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'No room! No room!" they cried out when

they saw Alice coming.

Alice's Adventures in
Wonderland, Lewis Carroll

This particular day I had been de-
layed, and arrived at the dining

room about 12:30 pm. The small
area that was usually occupied by
staff physicians was full, with no doc-
tors in sight. I settled morosely in a

solitary corner to eat my meal
quickly and take off, but not before
reflecting on the circumstances that
led to such lonely dining and the ap-
propriateness of the comment by
Lewis Carroll.

Food and the circumstances sur-

rounding its consumption have al-
ways interested observers. For cen-

turies, friends, families, courts and
kings have dined together, allowing
for social interaction and education.

Some 40 years ago, when being
considered for a staff appointment at

the Montreal General, I was asked to

come and have lunch with the in-
cumbent physician-in-chief and Dr.
Douglas Cameron, who was about to
replace him. "We'll see how you pass

the salt," said the latter.
The doctors' dining area, not

closed off but secluded from the rest
of the cafeteria, had a dozen or so ta-
bles with white tablecloths- as I re-

call, you helped yourself to the daily
offerings, and staff cleared the
dishes. The comment about the salt
was shorthand to indicate that being
accepted on staff would depend on

more than medical capability. I

would also be judged on my man-

ners, civility, the pleasantries I of-
fered, my aggressiveness or lack of it,
and so on - all of which someone

thought could be at least partially ap-

praised at the luncheon table. Appar-
ently my dining demeanour passed
muster, because I have lunched here
ever since.

For many years the dining room

was the place- often the only place
-to seek advice and solicit opin-
ions, and meet colleagues informally
and learn about their interests and
expertise as well as the latest medical
information and hospital gossip. The
rapid and efficient dissemination of
information is one defining charac-
teristic of these closing days of the
20th century, but no matter how
many computers and algorithms we

consult, the advice of an experienced
colleague in a particular field cannot

be bettered.
At lunch, advice about patient

care, whether a formal consultation
was indicated, ways to resolve differ-
ences of opinion, the names of the
best person for a task - all of these
issues could be resolved, often after
only a few moments of discussion.
Such goings-on now appear remote,
dinosauric!

First the tablecloths disappeared,
then the service. But wait a new

cafeteria was to be built, and surely
the physicians would once again
have an area to themselves.

It finally opened in 1993. True
enough there were several sepa-
rate dining areas, but these were not
for physicians. We were given two

tables to seat 8 to 12 people at the
back of the dining area. A small sign
was placed on each table saying "Re-
served MD Only." Some clown pen-
cilled in "Reserved Mr. Don Only,"
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and eventually the signs disap-
peared.

It did not matter, because so
few came, preferring to eat alone
in their offices or maybe go to
the hospitality area run by the
volunteers. The new people com-
ing on staff were never met over

lunch; even if the names were

known, the faces went unrecog-
nized.

Advice was neither sought nor

given. Discussion about medical
cases - if any took place -
would be muted because at the
next table would be patients, their
families and visitors, other hospi-
tal staff or students. No one wants
to be overheard discussing any
case, whether it involves HIV or
the most effective dose of flu-
conazole.

The hospital administrators, to
whom periodic complaints are di-
rected, noticed that fewer doctors
were being seen in the dining
area, and said they would look
into it.

Oops! Sorry - I had to go
and have lunch. There were
more of us there than usual to-

day, eight doctors. The second
table was dirty, so an alternate
was used.

Well, I am back at my desk.
Perhaps these changes are a sign
of progress and in another 40
years it will be possible to enter
on my office computer whether I
want a cheese or ham sandwich,
which will thud down the tube
system into my lap within sec-
onds of ordering. Probably quite
cost effective.

However, at the risk of imped-
ing progress and in case there are
any more doctors' dining rooms
left in the country, I thought I
would warn you of what might
happen if your administration
looks for more ways to "improve"
the dining area.

At least Alice could find a
place at the party. a

ii..: :.......

Atrovent ipratropiumbromideINHALATION AEROSOL
THERAPEUTIC CLASSIFICATION
Bronchodilator
INDICATIONS AND CUNICAL USES
Atrovent (ipratropium bromide) inhalation aerosol is indicated for the
maintenance therapy of responsive cases of chronic reversible airways
obstruction, such as chronic bronchitis and asthma.
CONTRAINDICATIONS Known hypersenstivity to Atrovent (ipratropium
bromide), to any of the product ingredients, or to atropinics. WARNINGS
Atrovent (ipratropium bromide) inhalation aerosol should not be used for
the abatement of the acute asthmatic attack, since the drug has a slower
onset of effect than that of an adrenergic 12 agonist aerosol. Care should
be taken to ensure that Atrovent inhalation aerosol does not reach the
eye. There have been isolated reports of ocular complications (i.e.,
mydriasis, increased intraocular pressure, glaucoma and eye pain) when
aerosolized ipratropium bromide has been released into the eyes. Ocular
events have occurred when the aerosol was used with the standard
mouthpiece or with a spacing device. In the event that glaucoma is
precipitated or worsened, treatment should include standard measures
for this condition. PRECAUTIONS General: -To ensure optimal delivery
of Atrovent (ipratropium bromide) inhalation aerosol to the bronchial tree,
the patient should be properly instructed by the physician or other health
professional in the use of the inhaler.
- Caution is advised against the release of the aerosol into the eyes. Due
care should be taken when a spacing device is employed.
* In patients with glaucoma, prostatic hypertrophy or urinary retention
Atrovent should be used with caution.
- If a reduced response to Atrovent becomes apparent, the patient should
seek medical advice.
- Like other pressurized aerosol formulations, Atrovent inhalation aerosol
contains fluorocarbon propellants trichloromonofluoromethane,
dichlorodifluoromethane, 1 ,2-dichlorotetrafluoroethane. Such
popelals may be hazardou i thy are deteraaly abused. Inhalaton of high
concentrations of aerosol sprays has brought about toxic cardiovascular
effects and even death, especially under conditions of hypoxia.
However, evidence atteats to the relative safety of aerosols when
used properiy and with adequate venfflation. The recommended dose
of Atrovent inhalation aerosol should not be exceeded and the patient
should be so informed. Use In Pregnancy: The safety of Atrovent
inhalation aerosol in pregnancy has not been established. The benefits of
using Atrovent when pregnancy is present or suspected must be weighed
against possible hazards to the fetus. Studies in rats, mice and rabbits
showed no embryotoxic nor teratogenic effects. Use During Lactation:
No specific studies have been conducted on excretion of this drug in
breast milk. Benefits of Atrovent inhalation aerosol use during lactation
should therefore be weighed against the possible effects on the infant
Use in children: The efficacy and safety of Atrovent inhalaiton aerosol in
children younger than 12 years has not been established. Drug
Interaction: In patients receiving other anticholinergic drugs, Atrovent
should be used with caution because of possible additive effects.
Xanthine dervatives and B2-adrenergic agonists may enhance the effect
of Atrovent inhalation aerosol.ADVERSE REACTIONS The frequency of
side effects reported after dosing in 605 patents was as foliows, given by
number of patients reporting (%): Dry mouth or throat, 57 (9.4%);
Headache, 48 (7.9%); Bad taste, 23 (3.8%); Blurred vision, 19 (3.1%);
Tremor, 17 (2.8%); Palpitations, 13 (2.1%); Urinary hesitation of retention,

9 (1.5%); Dizziness, 9 (1.5%); Stuffy nose, 7 (1.2%); Difficulty in
expectoration, 4 (0.7%);Dyspnea, 4 (0.70/o); Nausea, 3 (0.5%). There
have been isolated reports of ocular events suchas mydnasis, increased
intraocular pressure, glaucoma and eye pain associated with the release
of aerosolized Atrovent (ipratropium bromide) into the eyes. DOSAGE
AND ADMINISTRATION The optimal maintenance dosage must be
individually determined. The recommended dosage is
2 metered doses (actuations) (40 pg) 3 or 4 times daily. Some patents
may need up to 4 metered doses (actuations) (80 pg) at a time to obtain
maximum benefit during early treatment. The maximum daily dose
should not exceed 8 metered doses (actuations) (160 pg) and the
minimum interval between doses should not be less than 4 hours.
PHARMACEUTICAL INFORMATION Stability and Storage
Recommendations: The aerosol canister should be stored at room
temperature (15-30'C); the contents are stable up to the expiraiton date
stamped on the label. Cauiton. Contents under pressure. Container may
explode it heated. Do not place in hot water or near radiators, stoves or
other sources of heat. Do not puncture or incinerate container or store at
temperatures over 30°C. Keep out of reach of children. AVAILABILITY
Atrovent (ipratropium bromide) inhalation aerosol is supplied as a metal
canister containing 140 or 200 doses of Atrovent with mouthpiece (oral
adaptor). Each valve depression actuafon delivers 20 pg of Atrovent (as
a micronized powder). The completeProduct Monograph for Atrovent
(Ipratroplum bromide) Inhalation Aerosol is available to health
professionals on request. Patient Information/linstructions are
provided wIth the inhaler.
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