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City of Ashes 

By Milad Modabber, MSc, Class of 2014 
 

 
It is quite amusing how seemingly small 
events can come to have such a large impact 
on one‘s perspective… 
 

A simple conversation, a year ago, with Dr. 

Dale Dewar, the then acting director of Physi-

cians for Global Survival (PGS) sparked an in-

terest in me to explore the nuclear issues 

that impact us both locally and globally. At 

first I was not sure why or how physicians 

would be involved in nuclear matters, but it 

soon hit home that the ultimate cost in any 

nuclear disaster would be that of human life. 

What could be more pertinent to a physi-

cian‘s job description than saving lives? With 

that in mind, I leapt at the opportunity to 

travel to Japan this summer to take part in 

the 20th World Congress of the International 

Physicians for the Prevention of Nuclear War 

(IPPNW) as the Canadian Medical Student 

Representative.  

 

As soon as I landed in Hiroshima—the city re-

built from the ashes—I felt a strong sense of 

admiration for the resilient people who call 

this place home. Walking along the riverbank, 

in awe of the reflection of the A-bomb me-

morial dome shimmering in the moonlight, it 

was hard to not be taken aback by the un-

speakable suffering endured on that fateful 

day, August 6, 1945. 

 

At the conference, a quick glance at the au-

dience—their grimacing faces and shaking 

heads—acutely reflected the heart-wrenching 

recount by a Hibakusha (an Atomic bomb sur-

vivor) of what she went through when the A-

bomb was dropped. Her story of pain, loss, 

and relentless perseverance was a true testa-

ment to the devastating capacity of nuclear 

weapons and a grim warning of history re-

peating itself. 

 

Yet these Hibakusha are not alone. Even to-

day, residents of Japan‘s Fukushima region 

remain victimized to the aftermath of the 

nuclear disaster that followed the horrific 

2011 earthquake and tsunami. The global ex-

tent of current nuclear activities and uranium 

ore mining, in countries including our own, 

also echoes the magnitude of the challenge 

we presently face. In fact, despite Canada 

being one of the world‘s top uranium produc-

ers, it is concerning that only a fraction of 

the public is aware of its inherent dangers. As 

a Fukushima resident reflected on his ongoing 

health struggles, those undoubtedly shared 

by many others since the nuclear fallout, it 

underscored the need to critically reevaluate 

our current stance with nuclear energy. 

 

As an Iranian-Canadian myself, the issue of 

nuclear energy and warfare is one that truly 

hits close to home. As I continue to hear the 

familiar drumbeat of war beat ever so loudly, 

I dread to think of the consequences of the 

innumerable ―what ifs..‖. Yet no matter the 

decisions made or the words uttered by those 

few in power, one thing is for certain: it is 

always the people that lose. As we now find 

ourselves living on the cliff‘s edge, where 

else but against the backdrop of the world‘s 

first nuclear bombing could have the call for 

‗No More Hiroshimas‘ been more poignant? 

 

I feel incredibly privileged for having had the 

opportunity to explore this beautiful land—

rich in both history and culture. In these 

times of escalating global threats, it is the 

sobering reality of the human cost of conflict 

that calls us to action. This is why we stu-

dents—the future of tomorrow—should no 

longer sit back idly and wait for history to 
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unfold before us. In challenging the status 

quo, we can all be part of the movement for 

a healthier and more peaceful future. In the 

immortal words of Margaret Mead: ―Never 

doubt that a group of thoughtful, committed 

citizens can change the world. Indeed, it is 

the only thing that ever has.” 

 

 
 
About the Author: Milad is a second year 
medical student at McMaster University, with 
an interest in public health and advocacy. 
This piece is a reflection of his experiences 
attending the IPPNW World Congress in Hi-
roshima, Japan. 
 
Author Correspondence:  
mmodabber@gmail.com 
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Prostate Specific Antigen - 

To Screen Or Not To Screen, 

That is The Question 

By Justin Kwong, Class of 2014 
 

Prostate cancer screening remains to be a 
controversial subject. There are currently 2 
major tests used in the prostate cancer 
screening armamentarium: the highly de-
bated serum prostate-specific antigen (PSA) 
test and the infamous digital rectal exam 

(DRE).  

PSA is a protein produced by the prostate 
that liquefies semen. Typically, a cancerous 
prostate releases more PSA into the circula-
tion than a normal prostate. Thus, elevated 
blood circulating levels of PSA may be a 
warning for potential prostate cancer. In the 
digital rectal exam, the doctor inserts his/her 
gloved and lubricated finger into the rectum 
to feel the size and shape of the prostate. A 
healthy prostate is smooth, soft, even, and 
rubbery. The detection of nodules or any 
hard, irregular areas may suggest the pres-
ence of cancer thus warranting further inves-
tigation. There is currently much debate re-
garding the cost/benefit ratio of screening 
for prostate cancer. While both the DRE and 
PSA test are components of screening, the 
use of the PSA test has stimulated much more 
discussion. Two major rivals in the PSA test 
debate are the United States Preventive Ser-
vices Task Force (USPSTF) and the Prostate 

Conditions Education Council (PCEC).     

In May 2012, the USPSTF released an official 
recommendation against PSA-based screening 
for prostate cancer. The USPSTF is an inde-
pendent group of 16 volunteers from fields of 
preventive medicine and primary care that 
work to improve health care by providing evi-
dence-based recommendations about clinical 
preventive services.  The USPSTF claim that 
the PSA screening test suggests that prostate 
cancer may be present when there is no can-
cer. This is called a "false-positive" result 
which can cause worry and anxiety, as well as 

lead to unnecessary follow-up tests and pro-
cedures such as biopsies. Biopsies, in turn, 
can cause harm such as fever, infection, 
bleeding, and pain. The USPSTF also found 
that there exists significant uncertainty as to 
which cancers need to be treated and as a 
result, almost all men with prostate cancer 
found by PSA screening receive treatment 
(surgery, radiation or hormone therapy) 
which are not without side-effects. Side-
effects of treatment that they describe in-
clude erectile dysfunction, urinary inconti-
nence, impaired bowel control and poten-
tially death. The USPSTF argue that many of 
these men do not necessarily need treatment 
because their cancer would not cause health 
problems within their lifetime. They call this 

"overtreatment." 

In contrast, the PCEC strongly advocates PSA 
screening. The PCEC is a non-profit consor-
tium of physicians, health educators, scien-
tists and prostate cancer advocates. The 
PCEC claims that PSA is the best test for pros-
tate cancer and should be used in conjunc-
tion with the DRE until more sensitive/
specific biomarkers are approved by the Fed-
eral Drug Administration (FDA). Specifically, 
the council endorses the use of a baseline 
PSA for men beginning at age 35. The PCEC 
believes that the USPSTF recommendation 
prevents men with potentially fatal disease 
from cure. In addressing the idea of 
"overtreatment", the PCEC claims that a diag-
nosis in itself does not cause overtreatment 
or side effects and that even when balancing 
side effects of treatment against saving a 
life, most men would choose to live. The 
PCEC are supporters of "knowledge is power" 
and that PSA screening gives agency to pa-
tients: men with clinically insignificant pros-
tate cancer may opt for active surveillance 
while men with aggressive cancer can receive 
curative treatment. The PCEC claim that PSA 
screening is the only way to detect prostate 
cancer in its early stages and that by the 
time symptoms occur, the cancer has already 
reached an advanced stage which may imply 
certain death. Ultimately, the PCEC support 
that patients have the right to know whether 
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or not they have prostate cancer before the 
disease progresses and that screening saves 

lives.   

Prostate cancer is the second most common 
cancer among Canadian men. One in 7 men 
will develop prostate cancer during his life-
time and one in 28 will die from it. One may 
argue that with the tools we have today, 
these statistics are unacceptable. Further 
research is currently being conducted to 
identify biomarkers (in serum, urine and tis-
sue) associated with ultra-low-risk prostate 
cancer that is likely to be indolent as well as 
biomarkers associated with high-grade pros-
tate cancer. If patients can be told their risk 
of disease progression based on their serum 
biomarkers, the burden of prostate cancer 
surveillance may be lifted. Until then, how-

ever, the PSA debate is to be continued. 
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What is MacMedSS? 

MacMedSS is a 3 or 5 day workshop designed 

for academically motivated students from 

local high schools supported by the Michael 

G. DeGroote School of Medicine. The premise 

of the program is two-fold – to foster interest 

in post-secondary education (and medical 

school in particular) by providing secondary 

school students an opportunity to experience 

university life firsthand; as well as to provide 

leadership and teaching opportunities for 

medical students. 

The program is run by medical students at 

McMaster University over 1-2 weekends. Ac-

tivities include medical lectures (by students 

and physicians), workshops covering an array 

of medical specialties, clinical skills sessions 

(including history-taking and physical exami-

nation techniques), problem-based learning-

style tutorials, and group presentations in 

which attendees examine a common disease. 

Additionally, MacMedSS provides students 

who are considering medical school with a 

chance to meet and interact with other inter-

ested students their age. There are numerous 

social and academic encounters with current 

medical students and residents, providing at-

tendees the opportunity to ask questions, dis-

pel myths, and obtain advice. 

Over the past three years, MacMedSS has 

hosted a total of six workshops – with its sev-

enth workshop planned for February 2012. 

The program has run in Hamilton, Kitchener-

Waterloo and Cambridge. Each program ac-

commodates 20-40 students, and involves 

dozens of medical students. 

 

How did you get MacMedSS started? 

What motivated you? 

When I designed MedSS, I had several goals in 

mind. Initially, I wanted to create a small 

project to work on with my cousins - Douglas 

and Julia McCabe - at which they could gain 

some leadership and volunteering experi-

ence. 

I remembered being in high school – my long 

term goal was to get into medical school, a 

goal which was extremely personally motivat-

ing. At the time, I had little access to infor-

mation about what medical school was actu-

ally like – what medical students did day to 

day, what medical students loved about their 

education, what motivated these students, 

and what happened after medical school. I 

wanted to create a project which would pro-

vide secondary school students in the same 

position that I had been with an opportunity 

to explore these questions, and to become 

excited about their post-secondary educa-

tion. 

I love teaching, and I noticed that the same 

was true for many of my medical school 

friends. Unfortunately, at our level of train-

ing, there are few opportunities for us to 

practice teaching in our potential fields of 

interest. For example, a first year medical 

student interested in orthopaedic surgery 

By Tasha-Rachelle Maheu, Class of 2014 
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does not have many opportunities to give a 

lecture about fractures or to demonstrate 

casting concepts they might have explored in 

their electives. The goal of MedSS is not to 

provide high school students with medical 

education or specific clinical skills, but rather 

to show them some of the aspects of medi-

cine that we find most exciting. I wanted to 

create a program which would allow medical 

students to have the opportunity to practice 

teaching a topic of their choice in a non-

threatening environment, with the opportu-

nity to obtain feedback from the audience. 

Finally, I wanted to attract and involve stu-

dents that might not normally have the op-

portunity or means to participate in such a 

program – students of lower socioeconomic 

status or students with physical, learning, or 

psychological disabilities. Teachers are en-

couraged to select such students to partici-

pate in the program. Each MedSS workshop so 

far has been able to sponsor students in need 

of financial assistance. 

When I first thought about organizing MedSS, 

I thought that I would do a one to two day 

workshop for a handful of high school stu-

dents. I put a post on our medical student 

forum for volunteer presenters, and received 

overwhelming support. The first MedSS 

quickly transformed into a five day workshop, 

in both Hamilton and Kitchener-Waterloo si-

multaneously, with dozens of high school stu-

dents at each location. Since then, I have re-

ceived many requests from students, teach-

ers, principals, guidance counsellors, medical 

students and even the Cambridge and North 

Dumfries Doctor Recruitment Center to run 

additional programs. 

Last summer, with the help and support of 

the MD office, MedSS officially became 

MacMedSS.  The medical school is providing 

us with financial support and substantial ad-

ministrative support (thank you Rachel 

Mercado!). 

 

What’s next for MacMedSS? 

Our next program is coming up soon, and will 

be held for the first time in each Hamilton, 

Niagara and Kitchener-Waterloo.  The execu-

tive committee and student volunteers are 

busily working away at making this year‘s 

MedSS even more amazing! 

We‘d love to see MedSS spread to other cities 

and other medical schools, and we hope that 

you‘ll contact us if this sounds interesting to 

you. 

 

How can I get involved? 

Although our executive committee has al-

ready been selected for MacMedSS 2013, we 

will soon be recruiting students to teach vari-

ous components of the program.  We will be 

looking for people to lecture, run clinical 

skills sessions, run an anatomy dissection, run 

workshops (i.e. casting, suturing, IV/

injections, etc), run training interviews, 
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judge student projects, act as tutors and 

more!  Keep an eye out for our posts on Face-

book and in the student forums. 

If you would like more general information 

about MacMedSS visit our website: 

www.medssworkshop.com 

If you are interested in presenting, visit our 

med student information page to see a brief 

description of each roll.  Please note that the 

dates and tasks on this page have not yet 

been updated.  We will keep you posted! 

For further information email myself 

(tasha.maheu@medportal.ca), or Rachel in 

the MD office 

(rachel.mercado@medportal.ca). 

 

Happy winter to all and best of luck to my 

classmates in clerkship! 

Tasha-Rachelle Maheu 

President and Founder of MacMedSS 

MD Candidate 

Class of 2014 
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Our Own Worst Enemy 

By Raman Kumar, Class of 2014 

 

 
Medical school was supposed to be stressful 
and exhausting, but my experience at McMas-
ter hasn't borne that out so far. Even though 
my schedule is typically packed with tutori-
als, clinic time and studying, I‘ve always 
managed to find pockets of time to relax and 
socialize. It helps that McMaster has taken 
strides to encouraging a work/life balance in 
its curriculum. Even the keynote speaker at 
this year's medical student conference, Dr. 
Marla Shapiro, talked extensively about her 
belief in self-care through the framework of 
her experiences with cancer. 
 
But there are tough times on the horizon. 
During their residency, perhaps the toughest 
part of a physician's career, a resident will 
likely do a 28-hour shift. If you think it seems 
a bit unreasonable to allow an inexperienced 
doctor to suture cuts while being extremely 
sleep-deprived, then you‘re not alone. The 
province of Quebec has capped the maximum 
shift rate to 16 hours, citing the fact that ex-
haustion chokes off cognitive and motor func-
tions. 
 
As far as I‘ve gathered, the 28-hour shift 
doesn‘t actually serve any true medical or 
educational purpose. Instead, it‘s a rite of 
passage into the medical profession that has 
continued on for generations (up until re-
cently, it was actually 36 hours instead of 28 
at many hospitals). This ―rite‖ is borne out of 
the traditional conception of a physician in 
the West as being infallible to normal human 
weaknesses like stress and fatigue. Before 
the era of House and Grey‘s Anatomy, doc-
tors were routinely portrayed as being all-
knowing father figures who could handle any 
emergency that came their way. 

 

 
 
But these views have rapidly changed over 
the past couple of decades as evidence has 
shown that doctors have a relatively high rate 
of suicide amongst professionals. Looking at 
my classmates and myself, I realize that 
we‘re just as vulnerable to burn out as any-
one else, and it‘s easy to see the negative 
effect of exhaustion on the provision of care. 
When we‘re physically and mentally ex-
hausted, our emotions become blunted and 
we‘re less able to empathize with our pa-
tients. We miss the nuances and subtleties in 
patient communication, or we just become 
too tired to even care.  
 
At a conference I once attended, a doctor 
recounted a story about a particularly gruel-
ling clinic shift. After working for 20 hours 
straight, he had finally fallen into a nap when 
a patient called in with chest pain. The doc-
tor, who was exhausted, brushed it off as in-
digestion (the patient had a history of this), 
even though he knew there was a possibility 
that it was a heart attack. After waking from 
his nap several hours later, the doctor pan-
icked and called up the patient, half-
expecting him to be in serious trouble.  
 
Fortunately it was indigestion after all. Was 
the physician at fault for not getting up? Ab-
solutely. But at the same time, it's also true 

 

Dr. Ben Casey: surgeon, hero 
and manly man. A fairly typical 

TV doctor in the early 1960s. 
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that the medical system put him in a position 
where it was very easy to miss a critical diag-
nosis. Are our resources really stretched so 
thin that we can‘t afford well-rested doc-
tors? Sadly, in this regard I think that doctors 
are their own worst enemy. There's still a 
strong attitude within the profession that we 
should be totally resilient to stress, that we 
should be able to provide care but never have 
to accept it ourselves. In reality, even though 
we made it through the gruelling admissions 
process of medical school, we're still vulner-
able to burn out. 
 
Ultimately, a well-rested doctor is so much 
more capable of communicating with patients 
and synthesizing information, skills that are 
essential to accurate diagnosis. By learning to 
take care of ourselves, we become better 
care providers. While med schools may be 
holding more lectures on stress management, 
deeper institutional reforms are needed to 

make a real difference.  
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The Power of Active  

Listening 

By Erin Miller, BA(Hon), Class of 2014 

 

 

McMaster prides itself on providing students 

with early clinical experiences – teaching us 

that medicine is best learnt by the bedside. 

Following this vein, a few weeks into Clinical 

Skills, we took a trip to a local hospital to see 

our first patient. Walking the halls of the hos-

pital, approaching the patient‘s room, I 

thought to myself: this is really it. I am 

really doing this. I am really becoming a doc-

tor. I was both excited and anxious. It‘s in-

teresting how although my journey to medi-

cal school was long, and far from linear, this 

was the moment when becoming a doctor, 

started to feel real, and let‘s be honest, a bit 

scary. Would I measure up to the kind of doc-

tor I imagined myself being? 

Two of my classmates, my preceptor and I 

entered the patient‘s room; we introduced 

ourselves to our patient. We thanked him for 

providing us the opportunity to speak with 

him and to learn from him. We explained that 

we would be attempting to take his history 

and examine him, sought his permission, and 

let him know that we were very new to this 

and that he was our first patient. We then 

proceeded to "take his history," rotating back 

and forth with questions and asking him to 

tell us his story. The process was really quite 

awkward as we tried to ask him everything on 

our list: his identifying information, past 

medical history, family history, social history, 

the details of the chief complaint and history 

of the presenting illness, to name a few. We 

listened, but to be honest, this was a chal-

lenging task as we needed to be ready with 

the next question – holding in our minds 

"OPQRST" and other important areas of in-

quiry. We were also trying to figure out the 

clinical puzzle and formulate a diagnosis. In 

turns out that the patient had experienced a 

saddle pulmonary embolus; we were appre-

ciative of the textbook presentation and that 

we were able to reach the appropriate diag-

nosis.  

Prior to leaving, my preceptor asked the pa-

tient if he had anything to tell us about what 

he looks for or appreciates in a doctor. She 

told him that since he was our first patient, 

we would be sure to remember what he had 

to say. He told us that as doctors, he wanted 

us to be able to determine what was wrong 

and make it better, and he wanted us to lis-

ten to our patients. 

Listen to our patients. This advice was re-

peated by subsequent patients. More re-

cently, our Clinical Skills group visited some 

patients suffering from chronic illness. They 

shared with us feelings of discontentment, 

dismissal and neglect when met with doctors, 

and other people in their lives, who appeared 

to not listen to, understand or validate their 

concerns. I am reminded of what I learned as 

an undergraduate student in my health psy-

chology class – physicians interrupt their pa-

tients after only 18 seconds into the medical 

encounter (Beckman & Frankel, 1984). Some 

15 years later, physicians seemed to have im-

proved by a miniscule amount, giving their 

patients another 5 seconds before interject-

ing (Marvel, Epstein, Flowers & Beckman, 

1999). Upon learning this some 5 years ago, I 

thought that this must have been a group of 

fairly impatient doctors. Surely, this would 

be something I would avoid when it was my 

turn to be on the doctor‘s side of the gurney. 

But in the reality of a busy clinic, which I wit-

nessed in my Early Family Medicine Experi-

ence, a patient speaking without interruption 
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is not a regular occurrence.  

Even if we manage not to interrupt our pa-

tients, are we always, or even mostly, ac-

tively listening? Or are we thinking of our 

next question? Are we running through differ-

entials in our heads? I am hopeful that as the 

science of medicine becomes more comfort-

able to me, so too will the art of medicine. 

While I am learning medicine, I am hopeful 

that I will be able to find a way to let the pa-

tient tell their story, before I feel the need 

to jump in with my "OPQRST" questions or 

narrow the conversation – even in the context 

of a busy clinic – for both my benefit and the 

patient‘s benefit. As Charon (2011, p.1898) 

posits, "... in all of medical practice the nar-

rating of the patient‘s story is a therapeuti-

cally central act, because to find the words 

to contain the disorder and its attendant wor-

ries gives shape to and control over the chaos 

of illness." Actively listening to the patient‘s 

story is equally important for the physician as 

it is integral in the information gathering, in 

the recognition of the meaning and some-

times contradictions of words or events in the 

narrative, and for the physician‘s understand-

ing of the disorder in the context of the per-

son. In this way the physician can be "moved 

to act on the patient‘s behalf (Charon, 2001, 

p. 1897)." This may also create or enhance 

the physician‘s humanism, and as Cohen 

(2007, p. 1029) argues "Humanism provides 

the passion that animates authentic profes-

sionalism." 
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Circumcision in Newborns:  

A Technical Health Update 

By Justin Kwong, Class of 2014 

 

 

Male circumcision involves the surgical re-

moval of some, or all, of the foreskin (or pre-

puce) from the penis. Circumcision is con-

ducted for health, religious, cultural, cos-

metic and sexual reasons. The 3 most com-

monly used operative methods include the 

use of the Gomco clamp, Plastibell devise or 

Mogen clamp. These devices allow the pro-

vider to estimate the amount of skin to be 

removed, dilate the preputial orifice and free 

the inner preputial epithelium from the glans 

and provide hemostasis by leaving the device 

in place over time. According to the World 

Health Organization, about one third of the 

world's male population, aged 15 and older, 

is circumcised.  

In 2007, a Task Force was formed to review 

and evaluate all current evidence regarding 

male circumcision and to update recommen-

dations made by the American Academy of 

Pediatrics (AAP) in 1999. The Task Force in-

cluded representatives from the AAP, Ameri-

can Academy of Family Physicians, American 

College of Obstetricians and Gynecologists, 

and the Centers for Disease Control and Pre-

vention.  

The Task Force concluded in their 2012 tech-

nical report that 1) current evidence indi-

cates that health benefits of newborn male 

circumcision outweigh the risks and 2) bene-

fits of circumcision justify its access to fami-

lies who choose it. Benefits of male circumci-

sion include prevention of urinary tract infec-

tions, acquisition of HIV, transmission of 

some sexually transmitted infections and 

penile cancer. Furthermore, it was found 

that male circumcision does not appear to 

negatively affect penile sexual function/

satisfaction and significant acute complica-

tions are rare. Nonetheless, it is essential 

that providers of circumcision are sufficiently 

trained that effective sterile and pain man-

agement technique are used.  

It appears that there may be a decreasing 

trend in circumcision in Canada and US. Ac-

cording to the Canadian Institute for Health 

Information, 25,731 male infants were cir-

cumcised in Canadian Hospitals in 1995-1996. 

In 2008-2009, only 13,157 were circumcised 

with nearly 10,000 of them in Ontario. Ac-

cording to the National Hospital Discharge 

Survey, the circumcision rate for newborn 

boys in the US decreased from 85% to 57% 

from 1965 to 2008. 

The decreasing rates of circumcision in Can-

ada and US may be attributed to cultural 

change and organizations such as the National 

Organization of Restoring Men (NORM), an 

American based non-profit anti-circumcision 

movement with international outreach to 

Canada, Australia, Germany, New Zealand, 

South Africa and United Kingdom. NORM rec-

ommends surgical stretching of shaft skin as 

the best method of restoring foreskin with 

the use of devices including steel ball bear-

ings and plastic funnels.  

There exists much debate over the imple-

mentation of circumcision. Some claim that 

parents should determine what is in the best 

interest of their child while others believe 

that parents are not entitled to demanding 

medical procedures on behalf of their chil-

dren or infringe on the right of their child to 

make an informed decision when older. These 

arguments are linked to legal and ethical is-

sues surrounding consent and autonomy in 

which many say that there is no "right an-

swer." Regardless of what position one takes 
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in the circumcision debate, it is essential for 

individuals to have access to factually correct 

and unbiased information so they can under-

stand the health risks and benefits of circum-

cision and for health care providers to be 

sensitive to ethical and legal issues regarding 

circumcision.   

 

 

Letter from the Editors 

 

We hope that you enjoyed this issue of Pla-

cebo. It truly has been a pleasure to have 
been the editors of Placebo for the past year. 
Our wonderfully talented and diverse student 
population here at the Michael G. DeGroote 
School of Medicine has contributed several 
unique pieces throughout the past year and 
we‘re very fortunate to have such fantastic 
colleagues. 
 
We would also like to welcome the new edi-
tors of Placebo from the Class of 2015: Alison 
Lai and Priscilla Kwan. 
 
Submission for the next issue can be sent to 
Alison (alison.lai@medportal.ca) and Priscilla 
(priscilla.kwan@medportal.ca). 

 

Sincerely,  

Tahir S. Kafil and Rohan Kehar 


