
























































TEAR ME OUT 

A Central Immunization Record for Nova Scotia 
Elizabeth Shapter,* 

Halifax, N.S. 

Who immunizes whom? And even more important, who is not 
immunized? These are questions that cannot be fully answered and 
yet, the answers to them are necessary to maintain effective health 
care in Nova Scotia. 

The provincial Department of Health, backed by The Medical 
Society of Nova Scotia, is attempting to create a central bank of 
immunization data for the province. Most primary immunizations are 
provided through family physicians, whereas, most booster immuni­
zations are given by the Department. But there is no exchange of 
information between individual physicians and the Department and 
therefore, there is no complete set of records for most individuals. Of 
greater significance is the fact that there is no feasible means of 
tracking down those who have received no immunization and 
therefore are at high risk for preventable diseases, most of which can 
cause epidemics if there is a sufficiently large susceptible population. 

Starting early in 1978, the Department will create a Central 
Registry of Immunization Statistics in which it will record all 
immunizations it provides along with equivalent information solicited 
from family physicians. The exchange of information will be 
reciprocal since the Department will record family physicians' names 
on consent for immunization forms required of all school age children 
and will then inform the various physicians of vaccines their patients 
have received. In this way, doctors will have complete immunization 
data for their patients and the Department will have a central bank of 
data for the province. It will then be possible to see the extent to 
which immunization programs have reached their target populations 
and who has not been immunized. 

Recent testing in non representative groups has shown levels of 
immunization below 70% and in some cases as low as 50%. If 
testing were representative, one would probably find that 10-25% of 
the population are not immunized. However, it is impossible at this 
point to be sure what sort of gap actually exists. Since the 
Department has a very small role in primary immunization, it often 
comes into contact with children only when they reach school age at 
which time immunization data are taken from parents, based on their 
memory which is often of dubious accuracy. 

Mobility of the population, especially in urban areas, is another 
obstacle to continuity of records. In the Bedford area alone, about 
50% of infants born in 1974 had moved two years later. A central 
registry, however, would overcome this problem since complete 
immunization data would be easily available to physicians the 
children see after they move. 

The mechanics of setting up and maintaining the registry will 
require a fairly large increase in the volume of clerical work done by 
the Department but will make little demand on the physician. It has 
been suggested that when doctors receive their vaccines from the 

·Mailing Address: 5264 Morris St. , Apt. 905, Halifax, N.S. B3J 1 B5. 

Department they be given a form on which information about 
recipients can be recorded as injections are given. These forms 
would require minimal information- patient's name and age, date of 
vaccination and MSI number - and could be completed by the 
receptionist/secretary. Consent forms used by the Department will 
include patient's name, age and family physician; date of vaccina­
tion ; vaccine given and by whom and MSI number. The consent form 
for rubella (appendix I overleaf) is similar to forms that will be used 
for other immunizations. The Department will have the onerous tasks 
of informing all physicians of children they vaccinate about the 
immunization their patients have received and entering immunization 
information received from physicians on each individual's file in the 
public health nurse's record. 

The central record will be conducted on a trial basis starting early 
in 1978 in the Northumberland, Fundy and Atlantic health units. 
During the summer of 1978 the Department will assess the 
development of the record so that needed amendments can be 
made. Participants will also be encouraged to criticize the program. If 
the mutual reporting system is working effectively, it will be extended 
to other parts of the province. The success of the central registry 
depends heavily on the willingness of physicians to supply the 
Department with the necessary information as well as on the 
Department 's efficiency in informing physicians. 

Although the value of the record at present is obvious, it is in the 
long term that it will be of most use. Five years after initiating the 
record (assuming the reciprocal exchange of information system 
works) the Department will have records of the key immunization 
years from birth to school age for most children in the province. It will 
then be possible to determine the gap between the target population 
and the number actually immunized. As the program develops, a 
means of tracking down those who do not have the recommended 
immunization and boosters can be built into the system. Although 
epidemics are almost forgotten in our society, there is growing 
concern that compliance in immunization is declining. Yet it is still 
apparent that immunization is necessary. For example, diphtheria 
has shown a resurgence throughout Canada and sporadic cases of 
poliomyelitis reported up to 1975 have given rise to speculation on 
the extent to which the wild virus is still in circulation and how readily 
it can be re-introduced. It is necessary therefore, that the Department 
be able to monitor the immunization status of the Nova Scotia 
population through a central record. 

A further future benefit in the existence of a ccmplete central 
record is the use that could be made of the facts recorded to compile 
statistics for large retrospective epidemiological studies. Ultimately 
these may be important in assessing patterns of immunization. 

At present the record is a pilot project. If cooperation between 
physicians and the Department of Health is good, it will provide 
definite benefits to both. In the long run it will also benefit the people 
of Nova Scotia by allowing accurate assessment of immunization 
status throughout the province. D 

KEEP ME FOR REFERENCE 
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CONSENT FORM 
MEASLES- MUMPS- RUBELLA IMMUNIZATION 

Dear Parent or Guardian : 

It is recommended that your child receive a dose of Measles- Mumps- Rubella (German Measles) vaccine 
at this time to increase his or her immunity or protection against;hese common diseases. 

Children who are ill , who are on therapy for leukemia or tumors, who are on steroid or cortisone-type drugs, or 
have rheumatoid arthritis, or who are sensitive to chicken or duck eggs or feathers, or on the antibiotic 
neomycin, should not reseive this vaccine. · 

As with all vacine there is a slight risk of some reaction . 

Please contact the Public Health Nurse for more information if required. 

PERMISSION FOR IMMUNIZATION 

Name of Child Grade Home Room Teacher 

YES. I request my child be immunized. 

NO. I request my child NOT be immunized 

If NO- (1) Is this because of recent immunization? 
If so, when and where was this performed? 

(2) If for other reason- please state 

Date. __________ Signed 
Parent or Guardian 

PLEASE COMPLETE BOTH SIDES OF THIS FORM, SIGN, AND RETURN IT TO THE SCHOOL 

IMM. 3-1 /77 

DO NOT DETACH 

Please fill in the details required in the underlined spaces. This form will be completed by the Public Health 
Nurse, and sent to your family doctor for his/ her records. Please be sure to clearly address the form where 
indicated on the reverse side. 

Dear Doctor ______________ _ Date _______________ _ 
Name of Family Doctor 

Your patient ______________ Age __ 
Name of Child 

Address __________________ _ 

was immunized today at __________________________ School 

with ---------------------------

M.M.R. (IMM.3-1 /77) 

THE NOVA SCOTIA MEDICAL BULLETIN xii 

Yours sincerely, 
P.H.N. 
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Antithyroid Antibodies: Association with the Clinical 
Diagnosis 

M. Catherine George,* B.Sc. , 

Halifax, N.S. 

Since the experimental production of organ specific 
antibodies to thyroid extract was reported in the mid-1950's, 
a variety of techniques have emerged to measure antithyroid 
antibodies. The tanned red cell hemagglutination technique 
has been the most generally used procedure for the 
estimation of antithyroglobulin (TG) antibodies. Recently, a 
similar procedure has been developed to detect antimic­
rosomal (MC) antibodies, replacing the former standard 
method, the complement fixation test. Several workers have 
found the microsomal hemagglutination test (MCHA) to be 
specific and sensitive for thyroid microsomal antibody, 
simpler to do than the complement fixation test, and as 
sensitive as the immunofluorescent technique. 

In 1975, the Pathology Institute began measurement of 
anti-TG and anti-MC antibodies using the Kit Method of 
Fujizoki Pharmaceutical Co. , Ltd. , Tokyo. It was decided to 
look at the results of these tests performed over a one year 
period to see how these correlated with the clinical diagnosis. 

MATERIALS AND METHODS 

The results of the TGHA and MCHA tests performed over 
the period from April 1975 to April 1976 were examined, as 
well as clinical and laboratory information available on 
individual patients. 

RESULTS 

Over the twelve month period, a total of 132 tests were 
performed on 117 patients. Results are displayed in Tables I 
and II, and in Figure 1. 

TABLE I 

No. of No. of AntiTG AntiMC 
Clinical Diagnosis Cases Tests pos neg pos neg 

Chronic Thyroiditis 23 26 8 18 25 1 
Graves' Disease 28 30 3 27 22 8 
Graves' Disease 

(Diagnosis uncertain) 2 2 2 2 
Diffuse Nontoxic Goitre 15 15 15 10 5 
Nontoxic Multinodular 

Goitre 8 11 11 4 7 
Toxic Multinodular 

Goitre 2 2 2 
Nodular Goitre with 

Thyroid cyst 1 1 1 1 
Solitary Thyroid Nodule 3 4 4 1 3 
Thyroid Adenoma 5 8 7 5 3 
Papillary Carcinoma 2 2 2 1 1 
Subacute Thyroiditis 2 4 4 4 
Primary Hypothyroidism 7 7 6 3 4 
Goitre with Lymphoma 1 1 1 1 
Idiopathic TBG (familial) 1 1 1 1 
Not Known 4 4 4 4 
Euthyroid 13 14 14 3 11 

·Fourth-Year Medical Student, Dalhousie University, Halifax, N.S. 
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Clinical Diagnosis 

Hashimoto's Thyroiditis 
Graves' Disease 
Diffuse Nontoxic Goitre 
Toxic Multinodular Goitre 
Solitary Thyroid Nodule 
Adenoma 
Carcinoma 
Subacute Thyroiditis 
Primary Hypothyroidism 
Not Known 
Euthyroid 

TABLE II 

Range of 
Anti TG Anti MC 

Neg-1 :102,400 
Neg-1 :400 

Neg. 
Neg. 
Neg. 

Neg-1 :100 
Neg. 
Neg. 

Neg-1 :100 
Neg. 
Neg. 

Neg-1 :1 ,638,400 
Neg-1 :400 
Neg-1 :102,400 
Neg-1 :6400 
Neg-1 :400 
Neg-1 : 1 02,400 
Neg-1 :6400 

Neg. 
Neg-1 :1,638,400 

Neg. 
Neg-1 :25,600 

PER CENT POS I TI VE ANT I BOD I ES BY EACH CL I NICAL DI AGNOS I S 
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FIGURE 1 

It can be observed that MCHA is more frequently positive 
than is TGHA; it should be noted that in all cases in which 
TGHA was positive, so was MCHA, i.e. there was no case in 
which TGHA alone was positive. The converse, however, is 
not true. 

DISCUSSION 

From the above data, the following points emerge: 

1) MCHA is more frequently positive than TGHA; it is 
positive even when TGHA is negative; it would appear that 
MCHA may be more useful in the diagnosis of thyroid 
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disease than TGHA. It has been suggested that doubling 
dilutions of serum instead of quadrupling them would provide 
a more accurate measurement of antibodies in the MCHA 
test7. Perhaps this might prove true for the TGHA test. It 
seems that TGHA is not as sensitive in detecting thyroid 
disease as is MCHA. 

2) In the two clinical disorders (Hashimoto's Thyroiditis and 
Graves' Disease) in which antithyroid antibodies figure 
prominently, MCHA was positive in 94% of the former and 
74% of the latter; TGHA was positive in only 31 % of 
Hashimoto's and in 10% of Graves'; MCHA and TGH'A are 
more consistently elevated and to a greater extent in 
autoimmune thyroid disease (i.e. Graves' and Hashimoto's). 

3) MCHA titres span a wide range in both Hashimoto's 
(Negative- 1:1 ,638 ,400) and in Graves ' Disease 
(Negative-1 :1 02,400). Consequently it does not differentiate 
well between those diseases. In this series, MCHA titres 
were higher more often in Hashimoto's than in Graves'. 

4) In the diagnostic category diffuse nontoxic goitre, 3 cases of 
MCHA were positive at a dilution of 1 :25,600 and one was 
positive at a dilution of 1:102,400. Since these titres are so 
high, one suspects an underlying autoimmune disorder akin 
to Hashimoto's may be operative here. 

5) It would be extremely interesting to further characterize 
(in terms of histological diagnosis) the one case of primary 
hypothyroidism with a maximally elevated titre (1 :1 ,638,400). 

6) One "normal" case with an MCHA titre of 1 :25,600 had a 
strong family history of thyroid disease; this individual may 
subsequently develop thyroid disease. With this one excep­
tion, all other individuals in the normal category had negative 
or very slightly elevated (1 :400) TGHA and MCHA titres. This 
might be expected for the normal healthy population and it 
confirms previous observations. 

SUMMARY 

1) Antithyroid antibodies are found more frequently and in 
higher titres in Hashimoto's Thyroiditis and in Graves' 
Disease. 

2) TGHA, if positive, confirms the diagnosis of autoimmune 
thyroid disease but is frequently negative; a more sensitive 
method is needed. 

3) MCHA titres span a wide range and are positive in both 
Graves' and Hashimoto's; however in Hashimoto's the titre is 
higher. 

4) With one exception, the normal population has negative 
or low levels of anti-TG and anti-MC antibodies. D 
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Slipped Capital Femoral Epiphysis 

Douglas C. S. Brown: M.D., C.M.,F.R.C.S.(C) , 

Halifax, N. S. 

During the rapid adolescent growth a shearing stress on a 
weakened epiphyseal plate may cause a sudden or gradual 
migration of the head (epiphysis). 

The slip occurs through the zone of provisional calcification 
of the plate but the periosteum remains intact. The neck 
moves upward, rotating anteriorly to the anteverted position, 
resulting in a varus external rotation deformity. (or the head is 
said to move backward and downward) . 

ETIOLOGY 

The exact mechanism leading to slip is unknown. It is 
known that growth hormone weakens the plate and sex 
hormones strengthen it; so that rapid growth , or obesity with 
underdeveloped genitals (adiposogenital syndrome) may 
thus be explained (on an experimental basis) as clinical 
states more prone to slip. 

Pathologic states such as renal osteodystrophy, os­
teomalacia, dyschondroplasia are more easily understood 
causes. In our series hypothyroidism, panhypopituitarism 
plus spondylo-epiphyseal dysplasia have been recognized in 
three patients. A fourth followed femoral osteotomy for 
angular deformity in a six year old but the exact mechanism 
was unknown. 

The adolescent periosteum thins and the growth plate 
sometimes assumes a less horizontal postion, which may 
resu lt in less shear resistance. Variations in limb develop­
ment have not been shown to predispose to slipping of the 
femoral epiphsis. 

Finally, trauma often seems to be a factor, particularly in 
acute severe slips but often pre-slip symptoms were present. 
Athletic stress may well provide the chronic shear stress. 

I.W.K. Hospital experience 1970-1975, suggest this is not 
a common diagnosis, though it is the leading disorder in 
adolescent hips. It was seen more commonly in males, but 
was seen bilaterally more commonly in females and more 
frequently in the overweight. (Table I) 

TABLE I 

I.W.K. HOSPITAL 1970-1975 

M 26 Bilateral? (Age 12- 15=33) 
F 11 Bilateral5 (Under 12=4) 

37 Patients 

R 14 (Weight over 70kg. 30% 
L 11 over 60kg. 50%) 
R&L 24 

49 hips 

• Assistant Professor, Department of Orthopaedic Surgery, lzaak 
Walton Killam Hospital for Children, Halifax, N.S. 
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CLINICAL PRESENTATION 

History- 26 patients had symptoms or signs for over four 
weeks (chronic). Symptoms may become more severe 
rapidly (acute on chronic) . More commonly persistence of 
symptoms and signs lead to diagnosis on subsequent visits. 

Pain - Hip pain is felt in the groin, thigh or knee. With 
gradual onset the latter is more common. 

Limp - A subtle Trendelenburg gait is seen, the degree 
depending on severity of slip. With acute slips the child might 
be unable to walk. Asymptomatic slips are missed as 
evidenced by late recognition of the deformity in investigation 
of arthritic hips later in life. 

Examination - The classical finding is limitation of internal 
rotation, the hip flexing in abduction and external rotation. 
Flexion deformity is not present. Adduction of the flexed hip is 
limited, when tested with the hip flexed at 90 degrees. 

Stages - Pre-slip - wide epiphyseal plate, soft tissue 
swelling but no slip. 

Minimal-less than 1 em. slip 
Moderate- more than 2/3 slip 

Ten patients had moderate slips and two had acute severe 
slips. 

COMPLICATIONS 

One patient developed avascular necrosis of the femoral 
head. No patients had cartilage necrosis. Followup is not 
long enough to know the incidence of arthritis in this series 
but is generally considered to follow in moderate slips and 
certainly in those left with severe deformity. 

RADIOLOGICAL FINDINGS 

Medial displacement of the head is seen on the 
anteroposterior film but may be overlooked. However since 
the slip is so much more obvious on the frog leg view (flexed 
abducted view) it is essential this view be requested. 
Remodeling alters the neck contour. 

TABLE II 

TREATMENT 

Pre-operative Manipulation 3 of 10 severe slips 

Operative Knowles Pins 
Moore Prosthesis 
Smith Petersen nail 

Osteotomy 
Cervical 
Subtrochanteric 

30 
16 
2 

2 
3 

53 

2 patients had prophylatic contralateral pinning and 2 had secondary 
osteotomies resulting in 53 operations. 
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TREATMENT 
Conservative treatment is not recommended because of 

the danger of progression. When the slip is minimal or 
moderate, pinning is advised. (Threaded pins) Severe slips 
may be reduced before pinning but this increases the 
chances of complications. Deformity correcting osteotomies 
may be done at the time of pinning or later when the plate has 
fused . (Table II) 

CASE REPORTS 
Case I 

This 14 year old boy had a minor injury with progressive 
disability, was finally unable to walk and was admitted with a 
two week history. Closed reduction and Knowles pin fixation 
gave a good result. Five months later without injury, he 
presented with a two-day history and was treated for a 
minimal contralateral slip. 

Case II 

This 131/ , year old girl present with vague leg pain, 
(intermittent) and initial X-rays were considered normal. 
(11-A). One year later, following persistent symptoms X-rays 
showed progression. (11-B), She was treated by femoral 
osteotomy and her movement improved. Later following 
epiphyseal fusion, retrospective X-ray assessment indicated 
that she probably had a minimal asymptomatic contralateral 
slip just prior to fusion. 

(A) Initial X-rays Ap. and lateral. 

(B) One year later X-rays Ap. and lateral to show progression of Slip. 

CASE I 
To show marked slip of femoral epiphysis in 14 year old boy. 

These films show the minimal X-ray changes, the 
epiphysis migrating to touch Shenton's line and losing its 
bulge lateral to the femoral neck. The frog leg views are 
essential to demonstrate the slip more easily. 

SUMMARY 
While this condition may not be common, it is essential that 

it be included in the differential diagnosis in teenagers who 

Continued on page 171. 

CASE II 
Slip of femoral epiphysis in 131/ , year old girl. 
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The Practical Management of Acute Infantile 
Gastroenteritis 

R. C. Tervo: M.D. 

Hamilton, Ontario 

I. INTRODUCTION 

Gastroenteritis is a common infectious disease in toddlers 
and infants. About one in every ten children under one year 
of age, brought to a general practitioner, suffers from 
diarrhea and although most infants with gastroenteritis are 
successfully managed at home, one in ten will require 
hospitalization. 1 2 

This report is a practical overview of the clinical 
assessment and management of the infant or young child 
who presents with gastroenteritis. 

II. ETIOLOGY 

A human reovirus-like agent has emerged as the major 
pathogen associated with "winter" gastroenteritis in hos­
pitalized infants and young children .3 It may be isolated from 
stools in about one-half of these patients hospitalized for an 
acute diarrheal disease.• Salmonella, Shigella, invasive and 
toxigenic E. coli continue to be important bacterial 
pathogens. 5 Staphlococcocal gastroenteritis occurs in out­
breaks of food poisoning. In certain geographic areas, 
Yersinia enterocolitica is now as common a cause of 
bacterial diarrhea in children as Shingellosis. Infections not 
primarily of the gastrointestinal tract, such as otitis media or 
urinary tract infection, may have diarrhea as part of their 
overall presentation. Iatrogenic infections, such as staph­
lococcal or candida gastroenteritis, occur in the patient 
vigorously treated with antibiotics. 

Ill. CLINICAL ASSESSMENT 

A. CLINICAL EVALUATION 

Decisions for managing gastroenteritis depend on an 
accurate clinical assessment. It is important to consider 
those features typical of gastroenteritis (Table I) and to 
exclude more serious intra-abdominal disease, such as 
pyloric stenosis or intussusception. Other illnesses, including 
otitis media, urinary tract infections, or meningitis, to which 
the diarrhea might be secondary, should be ruled out or 
treated. 

Assessing the degree of dehydration and judging where 
management is best carried out are the next prime concerns. 

B. DEHYDRATION 

Dehydration is the major important complication of 
gastroenteritis2 and is due to the continued loss of water and 
electrolytes from the body. 6 

The type of dehydration may be categorized on the basis 
of the electrolyte alterations into isotonic, hypotonic, and 
hypertonic (Table II) and this classification is of practical 
importance. The child with hypertonic dehydration has a skin 

·Fellow in Ambulatory Pediatrics, Department of Paediatrics, The 
lzaak Walton Killam Hospital for Children, Halifax, N.S. 
Reprint Address: Department of Paediatrics, McMaster University, 
Hamilton, Ontario. L8S 4K1 
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constituency that is doughy or rubbery, and the evaluation of 
skin turgor may lead to an assessment of the dehydration 
that appears much less than anticipated by the history. 

The type of body fluid imbalance may have consequences 
that can be predicted and prevented. Water shifts between 
the intracellular and extracellular fluid space in order to 
maintain osmotic equilibrium. In hypertonic dehydration, fluid 
moves out of the cells into the extracellular compartment and 
if this movement occurs quickly, cell shrinkage follows. This 
shrinkage in the brain can lead to the severing of bridging 
vessels and complications of intracranial hemorrhage, such 
as convulsions. 

TABLE I 

CHARACTERISTICS OF INFANTILE VIRAL 
GASTROENTERITIS• 

Character of Infection 
Incubation period 
Site of infection 

Epithelial localization 

Character of Disease 
Duration 
Vomiting 
Watery diarrhea 
Frequent and severe in young 

Character of Mucosa 
Structure (light microscopy) 

Mucosal enzymes: 
dissaccharidases 

< 48 hours 
villous epithelium 
upper small bowel 
crypts in severe cases 
cytoplasm of enterocyte 

4-5 days 
+ 
+ 
+ 

variable normal to villous 
flattening 

IV. PHYSIOLOGY OF THE ACID-BASE IMBALANCE 
WITH DEHYDRATION 

The child with diarrhea and vomiting frequently has a 
metabolic acidosis. Bicarbonate ion is lost in the stool, and 
the kidney clears less hydrogen ion because of a decrease in 
glomerular filtration rate. Starvation and dehydration lead to 
the accumulation of ketoacids, while tissue anoxia via 
diminished perfusion causes an increase in lactic acid . 
Giving aspirin will further aggravate the acidosis. Continued 
milk feedings and the conversion of lactose to lactic acid by 
intestinal flora also add to the acid load. 

V. GUIDELINES FOR THE MANAGEMENT OF 
DEHYDRATION SECONDARY TO GASTROENTERITIS 

There are four areas to consider when outlining an 
approach to rehydration in gastroenteritis:8 

i. volume loss 
ii. electrolyte changes 

iii. acid-base status 
iv. related. metabolic disturbances 
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TABLE II 

CLINICAL PRESENTATION OF DEHYDRATION RELATED TO PLASMA TONICITY7 

Isotonic Hypertonic Hypotonic 

History: 

Onset of illness Variable Acute Variable 
Fever Variable High Variable 
Losses from diarrhea & 

vomiting Conspicuous Minimal or disproportionately Conspicuous 

- · great relative to physical signs 

Physical Signs: 

Skin turgor Marked loss Much less than anticipated Marked loss 
from the history of fluid loss 

Skin consistency Soft Rubbery Soft 
Fontanelle Sunken Sunken Sunken 
Eyeballs Sunken Sunken Sunken 
Pulse rate of tension Rapid & poor Rapid & bounding Rapid & very thready 
Onset of shock Variable Later Early 
Peripheral circulation Poor Relatively preserved Very poor 
Blood pressure Low Moderately low Very low 
CNS signs Not common Frequent & marked Not common 
Sensorium Lethargic Varying somnolence & irritability Early coma 

A. GENERAL CONSIDERATIONS 

1. Volume Loss - The clinical features of dehydration 
relate to plasma tonicity, while the degree of dehydration may 
be expressed as a percentage of body weight, i.e., 5%, 10%, 
and 15%. (Table Ill). The habitus of thin or obese infants 
makes the clinical assessment of dehydration difficult and 
misleading , so to compensate, the estimate of the percent of 
acute body weight lost may be increased by 3% in fat infants 
and decreased by 3% in thin infants. A urine specific gravity 
may confirm the clinical impression as a specific gravity 
greater than 1.025 shows early renal compensation in an 
attempt to conserve water. The hematocrit or BUN are 
usually elevated when dehydration approaches 10%. 

TABLE Ill 

DEGREE OF DEHYDRATION EXPRESSED IN VOLUME OF 
FLUID LOST EQUAL IN MASS TO BODY-WEIGHT6 

%of 
Body-Weight 

Lost 

< 5 

5 

10 

> 10 

Severity 

Mild 

Moderate 

Severe 

Critical 

Some loss of skin turgor, no other 
signs and general condition good. 
Clear cut evidence of dehydration; 
looks ill. No signs of peripheral 
circulatory failure. 

Gross dehydration with signs of 
peripheral circulatory failure. 

Severely shocked. Moribund. 

2. Electrolyte Changes - The clinical features that 
correspond to electrolyte alterations have been outlined. 
(Table II) . Convulsions are usually caused by the underlying 
disease, hypernatremia, associated metabolic disturbances, 
or too rapid a reduction of serum sodium.9 Determining 
serum sodium, potassium, and chloride, as well as blood 
gases, are important aids in clinical management. 
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3. Acid-Base Status- Kussmaul breathing, a blotchy skin, 
and acetone breath all denote acidosis. Although these 
features are most likely due to dehydration, salicylism and 
diabetic ketoacidosis should also be considered. 

The determination of blood gases help resolve this 
situation, and a venous sample will give useful values for pH 
and pC02. 

Glycosuria and ketonuria should raise the suspicion of 
diabetes mellitus. 

4. Related Metabolic Disturbances - An abnormal serum 
glucose of calcium should be considered when there are 
convulsions or an altered state of consciousness. 

Stage 

Ill 

IV 

TABLE IV 

PRINCIPLES OF TREATMENT OF DEHYDRATION 

Time Purpose 

0-2 hours 

2-24 hours 

1-4 days 

4 days to 
1-3 weeks 

1. Restore blood volume. 
2. Treatment of shock. 

1. Replace the remaining sodium and 
potassium deficit. 

2. Partially correct the water deficit. 
3. Partially correct the acid-base 

imbalance. 
4. Maintenance requirements. 

1. Complete replacements. 
2. Maintenance requirements . 

Restore body fat and protein 
• 

B. MANAGEMENT 

1. Less than 5% Dehydrated - In the early phase of 
illness, the child who is 5% dehydrated does not need to be 
hospitalized and the following instructions may be given to 
the child 's parents : 
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a) There are many reasons for diarrhea and vo_miting, but 
the dramatic loss of fluids from either cause must be 
made up by encouraging the child to take in as much 
liquid as possible while ill. 

b) The parent who is worried or who observes persisting 
diarrhea, particularly in a young child , should be 
encouraged to check with a doctor or hospital. 

c) Diet: Medicines are not helpful as they further irritate the 
gut. 

Day1-2: 

If the child is vomiting and has diarrhea, stop all food and 
milk. Give only clear fluids, such as clear soup, sugar 
and water, apple juice, clear tea, jello, ginger ale without 
bubbles, or any other suitable fluid for a full day. 

ii. Milk and food further irritate the gastrointestinal tract, but 
clear fluids allow time for the intestinal lining to heal. 

iii . The child will not starve with a short course of dietary 
fluids and no solids. 

Day2-3: 

If the diarrhea is less severe, then add to the diet soft 
foods, such as apple sauce, crushed bananas, or rice 
pablum mixed with water and crackers. This is a 
non-irritating diet which is also mildly constipating. 

Day3-4: 

If the diarrhea has stopped, then gradually start a normal 
diet, adding milk last. 

d) Avoid high solute feedings, particularly boiled skim milk 
or whole milk, as the high solute load will result in an 
increase in obligatory water loss through the kidneys, 
exacerbating dehydration. 

2. Greater than or Equal to 5% Dehydrated - The child 
who is more than 5% dehydrated requires hospitalization. 

a) Stage I - If the child is in shock, i.e., 10-15% 
dehydrated, the aim is to restore circulation and urine 
output to normal. 

1. IV (normal saline) at 20 ml / kg in 1-2 hours or 
2. plasma 10 ml / kg in 1 hour. 

Deduct the amount calculated above from the fluid 
deficit to be replaced. 

b) Stage II - The child 's fluid needs are now determined 
with the objective of returning the patient to a state of 
good health and eating a normal diet with adequate 
nutrients. 

1. Volume Loss - The fluid requirements are calcu­
lated by adding maintenance requirements , calculated 
deficits, and ongoing losses. 

Maintenance Requirements - Appropriate vol­
umes for body weight for each 24 hours are 
given as follows: 

First 1 0 kg of body weight = 
1 00 ml / kg/ 24 hours 

Second 10 kg of body weight = 
50 ml / kg/ 24 hours 

Each subsequent 10 kg of body weight = 
20 ml / kg/ 24 hours 
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ii. Deficits - The amount of replacement fluid is 
calculated on the basis of known or estimated 
weight loss. Since one gm loss of body weight 
equals 1 ml of water deficit, the clinical assess­
ment estimates the degree of dehydration. For 
example, a 10 kg infant who is 5% dehydrated 
requires 500 ml to replace his calculated deficits. 

iii. Ongoing Losses- An additional amount of fluid 
may be given to account for losses by diarrhea or 
vomiting. The requirements are estimated as 
follows: 
a) moderate loss = 10 ml/ kg/ 24 hours 
b) severe loss = 25 ml/ kg / 24 hours 
As a useful guide, when the appropriate fluid 
required for 24 hours is calculated , half the 
correction is administered over the first 8 hours. 
If the child is to be transferred to a referring 
hospital, the transferring team should record the 
water losses during the journey. 

2. Electrolyte Changes- After the initial resuscitation, 
a hypotonic fluid may be used, such as 3.3% dextrose 
in 0.3% saline (213 + 1/3) which will prevent excess 
electrolyte being given. 

If the serum sodium is greater than 150 mEq, the 
deficits are corrected over 48 to 72 hours, with serum 
sodium not being lowered faster than 10 mEq per 24 
hours. Again, a hypotonic intravenous solution, such 
as half strength saline or 3.3% dextrose and 0.3% 
saline may be used. a, 11 

Potassium may be added to the intravenous 
solution when the child has voided, then daily 
requirements are met by adding 5 mEq to every 250 
ml of solution. If the serum potassium is low, as much 
as 40 mEq to every litre of intravenous solution may 
be used. 

3. Acid-Base Status - A metabolic acidosis almost 
invariably accompanies gastroenteritis. This may be 
corrected when the child looks ill and the serum 
bicarbonate is less than or equal to 12 mEq/ L. The 
amount required "x" is calculated as follows : 
"x" x .3 (one-half the distribution coefficient for serum 
bicarbonate) 
x body weight (kg) = deficit in mEq 
= number of ml of 7.5% sodium bicarbonate to be 
given 
About 1 ml of 7.5% sodium bicarbonate is equivalent 
to .9 mEq of bicarbonate , so each mEq of bicarbonate 
need approximately equals 1 ml of 7.5% bicarbonate 
solution. This may be given at a rate of 1 mEq/ min. 

If the child is clinically acidotic and no blood gases 
are available, give 1 ml/ kg body weight of 7.5% 
sodium bicarbonate IV push, and 1 ml / kg body weight 
in the IV solution and run over half an hour. 

4. Related Metabolic Disturbances 

Hyperglycemia may be a complication of gas­
troenteritis. If the blood sugar is less than 650 
mg% and there is no other evidence the patient 
has diabetes mellitus, no insul in should be given. 
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ii . Hypoglycemia is a rare complication , 
documented wit a blood sugar less than 40 
mg%, which can be treated giving 2 ml of 50% 
Dextrose/ kg IV push. 

iii. Hypocalcemia is not treated unless the patient is 
symptomatic or the serum calcium is less than 
6.0 mg%. To treat, give : 
a) 10 ml of 10% calcium gluconate in 40 ml of 

basic fluid over 2 hours. 
b) monitor the serum calciums. ~ 

5. Summary - The emergency management is sum­
marized as follows: 

treat shock 
ii. calculate a 24 hour fluid correction and give half 

the volume over the first 8 hours 
iii. treatthe acidosis 
iv. beware of associated metabolic disturbances 
v. communicate care to covering staff or referring 

hospital 

VI. OTHER CONSIDERATIONS 

A. ANTIBIOTICS 

Most bacterial diarrheas are mild and self-limiting and their 
course is little affected by antimicrobial therapy. Accordingly, 
the emphasis in management should be placed on suppor­
tive measures as already outlined , reserving antibiotics for 
selected cases where a clear indication exists, such as: 

a) enteric fever, shigellosis, or other pathogen with 
evidence of systemic infection , e.g. , septicemia, bone 
involvement, etc. 

b) infections in prematures, neonates, and seriously ill 
infants, especially where isolation facilities are inade­
quate. 

The selection, dose, and route of antibiotic will depend on 
the clinical situation and the organism isolateds 

B. ANTIDIARRHEAL PREPARATIONS 

A wide variety of antidiarrheal preparations are available 
containing such agents as Kaolin or Atropine. There is no 
evidence they add any1hing useful to the management of 
gastroenteritis and if used inappropriately, may do more 
harm than good. 

VII. CONCLUSION 

Though gastroenteritis is a common and often serious 
ailment in young children, its treatment and management are 
straightforward. In most cases, a simple regimen of home 
care without the need for medications is indicated. More 
severe cases require hospitalization for dehydration , but the 
basic cure remains identical. Only where more serious 
underlying illnesses are the cause of the diarrhea are any 
other treatments necessary. D 
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SUPPED CAPITAL FEMORAL EPIPHYSIS 
Continued from page 166. 

present with vague thigh or knee discomfort. The restriction 
of motion is typical and repeat clinical and radiological 
assessment should be done if symptoms persist after early 
"negative" assessment. Once the diagnosis is made urgent 
hip pinning is indicated to prevent unneccessary deformity. 
We have seen a number in whom deformity could have been 
avoided by more prompt management. 

The classical finding is limited internal rotation of the hip in 
a teenager complaining of thigh and knee discomfort. D 

1. 

2. 

3. 

4. 

5. 
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Correspondence 

To the Editor: 

I suppose I'm writing this under two hats - as a private 
citizen - journalist, and the senior member of the Halifax 
County Residential Tenancies Board for more than six years. 

During those years I have been dismayed at the numbers 
of medical doctors appearing before the Board to face 
charges rising out of failure to take adequate care of rental 
properties. 

Bluntly, I'm of the old school that looks for more from 
medical doctors. 

My background is such that I have had an immense 
respect and regard for the medical profession (and still do). 
But, I am, frankly, outraged at what I've seen. Surely, people 
trained to take care of other people's medical problems 
should not be involved in providing less than adequate 
housing. 

Mr. Editor, I do not recall a solitary case where a shortage 
of revenue from the building could excuse the lack of care­
little or no painting, poor maintenance, faulty garbage 
disposal, heat problems and similar common diHiculties. 
Where there is a financial problem the Board always takes it 
into consideration. 

To return to my country origins, many landlords are 
"mining the property rather than farming" - taking but giving 
very little. 

M.D.'s, of course, are not alone among the professions as 
regards this matter but, as indicated, it seems to this writer 
there is a very special responsibility involved here. Certainly, 
such activities, clearly immoral and frequently illegal, have no 
place in the practice of medicine and cause anything but the 
enhancement of the profession's public image. 

Sincerely, 

Frank Fillmore 

1233A Queen Street 
Halifax, N.S. B3J 2H3 

lllelllal 
II Iiiii 
Planning 
lerviaes 

Donald R. Cox 

Suite 1110 
Duke Street Tower 
Scotia Square 

Phone : 422·6314 

D 
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ii. Hypoglycemia is a rare complication, 
documented wit a blood sugar less than 40 
mg%, which can be treated giving 2 ml of 50% 
Dextrose/ kg IV push. 

iii. Hypocalcemia is not treated unless the patient is 
symptomatic or the serum calcium is less than 
6.0 mg%. To treat, give: 
a) 10 ml of 10% calcium gluconate in 40 ml of 

basic fluid over 2 hours. 
b) monitor the serum calciums. 

5. Summary - The emergency management is sum­
marized as follows: 

treat shock 
ii. calculate a 24 hour fluid correction and give half 

the volume over the first 8 hours 
iii. treat the acidosis 
iv. beware of associated metabolic disturbances 
v. communicate care to covering staff or referring 

hospital 

VI. OTHER CONSIDERATIONS 

A. ANTIBIOTICS 

Most bacterial diarrheas are mild and self-limiting and their 
course is little affected by antimicrobial therapy. Accordingly, 
the emphasis in management should be placed on suppor­
tive measures as already outlined, reserving antibiotics for 
selected cases where a clear indication exists, such as: 

a) enteric fever, shigellosis, or other pathogen with 
evidence of systemic infection, e.g. , septicemia, bone 
involvement, etc. 

b) infections in prematures, neonates, and seriously ill 
infants, especially where isolation facilities are inade­
quate. 

The selection, dose, and route of antibiotic will depend on 
the clinical situation and the organism isolateds 

B. ANTIDIARRHEAL PREPARATIONS 

A wide variety of antidiarrheal preparations are available 
containing such agents as Kaolin or Atropine. There is no 
evidence they add anything useful to the management of 
gastroenteritis and if used inappropriately, may do more 
harm than good. 

VII. CONCLUSION 

Though gastroenteritis is a common and often serious 
ailment in young children, its treatment and management are 
straightforward . In most cases, a simple regimen of home 
care without the need for medications is indicated. More 
severe cases require hospitalization for dehydration, but the 
basic cure remains identical. Only where more serious 
underlying illnesses are the cause of the diarrhea are any 
other treatments necessary. D 
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SUPPED CAPITAL FEMORAL EPIPHYSIS 
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present with vague thigh or knee discomfort. The restriction 
of motion is typical and repeat clinical and radiological 
assessment should be done if symptoms persist after early 
"negative" assessment. Once the diagnosis is made urgent 
hip pinning is indicated to prevent unneccessary deformity. 
We have seen a number in whom deformity could have been 
avoided by more prompt management. 

The classical finding is limited internal rotation of the hip in 
a teenager complaining of thigh and knee discomfort. 0 
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Correspondence 

To the Editor: 

I suppose I'm writing this under two hats - as a private 
citizen - journalist, and the senior member of the Halifax 
County Residential Tenancies Board for more than six years. 

During those years I have been dismayed at the numbers 
of medical doctors appearing before the Board to face 
charges rising out of failure to take adequate care of rental 
properties. 

Bluntly, I'm of the old school that looks for more from 
medical doctors. 

My background is such that I have had an immense 
respect and regard for the medical profession (and still do). 
But, I am, frankly, outraged at what I've seen. Surely, people 
trained to take care of other people's medical problems 
should not be involved in providing less than adequate 
housing. 

Mr. Editor, I do not recall a solitary case where a shortage 
of revenue from the building could excuse the lack of care­
little or no painting, poor maintenance, faulty garbage 
disposal , heat problems and similar common difficulties. 
Where there is a financial problem the Board always takes it 
into consideration. 

To return to my country origins, many landlords are 
"mining the property rather than farming" - taking but giving 
very little. 

M.D.'s, of course, are not alone among the professions as 
regards this matter but, as indicated, it seems to this writer 
there is a very special responsibility involved here. Certainly, 
such activities, clearly immoral and frequently illegal , have no 
place in the practice of medicine and cause anything but the 
enhancement of the profession's public image. 
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OH CVCLOTHON 

Usually . .... . 
Usually the mall's paved by cars 
-people pouring money 
-paying their souls 
in exchange for merchandise 

Usually the police sit hawkeyed 
waiting to pounce 
on the contrary 
dishing out tickets 
for overtime parking 

Usually the Premier flies (economy class) 
Flies above the heads 
of us common folk 
and the august opposition leader 
chases his remarks 
with scorn 
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B. J. S. Grogono,* M.B. , 

Halifax, N.S. 

Today 
~ • it's different 

172 

the cause strikes out 
our mutual animosity 
brings the world together 
into a common stream 
of human understanding 

Talk about variety 
small toddlers hardly big enough 
to walk, rush by 
like dancing catherine wheels 
teenagers by the hundreds 
spread in an ever changing 
weave of interlacing lines 
bob and thread 
amongst the alleyways 
of panting life 

Take each lap 
as she comes 

Uke life 's jourl'ley 
unpredictable ..... . 
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Cast off in style 
straight down 
the easy slopes 
where everything goes your way 
-pass the refreshment bench 
(tempting but avoidable) 
round those Mumford flats 
and up, up, up 
to reach the friendly heights 
where harbour visions cheer 
and that consoling oil rig 
lies 
snugly unaware 
of our demeanour 

So then it's overt 

THE NOVA SCOTIA MEDICAL BULLETIN 173 

The politicians lend a cheerful air 
and each contraption 
winds to a close 
speedsters and sportsmen 
lightweight and heavy leviathan 
tandem and unicycle 
powered 
by that strange force 
that through the great 
arcade of life 
forever 
flows. 

0 

This event was held in May on behalf of the Nova Scotia Kidney 
Foundation. 
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Some Pictorial Highlights of the 
124th. Annual Meeting 

Dr. A. J. Macleod, Honorary Secretary of the Medical Society, with 
the recently acquired Mace leads the Officers as they parade into 
Council to begin proceedings for 1977. 

Dr. and Mrs. A. A. Giffin, Senior Member of The Medical Society of 
Nova Scotia from Kentville, checking on the details of their prize, a 
trip for two to Florida, with representatives from Quality Travel and 
Mirabelle Tours. 

Dr. J. F. Hamm of Stellarton being installed as President of The 
Medical Society of Nova Scotia by Dr. Robert Gourdeau, President, 
Canadian Medical Association. 

Newly installed President, Dr. J. F. Hamm, affixes the Past 
President's Pin to Dr. W. F. Mason's lapel. 

Dr. T. J. McKeough, retiring Past President of the Society, presents a 
token of appreciation to Fran Mason for her support of her husband, 
Bill, during his term of office as President of the Society. 

Dr. John H. Budd, President of the American Medical Association, 
and Mrs. Budd receive a gift from the Medical Society presented by 
the Society's new President, Dr. John Hamm. 

Acknowledging his appointment as President-Elect of the Medical 
Society for 1978, Dr. B. J. (Bernie) Steele speaks to members and 
guests during the Banquet following the Annual Meeting. 

Society members and guests relaxing to the music of Arne Benson in 
Lord Nelson Regency Ballroom. 



SENIOR MEMBERSHIP CITATIONS 
THE MEDICAL SOCIETY OF NOVA SCOTIA 

Dr. Robert Marsden Caldwell 
Born in Woodstock, New Brunswick, in 1907, Robert 

Marsden Caldwell moved to Yarmouth in the same year, 
where he grew up and attended Yarmouth Elementary and 
High Schools. Following his schooling in Yarmouth , he 
entered Dalhousie University. At the age of sixteen he took 
his pre-med and continued on to graduate from medicine in 
1932 with a degree of MDCM. Following the local internship 
at Camp Hill Hospital , the V.G. Hospital and the Nova Scotia 
Sanatorium, he took an extra year of residency at the 
Bridgeport Hospital, in Connecticut, U.S.A. He then returned 
to Yarmouth in 1933, where he started Medical Practice in 
General Medicine. 

The Society recognized Dr. Robert M. Caldwell 's long service to 
Nova Scotians by installing him as a Senior Member in The Medical 
Society of Nova Scotia. Shown with Dr. Caldwell is Dr. W. F. Mason, 
President M.S.N.S., making the presentation. 

Bob Caldwell practiced seven years in Yarmouth , from 
1933 to 1940, at which time he enlisted in the 22nd Field 
Ambulance Corps, Royal Canadian Army Medical Corps, at 
the outset of the Second World War. 

In 1941 , he went overseas and was stationed at the 
holding depot to the South of England. From here, he was 
posted to the Winnipeg Rifles as their Medical Officer and 
stayed with this regiment throughout the war until1945. 

He went ashore in Normandy on D-Day with this regiment 
and was wounded two months later near Cannes, in France. 
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Recovering from this, he re-joined this regiment a month or 
so later to continue on through the European campaign. 

In 1945, he was repatriated to Canada and honorably 
discharged to take up practice again in Yarmouth, at first in 
General Practice and later, he devoted most of his time to 
anesthesia. 

He was also plant medical officer for Dominion Textiles for 
thirty years, a post which he still holds today. 

His outstanding contribution to the local Medical Society 
has been his astute care of their purse strings, being their 
long time treasurer. He has other interests in golf, fishing and 
swimming to round out his athletic life. For many years he 
was the government appointee to the Board of Governers of 
the Yarmouth Hospital. 

He is mostly appreciated by his peers for his unswerving 
devotion to duty both medical and that of proud Canadian. 

He has been unobtrusively but efficiently supported in all 
his undertakings, both medical and financial by his wife 
Myrtle who has never failed to maintain her good humour and 
cool. They have three children, the oldest daughter having 
graduated from Dalhousie Law School, and the one son, who 
believe it or not, is a tax inspector and the other daughter is 
still in school. 

In short, I am honoured to propose, Dr. Robert Marsden 
Caldwell , as a senior member in the Nova Scotia Society. 

Dr. R. P. Belliveau. 
(Presented by Dr. H. T. Fulde) 

Dr. Frederick Murray Fraser 
Murray Fraser was born in Halifax and received his M.D. 

degree from Dalhousie 45 years ago. During his under­
graduate days he was elected president of the Arts and 
Science Society. He was an active member of the Phi Rho 
Sigma Fraternity. He was also prominent in sports, and was 
manager of the Championship rugby football team. 

Shown receiving Senior Membership in The Medical Society of Nova 
Scotia is Dr. F. Murray Fraser, long time Halifax physician. The 
installation is performed by President M.S.N.S., Dr. W. F. Mason. 
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After receiving his M.D. degree in 1932, he took 
post-graduate studies in London, Vienna, and in the world 
famous Rotunda Hospital in Dublin from which he received 
his Licentiate of Midwifery. He began general practice of 
medicine in England in 1934 with a particular interest in 
obstetrics. 

Murray enlisted at the outbreak of World War Two and 
spent the next five years in Ethiopia and Africa. After the war 
he spent a further two years in general practice in England 
before returning to his native province in 1948. 

Over the past 28 years Murray Fraser has contributed 
much to his community, Jo his university, and to his 
profession. He has served innumerable citizen groups and 
professional bodies. He is a past-president of the Halifax 
YMCA and past-president of MMC. He was a member of the 
Board of Governors of Dalhousie from 1956-1962. He is a 
past-president of the Dalhousie Medical Alumni Association , 
and in 1973 that association named him "Alumnus of the 
Year". He has served as National President in the College of 
Family Physicians ; and for his contribution and widespread 
reputation in the practice of family medicine, that college 
conferred upon an Honorary Fellowship in 1969 and in 1973 
named him "Physician of the Year" for Canada. 

Due to Murray's contribution to Dalhousie, his community, 
and his profession, Dalhousie conferred a Honorary Doctor 
of Laws upon him in 1974. 

As you can see, Mr. President, from only a few of the 
highlights of Dr. Fraser's career he has been both an 
outstanding citizen and doctor, and is well-deserving of the 
honour of "Senior Member" in the Nova Scotia Medical 
Society. 

Dr. M.G . Shaw. 

SENIOR MEMBERSHIP CITATIONS 
THE CANADIAN MEDICAL ASSOCIATION 

Dr. Carleton Lamont MacMillan 

Doctor Carleton Lamont MacMillan was born on Arpil 18, 
1903 at Goldboro in Guysborough County, Nova Scotia. He 
received his education at Sydney Academy and Acadia 
University before he enrolled at Dalhousie University for his 
training in medicine. He graduated in 1928 and in the same 
year took up practice in Baddeck, Cape Breton. For forty 
years he served a wide area of the island as a family doctor. 
Many of his experiences are described with grace and 
humour in his book "Memoirs of a Cape Breton Doctor" 
published in 1975, a work so favourably received that it has 
recently been issued in a popular edition. 

From 1949 to 1967 Dr. .MacMillan was a member of the 
Legislative Assembly of Nova Scotia. In 1972 his outstanding 
contribution to his community was recognized by his election 
to the Order of Canada. 
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Dr. C. L. "Monty" MacMillan was installed as a Senior Member of 
The Canadian Medical Association at the Medical Society's Annual 
Meeting Banquet in absentia. Dr. Robert Gourdeau, President 
C.M.A., is shown presenting the award to Dr. MacMillan 's son, Dr. C. 
L. MacMillan, Jr. 

Dr. Audley Atwood Giffin 

Doctor Audley Atwood Gillin was born in Halifax on April 
13, 1906. After completing his secondary education in the 
school system of his native city he entered Dalhousie 
University, from which he graduated with the B.A. in 1927 
and the M.D. in 1931. For the next three years he was 
associate physician at the Nova Scotia Sanatorium. In 1934 
he was appointed house surgeon at the Royal Victoria 
Hospital in Montreal and a year later he became resident 
surgeon at the Children 's Memorial Hospital of Montreal. 

During World War II Dr. Gillin served with R.C.N.V.R. and 
attained the rank of surgeon-captain to the Canadian 
North-West Atlantic Command. 

Dr. Audley Giffin is installed as a Senior Member in The Canadian 
Medical Association. Dr. Robert Gourdeau, President of C.M.A. , 
pertorms the ceremony. 
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Dr. Giffin has pursued his professional career, devoted to 
general medicine, in Kentville, Nova Scotia. Here, for a 
1 0-year term he has been president of the medical staff of the 
Blanchard Fraser Memorial Hospital , and for 13 years 
chairman of the Board of Directors of the hospital during its 
expansion to regional hospital status. He is president of the 
Kentville Hospital Association and past president of the 
Valley Medical Association. He acted as chairman of the 
Research Commission of the Nova Scotia Medical Society 
that prepared the briefs presented to the Royal Commission 
on Health Services and to the Nova Scotia Government, prior 
to the adoption of Maritime Medical Care Incorporated as the 
administrative agent for the Medical Services Commission. 
He has been a member of General Council of the CMA and a 
member of the executive and president of Maritime Medical 
Care Incorporated. 

Dr. Giffin 's services to his community have been many and 
spent in high office. He has been a councillor and deputy 
mayor of Kentville and the chairman of its School Board. He 
has been president of the Nova Scotia Home and School 
Association, vice-chairman of the Association of Urban and 
Municipal School Boards, and a member of the provincial 
council on Teacher Education. 

In his leisure time Dr. Giffin finds enjoyment in sailing and 
in the pleasures afforded by his library. 

Statistics on Admissions To Dahousie Medical School 

This year, 233 applications to Dalhousie Medical School 
were received from residents of the Maritime Provinces (139 
from Nova Scotia, 82 from New Brunswick, and 12 from 
Prince Edward Island). From these applicants, 88 were 
accepted, and the remaining 8 students are from other 
Canadian Provinces, the United States and Nigeria. In this 
new class, there are 28 females and 68 males. 

Dr. Marvin R. Clark has resigned as Assistant Dean and 
Director of Continuing Medical Education, Dalhousie Medical 
School, to accept the post of Deputy Minister of Health for 
Prince Edward Island. Congratulations Marv. 

Dr. John R. Dill will carry out a pilot study, involving the 
detection of coal-related lung disease. 

Dr. Robert M. MacDonald has retired as Dean of Health 
Professions, and a testimonial dinner was recently held in his 
honour. He will continue to teach in the Department of 
Medicine. 

Dr. George E. Miller, Professor of Medicine, University of 
Illinois, participated in a symposium on medical education, 
with special emphasis on evaluation. He was chosen to 
present the first Dr. Paul Cudmore Memorial Lecture on 
Medical Education, in which he stressed the changes that 
had taken place since he last visited Dalhousie Medical 
School ten years ago. He reminded his listeners that 
evaluation is the chief determinant of what medical students 
learn, and he encouraged both faculty and students to 
continue their joint efforts to improve evaluation methods. 
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Dr. R. Wayne Putman has received a grant from the 
Department of National Health and Welfare to study 
Ambulatory patient care, and make a comparison between 
ideal care and the actual care being given. 

Dr. Pentti M. Rautaharju has been awarded a further 
grant to fund his on-going research in the detection of 
coronary and hypertensive heart disease. 

Dr. Bernard J. Steele, speaking for the Society, has 
promised cooperation with the Provincial Health Department 
in establishing a central immunization registry. 

OBITUARY 

Dr. T. W. (Tom) Gorman, 60, of Antigonish, N.S. died 
Wednesday, Nov. 16, 1977 at the Victoria General Hospital 
in Halifax. Born in Sydney he received his educaijon at the 
Sydney Academy, St. Francis Xavier University and McGill 
University. He served as a captain in the Royal Canadian 
Medical Corps and has practised medicine in Antigonish 
since 1951 . Dr. Gorman was past president of The Medical 
Society of Nova Scotia. He is survived by his wife, the former 
Louise Kane, four daughters, a son and a sister. Our sincere 
sympathy is extended to the family. 0 
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C.M.A. AWARDS 

On the occasion of the February/ March 1978 Branch 
Meetings, Medical Society members will be asked to 
nominate candidates for various C.M.A. Awards. These 
awards are described below. 

It is hoped that you will give this very important subject 
careful consideration and ensure that your Branch does not 
let this opportunity to honour your confreres pass by. 

MEDAL OF SERVICE 

1. Service to the profession in the field of medical 
organization. 

2. Service to the people of Canada in raising the standards 
of medical practice in Canada. 

3. Personal contributions to the advancement of the art and 
science of medicine. 

4. To qualify, a recipient must have contributions in at least 
two of the above fields. 

FREDERICK NEWTON GISBORNE STARR AWARD 

A. The medal should represent the highest award which 
lies within the power of the CMA to bestow upon one of 
its members. 

B. Achievement shall be the prime requisite in determining 
the recipient of the award . 

C. The recipient may have achieved distinction in one of the 
following ways: 

1. By making an outstanding contribution in the field 
of­
a) 
b) 

c) 

Science 
The fine arts - sculpture, painting drama or 
music 
Literature- non-medical 

2. By achievement-
a) In serving humanity under conditions calling 

for courage or the endurance of hardship in 
the promotion of health or the saving of life. 

b) In advancing the humanitarian or cultural life 
of his community. 

c) In improving medical service in Canada. 

ATLANTIC BOOKBINDING LIMITED 
LIVERPOOL, NOVA SCOTIA 

• Distinctive binding of all types of periodicals 
and books pertaining to any subject. 

• Bound to your specifications. 
• Further information available upon request. 

GENERAL OFFICE : 

P.O. BOX 1253 
LIVERPOOL. N.S. 
BOT 1KO 

TEL. (902)354-5781 

Such achievement should be so outstanding as to serve as 
an inspiration and a challenge to the medical profession of 
Canada. 

SENIOR MEMBERSHIP IN THE C.M.A. 

"Any member of The Association in good standing for the 
immediately preceding ten year period who has attained the 
age of 65 years is eligible to be nominated for senior 
membership by an ordinary member of The Association. He 
shall be approved by the Executive body of the Division in 
which he practised, but he may be elected only by the 
unamimous approval of the members of the Board of 
Directors of The Association present and voting. 

"Each Division is entitled to one senior member per year, 
notwithstanding the provisions as follows: 

'A Division may approve for election one senior member 
per year, in addition to the above, for each 1 ,000 
members on its register for that year'. 

" In the case of a Division acting as Host to the Annual 
Meeting of The Canadian Medical Association, an additional 
senior member may be nominated. 

"Senior members shall enjoy all the rights and privileges of 
The Association but shall not be required to pay an annual 
fee. " D 

NEW MEMBERS 
The Physicians listed below have joined The Medical 

Society of Nova Scotia between August 1, 1977 and October 
31 , 1977. A most cordial welcome is extended by the Society. 

Dr. L. D. Barro 
Dr. E. A. Day1on 
Dr. L. J. d'Entremont 
Dr. Philip Earle* 
Dr. F. A. C. Galvon 
Dr.W. G.Gill 
Dr. F. R. Grainger 
Dr. R. D. Green* 
Dr. R. F. Gunn 
Dr. R. A. Harding* 
Dr. K. J. Henderson 
Dr. R. 0. Holness 
Dr. Ilona Kerner 
Dr. C. T. Kilcollins 
Dr. G. A. Klassen 
Dr. R. A. W. Miller* 
Dr. P. C. Morse* 
Dr. J. F. McCurdy 
Dr. R. W. Norman* 
Dr. Claudia Resch * 
Dr. H. J. Saunderson 
Dr. G. L. Sayat 
Dr. J. P. Schaffner 
Dr. R.N. Sers 
Dr. M. M. Slay1er 
Dr. S. P. Sturmy 
Dr. W. W. Tidmarsh 
Dr. I an Verryn-Stuart 
Dr. R. B. Wallace 
*Recent Dalhousie Graduates. 

Yarmouth, N.S. 
Dartmouth , N.S. 
Meteghan, N.S. 
Bay1own, Texas 

Sydney, N.S. 
Amherst, N.S. 

Halifax, N.S. 
London, Ont. 

Kentville, N.S. 
Victoria, B.C. 

Truro, N.S. 
Halifax, N.S. 

Yarmouth, N.S. 
Windsor, N.S. 

Halifax, N.S. 
Montreal , Que. 

Winnipeg , Man. 
Halifax, N.S. 

Vancouver, B.C. 
Winnipe.g, Man. 

Halifax, N.S. 
Yarmouth, N.S. 

C. F. B. Cornwallis, N.S. 
Antigonish , N.S. 

Bridgewater, N.S. 
Canso, N.S. 

New Glasgow, N.S. 
Halifax, N.S. 

Inverness, N .S. 



Thr new, 5-passtnga Mrrcrdts-Btru JOOD - Ihr s/alt of lht Oitsil passengtr car arl 

The legend continues ... 

The worlds most sophisticated 
Diesel passenger car. 

The Mercedes-Benz 3000. 
Here is a most ingenious alternative to the conventional 
automobile. A truly remarkable new Mercedes-Benz. With a 
new body design and suspension system. With ample room for 
five people. With the proven Mercedes-Benz 5-cylinder engine 

that offers you an extraordinary combination of performance and operating economies. 

To date, only one alternative to the conven­
tional automobile engine has kep t its promise: 
the Diesel engine. 

Now Mercedes-Benz has synthesized its 
proven, 5-cylinder Diesel engine with new, 
technologically advanced body design, suspen­
sion, steer ing and safety systems to produce the 
new 300 Diesel. 

The new 3000 was six years in development 
Its clean, wedge-like, ,1erodynamic lines derive 
from the classic 450 Series Mercedes-Benz 
sedans. And they hide a host of rarefied engi­
neering advances. 

Though only a trim 190.9 inches from 
bumper to bumper, the new 3000 is an honest, 
5-passenger sedan. The secret of its generous 
spaciousness lies in the Mercedes-Benz skill at 
putting the room in the car-without sacrificing 
safety. 

A matter of taste 
Enter a new 3000 and you find yourself 
surrounded by a complete array of luxurious 
appointments. All are standard equipment. 
Cruise control. Bi-level climate control. Electric 
windows. Fully adjustable front bucket se<~ts . 
whose support system is actually tuned to the 
caf'.s suspension. Thickly padded doors and 
armrests . Tinted glass. Quartz chronometer. 
AM/FM radio with two front speakers. Central 
locking system. Trip mileage counter. Front 
brake-pdd wear indicator. Two-speed wipers. 
Even parcel nets. 

The new 3000 is not an exercise in opulence. 
But is an ex<~mple of meticulous taste. As your 

senses will tell you, then~'s quite a difference 
between the two ideas. 

Sports-car handling 
The new 3000 is one of the most sparkling road 
cars Mercedes-Benz has ever engineered. The 
fully independent suspension system is of a 
completely new design which provides uncan­
nily precise control and rodd-holding. A 
sophisticated "zero offset" design in the front 
axle provides progressive anti-dive control and 
improved directional stability and steady 
tracking when braking, even under rough road 
conditions. 

The power steering is a variation of the 
world-famous Mercedes-_Benz recircul.:1ting ball 
system. It is extremely precise .:1nd requires 
only 2.7 turns lock-to-lock. A separate steering 
system shock absorber soaks up ro<~d vibra­
tions. 

Here is the sophisticated power train, 
suspension and steering of a sports car. And 
th.:1t is why the new 3000 handles like one. 

The new 3000's engine was the first Diesel 
to ddiver performance compa rable to that of 
g<~soline engines. 

Drive a 3000 and you drive the legitim.:1te 
alternative to the traditional car-with some 
singulM advantages. Its singulMity is empha­
sized when you feel the power of its unique, 
fuel -injected five-cylinder engine. It's the 
smoothest, most powerful Diesel yet engi­
neered into <l passenger car. 

Because of the inherent efficiencies of its 
Diesel engine, the new 3000 burns its fuel more 

completely than any gas-powered engine. So 
there's no need for costly emission control 
devices. 

The 3000 five-cylinder Diesel engine is 
extremely smooth, and yet officia l EPA 
estimates show it can deliver up to 33 mpg on 
the highway and 27 mpg in town. Of course, 
your mileage will depend on how and where 
you drive, and the condition and equ ipment of 

1936. Tli t Memde:;-Benz 2600-lhe wo rld'~ firM 
pn1du clion Diesel pu ssn1grr car. 

The new 3000 has no carburetor, spark 
plugs, distributor, points or condenser. Which 
means the 3000 never needs a cOnventional 
tune-up. 

For over 40 years, Mercedes-Benz hils 
pioneered many of the major advances in 
Diesel passenger car engineering. The new 
3000 is the culmination of that experience. It 
is, quite simply, the state of the Diesel passen­
ger car art. 

Test drive the new 3000. Experience the most 
ingenious alternative to the conventional 
automobile. The most sophisticated Diesel 
passenger car in the world. 

Mercedes-Benz 
Engineered like no other car 

in the WOrld, D"mi"-Be"' A G 

ISNOR MOTORS L TO. 1743 Brunswick Street, Halifax, N.S. 429-2300 
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