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To Be Or Not To Be

The issue of a hospital for Dartmouth, in the
news again, has some similarity to the outeome of
pregnaney. Coneeived first about 50 yvears ago, the
idea has aborted several times. Onee more we are
wondering whether we will witness the birth of a
mature produet of human cooperation, or whether
the pregnaney should be interrupted before term.

Although it is mainly a loeal matter, this
parochial debate serves to underline some points
which may be of interest both to those within and
outside the metropolitan area of Halifax and Dart-
mouth. Population studies, provineial and muni-
cipal relations, regional planning, hospital design
and community needs. as well as the provision of
medical services, and finally cost, are all of sufficient
interest to merit discussion. Pragmatically, too,
from this discussion must be found an answer to the
question, should a hospital be built in Dartmouth?

Essentially two parts of the question must be
answered. First, would the medical needs of the
Dartmouth area, already served well by the Halifax
hospitals in a University setting, be better satisfied
through the creation of a new hospital outside the
present complex? Second, can or should the eiti-
zens of Dartmouth reasonably afford it?

While the latter question is for Dartmouth
tax-payers to answer, it is worth making these ob-
servations. Hospital eonstruction costs are rising
alarmingly: these have inereased by 339 in the
past two years. With the probable greater support
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from the Provineial Government, and the recom-
mendation by the Hospital Insurance Commission
of the need for another 200 beds in the metropolitan
area, there is a strong argument for the *‘go-ahead”
right now, rather than sometime in the future, when
the urgeney, but also the cost, will be the greater.

As to the medical needs of the Dartmouth area,
there are telling arguments for and against the build-
ing of a hospital in Dartmouth. Each doctor will
have his own opinion, based somewhat naturally
upon his own interests. However, it is most de-
sirable that the eitizens of Dartmouth - the final
arbiters - should have some idea of the medieal
implications of such a major undertaking before
they reach a deecision. It is therefore important
that these be clarified.

Put most simply, the argument in favour of a
Dartmouth hospital stems from population studies.
Dartmouth, the second largest eity in Nova Seotia,
is at present served, along with Halifax and much of
Halifax County, by the Halifax hospitals. But
if the recommended ratio of 6.5 beds per thousand
population (excepting chronie cases) is to be satis-
fied, there are insufficient beds presently available.
In addition, the funetion of several of the Halifax
hospitals as referral centres for the province and as
teaching centres tends to offset this ratio. All
agree that more beds must be created: the battle
lines are drawn about Dartmouth as the site.
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Dartmouth has an annual inerease in popula-
tion of about 2500; in 1961-1966 period there was a
259 inerement, making Dartmouth one of the most
rapidly growing urban areas in Canada. In 25 years
time - the minimal period to consider as far as re-
gional planning is concerned - it is probable that the
population of Dartmouth will exceed 100,000, and
merely to satisfy the needs of the inerease in popu-
lation between 1967 and 1992, 400 beds will have to
be made available. On grounds of population
studies, therefore, the projeet of a Dartmouth hos-
pital is entirely reasonable.

Such studies give the lie to the short-sighted
argument that today’'s facilities are satisfactory as
far as Dartmouth patients are concerned, even sup-
posing an additional 200 beds were created now
within the Halifax complex. What is vital at this
stage in the growth of the Halifax-Dartmouth
metropolitan area is to look ahead 25 years. Pen-
insular Halifax, which has all the plums on the
medical tree, 1s only eapable of supporting a limited
expangion; indeed it is interesting to note that the
population of Halifax actually decreased during
the 1961-1966 quinquennium.

A hospital in Dartmouth would have many ad-
vantages. Some of the metropolitan traffic prob-
lems would be eased through the reduced flow of
patients, their visitors and their physicians across
the bridge, to say nothing of the greater convenience.
Patients would reach hospital more quickly and
receive speedier treatment. Doctors would be
attracted to Dartmouth, while others would remain
who might otherwise consider moving to Halifax.
Other less tangible advantages relate to the presence
of a hospital within a community, such as the
creation of jobs and a feeling of independence vital
to a growing city. Serious disadvantages, however,
are evident, which must be carefully considered.
While the bricks and mortar could be provided to
build a hospital, unimaginative and economical
although the present plan may look, it is by no
means certain that in funetioning, it would improve
the care of Dartmouth patients. One argument
against the Dartmouth hospital is that, through
thinning of medical services and redistribution of
personnel, the overall result would be a reduetion
in the standard of medieal care, not only in Dart-
mouth, but also in Halifax. Such a simple matter
as the redistribution of nurses, many of whom pres-
ently live in Dartmouth but work in Halifax, and
many of whom would probably prefer to work in
Dartmouth, is one example of the problems and
difficulties to be faced in the ecreation of a first-
class rather than a second-class hospital.

The citizens of Dartmouth should be clear that
if a good general community hospital is to be built -
and it is unlikely at this stage that they will have
foisted upon them the idea of a convalescent home
instead - it will not be easy. Sensibly, a simple
community hospital has been suggested, so that, as
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far as possible, reduplication of medical st-rvioe'g'; .
can be avoided. But before a good hospital 1s ere-
ated, much thought must be given to the réle that

the hospital should play. Exaetly which mediea]

and surgieal services are needed?

provided, how will this affeet the usage of obstetrie
beds in Halifax? Another question concerns the
possible extension of the hospital to fulfill the needs
in ten or twenty vears' time.

These are such important matters that we must
not be satisfied, to invoke a MeLuhanism, with the
hospital as the message; the translation of the idea
into an efficient unit is what 1s important. Plan-
ning is vital at this stage: it is the only way to solve
the problems relating to the most efficient and econ-
omical use of medical services in the years ahead.
It is to be hoped that the members of The Medical
Society of Nova Scotia will help the eitizens of
Dartmouth find a construetive answer to the thorny
issue of a hospital for Dartmouth. a

D.A.E.S.

Dessicated Thyroid USP
or
Sodium L-Thyroxine?
Bartuska, D. G., et al. Abstract!

Three well doeumented cases of myxoedema,
all regularly maintained in Thyroid extract are
deseribed. Each had taken his medication regu-
larly in apparently adequate doses for a number of
vears. All had classical signs and symptoms of
uncontrolled myxoedema when seen.

In each case, replacement of the medication
with sodium I-thyroxine in normal doses led to
prompt and complete return to normal states, which
were easily maintained on I-thyroxine in average
doses of 0.3 mg daily.

The authors discuss the reasons for the delay
in acceptance of the synthetie drug in clinical prac-
tice, and find none of them cogent. The principal
objection was early reports of poor gastrointestinal
ahsorption of racemic mixtures. There is no evi-
dence that this oceurs with the sodium salt of
I-thyroxine.

The natural preparation on the other hand suf-
fers from poor biological assay and poor shelf life.
While they do not so state, the synthetic hormone
is no more costly. a

J.F.F.

1Abstracted from the Journal of the American Medieal
Women's Assoeiation, 21, 137-139, 1966.
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Should the hos-
pital deal with aceident surgery, in view of the heavy
traffic in this area, and if so, should specialized units
be available? Which cases would be referred to the
Halifax hospitals? If an obstetric service is to be
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[ consider it a compliment to the profession that

so many of our doctors enjoyed the acquaintance
and appreciated the character and temperament of
the late Moses W. Murphy of Ma

Poor Mose® died the vietim of a foolish driver's

speed madness, but he died as he had lived, a game

sport. In life he had a cheering word and a happy

jest for everyone, a faculty for almost faultless

repartee and happy retort, and possessed a richer

Jut above all he was a true sport, a real hunter
“A mighty hunter before the Lord.” His two
great heroes were Nimrod and Esau. His heart
went out to both of them, for he was born with the
mstinet of the hunter in him. Those who are not
born with that instinet in them eannot understand
it. have no conce |;n'.|:| of its power, and are IHEHF])
incapable of insight into the thoughts and feelings,
the temperament and charaeter of those in whom
that spirit is implanted from birth.

It is nearly an axiom that the men in whom the
spirit of Nimrod has been strongest, have been the
most humane, kindly, generous, chivalrous, honor-
able and lovable of mortals.

'['ht- |H'\l' tlf .-]r|:r'1 h.‘i.\. Loo, IJI'h-ll hm-li ;1]5!1-1]
with the most brilliant intellectual gifts and the
highest moral character. Sir Samuel Baker. the

greatest hunter of the nineteenth eentury, thus
summed up the result of his own knowledge:

“l have had a great experience of thorough
sportsmen, and | ean safely say that I never saw one
who was not a straightforward man, who would
secorn to take a mean advantage of man or animal.
In fact all real sportsmen whom I have met have been
!"l'."!”l‘. tender-hearted men men who would shun
cruelty to an animal, and who are easily moved by
a tale of distress.” ;

On the other hand have we not often found the
rabid enemies of sport type of the most unamiable
disposition, who like Macaulay's Puritans hated
sport, not because it gave pain to the animal, but
because 1t gave il|l':i.-|l]‘|- to the sportsman.

This spirit of Nimrod is a really wonderful thing.
capable even of stimulating the imagination to the
point of investing the objeet of the chase with di-
mensions worthy of the huntsman's zeal. We have
all the feelings of the Mighty Hunter in his chase of
the lion—even if we be hunting nothing bigger than
a rat.

And this spirit of Nimrod shows itself often
where we should least expeet it. Samuel John-
son, for |'\;II’J'[!1.1. .'H_'\'n;lil' though he was, loved
fox hunting, and he took a delight in telling how he
“rode harder than anybody at the chase,”” and he
came down heavily on a gentleman from Cambridge
who undertook to disagree with him on the manli-
ness of such sport.
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More Donnatal is prescribed
by physicians than
any other antispasmodic.

After more than a quarter of a century and over seven billion doses, Donnatal is still prescribed
by more physicians than any other antispasmodic. Consider the effectiveness, dependability,
and safety that must characterize a medication for it to achieve such long-
lasting and wide-spread acceptance. Seven billion doses! If Hippocrates
could have started prescribing Donnatal in 430 B.C., he would have to
have given it to over 2,670 patients t.i.d. for them to have taken over seven
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Tranquilizers for Psychoses and Neuroses

Patrick Frysxx, MD.*

Halifar,

Tranquilizers are compounds which tempor-
arily reduce anxiety and tension, help eliminate
emotional stress and abolish hyperactive behaviour
and excitement without eclouding conseiousness.
It is usual to divide them into major and minor
varieties, the former referring to drugs like Largaetil
and Haloperidol, used primarily in the treatment of
major mental illness (i.e. psychoses) and the latter
referring to drugs like Librium and Meprobamate
used in treating neuroses. While other terms are
used to deseribe these compounds, e.g., neuroleptics,
ataractics, anxiolyties, ete., they are still commonly
called tranquilizers. Their introduction into medical
practice in the early 1950’s has revolutionized mental
hospital practice and has encouraged treatment
programmes for psychiatric patients in the com-
munity. The family physician is now taking over
the treatment of an increasing number of patients
with psyehiatrie illnesses who have been discharged
from in-patient psychiatric services and are carried
by him on an after-care basis. This faet, added to
the considerable percentage of patients presenting
with physical symptoms of emotional origin, has
meant that tranquilizers must be one of the most
commonly preseribed group of drugs today. The
skillful advertising of the drug companies with the
limited time available by most physicians has en-
couraged the tendency to replace the doetor-patient
relationship with the preseription of a pill in emo-
tionally disturbed people. There is, aeccordingly,
much eriticism of the effectiveness of these drugs
because at times medieation alone is not sufficient to
prevent further decompensation. However, they
act as very useful adjuvants in psychiatrie treat-
ment and their careful preseription ean do much to
help emotionally distressed people.

ANTI-PSYCHOTIC TRANQUILIZERS

These are compounds which cause a marked
reduction in psychotic symptoms and, when op-
timum dosages are established, produece tranquility
without sleep. Their primary role in psychiatry
is in the management of patients suffering from the
acute and chronic phases of psychoses when marked
depressive features are not prominent. Clinieally,
schizophrenic illnesses, paranoid states and brain
syndromes (acute and chronic) are the emotional
illnesses most likely to respond. They are especi-
ally effective in calming excited and panicky psy-

*Assistant Professor of Psychiatry, Dalhousie University.
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choties and in alleviating agitation and restlessness.
Whether or not they have a primary anti-psychotic
effect in reducing delusional, referential, halluein-
atory and regressive features is hotly debated, al-
though there is at least one comprehensive and
well-controlled series of trials reported which con-
cludes that these drugs do have more than a con-
trolling influence on behavioral agitation and ex-
citement.!

Although their mode of action is essentially
unknown, there is experimental evidence to suggest
that they affect those parts of the CNS (rhinen-
cephalon, limbie system, Papez ecireuit and the
RAS) involved in the responsiveness to external
stimulation and in the elaboration of feelings.
Because of their action on other struetures in the
brain (extra-pyramidal and hypothalamie nuelear
masses) side-effects or adverse reactions are not
uncommonly reported. All of these cempounds
potentiate the action of CNS depressants and a re-
ductiop in the dosage of hypnoties, narcotic anal-
gesics and sedatives is necessary with concomitant
treatment.

Anti-Psychotic Tranquilizers in Common Use

The eommonly preseribed drugs in this category
include the phenothiazine derivatives which have
been available for about 15 years and the butyro-
phenone compounds which were introduced more
recently. Rauwolfia alkaloids known to Indian med-
icine for centuries are preseribed infrequently in psy-
chiatry today because of difficulty in controlling side-
effects, especially depression and beeause of delay in
the onset of action. Some of the important features
of these drugs are summarized in Table L.

Procedure

If, following ecareful history taking and mental
status examination, the clinical findings suggest the
possibility of a major funetional or organic psychosis,
especially if agitation, delusional thinking or hallu-
einosis is present, then one of the anti-psychotie
tranquilizers may be prescribed. If the eondition
is acute the compound may be given parenterally
for more rapid action until symptomatie control is
achieved, to be followed thereafter by oral admin-
istration. In the less acute and chronie psychotic
conditions, the medication may be preseribed in the
recommended dosage in tablet form. Sinee range
of dosages for these drugs is large and the individual
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TABLE I
ANTI PSYCHOTIC TRANQUILIZERS

Daily
Trade Dose Range
Name's' (Adult)
Phenothiazine Derivatives
Largaetil 25 to 500 mgm.
Chlorpromazine Elmarine 25 to 500 mgm.
Promazine Sparine 25 to 500 mgm.
Trifluoperazine Stelazine 2 to 20 mgm
Perphenazine Trilafon 4 to 24 mgm
Thioridazine Mellaril 10 to 400 mgm
Levomepromazine Nozinan
Veraetil 6 to 50 mgm
Butyrophenones
Haloperidol Haldol 3 to 15 mgm

response may vary considerably, the usual proeedure
is to begin with lower dosages and then to inerease
the quantity gradually over several weeks to achieve
the maximum therapeutic response. The dosage
may then be reduced to an optimum level and main-
tained in this quantity often for periods of months or
vears. Interruption of intake may increase the risk
of relapse and it may be necessary to stabilize the
patient once more. It is impossible at this stage
of our knowledge to suggest which of these drugs
may prove the most useful in an individual patient.
The physician should familiarize himself with the
effects, technique of administration and side-effects
of two or three and confine his preseribing to these.
If some dramatic break-through is achieved with a
new compound, he is certain to hear about it.
Otherwise he can assume that drugs with minor
changes in their chemical structure are unlikely to
be any better than the ones he uses. I have found
the following to be most effective in my practice:
For acute psychotic emergeneies | use intramus-
cular Trilafon 5 mg., to be repeated four to six hourly
asrequired. [ like the rapidity of action and particu-
larly the small volume of the injection, especially
when one has to control disturbed behaviour. If I
decide to start on oral medication my choice de-
pends on whether the psychotic patient is hyper-
active or hypoactive. If hyperactivity (agitation,
restlessness, panic states, ete.) predominates, I
preseribe Largaetil up to 200 mg. a day. If, on the
other hand, the patient is passive, anergic and lack-
ing in drive, | order Stelazine up to 15 mg. a day.
Oceasionally when I fail to control severely psyehotie
symptoms with Trilafon, I use parenteral Nozinan
in a dosage of 25 mg. .M. Nozinan is a pheno-
thiazine derivative with marked sedating proper-
ties and I use it as well as a bedtime hypnotie in
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*Common Side Effects

*Preparations Available
and Precautions

Tablets and Injections

Tablets - 10,25,50,100,200 mgm
Injs. - 2ml (50 mzm)

Sml (25 mgm)
Tablets - 25,50,100.200 mzm

Autonomie - Dry mouth,
Hypotension, ete. FEx-
trapyrrmidal reactions,
Photosensitivity.

Injs. - 2ml (100 mgm)

10ml (250 mgm )
Tablets - 1,2,5,10 mgm Prolong central action of
Injs. — 1ml (lmgm) C.N.8." depressants,

Careful dosage in eld
debilitated patients. .
Tablets 2,48, 16 mgm Aleohol best avoided,
Injs. Iml (5 mgm)
Tablets - 10,25,50,100 mgm

unlg‘.
Tablets - 2,5,25,50 mgm

Injs. = 2ml (10 mgm)
Iml (25 mgm)

Tablets - 1,2,5, mgm

Injs. 1ml (5 mgm)

*See manufacturers lit-
erature for eomplete in-
formation.

psyvehotie patients, (oral dose 25 mg. h.s.). Halo-
peridol (Haldol), one of the butyrophenones, has
recently been marketed in Canada, although it has
been used extensively in Europe for several years.
It is an interesting compound with therapeutie and
side-effects similar to those of the phenothiazine
derivatives, but with a very different struetural
formula. Many psychiatrists are assessing the
therapeutic possibilities of this and other buty-
rophenones at the present time. Haloperidol may
prove useful in controlling the psyeho-motor agita-
tion found in acute psychotic states and it is re-
ported to be especially useful in the management of
acute mania.
Side-Effects and Complications

Especially in the preseribing of psychotropie
drugs the physician has the duty to make himself
aware of the effects of the drugs he preseribes so that
he can use them in effective doses and without
danger. The relative ineidence of side-effects and
complications with anti-psychotic ecompounds is
difficult to assess, although there are some good
review articles available in the literature.? There
{appears to be a consensus that the minor atropine-
| like side-effects (over-sedation, dryness of the mouth.
{etc.) are fairly frequent and ean usually be toler-
ated by the patient with re-assurance as to their
cause. Reduetion in dosage may also help. The
major side-effects (extra-pyramidal reactions, skin
reactions, autonomic effects) may require the pre-
seription of counter-acting medication (for example,
f Artane for drug-induced Parkinsonism) or a change
to another derivative (for example, Largactil to
Mellaril for over-sensitivity to sunlight).

Complications (blood dyserasias, jaundice, sei-
zures, marked hypotension) indicate that the drug
must be stopped at once and corrective remedial
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therapy instigated. Over-dosages with the anti-
psychotic drugs either intentionally or accidentally
has rarely led to fatalities in spite of the vast quanti-
ties in daily use. -

ANTI- H TRANQUILIZERS

These are compounds used primarily to relieve
the anxiety associated with the neuroses and are
most effective in tense, apprehensive and panicky
patients who show the autonomie accompaniments
of fear - pounding heart, dilated pupils, rapid pulse,
a frightened look, inereased tone in the musculature
and so on. When psychologieal defenses (phobie,
obsessive compulsive, dissociative, ete.) have been
fully developed by the patient as an adaptive and
compensatory technique their usefulness is limited,
although they are extensively preseribed for these
conditions either alone or combined with some form
of psyehotherapeutic treatment. Chronic neurotic
patients who make up a sizeable percentage of pa-
tients attending the family physician probably de-
rive little more than a placebo effect even when these
drugs are used in full doses. Habituation, with a
tendeney to inerease the dose, is a very real problem
with all of them.

The mode of action of anti-anxiety compounds
is still obseure. In full doses a general sedation is
produced, but if optimum dosage is employed -
and this will vary markedly from patient to patient -
a considerable reduetion in anxiety is achieved with-
out much drowsiness and confusion. Possible sites
of action include the hypothalamic nuclear masses,
the septal area of the brain, the RAS and both
peripheral and ecentral synapses. The anti-con-
vulsant action of some members of the group is quite
marked even at sub-ataxiec or sub-hypnotic doses.
The net results seen clinically include a marked re-
duetion in the physiological concomitants of anxiety.

Presumably, as a result, a patient feels less tense
and “nervous,’”’ can concentrate better and is now
better able to discuss his feelings and conflicts with
his physician. Table II summarizes the important
features of the commonly preseribed drugs of this
group.
Anti-Anxiety (Anxiolytic) Tranquilizers
in Common Uss

There has been a large number of compounds
available over the years which relieve anxiety.
The group includes the barbiturates (e.g., Amylo-
barbitone). the propanediol derivatives (e.g., Me-
probamate), Diphenylmethane derivatives (e.g.,
Benactyzine) and, most recently, the benzodiaze-
pines (e.g., Librium). Many of the common hyp-
noties exert an anxiolytic action in small doses and
practically all of the anxiolyties in full doses can
produce sedation merging into sleep. Most phy-
sicians now use either a benzodiazepine or a pro-
panediol derivative, but there are some who con-
tinue to preseribe a barbiturate as a daytime
tranquilizer and at times even small doses of one
of the major tranquilizers.
Procedure

If, following ecareful history taking, mental
status and physical examination, a diagnosis of a
neurotic reaction is made then the physician’s
primary task is to discover the emotional causes of
the illness. Psyehotherapeutie efforts should then
proceed to rectify disturbing factors in the patient's
environment and helping him to make changes
within himself to allow him to live with the environ-
ment without becoming ill. Anti-anxiety tran-
quilizers may be preseribed in full doses to relieve
the physiological concomitants of anxiety and, sinee
insomnia is a usual finding, the concomitant ad-
ministration of a mild hypnotic is helpful. [ ex-

TABLE II
ANTI-ANXIETY TRANQUILIZERS

Daily
Trade Dose Range
Name(s) (Adult)
Benzodiazepines =
Chlordiazepoxide Librium
Protensin 30 to 100 mgm
Diazepam Valium 15 to 30 mgm
Oxazepam Serax 30 to 100 mgm
Propanediols :
Memprobamate Equanil
Miltown
Trelmar 800 to 1600 mgm
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*Preparations Available *Common Side Effects
Tablets and Injections and precautions
Capsules - 5,10,25,50 mgm Drowsiness
Tablets - 10 mgm Ataxia — vertigo
njs. Headache
Tablets - 2,5,10 mgm Skin rashes
Blood dyserasias
Redu tolerance  to
aleohol
Capsules - 10,15, 30 mgm. Mild exeitement in Eld-

ery patients

May Potentiate C.N.S.
drugs

Contra indieated in My-
asthenia Gravis

Drug Dependeney

As for Benzodiazepines
Withdrawal Reactions if
Large Doses abruptly
stopped.

*See Manufaeturers Lit-
erature for complete
information.
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plain very earefully to the patient that the medica-
tion is a “eruteh” and while it will give relief in re-
dueing anxiety, it will do nothing for the basie cause
of his illness. I allow him to take the anxiolytic for
about four weeks on a regular basis and then I tell
him to take it only on days or on oceasions when he
feels or when he expects to feel anxious or upset.
It is surprising how often patients will get by on in-
frequent doses once they are given some responsi-
bility to adjust the dose themselves. I also en-
courage the neurotic patient to break up tablets
in halves or quarters so that they may take just
enough to relieve the uncomfortable mood. With
this approach, I hope to avoid the necessity of in-
creasing the dose as the patient develops tolerance.
If the patient reports, “‘doing without pills” for a
couple of days or longer I re-inforce his own strength
by complimenting him on his mastery. Essentially
what I am hoping to achieve is the use of the medi-
cation as an adjunct during limited periods of un-
usual stress, and thereby emphasizing the fact that
the medication is not a cure-all and that its con-
tinued use over a long period of time may indeed
be dangerous.
Side-Effects and Complications

The commonly reported side-effects are listed
in Table II. Most of these will abate with reduetion
in dosage, but the drug rash may necessitate dis-
continuance of the drug ecompletely. Habituation
and drug dependence must be kept constantly in
mind with all these eompounds. Over-doses, aeci-
dental or intentional, are fairly common and fatalities
have been reported with Meprobamate in doses as
small as 20 grams, although recoveries have oceur-
red after doses as high as 40 grams.? It is unlikely
that a suicidal attempt will be suceessful with the
benzodiazepines (Librium, Protensin, Valium or
Serax) and quantities of Librium up to 2250 mg.
have been ingested without death ensuing. e
effects of ecentrally acting compounds, such as anti-
depressants, hypnoties, analgesics, and anestheties
may be intensified by this group of drugs. Aleo-

holic beverages must be avoided as the combin-
ation may cause disturbing sensorial and behavioural
effects. |

As a general rule, geriatric patients require
extremely small doses of any of these compounds as
their tolerance for them is poor.
Conclusion

Major and minor tranquilizers have been used
in elinieal practice for several years and they have
made a major impact on the treatment of psyehi-
atrie illness. Their careful preseribing, based on
accurate psychiatric diagnosis, has enabled the
physician to help large numbers of emotionally dis-
turbed patients. Proper selection of the medica-
tion, based on the perusal of earefully documented
reports, plus the physician's own experience with
the compound, appropriate dosage to produce
maximum therapeutie effects, coupled with mini-
mal side-effects and close supervision for signs of
toxicity are the factors that make for correct usage
and therapeutic headway. Psychotropie drugs are
not the ultimate answer to psychiatrie illness and
may be only a prelude to more effective means of
help. Already the drugs have found their worth-
while place in emotional illness and have probably
done as much as any other single method of therapy
in over a century. Their greatest usefulness can
only be achieved if physicians exereise judgment in
the selection of them based on the indication,
limitations and careful evaluation of the thera-
peutie results. o
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Proud men all, and skilled in their professions
But each has rob!ams peculiar to himself
of bireh bark (it's much too inflammable) —
roblems? Well, this is hardly the p

Doetors? Their

skills ean help the professional. We're proud, too.

ALFRED J.

DOCTOR, LAWYER, INDIAN CHIEF

for example, the Indian Chief really shouldn’t build his teepee
Lawyers are too skilled in debate for the likes of us and thrive on diseord -

Insuranee is equally diverse and proper insurance mu~.t he attuned to the customer.

BELL & GRANT Ltd.

INSURANCE SPECIALISTS

one sackville place, halifax, nova scotia. p.o. box 8
telephone area code 902 429-4150

And in this eapaeity our
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Genetics and the Physician
Consideration of Some Normal Traits Inherited Multigenically

15t

L. DeLva, MD.

Kingstion, Ond.

PART VII

The distribution of the heights of men is a con-
tinuous one under multigenic control. A distri-
bution curve with a mean of 68" and a standard
deviation of 2.6" corresponds to the distribution of
the heights of young adult men in South-East Eng-
land. Let us postulate (Carter) that the height of
man is controlled by one set of three alleles at one
locus. (fig. I) One allele (H) with a gene fre-
queney of } tends to produce an average height of
68", A second allele (h,) has a frequeney of } and
increases the height by 2, while a third one (ha)
also has a frequeney of } and decreases the height by
2", With such a model, the distribution of heights
in the population is shown in the chequer-board
diagram (fig. 1). It is still discontinuous, but is
starting to look like a normal curve with a mean of
8’ and a standard deviation of just over 2.

Let us now add another similar series of three
alleles (T, t;, and ts) at a different locus on the same
or a different chromosome; (fig. 2) each of these new
alleles has the same frequency and the same effect
as those of the H series. It will be seen that
we now have a more respectable distribution with
a mean of 68" and a standard deviation of 2.8."
Thus a simple hypothesis (the true mechanism is
certainly more complicated) can aecount for a nearly
continuous distribution.

Studies of twins show that the difference be-
tween the heights of identical twins reared apart is
rarely more than 1" (1.59), so that the environ-
ment plays only a little part in the final determin-
ation of height; in fact over the past 5000 years
there has been very little change in the height of
Britons (Table I): genetically, there has been very

FIGURE 1
DISTRIBUTION OF HEIGHTS PRODUCED BY A SET OF THREE ALLELES AT A SINGLE LOCUS

N
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in 16ths,
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ALLELES ON THE FIRST OF

v

74 height in "

THE PAIR OF CHROMOSOMES

ALLELES ON THE Frequeney Gene Height  Frequency Gene  Height Frequeney Gene  Height
SECOND OF A PAIR !

OF CHROMOSOMES 1/4 hy plus 2 1/2 H 68" 1/4 hy minus2
Frequency 1/4 1/16 2/10 1/16

Gene h; hihy Hh, hyhg

height plus 2 72" 70" 68"
Frequeney 1/2 2/16 416 2/16

Gene H Hh, HH Hhs

Height 68" 70" 68" 66"
Frequeney 1/4 116

Gene h; hihs Hh, hsh,

Height minus 2 68" 66" 64"
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FIGURE 2

DISTRIBUION OF HEIGHTS PRODUCED BY

2 BETS OF ALLELES AT 2 SEPARATE LOCI
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little selection for height. It is only the height of
growing children that is so much greater (up to 4”)
now than even 50 years ago. And it is no good
arguing that the knights in armour of the Middle
Ages were all small: so are to-day's jockeys! !

What happens now when a tall man gets mar-
ried? By and large, he will tend to marry a woman
of average height. To simplify matters, let us sup-
pose there is only one locus involved as in fig. 1.
The argument would be exaetly the same using a
more complex model. The tall man's genotype will
be hih,, his phenotype 72" tall. His sperm will
carry the gene hy. The egg, before fertilization, will
carry the gene H } the time, h; { of the time, and h.
the rest of the time. Thus their son will be 72" tall
} of the time (h;h;), 70" tall } the time (Hh,), and
68" tall the remaining 4 of the time (h,h:): by chance
alone he will most likely be 70" tall; his height will
then tend to regress towards the mean; this was first
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suggested by Galton many years ago. Galton also
suggested that to eonvert a woman's height to a
man's height all one had to do was add 1" per foot
to the woman's height.

This prineiple of regression towards the mean
is of fundamental importance. The inheritance of
all continuous traits, intelligence, length of the eye-
ball, blood pressure, skin colour, follow the same
tendency. A group of children with an average 1Q

TABLE 1
HEIGHT OF MEN (based on skeletal
remains)
Pericda rigin Height
0Old Stone Age Western Europe 69"
New Stone Age Britain 66"
Bronze Age Britain 68"
Iron Age Celts - Anglo-Saxons 66" - 67"
Middle Ages Britain 66"
Present Britain 67" - 68"
DECEMBER, 1967



of 152 were followed-up in California;
in 1945 400 of their children were
tested, and the average score was
128. Similarly, the 1.Q. of the off-
spring of fathers scoring around 70-
80 will be inereased. To improve the
average 1.Q. of a population, it is
not neeessary therefore to adopt ex-
treme measures; just encouraging
the duller of us to limit their fami-
lies to 1 to 2 children, while encour-
aging the brighter to have 3 or 4
would gradually be effective As
opposed to height, it is estimated
that as mueh as half of the variation
in intelligence is environmental;
these mild eugenic measures must
therefore be coupled with environ-
mental improvements, better schools,
more adult eduecation, ete. . . It is
also worth mentioning that, like
height. there has been little selection
for intelligence during the past 5000
years: the capacity of the human
eranium has not inereased materially
in that time. 0

MARIJUANA CAUSES
«PSYCHIC DEPENDENCE"

Marijuana smokers who believe
that the nareotic is a totally in-
noeuous stimulant without habit-
forming effects are naive and ill-
informed says Dr. Benjamin Kissin
in an interview in Teoday's Health.

“This misconeeption,” says Dr.
Kissin “‘has been quoted to me as
gospel truth dozens of times by
young people. They are wrong and
they ought to understand exaectly
how wrong they are.”

Dr. Kissin, New York State Uni-
versity Downstate Medical Center
in Brooklyn, says that far from being
a “safe lark,” marijuana can cause
a ‘“state of psychic dependence”
that may be stronger than physical
addiction.

The doctor
spent a comfortable night

Terpo-Dionin with its “3-way" relief (sedative—anodyne—
expectorant), gives coughing patients—and their doctor
—an undisturbed night.

Each teaspoonful (5 ml) contains 5.5 mg. ethylmorphine HCI; 13.9 mg. terpin hydrate: 5.0 mg.
/; 10.2 mg. jum glycerophosg : white pine compound base. Dosage: One tea-
spoonful every three hours, and one at bedtime. Contraindications: May be habit forming.

Full information is available upon request.
%umﬂ'ﬂllli |
AURCRA ONTARID

about 2700 patients.

new National Park.

ment room and various items of equipment, located in eentre of area.
Nova Scotia has Rural High and Consolidated Elementary Schools.

GENERAL PRACTICE OPEN - in rural area serving farm and lumbering communities, prospective

Office faeility available in new 36 bed Nursing Home with emergeney treat-

Caledonia, Queens County,

Area is developing and near

Enquiries should be addressed to Mr. Stanley E. Canning, Chairman, Board of
Directors, North Queens Nursing Home Ine., Caledonia, Queens County, Nova Seotia.
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MEDICAL-LEGAL ENQUIRIES

TAN MAXWELL, M.B., Ch.B.

TRANSPORTATION OF THE DEAD Provided these requirements are met, therefore,

the hospital may release the bodies of infants
into the eustody of the parents for transporta-
tion by a private automobile. It would be
wise to supply a deeent plain eardboard con-
tainer for the purpose.

Q: When infants or children die in hospilal, the
parents sometimes request that they be allowed
to take the body back o their home town them-
selves for burial. [Is il legal for the hospital to

permit this? MAYHEM

A:  Except in the case of persons dying of certain

communicable diseases, namely Asiatic Chol- @  When I notified a patient that I suspected he was

era. Bubonie Plague, or Smallpox, there is suffering from venereal disease, he subjected his
little restriction on the transportation of bodies girl friend lo vicious physical wviolence. S’lf
()f lhl' lll"itl1 now l‘n‘l?’f'fl’fu"”.\' lo sue me. l"{!’””l!"g ! have m-

pugned her good name. Am I liable?
The transportation of unembalmed bodies by

common earrier is permitted only if the journey A:  An assault on his paramour by a patient can
will be completed within 72 hours from the time har‘“..". be laid at the door of the attending
of death?; with modern air travel, this would physician; nevertheless, you should consult
exelude transportation to very few parts of the vour attorney or Medical Proteetive Ageney

globe. Even this restriction would not apply without delay.

to transportation by a private conveyance,

provided the dead body were not exposed to References

the public gaze during transit so as to con- iStat. N. 8. (1862) Chap. 13, See. 52.
stitute a “nuisance” as defined in the Public ::}:i:} :::' ,;f

Health Aect.? ibid ibid

NOVA SCOTIA MEDICAL BULLETIN
Editorial Office

You are invited to contribute questions to our Medical Legal Enquiries.

Q.

Please send completed form to: -  lan Maxwell, M.D.
Medical-Legal Liaison Committee
Department of Pathology
Halifax Infirmary
Queen Street
HALIFAX, Nova Seotia

THE NOVA SCOTIA MEDICAL BULLETIN 234 DECEMBER, 1967



Bone Tumors

M. Erpocax, MD, FRCS(C).*

Halifar,

The diagnosis as well as the management of bone
tumors still provides a challenge to the clinician.
The purpose of this paper is to discuss this subject
in a coneise manner.

An early aceurate diagnosis is of paramount
importance for the proper management of these
lesions, and requires the close collaboration of the
elinician, the radiologist and the pathologist. The
patient complaining of pain, swelling and lameness
of a limb should have immediate radiographs of the
involved region. Quite frequently the symptoms
start following an injury which may cause a patho-
logical fracture. The physical injury itself does not
cause any bone tumor; this is important from the
medico-legal standpoint. There are no pathog-
nomonie radiographic patterns for any bone tumor.
A circumseribed area of rarefaction is not neces-
sarily a cyst; it might be filled with fibrous tissue,
tumor cartilage, other tumor tissue or pus. The
perpendicular striae of periosteal new bone forma-
tion considered to be pathognomonie of an osteo-
genic sarcoma is not present in 507 of these tumors;
on the other hand it may be present in metastatic
carcinoma, Ewing's sarcoma or even in tuberculosis
of the shaft of a long bone. In children the radio-
graphic picture of osteomyelitis or rapidly growing
oesinophilic granuloma may simulate Ewing's sar-
coma. Therefore it is mandatory that no blind
radiation of any bone tumor should be attempted
hefore a definite pathological diagnosis is estab-
lished.

Relatively few bone tumors cause biochemical
changes in the blood. Osteogenic sarcoma causes
elevation of the alkaline phosphatase. Prostatic
cancer metastases in the bone cause elevation of the
acid phosphatase. Multiple myeloma may cause
hyperglobulinemia as well as hypercaleemia. Gen-
eralized lytie cancer metastases in the bone also
may cause hypercalcemia,

Accurate diagnosis of a bone tumor is estab-
lished only after histological examination of an ade-
quate sample of the lesion. In this respect a needle
biopsy often does not secure an adequate sample
and may also be misleading. Its usefulness is
limited to lesions of the vertebrae except in the hands
of a pathologist with wide experience in this type of
tissue examination. The problem of diagnosis
should be analyzed before the initial operation and
the operation is planned accordingly. The pro-
cedure of choice may be a conservative biopsy,
curetting the lesion, resection or even primary
amputation. It is claimed that more mischief is

.'NI'. lqy

done by overdiagnosis than by failing to recognize
a malignant tumor. Fibrous dysplasia. eosino-
philic granuloma, aneurysmal bone eyst or myositis
ossificans may be mistaken for a malignant lesion.
On the other hand, if the lesion is malignant the best
chanee for eure is the immediate removal of the
tumor. It is well known that cutting through a
malignant lesion eauses seeding of tumor cells in
the wound and possibly dispersal through the eireu-
lation, The decision is taken following examin-
ation of frozen sections of an adequate sample while
the initial tourniquet is left on. It is obvious that
the pathologist has a great responsibility. If the
diagnosis is not one hundred percent certain it is
best to close the wound and to wait for the final
sections before definitive treatment, which should
not be unduly delayed, is undertaken.

Tumors of Cartilaginous Origin

A benign tumor of cartilaginous origin located
at the periphery of a bone is usually an Osteochon-
droma. It is an exostosis covered with a cartilaginous
cap and is found in the juxtaepiphyseal region.
Onset of the growth is in childhood, but may pass
unnoticed for a long time. It may be single or
multiple. The multiple variety is hereditary. Soli-
tary lesions become malignant in about one percent
of eases, multiple lesions in about fifteen percent.
These lesions should be exeised if they are growing
or causing symptoms.

Benign cartilaginous tumors located within
bone consist of three pathological entities: enchon-
droma. benign chondroblastoma and chondro-
myxoid fibroma. The latter two especially may be
mistaken for malignant tumors. Enchondroma may
be solitary or multiple (Ollier's disease). If the
lesion is located in the midshaft of a long bone it has a
tendency to become malignant and this is especially
true in the multiple variety - close to 50%. Chon-
droblastoma and Chondromyxoid Fibroma are most
often seen in the second and third decades of life;
no malignant degeneration has been recorded except
in previously irradiated lesions. All these three
lesions are treated by local exeision and bone graft-
ing.

The malignant tumor of eartilage-forming eon-
nective tissue origin is called Chondrosarcoma. It
may be located peripherally or centrally within the
bone. The median age of the patient is 45 years.
It is often difficult to say whether or not a benign
lesion preceded its development; the majority prob-
ably start as malignant tumors. There are different
grades of malignancy depending on the cellularity

*From the Seetion of Orthopaedies, Department of Surgery, Vietoria General Hospital and Dalhousie University.
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of the neoplastic cartilaginous tissue, the size and
the number of nuclei within a cell and the amount
of caleium impregnation of the matrix. Usually
pain is the presenting symptom along with the swell-
ing. In most of the lesions growth is slow and me-
tastases are late; therefore it has a relatively good
prognosis. If the tumor is confined to the bone, the
loeal resection without entering the lesion may be
adequate; if it has already extended into the over-
lving soft tissues the limb should be amputated.
To keep one joint ahead of the lesion is good policy.
Radiation has no value as definitive treatment;
however, in inaceessible regions it ean be used pal-
liatively to relieve pain.

Tumors of Osteoblastic Origin

There are three varieties of benign tumors of
osteoblastic connective tissue origin. Osteoma as a
term is usually restricted to tumors originating in
the skull, which quite often extend into the orbit.
Osteoid Osteoma is a small painful tumor seen pre-
dominantly in children and young adults. The
radiolueent nidus at the center is about one centi-
meter in diameter surrounded by rather extensive
and dense new bone formation. Aspirin almost in-
variably relieves the pain. In the differential di-
agnosis, a solitary enostosis - a dense medullary
osteoma which is asymptomatic, and Brodie's ab-
scess should be ruled out. The treatment consists
of exeision of the nidus which gives prompt relief of
pain. Benign Osteoblastoma is histologically similar
to osteoid osteoma, yet it is bigger in size and is
most commonly located in the spine. It does not
cause bone formation but destruction of bone, and
may therefore be mistaken for an osteogenic sar-
coma. The pain pattern is different. It is treated
by exeision.

A malignant tumor of osteoblastic conneective
tissue origin is called an Osteogenic Sarcoma. In its
evolution it always forms osteoid or osseous tissue.
It may also contain cartilage; however, no matter
how much eartilage is present, if in some areas
osteoid tissue is being formed, the lesion is consid-
ered to be an osteogenic sarcoma. The great ma-
jority of the patients with a primary lesion are less
than 25 years old. It usually involves the meta-
physis of a long bone. Pain and lameness are the
main initial symptoms. The patient’s general
health is usually good until late. The serum alka-
line phosphatase is increased, and drops sharply
following amputation only to rise again if metastases
develop. The amount of ossification varies from
the osteolytic to the selerosing type of osteogenic
sarcoma. It may invade the soft tissues and the
adjacent joint. It metastasizes mainly by the hema-
togenous route. The diagnosis must be established
by tissue examination before definitive treatment is
carried out: this consists of amputation, keeping
one joint ahead. Probably it is a good policy not to
lose time with radiation treatment, for the tumor
continues to grow with the eontinued potentiality
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of producing metastases. The sooner amputation
is done the better. An osteogenic sareoma origin-
ating at the periphery of a bone is called a parosteal
(juxta-cortical) osteogenic sarcoma. It has a rela-
tively better prognosis and should be differentiated
from myositis ossificans. A secondary osteogenie
sarcoma may develop on the basis of Paget's disease
of bone or some years later following radiation
therapy.

Tumors of Nonosteoblastic Connective
Tissue Origin

In the metaphyseal cortex a small focus con-
taining tissue is called a Fibrous Cortical Defect.
This is present in children, is usually asymptomatie
and tends to disappear spontaneously. If it under-
goes proliferative activity attaining a fairly large
size it is called a Non-ossifying Fibroma. This
lesion may become symptomatic spontancously or
following an injury; then the tumor is exeised.
Giant Cell Tumor is seen most frequently in young
adults, usually involving one end of a long bone,
Its evolution varies from a potentially malignant
lesion - Grade one - to a full blown malignant -
Grade three. Therefore resection of the whole
tumor rather than curettage should be done. If it
recurs following resection then the limb should be
amputated. Hyperparathyroidism, solitary bone
eyst, nonossifying fibroma, aneurysmal bone eyst
and chondroblastoma may also have some scattered
giant cells and should be ruled out.

A malignant tumor of non-osteoblastie connee-
tive tissue origin is called a Fibrosarcoma. The
primary lesion is seen usually in young and middle-
aged persons. Secondary fibrosarcoma may de-
velop on the basis of Paget's disease, fibrous dys-
plasia or following radiation of bone. In the histo-
logieally well-differentiated varieties, resection of
the lesion may be tried first; if it recurs amputation
is carried out. In poorly-differentiated lesions the
treatment of choice is amputation or disarticulation.
Tumors of Mesenchymal Connective
Tissue Origin

Ewing's Sarcoma is considered to be derived from
the immature reticular ecells of the bone marrow.
Usually the patient is a child or an adolescent.
Sinece it is multicentric in origin the prognosis is
grave. The presence of fever and a high sedimenta-
tion rate indicate a fulminating course. In the
differential diagnosis eosinophilic granuloma and
neuroblastoma metastasising to bone should be
ruled out. Radiotherapy relieves the pain and may
cause the regression of a lesion loeally, but is not
eurative.

Reticulum Cell Sarcoma is similar to Ewing's
sarcoma in origin. The majority of patients are
40-60 years old, but a fair proportion are 11-20 years
old. Histologically a silver stain will show the
presence of delicate threads in between the cells;
these are not present in Ewing's sarcoma. The
prognosis is much better. Treatment consists of
amputation followed by radiation. o
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The Development of an Inhalation
Therapy Unit in a Regional Hospital

J. E. MacDoxELL,

MD., P. L. Laxprican, MD, FRCP(C), FACP,

axp WiLsox Browx, C.R.I.T.T.
Antigonish, N. S.

Introduction

St. Martha’s is a 200-bed general hospital serv-
ing a population of some 30,000 in the counties of
Antigonish and Guysborough; and in the adjacent
Strait of Canso area of Eastern Nova Scotia.

Until recently inhalation therapy in this hos-
tal was limited to the delivery of oxygen by face
mask or nasal catheter; although a Benneit PR-2
Respirator had been obtained in 1964 by the De-
partment of Anaesthesia for use in the Recovery
Room. It had also been used in emergencies on the
hospital wards under the direction of the anaes-
thetist.

Progress in the management of respiratory
disease had ereated a need and a demand for the
provision of new methods of inhalation therapy.
particularly Intermittent Positive Pressure Breath-
ing (IPPB); and for assisted ventilation in respira-
tory failure. To provide this service, with safety,
an Inhalation Therapy Unit was planned.

The original impetus to the development of this
unit came both from the medical staff and admin-
istration of St. Martha's Hospital and from the
Nova Secotia Hospital Insurance Commission. The
actual development began in september of 1966 with
the advent of an experienced inhalation therapist.
Aims of the Unit

The original goals were fashioned in consulta-
tion with the Hospital Insurance Commission and
have not changed in their local application. A
hospital-based unit was planned which would:

1. Assume responsibility for all inhalation
therapy in the hospital, including the Out-
Patient Department; and for all equip-
ment.

Direetly supervise inhalation therapy on all
seriously ill patients.

3. Provide IPPB treatment for in-patients

and out-patients.

4. Provide assisted ventilation in emergencies.

5. Serve as a continuing source of information

on new equipment and new methods in the
treatment of respiratory disease, for the
medical and nursing staff.

Physical Plan and Equipment

Space for this unit was provided by the hos-
pital in the form of two adjoining rooms, each
10’ x 15’, with a nearby waitingroom area, as shown
(fig. 1).

The Treatment Room contains:

1. The therapist's desk and records.
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2. An area for the preparation of medications.
3. A two-patient treatment area for out-
patients and mobile in-patients.
The Equipment Room econtains:
1. A cleaning area (the “dirty side”).
2. A repair and storage area (the “‘clean side”).
These two rooms were completed at a cost of
$300. The relatively low cost is due to the use of
idle equipment stored in the hospital basement.
We have kept a copy of our original equipment
Nothing substantial has been added.
The list included four (4) respirators:
1. A Bennett PR-2 which is reserved for moni-
tored ventilation.
2. A Bennett PR-1. in use on the hospital
wards for IPPB treatment room.
3. Two Bennett Therapy Respirators which
remain in the treatment room.
The original Bennett PR-2 remains in the Re-
covery Room and is under our general supervision.
There are myriad accessories and spare parts.
The total cost of this equipment has been in the
vieinity of $4,000.

Introduction of the Service

The introduction of new equipment and of new
methods required a period of “‘familiarization.”
Accordingly a series of formal lectures and praetical
demonstrations were given to the nursing Staff,
hoth student and graduate.

Many of the members of the medical staff were
already familiar with the new equipment and its
uses. However, three formal presentations were
made at the regular Wednesday Medical Staff
Conferences on the following topies:

1. Inhalation therapy with special reference

to IPPB.

2. Arterial blood gas determinations by the

Micro-Astrup method.

3. A demonstration of respirators.

At the outset the hospital administration pur-
chased equipment for the arterial blood gas de-
terminations by the Micro-Astrup method. This
service had not previously been available.

Although this service was provided as a neces-
sary basis for the establishment of an Inhalation
Therapy Unit, the apparatus has been placed in the
clinical laboratories of the hospital under ecomplete
laboratory control. We have not felt that the
Miero-Astrup apparatus should be in the Inhalation
Therapy Unit for the following reasons:
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1. The determinations provided are useful
in the management of many disorders other
than respiratory.

2. The proper care and maintenance of the
apparatus is possible in our hospital only
in the laboratories,

3. Only the laboratories can provide, in a
relatively small hospital, a twenty-four-
hour service for arterial blood gas de-
terminations.

In reviewing our experience of the past year we
are convineed that the establishment of an Inhal-
ation Therapy Unit has provided a safe method for
the introduction of certain new methods in the
treatment of respiratory disease.

Medical Supervision

When planning began a Medical Director was
appointed. His role has been administrative and
advisory, both to the medical staff and especially
to the Inhalation Therapist. It has been necessary
for this Medical Director to take an active, day-to-day
role in the development and administration of the
Unit; and to be readily available to the therapist
for professional advice.

We feel that the interest and enthusiasm of the
Medical Director is, in the long run, much more im-
portant than the length and nature of his post-
graduate education. We do not feel that he need
be a specialist; however, it is imperative he acquire
and maintain special knowledge in this field.

The Medical Director's role, in relation to the
medical staff is more subtle. He is certainly re-
sponsible to his confréres for the maintenance of safe
and effective therapy; and for the prudent introdue-
tion of new methods. Further, he must maintain
a dialogue with these confréres if they are to know
what assistance to expeet from the Unit; and if the
Director is to know the quality of elinical results
obtained. It appears clear that the Medical Di-
rector must avoid advising physicians direetly,
about particular patients, unless asked for a formal
consultation.

The Inhalation Therapist

The role of the inhalation therapist is central.
Indeed it would appear difficult, to us, to develop
and maintain an inhalation therapy Unit without a
fully qualified inhalation therapist. In a techno-
logical age the therapist carries the technological
burden and we believe that there are no short-cuts
in the training of such therapists. It may be that
certain less fully trained personnel may safely per-
form certain limited funetions in the Unit under the
direction of a qualified therapist. But it would
appear that safe therapy and the adequate care of
equipment can only be assured with the provision
of at least one fully qualified inhalation therapist.

In this regard we note that our inhalation
therapist is a graduate of the Vietoria General
Hospital School of Inhalation Therapy. It is now
possible for interested hospitals to sponsor the train-
ing of inhalation therapists in this school and thus
provide for their present and future needs.
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Utilisation of Services

Our medical staff has had to accept some limi-
tation in the use of equipment and in the methods
of treatment offered. We published, when the Unit
opened, a list of procedures which we would under-
take, and agents which we would use, under the
heading: “Inhalation Therapy, Aerosols and Mix-
tures for IPPB.”” This list included diluents, mueo-
lytic agents, bronchodilators and antibioties to-
gether with the “‘usual’” concentrations of each agent.
This has been helpful. We did, of course, omit
some possible agents. Our medical staff has been
most understanding in this regard.

Our medical staff has also learned to avoid the
temptation of referring patients “to the Unit” for
decisions on treatment; and have used the Unit as a
facility for the management of selected patients.

We hold no strong views on the type and
“make” of equipment to be used in this type of unit.
Certainly our own choices were dictated by fa-
miliarity and by a wish to “standardize.”

Factors which we did take into account and
which apply to equipment other than our own
include:

1. Simplicity of design.

2. Independent controls.

3. Ease of operation and maintenance.

4.  Availability of parts and service.

5. Ease of sterilization,

We have not undertaken, as yet, even the
simplest tests of pulmonary function; nor have we
contemplated the establishment of a Respiratory
Care Unit. These two undertakings would be,
in a sense, interdependent; and although they appear
to be beyond our present capability, we have not
excluded the development of such facilities in the
future.

In the first five (5) months of operation of the
Unit we have provided some 800 IPPB treatments
(including 200 to out-patients); supervised 180 days
of oxygen therapy on seriously ill patients; and
ventilated seven patients, including three with
tracheotomy (two of which were ventilated over a
24-hour period). The demands on the Unit have
been steadily increasing.

We have not charted any rigid future course but
we hope that the Unit will remain a flexible facility,
responsive to the future developments in the treat-
ment of respiratory disease.

It is of interest, however, that it appears un-
likely that regional hospitals such as St. Martha's
will be able to avoid, for long, the development of
Intensive Care Areas and Coronary Care Units.
We believe that the establishment of such complex
facilities will require the sort of basic inhalation
therapy eapability that we have deseribed. a
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Correspondence

Practice Exchange

To the Editor
Nova Seotia Medical Bulletin

Sir,

The four of us are partners in a rural practice
in the north of England. We are all interested in
learning more of practice in Canada — not with the
idea of emigrating, but to improve our own methods
of practice. We should like to arrange an exchange
with four general praetitioners from one or a number
of groups for a period of perhaps six months; each
of us exchanging with a Canadian general practi-
tioner in turn, and we wonder if you know of anyone
who would be interested in spending six months in
an English practice. Preliminary enquiries here
suggest that there would be no insurmountable
difficulties regarding registration, practice under
the National Health Serviee for a Canadiangeneral
practitioner, or immigration.

We should be prepared to exchange houses and
cars as well as jobs and feel confident that suitable
finaneial arrangements could be made. An account
of our practice is attached.

I should be most grateful for any help or adviee
you could give.

Yours faithfully,
J. M. Kirk
J. Loudon
J. W. Jage
A. M. Smith

Christmas Cards

To the Editor,
Nova Scotia Medical Bulletin.
Sir,

This year, in lieu of sending Christmas cards,
the Pharmaceutical Manufacturers Association of
Canada is making a donation to the United Na-
tions International Children's Emergency Fund
(UNICEF).

We are sure that our many friends and asso-
ciates will accept this gesture as being in the true
spirit of Christmas. If we ean advise them of this
action through your correspondence columns, we
will be most grateful.

With our sincere good wishes for a Merry Christ-
mas and every happiness in the year ahead.

Yours sincerely.
Wm. W. Wigle, M.D., C.M.

President, Pharmaceutical Manufacturers
Association of Canada

Ode to Parnate

By Naxcy LAMPLUGH

Twelve o'clock.
and my marriage.
to rise in revenge of life.
while.
my emotions.

I sit in my mad-house and it's twelve o'cloek.
It has become my being, my reason for existing, my eovering of all that is evil and wants
Life has become sweet because of the pill; endurable, tolerable and almost worth-
But not quite, I know this when I look under the strong transparent cover the pill has grown over
Impenetrable, but visible through it all, emotional tentaeles springing up, desperate to rise

The pill is my companion, my love

They must

through the cover, pushing and prodding — wanting expression — but under eontrol of the pill.
not have aceess to life. The pain and torture — if they were allowed to — would not be endurable. A tight
grip and they obey. All tears are sweat only, the sweat of existence — the wringing out of emotions that have
gone too far into the covering. They must be punished for they have gone against the will of the pill.
Freedom must be controlled and kept within the boundaries of the pill. The pill is an anaesthetic for my
thoughts and my being. The feeling is there, but the pain is deadened. My soul strives for life and ex-
pression but it must not be with emotion, it must be with the mind only. A touch and a word are received
by the intellect — not with the heart; for the heart is too full and eannot accept the responsibility of emo-

tional feeling.
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Long-Term Oxygen for Hypoxemia

Sir patients with chronic airway obsiruction with hyporemia were administered continuous oxygen for long

periods.
useful in the rehabilitation of such patients.

In planning a rehabilitation program for the
hypoxemic patient with chronie lung disease, the
use of continuous oxygen seems a reasonable thera-
peutie approach.

The development of a liquid oxygen system
makes possible ambulatory therapy. Thus, a study
was designed to evaluate the effeet of continuous
oxygen therapy as a part of a program of rehabili-
tation for the pulmonary cripple.

Six patients receiving an active therapeutic
program for chronie airway obstruetion with and
without oxygen formed the group in the study, which
was initiated in the hospital. On leaving the hos-
pital, the patients were followed on an outpatient
basis for up to 18 months.

All of the patients had long-standing ehronie
airway obstruction with hypoxemia, cor pulmo-
nale, and secondary erythrocythemia. All were
disabled by their disease and had been living
an essentially bed-and-chair existence.  The pa-
tients had the hypoxemiec-bronchitie clinical type
of ehronie airway obstruetion.

Each patient was hospitalized for two months.
Treatment included oral and inhaled bronehodi-
lators, expectorants, diureties, eardiac glyeosides,
antibiotics, and other medications as needed.
Physical therapy included postural drainage after
inhaled bronchodilator and steam, breathing train-
ing, and a daily graded exercise program. Manage-
ment of each patient was continued unchanged dur-
ing both the control and oxygen therapy months.
Oxygen by Nasal Prongs

During the first month, oxygen was used only
for short periods for severe respiratory distress,
its use being carefully monitored. This was the
control month. During the second month oxygen
was given 24 hours a day. supplied by nasal prongs
at controlled flows.

Constant  elinical observation was main-
tained. Exereise tolerance was measured daily
during training, which consisted of corridor walks
and climbing stairs for two patients, treadmill ex-
ercise for the others. Arterial blood gases were
tested at least weekly; ventilatory tests were given
weekly; resting and exercise steady-rate diffusion

Clinical status improved and exercise tolerance increased, indicating that this type of therapy maybe

eapacities were performed every two weeks; red cell
produetion was evaluated regularly; and right heart
catheterizations were performed at the end of both
months in the hospital.

Management of these patients without oxy-
was difficult, and in the first month little in the way
of rehabilitation could be done.

During the month of oxygen therapy the pa-
tients were more comfortable, management of
respiratory and cardiac problems was simpler,
and active participation in the rehabilitation pro-
gram was possible in five of the patients. The
sixth patient was never well enough to exercise.

Of four patients at home on oxygen by nasal
prongs, two have had sustained clinical benefit.
Although unable to work, they are both fully am-
bulatory and able to perform moderate, useful
activity. A third did well for a time but later died
from respiratory failure. The fourth patient died
in respiratory failure 14 months after the study.
Increased Exercise Ability

Among the patients as a whole, oxygen ther-
apy markedly increased their ability to exercise;
lung function was essentially unchanged; there was
no significant earbon dioxide retention and no nar-
cosis; and serumbilirubin measurements did not
suggest any change in the rate of red eell destrue-
tion due to oxygen therapy.

In all patients a potentially reversible vaso-
constrictive element in the pulmonary vascular bed
was noted at the first catheterization by a fall in
pressure during acute administration of oxygen or
tolazoline or both. Giving oxygen during the
second catheterization resulted in further lowering
of observed pulmonary arterial pressures.

Long-term continuous oxygen therapy caused
significant clinical improvement in every patient.
Those with initial improvement gained at an accel-
erated rate, and those with no improvement during
the control month achieved a measurable increase
in exercise tolerance onee oxygen was begun. View-
ing each patient as his own control, eontinuous
oxygen appeared to bring demonstrable improve-
ment in every case.

The value of continuous oxygen is further

*Reprinted from the Abstraets of the National Tuberculosis Association, November 1967.
Printed through ecooperation Nova Scotia Tuberculosis Association.
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suggested by the fact that on termination of the
hospital study all six patients experienced elinieal
and exercise tolerance deterioration at home on only
intermittent oxygen.

In general the potential for physical reha-
bilitation of these patients was related to the degree
of ventilatory impairment measured by spirometry.
Patient motivation and intercurrent illness were
other factors. Mechanical lung funetion did not
change with oxygen therapy. The effect of oxygen
apparently was simply to relieve the toxie effects of
hypoxemia and to support patients in reaching their
highest possible level of activity. This type of sup-
portive therapy can make the difference between
a bed-bound existence and full activity at and away
from home.

Effect of Therapy

Lowering of pulmonary arteriolar resistance
after a month of constant therapy is a significant
benefit demonstrated by this study. Whatever the
mechanism of decreased resistance, the importance
the patient with cor pulmonale is apparent.
of a diminished work load on the right ventricle to

Hematologic studies showed clear-cut evi-
dence of diminished red blood ecell production dur-
ing oxygen therapy. The hematologic data support
the concept that oxygen is an effective therapeutic
agent for patients with erythroeytosis secondary to
hypoxemia.

Oxygen was found to be safe and well toler-
ated as well as effective. Oxygen therapy caused
no significant alteration in arterial Peo. acutely
or chronically. Carbon dioxide retention due to
oxygen therapy is rarely seen if dosage is controlled
to maintain normal arterial Pos.

Constant use of nasal prongs was well tol-
erated by the patients. The fact that patients
can eat, sleep, and talk while receiving oxygen would
appear to make this a reasonable method of deliver-
ing continuous therapy.

The data show that relief of hypoxemia is an
important step in the rehabilitation of patients with
chronic airway obstruetion. o
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Insurance, the Physician and the Medical Society

Epwarp B. Granxtvyre, M.D.

Chairman, Commitlee on Insurance

The Medical Society of Nova Seotia has three
group insurance programs available for its members.
These are Group Life, Disability Insuranee and
Office Overhead Expense Protection. All these
plans are carried by large well known insurance
companies and some years ago achieved the mini-
mum numbers for group benefits. The relative
cost of any of these programs is low, due to the size
of the group and the fact that the Medical Society
does some of the bookkeeping. Your Insurance
Committee is surprised that there are a number of
members who do not participate in any of these pro-
grams, and feel that a brief review of each plan
would be of interest.

Group Life

This program of level term convertible insur-
anee is carried with North Ameriean Life Assurance
Company. Level term means that proteetion re-
mains constant while premiums increase with in-
ereasing age. The convertible aspect of the pro-
gram enables a member to obtain from the insuring
company regular whole life or other policies at any
time up to age 65 to almost the same amount of the
term policy without medical examination.

The main advantage of this type of poliey other
than the convertible aspeet is the high proteetion
at low rates (83.00 per $1,000.00 per yvear under 40
vears of age) for the voung physician when he needs
it most. The disadvantages of this speeific policy
are that vou ean only obtain a total amount of
$£28.000.00, and that as you get older the cost in-
ereases significantly (820.00 per $1,000.00 per vear
at age 65) until at age 75 it expires altogether. This
is a pure protection policy, not unlike the fire in-
surance on vour house, and hence has no cash or
savings value. This type of insurance should be
used only as a means of protecting your dependents
during a period when an estate of sufficient size is
being established by other means.

At present there are 245 members of the Society
insured for various amounts, totaling a volume of
over $4,000,000. The participation in this group
has been increasing rather slowly considering the
need and value of this type of coverage.

Disability Insurance Program

A physician, when disabled by acecident or ill-
ness, suffers unavoidable loss of most or all of his
income. A substitute source of income is necessary
to carry him through such a period of financial
emergency.
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A long term disability income plan carried by
Mutual of Omaha is available to all members. This
poliey will pay a maximum of $£600.00 per month
for a life-time from the 1st day of a disabling acei-
dent. Sickness benefits are payable up to five years
from the 1st day of hospitalization, or from the 16th
day of an illness at home. A sickness benefit ex-
tension rider is available so that benefits from a
disabling illness may eontinue to age 65. This rider
includes 3 months partial disability benefits for
sickness, to enable a physieian recuperating from a
coronary oecclusion, for example, to do a portion of
his usual practice and still receive some disability
benefits. The basie policy also includes a $10,000
accidental death benefit. The physician chooses
the amount of monthly benefit (up to $600.00) for
which he would like to be insured and the basic
policy costs approximately $45.00 per year per
$100.00 under age 50. The average policy cost
diminishes from $49.50 for £100.00 monthly benefit
to $223.00 for £600.00 monthly benefit (that is,
$37.17 per hundred) so there is a definite saving in
buying larger amounis. The sickness benefit ex-
tension rider may be added to this policy, at a cost
under age 50 of $4.20 per $100.00 of benefit.

There are 383 members of the Society insured
in this program and from July 1, 1966 to June 30,
1967 the insurance company paid out claims totaling

72,954.13. This is a relatively large participation
considering that many salaried physicians are pro-
tected by their employer's disability programs.
Office Overhead Expense Protection

Many physicians, when disabled, are burdened
with the additional eost of their offices, and this
program has been made available to cover this
eventuality. It is also underwritten by Mutual of
Omaha and is available in amounts from $200.00 to
2800.00.

The policy pays for rent, electrieity, heat, utili-
ties, salaries of employees, taxes, equipment de-
preciation and such other fixed expenses as are
normal and customary in the conduct and operation
of the insured’s office. Benefits are paid for as long
as 18 months, beginning after a 30 day elimination
period up to the amount for which the policy is
issued, but cannot exceed the average monthly
amount of expenses incurred during the 6 month
period prior to the disability.

Premiums are deduetible as a business expense,
and the premium cost, unlike the Group Life and the
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Disability Programs, does not in-
crease after poliey issue because of
inerease in age. The cost to a
physician joining the program who
is under 40 years of age is $20.00 per
£100.00 of monthly benefit.

There are 99 members of the So-
ciety insured in this program, and

during the 12 month period from §
July 1, 1966 to June 30, 1967 the |
insurance company paid out claims

i TABLETS
totaling £4,962.03. | to reheve pai"

Conclusion:

An outline of the various group
insurance programs negotiated by
The Medical Society of Nova Seotia
has been made in an attempt to
acquaint members with the plans
available to them. Premium rates
quoted are those in effect as of
December 30, 1967. In a short
article such as this, it will be ap-
preciated that many minor details
have been excluded but it is felt by
the Insurance Committee that the
fundamental features of the three
plans have been presented.  Any

Acetylsalicylic acid.. 3% g
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Caffeine citrate...... % ar.
Codeine phosphate.. 4 gr.
Dosage: One or two tablets as required.
(@Narcotic: telephone prescription permitted.
Contraindications : Gastro-intestinal ulceration or
ingredient sensitivity. Large doses taken for pro-
longed periods of time may induce nephrotoxicity
and cause gastro-intestinal disturbances.

member wishing further informa-

tion on any of these programs should

contact Mrs. Clahane at the Medieal
Society office in Halifax, or repre-
sentatives of the insurance ecom-
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