
POST-GRADUATE COURSE 
WEEK IN OBSTETRICS, GYNAECOLOGY AND PAEDIATRICS 

M ay 25th-30th, 1953. 
HALIFAX, N . S . 

M ONDAY, MAY 25t h 

9.00 Lecture and Demonstration Conduct of Difficult Cephalic Presentations. 
10.00 Lecture and Demonstration of X-Ray Pelvimetry. 
11.30 Symposium-Ante and post Partum Hemorrhage. 
2.00 Oynaecolog-ical Outpatient Clinic. 
4.J) How to Diatnose and Treat 'I'richomonas and .Monilia. 

TUESDAY, MA Y 26th . 

9.00 Castro Intestinal Symposium- Feeding Problems-Castro Enteritis, Vomiting. 
l l.00 Fluid Balance- D emonstration of Paediatric Procedures i.e. I. V. T echnique, 

2.00 
:·wo 
4.00 
5.00 

Ju~ular Punctures, 1!"emoral Punctures, etc. 
Endocrine Therapy with particular reference to cases on the ward. 
Itchv Vulva and Anus. 
\Yhy the Monthlv Period. 
Oy naf'co log ical D apartmental StafI Meeting- Discussion of Problem Cai:es. 

WEDNESDAY, M A Y 27t h . 

9.00 Ward Walk- Problems of Puerperal Care--Discussion of some p roblem cases on 
the ward. 

10.00 
11.00 
2.00 
3.30 
4.30 

Ward \Valk- Gynaecological Cases. 
Symposium- Toxaemias of Pregnancy. 
Paediatric Hadiology. 
Behaviour Problem in Children. 
Paediatric Surgery. 

THURSDAY, MA Y 28th. 

9.00 l\1anikin D emonstration- Forceps. 
10.00 Lecture by Pharmacologist and Bacteriologist on use of cui-rent drugs in Obstetrics 

and Gynaecology. 
1 l.00 Symposium on The, Heart and Diabetes in Pregnancy. 
2.00 Symposium on the Newborn i.e. Prematurity, R esuscitation and Asphyxia Erythro­

blastosis, 1!,eeding Problems, Congenital Defects. 

FRIDAY, MAY 29th . 

9.00 Paediatric Dermatology. 
10.00 Ward Rounds and Case Presentations by the Staff of the Children's Hospital. 
2.00 Pre-Katal C linic. 
4.00 M edical Motion Picture. 
5.00 Que::;tion Period. 

SATURDAY, MAY 30th. 

9.00 Demonstration- Vaginal D ischarges. 
10.00 Gynaecological Examination. 
10.30 H ow to diagnose Patient with Ca of Uterus. 
11.00 Constipation and Megacolon. 

Applications may be made to Post-Graduate Committee, Victoria General H osp ital, 
H alifax, . S . 



EDITORIAL 

APPENDED to this brief editorial is a list of all the officers of the Medical 
Society of Nova Scotia since its beginning. In itself it makes very in­

t rresLing reading, even to one who is not familiar with medical life in this prov­
inN' except in recent years. To those whose memories go back further than 
tha t the list must serve to recall many interesting stories, details and anecdotes. 
I t is these reminiscences that concern us at the moment. 

In order to give the celebration of our hundred th anniversary the char­
aetc>r and atmosphere which make it unique the editors of the Bulletin plan 
to gather together as much material of an historical nature as possible. Much 
c·an be garnered from already existing records and these will not be neglected 
or onrlooked. But history is dry stuff without the personal highlights. We 
(•an all recollect that the footnotes in our school history books that told us about 
the• gout of the elder Pitt, to mention one that comes readily to the medical 
mind, were much more entertaining than the text and lingered in the memory 
long after the acts and facts had faded away. 

These personal highlights are not to be found in minutes of meetings. 
Like folklore of other kinds they will be lost as newer generations arise unless 
thc>y are passed on and told and retold. Tho editors believe that a rich fund of 
this sort of anecdotal treasure exists in this province and we feel that the oc­
c·asion of our centennary is a most suitable and appropriate time to uncover 
all that can be found. 

We therefore beg that all readers of this journal will tako these words as 
ap plying to them personally. If you are reminded by the list of names of any 
lit tl e incident or story write it down and send it in. If you are a relative or 
d r~cmdant let us know. If you have any old papers, articles or newspaper 
dippings or photographs let us have them. If we were to have enough articles 
of interest in the way of pictures or souven irs we might arrange a little ex­
hibit. On any object bigger than can be put in an envelope we will pay car­
riage and promise to return the objects in the condition in which they are 
rrc·civod. If you are acquainted with anyone who has or has access to any­
thing pertaining to tho history of medicine in Nova Scotia let us know about it. 
\Y <' wou ld welcome reminiscences of annual meetings in years gone by. In 
short let us turn our backs on the future and away from the present and look 
to our past whether it be glorious or inglorious. The changing scenes of the 
hundred years have been decorated by men who stood out because of wisdom, 
c·ourage, nobility, kindliness and sometimes just plain eccentricity. Let us 
lH'ar about it all. The observance of our contennary will in this way be en­
hanced and when another hundred years have gone by perhaps an old copy 
of our centennary number may come to light to astonish the doctors of a world 
ahout which we cannot even speculate. 

M. E. B. GO SE. 



Formed 1854-Incorporate<l March 28, 1861 *-Died during term of office 

THE MEDICAL SOCIETY OF NOVA SCOTIA 

NUMUEH. Oli' ANN UAL MEETINGS, DATE, PLACE AND Oli'FlCE BEAREH.S FROM 1854 to 1952 

Annual First Second 
Meeting Date Place Presiden t Vice-President Vice-President Treasurer Secretary 

1st Oct. 5, 1854 llalifax Hon. W. Grigor, W. J . Almon, A McDonald, D . McN. Parker, J. R. DeWolfe, 
U alifa.x Halifax Halifax Antigonish Halifax Halifax 

2nd Aug. 1, 1855 Halifax W. J. Almon, E. Jennings A. McDonald, D. McN. Parker, J. R. DeWolf, 
Halifax Antigonish Halifax Halifax Halifax 

3rd Aug. 1, 1856 Halifax W. J. Almon, E. Jennings, A. McDonald, D. McN. Parker J . R. DeWolfe, 
Halifax Halifax Antigonish Halifax Halifax 

4th Aug. 1, 1857 Halifax D. McN. Parker, Chas. '!'upper, R. S. Black, W. J . Almon, J. R. DeWolf, 
Halifax Amherst Halifax Halifax H alifax 

5th Mar. 3, 1858 Halifax R. S. Black, Chas. Tupper, F. W. Morris, W. J. Almon, J. II. Slayter, 
Halifax Amherst Halifax Halifax Halifax 

1859 Halifax R. S. Bia.ck, Cha.s. Tupper, F. W. Morris, W. J. Almon, J. IL Slayter, 
Halifax Amherst Halifax Halifax Halifax 

6th Mar. 1860 Halifax R. S. Bia.ck, Chas. Tupper, R. S. Black, W. J. Almon, J. H. Slayter, 
Halifax Amherst Halifax Halifax Halifax 

7th Apr. 23, 1861 Halifax E. J ennings, A. Forrest, B. DeW. Fraser, W. J. Almon, Chas. J. Gossip, 
Halifax Halifax Windsor Halifax Halifzx 

8th Jan. 7, 1862 Halifax A. li'orrost , Chas. Tupper, Geo. Snyder, R. S. Black, Chas. J. Gossip, 
Halifax Halifax Shelburne Halifax Halifax 

!Jth Jan. 6, 1863 Halifax Chas. Tupper, Ja.s. C. Hume, Samuel Muir, R. S. Bia.ck, Chas. J. Gossip, 
Halifax Halifax Truro Halifax Halifax 

10th J an. 5, 1864 H alifax *Jas. C. llume, Chas. Cogswell, B. DeW. Fraser, R. S. Black, Cha.s. J . Gossip 
Halifax Halifax Windsor lialifax Halifax 

11th Jan. 3, 1865 Halifax W. J . Almon, Jas. R. DeWolfe, R. Stephen, R S. Black, A. J. Cowie, 
Halifax Halifax Digby Halifax Halifax 



- ---
Annual 
Meeting Date Place 
-

12th Jan. 2, 1866 Halifax 

13th Jan. 8, 1867 l lalifax 

14th Jan. 7, 1868 Halifax 

15th June 24, 1868 Pictou 

16th July 29, 1869 Windsor 

17th Ju110 22, 1870 J Ia.lifax 

18th July 18, 1871 lia.lifax 

19th June 19, 1872 Truro 

20th June 18, 1875 Kontville 

218t June 17, 1874 Amherst 

22nd Aug. 2, 1875 Halifax 

23rd Juno 21, 1876 New Glasgow 

24th Juno 20, 1877 'l'ruro 

25th Juno 19, 1878 Halifax 

26th June 18, 1879 Halifax 

27th June 16, 1880 l[alifax 

President 
First 

Vice-President 
Second I 

Vice-President --------!--------Treasurer Secretary 

'Jas. R. DeWolfe, J. IL Slayter, Geo. Snyder, R. S. Black, W. N. Wickwire, 
Halifax Halifax Shelburne Halifax Halifax 

R. S. Bia.ck, B. G. Page, P. W. Smith, W. N. Wickwire, A.H. Woodill, 
Halifax Halifax Digby Halifax Halifax 

!B. G. Page, C. J . Gossip, Samuel Muir, W. N. Wickwire, T . R. Almon, 
, Halifax Halifax 'l'ruro Halifax Halifax 
!B. DeW. Fraser, Presidents of County Societies A. J. Cowie, Chas. D. Rigby, 

Windsor Halifax Halifax 
C. C. Hamilton, G. J. Farrish, C. J. Gossip, A. J. Cowie, Edw. Farrell, 

Cornwallis Yarmouth Halifax Halifax Halifax 
C. C. Hamilton, R. S. Black, S. Dodge, A. J. Cowie, Chas. D. Rigby, 

Cornwallis Halifax Halifax Halifax JI al if ax 
'Samuel Muir, R. S. Black, A. Sanford, A. J. Cowie, H. A. Gordon, 

'l'ruro Halifax Burlington Halifax Halifax 
Samuel Muir, W. J. Almon, L. Johnstone, A. Lawson, H. A. Gordon, 

Truro Halifax Albion Mines Halifax Halifax 
RS. Black, II. Shaw, A. C. Page, A. Lawson, H. A. Gordon, 

Halifax Kent ville 'I'ruro Halifax Halifax 
A. C. Page, A. P. Reid, N. Tupper, A. Lawson, H. A. Gordon, 
' Truro Halifax Amherst Halifax Halifax 
,II. Shaw, Kontville A. J. Cowie, L. Johnstone, A. Lawson, John Somers, 

Halifax Albion Mines Halifax Halifax 
•o. M. Johnson, A. Sanford , W. H. MacDonald, J. F. Bia.ck, John Somers, 

Piotou Burlington Antigonish Halifax Halifax 
D. McN. Parker, W. Fraser, A. J. Cowie, John Somers, John Somers, 

Halifax New Glasgow Halifax Halifax Halifax 
\V. B. Slayter, D. 11. Muir, H. 0. MoLatchy, John Somers, John Somers, 

Halifax Truro Wolf ville Halifax Halifax 
D. II. Muir, Truro Jas Korr, W. N. Wickwire, John Somers, John Somers, 

I 
Acadia Mines Halifax Halifax Halifax 

Edw. f'arroll, J. W. McDonald, A. Lawson, John Somers, John Somers, 
Halifax Acadia Mines Halifax Halifax llalifax 



Annual I Date 
First Second 

Meeting Place President Vice-President Vice-President Treasurer Secretary -- ·-

28th June 15, 1881 Antigonish W. IT. McDonald, F . \V. Borden, IT. B. McPherson, John Somers, John Somers, 
Antigonish Canning North Sydney Halirax Halifa 

29th Juno 18, 1882 Kentvillr W. B. Slayter, lf. B. McPhe1·son, H. Shaw, John Somers, John Somers, 
Halifax North Sydney Kent ville TT al if ax Hali fa 

30th .Juno 20, 1883 'l'ruro .John Somers, IL B. McPherson, John Stewart, J . W. McDonald, J. W. McDonald, 
Halifax Nor th Sydney Pictou Acadia Mines Acadia Mini 

31st .June 18, 1884 }forth Sydney IT. B. McPherson, John Stewart, T. R. Almon, J. W. McDonald, J. W. McDonald, 
)forth Sydney Pictou Halifax Acadia Mines Acadia MinE 

32nd June 17, 1885 I falifax .John Stewart, 0. L. Sinclair, Wm. McKay, J. W. McDonald, J . W. McDonald, 
Pictou Dartmouth Reserve Mines Acadia Mines Acadia MinE 

33rd Juno 23, 1886 Pictou 0. L. Sinclair, W. McKay, 0. J. McKenzie, J. W. McDonald, .J. W. McDonald 
Dartmouth Reserve Minos Piciou Acadia Mines Acadia MinE 

34th July 6, 1887 Truro Wm. McKay, D. A. C'ampbell, W. B. Moore, W.S.Muir, W. S. Muir, 
Heserve Mines Halifax Kent ville Truro Trur 

35th .July 4, 1888 Digby D. A. C'ampbell, W. B. Moore, John T. Cameron, W. S. :Muir, W. S. Muir, 
Halifax Kent ville River .John Truro Trur 

3Gth .July 3, 1889 Halifax \\'. B. Moore, .J. T. Cameron, W. N. Wickwire, \V. S. Muir, W. S. Muir, 
Kentville River John Halifax 'l'ruro Trur 

31th July 2, 18!>0 Granville Frrry J. A. Coleman, S. Dodge, 0. E. Buckley, W.S.Muir, W. S. Muir, 
Granville Ferry Halifax Ouysboro 'J'ruro 'l'rur 

38th .July 1, 18!)1 Bad deck 0 . E. Buckley, A. D. McOillivray 'l'. C. Lockwoo, W. S. Muir, W. S. Muir, 
Ouysboro Sydney Lockoporl Truro Trur 

39th ,July 2, 1892 Halifax S. Dodge, Halifax C. J. Fox, Pubnico R. A. TT. McKeen, W. S. Muir, \V. S. Muir, 

0 

0 

0 

0 

0 

Olace Bay Truro 'J'rur 40th ,July 5 1893 Bridgewater C'has. J. l<'ox, R. A. II. McKeen H. A. March, W. S. Muir, W. S. Muir, ' 
Pubnico Glace Bay Bridgewater Truro 'l'rur 

41 st .July 4, 1894 Yarmouth A. P. Reid, C. A. Webster, H. IT. MacKay, W. S. Muir, W. S. Muir, 
Halifax Yarmouth New Glasgow 'l'ruro Trur 42nd July 3, 1895 Halifax R. A.H. McKeen, J. l<'. McDonald, C. A. l<'oster, W. S. Muir, W.S.Muir, 

Glace Bay Hopewell Bridgewater Truro Trur 43rcl July 1, 1896 Sydney ,J. !<'. McDonald, J . C. McDougall, J. W. Reid , W. S. Muir, \V. S. Muir, 
1 lopewell Parrsboro \Vindsor Truro Trur 

0 

0 

0 

0 

0 



Annual 

I I First Second 
Meeting Date Place President Vice-President Vice-President Treasurer I Secretary 

1. I 
- - - ·-· - ------

44th July 1897 Pictou W. 'l'obin , JI a l if ax .John M c:\1illan, Andrew Jlalliday, W.S. Muir, W. S. Muir, 
Pictou Shubenacadie 'l'ruro Truro 

45th July 6, I 1898 I Halifax I.John :'1-IcMillan, Andrew Halliday, ~LA. Cuny, \\". S. i\luir, W. S. i\luir, 
Pictou Shubenacadie Halifax Truro Truro 

46th July 5, I 1899 I Truro ID. M cintosh , C. A. \\'ebstor , !<' . S. Yorston, \\". S. Muir, W. S. Muir, 
PU<>'W!l.Sh Yarmouth 'L'ruro Halifax 'l'ruro 

47th July 4, I 1900 I Amherst IE. A. Kirkpat1~ck, \V. Rockwell, J. W. :\foKay, \V. A. 1Iuir, W. S. Muir, 
Halifax River Hebert ).I aw 0 lasgow 'L'ruro Truro 

48th July 3, I 1901 I Halifax IJ. W. McKay, J. J. Cameron, \\' . G. Putnam, \\'. S. Muir, W. S. Muir, 
Kew Glasgow Antigonish Yarmouth Truro Truro 

49th July 2, I 1902 I ).I cw Glasgow 1.r. J. Cameron, \V. G . Putnam , M. Chisholm, \V. H. M c Donald, W. ll. McDonald, 
Antigonish Yarmouth H alifax Antigonish Antigonish 

50th July 1, I 1903 I Antigonish IM. Chisholm, I I. E. Kendall , II. K. McDonald, W. II. M cDonald, W. H. M cDonald, 
Halifax Sydney Halifax Ant igonish Antigonish 

51st July 5, I 1904 I Halifax IH.A. March,M.P.P. .J. \\'. M c Lean, :\1. E. Armstrong, \V. Ir. M cDonald, W. II. McDonald, 
Bridgewater ~orth Syd ney Bridgetown Ant igonish Antigonish 

52nd July 5, I 1905 I Lunenburg In.A. March, M.P.P. G. W. T. Farish , J. A. Spona.gle, W. I I. M cDonald , W. II. McDonald, 
Bridgewater Yarmouth Middleton Antigonish Antogonish 

53rd July 4, I 1906 I Lunenburg IJ. n. Black, M.P. , .J . A. Sponagle, W. II. MacDonald J. It. Corston, J. R. Corston, 
\Vindsor Middleton Rose Ila~' Halifax Halifax 

54th July 3, I 1907 I Winch>Or IJ. Stewart, \\". II. Mac Donald \V. G. Put nam, J. R. Corston, .T. It. Corston, 
llalifax Antigonish Yarmouth I [alifax Halifax 

55th July 1, I 1908 I 1-lalifa,x A.S. K endall, M.L.A .J. A. Sponaglo, 11. V. Kent, J . R. Corsi.on. J. It. Corston, 
Sydney Middleton T ruro 1 la.lifax Halifax 

56th July 1, I 1909 I Sydney 0. W. T. J<'arish, .James Hoss, K Kennedy, J. R. Corston, .J. R. Corston, 
Yarmouth Halifax New Glasgow llalifa.x Halifax 

57th July 6, I 1910 I Yarmouth IJames Ross, E. K ennrdy, .J . S. Morton, J. R. Corston , J. R. Corston, 
I fal ifa.x K ew Glasgow Shelburne Halifax Halifax 

58th July 6, I 1911 I Halifax lu. V. Ken t, J. \\'. Smith, .J. J. M cKenzie, J. R. Corston, J. R. Corston, 

lu. t•:. dcWitt, 
Trnro Liverpool Mulgrave Halifax lla.lifax 

59th July a, I 1!)12 I Truro M.A . B. Smith, .). \V. '1'. Patton, .J. It C'orston, J. It. C'orston, 
\\' olfvi llE> llalifax Truro If a.lifax J lalifax 



Annual I First Second 
Meeting D a te Place President Vice-President Vice-President Treasurer S ecretary 

------

60th July 2, 1913 Wolf ville J . 0. Macdougall, W. H. MacDonald M . E. Armstrong, J. R. Corston, J. R. Corston 
Amherst Halifax Bridgetown Halifax Halifax 

61st July 1. 1914 Amh erst C. A. S. McQueen, C. McQ. Avard, H. E. Kendall, J. R. Corston, J. R. Corston, 
Amherst Amherst Sydney Halifax Halifax 

62nd July 7, 1915 Amhe1·st C. J . Miller, E. Kennedy, J. W. McLean, J. R. Corston, J. R. Corston, 
New Glasgow New Glasgow North Sydney Halifax Halifax 

6.'3rd July 5, 1916 New Glasgow D. Fraser Harris, Clarence Miller, A. J. Fuller, J. R. Corston, J. R. Corston, 
Halifax Stellar ton Yarmouth Halifax Halifax 

64th .July 4 , 1917 H alifax J. W. Smith, A. E. G. Forbes, B. Francis, J . R. Corston, J. R. Corston, 
Liverpool Lunenburg Sydney Mines Ilalifax Halifax 

65th July ::l, 1918 Liverpool G. JI. Murphy, Col. F.S.L. Ford, J. J. Roy, J. R. Corston, J. R. Corston, 
Ha lifax C.M.G., Milton Sydney Halifax Halifax 

66th July 2, 1919 Antigonish J ohn Stewart, J. Ross Millar, A. F. Miller, J.0 .D. Campbell, J.0.D. Campbell, 
Halifax Amherst Kentville Halifax Halifax 

67th July 7, 1920 Kent ville H .K. MacDonald, J. Ross Millar, M . T . Sullivan, J.O.D. Campbell, J.G.D. Campbell, 
Halifax Amherst Olace Bay Halifax Halifax 

68U1 July 6, 1921 Halifax '!'his meeting was adjourned and met later in Septem ber at 1'ruro. 
Sept. 28, 1921 Truro M . 1'. Sullivan, E. V. Hogan, C . A. Webster, .J.G.D. Campbell, J.G.D. Campbell, 

Glace Bay Halifax Yarmouth Halifax llalifax 
69th July 5, 1922 Sydney J. Ross Millar, 0 . B. Keddy, J. J. Cameron, J.G.D. Campbell, J.G.D. Campbell, 

Amherst Windsor Antigonish Halifax Halifax 
70th July 4, 1923 Windsor 0. B. Keddy, W. N. Rehfuss, J. J. Roy, J .G.D. Campbell, J.G.D. Campbell, 

Windsor Bridgewater Sydney Halifax Halifax 
(Assoc. Sec'y,- 8. L. Walker, Halifax) 

7lst July 16, 1924 Amherst W. N. Rebfuss, E . V. Hogan, J. W. Johnston, J .G.D. Campbell J.G .D. Campbell 
Bridgewater Halifax Sydney Mines Halifax Assoc. 

S. L. Walker 
72nd July 1, 1925 Bridgewater E. V. Hogan J. J. Roy, L. R. Morse, J.G.D. Campbell, J.G.D. Campbell 

Halifax Syd ney Lawrence town Halifax Halifax 
73rd July 7, 1926 Hali fax J. J. Roy, L. R. Morse, H. K. Macdonald, J.0 .D. Campbell, J.G.D. Campbell, 

Sydney Lawrence town Halifax Halifax llalifax 
74th July 6, 1927 Sydney L. R. Morse, R. H . Sutherland, H. K . Macdonald, J .G.D. Campbell, S. L . Walker 

Lawrence town Pictou Halifax Halifax Halifax 



Annual 
Meeting Date I Place 

First \ Second 
Vice-President Vice-President President Treasurer Secretary -

75th 1928 Annapolis Tltis was changed at an executive meeting held Ju ne l , 1928. 
Oct. 1928 Halifax R. II. Sutherland, 0 . W. 'l'. Farish, Allister Calder, J .G.D. Campbell, S. L. Walker, 

Pictou Yarmouth Olace Bay Halifax Halifax 
7Gth June 26, 1929 Picton E. 0. Fallett, A. McD. Morton, W.R. Dunbar, J.O.D . Campbell, S. L. Walker, 

Weymouth Halifax 'l'ruro Halifax Halifax 
77th .July 

2. I 1930 

I 
Digby 

78th July 7, 1931 Truro 

Dan Murray, W. R. Dunbar, Dan McNeil, J.O.D. Campbell, S. L. Walker, 
Tatamagouche Trm·o Glace Bay Halifax Halifax 

W.R. Dungar, Dan McNeil, W. N. Cochran, W. L. Muir, S. L. Walker, 
Truro Glace Bay Mahone Bay Halifax Halifax 

79th July 5. I 1932 

I 
Kent ville 

80th Sept. 4, 1933 Halifax 

K. A. MacKenzie, A. R. Campbell, J.C. Morrison, W. L. Muir, S. L. Walker, 
Halifax Yarmouth New Waterford Halifax Halifax 

T. A. Lebbetter, J. C. Morrison, R. M. 13envie, W. L. Muir, H. C. Grant, 
Yarmouth New Waterford Stellarton Halifax Halif? 

81st July 4, I 1934 I Yarmouth Dan McNeil, O. A. Dunn, P. E. Belliveau, W. L. Muir, II. C. Grant, 
Glace Bay Pictou Meteghan ITalifax Halifax 

82nd July 3, 1935 Sydney R. M. llenvie, J. R. Corston, Allister Calder, W. L. Muir, II. C. Grant, 
Stellarton Halifax Olace Bay Halifax Halifax 

83rd Sept. 1 , 1936 Halifax J . R. Corston, Allister Calder, J. IL L. Simpson, W. L. Muir, H. C. Grant, 
Halifax Glace Bay Springhill Halifax Halifax 

84th July 7, 1937 Pictou Lodge Allister Calder, J. II. L. Simpson, H. K. MacDonald, W. L. Muir, H. C. Grant, 
Glace Bay Springhill Halifax Halifax Halifax 

85th June 21. , 1938 Halifax J. H. L. Simpson, H. K. MacDonald, A. n. Campbell, W. L. Muir, H. C. Grant, 
Springhill Halifax Bear River Halifax Halifax 

86th July 5, 1939 Digby II. K. MacDonald, A. B. Campbell, J . S. Breen, W. L. Muir, H. C. Grant, 
Halifax Bear River Mulgrave Halifax Halifax 

87th Aug. 27, 1940 Halifax A. B. Campbell, J. G. B. Lynch, D. F. Mclnnis, W. L . Muir, IT. C. Grant, 
Bear River Sydney Shubenacadie Halifax Halifax 

88th July 9, 1941 Kentvi lle J. G. B. Lynch, W. Alan Curry, J. C. Wickwire, W. L. Muir, JI. C. Grant, 
Sydney Halifax Liverpool Halifax Halifax 

89th July 8, 1942 

I 
Syd ney 

90th July 6, 1943 Kontvillo 

W. Alan Cuny, J.C. Wickwire, P . S. Cochrane, W. L. Muir, II. C. Grant, 
Halifax Liverpool W olfville Halifax Halifax 

.J. C. Wickwire, P. S. Cochrane, A. E. Blackett, W. L. Muir, H. C. Grant, 
Liverpool Wolfville New Glasgow Halifax Halifax 



Annual 
Meeting 

---

9lst July 6, 

92nd Oct. 10-12 

9~rd Oct. 8-10 

94th Oct. 7- 9 

95th Sept. 13-16 

96th Sept. 6- 9 

97th Sopt. 5- 6 

98th Sept. 10-13 

<l9th Sept. 13- 16 

Date 
-

1944 

1945 

1946 

1947 

1948 

1949 

1950 

1951 

1952 

Place President 
------

White Point Beach P. S. Cochrane. 
Wolf ville 

Kent ville A. E. Blackett, 
New Glasgow 

Halifax N. 11. Gosse, 
Halifax 

llalifax E. \\'. l\Iacdonald, 
Glace Bay 

Kcltic Lodge 11. A. ~'raser, 
Ingonish Uridgewatcr 
White Point Beach g_ F. Ross, 

Halifax 
Halifax J. J. Carroll, 

Antigonish 
Antigonish L. M. Morton, 

Yarmouth 
Yarmouth J. W. Reid, 

Halifax 

First eecond 
Vice-President Vice-President Treasurer Secretary 

-

A. E. Blackett, E. W. Macdonald, \V. L. Muir, II. G. Grant, 
New Glasgow Glace Bay Halifax Halifax 

N. 11. Gosse, E. W. Macdonald, W. L. Muir, H. 0. Grant, 
Halifax Glace Bay Halifax Halifax 

E. \V. Macdonald, LI. A. Fraser, R. 0. Jones, H. 0. Grant, 
Glace Bay Bridgewater Halifax 1 [alif ax 

H. A. ]i'raser, J. J . Carroll, R. 0. Jones, IT. G. Grant, 
Bridgewater Antigonish Halifax llalif ax 

E. ~'.Ross, J. J. Carroll, R. 0. Jones, H. G. Grant, 
I [al if ax Antigonish Halifax Halifax 

J. J. Carroll, L. M. Morton, R. 0. Jones, II. 0. Grant, 
Antigonish Yarmouth Halifax Halifax 

L. M. l\Iorton, J. \V. Reid, R. 0. Jones, H. G. Grant, 
Yarmouth Halifax ll alifax Halifax 

.J. W. Reid, M. G. Tompkins, R. 0. Jones, H. O. Grant, 
Halifax Dominion I lalifa.x Halifax 

M. G. Tompkins, H. Ji'. McKay, R. 0. Jones, 1 L G. Grant, 
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Corneal Transplantation: Keratoplasty 
D . K. Murray, M.D. 

AS recently as 1949, in a competent review of the literature, Dr. F . C. Stans­
bury states "Although the literature contains many pap ers on corneal 

t ransplantations, comparatively few authors have experience with more than a 
dozen operations." 

This is exceedingly real, and a competent opinion as to the results of this 
operation cannot be expressed on the basis of a few successful cases. This 
m ust revolve upon the careful analysis of several complete series of cases in 
which the procedure was attempted and which contain all the pertinent data . 
T he successes and failures must be carefully weighed. 

As early as 1894 Fuchs reported 30 corneal transplantations. The earliest 
rr port ante-dates this by 50 odd years. Almost all of this era met with little 
~uccess. 

In 1923, Elsching and Gradle discussed the results of 9 p ermanently clear 
grafts in a series of 93 operations. 

In 1930, Elsching r eviewed his entire twenty years experience with this 
opNation. His total series numbered 174 such procedures. In properly 
~rl ected operative cases, apart from such as were of purely cosmetic intention, 
hi$ conclusions wore- improved visions in 46.7 per cen t ; opaque grafts in 36.7 
prr cent; dislocation of graft in 16.6 per cent. 

In 1935 F ilator reported 96 operations b etween 1923-32. In 1937 he 
again reported a series of 95 cases- these between 1932 and 1937. H e ad­
mi t ted to poor selection- e.g. glaucoma, buphthalmos and so forth, and fel t 
that the 18 per cen t transparent grafts was not a fair representation of the 
possibilities of the operation. 

In 1937 Thomas published a series of 36 cases. H e claimed that upon 
a careful breakdown of his figures into appropriate categories as to suitability 
tha t there was a 58 per cent rate of success. 

In 1938 Castroviejo, reporting over 100 cases during 1933 to 1937, found 
improved vision and transparent grafts in 70 per cen t of favourable cases. 

Recent European writers are not so enthusiastic, I may add. In 1943 
Franceschetti and Streiff reported 50 cases. This series y ielded a 32 per cent 
success rate i.e. 20/ 200 or better. 

Most of the series reported contain no exact reference as to optical cor­
r e>C't ion either pre- or post-operatively. There is a paucity of post-operative 
follow up . Thero is a great brevity of reported visual results in the unselected 
srries . Consequently, it becomes difficult to draw an accurate base line for 
fair eYaluation. 

In 1947, Owens, Baltimore, gave these figures at a symposium . A final 
ac·uity of 20/ 30-20/ 20 was obtained in only 11.4 per cent of cases. In 9.1 per 
cent all light perception was lost as the resul t of keratoplasty. Of 229 cases, 
prPoperatively 20/ 200 or less, vision of 20/ 100 or better was obtained in 
:3G.2 per cent. In 58 cases, selected as most favourable, with pre-operative 
Yi,.;ion of 20/ 200 or less a rate of 55.5 per cent obtained 20/ 100 or better. He 
concluded that a case having 20/ 100 or better does not warrant th e risk of 
01wra t i on. 
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In December, 1949, Stansbury reported a carefully conducted series oi 
182 cases, from 1933-1947. Adequate follow-up of 37.7 months was con­
ducted on the logical basis of success-namely visual resul ts. In as much as 
20/ 200 visual acuity is accepted as the threshold of industrial blindness, a re­
sul t to be classified as successful must be better than 20 /200. He found that 
clear grafts and improved vision ran anything but a parallel course. The clear 
grafts occurred twice as often as improved v ision occurred. 

His figures break down thus, - in 16 per cent of cases visual acuity was 
improved to better than 20/ 200; no significant change in 41 per cent; total 
loss of perception in 39 per cent: results unknown 4 per cent. 

FA VO U RABLE CASES- He found that best results were obtained in 
Keratoconus. This is an interesting condition which in advanced degree per se 
is optically impossible. The normal corneal curvature is replaced by one of a 
cone-type or conical formation. This in turn gives a diffuse focal point 
with reference to the plane of the retina or "image screen" so that a clear 
representation of the object of regard is not obtained. The contact lens and 
fluid aims to "wipe out" this aberrant curvature and establish a proper, cal­
culated new corneal curvature. When the contact lens fails or corneal de­
generative changes due to pressure are instituted, keratoplasty is the recourse. 

Castroviejo, in a recent article "Keratoplasty in Kerataconus", claims 
as high as 90 per cent permanently improved vision in these conical corneae. 

The worst results were found in chemical burns. A high percentage of 
grafts tend to bulge, presenting the need of a high minus lens. 

The best results were obtained in bilateral keratoplasty. 50 per cent 
of such cases obtain 20/ 100 or better. Results were better in eyes having 
been subjected to single procedure, as opposed to multiple operations. 

Results of transplant in interstitial keratitis are gratifying. The graft 
is likely to remain clear if the surrounding substantia propria is not disor­
ganized. Therefore these cases do well. as the interstitial type gives no 
pathological changes to the corneal lamellae, but mainly interlamellar 
lymphocytic infiltration and vascularization, posteriorly placed in the cornea. 

The results in disciform keratitis and acne rosacea keratitis are also con­
sidered encouraging. 

UNFAVOURABl.E CASES. Poor results can be expected in total 
leucoma, extensive anterior synechiae, shallow or absent anterior chamber, 
corneal dystrophy, excepting Salzmann's and Groenouw's dystrophy. Other 
contra-contradictions are extensive superficial or deep vascularization of the 
cornea, glaucoma or hypo tony or aphakia. This means that in the presence of a 
cataract, the graft should be done first. Marked nystagmus is a definite 
contra-indication. 

To become less general in our remarks-
Corncal transplants may be 1. Penetrating, full thickness grafts. 

2. 1 on-penetrating or lameller grafts. 
The latter may be used for preparatory and t herapeutic reasons, as well 

as to improve visual acuity when such is possible. Such grafts have a thera­
peutic value in cases of corneal disease such as keratitis and hypopyon about to 
perforate. In those cases the hope is to obviate the havoc of perforation with 
a view to later full thickness graft if indicated. This new tissue culture often 
has a clearing effect on the adjacent cornea. 
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The former ,- penetrating grafts, are justifiable when vision is 20 200 or 
less, owing to corneal nebulae, the degree of which is either stationary, or 
progressive as in the case of degeneration. It is indicated in Kerataconus, 
unimproved by contact lens. It is definitely indicated in such cases as blood 
staining of the cornea. 

Selection of cases-A s there is aways a chance of a graft becoming more 
opaque than the area it is replacing, this operation should not be under taken 
in acuity better than 20/ 200. A well adjusted patient, who is self supporting, 
is h<'t ter off left alone even although his acuity is below 20/ 200 in one or both 
('V ('S . 

· P a tients requiring corneal grafts belong to a much younger group than 
cataract patients. Failure of a corneal graft therefore leads to more serious 
consequences from an emotional and economic standpoint. In the very young 
it is to be avoided as the handling becomes a very great problem . Corneal 
graft ing should never be done in cases where an iridectomy will bring about 
improvem ent of vision. 

A favoured graft size is from 4.5 to 6.5 m.m. , 5 m.m. being the choice of 
most surgeons. A graft smaller than 4 m.m . becomes cloudy too easily, one 
larger than 6.5 m.m. is thought to endanger the filtration angle with resultant 
glauC'oma. 

Castroviejo favours a square graft, employing a double cutting edged 
knif<', i. e. parallel cutting edges, and used in a cross-hatch fashion. Thomas, 
and the greatest number of surgeons foll ow his procedure, uses a trephine to 
pr<'pare the donor and recipient material. J. Barraquer uses a round tre­
phinc with a central fixation pin to " center" the pupil. \V'einer has created 
and uses a pouch-like instrument to good advantage. 

The exact surgical technique adds nothing to a paper of this sort, so we 
make no remarks other than to observe that the donor graft, having r eplaced 
the recipient's excised pupillary area, is held in place by fine corneal sutures 
u ntil union is firmly established- usually 10 days. Again , there are a number 
of ways of approaching this item , but all aim simply at close approximation of 
th<' donor-recipien t edges until union p ermits their removal. 

Sources of Donor 111 alerial.- Th e donor material must be from an eye 
just cnucleated or from an ey e which has been satisfactorily preserved. :Most 
of the lat ter eyes are obtained at autopsy . In either event the cornea roust be 
in good condition, free from local disease and from a patient who was free from 
communicable disease, including syphilis. Race, age, sex and blood type are 
not important. The donor cornea must bo human, however. 

Eyes obtained post-mortem should be obtained within 4 hours. Some 
authors give 6 hours as the outsid e limit. They are kep t at 4 degrees centi­
grade'. They are best stored in a tightly sealed container in a saturat ed a t­
mosphere of water vapour. The allowable duration of storage has not been 
well worked out, bu t the criterion of suitability is not the time since r emov­
al bu t tho condition of the cornea upon close inspection . The institution of 
eye banks materially aids in securing and distributing the donor m aterial. 

There exists in ~ew York, for instance, such a bank. This bank is in 
<>ff ect a clearing stat ion. A request for donor material may be on file for some 
tim e>, and then suddenly advice is for thcoming that an eye will be available 
at a certain hour Yia air mail. The patient is hospitalized on previously ar-
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ranged short notice. The author is acquainted with an eye which travelled 
half way across the continent from the point of origin to the eye bank and so to 
its eventual destination. The case was successful. 

This eye bank supplies to the surrounding States about 150 eyes yearly. 
This giYes a fair idea of the yearly indications for this procedure in the Eastern 
half of the u. S. A. This same source is also available to Eastern Canada. 

Although corneal transplantation should not be enjoined without careful 
e\·aluation of each case, and close scrutiny of the figures pertaining to its 
chances of success, it is a very real court of appeal in selected cases which 
otherwise are committed to the catagory of the essentially blind. 
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Abdominal Pain 
as a Symptom of 

Emotional Disturbance In Children * 
F. A. Dunsworth, :M.D. , 

D epartment or P sychiatry, Dalhousie University. 

SI<JRIO"G behavior problems eldom arise abruptly in la ter childhood. 
The maladjustmen t in the child and the tension oetween him and his 

parents have usually accumulated tep by step as the child passed thr ough 
su<'cessive stages in his development." ( pock , B enjamin, AYoiding Be­
haYior P roblems, Journal of Paediatrics, Vol. 27, pp. 363-382, October 1945). 

I felt tho most useful contribution I could make tonight would be from 
pra<'tical experience o I reviewed in our fil es at the Child Guidance Clinic 
all cases in which abdominal pain was an early and disabling presenting symp­
tom (not ju t mentioned in passing) . I have neglected m inor d etails but in­
stead have emphasized the most important characteristics. 

Out of six cases, all were girls. (The numbers are too small tali tically, 
hut the e cases were all studied in d etail and the psychopa thological find ings 
arC' thus of importance greater than their number) . The age di tr ibution was 
9 to 12 b ut this is probably artificial since : (1) This is the usual age of our 
Child Guidance Clinic popula tion. (2) In almost all cases the symptoms 
wer<' present for many years. 

T he romplaint was never solitary- invariably the mother stated other 
importan t symptoms e.g . listlessness, nervousness, headaches, bedwetting 
or school difficulties. 

T he abdominal pain was dated back to the age of 2 or 3 in son ral ca es, 
i.<'. up to 9 years duration. 

:\lost of these cases were seen by numerous doctors, coll ected as many 
diagnosis, and thus many forms of therapy. These Yaried from months of bod 
rest to an append ectomy and r emoYal or an ovarian cyst (with a melioration 
of symp toms for only a f cw weeks) . 

The Children-

T hese children differed from the average most of t hem wore oYer ensi­
ti\C', cr ied ea ily , wanted affection and one came close to a diagno is of neu­
rosi.~ . Only one was aggressiYc a t tim<'s. \Ye thus obtain the picture of a 
partiC'ular type of Primary BehaYior Disorder . 

The Primary Behavior Disorder with Neurotic Trends 

Briefl y there arc three subtypes of Primary Behavior Di order the 
llahit D isturbance '"here infantile habits are prolonged- the child doc not 
grow up . It is usually linked with an overindulgent inconsistent mother. 
T h0 second type if the Conduct Disorder. They are invariably the product 
of marked and long disagreement between the parents. The child expresses 

*Pr s< ntr cl as a contribution to a R ound Table Diseussion , "Abdominal Pain in C h ilclr<'n " , 
111t•f'ti ng of IT alifax :v.red ical Society , 14 J an. '53. 



106 THE KOVA SCOTIA MEDICAL m ; LLE'rIX 

all his aggressiveness outwardly and has little internal control (i.e. does not 
turn aggression inwardly to control himself as he should) and has an exagger­
ated picture of himself ("big shot"). He shows a delinquent type of behavior. 
The group under discussion has a minor mixture of these symptoms but most­
ly shows neurotic mechanisms. We are seeing a neurosis in the making! 
Thu we term it "with neurotic trends", they are not yet neurotic but it is 
getting close. These children bottle up too much and are thus in direct con­
trast to the Conduct Disorder. 

::\Iost of them are overly sensitiYe, unhappy and poorly adjusted with 
othe>r children. In school, they cry easily and when problems arise that pro­
duce too much anxiety for them to cope with, e.g. a new situation, in school 
or with companions, where competition might be difficult and they fear failure 
and its consequences, physical symptoms appe'ar ("somatization"), similar 
to the adult pattern but fortunately more easily reversible. 

The Farnily-

The most, important Factors howeYer. arc found in the home. WE 
FIKD A ~ E:MOTIO)IALL Y ILL :\[OTHER. She has numerous symptoms 
herself and these are frequently mirrored by the daughter. In 2 of our chil­
dren the mothers were "Illness Conscious." One wonders if this might be 
becoming more common. 

Frequently the fathers were nonentities. One is amazed that they do 
nothing while their wives drag their daughters to numerous clinics and doctors . 
spending" money on these and various medications, prescribed and proprietaQ·. 
In fact, father had little part in the etiological dynamics and even less in the 
psychiatric treatment! Is father becoming only a biological incident of im­
pregnation? In retrospect we feel that father could have supplied a lot of 
support and affection that these youngsters craved, th<'y could have helped to 
break the neurotic cycle of their wives, in fact these fathers were not "fathers," 
"husband::;" or "men". 

One last interesting finding from our group- four of our children used 
their complaints for secondary gain. In other words during treatment we had 
to stop this trend. Before treatment in a new situation anxiety would appear, 
thus more symptoms. therefore the more withdraw! from new situations. 
The final result involves the whole family. 

How often do we doctors nourish this neurotic cycle by failing to consider 
the total dynamics and instead narrowly treating "a patient", as if anyone­
let alone a child- can exist in a vacuum! 

Once the cycle has been established treatment is difficult. It requires 
the incerc co-operation of the family (and the family doctor) and a willingness 
to change. The emphasis of treatment is helping the mother. She needs 
help so she can mature, learn to handle her own problems and then the prob­
lems of hf?r children. The child will at first be confused by the change in 
tactics as mother stops her oversolicitude and dosing with medicines, as she 
urges into normal activities and secondary gains are removed. The patient 
will naturally react with everything she has, and mother will need a lot of en­
couragement to stand up to this little actress but if she will perseYere a very 
gratifying change should be expected often in a few weeks. 

Phyllis M., age 11, referred to C. G. Clinic by Out Patient D epartment. 
Yictoria Gene1·al Hospital, Feb. 13, 1951. The mother brought her with com-
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plaints of spells of being preoccupied and listless ever since an operation for 
appendicitis and an ovarian cyst three months before. However, the oper­
a tion was performed for the relief of abdominal pain present since the age of 5 
i'6 ~-ears) . After the operation the pain was relieved for 6 weeks but returned 
with resumption of school. The Family History revealed a short tempered 
fa ther but the greatest disturbance was in the mother. " I get upset easily­
I <' l"Y easily", she stated"; "my two year old has been sickly ever since birth. 
I worry a great deal about him too". "For the first 5 months Phyllis coughed 
and Yomited nearly everything and this cough persisted till 5 years at least, 
and since the age of 5 has had pains in her abdomen". The patient stated: 
··f',·e had a nervous stomach as far back as I can remember- I had my appen­
dix out after being in hospital twice. Now the pain is all over the stomach. 
I forget what I'm doing in school at times and teacher gets after me. Its like 
T haYe plugs in my ears". She went on to say, "~Iother told me I was a 
('ranky baby and was hard to look after". 

She was a bright (too bright) youngster, talkative and active. She was in 
Grade 6 (despite all the time missed with her abdominal symptoms). Psycho­
logical tests revealed a somewhat above average I. Q. ::-.To projective tests 
wt're done. In therapy, the mother in her interviews with the psychiatric 
~o<'ial worker, (A. J. Crook) quickly revealed herself as "Illness conscious." 
T he paediatrician's statement about Phyllis' good health was used to attempt 
to ~ top the mother's neurotic over-concern. Mother stated in the last inter­
,·irw. "I'm just a worry wart. I've been that way all my life. I've just worried 
and put too much stres on illness." 

Phyllis was seen at the same time as the mother by the psychiatrist. he 
pla~·ed quite well and didn't discuss her symptoms much. he showed some 
n<'gle>ct, holes in shoes and socks- not in keeping with the family's income 
l<'YC'L When Phyllis would meet her mother after the first few interviews she 
would again complain of her abdominal pains. 

In all, there were 5 interYiews. The patient's improvement followed her 
mother's improvement. At last contact the mother stated she felt Phyllis 
(and she herself) had improved enough to carry on. Phyllis was getting along 
fai rl~· well at school and in sports and rarely if ever complained of her abdomen. 

\\Te would have preferred more interviews so we left the door open for 
~Ir~ . ~1. to contact us at any time for further treatment if she felt it wa re­
quired. 

In Summary Then-

All of our cases with complaints of severe abdominal pain were girl be­
twt>('n 9 and 12. Their symptoms were usually of several years duration. 
Almost all were unhappy, tense youngsters with illness-conscious, unstable 
mothers and in several cases the symptoms were used by the children to avoid 
difficult situations. The results of our treatment were encouraging. One 
parent stopped treatment as soon as the youngster returned to school. Three 
mad e good recoveries after 6-12 weeks treatment and are getting along well. 
On<' is improving wit:t thPrapy and another is just starting therapy. 



Case Report 
RUPTURE OF SIGMOID COLON 

Gordon W. Bethune, M.D. 

THIS report is presented as an unusual case, one that was very interesting 
as a diagnostic problem and, post-operatively, remained a problem in 

etiology. 
The patient was a rather small thin woman of forty-two years of age. 

She was admitted to a surgical service of the Victoria General Hospital, at 
about nine o'clock the evening of 24 January, 1953, as an acute abdominal 
emergency. 

She was of average intelligence, and appeared to boa g-ood witness. On 
questioning her, the relevant points in her history were as follows : 

Two days before admission she began to feel a steady, mild, low abdom­
inal pain. This feeling persisted till the morning of the day of admission. when 
tho pain became more severe and patient vomited a small amount. As the 
day passed, no great change was noted until about 5.00 P .:vr. when the low 
abdominal pain suddenly became very much more severe, and patient was 
admitted to hospital. 

The only other positive note in the history was that the patient stated 
that all during the da~· she felt an urge to defecate but was unable to do so. 
However, she stated that her bowels had been moving well and had moYecl 
normally the morning of admission. 

The remainder of a complete functional enquiry was negative. There 
were no symptoms suggestive of antecedent disease of gastro-intestinal or 
genito-urinary tracts, the pulmonary or circulatory systems. Her last period 
had been normal in every way, ending about a week before the onset of the 
present illness. 

On physical examination, this was a small, thin woman, appearing older 
than the stated age of 42 years. She was lying in bed with both lel!S drawn 
up, groaning continuously and complaining bitterly of abdominal pain. Her 
face was pinched, eyes sunken in, and her lips appeared rather cyanotic. Her 
tongue was very dry, almost leathery in appearance, and patient showed other 
usual signs of a fairly marked dehydration. 

The abdomen showed very slight central distension. On deep respiration, 
tho movement of the abdominal wall appeared somewhat restrictecl, especially 
in the lower left quadrant. There was moderate guarding and rigidity in the 
low abdomen, together with rebound pain and increased skin sensitivity. 
Peristaltic bowel sounds were somewhat diminished, but present. There was 
no clinical evidence of free fluid, or gas, in the peritooeal cavity. 

On rectal examination. patient complained of mild tenderness high up, 
anteriorly. Here, there was a sense of "something", in the Pouch of Douglas, 
that was certainly not an inflammatory mass or an abscess. 

Pelvic examination confirmed the rectal findings but did not add any 
further information. 

Laboratory findings were also eq uivocal. T emperature. pulse and res­
pirations were within normal limits. The leucocyte count was 9,300. Serum 
amylase level was normal. rinalys'.s was normal. 
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A flat plate of the abdomen, in the upright position, showed a somewhat 
c>l('vated diaphragm on the right side but no definite pocketing of free air could 
he seen . 

At this time, the conditions considered were the usual ones causative of a 
p<>ritonitis, viz .. a perforated peptic ulcer; or perforated colonic diYerticulum 
(which were considered unlikely from the negative history and very equfrocal 
flat plate); acute pancreatitis; pelvic appendicitis, etc. However. because 
of the low grade of peritonitis present, the not too marked toxic s:-.·mptoms, 
and the presence of the previously noted mass in the Pouch of Douglas, a 
laparotomy was done on the diagnosis of a twisted ovarian cyst. 
Operative Report: 

The abdomen was opened through a right lower paramedian inc1s10n. 
ThC'rc was a noted a mild generalized peritonitis, with a moderate amount of 
turhid fluid giving an odor characteristic of B. Coli. 

On exploration, the whole of the colon was fill ed with rock-hard faecal 
masses. The distal loop of the sigmoid colon showed a rent about 2t" long, 
im·olving about one-half the circumference of the gut. The r<'markable 
fraturc was that the edges of this rent were perfectly clean. and soft, showing 
no C>videncc of induration or other pathology, appearing almost as if cut by a· 
knife. The adjacent gut was quite normal. Th<' pouch of Douglas contained 
two of these hard faecal masses, each about the size of a hen's egg, which were 
r<'moved. Rapid exploration of the remaining abdominal contents sho,Yed no 
pathology. The rent in the sigmoid was then sutured <'asily (no trimming of 
th<' edge was required), and a proximal decompressive colostomy done. Drains 
w<'r<' inserted and abdomen closed. 

Post-operatively, the patient had a complC'tely uneventful course. The 
morn ing following operation, the patient, when visited, was sitting up smoking 
aftC'r having had breakfast. Later, after ade'c}uato x-ray investigation, the 
C'Olostomy was closed and patient returned home', 21st February, 1953, com­
pl<'tel:--1 rccoverC'd. 
Discussion : 

In retrospect, several facto1·s were considered. First, when the plates 
of the abdomen were examined by our radiologist, he stated that there wa.c; 
free gas pr<'scnt in the peritoneal caYity. This information pre-operatively 
would have helped considerably in the diagnosis. 

Seconclly, what caused the rupture of the sigmoid colon? As noted in the 
opl'rative report, the gut. with the exception of the rupture. appeared to be 
normal in every way. There was no evidence of marginal induration of the 
wound, inflammati01.~ diverticulitis, distension or obstruction, vascular changes 
<'xtc>rnal or internal trauma. etc. The only abnormality noted was the marked 
dc·gr<'C' of constipation. Following a suggestion noted in an article on perfor­
at ions of tho colon, a " Tidal was done which was negative. 

On reviewing the literature, I have been unabk to find any similar rC'ports 
of what appears to have been a completely spontaneous rupture of the sig­
moid colon, with no evid<'nce of any contributing disease or trauma. 

Th<' only feature that could conceivably have had any causal relation 
was the marked constipation, and the only explanation we have is that these 
masses eroded their way through the gut wall by simple pressure necrosis. 

Incidentally, on questioning the patient post-operatively, she still main­
tained that she was not troubled by constipation. 



Trans-Canada Medical Plans* 
B.r Dr. E. C. McCo.r 

Ladies and Gentlemen: 
In discussing with you Trans-Canada l\Ied.ical Plans- and the part it could 

play in a national plan of heal th insurance, one should first outline for you what 
Trans-Canada Medical Plans mean it is not a new super-plan on a national 
basis it is a co-ordinating body set up to co-operate the activities of the various 
provincial schemes. That is why the name was recently changed from the 
original name of Trans-Canada Medical Services. Many people were in­
terpreting- this as a new plan and it is not. For any of you who know of 
Blue Shield in the U.S.A.- ! might say that this is the Canadian counterpart. 
It is administered by a Commission consisting of one representative from each 
member plan plus one representative from C.M.A.- to date the Chairman of 
Economics Committee of CM A. 

In my remarks. I shall attempt briefly to do four things- much of which 
is a repetition of a speech made in Montreal recently and with headlines so 
ably misinterpreted by some of the local papers. 

(l) Give you a summary of T.C.M.P. to date. 
(2) Outline to you what T.C.M.P. consists of to-day and show why ser­

vice plans provide the best type of prepaid medical care. 
(3) Try to show you where we believe T.C.M.P. could play a large part 

in a national health insurance plan in Canada. 
(4) Outline decisions made in T.C.M.P. meeting in Montreal. 
Trans-Canada Medical Plans were conceived in Montreal in June, 1951' 

after a two day conference of representatives from several prepaid medical 
care plans across Canada, under the Chairmanship of Dr. C . C. White. Dis­
cussions had gone on for four years prior to this at annual meetings of repre­
sentatives- but until 1951 an apparent sterility had been the result and in re­
vie·wing these meetings, the apparent cause of the sterility was a constant 
failure to be able to produce a pfan which would have uniform benefits and 
uniform rates across Canada. 

In 1951 the thinking changed somewhat and it was decided to form Trans­
Canada Medical ervices to co-ordinate the activities of the various provinC'ial 
schemes- but to retain provincial autonomy- and not create a new super­
scheme. 

Since June, 1951, there have been four Commission Meetings and a Meet­
ing of the Executive Committee. These have been held in Montreal, Toronto, 
Edmon ton, Banff and Saskatoon, respectively. 

A full time Director- Mr. Howard Shillington- has been engagPd. 
The present coverage across Canada and the nMds- han' been studied 

at considerable length- and much spade work has been done in attemptin~ to 
get a more universal coverage across Canada. 

A Constitution and By-laws have been worked out and revised with many 
revisions already made as need became evident. 

A "Dependents of servicemen Prepaid Care Plan" has been studied at 
length- and negotiations are in the preliminary stages. 

*Address given before Vancouver :\-ledical Association, Febrnary 3, 1953. 
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T.C.M.P. to-day consists of nine Prepaid Care Plans across Canada­
other applications arc pending. The total membership of the plans in T.C. 
l\1.P. at present is over a million. During the past year, these plans paid out 
515,394.075.68 for medical accounts, so you can see that we are already pretty 
'big business'. 

These plans are all service plans, except one, and this is a point we wish to 
C'rnphasize. To the best of my knowledge there are only five ways that medi­
cine may be practised and paid for: 

(1) Private contract 
(2) Indemnity plans 
(3) Government sponsored plans 
(4) Service contract 
(5) Private practice 
In looking these over, I th.ink we already know most of their advantages 

and disadvantages. The private contract denies the free choice of doctor 
which i one basic principle in which we believe- but it does work adequate)~· 
111 some small isolated communities. 

Indemnity plans certainly have a place but do not answer the people's 
c!C'mand for complete coverage. Also, doctors don't particularly favor in­
dC'mnity plans on a large basis unless the doctors are adequately represented 
on the governing board because if over 50% of the people in any area become 
C'OH'red, the doctors tend to lose control of the fee schedule. The schedule 
the company pays comes more and more to be accepted as the schedule. On 
a small basis this is not an important factor. They have a place- but cer­
tainly are not the full answer from either patient or doctor points of view. 

Government sponsored plans have many advantages and disadvantages 
and I need not outline many of these for you. However, in most places where 
the government sponsored plans have been introduced, the free choice of doctor 
has been lost- or at best there remains a restricted choice. Also the doctor 
tC'nds to get involved in a lot of 'red tape' and spends too much time filling 
in papers instead of practising medicine. Also it seems very hard to retain 
t he proper coctor-patient relationship. Again, it usually becomes expensive. 

The sen·ice contract where the patient's full bill is paid for on as full a 
:;en ·ice basis as possible- seems to approach more nearly what both patients 
and doctors desire. In working out such a scheme, the service as I mentioned 
,;hould be as complete as possible- getting rid of all exclusions, if possible, 
and paying the bills in full. If doctors bdieve what they say when they say 
people should be able to prepay for their medical care, then it would seem 
reali tic that this type of plan should be the objective. 

The 5th method is that of private practice with the patient paying his 
own bill. I'm sure many doctors would desire that this method remain­
as it had been in Canada for n:iany years. However, medical care is becoming 
Yery expensive with newer methods of investigation and treatment, etc. Also 
I believe one must face the fact that the world is changing with resultant 
changing philosophies and changing standards of living- with a greater em­
phasis on security and collectivism-and making as much of everything avail­
able to as many people as possible, with the cost spread over groups as a 
whole- in other words some socialistic trend. Hence, people want to prepay 
for medical care and not suddenly be faced with a financial catastrophe. 
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think the doctor who can't see this or understand this, must just have his head 
buried in the sand- and he had better get it out- and roalize that prepayment 
for medical care is coming whether he likes it or not- and perhaps it would be 
better if he used his knowledge and abili ty to help plan some way so that 
people could prepay. 

In other words, I think that private practice where the patient pays his 
own medical bill- much and all as it has many desirable features that are ver.v 
difficult to achieve under any plan- is on the decline- and we might as well 
face it and help mould the new method. 

I have attempted to point out to you why the service plan is the best plan 
available and that is why, under T.C.M.P., we arc primarily co-ordina ting 
service plans. W e believe this will give what the people want and at the 
same time retain the patient-doctor relationship on a proper level. 

1n trying to point out to you where we believe T.C.M.P. could pla~· a largP 
part in a national health insurance plan in Canada. one must attempt firl't of 
all to aswer several questions that must be answered and one must outlinE' 
what one means by health insurance. Certainly, many of those who to-day 
ar<' discussing this problem across Canada know very little about it- but are 
attempting to play politics with health insurance- and one cannot help hut 
feel that the provision of medical care is too personal a service to be brought 
into the realm of politics. Health insurance not only enables individuals to 
prepay their medical costs, but does this in such a way as to secure a wid<' 
pooling of risks and distribution of costs in much the sam<' manner as any 
othc:>r form of insuranc<'. Such questions as " hould such a plan be voluntar~· 
or compulsory?" "Should it be run by government orb~· doctors?" "Should 
it bc:> provincial or national?" ' ·How should it be paid for?" are all import­
ant questions that we should be prcparc:>d to answer before we can intelligently 
deal with the problem. 

I believe there ar(' two main aspects to the provision of medical care. The 
first is the fi eld of public hPalth and preventive medicine on a community basis 
- the other is the field of curative medicine wruch also involves prenmtivc 
mc>dicine on an individual basis and to have a proper health insurance plan, 
we must consider both of these fields. Curative medicine is the more expPn­
sivc part while public health and preventive medicine is much less costly. On 
the other hand, public health and preventive medicine on a community basis 
must be compulsory. From a public h ealth point of view, there is not much 
smse in your being immunized against diphtheria if your n('ighbours aren't 
also. The only place whore such a compulsory scheme properly fits into our 
way of life is under government sponsorship, therefore, this part of medicin(' 
could properly be provided by the government out of the tax dollar- personal 
contribution here is not necessary. Pr<'vcntion cannot be properly done by 
individuals- it must be done by all. Individuals as individuals just aren"t 
sufficiently interested in prevention. 

On the other hand, individuals should be vitally interC'stcd in curative 
medicine. It is high-priced as stated before and the individual must share 
part of that cost at least. This should be done on a voluntary basis- if we 
are to retain two of the basic principles which we belien to be essential­
those arc (1) free choice of doctor by the patient and (2) free choice of doctor 
to r('fuse any patient. I know of no compulsory scheme that does not inter-
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fC?rC? 'vith one or both of these principles to a greater or lesser degree. How­
eYcr, if any individual small group wished this to be compulso1-y for their 
gro up , they could have it so without interfering with the desires of the people 
as a whole to keep it on a voluntary basis- as a matter of fact under some 
plans at present, compulsion is in effect as it is a cond ition of employment in 
c-<'rtain groups- agreed upon by managem ent and unions. 

One frequently hears it remarked that doctors arc against health insurance. 
They are not- they want health insurance-the C.:M.A. has gone on record 
a:> being in favor of it- they realize the need of it perhaps more than most 
laymen as they are d ealing with sickness continually. Quite rightly they do 
not •vant to become government employees as they believe a personal servic(' 
like' medical care must retain the above mentioned two basic principles­
and as government employees it becomes very difficult if not impossible, to 
r<'tain these two basic principles. 

If one accepts the above, one next comes to whether such a scheme should 
lw administered by the Government or by doctors. I don't b elieve it should 
h(' bY either one. I don't believe the Government could administer it even 
on a- voluntary basis without getting too much politics and r ed tape mixed 
up in it. I don't believe the doctors alone can adminis ter it adequately b('­
eause it is most important that the subscriber have a choice in the provision 
of his care. 

I believe the plan should be administered by a board composed of repre­
s<>ntatives of the two groups of people primarily involved the consumer and 
the proYider of the care. That is, the subscribers and the doctors both such 
a hoard to be elected and selected from the two groups. Several plans in 
Canada now operate und er such a system and operate very well. 

:N"ext, we should consider whether such a plan should be provincial or 
national. I believe that it should b e no greater than provincial at outsid<'. 
('pntralization of such a sch eme leads to more red tape and book work- and 
ce>rtainly doctors in Ko,·a Scotia or B . C . are not going to take the certain 
amount of regimentation that must go with such a scheme, from someone? 
sitting at a desk in Ottawa in the same way that they would from someone 
in Halifax or Vancouver. By the same token, the patient isn't going to accept 
rulings, etc., from one central office in the sam e way that h e would from a pro­
,·incial office and more important he isn't going to remain so much interested 
in keeping down tho costs as h e would if the scheme is on a more local basis. 
A s a matter of fact, the more local it is the more interested ho is in keeping down 
the costs- but there is a limit to how local the scheme can become and remain 
N·onomical. I believe that provincial plans or plans of ahout that size are 
lwst. Another point hore is that conditions vary tremendously across Can­
ada as we haYe seen in our deliberations to date in T.C.M.P. Costs of liYiog 
'ary-different proYinces have different types of government- some of which 
provide more medical care than others- also doctors' fees vary as costs of living 
Yary- thus it is most difficult if not impossible to set a fee schedule for all 
of Canada that is fair. That is one place that indemnity sch emes do have an 
a'h ·antage. They can do national coverage fairly readily because they pay 
only a certain amount toward a bill and the patient pays the rest which varies 
from proYince to province. Thus, I'm sure we are on the right track when we 
sa.'· these plans must be no larger than proYincial. 
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This now brings us up to where T.C.M.P. fits into this plan. ProYincial 
schemes alone are not enough- people frequently move from one province to 
another- usually from any one of nine provinces to British Columbia- and 
th ey should not have to lose coverage or undergo new wa.iting periods, etc. 
This is where T.C.M.P. fits in. It will co-ordinate these various provincial 
plans- allow subscribers to move from one to another, without loss of waiting 
periods and without loss of coverage. Also it provides a means whereby na­
tional employers can arrange coverage for employees in several provinces­
and at the same time it will be working towards getting as nearly as possible 
a uniform type of coverage- at possible fairly similar rates. 

At the present time, the various provincial plans do not cover enough 
people- some will only take employed groups- some will not take individuals. 
T.C.M.P., if it functions efficiently, will have to have all of its member plans 
enlarging their scope and making prepaid medical care available to all. This 
applies to our own plan in this province- M-S-A which is our representatiYe 
in T.C.M.P. It does not cover enough people. If all those were covered 
who are eligible under present regulations- we should only cover about 35-40% 
of the people in the province. We must begin relaxing our strict regulations 
a bit- and make the service available to more people if it is to answer to the 
demand for health insurance. Of the various members of T.C.M.P .. our en­
rollment increased by the smallest percentage last year. At the same time, 
I must admit that we have the second largest enrollment- but we must keep 
enlarging- and quite rapidly- as our experience grows. 

You may now well ask- who will pay for this? There is no doubt that the 
subscriber should pay if able- it might be done in conjunction with employers 
in some cases- if desired. However, the subscriber must pay at least part­
or it becomes too expensive. You do not get anything in life for nothing 
and if the subscriber is not vitally interested in the cost, he will tend to abuse 
it. Even when he is interested in the cost, h e tends to use it more than he 
would if he were paying the doctor's bill in full and this is why no government 
can estimate the cost of medical care in advance- regardless of estimates they 
may produce. Utilization is a big factor and we are just beginning to realize 
what it means. In B.C., for instance, under M-S-A, in 1945 one in 20 sub­
scribers used the service each month- in 1952, one in 8 used it each month. 
This is one of the main reasons why such Plans must grow gradually. The 
human element in such a personal service is impossible to estimate- and the 
human element is what makes or breaks the plan . . 

For those who cannot pay at all, the government must pay- as I'm sure 
all of us agree that we must look after our indigents. However, I believe the 
government should contribute these costs- but should not administer the 
plan. As Raoul Poulin- a very able parliamentarian from Quebec said in 
November, speaking in the House at Ottawa in referring to the problem of 
medical care which should be given to the needy: 

"I believe, speaking in all sincerity, that governments can strive to attain 
this goal without intruding into the field of medicine." 

Canada is not a poor country-we can afford good medical care- we can 
afford the best medical care- but we must make sure that what we get is 
good medical care without too much waste of money. 
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This, ladies and gentlemen , is where I belieYe T.C.M.P. could fit into a 
plan for national health insurance for Canada. I believe it would giYe us 
better medical care- better from both patient's and doctor's point of view­
than any other plan in existence to-day- although I must admit that the 
U.S.A., after a lot of investigation and research is now coming to strive for 
something that is not too unlike what we are trying to do in Canada. 

Now, coming to the fourth part of my remarks- telling you what we did 
in Montreal . There was much discussion about deYelopment in Quebec and 
I must say that as yet the doctors in Quebec have no t agreed to sponsor any 
plan to represent them in T.C.~1.P. The two medical associations there­
E nglish and French- complicate considerably the matter of arriving at de­
cisions. 

It was decid ed that the H ead Office of T.C.M.P. will be in Toronto and 
it is hoped that it will be established by this summer. 

:\faritime Hospital ervice Association- A Blue Shield Plan- which also 
provides hospitalization benefits but is not a service plan was accepted as an 
.\ssociate M ember, after much discussion anrl after being named by ~ew 
Brunswick Division of C.M.A. as their representative. One quite agrees that 
as yet they do not meet the standards set up for membership in T.C.~1.P. 
hut they have the approval of the medical profession there and that is one of 
the chief points we insist on that the doctors must approve the plan and ap­
parently the doctors like this plan in N ew Brunswick, although I doubt 
that either doctors or subscribers would go for it here- to any extent. 

I believe we aroused much interest on the part of the doctors in Quebec 
in the matter of service plans and it is hard to tell what may develop. 

Many other matters were discussed which would be of no particular in­
terest to you so I shall not waste your time with them. 

However, we had a good round table discussion on national health in­
surance. We also had a v ery excellent representative from Blue Shield in 
the> U.S.A., who participated in discussions. As a result, partly of this and 
partly of other general obsen ·ations, I believe it is fair to assume that we have 
probably about two years to provide health insurance for the people of Canada 

or it will be provided for them otherwise. \\e may have less time than this 
and we may have as much as four years. The Americans figure they have 
fou r years and I don't believe we will be too much different from them. 

The important thing is that we, as a profession, must at least h elp to ar­
range provision of this care and must have a voice in its operation. As indi­
Yiduals or as groups, we may not like some of the regimentation- or other 
things tha t go with this-but at least we should keep our dislikes and disagree­
ments within our own profession, and if we do not like some particular treat­
ment we have received over for example some case, we should not take it out 
on the patients or express our dislike of the scheme to patients- we should get 
together with the other members of the profession and make the needed cor­
re>C'tions and make prepayment work. Also we must remember tha t it is our 
effor t, and if we abuse it we are only working against ourselves. If doctors 
and subscribers aren't both vitally interestC'd in making prepayment work and 
in keeping down costs, then it won't work, and I'm sure we wi11 all end up with 
muC'h more regimentation and red tape than we would ourselves arrage. 



THE KOVA SCOTIA MEDICAL BULLETIN 

In conclusion, I have a ttempted to outline to you wha t type of child 
T .C.~I.P. is at the present time- and to reveal to you some of our feeding 
problems and why we are being kept awake at night a bit. However, I am 
sure that it is a good healthy child - and I believe it should grow up to fulfill a 
ver~· useful manhood- and to play a very useful part in the future of Canada. 

E. C. McCOY, M.D., 
Presiden t, Yancouver M edical Association, 
and Chairman, Trans-Canada M edical P lans. 

The Editor, 
Th" .Nova Scotia M edical Bulletin, 
Halifax, -. S. 

D ear Madam: 

The aims and objects of "Trans-Canada M edical Plans" have frequently 
been the subj ect of some enquiry among your read ers and I am sure that there 
are many who would like to be brought up to date on its present state of 
d evelopment 

To that end may I call to your a ttention an address given by Doctor 
E. C. ~1cCoy, Presiden t of the Vancouver :Medical Association and Chairman 
of the Commission of Trans-Canada M edical Plans, which appeared in the 
Vancouver M edical Bulletin for March. M ay I suggest that it might with 
profi t be reproduced in the Bulletin. 

Yours truly , 

(Sgd .) T . H . GOSSE, M. D. 



Abstracts From Current Literature 

A STUDY OF THE AETIOLOGY OF CARCINOMA OF THE L"G>JG 
Hichard Doll, M .D., M.R.C.P. and A. Bradforcl Hill , C .B.E., Ph.D. , D. c., 

B.M.J. 2 : 1271-1286, D ec. 13, 1952 

THE article reports on an extension of a study begun in 1948. A preliminary 
report was published in 1950. (Brit. J . Cancer. Jan. 5, 1950) . 
Careful histories were taken on 1,488 cases of lung carcinoma and a similar 

number of controls. A stati stical analysis of the m aterial is presented. 
These investigators found no appreciable difference in the incidence of lung 

carcinoma with regard to social status, occupation, exposure to fumes in t he 
home (coal, gas, or electric stoves) or proximity of home to gas works. How­
p,·cr, there was a smaller incidence of lung carcinoma in rural than in urban 
arras. 

Of the male patien ts with pulmonary carcinoma 0.5 per cen t were non­
!'>mokors compared to 4.5 per cent in th e control group. The incidence in fe­
males was 37 per cent and 54.6 p er cent resp ectively. 

Twenty-five percent of males with pulmonary carcinoma wer e classed as 
h ravy smokers compared with 13 per cent of th e male controls. In females 
th<' figures are 11.1 per cont and 0.9 per cent respoctivC'ly. 

Tho risk of males in London between the ages of 45 and 64 developing 
pulmonary carcinoma was 3 to 5 per 1000 living per year in heavy smoking 
groups. The incidence was n egligible in non-smokers. 

No differen ce was found in th e percentage of patients in each group who 
usC'd fuel lighters, who inhaled, or smoked hand-rolled cigarettes. 

Fewer patients in the lung carcinoma group u sed cigarette h olders or 
filt<' r tip cigarettes than in the controls. These methods may have a bearing 
in tho appreciably lower risk of malignancy found for pipe smokers compared 
with cigarette smokers. Possibly some active agent is removed by these 
m C' thods. 

Tho conclusions were: The association between smoking and lung car­
cinoma is r eal. It is not argued that smoking contribu tes to all cases of lung 
C'arcinoma, nor that it is the sole cause of increased death rate in recent years. 
);"rithor can the study wholly explain tho different mortality rates bet.ween 
town a nd country . 

S. L . SPELLER, :\LD. 

THE SCALPEL, THE S\\ORD. By T ed Allan and ydney Gordon, (336 
pp) . Little, Brown and Company. Boston. 1952. 

This is a biography of Dr. Norman Bethune, the Montreal thoracic sur­
geon, who fough t with the International Brigade in Spain, and later with the 
Hr ds in China. H e died in China on November 13, 1939, as th e r esult of an 
infection contracted whil e operating without rubber gloves, and wi thout 
the necessary drugs to combat the infection. 

The story is well apportioned jnto four parts, his own illness as a sufferer 
from t uberculosis; h is crusade against tuberculosis to which h e made several 
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genuinely important contributions; his next crusade in Spain against Fascism; 
and the final episode of his life in China. 

Dr. Bethune was a very talented individual and a humanitarian. He was 
also a man of action with a strong missionary zeal. In many instances action 
seems to have diluted thought. He joined the communist party in Canada 
after his return from Spain. 

The book is repetitious and heavily weighted with Communistic clap-trap. 
The source material is not specifically credited making it impossible to check 
on facts. 

None t he less, it is not without interest. But surely Dr. Bethune deserved 
a better book than this. 

G. A. BLACK. 

so::-.1E HOR~10KAL STUDIES I~ NORMAL AND TOXEMIC PREG­
~ANCY. C. W. Lloyd, E. C. Hughes, J. Lobotcky, J. Rienzo and G. M. 
Avery. The Journal of Clinical Investigation, Volume 31, 1056-1063, 
December, 1952. 

The authors present controlled observations on the hormonal levels 
in the normal and toxemic pregnant states and the non-pregnant state. 
Ko change in serum antidiuretic activity was detected in normal or toxemic 
pregnancy. Chorionic gonadotrophin excretion was over five t imes higher in 
toxemia than in normal late pregnancy. Total urine corticosteroid was in­
creased slightly during late pregnancy and more markedly in toxemia. A 
fraction of the total cortiscosteroid which was poorly water soluble showed a 
greater proportionate increase in toxemia than the freely water soluble frac­
tion. There was suggestive evidence obtained by the use of paper chromato­
graphy and by the effect of supplementary injections of desoxycorticosterone 
that the poorly water soluble corticosteroid contained a substance structurally 
similar to desoxycorticosterone. 

Although desoxycorticosterone is a synthetic hormone (rather than a na­
turally occurring one) which is highly active in causing the kidney to retain 
salt (and is in some ways antagonistic to cor tisone), they have recently added a 
naturally occurring minerocorticoid isolated by Grundy and co-workers from 
beef adrenal. This substance is also highly active as a salt retainer. Lloyd 
and co-workers speculate regarding the possibility that excessive minero­
corticoid secretion may be the cause of the salt and water. retention and even 
the vascular changes found in eclampsia. Increased secretion for other corti­
coids may represent efforts at compensation by t he body. 

'I'his paper is a further contribution along a Line of great current interest, 
as applied to the urgent problem of toxemic pregnancy. 

W. I. MORSE, M.D. 

W. I. MORSE 
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PHYSIOLOGICAL EFFECTS OF MECHANICAL EXSUFFLATIO)J OF 
EXPERIMENTAL OBSTRUCTIVE BREATHING IN HUMAN SUB­
JECTS. Reuben M. Cherniack, Charles A. Gordon and Fred Drimmer. 
Journal of Clinical Investigation, 31, 1028-1035, December, 1952. 

This paper reports experimental observations on obstructive breathing, 
a problem constantly before the physician in the form of broncho-spasm with 
pulmonary emphysema. The authors studied the effect of obstructive breath­
ing in normal human subjects while breathing through a 3 mm. orifice. They 
demonstrated the following changes by t he use of suitable instruments: (1) a 
diminished rate of air flow during inspiration and expiration, (2) inadequate 
ventilation of the lung alveoli, (3) a lowering of the peripheral venous pressure 
and (4) an abnormal negative pressure in the respiratory tract during inspir­
ation. The last 2 observations reflect the high negative intrarpleural pres­
sures during inspiration which favour the development of pulmonary con­
gestion. 

R elief of subjective dyspnea and a return toward normal of the objectiYe 
find ings was accomplished while obstructive breathing continued by the use of 
a conventional tank respirator, the performance of which was modified. A 
negative intra-tank pressure of 40 mm. Hg. developed over a two-second period 
by a motor blower unit attached to the respirator, was followed by a rapid 
return to atmospheric pressure in 0.06 seconds by m eans of a swift opening 
valve. One valuable feature of this technique was the rapid movement of air 
from the lungs, i. e. exsufflation. Possible clinical applications of the tech­
nique under study- "\vith or without modification- are apparent. 

W. I. MORSE, M.D. 



TUBERCULOSIS EXTRACTS -- PART 4 

Classification of Pulmonary Tuberculosis 

Extent of Pulmonary Lesions 
Jfinimal. Slight lesions without demonstrable excavation confined to a 

small part of one or both lungs. The total exten t of the lesions, regardless oi 
distribution, shall not exceed the equivalent of the volume of lung tissue which 
lies above the second chondrosternal junction and the spine of the fourth or 
body of the fifth thoracic vertebra on one side. 

Moderately advanced. One or both lungs may be involved, but the total 
rxtent of the lesions shall not exceed the following limits: 

light disseminated lesions which may extend through not more than the 
Yolume of one lung or the equivalent in both lungs. 

Dense and confluent lesions which may extend through not more than the 
cquiYalent of one-third the volume of one lung. 

Total diameter of cavities less than 4 cm. 
Far advanced. Lesions more extensive than moderately adYanced. 

E xtent of Pulmona ry Lesions Following Therapy 
In the case of temporary collapse, the C'xtent of disease existing immediate­

ly brfore the collapse shall be continued in the classification until re-expansion 
permits reclassification. 

In the case of permanent collapsed or pulmonary excision, the extent of 
disease in a lung existing immediately before excision or collapse shall be con­
tinued in this classification through life, except, that such extension or new de­
posits of disease as appear any time postoperatively in this or the contralatrral 
lung shall be additions to the preoperative elassification. The forJl1, site, and 
duration of the proced ure shall be added in parenthesis to the classification 
of extent of disease. 

In other cases the classification of extent will be changed as the change 
in the extent of the demonstrable lesion warrants. Once the diagnosis of 
pulmonary tuberculosis has been established. however, the extent of the lesion 
cannot be classifi ed as less than minimal even when clearing on the roentgeno­
gram appears to be complete. 

Location of Lesions 
It may be useful to classify the extent of lesions in each lung separatelY· 

When this is done, however, the combined extent for both lungs should always 
be d esignate<l. . 

The location of lesions may b e further designated by bronchopulmonary 
segments. The terminology and classification of Jackson and Huber*haYe 
been adopted upon the recommendation of the American Association for 
Thoracic Surgery. 

CLINICAL CLASSIFICATION 
The following definitions, subject to the interpretation of the physician, 

apply regardless of the type of treatment given. Collapse therapy or pul­
monary excision in effect at the time of classification will be indicated under 
extent of pulmonary lesions. The status of activity of lesions from a roent-
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gmologic, symptomatic, and laboratory standpoint is designatd firs t ; the 
status of a patient in terms of exercise shall be designated next. 

Roentgenologic , Symptomatic, and Laboratory Statu s 

Inactive. Lesions as observed in serial roentgenograms must be stable 
<'xcept for extremely slow shrinkage, and there must bo no roentgenologic evi­
dence of cavity. Symptoms of tuberculous origin must bo absent. putum. if 
an.'-. must be found negative for tubercle bacilli repeatedly, not only by concen­
tration and microscopic examination, but also by culture or animal inocula­
tion. When a patient is not raising sputuum or when there is any question 
C'oncerning the authenticity or adequacy of expectorated sputum specimens. 
the fasting gastric contents or pulmonary secretions which have been aspir­
ated from the tracheo-bronchial tree hould be examined by culture or animal 
inoculation. 

These conditions shall have existed at least six months. The period of 
inactivity shall be designated, if known; for example, Inactive (6 months). In­
ac·tive (2 years), et cetera. 

Arrested. The symptomatic and roentgenologic requirements of thi 
group arc the same as for "inactive," but the laboratory requirements ar<.> 
different. 

When sputum specimens or gastric contents have been founJ negative 
h.'· repeated microscopic examinations of concen trates but not by culture ot· 
animal inoculat.ion, such pat.ients cannot be classified as "inactive" but mu t 
h<' classified as "arre ted." 

Patients may also be classified as "arrested" even though culture or ani­
mal inoculation may be positive and, among many concentrated specimens of 
!'putum examined, an occasional positive is found microscopically. 

These conditions shall have existed at least three months. The period of 
arrest shall be designated, if known; for example, Arrested (6 months), Ar­
rC':; tcd (2 years), et cetera. 

Active. Lesions as observed in serial roentgenograms are usually pro­
gr<.>ssiYe or retrogressive but may be stationary. Symptoms of tuberculous 
origin are commonly prosont but may be absent. Sputum and gastric con­
t('llts almost always contain tubercle bacilli although, in some instances, tu­
hC'rcle bacilli cannot be demonstrated even after repeated cultures and animal 
moculations. With rare exceptions the tuberculin test is positive. 

The period of activity shall be d esignated, if known; for example, Active' 
17 months) , Active (3 years). The designations Active, Improved, or Active, 
Cnimproved, may be used after an adequate period of observation or treat­

ment. 

Activity Undetermined. When activity has not been determined from 
adequate roentgcnologic and laboratory examinations, the disease must be 
dC':::; ignated temporarily as "Activity Undetermined." If a pro,~isional esti­
mate of the probable clinical status is necessary for public health purposes, 
th<' t erms (a) "Probably Active" or (b) "Probably Inactive" should be used. 
I·~,·ery effort should be made to classify cases and to avoid this category. 
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Exe rc ise Status 

The exercise s tatus of a patient shall be d esignated: 
I The patient is not ambulatory. 

II The patient has been ambulatory for less than one hour daily. 
III The patient has b een ambulatory for one hour daily for a period 

of two months. 
IV. The patient has b een ambulatory for at least two h ours daily for a 

period of at least two months. 
V. The patient is living under ordinary conditions of life . 

The exercise status of a patient shall be d esignated following the d esignation 
of the roentgenologic, symptomatic, and laboratory status; for example, In­
active (6 months) III. 



Correspondence 

Dr. H. G. Grant, 
C.M.A., Nova Scotia Division, 
Dalhousie Public Health Centre, 
Halifax, N. S. 

Dear Doctor Grant: 

Suite 718, 
"Medical Arts Building, 

Montreal 25, P .Q. 
April 23rd, 1953. 

You are undoubtedly aware that T. C. A. offers a reduced fare for groups 
of 10 or more members and their families. 

Several Montreal doctors are flying to 'Vinnipeg for the Annual Meeting 
in June, and if the members of your Division who plan to attend wish to join 
our group leaving Dorval June 14th they may benefit from this reduction. 

Should you be interested in this plan and like to send us a list of the 
doctors requiring plane reservations, we would be pleased to forward these 
to the Travel Agency here who are making the arrangements. 

Yours sincerely, 

G. w. HALPENNY, ::vr.D., 
Honorary Secretary. 

Quebec Division, C.M.A. 

NOTE :- It is recommended that through tickets to Winnipeg be purchased 
through the Halifax office. 

COURSE IN POSTGRADUATE GASTROENTEROLOGY 

The National Gastroenterological Association announces that its Fifth 
Annual Course in Postgraduate Gastroenterology will be given at the Hotel 
Biltmore in Los Angeles, Calif., on 15, 16, 17 October 1953. 

The Course will again be under the direction and co-chairmanship of 
Dr. Owen H. Wangensteen, Professor of Surgery of the University of Minne­
sota Medical School, who will serve as surgical co-ordinator and Dr. I. Snap­
per, Director of Medical Education, Cook County Hospital, Chicago, Ill., 
who will serve as medical co-ordinator. 

Drs. Wangensteen and Snapper will be assisted by a distinguished faculty 
sE>lected from the medical schools in and around Los Angeles whose presenta­
tions will cover all phases of gastrointestinal diseases and problems. 

One complete session will be devoted to a Clinic at the College of Medical 
Evangelists at Loma Linda. 

For further information and enrollment write to the National Gastroen­
tcrological Association, Department GSJ, 1819 Broadway, New York 23, N. Y. 



THE CENTENNIAL 
of 

THE MEDICAL SOCIETY OF NOVA SCOTIA 

will be held 

in conjunction with 

The Refresher Course 

of 

The Dalhousie Medical School 

OCTOBER 5, 6, 7, 8, 9 and 10 
at the 

NOV A SCOTIAN HOTEL 

Halifax, N. S. 

PLAN NOW TO ATTEND 

BOOK YOUR RESERVATIONS NOW with Doctor R. 0 . Jones, 
Victoria General Hospital, Halifax. 

A n excellent scienti fic progra mme has been arranged and the 
social side has not been neglected. We are expecting a big turn out. 
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