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VANCOUVER MEDICAL ASSOCIATION
PROGRAMME FOR THE FIFTY-THIRD ANNUAL SESSION
Founded 1898; Incorporated 1906.

(Spring Session)
FEBRUARY 6th—GENERAL MEETING—Devoted to Medical Economics.
MARCH 6th—OSLER DINNER—Dr. H . A. DesBrisay, Osier Lecturer.
APRIL 3rd—GENERAL MEETING (Speaker to be announced).
MAY 1st—ANNUAL MEETING.
MAY 28th to J U N E 1st (inclusive)—ANNUAL SUMMER SCHOOL.

REGULAR M O N T H L Y MEDICAL MEETINGS
FIRST TUESDAY—GENERAL MEETING—Vancouver Medical Association—T. B.
Auditorium.
Clinical Meetings, which members of the Vancouver Medical Association are invited
to attend, will be held each month as follows:
SECOND TUESDAY—SHAUGHNESSY HOSPITAL STAFF MEETING.
T H I R D TUESDAY—ST. PAUL'S HOSPITAL STAFF MEETING.
F O U R T H TUESDAY—VANCOUVER GENERAL HOSPITAL STAFF MEETING.
FIFTH TUESDAY—Cwhen one occurs)—CHILDREN'S HOSPITAL STAFF MEETING.
•
Notice and programme of all meetings will be circularized by the Executive Office
of the Vancouver Medical Association.

V A N C O U V E R GENERAL HOSPITAL
Refresher Courses for the General Practitioner
SURGERY—February 12th, 13th, 14th, 1951.
EYE, EAR, NOSE and THROAT—March 5th, 6th, 7th, 1951.
OBSTETRICS and GYNAECOLOGY—April 9th, 10th, 11th, 1951.

Regular Weekly F i x t u r e s in the Lecture Hall.
Monday, 12:15 p.m.—Surgical Clinic.
Tuesday—9:00 a.m.—Obstetrics and Gynaecology Conference.
Wednesday, 9:00 a.m.—Clinicopathological Conference.
Thursday, 9:00 a.m.—Medical Clinic.
12:00 noon—Clinicopathological Conference on Newborns.
Friday, 9:00 a.m.—Paediatric Clinic.
Saturday, 9:00 a.m.—Neurosurgery Clinic,
edition,. 1950.
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ST. PAUL'S HOSPITAL
Regular Weekly Fixtures
TUESDAY—9-10 a.m.PAEDIATRIC CONFERENCE
2ND TUESDAY of each month—11 a m jffi§!&
TUMOR CLINIC
WEDNESDAY—9-11 a.m
|
MEDICAL CLINIC
2ND and 4 T H WEDNESDAY—11-12 a.m. ...OBSTETRICS A N D GYNAECOLOGY
THURSDAY—11-12 a.m...
PATHOLOGICAL CONFERENCE
(Specimens and Discussion)
FRIDAY—8 a.m
...CLINICO-PATHOLOGICAL CONFERENCE
(Alternating with Surgery)
ALTERNATE FRIDAYS—8 a.m
„
SURGICAL CONFERENCE
FRIDAY—9 a.m
_
DR. APPLEBY'S SURGERY CLINIC
FRIDAY—11 a.m . I N T E R E S T I N G FILMS SHOWN IN X-RAY DEPARTMENT
SHAUGHNESSY HOSPITAL
Regular Weekly Fixtures
Tuesday, 8:30 a.m.—Dermatology.
Wednesday, 10:45 a.m.—General Medicine.
Wednesday, 12:30 p.m.—Pathology.
Thursday, 10:30 a.m.—Psychiatry.
Friday, 8:30 a.m.—Chest Conference.
Friday, 1:15 p.m.—Surgery.
BRITISH COLUMBIA CANCER I N S T I T U T E
Tuesday, 9:00 a.m. to 10:00 a.m. (weekly)—Clinical Meeting.
B. C. Surgical Society Meeting Dates:
Spring Meeting, March 30th-31st—Vancouver Hotel (open to all members of the
profession).

THE BULLETIN
Publishing and Business Office — 17 - 675 Davie Street, Vancouver, B.C.
Editorial Office — 203 Medical-Dental Building, Vancouver, B.C.
The Bulletin of the Vancouver Medical Association is published on the first of
each month.
Closing Date for articles is the 10th of the month preceding date of issue.
Manuscripts must be typewritten, double spaced and the original copy.
Reprints must be ordered within 15 days after the appearance of the article in question, direct from the Publisher. Quotations on request.

Advertisements
Closing Date for advertisements is the 10th of the month preceding date of issue.
Advertising Rates on Request.
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Vasoconstriction
combined with
antibiotic therapy in

NEO-SYNEPHRINE
(brand of phenylephrine)

with

'• CRYSTALLINE
PENICILLIN

\\^v
^

£N

fev
N

^

In upper respiratory tract infections,
topical application of penicillin to the nasal cavity has a decided bacteriostatic action against
typical respiratory pathogenic microorganisms.
To provide clear passage for such therapy,
Neo-Synephrine is combined with penicillin-'
shrinking engorged mucous membranes and
allowing free access of the antibiotic.
Neo-Synephrine—a potent vasoconstrictor—
does not lose its effectiveness on repeated application . . . is notable for relative freedom from
sting and absence of compensatory congestion.

®

NEO-SYNEPHRINE
with

CRYSTALLINE PENICILLIN
Stable

• Full

Potency

New Youe 13, N. Y.

WINDSOR, OUT.

Supplied in combination package for preparing 10 cc. ot
a fresh buffered solution containing Neo-Synephrine hydrochloride 0.25% and Penicillin 5000 units per cc.
Neo-Synephrine,trademark reg. U.S. & Canada

VANCOUVER HEALTH DEPARTMENT
CASES OF COMMUNICABLE DISEASE REPORTED IN THE
CITY
STATISTICS — J A N U A R Y , 1951
Total Population — estimated
Chinese Population — estimated
Hindu

Population

—

3 85,500
6,877

estimated

\

I

I

133
December, 1950

>
Total Deaths (by occurrence)

1

Deaths, Residents only
Chinese, Deaths

.

|

~^L

Rate per
1000 pop.
11.1

Number
356
310

9.6

11

19.2

'<ff--'

BIRTH REGISTRATIONS—RESIDENTS A N D
(Includes late registrations)

NON-RESIDENTS
December, 1950

Male

^

'.

I

,

315

SllliillSiir

Female

l

33 5
650

20.2

INFANT MORTALITY—RESIDENTS ONLY
December, 1950
Deaths under 1 year of age
Death rate per 1000 live births
Stillbirths (not included in above item)

15
34.1
9

CASES O F COMMUNICABLE DISEASES R E P O R T E D I N T H E

Scarlet Fever
:
Diphtheria
Diphtheria Carriers
Chicken Pox
'Measles
_
•a

December, 1950
Cases
Deaths
———— 71
—
—
4^
47

.

L 11

Rubella
Mumps
Whooping Cough
Typhoid Fever
Typhoid Fever Carriers
Undulant Fever
\
Poliomyelitis
Tuberculosis
i ..
Erysipelas
Meningitis .
Infectious Jaundice
Salmonellosis
Salmonellosis Carriers.
Dysentery
*
Dysentery Carriers.—
Tetanus
SyphilisGonorrhoea
Cancer (Reportable)—Resident

. .

j
\
-•2SlS&
j

-i|l
p

13
55
11
—
—
—
—
44

130
78

10

44

[Js
CITY
December, 1949
Deaths
Cases
—
11
—
72
36
3
100
3

—
—

33

14

1

—

9

—

14
168
65

3
—
61

—
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-C C O N N A U G H T >

HEPARIN
Clinical experience in the use of Heparin as a blood anticoagulant has extended over
many years. The product has been administered intravenously in very dilute solution.
Recent experience has shown that intramuscular injection of concentrated solutions
is an effective means of prolonging clotting time. This method of treatment provides
an increased measure of freedom for the patient and can be extended over a period of
months on the basis of two or three daily injections.
HOW SUPPLIED
Solution of Heparin—Distributed in rubber-stoppered vials as sterile neutral
solutions of heparin prepared from purified, dry sodium salt of heparin containing approximately 100 units per mg. The product is supplied in the following
strengths:
1,000 units per cc.
5,000 units per cc.
10,000 units per cc.
Heparin (Amorphous Sodium Salt)—Dispensed in 100-mg. and .1-gm. phials
as a dry powder, containing 95 to 100 units per mg., for the preparation of
solutions for laboratory use.

Recent References:
Stats, D., and Neuhof, H.: A m . J. Med. Sci., 1947, 2 1 4 : 159.
Walker, J.: Surgery, 1945, 17: 54.
Cosgriff^-S. W . , Cross, R. J., and Habif, D. V.: Surgical Clinics
of North America, 1948, 324.
DeTakats, G.; J.A.M.A., 1950, 142: 527.

•
CONNAUGHT MEDICAL
University of Toronto

RESEARCH

LABORATORIES
Toronto, Canada

Established in 1914 for Public Service through Medical Research and the development
of Products for Prevention or Treatment of Disease.

DEPOT FOR BRITISH COLUMBIA

MACDONALD'S PRESCRIPTIONS

LIMITED

MEDICAL-DENTAL BUILDING, VANCOUVER, B.C.

We publish in this issue of the Bulletin the correspondence between the Hon. A. D .
Turnbull, Minister of Health, and Welfare, and the Editor. The correspondence speaks
for itself, and we feel that our readers should see it.
We have reecived a very courteous fetter from Mr. Turnbull in answer to our
reply to him. He does not add much to what he has said—and we do not feel that
this should be dragged out too long, so are not publishing it. He deals chiefly with the
bed situation in B.C., past and future—and in his letter he makes it plain that if beds
are to be increased, the people of British Columbia will have to pay more than they are
now doing.
We have never disputed this fact, nor in writing the editorial of which Mr. Turnbull
complained did we raise any objection to any increase which might be necessary. We
believe that the medical profession is solidly behind the principle of Hospital Insurance
and feels that it should be continued, and that it is a very good thing. And as we said
in that editorial: "If it costs us, as a province, more money, we must find the money."
The whole purpose of the editorial was to state what every medical man is saying
daily—'that there are not enough beds, by a great many, to meet the demands, and that
the shortage is creating a serious situation in a great many ways.
Certain "government spokesmen" are charging the doctors with needlessly creating
a panic, and needlessly alarming the public. This we do resent strongly, and state
categorically that it is not true.
In the meantime, we would appear to have aroused public opinion, to some extent
at least, to a point where press and public alike are insisting that more intensive action
be taken. This was all we wanted to do. We were not trying to blame the government
for past shortages—there are a great many factors contributing to this. We were
concerned only to show that a condition is now existing which demands an immediate
remedy. Let us forget past history, and start from now.

CORRESPONDENCE
Dr. J. EL MacDermot,
Editor, "The Bulletin",
Vancouver Medical Association,
925 W. Georgia Street,
Vancouver, B. C.

VICTORIA, B. C ,
5th January, 1951

Dear Sir:
My attention has been called to the editorial which appeared on pages 28 and 29 of
the November, 1950 number of "The Bulletin", published by the Vancouver Medical
Association. I consider that I should call to your attention the many inaccuracies in
this editorial.
Para. 1—Editorial Statement:
"The question of hospital accommodation for the sick of British Columbia, and
more especially of Vancouver, has rapidly become one of the most urgent and serious
of the problems confronting the people of this Province."
Comment;
The shortage of hospital accommodation in British Columbia is something which dates back t o the depression. The construction of hospitals
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has lagged for a great many years and it is not correct to say that the situation has become urgent and serious. Both Municipal and Provincial
authorities have been well aware of this situation.
Para. 2.—Editorial Statement:
"The population of Greater Vancouver has practically doubled in the past twenty
years. The number of hospital beds available has hardly risen at all in that time."
Comment:
Since 1948 the hospital construction picture in the Greater Vancouver
area is as follows:
Hospital beds completed since 1948
270
Hospital beds under construction
347
Hospital beds definitely planned-Mi
_
714
TOTAL 1331
This does not include construction planned in the Fraser Valley, the North Vancouver
area, or chronic beds. The chronic situation is:
Provincial T.B. beds under construction
sgl
|
264
Holy Family Hospital being designed
200
Preventorium being designed
.
50
In addition, at least one other organization is prepared to construct up to 200 chronic
beds if the survey now under way indicates their need.
In the Province as a whole, since 1948 a total of 682 beds have come into operation;
491 more are under construction, and a further 932 are now being planned.
Para. 4—Editorial Statement:
"A hospital survey by James Hamilton and Associates was made but beyond this
no steps were taken to meet the needs that then existed, nor does there seem to be any
plan to met the logical and inevitable increase in these needs that was bound to follow."
Comment:
Under the Hospital Insurance A c t the Province of British Columbia
assumed responsibility for underwriting the cost of hospital operation,
but it did not assume responsibility for providing hospital facilities. The
construction and operation of hospitals for acute diseases has always been
the responsibility of the community in British Columbia; that is, the
Cities and Municipalities. They are not the responsibilty of the Provincial
Government. T o encourage hospital construction the Provincial Government offers communities by far the most generous financial assistance
given by any Province in Canada. The community is expected to provide
one-third of the capital cost, while the Province provides one-third plus
the difference between the remaining one-third and the $1,000 per bed
which is the Dominion Government share. A t the present cost of hospital
construction the Province provides between $5,000 and $6,000 per bed,
whereas the community provides only about $3,300.
Para. 5—Editorial Statement:
"Lately, a charge has been made that the average hospital days' stay has risen from
10 to 11 days. If this is all, then someone, and we believe it is the medical profession,
deserves, considerable credit for the fact that it is no worse. Some years ago, under "free
enterprise the average days' stay was 14 or more."
Comment:
The Hospital Insurance Service has been puzzled for some time by
the fact that the average days' stay in British Columbia is some 5 0 %
higher than it is in the United States. For 1950 to June 30th, the average
stay in British Columbia was 12.05 days, whereas the Blue Cross Commis-,
sion of the United States reports 7:53 for 1950 to A u g u s t 31st. In the
Maritime Hospital Service Association reports an average length of stay
of 8.77 for 1949.
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Para. 6.—Editorial Statement:
"The Government finds itself in a position where the operations of the Act show
a deficit. Very naturally, two things follow: first, the authorities try to lay the responsibility on hospital administration, which they say is costing more than it should, and they
demand further economy."
Comment:

\M
The Hospital Insurance Service has made no attempt to lay the
responsibility for deficits experienced by the Service on hospital administration. The administration of certain hospitals has not been as good as it
should be and the Hospital Insurance Service has offered advice to these
hospitals. N o attempt has been made to blame the administration for the
general rise in hospital costs which has followed the rise in cost of labour
and supplies.
The Hospital Insurance Service naturally encourages hospital administration to reduce operating cost by better procedures and economies
•wherever possible.
Para. 7—Editorial Statement:
"The other natural corollary of this deficit is that the Government is in no hurry
to build, or authorize the building, of extra beds—since this will increase the difficulty
of financing the scheme."
Comment:
As previously stated, the Government of British Columbia offers much
more generous help to communities in the construction of hospitals than
does any other Province in Canada.
Para. 8—Editorial Statement:
"As a profession, we urge early diagnosis and early treatment for cancer. Yet
cases diagnosed, and operable at the time of diagnosis, are unable to obtain beds."
Comment:
I understand that the Vancouver General Hospital, by agreement
w i t h the Cancer Institute, has allocated 20 beds in its new wing for the
use of the Institute. This new w i n g will be opened in a f e w months' time.
Para. 10—Editorial Statement:
"They must be nearly dead before they can get into the hospital, or in imminent
danger of death: and this is not good enough."
Comment:
There are a f e w people w h o complain bitterly about the inability to
secure admission to hospital. From a wide discussion of this problem with
hospital administrators and many people, I am satisfied that the vast majority of emergency cases are admitted promptly to hospital and that most
elective conditions do not have long to wait. This fact has been well
borne Out by the large numbers of empty beds in our hospitals during the
recent holiday period. Holidays usually result in empty beds in many
hospitals of the Province.
Para. 12—Editorial Statement:
"It is that the Government must in some way provide more beds; and if this costs
us, as a Province, more money, we must find the money. Otherwise, the Government
is breaking faith with the people to whom they promised hospitalization under their
Hospital Insurance Act."
Comment:
The Hospital Insurance A c t was brought into being because many
of the people of British Columbia could not afford to pay their hospital bills.
The Hospital Insurance A c t does not in any w a y promise to provide
hospital beds. As stated previously, the responsibility for the construction
of hospital beds rests squarely upon the communities.
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If the Government accepts the responsibility for the construction of
hospital beds, then it must go on and accept the responsibility for hospital
operation. In other words, if it accepts the responsibility for construction,
the Government must take over the hospitals of the Province completely.
I regard this as very undesirable since I consider t h a t the communities
can operate hospitals much more satisfactorily than can the Government.
Para. 13—Editorial Statement:
"If the Hospital Insurance Commission is working to any plan, we have no knowledge of the fact. Their policy, so far at least, is a purely ad hoc one."
Comment:
Anyone who says t h a t the Hospital Insurance Commission is not working to any plan is quite ignorant of hospital matters in this Province. The
Hospital Insurance Service had a hospital plan outlined for it by one of
the outstanding consultants on this continent—James A. Hamilton, of
James A. Hamilton and Associates. It is encouraging the communities of
the Province to work toward t h a t Plan.
Para. 14—Editorial Statement:
"Plans should take due cognizance of density of population, ease of transport to
and from hospital, medical staffs available, etc. Centralization should be avoided as far
as possible."
Comment:
All of these factors were taken into consideration in the studies which
were made before James A. Hamilton brought out his report. In any large
city complete decentralization is not possible without impairing the service
to the public. We have been advised to plan our hospitals for peace and
not for war, and are proceeding along these lines.
The Hospital Insurance Service has been willing to co-operate with
any organization toward the construction of hospital beds. At the present
moment I know of no existing hospital or other body willing to construct
more acute beds and able to arrange financing of one-third of the cost,
-which is not receiving the utmost co-operation from the Hospital Insurance
Service.
Para. 16—Editorial Statement:
"We believe that it is the duty of the Government to tackle this problem honestly
and boldly: to deal squarely with the public and to meet their own obligations, assumed
by themselves, and so far not fulfilled."
Comment:
If any dis-interested person will make a careful study of this situation
I am confident t h a t they will agree t h a t the Government has tackled this
problem honestly and boldly; and t h a t it is dealing squarely with the
public and t h a t it is meeting all of its obligations.
The medical profession in British Columbia is very well represented
on the Hospital Advisory Council, which has been set u p to advise the
Minister of Health and Welfare on hospital matter. If the profession have
problems which they think should come to the attention of the Minister
they have a very excellent avenue of approach through this Council, or,
in fact, by direct representation, as has been done in many matters affecting the profession. The practise of writing editorials, based very largely
on incomplete and incorrect information, I think is to be deplored.
I propose to send a copy of this letter to the President of the Vancouver Medical Association and to the President of the B. C. Medical
Association.
Yours very truly,
(Signed) A. D. TURNBULL,
Minister of Health and Welfare.
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REPLY T O MINISTER'S LETTER—
January 30th, 1951.
The Honorable A. D. Turnbull,
Minister of Health and Welfare,
Parliament Buildings, Victoria, B.C.
Dear Sir:
In regard to your letter of January 5 th, 1951, regarding the editorial which
appeared in the November number of the Bulletin of the Vancouver Medical Associaton,
and which, in your expressed opinion is based upon incomplete and incorrect information—I should like if I may, to deal with some of the points you raise.
When I wrote this editorial I was endeavoring to express what I believe to be the
opinion of a very great majority of the practising medical profession, at least in Vancouver. It has been put in writing by the Vancouver Medical Association. I am quite
sure that in Vancouver at least, eighty per cent or more of the medical men in active
practice would bear out the truth of the statements I made. I am well aware that a
small percentage of the profession would disagree with what I said—but the bulk of
the profession feels as I do—that there is a serious, even grave shortage of hospital beds
—that it is rapidly becoming worse—that not enough has been done to forestall this
shortage—and that it is doubtful whether enough is being done now. What I said applies,
of course, chiefly to Vancouver and to a lesser degree perhaps, to centres such as Victoria
and New Westminster.
Outside the towns, the problem does not exist in as marked a form, but Vancouver
and its adjacent areas make up nearly half the population of the Province—and Vancouver is a centre to which seriously ill people come from all over. This constitutes an
extra tax on an already fully extended system.
May I take up the points you raise, one at a time.
Para. 1—Editorial Statement:
"The question of hospital accommodation for the sick of British Columbia, and
more especially of Vancouver, has rapidly become one of the most urgent and serious
of the problems confronting the people of this Province."
Comment:
The shortage of hospital accommodation in British Columbia is something which
dates back to the depression. The construction of hospitals has lagged for a great many
years and it is not correct to say that the situation has rapidly become urgent and
serious. Both Municipal and Provincial authorities have been well aware of this situation.
Answer:
U p to 1945 or thereabouts, while hospital beds were in insufficient
supply, the situation yet was not alarming. Following the war, there has
been a tremendous influx of people into British Columbia, especially Vancouver and Victoria. W e are told that the population of Greater V a n couver, Burnaby, N o r t h and West Vancouver, is nearly half a million.
Therefore, hospital accommodation is urgently necessary to meet this
influx. This g r o w t h has been rapid, and accordingly the problem has
rapidly become urgent, and to any of us w h o practise medicine, and to
anyone w h o needs a hospital bed and cannot get one, it is serious.
Let me tell y o u something of how things are in Vancouver at the
time of writing (January 1 7 t h ) .
Seven or eight of the wards in the Vancouver General Hospital have
extra beds—one has five extra beds, one has four, others have varying
numbers. The semi-private pavilion and private pavilion are full. I asked
a couple of days ago to book an operation for the private w a r d ( I first
asked about this ten days ago) I have been promised a bed a week from
n o w — « S u b j e c t to cancellation" (a phrase n o w appended to practically
every booking for elective surgery). I tried to get a patient into St. Paul's
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Hospital for surgery (elective). They won't even put the name down, and
inform me that until they catch up on all their cancellations, they are
doing no more bookings. Three operations booked there for today (January 17th) were cancelled—and this is very common. This cancellation of
operations already booked is done almost daily in all the major hospitals.
Para. 2—Editorial Statement:
"The population of Greater Vancouver has practically doubled in the past twenty
years. The number of hospital beds available has hardly risen at all in that time."
Comment:
Since 1948 the hospital construction picture in the Greater Vancouver area is as
follows:
Hospital beds completed since 1948
270
||*& Hospital beds under construction
Jgl: 347
Hospital beds definitely planned
714
TOTAL

i

1331

This does not include construction planned in the Fraser Valley, the North Vancouver
area, or chronic beds. The chronic situation is:
Provincial T.B. beds under construction...
264
Holy Family Hospital being designed
200
Preventorium being designed
;...
50
TOTAL

514

In addition, at least one other organization is prepared to construct up to 200 chronic
beds if the survey now under way indicates their need.
In the Province as a whole, since 1948 a total of 682 beds have come into operation;
491 more are under construction, and a further 932 are now being planned.
My statement was "The number of hospital beds available has hardly
risen at all in that time."
The 270 hospital beds completed since 1948 do not by any means
represent 270 additional beds—many of them are replacements. Ward X
in the Vancouver General Hospital was closed and Ward W and Ward R,
which held 4 0 - 5 0 women patients, is now a psychopathic ward, replacing
Ward X. Many of the beds in Wards S, T, F and others, have been converted into offices, post anaesthetic and special treatment rooms. One
should take all this into account when speaking of extra beds.
As regards 347 hospital beds under construction. This, too, does not
mean 347 additional hospital beds. The infants' Hospital on Haro Street
is to be closed, and some 48-50 infants, formerly treated there, are to be
placed in this n e w building on Tenth Avenue. This again is merely replacement. On your own statement, 20 more beds will be allotted to cancer
in this building. W e shall be very glad of the 7 1 4 beds projected, but
even then w e shall be far short of requirements. As I said elsewhere in
m y editorial, in the past t w e n t y years, the legitimate and essential use
of hospitals b y doctors, owing to modern developments in medical care,
has greatly increased, and the number of doctors has greatly increased
also. The completion of these beds will occupy several years—and by that
time the problem will again be acute, w i t h the natural growth in population.
Para. 4—Editorial Statements
"A hospital survey by James Hamilton and Association was made but beyond this
no steps were taken to meet the needs that then existed, nor does there seem to be any
plan to meet the logical and inevitable increase in these needs that was bound to follow."
Comment:
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Under the Hospital Insurance Act the Province of British Columbia assumed
responsibility for underwriting the cost of hospital operation, but it did not assume
responsibility for providing hospital facilities. The construction and operation of hospitals for acute dseases has always been the responsibility of the community in British
Columbia; that is, the Cities and Municipalities. They are not the responsibility of the
Provincial Government. To encourage hospital construction the Provincial Government
offers communities by far the most generous financial assistance given by any Province
of Canada. The community is expected to provide one-third of the capital cost, while
the Province provides one-third plus the difference between the remaining one-third
and the $1,000 per bed which is the Dominion Government share. At the present cost
of hospital construction the Province provides between $5,000 and $6,000 per bed,
whereas the community provides only about $3,300.
Answer:
You say that the Hospital Insurance A c t "does not assume responsibility for providing hospital facilities"—but, in one sense, it has done
exactly this. N o Municipality or Community may erect a hospital until it
has obtained the consent of the Hospital Insurance Act authorities. I
understand, as I said elsewhere in m y editorial, that certain bodies are
willing and anxious to provide extra beds, but are not allowed to do so.
This is, to me at least, certainly due to the fact that the Hospital Insurance
authorities have assumed responsibility for determining when, where, and
by whom, hospital facilities shall be provided.
The rest of this paragraph has never been questioned by me and is
not relevant to the discussion.
Para. 5—Editorial Statement:
"Lately a charge has been made that the average hospital days' stay has risen from
10 to 11 days. If this is all, then someone, and we believe it is the medical profession,
deserves considerable credit for the fact that it is no worse. Some years ago, under "free
enterprise" the average days' stay was 14 or more."
Comment:
The Hospital Insurance Service has been puzzled for some time by the fact that
the average days' stay in British Columbia is some 50% higher than it is in the United
States. For 1950 to June 30th, the average stay in British Columbia was 12.05 days,
whereas the Blue Cross Commission of the United States reports 7.53 for 1950 to
August 31st. In the Maritime Provinces the Maritime Hospital Service Association
reports on average length of stay of 8.77 for 1949.
Answer:
One reason for prolonged stay in hospital is that there is no provision
for convalescence outside of nursing homes which most often the patients
cannot afford. One cannot send home an old patient to a room where he
has nobody to bring him his meals, until he is able to fend for himself. The
provision of convalescent or nursing homes, would greatly help to mitigate
the shortage of hospital beds.
In any case, one w o u l d need to have a breakdown of the figures
presented—there cannot be such a wide divergence, unless some other
factor is present. As regards the Blue Cross, one factor here is the 30-day
limit per y e a r — b u t where there is such a great difference, I should like to
know w h a t provision is made for convalescents.
Para. 6—Editorial Statement:
"The Government finds itself in a position where the operations of the Act show
a deficit. Very naturally, two things follow: first, the authorities try to lay the responsibility on hospital administration, which they say is costing more than it should, and
they_ demand further economy."
Page 111

Comment:
The Hospital Insurance Service has made no attempt to lay the responsibility for
deficits experienced by the Service on hospital administration. The administration of
certain hospitals has not been as good as it should be and the Hospital Insurance Service
has offered advice to these hospitals. N o attempt has been made to blame the administration for the general rise in hospital costs which has followed the rise in cost of labour
and supplies.
The Hospital Insurance Service naturally encourages hospital administration to
reduce operating cost by better procedures and economics wherever possible.
Answer:
I regret that I seem to have misunderstood the press reports on this
subject. I accept unreservedly your explanation here.
Para, 8—Editorial Statement:
"As a profession, we urge early diagnosis and early treatment for cancer. Yet cases
diagnosed, and operable at the time of diagnosis are unable to obtain beds."
Comment:
I understand that the Vancouver General Hospital, by agreement with the Cancer
Institute, has allocated 20 beds in its new wing for the use of the Institute. This new
wing will be opened in a few months' time.
Answer;
This does not seem to me to meet the statements I made about the
serious shortage of beds for cancer cases. T w e n t y beds will help, but will
not be nearly enough. In any case, this reduces the number of hospital
beds for general practice by twenty. It does not mean t w e n t y new beds.
Para. 10—Editorial Statement:
"They must be nearly dead before they can get into the hospital, or in imminent
danger of death: and this is not good enough."
Comment:
There are a few people who complain bitterly about the inability to secure admission to hospital. From a wide discussion of this problem with hospital administrators
and many people, I am satisfied that the vast majority of emergency cases are admitted
promptly to hospital and that most elective conditions do not have long to wait. This
fact has been well borne out by the large numbers of empty beds in our hospitals during
the recent holiday period. Holidays usually result in empty beds in many hospitals of
the Province.
Answer:
It is here, Sir, that I take most vehement exceptions to your statements. You say "There are a few people." I cannot for one moment agree
w i t h this. You have evidently not consulted the rank and file of the profession. You cannot have talked to the admitting staffs. I would say that
daily there are scores of people, doctors and patients, w h o complain bitterly
about the inability to get beds.
I cannot understand how any person w h o has really been in touch
w i t h the facts, can say the things y o u say in this paragraph. It is true that
a real, very serious, emergency case can be squeezed in somehow—by putting u p extra beds—by cancelling operations for next day (this is done
daily) by some sort of manipulation. Even then, I have had a serious heart
case, badly needing oxygen, her husband ill, just out of hospital—and had
to wait five days to get her in—and others almost as serious as long or
longer—and m y experience is duplicated daily. As I said in paragraph 11
— " w h e n every bed is full, w h a t is the hospital to do?"
In no hospital in Vancouver, I think it is quite correct to say, can
any elective case be booked for surgery less than a week ahead—and then
only "subject to cancellation." In the great majority of elective bookings,
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two to three weeks is the average time given, and even then this is subject
to cancellation. A surgeon on the Staff of St. Paul's Hospital informs me
t h a t nine cases were cancelled on one day—this is, of course, rare, b u t
many times a week cases are cancelled.
As for elective cases. Let us take the case of a housewife, after she
has been given a time for admission for an elective operation—has made
all her domestic arrangements to take care of children, her husband and
so on—and is then told the day of admission that there is no bed this week?
Think what this means in worry, expense, etc., if this is repeated four
or five times? Yet I can tell you of many doctors who have had this happen and cancellations of elective operations are common. This is even more
serious perhaps when the wage earner of the family requires operation and
is repeatedly cancelled. I t brings complications with his employer and
means considerable loss.
I would suggest t h a t hospital administrators, and limited groups of
men interested particularly in one hospital, are not enough for you to
consult. I should like you to talk to the average medical man in Vancouver
and get his unvarnishd opinion. He is the one who really knows.
As regards holiday vacancies. In the first place this would only apply
for one week, and for other 51 weeks would show nothing remotely resembling a figure of 200 vacancies for the entire City, if we are to believe
the categorical statements of the admitting offices. During Christmas week,
people t r y to get home and parents t r y to hasten the coming home of their
children—operations etc., are postponed if this is at all possible; people do
all they can to keep away from doctors.
In the second place, your figure of 200 beds (I take it the Vancouver
General Hospital was in your mind) included infectious diseases hospital
beds, maternity, children's wards etc., and did not mean that 200 beds
were available for the ordinary r u n of admissions. In any case, they appear
to have ben all filled u p within a week after N e w Year's Day—so full that
Mayor Hume found 17 beds to accommodate 100 applicants. Would you
not call it a serious shortage of beds, when in a hospital like the Van-.
couver General Hospital, 100 per cent of capacity is reached practically
daily—when most of the large wards show extra beds constantly—when
to get in a woman patient with a fractured hip, a fourth bed must be
added to the three extra beds already filling the lane between beds—when
a surgon has to stand in line at eight A.M., and wait an hour if he is to get
one of the two or three beds that will be available (if no other emergency
case takes them) a week from the date t h a t it is promised—when a surgeon tells you that for weeks he has been trying to get in a woman with
a tumour in the breast which he thinks is cancer—and a man with cancer
of the stomach? Or when the Chief Medical Health Officer of the City of
Vacouver states that one of the reasons for the increase in active cases
of tuberculosis is the acute shortage of hospital beds?
We are told t h a t a hospital should not be filled over 75 % of its capacity in order that painting, cleaning, renovating, etc., may be carried out.
Nurse to patient ratio has suffered greatly of late. Twenty, even
fifteen years ago, the average ward contained acute, convalescent and mildly
ill patients. Today, practically every patient in a w a r d is acutely ill, or
he would not be there—and there is constant pressure t o evacuate him as
soon as he is safe to go home. The nurses have greatly increased work—
little or no breathing space—and modern nursing techniques are far more
extensive now.
One might bring u p the possible effect of an epidemic—of a major
disaster—but this is not a daily threat to hospital accommodation.
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Many patients w h o should have hospital accommodation—diabetes,
pneumonias, and so on—who would get better faster and more completely
w i t h hospital treatment, thus avoiding or lessening morbidity, loss of time
and money, and future invalidism, cannot, under present conditions, hope
to get hospital beds. Every doctor in practice will tell you this. One urologist, a member of the staff, tells me he has twenty-seven old patients
w h o need prostatectomy. Some of these he has been trying to get in since
last October. These men are all suffering acutely or they would not have
consulted him in the first place.
Many other conditions which should be hospitalized, coronary disease,
cerebral haemorrhage and so on, cannot be admitted for lack of room, yet
these people have all paid their hospital insurance.
Paragraph 14—Editorial Statement:
"Plans should take due cognizance of density of population, areas of transport to and
from hospital, medical staffs available, etc., Centralization should be avoided as far
possible."
Comment:
All of these factors were taken into consideration in the studies which were made
before James A. Hamilton brought out his report. In any large city complete decentralization is not possible without impairing the service to the public. We have been advised
to plan our hospitals for peace and not for war, and are proceeding along these lines.
The Hospital Insurance Service has been willing to co-operate with any organization toward the construction of hospital beds. At the present moment I know of no
existing hospital or other body willing to construct more acute beds and able to arrange
financing of one-third of the cost, which is not receiving the utmost co-operation from
the Hospital Insurance Service.
Answer:
In your comment, you say "complete decentralization is not possible
without impairing the service of the public." I do not ask for complete
decentralization. I understand that a certain degree of this, for teaching
purposes, for advanced surgery and the like is necessary, but if I read
aright, current comments on the experience of other cities, a certain degree
of decentralization is more and more coming into vogue. A t present the
Vancouver General Hospital, to take one example, is in the centre of a
circle with a radius in various directions of from five to seven miles.
Many serious accidents, grave medical cases etc., must be moved this distance. Friends, relatives have these long distances t o go to visit the patient.
All doctors, no matter where their practice is, must waste much time and
labour coming to this one centre. Smaller perimeter-located hospitals,
would take a great deal of this work and handle it more cheaply and quite
as effectively.
You speak of building for peace and not for war. I do not see w h y
building for peace conditions should imply that a high degree of centralization is either necessary or advisable—and a great many authorities on the
subject, I believe, question the advisability of very large hospitals. Certainly w e have had objections from both General Worthington and Air
Vice-Marshal Heakes against the enlargement of the Vancouver General
Hospital and I do not think these objections should be ignored. Even for
peace conditions, this tendency towards complete centralization is, in m y
opinion, and that of a great many people, to be deplored.
In conclusion, may I say that it is the generally accepted opinion
amongst the medical profession, as it is mine, that you, as Minister of
Health, are truly anxious to do the best thing for the health of the community at all times. What I said was in no sense intended as an attack on
y o u or your administration—it was meant constructively. I do not feel
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like retracting what I said, nor do I admit that it w a s based on incomplete or incorrect information—and I k n o w there are very many who
think as I do. I would, if I may do so without presumption, urge that
y o u make an opportunity to meet, formally or informally, those w h o think
as I have said they do—practising medical men—that y o u make a close
study of the statements I have made, check them as fully as you like, and
I am sure that y o u will agree that w e have much on our side. I k n o w
that everything cannot be put right in a hurry, b u t I think, and many
others think as I do, that this is a very serious situation which is not being
adequately met.
I am inserting your letter in the Bulletin w i t h a copy of this reply.
Yours very truly,
;

Si

J. H . MacDERMOT, M.D.,
Editor "The Bulletin".

CANADIAN RED CROSS BLOOD TRANSFUSION SERVICE
British Columbia Depot
January 31, 1951.
Dr. Lynn Gunn, Executive Secretary,
College of Physicians and Surgeons of British Columbia,
435 West Broadway,
Vancouver, B. C.
Dear Dr. Gunn:
The purpose of this letter is to place before the medical profession in this province
an outline of the policy of the Canadian Red Cross Blood Transfusion Service with
regard to physician's fees for the administration of whole blood or of dried plasma
supplied to hospitals by this Service.
The standard contract between the Society and the hospitals of this province
requires that no service charges whatsoever shall be made to any person for a transfusion
with the products supplied by the Society. Nor shall any charge be made if the transfusion is administered by persons in the employ of the hospital such as internes, nurses,
or technicians.
§0$
There is nothing in the hospital which forbids collection of fees by the individual
physician. The Canadian Red Cross Society has no desire to interfere in any way with
either the practice of medicine or with the prerogative of the physician in this regard.
It would be appreciated, however, that if an account is submitted, it be made clear
that the charge connected with the transfusion is for the physician's services of diagnosis
and treatment and that it is not for whole blood or plasma or for the use of Red Cross
equipment in any form. It is important that the public mind does not connect such a
charge with the free services which we have to offer.
I wish to thank at this time the profession for their support during the first four
years of this Service's operation in B. C. which I trust will be maintained in the years
to come.
Yours sincerely,
B. P. L. Moore, M.B.,
Provincial Medical Director.
faS-
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I
Hours:
Monday, Wednesday and Friday.
Tuesday and Thursday
Saturday

9:00 a.m. - 9:30 p.m.
9:00 a.m. - 5:00 p.m.
9:00 a.m. - 1:00 p.m.

Recnt Accessions
American Therapeutic Society, Transactions, vol. 48, 1947-1948.
Cullen, S. C , Anesthesia in General Practice, 2nd Edition, 1948.
Evans, F. T., Modern Practice in Anesthesia, 1949. | f p
Gray, K. G., The Law and the Practice of Medicine (in Canada), 1947.
Gross, R. E., Surgical Treatment for Abnormalities of the Heart and Great Vessels,
1950.
Henderson , D. and Gillespie, the late R. D., A Text-book of Psychiatry for Students
and Practitioners, 7th edition, 1950.
Hurst, Sir Arthur^—A Twentieth Century Physician, 1949 (Nicholson Collection).
Snyder, F. F., Obstetric Analgesia and Anesthesia, 1949.
Canadian Medical Association Journal Sir William Osier Memorial Number, July, 1920.
A bound collection of copies of letters sent to "Sister Gallop" (Mrs. Taylor) from Osier.
Two snaps—one of Sir William and the superintendent of the Acland Memorial Hospital,
Oxford, and the other of Osier as a patient while in bed taken at Oxford in 1918
and only one of three in existence.
A framed autographed photograph of Sir William and another larger framed picture.
The Library already possesses several photographs of, and signed letters from Sir
William Osier including the letter which accompanied Sir William's donation at the
time the Library was formed.
The Committee feels that collections of this character add greatly to the value
and atmosphere of such a Library as ours and are sure that the members of the Association join with the Executive in thanking Mrs. Taylor for her very generous gesture.

OSLERIANA
The Library Committe has been very fortunate in receiving recently a very valuable and interesting collection of photographs, letters and books pertaining to the
late Sir William Osier. This material was obtained through the good offices of Dr. Neil
M. McNeill who, by happy circumstance, became acquainted with Mrs. A. M. Taylor,
presntly residing in Vancouver. Mrs. Taylor at one time was associated with Dr. Osier
during his residence at Oxford and at times acted as his personal nurse. On account of
this friendship and association, Mrs. Taylor acquired various items relating to Sir William Osier which she brought to Dr. McNeill's attention. On learning of the new
library quarters in the Academy building, which is shortly to become our new home,
she very kindly offered her collection to the Library Committee. The Committee was
very happy to accept this most valuable and interesting gift and hopes to set aside a
special niche in the new library for these items. The collection consists of the following:
A personally autographed copy of "Aequanimitas"
Man's Redemption of Man
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Counsels and Ideals
Science and Immortality
A Way of Life (written in by Osier himself)
The Great Physician by E. G. Reid .
Sir William Osier—brief tributes to his personality, influence and public service,
reprinted from the Bulletin of the Johns Hopkins Hospital, July, 1919
Grace Revere Osier by A. Muirhead, 1931 (privately printed).

REPORT RE VARIOUS MONIES HELD BY THE
VANCOUVER MEDICAL ASSOCIATION
By BOARD O F TRUSTEES
GENERAL SAVINGS F U N D
This fiuid has been built up through yearly surplus from the General Savings
Account and accrued interest from bonds purchased from time to time. At present
the following bonds are held:
Cost
Par Value
895.08
City of North Vancouver 2 % %
$ 1,000.00
407.83
City of Vancouver 5 %
500.00
3,990.00
Canadian National Railway 3 %
4,000.00
1,065.00
Greater Vancouver Water Department 4 %
1,000.00
10,017.50
10,000.00
Dominion of Canada 3 % .
TOTAL I p g S
Cash and Savings Account balance as at March 31st, 1950

$ 16,375.41
$ 1,060.39

NICHOLSON F U N D
Also held in the G E N E R A L SAVINGS F U N D is the money donated by the late Dr.
F. J. Nicholson during his lifetime and which amounted in all to $750.00. This money
was donated for the specific purpose of purchasing books written by doctors or about
doctors and being non-scientific in nature. The collection is known as the N I C H O L S O N
COLLECTION. The Library Committee is responsible for the administration of this
Fund and a running account is kept of the amount expended on books falling into this
classification. A t present the Nicholson Collection consists of approximately 160 volumes
and the money still remaining of the original donation as at March 31st, 1950, is $210.00.
HISTORICAL A N D ULTRA-SCIENTIFIC F U N D
The Historical and Ultra-scientific Fund was established from proceeds of the
Canadian Medical Association Meeting held in Vancouver in 1920. The original investment in Victory Bonds totalled $1,257.61 plus a $100.00 C.M.A. bond, which bond
was redeemed in November, 1923 and the money placed in the savings of the fund.
Interest only may be spent in the purchase of books of an ultra-scientific nature following a resolution of the Executive Committee passed on April 2nd, 1922. Subscriptions
and bindings of the Journals "Science" and the "History of Medicine" are also charged
to the funds' savings.
Bonds now held:
Par Value
$ 2,000.00
500.00

Dominion of Canada 3 %
Municipality of Burnaby 354%—1
TOTAL
Savings account as at March 31st, 1950
1

,-

f

Cost
$ 2,004.38
475.00
$ 2,479.38
—$ 557.16
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Recently the sum of $200.00 was donated to the Library of the Association by
Dr. W. B. McKechnie of Armstrong, B.C., and the sum of $100.00 was donated by
the C. S. Williams Clinic of Trail, B.C. These monies have been placed in the Historical
and Ultra-scientific Fund.
STEPHEN MEMORIAL F U N D |
The sum of $100.00 was set aside from the General Savings of the Association
for the purchase of books on Tuberculosis. This fund named the S T E P H E N MEMORIAL
F U N D was established in memory of Dr. William Stephen, founder of the Library.
Bonds held:
p?J|
Dominiorf of Canada 3%—$100.00 (interest from this bond only is used for the purchase of books on Tuberculosis and allows for only one or two a year.)
Savings as at March 31st, 1950—$9.08.
J O H N MAWER PEARSON MEMORIAL LECTURE F U N D
Subscriptions from members of the Vancouver Merical Association, donations from
friends and relatives of Dr. Pearson, and a grant from the Association itself, established
the J O H N MAWER PEARSON MEMORIAL LECTURE F U N D in memory of Dr. Pearson. It
was intended that the earnings from the investments were to be used for the purpose
of holding a memorial lecture whenever funds permitted. To date only one Memorial
Lecture has been held on December 7th, 1948, at which time $500.00 was withdrawn
from this account to cover costs.
The following bonds are at present held in the Fund:
Municipality of Richmond 5 %
City of Vancouver 5 % bond
Dominion of Canada 3 %

Savings as at March 31st, 1950

Par Value
$ 1,000.00
500.00
2,050.00

I

TOTAL BONDS - ~
I

I

Cost
$ 1,042.50
572.50
1,938.75
$3,553.75
$ 979.65

BENEVOLENT E N D O W M E N T F U N D
The nucleus of the Benevolent Endowment Fund was a donation from Dr. Thomas
F. Saunders of $300.00 and one from Dr. J. A. Gillespie of $200.00. The earnings from
this fund were at first placed in the Sickness and Benevolent Fund Savings Account,
but in 1948 the Sickness and Benevolent Fund was turned over (by a motion passed at
the General meeting, January 6th, 1948) to the British Columbia Medical Association
Benevolent Fund. As neither Dr. Saunders nor Dr. Gillespie specified any particular use
for these donations, a motion was passed at the General meeting held on November 2nd,
1948, to the effect that the Benevolent Fund and the Pearson Memorial Lecture Fund
be amalgamated under the name of the Pearson Memorial Lecture Fund, thus abolishing
the Benevolent Endowment Fund altogether.
,

MEDICAL BALL
The Medical Undergraduate Society at the University, at present composed of the
sixty students enrolled in the first year of the medical course, is planning the inaugural
Medical Ball for Saturday, March 10th. It will be held in the Ballroom of the Hotel
Vancouver. Dinner will be served at 7:30 p.m. and dancing will proceed from 9:00 p.m.
to midnight.
Mr. O. Kringhaug, 1648 West 12th Avenue, is in charge of ticket sales. Tickets
will cost $9.50 per couple, and the proceeds of the Ball will be in aid of establishing
much-needed student bursaries in the Faculty of Medicine. $J|g
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DIAGNOSTIC CRITERIA OF RHEUMATOID ARTHRITIS
AND SPONDYLITIS
By A. W. BAGNALL, M.D.
RHEUMATOID ARTHRITIS
Rarely should rheumatoid arthritis be diagnosed in the absence of joint swelling and
elevation of sedimentation rate. (Westergren method is simple—over 15m.m./hr. for
men and over 20m.m./hr. for women is significant.) Swelling of one leg joint in a
woman or one arm joint in a man, even with an elevation of sedimentation rate, should
stimulate an even more complete investigation to rule out a specific "infective" form
of arthritis, e.g., post-gonorrheal, T.B., gout. Rheumatoid arthritis is a diagnosis of
exclusion since there is no specific test. In a relatively acute case, Kahn and Brucella
agglutination tests should always be done. If only one joint is swollen, aspiration and
culture for T.B. and pathogenic cocci, aerobic and anaerobic, should also precede
diagnosis of rheumatoid, arthritis.
Probably the commonest lesion accused wrongly of being rheumatoid arthritis
is reflex sympathetic dystrophy of the arm. Pain and limitation of movement of the
shoulder, with a normal elbow and diffuse swelling of the hand and fingers, with a
normal sedimentation rate, in absence of objective changes in other joints, is "shoulderhand syndrome" till proven otherwise. Most such cases respond to stellate block and it
should certainly be tried before gold. Because a fertile soil of -excessive apprehension is
necessary for development of both the "shoulder-hand syndrome" and rheumatoid
arthritis, and because rheumatoid arthritis itself can act as the necessary insulting agent
(in the same way as trauma) to an upper limb, producing R.S.D. (reflex sympathetic
dystrophy), a proportion of cases of rheumatoid arthritis present as R.S.D. later
prove to be a combination with Rheumatoid Arthritis. In most of these, anemia and
elevation of the sedimentation rate provide the clue that the disorder is complex and that
rheumatoid arthritis is part of the picture.
Saturation dosage with salicylates (that dose tolerated, up to 1 grain per pound
ot body weight per diem) serves only to lessen the discomfort of rheumatoid arthritis
but usually dramatically improves rheumatic fever. Similarly, colchicine (in a dosage
of grains 1/100-1/64, 2-4 times daily as tolerated) abolishes the discomfort of acute
gout and episodic (atypical) rheumatism but will not affect classical rheumatoid
arthritis, peripheral arthritis accompanying Marie-Struempell spondylitis, gonococcal or
other specific infective arthritides.
The greater the number of joints persistently swollen and the more symmetrical
the involvements, particularly with a high sedimentation rate and anemia, the greater
the likelihood of rheumatoid arthritis.
Fusiform swelling of metacarpophalangeal or of proximal interphalangeal joints of
the hand alone is apt to be rheumatoid arthritis. Swelling of distal interphalangeal
joints alone is apt to be (a) Heberden's nodes (in which heredity and trauma are the
chief factors and no other arthritis need be associated^ or, (b) if there is "pitting"
of the nails and a bluish discolouration of the skin of the digit, psoriatic arthritis.
Cystic bony degeneration and marginal bony proliferation with joint narrowing are
characteristic of Heberden's; similar changes with "tufting" of the terminal phalanx
indicates psoriatic arthritis. Painful swelling of the elbow joint with synovial proliferation and limitation of extension occurs almost exclusively in rheumatoid arthritis,
but painful acute swelling of the olecranon bursa alone indicates gout or acute trauma
to the elbow, often occupational, as in miners.
Large, relatively painless, persistent subcutaneous nodules on the dorsal aspect of
the ulna, just below the elbow are largely diagnostic of rheumatoid arthritis. Biopsy
will distinguish from gout. Transient (a few days to a couple of weeks) subcutaneous
painless nodules on hands, knees or other surfaces exposed to pressure and trauma
suggest rheumatic fever. The biopsy picture in this instance is that of the rheumatoid
Page 119

nodule in miniature. Where there is question, salicylates will not cause nodules of
fheumatoid arthritis to subside.
Rheumatoid nodules are found usually in the more severe cases of rheumatoid
arthritis, but are never found in Marie-Struempell spondylitis even with much peripheral
joint involvement. They therefore constitute one of the prime indications for chrysotherapy when clinical evidence of rheumatoid activity is present.
One-third of all cases of Marie-Strumpell (Rheumatoid) Spondylitis (M.S.S.)
show swelling of one or more peripheral joints which may closely resemble classical
rheumatoid arthritis and may precede evidence of spondylitis by months or years.
While the appearance of the peripheral joint swelling is very similar, there is much
difference in prognosis for the peripheral joints in these two disorders as follows:
(1) Whereas cartilage damage by pannus invasion is commonly severe if rheumatoid
swelling persists it is minimal in M.S.S.
( 2 ) M.S.S., being just as much a disease of inter-articular soft tissues as of joints,
there is a greater tendency for flexion contracture of soft tissue adjacent to
the knee and/or hip to limit the function of these joints than inherent damage
to these joints themselves.
,(3) Deep X-ray therapy is of more value in peripheral joints of M.S.S. than in
classical R.A.
(4) Persistent ambulation with swollen weight-bearing joints in M.S.S. is less
likely to lead to destruction of joints than in R.A.
(5) Disability in M.S.S. is more apt to occur by reason of (preventable) soft-tissue
flexion contracture than by cartilage damage of R.A.
Other points of difference, making differentiation of M.S.S. from R.A. obligatory,
are:

(1) While all rheumatoid patients should be carefully examined for evidences of
heart disease of the type usually considered to be due to rheumatic fever, the
incidence is greater in M.S.S.
(2) The response to chrysotherapy is infinitely better in R.A.
(3) The response to deep X-ray therapy, particularly of the spine, is very significantly better in M.S.S.
(4) M.S.S. is 10-20 times more common in the male, whereas classical R.A. is
2-3 times as common in the female.
^M
(5) Subcutaneous (painless) nodules are unknown in M.S.S.
(6) Involvement of temporomandibular, sternoclavicular and particularly manubriosternal joints, point strongly to M.S.S.
(7) Restriction of movement of the thoracic cage, with evanescent or persistently
annoying chest-wall pain: tenderness on manipulation of floating ribs, on rectal
palpation of trans-sciatic ligaments, or on pressure over one or both ischial
bursa; bilateral restriction of straight leg-raising by posterior thigh pain:
unilateral, bilateral or alternating sciatic pain with elevation of sedimentation
rate in absence of neurological abnormalities—all these are pathognomonic of
M.S.S. and rarely found in R.A. or any other disease.
(8) Pain and destruction of cartilage of hip joints is common in M.S.S., rare in
R.A. (but does occur).
(9) Sclerosis of bony surfaces adjacent to sacroiliac joint, with or without cartilage
destruction, occurs in at least 9 0 % of M.S.S. when the diagnosis is first entertained and rarely in any other disease. Tuberculosis is an uncommon cause of
confusion; in the early stages there may be great resemblance by reason of bony
sclerosis and cartilage erosion but, within a few weeks or months in T.B. there
is considerable widening of the joint space from liquefaction.
N.B.—Of all investigative procedures, the sedimentation rate and simple anteroposterior film of the lumbosacral spine are most apt to be of value in differentiating
M.S.S. from other rheumatic pains in adult males of 20-40 years of age. Rarely is the
sacroiliac joint normal by x-ray even when lumbar symptoms are absent in the history.
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Lumbar epiphyseal joint erosion is probably the second earliest x-ray change;
however, it is never found in the absence of restricted lumbar movement by clinical
examination.
Symptoms of gluteal, sciatic or lumbar pain are not infrequently present, with no
limitation of spinal movement, with sacroiliac sclerosis on x-ray with, or without elevation
of the sedimentation rate as the only evidence of M.S.S. for months or years before
classical signs appear. Many cases of M.S.S. are mild for all time and never achieve the
classical picture of the bamboo spine—in fact, there are probably 10 cases without
complete intervertebral ligamentous calcification for every one that reaches this easy
criterion of lazy diagnosis.
N o t a few cases of M.S.S. present as problems in chest-wall pain. In the young
male, with "episodic pleurisy" or "intercostal neuralgia" and an elevated sedimentation
rate, M.S.S. vies with T.B. as the likely diagnosis. Spinal movements should be checked
m the nude and x-rays of sacroiliac joints are important particularly if the chest x-ray
is negative. Many a case of M.S.S. has been missed for years because the complaints are
chiefly thoracic. Most cases of M.S.S. in service personnel were labelled as malingerers
for years before the diagnosis was made. Abdominal pain, due to affection of soft tissues
of the abdominal wall, is an even more confusing, albeit uncommon, occurrence in
M.S.S.
Because, in the early phases, peri-articular fibrosis of the apophyseal joints is the
limiting factor in spinal movement, and because it is rarely impossible in the more
acute phases to stretch the contracting peri-articular fibrocytes, the earlier the diagnosis
is made, the better the prognosis for mobility.
In general* M.S.S. differs from R.A. in its proclivity to affect patients who are
emotionally relatively stable. Cervical pain and muscle spasm in the absence of (a)
flagrant degenerative changes on x-ray and (b) definite signs of nerve root compression
should be suspected as M.S.S. However, the commonest cause of obscure cervicc—brachial
pain is increased sympathetic neurovascular tone: the sedimentation rate serves, if elevated, to give a high index of suspicion that M.S.S. is responsible.
Without sacroiliac sclerosis (present in 9 0 % when first considered) and an elevated
sedimentation rate (present in 8 0 % when first considered), the diagnosis of M.S.S. is
dangerous.
Alternating sciatica is more apt to be due to M.S.S. than a disc lesion. Either M.S.S.
or R.A. may occur in either sex at any age.
Back pain and muscle spasm, strongly reminiscent of M.S.S., but very localized,
should first be considered due to caries of the spine (tuberculous or suppurative) since
this condition is also accompanied by an elevated sedimentation rate. One narrowed
disc, following on to liquefactive necrosis of one of the adjacent vertebrae, is characteristic of T.B. if it occurs over a period of many months—this process, if more rapid is
apt to be due to one of the pathogenic cocci. When the sedimentation rate is elevated
and there is no history of past significant injury, a narrowed disc should be blamed on
an infective lesion, not on M.S.S.; however, a narrowed disc following trauma may well
occur prior to the onset of M.S.S.
In a small proportion (about 5 % of cases) of M.S.S., the sedimentation rate is
normal in the presence of mild clinical activity. By contrast in long-standing cases of
both M.S.S. and R.A., clinical activity may be so minimal as to be compatible with
moderately active wage-earning existence and yet the sedimentation rate is high (25-100
m.m./hr.) Westergen).
In that small group of rheumatoid disease in which there is concomitant mitral stenosis
or aortic regurgitation and an elevated sedimentation rate, the problems of management
however are infinite.
Because x-ray changes are frequently far behind apophyseal peri-articular fibrosis,
any case in which there is valid restriction of movement of any portion of the spine
without sufficient x-ray changes to account for this restriction should be considered
to be M.S.S. until proven otherwise. Elevation of the sedimentation rate greatly increases
the index of suspicion.
Page 121

THE IMPORTANCE TO THE INTERNES OF A SYSTEMATIC
I R O U T I N E IN OPHTHALMOSCOPIC EXAMINATION
This recommendation is just as important to the ophthalmologist as to the man
in general practice. The average, well-trained ones do not need it, but there are quite
a few who are either not well trained, or are even careless or slipshod in their reports.
N o one in modern day medical science questions the value of opthalmoscopic
examination as an aid to both diagnosis and prognosis. Without a report on the condition
of the fundus the diagnosis of many medical and neurological conditions are most
diffcult; and a few are made possible by examination of the fundus alone. If this is
true, how can so many of our internists and neurologists be satisfied with reports received
from the average ophthalmologist? I am sorry to admit that it has been not at all unusual
for me to find the reports of many of my specialist friends incomplete and unsatisfactory.
In fact, I fear that suchLreports are in the majority. I feel very keenly about this matter,
and the message that I wish to bring to you now is to impress upon your minds the
necessity for thorough, systematic detail in the reports of fundus examination.
You would not dream of putting down on your record that the examination of
the patient's heart was negative; or that the abdomen was normal; but you record, in
detail, the heart sounds, its outline under percussion in its relation to the sternum and
ribs, etc. You note the liver and spleen dullness area and also the results of palpation
as to how far is the extent. The skin marks, position and character of the umbilicus;
presence of scars on the skin; in fact, anything which may possibly be of some importance,
not only relating to the present condition, but which might possibly have some bearing
on future disease or injury.
|pl
Why then, should one be satisfied with the simple statement of the ophthalmoscopist
that the fundus is normal, or that this fundus reveals an optic nerve atrophy, or another
choked disc, etc.? You would severely criticize your interne for making a report on
the history sheet "neurological negative," or "abdomen negative." Do not accept then,
a similar ophthalmoscopic report, as it may lead to future trouble. I have seen cases
of encephalitis where there would be a slight blurring of the disc in a certain area on
one day, not to be seen on the next; only to reappear a few days later. In fact, this is
an important sign in making the diagnosis. I have had occasion to have the importance
of this point brought home to me most forcibly, when one of my confreres phoned
me very excitably, that his child was ill in the Children's Hospital requesting that I
make a fundus examination. The boy had a laryngeal abscess, with high fever and the
father was apprehensive about meningitis; especially since he had examined the fundus
himself and found unusually dilated veins. Fortunately, I recalled having made a.^
notation quite a while before in making a routine fundus examination when brought
in for refraction, that the veins in this case were unusually tortuous, but neither dark
nor enlarged. I read this notation from my record which greatly relieved the distressed
parent. The child recovered in a few days.
I believe that the systematic routine should include the following:
First—Media. If a clear and unobstructed view is obtained it should be so noted.
This can be done with the electric ophthalmoscope, but is best accomplished by throwing
the light in the eye reflected from a concave mirror with a strong, frosted globe in the
back of the patient's head as the source of light. In fact, details of the fundus can be
seen by the indirect method which one is unable to see with the direct. I have seen a
neurologist make a diagnosis of optic neuritis because the optic disc looked red and hazy.
He had not had the foresight nor training to Have observed that there was a small
opacity in the center.of the lens which caused this appearance, just as the sun appears
red through the morning haze or the outline of the moon appears hazy when there is
moisture in the atmosphere.
If an obstruction appears in the refractive media, it should be so recorded. Had
he used the indirect method of examination, he would have been able to see the normal
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disc clearly and distinctly by getting a prism effect with his focussing lens, enabling
him to see around the lens opacity. This can also be accomplished in corneal opacities
if they are not too dense.
After recording the condition of the media, the disc should be described in detail.
I can recall how indelibly this was impressed on me when I visited the clinic of Prof.
Hirschberg, in Berlin and was given my first patient to examine ophthalmoscopically.
I started to tell him about the condition of the veins and arteries, for which he immediately admonished me, stating that was typical of beginners, who always began talking
about the vessels instead of first describing the appearance of the disc first, which is of
primary importance.
The disc should be described in detail as to color, size, outline, excavation, immediate
surroundings such as a scleral or choroidal ring or physiological pigment. The color of
the disc may vary in individuals, as well as in the same individual observed at different
times. A hyperopic disc is usually redder than that of an emmetrope or myope and this
should be borne in mind. Also, that the temporal half may have less color than the
nasal half. When however, one observes the nasal half to be paler than the temporal
he may state positively that the condition is pathological.
This also holds good for the disc outline. It is not unusual to see a slight obscuration
of the nasal disc margin, or even the superior or inferior margins in the normal eye.
The temporal margin is never more obscure than the nasal in a normal eye.
In describing the excavation there are several things of importance to note. The
position character and size of the edges; whether they be undermined or sloping. If the
cup is undermined, we wish to know whether the vessels follow the walls of the
excavation, or whether they perforate; for the latter must necessarily always be a
congenital defect, whereas the former is acquired. It is also necessary to describe the
presence or absence of the lamina cribrosa as it may have an important bearing as to
whether an atrophy is primary or secondary. If we see a disc which is pale, with
obscuration of the lamina covered by connective tissue and with disturbance of the
choroidal pigment surrounding it, it points to a previous inflammatory condition of
the nerve; whereas, if the nerve head is white and sharply outlined, with the lamina
unusually distinct and no unusual disturbance of the surrounding pigment, it precludes
the possibility of any great amount of previous inflammatory process, since the exudate
would tend to obscure the outlines of these delicate little openings; hence the atrophy
must be primary. The presence of pigment deposits must be noted, even though physiological; and also their extent.
Suppose that one examined a fundus and observed that there was blurring of the
disc margin without recording the location and extent. How can he, or anyone following
him, hope to determine whether the case is progressing favorably or otherwise? In
doubtful cases if this is not neglected, it may be of great help in succeeding examinations
in arriving at a diagnosis or in making a progn6sis.
The amount of swelling of the nerve head is not of especial importance except
in the fact of its increasing or decreasing. You are probably aware of the fact that
the difference on the two sides in the amount of swelling is of no import, since it is
the result of greater or less intraocular tension in the one eye or the other; the one
having the lower tension revealing the greater swelling.
Regarding the lesions seen in the fundus, one should first describe those seen in
the macula and disc; and then those in the periphery. In order not to miss any active,
or inactive process, it is best to start at the disc and follow each vessel and its branches
from there out to the periphery. Take each one of the four in turn, as hemorrhages and
exudates are always found along the paths of the vessels. It is not sugcient to note
that there are hemorrhages or exudates, but to know the location, size, shape, depth
and character and number, so that we may determine by subsequent examinations
whether the process is advancing or receding. This is particularly important in suspected
tuberculous lesions of the retina or choroid. Tuberculin cannot be given in the large
doses for diagnostic purposes for eye conditions as it is in general practice, for if the
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patient happens to be sensitive to tuberculin there can be such a flareup as to destroy
the sight. One must never start with a dose of more than 1/100000 of a mg. and then
gradually increase, providing there has been no reaction, to the dose of tolerance. Allen
Wood maintains that non-reaction to even a very large does does not necessarily mean
that the lesion is not tuberculous, but merely that he is not sensitive to it.At the U.S.
Naval Hospital in San Diego, we seem to be getting very satisfactory results from the
treatment with streptomycin and promizole.
The appearance of the retinal vessels may tell us much. We should abserve their
size, color and contour. The normal average relation of the vein to artery is as three
to two. It is fairly constant. Sometimes the superior vein or inferior vein branches out
into the temporal or nasal same distance from the disc, while, on the contrary, the
artery branches off immediately. One may easily see how a false impression may be
made of the relative size, if this is not considered. One finds very little variation in
the relative size of the arteries and veins in the normal fundus. On the other hand,
variations in the contour are not infrequent. One may notice pronounced varicosity of
the veins in one or both eyes which may have very little significance. If, however, it
is accompanied by enlargement or change of color, that difference is pathological.
One cannot deliberate too carefully in estimating the color of a vein, because
engorgement due to obstruction is always accompanied by tortuosity plus a darkened
shade. In arteriosclerosis one looks for change in luminosity, central light, reflex, caliber,
irregularity, as well as irregularities of an individual artery in caliber. Also, for compression of the vein where crossed by an artery. We must also carefully record the
character, size, shape, depth and number and location of the various lesions. Pulsation
of an artery may or may not be abnormal. Pulsation of a vein over the disc is normal,
but not away from it.
It is incumbent on the ophthalmologist, after recording his findings to summarize
them, offer an impression as to their meaning or a diagnosis; and, if he feels that his
conclusions justify it, to make a recommendation.
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THE CARE OF CHILDREN'S EYES
By MEYER WIENER, M.D., Emeritus Professor Clmcial
Ophthalmology,
Washington University Sch. of Med., St. Louis.
The care of children's eyes begins before the child is born. In fact, before the
child is even conceived, for there are certain inheritable eye diseases where we advise the
parents not to have children, as there is a strong probability that the child will either
inherit, or have the tendency to develop the eye defect. These include hereditary
cataract, familial buphthalmos, which are present at birth; and some of the hereditary
abiotrophies—retinitis pigmentosa and familial macular degeneration, etc., which appear
only in adult life. This also includes the incidence of cataract associated with ear, heart
and other defects in children whose mothers contracted rubella during the first eight
weeks of pregnancy. In this latter condition, termination of pregnancy should be
advised. Leber's optic nerve atrophy does not appear until the second period of life.
It has been found that premature babies who weigh less than three pounds at birth
are prone to develop retrolental fibroplasia. Owens and Owens believe that it is due
to lack of vitamin E. They found that of 50 premature babies treated with vitamin E
only one developed retrolental fibroplasia; whereas of 50 controls who did not receive
supplements of d / alpha tocopheryl, 17 developed retrolental firboplasia. The average
serum level in the unsupplemented group of premature infants was 0.25 mg. per cent.
On a dosage of 50 mg. of d/ alpha tocopheryl acetate every 8 hours, the average serum
tocopheryl level rose to 4.12 mg. per cent.
Since the eyes of these babies appear normal at birth, it behooves the practitioner
who presides over their birth to call in an eye specialist to watch them during the period
during which the condition may develop.
I need not discuss with you the precautions that should be taken with the mother,
but you all know the importance of immediately instilling a solution of nitrate of silver
into the eyes of the newborn; and be sure that the solution is fresh. In former years
gonorrheal ophthalmia was much more serious than now, since we have the antibiotics
at our disposal. Not every case of discharge of pus from an infant's eyes is due to the
gonococcus. There is an acute diplococcus infection which is gram positive and
responds readily to treatment.
Again, sometimes the discharge is due to infection of the tear-sac. The newly born
infant cries but does not shed tears. In the development of the tear drainage apparatus,
the sac is left wi'th a plug of dead epithelial cells which does not always absorb or
drain into the nose. If left alone, they will, or may, become the source of infection
and produce pus. When there is discharge, always squeeze the sac and try to expel the
contents and keep this up until there is no more discharge.
The family doctor is often called in to determine whether a baby can see. While
the newly born infant does not immediately observe and may not follow a light, it is
easy to tell if he is blind, for even if the tiny pupil fails to respond to light or the
response be uncertain, when strong light is thrown into the eye suddenly and the seeing
elements are not seriously involved, the lids will blink.
Again, parents are often concerned because the baby's eyes seem to cross at times.
They do, because while the vertical conjugate movements are present at birth, the lateral
are not fully developed for several months. However, if the "cross" seems to be regular
and persistent, then a defect is indicated. How soon should this be attended to? By
the time the child is two years old, because when over-accommodation is relieved with
glasses, the coordinating convergence is also lessened. Just because examination of the
infant reveals that it is hyperopic does not necessarily mean that glasses will be a
permanent thing; for all newly born infants are born hyperopic, as we shall discuss later.
Examination of the infant's eyes are not so easily made as in the adult, for when
we try to separate the lids they invert and the cornea cannot be seen. An excellent means
of inspecting them is through the use of thin hairpins bent back as retractors. They
take up less room than the ordinary lid retractors and can be thrown away when they
have served their purpose. Medicine can be easily instilled in the eye of a struggling
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child by dropping it in the inner corner, then gently separating the lids and letting it
roll in.
Congenital glaucoma usually presents a cloudy, or steamy cornea with always a
feeling of hardness on pressing, or palpating the globe with the finger tips. Even the
least suspicion of opacity of the cornea means something seriously wrong with the
newly born or infant's eye, and the ophthalmologist should be called in immediately;
for should it be congenital glaucoma, early care means saving the sight, whereas delay
means blindness. If we wait until the cornea has become large, the chances of saving
the sight are small.
A cloudy cornea immediately following birth is usually the result of rupture of
Decemet's membrane and generally is seen in forceps delivery or long labor, but not
necessarily so. It is almost always monocular and the sight never recovers entirely. The
cornea looks like ground glass, but clears up within a few days or weeks, but never
entirely.
Blindness from retinoblastoma is recognized through the yellowish reflex from the
fundus; generally first by the parents. Immediate enucleation followed by deep X-ray
or radium therapy is imperative. In case it has gone so far that both eyes are involved,
there have been cases where some vision was salvaged by radiation treatment. Of course,
it must be differentiated from pseudo-glioma, which is due to .exudate.
Nystagmus is secondary to some intraocular, or intracranial defect. It practically
always means lowered vision. It is seen always in albinism and is often observed in
anterior polar cataract, central opacities of the cornea and congenital defects in the
macula.
It is surprising to know how many cases of blindness occur in children through
unnecessary injuries. Sharp pointed objects should be kept away from small children.
Give them scissors with which to cut paper dolls, but be sure that the ends are blunt.
The cornea may be cut through and through and still may be hard to determine in the
early stage. A drop of 2 % fluorescin will reveal the smallest scratch or defect. This
is especially true of injuries from glass in auto accidents.
Injuries from acids and alkalis sometimes occur in children. The best immediate
relief when the doctor is informed is to instruct the parent to place the hand over the
mouth and nose of the child and hold its head under the faucet of the bathtub with
the water turned on full force. This not only dilutes the irritant, but clears the conjunctival sac of all foreign material without doing any damage itself. T o prevent
infection after injury where the eyeball is affected, the use of sulfydryl has been strongly
recommended. It is used in 1-20 dilution with castor oil, along with cold applications,
if the burn be superficial; and heat, if it be deep.
There is hardly any eye disfigurement that cannot be corrected, or at least greatly
improved by operation. There is no excuse for a child to grow up with crossed eyes.
Many congenital defects, such as coloboma of the eye lids, ptosis, epicanthus with
narrowed fissures, strabismus, paralytic squint, etc., can be greatly helped. If strabismus
is caught early it can often be corrected by the faithful wearing of glasses and orthoptic
exercises. Occlusion should also be carried out to prevent permanent amblyopia.
Most parents object to their children wearing glasses and it is my belief that too
many glasses are prescribed. If a child is in good physical trim he can often overcome
a slight refractive error, or compromise by wearing the glasses for close work and
picture shows only. Asthenopic symptoms are often relieved by use of 1/5% pilocarpine
muriate, instilled in the eyes night and morning. It is by our over-prescribing that
the Christian Scientists and the Bates followers get a strong toehold.
Myopia, to my way of thinking, is due to a ductless gland disturbance, and the
wearing of glasses or the use of the eyes, per se. has nothing to do with the progress of
the trouble. 8 0 % of the cases of progressive myopia cases can be checked by proper
hygienic direction and the instillation of 1-1000 solution of adrenalin chloride in
the eyes four times a day along" with the administration of small doses of thyroid,
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providing there is a lowered BMR.; in addition, regular, strenuous exercise must be urged
to stimulate the adrenals and the other ductless glands.
Eye headaches come on after reading, exposure to bright light, and are usually
referred to back of the head. Pain in the eyes and between the eyes usually points to
sinus infection and is felt in the early morning on awakening, getting better or disappearing as the day wears on. With persistent, severe headache, intracranial involvement must
be seriously considered. Ocular signs are often elusive, especially in tumors of the frontal
lobe.
Not infrequently a child is brought in with the complaint that, while he is
mentally alert in all other respects, he is a poor reader. We must take into account the
thought of congenital word blindness. I must confess that many ophthalmologists do
not give this enough thought. These children can be taught to read, but it requires
skill and patience.
Some children have an intense desire to wear glasses; often because someone whom
they admire wears, them. We sometimes humor them by prescribing a piano, but telling
the parent why and that they are only temporary. I shall merely mention amaurotic
family idiocy, since it occurs rarely and almost exclusively in children of Jewish parents
and can be diagnosed positively through a fundus examination. '*|s.
With the exception of measles, the exanthemata seldom affect the eyes seriously.
I have seen one case where there was complete destruction of the upper eye-lid from
chicken pox brought on by infection from scratching. I believe in flooding, permitting
full use of the eyes. Thin pledgets of cotton are used to apply cold compresses to the
eyes to relieve the congestion, for 15 minutes, every few hours. They must be made
small so as to cover only the lids, in order not to chill the sinuses. The child is permitted
to use his eyes as much as he wishes for close work. I have not seen a single case of
serious eye complication in measles since following this practice.
Metastases may occur in the eyes in spinal meningitis; up to the advent of the
antibiotics nothing could be done in the way of prevention or cure. Phlyctenular
kerato-conjunctivitis is now conceded to be tuberculous and treated accordingly. We
don't often see interstitial keratitis now due to syphilis. It responds very slowly to the
usual antisyphilitic treatment unless given large doses of vitamin A in the form of
cod liver oil along with it, when it rapidly melts away.
Recurrent styes are sometimes a problem. In my experience they respond to
treatment of dilute sulphuric acid USP given in doses of 30 drops of water taken
through a straw or tube with meals. It is perfectly safe to use and it works. I do not
think that refractive errors play any part in this condition.
Chronic blepharitis is easily handled. It is not so important what is used as how
it is used. The lids are gently freed from crusts by soaking with warm water and then
very gently and patiently brushing them off. Then have the child close the lids and
apply a small amount of 2 % ammoniated mercury ointment. The patient then looks
up and it is applied to the lower lids. The crusts must be removed first as the salve will
not soak through the crusts and reach the inflamed portion of the lid. If seborrhoea
of the scalp is present, it must be controlled, too, or there will be recurrence.
Acute conjunctivitis is generally a self-limited disease and responds best to cold
compresses applied over the closed lids. The tears contain a natural enzyme which is
antibiotic and strong drops destroy this lysozyme. So, ordinarily, drops are best left
out. Vernal conjunctivitis is seen in the spring time, the child coming in shielding
the eyes from light. They always itch, as in all other allergic conditions. The symptoms
disappear with cold, moist weather. There is no cure except change of climate.
Trachoma is so rare now, except in limited localities and among the Indians, that I
shall not touch upon that.
It is the duty of the physician to educate the public. Education saves sight; ignorance leads to blindness. There are three means of teaching the public to save God's
precious gift—sight: The State, the physician and nurse and the parent. The State
has already proved its worth. In 1907 2 8 % of the children in the school for the blind
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in New York were blind from gonorrhoeal ophthalmia. In 1931-32 there was not a
single case of blindness reported in the State of New York from this disease. This was
due almost entirely to legislative prevention measures.
The eye physician and the nurse help in many ways. Defective vision is now
caught in early life by the school nurse or physician. The parents are notified and advised
to consult an oculist. Parents of cross-eyed children are told that this disfigurement
can be corrected by means of glasses, proper muscle exercises or operation. And that
the earlier the eye doctor sees him, the better chance of restoring sight in the poorer eye.
Do you realize that each year more than 1,500 school children in the United States
have eye accidents; and that most of them are preventable. The chief sources are knives,
forks, scissors, bean-shooters and explosives. Don't leave a pointed implement within
reach of a young child. Never let him point a gun at anyone, even in fun.
I am convinced that progressive myopia can be controlled in the majority of cases.
I t matters little how much they use their eyes, or whether or not they wear their
glasses, for, in my opinion, it it due to an endocrine disturbance and in 80% of the
cases given proper care its progress is halted. We always have a BMR taken and if it
is at all low, he is given thyroid, under supervision, and 1-1000 adrenalin drops. Also
urged to take lots of exercise, preferably strenuous and out of doors.
A word more about the examination of school children. The child should be
examined even in the pre-school age. In one city alone, of 1848 children examined
between the age of 4 and 7, 473, or 3 6 % were found to require the attention of an
ophthalmologist. Cooperation of the parents is of the utmost importance. When a
child complains of poor sight, give him the benefit of the doubt and seek an oculist's
advice.
yp? May I close with this statement: Mere use of the eyes does not do harm; but when
this use gives rise to symptoms of strain, it is a warning that something is wrong.
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"THE DOCTOR TAKES A TRIP"
R. E. McKECHNIE, M.D.
Then to the earthern Bowl did I adjourn
My Lip the secret Well of Life to learn:
And Lip to. Lip it murmur'd—"While
you live
Drink!—for once dead you never shall return"
The desire to travel and see strange lands is present in all men. To some the
opportunity never arises, but others are often times more fortunate. I t seemed that
I was one of the fortunate ones when I found myself free to consider an invitation to
attend the World's Congress of the International College of Surgeons in Buenos Aires
in August, 1950. The decision to go was naturally a big one and not easily made.
After alii, the distance to be travelled there and back was slightly more than the
circumference of the globe at the equator. In travelling that distance there undoubtedly
could be serious accidents, delays and unusual expense. N o t so long ago it seemed to
me that a traveller considered it important to put all his affairs in order before
embarking on a journey that was not nearly so far. That was yesterday, however.
Today it is recognized as no great feat to jaunt casually around the world by air so fast
as to make that not so old thriller "Around the World in Eighty Days", by Jules Verne,
look as old and dated as a Queen Anne silver spoon. So my wife andi I made the decision
to go.
The trip was to be made by air and we did have some misgivings, thinking of
missing the pleasures of a long sea voyage. As it turned out, however, once we had
started on our plane we quickly adapted ourselves to this mode of travel and even
felt somewhat sympathetic to those unfortunates travelling so slowly by boat.
The problem of expense was also an item that had to be considered. The fear of
the great unknown with the possible unexpected demands on ones pocketbook can be
very disturbing. However, a talk with a travel organization made us realize that we
need have no worries whilst under their strict chaperonage. They, the travel organization,
would provide hotel accommodation at first-class hotels, meals, guides, tips, taxis,
interpreters, entertainment, etc., etc., for any overall fixed fee paid in advance in
dollars. The fee quoted was very reasonable and actually so comprehensive that we
spent little additional money except for incidentals and souvenirs. During the trip the
bureau proved their value time and again, facilitating our passage through customs
and immigration and relieving us of the many worries common to travellers in foreign
countries faced with unfamiliar languages, customs and monetary systems.
Our take-off and return point to North America was at Miami, Florida. There
were other exit portals we could have chosen, but we preferred that one as it allowed
us to visit certain medical centers while en route there and back from Vancouver.
Our take-off was at 8:00 p.m. via Panagra Air Lines on the most direct route to
Buenos Aires. The route extended across the Isthmus of Panama to Balboa, down the
West Coast of South America to Lima, Peru, then on to Santiago, Chile, and finally
over the Andes to our destination at Buenos Aires. The longer route was along the
east coast via Trinidad, Rio de Janeiro and Montevideo and that was the way we were
to return.
The evening was clear and warm and it was most pleasant to sit in the pressurized
air-conditioned plane and watch the moonlit Caribbean Sea flow slowly past us. Islands
with well known names came and went and distance was measured in minutes rather
than miles. The magic of a beautiful tropic night permeated the cabin and as I looked
around me I noted that none were reading, each person watching the passing scenes
with the engrossed look of a dreamer dreaming of—romance, perhaps; pirates and
treasure trove, maybe; adventure, assuredly. The tropics had commenced to weave its
spell around us.
Our arrival at the airport was uneventful and we deplaned and went in to pass
our first foreign customs, immigration and health inspection. It did not take us long
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to learn to show respect and to present our passports without comment or appearance
of being provoked as often and as frequently as the apparent whims of the officials
demanded. We also came to realize how fortunate we have been in Canada to be able
to cross into our neighbouring country for a visit without endless documentation,
conformation to irritating and petty rules, and above all that the uncertainty of the
humors of the local officialdom.
The travel bureau agent was actually of great help in all these situations and in
Panama he was at his best. In consequence we were soon driving to Balboa and the
Tivoli Hotel. This hotel was built by the French during their attempt to dig the
Panama Canal and it was a comfortable, cool, high ceilinged affair with old-fashioned
chain-pull type of plumbing. The beds were comfortable, however, and soon sleep
was with us.
The next morning after showering well we had breakfast in the dining room, served
to us by a negro with a most amazing high-pitched voice and cockney accent. This
combination was typical of the West Indian Negro but was disconcerting to the
newcomer who believed all negroes talked like Amos and Andy.
Of course everything was exciting to us wide-eyed northerners for, after all,
weren't we in "the tropics" surrounded by jungle, the habitat of the head-hunter, the
dread anopheles mosquito and the boa constrictor. Too, wasn't the sun to the north of
us. That, we realized, surely meant that we were in a world different from any that
we ever experienced in Canada. With that realization the trip changed from one of
routine to one spiced with the thrill of adventure.
Our tour of the canal zone was very interesting. We watched five ships go through
the locks. The ships' passengers and crews leaned over the rail and solemnly stared
at us and wondered, no doubt, where we came from and we in turn stared nonchalantly
back and attempted to appear as if we had lived and grown up with the canal and
were not nearly as curious as they seemed to be. We saw the great and beautiful church
altar covered with gold three-quarters of an inch thick and the only golden altar
saved from the raid on old Panama by Sir Henry Morgan, the pirate. We drank fresh
coconut milk through straws inserted into the "eyes" of coconuts. The milk was "good
for the kidneys" we were assured. We saw naked little children playing in the streets
of the native quarters of Panaftia and when one nude little boy performed a function
of nature in the middle of the road in front of us the women folk in our party tittered
like a bunch of school girls at a risque matinee.
After leaving Panama our next stop was Lima, Peru. This city of 600,000 people
is a very pleasant old city, full of history and interesting people. Peru, of course, is
famous for the Incas and the treasure that the Spaniards abstracted from them in the
16th century. The spell of the Incas still dominates Peru and everywhere one goes
are diggings where excavations have gone on looking for historical information and
gold. The museum devoted to the Inca and pre-Inca civilizations has many interesting
objects on display. There are numerous mummies, for the Incas preserved their dead as
did the Egyptians. There were many skulls also and to a medical man they were of
interest. Some of the skulls showed evidence of intracranial disease, some had been
trephined in an expert manner and the bony defect covered by a thin gold plate. Other
skulls had been bound in infancy and were elongated in a manner strangely familiar
to those long-head Indians near Port Alice, B.C.
It was winter in Lima and the weather was dull and rain, according to Vancouver
standards, seemed imminent. However, we were assured, it never rained in Lima, but
we weatherwise Vancouverites were sceptical and unnecessarily wore our raincoats. A
tour by car into the Andes had been arranged and soon we were off. We were told
that within an hour we would be in brilliant sunshine, and such indeed was the case.
The low-lying clouds over Lima lay in a definite layer, a result, in the winter only,
of the action of the cold Humboldt current sweeping up from the Anarctic. Once the
road passed above this layer the sun was bright.
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The road wound steeply up, up and up. It passed through native villages and by
little farms. Tropical fruit was everywhere, but after assessing the degree of sanitation
present by the number of privies built out over the one and only stream supplying
water to the villages below it was thought best not to risk the fruit. It was interesting
to note the high color of the Indians at 12,000-foot altitude in the Andes and remember
that—according to my memory of my student days—the natives of the Andes had a
polycythemia.
The next day a visit was made to the great ruins at Paracas where three great
civilizations had existed—the last being that of the Incas. Ruins were everywhere and
the great high Temple of the Sun dominated the scene. This was the place where the
dead and the treasure had been buried and everywhere were excavations and at the
bottom of many of their holes were great piles of bones. It was interesting to observe
their bones and to conjure up the past. One doctor found a mandible with uneroupted
teeth and treasured that greatly—to be taken to Detroit for teaching purpose. Mrs.
M. was using the fibula of a long dead Inca as a swagger stick. I idly picked up two
metatarsal bones and, remembering the teachings of Dr. Revel at the University of
Alberta, tried to reconstruct the man. fie must have been small as the bones were short;
he was strong because they were thick and, poor fellow, even though he did not wear
modern shoes he had evidences suggesting he had bunions.
The glory of the Incas was great. Their pottery, their gold ornaments, their beautifully colored cloaks and gowns were magnificent. The Spaniards were impressed when
they met them. But I was not impressed, and all because of some human hair. There
were huge bunches of human hair that had survived along with the bones. All those
bunches of hair were loaded with evidences of a marked infestation with nits. And
where there are nits it is reasonable to assume there are probably lice, and no man, not
even an Inca, can be impressive when tormented by those little beasts. A vision, too,
kept recurring to my mind of a priest in all his gorgeous robes, conducting a service
from the top of the Temple of the Sun, and because of these parasites the worshipping
congregation and himself were squirming and scratching in the hot sun. That vision
relieved me of any desire to have been an Inca.
Eventually it came time to depart from Lima and we became air-borne in our
comfortable DC 6. The plane spiralled upwards through the overlying layers of clouds
and into the brilliant sunshine. The beauty of the level sea of snow-white clouds
reflecting the light from the sun overhead was a sight to be treasured and remembered
some quiet evening at home when tired and thoughtful.
The plane quickly turned south and headed for Chile. At first the endless sea of
clouds with an occasional island-like mountain peak protruding through kept our
interest. Then as we approached Chile the clouds disappeared and endless dry trackless
desert took their place below us and was in its own way fascinating. Along the desert
coastline could be seen the occasional village and town and queer names such as Antifogasto, Valparaiso and Santiago became realities as we travelled along. It was real
winter time in these southern climes although summer at home and we were glad to
leave and head over the Andes for Buenos Aires. We found Chile chilly we whimsically
told each other.
The trip over the mountains was magnificent. The plane flew at 27,000 feet over
hills and valley covered with snow and laid out just below. It was night time and
there was a full moon to create with lights and shadows a picture with the unearthly
qualities that only Mother Nature dare produce.
The flight over the mountains passed quickly and the plane landed at a great and
modern airport on the outskirts of Buenos Aires. We were all a little excited as this
was our first experience in a country reputed to be under the rule of a dictator. All
the tales that we had ever heard about Eva and Juan Peron came to our minds " . . . be
careful what you say as every third man is a policeman." "Eva is very vindictive"—
"Eva is very gracious." Whatever the truth the Perons went out of their way to show
us many courtesies and extend to us great hospitality and thereby making our stay in
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Buenos Aires very pleasant. A personal introduction revealed Eva to be smartly dressed,
dynamic in personality and apparently doing a good job of public relations. Juan himself was pleasant, approachable and very affable; not at all like a domineering Mussolini
or Hitler.
The city of B. A. as it is fondly called by all that have been there, is a city to be
loved and enjoyed. It is old with many narrow cobblestone streets and old buildings
that contrast sharply with the wide avenues lined on either side with up-to-date buildings of ultra modern architecture. The shops are up-to-date also and some familiar
names are recognized such as Mappin & Webb, Harrods and others. Leather goods are
inexpensive and all travellers re-outfit themselves with new luggage while in Buenos
Aires. The city is the centre of culture and the ballet and the art gallaries are all an
important part of the city life.
There is another feature of Buenos Aires that is relished by all those coming from
North America, and that is the delicious food that is obtained everywhere. We two
Canadians revelled in "dining" from 11:00 p.m. to 2:00 a.m. each night in a softly
lighted grill with string music playing and being attended by a maitre d'hotel who
acted in every way as if it was a privilege to wait on us. There were many courses to
each meal and just as many wines. Because Argentina is a great meat producing country,
meat played a big role in all meals and we did not object. It did not take one long to
find that a filet mignon was in the class of a hamburger at home and that there were
many other cuts of meat more delicious. Our waist lines grew rapidly and we did not care.
The Congress of the International College was a huge success with doctors attending from all over the world. The meetings were held in a new and up-to-date medical
school and the operative clinics in modern operating rooms. True, the surgeons operated
in a manner different from what is seen in Vancouver, rather leaning to old-world type
of anatomical operations with the ligature-and-cut technique used extensively. It was
of interest to note that between operations there was not a complete change of the
surgeon's equipment, rather he added a sterile pair of sleeves and new gloves only. This
was a vast improvement over what I had seen during my previous visit in 1935 when
the surgeons used no gown and only sterile gloves and sleeves plus a four towel drape
around the site of the proposed incision. These advances and many that were on their
way were undoubtedly a result of the recent government policy of sending young men
to North America to study in the various specialties and then return to teach those
remaining behind. A very wise policy.
Our life in Buenos Aires was a whirl of medical meetings in the day and banquets
and special entertainments at night. The American, French, Spanish and Canadian
Embassies all held open house. Perhaps it was natural that we enjoyed the visit to the
Canadian Embassy the most. There we met Mr. and Mrs. Kearney of the Canadian
Embassy, Air Attache Sampson and his charming wife, Mr. and Mrs. Dewiss of the
Argentine branch of the Royal Bank of Canada. They were anxious to hear about their
friends in Canada and we were glad to talk about Vancouver, Edmonton, Montreal and
other Canadian places with people who were our fellow countrymen and, like us, away
from home.
A t last it was time to leave and our party enplaned on a huge Pan American
Strato-cruiser and were air borne. Pastoral Uraguay came and went and soon we were
flying over the huge country of Brazil, headed towards Rio de Janeiro. The service
on the plane was superb and when it was time a wonderful dinner was served course
by course, starting with cocktails, passing through the champagne stage and ending
with Brazilian coffee and liqueurs. The ladies were also given corsages of orchids.
We found Rio to be a beautiful tropical city. The setting is magnificent with its
wonderful harbour surrounded by mountains and lined with white sandy beaches. The
streets were wide and well laid out with many parks and sidewalk cafes where one
could refresh oneself during the humid heat of the day. Copacabana beach was beautiful.
Many of the females bathing in the surf wore bathing suits that I considered it an experience just to have seen them.
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The stay at Rio was pleasant and restful after the activity of Buenos Aires and
we were glad of a rest before proceeding on to Trinidad. That was an overnight flight
and sleeping was a pleasant way to help pass the 13-hour non-stop passage. On our
arrival at the airport we felt a little nostalgic when we saw on the bulletin board a
notice of the next flight from Trinidad to Vancouver, via Montreal and Toronto.
Trinidad was full of interest with its East Indian mosque, the rice paddies, waterbuffalo and other Asiatic transplants. Our stay was only for a day and then we islandhopped through the West Indian Islands, stopping briefly at many islands and finally
arriving back at Miami after a great trip.
Home was a grand place to come back to and Vancouver never looked better.
We were glad we had gone and glad to get back.
Perhaps the most important thing of all was that we had proved that travel to
all parts of the world was now feasible to the busy man only able to take relatively
little time away from the office. Now we are busy planning future trips to places in
the four corners of the globe, for they are all accessible by air.

o

A t a recent meeting of the Victoria Medical Society Dr. H . Rocke Robertson,
Professor of Surgery of U.B.C., was the guest speaker.
Dr. N . B. Reilly, formerly of Mansonville, Quebec, is now practicing in Victoria.
Dr. John Harvey, formerly of the University of Chicago Clinics, has taken up
practice in Victoria, in Neurology and Neurosurgery.
Born to Dr. and Mrs. David M. Boyd, February 7th, 1951, a son.
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