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Message from the MMSC President 
By: Caryn Green 

May 5th 2011 – You have been accepted to medical school! The journey began just over a year ago, and it has been 
an incredible experience so far. Since September we have had the opportunity not only to learn about the 
pathophysiology of disease, but also to bond with our colleagues, learn from mentors, build close friendships, 
develop clinical skills, travel, and process the ups and downs of this intense, voluminous experience together as a 
group.  

My personal experience has been far beyond my expectations. Hoping for a more stimulating career, I made the 
switch from professional acting to medicine, and it has truly surpassed any imaginings I had about the profession as 
an outsider.   
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I have been privileged to learn from inspiring preceptors, mentors and colleagues, and I am thrilled to be here. My 
involvement in the MMSC has certainly enriched my experience here at Mac, helping me implement my passion for 
advocacy, get involved in diversity initiatives and generally work on behalf of you – something which impassions me.  

I am happy to share this update about the MMSC’s most recent activities with you. We have worked on many projects 
in the last 8 months, and these represent a small sampling. 

Let’s start big! In my election speech, I mentioned getting a fancy new coffee machine for Hamilton Campus to bring 
us up to speed with the beautiful Waterloo (popcorn anyone?) and the upcoming brand spanking new Niagara 
campuses. The subtext of that statement was that I dreamed of a new and improved student lounge… 

We are now very excited to announce that Dr. Whyte has agreed to move forward with renovating the Remedium in 
response to our request for this new space. The MD program is currently requesting proposals from interior designers 
and is working closely with the MMSC towards a common vision. It is very exciting to see this goal begin to take 
shape, and we are grateful to Cathy Oudshoorn and Dr. Whyte for their commitment to the project. The new space will 
be designed with you in mind; so don’t miss our survey coming out in July! 

In other activities, together with the genii behind Medportal, we have started a new Medportal Committee. This 
committee is working to ensure that this eLearning device better serves the students, curriculum coordinators and MD 
office, while pushing the envelope on eLearning in the spirit of McMaster’s innovative approach to new technologies 
and health science education. We look forward to your input – feel free to send us your ideas and try out the new 
Medportal as it is being refined. 

Inspired by our colleagues who have entered medical school from non-science backgrounds, we have begun to initiate 
a Pre-MD introduction series for new MD students from diverse backgrounds. We are working on developing a pre-
curriculum learning module that will comprise both online and in-person experiences with the goal of welcoming these 
students to the sciences of medicine. This optional program will be offered to incoming students in future years and 
will certainly assist McMaster in fulfilling its mandate for diversity. 

In addition to these projects, my colleagues and I are working on many other initiatives and we would be happy to talk 
with you about them in person or via email. It has been a productive year for the MMSC so far and we look forward to 
working further on your behalf to enhance the Mac experience! 

You can reach me with any ideas or comments at any time. I look forward to hearing from you. 

Sincerely,  

Caryn Green (c2014) 

     

 

By: Nazanin Montazeri 

This year, I decided to participate in the “Do the Math” challenge organized by the McMaster community poverty 
initiative. They were campaigning for an immediate $100 increase in monthly social assistance. The challenge 
involved eating from a food basket representing a typical three-day food bank supply. Experiential Learning in the 
Faculty of Social Sciences provided the baskets. Participants were encouraged to blog about their experience and 
participate in a reflective session at the end of the challenge. I hoped to gain a better understanding of what people 
using food banks go through, realizing that I would never truly grasp what they experience every day. 

Continued on page 3 
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Physician Leadership 
By: Stephanie Byun 

The food basket contained: 2 boxes of Kraft Dinner, 3 juice boxes, 3 single serving size scoops of dry rice, 2 small 
cans of vegetarian soup, 3 packages of instant oatmeal, 2 tins of tuna or 1 tin of tuna and 1 jar of peanut butter, 2 small 
cans of tinned vegetables or 1 can of tinned vegetables and 1 fruit, 1 potato, 1 onion, 1 can of plain beans, 3 granola 
bars, 1 quart of milk, and 1 loaf of bread.  The participants were allowed to use five standard pantry ingredients (oil, 
flour, salt, coffee, and tea). We were encouraged to eat the food for five days instead of the intended three, since many 
food bank users end up having to ration the food to last longer. 

The first thing I did after receiving my food basket was to look through the items and their ingredients. I took out each 
item hoping to find something healthy. But all hope was lost as I read the ingredients. There were preservatives in 
almost all the food. Seeing the chemical names made me really uncomfortable. Soon, I realized that doing this 
challenge meant going hungry and eating unhealthy food. 

Needless to say, it was not a pleasant week. I was thinking about what I would eat all day only to come home and face 
food that was not enough, healthy, nor tasty. I was tired and hungry and avoided physical activity.  I realized how hard 
it would be for a person using a food bank diet to maintain a healthy lifestyle.  

A month after the challenge, I came across a CBC news article about food bank use in Canada. The article, published 
in November 2011, noted that food bank use rose following the 2008 recession and has stayed up despite some 
economic recovery. In March 2011, 851,014 individuals used the food banks.  Also, the article provided a glimpse into 
who is using them. It challenged the common belief that single parent families, immigrants, and refugees comprise the 
bulk of the users. In fact, two-parent and single parent families had similar rates of food bank use and only about 11 to 
18 percent of the users were immigrants or refugees.  

This experience opened my eyes to a reality that many of our future patients face. That many might not be able to 
maintain a healthy lifestyle because they simply cannot afford it. As patient advocates, it is important to try and 
understand the difficulties our patients face and to support initiatives aimed at improving their lives. It also helped me 
appreciate what I have and I strongly recommend anyone who hasn’t tried it to consider participating next year. 

 

(Continued) 

By going virtual and public in addition to getting formal leader- 
ship training, we can become sexier, more relevant and engag- 
ing physician leaders than our grey-haired predecessors. Why  
am I writing about this? While the primary goal of a physician  
will always be to provide the best patient care, physicians are  
now more likely to wear multiple other “hats” in the course of  
their career. Physicians are increasingly assuming both formal and informal administrative roles that delve into 
business and management. We may also participate in research and teaching, sit on committees or boards, act as 
community advocates, or engage in policy work. There are multiple facets of medicine that exist outside the realm of 
plain-ol’ clinical practice. In fact, clinical work is increasingly becoming just one aspect of a rich and varied 
physician portfolio. 
 
While more physicians are taking on various leadership roles, in medical school, there is no formal development of 
leadership or decision-making capacity. We also do not receive training or exposure to the business, management or 
administrative aspects of medicine. And yet, there is increased demand for doctors who not only understand how 
clinicians function, but also have the capacity to comprehend business models and policies, to identify and solve 
complex issues within a multifactorial system, and are able to engage and mobilize large groups to achieve common 
goals that will help improve health care on a large scale. It is not uncommon for MD graduates to return to school for  
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Masters degrees in Business and Administration, or Health Policy Management. In fact, in order to apply for higher-
level administrative roles, it is expected for physicians to have additional letters beside their name. After all, traditional 
leadership skills are taught in business school, not medical school.  

This year, the Canadian Conference on Physician Leadership in Ottawa attracted over 360 physician leaders from 
across Canada. While attending this conference, I had the opportunity to meet physicians who are also leaders in 
provincial medical associations, CEOs of major hospitals, and leaders in industry and community organizations, and 
all were attending the conference to learn more about leadership. The conference was geared toward addressing many 
of the issues that physicians face while taking on leader roles within and outside the scope of medicine. At the meeting, 
the CEO of the CMA announced that he will advocate for the development of a Physician Management Institute by 
partnering the CMA with business schools across Canada. In the future, physicians will be able to attend physician-
directed classes to upgrade and advance their knowledge in business and leadership.  

Yes, I believe formal business training would likely benefit many of our careers. But regardless of whether or not we 
decide to pursue this training, what makes our generation different from ones previous is that we have years and years 
of personal experience procrastinating on blogs, forums, Twitter and Facebook. The face of leadership has vastly and 
permanently changed in recent decades with widespread popularity of these social outlets. We have the tools to 
become more effective and meaningful leaders in a time where technology is altering the complexity and dynamics of 
communication and the interactions between leaders and followers. 

When we become staff, we can utilize Internet resources to engage future students, to update patients about new health 
related articles, and to even speak to large public audiences… and all from the comfort of the surgeon’s lounge. So we 
can learn to become more rounded leaders that apply multiple leadership styles in a flexible and situation-dependent 
manner.  We also have the smart phone technology to be smarter :S… well, at least faster and to potentially have more 
impact than any physician in past decades.  

The Double Helix Discovery 
By: Sultan Chaudhry 

In 1953, two young scientists walked into a local Cambridge pub and announced, “We 
have found the secret of life.” These two very same scientists, James Watson and Francis 
Crick, shared a Nobel Prize on their discovery of the structure of the deoxyribonucleic 
acid (DNA).  One can ask a high school biology student or a molecular and cellular 
biology PhD graduate regarding the discoverers of DNA, and they would tell you 
Watson and Crick did it.  However, what they probably would not be able to describe in 
detail are the circumstances that led to this discovery, the most important components 
needed for the discovery, where they came from, and the other players who were also at 
the brink of discovering the same structure. 

Rosalind Franklin, a UK scientist at the King’s College London in the late 1940s and 
early 1950s, worked on the X-ray diffraction of proteins and lipids. Franklin’s laboratory 
was directed by John Randall. Randall also oversaw research by Maurice Wilkins, a fellow scientist studying DNA 
diffraction. After Franklin moved to the College, Randall redirected the majority of Wilkins’ work and had Franklin 
pursue some. It was not hard to imagine why friction developed between the two. Franklin always wanted more data 
to strengthen her theories while Wilkins was quite the opposite and hastened to publish. 

It was Franklin who first discovered that DNA took two different forms, B and A; B being the long and thin form 
under high humidity (wet), and A being the short and fat structure when dried.  Franklin was also the first to report 
the water content in DNA along with the external location of the phosphates in the B shape of the molecule. 
Furthermore, her X-ray diffraction pictures of DNA, which also hinted towards the double helical structure, 
were at the time called the  “the most beautiful X-ray photographs taken of any substance to date”  
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(Continued) 

by some scientific societies. The discovery and formulation of these facts constituted the basis for all the later attempts 
to elucidate the molecular structure of DNA. 

Franklin presented some, not all, of this data at a conference in Naples, Italy.  It is true that both Watson and Crick 
attended the Naples conference, but not much is recorded on how much they took away from Franklin’s work at the 
time.  Furthermore, Watson was denied entrance into Wilkins’ laboratory at the time due to his lack of knowledge and 
understanding of X-ray crystallography. Crick, initially a PhD in physics, gained desires to learn more about biology 
and enrolled in a second doctorate in London where he met Watson. The two started a friendship and later, in 1953, 
began their work on the DNA structure. 

Independent of all the chaos taking place in the UK, a brilliant American scientist, Linus Pauling, was researching 
protein chemical bonding and studied alpha helical protein structures.  Linus Pauling moved from protein folding into 
deciphering the DNA structure in the late 1940s. Linus Pauling was unable to attend the same conference where 
Franklin discussed part of her work, due to personal views on World War II and the Manhattan Project (Pauling was 
invited to lead the Chemistry department in the Manhattan Project, but declined).  Pauling continued his search for the 
DNA structure and later believed in a triple helical structure, as explained by his paper from 1952 titled, “DNA: The 
triple helix.” Though there were several drawbacks to the triple helix model, it was the closest anyone had ever gotten 
to describing the structure of the DNA. One of the major shortcomings of his model was the very same discovery of 
phosphates forming the external boundaries of the DNA structure (a triple helix cannot exist with the negatively 
charged phosphates on the outsides of the helix).  Pauling continued to refine his work on DNA and with every 
experiment drew one step closer to the real structure. 

On January 30, 1953, (described in Watson’s book, The double helix) Watson carried one of Pauling’s unpublished 
papers at the time and walked into Wilkins’ office to propose that they all (Watson, Crick and Franklin) collaborate 
before Pauling discovers his own error (as Pauling was getting closer to learn that triple helix was not the true 
structure).  Wilkins was attracted to this idea and ended up showing, without Franklin’s permission, the famous DNA 
X-ray photographs, which gave most of the insight into the structure of the DNA. It was the February of 1953 when 
they began collaborations to publish the double helix model.  The April issue of Nature featured publications from 
Wilkins, Watson and Crick describing the structure of the DNA.  Much of the time in the subsequent years was spent 
in solidifying this structure and the central dogma of molecular biology.  The three went on to share the Nobel Prize in 
Molecular Biology awarded in 1962 for the discovery of the structure of the DNA double helix. 

Franklin died of cancer in 1958 and received no recognition for her work and efforts from the Nobel organization, 
though some argue that she may have equally shared the prize had she been alive at the time of the award. However, 
Pauling went on to win a Nobel Prize in Chemistry on his work on the nature of the chemical bonds. He later also 
received a Nobel Peace Prize for his efforts as a peace activist, making Pauling one of the four Nobel Laureates to win 
two Nobel Prizes, one of the two to win them in different fields of academia, and the only one to win two unshared 
prizes. 

By: Raman Kumar 

My great-great grandfather, William Ashburner, was a master English shipbuilder in 
the late 19th century. He specialized in schooners, swift racing vessels propelled by 
up to seven masts. A shrewd businessman and innovator, he earned himself a small 
fortune, investing it in a mansion for his family in the North of England. 

Unfortunately the advent of steamships doomed the schooners to irrelevance and he 
quickly went bankrupt. 

The Lost Decade  

By: Raman Kumar 
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He looked to the colonies for employment, quickly setting his sights on South Africa. He moved his family to the city 
of Johannesburg, where he took up work in the gold mines. Life was tough in this rugged new environment, but he and 
his ten children managed to thrive. 
 
Unfortunately, his wife Anne did not. According to family legend, she went to her bed and “wept for two years”. She’d 
simply lie there all day, every day, crying constantly and barely able to do basic tasks like folding her own clothes. She 
was inconsolable, and the family was naturally devastated. 

Reflecting back on this story over a century later, it's plainly evident that Anne suffered from clinical depression, a 
biological illness that affects millions of people. While effective treatments are available today, back then, all William 
and the children could do was watch their wife and mother languish in her bed. 
 
I was reminded of this story last month after meeting a young woman, call her Katherine, who had been struck by 
severe depression for nearly a decade. She used to live a normal life, full of rewarding friendships and a meaningful 
career, but things changed after she delivered her first child. She would just spend day after day lying in bed feeling 
exhausted and empty. She couldn’t understand why; after all, she had a loving husband and a healthy new baby. On the 
surface, everything was wonderful in her life. 
 
Doubtful about mainstream medicine, Katherine did not seek any treatment. Instead, she tried to plunge herself into a 
vigorous exercise routine, went on expensive vacations and devoured self-help books. And yet her depression raged on 
year after year until her life gradually fell apart, losing her job and falling back on a small disability pension. Where 
once she was an outgoing person, she now found it hard to even smile. 
 
I met Katherine shortly after she was placed on a “Form 1” by her doctor, an order that forced her into a psychiatric 
ward. She had attempted suicide, an unsurprising consequence of a decade of suffering. 
 
Her doctors quickly diagnosed her with clinical depression and put her on an SSRI, a potent class of medication that 
normalizes brain levels of serotonin. Within a week, Katherine reported a “burning” sensation of warmth in her chest 
when she saw her son. She was taken aback by this new, unusual feeling. But then she realized that it was actually the 
sensation of joyfulness, something she hadn’t felt for years. 
 
Since then, Katherine has been discharged from the ward and her life has blossomed. She has reconnected with long 
lost friends and rediscovered her energetic, outgoing spirit. Whereas her eyes had seemed distant and glazed over 
before, they now sparkle with a happy expression, as if they are smiling right alongside her. For so long she had 
defined herself as an antisocial, sad person, while in reality, her real self had been imprisoned by mental illness. 
 
Along with recovery comes reflection. Katherine looks back on the past decade with a deep sense of regret. So many 
years wasted, so many opportunities for new friendships and experiences lost. So many beautiful memories that could 
have been made. She barely knows her son, since she has been emotionally absent since his birth. 
 
And yet Katherine could have avoided all of this suffering if she had just sought treatment at the first signs of her 
depression. What went wrong? While she herself may be blamed for her initial stubborn distrust of mainstream 
medicine, that decision was influenced by our society’s stigma of mental illness. So many patients fail to seek 
psychiatric treatment out of shame, feeling that it reflects some inherent character weakness. 
 
But there shouldn’t be any shame. Just as diabetics must take insulin, so must clinically depressed patients take 
antidepressants. Both are biological illnesses in which pharmaceutical treatment may be necessary. 
 
In the past, the mentally ill were often crippled by their condition for their entire lives. Now, with appropriate 
treatment, Katherine has a bright future. She looks forward to doing all the things that she missed out on over the 
years, especially getting to know her son. For the first time in over a decade, she truly feels alive.  
 

The Last Decade  
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Highlighting research projects undertaken by McMaster 
medical students 

By: Calvin Lin, Joseph Margolick, and Rohan Kehar 
Calvin Yeh 
Intergrated MD and Biochemistry PhD Program 
The Thrombosis and Atherosclerosis Research Institute (TaARI), McMaster University 
 
I'm in first year of medicine right now and my research interests are focused 
on the biochemical mechanisms of blood clot formation, under my mentor 
Dr. Jeffrey Weitz. Blood clots normally keep us from bleeding to death, but 
can also be pathological: they are the cause of pulmonary emboli, ischemic 
strokes, and myocardial infarctions. Figuring how these clots form and how 
they are regulated allows us to find new drug targets for anticoagulation to 
treat these diseases. 
 
My research specifically deals with the characterization of the kinetic 
effects and mechanisms of coagulation enzyme complex assembly, as well 
as its regulation by anticoagulant pathways. Assembly of the extrinsic 
tenase, intrinsic tenase, and prothrombinase enzyme complexes is critical in 
generation of physiologically relevant clotting and requires a numerous 
complex interactions with cofactors. The activity of these assemblies and 
their modulation by regulatory factors such as antithrombin are of interest 
as targets for anticoagulant therapy. 
 
A lot of students at our level of training have asked why anyone chooses to have basic sciences as part of their career. 
It's a great question because the short-term logistics don't really make any sense: it's a longer, riskier road that can be 
unforgiving, and it will delay your life by a few years.  
 
I suppose it's all about what you want out of your career and your approach to life. I want to know exactly how stuff 
works and be able to tear it apart and put it back together in order to come up with better ways to solve problems. I 
think it's part of the responsibility of some doctors to advance medical knowledge and this is one way to do that.  
 
Studying nature on this basic level is also one of the most incredibly unique privileges we have as humans. We can 
directly look at what makes us tick and try to unravel the mysteries of our own existence.  When you discover 
something in the lab, unless someone scoops you (haha), it's something that no one has seen before in all of history. 
These are the things that are going to at least keep my interests going and mind sharp.  
 

Rohan Kehar 
M.D. Class of 2014 
Department of Clinical Epidemiology and Biostatistics, McMaster University 
 
I’m in first year medicine and have interests in global health and knowledge translation. My research focus is on 
guideline development and how to improve the implementation of clinical practice guidelines (CPGs). This past year, I 
worked on a series of systematic reviews for the screening and treatment of cervical pre-cancer, or cervical 
intraepithelial neoplasia. Important questions that were considered include when women should begin screening, what 
screening modalities work best in low-and-middle income nations (LMICs) and which treatments for cervical pre-
cancer optimize the balance between harm and good. To answer some of these questions, our research team devised a 
new approach to analyzing the merits of a screening test. Instead of comparing screening tests based on sensitivity and 
specificity, we used the research evidence to model outcomes based on TP/FP/TN/FN results. In this way, we could for 
example compare Pap smear testing with HPV DNA testing not by comparing sensitizes and specificities but by 
looking at patient-important outcomes such as recurrence of disease, major and minor bleeding, and so forth. The 
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rationale behind this this approach is that even if a test is very accurate, if it does not improve patient-important 
outcomes, the test lacks utility.  
 
At the start of MF4, I had the opportunity 
to travel to Geneva to help present our 
research findings to a WHO expert panel 
for guideline development (shown 
adjacent). Through three days of discussion 
and debate, we discussed the research 
evidence, patient values, resource 
implications and cost/benefit analyses to 
formulate guidelines. The intended target 
audience for these guidelines is mainly 
LMICs many of whom lack robust public 
health bodies to advise clinical care.   
 
My research experiences have reinforced the importance of EBM to patient care. At the same I time I recognize the 
challenges of disseminating knowledge from research evidence in an equitable manner. One of the strengths of the 
WHO in this regard is the capacity it has to reach corners of the world to try and support the best possible clinical care. 
I have also appreciated the difficulties at hand in clinical decision making especially when it comes to balancing 
benefits and harms. Should patient choice be preserved even if the research evidence suggests a test does more harm 
than good? This is a very important theme, which emerges in cervical, prostate and breast cancer screening.   
 
I would like to end off by mentioning that I am interested in this field of research because it is how I have chosen to do 
my part to better the care of those outside my community. I am sure many of us in this program have a global 
conscience, yet many like myself may find that on-the grounds fieldwork is not practical in the long-term especially as 
future responsibilities arise. I wanted to share my experience to demonstrate another approach to global health, one 
that I hope to pursue further in the future. 
 
Joseph Margolick 
M.D. Class of 2014 
Vancouver General Hospital 
 
Over one million Trans-Rectal Ultrasound Guided Prostate Biopsies (TRUSBx) are performed every year in North 
American to diagnose prostate cancer. Despite routine antibiotic prophylaxis with fluoroquinolones, infectious 
complications are a continued threat following the procedure. It is thought that rectal flora are introduced into the 
genitourinary system or bloodstream following perforation of the rectal mucosa with the TRUS biopsy needle. Due to 
overuse of ciprofloxacin in recent years, the rates of resistance have skyrocketed. My research focused on investigating 
novel ways to reduce the risk of infection after prostate biopsy as well as assessing patient risk factors for infection 

We did a prospective clinical trial of men undergoing TRUSBx and our objectives were to: a) establish the prevalence 
of ciprofloxacin resistant bacteria in patients undergoing TRUSBx, b) identify risk factors for harbouring ciprofloxacin 
resistant flora, c) evaluate the use of a pre-biopsy rectal cleansing with antiseptic povidone-iodine in reducing the 
incidence of post-biopsy associated infection and d) determine patient risk factors for post-biopsy infection.  

We enrolled 865 men undergoing TRUSBx at Vancouver General Hospital. Participants were randomized to 
undergoing a DRE either with or without the addition of a povidone-iodine cleansing. Standard Ciprofloxacin 
prophylaxis was administered to all patients as per routine and rectal cultures were taken just prior to the biopsy. After 
the biopsy, patients monitored their temperatures, gave a urine test and were followed up with one week after the 
biopsy.  
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Our results showed that almost 20% of men had Ciprofloxacin resistant rectal flora. There was no statistical effect of 
rectal cleansing with povidone-iodine. Multivariate analysis revealed two independent predictors of infection: use of 
Ciprofloxacin in past three months and Ciprofloxacin resistant E.coli. 

Our study is the largest prospective clinical trial to date assessing the risks of post-biopsy infection. Our results showed 
that ciprofloxacin resistant gram negative organisms can be frequently identified in the rectal flora of men undergoing 
TRUSBx and this is a risk factor for subsequent infection. Given the high rates of infection and fluoroquinolone 
resistance, maybe it is time we re-evaluate our TRUSBx prophylaxis.  Future studies will need to evaluate the cost 
effectiveness and clinical utility of a pre-biopsy rectal culture and sensitivity and subsequent targeted antibiotic 
prophylaxis.   

 
__________________________________ 
 

Letter from the Editors 
 
We hope you all enjoy this latest issue of Placebo. It was our pleasure to put together this 
compilation of your wonderful work.  Our next issue will be published in MF5. We are hoping to 
hear all about your exciting post-MF4 experiences as well as anything else you would like to 

share! If you are interested in contributing, please email submissions or inquiries to Tahir (tahir.kafil@medportal.ca) 
and Rohan (rohan.kehar@medportal.ca). 
 
Sincerely, 
 
Tahir and Rohan 
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