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Each issue of Vital Signs comes together with 
sometimes unplanned themes interwoven in 
the writings of our contributors (docs like 
you). This month’s issue, with a broad theme 
of “generations”, features essays from doctors 
young and old, well older. More similar than 
different in their outlook, these doctors reflect 
upon what it means to our patients, our pro-
fession and our society to serve in the call of 
medicine. Each one describes some legacy 
that they have found, or have left, or have 
seen in others. It turns out that our legacy 
isn’t always determined by our talent or the 
career paths we might have imagined for 
ourselves. More often than not, we are in a 
place “for such a time as this”, a well-known 
Hebrew reference that still challenges us to 
use our positions of influence wisely.

One example of being the right person for 
the time is Dr. Carla Coffin, who was recently 
sought as an expert advisor to the World 
Health Organization.  The article in this issue, 
reprinted from the University of Calgary UTo-
day, shows how we are sometimes caught by 
surprise when opportunity comes knocking!

Dr. Richard Bergstrom writes about the pride 
of being a physician, despite the mentally and 
physically gruelling work that we sometimes 
face. As we care for our patients, we have 
an intimate window into the complexity of 
humanity. 

Nobody can tell about the legacy of a career 
quite like Dr. Norman Schachar, whose memoir 
“the Department: A Surgeon’s Memories… 

Before I Forget” gives a somewhat irreverent 
account of the early days of the Department 
of Surgery and the Foothills Hospital in 
Calgary. With this being the 50th anniver-
sary year of the opening of the Foothills, 
we have included an excerpt from the book 
about the opening of the Foothills building. 
If you haven’t already picked up this book, 
get yourself a copy and a large coffee and sit 
down for a good read. For me, the insights 
I gained were like the moments of appreci-
ation for our parents once we have children 
of our own. As a medical graduate of the 
University of Calgary, I never gave much 
thought to its curriculum development —  
I just showed up for class! Dr. Schachar sheds 
light on the time and innovation — and some-
times last-minute scrambling — to develop a 
systems-based curriculum that still shapes the 
teaching today. More than ever, I am deeply 
grateful to the academics in medicine for 
their dedication and innovation.

Just as the anniversary of the Foothills makes 
those of us who have worked there reflect 
on its changes, so other milestones give us 
opportunity to reminisce. Last year marked 
my 20th year since graduating from Med-
icine. (I’m a Quokka, for anyone keeping 
track.) We had our reunion party over a for-
mal dinner; that’s quite remarkable in itself, 
as we were not a particularly organized class. 
As we reminisced and the wine flowed, we 
spoke of the usual follies of medical school, 
the Med Show acts, the awkward moments 
in our first euphemistically-titled “Well Man” 
and “Well Woman” checks, and then con-
versations turned to losses: our peers whose 
spouses have died of cancer, and our dear 
friend and classmate, Dr. Martin Spoor, who 
had become a cardiac surgeon and was killed 
in a plane crash in 2007 after procuring donor 
organs for transplant. Our heart-felt sadness 
at these losses was shared amongst us. Equally 
devastating was the loss of a classmate in our 
first year, who we saw bit by bit succumb to 
the psychosis of mental illness. Twenty years 
later, many of us spoke of how witnessing 
the onset of schizophrenia in this young 
man was the first taste of suffering in “first 
person”: “He’s not much different than me,” 

we realized at the time. What better lesson 
could there be in humility? The tone of our 
class, now in mid-career and middle age, was 
very much one of gratitude. Getting older, 
it turns out, is better than the alternative.

From a doctor in training, Jennie Ding, 
we hear how the influences of parents and 
the desire to create systems-level changes 
prompted her to enter medicine. Looking 
ahead, she has a vision for better health for 
all citizens. Many of us who are older feel an 
unspoken admiration for the optimism, drive 
and sheer smarts of those coming after us. 
Even Dr. Schachar describes this as “an era 
where the standards are considerably higher 
than when I got into the game. I think there 
is no way I could get into orthopedics these 
days, and even getting into medical school 
would be a stretch.”1

Dr. Kevin Hay challenges us to reflect upon 
moral and ethical aspects of physician- 
assisted death. How our profession responds 
to this emerging trend will no doubt be our 
lasting legacy, recounted in history when we 
are all in our twilight years. Because this is 
such an important issue, make the effort to 
inform yourself and speak up. You can find 
more details at: 

https://issuu.com/amapublications/docs/
digest_novdec2015/1?e=4080585/31475427

https://www.albertadoctors.org/
media-publications/presidents-letter/
pl-archive/jan-14-2016-presidents-letter

http://www.mailoutinteractive.com/
Industry/LandingPage.aspx?id=20394
50&lm=88351099&q=971749453&qz
=5e2d007c6766b7042868fb9ebd8b2406 

Send your comments to the College of Physi-
cians and Surgeons, the AMA, or Vital Signs.

As always, Vital Signs is here to put forth 
the voice of physicians and surgeons. If you 
wish to respond to any of our articles or 
submit one of your own, connect with us at  
www.camss.ca

FOOTNOTES
1  Norman Schachar and Zoey Duncan.  

the Department: A Surgeon’s Memories...  
Before I Forget (Calgary, Canada. 2015), 300.

President’s Message:

For Such a Time as This

Dr. Sharron L. Spicer, CAMSS President



Over the next two decades, other life goals 
and career goals took precedent in my life 
and I didn’t consider medicine any more 
seriously than I did back when I was an upset, 
crying child. I majored in microbiology and 
immunology in my undergraduate studies 
at the University of British Columbia and 
worked in medical science research and at 

a start-up biopharmaceutical company. In a way, I was inspired by 
my mom, who worked as a scientist for a biotechnology company 
by day, and as an entrepreneur in her own small business by night. 

My mom was a firm believer in health maintenance. She never coun-
selled me on what to do and what not to do in order to be healthy. 
Instead, she exhibited those healthy behaviors herself by cooking home-
made meals every day and going for runs or walks outside whenever 
she has a free moment. She would chat with my grandparents over 
the phone and talk about traditional Chinese ways of taking care of 
oneself in order to age well. Unknowing to me back then, but growing 
up in this environment has provided me with a strong appreciation 
for the importance of preventative health. 

The last year of my undergraduate studies was during the beginning 
of the start-up boom. I read the technology and health sector news 
relentlessly every opportunity that I got. I also immersed myself in 
healthcare improvement books, and soon thereafter, Dr. Atul Gawande 
became one of my favorite authors. My mind was full of interesting 
and sometimes slightly absurd ideas on how to improve healthcare. 
I dreamt of making a positive, large scale impact on the health system, 
and yet I wasn’t convinced that medicine was the way to accomplish 
this. In addition I had many doubts; would I be any good as a physician? 

Can I even get into medical school in the first place? I don’t like nee-
dles; would I be able to give needles to another human being without 
seriously hurting them? 

Regardless, I wanted to work on projects to reduce wait-lists in health-
care, improve patient safety, improve health outcomes, and increase 
access to care right now, not years from now after I become a fully 
qualified physician. Thus, I became attached to the idea that health 
system administration, as this would give me a wide scope for any 
potential impacts on the healthcare community.

With this goal in mind, I applied for and was accepted into the Masters 
of Health Administration (MHA) program at Dalhousie University. 
As a result of my Master’s degree, I had the privilege of working at the 
Canadian Medical Association (CMA) in Ottawa. My work at the 
CMA centered on policy development at the national level. In working 
with physician leaders from across the country, I was often amazed, 
impressed by, but more often than not, confused when I hear their 
stories about working in the healthcare system. I had many questions 
that started with the words “why” or “how”. Quickly, I realized that it’s 
almost impossible for me to figure out the answers to my questions and 
understand the true needs of the health system without working on the 
front-lines. I needed to experience the system not only as a patient, but 
also as a provider, in order to appreciate the gaps that need to be filled. 

When I was applying to medical school, I had two specific goals in 
mind: I wanted to work in chronic disease prevention and management; 
and I wanted to step back into completing health system improvement 
projects. It’s funny how cyclic life is. It seems that my Chinese cultural 
background and my mom’s positive example of healthy living had 
planted a seed in my mind all those years ago and it has taken me 
until now to realize the best way for it to grow.

VITAL SIGNS February 2016
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A Curved Road to Medicine
Jennie Ding

I was never a huge fan of needles. I remember receiving a large number of vaccinations growing up in China in the late 
1980s. I would cry every time my mom took me to the doctors to get my injections, sometimes due to the preconceived 
fear of needles and other times due to the physical discomfort induced by the many injections. In one of my more vivid 

childhood memories, I remember walking out of the hospital after a vaccination appointment when 
I was around 3-4 years old, vowing to become a doctor so that I can invent a painless way to give 
injections. That was the first time I ever thought about becoming a physician. 

Jennie Ding,  
M.D. Candidate 2018,  
University of Calgary School  
of Medicine
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Excerpt: Chapter 4:

How the Marble Barn  
Got on the Hill
The glistening new Foothills hospital, opened 
in 1966, was nicknamed the Marble Barn on 
the Hill for reasons not limited to the literal 
interpretation: its newness and its visibility 
from almost anywhere in Calgary because of 

its perch high on the North Hill. There was 
symbolism in that shiny new barn. For me, 
the hospital symbolized a fresh start. The 
Foothills’ modern construction and gleam-
ing marble facade was magnificent. For the 
Calgary medical establishment, the Foothills 
symbolized the future of medicine, and not 
everybody liked that. For all the glossy marble 
it used, the hospital created a lot of friction.

The Foothills Hospital was formally conceived 
of in 1959 under the Provincial General Hos-
pitals Act. Surgical wait-lists at the time were 
lengthy. Calgary was in the midst of one of its 
population booms and thousands of people 
were waiting for surgery. This healthcare 
crisis was decades before the Canada Heath 
Act, which would eventually promote com-
prehensive hospital and medical insurance 

The Department:
A Surgeon’s Memories…
Before I Forget
Dr. Norman S. Schachar with Zoey Duncan 
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Recollections of the Opening Days  
of Foothill Hospital in 1966
I was the first surgical Head Nurse preparing to open nursing unit #71, it was one of the 
first two nursing units in this new hospital. We spent the first few weeks preparing outlines 
of how we were going to carry out our nursing duties and contact other departments to get 
procedures done, for example lab and x-ray work. There was a pneumatic tube system by 
which we could send requisitions to the Lab. We had a verbal training session with our staff 
telling them how to contact other departments. We had to set up our service areas, namely 
the linen room and the service area for medical supplies. This was followed a week later with 
a mock session using 16 volunteers from the Hospital Women’s Auxiliary as patients. They 
had a training session on how to act as patients with problems. I remember Dr. Mydland 
and other surgeons visiting the Unit to see these ‘patients’ and give orders regarding their 
needs, then we carried out the doctor’s orders and did the nursing care. It was like a true 
life medical experience.
The first two units, one surgical #71 and one medical #61, opened and admitted patients on 
May 30th, 1966. The beds filled up and we refined any problems. The official hospital opening 
took place on June 10th, 1966. In early September two more units #72 and #62 were opened. 
We had to give up half of our staff to these new areas and we again had to train new staff. 
The hospital opened up slowly unit by unit. Nursing Units #21, #81, part of #82, #112, #114, 
and Units #52 & #53 opened by the end of 1966. Operating theatres, Recovery Room and 
the Emergency Department gradually opened up that year.
It was a learning experience that one rarely has the opportunity to be a part of. I enjoyed my 
experience very much. I was Head Nurse on Unit 71 until I got married and later our son was 
born at Foothills in 1971. We were transferred to Winnipeg in 1973 where we have been 
ever since.
Marion (Hutchinson) Goehring – became an employee of Foothills Hospital on April 4, 1966.

An exciting activity near opening time was the trial run for admitting a patient and having 
him pass through all departments as well as the medicine and surgery units. I think his 
name was St. Andrew taken from the name of the surrounding community. The total hospital 
staff was a relatively small group which made for collegial working relationships. Long 
lasting friendships were created and we learned a lot from each other.
My nursing staff was an extremely dedicated group who worked hard to make unit activities 
run smoothly and provide excellent patient care.
Being part of opening a new teaching centre was definitely an experience of a lifetime.
Alida Silverthorn – was the first Head Nurse on Unit 61.

programs. The federal Hospital Insurance and 
Diagnostic Services Act (HIDS) was passed 
in 1957. This precursor to universal health 
care suddenly meant instead of patients going 
broke trying to pay for their medical care — or 
not being able to access care at all — the fed-
eral government would cover half the cost of 
hospital services for provinces. Suddenly, with 
health care on sale, the rush was on.

The Alberta government seemed to drag its 
feet when the time came to actually provide 
money to build the Foothills. Finally, John 
Diefenbaker’s federal government put up 50 
per cent of the cost through a National Health 
Grant. Premier Ernest Manning appointed 
a Foothills hospital board in 1959 to tackle 
the task of designing this new health care 
centre. It took two-and-a-half years of detailed 

planning to produce enough working draw-
ings to begin construction. The new hospital 
would cost $37 million, a relative bargain in 
the hospital world, but a big pill to swallow 
for taxpayers.

At the time, the Foothills was the biggest 
hospital built all in one go in North America. 
In some ways, they built based on things they 

Under-construction Foothills Hospital  
next to Nurses’ Residence, Calgary, Alberta. 
December 1962
Glenbow Museum Archives
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had learned from other hospitals, but they 
perhaps missed out on opportunities too. 
Ralph Coombs, the head OR nurse from the 
University of Alberta Hospital, was a con-
sultant in building operating rooms at the 
Foothills. He advised against building big 
overhead viewing galleries above the operat-
ing rooms because they simply weren’t useful. 
Like most people who don’t listen to what 
their nurse tells them, they were foolishly 
mistaken. They ignored Coombs’ advice and 
built them anyway, only to see the galleries 
removed later in the hospital’s lifetime.

These surgical domes were a throwback to the 
operating rooms of the late 1800s. Operating 
rooms were built at the top of the hospital 
with a glass dome for a roof to let sunlight in. 
Sunlight was needed partly because indoor 
lighting wasn’t yet practical, and also because 
an open flame in the OR could ignite the 
anesthetics of the day. Patients would be 
carried up stairs to the operating room on 
a gurney and be placed on the operating 
table under the sunlight shining in through 
the dome. Elevators were feared to increase 
infection rates. The belief was the vertical lift 
caused infection to whoosh throughout the 
hospital. Very scientific. The Massachusetts 
General Hospital is home to one of the most 
famous viewing galleries, the Ether Dome. It 
was a true and beautiful surgical amphitheatre 
with stadium seating, beneath which early 
surgeons would present their cases. The first 
uses of ether to put a patient to sleep and con-
trol pain during surgery were demonstrated 
in the Ether Dome in 1846. Nothing quite so 
historic happened in the “Foothills Dome.”

Premier Manning had his fingers all over the 
Foothills hospital’s construction, though not in 
the self-important way politicians tend to do 
now. For example, in the lead-up to breaking 
ground, the minister for public works wrote the 
hospital board a letter directing them to buy 
their windows from a particular Lethbridge 
glass company. The board members did some 
research, eventually reaching the conclusion 

that those Lethbridge windows couldn’t stand 
up to the Foothills specs. Whether those specs 
were Chinook winds or the fact psychiatry 
was on the hospital’s second floor is lost to 
time. The board wrote back saying they would 
go with a different company. The board was 
treated to a very angry note from the pub-
lic works minister, in which he promised to 
turf the whole lot of them. The board figured 
they ought to meet with the minister and 
invited him to a meeting. Someone tipped 
off the premier. On the day of the meeting, 
Manning showed up and immediately took 
charge. Without mentioning the windows 
disagreement, Manning told the minister of 
public works how incredibly pleased he was 
with the board, what a splendid job they were 
doing and then promised not to interfere with 
any of the board’s decisions. Manning was 
smoother than peanut butter. The meeting was 
over, the windows were ordered and they’ve 
stood up to this day. 

The Foothills hospital opened in 1966 fol-
lowing a mild winter that made for fast 
construction. Ralph Coombs says they got 
the steel up before they actually finished the 
detail drawings of the hospital. I think they 
wanted it built before some minister decided 
to change his mind.

Orthopaedic surgeon Dr. Glen Edwards 
claims to have done the first operation at the 
Foothills: a hammer toe. General surgeon Dr. 
Wally Mydland followed closely by operating 
on a hemorrhoid. Then we could officially say 
it: the Foothills has you covered from ass to 
toe. The slogan never caught on.

The Y-shaped building made the Foothills 
almost like two collaborating hospitals. The 
short arms of the “Y” were two patient care 
wings, joined by a supporting clinical wing 
in the back. The plan was to match the wings 
on each floor: the orthopaedic nursing wings 
were supported by X-ray; the obstetrics and 
gynaecology wings were supported by deliv-
ery rooms; the ORs were flanked by general 
surgery nursing wings. 

Staffing a 766-bed hospital is a massive under-
taking, so the Foothills opened in phases. As 
administrators and eventually department 
heads came onboard and began to build their 
teams, they were very cognizant of cattle-rus-
tling from other hospitals. The Foothills 
wanted to ensure local talent was on staff 
to promote trust across the Calgary health 
system, but they had to refrain from poaching 
doctors from the rest of the hospitals.

For surgeons already in Calgary, working 
at the Foothills was categorized as either 
betrayal or espionage. And any doctor who 
might move to the Foothills from Edmon-
ton for work was viewed as a maverick who 
wouldn’t conform to the classical medical 
stylings of the capital city. 

Calgary was considered to be full of cowboys 
who didn’t follow the rules. Combine that 
perception with the Foothills being the new 
kid on the block, junior to both the Calgary 
General Hospital and the Holy Cross Hos-
pital, and there were fears nobody would 
want to be hired to work at the Marble Barn.

A lot of the “cowboys” in Calgary who dared 
work at the Foothills were from Edmonton. 
Some new graduates gravitated to the Foot-
hills, where they saw opportunities to establish 
themselves and start building mighty futures. 
To me, it was about to become home.

The Foothills hospital opened in 1966 following a mild winter that made for fast construction. Ralph Coombs 
says they got the steel up before they actually finished the detail drawings of the hospital. I think they wanted 
it built before some minister decided to change his mind.

Dr. Norman S. Schachar Zoey Duncan
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I just got off the telephone which resulted in 
a spontaneous massive smile upon my face. 
In addition I also had to blink back a couple 
of tears as I was so surprised and moved 
by the short conversation I just had. So, let 
me tell you the details; without exposing 
confidential details (as it involves a patient). 
I had just called into the cardiac surgery 
Intensive Care Unit to check on my patient 
from yesterday…..now the story and then 
the ending later…..

It was two nights ago when my pager went off. I was not on call and it 
was on the counter next to my wallet and keys (I am an old man and 
do not have electric equipment permanently attached to my body). 
It is set to vibrate and this distinctive humming, buzzing and dancing 
told me that there was a page. I knew I was not on call so wondered 
who it might be. Would it be Medical Outpatients with respect to 
a patient getting intravenous iron? Would it be a resident…most 
unlikely….Would it be some change in my slate for the next day? Well 
it was the latter. Not the hospital, though. It was the cardiac surgeon 
with whom I was scheduled to work the next day. (This is delightful 
gentleman who is indebted to his parents as they taught him to be 
polite, respectful and humble) He proceeded to tell me that he needed 
to change the slate for the following day as an urgent need had arisen. 
A patient with an ascending aortic problem needed to have surgery 
the next day. He had prior cardiac surgery and that would make for 
increasing risk and challenges. I thanked him for the call and put my 
thinking cap on for what I needed the following day.

This is a patient who has a number of “issues”. You, as a physician, 
know what “issues” means. It means “complexity”. When your colleague 
speaks to you about a patient and prefaces it with the fact that they 
have “multiple issues”, you know it is complex. Well, that is frequently 
my life and will be the life of many physicians in the future. (Just back 
from a conference in London where the topic was “geriatric care, they 
future we all face”). 

So, this is a late 60’s gentleman, looking a little worse for wear (as 
anyone who works in a hospital knows….when a patient sees a lot of 
doctors you can be assured that they will look a little worse for wear). 
I had reviewed his NetCare and chart for pertinent information and 
proceed to have a short visit with him. Yup, his chart did not lie. He 
has been through “the wars”. He does have an iv established and I 
smile inwardly. Now I can administer some amnestic as soon as he 
comes into the theatre so he will remember almost nothing of the iv’s 
etc that I am going to need to insert.

He is challenging from the outset. He has only one big vein for an iv 
and this goes in easily. I sigh with relief (I hate, absolutely hate missing 
iv’s as it means another poke for the patient). I put in central lines 
with patients sedated, not anesthetized, as this is the way I was taught 
and have never put a line in a carotid… if it works, it works. I pop 
the central line in and my anesthetic tech is having a time finding an 
arterial line… no pulse palpable. He uses his intuition and experience 
to find the radial artery and I look up at the tracing. It sucks. This 
does not seem to be accurate. Who has a blood pressure like this and 
is walking and talking. So, I check this with a blood pressure cuff (it 
could be the radial artery is wonky and the brachial is still ok). No, it 
is not wrong. That is his blood pressure (83/55). OK, well let’s get on it. 

Now, I have been doing CV anesthesia for a good number of years 
and things seem to go well. Well, not so well today. With minimal 
anesthetic his blood pressure tanks. OK, pull out the big guns and 
they work, yet, these are big guns. I call for the surgeon who promptly 
arrives and we discuss the situation. Totally abnormal but things seem 
to be stable enough to proceed, despite the amount of drug I am using 
to keep his pressure up.

Now, if you think I had issues, I pity the poor surgeon. This was 
unbelievably complex surgery with issues of “what blood was going 
where”, “that vessel is not going to work”, “ok, clamp that vessel and 
sew in a new one”, “well, that is what we need to bypass”. All this along 
with keeping the heart protected, the brain perfused, the patient 
cooled (to 18 degrees C) then rewarming without harm, him bleeding 

Celebrate  
What Works
Dr. Richard Bergstrom

It is a new year, two thousand and sixteen. When I see “2016”, it is 
another number, another year. Yet, when I see the words written 
out it takes me back a bit. I start to think about the time scale of 
my life, then think of the time scale of centuries, then the time 
scale of the earth and I am belittled. We are but a speck of dust, 
but a speck of dust that has the potential to have an effect.

Dr. Richard Bergstrom,  
Department of Anesthesiology, 
University of Alberta



ZMSAs – Communicating With Physicians in Alberta

8

We hear a lot about work-life balance or work-
life integration, but the question remains, 
is it truly achievable? The short answer is 
that it depends on the day, the week, and the 
phase of life. This concept is too abstract to be  

like crazy (not following the book on when to stop bleeding), it was 
almost twelve hours of continued focus, concentration and problem 
solving (and these were problems that had no solution in the books!)

I was exhausted as I left the hospital. I felt for the surgeon who had 
worked much, much harder than I had. I appreciated the work from 
all of the surgical team who supported our work. I appreciated the 
immense work from the blood bank. I just felt horrible taking him to 
the CVICU with “issues” unresolved. I stayed for another half hour 
as to make sure he was ok. So, I crept back to the CVICU and with 
a taught face and worried look went to the bedside. He had stopped 
bleeding and had a good blood pressure. Whew! 

I slept well; pager not going off as I was on call. Whew, again!

So, this afternoon I telephoned the CVICU and asked to be transferred 
to the nurse at his bedside. With trepidation and angst I asked how 
he was doing. Well, he was extubated, had lunch, was up in a chair. 
I was at a loss for words. My mind had thought of so many other 
scenarios that could have happened; most of those were not good. 
With a spontaneous smile, my heart gladdened, a true sense of relief 
having come to me (along with some tears of joy) I thanked the nurse 
for her work. Her words made my day, absolutely made my day.

Now, why tell this story? Is it about me? Absolutely not. Is it about 
the surgeon, absolutely not. It is about the team? Maybe a bit. It 
is about what all of us do, not what I do, he does or she does. It is 
about our profession, medicine. For me it is about quiet pride. The 
old saying goes “Pride goeth before a fall”. OK, I get on with that 
when pride is about false pride, hubris or self promotion. It is the 
simple, yet profound, fact that we, as physicians can change lives. 
It is not about the complexity of surgery, it is about the complexity 
of humanity. All of us are faced with patients who need help, need 
advice, sometimes are in need of a difficult conversation. We are 
in the privileged but challenging position of “doctor” where we are 
asked to provide sage advice, even when we are not completely sure 
of the problem or cure. 

This is what we do, we provide care, hope, reassurance or comfort; 
even when we deliver bad news. I want to start this year by celebrating 
what works in medicine, what we do for others and to tell everyone 
to take “PRIDE” in your work. We should not take pride in ourselves 
(our mothers can do that for us….my daughter, the doctor!) yet, we 
can and should take pride in our value for those who seek our help; 
our patients, the reason we exist.

The Illustrious Goal To Achieve 
Work-Life Balance Dr. Sara Taylor

“The best way to capture moments is to pay attention. This 
is how we cultivate mindfulness. Mindfulness means being 

awake. It means knowing what you are doing.” ~ Jon Kabat-Zinn, Wherever You 
Go, There You Are: Mindfulness Meditation in Everyday Life

Dr. Sara Taylor
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generalizable. What is achievable is reflect-
ing on what makes you feel imbalanced one 
way or another consistently; what are your 
life stressors and works stressors; and what 
infuses a sense of balance and calm in your life. 

Consider these 6 ways to find 
work-life & home-life balance:
#6 – Sort out what is 
important versus what is 
urgent
This concept is from the teachings of the 
late Stephen Covey in his book First Things 
First1. One take-away message from this 
invaluable book is that if we spend more 
time dealing with things that are import-
ant (described as quadrant II in his time 
management matrix), such as planning, pre-
paring and personal development, we spend 
less time in the ‘crisis/deadline’ mode (quad-
rants I and III) that lends itself to feeling 
frenzied and imbalanced. Covey accurately 
states that what is important in our lives is 
often overshadowed by what is urgent. By 
spending more time in quadrant II, or on the 
“first things”, the focus becomes on weekly 
planning and goal setting, as opposed to 
busyness that often fulfills other people’s 
demands or expectations. 

#5 – Incorporate more use 
of the word ‘no’ into your 
vocabulary 
It turns out one of the first words we ever 
utter, ends up being one of the hardest words 
to say as an adult. Learning how to politely 
decline without making excuses is essen-
tial to finding balance with all things that 
serve us in life, and in turn, to our overall 
well-being. It not only helps us set bound-
aries, but also, helps us from falling prey to 
other people’s agendas.

#4 – Recognizing digital 
imbalance traps
Our smart phones are often clogged with 
e-mails, social media messages and endless 
to-dos. Given the level of connectivity our 
devices offer us, it can seem impossible to 
figuratively and/or physically separate our-
selves from them. We are more connected 
than ever through our digital world, but we 
have to find ways to integrate technology 
into our lives without letting it overtake our 
sense of ‘balance’. Setting digital limits is 

critical in order to achieve some semblance 
of balance in our digital era. Scheduling 
device-free time is the only way to truly 
disconnect. Another crucial step is to avoid 
electronic devices by the bed when you are 
trying to sleep. Unfortunately, this may be 
unavoidable when we are on call, but we all 
know how that feels to have an unpredictable 
device beside us when trying to sleep. 

#3 – Embrace the shared 
experience with colleagues
Shared experiences can be very powerful, 
when someone can truly ‘feel your pain’ or 
understand where you are coming from. As 
Wallace & Lemaire2 indicate, talking with 
colleagues is a fairly commonly used coping 
strategy among physicians. One of the key 
aspects of the Physician and Family Support 
Program (PFSP) is that when you call the 
support line, you will speak to a physician. It 
is this shared experience and understanding 
that we seek most in times of difficulty. If you 
are having concerns related to work stress 
that can potentially impact other aspects of 
your life, a colleague may be an excellent 
source of support.

#2 – Prioritize self-care3

It is difficult, but we must schedule time for our 
physical & nutritional wellness. Time is at the 
root of this discussion on work-life balance, 
but as we know, physical activity is proven to 
not only improve our health, but also lower 
our stress level. Our food choices can signifi-
cantly impact our well-being and especially our 
energy level and mood. Scheduling time to be 
physically active and prepare nutritious meals 
are quadrant II activities that will ultimately 
steer us toward balance and calm.

Another self-care priority is sleep and rest. 
Developing and prioritizing a consistent 
bedtime routine helps your body and mind 
get the rest they need. Sleep hygiene tech-
niques become even more important with 
disruptions such as call and shift work.4

#1 – Spend more time being  
& less time doing 
Of the 6 ways to achieve a sense of balance, I 
left the topic of mindfulness for the number 
one spot. Mindfulness, a way living in the 
present moment, can radically change our 
ability to feel calm. It has been scientifi-
cally proven to transform our lives, by not 
dwelling on both past and/or future events 
but rather live in the present. One way to 
practice mindfulness is through meditation. 
Even 5 minutes a day can bring awareness 
and clarity to our everyday activities.

Creating ‘busyness’ often prevents us from 
tackling the truly important things in life. The 
easiest way around this is to give ourselves 
permission to ‘just be’. Drs. Mark Williams 
and Danny Penman5 describe our common 
state of ‘Doing mode’ versus ‘Being mode’. This 
constant idea of ‘Doing’ ends up depleting us 
leading to exhaustion and burnout. By con-
sciously attending to ‘Being’, or mindfulness, 
we are more in tune with giving both our body 
and mind what they need to be nourished.

What are the biggest stressors in your life? 
Of the above outlined6 steps, which one do 
you consider to be most important for you 
to achieve work-life balance?

RESOURCES:
1  Covey, S. (1994). First Things First. Free Press: 

New York.
2  Lemaire, J. and Wallace, J. Not all coping strategies 

are created equal: a mixed methods study exploring 
physicians’ self reported coping strategies. BMC 
Health Services Research. 2010;10 (208).

3  Nedrow, A. Steckler, N. and Hardman, J. Physician 
resilience and burnout: Can you make the switch? 
Family Practice Management. 2013; 20(1):25-30.

4  Howard, S. Sleep deprivation and physician 
performance: Why should I care? Baylor 
University Medical Center Proceedings. 
2005;18(2):108-112.

5  Williams, M. and Penman, D. (2011). 
Mindfulness – An Eight-Week Plan for Finding 
Peace in a Frantic World. Rodale, New York.

6  Shanafelt, T. et al. Burnout and satisfaction with 
work-life balance among US physicians relative 
to the general US population. Archive of Internal 
Medicine, (2012); 172(18):1377-1385.

7  Huffington, A. (2014). Thrive: The Third Metric 
to Redefining Success and Creating a Life of 
Well-being, Wisdom & Wonder. Harmony Books: 
New York.

Sara Taylor – Family Physician in Red Deer. 
Education Consultant and Assessment Physician 
with the Physician & Family Support Program 
of the Alberta Medical Association.

Creating ‘busyness’ often 
prevents us from tackling the 
truly important things in life.  
The easiest way around this is  
to give ourselves permission  

to ‘just be’.



When Dr. Carla Coffin received an email from the World Health 
Organization (WHO) inviting her to serve as a member on an expert 
advisory panel, she initially thought it was spam.

“You know how you get those emails that say things like, ‘you won 
a million dollars’ and you just hit delete, delete, delete? That’s what 
I thought this was,” says Coffin, a member of the university’s Calvin, 
Phoebe and Joan Snyder Institute for Chronic Diseases.

“I had to get them to call me and confirm this was real.”

The email was real, and was an invitation for her to serve as a temporary 
adviser for the 20th WHO expert committee on selection and use 
of essential medicines.

High volume of applications to add Hepatitis B 
and C medications to WHO list 
Essential medicines are medicines that the WHO recommends a 
country have on hand for their population. Mainly, the list is relied 
on by resource-constrained countries, to be used when they procure 
their medications. They can refer to the list to guide their purchasing 
and to best utilize their often minimal resources.

The committee, which meets every two years in Geneva, received a 
number of applications for drugs to treat a number of diseases, and 
received a particularly high volume of applications to add hepatitis 
B and C medications.

Coffin is a hepatologist and clinician scientist at the Cumming 
School of Medicine, as well as director of the Viral Hepatitis Clinic 
in Calgary. She had been nominated and selected to act as an adviser, 
owing to her expertise in the field.

Hepatitis C antiviral medications added to list 
to help increase access in poor countries
Along with the other advisers from around the world, Coffin reviewed 
all drug applications (both inside, and outside, their field of expertise), 
to write a report outlining why the drug should, or shouldn’t, be 
added, and to present their suggestions in Geneva.

“Hepatitis B drugs were quite straightforward to get accepted onto 
the list,” says Coffin, an associate professor in the departments 
of microbiology and immunology and infectious diseases at the 
University of Calgary.

“Hepatitis C drugs were a bit more controversial but they were 
eventually approved as well,” she says. “The decision to add them was 
also applauded in a Lancet editorial on the final WHO document.”

New Hepatitis C antiviral medications have been shown to cure 
the disease; however, they cost tens of thousands of dollars for a 
course of treatment. While developing countries are often in the 
greatest need for these drugs, the WHO agreed to add them to the 
list of essential medicines in hopes of prompting government, drug 
companies, industry and interest groups to price these medications 
appropriately and to increase access in poor countries.

Experience turned temporary role into  
a four-year term adviser position
Since her temporary position, Coffin has been invited, and accepted 
the role, as a permanent adviser on the same board for a four-year 
term. In her new role, she will continue to attend the bi-annual 
meetings, and be available on call for consultation.

“This experience has really been an eye-opener for me,” she says. 
“It was a reminder for what other countries and medical systems 
are facing when treating their patients. It’s also always good to learn 
from my peers; how they manage their clinics, their patients and their 
treatment. I hope they are able to learn from me as well.”
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Researcher Joins World Health Organization’s 
Essential Medicines Committee
Cumming School’s Dr. Carla Coffin invited by WHO to advise on medicines  
for resource-constrained countries

Kathryn Kazoleas 

Dr. Carla Coffin, a member of the university’s Calvin, Phoebe 
and Joan Snyder Institute for Chronic Diseases, was invited 
by the World Health Organization to serve as a member on 
an expert advisory panel on the selection and use of essential 
medicines. Photo by Riley Brandt, University of Calgary



Everyone Wants to be a Writer 
Deep down, we know everyone wants to be a writer; now is your chance. 
You have passion, knowledge and a perspective that is all your own. 
We want you to share that passion with Vital Signs readers. If you 
have an interest that fits into the Vital Signs mandate, we are asking 
you to consider submitting an article. Some topics include, but are 
not limited too; medical marijuana, physician-assisted death, commu-
nicating with patients and their families, working smarter, funding, 
workplace issues, work-life balance, new technology and of course, 
the many aspects of patient care. 

The Benefits of Being Involved 
Your participation in Vital Signs educates, enlightens and encourages 
colleagues. It also benefits you in many ways: satisfaction for a job 
well done, connection with new people and the excitement of a new 
experience. Make a difference, be part of a group of doers and grow in 
ways you never expected.

Upcoming issue themes you might want 
consider participating in.
2016 March issue – Aging
2016 April issue – Spaces (where we work)
2016 May issue – Rural Issues
2016 June issue – Alternative Medicine
2016 July issue – First Nations Issues

Editorial Guidelines 
CONTENT:
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.

3.  Content with commercial interests will only be accepted as paid 
advertisements. The following may be submitted for possible inclusion  
as paid advertising in Vital Signs:
• Third-party sales/product and promotional offers
• Private/for-profit conferences or seminars
• Job ads
• Want ads

FORMATTING:
1.  Articles submitted should be no more than 1000 words in length  

and in MS Word format with sources cited and trademarks and 
copyrights honoured.

2. Please observe writing conventions:
•  Be brief, but engaging. Limit unnecessary words and adopt plain 

language where possible.
•  Use action words and make it clear how this information will directly 

benefit the reader.
3.  Graphics are welcome. Please provide logos in .eps format if available; 

jpegs should be at least 300 x 300 to allow for cropping. Images 
should be supplied at 300dpi at original size. Stock photos may be 
provided at the discretion of the managing editor.

4.  Articles are approved and may be edited by the Editorial Committee 
prior to being published.

Please send submissions and inquiries to: Hellmut Regehr,  
Vital Signs Managing Editor at hregehr@studiospindrift.com
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Something On Your Mind?
We have an awesome opportunity for you! Vital Signs exists to represent and advocate on matters pertinent to medical staff 
and patient care at the zone and provincial levels. We do this by publishing articles written by medical professionals who 
have a knowledge and a caring for their profession and their patients. Professionals like you. 



‘May you live in interesting times’ is the 
‘ancient Chinese curse’ — which is neither 
ancient, nor Chinese …though it is a curse! 
This ironic phrase probably originated 
30-40 years ago in America. Ironically, the 
judgement in Carter v. Canada has caused 
‘interesting times’ for some of our ancient 
and most closely-held principles. 

Feb 6, 2015 the Supreme Court of Canada 
ruled that — in some circumstances — the 
law on Assisted Suicide [A.S.] is unconsti-
tutional and allowed a 1 year deferral for 
legislation to be drafted. This decision will 
cause marked difficulty for doctors practic-
ing by certain principles:
• Thou shalt not kill. (Biblical: but a 

principle held by most religions.)
• Thou shalt not kill your patient. 

(Hippocratic.)

The Supreme Court specified A.S. is for: 
“…a competent adult person…” without 
modifying ‘adult’ so logically it refers to the 
Age of Majority: “Every person…ceases to 
be a minor on attaining the age of 18 years.” 
[The Age of Majority Act: Alberta.]

The Final Report suggested an extension of 
the Court’s ruling in Recommendation 17: 
“Access to physician-assisted dying should not 
be impeded by the imposition of arbitrary age 
limits. Provinces and territories should rec-
ommend that the federal government make 
it clear in its changes to the Criminal Code 
that eligibility for physician-assisted dying is 
to be based on competence rather than age.” 
This shows that the Group thinks ‘Mature 
Minors’ are able to consent for Assisted Sui-
cide / ‘Physician Assisted Death’… 

Physician’s acceptance of consent from teens 
is quite liberal but I contend that AS/PAD 
is in a category of its own because it is such 
a profound and irreversible decision. Con-
sider statutory limitations on minors for 
some much less important adult activities 
in Alberta: 
• Minors may not VOTE. 
• Minors may not MARRY (unless  

over 16 & have parental consent or  
a court order.) 

• Minors may not BUY ALCOHOL 
(& may only consume alcohol under 
parental supervision within the home.) 

• Minors may not buy, possess or smoke 
CIGARETTES & CIGARS.

• Minors may not view R RATED 
MOVIES.

• Minors may not hold a FULL CLASS V 
DRIVING LICENCE. 

• Minors cannot enlist in the ARMED 
FORCES (unless 17 & with parental 
consent.)

• Criminal offenses by minors are 
predominantly tried in JUVENILE 
COURT because the Supreme Court 
ruled “…young people are entitled to 
a presumption of diminished moral 
culpability...” [R. v. D.B., 2008 SCC 25.]

So, minors have the ‘presumption of dimin-
ished moral culpability,’ ergo, they have the 
presumption of diminished capacity.

Also, it is disingenuous to say that ‘Mature 
Minors’ may make the profound decision 
to kill themselves — but legally they cannot 
have a smoke first! 

Enforcement of legislation has slipped in 
the Netherlands, Belgium and Switzerland. 

Dr. J. Pereira wrote “The United Nations 
has found that the euthanasia law in the 
Netherlands is in violation of its Universal 
Declaration of Human Rights because of 
the risk it poses to the rights of safety & 
integrity for every person’s life…. the system 
may fail to detect & to prevent situations in 
which people could be subjected to undue 
pressure to access or to provide euthanasia 
& could circumvent the safeguards that are 
in place.” [‘Legalizing euthanasia or assisted 
suicide: the illusion of safeguards and con-
trols’: Current Oncology.]

Edmonton Journal: “In the Netherlands, 
where children aged 12 and older can ask 
to die, the Dutch Pediatric Association is 
pushing for the age cut-off to be scrapped, 
arguing doctors feel “powerless” when they 
must deny euthanasia to a younger child. 
Five children have been euthanized in the 
Netherlands since it became legal in 2002…
The youngest was 12….” 

CMAJ article on Belgium: “Physician-as-
sisted deaths under the euthanasia law in 
Belgium: a population-based survey” by 
Kenneth Chambaere, PhD et al, showed 
that in one region of Belgium, up to 30% 
of physician-assisted suicides/euthanasia 
occur without consent. 

Dr. Alexander H. G. Paterson wrote in the 
Alberta Doctors Digest about Dignitas in 
Switzerland: “…an 89-year-old woman was 
reported as having killed herself at Dignitas 
because she had become “totally fed up with 
the idiotic modern world of emails, com-
puters, smartphones, tablets, the Internet, 
flat-screen televisions & supermarket ready 
meals.”

Please use a jaundiced eye when reading Rec-
ommendation 9 to see how it could promote 
slippage in Canada: “Provinces and territories 
should ensure that health professionals are 
protected from liability for acts or omissions 
done in good faith & without negligence in 
providing or intending to provide physi-
cian-assisted dying.”

The slippage has become even worse in the 
Netherlands. The termination of a child’s life 
(under age 12) is still illegal but some use 
the ‘Groningen Protocol’ which lists criteria 
‘allowing’ a physician to perform the “active 
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MAY YOU LIVE IN 
INTERESTING TIMES…
Dr. Kevin Hay

A jaundiced view of the Provincial-Territorial Expert Advisory Group’s Final 
Report on Physician-Assisted Dying.
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ending of life on infants” without fear of 
prosecution. This is acceptable to the public 
prosecutor if four requirements are fulfilled:

1.  The presence of hopeless and unbearable 
suffering.

2.  The consent of the parents to termination 
of life.

3. Medical consultation having taken place.
4. Careful execution of the termination.

My heart bleeds for any child and parent in 
this situation, but my immediate question 
is: Why is any patient with ‘unbearable suf-
fering’ not getting adequate Palliative Care? 

Relevant parts of other recommendations 
are below:

• All provinces and territories should 
ensure access to physician-assisted dying, 
including both physician-administered 
and self-administered physician-assisted 
dying. (Rec: 3)
‘Physician-administered’ = ACTIVE 
EUTHANASIA… 

• Provincial/territorial governments should 
publicly fund physician-assisted dying. 
(Rec: 5)
Doesn’t it feel wrong to take money for 
killing a patient?

• Provincial/territorial governments should 
not allow physician-assisted dying to be 
on the exclusion list for interprovincial 
reciprocal billing. (Rec: 6)
So 18 year old BC residents may visit 
Alberta for AS/PAD because their Age of 
Majority is 19?

• Provinces and territories should request 
that the federal government amend the 
Criminal Code to allow the provision of 
physician-assisted dying by a regulated 
health care professional (registered nurse 
or, if applicable, physician assistant) acting 
under the direction of a physician, or a 
nurse practitioner… (Rec: 8)
Why dump this onto the caring professions? 
Develop a new, properly regulated occupation 
/ trade / profession. 

• Provinces and territories should evaluate 
whether legislative or regulatory amend-
ments are necessary to require life insur-
ance claims to be paid for deaths resulting 
from physician-assisted dying… (Rec: 10)

Why should the Insurance Company pay out 
if a mutually agreed policy was broken? 

• “Grievous and irremediable medical con-
dition” should be defined as a very severe 
or serious illness, disease or disability that 
cannot be alleviated by any means accept-
able to the patient… (Rec: 18)
Even if treatment is likely to be CURATIVE, 
all the patient has to do is OBJECT TO IT 
…and they become, by definition, ‘IRRE-
MEDIAL.’ (Isn’t there something wrong with 
that picture..?)

• We do not recommend a prescribed waiting/
reflection period. Rather, the time between 
initial request and declaration will vary…
to be confident that the declaration is free 
and informed and made by a competent 
individual. (Rec: 26)
No waiting/reflection period is a slippery 
slope.

• There should be no requirement that a 
physician be present at a self-administered 
assisted death. (Rec: 28)

The physician SHOULD be there for emotional 
support & supervision. 

• Following the provision of physician-as-
sisted dying, physicians should file a report 
with a Review Committee to support the 
review of each individual case… (Rec: 29 
& Rec: 39 is very similar.)
The review should be BEFORE each case —  
not after.

• Conscientiously objecting health care 
providers should be required to inform 
patients of all end-of-life options, including 
physician-assisted dying, regardless of their 
personal beliefs. (Rec: 31)
‘ALL END-OF-LIFE OPTIONS’ includes 
the patient killing themselves WITHOUT 
physician assistance…

• Conscientiously objecting health care pro-
viders should be required to either provide a 
referral or a direct transfer of care to another 
health care provider or to contact a third 
party and transfer the patient’s records 
through the system described in Recom-
mendation 4. (Rec: 33)
I will inform my patient about what is avail-
able and they may make their own choices. 

– continued on page 16



ZMSAs – Communicating With Physicians in Alberta

14

MSA ACH
President .......................................................................Warren Yunker
Vice-President ............................................................... Sarah Hulland
Administrator ................................................................... Sally Knight

MSA FMC
President ......................................................................Linda Mrkonjic
Vice-President .......................................................................... Joel Fox
Past President ............................................................. Geoff Hawboldt
Administrator ...................................................................Heike Eaton

MSA PLC
President .......................................................................Steve Patterson
Vice-President ................................................................. Arlie Fawcett
Administrator ................................................................... Sally Knight

MSA RGH
President ..................................................................Borys Hoshowsky
Vice-President & Treasurer ............................................James Janzen
Executive Member at Large ...............................................David Kent
Executive Member at Large ...............................................Stan Mayer
Administrator ................................................................ Stella Gelfand

MSA CLS
President ......................................................................Davinder Sidhu
Secretary Treasurer...................................................Charlene Hunter

MSA SHC
President  ..............................................................................Lou Fraser
Acting Treasurer ..................................................................Paul Davis
Administrator .......................................................... Candy Gronwald

CAMSS MSA EXECUTIVE

Rockyview General Hospital Medical Staff Association  
Meeting in Fisher Hall

Tuesday, March 8, 2016 from 6:00 - 8:00 p.m.
Members’ Dinner at 5:30 p.m.

Guest Speaker: 
Dr. Rollie Nichol, Associate Chief Medical Officer, Alberta Health Services

Topic: Medical Staff Bylaws

The Rockyview General Hospital Medical Staff Association Executive invites you to the upcoming March 8, 2016 meeting. We are 
delighted to announce our Guest Speaker Dr. Rollie Nichol, Associate Chief Medical Officer with Alberta Health Services, a 
practicing family physician in Calgary for over 30 years and a strong advocate for our profession.
Dr. Nichol will speak on Medical Staff Bylaws and what each of us should be conscious of. Many of us as physicians are unaware 
of the bylaws and only become cognizant of them during a crisis.

Some of the topics that will be discussed:
Are you aware of what happens when you are faced with a family emergency and what are your call responsibilities, how often 
must a patient be seen while in a hospital, how do you make an appeal regarding work issues, and to who? Is there a confidant 

for you to talk to when issues arise? What are the differences between bylaws, section rules and 
guidelines? These and many more questions will be addressed. 
As well, Dr. Nichol will briefly speak of the hierarchy in the ever-changing health region.

We hope to see you there for this great presentation and a terrific dinner.
If you would like to renew your membership or join the RGH MSA, please contact stella.
gelfand@ahs.ca or the CAMSS office at (403)205-2093.

Many of you have already renewed your RGH MSA Membership for 2016 for which we thank you.  
Best wishes and a big welcome to all RGH MSA Members!
Dr. Borys Hoshowsky, President, Rockyview General Hospital Medical Staff Association

Dr. Borys Hoshowsky,  
President, RGH MSA
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• Provinces and territories should prohibit 
any requirement by institutions that patients 
give up the right to access physician-assisted 
dying as a condition of admission. (Rec: 35)
We have LIMITED RESUSCITATION in 
some DSL4/Long Term Care facilities: why 
should AS/PAD get priority? 

• Non faith-based institutions, whether pub-
licly- or privately-funded, must not prevent 
physician-assisted dying from being provided 
at their facilities. (Rec: 37)
So a privately funded facility cannot choose 
the medical services they provide? That will 
be awkward for, say, a private hip clinic or 
private Assisted Living facility.

• Faith-based institutions must either allow 
physician-assisted dying within the insti-
tution or make arrangements for the safe 
and timely transfer of the patient to a 
non-objecting institution for assessment and 
potentially, provision of physician-assisted 
dying… (Rec: 38)
If the patient has made arrangements with 
an AS/PAD provider, the provider should 
make the transfer arrangements. 

• Professional organizations, regulatory 
authorities and universities should col-
laborate with each other and with patient 
groups to develop appropriate curricula 
and continuing education programs and 
training for students, physicians and health 
professionals that are related to the provi-
sion of physician-assisted dying. (Rec: 42)
Training for Assisted Suicide / Physician 
Assisted Suicide should be ABSOLUTELY 
OPTIONAL and POST-GRAD ONLY. 
Otherwise what will happen: “If you do not 
pass the test on ‘How to kill your patient’ you 
cannot become a doctor...” 

We need to teach medical Students proper 
palliative care, not how to kill patients.

Dr. Trevor Theman, Registrar of the College 
of Physicians and Surgeons of Alberta was 
the only Albertan in the Expert Group. The 
CPSA’s ‘Advice to the Profession’ on Physician 
Assisted Death now says “…legal precedent 
recognizes mature minors as adults in their 
ability to consent…” If this becomes our Stan-
dard of Practice, many doctors will take this 
as allowing AS/PAD for minors — possibly 
down to 12 years old — despite the ‘adult’ 
specification by the Supreme Court. 

– continued from page 13

Please send your opinions on Physician Assisted Suicide to Dr. Theman, Registrar 
CPSA and Dr. Stone, President College Council.

http://www.health.gov.on.ca/en/news/bulletin/2015/docs/eagreport_20151214_en.pdf
http://www.cpsa.ca/standardspractice/advice-to-the-profession/pad/

(References available.)

Editors Note:
Information on the perspective of palliative care physicians regarding physician assisted death can be found at 
http://www.cspcp.ca/wp-content/uploads/2014/10/CSPCP-Federal-Panel-Submission-Oct-22-2015-FINAL.pdf






