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President’s Notebook

Since the publication of the last CAEP
Review the Royal College Specialfy
Committee on Emergency Medicine has
met once and had a very successful
exchange of ldeas. Dr. Greg Powell,
Vice-President of CAEP and our
representative on that committee, will
report on developments to date
elsewhere in the Review. Suffice to say
that we are very encouraged with what
has happened so far
The Issue of certification is, of course, of
paramount importance not only to those
of us whose career ls Emergency
Medicine, but also to those dozens of
medical students and residents that wish
to pursue such a career.
Those of us who work in feaching centres
are often asked for advice regarding
*How do | become an emergency
physician?”. And the answer Is difficult.
For some, who envisage a combination of
Family Practice and community hospital
emergency coverage, | would suggest an
accredited Family Practice programme in
a centre that is planning an integrated
second year and emergency third year
type of programme
However, the majority of students are
interested in full time Emergency
Medicine and wonder whether they
should
1. Train in an LREC approved programme
in the United States.
2. Train at one of the five unaccredited
Conadian programmes.
3. Try to amange their own programme
with eg. a rotating intemship.
4 Do arotating intemship and try to get
ajob in Emergency Medicine as
quickly as possible.

It1s hard to advise such students. There is
no douibt that most major centres in
Canada are inferested in hirlng
graduates from one of the yet
unaccredited Canadian programmes.
And this is the advice | usually give.

We are hopeful that the Royal College
will approve a practice eligible route to
certification based on training and
experience and that training in one of
the Canadian programmes will be
viewed as highly applicable to practice

eligibility. Similarly the College of Farnily
Physicians of Canada has suggested a
generous practice sligible route to their
form of certification in Emergency
Medicine and some candldates will find
this the mest appropriate route.

The Canadian Medical Association is also
interested in a truly conjoint two part
national cerificotion accreditation
system for emargency physicians
consisting of a written exam approved
and sponsored by all appropriate and
concemed organizations (CMA, CFPC,
ACEP, efc) and a training prograrmme
accreditation system to be added to an
existing mechanism such as the National
Conjoint Committee on Accreditation of
Preregistration Physician Training
Programs

This plethora of suggestions and routes s
confusing and potentially fragmentary to
the student and physician Interested in
seeing the discipline of Emergency
Medicine achleve its ightful place in the
overali structure of organized medicine.
The executive of CAEP is well aware that
our leadership role In these ongoing
negotiations must be played out with
common sense and careful planning. it
takes much time and effort. [t Is, however,
gratifying that Emergency Medicine is
recognized as a criticaily important
aspect of medical care by all concemed,
and that recognition matched with our
enthusiasm and expertise should shortiy
result in a clarified and appropriate route
for students and emergency physicians fo
be trained and/or certified as the
specialists that they are

Further developments will be reporied o
you promptiy.

David M.C. Walker, M.D., F.R.C.P.(C)
President

The Canadian Association of Emergency
Physicians
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From the Editor

Contents

Slow but Sure

With this issue of the Review, some of the changes have been
made that we've spoken of over the past few months. We're
eager to hear how you feel about these. Is the publication a
useful addltion to the literature of Emergency Medicine? Do
you feel its a cost-effective means of communicating with other
CAEP members? Let us know

The Scientific Seclion Drs. Johnston and Doris of Detrolt have
provided the Review with its first “original article”. Their study of
the cenvical spine curvature with and without different types of
rigid coflars represents Just the sort of practical information that
Emergency Physiclans find helpful. We hope that more such
reporis of studies will be forthcoming In the future

Dr. Williarn Ghent has long been considered a “founding
father” of both Emergency Medicine and the care of the
trauma victim in Canada. Over the years he has sown many a
seed In the minds of physicians, politicians and the public
regarding the two topics. And, he has nursed a number of the
seeds to fruition, contribufing to the rapid pace of
development In both fields that we see today. “Time and
Trauma”, the Fist Annual Roads Lecture glven ot the CMA
meeting in Vancouver in September. Is another example of the
Ghent tradition of seed sowing. It represents one of the most
comprehensive and engaging accounts of the historical
development of the care of the traumna victim everwntten

Advertising As you can see, this issue represents the first time
the CAEP Review has Included full-page colour advertisements
for commercial products. As yet, however, we are o long way
fromn our goal of making the Review self-supporting from
revenues. This will come with time, once advertisers recognize
that the Review s the only sure way to get a message to
Canadian Emergency Physicians.

The other rather remarkable change in advertising that readers
will note is the phenomenal Increase in the number of positions
available. Its plain to see that with CAEP assuming a higher
profile, and with speclalty status having been granted, the
demand for trained and/ or experienced Emergency Physicians
is exploding. Whether this rapld expansion on the demand side
for E.P.’s Is healthy or not remains to be seen. | suspect it just
might be the topic for a future editoral.

Fomat Finally, a few minor changes have been made in the
format of this month’s Review. The heavler, glossier paper
should both improve colour reproduction and the publication’s
“durability” in Canada’s postal service.

The Review willl also be going to a mors standard cover format.
This will afford improved recognition and be easier to produce
edch time.

Reader's comments from the last issue have led to most of
these changss. This is CAEP's publication, so your views on the
Review are welcomed and heeded. Should you consider them
appropriate for publication in the “Letters” section simply
indicate so
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Residents Corner

Choosing an Emergency Residency
Program

In this issue’s “Resident's Comer”, | wouldl
like to touch upon the subject of
choosing a residency program and whart
one should be aware of when looking
into an emergency medicine residency.
The number of gpplicants to these
programs is steadily increcasing. Medical
students, intems, ond practicing
armergency physicians are now
becoming increasingly interested in a
speciaily cerlification. Having gone
through such a programin the last two
years, | feel that | am capable of
commenting on several important points.
An emergency medicine program should
first of all have a strong administrative
basis Ifs faculty should be composed of
full time emergency physicians, from the
director down. A large contingent of
residency trained physicians Is usually
preferable because of their academic
interest. An academic departmental
status is not essential, but desirable for

The institution offering tralning, must be
able to have an exposure to all facets of
emergency medicine. It must have
sufficient volume, and offer all essential
specialty and subspecialty services. Also,
the resident should be recognized as a
future specialist in the fleld with special
qualificatlons in resuscitation, treatment
of the injured patient, and knowiedge of
the common adult and pediatric
emergencles

Awntten detalled outline of the progrom
content should be avallable to the
candidate, as well as an cutiine of the
evaluation mechonism including
periodic wntten, oral and on-ward
svaluation.

The interview 15 an excellent opportunity
to evaluate the candidate. as well as the
program. During this interview, it is
important for the candidate to meet as
many of the faculty as possible, and not
just the director or chief training officer
He should be able to meet one ortwo
senior residents, preferably the chief
resident for a candid discussion on the
strengths and weaknesses of the
program. All too offen, perspective
resident gets only one point of view. Also,

autonomy, usually makes changes easier.

specific points shouid be discussed with
the faculty inciuding:

A. Specific emergency medicine
teaching including regular seminars,
presentations, national and intemational
meetings

B. Capabiiities of cerfificationin B.C.LS.,
ACLS,ATLS.

C. As previously mentioned, a good
program should have a detailed training
evaluation mechanism.

D. Cpportunities for senior residents to get
expernence in research, manage multiple
critical patients, handle major
emergenciss, teach junior house staff
and students,

One should be certain that procedural
skills will truly be taught and mastered,
and not simply be leamed on paper
Therefore, all these facets should be
considered and exarmined for each of the
programs appllied for. Probably, the most
important part of the interview is the
discussion with the senior residents. They
will be able to give a resident’s point of
view and answer most of the specific
details, as to the every-day activities.
They will also be able to tell the
candidate If they feel confident to leave
the residency and go into practice as an
smergency physician.

What can Canadian Residents leam
from E.M.R.A. and U.A.-E.M.

Recently, | had a conversation with Dr.
Sheldon Glazer, who Is representative on

‘the executive of EM.R.A. and U.A-EM, Dr.

Glazer is a senior resident at McGill, In
Montreal Together, we discussed
activitles of these associations with
special emphasls on what Canadian
residents can leam from them, There Is no
doubt that we must start to become
more involved In our own specialty. Aswe
all know, we will soon be attaining
college certiflcation, either under the
Royal College of Physicians and Surgeons
or the College of Family Physiclans of
Canada, through a separate ora joint
mechanism. Presently. Residents have no
strong representation on any of these
committees, of elther college. No one
has been appointed and our only officlal
representation is through CAEP.
Therefore, we will eventually have to form
d residents’ association, which will be

abie to sit on different goveming bodies

E.M.R.A., which stands for Emergency
Mediclne Resident Association. Is
especlally interested in the study of
factors offecting residency training,
program endorsement, and board
certification. Is also active in the review of
the circulum core content. EM.R.A. has o
member on different committees and
associations such as ACEP and its
graduafe, undergraduate resldency
training commitfee. This committeeis
mainly interested in developing
performance and assessment protocols.
skill logs, traurna centre designation, and
the definition of emergency medicine
and an emergency physician

An ACEP committee on residency
programs is presently being setup to
include an £.M.R.A. representative

They are also looking into including
emergency medicine into the intem
residency matching plan, which is an
American mechanism to match intems
and residents with their desired training
programs. This has a significant
implication for Canadian restdents who
re recoghized by ACEP but have a
separate matching program. This point of
view a5 presently being put forward by Dr
Glazer, has ourrepresentative

As one can see, EM.R.A, Is very active In
decislon making and future of
emergency medicine in the United
States, and we should be doing the same
in the near future. A resident
representative on committees presently
setting up standards and training critenas
for Canadian residency, is essential

Feedback

| would appreciate your opinlons on
these points of view, and | am especially
interested in any special problems,
research projects, In your areqs

| am infetested In knowing how the Job
hunt is going on for senior residents and if
any of you have already gotten positions,
please write to me, for | wouid llke o
publish them in our next newsletter

As always, | strongly urge all residents who
are not members of CAEP, to Join, so we
can put forth our views and problems.

Dr. Paul Assad,
Chaimnan, Resident Committee
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Prehospital Care and You

Prehospital Care and You

Which branch of medicine is responsible
for prehospital care? “Emergency
Medicine of course.” you say. “There
should be no doubt about that in the
minds of anyonel” That message may be
clear enough to us, who are pnmarily
concemed with emergency practice, but
is it recilly that clear to the rest of the
medical profession, orto the general
public? The answer is that it may not be
anywhere near as clear as we think it is.
Last Aprit CAEP demonsfrated its interest
in this fleld by establishing a Prehospital
Care Committee. In effect, CAEP was
faying its claim to this relatively
uncharted piece of medical tenttory.
There have been other developments on
the natlonal scene as well,
Approximately a year and a half ago, the
Canadian Medical Association undet its
Allied Medical Education Branch,
established an ad hoc committee to
review and set stondards for prehospital
care on a hational level. Attending the
first meeting were an assortment of
emergency physicians, other medical
practitioners, ambulance workers and
educators.

The first job of the committee was to
survey the existing situation, which was In
quite a mess. Standards vared from
minimal or no first aid fraining at allin the
Maritimes, to sophisticated advanced life
support services in British Columbia, and
anything and everything in between in
other parts of the country. What kind of
care one gets before amving In the
hospital is still a “Rushing Roulette’ as
ably described by Scanlan (Canadian
-Family Physician, February 1976)

Next, the committee had to define its
own objective. Thera is lots of precedent
here for the CMA already maintains
conjoint accreditation with several other
allied medical disciplines. The intent is to
standardize the schools that actually do
the tralning by establishing an
accreditation process, in the same way
that the quality of medical schools Is
standardized by a simllar accreditation
process

The next step was to establish the three

levels of tralning that would be accepted
by the accreditation committee. Level | is
a basic 180 hour standard advanced first
ald course. Level ll Is an Infermediate
“paramedic” course dllowing the use of
afew invasive procedures such asiv
therapy and MAST trousers, Level li Is a full
advanced life support course, leading to
endotrachedal intubation, advanced
drug therapy, and other procedures
similar to programs already in place in
B.C. and in scmeegions of Alberta.

But how will accreditation actually
improve prehosplfal care? To begin with it
must be recognized that the committee
has no legal clout. We cannot hammer
people’s heads and dermand that they
clean-up their act. But we do carry the
prestige of the CMA. Accreditation must
by its nature be a voluntary process, but it
will be a safa bet to expect alarge
bandwagon effect

There are two essential target groups. The
first are areas such as Quebec and the
Mawitimes that have next to notraining
standards at the present time. Without
something concrete and credibls to
point to, these areas don‘t stand a
chance to convince polificians to cpen
up their wallets. Nationally accepted
standards with CMA approval will give
themn something very concrete and, |
hope very credible to argue with. The
second target groups are large urban
centres with lots of resources and good
basic services who are unabie 1o
convince legisiators to make the
necessary step into advanced life
support. Again, a nationally accepted
standard, especially one approved by
CMA., can make the difference in these
sftuations between a yes and a no.

But what does this alt have to do with
CAEP? Now that the CMA Committee has
been fomally accepted by the CMA
General Assembly, we are in the process
of formalizing our relationshlps. At issue
are the questions “What medical body
will control the functions of the
committee?” and “‘To what branch of the
CMAwIll the committee be required to
relate?” The answer *'to Emergency
Medicine and to CAEP” does not

autornatically spring to the lips of most of
the people who will actually be making
these decisions. And yet, to my own mind,
any other answer would be unthinkable.
So how do we ensure that CAEP wili
continue to play aleading role In
prehcspital care In the future? Arst, on a
national level, CAEP must lobby and work
to keep control of the body for national
accreditation. Secondly, It rernains the
responsibility of individual emergency
physlcians to establish a higher profile in
prehospital care by

a) teaching EMS workers

b) involvernent in community and public
awareness programs

c) using the influence of local
organizations to lobby govemments,
medical associations and pubiic
senvice groups about the need fo act
together to improve prehospltal care.

I don’t think | need to talk here about
statistics, about the number of lives that
could be saved by an effective EMS. There
i5 no need fo tell the gruesome stories
about needless deaths caused by lack of
public and EMS worker education, These
are already part of our daily work and

part of our professional consciousness.

This is a time when our executive is
putting alot of effort and care Into
fostering our proper growth inte a
recognized specialty. We need to solidify
our credibllity with the rest of the medical
profession if we are to avoid becoming a
second rate specialty. Prehospital care is
a new field with increasing future
importance. It needs to be recognized as
the exclusive dornain of the emergency
physicians. Unless this oceurs, prehospital
care will clearly suffer, because no other
medical group is as close to it as we are,
and no other medical group is llkely to
maintain the kind of Interest in it that
comes naturally to us.

The truth Is that prehosplital care needs
Emergency Medicine to prosper and to
grow, and just as much in its own way,
Emergency Medicine needs prehospital
care.

Les Vertesi, M.D.

Chalmnan, Prehospital Care Committee
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spine curve

The effect of neck immobilizers on the cervical

By Charles C. Johnston, M.D.* and Peter E. Doris, M.D.t

Abstract

The effect of neck immobilizers on
cervical spine curve was evaluated In this
study. Cross table lateral radiographs
were obtained of ten nomal subjects in
the neutral position and while wearing
three cormmonly used immobilizers. In five
of the ten subjects. immobilizers altered
the cenvical spine curve

infroducfion
Emergency medicine physicians and
radiologists routinely scrutinize Iateral
cervical spine radiographs for the
“normal lordotic curve 4 The presence
of asmooth convex curve is generally
considered an indirect sign that there is
no unstable boney norligamentous
injury. Stralghtening of the lordotic curve
Is often interpreted as abnomal,
indicating muscle spasm or even critical
boney and ligamentous injury. 256 1t j
well established, however, that a
significant percentage of normal subjects
have a straightened ceivical spine on the
standard upright loteral radiograph, 136
Acutely traumatized patients are usudally
first evaluated with a cross-table lateral
radiograph while wearing a neck
immobilizer. To our knowledge, there are
no studies of the incidence of cenvical
spine straightening in normal subjects
under these conditions. The purpose of
this study Is to investigate the effect of
three cornmonly used neck immobilizers
on the cervical spine curve of normal
subjects as demonstated by cross-table
lateral radiographs

Materials and Methods

Ten male hospital personnel, including
the authors, were used as subjects. Their
ages ranged from nineteen to thirty-six,
and none had a history of cervical spine
injury nor symptoms. The subjects were

From the Departrments of Emergency

Medicine *+ and Radiologyt, University of
Chicogo. and the Deparfment of Radiology,
Good Samarifon Hospital, Downers Srove, I+
Adidress for reprints

Charles C Johinston, MD., Deportment of
Arnbulatory and Emergency Medicine, William
Beoumaont Hospital, Royal Oak, Michigamn 48072

shielded with a lead apron and the X-ray
beam was closely colllmated. Cross-table
lateral films of the cenvical spine were
then taken. The film-beam distance was
fitty-two centimeters. Four radlographs
were taken of each subject: neutral
positions without collar, wearing a plastic
reinforced collar, wearing a four poster
brace. and wearing a SOMI* brace
(Figures 1 and 2). The subjects were fitted
carefully with each of the neck
immoabilizers by a trained emergency
rmedicine physician. Care was taken fo
provide optimal immobillzation without
abnomal stress.

Resulis

Two subjects had straightening of the
ceivical spins in the neutral position
{Table 1, Subjects 9 and 10).

Five subjects had normal lordosis in the
neutral position and while wearng each
of the immobilizers.

The cervical curve of the other five
subjects was altered by the immobilizers
(Table 1, Figure 3-5). Three-subjects had
straightening of the cervical spine while
wearing the SOMI brace or the four poster
brace. Two subjects, who had
straightening of the cemvical spine in the
neutral position, had a nomal lordosis
while wearing the SOM| brace and the
four poster brace.

True subluxation of the vertebrae was not
demonstrated in this study.

Discussion

Several studies report ten to twenty
percent of the subjects with no history of
cervical spine disorder have stralghtening
of the cervical spine on standard upright
lateral radiographs. 28 Our series indicates
subjects in the supine position for
cross-table lateral radiographs have a
similar incidence of straightening.

Neck immoabilizers may alter the cenvical
spine cuive by tilting the head. Previous
studies indicate slight lowering of the
chin will cause straightening of the
cewical spine in many normal

*stemal occipifal mandibular immebilization

subjects.238 Flevation of the chin and
slight extension of the neck produce a
nomal cervical tordosls in most subjects
who have a shiaightened cervical spine
in the neutral position.3

Summary

The effects of the immobilizers on the
cervical spine curve are variable.
Immobilizers may cause: 1 Jnochange 2
straightening of a nomally curved
cervical spine. 3.} “conection” of the
curve of an inttially straight cervical spine.
Subluxation was not observed.

Acknowledgemenis
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Radiologie Changes in the lordolic curve

Four
Hard Poster | SOMI
Subject | Neutral Flastic Brace | Brace
3 NL* NL NL | Straight-
ening
C1Cs®
5 NL* NL Stght | Sight
Streight- ( Shralght-
ening | ening
CaCs" | C3Cs
] NL NL NL Slight
Straight-
ening
C1-Cy
9 Straight- | Stroight- NL* NL
ening ehing
C1Cs" | C1Cs
10 Stranght- NL NL NL
ening
CiC3

Table 1: Five subjects had nomal cenvical
lordotic cuves in the neutral position and
while weanng each of the neck immobilizers.
The cervical spine cuive of the other five
subjects was altered by use of an imrobiiizer.

(*] signify films shown in Figures 3-5.
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Fig. 4 Four poster brace

Fig. 2A & 2B SOMI brace

Fig. 3A Subject 3, neutral position. The
lordotic curve 1s normal

Fig. 3B Subject 3, SOMI brace. Following
the application of a SOMI brace there is
straightening of the C-1 through C-6
portion of the spine.

Fig. 4A Subject 5, neutral position. The
lordotic curve is normal

Fig. 4B Subject 5, four poster brace
Following the application of a four poster
brace, there is straightening of the C-3
through C-5 portion of the spine.

Fig. 5A Subject 9, neutral posltion. There is
straightening of the C-1 through C-5
pertion of the spine

Flg. 5B Subject 9, four poster brace
Following the application of a four poster
brace the lordotic curve is nommal.
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Towards Certification

Towards Cetlification

There have been some recent further
developments to the evolution of
Emergency Medicine towards a
recognized specialty with which | belleve
the CAEP membership should be
familiarized. As many of you remember, a
rmajor portion of the development took
place through meetings of the Conjoint
Committee, which was composed of
members from the College of Family
Physicians and the Royal College of
Physicians and Surgeons. The mermbers
tried to achieve the common goal of the
establishrment of a specialty In
Emergency Medicine, recognlzed
conjointly by both Colleges. For a vanety
of administrative reasons and differences
In final goals, the two Colleges have set
up separate routes of recognltion. The
Specially Committes on Emergency
Medlcine of the Royat College of
Physiclans and Surgeons of Canada met
In January in Oftawa. The College of
Family Physicians Committee will be
meeting at the end of March in Toronto
The directlion for both Is now more clearly
defined. The Royal College will be
planning a fouryear program to train the
recognized expert in Emergency
Medicine. The requirements will be
something along the lines of one year
broadbased tralning. plus three further
years in a recognized programin

Emergency Medicine. This will lead to an
FRCP{C).

The College of Family Physiclans of
Canada is proceeding to develop a
prograrm fo train the Famity
Physician/Emergency Physician. This
program will be deslgned to meet the
requirements of physicians interested in
upgrading skills In Emergency Medicine
for work in an Emergency Departrment or
in a remote areq. It should be noted that
the CAEP Executive fully supports the
efforts of both Colleges to increase the
quallty of Emergency care delivered to
the Canadian public by striving to
establlsh a recognition process. It would
now segm that the time of confusion is
over and that we are locking at a
reasonably clear direction from both
Colleges The Specialty Committee of the
Royal College will be meeting again in
the Spring to set down the detailed
accreditation requirements and training
guidelines for Emergency Medicine
Training Programs In Canada.

For some time, the Issue of practice
eligibility is something that has
concemed all of us iInvolved in the
Cerlification process. At the moment, it
appears that both Colleges are willing 1o
talk about the possibility of practice
eligibility. This means criteria in addition
to, or outside of training, which will allow
o candidate access to the Cerification

examination, The College of Family
Physicians of Canada has discussed the
process in terms of numbers of hours spent
in Emergency work, plus any spacial
training done by the eandidate. The
Royal College has discussed the
possibility of a point system, whereby
certain number of points would be
allotted for training, a certain number for
experience, a certain nurmber for
research, etc.; the minimal polnt criteria
being met, the candidate is allowed to
write the exam. It must be emphasized
that these decislons are at the discussion
level and | do not foresee anything belng
finalized until late Spring. At that time, we
will be In further communication with the
CAEP Membership regarding the
decisions pertinent to all of the above.
Should any members have concems
regarding the direction In which we are
proceeding, we would welcome
comments, and | would be plecsed to
cany themforth to the next committee
meeting of elther College. Please feel
free to direct your concems to any
member of the CAEP Executive, who most
certainly would be in touch with me prior
to the next set of meetings.

| shall look forward to hearing from you.
Thank you

G. Powell, M.D.

President-Elect

Canadlan Association of Emergency
Physicians
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MAST is designed to correct or count-
eract internal bleeding conditions and hypovolemia
by developing and encircling pressure around the
abdomen and both legs. Each MAST trouser is self-

the Medical Anti-Shock
Trousers for emergencies

blood volume to the extremities.

More and more rescue squads, ambulance services
and hospitals are making MAST Medical Anti-Shock
Trousers standard equipment.

contained easy to apply, and works
offectively to slow or stop arterial
bleeding ...force available blood from the
lower body to the heart, brain and other
vital organs in the upper body ... and
preventthe return ofavailable circulating

LEVITT

For compiete information write to:

LEVITI-SAFETY LIMITED
33 Laird Drive, Toronto, Ontario M4G 359

BRANCHES THROUGHOUT CANADA
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Hotel Dieu Hospital,
Kingston, Ontario,

K7L 3Hé

613-5461227

Past-President

Dr. Al Schulfz,
5726 Angus Dr,
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604-266-4403

President Elect

Dr. Greg Powell,

Chief, Dlv. of Emergency
Services,

Foothills Hospital,
Caigary, Alta.,

T2N 219

403-270-1635

Secrelary

Dr, Peter Lane,

Trauma Unit,

Dept. Emergency Semvices,
Sunnybrook Medical Centre,
2075 Bayview Avenus,
Toronto, Ontario,

M4N 3M5

416-486-3290

Treasurer & Chalrman,
Membershlp Committes

Dr. Rocco Gerace,

Dept. Emergency Medicine,
Victoria Hospital,

391 South Street,

London. Ontario,

N6A AGS

519-432-2352
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Dr. Wayne Smith,

Clinical Directar,
Emergency Dept .,

Roval Victora Hospital,
Montreal, P.Q.,

H3A 1A1

514-842-1231
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Bylaws Cite

Dr. Vic Wood,

3580 Puget Dr.,
Vancouver, B.C.,

V6L 217

604-734-1963

Chaiman, Resident Clie
Dr. Paul Assad,

355 Jeanne Mance,

Apt. 1112E,

Montreal, P.Q.,

H2X 3P7

514-842-1231
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Emergency Dept..
U of A Hospital,
Edmonfon, Alberta,
Té6G 2B7
403-432-8822

Chaimnan, Pre-Hospltal Care
Chie

Dr Les Vertesl,
1437 Minto Cres.,
Vancouver, B.C.,
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1. Vih Infemational Congress of Emergency Surgery,
Brighton, England.
June 7th-1Gth.

Approved for 21 hours. Category 1.
Contaci:

Millstream Conferences.

213, Piccadilly,

London, W1V 9LD

or

Carolyn Neal,

Emergency Dept.,

U of A Hospital,

Edmonton, Alta.

2, Posi-Graduate Conference on Emergency Medicine,
Vicloria, B.C.
May 25th-2¢th.

Approved for 30 hrs. Category 1.
Contact:

Br. J. C. Maccagno,

Parkside Emergency Physicians,
928 Pandora Avenue.

Victoria, B.C. V8V 3P3

3. Fifth Annual Course on Emergency Management.

Presenied by Toronto Westem Hospital Emergency Associates.

Approved for 14 hours CAEP, Category 1
May 2nd & 3rd, 1981

Valhalla Inn, Toronto

Coniact:

Emergency Associates,

761 Dundas St. W,

Toronto, Ont, M&J 179

4. IMerphase "84, Vancouver.
April 13-16, 1981

Contact:

Interphase

Box 80900

Bumaby, B.C. V5H 3v1
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Across Canada

Les Médecines d’Urgence au Québec/
Emergency Physicians in Quebec

Dans le présent arlicls, Je vals essayer de
vous définir o en est rendue la
médecine d'Urgence au Québec, et
pour décrlre les médecins qui font de la
médecine d'Urgence leur prncipale
occupation, j'emplolerai le terme
urgentologue, méme st ce terme n‘est
pas encore officiellement accepté.

Historique

Comme partout dilleurs en Amérique du
Nord, la médecine d’Urgence au
Québec a pris naissance dans un besoin

Alors que la médecine en général faisait
cles progrés effarants, les soins de
premiére ligne n'étaient, it y a encore
peu de temps de cela, assurés que par
des infemes ou résidents; ce qui amenait
une qualité de soins trés indgaile vue
'absence totale d'expérience de ces
médecins face aux sltuations & affronter.

Je suis encore trds étonné de la longue
période de femps que 'on ait pris &
ré&agir. Pour le patient qui présentait un
probléme urgent, il s'agissait presque
pour lul de jouer & la “roulette russe”, Sa
survie dépendait 1) de I'endroit de la
province ol son probléme survenait, 2)
du moment de la Jouméde, 3} du niveau
ol en était rendu I'étudiant surlequel il
échouait. Si le pauvre bougre par
exemple, avait un accident d’'auto dans
la partie nord de Montréal ol les
hépitaux n'avaient souvent pas de
résidents, et que son accident survenait
durant la nuit, il nsquait d'&tre traité par
un intfeme qui en &tait & son premier
stage de 'annge. Alors, Imaginez un peu
les chances minimes qu'il avait de s'en
sortir.

Ql'estce qui a amené I'appairition de la
médecine d'urgence? Une prise de
conscience de certains médecins? Les
poursuites l6gales de plus en plus
fréquentes? L'afflux grandissont de
patients dans les salles d’'urgence causé
par "apparition de I'Assurance-Santé?
L'accroissernent des connaissances
médicales dans la population en
général, rendant e client plus exlgeant?

Pour nous au Québec, les 4 facteurs
mentionnés ci-haut ont eu un rdle & jouer.

Les premlers médecing au Québec & faire
de leur principale occupaiion la
médecine d'urgence furent ceux du
Centre Hospitalier de I'Université Laval &
Québac. Ce Centre Hospitaller qui a pris
naissance en 1949 avalt des [déaux trés
élevés. On a confié la salle d'urgence &
de jeunes omnipraticiens qul
acceptaient d'y travalller & plein temps &
salaire, et d’y développer une
compétence particullére.

Peu de temps aprés, en 1970, je formal un
groupe semblable & I'Hpital du
Sacre-Coaur de Carllervilie. Le mode
rémunédration &tait cependant & l'acte et
les revenus étalent redistrlbués selon un
systdrme de pool intégral. Ce groupe qul
était au début de 6 médecins aeuune
croissance constante pour se stabiliser &
12.

Par la suite plusieurs autres groupes se
sont formés un peu partout dans la
Province. Dans les années 1971, le Dr.
Monaghan au nom de I'Université McGill
mit en place la premiére et seule
résidence en médecine d'urgence qu
Québec a I'Hdpital Royal-Victorla.

Clientéle

A cause de I'Assurance-Santé, ily aeu
lors des premiéres années un nombre irés
important de cas non urgents qui se
présentalent dans les salles d'urgence.

Ce nombre de cas non urgents a diminué
de fagon importante lors des demiéres
annéss. Les facteurs responsables sont
i"‘augmentation du rapport
médecin/population (ce qui rendait le
médecin plus disponible), laformation de
nombreuses clinlques privées regroupant
plusieurs médecins et offrant des
consultations sans rendez-vous, la
surcharge importante des salles
d‘urgence due au manque de
disponibilité pour hospitaliser les patlents.

Lors des 10 demiéres années il y a eu 2 lois
qui firent disparcitre instantanément 2
catégories de patients plus ou moins
désirables Ces lols furent: la ceinture de
sécurlté obligatoire et la disparition des
dériviés de la dexédrine surle marché des
médicaments. Ces deux catégones de
patients & disparaitre furent 1) Les

patients Impliqués dans un accident &
vitesse moyenne et présentant
d'Importantes plaies au visage et au cuir
chevelu. 2) Les intoxiqués aux stimulants
(speed). Ces deux catégories de patlents
étaient trés accaparants, les premiers
pour les médecins, et les demlers pour le
personnel médical,

Une nouvelle catégorie de patients a
cependant falf son apparition lors des 5
demiéres années, et ce sont les cas dits
de “dumping”, ¢'est-trdire, patients &gés
que la famille ne veut plus prendre en
charge, et que I'on améne & I'urgence
vue la non disponibilité immédiate de
foyers pour ces viellards. Comme les
médecins spécialistes ne veulent pas
prendre en charge ces patients qui ne
nécessitent pas de soins spécialisss, ils
dermeurent souvent al'urgence pour des
périodes prolongées allant jusqu'd 3
mols. C'est présentement la plus
important probléme des salles d’'urgence
ou Québec, en général

Genre de pratique

La fagon dont s'opére la médecine
d'urgence au Québec vare beaucoup.
A certains endroifs le médecin
“urgentologue” donne tous les soins de
premiére ligne et réclome I'aide du
médecin consuttant lorsqu‘une admission
est nécessalre pour préciser le diagnostic
ou continuer e traitement. Une
consultation est aussi demandée pour
traiter les problémes complexes tels que
sections tendineuses ou frachures
compliquées. Cependent, dans plusieurs
hépitaux, on limite le champ d'activité
aux problémes médicaux, et les
chiurgines, c’est-G-dire souvent intemes
ef résidents, donnent les soins de
premiére ligne aux patients présentant
un probléme de nature chinurgicale.
Cette pratique a évidernment pour
fondement des considarations d'ordre
monétaire, et n'alibre cours qu‘d cause
du maonque d'expérence et de dipldmes
des urgentologues qui ne peuvent
démonirer la supériorité de leur
connalssance dans le domaine en cause.
C’est une des ralsons principales pour
laquelle la médecine d'urgence
progresse si lentement au Québec, et
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qu'un nombre important de médecins se
sont laissés décourager aprés un certair
temps. Il est malheureux de constater
que le mesquinene de certains de nos
confréres empéchent la progression de
ce champ de compétence qui sarait
sGrement bénéfique au patient et au
renomde la médecine en génédral.

Enseignement

Seule I'H&pital Royal-Victoria a une
résidence en médscine d'urgence
Cependant plusteurs médecins de salle
d'urgence sont chargés d’enselgnement
ot affiliés & une Université.
L'enseignement se donne au niveau de
I'extemat, de Fintemat rotatoire, de la
ésidence an médecine famillale et de
I'enseignement continue aux
omnipracticiens.

Certains urgentologues oparent aussi &
d’autres niveaux tels que le BCLS, ACLS.
enselgnements aux ambulanciers et
studlants en médecine des premiéres
années. Par example, les médecins de
notre salle d'urgence (Hopltal du
Sacré-Coaur de Cartierville) donnent
depuis plus de 5 ans un cours de premiers
soins (initiction & ia médecine d'urgencs)
aux étudiants en 2éme année de
I'Université de Moniréal

implication ef rappoits avec les
différents organismes officiels

Il est malheureux de constater qu'au
Québec, méme si plusieurs
urgentologues pratiquent depuis plus de
10 ans, tout effort pour avoir une actlon
concertée aJusqu'd date, échoud.

Un peut probablement iInvequer les
distances qui séparent les diffSrents
groupes, la bamiére de langue, les
problémes que chaque groupe doit
afffonter pour survivie dans son propre
hdpital, ies horaires trés disparctes (nuits
etfins de semaine) qul rendent les
rencontres frés difficiles.

lly a aussi I'opposition recontrée de la
part ce certains de nos représentants. Il
est & noter par exemple, que notre
syndicat (RVOQ) s'est toujours
radicalement opposé aux urgentologues
sous prétexte que ce rdle revenait aux
ormnipracticiens en général et qu'll ne
devalt pas y avoir de domaines
particuliers en pratique générale. lis sont
méme venus saboter en 1972 par leur
intervention une tentative pour former
que association des “urgentologues” &
Québec. Lors des négociations ily a 4
ans, il nous ont désavantagé au niveau
des tarfis de telle sorfe que plusieurs
médecins se désintéressérent de la
meédecine d'urgence pour des raisons
monésialres

En ce qui a trait aux Universités, la
réaction est trés variés. A McGill et Laval,
les urentologues sont bien acceptés. A
Monrréal ¢'est différent, On les utiles de
fagon importarite dans I'ensignement
mais on refuse de reconndiire
officiellernent leur existence,

Du cbté de la Comoration
professionnelle les rapports sont trés bons,
et c’'est de 1 que nous viennent les plus
grandes leurs d'espoir. La Comoration @
nommeé récermment un comité dont font
partle plusteurs urgentologues. Ce
comité est chargé d'étudieria
distribution des soins d’urgence & tous les
niveaux; ambulances, médecins, otc. . .
etil semble inévitable que les conclusions
de ce comité vont favoriser notre
implantation,

iy o eu formatin en 1971 d’un chaopitre
québecois de 'ACEP, mais le manque
d'intérét des membres a forcé I'abolition
de ce chapiltre qui ne répondait pas aux
aspirations de ses membres,

Lorsque I'ACMU s’est formée Hly a 2 ans, il
y a au méfiance de la part de nos
urgentologues québecols vue 'echec
des precédentes tenatatives
d’assoclation, mais il y a présenterment un
renouveau d'intérét ef la vigueur de
cette nouvelle assoclation pourra
possiblement rallier nos suffrages, ce qui
permettralt enfin de nous regrouper et
d’unir nos actions et efforts.

Conclusion

La Médecine d'Urgence au Québec a
passé I'épreuve du temps, (pius de 10
ans) et je crois qu'elie y est poury
demeurer. Le plus dur demeure
cependant & falre: implantation de ce
systéme dans tous les hépitaux
importants, dipléme quelquonque
assurant un clitére de qualité de la part
des médecins pratiquant la médecine
d'urgence et surtout reconnaissance
cfficielle par nos pairs

Un des premlers projets & accomplir est &
mon point de vue d'implanter une
résidence en médecine d'urgence dans
une des Universités francophones. Il est
qaussi urgent & mon polnt de vue
d'obtenir dans le plus bref délai, une
forme de certification quelquongue ofin
d'assurer & la population au molns dans
les plus grands hepltaux une
standardisotion de la qualité des soins
donnés parles médecins.

Robert Fortier, MD

Chef de service,

de Médecine d'Urgence,

Hopital du Sacré-Cosur de Cartienville

The Book Shelf]|

Flin¥’s “Emergency Treatment and
Management”

— 6th Edition, Editor Harvey D. Kane, 84«
Pages W. B. Saunders, Toronto, 1980.

This almost pocket slzed (5%” x 8” x 1%")
compendium is an excellent reference
volume for all health professionals, its for-
matt Is problem oriented and succeedsin
touching on (to a greater or lesser extent)
almost every situation with which Emer-
gency Depariment personnel would

have to deal. The discussions are practi-
cal and clearly laid out without verbosity,
and deal with assessment and monage-
ment in a sensible and realistic order.

Little space is given to aetioclogic or physk
ologic considerations which improves the
clarity of the entries but It is unfortunate
that no up-to-date bibliography Is includ-
ed for more detailed reference.

The central section of the book comprises
a 180 page index of pharmocologic, Indus-
trial, botanlcal, and household toxicol-
ogy which includes many comrnon com-
pounds which are rarely presented in such
an easlly accessible manner in other texts.

The treatment of surgical fechniques s
frequently foo brief and includes sorme
methods which would be considered not
preferable by many surgeons but does
include many heipful “tricks” which many
would find weicome.

There are extensive sections on medico-
legal mafters and pages of samples of of-
ficlal formns which are only applicable to
physicians who practice in Callfomia and
this space may have been better devot-
ed to discussions of more general interest
such as disaster management which Is
given quite short shnft.

This text can be recommended for its port-
ability and ease of use as a reference and
would run the risk of being “bomowed
indefinitely” as a compliment to lis clarty
K. P Siren, M.D., CCFP

The CAEP Review will review s many of the books
submitted by mernbers or publishers as 1s
possible. provided the subject matter 1s deemed
relevant 1o cmergency Physiciaons Opinions are
-solely those of the reviewers.
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cientific Assembly 8

introduction

We are delighted to invite you o the
Canadian Association of Emergency
Physicians second annual scientific
assembly to be held in Monireal, October
12 until the 16, 1981.

The Assembly has been designed to
mest the Educational needs of all
Physicians practicing Emergency
Medicine by offering a wide selecfion of
in-depth workshops, comprehensive
plenary sessions and presentation of
onginal resecrch papers

Current concepts and methods
important to Emergency Care shall be
presented by a Faculty which has been
chosen because of its expertise and
sensitivity to the needs of the Emergency
Physician and patient.

You shall have the opportunity of
choosing between 25 (3 hr.) workshops, 14
(1 hr.)} plenary sessions and 3 hours of
original scientific presentation. An
Advanced Cardlac Life Support Course is
also offerad prior to the meeting. (12-13th)

All this is In lovely Monfreal during the
colorful autumn season

Place

Montreal has its own special characterin
being the only major cosmopolltan
French city on the continent and the
sacond largest French city in the world
The Meridien is an Air France Hotel that
has nestled itself in the centre of Montreal
life — within walking distance of Old
Mentreal and the heart of the business
and fashionable shopping areas. The
hotel itseif Is part of a unique complex of
bulldings housing many restaurants and
shops

Come savour the difference

General Information
Registration:
Total registration shall be limited in order
not to distract from the meetings
(leaming) teaching potential. You are
encouraged to register eary in order to
guarantee attendance and first choices
of workshops. See Registration form with
this Ryer,

_ All participants are asked to wear the
Canadian Association of Emergency

Physicians 1981 Meeting Badges during
attendance at teaching sessions and
meals,

Cholce of Workshops:

Each participant is guarantesd
attendance at 3 half days of workshops
and 3 half days of plenary sessions. The
workshop attendance is retricted in
nurmber and the choice of workshops will
be alloted on afirst come first serve basis.
Participants who choose to attend all
plenary sessions will be able o do so
Pre-registration with the included form is
necessary for attendance to all
workshops. NOTE: The three Infectious
Disease workshops shouid be attended
sequentially,

Advanced Cardlac Life Suppon:

An Advanced Cardiac Life Support
Course is offered prior to the conference,
Cctober 12 and {3th, 8:00 until 17:00. The
course will take place on the hotel
prermises. REGISTRATION IS LMITED TO 50.
Dr. Michel Tetreault is the course
Co-ordinator

Cancellations:

Cancellations prior to September 15th
shail be refunded minus 15% for service
fee. Requests for cancellation received
after October 5th, will recelve no refund.

Accreditation:

17 hours Category | Canadian
Association of Emergency Physicians
credits granted. Appiication has been
made for accreditation by American
College of Emergency Physiclans.
College of Family Physicians of Canada,
American Medical Association, and
Fédération Médecins Omnipraticiens du
Québec

Accommodatfions:

A block of rooms has been reserved at
the Meridien Hotel where all courses-will
be. Please register directly with the
Meridlen Hotel Special rates are
available as Canadian Association of
Ermergency Physicians participants.
Requests for accommodation after
September 1st cannot be assured.
Montreql has a busy convention year in
1981 Register earlyl Tel: (514) 285-1450.

Conference Activilies:
A Banquet on Thursday, October 15th is

REGISTRATION FORM

Name:

City:

Telephone—Bus: Home-

Address:

Prov./State:

Postal/Zip Code:

Fees:

CAEP Member 5225
Nor-Member $ 300
Resident” $150
ACLS $150
Additional Banquet Ticket $ 30
Total Submitted $

Woikshop Choices:
Please put Workshop Number in Squares
Choice st 2nd  3rd  4th  Sth
14th AM

PM
15th AM

PM
16th AM

PM

Make cheques payable to CAEP Emergency
Care 1981. Registration guaranteed on
paymant in full

*Must provide letter from Dean or Residency
Director

included with your registration fee as are
all the noon meals and coffee breaks.
Registrants shall receive further detail
conceming the abundant and varied
culinary and soclo-cultural achivities
available in Montreal during the
conference.

Spouses-Guest Program

A program tailored to the interest of the
spouses and gussts of registrants shall be
available. Further information will be
provided to the registrants prior to the
meeting.

Program Chalrman;

Dr. Wayne Smith

Roval Victoria Hospital

Montreal, Quebec

CAEP General Mesling will be held
Wednesday evening for all members,
where discussion of 1981 and 82's
activities shall be entertained.

& Bientol
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ROOM RESERVATION

Merdien Hotel

Narne:

Address:

City

Amval

Time:

Departure.

CAEP 2nd Annual Scientific Assembly
October 14 - 16th 19841
Montreal, Quebec

Rates:
Singie Occupation $56
Double Occupancy 568

Cut off date September 1, 1981

Suites 1 Bedroom and salon/suites 2 Bed-
roorms and salon/rates on request.

First night deposit required for first night
reservation. Make your cheque payable
to Holel Meridien, Monireal.

October 12-43 ACLS Course Workshops
Hanay o Oclober 14th 8:30-11:30 A M.
it Worksh ’ Number '
: 'orkshop Num
Chaiman —Dr. W Smith 1. Radiology of the Chest for Emergency
8:45 Introduction — Dr D. Walker Physicians — Dr. A. Palayew
8:30 Infectious Diseases in the Emergency 2. QccularEmergencies — Dr Nicolle
30 Depariment — Dr. A Kiainer 3. Care of the Crihically Il — Dr. A. Spanier

e T s 4. Seizures Their Management —
Coffea-Break
10- Dr. | Woods

) Rl e il i 5. Athletic Injuries — Dr B, Costello —
Emergency Department — Dr. A. Hakim
Lunch Ms. Dalzell
P.M. 13:30-16:30
Chalman —Dr. G Powell 6. X-Rays of the Abdomen — Dr L Stein
13:30 gf&“g;m"':;ﬁhe Hot Joint ~ 7. Infectious Diseases ! — Dr. A, Kiginer
. I &5~
14:30 New Acute Care Cardiac Drugs — & inaESUNICIlt pemensiss
Dr.J. G Villemure

Dr § Magder 9. Environmental Emergencies —
Cctffee-Break Dr, P. Vakior
15:45 Pediatric Trauma — Dr. M. Wayne 10. Endocrine Emergencies— Dr. S. Cruess,
19:00 CAEP General Meeting Dr. Y. Patel, Dr D Golfzrnan
PM the 13th No Host Bar )

October 45th 8:30-14:30 A M.

October 15th 141. Neuro-Radiology and the Emergency
Chalman — Dr. D. Walker Department — Dr. Ethier

8:30-11.30 Scientific Presentations. 12. Amhythmia Management —Dr. J. Lemire
Lunch 13. Toxicology!—Dr N. Eade
Chairman — Dr P. Lane 14. Infectious Diseases | — Dr. A Kiainer
43:30 Respiratory Failure — Dr P. Macklem 15. Stroke Assessment and Management —
14:30 Decision Making in Chest Pain — Dr Bass

Dr. M. McGrego
S P.M. 13:30-46:30
16:45 Review of Trauma Management — 16. Pediatric Emergency Radiology -

Dr W Ghent Dr Nogrady
19:00 Cocidails 17. Infectious Diseases lll— Dr. A, Klainer
20:00 Banquet 18. Coma Assessrnent, Treatment and

Prognosis — Dr. A. Hakim
October 16th 19. Traurma Management — Dr. M Wayne
Chailrman — DOr, R. Gerace 20. Toxicology If— Dr. N. Eade
8:30-10:20 The Approach to the “Dizzy” October 46th 8:30-14:30 A.M.
Patient =

Presentations and Panel Discussion: 2. Facial and Bdremity X-Rays — Dr. Dumas

Drs. Aube, Katsarkas, Stublngton 22. Pediattic Emergencies — Dr. N. Steinmetz
Coffes-Break 23. Clinical Procedures in the Emergency
40:45 The “Occult” Acute Abdomen — Depariment — Dr &. Powsl!

Dr A Spanier 24. Hand Injunes — Dr. Gaston Schwarlz
Lunch 25. EMS Planning and Management —
Chaimnan —Dr. A. Scholfz L izt
13:30 EMS and You —Dr L Vertesi
14:30 Medicolegal Aspects of Emergency

Care — Maitre Paul Bisalllon

Dr. D. Goltzman, Endocnnologist.

Dr. A Nieolle, Ophthalmologest,

Dr. N Sleinmeiz, Assistant Physiclanin-Chief,

Facully

Dr. Michel Aube, Neumlogist,

Moniraal Neurclogical Institute: Assistant
Professor. McGill University

Dr. Bess, Nourclogist,

Jewish General Hospital; Assistant Profassor,
MceGill University

D1, B. Costelio, Othopedic Surgson,
Co-diractor Trauma Service, Royal Victona
Haospital; Assistant Professor. MeGill University
Dr. 8. Cruess, Endocnnologist,
Director of Profassional Senaces, Royal
Victora Hospital; Assoclate Professor,

MeGill University

Ma. M. Daizell, Phystotherapist,

Dept, of Physlotherpay. Royal Vitoria Hospital
Dr. J. M. Dumas, Rodiclogist,

Royal Victona Hospital, Assistant Professor.
McGilt University

Dt. N. Eade, Dwrector Poison Control Center.
Montreal Children’s Hospital; Assistant
Professor, Dept. of Pharmacology, Assistant
Professor Dept. of Pediatrics, McGill University
Dx. E. Ethler, Radiclogistin-Chief.

Mentreal Neurological Hespital; Professor,
McGill University

Rovyal Victoria Hospital, Assistant Physicion.
Associate Professor, McGiII University

br W Ghent, 5
Hetel Dleu Hospﬂal Klngsfon. Professor.
Queen s Univeristy

Ds. A. Haklm, Neurclognst,

Monireal Neurclogicol Hospltal: Lecturer
Neurciogy. Neurcsurgery, McGlll University
Dr. A. Kalsarkas, Otolanymgologist.

Director Dizziness Clinle, Royal Victona
Hespital, Associate Professor, MeGill University
D1. A Kiaines, Chairman Dept of Intemal
Medicine, Momstown Memoral Hospital,
Professor, Columbia University

Dr. J. Lemire, Chairmnan of Carcrology,

Notre Dame Hespital. Assistant Professor
McGill University, Associate Profassor.
University of Montreal

Dr. §. Magder, Cardiiclogist,

Royal Victorla Hospital, McGill University

Dr P. Motklem, Physician-in-Chief,

Royal Victona Hospital: Chaiman & Pofessor.
Deparimenit of Medlcine. McGIll Unlversity

Dr- M. MeGregor, Cardiclogst,
Raoyal Victona Hospltal; Professor,
McGill University

3

Royal Victoria Hospital, Assistant Profassor,
MctGill University

-br- Nogrody, Rediclogist-n-Chief,

Monfreal Children’s Hospital McGH Uriverity
Dr. K. Ostertand, Director of immunology and
Rheumatology, Royal Victona Hospital,
Professor, McGil Univeraty

Dr. . Falayew, RodiologistHn-Chief,

Jewish Genenal Hospital: Professarand
Chaiman of Rodiology. MeSil University
Dr- Patel, Endocnnofogst,

Royal Victona Hospital, McGill University

Ds. G. Powell, Chisf of Emergency,

Foothills Hospital: Assistant Professor,
Calgary University

v, G. Schwartz, Plashc Sungeon.

Royal Victona Hospital, Assistant Professor,
MeGIil University

Dr. A Sponler, Surgeon,

Directorof ICU Jewlsh General Hospitat,
McGill University

Dr. L Steln, Director of Diagnoshic Radiology.
Royal Victona Hespital: Associate Professor.
MeGill University

Montreal Chlldren’s Hospital; Asslstant
Professor. McGH University

Dr. D- Stubington, Chaimnon of Candioiogy
Royal Victoda Hospital; Professor

MeG Unhvarsity

Dr. P Vakior, Emergency Physician,
Roval Victorla Hospltal; Lecturer,

MeGlH Unvarsity

Dt. L Vartes), Emargency Physician,
Royal Columbia Hospital; Vancouver,
Medical director ALS Program, B.C

Dr J, G- Villemuwe, Nsurosumgeon,
Mecntraal Neurological Hospital: Assistant
Prafessor, McGill University

Dr M. Wayne, Medical Director EMS
Ballingham, Washington. U.5., National
Faculty, Advanced Trourna Life Support
Dr. 1 Woods, Neurologust,

Montreal Newulogbql Hosplial, Assistont
Profassor. McGill Unversity

37



The First Annual Roads Lecture

Time and Trauma
By: W. R. Ghent, M.D., FR.C.S.(C), FA.C.S.

The honour of the first reciplent of o
lectureship In any flsld of endeavourls
doubly blessed. First that person may bask
In the glow untrammeled by the
eloquencs of lecturers that have
preceded him or her to the dais.
Secondly, the Initial lecturer has the
prime opportunity to present an historical
review of the subject o set the stage for
more leamed and sclentific endeavours
in the future.

I have been unduly honoured and 1 am
grateful to the Roads Club for this
opportunity to expound upon my interest
of the past quarter century to such anice
audience in such pleasant sumoundings
In B.C. In spite of these suroundings, | feel
that we must presume, all too sadly, that
trauma with its aftendant injuries and the
sudden death syndrome will remain part
and parcel of human existence.

The traurnatic experience Is many things
to many people; the appearance of
cacne on the unblemished face of a
teen-ager, the broken bone of an
aihlete, the sudden crib-death, the
everiasting and Increasingly numerous
acts of violence and mishaps related to
every possible activity which all too offen
ends the life of the victim, and forever
alters the lives of the survivors.

The results of the hostile and traumatic
environment in which we live our aliotted
years in this 20th century, are seen daliy in
our morgues and in our Emergency
Departments — the results of automobile
accidents, recreational accldents, home
accldents. indushial accldents, fam
acclidents, murder, and suicide. Numbers
when attached to these Individual
tragedies are impressive Indeed. The
automobile alone, and our passion for
travel, drunk or sober, in the past % of a
century has killed at least 10 million
Ppeople and has affacted by injury
ancther 500 million people. By these -
standards, warfare is hard-pressed in
competitlon. Six thousand young men
were killed In Viet Nam in one year and
this sparked protest marches in
Washington. There were no protest
marches for the 25 thousand young
people of the same age group that died
on the highways of the United States in
that same year.

Fifty American hostages in Tehran held
universal attention and front page
headlines at the tum of this decade, 567
Americans died by motor vehicle
violence on Christmas week-end in 1979,
and their plight rated only a fourth page
column in the newspapers. Is It famlliarty

orrepetition that allows this luxury of
indifference that afflicts the westem
world?

Maost of us In Europe and North America
grow up fo regard health and the three
score years and ten as the natural state
of man; disease and accident as the
unnatural, Theologians, philosophers,
and thinking persons past and present,
have devoted centuries of anxious
thought trylng to explain to themselves
and to others why their own particular
delty or bellef at times, seem to have
adopted arbitrary, unfair, and cruel forms
of retribution to visit individuals, oreven
whoie eras of hurman existence

Two of the greatest raumatic
experiences suffered by man — the Black
Death, and the Nazl Holocaust are
worthy recall. Survivors of either event
could discover no Divine purpose In the
pain that had been suffered, Disasters of
such magnitude seemed to indicate that
the absolutes of a fixed orderwere locsad
from their moorings.

The first even ended the age of
submission, a tum to individual

" conscience, schism for the church, and

the unrecognized beginning of modem
soclety. The second event, the Holocaust,
sent Jewsh scholars scurrying to
re-examine their law in order to explain
the sudden blindness of their God,
individual traumas, or traumatic
experences involving millions and
altering history — are they accidents of
circumstance, or evelutionary expedients
which have been explolted by nature to
enable the fittest to survive?

Hwill, In the next few minutes, conduct
you on a short pligrimage through the
Great Ages of Man. It will be a pilgimage
in the sense of a Joumey of devotion by
medical science. Long strides were made
by afew, but there was alse much
backslicling. At times, in a perusal of the
surgical literature of the past, one must
doubt if the human mind could be
regarded as our greatest resource.

Ancient Section

50 God created man in his own image,
male and female created he them — and
eventually two sons were bom, Cain and
Abel, and It came to pass when they
were in the field that Cain rose up against
Abel his brother and slew him. Genesfs —
the beginning. Man and trauma
synonymous — whether premeditated or
accidental,

Anthropological evidence shows that

hundreds of people suvived blows fo the
skull, thanks to the skill of the Neolithic
surgeon and his trusty fiint. The operation
they practiced became known
thousands of years later as Trepanning.
The operation itself did not change for
centuries, but the indication for it
changed profoundly Trepanning remains
the earliest surgical operation of which
any evidence remalns.

The most striking example of longevity of
any medical freatment, In use for over
5000 years and practised by both the
Chinese and the Stone Age Man, was
acupuncture. The idea probably comes
fromthe same stable as Trepanning, the
deslgn simply belng to release pent-up
forces in the body.

There are few references in the literature
to surgical techniques in the Summenan
and Babylonlan civilizations. The Egyptian
civilizatlons on the other hanag, left
considerable information of interest. One
Papyrus rolf discovered in Luxor in 1872,
describes the work of a surgeon famiiiar
with the concept of “Triage”. The same
PApys recognized aneurysms as Q result
of Injury, and goes on to mention 48 other
injunies, plus the treatments. Wounds were
closed with adhesive plaster, splints were
made of wood or linen soaked in giue.
There Is also very early record of the use of
Opiumn fo relieve pain, and red hot
cautery to check haemomhage.

Early Egyption surgety was of g fairly high
order, but later almost was destroyed by
mysticism, The Egyptian medical men, in
an alternpt to moke themselves
indispensable, ran headlong into the
cuiture of the times — the sorcery of the
Pharoahs — and lost. A parallslism Is
becoming apparent in modem Himes —
0s mediclne and govemment do battie
for the night to traat the sick.

The Greek cult of Aesculapius probably
represented the most successful attempt
in history to fuse religion, magic, and
nature curing Into the service of hedling.
Assculaplus was deified, and temples
sprang up where the sick could come to
worship and seek cures. The cult had the
great distinction of employing the first
and only surgeons fo have a death rate
which was exactly nii. At the first sign of
approaching death, patients were
dumped in the woods nearby lest that
their deaths in the temple should rar the
omnlpotent deity of Aesculaplus

First-aid measures were known to primitive
man, and were acknowledged as just
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that — something to be employed until
the magic took over. PFincers of termites
1o close wounds, poultices, bleeding and
herbal remedies were all in use. The
Greek medical men set up stalls
equipped with advice, sponges, and
running water.

It seerns heresy to report that the famed
Hippocrates had little to offer over the
first-ald level. He wrote extensively of
treatment for dislocations and broken
bones, but knew litle anatomy because
of laws prohlblting dissection — but In 460
B.C. water and instruments were bolled
and the surgeon’s hands and nails were
to be kept clean. It took a Lister 2000
years to rediscover this most important of
surgical skills

Greek surgeons brought thelr skills to
Rome to administer to the wounds
suffered by the gladiators and gymnasts
The farmous Galen, A.D, 131, leamed
much of his craft on the battered bodies
of gladiators. This honour was granted to
him ofter he had devised a successful
dressing for uptured tendons, nerves,
and gut

The Romans viewed medicine as the
province of slaves — but by the time of
Caesar's legions there were
soldier-medicf— skilled wound dressers on
the field of battle. Indeed valetudinaria,
legionary hospitals, were established to
which the wounded could be evacuated
— clways close, the better fo retum the
body to combat.

Renaissance and Modem History

A thousand years of darkness
charactenzed the history of medicine
from the fall of Rome until the
Renalssance — the interdm being
dominated by religion and magic, each
fo greater or lesser degrees as
dominance was fought for and won or
lost

Men such as Paracelsus and Vesalius
appedared, the first lead to a shiving off of
sclence from Religlon and Philosophy, the
saecond published an anatomyy text
based on dissection — so that by the early
16th century medical science was almost
free of extemal encumbrances and ready
to concentrate on fighting among
themselves. Onto such a stage walked
Ambrose Pare, a barber apprentice, in
thé vear 1510.

Pare became a military surgeon in the
endless wars in which France was
involved at this period. He leamed the
fundamentals of his profession on the

battefieid. He was a prolific wiiter,
regarded very highly by his
contermporares and made outstanding
contributions to the surgery of trauma. He
first argued that gunshot wounds were
not poisonedand did not require cautery
with bolling oll, thus reducing the
damage by at least 50%. He reintroduced
the use of the lgature for control of
bleeding in amputations and thus
relieved patients of the horror of red hot
cautery or bolling oll. In the process It
became a safe operation. He also
detalled the scope and responsibillty of
forward fleld hospitals and used camp
prostitutes to wash bandages, when not
otherwise engaged This degree of
cleanliness not only would have pleased
Hippocrates, but gained Pare notable
success in the freatment of the wounded.

Pare took surgery almost as far as it could
go without anqesthetics and asepsis. In
1597, however, his was a lonely voice
crying in the midst of baties in which the
death toll was appallingly high.,

The 17th century, though s reputation
stands higher because of the stimings of
sclentific curiosity, showed little
Improvement from the patient's polnt of
vlew. One valuable innovation during this
penod was the first use of the toumiquet,
by the surgecn Morel,

William Harvey was a contermnporary, and
his explorations of physlology were set In
place to form a platform on which
scientific medicine could be built,

The 18th century saw the barber surgeons
separate from their more academic
medical contemporares, The
stethoscope arived, thanks to the
Frenchran Rene Laennec. One Percival
Pott described treatments for ruptures of
liver, spleen, ovary and bladder. The
same man also published a book on
“Injuries to the Head From Externail
Vioclence”. His 1768 publication of
“Fractures and Disfocations™was
adopted all over the world. Indeed he
was the foremost bone setter of his time.
The fracture of the ankle that bears his
name always ended in amputation prior
to his manipulative reduction doctrine.,

Analgesia/Anaesthesia

Civilized man’s prolonged failure to find
ways to remove or reciuce pain presents
what is surely the most baffling problem in
medical history. Opium, Indian Hemp,
ond wine were all anclent remedles, but
by the 18th century a patient about to be

W R Ghent

operated upon received nothing but
brute strength to hold hirmin place. Finally
William Morton, a dentist, successfully
administered Nitrous Oxide at an
operation in the Massachusetts General,
and the reputation of anaesthetics
spread rapidly. The reason dentists were
so infiimately concemed suggests that
surgeons were “‘oncers”, they did not
expect to see a patient twice due fo
death orfear, and were not unduly
woried about causing paln, but a
dentist, fo atiract and keep patients, had
a strong inducement to make his work as
painless as possible. Chloroform, through
the work of Simpson, an Edinburgh
Obstetriclan, next gained acceplance.
Surgeons were soon using anaesthetics,
with spectacular advances in all of the
cutting specialties.

The Beginnings of Asepsis

One of the greatest tragedies that o
quixotic fate couid have devised thus
was perpetrated — anaesthesia before
asepsis — and it is gloomy to reflect that
anaesthesia was accepted more rapidly
than asepsls and the shocking rate of
death due to sepsis continyed and
mounted as further inroads into the body
were made.

Joseph Listerwas bom in 1827. He was
appointed Regius Professor of Surgery in
Edinburgh in 1861. The story of his
appointrment to this high office deserves
some mention. At that time this
appointment, of necessity, required not
only the approval of the Medical Faculty
ond the University, but also the
approbation of the Council and Mayor of
the City of Edinburgh. Lay particlpation In
medical matters is not anew
phenomenon by any stretch of the
Imagination. Lister observed and duly
reported that before the discovery of
anaesthesiq, two out of three patients
subjected to operation died of shock or
sepsis. After the advent of anaesthesia,
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Time and Trauma continued

one out of every three died, invariably
from mnfection. The nature of the problem
had almost been suggested before Lister
— as early as the 14th century when Henn
de Mondevillle insisted that “laudable
pus” need not be generated in wounds
Obstetricians had ‘noticed” that clean
hands and instruments prevented lying-in
fever which was ‘probably’ infectious, A
measure of proof of this theory was
added when a professor in Vienna
pricked his finger during a post-mortem
on a dead mother and died of blood
poisoning. The immediate and simple
action of washing one’s handsina
solution of Chloride of Lime, as had been
suggested by several before, dropped
the incidence of death at delivery from
1:6 to 1:100. Thus surgeons slowly
releamed the lesson of Hippocrates. It is
unforfunate that his oath received more
atention than his feachings.

Lister knew of this work and was
experiencing similar results with hospital
wounds. Louls Pasteur showed this
generation that infection was the result of
airborme organisms gaining access to
wounds. Affer much expeimentation,
Lister developed a cambolized-oil for his
instrurments, and proved Pasteur's
principles to be comect

Asepsis was never defined more
succinctly than by an old and very
successful Yorkshire veterinary surgeon,
Before every operation he perfomed, he
Insisted on being left alone in the fam
kitchen for half an hour On his death bed
his son begged him to tell the secret of his
success. The old man made sure no one
else was within earshot, ond then
whispered fo his son, “'f bolls me tools”
Lister tumed his attention to ligatures that
were free of organisms. Waxed silk left
hanging from the wound uniil it sloughed
out was the order of the day — aswas the
subsequent infection. After much work,
Lister came up with a carbollzed catgut
ligature which could be knotted,
absorbed, and the wound closed. His
original shellac dressings were replaced
with improved gouze dressings
Iimpregnated with an ever-growing series
of antiseptics.

Most surgery was still performed for the
results of injury, and was always traumatic
to all concemed. Lister's laboricus but
cartain proof of the comectness of
Pasteur's germ theory and his slow
evolution of a preventative antisepsis
based on that theory forned a key which
would unlock all of the body cavities with

safety for raumatic and non-traumatic ] was to cany wounded from the battle In

situations. The names of the rmen credited
with these advances and the institutions
they made famous are legion. The
Austrian, British, French, and American
surgeons vied for fame with varous
technical advances bent on the
destruchion of diseased tlssue with the
prevention of a reasonable nurmber of
hosts. However, there was still @
background cacophony of sound from
the mouths of those injured both in
peace and war.

The “Medical” Culcomsa of War

Wars and, to a lesser extent, accidents
have at once been a great cause of
physical trauma, but also have acted as
a potent incentive to ameliorate the
temkle injuries resultant. Necessity has
been the mother of invention, butitis
sad tale to unfold

The word casuaity is often tossed about
with reference to mayhem. | suggest
there is no such thing as a “'casually”, a
cold impersonal norHnvoiving noun.
Instead substitute, “the victimwas a 20
year old only son”, or the victim was “the
mother of two young children.” These are
individual fraumas, homible experiences
to individual lives suddenly mutilated or
ended, and reflected In the survivors
forever

There 15 no such thing as “‘our glorious
dead”, our “gallant wounded”, orour
brave wamiors, three of the great
platitudes of war literature. The political
endproduct of battle is victory or defeat.
The surgical outcome s always blood

The chances of @ man surviving his
wounds in battle have improved with
each war, but the Second World War,
1939 1o 1945, was the first war in recorded
history in which more men died from
enemy action than by disease, orlack of
medical attention. Even then, the
strategic apects of healing took
precedence over the humanitardan
aspects — nelther side could offord such
fearful losses — a higher percentage of
the woundesd had fo be retumed to the
Wars.

Transportation of the wounded has been
a problem, or no problem, In every war,
Hannibal had litters to camny the
wounded, Attila the Hun left his wounded
to be destroyed by the camp wormen.
The Byzantines In the ¢th century had
men known as Deputati, whose duty it

leather straps on the left side of a horse.
By the 10th century they had an
ambulance comps that had no equivalent
for 500 years.

In England during the wars of the Middle
Ages, the wounded were billeted in
monasteies, sent home, orkilled by their
comyades. Although vicarnously trained
medical persons had accompanied
military expedifions from the Crusades
through the Middle Ages, the first distinct
amy medical depanment was not
established until 1756, with sanitation,
diet, and transportation still the main
interest, The wounded were generally
regarded by military commanders as
aencumbrances

During the American War of
Independence, there were no first-aid
posts, no one frained to clean a wound,
apply a bandage. or make a stretcher. It
was so dreacdiful that i marked a tuming
point tn the U.S. army tactics. In the
future, the amy would not embark on
any military operation until a chain of
evacuation and treatment centres had
been established. British and French
doctors were also agitating to have
conveyances to move the wounded
away frorm the battle

Two grecat French surgeons, Percy and
Larrey. are considered consplcuous as
the real oringinators of the moderm plan
of removing soldiers frorn the field by
trained atfendants in speclally designed
conveyances.

The word “ambulance” Is derived from
the Latin. ambulare — to walk. Until the
end of the 19th century, the word had a
different meaning on the continent from
that in England. On the continent an
ambulance meant a “field hospital”
attached to an army and moving with it
~ "Hospftal ambuiant”. in England the
ambulance was the conveyance Itself.
The Germans with Teutonic direciness,
have always called their ambulances
“Kronkenwagen', During the Napoleonic
Wars, the French further instituted an
‘ambulonce volante’to come to the
wounded on the field with first-qid and, in
conjunction 'volfures d'ambulance’, light
camages suspended on springs. were
employed to remove the men back to
the field hospitals, Napoleon considered
the arangement ‘one of the happlest
conceptions of the age’. The French also
instituted a vehicle called the Wurtz,
camage designed to carmy surgeons,
dressings, hand-itters, and attendonts
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ato the battle, an arangement intended
o console the scldler, by sight if not by
ieed. Lest one feel the French soldiers
vere babied, Napoleon took 400,000
cldiers on his 1812 march to Moscow —
ind 100 surgeons. He did not expect
arge sick parades. Over 300,000 dled of
yphus on the way 10 Moscow and the
roops lsft fo storm the bastion were
rozen of their will to fight.

\s a sidelight to battle surgery, military
trategists have argued for years about
Japolecn’s second great defeat — at
Naterdoo. It has been conceded that he
1ad superior forces and wos a master
trategist, — and he lost, The reason for his
oss facks nobility. He had been in the
addle for three days reaching the
satieground. On day one, his
yaemomhoids thrombosed and, if you
:onsider the agony produced by an
Insyrpathetic saddle, one can
Inderstand why he spent a sleepless
iight before the battle. He fell into an
axhausted sleep at 5 a.m. only to awake
1t 7.30, one hour too lafe to deploy hls
Toops propery and thus was defeated by
Nellington,

lorence Nightingate acted as a catalyst
or public resentment during the Crimean
Var, 1854-55, as she reported on the
1ppalling medical conditions that,
lllowed 10,000 of the 23,000 British dead
o die fromiack of proper care.

he temble numbers of deaths resulting
rom lack of tfransportation to treatment
:@nters of some kind led Herry Donant, a
wiss, to be the founding splrt for the
levelopment of the Red Cross. The
nliitary hierarchy no longer could merely
olerate doctors at war, but must
ecognlize them as indispensable for their
»wn political survival at home.

rogress was slow: more money always
:ould be found to invent instrurmnents of
leath than those of humanity —
jrenades, land-mines, torpedoes.,
nachine guns, all almost as lethal as the
wtomobile, made thelr appearances in
juick succession

here were small steady improvements of
acilities during the American War of
ndependence. and the Franco-Prussian
Vars of the same period, 1860. Hand-held
tters, railway cars, and anything that
:ould roll was pressed into service for
wacuation of the wounded

twas, sadly enough, of dublous survival
renefit to the badly wounded scldier to
sach the hospitals of the time as asepsis
1ad still not reached the operating room

— and anaesthesia had not long
reached It There was still great danger of
gangrene, wounds left unstiiched to
prevent suppuration and were stuffed
with sponges — nothing sterilized.

Lister's work was known at this time, but
considered a nuisance by most except
perhaps the Germans. it Is of interest to
note that blood transfusion was used on
the field for the first time, again by the
Gemans, in the late 19th century.

Queen Victoria became a champion of
sick and wounded soldiers and was
instrumental in the opening of the Amny
Maedlcal School and the Royal Victoria
Hospital in the 1860's. Bearer companies
were established and became
responsible for collecting the wounded
and getting them 1o field hospitals and,
generally. sanltation and hyglene were
much iImproved as part of the parcel

In the Boer War of 1900, the first field
dressing kit was available to the soldier
forself-application — 2 sterlle dressings
stitched o a bandage. plus a safety pin.

W.W.1 burst upon an unsuspecting militia
and surgeons suddenly were confronted
with multiple wounds in the same patient
for the first time. This change in
muliplicity, plus the vast numbers
wounded, necessitated a whole new
chapter In military surgery.

The war was being fought largely over
farrn land, so contamination of wounds
was probable and common, and the
wounded arved at base hospitals with
sepsis well established. It was finally
realized that full operative freatment. In
well-equipped casualty clearing
hospitals, within 12 to 24 hours of
wounding was of primary importance. This
staterment was recognized as the
greatest contribution to military surgery
made during the war, and essentlally
consisted of wound debridement. The
Infroduction of the Thomas splint for
fractured legs, the opening of the pleural
cavity under ancesthehc, and the
recognition of shellshock. both physical
and mental, were additional advances of
this era.

The Austrian, Zinsser, wrote that nobody
won the war but the medical services.
Thelrincrease in knowledge of freatment
of the wounded was the sofe gain in the
devastating catastrophe., _
Medical services had continued to be
organized between wars. As eary as

1919, a De Havilland aircraft was used as
an ambulance transport. In lrag In 1923,
200 cases of dysentery among a column
of British troops were flown 9,000 miles to
Bagdad for freatment — flying time 129
hours — and | suppose the press at the
time reported it as “diamhoea with a
difference”

Blood transfuslon units were organized
before 1939, and sulphonamides were
introduced in Germany in 1935, these plus
the use of closed plaster treatment of
compound fractures pioneered by
Truetta in the Spanish War was a boon fo
the soldier, and aliowed many desperate
cases to reach the operating table and
to survive.

The warin North Afiica introduced the first
parachute surgical units who were
dropped where needed. i Is Interesting
to note that the personnel concemed
provided the blood for fransfusion. Cne's
stint of duty with such units was measured
in pints, notin months. Panicliin was used
extensively in Nocth Afiica with great
benefit, and the modem era of treating
infection, not preventing i, was
Inaugurated and another backward step
was made.

Transfusion supplies saved many rmen on
the Nomnandy beaches. Strapped into
the equipment of all assault units were
fransfuslon sets and, of more importance,
pararmedics trained to use the system.
Thirty-five years later, we are still fighting
to allow paramedics to administer
Ringer’s Lactate by infravencusin g
civilian setting.

Airevacuation in W.W, il was as important
a5 Penicillin and blood supply, and
carned huge nurmbers of men to
definitive therapy following initial battle
treatment.

The greatest single factorin sunvival for
the allied soldier in W.W._ll was the
prophylaxds agalnst Tetanus. This homible
decath was removed forever from the
battle casualties by achive immunization
of all milltary personnel,

The “Horsepower Race™

The war to end all wars was at best
shorHived truce and the galety of the
20's was repeated in a more restrained
fashion. This restraint was not practiced in
Detroit and the horsepower race was on,
Suddenly civilian surgeons
unaccustomed to the total body crush,
were seeing and feeling the effects of
rapid deceleration. Just as the military
surgeons of WW. | were at first appalled
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Time and Trauma continued

by the numerous wounds Inflicted by shell
and mortar fragments, the civilian
surgeons of the 40's and 50's were
overcorme by the multiplicity of body
systems that were tom asunder in motor
vehicle crashes at ever Increasing
speeds

Notable by its isolation in this period, the
Comell Aeronautical Laboratory must
receive mention. Tired of aircraft
accident investigation, they tumed to
the motor ear and found that ejection at
the time of impact accounted for 70% of
the fatalities. Of direct importance in the
prevention of motor vehicle fatalities was
the outcome In legisiation re. impact
safety door latches. Implicit in thelr
recommendations, atmost 30 years ago.
was the life-saving benefit of restraint
systerns for automotive passengers.

lfwe add the engineering advancesin
the &0's and 70's with safety glass In the
windshield, energy-absorbing steering
columns, energy-absorbing intenors, and
the provision of seat bels, we cannot
expect much rmore from our vehicles
except precise dnving capabilities

This pertod also focussed attention on the
highway tself. and highway design
began to reflect the modem trend of un
off space, breakaway light standards,
and energy absorbing roadside barmiers
This foo was a bitter fight waged by a few
of the medical profession to pesuade
highway engineers that it was better to
damage a light pole than kill a driver

Still the toll of dead and injured mounted
The fiist motor vehicle fatallity in North
Amenca occunead on the streets of New
York City in 1908, when a male chauvinlst,
alighting from a strestcar, stopped to
hand down a lady passenger. For his
chivairy, he was struck dead by a
horselaess canmiage and thereby
contributed the first of 1,000,000 U.S.
traffic deaths by 1976. These deaths have
been attended by a homrendous flood of
injured, some 50,000,000 In the past 60
years in the same country

Transportation of the Injured Patient

The hapless victim of roadway violence
has not fared too well over the past half
centfury. We as civilians wers slow to leam
the military lessons first applauded by
Napocleon as “one of the happiest
conceptions of the age” . We were
content o welcome fraffic casualties at
the emergency department, no matter
how they were transported from the
scene. In Canada, as in many other
jurisdictions, the regulation of

ambulances was hon-existent until the
early 1970's and this led to the public
statement by Maj. General Worthington
in Maclean’s Magazine in 1967 that ““the
ambulance situation in Canada could
be compared to that received by
wounded milltary personnel in the Frst
World War 50 years pravious.

Things have begun to change for victims
of sudden illness and injury Here iIn B.C.,
we have the best province-wide
ambulance systerm in Canada with
personnel frained and allowed 1o
resuscitate as well as transport. The tale of
two pities — medical indifference and
public apathy — finally has been
rewritten west of the Rockles and, to a
lesser extent, In the sister province of
Alberta. In the rest of Canada, the
acutely ill and Injured are definitely
second rate citizens in the emergency
care and transportation that Is avallable
We cannot leave the field of transport for
the acutely injured without remembering
a medical man, an anaesthetist and a
humanitarian, the late Dr. Norman
McNally. He started it all in Canada in
Ontario when he, as Director of
Emergency Heatth Services of the old
Department of Health, persuaded our
legislature to remove the hypothetical
jurisdiction of ambulance regulation from
the Department of Highways in 1965. In
1967 it was changed to the jurisdiction of
the Minister of Health, and the first
Armbulance Act which defined an
ambulance and set basic crteria forits
operation was enacted. It was one of my
privileges in this field fo accompany Norm
to B.C. in 1974 to espouse our philosophy
in this field. B.C. was fortunate in two ways
— areceptive govemment and a man
named Dr Peter Ransford who has been
responsible for the development of B.C.'s
emergency care and transport system.
The philosophy we enunciated years ago
with a definition of an ambulance as “a
mobile extension of the emergency
department” has been realized here at
least.”

We must tum to the military even in
modem times to leam forward steps in
humanity for the injured patient. Two
limited was in all of our memories have
set the stage for civilions to follow If they
will, in Korea there were two notable
occumrences. The advent of the
helicopter allowed for quick rescue and
deployment to treatment areas for the
injured. This allowed many survivors o

reach surgical areas for resuscitation a
definitive care. The efficiency of swift
transport after minimal first cid
stabilization was proven beyond the
shadow of a doubt

The Devslopment of Trauma Unils

The second innovation in Korea was nc
as successful. This was the developmen
of Organ Traurna Units, i.e. if the head v
most seriously injured, the patient went
the head unit. This was [ess than
successful and in Viet Nam, the Traumc
Unit came to frultion In which totatl bod
care was the order of the day.

In this war, the helicopters used for
evacuation were staffed with
pararmedics who were trained in the ar
and science of initial freatment before
evacuation began in a vehicle of such
size and with such equipment that
freatment could be continued until
letdown ata “M.A.S.H.” unit.

This combined expertise and speed
delivered many seversly injured patien
to the surgeons for final resuscliation
measures and treatment that, under
normai or clivilian clrcumstances, woulc
have died.

For every action there is a reaction. The
reaction in this case was the recognitic
of a brand new entity in severely shock
patients that survived to reach medice
attention This entity was first called Vie
Nam Lung, then Shock Lung, and finatl
today is the adult respiratory distress
syndrome

This body reaction to severe frauma in
itself | suppose was to be expected. The
unexpected was the rekindling of
physiologlcal interest in surgeons
generally. This, with the cid of the
sophisticated monitorng systems, is no
called critfical care unit. The same
expertise aids not only the surgically ill,
but alsc the medicdlly ill to a greater
survival rate

At this point in time, 1 should Introduce «
modem Harvey, Tom Shires, a military
surgeon who, in civilian life, worked af 1
Parkland Hospital in Dallas. He, as Chie
the busiest Trauma Hospital In North
Amerca, colned the philosophy that a
comparad to wartime, civilian surgical
practice indicated thatwe live in 'am
hostile environment”.

This environment /s hostile in many form
of physical viclence.

There is another violence that rears its
head in the traumatized victim, and th:
is in the form of bacteria that Lister and
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Pasteur had sought to defeat

The modem trauma victim is more
susceptible to bactedal infection than
any other patient undergoing surgery.
Frst of ali, 80% of dall road traffic victims
have aicohol on board at the fime of
injury. This not only makes diagnosis more
difficult, but aleohol has a selective
action on the polymorphs, our first line of
defence, and renders them less than
active at a time when they are needed
rnost

Of course, surgically we do all we can to
help these iitile microbes travel. Our
critical care areas are complete with
thousands of doliars of Individual patient
rnonlitoring equipment — and only one
sink to wash one’s hands between
patients for the whole unit. Listerwould
re-infroduce his carbolized spray If he had
a chance circa 1980

The magnitude of this unseen hostility was
documented about 5 years ago by Lester
Dragstedt, and he estimated that
surgically Induced Infections cost the
United States about $5,000,000,000.00 per
yaar

The Emergency Depariment

Let us, fora moment in time, retrace our
steps to a second vital link in the care of
the tfraumatized patient — the
emergency department. This area of a
hospital was always considered as an
add-on loss leader until after the Second
Word War. At this point In ime, a strange
combination of circumstances combined
to play the devil’s advocate to hospital
planning. Arst, there was an acute
shortage of Family Practitioners, secondly
there was o large body of young
Canadians who had retfumed from the
selvices and who were accustomed to
recelving their medical care upon
demand at the military establishments.
The final truism in this tiad was the
sudden redlization that if they went fo an
emergency department. help would be
found for them by the nursing staff. Into
this melee was thrown the
everncreasing results of sudden stops on
the highway and ovemight, the
emergency department became the
busiest place In the hospital.

It was soon evident that thiswas a
speciaity area in breadth medically, and
a limited area temporally. No longerwas
It safe or sensibie to staff this area with the
lowest member of the medical hierarchy
— the junior infeme. A new specialty has
been bom and, although emergency
departments were once ¢ surgical areq,

the expertise in the emergency
physiclan’s training benefits the M. 1.
patient as much as the traffic accident
victim.

By and large, however, circa 1980 the
architectural planning of a majority of our
emergency departments in Canada
leaves much to be desired. The basic
space formula of 6 square feet for each
100 visits per year has not received
widespread acceptance by hospitat
architects, govemmental granting
agencies, or by hospital Boards of
Directors

The final stage in medicol organization is
showing signs of vitalization in Canada. |
refer fo frauma units staffed with surgical
and nursing personnel dedicated to the
rescue of young lives. The worth of these
units has been proven militarily in Viet
Nam-and also in many areas south of the
border.

The development and deployment of
these specialized units dictates g
regionalization of surgical planning that
seams fo have escaped our medical
politicians thus far in time. The necessary
transfer system including paramedic
attention for land, water, or air transport
must be part and parcel of this regional
organization.

Conclusion

Throughout this discourse, | have
intimated that trauma is the poor country
cousin socially, medically, and politically.
The N. R. C. of United States, following the
Alrlie Conference in 1974, concluded that
traurna was “'the neglected disecse of
modem society”. As a measure of this
neglect, sorme compansons are pertinent.
If we cssume 3 score and 10 as a natural
tife span, in 1976 in Canada, by
premature death, cancerin all of its forms
wasted 135,000 person years,
cardiovascular disease 192,000 person
years, and trauma, with its younger
patrons, a staggering 234,000 person
years. How did Canadians react? They
spent §7,000,000.00 on research for heart
disease, $4,500,000.00 on cancer
research, and a paltry $220,000.00 on
trauma with all of is ramifications.
Neglected to the point of ignored.

My greatest wish is that the resolution
passed by General Council on 156
September, 1980, will reach frultion in my
lifetime. Briefly the Emergency Medical

Services Cormmittee of the C. M. A put
forward a resolution to General Councll
that the C. M. A. assume respons|billty for
the formation of a Trauma Foundatlon for
Canada This | hope will be as successful
as the Heart Foundation and the Cancer
Soclety in the field of education for the
public, and in the process of education,
for the solicitation of funds to be applied
to research in ail aspects of pravention
and treatment for the greatest
confinulng epidemic organized
medicine and sociely has ever faced

In conclusion, it is with sincere
humbleness that | have appeared before
you today. | am merely the spokesmman for
the dedicated people In the “'Roads
Club”. It has been thelr enthusiasm and
work that has for the first time cracked the
shell of medical Indifference in Canada
by the establishment of an Annual
Lectureship on Trauma. In the sands of
time their achievernent will lcom large in
the lives and the living of future
generations in Canada

Roads Club, Kingston, Onlarie, Canada

This club was founded In 1974 by a group of
pubhc minded cifizens who had become
interested IN ihe devasiahng effects of frauma
The name s denved from the inhals of the
founding memibers

Mrs Doreen Adams, Dr Kenneth Adoms, Miss
Manon Dealy, Miss Theresa Rodgers. and Mrs
Joyce Slomer

The club has enlorged to o membershup of fifty
and funds have been collected to over
$10.000.00 The club is registeredt as ¢ chariiable
organization and a sizable bequest has been
donated tothe Canadion Medical Associchon
These funds are used to finarce the Roads
Lectureship at the Annual Meeting of the CM A
This lectureship 15 dedicated 1o subjects related
fo frauma

The first leciureship was held at the Annual
Meehng of the C M.A inVancouver, and Iwas
honcured o present "Time and Traumna” to this
audience.

The Roads Club is unigue, it is the first of its kind i
Canade, and it has esfablished the firs and only
lectureship on an annual basis dedicated fo the
educahcn of physicians in the ot and science of
tfreatment and prevention of the disease called
“Traurna”.
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'Editorial

The Future of Emergency Medicine ... Again!

Editorial pages of late have been replete
with musings on the future of Emergency
Medicine in both Canada ond the United
States. “Sounding Boards” in the February
19. 1981 issue of the New England Joumal
of Medicine contained two articles of
widely contrasting views. J. D. Leitzell
sketched the history of the development
of fulHime Emergeny Physicians in the
United States, and concluded that there
are now “tight constraints on the growth
of Emergency Mediclne”. The rise of more
primary care physiclans was cited as likely
lsading to an “inevitable” decline In
patient volumes. The present “glut of
applicants for good positions” will lead to
“greater competition” in the years
chead and, presurmnably, downward
pressure on salaries.

Leitzell predicted a rather gicomy and
uncertain future for Emergency Medicine
in that country

Ancther full-lime Emergency Physician,
and the curent president of ACEP,
Leonard M. Riggs drew just the opposite
conclusion. In his discussion, in the same
Issue of NEJM, he outlined the history of
the “decade of development” which, in
September 1979 culminated in the
recognition of Emergency Medicine as a
specialty by the American Board of
Specialties. Rlggs aiso traced the rapid
development of residency programmes in
the U.S.A., from 1972 when one
programme graduated two Emergency
Physicians, to 1980 when 53 approved
prograrmmes graduated 225 E.P.s. By 1990
itis anticipated that there will be 6500
board-ceriified E.P.'sin the US.A.

Riggs concludes:

“The role of emergency medicine in the
continuum of health care has evolved
relatively quickly although the field is not

without a strong foundation. It isa
specially, ke others, that requires
energy. commitment and a singular
personallty”.

Closerio Home

A third example of self-avowed
“erystalkball gazing” was in the February
1981 Canadian Family Physician. Dr.
Donald Rice, Executive Director of the
College of Family Physicians of Canada,
posed the question “Certification in
Emergency Medicine: AThreat ora
Promise for Farnlly Physicians?” Dr. Rice
‘sketched a sormewhat edltorialized
verslon of the events leading to the
current situation regarding certification in
Emergency Medicine in Canada. He then
atternpted to outline the philosophy of
the College of Family Physicians of
Canada (CFPC) regarding certification

“given that the problerns encountered in
most emergency depanments are
multidisciplinary and first contact
(primary care), and given that the vast
majority of such problems are nondife
threatening (estimated at 85%) and
episodic in nature, the CFPC believes
that soclety will be best served by
physicians who are trained as family
physicions with the additional .
knowledge and skills appropriate to the
mandagement of the true
life-threatening emergency”.

Dr. Rice has cleary Identified the
keystone of the CFPC position, and it
must be recognized for what it is. The
logic here is dangerous Indeed, and, if
applled to any other specialty, would
lead to most peculiar conclusions.
Surely, the vast majority of obstetrical
cases are simple and nondife
threatening. Therefore, we need only
provide the family physician with the
“appropriate additional knowledge
and skills” . Suraly, the vast majority of
anaesthetic, neurologic, dematologic.
surgical and other problems are stmilarly
norHife threatening. Family physicians
should therefore be able to
competently manage all of these
patients!

Emergency Medicine issignificantly
different from all other speclalties. This
has been recognized by the American
Board of Specialties and the Royal
College of Physicians and Surgeons of
Canada, Itis time the College of Family
Physicians of Canada recognized this.
Henry Graves put it nicely in JACEP in
1976

*Family practice is a frue specialty and the
first recognized specialiy In breadth,
It has as one of Its erteria that of
continuing care of the patient and his
family. lts core is heavy In the behavioral
sclences as well it should be.

Emergency Medicine is also a specialty of
breadth, but, with depth In those areas in
which it is particularly involved
Continuing care is not part of our profile
and the behavioral sciences enter our
training only as they apply to a particular
patient in a relatively short ime.

Now that | am an emergency physicion,
the majority of my practice invoives the
immediate comection of an individual
problem and the referral back to the
patient's physiclan. The focus Is different,
the skills are different, and the content is
different. Although much of the content
listed in the domain of farmily practice is
also listed for emergency medicine, the
emphasis, approach and method of
handling are so completely different that
they could not be taught correctly side
by side.”

Rice concludss by ralsing a few red flags
to his readers. He clairms that cerification
will lead to emergency physicians setting
up follow-up and ambulatory clinics,
leading to increased competition for
patlents. Where follow-up clinics cumently
exist, it 1s to relieve the load in the
Emergency Department. Many
departments are indeed overmun with
ambulatory patients with non-emergent
problers. But, they come to the
emergency department for a reason. For




E. M. Training Programmes -

some reason, these patients feel they can
get better, faster, more accessible care in
the country’s emergency departments. If
the CFPC goal is to discourage this
pattem of heaith consumption, then it
must address the queshon by making the
family physician’s office more attractive,
not by dectying the certification of
emergency physicians.

Similarly, Rice wams that certification of
emergency physicians will mean that
unqualified physicians may not get
privileges to practice in the emergency
.department Surely, the CFPC Is not
objecting to defining and recognizing
standards of practice by certification
After all, the CAPC has worked long and
hard toward the certification of family
physiclans. This has lead many hospitals
to restiict privileges to those family
physicians with the CCFP. Indeed, in
Ontarlo, the Chaimen of the Family
Medicine training programmes have
even said that a CCFP should be a
pre-requisite to acquinng a licence to
practice in the provincel Yet, Dr. Rice
urges that the CFPC “'discourage
hospltals from limiting emergency
department privileges to physicians with
certification in emergency medicine . . .”
This does not appear consistent with the
CFPC stand on family physician
certification.

The time has come for family physicians
and emergency physiclans in Canada fo
racognize that they each have important
and evolving roles to play in the health
delivery system. The constant bickerings
over the “temtoral imperative” of each
detract from the high quality of care
each (s capable of providing. In the end,
ohly our patients stand to suffer or gain.

PeterL Lane

Caigary. Aita.

London, Onfarlo -

Hospitals Holy Cross Hospitcl, Foothills
Hospital, Calgary General Hospital
Universily Calgary.

Programme Director Dr. G. Powell, Chief,
Division of Emergency Services, Foothills
Hospital, Calgary. Alta., T2N 219

Type of Programme Pre~requisite 2 yrs
broadly based clinical exposure, (not
necessarily Family Medicine} with a
minimum of one further year of
Emergency Medicine

Size 3 residents peryear

Accreditation none

Cerificate hope to be able soon 1o give
a U of C diploma.

Ottawa, Ontario

Hospitals Ottawa General Hospital,
Ottawa Civic Hospital. Children’s Hospital
of Eastem Ontario

University Ottawa

Programme Director Dr. A, F. Henty, Chief.
Emergency Dept., Ottawa Civic Hospital,
Ottawa, Ontano, K1Y 4E9

Type of Programme three (3) yr post-M.D.
programme, two (2} yr of which meet the
requirements of the Dept. of Family
Medicine Programme

Size four residents peryear

Accreditation none perse, although it is
hoped that residents will be eligible to sit
the exams of the CFPC.

Ceilificate none

Klngslon, Ontarlo

Hospitals Kingston General Hospltal,
Hotel Dieu Hospital.

University Queen'’s >
Programme DirectorDr. L E. Dagnone,
Emergency Dept., Hotel Dieu Hospital,
Kingsfon, Ontario, K7L 3H6

Type of Programme 3 yr post-M.D. or2yr
post infemship. broadly based fraining,
research exposure in final year

Size maximum of four (4) residents per
year.

Accreditation none.

Cerlification none at present

Hospitals Victona Hospital, St. Joseph's
Hospital, University Hospiltal

Universily Westem Ontario

Programme Director Dr. K. Ferguson,
Director, Dept. Emergency Medicine,
Victona Hospital, 394 South St., London,
Onfano, N6A 4G5,

Type of Programme two (2} yr programme
after intemship, broadly based training
with emphasis on infemal medicine
Accreditation accepted by RCPS(C) as
two yrs of infemal medicine training.
Cetlification none

Montreal, P.QL

Hospitals Royal Victoria Hospltal,
Montreal Neurclogical Institute, Montreal
Chiidren’s Hospital, Queen Elizabeth
Hospital, St. Mary’s Hospital, Jacksonville
Memonal Hospital.

University McGill.

Programme Director Dr Wayne Smith.
Royal Victona Hospital, Emergency Dept.,
487 Pine Ave.. W.. Montreal, P.Q.,

H3A 1A1

Type of Programme two yr post-intemship;
broad based fraining, elective In
Jacksonville, Ra

Size six (6) residents pervear.
Accreditation LREC/ABEM (nothing
Canadian as yet).

Cerlificate eligible to wiite ABEM examsin
U.S.A, cerlifiable from McGill and Royal
Victoria Hospital.




Noticeboard

 Positions Available

Mid-Aflantic Opportunities -

(Partial Listing)

Eastem Pa.

ASSOC. DIRECTOR — Major teaching hospital with active ED,
future plans for EM. Resldency and frauma centre designation
(60K}

Central Pa.

DIRECTOR — Community hospital in semiqrural location, ED
volume approximeate 23,000 (minimal trauma) — compensation
to 80K,

Waeslem Pa.

DIRECTOR — Major teaching hospital in excellent location; prefer
speclalty board certification ond administrative experence.
Cornpensation 90K,

Weslem Pa.

ASSOC. DIRECTOR — Community teaching hospital in westem
orea with new emergency and crtical care facilities, E.M.
residency to begin July. 1981, Compensation 75K,

Wesiem Pa.

Staff physician for new medical center in semi+ural location —
active volume of 50,000 with high traurma — compensation 75K.
West Va.

Staff physicians for new community hospital located within 30
minuies of metro area — volume of 26,000. Compenisation
package exceeds 80K for 40 hr week.

New York

DIRECTOR and staff for community hospital in Upstate New York,
compensation to 70K.

For additional information please contact
Daniel Sterm ancd Associates

211 N. Whitefield Street, Suite 240
Pittsburgh, PA 15206

412-3639700

Emergency Room Physician

Opening forfull time or part time physician. Remuneration by the
shift at $28/hr. on weekends and $24/hr. on weekdays. Very
comfortable pace. Must have ACLS and Ontario license.

For Informnation contact Dr. C. Winegard, Director of Emergency
Department, Samia General Hospltal, Samia, Ontario.

Replias to CAEP Raview Boxes should be
addressad:

c/o The Editor

CAEP Review

Dept. Emergency Services

Sunnybrook Medical Cenire

Toronto, Ont. M4N 3M5

| Emergency Physicians Wanted

2 full time positions available to expand well established
emergency group in Wateroo Region. Approximately 40 hours
perweek. Income $50,000 minimum in 1st year, Applicants must
have Ontario icense, CMPA, ACLS, BCLS. Preference given to
those with 2 years emergency service experience or more and tc
those with career orentation.

3 summeriocum tenens positions available with well establishec
emergency group in Waterloo Region. Positions to un from
approxirnatsly micklune to mid-September/ 1981, Excellent pay
schedule avdilable. Reasonable working hours and conditions.
Applicants must have Ontario license, CMPA, ACLS, BCLS.,
Preference will be given to those with 2 years emergency
experience or more.

To apply for the above positions, apply in writing with cumculum
vitae and 3 references to

Dr. James H. Swann

105 Thomdale Place

Wateroo, Ontario N2L 5Y8

For further information call 1-519-886-8686.

Emergency Physician for Teaching Hospital

Quadlifications & Requirements:

1. License to practice medicine in Canada

2 Canadian Medical Protective Association insurance

3. Bither formal fraining in, or a practice focusing upon
Emergency Medicine

4. Atleast 3 recommendations from other emergency physician:
which comment upeon abillty to cany out responsikilities
mentioned below

5. Subrmission of a cument Cumiculum Vitae

6. ACLS fraining.

Responslibliities:
1. 30-35 hours per week of emergency shifts rotating with seven
othar emergency physicians
2. On call one night in four to six for trauma patient
3. Teaching— paramedics
— medical students
— resicdents
4, Research into Emergency Medicine related projects

Beneflis:

1. University of Toronto Appointment

2. $55,000 per annum (hegotiable)

3. Full health, group life and disabillty insurance
4. Excellent refirerent benefits

Reply
CAEP Review, Box 100
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Fulltime facully in Emergency Medicine.

University of Alberta Hospilal.

FulHtime Emergency Physician required to cornplete staffing
needs, and to take part in the academic development of
Medicine in the University of Alberta Hospital. The position
canies a Faculty appointment, and in additlon to serving
patient needs for a volume of approximately 60,000 per annum.
The successful applicant will be expected to take part In
teaching of medical undergraduates, nurses and nurse
practlticners. There Is no residency programme at present, but
we are hopeful of instituting one within the next two years or so.
In this time span we will also be moving to the new Walter
MacKenzie Health Sevices Centre

At the present time remuneration is by salary, at a rate of
$53,000 per annum, but this will change to fee-peritem of
sarvice on a group basis in the next month or so.

Applicants must have two years post M.D. experience in
Emetgency, or Emergency related fields, be llcensable in
Alberta, and have, cr be willing to take BCLS and ACLS.

Please forward applications with cuniculum vitae and names of
three referees to

Dr. J. M. Davidson,

Divislon of Emergency Services,

University of Alberta Hospital,

112 Street & 84 Avenue,

Edmonton, Alberta T4 287

Emergency Physicians
Career oriented Emergency Physicians wanted to establish a full
time group In @ major teaching hospital in downtown Toronto.

For information call orwrite:

Dr. T. N. Estall

Director of Emergency Services
5t Michael’s Hospital

30 Bond Street

Toronto, Ontarlo MSB 1W8
1-416-360-4069

Emergency Depariment Physician

Full time position in Emergency Department of 450 bed general
hospital, Fee for service. Rotating shifts. Physiclan interested in
Emergency Department medicine as career preferred.

Please include-cumiculum vitae and references with application
to.

Executive Dirsctor

Believille General Hospital

265 Dundas Street East

Belleville, Ontario K8N 5A9

Placement Service

Emergency Physician Placement Exchange

Afree service 1o CAEP members. Provides up-to-date Information
on openings in Emergency Medicine in Canada and on
physicians available:

Listings Inchude:

Full ime positions

Part time positions

Directorships

Locum tenens in Emergency Medicine

To List Your EM. Opening

or

To Inquire About Available Positions
Wiite

Dr. PeterLane

Secretary, CAEP

c/o Dept. of Emergency Services
Sunnybrook Medical Centre

2075 Bayvlew Avenue

Toronto, Ontardo. M4N 3M5

Classified Rales

Your Opporiunity to reach Canadian Emergency
Physicians

Regular Classified Rates (for each insertion) $15.00 for the first 40
words or less, additional words 20¢ each to madmum of 150
words [additional $5.00 for frame).

Up to 5 words bold-face heading free

Additional $5.00 for CAEP Review Box Nurber.

Issue Dale Deadline for Inciusion
Jan. 1 Dec.1

Aprit 1 Mar. 1

July 1 June 1

Cct. 1 Sept. 1

Advertisements shouid be typed, double-spaced, with heading
underined. Covering letter on separate sheet should specify
date(s) of insertion, request for Box, request for frame, etc.
Display Advertising: ‘81 Rate Card Avaliable on request

Address all comespondence to;
Dr. Peter Lane

Editor, CAEP Review

c/o Dept. of Emergency Services
Sunnybrook Medlcal Centre
2075 Bayview Avenue

Toronto, Ontario  M4AN 3M5
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