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heartfelt thanks 
 
a cardiologist looks at 40! - final 
 
Ladies and gentlemen, distinguished guests, 
 
Mesdames et messieurs 
 
 
Je tiens d’abord à offrir mes excuses à tous les francophones 
qui donnent leur appui au Gala de ce soir puisque le discours 
intitulé «  A cardiologist looks at 40! » sera fait en anglais. 
Veuillez prendre note qu’une traduction de la transcription 
du discours, ainsi que les questions et réponses, de ce soir 
sera disponible au bureau de la Fondation de l’hôpital d’ici une 
semaine.  
 
Merci de votre compréhension. 
 
SLIDE 1 – title 
 
A hospital foundation is really a physician’s best friend.  You 
look deep into the medical requirements of the community and 
decide what is needed most to improve the care of patients.  In 
Canada, we are fortunate in that we have world class health 
care system that will pay for most things.  However, there are 
times when the needs of a community exceed the current 
allowances.  And it is there that the magic of a foundation 
goes to work.  Health care delivery and possibly wait times are 
shortened, patient care improves, physician morale rallies and 
the community rejoices in that ‘something extra’ has been 
delivered within the universal single-tiered system. 
 
Tonight we honour the achievements of the chalmers’ 
regional hospital foundation on its 25th anniversary.  Much 
has been achieved over this quarter century.  And we can do 
nothing but marvel at the concept that the foundation can 
now purchase with the interest from its accumulated capital 
what required dollar for dollar earning with the first 
campaign. 



 
It is a great honour for me to be speaking to you here tonight.  
From when the opportunity was first mentioned a year ago, I 
have often thought of just what message to deliver to this 
group.  Through various grand rounds presentations and more 
recently as I prepared for the cardiology board exams, my 
thoughts would frequently drift to this evening – “how could 
I include that concept at the gala?”  I resorted to the sport 
psychology technique of ‘thought stopping,’ where I would 
catalogue the idea in the back of my black book in order to get 
back to the studying, yet ensure that the idea would be there 
for retrieval once the exams were done.  And then, in 
celebration, as I flew back from Ottawa, I turned to the black 
book and mapped out the many ideas, and tried to figure a way 
to weave them together for this evening. 
 
I was instructed of the theme – heartfelt thanks – and I was 
advised that I could talk of heart matters.  I was instructed as 
well that I ought to spice it up with some sport stories. 
 
The title in the end, borrowed from the song by jimmy buffet, 
“a pirate looks at 40” seemed to aptly fit the mood.  I am here in 
my 40th year, 17 years of post-graduate science and medical 
education, 5 years of post-graduate equestrian education, in 
essence rounding out the first half of my life.  Suzanne, grace 
and I are finally back in new brunswick.  I live on the family 
farm in lower jemseg.  Not only do I finally have a job, but I 
have a dream job – a job that I could sell a thousand times – 
but I won’t!  There is so much for which I am thankful.   It is 
undeniably a time to look forward to the second half.   
 
SLIDE 2 - objectives 
 
My goals for the health and well-being of new brunswickers 
are ambitious.  My goals for equestrian sport equally so.  And 
this is the public commitment.  From this there is no turning 
back. 
 
Despite this, I hope not to disappoint you when I say that we 
have much left to conquer in the modern treatment of 
cardiovascular disease.  Despite gains through innovations in 
interventions, surgery and pharmacology, I fear that we are 
on the verge of what has been coined the ‘perfect storm’ in 
healthcare:  an ageing population, a demographic bulge, 
increasing costs and expectations, as well as the recidivism of 
cardiovascular disease and the burgeoning obesity epidemic. 
 



Tonight, we have time to just touch on the matter.  But I do 
hope in these moments together to introduce 5 simple take 
home points that each of us can use to maintain our 
cardiovascular health.   
 
In new Brunswick, we have a very successful cardiac 
rehabilitation program.  We were the first province in the 
country to have a provincial body orchestrating the delivery 
and outcomes of this intervention.  Cardiac rehabilitation is a 
multi-faceted 12-week  education (nutrition, stress 
management, tobacco cessation, medications, depression) and 
structured exercise program offered to patients after heart 
attacks and open-heart surgery.  Participation in these 
programs reduces by as much as 1/3 the chance of another 
event or death.  From our participants, we are often 
confronted with the question:  why didn’t anyone ever tell me 
about this stuff before my heart attack?  Tonight you are 
going to hear that message. 
 
 
SLIDE 3 – DCC/BV/HC 
 
This, as they say is the money slide.  From here, I can only 
disappoint.  In introducing my grandmother, Helen and my 
grandfather chet to this audience, I would be wise to step 
back and let fond memories fill the evening.   
 
<<In the words of the late dr. randy pausch, author of ‘the 
last lecture,’ when there is an elephant in the room, introduce 
it.>>   
 
What I have today, I owe in great part to these two people.  For 
40 years I have ridden – quite literally – on their coattails.   I 
am unabashedly grateful for the unparalleled opportunities 
that my grandparents and my parents have given me.  Without 
them, I would not be here this evening giving this address.  
Have I made good on the opportunities that I have been given, 
only time will tell. 
 
The photo was taken in 1982 to celebrate the 50th anniversary 
of tractors and equipment, ltd.  Their pride in this wonderful 
mare, brookwood Victoria is evident.  They stand before open 
gaits stables, a barn that he built for her on the outskirts of 
town in 1959.   
 
In and around the time of that photo, there was another 
important movement afoot.  The story is told that the 
triumvirate of Bill Beattie, David Cornish and dr. Bud 



macsween made the trip down the hill to the T&E building to 
meet with my grandfather.  In his office (where he kept a 
bottle of maple syrup for a little swig of pep in the afternoon) 
they met to discuss the very exciting concept of the chalmers’ 
hospital foundation.  They were seeking a community leader.  
After their enthusiastic delivery, chet accepted the position 
to chair the board of directors of the foundation.  However, 
there was one condition, ‘that this enthusiastic trio join his 
salesforce.’  With the energy they portrayed on that day, they 
might have sold just about anything.   
 
In his position on the board, chet soon joined forces with john 
clark, the chair of the first fundraising campaign.  This was 
the cat scan project, and I can still remember the ‘cats can 
can you?’ t-shirt with the Garfield logo.  Much to my chagrin, I 
could not locate the t-shirt for tonight’s talk.  But through 
my years in medicine, I have never forgotten the jingle, and 
thus never forgotten the empowerment that a foundation can 
give to a community. 
 
 
In this photo, if there is some medical inspiration from my 
grandfather’s efforts on the left, then there is the equally 
powerful influence of my grandmother on the right.  
Fortunately for me, her passion was the horses. 
 
Slide 4 – 5 seconds down at ¾ mark 
 
How do you get to the Olympics?  Pick an esoteric sport that no 
one else does… then put in your 10,000 hours… make good on 
the opportunities that you are given… and just do what you are 
told.  This last point for me being key – don’t question, don’t 
get too creative, just do what the coach instructs you to do – 
it takes the guess work out of it. 
 
Somedays I wonder how things would be different if the 
equestrian sports were not part of the Olympic games.  I am 
not sure if I would have been accepted to medical school 
without that experience. 
 
Medicine and sport.  Hearts and horses.   
 
Let us see what we have learned through it all. 
 
 
Slide 5-  Epidemiology of cv disease 
 



Cardiovascular disease and cancer each kill about 1/3 of 
Canadians. 
 
Sadly 10% will have no warning signs and will die suddenly of 
cardiac arrest. 
 
However, the overwhelming statistic is that as many as 60% of 
the cv deaths are preventable. 
 
 
Slide 6 – stages of epidemiologic transition 
 
How we live is how we will die. 
 
The stages of epidemiologic transition are not taught in 
medical school.   
 
Fortunately, a prominent Canadian cardiologist, dr. salem 
yusef has published papers on the topic. 
 
I first learned of the concept reading the essay “diseases of 
affluence” by dr. Kevin patterson.  This was one of the essays 
bundled at the back of last year’s novel consumption. 
 
in the beginning, food was scarce.  This was the era of the 
hunter/gatherer.  Humans died of starvation and trauma. 
 
Later we became more civilized.  In closer quarters, infections 
spread. 
 
With the industrial revolution, there were diseases affected 
by pollution and further urbanization. 
 
Eventually, we fought back with modern medicines.  Infections 
were cured and degenerative diseases delayed. 
 
Unfortunately, the fifth stage is now predicted.  Health 
regression, whereby life-expetancy has been predicted to 
shorten.  Factors include the obesity epidemic – a state of 
overabundance, as well as pockets of political unrest. 
 
 
Slide 7 – Dean Ornish 
 
Let’s look at it in a different way:  people are beginning to eat 
like us, live like us and die like us.” 
 



Cardiovascular disease is the primary cause of death in the 
developing world, just as it is in north America.  There is an 
abundance of calories in most of the world.  Add to this the 
ravaging effects of smoking in developing nations – where 
smoking trends are increasing, rather than decreasing – 
remove from this our infrastructure and medical capabilities, 
and there you have the makings of a disaster. 
 
Slide 8 – evolution of man 
 
 
Sometimes a good diagram helps to explain things best. 
 
 
Slide 9 – graphic variation of obesity 
 
Another diagram.  You may begin to see why a cardiologist is 
just so concerned about overweight and obesity. 
 
Slide 10 – obesity rates by province 
 
I have said it before, and I will say it here tonight, my goal is 
for the stats of nb to look like the stats of bc.  You’ll note 
that statistic analysis suggested that men in ns had trouble 
coming to terms with their weight. 
 
Slide 11 – the energy equilibrium 
 
How could such a simple formula cause such a complex 
problem. 
 
If ‘energy in’ equals ‘energy out’ then our weight remains the 
same. 
 
The caveat – calories are easy to consume and hard to burn 
 
Consider – if we exceed our energy intake by as little as 50 
calories per day (one oreo cookie!), this equates to  a 5 pound 
weight gain per year. 
 
Consider – it takes 8 minutes of brisk walking to burn just one 
oreo cookie 
 
The bottom line:  losing weight by exercise alone is very 
difficult.  However, controlling ‘energy in’ is a very complex 
matter indeed 



 
 
 
Slide 12-   benefits of exercise 
 
But make no mistake, although it will not solely eliminate 
weight issues, exercise is critical to health. 
 
Even without significant drops in weight or waist 
circumference, there is universally a survival benefit to 
exercise. 
 
Many studies have shown that the fitness measures survival. 
 
Said another way, it is more important to be fit than it is to be 
thin 
 
 
Slide 13 – increased physical activity 
 
And of course, though survival is nice, there are other 
benefits of exercise. 
 
I cannot ignore that sports performance as a nation would be 
improved by greater participation. 
 
Continuing with that point…  I am a strong supporter of 
physical education in schools.  Though I have highlighted that 
exercise alone is not going to eliminate the growing problem 
of obesity, it will help to ensure physical literacy and overall 
health for the next generation. 
 
 
Slide 14 – the lowest common denominator 
 
I’d like just to touch on a favorite topic of mine, and something 
that I hear about day after day in cardiology – the lcd. 
 
“her grandmother smoked two packs per day and lived to be 
90.”   
“his grandfather ate bacon and eggs at every meal and he died 
at 103.” 
 
As humans, we seem to be drawn to examples which help to 
justify our worst habits.  Rather than marvel at certain 
protective genetic mechanisms or lifestyle that might have 



protected the folks I have just mentioned, we are drawn 
towards those low hanging fruit, the immediate gratification 
to justify our existence.  In a word:  excuses 
 
 
We often cite examples of our sporting heroes in this context.  
Let’s use the Michael Phelps diet to illustrate the point: 
 
For breakfast, Michael phelps eats three fried egg 
sandwiches, one 5-egg omelette, a bowl of grits, three slices 
of French toast and three chocolate chip pancakes.  And he 
has won more gold medals than any human in history, thus I 
should do the same. 
 
The fallacy of the argument lies in the energy equilibrium:  
12,000 in and 12,000 burned. 
 
In his valiant attempt to match the great phelps, dave mcginn 
of the globe and mail failed in both consumption and 
combustion.  But what I think is even more fascinating – he had 
a marked net positive energy balance.  Which is to say he 
exercised for over 4 hours that day and was dramatically off 
in his energy equilibrium. 
 
Calories are much easier to take in than to expend. 
 
 
Slide 15 – what fits your schedule better? 
 
Again, some slides speak for themselves 
 
 
Slide 16 – the chronic care model 
 
 
Obesity is clearly a complex problem.  It is why I have come to 
recognize as an adaptive problem.  There is no quick fix.  No 
one has all the answers at this point. 
 
The relationship between obesity, diabetes, hypertension, 
certain cancers, osteoarthritis and cardiovascular disease is 
well established.  Due to the lifelong degenerative nature of 
these diseases, they are considered within the framework of 
chronic diseases. 
 
More recently, health care organizations, and indeed 
provinces such as our own have adopted a new paradigm in an 



effort to manage these diseases.  This is the chronic care 
model.  Though this model is quite complex on first glance, it is 
in effect a multi-disciplinary, multi-leveled approach whereby 
patients are supported towards improved outcomes. 
 
I would like to share with you what has been my accidental 
firsthand experience in this model over the past year.  This has 
been my foray into the world of the hospital cafeterias. 
 
 
Slide 17 – CCM – organization of health care 
 
The chronic care model is not currently taught at medical 
schools. 
 
Thus, It wasn’t until we were well in to the experience of the 
cafeterias that I realized the context of our efforts. 
 
we were interested in leadership by example, and the improved 
long-term health of employees. 
 
In the language of the chronic care model, this translates to 
quality improvement at all levels of the organization.  Though 
this notion of tqm might be familiar within corporations, 
cardiology residents don’t usually meet with hospital ceo’s to 
discuss the fare in the hospital cafeteria. 
 
Allow me to explain… 
 
Slide 18 – citadel high 
 
Nova scotia has successfully implemented a school food and 
nutrition policy over the last several years.  The recently 
built citadel high has very modern cafeteria facilities 
designed to serve foods that meet the new guidelines.  In 
short, there is no deep-fryed food, no grilled food, no 
sweetened drinks.  There is an abundance of sandwiches, 
salads, whole-wheat low fat pizza, made-from-scratch soups, 
fruit, yogurt, unsweetened water and juices. 
 
The QE II health Sciences Centre is located just across the 
street from the new school.  About a year ago, we began to 
notice a noon-hour migration of students from the school to 
the hospital cafeteria.  Lines were getting longer in the 
hospital.  Employees complained that they could no longer get 
lunch within their breaks.  There was less space at the tables.  
There was a bit more noise.   The students were there en-masse 



to buy the foods they could no longer get at the school – 
famously they cued for the fries and poutine! 
 
This went along for several months.  The blame was on the 
students invading the hospital.  The answer was more security 
at lunch in the hospital cafeteria. 
 
On a couple of occasions, within cardiology we wondered 
aloud just what a healthy cafeteria at the school must be 
like? 
 
February was heart month.  That was when we finally decided 
that we had to see the healthy cafeteria in person.  
Recognizing that we could just not march across the street 
and in to the school, we wrote a letter to Tam Fawcett, 
principal of citadel high.  She welcomed us for lunch.   
 
This slide is the actual photo of our group walking into the 
school, with the cross current of students heading to the 
hospital for fries and poutine! 
 
We spent 20 minutes in the school.  Talked with the 
administration about the new food and nutrition policy and 
returned to our clinical duties at the hospital. 
 
Eventually word got out to the media – print, radio and 
television. 
We maintained that we simply were looking to highlight the 
heart-healthy fare being served at the school.  We admitted to 
the irony that students were seeking out ‘calorie rich, 
nutritionally depleted’ foods at the hospital. 
 
Sadly, the hospital didn’t seize the opportunity to make some 
immediate changes.  They suggested that committees were in 
place that were addressing the issue.  We heard from members 
of these committees that progress had been stalled for years. 
 
At that point, we were at a crossroads.  We had simply gone to 
the high school to highlight the leadership taken on the issue 
by schools.  We were now under pressure to help facilitate 
change at the hospital, which is to say, address quality 
improvement within our institution.  But this was not our usual 
territory, we were off of our usual medical turf. 
 
Nonetheless, with the help of a couple of ghost writers – 
namely my brother jon and his fiancée savannah, we penned an 
op-ed published in the herald march 19th. 
 



 
Slide 19 – everyday is the perfect day… 
 
 
Slide 20 – if it is the laissez-faire approach… 
 
And the term laissez-faire cardiology was coined.  This was a 
call to action. 
 
The meetings began.  The education began.  I had a lot to learn 
about the provision of hospital cafeteria food. 
 
Again, we needed a positive outlet, we needed to show people 
that we were moving forward 
 
Slide 21 – the Canadian healthy hospital 
cafeteria project survey  (chhps) 
 
Pronounced ‘chips’ 
 
The survey ran through the summer. 
 
By word-of-mouth and a few key shout-outs, we had 
respondents from all provinces 
 
Slide 22 – survey 
 
The survey was simple.  It was based on the key principles of 
the nova scotia schools’ food and nutrition policy – an 
evidence-based guideline developed in Canada for Canadians. 
 
Slide 23 - cmaj 
 
In june, I was asked to co-author an editorial in the Canadian 
medical association journal with a nice fellow that I have 
still not yet met in person – dr. yoni freedhoff, the founder of 
the bariatric medical institute in Ottawa – an true obesity 
expert. 
 
Through the writing of the piece, with the involvement of the 
editorial staff, it was clear that this was an unofficial 
position statement on hospital cafeterias being put forth by 
the journal. 
 



Interestingly, our simple recommendations advocated 
healthier and more informed choices not dissimilar to what 
has been mandated in a number of US cities and states.   
 
Slide 24 – les hopitaux devront donner 
l’example 
 
The results were swift and surprising. 
 
Within 48 hours, dr. yves bolduc, quebec’s minister of health 
announced that quebec would be eliminating a number of ‘junk 
foods’ from its hospitals and long-term care facilities by the 
end of 2008. 
 
Who would have predicted this response from quebec – the 
home of poutine? 
 
 
 
Slide 25 – gagetown fair 
 
Through this experience, I have had to learn new ways of 
describing foods and their relationship to health and often to 
cardiovascular disease. 
 
Thankfully, Richard Flynn of acacia galleries has given 
permission for the use of two lovely works to help illustrate 
this point. 
 
first, we have three fellows at the gagetown fair eating 
French fries.  Clearly, this is carnival food. 
 
A great aside is that the fellow on the left was actually a 
heart transplant patient.  When he realized that Richard had 
captured him on the canvas with a plate of fries, he was 
startled and acknowledged that his cardiologist would likely 
kill him if he ever saw the painting. 
 
 
Slide 26 – the saint john market 
 
In contrast to the dusky looking guys in the previous work, 
these folks at the saint john market look vivacious, perky 
even.  On display in abundance, we see why – fruits and 
vegetables are the basic staples of their diet. 
 



 
 
Slide 27 – the aha position statement 
 
Why the hard line on carnival foods?  Because junk food is the 
new tobacco.   
 
Junk food is the new tobacco. 
 
Again, while I spent my summer months inside studying for the 
exam, the American heart association released a position 
statement on obesity. 
 
Though admitting that it was a complex subject with attention 
required at multiple levels,  the association called upon 
physicians to do more to become involved in the management of 
the problem.  Enough laissez-faire cardiology! 
 
They described an upstream-downstream approach.  Physicians 
primarily are focused on the work downstream – plucking 
people from the river so-to-speak.  As important as ongoing 
work will be in that context, the call is also to occasionally 
venture upstream, to see just exactly why so many people are 
floating down the river.  In their analogy, they cite that 
perhaps a bridge may be in need of repair. 
 
This is new ground for clinicians, yet the societal weight of 
the obesity epidemic is upon us, we must heed the call. 
 
 
 
 
 
 
Slide 28 – a grain of salt 
 
In reviewing the important subject of hypertension – high 
blood pressure – for my exam, I was reminded of something 
often overlooked in the treatment of this problem – our 
excessive salt use 
 
We should cut our salt consumption by more than 50% 
 
Beyond the shaker, salt is rampant in carnival foods and in a 
number of low-key processed items like soups. 
 
Consider: 



 
 The industry standard:  large fries – 430 mg 
 Caesar salad with grilled chicken – 1300 mg 
 Low fat blueberry muffin – 750 mg 
 Hearty vegetable soup – 930 mg 
 
Read the labels.  If the labels are not readily available, either 
ask for the information or don’t eat it. 
 
Slide 29 – SMOKING PHYSICIAN 
 
At our peril will we ever turn our backs on the threat of 
tobacco addiction. 
 
This would be no different than changing our attention to the 
distraction of cell phones and neglecting seat-belts 
 
Smoking cessation remains the only cost effective prevention 
measure of cardiovascular disease that we know!  
 
 
Slide 30 – percentage of current smokers 
 
Trends are heading in the right direction 
 
However, A disproportionate number of cardiac patients and 
their families still smoke 
 
 
Slide 31 – smoking rates among teens in ns 
 
Again, kudos to those who have enabled this progress. 
 
But let us never forget the highly addictive substances found 
within tobacco products and the highly evolved marketing 
schemes targeted towards new users 
 
 
Slide 32 – for grace’s sake… 
 
There was a time when physician’s would glibly chirp:  “go 
ahead and keep smoking, it’s good for business!” 
 
Sadly, we have just about all the business we can handle.  And 
I would rather spend a little more time at home with my 



daughter, hence I am advocating a new mantra:  “for grace’s 
sake, please don’t smoke…” 
 
 
Slide 33 -  my goal:  to never meet you in a 
clinical context 
 
 
It is far and away my preference to meet people in a social 
context.  Sadly, as a cardiologist, I often meet people when it 
is too late – ie., after they have developed angina, or have had 
a heart attack. 
 
Make no mistake, I love my job, but I would rather help people 
to avoid heart disease altogether than to treat them after the 
fact. 
 
 
Slide 34 – take all chest pain seriously 
 
That said, if ever there is any question of chest symptoms, it is 
of critical importance that you call 911. 
 
I have listed a sampling of the various disguises sported by 
angina and heart attacks. 
 
Add to that ‘a funny feeling in my chest.’ 
 
And please don’t drive yourself to the hospital with chest 
symptoms – that imperils you and everyone else on the road, 
and delays your time to advanced life care support provided in 
every ambulance. 
 
Slide 35 – ecg 
 
Any hint of chest pain, especially in individuals over 30 years 
of age warrants an urgent ecg.   
 
This electrical tracing of the heart signals is the first and 
arguably one of the most important steps in the proper 
management of your symptoms. 
 
For the record, this ecg demonstrates ‘le big one.’  Too much 
smoking and carnival food. 
 
 



 
Slide 36 – remember 5 things 
 
Exercise 
 
Cut the salt 
 
Eat an abundance of fresh fruits and vegetables and avoid the 
carnival foods 
 
Never underestimate the threat of tobacco 
 
Take all chest symptoms seriously 
 
 
 
Slide 37 – river 
 
And remember, if we are to meet ‘downstream,’ please let it be 
at the farm in lower jemseg, and not in the coronary care unit 
in saint john. 
 
 
Slide 38 – tipping point 
 
And I will finish with a reference to Malcolm gladwell’s 
tipping point.  The second chapter, ‘the law of the few: 
connectors, mavens and salesmen’ describes the ride of paul 
revere.  A tip from a stable boy to revere, a well connected 
social networker in colonial Boston was enough to start a 
word-of mouth epidemic to stave off a secret british invasion 
and to possibly spark the American revolution. 
 
Thus I will wait to see if the tips given this evening by a stable 
boy to this room of connectors, mavens and salesmen will 
have any such word-of mouth effect on the invasion of obesity, 
cardiovascular disease and other related -  largely 
preventable  - diseases. 
 
Above all, congratulations to the chalmers’ regional hospital 
foundation on an impressive first quarter century. 
 
Thank you for this grand opportunity this evening to share 
with you fond memories of my grandparents and reflections 
on the state cardiovascular disease in new Brunswick. 
 



rs 


