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When I trained in Internal Medicine at the Montreal 
General Hospital, one of the most impressive cli-
nicians I encountered as a resident was Dr. Doug 

Kinnear.1 He was a gastroenterologist who was also the team 
physician for the Montreal Canadiens. That seemed odd, but 
when I moved to Toronto for my rheumatology fellowship, the 
Maple Leafs’ team physician was a rheumatologist, Dr. Mur-
ray Urowitz, who had succeeded another rheumatologist, Dr. 
Hugh Smythe,2 in that capacity. I certainly didn’t mind meeting 
players from both teams as a result.

I remember Dr. Kinnear always cautioning the medical team 
not to prematurely label patients with a diagnosis that might not 
ultimately prove correct. Definite inflammatory bowel disease 
(IBD) was one thing, but someone who might have an infectious 
colitis should not be listed on their discharge summary as having 
IBD, lest it affect their ability to buy insurance down the line. 
If the patient in fact truly did have IBD, it would declare itself 
over time. The same concept could apply to a mild undifferen-
tiated arthritis, which might resolve spontaneously or progress 
to definite RA. Very good advice, which Dr. Kinnear highlighted 
because of his other part-time work as a medical consultant to 
several life insurance companies based in Montreal.

Later, in parallel with my rheumatology practice, I began wor-
king part-time as a Medical Director at a variety of insurance com-
panies and continue to do so. The initial training involved learning 
about underwriting, medical risk selection and the broad field of 
insurance medicine. The core textbook was “Medical Selection of 
Life Risks”, edited and largely written by Dr. Robert D.C. Bracken-
ridge, the Consulting Medical Officer at The Mercantile and Gene-
ral Reinsurance Company (M&G) in London, England. Since my 
first insurance position was at M&G, I was gifted an autographed 
copy of the 3rd edition of this textbook. I also had the pleasure 
of meeting Dr. Brack, as he was known, on a visit to London and 
sitting in with him as he reviewed cases.

Of course, as time went on and I gained experience and confi-
dence in insurance medicine, I referred to the textbook less and 
less. It was available for reference and reassurance, but I also 
had company-specific insurance manuals and the entire medi-
cal literature to consult as well. Eventually, the wordstem Brack 
brought to mind first Inspector Thomas Brackenreid, a character 
on CBC’s Murdoch Mysteries, rather than Dr. Brackenridge.

The fifth edition of Brack’s textbook was published in 2006.3 
You can still buy a used copy for $437 online.4 In late 2024, that 
fact surfaced when I received an email from an insurance medi-
cine colleague in the US. After close to two decades, a 6th edition 
of Brack was finally in the works. Chapter authors were needed, 
and as there were apparently only three rheumatologists in North 
America working in the insurance industry, we were all invited 
to consider this opportunity. Two of us accepted the challenge, 
so I am currently writing a textbook chapter for the first time. 

Fortunately, I have written chapters on rheumatology topics for 
the training manuals of the Academy of Life Underwriters, so I 
have some source materials to draw upon.

I currently work for two insurance companies. I approached my 
main company to review my authorship contract, thinking they 
would be pleased to have my affiliation with the company men-
tioned in the new textbook. Incorrect. They were happy for me to 
be an author as long as the company’s name was not mentioned. 
Apparently, they assessed that risk as too high, and after all their 
core business is risk assessment.

My next move was to review the Rheumatic Disorders chap-
ter from Brack 2006 to see if I could use it as a springboard 
for our update. The first section covered Classification. Reac-
tive arthritis and certain forms of vasculitis still carried their 
discarded eponyms, and juvenile chronic arthritis was listed as 
the preferred terminology. Moving along, the chapter included 
soft tissue rheumatism, nerve entrapment syndromes, inter-
vertebral disc lesions and arthrogryposis multiplex congenita, 
none of which we plan to include. Also heading for the circular 
files: “Few of the rheumatic diseases have an early mortality … 
Rheumatic diseases not being fatal, statistics are scarce.” Regar-
ding RA, we will update the 1987 criteria to those of 2010, and 
we won’t be saying that “The monoclonal antibody treatment of 
RA is feasible but in the early stages of development; as yet the 
possible beneficial or long-term side effects of this treatment 
have not been established.”

Interestingly, comorbidities were already recognized as being 
important markers of increased mortality, although cardiovas-
cular diseases were not specifically mentioned, even if they are 
the leading cause of death in RA and many other inflammatory 
arthritides, and even though the assessment of cardiovascular 
risk is a bread-and-butter topic in insurance medicine.

The chapter submission deadline is sometime in 2025, so my 
co-author and I have work to do. As at CRAJ, I have been reminded 
that brevity and succinctness are important aspects of textbook 
writing. Thus, this editorial has reached its natural conclusion. 
Stay tuned for a possible sequel if I have more to report.

Philip A. Baer, MDCM, FRCPC, FACR
Editor-in-chief, CRAJ
Toronto, Ontario

References:

1. 	 In memory of Dr. Douglas Kinnear. Available at https://muhc.ca/our-stories/article/memo-
ry-dr-douglas-kinnear. Accessed June 9, 2025.

2.	 Toronto Maple Leafs team doctor made Stanley Cup history (obituary). Available at https://www.
theglobeandmail.com/news/national/toronto-maple-leafs-team-doctor-made-stanley-cup-history/
article4627645/. Accessed June 9, 2025.

3.	 Brackenridge's Medical Selection of Life Risks. 5th edition 2006, Palgrave Macmillan. R.D.C. 
Brackenridge (Editor), R. Croxson (Editor), Ross Mackenzie (Editor). 

4.	 Brackenridge's Medical Selection of Life Risks (listing). Available at https://www.amazon.ca/Bracken-
ridges-Medical-Selection-Life-Risks/dp/1403906769#detailBullets_feature_div. Accessed June 9, 
2025.

Over 15 years of clinical experience combined across all indications in:†
Rheumatoid arthritis (RA) – 2009; Psoriatic arthritis (PsA) – 2014; Ankylosing spondylitis (AS) – 2014; 

Plaque psoriasis (PsO) – 2018; and Non-radiographic axial spondyloarthritis (nr-axSpA) – 20191,2 

CIMZIA (certolizumab pegol) in combination with MTX is indicated for:
•  reducing signs and symptoms, including major clinical response, and reducing 

the progression of joint damage as assessed by X-ray, in adult patients with 
moderately to severely active RA.

CIMZIA alone or in combination with MTX is indicated for: 
•  reducing signs and symptoms and inhibiting the progression of structural 

damage as assessed by X-ray, in adult patients with moderately to severely 
active PsA who have failed one or more DMARDs.

CIMZIA is indicated for: 
•  reducing signs and symptoms in adult patients with moderately to severely 

active RA who do not tolerate MTX.

•  reducing signs and symptoms in adult patients with active AS who have had an 
inadequate response to conventional therapy.

•  the treatment of adults with severe active nr-axSpA with objective signs of 
inflammation as indicated by elevated CRP and/or MRI evidence who have had 
an inadequate response to, or are intolerant to NSAIDs.

•  the treatment of adult patients with moderate to severe PsO who are candidates 
for systemic therapy. 

Consult the product monograph at https://www.ucbcanada.com/en/cimzia 
for important information about: 

•  Contraindications in active tuberculosis or other severe infections such as 
sepsis, abscesses, and opportunistic infections; and moderate to severe heart 
failure (NYHA Class III/IV) 

•  The most serious warnings and precautions regarding serious infections 
and malignancy 

•  Other relevant warnings and precautions regarding worsening congestive 
heart failure and new onset CHF; hepatitis B virus reactivation; hematological 
reactions; neurologic reactions; use in combination with other biologic 
medicines; monitoring for patients in surgery and those being switched 
to another biologic DMARD; hypersensitivity symptoms; latex sensitivity; 
formation of autoantibodies; administration of live or live-attenuated vaccines; 
use in patients with severe immunosuppression; possible erroneously 
elevated activated partial thromboplastin time (aPTT) assay results in 
patients without coagulation abnormalities; women of childbearing potential; 
pregnancy and breastfeeding; caution in infants exposed in utero; caution in 
geriatric patients 

•  Conditions of clinical use, adverse reactions, drug interactions and 
dosing instructions 

The product monograph is also available through Medical Information Services 
at 1-866-709-8444.
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* Comparative clinical significance unknown. 
† Clinical significance unknown.
CHF: congestive heart failure; CRP: C-reactive protein; DMARDs: disease-modifying anti-rheumatic 
drugs; Fc: Fragment-crystallizable; MRI: magnetic resonance imaging; MTX: methotrexate; NSAIDs: 
nonsteroidal anti-inflammatory drugs; NYHA: New York Heart Association; PEG: polyethylene glycol; 
TNFα: tumour necrosis factor alpha
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CIMZIA® – a PEGylated
antibody fragment – is the 
only anti-TNFα that does 
not contain an Fc region, 
normally present in a 
complete antibody.*
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