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Reduce your risk of cancer...
Stop before you start!

Your Ears Deserve 
An Audiologist!

McPhillips Hearing & Audiology Centre

204-953-4200 
1399 McPhillips Street, Winnipeg MB

Northgate Shopping Centre 
www.audiology-online.com

CALL TODAY 
to book your appointment:

Christine Dino (Au.D., Doctor of 
Audiology) is available to answer 
all your questions regarding 
your hearing loss & hearing aids. 

I’m so happy Grandpa 
can hear me now! Thanks to 

McPhillips Hearing 
& Audiology 

Centre!
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A Letter from the Winnipeg Health Region 
Arlene Wilgosh, President & CEO

I love it when people feel that rush of 
pride for this city. After all, there are lots 
of wonderful things happening here in our 
very own backyard.

But recently I realized that maybe not 
enough people know about the many 
ways we’re punching above our weight.

As media outlets coast to coast took 
off with the “return of the Winnipeg Jets” 
storyline, I heard one reporter remark, 
“What does Winnipeg have to offer?” as 
though we don’t measure up.

Instantly, that question got under my 
skin and stuck with me like a stubborn 
cold. I suppose that feeling lingered 
as long as it did because I completely 
disagree with what that one line 
insinuated.

Applying the health-care lens alone, 
there are many examples of local people 
and programs that are attracting attention 
from other parts of the country and North 
America.

Earlier this year, Mayo Clinic sent 
some members of its Radiation Oncology 
team to Winnipeg to see how our 
new paperless system at CancerCare 
Manitoba is working. We are a test site 
and one of the largest centres to integrate 
sophisticated radiation machine operating 
systems, scheduling programs and patient 
management Electronic Medical Records 
(EMRs) in a paperless function.

Since our radiation machine 
complement is the same as what is used 
by Mayo Clinic and because they’re 
considering a move to the same setup as 
ours, they came here to learn from our 

experience.
Often quietly, many great things 

are happening in health care. Some of 
it comes in the form of new medical 
equipment, procedures and technology. 
There’s also a wealth of expertise. 
Winnipeg is home to some incredible 
specialists and researchers involved in 
unique areas, like Dr. Lonny Ross, a plastic 
surgeon and Director of the Manitoba 
Centre for Craniofacial Differences at the 
Children’s Hospital.

As you’ll read in our cover story, Dr. 
Ross is literally changing lives. Drawing 
from his many years of experience 
studying around the world, he is able to 
help children overcome a list of facial 
differences, such as cleft palate and lip, 
Pierre Robin Sequence and Treacher 
Collins Syndrome. Children are able to 
access this specialized care close to home, 
rather than having to travel out of province 
for treatment.

As a mom, this kind of story resonates 
with me because I want every child to 
have the best chance at living their best 
life. The work being done by Dr. Ross and 
his team is giving children an opportunity 
for a fair and equal start in life, without 
having to deal with the challenges that 
come along with not having a normal 
appearance.

This issue of Wave also provides readers 
with a glimspe into some of the medical 
research going on in our community.

With October being Breast Cancer 
Awareness Month, many of us are thinking 
pink and feeling particularly tuned into 

the difficult battle that comes with that 
devastating diagnosis.

According to the Canadian Cancer 
Society, on average, 450 Canadian women 
are diagnosed with breast cancer every 
week, while it is expected that as many as 
810 Manitoba women will develop breast 
cancer this year.

In this province alone, there are several 
hundred people working under the 
breast health arm, from service delivery 
to research. Behind the scenes, seven 
principal investigators at the Manitoba 
Breast Cancer Research Centre at the 
University of Manitoba’s Faculty of 
Medicine are dedicated to uncovering new 
details about the disease. Great strides are 
being made in all areas of breast health.

Chances are, most people don’t realize 
that there’s such a large local effort 
involved in the fight against breast cancer. 
And even less would be aware of the 
research work that’s going on. But you can 
find out more by checking out our feature 
story on the work of Dr. Leigh Murphy on 
page 18 of this issue of Wave.

These examples represent mere drops in 
the water bucket from a pool of resources 
and happenings that we should all feel 
proud of. 

We’ll continue to share some of 
the great things going on throughout 
the Winnipeg Health Region in Wave 
magazine. After all, sharing these stories, 
highlighting the strides that are being 
taken in health care is important. We 
have wonderful programs, services and 
expertise.

So, what is the answer to that question, 
“What does Winnipeg have to offer?” 
Simply put, a lot. So, Go Winnipeg, Go!

Go Winnipeg, Go!Go Winnipeg, Go!

Like most Manitobans, I’ve been excited about the return 
of the National Hockey League to Winnipeg. 
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health beat

Patient safety first
New initiative aims to help patients
become more involved in their care

Developed by the Manitoba Institute of 
Patient Safety (MIPS), the online resource 
is a guide for consumers who want to 
become more involved in their care or 
learn about patient safety issues.

Dawn White, a consultant at MIPS, 
says the online resource meets an 
important need in the community. 
Everyone has a role to play in the safety 
of patients, including patients themselves.

While some Manitobans have no 
difficulty speaking up for themselves, 
she says others are unsure of how to find 
information or approach certain issues.

“We get calls from the public with 
questions about their health plan, 
wondering if they can seek a second 
opinion, and how to choose a patient 
advocate,” says White.

In addition to answering these 
questions, the “SAFE toolkit” also 
addresses issues such as how to talk 
with your doctor, how to work with 
your pharmacist, what to do when harm 
happens, preparing for surgery or a stay 
in hospital, and preventing falls. It also 
includes information on patient safety 
contacts and how to communicate patient 
safety concerns.

The toolkit is the latest in a series of 
initiatives MIPS has launched since it was 
established by the province in 2004 with 
a mandate to “promote patient safety for 
Manitobans as part of quality health care.”

The “SAFE toolkit” can be used by 
individuals or by groups. Among other 
things, it contains a Leader’s Guide that 
provides a description of how to organize 

A new online “toolkit” designed to enhance 
patient safety is now just a click away. 

and conduct information sessions on the 
patient safety topics.

MIPS has also worked with Regional 
Health Authorities of Manitoba, educators 
and regulators in the health-care professions 
on another project designed to help 
promote patient safety – the creation 
of a teaching tool to help health-care 
professionals better communicate with 
patients.

This kit contains two training scenarios, 
role playing characters and a guide 
to engaging health-care professionals 
in enhancing interprofessional 
communications skills.

Learners role play characters based on 
specific patient stories. The stories are based 
on real patient safety situations and events. 
This gives learners a chance to practice in 
a safe environment under the guidance of a 
leader.

Cathy Rippin-Sisler, Regional Director 
of Clinical Education and Continuing 
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Healthy Reading
These titles have been recommended from thousands of 
health books. For more health and wellness reading  
recommendations, please visit the online community at 
www.mcnallyrobinson.com, or visit the McNally Robinson 
bookstore at the Grant Park Shopping Centre.

Get Fit for Free & Ditch the Gym: Total 
Fitness, Scott Ludge
A comprehensive exercise guide for all 
ages and abilities, this book features scores 
of complete step-by-step exercises and 
routines to boost strength and flexibility, 
promote weight loss, and improve overall 
fitness. With a clever split-book format, 
you can tailor each workout to your level 
of fitness by choosing from the suggested exercises, 
however modest or ambitious your routine.

The Emperor of All Maladies, Siddhartha 
Mukherjee
This winner of the 2011 Pulitzer Prize for 
general non-fiction is a profoundly humane 
“biography” of cancer – from its first 
documented appearances thousands of 
years ago through the epic battles in the 
20th century to cure, control and conquer 
it to a radical new understanding of its 
essence. Mukherjee examines cancer with a cellular 
biologist’s precision, a historian’s perspective and a 
biographer’s passion.

The Pink Ribbon Diet, Mary Flynn & Nancy 
Verde Barr
In this user-friendly and preventive diet plan, 
the authors concentrate primarily on foods 
that women should eat in order to lower 
their risk of breast cancer or to ward off its 
recurrence, while omitting foods associated 
with risks. The Pink Ribbon Diet features 150 
recipes that focus on olive oil and veggies, 
which are thought to lead to improvement in blood lipids, 
blood sugar and insulin, all biomarkers for breast cancer.

Raising Resilient Children, Robert Brooks & Sam 
Goldstein
In this seminal parenting work, renowned 
psychologists Robert Brooks and Sam 
Goldstein explain why some kids are able to 
overcome overwhelming obstacles while 
others become victims of early experiences 
and environments. From this research, they 
have developed effective strategies you 
can add to your parenting practice to prepare 
your children for the challenges of today’s complicated, 
ever-changing world.

FYI
In addition to the Leader’s Guide, the SAFE 
toolkit features the following topics:

1. Know Your Patient Rights 

2. Choose Your Patient Advocate 

3. Know Your Healthcare Plan 

4. Access Your Medical Records

5. Talk with Your Doctor 

6. Work with Your Pharmacist

7. Prepare for Your Stay in Hospital 

8. Prepare for Surgery

9. Prevent Falls 

10. Know The Process When Harm Happens 

11. Know The Patient Safety Contacts 

12. Know The Steps in Stating Your Concerns 

13. Know Some Patient Safety Definitions
  

Professional Development for the Winnipeg Health 
Region, says it can be challenging to clearly 
communicate among all members of a health-care 
team in the hectic atmosphere of a hospital unit 
or emergency ward. This includes speaking with 
patients and their families. 

“Our goal is to show staff how effective 
interprofessional communication can reduce 
adverse events for patients,” says Rippin-Sisler. 
“Through the use of a simulation exercise, we want 
staff to reflect on the everyday challenges they 
encounter that cause competing demands for their 
attention.”

The professional kit is available for use by 
health regions, and health-care associations, 
as well as faculties at universities and colleges 
that train future health-care professionals. The 
materials in this kit are based on the safety 
competencies recommended by the Canadian 
Patient Safety Institute, interprofessional principles 
and competencies recommended by the Canadian 
Interprofessional Health Collaborative, and required 
organizational practices of Accreditation Canada.

For information on 
these and other 
patient safety topics, 
please visit www.
safetoask.ca.
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Newsline

Just 20 minutes a day of moderate activity may be enough to 
reduce your risk of heart disease by as much as 14 per cent, 
according to a new report.

Researchers at Harvard, Stanford and the University of Texas did a 
review of 33 studies on heart disease and physical activity during 
the last 15 years.

Among other things, the group found that the benefits of exercise 
add up. “Some physical activity is better than none, and more is 
better,” lead study author Jacob Sattelmair says.

For example, those who did about five hours of activity a week 
reduced their risk of heart disease by 20 per cent compared to 
people who did no exercise, according to the study. Meanwhile, 
those who did 12.5 hours a week reduced their risk by 25 per cent.

Interestingly, says Sattelmair, “The biggest bang for your buck is at 
the lower ends of physical activity. If you went from none to 2.5 
hours a week, the relative benefit is more than if you went from, 
say, 5 to 7.5 hours a week.”

Source: HealthDay
To read the complete story, visit www.healthday.com  
and search: exercise

Well, apparently they do – at least when it comes to generating profits.

A team of researchers led by Elaine M. Wong, of the University of Wisconsin-Milwaukee, 
compared the photos of 55 male CEOs of top U.S. companies to their firm’s financial 
performance. They concluded that firms of CEOs with wider faces, relative to face height, 
did much better financially than those led by CEOs with narrower faces, according to a 
posting on the Association for Psychological Science website.

Interestingly, the study was limited to males because earlier research suggests the link 
between face shape and behaviour does not apply to women.

According to the website, studies have previously shown that men with wider faces tend 
to be more aggressive. It noted, for example, that hockey players with wider faces are 
more likely to be involved in fights on the ice. It also noted that men with wider faces are 
seen as less trustworthy and they feel more powerful.

So why would men with wider faces make better CEOs? Wong suggests in the 
posting that men who feel powerful tend to look at the big picture rather 
than focusing on small details, and are better at staying on task. 

Source: Association for Psychological Science
To read the complete story, visit www.psychologicalscience.
org/index.php/news/releases/what-determines-a-companys-
performance-the-shape-of-the-ceos-face.html

Every minute counts

Do CEOs with wider faces make better bosses?

Fact or Fiction:
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Poor sleepers have something else to keep them up at night.

A new study suggests that light sleepers may also be at 
greater risk for high blood pressure.

Researchers followed 784 men from 2003 to 2009 and 
discovered that 243 of them had developed high blood 
pressure. These men were then divided into four groups 
according to sleeping patterns. The men who spent the  
least amount of time in deep stages of sleep were 80 per 
cent more likely to develop high blood pressure than those 
who spent the most amount of time in a deep sleep.

“Reductions in the deepest stage of sleep is specifically 
associated with an increased risk of developing high blood 
pressure,” says Dr. Susan Redline, the Peter C. Farrell Professor 
of Sleep Medicine at Brigham & Women’s Hospital, Beth 
Israel Deaconess Medical Center and Harvard Medical 
School. While the study, published in the online edition of 
Hypertension, found an association between a lack of 
deep sleep and high blood pressure, researchers say it did 
not prove a cause and effect.

Source: HealthDay
To read the complete story, visit www.consumer.healthday.
com/Article.asp?AID=656342

Everyone knows too much salt can 
pose a health problem. Now a new 
study suggests that the problem can 
become worse if it is coupled with 
too little potassium.

According to a recently published 
study, people with a diet high in 
sodium and low in potassium had a 
50 per cent increased risk of death 
from any cause, and roughly twice 
the risk of death – a 200 per cent 
increase – from a heart attack.

The study was authored by Elena 
Kuklina, of the U.S. Centers for Disease 
Control, and Frank Hu, a professor 
of nutrition and epidemiology at 
Harvard School of Public Health. It 
adds to a growing body of research 
warning of the dangers of high salt 
intake.

The study looked at 12,000 people 
over a 15-year period. During 
that time, 2,270 participants died, 

including more than 1,200 from 
heart disease, blood clots or strokes. 
“People with the highest ratio of 
sodium to potassium in their diets 
had double the risk of dying of a 
heart attack than people with the 
lowest ratio, and they had a 50 per 
cent higher risk of death from any 
cause,” according to a posting on 
the Harvard School of Public Health 
website.

The bottom line: “Eat more fresh 
vegetables and fruits, which are 
naturally high in potassium and low in 
sodium – and eat less bread, cheese, 
and processed meat, since these 
and other processed foods are high 
in sodium and low in potassium,” says 
the website posting.

Source: Harvard School of Public 
Health 
To read the compete story, visit www.
hsph.harvard.edu and search: salt 
and potassium

Every minute counts

High-salt, low-potassium diet 
poses health risks

High blood pressure 
tied to poor sleep



FACES
With sparkling eyes, curly sandy-blond 

hair and a warm smile, the 18-month-old 
is energetic, often laughing, and almost 
always playing.

Along with her three-year-old brother 
Alistair, she keeps her parents, Jonathan 
and Amanda Martin, on their toes. With 
another child expected in the fall, the Fort 
Richmond couple expects to be busy for 
the next few years, enduring the typical 
stresses of raising three young children.

But one year ago, the family 
experienced a different kind of stress 
altogether, and Keira looked strikingly 

different. Instead of a big wide smile, the 
most visible thing about her face was 
titanium pins sticking out of both her 
cheeks – remnants of a surgical procedure 
that essentially involved breaking her jaw 
on both sides and stretching the jawbone 
away from her skull using a titanium 
device called a mandibular distractor.

The reason: Keira was born with two 
facial issues – cleft palate and Pierre 
Robbin Sequence. Cleft palate affects the 
appearance and use of the upper lip and 
roof of the mouth, leading to problems 
eating and speaking. Pierre Robbin 

Sequence is a condition in which the 
lower jaw does not grow to the same size 
as the rest of the skull. Together, these two 
conditions not only significantly affected 
Keira’s appearance, they also undermined 
her ability to eat and breathe.

A few years ago, a newborn like Keira 
would most likely have had to leave the 
province to receive the treatment for 
her conditions – if she was able to get 
treatment at all. But that changed in 2003 
with the creation of the Winnipeg Health 
Region’s Manitoba Centre for Craniofacial 
Difference (MCCD). Located at the 

innovation

No doubt about it, Keira Martin is one adorable little toddler.

By Joel Schlesinger

MAKING
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FACES
Children’s Hospital at the Health Sciences 
Centre, and led by Dr. Lonny Ross, the 
centre specializes in surgically correcting 
facial issues like Keira’s.    

Each year in Manitoba, an estimated 
80 children are born with craniofacial 
differences, a term used to describe a 
number of facial issues, including cleft 
palate, Pierre Robin Sequence, and 
Treacher Collins Syndrome, among others.

In Keira’s case, doctors picked up on the 
cleft palate soon after she was born. That 
was enough to merit a visit from Cindy 
Bonneteau, a nurse clinician from MCCD 

who meets with all families of newborns 
with cleft lips and palates or other facial 
differences.

“For this particular case, it was a bit 
strange,” she says. “She (Keira) was born 
with a cleft, and that’s the reason I went 
to visit her, to make sure that things would 
go OK with feeding.”

But it didn’t take long for Bonneteau to 
realize that Keira also had Pierre Robin 
Sequence. “When I got there, I noticed she 
was having issues that were beyond just 
a cleft,” Bonneteau says. “I thought her 
jaw was tiny, and she was having trouble 

breathing, so she needed to see Dr. Ross 
sooner rather than later.”

Ross is one of a handful of plastic 
surgeons in Canada who specialize in 
repairing craniofacial differences in 
children and adults. He leads a team 
of specialists at the centre that provide 
comprehensive, cradle-to-adulthood 
care for individuals in Manitoba with 
any number of physical differences from 
routine deformities, such as cleft lips and 
palates, to serious genetic syndromes that 
are life-threatening without repair.

“We have one of the most diverse 

Fortunately, a team of 

Winnipeg Health Region 

medical specialists, led by 

plastic surgeon Dr. Lonny 

Ross, are there to help. 

Every year, approximately 

80 children in Manitoba 
are born with facial 
issues that affect their 
appearance and threaten 

their health.
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craniofacial and pediatric centres in 
Canada,” says Ross, who has headed up 
the centre for the last eight years after 
more than a decade of training both in 
Winnipeg, his hometown, and abroad 
where he studied under the world’s 
leading experts in plastic surgery.

Ross is quick to point out that he is 
just one of many specialists at the centre. 
While he may be the director, it takes 
a team of experts working together to 
address the many needs of these patients.

“Because their five senses are often 
affected by their facial differences, these 
patients require the expertise from many 
different disciplines,” Ross says. Patients 
may need to see a neurosurgeon, an oral 
surgeon, an ear, nose and throat specialist, 

a psychiatrist, a radiologist, a dentist and 
orthodontist – just to name a few. All told, 
the team at the centre consists of more 
than 15 health-care professionals, nurses 
and doctors – all of whom have significant 
experience in helping children and adults 
born with facial differences and other 
health issues. 

Ross says Keira’s cleft palate was 
probably exacerbated by Pierre Robin 
Sequence, which would have caused her 
tongue to sit further back in her mouth. 
“The thought process behind that is 
because the jaw is so small, the tongue is 
standing upright and prevents the fusion of 
the palate during development,” Ross says. 
“Numbers as high as one in 10,000 to one 
in 30,000 births can have this collection 

of findings where the newborn has a cleft 
palate and small lower jaw.”

Like most newborns with clefts, Keira 
had difficulty feeding, a concerning 
enough condition considering newborns 
desperately need to feed to fuel rapid 
development during the first few weeks of 
life. 

In most instances, these feeding issues 
can be overcome with a little know-
how and a special bottle. But even with 
this help, the Martins still were having a 
difficult time getting Keira to take to the 
bottle and put on those necessary ounces 
of weight.  

“At the time we were just so confused 
about why she couldn’t eat,” says Amanda. 
“You’re just trying to feed your baby and 

Step 1: Surgery begins with the 
doctor breaking the jaw on both 
sides and stretching it using a 
device called a distractor. 

Step 2: The distractor, which is 
essentially an expandable plate 
on the bone is activated by an 
attached arm that protrudes 
through the skin, one on each 
side of the face.

Step 3: The activator arms are 
turned twice a day for ten days 
following the surgery to slowly pull 
the broken bones apart – like a 
vice in reverse.

Step 4: The jaw bones eventually 
grow in to fill the gap created by 
the break, adding as much as 
two to three centimetres of length 
to the jawbone. 

Step 5: Once the bones have 
grown together, the distractor is 
removed.

A delicate procedure
Mandibular distraction osteogenesis is a procedure 
used to correct certain craniofacial differences, 
such as cleft palate and Pierre Robin Sequence. 
The illustrations to the right provide a brief overview 
of how the operation is performed.

Keira Martin with two “arms” from a
distractor protruding from her jaw.
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you’re thinking, ‘Why can’t she eat 
more, why isn’t she gaining weight?’” 
More concerning to Bonneteau and 
Ross was that Keira was also having 
trouble breathing.

Like many children with clefts, Keira 
needed surgery to repair the problem, 
a procedure that is usually done at 
about 11 months of age. For many 
children with Pierre Robin Sequence, 
however, the cleft repair procedure 
is delayed to see if the jaw will grow 
and catch up with the rest of the 
skull structure. But Keira’s breathing 
problems forced the issue.

After a sleep study, often done for 
children with more severe clefts or 
conditions like Pierre Robin Sequence, 
they discovered Keira suffered from 
sleep apnea, which meant she 
basically stopped breathing many 
times while sleeping because her 
tongue was obstructing her airway.

By May 2010, when Keira was four 
months of age, Ross recommended 
she undergo a leading-edge surgical 
procedure to repair her jaw called 
mandibular distraction osteogenesis. It 
involved Ross breaking Keira’s jaw on 
both sides and stretching the jawbone 
away from her skull using a titanium 
device called a distractor to simulate 
normal growth and pull her tongue out 
of her throat.

Ross is the only plastic surgeon in 
Manitoba who performs the procedure. 
It was originally pioneered by famed 
French craniofacial plastic surgeon Dr. 
Paul Tessier, someone who has been 
a large influence in Ross’s career. Ross 
studied under one of Tessier’s students, 
Dr. Stephen Schendel, and he still 
consults frequently with his mentor as 
well as with other experts throughout 
North America. 

Plastic surgery is a constantly 
evolving field of medicine, so keeping 
abreast of the latest developments 
is crucial in providing the best care 
possible, says Ross. To that end, he is 
working to get his centre accredited 
with the American Cleft Palate – 
Craniofacial Association, a move that 
will ensure the standards at the MCCD 
remain high.  

“If you’re co-operating with larger 
centres and working with smart 
people, you can do things that will 
push you forward and create better 
care for the patients,” says Ross.

The jaw distraction osteogenesis 

procedure Ross recommended for 
Keria has been performed in Canada 
for less than a decade. The concept 
behind the procedure involves using 
the body’s own processes to heal itself. 
The surgeon breaks the jaw, stretches 
it using a distractor, and the bones 
eventually grow in to fill the gap, 
creating a bigger jawbone.

In Keira’s case, Ross broke her 
jaw on each side and inserted the 
distractor footings on both sides of the 
break. He then fastened the distractor 
to the bone with screws. In the earlier 
days of the procedure, the distractor 
rested outside the skin on long pins, 
but recent advances have reduced its 
size and now it can be inserted under 
the skin with only the activation arms 
protruding from the skin – as was the 
case with Keira.

Other technological advances have 
helped speed up the procedure. The 
surgery used to take an entire day 
because the surgeon would have to 
take several measurements in the 
operating room to adjust the distractor 
to fit the jaw precisely. Today, using 
computer technology, the surgeon 
can create an exact three-dimensional 
replica of the patient’s skull before 
surgery to adjust the distractor to a 
perfect fit to the actual jaw for use 
during the procedure. This advance 
helps decrease time in the operating 
room from more than seven hours to 
often less than three hours.

Two activation arms, one on each 
side of the face, protrude from the 
skin. They are turned twice a day for 
ten to 14 days following surgery to 
slowly pull the broken bones apart – 
like a vice in reverse.

This process can help lengthen 
the jaw by two to three centimetres, 
which may not sound like much, but 
it is. “If you stretch out the jaw, on 
average, about two millimetres a day 
for about two weeks, that’s almost 
three centimetres,” says Ross. “On a 
little baby, that’s huge. Keira’s jaw 
measured only four centimetres prior 
to the surgery.”

But the genius behind the procedure 
lies less with technology and more 
with Mother Nature.

Over the weeks to follow, the gap 
will fill with bone to complete the 
metamorphosis. Once bone healing is 
complete, the distractor is removed. 
Keira underwent surgery to remove 
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the distractor in September  2010 – four 
months after her first surgery to lengthen 
her jaw. 

The result has been nothing short of 
remarkable, says Jonathan Martin.

“She was a very small baby before the 
jaw surgery, and she was very quiet,” he 
says. “She slept all the time because she 
wasn’t getting the proper sleep – it was a 
life-changing surgery for her.”

A few months after the first operation, 
Keira underwent surgery to repair her 
palate, at 11 months of age, like most 
other children born with a cleft. Without 
the distraction procedure, the palate 
procedure would have worsened her 
breathing and would have been delayed, 
thereby delaying the start of normal 
speech development.

Her journey, however, doesn’t end with 

The Manitoba Centre for Craniofacial Difference was established 
eight years ago by plastic surgeon Dr. Lonny Ross to serve 
children born with facial issues such as cleft palate, Pierre Robin 
Sequence and Treacher-Collins Syndrome. 

The centre provides comprehensive, cradle-to-adulthood care 
from a range of health-care providers. In addition to Ross, MCCD 
team members include a nurse clinician, a neurosurgeon, an 
oral surgeon, an ear, nose and throat specialist, a psychiatrist, a 
radiologist, a dentist and an orthodontist, as well as support staff.

Prior to the creation of the centre in 2003, Manitoba children with 
craniofacial differences had to leave the province for specialized 

treatment. Since then, the centre has helped many Manitoba 
children. Over the course of a year, the centre will see about 
300 patients. Last year, Ross and his team performed about 500 
surgeries on patients ranging in age from a few weeks to 65.

Heading up one of only five centres of its kind in Canada, Ross 
has been working to enhance the MCCD’s expertise. Most 
recently, he has applied for accreditation by the American Cleft 
Palate – Craniofacial Association. The applications are designed 
to ensure MCCD continues to operate at the highest professional 
level.

About the Manitoba Centre 
for Craniofacial Difference

her last operation. She will be followed 
by Ross and other members of the MCCD 
team throughout her development until 
adulthood. 

“If you are born with a cleft lip, we will 
follow you your whole life, and when you 
turn five, I would set up that appointment 
for you to come to the Craniofacial Team 
Clinic for a day,” says Bonneteau. “It’s 
kind of like having your five-year-old 
check-up, but with a team.”

Patients also attend the Craniofacial 
Team Clinic at age 12 and then 15, 
usually around the time children have 
major growth periods and may require 
changes to their care or even another 
surgery. Bonneteau’s primary role is to 
co-ordinate the care for all cleft and 
craniofacial patients to ensure they see the 
right specialist at the right time.

It’s common for children with 
congenital differences that arise from 
non-genetic causes, such as Keira, not 
to require future surgeries. Patients with 
syndromic – or genetically related – 
abnormalities, however, often need several 
surgeries as they grow into adulthood. “It’s 
a four-dimensional problem, the fourth 
dimension being growth,” Ross says. 

Samantha Prior, 23, is one such 
individual. She was born with a rare 
disorder called Treacher Collins Syndrome. 
This hereditary disorder is found in about 
one in 10,000 births, and causes parts of 
the face to not form properly, including 
the ears, nose, eyes and jawbones.

For most of Prior’s childhood and 
adolescence, she had to travel from 
Winnipeg to Toronto for care and 

“Dr. Ross is awsome; he and his team 
are great. Across the board, I can’t say 
enough.”

Samantha Prior plans 
to become a volunteer 
mentor at Dr. Ross’s clinic.16   WAVE



surgeries, and, at the time, treatment for 
problems like Pierre Robin Sequence – a 
condition that resulted from her Treacher 
Collins – was quite different than today.

Prior had to undergo a painful bone 
graft at age five, in which pieces of her 
ribs were removed and grafted to her jaw 
to increase its size. 

“Her jaw was very tiny, similar to 
Keira’s when she was born, and the 
option that they chose was rib bone grafts 
to lengthen the bone, because that’s 
back at a time when they weren’t doing 
distraction osteogenesis,” Ross says. “The 
problem with that procedure is it’s very 
unpredictable how the rib was going to 
grow.”

By her mid-teens, Prior’s jaw outgrew 
her face and, again, she had to travel 
to Toronto for another surgery that took 
pieces of her hip-bone and grafted them to 
her jaw to replace the overgrown rib-bone 
in her jaw. At the same time, they inserted 
cartilage to act as a hinge for her jaw.

But this, too, led to unsatisfactory 
results. Prior was unable to open or close 
her mouth because the jaw bone fused to 
her skull. “From that whole thing, what 
hurt most is the bone graft from my hips,” 
says Prior, an avid reader of books on 
psychology, including the writings of Carl 
Jung, a famous 20th century psychiatrist.

Then a couple of years ago, she was 
referred to the care of the craniofacial 
team at HSC to meet with a dentist. 
“Because she couldn’t open and close 
her mouth, her oral hygiene was bad,” 
Ross says. “She couldn’t brush her 
teeth because she couldn’t open her 
mouth wide enough to get a tooth 
brush in there, for example, so we 
had to pull all her teeth.”

Soon, she was in discussions with 
Ross for surgery to restore movement in 
her jaw, and in June 2010, a few weeks 
after Keira had her jaw distraction, Prior 
underwent hers.

Only Prior’s was somewhat different.
“In Samantha’s instance, I wasn’t 

creating new bone,” Ross says. “Instead 
of allowing two raw surfaces of bone to 
be separated slowly by the distractor so 
they could grow together, I stretched the 
jaw very quickly, too fast for new bone to 
form.”

The soft tissue – scar tissue – then grows 
between the break to form a cushion-like 
joint in her jaw, restoring some movement. 

The procedure, however, was just the 
beginning for Prior.

“It was one of the hardest procedures 
I’ve had, but it was weird because it was 
more involved in terms of what I had to 
put in post-operatively,” Prior says. 

Because she hadn’t used her jaw in 
years, its muscles had atrophied. Now 
she exercises the muscles several times a 
day to build them back up and to ensure 
the scar tissue – which naturally wants to 
contract – remains flexible.

“Samantha’s worked very, very hard on 
the exercises, and without that, you don’t 
have anything,” Ross says. “I can do the 
surgery and if she doesn’t do the exercises, 
her jaw will re-fuse.”

Because of Prior’s dedication to her 
rehabilitation, Ross says they can move 
onto stage two of the surgical process: 

aligning her 
jaw correctly for implants and 
dentures.

Prior says the procedures 
are painful – though not as 
much as bone grafts – but 
they are worth it if they 
improve her quality of 
life.

She also could have 
surgery to cosmetically 

alter her appearance  
 

 

to make her appear less different from 
most people, but she says that doesn’t 
interest her.

“Honestly, I’m content. I feel good 
about myself as I am. I think it’s been 
proven in this day and age that you don’t 
need to look ugly to feel ugly.”

Ross says Prior has the right attitude.
“Samantha has very reasonable 

expectations and knows herself well 
enough that I feel comfortable treating the 
needs that she has as she asks for them.”

She, in turn, credits Ross and the team 
with providing her with excellent care, in 
large part thanks to the strong relationships 
they develop with patients and their 
families.

“Dr. Ross is awesome; he and his team 
are great. Across the board, I can’t say 
enough,” she says, adding she plans to 
volunteer as a mentor at the clinic for 
younger patients. “It’s odd to say that I 
enjoyed having surgery, but that is the 
case – at least, as enjoyable as it can be, 
right?”

The Martins too are overjoyed with 
Keira’s medical treatment at the centre. 
Aside from some small red scars under her 
jaw, she looks as if she’s never gone under 
the knife. 

“The scarring is fading more and more 
all the time,” says Amanda Martin. “The 
procedures she received basically will let 
her live a very normal life.”

Joel Schlesinger is a Winnipeg writer.

The Martin family, from left to right: Alistair, Jonathan, Keira and Amanda.
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science & research

Life’s Work

Dr. Leigh Murphy has spent 30 years studying the effects of 
estrogen on the development of breast cancer. Now, she is 
poised to publish research that will help open the door to 
better treatment options for women fighting this disease.   

Dr. Leigh Murphy holds a paraffin block 
containing breast cancer tissue.
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Indeed, it’s the kind of thing that can 
easily get overlooked in a lab loaded with 
everything from beakers and hazardous 
chemicals and liquids to computers and 
other specialized equipment. 

But there is more here than meets the 
eye. Just ask Dr. Leigh Murphy, Director 
of the Manitoba Breast Cancer Research 
Group, located within the Manitoba 
Institute of Cell Biology, a joint institute 
of the University of Manitoba and 
CancerCare Manitoba.

As Murphy explains, each pair of 
dots on the paraffin block is made up of 
miniscule core samples of tissue from 
a cancerous breast tumour. Place them 
under a microscope, and one is able to 
glimpse the biological data that explains 
how breast cancer develops – and, 
perhaps, how it can be stopped. 

“It’s amazing how much information is 
in these little black dots,” she says as she 
cups one of the wax blocks in the palm of 
her hand.  

Murphy should know. After all, she has 
spent more than 30 years examining tissue 

samples similar to the ones in her hand. 
In doing so, she has gained new insights 
into breast cancer, or more precisely, the 
role played by the hormone estrogen in 
the development of the disease, enough to 
write more than 140 research papers. 

Now, after mining more of the data 
contained in those little black dots, 
Murphy is poised to publish the results 
of a new study, one that promises to 
change the way thousands of women are 
diagnosed and treated for breast cancer. 
The paper, when published, will be 
another highlight in Murphy’s career, one 
that started on the other side of the world. 

A native of Australia, Murphy was 
naturally drawn to science early in life. 
By the time she hit high school – where 
she excelled in math and science – she 
set her sights on becoming a teacher. 
But as she worked her way through a 
bachelor’s of science degree and then an 
honour’s degree in biochemistry at Sydney 
University, Murphy began to expand 
her scientific ambitions. By the time she 
was working on her PhD in reproductive 

endocrinology, Murphy began to 
examine the role estrogen played in the 
reproductive cycle of animals – especially 
sheep. She’s been focused on the role of 
estrogen ever since. 

Thirty years is a long time to spend in a 
lab pursuing one basic line of inquiry, but 
that is the nature of research. The life of a 
“basic scientist,” as Murphy calls herself, 
is certainly not for the easily frustrated. 
Important breakthroughs do not happen 
overnight, nor are they generally the work 
of a single person. Murphy has dedicated 
her life to understanding the intricacies 
of the relationship between estrogen and 
breast cancer, as have others around the 
world. Together, in formal and informal 
networks, they share their knowledge and 
insights, building on each other’s work, 
all with the same goal: to help conquer 
the disease. It’s like fitting together the 
pieces of a jigsaw puzzle. Each piece is 
important, but only as it relates to the 
entire picture.

Murphy never tires of trying to solve the 
puzzle. When asked why, she immediately 

By Dolores Haggarty   •  Photography by Marianne Helm

It really doesn’t look like much – just a small, rectangular 
block of opaque paraffin, about two inches long, 

speckled with dark, pin-sized dots.

Members of the breast cancer reserch team, from left to right: Dr. Leigh Murphy, Kanyarat Ung, Dr. Ketan Badiani, Charles Ung, Dr. Sri Seekallu. 
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Established in 2004 under the leadership 
of Dr. Jim Davie, the Manitoba Breast 
Cancer Research Group (MBCRG) 
operates under the umbrella of the 
Manitoba Institute of Cell Biology, which 
itself is an institute of the University of 
Manitoba’s Faculty of Medicine and 
CancerCare Manitoba. 

It is one of the largest research centres 
of its kind in the country, and plays an 
important role in the world-wide effort 
to battle breast cancer by producing 
original research and supplying breast 
cancer tissue to researchers in Canada 
and around the world through the 
Manitoba Breast Tumour Bank. The 
tumour bank operates with approval from 
the Research Ethic Board of the University 
of Manitoba. 

Currently headed by Dr. Leigh Murphy, 
the research centre “focuses on genetic 
and hormonal changes in breast cancer 
and the identification of biomarkers for 
early detection and treatment.” 

There are seven principal investigators at 
the centre who work in specific areas or 
“platforms.” Each unit has a research and 
support staff of about 35 people. Here 
is a list of the platforms and the people 
heading the research in each area.

The Genomic Centre for Cancer Research 
and Diagnosis: Led by Dr. Sabine Mai, 
scientists working in this area study 
evidence of genetic instability that 
is typical in breast cancer and other 
cancers in a bid to discover the disease 
before it starts.

The Molecular Profiling Unit: Led by Dr. 
Leigh Murphy, this group studies gene 
expression in breast tumours, which 
may lead to the discovery of biological 
markers. More recently, Dr. Afshin Raouf 
has joined this unit working on the 
identification and characterization of 
breast cancer initiating cells. The most 
recent addition is a young clinician 
scientist, Dr. Shantanu Banerji, who 
will work to identify the genome-
wide alterations present in cancers. In 
addition to his clinical work as a medical 
oncologist, his research will help lead to a 
more personalized approach to therapy 
based on specific mutations present in 
any one tumour.

The Nygard International Molecular 
Biology Breast Cancer Unit: Led by Dr. Jim 
Davie, this group studies protein changes 
in breast tumours.

The Mammalian Functional Genomics 
Centre: Led by Dr. Geoff Hicks, this unit 
investigates what specific genes do 
and how they may contribute to breast 
cancer.

The centre was launched at a cost 
of $3.9 million and has an annual 
operating budget of over $500,000. It 
is funded by several sources, including 
the Canadian Foundation of Innovation, 
the CancerCare Manitoba Foundation, 
Canadian Institute of Health Research, 
and the University of Manitoba.

 
Source: Manitoba Breast Cancer 
Research Group

About the Manitoba Breast Cancer Research Group

Breast tissue extends up to the collarbone and from the armpit 
to the breastbone. Cells in the lobules and the ducts within the 
breast can grow out of control and become cancerous.

Non-invasive cancers stay within the ducts or lobules, while 
invasive cancers spread. The most common form of breast 
cancer is invasive ductal carcinoma, which begins in the ducts 
but grows into the surrounding normal tissue inside the breast.

What to look for

Warning signs of cancer include:

• Changes in a breast’s shape or size
• Dimpling or puckering of the skin
• Redness
• Swelling
• A warm feeling in the affected breast, a nipple that turns 
   inward, or crusting or scaling on the nipple.
• New lump in breast or armpit.

The images below are samples of 
breast tumours viewed through 
a microscope. The appearance 
and colour of the tumour cells 
can provide clues as to how 
that particular patient should be 
treated. Sample A, for example, 
has tested positive for a protein 
known as HER2. Sample B has 
tested negative for HER2. Sample 
C, meanwhile, has tested estrogen 
receptor postive. In all cases, the 
tumours will be treated differently. 

Sample A: 

Sample C:

Sample B: 
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cancer-causing agents, according to the 
Cornell posting. (After a woman’s first full-
term pregnancy, breast cells develop into 
mature cells, which make milk and are less 
sensitive to DNA damage.) Interestingly, 
it may take years for cancerous breast 
tumours to develop, which is why breast 
cancer numbers rise as women get older, 
according to the website.

So what role does estrogen play in all 
this?

Essentially, estrogen is present in all 
vertebrates, both male and female. Females 
in particular know about the ups and 
downs of the estrogen supply. Estrogen 
kicks in for the natural development of 
reproductive organs like the uterus and 
breasts, but it is also necessary for the 
healthy development of the heart, bones, 
muscle, blood vessels and the brain. 

For pre-menopausal women, too 
much estrogen causes breast swelling, 
heavy painful periods and premenstrual 
syndrome. For women in menopause, too 
little estrogen accounts for hot flashes, 
urinary tract infections and joint pain. It 
can also affect the health of your skin, hair 
and digestive tract. 

But estrogen doesn’t work alone. All the 
actions of estrogen in cells are controlled 
by estrogen receptors. (An estrogen 
receptor has been described by one writer 
for the New York Times as “a molecular 
docking site with which estrogen must 
unite if tissues of the uterus, breast or 
elsewhere are to respond to hormonal 
stimulation.”)

In a normal situation, these receptors 
control the amount of estrogen received by 
the cell, essentially turning the hormone on 
and off, depending on the circumstances. 
But once in a while, the ability to control 
the level of activity of estrogen and its 
receptor is lost. Unchecked, the hormone 
and its receptor wreak havoc within the 
structure of breast tissue in the form of 
cancerous cells. 

“We don’t think estrogen actually 
causes breast cancer,” says Murphy. “We 
think there is something else that causes a 
change in the cell, and estrogen fuels that. 
In other words, in breast cancer, there is 
a deregulation of estrogen (caused when 
estrogen receptors don’t function properly 
or when there is too much estrogen and 
other associated hormones), and that 
fuels the growth of existing abnormal 
breast cells, which increases the risk of 
breast cancers dependent on estrogen (for 
growth).”

Not all breast tumours are estrogen- 
driven, but most are. In post-menopausal 
women, 70 per cent of breast cancers are 
fueled by estrogen. (The estrogen overload 
can be from either too much natural 

starts talking about the challenging and 
rewarding nature of the work. “It’s an 
exciting field,” she says. “The curiosity 
has always been there and it has always 
been fed.”

But there are other motivations, as 
well. Friends of hers are living with 
or have died from breast cancer, she 
explains, and her husband, Liam Murphy, 
also died of cancer five years ago. “It 
does get personal,” she adds quietly.   

To understand the implications of 
Murphy’s latest research project and how 
it may affect the diagnosis and treatment 
of women with breast cancer, it helps to 
have a basic understanding of how the 
disease works. 

Simply put, cancer occurs when a 

group of abnormal cells develop and 
multiply out of control. These abnormal 
cells can circulate in the blood and the 
lymphatic system, or form lumps and 
tumours. Cells that divide are at a higher 
risk of developing cancer than cells 
that don’t divide. That’s why cancer is 
generally rare in tissues that don’t divide, 
like nerve tissue, and is more common 
in tissues where cells divide frequently, 
such as skin, colon, uterine and breast 
tissues, according to The Biology of 
Breast Cancer, a posting on the Cornell 
University website. 

Breast tissues are especially sensitive 
during puberty. The cells in the immature 
breast are not very efficient at repairing 
mutations and are more likely to attract 

Breast cancer remains the most common type of cancer among women. 
However, thanks to early detection and improved treatments, the death rate 
from this disease has fallen by 30 per cent over the last 25 years, according to 
the Canadian Breast Cancer Foundation. 

810: Estimated number of Manitoba women who will be diagnosed with breast 
cancer this year.

210: Estimated number of Manitoba women who will die from breast cancer 
this year.

23,400: Estimated number of Canadian women who will be diagnosed with 
breast cancer this year.

190: Estimated number of Canadian men who will be diagnosed with breast 
cancer this year.

5,100: Estimated number of Canadian women who will die from breast cancer 
this year.

55: Estimated number of Canadian men who will die from breast cancer this 
year.

88: Percentage of women who survive breast cancer five years after diagnosis. 

Source: Canadian Cancer Society

About breast cancer

October is Breast Cancer Awareness 
Month. For more information about this 
disease, as well as events taking place 
in the community during the month, 
please visit the following websites:
www.wrha.mb.ca/bhc
www.cancercare.mb.ca/hope
www.breastcheckmb.ca
www.cancer.ca 



estrogen or the result of exposure 
to what are called environmental 
estrogens, usually from hormone 
replacement therapies, or possibly 
synthetic chemicals that can act like 
human estrogen in a woman’s body. 
These so-called “mimic” estrogens are 
found in some pesticides, products 
associated with plastics, industrial 
chemicals, or in heavy metals like 
lead, mercury and cadmium.)

The fact that estrogen drives breast 
tumours isn’t a recent discovery. In 
1896, Scottish surgeon Dr. George 
Beatson published a landmark paper 
on how he successfully treated 
three patients with breast cancer by 
the removing their ovaries. (In pre-
menopausal women, ovaries secrete 
the most estrogen.) This work forms 
the basis of the current anti-hormonal 
treatment of breast cancer today.

But it wasn’t until the discovery of 
estrogen receptors in the 1960s that 
scientists understood how the hormone 
worked in the delicate tissue structure. 

Until the mid-1970s, most women 
with breast cancer were treated 
with chemotherapy and/or a radical 
mastectomy, which included the 
removal of breast, chest muscles and 
underarm lymph nodes. This would 
then be followed by radiation. Later, 
clinicians began to see positive results 
with a lumpectomy, which involved 
removal of the tumour and some of 
the surrounding tissue. By 1985, the 
lumpectomy, combined with radiation 
therapy, was found to be as effective 
as the mastectomy in terms of survival 
rates. 

But the discovery that some breast 
cancer cells had an estrogen receptor 
(now known as estrogen receptor 
alpha, or ERa), opened the door for 
new targeted drug treatments that were 
less toxic than chemotherapy. The 
first of these estrogen-blocking drug 
treatments, also known as hormone 
treatment therapies, was tamoxifen. 
Tamoxifen has been routinely used to 
treat some breast cancers for over 25 
years and has saved the lives of tens 
of thousands of women with breast 
cancer.     

In theory, tamoxifen should have 
been able to inhibit the growth of all 
estrogen-driven tumours. But it didn’t.  

“One thing we knew,” says Murphy, 
“is that for tamoxifen to work, we had 
to pick women whose breast tumours 
had estrogen receptors. But not all 
women whose breast tumours had 
estrogen receptors responded. So, 
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Australia

1973: Graduated with B.Sc. (Hons) from 
University of Sydney, Australia 

        Source: Manitoba Breast Cancer 
        Research Group



In Manitoba, breast cancer 
deaths have been reduced by 
23 per cent in women age 50 to 
69 who attended BreastCheck, 
CancerCare Manitoba’s 
population-based breast screening 
program.  

BreastCheck provides free 
mammograms every two years 
for all eligible Manitoba women 
50 years of age and older (breast 
cancer is most common in women 
over 50). Eligible women include 
those who have no signs or 
symptoms of breast cancer (such 
as new lumps or nipple discharge), 
do not have breast implants, have 
not had breast cancer and have 
not had a mammogram in the last 
12 months.

Most women 50 and older 
receive a letter – names and 
addresses provided by Manitoba 
Health – inviting them to 
BreastCheck for a mammogram. 
Each visit includes a questionnaire,  

a mammogram and a video 
on reducing your cancer risk 
(total visit, about 30 minutes). 
Women can make their own 
appointment; a doctor’s referral is 
not needed. Within two weeks of 
the appointment, both the client 
and her health-care provider will 
receive a letter regarding the 
results of the mammogram. Most 
women will be told that their test 
was normal. About 5 per cent of 
women will need follow up tests.  
These women will be referred to a 
diagnostic centre like the Breast 
Health Centre – most of them will 
not have breast cancer.

BreastCheck has four permanent 
sites (Winnipeg, Brandon, 
Thompson and Boundary Trails 
Health Centre) and visits more than 
90 rural and northern communities 
with the mobile program. For more 
information, call 788-8000, or visit 
www.breastcheckmb.ca.
         Source: BreastCheck

The importance of screening

for whatever reason, some of these estrogen 
receptor-positive tumours were resistant. And 
we didn’t know why.”  

And the mystery deepened.
“The disease recurred in some patients who 

had initially responded to the anti-estrogen. 
So there were now two questions: First, 
why were some estrogen receptor-positive 
tumours resistant, and, second, after the initial 
response to the drug, why, in some women, 
did the disease come back?” 

Murphy worked on these questions for 
years. One promising line of inquiry centred 
on whether a certain kind of protein in the 
cell was soaking up tamoxifen so that it 
couldn’t effectively inhibit the cancerous 
growth. But none of her theories led to any 
breakthroughs. 

Then, about 15 years ago, everything 
changed.  

Until that time, Murphy, and everyone else 
working in the field of breast cancer, believed 
that there was only one estrogen receptor 
at play in estrogen-responsive cells, either 
normal or pathological. That changed in 1996 
when a Swedish researcher discovered the 
presence of a second estrogen receptor (now 
known as estrogen receptor beta, or ERb). 

The finding took Murphy’s work in a new 
direction. 

“Of course, when that was discovered, 

then everyone had to alter their 
understanding of estrogen action 
in any target tissue. No matter if it 
was breast, uterus, prostate, testes, 
cardiovascular or brain – we all had 
to stand back and say, ‘Whoa! There is 
another receptor that may work differently. 
How does that affect our understanding of 
how estrogen works?”

At first, Murphy waited to see if new 
research would establish whether ERb was 
present in breast tumours. When none 
was forthcoming, she and her team at the 
Manitoba Breast Cancer Group started 
their own research into the question. “I 
was waiting for someone to tell me 
whether it was in breast cancers. 
When nothing came out, I thought, 
‘Oh well, we have to do this 
ourselves.’”

Just as well, as it turns out. 
“We were pretty good at 
doing that. I had a very skillful 
technician (Helmut Dotzlaw) and 
a very gifted post doc (Dr. Etienne 
Leygue) – who together developed a test 
to see if this second receptor is (present) in 
breast tumours, because we had to know if it 
is there. We had to know if it could be part of 
how estrogens – as well as the anti-estrogen 
drugs – work in breast cancer.”

A mammogram of a tumour-free breast.
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The team went to work. First, they 
retrieved samples of cancerous and 
normal breast tissue from the Manitoba 
Breast Tumour Bank. Located on the 
same floor as the Manitoba Breast 
Cancer Research Group and managed 
by the Manitoba Institute of Cell Biology, 
the bank was established in 1993 by 
pathologist Dr. Peter Watson, and 
contains 5,000 breast tumours going 
back to 1988. In other words, it is 
indispensible to the research work that 
goes on at the institute, and also supports 
local, national and international research 
outside of the institute.   

The process of analyzing tissue samples 
is relatively straightforward – if you are a 
scientist. First, the ribonucleic acid (RNA 
is one of three macromolecules essential  
for life) from the tumour is extracted and 
then converted to deoxyribonucleic acid 
(DNA). Then the DNA ( which contains 
the genetic code for all living things) 
is amplified and stained with ethidium 
bromide, which binds to the DNA and 
makes it easier to see. A special camera, 
which employs UV light, is then used to 
view the size of the DNA piece. Then 
the exact nucleotide sequence of that 
piece of DNA can be determined. This 
is the unique fingerprint identifying the 
expression of ERb.     

In 1997, one year after the discovery 
of a second receptor, Murphy and her 
team became the first to publish research 
confirming that ERb RNA was indeed 
present in some cancerous breast tissue 
as well as normal breast tissue. The 
research also showed that the second 
estrogen receptor operated differently 
than the first one, and was the only one 
present in a certain number of cancers. 

To put these findings in context, it is 
important to remember that, at the time, a 
woman with breast cancer who was ERa- 
negative (meaning she did not have high 
levels of estrogen receptor alpha) would 
generally not be eligible for treatment 
with tamoxifen. But Murphy’s research 
raised another question: What about 
women with ERb? Could they benefit 
from treatment with tamoxifen? 

Murphy was determined to find out.
First, she acquired an antibody for ERb 

(the antibody is used to make it easier 
to evaluate the status of the estrogen 
receptor protein). Then she went back to 
the tumour bank to retrieve samples of 
breast cancer tissue  – remember the wax 
block with the black dots.

Through the review of hundreds of 
samples and a subsequent statistical 
analysis, Murphy was able to determine 
the following:

• Women who were ERa-positive 
   responded well to treatment with  
   tamoxifen, as was to be expected. But  
   those who expressed both ERa and ERb  
   generally did better.
• The two receptors – ERa and ERb – 
   behave differently. A high expression,  
   or level, of ERa was associated with  
   cancer. Conversely, a low expression,  
   or level, of ERb was also associated  
   with cancer. In other words, it  
   appeared that the two receptors worked  
   in tandem (almost like a brake and an  
   accelerator in a car) to regulate  
   estrogen action. If one malfunctioned,  
   then neither would work properly, and  
   the estrogen activity in the cell would  
   not be properly regulated.
• Some women who were ERa-negative, 
   but who had been treated with  
   tamoxifen anyway (generally because  
   they were not well enough to undergo  
   chemotherapy) also sometimes  
   responded positively to the drug. This  
   was not expected.
• The women who were ERa-negative    
   but did respond positively to tamoxifen  
   often had tumours that happened to be  
   ERb-positive.

The findings were intriguing. 
“The fact that some women who 

had ERb – but not ERa – responded 
to tamoxifen was very exciting,” says 
Murphy. “Our data suggest that blocking 
the activity of this second receptor (ERb) 
in these breast cancers (with tamoxifen) 
could be a less toxic treatment option for 
this group of patients, who usually only 
have more toxic chemotherapy options.”

While Murphy’s data are being 
prepared for publication, it’s not clear 
how long it will take for her research 
to be translated into actual treatment 
options for women. Her findings will 
have to be tested in a series of clinical 
trials, and it may be several years before 
they are completed. If the clinical trials 
support the research, thousands of 
women could benefit from an existing 
treatment, and, possibly, new emerging 
ERb-selective treatments.

Should all that come to pass, Murphy 
points out, it will be because of the 
thousands of women who have donated 
breast tissue to the tumour bank over the 
years. It is, after all, their contributions 
that have made it possible to create all 
those opaque paraffin blocks, speckled 
with dark, pin-sized dots. And gave 
Murphy a chance to discover what 
secrets they might contain.   

Dolores Haggarty is a Winnipeg writer.



It has become an indispensible resource to researchers in 
Manitoba and around the world.

About the Manitoba Institute 
of Cell Biology

The Manitoba Institute of Cell 
Biology (MICB) was established in 
1969 by the late Dr. Lionel Israels to 
provide a focus for research into 
biology and its relation to health, 
with a primary emphasis on cancer 
and related diseases. According 
to the MICB website, areas of 
research include:

• Molecular origins of cancer
• The regulation of gene activity
• Control of cell movement
• Inflammation and wound healing
• Programmed cell death and
   the biochemical action of  
   cancer chemotherapeutics

The institute plays a major role 
in training scientists, whether 
graduate or postgraduate 
students, medical trainees and 
investigators who come from 
around the world to work with our 
staff. It currently has 10 principal 
investigators, five clinician-
scientists, five associate research 
scientists and approximately 170 
support personnel and trainees. 

As well, MICB, which is a joint 
institute of CancerCare Manitoba 
and the University of Manitoba’s 
Faculty of Medicine, has several 
core facilities or platforms, 
including:

• The Manitoba Breast Tumour    
   Bank
• The Genomic Centre for Cancer 
   Research and Diagnosis
• The Mammalian Functional 
   Genomics Centre 
• The Manitoba Breast Cancer 
   Research Group
  Source: MCIB

About the Manitoba 
Institute of Cell 
Biology

Bank on it
Located on the sixth floor of the 

CancerCare Manitoba building, the 
Manitoba Breast Tumour Bank houses 
more than 5,000 breast tissue samples, 
making it one of the largest collections in 
the country.  

That’s no small thing. Years ago, 
obtaining tissue for research was not 
difficult, since most tumours were large.

But things are a bit different today. 
With earlier detection and more 
awareness, tumours have been getting 
smaller. After requirements for diagnosis 
and patient care are taken care of, there is 
often none left over for research. 

That’s why the tissue samples inside the 
bank – some dating back to 1988 – are 
treated with as much care and reverence 
as a safe full of precious jewels. 

Most of the samples were collected 
from leftover frozen tumour tissue from 
biochemical assays (examinations) 
used to measure estrogen receptors and 
not required for further patient care. 
Fortunately, current assays for estrogen 
receptors require only very thin sections 
of the tumours.

Tissue used for research is bisected, 
and part is embedded in paraffin in mini 
“cassette” boxes, classified, numbered 
and stored in filing drawers. The other 
part remains frozen, and is classified, 
numbered and neatly arranged in 
massive, high-tech refrigerators set at 
-70 C. (see photo above). There are alarm 
systems upon alarm systems: open one 
of the refrigerator doors and 30 seconds 
later an alarm will go off. In the case 
of a power shutdown, liquid nitrogen 
is readily available, as well as special 
backup generators.

Dr. Leigh Murphy, Director of the 
Manitoba Breast Cancer Research Group, 
and Director of the Manitoba Breast 
Tumour Bank, says tissue samples are 
“pivotal” to research on the disease. 
As a result, the bank’s supply is used 
as efficiently as possible so it will last 
longer. One tumour can be divided 

and used in several research studies. As 
well, small samples of many different 
breast tumours can be put into a grid in 
a paraffin block to make what is called a 
tissue microarray. This means hundreds of 
samples can be screened at one time and 
will support many different researchers 
and research projects. This provides an 
economical use of the precious breast 
tumour samples as well as research 
resources.

Established in 1993 by Dr. Peter 
Watson, a pathologist at the University 
of Manitoba, and the National Cancer 
Institute of Canada with funds from 
the Canadian Cancer Society, the bank 
is now supported by the CancerCare 
Manitoba Foundation, along with the 
University of Manitoba and the Canadian 
Institutes of Health Research (CIHR).

Over the years, the bank’s role as a 
supplier of tissue for research purposes 
has become increasingly important. 
It has given out more than 130,000 
breast tumour sections, supporting more 
than 100 research studies. Most were 
used to support research of scientists in 
Manitoba and Canada, while about 25 
per cent were used to support research of 
international scientists from as far away as 
China and Germany. 

The Manitoba Breast Tumour Bank 
is one of the oldest and largest stand-
alone tumour banks in Canada for breast 
cancer. But it has changed in recent 
years. In 2006, under Watson and 
Murphy’s direction, and with renewed 
funding through CIHR, the tumour bank 
merged with the leukemia bank, also 
located at CancerCare Manitoba, and 
has expanded to collect tumour tissue 
samples from other body parts, including 
head, neck, lungs, and prostate. The 
tumour bank is also a founding member 
of the CIHR-funded Canadian Tumour 
Repository Network (CTRNet), a network 
of tumour banks encompassing most 
major cancers that connects researchers 
across Canada and beyond.
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NYA (not your average ; -) 

Winnipeg Health Region AGM (annual general meeting)

Hear from Winnipeg Health Region President & CEO Arlene Wilgosh about how the health 
region is committed to innovation, excellence and stewardship in improving health services in 
our community over the next five years. 

Or, for the health professional; learn how clinical research is improving transplant patient 
outcomes from: Dr. Peter Nickerson 

Fresh coffee and light snacks provided. 

You’ll learn something new about health care and how it will be delivered effectively in our 
region now and for the future. Have a question, write it down, or ask in person. Think of one 
later, ask us on Facebook or Twitter.

Tuesday, October 25
3:30 p.m. – 5 p.m.
Frederic Gaspard Lecture Theatre 

Enter at the Brodie Centre, University of Manitoba Medical Arts building at Health Sciences 
Centre. 727 McDermot Ave. Directional signage will be posted. 

Can’t be there in person? 
Watch our webcast of the AGM on www.winnipeghealthregion.ca

Looking forward to seeing you there. ; -) 
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SURGICAL   
     SUCCES

Manitoba’s kidney transplant 
program has quietly evolved into  
one of the best of its kind in the 
country. And that’s good news for 
adults and children like Oliver Senger. 

It was the first sign of trouble.
Oliver Senger was barely seven months 

old in 1997 when his parents noticed 
he was having trouble keeping his food 
down.

“It coincided with the time that I started 
giving him a bottle for some feeds,” 
says his mom, Arnie, who lives with her 
husband, Brent, and their family on a 
grain farm near Saskatoon.

The couple thought their infant son 
might have a digestive problem, so 
they made an appointment to see their 
family doctor. He in turn, ordered a 
barium swallow test and an abdominal 
ultrasound. 

Immediately after the ultrasound, 
the couple was asked to return to their 
doctor’s office for the verdict: Oliver had 
abnormally small kidneys, a rare condition 
that ultimately hampers the kidneys’ 
ability to filter waste from blood.

Kidney transplant patient 
Oliver Senger is prepared 
for surgery. Inset: A photo 
of a kidney ready for 
transplant.

By Susie Strachan
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The boy was admitted to Royal 
University Hospital in Saskatoon under 
the care of an adult nephrologist. What 
followed was an intense four days of 
tests, blood work and worry. Oliver 
was losing weight and crying from 
headaches. He was sleeping almost 
around the clock and not eating. Tests 
would eventually confirm that Oliver’s 
small kidneys were not fully functional.  

By the end of that first hospital stay, it 
was determined that Oliver should travel 
to Winnipeg to consult with kidney 
specialists at the Winnipeg Health 
Region’s Health Sciences Centre. As one 
of the largest jurisdictions of its kind 
in Canada, the Region is responsible 
for providing specialty referral services 
to residents from Nunavut, eastern 
Saskatchewan and Northwestern 
Ontario. More importantly to the 
Sengers, the Region’s pediatric and 
adult kidney transplant programs have 
also gained an international reputation 
for innovation. In addition to providing 
quality care, many members of the 
pediatric- and adult-care programs are 
involved in leading-edge research.

The turn of events left the Sengers in 
a state of shock. “Every parent hopes 
and expects to have healthy children, so 
finding out that a child is sick leaves you 
feeling helpless,” says Arnie. 

It was during that trip to Winnipeg that 
Arnie and Brent came to understand that 
Oliver would need a kidney transplant. 
They just didn’t know when. Children 
with kidney problems who do not need 
a transplant in the first few years of life 
can often go without one until puberty. 

Oliver would be one of these children. 
Over the next decade, the family would 
trek to Winnipeg at least three times a 
year – an 800-km trip from their home 
over often slippery and snow-covered 
highways. During his visits to HSC, 
Oliver would undergo a number of tests 
to check on the status of his kidneys. 
He’d also have an X-ray at least once a 
year to determine his bone health.    

Over the years, Oliver’s ailing kidneys 
worked well enough to keep him out of 
the operating room. But that changed in 
2008 when they started to show signs 
of serious decline. It was now clear the 
young boy would soon need a kidney 
transplant. Fortunately, his father, Brent, 
was deemed to be a good match as a 
donor, and the operation was booked.  

On January 6, 2011, father and son 
underwent the operation to transplant 
one of Brent’s kidneys into Oliver.

The operation was a success. Seven 
weeks after surgery, Oliver went 
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The Winnipeg Health Region’s kidney 
transplant program is quietly making a 
name for itself. In addition to providing a 
high level of care to transplant patients 
here in the city, it is also helping to redefine 
standards of care around the world.

Launched in 1969, the transplant 
program currently operates under the 
umbrella of Transplant Manitoba – Gift of 
Life, which is responsible for co-ordinating 
organ donations and transplant operations 
in the province.  

Over the years, researchers working 
through the Region and the University of 
Manitoba’s Faculty of Medicine have been 
involved in dozens of projects aimed at 
improving the transplant process. “Winnipeg 
is well-respected on the international kidney 
transplant science scene for coming up 
with new ideas to solve problems,” says 
Dr. David Rush, Medical Director of the 
Manitoba Renal Transplant team at the 
Health Sciences Centre.

In one case, for example, researchers 
implemented a test to better determine 
whether a recipient would be a good 
match for a donated kidney. In another, 
researchers pioneered a method of 
monitoring the performance of a newly 
transplanted kidney.  

The work is important. Generally 
speaking, transplants are successful if 
a donated kidney is a good genetic 
match for a donor. But even in these 
cases, an implanted kidney can trigger 
an immune response from the recipient’s 
body, which can lead to the organ being 
rejected. In order to ensure a good match 
between organ donor and recipient, the 
first transplants in the 1960s involved only 
identical twins. In time, the risk of rejection 
was reduced through the use of drugs that 
controlled the immune system. 

“In 1965, the one-year graft (transplant) 
survival rate was 45 per cent and rejection 
rates stood at 80 per cent,” says Dr. Peter 
Nickerson, Associate Dean (Research) for 
the U of M’s Faculty of Medicine and a 
former Director of Transplant Manitoba –
Gift of Life. “By the 1980s, when we started 
using Cyclosporin, patients had an 85 per 
cent one-year graft survival rate and only a 
40 per cent rejection rate. With the newer 
drugs used today, we have over 90 per 
cent one-year survival rates and rejection 
rates have come down to less than 20 per 
cent. Most people say it’s because the 
drugs have improved.” 

But there was still a problem bothering 
Manitoba researchers. Before 2000, they 

downhill skiing with his family in British 
Columbia. Today, he’s a healthy 14-year-
old who is growing, can eat without 
restrictions, and can run five kilometres 
just for the fun of it.

“I can run, bike, play sports and have 
more fun without feeling sick afterward 
as a repercussion. I can concentrate 
better, too,” says Oliver, who still must 
take anti-rejection medication, along with 
antibacterial meds and vitamins, and be 
tested for signs that he might be rejecting 
the kidney, which has been surgically 
attached in the front of his abdomen. 

Oliver’s surgical success story is just one 
of hundreds being written in the operating 
rooms of the Region’s Pediatric Kidney 
Transplant Program, which, along with the 
Adult Kidney Transplant Program, is a part 
of Transplant Manitoba – Gift of Life.

As such, it provides insight, not only 
into the capricious nature of kidney 
disease, but also into the remarkable 

Improving the odds
Winnipeg researchers help redefine standards 
of kidney transplant care around the world

lost about 10 per cent of the transplants 
within a couple of weeks of the operation. 
Researchers wanted to know why, so they 
investigated whether a more sensitive 
compatibility test to match donor organ to 
recipient would have prevented this early 
graft loss. 

The standard test at the time involved 
mixing cells from the donor with serum from 
the recipient in a tube, and waiting to see if 
the serum killed the cells. If that happened, 
it meant the person had antibodies against 
the potential kidney donor, and that a 
transplant would not be compatible.

“When we saw we were losing 10 per 
cent of grafts early, we did a study to 
evaluate whether flow cross-matching 
would have detected lower levels of 
antibodies in the recipient’s serum – that 
were being missed with the standard 
cross-match assay – that were causing this 
early graft loss,” says Nickerson. Flow cross-
matching was not routinely used in Canada 
at the time, and was being done by only a 
few centres in the United States.

“We received a grant from the Kidney 
Foundation, Manitoba Branch, to buy 
a flow cytometer for $120,000,” says 
Nickerson. “We bought that in 1999, and 
we did our study and found that we 
would have picked up more positive cross-
matches and avoided those transplants 
that had led to early graft loss.

“In 2000, we were the first centre in the 
country to implement flow cross-matching 
as the standard of care. We saw that by 
doing so, at six months, the graft survival 

Located on either side of the spine, just under the lower ribs, kidneys 
are bean-shaped organs about the size of a fist.

Each kidney contains tiny structures called nephrons that play a 
crucial role in helping the body function by filtering blood and 
removing waste and excess water in the form of urine. In addition, 
kidneys help the body function by:

 • Controlling salt and fluid levels
 • Helping to control blood pressure
 • Producing a hormone that stimulates red blood cell production

While people are normally born with two kidneys, some are born 
with only one, and can go through life without even knowing it 
because the healthy kidney can do the work of two kidneys.

Chronic kidney disease, or end-stage renal diseae, can take many 
forms, but the condition is usually caused by diabetes, high blood 
pressure or infection. Sometimes this happens suddenly and the 
kidneys do not recover, and sometimes they fail gradually over 
months or years. Most people with kidney disease will require dialysis 
(a process that involves using a machine to filter your blood) or a 
kidney transplant. 

What kidneys do
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rate went from 90 to 99 per cent.”
In 2004, a national forum was hosted by 

the Canadian Council for Transplant and 
Donation, at which point, all provinces 
agreed to move to flow cross-matching. 

“We now know ahead of time whether 
the recipient’s immune system would 
aggressively reject the donated kidney,” 
says Rush, who has been involved in 
research projects dating back to the 1980s. 
“That missing 10 per cent has dropped off 
radically, thanks to this more sensitive test.”

Another Winnipeg first was the 
introduction of “protocol biopsies.” This 
approach, developed by Rush 20 years 
ago, involves taking small tissue samples 
from the kidney at various intervals 
following a transplant to see how well it 
is performing. “We had a case where a 
recipient had received a kidney from a 
relative. There was one problem, at the 
one-year point. We did a biopsy and 
found the kidney was almost completely 
destroyed,” says Rush. “We reasoned there 
had been a lot going on silently in that 
transplant that we were unaware of.”

Further research determined that one-
third of transplants were being rejected 
without any warning signs. “We coined 
the term ‘sub-clinical rejection’ for this,” 
says Rush, who is also a professor of 
internal medicine at the U of M’s Faculty of 
Medicine.

Because children receive large adult-
sized kidneys which can conceal the 
signs of rejection, Dr. Patricia Birk, Medical 
Director of the Pediatric Kidney Program, 

has incorporated protocol biopsies into 
the clinical care of children with kidney 
transplants.

The Winnipeg approach was initially seen 
as unusual, but the technique eventually 
caught on around the world, especially 
during the 1980s and 1990s. Since then, 
advances in immunosuppression drugs have 
resulted in the technique being used with 
high-risk patients or those who are being 
weaned off immunosuppression drugs.

The quality of research taking place here 
was recognized in 2003, when Winnipeg 
was invited to participate in a series of 
projects funded by the U.S.-based National 
Institutes of Health (NIH). 

In one project, local researchers, led by 
Nickerson, joined with others at Mt. Sinai 
in New York City, Cleveland Clinic, Yale 
University, and Emory University in Atlanta. 
The objective was to determine whether a 
non-invasive test could be developed to 
serve as a substitute for a protocol biopsy, 
which involves sticking a needle into a 
kidney. Diagnostic Services of Manitoba 
became the core lab for pathology in the 
study, Dr. Ian Gibson became the central 
pathologist, and the local transplant 
immunology laboratory became the core 
lab studying antibodies. 

That project has determined that some 
immunological tests may be helpful, and 
the group is now in phase two of the study, 
which involves determining whether a 
particular anti-rejection drug – which is 
beneficial in the short-term, but potentially 
harmful in the longer term – can be safely 

withdrawn from the immunosuppression 
protocol.

Meanwhile, Rush is working with the 
National Research Council on another 
NIH-funded project. This one involves using 
magnetic resonance spectroscopy (MRS)
to check for early warning signs of kidney 
failure. This process essentially involves 
putting urine on a magnet and looking for 
metabolites that might provide clues.
Dr. Tom Blydt-Hansen is working on a similar 
project for the pediatric program.

“At the moment, nobody has a test that 
will tell them, non-invasively, what is going 
on in the kidney,” says Rush. But the MRS 
test is showing promise. “We’re seeing 
good results 90 per cent of the time, and 
are working to perfect the 
technique,” he says. The 
project - the largest 
renal transplant study 
ever done - includes 
patients and researchers 
from several American 
institutions, including 
the Mayo Clinic, as well 
as University of Alberta 
Hospital in Edmonton.

Oliver Senger just months after receiving
his father’s kidney.
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progress that has been made in the area of kidney transplants.
Since its inception in 1969, the Winnipeg-based program has transplanted 

more than 1,500 kidneys. Forty years ago, the one-year survival rate for a 
transplanted kidney was in the neighbourhood of 45 per cent, and the rejection 
rate was close to 80 per cent. 

But since then, improvements in anti-rejection drugs, as well as advances in 
tissue typing, transplant surgery techniques and post-surgical monitoring have 
resulted in transplant survival rates reaching 90 per cent, while rejection rates 
have dropped to below 20 per cent.

Oliver and thousands of patients like him are the beneficiaries of these 
and other improvements that have been pioneered or adopted by Transplant 
Manitoba. But while the program has a long record of achievement, officials say 
it now has the potential to help even more children and adults in need, thanks in 
large measure to a $4.6 million investment since 2005 that was designed to boost 
the number of kidney donations and transplant operations.   

Dr. Peter Nickerson is Associate Dean (Research) for the University of 
Manitoba’s Faculty of Medicine, the former head of Transplant Manitoba – Gift of 
Life, and the architect of the transplant investment plan. He says kidney disease 
is much more prevalent than many Manitobans realize, and the investment in the 
program was needed to keep pace with increasing demand for transplants.

In fact, the Manitoba Renal Program says this province has the highest 
rate of chronic kidney disease in Canada. Each year, more than 275 
Manitobans start kidney dialysis treatment to stay alive, according to 
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program officials. Based on world-wide population studies, it is 
estimated that as many as 100,000 Manitobans may be affected 
by chronic kidney disease in different stages.

To help answer the demand for care, Nickerson says the 
program today focuses on improvement in three key areas: 
• Increasing donation rates, either through living donations, 
   or improving the deceased donor process, or by encouraging  
   individuals to mark their organ donor card. 
• Improving allocation of donated kidneys. Manitoba was the 
   first to make public the system by which available donor  
   kidneys are allocated to those on the wait-list.
• Pioneering research, especially in the area of organ rejection.

Nickerson says the main challenge facing the program is to 
increase kidney donations and boost the number of transplants 
performed. There are over 1,200 people on dialysis in Manitoba, 
with the rate of people being added to dialysis standing at six 
per cent per year. On average, 50 transplants are done a year, 
with 15 to 30 of those being kidneys from deceased donors. That 
could be increased two-fold, says Nickerson, who also serves 
as Executive Medical Director, Organs and Tissue Office, for 
Canadian Blood Services. 

“We know that 90 to 95 per cent of the population support 
organ donation, but only 40 to 45 per cent of us have taken the 
step of signing a card or telling somebody,” he says. “A second 
part of the problem is recognizing who can and cannot be a 
donor, so sometimes we miss an opportunity. The frequency 
that a physician in an ICU (intensive care unit) will encounter 
a potential donor is very low. Not everyone working in the ICU 
recognizes who can be a donor, so we do a lot of education in 
this area.”

But things are improving. Five years ago, Manitoba had one 
of the lowest donation rates in Canada. But numbers have been 
increasing, thanks to the public and investment by Manitoba 
Health and the Winnipeg Health Region, which allowed 
Transplant Manitoba to educate health-care staff in recognizing 
potential donors. Last year, Manitoba had the highest donation 
rate in the country, at 15.4 deceased donors per million people.

In addition to receiving more organ donations, the program is 

Why do we do kidney transplants? 
Compared to using dialysis as a 
treatment, having a transplant adds 
years to a person’s life.

Dialysis machines function to remove 10 to 15 per 
cent of a body’s waste, while one transplanted 
kidney can function at 75 per cent of full 
capacity. And a person with a transplanted 
kidney doesn’t have to be attached to a dialysis 
machine.

Compare the life expectancy of a person on 
dialysis to how much longer they can expect to 
live if they have a kidney transplant:

Age 60 to 64 – 6 years on dialysis, 10 years with 
                        a transplant
Age 40 to 59 – 11 years on dialysis, 22 years with 
                        a transplant
Age 20 to 39 – 14 years on dialysis, 31 years with 
                        a transplant
Children – 26 years on dialysis, 39 years with a 
                 transplant

Transplants are also more cost-effective. The 
price of keeping one person on dialysis is $60,000 
per year. After they have a transplant, the cost 
is between $12,000 and $15,000 per year for their 
care. The net difference is around $45,000 a year 
per person. 

Transplants more cost-
effective than dialysis



Manitoba averaged 45.2 kidney 
transplants annually for the five-
year period ending in 2010. That’s a 
significant increase over the annual 
average of 33.6 transplants done 
during the previous five years.

Unfortunately, that increase in activity 
is not enough to satisfy demand. 
Officials say that in any given year 
there are about 150 Manitobans 
waiting for a kidney transplant. In 
2010, it is estimated that three people 
died because a kidney was not 
available to be transplanted.

In view of these stark facts, Transplant 
Manitoba – Gift of Life, the orgnization 
responsible for co-ordinating and 
performing organ transplants in this 
province, is stepping up efforts to raise 
awareness about the issue and the 
need for all Manitobans to consider 
becoming a kidney donor.

Kidneys are derived from two types of 
donors: deceased and living.

Deceased donors are previously 
healthy people who have died from 
a severe brain injury that has led to 
complete brain death (e.g., due to an 
accident or a stroke). These people 
can become organ donors because 
their hearts still beat and keep their 
organs healthy for a short time after 
their brains have died. 

People waiting for a transplant from a 
deceased donor can expect to wait 
several years due to a shortage of 
kidneys for transplant. In 2005, people 
who received a kidney transplant 
from a deceased donor in Manitoba 
waited an average of more than 
four years on dialysis. Some people 
may wait considerably longer than 
this, and some people may wait 
and never receive a kidney from a 
deceased donor.

Living donors are healthy people 
who choose to donate a kidney 
to someone they know. A major 
advantage of living donor transplants 

is that they can be done much 
sooner than the time it takes for 
someone to receive a kidney from a 
deceased donor. Sometimes living 
donor transplants can be done before 
someone needs dialysis. People 
with kidney failure tend to become  
healthier the sooner they get a kidney 
transplant and come off dialysis.

Who can be a living kidney 
donor?  
 
Living kidney donors are people who 
want to help someone they care 
about. They can be blood relatives or 
people from outside the family (e.g., 
spouses and long-standing friends).

For more information on organ 
donation or to obtain a donor card, 
call the Transplant Manitoba – Gift of
Life program at (204) 787-1897 or look 
online at www.transplantmanitoba.
ca.

Source: Transplant Manitoba

How You Can Help

also able to help a wider range of people, 
says Dr. David Rush, Medical Director of 
the Manitoba Renal Transplant Team. 

“The quality of our compatibility 
assessment between donor and 
recipient has greatly improved in the 
past decade, along with improvements 
in the number and complexity of anti-
rejection medications, which means the 
range of recipients for a donor kidney 
has broadened,” he says. “Almost 
everything has changed since I arrived. 
Since 1982, medications have become 
more potent, stronger. We’ve introduced 
protocol biopsies and we are working on 
non-invasive ways to see how well the 
transplanted kidney is doing.”

Another Manitoba first was making 
transparent to the public the rules 
governing how Transplant Manitoba 
allocates donated kidneys to recipients. 
With over 150 people on the waiting list 
for a transplant, and another 300 being 
worked up for the surgery, there’s a lot 
of demand for kidneys that come from 
deceased donors. Consulting wait-list 
patients, Transplant Manitoba learned that 
they wanted to have a say in the rules 

and to have them made public. They also 
wanted a regular audit of the program’s 
operations to ensure it was following the 
rules. The new rules have been in place 
since 2008 and are available to patients on 
the Transplant Manitoba website.

There are three principles that outline 
how patients are ranked on the recipient 
list: medical need, utility and justice. 

At the top of the list are people who 
have urgent medical need, who can no 
longer get adequate dialysis and need a 
kidney in order to survive. Also at the top 
are people who are “highly sensitized.” 
These individuals have many antibodies 
in their blood making it very difficult to 
find a compatible donor. Highly sensitized 
people make up about 30 per cent of the 
wait list. Yet they received less than five 
per cent of donated kidneys under the 
previous system.

“Those with high levels of sensitization 
react against almost all available kidneys 
from donors. This means only one donor 
in 100 could be a match for them. So if a 
compatible organ becomes available, and 
we don’t give the highly sensitized person 
the kidney, they might never receive 

another offer,” says Nickerson, who is 
also the Flynn Family Chair in Kidney 
Transplant Medicine at the University of 
Manitoba.

Children fall into the next highest 
category, along with people who have a 
perfect tissue match. Children rank highly 
because a transplant gives them the best 
opportunity to grow, develop and learn 
properly. Utility refers to how well the 
kidney can be matched between donor 
and recipient. The better the tissue match, 
the better the chance the transplant will 
last. Also, a kidney from a young donor 
can last for many years; therefore giving 
a young kidney to a young recipient 
maximizes the use of the donor’s gift. 

The third principle is justice, which 
means ensuring everyone who is on the 
waiting list for a transplant has a fair 
chance to receive an organ. Patients 
wanted to make sure that no one was 
disadvantaged by their age or ethnicity.

Has the new system achieved its goals? 
Are medically urgent or pediatric patients 
getting priority? Are disadvantaged 
patients, such as the highly sensitized, 
getting better access?

September/October 2011   33  



Yes, says Nickerson. The number of 
highly sensitized patients receiving a 
transplant has jumped to 12 per cent 
from three per cent, although they should 
be receiving closer to 30 per cent, as 
that’s the proportion they make up on 
the wait list. Ethnic groups, Aboriginals 
and the elderly also receive transplants in 
proportion to their numbers on the wait 
list. 

Pediatric patients, meanwhile, are 
dealt with at such speed that there are 
sometimes no children on the list.

Currently, there are 13 children being 
worked up for a transplant, and three are 
ready for the surgery, according to Julie 
Strong, Pediatric Transplant Co-ordinator 
with the Pediatric Kidney Program.

“One of the three has developed 
antibodies, because of a prior transplant 
that was rejected,” says Strong, who 
co-ordinates the families of the children 
as they enter the program, in terms of 
education and getting the children ready 
for their transplant. This is a complicated 
process, as kids often need care from 
other specialists, including urology, 

cardiology, respiratory, growth and 
development along with psychiatry.

Transplants to children are a high 
priority because they tend to be more 
medically stable and generally do not 
suffer from other diseases, the way many 
adults do, making them prime candidates 
to thrive after a transplant.

“Children deserve the opportunity to 
fulfill their potential,” says Dr. Patricia 
Birk, Medical Director of the Pediatric 
Kidney Program for Transplant Manitoba. 
“They also have excellent outcomes. 
From 2003 to 2011, we’ve seen a 90 per 
cent one-year graft survival rate when 
the child received a kidney from a living 
donor.”

Children aren’t affected by kidney 
disease in the same numbers as adults. 
Compared to 150 on the adult waiting 
list, there are less than 20 children 
waiting for a transplant. The numbers 
transplanted per year are also smaller, 
with 18 transplants done in 2007 and 15 
in 2008. 

“Children are affected by kidney 
disease due to congenital anomalies and 

inherited diseases,” says Birk, adding 
that children must be over 10 kg in 
weight and two years of age before they 
can be considered for transplantation. 
Infants may be started on dialysis, and 
transplantation is held off until their 
small body has grown large enough to 
accommodate an adult-sized kidney.

The preference for children is to find 
a living donor, often a parent or another 
relative. A living kidney has not gone 
through the trauma of brain death in a 
deceased donor, and has a greater ability 
to function better, for longer. 

For Brent Senger, there was no question 
he would donate a kidney to his son. 

“Oli needed a kidney and I could do 
without it. I’m just glad that it has worked 
out for the best and that my kidney is 
working for him,” says Brent, adding 
that Oliver has nicknamed the kidney 
“K3,” like it was a pet akin to the family 
Malamutes, Nanook and Sitka.

Arnie Senger says it was a hard day 
when her two “guys” went into surgery,  
one after another. Brent’s kidney was 
removed early in the day and he was 

Transplanting a kidney
The living kidney transplant operation has two 
phases. In the first phase, a kidney is removed from 
a donor, usually through an incision in the flank 
area. The incision is usually 10 centimetres long, 
depending on the size of the donor. The kidney, 
along with the artery, vein and ureter (the tube 
that drains urine) are removed. The cut ends of the 
artery, vein and ureter remaining in the donor are 
tied off with sutures. Absorbable sutures are used to 
sew the muscles of the flank back together.

Phase two involves placing the kidney inside the 
recipient. The new kidney is inserted into the lower 
abdomen and the artery and vein of the new 
kidney are connected to the vascular system. The 
ureter is connected to the bladder. Blood then 
flows through the new kidney and it functions just 
like the original kidney did. The original kidneys are 
left in place unless they are causing a problem, 
such as infection or uncontrolled hypertension. 
It can take a total of six hours to complete both 
phases of the operation. Ureter

Medula

Renal artery

Renal vein
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soon wheeled to the recovery room. Then 
it was Oliver’s turn in the operating room, 
with surgery done by Dr. Joshua Koulack. 
A good family friend kept Arnie company 
at the hospital, while the other two 
Senger children, Alex and Lucy, stayed 
at the apartment the family had rented 
in the city. Alex kept busy by phoning 
progress reports to Brent’s parents in 
Saskatchewan, and Arnie’s parents, who 
live in Australia.

“I now have three healthy kids – a 
precious gift that is often unappreciated 
by those who have known no difference,” 
says Arnie, who was tested as a donor but 
could not follow through due to being 
an incompatible blood type with Oliver. 
“I am so proud of Oli and the way he 
has accepted and embraced his health. 
There is never a complaint about taking 
his meds or drinking his water. If you 
saw him, you would never know he is a 
kidney kid. Oli is hoping to participate 
in the World Transplant Games in 
Switzerland next March in the ski races.”

Beyond that, the future is fuzzy. There 
are many factors affecting whether 
Oliver’s new kidney will function 
properly, including taking his 

anti-rejection medications daily, drinking 
four litres of water a day, good nutrition 
and a healthy lifestyle. 

All in all, Oliver says he’s very thankful 
his dad donated a kidney.

“I still have to travel to Winnipeg for 
biopsies and have frequent appointments 
and blood work here in Saskatchewan,” 
says Oliver, who is now in Grade 9. “It is 
nice to have appointments close to home 
so that I don’t have to travel as much. I 
will miss less school and music and sports 
by being home more.”

Arnie says that as parents, they made a 
big effort to help Oliver understand what 
was happening and what would likely 
happen as his renal failure progressed. 
They talked freely with him about his 
health and never kept any information 
from him or their other two children. 

“I think this helped him be prepared 
for transplant. Oli certainly accepted 
every step of his renal failure and 
transplant with grace. He was given the 
opportunity to make a choice about his 
health care whenever there was a choice 

to make. We provided him with the 
information, pros and cons, and 
encouraged him to make the best 
decision,” she says.

While most kidneys for 
transplant have traditonally 
come from deceased or 
living donors, such as a 
family member, efforts are 
being made to broaden the 

number of potential organ 
contributors.  

For example, 
the Living Donor 
Paired Exchange is 

a country-wide program that co-ordinates 
living kidney donations between patients 
with a willing but incompatible donor 
and another pair in the same situation. 
It is a partnership between Canadian 
Blood Services and transplant programs 
across the country, and was launched in 
January  2009. Since its inception, more 
than 185 pairs have registered, including 
20 altruistic donors who have no relatives 
they need to find a kidney for.

“The Canadian Blood Services is trying 
to set up a national registry for highly 
sensitized patients as well, so that if a 
kidney becomes available anywhere 
in the country that is a match for a 
patient, they would get that kidney,” says 
Nickerson, adding that this registry should 
be launched in 2012.

The true value of the kidney transplant 
program is that it saves lives, and also 
saves money. By spending money 
hiring more surgeons and other staff, 
the medical side is ready to perform 
more transplants. Since 2006, following 
the increased investment by Manitoba 
Health and the Winnipeg Health Region 
in Transplant Manitoba, more than 
$1.2 million has been saved through 
transplants, money that would have 
otherwise been spent on dialysis therapy 
for these patients.

Nickerson notes that while transplants 
are one aspect of the spectrum, with a 
perfectly healthy person at one end, and 
a person with end-stage kidney disease 
at the other, stopping kidney disease 
from starting in the first place should be a 
priority for everyone. 

While kidney disease may strike in 
childhood as an inherited disorder, many  
contract the disease in adulthood. All 
adults should undergo kidney disease 
screening, along with diabetes screening, 
including keeping an eye on their blood 
pressure, exercising and eating a healthy  
diet. 

“Your best bet is to decrease your 
chances through early detection and 
positive changes in your lifestyle,” he 
says. 

Susie Strachan is a communications 
advisor with the Winnipeg Health Region. 

Arnie, Brent and Oliver Senger
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Sitting at a desk is somewhat new for me. I have never had to worry about 
finding the time to exercise. Until now, exercising has always been my job. 
Now I’m in a position you may find familiar: working Monday to Friday, from 
nine to five, with evenings that are jam-packed with commitments. 

Even after a few months, I can already feel the effects of sitting at a desk for 
long periods of time. My posture slowly deteriorates as the day goes by, my 
muscles feel tighter, and I feel less energetic.

My new situation has forced me to be creative and find ways to integrate 
exercise into my regular workday, by turning my coffee breaks or lunch 
hour into mini-workout sessions. By combining three 10-minute activity 
breaks during my workday, every day, I can meet the weekly 150 minutes of 
moderate to vigorous aerobic activity recommended by the Canadian Society 
for Exercise Physiology and the Public Health Agency of Canada.

A workday workout might involve taking a brisk walk with my colleagues 
or turning an empty office or boardroom into a temporary gym or yoga studio 
over my lunch hour. 

These mini workplace workouts can make a difference to your health, too. 
Research shows that completing three brisk 10-minute walking sessions a day 
is effective in reducing blood pressure. Taking activity breaks also reduces 
stress, increases productivity and makes us more effective at our job. 

Many Winnipeggers are finding ways to include activity in their workday. 
Cassandra Siemens, an accountant for Manitoba Hydro International, can 
often be found spending her lunch hour at a nearby gym. She knows that 
working out will give her a stronger heart and lower blood pressure. 

But there are times when she can’t get out for lunch, because accountants 
often work long hours. “During month end, the gym is not feasible, so I try to 
take short, fun breaks just to get up and get moving. It wouldn’t be unusual 
to see me shooting hoops or playing a quick game of pick-up street hockey 
outside.” 

Another person who gets active at lunch is Marie Nedohin, an 
administrative assistant. She’s part of a group of three friends who use urban 
walking poles to increase the intensity of their walks. As they go, they talk 
about how walking gives them increased energy, improves their attitude and 
makes them happier people.

Walking poles “really work a lot more muscles than a regular walk 
would,” says Nedohin. “It goes by so fast that you don’t even realize 

that you’ve just spent 45 minutes working out.” 
Exercising as a group promotes camaraderie within the 
workplace. “It gives you an opportunity to learn about your co-

workers on a more personal level,” says Nedohin. “It’s a real 
bonding experience.” 

Val Sylvestre, who goes urban poling with Nedohin, 
also takes advantage of a lunch-time yoga class. “I try 

to do a variety of different activities because it keeps 
the boredom away,” says Sylvestre. Doing different 
activities “helps to keep me in good physical 
condition. You use different muscle groups with 
each different activity.”

Amy Tibbs is a co-ordinator with Winnipeg in 
motion.

in motion
Amy Tibbs

Get active 
at the office! 
A little exercise during 
the workday can make 
a world of difference

If you’re reading this at work, take a moment, put 
down the magazine, and stretch your arms into the 

air. Or release that computer mouse and do a couple 
of wrist rotations. Your body will thank you for it.
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FYI

If you want to motivate yourself and others to be active during the workday, 
consider becoming a wellness champion by co-ordinating a walking 
challenge, such as the Walk for Wellness Challenge. The challenge uses 
pedometers, and is designed so people of all abilities can participate. For 
information on how to get started, see www.walkforwellnesschallenge.ca.

For additional tools, resources and supports to activate your workplace, 
consider becoming a “workplace in motion” at www.manitobainmotion.ca/
workplaces. 

If you are looking for ideas and information on how to incorporate physical 
activity into your workday and beyond, visit Winnipeg in motion at www.
winnipeginmotion.ca or call 940-3648. 

1. SET A GOAL
Make sure that you are specific about what you want to do and put the 
commitment into your calendar. Writing “I am going to walk twice a week on 
Tuesdays and Thursdays from 12:30 to 1:15 for the month of October” is a great 
place to start.

2. MAKE IT SOCIAL
Try activities with a group of your co-workers. In addition to increasing 
commitment, exercising as a group promotes camaraderie.  

3. MAKE IT FUN
Gather your co-workers and participate in a workplace challenge such as the 
Walk for Wellness Challenge, or come up with your own plan.

4. ADD VARIETY
Try a muscle- and bone-strengthening activity like yoga 
or circuit training two times a week. Some how-to posters 
and a bit of space are all you need. Squats, lunges, 
wall push-ups, desk dips, and chair sit-ups are all great 
exercises you can put into a mini circuit that require 
no equipment at all. Try doing 15 controlled 
repetitions of each exercise without stopping,  
two to three times, with a two-minute break 
between each round. If you don’t have an 
instructor or space to run a yoga class at 
your workplace, check out the Alberta 
Centre 4 Active Living website for a series 
of Yoga @ Your Desk videos. http://www.
centre4activeliving.ca/workplace/trr/
tools/yoga-at-desk.html 

5. KEEP MOTIVATED
You may agree to a donate-a-dollar 
policy where every time a member of 
the group misses a workout they have 
to donate a dollar. At the end of the 
month you can donate the money to 
a charity of choice.

Fitting 150 
minutes into 
your work 
week

Try this sample schedule of 
aerobic, strengthening and 
stretching exercises to get 
you started:

Monday
• 10 minutes of brisk walking followed 
   by five minutes of stair walking.

• 15 minutes of body weight circuit 
    training at lunch.

Tuesday
• 10 minutes of stair walking, followed 
   by five minutes of stretching  
   on each coffee break (www.  
   mayoclinic.com/health/stretching/  
   WL00030 has easy-to-follow how-to  
   videos. 

• 15 minutes for a walking meeting.

Wednesday
• 15 minutes of brisk walking.

• 15 minutes of body weight circuit 
   training at lunch. 

Thursday
• 10 minutes of circuit training. Try 
   wall push-ups, squats, jumping  
   jacks, balancing on one leg, calf  
   raises, lunges and chair crunches.

• 10 minutes of stair walking.

• 10 minutes of chair yoga. 

Friday
• 40-minute brisk walk at lunch time.

Here Are Some Tips to Put Your 
Ideas Into Action:
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Most of us over the age of 30 grew up with parents 
who had no difficulty telling their children to “Go play 
outside!” Some even recall their parents adding in the 
comment, “And don’t come back til supper!”

Things have changed, to be sure. Parents no longer 
feel comfortable sending their children outdoors to play 
on their own; residential streets aren’t filled with kids 
skipping rope, playing tag or hide and seek. Instead the 
vast majority are “plugged in” to the Internet, instant 
messaging, playing video games or watching television.

The results of this shift in lifestyles is clear. Children 
and adolescents have never in history been so physically 
inactive, obese or prone to depression and anxiety. 
Certainly there are a number of factors at play, however, 
there is a growing movement of experts and caregivers 
who are concerned about this shift and are setting out to 
make some positive changes.

So what is it about being outdoors and engaging with 
nature that is so important in childhood? Study after study 
has shown that children who spend more time outdoors 
and interacting with nature benefit by having increased 
opportunities for movement, creativity, problem-solving, 
empathy and stress reduction, as well as increased 
imagination and enhanced ability to focus, which is 

linked to better performance in school.  
Unstructured, outdoor free play is of particular value to 

young children. This is in sharp contrast to the structured 
sports and programmed activities that many children are 
involved in these days. Free play outdoors allows children 
to practise developing a variety of life skills, such as 
how to work together to accomplish a goal like building 
a fort. Free play outdoors stimulates imaginations and 
encourages children to think beyond rules and scores; 
taking the time to think things through, try alternatives, 
solve problems, build confidence and enhance resilience. 
Experts also point to the rich opportunity to use all of our 
senses when outdoors: seeing, hearing, feeling, smelling 
and touching the wonders of nature.

Of course, being outdoors encourages all of us to 
be more physically active through walking, running, 
skipping, cycling, climbing or any other form of 
movement. Increased physical activity lowers blood 
pressure and cholesterol, lowers body fat, improves bone 
and muscle strength and lowers stress.

Many families are living with the challenge of raising 
children who are anxious, moody or have a difficult time 
focusing. There is some evidence that “nature therapy” 
is helpful to some children by enhancing their ability to 

balance
Laurie McPherson

Free play outdoors stimulates imaginations 
and enhances a child’s well-being

It’s only natural.

A Natural Connection
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focus, feel calm and be in control of their emotions and 
behaviour.  

The Nature Action Collaborative for Children is a 
worldwide movement that is committed to re-connecting 
children with nature. There is a group of local advocates 
of the movement who have formed the Manitoba 
chapter with memberships that include early childhood 
educators, naturalists, teachers and others. Their 
enthusiasm and commitment to the cause has spawned a 
variety of creative projects such as a two-week outdoor 
childcare program. Staff of the program have embraced 
the Norwegian saying, “There is no such thing as 
bad weather, only bad clothing,” and 
parents send the children to the 
program fully prepared to be 
outside all day. One staff member 
of the outdoor program marvels 
at the children’s love of the 
neighbourhood creek. “Our kids 
wade barefoot in the cool waters… 
they climb the trees… they catch frogs and 
float makeshift boats down its small rapids. It’s a 
magical place.”

Richard Louv, journalist and author of the book “Last 
Child in the Woods,” first published in 2005, coined the 
provocative term “nature-deficit disorder” to describe 
what he encountered in his research on children across 
the United States and the effects of their disconnection 
with nature. The research that was gathered for the book 
not only highlights the benefits to children, it goes on 
to say that children’s engagement with the outdoors 
is actually necessary for their physical and emotional 
development. The latest edition of the book describes 
hundreds of actions that families and communities can 
take to rebuild our connection to the natural world.

So where do we begin the process of re-connecting 
with nature? How can we provide our children with rich 
opportunities to explore nature and reap the benefits that 
the outdoors offers?

Begin by taking some small steps. Don’t let the cooler 
weather of fall stop your family from enjoying the 
outdoors. At first, parents and caregivers may need to 
encourage and support children as they try new things 
outside. Go for a walk in the neighbourhood and be sure 
to stop and notice the details. What kind of tree is this? 
Look at the colours of the leaves, listen to that interesting 
bird call and feel the coolness of the grass.

Even urban centres have pockets of nature if one takes 
the time to look. Depending on the children’s ages, 
you can work up to taking longer hikes or increase the 
challenge by trying something new like canoeing.

If you are not sure where to begin, explore outdoor 
spaces such as the Assiniboine Forest, FortWhyte Alive, 
and city and provincial parks such as the Living Prairie 
Museum or Little Mountain Park. Why not check out 
the exciting new Nature Playground at Assiniboine Park 
featuring pathways, tunnels, sand and water play areas, 
rolling hills and a lookout crow’s nest?

Some of these sites have programs or staff who can 

help introduce you to the great outdoors in a fun way, or 
check out their websites for ideas. Always dress for the 
weather, wear proper footwear and bring a few supplies 
such as a jacket, water and a few snacks so that the 
nature trekkers are comfortable and happy.

Remember that the adventure does not need to be 
structured. Lie on a blanket and look at the clouds to see 
what shapes you can make out, climb a sturdy old tree 
and use it as a lookout or dig a small hole and look for 
earthworms. Just be open to the possibilities and enjoy 
the experience with the children in your life. It’s an 

inexpensive way to have fun and create stories and 
memories, while enhancing your health and well-
being.

Laurie McPherson is a mental health 
promotion co-ordinator with the 

Winnipeg Health Region.

Helpful ideas and maps:

City of Winnipeg
www.winnipeg.ca/publicworks/parksandfields/

Winnipeg in motion
www.winnipeginmotion.ca

Winnipeg Trails
www.winnipegtrails.ca/trails-maps/

FortWhyte Alive
www.fortwhyte.org

A Natural Connection
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healthy eating

Beth Szuck

But are these foods as beneficial as 
they seem? Are some better at reducing 
the risk of cancer than others? And where 
can you go for accurate information on 
this subject?

While the answers to these and other 
questions are not always as clear-cut as 
we would like, there are some basic facts 
that can help build the foundation for 
informed decision-making about what 
foods may help you reduce your risk for 
certain types of cancer. 

The first thing to understand about the 
link between diet and cancer is that no 
specific food by itself will do the trick. 
The nutrients that help combat cancer are 
found in many different types of foods, 
and you need a variety of nutrients to 
protect yourself against different types 
of cancer. In fact, there is evidence to 
suggest that rather than diet alone, the 
best deterrent against cancer is healthy 
living – the combination of diet, regular 
exercise and weight control. 

This point is underscored in the 
second report published in 2007 by the 
American Institute for Cancer Research 
(AICR) and the World Cancer Research 

Fund (WCRF). Entitled “Food, Nutrition, 
Physical Activity and the Prevention of 
Cancer: a Global Perspective,” the report 
is a review of cancer research in this 
area. The report is virtual, which means 
it is regularly updated as new research 
is published and reviewed, and can be 
found at www.dietandcancerreport.
org and the updates at www.wcrf.org/
cancer_research/cup/index.php.  

The WCRF and AICR estimate that in 
the United States, eating a nutritious diet, 
being physically active and controlling 
weight may prevent:

38 per cent of breast cancers
45 per cent of colorectal cancers
36 per cent of lung cancers
39 per cent of pancreatic cancers
47 per cent of stomach cancers
69 per cent of esophageal cancers
63 per cent of cancers of the mouth,  

        pharynx or larynx
70 per cent of endometrial cancers
24 per cent of kidney cancers
21 per cent of gallbladder cancers
15 per cent of liver cancers
11 per cent of prostate cancers 

Keep in mind that these numbers refer 
to the effect on reducing cancer in the 
population as a whole, as opposed to 
individuals. Still, the evidence is clear: 
rates of cancer are lower for people who 
lead a healthy lifestyle.

So, what role do foods play in all this?
Researchers have found that certain 

foods that contain phytochemicals 
and antioxidants help fight 
cancer and other chronic 
diseases. Phytochemicals 
are natural compounds 
found in fruits, vegetables, 
legumes, whole grains, 
nuts, seeds, herbs 
and spices. 
Antioxidants, 
which 
belong to the 
phytochemical 
family, destroy free 
radicals (harmful 
compounds that 
damage cells) 
in the body. 
Many vitamins 
found in 

REDUCE 
YOUR

Your guide to foods that 
help fight cancer

Not a day goes by, it seems, without a news report extolling the 
cancer-fighting benefits of one kind of food or another.

RISK
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vegetables and fruit act as disease-
fighting antioxidants and work as a 
team with the other substances found 
in foods. (For more information about 
phytochemicals, please visit: www.aicr.
org/site/PageServer?pagename=elements_
phytochemicals)

 As the chart on the pages 42 and 43 
illustrates, different foods contain specific 
nutrients that are associated with reduced 
risk of certain cancers. For example, if 
you want to reduce your risk of prostate 
cancer, then make sure you consume 
foods containing phytochemicals, such as 
lycopene, which can be found in tomatoes  
(tomato juice, tomato sauce), watermelon, 
guava, papaya, apricots and pink grapefruit, 

or antioxidants, such as selenium, which 
can be found in rice, wheat, Brazil nuts, 
chicken and fish.

 
It is, of course, important to remember 

that there are no guarantees against cancer. 
Still, the research clearly suggests that 
combining a healthy diet with regular 
exercise and weight control can have a 
positive impact. The overall message from 
AICR is: It’s never too early or too late 
to make changes that can help prevent 
cancer. To learn more, visit their website, 
www.aicr.org.

 
Beth Szuck is a registered dietitian with the 
Winnipeg Health Region.

What you can do
• Eat a varied diet high in a variety of vegetables, fruits, whole grains and legumes (dried   
   beans, peas and lentils). Enjoy a meal with beans once a week. 
• Choose brightly coloured vegetables and fruits more often. The more colours in your  
   grocery cart, the more health-promoting properties in your diet. 
• Use herbs and spices to flavour up your foods. Try growing some herbs in the garden -   
   dry or freeze them so they are always available. 
• Limit red meat (beef, pork and lamb) to one serving (a cooked portion the size of a  
   deck of cards or your palm) and avoid processed meat (e.g., processed/deli meat,  
   salami, bologna).
• Aim for a healthy weight throughout your life and be physically active every day for 30  
   minutes or more. Build walking into your day by parking your car further away or getting  
   off the bus earlier. 
• Avoid alcohol or limit to one drink or less daily for women, or two drinks or less daily for   
   men. A drink is 12 ounces of regular beer, 5 ounces of wine or 1½ ounces of hard liquor.   

1 1/2 cups  cold pomegranate juice
1 1/2 cups  apricot nectar
1 cup   cold carbonated water  
  Ice
1 fresh lime, quartered or kiwi fruit, peeled and sliced (optional) 

In large pitcher, combine first three ingredients. Pour into ice-filled glasses. Garnish each 
glass with lime or kiwi wedge, if desired.

Ingredients per serving: 105 calories, 0 g total fat (0 g saturated fat), 27 g carbohydrates, 
<1 g protein, <1 g dietary fiber, 14 mg sodium. 

To increase your intake of some of 

these disease-fighting foods, try this 

recipe from the AICR Test Kitchen:

RECIPES
to fight cancer

Pomegranate-Apricot Sparkler 
Tangy pomegranate juice is full of phytochemicals  (Makes 4 servings)

You might think you can see just fine.  
But even with 20/20 vision,  

1 in 7 Canadians will develop a serious eye disorder. 
Make eye exams a habit - see an optometrist today. 

Early detection can make all the difference.

opto.ca/openyoureyes

OPEN YOUR EYES
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Tel: (204) 943-9811
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Thinning or Hair Loss?

Confidently Beautiful
For convenience or necessity
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Service for WOMEN of all Ages
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DESIGNER Wigs, Hairpieces 
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28 years of Professional Consultations
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Cancer Site
Non-starchy 
vegetables

Allium 
vegetables

Garlic Fruits
Foods 
containing 
fibre

Foods 
containing 
folate

Foods 
containing 
carotenoids

Mouth, pharnyx, larnyx • • •
Nasopharnyx

Esophagus • •
Lung • •
Stomach • • •
Pancreas •
Liver

Colorectal • •
Ovary

Endometrium

Cervix

Prostate

The following chart summarizes the foods that may or do  
reduce the risk of cancer, according to the WCRF/AICR Report.

1 Tbsp.  reduced-fat mayonnaise
2 tsp.  honey mustard
2  whole-wheat flour tortillas
2 cups  (washed and dried) baby spinach leaves, loosely  
      packed, or two large leaves of a soft leafy green lettuce
4  thin slices turkey breast (4 ounces)
1/4  Granny Smith apple, sliced paper-thin

Combine mayonnaise and mustard. Lay out both wraps. Spread 
the edges of each with the mayonnaise mixture. Leaving a margin 
free on the side closest to you, arrange a layer of greens on top 
of wraps. Top each layer with half the turkey. Evenly divide apple 
slices and lay lengthwise across turkey. Fold over the end of the 
wrap closest to you, then the two sides. Roll the wrap as tightly 
as possible toward the opposite side. Cover each wrap tightly in 
plastic wrap and refrigerate, seam side down, up to 4 hours before 
serving. When ready to serve, remove plastic wrap and cut each 
wrap in half, at an angle.

Makes two wraps, or 2 servings. 

Ingredients per serving: 234 calories, 7 g. total fat (1 g. saturated 
fat), 27 g. carbohydrate, 20 g. protein, 3 g. dietary fiber, 294 mg. 
sodium.

Turkey, Spinach & Apple Wrap

To increase your intake of some of 

these disease-fighting foods, try this 

recipe from the AICR Test Kitchen:

RECIPES
to fight cancer
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Foods containing 
beta carotene

Foods containing 
lycopene

Foods containing 
vitamin C

Foods containing 
selenium

• •

• •

You may think the best way to obtain the nutrients listed in the above chart is to take 
supplements. However, the research to date has shown that the results are not the 
same when supplements are taken in the place of food.  

The following are examples of the foods that have cancer-fighting properties 
highlighted in the WCRF/AICR Report

Fibre
Vegetables, fruit, whole-grain 
foods and legumes (excellent 
sources which contain 4 grams of 
fibre per serving or more)

Folate
Broccoli, green leafy vegetables,  
legumes, asparagus and oranges

Carotenoids
Vegetables and fruit that are yellow, orange or 
red in colour

Beta carotene
Orange-coloured foods like sweet potatoes, carrots, 
squash, pumpkin, mangoes; spinach and kale

Lycopene
Tomato products (for example – tomato juice, tomato sauce), 
watermelon, guava, papaya, apricots, pink grapefruit

Selenium
Rice, garlic, wheat, Brazil nuts, chicken and fish

Vitamin C
Many vegetables, including potatoes and 
broccoli, as well as citrus fruits, papaya and 
melons

Healthy Living  
at your Library

WINNIPEG PUBLIC LIBRARY

 
Your public library has all you need for a 
healthy lifestyle. Use your library card 
to power up these researched, reliable 
and always current information resources. 
Be informed. Live well. 
 
      Consumer Health Complete is
the single-most comprehensive resource 
for consumer-oriented health content.  
 
      Teen Health and Wellness is an 
award-winning resource for teens about 
personal health and wellness.
 
      Natural Standard 
provides high-quality, 
evidence-based information 
about complementary and 
alternative therapies.
 

    
   1     Go to Winnipeg.ca/library 
   2     Search a Database 
   3     Log in with your Library Card
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What are allergies?

Allergies are a reaction by the body’s 
immune system to harmless substances 
that it sees as harmful. The allergy-causing 
substances are called allergens. 

How do they occur?

Your immune system is your body’s 
natural defense against infection and 
other foreign materials. Before you can 
have a reaction to a particular substance, 
your immune system must first be sensitized 
to it. This happens in an earlier contact 
with the substance. Once sensitized, 
your body will react every time you 
have contact with that substance. Many 
substances can cause an allergic reaction. 
The most common are: 
 • Pollen
 • Mold
 • Animal dander

 • Dust and dust mites
 • Latex
 • Medicines
 • Insect stings
 • Foods

The allergens may cause different kinds 
of allergic reactions. The most common 
allergic conditions are hay fever, asthma, 
and skin allergies. Allergic reactions of the 
skin can have many possible causes.

Examples of irritants that can cause 
allergic reactions when they touch your 
skin are hair or skin care products, nickel 
in jewelry and belt buckles, dyes in leather 
or fabric, and poison ivy or poison oak. 
Eczema is a skin condition that causes 
itching, dryness, fine scales or flaking, and 
sometimes mild redness. The cause of 
eczema is usually not known. 

It is also possible to have an allergic 
reaction to sunlight or temperature 
extremes.

Common foods that may cause allergy 
symptoms are shellfish, eggs, milk, nuts, 
and peanuts. Food allergies often occur in 
children, who may outgrow them.

It is not known why some people 
develop allergies to certain substances. 
Having a family member with allergies 
can increase your risk of developing them, 
but not every family member may be 
allergic to the same thing. Sometimes an 
allergic reaction may be severe. This is 
called anaphylaxis. It is a life-threatening 
emergency that can affect breathing and 
circulation within several minutes. Insect 
stings, certain foods, and drugs such as 
penicillin are some of the more common 
causes of severe allergic reactions.

What are the symptoms?

The symptoms of an allergic reaction 
depend on the type and severity of the 
reaction.  Common symptoms of an 

Audra Kolesar

Allergy 
Alert
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tips for 
deAling 

with your 
Allergies

allergy are: 
 • Sneezing
 • Watery eyes
 • Stuffy or runny nose
 • Itching 
 • Swelling 
 • A rash or hives (raised, red, itchy areas on the skin)
 • Stomach cramps
 • Diarrhea

Some of the symptoms of a severe allergic reaction are:
 • Fast pulse 
 • Trouble breathing, including wheezing 
 • Nausea and vomiting 
 • Swelling of the lips, tongue, or throat 
 • Hives 
 • Pale, cool, damp skin 
 • Drowsiness, confusion, or loss of consciousness

How are they diagnosed?

Your health-care provider will ask about your history 
of symptoms and examine you.

You may have tests to find out which allergens 

The information for this column is provided 
by Health Links - Info Santé. It is intended to 
be informative and educational and is not a 
replacement for professional medical evaluation, 
advice, diagnosis or treatment by a health-care 
professional. You can access health information 
from a registered nurse 24 hours a day, seven 
days a week by calling Health Links - Info Santé. 
Call 788-8200, or toll-free 1-888-315-9257.

are causing your symptoms. For most people, the best tests are skin 
scratch or prick tests. For these tests, your provider looks for reactions 
to tiny amounts of suspected allergens placed under your skin. In 
some cases you may have blood tests to look for antibodies to 
possible allergens.  

How are they treated?

Mild symptoms may not need treatment. Or, depending on the type 
of allergy you have and your symptoms, your health-care provider 
may prescribe: 
 • Decongestants
 • Antihistamines
 • Steroid medicine
 • Quick-acting, inhaled bronchodilators to treat breathing problems, 
or other types of inhaled medicines to prevent breathing problems.

In some cases, your provider may suggest allergy shots. A mixture is 
prepared that contains the allergens identified in your allergy tests. The 
mixture is injected into your skin in tiny but increasing amounts over the 
course of many months. Over time, the shots make you less sensitive 
to the allergens. Usually after four to six months of allergy shots, you 
will begin to have relief from your allergies. However, you will probably 
need to continue the shots for two to three years or longer.  

If you have a severe allergic reaction, call 911 right away. Use an 
EpiPen if you have one, and then go to the emergency department. 
Once you know that you have a severe allergy, always carry an Epi-
pen. Teach family members and co-workers how to help you if you 
have a severe reaction.

How can I take care of myself?

Follow your health-care provider’s instructions. Try to avoid the things 
you are allergic to. If you tend to have severe allergy reactions, ask 
your provider about carrying medicine with you, such as an EpiPen for 
emergency use. Wear an ID, such as a Medic Alert bracelet, that lists 
your severe allergies.

How can I help prevent allergies?

There is no known way to prevent allergies. However, some research 
has shown that breast-fed babies may be less likely to develop 
allergies and asthma. Also, if your family has a very strong history of 
allergies, you might try to avoid your family’s most common allergens. 
For example, you may need to stay away from cats. This might help 
stop you from developing severe symptoms. Cigarette smoke can 
make hay fever and asthma symptoms worse. You can help your 
symptoms by not smoking. It also helps to avoid being around others 
who are smoking.

A computer-generated, close-up image of a dust mite.
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How else can I control my 
environment?

If you have allergies, many things inside 
and outside your home can trigger or 
worsen allergy symptoms. You can lessen 
your allergy symptoms by trying to limit 
your contact with these allergy triggers 
and irritants, especially in places where 
you spend a lot of time, such as at home, 
school, or your office. Here are some things 
you can do. 

Pollens 

Pollens from grasses, weeds, and some 
trees can be carried through the air for 
miles. These pollens land in the eyes, 
nose, and airways, causing the symptoms 
of allergies or asthma. Although it is 
hard to avoid pollens completely, some 
suggestions are:
 • Keep doors and windows shut in the 
    pollen season. Use an air conditioner, if  
    you have one, in your house and car. If  
    a room air conditioner is used,  
    recirculate the indoor air rather than  
    pulling air in from outside. Wash or  
    change air filters once a month. Do not  
    use an attic fan. 
• After being outside during allergy season, 
   shower and change your clothes right  
   away.

Do not keep the dirty clothes in 
bedrooms because there may be pollen 
on the clothes.

Stay away from trees and grasses as 
much as you can in the pollen season. Dry 
your clothes in a vented dryer, not outside.

Mold

Molds are found year-round throughout 
the house, outdoors, and in foods, but 
especially in areas of high moisture. Molds 
blow around in the air, both outdoors and 
indoors.  Bathrooms and damp basements 
are two common areas for mold growth. 
Mold is also very likely to grow in humidifiers 
and the refrigerator drip pan and crisper. 
Here are some ways to decrease mold 
growth: 
 • In the bathroom, thoroughly clean the 
    tile, floors, shower curtain, and tub on  
    a routine basis. Also clean under the  
    sink. Use a cleaning solution that kills 
    molds. For example, you can use diluted  
    household bleach (one cup of bleach  
    to 10 cups of water). 
• Use paint rather than wallpaper on your 
   walls. Enamel paint stops mold growth  
   better than latex paint. An antifungal  
   substance can be added to paints to  
   keep mold from growing. 
• Dehumidifiers can help keep mold 
   from growing in damp places such as 
   basements. 

Look for areas that become damp from 
hard rains, and fix any leaks that you find.

Evaporative coolers, vaporizers, and 
humidifiers with a reservoir are ideal places 
for mold and bacteria to grow. When 
these appliances are operating, molds 
and bacteria can be sprayed throughout 
the house. In general, these appliances 
are not recommended. If you do use one, 
empty the reservoir daily, clean it with 
soap and water, and dry it thoroughly. The 
reservoir should be refilled just before use.  
 • Greenhouses, compost piles, and homes 
with many plants also frequently have 

molds. 
Cover the 

potting soil of 
houseplants with 
foil to reduce 
the spread of 
mold spores.

House Dust 

All kinds of things 
are in house dust, 
including dirt, insect 
debris, dust mites, 
dead skin, food 
crumbs, bacteria, 
and fungi. Dust 
collects on 
every item in the 
home, including 
mattresses, 
couches, clothes, 
rugs, drapes, and 
stuffed animals. 
It is hard to avoid 
house dust, but the 
following ideas will 
help: 
 • Avoid clutter and 
   dust catchers,  
   particularly in the  
   bedroom. These  
   include knick-knacks,  
   wall decorations  
   (pictures, pennants, and  
   fabric wall coverings),  
   drapes, shades or blinds,  
   stacks of books, and piles of  
   papers or toys.  
• Keep the bedroom closet door closed. 
   Vacuum the closet floor often. Store only  
   in-season clothes in the closet.
• Bare floors are best. You can replace 
   carpet with washable, nonskid rugs.  
   Damp mop the floors often. If you have  
   carpet, vacuum often and thoroughly.  
   Be sure to clean under the furniture and  
   in the closet.  
• Mattresses, box springs, and pillows 
   should be in coverings that are allergen- 
   proof (nonallergenic), such as plastic.  
   Zippers or openings should be taped.  
   Use only polyester pillows and wash  
   them several times a year. Wash  
   blankets, sheets, and pillowcases in very  
   hot water 54.4 C (130 F) every week.  
   Avoid products made of feather, wool,  
   kapok, or foam.  
• Forced-air furnaces should have a dust-
   filtering system. Filters should be changed  
   at least once a month during the    
   heating season. Filters can be cut to  
   cover room vents if the central furnace  

   filters are not changed monthly.  
   Cold and warm air ducts should be  

   professionally cleaned at least 
every four to five years.

 • Use an air cleaner with a 
high-efficiency particulate air 
(HEPA) filter or an electrostatic 
filter. Keep the humidity in the 
house to 60 per cent or lower.  
 



 
 

 
 

 
 

It is best to have 
30 per cent to 50 per 

cent humidity. Dehumidifiers     
 or central air conditioners can take 
moisture out of the air if you live in a humid climate.
 • Try not to sleep or lie on cloth-covered cushions or 
    furniture.
• Don’t keep carpets in bedrooms and remove any carpets 
    laid on concrete, if you can. (Condensation collects  
    between concrete and carpet.)
 • Keep stuffed toys out of the bed, or wash the toys weekly 
    in hot water or in cooler water with detergent and bleach.  
    Placing toys weekly in a dryer or freezer may help.

Prolonged exposure to dry heat or freezing can kill mites but 
does not remove allergens.

If you usually get symptoms during housecleaning or yard 
work, wear a mask (available in drugstores) over your nose 
and mouth during these chores.

Pets

Dander is a substance found in animal saliva, dandruff, and 
urine. It causes allergic reactions in many people. You may 
be more sensitive to one type of animal (such as cats) than 
another. All furry animals can cause allergic reactions. Giving 
away a family pet is very hard, but if someone in your home 
is very sensitive, it may be necessary. Once the pet is gone, 
thoroughly clean the house. It is especially important to clean 
stuffed furniture, wall surfaces, rugs, drapes, and the heating/
cooling system. If you are sensitive to animals and have a 
pet, the pet should live outside or stay in just one part of the 
house and never be in the bedroom. Wash your hands after 
touching pets.

Audra Kolesar is a registered nurse and manager with 
Health Links - Info Santé, the Winnipeg Health Region’s 
telephone health information service.

Look into  
Nursing

301 - 275 Broadway 
Winnipeg, MB  R3C 4M6

Phone: 204.942.1320  
Fax: 204.942.0958

Email: info@manitobanurses.ca

A COMMITMENT TO CARING

www.manitobanurses.ca 



10 questions

1. It seems like every year about this time there is a lot of 
attention paid to influenza, also known as “the flu.” Why?

Well, simply put, influenza poses a serious health threat to the 
community. It’s estimated that the flu affects five to 15 per cent 

of Canadians each year, with many being sick for as long as a 
week. Moreover, it is estimated that about 20,000 hospitalizations 

and 2,000 to 8,000 deaths can be attributed to the flu every 
year in this country. The risk of complications is greater for 

seniors, young children, pregnant women, and people who 
have a variety of chronic health conditions. So the human 

cost is quite significant.
But there is also the impact on the economy to think 

about. The cost from lost productivity due to people 
taking sick days runs into the millions of dollars by 
some estimates. And then there is the cost to the 
health-care system. Every flu season, emergency 
departments and doctors’ offices are clogged with 
people who have influenza, which strains resources in 
the system.  

2. What’s the difference between the flu 
and the common cold?

Typically, a person with a cold will have a runny nose and sneeze a lot, 
while a person with influenza will have a sore throat, fever, muscle aches 
and coughing. There is a big difference in how people feel – most people 
with a cold feel OK, while people with influenza typically feel lousy. Most 
importantly, cold viruses do not cause significant health complications, while 
influenza can. Complications can include bacterial pneumonia, ear and 
sinus infections, dehydration, and worsening of chronic medical conditions.

GET THE SHOT,    
   NOT THE FLU

Just a few minutes could help reduce your 
chance of contracting the flu – or giving it to 
someone else

Dr. Michael Routledge is a Medical Officer of Health for the 
Winnipeg Health Region. Each year, Routledge works with 
a small army of health-care providers to organize influenza 
vaccination clinics throughout the city. He recently took 
time to explain how these clinics help contain the spread 
of the flu virus and why members of the public should 
consider getting a flu vaccination shot this year.  
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swelling in the mouth or throat, and shock. 
People with other milder forms of allergy 
should talk with their doctor about whether 
they should receive a flu shot.  

6. But if older people with 
chronic conditions are more 
vulnerable, doesn’t that mean 
younger, healthy people can do 
without the shot?

No. Just because some people are 
more vulnerable does not mean that 
others are not vulnerable at all. Influenza 
is unpredictable, and how severe it is and 
which groups are most affected can vary 
widely from one season to the next. Also, 
less vulnerable people can pass infection 
on to other people who are less able to 
resist infection. For example, let’s say you 
have the flu and take the bus to work. 
Maybe you pass on the virus to someone 
on that bus, and then maybe they pass 
it on to someone else, who then visits 
someone in a senior’s residence or comes 
into contact with someone who has a 
chronic condition. And the thing of it is 
you may not even realize you are infected 
even as you are passing on the virus. Plus, 
getting the shot saves you from feeling 
lousy and being stuck in bed. 

7. You mean I could 
inadvertently pass on the virus 
without even knowing it, just 
because I didn’t get a flu shot?

That’s right. It’s one reason why we here 
at the Winnipeg Health Region are working 
to raise awareness. Previously, the seasonal 
vaccine was free only to people deemed 
to be most at risk of becoming infected 
with influenza and their care providers. But 
starting last year, anyone attending our 
flu shot clinics can get vaccinated at no 
charge. The clinics will be held between 

Oct. 18 and 22. For more information, visit 
www.wrha.mb.ca.

8. I’ve heard it said that a 
person can get the flu from the flu 
vaccine. Is that true?

No. The influenza vaccine is made 
using a dead virus. It mimics an infection, 
causing the body to produce antibodies 
to fight the actual flu virus, but it cannot 
cause infection.

9. Why do people need to keep 
getting the flu shot year after 
year?

That’s because the virus keeps mutating. 
There are three types of viruses that cause 
outbreaks each year: Two Influenza A 
types and one B type. Each year, the 
World Health Organization determines 
which three strains of influenza virus are 
likely to have the greatest impact on 
people. Influenza vaccines are made 
based on this information. Individuals need 
to be vaccinated annually to ensure your 
body can form the antibodies required to 
guard against the most common strains 
of viruses circulating in a given year.  
Protection from the flu shot only lasts 
about one year, so even if the vaccine 
components haven’t changed from the 
previous year, which is the case this year, 
you still need an annual shot.

10. So what should I do if I think I 
have the flu?

The message is wash your hands, cough 
into your sleeve and stay home as much 
as possible. Whether you have the flu or 
some other type of illness, it’s best not to 
go to work, school or other public places. 
If you do, you run the risk of infecting those 
you come into contact with. 

3. How is the flu spread?

Influenza viruses are spread mainly 
by droplets made when people cough, 
sneeze or talk. These droplets can land in 
the mouths or noses, or be inhaled into 
the lungs, of people who are nearby. Less 
often, a person might also get infected by 
touching a surface or object that has virus 
on it and then touching their own mouth 
or nose. Most healthy adults may be able 
to infect others beginning one day before 
symptoms develop and up to five to seven 
days after becoming sick. Some people can 
be infected but have no symptoms, while 
still being able to spread the virus to others. 
Various studies suggest that as many as one 
in five people may have an influenza virus 
and not show any signs of illness. This means 
that you may be able to pass on the virus to 
someone else either before you are sick or 
without knowing you are infected.

4. Given that the flu is actually 
quite a serious infection, what can 
people do to protect themselves?

One of the best ways to protect yourself 
from the flu is to get vaccinated in the 
fall before the flu season, which is usually 
between November and March. Not only 
does a vaccination reduce your risk of 
getting sick, it limits the possibility that you 
will spread the virus to someone else.

5. Who should get a flu shot?

Almost everyone. Canada’s National 
Advisory Committee on Immunization 
encourages everyone over the age of six 
months to get a flu shot, but especially if 
you are: 

 • Over the age of 65, or between six 
    months and four years of age
 • Living with a chronic health condition  

        such as a cardiac or pulmonary  
        disorder (including COPD, cystic fibrosis 

    and asthma), diabetes, cancer or 
    immunodeficiency (due to underlying 
    disease and/or therapy)
 • Of Aboriginal ancestry 
 • Pregnant
 • Morbidly obese
 • Living in a personal care home or long-
    term care facility
 • A health-care provider, a caregiver,  

       or in close contact to anyone in the  
       above groups

The primary exception is people who 
have had an anaphylactic reaction to a 
previous dose of an influenza vaccine, or 
the components of the vaccine including 
eggs. Anaphylaxis is a severe form of 
allergic reaction that can include hives, 

For more information about the Winnipeg Health Region’s influenza 
vaccination clinics, including dates and times, visit www.wrha.mb.ca.

24 to 48: Hours a flu virus can stay alive on a hard surface

7 to 10: Number of days it can take to recover from the flu

0: Cost of getting a flu shot and reducing your risk of 
    becoming sick
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Nature’s treasure

Eggs are a treasure house 
of good nutrition

Preheat oven to 425°F (220°C). In a me-

dium saucepan, heat the oil on medium 

heat. Add the onion and sauté until tender, 

about 5-7 minutes. Add the garlic and red 

pepper flakes and sauté until fragrant, 

about a minute. Add the tomato, oregano 

and pepper and simmer until the sauce 

thickens, about 5-10 minutes. Remove 

from heat and mix in the fresh herbs and 

Feta cheese. Place mixture in an 8 x 8-inch 

(20 x 20 cm) or flan baking dish. Indent four 

areas of the dish with a spoon and crack 

the eggs into the indentations. Bake in 

preheated oven until the sauce is bubbly 

and the eggs have just set, about 12-15 

minutes. Makes 4 servings. 

2 tbsp (30 mL) canola oil 

2 small onions, diced

4 cloves garlic (chopped)

    tsp (2 mL) red pepper flakes

4 medium tomatoes, diced

    tsp (2 mL) oregano

Pepper to taste

2 tbsp (30 mL) chopped fresh dill 

2 tbsp (30 mL) chopped fresh parsley

1 cup (250 mL) crumbled light Feta cheese

4 eggs 

  Baked Eggs 
Extraordinaire

Eggs are one of nature’s most nutrient dense 

foods because they provide significant 

amounts of vitamins and minerals yet con-

tain only 70 calories each. They are an excel-

lent source of high-quality protein (contain-

ing all nine essential amino acids), as well as 

many B vitamins. Egg yolks are also one of 

the few foods naturally containing vitamin D, 

the sunshine vitamin. For more delicious egg 

recipes visit www.eggs.mb.ca.



www.eggs.mb.ca

Energy that lasts.

There’s nothing better than kayaking on the Assiniboine River in the fall. Eating eggs before an 

endurance exercise like this one will help ensure your body has the energy to maintain strength 

and stamina. Just two eggs provide 12 grams of high quality protein, which helps build and 

repair body tissues and gives you lasting energy. 
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