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Virtually no one knew this was coming. 
On the day the new centre was announced 
I asked two senior AHS executives whether 
they knew anything about it. Both denied 
knowledge of the new site. The practice of 
breaking news to the media rather than the 
medical staff is a long established tradition. 
It ensures that the announcements lose none 

of their impact by being leaked beforehand. It also gives the feeling 
that no one really knows what is happening at the ground level. 

It takes years of work to plan something as large as a cancer centre, 
hundreds of meetings and tens of thousands of hours of preparation, 
many of which would be volunteer hours by organizers and medical 
staff. Do you think all of those people will step up to offer their 
services again? This has happened before when the old ACH site was 
being transitioned to an outpatient surgical site. An announcement 
was made that AHS had changed its mind and years of preparation 
and volunteer effort vanished. Most of those individuals never 
volunteered again.

Worse is yet to come. No one knows where the next budget will take 
healthcare. No increase seems the best case scenario but with the 
increase in population and the scheduled wage increase over the 
next year this would translate into a four percent reduction from 
this year. Now that the influenza epidemic is slowing we can go back 
to our usual 100% occupancy of hospital beds as compared to the 
110% of last month. The forthcoming reduction in overtime hours 
will affect every operating room in Alberta as many rooms run 
late, relying on overtime staffing to finish the last case. Will those 
cases be started next year? If we envision a return to a “Kleinian 
style” rollback of wages the volunteer spirit of our staff will vanish 
quickly. I worked through the last set of rollbacks and morale was 
not high but tempers were. 

The medical staff will be at the forefront of efforts to maintain high 
quality care in a turbulent environment. We have to look after our 
patients to the best of our ability and in an efficient manner. If the 
care of our patients is jeopardized by cuts in service we must advocate 
for our patients. I anticipate that the Medical Staff Associations will 
be front and centre in the upcoming months, and I urge everyone to 
take a long-term view and continue to put care for our patients first. 

We cannot in the face of cuts threaten to deny services to our patients, 
even if we are angry. This would make us look selfish and greedy to 
the public. We must remember that the media is largely beholden to 
the government. Any call for more resources will not be heard unless 
our requests are patient-centred.

Perhaps these times of crisis will facilitate a move toward more cost- 
effective methods of delivering medical care. Delivering more primary 
care to the high needs population (five percent of the patient body 
use sixty percent of the resources) may help to keep these patients 
out of the hospital and ultimately cost the system less money. Clear 
referral care pathways may also improve efficiencies. Most changes 
we make will not be on a large scale and each decision we make will 
have to be carefully considered. The “Choosing Wisely” campaign 
and the “system wide efficiencies” mentioned in our last agreement 
will assume a new importance. I cannot stress enough the need to 
have a highly motivated and educated physician workforce. We need 
to support our medical education system by continuing to enhance 
its role in the training of physicians able to work in the Canadian 
system. We do not need more foreign trained physicians sponsored 
by “walk in clinics” to work in urban Calgary. The cost of our current 
fragmented care system is not sustainable and this may be the time 
to re-examine how we provide care and how we pay for it.

Vital Signs is continuing to evolve and we are preparing a new mandate 
in keeping with our evolution to a province wide publication. We will 
also be creating a new editorial board with an emphasis on issues that 
affect all of us both professionally and personally. We hope that it will 
continue to serve you well.

The medical staff will be at the forefront of efforts to 
maintain high quality care in a turbulent environment. 
We have to look after our patients to the best of our 
ability and in an efficient manner. If the care of our 
patients is jeopardized by cuts in service we must 
advocate for our patients.

Dr. Steve Patterson,  
CAMSS President
Phone: 403-943-5554

President’s Message:

Putting Patient Care First in Tough Times
It was reassuring for the Minister of Health to announce to the Calgary media that the province will 
fund the construction of a new cancer centre at the South Hospital. The current site is simply too small 
to accommodate the volume of patients and services now offered let alone the demands of an aging 
population in five years. However, it remains to be seen if this will actually happen. In March 2013 a new 
cancer centre at the Foothills Hospital was announced to great fanfare. Now two years later a cancer centre 
is being announced at the South Hospital location just before a provincial election. Given the temporary 
nature of government promises I remain skeptical that anything will change in the next five years. 
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The AMA Agreement 
The Alberta Medical Association (AMA) 
Agreement has four major components:

•  There are detailed provisions related to 
setting of fees, both in terms of annual 
adjustments and relativity (i.e., for any given 
average fee level, how the fee for one service 
is set relative to all other fees).

•  Several highly valued programs were 
protected.

•  Government agreed to cover the cost of the 
utilization of medical services, regardless 
of the reason for any change.

•  Government agreed to consult with the 
AMA on health care system matters. 

The last two points above are tied concepts. 
Starting with the last point, the provision “to 
consult” was a movement away from the pre-
vious trend toward joint decision-making. 
The current AMA Agreement is markedly 
different from its predecessor agreement 
(often termed the “Tripartite Agreement”) 
in this regard. 

How this is related to the third point is a 
matter of risk. Like energy, risk in this case 
cannot be created or destroyed, but it can 
be shifted around. Risk can be accepted by 
either party, to the extent that they have the 
means to manage it. In taking on the mantle 
of decision-making, government also agreed 
that it had to accept the financial risk for the 
utilization of services.

The AMA Agreement provides a founda-
tion for physicians and government to work 
together, but due to its consultative nature, 

it will take the will and cooperation of both 
parties to make it work. As I will mention 
later, I believe we can build on this foun-
dation, but first want to comment on some 
shorter term, more dramatic approaches.

Easy savings, long-term costs
One option open to government is to enact 
legislation aimed at changing all or some of 
the terms of the AMA Agreement. I don’t 
mind raising this spectre, because it has 
already been raised in the media and in direct 
questions made to the premier and others. 
The premier, as I understand it, does not 
wish to legislate against agreements made by 
government but they do intend to be tougher 
in future negotiations. A commitment to live 
up to agreements is good news.

Most obviously it is good news because the 
profession has to trust that there is some 
stability in the agreements it makes. Eroding 
that trust has consequences, especially given 
that there are many decisions that we have 
to work on together with government. 

Even more fundamental, however, is the 
nature of health and health care. Treating 
health and health care as simple commod-
ities is, in my view, wrong-headed. Rather, 
health is more like a capital asset, while 
health care investment is one factor that 
determines health. Avoiding investments 
in health care today may save short-term 
dollars, but with overall costs — as well as the 
consequent harm and suffering — going up. 
This applies to virtually all forms of medical 
care, whether it is surgical patients who wait 
too long and have their conditions worsen, 

or foregone preventative and health main-
tenance services that again lead to greater 
cost in the long run.

Taking a longer-term view
This is not to say that there is nothing we can 
do now to effect change. Rather, my point is 
that while we should be open to short-term 
efficiencies, I don’t believe the answer lies in 
simply doing things the same way, but less of 
it. Rather, we have to re-think and re-orient 
some of the fundamental relationships.

I want to be clear, so at risk of stating the 
obvious, there are three things I think should 
be happening.

First, there are inefficiencies in our current 
system that arise from a number of factors. 
The AMA Agreement does not prevent our 
working with Alberta Health and Alberta 
Health Services (AHS) to identify and pursue 
these opportunities. This includes initiatives 
such as Choosing Wisely, moving forward 
with the primary care network evolution and 
working with Strategic Clinical Networks. In 
other words, let’s do our best to maximize the 
value of the current AMA Agreement to the 
overall system and our patients.

Second, the relationship between physicians 
and other major players in the system needs 
to be rethought. Physicians need to be more 
involved in the decision-making processes 
at all levels. We do have excellent involve-
ment of physicians in senior AHS leader-
ship, but I am referring to something much 
deeper, down to the practice level. Based on 
what I have heard from many of you, phy-
sicians want this and believe it is necessary.  

AMA update:

Dear Colleagues

By Richard G.R. Johnston, MD, 
MBA, FRCPC, AMA President

As I submit this letter for the latest issue of Vital Signs, there is much discussion in the media about the 
message from government in relation to the budget. This has included the commentary on expenditure 
cuts of 5% from last year’s budget. Given that population and inflation are each running at 2% per annum, 
in real per capita terms this means a 9% cut.

This raises a number of questions in terms of: how it relates to our arrangements with government; what 
kind of impact it may have on the care of patients; and how can we move forward. I wanted to provide 
my perspective on some of these issues.

– continued on page 4
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With greater authority and responsibility 
will have to come greater accountability:  
I believe physicians understand this as well.

In regards to this second point, I believe 
we should discuss a strategic agreement 
between the AMA and government that sits 
beside and informs the AMA Agreement. 
We need a vehicle to commit to and focus 
our energy in the next few years on what is 
most important. The scope should be over 
the entire system and what’s best for patients, 
not just physician payments. It should be 
supportive and promote the best of care 
and include concepts such as meaningful 
and professional-based standards; improved 
information for better care; shared risk and 
rewards; funding and payment aligned with 
best practice and quality.

Third, I have stated in previous letters that 
quality and sustainability are not just physi-
cian issues. Government bears responsibility 
for creating a stable policy environment 
and pulling together the resources to fund 
necessary care. The public, as patients and 
taxpayers, also bears responsibility.

Thank you for your ideas and support. Your 
comments are always welcome. 

Email president@albertadoctors.org.

Regards,
Richard G.R. Johnston, 
MD, MBA, FRCPC, President

The Good…
The College of Physicians and Surgeons posed the question ‘Have you already been 
immunized, or do you plan to be immunized, against influenza during the 2014/2015 
influenza season?’ to all licenced Medical Practitioners in Alberta on the 2015 annual 
Registration Information Form. (The RIF was completed by Dec 31, 2014, even by Docs 
with limited licence — clinical and surgical assistants etc.) 

9082 (89%) of Docs said YES.

The Bad…
Alberta Heath Services collated the physicians who gave permission to release — or 
who sent proof — of their influenza vaccination. As of January 12, 2015, the number 
and percentage of the total Medical Practitioners in Alberta (% using the CPSA number 
above) was: 

2527 Physicians (25%)

The Ugly…
Dr. James Talbot, Chief Medical Officer of Health in Alberta Health noted (as reported 
in the Edmonton Journal, Friday, January 30) that the 2014 vaccine offered “little or no 
protection” against the predominant H3N2 strain of Influenza A.

The Context:
The GOOD: The CPSA question really told us about physician INTENT and did not 
differentiate how many were vaccinated. (They are considering different wording for 
the 2016 RIF, along the lines of: Did you get your 2014 shot? Have you had the 2015 
shot? If not, do you intend to take the 2015 shot?) 

– continued from page 3

The GOOD,  
the BAD and  
the UGLY:
2014 Physician Influenza 
Vaccination Updates
Dr. Kevin Hay



For sure the validity of this survey depends on the honesty of the 
Docs! Few are going to blatantly lie because everyone knows that a 
Hearing Tribunal might consider the provision of false information 
to be “conduct that harms the integrity of the regulated profession.” 
(i.e. Professional Misconduct.) 

Those who answer ‘NO’ to ‘Do you intend to take the 2015 shot?’ might 
give us the most important information, if they answer the question: 
‘Please tell us the main reason why you have no intention of taking the 
2015 influenza vaccination?’ Then we might know what motivates 
their choices. (Some disliked the RIF question because it did not 
provide information on how many actually took the shot. I liked it 
as a gentle and appropriate introduction to the general disclosure of 
health information to our regulatory body.) 

The BAD: The compilation of vaccination numbers was coordinated 
by Dr. Steve Tsekrekos, Medical Director Workplace Health and 
Safety, AHS. They came from two potential sources. 

1]  Directly from AHS Vaccination Clinics: Medical Staff were 
asked to sign permission allowing release of their vaccination 
information. Naturally we have no idea how many did not release 
their information. 

2]  Indirectly from Docs who received a NON-AHS vaccination: 
There were less than 50 notifications from doctors who had the 
vaccination from a NON-AHS source …e.g. their local pharmacy 
or family physician. 

This is potentially a very large group as it should include every 
office-based urban family doc who does not have an AHS appoint-
ment. (Even finding out the number of family docs in Calgary and 
Edmonton is difficult! There are 1060 NON-specialists in Calgary 
and Edmonton.1 Calgary has 1177 ‘Specialists in Family Medicine’ with 
approximately 700 in Edmonton2 — count that lot yourself!) There is 
little communication between AHS and the Docs who do not have 
an AHS appointment because they should not be getting unsolicited 
e-mail. (Spam, EH? …Illegal, EH!) 

All ZMSA and AMA members were repeatedly exhorted to register 
their shot—but we ask them to do many things and membership is 
voluntary!

Add to all of this, the ‘manual’ notification was laborious. The form 
had to be retrieved from email (if not deleted) or found on-line, 
completed electronically and returned to AHS — or — printed, 
completed and faxed or mailed: Ain’t happening!!

The AHS number is BAD in so many ways it can only be considered 
a MINIMUM number. Any valid reporting system should be easy 
and seamless. It should include ALL vaccinated health-care workers 
from ALL sources. 

The UGLY: This year the prevalent strain mutated more than expected 
so the shot was of little value. This is a year which gives skeptics reason 
to question the vaccination program. 

The rules in British Columbia and Saskatchewan, for example, now 
cause the anomalous situation where a non-vaccinated Health Care 
Worker is mandated to wear a mask full-time in patient care areas for 
the four winter months …though all their vaccinated colleagues this 
year are not immunized against the prevalent strain and are MASK-
FREE!! (…you are not ‘immunized’ unless you develop immunity to 
the disease in question.) 

OF COURSE MASKING IS NOT A PUNISHMENT! (Sorry—inside 
voice!) 

The Data and Nothing But the Data… 
As Albertans, we are paying for the influenza vaccine program so why 
is it so hard to get the global vaccination rates? All vaccinators should 
have to submit information. One thought is to enter the documen-
tation into each person’s Alberta Netcare record and cross-reference 
the database confidentially. One harder (more contentious) option 
is to revisit mandatory disclosure of health care worker influenza 
vaccination status, so long as it is not used punitively against workers.

There are some indications that physician immunization is better 
than expected. For example we took a poll at the AMA’s Fall 2013 
Representative Forum to see how many of the >100 front-line Docs 
had taken the flu shot the previous season. Easily 80% of those 
present indicated that they had! Check the pic yourself!

Don’t Be Lax, Get The Vax! Versus No Glove, 
No Love!
What is a good preventive-health comparison to the Flu shot? …
CONDOMS!! 

A Condom is not perfect but does provide some protection against 
really nasty infections! Condoms can fail and yet we still encourage 
widespread use as an effective preventive-health measure. 

The flu shot is not perfect and it gives some protection against a 
really nasty, potentially fatal, infection. Yes, the shot can fail, but 
we should encourage its widespread use because it is an effective 
preventive-health measure. 

Protect OURSELVES, our FAMILIES …our PATIENTS!

FOOTNOTES
1  CPSA Quarterly Update of Physician Resources in Alberta Oct 1, 2014 to 

Dec 31, 2014: http://www.cpsa.ab.ca/Libraries/pro_registration/quarterly-
report-q4-2014.pdf?sfvrsn=10

2  Specialist Medical Directory: http://www.cpsa.ab.ca/MedicalDirectory/
Specialty%20Listing.pdf
[Actively Licenced Physicians resident in Alberta as of Feb 8 2015]

Doctors responded to the influenza vaccination question at the Fall 2013 RF.

VITAL SIGNS March 2015

5

Photo reproduced with perm
ission from

 AM
A.



Even though this litigation began in 2011, 
and is likely to cause fewer than 1 per cent of 
all Canadian deaths annually, our country is 
probably not ready for this momentous event.

Symbolically, this decision changes Canada.  
It forces acceptance of the fact that for some 
people who suffer terribly and have no pros-
pect of adequate relief, death is not feared 
but welcomed. Physicians, who have tradi-
tionally preserved life, may soon take the 
lives of consenting patients. Although many 
people — including many doctors — agree 
with the decision, others do not like this 
change and some people are afraid.

On a practical level, only Quebec has leg-
islation to address such fear. The Supreme 
Court acknowledged that Parliament and 
the provincial legislatures may choose to 
respond by passing laws consistent with the 
judgment, reconciling the Charter rights of 
patients and physicians.

Ideally, these governments should work 
together to regulate assisted dying despite 
the challenges of developing legislation 
rapidly. Ordinarily, politicians might avoid 
such a politically contentious matter. But 

given the societal changes this judgment 
has engendered, politicians simply must act 
and physicians should help.

First, we must reduce fear. Since the litigation 
began, we have heard health care providers 
and some members of the public express sig-
nificant fear. Some people incorrectly believe 
that this decision will disproportionately 
affect the elderly, and include the killing of 
infants or the mentally infirm.

Anecdotal health care stories report families 
where younger members attempt to make 
adverse surrogate medical decisions to gain 
access to the patient’s money sooner rather 
than later. Although many senior citizens 
are relieved to have choice at the end of life, 
others worry that the decision, if not properly 
legislated, could increase their vulnerability.

Some physicians are conscientiously opposed 
to physician assisted dying, and though the 
Supreme Court of Canada acknowledged 
their right to refuse, some doctors are afraid 
of being forced to participate.

Such fears will prove ill founded with proper 
regulation. Provincial legislatures must act 
quickly by stipulating through legislation 

and accompanying regulations how phy-
sician assisted dying will be conducted. At 
least five jurisdictions in the United States 
and Europe have experience and law that 
can serve as precedent.

This task will be daunting. According to the 
Canadian Medical Association (CMA), the 
challenges have been understated because 
the consequences are grave and resources are 
constrained. Nevertheless, the CMA has con-
sulted the Canadian public and doctors, and 
medical associations in permissive jurisdic-
tions to devise possible protocols for Canada.

Physicians should continue to be engaged 
because Canadians tend to have great confi-
dence in the medical profession; they expect 
physicians to help devise wise, insightful and 
workable rules for health systems and would 
welcome their assistance to legislators here.

Given the enormity of the task of ensuring that 
those, and only those, who qualify under the 
Supreme Court decision actually receive med-
ical aid in dying, we recommend the establish-
ment of a joint medical committee to establish 
draft regulation and standards on physician 
assisted dying, which must meet immediately.

Doctor-assisted suicide:
THE NEXT STEPS FOR CANADA’S PHYSICIANS
Juliet Guichon, Dr. Christopher Doig and Dr. Ian Mitchell

The Supreme Court of Canada’s unanimous decision on Friday (February 6, 2015) means that soon doctors (and only doctors) 
may lawfully help competent adults, who are grievously and irremediably ill, to end their lives.

CALGARY & AREA MEDICAL STAFF SOCIETY
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More specifically, we propose that:
1.  The CMA collaborate with other national 

medical organizations such as the Canadian 
College of Family Physicians, the Royal 
College of Physicians and Surgeons of Can-
ada and the Canadian Society of Palliative 
Care Physicians;

2.  These physicians form a committee and 
include a representative from each of the 
Canadian Nurses Association, Canadian 
Pharmacists Association and the Canadian 
Bar Association;

3.  The committee have between eight and 12 
members, balancing a variety in professional 
background against the need to be timely 
in making concrete recommendations;

4.  The CMA fund the work of the committee 
and a small secretariat;

5.  The committee be independent of its 
funding source;

6.  The committee members immediately 
make themselves knowledgeable about the 
judicial ruling and the evidence on which 
it was based, and the regulatory regimes in 
permissive jurisdictions, especially Quebec;

7.  The committee propose regulation of 
physician assisted dying and medical 
standards for the provinces and territories 
other than Quebec;

8.  The committee attend to the values 
expressed in the reasons for judgment of 
the majority of the Supreme Court of Can-
ada judges (respecting autonomy, alleviating 
suffering and protecting the vulnerable, 
such as the bullied and the depressed); and

9.  The committee offer draft regulations and 
standards for review or adoption by federal, 
provincial and territorial governments and 
colleges of physicians and surgeons.

We believe physician members of national 
medical organizations that represent and 
educate physicians should do what doctors do 
well — respond to a circumstance not of their 
making in a learned, professional, practical 
and timely way to protect the vulnerable, 
and welcome the help of other professionals.

Legislating physician assisted dying is bound 
to be difficult. Canadians will undoubtedly 
be comforted to know that politicians have 
been offered the assistance of physicians and 
other professionals to get this right.

Juliet Guichon, Christopher Doig and Ian Mitchell 
are professors in the Cumming School of Medicine, 
University of Calgary. Contributed to The Globe 
and Mail. Published Monday, February 9, 2015

Rockyview General 
Hospital Medical Staff 
Association Meeting
March 10, 2015, RGH Fisher Hall at 6:30 pm
Becoming Dead –  
Medicine, Mercy and Humility
Eric Wasylenko MD, BSc, MHSc (bioethics),  
Palliative Care Physician, Clinical Ethicist 

This talk and discussion will focus on the practice of medicine around the events that lead 
people to become dead. It will explore some of the language, techniques and experiences 
physicians commonly encounter as, depending on the patient, we alternately strive to 
keep some people alive, assist optimal living during the inexorable approach of death for 
others, mercifully attempt to reduce suffering and perhaps even promote benefits in being 
dead. It will explore what might be meant by the term ‘the medicalization of death’, and 
will ask participants to consider the tension between medicine’s deployment of science’s 
rational tools and the mystical nature of the beings we try to serve. In the discussion, we 
will use these concepts to address the recent Supreme Court ruling in Carter v. Canada.



The ghosts haunting Scrooge gave him a choice: make a radical change 
or your world will disintegrate. Especially now after the Supreme 
Court decision, medicine has a critical question to answer — WILL 
WE KILL OUR PATIENTS INTENTIONALLY? Just as Scrooge’s 
decision changed his life, deciding to kill our patients will change 
the profession forever. 

The pivotal difference is that on the 24th of December 1843, Scrooge 
was a withdrawn, pitiful soul suffering from a psychotic break after 
years of severe Obsessive Compulsive Disorder.1 His pathetic life 
could only but improve. 

In comparison, a December 2013 Gallup Poll about the ‘honesty and 
ethical standards’ of different occupations ranked medical doctors 
fourth behind nurses, pharmacists and grade-school teachers.2 These 
are professions with strong principles of selflessness and compassion. 

Some will perceive a program dispatching patients from this life as 
being ‘selfless and compassionate.’ Some will see how far the rule of law 
has slipped in other countries and will now mistrust the profession. 

The Ghost of Medicine Past
…the Hippocratic Oath.

“I swear by Apollo the physician, and Aesculapius the surgeon, 
…that I will observe and keep this underwritten oath,  

to the utmost of my power and judgment. 

…Nor shall any man’s entreaty prevail upon me to administer 
poison to anyone; neither will I counsel any man to do so.3

Hippocrates lived 460 – c. 370 BC which means he crafted this 
cornerstone of Medicine over 2000 years ago. Hippocrates had few 
effective medications and there was only rudimentary surgery, so 
he had little chance of curing any seriously ill person. 

With such limited tools, he still did not espouse the quick termination 
of a patient to ‘ease their suffering.’ Hippocrates is not resting easily 
in his grave. 

‘Euthanasia’ From the Greek:  
an ‘easy death’ or ‘a good death.’
‘Euthanasia’ is a misnomer of sorts. In English it is defined as the 
intentional ending of life in order to relieve pain and suffering.4 Every 
palliative care worker is attempting to relieve pain and suffering 
in the hope of allowing an ‘easy’ or ‘good death’ for their patient. 

Some subdivide euthanasia into active and passive euthanasia. The 
whole notion of ‘passive euthanasia’ is an oxymoron — euthanasia is 
always active. Some say ‘passive euthanasia’ includes the removal of life 
support from a dying patient or the withholding of ‘essential’ treatment 
like antibiotics. Palliation attempts to treat the worst symptoms of a 
terminal illness without reference to time. We know that life will end 
and indeed it may end today for any one of us! Any treatment which is 
withheld is because of the patient’s express wish and consent. The right to 
refuse any, or all, treatment does not change just because you are dying.

Euthanasia/assisted suicide is legal in the Netherlands and their 
law restricts it for cases of ‘hopeless and unbearable’ suffering. The 
slippery slope away from the law has begun because 1 in 5 assisted 
suicides are reported to take place without consent.5 
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Sorry for the literary allusion with the Ghost of Medicine Future but ‘twas just before Christmas when I read Death with 
and without Dignitas by Alexander H. G. Paterson in the Alberta Doctors Digest. It was engaging, full of gentle humour, 
emotive stories and quiet rationale. It left me very sad and profoundly fearful for the future of medicine.

The Ghost  
of Medicine 
Yet To Come:
DOCTORS KILLING PATIENTS
Dr. Kevin Hay
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In February 2010 a Dutch citizens’ initiative called Out of Free Will 
demanded that all people over 70 who feel ‘tired of life’ should have 
the right to euthanasia!6 (Is this not AGEISM? Why should, say, the 
65 year olds feeling ‘tired of life’ have to wait till 70?) 

Paterson discussed Dignitas, the Swiss company which provides 
a commercial service of euthanasia. He noted that an 89-year-old 
woman had ‘killed herself ’ because she was “totally fed up with the 
idiotic modern world of emails, computers, smartphones, tablets, 
the Internet, flat-screen televisions and supermarket ready meals.” 
He noted that around 1 in 5 of those having an assisted suicide at 
Dignitas is because of “a weariness of life…” 

The Ghost of Medicine Present…?
…There is no ghost of ‘Medicine Present’ 
because the body is in I.C.U. on life support.
With the remarkable advances in our society, many are now living 
beyond the wildest dreams of those who lived even 100 years ago. 
During the Roman Empire, the average life expectancy was ~25 years 
old!8 In 1900, the world life expectancy was still only ~30 years.8 Now 
Canadian males can expect to reach 78 and females 83 years old.9 
This has occurred for many reasons, but it does include life-support 
and advanced medical programs such as organ transplantation and 
chemotherapy. For example, an Albertan had a heart transplant at 
the ripe age of 79!10 That use of resource seems to have been great 
for him personally — but it might be difficult to explain to the less 
fortunate around the world.

The end-of-life discussions were in part started by the CMA and 
previous President, Dr. Louis Hugo Francescutti. They are important in 
any society but especially in one where costs are paid from the public 
purse. Some patient discussions are occurring through programs such 
as the ‘Goals of Care Designation’ (the ‘Greensleeve’) and when we 
encourage patients to write their Personal Directive. 

For sure palliative care programs cannot guarantee an outcome. That 
said, we have a large range of medications, injections, blocks, and 
sedation which allow most patients a range of choice in their care. 
There is more certainty now that when a patient comes to their last 
days, they will not feel much discomfort if they so choose. 

If euthanasia becomes a job for physicians, I fear what will come from 
groups like the Ontario Human Rights Commission. They already 
tell doctors to ‘check their personal views at the door’ while providing 
medical services.7 The commission has insisted that a doctor must 
‘accept the patient and make the referral’ in other contentious personal 
belief issues. I believe the Commission will say that a doctor has a 
‘duty to refer’ for euthanasia. Watch that rapidly change the type of 
applicant to medical school. 

Paterson said: 
“…patients ‘in sound mind’ who have chronic debilitating 

symptoms unable to be alleviated adequately should have the right 
to choose their death process and timing — and request assistance 

from a properly trained physician.”

What physician in Canada has been ‘properly trained’ to kill their 
patient? The only group I can think of who are specifically trained to 
kill is the Armed Forces. Rules of International Humanitarian Law 

make it a war crime to directly attack foreign civilians.11 If our army 
is not going to attack foreign civilians, they are never, ever going 
to kill the people they are sworn to protect …even if they are dying. 
So why do some doctors think it is okay to kill the most vulnerable 
under our protection? 

The Canadian sense of fairness and secular attitude means that 
euthanasia/assisted suicide is becoming legal here. The only remain-
ing question is who gets the dirty job? 

There should be a new occupation providing euthanasia/assisted 
suicide to those who need it. ‘Peace-Givers’ or whatever euphemism 
works for you. 

As physicians we need to stay as the patient’s advocate throughout 
this difficult process. We need to guard against the ‘trigger-finger’ 
and prevent any coercion to our patients. We need to maintain 
a clear role of protecting and caring for those under our care.

My Dad was a GP in the U.K. One of his favorite sayings came from 
Hippocrates:

‘Cure sometimes; Treat often; Comfort always…’

FOOTNOTES:
 1  by Karen Eveland, psychology student http://www.charlesdickensinfo.com/

christmas-carol/psychological-evaluation-scrooge/
 2  http://www.gallup.com/poll/1654/Honesty-Ethics-Professions.aspx
 3  The London Medical Repository 23 (135): 258. 1 March 1825. Retrieved 22 

September 2014.. For the Greek text, see Jones, W. H. S., ed. (1868). Hippocrates 
Collected Works (in Greek) I. Cambridge Harvard University Press. pp. 
130–131. Retrieved 22 September 2014.

 4 http://simple.wikipedia.org/wiki/Euthanasia
 5 http://www.euthanasia.com/holland99.html
 6  http://en.wikipedia.org/wiki/Euthanasia_in_the_Netherlands
 7  http://www.canada.com/ottawacitizen/news/opinion/story.

html?id=24c15254-c655-4a8b-bbe6-f6e4228fdd86
 8  http://geography.about.com/od/populationgeography/a/lifeexpectancy.htm
 9  http://www.statcan.gc.ca/pub/82-229-x/2009001/demo/lif-eng.htm
10  http://www.canada.com/story_print.

html?id=bc9d3829-f95e-4510-928d-ceafc06c9540
11  http://www.diakonia.se/en/IHL/The-Law/International-Humanitarian-Law- 

1/Introduction-to-IHL/Principles-of-International-Law/

AHS Legal Council’s communiqué 
on Physician-Assisted Suicide
On February 6, 2015, the Supreme Court of Canada (SCC) 
“ruled unanimously that Criminal Code provisions pro-
hibiting physician-assisted dying were, in certain cases, 
unconstitutional.”
AHS Legal Council has developed a communiqué summarizing the 
ruling, which could be relevant to many physicians within Alberta.
You are encouraged to review the communique yourself and share 
it with your colleagues. The communiqué is posted on the AHS 
external website at this link: 
www.albertahealthservices.ca/assets/info/hp/phys/if- 
hp-phys-scc-assisted-suicide-memo.pdf



The challenge in getting a diagnosis is that 
not enough general practitioners are aware 
that Alzheimer’s disease is a possibility for 
someone under the age of 651 and even less 
know that the neuropsychological testing 
needed to obtain a ‘probable’ diagnosis2 is an 
AHCIP-insured service. We were extremely 
fortunate to have Dr. Peter Neweduk as 
a Glenn’s family physician. Physicians 
whose decision-making can have life and 
death implications need more in-depth 
neuropsychological testing. Dr. Neweduk 
immediately sent Glenn to the Rockyview 
General Hospital Seniors’ Health Clinic for 
full neuropsychological testing which was 
covered by AHS. Another physician in the 
support group we attend was not so lucky; 
his chief of staff sent him to a private neu-
ropsychologist and he paid $7,000 out of 
pocket for his testing and diagnosis. 

Another problem is that one of the most 
commonly used diagnostic tools for suspected 
dementia is the Mini-Mental (MMSE3). 

Many physicians who have high intelligence 
combined with advanced education are adept 
at compensating for their cognitive impair-
ment and find ways to confound the relatively 
simple MMSE.

Having received an abrupt career-ending 
diagnosis, there needed to be some transition 
period. This is where AMA Physician and 
Family Support Program was supposed to 
help. The biggest shock was that there was 
no support or advice for transitioning from 
being a full-time working anaesthesiologist 
to working in any reduced capacity. Rather, 
they suggested he should begin penning his 
memoirs! It seemed the extent of their support 
was to advise us to get our affairs in order while 
Dr. Comm still had capacity. While that was 
important advice, it was the one task that we 
already knew we needed to do. They offered 
counseling to help with the emotional issues 
but we were on our own with the complete 
change of life circumstances and the financial 
crisis precipitated by the immediate loss of 

income. While in shock and grieving, what we 
really needed was assistance to navigate the 
system and figure out our next steps — what  
to do, who to talk to — all the logistics of put-
ting together a support network.

Glenn spoke heatedly and repeatedly of feel-
ing like he was being ‘written off.’ Dementia is 
a progressive disease. The skills of this highly 
trained and experienced doctor were not 
going to disappear overnight. If he had can-
cer or some other physical diagnosis there 
would have been options for scaling down 
or gradually withdrawing from his practice. 
Dr. Wright of the CPSA was invaluable in 
acquiring a very restricted license that allowed 
Dr. Comm to continue to do surgical assist-
ing for another six months. This is a future 
opportunity for the CPSA and for hospital 
department directors to recognize that some 
transition before retiring completely from the 
practice of medicine is essential and needs 
to be supported. Luckily, Glenn was still able 
to advocate for himself!
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The Good Doctor Needs Care Dalyce Comm

Physicians work hard to provide good medical care for their patients but what happens when the doctors themselves need 
care? With a diagnosis of dementia the issues are many; challenges obtaining a diagnosis, lack of transitional support, and 
lack of age-appropriate services to name three. I’d like to share the experience of Dr. Glenn Comm, my husband and an 
Alberta anaesthesiologist who was diagnosed with Early-Onset Alzheimer’s Disease in February of 2010 when he was only 
55 years old. He was a politically active physician, working on many AMA and other committees, and you might recognize 
him as having been a regular contributor to Vital Signs.
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Maintaining stimulation and involvement is 
an issue for retirement at any age or circum-
stance, not just dementia. After losing first his 
job and then his driving licence, the question 
became how to maintain stimulation, social 
interaction and physical activity for Glenn. 
Family members stepped in to pick Glenn up 
and involve him in activities outside the home 
but social isolation was a sad reality. While 
much dementia care planning identifies the 
need for system navigators, the truth is there 
aren’t any. It was the members of the support 
group we found that directed us in next steps; 
where to go, who to talk to. There is no one 
coordinating a care plan. This lack of proactive 
coordination by AHS creates an unacceptable 
gap between the available services and the 
people who urgently need them. 

I returned to full-time employment so when 
more care was needed, the next step was 
the Home Care program. Here it became 
clear there are significant issues with how 
individuals are assessed for home care, 

inconsistent information about what services 
are available, and uneven application from 
region to region. 

The Home Care program is for patients with 
medical or nursing needs and the assessment 
tools reflect that. Home Care workers are not 
permitted to drive their clients anywhere. This 
didn’t work at all well for a young and other-
wise healthy man with moderate dementia 
who needed supervision and cueing but also 
needed to stay active and involved in his com-
munity. Assistance with the activities of daily 
living was not the issue. The pilot program of 
Dementia Care Teams has helped, providing 
access not only to nurses but also to social 
workers and occupational therapists.

The Dementia Care Team led us to switch 
to Self-Managed Care (SMC), a program 
in which AHS subsidizes the wages of care 
workers I hire to support Glenn. We were 
extremely fortunate in finding an agency4 

whose workers have humour and energy and 
who understand the kind of care Glenn needs. 
I anticipated that his essential care to stay at 
home would be covered by AHS, however 
considerable out of pocket expense is required 
to fill the gap between services covered by 
AHS and what should be the standard of care 
for living with dementia in the community.

I am diligent about financially planning for 
assisted living care when that is needed. The 
most difficult part for me to write about is 
planning for Glenn’s care as his disease pro-
gresses. It is heartbreaking for me to think of 
my husband being in a facility with insufficient 
staff, lack of age-appropriate activities and 
programming, chemical and possible physical 
restraints. Responding to dementia behaviours 
involves training and high staff/client ratios 
which are expensive and currently lacking. You 
cannot put someone who has been accustomed 
to something resembling a normal life with 
activities and access to the outdoors, into a unit 
that is a corridor with a locked door and expect 
that they won’t become agitated and aggressive! 
Dementia clients need to continue to LIVE 
while in assisted living and long-term care. 

I am committed to caring for Glenn at home 
as long as I possibly can. His relative youth is 
an issue as the dementia care and programs 

that are available are almost exclusively 
designed for seniors (there is one pilot adult 
day program in Calgary for <65.) Many sup-
port and assisted living programs/beds cannot 
even be accessed by someone under age 65. 
The only dementia respite beds in Calgary are 
in senior’s residences. Glenn & I recently par-
ticipated on the Advisory Committee for the 
Alberta Dementia Strategy and Action Plan. 
It was distressing to discover that a similar 
exercise in 2002 resulted in the Alzheimer 
(sic) Disease and Other Dementias Initiative 
which contained many valuable suggestions 
for improving dementia care in Alberta but 
which were never funded or implemented. 
Alberta has the highest prevalence of early 
-onset dementia in Canada.5 With a tsunami 
of baby-boomers on the horizon, many of 
whom will have some kind of cognitive 
impairment, Alberta is in desperate need of 
a viable dementia care plan. We need appro-
priate provisions for early-onset dementia.

Our experience was marked with serious 
challenges transitioning away from his career 
in Medicine and without assistance to navi-
gate a system that has shortages of services/ 
programming, insufficient home care, and lack 
of age-appropriate long-term quality dementia 
care. So after decades of providing service in 
the Alberta health care system, how did the 
system serve Dr. Comm when this catastrophic 
change in life circumstances occurred? The 
answer is, not as well as it should have.

FOOTNOTES
1  Diagnosis at >65 yrs is categorized as Early-

onset Dementia and comprises 5-10% of the 
Alzheimer’s population. 

2  Given that Alzheimer’s can be diagnosed 
with certainty only by post-mortem brain 
biopsy, the results of the various kinds of 
neuropsychological tests, CT and MRI scans 
usually translate to a diagnosis of ‘probable 
Alzheimer-type dementia.’

3  The mini-mental state examination (MMSE) 
or Flostein Test and the Montreal Cognitive 
Assessment (MOCA) are questionnaires used 
extensively in clinical and research settings to 
measure cognitive impairment. 

4  Granddaughters Personal Care is an 
Alberta company that provides quality care, 
companionship and supervision focussing on 
helping clients find joy in living.

5  Rising Tide: Impact of Dementia on Canadian 
Society. Alzheimer’s Society, 2009

Maintaining stimulation and involvement is an issue for retirement at 
any age or circumstance, not just dementia.
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Pamela Margaret Barton April 25, 1951 – January 19, 2015
Dr. Pamela Barton died unexpectedly in Calgary on January 19, 2015, surrounded by family and 
friends. Pam was born in East Molesey, England, on April 25, 1951, to Nancy Fitzgerald (née Preston) 
and Richard Charles Barton. She is survived by her husband Dr. Douglas Richard James, brother John 
Barton, sister Sue Schroder, and extended family on both sides in Canada, Great Britain, and 
New Zealand. Pam came to Alberta with her parents and sister in 1954 and grew up in Edmonton and 
Calgary. She graduated from the University of Calgary with an Honours BSc in biochemistry in 1973 
and an MD in 1976, the year she married Doug. She joined him at the University of Minnesota where 
she trained in Physical Medicine and Rehabilitation, before completing her Canadian requirements at 

the University of Saskatchewan in 1981. In addition to achieving specialist qualifications in PM&R in the United States and Canada, 
she earned subspecialty certification in both electrodiagnostic and pain medicine. She held clinical and academic appointments 
at the universities of Western Ontario and Calgary, where her work focused on musculoskeletal medicine and chronic pain. 
Pam was a national and local leader in PM&R. In 1997, she cofounded and was the first medical director of the Calgary Chronic 
Pain Centre, where she maintained her practice. She also played a very active role at the Canadian Association of Physical Medicine 
& Rehabilitation (CAPM&R), serving as Second Vice President on the CAPM&R Executive. Between 1997 and 1999, Pam was the 
President of the Alberta Physiatry Association (APA). Admired by her colleagues and patients, she mentored medical students, 
residents, and professional peers, and was known for her expertise in treating the most complex cases. She was as committed to those 
in her personal life as she was to her profession, making no distinction between family and friends, passionate in her engagement with 
others, always generously sharing her wisdom and affection. For more than four decades, she and Doug cultivated a loving, respectful, 
and ever deepening relationship. Their appetite for adventure included kayaking in Haida Gwaii, trekking in Nepal, cycling in 
Morocco, scuba diving in Belize, and travelling widely and often. A Girl Guide and figure skater in her youth, she was an avid ballroom 
dancer, swimmer, walker, reader, student of Spanish and Pilates, and follower of the arts. She will be greatly missed.

Submitted by Noorshina Virani, MD FRCPC






