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Editorial

Good Obstetrics - - Or Bad?

“A paradox of obstetries is that it is the very normality of pregnancy and
parturition which has hindered progress, and which is still leading to mis-
takes and tragedies. In the great majority of cases mother and baby come
safely through even if antenatal and labor care have been deficient. We are
all apt to get careless or overconfident if we have got away with some risky
procedure several times” — Professor A. S. Duncan, in making these com-
ments (The Lancet, 1962, II, 733) points to the risk arising from the very
human failing of taking things for granted. He goes on to point out that if
a doctor examined vaginally all cases of antipartum hemorrhage in his practice,
it could be only onece in 30 years that he would cause further significant hemor-
rhage. Interestingly enough, he indicates that a doctor with roughly 3.000
patients in his general practice might expect one maternal death every 53
years and 2 breech deliveries a year. At this rate, the difference between a
5% fetal loss in breech cases and double that would be one baby lost in 10 years.

Hence the difficulty in assessing one's work. How does one know when
he is going wrong? In the study of medical education and practice, carried out
for the College of General Practice (The General Practitioner) — Clute, K. F. —
University of Toronto Press, 1963, pp. 302 & 303), the author indicates that
849, of the Nova Scotia practitioners had a good prenatal schedule but that
only 209, carried out a good set of preventive procedures at these scheduled
visits. When a smaller number of Nova Scotia practitioners were assessed
on 5 items, viz: initial history, initial physical examination, initial laboratory
Work, schedule for pre-and post-natal visits and follow-up investigation, only
& quarter had a score over 609, and half were below 409,. These figures,

use of the limitations of the study, may not be fully representative, but
they do indicate that all is not rosy.

Elsewhere in this Bulletin is an article on rural obstetrical practice. The
author criticizes items in teaching and items in praectice. Everyone may not
tally accept his viewpoints, but the fact that he is concerned is all important.
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What is to be done? Two avenues are available. The first of these is self-
appraisal. This cannot be done unless one has kept records. Impressions
of one’s own work are misleading. But one can, if he has the records, go
over several years’ cases and do an inventory. One of your editors spent
many years in rural practice, and did a modest study of this kind (Robinson,
S.C., C.M.A.J., 71:372, 1954). It was a most revealing experience.

The second method is to form in your hospital area a Maternal & Peri-
natal Health Committee. The Standing Committee of The Medical Society
of Nova Scotia has never been asked to assist in such an undertaking and is
bursting with desire to help any group to get off the ground. Such a com-
mittee will study, anonymously, all perinatal and maternal deaths in its area.
As it does so, it soon comes to learn of the errors in patients’ habits, in methods
of practice, and about the defects in administrative organization and in equip-
ment and its use. It sees what is wrong and can point out how to prevent
future tragedies.

If any doctor be concerned about the quality of obstetriec practice — rural
or urban — nothing can be more useful than to take one or both of the steps

described above. Hospital medical staff have a positive duty to ensure that
this sort of quality control is earried out.

S.C.R.

Come to Braemar!

NOTICE TO MEMBERS

At the meeting of the Executive Committee December 1st., 1962 the
following resolution was ecarried:

“THAT notice of motion be given to the Annual Meeting of

The Medical Society of Nova Scotia that practitioners resident

in the province of Nova Scotia be required to be members of

The Medical Society of Nova Scotia before they can be partici-

pating physicians in Maritime Medical Care, Incorporated.”
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Come to Braemar!

110th Annual Meeting
THE MEDICAL SOCIETY OF NOVA SCOTIA
Braemar Liodge, Yarmouth Co., July 2-3-4-5, 1963.

PROGRESS REPORT

Dr. D. F. MacDonald, President of the Society and general chairman for
the Annual Meeting, along with the different committee chairmen, are content
with the progress so far.

Tuesday, July 2 and Wednesday, July 3 will be occupied with Business

Sessions; Clinical sessions and social events will take place on Thursday, July 4
and Friday, July 5.

The eclinical speakers will be Dr. Lott Paige and Dr. Guy Leadbetter;
two prominent New England physicians who are doing work on tissue homo-
grafts. Both from the staff of the Massachusetts General Hospital, thejy
will lead panel discussions on:

(1) Hypertension
(2) Common problems in pediatric urology
(3) Homologous transplants

We want all members to leave Braemar well rested from daily problems
and so we will have a great variety of relaxing sports.

(1) Water skiing — Lake Ellenwood in front of Braemar Lodge is
for this. !
(2) Deep Sea Fishing — Only 15 minutes drive either to Wedgeport o
Port Maitland to some of the best fishing grounds in the Maritimes.
All boats are fully equipped (except for *“‘seasickness pills”!).
(3) Skeet Shooting — We have a newly constructed range in Brooklyn,
only about 15 minutes drive from Braemar. Half a dozen shot-
guns will be on hand for those who do not wish to bring their o
(4) Sail Boating — This will be on Lake Ellenwood in front of the
(5) Golf — The Yarmouth Golf Course is known throughout the Mari-
times and needs no boost.

Prizes will be awarded to winners of all these reereational sports.

SOCIAL FUNCTIONS include a Ceilidh on July 1; The Annual B
on Tuesday evening, July 2nd; a Lobster supper on the Beach; the President’'s
Reception and the Annual Banquet.

The ladies will be kept occupied and happy, we are assured by the
Programme Chairman, Mrs. D. F. MaeDonald.

Plans are being made to have an X-ray machine on hand so that phys
sicians can take advantage of this and get a (probably much needed) ches!
X-ray.

Applications are coming in daily. So to be sure of good accommodations
An nat nnt off till tomorrow what vou ean do richt awav!



(reneral Practice in Canada

THE RELATIONSHIP BETWEEN THE CANADIAN GENERAL
PRACTITIONER AND THE HOSPITAL SERVICES*

By Norman G. Gren, M.B., ChB., D.(Obst.) R.C.0.G., M.C.G.P.
Ambherst, N. S.

1 have pleasure in bringing to this Conference the greetings of the College
of General Practice of Canada.

At the outset I wish to stress that the following account of how General
Practice or Family Doector Care is provided in Canada is presented as my own
personal view. I have experienced nine years in Canadian General Praectice -
initially in a Clinie in a small town in Alberta; subsequently in solo praectice in
rural Nova Scotia; and for the last seven vears in solo praectice in a Nova Scotia
county town. I have excluded from this paper any detailed reference to the
financial aspect of practicein Canada as it would appear that this will be cover-
ed in other sessions at this Conference. Briefly, however, the Canadian G.P.
receives his remuneration mainly by fee-for-service, either direct from the
patient or from the patient’s Insurance Company, and to a lesser extent by
salary or ““checkoff”. Salaried General Practitioners may be found in some
small isolated places where a community may form an organization to provide
a home, office and salary for a doctor. In some towns which have been es-
tablished by an industry remote from ecivilization a salaried ecompany doctor
often provides general mediecal services to the families living in the town.
The ““‘checkoff”, which I believe is peculiar to mining towns, is a scheme
whereby a premium is ““ checked off’’ from each miner’s pay packet for the doct-
or. In return the latter renders general medical services to the miner’s
family. However, most G.P.’s choose the fee-for-service method of remuner-
ation. The Provineial Medieal Society in each Province issues periodically a
-schedule of appropriate fees for each service.

A G.P. proposing to commence practice in Canada, provided he satisfies
the licensing requirements of the Province wherein he desires to settle, has free
choice of loeation and type of practice. Praectice goodwill is not purchased
nor sold - the doctor merely “squats”. Sometimes an incoming doctor will
purchase the residence, or office, or equipment of a predecessor, but this is
variable.

Similarly, where more than one doctor practises in a community, the
patient has free choice of doctor at all times - there is no control by registra-

tion, ““ panel” or other means.
Continued on Page 104

_—

*Presented at the Medical World International Conference on “Organizing Family
Doctor Care””, London, England, October 25th, 1962.

Delegate of College of General Practice of Canada.

Editor's Note:

This article was received with aecompanying letter suggesting that ‘‘this paper may
contain some material which the editor of the Bulletin might think would be of interest -
possibly from the section entitled ‘‘Education for General Practice’’, and the subsequent
section on ““The General Practitioner’s Relationship to the Hospital Services””. Much of
the earlier part of the paper is really only applicable when given on the other side of the
Atlantic and would not be of much interest here’.

. __However the Editors believe that this most interesting account of Medical Practice
i Nova Seotia would be both of interest to readers and worth preserving. We therefore
bublish his paper in its entirety.
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GENERAL PRACTICE IN CANADA — Continued

Definition:

What do we understand by the term “ General Practitioner’’? The
lowing definition, which has received the provisional approval of the
of Representatives of the College of General Practice of Canada,' indica
what is expected of a G.P. in that country ““ A General Practitioner is a leg
quahi'ied physician and/or surgeon who is thoroughly trained in the art
science of diagnosis, and to provide a certain basic pattern of medical, surgi
obstetrical and psychiatric care for any patient. He has added to this L
training those extra skills that are necessary to serve his community adequa
Having accepted, prepared for and maintained these responsibilities, he n
extend his scope in any direction limited only by his capabilities, his ene
and his desires. Thus equipped, he accepts responsibility for the preven
and management of his patient’s health problems, providing availability, con
tinuity, coordination of necessary consultant and ancillary serviees, and
relationship of illness to life situations’.

Varying Types of General Practice

In the above definition it will be seen that the General Practitioner under:
takes ““. . . to serve his community adequately’”’. In a vast country such a
Canada the community to be served varies considerably with geographica
differences. Equally variable are hospital facilities and relationships.
matier is referred to in more detail below. In extremely remote areas, s
as the far North, the G.P. has to ecope with his problem with very primiti
or no facilities. He may travel to his patient by aircraft or, in winter, by dog
team. This type of practice, however, is very much in the minority - most of
the population (and their doctors!) live in quite civilised conditions! ]

The amount of surgery done by the General Practitioner is very variab
The further away from the large city the doctor practises, the more gen
surgery he is expected to do. In the small town the G.P. may remove ton
and appendices, look after his own fractures, ete., but refer the more com
surgical problemc to the eity. In rural areas the amount of surgery expecte
of the G.P. is more related to whether or not he has adequate facilities in
rural hospital. whether there is anyone to give anaesthetics, and the dists
to a surgical centre. Another factor pertaining to the practice of surgery b
General Practitioners is that this is more common in the older age grou
The vounger G.P.’s are more inclired to refer their surgery, where possible, t¢
SUrgeons.

I have also discovered, to my sorrow, that elementary dentistry in the
form of exodontia is expected of the rural General Practitioner in Nova Scotia,
at any rate. Many country folk would not think of bothering a dentist I
town with their toothache - the family doctor is expected to extract the tooth!

Types of General Practitioners

As the types of General Practice carried on in Canada are variable so are
the types of those rendering the service. They may be roughly classified as
follows:

(a) ‘‘Pure General Practitioners’”. By this I mean the General Physician
who strays but rarely into specialized fields such as Surgery, Anaesthesia,
However, practically all G.P.’s do their share of Obstetrics and the consequent
Paediatries.
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(b) General Practitioners with a special interest: Many G.P.’s particu-
larly in urban areas, take a speecial interest in some field and secure additional
training and experience in it. In this way in a small town one G.P. may
emerge as an Anaesthetist; another as having a special interest in Psychiatry,
apother in Paediatries, and so on.

(e) Specialists (eg. Surgeons or Internists) who also practice as General
Practitioners: This is a feature of praectice in Canada, partieularly outside the
cities or immediate area of a Medical School. Specialists are not purely Con-
sultants - many of them work in General Practice also, and will aceept patients
directly as well as by referral. Probably 1500 to 2000 Canadian doectors in
General Practice are also certified in a speecialty.

Routine of Practice

My own typical day in General Practice in Canada serves as an example.
My morning is spent in one or both of the local hospitals. There I may assist
at, or give anaesthetics for, major surgery or perform my own minor surgery.
I attend my In Patients - Medical, Surgiecal and Obstetrical - in the Wards,
and see in the Out-Patient Department those patients whose treatment is
better given there than in the office. (For example, plaster casts, catheteri-
zation, aspirations, ete.). Domiciliary obstetries, ineidentally, is rarely prac-
ticed in Canada when hospital facilities are available - almost all confinements
are condueted in hospital, by the attending doctor, whether G.P. or Specialist
Obstetrician. Midwives are virtually unknown. I may also take part in a
meeting of some committee of the Hospital Staff as part of my duties.

During the afternoon and some evenings I see patients in my office, and
home visits are done during the evening or during any time available between
the morning hospital work and afternoon office hours. Incidentally, an in-
efficient aspeet of practice is that requests for house calls may be expected at
any time. Were the public generally educated, as in Britain, to request house
calls whenever possible early in the day, this service of the family doctor in
Canada could be rendered much more efficiently. This is now being intro-
duced in some areas.

During the evenings when I do not have office appointments there may
be a Hospital Staff meeting or a Medieal Society meeting. Like G.P.'s the
world over I have my share of night work - obstetrics, anaesthesia or assistance
at emergency surgery, accidents or medical emergencies in the hospital (our
local hospital is not large enough to be blessed with Interns or Residents!)
and emergency house calls.

Organization of Office

The General Practitioner’s office (or ‘“Surgery’), of which I believe mine
is typieal, usually contains a Waiting Room with accommodation for his re-
ceptionist, a Consulting Room, one or more Examining Rooms, some facilities
for simple Laboratory Work, and a Wash Room. Some General Practitioners
also provide X-ray Services, Electrocardiography, B.M.R., Simple Physio-
therapy, ete. In my own practice the latter facilities are unnecessary as they
are available to my patients free of charge at the local hospital as out-patients
under the Provineial Hospital Insurance Act.

Secretarial Assistance is essential and most practitioners have a Secretary-
Receptionist or Nurse-Receptionist. In my own case my secretary greets my
patients in the Waiting Room, makes appointments, answers the telephone,
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does my filing, typing, bookkeeping, billing and the bulk of the Insurg
Reports and Claim Forms, of which there is a considerable volume.
amount of paper work connected with General Practice in Canada is very e
siderable and it would be impossible to render efficient service without secre-
tarial assistance. A good secretary also makes tea!

Except in some rural areas where the patients don’t (or won't) take to
idea, patients coming to the office are seen by appointment only, except,
course, in cases of emergency. Appointments are given every 15 minutes,
I find that as a general rule this period for each patient averages about rig
A new patient with other than simple problems, may. of course, take 30 min
utes or an hour - but usually this is balanced out by other brief services, such
as immunization, a change of dressing, etc. From time to time one seems
run into a series of long cases in one session and then of course one's la
appointments are thrown hopelessly off schedule. This, however, does no
seem to happen too often and I would recommend an appointment system as
being by far the most efficient method of running office hours, both for patient
and doctor. An appointment card stating the date and time of the n
appointment is given each patient who is to return for follow-up or subsequent
treatment and only a minority fail to keep their appointments. Much use is
made of printed instructions regarding diets, prenatal and postnatal advice,
ete. This saves time and many phone calls! Some of this material is made
available by drug firms. Many G.P.'s make use of such office machines as
dictation machines and bookkeeping or billing machines. _

In rural areas the G.P. often dispenses his own drugs but this is unecommor
in towns or cities where the patient takes his preseription to a drug store.

As in most ecivilized countries the General Practitioner travels by ecar.
In the Canadian Winter this is at times impossible when snow drifts block the
highways or a blizzard makes any form of travel almost impossible. How-
ever, modern snow eclearing equipment very quickly has the highways oper
again after each storm and in emergenecy the snow plows will take a doetor
patient during a storm or conduct an ambulance to the hospital. In
areas particularly the General Practitioner needs a vehicle which can coj
with extreme driving conditions and several rural G.P.’s of my acquaintanc
use jeeps or trucks on oceasion, particularly during the Spring when trave
on dirt roads is very difficult. On the prairies I know of G.P.'s using snow-
mobiles when snow conditions are particularly bad. 3

The proportion of home visits to office appointments in Canada is muerk
less than in Britain. Most patients’ families have cars and even quite
patients may be brought to the office. Country folk think nothing of driv
20 or 30 miles to the doctor. The G.P. must be prepared to drive simila
long distances on home visits, but if repeated visits at such a distance would be
required, the patient is usually admitted to hospital.

In this country of vast distances communications are of importance to
rendering of good service. In addition to the telephone, a Telephone Answ
ing Service, either provided through the Telephone Company or by
Doctor’s private arrangement, is a great help and relieves the long-sufferi
Doctor’s wife of some burden. In my ecase my Telephone Answering Se
is able to contact me when needed in hospital, on my rounds, or when off du
and to take messages for me. This ability to get a message to the Doctor in
emergency is something which is appreciated by the patients one serves. M¥
Telephone Answering Service is also able to make office appointments.
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Another eommunication-aid which has recently become available in
Canada and which has been incorporated into my practice organization and
that of several of my colleagues is the Radio Telephone. The local hospital
telephone switch-board operator has a Radio Telephone set from which she is
able to contact the participating doctors with similar sets in their cars, and
during the summer season, at their summer cottages at the local sea shore.
This device, as well as increasing efficiency of communication with the doector
at any time, also contributes in no small measure to the doctor’s peace of mind
when he may be at the shore for some relaxation but wishes to keep in touch
with some obstetrical case or patient about whom he is anxious.

In many areas where there are several G.P.'s, week-end duty rosters are
arranged so that a doector is available in emergency when his colleagues are
getting some relaxation. This is often announced to the public by a notice in
the local newspaper and the public is advised that the doetor on emergency
call ecan be reached through the local hospital. This service, I understand,
is one which is more common in areas other than the large cities, where it may
be very difficult for the patient to find a doctor for emergency service at the
week-end.

The above comments on practice organization apply mainly to individual
and small group practices as I have seen them in Canada. In some areas, and
these are increasing in number, General Practitioners and Specialists may
group together to practice from one centre. This centre is often entitled a
“Medical Arts Building’’ or **Clinie’’, and in some cities this may be a very
large building eontaining many individual Doectors’ Offices. Often it may be
situated in the down-town business distriet of the city, or convenient to the
hospital. In such a building individual doetors (G.P.'s and/or Specialists)
may form a company to operate the building and to which each doctor using
it pays rent. In the building may be provided as elaborate ancillary service
as the participants desire - Laboratory, X-ray Services, Out-Patient Operat-
ing Rooms, Physiotherapy, as well as the usual consulting and secretarial
facilities.

In some groups of this type the participating doctors work as a
“Firm" - pooling their incomes and expenses. In a local town a *“ Clinie” of a
Surgeon, Obstetrician, Internist and 2 G.P.'s operates from a clinie building
and local hospital, and employs salaried G.P.'s in the outlying surrounding
rural areas.

Whereas it seems to me that most of these Medical Buildings or Clinies
are located separate from the local hospital, the opposite is true in some places.
I know of one Clinic or Group Practice, whose offices are located in a wing
of the local hospital. This is certainly a convenient arrangement for the doct-
ors but it may be considered undesirable for some patients for psychological
reasons.

Access to Diagnostic Aids

The Canadian G.P. has direct access to X-ray Services and to Laboratory
Services, generally at the local hospital, or in the case of more complicated
tests, by mail at the Provincial Laboratory. The Canadian Red Cross Blood
Transfusion Service carries out Rh investigations free of charge and provides
blood for transfusion when requested. Pathological, Cytological (eg. Papani-
colau smears), and Bacteriological Services are provided, in Nova Scotia, by
the Province.



108 THE NOVA SCOTIA MEDICAL BULLETIN

EKG is available at my local hospital and EEG at larger centres.
G.P. has access to these facilities.

Access to Consultant Services

The services of Consultants in various fields are available upon referral ¢
patients in the usual way. Most consultants are located in the larger cen
although some smaller towns have Consultant Surgeons, Internists, Ophtl
mologists, ete. Psychiatric consultant service is more difficult to obts
private Psychiatrists are few, expensive and located generally in the cities
However, the establishment of Mental Health Clinies in the smaller towns
proceeding apace and we look forward to much improved Psychiatrie
sultant Service in the future. Provincial Governments provide the sery
of Medical Officers of Health to advise on Public Health problems and, in mj
district at any rate, the General Practitioners offer the return services of man:
ning Immunization Clinies organized by the Department of Health.

A useful Consultant Service which is available in Nova Scotia is an Em
ency Obstetrical Team which, upon request, will be flown out from a Univer-
sity centre by the R.C.A.F. to the aid of the practitioner struggling with ar
obstetrical emergency. The team includes a consultant obstetrician and con:
sultant anaesthetist.

Access to Hospitals

This is variable and is discussed in more detail below. In my own
have access to all the facilities at the local hospital, as I have already men
tioned.

Access to Ancillary Services

The following Ancillary Services are freely available to the Canadian
G.P. when they are provided. .

Ambulance Service may be absent in rural areas - many patients are con-
veyed unsuitably to doctor or hospital on the back seat of a car or in a truek
or station wagon. In other areas, and this is very common, the local un
taker provides ambulance service - usually in a proper ambulance vehicle b’
sometimes in more sinister fashion in a vehicle primarily designed for anoth
purpose. This must be a good business method as it is rare for the patie
conveyed to hospital by the ambulance provided by one undertaker,
should his ailment prove fatal, to be buried by a rival undertaker! In citie
Hospitals, the Police or the Fire Department often provide ambulance se
and in other areas such bodies as the St. John Ambulance Brigade. In
country of vast distances Air Ambulance Service is often used and one reads
frequently in the newspapers of ‘“Mercy Flights' by airplanes or helicopters
of the R.C.A.F.

Nursing assistance to the G.P. is available by nurses of such orders as the
Victorian Order of Nurses, who operate in a similar fashion to the Distriet
Nurses in Britain but are governed by a voluntary body rather than the local
authority, and are financed by voluntary contributions. Provineial Depart-
ments of Health offer a Public Health Nursing Service. These nursing ser-
vices are of great help to the G.P.

Dental Services are provided by qualified dentists in urban areas but there
is a great shortage of dentists. As mentioned above, in many rural areas
dental health is not good and dentistry is largely confined to extractions by the
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local General Practitioner. An aspect of the relationship between dentists
and the G.P. in Canada, which is different from that in Britain, for example,
is that general anaesthesia is used much less for dental extractions than in
Britain. It is fairly unusual for a general anaesthetic to be given in the dental
chair here and in some centres, such as my own, where a General Practitioner
Anaesthetist is interested in dental anaesthesia, it is usual for the dentist to
ecome to the doctor’s office where the latter has anaesthesia facilities.

Research in General Practice

The College of General Practice of Canada is active in encouraging Gen-
eral Practitioner research. This includes research into the nature of general
practice, sound health care measures, such phenomena as solo and group
practice, also scientific studies of special clinical conditions and problems.
In the latter regard, current research projects include a nation-wide testing of
infants for phenylketonuria. The College has sent information on the char-
acteristies of this disease and a simple testing kit to all members. Other G.P.
research aetivities are concerned with the complications of measles, histo-
plasmosis, tuberculin skin testing, blood cholesterol levels and diabetes.

Education for General Practice
(a) Undergraduate

It is my feeling, and that of the College of General Practice of Canada,
that at present Undergraduate Medieal Training is not econducted in a fashion
which is to the best advantage of the future General Practitioner. In a recent
submission to the Canadian Royal Commission on Health Services?® the Col-
lege made the following points in this regard. ‘‘ Adequate emphasis should be
placed in Medical Schools on General Practice as a separate and distinguished
branch of Medical Practice, rather than allowing it to continue as being re-
garded as the absence of specialty. It is unrealistic for medical students to go
through their medical training without coming into contact at some stage
with general practice conditions and the clinical techniques and philosophy of
General Practitioners. . . .”" Progress is being made in Canada towards ful-
filment of the recommendations of the College that a thorough review of the
whole medical curriculum be carried out; that more emphasis be placed in
Medical Sehools on General Practice as a major branch of medieal practice
and that an essential feature of this orientation be instruection in family medi-
cal care by experienced family doctors; and that medical students spend some
time under the preceptorship of a selected General Practitioner as part of their
final year curriculum. This preceptorship program of the College is becoming
well established in Canada and works as follows:*

“The College of General Practice solicits voluntary preceptors from among
its best and most exemplary members. These General Physicians open
their homes and their practices to the recently graduated or about-to-
graduate student. For a period of about two weeks, the student spends
every working moment with his mentor. He sees the realities of prac-
tice, its problems and rewards, in the most effective and telling way.”

(b) Internship and Residency Training

The College of General Practice of Canada feels that the competent
family doctor of to-day should be able to provide good medical care for 859,
of the ills and injuries of people. His experience and training qualify him to
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know when and where to get good attention for the remaining 15%. Hi
should be able to act as a family counsellor and in the capacity of general man
ager of the illness of his patient.®
In view of the above, it is the feeling of the College that in hospital train
ing for General Practice the usual Junior Rotating Internship should be
lowed by a second year's internship which may be called Residency in Ge
Practice. This second year of training however, should be different from th;
leading to a specialty - it should be specially designed to meet the needs ¢
graduates intending to enter general practice. Suggested content for thi
special training is three months medicine including dermatology, three month
obstetries and gynaecology, three months general and emergency surgery an
fractures, E.N.T. and urology, one month anaesthesia, and two months pa
atrics. During the residency emphasis should be placed upon the assump:
of responsibility by the resident in his daily contact with patients and tk
attending staff. If the resident has not already done a preceptorship it shou
be included in his residency year.

(¢) Postgraduate Training

The facilities for enabling the G.P. to keep up-to-date and to receive
graduate training are excellent in Canada. Universities and teaching hospita
offer a wide variety of courses for General Practitioners - refresher course
concentrated courses in special subjects, and individual courses for the spe
needs of any individual doctor. An example of the latter was my own e
perience of being enabled to take a three months part-time residency in anaes
thesia at the Vietoria General and Children’s Hospitals in Halifax a year age
Through the College various bursaries and scholarships, which are donated bj
drug firms, are available to assist practitioners to take postgraduate course

As well as doctors being able to go to courses, the courses also come to the
doctors! Regional courses, held in the practitioners’ own local hospital, ar
run by such bodies as the Postgraduate Division of Dalhousie Medical Schoo
In these courses members of the teaching staff hold a series of teaching sessic
usually monthly, in the local hospital, at which local doctors present their ow
cases of interest and of teaching value. .

Tape recordings of lectures on subjects of value to the General Practitione
by renowned teachers in the various subjects, and, more recently, long playin
records, are available through the College of General Practice.

It will be seen that there should be no difficulty for the interested G.P
in maintaining his education. In faet, so good are the facilities that the
lege of General Practice of Canada has as one of its requirements for con
ing membership the completion of one hundred hours of approved postgraduate
study in any two vear period.* '

Fellowship in General Practice

At the annual meeting of the College of General Practice of Canada hel
in Vancouver in March, 1961, it was decided that there is to be a ** Fellows
(or perhaps *“ Diploma’ or ‘* Master”) in General Practice. It is proposed
this shall be awarded by the College to candidates with certain basie qual
cations, such as ten years experience, upon payment of a Fellowship fee,
presenting of a medical audit for one year, the submitting of a preseri
number of case histories, as well as a written and oral examination. It can D¢
seen that, in so far as members of the College of General Practice of Canada
concerned at any rate, the standard and status of the G.P. are well maintained.
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When the Fellowship is introduced this should give further recognition to the
fact that one can be a specialist in General Practice just as in one of the speciali-
ties. Interest and participation in postgraduate education is increasingly
an activity of the General Practitioner in Canada.

The General Practitioner’'s Relationship with the Hospital Services
(i) 'The Patient’s Choice of Accommodation and Doctor in
Hospital

When hospital admission is advised in Canada, the patient may choose the
type of hospital accommodation he wishes - Private or Semi-Private room, or a
Public Ward bed. The choice is limited of course by the nature of the patient’s
illness and the types of accommodation available at the time. In most prov-
inces Ward accommodation is now provided ‘“‘free’”” by Government Hospital
Insurance schemes. Should the patient choose to be admitted to a Private or
Semi-Private room he or his private insurance company pays the difference in
rates between the Ward rate and that for this preferred accommodation.
However, if a patient’s condition warrants a single room he gets it ‘“‘free’’ and,
should all the Ward accommodation be full and his condition be urgent he is
admitted to a Private or Semi-Private room ““free”.

In the teaching hospitals the Public Ward patients do not have choice of
doctor and it is these patients that are used for teaching purposes and whose
treatment is carried out largely by the residents under the direction of the
teaching staff. However, no medical fees may be charged these patients while
in Hospital. The patient who chooses Private or Semi-Private accommoda-
tion in the teaching hospital has choice of doctor and is eharged by that doctor
for his services.

In the smaller, or non-teaching hospital, all patients are Private patients,
whatever their choce of accommodation, and they are charged medical fees
for the services rendered them in hospital, other than those of the Radiologist,
Pathologist, ete., which are provided by Government schemes. Some of these
Private patients, of ecourse, will be indigent or in difficult financial circum-
stances and these are treated charitably by doctors in Canada. No one is
refused treatment for lack of means.

(ii) The G.P.’s Access to Hospital Facilities

The G.P.'s ability to treat his patients in hospital is variable, as is the na-
ture of his practice, with geographical differences whether his is a remote or
rural area, small town or city.

(a) In remote areas (eg. in the far North) there are usually no hospital
fa_fcilities and the doctor is forced to treat his patient where he lies or to airlift
him to civilization. In some areas there are small Mission Hospitals such as
the Grenfel Missions in Labrador. These are General Practitioner staffed.

(b) In rural areas there may be a small community hospital of, say,
12 or 15 beds, or an Outpost Hospital such as those operated by the Canadian
Red Cross in some small places in Nova Scotia. These may have one or two
General Practitioners on the staff and are equipped for the care of obstetrical,
Mmedical, and minor surgical cases. They often have simple X-ray apparatus
but usually no laboratory facilities. Any G.P. practicing in the neighbour-
hood may make application for staff privileges and acceptance is usually
automatie.

(¢) In small towns (and certain city hospitals): These conditions
offer the best hospital relationships for the General Practitioner in Canada
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at the present time, and are those under which most Canadian G.P.'s w

These hospitals are termed “open’ to the G.P., who may practice th
to the limit of his privileges. Upon making application to the Hospital
for membership on the Medical Staff of the hospital. the doctor states
qualifications, experience, special training in any field, ete., and follow
consideration by a committee of his colleagues on the Medical Staff, the
dentials Committee, the extent of his privileges is laid down. For exam
my own hospital privileges include medicine, obstetries (other than Caesa
Section), minor surgery, and anaesthesia. In my local hospital other doe
have surgical privileges, privileges for the performance of eye, ear, nose
throat surgery, radiology and so on. Some General Practitioners dev
special interests and their practices may develop in such a way that they
more than average gynaecology or psychiatry, for example. In my own case
as I have an interest in anaesthesia and had some additional experience i
this field previously and have, as mentioned above, had the opportunity
take some postgraduate training in this field, I have been granted anaesthetie
privileges.

The free association and working together of the G.P.'s and Specis
in the hospital is a happy situation and a good one for maintaining the inte
of all concerned. The informal discussions which take place daily in the I
hospital are a continuing form of postgraduate education, a point emphas
by Cronhelm.” Each hospital provides a medical library for the use of ¢
medical staff, and access to this is an asset. '

The patient, while in hospital, has his treatment directed by his ows
family doctor who ecalls upon the services of speecialists if required. )s|
medical cases are treated entirely by their family doctor in the hospital, as are
the simpler fractures, abortions, minor surgical conditions,and so on. Even
when the services of a speecialist are required the patient’s own family docto
still supervises the overall care, in consultation with the specialist.

The standard of medical care given the patient in hospital is maintai
and guarded in several ways. In Nova Scotia all aspects of the care give
patients is reviewed regularly by a Standards Committee of the Hospital
Board. The establishment of such a committee is one of the requirements of
the current Nova Seotia Hospital Insurance Act. A Medical Sub-Committee
of this Standards Committee watches the standard of medical services renderec
in the hospital. A Tissue Committee, appointed by the Medical Staff, con
pares the pathological, preoperative and postoperative diagnosis of all e
in which tissue is removed at surgery. At regular department meetings 1
departmentalized hospitals, or staff meetings in those which are not depart-
mentalized, the clinical work, particularly cases of special interest and dea
are reviewed at regular intervals. Another committee of the mediecal s
reviews the records kept by the members for completeness, evidence of so
practice, and so on. In addition to these policing activities within the medi
staff of the hospital itself, the Canadian Council of Hospital Accreditatiol
through its inspeetors, watches closely all matters pertaining to the standa
of patient care in Canadian hospitals, including the standards of the doctors
using the hospital, and, aceording to the findings of the inspectors, may or may
not aceredit any given hospital. L

Other activities of the G.P. on the hospital staff include work on one or
more of the Medical Staff Committees, such as those mentioned, above andy
in hospitals with schools of nursing, the instruection of student nurses.
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(d) A number of large hospitals in the cities at present are ‘‘closed”’
to G.P.’s. This situation applies especially in Montreal and the teaching hos-
pitals in Toronto and some other centres. The medical staff of these hospitals is
organized into Departments - for example, the Department of Surgery, of In-
ternal Medicine, of Neurology, of Anaesthesia, of Paediatrics, and so on. The
members of each Department elect at regular intervals a Head of the Depart-
ment, who is responsible for the clinical work done in his Department, and an
elected Chief of Staff supervises the activities of all Departments.

As a general rule only those with special qualifications may become
members of the medical staff in any Department, and this effectively bars the
city G.P. from hospital privileges. It therefore becomes necessary, when
hospital treatment is needed for his patient, for referral to a staff member of
the appropriate Hospital Department. The General Practitioner and his pa-
tient then drift apart until the patient is discharged from hospital and is
referred back to the family doetor by the attending specialist. At this point
a serious breakdown in efficiency of communications often occurs. In the
case of the Public Ward patient it may be weeks or months before a communi-
cation from the hospital regarding his progress, treatment and medications
on discharge is received by the family doector. In the meantime, naturally,
the patient expects the family doctor to know all about him and to advise him
from time to time. In the case of the Private or Semi-Private patient, matters
are somewhat better and the attending specialist usually, but not by any
means invariably, reports back to the family doetor reasonably promptly.
This state of affairs, both from the point of view of the patient and from that
of his family doector, is unsatisfactory. It is not conducive to efficient overall
care of the patient as an individual, although the technical aspeets of his treat-
ment in the narrow context of the pathological condition which ailed him may
be very good. From the point of view of the G.P., he finds himself excluded
from some of the more interesting and instructive phases of his patient’s ill-
nesses, and the patient is separated from the ability to turn to the family
doctor as counsellor and friend in what may be one of the periods of his life
when he needs this help most.

From the point of view of medical education, too, and as mentioned previ-
ously, the absence of the G.P. from the teaching hospital is bad for the develop-
ing outlook of the future G.P.’s in training there. Also, when the patient is
about to be discharged the recommendations of the specialist attending him
may be quite impractical for the particular patient outside the hospital en-
vironment, and these recommendations should be tempered by the G.P.'s
special knowledge of his home, family and finaneial conditions.

For these reasons the College of General Practice of Canada recommends
(a) the appointment of General Practitioners to the staff of the larger hospitals,
both teaching and non-teaching (see above); (b) the development of resi-
dences in General Practice (see above); and (e¢) the establishment of Depart-
ments of General Practice in all departmentalized hospitals.®
. The Department of General Practice in the hospital should be an organ-
1zed segment of the medical staff, similar to the other staff departments and
with a Head of Department selected in the same manner as the heads of other
departments. But, ““it shall not have a clinical In-Patient Service, and no
patients shall be admitted to the Department. However, it may be responsible
for conducting the Out-Patient Clinic in whole or in part . . . ... Members
of the Department of General Practice, however, should have ‘*. . . .privileges
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in the clinical services of the other departments in aceord with their experiene
and training on recommendation of the Credentials Committee. . . ", as -
plained above. ‘In any service in which any General Practitioner shall have
privileges, he shall be subject to the jurisdiction of the Chief of the Clin
Service involved”. This eoncept of a non-clinical (with the exception of
Out-Patient Service) Dep&rtment of General Practice in the hospital n
seem a little confusing, but it is workable and such departments have been
and are continuing to be, established in large hospitals across the eountry--
Tlus phase of reintegrating the G.P. into the larger hospitals is progressing

large hospltals in Canada with Departments of General Praetice, mcludmg
or 12 in University Hospitals.®

The Influence of the College of General Practice of Canada on
Canadian General Practice

The College has approximately 2,350 members and this is approximately
229, of the estimated 10,500 doctors now engaged in General Practice i
Canada.'® The influence of the College, however, is far greater than one would
anticipate by the above figures. It has done much to raise the status of the
sincere General Practitioner in the eyes of his colleagues and of the publie,
and also a lot towards ensuring that the G.P. continue his medical educa:
throughout his life and maintains high standards. This activity will be hi
lighted when the Fellowship in General Practice is introduced. The Co
has also done much towards improving the access to hospital facilities by the
G.P. when these have been lacking,!! to encourage research in General Practice
and improve the under-graduate education for the future Canadian General
Practitioner,'? as mentioned above.

Summary and Conclusion

The main disadvantages of the existing method of providing family doctor
services in Canada are unavoidable, owing to the huge size of the country and
the low density of population in the less populated areas, to which may be
added the rigors of the climate. From the patient’s point of view, in rural
areas he may be many miles from medical help in an emergency, and in cities,
particularly at week-ends, it may be difficult for him to obtain emergency
medical care in the home if his own family doector is not available. From
doctor’s viewpoint, distances and climate are faectors to be reckoned with,
particularly for the immigrant G.P., but these are taken as a matter of course
eventually. The closed city hospital is a great frustration to the city G.P..
who may also be troubled by the patient who ‘‘shops around” from doctor to
doctor, and by the quite highly ecompetitive nature of practice in the city.
The latter may give rise to a certain amount of showmanship in office decor
and facilities, and approach to the patient, and the small town or rural G.P.
removed from the “‘rat race” of the city, I think tends to get his coronary later
than his city colleague! The paper work associated with General Practice in
Canada is very considerable, although some measures such as the recent in-
troduction of standard insurance forms acceptable to most insurance com-
panies, are helping to prevent further increase.

The advantages of Canadian General Practice from the point of view of
the patient are that a high quality service is generally available to him, rend-
ered by family doctors who are well trained, up-to-date, enthusiastic about
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their work, and whose interest is maintained by a stimulating medical environ-
ment in association with their colleagues both within and without hospital,
and by profuse provision of facilities for continuing postgraduate education.
The family doctor attends many fewer patients than he does in Britain, for
example, but has more time to spend on each, and is able to do much more for
them himself.

As early as 1920 it was recognized that the organization of the health
service of a nation should be based upon the family as a normal unit and on the
family doector, and that personal service was essential for the proper and effi-
cient treatment of individual persons, and further that this could only be
rendered to them by a family doctor who has eontinuous eare of their health!?
These conditions pertain generally in Canada, particularly for the family
doetor practising in the small town.

Scott, who has addressed this Conference earlier, has stated that ‘‘the
quality of General Practice in a given point in time depends on three factors:
(a) existing medical knowledge; (b) the circumstances in which the family
doctor practises - the diagnostic and therapeutic tools at his disposal, the
amount of time he can give to his patient, the organization of hospital and com-
munity services, both medical and social, and the administrative arrange-
ments prevailing at that point in time; (¢) the personal attributes of the
doctor himself, his technical skills, and his knowledge and insight - factors
which are to some extent controlled by our methods of selection of medical
students, the way we train them, and the doctor's postgraduate training and
experience. These three factors, of course, interact on each other in varyving
degrees. but, if the personal qualities of the General Practitioner are reason-
ably adequate, his basic training sound, and his continuing education assured,
and if the circumstances in which he practises are adequate, i.e., if we can pro-
vide him with adequate time, tools and training, then any advance in medieal
knowledge, skills or techniques, will automatically result in an advanee in the
quality of service provided by the family doctor.'* These ideal conditions are
largely available within the family doctor service as it is rendered in Canada.
Further, in the majority of areas where the Canadian G.P. has access to
hospital facilities, the family doctor’s service even more closely approaches
the ideal.

I wish to thank my colleagues Dr. Donald Brown of Amherst, Nova Scotia,
Dr. D. R. Davies, of Oxford, Nova Scotia, and Dr. W. V. Johnston, of Toronto,
Ontario, the Executive Director of the College of General Practice of Canada,
for their helpful advice and eriticism in the preparation of this paper.
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Para Medical Organizations (7)
Nova Scotia Speech and Hearing Assessment Clinic

The matter of a dearth of services in this Province for the treatment of
young deaf children was brought to the attention of a local service club by one
of its members in 1958, suggesting that this could be a suitable “‘service” pro-
ject for its attention. The Halifax branch of Zonta International was ideally
suited to such a project, since its membership is drawn from executive and
professional women, and includes the Mediecal and paramedical fields - paedm«e
tries, psychiatry, psyehology, social work and nursing.

Following an intensive study and exploration period, several points emer=
ged, viz.:

1) Diagnostic services were non-existent in the area. It was impossible
to have a young child’s hearing loss assessed in range and degree, leading to
preseription of proper hearing aid. Indeed there was no general acceptance of
the idea of hearing aids for the very young child although it was accepted
practise elsewhere.

2) There were no pre-school classes for early auditory training although
these too, were accepted praetises in other centres. _

3) There was lack of actual knowledge of just what constituted a good
or adequate modern program for helping those with a hearing handicap — such
as the need to begin offering help at the earliest possible age — or in denying
the old notion that the deaf had also to be mute. ,

Zonta Club undertook to do what it could toward changing some of these
ideas, or at least arousing some civie concern.

In 1959, interested parents and a wider cirele of professional workers
in the health field were approached. A series of meetings were held in the for-
mer School for the Deaf. From these, the Hearing Handicapped Association
of Nova Scotia was formed.

Speakers, films, study sessions, visits to and from other centres, fostered
the conviction that there was a great deal of work to be done, and before any
rehabilitation plan could be set down, a child's medical situation had to be
fully evaluated. Medical members of the Association by this time included
several specialists from the staff of The Children’s Hospital, and from the
Pediatries Department of Dalhousie Medical School.

After considerable study, the membership became convinced of the
merits of the “oral” method. Mothers began trying the John Tracy Corres-
pondence Course with their child, a course designed especially for the young
deaf child in the home. '

In 1960 a summer class was organized with 4 pupils 3 to 4 years of age.
The adjustment of the children to this group experience made it seem im=
perative to continue the class if possible. In September, Dr. Chester Stewart,
Dean of Medicine, made space available for it at the Dalhousie Public Health
Building. The money for some sort of honorarium to the teachers had to be
found, and this responsibility was undertaken by the Association. A small
Board was appointed to operate the class and to receive the monies. This
Board was composed of 2 representatives from the Association, 2 from Zonta
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Club, 2 from the Department of Paediatrics and one from the Dean’s office.
Dr. N. Barrie Coward, Professor of Paediatrics, became Chairman.

The little class began as a pilot project, to demonstrate what might be
done with 3-year-olds. The numbers of prospeective pupils steadily inereased
and brought major problems in transportation and finances. The increase
also pointed up the urgent and desperate need for a diagnostic and assess-
ment cliniec where the medical evaluation could be done EARLY. PROPERLY,
and LOCALLY! Dr. Coward assumed responsibility for working toward this
clinie, staunchly supported by fellow paediatricians from the original group
as well as colleagues who were becoming interested.

Up to this time, diagnostic work on a child stopped when it reached
the need for audiometrie testing. A few families could afford to travel to
Boston or Toronto, or more recently to Montreal, but there were dozens
waiting.

From our referrals to the Speech & Hearing Centre at The Children’s
Hospital in Boston, our problems caught the attention of the Clinie’s director,
Adam J. Sortini, Ed.D. In the fall of 1961 he offered to come to Halifax
for 2 or 3 days to run a clinic for us for 3 to 5 vear olds, with no professional
fees. (Results were published in the Canadian Journal of Public Health,
November 1962). At this Clinie, appointments were set for approximately
60 children. It was amazing to see the great number of parents, from Yar-
mouth to Sydney, who came in with a child but with no appointment. There
was ample evidence that we MUST have a clinie, and the Committee moved
ahead with renewed vigor.

In January 1963, this Clinic opened its door. Truly, there are many hurd-
les still to be faced, but it is here at last. Wateh for its official opening!

The new Nova Scotia Speech and Hearing Assessment Clinie is located
at 1318 Robie Street in Halifax. The Medical Director is Dr. Arthur Shane,
and Dr. Helen Hunter is the Consultant Paediatrician. Both are well known
in Halifax.

The Committee was most fortunate too, in interesting Dr. Sortini to
come as Administrator, Speech Pathologist and Audiologist.

Dr. Sortini is a pioneering type of individual intensely interested in the
needs of young children with speech and hearing problems. He was the
first audiologist at the Boston Children’s Hospital and was responsible for
the development of its Speech and Hearing Centre. In his twelve vears of
service that Centre has gained wide repute.

As consultant, leeturer, and writer, Dr. Sortini is well known on the
American scene. He has already been warmly welcomed to Canada by the
Speech and Hearing Association of Toronto.

In summary then, we find that in the past 3 vears, several important steps
have been taken in this Province toward improving services for children with
hearing problems. Chief amongst these are:

1) The fine new residential Interprovincial School for the Deaf in Am-
herst, already involved in active plans for an improved program for the older
child.

2) An Association of informed ecitizens — the ““Hearing Handicapped
Association”. Its objectives embrace the needs of all age groups, but just now
it is emphasizing the importance of attack in infancy.

3) Pre-school classes that point out the need of many more such classes
throughout the Province.
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4) A Diagnostic and Assessment Clinic, which is basic to any remedial
program.

This is a fair record of achievement for three years. The physician i
Nova Scotia is in a strategic position to influence developments in the ye:
just ahead, for it is to them that the parent concerned over a child handicapped
with a speech or hearing difficulty will come and be referred by them to this
local clinic.

BOOK REVIEW

ANTICOAGULANTS AND FIBRINOLYSINS

Edited by R. L. MaceMillan and J. F. Mustard
The MacMillan Company of Canada Limited, 1961

This book contains the papers presented at a symposium held at Torontq
early in 1961 as well as the discussions which followed them. As the role '{
anticoagulants in venous thrombosis is relatively well established, most of
the material is directed towards the problem of arterial thrombosis. Parti-
cipants included authorities in the field from the United States, Norway,
England, Germany, France and Canada. The basic mechanisms of co-
agulation, thrombogenesis and fibrinolysis are covered in the subject matter
as well as the effects of anticoagulants on blood coagulation. More practical
topics include the choice of anticoagulant, the various methods for control
of therapy, the type and incidence of complications, as well as the specifie
clinical applications.

The most obvious conclusion left by this symposium is that there is still
very little agreement as to the role of anticoagulants in arterial thrombosis.
It was generally agreed, however, that these agents are useful in preventing
transient cerebral ischaemic attacks, and in the mana.gement of acute coro-
nary insufficiency; that they are of questionable value in the treatment of
acute myocardial infarction and in the prevention of subsequent mfarctmns.'
and that they are of no value in the established cerebral vascular accident,
except when it is due to embolism, in which case further episodes may be
prevented.

The book provides an up to date review of an important subject. How-
ever, much of the basic material will make heavy reading for all except those
working in the field.

R.N.A.



Obstetrics in the Rural Area

D. R. Maclnnis, M.D.
Shubenacadie, N. S.

Obstetries in the rural area is and should be the field of the G. P. but
unfortunately many a patient fails to receive more than a small part of what
modern medicine can offer her. Anyone doubting this has only to talk with a
cross section of young married women. Too high a percentage look upon
their pregnancy as a time of uncertainty and depression and their labors as
horrible ordeals.

There are three reasons for this: (a) The failure to question outdated
methods that have been handed down from the past and are still being taught.
(2) The lack of glamour in obstetries which eauses many men to treat it as
unworthy of time and effort. (3) A blind following of teachers of natural
childbirth.

Can we as a profession be proud of the fact that in some of our rural areas
women receive no prenatal care at all beyond writing the doctor a letter letting
him know when they are due? In other areas the doctor gives lip service
only to the idea of prenatal care. These patients never receive a general
examination or even a pelvic examination and such things as blood tests are
unheard of.

When these patients come into labor they are under the care of the nurs-
ing staff alone. The doector doesn’t appear until a few minutes before delivery
with no knowledge of the real or imaginary terrors that the patient may have
suffered. Others who do happen to appear on the scene at an earlier hour
often rigidly withhold sedation from a suffering girl in the belief that she will
do better and be happier later if she has a so called natural childbirth. I
think the average girl deserves a better deal than this.

No physiecian is so busy that he cannot take the time to do good prenatal
care. The patient should first be seen at the second or third month of preg-
nancy and she should have regular appointments from then on and she should
keep these appointments.

At this point some doetor will say you cannot get patients to come in for
prenatal care. If he would only let it be known that he would attend no
woman who appeared later than the fourth month and has the guts to stick
to this rule he would have no problem. Unfortunately there are those in our
midst who ean never turn down any such call and will treat patients who have
refused all prenatal care. Personally I consider the man that does substandard
work thru a sense of duty and the man who does such work thru greed to be
tarred with the same brush.

On the first visit a very thorough history and a general physical examina-
tion should be done and this necessitates a completely undressed patient.
Some doctors are so concerned with the imaginary modesty of their patients
that they try to examine them thru their clothing. Actually the average
voung married woman has no false modesty unless the physician created the
impression in her mind that she should. Subsequent visits should include
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blood pressure, urine, hemoglobin, weight and an abdominal examination,
Also a pelvie if you desire and a check of any areas of complaint. Follow
this the patient should have a few moments to discuss any worries or fe
she may have. The value of these few moments can be far reaching becaus
the girl feels that she can confide in her physician during her pregnancy a
if he has the time to listen will econtinue to econfide in him about other mat
This is of little value to the obstetrician but of great value to the family phy-
sieian.

The average G. P. acquired the belief somewheres during his training
that it is dangerous to become too friendly with female patients. This per-
haps stems from the fact that some of his best teachers were very ill at e
with women. Actually, this is a false impression. The average obstetriea
patient is not amourously inclined and if she is one can easily fend her
without anyone losing their head. Accordingly the G. P. can get on a
name basis with his patients and permit them to consider him their friend as
well as their physieian.

We should definitely define the limitations of the average G. P.
should not handle any ease which is likely to end upin difficulties or in wh
there is any risk to mother or baby. In such cases the patient should be refe
to an obstetrician and there is no place in Nova Scotia that is so isolated t
this cannot be done. Every G. P. should be able to handle the normal
as well as the specialist but no G. P. should desire to become proficient in
normal obstetries for this can only be done by taking unnecessary risks w
his patients.

There is absolutely no excuse for a G. P. getting caught with anythi
in a labor that he did not know about beforehand. All severe abnormali
of the foetus should be recognised by at least thirty-six weeks and if inco
patible with life the patient should be induced. Letting hyrocephalus
anacephalies go full term is poor obstetrics. The use of X-ray for diagno
is wrong. The X-ray should be used to confirm the clinical diagnosis.
routine use should be condemned. This includes placenta preveas all of whie
can be diagnosed at an early date if the physician would only look for the
In this same light delivering breeches is poor obstetrics. The breech t
cannot be turned to a vertex possibly does oecur but it must be a very r
case. For a man to take pride in his ability to deliver breeches is the sa
as being proud of his ability to drive when intoxicated. 1

Let us next consider the rectal examination. This bit of antiquated
foolishness has absolutely no place in modern obstetrics. There is no con
traindication to vaginal examination. A vaginal ean be done at any ti
during the prenatal period, during labor and after labor with absolutely
risk if normal cleanliness is observed. Two fingers in the vagina will gi
more information than one in the rectum. If needs be you can slip the fin;
thru the cervix vaginally but you cannot do this rectally. From the sta
point of the patient vaginals are normal and without discomfort but ree
are disgusting and painful especially on repeated examinations or wh
haemorrhoids are present. I think that I can say without fear of oppositi
that the man who does rectal examinations in preferance to vaginal examina-
tions is either very old or very foolish. I have seen malpositions, malforn
tions of the foetus and prolapsed cords all misdiagnosed because the doetor
was afraid to do a vaginal examination.
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Many men have never sat thru a labor with any of their patients and
consequently have little knowledge of what goes on during a normal labor,
The primipara at least deserves the presence of her physician during the last
few hours of her labor and by the presence I mean sitting with her and not
sleeping elsewheres in the hospital. This is an opportunity to catch up on
the reading that we fail to do at other times.

The exponents of natural childbirth have caused many of our labor rooms
to be turned into horror pits by getting physicians brainwashed to the idea
that childbirth with little or no sedation is natural and that is the method of
choice in all cases. Nothing could be farther from the truth. It has been
my finding that less than twenty percent of women are adaptable to delivery
without sedation. The statisties showing figures of up to eighty percent
suceess with unsedated childbirth are compiled by men who have been trying
to make a name in this field and never set thru a labor with their patients.
They ignore all adverse results and often the poor woman is too frightened to
eriticize the method. Any girl who has any unhappy memories of her labor or
any fears of another pregnancy has been badly handled and has had poor
obstetrics practised on her. The primipara should be able to honestly say
“I didn’t mind it a bit".

Except in cases of uterine inertia the use of all drugs by injection ean be
avoided. It is these narcoties and tranquilizers that depress babies. The
doctor in rural practice needs only one thing and that is trilene. I have used
it for thirteen years and in the last three hundred consecutive cases have used
it exclusively. I do all my forceps deliveries and repair all my episiotomy
under trilene alone.

Some patients use trilene for as long as twelve hours — it being my poliey
to tell each girl “you don’t have to suffer — you can have the trilene just as
soon as you want it — it is your decision as to if and when you take it”. Some
babies are sleepy but I have never been able to blame respiratory depression
on trilene when used alone. Conversely I feel that combining narcoties and
trilene is asking for respiratory depression in almost every case.

We should not hesitate to interfere with nature. Too many physicians
feel that they should let nature take its course in obstetrics. This may have
some value but I fail to see it. You must make a stand somewheres — either
vou must be prepared to interfere whenever nature seems to be going astray
or clse leave obstetries alone altogether. You foresee the difficulties and try
to avoid them happening during the pregnancy and when the foetus gets near
term vou wateh all the closer and at any suspicion of trouble with the foetus
vou induce labor. No matter how limited your knowledge you can always
find a pediatrician who will help you care for a premature infant but not even
God can help you with a stillborn infant. Inductions are safe and almost
always sure if one has three constant factors (1) a good pelvis (2) a cervix
that is partially effaced and will admit two fingers easily (3) a foetal head that
is well engaged. If all three are present rupture the membrane, use pitocin
and all should be well but if you lack any one of the three induce only with
the realization that it may fail.

In this type of obstetrics foreceps can be considered almost normal pro-
cedure. With the head visible on the pelvie floor there seems little value
in having it pound away there for another hour when it can be easily lifted
out with foreeps. This applies equally to anterior and posterior presenta-
tions., If one's assessments of the labor has been correct any posterior can
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be delivered as such by low foreceps or manually turned to an anterior.
doubt if the occasion need arise when the rural G. P. ever needs to do a rotation
by forceps or needs to apply mid forceps.

In conclusion I feel that it is high time that the medical society publically
stated what it considers to be good prenatal care and good obstetrics. Then
and only then will the average girl in this province be able to know when she
is receiving an acceptable standard of care. -

I would hope also to see the day when every stillbirth and every infant
dying within seventy-two hours of birth would be subject to investigation by
the medical society. '3

*From the Bulletin of 40 Years Ago

The Medical Society of Nova Scotia Bulletin, March 1923.

From Cure to Prevention

More money is spent by a railway on train and track inspection than on
wrecking crews. The average owner of an automobile does not wait unt
there is a breakdown, he is always on the watch for signs of motor trouble
The progressive factory manager does all that he can to guard against interrup-
tions in produection by solicitously looking after his machines.

Vastly more complex than any machine, the human body is in need o
vigilant care and frequent examination, yet for the most part it is neglecte
until pain and disability sound an unmistakable alarm. Then the doetol
is called in and too often is expected to do the impossible. Usually he I
thought of as a wrecking crew instead of a train and track inspeector.
doctor will be increasingly called upon to keep his patients well. The em:
phasis is shifting from cure to prevention.



Diffuse Exocrinopathy

Cystic F1BrosIs

The disease commonly called cystic fibrosis, and sometimes mucoviscidosis, is
due to an abnormality in the exocrine glands and the name exocrinopathy is sug-
gested. The pulmonary lesion has the greatest significance.

Gradually it has become apparent that ‘“cystic fibrosis of the panereas’
is not primarily a pancreatic disease; neither is it a cystic or a fibrotie disease
The basic mechanism is a disturbance of the function of many of the exoerine
glands of the body, structures that secrete their products externally onto an
epithelial surface. The common denominator in this disease appears to be
an abnormality in the composition of these exocrine secretions and elinical
disease results when the secretions are sufficiently altered to cause dysfunection
of the organ or organs involved.

The muecous glands of the tracheobronchial tree, the acinar tissue of the
pancreas, the biliary canaliculi of the liver, the secretory tissue of the salivary
glands, the sweat glands of the skin, and possibly other structures such as the
gastrointestinal mucosa may be involved in this disease. After years of
observation, D. H. Anderson who introduced the term ‘‘eystic fibrosis of the
pancreas’’ now defines cystie fibrosis as a “congenital familial disease charac-
terized by dysfunction of many of the exocrine glands.”

The clinical disturbances are variable and related to the type of the secre-
tions and the function of the exocrine gland involved. Apparently the secre-
tions of the pancreas, liver, and tracheobronchial mucosa are too viscous,
while the abnormal secretions of other organs, such as the skin and salivary
glands apparently have normal viscosities.

CLINICAL ASPECTS

The disease is not uncommon. Its most significant eclinical aspeet is the
pulmonary lesion, not pancreatic insufficiency. With growing appreciation
of the pulmonary aspeets of the diseage, certain children with bronchitis,
“chronic pneumonia,” *‘whooping cough pneumonia’ are now correctly diag-
nosed as having cystic fibrosis. The term mucoviscidosis, introduced in 1945,
implied an increased viscosity in the secretions of the tracheobronechial tree,
pancreas, and liver. The name had merit until P.A. di Sant’Agnese and asso-
ciates discovered the electrolyte abnormalities of sweat in patients with this
disease, but found no alterations in viscosity. While cystic fibrosis is still the
accepted name, exocrinopathy would appear to be more suitable one.

The exoerinopathy of the mucous secreting glands of the tracheobronchial
mucosa produces the most serious effects of the disease. The tracheobronchial
free contains numerous mucous glands in its submucosa. Their secretions
are most visecous and are cleared from the tracheobronchial tree only with
difficulty. Retention of the viscid material predisposes to infection and air-
way obstruction, either of which may predominate. During infections of the
lower respiratory tract, the thick mucus results in prolongation of illness and
favors development of serious complications.

Often cystie fibrosis may be suspected when a child fails to recover prompt-
l:_u' from a “chest cold,” “flu,” or pertussis. Respiratory complaints—prima-
rily cough, sputum production, and susceptibility to recurrent infections—
may be minimal for years only to erupt at or after puberty into a progressive,
relentlessly fatal respiratory disease.

—
John"A. Prior, M.D., The Ohio State Medical Journal, October, 1961.
Abstracted by National Tuberculosis Association.



124 THE NOVA SCOTIA MEDICAL BULLETIN

Before panc_reatic iI_lsufficien(Ey is detectable elinically, 90 per cent or more
of ke p,,ncr.ea.tlc exocrine function has been lost. 1If this degree of loss i
present at blrth._mecomum ﬂel}s may develop, causing an intestinal obstrue-
tion and sccounting for approximately 10 per cent of the deaths due to cystic

Sbrosts Patients spared meconium ileus will usually die primarily of pul-

isease. _
mona.rye most commonly deseribed eystie fibrosis patient is a child who be~

tween the second and twelfth month of life develops steatorrhea and chronie

Tocuirent respiratory infections.

SWEAT GLANDS

rents of children with cystic fibrosis have observed that their children
taste salty when kissed. These children may also have a white. gritty

E&aferial on their foreheads after exertion, and they may not “do well” in a

I e ]
hot stIf 1954 di Sant’Agnese and co-workers demonstrated that the electrolyte

depletion ¥as the resplt of the secre:'tion of sweat con}aining excessi\tely high
concentrstions of sodium and chloride. By metabolic balance studies, they
demonslf’ted that the skin was the only route of the abnormal electro
loss. TheY devised a diagnostic procedure, known cpmmonly as the “sw
test,” i which the gubject- is exposed to thermal stl.mulus and hl_s s“:ea.t
collected for analysis of thq eleetro]y:te concentration. In ecystie fibrosis
patients the sweat concentration of sod.mm and chloride is ele\'a,te:d from
to three iMmes that of nor!:nal. There is no dem9nstrable correlqtmn he.tw
the degr® of electrolyte increase and the severity of the associated disea
marked variation in the severity of the disease is based upon
herited factors. It may _be that th_e genetic factor can occur unexpres
clinicallf thus some relat.lves of patients have a})nox_'ma:llj' _hlgh sod%um and
chloride sweat concentrations but no accompanying indications of disease.

DIAGNOSIS AND TREATMENT

laboratory diagnosis of eystic fibrosis is based primarily upon the
sweat et which is positive in 99 per cent t_af knowp cystie fibrosis patien s.
As o many other diseases, eystic fibrosis was first reported to be a rare

but high¥ fatal disease. Although usually considered a disease of childr $
active diease has been found in individuals in the third and fourth decad
gjpee the pulmonary disease accompanying cystic fibrosis is responsi

for mod of .the deaths, particular attention to the lungs is indicated.
viseid seretions may b.e rendered ‘thlnner by the use of expectorants such as
the iodies: Pancrgatlc streptokinase and streptodornase may be helpful
in liqué secretions. .
the control of infeetion, intensive courses of broad spectrum anti-

bioties #¢h month for four or five days con.tinuousi‘v are often helpful. In
some jpstances, \'}rtunlly year-round antibiotiec therapy may be necessary to
offect spificant improvement. Cultures should be made of the sputum af
rntervals. Changes in the bacterial flora may dictate changes in anfi=

bacterl therapy.



The Doctor’s Column

Bushveldt Vignettes - - - October, 1962

Missdo Evangélica do
BAILUNDO
Teixeira da Silva
ANGOLA
Dear Friends: —

In his famous speech to defend the freedom of the press, my fellow Nova
Scotian, Joseph Howe, confessed that he was neither a prophet nor the son
of a prophet. Me too!

Howe went on, however, to make some guesses about the future of our
little peninsula and its people.

So, just for now, let's look the other way. I am not much of a ‘“looker
backer”, but it might be worth while to try a bird’s eye view of this little
local venture of which we are a part. All the more so, because most of you
who read this letter have also had a share — and some of you a very large
share — in these schemes and dreams and hard work, humbly yet hopefully
designed to fit into that which we boldly believe to be a divine plan.

Coming to Bailundo in 1957, the object was to develop a much more
active health work as an integral part of the life and witness of the evangeli-
cal church which had begun in 1880 with the arrival of the first Congregational
missionaries. (That, by the way, was many years before there were any other
white people in this part of the country.)
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From 1947 until 1957, except when on furlough, I had had the mis:
and the village dispensaries here ‘“‘under my wing’' as I directed the wor
Dondi Hospital and its public health activities.

In only a few months two factors became painfully clear:

First: That every effort to improve rural sanitation, to provide healf

edueation, to push immunization against tuberculosis,
B.O.G. and to develop midwifery services, etc.,meant a cof
stantly inereasing demand for curalive services.

Second: That the 50 miles separating us from Dondi Hospital, the eof

of gasoline, the condition of the dirt roads, and the a
over-taxed medical and surgical facilities in Dondi, plus
fact that many patients were already 80 or 100 miles fr
home when they reached us, added up to the conclusion
we had to do something positive about surgery and hospits
tion in general right here in Bailundo.

So there I was, right back where I had been (and still am) ever since w
came to Africa! Living a double life, torn between the utterly urgent call {
cure and the inescapable obligation to teach health, preach prevention an
not only to convinee men that they ean help themselves to larger slices ¢
life, but — and it's harder — to inspire them to believe that it's worth while ¢
make the effort!

It’s this kind of a two-way pull:
“I'll try to get to bed before midnight to-night. Early t¢
morrow I'll do just the things the nurses can’t do here at th
hospital. Then I'll drive 80 kilometers North-East to wher
Aaron Elephant will be having a mother and child we
clinie. T'll have a good session with the mothers and A

A jeep has roared by our bedroom wmdow its search-

lighting up our 70-year old mud house, turned in the yard s

roared out again. Just to make sure that all is “‘in ord

...... “Maybe it's not quite as easy to get to sleep ag

after you're 60. .But there's the wooooing of the owl and

sigh of the wind in the tall jacaranda trees that tower over

low tile roof. . . .and bed feels so good!. . . Thank gOOdnE‘&ﬁ thi

have not been many fleas lately & banltary seience has

given us the answer to fleas in Africa yet. . .Well, some day.

Think of jiggers. They're almost gone. But even to th

of them makes my toes iteh. Oh, the miles and miles 1 rodé

on the bieyele 30 years ago with big slippers on my feet because

they were so swollen from jigger infection!. . . There were th

clinies for leprosy patients in the country between the }\uk

and Quanza rivers, to visit and direct. Thcre _were the

bush dispensaries to supervise. . . ........." ........ 3

Tap! Tap! Tap! at the window. A soft voice speaks out

of the dark: “We need you, doctor. . .They've brought a parturi=

ent from out Bimbe way. Four days in labour. The foetal

heart is alright but her pulse is fast™.

And so the night is over at 4 A.M. There’s a Caesarcan to do. There
is another case to see when the first is tucked in bed — or rather in 2 beds -
a hospital cot and a basket! Too soon, tomorrow is here. Plans to teach
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mothers and examine children and inspire health workers in the villages have
to be cancelled. One is caught up again in the net of the needs of those already
ill — those needs that, in all “only-starting-to-develop’’ countries stand between
doctors and the masses who might suffer less than a tenth of the sickness
they now endure, and from which they die, if there was adequate teaching,
technical development, sanitation, nutritional betterment, immunization and
prophylactic services.

Well, that's the way it is. A man should give thanks for the health
and chance to live a double life and to do something at least to heal broken
bodies and to offer more health and larger life to his fellows who have the
same right to them as he has himself.

So, during five years the Bailundo Health Centre has been growing up.

As to what it will be to-morrow, or the day after. .. .well that depends
on whether new recruits are found, sent and admitted, on whether new doctors
are trained, on whether the church in this land ean weather the storms that
have been breaking upon it and all around it, on factors about the most of which
one must remain silent. . now.

Of two things I am sure:

That the Father's will ¢s life and good for all of human breath; and that
the brotherhood shares in His fight with death that is slow (as in kwashiorkor)
and death that is fast (as in cerebral malaria); the death of the mind that
might have lived but has never had a real chance to live, and the death of the
spirit that has longed to see but has known mostly darkness; the death that
men did not will, but that they might easily conquer if they cared enough,
and the death that men have wilfully imposed upon their fellow-men, and,
being sure, I propose to keep on fighting,

Sincerely,
SIDNEY GILCHRIST, M.D.

“WANTED: General practitioner, preferably with some surgieal |
experience, for Sawmill town of 1,700, with large surrounding district.
Have modern 25 bed hospital, opened in 1957, with Lab. Technician,
X-ray Technician, and services of Radiologist.

Town has High School, Elementary School, Golf Course and Curling
Rink.
| Only one doctor at present.

For additional information contact V. R. Briggs, Chairman, Board
of Management, Tobique Valley Hospital, Plaster Rock, New Bruns-
wick.”
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ANTIGONISH-GUYSBOROUGH MEDICAL SOCIETY

Dr. N. P. Murphy attended the American Orthopsychiatric Annual
Congress in Washington during March.

Pharmacy in Toronto recently.

On February 21st Dr. MacDonell's youngest daughter, Margueri
Antonia was born. We join in congratulations to him and wish also to ex:
press our sympathy with him in the death of his mother, Mrs. John E. Mae-
Donell on March 11th.

CoLcHESTER-EAsT HANTS MEDICAL SOCIETY

Dr. T. C. C. Sodero spent a vacation in Florida in February.

Dr. R. F. Ross also has spent a vacation in Florida and Nassau recen

Dr. David Moore who has been doing graduate work in Halifax d
the last three years has opened an office in Truro for the practice of Obstet:

and Gynaecology.
HavriFax MEbpICAL SOCIETY

Dr. N. Fahmy announces the opening of an office at 152 Ochterloney
Street, Dartmouth, (former office of Dr. L. A. Rosere).

Dr. H. B. Colford, Director of Child and Maternal Health for the Nova
Scotia Department of Health addressed the joint meeting of the No
Scotia and Halifax-Dartmouth Metropolitan Red Cross Homemakers
mittee recently. He stressed the importance of maintaining immunizati
against tetanus, diphtheria, poliomyelitis and smallpox during childhood
and adult life. Accidents in the 5-9 year age group rank first as cause of
death in Nova Scotia as elsewhere.

Dr. Doris Hirsech, Halifax City Family Life Chairman, took part
in a regional family life conference held in Halifax recently, sponsored by
N. S. Federation of Home and School Associations.

VALLEY MEDICAL SOCIETY

Dr. A. A. Giffen was recently elected President of the Kentville Hospital
Association at its Annual Meeting. i
CONGRATULATIONS

To Dr. John Merritt who early in March was appointed to the Board
of Directors of the Nova Scotia Trust Co. Dr. Merritt, a Gold Med
and Malcolm Honour award winner from Dalhousie is a Fellow of the Canadi
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American, and International College of Surgeons and presently is associate
professor of Surgery at Dalhousie, and Chief of Service at both the Victoria
General and Childrens’ Hospital. He has never spared himself in anything
furthering the cultural development of Halifax.

To Miss Joan Casey, second year Medical student at Dalhousie who has
been awarded one of four Smith, Kline and French Scholarships for work
and study in medically underveloped countries. Miss Casey will, during
her next summer vacation join her brother, Dr. Tom Casey at Holy Rosary
Hospital in Emekuku, Eastern Nigeria.

Davsousie UNIVERSITY

On March 27th was held the second of the Annual Research Days put on
by the University. The object is to acquaint one's confreres with the Research
which is being carried out by the different departments. A very interesting
programme was presented which was well attended.

BirTHS

To Dr. and Mrs. Ian Drysdale (née Janet Owen) a daughter, Heather
Lynn, on March 18, 1963, at the Women’s College Hospital, Toronto.

To Dr. and Mrs. W. Siddall, a daughter, Wanda Leigh on March 25, 1963.

To Dr. and Mrs. Donald Nicholson, (née June Meagher) a daughter,
Mary Joanne at the Halifax Infirmary on March 13, 1963.

To Dr. Albert J. and Mrs. Shaw, their fifth child a daughter at the Halifax
Infirmary on March 21, 1963.

BIRTHDAYS

Our congratulations and best wishes to Dr. James M. Corston, Halifax,
on his 84th birthday, March 12, 1963.

OBITUARIES

We regret to record the death on March 19, 1963 at Whycocomagh, Inver-
ness Co. of Dr. Gordon Daniel Timmins. Dr. Timmins died of a coronary
attack at the age of 49. He was buried in Mt. Hermon Cemetery Dartmouth.
For a number of yvears since graduating from Dalhousie he practised in Ship
Harbour and Dartmouth. We extend our sympathy to his wife and daughter.

On March 15 in Sydney Cape Breton there died Dr. Freeman O'Neill,
born in Sydney, 89 years ago. He was a graduate from Bellvue Hospital
New York and praetised first in Louisburg before coming to Sydney. He
was Medical Officer overseas during World War I and after the war for Cape
Breton Co. Later he was M.O. for the Cape Breton Highlanders which he
organized and commanded. In World War II he served as Assistant M.O.
of the R.C.A.F. He was a Knight Commander of the Order of St. John of
Jerusalem. We extend our sympathy to his family.

On March 27, 1963 Dr. Leander Rupert Morse, aged 91 years died at
Lawrencetown, N. S. He was a graduate of McGill University and had
practised in the Valley throughout his career except during the war. He was
a survivor of the Halifax Explosion and was one of the earliest certified radio-
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logists in Nova Secotia and the first in charge at Camp Hill. He was associated
with Dr. J. A. Sponagle in founding the Soldiers Memorial Hospital in Middle-
ton.

Until 1950 he was associate with his sons in practise yet found time to
give of his energies to many aectivities including his Alma Mater, Acadia and
as a member of the provincial Medical Examining Board. We extend our
sympathy to his wife, doctor sons, and the other members of his family.

Coming MEETINGS

There will be no Vietoria General Staff clinical meetings during the month
of May. Wae hope to publish some of the papers delivered during recent months
in coming issues.

THE SECOND ANNUAL MEETING :
ATLANTIC SOCIETY OF OBSTETRICS & GYNECOLOGISTS
Saint John, N. B., Sat. May 25, 1963
9.00 — 9.30a.m. — Registration, Laboratory Building
Saint John General Hospital.
9.30 - 11.00 a.m. — Business Meeting.
11.00 - 11.15 a.m. - Coffee break.
11.15 - 11.45 a.m. — Case Presentation — Dr. Tanzman.
11.45 - 12.15 a.m. — Cytology Program in Nova Scotia — Dr. Robinson
12.30 - 2.00 p.m. Luncheon (courtesy Saint John General Hospital).
2.00 — 3.00 p.m. — Panel — “Uniform Atlantic Provinces fee Schedule™.
Drs. Foster, Corston, Irwin & O'Dea.
3.00 - 3.30 p.m. — Case Presentation — Dr. Wanamaker.
3.30 — 3.45 p.m. — Coffee break.
3.45 - 4.15 p.m. — Medical Inductions — Grace Maternity Hospital — |
Dr. Kingston.
4.15— 5.00 p.m. — Completion of business.

|

7.00p.m. — Cocktails and Dinner for members and wives —
Admiral Beatty Hotel — Speaker to be announced later.

N.B. — Luncheon for wives 12.45 p.m. at the home of Mrs. F. D. Wanamal
891 Manawagonish Road, Lancaster. Directions and transportation
can be arranged by calling 694-1516.

Members are encouraged to invite and bring to the Meeting all '
and Gyn Specialists in their area who may be non-members of the
Society.
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