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This issue of Vital Signs highlights care at the 
time of death. Death is more than the absence 
of vital signs. As physicians, we all face it in 
one way or another with our patients. Some, 
like our colleagues in critical care, try to keep 
it at bay, while others, like palliative care spe-
cialists, work to minimize the suffering of 
the dying. Both elements of care are equally 
important. In her article in this issue of Vital 
Signs, pediatrician Dr. Dawn Davies reflects 
on the intimacy of being with the dying and 
her gratitude for the lessons that come in 
those tender moments.

Sometimes death is anticipated. Much like 
the children’s classic narrative on dying, 
“Freddie the Leaf ”, we view death as the 
autumn of our lives — a change, perhaps, but 
expected. Other times, death comes early, 
in childhood or even before birth. Or death 
robs someone we know in their prime. In 
his final speech, Martin Luther King Jr.  
prophetically anticipated his untimely death: 

“Well, I don’t know what will happen now. 
We’ve got some difficult days ahead. But it 
really doesn’t matter with me now, because 
I’ve been to the mountaintop. And I don’t 
mind. Like anybody, I would like to live a 
long life. Longevity has its place. But I’m not 
concerned about that now. I just want to do 
God’s will. And He’s allowed me to go up to 
the mountain. And I’ve looked over. And I’ve 
seen the Promised Land. I may not get there 
with you. But I want you to know tonight, that 
we, as a people, will get to the promised land! 
And so I’m happy, tonight. I’m not worried 
about anything1.”

As physicians, we need to ensure the highest 
calibre of care for our patients and families, 
even when — especially when — death is the 

outcome. My grief support colleagues refer 
to the “forever-remembered story” that fam-
ilies recall in detail years after the death of a 
loved one. Words spoken, whether hurtful 
or encouraging, as well as the sights, smells 
and surroundings of the room where death 
occurred are engrained in the memories of 
those who grieve. I have no doubt that every-
one means well, but sometimes the best of 
intentions are not enough. 

Alberta seems to be moving in the right 
direction in developing systems of care 
that acknowledge the transitions as death 
comes. Advance care planning, highlighted 
in this issue by Drs. Jessica Simon and Eric 
Wasylenko, has been implemented as a com-
prehensive care planning initiative across 
AHS and contracted facilities in Alberta. 
Not only has it streamlined communication 
between patients and providers, it has cre-
ated a lexicon for how we describe various 
types of life-sustaining treatments. We do 
not provide tiered care of “higher levels” 
for one group of patients and “lower care” 
for those who are dying; rather, our focus 
may shift between resuscitative, medical or 
comfort care based on the condition of the 
patient and their goals and values. 

Recently, AHS (Calgary Zone) has responded 
to numerous patient and family concerns 
about care of deceased persons by creating a 
comprehensive “Care after Death” initiative 
(available on InSite with search words “care 
after death”). Recognizing the custodial role 
of the health system for the entire duration 
of the person’s care, AHS has developed a 
framework to treat deceased persons and 
their families with dignity and respect, while 
fulfilling the medical and legal requirements. 
Dr. Amy Bromley writes in this issue about 
the importance of considering autopsy as 
part of the investigative work-up. Organ and 
tissue donation, body bequeathal, and funeral 
home involvement are all things that can be 
helpful to discuss with families.

President’s Message:

On Vital Signs and Death

Dr. Sharron L. Spicer, CAMSS President

Our magazine title — Vital Signs — conveys numerous metaphorical meanings. 
Obviously, there is the reference to our patients’ bodily functions (not to mention 
our own) in times of stress. Then there are the “signs of the times”, those social 
markers that we observe and influence as members of the medical profession. 
And what about those vital signs that guide us through our everyday walk: “EXIT”, 
“Men” and “Women” (usually with a little pictograph on the door), “In” and “Out”? 

This issue of Vital Signs 
highlights care at the time  

of death. Death is more than  
the absence of vital signs.  
As physicians, we all face it  
in one way or another with  

our patients. 
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Recognizing that there is a multitude of 
opinions about physician-assisted death, 
Dr. Leonie Herx has summarized in this 
issue the stance of the Canadian Society of 
Palliative Care Physicians. The College of 
Physicians and Surgeons is seeking input 
as it develops guidelines on assisted death. 
This is an important time for physicians to 
make their opinions known.

Sadly, deaths of children, especially children 
in care, represent loss of our most vulnerable. 
Drs. Ian Mitchell, Juliet Guichon and Tanya 
Drews wrote a compelling essay recently 
in the Edmonton Journal advocating for a 
provincial child death review process for 
all children (www.edmontonjournal.com/
life/opinion+there+lesson+every+alberta 
+child+death/11350039/story.html). We 
will watch with interest as Alberta Human 
Services Minister Irfan Sabir has promised 
independent oversight of deaths of children 
in care, and we will urge that all children’s 
deaths be included. This process will require 
collaboration between multiple government 
ministries and services to succeed. It requires 
sharing and disclosure of information related 
to the best interest of the child based on 
legislative policies including the Health 
Information Act; Child, Youth and Family 
Enhancement Act; and FOIPP.

I hope that the articles in this issue cause 
you to pause and reflect on your practice 
and your personal life. As the celebration 
of Thanksgiving approaches, may you freely 
share your abundance with those who need 
your kindness and compassion.

FOOTNOTES
1  American Rhetoric: Top 100 Speeches. 

I’ve been to the mountaintop. Available: 
www.americanrhetoric.com/speeches/
mlkivebeentothemountaintop.htm.  
(accessed 2015 September 16).

CAMSS ANNUAL GENERAL MEETING

November 18th, 2015
5:30 Social | 5:45 Buffet | 6:15 Meeting

WHERE?
Glencoe Club (636-29 Avenue SW, Calgary)

WHO?
Guest Speaker TBD

No cost for CAMSS members to attend

BUT you must pre-register with the CAMSS office: 
Contact Audrey @ 403-205-2093 or camss@camss.ca

Not a CAMSS member but would like to attend the cost is $75.00  
Why not join for $150.00?

Draft Advice on Physician-Assisted Death

We want your feedback!

To help our members prepare for the pending decriminalization of physician-assisted 
death (PAD), the College has drafted an advice document on PAD, an extension of more 
general advice related to our Informed Consent standard of practice.

DRAFT Advice to the Profession on Physician-Assisted Death and feedback survey

Physicians have a professional obligation to act in the best interests of the patient.
While not required to provide PAD, physicians are expected to help patients who request 
PAD access all options for care. This principle underlies the draft advice document, and 
has long been embedded in the College’s standard practice Moral or Religious Beliefs 
Affecting Medical Care.

The College is also sharing this document with other healthcare professionals and the 
public, as well as groups and organizations examining this issue at the provincial and 
national levels.

Thank you for taking the time to offer your feedback.

Trevor W. Theman, MD, FRCSC
Registrar



After many years of caring for children who 
have serious illnesses and a high chance 
of dying, I’m still not entirely sure how to 
answer the question of why I do what I do. 
Recently, a friend reflected on the world 
in general: there are a lot of dark places in 
life, and most times, they make people feel 
inclined to run. But wouldn’t you want to 
be a little bit of light in a dark place? Her 

question resonated with me. I think this analogy connects to a 
worldview that life is mostly wonderful, but terrible things can 
happen in the course of any life. When unexpected illness strikes, 
parents, patients and families are all just regular people, busy living 
their lives, but now in the shadow of a huge and unwelcome threat. 
They are not superheroes. I recognize that today it’s someone else 
whose life is turned upside down, but tomorrow it could be me, or 
someone I love. It’s also a basic observation of mine that what people 
fear most when faced with a serious illness are pain and death, yet 
the two things that we historically have not done very well is treat 
pain and talk openly about the possibility of death.

Parents worry about all kinds of things: mostly about their child’s 
illness and suffering, but also about money, their work, the impact 
on their other children, and their marriage or relationships. A child’s 
serious illness can bring about an existential crisis. Why us? Why 
now? Is this some sort of punishment? Where is God? Sometimes 

a simple acknowledgment that we recognize parents will have all 
kinds of fears and doubts, that nothing is off limits for discussion, will 
sound too crazy or too awful to discuss, gives them peace of mind.

I’ve rarely met a parent who doesn’t blame themselves for some role 
or responsibility in their child’s illness or death. Even children have 
surprised me. One 8-year-old, taking advantage of the absence of her 
ever-present mother, asked if we knew why she had leukemia. My astute 
counterpart asked her why she thought she might have leukemia and 
she told us that every winter her mom told her not to eat the snow. 
But every winter, she did eat the snow, and was that the reason why? 
So guilt is another dark corner worth looking into. 

Caring for seriously ill children requires skilled and intentional team-
work. Who is doing what for which family members? There can be 
blurring of these roles between social workers, child life specialists, 
psychologists, nurses and physicians, but there are so many needs to be 
met for the welfare of the whole child, their siblings, and their parents. 
If the child is not physically comfortable, none of this other good 
work can happen, because a child is suffering, and that’s intolerable 
for everyone. So getting it right to manage pain and other symptoms 
as best as we can is what drives me. 

Beginning my health care career as a nurse in the 1980s also informs 
my experience as a physician. I regularly participated in bedside 
rounds and family meetings as a nurse in pediatric oncology. Phy-
sicians would explain something, often very well; ask the parents  
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Dawn Davies, MD, MA, FRCPC
Associate Professor,  
Dept. of Pediatrics, 
University of Alberta 
Associate Adjunct Professor, 
John Dossetor Health  
Ethics Centre

The Intimate Stranger:

Reflections on Palliative Care
Dr. Dawn Davies
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if they had any questions. The answer would often be ‘no’. As the 
door shut behind the departing team, though, parents would ask 
me what was really said or meant, while they cried and related 
other aspects of their lives to me. Those long hours at a bedside 
have taught me to participate in conversations that are very to and 
fro. As I try to tell parents and patients about things I know or 
observe, I try to elicit what they know and observe; I try to get to 
know the child him or herself, the family, and everyone’s perspective 
on health and illness.

Since those days, the trajectories of many serious illnesses have 
changed. Survival that might have been days or weeks previously, 
have morphed into months or even years of uncertainty about the 
ultimate outcome. There is more deferral of death than there used 
to be. We are at an odd juncture in health care, I think. There are 
many diseases we cannot cure. We can, however, replace various 
organ functions…think ventilators, VADs, dialysis, and a range of 
solid organ transplants. It has all become so complex that care of 
the whole patient risks being lost as various organ-ologists attend to 
their specific system of interest. Because death will not necessarily 
be immediate, we have collectively become more uncomfortable 
and less experienced in addressing it. This avoidance seems to lead 
some physicians to believe that somehow parents “know” their child 
will not live a normal lifespan, and that they are, by virtue of the 
long journey, “prepared’ for their child’s death. In speaking to the 
parents themselves, neither proves to be true. 

I think health care professionals, having been so engaged with the 
family for the “fight”, sometimes overestimate the role that “doing 
everything” will have in the long run, as parents and siblings are 
faced with the finality and the indescribable non-existence of a 
much loved child. As one mom put it to me months into her child’s 
intensive care admission, “if she dies now, I will find no meaning 
in any of this.” So we need to be careful when death is likely the 
final outcome, be it now or a year from now, that we pay a lot of 
attention to the forks in the road, so that parents can look back with 
the least regret possible.

Dorothy had it right when she told Toto there’s no place like home, 
and that’s true for all of us. As a clinician, it seems to me that you 
learn more about a family in one home visit than 10 in the clinic or 
hospital. Siblings, who were all but invisible previously, clamor for 
their mother’s attention, show you the art that they did at school, and 
breeze by their sick brother, dropping him a quick kiss on the way. 
You see the entirety of their lives in a snapshot. You are also a guest in 
their home, and this levels the playing field in many respects. There 
is also a huge reward in moving the practice forward and expanding 
the kinds of treatment that children can receive in their homes to 
remain comfortable, with the family intact under one roof, while 
skilled professionals visit as little or as often as parents wish.

Although the emotions are entirely different than attending a birth, 
there is a similar feeling of gratitude for being able to participate in 
the most intimate moments of a person’s and a family’s life. I’ve been 
offered food from around the globe, and been quietly instructed 
in the rites and rituals of many cultures and religions. I recently 
entered a home booming with the sound of two beautiful voices, 
the sister of the ill child simply telling me to follow the music. 
Upstairs, a teenaged beauty held the hand of her younger friend, 
singing her heart out, and I marveled at her insight in pressing his 
hand against the guitar to feel the vibrations because his hearing 
was failing so badly. I have been welcomed to a Hutterite colony 
for a wake, seated as a guest of honor, the aunties singing favorite 
hymns; I laughed with the rest of the family as the two-year-old 
brother cried in protest upon spotting an elderly woman enter the 
room with a cane, presuming that she had pilfered it from his lost 
brother. Moments like this stay with you.

Whatever the reason I do what I do, my work gives a constant reminder 
to enjoy every day, to be grateful for good health for as long as it lasts, 
and to do what you can, while retaining the time and energy to help 
the next family, and to thrive yourself.

A child’s serious illness can bring about an 
existential crisis. Why us? Why now? Is this some 
sort of punishment? Where is God? Sometimes a 
simple acknowledgment that we recognize parents 
will have all kinds of fears and doubts, that nothing 
is off limits for discussion, will sound too crazy or 
too awful to discuss, gives them peace of mind.



I believe in consent. I really do; we need to 
have the conversation with the patient, yes, a 
conversation. With the elderly, from another 
generation, they often do not want to have 
this conversation, they just want us to take 
care of them. I do know that the ability to get 
some elderly to engage in this conversation 
is almost, if not impossible. They want to 
give us the power to provide what we see as 
the appropriate care. That reflects the era in 
which they grew up, an era where medicine 
was prescribed. Most importantly, that is 
what they want.

We now live in an area where medicine is 
advised, at least in my opinion. Patients 
come to us, we ask questions, investigate 
and then sum up our expert opinion for the 
patient. Then the conversation with respect 
to options and the benefits/perils of these 
options. This is a complete paradigm change 
from when I was a child...as I approach the 
“elderly phase of my life”. 

Now, how do we make sure the patient hears 
what the consent process asks? I am not 
sure at all. Consent forms are formidable. 

We might well see them as complete and 
robust but I think they are simply something 
the patient signs. They, the patients, still 
have a lot of faith and trust in the physician 
community; how fortunate we are to have 
that. The consent conversation is difficult as 
the emotional burden of the situation and 
the true lack of ability to digest the infor-
mation makes logic and reason difficult if 
not impossible. Yet, that does not divest our 
responsibility for attempting a conversation.

Therein lies the “voice of the physician”. 
It is not what we say, rather, it is what is 
heard that is important. Therefore, I think 
we need to think of what our patients hear. 
In addition, I think that in our conversations 
we need to do a lot of listening. I do not 
think that listening is going to take forever, 
rather, acknowledgement of the patient’s 
true ability to ask questions. For in this time 
our voice actually becomes stronger. Strange 
that silence speaks so much.

Now onto another arena of the “voice of the 
physician”, that is, our collective voice as it 
is heard by administrators and funders. I do 
not think we need to have exactly the same 
song, yet there should be harmony and a 
common theme. We all need to, actually 
must, provide advocacy for our patients. 
That is a common theme. So many different 
kinds of physicians have diverse needs, yet, 
they should serve the needs of our patients. 

We also can and should have argument, but 
this argument should be an argument that 
has back and forth, arguing the point, not 
the person. We do not need to agree but I do 
not think we do well when we are dismissive 
of our colleagues. We would benefit, I think, 
from continuing to have a collective voice 
that moves the agenda of patient care for-
ward; holding funders and administrators 
feet to the fire with respect to their duty to 
provide and fund care.

I think that is one of our greatest barriers in 
having a unified voice, yet, still advocating 
for our own patients. I would spur us all 
on to continuing to work hard at providing 
education for our patients. The reason why, 
the challenges involved and the possibility of 
complications. This in addition to a profes-
sional voice for population and individual 
advocacy (a difficult challenge) we can be 
a diverse group of individuals who honor 
what this profession really is.

The Voice  
of the Physician

Dr. Richard Bergstrom

When we physicians speak, I wonder what people hear?  
Do they hear a consistent message; I think not. Communication 
is an under rated part of our world. We speak of the message 
we send, patients speak of the messages they hear. They relate 
stories of compassion, indifference, caring and thoughtfulness, 

a dry and cold comment that leaves them and their families stunned. Sadly, we 
cannot discern what patients and families want to hear....rather, how they would 
like to hear about their diagnosis and suggested diagnostics and treatments.

ZMSAs – Communicating With Physicians in Alberta

6

Dr. Richard Bergstrom,  
Department of Anesthesiology, 
University of Alberta
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Letter
Two years ago, Steve Patterson enthused me with his vision for Vital Signs as being the ‘Voice of docs in the trenches’ …and then 
the bum* talked me into writing articles! He made VS a crucible for docs throughout the province by expanding to the 5 ZMSA’s.  
In a January 2015 editorial, Steve said:

“ I feel that it is crucial that physicians express themselves and Vital Signs is your magazine... If you see something outside its 
pages you want to comment on, go ahead.”

“ Our editorial policy has been relatively simple; if you put your name on it, it is yours. This refers to articles, columns and 
letters. We will not promise to run every letter or comment we receive but we have printed every letter received to this point.”**

Steve is now Past President of CAMSS and is no longer on the Editorial Advisory Board. Formal ‘Editorial Guidelines’ were 
implemented over the summer and were published in the September edition. Authors — who write for free — are now limited to 
writing on: ‘quality / care / service / workforce planning / inter-disciplinary care / workplace wellness / Medical Staff Bylaws & Rules.’ 
*** (And articles are edited without the agreement of the author…)

Non-medical and ‘opinion’ articles are now…VERBOTEN! 

Hellmut Regehr (Managing Editor since February) e-mailed me, 4th August:

“ …we are contemplating having an “Opinions” section where Dr.’s can share on matters outside of our stated mission, not quite 
there yet.” 

The WHO definition of Health is “…is a state of complete physical, mental and social well-being and not merely the absence of disease 
or infirmity.” For me that includes more than physical health, the delivery of care and rules. It includes social, political, recreational, 
religious, emotional, moral well-being…and often means just having some fun!

The focus of a magazine starts with the vision of the Editorial Committee because articles are: “… published at the discretion of the 
Editorial Committee.” The VS committee comprises a CAMSS employee, a CAMSS contractor [editor] and the President of CAMSS. 
Guess what must happen when push comes to shove… 

Overnight, this developing vibrant magazine became yet another medical newsletter. For sure it still has value: just like our 
‘Zonal Weekly Communication Update’ has value…but do you read them?! 

Without good debate and diverse opinion VitalSigns has lost its soul.

Kevin Hay 

Response from Dr. Sharron Spicer, CAMSS President, Vital Signs Editorial Board Member

Vital Signs is changing — we’re glad someone has noticed! While Dr. Hay may not like its direction, he is correct in noting that Vital 
Signs has a new focus. We know doctors are bombarded with publications, so we have defined Vital Signs as a forum for physicians 
to write for other physicians on matters pertinent to medical staff and patient care at the zone, provincial and national levels. We 
think it has engaged more docs to write articles. In the past six issues, we have had over 15 first-time contributors to Vital Signs. 
Dr. Hay reminds us that health includes many aspects of our lives. Vital Signs is only one venue for reading — and writing —  
to enhance our connections to the world and the people around us. Contributions are welcome. Editorial guidelines for Vital Signs 
can be found at www.camss.ca.

FOOTNOTES:
  * Translation = friend & colleague!
 **  The Editor at the time has made a liar of Steve already because  

my December 2014 letter-to-the-Editor was never printed! 
(Curiously it was also about the VS Editorial Policy!) 

***  Relevant sections of the September 2015 Vital Signs Editorial 
Guidelines: 

 1.  Content submitted to Vital Signs should represent and advocate  
on matters pertinent to medical staff and patient care at the zone  
and provincial levels, such as: 

• Quality and safe patient care 
• Service planning and delivery 
• Practitioner workforce planning 
• Inter-disciplinary patient care 
• Workplace and wellness 
• Medical Staff bylaws and rules 

2.  Content submitted should be original and is published at the discretion 
of the Editorial Committee. Content should reflect the goals of the 
ZMSAs and be respectful and constructive.” www.camss.ca/VS0915.pdf



Over the course of 
modern medicine, 
the autopsy has lost 
some of its appeal, 
if it ever had any to 
start with. The days 

of Dr. William Osler performing hundreds of 
autopsies per year, essentially single-handedly 
and often on patients who he was providing 
clinical care for, are gone. With the advent of 

advanced diagnostic imaging and sensitive 
and specific laboratory testing, it is often 
felt that there is no question about many of 
the diagnoses that are made, and therefore 
no need for the autopsy to confirm these 
diagnoses. We know from the literature that 
that statement is untrue, and that autopsy 
in a contemporary institution can observe a 
detection rate of major unsuspected diagnoses 
at a rate of between 8.4% and 24.4%1. And in 
fact, within the critical care literature, 28% 
of autopsies report at least one misdiagnosis 
or undetected diagnosis, and 8% identify a 
Class I diagnostic error2.

While the literature often focuses on missed 
diagnoses and errors, I would also like to 
highlight the importance of confirmation 
of diagnosis as an important aspect of the 
autopsy. When dealing with end stage diseases, 
patients may not want invasive testing. How-
ever, after they die an autopsy is an excellent 
way to confirm the diagnosis that caused their 
death, and contribute accurate information 
for family history and feedback to the clinical 
team about their diagnostic accuracy. In my 
opinion, by focusing on missed diagnoses 

and errors, utilization of autopsy as the gold 
standard for diagnosis has been construed to 
be potentially punitive, rather than an oppor-
tunity for education and confirmation of the 
clinical impression when the risk to the patient 
does not have to be precariously balanced with 
the potential benefit of a procedure.

As part of the Care After Death Project, 
access to autopsy within the Calgary Zone 
was streamlined and clarified, and education 
is ongoing. All non-forensic, adult autop-
sies in the Calgary Zone are performed at 
the Foothills Medical Centre, by a group of 
pathologists with special interest in autopsy. 
All non-forensic, pediatric autopsies and fetal 
autopsies in the Calgary Zone are performed 
at the Alberta Children’s Hospital. We accept 
patients from all acute care sites, long term 
care centres both affiliated with Alberta 
Health Services and private, and even from 
deaths at home, in cases where the Medi-
cal Examiner’s Office is not involved. The 
autopsy consent form for the Calgary Zone 
is required to be completed for all requests, 
and can now be found on the Alberta Health 
Services Insite by searching “Consent for 

The Benefits of Autopsy in Modern Medicine
Dr. Amy Bromley 
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Amy B. Bromley, MD, FRCPC
Group Leader, Autopsy
Calgary Laboratory Services/
Alberta Health Services
Department of Pathology  
and Laboratory Medicine
Cumming School of Medicine, 
University of Calgary

Osler’s Pathological Seminars at the Philidelphia General 
Hospital, 1887.3 Although the autopsy is a technique that 
is hundreds of years old, it still has value in discerning the 
complexities of modern medicine.

Having a patient die is not usually what most physicians want to think about. Unfortunately, as we all know, 
there are not many physicians who can get through their medical career without one of his or her patients 
dying. Sometimes it’s expected, and the peaceful end to a long illness, and sometimes is unexpected or 
sudden, and may cause distress to the loved ones and those involved in the care of the patient. Either way, 
there are often questions surrounding what exactly happened. Family members, and often those involved 
in the clinical care of the patient, often ruminate over these questions, and it can interfere with grieving 
and closure. One of the ways to address these questions is by utilizing the autopsy. 
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Autopsy” (Form 160012). (For non-AHS 
physicians, copies of the consent form can 
be obtained by calling 403-944-4745). And 
autopsy reports are also now available on 
NetCare under the “Pathology” tab, which 
makes it easier for physicians to find out what 
happened to patients they may have consulted 
on or who’s care they’ve been involved in prior 
to their terminal events. 

The group of pathologists in Calgary is 
dedicated to providing excellent service to 
the clinicians requesting autopsy, and to the 
families who consent to have the procedure 
performed on their loved ones. We work 
hard to provide complete, timely reports that 
address the specific clinical questions asked 
at the time of autopsy. As a group, we also 
provide presentations of the pathology to 
many groups throughout the Calgary Zone, 
including Critical Care and Cardiac Surgery. 
Furthermore, many of the pathologists are 

more than willing to meet with clinicians and 
family members to explain the pathology and 
answer questions. In fact, for me personally, 
meeting with families to discuss the autopsy 
results is one of the most rewarding aspects 
of my job. 

Autopsy has not become a thing of the past. 
Autopsies rarely delay funeral proceed-
ings if consent is appropriately given. And 
patients undergoing autopsy can still have 
an open casket funeral. Gross examination 
and histology can provide an abundance of 
answers, and also allows for the application 
of advanced molecular pathology techniques 
and other ancillary testing that can provide 
information and guidance to family members 
and those providing clinical care. If you find 
yourself in a situation where a patient has died 
and there are still answers to be sought, or 
diagnoses to be confirmed, consider asking 
the family for consent for an autopsy. 

For more information regarding the autopsy 
services available in the Calgary Zone, or for 
questions about specific cases, please call 
Dr. Amy Bromley at 403-944-5055 or email 
Amy.Bromley@albertahealthservices.ca. 
For those clinicians outside of the Calgary 
Zone, I encourage you to get in touch with 
your local pathology department to discuss 
the process and utility of an autopsy in your 
clinical practice. 

FOOTNOTES
1  Shojania KG, e. a. (2003). Changes in rates of 

autopsy-detected diagnostic errors over time.  
A systematic review. JAMA, 289(21), 2849-2856.

2  Winters B, e. a. (2012). Diagnostic errors in 
the intensive care unit: a systematic review of 
autopsy studies. BMJ Qual Saf, 21(11), 894-902.

3  Image from E.B. Krumbhaar, “The history of 
pathology at the Philidelphia General Hospital, 
Medical Life, 1933, 40, 162.

The next Rockyview General Hospital Medical Staff Association Meeting 
will take place on December 8, 2015 with a Guest Speaker discussing 

Medical Legal Cases

On behalf of the Rockyview General Hospital Medical Staff Association Executive to 
all those who attended the Rockyview General Hospital Medical Staff Association 
meeting on September 8, 2015; I wish you a heartfelt thank you, we had a great 
turn out to kick off our new term!

Dr. Owen Heisler, Assistant Registrar from the College of Physician and Surgeons of Alberta was our Guest 
Speaker and we were provided with an outstanding presentation with regard to the Continuity of Care.
I’d like to mention that Dr. Heisler was very impressed with our assemblage and his comment to us 
was that “The dedication of the group and focus on excellent patient care was palpable”

Many of you have provided us suggestions for speakers for which we thank you and & we are listening! Our next RGH MSA 
Meeting on December 8 will host a Guest Speaker from the law firm Bennett Jones where interesting Medical Legal Cases will 
be presented with examples from orthopedics, ophthalmology, obstetrics, pathology, medicine and urology to name a few.
We look forward to seeing everyone again; to nosh on a delicious Chinese food dinner and to partake in a valuable presentation 
along with a question & answer period that should be lively.

More information on the December 8, 2015 meeting will become available shortly, please Save the Date.
Please contact any of us for learning of the benefits of a Rockyview General Hospital, Medical Staff Association Membership! 

Sincerely, Dr. Borys Hoshowsky and the RGH MSA Executive: Dr. James Janzen, Dr. David Kent & Dr. Stan Mayer.

Dr. Borys Hoshowsky,  
President, RGH MSA
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It has been 9 months since I last wrote for Vital Signs. Since then, 
much has happened personally, professionally and politically. From 
coming to terms with the pending loss of an elderly parent, being 
awarded the Calgary Medical Society Physician of the Year Award 
(a truly great honour), turning 50, to the overthrow of the PC party 
dynasty, this year has already seen its fair share of ups and downs.

I confess that I fear that the roller coaster has not ended. This month 
I return to writing on matters of pressing urgency relating to the 
turn of political events. Winter is coming. Though this is no Game 
of Thrones, there is a new monarchy in this province. In the midst 
of a ~$6 billion deficit the NDP now rule and a budget is looming. 
Given the debtor status that this party holds towards unions it 
seems highly improbable that the NDP will be seeking to balance 
the budget on the backs of any unionized organization. Physicians, 
unfortunately, remain an obvious outlier. 

Employing a simple threat analysis and embracing a proactive vs. 
reactive approach, I ask, “What can we anticipate from the pending 
budget?” I am afraid that if we merely look at our fellow colleagues 
in Ontario we may well foresee what the near future holds in store 
for us. Presently, physicians in that province are mired in a state of 
impositions and arbitrary cuts to their physician services budget. 

It is worth noting that we have not had a raise for 3+ years. Thus far, 
it is unclear what kind of relationship we will form with this new 
NDP government. I sincerely hope however, that this government 
will not be gunning for physicians. While we may have thought 
that our last round of negotiations with former Health Minister 
Fred Horne was a difficult battle, I am afraid that that experience 
may have served as the training grounds for a potential looming 
negotiating war. 

While I hope my fears prove to be unfounded, we cannot help but 
look at Ontario, where physicians are getting clobbered. I need not 
remind us that we are Alberta physicians and thanks to Fred Horne 
we are battle hardened and perhaps cynical towards government and 
elected representatives. Consequently, we are and will be prepared. If 
hostilities prove to be the order of the day we might want to remind 
ourselves of one of our best defenses — the virtual strike.

I refer the reader to the author’s Edmonton Journal article published 
on December 16, 2013 (How to Play Hardball Against Labour Bills) 
and also to the January 2014 issue of Vital Signs. Both detail the 
notions of a virtual strike. In summary, in December 2012, during 
the protracted Alberta physician compensation negotiation process, 
physicians faced a cunning, deceitful, propaganda machine. 

Winter is Coming
Dr. Lloyd Maybaum

“Si vis pacem, para bellum”... If you want peace, prepare for war
Publius Flavius Vegetius Renatus ~4th or 5th century

Photo by Lloyd M
aybaum

.
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Patient care was (and still is) the top priority for physicians. We 
therefore, would not take strike action since this manoeuvre would 
inevitably harm our patients. Without the option of striking, however, 
we seemingly had little power or leverage in our negotiations. This 
prompted a new idea — a new approach — that of a virtual strike.

During a virtual strike, unlike an actual strike, there is no cessation 
or slow down of work and everyone earns their regular income. The 
power of the virtual strike lies in the strategic donation of earned 
income. In the case of a hostile, bullying government one could follow 
the old adage that the enemy of your enemy becomes your friend and 
donate income from virtual strike days to the opposition political 
parties in the legislature. For example, every Wednesday physicians 
from across the province could take their earned income for the day 
or perhaps an arbitrary set amount, say $1000, and personally donate 
it to the political party of their choice. By doing so, physicians would 
be taking their fight directly to the governing party, not allowing 
patients to become caught in the crossfire of negotiations. 

The strength of a virtual strike is found in the numbers. If 8000 
physicians in this province each donated $1000, 8 million dollars 
would find its way to the coffers of the opposition parties in a single 
day! The power of this action is realized when we consider that the 
maximum that any political party budgeted for the recent provincial 
election was no more than ~$4 million. Money donated during a 
virtual strike would arm the opposition parties to pursue FOIP 
requests and to hold the government accountable. More importantly, 
it would arm them for the next provincial election. Multiply this 
action again and again, every Wednesday, and you have some serious 
bargaining power. Importantly, a $1000 donation would only cost 
$450 after the political donation tax deduction. This is a far more 
economical approach for the physician that would otherwise lose 
their entire income if they went on an actual strike. 

I resurrect the notion of the virtual strike as a reminder to the zone 
medical staff associations (ZMSA’s). This is an action that, if called 
for, would have to be pursued and spearheaded by the ZMSA’s. 
The AMA would seem to be unlikely to participate, as they are the 
negotiating body for physicians. Thus, the strong arm, the grassroots 
fighting arm of physicians is the ZMSA’s. In this regard, I implore 
every physician to join their zone medical staff associations if they 
have not already done so. If called upon to join a virtual strike, do 
not waffle. Do not dither. Do not fear becoming political. 

In Calgary, we have a new zone medical staff association president, 
Dr. Sharron Spicer. She is an excellent choice. She is and must be our 
‘Iron Lady” in the days ahead. She will need all of our support if my 
threat assessment is anywhere near correct. She will need an iron will 
and as Margaret Thatcher once said, “The lady’s not for turning”. Get 
ready everyone. Winter is coming and the game is about to begin. 

During a virtual strike, unlike an actual strike, there 
is no cessation or slow down of work and everyone 
earns their regular income. The power of the virtual 
strike lies in the strategic donation of earned income.

Calgary and Area Find a Doctor 
New Website Launched
Developed by the seven Calgary Zone Primary Care Networks 
(PCNs) in partnership with Alberta Health Services (AHS),  
calgaryareadocs.com allows patients to search which phy-
sicians and clinics in Calgary and surrounding communities 
are accepting new patients. This user-friendly service can also 
be accessed by calling Health Link at 8-1-1 and is averaging 
approximately 400 visitors a day.
Patients can now find a family doctor two ways on the website.

OPTION # 1
Patients are able to search for a doctor where they live or work, or 
wherever is most convenient. There are no delays or long waits. 
Once patients find a doctor accepting patients in their area, they 
can call the clinic and request an appointment.
OPTION # 2
Patients can also fill in an online form and ask a PCN to find 
them a family doctor.
PCNs have developed their own process for maintaining a 
database of doctors who are accepting new patients. If you are 
currently accepting new patients and are not seeing your name 
or clinic on the website, please contact your local PCN liaison 
or member service representative.



Without much fanfare, something ground- 
breaking became available to all of us in 
Alberta last year. It’s helping to answer those 
questions and ensure that all patients receive 
medically appropriate care that incorporates 
their wishes and values, even when they can 
no longer express these for themselves. It 
may seem obvious and at the heart of the 
‘person-centred care,’ which our profession  
is always talking about. Choosing Wisely 
Canada has exhorted us, “Do not delay 
advance care planning.” Yet communicating a 
person’s values together with medical advice 
across time and between health care sectors 
is not so easy. Many healthcare systems only 
have the blunt instrument of “Do not attempt 
resuscitation” orders to try to capture and 
communicate the vast array of preferences 
and possible treatment choices facing patients 
and their clinicians. In contrast, AHS’s 
Advance Care Planning and Goals of Care 
Designation Policy and Procedure1 guides 
us and all other health care professionals, 
patients and their alternate decision makers 
in how to elicit, communicate, document 
and convey information about the nuanced 
“goals” or focus of a person’s care. In April 
2014 (building on 5 years of experience in the 
Calgary Zone and a couple years in parts of 
Central Zone and Edmonton Zone) Alberta’s 
doctors became the first in Canada to work 
with a province-wide mechanism, for every 
sector and location of health care. We all 
encounter patients who are unfamiliar to us, 
and frequently patients encounter unfamiliar 
clinical teams outside of their ‘Medical Home’, 
which makes this mechanism to document 
and transmit care decisions so critical. 
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Goals of care designations (GCD) are medical orders, determined through conversations, 
which communicate the general intention of care (for instance, life-prolongation, or comfort 
care, or illness control) as well as guidance consistent with the care intention on the medical 
interventions that might be used (e.g. cardiopulmonary resuscitation and intubation, or 
palliative radiotherapy) and the potential locations of care (e.g. intensive care, staying at 
home, or transferring from long term care).

Advance care planning (ACP) is the up-stream process that includes choosing a surrogate 
decision maker, thinking about and communicating wishes and values to that surrogate, other 
family and health care providers and documenting these preferences in a personal directive. 
It’s of potential benefit for all adults, not just those who are sick or elderly. It helps people and 
their formal and informal supports to be prepared for in-the-moment decision-making during 
a health crisis and to honour a person’s values when capacity for decision-making is lost.

How Do We Best 
Care For You?
Dr. Jessica Simon and Dr. Eric Wasylenko

“When the patient I see today has a medical emergency, which leaves him 
unable to consent to or decline potentially life-prolonging interventions, will 
the health care team know what care he would value? Who in her family or 
friends will speak for her and will they know her wishes? Will this person 
receive care consistent with his/her wishes?”
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What’s our role?
So we have the scaffolding in place to help us 
communicate how to best care for each of our 
patients; how are we using it? As physicians, 
we have a direct responsibility for review-
ing, determining and ordering the GCD, 
which reflects both medically appropriate 
care and our patients’ values. Additionally, 
we are responsible for documenting on the 
ACP GCD tracking record whom we spoke 
with in determining that GCD and the key 
elements of our conversations. Dr. Richie 
Sinha runs a busy radiation oncology clinic 
at the Tom Baker Cancer Clinic, Calgary. He 
sees daily how understanding a patient’s indi-
vidual goals for living, before he or she is in a 
health crisis, improves the care they receive. 
“Establishing Goals of Care is as valuable as 
prescribing palliative radiation or chemo… 
I feel that the process of establishing a goals 
of care is critical to develop the physician 
patient relationship and for both parties to 
understand the fundamental question of 
“Why” we are doing something. It is part of 
my routine clinical practice to discuss Goals 
of Care at every new patient visit. It is not 
so much about getting a set of numbers or 
letters on a piece of paper; it’s about starting 
the conversation about living with cancer… 
I see a lot of tears, and a lot of relief in these 
conversations as everyone gets to contribute 
or talk about their fears, challenges and their 
real wishes. My time in establishing a goals 
of care is well spent as it translates into much 
less confusion or fear during a crisis.”

Another key role for us as doctors is in nor-
malizing ACP as a beneficial activity for all. 
Dr. David Stewart, primary care physician in 
Lethbridge finds the 03.04J Complex Care 
Plan2 helps prompt him to initiate conver-
sations. “That little tick box ‘End of Life / 

Advance Care Planning discussed’ has been 
great. It’s not just about goals of care desig-
nations. It opens up preparing wills, personal 
directives and power of attorney. Patients 
like it.” It has led him to start conversations 
with patients who don’t qualify for Complex 
Care Plans, “because after you’ve had 2 or 
3 of those conversations in a day it’s more 
front of mind.”

Ongoing evaluation shows we are doing well 
with some aspects of the new policy. Most 
patients in acute care and long-term care have 
GCD orders in place. In Calgary zone, which 
has been using the GCD framework for the 
past seven years, over 80% of patients in acute 
care and over 90% in long-term care have a 
GCD. In over 95% of deceased patients the 
care outlined in these GCD were followed at 
time of death. Other aspects require a practice 
change that still needs more of our attention. 
In acute care, for example only about 10% 
of audited charts had ACP GCD Tracking 
Record entries (compared to >90% in long 
term care) and not much documentation 
of conversations anywhere else in the chart. 
Without the tracking record it is harder for 
the next care provider, particularly in another 
location of care, to “trust” or understand the 
context and patient’s understanding of that 
GCD order. Some of the barriers to Track-
ing Record completion are being addressed. 
In Calgary zone acute care the ACP GCD 
Tracking Record are now on the electronic 
health record (SCM). Some physicians tell us 
they used to waste a lot of time looking for 
the paper forms on units but find it’s much 
easier now that they can fill in the Tracking 
Record via the “Documents” section of SCM.

Alberta research is also helping us under-
stand other barriers and next steps to enhance 
uptake. We know that doctors strongly 
believe that ACP and GCD are of benefit 
to patients but we find time and competing 
priorities a major barrier to ACP and GCD 
conversations. Some are looking for help 
in preparing patients and families to have 
conversations, advocating for a provincial 
public health campaign to promote ACP 
and for Alberta Netcare to be developed as a 
“real time, source of truth” for GCD orders 
and the Tracking Record. We continue to 

advocate for inclusion in Netcare, as well as 
for enhancing fee codes that will allow us 
to be compensated for these conversations 
with patients and in developing additional 
resources, scripts and other learning aids for 
clinicians and trainees.

All the current resources for GCD and ACP 
can be found at www.conversationsmatter.ca. 
Of course we need more than a web-site 
to achieve the culture-shift in healthcare 
and in our communities about how people 
plan for and talk about our hopes, fears and 
goals for our medical and end-of-life care. 
International and local research, as well as 
clinical experience tells us that ACP and 
GCD makes a difference to our patients and 
their families, improves care decisions, and 
helps continuity of patient care by support-
ing better communication between teams. 

Our “little ask” is that you take the time 
tonight to have a conversation with a loved 
one about your own wishes for your health-
care. The “big ask” is to please find ways to 
incorporate ACP and GCD routinely into 
your medical practice. 

Dr. Simon is the Physician Consultant for 
ACP GCD, AHS Calgary Zone and Dr. 
Wasylenko is the Provincial Medical Advisor, 
ACP/GCD Initiative

FOOTNOTES
1 www.conversationsmatter.ca
2  www.albertadoctors.org/services/physicians/

compensation-billing/billing-help/
billing-tips/03.04J-complex-care

Dr. Jessica Simon, MB ChB, 
FRCPC, Physician Consultant 
for ACP GCD, AHS Calgary 
Zone and a co-lead on ACP 
CRIO, “Advance Care Planning 
and Goals of Care Alberta:  
a population based knowledge 
translation intervention study”

Eric Wasylenko,
MD BSc MHSc, Provincial 
Medical Advisor, Advance 
Care Planning/Goals of Care 
Designation Initiative, AHS

“It’s not just about goals of care designations. It opens up preparing wills, 
personal directives and power of attorney. Patients like it.”
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1.  The CSPCP prepared and presented two motions on palliative care for the Canadian Medical Association (CMA) General Council in 
August, both of which were PASSED UNANIMOUSLY. These are:

•  DM 5-62 “The Canadian Medical Association will advocate that discussion of and access to a high-quality palliative approach to care 
be available to all Canadians, including those with life-limiting illnesses who are considering assisted death.”

This motion speaks to the need to ensure that everyone with a LIFE-LIMITING illness has information about, and if desired, access to 
palliative care including those considering physician-assisted death. However, it is important to note that not all those considering assisted 
death will have a life-limiting illness (as per the Supreme Court of Canada ruling) and other medical services will need to provide ongoing 
support to these patients.

•  DM5-63 “The Canadian Medical Association recognizes that the practice of assisted death as defined by the Supreme Court of Canada 
is distinct from the practice of palliative care.”

This motion is particularly important as it challenges the assumption that providing physician hastened death should be the respon-
sibility of palliative care. Please see Dr. Susan MacDonald’s video regarding the DM 5-63 motion: www.youtube.com/watch?v=l1- 
CxpSYSOk&list=PL1-iV1Z4WR-80YIk_uLAu9eCfQTQ_98Jr&index=4

2.  The CSPCP Physician Hastened Death Working Group made recommendations to the CMA regarding the protection of conscience rights 
of physicians. Last year, the CMA General Council passed a motion to protect the conscience rights of physicians (motion DM 5-6), and this 
year as a result of the Working Group’s suggestions, the CMA General Council recognized that the physician duty with respect to assisted 
death is a “duty to inform” rather than an absolute duty to refer:

“What we expect from physicians, at a minimum, is that they provide further information to patients on all the options including the 
spectrum of end-of-life care and… how to access those services.” CMA Vice President of Medical Professionalism Dr. Jeff Blackmer. 
The CMA will seek a “solution that will not force physicians to participate in assisted dying against their moral or religious beliefs, while 
making sure that access is available for patients who qualify.” Outgoing CMA President Dr. C. Simpson (Ref: CMAJ online Aug 26, 2015).

3.  Additional motions on end of life care were also adopted by the CMA General Council and can be reviewed at: www.cma.ca/Assets/
assets-library/document/en/about-us/gc2015/resolutions-passed-at-gc_final_english.pdf

4.  The Canadian Hospice and Palliative Care Association (CHPCA) has released key messages regarding hospice palliative care and hastened 
death. CHPCA will presenting these in a longer submission to the Federal Panel, but for now they are distributing the 5 key messages 
publicly which are:
-  Hospice Palliative care does not include physician assisted death.
- Hospice Palliative Care does not hasten or prolong death.
- Hospice Palliative Care strives to end suffering not life.
-  Canadians need universal access to Hospice Palliative Care including good pain and symptom management.
-  All patients deserve access to information about end-of-life options, including physician assisted death.

5.  The College of Physicians and Surgeons of Alberta (CPSA) has drafted an advice document on physician-assisted death, entitled: “Informed 
Consent — The Special Case of Physician-Assisted Death (PAD)”, and is seeking feedback via an online survey. We encourage all physicians 
to read and provide feedback on this draft document. Please feel free to refer to any of the above information in your responses to 
CPSA. www.cpsa.ca/standardspractice/advice-to-the-profession/lets-talkpad/?utm_source=mailoutinteractive&utm_medium= 
email&utm_campaign=Physician-Assisted%20Death%20-%20Stakeholder%20Feedback%20requested

Dr. Leonie Herx
Palliative physician and CSPCP Board Member

The Canadian Society of Palliative Care Physicians 
(CSPCP) and Physician Assisted Death
The Canadian Society of Palliative Care Physicians (CSPCP) held board meetings on September 13-14, 2015. A significant 
amount of discussion time was focused on assisted death, specifically reviewing how things are evolving nationally, 
opportunities for advocacy on palliative care, and planning for our ongoing work in this area. Updates stemming from 
the meeting include:
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2015 CAMSS Physician Advocacy Award
ATTENTION:

Calgary and Area Physicians
Who deserves to be recognized for exemplifying the spirit behind the  

CAMSS mission statement: “Advocating for physicians caring for patients”?  
Soon the CAMSS executive we will be accepting nominations for the  

2015 CAMSS Physician Advocacy Award.
Nominations are being received until midnight November 9, 2015. Use the form found on the 

Advocacy Award page on www.camss.ca or contact Audrey Harlow at the office, 403-205-2093 
to receive a copy via email.

The award will be presented at the CAMSS Annual General Meeting on  
November 18, 2015 at the Glencoe Club.

Previous Award recipients are: 
Dr. Lloyd Maybaum: 2014 | Dr. Martin Labrie: 2013 | Dr. Phillip der Merwe: 2012 

Dr. Rick Anderson: 2011 | Dr. Glenn Comm: 2010






