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Dear Readers,

History of medicine has been perceived by some to be an archaic art with limited 
relevance to today’s practicing physician, while others view it as foundational to the 
medical discipline. In this edition of the QMR, we raise this topic for discussion. 
Various perspectives are provided in hopes of helping you decide whether or not 
history of medicine is a worthy subject to be taught in medical education.

We begin with a review of the 2012 History of Medicine Field Trip. Each academic 
year, Dr. Jacalyn Duffin, Hannah Chair in the History of Medicine at Queen’s 
University, leads a group of medical students to explore medical historical sites in a 
selected city in North America. Hollis Roth (Class of 2016) shares her experience of 
the 2012 trip to Montreal, QC.  

This edition also contains three Featured Articles, which focus on topics including 
the history behind the Hannah Chairs in the history of medicine by Jennifer 
Kwan (Class of 2015), discussion on a novel way to make medico-historical 
sources accessible by Amanda Lepp (Class of 2015), and the history of cancer by 
Riaz Karmali (Class of 2016). In this issue’s Point/Counterpoint article, Mark 
Broussenko (Class of 2016) and Heather Johnson (Class of 2015) go head on in 
the age-old debate on whether history of medicine should be taught in the medical 
curriculum. Aisha Ghare (Class of 2015) then asks the question: What’s “New” 
in the World of Ancient Medicine? in her interview with Dr. Paul Potter, former 
Hannah Chair in the History of Medicine at Schulich School of Medicine and 
Dentistry (London, ON). Hollis Roth (Class of 2016) then focuses on more recent 
history with her interview with Dr. Walter Rosser, graduate of Queen’s Medicine 
(Meds’67) and recipient of the Order of Canada in 2010, for his work in establishing 
family health teams in Ontario. 

The issue concludes with some reflective pieces written by Megan MacGillivray 
(Class of 2015), Jalal Moolji (Class of 2015), and Eve Purdy (Class of 2015) and 
poems by Seth Climans (Class of 2014) and Brandon Maser (Class of 2016). 
Last but not least, this issue of the QMR contains a “Challenge Question.” This 
new section features a hematology educational piece by Dr. Naif AlJohani, 
PGY4 Hematology Fellow, and Dr. Michael Rauh, a clinician scientist in 
Hematopathology, entitled Diagnose This. Test your knowledge with the included 
peripheral smears from a real clinical case! 

Lastly, we would like to thank the writers and reviewers for their contributions to 
this issue as well as our faculty advisor, Dr. Duffin. We hope you enjoy the Queen’s 
Medical Review: History of Medicine Edition.
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In 1996 Dr. Jacalyn Duffin took a group of Queen’s 
medical students on a day trip to the National Gallery 
of Canada in Ottawa to view a medically-related 

exhibit. This first trip garnered much success, and students 
approached Dr. Duffin the following spring wanting to 
know when the next one would be. So began an annual 
tradition of the Queen’s History of Medicine field trip. 
Initially Dr. Duffin and her secretary planned the trip 
itineraries and managed the logistics, but their popularity 
made it such a monumental task that medical students began 
to help organize them as well. Students have always chosen 
the location and historical sites to visit; previous trips have 
included Washington, D.C., New York City, Philadelphia, 
and Quebec City. This year’s costs were subsidized with the 
generous support of Dean Reznick and Dr. Duffin. Second-
year student Amanda Lepp organized the entire excursion, 
which took place on the weekend of November 3rd and 4th, 
2012. I am happy to report that the History of Medicine Trip 
to Montréal was a resounding success!

Our first stop was Oratoire Saint-Joseph (St. Joseph’s 
Oratory), where we learned about the incredible life-long 
devotion of Brother André (1845-1937) to Montréal’s 
sick. Brother André was awarded sainthood in 2010 for 
his work in tending to the unwell and the Oratoire remains 
an important site for the ill and faithful. Upon his death, 
Brother André’s heart was preserved and remains on display 
today. The Oratoire is the largest church in the country and 
was named a National Historic Site of Canada in 2004, one-
hundred years after its founding. We toured its grounds, 
including the Oratoire’s monumental basilica, where a CBC 
crew was setting up for the next day’s service honouring 
Kateri Tekakwitha (1656-1680), the first North American 
Aboriginal to be named a saint. 

We then stopped at the Hôpital Général des Soeurs Grises 
(General Hospital of the Grey Nuns) where we learned 
about the Soeurs Grises, also known as the Grey Nuns, who 
founded Montréal’s first general hospital where Marguerite 
d’Youville (Canada’s first saint) took care of the city’s sick 
and underprivileged. Our tour guides told us about the large 
number of hospitals and social programs that the Grey Nuns 
established across the country and made us aware of how the 

numbers of Grey Nuns are dwindling as fewer young people 
are heeding the call of service. 

After a busy first day, students spent the rest of the evening 
and the following morning to explore Montréal. For some it 
was their first time visiting the city, while others had visited 
or lived in Montréal before. Many students took the time to 
experience shopping along Rue Sainte-Catherine (Saint 
Catherine Street), indulge in one of Schwartz’s famous 
smoked meat sandwiches, see the city from the top of Mount 
Royal, and experience Montréal’s nightlife. Regardless 
of what students chose to do with their free time, it was a 
refreshing way to spend a weekend away from the demands 
of medical school, while continuing to learn more about the 
history of medicine in Canada. It was also a great opportunity 
for the first year students to get to know their fellow 
classmates better after only two months of classes together.

We reconvened Sunday afternoon at the Musée des 
Hospitalières de l’Hôtel-Dieu (Hôtel-Dieu Hospital 
Museum), where we attended tours in both official languages. 
Students learned about the history of the Hospitallers of 
St. Joseph of Hôtel-Dieu and viewed exhibits detailing the 
changes that have occurred over time with respect to medical 
training for nurses and physicians. The Museum featured 
an incredible oak staircase dating back to the 17th century, 
which contained more history than a 2-hour tour could do 
justice to. 

The trip concluded at the Osler Library of the History of 
Medicine at McGill University, where we were spoiled by 
Head Librarian Christopher Lyons, who opened the library 
on a Sunday solely for our use. The library opened in 1929 
and initially contained a collection of medical books owned 
by Sir William Osler. Today, over 100,000 rare volumes 
have been added. The highlight of the visit was a viewing of 
a first edition of Andreas Vesalius’s seminal work, De humani 
corporis fabrica (1543) and a rare first edition of Copernicus’s 
De revolutionibus orbium coelestium (1543). This last attraction 
was a favorite destination among the medical students and I 
suspect that many students will be visiting the library again 
the next time they are in Montréal.

2012 history of Medicine Field 
trip

reCent eVentS

hollIS roth, ClaSS oF 2016

Montreal, Quebec
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Musée des hospitalières de l’hôtel-dieu (hôtel-dieu hospital Museum)

reCent  eVentS

2012 trip Photos
SteFanIa SPano, ClaSS oF 2016

oratoire Saint-Joseph (St. Joseph’s oratory)
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a Queen’s legacy
JennIFer Kwan, ClaSS oF 2015

The history of the hannah chairs and the establishment of history 
of medicine education within ontario medical schools

Prior to the mid-1800s, history played a prominent role in 
medical education [1]. However, a paradigm shift occurred 
in the late 1800s and since then, the history of medicine 
(HoM) has become increasingly overshadowed by competing 
disciplines in the medical sciences [1]. At Queen’s University, 
teaching in the HoM has been championed by a handful 
of individuals, including Dr. J.C. Connell (c. 1900), Dr. 
Tony Travill (1960s-1980s), Dr. John Fay (c.1965), and Dr. 
John Firstbrook (c.1965) [1].  In the 1970s, a formal system 
was established to fund and support teaching in the HoM 
in Ontario; the system was the Hannah Institute and its 
associated Hannah Chairs in the History of Medicine [1]. 
The “Hannah System” is the legacy of a Queen’s University 
Alumnus by the name of Dr. Jason A. Hannah and his work 
has driven the growth of the HoM across Ontario for the past 
four decades.

Jason Hannah’s graduation photo in the 1928 Tricolour Yearbook, 
Queen’s University (courtesy of Dr. Jacalyn Duffin).

The history of the Hannah Chairs

On November 11, 1899, Dr. Jason A. Hannah was born 
in a village southwest of Ottawa, ON [2]. He completed 
his early education in Saskatchewan [2]. Dr. Hannah 
later attended Queen’s University; he graduated with a 
Bachelor of Arts in 1926 and a Doctor of Medicine in 1928 
[3].  In subsequent years, he pursued his interest in medical 
economics and established the Associated Medical Services, 
Inc. (AMS) in 1936, which was one of Ontario’s first 

providers of medical insurance plans [3]. The organization 
ended its role in providing health care insurance in 1969 
with the implementation of Medicare [4]. AMS used its 
remaining finances for charitable activities [4]. One of AMS’s 
contributions that is of most interest to this story is the 
creation of the Hannah Institute and the Hannah Chairs in 
the History of Medicine.

The idea of the Institute and Chairs in the HoM first arose 
in 1962 when Dr. Hannah wrote about bringing the 
then five Ontario medical faculties together to prioritize 
HoM in education [2].  With the help of the AMS and the 
determination of Dr. Hannah, in the following decade, Dr. 
Hannah’s vision for Chairs at each of the universities became 
a reality. $50,000 each year for a period of five years was to be 
given by the AMS to fund five Chairs across Ontario [2]. By 
January 1974, all five universities had signed an agreement for 
the joint establishment of the Institute and its Chairs [2].

Dr. Paul Potter was the first Hannah Professor. He was 
appointed in 1974 at Western University. In the subsequent 
three years, Chairs were occupied at Queen’s University  by 
Dr. Ruth Hodgkinson (1975), University of Toronto by Dr. 
Pauline Mazumdar (1976), University of Ottawa by Dr. 
Toby Gelfand (1977), and McMaster University by Dr. 
Charles Roland (1977). During the late 1990s to 2003, under 
the leadership of its Board President Professor Abbyann 
Lynch, AMS made a $2 million donation to each of the five 
universities, with contributions from the host-institutions, to 
establish permanent Hannah Chair endowments [1].

Progress

Since 2003, multi-million dollar endowments for Chairs in 
the History of Medicine have existed within five Faculties of 
Medicine (Health Sciences) across Ontario. It is now nearly 
forty years since the first Hannah Professor was appointed 
and it is a good time to take stock of what has been achieved 
and consider whether or not the goals of Dr. Hannah 
and AMS were ultimately realized. One of the original 
objectives of Dr. Hannah was that “medical students should 
be influenced in their future careers by [their profession’s 
past]” [2]. In general, the endowments have renewed interest 
in the HoM within medical schools with the percentage of 
Canadian medical schools teaching HoM increasing from 
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39% in 1967 to 88% in 2000 [1].  In addition to teaching 
medical students about the HoM, other main goals of the 
Chairs were

to advance and disseminate knowledge of the History of 
Medical and Related Sciences; 

to purchase, receive, own, and preserve medical objects 
of historical interest;

to cooperate in establishing and maintaining suitable 
centres in which suitable persons can advance their 
knowledge in the History of Medical and Related 
Sciences… [2] (p. 343)

Each of the five medical schools has realized these objectives 
in unique ways. Queen’s University, University of Ottawa, 
and Western University are notable for incorporating history 
of medicine lectures into the undergraduate medical curricula 
[5-7]. Dr. Jacalyn Duffin of Queen’s University is the author 
of History of Medicine: A Scandalously Short Introduction, a 
textbook that has been adopted for teaching HoM to medical 
and nursing students for the past decade [8]. Courses on 
the history of medicine have also been developed at various 
schools including University of Ottawa and the University 
of Toronto [6, 9]. The University of Ottawa and Queen’s 
University have reached out to the wider communities by 
establishing public lecture series on medical history [6, 
10]. McMaster’s inaugural Hannah Professor, Dr. Charles 
Roland, was a major leader in medical history in Canada 
[11] and was involved in hosting the Historical Perspectives 
on Canadian Medicine Conference in Hamilton, ON in 
1982, the first large-scale conference focusing on research 
in the history of Canadian Medicine [11]. Preservation of 
historical books and medical artefacts has also been a goal 
of many Hannah Professors. Western currently holds a 
collection of around 2,000 works in the history of science and 
medicine and over 1,000 artefacts dating back to 1880 [12]. 
At Queen’s University, Dr. Duffin is a loyal supporter of the 
local Museum of Health Care, which holds medical artefacts 
dating back to the eighteenth century [13]. The University of 
Ottawa collection has also grown through the acquisition of 
antiquarian books, with a special focus on nineteenth century 
French medical literature [6]. Lastly, the Hannah Professors 
at each of the universities have played a part in expanding 
knowledge of medical history through their individual 
research interests and through guiding research conducted by 
their graduate students.

Each of the five medical schools has realized [the 
goals of the Hannah Chair] in unique ways.

Dr. Jacalyn Duffin’s History of Medicine: A Scandalously Short 
Introduction (1999).

Remaining challenges

When surveying the involvement of past and current Hannah 
Professors, it becomes apparent that significant advances 
have been made in the HoM field across Ontario universities. 
At the same time, the original Hannah Chair goals have 
maintained a strong presence in guiding the roles of Hannah 
Professors at each school. Nevertheless, though the Hannah 
Chairs were established within the five Ontario medical 
faculties, HoM education has yet to be fully integrated 
into medical schools. Two major challenges relating to the 
incorporation of HoM in the education of undergraduate 
medical students, residents, and practicing physicians are 
outlined below.

Currently, teaching HoM to medical students rests mainly 
on the initiative of the individual Hannah Professors and 
the receptivity of their university administrations. Some, 
such as Dr. Duffin, have integrated HoM into the school 
through regular history lectures to the medical students [1]. 
However, not all schools have been as successful. Even in the 
best case scenario, Dr. Duffin admits that her “success with 
all of this depends on [the cooperation of her] colleagues” 
[5]. This necessary dependence on others creates an unstable 
foundation for medical history as a discipline. As a result, 
fully integrating HoM into undergraduate medical education 
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as an equal partner with the other medical disciplines remains 
an elusive, but worthwhile goal.

[Hopefully,] more universities will... nurture 
an educational environment that encourages 
students, residents, and physicians to explore all 

facets of medicine, including history
Secondly, over the years, HoM meetings have struggled to 
gain continuing medical education (CME) accreditation in 
contrast to other medical research conferences [14]. This has 
discouraged some residents and physicians from maintaining 
their interest in HoM and keeping up-to-date on advances 
in the HoM field after graduating from medical school. The 
lack of clinical relevance of HoM has been one argument 
against recognizing HoM meetings. On the other hand, some 
schools, such as Queen’s University, have recognized medical 
history meetings [14]. This has been supported by the opinion 
that HoM fosters an environment that challenges or “alter[s] 
perceptions of ourselves, patients, treatments and diseases” 
[14] and as a result, has relevant applications to clinical care. 
In the future, it is hoped that more universities will adopt this 
latter outlook and nurture an educational environment that 
encourages students, residents, and physicians to explore all 
facets of medicine, including history.

The legacy

The legacy of the Hannah system has made significant waves 
in the HoM field, and has reached farther than Dr. Hannah 
or his colleagues had probably imagined forty years ago. At 
the same time, new challenges have arisen and the Hannah 
Chairs must adapt and evolve to meet the new needs of this 
era. Recently, there has been an exodus of Hannah Professors 
from the Ontario medical schools as a result of the retirement 
of Dr. Paul Potter and Dr. Toby Gelfand from Western 
University and University of Ottawa respectively, and Dr. 
David Wright’s departure from McMaster University. To 
continue to promote progress in the HoM field as the new 
influx of Hannah Professors arrive, the universities should 
reflect on the history of the Hannah Chairs, their original 
objectives, and transform the Hannah goals into educational 
advances relevant to today’s students. 

References
1. Duffin, Jacalyn.  “The History of the History of Medicine at 
Queen’s.” Queen’s University School of Medicine: A Scrapbook of 
Memories. Ed. Donald B. Jennings. Belleville: Epic Press, 2004. 
69-76. Print.

2. Neilson, John and G.R. Paterson. Associated Medical Services, 
Incorporated: A History. Erin: Boston Mills Press, 1987. Print.

3. “Jason A. Hannah: pathologist, economist, historian.” CMAJ 117 
(1977): 193. 

4. “Seven Decades of Making a Healthy Contribution.” AMS. 
Associated Medical Services, Inc., n.d. Web. 9 November 2012.

5. Duffin, Jacalyn. Personal communication. 19 November 2012.

6. Gelfand, Toby. Personal communication.  26 November 2012.

7. Potter, Paul. Personal communication. 27 November 2012.

8. “Description: History of Medicine, Second Edition: A 
Scandalously Short Introduction.” University of Toronto Press, n.d. 
Web. 13 November 2012.

9. Shorter, Edward. Personal communication. 23 November 2012.

10. “Annual Hannah Happening.” Hannah Chair, History of 
Medicine. Queen’s University, n.d. Web. 13 November 2012.

11. Mitchinson, Wendy. “Tribute to Charles Roland.” CBMH 
17(2000): 23-24.

12. “History of Medicine, Schulich School of Medicine & 
Dentristry.” History of Medicine. Schulich School of Medicine & 
Dentistry, Western University, n.d. Web. 13 November 2012.

13. “The Chair.” Office of the Hannah Chair, History of Medicine. 
Queen’s University, n.d. Web. 13 November 2012.

14. Duffin, Jacalyn. “Lament for the humanities in continuing 
medical education.” CMAJ 183.12 (2011): 1452

.

FeatureS

HoM Trivia
The Dr. Jason A. Hannah Rare Book Collection is

currently found in the Fisher Rare Book Library at the 
University of Toronto.
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translating Zacchia
aManda lePP, ClaSS oF 2015

A novel way to use the internet to make medico-historical sources 
accessible

FeatureS

In the region of Monticelli, Italy, the dead body of a man 
named Anthony Satius was discovered. Two local barbers 
brought in to examine the body suggested that the man 

had been strangled by the violent force of hands, a noose, or 
the like. Based on these accounts, the local judiciary accused 
several men from a neighboring village of murdering the 
Satius, sparking interregional tensions. These men had 
previously been involved in “unfriendly’ cases with the 
diseased man. In this highly polarizing case, ultimately it was 
forensic evidence that acquitted the men of the crime. 

These events took place in the mid-1600s and are known 
to us through a written record preserved by the medical 
consultant for the case, Paolo Zacchia, a famous physician 
and jurist. Zacchia argued against the verdict of murder, 
stating that it relied on the narrative of the barbers, which 
was contrary to other evidence. He supported his views by 
presenting the evidence methodically, listing the differential 
diagnosis for death by suffocation and including intrinsic 
causes such as epileptic seizure, inflammation of the throat, 
and inhalation of toxic fumes, as well as external causes such 
as strangulation. He then listed the signs that were common 
to all forms of suffocation: blackening of the face, swelling 
of the tongue, foam in the mouth, blood from the nose, and 
protrusion of the eyes. He explained that the barbers had 
determined that Anthony was strangled based on a subset 
of signs that could only be used to conclude that he had died 
from an obstruction of the breath, and not what had caused 
the obstruction. Finally, other reputable medical authors 
have noted that he separated the general causes from causes 
specific to violent strangulation to show that Anthony did not 
have any signs that could uniquely identify strangulation as 
the cause of death. Taking into account other similar deaths 
that had occurred at around the same time, he concluded, 
“it can easily be inferred that some natural, common cause 
crept in from the outside air, from which, not only the 
abovementioned Anthony, [but] also other youths...dropped 
dead from the same illness, and kind of death, with absolutely 
the same symptoms.”

[Zacchia’s] consultations are a rich supply of 
accounts… [but have] been poorly studied by 

North American scholars. 

This fascinating example of early forensic medicine is found 
in a collection of eighty-five of Zacchia’s consultations 
attached to the end of his influential volume on medical 
jurisprudence, Quaestiones medico-legales. These consultations 
are a rich supply of accounts of early modern miracles, crime 
stories, public policy, medical teachings, and interprofessional 
conflict between university-trained physicians and other 
healers—but, in order to read them, one has to be able to 
read Latin, be willing to read seventeenth-century type-face, 
and have access to one of the handful of copies of Zacchia’s 
Quaestiones circulating in North American libraries. As a 
result of these difficulties, this primary historical source has 
been poorly studied by North American scholars. 

Primary historical documents allow historians to bridge 
the gap between present and past by giving us a window 
into previous eras. The search to find documents that allow 
this glimpse into the past is one of the most enjoyable parts 
of historical inquiry. Unfortunately, important documents 
from the past can get lost in cultural and linguistic divides. 
Recently, the internet has become a powerful tool for 
breaking down barriers in historical studies. An online 
project started at Queen’s University hopes to harness this 
power to make Zacchia’s consultations accessible to English-
speaking historians of medicine.

An online project started at Queen’s University 
hopes [to make] Zacchia’s consultations 

accessible…
The “Collaborative Translation Project of the Consilia 
of Paolo Zacchia” is the brainchild of Dr. Jacalyn Duffin, 
Hannah Chair of the History of Medicine at Queen’s 
University. The idea for the project came to her when she was 
studying the Vatican’s records of miracles; Zacchia’s name 
repeatedly popped up as an expert cited by medical witnesses. 
Dr. Duffin recognized that this figure, so respected in his own 
time, and known today as the “Father of Forensic Medicine” 
in the Western world, would likely be destined to remain 
largely overlooked by scholars unless his work could be made 
more accessible. Zacchia’s Quaestiones Medico-Legales, is a 
colossal work composed of over 1,000 dense pages of Latin. 
Translating this original document is a daunting task likely 
to take years of work. However, the appended collection of 
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short consultations (consilia) is more manageable. These 
consultations are like thumbnails of the larger work’s themes; 
they are short, separate cases on historically interesting topics 
that can be read in independently. 

The online project set up by Dr. Duffin invites scholars, with 
the ability to translate Latin, to “adopt” a consultation on a 
topic of interest to them and to post an English translation 
of it to a freely accessible website. There are 85 consultations 
in the series and a third of them have already been adopted. 
At this time, four consultations, including the case of the 
death of Anthony Statius, have been translated and made 
available. And, scholars are finding these translations useful. 
For example, some of the translations were recently included 
in an academic workshop on the origins of forensic medical 
science in China and Europe. The comparative approach used 
by the historians at this workshop was greatly facilitated by 
this project. The early success of this project suggests that the 
collaborative model of online communities may be useful 
for encouraging a broader range of scholarship in neglected 
areas. Other benefits of the online collaborative model 
include accelerating the process of publishing translations and 
ensuring free access to individual researchers, libraries, and 
institutions. 

The early success of this project suggests that the 
collaborative model of online communities may 
be useful for encouraging a broader range of 

scholarship in neglected areas.
There are, of course, drawbacks to be considered in this new 
method of publishing translations of primary source material. 
The absence of the traditional format of peer-review before 
publication poses the potential loss of quality control and 
assurance. Additionally, readers lose the internal consistency 
that comes when one translator takes the time to become 
familiar with an author’s linguistic style. It can even be argued 
that future scholars may be discouraged from undertaking the 
long, arduous, and yet important task of publishing a critical 
edition and translation once the translations are available 
freely on the internet. 

On the other hand, it is possible that, rather than posing 
a threat to academic scholarship, online communities, 
which make primary sources widely accessible, provide 
an opportunity to generate interest and create incentive 
for higher level scholarship. Perhaps the publication of 
historical primary sources would benefit from the bottom-
up philosophy of the Wiki-culture in which popular interest 
and curiosity drive creation. In the traditionally top-down 
culture of historical scholarship, the experts translate works 
in a particular field or time period determining what resources 

are made accessible to students, amateurs, and scholars who 
lack the same kind of translational capacity. This protectionist 
stance limits collaboration, forces scholars to work in “silos” 
defined by period or topic, and supports barriers between 
academic and popular forms of history. Why not make 
original medical works available to the general public and in 
particular, those who may have the most interest and the most 
to learn, the doctors of today and of the future?

The “Collaborative Translation Project of the Consilia can 
be accessed at http://meds.queensu.ca/medicine/histm/
zacchia%20home.html.
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history of Cancer
rIaZ KarMalI, ClaSS oF 2016

In the operating room at John’s Hopkins Hospital, 
William Stewart Halsted sees a piece of shattered 
shinbone protruding through his patient’s skin. Believing 

himself to be unfit to operate, he abruptly retreats from the 
examination table and takes a cab home. He sinks into a 
cocaine oblivion that lasts more than seven months. 

Dr. Halsted was one of many forces that ushered cancer 
treatment into the “century of the surgeons” [1]. Following 
the discovery of anesthesia in 1846 by the dentist William 
T.G. Morton, the field of surgical oncology was brought to 
the forefront of medicine. Dr. Halsted, a professor of surgery 
at Johns Hopkins University in the late 1800s, pioneered the 
radical mastectomy after he found breast cancer recurred 
more often in women who had their tumor removed but not 
the surrounding tissue. He believed cancer could not spread 
through the bloodstream and adequate removal of the tumor, 
breast, overlying skin and muscle was the best course of 
treatment. 

Dr. Halsted was one of many forces that ushered 
cancer treatment into the “century of the 

surgeons.”
At the time, Dr. Halsted’s approach to cancer surgery was 
seen as progressive. However, the roots of his movement can 
be traced back all the way back to the Roman Empire where 
the physician Aulus Celsus wrote, “after excision, even when 
a scar has formed, none the less the disease has returned” [2].  
One hundred and fifty years later, Galen would write that 
surgical intervention could cure breast cancer but only if the 
tumor were removed at an early stage. But like Hippocrates, 
Galen generally believed cancer was incurable. His humoral 
theory was subsequently widely accepted throughout the 
Middle Ages. The development of surgical cancer treatments 
stagnated until the Renaissance. 

The Renaissance was a transformative period for scientific 
inquiry. Scientists reached milestones that would change 
how we thought about cancer as a disease. In the early 1700s, 
chemists and physicians Georg Stahl and Friedrich Hoffman 
propagated a lymph theory for cancer that suggested tumors 
grow from lymph thrown out by the blood. In 1761, Giovanni 
Morgani of Padua was the first to utilize an autopsy to relate 
a patient’s illness to pathological findings after death.  The 
English surgeon John Hunter combined lymph theory and 
the scientific method to relate the success of a cancer resection 

to how much it had spread to neighboring lymph nodes. 

 Dr. Halsted performed the first radical mastectomy for breast 
cancer in 1882. He did not pioneer the technique alone, 
however, and maintained a close professional relationship 
with his contemporary W. Sampson Handley, a surgeon 
from London who aided Halsted on in developing radical 
operations. Ultimately, they encountered the problem of 
metastasis following a radical mastectomy, which they 
incorrectly believed to be a primary cancer. It was the 
English surgeon Stephen Paget who addressed this issue by 
understanding that cancer cells spread by way of bloodstream 
to all organs in the body but could only grow in a few organs. 
This gave rise to his seed and soil theory whereby he compared 
cancer metastasis to seeds that could be carried in all 
directions, but only grow if they fall on congenial soil. 

Although Dr. Paget’s postulations would not be confirmed 
until almost one hundred years later, he instigated a 
paradigm shift in the way doctors employed radical surgical 
interventions that left patients disfigured. It changed the 
landscape of oncology by revealing surgery’s limitations in 
preventing metastasis. This shift was further encouraged by 
advancements in medical technology that had been occurring 
in the same era. In 1897, Paul Ehrlich developed the side-
chain theory (or “magic bullet”) that would be the root of 
targeted therapy strategies. In 1900, Dr. Thor Stenbeck 
cured a patient with skin cancer using small doses of daily 
radiation therapy. While radical surgeries remained the 
leading treatment for cancer, medical oncology and radiation 
oncology started its ascent at the turn of the 20th century. 

Since the century of the surgeons, surgeons had developed 
considerable skill in operating and diagnosing cancer using 
exploratory procedures. Progress was made in removing 
bone and soft tissue tumors of the arms and legs without 
need for amputation. Improvements in surgical instruments 
and imaging were also major achievements. Today, surgeons 
use cutting-edge fiber optic technology for imaging during 
surgery. Laparoscopic surgery and thorascopic surgery can 
be used to look inside the abdomen and chest with minimal 
incisions and an endoscope can be used to remove tumors in 
the colon, esophagus or bladder. Moreover, lumpectomies are 
now the standard for the surgical care of breast cancer. In the 
field of urology, robot-assisted surgery with the DaVinci has 
shown how remarkable of an impact technological advances 
can have on improvements in cancer treatment. This was 
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seen in medicine at the 20th century when a discovery in 
physics revolutionized medical imaging and birthed radiation 
therapy.   

In 1901, German physics professor Wilhelm Roetgen 
received the first Nobel Prize award in physics for his 
discovery of x-rays. His achievement helped both the 
diagnostic medical community and oncologists in viewing 
and treating cancer. Advances thereafter included Conformal 
Radiation Therapy (CRT) where CT images and special 
computers map the location of cancer in 3 dimensions 
while delivering radiation. Intensity-Modulated Radiation 
Therapy (IMRT), like CRT, enabled doctors to also adjust 
the strength of the beam to increase the amount of radiation 
delivered to the tumor while decreasing the amount to normal 
tissue. 

In the field of radiation oncology, doctors can now employ 
sterotactic radiosurgery to deliver large, precise doses of 
radiation to small tumors, particularly in the brain. The 
most popular linear accelerator that delivers this treatment is 
known as the Gamma Knife. More recently, Intraoperative 
Radiation Therapy (IORT) is combined with surgical 
intervention to radiate nearby tissues after tumors have been 
resected.  Brachytherapy is also another treatment strategy 
whereby radiation is delivered through a “seed” or small 
radioactive rod that is implanted directly in the tumor. 

However, just as the Renaissance brought scientific inquiry, 
the 20th century brought a wave of advancements in 
molecular biology and medical technology that would forever 
make cancer treatment an interdisciplinary effort.  Hormonal 
therapy was one strategy to treat cancer that was pioneered 
by Thomas Beatson. He studied the relationship between 
the ovaries and breasts and found that oophorectomy often 
resulted in improvement for breast cancer patients. In 1896, 
even before the discovery of estrogen itself, he unraveled 
the stimulating effect it had on breast cancer development. 
His work led to the integration of hormone therapy into 
cancer treatment regimens, such as the use of tamoxifen and 
aromatase inhibitors in breast cancer prevention. Almost 
fifty years later, a urologist at the University of Chicago by 
the name of Charles Huggins reported a dramatic regression 
of metastatic prostate cancer after patients’ testicles were 
removed. This laid the foundation for use of steroid hormone 
analogs and receptor kinase inhibitors that could  improve the 
prognosis of prostate cancer. 

Chemotherapy was discovered during World War I 
when Louis Goodman and Alfred Gilman used nitrogen 
mustard, an agent derived from deadly gas, to treat non-
Hodgkin’s lymphoma. A year later, in his small office at 

Boston’s Children Hospital, Sydney Farber found that 
folic acid derivatives inhibits acute leukemia and used it in 
children with acute lymphocytic leukemia. This suggested 
that systemic drugs that interfered with cell were needed to 
suppress cancer cell growth.  

In 1957, scientists discovered interferon for the treatment of 
kidney cancer, melanoma, and bladder cancer. In 1965, the 
development and success of combination chemotherapies to 
induce long-term remissions in acute lymphocytic leukemia 
made them a new strategy for approaching cancer treatment. 
Tumors that were not small or localized enough to be treated 
with surgery or radiation were then targeted with liposomal 
therapy. In this technique, chemotherapy drugs are placed 
inside fat globules to penetrate cancer cells more selectively 
while minimizing side effects. In combination with the 
expansion of clinical trials, combination chemotherapies 
became a leading approach to treating cancer.  

Until the late 1990s, cancer medication systemically targeted 
cellular processes that encouraged replication. Our ability to 
understand the cellular differences between cancer cells and 
healthy cells has given birth to an era of targeted therapies. 
By honing in on specific molecular markers, these specially 
designed drugs can induce an immune response that only 
destroys particular cancer cells. The success of targeted 
therapies such as imatinib (Gleevec) reflects the advancement 
in our understanding of oncogenes, growth factors, and 
receptors that influence cancer cell division. Angiogenesis 
inhibitors that aim to selectively inhibit tumours from 
generated new blood vessels are another targeted therapy 
which were first proposed in the early 1970s but did not 
appear in practice.

Another exciting approach to cancer therapy is 
immunotherapy. In 2010, the FDA approved Sipuleucel-T, 
a cancer vaccine for metastatic hormone-refractory prostate 
cancer. Biotherapeutics are especially exciting as they take 
advantage of the host’s powerful immunological capacity to 
try and direct an attack specifically on cancer cells. Another 
example is Stimuvax, a leading cancer vaccine that is currently 
being by Oncothyreon and reached phase III testing. 
Stimuvax targets the overexpressed glycoprotein MUC1 
seen in lung, breast, colorectal and and prostate cancer. We 
are at pivotal point in our understanding of carcinogenesis 
and the strategies we employ to treat cancer. Our treatments 
have come a long way because of the scientific techniques and 
understanding of molecular biology that flourished in the 
20th century. 



VoluMe 6, ISSue 2 | SPrIng 2013 15

As we continue to unravel mysteries 
surrounding cancer,… our quest for a cure moves 

forward.
As we continue to unravel mysteries surrounding cancer cell 
induction and proliferation, not only does the efficacy of our 
treatments increase but our quest for a cure moves forward. 
However, we are fighting a disease that evolves and gets 
smarter, and in this context we do not know where the future 
of cancer treatment will take us. For example, the long-term 
survival of pancreatic cancer has not improved in the last 25 
years, despite significant advances in surgical techniques, 
therapeutics, and medical technology. . 

Perhaps Atul Gawande was correct when he said, “We 
look for medicine to be an orderly field of knowledge 
and procedure. But it is not. It is an imperfect science, an 
enterprise of constantly changing knowledge, uncertain 
information, fallible individuals, and at the same time lives on 
the line. There is science in what we do, yes, but also habit, 
intuition, and sometimes plain old guessing” [3].
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Recent Events
On January 21st, 2013, it was announced that Emmanu-
elle Gattuso and Allan Slaight are donating $50 million to 
the Princess Margaret Cancer Centre (Toronto, ON). This 
donation is being called the largest private gift for cancer 

research in Canadian history.
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Point: history of Medicine Should 
Be Included in the Medical School 
Curriculum
heather JohnSon, ClaSS oF 2015

We have much to learn in medical school and 
very little time in which to do so. With so 
much material to cover in only two short years 

before we are thrust into the hospital and expected to 
actively participate in patient care, why should we devote 
even a fraction of that time to learning about the history of 
medicine? “Historian” is not a CanMEDS role, and no one 
needs to know how the stethoscope was invented in order to 
use it. When taught well, as I believe is done here at Queen’s 
University, History of Medicine offers students not only a 
break from endless memorization but the opportunity to 
explore how outside forces have shaped medical practice as we 
know it, and how they continue to do so to this day. 

While medicine is often touted as being both a 
science and an art, our curriculum reflects the 

former much more so than the latter.
While medicine is often touted as being both a science and 
an art, our curriculum reflects the former much more so than 
the latter. Our lectures are dominated by “facts”. Sometimes 
controversies or uncertainties surrounding a given topic are 
acknowledged, other times they are not. It becomes very easy 
to accept something as true simply because it is printed in 
our textbook, and forget that these textbooks only reflect the 
truth of the moment. 

We are not wholly naïve. If asked, we would likely 
acknowledge that medical knowledge changes and, that 
medicine is influenced by the economy, social values, conflict, 
etc. But when struggling to memorize the functions of each 
cranial nerve or the management of congestive heart failure, 
such considerations fall to the back of our minds. History of 
Medicine brings these issues to the forefront.

In one of our first History of Medicine lectures we learned 
about Galen, a Roman physician of Greek heritage who 
dominated the study of medicine for hundreds of years. 
Though we now recognize many of his ideas regarding 
anatomy and physiology to be wrong, they were perpetuated 
into the 17th century; a remarkable feat considering he died 

at the beginning of the 3rd century. His authority was so 
widely recognized that challenges to his theories were fiercely 
resisted by the medical community of the time. With time, his 
teachings would be discredited piece by piece, largely thanks 
to an increasingly permissive attitude towards the dissection 
of human cadavers, which in turn can be attributed to the 
weakening hold of the Church over university affairs [1]. 

How can this example be relevant to the practice of medicine 
today? Surely modern medicine is more open to new ideas, or 
is it? In 1983, a published letter to the editor of the Lancet  by 
J. R. Warren and B. J. Marshall described how they detected 
an “unidentified curved bacillus on gastric epithelium in 
active chronic gastritis” [2]. Prior to this point, the stomach 
was largely believed to be a sterile environment, and the 
prevailing belief surrounding peptic ulcer disease (PUD) was 
that it was caused by acid disturbances – the idea that PUD 
could have an infectious cause was entirely novel and widely 
scorned [3]. Subsequent experiments would show that the 
bacteria H. pylori could in fact cause peptic ulcers, and that 
antibiotic treatment could eradicate them. Ten years later, the 
1994 National Health Institute Consensus Panel on H. pylori 
in PUD published guidelines that recommended antibiotic 
therapy in all cases of PUD, yet by the following year only 
5% of PUD treatment regimens in the United States involved 
antibiotics [4].  This was not ancient history – we were all alive 
in 1995. History is not just about change over time; it is also 
about recognizing how things stay the same. 

Medicine today has its share of controversies. Take for 
example the so-called “Liberation treatment”, a technique, 
championed by vascular surgeon Dr. Paolo Zamboni, 
for the relief for the treatment of multiple sclerosis (MS). 
Zamboni’s approach to MS has been met with resistance. He 
is not only offering a new potential treatment, but challenging 
everything we think we know about the pathogenesis of 
the disease.  The topic has been highly politicized, with MS 
patients clamoring for the procedure on one side, policy 
makers reluctant to rush into anything on the other side, 
and groups such as the MS Society caught in between.  
The evidence in support of the Liberation Treatment is 
questionable, and a full appraisal is beyond the scope of this 
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article and my expertise. But History of Medicine has taught 
me to be skeptical and to wonder whether the perceptions of 
the medical community are truly based on available evidence. 
To what extent are our options being shaped by prevailing 
dogma and societal pressures?

The inclusion of History of Medicine in the 
curriculum represents [a] commitment to 
training well-rounded physicians who can 

analyze trends in the field and not just ECGs.
At Queen’s University, History of Medicine represents only a 
handful of the hundreds of hours we spend in lecture during 
our pre-clerkship years. Some might wonder what we could 
possibly take away from such a superficial treatment of the 
subject. Just as a two-hour lecture about acute coronary 
syndromes will not teach us everything we need to know 
about recognizing and managing myocardial infarctions. 
Similarly, none of us will be equipped to write a dissertation 
on a historical topic based on what we learn in lecture alone. 
We will however have started to build an approach – in this 
case, an approach to considering our knowledge and practices 
in a broader context. The inclusion of History of Medicine in 
the curriculum represents our administrators’ commitment to 

training well-rounded physicians who can analyze trends in 
the field and not just ECGs. 

The future of medicine is exciting, with all its promises of 
discovery and technological innovation that will allow us to 
accomplish what we can only dream of today.  But if we are 
to realize our full potential, the future must be met with an 
open mind, and with an appreciation of the forces beyond the 
sterile walls of the hospitals that shape our truths. Sometimes, 
in order to go forward, we must look back.
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Counterpoint: history has no Place 
in the Medical Curriculum
MarK BrouSSenKo, ClaSS oF 2016

CounterPoInt

The argument for teaching history as part of the 
undergraduate medical curriculum is - pardon the pun 
- almost prehistoric in age. “Medical students need 

perspective,” you might hear. “Those who do not learn history 
are doomed to repeat its mistakes, nowhere more so than in 
medicine” is another common one. A favorite is the “well-
rounded student” argument. What, exactly, one gains from 
an understanding of history is debatable. Teaching history in 
medical school is not merely a benign waste of time; it also 
fails to accomplish many of its purported goals, particularly 
with respect to developing perspective and encouraging 
reflection on modern medical practice.

After all, if a medical student entirely unaware 
of history is bad, a medical student with an 

incorrect grasp of history must be much worse.
The idea that a slight smattering of history improves any 
discussion is very common in education. Etymology and brief 
historical retrospectives and comparative tie-ins between 
then and now are the usual methods of placing learning “in 
context.” Many of the leading philosophers of the history 
of science and technology argue that such short historical 
vignettes do more harm than good [1]. History - particularly 
the history of medicine and medical intervention - is a 
complex, nuanced, and contentious field. To do it justice in 
a short session is not only impossible, but it also raises the 
possibility of misrepresenting the historical context or reality 
of the facts at hand.  The real value of the humanities is an 
appreciation for subtleties, connected ideas, and innumerable 
shades of grey. Teaching “pop history,” with its sensationalist 
accounts of past curiosities will do little to improve critical 
thinking and promote insightful reflection on how we have 
come to the medical reality of today. After all, if a medical 
student entirely unaware of history is bad, a medical student 
with an incorrect grasp of history must be much worse. 

More threatening than the possibility of providing an errant 
depiction of Galen as one of the great anatomists of his time 
is portraying a false sense of continual progress. Medicine 
in particular is an area that is fond of the “grand narrative” 
view of history [2]. There is a prevailing tendency to describe 

change as inevitable, iterative, and ever upward and to 
portray the current Western practices as the gold standard. 
Intentionally or not, students are instilled with a particular 
sense of confidence in the medical practices of today. 
Certainly this is not to say that many professors of history 
will fail to address these issues, or to offer a word of warning 
regarding the fallibility of the current paradigm. But, in 
the context of an exam review, too often these subtleties are 
overlooked and students are left with the overall message that 
“we do it better these days.”

Lastly, there is an argument to be made for the study of 
history as protection against future mistakes. We study 
Tuskegee Experiment to ensure that the research trials 
we carry out are ethical. We are reminded of the horrors of 
the experiments at Auschwitz to reflect on professional 
responsibility. We are made aware so that we will not repeat. 
Yes, there is a role for history to play here. But is it necessary 
to illustrate with outcomes, or will arguments suffice? Would 
it not be better if the doctors of tomorrow, rather than being 
told not to repeat the enumerated mistakes of the past, were 
taught in such a way as to make these failings inconceivable? 
Too often, we rely on the warnings of history as a substitute 
for teaching the appropriate moral, professional, and 
philosophical foundations [3]. Do we need to be made 
aware of the failings of past clinical trials and guidelines to 
be appropriately critical of current ones? Or would it not be 
better to instead offer teaching material that is removed from 
the nuance of example and context, and instead focuses on the 
broader guiding principles? With such limited classroom time 
available for the humanities, would it not be better to teach 
the whys of our mistakes, rather than the whats? 

History is not without merit, and can be a 
powerful teacher. So is drama, mathematics, 

global politics, and music…
It is this point that, ultimately, seals the case against the 
teaching of history in the medical classroom. History is 
not without merit, and can be a powerful teacher. So is 
drama, mathematics, global politics, and music. There are 
innumerable subjects that are of value to a well-rounded 
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physician. Unfortunately, there is neither space nor time in 
the curriculum to do them justice. Why should we attempt 
to provide a cursory overview of the history of medicine, 
ignoring the subtleties and nuances that make it truly 
valuable, offering false impressions of both the factual 
reality and state of medical progress, and, lastly, giving short 
mention to the ethical and professional guidelines we mean 
to accentuate? The argument is not “Can we teach history to 
medical students?” but rather “Should we?” To quote (from 
history) the noted orator and statesman Marcus Tullius 
Cicero: “Cui bono?” - to whose benefit? 
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what’s “new” in the world 
of ancient Medicine?  
aISha ghare, ClaSS oF 2015

An Interview with Dr. Paul Potter

Dr. Paul Potter is a physician and former Hannah 
Chair in the History of Medicine at Schulich School 
of Medicine & Dentistry at Western University. He 

has taught at the school for 37 years. He received his BSc and 
MDCM from McGill University and his DPhil from Kiel 
University.

Queen’s Medical Review (QMR): What drew you to the 
study of ancient medicine?

Dr. Paul Potter (PP): I was drawn to the History of Medicine 
as an ideal opportunity to combine my two great interests in 
languages – especially ancient Greek and Latin, but also the 
modern languages (French, German, Italian and Spanish), 
[with] the sciences and medicine (McGill BSc and MDCM).

QMR: What constitutes “ancient” medicine?

PP: Generally anything between the invention of writing in 
3000 BC and about 500 AD could be called ancient medicine 
(including Egyptian, Babylonian, Chinese, Indian, etc., 
medicine), but we classicists use the term more specifically to 
mean Greek and Roman medicine from about 800 BC to 500 
AD.

QMR: So what is new in the world of ancient medicine?

PP: Scholarship in ancient medicine is evolving surely but 
slowly, so that “new” is measured in generations of scholars, 
not in years or months.  Over my career three trends are 
clearly perceptible: 

1) The main questions being asked [are different]. They are no 
longer:

•	 “Which treatises in the Hippocratic collection of 
writings (450-350 BC) are genuine, i.e. written by the 
historical Hippocrates?”  and 

•	 “Which individual writings can be analysed to [uncover] 
hypothetical schools of thought that shaped ancient 
medicine?” 

The questions are now:

•	 “What basic ideas did the ancients have about the body 
and its functions in health and disease?”, 

•	 “How does medical thought fit into the framework of 
contemporary philosophy, i.e. science and literature?”, 
and 

•	 “How did the professional situation of ancient physicians 
shape their attitudes of knowledge and society?”

 “Whereas 40 years ago we concentrated our 
interest on the purely intellectual contents 
of ancient medicine, today we are far more 
interested in the cultural and social factors 

[involved].”
2) In the 1970s we looked at the handwritten documented 
evidence for our texts that spans the time from 300 BC to 
1550 AD solely as a means of reconstituting the original texts 
of 400BC, but today we are interested in the history of the 
evolution of the text through all the intervening periods and 
how it relates to the medicine of those eras.  

3) Whereas 40 years ago we concentrated our interest on 
the purely intellectual contents of ancient medicine, today 

Photo credit: Dr. Jacalyn Duffin



VoluMe 6, ISSue 2 | SPrIng 2013 21

we are far more interested in the cultural and social factors 
[involved]. [For example], we now ask questions such as “how 
are female structures, functions, and disorders brought into 
relation with their common human counterparts?” and “how 
do practitioners and patients perceive each other and how 
do they each seek to maintain their integrity in the clinical 
arena?”.

QMR: Do you think these answers and discoveries about 
ancient medicine will impact modern medicine and if so, 
how?

PP: Most of the larger questions faced in contemporary 
medicine were addressed by ancient writers. [Questions such 
as] “what is the ethical relationship of the practitioner to his 
patients?”, “how can medicine reconcile the imperatives of 
research trials with the rights of individual patients?”, and 
“how, in an age obsessed with apparently objective numerical 
analysis, can we properly value the ability of practitioners to 
make decisions based on phenomena not reducible to this type 
of assessment?”.

“...there’s more to be found [in ancient medicine] 
than people see.”

Also, everybody is aware of the Hippocratic oath. However, 
there’s more to be found [in ancient medicine] than people 
see. Evidence-based medicine (EBM) is statistical analysis of 
the results of medicine, [but it is not a new concept]. Galen 
asked the question “how many patients does it take [to benefit 
from a treatment]? 10? 20? 50? If it takes 50, why is that 
important?”. [He and others also explored the ideas of control 
populations, relative risk, validity, etc. millennia before EBM 
formalized these concepts]. Hence, an understanding of the 
ancient approach is valuable. 

QMR: You were recently at a conference on ancient medicine 
in Europe. Could you tell us a little of what goes on behind 
the scenes? 

PP: The meeting I attended in Paris was the fourteenth in 
a series of 3-year Colloque international Hippocratique, 
devoted to the study of the Greek writings attributed to 
Hippocrates of Cos (c. 460-380 BC).  There were about 60 
attendees from ten countries and 28 papers on the program 
dealing with many aspects of the writings and their influence 
up to about 1650 AD.  My paper explored how one author’s 
understanding of the way individual diseases are defined and 
classified determined the principles by which he organized his 
treatise “On Barrenness”. 

QMR: Are there many conferences in the field of ancient 
medicine? Where can we find the resulting papers?

PP: [There are many conferences]: one for Galen, one 
for editing ancient medicine texts, and a whole series on 

ancient Latin medicine.  Most of the people in the field go 
to these conferences and publish all the papers in a volume. 
That’s where people tend to publish rather than periodicals. 
Sometimes people circulate the papers before they’re 
published, but they don’t get the final published form for 2-3 
years. It takes several years, just as in other areas of medicine 
[to publish and have the information disseminated].

One difference [between ancient medicine and other areas 
of medicine is that] if you get an idea, you don’t have to rush 
out and publish it right away with worries that someone 
else might publish it first. You can sit on it for years before 
publishing. 

QMR: Many medical conferences are known to have lots of 
debate and disagreements. Is this an issue in ancient medicine 
conferences?

PP: We [scholars] can’t communicate very well; we speak 
different languages. Hard-handed arguments are impossible. 
Because we’re doing historical theories, we can go on having 
contrasting theories for a lifetime. It’s not like one wins and 
others are invalid. There are really different schools of thought 
and these continue. [However, sometimes you can] discover 
something. [For example, for some time] one of Galen’s 
books [only had] an Arabic translation. The Greek [version] 
had been lost. People tried to guess from the Arabic what 
he said in Greek, [and later when we unearthed] the Greek 
manuscript, we could go back and see how much of the 
translation was correct by looking at the original. 

“Because the ancient writings take on timeless 
questions...[they] will always have an appeal for 

thoughtful health care givers.”
QMR: In the last few years/decades, are you seeing doctors 
and other health professions looking more closely at the past 
or are we moving further away?

PP: Because the ancient writings take on timeless questions 
and explore them with both confidence and intellectual 
freedom they have always and will always have an appeal 
for thoughtful health care givers. The main barrier to be 
overcome is the apparent linguistic and cultural foreignness 
that separates us from them. It leaves translators and lecturers 
like me to remove that barrier as best we can. 

QMR: Since you’re one of the leading scholars on 
Hippocrates, is there an interesting tidbit you’d like to share 
about him that most people wouldn’t know? 

PP: “Life is short, the art is long” or a series of aphorisms that 
starts off that way. This slogan has become so general, but 
people don’t know that it’s from Hippocrates and most don’t 
realize that the quote is about the medical art. 

InterVIew
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Forming Family health teams 
in ontario
hollIS roth, ClaSS oF 2016

An Interview with Dr. Walter Rosser

Dr. Walter Rosser is a graduate of Queen’s Medicine 
(Meds’67) and was awarded the Order of Canada 
in 2010 for his pioneering work establishing family 

health teams in Ontario. During his career he has chaired 
the Departments of Family Medicine at the University of 
Ottawa, McMaster University, the University of Toronto, and 
most recently, Queen’s University until 2007.  Dr. Rosser is 
a past president of the Ontario College of Family Physicians 
and is currently a Professor Emeritus at Queen’s University 
where he continues to practice family medicine. Dr. Rosser 
met with the QMR to discuss how family medicine has 
changed over the course of his career.

Queen’s Medical Review (QMR): How has family medicine 
changed since you started practicing?

Dr. Walt Rosser (WR): I first started practicing about 43 
years ago, so it has changed a lot. When I started, there was 
no ultrasound. For example, I [delivered] a set of twins that 
were unexpected. A woman came to me about two weeks 
before her babies were to be born and I thought there was only 
one [baby] and there were two. And then, the next thing that 
happened was that we were using too much ultrasound, 
[sometimes unnecessarily].

Another example is cataracts. It used to be that you spent four 
or five weeks in the hospital to have a cataract taken out. You 
had to lie very still for eight to ten days, then you could slowly 
start moving around. Now, they’re taken out in 15 minutes 
and within two days [the patient is] fine.

QMR: Have there been any changes that have been 
surprising or unexpected?

WR: What I think has really made a difference is critical 
appraisal. We found that, [in many cases], we were actually 
making things worse rather than better. For instance, 
screening — we’re very interested in whether or not we should 
be screening people and there’s a huge controversy right 
now over things like mammography. Before, we all thought 
mammography was a very good thing to do and that it [saved] 
lives. It’s a bit debatable right now — are we doing more harm 
than good? 

“...[ family health teams] came into being around 
2002-03.”

QMR: You were really involved in establishing family health 
teams in Ontario — what instigated you to develop and 
implement this idea?

WR: If you looked at general practice from about 1986 to 
1995-96, it wasn’t doing very well. People weren’t going 
into general practice because they found that it wasn’t very 
attractive. The gap between specialist and general practitioner 
pay was getting wider. We were keen on making it attractive 
and having more people go into it. If you look at Canada, 
Canada has about a 50:50 ratio of family doctors:specialists. 
The UK has closer to 70% family doctors and only 30% 
specialists.

We [the five Ontario chairs of family medicine] were very 
concerned about family medicine. So, in 1993-94, we wrote 

Phtoo credit: Department of Family Medicine, Queen’s University
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an article saying we have to change family medicine because 
it wasn’t serving its purpose very well and included a proposal 
on how to go forward. [In 1997], the Ministry of Health said 
they were going to force medical students to go out in the 
community for four or five years after medical school [and 
have similar demands for residents]. But, it never happened. 
Instead, we lost a huge number of people to the U.S.

We kept working at this and [family health teams] came 
into being around 2002-03. Now, it’s a very attractive way 
to practice. The only [remaining] issue is that there are only 
200 teams in Ontario when there should be 500 teams. [The 
government] has limited it at 200, and [they’re] not going 
forward with any more right now.

QMR: So if the Ministry of Health provides funding for 
health care teams, do they determine their composition?

WR: Yes, but there’s quite a bit of flexibility. The team can 
have quite a few different things: if you can demonstrate in 
a community that you need a psychiatrist or a social worker, 
then you get one. In a small community there might be a 
much bigger need for certain types of people than there are in 
a larger community.

“...the more money you put into family medicine, 
the better the payback will be in terms of 

preventative care.”
QMR: Do you have any ideas on how to keep health care 
expenditure under control while still being able to provide 
adequate care?

WR: I tend to be a bit biased, but I think that the more money 
you put into family medicine, the better the payback will 
be in terms of preventative care. [But], it will take 10 to 20 
years for it to pay off. And if you have better care of people 
in the community, with better home care for example, those 
things will save a huge amount. Most of the expenditure is in 
hospitals, so the more you can reduce hospital expenditure, 
[the better].

QMR: Do you feel that there’s been a shift in patient 
expectations of their physicians?

WR: I think there has. One of the biggest shifts is the use of 
the Internet. Fifteen years ago, no one would come in and say 
“I’ve researched this topic and I know what I’m talking about,” 
whereas now that happens all the time.

[At the same time], the greatest thing that has happened to 
family medicine is that [physicians] now have the Internet. 
All this [critically appraised] information is conveniently 
available to us. Someone can come in with a condition I’ve 
never heard of and I can go and learn all that I need to know 

about it in 10 minutes.

QMR: Would you go into family medicine again if you were a 
student today?

WR: Absolutely. It’s been a wonderful career from my 
point of view and has led to all kinds of opportunities that I 
probably wouldn’t have had otherwise.
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Kwanlin
Megan MaCgIllIVray, ClaSS oF 2015

Water Running Through a Narrow Place

Kwanlin Dün First Nation (KDFN) is rooted in the 
land and waters of Whitehorse and the surrounding 
area. Their health centre is the only medical centre 

north of the 60th parallel to be operated by a First Nation. 
The centre is in a small, red building, fenced by a community 
garden along one side and an expansive Yukon forest on the 
other. The scenery was both a spectacular display of Canada’s 
true north and evidence of nature’s remarkable tranquility.

Looking for a unique learning experience, I found myself 
undertaking an observership at KDFN this past summer. 
The night before the observership, a family friend remarked 
that it “sure would be an eye-opening experience.” I wondered 
what he meant by this. I assumed that he – as did I at the 
time – had some preconceived ideas about what I would 
experience over the next few days. As medical students, we are 
inundated with information about barriers to health care in 
rural and northern communities. Many of us are also aware 
of the greater social challenges in Aboriginal communities – 

suicide, diabetes, substance abuse, and trauma, to name a few. 
This perspective is important and valid, and these real issues 
should never be neglected. And yet, was it really fair of me to 
embark on this new experience with this biased viewpoint?

During this observership, I witnessed many of the established 
health concerns Aboriginal people face. I performed a full 
physical exam on an obese man with type II diabetes. I 

took histories from patients smelling of alcohol, trying to 
determine if the smell was lingering from the night before or 
if they were intoxicated while I spoke with them. I examined 
a wound so infected that pus streamed down to the floor. And 
perhaps most challenging, I listened to and sympathized with 
the tragic story of a patient living in a sexually abusive home. 
These problems are not unique to Aboriginal communities, 
and yet during my short time at the KDFN Health Centre, I 
experienced them at an unexpected frequency. 

Kwanlin Dün Health Centre in Whitehorse, YT (Photo Credit: Megan MacGillivray).
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With such a vast array of challenging scenarios, one would be 
tempted to say that yes, it was an “eye-opening experience.” 
For me, it definitely was, but not because of the clinical 
experiences. It was the kind-hearted people who I met and the 
inviting community that left the most lasting impressions. 

I was moved by their willingness to share their 
stories with me…

The patients were affable, humble, and had a strong sense 
of humour. I was moved by their willingness to share their 
stories with me, an inexperienced medical student from 
Queen’s University. Time and again I was surprised by their 
ability to openly share painful pieces of their past or bad habits 
of their present.    

The clinic put people at ease. The patients did not arrive in a 
rush, and the staff spent more time with them. Patients did 
not seem to be as demanding of their physicians, and they 
did not get agitated if they had to wait for their appointment; 
they were just grateful to see a doctor. During the visit, 
people spoke thoughtfully and deliberately. They were really 
present in their health care. This mindset is even represented 
by the meaning of their name: Kwanlin. In their language of 
Southern Tutchone, Kwanlin means “running water through 
canyon”, and represents how their people are not strangers to 
slow, powerful change, as in the carving of their namesake 
canyons.

There was an incredible sense of a community at large, 
often involving the nature in the surrounding area. Posters 
demonstrating the use of local plants and berries in traditional 
medicines lined the halls of the clinic. There were programs in 
place to pass this knowledge of the natural world from elders 
to younger generations. Members of the community tended to 
the community garden, picking vegetables and leaving them 
inside the clinic. Patients took these vegetable baskets home 
after their appointments, in what I have come to realize was 
an extension of the healing process. 

KDFN reshaped my expectations of health care 
in an Aboriginal community.

KDFN reshaped my expectations of health care in an 
Aboriginal community. I now know that while many of these 
communities face barriers to health care and struggle with 
serious medical and social inequalities, these issues should 
not obscure the important lessons to be learned from them. 
KDFN promoted a holistic view of health, incorporating 
tradition, nature, and a supportive community. As I spent 
more time in the Yukon, I began to appreciate the multiple 

dimensions of Aboriginal health care.  For those of you 
who have spent time in an Aboriginal community, this may 
not be new information. For others who have not yet had 
this opportunity, I encourage you to consider my learned 
perspective in any future encounters you may have. 

Community garden and forest behind the Health Centre (Photo 
Credit: Megan MacGillivray).
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history and Science
Jalal MoolJI, ClaSS oF 2015

Bridging the Rift 

In a sudden fit of optimism, I foolishly volunteered to 
write a philosophical piece on the history of medicine. 
Suggested questions included: What counts as history 

versus mere trivia, and who decides? When is a scientific 
document deemed “historical”? How to trace the intellectual 
origins of new medical disciplines? I am woefully under-
qualified to answer these difficult questions. Therefore, I am 
taking this opportunity to discuss how history has been used 
(or misused) in my academic career, which (hopefully) has 
philosophical underpinnings. This relates to what Dr. Jacalyn 
Duffin calls a “rift” between scientists and historians. Here, 
I will describe my experience of the rift, and offer a possible 
bridge. 

Mentioning history implied the professor saw 
him or herself as an agent of social change, rather 

than a hermit in the ivory tower.
My first exposures to the history of medicine were in my 
last undergraduate years as a microbiology and immunology 
student. A typical scientific presentation opened with a 
sweeping historical narrative starting with the discoveries 
of Galen and led triumphantly to the achievements at the 
professor’s own lab. Beaming with pride as a true heir to the 
medical greats, the professor would then transition into 
scientific discourse. Nobody paid much attention to these 
self-indulgent stories. In fact, when complex scientific content 
was elbowed out in favour of a five-minute history slideshow, 
it was rarely appreciated by the students. In these cases, 
history was used to explain the inexorable upward progress 
of science, an idea both simplistic and irrelevant. Yet, the 
presenter’s enthusiasm for history was admirable. Mentioning 
history implied the professor saw him or herself as an agent of 
social change, rather than a hermit in the ivory tower.

I have had fewer encounters with historians themselves, but 
they have been instructive. I am struck by how frequently they 
repeat the warning “we must learn from our mistakes,” yet I 
rarely hear about them making predictions. Isn’t a warning 
just a veiled prediction of bad things to come? Please be 
explicit, historians! For a scientist, predictions are everything. 
A theory is only valid if it can predict future events; when it 
fails to predict, the theory must be modified or discarded. On 
the other hand, perhaps historians are being modest about the 
extent of their knowledge. Making big predictions requires 

a consideration of infinite minute variables, which is nearly 
impossible. I wonder if they would be more inclined to make 
predictions if put in decision-making roles that forced them to 
do so on a limited scale, in a context where they can influence 
the outcome.

Dr. Jacalyn Duffin describes the rift between historians and 
scientists with her usual eloquence:

Doctors complain that historians are boring, abstract, 
divorced from clinical reality, absorbed with minutiae, 
and too frequently hostile to the medical profession... 
They resent history being used for political purposes; 
for them, history is a collection of “facts” or “truths.”… 
Historians complain that doctors who attempt history 

Photo Credit: Queen’s Hematopathology Department (above) and 
Stefania Spano (below)
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are bumbling amateurs or devout antiquarians, 
dabbling in a professional discipline they neither 
respect nor understand [1] (pp. 441-442).

My solution to this rift is simplistic, and of limited scope, 
but it’s a start. The medical curriculum at Queen’s University 
includes inter-professional education sessions, where students 
from nursing, physical therapy, occupational therapy, and 
medicine collaborate on a complex case. These might seem 
like similar disciplines, but the areas of expertise almost 
never overlap. Each team member’s knowledge and unique 
perspective are invaluable and together we find a way to 
cooperate to serve the communal goal of optimal patient care. 
Perhaps some historians could buy into this goal, and help us 
on our teams. 

Historians could help improve our approach 
to other health care professionals and patient 

populations.
There are many ways a historian could be useful. There 
is ample historical friction between the various health 
care professions, which likely affects our interactions and 
performance. Furthermore, many of our target populations 
are minorities, such as the Aboriginal populations, African 
Canadians, and veterans, whose communal history impacts 
the medical care they need. Historians could help improve 
our approach to other health care professionals and patient 
populations. This would indulge many scientists’ enthusiasm 
for history earlier on. Physicians don’t pick up brain surgery 
at retirement, so what qualifies doctors to write history when 
they retire [1]? We have much to learn from historians. In my 
opinion, even if historians won’t do brain surgery, they can at 
least be a member of the surgical team.

Reference

1. Duffin, Jacalyn. “History of Medicine: A Scandalously 
Short Introduction.” Second ed.  Toronto: University of 
Toronto Press, 2010. e-book.
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the laying of hands 
eVe Purdy, ClaSS oF 2015
twItter: @Purdy_eVe
Blog: ManuetCorde.wordPreSS.CoM

I have to admit that until today I did not quite understand 
physicians’ fascination with hands. Abraham Verghese, a 
brilliant doctor and writer speaks often of the importance 

of the physical exam; the importance of laying hands on a 
patient. In a 2011 TED talk, Verghese introduced listeners 
to what he believes to be the most important innovation in 
medicine to come in the next 10 years. He introduces us to 
the “power of the human hand,” with its ability “to touch, to 
comfort, to diagnose and to bring about treatment.” Verghese 
is not the first physician to recognize the significance of the 
hand.

…the most important innovation in medicine to 
come in the next 10 years [is] the “power of the 

human hand”…
For centuries physicians have been obsessed over the hands 
of patients. The eponymous Osler’s nodes, Janeway lesions, 
Gottron’s papules and Raynaud’s phenomenon are evidence 
of this fixation. We look for clubbing, tremors, asterixis, 
erythema, splinter hemorrhages and swan neck deformities. 
We feel for pulses. Stained nails give away a smoking history.

More recently physicians have become obsessed their own 
hands. We scrub them for what seems like hours before 
heading into the operating room. We use foam to disinfect 
between patients. We wash them if they are visibly soiled. 
On a given shift if a doctor follows the four moments of hand 
hygiene correctly she may wash her hands well over 100 times. 
Our hands write prescriptions for life saving medication; they 
tie life-saving knots. Some produce illegible script. Almost all 
are dry.

Though this obsession with hands is useful for diagnosis and 
for treatment, the more fundamental power of touch became 
tangible to me today. This moment did not come as one might 
expect from inside the walls of a hospital, holding a patient’s 
hand as I tell them bad news (something I have yet to do). Nor 
did it come as I reassured a patient with a gentle touch on the 
shoulder (something that I have done). The moment came 
from inside the walls of our anatomy lab as I unwrapped the 
hands of our cadaver. Felt her skin against my glove, her touch 
against my own. After months of dissecting, an inherently 
dehumanizing process, she became human again. Within 
seconds I felt energy. I felt the joys, the sorrows, the pain, 
the happiness, and the story of her life. I like to hope that she 

might also know mine. This unexplained feeling of intimacy is 
something that I now realize cannot be replaced with accurate 
diagnostic tests or the latest technology. Without physical 
contact, the laying of hands, a patient and physician will both 
be left wanting more.
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the devil’s Path
Seth ClIManS, ClaSS oF 2014

I was awoken while a-walking on a misty Autumn morn,
And when at first I came to, I was feeling quite forlorn.
Before me lay my future, and with each step my past,
Was left behind in muddy prints along the mountain pass.

Ascending slow with heavy breath the mountain’s Western side,
I climbed above a precipice and dared not look behind.
The mountain’s peak was surely near – I caught a glimpse of sun.
The open air around me let me know the peak had come.

The mountains were on fire – they burned into the sky.
And from the North, a mist came in and graced the mountainside.
A chill went through my body; I felt the mountain breeze.
A calm went through my body; I felt an inner peace.

When I had woken to my thoughts of after-mountain truth,
I had been despondent, and had feared I’d lost my youth.
After the Thanksgiving, I will start with full-time work,
And humbly trade more care-free days for my life as a clerk.

So as I took the slow descent to reach the mountain col,
I thought about my home-to-be, with weekend, night-time call.
Tomorrow I will go to work to bring my patients health,
And at that time, I might just find, there’s beauty there as well.

A weekend trip to New York state to hike the Devil’s Path,
Replete with ice-cold mornings, night-time hikes, and nature’s wrath,
Had left me awed at panoramic beauty seen from high,
But also left me hopeful at the beauty I might find

In bedside chats with hands held clasped while bidding last adieus,
Or patient rooms with anxious moods delivering bad news.
This weekend had reminded me that I feel most alive,
When contemplating beauty – outdoors or inside.

Photo credit: Dan Ting
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an old rusty 
Cart
Brandon MaSer, ClaSS oF 2016

Tell me more about this emptiness
That permeates your crevasses,
Echoes, thoughts of loneliness.
The whispers that doubt, insecurities that sprout
Where nothing else grows.
Scared to show
Those silent tears that nourish fears,
Souvenirs of a man apart.
How long ago did they start?
Have they filled you up, your half-empty cup,
Flooding your fenestrated heart?
Every day is a fight
Against dark dreams of flight, 
Against autonomic pleas 
For any escape that might appease 
Your daily plight,
And offer rest, make life easier to digest.
It’s these thoughts that arrest 
Your heart, imprison your mind,
As it begs for mercy, or something of the kind,
Pleads non-maleficence, 
Fights to end the reticence.
On a scale of life to death,
You’re somewhere in the middle.
With every labored breath,
You wither just a little.
Your behavior, robotic, 
Your will, osteoporotic, brittle.
Fading and weak, and old rusty cart
Traversing a mountain peak,
Your cold dusty heart
Limps through another week.

Broken wings fly on crowded streets.
Empty dreams lie to tired feet.
Apathetic passersby, avert eyes that do not meet
Those crying souls, 
Through foggy windows. 
Retreat
In illusion,
To the comfort of ignorant conclusions
Excusing destitution.
A front row seat
For a loath audience,
Unwilling to clothe the obvious
Naked frailty,
Vacated dignity.
Deep in those eyes, a spirit cries,
Looking once you’d realize
The size of your empathy
Crushes apathy,
Sets compassion free.
But blind we walk,
Afraid to talk
To stories that tug on heart strings,
Knotted tight around those broken wings
We share with the worse for wear,
The eyes that stare
Into our empty hearts.

a Princess among 
Beggars
Brandon MaSer, ClaSS oF 2016
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Challenge QueStIon

diagnose this
dr. naIF alJohanI Pgy4 heMatology Fellow and dr. MIChael rauh Md, Phd

Questions:

1) What are the abnormalities on the smear?

2) What is the most likely diagnosis?

3)  How should you investigate further to confirm your 
provisional diagnosis?

Images (A,B,C,D) show the peripheral blood smear of the patient 
presented. Figures are used with permission from the Queen’s 
Hematopathology Department. Descriptions of the smears are 
included in the answer section.

A

D

B

C

An 86-year-old male patient from Ontario with a history of ocular myasthenia gravis and gastrointestinal bleeding is 
found to have this abnormal peripheral blood smear.
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Answers:

1) The smear shows marked thrombocytopenia with large 
platelets. There is mild normocytic anemia. Finally, there are 
marked light blue-gray, oval, basophilic, leukocyte inclusions 
located in the peripheral cytoplasm of neutrophils (Döhle 
bodies).

2) The most likely diagnosis is May–Hegglin anomaly 
(MHA), also known as Dohle leukocyte inclusions with 
giant platelets and macrothrombocytopenia with leukocyte 
inclusions. The anemia can be explained by gastrointestinal 
blood loss. The history of myasthenia gravis has no relation to 
the presenting complaint.

3) The peripheral smear should be repeated to confirm the 
persistence of these findings. Other less likely causes should 
be excluded, including an infection, an immune process, and a 
drug effect. If the findings are persistent and there is a clinical 
indication for testing, genetic tests for non-muscle myosin 
heavy chain IIA (MYH9) should be done to confirm the 
diagnosis.

What is May–Hegglin anomaly?

MHA is named for German physician Richard May (1863–
1936) and Swiss physician Robert Hegglin (1907–1969). 
The disorder was first described by Richard May in 1909 
and was subsequently described by Robert Hegglin in 1945 
[1, 2]. It is an autosomal dominant trait characterized by 
giant platelets, mild-to-moderate thrombocytopenia and 
leukocyte inclusions. Platelets are large (30 to 80 fl, normal: 
7 to 10 fl) and some may even be larger than red cells [2, 3]. 
Because of their large size, platelets may not be recognized 
by the laboratory particle counter; therefore, the reported 
platelet count may be falsely low. Inclusions in neutrophils, 
eosinophils, and some monocytes can resemble Döhle bodies 
seen in infections.

The disorder has been linked to mutations of the non-muscle 
myosin heavy chain gene, MYH9, found on chromosome 22q 
[4, 5]. Unlike Fechtner, Sebastian, and Epstein syndromes, 
disorders also associated with mutations of the MYH9 gene, 
nephritis, deafness, and cataracts are not seen in patients with 
the May–Hegglin anomaly [6]. 

Most patients are asymptomatic, discovered incidentally (e.g., 
at the time of a routine blood count), and require no specific 
treatment. The bleeding tendency, if present, is usually mild, 
but severe hemorrhages have also been reported [7, 8].
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Concours de rédaction

Les Francophones et francophiles de Queen’s Medicine 
(FFQM) offre 50 $ pour la meilleure rédaction sur le thème 
de :

La langue française et / ou la culture franco-canadienne et 
les soins de santé.

La rédaction gagnante sera éditée dans le Queen’s Medical 
Review

Les FFQM sont un groupe d’intérêt composé d’étudiants 
en médecine qui encouragent l’utilisation de la langue 
française afin d’améliorer les services de santé offerts aux 
francophones au Canada. Nous célébrons les contributions 
des francophones dans le développement des arts, des sciences 
et des institutions médicaux. Nos activités comprennent 
des sessions de conversation française, l’analyse des films et 
médias, des présentations académiques et des interactions 
avec des patients francophones.

Pour ce concours, nous accepterons des écrits de tous styles 
et disciplines : les humanités, les sciences, la sociologie, 
l’épidémiologie, la loi, l’ingénierie, etc.  Poésie, dissertation, 
compte rendu ou histoire courte : tous sont les bienvenus.  Le 
thème est général pour donner aux contributeurs l’occasion 
d’être créatifs et de choisir un sujet qui les passionnent. 
Des compositions auparavant écrites pour des cours sont 
admissibles. L’anonymat des contributeurs sera assuré par la 
secrétaire des FFQM, qui recevra les rédactions par courriel 
et sera la seule à savoir les identités des contributeurs non-
gagnants. Toutes les copies des rédactions non-gagnantes 
seront détruites et effacées après le concours. 

Date limite : 28 mars 2013

Limite du nombre de mots : 500 mots

Prix : 50 $ et édition dans le Queen’s Medical Review

Veuillez envoyer votre soumission à Andréa Robinson, 
secrétaire des FFQM, à anrobinson@qmed.ca 

Writing contest

The Francophones et francophiles de Queen’s Medicine 
(FFQM) are offering $50 for the best submission on the 
theme of:

The French language and/or French culture and health 
services

The winning submission will be published in the Queen’s 
Medical Review.

FFQM is an interest group comprised of medical students 
who wish to encourage the use of the French language in 
order to improve access to and the quality of health care 
services offered to francophones in Canada.  We celebrate 
the contributions of francophones to the development of arts, 
sciences, and medical institutions.  Our activities include 
French conversation sessions, media and film analysis, 
academic presentations and opportunities to interact with 
francophone patients.

For this contest, we are accepting submissions of all styles and 
disciplines: humanities, sciences, sociology, epidemiology, 
law, engineering, etc.  Poetry, essays, opinion pieces, short 
stories and more are encouraged.  The theme is general in 
order to provide contributors the opportunity to be creative 
and choose a subject about which they are passionate.  
Pieces previously submitted as course work are acceptable.  
Contributors will remain anonymous and only the secretary 
of FFQM, who will receive submissions, will know the 
identities of those who do not win.  All submissions that are 
not selected will be deleted after the contest.

Deadline: March 28, 2013

Word limit: 500 words

Prize: $50 and publication in the Queen’s Medical Review

Please send all submissions to Andrea Robinson, secretary of 
FFQM, at anrobinson@qmed.ca. 

announCeMentS
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The theme for the next 
edition of the Queen’s 

Medical Review is 
“Future Directions in 

Medicine.” 
Visit http://qmr.qmed.ca/ 

for more details.
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