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EDITORIAL COMMENTS

In March of 1985 this column sent out an alert signal on AIDS. It was one of the first statements on the killer disease
in the world and perhaps the earliest publication on the subject in the entire Caribbean. A special word of praise is due
to the Ministry of Health's AIDS team for the aggressive and comprehensive attack it has mounted in an effort to
combat the different problems encountered. The AIDS team needs the continued support of every health care
professional. Every attempt must be utilised to reinforce the message of prevention. A lull in our combined efforts will
lead to complacency on the part of those at risk. The results of this can only be disastrous.

This time we are sending out another alert signal. This one is on TRAUMA. There is an unbelievable number of
people in this world who are being traumatised - physically, sexually and emotionally. It is time now to take stock and
for preventive interventions to be set in place. Physicians all over the world are seriously concerned at the escalation of
violence which has taken place over the past few years. The emergency rooms are stretched to the limit, while dealing
mainly with trauma related problems, most of which are avoidable. This is it - we just cannot afford to take any more
of this, without diverting health care commitments from other areas.

In The Bahamas already for this year a score and more persons have died in road traffic accidents. Tragically too, a
much greater number of persons are paralysed or otherwise maimed by these incidents - many of which could easily
have been avoided. The gravity of the problem extends beyond the actual physical disability of the individuals
concerned. It involves relatives, the workforce, astronomical amounts of private and public expenditure and causes a
strain on the health professionals and the heal1th system.

While one is encouraged by the recent effort by the police and traffic departments to tighten up on the traffic
violations there are several problems which merit special attention. Among them are non-functional street and traffic
tights, 'traffic light runners' and 'zoomers', atrocious wrecks with recent inspection stickers, delivery trucks without appro
priate safety railings, vehicles parked in blind zones, young helmetless rent-a-bike riders who can barely manage their
vehicles and a few public transport buses driven with appalling road sense. We strongly recommend the installation of
permanent radar surveillance, the regular policing of heavy traffic junctions, the mandatory use of seatbelts, spot testing
for alcohol and other drugs and the hiring of traffic wardens empowered to impose fines for traffic violations, on site.

There is widespread concern about the carnage on the roads and violence in general. Violence at home, at school
and in the movies plays a significant role in the genesis of further violence. This is as good a time as any to commence
a program of public education and perhaps for the revival of road blocks. The Medical Association of The Bahamas is
willing to provide all the necessary assistance in such a public education program. Preventive steps will eventually be
more cost effective than crisis management.

The Medical Association's recently held Annual Scientific Conference focused on the various aspects of trauma. The
views expressed at the sessions are shared by almost alII, if not all physicians. There is just too much trauma around 
and most of it is preventable. Now it is time for the physician community to follow words with appropriate action. We all
agree that prevention is the best and the least expensive method to curb this disease. We have to instrument our own
public education measures so that the public will be able to fully understand the devastating impact of trauma on the
physical, social and economic life of this country. It is especially true for the Caribbean that no country can thrive if it's
residents and visitors feel unsafe on the roads or in their homes.

The MAB will continue to press for the enforcement of existing laws and where necessary, for new legislation to
make our roads, our homes and the environment safer. All this of course will have to be done within the framework of
human rights. Nobody is suggesting a panic approach, but there must be enforcement - surely fair, humane and
uniform enforcement of laws.

It is only with this combined approach of legislation and education that we will be able to change attitudes enough to
ensure that we all will finally learn to buckle-up (children included), not drive under the influence and slow down and
live.

'nr, 'R.obill 'R.obcrl.'i



Australia and Canada have documented decreased motor vehicle accident mortalities by figures of 25-30 percent with
the introduction of seat belt legislation. In Nova Scotia, the head injury statistics have fallen to 75/100,000 per year from
previous figures of 150-200 which are still prevelant in the United States. In the United States, where only 34 States
have seat belt legislation and only 8 of those have primary enforcement laws. As a result there has been very little dent
on the mortality rate in the United States. Other measures that can be thought of are, strict enforcement of speed limit
and redesign of roadways, etc., all of which can only be done by a close study of the local situation.

With regard to motorcycle and bicycle accidents, it is clear that mandatory use of helmets has made a big differ
ence in countries in which these laws have been enforced. Unfortunately, in the United States the helmet laws were re
pealed in many States in 1976. Since then the head injury mortality for motorcycles has risen by 40 percent. This is a
good example of freedom of choice gone amuck. As far as homicides are concerned, this is a much more difficult and
complicated problem. It is my view that handgun legislation and stricter control of private ownership of guns in general
make a big difference. In Nova Scotia, we get more hunters damaged by firearms than people who are murdered, which
amount to a total of less than 5-6 people in a population of 900,000/annum. It has been well shown in the United States
that one out of six attempts of homicide with a gun is successful, versus one out of sixteen attempts with a knife. In
1982 almost 50% of the 26,000 murders, in the United States, were committed with hand guns. We could go on and on,
but the fact that for each death due to a particular cause of trauma, there are many injured and maimed and only by
careful study of each causative factor can appropriate preventative measures be designed that would be indigenous to
the particular population.

Even if one were to establish a more efficient epidemiologic surveillance system for trauma, and institute preven
tive measures, as well as education, there still will exist the necessity for treatment of acute injuries. This will, of course,
involve the improvement of pre-hospital treatment and transport as well as systems of treating these patients in the local
and referral centers. It has been repeatedly shown that with trauma in general, 85% of the patients can be treated local
ly, 10% require referral to a more sophisticated center and only 5% of patients really need the facilities and expertise of
a highly equipped trauma unit. The EMS and trauma systems established in the United States have much to commend
them, and utilizing the principles gleaned from the development of such systems it seems as if a system designed for
the Bahamas can be a reality in the very near future. New Providence already has all the basic ingredients, Le. a rela
tively well equipped hospital with an intensive care and operative set-up well supplied with anesthesia and surgical ex
pertise, as well as adequate radiologic facilities, inclUding a CT scan, dedicated primary care physicians and emergency
physicians who are the initial links in the development of such a system. In my view, other personnel such as paramed
ics, ambulance attendants and nursing staff should be trained and certified in acute trauma care as well.

The best of systems are useless if the products, Le. the patients saved, do not have facilities for rehabilitation and
a means of return to useful existence. There is a real' need in developing countries, such as the Bahamas, to concen
trate on rehabilitative care. It is my experience that this area, i.e. rehabilitation and follow-up, is a critical part of the link
and one which is frequently neglected.

From a review of the statistics, it is clear that trauma in the Bahamas is not a recent problem, it is just that we
have become more acutely aware of it. For example, in 1971 total deaths per 100,000 population due to injuries in the
Bahamas was 56.3. This rose to 92.3 in 1973 and fell again to 56.5 in 1976, only to rise to 96 in 1980, 65 in 1984, and
76.7 in 1987. Trauma is a chronic disease but, unfortunately, societies inflicted with this disease develop a tolerance to
the problem which is then shrouded with a certain fatalism - an acceptance of accidents as unavoidable hazards of
technological advance. This chronic disease requires constant attention, education, prevention and the concerted effort
of the whole society catalyzed by the medical profession. Complacency is one of the worst obstacles to ultimate suc
cess and even in the Canadian context where prevention is so much preached, I saw, two weeks before arriving in the
Bahamas, the unnecessary death of five teenagers who crashed their car at high speeds while unbelted. ContinUing ed
ucation is the key to prevention. I trust that the 18th Annual Scientific Session on Trauma, held by the Medical Associa
tion of the Bahamas is but the beginning of a campaign that will make its presence felt before the turn of this century
and stem the tide of this pandemic of trauma.

Additional correspondence may be directed to Dr. Holness, Professor of Neurosurgery, Dalhousie University, Halifax, Canada.
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TRAUMA SYSTEMS - The Dade County Experience
'Dr. Serardo 501/11':'

One of the basic concepts of trauma management is that a major trauma victim has a better chance of survival in
a city with a trauma system where the injured person would be transported to a trauma center rather than to a local
emergency room.

Several scientifically conducted studies have documented that trauma systems and trauma centres do in fact save
lives. This fact has now been accepted not only by the medical community but also by government. Several states in
the U.S. have already passed trauma laws and many others are in the process of doing so.

Preventable non-eNS deaths

Year of study Total non-eNS deaths Preventable deaths

n %

1982 (12 months) 246 52 21.1

1986 (4 months) 63 6 9.5

1986/87 (4 months) 70 5 7.1

A preventable death study conducted by the University of Miami showed that in 1982 just over 21 % of the deaths
which occurred from non-CNS injuries could have been prevented. Based on these findings a trauma network was es
tablished in Dade County (Florida) in 1985. lnitia'lly, seven hospitals applied to the state government for trauma center
designation. Of these 6 were approved as level II trauma centers while one (University of Miami - Jackson Memorial
Medical Center) was approved as the only level I trauma center. After an on-site visit The Miami Children's Hospital was
approved as a participating hospital in the Trauma Network.

In Dade County, pre-hospital care and transportation is provided by five well organised rescue systems which have
modern rescue units with 3 fully trained paramedics on staff. The pre-hospital element is very strong. A modern state-of
the-art helicopter was provided and adequately staffed. Air transportation was utilised if it was determined that the time
for ground transportation of a trauma patient to a Trauma centre would exceed 20 minutes.

Initial triage criteria were similar to those recommended by the American College of Surgeons. The criteria were
eventually reduced in number from 19 to 6 when an evaluatory review indicated that there was a significant degree of
over-triaging of trauma patients. This is however no indication that patients in need of trauma services were missed. In
the first 12 months of operation 8891 patients were transported to trauma centres under the Triage guidelines. With the
revision of criteria, a total of 11,479 patients were transported to the trauma centres between November 1986 and Sep
tember 1988. There were 824 patients who did not meet the trauma criteria but were still transported to the trauma
centres after being refused by non-trauma hospitals.

Initially the system functioned very well. The seven trauma centres and the paediatric referral centre were all re
ceiving patients and both air and ground transportation systems were functioning as per established protocols. The
Medical Advisory Committee which developed the trauma triage criteria, reviewed medical issues and appointed quality
assurance subcommittees, met every month. There was excellent participation and use of statistical data from the Trau
ma registry. By 1987 however all level II Trauma Centers opted out of the trauma network. The Medical Advisory Com
mittee and the quality assurance subcommittees too ceased function. At present therefore, there is only one verified
trauma centre providing services -UM/Jackson Memorial Medical Center and one trauma referrall centre - Miami Chil
dren's Hospital. The County government has officially established a new Trauma Advisory Committee and a Trauma
agency to implement the recommendations of the Advisory Committee and the policies of the State government, has
been created.

In reviewing the whole trauma system, several problems were identified. Among them were:

* medical malpractice suits - this was clearly a major physician concern. Though there was no firm data
available to support it or to reject it, the worry was that indigent patients in a trauma setting were more likely to
sue. Some hospitals administrators stated that a major reason for the participating hospital's withdrawal from
the system was the difficulty in finding physician specialists willing to provide trauma care under such circum
stances.

* uncompensated care - although physicians and hospitals provided care to the patient regardless of the
patient's ability to pay, it soon became apparent that uncompensated care had a negative impact on the eco
nomic well-being of the institutions which provided the care.

6-BAH. MED. J.-JAN.-JUNE, 1990



It was generally felt that adequate compensation for patient care and reasonable malpractice premiums would re
sult in an improvement in the availability of hospital trauma care.

With the withdrawal of the level 1,1 trauma centres from the trauma system the number of trauma patients trans
ported has increased tremendously. This overwhelming load has had a significant negative impact on overall patient
care function. Elective surgical procedures have been cancelled, non life threatening injuries e.g. open fractures have
had longer waiting periods and patients in need of critical' care have had to wait in the emergency care centre, operating
room or in the recovery room until' a criticall care bed was available.

At present UM/Jackson Memorial Medical Center is providing care for over 90% of the major trauma victims in
Dade County. It is more than apparent that the administrative, medical and nursing staff members are wil1ling to continue
to do so. To improve care however there are certain situations which need attention. Dade County needs at least 2 ad
ditional trauma centres, one located in the north and the other in the south. UM/JMMC needs a separate trauma centre
building. New strategies should be developed to attract nurses to staff the new units like the step-down critical care
units opened at JMH for the care of the critically injured patients. Significant changes have to occur with respect to mal
practice, uncompensated care and automobile insurance. The air rescue system needs support starting with the acquisi
tion of a second helicopter. The trauma system under the present conditions in Dade County will not work without the
air rescue system.

Additional correspondence may be directed to Dr. Gomez, Associate Professor of Surgery, University of Miami School of Medicine,
Miami, Florida.

Air Ambulance Professionals, Inc.
"Fly in the Air with Professionals who care"

F.A.A. Certified! Florida State License #007/ Medically Insured

• 24 Hour World Wide Service
• Immediate Response
• Coordinated Bedside to

Bedside Transport

• Lear Jets and Pressurized
Twin Engine Aircrafts

305-491-0555
International (call collect)

• Certified Advanced
Cardiac Life Support

• ICUICCU equipped aircraft
• Critical Care/Trauma Specialist
• A.C.L.S. Certified Aeromedical

Staff

FAX 491-6114

FORT LAUDERDALE EXECUTIVE AIRPORT
1575 WEST COMMERCIAL BLVD. . HANGAR 36B

FORT LAUDERDALE, FLORIDA 33309
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CHILDHOOD PNEUMONIA
'Dr. c~lIrcsfi :li1/01/.'" 'Dr. Josc (olaco, '[Jr .•"','cJlillc 'Ral1lclial/c!cr,

'Dr. 'I'atrick 'Robcr(.\, 'Dr. 'l'crc;1'I11 .1fc.\'cilwHI 'Dr. 'Palll 'Robcr(.\

Abstract

The medical records of 100 children (mean age 1.8 years) consecutively admitted to the
ward with a diagnosis of bronchopneumonia, are reviewed. All' the patients had a full blood
work-up and chest x-rays on admission. All patients were commenced and continued on an
tibiotics - 95% intravenously. 55% of the total leukocyte counts and 56% of the chest x-rays
were normal while 91% of the blood cultures were sterile. The management of respiratory in
fections needs review. Blood cultures and chest x-rays are important diagnostic tools which
should be used judiciously.

Introduction

Bronchopneumonia is one of the most common causes of morbidity and mortality among infants and young chil
dren the world over. A mean of 727 cases of bronchopneumonia are admitted every year to the Children's Ward of the
Princess Margaret Hospital, Nassau. Since 1987, however, there has been a significant decline (p < 0.05) in the number
of cases of this condition which were admitted to the ward.

It is well known that the vast majority of cases of bronchopneumonia are viral in origin. There is a small percentage
of cases which have primary bacterial pneumonia and a var,iable number which develop secondary bacterial infection.
The most common organisms involved in bacterial pneumonias are S. pneumoniae, H. influenzae and S. aureus. In
general, bacterial pneunlonias are more common among children who are malnourished and among those who come
from poor and overcrowded situations.

Material and Methods

The medical records of a 100 consecutive admissions or bronchopneumonia admitted to the Children's Ward of the Princess Margaret Hospital,
Nassau (population 150,000) from January 1, 1989 onward! were reviewed. The records of 12 patients were incomplete, in that the results of blood
studies requested were not documented.

Results

Total number of patients n = 100, M55, F45, Mean-age 1.8 years, SO 1.1, SEM 0.1.
The results of blood investigations are listed in tables 1 and 2.
55% of the total leucocyte counts were within normal limits. In 28 patients the differential leucocyte counts were in
complete. Only 9.1 % of the blood cultures were positive.

Table 1. Table 2

Total leucocyte count per c.mm Blood Cultures
n = 88 n = 88

n % n %

Sterile 80 91
< 5000 4 5

S. pneumoniae
5000-11000 48 55

S. aureus 3 3
12000-19000 26 29

H. influenzae 4 5
> 20000 10 11

The reasons for requesting chest x-rays and the results of the chest x-rays are listed in table 3 and 4. In 52% of
the patients the chest x-ray was requested routinely and in 70% the chest x-ray diagnosis did not result in a change in
treatment.

Table3

Reasons for requesting Chest X-Ray
n = 100

Routine

Diagnosis in doubt

No improvement
despite therapy

Worsening of
respiratory status

8-BAH. MEO, J.-JAN.-JUNE, 1990

52

40

2

6

Table 4

Chest X-Ray Results
n == 100

Normal

Bilat-Bronchopneumonia

RLL pneumonia

RUL pneumonia

RML pneumonia

LUL pneumonia

LLL pneumonia

56

13

12

8

6

3

2



Associated illnesses seen in 31 % of the patients included Gastroentenitis, Otitis Media and AIDS.

All mantoux tests done on these patients were negative.

26 of these patients had history of previous admission to the ward, for bronchopneumonia.

Tables 5 and 6 list the antibiotics used in the treatment of the patients and also the duration of stay in the hospital.
In the treatment of these patients all antibiotics except erythromycin were administered intravenously.

Table 5 Table 6

Antibiotic Treatment

Ampicillin/Amoxycillin

Combination
Ampicillin/Chloramphenicol/
Cefotaxime

Erythromycin

Cefotaxime

71%

11%

4%

2%

< 1 day

1-5 days

6-13 days

> 14 days

Duration of Hospitalization

4%

14%

52%

18%

The mean duration of stay in the hospital was 6.2 days and there was no mortality in this group.

Discussion

Most of the serious pulmonary infections in children which merit admission to the ward involve the smaller airways,
namely the terminal respiratory bronchioles and surrounding alveoli. These infections are usually viral in origin. Howev
er, there are cases which are bacterial' in etiology and which are responsible for the significant morbidity of this disease.

Fig. 1

BLOOD CULTURES

Fig. 2
CHEST X-RAY FINDINGS

Normal (56%) -I
1

'- R. Upper Lobe (8%)

"'Ijjj~~-- L. Lower (2%)

, '. L. Upper Lobe (3%)

". . . R. Middle Lobe (6%)

Bilateral (13%)"

-~
R. Lower Lobe (12%)~

. . ,
~i,':" ; .~' :t

I ' , :lr'"T"rf ~ '.
,~~+~': I' :' . ~ ••"'•••••"r1;'tYI"I"I';J.i7IY''''~

L:~;~E ~_ :," ;, :':'.: .... "'\:"':':'::~@i-' STAPHYLOCOCCUS (3%)

''''''''I.~'' - ,+.+--r-='·S.PNEUMONIAE(1%)

·'~~-:Rt:•.·' , ::.:~i:-=::;' H. INFLUENZAE (5%)

This study reveals that 56% of children admitted for bronchopneumonia did not have radiological evidence of bron
chopneumonia. All these patients had chest xrays requested routinely at point of admission. Radiation has its own side
effects and it is our opinion that the use ot this important diagnostic tool must be judicious. Early viral infections might

• present with shifts to the left as would bacterial infections. In this respect the FBC is only of partial use in differentiating
between bacterial and viral illnesses. This study identified that 22% of the differential WBC counts were incomplete. Ob
viously, close attention needs to be paid to this aspect of the work up. That only 9% of blood cultures were positive
could mean that the culture technique merits attention or that only 9% of these patients had bacteremia. The routine
availability of nasopharyngeal cultures for viruses would have allowed us to reserve blood cultures for patients in whom
bacterial pathology was suspected.

Retrospectively, it is difficult to comment on the blanket use of antibiotics in this group of patients. Criteria, howev
er. need to be established which help decide which patients should be continued on antibiotics and which are held-off
antibiotics and closely monitored for possible recommencement if and when necessary.

The authors would like to thank Mrs. Hannah Gray and Ms. Gina Dorsett of the Health information Unit, Ministry of Health, for their as
sistance.
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SURGICAL SHO - Workload
'Dr '/PilliIlIlISOIl ("hell

Introduction

A Senior House Officer (SHO) is an Important link in the team of physicians which normally consists of Consultant, Senior Registrar/
Registrar, SHO and Intern. The duties of the surgical SHO include direct supervision of an intern, ward work, attending surgical outpatient
and speciality clinics, assisting in the operating theatre and being on-call for emergencies. The on-call day begins at 9 a.m. on a given day
and ends at 9 a.m. the following day. During this period of time the SHO is responsible for providing emergency cover for all the surgical
wards (private, male, female and paediatric) General Practice Clinic, Accidents and Emergency Department and the Intensive Care Unit. The
SHO is also required to attend to his regular ward and operating theatre duties and attend cardiac arrest codes in the hospital when on
call.

Much attention in residency programs is being focused upon the workload that is carried by the residency staff. The long working
hours (SHOs work 70 hours or more per week) and the resultant stress and sleep deprivation are known to have a detrimental effect on a
physician's clinical judgement. Equally important is the strong negative impact this enormous workload has on the personal health and
family life of the physician.

The aim of this paper is to study the emergency workload of the surgical SHO at the Princess Margaret Hospital (PMH) in Nassau.

Materials and Methods

Every single call/referral received by me via the bleeper when on emergency call was recorded in a diary, as the call was received. In emergen
cy situations the recording was done after the emergencies were attended to. The information collected included the area the referral was received
from, reason and time referral and whether admission and surgery was required. The study includes all duty days between October 1 and December
31,1989.

Results

The total number of calls received
Total number of admissions to wards

- 300 (mean 14 per duty day)
- 108 (mean 5 per duty day)

Area from which referrals were received
Accident and Emergency Department
Other areas

-192 (64%)
- 108 (36%)

Fig. 1: Reasons for referrals/Calls Fig. 2: Referrals from Accident and Emergency Department

Tolal n = 300

" Othera 14% Urology
~ ENT

'\ car~:.:rreal
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/
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- 31-/0
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Surgery 41%

Orthol Operalor Warda Cardiac arr~al

Neuro- cod...
Surgery

Neuro
aurgery'

Urology
o

30

.!!
20ii

"0
;,!

10

Table 1 Table 2

Time of Call vs. Number Number of Calls - Weekday vs. Weekend

Time

9 a.m.-5 p.m.

Total No.
of Calls

154 (51%)

Days Average
No. of
Calls/day

Mon.-Thu. 13.8
5 p.m.-9 a.m. 146 (49%)

p>0.05
Fri., Sat., Sun.,
Holidays

14.1

p> 0.05
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Conclusions and Recommendations

This study shows that the workload on a surgical SHO is indeed heavy. The vast majority of time is spent on direct
patient care. The majority of the referrals come from the Accident and Emergency Department. The on call work-load
between the hours of 9 a.m. and 5 p.m. is similar to that from 5 p.m. to 9 a.m. This heavy workload has left very little
time for academic sessions.

The SHO on-call should be relieved of routine non-emergency work for that day. There should be separate cardiac
arrest code teams. There is a strong need for surgical speciality on-call teams to deal with the extraordinary amount of
trauma seen. The surgical department needs additional resident staff to ensure that time is available for better training.
On going training sessions would also benefit Emergency Room physicians.

LET US MANAGE
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INSURANCE NEEDS ...
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HEALTH AND LIFE.
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EMERGENCY ROOM - Profile of Patient Flow
'Dr, _~{alli('/'i Sipa StUIl/aram IIlld 'Dr, _Yicfio/lls .1Icpbllm

Abstract

The case notes of 1274 patients registered in the Emergency Room are reviewed. The vast
majority 933 (73%) were treated and discharged and only 151 (12%) needed admission to the
ward. A mean 182 patients were seen each day. Nearly 50% of the patients were children. For
a population of 150,000 the number of persons who attend the emergency room is very high.
The situation would benefit from increased emergency room space and staff, increased train
ing for staff and public health education with emphasis on prevention.

Material and Methods

The case notes of 1274 patients who were consecutively registered at the Accident and Emergency iJepartment of the Princess Margaret Hospital,
Nassau from October 1, 1989 to October 8, 1989, were reviewed,

Results Fig. 1
Fig. 2

Total Inflow Pattern

Total- 1274

Male/Female Ratio
(Treated)

~
~,:,
~c

10

I
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Male
597

A - Treated & Discharged C - Dead Bodies
B - Walked away D - Admitted

female
487

The daily flow of patients into the department is illustrated in fig. 3. The average number of patients seen per day
was 182. The number of patients seen on the weekend was higher than the number seen on weekdays but this was not
significant (p"> 0.05). The composite flow by the hour is seen in fig. 4. The greatest number of patients were seen in the
hours between 8 a.m. and 12 midnight.
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Nearly 50% of the patients were in the paediatric age group (fig. 5) with the vast majority of these being less than 5
years of age. When the actual number of patients seen by each emergency room physician was calculated (fig. 6), a
variation was noted. While four physicians were treating an average of 4.75 patients per hour, six of their colleagues
were able to treat a mean of 1.85 patients per hour.
12-BAH. MED. J.-JAN.-JUNE, 1990



0-5 6-10 11-15 16-20 21-25 26-30 31-35 36-45 46-55 56 +

Age Group

500

1
400

P
A
T 300
I
E
N 200
T
S

100

o

Fig. 5

Age Distribution

P
A
T
I
E
N
T
S

Fig. 6

No. of patients seen per Hour8 ,- ......:.... -::.-- )

7

6

5

4

3

2

o
Dr.A Dr.B Dr.C Dr.D Dr.E Dr.F Dr.G Dr.H Dr.1 Dr.J

The waiting period and the number of patients who had to wait for that amount of time and also the cases which had
prolonged waits are seen in figs. 7 and 8. The vast majority of patients (71 %) were treated within 2 hours of their arrival
into the department. Life threatening emergencies were given their usual priority.
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Fig. 8

Some Long Waits

Room a

4 Hours - 9 lacerations
3 fractures
1 myositis
1 human bite
1 dog bite

5 Hours - 11 lacerations
1 P. V. Bleed
1 hematoma
2 fractures
2 nail sticks
1 tonsillitis

6 Hours - 3 lacerations
1 contusion
1 abscess
1 cellulitis

7 Hours - 1 laceration
1 fracture
1 cut tendon

8 Hours - 1 laceration
Discussion

The number of patients who are in need of emergency treatment is very high for a population of 150,000. The
projection from this is that approximately 67,000 visits would have been made to the emergency room (ER) in 1989.

• This might be interpreted in two ways. Either there are much too many persons getting ill or individuals who do not
need emergency care turn up in the department and then have to be seen.

There is also the question of delay in getting to see the physician. There are several reasons why this delay occurs:
the ER is busy, the ER physician is busy, the cubicles are occupied by patients waiting to be seen by the second-on
eall from the ward (he/she is normally very busy), some cases take longer than others, some physicians are more
laboured than others and ER staff fatigue (this usually sets in after 5-6 hours of non-stop action).

The Department would definitely benefit from more staff and space. This, one has to accept is more easily said than
feasible. However, the possibility of securing the sessional services of experienced physicians is worth exploring. It
being implemented in other areas of the Caribbean and appears to work well. The staff would benefit from regular inser
vice training programs. The deployment of staff in such a manner that a new or less experienced physician works along
with a more experienced physician would increase the confidence of the young physician and thereby increase his
speed. The element of fatigue is an important one and can be overcome by restructuring of the working schedule in
such a way that the existing number of hours are worked in 6 hour shifts.

In any event it appears that there is need of increased publ'ic health education. If illnesses are treated early, the
majority would not need emergency room care. The message of prevention apparently too, needs reinforcement.

BAH. MED. J.-JAN-JUNE, 1990-13



SICKLE CELL DISEASE - A Study of 60 Cases
'TllIll 'Ricf;ardsoll, 'Dr, Stt'lIt' Locf;all, 'Dr, Jo.'t' Colaco alld 'Dr, 'Palrick 'Roberl.'

Abstract

The notes of 60 patients consecutively admitted for sickle cell disease related problems
are reviewed. The mean age at admission was 13.3 years. Female patient admissions were
significantly greater (p<0.05) than male. SIS and SISF were the two most common haemog
lobins identified.

Painful crises was the most common associated illness. None of the blood cul:ures
yielded positive results. Intravenous fluids were used on 71% of patients and antibiotics in
85%. The mean length of stay in hospital was 8 days. Culture techniques and antibiotic regi
men require review and standardization.

Aim

To study the morbidity in patients with sickle cell disease with specific reference to patients who are admitted to
the Princess Margaret Hospital, Nassau.

Material and Methods

The notes of 60 patients of sickle cell disease who were admitted to the hospital consecutively are reviewed. The period of these admissions
was from January 1987 to June 1988. Statistical analysis of the data obtained is based on Swinscow (1985),

Results

The total number of patients reviewed is 60. Male 25. Female 35 - M:F ratio in the population of The Bahamas -J

1:1.009.
The mean age at admission was 13.3 years, SD 10.1, SEM 1.3 (table 1).

Table 1 Table 2

Age at Admission to Ward Reason for admission

n % n %

< 1 year 0 0 Painful crises 41 68

1 yr.-4 yrs. 15 25 Nephropathy 4 7

5 yrs.-12 yrs. 22 37 Sequestration 3 5

13 yrs.-21 yrs. 4 6 Haemolytic crises 2 3

22 yrs.-34 yrs. 19 32 Aplastic crises 2 3

> 35 years 0 0 Others 8 14

The most common cause for admission was painful crises (Table 2).

28 (47%) patients were afebrile at admission, while 6 (10%) had a fever of 1'02 F or greater. 20 (33%) patients
had hepatomegaly while 10 (16%) had splenomegaly. In 18 patients (30%) an ejection systolic murmur was audible at
the apex.

Table 3 Table 4

Associated Problems Total Leucocyte count per c.mm

n % n %

Respiratory infections 15 25 > 12000 42 70

Urinary tract infections 10 17 > 15000 38 63

Leg ulcers 5 8 > 20000 22 37

The associated problems diagnosed at admission are listed in table 3. Respiratory infections were noted to be the
most common (15%).

The mean haemogl'obin level was 7.6 Gms% with normal MCHC and elevated WBC in 42 (70%) of the patients.
Vide table 4.
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28 patients (47%) had haemoglobin SIS, 21 patients (35%) S/SF while 2 patients (3%) l1ad SIC. Haemoglobin
electrophoresis results were not yet reported in 9 patients (15%).

The results of the septic screen are recorded in table 5. Significantly, none of the blood cultures yielded any posi
tive results. Over a third of the urine samples grew E. Coli. It was not clear from the notes if any of the samples were

Table 5 Table 6

Septic screen Antibiotic Therapy

Culture n number+ve %+ve n %

Blood 44 0 0 Ampicillin 22 37

Urine 26 10 38 Penicillin 0 8

Stool 6 0 0 Penicillin + Gentamycin 5 8

CSF 4 0 0 Flagyl + Gentamycin 5 8

Throat Swab 18 0 0 Nafcillin Chloramphenicol 5 8

Cefotaxime 5 8

Augmentin 3 5

obtained by a suprapubic tap or by a mid-stream catch and if the culture procedure was performed within 30 minutes of
the sample being obtained.

Antibiotics, mainly intravenous were used in 82% of the patients. Ampicil,lin was the most common antibiotic used.
The others are listed in table 6. Intravenous fluid was used in 71 % of patients. The average length of hospitalization
was 8 days SO 4.2, SEM 5.4. There was no mortality in this group.

Discussion

Sickle cell disease is a major cause of morbidity in The Bahamas, the Caribbean and in fact in many parts of the
world. With the advent of AIDS, however, there is a danger that the sickle cell research might be relegated to a second
ary position. This study indicates that patients with this disease are spending extended periods of time in hospital and
receiving broad spectrum antibiotics while their septic screens yield precious little. It is perhaps that the septic screen
techniques and the antibiotic regimen might benem from review and standardization.

Tina Richardson is a medical student at The University of Leicester Medical School, Leicester, England. This was the second of her
two projects which she undertook while on an elective in The Bahamas.
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ATTEMPTED SUICIDE
,\/r,\. ('tlro/l'lI 'Rober/.; tllld '/Jr. ,Yd,\oll ('Itlrk!'

Abstract

The notes of 98 consecutive patients who attempted suicide are reviewed. The majority
(66%) were female and from the young adult (11-30 years) group. Prescription medication
was the most common vehicle utilised for the attempt and depression was the most common
associated illness. This is an unusually large number of cases for such a small population.
Special attention needs to be paid to the young female patient with recurrent episodes of de
pression. There is also a need to reduce stress and to return to the family life.

Material and Methods

The case notes of 98 consecutive patients who had attempted suicide are reviewed. This is the total number of cases of attempted suicide seen
at Doctors Hospital, Princess Margaret Hospital and the Community Mental Health Clinic from January to December 1989. All the patients were from
the island of New Providence (NP) which has a population of about 150,000.

Results

Total number of patients - 98 Male - 33 Female - 65

Population M:F ratio 1:1.009 (p< 0.05)

Age distribution

Method applied

Associated illnesses

Psychiatric illnesses

age group
11 -20 years
21 - 30 years
31 - 40 years
41 - 50 years
51 - 60 years
age unrecorded

medication
self-inflicted injury
jumping off building
not documented

«54 prescription drugs and 14 OTCs)

psychiatric
non-psychiatric
none

depression
drug dependence
schizophrenia
not recorded

M
6

12

6
4

1

4

F

32

23

8
1

1

68 •

6

4

20

45

not recorded
not available

32

5

8
43

Total

38

35
14

5
2
4

Discussion

The cases in this study are not necessarily all the cases of attempted suicide for 1989. Cases presenting at other
institutions and to private practitioners' offices were unavailable for the study and thus we were unable to determine the
incidence of attempted suicides in the community as a whole. It is well documented that a significant number of at
tempted suicides present initially to family practitioners who may not seek further referral or assessment. Studies show
that 75% of patients who subsequently committed suicide had seen a physician within one month of their death, with
psychosomatic symptoms associated with depression.

This study reveals several important indicators relevant to the suicidal attempts. Over 66% of the attempts were
made by females, of which 85% were in the 1i -30 years of age group. Medicaiion was the vehicle of choice in 69%. 1,1
thIS, prescription drugs were chosen by the vast majority (79%). Data relevant 10 associated illnesses was not available
in 43% of the patients. Depression was the most common illness - present in 71 % of patients in whom there was re
cord of associated illness.

Today, physicians encounter an increasing number of stress related illnesses. Physicians need to be more vigilant
in the detection of recurrent cases of depression, which may lead to suicide attempts. The social ills arising from drug
addiction, unemployment, inadequate child rearing practices and the disruption of traditional family unit are becoming
more widespread in our island community. Suicidal attempts must be taken seriousiy. and managed promptly and ap
propriately. If iqnored, the end could be fatal.
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BAHAMAS DR'UG AGENCY
Between 8th & 9th Terrace

114 Collins Ave.
Phone: 325-6069
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KENDALL - CURITY

Sterile Cotton Ball
Adhesive Tape
Eye Pads
Gauze Pads
Stretch Gauze Pads
Telfa Pads
Alcohol Prep
Dermassage Lotion
Dispos Incontinent Pant
Dispos Under Pads
Cotton Tip Applicators
Gauze Sponges

JOHNSON & JOHNSON

Cidex 7
Exam Glove
Gamophen Soap
KY Lub Jelly
Dermicel Tape
Dermiclear Tape
Elastikon Tape
Nu Gauze
Surgine II Face Mask
Sof-Kling Bandage
Sof-Rol Cast Padding
Specialist Plastic Bandage

Distributed by:
BAHAMAS DRUG AGENCY

P. O. Box N-8316 • Nassau, Bahamas

BAH. MED. J.-JAN-JUNE, 1990-17



4 $UPER $AVER PHARMACY ~
~ Rosetta Street - Tel. 323-8309 ~

Village Road Shopping Center - Tel. 393-2393

P. O. Box N-7547

THE PHARMACY
Where efficient service is guaranteed

and friendly service awaits you

OPEN EVERYDAY

including HOLIDAYS & SUNDAYS
from 9:00 am.-I 0:00 p.m.

with COMPETENT PHARMACISTS on duty at all times
willing to answer all your medical questions

We fIll prescriptions from all local doctors

COME IN AND VISIT US

PHARMACISTS:

Mike Thompson, Jonathan Frazer, Laura Pratt

Leonard Leadon, Robert Sands & Alvater Bartlett

Rochelle Russell - Junior Pharmacist
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EST. 1908

SO,LOMON BROTHEIRS LIMITED
WHOLESALE WAREHOUSE

SERVING THE ENTIRE BAHAMAS
• Wholesale Groceries • Meats • Candy

• Pharmaceutical Products

• Souvenir & T-Shirt Items

For all your shop needs make Solomon's your
one-stop-wholesaler.
It's our pleasure to serve you!

IN NASSAU

IN FREEPORT

PHONE: 393-4041 (13 lines)
PHONE: 393-4854 direct for ethical drug orders.
P.O. Box N3218 Telex: 20305 Fax: 393-4167

PHONE: 352-9681
P.O. Box F318 Telex: 30035 Fax: 352-5125

EAST - WEST HIGHWAY

IN
MARSH HARBOUR, PHONE: 367-2601-2
ABACa P.O. Box MH563 Fax: 367-2731

Call today for fast, efficient service and the widest
variety of wholesale goods in the Bahamas!
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DynaCirc@isradipine
The new first-line antihypertensive

for most of your patients,
most of the time.

• Effective as monotherapy.
Even across all age groups.

• Excellent tolerability.
Even when adverse events common
to antihypertensives are considered.

• Reassuring safety profile.
No contraindications.
Even in special patients.

• Simple dosage regimen.
2.5 mg b.i.d. across all ages,
all patient types.

DynaCirc®
is r ad i pin e

For most ofyour patients. Most of the time.

Sandoz Ltd. Basle Switzerland
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®Trent 4
active ingredient: Pentoxifylline

Iproven clinical' efficacy in
periph,eral vascular disease
proven clinical efficacy
in, cerebrovascular disease

Trental acts
at the site of th'e problem

• restores red cell deformabHity

• decreases blood viscosity

• reduces fibrinogen levels

• inhibits platelet aggregation

Trental improves
the nutritive microcirculation,
restoring pain-free movement

and mental function

Hoechst(B
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STETHOSCOPE
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SMOKING
CIGARETTE SN10KING IS i\ FORM OF

DRUG DEPENDENCE that has been associated with
a catalogue or health problems. Among them are can

cers, coronary heart disease, bronchitis and emphysema,

gastric and duodenal ulcers, diminished physical fitness,

gum and dental disease and blindness. It is generally

said that with every cigarette smoked, the smoker's lire

is reduced by 5 minutes.

There is also the problem or 'passive smoking'.
Family members especially children are more pl"One to

respiratory problems ir someone In the household

smokes. There is a higher incidence or pneumonia and

asthma. Smoking in pregnancy is the cause or many roe

tal and neonatal deaths. Besides, a child or a smoker is
m(we likely to smoke as an adult than a child or a non

smoker.

Giving up smoking is not as difficult as is common

ly believed. Over 66'V<, or smokers who kick the habit,

do so with ease. Persuasion, however, has to be tailored
to the individual's personality. Some would prerer to

deal with the complications later than be miser"able to

day. Others would perhaps realise that smoking causes

problems lor themselves and 1'01' their loved ones and

yet, lack the motivation to try and quit. Health educa

tion has provided to be very userul in these cases. The/'e

are just a rew who would be so stubborn as to totally

shut out all advice and even get upset about it.

Many countries may have an economic justification

excuse rather, 1'01' their sort approach on smoking

and smoke in general. This is despite the ostensible con

cern 1'01' the environment. The Bahamas has no such

problem. There would be no increase in unemployment

or signilicant short rail in r'evenue rrom taking a healthy

stand on smoking. In ract there might be a saving on
rOJ'eign exchange and also a considerable saving on

health care costs. It is just aboul time to introduce

smoke free areas in public places and to commence a

health education program to discourage smoking.

Based on The Bahamas Report on Smoking,
Winston Campbell, MD - PAHO (1987)
and Tobacco - Clinical Pharmacology,

Laurence DA and Bennett PN (1980)

GERIATRIC HOSPITAL IS 25
The Geriatric Hospital at the S,tndilands Rehabilitation

Centre, Fox I-lill this year celebrates its 25th year or sterling

service to the senior members or the Community. ,June 1990

has Geen designated as Geriatric Ilospital month. There are

approximately 150 patients at the hospital. The love, care
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and dedication or the ::;taff or tht· hospital is worthy or special
mention.

UM LIBRARY SERVICES FOR PMH
The Princess Margaret Hospital (PMH) in Nassau has

joined the Louis Calder Memorial LiG",lI)' or the University

or ,"Y\iami School or i'vledicint· as an institutional memGer.
Nlaking this announcement, the PMH administrator ;\lr. Ste

phen Campion said that a rull ,"ange or proressional li

brary services would now be available to support patient care

and continuing education activities. Comprehensive inrorma
tion services, rree or cost arc now available to PiV\H stafr. It
is hoped that ever)' attempt will be made to take advantage or
these services on a regular basis.

ROBIN IS NEW MAB CHIEF

Dr. Robin Roberts is the new MAB President. This

young and dynamic urologist was the natural choice arter the

line run as Vice President ror the last two years. Robin has

been instrumental in the academic turn that the N\AB has

taken over the last two years. The regular academic meetings

and the weil organized conrerences are a testament to his
commitment to excellence through Continuing l'vleclical Edu

cation (Ci'vlE). Dr. Roberts will receive strong support rrom

Dr. HuGert Minnis (Vice-Pr"esident), Dr. Elizabeth Dar'ville
(Secretary), Dr. Williamson Chea (Treasurer), Dr. Agreta

Eneas (Councillor), Dr. /\nthony Nembhard (CouncilloJ") and

Dr. Kirtland Culmer (Past President).

DR. SOARES TO JOIN BON SECOUR

Dr. Prakash Soares who has served for the last 12 years

as a Senior Registrar in Medicine at PMH will soon be join

ing the medical staff at Bon Secour Hospital in Detroit. The

quiet and unassuming Dr. Soares has made a t,"emendous

contribution to the deliver.)' 01' health care in the fbhamas

and eamed the reputation or being one 01' the finest physi
cians in the land. \Ve wish him and his lillllil.)' all the very

best in the I'uture.

DR. OFOSU-BARKO FOR SAN JUAN
Dr. Kenneth Ofosu-Barko, the J'v\edical Onicer 01'

Health for N.P. has accepted an olfer I'rom Harvard Univer

sity. He joins their team as a project epidemiologist in San
,Juan, Puerto Rico. Dr. Barko served III the Baha

mas since 1984. The energy, dynamism and computer expt'r

tise or this keen and rorthright physician will be missed.

Good luck to you and the I'amily, Ken.

CDD WORKSHOP

The Control or Diarrhoeal Disease (CDD) Program-Oa

hamas held a Supervisor~y Skills \Vorbhop in \-\arch 1990 at

PNUI. Twenty physicians and nurses rrom the various sectors
or the health ca,-e system attended the workshop which was



jointly sponsored by the Ministry of Health and PAHO. The
COO Program is now setting its sights on establishing Oiar'
rhoeal Training Units (OTU) at PMH and at the Rand in
Freeport.

CONFERENCE '91

The next MAB conference will feature 'Advances in
Health Care'. Arrangements are in progress for it to be held
from January 30, 1991-February 3, 1991 at the Crystal Pal
ace Hotel, Cable Beach. For further details please contact
Dr. Robin Roberts or Dr. Agreta Eneas, P. O. Box N-4477,
Nassau, Bahamas.

CCMRC GRANTS
The Commonwealth Caribbean Medical Research Coun

cil has announced the availability of two types of research
grants - the CCMRC grant worth US$ 5000.00 and the
special PAHO grant worth US$ 15,000. Further details are
available From the CCMRC. A copy 01' the announcement IS

with Dr. Robin Roberts, President - MAB.

Attendance' at some health facilities in New Providence
(1988) - population 150,000

Specialty Clinics (PMH) 50,000

Ambulatory Clinics (PMH) 120,000

Emergency Room (PMH) 60,000

Community Clinics 55,000

Inpatient bed-days (PMH) 88,000

SCBU bed-days (PMH) 9,000

All figures are rounded and do not include visits
made to private offices of physicians or to private
clinics or hospitals.

PHYSICIANS AT RISK

Dr. Merville Vincent writes In the Annals of The
Royal College 01' Physicians and Surgeons of Canada
(Jan. 1990) that 'too many physicians end up with
problems such as:

• fatigue, exhaustion and cynicism
• depression, alcohol and dmg dependence

WE CAN DO
IT ALL

• marital and family dysfunction or divorce'

It is important For physicians to be aware of these
problems and take the necessary prophylactic measures.
Certainly iatrogenic complications can and should be
avoided.

EMERGENCY DELIVE,RY
- OUR SPE,CIALTY

• BUSINESS FORMS • PEGBOARD FORMS
•COMPUTER FORMS • WEDDING INV,ITATIONS

•CHRISTMAS CARDS • OFFICE FURNITURE
• LABELS • RI,BBONS • B'USINESS GIFTS

-DATA OPTION~• PROMOTIONS

• CONVENTIONS 138 MACKlEY ST.

PHONE 3913-5707
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RECENT TRENDS IN BLOOD BANKING
'[Jr. OIl'IISII ."1. '[Jill/Ii

The management of safe blood products and the use of blood which is free from contamination by viruses, includ
ing Hepatitis Band HIV is of growing importance. This concern is reflected in the rapid organisation of the national
AIDS program in The Bahamas and several other countries.

Since 1984 the threat presented by AIDS has been recognized by many countries, making it imperative to develop
and systematically use sensitive methods for the detection of the antibody to the Human Immunodeficiency Virus (HIV),
its causative agent - among blood donors, blood batches and blood products. During this period, the practical health
significance of transfusion induced Non-A Non-B Hepatitis has been increasingly realised, leading some countries to
implement additional blood screening procedures such as corzyme for Hepatitis core antibody and alanine transferase,
ALT.

Despite a program to screen for Hepatitis B virus in blood donors since 1970, and the development of improved
sensitivity tests for Hepatitis B surface antigen (HBsAg) in 1975, cases of transfusion associated Hepatitis (TAH) contin
ue to be reported. This form of Hepatitis, known as Non-A, Non-B (NANBH) is characterised by an acute illness with
classical hepatitis symptoms, and elevated liver enzymes (ALT levels 2.5 times normal). These tests referred to as sur
rogate testing program help indirectly to exclude NANBH.

Recently NANBH has been classified as Hepatitis C (HCV). Characterisation of HCV began in 1984 at the CDC
(Centre for Disease Control, Atlanta). Currently an antibody assay for HCV has been developed to detect HCV
(NANBH) which will soon replace the surrogate testing program. The problem is that the current HCV antibody assay
fails to detect 100% of NANBH and this has to be resolved before this new assay is added to the battery of screening
tests done in the blood banking practices to ensure safe blood to the community.

Following the introduction of HIV testing as a screening procedure, blood banks in some countries have initiated
the screening for HTLV-1. HTLV-I is a retrovirus similar to HIV. HTLV-I is associated with two distinct diseases ATLL
(Adult T-Cell Leukemia/Lymphoma) and TSP (Tropical Spastic Paraparesis). Epidemiological studies indicate that indi
viduals most likely to be at risk for HTLV-I infection are persons from HTLV-I endemic areas such as Southern Japan
and the Caribbean. Studies on seroconversion have clearly established that HTLV-I is transfusion transmissible. To
screen or not to screen for HTLV-I among the blood donor population in The Bahamas is the question. My calculated
projection is that this is a matter of time. Purely because some blood banks in the U.S.A. have started screening for
HTLV-I among blood donors. Introduction of new testing programs and chronic shortages of blood supply have placed
tremendous strain and impact on modern blood banking practices. I am of the opinion that in The Bahamas, there is a
need for organisation of blood transfusion services. These measures would involve both technical and administrative ad
justments for concrete improvements to occur.

They are as follows:

(A) Administrative:

1. Formation of a national blood donor organisation for the promotion of voluntary blood donation and the re
cruitment of blood donors. The present blood procurement section should be upgraded and given a national
procurement responsibilities.

2. Formation of fund-raising committee to supplement effort of the Ministry of Health.

3. Establishment of a national blood transfusion centre at hospital base centre.

(B) Technical:

1. Mechanisms for overcoming difficulties in acquisition, storage, distribution and transportation of blood.

2. Means of proper utilisation of blood and alternatives to whole blood.

3. Ways and means of training health workers in blood and blood product management.
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VIEWPOINT

THE DOCTORS' STORY
After several years of formal university training to become a physician, one learns to face unfair criticism. There is so

much of work like preventing illnesses or saving lives that there just isn't the time to respond. Recently however, in the
local press, there have been a number of articles which have sought to portray the physicians in The Bahamas as
unscrupulous, uncaring money grabbers who are bent on maintainjng their economic status (?!) even to the point of
sabotaging a National Health Insurance Scheme. I believe that it is time to set the record straight.

First of all let it be quite clear. The Medical Association of The Bahamas supports a National Health Insurance
Scheme (NHIS) for The Bahamas. It is quite natural for it to do so - after all, it is the Association which first put for
ward the idea in 1979.

The MAB has studied in great detail the NHIS proposals put forward by the Working Party. The MAB agrees with a
major part of the proposals. However, it has reservations in several areas. Among the objections are the lack of provi
sions for primary care and the inequitable imposition of the levy. The former would tilt the system towards tertiary care
which is more expensive and the latter would mean that 48% of the population would be asked to pay the health care
premiums for the entire population.

It is important to pause here and reflect for a brief moment about what it takes to be a physician. Very simply it is
as follows: consistently good high school academics, good grades at SATI'O' levels and 'A' levels followed by 4-8 years
of sweat. There is no time to eat and often no time to sleep. After all we learn about life, disease and death. Inter
spersed in all this are a set of hostile examinations and worse - hostile examiners. If one survives all this and it is esti
mated that about 5-10% of students who enter premed eventually make it - then one is ready to become an intern.
This incidentally is only the beginning. Turbulent times lie ahead. And lest we forget ... the cost thus far for tuition
alone can reach $200,000.

It is not very often that physicians have the time or opportunity to open up and detail the dangers they face. There
is the intense stress of the job. It is not very easy to make critical decisions when fatigued. There is very little time for
the family. There is very little opportunity to get a decent night's sleep. And crucial but very often forgotten in the midst
of everything else - physicians are in the front-line to pick up serious infections.

Having said that then, let us discuss 'doctors in general' and in doing so talk about the vast majority of physicians
who provide health care in The Bahamas. There are just about 275 physicians in The Bahamas. Of these 203 (73%)
are employed by government. One must state here that there is nevertheless a tremendous shortfall in the physician
manpower needed to provide the services needed. No wonder then that 67% of the government employed physicians
are expatriate. The Ministry of Health utilises strict scrutinising procedures prior to employing these physicians and the
MAB supports it for that.

In this number of 203 physicians employed by government there are 31 consultants who are allowed formal private
practice and a few 'acting' consultants who do private practice directly or by way of moonlighting. Each of the consul
tants or acting consultants are fully certified specialists in their field and, but for a few, all are Bahamians. What this in
dicates therefore is that the vast majority of physicians in The Bahamas i.e. 60% of all physicians and 80% of govern
ment employed physicians are on fixed salary. The salary that these physicians earn is listed below.

QUALIFICATIONS AND SALARY OF PHYSICIANS
Minimum Approximate Approximate
Qualifications + Number of years Number of
Experience after entering Annual hours worked Salary

Grade required University Salary Per week Per hour

1. Intern/House Officer MBBS or MD 5·8 $17.000' 70-80 $4.4
2. Senior House Officer MBBS or MD 6-11 $27,000 70-80 $6.9

+ 1-3 years

3. Registrar MBBS or MD +/- Post 11-15 $29.500 70·80 $7.5
graduate Diploma
+ 3 years

4. Senior Registrar" MBBS or MD +/- 13·17 $32.500 70-80 $8.3
Postgraduate Diploma +
Postgraduate Degree +
5 years

5. Consultant" - as above- 15-20 $32.500'" 70-80 $8.3

• Basic in-hospital accommodation and rations are provided for interns. Internship is a period of additional training.
.. Promotion to category 4 and 5 is not automatic and is dependent on further qualifications which have to be obtained overseas.
... Consultants are allowed the privilege of private practice.
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It must be stressed here that the hours listed are conservative - It is not unusual for these physicians to be called
upon to provide critical solutions for critical problems often in criHcai situations for 90-100 hours a week. And lest we for
get that unlike in Trinidad, Jamaica, Barbados, USA, Ireland and UIK there is no such thing as overtime for physicians in
The Bahamas. No allowances are added to salary either. There is no motor vehicle allowance for on-call physicians. It
is important to note that a physician whose spouse is not employed does not fare very well at all - and that is gross
understatement. $8.3 per hour for specialist services is very poor indeed.

Let us turn now to the minority of physicians who are in private practice. As might be expected, some of these phy
sicians are worked more than others and therefore earn more than others. The gross earnings of a few in this group
may exceed $150,000. From this, however, the physician has to pay expenses e.g. full-time nurse, receptionist, office
rent or mortgage and utilities.

We all know that the vast majority of these physicians earn their wealth the old fashioned way - working hard for
it, often for an average of about 120 hours a week, for decades. We do believe that members of other professions who
accumulate similar degree of wealth also work equally hard.

A special note has to be made on behalf of the Consultant physician staff based at the hospitals. This group of
physicians provides the needed specialty and sub-speciality services to the public patient every day and every night
-free of charge. In many areas the consultant has just no choice but to provide the service and is often called out al
most every night and several times a night. There is just no trained junior staff available.

A few words also need to be said about the invaluable contribution made by the expatriate physicians towards the
health care in The Bahamas. The Medical Association of The Bahamas is cognisant of this and is as keenly ,interested
in the welfare of it's expatriate members as it is of it's Bahamian members.

The good and solid work put in by the majority of physicians is often wiped out and forgotten by the negative com
ments directed towards a few of our colleagues. There have been complaints that the patient care, commitment and
conduct of a few physicians has been deficient and that others have attempted to solicit a direct fee for service from the
public patient. While we do know that such complaints can be unjust, the MAB believe. that repetitious complaints
should be investigated and dealt with. The MAB is just not in a position to defend the indefensible.

The future can see an increase in costs to train as physicians, to specialise, and to maintain practices. There will
be a strong need for the population at large to reflect seriously and avoid behavioural patterns which will only serve to
push the cost of providing health care skyrocketing. Change will be necessary especially in drunken driving, promiscuity,
teenage sexual activity, drug abuse, smoking, sexuall and other violence, overeating and non-compliance with physician
advice. The salaries which are paid to the physicians and to other health service professionals will need serious review
if we are to attract and retain the services of quality personnel. The burden on the physician just has to be reduced or
adequately compensated for.

DR. ROBIN ROBERTS
President
Medical Association of The Bahamas.
April 23, 1990.

(The Journal welcomes opposing/alternate contributions to this column on this or any other matter relevant to physicians, with the un
derstanding that all submissions will be subjected to editorial scissors. - Ed.)
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A view to the future in diabetic therapy
(NIDDM)
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FAMILY PRACTICE UPDATE - A Report
'n,- ..!\;,-lllIlld CIIIII/er

The following are excerpts from the personal notes Jotted down by Dr. Culmer during the
recent Family Practice Update at the Miami Intercontinental Hotel. The Journal welcomes simi
lar reports from other physicians who attend updates, conferences and seminars. - Ed.

1. CURRENT THINKING IN THE MANAGEMENT OF URINARY TRACT INFECTIONS - BY DR. L. SAWH

Lower Urinary Tract

Infections in the lower urinary tract account for 10 to 20 percent of all UTI's. They are taken very lightly, but if septicemia
occurs, fatalities can result. Septicemia most commonly results from investigative and surgical procedures. When these proce
dures are done, it must be remembered that the bladder becomes laden with infected urine. Aminoglycosides and Cephalos
porins are the antibiotics of choice when a urine culture is not available because they are very effective against both the gram
positive and gram negative organisms. Anaerobes are not a problem unless the GI tract is violated.

The Bladder

It is important to be familiar with the cause and mechanism of honeymoon cystitis. During intercourse, bacteria From the
rectum are introduced into the urethra, and thence to the bladder. Females must pay strict attention to their bowel hygiene,
and must be careful to wipe in the right direction. She should empty her bladder immediately after sexual intercourse, and
wash carefully immediately afterward. Studies have shown that the bacterial count increases after intercourse, and thus, it is
recommended that the bladder should be emptied at least within Five minutes after intercourse. When this is done, the bacte
rial count does not change significantly. The approach to management should be to take preventive measures, increase the
fluid intake, and treat with the appropriate antibiotics. Treatment should continue for no less than 7-10 days. One dose treat
ments are not very useful.

Recurrent UTI's

It is most important to Ilook For the underlying cause. A full workup is mandatory including an IVP and cystoscopy. Ana
tomical and pathological entities must be diligently sought for, bearing in mind, calculi, tumours, foreign bodies, sutures and
anatomical anatoma,lies.

Urethral Syndrome

The etiology and preventive measures are the same as described for cystitis, but organisms are confined to the glands in
the urethra. Because of this the cultures may be negative. Microanalysis may show pus cells. This is primarily a ,female disease,
and since antibiotic levels in the urethral tissue are ineFFectively low Following daytime therapy, it is suggested that the treat
ment should be long-term nocte ... approximately 30 nights.

Prostatitis

The etiology depends a great deal on its anatomical relationships. Treatment is difficult because of the fibrous composi
tion of the prostate and its relative low vascularity. Infection may be acquired by:- 1. A multiplicity of partners 2. the reseNoir
phenomenon whereby partners pass bacteria back and forth. 3. the careless use of public toilets. 4. Anal intercourse and 5. In
adequate treatment. The disease may be prevented by the practice of celibacy, the use of condoms, and the concommitant
treatment of partners. The diagnosis is made by culturing the prostatic fluid. Urine culture is inaccurate and contaminants are
unaVOidable. The antibiotic of choice is Norfloxacin, and therapy must be very long-term. Other antibiotics to be considered
are Trimethoprim, Doxycycline, Minocyc/ine and Cephalexin.

2. OBJECTIVES OF ANTIHYPERTENSIVE TREATMENT - BY DR. C. FERRARIO

The primary goal of treatment is to reduce the incidence of organ damage disease. The cost of treating cardiovascular dis
eases in the US in a year is 588.2 billion Significant advances are being made resulting in the reduction of morbidity and
mortality.

Factors affecting the incidence of cardiovascular diseases are excessive weight gain, longer life span. dietary habits, stress,
and' an increased salt intake. The objectives of antihypertensive therapy is the control and reduction of risk factors such as
obesity, diabetes, smoking and stress. The reasons for the treatment of hypertrophy. To prevent left ventricular hypertension are
primarily to prevent vascular and renal damage, and to reduce the incidence of strokes. Left venticular hypertrophy is an inde
pendent risk factor in sudden cardiac death. The mechanism of renal injury is progressive glomerular d'amage leading to partial
loss of renal mass resulting in glomerulosclerosis and mesangial injury. The vascular chanqes in hypertension works directly on

BAH. MED. J.-JAN-JUNE, 1990-29



renal damage, and to reduce the incidence of strokes. Left venticular hypertrophy IS an Independent risk factor in sudden cardi
ac death. The mechanism of renal injury IS progressive glomerular damage leading to partial loss of renal mass resulting In
glomerulosclerosis and mesangial inJury. The vascular changes in hypertension works directly on the brain due to the accelera
tion of atherosclerotic disease. The inCidence of stroke IS increasing. Common coexisting disorders are arthritis, angina, diabetes
and asthma. The combination of hypertension and diabetes mellitus is found in 40 and 80% of hypertensives. Usually type 2 is
the accompanying disease. Many of these individuals show evidence of glucose intolerance, an Increase in the insulin level,
obesity. elevated sonlum, raised Intracellular calCium. an Increase In sympathetic nervous activity, and altered sodium c1CtlVlty

Treatment

Common sense should prevail. One should not be restricted to the step guide. For first line treatment. there are 50 agents.
there are 616 two drug combinations, and there are 3000 three drug combinations.

RHODA E. HANNA
#20 Kelton House
4th Terrace East,

Collins Avenue
P. O. Box N-4850
Nassau, Bahamas

Tel. (809) 328-1940 Office
393-1363 Home

BAHAMAS MEDICAL ARTS INST,ITUTE
Dr. Patrick Roberts MD
Child Health-Chest Diseases

DEANS LANE AT FORT CHARLOTIE
NASSAU, BAHAMAS

P. O. BOX N1145 • TELEPHONE (809) 328-8085
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DIARRHOEA
'Dr. Janel 'Dallis-'Dorsctt ami 'Dr. Julie 'Wersfiill9

Diarrhoea is defined as the presence of more frequent and/or more watery bowel movements than nor
mal for that individual. In ancient times it was recognized that this was the natural method of eliminating
toxic or injurious products from the body. Even in the earlier part of of this century it was felt to be advanta
geous. In fact, the use of laxatives or purgatives "to hasten along the emptying of the intestinal canal" was
felt to be "of great service". -

More recently, however, attention has been focused on the danger of death from sudden or excessive
loss of fluids and electrolytes. Most attacks of diarrhoea are Short-lived, self-limiting and of unknown etiolo
gy. Yet, because of the significant fatality rate due to acute diarrhoea in infants, rehydration and the preven
tion of further loss now occupy the spotlight. Identifying possible causative agents has become an important
aspect of the problem.

Incidence
Diarrhoea is one of the major causes of childhood morbidity and mortality throughout the world. It is more signifi

cant in developing countries, accounting for 12,600 deaths every day. In developing areas or poorer districts, c~il~ren

under 5 years age may have five or more episodes of diarrhoea per day on at least 20-30 days of every year. ThiS IS a
significant contributing factor in the incidence of malnutrition in this population

Table 1

CHILDREN WITH DIARRHOEA HOSPITALIZED AT THE PRINCESS MARGARET HOSPITAL, NASSAU -1988

Number admitted with gastroenteritis below 1 year of age:

Number admitted with gastroenteritis 1-2 years age:

Total Number of admissions for gastroenteritis:

Number of deaths in hospital from gastroenteritis:

15

130

234

o

Pathogenesis
Diarrhoea is an excessive loss of fluid from the GI tract, which may involve different mechanisms. This excessive

loss may be due to secretion of fluid and electrolytes from the crypt cells of the intestinal mucosa or to the failure of the
cells of the villi to absorb fluid or electrolytes because of injury to the cells or because of osmotic forces in the lumen.
The excessive loss of fluid (accompanied by failure to absorb fluids as well), often with blood, mucous, and pus in the
stool, may be due to injury to the ,large intestine.

Aetiology

Secretory diarrhoea is usually due to an enterotoxin from an infectious, metabolic or exogenous agent (such as found
in food poisoning).

Cytotoxic diarrhoea is most commonly caused by a viral agent, such as the rotavirus or Norwalk agent, but may also
be due to Enteropathogenic E. Coli, which causes destruction of the cells of the small intestine.

Osmotic diarrhoea seen in malabsorption syndromes, may also occur after the onset of secretory or cytotoxic diar
rhoea. This is because of the interference with normal absorption (such as temporary lactose intolerance) or because of
the disturbance, by broad spectrum antibiotics of normal bacterial flora needed for digestion of food.

Dysentr.ic diarrhoea is due to the inflammation and often ulceration of the mucosa and submucosa of the terminal ile
um and large bowel and is usually due to invasive bacteria or protozoa.

The specific causes of the various types of diarrhoea are listed in Table 2:

Table 2

TYPES AND CAUSES OF DIARRHOEA

Secretory:
E. Coli
V. Cholerae
Clostridium difficile
Clostridium perfringens
Staph aureus
Shigella

Salmonella
Yersinia enterocolitic
Giardia
Neuroblastoma
Bacillus cereus
V. parahemolyticus

Cytotoxic:
Rotavirus
Norwalk agent
Cryptosporidium
E. coli

Dysent9ric:
Salmonella
Campylobacter jejuni
Entamoeba histolytica
Yersinia enterocolitica
Shigella
Clostridium difficile
E. Coli

Osmotic:
Lactose
Sorbitol
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Several organisms (Salmonella, Shigella, E. Coli) may cause more than one type of diarrhoea, depending on their
mode of action such as destruction of mucosa or release of toxins.

Diagnosis
A careful history is probably the most useful diagnostic tool. Culture and organism identification by assay methods

are important confirmatory measures, but results are frequently not available early enough to help in the initial selection
of specific treatment.

Historical points of particular value include: abruptness of onset, failure to thrive, recent food intake, source of
drinking water, exposure to others with similar illness, recent travel, previous allergic manifestation, presence of system
ic signs -fever, lethargy, weakness, vomiting, dehydration, abdominal pain, tenesmus, anorexia, distended or scaphoid
abdomen, type of stool -consistency, volume, color, frequency, odour, content (blood, mucous, pus, fat, worms) and
treatment already given.

Table 3

Source of toxin or infection

Drinking Water/Seafood
Campylobacter
Salmonella

ETEC,EIEC"
Shigella
V. cholerae
Giardia
Yersinia
Entamoeba

Poultry
Campylobacter
Salmonella
C. perfringens

Meat or milk
Campylobacter
Salmonella
C. perfringens
EHEC

Person-person
Campylobacter
Salmonella
C. diHicile
EPEC,ETEC,EHEC
Shigella

Giardia
Yersinia

"ETEC = Enterotoxigenic E. Coli
"EIEC = Enteroinvasive E. Coli
"EHEC = Enterohemorrhagic E. Coli
"EPEC = Enteropathogenic E. Coli

Clinical assessment

Dehydration, shock, electrolyte imbalance, systemic infection, malnutrition are all important features requiring as
sessment.

Since shock due to acute loss of circulating volume is perhaps the most rapid cause of death in diarrhoeal disease,
it requires the most urgent recognition and treatment. Prevention of shock comes with early and accurate assessment of
the state of hydration, and the replacement of lost fluid and electrolytes. The clinical signs of the various degrees of de
hydration are listed in Table 3. 'Recent decrease in weight is a valuable measure of acute fluid ,loss.

Table 4

Dehydration classification

Degree of dehydration

Mild

Moderate

Severe
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% weight loss

5%

10%

15%

clinical signs

Increased thirst
Decreased urinary output

Dry mouth and lips
Decreased tearing
Sunken eyes and fontanelles
Decreased skin turgor
Pulse: Rate increased, volume decreased
Fever, lethargy
More marked oliguria

Shock State
Cool, pale skin
Rapid thready pulse
Diminished renal function



Table 4

Composition of Oral Electrolyte solutions
Glucose Sodium Potassium

Gm/dl meq/L meq/L

Commercial solutions:

ORF (WHO solution) 2 90 20
Pedialyte 2.5 45 20

Pedialyte RS 2.5 75 20

Home remedies:

Galorade 5 24 3
Apple Juice 12 0.4 26
Colas 11 .4 12
Ginger ale 9 3.5 0.1
7-up 8 7.5 0.2

Dillseed lea 1.5-2 19 4.3

Sweetened lea 1.5-2 18 3.8

Fever grass lea 1.5-2 21 2.1

Dysenteric diarrhoeas may require treatment with antimicrobial therapy. Campylobacter jejuni relapses may be pre
vented by Erythromycin (if initiated by the second day), but the course of the disease is otherwise unaffected. Treat
ment of Salmonella (other than S. typhi) may shorten the period of symptomatology but does not shorten the carrier
state. Treatment of patients with Yersinia gastroenteritis (without sepsis) mayor may not be efficacious. The other
dysenteric organisms should be treated.

Table 5

Antimicrobial Treatment for organisms causing Dysenteric Diarrhoea

Campylobacter jejuni
Clostridium difficile
Salmonella

Shigella

Yersinia

Entamoeba histolytica

Non Specific Treatment

Erythromycin 30-50 mg/kg/day
Vancomycin 35-50 mg/kg/day
Chloramphenicol 5-100 mg/kg/day
Ampicillin 50-100 mg/kg/day
Trimethoprim-sulfa 8-10 mg/kg/day
Ampicillin 50-100 mg/kg/day
Trimethoprim-sulfa 8-10 mg/kg/day

Chlorampenicol 50-100 mg/kg/day
Trimelhoprim-sulfa 8-1 Omg/kg/day
Metronidazole 30-45 mg/kg/day

The use of antidiarrhoeal drugs is usually 110t warranted and, in general, is contraindicted. Agents, such as lopera
mide diphenoxylate HCL, or bismuth subsalicylate have antiprostaglandin activity. If employed, they should be used
with great caution and NOT IN CHIILDREN UNDER AGE 4 YEARS! Interference with the frequent stooling may cause
the retention of toxins or organisms which the body is attempting to get rid of and lead to a more severe disease state.
In addition, bismuth sUbsalicylate can cause elevated serum salicylate levels which raises concern about Reye syn
drome. Loperamide (Immodium, Imosec) can cause CNS depression and Diphenoxylate HCL (Lomotil) can cause se
vere respiratory depression and coma. The problem with these drugs in young children is the unpredictable absorption
and availability.

These agents may cause pooling of fluid in the gut, thereby disguising the actual degree of loss of circulating fluid.
In addition, the use of binding substances such as kaolin or pectin may distort organisms in the stool and impair micro
scopic diagnosis.

Conclusion

Diarrhoeal disease is a leading 'killer in infants and small children. Deaths can be prevented by prompt recognition
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Electrol,yte imbalance may result in lethargy (with loss of potassium), convulsions (with excessive sodium), rapid
shallow breathing (with excessive loss of bicarbonate and metabolic acidosis) - all necessitating early laboratory mea
surement of electryolytes.

Blood gas measurement, and especially blood pH is an accurate method of assessing the degree of metabolic ac
idosis.

Fever, degree of activity or prostration, rash, cough, rhinorrhea, inflammed throat or ears may suggest systemic in
volvement rather than localized GI disease.

Gross examination of the stool should be a part of the clinical as well as the laboratory assessment. Examination
of the stool by simple dipstick will reveal the presence of blood and decreased pH. The latter is due to hydrogen ion
production from carbohydrate digestion in the large bowel when it cannot take place normally in the small bowel. Visible
blood and mucous, in the absence of a perianal fissure, suggests a dysenteric type diarrhoea.

Laboratory Assessment

Initial blood tests should include electrolytes, blood urea, creatinine, complete blood count, and in the case of fev
er, blood culture.

In dehydration without kidney disease, the urea shoUld be elevated but the creatinine normal. Hemoglobin deter
mination may help assess the degree of blood loss in dysentery, while elevated WBC may suggest a bacterial etiology.

Fresh stools should be examined immediately after passage for occult blood, WBC, ova and protozoa, and prompt
ly cultured. Special media may be required, depending on suspicion of the aetiologic agent (SS media, CampyBAP).
WBC in the stool may be accurately assessed by adding a drop of methylene blue to a thin smear of stool on a slide
and adding the coverslip. 5 WBC/high power field is significant. Gram stain may reveal excessive short rods (E. Coli) or
the "gull-wing" gram negative Campylobacter.

Urinalysis may reveal unusual loss of glucose, poor concentration, the presence of acetone (with significant vomit
ing) or the presence of WBC (confirmed by a positive culture) suggesting a urinary tract infechon as the primary cause
of the diarrhoea.

Specific rapid tests have been developed recently for such organisms as Rotavirus and Campylobacter.

Other diagnostic tests such as the hydrogen breath test for lactose intolerance may be useful in differentiating true
lactose intolerance from bacterial overgrowth and small bowel pathology.

Treatment

The chief aim of treatment in acute diarrhoea is the restoration of the normal state of hydration and normal electro
lyte balance. The prevention of further loss of fluid and electrolytes may be possible by treating the specific causative
agent, once it is identified.

Secretory and cytotoxic diarrhoeas are treated with fluid replacement and maintenance only.

The early use of an oral rehydrating solution has proved extremely advantageous in preventing severe dehydration
and even death. Several commercial types are now available locally (Table 4). Mild to moderate dehydration can be
safely treated without the use of IV fluids. The use of rehydrating fluid (Na 60-90 meq/L) in the first 4 hours of treatment
should be sufficient to replace the loss and supply maintenance fluid. After that, the use of a maintenance solution (Na
40-50 meq/L) may be used to supply the maintenance fluids plus any additional loss from diarrhoea.

Alternately, a rehydrating solution may be used to correct the dehydration and supply the initial maintenance for
the first four hours. Then water or breast milk may be given, with the rehydration fluid used only when a loose stool is
passed. The introduction of food after the first 16 hours is not only harmless but promotes more rapid recovery.

Severe (greater than 10%) dehydration should be promptly admitted to the hospital and treated with IV flu
ids.
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of dehydration and the institution of oral rehydration therapy.

Dehydration, itself, may actually be prevented by the early replacement of fluids before the loss becomes critical. If
necessary, hospitalization and the administration of oral fluids by medical personnel, or parenteral fluids are effective in
the prevention of death.

These preventive measures depend on education of parents and nursery personnel in the dangers of fluid loss in
children. Even more important are the preventive measures of good sanitation, careful handwashing, and sterilization of
infant feeds and utensils.

CONTROL OF DIARRHOEAL DISEASE - MEDIA CAMPAIGN

'Dr. 'DI/flid '8mll, 'Dr . •lj. '/)eckles, .Mrs. 1;)1'1/(' ,'}{o!dcr, ,:\'(1'5. /al/ '!fi;l/ler-'Roadi, ,Mrs. 'J'. )olil/sol/ IIml .Mr. 'D. 'Rllllld('l'II

Diarrhoeal disease is one of the leading causes of morbidity and mortality among children the world over. Oral
Rehydration Therapy (ORT) has been a key factor in reducing the number of deaths which result from dehydration.

Every household in Trinidad and Tobago has a radio and/or te'levision. The aim of this project was to develop and
evaluate a Radio and TV oriented health education program to change the knowledge, attitudes and practices of
Trinidadian mothers with children under age 5 years, re diarrhoea, dehydration and oral rehydration therapy.

A radio and television campaign to educate the people of Trinidad and Tobago regarding Diarrhoea, Dehydration and
Oral Rehydration Therapy (ORT) was done in 1985. Two advertisements addressed the prevention of gastroenteritis
and two, the treatment of gastroenteritis. Sanitation, nutrition and ORT were emphasised. Breast feeding was an essen
tial component of both advertisements. The same words were used for each radio and TV advertisements.

In March 1985, five hundred mothers who had just given birth were questioned by two trained interviewers at the
three major hospitals in Trinidad and Tobago. Three hundred and sixty of the mothers were located and requestioned
by the same interviewers in November, 1985.

This campaign resulted in a significant improvement in the public's, i.e. mothers of children under the age of 5 years,
knowledge, attitude and practices re diarrhoea, dehydration and ORT. We therefore highly recommend continued adver
tisements on radio and TV, not only in the area of gastroenteritis, but in other crucial paediatric situations e.g. prenatal
care, nutrition, child development and in the treatment of common local diseases like bronchial asthma and febrile
convuIsions.

Additional correspondence to Dr. David Bratt, Department of Paediatrics, Port of Spain General Hospital, Port of Spain, Trinidad and
Tobago, W.1.
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DRUG AGENCIES LIMITED

A DIVISION OF THE LOWE'S GROUP

OISTRIBUTORS AND MANUFACTURERS REPRESENTATIVE

TELEPHONE: (809) 32-47111

CABLES: uLOWPHARM" TEILEX: NO. 20477 WEL

P. O. BOX N·7504

NASSAU, BAHAMAS

D'ISTRIBUTORS FOR:
ALCON LABORATORIES INC.
ASTRA INTERNATIONAL
AYERST LABORATORIES INT.
BECTON, DICKINSON & CO.
P. A. BENJAMIN MARKETING CO" LTD.
BERK PHARMACEUTICALS LTD.
BLOCK DRUG COMPANY, INC.
BRISTOL-MYERS COMPANY
E. T. BROWNE DRUG CO., INC.
CARTER-WALLACE INC.
CHATTEM INC.
CIBA LABORATORIES LTD.
CILAG CARIBBEAN
CYANAMID BORINQUEN CORP.
DYLON INT. Lto.
FARBWERKE HOECHST AG.
HOUBIGANT INC.
IMPERIAL DAX CO., INC.
INTERCRAfT INDUSTRIES INC.
JOHNSON PRODUCTS CO., INC.
JUNG PRODUCTS INC.
KIWI POLISH CO. PTY. LTD.
L'EGGS PRODUCTS, INC.
LRC PRODUCTS LTD.
M & M PRODUCTS CO" INC.
MAY & BAKER LTD.

RAY.()-VAC
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MENLEY & JAMES LABS.
MILES LABORATORIES
MORGAN'S POMADE CO" LTD.
NICHOLAS PRODUCTS
NPDC INTERNATIONAL
OPTI·RAY INC.
OPTREX LTD.
PFIZER CORPORATION
PLOUGH INC.
POSNER LABORATORIES, INC.
REVLON PRODUCTS
RICHARDSON·VICKS
A. H. ROBINS CO., INC.
ROCHE PRODUCTS LTD.
ROUSSEL LABORATORIES LTD.
SCANPHARM A/S
SCHWARZHAUPT KG.
SEARLE LA'BS., LTD.
SHULTON INC.
SHUPTRINE COMPANY
SMITH, KLINE 81 FRENCH
E. R. SQUIBB 81 SONS I.A.C.
SPEIDEL TEXTRON INC.
TAMBRANDS,INC.
TIP TOP PRODUCTS CO.
USV EXPORT CORP.



lIThe Pioneer in full-service Ambulatory Health Care"
PROFESSIONAL SERVICES
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• Child Health

•

CENTREVIL,LE
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No. 68 Collins Avenue
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Nassau, Bahamas
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• Dentistry

• E.N.T. Surgery

• Gastroenterology

• General Practice

• General Surgery

• 'Infectious Diseases

• Internal Medicine

• Nephrology

• Obstetrics & Gynaecology

• Ophthalmology

• Plastic Surgery

• Psychiatry

• Psychological Medicine

ANCILLARY SERVICES

• Ambulatory Blood Pressure Laboratory

• Birthing Centre

• Electrocardiography

• Lithotripsy

• Medical Laboratory

• Pulmonary Function Laboratory

• Pharmacy

• Neuro-diagnostic Laboratory

• Respiratory Care

• X-rays
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• CLINICAL LABORATORY
- ELECTROCARDIOGRAM (E.C.G.)
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24 HOURS A DAY!
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• DR. JUDSON ENEAS. M.D. - Internal Medicine/ ephrology
• DR. JOHN JOHNSON M.D. - Kidney Disease/Internal Medicine
• DR. WALTER GIBSON M.D. - Ear, Nose And Throat
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