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This month’s Vital Signs was planned as an 
issue to highlight the importance of the places 
where we work. Both the “bricks and mortar” 
and the “culture” of our workplaces shape how 
we deliver care. I’ve heard it said that there 
are four “P’s” in the workplace that will stir 
people’s emotions: parking, perching (office 
space), picnicking (eating facilities), and 
pi**ing (washrooms). It seems even mature 
adults sometimes default to the lowest rung 
on Maslow’s hierarchy of needs!

To know how important our buildings are, just consider the disrup-
tion when things go wrong. Over the past weeks, Red Deer Hospital 
has been in chaos with its own iatrogenic complication of flooding 
in its operating rooms (http://www.cbc.ca/news/canada/calgary/
red-deer-hospital-flood-surgeries-1.3493314). Dr. Aylene Farries, 
Vice President of the Central Medical Staff Association, tells us in this 
issue the impact of this event on the Red Deer community. We know 
as well that Edmonton hospitals, the Misericordia in particular, have a 
backlog of much-needed renovations. In Calgary, we are fortunate to 
have had two new hospitals built in the past decade and a new cancer 
centre on the horizon. Yet even new infrastructure comes with its 
inconveniences. Parking at the Foothills site is likely to be impacted 
for the next eight years until the cancer centre and its parkade are fully 
functional. In the meantime, off-site parking and shuttle service will 
be the norm; see the update in this issue of Vital Signs. The Foothills 
Medical Staff Association will be advocating for doctors and patients 
as changes to parking are made. Contact President Dr. Linda Mrkonjic 
if you have concerns.

Within the walls of our buildings, our culture shapes what we convey 
to our patients. In this issue, Dr. Colin del Castilho reflects on the 
intentional ways that South Health Campus has developed its culture.

Not surprisingly, our letters from readers this month have conveyed 
their deeply held concerns about physician-assisted death. For all of 
us, contemplating the shift in our role from companion of the dying 
to active participants might well be the greatest leap in medical and 
cultural values we witness over our careers. As I pose the question 
“Where do you work?,” suddenly there is an added complexity and 
another “P” with physician-assisted death a reality in Canada. This “P”, 
though, is far more splitting than washrooms or parking. Not only are 
we faced with decisions as a profession, we have individual choices to 
make about our involvement in physician-assisted death.

One of the safeguards for physicians under the Supreme Court of 
Canada judgement and further discourse has been the ability for 
doctors to opt out of providing or even referring for physician-assisted 
death. At the recent Representative Forum of the Alberta Medical 
Association, a resolution was passed to support that this protection 
be extended to trainees. But little thus far has been determined for 
facilities that won’t provide facilitated dying. In Alberta, Covenant 
Health which operates according to the Catholic faith has announced 
that it will not allow physician-assisted death in its facilities. Smaller 
rural centres express concerns, some philosophical and others related 
to the scrutiny by the town’s population when a physician’s role is 
explicitly known.

Just as individual physicians and other healthcare providers must 
continue to provide patients compassion and understanding while 
they explore options, our facilities need to be safe places where patients’ 
rights are respected. That said, a given facility should not be compelled 
to provide any and all treatments requested. In our medical system, 
many specialized services are clustered: pediatric hospitals, for example, 
suit the particular needs of children, while certain other hospitals serve 
as a referral centre for urology or cardiac care. If a site is not agreeable 
to providing physician-assisted death, there will be alternate places 
available, just as there are alternate physicians should one’s own doctor 
not perform the procedure. I’m not blind to the impact on patients 
and families if they move from one site to another. My clinical work 
at a children’s hospice makes me very aware of the stress of transitions, 
whether requested or not. Rather, I am acutely aware that “a good fit” 
between the patient, their family and the staff is crucial. If a site is not 
able to enlist the full support of its front-line staff and administrators, 
the negative effects on the patient and family could be more damaging 
than if the patient had been moved to a more accommodating centre. 
To put it in ethics terms, I suppose that non-maleficence trumps 
autonomy and justice on this front. Autonomy is not negated; the 
choice for physician-provided death can still be met, but the location 
needs to be negotiable. Nor is justice as “fairness to access” compro-
mised. We are informed by Alberta Health Services that at least 80 
physicians across the province are willing to provide the service, and 
accordingly there are likely places where it can be provided. My point 
is that physician-assisted death like any procedure needs to be done 
well, and patients will be best served if they are confident that their 
providers are fully engaged in the experience.

Where do you work? I trust that you are proud of where you work 
and that your values are reflected in the culture of your workplace. 
As always, we’d love to hear back from you.

President’s Message:

Where Do You Work?

Dr. Sharron L. Spicer,  
CAMSS President

“Where do you work?” I answer this question on a need-to-know basis depending on how talkative I feel. 
I have about three ready-made answers: “I’m a doctor” when I want to keep it simple; “At the Children’s 
Hospital” if I’m being a bit cagey; and only to those who seem genuinely interested do I reveal that I work 
in pediatric palliative medicine. (The resulting gush of “what a special person you must be” has gotten old.) 



This was Red Deer on March 1. A con-
struction accident caused water to flood 
the operating rooms and portions of medical 
device reprocessing. 

Elective surgery was quickly concluded while 
front line workers responded to the flooding. 
Initially four of the nine operating rooms 
were closed, with a fifth closed days later, 
when additional damage was discovered. 
Recovery processes are still being devel-
oped to restore normal operations of surgical 
services. 

A collective yawn is the usual response to 
hospital disaster plans. Hospital disaster 
plans are written to deal with a sudden 
unplanned event that makes it difficult or 
impossible for a facility to carry out essen-
tial services. Events where the demands for 
healthcare exceed supply will grab the head-
lines of the nightly news. Terrorist attacks, 
tornados, train derailments can create too 
many patients for a facilities available ser-
vices. But what happens when the unplanned 
event befalls the hospital infrastructure itself 
and the supply of healthcare is the rate-limit-
ing step. Tornados, earthquakes, fire; smoke, 
flooding and water damage can adversely 
affect the hospital structure. 

Zurich Services Corporation reviewed insur-
ance claims from 2002-2012 for hospitals 
and health care facilities. There is nearly a 
50% chance that a property claim will be 

related to the effects of water. The cost of 
water related damage would be as much as 
three times that from other causes.1

In Alberta the Misericordia Hospital inevita-
bly comes up in discussions of water damage. 
This hospital has had three “water incidents” 
that have occurred May 2013, November 
2014, and July 2015. In October 2015 the 
Victoria General in Halifax experienced a 
flood. Toronto’s St. Michael’s Hospital had 
water damage in February 2016. 

Hospital water damage was attributed to 
two main causes in media reports on the 
events. One was failing infrastructure in 
the hospital. We all understand that aging 
plumbing systems are more prone to leaks. 
In reference to the Misericordia flood then 
NDP leader Rachel Notley was quoted: “My 
message to our Minister of Health, who seems 
to think that after over 10 years of being told 
repeatedly by every expert within his minis-
try that we need to replace the Misericordia 
Hospital, that his decision that somehow this 
needs more deliberation and more study is 
absolutely ridiculous…”2

The second cause of hospital flooding is 
construction. Red Deer’s flood was related to 
construction of obstetrical operating rooms. 
This construction was in response to lack of 
infrastructure. The beleaguered Misericordia 
experienced one flood while construction was 
occurring to deal with a previous flood. 

Disasters Happen
We repeatedly learn that preparation is inad-
equate. The disaster response to the World 
Trade Center was considered inadequate. 
Years later, the city of Boston was congrat-
ulated on the response to the Boston Mar-
athon Bombing. The responders said they 
had learned from the World Trade Center 
Attack. We need to learn from these “water 
incidents.” Ken Mattox, a leading surgical 
authority on disaster planning has stated: 
“medical aspects of a disaster account for 
less than 10% of resource and personnel 
expenditures.”3 We need to advocate to 
administration and politicians so we can 
all learn from the lessons of these hospi-
tal floods. We do need to save the lessons 
learned for a rainy day. 

Dr. Alayne Farries
Vice-President, CZMSA

FOOTNOTES
1  Zurich Services Corporation: A cure for water 

damage in hospitals and healthcare facilities 
2  “Edmonton’s Misericordia Hospital Once Again 

Struck with Flooding” Caley Ramsay Global 
News Nov 20,2014 

3  K Mattox: The World Trade Center Attack: 
Disaster Preparedness: health care is ready,  
but is the bureaucracy, Critical Care. 2001;  
5(6): 323-325
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A Chance of  
Showers Today

Dr. Alayne Farries

“Hey… Is that water?”

Imagine the horror of the Operating Room Nurse as she watched water flood from the ceiling on to a freshly washed 
operating room floor, just missing the open surgical field. 
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Letters
Dear Editor,

Although the Supreme Court of Canada has recently opened the 
doorway to permit physician assisted suicide in Canada, Canadian 
physicians are not compelled to step through it. As professionals 
charged with caring for others and also to maintain the dignity 
of the profession, we must completely reject this proposal. 

Ordinarily, the term reserved for an individual who participates in 
taking another’s life is ‘murderer’. In reality, the only measureable 
difference between a physician and any other member of the 
public who might kill a patient is that we have more experience 
with the drugs that would usually be used to accomplish the 
task. However, what we also have is the respect and trust of the 
population and there is still a certain level of mysticism around 
medicine because to the general public, much of it is an unknown. 
The reason why we have the trust and respect of the population 
is because historically, we have always fought to preserve life and 
help patients, sometimes even going to heroic lengths, including 
sacrificing our own safety and health, to fight for their lives. We 
are the profession to which people turn who want to live. We 
offer hope. Patients know that we will always help them to try 
to live to their very best potential before nature takes its course. 
As soon as we offer this other pathway, doubt will enter patients’ 
minds. Our credibility will be questioned and respect will be 
diminished because patients will know that the spectre of death, 
even if it isn’t explicitly offered, will be hovering somewhere in 
the background. 

As death is the only completely reliable way of stopping any 
and all disease processes, it could be regarded as the ultimate 
cure for any disease. Thus, once it is accepted as a treatment 
option for even one condition, it becomes a potential treatment 
option for every malady. In their ruling, instead of creating a 
list of conditions in which physician assisted suicide might be 
acceptable, the Supreme Court of Canada deliberately worded 
their decision to allow for the liberal application of the practice. 
If permitted, undoubtedly, the first few patients who will be killed 
will be considered ‘hopeless cases’ but as the practice becomes 
more accepted, physicians will expand the indications for phy-
sician assisted suicide as each doctor interprets the guidelines. 
The concept of ‘creep of indications’ has always been a part of 
medicine. In this case, the Supreme Court deliberately worded 
that possibility into their ruling. Once started, physician assisted 
suicide will be very difficult to control or restrict and the list of 
indications will grow. 

Physician assisted suicide also has the potential of placing the 
doctor in the center of a conflict of interest. As physicians, we 
are trusted with finding the best possible treatment options for 
our patients. However, we are also being charged with delivering 
value for health care dollars. The whole concept of “Choosing 

Wisely” which has been adopted by medical associations across 
Canada is based on the premise that physicians should consider 
costs when making treatment decisions. Almost always, it is 
cheaper to have patients die than treat them. If death is an option 
for treatment, as the complexity and thus concomitant cost of 
care increases for any patient, if available, the option of death will 
automatically become more appealing in some physician’s minds 
despite, in many instances, having more expensive treatment 
options which might still be successful. That creates a conflict 
of interest as the doctor will be forced to choose between the 
patient and the cost of care. Physicians are extremely successful 
at persuading their patients to go down certain pathways. Patients 
trust us to guide them with the belief that we are always acting 
in their best interests. Suddenly, with physician assisted suicide, 
we may instead be acting in ‘the system’s’ best interests yet cloak 
it in terms to make it acceptable to patients.

Because physician assisted suicide has never been an option in the 
past, for millennia, physicians have had only one other direction 
for care — to advance it and make things better for patients. We 
have been compelled to work hard and look for solutions to 
patients’ problems both as a profession and also as individual 
practitioners. As soon as death becomes an ‘equally acceptable’ 
alternative to other types of care, the impetus for progress and 
inventive thinking to discover or develop new therapies becomes 
threatened; there is no reason to create something new when you 
have a totally effective treatment option. It doesn’t take much of 
a leap to see how death could become the default pathway for a 
lazy doctor who might simply be tired of treating a complicated 
patient and now injects his or her own bias into the treatment 
of that individual. 

A part of the group of physicians who will be advocating in 
favor of physician assisted suicide will be the doctors with the 
biggest egos, believing that they have the wisdom to know better 
than anyone else on how to treat their patients. Unfortunately, 
we all have biases and we influence patients’ care, offering 
suggestions and guidance to patients and at times, our biases 
guide what advice we give. We have all made mistakes in our 
practices. Fortunately, in most instances, the mistakes have been 
correctable. That second chance doesn’t exist if the patient is 
dead. Furthermore, it is rare that any of us knows the whole 
story of any of our patients and other interests can be at play 
both for a patient and also for their families. Death may free 
up an insurance policy to help out a family member unknown 
to the doctor. It could alleviate a family member’s stress of 
caring for a member of their family. The suggestion of suicide 
could be planted in a patient’s brain by one of his or her family 
members and soon, the patient starts to believe that this is the 



best solution. These are not the indications for death that the 
Supreme Court likely envisioned but they are real life issues 
which confront patients and their families. 

Even assuming that most physicians who would offer physician 
assisted suicide would be doing it with the purest ideals of alle-
viating suffering, there will be a small group who participate in 
it for darker purposes. Physician assisted death could be used 
to cover up actions of malpractice by a physician. Dead people 
rarely complain. Offering death could be very intoxicating to some 
doctors because of the power differential. Those physicians who 
succumb to the allure of that power differential often ultimately 
violate established standards of care for the profession. It is a 
little too late to make amends when the patient is dead. Taken 
to the extreme, physician assisted suicide could even be used as 
a cover for a psychopathic doctor who is deliberately murdering 
his or her patients. Harold Shipman, who practiced in the United 
Kingdom, was convicted of that crime in 2000. Although he 
was convicted of killing fifteen patients, it is believed that he 
murdered over two hundred people, making him Britain’s most 
prolific mass murderer. 

If it is still believed that there is a need which is not being met by 
physicians and the only way to fulfill this need is to offer death to 
patients, an alternate to physician assisted suicide exists. Some-
thing akin to a Guild of Executioners could be established by law. 
Like the Royal College of Physicians and Surgeons of Canada, 
this body could have their own statutes, bylaws and code of ethics 
and oversee the training of their pupils. Ultimately, graduates 
of this program would need to be licensed in the jurisdiction in 
which they practice. They could fulfill the ‘need to provide death’. 
Concurrently, physicians could maintain their respectability and 
continue to practice medicine, respecting of the dignity of life 
and the need to provide hope and succor to patients. 

One of the Royal College of Physicians and Surgeons of Canada’s 
CanMEDS competencies has recently been renamed “leadership”. 
In this instance, we must exercise leadership, use the collective 
wisdom that the profession has accumulated over the millennia 
and utterly reject physician assisted suicide. Doctors must never 
be the purveyors of death. 

Earl A. D. Campbell
MD FRCSC

Dear Editor,

Recommendations from the Parliamentary Special Joint Committee 
[SJC] on Physician Assisted Dying have put Canada on track to 
mirror the Dutch and Belgian processes for Assisted Suicide [A.S.] 
Sooner or later this will lead to INVOLUNTARY EUTHANASIA 
(the killing of a patient without their knowledge or consent)…then 
our hospitals, long-term care facilities and homes of the sick /old 
/ infirm / handicapped become the ‘Killing Fields of Canada.’ 

Extrapolating from Belgian numbers [NEJM 2015] Canada could 
have up to 4000 INVOLUNTARY euthanasias per annum. Pol 
Pot may have killed bigger numbers but even ONE inappropriate 
death in Canada is one too many. That said 4,000 per annum 
will become 100,000 in just 25 years and remember there are 
only 500-600 murders in Canada each year!

Some will try to deny that it could possibly happen here. Others 
will make feeble excuses: “…it’s okay because this person is 
really, really sick & cannot consent...’ (…substitute old / infirm 
/ handicapped as needed.)

Many agreed with the Supreme Court: “…while there are risks…a 
carefully designed and managed system is capable of adequately 
addressing them…” [Carter v. Canada] The recommendations 
from the Parliamentary Special Joint Committee on Physician 
Assisted Dying (and the Provincial Territorial Expert Advisory 
Group) reveal the profound naïveté of that opinion. The inherent 
weaknesses in the SJC report expose it as incapable of addressing 
the grave risks involved. Some issues are below:

• There is an implicit belief that A.S. is always in the best 
interest of the patient. 

• There is a belief that physicians will always be correct. 
• The SJC does not differentiate between suicidal people 

needing help and those who should receive A.S. 
• The SJC does NOT require palliative care to be 

universally available.
• The SJC does not require a palliative or psychiatric 

consultation prior to A.S. 
• The SJC recommends that regulatory processes do 

“NOT include a prior review and approval process”  
(…as if it is reasonable to do a review after the patient  
is dead.)

• The SJC does not specify who must sign the Death 
Certificate. (A.S. is a non-accidental death and should 
be investigated by the Medical Examiner.) 

There are many more…

History is littered with bad things done by good people for 
all the ‘right motives.’

Dr. Kevin Hay
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I recently had the unique opportunity to sit down with two of the 
original key players in the planning of the South Health Campus. My 
dyad partner, Lori Anderson, South Health Campus Senior Operating 
Officer, came up with the idea of inviting these two individuals to the 
SHC for a tour of the site and to thank them for their effort many 
years ago in getting this project off the ground. One of these was a 
physician whom I had not met before. While the two reminisced 
about all the obstacles they overcame starting in the early 2000s to 
get this project off the ground, they spoke of many other people I had 
never met who also played a huge role in making the South Health 
Campus what it is today. It dawned on me that our little recognition 
lunch could have been a lot larger and there are likely many other 
members of the former Calgary Health Region and currently within 
AHS who never received a thank you for all of their hard work on 
this site. I got involved in the project through the planning of the 
Emergency Department as the SHC ED Site Chief back in 2010 and 
since then I thought I knew all there was to know about the history of 
the SHC but clearly I was wrong. There is an extensive list of people 
including many physicians who contributed to this site long before I 
got involved and without their hard work and support, we wouldn’t 
be where we are today. So, in case no one has ever said this to you 
before and you were involved in this project, thank you for making 
the SHC the great facility that it is today. 

Over the course of the last six to seven years, all of this hard work 
transformed the SHC from a green-field site to a fully operational, 
large urban hospital with 269 beds and 12 ORs. Last year the ED saw 
over 65,000 patients, there were over 2,500 births and over 530,000 
outpatient visits at the SHC. This year all of those numbers are on 
track to increase. The SHC is fully staffed with over 3,000 employees 
and 180 physicians. Even pediatric patients are seen at the SHC with 
a number of pediatric clinics including a general pediatrics clinic and 
clinics in the areas of Neurology, Asthma and Urology in addition 
to the ED that sees 25% pediatric patients. 

When it comes to the SHC, most people want to talk about the build-
ing but if there is one thing we learned, it is that it is not just about 
the infrastructure that makes a hospital or should I say a campus. It 
is the people and the culture that they live and work by that makes 
the difference. In the second quarter of the 2015-16 fiscal year, the 
SHC had the highest patient satisfaction in AHS compared to the 
other large urban hospitals at 93.3%. Yes, it does help to have a brand 
new beautiful facility but the planning for the SHC was done with 
a deliberate emphasis on creating a different culture where staff and 
physicians enjoy coming to work while providing high quality patient 
and family centered care. The greatest lesson we learned at the SHC 
was not how to build a hospital but how to build a strong culture.

The SHC culture is founded on 4 pillars. The first and most import-
ant is Patient and Family Centered care. From the inception of the 
SHC, patients were brought into discussion on how care would be 
provided here. We still have a strong Citizen Advisory Team with 
about 30 members from the community who help ensure the voice 
of the patients is heard at the SHC. Our PFCC Department continues 
to create new practice support documents that the whole Zone 
can use including guidelines that cover topics ranging from family 
presence during resuscitations and a visiting policy for the PACU. 
We apply the concept of NOD to all patient encounters where the 
staff member informs the patient of their name, occupation and duty 
and based on feedback from our CAT team, we made large, readable 
nametags in an effort to make staff more approachable to patients 
and families. We also had whiteboards placed in all the rooms. If 
this sounds familiar, it is because it isn’t new. Bits and pieces of this 
were occurring at other sites and now all the elements have been 
incorporated into CoACT. 

The next pillar at the SHC is Wellness. When a prominent politician 
suggested having a full YMCA at the SHC was a waste of valuable 
hospital real estate, he changed his mind on this when we suggested 
to him that staff couldn’t preach wellness to their patients unless they 
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South Health Culture Dr. Colin Del Castilho
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lived it themselves. Now over 20% of the 3,000 staff members at the 
SHC have a membership to the YMCA. That being said, wellness isn’t 
just about the YMCA as witnessed by the SHC’s recent Stair Climb-
ing challenge. In the last two weeks of February, 61 teams of 5 staff 
members embarked on a challenge to see which team could do the 
most flights of stairs. Over the two week period, over 136,000 flights 
of stairs were traversed by the staff and the winning team racked up 
over 16,500 flights in two weeks. Again, activities like this are what 
make the SHC a great place to work, it is not just about the building. 

The third pillar at the SHC is Collaborative Practice. Again, borrowing 
from best practices from other sites, numerous examples of Collabo-
rative Practice were put into place here. Whether it be the more than 
20 Nurse Practitioners that work at the SHC in various capacities or 
the joint programs that span multiple services such as the SHC Vertigo 
Clinic that combines ENT Surgeons and Neurologists working side by 
side or the SHC Early Gestational Assessment Clinic that allows women 
experiencing a first trimester miscarriage in the ED to be rapidly 
transferred up to see gynecology, all of these examples illustrate the 
power of bringing different specialties together. We regularly have Site 
Wide Grand Rounds and Town Halls to encourage cross-pollination 
of staff and our Medical Staff Association has initiated monthly TGIF 
social gatherings in the physician business lounge to allow physicians 
from different disciplines to get to know each other. 

The final pillar that has enhanced the SHC culture is Innovation. 
The Rapid Access Unit is a great example of an innovative concept 
where the Hospitalist service runs a 20 bed unit with the intent of 
discharging patients in 48 hours or less. Another example is the 

recently formed Staff Advisory team that allows staff members from 
all disciplines to interact with Site Leadership on a regular basis to 
discuss site priorities. Another innovative practice at the SHC is the 
Annual Planning Cycle that we introduced last year where we selected 
6 key priorities to address (Capacity, CoACT, Hand Hygiene, Staff 
and Physician Wellness, Staff Influenza Vaccination, Ambulatory 
Clinics) based on feedback from focus groups with frontline staff. 
We then hold ourselves accountable to these issues by tracking key 
metrics and reporting our performance in these areas back to our 
staff on a quarterly basis.

Like all other adult acute care sites, the SHC does face challenges. 
Our capacity is routinely over 110% and our ED often has the most 
admitted inpatients compared to other EDs despite having half the 
ED beds the other sites have. We’ve had to live through the tech-
nology glitches that accompany the growing pains of a new site, we 
have clinical areas that have outgrown their allotted space and yet 
no new resources to develop our shelled space and we even had a 
close encounter with a cougar. Taking all that into consideration, the 
culture that has been cultivated here at the SHC has allowed these 
challenges to make us more resilient. Given the debt of gratitude 
we owe so many individuals across AHS for helping us get off the 
ground, we hope others can take what we have learned and apply 
it back to their clinical areas in an effort to continually improve 
patient care. After all, we are one……

Dr. Colin Del Castilho
SHC Facility Medical Director
On behalf of the SHC



Now I bring to you the thought of “dilemma”. 
I think that is what we are up against. Yes, up 
against. Dilemma comes from the Latin “di” 
meaning two and “lemma” which stands for 
“premise”. So, you need to make a decision 
from two, often unpleasant choices. Often in 
medicine you have some pretty easy choices, 
like treating an infection, seeing an x-ray 
with a Colles fracture, things that for the 
most part have pretty easy diagnoses and 
treatments. Then there are those choices that 
have you with two, often equal, options. In 
anesthesia most people could have a general 
anesthetic or a regional procedure; probably 
best determined by the anesthesiologist who 
asks herself which has the combination of best 
success and least risk in her hands. Now, with 
suffering and some knowledge of what is and 
what is about to come, how do we make the 
“right choice”?

Then there is the challenge of true risk with 
some options removed. As an example, in my 
world, I do provide care for patients of the 
Jehovah’s Witness faith. I was involved with 
a procedure and in my preop discussion had 
a full and frank discussion with respect to 
blood management. During this discussion, 
I disclosed that I work with a lot of Jehovah’s 
Witness patients (I run an anemia clinic) 
and that there are many questions to answer. 
This, I tell them is to make sure I can both 

provide the care they want and also to not 
violate their beliefs. Most of the time I do 
not have to “not do” what I was “trained to 
do”, administer blood and blood products 
when indicated. For this population, I do 
ask the patient what they would have me do 
if I thought they would die without admin-
istering blood. Most say “Let me die” and we 
have a tacit agreement. Thankfully that is a 
rare occurrence. Yet, we had a nasty, but well 
understood though uncommon, complication 
the other day. I knew where things were going 
to go. I announced to the room what I would 
and would not do, in accordance with this 
patient’s wishes. Thankfully he died without 
pain, suffering and indignity. 

Then there is the real dilemma. This is 
uncommon, very uncommon but since it 
happened to a real live patient it was real, 
unpleasant but real. Yet, that is part of being a 
physician, having to deal with things that you 
would rather not, but it is on your doorstep 
and your watch, so you get to deal with it. 
And you need to be thoughtful, professional 
and with clear direction when these things 
happen. So, I happened to be in the hospital 
doing one thing and just before I was about 
to commence a code was called. Since it was 
a Saturday morning, I thought I could help 
out, or at least show up and leave if all was 
going well. Well, it was not going well. A 

middle aged (it keeps getting younger as 
I age!) gentleman had a witnessed cardiac 
arrest and the whole team was there attend-
ing to him (side bar....CPR when well done 
can have amazing results....even for over 
twenty minutes of CPR) with CPR going 
on. I, as usual at an arrest, said “Hi”, asked 
if they wanted my help and as an invited 
specialist managed the airway. Then the 
dilemma happened. This gentleman’s eyes 
opened, and he spoke very clearly “Stop, that 
hurts”. Now, I am telling you this was real and 
he seemed clear headed. Just then his wife 
entered the room, her hand went over her 
mouth as she gasped, her eyes opened and 
the color drained from her face. Being the 
most senior person there (soon I will be more 
senior than anyone!) I took it upon myself 
to attend to her. I quickly told her what was 
happening and asked her what her husband 
would like. She said “He wants everything”. 
So, everything is what we did. The dilemma 
in my mind was which choice to make? Both 
were rather unpleasant. To quit meant death 
and to continue did not mean an assurance of 
well being and recovery, it could put him on 
a road to a very ugly and protracted period 
of suffering and invasiveness.

The easy stuff is easy. For me a lot of anesthet-
ics are very, very safe and effective. The harder 
stuff just takes more skill, knowledge and risk 
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Physician Assisted Death
Dr. Richard Bergstrom

Wow, doesn’t this one catch a lot of wind! One of my neighbors asked me about “Physician Assisted 
Murder” and I was a bit taken aback. So, I gave her some of my thoughts and this had me really think 
about it and reflect on some of the reading I have done over the past year. Given this powerful topic I 

think that we as physicians need to discuss, argue and talk about this within our profession and also with our patients and with 
the general populace. As I said to my neighbor “We need to focus on listening and care as our primary activities.” We need to 
be seen to be a “caring profession.” What we do and what we say matters, it matters a lot as we are seen as opinion makers.

Dr. Richard Bergstrom,  
Department of Anesthesiology, 
University of Alberta
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but we have developed tools and supports to 
make things turn out well....most of the time. 
(another sidebar.....a medical student noted to 
me that “That looks easy” and I noted “I get 
paid to make this look easy”) The problem 
is when it goes pear shaped. Now you have 
a real problem on your hands.

People talk about rational thought; infer-
ring that we have well thought out ideas. 
HA! What bollocks; read “Thinking Fast 
and Slow” and you will see how irrational 
we can be. Now, another story to illustrate. 
I was attending to, yes, another middle aged 
man who had tried to commit suicide by 
slashing his wrists. He was on the operating 
table and told me that he felt so foolish and 
was so embarrassed that he was taking up 
our valuable time. So, that called for a bit of 
a discussion before he went off to sleep. I said 
to him that first off we were here to help him 
and we had no, absolutely no thoughts that he 
was in any way shape or form a bother to us. 
He needed our care and we were more than 
happy to help him. Then I said something that 
connected with him. I said “But you thought it 
was the right thing to do”. His look went from 
embarrassed to appreciative and then the 
story came out. Obviously I cannot disclose 
this patient/physician confidential discussion 
in all but I can give you the gist of things. 
A terrible event happened that shook him 
emotionally and he said “I knew what I had 
to do and it was the right thing to do, I knew 
it”. He then proceeded to slash his wrists. 
Thankfully his grown children found him and 
he is alive and well today. He was thinking 
“in the moment”, which we all do. Physician 
assisted death should not be a simple “in the 
moment” thought; and I do not think it will 
occur in this manner. The dilemma here is 
that with people suffering, true suffering, no 
option offers you health and a good life. And, 
how can we predict suffering will play out 
in any one individual. Lots to think about.

Now I invoke Toyota! Toyota thinks about 
the five “then what’s” before enacting a major 
decision or shift in direction. They spend 
time and think about “and then what”, and 
then the next “and then what” and then 
again, and again and again. Well meaning 
people can make very poor decisions if they 
do not think where that road is going to 
lead them. Yet, emotion, or lack there of, 
can cloud our minds as to what is the real 
eventual end to our decisions and actions.

I think this last sentence is where I am 
leading with this editorial. As I said to my 
neighbor, I have helped people die. I have not 
killed them, yet, I have ordered and admin-
istered drugs (very high risk anesthetics 
when you think the only solution for life is 
going to be high risk surgery...and it works 
every once in a while...that is the kicker!) 
in situations where the outcome has been 
death. Yet, I believe I was thinking about 
care, compassion and hope. Though hope 
was thin, almost futile (think of this...I do 
not give anesthetics to a corpse, that is futile) 
it was still about care, hope and compassion; 
the essence of humanity and our profession. 

Do we want people to suffer endlessly, I do 
not think so. Yet, do we advocate for the care 
that is needed so suffering can be abated? I 
hope so. There are stories, maybe apocry-
phal, were people wanted to end their life 
as they were at the “end of their rope” with 
respect to providing care for someone else. 
Would we provide PAD for someone who 
was recognized as having major depression 
amenable to treatment? I think not. Yet, 
would we refuse to offer care to someone 

suffering? Would we not think about what 
it is to walk a mile (or kilometer) in their 
shoes? 

I would suggest reading Atul Gwande’s “Being 
Mortal”. He speaks to the power of care. Often 
a hospice is thought of as a place to die. He 
shows how it is a place to live. Studies show that 
people who enter a good hospice have longer 
and better qualities of life when compared to 
those who do not. Now the kicker is the word 
“good”. We need to provide good care, com-
passionate care, thoughtful care and listening 
care. We need to put ourselves in our patient’s 
position and see how vulnerable they might 
be. We need to be the best physician we can; 
to seek to be better and provide better care.

Physician assisted death is more than hand-
ing someone a poison chalice. As physicians 
we do not do that; we can and do so much 
more. There in lies the challenge; and I know 
so many of you do that each and every day. 
Thanks to all of you!

And thanks for taking the time to read and 
give Laurie and myself the feedback that 
encourages me to keep on writing!

http://www.nwhreit.com
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Dear Colleagues,

You may have heard the news coverage in the last few days surrounding the decision of the Court of Queen’s Bench permitting a 
Calgary woman to receive Physician-Assisted Death in British Columbia. This Court Order was granted as a result of a January 
2016 Supreme Court of Canada judgment. That judgment allows individuals to access Physician-Assisted Death by way of the 
Court until it becomes de-criminalized on June 6, 2016.

AHS is not taking an official position on Physician-Assisted Death. However, AHS recognizes that the Supreme Court of Canada 
has made it an available option for individuals who meet certain criteria. AHS has therefore been working hard over the last 6 
months to prepare for the appropriate and respectful provision of Physician-Assisted Death. This preparation included a survey 
to all physicians last month which asked a series of questions regarding the provision of Physician-Assisted Death consultations, 
support and other services.

We are thankful to all of the physicians who participated in that survey. The details are still being discussed related to the process 
for Physician-Assisted Death privileges (considerate of the Medical Staff Bylaws, site resources, etc.); however, if you had indicated 
an interest in these privileges through the survey, you will be contacted by your Zone Medical Staff Office in the future.

AHS has posted several new documents to assist clinicians and the public with questions they may have on Physician-Assisted Death. 
The link provides FAQs, specific information on how to access Physician-Assisted Death, and also a process map for physicians.

We recognize it would be helpful to clarify some important questions. First, within AHS, Physician-Assisted Death is available only 
to adults, defined as individuals 18 years of age and over. Second, conscientious objection on the part of any health care provider 
will be respected. This means that a referral from a physician is not required for a patient to seek Physician-Assisted Death. Third, 
AHS is committed to ensuring that patients can access physicians willing to provide Physician-Assisted Death pursuant to a Court 
Order and has developed processes through AHS Zone Medical Directors to assist.

To keep up to date on the latest information, please visit the AHS Physician-Assisted Death website at www.ahs.ca/pad where the 
Interim Clinical Directive and other documents and resources for health care providers have been posted. If you have questions, 
concerns, or wish to raise an issue, please email them directly to PAD.secretariat@ahs.ca.

Regards,
Dr. Francois Belanger & Dr. James L. Silvius

What are bylaws? The free 
dictionary defines bylaws as:

n. the written rules for conduct of a cor-
poration, association, partnership or any 
organization. They should not be confused 
with the Articles of Corporation which 
only state the basic outline of the company, 
including stock structure. Bylaws generally 
provide for meetings, elections of a board 
of directors and officers, filling vacancies, 
notices, types and duties of officers, com-
mittees, assessments and other routine 

conduct. Bylaws are, in effect a contract 
among members, and must be formally 
adopted and/or amended.

The bylaws currently in our workplace define 
the relationship between AHS and physicians, 
as independent practitioners. The key element 
here is “relationship.” As in any good relation-
ship there are changes over time. Indeed one 
could argue that bylaws are a living entity.

Our current bylaws are reviewed every 3 years 
and the latest will be sent to all physicians in 
the next few months. I encourage all of you to 

take the time to review them and provide us 
with any feedback. Of note all new physicians 
starting in the region must read the bylaws.

The other topic that was addressed which 
might sound the same but is completely dif-
ferent is the relationship between physicians 
and AHS. What has evolved in world class 
institutions such as the University of Ottawa, 
Virginia Mason in Seattle, and the Cleveland 
Clinic is the ability to develop explicit lines 
of accountability and expectation between 
physicians and the organization. This is 

Thank You & Thoughts from the Rockyview 
General Hospital Medical Association President
On behalf of the Rockyview General Hospital Medical Association Executive we wish to thank Dr. Rollie 
Nichol, Associate Chief Medical Officer, Alberta Health Services (AHS), for his excellent presentation 
and discussion at the last quarterly meeting which took place on March 8, 2016. The topic was “Medical 
Staff Bylaws.”

Dr. Borys Hoshowsky,  
President, RGH MSA
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ANNOUNCEMENT
Central Zone Medical Staff 

Association executive is pleased  
to announce that Dr. Steve Tilley 

was acclaimed as the CZMSA 
Secretary Treasurer at the AGM  
on February 10, 2016. Steve is  

a cardiologist in Red Deer.
On behalf of the members of CZMSA, 

we thank Dr. Deirdre McLean, a 
Rehabilitation specialist in Lacombe 

and Red Deer, for her years of 
service as the Secretary Treasurer.

sometimes referred to as a “compact.” Why 
is this important? The healthcare industry is 
in a constant state of flux, with different initia-
tives and market forces bringing pressure for 
change to organizations. In order for change 
to succeed, physicians must be included and 
actively support it. However, physicians may 
feel as though, as a result of these changes, 
organizations are asking more from us than 
we originally signed up for. This is a matter 
of accountability. What is it that we get from 
AHS? What is it that we give? Physician com-
pacts are one way to address this more clearly.

A number of medical leaders within AHS 
have begun early discussions on whether 
compacts can help better address the con-
cepts of value, safety, respect and account-
ability. Expect to hear more about them in 
the future. We look forward to an article 
from Dr. Nichol regarding “compacts.”

Borys Hoshowsky, MD, FRCSC
President RGH MSA
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There are two major infrastructure projects at FMC,  
parking and the new cancer centre.

Current and Future Parking Lots
• Parking lot 1 parkade is very old and needs redevelopment. It has 1,200 Stalls (800 public and 400 for physicians).  

This lot will be replaced and demolition will begin in late summer. 
• The required 1,200 stalls need to be moved off site during the three years to build the new parkade. 
• Parking lot 7 is a surface lot with 830 staff stalls. This lot is on the site of the new cancer centre. 
• Work on the new cancer centre starts Sept 2017, at which time those parking spots will be lost. 
• The new Lot 1 will have 2,000 stalls and will be built in two phases. The first phase will have 800 spots,  

allowing most of the spots lost from lot 7 to be moved there.
• The new cancer centre and it’s parking may not be ready until 2024. The new lot will have 1,600 parking stalls.

Temporary Parking
An off site temporary parking location for has been secured in the undeveloped area between Foothills Medical Centre  
and Alberta Children’s Hospital. A surface lot with 1,200 parking spots will be built for staff. Shuttle service and security  
will be provided.

Guiding Principles for Parking Lot Allocation
• Public and patient parking is important and must be provided in a convenient manner.
• Physicians and staff also have needs for proper parking.
• There are some contractual obligations in providing parking spots.
• Offsite parking must be responsive to the needs of the community.
• The process of selection of off-site parking has to be fair and transparent. 
• There will be an appeal process in place. 
• Staff who voluntarily give up on-site parking will still be eligible for parking once new lots are built.
• AHS will try to develop an incentive for the off-site parking such as a decreased rate.
• Staff who work weekdays during the day will be first to be redirected to parking off-site. 
• Staff and physicians with on-call duties, who work off-peak hours, who are disabled or who carpool will not likely  

be asked to park off-site.

Next Steps
• AHS will continue to work on a plan for redistribution of parking.
• Insite will have a page dedicated to information about this and there will be town hall sessions with more information.

PARK IT
Dr. Sharron Spicer

At the February CAMSS meeting, Michael Suddes (Site Director FMC) provided an update  
addressing concerns on the upcoming parking changes at FMC.



The highlight of the evening is the award presentations. These awards 
are based on nominations from fellow clinicians and recognize the 
exceptional efforts and clinical excellence of the award winners.

1.  The Physician of Merit Award went to Dr. Scott Samis, Dr. Samis is 
a hospitalist at the PLC and has provided truly exceptional care and 
advice for many years. His award was presented by Dr. Harbir Gill.

2.  The Physician of Merit Award went to Dr. Luc Berthiaume from 
the Critical Care Dept. The award was presented by Dr. Dan Zuege.  
Dr. Berthiaume has been an exemplary leader, teacher and clinician, 
personifying the PLC spirit of high quality pragmatic care.

3.  The Clinical Teaching Award, a new award this year, went to Dr. 
Jason Lord. The award was presented by Dr. Sid Viner. Dr. Lord is 
from the Critical Care Dept. at the PLC and is involved in the 
creation of a Simulation training program.

4.  The PLC Resident of the Year Award was presented to Dr. Gina 
Vaz from the Psychiatry Dept. The award was presented by Dr. 
Darcy Muir. Dr. Vas’ parents attended this event from Medicine Hat.

I would also like to mention Dr. John Donaghy, an orthopedic sur-
geon who is retiring this year. For over thirty years, Dr. Donaghy has 
quietly provided excellent care and leadership and Dr. Stan Iwanicki 
who continues to provide excellent care and clinical teaching. Dr. 
Iwanicki also provided me with a ticket to the Medical Staff Ball 30 
years ago. Finally I would like to comment on the efforts of a legend. 
Dr. Glenn Comm, a previous PLC Medical Staff President, CAMSS 
President and fearless advocate. Glenn has suffered from early onset 
Alzheimer’s Disease. He was admitted to a care facility this year. The 
job of president is easier when you stand on the shoulders of giants. 
Thank you Glenn for your leadership and advice.

This event can be traced back to the strong Medical Staff community 
spirit present in the Calgary General Hospital(CGH) and the con-
tinued involvement of the CGH alumni. I would like to conclude by 
recognizing that hospitals are not just built of bricks and mortar. They 
are also built by the efforts of the people who work within them. Our 
hospital takes on the personality of it’s physicians and it is individuals 
such as the award winners from this year who create that personality.

Respectfully submitted by, 
Dr. Steve Patterson PLC Medical Staff President
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PLC/CGH Medical Staff Dinner and Awards
The 30th Annual PLC/CGH Medical Staff Dinner and Awards night was held on Jan 30th at the Petroleum Club. We had over 125 
attendees including a strong representation from the hospitalists and Critical Care departments as well as a large number of 
residents. Sally Knight our PLC Medical Staff secretary organized the event and deserves our thanks for the excellent turnout.

1

3

2

4

ReVitalized
Dear Vital Signs Readers,

We hope that you enjoy reading Vital Signs magazine each month. 
Vital Signs is an independent voice for physicians, by physicians. 
The magazine is produced by the Calgary and Area Medical Staff 
Society (CAMSS) and sent to medical staff association members 
across Alberta. Through your articles and feedback, we impact 
how we care for patients and each other.

We are pleased that Alberta Zone Medical Staff Associations are 
able to increase our presence to members through a new Alberta 
Zone Medical Staff Association website www.albertazmsa.com. 
This website will be the new home for Vital Signs. It will also be a 
platform for each Zone Medical Staff Association to curate their 
own content if they wish, listing executives’ contact information, 
governance information and events and local news.

We hope that the website will help to launch Vital Signs into a 
provincial magazine for physicians. We would welcome contrib-
utors and editorial board members from each zone to make this 
happen. If you are interested, don’t wait to be asked — let us know!

We are pleased that Vital Signs will now be more easily accessible 
in electronic format (first in pdf format but we look forward to 
a more mobile-friendly html version coming soon). This issue 
will be the last issue mailed by CAMSS to zone medical staff 
association members outside of the Calgary Zone. The forests 
thank us — and we hope you do too! Don’t forget to check us out on 
the website. Please be patient with us as we are in a growth phase.

As always, let us know what you think.
Dr. Sharron Spicer ....... sharron.spicer@albertahealthservices.ca
Dr. Tobias Gelber .................................tgelber@pinchermedical.ca
Hellmut Regehr ............................... hregehr@studiospindrift.com
Audrey Harlow ..................................... info@albertazmsa.com
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MSA ACH
President ........................................................................ Sarah Hulland
Vice-President .................................................................... Ryan Frank
Past President ...............................................................Warren Yunker
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
Vice-President  .................................................................  Jessica Boyd
Treasurer ......................................................................... Etienne Mahe
MSA SHC
President  ..............................................................................Lou Fraser
Acting Treasurer ..................................................................Paul Davis
Administrator .......................................................... Candy Gronwald

CAMSS MSA EXECUTIVE

SAVE THE DATE

The Rockyview General Hospital Medical Staff Association  
Annual General Meeting

Tuesday, June 14, 2016 from 6:00 to 9:00 p.m.
Railway Orientation Centre at Heritage Park’s Town Square  
1900 Heritage Drive Southwest, Calgary
You are invited to attend with a partner 

Featuring entertainment by the May Trio
Lead by Jonathan S. May
Buffet Dinner/Cash Bar

Rockyview General Hospital Physician Recognition Awards 
“Very Important Presenters to our Very Impressive Physicians”

Rockyview General Hospital Medical Staff Association Members 2 tickets to the AGM  
are included in your membership and you are invited to bring a partner
Non RGH MSA Members most welcome, cost $100.00 per ticket

Seating is limited, your RSVP would be appreciated by May 17, 2016
stella.gelfand@ahs.ca Tel: 403-943-3428, Fax: 403-476-8797

Dr. Borys Hoshowsky, President, Rockyview General Hospital Medical Staff Association
Dr. Borys Hoshowsky,  
President, RGH MSA
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15Are you 
getting the 
message?

If you’re still texting, faxing and emailing confidential patient information to 
your health care colleagues, you’re clearly not getting the message.
AMA dr2dr Secure Messaging uses a central-server, 256-bit SSL-encrypted mode of e-communication to 
transmit and receive patient information. That’s bank-level, Fort Knox-type security. 

Streamline your communications and collaboration, facilitate efficient, productive referrals and reduce wait 
times for accessing specialists and arranging consultations. Using dr2dr makes life easier for you, and your 
patients benefit from improved coordination and continuity of care.

Adoption incentive  
Join the early rollout of dr2dr in April and receive up to  
six months FREE! That’s a savings of $210 ($34.99 per month). 

Space is limited! Go to http://dr2dr.ca/register to participate in the early rollout.

For more information on AMA dr2dr Secure Messaging, visit  
https://www.albertadoctors.org/leaders-partners/ama-dr2dr-secure-messaging

Email  info@dr2dr.ca

The SECURE message, that is.

AMA ADD SECURE MESSAGE AD_2.indd   1 2016-02-12   3:45 PM
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THE CALGARY MEDICAL SOCIETY MINI DIRECTORY
Sept 2015 - Sept 2016 is now available!

A limited number of copies are available for sale.

Cost: $40 each

To order contact the CAMSS office: camss@camss.ca / 403-205-2093

http://www.west85th.ca
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