are 
becoming recognizable. 

In the infant and child, ultrasonography is even more 
valuable than in the adult, since the relative absence of 
retroperitoneal fat, the need for sedation or general 
anesthesia and the relatively greater hazards of ionizing 
radiation in the young all cause it to be preferred to CT. 
Ultrasonographic guidance of aspiration and aspiration 
biopsy of certain lesions may be used in children as well as in 
adults. 

CONCLUSION 

The advances described may be judged best according to 
the changes they prompt in the management of individual 
patients. It is clear that the greatest potential for radical 
changes in management are as follows: 

a) in ovulation and fertilization ; 

b) in the identification of conditions, in the first and second 
trimester, where consideration of termination of preg­
nancy is valid ; 

c) in the recognition of feta~and placental conditions in the 
third trimester which may require transfer of the patient 
to a centre equipped for pediatric surgery ; 

d) in the newborn infant, especially when premature, with 
suspected intracranial and abdominal disease; 

e) in diseases of the heart and great vessels at all ages and 
it is here that Doppler ultrasonography has special 
application ; 

f) in aspiration and aspiration biopsy of appropriate 
lesions. 

As equipment becomes more refined, with increasing 
capability for tissue characterization, Doppler, and three­
dimensional imaging, the functions of data acquisition 
manipulation and analysis will inevitably become more costly 
and more complicated. 

More costly - yes, though if one considers the cost to 
society of just one life-time in a wheelchair, which might have 
been prevented, a certain perspective will be gained. 
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More complicated - yes, however the complexity will 
challenge physicians to maintain an ever-enquiring mind in 
exploring new techniques and in constantly upgrading their 
skills and knowledge. I have every confidence that this 
challenge will be successfully met as in the past. 

These trends will also challenge medical administrators 
and funding agencies to maintain a continuous program of 
upgrading equipment in order to preserve the present high 
standards of health care to our patients. D 
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Caring for Mentally Ill People in Nova Scotia 
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II has been well established now by psychiatric 
epidemiologists that between 15% and 25% of the ·population 
suffer from mental illnesses, that primary care-givers carry a 
large part of the burden for this care, and that a considerable 
number of mentally ill people receive no formal care of any kind. 
These findings pose problems regarding the adequacy of the 
mental health services, regarding the kind of treatment being 
provided by primary care-givers and regarding the contributions 
being made by academic psychiatry. It is evident that much 
improved levels of cooperation and coordination are needed 
among all these professionals and that, to achieve this, a 
consensus on priorities is essential. The present article outlines 
some of the obstacles that stand in the way of such consensus 
and suggests steps for overcoming some of them. It is thought 
that primary care-givers could play a leading role in bringing 
about this progress. 

INTRODUCTION 

Epidemiologic research in psychiatry has yielded three 
major findings that have bearing on the practice of primary 
care- that is, on the work of general practitioners and family 
physicians. 

1. The overall prevalence rate of clinically definable mental 
illnesses in the population at large is much higher than 
expected. Studies conducted in the United Kingdom, United 
States, Norway, Sweden, and numerous other countries, 
show prevalence rates that range from about 15% to about 
25%.1.2•3 [ref. 1, pg . 13; ref. 2, pg. 691]. Data from Nova 
Scotia indicate a rate of about 20%, in other words the middle 
ofthe range.4 

The size of these numbers immediately raises questions of 
validity. During the last thirty years, and particularly during 
the last fifteen, there has been a growing effort to render 
diagnoses in psychiatry more standardized and objective. 
One can therefore now say justifiably that the illnesses 
reflected in the above rates are those recognized by 
practising physicians and exclude the milder reactive 
conditions that are sometimes referred to as "worried well " or 
as being "problems of living". In the main, the criteria for 
inclusion are those of the International Classification of 
Diseases-9 and the Diagnostic and Statistical Manual-Ill of 
the American Psychiatric Association . 

2. If the prevalence rates are accepted as clinically valid, 
they at once prompt questions about what kind of care all 
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these individuals are receiving and from whom. Answers to 
this constitute a second major set of epidemiologic findings: 
More people with mental illnesses are seen by general 
practitioners and family physicians than are seen by 
specialists.s·6•7 [ref. 5, pg. 115]. Thus, at a given time, some 
2-3% of the population are being seen by psychiatric mental 
health services, while primary care-givers are seeing two or 
three times that many people with mental illnesses. In other 
words, although the psychiatrist spends all of his clinical 
hours seeing mentally ill people and the primary care-giver 
spends only part of his time in that way, nevertheless the 
primary care-giver sees a larger proportion of the mentally ill 
people in the population. 

It may be noted also that a large amount of co-occurrence 
takes place among psychiatric and organic illnesses. About 
half of those people who have mental illnesses also have 
organic illnesses of serious proportions [ref. 2, pg. 692]. 

3. The final major finding chosen for mention here is that a 
sizeable portion of mentally ill individuals are not receiving 
treatment from either primary care-giver or psychiatrist. We 
would estimate this to be something in the order of 8% of the 
population. Many of these, furthermore, have chronic mental 
illnesses and are markedly impaired. 8 

Such findings need to be considered in the light of a 
number of background factors. 

1. In no country, including Canada, have the plans for 
mental health services been drawn up in terms that, given the 
prevalence rates, are realistic. All services are far short of 
meeting the needs revealed by the figures, with the result 
that large numbers of mentally ill people are now under­
served, badly served, or not served at all. There is also 
reason to suspect that the least ill consume a disproportion­
ate amount of the resources available. 

2. In many places, some members of the mental health 
professions have put distance between themselves and 
medicine, numbers of them strongly advocating that the 
mental health field should be "de-medicalized". Obviously, 
this does not take account of the fact that half of all mentally 
ill people have one or more serious organic disorders, nor of 
the fact that many more mentally ill people are now being 
treated for mental illnesses by primary care-givers than by 
mental health professionals. It is evident also that the mental 
health professions would be overvvhelmed if they were to 
undertake responsibility for treating all those mentally ill 
individuals who are now being treated by general physicians, 
and if in addition, they were to turn attention to those who are 
not now being cared for by either the mental health or the 
medical care-givers. 

3. Psychiatrists by and large are people who have sought 
training in order to practice one-to-one private psychiatry 
rather than to take responsibility for all the varied mental 
illnesses and varied social circumstances of a mental health 
clinic's catchment area. As a consequence, they are 
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provided with little or no training in how to do consultation 
with other kinds of mental health professionals or with 
primary care givers; and they are provided with little 
understanding of the group phenomena and administrative 
processes with which they later come in almost daily contact 
if they work in a community clinic or centre. There are, of 
course, numbers of psychiatrists who understand these 
things well, but in the main they have had to learn for 
themselves, after- not during- their residencies. 

4. The kind of psychiatry taught to medical students and 
interns, while it has much about it that is basic and essential, 
usually does not go the further necessary step of teaching 
them how to deal with the kinds of mixed psychiatric, organic, 
and social problems that will make up a large part of their 
future practices. 

5. The stresses and strains in modern society, including its 
susceptibility to economic recessions, call for the rationaliza­
tion of mental illness services and the development of much 
greater cost-effectiveness. The achievement of this will 
require considerably more cooperation and coordination than 
currently exist among all the participating professions. 

When the three major epidemiologic findings and the five 
background factors are considered together, several clusters 
of serious questions arise. Some of these clusters may be 
described as follows: 

1) Questions about the distribution of the mental health 
services in the population , particularly with regard to the 
availability of services and the appropriateness of what 
is offered ; 

2) Questions about the quality of the psychiatry practised 
by general physicians and other primary care-givers; 

3) Questions about the kind of training provided by 
Departments of Psychiatry in Schools of Medicine, both 
to specialists and to primary care-givers, before and 
after graduation ; and 

4) Questions about provincial mental health policies and 
the administration of mental health services. 

It is obvious that these questions call for answers, and 
equally it is obvious that whoever attempts to deal with them 
will face many challenges. In what follows we shall discuss 
three different sets of challenges: those characteristic of the 
mental health field; those found among the general and 
family practitioners ; and those attributable to academic 
psychiatry. At the end, we shall offer suggestions regarding 
some of the steps that might be taken toward obviation. 

The Mental Health Field 

Nova Scotia has a distinguished record of concern for 
people with mental illnesses. It is one that goes back almost 
a hundred and fifty years and it has risen to a particularly high 
level three times: once around the middle of the nineteenth 
century ; again between the two world wars ; and yet again 
after World War II. The far-sighted nature of the latter period 
is reflected in the fact that as early as 1944, the Nova Scotia 
Commission on Provincial Development and Rehabilitation 
stated, with regard to mental illnesses: 

It should be possible gradually to transfer the emphasis of 
the total program from the purely institutional and 
treatment side, as it affects those who are already 
mentally ill , to the preventive and clinical approach which 
concentrates on early diagnosis, early discovery of 
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incipient cases and preventive treatment which is 
designed to cut down the need for later institutional care 
[ref. 1, pg. 50]. 

During the nineteen-fifties, under the leadership of Dr. 
Clyde Marshall, the program of community mental health 
clinics was developed, so that by 1963 when President 
Kennedy initiated the Community Mental Health Centers 
Program in the United States, Nova Scotia already had in 
place nine of its ten projected centres. These were intended 
to make mental health services available to every part of the 
Province [ref. 1, pgs. 23-69]. 

Yet, despite this foresighted, early start , the community 
programs in the Province have not been able to avoid the 
serious difficulties that later hampered similar programs in 
other provinces and states. Early start seems to have meant 
mainly early encounter. 

One set of problems has to do with the fact that the mental 
health field is ill-defined. By this we mean lack of agreement 
about both boundaries and content among specialists, the 
medical profession , the public more generally, and govern­
ment policy makers. As a consequence, the number and 
variety of goals set forth and promoted by individuals, 
groups, and governments have been unmanageable. 

This is still the case. At the annual meeting of the American 
Psychopathological Association in March 1983, for example, 
several speakers referred to there being now over 250 forms 
of psychotherapy, each distinguished by a specific name. 
Many of these are vigorously pushed by their advocates, and 
yet it is obvious that the task of establishing programs for all 
of them is beyond the economic and manpower resources of 
this or, indeed, any other society. 

In addition to being too ill-defined and too numerous, the 
goals of the mental health field are often incompatible due to 
being based on quite different philosophies and theories. 
Some, for instance, focus on the diagnosis and treatment of 
medically defined disorders, while others reject or ignore the 
concept of medical disorder and focus on the enrichment and 
enhancement of personality and on psychological well-being. 
Further, it is evident that some of the goals pursued in the 
mental health field are purely speculative or ideological, and 
lack supporting scientific evidence. Yet, these often appear 
to have the same standing as goals for which there is a 
reasonable degree of scientific support. 

Recently in his presidential address to the American 
Academy of Psychoanalysis, John P. Spiegel observed in 
regard to that organization that it, as a 

field of theory and practice designed to deal with conflict, 
is itself troubled with conflict, uncertain of its stability and 
future directions, and faced with diminishing prestige in 
the public eye. Its problems are manifold and chaotic. 9 

Finally, there is the question of which goals in the mental 
health field belong within the budgetary framework of 
government supported medical services. Some clearly do, 
but with regard to others, despite their being humane and 
admirable, serious questions must be raised about suitability. 
For example, might not programs focussed on enrichment of 
life and on social improvements be located more approp­
riately in social service, education, or community develop­
ment programs ? Or in voluntary organizations? As things are 
now, the psychiatric medical dollar often fails to reach people 
in need because it is being spent for other things. 
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In viewing these flaws in the mental health field, it is 
important that one not lose from view two other major 
attributes. One is the very real magnitude of the confronting 
problems, and the other is the very high degree of humane 
feeling and sincere desire to relieve suffering and improve 
the quality of life that has always pervaded the field. It is an 
area of human endeavour in which many people have 
struggled for years and years with great courage and 
goodwill. 

Nevertheless, despite genuineness of intentions, the 
confused multiple goals have had an adverse' effect on the 
organization and functioning of mental health centres and 
clinics. Because of strong differences of opinion among staff 
members, coordination and effective teamwork have often 
been lacking. Such differences, combined with the scarcity of 
adequately trained personnel of all kinds, has made the 
administration of mental health clinics exceedingly difficult 
and has led to troubling questions regarding the adequacy of 
the services provided. 

THE PRIMARY CARE-GIVER 

Turning now to the primary care-giver, he on his side has 
brought additional problems into the picture. While numbers 
of general practitioners are exceedingly competent in the 
way they diagnose, treat, or refer patients with mental 
illnesses, others dislike dealing with these individuals and 
avoid them as much as possible. Most physicians, of course, 
are between the two extremes, which means that overall they 
show some uneasiness and lack of consistency in dealing 
with mentally ill people. Numbers of physicians also hold 
negative attitudes toward non-medical mental health profes­
sionals - those in social work and psychology - and may 
even regard the psychiatrist himself as something less than a 
real doctor. 

Ambivalence toward mental illnesses and lack of training in 
this field have their effect on the quality of care given by 
general practitioners. A recent paper based on a U.S. 
national sample shows a high rate of people with major 
depressions taking anti-anxiety medications and of infre­
quent use of anti-anxiety medications by people who do have 
general anxiety. The authors conclude that " ... the majority 
of persons with serious psychiatric disorders still do not 
receive treatment, or the most appropriate treatment" w 

Another set of complications arises from medicine's effort 
to preserve as much independence as possible from external 
control. Many physicians do not like it when psychiatrists in 
mental health centres are directly supported by the 
government on salaries. Objection has also been expressed 
by physicians to situations in which non-medical health 
professionals occupy administrative positions that give them 
power over doctors, and in which lay boards of directors have 
the authority, at least nominally, to hire and fire medical 
personnel. These feelings have all helped put distance 
between primary care-givers and mental health services. 

Such altitudes and kinds of problems are far from limited to 
Canada, as indicated in the history of the community mental 
health centres in the United States. The scheme President 
Kennedy had a mind in 1963 was one in which "Private 
physicians, including general practitioners, psychiatrists and 
other medical specialists, would all be able to participate 
directly and cooperatively in the work of the center".11 Not 
only did participation by private physicians fail to materialize, 
but there was an additional disappointment regarding 
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medical presence when the proportion of psychiatrists in the 
centers dropped markedly, leaving them for the most part 
manned by other mental health professionals. 

ACADEMIC PSYCHIATRY 

We come.now to the fact that academic psychiatry has not 
so far offered as much help as it might either to mental health 
staffs or to general physicians in their coping with mental 
illnesses. This is despite the fact that psychiatry has 
traditionally taken pride in its concern for the "whole person", 
and has advocated an interdisciplinary team approach to 
assessment and therapy. Some of the reason for this 
absence of a constructive influence can be attributed to the 
concentration of academic psychiatry in large urban areas. In 
other words, it is part of a world-wide phenomenon whereby 
professionals pile up in metropolitan centres and leave other 
areas underserved. 

In addition, however, is the fact that, until very recently at 
least, psychiatric trainees have demanded more than 
anything else that they be prepared for one-to-one 
psychotherapy and be made thoroughly acquainted with the 
relevant dynamic theories. Knowledge and skill in the use of 
medications is now also a sine qua non, but interest in the 
widening public health, social , community, and policy 
aspects of psychiatry remains comparatively small. Because 
trainees can vote with their feet and move elsewhere, this 
situation places constraints on departments of psychiatry and 
limits their ability to assert leadership in these latter aspects 
of psychiatric education. At the same time, however, it must 
be admitted that academic psychiatry is largely staffed by 
people whose goals and ideals are very similar to those of 
the residents, and that a self-confirming cycle has been 
established as former residents become academics. 

Nevertheless, it seems fairly certain that the present 
situation cannot last much longer. This is only in part 
because psychiatric epidemiologic research will continue 
with greater and greater precision to demonstrate the 
maldistribution and skewed emphasis of the services now 
being provided to society by the mental health professions. It 
is also bound to come sooner or later from the public's 
reaction to these deficiencies. Such reactions will most 
certainly include demands for better targeted services, a 
more rational and coordinated distribution of work among the 
mental health and general medical professions, and lower 
costs. We do not think that one-to-one psychodynamic 
therapy will disappear, but we do believe that searching 
questions will be raised about its cost effectiveness and 
therefore about its most appropriate place in government 
budgets. Career opportunities in other kinds of psychiatry 
are, we think, going to become more common. This in turn 
will make it more feasible for academic psychiatry to broaden 
the range of the training it offers, and to prepare better its 
residents for working with other mental health professionals 
in correcting the imbalances and fulfilling the opportunities 
that lie in the mental health field. 

SUGGESTION FOR ACTION 

What we have said so far is perhaps sufficient to render 
three things clear: 1) The epidemiologic findings call for 
realignment and improved coordination among all the 
professions involved in caring for people with mental 
illnesses; 2) The primary care-givers have an important part 
to play; and 3) Serious obstacles remain to be overcome if 
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change is to be accomplished in a way that will benefit both 
the people who are mentally ill and the care-givers. The 
mental health professions, the primary care-givers, academic 
psychiatry and government are inevitably involved. 

Speaking from the viewpoint of academic psychiatry, we 
think the time is now ripe for this field to become active ·in 
combatting its isolation and to offer programs that would be 
both valuable and practically available to all psychiatrists 
wherever located, and to the primary care-givers in their work 
with psychiatric patients. The resident training program of the 
Department of Psychiatry at Dalhousie is a potential source 
of supplemental staff who could be made available to all 
parts of the Province, and who could help mitigate some of 
the recruiting problems of the mental health clinics and, at the 
same time, help them become more attuned to the interests 
and needs of general practitioners and family physicians. As 
a result, communication, coordination and cooperation 
between centres and primary care-givers might be facilitated. 

With regard to the primary care-givers, we would like to 
suggest the desirability of their clarifying just what kinds of 
mental illnesses are most appropriate for them to treat. This 
could be done through establishing a task force and 
developing a position paper. A scale of priorities would be of 
central importance in such a paper and it is fortunate today 
that psychiatry has some resources to offer that were not 
available in the past. Among these is the current surge of 
interest in nosology that has arisen during recent years and 
taken specific shape in DSM-111. There is a helpful, implicit 
hierarchy of seriousness among some of the resultant 
diagnostic categories so that schizophrenia, for example, is 
more serious than anxiety due to the fact that the prognosis is 
by and large much worse. DSM-111 categories, therefore, 
could be taken as one set of criteria in terms of which 
priorities could be defined and weighted, and from this some 
clarification achieved regarding the primary care-giver's role. 

In addition to clinical type, another set of criteria could 
focus on degree and duration of disability. Today, many more 
disabled patients are being treated on an ambulatory basis 
than formerly. At what point does the dividing line come 
between those who should be cared for by general and family 
physicians and those who should be looked after by 
specialists?- or handled through the combination of both? 

The treatability of the different categories of mental 
illnesses constitutes another set of criteria. As is well known, 
there are now some medications and forms of treatment, 
such as chlorpromazine, lithium and behaviour modification, 
that are effective with a significant proportion of cases in 
some of the diagnostic categories. The question arises 
therefore: What treatments are feasible and appropriate for 
primary care-givers to offer? 

The prevalence and incidence of disorders in the 
population provides the basis for still another group of 
criteria. These could be based on the common sense notion 
that, other criteria aside, the more widespread a disorder in 
the population, the more it should command attention. 
Anxieties and depressions are by far the most common 
categories of disorders, affecting about 12% of the popula­
tion, or three-fifths of the .total of all mental illnesses. It is no 
surprise, therefore, that they make up a considerable part of 
the primary care givers' practice. What should be the criteria 
for determining which cases it is most appropriate for him to 
treat? 
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In making these suggestions for developing priorities and 
criteria, we do not underestimate the disagreements that will 
arise among primary care givers and mental health 
professionals. There are, however, grounds for some 
optimism that in time these can be overcome. Many of those 
in the mental health field are much more aware now than 
formerly of its short comings; primary care-givers are moving 
toward more frank, less evasive and less idiosyncratic ways 
of dealing with mental illnesses; academic psychiatry is 
becoming more objective and less ideological ; and 
epidemiology has developed to a point where it is now 
capable of gathering useful information about the distribution 
of mental illnesses in populations, about the factors 
associated with them, and about the impact of mental health 
services on their courses and outcomes. 

The manner in which DSM-111 was developed offers a 
model of a process whereby agreement on criteria and 
priorities might be achieved. Many prophets, including 
ourselves, would have said that the consensus represented 
by DSM-111 was impossible. Yet Spitzer and his colleagues 
through a process of successive approximations, through 
meetings among all groups interested, whether in favour or in 
opposition, eventually were able to hammer out a consensus 
which, while not universal, was large enough to permit major 
advances in treatment, teaching, administration, and re­
search. Something similar can be done with priorities, and in 
rationalizing the distribution of mentally ill people among the 
various kinds of care-givers. 

Coordination among all these professions is needed in 
order to provide more effective care for the large numbers of 
mentally ill people we now know exist. There is also a 
possibility that such improved coordination will have benefits 
for many primary care-givers. This is not only in terms of 
more available and· suitable psychiatric and psychologic 
consultation , but also through practical aid from mental 
health social workers and nurses. The primary care-giver 
might thus arrive at more satisfaction and accomplishment in 
an aspect of this work that he or she is in any case now 
already deeply into. D 
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A Unique Case of 
Anorexia Nervosa with Muscular Dystrophy: 

Creative and Imaginative Psycho-Social Interventions Required 

Gus Beck,* M.D., Heather Haworth,* ' M.S.W. and C. J. David,t M.S. , F.R.C.P.(C) 

Halifax, N.s. 

Anorexia Nervosa is a complex syndrome. With its 
prevalence increasing, it has recently become the focus of 
much attention in both the psychiatric literature and public 
forums. There is particular complexity in its etiology and 
management with importance given to biological, psycholog­
ical and sociological factors. 

Newer theories have largely supplanted the psycho­
analytic theories of fear of oral impregnation. A.A. Crisp, in 
London, speaks of "phobic avoidance" associated with the 
biological changes of puberty and the "terror of its social 
consequence" which include the sexual tensions and 
subsequent "desperate need to control". Hilde Bruch 
emphasizes the pervasive "paralyzing sense of ineffective­
ness" with a struggle to gain a sense of control and personal 
identity. The dynamic considerations are often interwoven 
within a matrix of family constellations that thwart individua­
tion and a personality of an obsessive above-average 
achiever. Garfinkel has noted that "cultural pressure to 
assume a thin body is one of the factors facilitating the 
development of anorexia nervosa in vulnerable adoles­
cents". He also noted a marked increased prevalence in 
professional students. 

Investigation continues for an increased comprehension of 
the disorder. The biological manifestations of endocrine 
changes with disturbances of body image and internal 
signals continue to be explored. The necessity of looking for 
subtypes, such as, primary versus secondary and the 
"ominous variant" of bulimic nervosa has been noted. 
Consideration is also given to the conceptualizations of 
anorexia nervosa as an affective variant or a borderline 
phenomena. 

R.T. is an intelligent, articulate twenty-two year old single 
female. At nine years of age she was diagnosed with 
Muscular Dystrophy and has been confined to a wheelchair 
since the age of fifteen. Currently, R.T. can feed herself, write 
and turn over to her side, but otherwise, she is completely 
dependent for dressing and transfer. She lives in an 
apartment adjoining another shared by her parents and 
sibling .. 

R.T. developed classical symptoms of anorexia nervosa. 
She had a weight loss of approximately forty-five per cent 
which "began insidiously" six years previous to her 
hospitalization and subsequent diagnosis. At that time she 
weighed one hundred thirty pounds. Four years later she 

'Chief Resident, Department of Psychiatry, Dalhousie University 
Medical School, Halifax, N.S. 
••social Worker, Camp Hill Hospital, Halifax, N.S. 
tAssociate Professor, Department of Psychiatry, Dalhousie Univer­
sity Medical School. 
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weighed one hundred twenty pounds and of late, was 
admitted to our psychiatric unit with a weight of seventy-two 
pounds. Peculiar behaviours toward losing weight and 
handling food were noted. Examples included pushing on her 
stomach in the efforts to initiate more than twenty bowel 
movements per day, calorie counting a five hundred calorie 
maximum intake per day yet, at the same time, demonstrat­
ing great interest in recipes and supervising extravagant 
meals. Around the dinner table she would break up her 
muffins in tiny little pieces, "like a little racoon", however, she 
would also have the occasional eating binge. R.T. compul­
sively exercised by pushing her wheelchair as much as ten 
hours per day. She had a distorted body image and a fear of 
becoming obese. She also had secondary amenorrhea for 
three years. One feature of anorexia nervosa R.T. did not 
have, however, was the usual denial of illness. Conse­
quently, clinical opinion was that at least one facet of her 
illness was a cry for help. 

Many typical dynamics were present. Her sense of 
ineffectiveness was exemplified by such statements as 
feeling "boxed in", "I can 't control my cricumstances" and a 
wish to "gain some independence". Controlling made her 
"feel more like a normal person". She, therefore, stressed 
eating as "something I can still do myself". She feared 
obesity and felt that people perceived physical appearance 
important and stated, "Since I'm already in a wheelchair, I 
want the rest to be right". She talked superficially of sexual 
concerns. It was her feeling that she had to be realistic 
regarding the issue of never having a boyfriend. Interpreta­
tion of an administered Thematic Apperception Test (TAT) 
indicated denial of all aspects of sexuality and heterosexual 
relationships. The impression of an obsessive compulsive 
personality was congruent with her habit of compiling a one 
week list for daily activities. R.T. 's father was described as 
extremely dedicated to helping his children, but perceived as 
"aloof" and "scared" regarding direct physical care and 
emotional support. Her mother balanced "taking too much 
responsibility" with her "anger at the situation". 

Despite the many typical dynamics of anorexia nervosa 
featured, salience must be given to the psycho-social 
restrictions imposed by the muscular dystrophy which forced 
a dependent situation with decreased social opportunities. 
R.T. 's sense of effectiveness could not help but be disrupted 
with the physical problems, lack of physical enjoyments, little 
social contacts, denial of usual sexual opportunities and lack 
of external modes for ventilating anger. She has never had a 
job. Despite her intelligence, R.T. could not proceed beyond 
grade nine due to the limitations of the educational system. 
The demands and restrictions of her family were and 
continue to be enormous. The psychological impact of her 
anticipated death in her mid teens and her fear of an 
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expected transfer to a nursing home at the age of thirteen 
was incalculable. Even R.T. 's symptom presentation was 
affected by the muscular dystrophy as she had to push on 
her stomach to attempt initiation of bowel movements as she 
was physically unable to obtain laxatives. 

Biological , psychological and social environment therapies 
are obviously required for the mangement of such a complex 
problem. It is sufficient to say while in hospital R.T. received a 
multimodal treatment approach. Such an approach included 
close observation of her physcial and biochemical status, a 
behavioural program of contingency conditioning, chlorop­
romzaine, 25 mg per b.i.d. and individual and family 
psychotherapy. This resulted in an eighteen pound weight 
gain in a four week time period, and a physically healthier 
patient who evidenced increased insight, self-esteem and 
hope for the future. 

The social-environment limitations, however, posed a 
more formidable problem which required avenues of help 
that departed from the routine use of community resources. 

Equipped with increased insight, self-esteem and the 
knowledge that she was no longer living on "borrowed time" 
but, in fact, had a potential life existence of another ten to 
twenty years, R.T. had aspirations and a determinism to 
dramatically change her former life style. 

Prior to her hospitalization, enjoyable activities of a typical 
day were articulated to include listening to records, writing in 
her journal, viewing documentaries and news programs on 
television and conversing with other family members. All 
such activities were perceived as passive and confined to the 
physical /social world of the apartment. Any excursion 
outside the setting, such as, 'dining in a restaurant, attending 
a play or shopping in commercial stores' was organized and 
conducted with family members and, as such, not frequent 
events. Outside social relationships were friends of the whole 
family , none particular to R.T. Little opportunity, was, 
therefore given for her to have any sense of individuation, 
interaction or mastery with or over her environment. Thus the 
process of her everyday life remained static. 

Edwards et a/. describe self estrangement as occurring: 

"when we are not what we really could be - when we 
cannot love, play, run, work, spiritualize, relate, empathize 
as much as our potential allows" 

At the time of discharge, R. T. was still limited to the primary 
role definitions of sister, daughter, patient and occasional 
family friend. 

Congruent with discharge plans of providing R.T. with 
opportunities to gain a sense of effectiveness, independence 
and individuation, she was enthusiastic to realize her 
potential by procuring volunteer work outside of the home 
and attending university a few months later. A motorized 
wheelchair was obtained from a local organization to 
increase accessibility and provide her with maximum control 
of her own mobility. 

Following a few frustrated and unsuccessful initial attempts 
by R.T. and members of her family to actualize her dreams, it 
was soon realized by professionals involved that without 
imagination, creativity and deviance from routine process 
and procedure, no alternatives were available for R.T. to 
integrate in an expanded social and physical environment. 
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Continually, those involved were and continue to be faced 
with the obstacles of prevalent social attitudes, architectural 
barriers, bureaucratic system regulations, ignorance of 
authority process, and procedure, lack of awareness of 
special needs and R.T's previous social conditioning. 

R.T. had been encouraged to independently acquire 
volunteer work herself. She attempted twice. In her first 
attempt she was informed she was not suitable to work with 
needy, lonely individuals because of limited mobility. No 
consideration was given to the value of a potential personal 
relationship. She was disappointed and very discouraged 
following her second attempt. In this instance she discovered 
she would not be able to do the work due to the physical 
barriers in the building concerned. 

Rollo May maintains: "the struggles with limits is actually 
the source of creative productions" and emphasizes that "our 
perception is determined by our imagination as well as the 
empirical facts of the outside world". His definition of 
imagination follows : 

"It is the capacity to dream dreams and see visions, to 
consider diverse possibilities, and to endure the tension 
involved in holding these possibilities before one's 
attention." 

Social work intervention was required to uti lize such 
perceptions and skills. Efforts were also continually made to 
teach and encourage R.T. to also acquire and utilize creative 
and imaginative problem-solving abilities. 

Volunteer work was acquired for R.T. through the process 
of personal networking rather than the normative formal 
application and referral process. The architecture of the 
building was most inaccessible for wheelchair access, 
however, the workers involved did not perceive any difficulty 
with the problem and.routinely carried R.T. in her wheelchair 
with her bravery and direction up the steep, very long 
staircase. Complete assurance was also given by these 
personnel that they were quite prepared to communicate with 
R.T. 's mother by telephone, and immediately avai l them­
selves for R. T. 's arrival, thus providing the opportunity for her 
to travel independently from the apartment to the office by a 
municipal transportation service equipped specifically for 
wheelchair transport. This was R.T.'s first solitary venture to 
the outside world. 

It was hoped that R.T.'s pervasive sense of personal 
powerlessness could be altered. She frequently complained 
and expressed anger with the poor treatment she had 
received in the past. Particular was an institution of physical 
care in which she had recently resided. She saw no avenue 
to effect or influence any change. 

Friere explains: 

"As long as a reality is perceived as immutable and 
superior to the controlling powers of the people who 
perceive it that way, the tendency of such people is to take 
a fatalistic and disposing stance.'' 

In the attempt to alter such perceptions, R.T. was 
instructed in the methods of advocacy writing and encour­
aged to compose a letter to the facility stressing the 
importance of her observations and experience with its 
resultant emotions with the purpose of advocating for change 
for future residents. This exercise also planted the perceptual 
seed that with persistence, rules, systems and procedures 
could possibly be altered. 
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R.T. confronted a 'bureaucratic maze' in her efforts to 
attend university. She did not meet any of the age or 
academic requirements for university entrance. She was 
considered too young for mature student status and the 
special high school equivalency examination which R.T. had 
written and passed was not recognized as valid. After 
numerous meetings and communications with various 
academic officials, R.T. was finally advised to 'prove her 
worth ' by completing a non-credit course in the summer · 
months at the university. She did this successtully achieving 
an A in the course, and gaining admittance to the full degree 
program. 

Financial assistance was equally as difficult to attain until 
particular government officials were approached to consider 
and respond to R.T. 's special circumstances and needs. R.T. 
reflected on these administrative entanglements and stated, 
"The people involved were all very human, however, with the 
system you have to be A, 8, or C, not D." 

It was felt before R.T. could enter the academic 
environment that she required social introduction and 
assimilation with a university peer population. No organized 
system or agency provided such an opportunity or service. A 
volunteer with particular personality characteristics and 
attitudes amicable to R.T. was, therefore, requested from the 
Volunteer Department of the Out-patient Psychiatric Depart­
ment, to meet the challenge of the task in her own unique 
way. The matching was a great success. The enthusiastic 
and outgoing volunteer, a medical student, quickly became a 
friend and introduced R.T. to her own network of friends and 
acquaintances. Within a very short time R.T. was attending 
student organized parties, venturing the streets of Halifax in 
her wheelchair, and comfortably meeting friends for lunch in 
restaurants. 

Special considerations and adaptations to compensate for 
the problems unique to R.T. 's physical disability were 
required in order for her to attempt successfully and complete 
the academic challenges in and outside of the university 
setting. A personal attendant, acquired by the family through 
their own relationship network, accompanied R.T. to and 
from the home, in and out of the library, cafeteria and 
classrooms. The person provided psychological assurance 
as well as acted as a human physical extension for R.T. 's 
constraints. Disadvantaged by her manual limitations, 
special provisions were made for her to write her examina­
tions outside of the location and time limitations imposed on 
the other able-bodied students. Her mother continued to play 
a primary role in the home for R.T. 's academic endeavours, 
acting as a typist for R.T. 's dictations. R.T. completed the full 
academic year achieving A's in all her courses. 

As she explored and integrated an expanded 
social/physical environment the goals of increased individua­
tion , independency and effectiveness were achieved to some 
extent following a consistent process. With each unique 
exploration R.T. likened the chronically ill patients studied by 
Coulton: 

"Those who preferred order and clarity seemed to feel 
most distressed in environments that were not perceived 
as orderly. Although to many observers the patient's 
environment may have appeared very orderly, if it was 
new to the patient that order may not have been perceived 
by him." 

With each new challenge or task, discrepancies occurred 
between R.T.'s desire for order and control over her 
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surroundings and her perception of the possibility of 
achieving that. Consequently, Mother, attendant, Social 
Worker, or close friend accompanied her for the purposes of • 
providing some semblance of order and comfort for her 
distress acting as guides into her new reality. This often 
entailed assuming responsibilities that would later be 
transferred to her as she gained confidence, and assimilation 
with the situation. 

Berger and Luckman in their phenomenological analysis of 
the reality of everyday life explain that for the transformation 
of R.T. 's subjective reality, dependence on these significant 
relationships, replicates the primary socialization of child­
hood and contend such dependency both normal and 
necessary. Community resources and referral processes 
rarely take this into account. Too often one hears "The 
person must take responsibility themselves. " 

As R.T. gained a sense of mastery of herself and the 
situation, she would assume such responsibilities or request 
assistance from those persons from her own personally 
acquired network. An example of th is can be illustrated by 
R.T's now routine procedure of approaching each professor 
independently before the commencement of his/her course 
and introduce herself explaining her physical limitations and, 
therefore, necessary adaptations. She emphatically explains, 
"I want as much a fair chance as anybody else. " 

Today R.T. reflects that she is in "culture shock". She 
weighs one hundred twenty-six pounds but states that she 
still struggles with the anorexia nervosa. She has aspirations 
of attaining a career as a psychologist following completion of 
her university program. Her presence and person has 
already made a positive impact on the university community, 
as it has on her. She continues to explore new social and 
physical environments reflecting on her former life existence 
as "vegetation". 

R.T. 's experience supports Gammack's statement that 
"Social Work needs to resist pressures to identify solely at 
the superficial level of common sense responses to social 
problems" . .. and argues that it must "exercise a particular 
kind of uncommon sense which cannot easily find expression 
in the machinery of local government service delivery" which 
Pearson depicts as "overcome by the hardening of 
organizational arteries." Creativity and imagination is re­
quired or R.T. states to th is audience, "It won't work!" D 
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A Retrospective View: 1943-1983 

L. G. Dewar,* M.D., C.M., D.P.H., F.C.F.P.(C) 

O'Leary, P.E.I. 

On the first day of September 1943, it was my privilege to 
graduate in Medicine from Dalhousie University Medical 
School. On that occasion, Dr. B.P. Babkin of the Physiology 
Department of McGill University, Montreal, and formerly of 
the same Department at Dalhousie University, gave the 
address to the graduates in Medicine and Dentistry. His 
subject was "The Scientific Trend of Modern Medicine". 
While attending the Dalhousie Refresher Course last fall, it 
was my good fortune to find a copy of his address in The 
Nova Scotia Medical Bulletin, (22:219-225, 1943] which I 
read with much more interest than I probably evinced at the 
delivery forty years previously, when our military units were 
waiting for us and the great world of adventure was much 
more fascinating than a learned treatise on scientific 
medicine. 

During the address, Dr. Babkin made the statement that in 
the past forty years he had witnessed an astounding 
progress in scientific medicine. I quote, "One may reasona­
bly hope that half a century hence, that is during your lifetime, 
if the present pace of scientific progress is maintained, 
medicine will have become much more a science than an 
art. " It is just forty years since that statement was made, and 
it would seem a suitable time to appraise the correctness of 
that assumption, and its impact on medicine today. The 
evidence would seem to indicate that the progress made is 
so great that the active brain of an imaginative man such as 
Dr. Babkin did not conceive its immensity. Perhaps if he were 
living today he might have some reservations about what has 
been attained. Dr. Trevor Hancock, the Associate Medical 
Officer of Health for the city of Toronto, speaking last fall to 
an Edmonton Health Conference stated: "Citizens must 
abandon their workship of high-technology medicine before 
communities can combat suicide and mental illness. There is 
a tremendously powerful medical technological establish­
ment out there. It is not easy to turn around that kind of a 
juggernaut. " 

Dr. Babkin in his address enumerated the grand medical 
discoveries of the previous forty years - the x-ray; radium ; 
electrocardiograph; insulin ; and advances in nutrition and 
endrocrinology. He must have thought the recent develop­
ment in antibiosis was a fly-by-night affair as no mention was 
made of Sulphonamide and Penicillin. He could perceive 
glimmers of light in the darkest corner of medicine, abnormal 
functioning of the nervous system, through the work of his 
mentors - Pavlov of Russia, and Liddell and Divorkin in 
America. He felt that the electronmicroscope would re­
volutionize Morphology, Physiology and Pathology. He made 
the statement in discussing radium that forty years before 
"the atom was an indivisible unit of matter. " Little did he 
realize that within the very next year the atom would burst 
over Hiroshima and Nagasaki: the Second World War would 
terminate abruptly and forty years later science has 
advanced so far, in this respect, that the fate of life on this 
planet lies in jeopardy. 

•Mailing address: O'Leary Medical Clinic, O'Leary, P.E.I. COB 1VO 
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What could be reported to Dr. Babkin today with respect to 
scientific medicine? Much more than he could have 
contemplated and more than those who feel that the art of 
medicine is still important are prepared to applaud. Some 
glorious achievements illuminate the previous dark valleys 
where many fell prey to infections. Antibiotics not worthy of 
mention forty years ago have solved problems for many 
physicians and have become miracle drugs against tuber­
culosis and other bacterial menaces. Although not effective 
against viruses the immunologists have come to our rescue 
with pasteurian triumphs over polio, whooping cough and 
diphtheria to eliminate deaths and crippling on our paediatric 
wards. 

While on the subject of drugs, how much easier has our 
therapeutic life become because of the panoply of new 
compounds available for the control of hypertension. Forty 
years ago, there were only phenobarbital and unsatisfactory 
diuretics. Psychiatric disease, a dark felon scarcely probed in 
Babkin 's day, has been rid of many of its black humors by 
such neuotropic drugs as the antidepressants and the 
tranquilize~s , major and minor. The latter are not an unmixed 
blessing as the problem of chemical dependancy becomes 
an ever greater challenge in therapeutics. 

Although science has not yet solved the riddle of the 
cancer cell , great new discoveries can be reported in this 
field as the biochemists explore the mysteries of the cell 
nucleus and its programmed strands of desoxyribonucleic 
acid. Biochemical engineering is threatening to modify even 
the very pattern of life. Out of all this has come many new 
chemotherapeutic drugs which are proving effective in the 
fight against malignancy, especially for the battle against 
leukemia and some sarcomatous diseases. 

Dr. Babkin termed endocrinology a truly twentieth century 
science and anticipated a substantial change in the face of 
medicine during the next few decades by developments in 
this field . The work of his fellow traveller, Dr. Hans Selye, at 
McGill University on stress, and other workers gave us 
pituitary and adrenal trophic substances such as cortisone 
and prostaglandins which have enabled us to combat in great 
degrees the problems of stress and anaphylactic related 
disease. Perhaps greater accomplishments in the realms of 
endocrinology and oncology will finally explain the mutagenic 
response of the living cell under stress. Because this is a 
prototype of the overall response of the organism to 
environmental strain, great modalities for therapeutics should 
evolve in cancer treatment and other stress related disease. 

I have not mentioned the great advances in anaesthesia 
which new drugs have made possible, or the great strides in 
surgery especially in the cardiac, brain and transplant fields 
which this has allowed. Dr. Babkin would be pleased at the 
extent of progress his admonitions produced. 

It could be boasted that all the advances in medicine from 
the Hypocratic era to 1943 would hardly equal what has 
occurred in the last forty years during which it has been my 
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great privilege to practise the art. However, an even more 
fantastic advance has occurred during the last ten years in 
the diagnostic sciences which dwarf into insignificance the 
progress from the day of Dr. Roengten and Madam Curie to 
about 1970. During the Canadian Medical Association 
meeting in Monaco this past year, a symposium on advances 
in diagnostic radiology was held by leading radiologists from 
Canada, the U.S.A. , and Great Britain. It was a revelation 
similar to that of St. Paul on the road to Damascus or Cortes 
on the peak of Darien. It is possible that Dr. Babkin would 
have been amazed. ·· · 

Computerized science is changing our lives ·daily. It has 
placed man on the moon and is exploring the reaches of 
outer space. It is transforming the market and the workplace 
causing serious sociological upheavals. Our educational 
system is no longer a simple log with a teacher on one end 
and a scholar on the other, but a computerized orientated 
program. The field of medicine is no exception and its full 
potential has been realized in the field of diagnostic science. 

Transverse axial tomography was developed as a radiolog· 
ical technique in 1937, but contrast and definition were poor 
until the advent of the computer which increased enormously 
the resolution per available photon. However, this method is 
being superseded by newer devices such as digital radiology 
and nuclear magnetic imaging. Discrimination in soft tissue 
by this latter method exceeds C.T. Scanning by a factor as 
high as ten. Positron emission tomography is a refinement 
that extends the science into the realm of body function 
through the distribution of radionuclides. 

So much for the scientific trend of modern medicine which 
it would seem that Dr. Babkin would accept as plenary 
progress. What about the art? Dr. Babkin warned us against 
empiricism which bedevilled the progress of medicine for • 
many centuries. He admonished us to be idealistic and not 
introspective ; to shun the materialistic with its egocentric 
limitations. Through the ages and especially in this present 
century, the art of medicine has been yielding to the great 
advances in science. Philosophers would not agree that all 
this was beneficial , and it can not always be said that the 
quality of life is enhanced even though it is prolonged. But 
pragmatism is a more sinister force and one which socialized 
medicine seems to have promoted in the past forty years. 
Most physicians who graduated in September 1943 went 
forth with the ideal to serve their fellow man, to ease his 
suffering, and prevent untimely death . Wealth and a larger 
share of the economic pie were not prominent considerations 
among those who were prepared to accept $5.00 per day as 
a compensation for a Medical Officer in the Armed Forces. 
Recently, an official of the Dalhousie Medical School told me 
that many of the new graduates want to know where they can 
practise and make $100,000 in the first year! A change has 
taken place during my years in practice, and indeed in my 
own attitude to economic matters which , I know, Dr. Babkin 
would not approve. What has caused the change? Has it 
been the advance of science or the interference of 
government in the provision of medical care? Whatever the 
reason, the art of medicine has been the loser. Perhaps the 
ancient Romans were not so wrong with their proverb 
"Homo, hominis lupus est''. D 

Got Arthritis? 
Get The Facts! 
Arthritis is Canada's 
number one chronic 
disease. It affects 
more than three 
million Canadians. 
30,000 of them 
are children under 15 
and nearly a million 
are between 30 
and 45. Get the 
facts about arthritis' 
Contact the office 
of The Arthritis 
Society nearest you. 

The newl90 Class: 
the @.iekest reflexes Mercedes-Benz 

has ever built into a sedan. 

THE ARTHRITIS SOCIID 
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Engineered like no other 
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Report of Dr. D. Mackintosh,* Medical Officer, 
County Asylum, Pugwash, N.S. 

To the Warden and Councillors of Cumberland: 

I beg leave to submit the following report as Medical Officer of the County Hospital for Insane 
for the year ending December 31 , 1924. 

In nineteen twenty four 
I can say but little more 
Than I said in fateful words in twenty three; 
After which I made admission, 
To appease some opposition, 
That my words and facts did not all agree. 

This admission or retraction, 
Though a laudable transaction, 
Was intended more to palliate than beg; 
Ne 'ertheless I just may mention, 
In support of my contention, 
That I really had to stand upon one leg. 

As regards our present status, 
If you honestly look at us, 
Leaving out of course the ones that always yelp, 
You 'll find comparative contentment, 
With a little mild resentment, 
Among the inmates and the management and help. 

The death rate for the season, 
No doubt for some good reason, 
Which should not be forgotten or ignored: 
Five women and three men 
Make a total less than ten: 
Either to be commended or deplored. 

One death was from Bronchitis, 
And two were from Carditis, 
Two strokes from apoplexy did quick work, 
One more was from retention, 
The kind I will not mention 
For fear that it might shock your lady clerk. 

One more was from paralysis, 
Which after strict analysis, 
Was spinal working upwards from below: 
Two more were found quite dead 
Lying quietly in bed, 
But what the deuce they died of I don 't know. 

We are getting too congested: 
And it cannot be contested 
That something must be done to make more room. 
Brick and labor, will be cheap 
And workmen would just leap 
If they thought that there was going to be a boom. 

All of which is now submitted, 
Nothing purposely omitted, 
As my customary annual report: 
But if you do not like it 
You 're at liberty to strike it 
From the records, failing adequate support. 

' Dr. D. Mackintosh practised in Pugwash, N.S. and died at the age of 85 years. His son, Dr. Arthur F. Mackintosh, practised in Amherst until his 
death in 1950. This report came to the attention of the Editor through one of his patients, who is married to the daughter of Dr. Arthur Mackintosh. 

Rose C. Jenkins 
B.Sc., B.Ed., M.A. (Education, Counselling) 

Readiness Assessment, Gesell Institute 

ASSESSMENT AND COUNSELLING 

To identify difficulties which contribute 
to educational problems and stress 

To assess school readiness for beginning 
students 

3600 Claremont St. , Halifax, N.S. B3L 3M1 
Phone (902) 453-0309 
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Chartered Accountants 

Doane 
Raymond 

Serving the Nova Scotia Medical community with a 
broad range of financial and management services 
including: 

- tax planning 
- practice management 
-computerized accounting services 
- computer consulting 

12 offices in Nova Scotia- 35 offices coast to coast 
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Current Topics in Community Health 
Prepared by: Dr. Frank M.M. White, 
Department of Community Health and Epidemiology 
Dalhousie University, Halifax, N.S. 

ROYAL COLLEGE SPECIALTY RECOGNITION 
RECOMMENDED FOR OCCUPATIONAL MEDICINE 

At its November meeting, the Committee on Specialties 
and Manpower adopted a motion recommending to Council 
that Occupational Medicine be recognized as a primary 
specialty for certification by the Royal College of Physicians 
and Surgeons of Canada. This action culminates more than 
seven years of intensive deliberations at the level of both the 
Committee and Council that, in the past, focused on 
endeavours to incorporate the specialty as a stream of 
special interest and training within the broad specialty of 
Community Medicine. Finding this solution unacceptable 
from the point of view of the adequacy and appropriateness 
of the training required and from the fact that it failed to 
provide a means of specifically identifying those qualified in 
Occupational Medicine, leaders of the specialty moved, in 
1981 , to set up the Canadian Board of Occupational 
Medicine (CBOM) to carry out their own training program, 
accreditation, credentialling and certifying examination func­
tions. 

Appearing before the Committee at its recent meeting, 
representatives of the CBOM while indicating general 
satisfaction and comfort with the new Board's progress to 
date, nonetheless expressed themselves as strongly suppor­
tive of the desirability of having all specialty recognition and 
specialty qualifications maintained under the aegis of the 
Royal College, as the long-standing national specialty 
certifying body for Canada, and it is their hope that this might 
continue to be the ultimate goal. At the same time, they 
emphasized the rapidly expanding manpower needs of the 
specialty as a result of the growing importance attached to it 
by industry, governments and the public, and the difficulties 
of attracting young physicians to consider full-time careers in 
a specialty without recognition and identification of their 
specialist status, equivalent to that of their peers in other 
specialties. They noted that the specialty has existed for a 
long period of time and that it has been recognized as such 
by most of the Western industrialized nations. 

In their view, the specialty meets all the criteria and 
guidelines for specialty recognition prescribed by the 
College, including its own unique body of knowledge. While 
they acknowledge that there are a number of elements 
common to the training of specialists in both Occupational 
Medicine and Community Medicine, with important interfaces 
requiring close cooperation and collaboration on the part of 
both groups, they believe there are also widely divergent 
areas of knowledge and skills that are important to the 
occupational physician and which cannot be accommodated 
in a meaningful and relevant fashion within the mandatory 
training requirements of Community Medicine. 

In response to questioning by the Committee, the CBOM 
spokesmen indicated that if the College were to agree to 
recognize the specialty as a separate and distinct entity, the 
CBOM would undoubtedly agree to withdraw from its role in 

THE NOVA SCOTIA MEDICAL BULLETIN 62 

certifying the fully trained specialist in Occupational Medicine 
and confine its efforts to meeting the needs of the large 
numbers of partially trained physicians who had become 
involved in the field on a part-time basis at some mid-point in 
their careers, and who were unwilling or unable to embark 
upon a lengthy program of training at this stage in their lives. 

Should Council accept the Committee's recommendation 
at its meeting in March 1984, further negotiations towards its 
implementation would then have to be undertaken with 
CBOM and with the Specialty Committee in Community 
Medicine, whose training requirements and examinations 
would undoubtedly have to be appropriately modified. 

Source: Annals RCPSC. 1984; 17:1 ,66. 

NOTABLE TRENDS IN CANCER MORTALITY: 
CANADA AND NOVA SCOTIA 

Age standardized mortality rates for Nova Scotia are 
generally higher for both males and females than for Canada 
as a whole (Table 1) . The overall difference for females in 
1981 is only slight (1.4%) but for males the difference is quite 
substantial (9.7%). 

TABLE I 

Cancer Mortality Comparison, Nova Scotia and Canada, t 981 
(based on Age Standardized Mortality Rates per 1 00,000) 

MALE FEMALE 
Nova Scotia Canada Nova Scotia Canada 

Total Cancer 260.3 237.3 171 .7 169.4 
Digestive Cancer 69.7 69.6 51 .7 45.0 
Respiratory Cancer 104.7 90.2 28.5 25.9 
Breast Cancer 35.9 39.8 
Genital Cancer 15.6 13.3 24.0 20.6 
Urinary Cancer 11 .1 11 .9 3.9 4.7 
Other Cancer 59.2 52.3 27.7 33.4 

Lung Cancer 

From 1966 to 1981 , male lung cancer mortality in Nova 
Scotia increased faster than in Canada generally (Figure 1). 
In 1966, the Nova Scotia rate was lower than most other 
provinces but, by 1981, it rose to become the second leading 
province in Canada. According to 1981 data, Quebec still has 
the highest male lung cancer mortality but this position will 
not last long - projections indicate that Nova Scotia will 
surpass Quebec before 1990. 

Female lung cancer mortality is increasing rapidly in every 
province of Canada, and Nova Scotia (Figure 2) has the 
highest mortality rate , and one of the higher rates of increase. 
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The 1981 rate is ten times higher than the rate recorded for 
1951 . Based on this rate of increase, lung cancer mortality 
will surpass breast cancer mortality (whose rates are stable) 
by approximately 1987, at which time it will contribute about 
25% of all female cancer mortality. 

Province RateinProvince 

NFLO 
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BC 

MALE LUNG CANCER (Ages 25· 7 4) 
1966 VS 1981 

A.S.M.R. 

Year ml 1966 ~ Increase to 1981 

Figure 1 

AGE STANDARDIZED (25·74) MORTALITY RATES 
Lung Cancer N.S. Females 1931·1981 
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Stomach Cancer 

110 

1980 

In Nova Scotia, as well as in Canada as a whole, stomach 
cancer mortalities are decreasing for both male and female. 
However, the recent decreasing rate for Nova Scotia is 
slower than for most of the Canadian provinces. The 1966-76 
data indicate that almost all counties of Nova Scotia had 
mortality rates similar to the national average, but 1973-79 
data demonstrate significantly higher rates for 3 counties : 
Cape Breton, Inverness and Cumberland - for both males 
and females. (It is of interest that these counties include coal 
mining communities. An association between stomach 
cancer and coal mining has been noted elsewhere in the 
world.) 

Discussion 

Since lung cancer is usually rapidly fatal , incidence and 
mortality data are in close approximation. According to 
estimates from the United States Public Health Service, 
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eighty-five percent of lung cancer would be prevented if no 
one smoked cigarettes. The evidence for a causal associa­
tion includes a clear dose response relationship based on 
number of cigarettes smoked, duration of smoking, inhalation 
and tar levels. The demographic distribution of this cancer 
internationally is associated with smoking habits. The 
prevalence of smoking in Nova Scotia is higher than in 
Canada generally, and smokers in this province are also 
more likely to smoke cigarettes with a high tar yield (more 
detail on these trends will be presented in a later issue). 
Although there has been evidence of an overall downward 
trend in smoking prevalence over the past decade, this is not 
true of the female population. Of particular concern , the 
prevalence of smoking has increased in teenaged girls, 
suggesting that tobacco industry strategists have identified 
this as a "favourable" market. 

If it were not for increasing mortality from lung cancer, age 
standardized deaths from the combined category "all 
cancer" would be declining in males and females in both 
Canada and Nova Scotia. 

Acknowledgement: Dr. D. Wigle and Dr. Y. Mao, Non­
Communicable Disease Division, Bureau of Epidemiology, Health 
and Welfare Canada kindly provided information on age standar· 
dized trends in Nova Scotia and Canada. 
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BOOK REVIEW - OCCUPATIONAL HEALTH NOTES 

This is a small handbook (1 04 pages) written by Dr. Ronald 
Lees, Professor and Director, Occupational Health and 
Safety Resource Centre, Queen's University, Kingston, 
Ontario. First published in February 1980, this book is now in 
its fourth printing (December 1983). 

The text is written for medical undergraduates, Family 
Medicine residents and community Family Physicians. 
According to the author " If our present system continues, and 
it seems more and more likely that it will have to, Family 
Physicians working part-time in industry will comprise about 
85% of the occupational medical manpower". 

This small volume may stimulate interest in some 
physicians to broaden their knowledge in the field of 
occupational medicine. Several more advanced texts are 
listed by the author. 

Publisher: International Academic Services Limited, P.O. Box 2, 
Kingston, Ontario K7L 4V6. 0 
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Professional Economic Consultants Ltd. 

Financial Planning and Practice 
Management for Medical-and 
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Canada, since 1971. 
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(902) 423-1369 
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CLINICAL PATHOLOGIST 

Sydney .City Hospital requires a Pathologist to 
assume responsibility for the clinical direction of 
its Cape Breton Regional Laboratory. Remunera­
tion by negotiable salary with benefits. 

Please reply by sending a complete resume in 
confidence to: 

Frances D. Ellison 
Executive Director 
Sydney City Hospital 
Sydney, Nova Scotia 
B1P 2H8 

"LOCATING IN MONCTON, NEW BRUNSWICK" 

Spaces for Physicians or Dentists available in 
Moncton, New Brunswick. Close to Drug stores and 
Optical company. 

Interested party may contact: 

Dr. R. W. Allanach 
P.O. Box640 
Shediac, New Brunswick EOA 3GO 
Phone Collect (506) 532-6946 
Evenings (506) 532-9213 
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~~-~ 
~ ~ 
~Personal Interest Notes~ 
~ ~ 
~~~~~~ 

Dr. Sam Marcus of Bridgewater was honored by the town 
of Bridgewater and the Municipality of Lunenburg on his 83rd 
birthday. Dr. Marcus has been practising medicine in the 
town and the municipality for more than 50 years. Deputy 
Mayor Ernie Volivar presented Dr. Marcus with the key to the 
tow and Councillor Arthur Young, who was delivered by Dr. 
Marcus, brought him greetings on behalf of Warden Lee 
Nauss and the municipal council. Dr. Marcus celebrated his 
brithday with family and friends. 

Dr. Richard Maclachlan, 35, a physician at Cowie Hill 
Family Medicine Centre and an Assistant Professor, De­
partment of Family Medicine at Dalhousie University Medical 
School, has been awarded a Commonwealth Medical 
Fellowship valued at $15,000. One of the first family doctors 
in the Maritimes to use a computer in family practice, he will 
use his fellowship to spend a year at St. Thomas's Hospital, 
London, England where he will work with Dr. David Morrell 
studying illness patterns in families and the use of computers 
in predicting such patterns. 

LAUGHTER IS THE BEST MEDICINE 

If you thing some doctors will do anything for money, bet 
your bottom dollar you're right. 

In late February, Halifax audiences were treated to the 
spectacle of floorsweeping, fish gutting, tap dancing and 
singing doctors who threw dignity to the winds as they per­
formed in "Laughter Is The Best Medicine" - all for the 
sake of making money for The Dalhousie Medical Research 
Foundation. And they succeeded. The annual charity show, 
directed by Ron Macinnis, raised about $8,000 this year 
when it played to two sell-out houses in the Rebecca Cohn 
Auditorium, Dalhousie Arts Centre. 

A patrons' dinner at $50 a plate in the Faculty Club, prior to 
the second night's performance, netted about $5,000 and, to 
gild the lily, Dalhousie Medical Alumni Association later that 
evening presented a jumbo-sized cheque for $100,000 to the 
Foundation, thereby bringing the Medical Alumni's support 
for research to a full $200,000 in the past three years. 

The evening of music and laughter, subtitled "Take Two 
Pills and Come at Eight O'clock", had physicians of 
versatility. 

Clad in dirty overalls, Dr. Brian Hennen, Professor and 
Head of the Department of Family Medicine, swept the stage 
between acts ; dextrously fingered the keys of a Steinway 
grand piano, and was arrested for responding to a 
provocative tart-policewoman, played with relish by a 
sporting Mrs. Helen Maxner, from the Pathology Depart­
ment. 
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Dressed up in evening wear, the Dean of Medicine, Dr. J. 
Donald Hatcher and three impressive, formal assistant 
deans, Dr. S. C. Robinson, obstetrician and gynecologist; 
Dr. William Mason, radiologist ; and Dr. Byron Reid, family 
physician, banged away in a type of steel band medley on 
hanging bed pan, bottle, kidney dish and wash bowl, while 
The Tupper Band played on, conducted by Dr. B.W.D. 
Badley. 

Dr. Dennis Johnston, dressed as a postman laconically 
dumped or delivered letters between acts; then he amazed 
everyone, when he and Mrs. Ruth Goldbloom (wife of Dr. 
Richard Goldbloom) zipped on stage dressed as saucy 
1 0-year olds and tap danced a snappy routine fast enough to 
stop a jogger. 

Haematologist Dr. Ormille Hayne played country and 
western with his high heeled, string-tied band. Children 's 
heart specialist, Dr. Douglas Roy, gutted fish and spun 
yarns with CBC celebrity Jim Bennett; and scores of others 
played, sang, monologued and joked away two hours of solid 
entertainment. They were all boldly abetted by another 
assistant dean, anaesthetist Dr. Emerson Moffitt, who 
intermittently gassed the crowds with the punning wit for 
which he is well ill known in the Sir Charles Tupper Medical 
Building and operating theatres throughout Halifax hospitals, 
"jest to keep the surgeons cutting". 

Barbara Hinds 

OBITUARY 

Dr. G. Ronald Forbes, (86) of Kentville, N.S. died on 
February 25, 1984. Born in Stewiacke, he graduated from 
Dalhousie University Medical School in 1926. He served in 
both World Wars and practised medicine in Kentivlle until ne 
retired in 1974. He was a Senior Member of both The Medical 
Society of Nova Scotia and The Canadian Medical Associa­
tion. We extend our sympathy to his wife and family . 
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