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GUEST EDITORIAL

Rehabilitation Medicine
Jaywant J. P. Patil,* MBBS, FRCPC

The basic principles of rehabilitation were already well formed in the days
of the father of medicine, Hippocrates. However, more recently the two World
Wars have been a major stimulus to the future development of Rehabilitation
Medicine because of hundreds of thousands of disabled people who had to be
rehabilitated as a result of war injuries. With the advances in acute care
medicine and surgery, more and more people with serious impairment have
been able to survive, creating a greater need for the services of rehabilitation.
Asaresult of this, the speciality of rehabilitation medicine has grown, not only
in the western world, but also has started to take root in the so-called
under-developed countries.

Rehabilitation services in this province were given a boost in the mid 50s by
Dr. Arthur H. Shears, and Dr. Garnet C. Colwell. In this special issue on
Rehabilitation Medicine, Dr. Shears provides a brief, historic perspective of
the development of rehabilitation in the Province of Nova Scotia, as well as in
other parts of the Western world.

In addition, in this issue, we have articles to update physicians in Nova Scotia
about the new developments in the ficld of rehabilitation. We hope that this
information will assist physicians in the care that they provide to their disabled
patients.

Iam indebted to my colleagues who have made contributions to this special
issue. I also would like to thank the Editorial Services of Dalhousie University
for its assistance.

*Assistant Professor of Medicine, Division of Physical Medicine and Rehabilitation, Department
of Medicine, Dalhousie University, Halifax, N.5.
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A Brief History of Physical Medicine and Rehabilitation

Arthur H. Shears,* MD, CM, FRCPC

Halifax, N.S.

After briefly outlining the beginning of physical medi-
cine and specific disability rehabilitation, before, during,
and immediately after World War II, and reviewing the
beginning of physical medicine and rehabilitation medi-
cine in Canada, this paper describes the development of
clinical services in Nova Scotia particularly with refer-
ence to the Nova Scotia Rehabilitation Centre. It also
outlines the development of undergraduate and gradu-
ate educational programs in this specialty. To a more
limited degree, it refers to the initiation of training
programs for other rehabilitation professions. Refer-
ence is made to the long-term intensive planning and
negotiations for the development of a modern complete
centre, which led to completion of the first phase of the
new Nova Scotia Rehabilitation Centre in 1977 and the
completion of the final phase in 1991.

Prior to World War II, medical specialists whose train-
ing and experience in impaired function and pain in the
neuromusculoskeletal systems, practised what was called
physical medicine. 1t was called physical medicine because
they used physical treatment agents consisting of various
electrotherapeutic, thermotherapeutic and therapeutic
exercise modalities in addition tosuch chemotherapeutic
agents as were then available. They commonly used
electrodiagnostic measures which were the antecedents
of modern ones.

The interests, training and experience of these special-
ists, with particular emphasis on impaired function of the
neuromusculoskeletal systems, made them the most likely
to be sought by senior surgeons in neurosurgery, ortho-
pedics, and plastic surgery during World War 1, to direct
activation or rehabilitation centres for injured soldiers,
sailors, and airmen. Before this, however, there were only
a few special places in the United Kingdom, United
States, and Canada that offered medically based and
coordinated rehabilitation to persons with major specific
impairments and disabilities such as polio, spinal cord
injury, arthritis and amputation. A few were specifically
for children, often those with very disabling conditions
such as cerebral palsy, bone growth disorders, and ampu-
tations. These were not unified. A few for the industrially
injured, had been established in some countries. These
might be operated by insurance companies, voluntary
groups, or Workers” Compensation Boards. One such

#Professor Division of Physical Medicine and Rehabilitation, Depart-
ment of Medicine, Dalhousie University and Founding Medical Direc-
tor of the Nova Scotia Rehabilitation Centre, Halifax
Correspondence: Dr, Arthur H. Shears, 5991 Spring Garden Road.,
Suite #265, Halifax, N.S. B3H 1Y6
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centre was operated by the Liberty Mutual Insurance
Company in Boston under the direction of Dr. Donald
Munroe, aneurosurgeon. He had developed a system for
the treatment and rehabilitation of persons with spinal
cord injury, This comprehensive unified approach to the
treatment of the spinal cord injured, sometime later was
often referred to as the *Munroe Doctrine”.

Averylarge Workers’ Compensation Board Rehabilita-
tion Centre was developed in Toronto which could treat
500 patients at a time, approximately one-half of whom
would be inpatients. Even before World War II, a centre
for persons with amputations was developed in West
Orange, New Jersey, for the rehabilitation of amputees
because of the inspired direction of Dr. H. Kessler. It
subsequently, became known as the Kessler Institute,
After the war a comprehensive centre, called the New
York Institute of Physical Medicine and Rehabilitation,
affiliated with New York University, was developed by Dr.
Howard Rusk. It provided a beginning and a major
stimulus to the development of other centres in North
America giving great impetus to the development of the
specialty of physical medicine and rehabilitation as well
as recognition of the need for specific rehabilitation
treatment centres, which subsequently flourished on this
continent. There were other special programs often
attached to other hospitals in the United States, but
coordinated regional centres for spinal cord injured

ersons were notdeveloped in the United States until the
early 1970s when they were established by federal man-
date and funding.

Canada was early in the development of facilities and
programs. In the mid1940s, a spinal cord rehabilitation
service was developed at Christie Street Veterans Hospi-
tal in Toronto. It was continued in its successor, the
Sunnybrook Veterans Hospital in conjunction with a
special centre known as Lyndhurst Lodge under the
direction of Dr. Albin T. Jousse. Concurrently, a similar
service was begun at Queen Mary Road Veterans Hospital
in Montreal by Dr. Gustav Gingras from which developed
The Rehabilitation Institute of Montreal. In Vancouver,
the Western Society for Rehabilitation, under the leader-
ship of Dr. G. F. Strong, established a rehabilitation
centre which became a central part of the treatment and
rehabilitation of spinal cord injured persons and later, of
persons with disabling consequences of arthritis. It be-
came a major component of the training program in
physical medicine later developed at the University of
British Columbia.

The establishment of these early centres, in conjunc-
tion with the development of physical medicine services
in major veterans hospitals in Toronto and Montreal, led
to the early development of educational programs for
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physicians in this field even before the Royal College of
Physicians and Surgeons made available certification in
this speciality in 1944. From these training programs,
gl‘adualcs spread out early to Saskatoon, Halifax, Ed-
monton, and Fredericton. Later, other programs began
in Winnipeg and Hamilton. The program at Winnipeg
was developed by a graduate of the University of Mani-
toba, Dr. H. Dubo, who had trained in the Columbia
University program in New York. British trained
physiatrists had practised physical medicine in Winnipeg
prior to this time and a number of university of Manitoba
physicians and surgeons had participated in the estab-
lishment of the Manitoba Rehabilitation Centre. The
program at McMaster and the development of services in
Hamilton were initially staffed by Canadians who had
trained at the University of Minnesota. Subsequent pro-
grams in Ottawa were begun by persons who had worked
in the McMaster system whereas those in Quebec City,
Sherbrooke, and other cities in Quebec, were initiated
and staffed by graduates of the University of Montreal
program.

Physiatry was practised in Halifax from 1954, when Dr.
G. Colwell returned from special training in Montreal
and Boston. In 1956, an organization called The Nova
Scotia Rehabilitation Council for the Rehabilitation of
Disabled Persons, was formed by representatives from
some thirty organizations. The name was subsequently
changed to the Nova Scotia Rehabilitation Council. The
first objective of the Council was to establish a Rehabili-
tation Centre and the executive was given a mandate to
seek funds and staff to develop such a centre.

While training in the specialty from 1952, I was ap-
proached by Dr. W.D. Stevenson, former head of neuro-
surgery at the Victoria General Hospital and Dalhousie
University, to return and develop the centre and the
necessary personnel and programs that would go with it.
When I returned in 1956 from training in Toronto and
Boston, the initial program was for children followed
within a few months by an outpatient program for adults.
In December of 1957, a 19-bed inpatient service for
persons with very disabling impairments from many
causes, but predominantly from spinal cord injuries, was
established. The outpatient service was very large and
served both children and adults. It, rapidly, became
larger.

Because of the physical link between the Centre and
the old Halifax Tuberculosis Hospital (later called the
Halifax Convalescent Hospital and subsequently the
Halifax Civic Hospital), and the Halifax Children’s
Hospital, there was ease of consultation, directive care,
and interchange with relationship to the children. Chil-
dren who required very major rehabilitative efforts were
usually inpatients at the Halifax Children's Hospital as
we did not have appropriate beds for them, but this link
enabled children to move back and forth daily for those
services provided by the Centre. There was an admixture
of persons with many other conditions, including the
sequelae of polio, strokes, severe arthritis, polyneuro-
pathies and multiple trauma, on a space-available basis.
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Dr. Stevenson was constantly supportive directly and
through the Rehabilitation Council from the time he
encouraged me to return until the completion of the first
phase of the new Centre at about which time he retired..

A close relationship was maintained with Dr. John
Woodbury, who was the head of rheumatology at the
Victoria General Hospital and Dalhousie, by means of
interchange of consultative and directive care for per-
sons with joint diseases in the Victoria General Hospital
and at the Rehabilitation Centre. The medical staff of the
old Halifax Children’s Hospital, in all departments, were
very supportive thus facilitating earlier consultation and
habilitation for children with severe impairments.

A relative increase in the number of beds useful for
severely impaired patients was made possible by the
establishment of beds by the City of Halifax in the same
building. This was called the Halifax Convalescent Hos-
pital and, later, the Civic Hospital. In that hospital,
patients would be under the direct care of their own
physicians and we were able to provide consultative and
directive care for their physical treatment and rehabilita-
tion. This reduced some of the pressure on the 19 beds
in the Centre itself.

In addition to my responsibilities for the direction and
development of the Nova Scotia Rehabilitation Centre,
was physician in charge of physical medicine and reha-
bilitation for the Children’s Hospital while Dr. Colwell
was physician in charge at the Victoria General Hospital
and Camp Hill Hospital. Subsequently, together we de-
veloped the service at the Halifax Infirmaryat the request
of the medical staff there. We also provided consultation
services to the other hospitals in the area including the
Canadian Forces Hospital.

Undergraduate and graduate education programs
began in 1957, the first being clinical teaching to groups
from the Department of Medicine. This was followed by
the development of a junior internship for one live-in
third year student for a full academic year in conjunction
with his other studies. This was begun in the summer of
1958, and the Residency program began with the return
of that same student in 1960. The first such student, and
subsequent Resident, was Dr. Howard Thistle. He com-
pleted his training at the University of Toronto and New
York University later, becoming a profcssnr of physical
medicine and rehabilitation at New York University and
the New York Institute of Physical Medicine and Reha-
bilitation as well as consultant in spinal cord injuries at
the large Bellevue Hospital. The continuation of the
“junior internship program” with the third year student
living in for the full year, proved to be extremely useful
in attracting students who subsequently went on in this
specialty. Two of those are currently senior members of
staff of the Centre and the L‘mu:r'ilt\ Division. Dr. J.L.
Sapp and Dr. R.L. Kirby completed their training at the
University of Alberta and the University of Washington,
respectively.

Approximately 40 physiatrists have had all or part of
their training in this Dalhousie program. The core of the
training is provided at the Rehabilitation Centre and the
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remainder in conjunction with members of the staff of
other divisions and departments in other hospitals in
Halifax. These persons have had a very high success rate
in the Royal College of Physicians and Surgeons’ exami-
nations. All of the current physiatry staff of the Division,
the Rehabilitation Hospital and the other hospitals in
Halifax had some orall of their training in this Dalhousie
program.,

In the beginning, there was a severe shortage of mem-
bers of other rehabilitation professions to participate in
physical medicine and rehabilitation programs. The most
urgent need required that we set up an on-thejob nurs-
ing training program so that nurses might be trained in
the rudiments of rehabilitation nursing. Fortunately, I
was able to attract Ms. Yvonne Piers, a native of Nova
Scotia, who was then at the Royal National Hospital for
Nervous Disease at Queen’s Square in London, England,
to come back, take a short course at Lyndhurst Lodge in
Toronto and then work with me in developing the nurs-
ing service.

There were a few physiotherapists in the Veterans
Hospital and at the Victoria General. These had come
mostly from the United Kingdom with a few from the
McGill and Toronto schools. [t was obvious that a school
for physiotherapy and occupational therapy in the re-
gion was necessary and as soon as enough clinical services
were available for the clinical training, it was recom-
mended by a committee of Dalhousie University Faculty
of Medicine, that action be taken to initiate a school of
physiotherapy and occupational therapy. It was decided
by the Atlantic Provinces Departments of Health in May
1963 that a school of physiotherapy should be initiated
and developed first because of funding limitations.

I was asked by Dr. C.B. Stewart, then Dean of Medicine
at Dalhousie, to establish, set up, and recruit staff for this
school at Dalhousie and to be the part time Director. The
school opened and began operations four months later.
I continued in this capacity on a parttime basis until
1975, at which time the school was reorganized with a
full-time Director to prepare for its necessary expansion.
Concurrently, a good deal of effort was spent in develop-
ing the groundwork for aschool of occupational therapy
but, because of the financial constraints, Governments of
the Atlantic Provinces felt they would not be able to fund
it. A school for occupational therapy was started some
years later by its present Director. In the interim, a large
department of occupational therapy was developed in
the Rehabilitation Centre by Ms. Ardythe Parker, agradu-
ate of McGill, the first occupational therapist at the
Centre. Subsequently she took training as an occupa-
tional therapy teacher at McGill to be prepared toinitiate
with me a School of Occupational Therapy if funding
became available.

The first speech therapist east of Montreal, who had
been brought previously to Dalhousie University by the
Junior League of Halifax, was transferred to the Nova
Scotia Rehabilitation Centre staff at its opening in 1956.
Ms. Marie Rudd, who had trained at Oxford University
schoolinspeech therapy, provided greatservice in speech
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therapy, butalso did many things over, above and beyond
the call of duty of her own specialty by rendering assis-
tance, of many types, to children and adultsat the Centre.
Because of the large and growing number of persons with
impairments of hearing and speech and the need for
professionally trained persons for audiologic testing and
speech therapy, it was obviously necessary to participate
in the development of a speech and hearing centre.
Once again it began as a division of the Nova Scotia
Rehabilitation Council and was located not far from the
Centre. Subsequently, the Speech and Hearing Centre
grew to be a very large organization, separately housed,
giving rise to the development of the School for Human
Communication Disorders at Dalhousie University.

Because of great difficulty in getting orthoses (braces)
in a reasonable period of time, it was necessary to work
with members of the Council in developing a “brace
shop”. Originally, the shop was housed in the power
house of the Victoria General Hospital and staffed by
only two people. The demand was heavy and long delays
for orthoses continued. Some were so long that between
measurement for and delivery of the prescribed brace, a
child would have outgrown it. After a great deal of effort,
a larger facility, also as a division of the Council, was
developed. The most suitable space that could be found
was at St. George's Church Hall in the north end of
Halifax. It was known as the Nova Scotia Brace and
Appliance Centre,

The availability of prostheses for civilians was a major
problem because no civilian source existed. It was neces-
sary therefore toarrange aliaison with the old prosthetics
department in the Camp Hill Veterans Hospital where
the only prosthetics department existed. Their mandate
of course was to provide prostheses as prescribed for
veterans, so arrangements had to be made for the provi-
sion to our civilian population. An arrangement was
worked out which required that prostheses prescribed in
our amputee clinic at the Centre, would be provided, if
the signature of the physiatrist on the prescription was
also a guarantee of payment to the Department of Veter-
ans Affairs. It was always necessary therefore, to ensure
that funding wasavailable to pay for the prosthesis before
it was prescribed. The Brace Shop and the Prosthetics
Department from Camp Hill Hospital, were integrated
into the Centre in 1977 as the Department of Orthotics
and Prosthetics.

Psychology and Social Services as a basis for social and
vocational rehabilitation was an integral part of the
Rehabilitation Centre's function from the beginning
and a significant psychosocial vocational group was de-
veloped as part of the team. Vocationally, many persons,
for a number of reasons related to their impairment,
were unable to be directly vocationally established in the
community. Because of this, and because of the need, it
was felt that a sheltered workshop was necessary. The
Council felt unable to handle another division at this
time but it was able to encourage the Junior League of
Halifax to give leadership in establishing one in the city.
This is called New Leaf Enterprises. The comprehen-
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sively staffed original centre, with its adult and pediatric
outpatient programs, its adult inpatient program, as well
as other special clinics for amputees, cerebral palsy,
pediatric, industrially injured, athletically injured, was
able to provide clinical education for persons in all such
educational programs, atleast at the undergraduate and,
often graduate levels.

For twenty-one vears, the Centre was housed in the old

Halifax Tuberculosis Hospital which later became The '

Halifax Convalescent Hospital and later the Halifax Civie
Hospital on University Avenue. Concurrent time consum-
ing daily efforts were required on the part of the Medical
Director in conjunction with members of the board of
the hospital to find a location and funding for the new,
modern, Rehabilitation Centre we envisioned. Among
board chairman over the years, four deserve special
mention for their unflagging contribution of skills and
effort to help make this possible. These are Mr. John F.
Fry; the late Robert Matheson Q.C.; Mr. Lloyd Caldwell
QC and Mr. Howard Moffatt. In addition, Dr. W.D.
Stevenson and Mr. Donald E. Curren Q.C., although
never chairman of the board both personallyand through
their roles in the Atlantic Division of the Canadian
Paraplegic Association, were towers of strength in their
supportof the (ije{“ll\ e. Thistook a period of twenty-one
vears, culminating in the partial achievement of the
modern centre in 1977 and its completion in 1991.

Throughout the Centre history, the medical staff, in
addition to operating specific rehabilitation units within
the Centre, has provided ongoing care fora large number
of outpatients. They continued to provide alarge volume
of consultative and directive services at the request of
attending physicians for persons with neuromusculo-
skeletal disorders and injuries, including soft tissue in-
jury, to patients in other hospitals and their offices.
Regional clinics were established early, initially in Cape
Breton, later in Prince Edward Island and more recently
in Yarmouth, Ahmerst and Antigonish.

The heavy duty rehabilitation principles and tech-
niques, used to assist persons with very major impair-
ments, was based on the spinal cord injury model. This
was modified for persons with stroke, polio, multiple
trauma, severe sequelae of connective tissue disorders
and congenital or developmental disorders. It is of con-
siderable interest and of importance in the development
of the Centre that as persons with major disorders from
these conditions progressed to better functional levels,
they mingled with large numbers of outpatients with
lesser impairments in the outpatient department to con-
tinue their treatment as outpatients. It was a result of this
“mingling” that some persons being treated only as
outpatients saw and learned about what rehabilitation
could do. This caused some of them to come forward and
ask if they could assist in the search and development for
anew Centre. Because of this, a number of community-
minded persons brought some valuable skills to the
Board of the Centre, thus, assisting in its further
development.
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There has been a gradual expansion of services as the
number of trained physiatrists and other rehabilitation
professionals were trained bringing special interests and
skills to the provision of services, teaching, and research.
This has led to the development of organized programs
for persons with major impairmentsand disabilities, such
as stroke, traumatic brain injury, amputations and vari-
ous pediatric disabilities, in addition to the original
spinal cord injury rehabilitation service and the general
neuromusculoskeletal service. There has been a concur-
rent expansion and development of diagnostic services
including the expansion and development of the
electrodiagnostic service from the original electro-
myography, which began in 1956, to the present fully
equipped and staffed laboratory as well as the develop-
ment of a clinical locomotor function laboratory to assist
in diagnosis and research. The availability of the large
outpatientservice had permitted smooth transition from
the hospital to home and community.

These developments have permitted concurrent ex-
pansion of the educational and training programs of
undergraduate medical students in physical medicine
and rehabilitation. They have, also, permitted the expan-
sion of research by physiatry staff and other rehabilita-
tion professionals.

Physical medicine and rehabilitation services are now
more readily and completely available throughout the
province, and to some degree, for special patients from
the rest of the Atlantic Region. OJ

Dr. Igbal R. Bata

LRCPS, MRCP, FRCP(C)

wishes to announce
the opening of his practice
in
Cadiology
and
Internal Medicine

at the
Camp Hill Medical Centre

Tel 496-3738
Fax 496-3726

#805, Gerard Hall
5303 Morris Street
Halifax, N.S.

B3] 1B6

For urgent referrals:

Tel 496-2700 - Pager 1546.
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Cognitive Remediation: Fact or Fiction

B.M. Joyce,* MD, FRCPC

Halifax, N.S.

Cognitive remediation is a challenging new technique
for systematically endeavouring to improve cognitive
functions that have been impaired by damage to the
central nervous system. This is a controversial technique
and much research remains to be done before definitive
conclusions can be drawn regarding its validity and use
for rehabilitation purposes.

Patients with traumatic brain injury are becoming
more familiar to us in our day-to-day practices. In the
U.S.A. there are an estimated 450,000 cases each year.' In
Canada, the annual incidence is approximately 10% of
the U.S. i.e. approximately 40,000 head injuries annu-
ally. A review of head injury in Nova Scotia estimated
there are approximately 520 head injuries in our prov-
ince yearly.” Advances in neurosurgical techniques have
decreased mortality in cases of severe head injury; unfor-
tunately, however, many persons who survive these inju-
ries are left with cognitive and resulting psychosocial
difficulties. It is these difficulties, rather than physical
deficits, that lead to these persons’ long-term disability
and dependence on family and social support systems,

Cognitive remediation or rehabilitation is a systematic
endeavour to improve cognitive functions that have been
impaired following damage to the central nervous sys-
tem. In the US.A. at least, it has become one of the
fastest-growing rehabilitation interventions; there are
more than 600 programs of cognitive rehabilitation in
the U.S. today, whereas barely 60 existed 10 years ago.’ As
with all rehabilitation, it attempts to restore persons to
their highest functional level. However, controversy re-
mains as to whether specific cognitive remediation is
superior to a general rehabilitation program.

In the next few paragraphs, I will review briefly some of
the background to cognitive remediation and discuss the
basic approaches.

Although the roots of cognitive remediation can be
traced back to the ancient Greeks, interest can be found
in the medical literature after World War I1, when Zangwill
advocated cognitive remediation in the rehabilitation of
head-injured soldiers.’ Subsequent to this, much of the
initial research in this field was directed toward stroke
patients.”

Luria ¢ al. outlined four basic principles which were
felt to be important in terms of the restoration of func-

*Assistant Professor, Division of Physical Medicine and Rehabilitation,
Department of Medicine, Dalhousie University, Halifax.

Correspondence: Dr. B.M. Jovee, Nova Scotia Rehabilitation Centre,
1341 Summer Street, Halifax, N.S. B3H 4K4
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tion in persons with a diffuse brain injury.® These princi-
ples, which have stood the test of time and are the basis
for many remediatio