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SERVICES

Bone Mineral Densitometry,  
Breast Imaging, Image-Guided Pain 
Therapy, Nuclear Medicine Imaging, 
Ultrasound, X-ray

Mayfair’s newest, state-of-the-art mammography equipment 
allows patients to be an active participant in their exam.

ONE LESS  
REASON 
TO AVOID A 
MAMMOGRAM

Patient-assisted compression (PAC)*
Using a handheld remote, patients have the option to adjust the 
level of breast compression to what’s comfortable for them,  
under the supervision of a technologist.

“The new equipment is more comfortable with compression 
hurting less. I do like the personal control too where I can stop 
when it starts to hurt.” – Mayfair mammography patient

93% of patients were less anxious or not anxious at all with PAC1.  When you 
combine more relaxed patients with this equipment’s exceptionally sharp and detailed 
images, and Mayfair’s comprehensive breast imaging services, you can be assured of 
a more confident diagnosis and better outcomes for patients.

*Mammography with PAC is available at our Mayfair Place and Southcentre locations.

1GE Healthcare, IPSOS Patient Satisfaction Study, 2017. Images provided by GE Healthcare.

http://www.radiology.ca
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Some of my colleagues have — either willingly 
or quite unexpectedly — entered into trauma 
scenes. Some brave souls have signed up for 
missions, service projects or military duty in 
conflict zones. Others have been going about 
their usual work, only to have fire or flood 
break out upon their community, causing 
them and those around them to quickly 
evacuate.

Lunch conversation a few weeks ago some-
how landed on emergency preparedness at 
home. One colleague, highly influenced by 
a neighbour’s devastating house fire, now 
has all of her upstairs bedrooms equipped 
with escape ladders. The same doc has a 
full trauma first aid kit and survival gear in 
the car — probably wise, given her active 
outdoors lifestyle. 

My own car kit has a number of other interest-
ing items: Skittles for treating hypoglycemia, a 
bronchodilator inhaler for asthma (my own or 
others’), antihistamines, ASA for a myocardial 
infarction, diclofenac cream (great relief for 
burns, insect bites, and aches and pains), the 
usual assortment of bandages and tape, twee-
zers, dental floss (a great material for securing 
tight knots in a pinch), a dynamo-powered 
flashlight/strobe, fire extinguisher, plastic pon-
cho, sturdy cutters for clothing or seat belts, 
and more treasures, all tucked into a fishing 
tackle box that easily folds out for easy access 
even in the dark or the rain.

I recently added naloxone to my car kit, 
prompted by attending to an intoxicated man 
sprawled on the road in the dark of night. 
His intoxication, it turned out, was alcohol- 

induced, not opioids. Furthermore, he was on 
a first-name basis with the EMS responders, 
having made habit of passing out at ill-advised 
locations in the past. My self-congratulatory 
enthusiasm for carrying naloxone was damp-
ened when an anesthesia colleague related her 
experience that opioid antagonists, even given 
intra-operatively, often induce vomiting. Her 
insightful gift to me of a sturdy mouth-to-
mouth mask now lies snugly beside the other 
items in my kit! 

My other learning that night was the need 
to disable Bluetooth on the cell phone when 
calling from outside the vehicle. I left my 
car running to have the headlights provide 
visibility. My teen daughter, meanwhile, had 
stepped outside the car and was frantically 
trying to call 911, but, with the phone still 
connected on Bluetooth, she was not getting 
any sound outside of the car. Fortunately, 
other bystanders including a pizza delivery 
guy were able to make the call and we figured 
out the phone dilemma after the dust had 
settled. Note to Self: Either turn off the car 
or turn off the Bluetooth when calling from 
outside the vehicle.

My family teases me for carrying practically a 
full pharmacy in my bag when we travel — but 
they are grateful when I come to the rescue 
with dimenhydrinate or loperamide!

At home, it is important to be prepared for an 
evacuation or shelter-in-place event. We have 
two “Grab & Go” crates at the ready in our 
basement. One plastic box is filled with water 
bottles, snack food and a few toiletries that 
would suffice for a few hours on an unexpected 

road trip; the other is a dog crate with the pet 
items that would help us manage our dog on 
the road (the aforementioned dimenhydrenate 
being a key part of the dog’s management!). 
A larger box with more supplies is set aside 
should we need to be equipped for a full evac-
uation or shelter-in-place. AHS has a Personal 
and Family Disaster Preparedness Guide and 
a link to Alberta Ready, with an on-line tool to 
help you document information and prepare 
for an emergency (https://albertaready.aema.
alberta.ca/#/id/m01-co01). 

Some of us, it seems, are more prepared 
than others. By now you’ve figured out that 
I belong to the “Type A” variety of planners. 
Over our lunch conversation that touched 
on emergency preparation, though, one col-
league sat quiet with increasing pallor and 
a panicked look of “One more thing I feel 
guilty about and need to add to my to-do 
list.” Why not make this a family project in 
the coming months?

In this issue of Vital Signs, we are pleased to 
bring you articles by physicians and health-
care leaders who have responded to various 
emergencies. I hope that you are inspired 
by their stories. If you would like to share 
your experiences, please submit an article 
for a future issue of Vital Signs. Enjoy your 
summer and stay safe!

Sharron Spicer, MD, FRCPC
Pediatrician, Physician Lead for Safety  
and Chair of the Alberta Children’s Hospital 
Quality Assurance Committee;  
Past President, Calgary and Area Medical 
Staff Society

Dr. Sharron L. Spicer

Are You Ready?
I’m fortunate that even as a physician, I’ve rarely encountered a true emergency outside the hospital 
setting. Sure, I’ve come upon a couple of MVAs with occupants having minor injuries, and seen a few 
people with epilepsy have seizures in public places, but not really anything needing much beyond basic 
first aid. I’ve never heard the overhead call for a doctor on board nor been a part of a disaster.
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The “all-hazards” approach provides the 
capacity to deal with multiple hazards, 
foreseen or unforeseen, through functional 
planning. This is based on the assumption 

that certain core functions, such as incident management, evacuation, 
sheltering, and mass casualty response, will be handled the same way 
for most all types of hazards. This does not mean there will be one 
overall plan but rather one functional plan that is used to respond to 
multiple hazards. For example, an evacuation plan would be used to 
evacuate no matter the cause, be it a flood, fire, hazardous spill, etc.

Business Continuity Management 
Many emergency and disaster events can impact AHS’ ability to 
continue to provide safe, high quality health care. A facility could 
be damaged or unsafe. There may be staff or supply shortages. 
Critical information technology and communications could be 
unavailable. Business Continuity Management, or BCM, begins 
with an understanding of critical processes, recovery priorities and 
resource requirements. After an initial response, BCM manages the 
recovery and continuity of critical operations, facilities, equipment 
and supplies, staffing and technology services. 

Emergency/Disaster Management

Emergency/Disaster Management is a provincial program within the Population, Public & Indigenous 
Health (PPIH) portfolio of Alberta Health Services (AHS). Its mandate is to ensure that AHS facilities 
and staff are well positioned to respond to, and recover from, any major emergency or disaster.

Tom Watts

– continued on page 4

Emergency 
Responses
Within AHS
Tom Watts
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The goal of BCM is to ensure that AHS can respond to and recover 
from disruptive events while maintaining essential services. BCM 
ensures the recovery and continuity of:

• Operations
• Facilities
• Equipment and supplies
• Staffing
• Technology services.

Incident Management System (IMS)
AHS has a standardized Incident Management System to manage 
large and complex events involving multiple:

• Sites or services
• Zones
• Levels of government
• Outside organizations.

The IMS is based on the principles of the Incident Command System 
(ICS)(Figure 1). It is flexible and scalable based on incident size and 
complexity. For example, in a large-scale provincial response such as 
the Fort McMurray/Wood Buffalo wildfires, the provincial Emergency 
Coordination Centre provided Alberta-wide coordination while 
all of the Zone Emergency Operations Centres and multiple site/
service command posts were also activated. Contrast to a smaller 
incident that may occur at a single site, where a Site Command Post 
may be activated for a Code Yellow, or an EMS Service Command 
Post for a Code Orange. 

Integration with External/Municipal Response
The AHS IMS allows for integration with external agencies/other 
levels of government. AHS is sometimes a supporting agency as 
part of a larger response (e.g. wildfires, floods), or a lead agency in 
a response (e.g. communicable disease emergency).

Emergency Response Codes and Plans
Emergency response procedures have been developed for emergen-
cies for all AHS sites. These procedures are contained in Emergency 
Response Codes and Plans. Emergency Response Codes (ERCs), 
are the 10 colour codes that are used in all AHS sites. Emergency 
Response Plans (ERPs), are additional plans used for other potential 
emergency situations such as active assailant, lockdown, severe weather, 
and contingency plans for outages of water, power, or telephone 
services. Other plans exist for management of hazardous material 
and communicable disease emergencies.

Staff and physicians are provided with wallet cards of the ERCs for 
quick reference (Figure 2). Further information is available on-line.

Do you know how to respond to ERCs and ERPs?

Figure 2. 

Figure 1. 

Figure 3. 

– continued from page 3
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CODE BLUE: 
Medical Emergency
Perhaps the most familiar code to physicians is Code Blue, which is 
activated for acute physiologic compromise, airway threat, respiratory 
and / or cardiac arrest of a person on-site. Each site has site-specific 
Code Blue procedures. A new 2017 policy clarifies that AHS is respon-
sible for assisting with medical emergencies in common areas inside 
an AHS facility and outside within close proximity of an AHS facility. 

CODE RED: 
Fire

R – Remove those in immediate danger
E – Ensure the room door is closed 
A – Activate the Fire Alarm
C – Call 911 or site-specific emergency number
T – Try to extinguish or control the Fire. (Figure 3)

Code Red may result in a Code Green but we do not immediately 
evacuate the site. 

CODE GREEN: 
Evacuation
Code Green is activated when there is an emergency that requires 
staff, patients and visitors to be moved to an area of safety. It usually 
occurs as a result of the progression of another Emergency Response 
Code or a major event. There are Code Green Evacuation Phases I-V. 
The Site Command post will coordinate this movement and make 
phase determinations weighing the risks/benefits of evacuation. 

CODE WHITE: 
Violence/Aggression
Code White is activated for incidents or aggression or violence.  
If you are involved:

• Call for help
• Respond in a safe, respectful, caring manner
• Maintain a safe distance or leave the area.

If you are not involved, avoid the area until an “All Clear” notice 
is issued.

CODE PURPLE: 
Hostage
A hostage situation leads to activation of a Code Purple. If you are 
directly involved:

• Call for help, if able
• Follow captor(s) instructions 

• Try to stay a safe distance away from the captor(s)
• Consider escape opportunities carefully.

If you are not involved, stay away and secure your area. 

There is overlap of Code White and Code Purple, as either incident 
may involve a weapon. 

Active Assailant
An Active Assailant emergency is when someone is actively killing 
or attempting to kill people. If you are in immediate danger from 
an active assailant, there are three key actions you can take:
• Evacuate immediately. Have an escape route and plan.  

Take cover as you run. Do not stop or wait for others.
• Get out of view. Close, secure and barricade doors.  

Turn off lights and stay quiet. 
• Prepare to fight only as a last resort. Find objects you can use  

as a weapon. Never surrender and do whatever you need to do 
to end the attack and save your life. 

Any of these options may be the best choice, and are not always 
sequential. The situation must be assessed at the time to determine 
the best course of action. 

CODE YELLOW: 
Missing Person
Code Yellow is activated when a person is unaccountably missing. 
The response escalates across three search stages:
• Stage 1 – search immediate area
• Stage 2 – search all accessible areas of the site and property
• Stage 3 – complete search of the site and property, including 

locked and restricted areas.

The person in charge is responsible to initiate site-wide notification 
and coordinate the search.

CODE BLACK: 
Bomb Threat
If you receive a bomb threat:
• Remain calm and courteous
• Document all information using the Bomb Threat Checklist
• Do not use cellular phones or other electronic  

communication devices
• Follow your site or department-specific procedures to report  

the bomb threat immediately
• Alert and reassure patients / visitors
• Conduct a visual scan of your work area
• Report any suspicious items.

– continued on page 6

There are several post-incident actions that are taken after an ERC or ERP incident has occurred, including 
reporting, operational debriefing and staff support. Physicians and staff should complete post-incident 
reporting and participate in operational/ clinical debriefing as required.
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CODE GREY: 
Shelter in Place/Air Exclusion
Code Grey is activated when there is a need to reduce the movement 
of air into and out of the building (e.g. hazardous chemical release 
or wildfire smoke). Code Grey entails closing all doors and windows 
and shutting down all equipment that involves outside air. Special 
considerations are needed for Operating Room and negative pressure 
environments. You may also be asked to prepare for evacuation. 

CODE BROWN: 
Chemical Spill/Hazardous Substance Release
If a spill or release occurs, stop your work and activate Code Brown 
by following these steps:

• Clear everyone from the area
• Provide first aid and decontamination if you are trained  

and equipped to do so
• Cleanup will depend on whether the substance is known or 

unknown, and whether the incident is controlled or uncontrolled
• Consult Safety Data Sheet (SDS) for hazard and clean-up 

information. 

CODE ORANGE: 
Mass Casualty Incident
Code Orange is activated to alert and notify staff of the need to 
prepare for or respond to anticipated casualty volumes which are 
likely to exceed available resources. Code Orange Standby is acti-
vated for a potential influx of patients and Code Orange declared 
is activated for a known influx of patients. A new Code Orange 
provincial response plan and triage system is launching in 2018. 

Chemical, Biological, Radiological and Nuclear 
Agents or Hazardous Materials Response
Patients contaminated by chemical, biological, radiological, and 
nuclear (CBRN) agents or Hazardous Materials (HazMat) may 
present to any Emergency Department (ED) or Urgent Care Centre 
(UCC). The AHS CBRN/HazMat First Receiver program prepares 
staff and physicians through education, equipment and training. All 
AHS ED/UCC sites participate in the program and are prepared to 
provide response.

Lockdown
Lockdown is activated when there is a need to restrict the movement 
of people within or into an AHS site. There are two types of lockdown:

• Site Access Lockdown (restricting access into the site)
• Internal Lockdown (restricting movement within the site).

In a lockdown, remain in and secure your work area until the all-clear 
is announced. 

Suspicious Item
Suspicious Items may include unusual or out of place object or  
suspicious letters and packages. If a suspicious item is found in your 
work area:

• Don’t touch it or allow others to touch it
• Don’t use your cellphone or other electronic communication 

devices
• Leave the area, putting at least 1 wall or 50 metres between  

you and the item.

Severe Weather
The Severe Weather ERP is activated to ensure safety of AHS staff, 
patients and visitors during severe weather. A weather warning is 
issued when a severe weather event is imminent or already occurring. 
A weather watch is issued when conditions are favourable for the 
development of a severe weather event. Monitor weather updates 
from Environment Canada and remain indoors, if possible. 

Emergency Response Manual
All sites have standardized yellow Emergency Response Manuals 
which store site-specific procedures. You are responsible for:

• Knowing where to find the manual (binder and electronic)
• Understanding the plans and your role for each type of 

emergency.

Refer to the quick Reference Guide posters for basic site-specific 
response information. 

Activation and Notification
Most ERCs and ERPs can be activated by any staff member or physician 
when they recognize the incident. Notification is site-specific and 
may include overhead paging, intercom, electronic message or other 
means of communication.

Certain ERCs are activated by leaders. Code Orange is declared 
by a Site Administrator or Referral, Access, Advice, Placement, 
Information & Destination (RAAPID); Code Grey is activated by 
the Medical Officer of Health. 

Deactivation and Post-Incident Actions
When an incident is resolved and the ERC or ERP is deactivated, 
an “All Clear” notification is issued. Wait for this notification before 
resuming normal activity. 

There are several post-incident actions that are taken after an ERC 
or ERP incident has occurred, including reporting, operational 
debriefing and staff support. Physicians and staff should complete 
post-incident reporting and participate in operational/ clinical 
debriefing as required.

For physicians who feel distress following the incident, confidential 
support is available 24/7 through the Physician Family Support 
Program (PFSP) at 1.877.SOS.4MDS (1.877.767.4637).

Further information is available at http://insite.albertahealthservices.
ca/edm.asp

Tom Watts, Director
Calgary Zone Emergency/Disaster Management
Calgary, Alberta

– continued from page 5
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“Call a Code!”
Dr. Sharron Spicer 

It is not so with other 
codes in our health 

facilities. Can you recall, for example, what 
you do for a Code Yellow or a Code Black? 
We practice resuscitation scenarios regularly, 
but how do we prepare for a hazardous spill 
or an evacuation? While Code Blue events are 
emergencies for our clinical teams, other types 
of codes are the emergency situations of our 
medical and operational leaders.

Being a Physician Lead for Safety at Alberta 
Children’s Hospital (ACH) in Calgary, I am 
interested in the processes and outcomes of 
emergency response codes events when they 
occur. For this article, I sat down with Margaret 
Fullerton, Senior Operating Officer of ACH, 
for her reflections on what we have learned in 
recent Code White and Code Orange events at 
ACH1 . Here are some of her thoughts about 
how activating an emergency response code 
helps site leadership to manage complex 
hazardous situations.

Preparation and Organization
In some situations, such as an intruder, 
there is little time for preparation. The risk 
of danger is high from the time the threat 
becomes known. At other times, such as a 
mass casualty incident, there may be time for 
pre-briefing, organizing supplies and calling 
in extra staff before the arrival of patients.

For the mass casualty incident at ACH, call-
ing a Code Orange allowed preparations to 
accommodate the expected influx of pediatric 

patients, all of whom would need infection 
prevention measures and hospital admission 
because of the as-yet undetermined source 
of their symptoms. Although the Emer-
gency Department itself has flex capacity 
to receive a dozen patients, the ripple effect 
of admitting this number of children, all of 
one family grouping, from outside urban 
Calgary, with an unknown and potentially 
virulent infection, and with all staff required 
to don full personal protective equipment, 
was recognized as stretching being beyond 
usual workflow. Inpatient capacity needed to 
increase. Physicians were notified to prepare 
medically stable inpatients for discharge to 
free up beds. Some patients and families were 
moved to over-capacity beds. Housekeep-
ing was prepped to provide rapid turnover 
of rooms. Admitting and Bed Placement, 
along with nursing staff, identified rooms 
and patients to cohort based on isolation 
requirements. Social Workers arranged a 
reception centre for the comfort of extended 
family members. Staffing needs for upcoming 
shifts were anticipated. The Code Orange, 
Fullerton notes, was a clear signal to staff and 
physicians that a priority event was unfolding 
and needed everyone’s attention.

Coordination of Services
Many emergencies that reach the point of 
calling an emergency response code require 
multiple types of services inside and outside 
of healthcare. Identifying which agency pro-
vides central control and communication, 

linking to it the operational components, 
and ensuring good communication are 
key factor in the success of an emergency 
command. Fullerton credits AHS’ Referral, 
Access, Advice, Placement, Information & 
Discharge (RAAPID) program with effective 
coordination of the Code Orange, linking 
EMS, Public Health and the Medical Officer 
of Health, RCMP, Children’s Services, ACH 
site leadership and the Emergency Depart-
ment through synchronous and consistent 
communication. RAAPID is well poised 
to respond to mass casualty events, having 
expertise to rapidly assess and coordinate 
needs of multiple casualties, identify site 
capacity around the province, mobilize 
resources to transfer patients and facilitate 
hospital admissions.

Communication of Information
Providing information that is timely, con-
sistent and accurate is important but chal-
lenging in emergency situations. By using 
an emergency response code, the situation is 
given a “name” which elevates it in its level 
of importance and provides a shared under-
standing of the nature of the threat. Fullerton 
notes that there was initially some confusion 
about which code to call for the possible 
intruder incident: Code Grey (shelter in 
place) or Code White (violence, aggression). 
Both would have suited the circumstance, 
although neither description fit perfectly for 
the specific situation. The lesson that Ful-
lerton notes, though, is that an emergency 

“Call a Code!” For most of us who are clinicians, that call brings a surge of adrenaline and an instinctual 
leap to act. As the familiar scene of chest compressions, airway management and crash carts plays 
out, the Code Team comes together at their cue to perform the dance of resuscitation. Whether on a 
TV drama, in a simulation lab or on our hospital wards, the choregraphed chaos of a Code Blue has 
become embedded in our collective psyche. “Code Blue” is barely a euphemism anymore, being 
ubiquitously understood by healthcare providers and the lay public.

Dr. Sharron L. Spicer

– continued on page 8
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response code can be extended beyond its 
description if it leads to the responses that 
most suit the situation. Meanwhile, work is 
ongoing to modify the descriptions to best 
guide appropriate selection.

I asked Fullerton whether there was concern 
about alarming visitors or patients in the hos-
pital during these events — keeping in mind 
that schoolkids now have lockdown drills 
in schools anyway. She felt that using Code 
White and Code Orange terminology assured 
families that the situations were being appro-
priately managed, and their safety assured. 
Furthermore, by providing updated and clear 
information to staff, families could also be 
given accurate information and reassurance.

Communication is important — but unfor-
tunately, non-sanctioned communication 
by social media can be counterproductive. 
Fullerton’s advice is to rely on official mes-
saging for updates, not to spread unfounded 
rumours, and certainly not to stream infor-
mation or pictures that may actually hamper 
investigation efforts.

Eagerness to Help
There is something remarkable that happens 
when people face adversity together: they pitch 
in to help one another. Fullerton noted that 
the managers’ briefings, held hourly during the 
early stages of the Code Orange, had excellent 
attendance and contributions from staff and 
physicians. Questions posed led to solutions 

suggested from amongst those gathered. The 
willingness of staff to contribute beyond their 
usual working hours and roles to identify and 
accommodate the emerging needs was much 
appreciated by senior leadership. 

Instructions to Staff
One of the benefits of calling an emergency 
response code is that some of the general 
responses — such as closing windows and 
doors, restricting movement in corridors, 
being alert to unusual behaviours — can 
be evoked across the site without further 
explicit direction. Hearing an emergency 
response code called should prompt every 
staff member to pause. By checking the type 
of code on the wallet card that most of us 
carry, you can mentally plan your response. 
If unsure, you can look up the action needed 
or ask someone around. For example, during 
an internal lockdown, all unnecessary staff, 
patient and visitor movement must cease. 
Patient transfers from ED to inpatient units 
must be deferred. Staff must remain where 
they are, with limited mobility at the discre-
tion of the person in charge.

Ironically, Fullerton notes, the decision to 
call an emergency response code was made 
more quickly for the Code Orange (mass 
casualty) than the Code White (violence, 
aggression) a few weeks earlier, even though 
the Code White posed more potential dan-
ger to those in the vicinity. Several factors 

were at play. First, the Code White occurred 
on a weekend evening, a time when oper-
ational leaders were not on-site. Multiple 
decision-makers from various agencies 
(including Calgary Police Service) and 
numerous telephone calls, not all coordi-
nated in synchronous communication, led 
to multi-step decision-making and possible 
delays in determining next steps. The risks 
of calling a code were recognized; it may be 
deemed as overly dramatic or inciting panic, 
or even of using too many resources, to make 
the call. Still, a major learning point from 
the Code White was the usefulness of calling 
a code early in an emergency, a lesson that 
did not take long to put back into action.

So remember, not all Codes are Blue — have 
a look at Tom Watt’s article in this issue of 
Vital Signs (p.3) if you need a refresher!

Thank you to Margaret Fullerton for her time in 
providing information for this article. Margaret 
Fullerton, RN, BScN is the Senior Operating 
Officer at Alberta Children’s Hospital.

REFERENCES
1  https://calgary.ctvnews.ca/alberta-children- 

s-hospital-locked-down-after-police-respond-
to-swatting-incident-1.3818984

1  https://www.cp24.com/news/one-child-from-
alberta-first-nation-dead-14-others-in-hospital-
rcmp-1.3871905 

1  https://www.ctvnews.ca/canada/respiratory-
viruses-involved-after-14-sent-to-hospital-from-
alberta-first-nation-1.3874938 

The PLC Medical Staff Celebration of Excellence
was held on Thursday, April 19th at the Big Rock Grill

Please join us in congratulating the recipients of the 2017 awards!
Physician of Merit Awards
Dr. Nanette Alvarez
Dr. Karen Rimmer
Clinical Teaching Award
Dr. Rhea Varughese (not pictured)
This event was hosted by the  
PLC Medical Staff Association.  
More photos from the event can  
be found on our website:  
http://albertazmsa.com/plc-msa

Dr. Nanette Alvarez accepting her award from Dr. Todd Anderson  
and Dr. Elizabeth Mackay

Dr. Karen Rimmer accepting her award 
from Dr. Andrea Loewen

– continued from page 7



Will Quick Debt Repayment  
Enhance or Hurt Your  
Financial Wellbeing?

Words by Adrian George CFP, CLU, TEP
Speaker, Certified Financial Planner, President PlayCheques Financial Solutions

FOR MOST CANADIANS, THEIR HOME WILL MEAN THEIR LARGEST DEBT OBLIGATION AND WITH IT A 
DESIRE TO BE DEBT FREE QUICKLY. FOR PHYSICIANS, THIS CAN BECOME A VERY ATTRACTIVE OPTION 
FOR THEIR EXCESS INCOME AS THE ELIMINATION OF DEBT AND INTEREST PAYMENTS IS A SECURE 
MEANS TO GROW THEIR NET WORTH.

Let’s assume you have a $700,000 mortgage, with a 3.5% interest 
rate to be paid off over 25 years. You currently pay yourself $200,000 
per year from your Professional Corporation, which is sufficient for 
your mortgage and lifestyle needs. To have your mortgage paid off  
10 years earlier would require almost an additional $20,000 per year 

to be paid.

So, you choose to pay off your mortgage early &  
15 years later, you’re debt free and have saved 

$160,000 of interest! But wait…

In order to have the $20,000 per year extra towards your mortgage, 
you would have paid $17,000 per year more of tax. After 15 years, 
that adds up to $255,000 of extra taxes paid*. 

In other words, you’ve paid almost $100,000 more in 
taxes than the interest you’ve saved.

What if instead you had saved the excess money within your 

Professional Corporation?

15 years later, your mortgage is reduced to $380,000 
but your Professional Corporation has investments 
of  $737,000! ** saved which can continue to grow 
even without further contributions. 

When you’re considering taking out extra income to reduce your 
debt obligations faster, there are four forces at work:

 1.  The interest you will look to save;
 2. The taxes required to achieve your debt elimination; 
 3.  The increased cash flow which could be directed towards 

other opportunities; 
 4.  All balanced against your desire to be debt free faster.

What about other debts such as student lines of credit or car loans? 
Should they be paid off faster? Which one should you focus on first? 
If you’re unsure where to go for unbiased information that puts your 

needs first, connect with us today.

But is that necessarily your best option?

PLAYCHEQUES IS A FEE-BASED FINANCIAL PLANNING FIRM WITH OFFICES 
IN CALGARY AND VANCOUVER. FOR MORE INFORMATION ON THESE AND 
OTHER TOPICS, VISIT US AT WWW.PLAYCHEQUES.COM, OR CONNECT AT 
INFO@PLAYCHEQUES.COM, & (403) 837-9344

*As salary, assuming no offsetting tax credits or income-splitting strategies
**After small business rate applied, with 5% yearly returns

ADVERTORIAL
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In-Flight Medical 
Emergencies
BY THE NUMBERS
Hellmut Regehr

It’s March 24, 2018… after planning for nearly 10 months, picking a destination, booking accommo-
dations, reserving a rental car and securing airline tickets, the day is finally here. My family wakes up 
early. It’s time to catch a ride to the airport and run the gauntlet of security checks. I frantically try to 
put my shoes and belt back on as the next plastic bin pushes mine to the end of the line; we finally 

make it to the boarding area. After corralling everyone’s passport into a safe place, I have a moment catch my breath and 
reflect on what it took to get us to this point. “That was a lot of work, who else would put in so much effort to fly?” I look 
around and notice the boarding area full of other travellers. The plane is at capacity with babies, teenagers, young adults, 
middle agers and seniors. At 36,000 feet, 300 individuals from all walks of life and in various states of health are crammed 
into a plane together until the landing gear drops.

Hellmut Regehr
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Think about your last flight - did it feel as if everyone in the world 
was on the airplane with you? The “load factor” for airlines world-
wide—the number of seats filled with fare-paying passengers—is 
currently running at about 80 percent. According to the International 
Air Transport Association (IATA), in 2016 there were 3.8 billion air 
travellers, a number predicted to balloon to 7.2 billion passengers 
by 2035.1

These staggering numbers tell us that at some point during your 
traveling adventures, someone is going to ask, “Is there a doctor 
on board?” 

Outcomes of Medical Emergencies  
on Commercial Airline Flights Study
The most common problems in in-flight emergencies were syncope 
or pre-syncope (37.4% of cases), respiratory symptoms (12.1%), and 
nausea or vomiting (9.5%).7

Physician passengers provided medical assistance in 48.1% of in-flight 
medical emergencies, and aircraft diversion occurred in only 7.3%. 
One fourth of passengers who had an in-flight medical emergency 

underwent additional evaluation in a hospital. (7)Of 10,914 patients 
for whom post-flight follow-up data were available, 25.8% were 
transported to a hospital by emergency-medical-service personnel, 
8.6% were admitted, and 0.3% died.7

The most common triggers for admission were possible stroke (odds 
ratio, 3.36; 95% confidence interval [CI], 1.88 to 6.03), respiratory 
symptoms (odds ratio, 2.13; 95% CI, 1.48 to 3.06), and cardiac 
symptoms (odds ratio, 1.95; 95% CI, 1.37 to 2.77).7

Medical Resources Available Inflight
The Aerospace Medical Association, International Academy of Aviation 
and Space Medicine, and International Air Transport Association have 
made identical recommendations on first aid, emergency medical and 
universal precaution kits to be carried onboard commercial aircrafts. 
Many of the airlines also carry automated external defibrillators on 
board. The guidelines recommend that the medical kit is to be utilized 
only when a medically trained doctor is available to render help and 
treatment. See Tables 1 and 28

A doctor does not have a legal obligation to step forward when assis-
tance is requested. On the other hand, the doctor has an ethical and 
humanitarian duty to provide emergency care, unless circumstances 
prevent him/her from doing so or he/she is assured that others are 
willing and able to give such care.9

Knowing that you may be called upon to assist in a medical of emer-
gency while flying through the sky at 500 mph with 300 strangers can 
be stressful. During your next flight, the person sitting to your left or 
right might ask you what you “do,” not for the purpose of conversation 
but of necessity. Let’s hope for as little turbulence as possible.

Hellmut Regehr 
Managing Editor, Vital Signs
Calgary, Alberta

The contents of an aircraft first-aid kit  
would typically include:
• Antiseptic swabs (10/packs)
• Bandage adhesive strips
• Bandage, gauze 7.5 cm x 4.5 cm
• Bandage Triangular 100cm folded and safety pins
• Dressing, Burn 10 cm x 10 cm
• Dressing, compress, sterile 7.5 cm x 12 cm approximately
• Dressing, gauze, sterile 10.4 cm x 10.4 cm approximately
• Adhesive tape, 2.5 cm standard roll
• Skin closure strips
• Hand cleanser or cleaning towelettes
• Pad with shield or tape for eye
• Scissors, 10 cm (if permitted by applicable regulations)
• Adhesive tape, surgical 1.2 cm x 4.6 m
• Tweezers, splinter
• Disposable gloves (several pairs)
• Thermometer (non-mercury)
• Resuscitation mask with one-way valve
• First-aid manual (an operator may decide to have one  

manual per aircraft in an easily accessible location)
• Incident record form
• First aid kit should not include ammonia inhalants

Table 1.

THE NUMBERS
• There are about 5,000 aircraft in the sky at any given time. 

The number of average daily scheduled passenger flights 
worldwide is approximately 26,500. In 2016, the number 
of scheduled passenger flights was 9.7 million.2

•  In 2017, over 79.5 million passengers were boarded 
by the major Canadian air carriers, up from 73.5 million 
passengers in the previous year. 3

• In-flight medical emergencies occur on commercial 
flights occur every day. In 2013, it was estimated that 
44,000 such events occurred worldwide every year.4

• It has been estimated that one in-flight medical emergency 
will occur in every 604 flights.5

• A physician is present in approximately 40 percent  
of in-flight medical emergencies.6

– continued on page 12
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The equipment contents of an aircraft emergency 
medical kit would typically include:
• Sphygmomanometer (electronic preferred)
• Stethoscope
• Airways, oropharyngeal (appropriate range of sizes)
• Syringes (appropriate range of sizes)
• Needles (appropriate range of sizes)
• Intravenous catheters (appropriate range of sizes)
• System for delivering intravenous fluids
• Antiseptic wipes
• Venous tourniquet
• Sharp disposal box
• Gloves (disposable)
• Urinary catheter with sterile lubricating gel
• Sponge gauze
• Tape adhesive
• Surgical mask
• Emergency tracheal catheter (or large gauge intravenous cannula)
• Umbilical cord clamp
• Thermometer (non-mercury)
• Torch (flashlight) and batteries (operator may choose to have  

one per aircraft in an easily accessible location)
• Bag-valve mask
• Basic life support cards

The carriage of AEDs would be determined by an operator on the basis 
of a risk assessment, taking account the particular nature of the operation.

The drug contents of an aircraft medical kit would 
typically include:
• Epinephrine 1:1000
• Epinephrine 1:10000 (can be a dilution of epinephrine 1:1000)
• Antihistamine injectable
• Anti-psychotic drug (e.g., haloperidol)

• Dextrose, 50% injectable, 50 ml (single dose ampule  
or equivalent)

• Nitroglycerin tablets or spray
• Major analgesic injectable or oral
• Sedative anticonvulsant injectable
• Antiemetic injectable or oral dissolvable (e.g. ondansetron)
• Bronchial dilator inhaler with disposable collapsible spacer
• Atropine injectable
• Adrenocortical steroid injectable or similar oral absorption 

equivalent
• Diuretic injectable
• Sodium Chloride 0.9% (1000 ml recommended)
• Acetyl salicylic acid (aspirin) for oral use
• Oral beta blocker

When available and cost effective, auto-injectors are easier to use and can 
be used by cabin crew of some airlines under order from ground medical 
advisor if there are no health professional on board. 

Where possible, legally and economically, and where technically available 
and effective, alternative methods of administration (i.e.: nasal spray, 
sub-lingual spray, oral-dissolving, etc) may replace injections in order to 
facilitate treatment by any assisting volunteer, including personnel who 
are not trained to use this method e.g. cabin crew, under direction from 
ground based medical services or airline’s standing orders as necessary.  

Example: Sedative anticonvulsant injectable or intra-nasal

Since some countries do not allow any medication in the first aid kit, some 
airlines will carry an extra kit containing over the counter medication to 
be used passively, i.e. only given to passenger on specific request by the 
passenger. This kit typically includes items such as:  

• Mild to moderate analgesic for adults and children
• Antiemetic
• Nasal decongestant
• Antacid
• Antihistaminic
• Antidiarrheal

REFERENCES
1 http://www.iata.org/pressroom/pr/Pages/2016-10-18-02.aspx
2 https://www.faa.gov/air_traffic/by_the_numbers/
3  https://www.statista.com/statistics/544995/
passengers-boarded-by-canadian-air-carriers/

4 https://www.ncbi.nlm.nih.gov/pubmed/23718164
5  https://www.uptodate.com/contents/
management-of-inflight-medical-events-on-commercial-airlines

6  https://www.faa.gov/data_research/research/med_humanfacs/
oamtechreports/2000s/media/00_13.pdf

7 https://www.ncbi.nlm.nih.gov/pubmed/23718164
8  Aerospace Medical Association. Medical Guidelines for Airline Travel:  
In-flight Medical Care [online] [Accessed June 8 2015]. Available from:  
https://www.asma.org/asma/media/AsMA/Travel-Publications/ 
Medical%20Guidelines/In-Flight-Medical-Care-July-2016.pdf 

9  https://www.wma.net/policies-post/wma-international- 
code-of-medical-ethics

– continued from page 11
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I work in an operat-
ing room, actually in 
a quaternary health 

care centre. That means I have monitors up 
the yin yang, a massive support team, lots of 
cool equipment and a large battery of diag-
nostic tests at my beck and call. I really find 
the work satisfying, especially when you can 
guide someone through the perils of sepsis, 
an acute aortic dissection and heart failure. 
They do not always end on a good note, yet, 
almost all do. You provide care and caring 
for the patient and their loved ones.

Then there are those “other occasions.” Being 
over 60 and having practiced for over 30 
years I have had more than “one out of OR 
experience”. Most have occurred on airplanes 
and one occurred on the road….

So, let’s start with the road one. I am quietly 
driving along for a meeting with a col-
league to discuss resident teaching. It is a 
late spring evening, the trees are in full leaf, 
the sky blue, my windows are down and I 
am heading down Fox Drive. OK, there is a 
mess up ahead. An ambulance, a fire truck, 
a motorbike on its’ side and a leather clad 
individual, without a helmet, all akimbo on 

the road. I could easily have just passed by 
but my inner conscience (we all have them 
in medicine) said “STOP.” So I did. This was 
much worse than expected. I jumped out 
of the car, ran over to the individual on the 
road and quickly assessed that he had suf-
fered a closed head injury as he was barely 
conscious, an airway which was not really 
patent and protected. A lot of gurgling and 
moaning with no coherent comments. I told 
the firemen and ambulance crew that I was 
an anesthetist and they said “What do you 
want to do?.” Well, being an anesthetist the 
airway is the first of the ABC’s. 

I thought it best to intubate him at the scene 
as I thought his laboured breathing was hav-
ing his carbon dioxide level rise….bad for 
his head injury. So, I told them I was going 
to intubate him.

Well, we are not in Kansas anymore!! By that 
I mean I intubate people on an OR bed will 
all the bells and whistles around me. Here, 
no intravenous, no monitors, no bed, on the 
asphalt! This was a lesson for me as this was 
immediately hard, really hard compared to 
my daily routine. I had to lie on the road, 
my head to his head, use the laryngoscope 

at the height on my head…right next to 
his. This was tough, really tough. And I 
was successful! Two lessons learned. One, 
you can do it. More importantly, I am truly 
appreciative of the work done at the site of 
accidents and trauma. They work in condi-
tions which challenge the best of us, and they 
are successful. Good on them. Great work, 
I understand their challenges and need to 
thank them for their work.

Being of a certain age and a physician, I travel 
a fair amount, actually a lot now. I have had a 
number of “asks” on airlines. As a physician, 
my job is to provide care for the patient, the 
airlines have a different take. They are not 
bad, rather, I believe they are focused on risk; 
quite different from us.

So, my latest experience. My wife and I are 
frequent travellers to London (the United 
Kingdom, not Ontario) for theatre and music, 
also some excellent food and history. We 
were recently coming back from London, to 
Vancouver (if we travel through Calgary the 
airplane is so small we cannot use “carry on” 
since the aircraft only allows for a small box 
of Kleenex in the overhead compartment). 
We are fortunate to be sitting in business class 
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Toto, We Are No Longer in Kansas!
Dr. Richard Bergstrom

Dr. Richard Bergstrom
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and shortly after takeoff the call comes out for 
“a doctor.” I get up and tell them that I am a 
physician and they guide me back towards the 
middle of the airplane. A young gentleman 
is along with me and I ask him about his 
experience as a physician. He notes that he 
has just graduated. I smile, thank him and let 
him know that I do not think he needs to be 
involved in this. Another lovely young lady 
appears next to the seat in question. She, too, 
is an anesthetist. 

I then look around and ask “Who is the on 
needing attention?” as usually you can spot 
the one who is ill. I am directed to a young 
twenty some gentleman who does look a little 
pale, and I ask him “what is wrong?”. He said 
he started to feel dizzy, sick to his stomach 
and he lost vision. “In one or both eyes” I ask, 
(thinking this is a good doctor question to 
ask, having had no formal neurology training 
in over 30 years, he answers it is in both eyes, 
but his vision is now starting to come back. I 
feel his pulse and think “Thirty is a bit low”. 
I have no diagnostic test at all. It is all about 
history and physical. 

I discuss the challenges with the young 
woman anesthetist and we are both baffled. 
It is a generalized hypo perfusion of his 
brain. No history of cardiac disease, no his-
tory of recent drug ingestion, no history of 
anything that would evoke a vagal reaction. 
He is young and athletic. No family history. 
Nada! We assume it is a strong vagal episode.

What to do? He is getting better. The captain 
comes out to speak with me and I note that I 
have no firm diagnosis. I cannot predict what 
will happen, yet, he is young and fit with 
no cardiac history in himself or his family. 
They ask if we should divert. I note that if 
we divert we need to divert to a place with 
a pacemaker capability, not just land willy 
nilly. They are a bit taken aback, but I say that 
I am his doctor and if he needs something 
I think he might need a pacemaker not just 
a landing strip. 

The good part of this is I take him up to 
business class, he is enjoying the space and 
I am monitoring him from the seat next. No 
further events.

Then the best part. As we are leaving the 
airplane he comes running up the jetway to 
express his profound thanks and appreciation. 
He has insurance for medical care. He knows 
what he has to do if there is a problem in the 
following week when skiing. I am somewhat 
worried about what I have done, but a week 
later receive an email that he had a great week, 
is going to see his GP in the UK and all seems 
to be well. 

Upon reflection I was his doctor, not 
employed by the airline. I needed to direct 
care and be explicit about what needed to 
happen. Gladly we did not divert. Best is my 
guess work was a good guess and life goes 
on and goes on well.

We do need to remember we are the physician 
and we need to provide advocacy for our 
patient, not just please the airline. For our 
patient is our priority.

Richard Bergstrom, MD
Department of Anesthesiology,  
University of Alberta 
Edmonton, Alberta

FMC Physician  
of the Year Award
2017 AWARD WINNER

Dr. Neville Galan!

The FMC Physician of the Year 
Award (previously Clinician of  

the Year) is presented annually by 
the FMC Medical Staff Association 
to recognize a physician for their 

outstanding commitment to 
the patients, staff and students 
of Foothills Hospital and to the 

community they serve.

Swing a Club for Medical 
Student Bursaries and 

Physician Health Programs!
Support a great cause at the 91st Annual 
North/South Doctors’ Golf Tournament 

When: Monday, June 25, 2018 | 9:00 a.m. shotgun start 
Where: Red Deer Golf & Country Club

Reserve your spot by June 20! 
For $275, enjoy a continental breakfast, a round of golf  

with a powered cart and a BBQ lunch. You’ll get free use  
of the driving range and practice facility, a fantastic souvenir 

and the opportunity to win great prizes!

Can’t make it this year? Consider making a donation  
to medical student bursaries.

This stroke-play tournament is co-hosted by the College of Physicians  
& Surgeons of Alberta, the Alberta Medical Association and the  

Canadian Medical Foundation.

– continued from page 13



DATA
Is The New Currency

Dr. Frank Dicke

In today’s day and age, information is almost 
instantaneously available. Social network-
ing has increased the speed at which infor-
mation flows, often without any filtering, 
with a reach that is in many cases global. 
We need only look to our southern neigh-

bour’s president as an example of the reach and impact of instant 
information — for better or worse — to understand how powerful 
this rapid type of communication can be.

Medicine and medical care in North America in particular relies 
on technology to help us with investigations and treatment. Our 
medical care is considered by many to be cutting edge and at the 
forefront of medical care, yet our outcomes and quality as ranked 
by the World Health Organization (WHO) in 2017 at 30 and 37 for 
Canada and the United States respectively are nowhere near where 
they should be.

Why is this? The question is complex and I don’t pretend to have 
an answer. There are many possible causes. I have asked a number 
of my patients and families, if there was one thing that they could 
change to make health care better for them what would it be? As 
you can imagine there were many answers including improving 
wait times and access, but one recurring answer stuck in my mind: 
many patients and families feel like they are left in the dark about 
aspects of their care, and the uncertainty of not knowing what was 
happening — whether it was waiting for results or a consultation 
appointment — was incredibly disconcerting. This leaves them 
feeling powerless and in fear.

By simply looking at communication (or lack thereof) as one cause 
of a failing system, or sub-optimal care, would demonstrate a great 
number of issues. Fragmentation of medical records, varied states 
of completeness, availability and accuracy of these records all are 
significant issues. Iatrogenic costs to the system with duplication, 
medical error, loss of information and fraud, never mind the cost to 
the patient, are substantial. And then there is the issue of privacy and 
the ongoing use of old non-secure technology like the fax machine.

If the recent events at Facebook are any indication, data privacy 
seems to mean little to the general population, many of who have a 
proclivity to share intimate details of their life with the world.. However, 
institutions are becoming increasingly aware of the need for data and 
information security. Health data in particular has become the target 
of hackers and is much more valuable than a credit card number or 
social insurance number. Ransomware attacks on institutions are a 
clear example of what happens with poor data security as the institu-
tions are essentially helpless without access to the patient’s data and 
they have very little leverage to negotiate. This makes the data very 
lucrative to hackers. Just think of what it was like the last time there 
was a power failure or the EMR you were working with crashed and 
you’ll easily understand how this impacts patient care. 

The risk is no different for independent practicing community phy-
sicians that are being increasingly targeted. Managing this risk does 
pose a challenge for the ease of communication with our patients, but 
does not make it impossible. It nevertheless emphasizes the need for 
physicians and other caregivers to get on board with modern secure 
communication methods.

Dr. Frank Dicke
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In this month’s issue of Vital Signs, the topic of emergency care outside 
of the ER is discussed. This type of care can take place anywhere from 
walk in clinics, to hiking trails, or aboard airplanes. While injuries 
are common situations requiring immediate care, medical distress is 
quite different and can often also result from an injury in a medically 
complex patient. Accurate patient data in these circumstances would 
be very helpful indeed. Wouldn’t it be great if we had those scanners 
as on Star Trek to give us the story by waving a wand? We would find 
out immediately what we would need to know and be able to treat the 
patient accordingly. If only there was a way today to transmit important 
medical information quickly, accurately and securely.

Technology will inevitably solve this problem. However, transmission 
of fragmented information will not allow for the best possible decisions 
to be made because the best decision possible would require all the 
information available for a given patient. Even one piece of missing 
or incorrect information could lead to a different course of action or 
treatment which may not in the end be the best decision for the patient 

The Canadian Institute for Health Information (CIHI) has been 
working on identifying what essential information should be recorded 
in an EMR. This information data set is actually quite small and 
consists of roughly one hundred items. While this is a relatively small 
data set, the challenge of dealing with fragmented information and 
duplication of data collection remains. A patient may have several 
EMRs — one at each doctor or facility they see. There is currently 
very little sharing of information between these EMRs and there 
remains a large communication gap between institutional records 
and those in the hands of community physicians and caregivers 
where the majority of care is provided. This disconnect is dangerous.

Information silos and fragmentation of patient records, lab results, pre-
scriptions etc. are a direct result of the inability to share or communicate 
these results effectively with the patient. Portals have been developed 
to allow some access to some of this data, but this information will still 
inevitably be incomplete unless all sources of truth feed into a given 
portal. If the portal is not interactive between the caregivers and patients 
so that context can be provided with the results, then that limits its 
usefulness to both the patient and caregiver. This still does not address 
the issue of fragmented data — to do so we must examine the most 
(and only) consistent portion of every patient’s journey — the patient.

If the patient were the conduit and keeper of their health informa-
tion from each point of contact with the health system, it would 
represent the most complete source of health information for that 
patient. This does not mean they need to have an EMR or complete 
record of every result. A useful starting point might be collecting 
and maintaining the hundred or so data points being considered 
by CIHI as essential health information. 

The importance of the user (patient) has been identified in the past. 
Google and Microsoft have both attempted a personal health record 
app that both failed miserably. Was this because the apps were insuf-
ficient? They certainly had their issues, not the least of which was that 
they stored essentially unverified self-reported health information. 
In retrospect, the main reason it failed was the lack of connectivity 
or interaction with the caregivers. People did not want an electronic 
file cabinet for their health information, but they did want to be able 
to discuss information with their provider. This desire for interaction 
with caregivers is key; it would make any health app more meaningful 
and enjoyable but also allow the patient to advocate for themselves 
which is vitally important. This interaction and engagement with 
patients would also allow for the reduction of duplication, missed 
lab results, errors and so forth. 

Inevitably, care coordination will depend on this interaction taking 
place. It’s ironic that we talk about patient centred care, the impor-
tance of patients advocating for their health and becoming active 
participants and partners in their health care, yet we don’t give them 
the tools to do so. If data is really the new currency, then patients 
are starting in abject poverty.

So how do we appropriately engage patients to move towards the 
ideal care coordination goal? Technology will be the solution that 
moves us forward. It will need to be readily available or accessible 
and not cost prohibitive to users. Ideally, a cell phone based social 
media-like health app that is secure, easy to use, useful and accepted 
by both the providers and users of healthcare would be the ideal 
solution. The flow of communication and information must be in 
both directions from provider to patient and patient to provider in 
order for this to succeed.

The patient has every right to their medical information and needs 
this information to be an active participant in their own care. Perhaps 
it’s time we give it to them in a format that allows them to better 
understand their health and what needs to be done. Our active 
participation as care providers will be essential in order for this to 
be successful.

Frank Dicke, MD, MBA, FRCPC
Pediatric Cardiologist
Clinical Associate Professor
Depts of Pediatrics and Cardiac Sciences
Cumming School of Medicine University of Calgary

Disclosure: I am a shareholder and consultant for Brightsquid  
Secure Communication.

In this month’s issue of Vital Signs, the topic of emergency care outside of the ER is discussed.  
This type of care can take place anywhere from walk in clinics, to hiking trails, or aboard airplanes.  
While injuries are common situations requiring immediate care, medical distress is quite different  
and can often also result from an injury in a medically complex patient. Accurate patient data in  
these circumstances would be very helpful indeed. 
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How can patients be supported when they 
tell you they had asthma when they were 
younger, but have ‘outgrown’ it? What to do 
for patients who seem quite content with 
ongoing symptoms or repeatedly in crisis 
with their asthma? 

Diagnosing and managing asthma is not as 
straightforward as we would like, but Alberta’s 
Airways Working Group is collaborating with 
partners to simplify the approach. 

Overseen by the Respiratory Health Strategic 
Clinical Network, this Working Group unites 
primary care physicians, specialist physicians, 
and certified respiratory educators who are 
respiratory therapists, pharmacists, and nurses. 
Together with Toward Optimized Practice 
(TOP of AMA), the Faculty of Pharmacy 
(UofA), Alberta’s Regulatory Colleges, and 
the Primary Health Care Resource Centre, they 
have begun to implement concise solutions. 

These solutions are informed by the many of 
you who responded to a provincial survey 
circulated by the Airways Working Group in 
2016. Eighty-four physicians from primary 
health care told us their wishes, and explained 
in detail the issues faced in today’s practice 
about diagnosis and support for patients with 
suspected asthma. 

Solutions developed to date include better 
guidelines, quality improvement for lung 
testing, and navigation support:

1.  TOP’s newly released Asthma Clinical 
Practice Guideline responds to the need 
identified by family physicians for compre-
hensive recommendations that are presented 
in user-friendly format. Key features of this 
guideline are:

• How to achieve a definitive asthma 
diagnosis that includes spirometry 
testing, even when results are normal. 

• A systematic approach to evaluate 
asthma control, and the need for 
ongoing re-evaluation.

• The use of a fillable Alberta Asthma 
Action Plan, which supports patient-
centric care. 

• A summary graphic that outlines key 
steps, and a team-based approach to 
sharing responsibility.

2.  Among other lung testing improvement 
efforts, work is underway to connect all 
accredited labs’ interpreted reports onto 
Alberta Netcare. This will take a few years 
to complete, but Medical Directors and labs 
across the province are strongly committed 
to the effort.

3.  Want to know how to find accredited labs in 
your area, information about air quality, and 
guidelines for conditions related to asthma? 
All of this, to name but a few, is now avail-
able in one handy online place — along with 
navigation support for a number of other 
chronic diseases. No need to recall all the 
different places where asthma resources 

live — simply visit the Primary Health Care 
Resource Centre when you want to find 
anything that is provincial, standardized, 
and credible. 

Thank you to all for embracing these resources 
in support of Albertans with asthma. Please 
join us in spreading word about the newly 
revised guidelines and online toolkit. Should 
you have interest in co-design, opportunities are 
ongoing. For queries, feedback, or suggestions, 
please email respiratoryhealth.scn@ahs.ca. 

Eileen Young, Manager
Respiratory Health Strategic Clinical Network™ 
Calgary, Alberta

ASTHMA: Getting from Complex to Controllable
Eileen Young

Approach to Asthma  
Diagnosis and Evaluation  
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