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From the dull, nagging ache of tendonitis to the sharp,
stabbing jolts from shoulder and back injuries, pain can

be devastating and rob you of your quality of life. It can go on
for months – even years, while you try to ignore it, take
pain medications or have treatments that don’t work. In the
meanwhile, you’re losing sleep and missing out on your favourite
activities. You just want the pain to go away!

“To get rid of the pain, you need to get rid of the injury itself,”
said Diana Mason, RMT, of LaserHealth® Solutions. “But
often, our cells don’t have enough energy to complete the
healing process. They get stuck in an in�ammation cycle.
When that’s the case, you need a therapy that gets to the root
of the injury and treats it right at the cellular level.” While
most medications just mask the pain and in�ammation
temporarily, there is now a treatment available which can
stimulate and �nish the healing process, resolve in�ammation
and help the body develop healthy new tissue rather than
troublesome scar tissue.

“This treatment is done with a cold laser,” explains Mason.
“Not the type of laser that cuts or burns, but one that is gently
absorbed by soft tissue. During the absorption process, cells
are stimulated to produce more adenosine triphosphate – or
ATP. This is the simple fuel that cells use to do what they’re
supposed to do – regenerate and repair. Think of it like
photosynthesis, plants absorb sunlight and convert it to energy
that’s used to grow and repair.”

Cold lasers have been studied for decades in scienti�c and
clinical studies. Studies prove how highly effective it is in
repairing damage to soft tissue. From shoulder injuries to
sciatica, tendonitis, plantar fasciitis, and sports injuries,
cold lasers are now used to help heal these injuries
completely. Even arthritis and degenerative disc disease
sufferers can see long term bene�ts from this treatment –
without the negative side effects many experience with long
term use of pharmaceuticals.

The cost of treatment is very reasonable and may be claimed
on insurance plans which cover Massage Therapy or
Physiotherapy. As an experienced Massage Therapist, Mason
often uses manual techniques and stretching / strengthening
programs along with the cold laser to help patients improve
even faster. “This combination is a perfect way to get rid
of scar tissue and in�ammation - and help keep it away! So
instead of just temporary relief from pain, you are receiving a
treatment that acts in a curative way.”

If you’re ready to get rid of your injury – and the pain – for
good, call Diana Mason, RMT, at LaserHealth® Solutions for
your assessment — 255-7779. Conveniently located at
#1 - 1031 Autumnwood Drive. For more information,
you can also visit the comprehensive website at
www.laserhealth.ca. View videos of treatments being
performed, clinical studies, and over 450 testimonials
from people who thought they would never get rid of their
pain – until they went to LaserHealth® Solutions!

When PainWon’t go Away
By LaserHealth® Solutions

LaserHealth® Solutions • 204-255-7779 • #1 - 1031 Autumnwood Drive

I had pain in my heel
since mid-March ‘08.
I had tried everything,
exercise, icing, heat, and
nothing seemed to work.
I went to see Diana at
LaserHealth® Solutions.
In a few treatments I was
feeling less pain. I had a
total of 8 treatments and
my heel is great. Thanks
Diana! No more pain. I
can walk again!

Mary S.
Plantar Fasciitis
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From the dull, nagging ache of tendonitis to the sharp,
stabbing jolts from shoulder and back injuries, pain can

be devastating and rob you of your quality of life. It can go on
for months – even years, while you try to ignore it, take
pain medications or have treatments that don’t work. In the
meanwhile, you’re losing sleep and missing out on your favourite
activities. You just want the pain to go away!

“To get rid of the pain, you need to get rid of the injury itself,”
said Diana Mason, RMT, of LaserHealth® Solutions. “But
often, our cells don’t have enough energy to complete the
healing process. They get stuck in an in�ammation cycle.
When that’s the case, you need a therapy that gets to the root
of the injury and treats it right at the cellular level.” While
most medications just mask the pain and in�ammation
temporarily, there is now a treatment available which can
stimulate and �nish the healing process, resolve in�ammation
and help the body develop healthy new tissue rather than
troublesome scar tissue.

“This treatment is done with a cold laser,” explains Mason.
“Not the type of laser that cuts or burns, but one that is gently
absorbed by soft tissue. During the absorption process, cells
are stimulated to produce more adenosine triphosphate – or
ATP. This is the simple fuel that cells use to do what they’re
supposed to do – regenerate and repair. Think of it like
photosynthesis, plants absorb sunlight and convert it to energy
that’s used to grow and repair.”

Cold lasers have been studied for decades in scienti�c and
clinical studies. Studies prove how highly effective it is in
repairing damage to soft tissue. From shoulder injuries to
sciatica, tendonitis, plantar fasciitis, and sports injuries,
cold lasers are now used to help heal these injuries
completely. Even arthritis and degenerative disc disease
sufferers can see long term bene�ts from this treatment –
without the negative side effects many experience with long
term use of pharmaceuticals.

The cost of treatment is very reasonable and may be claimed
on insurance plans which cover Massage Therapy or
Physiotherapy. As an experienced Massage Therapist, Mason
often uses manual techniques and stretching / strengthening
programs along with the cold laser to help patients improve
even faster. “This combination is a perfect way to get rid
of scar tissue and in�ammation - and help keep it away! So
instead of just temporary relief from pain, you are receiving a
treatment that acts in a curative way.”

If you’re ready to get rid of your injury – and the pain – for
good, call Diana Mason, RMT, at LaserHealth® Solutions for
your assessment — 255-7779. Conveniently located at
#1 - 1031 Autumnwood Drive. For more information,
you can also visit the comprehensive website at
www.laserhealth.ca. View videos of treatments being
performed, clinical studies, and over 450 testimonials
from people who thought they would never get rid of their
pain – until they went to LaserHealth® Solutions!

When PainWon’t go Away
By LaserHealth® Solutions
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What is the role of the 
Winnipeg Health Region?

It’s a good question, one that I used to 
think about quite a bit in my previous life as 
deputy minister of health for the province of 
Manitoba. And it’s one I’ll likely be thinking 
about a lot more in my new role as President 
& CEO of the Winnipeg Health Region.

The primary goal of any health region, of 
course, is to ensure the delivery of the very 
best care as efficiently as possible. Increas-
ingly, though, that role is being redefined and 
expanded.

While the provision of quality health-care 
services will always be “Job One” for us, we 
also want to do more to help people reduce 
their risk of getting sick in the first place. I’d 
like to use this column, my first for Wave 
since assuming my new position in March, to 
explain why.

Health-care spending has escalated 
dramatically over the years. The Winnipeg 
Health Region, for example, spent about $2.1 
billion in the 2009/10 fiscal year, up from 
$1.2 billion in 2001/02. Much of this increase 
is due to the rising demand for health-care 
services from an aging and ailing population.

A recent study released by the Manitoba 
Centre for Health Policy outlines the scope of 
the problem – and the importance of address-
ing it. The study suggests that as many as half 
of Manitobans over the age of 19 are living 
with chronic disease, such as diabetes, car-

diac disease, hypertension, stroke or cancer.
Needless to say, this is not good news for 

our community or the health-care system that 
is responsible for caring for those in need.

The research paper (available at www.
umanitoba.ca/faculties/medicine/units/mchp) 
suggests that chronic disease costs about 
42 per cent of the total amount a province 
spends on health care. In Manitoba’s case, 
that works out to about $1.6 billion a year. 
That money is spent on everything from doc-
tors’ visits and hospital stays, to drugs and 
home care. As the centre’s paper notes, other 
studies have found that as much as 60 per 

cent of health-care spending can 
be attributed to chronic disease, 
while up to 40 per cent of 
chronic disease is preventable.

We here at the Region under-
stand the importance of delivering 

top-notch care. But we also recognize the 
need to create a healthier community, and the 
positive impact that can have on the financial 
viability of our health-care system.

Every day, people come to work at hos-
pitals, clinics, community offices and other 
facilities throughout the Winnipeg Health 
Region looking for ways not just to deliver 
care, but to improve people’s health. Their 
passion, caring nature, professionalism, and 
commitment to addressing the issues at hand 
are truly impressive and inspiring.

A story about chronic kidney disease in 
the last issue of Wave offers just one example 
of how health-care providers are working to 
make things better. It noted that Manitoba has 
among the highest rates of chronic kidney 
disease in Canada, with more than 275 
people starting dialysis every year just to stay 
alive. Our job as a health region is to support 
the delivery of dialysis to patients through the 
Manitoba Renal Program. But our role doesn’t 
end there.

As Dr. Mauro Verrelli, Medical Director of 
the Manitoba Renal Program, pointed out in 
the article, despite the growing demand on 
our health-care dollars for increased acute- 
care services, we also need to direct some 
of these important resources to look at ways 
to reduce the number of people who need 
dialysis in the first place.  

That involves raising awareness about 
chronic kidney disease, making better use of 
screening tests, providing better education 
and support for family doctors, and doing 
more to identify people at risk, especially 
those living in remote Aboriginal communi-
ties in northern Manitoba.

By doing some or all of these things, we 

can enhance the level of care we deliver to 
those in need and help them better manage 
their condition. We can also help individuals 
take more control over their own health, al-
lowing them to make choices that will reduce 
their risk of developing more serious illness.

There is more that needs to be done, of 
course, but we cannot do it alone. We need 
partners. And that means we need you.

Many health experts argue that the burden 
of chronic disease – on our community and 
on our health-care system – could be reduced 
if individuals took better care of themselves. 
That’s not to say that we can all avoid illness 
by eating a lot of vegetables and visiting the 
gym every day. Genetics can and do play a 
role in whether we develop disease, and  
even the fittest and seemingly healthiest 
among us can suddenly fall ill. But it is to say 
that we can reduce our risk of developing 
diabetes, cardiac illness, hypertension and 
other chronic ills by making a few lifestyle 
changes.

Numerous studies have shown that our 
diets are not as healthy as they could be. Col-
lectively, we need to understand the impor-
tance of a balanced diet, and we also have to 
recognize the value of ensuring people have 
access to nutritious food.

Obesity is also a problem. We need to 
become more active. It’s well known that  
exercise is the best pill we have for maintain-
ing good health. Studies suggest that walking 
as little as an hour a day, three times a  
week can have a positive impact on our 
health.

The Region has long supported initiatives 
that promote healthy living, ranging from 
programs to help individuals quit smoking to 
efforts to fight poverty. In this issue of Wave, 
for example, you can read about efforts to 
improve the dental health of children, which 
can be an important factor in their overall 
health and well-being.  

You will also find advice on how to help 
your child develop a healthy appetite for nu-
tritious food, a story on the link between ce-
liac disease and osteoporosis, and an article  
on a program that helps provide spiritual care 
to Aboriginal patients.

Earlier this year, Healthy Living Minister 
Jim Rondeau signalled the provincial govern-
ment’s intention to step up efforts to promote 
healthy living. That’s a good thing.

Here at the Region, we will continue work-
ing to provide the very best care possible. We 
will also continue to work toward creating a 
healthier community. I hope each and every  
one of you will join us.

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

Role of the  
Region  
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health beat

Province 
expands  
fitness 
tax credit
Incentive designed to encourage  
young people to stay active

Manitoba’s Children’s Fitness Tax Credit will 
be extended to include claims for organized 

physical activities of young adults aged 16 to 24 
starting in 2011.

“Young adults have been known to reduce their fitness activities as they grad-
uate from high school and the physical education classes and team sports that 
go with it,” Premier Greg Selinger said in making the announcement recently.

Now called the Fitness Tax Credit, the change is intended to encourage young 
people to continue in organized physical activity as they become adults and 
transition from school to the workforce.

Eligible fitness activities, as defined under federal legislation for the children’s 
tax credit, with costs totalling $500 or less, can be claimed by the young adult, 
a spouse or parent. As a tax credit, this will reduce the Manitoba income tax 
otherwise payable in a year.

As is currently the case for the children’s tax credit, young adults with a dis-
ability will be eligible for an additional tax credit. This is the first step toward 
meeting the commitment made in the 2009 speech from the throne to phase in 
a new adult fitness credit.

“Our government has been at the forefront of promoting physical activity as a 
lifelong practice,” said Healthy Living, Youth and Seniors Minister Jim Rondeau. 
“Encouraging young people to establish good habits at an early age increases 
the likelihood that they’ll be on the right track for life.”

The Fitness Tax Credit is one component of Manitoba’s comprehensive ap-
proach to raise activity levels and reduce barriers to physical activity. The vision 
is to make Manitobans healthier by increasing physical activity in the province 
by 10 per cent this year and by 20 per cent by 2015. Manitobans are on track 
to meet these targets, said Rondeau. The ultimate goal is for Manitobans to be 
the healthiest, most physically active people in Canada, he added. For more 
information, please visit www.gov.mb.ca (search: fitness tax credit).
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The Winnipeg Health Region is fortunate to have a 
number of charitable foundations working within 
the community to raise money in support of health 
care and research.  The following is a partial list of 
events sponsored by these various foundations.

FYI
For more information about 
these and other events, or 
to learn how to create a 
community event to support 
health care, please con-
tact the foundation of your 
choice. 

Fore!
The 10th Annual Concordia Foundation 
Golf Classic will take place on June 2 at 
Larter’s Golf & Country Club. Registra-
tion fee: 4-some $780.00 or individual 
$195.00. Fee includes lunch, dinner, golf 
cart, mulligans, raffle tickets, contest par-
ticipation, and prizes.  Visit www.concor-
diahospital.mb.ca/foundation/whatsUp.
html for details, or call Irma Bachynsky,  
at 661-7326 to register or inquire about 
sponsorship.Proceeds to support the $7 
million community clinic project and 
expansion at Concordia Hospital.   

Golfing for kids
The Mike Weir Miracle Golf Drive for 
Kids will take place on June 6 and 7, and 
includes a golf tournament and clinic at 
the St. Charles Country Club, a sponsor 
reception, a junior pro-am event, and a 
Gala dinner at The Fort Garry Hotel Spa 
and Conference Centre. All proceeds 
support the Children’s Hospital Founda-
tion’s Manitoba Institute of Child Health 
to advance pediatric medical research. For 
more information, please contact Rebekka 
Stemp, Development Assistant, at 787-
4068 or rstemp@hsc.mb.ca.

La Soirée chocolatée
La Soirée chocolatée – the largest 
annual special event in support of St. 
Boniface Hospital – will take place on 
June 9 at the Inn at the Forks. Guests 
will enjoy a decadent selection of 
chocolate desserts, hors d’oeuvres, fine 
wines, premium martinis and great local 
entertainment. They will also have the 
opportunity to bid on fabulous auction 
prize packages. Tickets: $80. Call Na-
dine Rivard for details at 237-2998.

Paddling for HOPE
This year’s 10th annual River City Dragon 
Boat Festival will be held July 23, 24 and 25 
at Manitoba’s Water Ski Park, 365 Murdock 
Road. Money raised from the event, spon-
sored by the Manitoba Paddling Association 
& HSC Foundation, will be used to support 
research at Health Sciences Centre. For 
more information, please visit www.mpa.
mb.ca, or call Vernelle Mirosh at 787-8581.

Biking for a good cause
If you like riding a bike, you’ll love the 
2010 Red River Century Ride for Diabetes. 
Sponsored by Olympia Cycle & Ski on 
St. Mary’s Rd., this event on July 25 raises 
money for the Children’s Hospital Founda-
tion to be used for juvenile diabetes. The 
ride is open to individuals or teams. The 
entrance fee is $40.00. For more informa-
tion, please visit www.olympia.ca.

June

July

Community 
Calendar

Health Sciences Centre Foundation: www.hscfoundation.mb.ca
Children’s Hospital Foundation: www.goodbear.mb.ca
Grace Hospital Foundation: www.gracehospital.ca/foundation
St. Boniface General Hospital Foundation: www.saintboniface.ca
Seven Oaks General Hospital Foundation: www.soghfoundation.org
Pan Am Clinic Foundation: www.panamclinic.org/foundation.asp
Victoria Hospital Foundation: www.thevicfoundation.ca
Misericordia Health Centre Foundation: mhcfoundation@misericordia.mb.ca
Deer Lodge Foundation: www.deerlodge.mb.ca
Riverview Health Centre Foundation: www.rhcf.mb.ca
Concordia Hospital Foundation: www.concordiahospital.mb.ca/foundation/ 

Call for volunteers
The 3rd annual HOPE Classic golf tournament in support of research 
at Health Sciences Centre will be held on June 10. To volunteer at 
this event, please contact Vernelle Mirosh at 787-8581. 

June

The Misericordia Golf Classic will 
take place on July 7 at Pine Ridge Golf 
Club. Money raised from the tourna-
ment will be used to support programs 
and services at the Misericordia Health 
Centre. Individual registration is $325. 
For more information, please visit www.
misericordia.mb.ca/foundation/newsev-
ents.html.

Misericordia golf cause

May/June 2010   9  



your health

Women with celiac disease are more likely 
to develop osteoporosis in later life, accord-
ing to new research published by a Winnipeg 
physician.

The study, conducted by Dr. Donald 
Duerksen, was published in the March issue 
of the Canadian Journal of Gastroenterology 
in an article co-authored by Dr. Bill Leslie, 
a nuclear medicine specialist conducting 
research into osteoporosis. 

Duerksen will present the findings at the 
Canadian Celiac Association National Confer-
ence being held in Winnipeg June 4–6.  

Celiac disease is an intestinal disorder that 
prevents individuals from absorbing nutrients 
in food. People with celiac disease cannot 
consume foods with gluten, which is found 
primarily in wheat, rye and barley. 

Duerksen’s research shows that, among 
other things, celiac disease is linked to osteo-
porosis, a condition that causes brittle bones. 
People with osteoporosis are often more 
susceptible to hip fractures and other bone-
related problems.

The province keeps a database of bone 
density and celiac disease blood tests. “We 
linked those two so that we could study a 
large number of people anonymously to ex-
amine the possible relationship between the 
two conditions,” says Duerksen. “The research 
demonstrated that patients who had positive 
celiac serology (blood testing) had lower bone 
density,” says the gastroenterologist. In fact,  
the prevalence of osteoporosis was 67.7 per 

cent in women who tested positive for celiac 
disease, compared to 44.8 per cent in those 
who tested negative.

The findings have important implications 
for prevention and treatment of osteoporosis. 
For example, women with low bone density 
may need medication to address the problem. 
But if they have celiac disease, their small 
intestine may not be able to absorb  
the medication. At the same time, their  
underlying inability to effectively absorb 
calcium will continue to exacerbate their 
osteoporosis.

“Bone mineral density is something that 
needs to be monitored in women diagnosed 
with celiac disease,” adds Duerksen, noting 
that the inability to absorb calcium can lead 
to a higher risk for bone-related disease.

Osteoporosis does not happen overnight.   
It takes years of calcium deprivation to  
erode bone density. Celiac disease is  
progressive as well. When people with celiac 
disease eat products containing even the 
smallest amount of gluten, their immune 
system responds by damaging or destroying 
villi, the tiny fingerlike protrusions that line 
the small intestine.  

“Osteoporosis is one of those conditions 
that can be relatively silent, so people don’t 
know they’ve got it until they have a fracture 
of some sort,” notes Duerksen. Symptoms of 
celiac disease, on the other hand, can vary so 
widely that the condition can be difficult to 
diagnose.  

FYI
To read a feature story 
on research into celiac 
disease, please visit www.
wrha.mb.ca/wave and 
click on the web extra 
icon.

Dr. Donald Duerksen will 
present his findings on 
the link between celiac 
disease and osteoporosis 
at the Canadian Ce-
liac Association National 
Conference being held in 
Winnipeg June 4–6. Those 
attending the conference 
can get an on-site finger-
prick blood test to screen 
for celiac disease. For con-
ference details see www.
celiac.mb.ca.

Celiac disease 
linked to 

osteoporosis

By Christine Hanlon
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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.

Finding Your Voice, Dawn M. White

Dawn White learned through trial and error how 
best to support her husband during his cancer 
journey. In this book, she shares their experiences 
and important lessons learned while navigating 
the complexities of the Canadian health-care 
system. The book focuses on knowing your rights 
as a patient, finding accurate information about 
health concerns, and finding a way to be in-
volved in decisions that affect your health care 
and the health care of those you love.

The Complete A-Z Nutrition Encyclopedia,  
Leslie Beck

In this comprehensive guide, registered dieti-
tian Leslie Beck gives you the tools you need to 
manage common health concerns with diet, 
vitamins, minerals, and herbs. The Complete 
A-Z Nutrition Encyclopedia provides you with 
up-to-date information about how your food 
choices affect your health; the latest facts 
about common herbal and dietary supple-
ments; a comprehensive resource section 
and more. Prevent disease, increase your 
energy and boost your immune system.

Change Your Brain, Change Your Body,  
Daniel G. Amen, MD

The key to a better body – in-shape, energized, 
and youthful – is a healthy brain. Based on the 
latest medical research, as well as on Amen’s 
two decades of clinical practice at the re-
nowned Amen Clinics, Change Your Brain, 
Change Your Body shows how to take the very 
best care of your brain. With fifteen practical, 
easy-to-implement solutions, Amen shows you 
how to put the power of the brain-body con-
nection to work for you today.

The Mayo Clinic Diet, Mayo Clinic

Finally, a diet that helps you accomplish real 
and lasting weight-loss. This diet is no fad, but 
a solid, common-sense approach designed 
by the staff of the Mayo Clinic. Eat the foods 
you love, in moderation, and lose one to two 
pounds a week. In two phases, you’ll be on 
the road to a healthy weight for the rest of 
your life. Packed with meal planners, recipes, 
exercise plans, and lots of encouragement.

Thinning or Hair Loss
Problems?

For convenience or necessity

www.evelynswigs.com

878-2351

The Ultimate in Fashion Hair
DESIGNER Wigs, Hairpieces and

Modern Headwear

The First and Original Wig Service
for WOMEN of all Ages

by appointment

28 years of Professional Consultations
Empathy and Respect to Every Client
Privacy and Confidentiality Assured
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Help for patients with Type 2 diabetes 
or congestive heart failure is now just a 
phone call away.

TeleCARE Manitoba is a relatively new 
program that allows nurses to monitor a 
patient’s condition over the telephone.

Under the program, specially trained 
nurses work with a patient’s health-care 
provider to develop an overall wellness 
plan. The patient is then provided tools 
and a personalized plan to help manage 

their condition. Nurses then make regular 
calls to ensure patients stay on track or to 
answer questions that may arise.

“The program is really designed to 
help people manage their heart disease 
or diabetes more effectively,” says Jea-
nette Edwards, Regional Director of Pri-
mary Health Care and Chronic Disease 
for the Winnipeg Health Region. “With 
TeleCARE, we can have nurses check up 
on patients to see how they are doing 

and make sure they are making progress 
in managing their conditions. This in turn 
can help prevent frequent visits to the 
doctor or Emergency Department.”

With more Manitobans developing 
chronic diseases, such as diabetes and 
congestive heart failure, the need for 
services like this one will only grow. 
To learn more about this program, call 
TeleCARE Manitoba at 788-8688 or toll 
free at 1-866-204-3737.

Newsline
News from around the Winnipeg Health Region.

Patients now have quicker access 
to their medical files under legislative 
changes that when into effect May 1.

Under the Personal Health Information 
Act (PHIA), hospital staff must respond to 
a request for medical files from a patient 
within 24 hours. Providers in all other 
settings, including for hospital outpa-
tients, personal care homes, doctors’ 

offices and other community health ser-
vices, are required to respond to requests 
for information about patients within 72 
hours of receiving the request.

Previously, requests for patient files 
would be processed within 30 days. 

The new timelines reduce unneces-
sary delays and improve patient safety 
by supporting a patient’s ability to access 

information about his or her care in a 
timely manner. The amendments also 
require that patients be provided with 
information about their rights to access 
their personal health information and the 
right to authorize another person to ac-
cess that information on their behalf. For 
more information, please visit www.gov.
mb.ca/health/phia.

Patient file access eased

TeleCARE open for business

-Jennifer Hudson

For information on class times and locations in your area call
1-800-651-6000 or 987-7546

Super Saver Summer Pass on Sale June 7 to July 3. New Members $140 current
and Lifetime members $120. Pass expires September 4, 2010 (no extensions).
Join now and have the best summer ever

BECAUSE IT WORKS
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www.manitobanurses.ca

Look into
Nursing

A COMMITMENT TO CARING

301 - 275 Broadway
Winnipeg, MB R3C 4M6

Phone: 204.942.1320
Fax: 204.942.0958

Email: mnu@mts.net

Missed 
an issue of 
Wave?

You can read 
back issues 
online at:

www.wrha.mb.ca/wave



With those words, Doug Brown starts loading weights 
on a barbell for one of his exercises. Fifty pounds…100 
pounds…150… 200. At 225 pounds, he’s ready.

Strapping a leather belt around his waist, the defensive 
tackle for the Winnipeg Blue Bombers hoists the bar behind 
his shoulders. Slowly, Brown drops into a squat position and 
holds, grimacing, as his trainer counts to five.

After the first set of 10, Brown puts down the bar and 
breathes heavily as he walks his six-foot, eight frame around 
a local gym for a few moments’ rest. He’ll do two more 
repetitions of the pause squats, a killer exercise because you 
have to hold at the bottom and then have enough momen-
tum to go back up.

With the football season around the corner, these training 
sessions are important for Brown. At 35 years of age, he is 
getting ready for his 10th Canadian Football League season 
and the 14th of his pro football career. That’s a long time to 
be playing football.

Working it out
Blue Bomber Doug Brown  
trains year-round to stay  
in shape. 

Here’s how he does it.

By Judy Owen 

 hese will make 
you throw up  
if you’re not  
careful.”T“
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But today’s workout is not part of some 
quickie, pre-season effort to get into shape. 
Rather, it is part of a year-long program that 
Brown has adopted in order to keep his body 
in the best shape possible. It’s also part of an 
approach to healthy living that Brown has 
embraced since he was a kid – long before he 
even thought about playing football.

And while his fitness program may be 
tailored to the needs of a professional athlete, 
Brown says the philosophy he lives and trains 
by contains important lessons for the average 
Joe or Joanne who just want to enhance their 
health and well-being. 

 “The biggest thing is always consistency,” 
Brown says. “You see people at different 
times of the year, ‘Oh it’s summer, I’ve got 
to get into shape’ or it’s a New Year’s resolu-
tion and stuff. The easiest way is just to be 
consistent.”

“The second thing is to realize that there’s 
no substitute for a work ethic. There’s no 
quick fix to hard work. It’s not easy. It’s a 
lot easier to be out of shape and inactive as 
opposed to the other way. The way the world 
is right now in terms of the food we eat, you 
definitely have your work cut out for you, 
especially as you age and you try to stay on 
top of these things. It has to be a concerted 
effort. You need to understand the values and 
the benefits.”

It’s also important to remember that you 
can be fit without going to the gym. Brown’s 
active lifestyle isn’t limited to lifting weights.

After today’s workout – one of five he does 
each week during the off-season – Brown 
drives a few blocks to the Bomber locker-
room for a shower. Next he’s off to pick up 
his “baby” from daycare – that would be his 
four-legged baby, Samuel the Weimaraner.

He and his energetic year-and-a-half-old 
pup will head out for one of their daily walks 
or bike rides, which have effectively be-
come another component of Brown’s fitness 
program. “We’ll either go to a dog park for an 
hour or I’ll take him on my bike and we’ll do 
anywhere from five to 10 kilometres,” Brown 
says. “On the weekends when I’m not work-
ing out and he’s not at daycare, I pretty much 
take him on the bike five or 10 kilometres, 
two or three times a day.

“He’s definitely made me much more ac-
tive and out in the community. I didn’t pick a 
low-energy dog, I’ll put it that way. He’s very 
well-behaved if he’s exercised, and he’s an 
absolute nightmare if he’s not.”

During the season, Brown takes Sam out 
on the bike before and after practice, which 
ends up being a good way to get the kinks 
out of his legs, he says.

But working out in the gym and running 
Sam aren’t Brown’s only fitness activities.

He and Bombers centre Obby Khan also 
do kickboxing two nights a week in the off-
season, and Brown takes in the occasional 
hot yoga session. “It’s very applicable to 
football,” Brown says of kickboxing, which 
he began last year as a way to add some-
thing new to his off-season training. “On the 
defensive line, we make our living using our 
hands. Kickboxing is very helpful increasing 
hand-eye co-ordination as it is a very techni-
cal sport, and the cardio component of box-
ing also crosses over very well to football.”

On the weekends, he might also take in a 
game of squash. Good thing he has a hot tub 
to soak his weary muscles. “I feel so sloppy 
just sitting around and not exercising and 
getting that sweat and that euphoric feeling 
when you’re done a workout,” he says of his 
busy lifestyle.

It’s a fitness routine that sets the bar ex-
tremely high for his fellow football players, or 
any athlete, for that matter. “I would describe 
it as amazing,” says Khan. “I’ve been around 
this game for seven years professionally now, 
and I don’t think I’ve seen someone train 
harder and more consistently than Doug. He 
has a determination not only to work out 
and play football, but to be the best at it. Two 
weeks after the season is over, he’s back train-
ing.”

While Brown, at 35, is getting up there in 
age – he jokes that he may not get the chance 
to play in the Bombers’ new stadium, slated 
to open in 2012 – he says he doesn’t feel like 
he’s slowing down. He may feel a bit more 
soreness after a game, and may not physi-
cally recover as fast as he once did, but that’s 
about it. 

“To me, this season feels the same as 2001 
when I first came to Winnipeg,” he says. “I 
don’t feel like my strength levels are any 
different or my speed levels are different. My 
conditioning is even better. If anything, a lot 
of stuff I’m doing now exceeds what I did 
before.”

Brown’s desire to excel – minus any perfor-
mance-enhancing drugs – has paid off. Last 
year was the sixth time he was named a CFL 
all-star. He was runner-up for CFL defensive 
player of the year in 2008, won the league’s 

Working it out

Doug Brown says
consistency is key to 
living a healthy life.

Photos by Marianne Helm
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most outstanding Canadian award in 2001, 
and was runner-up in 2006 and 2007.

His work ethic is rooted in his child-
hood. Born in New Westminster, B.C., 
Brown, his sister Cheryl, and their parents 
lived in Port Moody. His father, Eric, was an 
applications engineer for Imperial Oil and 
his mother, Elizabeth, a special-education 
teacher.

His parents weren’t athletic, but he and 
Cheryl, who is two years older, played a 
variety of sports. Both were competitive 
swimmers, and he also played soccer, base-
ball, hockey and rugby. “I’ve always felt 
that by the time you find your calling and 
you become a professional (athlete), having 
experience in a diverse portfolio of sports 
you’ve dabbled in only helps,” Brown 
says. “The different skill sets, the different 
muscles you train and the different things 
you learn from playing a wide spectrum 
of sports, I think it all just benefits you and 
enhances your athleticism in terms of what 
you bring to the game.”

Brown was actually focused on rugby 
in high school, making the B.C. under-17 
and under-19 teams and Canada’s under-19 
squad. It wasn’t until his senior year in 
high school that his buddies coaxed him 
to come out for the football team, telling 
him they were going to win a provincial 

championship, which they did.
While Cheryl turned down a full scholar-

ship to swim at Burnaby’s Simon Fraser 
University to focus on getting an honours 
degree in criminology, Brown wanted to 
find a way to pay for his post-secondary 
education. There were no scholarships 
for rugby at that time so he accepted a 
half-scholarship to play football at SFU. It 
turned into a full scholarship and the cata-
lyst for his pro career.

He redshirted his first year (practised 
but didn’t play, so it didn’t count toward 
his years of eligibility), didn’t play in his 
second year and only played sporadically 
in his third.

In an effort to improve his skills, he prac-
tised with the Coquitlam Track Club. Coach 
Percy Perry broke down the fundamentals 
and components of running and Brown 
soon saw results. “It was tremendous,” he 
says. “I probably went three times a week 
doing speed work and running with all 
these track people and learning the proper 
way to be most proficient in your running. 
I think that’s been my strength… I guess 
for my height and weight, I’ve always been 
able to run fairly well.”

His fastest time in the 40-yard sprint was 
4.86 seconds in his senior year, a pretty 
good dash for someone weighing about 

280 pounds. He had started his university 
career around 215 pounds, adding muscle 
and “good weight” along the way with 
training and a healthy diet. 

It was in his fourth and fifth years with 
the football team when Brown started to 
get noticed. While he had played defensive 
end and tight end in high school, he was 
moved to the defensive tackle position. 

At the time, SFU competed in the U.S.-
based National Association of Intercol-
legiate Athletics rather than the Canadian 
university loop. Brown was named a first-
team all-Conference all-star in his junior 
and senior years. In his senior year in 1996, 
he earned NAIA all-American honours 
and was the College Football Association’s 
defensive player of the year.

National Football League scouts started 
making trips to SFU – rare at the time – to 
test him, and he eventually became the 
first SFU player to make an NFL roster. He 
signed with the Buffalo Bills in 1997 and 
spent that season on the practice roster. 

“I was overwhelmed,” says Brown, who 
also has a degree in geography from SFU. 
“From a football standpoint, I pretty much 
had to learn (the game) all over again. My 
fundamentals were all skewed and my foot-
work was wrong. I’m not casting a stone at 
SFU staff, it’s just another scale and level 

Doug Brown and his dog, Samuel, 
go for a run at Canad Inns Stadium.
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of preparedness. I could hold my own with 
strength, and my speed was fine, but my 
technique was horrible.”

He admits he was a bit “embarrassed” 
going up against the starters, but it was also 
motivating and his coaches were willing 
to develop his skills. An hour before each 
of the two-a-day practices during that first 
training camp, he’d go out on the field 
and work on his fundamentals. In his hotel 
room, he’d practise his stance, his hand 
placement, his steps and his co-ordination. 

He ended up moving to the Washington 
Redskins for the 1998 and 1999 seasons, 
playing 10 games in each year. He broke 
his foot during the 2000 training camp 
when he caught it awkwardly running on 
the grass and spent the season rehabbing 
it before being released. Although he went 
to a Redskins’ mini camp in 2001, by the 
time they called him to sign a contract he 
had already inked a deal to play for the 
Blue Bombers.

Brown says he has no regrets about 
ending up north of the border, and views 
his time in the NFL as an education for be-
coming a better player through hard work. 
He always took part in the NFL clubs’ off-
season workout programs, but wondered 
why the stars weren’t around. He later 
found out they were working out elsewhere 

with personal trainers who were pushing 
the envelope with innovative programs. As 
a result, he has spent the last five years do-
ing the same, working with a trainer.

“The greatest thing about working with 
Jeff is he understands the CFL game,” 
Brown says. “I think the biggest thing 
people at my position don’t recognize is 
how much of playing defensive line in the 
CFL is about conditioning. There are so 
many guys who are bigger than me, but 
they don’t have the same conditioning.

“You want to strive to have the skill and 
the ability to stay active in the fourth quar-
ter. You want to be able to throw the same 
moves and play with the same energy in 
the fourth quarter as you do in the first.”

There’s little doubt he’s able to do that.
“His fitness is incomparable to other 

interior defensive linemen,” Khan says. 
“During practice when we get some free 
time, Doug is running shuttles in the corner 
of the field. And it shows in games. Big 
defensive linemen always get tired as the 
game goes on and that’s what we offensive 
linemen look forward to. But not Doug – 
he gets stronger as the game goes on. And I 
know for a fact offensive linemen through-
out the CFL hate playing against Doug 
because of that reason.”

How long Brown continues playing is 

anyone’s guess. He figures there are four 
ways a career ends: a player retires on their 
own terms; someone beats them out; they 
get injured; or they become complacent. 
“The lucky guys, the smart guys, are the 
ones who retire on their own terms,” he 
says. “I’m in a year-by-year evaluation. The 
minute I feel I’m not doing myself or this 
team any service by my participation, then 
it’s time to go.” 

Or if he suffers a serious injury.
“I’ve always told myself: first serious 

injury I have, I’m done,” he says. “It’s 
not going to be worth it for me to inhibit 
or hamper the rest of my life because of 
something I’m doing short-term. Luckily, I 
haven’t come to that crossroads.”

Indeed, life after the game can be dif-
ficult for football players. Much has been 
written about the health problems of  
former CFL linemen once they hit their 50s 
and 60s.   

But Brown’s lifestyle and training should 
help him avoid the long-term toll that the 
game has taken on other players. In fact, 
Brown says he may even feel better once 
his career ends because he’ll drop some 
of his 290 pounds and ease his joints and 
muscles. Whatever happens, he’s thankful 
he’s been able to earn a living playing a 
game he absolutely loves. 

“When it all comes together, it’s like a 
beautiful performing orchestra,” he says. “It 
probably looks like carnage and violence 
and chaos to most people, but when things 
happen the way they should offensively 
and defensively on a team, it’s a symphony 
of violence. There’s no other sport I’ve 
played that’s as satisfying when things are 
going well.”

One thing that won’t change post-career 
is his need to live a healthy lifestyle.

“It’s addictive,” he says. “I haven’t just 
been working out since I became a pro-
fessional athlete. I started in junior high 
school, mainly out of my insecurity of 
being so tall and so slender, you could say. 
It’ll definitely change and it’ll be adjusted, 
but you have a certain way that you run 
your life.”

Judy Owen is a Winnipeg writer.
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December

Brown works out at a local gym five days a week during the 
off-season. When he walks through the door, he looks up on a 
board to find out what his workout will be for that day. 

Individual exercises have nothing to do with the success of an 
off-season program. Rather it is the develoment of a com-
plete program that makes the difference.

After playing in one or two pre-season games,18 regular-
season games and up to three playoff games, the bodies 
of football players get worn down. They lose a significant 
amount of strength and are often dehydrated, so the first 
month after a season is spent doing a program focused on 
recovery. Brown will do a lot of stretching and easy aerobic 
work, and any trouble spots such as sore shoulders, knees or 
tight back are taken care of. Exercises during the first month 
include core stabilization, abdominal, lower-back move-
ments, biking, partner stretching, light weightlifting and basic 
shoulder stabilization movements. 

March and April

The power component of Brown’s workout program includes 
replicating a lot of football-specific movements such as 
squats and moving weight rapidly. 

Brown’s defensive tackle position requires him to “own his 
spot” and move his “space” as close to the quarterback as 
possible. Brown’s program is a weekly cycle. At the begin-
ning, it’s a lot of power and strength work such as squats and 
Olympic power cleans without the jerk. At the end of the 
week, he concentrates a little bit more on the core function 
with shoulder flies and hamstring curls. He also works on foot 
speed and adds more upper-body pushing movements as 

the season draws closer. Those movements include the stand-
ing push press, bench press and one-arm dumbbell snatch.

May / Training Camp

Brown usually plays at a weight of around 290 pounds, but 
he goes into camp at between 293 to 299 pounds. A month 
out of camp, he also does some foot-speed work on a grass 
field near Elite and have Brown re-familiarize himself with his 
“space” on a field. He also maintains his strength and power.  
 

Football fans watch Winnipeg Blue 
Bombers defensive tackle Doug 
Brown mix it up in the trenches up to 
23 games each year. 

While they admire his skill, quickness 
and power, they might not realize 
how many hours the 35-year-old 
trains to produce those 60-minute 
performances. 

Doug Brown’s fitness program

Here’s a glimpse into 
Brown’s yearly  
quest to be faster, 
stronger, better: 

January to mid-February

Workouts begin to focus on basic strength movement and 
maintaining cardiovascular fitness. Brown does compound lifts 
(multi-joint movements) such as bench presses and squats, 
most involving four sets of 10 repetitions. His gym has a Ham-
mer Strength ground base jammer machine designed for foot

ball players and the explosive strength they need to develop. 
Athletes keep their feet on the ground and put weights on the 
machine’s moving parts, which they pull and push, replicating 
the first explosive movement for a lot of football players, espe-
cially offensive and defensive linemen.
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June / Training Camp

The main priority during training camp is recovery from 
the four-and-a-half hours players practise each day, ac-
cording to Bomber trainer Al Couture. 

Players are told they should only be in the weight room 
for 15 to 25 minutes, one to two days a week, depend-
ing on how banged up they are. “You get in, work hard, 
get out,” he says.

For one of those days, defensive and offensive line-
men such as Brown will concentrate on their core lifts – 
bench-presses, squats and chin-ups. “That’s just to main-
tain the core exercises that they’re using in football,” 
Couture says. “You’re staying around the six to eight 
repetitions to maintain that. You don’t want to overtax 
the central nervous system, either, because football in 
training camp is going to do that.”

The second day in the weight room involves lighter 
weight, but explosive movements. “Football is explosive, 
so you don’t want to be spending all your time just do-
ing slow, heavy lifts. You need to maintain that explo-
siveness.” That’s done with a variety of exercises using 
dumbbells and kettlebells. 

July – November: Regular Season 

Players maintain the 15-to 25-minute workout schedule 
during the season, but it increases to two to three days a 
week if the player came out of a game relatively un-
scathed. 

The day after a game, Brown and other players spend 
some time doing “stability” exercises using gymnastic rings 
and elastic cords and tubing. The rings in the Bombers’ 
weight room are suspended from a squat rack. Players 
use them for exercises such as pushups, dumbbell flies and 
single-leg squats. 

On the second day after a game, players continue their 
core lifts such as bench-presses and squats. “When you 
do that, you’re typically lifting a little bit heavier, so you 
want to make sure that’s far enough in advance away 
from the (next) game because you don’t want the guys 
to still be sore from the workout they did,” Couture says. 
The second day may also include Brown and a couple of  
linemen doing 300-yard shuttles during or after practice 
for speed and endurance. They run back and forth from 
the goal line to the 25-yard line six times, doing it twice 
with a rest in between. 

If the schedule allows, a third workout day returns to 
explosive exercises using dumbbells and kettlebells and 
doing some clean and jerks like weight lifters. “On game 
day, they haven’t done anything of great intensity for 48 
hours,” Couture says. 

Doug Brown and Bomber teammate Obby Khan 
engage in a kickboxing match. “It’s very applicable to 
football,” Brown says of the sport.
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Remember the TV series The Incredible 
Hulk, where Lou Ferrigno would morph 
into a green, muscle-popping monster?

Winnipeg Blue Bombers defensive tackle 
Doug Brown has seen some similar charac-
ters on the football field – competitors who 

are on steroids. 
“I’d play against offensive linemen in 

the CFL – I won’t name any names – and 
it would be like, ‘Oh no, his skin’s purple, 
that means he’s back on his cycle kind of 
thing,’’’ Brown says.

The purple skin tone is just one of the 
side-effects of steroids. Other red flags are 
bloating, “roid rage” (extreme aggressive 
behaviour) and acne. “Obviously, steroids 
are things you have to come on and off 
of,” Brown says. “You’d look at your season 

schedule and hope that the guys were “off 
the sauce,” we call it, so to speak, when 
you’d be going against them.”

The use of performance-enhancing drugs 
such as steroids has been in sports at all 
levels for years, but the six-time Canadian 

Football League all-star says he’s never 
been tempted.

“I’ve never really had anybody offer or 
tempt me and it’s never something I’ve 
sought out,” says Brown, who’s heading 
into his 10th CFL season and also spent 
four seasons in the NFL with Buffalo and 
Washington.

“It’s been a non-issue for me.”
He’s also been blessed with a six-foot-

eight frame he could strengthen through 
weight training and proper diet.

 
 
 
 
“I remember in senior high a number of 
guys who tried to do the quick fix, but for 
some reason we used to make fun of those 
guys,” says Brown, who grew up in Port 
Moody, B.C. “I’ve always been reasonably 
adept at bench-press or whatever and we’d 
see these guys that were using steroids and 
we were still stronger than them, and it 
would infuriate them.”

There’s also the toll such substances have 
on the body. 

“I’ve never in my experience seen 
anybody use performance enhancers that 
hasn’t been plagued by injuries and all the 
side-effects,” Brown says.

“Professional sport is so short-term any-
ways and these things can damage you so 
severely. To me, it’s almost a detriment.”

Brown works out year-round, including 
five days a week in the off-season at a local 
gym to get his body fit and up to a playing 
weight of 290 pounds. 

Steroid use was more common back in 
the early 1990s when some athletes tried to 
find ways to cut corners to get bigger and 
stronge. Today, however, the emphasis is on 
nutrition and training.

The CFL has discussed doing tests for 
performance-enhancing drugs and illegal 
drugs for years. Brown is Winnipeg’s player 
representative and has voted for its imple-
mentation. Whether it’ll be on the table 
when the league and players’ association 
hammer out a new collective bargaining 
agreement this year remains to be seen.

“If we’re having financial issues or 
distress with some of the franchises, then 
there might be other immediate things we 
need to fix first with that cash,” Brown says, 
adding he’s heard drug testing could cost 
around $500,000 to implement.

“But I’m definitely an advocate of it. I 
definitely think it needs to happen sooner 
or later.”

Steroids offer 
no advantage

Proper training 
and nutrition 
key to success 
on gridiron

By Judy Owen

“I’ve never in my experience seen any-
body use performance enhancers that 
hasn’t been plagued by injuries and all 
the side-effects.” 
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Breakfast 

As the most important meal of the day, Brown usually gets off to a good 
start with egg whites, toast and a smoothie. 

Mid-morning snack 

Fruit is the food of choice for a morning snack. Brown usually has an 
apple or yogurt. After training, he might also have a protein shake.

Lunch 

Salmon is on the menu. So are lean meats, poultry and pasta, along 
with a selection of vegetables. Flax seed oil, walnuts, and sesame 
seeds are also high on the list of lunch-time foods. Brown generally eats 
heavier meals during the day and reduces his caloric intake in the eve-
ning. Healthy fats, carbohydrates and protein are important for building 
energy and aiding in recovery from workouts. In addition to providing 
vitamins, veggies also loaded with antioxidants. 

Afternoon snack 

After a long walk with his dog, Brown is usually up for some fruit, yogurt 
or a sandwich with cheese and vegetables and a booster juice. 

Dinner 

Chicken and fish are big menu items for dinner, along with a selection of 
vegetables, especially leafy green varieties, such as romaine lettuce. 

Evening snack

Brown may have a light evening snack, usually an apple, yogurt or 
some nuts.

Supplements

Flaxseed oil and whey protein supplements are on Brown’s list of ap-
proved supplements. However, athletes, or anyone else for that matter, 
should be be careful about supplements. If you have questions, consult 
your family physician or a registered dietitan.

Doug Brown can’t remember the last 
time he ate a chocolate bar or a fast-
food cheeseburger. It’s not that he 
doesn’t think they’d taste good, it’s just 
that he doesn’t want to deal with the 
consequences of eating them. 

“It’s unbelievable if you have a certain 
level of conditioning how horrible you 
feel after you have some fast food or a 
cheeseburger or whatever,” the Winni-
peg Blue Bombers defensive tackle says.

Fortunately, Brown has never really had 
to struggle with an addiction to junk 
food. His awareness of what he puts in his 
body goes back to his childhood, when 
his parents ensured he and his older sister, 
Cheryl, had a well-balanced diet.

“That’s kind of been entrenched in me 
just from growing up. It’s pretty simple – if 
you expect your body to perform at a 
high level you have to be cognizant of 
what you’re fuelling it with.”

So what and how much does a defen-
sive tackle eat to stay in game shape? 
Brown’s diet varies according to the 
time of year and the type of training he 
is doing. And while the specifics of his 
program are a closely guarded trade 
secret, there are some things in common 
with Eating Well with Canada’s Food 
Guide, such as eating more vegetables, 
and consuming less fatty foods. Here is a 
general idea of what Brown’s daily diet 
looks like:

Doug Brown’s menu
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NEW TECHNIQUES FOR PATIENT TRANSFERS 
HELP REDUCE WORKPLACE INJURIES

By Susie Strachan

It didn’t take Marlene Sul long to assess the situation.
A patient in the Surgical Intensive Care 

Unit at the Health Sciences Centre needed 
to be transferred from bed to gurney. In the 
past, Sul, a health-care assistant, would 
have tried to move the patient on her own, 
possibly risking injury to herself in the 
process. 

Not this time. Thanks to a relatively 
new training program being implemented 
throughout the Winnipeg Health Region, 
Sul was now in a position to determine 
the best – and safest – way to transfer the 
patient.

Drawing on her training, Sul quickly 
checked out information posted at the pa-
tient’s bedside for clues about his mobility. 
She determined the patient could be moved 
by using something called a slider – a 
length of very slippery cloth with handles 
along the sides, which can be slipped 
under a patient.

Sul and another health-care assistant 
teamed up to move the patient and slip the 
slider underneath. Once the slider was in 
place, Sul counted down “one, two, three,” 
and the two of them transferred the patient 
from the bed to the gurney with amazing 
ease. 

For Sul, the story illustrates the value of 
the training she received. “You don’t have 
to work hard,” she explains. “You learn to 
transfer your weight and use that to pull 

the patient along, rather than pushing them 
with your arms.” 

The training session on sliders is just 
one example of how the Winnipeg Health 
Region is working to help health-care 
aides, nurses and other medical staff to 
transfer patients safely and easily. It’s part 
of an overall effort to reduce the number of 
injuries suffered by health-care providers 
during the course of their duties.

That effort involves a training course 
for each and every worker who handles 
patients, says Daria McLean, Director of 
Services with Occupational Environmental 
Safety & Health, who is in charge of the 
training.   

In the Bariatric / Non Bariatric Safe Pa-
tient Handling course at HSC, Sul and oth-
ers learned how to use equipment such as 
sliders and mechanical lifts, as well as how 
to use weight transfer and body movement 
to move patients. The training also includes 
a run-through of patient evaluation forms, 
which nurses must fill out weekly or if there 
has been a change in a patient’s mobil-
ity. Patient evaluations are used to fill out 
a visual chart, which outlines a patient’s 
mobility, whether they require lifts and slid-
ers to move them, and how many staff are 
required to make the transfer.

“We use eight case studies in the course, 
to teach the staff how to evaluate a patient 

by going through a series of yes or no ques-
tions about how to get that patient up,” says 
Susan Thorvaldson, a musculoskeletal in-
jury prevention specialist and one of three 
trainers in the program.

The problems associated with transferring 
patients have become more pronounced in 
recent years. The stress of moving patients 
from bed to chair, from bed to bed, from 
bed to gurney, all day long, can result in 
a lot of back pain, aches and sprains for 
nurses, unit assistants, health-care aides 
and other staff. For example, statistics show 
that 84 per cent of staff members at Health 
Sciences Centre will have a back problem 
at some point in their career. That affects 
their job performance and spills over into 
their private lives. 

But things are changing. Since the patient 
handling course was implemented in May 
2008, about 1,500 staff members have 
been trained, and another 1,500 are ex-
pected to complete the eight-hour course. 
In addition, HSC administration recently in-
vested $160,000 in new equipment aimed 
at making the job of transferring patients a 
lot easier.

And injury numbers are dropping. 
Between May 2008 and March 31, 2009, 
the medical wards of the HSC complex 
reported 59 injuries among staff who work 
in patient handling, including 22 who lost 

Doing it right

safety first
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Learn more about making the health-care workplace 
safer by downloading information from the SAFE Work 
website. The WRHA provides training for all its work-
ers, in areas of safety, risk assessment and prevention, 
along with workers rights and responsibilities.

If you would like to learn more about the various train-
ing programs underway throughout the Winnipeg 
Health Region, please contact Daria McLean, Director 
of Services with Occupational Environmental Safety & 
Health, at 787-4817.   

SAFE Health Care
Most Manitoba health-care workers do their jobs in 
one of three workplace environments: acute, long-
term or community care. Though each workplace is 
different, they all share the common need for safety – 
and not just that of patients and clients, but also that 
of the caregivers themselves.

SAFE Health Care is an injury-prevention strategy 
developed for health-care workers, by health-care-
workers and with health-care workers’ unique safety 
needs in mind. It is rooted in four key principles:

Commitment
Making real change requires real commitment from 
every member of the health-care team.

Accountability
Knowing what is expected of each member of the 
health-care team in terms of safety helps keep every-
one safe.

Responsibility
Safe work is everyone’s responsibility – which is why 
everyone needs to work together to make the work-
place a safer one. There are a number of ways to help 
make the workplace safer for everyone.

SAFE Plan of Action
Health-care workers work with a wide variety of po-
tential hazards. Actively following the SAFE plan will 
help prevent problems from occurring.

time at work. In the time since HSC began the training, from May 2009 
to March 31, 2010, the medical wards of the complex recorded 33 
injuries among staff related to patient handling, including the 11 who 
missed time from work. 

McLean says the success of the program can be attributed to a com-
mitment from the many people at HSC. “In every single area, we have 
seen a drop in musculoskeletal injuries, which will result in a decrease 
of our Workers Compensation Board experience rates.”

In addition to using sliders, the program also includes training in the 
use of mechanical lifts. In these sessions, staff members are taught to use 
sit-stand lifts and whole-body lifts. New international safety standards 
recommend health-care staff do not lift more than 35 lbs of a patient’s 
weight at any time. A 350-pound patient may have a leg that weighs 
more than 35 pounds, so it’s prudent to use a sling and a mechanical lift 
to raise the leg, says Thorvaldson.

Trainers also visit hospital wards to learn about real-life issues that 
health-care providers face in carrying out their jobs. Glenn Seroy, one of 
the trainers, says the chance to see the staff in action is invaluable. For 
example, trainers discovered during their visits to the wards that it is im-
portant to have one staff member take the lead when moving a patient. 

“We looked at cases where the patient was fearful of being lifted or 
unco-operative, and discovered that they needed to really trust some-
one in the group lifting them,” Seroy says. That trusted person needs to 
become the person who calls the shots, who decides how fast the pace 
will be when moving a patient.” The training now calls for one of a 
group of staff to take the lead when moving or lifting a patient.

Another one of the trainers, Gail Archer-Heese, is in the process of 
creating a specialized program to teach HSC staff who care for pediatric 
patients at the Children’s Hospital. Other hospitals in Manitoba are also 
interested in the Bariatric / Non-bariatric Safe Patient Handling course. 

Susie Strachan is a Winnipeg writer.

This message is brought to you by:

Trainers Susan Thorvaldson (left), Gail Archer-Heese and 
Glenn Seroy demonstrate the proper use of a slider.
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And to think that just under 24 hours 
earlier, those letters and numbers looked 
to me like they could have been Greek 
symbols on parchment. 

Prior to having cataract surgery at the 
Winnipeg Health Region’s Eye Care Cen-
tre of Excellence at Misericordia Health 
Centre, my left eye required highly 
concentrated lenses to see even the back 
of my hand. My eyesight has been slowly 
deteriorating  since I was eight years old. 
By the time I was 16, I was able to wear 
contact lenses, which slowed the dete-
rioration. But some five years ago, the 
vision in my left eye suffered a mishap in 

a beer league hockey game. A tenacious 
forechecker in my younger years, I often 
played with reckless abandon. Never 
giving much thought to the use of a face 
shield, or eye protection. But I would pay 
the price for these delusions of impervi-
ousness. While forechecking an opposing 
player along the boards during a casual 
pick-up game, an errant puck flipped up 
off my stick and hit me square in the eye. 
I dropped to the ice like a sack of coal. 
I recall seeing stars floating under my 
eyelid, but not much else. I left the ice 
that evening with a purplish-black eye, 
swollen shut. The next morning when I 

gingerly pried it open with my fingers 
to look in the mirror at the damage, all 
I could see – rather, couldn’t see – was 
blackness. 

My doctor immediately set up an 
appointment with Dr. Marilyn Ekins, an 
ophthalmologist at the Winnipeg Clinic. 
She didn’t like what she saw when she 
peered into the blackened hole of my 
eye. 

Following the accident, I was deemed 
legally blind in my left eye. After about 
a month of healing, I was still able to 
vaguely see out of the eye, but my eye- 
wear prescription was nearly off the 

But on December 15, 2009 (a day before my 48th birthday), for the first time since 
the third grade, they were as clear as day. No lenses, no contacts, no visual aid 
necessary. There they were, and the line beneath them and the letters and numbers 
below them all rolled off the tip of my tongue like I had just solved the hermetic code. 

Kelly Langevin recently underwent cataract surgery 
to repair damage to his left eye. Here is his story.

FIRST PERSON / Kelly Langevin

Pardon the pun, but I literally could not believe my eye.

For over 30 years, those random letters one finds on an eye chart 
have proven elusive to me. Time and again, I would visit my 
optometrist and take the test, hoping somehow my left eye would 
see the letters. I always felt a little guilty when I was incapable 
of telling the optometrist what those fuzzy symbols were, like 
a test I never studied for and the teacher giving me a nasty stare. 
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What is a cataract?
A cataract is a clouding of the lens, which is caused by the aging process, 
blunt trauma or some systemic diseases. Some people experience blurry vi-
sion, haziness, double vision, difficulty with night driving and sensitivity to light.
In a normal eye, light passes through the clear lens and is focused on the 
back of the eye. In an eye with a cataract, the lens becomes cloudy or fog-
gy and vision becomes distorted. When your day-to-day activity is affected 
by decreasing vision, it may be time to have cataract surgery. The only way 
to treat a cataract is by removing the lens.

How is it treated? 
When the cataract interferes with normal daily activities, you can be referred 
to an ophthalmologist to have it removed surgically. During surgery, ultrasonic 
waves break down the lens material and the surgeon removes it through a 
very small opening. An intraocular lens (IOL) is then implanted to replace the 
natural lens. There are two types of lenses on the market and your surgeon 
will discuss with you which type would best suit your eye condition and your 
lifestyle.

What is an intraocular lens?
An intraocular lens is an artificial lens for the eye, also called an IOL, which 
replaces the eye’s natural lens during cataract surgery.

How will an IOL affect my vision?
IOLs come in many different strengths, just like prescription eyeglasses or con-
tact lenses. Your doctor will determine which lens is best for your eye.

What is an IOL made of?
Commonly, IOLs are made of acrylic or silicone material.

Are there any complications after having an 
IOL implanted?
The success rate is excellent. Complications are rare and most can be 
treated. Retinal detachment, infection, inflammation, elevated intraocular 
pressure may occur.

Is it ever necessary to replace an IOL?
Your eye will normally tolerate an IOL very well. Only rarely would an IOL have 
to be replaced.

For more information about cataracts, please visit the Eye Care Centre of 
Excellence website at www.misericordia.mb.ca/Programs/ecCataract.html

Source: Eye Care Centre of Excellence

normal vision

vision with cataracts

What you need to know about 
cataracts

eye with cataract

healthy eye
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charts at -12.00 diopters.
Over the years, I tolerated some blurred 

vision in my left eye. The right eye com-
pensated and, between the two, I could 
pretty well function normally in my office 
job. Damage to the iris kept it fully open 
all the time, which made it difficult to go 
outside in any weather without sun-
glasses. 

Regardless, I adjusted and didn’t think 
much about the problem for a few years 
following. I bought a protective eye shield 
for my helmet and have kept playing 
recreational hockey, although today I’m a 

little less reckless, and not as tenacious in 
the forechecking efforts. 

Over the past few years, age has been 
creeping up on my eyesight (along with 
my hairline), and I required reading glass-
es. My damaged left eye, however, pro-
gressively got more cloudy and blurred. A 
regular visit to the optician brought up the 
subject of cataracts. 

The lens of our eyes is made up mostly 
of protein and water. An eye injury, or in 
90 per cent of the cases, the aging pro-
cess, can cause cloudiness on the lens.

Due to the damage of the lens in my 

eye, the earlier onset of cataracts was af-
fecting my vision. Once again my eyesight 
was at risk, but once again new health- 
care technologies and techniques would 
come to the rescue. 

My optician referred me to Dr. Daniel 
Chin, a cataract surgeon who practised 
out of the Medical Arts Building. He told 
me he could surgically remove the cata-
ract, which would improve the sight in my 
left eye. He discussed with me the risks of 
surgery, especially with the eye previously 
damaged. 
   The procedure involves using some 

How cataract surgery is performed

1 

2

3 

4 

Cataract removal can done relatively quickly on an outpatient basis. Here is 
what happens during the procedure:

A small incision is made in the cornea of the eye just 
behind the iris. Through this incision, the surgeon installs 
an ultrasonic probe – about the size of a pen tip, which 
is used to break up the lens of the eye into tiny pieces. 

The vacuum tube in the probe is used to suck up the 
broken bits of lens.

With the old lens removed, a new artificial lens – rolled 
up like a soft taco shell – is slipped through a small tube 
inserted in the incision of the eye. The new artificial lens 
also has retractable arms on two sides of the lens that 
spread out after insertion in the lens chamber. The arms 
help hold the lens in place so that it is centred within  
the lens chamber.

Once the artificial lens is properly centred, it allows light 
to flow through the eye and project images onto the 
back of the eye, just like any “natural” lens.

To watch a video of cataract surgery being 
performed, please visit www.wrha.mb.ca/
wave and click on the web extra icon

1 2

3

4
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Zonules
The fibre-like processes extend-
ing from the ciliary body to the 
capsule of the lens of the eye. 
The zonules are responsible for 
holding the lens of the eye in its 
normal position. 

Sclera
The white outer wall of the eye.

Cornea
The front clear “window” of the 
eye (where a contact lens rests). 
The cornea is responsible for 
focusing light rays to the back of 
the eye.

Retina
The layer of tissue lining the inside 
of the back of the eye. The retina 
contains millions of photorecep-
tor cells, which convert light into 
images.

Macula
The centre of the retina, which is 
responsible for about the central 
15 degrees of vision. The macula 
is approximately 5.5 mm (less than 
1/4 inch) in diameter.

Optic Nerve
The bundled collection of the 
retinal nerve fibre layer, which 
transmits visual information from 
the eye to the brain.

Iris
The coloured structure that rests 
behind the cornea and in front of 
the natural lens. The opening in 
the centre of the iris is the pupil. 
The iris acts like a camera shutter 
and controls the amount of light 
that enters the eye.

Lens
Normally clear, the lens sits behind 
the iris and in front of the vitreous 
humour. The lens focuses light rays 
on the back of the eye.

Ciliary Body
Located just behind the iris, the 
ciliary body is instrumental in con-
trolling the focusing of the eye 
and the production of aqueous 
fluid.

Choroid
A vascular layer situated be-
tween the retina and the sclera 
of the eye. 

To watch a video on the Winnipeg Health Region’s Eye Care 
Centre of Excellence at Misericordia Health Centre, please 
visit www.misericordia.mb.ca/Programs/EyeCare.html.

For more information, please call 204-788-8600. 

The anatomy of an eye
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Source: Eye Care Centre of Excellence
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aesthetic jelly to freeze the eye. A small 
incision, 2.6 mm, is made in between the 
cornea and sclera. Through this incision, 
the surgeon installs an ultrasonic probe, 
smaller than the size of a pen tip, which 
he uses to break up the lens of the eye into 
tiny pieces. Another instrument is used 
to suck out the “emulsified” pieces of the 
cataract. With the old lens removed, a new 
artificial lens – rolled up like a soft taco 
shell – is injected through the small inci-
sion. The new “artificial lens” also has arms 
on two sides of the lens that spread out 
after insertion into the eye. The arms help 
hold the lens in place so that it is centred. 
Once the artificial lens is properly centred, 
it allows light to flow through the eye and 

project images onto the back of the eye just 
like any “natural” lens.

Because of the damage to the support of 
my lens, Chin also added a circular sup-
porting ring into the eye to help keep the 
new artificial lens steady.

The surgery was actually painless, which 
is somewhat ironic because when I looked 
at the photos of the procedure, well, the 
quote from Jack Nicholson in Terms of 
Endearment: “I’d rather stick needles in my 
eye,” came to mind.

During the surgery I was fully conscious 
and aware of the procedures being per-
formed. I received a number of eye drops 
to disinfect and anesthetize the eye, to help 
keep it steady and prevent me from blink-

ing. I was wrapped tightly on a bed sheet 
with my arms discreetly tucked and rolled 
into the sheets – I surmised that was to 
keep from lifting my hands up to instinc-
tively remove any instruments inserted into 
the eye.

For much of the procedure, I recall lying 
on my back on the gurney, staring into 
a very bright light – the light above the 
operating table. During most of the surgery, 
the light appeared very bright but more of a 
dulled haze and with little refraction – until 
after the lens was inserted. Suddenly, the 
light established a sharp texture, with the 
element of the bulb briefly becoming clear 
just before an eye patch was placed over 
the eye and the surgery completed. 
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Kelly Langevin 
looks through a 
phoropter, which 
is used to measure 
refractive error and 
determine eyeglass 
prescriptions.
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The Winnipeg Health Region’s Eye 
Care Centre of Excellence at Miseri-
cordia Health Centre is home to an 
ophthalmology program that includes 
14 in-patient beds and is the largest 
comprehensive surgical and treat-
ment centre in western Canada. In 
addition, the centre includes a remote 
screening program for northern com-
munities and the Lions Eye Bank. 

The centre assesses and treats about 
24,000 patients annually, and addi-
tionally performs 8,100 eye surgeries, 
including 500 on an emergency basis. 
It has 24 surgical ophthalmologists on 
staff – many with sub-specialty training 
– serving Manitoba, Northwest Ontario, 
the Territories and Nunavut. Ophthal-
mology patients are cared for by an 
inter-professional team at the centre, 

which includes nurses, photographers 
social workers, ophthalmology assis-
tants, occupational therapists, home-
care staff and outreach nurses who 
provide eye-health promotion sessions 
and follow-up care. 

Cataract operations account for 78 
per cent of total surgeries, followed 
by retinal, glaucoma, cornea, globe, 
strabismus and orbit. The centre is a 
leader in cataract and retinal detach-
ment procedures, and treatment 
for glaucoma and corneal diseases. 
Ophthalmologists also provide 24-hour 
on-call services. 

The Retinal Screening Vision Program 
serves residents in Manitoba’s north-
ern Burntwood and Norman health 
regions. Residents attend clinics where 

specially trained nurses take digital 
photographs of their eyes. The photos 
are reviewed via computer by the 
Eye Care Centre of Excellence’s 
retinal specialists, who can detect 
diabetic retinopathy and other 
conditions and initiate referral for 
follow-up. Participants benefit by not 
initially having to travel to Winnipeg, 
while ongoing monitoring allows for 
the early detection and treatment 
of many diseases that can cause 
vision loss. 

The Lions Eye Bank also operates within 
the Eye Care Centre of Excellence.  
More than 100 donations are made 
each year. The Eye Bank Medical Lab 
procures and evaluates eye tissues 
from donors that are used for corneal 
transplants, research and education. 

About the Eye Care Centre of Excellence  

I was wheeled out of the surgery room to a post-op 
area where I was able to rest and served toast and juice 
by very courteous staff. 

Normally, this surgery procedure takes about 15 
minutes and patients are in and out of the Misericordia 
Health Centre within a few hours. According to Chin, 
due to the damage of my eye, the procedure took almost 
an hour, and was more complex than most cataract 
surgeries.

Regardless of these complexities, the end result was, in 
my “eyes,” miraculous. I currently only wear one contact 
lens in my right eye to balance out my vision, and on 
occasion, by force of habit, I’ve fished into my left eye for 
a contact lens that isn’t there.

While the return of my sight made me appreciate 
and value the precious gift we all have to visualize our 
world, I also gained a lot of respect and fascination for 
the healing power of the eye. In concert with the 
right technology and the right skills found at 
the Eye Care Centre of Excellence, the eyes 
have incredible resiliency and potential for 
recovery. Of course, not everyone can see, 
nor appreciate that. But as we all age, and 
our eyesight gets a little cloudy… you 
will.  

Kelly Langevin is Manager of Com-
munications and Public Affairs for the 
Winnipeg Health Region.
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Kelly Langevin (left)  
and Dr. Daniel Chin.
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By Bob Armstrong

At the age of six, with eight bright, white 
permanent front teeth, Storm Lynn Fiddler 
is an example to her schoolmates of the 
benefits of oral hygiene and dental care.

 But her clean bill of dental health is no 
accident. Her grandmother, Shirley De-
clercq, took Storm to see Dr. Bob Schroth, 
a dentist who practises at the Winnipeg 
Health Region’s Access Downtown, when 

she was just eight months old.
Applications of fluoride varnish com-

bined with diligent care by her grand-
mother, who flosses the little girl’s teeth 
every night and makes sure she brushes 
thoroughly twice a day, have made Storm 
the poster girl for Manitoba’s efforts to curb 
tooth decay in young children.

And we need a poster girl, because 

despite a decade of efforts to deal with an 
epidemic of early childhood tooth decay 
(known as ECC, for early childhood caries, 
the technical term for tooth decay), Mani-
toba still has more than 2,000 children per 
year requiring dental surgery under general 
anaesthetic.

Storm did not need such dental surgery, 
as Schroth was able to address potential 

region news

Storm Lynn Fiddler knows how to take care of her teeth.
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issues before they became problems. 
Declercq, meanwhile, has become an 

advocate of oral health for kids. “I volun-
teer at Storm’s school,” she says. “I talk to 
the kids and say, ‘Make sure to brush your 
teeth.’ I tell them Storm’s teeth are strong.”

The tragedy is that the pain of tooth 
decay and the health and behaviour prob-
lems it can cause are preventable.

“It’s a disease of poverty, particularly 
extreme poverty,” says Dr. Mike Moffatt, 
a pediatrician and Executive Director of 
Research and Applied Learning with the 
Winnipeg Health Region. “The general 
population had this problem in the 1950s 
prior to fluoridated water, toothpaste and 
rising standards of living,” he says.

In the 1950s, after the end of Second 
World War-era sugar rationing, young 
baby boomers were the first generation to 
have plentiful pop and candy. As a result, 
most people 50 years of age or older have 
a mouthful of fillings.

Access to fluoride, education about 
tooth decay and preventive trips to the 
dentist have meant that, in most cases, the 
children and grandchildren of baby boom-
ers have much healthier teeth.

But in remote and northern communi-
ties, where poverty is combined with 
limited access to healthy food, a lack of 
fluoridated water and a shortage of dental 

care, tooth decay is 
epidemic in children. 
High needs areas in 
Winnipeg are almost 
as badly affected.

A decade ago, 
childhood tooth 
decay became a 
major problem for the 

health system as a whole when the waiting 
list for young children to receive dental 
surgery grew to 1,500. As unfortunate as 
that was for children who were flown to 
Winnipeg to have decayed baby teeth 
removed under general anaesthetic, it was 
also becoming a serious problem for the 
health-care system because of the drain on 
operating room resources.

A baseline study conducted in 2001 in 
Winnipeg, Thompson and two First Na-
tions communities showed that more than 
half of the pre-school children examined 
had decayed, extracted or filled teeth – an 
average of 4.2-5.0 per child.

Jeanette Edwards, Regional Director 
of Primary Health and Chronic Disease 
with the Winnipeg Health Region, knew 
something had to be done. “I thought, 
‘This is 100 per cent preventable,’” reflects 
Edwards. “I thought we needed to be 
working upstream, as with many issues in 
health care, and looking at how we can 
prevent this problem.”

That need to focus on prevention led to 
a multi-agency, multi-community project 
eventually named Healthy Smile Happy 
Child, combining community consulta-
tions, education, research and co-oper-
ation among health-care professionals. 
With about $1.8 million over three years 
from Manitoba Health, the project went 
province-wide in 2006. 

Preliminary results prepared by Schroth 
and Edwards indicate that Healthy Smile 
Happy Child has raised the level of un-
derstanding and is leading to fewer young 
children having untreated tooth decay.

But the problem is far from licked.
“We need to see oral health in the 

context of childhood health and well-
being,” says Schroth, who, in addition to 
practising as a dentist, has been research-
ing childhood tooth decay prevention and 
the effects of tooth decay for a PhD in 
community health from the University of 
Manitoba. 

In the past, some people assumed decay 
in baby teeth was not a problem because 
they weren’t permanent. “The attitude 
was, ‘They’re just baby teeth – they’ll fall 
out anyway,”’ notes Schroth.

But childhood tooth decay has a host of 
harmful effects on a child’s overall health 
and well-being. The pain of a toothache 
can affect a child’s ability to sleep or to 
chew food, leading to side-effects ranging 
from behavioural problems to lack of nu-
trition and slow or stunted growth. When 

Dr. Bob Schroth works out of the Winnipeg 

Health Region’s Access Downtown office.
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baby teeth are removed because of decay, 
that affects the way the permanent teeth 
will come in, setting up children for future 
orthodontic difficulties.

Schroth and Moffatt also point to a link 
between childhood tooth decay and iron 
and vitamin D deficiency. Poor nutrition 
contributes to childhood tooth decay, but it 
may also be true that young children with 
decayed teeth aren’t getting the nutrition 
they need because of their pain.

There’s evidence, notes Schroth, that 
young children with decayed teeth gain 
height and weight more slowly than their 
peers with healthy teeth.

More research is needed on the links 
between childhood tooth decay and other 
health and behaviour problems, but dealing 
with decay does appear to have a number 
of positive effects.

 “Parents report that after the dental sur-
gery, sleeping improves, eating improves, 
behaviour improves,” says Schroth.

Parents and caregivers are the first line of 
defence against childhood tooth decay, and 
prevention is ultimately a societal job, re-
quiring co-operation and education within 
and among health-care professions.

The Manitoba Dental Association joined 
in the effort to keep teeth healthy by 
launching a Free First Visit program this 
year, says Dr. Joel Antel, chair of the MDA’s 
Communications Committee.

A first visit, within six months of the 
eruption of the first tooth, gives the dentist 
a chance to spot problems before they be-
come too serious, to answer parents’ ques-
tions about dental care and help children 
get used to seeing a dentist, says Antel.

The MDA is working to educate the 
profession that first visits are recommended 
at an early age, he adds. Though early visits 
have been recommended by the Canadian 
and American Dental Associations since 
the early 1990s, some dentists still believe 
in the old guideline of a first visit at age 
three. “The problem with starting at age 
three is that the child might already have 
problems by then,” says Antel.

Indeed, because enamel on baby teeth 
is thinner, by that age many children with 
childhood tooth decay already need teeth 
to be pulled.

Preventing tooth decay in young children 
may involve modifying standard pieces of 
advice. Until now, Health Canada has been 
advising parents to refrain from giving their 
children fluoride toothpaste before the age 
of three because of the risk of flurosis – a 
condition caused by excessive fluoride that 
can cause white marks on the teeth.

However, new guidelines soon to be 
released by the Canadian Dental Associa-
tion and Health Canada will recommend 
the supervised use of a smear of fluoride 
toothpaste for high-risk children beginning 

with the first baby tooth.
“We’d rather children have a few minor 

white spots on their adult teeth than need 
a general anaesthetic for dental surgery 
because of severely decayed baby teeth,” 
says Schroth.

Given the shortage of dentists in many 
communities, preventing childhood tooth 
decay also requires flexibility from health 
professions. Allowing doctors and nurses 
to apply fluoride varnish helps to ensure 
that the children who need help the most 
will have a better chance of avoiding tooth 
decay. In the North especially, doctors and 
nurses have a role to play in spreading the 
word about dental care and decay.

Even the way to inform the community 
about childhood tooth decay has required a 
team approach. In working with communi-
ties to design posters and other educational 
materials, the program developed a poster 
that shows graphically that filling a baby 
bottle with juice is like giving a child a big 
stack of sugar cubes. It’s an eye-catching 
image. But using the image of a baby bottle 
raised eyebrows because of the fear that it 
would seem as if health professionals were 
promoting bottle feeding.

However, notes Edwards, the communi-
ties most affected by childhood tooth decay 
wanted the eye-catching image because 
it communicated most clearly the effects 
of one common source of decay-causing 

Apple juice
12 cubes 
of sugar*

Soft drink
12 cubes 
of sugar*

Water
No sugar

Powdered 
drink mixes
13 cubes 
of sugar*

** Every sip of a sweet drink  
    causes teeth to be at-
   tacked by cavity-causing    
    bacteria for 20 minutes.
**  Sugar content in one  
    cup (eight ounces)
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sugars – sweet drinks in bottles. In northern communities, even res-
taurants joined in the fight when paper restaurant placemats were 
used to convey healthy mouth tips.

As part of the project, workshops were held to give daycare 
staff, social and family support workers, health professionals 
and caregivers the chance to learn more about the causes 
and prevention of tooth decay.

Tooth decay is caused by a rise in the acid level in the 
mouth – a by-product of bacteria consuming sugars in food 
and drink. Typically, after eating, the saliva in the mouth will 
gradually reduce the acidity in the mouth. But when children 
are given bottles filled with juice or pop, the teeth are continu-
ously bathed in sugar. It’s even worse when they are given a bottle 
in bed, notes Schroth, because during sleep, saliva production is 
lower.

That can lead to more extreme cases of childhood tooth decay, where 
the baby teeth are decaying even as they are coming in.

Though studies indicate an improvement in knowledge about the causes 
and prevention of childhood tooth decay, the practices that contribute to it are 
still around. “Take a quick trip to Polo Park and you’ll see kids in strollers with 
bottles,” says the MDA’s Antel. 

Moffatt admits that fighting childhood tooth decay requires a long-term 
approach that includes nutrition education, improved dental care for pregnant 
women, promotion of breast feeding and ultimately dealing with the social 
conditions that are the common denominator of many preventable diseases.

“Working to assuage poverty is the biggest thing we can do,” he says.

FYI
For more information on child oral health, please visit:

Winnipeg Health Region 
www.wrha.mb.ca/healthinfo/preventill/oral_child.php
Manitoba Dental Association 
www.manitobadentist.ca

By learning good 
brushing habits, 

                your child will:
• Want to brush their teeth when they see you brushing your  

     own teeth ~ great!

• Need you to finish brushing for them until they are about 8  
    years old and able to do a good job on their own.

• Be motivated to brush longer with helpers such as an  
   egg timer.

• Enjoy getting a small reward once they complete  
their own toothbrushing chart ~ a good way to  

encourage good brushing habits!
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Region and city staff team up to reduce injuries from play structures
By Susie Strachan

There’s nothing guaranteed to get your 
heart racing like watching your adven-

turesome toddler clamber to the top of the 
play structure at the park, race across the 
platform and throw his or her little body 
head-first down a slide that suddenly has 
taken on the proportions of a skyscraper.

Play structures are meant to be played 
on. They offer hours of exercise as your kids 
make new friends and chase them around 
the structure, pretending to cross over hot 
lava under the monkey bars, escape the 
giant spider on the nets, or fly to the moon 
on the swings. But play structures also have 
their hidden dangers and can easily turn 
a fun excursion into a visit to a hospital 
Emergency Department.

A study prepared by IMPACT, the Win-
nipeg Health Region’s injury prevention 
program, sheds light on the problem. 
Researchers looked at data for a 10-year 
period between 1998 and 2007. They 
found that about 2,000 children were taken 
to the Emergency Department of Children’s 
Hospital with playground-related injuries 
during that time, including 243 in 2007. 
While most of the children were treated at 

the Emergency Department and released, 
about 10 per cent were injured seriously 
enough to be admitted to hospital.

The study found that most playground 
injuries – 64.5 per cent – were caused by 
a fall. Age largely determines the type of 
playground injury a child has. Children 
between the ages of five and nine are more 
likely to be injured at the playground, with 
80 per cent of the injuries being fractures of 
the wrist, lower arm, or elbow.

Children under five years of age were 
more likely to injure their head and face, 
accounting for nearly 60 per cent of play-
ground injuries in this age group.

Dr. Lynne Warda, Medical Director for 
IMPACT, says there is a reason why kids 
under five years of age suffer different types 
of injuries than those who are older. “Little 
kids are top-heavy, so when they fall they 
tend to hit their head and face. Older chil-
dren, on the other hand, tend to use their 
arms to stop their fall, resulting in broken 
bones,” says Warda.

Equipment most often cited in injuries 
include monkey bars, slides and swings. 
But kids also managed to injure themselves 

while playing on teeter-totters, spring rock-
ers, and hanging from rings.

“Younger kids especially don’t have the 
upper-body strength to swing or hang, so 
they fall off. Older children tend to fall 
because there are too many kids on the 
play structure, they are playing rough and 
pushing, or they are not using the equip-
ment the way it is intended to be used,” 
says Warda.

Unfortunately, there is one death a year 
in Canada due to strangulation at a play-
ground.

Warda says there are several situations 
where this can occur. If a child forgets to 
remove a bike helmet before playing on 
the play structure, the helmet may become 
wedged into a part of the structure and 
the child is left hanging by the chin strap. 
Another hazard is when drawstrings from 
clothing get stuck in a gap, such as at the 
top of a slide. Children have also been 
known to suffocate on skipping ropes or 
strings that were tied to play structures.

“Kids can’t rescue themselves from 
this type of problem,” she says. “Clothing 
manufacturers have not used drawstrings 

region news

Playing it 
        safe
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By the numbers  

on hoodies and jackets for a number 
of years because of this danger. Parents 
should make sure that their child never 
wears a bike helmet on a play structure, 
that no jackets or tops have drawstrings, 
and that no one ever ties anything onto the 
play equipment.”

In 2008, IMPACT teamed up with the 
City of Winnipeg and other partners to 
form the Winnipeg Safe Communities’ 
playground falls committee, whose goal 
is to reduce the number of injuries due to 
falls. This group works to raise awareness 
about playground safety, purchase play-
ground inspection equipment and offer 
playground safety courses.

An important component of a safe play-
ground is that the structure is built on an 
impact-absorbing surface, such as wood 
chips, rubber mulch, sand or pea gravel. 
These surfaces do not guarantee that a 
child won’t be injured in a fall from a play 
structure, but they do reduce the likeli-
hood of a fracture or a head injury.

Playground surfaces can lose their 
impact-absorbing quality over time and 
need to be maintained, and in some cases, 
replaced.

Last year, the committee purchased a 
$15,000 device called a Tri-Ax accelerom-
eter, which measures the G-force of a fall 
off a play structure, swing or teeter-totter. 
Trained inspectors use this to test the play-
ground surfaces at schools, day cares and 
community centres. If the Tri-Ax shows 
that a surface is too hard, the surface can 
be replenished or maintained to restore its 
energy-absorbing qualities.

“We are working to raise the playground 

safety knowledge of people who have an 
interest in either playground operation or 
in supervising children at the playground,” 
says Warda. Last year, the educational 
opportunities included a Certified Play-
ground Inspection course, Tri-Ax training 
and a Safer Playground workshop to train 
playground supervisors about the CSA 
standards and maintenance of playground 
equipment. “Due to popular demand, we 
are offering two safer playground work-
shops this year.”

Jason Bell, Superintendent of Central-
ized Park Services for the City of Winnipeg, 
is a key member of the committee. He says 
the City is continually working to maintain 
and upgrade its 500 public playgrounds to 
make sure they are safe.

The City has seen different types of 
equipment come and go. Carousels and 
the metal “rocket” climbing structures 
were in vogue in the 1950s and ‘60s, 
while most wood play structures were built 
in the 1970s. The ‘80s brought fibreglass 
equipment to the fore, while today most of 
the equipment is termed “post and deck” 
and made with metal and PVC compo-
nents.

“We do have 40+-year-old equip-
ment out there, with the metal slides and 
swing sets, which are very durable,” says 
Bell. “We monitor the safety of our City 
of Winnipeg playspaces and schedule 
maintenance as required. Our staff inspect 
the equipment and the surfacing beneath 
the equipment. As well, if there is reported 
vandalism or if someone has reported a 
hazard to the City, we will follow up to 
make the repair.”

“We encourage people to report City 
playground hazards by calling 311,” Bell 
adds. “We will need to know the concern, 
the name of the park and the street address 
so that we can investigate the problem.”

The City usually renovates 15 to 20 play-
grounds per year, with complete removal 
and replacement of play equipment. For 
example, this year, Kildonan Park will 
receive a very large and accessible play 
structure in place of the old wooden one.

What about home play equipment?   
Warda says that since there are no safety 
standards in Canada for play structures 
intended for home use, parents often are 
not aware of the precautions that need to 
be taken.

 This spring, the committee will focus 
on educating parents about backyard play 
structures, including a consumer guide 
for parents that discusses what to consider 
when purchasing and installing play equip-
ment for both the toddler and the older 
child. The point-of-sale information will 
emphasize the importance of purchasing 
age-appropriate equipment, maintaining 
the equipment, providing safe surfaces, 
and supervising kids at play. Posters and 
information pamphlets will be available at 
the end of May at local retailers. 

 Warda adds, “Spring is finally here.  
And whether families are visiting their 
community playground or playing in their 
own back yard, remember the SAFE guide-
lines (see pages 38 and 39) and have a fun 
and active summer.” 

Susie Strachan is a Winnipeg writer.

Equipment Type   Number (%) 

Playground Structure 901 (41.1) 
Monkey Bars  577 (26.3) 
Slide    344 (15.7) 
Swings   239 (10.9) 
Teeter-totter/See-saw  50 (2.3) 
Pole    46 (2.1) 
Sandbox   12 (0.55) 
Glider    10 (0.46) 
Rings   9 (0.41) 
Spring Rocker  4 (0.18) 
Total    2,192 (100)

Injuries by age group  

Age         # of injuries (%)

Less than one year     5 (0.2) 
1 year of age         60 (2.7) 
2-4 years        419 (19.1) 
5-9 years        1317 (60.1) 
10-14 years         370 (16.9) 
15-19 years         21 (1.0) 
Total         2,192 (100)

Nature of Injury    Number (%) 

Fracture      893 (40.7) 
Open wound      364 (16.6) 
Sprain/strain      202 (9.2) 
Superficial      197 (9.0) 
Minor head injury     179 (8.2) 
Concussion      31 (1.4)
 

 Here is a breakdown of child playground  
injuries based on a report by IMPACT.
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Safety tips
1. Is the ground surface around the equipment 
safe? Shock-absorbing material (i.e., wood chips, 
rubber mulch, sand, or pea gravel) should be placed 
around all elevated equipment at a depth of 12 inch-
es and extend at least six feet in all directions (swings 
and slides may require more space). A ground sheet 
should be placed below the surfacing material to 
prevent the soil from contaminating the protective 
surface. 

2. Is the equipment age-appropriate? Play equip-
ment is often designed for two age groups: Children 
between 1.5 and 2 years of age, and children be-
tween 5 and 12 years of age. If your child is between 
1.5 and 2 years of age, the equipment should be no 
higher than 1.5 metres (5 feet). Always ensure your 
child plays only on equipment designed for his or her 
age.

3. Does the equipment have guardrails to prevent 
falls? Guardrails should be provided on elevated 
surfaces higher than 20 inches (50 centimetres) if 
children between 1.5 and 2 years of age will be play-
ing on it, and on equipment higher than 30 inches (75 
centimetres) for children 5 years of age and older.

4. Is the equipment free from protruding hardware 
(like exposed bolt ends) or open hooks where cloth-
ing could get caught? Children can be at risk of 
strangulation when their clothes or strings from hood-
ies or mittens get caught.

5. Are the spaces or gaps between railings, steps, 
ladder rungs and all other components either small 
enough or large enough so that a child’s head can’t 
get stuck if they were to enter the opening feet-first? 
All openings must measure less than 3.5 inches (90 
millimetres) or more than 9 inches (225 millimetres) 
to prevent head entrapment and the possibility of 
strangulation.

6. Are all moving parts either covered with guards 
or caps, or inaccessible? This will prevent crushed or 
pinched fingers and toes.

7. Does the equipment have rounded corners and 
soft, moving materials? Children can be injured when 
they make contact with or are hit by heavy or hard 
objects like swing seats or make contact with sharp 
edges. Swing seats should therefore be made from 
canvas or lightweight rubber or plastic rather than 
wood, heavy plastic or metal. 1

3

5

2
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Remember: 
Firmly anchor equipment into the ground by 
following the manufacturer’s instructions.

Do not alter the equipment in any way (unless 
permitted by the manufacturer). This includes 
attaching foreign objects such as ropes, strings, 
chains or any other similar items. Children have 
been strangled from these types of objects. 

Inspect and maintain your backyard play-
ground often.  Ensure there are no missing, 
broken, loose or worn-out parts. Check the 
surfacing depth and add more surfacing when 
necessary. Areas that require special attention 
include beneath swings, the base of slides and 
beneath monkey bars, since loose-fill material is 
easily kicked out of place.

Turn the surfacing over with a shovel or tiller to 
keep it loose, since compacted surfaces do not 
provide adequate protection (exception: do 
not disturb wood chip or wood mulch surfaces, 
simply top up when required). Always remove 
toys, sticks and other debris, regardless of the 
surfacing type.

Safe Playground Play

Broken bones are the most common play-
ground injuries. Many injuries happen when 
children are not watched closely. Stay close to 
your child and teach your kids how to play safe. 
For instance, choosing lower equipment and 
providing adequate protective surfacing are 
proven to be the best solutions.

Here are a few rules children can learn:
• Stay clear of swings that are being used.
• No climbing on top of structure roofs and rails.
• Wait your turn.
• No pushing or shoving.
• Sit down on swings and slides.
• Slide down feet-first.
• Hold onto railings.

Children that are 5 to 9 years old like to take 
risks. 

Most children like to take risks, especially those 5 
years of age and older. Teaching them to play 
safe and providing them with a place that is 
designed safely and is properly maintained will 
reduce the likelihood that they will be injured.

FYI
For more information about preventing 
playground-related injuries, please visit  
www.wrha.mb.ca.

4
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By Amie Lesyk

Some are in wheelchairs pushed by hospi-
tal staff, others walk in on their own, drag-

ging their IV poles behind them. Some 
are accompanied by family members, 

some are not. 
As they slowly take their places, 
forming a large circle in the 
middle of the room, a slight 

woman wearing a pink top 
and flowing skirt steps for-
ward and begins to speak. 
In a few minutes, Betty 
Ross, a spiritual adviser 
with the Winnipeg Health 
Region, will perform 
a smudge – a sacred 

Aboriginal ceremony for 

cleansing body, mind and spirit. But first there 
is a moment for reflection.

“I always like to start with a prayer in my 
own language,” says Ross, whose first lan-
guage is Cree. Ross prays and everyone bows 
their heads. She finishes with English and 
speaks about being thankful for all the bless-
ings in her life.

Next, Ross talks about the four sacred med-
icines – sage, tobacco, cedar and sweet grass 
– that will be used in the smudge. Samples of 
the fragrant dried plants are passed around, 
each member of the circle taking the opportu-
nity to examine them. 

Ready to begin, Ross explains the process 
for those who might be unfamiliar. She says 
she’ll burn the medicines and make her way 

A sense of anticipation hangs in the air as the 
patients, one by one, file into the large, bright 

meeting room inside the Seven Oaks General Hospital. 

Aboriginal Elder 
Betty Ross provides 
spiritual care to 
those in need

Photos by Marianne Helm

Betty Ross keeps 
her sacred eagle 
feather close by.
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around the circle, so participants can waft the smoke over 
their bodies as a spiritual, physical, mental and emotional 
cleansing.

The medicines are placed in a bowl and a match is lit. 
The room fills with an intoxicating aroma. Each person 
takes a turn wafting the smoke over their body and Ross 
fans the burning medicines with her sacred eagle feather. 
For those who can’t move easily, Ross bends down and 
wafts the smoke over them, from head to toe.

Once the smudge ends, Ross initiates a sharing circle, 
in which participants have a chance to share their feelings, 
thoughts or fears. A sharing circle allows everyone to share 
and vent without being judged. Being able to talk about 
emotions helps encourage spiritual and emotional healing. 
A talking stick, another sacred item, is held by each speaker 
and is passed to the next when they’re done. Only the per-
son holding the stick can talk.

Patient Rosie Ellen Evans says spiritual ceremonies like 
this one are important to the healing process. Evans lost her 
leg to diabetes and is constantly battling with the disease, 
but when she heard about a smudge happening in hospital, 
she felt renewed hope and excitement. 

“I was really waiting. I could hardly believe it,” she 
says. The event was emotional for Evans, who admits the 
ceremony brought her to tears. “It’s very important, if you’re 
into spirituality, to have these medicines given to us by the 
Creator,” she says. “It helps me. I feel so alive… so good 
when I smudge, I can’t explain the feeling. I cry.” 

Through her work, Ross performs ceremonies like these 
every week for patients and staff at clinics and hospitals 
throughout the Region. Other times, she provides spiritual 
support right at a patient’s bedside, often just by listening. 
The positive effects of the smudge, sharing circle and other 
Aboriginal ceremonies play into the healing journey of the 
patient involved and can be a calming experience for their 
families. Whether far from home, away from an Elder they 
might normally talk to, or facing major medical issues – 
patients and their families can find refuge in these sacred 
traditions in the midst of a stressful time.

While Ross does teachings, sharing circles and drum 
songs with patients, it is the smudge ceremony that is most 
often requested. “Sometimes after a smudging ceremony, 
people don’t know how to break out of it. We feel that 
embrace of hope,” explains Ross, pausing and closing her 

Aboriginal Elder 
Betty Ross provides 
spiritual care to 
those in need
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eyes as she tries to define the experience. “There are no words 
to describe it. It’s very special.”

Ross sees first contact with the patient as being a crucial 
moment. She approaches patients humbly, knowing trust can 
often be hard-earned for a variety of reasons. “Most of our 
people keep so much inside,” she says, noting that a history of 
oppression has fuelled this mindset. Speaking softly, Ross often 
uses a little humour and a bit of Cree when first meeting a 
patient. The 63-year-old’s slight frame, friendly smile and com-
forting nature exude honesty. She introduces herself, explains 
her role to the patient and meets their family.

“Definitely if the person is Aboriginal, and they’re able to 
meet with an Aboriginal staff member, there’s trust because 
of that similarity,” says Denise Thomas, psychiatric nurse at 
Health Science Centre. “Especially if they can talk to someone 
in their own language – that’s an even bigger connection.” 
Thomas explains that Aboriginal patients can shy away from 
asking questions of some doctors or nurses, maybe because of 
their upbringing, but they feel comfortable asking an Aborigi-
nal care provider. Making this connection means better meet-
ing patients’ health needs.

Ross works specifically through the Region’s Aboriginal 
Health Programs – Health Services. Based at three hospitals, 
with mobile teams for other Region sites, Aboriginal Health 
Services is available to all Aboriginal people receiving care 
within the Region and also offers interpreters, discharge 
planners and patient advocates. Requests for services come 
to AHS’s Central Intake Line from health-care providers or 
patients.

Aboriginal Health Programs was initially developed after a 
Region review in the early 1990s. The review highlighted how 
a significant number of patients were Aboriginal and that spe-
cialized care and services would increase Aboriginal wellness. 
“We recognize that each patient needs to be understood, and 
there needs to be an open line of communication, in order 

for each patient to receive the best care,” says Dr. Catherine 
Cook, Vice-President of Population and Aboriginal Health with 
WRHA. 

Ross credits the Creator in bringing her to a point in her 
life where she can help others in their healing journeys, after 
experiencing her own.

Originally from Cross Lake First Nation, Ross faced tough 
barriers early in life. She vaguely remembers being abandoned 
and homeless at the age of three. “I slept under overturned ca-
noes,” Ross recalls. “I remember it was dark, cold and lonely.” 
A family took her in and Ross’s new father would greatly im-
pact her life with a traditional upbringing. One morning when 
Ross was a child she woke up to find her father crying at the 
foot of her bed. He told her he had dreamed of Ross’s future 
and it was very dreary.

He began teaching her traditional ways, the Cree language, 
and traditional survival skills. He told her she needed to 
always remember she had a light burning deep inside of her, 
and with prayers and being a good person, her light would 
grow stronger and help her through the dark times. Ross 
would carry this sacred teaching close to her heart during the 
time she spent at two residential schools.

“I remember the beatings. The verbal abuse.” One time Ross 
had spoken a word in Cree and was punished by being thrown 
on the ground and kicked in the head. That kick permanently 
damaged Ross’s hearing in her left ear. Despite the abuse, Ross 
never cried. “I would never give them the satisfaction.”  She 
never told her parents about the abuse she endured because 
she wanted them to know she was behaving well.  

Ross secretly vowed to keep her language and retaliated in 
silent ways, such as excelling at her penmanship despite swol-
len hands that had been hit when she couldn’t memorize bible 
verses. She also kept her father’s teachings strong in her mind. 
“My father’s words always echoed in my head.” 

Following high school, Ross went to university for a degree 

Health Services 
• Interpreter Services to ensure accurate 
   communication and understanding  
   between medical staff and patients.
• Resource provision, health system 
   navigation and general support for  
   Aboriginal patients and their families. 
• Advocacy supports for patients’ 
   interests, needs and rights while in  
   hospital.
• Discharge Planning and Co-ordination 
   for patients with complex care needs. 
• Spiritual and Cultural Care services 
   and an Aboriginal Traditional Wellness  
   Clinic.

About Aboriginal 
Health Programs

The Winnipeg Health Region estab-
lished its Aboriginal Health Strategy 

in 2001. In collaboration with 
the First Nations, Métis and 
Inuit communities’ input, the 
strategy has continued to 
develop and expand into Ab-
original Health Programs for 

the Region. Aboriginal Health 
Program services are available to all First 
Nations, Metis and Inuit people, and con-
sist of three core components:
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Workforce Development
• Programs and projects developed in 
   conjunction with Winnipeg Health  
   Region Human Resources that work 
   toward building and maintaining a  
   representative workforce reflective of  
   the Winnipeg population.
• Application and Interview Feedback 
   offered to First Nations, Métis and Inuit  
   jobseekers in the Winnipeg Health Region.
• Education and Training Programs for 
   students to build practical work  
   experience in health-care fields.
• Outreach to educational institutions to 
   promote health careers to First Nations,   
   Métis and Inuit individuals.

in social work. One day the Dalai Lama visited the school and 
picked Ross out of the crowd. He blessed her and gave her some 
sweet grass (which she still has in her office), telling her she would 
need to use it for her people. Ross had no idea she’d be using sweet 
grass in smudges as a spiritual care provider many years later. Ross 
also married but her partner passed away before the time when Ross 
really began her healing journey. 

It was 15 years ago, when her first grandson was born, that she 
started to come to terms with what had happened in her life. She 
had learned from Elders along the way and started acquiring her 
own sacred items such as her eagle feather, talking stick and healing 
drum – all which she uses with patients, family and staff today.

“I feel so rich,” Ross says about her life. Ross has four children 
and seven grandkids. She takes care of two of her grandsons, aged 
9 and 10. Her eyes twinkle when talking about the boys, and she 
credits them with helping her rebuild and strengthen during her 
healing journey. “Because they are so close to the Creator, they 
walk with one foot in the spirit world,” she says, smiling.

Ross has made peace with her past and believes the Creator has 
and always will guide her in her journey. Working as an Aboriginal 
Health Services interpreter for many years, Ross has allowed her 
life to unfold as it would, confident that her need to help patients 
and their need for spiritual and cultural care would eventually be 
recognized. 

Today, Ross helps numerous families, patients and staff within the 
Winnipeg Health Region. She is very respectful of the position she 
has been given, being able to help others every day. Each request 
is a chance for Ross to use her experience to help others heal, and 
her faith has her embracing her journeys, no matter how big or 
small. “We need to be thankful for every breath and step we take on 
Mother Earth.”

Amie Lesyk is a communications associate with Aboriginal  
Health Services.

Health Education
• Workshops for health-care workers 
   within the Winnipeg Health Region  
   and affiliates to gain awareness of  
   Aboriginal Cultures in Manitoba and  
   to improve communication and  
   interaction with Aboriginal individuals  
   receiving care and their families.
• Workshops include Aboriginal Cultures 
   Awareness, Sweat Lodge Teachings,  
   and Traditional Aboriginal Teachings.
• Educational opportunities and 
   information for health-care providers to  
   expand their confidence and ability to  
   meet the needs of First Nations, Métis  
   and Inuit individuals.

For more information, 
please visit:
www.wrha.mb.ca/ 
aboriginalhealth/services, 
or call the Aboriginal 
Health Services central 
intake line at 940-8880 or 
1-877-940-8880.

Aboriginal Health Programs

Betty Ross prepares for a sacred smudge ceremony.
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ask a nurse
Linda Coote

What are ticks?
Ticks are small wingless bugs that feed 

on the blood of animals, birds, and people. 
They have eight legs and are related to 
spiders and mites. There are many differ-
ent kinds of ticks. Black-legged ticks, or 
deer ticks, are usually tiny, no bigger than 
the head of a pin.  Wood and dog ticks are 
usually much larger. 

How do tick bites occur?
Ticks are found among plants and on 

animals in low-lying brush in woodlands, 
grasslands, and marshlands and at the 
seashore. Wild birds and animals, as well 
as domestic animals and pets such as dogs, 
horses, and cows, can carry ticks. Ticks 
may climb on humans from animals, leaf 
litter, or low-lying brush. Ticks cannot jump 
or fly. 

How do I know if I have 
been bitten by a tick?

You usually will not feel anything when 
a tick bites you. If you find a tick attached 
to your skin, you have been bitten. You 
may have a little redness around the area 
of a bite. 

Can I get sick from a tick 
bite?

There is little risk from the bite of a tick 
most of the time. However, some ticks  

carry infections that can be passed to 
people, such as Lyme disease. 

What is Lyme disease?
Lyme disease is a bacterial infection 

transmitted from infected black-legged ticks 
(sometimes called deer ticks) to humans. 
Lyme disease usually starts about two 
weeks after a tick bite with an expanding 
ring-like rash, which then fades. Many peo-
ple also develop flu-like symptoms such as 
headache, stiff neck, fever, muscle aches 
or fatigue. If untreated, some people may 
continue to experience headaches and may 
develop dizziness, difficulty concentrating, 
stiff neck, and, in rare cases, an irregular 
heartbeat. Some people may also develop 
joint pain and swelling. Lyme disease can 
be successfully treated with antibiotics, 
and treatment is most successful in the 
early stages of infection.  Individuals who 
think they may have Lyme disease should 
see their physician.

How are tick bites  
treated?

If you find a tick attached to your body, 
you need to remove it. You can remove it 
yourself or get help from your health-care 
provider. To remove an attached tick: 
• Grasp the tick with tweezers as close to 
   the skin as possible.  
• Gently pull the tick straight away from 
   you until it releases its hold. Pulling the  
   tick out too quickly may tear the body  

   from the mouth, leaving the mouth still  
   in the skin. If this happens, you can try  
   removing the embedded mouthparts  
   with a sterile needle, in the way you    
   would remove a splinter, or you can get  
   help from your health-care provider. 
• Do not twist the tick as you pull, and 
   try not to squeeze its body. Squeezing or  
   crushing the tick could force infected  
   fluids from the tick into the site of the bite. 
• After you have removed the tick, 
   thoroughly wash your hands and the bite  
   area with soap and water. Put an anti- 
   septic such as rubbing alcohol on the  
   area where you were bitten.  
• Save the tick in case you later start 
   having symptoms of disease and need  
   to know what kind of tick bit you. Put the  
   tick in a clean, dry jar, small plastic bag,  
   or other sealed container and keep it in  
   the freezer. Identification of the tick may  
   help your provider diagnose and treat  
   your symptoms. If you do not have any  
   symptoms of disease after one month,  
   you can discard the tick. 

How long will the effects 
last?

The usual reaction to a tick bite is noth-
ing more than a bump on your skin that 
improves within a few days.  

How can I take care of 
myself?

Bug off!
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Bug off!Tips for dealing with ticks

If you find a tick on your body, remove 
it right away. Infected ticks usually do not 
spread an infection until after the tick has 
been attached and feeding on your blood 
for several hours. Check for a rash and 
other symptoms for about four weeks after 
the bite.  

Call your health-care provider if: 
• A tick has bitten you and you think the 
   tick may be a deer tick. 
• You develop a bulls-eye rash or a rash 
   with tiny purple or red spots. 
• The area of the bite becomes more 
   swollen or painful or drains pus, or you  
   see red streaks spreading from the wound. 
• You have flu-like symptoms after a bite 
   such as fever, headache, muscle aches,  
   joint pain or swelling, and a general  
   feeling of illness. 

How can I prevent tick 
bites?

Be aware of the areas where ticks live. 
Do not walk, camp, or hunt in the woods 
in tick-infested areas without precautions.  
• In areas of thick underbrush, try to stay 
   near the centre of trails.  
• When you are outdoors, wear long-
   sleeved shirts tucked into your pants.  
   Wear your pants tucked into your socks  
   or boot tops if possible. A hat may help,  

   too. Wearing light-coloured clothing  
   may make it easier to spot a small tick  
   before it reaches your skin and bites.  
• Use approved tick repellents on 
   exposed skin and clothing. Do not use  
   more than recommended in the  
   repellent directions. Do not put  
   repellent on open wounds or rashes.  
   Wash the spray off your hands. Be  
   careful with children because the  
   repellents can make them ill. 
• Treat household pets for ticks and fleas. 
   Check pets after they have been outdoors.
• Brush off clothing and pets before 
   entering the house.
• After you have been outdoors, undress 
   and check your body for ticks. They  
   usually crawl around for several hours  
   before biting. Check your clothes, too.  
   Wash them right away to remove any  
   ticks.  
• Shower and shampoo after your outing. 
• Inspect any gear you have carried 
   outdoors.  
• If you spend much time hiking, you may 
   want to include a pair of tick tweezers  
   in your first-aid kit. The tweezers are  
   available at many sporting goods stores. 

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

Lyme disease  
research 
Manitobans are asked to submit 
the black-legged ticks they find 
to be tested for Lyme disease. 
Ticks should be placed in a small 
crush-proof bottle (pill bottle) 
with a piece of slightly damp 
paper towel to help keep the 
tick alive. Firmly tape the lid shut. 
Seal the bottle in a plastic bag 
and then in a cardboard box 
labelled: Research Specimens –
Fragile – Handle with Care. 

Include the following details: 
name, address and phone num-
ber, information about where, 
when and on whom (person, 
dog) the tick was found, as well 
as any recent travel activity. 
Results of the testing will be pro-
vided once completed. 

A collection of female black-
legged ticks. The size and colour 
of the tick will change depend-
ing on the stage of feeding. 

photo by: Robbin Lindsay, Public Health 
Agency of Canada

Send the package to:

Dr. Terry Galloway, 
Department of Entomology
Animal Science/ Entomology 
Building, Room 214
Fort Garry Campus, 
University of Manitoba
Winnipeg, MB R3T 2N2

FYI
You can access health informa-
tion 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.

For information on repellants that can help protect against ticks,  
please visit www.wrha.mb,ca/wave and click on Web extras
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Bike, Walk,

  Roll!
Bike, Walk,

  Roll!             

in motion
Deanna Betteridge

What on earth is active transportation? 
That’s what I thought the first time I heard 
the term. But, it really speaks for itself – 
active transportation (AT for short) refers 
to any form of human-powered transpor-
tation, such as walking, cycling, in-line 
skating, skateboarding, scooting, wheeling, 
skiing, snowshoeing, and canoeing to get 
from one destination to another. Walking 
and cycling are the most common forms of 
AT and can easily be combined with public 
transit to increase convenience. 

So, any way that you can actively trans-
port yourself from one location to another, 
rather than driving, is considered AT. 

Incorporating AT into your day has many 
benefits for you, your family and your 
community. Actively commuting to work, 
school or around your neighbourhood can 
provide you and your family with physi-
cal, mental and emotional health benefits. 
It also increases your sense of community 
and neighbourhood safety, saves money on 
costs associated with driving and helps the 

environment by reducing CO2 emissions 
and air pollution.  

One of the main reasons we’ve had in-
creased buzz around AT is because the City 
of Winnipeg is currently working on a very 
exciting $20.4 million AT program that 
will increase the opportunities for you to 
walk and cycle to work, school, shopping 
and other destinations. When this project 
is complete, Winnipeggers will be able to 
access 375 kilometres of AT routes, which 
will include multi-use pathways, neigh-
bourhood pathways, bike lanes, sharrows, 
and bike boulevards. 

With the increased popularity of AT, 
along with rising parking costs and envi-
ronmental concerns, many workplaces and 
employees are working together to support 
AT options. There are several resources that 
employees and employers can access for 
support (see p-47).  

I know that AT may not work for every-
one as their main source of transportation, 
but my hope is that everyone will pause 

and try to find one place in their day or 
week that they’d be able to include it. By 
including AT, you are including physical 
activity into your day – which is a great 
way to get your 30 to 60 minutes of 
daily physical activity. You are going there 
anyway, so try to make the trip even more 
worthwhile by actively commuting! 

Deanna Betteridge is a co-ordinator with 
Winnipeg in motion.

Active transporation – already a popular way to 
get around in many cities across the country – 

is picking up momentum here in Winnipeg.  

Active transportation  

  is your route to 

 better health
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Active transportation  

  is your route to 

 better health

Interested in using active transportation to get around, but not sure you can make it work? Winnipeg in 
motion may be able to help. The in motion team includes three people at different stages of life who have 
found ways to add active transportation solutions into their daily routine. Here is a look at some of the chal-
lenges they faced in joining the active transportation movement – and how they overcame them.

FYI
For more information about active transportation, please visit:

City of Winnipeg – Active Transportation
www.winnipeg.ca/ActiveTransportation/

Resource Conservation Manitoba
www.resourceconservation.mb.ca/ 

Public Healthy Agency of Canada
www.phac-aspc.gc.ca/hp-ps/hl-mvs/pa-ap/at-ta-eng.php

Winnipeg in motion
www.winnipeginmotion.ca 

Distance 

4 KM
to work;
one way

11 KM
to work;
one way

8 KM
to work;
one way

Issues

• No shower at work.
• Direct route to work has         
   heavy vehicle traffic.
• Office is not on a conve-   
   nient bus route.
• Off-site meetings during the    
   day.

• Busy schedule dropping  
   off and picking up kids from  
   school and daycare. 
• Off-site work meetings.  
• Children of different ages,   
   which means they walk at  
   very different speeds.
• Grocery shopping for a   
   family – nearest store is 3  
   kilometres away and across  
   a major highway. 

• Arriving at work with bad   
   “helmet” hair.
• Wrinkly business clothes.
• Getting to and from meet- 
   ings in business clothes.
• Carrying groceries home  
   on a bike.
• Staying safe while actively  
   transporting grandchildren. 

 Solutions & Successes

• Cycle slower in the morning to minimize sweating. Keep a  
   facecloth and towel at work.
• Carry change of clothes and lunch in panniers on the side  
   of my bike – much better than carrying a back pack.
• Found a more enjoyable cycling route down side streets   
   without adding much more travel time.
• Walking in the winter is faster than taking the two buses to   
   my office.
• Walk or bus to work meetings downtown.
• Choosing to walk or cycle has allowed us to stay with only  
   one family car.
• Walking to the grocery store (1.5 km) helps us stick to what  
   is “needed” on our list, so our bags aren’t too heavy.
• Walking to the coffee shop or out for dinner and a movie  
   are our favourite date night activities.

• Work with family, friends and other parents to car pool and   
   share pick-up and drop-offs, allowing me to bike to work  
   more often.
• Compromise when short on time – put my bike in the car,  
   drive to drop my kids off, park part way to work, and cycle  
   the rest of the way.
• Drive to work and walk to meetings within 3 km.
• Use AT to go to the corner store or local park – my hus-   
   band and I walk, my older daughter “scoots” and my      
   younger daughter bikes to keep up with the scooter.
• Use a bike trailer to haul groceries home from the market.

• Keep curling iron at the office.
• Wear biking clothes to work.
• Carry business clothes in bike panniers 
   and keep a small travel iron at the office.
• Walk to meetings downtown (2 km) or 
   combine walking and busing.
• Use a bike trailer for shopping.
• Use the new bike pathways (which we are fortunate
   to have) to pull our grandchildren in a chariot to
  Assiniboine Park (8.3 km), Fort Whyte (3.3 km).

Winnipeg in motion is a partnership of the Winnipeg Health 
Region, the City of Winnipeg and the University of Mani-
toba. For information on how  
you and your family can be more  
active, call 940.3648 or visit:  
www.winnipeginmotion.ca.

Do you have an active transportation story or tip? If so, send us an e-mail at getactive@winnipeginmotion.ca.

Profile

Deanna 
30, married, 
no kids,  
no dogs

Kristine
38, married, 
mother of 
two young 
children,  
ages three 
and five,  
and a dog.

Jan
55, married, 
mother of  
2 adult  
children,  
3 grand- 
children
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healthy eating
Lana Kusmack

With these types of power struggles and 
stand-offs between a parent and child, one 
of two things can happen: either the child 
unwillingly eats the food, or he or she 
completely refuses it, leaving the parent 
and the child distressed.

Parents want their children to grow up 
healthy. Unfortunately, the outcome of 
pressuring or restricting children to eat 
foods or certain amounts of food often 
leads to negative feelings about food and 
mealtimes.

Even from birth, children have the 
natural ability to regulate their appetites. 
Research shows that pressuring children to 
eat more than their bodies need can lead to 
a disruption in appetite control and weight 
issues in the future. In a world where peo-
ple are bombarded with messages about 
obesity and body image, it’s important for 
parents to trust that children will grow up 
to have the bodies that are right for them, 
provided that a healthy environment was 
encouraged. Healthy bodies come in  
different shapes and sizes, and children 

thrive when parents are supportive and 
nurturing of their development.

Many parents deal with childhood eating 
problems at some point in time. The good 
news is that most childhood eating prob-
lems can be prevented or solved by using 
a technique called “division of responsibil-
ity.” This approach, supported by research 
and developed by registered dietitian Ellyn 
Satter, is intended to make feeding and eat-
ing a lot more pleasant. 

Here’s how it works: 

 Food 
Fight!
How to nourish your child’s  

appetite for health
y eats

The parent/caregiver is responsible for:
•  What foods to offer a child
•  When to offer food
•  Where to serve food

The child is responsible for:
•  How much he wants to eat
•  Which foods to eat from food that has been provided 
•  Whether he eats at all during the meal

 “You won’t know you don’t like it until you try it.” 
    “Just take one more bite of your peas.” 
      “You can’t have dessert until you finish your supper.” 

Do any of these phrases sound familiar?

Illustration by Krista Lawson
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Offer regular meals and snacks. It is recommended that 
parents offer children three meals and two to three snacks 
each day, spaced about two to three hours apart. This 
structure will allow children to get hungry, but not too hun-
gry. If children are allowed to continually graze throughout 
the day, they likely will not be hungry at mealtimes.  Bore-
dom and thirst can often be confused with hunger. Save 
milk and juice for mealtimes and water can be offered to 
quench thirst between meals. 

Accept that children’s appetites vary from day to day  
and from year to year. Learning to experiment and enjoy 
new foods is a skill that will take time. Trust that your child 
will eat when she is hungry, even if it is not the amount 
you think she should eat. Showing approval or 
disapproval about what a child eats or does 
not eat will not benefit a child’s eating 
habits. It is also normal for a child to 
really like a food one day and sud-
denly refuse it the next day. 

Offer a variety of foods that are 
nutritious, colourful, flavour-
ful and fun for children. Aim 
for meals with foods from 
at least three to four food 
groups from Eating Well with 
Canada’s Food Guide (for 
example: a homemade 
bean burrito, coleslaw and 
milk) and snacks with foods 
from at least two to three 
food groups (for example: a 
parfait made with fruit, yogurt 
and cereal). Serve kids smaller 
portions – they will ask for more if 
they are still hungry. Does your child 
turn their nose up at a food? Try offering 
it again on a different day or prepared in 
a different way. It may take up to 15 to 20 times 
before a child learns to try and enjoy a food.  

Avoid short-order cooking. Preparing a special meal for a 
child who refuses certain foods is not only time-consuming 
for the parent, but it can create picky eating habits. If 
your child doesn’t eat much at mealtime, allow him to 
explore foods: at first he might just look at it, then he might 
taste it but refuse it, and one day he might finally eat it. Try 
offering at least one food that you know he will enjoy, in 
addition to new foods at meals (for example: if you know 
they like cheese, add a cheese sauce to a new food like 
broccoli). Does your child refuse food at a meal and then 
beg for food shortly after? If it is not a scheduled mealtime, 
let him know when the next meal or snack is coming.  Pro-
viding a snack at a scheduled snack time is not rewarding 
them for refusing food at a meal. You are still following the 
division of responsibility by deciding when the child eats. 

Create pleasant family meals. As often as possible, make it 
a priority to sit together for meals or snacks. Table manners 
like “please” and “thank you” and allowing children to set 
the table go a long way. Research shows that families who 
eat together tend to eat more fruits and vegetables and 
get more of the vitamins and minerals that their bodies 
need. Eating together as a family creates a special family 
bond and is a great way to hear about each other’s day. 
Television is distracting, so make it a point to turn it off dur-
ing mealtimes. 

Provide opportunities to prepare food. Both boys and girls 
can get involved in simple food preparation from an early 

age. Children feel proud when they have con-
tributed to a meal and are more likely to 

try the food that they have created. 
They will also be learning a skill 

that they will need as adults. 
Growing a vegetable can be 

a great learning opportunity 
for children to learn about 
where food comes from. 
Children and teenagers 
can help with deciding 
what foods they want 
for the next day’s meal.  

Try role modelling. Prac-
tice what you preach, 
as kids often imitate their 

parents. Do you dis-
like certain vegetables? 

Chances are your kids will 
see that you don’t like them 

and not eat them either. Eat-
ing with children teaches them 

that you value food and mealtime. 
Try to think of meal or snack time as 

“eating with your child”, not just “feeding 
your child.”  

Last but not least, what about sweets? Try not to label 
foods as “good” or “bad,” as all foods can be included in 
a healthy diet in moderation. Research shows that putting 
strict limits on these foods can cause children to overeat 
and fill up on them whenever they get the chance. On the 
other hand, parents are responsible for not making these 
foods available in unlimited quantities all the time because 
they are easy for a child to fill up on. So in fact, the phrase 
“You can’t have dessert until you finish your supper” actu-
ally works in the opposite way one might think. If a child 
views a junk food as better than the dinner meal, chances 
are they will not truly learn to enjoy healthy foods.  
These tips should help create a positive environment in 
which to nourish your child’s appetite for healthy eating. 
But remember, if you are concerned about your child’s 
growth or eating habits, contact a health professional. 

Lana Kusmack is a registered dietitian with the Winnipeg Health Region.

Here’s how to apply the division of  
responsibility with your children:

Illustration by Krista Lawson

Check out Ellyn Satter’s books 
at www.ellynsatter.com.  
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No matter how you break them, eggs are a  
healthy choice and an important source  
of protein, vitamins and minerals. 

Recent scientific evidence reinforces the importance of 
eggs as a healthy food choice. Eggs are an excellent 
source of high-quality protein, and provide 14 vitamins 
and minerals, including vitamin B12, riboflavin, vitamin 
D, folate and iron. Eggs are one of nature’s most 
nutrient-dense foods.  
Eating Well with Canada’s Food Guide  
identifies two eggs as a single serving and part 
of a healthy eating pattern.

Try our recipe for a tasty and nutritious  
Waldorf salad.

To find out more about the nutritional  
value of eggs, please visit 
www.eggs.mb.ca/nutrition-nutrients.html

Waldorf Coleslaw
6 hard-cooked eggs, chopped
6 cups (1.5 L) shredded cabbage
½ cup (125 mL) raisins
¼ cup (50 mL) dry-roasted peanuts
½ cup (125 mL) light Miracle Whip salad 
dressing
2 cups (500 mL) chopped apples
 
Combine all ingredients except apples 
and peanuts; toss lightly. Chill several 
hours or overnight. At serving time, add 
apples and peanuts to salad and toss 
lightly. Makes 10 servings.

 

Delightfully 
  nutritious

 Eggs add a 
healthy twist to 

Waldorf Coleslaw

A message from the Winnipeg Regional Health Authority, 
Manitoba Renal Program

Kidney Disease may happen before you 
feel sick. Blood and urine tests help to 

show if your kidneys are healthy. 
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Eggs are an excellent source of high quality protein which helps control the rate food energy

(calories) is absorbed by your body. This helps give you the lasting energy needed to enjoy healthy

physical activity whether you’re out for a walk in your neighbourhood, or a brisk jog at The Forks.

www.eggs.mb.ca

Energy that lasts.


