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There’s another secret that I want to talk 
about. Compassion fatigue. That niggling 
feeling like, “How can I care for anyone else 
if I can’t even keep myself together?” Maybe 
you think you’re not legitimately cut out to be 
a caregiver. Maybe you feel like you signed the 
Oath of Hypocrites rather than Hippocrates. 

Charles Figley, one of the first researchers of 
compassion fatigue, studied mental health in 
returning Viet Nam veterans, and himself 
suffered secondary trauma and burnout, even 
losing his marriage in the process. He was 
a mental health researcher who suffered a 
mental health breakdown. He has gone on to 
tend caregivers to prevent the same outcome 
for them.1

What is compassion fatigue? It is profound 
emotional and physical exhaustion that 
helping people can develop over the course 
of their helping. Physicians, nurses, first 
responders, social workers, personal sup-
port workers, volunteers in animal rescue 
groups… any who care for other people (or 
animals) in physical or emotional pain can 
develop compassion fatigue.2

How frequently do you treat a patient who is in 
a place of suffering — weekly, daily, constantly? 
What are some of those circumstances? Likely 
disease, pain, grief, loss, abuse, assault, discrim-
ination and poverty, to name a few. As human 
beings, we should feel compassion for people 
in those situations! Is compassion fatigue inev-
itable? Well, no. Bouts of it, perhaps, but not to 
the point of losing ourselves — our identities, 
our family lives, our careers or our lives. That’s 
why we need to talk about it. 

Now I ask you to consider this question: Is it 
the responsibility of the organization or the 
practitioner to manage compassion fatigue?

I am a pediatrician. I worked for most of the 
past 15 years in pediatric palliative care. I have 
had a rewarding career, but I always dread the 
airplane conversations. “What do you do?” “I 
work in health care.” “Oh, are you a nurse?” 
“No, I’m a pediatrician,” hoping the questions 
stop. If it gets to the detail of my work with 
fragile children, the common reply is, “Oh, I 
could never do that. I’m too sensitive.” What 
does that make me? Calloused? I don’t think 
so! As a society, we have an understanding that 
working with others in pain would naturally 
cause us sorrow, but we, as caregivers, have a 
sense of shame when we feel overwhelmed 
with the burdens of others. 

Compassion fatigue is physical and emotional 
exhaustion, and erosion of the things we bring 
to our caregiver role: empathy, hope, com-
passion. We may become cynical, bitter, and 
disrespectful. We are more likely to become 
disruptive in the workplace; we are more 
prone to errors. We may violate boundaries 
with colleagues and patients. We become 
disconnected with our families and our social 
connections. And as this happens, what do 
we do? We tend to work more, work harder, 
as though if we could just do more, we could 
make things better (for our patients, for the 
system, for society). But we just make things 
worse for ourselves. 

Compassion fatigue is an occupational hazard 
of being in a caring profession. But it is not 
inevitable that it will be debilitating. In fact, 

there are personal and organizational strate-
gies to manage it. And none of them involve 
stopping caring!

Charles Figley and Beth Hudnall Stamm are 
two of the early researchers in compassion 
fatigue, which really emerged in the literature 
around 1995. In the past decade, there has 
been a real rise in the amount of published 
data in this field. Stamm has developed a 
website with dedicated print and electronic 
resources where interested readers can find 
more details.3

Stamm proposes a model that the caregiver’s 
“professional quality of life” is derived from 
two factors: compassion satisfaction (the 
positive aspects of helping) and compassion 
fatigue (the negative aspects of helping). 
Simplistically, you want the balance to rest 
on more of the good stuff and less of the 
bad stuff (Figure 1).

Compassion satisfaction is the pleasure derived 
from the work, from helping others. It may 
be related to providing care, working with 
colleagues, intellectual challenge, and altruism. 

Compassion fatigue is the result of the factors 
that deplete our satisfaction. Stamm describes 
compassion fatigue as having two kinds of 
contributors: burnout and secondary trauma. 
Burnout, she says, is a feeling a being “worn 
out:” ineffective, unable to advocate, over-
whelmed. Trauma, on the other hand, is more 
like anxiety. It can be a primary trauma from 
witnessing a terrible event (past or present), 
or secondary, that is, having the event related 
by another person.

Dr. Sharron L. Spicer

Managing Compassion Fatigue
is an Organizational Responsibility
Dr. Sharron Spicer

We’re all familiar with imposter syndrome. You know, the sense that you know you’re incompetent 
and very soon something will happen to make everyone else know, too. You’ll be found out. It’s your 
little secret and soon everyone will know you’re a fraud! 



Symptoms of burnout include somatic symp-
toms, moodiness, conflict, social isolation, 
feelings of resentment, cynicism. One may 
try to self-medicate with over-the-counter 
or prescribed sleep agents. Often the symp-
toms are recognized by others before the 
person experiencing them. Often things 
mount until there is a crisis, and that crisis 
is the wake-up call. With secondary trauma, 
the symptoms are more like PTSD: anxiety, 
decreased concentration, loss of meaning or 
hope, thoughts of current or past trauma. 
The symptoms tend to emerge suddenly 
without warning. The person may use escape 
mechanisms such as drinking or drugs.

According to Stamm’s model, to achieve the 
highest professional quality of life, we want to 
increase compassion satisfaction and decrease 
compassion fatigue. In a more detailed ren-
dering of this model, she details factors within 
the personal environment, the work environ-
ment and the client environment that further 
impact professional quality of life.

I also like to use another model that rep-
resents professional fulfillment as an ecosys-
tem with interactive parts.4 This model, From 
Stanford University Faculty of Medicine, show 
the interplay of multiple factors. Professional 
fulfillment has contributions from our work-
place culture, the efficiency of our workplace, 
and personal resilience (Figure 2).

You will note that two-thirds of this wheel 
is related to organizational factors: culture 
and efficiency. I correlate these factors with 
leadership and management. According to 
management author Peter Drucker, man-
agement is doing things right, leadership 
is doing the right things.5 

I look at this wheel and see culture — the 
Culture of Wellness — dependent upon lead-
ership: are we doing the right things? Leaders 
create the culture by their actions. Our leaders 
need to understand and believe in the vision 
of the programs they run, to convey enthusi-
asm to the others in the group. They need to 
build skills in themselves and others to iden-
tify gaps, suggest methods of improvement 
and lead change. Effective leaders ensure that 
there is mentorship and succession planning 
happening in their group. They will advocate 
for change where it is needed. Leaders address 
conflict; if they do not, they are neglecting 
their responsibilities and the culture of well-
ness suffers. They create the environment 
for people to work hard and achieve results.

I look at Efficiency of Practice as management 
strategy. How is workflow managed? Factors 
such as on-call rosters, clinic or ward set-up, 
waitlist management, the use of electronic 
health records, how staff deal with patient 
phone calls, access to exam rooms… all of 
these make real impacts on the day-to-day 
experience of your work. Over time, those 
things that niggle at you become bigger and 
bigger. Good management (and I refer her to 
management in the generic sense, not some-
one’s job description) addresses those issues 
so that people can do their jobs to their fullest. 
Workplace systems also affect quality, safety 
and effectiveness. They also contribute to pos-
itive patient and colleague interactions. People 
feel satisfied when their workplace supports 
them in being efficient in what they do.

The third component of the model is personal 
resilience: individual skills, behaviors, and atti-
tudes that contribute to physical, emotional, 
and professional well-being. Resilience is 
exceedingly important — but regrettably, it is 
often portrayed or perceived as the sole factor in 
determining physician well-being. We do dis-
service if we look only at individual factors and 
fail to address the work environment. You can’t 
eat enough celery or do enough yoga to come 
out unscathed from an ecosystem where culture 
and efficiency are overwhelmingly negative. Or, 
going back to Stamm’s model, you can’t just 
add up compassion satisfaction and compas-
sion fatigue and hope you end up with a sum 
above zero. It is a dynamic, complex system 
with inputs at the individual, organizational 
and even societal levels that come together 
to create a sense of professional fulfillment. 

We need to avoid burdening the person who 
is suffering compassion fatigue with further 
guilt and shame! They should not shoulder 
their suffering alone. We should support 
our colleagues to maximize their resilience 
while at the same time seeking to navigate the 
increasingly complex culture and improve the 
efficiency of the systems in which we work.6

In this way, management of compassion fatigue 
truly is a leadership responsibility. Good orga-
nizational leadership and management support 
caregivers to work hard and work efficiently, 
maximizing the carers’ and the organizations’ 
achievement and satisfaction.

This article is adapted from a plenary address 
delivered by Dr. Spicer at a recent CME event of 
the Society of Obstetricians and Gynaecologists 
of Canada.

Sharron Spicer, MD, FRCPC
Pediatrician, Physician Lead for Safety and 
Chair of the Alberta Children’s Hospital 
Quality Assurance Committee; Past President, 
Calgary and Area Medical Staff Society
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Figure 2. Stanford Medicine WellMD Center Model  
of Professional Fulfillment.

Figure 1. Stamm’s Model of professional Quality of Life
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Medical Administration — Ahhh! — The 
specialty that most physicians love to hate 
and some, like me, hate to love! All of my 
medical administrative experiences have been 
challenging, exciting, humbling and reward-
ing all at the same time. These opportunities 

have spanned the city, the province and now multiple international 
arenas. I have frequently voiced to my medical colleagues and family 
friends that medical school did not prepare me for the many chal-
lenges of this chosen career. While I have felt very well educated for 
my clinical specialty of Paediatric Emergency Medicine, many times 
administrative experiences have caused me to re-evaluate my medical 
school and residency preparation. I want to share a few of my more 
recent challenges to help you understand.

Hospital Buildings
What did we ever learn about the design, building and maintenance 
of hospital buildings? Okay, we had a tour at the beginning of our 
rotations (if we were lucky). Maybe in the more progressive centres, 
we would have received some fire drill training. We were presented 
with a card with important numbers that might fit in our pocket. We 
were shown how to use pagers and how to call for help and finally, 
who to call if you needed something fixed (usually the hospital 
operator who found the right person). I really don’t recall hearing 
anything about what to do if the generator of the hospital doesn’t 
work and you are assisting in surgery with no lights. No one told me 
ways to temporarily fix a sink which is flooding all over a critically 
sick typhoid patient’s room. There was no class in how to deliver 
oxygen in hospitals if it wasn’t already piped in. No instructions 

Dr. Cheri Nijssen-Jordan

Things They Didn’t “Teach” in 
Medical School — or Did They?
Dr. Cheri Nijssen-Jordan 
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were given about moving heavy oxygen cylinders, with or without 
trolleys. We were not told about appropriate oxygen regulators or how 
to validate that it is truly “medical grade” oxygen. The architectural 
engineers did not come into our community medical class and give 
instructions on how to design a hospital with enough washrooms, 
an entry that was protected from the prevailing winds, rain and 
snow, appropriate air exchange mechanisms for procedure rooms 
and operating theatres and how to read an architectural drawing 
to make sure that all the sockets are grounded to prevent patients, 
staff and equipment from unwanted and unneeded electrical shocks.

Human Resources
If you think my examples are limited to building issues, think about 
the many human resource issues that hospitals deal with. The medical 
faculty did not teach me how to discipline, report or fire an employee 
or a professional colleague. I did not learn how to interview staff 
to get the best candidate for a sterilization technician position, a 
play therapist, a security guard or an outreach driver. No one gave 
instruction in how to create a schedule that maximizes expertise, 
minimizes shift work effect on staff and supports workplace recruit-
ment and retention.

Finance
Finance did not even get mentioned except with significant disdainful 
remarks about “those administrators who like to cut costs,” or limited 
comments related to individual tests and how much they cost if we 
were to charge the patients. No one shared with us what to do if the 
budget was not sufficient to provide enough nurses or doctors, supplies 
for lab tests and diagnostic imaging, or operating suites and how to 
prioritize them. Not once did my professors teach me to negotiate a 
contract with a colleague who wanted twice as much as any of their 
peers who did the same work.

Supply Chain Management and Procurement
Supply chain management was limited to showing us the cafeteria. 
We lived in ignorance of where all those lab tests and drugs came 
from, how long it took to procure them, what are the import regu-
lations and processes, and what is done if we ran out of them or had 
a “stock out.” We never discussed the logistics of feeding patients 
and staff. The infection control practitioners did provide personal 
protection training, but we never discussed what the N-95 means 
when you talk about N95 masks. They also didn’t tell us where to 
procure them or whether or not they expire. Cleaning solutions and 
methods of washing a floor did not ever come up, nor was providing 
knowledge of how to teach cleaners to properly wash a floor. I was 
not taught how to write a cleaning policy and procedure including 
how to use a “two pail system.”

External Partnerships and Government Relations
Government relations also did not make it into our busy curriculum 
even though all medical personnel interact with all levels of govern-
ment throughout their career. No one told me that it would take 10 
letters, several phone calls and numerous meetings to procure life-
saving medications. The professors spoke about logical thinking, but 
never mentioned that despite logical, thoughtful, analytic processes, a 
program could be announced or cut at the whim of a political party, 
government official or influential family with financial resources.

Disaster Management
The final area that I don’t recall any lectures on was disaster manage-
ment. No one told me when and how to make the final decision to carry 
which premature baby down eight flights of stairs when there was a 
fire. An ethics committee was introduced in many of our institutions, 
but we still have very little training or guidance in how to decide if 
we should intubate a patient if there is no ventilator available (like 
during a pandemic), or if there is no one “qualified” to run one (in 
remote Laos). My medical school lectures did not talk much about 
how to deal with a van collision involving 10 people, all unbelted, all 
with multiple injuries and all needing Intensive Care at a higher level 
institution. These 10 people cannot go to the ICU because they don’t 
have the necessary identification papers to go through check points 
controlled by a different government or army.

Real Life
I am sure the some readers are amused, able to nod in appreciation, 
or are surprised and aghast considering these are real life examples.

Building design and maintenance, human resource challenges and 
contract negotiations, bud — gets, government relations, supply man-
agement and disaster management are day-to-day material for health 
care administrators and physicians in general. All of these impact 
our practice.

Most physicians would say that doctors don’t need to know these 
things to be part of managing hospitals and health systems because 
issues can be delegated. That statement is true. However, we do need 
to know enough about the issue to know when and how to do that 
delegation, assuming there is someone available. My hypothesis goes 
beyond that simple “delegation” solution.

What We Were Taught in Medical School
Every night when I reflect on issues about the buildings I have 
helped design, commission and open as well as the medical/clinical 
programs that I have implemented, I realize that my medical training 
did indeed teach me to deal with these incidents. In medicine, we 
look at the whole body and each of its systems and how they relate 

– continued on page 6

Government relations also did not make it into our busy curriculum even though all medical personnel interact 
with all levels of government throughout their career. No one told me that it would take 10 letters, several phone 
calls and numerous meetings to procure lifesaving medications. The professors spoke about logical thinking, 
but never mentioned that despite logical, thoughtful, analytic processes, a program could be announced 
or cut at the whim of a political party, government official or influential family with financial resources.
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Providence Pediatric Cardiology Clinic 
WE ARE ACCEPTING PATIENTS! 

REFERRALS for cardiology consultation and cardiac investigations  
(ECG, Holter, Treadmill, and Echocardiogram) are welcome. Our new expanded 

location is in Quarry Park S.E., Calgary, with great access and free parking.  
Doctors Giuffre, Dicke and Mills are all members of the department of 

pediatrics and are providing full service, with consultations and diagnostics 
performed and reported within 30 days of request. Appropriate diagnosis  

and follow up of congenital heart disease is good medicine. 

Our clinic uses Brightsquid secure messaging 
and referrals can be faxed to 403-255-6709.

to each other. We learn preventive medicine. We learn to diagnose 
a problem using research and learning techniques, think about a 
variety of solutions, make a decision, communicate that decision 
and put it into action. Some of those actions have to be implemented 
faster than others but we can do it if we use those problem-solving 
skills that they drilled into us over the many years of medical school.

Communication is at the heart of human resource management and 
negotiation and was a key component of my medical education. We 
learn and practice those skills daily and then use them in innovative ways 
to solve discipline problems, difficult contract negotiations, facilitate 
workplace processes and provide support in any challenging situation.

The finance part is a bit tricky. I do think that our professors taught 
us to use our analytical minds to look at data of any kind including 
health finance. The difficult part for physicians is understanding and 
acknowledging that our individual patient costs significantly relate to and 
affect system costs. Our education focused on individual patients and 
neglected the tension between those patients and the system as a whole.

Supply chain management and logistics is all about navigation of 
multiple procurement systems. Our medical school did teach us 
to navigate a very complex health care system. We move with ease 
through hospitals, community care, school systems, diagnostic centres 
and government health departments to mention a few. We always 
look for the best “price” including place, test and provider for our 
patients — hopefully the least cost at the right time. We are ‘logisticians.’

Finally, while we are not all disaster management experts, we were taught 
how to think under pressure. Our code blue/cardiac arrest training 
taught us to breathe slower, lower our heart rate, quiet our minds to be 
open to multiple possibilities and allow our higher faculties to come 
up with the best decision in challenging times. We practiced that skill 
every time our pagers went off, every time one of our professors asked 
us a difficult question, every time we did an exam, every time we were 
confronted with a frustrated patient, family member or colleague. We 
were taught to deal with disasters.

A Change of Mind
Many times over the last 3-4 years as I worked on many new projects 
including 4 new hospitals and programs, I have commented to those 
around me that I was never taught many of these skills in medical school. 
I believe now that I was wrong to say that. We as physicians are taught an 
amazing number of adaptive skills and techniques that do allow us, and 
indeed require us, to participate in the management of the larger health 
care system. Even 35 years ago, our medical schools were preparing us 
for these tasks. I, for one, feel very privileged to have had that training 
and have been able to stretch its usage in all parts of the world.

Cheri Nijssen-Jordan, MD, FRCPC MBA CCPE
Paediatrician and Paediatric Emergency Physician
Current practice Alberta Children’s Hospital and Doctors without 
Borders(MSF); Previously Facility Medical Director South Health 
Campus and Executive Director, Lao Friends Hospital for Children.

– continued from page 5



Imagine 4 a.m. in a rural ER — 50-year-old 
gentleman comes in with chest discomfort 
and an ECG that shows some ST elevation, 
but not a clear-cut ST-elevation myocardial 
infarction (STEMI). Next steps in manage-
ment are highly dependant upon the ECG 
interpretation. If it’s a STEMI, the patient needs 
immediate thrombolytic therapy and transfer 
to a PCI capable hospital. If its not a STEMI, 
patient might be able to be managed with 
local workup and observation. 

If the ECG diagnosis is equivocal, the next 
step usually involves review of the old ECG 
+/- phone consultation with a cardiologist. The 
diagnostic decision is highly dependant upon 
both the old and new ECG’s being immediately 
available for all interested parties to review. 

Some ST elevation tracings turn out to be early 
repolarization (see Figure 1), which is gener-
ally benign. This diagnosis is usually obvious 
when the old ECG’s are obtained — which 
are usually identical to the new ECG.

Until recently in the Central Zone, when a 
cardiologist was consulted the ECGs would 
have to be faxed out — a slow and cumber-
some process, especially if the patient is hav-
ing an acute MI. Comparison to the old ECG 
was sometimes next to impossible, as the old 
tracing might have been in a dusty paper 
chart in the basement of another hospital. 

Fortunately, in Central Zone there has been 
a gradual deployment of a state-of-the-art 
digital ECG management system which has 
recently been completed. All AHS sites in the 
Zone have been fully implemented. 

All ECG’s recorded in Central Zone AHS 
facilities are now immediately sent elec-
tronically to an ECG server. These tracings 
are then available to physicians throughout 
Alberta via a Windows application called 
ECG Web (see figure 2), which sits on most 
Central Zone clinical workstations (Note: If 
ECG Web is not on your desktop, it can be 
easily requested via a call to IT). Using this 

tool, ECG’s can now be instantly reviewed 
with the cardiologist on-call in Red Deer, 
who can advise on the most likely diagnosis 
and the next step(s) in management. Once 
the ECG has been interpreted, it is also sent 
out to Alberta NetCare (the merits of which 
are self-evident).

Back to the vignette above — the 50 year old 
man with chest pain and equivocal ST eleva-
tion. The attending physician opens ECG Web 
and sees two identical old ECG tracings, both 
of which were reported as “Early Repolariza-
tion”. Turns out the patient had overindulged 
in Taco Bell, and now has some esophageal 
reflux, which is promptly relieved with ant-
acids. Troponin comes back negative. Patient 
is spared from receiving TNK (a potentially 
hemorrhage-inducing thrombolytic therapy, 
then), and is happily sent home.

The ECG remains a bit of an old dog, but 
the new tricks of instant electronic transmis-
sion, interpretation, and storage are proving 
invaluable for cardiac patients throughout 
Central Zone.

Acknowledgement: Many thanks to recently 
retired Red Deer Cardiology manager Vera 
Krause who worked tirelessly to help implement 
this important project across Central Zone, right 
through to its completion. Happy retirement 
Vera!!

Steve Tilley, MD, FRCPC
Cardiologist, Red Deer Regional Hospital
Treasurer, Central Zone Medical Staff 
Association (CZMSA)

VITAL SIGNS April 2018

7

Nothing  
is New  
in ECG’s
Dr. Steve Tilley

V5

Figure 1. ECG showing ST Elevation 

Figure 1. ECG Web Icon, which is accessed through 
MyApps (please call IT if this is not on your desktop).

My apologies for the nihilistic title. It has arguably been 
decades since there have been any material advances in the 
12-led ECG tracing — an ancient medical tool that originated 
in 1872 (according to Wikipedia). Despite its age, the 12-lead 
ECG remains a critical tool in the diagnosis of many critical 
cardiac conditions. Case in point below.Dr. Steve Tilley
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The Importance of Integrating Palliative Care Alongside 
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One of the questions I was asked during my 
interview for my medical oncology fellow-
ship was to describe the pivotal study of the 
impact of early palliative care (PC) in patients 
with metastatic non-small cell lung cancer. 
Being a keen resident who knew this study 
well, I confidently stated the inclusion criteria 
(patients with newly diagnosed non-small cell 

lung cancer), the intervention (early PC within 2 months of diagnosis 
combined with standard oncologic care) and the outcomes of the 
study (better quality of life, improved mood, less aggressive end of 
life care and improved overall survival).1 I remember thinking that 
this was such an important study as it was the first to show that PC 
provided concurrently with oncologic care not only helped patients 
live better but also longer. 

However, it was not until I was well into my oncology fellowship that I 
truly appreciated the value of the services provided by PC for patients 
with cancer. A significant number of patients I saw were experiencing 
a high symptom burden from either the cancer itself or from the 
treatments we were giving them. In addition, many of them suffered 
from a great deal of emotional and/or spiritual distress. Due to time 
constraints, appointments with the medical oncologists primarily 
focused on guiding patients through treatment decisions leaving very 
little time to adequately address any psychological and social needs. 
The PC team, however, was able to offer the time and the resources to 
help with these needs and therefore played an important role as part 
of the oncology team. I noticed that those patients who accepted PC 
services early in their disease trajectory had better pain control, better 
understanding of their illness and had more realistic goals of care. 

In recent years, several other trials have shown the benefit of the inte-
gration of early PC into standard oncologic care. In addition, various 
guidelines also now state that oncologists should refer their patients 
to PC early in their disease course, concurrent with active treatment. 
However, several studies show that most patients are still not referred. 
For example, between 2003 and 2010, 54% of Calgarians who died of 
gastrointestinal cancers (living >6 months with their disease), were 
referred late or not at all to PC.2 A similar study from Kingston, Ontario 
showed that only 47% of patients who had cancer with a prognosis of 
less than one year had been seen by a PC provider.3 These numbers 
indicate that there are several barriers and challenges to providing early 
and integrated PC services for patients with advanced cancer. 

The Palliative Care Early and Systemic (PaCES) project is a multi-
year Alberta-wide initiative, funded by the Canadian Institutes of 
Health Research Partnerships for Health System Improvement, to 
develop, implement and evaluate the impact of an early, systemic and 
integrated PC pathway for advanced colorectal cancer on patient, 
caregiver and health system outcomes. The first phase of this study 
has been exploring those challenges to integrated palliative care 
and, of likely no surprise to Vital Signs readers, that communication 
between care providers across the sectors has emerged as a major 
issue. We’re moving on to solutions now to close the gaps. The end 
result will be an evidence-informed early and systematic pathway 
for PC for patients with advanced colorectal cancer, which will 
help us all achieve routine identification of those likely to benefit, 
improved patient-clinician communication about care preferences 
and personal goals in relation to prognosis, ensuring the essential 
components of palliative care are systematically provided, on-go-
ing liaison between oncologists, family doctors and palliative care 
providers and more timely access to palliative care services. The 
project started in 2017 and is expected to conclude in March 2021, 
with the expectation that, if effective, similar PC pathways will be 
implemented for other cancers. 

Incorporation of early, systemic and integrated palliative care 
approach and services is an important component of quality can-
cer care in Alberta. The PaC0ES project is a first step in the right 
direction to ensure that patients with advanced cancer and their 
caregivers get the support they require for to maintain wellbeing 
and quality of life and to reduce our own frustrations or distress as 
healthcare providers. If you’d like to be involved please contact us 
via www.pacesproject.ca.

Safiya Karim, MD, FRCPC
Department of Oncology 
University of Calgary 

REFERENCES 
1.  Temel JS, Greer JA, Muzikansky A, et al. Early palliative care for patients 

with metastatic non-small-cell lung cancer. N Engl J Med 2010; 363:733-42.
2.  Sinnarajah A, Murray A, Wu J. Palliative Care & Resource Use at End of 

Life in Cancer Patients. Unpublished work 2015.
3.  Harle I, Karim S, Raskin W, Hopman WM, Booth CM. Toward improved 

goals-of-care documentation in advanced cancer: report on the 
development of a quality improvement initiative. Curr Oncol 2017; 24(6): 
383-389. 

Dr. Safiya Karim



Makes me feel
… “healthier and happier.”  (grade 4)

… “more less stressed.” (grade 6)
… “welcome and needed.” (grade 6)

Favorite thing
“I feel that running club is my family.”  (grade 6)

  My favorite part of run club is “running with my friends.” (grade 6)

     My least favorite part is “that it’s only once a week.”  (grade 6)

(Comments from YRC members, Mee-Yah-Noh School, Edmonton)

(Comments from YRC members, Mee-Yah-Noh School, Edmonton)

Survey says … healthy students 
are better learners
AMA Youth Run Club supports physician health advocacy in schools

Evidence shows that active children are physically, mentally and socially healthier and happier, 
and they’re also better learners.

The AMA is proud to partner with Ever Active Schools on the AMA Youth Run Club, a school-based 
program that through organized activities (running, walking, hiking, snowshoeing and more) and 
School Health Advocacy Talks helps children and youth develop lifelong, healthy habits.          

How can you get involved with the AMA Youth Run Club?

Be an AMA YRC CHAMPion! Run with or help coach a club, help school staff set up and  
manage a YRC, or give a School Health Advocacy Talk (talking points for seven suggested 
topics are available on albertadoctors.org/YRC).

For more information, contact: Vanda Killeen, AMA Public Affairs 
vanda.killeen@albertadoctors.org / 780.482.0675

YRC PARTNERS YRC SPoNSoRS

ImPRovINg CommuNITY 
hEAlTh ThRough 
PhYSICIAN lEAdERShIP 
ANd AdvoCACY

 amayouthrunclub.com
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A colleague and I were recently introduced 
to a group of doctors as the new represen-
tatives of a physician association. We were 
being introduced by a more senior physi-
cian. My colleague (male) was appropriately 
introduced as “Dr. LastName” followed by 
his credentials, his speciality and his plen-
tiful accolades. Applause ensued. The same 
physician then proceeded to introduce me 
as “Marie Claire Bourque… …the lady in 
the red top over there,” said while pointing. 
I waved. Applause ensued. 

Wait.
What?

Had I just been introduced as “the lady in the 
red top over there?” What about my creden-
tials? What about telling the group why I was 
suitable for this role? Don’t get me wrong, 
my red top was fabulous, but I didn’t think 
it deserved more credit than my 14 years of 
post-secondary education, speciality training, 
and the reasons I was suitable for this role. 

I was annoyed. 
I was angry. 
Was I overreacting?

As an excellent suppressor (when necessary), 
I continued to smile and promised myself 
I would process what happened at a more 
opportune time.

So, I processed at a more opportune time: 
mainly over dinner with other female 
physicians.

What happened was not overt sexism; the 
physician who introduced me did not say, 
“This is Dr. Bourque, she is a psychiatrist and 
because she is female she doesn’t perform as 
well or work as hard as her male colleagues, 
and she should be objectified.” It was not 
covert sexism, which would have looked 
something like, “This is Marie Claire Bour-
que, she is one of our young female leaders 
who is trying to make it in a man’s world.” It 
was subtle sexism, and likely undetected by 
most, accepted as a social norm, and not even 
thought of a second time by the physician 
who introduced me.

The hidden message suggested that I was 
somehow different. When my male colleague 
was introduced, he was introduced as “Doc-
tor.” His speciality and accolades were listed. 

It wasn’t even mentioned that I was a doctor. 
The colour of his shirt was not commented 
on.The colour of my shirt was the only thing 
that I was identified by. 

Was it malicious? Doubtfully. I can think of 
many reasons why the introducing physi-
cian would have made this mistake (implicit 
biases, tired, rushed, more familiar with the 
other doctor, forgot that I was a doctor, liked 
my shirt, etc.); regardless, if we want to be 
extreme, the subtle message implied that my 
value in the organization was no greater than 
the colour of my shirt.

Sexism in medicine is pervasive. Doctors 
are no different than other human beings. 
Our implicit biases influence the way we 
interact with ourselves, with others and 
with the world. And to be clear, both men 
and women participate. It exists in many 
forms and includes overt sexism (including 
objectification and sexualisation), covert 
patterns (male-dominated fields, leadership 
roles and leadership meetings full of men) 
and subtle sexism (which is likely driven by 
our implicit biases).

I was compelled to write this article as a follow-up to Dr. Sharron Spicer’s article “Leaning In” in the 
October 2017 issue of Vital Signs. It the article, Dr. Spicer insightfully theorizes why so few women 
occupy medical leadership positions and uses Sheryl Sandberg’s book “Lean In” as a starting point for 
her discussion. Like Dr. Spicer, I’m a fan of all things Sheryl Sandberg, so I leaned into the discomfort 
of writing on a difficult topic with a hope that it may lead to self-reflection (male and female) and 
behavioural change. Dr. Marie Claire Bourque

Let’s Talk About Sex
Dr. Marie Claire Bourque

https://static1.squarespace.com/static/568eb5bbd82d5eecf06026c4/t/5a6f5a41419202096a41b177/1517247054396/VS1017.pdf
https://static1.squarespace.com/static/568eb5bbd82d5eecf06026c4/t/5a6f5a41419202096a41b177/1517247054396/VS1017.pdf
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Why are female physicians not promoting 
themselves or being promoted to Depart-
ment Heads like male physicians? Why do 
we call female leaders “bossy” or “bitchy” and 
male leaders “decisive” and “capable”? Why 
do we address male physicians as “Doctor” 
and in the same sentence we refer to female 
physicians by their first name? Why do we 
engage in conversation that passively dis-
misses a woman’s capacity to work and have 
children by saying, “Do you think you’ll be 
able to handle both a family and a career?” 
Why does the female physician get asked to 
make exceptions to her day more often than 
the male physician?

Doctors do not have an HR department 
and, depending on where one is in a career, 
addressing these undesirable behaviours can 
be perceived as career ending. Thankfully, 
there have been many female physicians 
who have come before us and have brought 
us to a point where we have more female 
physicians graduating than male physicians, 
and we can openly discuss these beliefs and 
behaviours. 

I reached out to a diverse group of friends 
and colleagues to see if they would be willing 
to share their ranging experiences:

• A husband is shocked when his wife (both 
physicians) reveals that she is regularly 
asked to get her patients water, fluff their 
pillows, and assist with toileting.

• A patient addresses a female physician as 
“sweetie” or “miss.”

• A female physician chooses not to enforce 
boundaries after being called “sweetie” 
or “miss.”

• A female physician hearing from a patient 
“Oh, I thought you were going to be a man.”

• A female physician accepts being called by 
their first name by other health profession-
als in the same context that her male coun-
terparts are being addressed as “Doctor.”

• Bright and competent female physicians 
getting asked, “When am I seeing the 
doctor?”

• Questions at a staff or board meeting 
referring to a medical specialist using male 
pronouns.

• A female attending physician is baffled that 
her patient is asking the male resident for 
a second opinion.

• Male and female physicians complaining 
that female physicians don’t pull their 
weight once they have families.

• A leading male physician using his scope to 
look under the scrubs of a female trainee.

• A female conference attendee being sin-
gled out and asked for her ID badge while 
entering the conference with a group of 
male attendees (who were not asked for 
their conference ID badges).

• A decision made by female physicians ques-
tioned by nursing staff, until a male col-
league comes along and OKs the decision.

• A female physician feels shameful that she 
has not “gotten over” the death of a patient 
as fast as her male colleague.  

• A female physician participating in doctor’s 
lounge conversation about how the #metoo 
campaign needs to stop (in order to “fit in”).

We all have implicit biases about gender roles, 
professional roles, leadership qualities and 
behaviours because our brains are very good 
at creating conceptualized stories and pre-
dicting the future based on past information, 
socialized views and past events. These stories 
influence the way we interact with ourselves, 
others, and the world. What stories do you 
have about what a doctor/leader/male/female 
should be? How are these biases influencing 
the way you interact with yourself, others 
and the world?

This article is not meant to blame or shame. 
In fact, quite the opposite. It is meant to 
encourage reflection and discussion. Join the 
conversation. 

Marie Claire Bourque, MD, FRCPC
Meditator. Thought Leader. Mover. 
Shaker. World Explorer. People Discoverer. 
Prescriber of exercise. Psychiatrist.
Foothills Medical Centre, Calgary, Alberta 

What stories do you have about what a doctor/leader/male/female should be? How are these biases influencing 
the way you interact with yourself, others and the world?

http://www.healthcarecaresymposium2018.evenbrite.com
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As I began to delve deeper into the science of 
aging and longevity, it became very evident that 
modern medicine is just starting to explore the 

tip of the proverbial iceberg when it comes to age management. For the 
most part we treat the “consequences of aging” such as hypertension, 
diabetes, Alzheimer’s, etc. It is estimated that greater than 60% of the 
North American population over 65 years of age have at least two 
chronic inflammatory conditions. We typically prescribe a host of meds 
to alleviate their symptoms and reduce their progression, but frankly 
this is not the best approach. The disease we need to be treating is Aging 
and yes, aging is a disease. What we all need to do is not just increase 
our Lifespan but increase our Healthspan! I would submit that living 
to 95 (Lifespan), and in good health perhaps until 93 (Healthspan), is 
far and away preferred to starting to deal with chronic health issues in 
ones 50’s then struggling for the ensuing 30-40 years.

The early impetus in longevity research had a lot to do with the recogni-
tion that there are areas of population where the typical lifespan seems 
to be generally healthier and longer than the norm, with significant 

numbers of people living well into their nineties and often to 100 years 
or beyond. These regions became known as “The Blue Zones.” There 
are roughly 5 of these Blue Zones around the world: Okinawa Japan, 
Sardinia, Loma Lynda California, Nicoya Costa Rica and the Greek 
Island of Karia. Researchers looked for commonalities in these diverse 
regions and while a number of theories were put forward there became 
essentially four shared themes. These have become known as the Four 
Pillars of Longevity: Diet and nutrition, Physical activity, Sleep and 
Mindfulness. There is significant research looking at the contribution 
of each of these pillars and various interpretations as to what is the 
best approach for each.

Diet – Certainly we know the option to eat healthy will contribute 
to our overall sense of wellbeing and health but how do we do that? 
In the animal longevity studies, the evidence is that if an animal is 
maintained 10-15% below their ideal body weight they live longer. 
Sounds simple but in human terms that state is very difficult to main-
tain. So, what are the options? Eating a non-inflammatory diet will 
help. Specifically try to avoid processed and refined foods — look to 

What the Heck 
Happened?
Dr. Gordon F. Neil 

Over the last few years I have developed an interest in an 
emerging specialty called Aging and Longevity Medicine. 
The main driver, of course, was my increasingly acute 
awareness of the passing decades. It basically began  
with starting to take a few supplements (that were all  
the rage in the media) and then wondering if there  
really is any good science behind it.

Dr. Gordon F. Neil
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a diet that is more “organic and raw.” The regular ingestion of olive 
oil is proven to have significant benefit. The role of intermittent fast-
ing is becoming apparent and a useful tool to maintain a healthy 
weight and gut flora. The traditional approach of “six small meals a 
day” is actually wrong and does most of us a disservice. Included in 
this pillar is the role of supplements. This should be individualized 
but I would encourage everyone to consider some simple additions. 
A multivitamin — ½ in the morning and ½ at bedtime (typically 
without iron), Vitamin D3 (1000 units bid in the summer and 2000 
bid in the winter), Turmeric daily, of course omega 3’s bid, and 
research suggest astragalus +/- resveratrol for your telomeres.

Sleep – Our sleep hygiene in North America is typically horrific! 
The average person needs between 7-7.5 hours of uninterrupted 
sleep daily. We need sleep to repair ourselves. Simple measures such 
as — dimming the lights an hour before bedtime, no electronics in 
the bedroom, darkened room (minimal ambient light) and a cooler 
bedroom temperature all help. Don’t use a buzzer style alarm and 
consider something like a Phillips Wakeup Alarm which slowly in-
creases ambient light and mimics a sunrise.

Physical Activity – Maintaining an active lifestyle is paramount. 
In the Blue Zones they tend to have a more “purposeful Lifestyle” 
e.g. Daily activities such as walking to the grocery store, gardening, 
household chores. In North America we typically do not follow 
this pattern, so our best alternatives is regular physical activity. It 
needs to be both aerobic and anaerobic. Simple cardio won’t do it —  
everyone needs to “weight lift” — i.e. some form of resistance train-
ing. New evidence supports that the role of High Intensity Interval 
Training has better health benefits overall than prolonged workouts 
and distance running.

Mindfulness – you need to pamper your mind, let it restore and 
focus. This will look different for everyone. Meditation is typically a 
useful tool, even 5-10 minutes a day has benefits. For others it may 
be prayer, hobbies, yoga, etc. The involvement with your community 
in the form of supportive family and friends adds years to our lives. 
There is no doubt that keeping your mind active and challenged also 
helps fend off the deterioration of an aging mind, perhaps consider 
learning a new language, take courses, seek out mental tasks such 
as crosswords, Luminosity, etc.

The supportive science around longevity has evolved significantly in 
the past few years. We are much more aware of the role that telomeres 
have in keeping the replication of our cells healthy and avoiding the 
accumulation of senescence cells in our bodies. Telomeres exist on 
the ends of our chromosomes and ensure better quality replication 
of dividing cells. As we age they tend to shorten and our replication 
of cells is less and less pure hence “less vibrant cells” become the 
normal cells in our body. Since this process worsens with each cell 
division we accumulate a poorer quality of cells and our bodies 
deteriorate to a finite lifespan. The recent discoveries around main-
taining healthy longer telomeres has shown that each of the Four 
Pillars help contribute to improved telomeres. In addition, there 
are animal studies which suggest that aside from the Four Pillars, 
a few select supplements appear to stabilize and even lengthen 
telomeres — i.e. resveratrol and especially astragalus show promise 
(and yes, I do take them).

Ah, were it all that simple. Epigenetics also has a major role to in 
our longevity. Longevity for the most part is 80% environment and 
20% genetics. The environment we expose our bodies to has a major 
effect on how some longevity genes are expressed — you may have a 
great gene variant for long life, but your environment can suppress 
its expression. The fascinating part is that it’s not just how you live 
your life, but it is also how your parents and grandparents lived 
theirs that influences these gene expressions.

Additionally, one of the more influential factors on your overall 
physical, mental health and lifespan is your microbiome. As you 
sit and read this, in the mass of cells that make up your total body, 
microbes are a major contributor. In fact, number wise 47% of the 
total cells you carry around are human and 53% are microbes. These 
microbes, particularly your gut microbiome have a great impact on 
your physical and even mental wellbeing. This links into the Diet 
and supplements pillar. The role of a healthy gut at all stages of life 
is extremely important.

So far, we have touched on a few of the basics and this article is in 
no way intended to be an in-depth overview of all the research and 
science around longevity. I will mention a few other areas of research 
that bear watching:

•  Parabiosis or the Vampire effect. Plasma from young rats given 
to old rats has been shown to transiently reverse many of the aging 
parameters measurable in the older rats. Human trials in Alzheimer’s 
are underway;

•  Metformin. There are many animal trials looking at Metformin as 
a tool in longevity by mitigating insulin swings and its subsequent 
inflammatory toxicity which shortens life and health spans;

• Rapamycin. Has shown promise by consistently extending lifespans 
in mice;

• NAD. Nicotinamide Riboside – a vitamin B3 derivative is show-
ing significant promise in reversing and stabilizing many of the 
inflammatory conditions effecting our health (remember your 
Kreb’s Cycle!).

• Intermittent fasting is gaining support as a healthy dietary option. 
This will look different for everyone, but I certainly encourage you 
all to research the utility of this simple life style change.

• And finally, the role of Hormone Replacement Therapy in both 
the adult male and female population merits strong consideration 
in optimizing our Healthspan. In the right and properly monitored 
patient populations, appropriate use of hormone therapy can 
dramatically improve one’s Healthspan and quality of life!! 

There are an increasing number of articles, forums, workshops and 
conferences around Aging and Longevity. It behooves us all to have 
an awareness of this aspect of medicine — at the very least for one’s 
own self-preservation!

To quote a notable expert – “Live Long and Prosper”

Gordon F Neil , BSc. MD ABEM
Emergency Physician
Red Deer Regional Hospital
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Letter
Thank you President Trump!

Over the last year or so it has become apparent that the focus of Canadian political discussions has diminished. Spending an enjoyable 
time at the Keg or Earls or wherever one hears the constant word of “Trump.” In the operating lounge CNN is blaring and all one 
hears is “Trump.” Turn to CBC, This Hour Has 22 Minutes and again I am hearing “Trump” (studies show that 80% of Canadian 
news is US focused). 

So maybe this conservative surgeon should take note of this but living in Canada I would hope to hear more discussion regarding 
Canadian news. What is Prime Minister Trudeau wearing? I am getting his twitter feeds? How about that pipeline in BC? What 
about the speculation tax in BC affecting Albertans? We used to discuss the wait times, aging equipment, quality care etc.

So thank you President Trump for deflecting all of this. The politicians in Canada and administrators in AHS must be celebrating!

Borys Hoshowsky, MD, FRCSC
Calgary, Alberta

ACH Medical Staff Association
SAVE THE DATE!

The ACH MSA Physician of the Year Award 2017 will be presented at the Department of Pediatrics 3rd Annual Spring 
Celebration held on May 12, 2018 at the Winsport Markin MacPhail Centre.

For more information about the award, the nominees & the Spring Celebration please visit our website:  
www.albertazmsa.com/ach-msa

EZMSA
Edmonton Zone Medical Staff Association

CONGRATULATIONS to the 2018 Award Winners
PHYSICIAN of the YEAR Dr. Melanie Currie
RESEARCHER of the YEAR Dr. Ming Chan
INNOVATOR of the YEAR Dr. Vincent Agyapong
Champion Award for Young Leader Dr. Sayra Khandekar
Life Achievements – Medal of Service Dr. Noel Gibney & Dr. Chris Lord

Thanks to those that took the time to nominate a physician, you strengthen our organization  
and help us to serve our membership.

HELPING
PHYSICIANS
HELP
PATIENTS

http://www.albertazmsa.com/ach-msa


T H E  D E P A R T M E N T  O F  F A M I L Y  M E D I C I N E  

J U N E  8 ,  2 0 1 8  |  1 3 : 3 0  -  2 0 : 3 0  
C O A S T  P L A Z A  -  N E  C A L G A R Y  

#DFMMainEvent 
An event l ike never before! 

The 52nd Annual Mackid Lecture (CME accreditation pending) 
Theme: Adverse Childhood Events (ACE) - from Research to Practice 
featuring Keynote Speakers: Nicole Sherren, PhD | Keith Dobson, PhD | Dennis Puch, PhD 
followed by Panel Discussion - What would ACE look like in your clinic and for your patients? 
 
Physician Wellness Seminar 
- Financial Health presentation featuring MD Financial Management 
- Physician Health presentation featuring The Physician and Family Support Program (PFSP) 
 
Wine and Cheese Social Hour 
Sponsored by the Community Medical Staff Association (subsidiary of Calgary and Area Medical Staff Society 
(CAMSS) 
- Come meet Dr. Margot McLean (President) and Dr. Betsy Woolner (Secretary) of the newly formed Community MSA 
 
The 2018 Department of Family Medicine Specialist Physician of the Year and Family Physician of the Year Awards 
 
The 19th Annual DFM Showcase 
A valuable evening, in trade show format, providing opportunity to talk with AHS programs, services, and supports for 
you and your patients. Featuring appetizers and cash bar. 

The MainEvent features 

You are welcome to join us for one or all portions of the event! 

To learn more & register, visit 
calgaryfamilymedicine.ca/mainevent 

i n v i t e s  y o u  t o  



Why Write?
Whether you have contributed countless articles or  
you merely enjoy reading Vital Signs, thank you for  
your time and attention.
With that said, we’ve got big plans for Vital Signs and we hope 
you’ll join us on our journey. Certainly continue to keep reading 
Vital Signs but we encourage you to do more. Tweet about the 
things you read and interest you, share links to our online version 
with friends and colleagues and write for Vital Signs. The doctors 
who have contributed always find it a rewarding experience.

Here’s way:1

Writing Makes You a Better Thinker
In an effort to create content that is succinct, reveals new ways to 
look at common things, or apply simple solutions to seemingly 
complex problems, you might think about healthcare differently.

Writing Makes You a Better Listener
As you write more you begin to listen in different way. 
Considering new ideas and they can be developed into a story  
or article.

Writing Makes You a Better Speaker
Your written work will  produce some of your best presentation 
material.

Writing Keeps You Learning
The discipline required to create even somewhat interesting 
content forces you to study and contemplate your subject matter.

Writing Allows You to Create Bigger Ideas
Producing content over time affords you the opportunity to  
create larger editorial ideas that can be reshaped and repurposed 
for other settings. 

REFERENCE
1 https://www.ducttapemarketing.com/benefits-of-writing/

We Need You
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 that 
have a knowledge and a caring for their profession and their patients. Professionals like you. 

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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