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When did you first become interested in sports
medicine? What in your medical school experiences
lead you to choose rheumatology as your specialty? 
I remember being interested in sport medicine from the

beginning of my medical school training. I had always

participated in sports at a competitive level and thought

sports medicine would be an interesting direction to

follow. Beyond that, I had no idea what was involved or

how to pursue that interest. In medical school, at the

University of Saskatchewan, a mentorship program was

in place. In the first few weeks, I had met with my men-

tor who was a neurosurgeon, and the typical question

asked was "where do you see yourself as a first-year medical

student?" I indicated I was interested in sports medicine

and my mentor looked at me with a funny, jaded expression

almost saying "you and a million other medical stu-

dents." That was my first exposure to the concept of

sports medicine and my first rebuff. Incidently that was

our only meeting.

In truth, doing some form of sports medicine was

always in the back of my mind. During the different

rotations in medical school, you imagine yourself in a

specific specialty at times only to find that that is not

the direction you want to take. I did think about ortho-

pedic surgery but found that it was not as stimulating

to me as internal medicine. I found rotations in

rheumatology to be very interesting and appealing from

an academic perspective. In particular, as a result of the

musculoskeletal (MSK) component of medicine,

rheumatology allowed me to circle back to that interest

in sports medicine. Finally, while interning in Regina, I

did an elective in Saskatoon with a very talented group:

the late Dr. Don Mitchell, Dr. Earle DeCoteau, Dr. Ken Blocka

and the late Dr. John Sibley. I would have to say that those

four doctors solidified my interest in rheumatology.

Did your medical training encourage you to pursue
sports medicine? 
Throughout my training program, directors were reluctant

participants but, after some convincing, willing enough to

allow me to pursue sports medicine during electives. I did

this in medical school and during my internship. While

doing general internal medicine at the University of

Calgary, I was also allowed to do electives in sports medi-

cine. This was pivotal for me and I am thankful that in gen-

eral those managing the programs had enough foresight to

see that this was a path I needed to take. In Calgary in
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particular, this stretched the bounds of what I suspect other

internal medicine programs would have considered viable. 

What was your first exposure to the world of
professional sports? 
During my medical school training an elective in social

and preventative medicine was required. After consider-

able lobbying, I was able to arrange an elective focusing

on sports medicine and the prevention of injuries. I had

written to several major league baseball clubs and

received a positive response from the Kansas City

Royals’ baseball club. I was able to attend spring train-

ing of 1985 held in Florida. With that we kindled a rela-

tionship and I was asked to return as an invited guest to

spring training between 1987 and 1991 working with the

medical staff. It was an incredible opportunity to work in

a first-class professional organization such as the Kansas

City Royals. I learned about the complicated world of

sports medicine and dealing with a professional sports

team and its athletes.

You have been the team physician for the
Saskatchewan Roughriders since 2000. What have
been some of the highlights of your time with the
team? 
It is difficult to pinpoint specific highlights but I would

say it is not much different than a rheumatology practice

where the positive outcomes of complicated cases are the

reward. In rheumatology we often work hard with chronic

and at times acute and very ill patients and of course it is

rewarding when these patients benefit and improve.

Similarly in sports medicine, we often see athletes with

significant and potentially career altering injuries, and

the highlight is always their return to play. 

In my view, the best job to have working in the CFL is as

a team physician with the Saskatchewan Roughriders.

This is simply because it is probably the franchise best

known throughout the country. No matter where we

travel, there is an amazing Saskatchewan Roughrider fan

base. This is of course magnified here locally. It is not lost

on me how great it is to be involved with this organization

and I suppose this is in itself a highlight.

You received national media exposure when one of
the Roughriders tested positive for HIV. Describe that
experience and what you learned from it. 
What I have learned from the experience is to expect the

unexpected. Athletes are of course more human than we

tend to portray them and to have an athlete with HIV is in

itself not surprising. I did however think that this would be

the last thing I would have to deal with in sports medicine,

particularily on a national level. I was asked by the foot-

ball club to address the media and answer the medical
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Saskatchewan Roughrider fan base. 

Dr.McDougall attends a recent Roughrider practice.



questions. To face eight to ten cameras and the multitude

of questions by the national media was surreal. I think that

most of us in rheumatology toil away in relative anonymity.

We are not high-profile specialists like neurosurgeons or

cardiovascular surgeons nor do we aspire to be. I think that

most rheumatology training programs do prepare you to

answer questions in a concise, accurate and evidence-

based way which I certainly drew from. Prior to the experi-

ence, I had thought that the public awareness regarding

HIV was advanced, particularily given the Magic Johnson

story which was well publicized. I think I learned that it is

important to educate but equally as important to continue

to educate the public in different areas of medicine.

Do the responsibilities of a team physician differ
somewhat from a doctor treating an individual
patient? 
When we deal with patients on a one-on-one basis in our

office, it is really quite simple in a sense. There is a doc-

tor-patient relationship. A family member may enter into

the relationship and at times such a relationship is

stressed to a certain extent when workers’ compensation

and other interested parties are involved, but basically we

see our patient and we become the patient’s advocate.

In sports medicine, the relationship is somewhat differ-

ent. You have a responsibility to the organization for which

you work (the professional team) but in addition you have

a responsibility to the athlete and you can’t function inde-

pendently from that athlete. Because you administer care

to the athlete, he/she needs to be fully informed of the

events. At times however, there is information that the

organization has, in terms of what their plans are at present

and in the future for a player, to which the athlete does not

necessarily have ownership. On the other hand, the athlete

is a patient and may have a medical history that is person-

al and not related to their professional sport, under which

circumstance the organization has no right to know. The

relationships can be complicated. So I feel that there is a

triad of responsibilities: the organization you work with, the

athlete, and in the end, yourself as a physician. Above all,

you have a responsibility as a physician to make the right

medical decision.

What aspects of rheumatology training have helped
you most in dealing with the health problems of
professional athletes? 
Ultimately, the decision to become a rheumatologist was

easy. I chose this area of medicine because of the aca-

demic and clinical challenge that complicated cases pre-

sented. The next challenge was to define what I wanted

out of life as a physician and how I could incorporate my

interest in sports medicine. No doubt the MSK training

component of rheumatology was particularily helpful. I

think most rheumatologists would agree that when it

comes to doing a complete MSK examination no other

specialty does as thorough an evaluation. In my view, this

relates to the training programs of rheumatologists where

clinical assessments take such a high priority. It became

clear to me that choosing rheumatology would be an

asset in sports medicine rather than a detriment. The

internal medicine component of training is also a major

benefit as sports medicine requires that you deal with all

aspects of the athletes health not just the injuries. 

I think many people would look upon rheumatology

and sports medicine as not being a good fit and I have
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had colleagues even question what a rheumatologist

would be doing working with the Saskatchewan

Roughriders. I think what I have learned is that people

don’t have a good understanding of what exactly a

rheumatologist does. Most don’t understand the depth of

training and experience that a rheumatologist has. In the

end, people should not be surprised that rheumatologists

do sports medicine, I think it is a perfect and natural fit.

What advice would you give to a physician who may be
contemplating becoming a team physician? 
There are rewards but there are a lot of things to consider.

I think it is important to think it through and critically

evaluate the pros and cons of that decision. There is a

huge time commitment, and personal and family sacrifice.

There are financial and professional sacrifices as well.

Like other aspects of professional life there are politics,

perhaps more than I would have expected. Involvement

with a professional team is at times highly demanding and

one must decide in the end whether it is worth it. There

are rewards and benefits but this is mostly being able to

do something you love and truly want to do. 

I think it is important to note that, particularily in

Canada, we are able to fashion our practices in medicine

the way we want. I think everyone should reserve a certain

percentage of their practice to pursue something that is

of a particular interest and fulfilling. I think this keeps

you sharp in your rheumatology practice as well.

Do you still enjoy the simple pleasure of watching a
game of football or do you find yourself working
intellectually—analyzing the players and their
abilities on the field?
I expect I would do that anyway because if you are truly a

sports fan you watch and critique. I will say that when I see

injuries on the television I am observing the mechanism of

injury and predicting diagnosis. Was it an anterior cruci-

ate ligament injury, was it a cartilage injury, is he con-

cussed? I suppose I watch sports from a different point of

view. When you see the athletes from the inside, from their

perspective you see how hard they work and when you see

and hear the wrath of the fan, I perhaps see more the

human side of the athlete. Some good and some bad.

Will you continue to work in sports medicine?
I believe so. I have always been involved in sports medi-

cine at some level and, in addition to the work with the

Saskatchewan Roughriders, a certain percentage of my

practice does include my seeing other athletes as well. In

the end though, I am very happy to be in Regina,

Saskatchewan, my home province. I am happy with my

rheumatology practice. If sports medicine were not avail-

able to me here in Regina I don’t think that I would pack

up and leave. If I had to choose one over the other it

would be sad but I would sacrifice sports medicine, as in

the end, I am a rheumatologist first.
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Dr. McDougall and athletic trainer Ivan Gutfriend (on right) at a
recent Roughriders game.
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How did you first
become involved as a
physician for the
Maple Leafs? How
many years did you
perform in this
capacity? 
I began working with

the Toronto Maple Leafs

because I worked ini-

tially in the same unit as

Dr. Hugh Smythe, who

had a long-standing

connection with the

Toronto Maple Leafs, a

family connection and a

professional connec-

tion. His father was the

founder of the whole Toronto Maple Leaf organization

and Maple Leaf Gardens. So Dr. Smythe was involved in

this early on as a team physician.

When it was time for him to step aside, I was working

with Dr. Smythe, and he suggested that I take over for him

and so a childhood dream came true! 

It was really wonderful…for me, having grown up in

Canada, hockey was a big issue. I played hockey at a

young age and while I had no great talent in that area, I

had a great time! But I also enjoyed being a spectator and

was a great fan!

So here was an opportunity to get involved in a game I

loved… 

The Maple Leafs actually had an interesting team of

physicians. There was myself, as a general internist, we

had an orthopedic surgeon who was Dr. David Hastings

initially and then Dr. Earl Bogoch, and a plastic surgeon

Dr. Leith Douglas who handled all the cuts. The three of

us were there at every game so we obviously saw a lot of

each other and became a team within a team. So that

meant that for me, from 1972-1989, every Wednesday and

Saturday night I was at the Maple Leaf Gardens.

What were your
responsibilities as a
team physician for the
Maple Leafs?
My responsibilities were

the general health of the

team. I did the physical

examinations before

training camps, I looked

after all of the medical

illnesses players may

encounter through the

course of the year and

also I was in charge of

the medical problems in

the Maple Gardens

throughout the game.

In what ways was the interaction with the players the
same as or different than with clinic patients? Are
athletes more demanding or difficult as patients than
the general public?
I’ve always done multiple things in my career. I’ve never

been focused exclusively in one area. In my academic

career, I’m a rheumatologist, I do clinical care, I have a

large research program and I’ve always been involved in

University medical education.

In the hockey sphere, I was involved as a general physi-

cian, because I was not only looking at rheumatic problems

but all of the players’ medical problems. So that was a

change for me. That’s where I learned about things like

conditioning and training camp preparation, a little bit of

a different type of practice compared to my university prac-

tice. Also it was a different because you really got to know

your “patients.” You got to know them very well and see

them very frequently both in their personal and their pro-

fessional lives. That’s a different kind of experience for me. 

With many of the players like Darryl Sittler and Lanny

MacDonald, I had a close relationship…not just a doctor-

patient relationship.

Dr. Murray Urowitz and 
The Toronto Maple Leafs

8 CRAJ 2007 • Volume 17, Number 3

NORTHERN HIGHLIGHTS

Left to Right: Dr. Murray Urowitz, Dr. Leith Douglas and Dr. Dave Hastings.

From 1972 to 1989, rheumatologist Dr. Murray Urowitz could be found every wednesday and saturday night at
the Maple Leaf Gardens working as a team physician for the Toronto Maple Leafs. In this interview, Dr. Murray
Urowitz shares his memories and discusses the realities of being a team physician.
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Left to Right: Dr. Simon McGrail (ENT),

Dr. Dave Hastings, Dr. Leith Douglas

and Dr. Murray Urowitz at Maple Leaf

Gardens in 1984.

What events highlighted your time as a Maple Leaf
physician?
Unfortunately, if you look at the statistics, we never won a

Stanley cup while I was there, we never got to the finals,

however we got close to the finals… into the quarterfinals

and once into the semifinals.  

The highlights for me were just being involved in hock-

ey, which I love, even today as a sport and with the play-

ers. It became apart of our family’s lives.

What are the attributes that a doctor needs to be a
good team physician? 
Like anything else you do, you have to like the job, other-

wise you’re not going to be very good at it. This was a

commitment. This was two evenings a week… you and

your family have to accept that. Secondly, you have to

become proficient in those areas that are

important for that job. For hockey it was

general health for people who have physi-

cally grueling jobs. They would play two to

three days a week and they would practice

the rest of the week. As you know, hockey is

a very physical sport. So you have to make

yourself aware of the medical issues

regarding that kind of occupation. 

Also, these were young male athletes so

you had to get know all the issues that

young males in their twenties are involved

with in life in general. These people are just

coming into their own. They are beginning

to find permanent relationships and are

people who, very early on in life, come into

large amounts of money that they and their

families probably never even dreamed of. So

they can on occasion get into trouble or

they can come and ask for advice. So you

have to make yourself aware of all of those

issues. The knowledge of looking after a grueling occupa-

tion, the knowledge of dealing with young, suddenly

wealthy males are all things that I had to learn as it wasn’t

apart of my usual training up to that point. 

What should a rheumatologist consider if approached
to become a physician for a professional sports team?
A rheumatologist is probably a good general physician to

have as a team physician as they would have the expertise

to treat joint problems, as well as the general medical

knowledge that is necessary to look after a sports team.

One should not expect that working with one profession-

al team could be the major source of one’s livelihood.

That’s probably not possible. But if you are a sports

enthusiast and would like to be involved and are willing to

make the commitment, a great reward awaits you! 

Left to Right: Dr. Leith Douglas, Dr. Ernie Lewis, Dr. Murray Urowitz and Dr. Dave Hastings.
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How did you first become involved as a physician for
the Maple Leafs?
This may seem odd, but I started at the bottom of the ladder,

as “stick boy” or mascot for the team in my early teens. When

a break occurred I had to deliver the correct stick to Bingo

Kampman (#7) as quickly as to Syl Apps (#10). It earned me

my name being inscribed on the Stanley Cup with the 1942

team, when the Leafs came back from a three-game deficit.

It also meant that I was in the dressing room, and learned

to respect the trainers and physiotherapists, with a relation-

ship that evolved over my years as team doctor, from 1950 to

1969. 

I learned nothing of value about sports medicine in med-

ical school. My association with the team was treated as a

forgivable defect by the academic physicians at the Toronto

General Hospital. 

In what ways was the interaction with the players the
same as or different than with clinic patients?
Given all the pressures, and the attraction of any fad that

might give them an edge, the players presented few problems.

Often, it was their advisors who caused problems. In many

teams (not the Leafs), the players were expected to “play hurt.”

My father had developed some rules. After an injury, a player

was not allowed to skate until MDs pronounced them fully

recovered. Reason: doctors tried to hurry the players back.

Typically, the player would guard an injured knee, but pull the

opposite groin. Furthermore, my father knew what his best

players could do, but wanted to test how others could best

contribute when given new roles in the playoffs. In the play-

offs, the responsibilities were greater. Players could play with

an injury, if we could assure them and management that per-

manent damage would not result. 

One of the doctors would be a surgeon, but until the late

1960s, no orthopedic surgeon could be a team doctor. He

knew some doctors were good at knees, others better for backs

or head injuries, and he wanted referrals to the best for that

player.

I had unique opportunities to earn the trust of the players

because I was a fixture in the dressing room. Bobby Baun was

involved in many collisions, but rarely complained. As he

walked toward the shower, I saw one knee sag inward with

each step—he had a complete tear of his medial collateral lig-

ament. When asked how he was, he said “fine.” They all had

high-pain thresholds, but varying complaint thresholds.

In the 1960s, new problems arose, as the players’ agents

became powerful. They interfered with the choice of treat-

ment and consultant. Bobby Orr did not get the best advice

about his knee injuries. My career as team doctor was ended

by Alan Eagleson, when he said “Smythe, you have a conflict

of interest”—he was an expert at that. My successors were not

given access to the dressing room except by invitation, which

is perhaps why the Leafs won no more Stanley Cups. 

What events highlighted your time as a Maple Leafs
physician?
There were many, and some of the most dramatic must forev-

er remain confidential. 

Early on, I observed both Ted Kennedy and Gordie Howe

after concussions. We were concerned about the risk of sub-

dural hematoma, and checked their status every 2 hours over

the next day; Ted in a hotel room in Boston, Gordie in the

Private Patients Pavilion of the Toronto General Hospital.

Concussions were much less common than now. Explanation:

with today’s helmets, neck injuries are more common. The

symptoms of neck injury include headache, imbalance, and

other symptoms that mimic concussion, but persist or recur

in the absence of correct diagnosis and treatment. No amount

of padding can protect the neck or the knee.

Rocket Richard was totally fearless as he charged toward the

net, dragging the strongest of our defensemen. But he was ter-

rified of needles. I quickly put 5 stitches in his scalp without

using local anesthetic, taking advantage of the relative numb-

ness that occurs shortly after injury, so that the ordeal was

minor and brief, rather than prolonged and tentative. Illogical

fears were not rare in these heroes, especially fear of flying.

Dr. Hugh Smythe: 
A Long Career with The Leafs!
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From 1950 to 1969, rheumatologist Dr. Hugh Smythe was a team physician for the Toronto Maple Leafs. In
this interview, Dr. Smythe shares his memories of treating our favorite hall-of-famers and discusses how sports
medicine has changed since his time working with the Leafs.
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Most fans will remember that Bobby Baun scored a game-

winning overtime goal against Detroit with a broken “ankle” or

“foot,” depending on what account you read. The injury was

an undisplaced fracture of the fibula about 3” above the ankle

joint line. These fractures always heal, and permanent disabil-

ity was not a concern. It was a mere pain problem, easily con-

trolled with local anesthetic. Two nights later he played again

with local anesthetic, when the Leafs won their second-last

Stanley Cup.

Red Kelly also played that final game with the help of local

anesthesia. He had a “sprain” of the medial collateral ligament

of his knee. The bulk and strength of that ligament was intact,

but there is a thin anterior fan, which is commonly stretched.

With the knee locked in full extension, there was no pain or

instability when the ligament was stressed. Palpation revealed

the quite localised marked tenderness, abolished with injec-

tion. There was a good deal of pain after the “freezing” wore off,

borne with the help of the Cup victory.

Drugs were not a problem in those days, and on that team.

My father was strongly opposed to any performance-enhanc-

ing measures. In one Stanley Cup series, there was an oxygen

tank beside the Detroit bench, designed to speed recovery

from extreme effort. My father used this in his second-inter-

mission battle address: “they know they’re licked. They know

they’re not man enough to beat you without sucking on the

gas pipe. All you have to do is go out and take it away from

them.” And they did. In later years, the tanks never re-

appeared. (Quotes approximate)

Psychology was a challenge, and sometimes fun. In the

famous 1967 series, The Montreal Canadiens had to choose

between the perhaps fading veteran Gump Worsley as goalie

and a less stellar Charlie Hodge. Their manager was Sam

Pollock, and he introduced a young Rogie Vachon as an alter-

native. Pollock and Punch Imlach were two of the smartest

men in hockey ever, knew each other well, and were fiercely

competitive. Imlach welcomed the choice of Vachon, calling

him a “'Junior B goalie.” Pollock was had, and knew it. If he did

not play Vachon and lost, he would seem to be been pushed by

Imlach. If he played Vachon and lost, he was just being stub-

born. He had to win; but he played Vachon and lost.

Punch had built the losing team of the late 1950s into one

that won four Cups in a row. The players remain heroes in our

memories, but man-for-man, the Leaf players did not seem

better than the best of the competition. As coach, Imlach had

the most obstructed view of the game of anyone in the arena,

but was very quick to identify who was playing well on a given

night, and who of his role players could contain a Howe or a

Béliveau. But the gamesmanship psychology that worked

at the competitive level, was not always appreciated by

his players.

What are the attributes that a doctor needs to be a
good team physician?
Professional skills, empathy, access.

In the first decade, I sewed cuts, injected areas of tender-

ness, listened, learned from my colleagues, and puzzled

about many “Medically Unexplained Symptoms.” I studied

with Kellgren and re-read about referred pain, the missing

chapter in sports medicine. Often the “pulled hamstring”

was not very tender. Nor was the lateral epicondyle. In a

community meeting in Brandon Manitoba organized by the

Arthritis Society, a colourful Physiatrist named Max

Desmarais explained that the tenderness in patients with lat-

eral elbow pain was to be found inches away from the epi-

condyle, in the origin of the long extensor muscle to the

third finger from the lateral inter-muscular septum; inject

here and you get better results. If symptoms recurred, the

symptoms often were more diffuse, with other regional sites

of discrete tenderness, perhaps associated with pain in the

back of the neck.

About this time, something very gratifying happened.

Trainers from other teams–Detroit, Chicago, Boston, New

York–began asking me to see their players who were having

chronic symptoms, not improving with standard therapies.

They knew my name was Smythe, but trusted me to give

my best advice. Priceless.

But now, every newspaper brings news of diagnostic and

therapeutic folly. Arthroscopic surgery for “torn glenoid

labrum?” Surgical therapy for “bone chips” in the elbow

(ossification of the triceps insertion) has been displaced

by Tommy John surgery, followed by a year(!) of convales-

cence. Do these athletes have the medial elbow tender-

ness of the C 6-7 syndrome? We don’t know; many ortho-

pedic surgeons will not refer to rheumatologists prior to

proposed surgery.

What should a rheumatologist consider if approached to
become a physician for a professional sports team?
Time, access and a collegial relationship with a surgeon. I

assume the interest is there. It has been reported that 50%

of Ontario’s primary-care physicians consider themselves

qualified to practice sports medicine. I certainly wasn’t,

learned slowly, and am still learning. My successors faced

many barriers. Coaches, managers, trainers, agents, other

physicians and surgeons may be friendly enough, but block

access, to ensure that you serve only at their pleasure.
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How did you become interested in treating elite
athletes? 
I have been fortunate enough to work closely with

sports medicine physicians and physiotherapists who

treat elite athletes. When the athlete is not responding

to the scheduled treatment of these professionals or

when there is a diagnostic dilemma, I have been con-

sulted. Rheumatologists, as part of a medical team, con-

tribute uniquely to an elite athlete’s care due to our

expertise with non-surgical musculoskeletal (MSK)

problems and because of our experience in treating

arthritis, and inflammatory and mechanical enthesitis.

However, my fascination with treating elite athletes

dates from the 1960s when I was training as a physio-

therapist at St. Thomas’ Hospital in London. As a stu-

dent, I was privileged to treat several professional ballet

dancers and two world-famous race car drivers who

were referred to the hospital. I learned they were a very

different type of person: they were totally focused and

possessed enormous discipline. They healed faster and

reached rehabilitation goals not thought possible: they

defied the odds. They changed my perspective of what

was possible. Silken Laumann is an outstanding example

of someone who defied all medical expectations after a

serious training injury which “sliced open” her thigh 

12 weeks before the 1992 Olympic Games. After five

reconstructive surgeries she went on to win a bronze

medal in rowing. Regardless of the sport, I am fascinat-

ed by the way the well-trained body moves in space,

defying gravity with grace and ease, and how the bodies

of such high-performing athletes respond to treatment

when injured.

Are professional athletes generally more
knowledgeable about their health and conditions
than non-athletes?
Yes. This, of course, is no surprise. Many athletes are

certainly more knowledgeable about MSK injuries, basic

anatomy, health promotion, and nutrition. The elite ath-

lete though, could be more knowledgeable regarding the

benefits of cross training and elite core training.

Furthermore, I am not certain there is a generalization

of knowledge into other areas of health. For example, I

treated one elite hockey player who had cold-induced

asthma that had not been previously diagnosed. The ath-

lete presumed his shortness of breath at the rink was from

being out of shape. The diagnosis was confirmed by a

respirologist, and he is much improved having been pre-

scribed inhalers. 

Are professional athletes more difficult or demanding
than the general public?
I find professional athletes to be much less demanding

and much less difficult than patients with MSK problems

who have been frustrated with the medical system for not

solving their problem. However, I need to put that in

context. The MSK clinic at which I work, the St. Paul’s

Hospital Orthopedic Medicine Clinic, accepts tertiary

and quaternary referrals for non-surgical MSK problems

that are either a diagnostic challenge, or unresponsive to

standard treatment. That being said, it is not surprising

that a professional athlete is easier to deal with and less

demanding. Athletes typically have very-high standards for

themselves. They demand the same in their health-care

team. I am not sure the average patient demands the

Dr. Jean Gillies: 
Treating Canada’s Top Athletes 
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Dr. Jean Gillies is Medical Director of the St. Paul Hospital’s Orthopedic Medicine Clinic and has treated
numerous elite athletes throughout her career. In this interview, Dr. Gillies shares how she became involved in
this field and the insight she has gained after working with some of Canada’s top athletes.
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same very-high standard of expertise; they just want to

be fixed and often their contribution to the solution does

not involve the self-determination that athletes possess.

Does your training as a physiotherapist (before your
medical and rheumatology training) give you an
advantage in managing elite athletes?
I come with no unique skills of my own. I practice what I

learned in the 1960s from Dr. James Cyriax, one of two

consultants in the Department of Physical Medicine at

St. Thomas’ Hospital in London, when I was training to

become a physiotherapist. The defining moment for me

was his approach to the diagnosis of the MSK system:

active ROM, passive ROM, and isometric muscle testing.

He gave the same lectures to the physiotherapists as he

did to the medical students. Using his disciplined, sys-

tematic approach to the patient’s MSK history and exam-

ination, the diagnosis comes into focus. I have never seen

any physician match Dr. Cyriax’s clinical examination

skills since. His concept of capsular and non-capsular

patterns of restriction of joints is brilliant. Without the

Cyriax approach to the examination of the moving parts,

I would have nothing additional to add to the athlete’s

medical team. In terms of physiotherapy skills, I can cer-

tainly say that my training in surface anatomy and

applied anatomy in physiotherapy school far exceeded

the training I received in medical school. Although I

learned MSK physical examination skills in medical

school, it was Dr. Cyriax who trained me to interpret the

data. Physiotherapists, in general, have an additional

secret weapon in the examination of the MSK system:

they have great eye-hand coordination and intuitively

understand body mechanics.

What have been some highlights of your interactions
with professional sports figures?
It is very thrilling to watch an elite athlete, whose career

has hung in the balance from a significant injury, playing

better and moving easier subsequent to recovering from an

injury. Also, I could spend all day watching our world-class

physiotherapists working with athletes, fine tuning their

movements. It is a privilege to be part of a highly-trained

medical team that works together for a common goal. The

medical system could learn a lot from the sports medicine

example of how to better work as a well-aligned team,

building on the expertise of all members. Finally, elite

athletes are also very gracious when they are helped and

so it is very nice to impress my teenage daughter with free

tickets to an NHL game—it puts me in the league of great

mothers!

It is a privilege to be part of a 

highly-trained medical team that 

works together for a common goal. 

The medical system could learn a lot

from the sports medicine example of

how to better work as a well-aligned

team, building on the expertise 

of all members.
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Sports Medicine and
Pediatric Rheumatology
By Claire M.A. LeBlanc MD, FRCPC

I
t is particularly gratifying to be able to share my

career choices with the readers of The Journal of the

Canadian Rheumatology Association. The emphasis of

this issue dovetails precisely with my own areas of spe-

cialization as a pediatric rheumatologist and sports med-

icine physician.

I’ve been an athlete all my life and have played a variety

of competitive sports. I played varsity fastball in high

school and ice hockey in college and I continue to be

active in many sports and recreational activities.

In the mid-1990s, as a pediatric practitioner in private

practice, I was asked by a teammate if I would cover the

Ontario girls’ high-school soccer championships. I agreed,

and quickly realized I knew very little about the care of ath-

letes, but I thought this would be a great way to give some-

thing back to the sports community. I began reading every-

thing I could find on this topic. I approached sport medi-

cine physicians in my area who agreed to allow me to train

with them on an apprenticeship basis. This was a recog-

nized route to getting the necessary qualifications. I subse-

quently wrote the appropriate board certification exams in

Canada and the United

States and received my

diplomas. 

In 1995, I was given

the opportunity to

leave private practice and work as a consulting pediatri-

cian at the Children’s Hospital of Eastern Ontario in

Ottawa. Here, I met a pediatric rheumatologist, Dr. Nina

Birdi, who mentored my interest from within her special-

ty. After several years of this collaboration, I decided to

specialize in this field and obtained my certification from

the Hospital for Sick Children in Toronto in 2002. I

immediately returned to Ottawa as the Head of Pediatric

Rheumatology and Director of Pediatric Sport Medicine.

That was five years ago. I was recently recruited to join

Dr. Janet Ellsworth as a consulting pediatric rheumatolo-

gist at the Stollery Children’s Hospital in Edmonton. In

addition, I have been given the wonderful opportunity to

develop a pediatric sport medicine program for northern

Alberta. This program is in its infancy but has been

designed with a strong emphasis on the education and

rehabilitation of young athletes. It also includes the

teaching of undergraduate and postgraduate students,

and an opportunity for clinical research. 

I conduct separate clinics for pediatric sports medicine

and rheumatology. Patients in each specialty may suffer

from a variety of musculoskeletal disorders and my knowl-

edge in both areas enables me to provide the most appro-

priate care. Indeed, I am able to engage the patients and

their families in a full range of treatment possibilities.

I believe in offering hope to all of my patients. I never

fully rest the athlete with an injury. They are encouraged

to cross-train to maintain cardiovascular fitness and psy-

chological wellbeing. I never deny a child with arthritis

the opportunity to fully participate in any physical activ-

ity once inflamed joints are stable. Any of these patients

may become our athletes of the future.

It is very rewarding to deal with children and youth in

their formative years to help them achieve their personal

best. They are seldom lucky enough to find outstanding

coaches who have been trained to teach them correct

NORTHERN HIGHLIGHTS

In the mid-1990s, as a pediatric

practitioner in private practice, I was

asked by a teammate if I would cover the

Ontario girls’ high-school soccer
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of athletes, but I thought this would be a

great way to give something back to the

sports community. 
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measures to prevent injury. Sometimes unrealistic

expectations on the part of parents or coaches can

cause extra strain on young bodies, which are still grow-

ing and developing. This can lead to early retirement

from competitive sport and consequent inactivity.

At the moment there is an epidemic of childhood obe-

sity. It is well known that exercise and healthy nutrition

are essential for normal weight and vigor. Children with

rheumatic diseases may be at higher risk because they are

in general less active and some of their required medica-

tions are associated with weight gain. 

Through a sound appreciation of exercise and sport

medicine, physicians caring for children with rheumato-

logic disorders can reduce the likelihood of long-term

obesity. They can help their patients maintain mental

wellness, reach ideal bone health and achieve complete

rehabilitation. Rheumatology residents should be

encouraged to expand their knowledge in this specialty.

Indeed, rheumatologists are well positioned to become

excellent sport medicine physicians. We have consider-

able expertise in internal or pediatric medicine as well as

a great working knowledge of the musculoskeletal system. 

I believe now is a wonderful time to practice my spe-

cialties of pediatrics, rheumatology and sport medicine. I

am committed to encouraging all children under my care

to adopt healthy active lifestyles. 

Dr. Claire LeBlanc (middle row, fourth from left) playing hockey with a group of sport doctors and allied health professionals at the
Canadian Academy of Sport Medicine Conference in Quebec City held March 2007.

Long before I was ever a rheumatologist I would be the medic at high-school football games in Saskatoon. 

You never saw an injured player get better so fast as when they saw a young female intern medic come to 

examine them!!! 

-Dr. Janet J. Markland

SPORT VIGNETTES

* Editorial Page answers: Dr. Beth Hazel, Dr. Robert Inman and Dr. Gunnar Kraag.



An Athlete’s Perspective:
An Interview with CFL 
All-star Chris Walby

Chris Walby was inducted into the CFL Hall of Fame
in September of 2003 after playing for the Winnipeg
Blue Bombers for 16 seasons as an offensive tackle. In
this interview, Chris Walby, a CFL analyst on the CBC,
gives us his impressions from “across the bench” on
the relationship between an athlete and the team
physician. 

Does a professional athlete think differently of the
team physician than their own personal doctor? Is the
"team doctor" taking care of the team or the player?  
This is really a very tough question because every team

has a number of "team physicians." I have had the expe-

rience where the physician definitely supports the team

before the player. I had the misfortune of tearing my

bicep muscle in a game in Birmingham. Upon my return

the decision was made that it should not be repaired

surgically as it would not allow me to return to the field

as fast. In the end, I was informed I would be playing 

3 weeks later, with a rubber sleeve and my arm taped up

like a cast to prevent it from bending. I have also had

the experience where a team physician decided that

playing with an injury would do me more harm in the

long run and to make sure to take care of the injury

first. In the end though, I am sure there is a common

feeling that the "team physician" is different than your

personal general practioner (GP) or family physician

(FP). The GP or FP is not under the same type of pres-

sure from the club to get you back on the field as soon

as possible… 

After an injury, who on the team provides advice on
when the athlete should return to play? If an athlete
gets conflicting opinions, how does the athlete resolve
the differences in advice? 
After an injury, the player is given clearance to play by

the team physician in major injuries, after surgery, and

if there is no surgery (i.e., groin pull, muscle pulls, etc.)

this decision is left up to the team physiotherapist.

People do not realize the pressure that is put on an ath-

lete to get better fast. There was always the saying that

"you can't make the club in the tub" when a player was

getting any type of treatment, and not on the field play-

ing. As a result, players sometimes do not tell the truth

about the nature of their injury, to avoid long layoffs,

and possibly unemployment. If a player gets conflicting

opinions... then that player would go to his own physi-

cian or an unbiased physician for a second opinion.

This has resulted in many cases of wrongful dismissal in

regards to a player who is in fact hurt and has the back-

ing of an independent doctor but the team physician

states he is healthy enough to play. 

Osteoarthritis is often the long-term consequence of
joint injuries. In your experience, do team physicians
place enough emphasis on the long-term effect of
injures and need for rehabilitation before returning
to the play to prevent long-term damage to joints? 
In a one-word answer...NO!! Their job is to get you back

on the field in as short a time frame as possible. I

played professional football for 16 years, and as I look

at my fingers and body joints now, I wonder if I would

have stayed in the game as long as I did had I known. If

it wasn't for my love of the game I know for sure I would

have never played more than a few years. I do not know

how a team physician can do anything about this factor

because it is the player’s livelihood, the way he pays his

bills and takes care of his family. We all make sacrifices

and probably wouldn't have listened to the team physi-

cian anyway.

In your opinion, what personal qualities are necessary
for a doctor to be a good team physician? 
I believe he or she really has to have that individual’s best

interests at heart. Therefore I believe the qualities would

have to be honesty and integrity. 
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