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In the trial of the Stephan’s there could be 
no winners. Little Ezekiel had already died 
four years earlier of meningitis. His parents, 
well-meaning but misguided, placed their 
faith in the pseudoscience of naturopathy. I 
support “natural” as it relates to enjoyment 
and sustainability of our environment and 
prefer simple over highly specialized care 
where possible, but a treatment being “natu-
ral” does not in itself convey virtue. Illness, 
even death, are natural yet not desirable. 

Science has allowed us to move forward in our understanding of 
disease so that we have more reliable means of treatment. Science 
has provided the basis for major public health advances in the 
past century including sanitation, vaccination and antibiotics. The 
scientific method uses rigor to test its hypotheses. Most alternative 
medicines — or “alternatives to medicine” — do not conform to the 
robust testing of medical treatments, relying instead on anecdotal 
experiences; the plural of “anecdote,” however, is not “data.”

If the case at hand were of a competent adult, we would allow that person 
to decide for him- or herself whether to accept or reject standard medical 
treatment. Societally, we accept that autonomy is a highly-esteemed 
value, arguably perhaps one that trumps almost all other values with 
regard to adults determining treatments for themselves. Yet, for a minor, 
our legal system has defined that it is the child’s “best interests,” not 
the parental preference, that sets the standard against which to judge 
a treatment decision.

I wrestled with a degree of moral discomfort as I followed the trial.  
I wondered how to evaluate the child’s best interests in the context of 
his parents’ decision-making. Was it their intent that was important? 
Trusting that the parents wanted to provide the means for their son 
to recover, I wanted to credit them with good decision-making for 
their child. Yet, intent proved not sufficient. In fact, at the conclusion 
of the trial, the Crown prosecuting lawyer stated, “They definitely 
loved their son, but… sometimes love just isn’t enough.1” Nor could 
outcome be the basis for assessing the actions of the parents. Even 
David Stephan stated in his now-famous open letter to the jury that 
“Whether medical attention is sought or not and your child lives, it 
is of no consequence.2” Through the trial, I felt a degree of sympathy 
toward them: perhaps they had just misjudged the severity of his 
illness. Maybe they really didn’t know or understand the gravity of 
his symptoms. Yet the father’s letter to the jury revealed that their 

choice was based in their faith in alternative medicines and their 
firm conviction in their authority for making decisions, despite 
varying from societal acceptance of conventional medicine. Thus it 
turns out that neither intent nor outcome were the most compelling 
factors in my assessment of the case… but more on that in a moment.

My moral disquiet deepened as I contemplated how we in healthcare 
are judged — or judge ourselves — when there are adverse events. 
Of course, as a self-regulating profession, we have our College of 
Physicians and Surgeons to help guide the standards of the profession. 
But what makes us as providers in a health system any different than 
parents when our decisions lead to outcomes we did not intend? My 
quandary was settled as I came to understand that it is not intent, 
nor outcome, that determines responsibility: it is process. It turns 
out that a new culture is emerging in patient safety, one in which 
we admit mistakes and acknowledge harm. We need to get past 
blame and on to system change. And here is one point where the 
Stephan case diverges from the process of good medical care. For 
the Stephan parents — and others of the natural remedy camp — the 
verdict cemented their belief that their opinion against traditional 
medicine is justified and they are being unfairly persecuted. For the 
patient safety movement, however, adverse events are the catalyst to 
sobering examinations of our systems in order to improve our deliv-
ery of care. Thus, it is not necessarily intent nor outcome by which 
we evaluate our progress, but the quality improvement process itself 
by which we become accountable for achieving better patient safety.

In this issue of Vital Signs, several physicians have reflected on the 
Stephan case and how it relates to the practice and self-regulation of 
naturopaths in Alberta. Another article discusses point of care Strep 
testing in community pharmacies — is this a win-win or are there 
associated risks? Other commentaries discuss different complementary 
treatments and their roles alongside traditional medicine. Dr. Bruce 
MacLeod and I present a new format of educational case reviews to give a 
formal structure supported by AHS for peer review of challenging cases. 
I hope you enjoy our issue. As always, your comments are welcome.

FOOTNOTES
1  CBC News. (2016, April 26). Alberta parents convicted in toddler’s meningitis 

death. Retrieved May 15, 2016 from http://www.cbc.ca/news/canada/calgary/
meningitis-trial-verdict-1.3552941

2  Fletcher, R. CBC News. (2016, April 29) David Stephan’s ‘Dear Jury’ 
letter could haunt him at sentencing, law experts say. Retrieved 
May 15, 2016 from http://www.cbc.ca/news/canada/calgary/
alberta-david-stephan-ezekiel-meningitis-necessaries-life-1.3556405

President’s Message:

It’s About Process

Dr. Sharron L. Spicer,  
CAMSS President

Recent media coverage of cases before the courts has drawn attention to the dilemma of healthcare providers 
when parents choose non-conventional treatments for their children. The recent case of David and Collet 
Stephan was more than a trial of two parents over the death of their child; at issue also were the legitimacy 
of “natural” versus evidence-based medicine, decision-making rights of parents, the regulatory roles of 
naturopathic and other colleges, and even our own systems of learning from unanticipated medical outcomes. 



Central Zone Medical Staff Association:

WHAT’S UP DOC?
Dr. André van Zyl

Central Zone Advisory 
Forum in Olds 
On May 10th we convened in Olds to discuss 
Operative Capacity of the Central Zone. The 
Central Zone Medical Staff Association duty 
is to advocate for operative capacity. The fol-
lowing recommendations were formulated: 

1.  Need for Physicians with Special 
Skills and General Surgeons:
 i.  Expedite development and imple-

mentation of a curriculum in Alberta 
institutions for training physicians with 
special skills;

 ii.  Train and recruit general surgeons 
(generalist) based on the needs and 
resources of communities;

iii.  Standardize application, active assess-
ment and implementation of a privileging 
process for physicians with special skills. 

2. System Efficiency: 
Active implementation of clinical pathways 
based on the principles of Choosing Wisely© 
and standardized practices supported by the 
AMA and SCN for surgery. 

3. Infrastructure: 
 i.  Immediate building of ‘theatre 10’ at 

Red Deer Regional Hospital which will 
temporarily alleviate operative capacity 
needs of the Central Zone; 

 ii.  Implementation of major construction 
plan for a Red Deer Regional Hospital 
for 2025 (proposed since 2007).

4. Collaboration of Resources: 
Allow reallocation of Central Zone resources 
to support a collaborative model in ‘corridors 
of care’. 

AHS Adopting a 
Balanced Scorecard
This business model was developed and 
described by Robert Kaplan in the early 
1990s. “This perspective refers to internal 

business processes. Metrics based on this 
perspective allow the managers to know how 
well their business is running, and whether its 
products and services conform to customer 
requirements (the mission). These metrics 
have to be carefully designed by those who 
know these processes most intimately.”

AHS used this to address their quadruple 
aim — “Patient First Strategy,” “AHS People 
Strategy”, “Clinical Health Research, Innova-
tion and Analytics Strategy” and “Informa-
tion Management/Information Technology 
Strategy”. I believe this is the right step in the 
context of Alberta health care, but AHS will 
face significant barriers. The biggest barrier 
is that Alberta Health (finances) functions 
independently from AHS. In the ‘Balanced 
Scorecard’ finances play an integral part of 
the process. The other barrier that many 
successful health care organizations come 
to realize is the ‘Physician Compact’. The 
latter does not exist and most physicians 
practice outside the walls of AHS. 

What is the COMPACT?
This is a signed contact developed after 
balance and representative consultation, 
holding each other as physician and orga-
nization responsible for safe and sustainable 
health care delivery. 

Please read the book of Jack Silverman’s-  
A New Compact: Aligning Physician Orga-
nization Expectations to Transform Patient 
Care. The largest barrier in a high quality 
health care system is the service gap between 
AHS and the primary health care system. 
System integration is on the table per Dr. 
Francois Belanger. I believe we need to 
support and expedite system integration, 
otherwise primary care physicians will be 
in the same sinking boat pharmacists find 
themselves, controlled by the Shoppers 
Drug Marts, Walmarts and slumlords that 
are focused on competitive encounter-based 

care losing the perspective of system-wide 
patient care, safety and efficiency.... The 
solution is multi-factorial and includes the 
physician Compact. 

The Repatriated 
“Repatriation Policy”
This policy has been circulating for more 
than 12 months with no resolution in sight. 

The concern is that policy might be pushed 
through without addressing reciprocal 
responsibility, transfer of information and 
no guarantee of continuity of care. 

Jack Silverman’s book A New Compact: 
Aligning Physician Organization Expectations 
to Transform Patient Care makes reference 
to the time factor that effective policies and 
agreements take. I believe that high quality 
health care policies should be developed in 
context with representative consultation 
and not timelines. The latter might lead to 
adverse outcomes due to system errors and 
not physician or team negligence. 

Flu Mandate Out, 
Mandatory Reporting  
of Vaccination Status  
of Docs In
The Central Zone Medical Staff Association 
effectively advocated against the mandatory 
flu vaccination policy of AHS. AHS is now 
focusing on developing a new policy around 
mandatory reporting of immunity status. This 
stems from a motion at PPEC, supported 
by all, to capture the immunity status of all 
physicians and AHS employees. The latter is 
more a reflection on the best interest of the 
safety of the patient and the provider and will 
aid in the advice provided to non-vaccinated 
personnel in the event of an outbreak. 

André van Zyl
President, CZMSA
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From the Stephan's perspective, they did 
consult a “doctor” about their sick son: 
albeit a naturopath who appears not to have 
insisted upon examining the patient herself 
or that he be assessed by a physician, but 
rather merely prescribed something over the 

phone. (Admittedly, there are contradictory recollections surrounding 
this and the College of Naturopaths continues their active investigation). 
But it is for this very reason that I often challenge learners working 
with me to be specific: don’t assume parents know developmen-
tal milestones, feeding instructions or immunization schedules. 
Similarly, don’t assume parents know how to monitor for signs a 
child is in distress and needs further assessment. A gap in public 
health is that expectant parents aren’t ‘expected’ to take parenting 
classes — we erroneously presume that this knowledge is inherent, 
as if the stork brings a parenting manual tucked in alongside that 
little bundle of joy. Inter-generational mentoring of new parents 
is no longer the norm; and if we, as physicians, are not providing 
that information to parents, alternative sources vary greatly in their 
reliability and accuracy.

I have minimal background on this couple — their parenting expe-
rience, their upbringing, their education — but the secondary heart-
breaker in this case is how easily this could happen to others. We expect 
patients to wade through the bombardment of claims of alternatives 
to ‘Western medicine’; to critique media onslaughts of miracle cures 
and medical conspiracies; to ignore the implications that convenient 
‘access’ to any health practitioner trumps years of training and the 

evidence-based practice of physicians. Meningitis is a challenging 
diagnosis requiring high levels of suspicion and careful monitoring 
and investigations: it cannot be assessed over the telephone or in a 
store, but parents trust the health provider to know that.

Health practitioners do need to be held accountable; and, so do 
their professions. To obtain approval for a change in scope of prac-
tice, allied health professionals’ associations are allowed to provide 
input: yet ultimately it is that profession’s own regulatory body that 
determines if they have the training and competency to make that 
recommendation to the Minister of Health. Thus, naturopaths offer 
to provide pap smears and skin biopsies, optometrists propose to 
perform surgical procedures, and pharmacists can prescribe new 
medications, as long as someone else has already made the diagno-
sis for them. These all were challenged in terms of education and 
underlying experience required for the performance and manage-
ment inherent in those ‘expanded’ practices — yet, ultimately it is 
still those individual regulatory Colleges who decide whether they 
should expand their own scope.

Another consideration within the realm of ‘alternative health’ is the 
inherent conflict of interest for many who sell alternative health 
products. The College of Physicians and Surgeons has clear guidelines 
that physicians who prescribe medications, cannot profit from the 
selling of those medications (ie. in certain circumstances, physicians 
can dispense medications, but at cost rather than for profit). This has 
become murkier ground even for physicians, as clinics associated with 
large stores need to practice extra caution in not violating that standard. 

ZMSAs – Communicating With Physicians in Alberta
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Beware The Zebra
The Unique Value of Physicians

Dr. Kathryn Andrusky

It is a case that breaks one’s heart while simultaneously overwhelming one with a sense of futility and the sheer waste of 
life lost. Ezekiel Stephan was a beautiful 19 month old boy who died — tragically and possibly preventably — from meningitis 
in 2012 after his parents, David and Collet Stephan, took their unvaccinated son to a naturopath, rather than a physician 

or an emergency room. Alberta Courts found the parents ‘failed to provide the necessaries of life,’ 
and yet, it is difficult not to empathize with these parents who trusted in the naturopath “doctor” who 
sold them an alternate health product, rather than ensuring Ezekiel was assessed by an appropriate 
health professional and, due to that belief, these parents lost their little boy.

Kathryn Andrusky,  
BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton



But, it is an obvious and ongoing conflict of interest when naturopath 
“doctors” assess patients and prescribe products they themselves are 
selling, for a profit. A paper-thin line to walk and a reminder of the 
necessity to separate assessment and management of a patient from 
the potentially conflicted interests of operating a business.

An underlying additional complicating factor in this case is the rather 
absurd tragedy that the success of immunization programs has likely 
contributed to ongoing declines in vaccination rates: never having 
seen patients with encephalitis secondary to measles, in an ‘iron 
lung’ due to polio, or asphyxiating due to epiglottis or diphtheria, 
it is reassuringly easy to dismiss these diseases as being irrelevant 
in today’s modern world. What is particularly tragic is whether 
due to ill-informed celebrity anecdotes, claims of pharmaceutical 
plots and natural health ‘alternatives’, or short-sighted faith in ‘herd 
immunity,’ as immunization rates decline, the resurgence of these 
tragic complications and deaths is horrifyingly predictable — and 
more so as being entirely preventable.

Years ago, a colleague gave me some wise advice: first year students 
know they don’t know much, senior residents know what they’re doing; 
it is those between, who may have a false sense of confidence, that need 
closest supervision. In other words, it is the failure to question oneself 
and permit that nagging thought that one might be missing something, 
that leads to avoidable errors. When other professions challenge what 
is the specific value a physician ‘offers’, that is my response — it is the 
years and years of training, of seeing sheer volumes of patients, of 
being taught to scour for the exception rather than the rule. 

A well-known saying in medical circles, ‘when you hear hoof beats, 
think horses, not zebras’, unfortunately, sets one up for cognitive 
errors. Zebras are not as ‘endangered’ in the medical realm as we 
might hope, and that ability to move beyond the typical presentation 
or algorithm, is what physicians are trained to provide. If that natu-
ropath had been entrained to beware the zebra rather than assuming 
it a common URTI ‘horse’, perhaps one less family would now be 
devastated and one beautiful little boy might still be alive today.
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Letter
Dear Editor,

For the past ~10 years it has been my great honour and privilege 
to serve as a Representative Forum [RF] delegate for the north 
area of Central Zone — the former East Central Health Region. 
I hope our members accept my profound apology — and this 
explanation — for my mid-term resignation. 

Physician Assisted Death [PAD] has profoundly changed our 
profession. Without seeking specific direction from RF (the 
governing body) the Board of the AMA took the Canadian 
Medical Association position on PAD.

Since the February 6, 2015, Supreme Court decision of Carter v. 
Canada, debate on Physician Assisted Death has taken a total of 
20 minutes of RF time! (This was the final 20 minutes of Member’s 
Hour at the end of the 2016 Spring RF. RF is a biannual, day and 
a half-long meeting.) We had 5 motions to do with PAD: 4 were 
proposed, debated and voted upon in that 20 minutes — the fifth 
was ‘referred to the Board’ due to lack of time. 

I proposed the motion: “That the AMA agrees with the principle 
of appropriate enforcement and adequate regulation to protect 
the ‘right to life’ of those at risk from Involuntary Euthanasia” 
and provided a definition of Involuntary Euthanasia as ‘the killing 
of a patient without their knowledge or consent.’ The motion was 
‘tabled indefinitely…’ meaning that RF will not speak about the 
prevention of Involuntary Euthanasia and will never, ever, speak 
about it! To say that I was gob-smacked is an understatement. 

I resigned from RF partly to take the matter further because ‘tattling’ 
is inappropriate for an RF delegate. (I wrote to the Supreme Court, 
my MLA/MP, the Alberta Doctors Digest and the Edmonton 
Journal, amongst others.) More personally, I resigned because this 
was the first time ever I was ashamed to be a delegate… 

Since Carter there have been 3 regular and 1 ‘Special’ RF’s. The 
December 2015 ‘Special’ RF was called to discuss urgent billing 
issues. We made time to discuss money matters but patently 
will not set aside time to discuss the involuntary killing of our 
patients…really?? [NOTE: The PAD session after Spring RF 
was not part of RF and was for information only.] 

Some will not believe that I can understand a patient’s request 
and need for PAD if they are in severe pain/suffering from a 
terminal illness. My God will not punish those who have been 
through such a purgatory on earth. That said, PAD must not be 
freely available for every woe; PAD should be highly regulated 
and the regulation should prevent Involuntary Euthanasia. (Also 
practically speaking PAD should not be provided by physicians 
because it is next to impossible to regulate PAD when the main 
caregiver is also the PAD provider who is also the person certifying 
the death: that is a prescription for abuse.)

There is little value for me to return to RF when I cannot garner 
support for even a simple ‘motherhood statement’ as the one 
above. Be reassured that Central Zone still has several solid RF 
delegates. Please! Please! Continue supporting them!!

RF is of MAJOR importance to the solidarity of the profession 
so take care selecting my replacement. Even though I believe 
the Association has lost its way on this one difficult issue: the 
membership can get it back on track! 

As much as the AMA represents the doctors of Alberta, we 
represent Patients First.®

Dr. Kevin Hay, Family Physician, Wainwright
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While the case was still before the courts, a group of Canadian 
physicians signed a letter to the College of the Naturopathic Doctors 
of Alberta (CNDA) asking for the self-regulating body of naturo-
paths to investigate the actions of a Lethbridge naturopath who 
was involved with the case. In this letter dated March 28, 2016 the 
group of physicians voiced serious concerns about the actions of 
this naturopath who sold an echinacea tincture to the mother of 
Ezekiel Stephan for treatment of potential meningitis.

“By any objective measure of a healthcare professional 
licensed to care for children, Dr. Tannis did not meet the 
standard of care. According to what has been given as 
evidence in the Stephan trial, Dr. Tannis did not physically 
examine Ezekiel, who was so stiff from meningeal inflam-
mation that he could not sit in his car seat when his parents 
took him to the Lethbridge Naturopathic Medical Clinic...
The degree of responsibility that Dr. Tannis bears for the 
tragic outcome Ezekiel Stephan suffered is a matter for 
the CNDA to explore and publicly address.” 

As medical doctors we are distraught by this senseless tragedy 
involving a vulnerable member of our society. While the vast majority 
of MDs will agree that caregivers need to be held accountable for 
their actions, a proportion of us also feel the naturopath should be 
investigated for potential failure to meet the standard of care. In 
Alberta, naturopaths did not become self-regulated until four months 
after Ezekiel died. Thus, it appears this naturopath was not under 
the self-regulating CNDA at the time when she provided treatment 
to this boy. On April 28, 2016 our Health Minister Sarah Hoffman 
announced that her department was going to review the regulations 
involving naturopath self-regulation in light of this tragic case. 

In light of this case, physicians in Alberta and the rest of Canada need to 
ask ourselves what it means to be a self-regulated profession. We need 
to take a close look in the mirror and ask ourselves how effective is our 
self-regulation as physicians? The vast majority of medical doctors want 
the same thing: a profession that is highly self-regulated and protects 
patients. We value self-regulation because as physicians we can under-
stand the intricacies of difficult cases, especially when best treatment, 
depending on available evidence and patient factors, may not be clear. 

In speaking to colleagues in Alberta as well in other provinces, most of 
us feel that the Colleges generally do a fair job of investigating patient 
complaints. It does on the surface seem absurd that any patient can 
make multiple accusations and complaints about any physician to a 
provincial College and force investigation(s), regardless of the trivial 
nature or lack of factual basis for those complaints. Physicians who 
have undergone these investigations will express that it is a difficult 
path for them to walk, even when the complaints may have been ruled 
vexatious or void of factual basis by the College. The majority of us do 
recognize however, the importance of a legitimate process to ensure 
accountability of physicians.

I wish I could write a glowing opinion about the marvelous job we 
physicians as a group do at self-regulation. Personally I do not think 
the naturopathic colleges ought to be our standard of comparison. The 
literature is clear that there is a culture in medicine which is against 
whistleblowers, at least when it involves anyone with an MD about 
another person with an MD. According to the CPSA annual report, 
in recent years approximately 1.5-2% of all complaints in Alberta are 
initiated by physicians, so about 10-15 cases per year. How many of these 
complaints result in disciplinary action? This information is not publicly 
available. Understandably this can be a very grey area. We recognize that 
some very significant interpersonal conflicts amongst doctors exist. I 
am not talking about these kind of complaints. What I am speaking of 
is cases where specific physicians or groups of physicians are historically 
and repetitively acting in a manner that is below the standard of care 
expected of a reasonable practitioner in their respective field, whether 
that be Family Medicine or another specialty. However, when there is 
a historic and repetitive wanton disregard for taking a proper history, 
examining a patient appropriately, investigating, treating the patient 
in an evidence-based manner, and seeking outside consultation if the 
patient’s problem is outside the scope of one’s practice, this is a problem. 
In my view, this inappropriate care arises when a doctor is lacking 
work ethic, lacking empathy, or else just plainly lacking insight. Some 
of these are not remediable. Thankfully these MDs are the extreme 
minority. I have spoken to colleagues in various areas of Canada and 
there is a general feeling amongst us that in many cases the Colleges 
are not an effective avenue for complaints made by actual physicians. 
In this circumstance, I feel that we may indeed be failing as a profession 

Self-regulation in Our Profession:  
A Scandalous View From an Anonymous Physician
Since February 2016 the news reel has been fixated on the case of Ezekiel Stephan, a toddler who 
died of bacterial meningitis in 2012. The parents did not seek out medical care until the boy stopped 
breathing. Both parents were convicted in late April of failing to provide the necessaries of life. 



VITAL SIGNS June 2016

7

to adequately self-regulate. While we do require 360 degree reviews 
every few years in Alberta, physicians can easily select other physicians 
reviewers who align with their views and standards of care, thereby 
avoiding any real accountability. 

If we do speak up there is a lot on the line for us professionally, even 
more so if the self-regulating body does not side in our favor. In that 
circumstance, our efforts and the personal risk taken is in vain and 
there is a high personal cost. We have no idea of how many physi-
cian-physician CPSA complaints end up in disciplinary action, but 
my guess is that it is an extremely small number. The other extreme 
position is vexatious whistleblowing, which should not be allowed 
to flourish as it typically is misguided by personal conflict amongst 
doctors rather than a true patient-centred approach. (See “A Way 
Forward for Whistleblowing” J R Soc Med 2011: 104: 275.) 

In Alberta, the CPSA has released the 2016 physician survey and states 
that members recognize the need of “addressing poor performers 
and disruptive behavior.” I assert that we as physicians need to take 
charge of our self-regulation and call out doctors who have a history 
of repeated offenses of providing care that does not come anywhere 
close to the standard expected of a similarly trained physician in a 
similar practice setting. This very small minority has the potential to 
destroy the trust that our Canadian society has historically placed in 
physicians. Even now, I sense that trust is eroding by the year. In the 
social media universe and the 24 hour news-reel, these physicians will 
have an increasing tendency to be exposed publicly. It reflects poorly 
on all of us if we know these colleagues are providing substandard 
care and don’t deal with the matter ourselves.

The author's name has been withheld at his/her request.

Letter
The phrase “may you live in interesting times” is certainly apt for 
physicians in these times. We have been told that the Supreme 
court has allowed us to perform Physician Assisted Death (PAD) 
on our patients, after millennia of practicing Physician Assisted 
Life (PAL)! I certainly cannot elaborate further on Earl Campbell’s 
and others thoughtful comments on this monumental change in 
our duty to preserve life with all of our resources. It is a sea change, 
perhaps the like of which the profession has never faced. The second 
change we are about to face is the introduction of a medication 
into our armamentarium, that has not gone through the rigorous 
process of analysis demanded by Health Canada, and the FDA. 
Of course, I am referring to Cannabis. This drug has been around 
for thousands of years, and there actually has been a great deal of 
research, done by Dr. Raphael Mechoulam in Israel over the past 
50 years, but little has appeared in the English literature! What are 
the indications, the dose, the side effects, and the results? I have 
reviewed the literature, and it is similar to all other plant based 
drugs, but it is not standardised, and there are so many iterations 
of it that it is impossible to assess the results of the many studies. 
We are about to embark on a great social experiment. It is beyond 
comprehension that the bureaucracy has approved this substance, 
simultaneously with their advocacy of evidence based medicine! 

Dr. Noel Hershfield
Clinical Professor (HON), University of Calgary



The POCTs available in Alberta hospitals and 
accredited laboratories are highly controlled 
and regulated. Indeed, at Calgary Lab Services, 
an entire division of trained technologists is 
dedicated to ensuring that POCTs meet the 
standards not only of the Province of Alberta, 
but those of external proficiency testing bodies. 
This involves the regular maintenance and 
replacement of devices, controlled purchasing 
and distribution of consumables and, arguably 
of greatest importance, the regular assessment 
of concordance of POCT results with orthog-
onally tested standards. The crux to POCTs 
outside of the hospital or other regulated lab-
oratory settings is the lack of certainty that 
the assays and devices on offer meet POCT 
standards. In contrast, regulated POCTs allow 
physicians a high degree of confidence in the 
validity of a result and a means of recourse 
when faced with an erroneous POCT result.

While not a new phenomenon in the United 
States where POCTs are not as actively 
regulated as in Canada, some commercial 

pharmacies in Alberta have recently begun 
offering POCTs for the rapid detection of 
group A Streptococcus pharyngitis (GASP). 
These tests, administered by a pharmacist 
after a brief clinical encounter, followed by 
immediate on-site prescription of appropri-
ate antibiotics by a prescribing pharmacist, 
if required, are offered to patients on an 
as-needed basis for a nominal fee. This pro-
gramme, according to one pharmacy chain, 
is aimed to reduce patient wait-times for 
access to testing and to improve the patient 
experience. Physicians in general, and lab-
oratory physicians in particular, should be 
very wary of this novel offering, however.

The paradigmatic separation of healthcare 
expertise — namely that of physicians and 
pharmacists — is central to our healthcare 
system and provides patients with an addi-
tional layer of safety. A physician’s diagnos-
tic experience is requisitely separated from 
the pharmaceutical knowledge base of the 
pharmacist, such that neither aspect of the 

care model risks undue bias or influence. 
Laboratory physicians, furthermore, exist 
as a bridge to this relationship, providing 
objective data used to facilitate both diagno-
sis and appropriate therapeutic intervention. 
When a single provider assumes more than 
one role or responsibility in this triad, (s)he 
not only may threaten the balance of patient 
care but may also risk the introduction of 
undesirable liability when “things go wrong.”

As a laboratory physician, I have several fun-
damental objections to the increasing use of 
POCTs outside of regulated and accredited 
facilities. The appropriate utilization of such 
devices and assays risks being inappropriately 
influenced, even if nominally, by the monetary 
gain afforded pharmacists or other providers 
who sell these assays. Patients will inevitably 
want to purchase POCT devices, whether 
advertised or not; POCTs administered by 
pharmacists, whether advertised or not, will 
be inevitably sought out by patients, whether 
medically indicated or not; and pharmacists 
will inevitably want to provide access to these 
tests, whether medically indicated or not. 

POCTs employed directly by patients will not 
and cannot be reliably standardized and mon-
itored, and certainly not to the level required 
by the College of Physicians and Surgeons 
of Alberta (CPSA). Similarly, while phar-
macist-administered POCTs will likely be 
standardized or accredited by someone, how 
could a physician faced with data generated 
by such assays or devices ever be certain of 
its legitimacy. Indeed, the CPSA specifically 
states that “…a physician must never use 
unaccredited POCT [data for] anyone who 
is not his or her own patient.”1 Thus, even in 
the instance of an accurately performed and 
interpreted pharmacist-administered POCT 
result, this result may not be legally usable by 
a physician. The physician in such a scenario 
might therefore need to repeat the test in a 
CPSA-accredited facility or laboratory, wast-
ing not only healthcare resources but those 
of the unfortunately naïve patient as well.

In the undesirable event of erroneous phar-
macist-administered POCT results, what 
additional burden might behold the healthcare 
system? Would this burden be greater than 
were the roles reversed? Perhaps, supposing 
a patient tests false-negative for a pharmacy 
GASP POCT. This patient, whether addi-
tional clinical evaluation by the pharmacist, 
would not be prescribed an antibiotic and, 

Point of care tests (POCTs) are an attractive adjunct to diagnostic 
medicine, mainly for their rapidity and ease of access, typically 
available to patients “on the spot.” Examples of POCTs include 
blood glucometers, home pregnancy tests and other assays 
often available for purchase from the “home care” aisle at 
the local pharmacy. With the potential benefits that POCTs 

offer, and despite their appeal to patients, POCTs, and the results they produce, 
may pose a significant liability to both patients and physicians.

Etienne Mahe,  
MD, MSc, FRCPC, FCAP
Staff Pathologist, Calgary Lab 
Services, Clinical Assistant 
Professor, U of C
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Point of Care Tests
Dr. Etienne Mahe
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in all likelihood, would not seek pharmacist 
follow-up. Indeed, it is this issue of clinical 
follow-up (or lack thereof) that imperils this 
scenario. The patient-physician relationship 
is one much more conducive to meaning-
ful and responsive clinical follow-up; the 
patient-pharmacist relationship is not.

Finally, Alberta’s health informatics infra-
structure is at the forefront of the Cana-
dian healthcare system. To this end, should 
pharmacist-administered POCT results be 
available via Netcare? Or, lacking sufficient 
CPSA or Alberta Health accreditation, 
would pharmacist-administered POCT 
results be kept private, available only to those 
pharmacists or pharmacies with access to 
such privately-controlled health informa-
tion? As a physician, and for the sake of 
the patient, I wonder if such data are also 
managed comparably to those data collected 
by and managed by Alberta Health Services.

While I greatly respect the work that phar-
macists do in this complex and frequently 
changing healthcare environment, and indeed 
rely fundamentally on the pharmacy as a 
“check-and-balance” to the care provided by 

myself and other physicians, I cannot help but 
worry when the lines that define the “scope 
of practice” of my colleagues are blurred. 
As a laboratory physician, I hope that my 
colleagues of all stripes will see and respect 
the need to ensure the utmost reliability of 
clinical laboratory testing possible, including 
POCTs. It may thus be in our patients’ best 
interests to leave the aspects of diagnosis, 
laboratory testing, and dispersal of medicines 
to their respective experts.

Etienne Mahe, MD, MSc, FRCPC, FCAP
Staff Pathologist, Calgary Lab Services
Clinical Assistant Professor, University of Calgary

FOOTNOTES
1  Advisory Committee on Laboratory Medicine 

College of Physicians & Surgeons of Albert. 
Unaccredited Point-of-Care Laboratory Testing 
Guideline for Physicians [Internet]. The College 
of Physicians & Surgeons of Alberta; 2007 [cited 
2007 Apr 26]. Available from: http://cpsa.ca/
wp-content/uploads/2015/03/Point-of-Care_
Testing_-_Guidelines_for_Physicians.pdf

“The views and opinions expressed in this article are 
those of the author alone and do not necessarily reflect 
the official policy or position of any agency of Alberta 
Health Services or Calgary Lab Services.”
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About Relationships
Dr. Richard Bergstrom

It is interesting to think about what role(s) we play in healthcare. The relationship between physician and patient is different than 
that of physician and society, in my thin understanding of philosophy. When I speak with students, residents, fellows, junior 
staff and senior colleagues I can see my mind looking at a many sided, many dimensional object, healthcare. Let me explain.

The first relationship is that of physician and 
patient. Notice that I did not say physician to 
patient. I think it was “physician to patient” 
in times gone past. That was when medicine 
was “prescribed.” And it was pretty “black box” 

when the patient was the passive recipient. When I was young you went 
to the doctor when you were sick. He (then it was always a “he”) would 
ask questions (only a few) review your temperature (obtained by his 

nursing staff in white dresses, caps, white stockings and the signature 
white shoes of a nurse). Then he would tap on your chest, listen to you 
“breath deeply,” maybe prod your abdomen and sit back to make his 
pronouncement. You have “THIS.” He then would dismiss you if it did 
not need a prescription or you would take this sacred piece of paper 
(written in Latin, none the less) and your parents would obtain some 
vile liquid that you protested was worse than your illness and in ten 
days you would be better.

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

– continued on page 10
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Then there was having my tonsils taken out. Well, it was a great event!  
A right of passage! I remember my older siblings talking about hospitals, 
operating rooms, smells and the such. My sister (the matriarch of our 
ragged bunch) noted that when you came out of the operating room 
you would come out head first if you were alive and feet first if you were 
dead. It was all so mysterious and “cloak and dagger.” I was to have my 
tonsils removed because it was the “right thing to do.” I was in grade 
one. You packed a small bag and dressed up to go to the hospital as you 
would be there two nights. The first night I was in a room of six or seven 
boys my age. We followed every word of the strict evening nurses and 
fell asleep in this strange smelling, not foul, just strange smelling room. 
The next morning we were to put on hospital gowns and one by one 
went across the hall for some sort of suppository and then a needle in 
the backside. Some simpered, some looked in fear, others were bravely 
showing off their needle mark (yes, young boys). 

A miasma grew around me, a thickening of the air and a haze filled my 
head. I was oblivious to the world. Well, not actually oblivious, rather 
an indifferent observer. I remember being on a stretcher, going down 
one of the old elevators and into the Surgical Suite, through double 
doors into a room filled with green light coming off of the tiles. An 
older doctor with a cloth white mask, a green hat took my left arm and 
I was the casual observer to a needle going through my skin. No pain, 
an odd feeling of being detached from reality. Next thing I remember 
was nausea and vomiting. No real recollection of severe pain, just a very 
sore throat. Then the tradition, jello! This I tasted twice, neither was 
pleasant though the second time was worse. Another night in hospital 
and I was sent home.

Medicine was prescribed to the patient. No explanations or reasons 
given, just prescribed medicine. This was not a bad experience but it 
was information given in a singular direction.

I think health care is now “advised.” By that I mean you listen to symp-
toms, ask about signs, investigate via new technology and then come up 
with a diagnosis, or not as the case may be. Then, given the knowledge 
about “best practice” which can be a challenge when the patient has 
not read the textbooks, you then advise a plan which is then discussed 
with the patient and quite possibly their family or close friend. There is 
a “to and fro” discussion, questions and then an arrival on a treatment 
plan. There is a lot of information given to patients and a lot of the older 
patients can be quite overwhelmed with the change from prescribed to 
advised health care. Yet, it is us having a specific relationship with the 
patient wherein they trust us to give them their best shot.

Now, this is in an urban environment with quaternary care availability. 
We all know this is not the access that all Canadians get. Though, it is 
amazing the ability technology and commitment to better care has 
moved into rural and northern arenas. Places where it is hard to find 
physicians to live and be constantly on call. Yet, it is the trusted doctor- 
patient relationship where the patient puts so much trust in what we 

say and do. They do, and should, expect us to provide the best care 
we can for them. The relationship between physician and patient has 
evolved, yet, it is a unique position where people seek us to help them 
live better, longer or reduce suffering.

On the other hand it is how physicians interact with regulating and 
funding bodies. This, I believe, is a completely different relationship. 
We are still “doctors” with a certain knowledge base of what we need 
now and where we are going in the future. Looking forward is where 
we should be when we are speaking with these agencies. The easy stuff 
is easy. The essentials of good care, keeping records safe, follow up can 
be tracked. Then the challenge of where we are going comes around. 
What about electronic platforms, social media, the fact that the patient 
“owns” the information in his/her chart. What about the internet, what 
about complex conditions. Then what about end of life! How do we 
interact with regulators and funders to provide good advocacy for 
care rather than keeping our work safe from intrusion by others. 

One of the challenges a close colleague has is that of palliative care 
where it is not about death, rather, about care. What lengths should 
we go to with those who are truly ill and might not survive? What 
about the elderly? What about delirium? I harp on about the latter 
as it is something I see and we often shrug our shoulders (or at least 
have done in the past) where it should be treated the same as someone 
hemorrhaging. What about novel treatments, ones that can prolong 
or improve life. They all come with a cost these days. Then what about 
error reduction; an essential part of what we should be measuring and 
talking about. I think we should be the information leaders with the 
agencies asking us for our wisdom and thoughts.

We have different aspects to our lives as doctors. That most important 
relationship with our patients; who trust us with their lives, they do. 
It is my opinion that we must keep that sacred or we will lose trust. 
When trust is lost, how hard is it to regain? Sometimes it never comes 
back. Then there is the greater advocacy part. I was at a meeting the 
other day when we were asked a question and a number of us docs 
kind of furrowed our brows and gave our best answer. The individual 
who asked the question noted, “So, it is a guess.” I quickly retorted, 
“Absolutely not, it is an expert opinion.” We must be thoughtful when 
we answer the questions to which there is no obvious answer. We must 
look at the question thoughtfully, thinking about the implications of 
answers to patient care, not our own work. We can be confident that 
when we think about something with which we have great experience 
we can certainly say it is an expert opinion and not a mere guess.

I believe we will have a greater role to play in the interaction with both 
regulatory bodies and funding agencies. We need to be involved and 
they need to engage us; as opposed to them saying, “You need to be 
engaged.” Our knowledge and insight can help and should help healthcare 
evolve to provide better, more efficient and effective care for those who 
put their faith in us and their lives in our hands.

– continued from page 9

There is a “to and fro” discussion, questions and then an arrival on a treatment plan. There is a lot of information 
given to patients and a lot of the older patients can be quite overwhelmed with the change from prescribed to 
advised health care. Yet, it is us having a specific relationship with the patient wherein they trust us to give them 
their best shot.
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Immunizations have been celebrated as one 
of the most important advances in public 
health. They have saved more Canadian lives 
over the past fifty years than any other health 
intervention.¹ Unfortunately, Alberta’s immu-
nization rates fall below set provincial targets. 
This is despite the fact that Alberta boasts the 
most comprehensive public immunization 
program in Canada (2). Under-vaccination 
has led to disastrous consequences within 
the province including recent outbreaks of 
measles and pertussis.³,⁴

One of the major reasons of under immuni-
zation is individual resistance from clients.² 
Increasing education on a personal and soci-
etal level has been proposed to target this 
resistance. However, the implementation of 
programs targeting physician communication 
has not been effective.⁵ Mass educational tools 
mean to educate the public on the benefit of 
vaccinations have also not been shown to 
increase immunization rates.⁶,⁷

The Section of Paediatrics believes that 
childhood immunization is a basic right. 
It is incumbent on physicians, healthcare 
providers and government to ensure that this 
message be unambiguous and non-negotia-
ble. The challenge for government is to imple-
ment vaccine-compliance strategies that are 
effective, efficient and not overly burdensome 
on the part of healthcare providers. From a 
provider perspective we would not support 
strategies that punish the child (eg: denial of 
public education) but instead would prefer 
approaches that would make vaccination the 
more convenient option for parents.

We support legislation that views immuniza-
tion as a child right and basic safety concern. 
The legislation should make opting out of 
childhood immunizations for non-medical 
reasons a somewhat burdensome process for 
the parent. It should ideally involve a formal 
acknowledgment of risk and liability with 
specifics information on each routine vaccine 
and the outcomes prevented. This process 
should be administered by public health or 

other government agency. Parents who do 
seek further information should be directed 
to their family physician or paediatrician.

Many regions around the globe have intro-
duced legislation that enforce and encourage 
childhood vaccinations. For example, all 
American states have laws mandating that 
children provide proof of vaccinations before 
school entry.⁸ Notably, states that have stron-
ger enforcement of these laws have higher 
immunization rates, and a lower incidence of 
pertussis.9,10 Australia has also recently intro-
duced a “no jab no pay” policy. Under such 
legislation, parents who do not vaccinate their 
children would not receive up to $15, 000 in 
government benefits. Furthermore, current 
Australian Prime Minister Malcolm Turnbull 
has announced that as of January, 1, 2016, 
“conscientious objection” will be removed as 
an exemption category for various government 
child and family benefits.11,12 A few Canadian 
provinces (Ontario and New Brunswick) have 
also legislated compulsory vaccines required 
for school entry.13 In contrast, current Albertan 
policy excludes children from schools in the 
event of an outbreak. However, it is argued 
that at the time of an outbreak, it is “too little 
too late” to remove children from schools, as 
they likely have already contributed to the 
spread of disease. 

Overall, tools to educate the public on immu-
nization benefits are important, but are not 
enough. Increasing immunization rates are an 
absolutely vital part of improving the health-
care of the province. Unequivocal AMA advo-
cacy with government support and enforceable 
policy will aid the province in achieving this 
goal, and consequently avoid tragic and costly 
outbreaks of vaccine-preventable diseases. 

Respectfully submitted,

Sunayna Gupta, Paediatric Resident,  
Alberta Children’s Hospital

Stephen Wainer, MD, FRCPC

Tami Masterson, MD, FRCPC,  
President, Section of Paediatrics
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In 2002, not long after Canada’s Marihuana Medical Access Regula-
tions came into effect, Physicians for a Smokefree Canada engaged in 
some memorable advocacy work by delivering a batch of homemade 
‘pot brownies’ to Health Minister Anne McLellan during National 
Non-Smoking Week.¹ The tactic was an unusual one for this group but 
their message to government and to the public was clear — if patients 
are accessing cannabis for medicinal use, we definitely don’t want 
them to smoke it. As 2014 saw changes in Federal rules covering how 
patients’ access cannabis for medical purposes, and with the recent 
announcement that legalization of recreational cannabis is pending for 
spring 2017, the respiratory health risks from cannabis use has been 
but one of the many concerns raised by physicians. Tobacco control 
stakeholders have also questioned whether legalizing cannabis will 
detract from reductions in smoking prevalence and work against the 
cultural denormalization of smoking that has been a focus of efforts 
in Canada over the past several decades.

This is significant because tobacco smoking amongst Canadians was 
at an all-time national low of 15% in 2013, according to recent results 
from the Canadian Tobacco, Alcohol and Drugs Survey (CTADS),² 
and the prevalence of regular tobacco use in Alberta is not far behind, 
and had also declined to 16% from 20% where it was in 2003.³ A caveat 
to these shifts is that young adult males (20 to 24 years) continue 
to have the highest rates of tobacco use — where 21% were current 
smokers in Alberta and also nationally. As for cannabis use trends, 
past year prevalence in Alberta was at 9.1% in 2013 and not far from 
the national rate of 11%. But again, for youth ages 15 to 19 and young 
adults ages 20 to 24 CTADS indicates rates of past year prevalence in 
Canada that were much higher at 22% and 26% respectively (whereas 
the rate amongst those 25+ years was 8% nationally).²

What these statistics do not capture are trends in co-administration, as 
it is not uncommon for tobacco to be combined with cannabis when 
smoked. For example, in our research with youth who were frequent 
cannabis users, many rolled loose tobacco with cannabis for the 
purposes of smoking but resisted identifying themselves as (tobacco) 
“smokers,” and youth also minimized or misunderstood the potential 
harms of co-use.⁴ Yet there is survey evidence from Canadian studies 
that links high rates of cannabis use with regular cigarette smoking in 
youth and young adults,⁵ and recent review studies on the mechanisms 
of co-use suggest that cross-drug reinforcement effects may contribute 
to dependency and inhibit tobacco cessation.⁶ The implication is that 
increased access to cannabis might lead to difficulties with cessation 
for co-users. So while concerns are not unwarranted, the story is not 
necessarily all ‘bad news’ — preliminary findings from jurisdictions 
in the United States suggest that legislation has led to shifts in the 
routes of administration, so that people are smoking less as they have 
access to ingestible and vaporized cannabis, potentially reducing risks 
to respiratory health.7 Yet as others have argued promoting vaping 
as fundamentally ‘safer’ may be premature given that the scientific 
evidence on health effects required to guide evidence-based policy 
decisions around this mode of administration is very much nascent.8

The argument for promoting safer ways of using cannabis might be 
difficult for some to embrace, but is very much aligned with a harm 
reduction approach to substance use that is already a component of 
AHS substance use treatment policy framework.⁹ While harm reduction 
has been contentious for the tobacco control community, the pending 
legalization of recreational cannabis may present unique opportunities 
to shift our platform towards harm reduction goals, under the rubric 
of a model of a public health framework for cannabis, tobacco and 
alcohol.10 This would focus on reducing the risks associated with frequent 
and heavy use, and prioritize intervening around the adverse effects 
of use for high risk and vulnerable groups.¹¹ Specific to cannabis and 
tobacco co-use, this would require an acknowledgment that abstinence 
is not a realistic universal goal, which is somewhat in conflict with the 

Cannabis Legalization In Canada
What We Can Learn From Tobacco Control
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current focus on the ‘tobacco end game’ policy vision that is targeting 
zero smoking prevalence and a ‘tobacco-free future’.12 Advocating for 
respectful interventions and ‘starting where the user is at’ in terms of 
moving them towards reducing or shifting their use need not be taken 
as a blind endorsement of use, as harm reduction approaches can also 
include abstinence goals.13 Rather, the intent is to acknowledge the 
reasons why people use, the benefits they perceive from use, while 
increasing their awareness that, like use of any drug prescribed or illicit, 
use of cannabis is not ‘harm free.’ In our local context, Dr. Laurie Mont-
gomery has described this as “developing a vocabulary for discussing 
the risks and benefits of marijuana with patients”.14 In my view, this is 
especially needed to counter the lay perception that smoking cannabis 
is ‘better for you’ than tobacco that is promoted by contingents within 
the pro-cannabis lobby (see Figure above). 

At the level of practice, physician-delivered brief interventions are the 
veritable gold standard of tobacco cessation and are core component 
of AlbertaQuits programming for healthcare providers and AHS’ 
Tobacco Free Futures cessation model.15 Studies in Canada using 

a brief intervention model for cannabis have also shown success, 
including with young adults who are high users and who have usually 
been shown to be resistant to formal interventions.16 There may be 
additional opportunities to leverage the success of the brief intervention 
model and adapt it for both tobacco and cannabis use, as legalization 
will allow for patients who had previously been reluctant to disclose 
their use to have open discussions with their health care providers. 

Similar to the need to make sure that interventions are relevant for 
those high-use and highly resistant users, interventions for cannabis 
will also need to be tailored to population needs, beyond a ‘one size fits 
all’ cessation and treatment model. This is one domain in which we can 
learn from the progress made by tobacco control in recent years, where 
interventions addressing how smoking is linked to determinants of 
health such as gender, poverty, and mental health, and presents barriers 
to cessation amongst vulnerable populations have become a focus for 
the field. Clearly, there will be a need to address problematic cannabis 
use and to develop programming for cannabis dependency that adopts 
a similar social and contextual lens — rather than just treating the 
individual and their use in a vacuum. Yet it is my sense that the success 
of our policy and practice interventions will also very much depend on 
how we approach and interact with people who use cannabis. What I 
have learned from my years spent working with tobacco and cannabis 
users is that we need to take care that in our efforts to ‘get the message 
right,’ that we do not stigmatize and moralize under the aims of treating 
and denormalizing substance use.17 [1172]

Rebecca Haines-Saah, PhD, Assistant Professor, Community Health 
Sciences and O’Brien Institute for Public Health, Cumming School of 
Medicine, University of Calgary.

Acknowledgment: Thank you to Dr. Lynn McIntyre for an insight that shaped 
the direction of this commentary.
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As physicians who work in Quality and Safety, 
a common question asked of us is how a 
group can review a case with individuals’ 
own questions and vulnerabilities protected 
from further scrutiny. In other words, how 
can physicians maintain personal and pro-
fessional protection while improving patient 
safety? The Clinical Quality and Patient Safety 
department of AHS has recently clarified 
the process of Educational Case Reviews 
to give guidance to groups that would like 
to undertake case reviews. This formalized 
structure replaces former “Morbidity and 
Mortality Rounds” which were sometimes 
cloaked in fear and suspicion, presenting 
instead a structure for learning within a Just 
Culture. A summary of the review process 
is attached and further information can be 
found at http://www.albertahealthservices.
ca/info/patientsafety.aspx

Sharron Spicer, MD, FRCPC
Children’s Hospice and Palliative  
Care Service, Physician Lead for Safety and 
Chair of the Alberta Children’s Hospital 
Quality Assurance Committee
President, Calgary and Area Medical  
Staff Society

Dr. Bruce MacLeod
Department of Emergency Medicine,  
Calgary Zone; Medical Advisor to Clinical 
Quality and Patient Safety, AHS
Medical Director, RAAPID South

Appendix B and C can be found beginning 
on page 23.

Can We  
Talk About This?

A Guide to Educational Case Reviews
Do you ever have one of those cases that keeps you awake at night? You know, maybe it could have gone better,  

or it was one of those “once-in-a-lifetime” case presentations, or it just left you perplexed. Maybe you want to know  
the outcome, share learnings with peers, or learn from mistakes. How can you do that?

Do not retain any documentation used for planning Educational Case Reviews  

Educational Case Reviews 1 
(not protected under Section 9 of the Alberta Evidence Act.) 

WHAT ARE EDUCATIONAL CASE REVIEWS? 
Educational case reviews are designed to engage a number of individuals to focus on learning from case 
studies within a Just Culture (Appendix A). Historically, Educational Case Reviews (previously termed 
morbidity and mortality rounds) have been completed by groups of physicians. Consideration should be given 
to the value of conducting Educational Case Reviews with an inter-professional team that also includes 
residents and students. Any recommendations arising from these sessions tend to be focused on education. It 
is important to note that AHS does not have a formal process to move recommendations forward to an 
operational owner from this type of review. However Educational Case Reviews can serve as a platform to 
identify events that require other review processes when recommendations for the organization are necessary.  

RECOMMENDATIONS FOR CONDUCTING EDUCATIONAL CASE REVIEWS:  

• Conduct as an educational activity. These are informal educational sessions, minutes should not be taken.   
• De-identify details of any case being reviewed (remove names, site, 

dates, etc.).  
• Do not print, publish or post on websites case specific details in order 

to maintain confidentiality of patient and provider information. 
• A third party not involved in providing care to the patient may present 

the de-identified case to ask specific questions, such as how it could 
have been done differently  

• Suggested method for conducting an Educational Case Review: 

 10 minutes for review of the case (presenting problem and 
case course) and state of evidence on current management 

 10-20 minutes for case analysis considering Cognitive Human 
Factors (Appendix B) and Health System Components 
(Appendix C). Present any supporting literature for discussion 

 10 minutes for discussion, identified issues and any follow up 
actions (see figure 1) 

• If recommendations other than education appear necessary then the 
appropriate administrative or medical leader should be contacted to 
determine whether a different type of review process will be required.  

IDENTIFYING CASES FOR DISCUSSION 

Cases may be chosen from various sources such as those that: 
 relate to medical management, clinical processes or pathways 
 highlight a recurring system issue  
 caused you to think about them long after they occurred 
 identified in the Reporting and Learning System (RLS)  

                                                           
1 The most recent version is available at:  http://www.albertahealthservices.ca/info/patientsafety.aspx.  For questions and/or additional information:  

paula.beard@ahs.ca. 

 

Does the case presented 
require additional review? If 
so consider contacting the 
appropriate Accountable 
Leader to discuss the 
following options: 

 Quality Assurance 
Review (QAR) or 
Patient Safety Review 
(PSR) 

 Administrative Review 
 Quality Improvement 

Initiative 
 Human Factors 

Evaluation 
 Simulation 
 Patient Concerns 

Resolution Process 
 Other 

Figure 1.  Options for Further Review 
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Sometimes it is truly hard to believe the news. Smoothies, garlic and 
Echinacea as a treatment when a child has meningitis and is as stiff 
as a washboard. Moreover, the recent newsworthy Stephan case was 
punctuated by the audacity of a Facebook posting challenging the jury’s 
guilty verdict that there was a failure to provide the necessities of life to a 
child. To top this off the parents then projected a conspiracy theory that 
others will be arrested if they don’t “fall in line with parenting as seen 
fit by the government.” All of this was quite over the top. We must ask 
ourselves, if the parenting and care provided in the case of Ezekiel were 
not deemed unfit then what would it take for parenting to be deemed 
unfit? Unfit parenting does not simply relate to acts of commission, 
such as perhaps beating your child mercilessly. Unfit parenting also 
relates to acts of omission such as neglect, failing to provide them with 
the necessities of life or certainly, access to appropriate medical care.

Ignorance of the law is not an excuse but what if the individuals simply 
did not realize what appropriate medical care would be? What if they 
had so completely ‘drank the Kool-Aid’ of alternative medicine that 
mainstream medicine was no longer even an afterthought? Who is 
to blame then? How could society have failed so completely that this 
family thought (and continues to believe) that their care for Ezekiel 
was adequate?

I have no doubt that these parents loved Ezekiel as I am sure they do 
all of their children. The case of Ezekiel, however, is not a question of 
love. In many ways, it is a question of narcissism. The narcissism that 
an untrained person could simply tap Google doctor, run through 
a checklist of symptoms and assume they have accomplished what 
6 to 9 years of formal training might otherwise require. Even then, 
when the symptoms painfully pointed towards meningitis to stick to 
ones ‘alternative guns’ and never turn towards mainstream medicine 
tells us that someone or something has fundamentally failed in our 
society and ultimately, failed Ezekiel. 

Ezekiel’s parents are not alone in their blame. The friends, family mem-
bers and professionals that would have been aware of Ezekiel’s serious 
illness and yet said little to nothing, are also to blame. They too failed to 
report this situation to child and family services or to medical authorities. 
If it is true that it takes a village to raise a child, then this village failed 
Ezekiel. They too are to blame. Perhaps it is our fear of rocking the 
boat or simply just not wanting to get involved that prevents us from 
sometimes speaking out. I ask then, what has happened to our village?

In the September 2011 issue of Vital Signs I penned an article entitled 
‘Sugar Pill’ (see CAMSS.ca for past issues). Moreover, I referenced 
the May 21st, 2011 issue of ‘The Economist’ and an article entitled 

A pious man is facing devastating floods and he prays to his God for rescue. He chose not to evacuate his farm but as the 
floodwaters rose, a kind gentleman in a boat offered to rescue the farmer and his family. The pious man stated that God would 
save him and he would not leave his land. At a critical moment when all seemed lost, a helicopter flew overhead and offered to 
save the man and his family. The pious man stated that God would save him and he would not leave his land. The man and his 
family perished, swept away in the flood. As the man stood at the gates of heaven he asked God why he had not saved the man 
and his family. God responded; you had a truck to leave with. I sent you the boat and the helicopter — what more did you want?

When Snake Oil Kills:
Remembering 
Ezekiel
Dr. Lloyd Maybaum
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“Alternative Medicine: Think Yourself Better.” Here, they refer to 
research and clinical trials of Dr. Edzard Ernst of the Peninsula 
Medical School in southwest England. Ernst’s stark findings revealed 
that approximately 95% of the treatments examined — in fields as 
diverse as acupuncture, herbal medicine, homeopathy and reflex-
ology are statistically indistinguishable from placebo treatment. 
Herein we find a serious public health problem. Though conventional 
medicines must be found to be safe and efficacious before they can 
be licensed for sale, this is rarely true of alternative treatments. The 
latter relies upon the appeal of traditional or ancient practices and 
to the “natural”, wholesomeness of their products in order to reas-
sure their customers in what can only be considered an audacious, 
pious fraud. Comments in the Economist issue include, “despite the 
lack of evidence, and despite the possibility 
that some alternative practitioners may be 
harming their patients (either directly, or 
by convincing them to forego more con-
ventional treatments for their ailments)”…..; 
and “…the message needs to be broadcast 
that alternative medicine is a colossal waste 
of money.” They note that globally, alterna-
tive medicine is an industry estimated to be 
worth over $60 billion annually. 

In the death of Ezekiel, the industrial com-
plex of alternative medicine is also to blame. 
Profits over people. Moreover, some fear 
monger that science and mainstream physi-
cians and/or medicine are not to be trusted. 
They validate and offer hope in the form of 
(costly) untried tinctures and balms often 
with outlandish claims of efficacy. 

To me, alternative medicine can play a role by 
easing some of the financial burden imposed 
on the traditional health care system by indi-
viduals that have perhaps become frustrated 
by mainstream medicine. Such individuals 
may have been told that there was nothing 
physically wrong with them and that their 
problems were largely psychological. These 
individuals find the welcome embrace and 
oasis of validation within the confines of alternative medicine.  
If alternative medicine sticks to these kinds of health concerns, that 
is fine. However, if alternative medicine serves to undermine the 
faith that individuals have in mainstream medicine and contribute 
to morbidity and mortality then we have a serious problem. For 
example, a naturopath who instead of demanding the child stricken 
with meningitis be taken to the ER, prescribes (and profits by), “Blast” 
strength Echinacea, this, to me, seems beyond malpractice, venturing 
into the realm of criminal.

Finally, mainstream medicine is also partially to blame for the death of 
Ezekiel. Since the media spectacle of Ezekiel’s case some 40 physicians 
from across the country have petitioned the College of Naturopathic 
Doctors of Alberta to investigate the naturopath involved in this case. 

Forty doctors is the extent of our national professional outrage. It is 
time for all of us, our entire profession to take a deep breath and think 
of Ezekiel and widely declare that what has happened is unacceptable. 
We physicians, as a profession, have remained far too quiet for far 
too long when it comes to alternative medicine. For too long we have 
taken the beatings, turned the other cheek and allowed others to 
denigrate mainstream medicine. They fire barbs at us, claiming that 
we are only protecting our turf and that we simply do not understand 
their ‘kind of evidence’. They suggest that each alternative approach 
is developed from an evidence base and set of assumptions that are 
“different” from the scientific evidence used in mainstream medicine. 
They further state that these different assumptions combined with 
the threat of competition, have contributed to the strong opposi-

tion sometimes voiced by doctors towards 
alternative practitioners. Let me underscore 
that this is not about protecting turf. This is 
about protecting patients, families and most 
importantly, children. For too long we have 
largely remained quiet allowing the snake 
oil peddlers to ply their trade. In the name 
of Ezekiel, this needs to change. 

Forty brave physicians have boldly taken a 
stand. For Ezekiel and every potential future 
Ezekiel we need 40,000 doctors to stand up, 
shoulder to shoulder and condemn alternative 
medicine since we, in part, have allowed the 
encroachment of pseudoscience alternative 
medicine into the mainstream. 

I close with a quote from The Economist, 
“The world’s advertising-standards offices 
should thus crack down on bogus claims —  
including the idea that there is such a thing 
as “alternative medicine” in the first place. 
If it works, it is a medicine and should be 
regulated like one. If it doesn’t work, it 
isn’t a medicine. Whenever scientifically 
challenged celebrities, such as the Prince of 
Wales, waffle on about it in ways that suggest 
it is outside the realm of scientific scrutiny, 
they too should be denounced by academics 

and proper doctors.” We, the proper doctors of Alberta, must stand 
united and denounce the naturopathic care of Ezekiel. We must 
call into question the validity of alternative medicine. Perhaps God 
provided us with alternative care, but if so, God most certainly has 
also provided us with mainstream, scientifically based medicine 
that was always there, waiting for Ezekiel. If only his parents, had 
reached out for it. 

Please, my dear colleagues, remember Ezekiel. Send your concerns 
to the College of Naturopathic Doctors of Alberta at cdna.net or 
suite 200, 3116-4th Street NW, Calgary Alberta, T2M 3A4.

Dr. Lloyd Maybaum
Calgary

– continued from page 15
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Welcome to the CZMSA Website Page
The Central Zone Medical Staff Association is excited to announce the launch of our web page. This is the ‘go to’ place  

for all information relevant to CZMSA members including; president’s messages; priority issues for members;  
meeting dates for executive and committee members and contact information.

Useful Links Include:
ABOUT US – Information on CZMSA and Medical Staff.

COMMITTEES – Information on meetings and committees for AMA and AHS.
LINKS – Links to news and courses etc.

OTHER ORGANIZATIONS – Links to other relevant organizations such as Health Quality Council of Alberta (HCQA).
PRESENTATION AND REPORTS – Current information on topics of interest.

Other ZMSA’s can find their page at: www.albertazmsa.com click ‘my zmsa’
VISIT REGULARLY! www.albertazmsa.com/czmsa/



What is chelation therapy? 
Chelators are drugs that bind to certain 
metals in the blood and some body tissues. 
These bound compounds are then more 
quickly eliminated from the body in the 
urine or stool. Chelation for heavy metal 
intoxication began with the development 
of British anti-lewisite (BAL; dimercaprol) 
during World War I as a potential antidote 
for the arsenical warfare agent lewisite. 2, 
3-Dimercapto-1-propanesulfonate (DMPS; 
unithiol) and dimercaptosuccinic acid 
(DMSA; succimer), were developed in the 
Soviet Union and China in the late 1950s. 
Intravenous sodium calcium edetate (EDTA; 
sodium calcium ethylene diamine tetra acetic 
acid) has been the mainstay of treatment for 
lead poisoning for over half a century.

For what metals has chelation 
therapy been scientifically 
shown to be helpful? 
Chelation therapy has been scientifically 
proven to be of benefit to some patients with 
high levels lead, mercury, and arsenic.1,2 Effi-
cacy declines or disappears as the time interval 
between metal exposure and onset of chelation 
increases. DMPS, DMSA, and BAL offer ther-
apeutic benefit in acute intoxication by arsenic 
and inorganic mercury salts if administered 
promptly (within minutes to hours). DMPS 
and DMSA have a higher therapeutic index 

than BAL and, unlike BAL, do not redistribute 
arsenic or mercury to the brain. Although 
chelation for chronic intoxication by arsenic 
or mercury may accelerate metal excretion 
and diminish metal concentration in some tis-
sues, potential therapeutic efficacy in terms of 
decreased morbidity and mortality for chronic 
metal intoxication is largely unestablished.²

The Treatment of Lead-Exposed Children 
(TLC) Trial studied the effect of DMSA in 
treating low levels of lead exposure (0.96–2.1 
umol/L) in children 12 to 33 months old. 
While DMSA was effective in reducing blood 
lead concentrations in the short term, treat-
ment of blood lead levels did not result in any 
detectable improvement in a wide variety of 
measurements of cognitive or behavioral func-
tion. Furthermore, blood lead concentrations 
were not distinguishable between chelated and 
nonchelated individuals at 1 year.¹

For what type of medical 
conditions has chelation 
therapy not been shown  
to be useful? 
Chelation therapy has not been proven to be 
useful in the treatment of many medical con-
ditions including but not limited to; autistic 
spectrum disorder (ASD); cancer; heart dis-
ease; eye problems (macular degeneration); 
Parkinson’s disease; chronic fatigue syndrome; 
gout; and multiple sclerosis. 

Does an elevated level of a 
certain metal always mean that 
a patient has metal poisoning? 
No. Since metals such as lead, mercury, and 
arsenic are found in all parts of our environ-
ment, we will all have detectable levels. These 
levels do not necessarily cause illness. The 
need to treat a patient with chelation depends 
on the patient’s age, their symptoms, the his-
tory of exposure, and the appropriateness and 
accuracy of the lab results.

Sometimes a laboratory test known as “provo-
cation testing” is used which involves giving a 
chelation medicine to “provoke” and measure 
the excretion of potentially toxic substances. 
Provocation tests are misleading and poten-
tially dangerous. Current evidence does not 
support the use of DMPS, DMSA, or other 
chelation challenge tests for the diagnosis of 
metal toxicity. Since there are no established 
reference ranges for urine challenge test results 
in healthy subjects, and no reliable evidence to 
support a diagnostic value for the tests, these 
tests should not be utilized. 

Baseline urine metal concentrations, obtained 
without prior administration of any chelating 
agent, are expected to be higher in currently 
exposed healthy populations than in unex-
posed populations. In addition, DMPS and 
DMSA challenges produce a rise in urine met-
als in all groups of patients, even those without 
any known exposure. The values obtained 
for the concentrations of metals in chelated 
urines are often inappropriately compared to 
those that have been validated for non-che-
lated specimens, leading to the misdiagnosis 
of metal poisoning.3

What about natural and herbal 
remedies used for “chelation 
therapy”? 
Alternative therapies are often thought to be 
safe and effective because they are natural. 
Many natural and herbal products available 
claim they will cure health problems or help 
a person get back to good health by detoxi-
fying the body. These claims have not been 
scientifically proven. Some of these herbs and 
vitamins may be good for you, but when used 
in amounts that are more than the body needs 
they may be harmful.⁴

The Ties That Bind: 
Understanding 
Chelation Therapy
Dr. Mark Yarema

– continued on page 20
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Mark Yarema, MD FRCPC
Medical Director, Poison and 
Drug Information Service
Section Chief, Clinical 
Pharmacology and Toxicology
Alberta Health Services



 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)

THE AMA YOUTH RUN CLUB is a place for students to be 
physically active, have fun and learn about good nutrition 
and other healthy lifestyle habits.
 
From 300 schools in 2015 to this year’s goal of 350: YRC is reaching more
and more schools and needs Champions, like you. Connect with a school
community, as an AMA Youth Run Club Champion.

www.albertadoctors.org/youth-run-club    

ContACt    

Vanda Killeen, AMA Public Affairs      

780.482.0675     vanda.killeen@albertadoctors.org

YRC PARTNERS                                                                   YRC SPONSORS
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Are there any adverse effects 
associated with chelation 
therapy? 
Even when used appropriately, chelators may 
have side effects. Adverse effects reported from 
DMSA and DMPS include mild gastrointestinal 
upset such as nausea and vomiting, a transient 
increase in plasma ALT and AST activity, and 
dermatological reactions such as mucocuta-
neous vesicular eruptions and erythematous 
rashes. Between 1 to 10% of patients experience 
these reactions. In addition, a sulfuric smell 
to the patient’s body, sweat and urine often 
occurs. DMSA also increases urine copper and 
zinc excretion, but this does not appear to be 
of clinical importance.⁵

EDTA may induced mild, reversible, impair-
ment of renal function, including glycosuria, 
proteinuria, microscopic hematuria, and 
large epithelial cells in urinary sediment.⁶

Conclusions: 
Regardless of the metal involved, the most 
important treatment strategy is identification 
of and limitation or removal of the patient 

from major sources of metal exposure. 
Chelation therapy is only considered after 
a proper history, physical examination, and 
judicious use of specific laboratory tests to 
confirm exposure. The Choosing Wisely 
Campaign contains an excellent summary 
of recommendations related to metal testing 
and chelation therapy.⁴

If you have questions about metal toxicity 
or chelation therapy, please call the Poison 
and Drug Information Service (PADIS) at 
1-800-332-1414. Information Specialists are 
available 24/7 to help answer your questions. 
PADIS also operates a monthly Medical Tox-
icology Clinic at the Rockyview Hospital. 
Patients who have questions about chelation 
are one of the many types of patients seen in 
this clinic. More information on the clinic and 
referral forms can be found at www.padis.ca.

Mark Yarema, MD FRCPC
Medical Director, Poison and Drug 
Information Service
Section Chief, Clinical Pharmacology  
and Toxicology, Alberta Health Services
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⁶  Bradberry S, Vale JA. A comparison of sodium 
calcium edetate (edetate calcium disodium) and 
succimer (DMSA) in the treatment of inorganic  
lead poisoning. Clin Toxicol 2009;47:841–858
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APPENDIX B - COGNITIVE HUMAN FACTORS 

When preparing case reviews for discussion, it is important to be aware of cognitive human factors: the way we process 
information and make decisions. The table below includes questions to consider when conducting an educational case 
review. ‘Yes’ to any question implies a cognitive human factor is worth discussing during an educational case review.  
 

TABLE 1. POTENTIAL COGNITIVE HUMAN FACTORS 

Cognitive 
Factor 

Question If YES, then consider these solutions: Other resources 

Decision 
Making 

Was a person 
or a team using 
a shortcut or 
was any bias 
involved when 
making a 
decision? 

 Determine the type of bias that occurred 
(Table 2) 

 Discuss the influence of bias in any decision 
making process, especially diagnoses 

 Use a diagnostic process that is more 
robust to bias: 
1. Gather sufficient information 
2. Develop a differential diagnosis 
3. Consider the worst case scenario. 
4. Carefully review any conflicting 

information. 
5. Test alternative hypotheses. 
6. Get a 2nd opinion --- take advantage of 

your team  
7. Reconsider your diagnosis if the 

patient is not responding as expected 

 The Canadian Medical Protective 
Association Website 

 The Canadian Medical Protective 
Association Practice Guide 

 Clinical Reasoning Toolkit 
 http://www.nap.edu/catalog/2179

4/improving-diagnosis-in-health-
care 

 

Memory Did someone 
forget to do 
something? 

 Reduce the amount of information that 
people need to remember: 
1. Create a checklist 
2. Develop reminders 
3. Group information in a meaningful 

way (i.e., chunking) 
 

 The Checklist Manifesto: How to 
Get Things Right 

 Diagnostic Checklists 
 
 

Attention Was a person 
distracted or 
were they 
preoccupied 
with something 
else? 

 Identify and remove all sources of 
distraction 

 Human Factors Recommendations 
for Mitigating Distractions and 
Interruptions in Health Care 

Was a person 
multi-tasking or 
dividing their 
attention? 

 Reduce the need for multitasking through 
simplified job design or staffing 

Perception Did a person 
misperceive 
important 
information? 

 Determine if the design of the information 
could be improved 

 Consider whether an assumption or the 
presence of pre-existing knowledge 
influenced the person’s perception of the 
information 
 

For information design improvement 
opportunities 

 AHS Human Factors Team 
Consultation Request 



ZMSAs – Communicating With Physicians in Alberta

24

Sensation Did a person’s 
senses fail to 
detect 
important 
information? 

 Identify the reason(s) that a person could 
not detect the information (e.g., too noisy, 
visual clutter) 

 Increase the relative strength of the critical 
stimuli reaching a person’s senses (e.g., 
increase volume on critical alarms, increase 
task lighting to improve readability, reduce 
ambient noise) 

 Consider how the design of the work 
environment may impact information 
reaching someone’s senses 

For alarm improvements: 
 Alarm Management in Healthcare 

 
For noise management: 
 Noise Control in the Healthcare 

Environment 
 

For lighting improvements: 
 Lighting at work 

 
For work environment design 
improvement opportunities 

 AHS Human Factors Team 
Consultation Request 
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 TABLE 2. CLASSIFICATION OF COGNITIVE BIAS12  

Errors involving patient characteristics or presentation context  

 Fundamental attribution error: the tendency to be judgmental and blame patients for their illnesses rather than 
examine the circumstances (situational factors) that might have been responsible. In particular, psychiatric patients, 
minorities, and other marginalized groups tend to suffer from this bias. Cultural differences exist in terms of the 
respective weights attributed to dispositional and situational causes. 
 

 Contrast effect: occurs when the value of information is enhanced or diminished through juxtaposition to other 
information of greater or lesser value. Thus, if an emergency physician was involved in a multiple trauma case and 
subsequently saw a patient with isolated extremity injury, there might be a tendency to diminish the significance of the 
latter. 

Error of over-attachment to a particular diagnosis  

 Anchoring: the tendency to perceptually lock on to salient features in the patient‟s initial presentation too early in the 
diagnostic process and failing to adjust this initial impression in the light of later information. This bias might be 
severely compounded by the confirmation bias.  

 Confirmation bias: the tendency to look for confirming evidence to support a diagnosis rather than look for 
disconfirming evidence to refute it, despite the latter being more persuasive and definitive.  

 Premature closure: a powerful bias accounting for a high proportion of missed diagnoses. It is the tendency to apply 
premature closure to the decision making process, accepting a diagnosis before it has been fully verified. The 
consequences of the bias are reflected in the maxim: „„When the diagnosis is made, the thinking stops.‟‟  

Error due to failure to consider alternative diagnoses  

 Multiple alternatives bias: a multiplicity of options on a differential diagnosis might lead to significant conflict and 
uncertainty. The process might be simplified by reverting to a smaller subset with which the physician is familiar, but 
might result in inadequate consideration of other possibilities. One such strategy is the three diagnosis differential: “it 
is probably A, but it might be B, or I don‟t know (C).” Although this approach has some heuristic value, if the disease 
falls in the C category and is not pursued adequately, it minimizes the chance that serious diagnoses are made.  

 Representativeness restraints: drive the diagnostician toward looking for prototypical manifestations of disease: “if it 
looks like a duck, walks like a duck, quacks like a duck, then it is a duck.” Yet, restraining decision making along these 
pattern recognition lines leads to atypical variants being missed.  

 Search satisficing: reflects the universal tendency to call off a search once something is found. Co-morbidities, 
second foreign bodies, other fractures, and co-ingestants in poisoning may all be missed.  

Error due to inheriting someone else’s thinking  

 Diagnosis momentum: once diagnostic labels are attached to patients they tend to become stickier and stickier. 
Through intermediaries (patients, paramedics, nurses, physicians) what might have started as a possibility gathers 
increasing momentum until it becomes definite, and all other possibilities are excluded.  

 

                                                           
1 Croskerry P. Diagnostic Failure: A Cognitive and Affective Approach. In: Henriksen K, Battles JB, Marks ES, et al., editors. Advances 
in Patient Safety: From Research to Implementation (Volume 2: Concepts and Methodology). Rockville (MD): Agency for Healthcare 
Research and Quality (US); 2005 Feb. Available from: http://www.ncbi.nlm.nih.gov/books/NBK20487/ 

2 http://www.uphs.upenn.edu/gme/pdfs/Croskerry_Cognitive%20Errors_Academic%20Medicine.pdf 
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 Framing effect: how diagnosticians see things might be strongly influenced by the way in which the problem is 
framed, e.g. physicians' perceptions of risk to the patient may be strongly influenced by whether the outcome is 
expressed in terms of the possibility that the patient might die or might live. In terms of diagnosis, physicians should 
be aware of how patients, nurses, and other physicians frame potential outcomes and contingencies to the clinical 
problem to them.  

 Bandwagon effect: the tendency for people to believe and do certain things because many others are doing so. 
Group-think is an example, and it can have a disastrous impact on team decision making and patient care.  

 

Errors in prevalence perception or estimation  

 Availability bias:  a recent or prior experience with a disease might inflate the likelihood of it being diagnosed.  
Conversely, if a disease has not been seen for a long time (less available) it might be underdiagnosed. 
 

 Gambler’s fallacy: An example would be a physician who sees a series of patients with chest pain in a clinic or the 
ED, diagnoses all with an acute coronary syndrome, and assumes the sequence will not continue. Thus, the pretest 
probability that a patient will have a particular diagnosis might be influenced by preceding, but independent events. 
 

 Playing the odds: is the tendency in equivocal or ambiguous presentations to opt for a benign diagnosis on the basis 
that it is significantly more likely than a serious one. 

Errors associated with physician affect, personality, or decision style  

 Commission bias, Omission bias, Outcome bias, Visceral bias, Overconfidence/ underconfidence, Vertical line 
failure, Belief bias, Ego bias, Sunk costs, Zebra retreat 
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APPENDIX C – HEALTH SYSTEM COMPONENTS AND GUIDING QUESTIONS 

When conducting an Educational Case Review, discussion of the Health System Components that focus on the 
interaction between healthcare providers and the system is appropriate. As a general rule, when system issues are 
discovered and there may be an opportunity learning and improvement the use of the AHS Systems Analysis 
Methodology (SAM) is recommended.  Systems Analysis Methodology is a comprehensive multi-phase approach to 
understanding systems issues. If, on initial examination of the case, there are system issues to be addressed, please refer 
the case to the most appropriate Accountable Leader and/or patient safety representative for consideration of a patient 
safety review or a quality assurance review. 

The guiding questions below are provided as examples; this is not an exhaustive list. They are intended to guide towards 
the identification of system vulnerabilities that aligned in such a way as for the Adverse Event to take place.  

Health System 
Components 

Example Guiding Questions 

Task 

Was a protocol available? 
Were test results available to make care decisions? 
What was the level of skill required to perform the task? 
Were there any time constraints? 
What was the chance of failure? 
Was a fixed sequence essential? 
Other 

Equipment 

Were the displays and controls understandable? 
Does the equipment detect and display problems?  
Is the maintenance/ upgrade up-to-date? 
Is equipment located in the appropriate place and is it accessible?  
Is the equipment standardized or made of several different modules? 
Are the warnings/ labels understandable? 
Is the safety mechanism functional and appropriate? 
Was enough training provided for this equipment?  
Other 

Organization 

Policies and procedures: 
• Is there a standardized process (order set/ checklist)? Is it up to date? 
• Is the standard/ policy available and workable?  
Was training/ orientation provided? 
Do people work around official policy? Is there a feedback mechanism for staff when 
policy and practice don’t match? 
Is there a risk assessment/ audit/ quality control program in place for the process? 
Other 

 

Environment 

Do noise levels interfere with voice alarms? 
Is the available lighting adequate for the task(s)? 
Is the area adequate for people and equipment? 
Is there clutter or inadequate storage? 
Information systems: 
Is Patient identification, documentation, available to all and up to date?  
What is the level of automation? Was training provided? 
Scheduling and staffing levels: 
Were there any scheduling changes that influenced the staffing level or resulting in 
stress, fatigue? 
Other 
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Health System 
Components 

Example Guiding Questions 

Team 

Is this a regular team?  
Are the roles defined?  
Are there authority gradients?  
What is the quality and quantity of communication between team members (verbal 
and/or written): i.e., clear, accurate, relevant, goal directed, sufficient, timely? Are 
there regular briefing, debriefings?  
Did the existing documentation provide a clear and comprehensive picture? 
How is the culture and morale?  
Was the communication between staff and management adequate?  
Was the communication between professions adequate, accurate, complete, and 
free of jargon? 
Are communication systems (pager, phone) available and operational? 
Other 

Caregiver 

What is their position, education, experience and training? 
Was there fatigue, stressors, task saturation, overload, health, or other factors? 
What remunerations and/or other incentives (formal and informal) were in place? 
Did they seek help or supervision?  
Other 

Patient 

Consider the: age, sex, medications, allergies, diagnosis, other medical conditions 
Were there any social/ cultural factors involved?  
Was there a language barrier? 
Other 

Other 

Are there any other local conditions or circumstances that may have influenced the 
outcome? 
Are there any sector specific conditions or circumstances that may have influenced 
the outcome? 
Regulatory agency influences? 

 
 

 


