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EDITORIAL

On page 198 of this issue will be found the first of six essays on medical
public relations which will appear consecutively in the Bulletin. These have
been commissioned by your Editorial Board so that our readers may know how
thoughtful physicians and well-informed laymen feel about the problems that
face organized medicine. You may well ask, ““Is this necessary?”” To this
question we would answer an emphatic and resounding “Yes!!!” Difficult
times are ahead for organized medicine. The spectre of state control looms
over us. Make no mistake, the individual, independent practice of medicine
as we have always known it has notjmuch longer to live; in fact is already be-
ginning to disappear. We grant that, in a very real sense, the physician is the
servant of the people. But there can be a great difference between a servant
of the people and a civil servant. Your editor has been both and he knows
whereof he speaks. While self-interest will always guide the voter’s peneil in
the ballot-box, all is not lost if 'this be enlighiened self interest. We submit,
however, that we are doomed as a professmn to live forever shackled in bureau-
cratic chains, if this self-interest is combined with an untutored, unreasoning
hatred of organized medicine by the man in the street. He it is who must be
enlightened—and it is our duty to enlighten him. We enjoin you therefore—
read these articles closely, carefully, and critically. If you disagree with what
they say, for heaven’s sake, make your, ‘dJsagreement pubhc by writing to us.
If you agree, write/to us anyhow. Let us all’ join together to rebuild in the
minds of the public the image of Medicine of which"we'have always been justly
bproud—not the poor thing that is being viciously bandied about'in the daily
Press and the popular magazines. This is the time for all men of good will to
ctome to the aid of the brotherhood. There is nothing to lose and the world
to win!

S.J.S.
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PUBLIC RELATIONS AND THE MEDICAL PROFESSION
F. A. DUNSWORTH, M.D.*
Halifaz, N. S.

The very thought of Medical Public Relations seems disturbing to the
average physician; to some it may even be associated with advertising
or other unethical procedures. It seems clear, therefore, that a series of
articles dealing with public relations and the medical profession is long over-
due.

Tuae Neep For Goop PusLic RELATIONS

This has been forced upon us by changes in communication and the
universal penetration of modern news. Medical discoveries and techniques
are now of top news value. Almost all newspapers carry several medical
columns, weekly newsmagazines have a regular section on medicine and wo-
men’s magazines use medical articles in nearly every issue. Since the public
is constantly receiving medical information from these sources, should we
not attempt to make sure such information is correct?

An even more positive approach seems indicated. We mustberealistie
enough to accept the fact that the physician is no longer viewed with awe.
In modern times he has been removed from his high pinnacle and is now often
eriticized by playwrights, authors and politicians. He is criticized for acting
“high and mighty"’, he is criticized for his high fees and income, and he is alter-
nately praised and reviled for his services. Above all, the faceless power of
“organized medicine’’ is feared and distrusted, and it is the latter picture
that I find most disturbing.

Tuae PrincipLE oF Goob Pusric RELATIONS

Careful surveys (the most recent Canadian survey was carried out by
the B.C. Division)— have confirmed that, generally speaking, one's own
physician is highly respected, but ‘‘ those doctors™ are pictured as avaricious,
monopolistic and reactionary. It seems obvious that on many topies of
public interest it must be our medical associations that should speak out.
Unfortunately, however, our medical associations seem to have neglected
one of the ecardinal principles of public relations, the principle of
establishing a posifive approach to problems so that, when it becomes neces-
sary to take an apparently negative attitude, it will nevertheless be viewed
as having a constructive aim. Two examples may illustrate this point. With-
in the past fifteen years the American Medical Association has taken a strong
stand against ‘‘socialized medicine.” It never defined what it meant to my
satisfaction nor did it elearly explain its stand to its own members---1 remem-
ber many of my American colleagues resenting the arbitrary assessment that
their state medical society exacted to pay for the organization of a ‘“‘lobby™
in Washington. The general public and the press construed that move as
being reactionary and having selfish motives.

As an example of the poor public relations that result from such a policy,
Professor Means of Harvard, writing in Pharos of Alpha Omega Alpha, quoted
Mr. Justice Frankfurter as saying, ‘“My profession is pretty bad......
but I am bound to say that I should be a little troubled if my profession lined

*Chairman, Public Relations Committee, Medical Society of Nova Scotia.
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up an advertising agency to work out its relations with the Governme
Dr. Means goes on to say that this statement referred to the episode in
during the Truman administration when” the officials of the A.M.A.
an enormous ‘‘ War Chest’” to fight what they called ‘‘Socialized Med1
and hired the advertising firm of Whitaker and Baxter to do it for
They were for the moment successful, but at the cost of adopting beha
patterns more suitable to business or politics. The point that I should
to make is that organized medicine should abide corporately by its co
ethies as assiduously as it expects its individual members to do so pe
ally. Any double standard in this regard is intolerable.”

Within the past four years The Medical Society of Nova Scotia
opposed the licensing of chiropractors in this province. If we want the
lic to believe that our reason for opposition is based on the principle that
cult is a threat to the health of Nova Scotians, we should make sure that
all times we, as individuals, and also our society, will speak in a positive ma
ner concerning general health. Otherwise our opposition to the chiropra
tors will be construed as an attempt to maintain a monopoly based on
fish motives, especially that of financial gain.

StEPs To IMmPrROVE PUBLIC RELATIONS

It is my strong conviction that the certain steps must be taken to help
maintain the practice of medicine on a high ethical and professional level.

The first is a prineiple, a principle of service to our patients, that indi-
vidually and collectively we will constantly strive to offer the highest stan I-
ard of treatment. This will mean that we must individually follow the high-
est ethical principles and expect the same from our colleagues. Blunitly, we
must discipline ourselves. The figure of§119, with respect to doctors over-
charging prepaid medical schemes should be a challenge to all physicians.
It should be required that physicians must notify their discipline or ethies
committees when they discover unethical practices in their colleagues. If
we continue to cover up “such practices, we cannot complain if some non-
medical agency starts to impose standards. '

One of the most common criticisms of the doetor by the public is that
he frequently cannot be reached. Emergencies in which this occurs are
particularly unpleasant. To the best of my knowledge there is no emergency
medical service established anywhere in Nova Scotia. Should not the lar-
ger centres at least have such a service? In the eyes of the public this is a_
matter of life and death. The difficulty in obtaining a doctor for accidents,
for transients with no personal physician, on weekends ete., creates an ex-
tremely ‘‘poor press’” for the medical profession. The establishment of an
emergency medical service should receive the highest priority in our cities
and larger towns and, perhaps as a sign of its importance in public relations,
it should be sponsored by the county societies.

Physicians need time off for rest, recreation and professional meetings
like any other group, but it is only common sense that, if they are not going
to be available, that they should have a “sign out” system to an available
colleague or to an Emergency Service.
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Or Drugs aAND DocTORS

In these days of “‘payola” or “kick-backs”, anything that suggests these
ractices in medicine should be immediately discouraged. We should not
have “favourite drug companies,” nor ‘‘favourite drug stores.” We should
do all in our power to avoid any entanglement with any advertising techni-
ques, such as prescription blanks with our names coupled with a drug, a drug
company or a druggist. Above.a.ll, our preseriptions should, whenever possi-
ple, take into account our patient’s pocket-book. Unless there are strong
reasons for a particular company’s product we should order according to the
eric name. It seems obvious too that organized medicine should strongly
publicize its opinions with respect to the large amount of money wasted on
promotion by drug companies. All of us throw away many items every week
of expensively prepared drug advertisements without even a glance. Many
companies also send unsolicited samples of their products that end up in the
waste basket.
The public identifies the price of drugs with the doctors, since it is we who
preseribe them. Anything we can do to keep these prices as low as possible
will help our public relations.

Coxnrricts BErweEN DocToRs

Friends in other professions have frequently commented that doectors
“stick together’’ and ‘‘rarely criticize each other’” but we must not rest on our
reputation, we must maintain it. It is my impression that disagreements
between doctors are based on poor communication. It is rare to have a
fundamental difference with a colleague with whom we are in contact almost
daily. The difficulties arise when the contacts are infrequent and tenuous,
for example a letter of referral, followed, at toojlong an interval, by a letter
of response. I feel that the logical answer to disagreements is face-to-face
discussion, but many disagreements should be preventable.

The consultant is placed in a difficult situation when he receives a phone
call from a patient from out of town stating, “Dr. X told me to come and see
you.”” Frequently the patient expects an appointment within the next twelve
hours, and at times it can be arranged but most consultants have committed
their time for other consultations and for teaching a week to ten days ahead.
The result is resentment by the patient, by the consultant, and frequently
by the family physician.

Fortunately this type of “‘referral” (deliberately placed in quotation
marks for obvious reasons) has almost disappeared but other forms of re-
ferrals persist, which because of insufficient * briefing,” fail to obtain the most
good for the patient. The consultant who is asked to see a patient prefers
to know the pertinent facts on which the consultation is based, and what
exactly is wanted. In many cases he wishes to know if the referring doctor
wants him to take over the case for immediate treatment if indicated or whe-
ther, for the present, he wants only an opinion.

It thus seems obvious that such a referral requires a fairly comprehensive
letter or a conversation, either directly or by telephone. The traditional con-
sultation which eonsisted in the referring physician introducing the consultant
to the patient, waiting while the patient is being examined and then, after
discussion with the consultant, giving a combined opinion to the patient or
relatives, seems impossible as we all have such busy schedules. We should,
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however, attempt to duplicate those leisurely and ethical steps as clos
possible.

There is certainly something drastically wrong in our communi
when the consultant has to ask for information from the patient that he s
have received from the referring physician, but even worse, when the r
ing physician is forced to ask the patient what the consultant’s opini
To anticipate and prevent such misunderstandings, it seems obvious
we should make more use of the modern methods of communication, as
as written referrals and reports.

There are two other unpleasant topics in intraprofessional relations
should be mentioned. The first is the resentment of the average practi
towards the ° speciah'st} who not only practices his speclalty and ch;
accordingly, but in addition accepts ‘‘self-referrals,” that is, does not rest
his practice to referrals from other physicians. To make matters we
such a physician may be carrying on a general practice in other areas of m
c¢ine than his own specialty. Though it will produce much sound and 1
in discussion, I feel that it is time that this relationship between the f
physician and the specialist should be clarified.

The second difficulty is the complaint of the general practltloner '
he rarely hears, or at least only hears after a considerable period of time,
results of investigations carried out in another centre. It is mostly for
reason that the public relations between many of the Halifax hospitals
the provineial doetors are poor. This state of affairs is serious and it n
immediate correction.

Pavysicians AND NEws MEDIA

Physicians are very uncomfortable when approached by newsgathe
agencies. Their greatest fear seems to be that of incurring the disappr
of their colleagues, and they frequently refuse to give any information
all. This is a negative approach and in the past has justifiably antagon
the news media. We ean hardly expect the newspapers to listen to our si
of any story when we have refused to cooperate with them in the past. T
important consideration seems to be ethical cooperation. A general poli
is outlined in the C.M.A. publications, “Code of Ethies” and “A Code
Cooperation.”” These publications should be in the library of every ph
cian and should be read and reread often.

Their broad prineiples are:

(1) There must be nothing that suggests self-advertising in our con-
tracts with the press or radio; it is the profession rather than the individual
physician that is exalted.

(2) To avoid any implication of self-involvement, physicians will pro-
tect themselves by first communicating with the appropriate persons in their
society before allowing themselves to be quoted by newspapers on matte e
of medical controversy. Whenever possible then, a physician should
identified as a spokesman for the group or specialty, hospital or other organi-
zation rather than for himself. |

(3) When asked to divulge details of an illness of a prominent person-
age, or of an accident, the physician must obtain consent from the patient
or responsible relative and must never permit the release of any information
before the next of kin is notified. He should give only a general picture of
any illness or accident and no medical details that are likely to be misinter-

preted.
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- In the Atlantic provinees, it is the habit not to publish the names of
attending doctors. Most newspapers will agree not to publish your name if
you so request.

There are important legal implications in many accidents and the ““Code
of Cooperation” suggests that, after previous permission has been given,
one simply releases the name, address, sex, approximate age and a very gen-
eral description of any injuries. One must always be careful not to haz-
ard any opinion on anything non-medical. In particular one should not guess
how a certain accident occurred nor mention any suicidal attempt or any
involvement of liquor or drugs.

MEDICAL SECRECY

Many physicians have become concerned about an apparent looseness
in handling medical information. It is notorious that there is too much dis-
cussion of cases in doctors’ lounges or within earshot of non-medical per-
sonnel. The problem has been made worse by the forms that we ecomplete
for many third-party agencies wherein we list diagnoses and treatments.
In many of these schemes we are not legally covered by written permission
to release information. '

It seems obvious that to hold the trust of the publie, which is by far
the greatest single pre-requisite in public relations, we must exercise care
in transmitting any confidences. . . . . ““And whatsoever I shall see and hear
in my intercourse with men, if it be what should not be published abroad,
I will never divulge, holding such things to be holy seerets....” Like the
priest, the physician is expeeted to remain silent. Thus he is trusted with
the most intimate seerets, not only medical but moral, a trust that we can
never violate if we wish to keep our good name.

In conclusion, the concept of medical public relations is here to stay.
We can no longer function as physicians responsible only to a small cirele of
patients and to our small community. The world has shrunk as the result
of modern communications, and medicine is news. We can, at one and the
same time, uphold the highest traditions of medicine, carry our profession’s
ethical concepts into our individual lives and help the larger body of medicine
fulfil the function§of raising the standards of medieal care. To perform
!Jhese functions we need the news media, and it is reasonable to suggest that
if we meet them in a codperative manner they will be more than willing to
cobperate with us.

We must improve our public relations on two levels. As individuals
we must strive to raise to the highest possible level our physician-patient
relationship. Collectively we must do all in our power to show that *‘organ-
1zed medicine” is not a faceless, reactionary, selfishly-inspired business or-
ganization but that it is motivated by a sincere and abiding interest in the
public welfare.
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The following paper is the last of three reports dealing with the geographie distrib
of multiple sclerosis. The first, The Geographic Distribution of Multiple Seclerosi
Comparison of Prevalence in Charlesion County, South Carolina, U.S.A. and H
County, Nova Scotia, Canada by Alter, M., Allison, R. S., Talbert, O. R., and K;
L. T. will be published in the first issue of World Neurology a new journal which is to a
in July, 1960. The second paper The Geographic Distribution of Multiple Seclerc
Prevalence in Charleston County, South Carolina by Alter, M., Allison, R. 8., Ts
0. R., and Kurland, L. T'. will be published in the Medical Journal of South Carolina
near future. This large study in the geography of epidemiology was a happy eollabor:
of the National Institutes of Health, Bethesda, Maryland; the Faculty of Medicine
housie University; the Medical College of South Carolina; and the hospital record di
ments and practicing physieians of Halifax County, Nova Scotia and Charleston Cou
South Carolina. Additional assistance was rendered by the Multiple Sclerosis Socis
Canada and the Canadian Paraplegiec Association. Those of our readers who wish to
the purposes and background of this study are referred to a paper which introduced
research projeet to this area. (Epidemiology in the serviee of elinical medicine. A
troduction to the epidemiological investigation of ehronie neurological disorders in
County. Godden, J. O. The Nova Scotia Medical Bulletin, July 1957, page 1).
survey in the two communities—Halifax County and Charleston County showed a 2.4 f
inecrease in prevalence in Halifax County which lies twelve hundred miles north of its “‘tw
The Editorial Board of The Nova Scotia Medical Bulletin is pleased to publish these
of international medieal cooperation. The authors, in a covering leiter, asked us to &
nowledge their debt to the practicing physicians of this area whose valuable coopera
was essential to the success of this study. (Ed.)

THE GEOGRAPHIC DISTRIBUTION OF
MULTIPLE SCLEROSIS

A Comparison of Prevalence in Charleston County, South Carolina and ‘
Halifax County, Nova Scotia

IT. Prevalence in Halifax County, Nova Scotia

By

MILTON ALTER, M.D. (1) R. S. ALLISON, M.D. (2)
O. RHETT TALBERT, M.D. (3) JOHN 0. GODDEN, M.D. (4$
LEONARD T. KURLAND, M.D., Dr. P.H. (5)

InTRODUCTION

Variation in the frequency of multiple sclerosis with a geographic factor,
such as latitude or climate, has been suggested by several epidemiologic studies

(1) Senior Assistant Surgeon, National Institute of Neurological Diseases and Blindness, Bethesda, Maryland .

(2) Senior Physician, Department of Neurology, Royal Victoria Hospital. Belfast, Northern Ireland.

(3) Chief, Division of Neurology, Medical College Hospitals, Charleston, South Carolina.

(4) Associate Professor of Preventive Medicine, Dalhousie University, Halifax, Nova Scotia.

(5) IChiief. Epidemiology Branch, National Institute of Neurological Diseases and Blindness, Bethesda, Mary- 3
and.
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{a, 2, 3). However the extent to which methodological considerations such
as difference in diagnostic criteria, medical terminology, and case finding
techniques may account for the alleged difference in frequency is not known.
It is for this reason that an epidemiologic survey of multiple sclerosis was
initiated using methods as similar as possible in two communities widely
separated geographically and with different climatie conditions but other-
wise having many factors in common. These were Halifax County, Nova
Seotia and Charleston County South Carolina, the former having a tem-
perate climate and the latter a subtropical one. This report presents the
results of the survey in Halifax County.

Table I summarizes several characteristies of Halifax County and Char-
leston County.

TABLE 1. Some CHARAcTERISTICS OF CHARLEsTON County, S. C. aAND
Havrirax County, N. S.

) Total Racial Composition | Temperature Medical Facilities
Community | Population White Negro | Mean °F Physician/ |Hosp. Bed/
1955 Jan. July | Population | Population
Ratio Ratio
Charleston 188,000 94,000 94,000 [50.9 81.5 1:810 { 1:235
Halifax 198,000 190,000 8,000 [24.0 64.7 1:905 1:188
MEeTHODS

The medical records of all hospitals and elinies in Halifax County for

the yvears 1946 through 1955 were reviewed for cases with neurological diag-
noses or neurological symptoms. One of us (MA) selected the records with
diagnoses of multiple sclerosis, primary lateral sclerosis, paraplegia, cerebel-
lar ataxia, myelitis (including encephalomyelitis and myelopathy), and re-
trobulbar (or optic) neuritis. The five “allied” diseases in addition to mul-
tiple sclerosis were included because of the possibility that diagnostic no-
menclature in the area might vary and the “allied” diagnoses might conceal
cases of multiple sclerosis.
. All practitioners in active clinical practice in the county were asked to
identify local patients whom they had seen since 1950 with suspected mul-
tiple sclerosis and the allied disorders. Replies were received from 81 per
cent of the 175 practitioners surveyed and 47 per cent (of those replying)
referred relevant cases.

Mortality data on local residents were gathered from deaths certified
as due to multiple selerosis primarily or contributed to by this disease.

Additional information was obtained from Public Health Nurses and two
voluntary agencies, the local chapter of the Multiple Sclerosis Society of
Canada and the local Paraplegia Association.

A total of 319 potential cases was collected from the above sources as
follows: private practitioners alone 13.5 per cent; hospital records alone
59 per cent; the Multiple Sclerosis Society 8.6 per cent; the Paraplegia Asso-
clation 3 per cent; death certificates 5 per cent; miscellaneous sources 1.1
per cent; the remaining 9.7 per cent were derived from more than one source
(e.g. a practitioner and hospital record).
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SELECTION OF ACCEPTABLE CASES E

1. PrevarLEnceE Day—All resident cases living on December 31, 195
were included in computing prevalence rates. Those patients who had di
before prevalence day or who had developed the first symptoms after
date were excluded.

2. ResmeENCE—Only patients who were residents of Halifax County
for at least a year prior to prevalence day were included. Patients ins
tutionalized outside of the ecounty or temporarily absent on prevalence
were also included.

3. ERRORS IN FILING OR DIAGNOsIs—After perusal of clinical notes
cases incorrectly filed or diagnosed were excluded.

After eliminating patients who were disqualified for any of the above
reasons, the provisional list was reduced from 319 to 139 cases. Of t
139 patients, 132 were personally examined.

DiagwosTIiC

There is no specific laboratory test for multiple sclerosis so that
diagnosis in living patients is dependent upon clinical characteristics.
modification of the diagnostic eriteria used by Allison and Millar (4)
formulated before any patients were examined. Three clinical catego
were established and patients were classified according to the following eri-
teria after mutual agreement among the investigators (M A, RSA, ORT).

1. EARLY PROBABLE AND LATENT MULTIPLE SCLEROsSIS: Patients we
assigned to this diagnostic group when they showed slight or no disabili
and few physical signs but had a history of remitting symptoms usually
sociated with onset of the disease, e.g. transient blindness, diplopia, verti
ataxia, and numbness or weakness in one or more limbs. If abnormal p
sical signs were absent the patient was execluded. Patients who were not
available for examination were accepted only when there was well-docun
ented proof of such symptoms and physical signs. Retrobulbar ne ;
alone was not considered as early multiple selerosis in this study. An example
of a case classified in Group 2 follows:

ED No. 309H. White male age 30 when seen in Halifax on July 3, 1958.
Except for non-focal seizures until six yvears of age, this patient was

good health. In 1953, at age 25, he complained of blurred wvision
loss of color vision. The onset was sudden. Improvement oce
after one month. A year later, he had double vision for several wee
In 1955, soreness and paresthesia, first in the feet and later in the
face, arm and leg occurred. For a little over a year he had impoten
and precipitancy of micturition. On examination in 1958 he sho
coarse horizontal nystagmus on lateral gaze and vertical nystagmus
on upward gaze. Muscle streteh reflexes and motor function were nor-
mal. Sensation was intact. He was able to earry out all of his usual
activities with no obvious disability.

Designation of an early probable and latent category is believed to se: (
a useful purpose. Such cases, because of slight or negligible disability, ,
more likely to eseape detection if the index of suspicion among practitioners
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is low. The proportion of such cases to the total number of cases identified
is a erude index of the extent to which practitioners in a community are aware
of the disease. Furthermore, it is possible that the finding of a large pro-
portion of early eases in an area may reflect the influence of a factor which
tends to arrest the progress of the disease. It might be misleading to combine
cases with few physical signs and negligible disability with more severely
affected patients having multiple signs under the same ‘probable” diagnos-
tic group. On the other hand, the ‘“‘possible’ category implies an uncer-
tainty about diagnosis which is not warranted for cases such as illustrated

above.

2. ProBaBLeE MurTipLE Screrosis: When there was no reasonable
doubt about the diagnosis, patients were classified in this group. Some
evidence of disability was invariably present, the history was usually remit-
ting rather than progressive, and on examination definite physical signs ex-
plained only on the basis of multiple lesions of the neuraxis was found. Sup-
porting evidence, such as a change in the colloidal gold curve or a negative
myelogram was required for patients in whom the history was unreliable, or
who otherwise were of “‘borderline” probability. An example follows:

HJD No. 63H. White woman, age 62 when seen on July 11, 1958. In
1917, when 21 years old, she had complained of double vision for 6 months.
In 1926 she had *“‘erying spells” for one month. Impaired vision in the
left eye began in 1935 and grew progressively worse. Since 1951, she
had noticed shaking of the arm and recurrence of double vision. TUrin-
ary symptoms also began at this time., On sudden flexion of the neck
she had felt momentary *‘shocks”. Examination in 1958 showed a gray-
ish-white right optie dise, but peripheral and central fields were full.
Slight “guttering” of small hand muscles with flattening of the thenar
and hypothenar eminences was present. The hand grips were weak.
Tendon reflexes were slightly greater in the left upper limb and there was
a spastic paraplegia with extensor plantar responses. Vibration sensi-
bility was lost below the kneé on the right and impaired on the left. Posi-
tlon sense in the toes was lost. Rapid alternating movements were poor-
ly performed at the wrists and fingers and intention tremor was pre-
sent on finger to nose test. She was unable to walk without assistance.

3. PossiBLe MuLTipLE ScLErosIs: Patients classified in this group
had some physical disability and signs indicative of central nervous system
disease which was suggestive of multiple sclerosis. The course of the disease
had usually been static or progressive and the physical signs demonstrable
did not provide sufficient evidence of multiple lesions at different levels in
the neuraxis. However, evidence for any other diagnosis which might explain
the symptoms was absent. Patients with cervical spondylosis were not ex-
cluded if the findings were otherwise suggestive of multiple sclerosis for it
has been shown that both conditions may coexist (5). The occasional patient
with a history of a positive serological test for syphilis was not necessarily
excluded unless the cerebrospinal fluid was positive while the clinical course
brogressed. Patients with a clinical picture of hereditary spastic and ataxic
baraplegia were not included unless typical features of multiple selerosis were
also present, e.g. disassociated nystagmus or uniocular retrobulbar neuritis.
Skeletal deformities, with onset in several members of the family at the same
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age, and cardiac anomalies weighed against the acceptance of some cases
An example of a ease in Group 3 follows:

BD No. 54H. Negro female age 58 when seen in July 1958. The
history included spring-summer allergic symptoms. In 1946, she be
to drag her left foot. At that time examination showed spastic a
with extensor plantar responses. Deep tendon reflexes were elicited
difficulty in the lower limbs. Sensation was intact. A myelogram
negative. Urinary bladder function was not affected. When exan
in 1958, the cranial nerves were intact, but a spastic paraplegia ¥
scissors gait was present. Tendon reflexes in the upper limbs were b
and equal bilaterally. Tone was greatly increased in the lower LHmb
The knee and ankle jerks were difficult to elicit. Extensor plantar

sponses were present. Vibration and postural joint sensibility ¥
both impaired over the lower limbs and trunk.

REesuLTs
TABLE 2. CurassiFicaTioN BY DiagNosTic CATEGORY, MULTIPLE SCLEROSIS
Survey, HaLirax County
Diagnostie Category Halifax County
No. Per Cent

Early Probable and Latent 9 14
Probable 33 52
Possible 22 34

Total 64 100

Of the patients finally considered for prevalence, 64 fulfilled the diag-
nostic criteria. The eclassification of accepted cases into three diagnostic
groups is shown in Table 2. Twenty-six of the patients were male and 38
were female. All but two were white.

ESTIMATION OF PREVALENCE RATES:

A prevalence rate is the proportion of affected individuals to the popula- |
tion at risk in a given area and at a specified time. A rate per 100,000 popula-
tion is conventionally used.

1. ToraL PREVALENCE RATE: The prevalence of multiple sclerosis in
Halifax County, based on the 64 cases is 32.4 per 100,000 population. If
“possible’” cases are excluded, the prevalence rate is 21.2 per 100,000 popula-
tion.

2. AGE SPECIFIC PREVALENCE RATE: As shown in Table 3, the rate per
decade increases until the seventh decade.
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TABLE 3. MUuULTIPLE SCLEROSIS: SPECIFIC PREVALENCE BY AGE For ToraL
PoruraTioN IN Havirax County, DECcEMBER 31, 1955

Age Estimated Number of Prevalence Rate per
Population Patients 100,000 Population

48,000 — —_

1&?9 32,000 2 6.3
20-29 34,000 6 17.6
30-39 30,000 22 73.5
40-49 23,000 15 65.5
50-59 14,000 11 78.6
60 + 17,000 8 47.1
Total 198,000 64 32.4

3. Rates BY sEx: The prevalence rate for females was 38.9 per 100,000
and 26 per 100,000 for males, or almost 1.5 female cases for every male case.

4. RaAciAL AND ETHNIC DIFFERENCES: The few negroes in Halifax County
make a prevalence rate for this group of doubtful statistical reliability. Two
negro patients were found among the 8,000 negro inhabitants. A prevalence
rate per 100,000 for the white population alone is 32.6 and that for the negro
population is 25. The difference in rates by race is well within chance varia-
tion. There was no obvious difference in prevalence rates among the various
ethnic groups which comprised the white population.

5. CLINICAL FEATURES AS RELATED TO PREVALENCE: Some clinieal in-
formation is helpful in comparing the prevalence of multiple selerosis in Hali-
fax with that reported from other areas.

The average age at onset was 31.1 years and on prevalence day was 42.5
years. The average duration of illness for the patients included in the study
was, therefore, 11.4 years. These values are essentially the same for both
probable and possible cases.

The general course of illness was remittent in 66 per cent and progres-
sive in 34 per cent. The frequency of relapse among the remittent cases was
0.25 per person-year of illness or an average of one relapse every 4 years (41
patients had 120 relapses in 487 person-years of illness experience).

The degree of disability was assessed for each patient at the time of ex-
amination and scored according to the six-degree scale devised by Hyllested
(7). The disability was mild to moderate in 32 patients (56 per cent); in
25 patients (44 per cent) the disability was more severe. There was no ap-
parent tendency of patients with the disease to settle in the Halifax area
because of its medical facilities since 73 per cent of the accepted cases were
natives of the county and 83 per cent developed their first symptoms there.

DiscussioN

Studies of the prevalence of multiple sclerosis have been carried out in
several areas having a latitude similar to that of Halifax. In Kingston,
Ontario, White and Wheelan (8) found a prevalence rate of 53 per 100,000
population. Westlund and Kurland (1) reported a prevalence rate of 40 per
100,000 in Winnipeg, Manitoba. A rate of 64 per 100,000 population was
reported based upon Mayo Clinic records for residents of Rochester, Min-
nesota (9). All of these studies used methods which were apparently similar
in that the population at risk was carefully defined and patients were sought
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in the records of all pertinent medical facilities serving that population.
spite the apparent similarities, differences in methods exist, the significa
of which is hard to estimate. Initial case finding is a reflection of more th;
effort expended since personal judgment (or prejudice) may be an impor
variable. The prevalence rate obviously depends on how the unit case
defined. Yet, seldom are diagnostic criteria sufficiently clearly defined
reports of prevalence to permit comparison between studies of different
vestigators. Variability is also introduced by differing methods of clinie
examination. Comparison of the results of different prevalence studies m
be cautious for these reasons and small differences often cannot be regarded
seriously.

It is probable that the rate suggested for Halifax County is an under:
estimate of the true rate. Patients who may have had mild symptoms bu
did not present themselves for medical advice and hence had no chance of b
diagnosed could not be ascertained in our study. Patients who left Halif:
County after developing multiple sclerosis and hence were not residents
prevalence day would not be reflected in the prevalence rate. To what ex-
tent patients known to physicians were not reported is uncertain but sin i
over 80 per cent of practitioners responded to our inquiries, the loss from 3
source is considered small. In an effort to avoid loss of cases because of vari-
ations in terminology among practitioners, five disorders other than “multiple
selerosis” were included but these “allied disorders’” contributed only two
of the cases which were finally accepted.

Previous studies (1, 2, 3, 7) purporting to show a high prevalence in north
temperate regions compared with more southerly areas have given rise to
speculation about the influence of geographie factors such as climate in the
etiology of multiple sclerosis. Hopkins and Swank (10) were unable to show
any direct correlation between onset of symptoms or exacerbation of symp-
toms and eclimatic variables except temperature change. The correlation
between prevalence of multiple sclerosis and mean temperature or degrees
north latitude seems not to pertain for areas with a mean January tempera-
ture colder than 30°F. and for areas further north than 40° North latitude.
Preliminary data (10) comparing the prevalence of multiple sclerosis in northern
and southern Japan show no signifant north-south variation. In Germany, (12)
Schaltenbrand found a band of high frequenecy of multiple sclerosis along
the Rhine River but no strict north-south differnece. Swank (13) and Presthus
(14) found relatively high prevalence rates in Southern Norway compared
with the north of this country.

In our search for cases we were impressed with the importance of metho-
logical variables such as definition of the accepted case, completeness and
accessibility of hospital records, cooperation of practitioners and attitudes
of patients toward medical care in determining the number of cases found.
Until the influence of these variables is assessed in different areas it would
be premature to attribute differences in prevalence rates between widely
separated regions solely to a geographie factor. }

SUMMARY
]

A comparative epidemiologic study of the prevalence of multiple sclero-
sis was carried out in Charleston South Carolina, a subtropiecal community
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and Halifax Nova Scotia, a community of temperate climate in order to ob-
tain further data on the geographic variation in the frequency of this disease.
Data on the Halifax survey were presented in this report.

Diagnostie criteria were formulated before any patients were seen.

After surveying hospital records for the decade 1946-1955, and phy-
sicians’ experience from 1950 to 1958, 64 cases were accepted giving a pre-
valence rate on December 31, 1955 of 32.4 per 100,000. An increasing age-
specific prevalence rate was shown up to the seventh decade. The rate for
females was almost 1.5 times greater than for males. No obvious ethnie
predilection was apparent. The average age at onset was 31.1 years. The
average duration of illness was 11.4 years from onset of symptoms to pre-
valence day among the patients reported in the survey and living on Dec-
ember 31, 1955. Of the cases personally examined, 56 per cent were consid-
ered to have no more than moderate disability. Seventy-three per cent
of the accepted cases were natives of Nova Scotia and 83 per eent had had
their first symptoms in Halifax County.

The numerous factors affecting the measurement and evaluation of
prevalence rates were discussed.
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TUBERCULOSIS — 1960*
J. E. HILTZ, M.D.**
Kentville, N. S.

It is common knowledge that death rates from tubereculosis in the so-ea
well developed countries have declined rapidly since 1947. In Nova S
in the year 1911 when our population was only about 500,000 approxin
1100 persons died of tuberculosis for a death rate of 207.6. (Table I) In 1
there were 382 tuberculosis deaths for a rate of 62.6. In 1959, preliminar
figures indicate 28 deaths in a population of 719,000 for a rate of 3.9 per 100,
population. !

This has led to considerable complacency, both professional and lay
Our health educators may well be jubilant about our progress but often
to inform us that death rates in some undeveloped countries still reach
to 500 per 100,000 population. With ease of travel and inereased movemen;
of world populations, this fact may become of very considerable importan
us personally, if we have not already been moved in spirit by the plight of
less fortunate world ecitizens.

Too often our daily papers play up our successes and do not mention ou
failures. A new case of tuberculosis which has developed in our midst m
be considered a calamity when we have available to us measures to prevent
such tragedies.

In Nova Scotia in 1957, there were reported from all sources 282 new cases
of active tuberculosis and 79 persons who suffered reactivation of previo
inactive disease. For 1958, the figures were 268 new active cases and 105
reactivations whereas preliminary figures for 1959 indicate 287 new active
cases and 136 reactivations. In other words, during the past year there were
at least 423 persons for whom it was necessary to institute treatment eith
for the first time or as a repeat performance. This compares to 373 in 1958
and 361 in 1957. (Table II)

On occasion, progress has complicated the picture. Years ago, many
persons did not survive their tuberculous disease for any great period of tim
Such people, generally speaking, now do not die but by surviving they are giv
an increased opportunity to spread their tubercle bacilli to others. Especial
is this true when treatment has been madcquate in regard to choice of drugs,
duration of drug administration or the provision of necessary auxiliary treat-
ment. Patients with their tuberculous disease in an apparently inactive state
are reactivating with increasing frequeney. Surely, our objective should be
to return a patient to health and at the same time heal his tuberculosis so
thoroughly that it remains healed for all time.

The largest single problem facing the clinician involved in tuberculosis
control is the factor of bacterial drug resistance. This is recognized as a grea:i
problem in respect to the quickly-growing bacteria such as the staphylococel,
gonococei and others. The problem is magnified many times when dealing
rit‘h a chronic disease caused by the slowly-growing mycobacterium tubercu-
osis. :
The anti-tuberculosis drugs are not bacteriocidal in vivo. They are
bacteriostatic. They operate by slowing up or preventing the multiplication

*Presented at the Annual Meeting, Nova Scotia Society of Internal Medicine, Kentville, N. S., March 4, 1960.
**Medical Superintendent, Nova Scotia Sanatorium.
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TABLE I MORTALITY FROM TUBERCULOSIS IN NOVA SCOTIA
Year Population Deaths Death Rate/100,000 pop.
(approximate) (number)
1911 500,000 1100 207.6
1946 615,000 382 62.6
1959 719,000 28* 3.9

*Preliminary figure

NLLATTINE TVOIdAW VILODS VAON HH.L

TABLE II MORBIDITY FROM TUBERCULOSIS IN NOVA SCOTIA
Year Newly Discovered Reactivations Requiring Treatment
Active Cases (new or repeat)
1957 282 79 361
1958 268 105 373
1959 287* 136* 423

*Preliminary figure

cle
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of bacteria and so allow the normal body defences to attack the baeilli dur
their most vulnerable pre-division stage.
If a single anti-tuberculous drug is given to a patient with active f
culosis, the bacteria will develop a strain resistant to that drug som
between six weeks and six months in nearly every case. 1If, two drug
given in adequate doses at the same time the second drug will contr
strains that tend to develop resistance to the first drug. In this manne
combination of two drugs adequately administered may be effective for ma
months or even years. 3
The total picture is not this simple however. Anti-microbial drugs ha
been used for the treatment of tuberculosis in humans since 1947. F
first few years, streptomycin was the only drug available. Patients ti
with this single drug soon became resistant to it. Then, in 1949, PAS
available. Those persons who were resistant to streptomycin were given |
new drug but in like manner, they soon became resistant to PAS. Shor!
afterwards, it was found that an adequate combination of both the drm
would prevent the emergence of resistance to either but this applied only
new, previously untreated cases. If the patient was already resistan
streptomyein, there was no point in giving it along with the PAS as resistan
to PAS developed just as quickly as if the drug were given alone. In
words, streptomyein in such a case was useless and PAS soon became ineffee v
Human frailty also entered the picture. Those persons previously u
treated with drugs and for whom a combination of streptomyecin, and PA
should have been adequate required PAS in high dosage. This means th
swallowing of 24 to 32 large pills a day, every day for a year or more. P#£
has a tendency to upset the gastrointestinal tract and so many patients di
continued this drug secretly reverting to streptomyecin alone and their infe
tions soon became resistant. When this omission was discovered and the
were urged to resume PAS, they quickly developed resistance to this drug a
well.
Patients take their drugs better in a sanatorium or tuberculosis hospita
than they do at home where they are different from the other household me
ers and because there is no established routine for the taking of medicafi
Dixon! and others in 1957 summarized the literature and deseribed an inve
gation in which a single urine test for PAS was done on out-patients receiving
treatment at home.WThey found that 50 per cent had not taken their P.
on the day of the test. Wynn-Williams'Yand” Arras in one year tested 90
urines for PAS on 153 out-patients. Of these, 49 per cent showed nega
testis. In other words, these persons were not taking their drug conscienti:
ously. ,
In 1952, Isoniazid became available and is our best anti-microbial agent
in the treatment of tuberculosis. Here again the problem of the emergence 0
drug resistance exists but there is evidence that this drug still exerts some good
although limited, effect upon tuberculous disease even in the presence of labor=
atory evidence of drug resistance.
When a patient is admitted to the Nova Scotia Sanatorium for treatment,
a number of factors must be considered:

1) Has this patient received drug treatment previously? Is it possible that
he is already resistant to one or more of the usual treatment drugs, strep-
tomyein, PAS or INH?
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9) Has the patient, who has never been treated previously, possibly econ-
tracted his tuberculosis from some patient who had been treated with drugs?
If so, are the tubercle bacilli now partially or wholly resistant to one or all
of the drugs? Recently, two children were admitted to the Sanatorium.
They had never received treatment before but the tubercle bacilli of one
were completely resistant to PAS and INH and only very slightly sensi-
tive to streptomyein. The bacilli of the other child showed only slight
sensitivity to streptomyein and INH and moderate sensitivity to PAS.
The mother had refused sanatorium admission and had been treated with
all three drugs at home. She is now in Sanatorium but it is too late as
far as her children are concerned and also too late for the protection of a
school girl next door who has also been admitted infected with resistant
tubercle bacilli. These are not isolated instances. Many of our cases
are admitted or readmitted with drug resistant tubercle bacilli.

3) It requires up to four months to determine whether or not a patient’s
bacilli are resistant and so some adequate routine must be instituted at the
beginning of treatment which can be safely modified later on if it is neces-
sarv. Knowing that patients on admission are more likely to be resistant
to one drug than to all three, our policy now is to start all new admissions
and readmissions on three drugs routinely in the hope that there will be a
combination of some two that will work effectively to prevent the emer-
gence of further drug resistance.

I't has been established that daily streptomyein in ecombination with other
drugs is more effective than streptomycin two or three times a week. This
drug, therefore, is now given daily to all patients under forty years of age and
to all patients with marked constitutional symptoms. Patients over forty
are most likely to develop hearing or vestibular complications and so they are
given the drug twice a week unless the extent of their tuberculous disease
warrants risking the auditory complications.

On admission or readmission, therefore, the average patient will receive
daily one gram of streptomyecin sulphate as a single dose, 16 grams of Sodium
PAS and 300 milligrams of Isoniazid. PAS and INH are given in four divided
doses with meals and with a bedtime snack.

If, after four months, the patient is found to be sensitive to all three drugs,
either PAS or Streptomyecin may be eliminated but not INH which is our best
anti-mierobial drug.

If testing shows that the bacilli are resistant to two or more of the com-
monly used three drugs, then some other drug ecombination must be used.
At the Nova Scotia Sanatorium, Cyecloserine, one half gram per day, and
Pyrizinamide, one and half grams per day, are most frequently substituted.
Tetracyecline, 2 grams per day, Viomyein, one gram per day, or Kanamyein,
2 grams per day twice weekly, may be used but are relatively ineffective.

Unfortunately, drug resistance is not the only problem encountered in
broviding anti-mierobial therapy. Drug intolerance is a fairly frequent
occurrence. In particular, pyrizinamide and kanamycin are dangerous drugs
requiring close supervision of the patient, the former because of hepatitis
which may be fatal and the latter because of deafness which may be insidious
and permanent. Cycloserine may cause neurotoxic manifestations, including
convulsions. Any of the drugs may cause serious skin rashes necessitating
their discontinuance. Severe exfoliative dermatitis has developed in some
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cases, especially with the use of streptomyecin or PAS. Prolonged treatmen
with dihydrostreptomycin may also cause deafness so this drug is used eauti
ously and only when streptomyecin cannot be tolerated.

Treatment for pulmonary tuberculosis must be by a suitable combinatio:
of drugs, it must be uninterrupted, and it must be continued for a minimum of
one year but preferably eighteen months. In the more serious cases, anti:
microbial therapy may be required, in various suitable combinations as indi-
cated by drug resistance testings, for periods of two, four or even more years.

In all ecases, treatment should be started in a tuberculosis hospital o1
sanatorium and continued there until the sputum is repeatedly negative om
culture and the lesion from an X-ray point of view appears stabilized and es
sentially healed. This is for the protection of contacts in the home and e
where. The patient may then be returned home on drug therapy for the fi
three, six, twelve months or longer in order to consolidate gains made while
hospital and prevent future possible relapse.

Thoracie surgery is required less frequently for tuberculosis than in the
past. This is because medical treatment, if carried out conscientiously for a
sufficient period of time, ecan bring about much better results than was the
case before the era of chemotherapy. Pulmonary resections are still needed
to remove significant residual areas of easeous tuberculous disease which may
lead to eventual reactivation, or to remove tuberculous cavities or tubereulous
bronchiectasis which persists in secreting tubercle bacilli. Such surgery must
not be undertaken until medical treatment has stabilized the tuberculous
disease and rendered the sputum negative, if possible. Resectional surgery in
the presence of positive sputum carries with it a greater risk of complications
than when the sputum is negative. This fact has been demonstrated by many
authors®#4

Treatment by artificial pneumothorax is used not at all and artificial
pneumoperitoneum only infrequently in this modern age. The occasional
primary thoracoplasty or extrapleural pack operation may be indicated but,
whenever possible, it is preferable to remove as nearly as possible the offending
disease rather than leave it within the body to heal slowly or become a sub-
sequent source of danger. )

In the days before streptomyein and the other newer drugs, patients
derived great benefit from bed rest. Indeed, many persons with advanced
tuberculous disease was able to recover completely by means of the consei-
entious application of bed rest over a prolonged period of time, relaxing the
stringency of the regimen as clinical improvement oceurred. As it was effi-
cacious in those days, it is still of great value. Indeed, many of our patients
who, after four months laboratory investigation, are found to be drug resistant
have, of necessity, been relying mainly upon bed rest to bring about healing
of their disease.

By bed rest is meant lying flat in bed for the entire twenty-four hours of
the day while the patient is febrile or when other evidence of active disease is
present. As soon as possible, bathroom privileges are gradually permitted.
Indeed, only a very few ill patients are denied bathroom privileges at least
once a day even from the beginning of treatment.

Treatment by bed rest acts in a number of ways. Lying flat in bed in-
creases the blood supply to the apical and posterior portions of the lungs
which are most often affected by tuberculosis. In addition, staying quietly
in bed diminishes the depth and frequency of respiration compared to standing
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or walking. Physical activity increases the metabolie requirements and con-
comitantly the rate and depth of respiration needed to meet the inereased
oxygen demand of the musculature of the body as a whole. The interior of
the lung is under elastic tension at all times. The deeper and more frequent
the respirations the more frequent and greater the alternate stress and relax-
ation upon areas of lung trying to heal. Though this stress may be slight in
degree, it oceurs 25,000 times each day and is an important work factor for
the portion of the lung which is attempting to heal.

Indeed, Alvin Barach® in 1949 reported the use of his barospirator which
effected complete immobilization of thoracic struetures. The therapeutic
effect was gratifying but the apparatus was costly, supervision was compli-
cated and the patient resisted immobility comparable to that in an iron lung.
This approach does exemplify the value of bed rest, however.

Dillwyn Thomas® in 1950 demonstrated the value of postural retention.
This method of treatment required patients to be postured with the affected
side down for long perinds of time, frequently in a plaster cast. In many cases,
cavities appeared to meltYaway in days or weeks, in others there was steady
progress over many months. The procedure worked by providing hyper-
aemia to the affected side and also providing it with added rest.

At the Nova Scotia Sanatorium we never gave up our use of bed rest
treatment to augment drug therapy and necessary surgical procedures. With
the increasing complexity of the situation in respect to drug resistant baeilli,
we have been at least providing this aceepted and effective form of treatment
to all patients whether their drug therapy was effective or not.

Tuberculosis is a public health problem which manifests itself as an ill-
ness of selected individuals within the ecommunity. To consider and treat the
individuals and neglect the community as a whole would be analagous to
treating a diabetic uleer and neglecting the diabetes.

To treat a patient with infectious or active tuberculosis at home is to neg-
}ect to protect or treat the community. Community and home contacts so
infected may not develop elinical or demonstrable tuberculous disease for one,
two or even fifteen years. If they had not been so exposed, however, they
would never have developed it.

A positive tubereulin reaction is the first indication of tuberculous infec-
tion in most instances. Therefore, every recent converter from a negative to
positive tuberculin reaction should be treated. This should be done at home
if there is no other evidence of clinical tuberculous disease. Also, every child
under five years of age even without demonstrable tuberculosis other than a
positive tuberculin reaction should be treated with INH for one year. This
“;iln prevent the development of elinical tuberculosis at a later date in almost
all.

Known contact of a child with a positive tuberculin reaction should be
tuberculin tested and given an X-ray examination if tuberculin positive in
order to find the source case and bring it under treatment. This is an excellent
case finding method.

The very best means of detecting new cases is the periodic (at least year-
ly) examination of all contacts of a known case of the disease. The second
most produetive source is the regular examination of all known positive tu-
berculin reactors. There are about 200,000 in Nova Scotia. The third most
broductive and probably the most accessible and most easily surveyed group
1s made up of patients entering hospital. In 1959, this source yielded 67 new
ac.tive cases of the disease in this Provinece. Many of these people were ad-
mitted to a general hospital for the treatment of some non-pulmonary condition.
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If their tuberculosis had not been discovered on their way into hospi:
and had they not been placed oninfectious precautions they would havep
ed a very great health hazard to other patients and especially to nursing
looking after them. Another good source of new cases is the group of pe
who visit doctors’ offices because they do not feel well. Perhaps tuberey
is the cause of their complaints or perhaps it is just a contributing cause,
tuberculin test and /or a echest X-ray examination for all such persons isaw
while undertaking. The earlier in the development of tuberculosis the
dition is found, the more effective treatment will be and the greater the
tection afforded to the community. '

B.C.G. vaccination provides about 85 per cent protection against dey
ment of tuberculosis. It should be reserved for those persons such as stude
and interns who have an oeccupational or environmental exposure to tulk
bacilli in appreciable numbers. Mass vaccination of the whole tubereu
negative population in a relatively low incidence area such as Nova Seco
futile and unwarranted. There would be approximately 500,000 persons 1
would be eligible for such vaeccination, Once vaceinated they would then
the use of the tuberculin test as a valuable differential diagnostic aid if a
them should develop an undiagnosed chest lesion. Also, once vaccinated,
group would require chest X-ray examinations yearly to detect devel
disease. The size of such a program would be prohibitive.

SUMMARY

The control of tuberculosis is a community problem of which the treatm
of a patient is an important part. Treatment earried out in a tubereul
hospital protects the community at the time and also in the future.
therapy must be continuous and prolonged and the proper choice of d
administered in eombination depends upon careful laboratory evaluation
respect to drug resistance. The older valuable drugs, such as Streptomy
PAS and INH, are becoming less useful for many patients for whom the ne
more dangerous drugs must be administered in conjunction with bed
treatment and chest surgery where indicated. Mass vacecination with B.C
vaccine is not the answer to tuberculosis control in Nova Scotia. Our en-
deavours must be directed toward finding new cases before they can spres
their disease to others and in time to allow optimal response to treatment.
The postponement of death may mean the increased dissemination of tubercu-
lous disease. In Nova Scotia, at least, the numbers of patients requiring
treatment have been increasing rather than diminishing over the last few years.

True control is within our grasp if we do not let it slip through our fingers.
If new cases are not found quickly, isolated and treated long enough with the
correct drugs in the right dosage, we may soon be faced with a generation of
patients whose disease no longer responds to our present therapy. This
present therapy if properly applied, could eliminate tuberculosis from our
Provinee in the lifetime of some of us.
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Discussion

J. 0. Goppen: Lowe in Britain, 1956, in a study of smking habits of patients in sani-
toria and in out-patient departments estimated that 70 per cent of relapses of pulmon-
ary tuberculosis in men and 30 per cent in women were related to the habit of cigarette
smoking. I have two questions. Have you done any studies in your institution on
smoking as a factor in the breakdown of quiescent tuberculosis? What do you do about
smoking among your sanitoria patients?

Hivrz: No, we have not done any studies on the contribution of smoking to relapses
in pulmonary tuberculosis. The seecond problem is complex. At the Sanatorium,
we do not say to a patient ‘‘you are not allowed to smoke,” but we do say ‘It would be
to your advantage if you did not smoke.” It is then up to the adult patient to take or
reject our advice. If anyone had the time to study our provincial reactivations from
the point of view of their smoking habits we should be very happy to eo-operate with
them but I fear that a clear-cut answer could not be obtained. Indeed, if smoking
does contribute to relapse in tuberculosis, it is only one, and perhaps a minor one, of a
number of faetors that are involved. However, when trying to overcome any disease
it is well to try to eliminate all econditions, great or small, which may retard recovery
or help cause relapse.

. J. E. BETHUNE: You mention that treatment of tuberculosis must always be by a

combination of drugs and yet you recommend isoniazid alone for tuberculin eonverters.
How do you reconcile this apparent discrepancy?

. Hizrz: It has been demonstrated by a number of studies involving many hundreds

and thousands of persons whose tuberculin reaction has converted from negative to
pusitive that it is safe and adequate to treat them with isoniazid alone in the absence
of a demonstrable tuberculous lesion. Onece such a lesion is discovered, the converter
becomes a clinical case and should be treated by means of combined therapy.

. C.J. W. Beckwrra: Our experience with tuberculin converters in Hal.fax schools is

that an appreciable number revert to negzative tuberculin status within one year wheth-
er or not they had received preventive i1soniazid therapy at the time tubereulin con-
version had been identified. It is my belief that infants with a positive tuberculin
reaction must have isoniazid therapy, even though examination diseloses no indieation
of “disease,” and the same approach is justified in the pre school group. However,
tuberculin converters in children of school age and adolescents (5 - 20 years) who show
no indieation of “disease’” 1 think might be kept advantageously under observation
particularly with reference to tuberculin status, for a few months, rather than placing
them routinely on isoniazid as preventive therapy. The same would apply to adults.
I must also remark that these observations on the stability or instability of tuberculin
existing are so recent and the numbers involved so few, that no eonelusions have been
possible. Investigation is continuing.

. Hivrz: Dr. Beeckwith may well be right. Time alone will tell, but personally I favour

treating any recent converter in the hope of preventing subsequent development of
overt tuberculous disease either of the lung or elsewhere in the body due to a “silent”
blood stream spread of tuberele baeilli.

. D. R. S. HoweLL: In the case you quote of the patient who refused treatment and

subsequently infected others, ecould this situation not have been prevented by means of
Publiec Health Legislation and Court aetion.

. Hivrz: Yes, indeed, but unfortunately, the situation may be extremely difficult from

the point of view of the Direetor of the Health Unit who must lay charges. Sometimes,
vou lose more than you gain when you take some step that greatly antagonizes a seg-
ment of the publie. In this case, the administrative problem was a very difficult one.
Dr. Holden has just whispered to me that I am forgetting to mention another vietim
of this patient, a five-year old child of the cleaning woman who came into the house-
hold to be with his mother. This boy has been at the Sanatorium for the past vear.
Truly, legislation has its place in tuberculosis econtrol but edueation is better. The
former should be invoked only when the latter fails. In this case, probably too much
was expected of edueation and legislation should have been utilized long before to bring
the patient to the Sanatorium.

- C. J. W. BEckwiTH: I cannot subseribe to Dr. Hiltz’ statement that mass B.C.G.

vaceination does not have a place in our Nova Scotia Tuberculosis Control Programme.
In the City of Halifax we have been conducting a very worthwhile programme of
tuberculin testing and B.C.G. vaccination of negative reacting Grade IX students.
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Dr. Hivrz: Dr. Beckwith and Dr. C. B. Stewart, who are sponsoring this progrs
to be congratulated for their very fine work. Its merit, however, to my way
ing, lies in the fact that it is a large controlled study which may well provide
needed additional knowledge regarding this vaccine. Information presently &
would indicate the correctness of my statement that a mass vaccination prog
Nova Scotia is unwarranted. I am quite prepared to be shown otherwise, ho
if this or any other series of well-conducted studies can provide proof to the e

Dr. 8. J. SuaxE: Perhaps, due to the developing complexity of the situation ea
the emergence of drug resistant baeilli in increasinF numbers, the question of
vaccination may once again take on added significance. This situation is ra
assuming more importance because of our failure to discover a really effective, re
non-toxie anti-microbial agent sinee isoniazid. !

SysteEmIic Lupus EryTHEMATOSUS AND HyPERTENSION WiTHOUT REN,
InsurrFiciENCY. Sutnick, A. I., et al. Ann. Int. Med., 52: 849, (Apr.)

This paper reports two patients with systemic lupus erythematosus
presented a clinical picture of severe arterial hypertension without marke
impairment of renal function. Both failed to respond to energetic antih,
tensive therapy, which in one patient included subtotal adrenalectomy
subdiaphragmatic sympathectomy. The clinical course of these patients su;
gested a collagen disease. At necropsy, lesions compatible with lupus eryth
matosus were found in the heart and kidneys. These observations suggested
that one should consider the possibility of disseminated lupus, among othe
etiologie factors in patients with “‘essential” hypertension. :

S.J.8S.

OcuLar Finpings 18 Cysric Fisrosis oF THE PANCREAS. Bruce, G. \
Denning, C. R., Spalter, H. F. A.M.A. Arch. Ophthal., Vol. 63, No. 3:
391-401, (March) 1960.

Abnormal ophthalmoscopic lesions were observed in 24 cases of cystie
fibrosis of the pancreas with moderate to severe pulmonary involvement.
Changes observed were: papilledema, venous distention and tortuosity,
retinal hemorrhages, and cystic changes in the macula. The majority of the
patients showed both venous engorgement and increased tortuosity of the
retinal vessels, though in some instances a single abnormality was present.
In less than half the group, retinal hemorrhages were also a part of the picture.
Maecular changes were found in 2 patients. It would seem that these abnor-
malities may occur independently and need not be associated one with another.
Investigation into the etiology of the abnormal eye findings in this group of
children has thus far disclosed only two constant relevant factors: the presence
of moderate to severe pulmonary disease, and elevation of the gamma globulin
levels in the serum and cerebrospinal fluid. The immediate etiologic and
prognostic significance of these findings is being investigated further.

J.H.Q.



'|H'a!-y For obby Horses

THE ENCIRCLED PHYSICIAN

It may keep the practitioner out of the elutches of the arch enemy of his profes-
sional independence—the pernicious literature of our camp-followers, a literature
inereasing in bulk, in meretricious attractiveness, and in impudent audacity. To
modern pharmaey we owe much, and to pharmaceutical methods we shall owe much
more in the future, but the profe:,bmn has no more insidious foe than the large
borderland pharmaceutical houses. No longer an honoured messmate, pharmaey
in this form threatens to become a huge parasite, eating the vitals of the body
medical. We all know only too well the bastard literature which floods the mail,
every page of which illustrates the truth of the axiom, the greater the ignorance the
greater the dogmatism. Much of it is advertisements of nostrums foisted on the
profession by men who trade on the innocent credulity of the regular physician,
quite as much as any quack preys on the gullible public. Even the most respect-
able houses are not free from this sin of arrogance and of ignorant dogmatism in
their literature. A still more dangerous enemy to the mental virility of the general
practitioner, is the “drummer” of the drug house. While many of them are good,
sensible fellows, there are others, voluble as Cassio, impudent as Autolycus, and
senseless as Caliban, who will tell you glibly of the virtues of extract of the coceygeal
gland in promoting pineal metabolism, and are ready to express the most emphatic
opinions on questions about which the greatest masters of our art are doubtful.
No eclass of men with which we have to deal illustrates more fully that greatest of
ignoranee—the ignorance which is the conceit that a man knows what he does not
know; but the enthralment of the praectitioner by the manufacturing chemist and
the revival of a pseudoscientific polypharmacy are ... (steadily increasing).

WirLLiam OsLER
An address before the Canadian Medical Association, Montreal, 1902.

In the May 28th issue of the Saturday Review, John Lear wrote an edi-
torial of the above title which ends with the following paragraph: **Too many
physicians still fail to grasp that they are the ones who have been put on trial
by the drug makers tactics. At every important turn of the Senate hearings,
testimony shows responsibility for the practical affects of misleading drug
promotion being shifted by the exploiters to the doctors they exploit.”” Every
physician has become increasingly aware that his co-operation is vital to the
success of one of the largest of modern industries, that of drug manufacture.
He knows that big business judges itself by other standards than those of
public service, indeed he would be naive to expect a business to do otherwise.
The executive in the drug industry may pride himself that his company is
“ethical’—that is that the company advertises its products through profes-
sional journals only, conveys these products to the patient only on preserip-
tion by his personal physician and supports a large research laboratory with
physicians and other scientists who work to ensure the purity and safety of
the company’s products.

However, there is ample evidence that the tremendous pressures operat-
ing within a highly competitive industry far outweigh the restraints, unnatural
to commerce, that are demanded by a completely objective evaluation of new
drugs. Compare in your own minds the atmosphere of research and evalu-
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ation in an independent establishment such as Connaught Laboratories w
that in a ecommerecial pharmaceutical house. John Lear has done the me
profession a real service in pointing out instances in which a major drug
has falsified eclinical results to support an advertising blitz. Follow
revelation in September 1959, the medical director of the manufact
volved resigned in protest when it became clear that the needs of the
department outweighted the objections of the medical staff. It is not v
the scope of this column to undertake a thorough examination of this dif}
and complex field. I can only raise a number of points,with you with tk
option of returning to them at a later date. i

As Dr. K. J. R. Wightman said in his valuable paper before the
College of Physicians, speaking on The Era of Rational Therapeuties:
present situation in medicine is comparable to the position occupied by surger
three or four decades ago. We have before us numerous therapeutic agen
and methods and by trial and error are trymg to choose the most rehabl& C
them. Our present use of drug therapy is not'in any sense rational becaus
there is no rehable way of evaluating a new drug without extensive trial o
human beings.”” In short the evaluation of new drugs is a “‘by guess and b
God”’ business at best. Even after the most elaborate experimental evalu
ation many drugs only reveal their ultimate toxicities after a period of pre
longed use in a clinical setting. Machinery for cautious and impartial tria
under controlled conditions by those who have nothing to lose if the drug fi
has been provided in the past by eclinicians and other workers in uni
sity medical eenters and large clinics. These agencies have been over-wheln
long ago by the flood of new products and only a minority of new drugs get
an independent eritical evaluation before they are released to the publie.

Like young hopefuls flocking to Hollywood for a career in the movies,
only a small percentage of new drugs will survive for any length of tlm
Only a few of the survivors are actually new products and add anything to
physician’s ability to deal with human disease. The chief stimulus for 90¢
of the new drugs that appear on the market is not clinical need but a respo
to the pressure of economic competition, a response to the incessent dem
for novelty which will provide a temporary advantage in the market pla
The senior medical student should have it driven home to him that of es
new class of drugs, i.e., antihistaminie, muscle relaxant or tra.nqmlhzer,
but a few will dlsappea.r within a year or so, that of agents within a given class
all are similar in action and are likely to differ very little except in cost and,
except in an occasional case, most are not likely to give better results than the
old standbys of clinical therapeutics. Armed with this approach, the young
physieian should use one agent in each group long enough to discover on the
strength of his own experience whether or not the new agent has worth-
while advantage over older methods of treatment. After the physician has
used Panacea-Plusat40c a tablet for a few weeks he may come to the conclusion
that phenobarbital at 2¢ a dose does much the same thing for his patient. In
time he will be proof against much of the slick propaganda that flows in an
unending stream aecross his desk.

Tremendous changes have taken place in the drug industry since the end
of the World War II. Many of the big chemical companies have bought out
older pharmaceutical houses and have expanded and developed them in the
last few years. The practicing physician stands as a bottleneck in this ex-
pansion. He obtrudes himself between the producer and the consumer and
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_mulishly insists upon deciding what the consumer should and should not have.
~ The big drug houses have reacted to this in a practical way. *‘The overworked
doctor does not have time to keep up with the tremendous advances in phar-
macology. However he can depend on us to help him choose those products
that will benefit his patients. Our detail men, our scientifie reports (fed in a
direct stream from the desk of our medical director and advertising manager
to his desk) and our advertisements in journals are all a part of modern medi-
eal education. (One enterprising firm now invites physicians in Eastern
Canada to call collect to members of their medical, technical or laboratory
departments for medico-pharmaceutical information to “fill a gap in existing
drug house service”.) The ethical drug manufacturer is proud to be a tried
and true partner of the valiant publie-spirited physician.” There is some
truth in this claim of partnership but we must keep a close eye on our ambitious
partner particularly when he is so eager to do our thinking for us and involves
us in his quarrels in the market place.

It is a sobering fact that the physician himself is responsible for much
that is offensive and wasteful in modern drug advertising. Repeated studies
by consumer research groups has shown that saturation advertising direct to
the physician’s desk is the best way to increase the sale of a given produect in
the drug stores of a community. The sales manager of a drug house agrees
at once that direct advertising is wasteful but he insists that it is the way that
works best. The physician has shown that he will respond to bright, mere-
tricious (if not mendacious) and expensive medical advertising. Until he
ceases to respond to this type of advertising which makes up 309, of the sales
dollar it will eontinue.

I had the faets of life put to me bluntly by a friend of 25 years standing
who is now head of his own pharmaceutical house. He began with the assump-
tion that all he had to do was to produce new products that were a proven
addition to the physician’s armamentarium at a reasonable price, let the
physician know that these agents were available and all would be well. He
found to his dismay that his produets, although they were almost without
competition and better and less expensive than the few competing lines that
were being imported from abroad, were not being preseribed by the physician.
In short, he was gradually brought to face the fact that although competitive
advertising increased the price of his produets to the patient by a marked
degree he was forced to conduet the same type of advertising campaign as his
wealthy and powerful competitors. He said with justified asperity that if
doctors would resist this sort of approach the drug industry would be relieved
of a wasteful burden and those drug manufacturers who were genuinely in-
terested in producing needed products at a reasonable cost would have an
advantage. As it now stands the truly ethieal drug manufacturer is at a
marked disadvantage.

A prineiple that has guarded British political life demands that any man
assuming cabinet rank divest himself of all appointments or holdings that
would raise the slightest suspicion of conflict of interest. Lear asks a poten-
tially embarrassing question in his editorial after commenting on the action of
officers of ecertain state medical societies in rallying to the aid of a drug house
under serutiny by the U.S. Senate Sub-Committee on antitrust and monopoly.
“What percentage of the operating budgets of the (state) medical societies is
paid by drug houses?”” How much are we influenced by the endless offers of
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co-operation from our ‘partners in the miracle of modern mediei
assume that a physician remains free no matter what favors he acce
physician is annoyed and offended when his patients imagine that
sponsible, in some way, for the cost of drugs. As a profession we have
concerned ourselves about what our self-appointed partner does in his e
the shop. Is it time we did?

Yours, for rational therapeuties,

BROTHER TIMOTHY.

PrEscaLENE FaT Pap Bioesy. Higgins, G. A., and Brownlee,
J. Thor. Cardiov. Surg., 38: 402, Sept., 1959.
The diagnostic and prognostic significance of prescalene fat pad bio
was determined in this study of 362 patients in whom this procedure ¥
performed during a 5-year period. The series included 138 patients from
university hospital and 224 patients from a veterans’ hospital. A compa
son of the two series as well as a study of the entire group was made.
Of the 362 biopsies, 98 (279,) were positive, 68 (199,) for carcinoma ai
30 (89,) for diseases other than carcinoma. Of 208 patients whose fi
diagnosis was bronchogenic carcinoma, 68 (329,) had a positive pres
fat pad biopsy. Of 68 patients having a histologic diagnosis of carein
50 (739) had clinically palpable nodes, while 18 (279,) had nonpalp
nodes. Of 142 patients in whom the final diagnosis was bronchogenic
cinoma and who had non-palpable nodes on clinical examination, 18 (12!
were positive on histologic examination.
Prescalene fat pad biopsy appears to be a simple, efficient and rea
ably accurate procedure in the diagnosis of bronchogenic carcinoma and other
pulmonary diseases.
S.J.S.

GoIrTER AND MyYxEpEMA DUE TO IODIDE ADMINISTRATION. Burrows,
B., Niden, H., and Bareclay, W. R., Ann. Int. Med., 52: 858, (Apr.) 1960.

In this paper are presented 4 cases of thyroid disturbance due to potassium
iodide administration. All revealed evidence of myxedema and 3 developed
clinically discernible goiter. Failure to recognize the nature of the syndrome
may lead to inappropriate and even dangerous therapeutic measures. It is
believed that iodide-induced thyroid disease is more common than is generally
appreciated, and that increasing awareness of the syndrome will lead to re-
cognition of additional cases.

S.J.S.



THE PRECANCEROSES
HOWARD I. GOLDBERG, M.D.
Halifazx, N. S.

The concept of precancerosis is based on statistical data and describes
lesions and changes which do not yet fulfil all the eriteria of malignancy but
which eventually become truly malignant in a relatively high percentage
of instances. One may classify the precanceroses as obligatory, i.e., where
I malignancy is inevitable, and non-obligatory, where a small percentage of
Jesions become malignant. Table I lists some of the precanceroses under
these headings.
Table I
MALIGNANCY IN PRECANCEROSES

Obligatory Non-obligatory
Paget’s disease of the nipple. 1. Senile Keratosis.
Bowen's disease. 2. Cutaneous horn.
Erythroplasia. 3. Radiodermatitis.
Xeroderma Pigmentosum. 4. Arsenical keratoses.
5. Leukoplakia.
6. Kraurosis vulvae.
7. Chronie ulcerations.
8. Seborrheic keratoses.

P b

Since the main purpose of this article is to emphasize the common pre-
canceroses, a group of lesions known as keratoses, or keratomas should be
discussed in detail. This group ean be divided into two types, and their
clinical charaecteristies are listed in Table 11, as a differential diagnosis.

Table II
DirrFErRENTIAL DraeNosis oF KERATOSES
Seborrheic Keratoses Senile Keratoses
1. greasy, yvellowish. 1. brown, darker, dry,
2. not very raised, but older raised.
lesions ean be very raised. 2. hard, rough.

3. soft feel. 3. single or few.
4.  multiple. 4. exposed parts, exclusively, e.g.
5. on covered parts. face, back of hands, lips.

The senile keratosis is a feature of the senile skin and may be seen more
commonly in the weather-beaten type of complexion, as a result of a life-
time occupation such as mariner or farmer. The differential diagnosis is
important because about 109, of the senile type can become malignant, where-
as the seborrheic type rarely does.

The cutaneous horn is really an exaggerated form of senile keratosis,
and as the name implies features an elongated, pronounced, horny hyper-
keratosis. It, of course, can become malignant at the base. As with most
of the precanceroses, a squamous or prickle-cell epithelioma is the type of
malignancy that develops.
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Depigmented scarring, hyperpigmentation and telangiectasias are
clinical features of a chronie radiodermatitis, which is good terrain for ma
nant changes. Arsenical keratoses, from the prolonged and indise ]
ingestion of arsenie, are rarely seen to-day.

Leukoplakia must be suspected when chroniec whitish patches are
on the buccal mucosa, lips or tongue. A biopsy is recommended
rule out other dermatoses that ocecur in this locale, e.g. lichen planus,
these may be seen in their usual predilection areas. Kraurosis vulvae
variant of leukoplakia. Chronie ulecers, burns, sinuses and fistulae
assume malignant changes.

OBLIGATORY PRECANCEROSES

This group is rare and need not be dealt with in detail. Paget's diseas
of the nipple may be suspected elinically by a chronic eczematous pateh
this locale, featuring retraction of the nipple and palpable infiltration of &
affected area. Bowen's disease can be a difficult diagnosis to make eli
cally. It, too, usually appears as a chronie, infiltrated, eczematous plag
and in most cases can only be recognized under the microscope.

Routine biopsy of suspected precanceroses is a most important
cedure. Most of the unadulterated, non-obligatory precanceroses u
only require local conservative treatment or superficial destruction, e.g.
tro-surgery or scalpel surgery. The obligatory group and lesions, w
malignant changes whve been established, will require immediate s
intervention, e.g. a senile keratosis with beginning infiltration and ulcera
tion, rapid growth, and an inflammatory reaction. y

OraL AnTipiaBETIC THERAPY. Willilams, R. H., Pollen, R. H., Tanner
D. C., and Barnes, R. H.: Ann. Int. M., 81: 1121, 1959. 1
The authors present their opinions based on the literature and personal,
experience in the treatment of approximately 200 patients. They compa
results with chlorpropamide, metahexamide and tolbutamide, their feeling
being that the advantages of using chlorpropamide and metahexamide e
tensively in diabetes do not appear to over balance the disadvantages that
they have exhibited, viz., the greater frequency and severity of side-effects.
Their study included also phenethylbiguanide which they felt was most need-
ed as an adjunct to insulin in juvenile diabeties. They felt also, used simul-
taneously with sulfonylureas, it is more effective than either drug alone, and
that in some patients with maturity onset diabetes PEBG is more effective
than insulin or sulfonylureas. They prefer the sulfonylureas because of their
lower incidence of side-effects and more normal physiologic changes pro-
duced.
L.C.S.



LETTERS
To the Editor:

Doctor Eaton’s paper (N.S. Med. Bull., 39 : 86, (March), 1960.) on the
surgical treatment of massive upper gastro-intestinal haemorrhage is indeed
excellent.

There is always a challenge in these cases. In the past there has been a
battle between the internist and the surgeon over the management of this type
of emergeney, but this problem has been solved and greater codperation be-
tween the two now exists. The internist concerns himself with pre-operative
eare and assesses the patient for any possible associated disease. The surgical
team has improved its techniques to provide safe conduect for the patient
through gastric surgery.

As Doctor Eaton stated, it 1s difficult to categorize massive haemorrhage.
I feel that a patient who has had a recent episode of haematemesis or melaena,
and has a haemoglobin of 8 gm. per,100 ml. or{less, should fall into the category
of massive haemorrhage. Gardner and Baronofsky (Surgery, March 1959)
differentiate between massive and non-massive haemorrhage by the ““amount
of blood utilized by the patient, with 2000 c.c. given as the dividing line, and
those using more than this amount being defined as massive bleeders. Pa-
tients who utilize this 2000 c.c. in under twenty-four hours should be eandi-
dates for surgery.”

I certainly agree with the indieations for surgery that Doctor Eaton has
laid down in his article, particularly with reference to patients over 45 years
of age. This group represents the patients who cannot withstand prolonged
anaemia or anoxia, and would therefore bring about inecreased late mortality.

In the yet older age group these workers state that* there is little evidence
to support the contention that arteriosclerosis occurs in the involved vessels
and prevents retraction. Studied material indicates that necrosis of the art-
erial wall oceurs during acute erosion, breaking up the elastie fibrils and thus
preventing retraction. The inereased mortality from this disease in the older
groups should not be explained on the basis of local vascular factors, but on the
basis of more generalized body changes.”

One might mention that, although bleeding may oceur anywhere in the
gastrointestinal traet, it is known that the culprit which is the real hazard to
life is the ulcer lodged on the posterior duodenal wall, usually penetrating into
the pancreas, and often eroding a large vessel.

An emergeney roentgenogram can be of great value in determining the
urgeney of surgery. Despite early controversy on this point, this can be done
safely, if the patient is not in severe shock.

Craters frequently disappear on medical treatment, and therefore the
presence of a erater late in the course of a medically-treated bleeding duo-
denal ulcer indicates some degree of intractability of the disease, thus favour-
ing gastric surgery.

Recently Wagensteen et al, (Ann. Surg., Sept. 1955) have reported some
interesting work on gastric cooling. They have found that cooling retards
and inhibits active gastric digestion. This is due primarily to three factors,
viz., (a) depression of peptic activity, (b) suppression of gastric secretion and
(¢) diminished blood flow. Local gastric hypothermia is accomplished by
circulating a cold solution of equal parts alcohol and water through an indwell-
ing gastrie balloon. By regulating the temperature of the inflowing fluid to
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0° to 5° C. the gastric mucosa can be maintained within a temperature rg
of 10° to 40°C. At this temperature, peptic activity is practically sus
gastric secretion is diminished by 75%, and the gastric venous outflow,
undoubtedly reflects arterial inflow, is decreased by approximately
Surface warming of the patient with an electric blanket suffices to main
normal body temperature. In 30 patients with bleeding from the up
gastrointestinal tract, the above method controlled haemorrhage in all.

It is gratifying to contemplate this new method of stabilizing paties
with massive gastrointestinal haemorrhage, making them better subjects
urgent or elective surgery.

In closing, I should like to congratulate Doctor R. B. Eaton on his
and comprehensive article.

Yours very truly,

A. R. Gaum, M.D.,
Sydney, N. S.

Pathology Departme
To the Editor:

Re—Page 140, April Edition
Nova Scotia Medical Bulletin

What on earth is a ““ Calaigh”? Nothing to do with a ““Ceilidh,” I hope.
I think you should have sub-editors for the major foreign languages. '
Yours truly,
W. A. Tavyror, M.D.

ELECTROCARDIOGRAPHIC SIGNS OF PEericarpitis IN TypHOID FEVER.
Ellakim Marcel, M.D., Am. J. Med. Sei., 239:492, (Apr.), 1960.

Electrocardiographic signs of pericarditis observed in 3 patients with
typhoid fever are reported in this paper. In 2 of the cases the changes were
preceded by electrocardiographic evidence of myocardial involvement, usu-
ally found in typhoid fever. In one case the changes were characteristic
of ‘“pure’” pericardial involvement. The changes of pericarditis were ob-
served during a relapse in one case, and during the second or third week of
the disease in the other 2 cases. In all cases they appeared after deferves-
cence, and in 2 cases lasted 4 to 5 days; in one case they lasted more than
2 weeks. No clinical or roentgenographic evidence of pericarditis was found

and no special treatment was required.
S. J. S.



PERSONAL INTEREST NOTES

The results of the Nova Secotia Provincial Election on June 7, 1960 are
pow history, but we thought the profession might be interested in the following

table:
b COMPOSITION OF NOVA SCOTIA LEGISLATURE

(By Profession)

Progressive
Conservative Liberal G.CF.
Barrister 10 3
Business Executive 1
Car Dealer 1
Druggist >
Farmer 3
Housewife 1
Manager 1
Merchant 2 2
Miner 1
Mines Clerk 1
I Mortician 1 1
! Newspaperman 1
Physician 2 6
Printer 1
Radio Commentator 1
Radio Station Manager 1
Teacher (Retired) 1
TOTALS 27 15 1

The Saskatechewan Provineial Election took place on June 8, 1960. We
thought you might like to compare the following table with that above:
COMPOSITION OF SASKATCHEWAN LEGISLATURE*
(By Profession)

C.E. 1. Liberal

Agent 1
Barrister 2 1
Business Manager 2
Civil Servant (Former) 1
Dealer and Agent 1
Farmer 26 g
Housewife 2
Labor Executive 1
Minister 1
Mounicipal Secretary 1
Railway Worker 2
Rancher 2
Schoolteacher 1 1
Storekeeper 2

TOTALS 38 16

*Athabaska: deferred to June 29, 1960.
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CuMBERLAND MEDICAL SOCIETY

Dr. Donald Brown, previously of Tatamagouche, has taken over the
tice of Dr. D. M. Cochrane at River Hebert, and has been admitted tg
courtesy staff of Highland View Hospital, Amherst.

Dr. David Drury recently spent several days in Ottawa as represent;
of the Nova Scotia Medical Society to V.O.N. A.G.M.

Dr. and Mrs. Norman Glen recently visited in Portland, Maine, an
turned with a travel trailer with which they hope to see some of Cana
the U.S. during the coming years. (“Travel Tip'': Don’t leave your ho
bag in your car, and try to cross the U.S. border! They don’t like n
and send you back to Canada—then the Canadian customs don't like it ei
and don’t want to let you back in!)

Dr. H. E. Christie catches large fish on the Miramichi River!

Dr. Alden MecCully, recent Dalhousie Graduate, and whose home i
Stellarton, has announced he is entering general practice in Amherst.

Dr. H. A. Myers, Amherst, returned recently from a two weeks’
course in cardiology at the Montreal General Hospital. Last year Dr.
took a similar course, having received a scholarship from the College of
eral Practice.

HavLiFAx MEDICAL SOCIETY

Dr. S. J. Shane, Halifax, Nova Scotia, Editor-in-Chief of the Nova Seco
Medical Bulletin, has been designated one of the Canadian Tubercule
Association Travelling Scholars for the year 1960. Dr. Shane is Ass
Professor of Medicine at Dalhousie University, Halifax, N. S. and Diree
the Cardiac Unit of the Victoria General Hospital as well as Medical Di
of the Tuberculosis Unit of the Halifax Health Centre. This is an exeh
scholarship with the Chest and Heart Association of Great Britain and involv
visiting a large number of medical centres in the United Kingdom, to obser
the newer techniques in the diagnosis and management of cardiac and pulmot
ary diseases, as well as to compare notes with British workers as to the
advances that have been made in these fields in Canada. Dr. Shane
probably also visit France and the Scandinavian countries. He left for
don with his family by air on July 3, 1960.

UNIVERSITY

May 31, 1960—Dr. J. C. Sinclair, Department of Medicine and Virology,
Banting Institute, University of Toronto spoke at the Vietoria General Hos:
pital on ‘““Recent Work on Infectious Hepatitis.” 3

June 1, 1960—Dr. Oscar Auerbach, Senior Medical Investigator, United
States Veterans Administration, East Orange, New Jersey spoke on ‘“ A Path-
ology Investigation of Smoking and Lung Cancer” at the V.G. Hospital.

(Ed. Note: We are enclosing a complete list of the recent medical gradu-
ates of Dalhousie University, so that the more senior physicians may know
where medical students come from, and where these new doctors go to.) i

BirTHS

To Dr. and Mrs. Donald Beanlands (nee Rhona Rowdon), a daughter,
Heather Janeen, Grace Maternity Hospital, May 20, 1960. A sister for Rob
Stewart. ‘ ;



THE NOVA SCOTIA MEDICAL BULLETIN 230

Dr. and Mrs. George E. Clark (nee Joyce Jennings), a son, Andrew Erie,
Grace M aternity Hospital, June 1, 1960. A brother for George Stephen.
! Dr. and Mrs. Carl Giffin (nee Betty Ellis, R.N.), a son, Robert Cleav-
J}ﬂd. Colchester Hospital, Truro, June 2, 1960. A brother for Seott and Gaye.
~ Dr. and Mrs. Solomon Hirsch (nee Doris Lidz), a son, Grace Maternity
Hospital, June 13, 1960. A brother for David and Robert.
Dr. and Mrs. J. A. Myrden, a son, Grace Maternity Hospital, May 24,

- 1960.

MARRIAGES

Dr. Douglas C. S. Brown, (Class of 1957) to Dr. Pamela Mary Mylward,
Holybourne, Hants, England at Holy Rood Church, Holybourne on July 2,

1960.
ComiNG MEETINGS

October 10-14, 1960—46th Annual Clinical Congress of the American
College of Surgeons, San Francisco, California.

November 7-10, 1960—34th Annual Dalhousie Refresher Course, Halifax,
N.S. Guest speakers will include Dr. D. G. Cameron, Professor of Medicine,
MeGill University, Dr. R. M. Janes, Professor Emeritus of Surgery, Univer-
sity of Toronto, and Dr. F. B. Carter, Professor of Obstetries and Gynaecology,
Duke University. The John Stewart Memorial Lecturer: Dr. D. F. Cappell,
Professor of Pathology, University of Glasgow, Scotland.

November 17-19, 1960—International Symposium on ‘‘The Extrapyra-
midal System and Neurolepties”—Department of Psychiatry, University of
Montreal, P.Q.

November 30-December 3, 1960—Joint Annual Meeting of the Canadian
Heart Association and National Heart Foundation of Canada—Royal York
Hotel, Toronto, Ontario.
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INFECTIOUS DISEASES—NOVA SCOTIA
Reported Summary for the Month of April, 1960

NOVA SCOTIA CAN
Diseases 1960 1959 1960
C D C D c
Brucellosis (Undulant fever) (044) 0 0 0 0 8
Diarrhoea of newborn, epidemic (764) 0 0 1] 0 4
Diphtheria (055) o 0 0 0 1
Dysentery:
{(a) Amoebic (046) (1] 0 1 0 0
(b) Bacillary (045) 0 [1] [1] 0 230
(c) Unspecified (048) o 0 0 0 13
Encephalitis, infectious (082.0) 0 0 0 0 1
Food Poisoning:
(a) Staphylococcus intoxication (049.0) 0 1] 0 0 0
(b) Salmonella infections (042.1) 0 0 0 0 0
(c) Unspecified (049.2) 0 0 0 0 54
Hepatitis, infectious (including serum hepatitis) (092, N998.5) 83 0 20 0 409
Meningitis, viral or aseptic (080.2, 082.1)
(a) due to polio virus 0 0 0 0 0
(b) due to Coxsackie virus 0 1] 0 0 o
(c) due to ECHO virus 0 0 [1] 0 o
__(d) other and unspecified [] 0 0 0 11
Meningococcal infections (057) 0 0 6 0 12
Pemphigus neonatorum (Impetigo of the newborn) (766) 0 0 0 0 0
Pertussis (Whooping Cough) (056) 11 1 0 0 631
Poliomyelitis, paralytic (080.0, 080.1) 1] 0 0 0 23
Scarlet Fever & Streptococcal Sore Throat (050, 051) 111 0 54 1] 2559
‘Tuberculo:
(a) Pulmonary (001, 002) 14 1 30 6 401
(b) Other and unspecified (003-019) kS 0 0 0 144
Typhoid and Paratyphoid Fever (040,041) (Paratyphoid—1) 0 0 0 0 41
Venereal diseases
(a) Gonorrhoea—
Ophthalmia neonatorum (033) 0 0 0
All other forms (030-032, 034) 33 12 1356

(b) Syphilis—
Acquired—primary (021.0, 021.1)

—secondary (021.2, 021.3)

—latent (028)

—tertiary — cardiovascular (023)

= 5 — neurosyphilis (024, 026)

— — other (027)

Prenatal—congenital (020)

Other and unspecified (029)

(c) Chancroid (036)

(d) Granuloma inguinale (038)

(e) Lymphogranuloma venereum (037)

Rare Diseases:
Anthrax (062)

Botulism (049.1)

Cholera (043)

Leprosy (060)

Malaria (110-117)

Plague (058)

Pssitacosis & ornithosis (096.2)

Rabies in man (094)

Relapsing fever, louse-borne (071.0)

Rickettsial infections:
(a) Typhus, lonsc-bomc (100)

(b) Rocky Mountain spotted fever (104 part)

(c) O-Fever (108 part)

(d) Other & unspecified (101-108)

Smallpox (084)

Tetanus (061)

Trichinosis (128)

Tularaemia (059)

Yellow Fever (091)

N.S.U.
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C — Cases D — Deaths
CD.C.2
*Not broken down
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