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Our Time to Speak 

The ··witching hour·· regarding " ::\ledicare·· 
seems to haYc come and gone: - so far as can be 
determined, doctors have not been changed into 
mice, pumpkin or civil sen·ants. The meeting 
of Provincial Heal th ::\Iinisters in Ottawa on 
September 23rd and 24th reiterated the conditions 
of the Prime ::\linister's statement of July . "::\1edi­
care" is to be run by the provinces. But the 
method of provincial operation must not violate 
any of the principles of ComprehensiYeness, Uni­
Yersality, Portabili ty or GoYernment-agency opera­
t ion. It would appear that the "Escape Hatch" 
of a physician's right to "opt out'' and of a patient's 
right to benefits receiYed outside the scheme 
is acceptable to the federal authorities. It was 
also indicated that existing Doctor-sponsored 
medical plans could be considered proper vehicles 
for operation of proYincial "::\fedicare" plans -
if their operation was open to goYernment audit 
and if a minister of goYernment were responsible 
to the Cabinet and, thus, to the people for the 
plan operation. 

It is not known what recommendation :Mr. 
Frank Rowe's Committee will make to the Nova 
Scotia government regarding "Medica.re" . We 
do know that the Federal people request a decision 
from the Province by the end of December, 1965. 
It is quite possible tha t ::\1r. Rowe will suggest 
M.::\l.C. as the "Agency" for ")Iedicare" in Xova 
cotia. It should be pointed out that ::\1.H.S.A. 

THE XOVA SCOTIA MEDICAL BULLETIX 

(Blue hield) is NOT con idered by the Federal 
Department of Health a a doctor-sponsored plan 
and, hence, is NOT eligible to be considered a an 
Agent. 

Quite likely, by XoYember 26th. we will know 
the general decision of the Rowe Committee. 
The Annual ::\feeling of The ::\-fedical Society sche­
duled for Kovember 26th and 27th at the Lord 

elson Hotel in Halifax will, probably, be the 
place and time for release of this information. 
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'fhis is the fi rst year for Council of The 
Medical ociety - but, by no means, will Council 
have everything cut-and-dried - on Saturday, 
the 27th, Council will report to the Annual ::\feeting. 
Decision of Council must be approYed by the 
Annual ::\feel ing. 

The time and format of this year's )feeling 
was altered by C.::\LA. Annual ::\feeling being in 
Halifax thi pring but the two days after the 
Dalhousie Refresher Course - Xo\·ember 26th and 
NoYember 27th - are important date for you, 
members of The )ledical Society - we urge you to 
at tend and participate in these most important 
discussions - don't think that the existence of Coun­
cil will stifle debate. All members of the ociety 
arc welcome to attend Council and to participate 
in the discussion - and, at the Annual ::\feeling on 
Saturday, can have full say and vote on Council's 
decision. o 

T.W.G. 
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Dalhousie Notes 
VIII. 39th REFRE HER COURSE 

L EA c. STEE\'ES. ::\f.D.1 

Halija:r, .V. S. 

The 39th Dalhousie Hefresher Course ,,-ill be 
held ::\ovember 22nd to 25th, l965. The Faculty 
will include Dr. Roy G. Holly (Profe sor and Chair­
man of the Department of Obstetrics and Gynae­
cology, T he Jefferson ::\Iedical College of Phila­
delphia) ; Dr. Colin C. Ferguson (Professor and 
Head, Department of urgery. The University of 
Manitoba); Dr. K. J . R. Wightman ( ir John and 
Lady Eaton Prore sor, and f!ead or the Depart­
ment of ::\fedicine. The University of Toronto) ; 
and Dr. C. 0. Carter !Director. ::\Iedical Research 
Council. Clinical Genetics Rc earch "Gnit, In ti­
tutc - or Child Health, London, England). 

::\Tonday afternoon's programme features 
" Anaemia in the Pregnant Woman" , " Rh Prob­
lems". "Intra-Uterine Devices". 

'l'uesday afternoon's programme features Dr. 
Colin Ferguson discussing "Abdominal Tumours 
in Children" and a discus ion on Abdominal Pain 
in Children. 

The John tewart ::\Iemorial Lecture " Drug 
Reactions'' ,,;u be given by Dr. K. J. R. Wight-

man. \\.edne day afternoon. ··Peptic "L"lcer from 
a ::\utritional Point of 'i'iew·• is Dr. \rightman·s 
topic on Thursday afternoon. 

Dr. C. 0. Carter will discuss " Genetics and 
Paediatric " . and Dr. \Y. A. Cochrane will speak 
on •· r utrition in Children·· Thursday afternoon. 

Each morning of the course will be devoted 
to mall Group Clinics. e,·eral of the topics 
are: .Myocardial I nfarction, Asthma, Hyperten­
sion, Fevers and Con,·ulsions in Children. How 
to Lower your ::\eonatal ::\ fortality Rate. 

" ocratic Luncheon " are planned for thr 
first three days or the course and will consist or 
small groups sitting wi th a Faculty .Member to 
discuss clinical problem . 

The \ · ictoria General Hospital, The Halifax 
Infirmary, The Grace ~1aternity Hospital, Camp 
Hill Hospital, and The Children's Hospital arc> 
all cooperating with the Faculty and the Refresher 
Course Committee to present a really excellent 
programme for this year's Dalhou ie Refresher 
Course. 

The following members of the Dalhou ie Faculty or Medicine are among those participating 
in the programme: 

Dr. C. ~I. Bethune 
Dr. R. ::f. Anderson 
Dr. W. A. Cochrane 
Dr. R. C. Dickson 
Dr. G. H. Flight 
Dr. R. S. Grant 
Dr. G. R. Langley 
Dr. H. X. A. :\I acDonald 
Dr. R. Parkin 
Dr. B. . ~dorton 
D r. S. J. Shane 
Dr. A. S. Wenning 

Dr. T . E. Kirk 
Dr. S. F. Bedwell 
Dr. L. Cudkowicz 
Dr. A. A. Drysdale 
Dr. . G. B. Fullerton 
Dr. D. A. Gillis 
Dr. A. J. ::\IacLeod 
Dr. J. F. ::\ichol on 
Dr. E . F. Ross 
Dr. J. A. R. Tibbles 
Dr. J . F. L. Woodbury 
Dean C. B. Stewart 

1Direclor or Post Graduate Division, Faculty or Medicine, Dalhousie University. 
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Dr. G. W. Bethune 
Dr. P. Cudmore 
Dr. F. )f. Fraser 
Dr. C. L. Gosse 
Dr. D. R. . Howell 
Dr. R. ~I. MacDonald 
Dr. R. L. Ozere 
Dr. L. C. teeves 
Dr. K . E. Scot t 
Dr. M. G. Tompkins, Jr. 
Dr. S. E . York 
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112th Annual Meeting 
The Medical Society of ~ova Scotia 

(The .S. Division of the C.:.1.A.) 

The ll2th Annual ) feeting of the l\fedical 
Society will take p lace on Xovember 26th and 27th, 
1965 at the Lord Nelson Hotel, Halifax. 

The Council of The Medical Society will meet 
Cor the first time. This body, representative of 
all facets of ) fedicine in :;..r ova cotia, is authorized 
by the Order in Council (16th February, 1965) 
approving the amended By-Laws of the Society 
(1964). The By-Laws were distributed to all 
members as an insert in the May 1965 issue of 
The r OYa Scotia Medical Bulletin. The repre-
entatives to Council (members of Council) number 

approximately 100. The By-Laws (Chapter IX) 
state: -

·'The Council shall be the governing body of 
the Society with its actions subject to the final 
approval of the Society at its Annual ) 1ceting. 
It shall report to the membersrup at the Annual 
l\Ieeting of the Society and, as warranted. through 
the pages of The Kova Scotia Medical Bulletin". 

It is important to note that members of the 
Society who are not representatives to Council 
are welcome and encouraged to attend meetings 
of Council. but that only members of Council 
are entitled to vote. 

Meetings of Sections within the Society may 
be held any time during the week at indiYidual 
convenience. The Chairman of each Section is a 
member of Council. 

It is to be noted that the Annual Meeting 
(NoYember 26th and 27th) follows the Annual 
Dalhousie Refresher Course (~ovember 22nd -
25th inclusive). The refresher Course Committee 
has agreed to have this regarded as the clinical 
programme for the Society·s Annual )1eeting. 

The Annual :Y.Ieeting of the Executive Com­
mittee will be on Thursday, ~oYember 25th. The 
first meeting of the new Executive will be a lunch­
eon meeting on Saturday, Xovember 27th, 1965. 

The President and ExecutiYe Committee 
extend to all members a cordial inv itation to a ttend. 

F r iday, Novem ber 26th, 1965 
8 .30 a.m. Registration 

9 .30 a .m. - 12.30 p.m. Meeting of Council 
1.00 p.m. Luncheon 

2. 00 p.m. - 4. 00 p.m. ) feeting of Council 
4 .00 p.m. First Session of Annual Meeting 

(a) Report of Nominating Committee and election 
of Officers, representatiYes to ExecutiYe 
Committee 

(b) Other business 
7 . 00 p.m. President's Reception 
8. 00 p.m. Annual Banquet 

10 .00 p.m. Dancing and Entertainment 

Saturday, November 27th, 1965 
8. 30 a.m. Registration 

9.00 a.m. - 12 .00 Meeting of Council 
12 . 30 First )feeting Incoming Executive 
2. 00 p.m. Second Session of Annual ~Ieeting to receive report 

from Council. 

The Ladies will have a Coffee & berry Party on Friday and Saturday 
at 10 .00 a.m. 

Social Registration fee will cover F riday evening's Social Functions 
President's Reception - - Banquet - - Dance 

THE ~OVA SCOTIA MEDICAL BULLETIK 265 NOVEMBER, 1965 



112th AK~TAL ~IEETIXG 
The Medical Society of Nova Scotia 

N.S. Division C.M.A. ) 
Lord Nelson Hotel, Halifax, 
November 26th - 27th , 1965 

Please print the name of the hotel or motel in which you wish to have accommodation : 

Fin;t choicE> Second Choice 

Other 

DatE' or arrival: Expected time of arrival: 

Date of departure: 

Hoom will b<> occupied by: :-iamets) 

Address 

Accommodation required: (plea.'(' check one) 

ingle 

Signro .... 

Complete and forward to: 

Double 

The Executive Secretary. 
The ~ledical Society of Ko,·a cotia, 
Dalhousie Public Health Clime. 
Unh•er$ity Avenue. 
II alifax, ~. S. 

uite 

TELEPHOr E MESSAGE CE TER 
for Annual Meeting 1965 

423-6451 

This telephone number is made M·ailable Cor all incoming ca lls recei,·ed Cor our member - during til(' 

coll\·cnlion. LeaYe this number with your oCCice or home inca e a call is necessary. 

Th is message center is located at the Society's Registration Desk in tho ~'fain Lobby of the Lord 

Jetson Hotel. 
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uB CRIPTIOX RATE 

All members of The .:.redical ociety of ::\ o,·a cotia 
receive The Bulletin without extra <:barge. The 
rate for .:.redical libraries, Hospitals and others is 
S6.00 p.a. .:.redica.l tudcnts at Dalhousie, S2.00 . 
. \U corre pondcnce should be addressed to: ub­
'Cription Dept, Xova eolia .:.redical Bulletin, 
Public Health Clinic, Halifax. ::\. . 

The doctor 
spent a comfortable night 

Terpo- Dionin with its "3 -way" relief (sedative-anodyne­
expectorant), gives coughing patients - and their doctor 
-an undisturbed night. 
E•ch te•spoonful (5 ml) cont•ins 5.5 mg ethylmo1phiM HCI; 13.9 mg. 111pin hyd1•te: 5.0 mg. 
gulilcol: 10 2 mg. c•lcium glycetophosph•te; white pine compound bue. Dos1ge: One til· 
spoonful evtry thtte houts. 1nd one •t bedtime. 

0 TERPO-DIONIN 
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FORTY YEARS AGO 

From the Ko,·a cotia .:.Iedical 

Bulletin. ::\o\·ember. 1925 

ir .\ rbuthnot [Lane) also spoke 
[at the Clinical Congress of the 
. \ merican College of . urgeons 
as reported by Dr. G. H . .:.rur­
phy) at the opening meeting of 
the Hospital tandardisation De­
partment. One looks ,,·ith eager­
ness to the views of men who can 
watch the activities of Hospital 

tandardisation from neutral 
ground. Xo doubt there have 
been many times when some of 
us wondered i1 it were all worth 
"'bile. The principle of Stand­
ardisation from the start has been 
that the ho pita! is ba ic and 
fundamental in anv moYe which 
makes for greater. efficiency in 
surgery and medicine. The logic 
for improYement and standardisa­
tion of all hospital agencies is 
therefore ine,'itable. The plan 
adopted by the .-\ merican College 
or urgeon wa highly commend­
ed b~· the distinguished English 
surgeo11. Himself a representa­
tive or the con en·atiYe and staid 
profession of the Old Country. 
yet he believed fully in going to 
the public with a n educational 
programme, in order that wide 
J)read intelligence on health mat­

ters would form a staunch buttress 
for the support or better hospitals. 
better health legislation. and bet­
ter doctors. 0 

ERRATUM 

'omehow in Dr. Omaboc's 
paper on "Rheumatoid" Heart 
Disease (October Bulletin p. 257) 
the captiOn to figure 1 appeared 
but figure 1 did not. Our apolo­
gies to Dr. Omaboe and his 
readers. 

Editor. 
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fl'HM! ANNOUNCES 

the 
one& 
only 

@ a new modality ii1 
oral contraception ... 

@ a new molecule 

* 
• 

"Each tablet of Ovu len I mg. conta ins: ethynodiol diacernte 1.0 mg., m estranol 0.1 mg." 



Quick Section Diagnosis 
Dot:GL.\S " AGGH, :\1.D. C.M., M.Sc., PH.D. , F.R.C.P. (C) ' 

Halifax, ,\1. S . 

The quick section can be one of the most valu­
able of all aids to the surgeon. It can provide him 
in many cases with instant diagnosis as the basis 
for a one-step definitiYe surgical procedure, enab­
ling him to aYoid delays, risks or excessh·e surgery. 
To reach this satisfactory state, a number of vital 
factors must be harmoniously blended. E veryone 
concerned must be aware of the capacities and 
limitations of the method and of the individuals 
engaged in its application. If we demand of a 
technique what it is incapable of deliYering. the 
result can only be frustration. 

The most fundamental aspect of quick section 
diagnosis, and one that is all too frequently ignored. 
is the recognition that it represents a close collab­
orative effort between surgeon and pathologist. 
In the ideal situation, the surgeon has advised the 
pathologist prior to surgery of the type of case 
with which he is dealing, and has indicated the 
type of information he hopes the quick sec tion will 
prov ide. Except for breast biopsies, advance 
consul tation will often inform the surgeon whether 
or how quick section will help. 

Armed wi th this information, and having 
been told of any previous biopsy results. the pa tho­
logist ought to be able to give a rapid and accura te 
answer in most cases. 

It is most importan t that quick section facili­
t ies be in the immediate vicini ty of the operating 
suite. If they cannot be plaeed close to the oper­
a ting room, then there is no ,·alue in having them 
outside of the pathology labora tory itself. If a 
quick section room is on the O.R. floor, i t should 
be a n area that is not used for other pur poses. 
The pathologist performing a quick section is under 
just as much tension as is the surgeon in charge 
of the case. and it is unreasonable to ask hlm to do 
his work in a room that doubles as a plas ter room, 
interne's lab, or sen·es some other function. The 
minimum facili ties for a quick section room 
include: 

1. A cryostat. This relatively new type of 
freezing microtome is so superior to the 
old C0 2 model that it should be available 
even in relatively small hospita ls. 

2. A vibration-free dissecting bench, sink, 
and excellen t lighting and a binocular 
microscope. 

3. An exhaust fan or preferably, a fume hood 
to get rid of odors. 

GiYen the advantages of friendly collabora tion 
with the surgeon and good working facili t ies, what 
kind of service can be expected? This will depend 
to some extent on the ease of communication 
between the surgeon and the pathologist. I deally, 
they should be together in the operating room at 
the time the biopsy is taken. They may often 
assist each ot her in choosing the biopsy site. The 
pathologist can then incise the specimen in the 
manner that will be most informative to the surgeon, 
and can often make a definitive diagnosis on the 
spot. If circumstances prevent this mask-to­
mask contact, then there should be an in tercom 
between the opera ting room and the quick section 
laboratory so tha t questions and information can 
be easily exchanged. 

Provided with these circumstances or a rea­
sonable appro:.:imation of them. and given also a 
depth of understanding of a respect for each other 
by surgeon and pathologist, the quick section can 
reach its highest value. There should be agree­
ment first that with rare exceptions the primary 
(and preferably only) function of the quick 
section is to provide information that will 
immediately influence the course of the 
surgical procedure. If the decision in question 
is that of choosing between a simple and a radical 
procedure, a quick section is usuaJJy essential. 
Quick sections with microscopic examinat ion are 
a lso extremely valuable in checking excision 
margins for residual malignancy. There are, how­
eYer, certain neoplastic situa tions where the quick 
section has rela th·ely little value. Where i t is 
obvious that an intestinal malignancy has involved 
the serosa, there is lit t le to be gained from a quick 
section of the resected end of the bowel several 
em. from the tumour - the closest margin to the 
patient is the serosa, and this is already known to 
be involved. In lienitis plastica of the stomach, 
it should be assumed tha t there will be residual 
tumour in the non-excised portion, even though 
the margin may appear free on microscopic exam­
ination. 

The case of the diagnostic lymph node biopsy 
presents special problems in quick section diagnosis. 
It is most importan t here to realize that however 

'From Department of Pathology, Dalhousie University and Pathology Insti tute, Halifax, ~- S. 
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ominous the other clinical features may be. the 
lesion in question may turn out to be other than 
neoplastic. For this reason, in almost all diag­
nostic lymph node biopsies, the surgeon should 
divide the specimen under sterile conditions, gi,·­
ing half to the pathologist and sending half for 
culture. It is a tonishing how often this ele­
mentary precaution is OYerlooked and an important 
diagnostic opportunity is mis ed. Precise diag­
nosis of lymphoma , although often possible in 
quick section, should not be expected since pecial 
ta.ining procedures are frequently required. 

There are some important aspects of the quick 
ection that are unrelated to the capability of the 

surgeon or to the diagnostic capacity of the patholo­
gist but which, if recognized, can contribute ma­
terially to the value or the procedure. If the 
pathologist's office is remote from the operating 
room. the nursing tarr hould keep him informed 
or the operating schedule and should warn him or 
change or delays. Good O.R. supervisors can 
often anticipate delivery or the tis ue with such 
precision that the surgeon produces it just as the 
pathologist enters the operating uite. Too often. 
however, the pathologist spends a great deal or hi 
time drinking coffee in the surgeon's dressing room 
while he wait for a specimen who e late arrival 
might haYe been predicted. 

If it is possible for the surgical staff to irritate 
the pathologist (and thus perhaps impair his 
judgement) the reYerse is equally true. \Yhere,·er 
possible, the pathologist should aYoid making an 
equivocal report to the surgeon. He should 
nearly always be able to do this if he includes in 
his diagnostic language the words "I don' t know". 
Too often when the pathologist is uncertain, he 
confronts the surgeon with a list of diUerenlial 
diagnostic possibilities, each of which may requirl' 
a diffl'rent surgical approach and for none of which 

there i incontro\·ertable evidence. In this situ­
a tion, most surgeons would prefer to be advised 
to close and await definiti ve sections rather than 
be invited to add the pathologist's problem to 
those he already has. In most cases the patholo­
gist should be able to gi ,.e a firm report that the 
le ion is "benign' ', "malignant'" or "don't know". 
ometime . howe,·er. as with some pancreatic 

biopsies, he may report ''inflammation only - you 
may be close to the edge of a tumour" - indicating 
the advisability or a deeper biopsy if this is surgi­
cally feasible. 

There are certain lesions where accurate 
pathological diagnosis is difficult and where quick 
section is or limited value. This is the ca e with 
many papillary epithelial lesions such as duct 
papilloma or the breast, bladder papillomata and 
pol~·ps of the large intestine. In general, it is 
safer to await the preparation of paraffin sections 
for definiti,·c diagnosis in such cases. The patholo­
gi t should howeYer be willing to ·'freeze almost 
anything" if only to broaden his experience. 

Another aspect of quick section diagnosis 
concerns the surgeon's report to the patient after 
urgery. In general it is unwise to use a negatiw 

quick ection as a basis for an optimi tic report 
to the patient, since definitive sections sometimes 
re,·eal unpleasant lesions that were not seen initi­
ally. Positive quick section diagnosis on the other 
hand, is much more reliable and. if the pathologist 
agree . can be reported to the patient or to a 
relatiYe. 

Although only a few aspects of quick section 
diagnosis ha\'e been dealt wi th here, I bclic,·e the 
points that have been made arc the most important 
ones. If good technical facilities are aYailable to a 
pathologist and surgeon who are willing to col­
laborate closely, they can together accom)Jlish 
remarkable ser" ice to the patient. a 

F. GORDON ROBERTSON, C.L.U. 
NORTH AMERICAN LIFE ASSURANCE COMPANY 

TOTAL DI .\BILITY 1:\'CmiE REPLACE~fE~T 

ESTATE PLA~~I~G DEFERRED AND IMMEDIATE AS~1JITIE 

Representative for Medical Society Group Life Plan 

Bank of Canada Bldg. 

123 Hollis t., Halifax 
Phone: Office 423-7144 

Residence 423-2198 
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Present Concepts of Hemostasis 
JOHX \Y. TEW.\RT. :\l.D. 1 

1/a/ifax, .Y. . 

Introduction 

There are few other di cipline of medical 
research in which the ,·igor, ,·i tality and complexity 
of modern medicine are o characteri tically di -
played than the study of the coagulation of the 
blood. As pointed out in several recent reviews, 
this subject ha long fo tered a feeling of dismay 
in the no,·ice. who balk at the contro,·ersy and 
confu ion in the literature. In the past decade. 
howC\·er, ignifieanl attempt ha,·e been made at 
clarification. so that now the ordinary physician 
is expected to ha,·c a ound general knowledge of 
the ubject. The patient with a bleeding disorder 
can now benefit greatly by a rational approach to 
hi diagno is and management. Thi is not to 
mention the oftentimc life-saving measures avail­
able to patient with thromboembolic disea P 

that have stemmed from the study of anticoagula­
tion and the u e of anticoagulant . 

.\s with other biologic proce cs, the concept 
of the dyamic tate ha a umed prominence. Xo 
lon~er are coagulation, hemostasis and anticoagula­
tion con idered static processes. lt is e entia!. 
in the light of current knowledge, to con ider these 
processc as dynamic, with a fine balance nece sary 
to maintain homeostasis. \\hen ,·ascular injury 
occur-. a mooth chain reaction of unbelievable 
complexity i et into motion with hemostasis 
usually re ulting. In the ' ·normal' ' human with 
" normal" daily acti vi ty, it i likely that breaks in 
the lining of the mall ,·es els are constant occur­
rence . It is not hard to imagine that coagulation 
take place at the e site con tantly, with the me­
chani m of anticoagulation working imultanc­
ously to prevent the chain reaction from becoming 
disadvantageou . . 

lt is of paramount importance for the clinician 
not to be di couraged by the contro,·ersie and 
complexities of the present day knowledge of this 
subject. but to remember that in the majority of 
patient he can u ually make a diagnosi · with au 
adequate history and physical examination and 
·'routine' ' laboratory im·e ligation . Often. C\'Cn 
the latter are not e sential, but only confirm the 
clinical irnpres ion. 

Hemostasis 

Hemosta i i the arrest of the flow of blood 
from an injured ,·esse!. The degree to which 
bleeding occurs following injury varies greatly 
even among "normal'' individual . There are, 
however, at lea t four factors which are generally 
held to determine the eUicicncy of the hemostatic 
mechanism in any indi,·idual. .-\ defect in any 
one. or a combination of the e factor- may lead to 
abnormal bleeding response to injury. 'fhe con­
cept of o-called ·'spontaneous" bleeding is a 
dubious one, particularly in the light of a dynamic 
state sugge ling constant ''esse! injury at a micro­
scopic level. The first of these factors is the ex­
tra,·a cular ti ues. Their integrity. or the ,·aria­
lions in the rcsi tance they offer to e caping blood 
may determine the bleeding rc ponse of a particular 
part of the body to injury. The "black-eye" is 
a well known example. In other ituations in 
which there is '·ea y" brui ing. uch a in the 
elderly, in poor nutrition, in some women, and in 
condition uch a the Ehlcrs-Danlos yndromc. 
it is likely that poor extrava cular support is a 
deciding factor. If combined with a defect in one 
of the other factors, there may be erious bleeding. 

The econd factor i the ,·asculature it ·elf. 
lt is obvious that the integrity of the lining of the 
ves el . con idcring the fluid nature of the blood, 
i 'ita! to normal hemosta is. It is known that 
the first re pon e to ve el injury i contraction 
of the ' 'e sel it elf. The third factor. the ize and 
type of ,.e el i important in determining the 
ex tent of bleeding. A defrct at the small w cl 
or capillary level may cau e serious bleeding. 
'fhcrc are certain disea e tales in which such a 
defect produce abnormal bleeding. (e.g. cun-y. 
dysproteinemia . certain infection . heredi tary he­
morrhagic tclangiecta ia. anaphylaxi . uremia). 
The common form of bleeding in ,.a cular di orders 
is purpura. 'f he fourth factor. the coagulabil ity 
of the blood, i · al o intimately involved with hcrno-
ta i in combination with the other factor . Thi 

will be dralt with sub equcntly. 

1Fellow in ~Ie<licine, Department or ~fe<licine Dalhousie t:niversity and The Victoria Oeneral llo>pltal. 
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The Platelet 
In 1882, Bizzozero described the blood plate­

lets and also incriminated them in the coagulation 
of the blood, demonstrating their participation 
in the clot and their adhesiveness. In 1906 \\right 
discovered the origin of the platelets from the 
megakaryocytes in bone marrow. Since that 
time. and particularly in the past decade, there 
has been intensi,·e study into the function of the 
platelet and new concepts have arisen. With 
the use of the electron microscope, the ultrastruc­
ture of the platelet has been extensively im·esti­
gated. The study of the platelets in disease 
stales has resulted in a rewarding relation of 
structw·e to function. The normal platelet has a 
protoplasm bounded by a membrane 60 angstroms 
thick, which becomes segmented early in clotting. 
Four well defined structures have been described: 
Fifty to one hundred round or oval granules of 
marked density predominate, (granulomere alpha); 
next appear a few small mitochondria, (granule­
mere beta) ; mjcrovesicles and tubules. (granule­
mere gamma) : and granules with clear interiors, 
(granulomere delta). Platelet factor 1 and 3 
activity* has been ascribed to the common granule­
mere alpha. while platelet factors 2 and 4 are 
a sociated with the hyalomere. Soon after veni­
puncture. the round disc shape of the platelet 
changes and long pseudopoilia protrude, after whlch 
the change known as ,-iscous metamorphosis 
occur . Further progressive changes result in 
spreading forms with loss of granular content. 
The early aggregates in clumps reveal platelet 
membranes packed together - these later disappear 
under the microscope. Normal fibrin patterns 
are geometric and the platelets are seen to fo rm a 
lattice-like network over the fibrin, acting as focal 
points for the interlacing fibrin network. The 
most probable explanation of clot retraction is the 
contractability of the platelets placed at these 
focal points. 

Braunsteiner has described defects in pseudo­
podia! formation in patients with thrombastherua. 
Imprurment of platelet process formation and 
aggregation has been demonstrated in leukemia, 
perniciou anaemia and tuberculosis. \\ith plate­
let factor 3 deficiency, platelets were seen to spread 
excessively and were unable to release their granu­
les. Other qualitative platelet defects have been 
described in sprue, scurvy and uremia. 

Platelet Metabolism 
'!'he metabolism of the platelet is amazing. 

Recent studies have shown it to contain seYeral 
coagulation co-factors, serotonin, hlstamine, adeno­
sine triphosphate. contractile protein, inactive 

•Platelet factor L = adsorbed Factor V. 
, , 2 = thrombin-fibrinogen accelerator. 

P. f. 3 = phospholipid P. f. 4 = anti-heparin effect. 
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factor \ ', fibrinolytic actiVIty and lipids. The 
metabolic activity of the platelet is geared to ac­
complish its hemostatic function. Platelets have 
been known to consume oxygen, ilisplay glycolytic 
acth·ity requiring glucose, produce lactic acid and 
have recently been shown to contain large amounts 
of adenosine triphosphate, which decreases with 
clotting. Tills latter energy metabolism has re­
cently been related to ultrastructure and it has 
been demonstrated that the platelets of patients 
with so-called thrombastherua of Glanzmann have 
markedly diminished adenosine triphosphate con­
tent. 

\Yhen a vessel is injured, there is almost in­
stantaneous constriction of the vessel and aggre­
gation of platelets at the rent. The process of 
viscous metamorphosis is necessary for an efficient 
hemostatic plug of platelets. Tissue thrombo­
plastin imtiales the formation of a small amount 
of thrombin, along with plasma clotting factors 
adhering to the platelets. '!'his thrombin, al­
though minute in amount, is necessary for viscous 
metamorphosis to take place. Once this occurs. 
adenosine triphosphate is spli t by adenosine 
triphosphatase in platelets and adenosine diphos­
phate results. This latter compound has been 
shown to be a further stimulus to viscous meta­
morphosis. Also, when metamorphosis takes place. 
platelet co-factor 3 is relea ed, and thrombin is 
formed \ia the intrinsic system wruch also sen·es 
to stimulate further Yiscous metamorphosis. 

Recent work on platelet adhesiveness has 
yielded interesting results. The stickjness is pro­
bably related to pseudopodia! protrusion. H is 
not thought to be related to generation of thrombin. 
and the adeno ine diphosphate of injured cells has 
been incriminated as the stimulus. 

In general then, platelet function is related to 
(1) the ability to form an efficient hemostatic plug; 
(2) the contribution of a phospholipid (platelet 
co-factor 3) to the coagulation mechanism; and 
lastly (3) the relationship between proper platelet 
function and the integrity of the capillaries. 

Clinical Considerations 
Clinically then, one must consider both quali­

tatiYe and quantitative defect which may lead 
to abnormal function and possible adnormal bleed­
ing. Purpura is once again the common form that 
this abnormal bleeding takes. As always, an ade­
qua te illstory and physical examination are vitai 
to proper iliagnosis. The simple tourillquet test 
will be positive. The retraction of the clot is 
another observation of great value. This will be 
impaired. The number of platelets in the peri­
pheral smear, and their morphology can easily be 
assessed. 

The normal life span of the platelet is 8 - 14 
days. However, of importance clinically is the 
fact that stored whole blood platelet leYels fa ll 
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appreciably after three hours and precipitously 
after twenty-four hours. Fresh platelets trans­
fused will survive normally , unless the patient is 
bleeding or there is an antiplatelet antibody 
present. 

Finally, with the use of newer radioactive 
techniques. the thrombocytopenic states have been 
classified with reference to platelet production and 
destruction in to : ( I) Those with primary produc­
tion defect; (2) 'f hose with predominan t produc­
tion defect; and (3) Those with predominant 
peripheral destruction. In Idiopathic Thrombo­
cytopenic Purpura, a dual mechanism of peripheral 
destruction and production deficit bas been shown 
to exist. 

Coagula tion a nd the Clotting Factors 
"Classic" Hemophilia (Factor VIll deficiency) 

makes up about 0% of known cases of faulty 
coagulation. 'f bere are, however, pathologic states 
associated with defect in mo t of the known 
coagulation factors. Rather than discuss each 
factor separately, tarting with Factor 1, it is 
much more useful to describe each factor as it fit 
mto the smooth. d\·namic chain reaction of blood 
coagulation. · 

In 1955. the concept of "intrinsic" and ·'ex­
trinsic" pathways of thromboplastin forma.tion 
was put forth. The extrinsic S\'Stem consist of 
tis ue thrombopla tin and the factors needed to 
activate it, namely \ ' JI, X, \ ' and IV or calcium. 
T he acti,·ity of this system is much more rapid 
in formation than the slower "intrinsic" system. 
T he intrinsic system operates in the ab ence of the 
powerful tissue thromboplastin and consists of a 
suitable surface for contact and Factors X II, XI , 
X. IX, \'I II, V. calcium and Platelet factor 3. 
l - ole that factor n r is only required by the ex­
trinsic system and Factors \ ' and X are necessary 
for both systems. The concept of "intrinsic" 
and "extrinsic" systems is a convenient way of 
deciding which factors are affected by which com­
mon tests of coagulation. Tests which reflect the 
acti,ity of the intrinsic system are those that do 
not involve the addition of tissue thromboplastin 
and include the whole blood clotting time. pro­
thrombin consumption test. thrombopla tin gener­
ation test, partial thrombopla tin-time test and 
plasma recalcification time. Those tests which re­
flect "extrin ic'' system activity involve the addi­
tion of tissue thrombopla tin and include the one 
and two-stage prothrombin time tests and the 
stypven lime. It should be noted that deficiency 
of either fibrinogen or prothrombin must of neces­
sity affect all of these tests. 

OVERALL SCHEME OF BLOOD COAGULATION 

PHASE [ 
PHASE 11 
PHASE Ill 
PHASE IV 

G eneralion of 'l'h rom bopfastin 
Prothrombin Conversion to T hrombin 
Fibrinogen Con ver ion to ~'ibrin 
Destruction of Fibrin by Fibrinolysins 
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Considering now. the current coagulation 
scheme, one must think in terms of four phases of 
coagulation in the smooth chain of events. The 
first phase (Phase I) is the forma.tion of thrombo­
plastic activity by both the "intrinsic" and "ex­
trinsic'' systems. Pha e II is that concerned with 
the formation of thrombin by both " intrinsic" 
and "extrinsic' ' thromboplastin. Phase III is the 
formation of fibrin from fibrinogen. and Phase IY 
is the dissolution of fibrin by the fibrinolytic 
enzyme system. 

Intr insic Factors 
In Phase I of the coagulation scheme, consider 

first the elaboration of " intrinsic" thromboplastic 
activity. In the presence of a suitable foreign 
surface, Factor Xll is activated. This factor 
was demonstrated by Ratnoff et al in 1958 to be the 
accelerator of clotting. actiYated by glass contact. 
It is not activated by contact with silicone tubes. 
There is no bleeding disorder associated with de­
fecti,·e Factor XIl activity and recently this has 
been attributed by some po sibly to an associated 
decreased fibrinolytic acti1·ity in the plasma of 
these patients. Acti,·e Factor XII combines 11·ith 
Factor XI in the presence of calcium ions to yield 
a complex which acth·ates Factor IX. Factor XI 
or PT.\. wa first described in 1953 by Rosenthal 
et al. 

Factor IX (PTC or Christmas factor) was 
described simul taneously in 1952 by Biggs et al 
and Aggeler ct al, thereby ending the mystery of 
PaYloYsky's finding of two clinical hemophiliacs 
with mutually correctable blood. Once activated, 
Factor IX c~mbine with Factor \'III, Factor X 
and calcium ions to p roduce an intermediate pro­
duct. This product stimulates platelet agglutina­
tion and viscous metamorphosis with subsequent 
liberation of platelet Factor 3. Factor X was 
de cribed in 1957 by Bougie et aJ in patients 
thought to ha,·e Factor\' II deficiency but with an 
abnormal Thromboplastin Generation Test. They 
found it sub equently to be present in plasma and 
serum, ab orbed by barium suUate and reduced by 
coumarin therapy. Platelet Factor 3 activity, as 
previously described. has been shown to be present 
in the granulomere alpha of the platelets, released 
during vi eous metamorphosis. Platelet .!<~actor 
3 combines with Intermediate Prod uct 2, which 
in turn combines with Factor \T and calcium to 
produce socalled " intrinsic'' or plasma thrombo­
plastin or prothrombinase. Factor r (proaccelerin 
or labile factor) was demonstrated in 1947 by Owren 
to be a distinct entity. It is the factor which de­
creases in stored blood (unless frozen) and prolongs 
tho prothrombin time in this situation. lt is not 
present in serum. 

Extrinsic Factors 
Consider now the so-called "extrinsic" system 

and the mechanism of elaboration of its activity. 
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\\"ith injury to the lining of the ,·essels, a potent 
t issue factor comes in contact with the blood . 
T his is the so-called " t issue" thromboplast in. 
This activates Factor \"II. Deficiency of this 
factor was described by Alexander ct al in Hl52. 
This factor is different from J<, actor \ ' in thatitis 
pre ent in serum and stable in storage. It is 
absorbed by barium sul!ate and decrea ed by cou­
marin therapy. It is felt not to be involved in the 
" in trinsic" system and therefore its deficiency is 
manifest simply by prolonged one- tagc prothrombin 
time, (Quick's test) with other tests normal. One!' 
activated. Factor \ ' II combines with Factors \·, 
X and calcium to produce ··extrinsic·· thrombo­
pla tin. 

Considering--phase 2 of coagula tion, the "ex­
trinsic" and " intrinsic" thromboplastic activity is 
capable of com·erting prothrombin to thrombin. 
'eegers et al proved the e:-.'istence of a single sub­

stance from which thrombin is wholly derived -
namely prothrombin. 

Prothrombin is an alpha- 2 globulin, with a 
molecular weight of 6 ,000, while Thrombin mi­
grates in the albumen fraction and its molecular 
weight is probably 31 ,000. Thrombin is a highly 
specific proteolytic enzyme. It is necessary in 
small amounts for \'iscous metamorphosis of 
platelets to occur, and its fate is that of neutraliza­
tion or destruction by antithrombin. I n phase 3 
of the coagu lation scheme, thrombin reacts wi th 
fi brinogen to form fibrin, the only directly obser­
,·able phenomenon in blood coagulation. 

It has been shown that the first effect of 
thrombin on fibrinogen is proteolysis. probably 
due to disruption of arginyl-glycine bonds. The 
result is the formation of fibrin monomers and 
fibrin peptides A & B. The next step is polymeri­
zation of the fibrin molecules which apparently 
take up an end-to-end alignment to form primitive 
fibrils, or intermediate polymer. and later these 
fibrils become arranged side to side to form the 
coarse strands of fibrin seen under the light micro­
scope. 'r his latter step is dependent on a plasma 
factor (so-called fibrin stabilizing factor) and 
calcium ions. 

Phase 4 of the coagulation scheme involves 
the fibrinolytic system and this will be discussed 
subsequently. First, there are a few facts concern­
ing coagulation which are worthwhile mentioning. 
Generally speaking, there is a relath·ely large 
"resen ·e" of clotting factors. 'r his should be 
kept in mind when considering results of tests and 
the clinical expression of an hereditary trait. For 
example, in Hemophilia, cases with no detectable 
factor VIII are usually severely affected, and those 
with more than 5% are almost invariably mild. 
Fibrinogen is normally present in concentration of 
300-500 mgm. per 100 c.c. of plasma, but as lit tle 
as I 00 mgm.% seems adequate for hemostasis. 
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This is so for the other factors and most test are 
not able to detect such small quantities. In addi­
tion, it should be noted that in the clinically 
n lua ble one-stage prothrombin time, apart from 
prothrombin. factors \ · II , IX and X are necessary. 

An t icoagulation 
~fention has been made of the ·'dynamic" 

aspect of blood coagulation. It is felt tha t there is 
a fine balance between the continuing, slow 
"natural" coagulation of the blood, and "na tural'' 
or physiologic anticoagulation, thus preserving 
homeosta is and the fluidity of the blood. 

After coagulation. thrombin disappear rapidly 
from the blood, probably due to neutralization by 
antithrombin. As stated by Biggs and ~Iac­
Farlane in their text, '·'r he mechanism for neutra liz­
ing thrombin in whole plasma must be very power­
ful. .. particularly if one considers that if all of the 
prothrombin in 10 c.c. of plasma were converted 
to thrombin, there would be enough to clot all of 
the blood in the body. 

There is strong evidence for the presence of a 
thrombotic-fibrinolytic homeostatic balance in man. 
This balance is upset by various forms of stress. 
including exercise, anxiety . trauma, burns, surgery 
on lung, pro tate, uterus and liver. The role of 
tissue activation of the fibrinoly tic system in the 
walls of arteries as a protective mechanism against 
thrombosis and a thero clcrosis has been postu­
lated. T he central enzyme of this system is 
plasmin. Both plas min. and its inactive precursor 
plasminogen are globulins. T he action of plasmin 
is similar to that of trypsin. Although the mechan­
ism of " in viYo" activation of plasminogen is un­
known , it is known that certain tissues and urine, 
as well as milk and tears, contain an activator or 
proactivator. It is known that streptokina c. and 
staphy lokinase activate plasminogen, and the 
former has been used wi th success in the lysis of 
clots in human patient ; al o, as an adjunct t.o 
thrombectomy. It is known that phospholipids 
directly affect the clotting mechanism without 
effect on fibrinolytic actiYity. The re,·erse is 
true of chylomicra and low density lipo-proteins ; 
a factor which may ha,·e some bearing on the 
timing of certain thrombotic accident . The 
hypofibrinogenemia of abruptio placentae is due .to 
defibrination, or massive clotting init iated by lis­
sue thromboplastin from the placental site. 'rhere 
is no significant fibriuolysi . . 

As with the other finely balanced biologiC 
proces es in the body, there is an intrinsic anti­
fibrinolysin activity as welL This is thought to 
inhibit plasmin-fibrin interaction due to the pre­
sence of substances resembling or containing struc­
tural units present in plasmin's natural substrate, 
fibrin. Active fibrinolysis therefore hinges on the 
balance between plasmin-fibrin interaction and 
plasmin-inhibitor interaction. 
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Heparin 
Heparin was discovered by Howell in 1916. 

In 1933, Charles and Scott of To ron to demonstrated 
its general di tribution in the animal body and sub­
sequently it has been found to be a mucoitin 
polysulfuric acid, originating in the mast cells. 
Although it is the most potent and reliable anti­
coagulant drug, its function in the body is still 
indefinite. It is also known to have a lipemia 
clearing effect. and in this re pect, the relation of 
certain lipids to the fibrinolytic system should be 
remembered. Due to its strong electrical charge. 
heparin interferes with at least twenty enzyme 
systems. Its antithrombic effect is particularly 
pronounced. This is due to activation of anti­
thrombin. By acting on factors V, IX, XI and 
XII, Heparin blocks thromboplastin generation 
and neutralizes tissue thromboplastin. Although 
once considered the natural anticoagulant, this is 
now doubtful. It is generally felt that it does not 
exist freely in the blood. Its usefulness in the 
t reatment of numerous thrombotic conditions has 
been well documented. It is the only drug of 
value in the urgent situation. There are prac ti­
cally no contraindications. It should be closely 
watched with impaired renal function. Often, 
however, one is faced with the treatment of a 
probably fatal condition for which there is no other 
drug of equal proficiency. 

The Oral Anticoagulants 
Along with heparin. the oral anticoagulants 

hM·e long proven their worth. There is much more 
controversy in the use of these drugs than heparin, 
but probably not as much as is commonly stated. 
Once the decision t{) use them is made, individuali­
zation in management is paramount, along with a 
comprehension on the part of the physician as to 
the many physiologic, pharmacologic and patho­
logic features pertinent to anticoagulant therapy. 
The coumarin congeners and indandione com­
pounds comprise the oral anticoagulants used 
today. These agents depress at lea t four coagula­
tion factors; namely, II (prothrombin), VII, IX 
and X. These are the factors produced in the 
li ver which are Vitamin E. dependent. It is felt 
that the sequence in which they are affected 
depends on their individual half lives in the cir­
culation. Thus X declines slowly and IX rapidly 
The coumarins probably act by blocking ynthesis 
of these factors in the liver, through competitive 
inhibition. There is \\ide individual variation in 
drug response. The patient's nutritional sta tus 
regarding \"it. K may be one variable. Other 
factors include the physical and chemical properties 
of the drugs themseh·es - dicoumarol is slower 
acting than sodium warfarin. ubstantial lowering 
of the clotting factors (remembering the large 
reserve) takes at least 24-4 hours, and it is ob,ious 
that urgent situations will not be helped. The 
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gravid female is more resistant and it has been 
shown that factors \"II and X are elevated during 
pregnancy. 

It is remembered that the one-stage Prothrom­
bin Time measures II , \"11 and X. This probably 
explains the bleeding sometimes seen when the 
test results are in the "therapeutic" range, since 
fac tor IX has often been found to be low in these 
ca es. The new thrombo-tcst of Owren also mea­
sures factor IX and ha received some fM·orable 
reviews. Fibrinogen is al o important in the e 
tests. .\ protamine sulphate is used in heparin­
ized patients who bleed, so \"it. K has proYen use­
fu l with the oral anticoagulants. \\ith small 
doses orne correction is evident within a few hours 
and full correction usually in 24 hours. 

Acquired Coagulation Inhibitors 
:\fention should be made of acquired coagula­

tion inhibitors. These have been collecti,·ely 
called circulating anticoagulants. Hougie and 
.:\1argolius et al ha,·c divided them into three 
classes: (1) Tho e occurring in hemophilia ..\ 
(AHF or \"III deficiency) and Christmas disease 
(IX deficient) ; (2) Those appearing after child­
birth. and (3) 'fho e in middle aged people in as­
sociation with a Yariety of disrases. Those in Cia s 
(1) u ually have had blood transfusions. The 
anticoagulants inhibit \"Ill or IX. In Class (2) 
the anticoagulants all arise within a year of deli,·ery 
and inhibit factor \"lri (A HF). Those in Class 
(3) also inhibit factor \"III. There ha,·e also been 
ca e described in which there is inhibition of factor 
\ " and PTA. Therapy in general for these dis­
orders is difficult. Unless protamine sulfate will 
shorten the clotting time "in vivo", a diagnosis 
of hy perheparinemia should not be made. lt is 
unlikely that heparin is ever a circulating anti­
coagulant if the patient has not been receiving 
heparin therapy. 
Clinical Approach to a Bleeding Disorder 

" "ith a general idea of the coagulation-anti­
coagulation system, and the other factors involved 
in hemostasis, the physician should be able to ap­
proach a patient with a bleeding disorder in a 
rational manner, making a diagnosis in most in­
stances. To reiterate. a comprehensive history 
and physical examination is the fi rst. and by far, 
most important step. lt should be remembered 
that a positi,·e family history is va luable but not 
e entia! fo r the diagnosis of hereditary defects. 
AI o. the history of major surgery, tonsillectomy 
or tooth extraction 1\ithout bleeding ,·irtually 
eliminates the possibility of congenital hemorrha­
gic disorders. It also should be noted that although 
purpura is the typical form of bleeding wi th plate­
let defects or vascular disorders, and excessive 
bleeding after t rauma is more likely with coagula­
lion defects, defects in any part of the hemostatic 
mechanism may cause abnormal bleeding with 
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surgical procedure. . "\ cquired defects in all parts 
of the hemostatic mechanism may occur and special 
note should be made of drug hi tory. and complete 
functional inquiry. One also should be aware that 
bleeding i often exaggerated by patient , and 
on the other hand, mild defects are often extremely 
difficult to demonstrate. e1·en with laboratory lest . 

In the hereditary disorders, Hemophilia and 
Chri trna disease. the inheritance pattern is sex­
linked recessi,·e with bleeder· almo t entirely 
rnalf:'s. :\fost other J>las rna factor deficiencies 
arE:> auto ornal recessil'e and consanguinity of 
parents often exists. In the physical examina­
tion, e1·idence of petechiae, purpura. hemarlhro es, 
lymphadenopa thy, characteristic telangiectasia and 

can be done routinely a rough screening tests. 
rr the ilicone clotting time is prolonged and 
prothrombin time is normal, then the defect is in 
the first pha e or clottin~ and TGT and prothrom­
bin con umption rna~· be added as further diag­
no tic aids. II ilicone time is normal and pro­
thrombin time prolonged, then deficiency is in lhC' 
second phase of clotting and tests to evaluate mor(' 
speciiically defects in prothrombin and fac tors 
\ ', \'II and X are required. The therapy of bleed­
ing disorders must be indi1·idualized and prop(>r 
diagno is i a big step in therapy. 

The correction of underlying disease. trans­
fu ion of whole blood pia rna. platelet concentrates 
and pia rna factors must be coupled with local 
therapy and general treatment or the patient. 

Tes t P latelet 
Disorders 

Vascular 
Disorders 

Coagula tion 
Disorders 

T hrombo- Thrombopath y 
Cytopenic 

Bleeding Time I 
Clotting T ime X • 
Capillary fragility I 
Clot Retraction D 
Platelet Count D 
Platelets on Smear D 

Prothrombin T ime X 
Thromboplastin X or D 
Generation Test (TOT.) 

X = X ormal 
I = Increased 
D = Decreased 

1 
};' 
I or X 
D 
!\ 
!\ or 

Bizzare Forms 
};' 

X or D 

I 
X 
I 
K 
K 
X 

I or~ 
D or~ 

• Prolonged only if 'n~r<' 

splenomegaly i searched for particularly. In 
addition , simple tests of value can be carried out 
at the bedside; namely, bleeding time, tourniquet 
le l. stool and urine for occult blood. 'f he first 
two mentioned, ii abnormal, may be due to plate­
let dy-Cunction, thrombocytopenia and or capil­
lary fragility. The tained blood rnear will 
gil'e orne idea of the platelet num ber and quality 
and may uncon>r other dis(>ase such as leukemia. 
perniciou anaemia. etc. The clotting time in 
glass and silicone, prothrombin time and clot 
formation and retraction are other tests which 

It must be ol'iou from the foregoing that 
the tudy or the coagulation of the blood and hernos­
ta is in general has come a long way in the past 
two decades, and has led u to a state of fair com­
prehen~ion in spi te of eompiC'xity and still lingl'r­
ing myst(>ry. It . hould also be clear that the 
intensity of interest in this field will lead to many 
new fact in the next fi1·e year·. The physician 
should be aware of exi ting concept and be ready 
Cor additions in the near fu ture. It is. aftf:' r all. 
the patient who benefit from new knowledg<'. 
and who makes this knowledge worthwhile. o 
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A Simple Approach to the Investigation of 
Hemorrhagic Disorders 

LIN :.I.uwEJ, L., :.LB., CH. B. 1 

Halifax . . V. S. 

Knowledge of the coagulation mechanism 
has advanced so rapidly and so greatly that some 
physicians may feel that it has become too com­
plex for them to grasp. 'Whenever they are con­
fronted with a possible hemorrhagic statr . they 
tend therefore to limit themseh·es to three stand­
ard tests - namely bleeding time, clotting time and 
prothrombin estimation - without a clear under­
standing of the rationale behind these tests or of 
their limitations. 

Bleeding Time - This is a rough and inaccur­
a te mea ure of capillary integrity and platelet 
sufficiency. These parameters can also be in­
vestigated by the Hess tourniquet test, by ex­
amination of a stained blood film, by observation 
of clot retraction and by a platelet count, with 
precision at least as high. and certainly "·ith greatPr 
specificity. 

Clotting Time - All but the last few seconds 
of spontaneous coagulation are occupied by Stage 1 
of the intrinsic system and the major portion 
of tllis. in the activation of platelets (the formation 
of so-called platelet factor 10). This activation 
is dependent on a number of relatively uncon­
trollable and QUixotic factors. In addition con­
tamination by tissue juice has a profound effect, 
bringing into play the very much more rapid 
extrinsic system. 

The red cells contribute nothing to the coagula­
tion mechanism and merely make interpretation 
somewhat more difficult. It is true that the 
Lee and 1\'hite clotting time enables clot quali ty 
(fibrinogen) and clot retraction (platelets) to be 
observed but there are other and better tests 
for these. The activated partial thromboplastin 
time (vide infra) is a better measure of the total 
coagulation mechanism. 

Prothrombin Time - The one stage test 
provides an overall measure of the extrinsic 
coagulation system. It reveals with moderate 
precision a deficiency of either prothrombin. 
fibrinogen or accessory factors Y, YII and X. 
I t is not a measurE> of prothrombin per se. 

I H ematologist, Halifax r nfirmary. 
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Activated Partial Thromboplastin Time 
(P.T.T.) - This is a measure of the intrinsic coa­
gulation mechanism. It represents the clotting 
time of plasma under controlled conditions. The 
technique is very similar to the one stage pro­
thrombin test and similarly it will be affected 
by deficiency of prothrombin. fibrinogen. factor 
Y and factor X. In addition deficiency of factors 
YIII. IX. XI and XII will prolong it. 

Recapitulation 
Patients suspected of a coagulation disorder 
can be div;ded into three groups on the basis 
of the results of these last two tests: -

(a) both tests in normal range 
(b) PTT abnormal, prothrombin time 

normal 
(c) both tests abnormal 

Use of Additive Fractions - The coagulation 
factors can be divided into two further groups by 
fairly simple manipulation depending on whether 
or not they are normally present in: -

(a) aged serum-
(b) fresh plasma which has been adsorbed 

with certain inorganic precipitates. 
(TABLE 1) 

Thromboplastin Generation Test - This is a 
somewhat complex and time consuming test in 
which the components of tage I are assembled 
by the combination of additive fractions from the 
patient"s blood and from normal blood in dilu­
tions high enough to inhibit actual clotting of the 
reaction mixture. Aliquots of this reaction mix­
ture are tested over a period of time for thrombo­
plastic activity by observing their ability to clot 
normal plasma. 

APPLICATION 

By intelligent use of the aboYe tests it is usually 
possible to pin point by laboratory methods the 
probable deficiency or combined deficiencies in 
any given case but the clinical findings (which 
alas! are so often withheld from the pathologist) 
are of inestimable value. 

:\IOVE:'.IBER, 1965 



TABLE I 
ADDlTfVE FRACTJOXS' 

Factors Present 

Aged Serum 
Adsorbed Pl8.!>ma 

F. 

+ 

II v 

P. L. 

+ 

\II nu 
s. A.H.O. 

+ 
+ 

IX X XI XII 

X:\fA S.-P. P.'l'.A. H.~'. 

+ .l- + + 
+ + 

Legend: 
F. 
P. 

Fibrinogen 
Prothrombin 

S. Stable factor S.-P. Stunrt-Prower Factor 
Pl. Thromboplastin 
Antecedent 

A.H .0. Antihemophilic globulin P .'l'.A . 

L. Labile factor X:\fAS Christmas factor II .F'. II ngeman Factor 

The following investigative regime is sug­
gested: ­

(I ) 

(2) 

(3) 

(4) 

HISTORY- Has hemorrhagic state existed 
from childhood? Is there a family his­
tory? Is it apparently sex-linked (hemo­
philia, Chri tmas disease) or autosomal 
(factors \ ' , \'11, X, fibrinogen. Glanz­
mann 's di ease, heredi tary telangiectasia. 
etc). Has there been exposure to any 
drugs or any recent illness? 
CLilSICAL PICTURE- What is the type of 
hemorrhage? 
(a) pontaneous purpura only? (prob-

able platelet or capillary abnormal­
ity). 

(b) Abnormal bleeding related to trau­
ma or not confined to skin and 
mucosa? (probable coagulation 
disorder). 
what other signs or symptoms are 
pre ent? 

PHYSICAL ExAMINATIOlS-Anemia. lymph­
adenopathy, hepatosplenomegaly, state 
or nutrition , avitaminosis, jaundice. fever 
or systemic di ease etc. 
LABORATORY INVESTIGATION-These cases 
are usually emergencies and the maxi­
mum helpful information should be 
gathered as soon as possible. It is 
suggested that tests be grouped a 

follows:-

First Stage 

The fi rst tage of the iD\·estigation is concerned 
with rough cia silication of thP type of abnor-

'Additional help may sometimes be gained by a know­
ledge or the factors present only in fresh normal plasma. 
plaM1a from a patient who has recentl.v been placed on 
short acting coumarin therapy. stored plasma, heated 
plasma and plasma from ca~es or known dericiencie , 
Russell's Viper Venom. heated tiS!>ue thromboJ>Ia.~tin etc. 
but we will not concern ourselves with discussion or these 
in this VERY , implP approach. 
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mality which may be present. It consist of four 
simple screening tests : 

(a) Hess capillary fragility test. 
(b) Complete blood count. 
(c) Partia l thromboplastin time. 
(d) One stage prothrombin time. 

Interpretation 

..\. (a) (b) (c) (d) all normal. 
Probably no hemorrhagic disorder. Possible 
excess plasmin acti,·ity. 

B. (a) abnormal. all others normal 
Probable defect of capillaries (scun-y. hemor­
rhagic telangiectasia, Yon-Vl·illebrand 's dis­
ease, Ehlers Danlos syndrome etc., but speci­
fic diagnosis not yet established). 

C. (a) & (b) abnormal, (c) & (d) normal. 
Defect of the platelets which may be com­
bined with a capillary defect as well (throm­
bocytopenia, morphologic defect of plate­
lets, pernicious or aplastic anemia, leukemia, 
septicemia etc. ). Specific diagnosis may be 
possible. 

D. (c) abnormal, (d) normal 
Probable hemophilia or para-hemophilia (de­
ficiency of factors \'III. IX, XI or XII). 

E. (c) & (d) both abnormal. 
Probable deficiency of fibrinogen or one of 
the liver dependent factors in,·oh·ed in the 
prothrombin complex (prothrombin and fac­
tors V, \'II and X). the presence of so-called 
circulating anticoagulants or a combined 
deficiency. 
(c) normal (d) abnormal - deficiency of factor 
\'II only. 

Second Stage 
The econd stage of investigation invoh·es 

lightly more complex or time consuming tests 
and the use of additi\'C fractions. 
A. .\'o apparent abnormality. . 

Despite no apparent abnormality in the F1rst 
tagc tests, iC the clillical condition warrants 

it, further tests as deta iled below should be 
carried out with discrimination. 
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B. & C. Probable platelet or capillary abnormality­
- bleeding time. 
- platelet count. 
- bone marrow aspiration. 

- clot retraction. 
D. Probable hemophilia or parahemophilia -

Abnormal (c) corrected by: 
(i) adsorbed plasma but not serum 

- factor nn. 
(ii) serum but not adsorbed plasma 

- factor IX. 
- factor X (,·cry rare). 

(iii) either serum or plasma - factor XI 
(very rare).! 

F.. Deficiency of prothrombin complex. fibrinogen, 
etc. -
Abnormal (c) & (d) corrected by: 

(i) adsorbed plasma but not serum 
-factor V. 

(ii) serum but not ad orbed pia rna 
- factor YII. 
- factor X (very rare). 

(iii) both serum and plasma together 
- combined defect. 

(iv) neither serum nor plasma 
- factor I (clot quality also very poor). 
- factor II (corrected by normal, stored 

or coumarin plasma). 
-circulating anticoagulants (corrected 

only by large amounts or pia rna. )' 

Third Stage 
Although the above ,·ery simple scheme appears 

to ha,·e soh·ed all possible problems - and in many 

2fo'aotor X II deficiency is not associated with a bleeding 
disorder but it will show a similar picture which is . how­
ever, correctable with heated normal plasma. 

1lt is a law of coagulation that both coagulation factor. 
a nd inhibitors act in high dilution and in many cases this 
fact enable. differentiation or the two types or disorder. 
On the one hand if there is a deficiency or a factor this 
•• correctable by the addition of a small aliquot of normal 
fraction. If the disorder is due to excess inhibitor a large 
a mount or normal plasma will be required. 

ca e8 will haYe done so - results rna,· not be clear 
cut. They should certainly be confi~med by other 
tests; but test ordered with discrimination and 
not in a "shot gun" fashion. 
D. Probable hemophilia or parahemophilia -

-Thromboplastin generation test 
(TOT). 

- prothrombin consumption. 
E. (a) Spontaneous prothrombin complex de­

ficiency -
- TOT (combined defect). 
- li,·er function tests. 
- tests for steatorrhea. 

(b ) Fibrinogen lack -
- semiquantative fibrinogen assay. 
- chemical assay of fibrinogen. 
- liver function tests. 

(c) Inhibitors or anticoagulants -
- effect or toluidine blue or protamine 

sulphate on PTT or test plasma. 
- effect or test plasma on PTT or 

normal plasma. 
Fourth Stage 

Tests in this stage arc more fancy and run 
the gamut from assays Of indiYidua( factors to 
clinical microscopy or capillaries and electron 
microscopy of platelets. We need not concern 
ourselves with these here apart from the statement 
that occasionally a defect may be so mild that the 
simpler tests detailed abo,·e will not unmask it. 
In such cases more complex tests may be indicated. 

SUMMARY 

In,·estigation or hemorrhagic disorders is 
not as diWcult as is commonly supposed . Al­
though the hemostatic and coagulatory mechan­
isms are amazingly complex, a remarkable amount 
or information can be gained by intelligent use of 
a Yery few tests - specificall~· . a complete b lood 
count, partial thromboplastin time and one 
stage prothrombin t im e together with clinical 
as essment. 

On the other hand the usual order for bleeding 
and clotting times gives scant specific information 
and the results may be misleading. o 

DOCTORS & LAWSUITS 
\\n en a doctor is sued it is generally for a thumping great amount. This may seem unfair but it is 
the normal course or events, whether the lawsuit derives from a motor car accident or am· other 
liability exposure. The only safeguard is to carry very high liability limits or insurance and. here is 
where we can help you. The cost? Small, almost negligible. The worth? Incalculable. 

ALFRED J. BELL & GRANT, LIMITED 
One Sackville Place, Halifax, N. S. 

Telephone 429-4150 
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Appreciation 

Dr. A. F. Miller 

Arthur Frederick 1Iiller died at his home in 
KentYille October 5, 1965, lwenly-si.x days before 
his th birthday and eighteen years following his 
retirement as ~Iedical uperintendent of the 
KoYa Scotia anatorium, a position which he had 
held since January 1, 1910. 

Dr. Miller was the last of the pioneers in the 
treatment of tuberculosis. In the year of hi 
bir th the disease was regarded as generally in­
curable. FiYe years were to elapse before Robert 
Koch discoYered the tubercle bacillus and it was 
not until 1884 that the first analorium of any 
importance on the X orlh American continent 
opened its doors at aranac Lake. In the year 
of his retirement the weapons for the final con­
quest of the disease were at hand. Largely 
through the efforts of indiYiduals like himself, the 
tubereulo is problem was well understood not 
only by the profession but by the general public. 
The death rate had fallen markedly and modern 
therapy was well on its way to full fruition. For 
the first time in the long battle a drug was proYing 
effecliYe and he was able to superYi e the first ~ 
injection of streptomycin at the X o\·a eolia 
Sanatorium on February 20, 1947. I n the year 
of his death so much progress has been made in 
the eradication of tuberculosis that we are experi­
encing the unfortunate trend of fear being replaced 
by complacency. 

hortly after obtaining his medical degree 
from Dalhousie Uniwrity in 19().1 Dr. ~liller was 
stricken with tuberculosis. This e\·ent, tragic as 
it wa to the young doctor of 1905 pro,·ed an 
inestimable boon to the thousands of Ko,·a cotians 
who were to contract the disca e in the ensuing 
forty years. 

He left immediately for aranac Lake where 
he came under the influence of Dr. Edward LiYing­
stone Trudeau who some twenty years earlier had 
initiated the first effecti,·e treatment for pulmonary 
tuberculosis at his Cottage anatorium in the 
.\dirondacks. As his own disease came under 
control he realized that he had an unusual oppor­
tunity to become an expert in the diagnosis and 
treatment of tuberculosis and under the guidance 
of 'l'rudeau, Baldwin and Brown he took full 
adYanlage of it. In 1909 he wa asked to come to 
Xo,·a eolia and take OYer the small Pro,·incial 
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anatorium at KentYiile which had been e tab­
lished in 1904. This offer presented a real chal­
lenge and urged on by Trudeau he began hi life's 
work in an institution consisting of one building 
with accommodation for eighteen patients on 
January 1, 1910. His only tools were his fingers, 
his stethoscope and his microscope but he began 
to build and he built well. 'l'he story of the 
growth of the XoYa cotia anatorium from eight­
een beds in one building in 1910 ({) an institution 
or twenty buildings with four hundred beds and 
all modern facilities at his retirement has been 
told before. It was a battle all the way but he 
wa equal to it. His was a YOice crying in thP 
wilderness but by extensi,·e lecturing, writing and 
badgering he made that voice heard. H e always 
said thai in matters of treatment he was not an 
experimenter but certainly he was an innoYalor. 
\Ye physicians of today with all our equipment 
must shudder when we Yisualize the young )filler 
in 1914 checking a pulmonary haemorrhage by 
initialing the first artificial pneumothorax in the 
Maritime ProYinces. He had no X-ray, he had no 
fluoroscope. By phy ical examination, he dia~­
noscd the source or the bleeding and he had only 
percussion and auscultation to tell him the extent 
and the effectiveness of the pneumothorax he had 
produced. \\hen his friend Edward Archibald 
suggested that thoracoplasty was of Yalue in some 
ca es of adYanced tuberculosis he sent one of his 
patients to the \ 'icloria General Ho pita! in 1921 
and persuaded Archibald to come from Montreal 
and himself carry out the procedure. \'{hen the 
then radical approach of pulmonary resection was 
being adYanced he had his own surgical depart­
ment at the Sanatorium. He gave his bles ings 
to his surgeon, I' ernon charfner who then carriE'd 
out the first lobectomy ror tuberculosis in XoYa 

eolia in Xonmber 19-14. 
From 1915 onwards physicians came to the 

anatorium to learn from him and when one rr­
Yiews the history of tuberculosis in Xo"a eolia 
OYer the pa t fo rty years there are Yery few doctors 
connected \\;th it who were not trained by Dr. 
~[iller. 

He was a great physician, a superb teacher, 
a true friend. Good-bye, Dr. ~filler. Thank 
you Yery much. o 

J .J .Q. 
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1000 WORD SERIES (27) 

Glaucoma 
CLAUDE F. KEAYS, M.D. ' 

llalifax, N. S. 

Glaucoma is an eye disease characterized b_,. 
an increased intraocular pressure, which if not re­
lieved \\;11 result in blindness. It causes typical 
nerve fibre bundle damage. producing arcuate 
defects in the field of Yision. 

The rate of aqueous humor production by the 
ciliary body and the resistance to outflow of aque­
ous humor at the angle of the anterior chamber 
determines the height of the intraocular pressure. 
Clinically the pressure is estimated by the Scbiotz 
tonometer, a shown in Figure 1. 

T he average intraocular pressure is 16 mm. Hg. 
Over 21 mm. Hg. should be considered suspicious 
and reason for further eYaluation while over 24 mm. 
Hg. is considered abnormal. Figure 2. 

Glaucoma is found in approximately 2% of 
the population over -1-0 years of age. It therefore 
affects o\·er 100.000 people in Canada and is mor(' 
prcnlent than diabetes. 

F IG U R E I . 

FI G U RE 2 . 

If undetected and untreated it leads to enntual 
blindness. It is the cause of 12% of blindness in 
Canada. Because of these statistics. the Federal 
and Provincial Governm('nts have seen fit to 
establish glaucoma clinics aero s Canada, to assist 
in the diagnosis and control of this insidious disease. 
There are two glaucoma clinics in the Atlantic 
Pro,;nces i.e. Saini John and Halifax and another 
will soon be established at St. J ohn's. 

Classification of Glaucoma 
( 1) Angle-closure or acute glaucoma 
(2) Open-angle or chronic glaucoma 
(3) Combined mechanism glaucoma 
(4) Congenital glaucoma. 

ANGLE .. CLOSURE OR ACUTE GLAUCOMA 
(Figure 3) 

This glaucoma occurs typically in hyperopic 
narrow angled eyes which usually have shallow 
anterior chambers. Tension elevation tends to 
occur abruptly . causing typical symptoms of halos, 
hazy vision and ocular pain. A combination of 
circumstances precipitates the acute attack: a 
higher pressure in the posterior than in the anterior 
chamber. a pupillary resistance to the forward flow 
of aqueous humor at the site of iris contact with 
the lens. a laxity of the peripheral iris and a possible 

' Prom the Department of Ophthalmology. Dalhousie university and the Vic toria General ~lospital, Halifax. 
F igure I , 2. 3 and 4, from Diagnosis and 'I'herapy of the Glaucomas by Becker. B. and Shaffer, R.~. by permission ofthe 

Authors. 
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FIG UR E 3 . 

contribution of nscular factors. The resulting 
forward displacement of the peripheral iris toward 
the trabecular meshwork can lead to partial or 
complete closure of the angle. 

~1edical therapy usually restores the pressure 
to normal, but it is imperative to perform a peri­
pheral iridectomy which usually bypasses the 
pupillary block and normalizes the outflow if the 
trabecular meshwork is not damaged. This pro­
cedure will prevent further attacks of angle closure. 
In many cases it is nece sary to perform the pro­
cedure on the fellow eye as investigation may re­
veal that it also has a very narrow angle which is 
susceptible to closure. 

OPEN ANGLE OR CHRONIC GLAUCOMA 
(Figure 4) 

In open angle glaucoma the increased intra­
ocular pressure is due to the pores in the trabecular 
meshwork. becoming smaller for some unknown 
reason. ymptoms are usually negligible until 
extcnsh·e ocular damage has occurred. This i 
why it is important to check the pressurr of e1·ery 
one oYer 40 at intervals so the disease will be dis-

FIGURE 4. 
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covered in an early stage. It is to be remembered 
t-hat this type of glaucoma cannot be cured. but 
only controlled. 

There is a high pre,·alence of glaucoma (15-20 
per cent) among people OYer the age of 40 who 
have a family history of glaucoma. It is therefore 
import:mt that all patients with established glau­
coma be informed of the familial aspects of the 
disease. 

Therapy is usually medical using miotics (cg. 
pilocarpine) carbonic anhydrase inhibitors (cg. 
acetazolamide). sympathomimetic agents (eg. 
epinephrine bitartrate). Surgery is indicated only 
if there is progression of visual field loss ou aU 
variations of maximum tolerated medical therapy. 

The follow up is Yery important and patients 
should be seen at least every 3-4 months throughout 
their lifetime. 

COMBINED MECHANISM GLAUCOMA 

This category includes various combination 
of angle-<'losure and open-angle glaucoma. 

CONGENITAL GLAUCOMA 

This category refers only to these cases in 
which anomalies of the anterior segment are pre­
sent at birth. 'fhe early signs are watery eye, 
photophobia and blepharospasm. Late sign are 
cloudy cornea and enlarged eye. 

It should be kept in mind thai congenital 
glaucoma is frequently associated with other 
congenital anomalies sucb as neurofibromatosis, 
Sturge-\\eber syndrome, Lowe's syndrome etc. 

Tbe treatment is essent ially a surgical problrm 
to pro,;de an adequate outflow pathway. o 
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INFORMATION ABOUT CANCER 

'rhe National Cancer Institute of Canada is 
currently di tributing the American Cancer ociety 
publication ' 'CA - A Cancer Journal for Clini­
cian " . to aU Doctors of ~Iedicine in Canada 11 ho 
wi h to receive it. This is a well laid out, easily 
read journal. which contain up-to-dale informa­
tion which doctors might wish to know in res1,ect 
to their cancer patients. Complimentary sub­
scriptions may be obtained on request to . the 
:\ational Cancer Institute of Canada. 790 Bay 
Street. Toronto 2. Ontario. 
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The Bacteriology and Chemotherapy of 
Chronic Bronchitis I 

Drug treatment of chronic bronchitis should not necessarily be delayed until bacteriological reports are obtained. 
T he most important of the microorganisms in this condition is Hemophilus i1~(luenzae. I n long-term chemo­
therapy, the tetracyclines are the drugs of choice. 

Logical chemotherapy must be based on sound 
bacteriological principles, but this does not neces­
sa rily mean that the bacteriologist must a lways 
be consulted before a drug is given. In some syn­
dromes the probability that a particular micro­
organism is causative is so high that ' "blind'" 
chemotherapy is permissible. Chronic bronchi tis 
belongs to th is category. 

The prevalence of fl. influenzae in patients 
with purulent sputum seems to remain sub tan­
tially constant from year to year. In contra t, 
the prc,·alence of the pneumococcus nries widely 
in different years and indi,·idual i olation rates 
ha,·e litt le meaning. Further. it seems that tho 
prevalence of pneumococci in sputum cultures 
does not provide a reliable guide to t he true oc­
currence of the organism in the lung, and it ha 
been demonstrated that pneumococci are often 
found in sputum, probably as a consequence of 
contamination from the throat. The true role 
of the pneumococcus in chronic bronchitis is not 
easy to assess but there is no doubt that its main 
importance concern exacerbations. Chronic pneu­
mococcal infection of the bronchi without coin­
cident H. influenzae is common, and when anti­
biotics eliminate pneumococci, pus does no t alway 
disappear. 

The bacteriological principles upon which 
chemotherapy should be based may be sum­
marized as follows: In patients without acute 
exacerbation but with purulent sput um, H. in­
f luenzae is the outstanding pathogen and the 
pneumococcus is probably of minor importance; 
in acute exacerbations without pneumonia, the 
pneumococcus assumes greater importance al­
though its preYalence is variable from year to 
year; if pneumonia complicates bronchitis, there 
is the possibili ty of staphylococcal infection al­
though t he pneumococcus is the most common 
organism; there is no clear evidence that organisms 
other than 11. influenzae and the pneumococcus 
are pathogenic in bronchial infections. 

Therefore, the chemotherapy of patients with­
out pneumonia should be directed against H. in­
fluenzae and pneumococci. Fortunately, neither 
organism readily develops resistance to anti­
biotics in common use and thus routine sensitiYity 
tests are unnecessary. However. other problems 
of chemotherapy must be considered. 

Selectin g Chemotherapy 

Patients whose sputum is always mucoid or 
contains only eosinophil " pus" deriYe no benefit 
from chemotherapy whate,·er organisms are pre­
sent. Therefore, it is nece ary to be sure that 
true pus is present before chemotherapy is pre­
scribed. Eosinophil ""pu " is most common in 
patients with an allergic history. 

The greatest problem is the recurrence of 
infection when therapy is stopped. uch recur­
rences are usually associated with H. influenzae. 
The rapidity of recurrence suggests relapse of the 
original infection. but could mean a reinfection 
wi th a different strain. 

The tetracycline group of drugs haYc come 
to be considered the drugs or choice for longterm 
chemotherapy since they can be given by mouth 
and are relatively Cree or side effects. 

In the last decade seYeral clinical trials haYe 
been carried oui in an attempt to assess the pre­
cise value or chemotherapy. A detailed analysis 
of all the reports seems unnecessary since a number 
of general conclusions are apparent . Perhaps 
the most important is the attention t hat these 
trials haYe drawn to the care needed in interpreting 
results. 

Assessing Progress 

The objectiYe criteria most commonly used 
for assessment of progress were sputum purulence 
and number and duration of exacerbations. But 

J. Robert :'.lay, ::'.l.D., British J ournal of Diseases of the Chest , April, 1965. 

'Reprinted from the Abstracts of the National Tuberculosis Associat ,on. September, 1965. 
Printed through cooperation !\ova Scotia Tuberculosis Association. 
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sputum purulence and number of acute exacer­
bations are not necessarily linked. A patient can 
recover clinically from an exacerbation sufficiently 
to return to work although his sputum is still 
purulent. Likewise, a patient may have lost his 
pus but be unable to return to work because of 
increased dyspnea. In general, loss of pus will 
indicate control of H. influenzae - the basic chronic 
iniection. Clinical impro\·ement in an exacer­
bation may well be due to suppression of a pneu­
mococcus and, since the prevalence of this organism 
\·aries from year to year, a given antibiotic may 
not be equally effective in different trials. 

Both intermittent and continuous chemo­
therapy are nluable forms of treatment if the 
patients are properly selected. The patient who 
ha-s occasional purulent sputum but is "mucoid" 
for most of the time is a candidate for intermittent 
therapy, while the one whose sputum is purulent 
throughout the winter must be given continuou 
therapy. 

Other Drugs 

As regards drugs other than the tetracyclines, 
trials have covered phenoxy-metbylpenicillin, ery­
thromycin, oleandomycin. novobiocin, sulphar 
metho:-:ypyridazine, and "sulphatriad." Taking ac­
count of all the factors. there can be no doubt 
that tetracycline itself is usually preferred. Some­
times a combination of tetracycline with another 
antibiotic will succeed where tetracycline alone 
fails. Tetracycline in concentrations that can be 
attained in tissues acts by bacteriostasis. 

Bactericidal therapy is theoretically possible 
with ampicillin. It has been found that the highest 
concentrations appear in the sputum when pus 
is present, and as the inflammation subsides the 
level falls until it can often no longer be measured. 
The crucial factor in treatment is that the infecting 
organism should be killed before the sputum con­
centration falls to the ineffective level. As this 
fall may occur in only a day or so, it is essential 
that treatment should be directed toward attaining 
very high sputum levels in the first few hours. It 
is clear that the sputum as well as the tissue must 
be sterilized if relapse is to be prevented. Failure 
of the antibiotic to penetrate into mucoid bronchial 
secretions may explain the failure of bacteriostatic 
therapy to give more lasting benefit. lf the 
microorganisms in the secretions are inaccessible 
to the antibiotic and there are no phagocytes 
present, there is no reason why they should not 
remain viable indefini tely and able to cause a 
fresh infection as soon as the bronchial tissue is 
freed from protective antibiotic. o 
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NEWFOUNDLAND 

MENTAL HEALTH SERVICES 

reqmre 

RESIDENTS 

and 

SPECIALISTS IN PSYCHIATRY 

(1) Physicians who can obtain a license 
to practice in tho Province and who are de­
sirous of completing a full residency program 
in psychiatry, leading to certification. 'rhe 
total program, two years of which may be 
obtained in Xewfoundland, is integrated with, 
and under the general direction of the Depart­
ment of Psychiatry, Dalhousie 'Gniversity, 
Halifax. Remuneration for the complete four 
years is on. the scale 88,000 - 89,000. Con­
tractual arrangements for the university phase 
of training can be obtained upon request. 

(2) Full-time positions for Board Eligible 
and Certified Psychiatrists are available in 
the Provincial Hospital in St. John's. Salary 
range 811,500 - 814,000. 

(3) Assistant Superintendent - Hospital 
for ~1ental and Nervous Disea-ses - St. John's. 
A certified psychiatrist with at leas t five years· 
experience is required. alary 814.000 -
515,000. 

(4) Part-lime appointments paying up 
to a maximum of 813,000 are available. This 
is on a sessional basis of $50.00 per half day. 
'rhis arrangement is especially designed for 
psychiatrists in private practice who wish to 
avail of substantial part-time arrangements 
at the Hospital for )Iental and Ken'ous 
Diseases in St. John's. 

Application forms, and requests for further 
information may be directed to Dr. C. H. 
Pottle, Director, 2\1ental Health Sen-ices, 
P.O. Box 4810, St. John's, Xewfoundland. 
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Clinical Staff Conferences 
Effective October, 1965 

-n·o lisL below as many regular meetings, rounds, conferences and 
cl inics as w(' have knowledge of in Lhc H aliiax area. ' !' his lisL docs noL 
pre Lend Lo be complete, bu L iL will be revised as necessary and will 
be publis hed periodically for tho informaLion of membet·s. 

A ll events listed arc open to any in teres Led physicia n, and a cordia l 
w('lcome is promised in every case. 

We hope Lo publish iniormaLion of simil a t· a rrangements at other 
hospitals throughout the P rovince in t he fu Lu t·c. Chairmen or ScCt·c­
tarics of M edical St~tffs arc inviLed to send time tables for publication. 
Anyone spoLting an inacctu·acy is also begged to leL us know. 

Cao·diology ltounds 
Neonatal Confco·cncc 

(Grace Hospita l) 
Orthopedic Conf<'o·once 
Cardiology Conferonco 
Adm ission Rounds 
Jvfedical Orand Rounds 
Admission Rounds 
Metabolic Confeo·enco 
Neurology Conference 

(alteo·nates weekly ) 
Case Presen t>\tion 
Surgical Conference 
Radiology Confeo·ence 

(biweekly) 
\Vao·d Rounds 

THE CHILDREN'S HOSPI TAL 

Monday 
Monday 

Monday 
. Menchw 
'l'uesday 
W<:'d nosda.v 
'l'hursday 
'l 'hu rsdH,y 

'l'hursday 
l•'l"iday 

l•'r iday 
Daily 

10::.10 a.m. 
I I :OOa.m. 

12:00 noon 
4:00p.m . 
8:00a.m . 
9:00a.m. 
8:00 IL.Ill . 

l l :OO a.m. 

4:00p.m . 
11:00 a.m . 

3:00 p. no. 
9:00a.m. 

GRACE MATERNIT Y HOSPI TAL 

Sta ff M<'eting Monday 12:00 noon 
Lu ncheon ( l~ast) 

Obstctl"ical Confco·cnce 'l 'ucsd~y 5:00 p.m. 
('l'hio·d ) 

\\1 .u·d Rou otds D aily 9:00a.m . 
J ournal C'lub Lunch<:'on Thursday 12: 15 p.m. 
Prenatal C'linic 'l\1es<h'ty, 

'l'h t11·sday, 
~'l"iday 2:00p.m. 

Well llaby C'linie T uesd>\y, 
'l'huo·sday . 
li't·ida..v 2:00p.m. 

P ostnatal C linic Tuesday , 
Thuo·sday, 
l~richw 2:00p.m. 

HALIFAX INFI RMARY 
Department of Anesthes ia 
Weekly ConJeo·cnee Monday 
Department of General P ractice 

2:00- 3:00 p.m. 0. rt. Suite 

Monthly Conference 4th 'l' hursday 8:30 p.m. 3C C linic Room 
Weekly J oi nt Conferences - attended by Department members as follows 
with the Department of 

Surg<'ry Saturda.v 
with the Dcpao·tmont of 

M edicine 'l'hursday 
with tho D <mnrtmcnt or 

Pod ia.trics Friday 
with tho Department of 

Psychiatry Wednesday 
with tho Department of 

Obs.-Gyol. Jo' riclay 
Department o f Medicine 
.Joint Confcreneo 

9n.m. 

II- 12:30 

Ll - I p.m. 

9- IOa.m. 

12- 1 p.m. 

with X -ray D ept. Wed nesday 11 -12 a .m . 
O o·a nd Rouotds Tuesday 12- 1:15 p.m. 
I ntco·n-Residont 

' !'raining Confcreneo ' l'hursday 1.1-12:30 p.m . 
D epartment of Obstetrics & Gynecology 
Weekly Rounds ' l'hursdny ll- I p.m. 
Mon thly Meetin ~-: 3o·cl 'l'hursday 11 -12 a .m. 
Interns Wookly 

Confco·cneo Tuesday 
Department o f Ophthalmology 
Weekly Conference ' l'uesday 
M onthly Conference 3rd Tuesday 
Department o f Otolaryngology 
Weekly Conference Tuesday 
Monthly M eeting 2nd 'l'hursday 
Department o f P a thology 
C linical Pathological 

Conference 4th F'rid~<.v 
Department of Pediatrics 
Orand Rou nds Friday 
Pediatric Confereneo Ji' riday 
Department of Psychiatry 
Case Presentation Wednesday 
Weekly Conference Wednesday 
Monthly Conference 3rd Wednesday 
Daily Ward Rounds 
Depar tment of Radiology 
Weekly Conference 'I'h ursda.y 
J louse Staff Conference Tuesday 
Department of Surgery 
Weekly Conference Saturday 
Department of Urology 
Weekly Conference Thursday 
Monthly M eeting 2nd ' l' hursday 

4.- 5 p.m. 

6::.10 p .m . 
6:30p.m . 

6 :30p.m. 
7- 9 p.m. 

12- I p.m. 

11-L2a.m . 
12- L p.m. 

9 a.m. 
9-11 a .m. 
9-1 L a .m. 
8 !UTI . 

:3:30p.m. 
1- 2 p.m. 

9 a.m . 

12 noon 
12 noon 

4C Clinic Room 
4C C linic Room 

4C C lln.ic Room 

:3C C linic Hoom 
:3C C linic Room 

3C Cli nic Room 

Outpatient Dept. 
Outpatien t Dept. 

E .N.'l'. Dcpao·tmcn t 
1~.N.'I' . Department 

Audi toriu m 

Pediatric Dept. 
Pediatric Dept. 

ac C l.inic Room 
3C Clinic Room 
3C Clinic Room 
Psychiatry Dept. 

Radiology Dept. 
Radiology Dept. 

:.IC Clinic Room 

Urology Dept. 
Urology Dept. 



VICTORIA GENERAL HOSPITAL 
Depa r t ment o f M edicine 

C'ardinc Wor king Confcrcnr~ 
1\Jo nd n.v 

Ornnd 1\f t-<licnl RoundsTucsciiW 
C'nrcliac T uf'sclu.y 

Pulruonnry 

I IIU'mlllology 
(l a.stro!'nt!'rology 

I IMrnltlology 

(1st & 3rd ) 
' I'u<'~clay 
(2nd & llh ) 
' l'u<'sda.y 
\\' t'<lrwsd ny 
( 1st & :lrd ) 
WNlncsdny 
(2nd & lth ) 

N <•u rosu rger·y-X eu rology 
\\'t'!ln!'sdny 
\\' <>d rresd ny 

Th ur·sdny 

Hlwurn!Ltology 
l\Tetabolism 
lt!nclo<'rinology 
R c rw log,v 
Notrr·ology ~'riclt\,Y 

( 1st & :lnl ) 
Cnrd iopul monnr·y Pnthology 

~'rid<>.V 
(4 th ) 

C<>r·cl iology ~'ridtLy 
Depar tment of S urgery 

W<•okl,v Confor·c nce ' l'lnrr·sdny 
Wni'CI Hounds 

Slll'g'<'I'Y A 
Surxcry B 
Surgf'ry C' 
Surg-cr·y D 
OrthopnNiics 

Out l'atwnts Clinic~ 

l•.,rida\· 
'"J ,hu t·Sda.v 
\\'Nlnc"lny 
Snturd n.v 
Tuesd<>.v 

Surgery A ~'rid:w 
Surgery 13 Thur~<lny 
Surger.v C \\'<'<ln!'s<la y 
S urg!'ry D Tuesd<>~ 

Depa r tme nt of Gynaec o logy 
\\' nrd llmr nds D arl.v 
Orand Hounds Saturd ay 
PatholoJ.:.Y Conference 'l'u!'sday 

'l'un10UI' ('Jinic 
(l<'irsl) 
Tuesda.v & 
F•ridnv 

Oy n. Outpaticnt Clin ic l\Iond <>.v 

I :00- 2:00 p.m. 
R::!0-10:00 <>.IlL 
I :00- 2:00 p.m. 

I :00- 2:00p.m. 

2:00- I ::lO p.m. 
I :00- 2 :00 JUn. 

I :00- 2:00p. m . 

!):00-10:00 a.m. 
!l:00-11 :00 tL.nl. 

I :00- 2:00 p.m . 

I :00- 2:00 p.m. 

I :00- 2:00 p.m. 

2:00- ~ :00 p.rn. 

.5:00p.m. 

i!:OO 1t.rr1. 
i!:OCJ1un. 
i!::l() 1\.111. 

!l:OO a.m. 
II :00 a.m. 

() ::!0 1\.111. 
()::lO a.m. 
!l::!O n.rn. 
()::.!0 a.m. 

!l:OO U.lll. 
!l:OO a.m. 
.5:00p.m. 

l l ::lOn.rn. 
2:CXJ p.m. 

X-r·n.' Conf<>rcnco Hoom 
4 t h l•' loor C lass Hoom 
0 PI) Conference Room 

O P D ConfE'rence Room 

:lrd ~'loor OPD 
0 1'1) Conference Room 

0 1'0 Conference Room 

l'anhon Conf. Room 
:1r-c1 l•'loor OPD 

01'1) ('nnfcr!'n ro Room 

0 PI) ('onfcr·onco Room 

OPD Confere nce Room 

:31-d l•'loor· OPD 

Stir Wloor Clin ic lloonr 

fi Sou th 
(j Nor·th 
(j South 
n North 
4 \ \ ' OKt 

Outpatu.>nt D<'pt. 
Outpntif'nt Dop t. 
Outpatient Dept. 
Outpal il'nt Oc t>!. 

:; \\' !'sl 
5th ~'loor Clrnrc !loom 
J>atlr. Institu te 

Out patient Dopt. 
Outpati!'n t O!'pl. 

D e p a r tment of R adiology 
'l'll('mpeutio Radiology 
Ward ltou nds 'l'lrur,dn.y 
Dingrroslio HndiolO!-'Y 
Conf!'rN>r<' D1uly 
Pt·ov<.'U CtL'·'i(' Confcrcnc~ 

'l'hursday 
('lrrucnl Conf<'r<'rHw Thun;day 

(:lrd ) 
l)('purtrn(\ntnl C"'onr(\rt'nC(' 

~'ricln.y 
( La.~t) 

Department o f Ps ychiatr y 
Ward Round' :M onday & 

s::JO a.m. 

3:00 p .m. 

1:00 p.m. 
5 ::!0 p.m. 

1 :00 p.rn. 

l''riday 10:30 a.m. 
S!'rrll nllr ~'ndtty 4:00p.m. 
Chi ld OurdllnC!> ('lr n io T hursda y !l:OO a.m. 
Ca.so Pr('s<'n tatoons .:\ fo nday, Tuesday l<'•·iday & 

Saturda y 0:00a.m. 
De p a rtment of Urology 

Conferonco Daily 

Dop a rtrnon t of Anaesthesi a 
<'onfor·o nco l•' r·idn.y 

(l<'ir·st) 
Nova S cotia Tumour Clini c 

Confc rcrwo l~rido.y 

Chnics 
BreMt 
l"ym pho~ lll\.' 
Pned latr l(> 

Oynaroology 

Ophthnlmolog~ 
Skm, Soft 'l'issu<' &. 

('l'hird ) 

;\ [onda v 
'l' u(\sda~\' 
'l'u<"~day 

(4 th ) 
T u!'sday & 
~'ridnv 
Tuoscin..v 

l n l!'slrno Tuesday 
ll <•nd 1md NN'k \\'Nin<>sday 
l•:ar. Nth<' & 'l'lrronl \\'edn<'sda.v 
Urology T hu•·sday 
Brea.'t T hursday 
Pulmon::u-.v '-\:. On..-;tr'IC 

l;,ridav 
OrthopaNlrC> l•'ridtt)• 

(2nd & 4 th ) 

4:30p.m. 

:1:;!0 p.m . 

12::.!0 p. nr . 

2:00p.m. 
2:00p.m. 
2:00 p.m. 

I I :00 a.m. 
2:30 j).Jll. 

I I :30 1\.m . 
11:00 a.m. 
2:30 p.m . 

IO:OOn.m. 
11 :00 1\.m. 

12:00 noon 
10:00 a.m. 

Cl Sou th 

Hn.d iology Dop t. 

ltndiol o~:.v l)ppt. 
X-ray Conf. Room 

X-rn.y Conf. ltoom 

Pnvihon 
\\'est Annex Conf. ltm . 
Aud itorium 

Pavilion Conf. ltoom 

(i \V('st 

' l \ 1mour Clinic 

'l'umour C'l nic 
Tumour Cl nic 
Tumour C l nio 

Outpatient Dt>pl. 
Outpati<>nt D<'pl. 

T umour Clini<' 
T umour Clinic 
O utpl\licrr t D!'p t. 
On tpo.l i<'nt D!'p t. 
'l'umour Clinic 

Tumour Chmc 
'l \amour Clinio 



FAiRY GOD-~IOTHER -
COMPuTER TY LE. 

One of our recent :Medical 
Graduates was recently thrilled 
to receiYe a cheque for o,·er 
21,000. for hi first three months' 
en·ices to a Go,·ernment agency. 

Tentatively his bank account bur­
geoned. Behold before the arti­
ficial bloom faded. there wa a 
permanent growth of 860. visible 
remaining from its slay. 

AXTIGONISH-GUYSBOROL'GH 

~fEDIC.\L OCIETY 

Late in September the second 
annual meeting on planning for 
community health services wa 
held at St. ::\Iartha's Hospital. 
Antigonish with Dr. L. P. Chia -
son acting as chairman. Mem­
bers from all societies and insti­
tutions interested in the proposed 
programme were present from 
.\ ntigonish. Guysborough and 
parts of Cape Breton. 

The plan was pre entcd to the 
meeting b.r Dr. J. M. Hoc, medi­
cal re earch investigator Boston 
College and was accepted by 
t hose pre ent. Pre ent at the 
meeting were Dr. J. J. tanton, 
admini lrator. Department of 
Public Health in Halifax, Dr. G. 
Graham imms, exocuti,·e direc­
tor, Hospital I nsurance Commis­
sion; Dr. Gordon Hatcher, dean 
of pre,·enliYe medicine. Dalhousie: 
and Dr. T. 'IT'. Gorman. represent­
ing t. ~lartha's Hospital as well 
as ropresentali,·e of the Sisters 
of t. ::\lartha, and of t. Francis 
.XaYier Uni,·er ity, etc. 

Dr. Peter Delva, who since his 
Residency at the Children's Hos­
pital. Halifax has been specializing 

in Paediatrics at Antigonish. has 
been appointed A istant Pro­
res or of Preventi,·e }Iedicine in 
Queen's UniYersity. Kingston. 
Ontario. His maximum intere t 
lies in the field of Geriatrics. 

CAPE BRETOX ~lEDIC..I.L OCI ETY 

No. 20, Local Union, Glace Bay. 
is going to press for the appoint­
ment of a resident doctor to the 
local ho pita! o that immediate 
medical care will be a,·ailable 
when a patient is brought to the 
institution. and thus pre,·ent the 
lag which sometime occurs un­
avoidably under the circum-
lances. 

Early in eptember. Dr. Hugh 
Kirkpatrick was elected as Pre­
ident of the Xorth ydney Kin -

man club for the coming year. 
Dr. H. J . Devereux of Sydney 

wa guest speaker at the gradu­
tion exercise of aint Elizabeth 
Hospital chool of Xursing on 
eptember 26. 
Dr. Herman Sa mpson, Cheti­

camp was unanimously endorsed 
to contest the riding of Im·erne s­
Richmond in the forthcoming 
Federal Election. a Progre i\·e­
Con en·ath·e candidate. oppo ing 
tho Jlon. Allan J . ~lacEachcrn. 
(Canada's :Minister of Labour). 

" Mental Health Group Plays 
An Important Role" is the 
heading of an article in the Cape 
Breton Po t of eptember 11 on 
t he Canadian ~!ental Health 
Programme and its associated 
\\'hile Cross Volunteers with re­
ference especially to the Cape 
Breton Centre. ince mo,·ing to 
its new quarter- last February. 
patient are being en·ed in e\·er 
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increasing numbers. In 1964. 
more than 4000 interviews were 
conducted and 630 now cases 
treated. en·ices were extended 
to about :350 patients in general 
hospitals in the area and dsits 
made to schools. courts and jails. 
Daily ,;sit to Cape Breton 
County Hospital were made by 
Dr. Mian, Dr. Cornelius Donovan 
and Dr. Eileen McDonagh, along 
with Dr. ~1aqbul ~lian are tho 
psychiatri t presently on the 
staff. 

H ALU'.\X ~1EDICAL SECIETY 

A one day refresher course on 
October 13 arranged by Dr. J. J. 

tanton. Chief I nspector of 
Licensed X ursing Homes in the 
pro,·ince was opened by Dr. 
Stanton wi th an address on 
"Nursing Homes in ::\l'oYa cotia: 
Past and Pre ent. ' ' The afternoon 
session wa conducted bY Dr. 
Arthur hear . ~Iedical Director 
of the Rehabilitation Centre in 
Halifax. a sisted by his staff. 
It is the first course oCfered by the 
Go,·ernment in this field and has 
been welcomed with enthu ia m 
by the A sociation of Licen ed 
Xursing Home Operators of the 
pronnce. 

Dr. Frank F. P. Malcolm, 
Dartmouth. wa awarded a long 
enrice pin for 15 years sen·ice to 

the Halifax County Hospital at a 
pecial reception sponsored by the 

Board of ::\Ianagement of the 
Hospital for I 6 members of the 
staff. 

Dr. David McCurdy, adminis­
trator of consultation sen·ices for 
the Department of Health for 
X o,·a Scotia says that the pro­
'oince 's Emergency Health ervice, 
(the pro\·ince wide plan that 
would become acth·ated in the 
C\'ent of natural or war-born 
emergencies), is ·'enviable at the 
present lime.'' All Halifa-x ho -
pitals have an emergency plan as 
do all the major ones in the pro­
,;nce. .\t lea l O% of the pro­
,;nce's general ho pitals ha,·e been 
cooperath·e in their participation 
in emergency planning measures. 
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LUXENBURG Q UEEXS 

M EDICAL SOCIETY 

Dr. A. L. Cunningha m has 
cliscontinued practice in Xew Ger­
many and has accepted a position 
with the Nova Scotia 1\ orkmen's 
Compensation Board. Dr. E. K. 
Woodroofe has recently been 
elected president of the Lunen­
burg-Queens Medical Society. 

All his confreres throughout 
Nova Scotia join in sympathy 
with Dr. and ]\'Irs. Howard Creigh­
ton of Lunenburg, in the sudden 
death in a car accident on Septem­
ber 30 of their only son Graham, 
who was in his second year of 
medicine at Dalhousie. 

, -ALLEY MEDICAL SOCIETY 

Dr . S. U. Anand and Dr. 
Saroj Ana nd and their young 
daughter , Getanjali have arrived 
from England, are guests of Dr. 
and Mrs. Jodh K. Sangi and have 
opened a practice in Kentville. 
Dr. Anand specialises in general 
surgery and his wife as a general 
practitioner specializing in anaes­
thesia. She attended the course 
held recently in Halifax on Pae­
cliatric Anaesthesia. 

Dr. and Mrs. Donald Seaman 
and family have left Guysborough. 
He is opening a practice of Gen­
eral medicine in Kentville. 

\\ESTERN M EDICAL SOCIETY 

Congratulations to Dr. and 
Mrs. S . W. Williamson , Yar­
mouth who celebrated their 60th 
wedcling anniversary on Septem­
ber 13. 

UNIVERSITY 

Dr. C. B. Stewart, Dean of the 
.:\1edical School. at the im·itation 
of Health :Minister. the Hon. 
Judy LaMarsh was a member of 
the fi, ·e-man team to represent 
Canada at the Commonwealth 
Conference on .\Iedical Education 
to be held in Edinburgh during 
October. Topic, "Supply of Phy­
sicians in Commonwealth Coun­
tries". Dr. Stewart also attended 
the Lister Centenary Conference 
in Gla gow during the last week 
of September, as Dalhousie's re­
presentatiYe (Dalhousians do not 
forget that t heir first Dean of 

"Medicine was Dr. John Stewar t , 
one of Lister's favorite housemen). 

Dr. John Stewart was also 
officer commanding of the No. 7 
Dalhousie St a t ionary Hos­
pital Unit which held its 50th 
Anniversary meeting in Halifax 
during the last of August with 
about 60 people coming from all 
parts of the United States and 
Canada to bear tribute to what 
was virtually, the first medical 
corps of the Canaclian army in the 
First 1\ orld 1\ ar. A tea was 
held at the home of Mrs. J . MacG. 
Stewart, nephew of Dr. John 
Stewart, and an anniversary din­
ner at the Dresden Arms when .:\1r. 
Roy MacXutt, presently practis­
ing law in the States gave a his­
tory of the unit, which went 
overseas in January 1916. Fol­
lowing the war many of the doc­
tors returned to practise in Hali­
fax, of which Dr . C. W. Holland 
is one, and several of the nursing 
sisters went on staff in the Victoria 
General and Camp Hill Hospi tals. 

Dr . Sam uel York , a graduate 
of U.~.B. and native of Xew 
Brunswick, holder of a Dalhousie 
"Medical degree and of Certifica~ 
tion in internal medicine from the 
Royal College of Physicians and 
Surgeons of Canada has been 
appointed to the University Starr 
as lecturer in the department of 
Medicine. 

Dr . J . A. R. Tibbles , M.B. , 
M.R.C.P. has joined the staff 
of the Halifax Children's Hospital 
and Dalhousie a a paecliatric 
Neurologi t. 

Dr. D. M . J . Ouastel has been 
appointed assi tant professor of 
physiology and biophysics. He 
is a native of \\ales and holds 
both the Ph.D. and M.D. Degrees 
from McGill with postgraduate 
work in Sweden and Australia. 
He has done research on the nerve 
control of muscle contraction. 

Three Pathologists and their 
families. coming from such cliverse 
places as Buda-pesth, Latvia and 
London have recently joined the 
Department of Pathology. Dr . 
N. A. Kerenyi, a graduate of the 
.:\Iedical University of Buda-Pesth, 
came to Halifax after the Hungar-
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ian revolution of 1956, from Buda­
Pesth, where he bad been first 
assistant professor of Pathology. 
He has now been appointed as­
sociate professor and bead of the 
division of anatomical pathology 
for the provincial laboratory. 

Dr. 0. J . Lucis, a native of 
Lat,ia and graduate of .:\'IcGill 
joins the department as assistant 
professor of pathology. His re­
search will continue in the field 
of basic and applied biochemistry 
of the sex hormones. His wife 
e:~.l)ects to complete her work 
for a Ph.D. from McGill in steroid 
biochemistry. 

A medical graduate of Uni ver­
sity College London, Dr. A. J . 
Lewis, received his training in 
pathology at the Royal Army 
.:\1edical College where he la ter 
joined the teaching staff, holds a 
di ploma in tropical medicine and 
hygiene as well as in pathology. 
He has specialized in neuro patho­
logy and the pathology o! muscle 
and joins the staff as assistant 
professor of pathology and as 
neuropathologist for the patho­
logy institute. 

A $1.500 bursary has been 
awarded to Dr. W. P. Warren, 
now of Toronto, but a native of 
Halifax and a graduate of Dal­
housie with a Bachelor and .:\l as­
ter's Degree in Science and his 
medical degree in 1961. This 
bursary is awarded by the Cana­
dian Friends of the Postgraduate 
.Medical School of London. Eng­
land. Dr. Warren will study in 
the Department of Immunology 
of the Brompton Hospital for 
Diseases of the Chest in London. 
England, a school associated 
with the Postgraduate i\Iedical 
School. He then returns to con­
tinue to be a member of the staff 
of 'f oron to .\Iedical chool. 

Dr . Edward Gr antm yre has 
been appointed assistant professor 
of Radiology on the teaching 
staff of the Department of .:\Iedi­
cine of Dall10usie. He is a Cape 
Breton man, at present on the 
staff of the Children·s Hospital 
and this Year President of the 
Kova Scotia Association of Radio­
logists. 
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REPORT OF :.\I EETIXGS 

A meeting of the Surgical 
Section :.\'ledical ociet.v of ova 

cotia was held on September 
17th. 1965. T here were twenty­
nine members registered. The 
program consisted of a clinical 
se ion. held in the auditorium 
of the \ ' ictoria General Hospital. 
T here were a total of twelve papers 
pre ented. 

The bu ines meeting wa held 
a t 4 p.m. under the Chairmanship 
of Dr. E. F. Ross. The officers 
elected for the coming year were 
Dr. A. L. Murphy. Chairman; 
Dr. Arnold • oble, Vice-Chair­
man; Dr. Charles Graham. Sec­
retan·-TreasUier. Other mem­
bers ·of the Executi,·e are Drs. 
E. F. Ross; James \' ibert and 
Allan inclair. 

A very nice reception and 
dinner was held during the e,·en­
ing at the Royal :::-Jova Scotia 
Yacht quadran which was at­
tended by the members and their 

BIRTIIS 

To Dr. and Mrs. Ian Drys ­
dale, (nee Janet Owen). a son. 
a t the Toronto We tern Hospital. 
on eptember 29, 1965. 

To Dr. and Mrs. Ernest 
Johnson , (nee :.\Iargaret :.rac­
".\1illan), a daughter, usan Mich­
elle, a t the Halifax Infirmary. 
Halifax. on October 1, 1965. A 
first granddaughter for Dr. and 
Mrs. Ducan MacMillan. 

To Dr. and Mrs. J . A. Mac· 
Phail, (nee I rene Hatt). a daugh­
ter, at St. Rita's Hospital. 
Sydney ... S. on September 30, 
1965. 

To Dr. and Mrs. Daniel 
Mehta, a son, :.\Iichael. at the 
Halifax Infirmary. Halifax. on 
JulY 7, 1965. 

To Dr. and Mrs. W . G. 
Moores, (nee :.\'lar.r Ann Mit­
chell). a son at the Grace :.\f a­
ternity Ho pita!, Halifax. on ep­
tember 22, 1965. 

0131TU.\R IES 

A former student at Acadia and 
Dalhousie Universities, Dr. Tra­
vis S . Dougan, 56. died suddenly 
at his office in ussex, r. B. 
during the latter part of eptem­
ber. A few days before hi death 
he and hi wife tho former ~Iiss 
:.\1argaret Coffey of Harvey. N. B. 
observed their 25th wedding anni· 
,·ersary. Dr. Dougan was born 
in Han·ey. the son of the late 
Dr. and :.\Irs. B. Haye Dougan 
and took his pre-medical studies 
at Acadia and his mcdicalcoUise at 
McGill and Dalhou ie University, 
graduating from the latter in 
1938. He practised at . ussex 
for 24 year . He was a Past 
President of the Xew Brunswick 
and King's Co .. ~- B. Medical 
Societies and a member of the 
College of General Practice of 
Canada. He is SUI\'ived bv his 
wife and his brother. Dr. Alfred 
A Dougan. LennO.\'Yille, P.Q. 

Dr. Arthur Frederick Miller, 
:.\I.D. , C.l\1., F.R.C.P., F.C.C.P .. 
LL.D. died on October 6 at his 
home in Kcntville following a 
brief illnes . He was years 
of age. He graduated from Dal­
housie in :.\Iedicine in 190-l and 
became a sociated with the late 
Dr. E. L. Trudeau, medical direc­
tor of tho Adirondack Cottage 
Sanatorium in New York State, 
corning from there to become head 
of the anatorium at Kentville, 
X. S. in 1909. There he remain· 
ed until 194 7, tirelessly educating 
the public to fight Tubercttlosis 
and winning many honors includ­
ing an honorary LL.D. from Dal­
housie in 1944. The new teach­
ing unit a t the Kent,·ille ana­
torium was opened in 1959 and 
named :.\filler Hall. To his wife 
and other relatives we extend our 
sympathy. An appreciation will 
be found on page 278. 

The Dr. Perry S . Cochrane 
Memorial Window was dedi­
cated on unday. October 17 in 
St. Andrew' United Church. 
\Volf,·ille. Dr. J . Douglas Archi­
bald of Scotburn was speaker at 
the sen·ice which was conducted by 
the pastor. the Re,·. Robert :.\fills. 
Dr. Cochrane. widely known WoiC­
ville physician was active in 
chUich and community work for 
many years. and the window is 
made possible through friends at 
home and abroad. o 

HAVE YOU MOVED? 

Since it takes three weeks to change oUI mailing lists, members are 
advised to give us early notice of any change of address. This will 
ensure continuity of their subscription to The Bulletin and enable 
their Medical ociety to gi,·e them the best possible service. 

As notification of C .M.A.J . is not automatic, members are also 
requested to notify C.M.A. direct. Their address is: 

150 St. George Street, Toronto 5, Ontario 
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Diabetic Meal Planning 
. The booklet ··~[cal Planning for Diabetics 
m Canada" has recently been re,;sed. This 
booklet has been prepared by the Canadian 
Diabetic A sociation in co-operation 'il>ith the 
Canadian Dietetic A sociation. and has proYen 
Yery useful to physicians with diabetic patients. 

At the pre ent time, a number of diabetic 
"di~ts" are being distributed by various firms 
ellmg diabetic foods and sugar substitutes. Some 

of the information given is impractical and too 
costly for usc by patients in Xova eolia. As 
well, many of the e "diets" are based on American 
exchange lists rather than our Canadian ones. 
. ".:\leal Planning for Diabetics in Canada" 
~~ a reliable, clearly-printed booklet with illustra­
tiOn o~ the izes of ervings, lists of exchanges 
for Yanous foods, and with a page in the book 
where the patient's own diet can be filled out. 

This booklet is aYailable from: 

ecretary 
Halifax Branch 
Canadian Diabetic Association 
5916 Pine Hill DriYe 
Halifax, Xova eolia 

In qua~tities up to 50, the cost is 35 cents per 
copy; 10 lots of 50 or o,·er, the cost is 25 cents per 
cop?'- The Branch states that for an individual 
patient, physicians may receive a copy free of 
charge. 

BOOK REVIEW 

Pathology for the Physician \Yilliam Boyd 7th 
edition 1965. Lea and Febiger. Published bY 
::\Iac::\Iillan Company of Canada Limited. loo4 
page . price 20. 00. 

The physician who tries to keep up-to-date by 
reading articles in medical journals is always faced 
with a problem. There are so many articles on so 
many different topics that it is difficult to separate 
the wheat from the chaff. For this reason the 
journals must be supplemented by reviews, vear 
books, monographs, and text books. · 

Dr. William Boyd's textbook "Pathology for 
the Physician" has been written specifically for 
this purpose. The 7th edition must be one or 
the most clearly written and up-to-date textbooks 
of pathology M'ailable. A surprisingly wide range 
of recent knowledge is reviewed and kept in correct 
perspectiYe. For example there are descriptions 
of electron microscope studies of the kidney in 
health and disea e, the functions of the thymus 
and pineal are de cribed, and there is an outlin(' 
of ir John Eccles work on synaptic transmission. 

ome a peels or general and surgical pathology 
are quite properly excluded. For this reason 
·'Pathology for the Physician" is not suitable by 
itself as an undergraduate textbook of pathology. 
However it is highly recommended for use bv 
graduate physicians who wish to catch up with th-e 
advances in pathology which haYe taken place 
in the last few years. 

C.P.R. 
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