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VICTORIA REGISTRY

IN THE SUPREME COURT OF BRITISH COLUMBIA

IN THE MATTER OF THE PATIENTS PROPERYACT
R.S.B.C. 1996, CHAPTER 349 AS AMENDED

-AND-

IN THE MATTER OF KATHLEEN PALAMAREK, PATIENT

AFFIDAVIT

I, DR. THOMAS PERRY of Vancouver, British Columbia, MAKE OATH AND SAY AS .

FOLLOWS:

1. I am a physician duly qualified and licensed to practice with the College of Physicians and

Surgeons for the Province ofBritish Columbia, and as such have personal knowledge of the

matters and facts herein set forth, except where the same are stated to be made on

information and belief, and as to such facts, I verily believe them to be true.

2. I am a specialist in General Internal Medicine and in Clinical Pharmacology. While I am not

a specialist in Geriatrics, I am called upon to treat many elderly people during my day-to-day

practice. I frequently treat people with dementia, or with otherprob[ems that raise questions

about their competence and wellbeing.

3. Attached hereto and marked as Exhibit HA" to this my affidavit is the original ofthereport of

I



my assessment, dated January 15, 2010, which I have prepared at the request of Lois

Sampson and Gil Sampson.

SWORN BEFORE ME at the City of
Vancouver, in the Province ofBritish
Columbia, this l'fi7tdayof
January, 2010.

is .oner for taking Affidavits
Province ofBritish Columbia

GORDON J. BUNTAIN
NOTARY PUBLIC
'3707. W. 10th AVE.

VANCOUVER, D.C. V6R 20S
TEL: 604·224-2373
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Dear Mr. Jamicson:

Via Fax: 250-3.60':1919

Re: I'ropooed Committeeship ofKatlLlll0l1Plllamarell
SCBC A(uons 01-4315 and 08-0321, Victoria Rflglstry

! ....'fitc further 10 our em"il eorrespondencc ofOotohet 15, 2009 and the m~dical asse%mcnJs
ordered by Dorgall J. on July 16, 2009. As I bdicvo aU inVOlved in this mall:l:r 11.gJ'lJC, it is in
e\leij!('ln~'s oost int"real (espooi411y that of Mrs. Plllamarek) that we move the lllall:l:r JQrward in~
tillle1y manner. l\OOOrtlillgly. WC: propose to proc'I;cd "'1tl1 the medi<'a! assessmeots t)1(k-red in
the fa l.lowIng manner;

1. l'aragropIl3) of the Order elearly provide.' for Dr. Tom Perry te> carry out a medical
ass~roent ofMrs. PlIlamarek. We propose Itl haye Dr. p.,rry do ibis on the aftc:rtK'(Jn of
Octi)Oer 30, 2009. \Vc will :m1lngt: for Dr. Perry to 00 acc"mjlllllic:d by an appropn!llC
person Who kllmv-s Mrs. Plllall1are.k (lIld who will j ntf(J{!llCC him and explain the pmpose
ofIris visit to J\ilIs. Palflmarok. Dr. Perry has requested ,1cc~t;s not only to Mrs.
Pallllnllrek hut also to her physician." the statfltt TLAB and to others who are iovolved
with hur eare and concerned !loout her we!Utte, as he deems necessary. In that regl\riJ. Or.

I! V 'J.:!k7S1~f'n, V~"itl1lh\, 3~C ViiV ~hV

Tll, Cl~U}:;'}.J'sn f!\1( O'Jtl;; \!tLl~l,l



Leslie B. Jamieson
Page 2

Parry would be glad to have the views ofyour clients with respect to Mrs. Palamarek's
medical condition and the care she has received and is rcceiving.

2. Paragraph 4) ofthe Order directs Alis~m Phinney, or another nurSe or health care
provider, assess Mrs. Pabunarek witluespect to her eapabilitiesand requirements in
respect of her personal care and residential eare needs. Ms. Phinney is not available to
carry out tllis assessment We have lIlT'dIlged to have Mair Edwards, an occupational
therapist, carry out this assessment on Thursday, October 29, 2009 at 1:30 p.m. Again,
Ms. Edwards will be accompanied by an appropriate person who knows Mrs.Palamarek
and who ean explain the purpose ofher visit. '

3. As regards the assessment ordered in paragraph 2), you have raised objection to Dr.
Sloan doing this. While we don't agree that Dr. Sloan is tainted as a result orearol
Pickup aecompanyinghim to TI..AB, we intend to resolve this by having Dr. Lynn
Beattie cOllduct this assessment.

As regards the form that the reports of these medical professionals will take (Le.expert opinion!
independent medical report, or some hybrid form), we can resolve that before Dorgan J. at a la~r

date, should that become llecessary.

I trust you agree to this course ofaction. Ifyou have any objections please advise forthwith. I
would also request that you advise your clients ofthe foregoing appoilltmellts and stress the
importance of allowing these independent medical professionals full access to Mrs. Palamarek
with no undue influence to be put on Mrs. Palamarek or the medical professionals by any party
to this litigation or by any of her caregivers.

cc: John Jordan
client
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THOMAS L. PERRY, Jr. Inc., MD, FRCP(C)
Clinical Pharmacology, Hypertension and Internal Medicine

Specialist in Clinical Hypertension (American Soc. of Hypertension)
Vancouver Hospital and Health Sciences Centre - UBC Site

S139-2211 WesbrookMall
Vancouver, BC V6T 2B5

Tel: (604) 822-7134

January 15,2009

Lois and Gil Sampson
#303 - 1015 Pandora Avenue
Victoria, BC V8V 3P6

Dear Mr. and Mrs. Sampson:

Fax: (604) 822-7897

This is Exhibit n IJ n referred to in the

afftd3vit Of.•.;;;u:..:::r..l:ltJt.':1.l1S...e'({jf£':/
~v.'Jrn b"fore me at.•..•\4v.<:~as.I.It.1?\\ .......
th::..IB':... day of..~ 20.!..e•

............. A'i':';i""'[:'~~'"''''''
Pro ,le3 0'( Lir('.. i.:;ll (;';":<,1,'"oia

RE: Committeeship of Kathleen Palamarek

I am responding to the letter from Irene Faulkner dated October 29, 2009, in which a
number of important but complex questions were posed about the health and care of your
mother, Mrs. Kathleen Palamarek. You have asked me to address these questions. I will do so
in the following general order:

I. I was asked a series of questions you wished me to address, and was provided with medical
records and affidavits to refer to in my assessment of Mrs. Palamarek. I list each of the
questions, and then provide my findings and conclusions.

2. I will review additional matters of fact which I consider important for my opinion as a
background to my personal assessment of Mrs. Palamarek at Broadmead Lodge.

3. I will describe my assessment of Mrs. Palamarek, her drug therapy, and her living situation at
Broadmead Lodge, as ascertained during my visit of October 30, 2009.

4. I will refer to individual documents upon which I have been asked to comment.

5. I will answer various specific questions you have raised in Ms. Faulkner's letter dated
October 29,2009. Ms. Faulkner and you have subsequently added a few questions in
telephone or emailed discussion with me, which I have also incorporated into the report as
appropriate.



PALAMAREK, Kathleen

I prepared this report and am solely responsible for its content and conclusions.

I. PURPOSE OF THIS OPINION

2

The main purpose ofthis report is to help shed any light upon medical issues affecting
Mrs. Kathleen Palamarek in such a way as to assist the Supreme Court of British Columbia to
render a decision in respect of the contested committeeship of Mrs. Palamarek.

An additional purpose may be to enlighten any prescription drug therapy administered to
Mrs. Palamarek. This is an area in which I have specialized clinical competence as well as
academic expertise.

You have previously agreed to recompense me for the time involved in preparation ofmy
opinion at a rate approximating the standard Canadian Medical Protective Association rate for an
expert medical witness.

11. QUALIFICATIONS

I am a specialist in General Internal Medicine and in Clinical Pharmacology. While I am
not a specialist in Geriatrics, I am called upon to treat many very elderly people during my day­
to-day practice. I frequently treat people with dementia, or with other problems that raise
questions about their competence to make decisions about important issues in their lives.
Similarly, I must often be involved in team decisions about where is the most desirable place for
an elderly or infirm person to live. In medicine, the apparent interests of the patient almost
always come foremost, with rare exceptions when the needs of society are given preference in
accordance with law or generally accepted ethical/social values.

People facing life issues similar to those affecting Mrs. Palamarek often comprise 50% or
more of the patients on the medical wards where I work at the UBC Hospital and the Vancouver
General Hospital. I also see similar people as outpatients to render a medical opinion or direct
medical care.

I have held Fellowship in the Royal College of Physicians of Canada since 1986. I am
licensed by the College of Physicians and Surgeons of British Columbia, and hold hospital
privileges at the Vancouver Hospital and Health Sciences Centre (VGH and UBC Hospitals). I
completed additional training in Clinical Pharmacology while I held a Medical Research Council
fellowship from 1986-1989, first at the Karolinska Institute in Stockholm, Sweden, and later in
the Department ofPharmacology and Therapeutics at UBC. Since 1985 I have taught clinical
pharmacology to UBC medical students and postgraduate students. My teaching is partly
didactic (in first, second, third, and fourth years of the medical curriculum) and partly at the
bedside as an attending physician on the wards of the Vancouver General Hospital (VGH) and
the UBC Hospital. I hold appointments in the Department of Anesthesiology, Pharmacology &
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Therapeutics (Clinical Assistant Professor) and the Department of Medicine (Associate Member
and active hospital staff) at UBC.

My expertise concerning the beneficial and adverse effects of drugs derives partly from
being asked to assess and treat patients with difficult medical problems involving many organ
systems, and who are often taking many drugs. I am one ofa relatively few physicians asked to
see complex patients on multiple drug regimes (often for chronic pain) from around the province
ofB.C. In my clinical practice, I assess and attempt to assist patients who often have previously
seen a variety of consultants - including colleagues at the hospitals where I work. Often I am
asked to give opinions about possible adverse drug reactions, or other medical problems, on the
UBC Psychiatric Hospital wards.

Because of my subspecialty training in clinical pharmacology, I always focus on
obtaining a detailed, precise and accurate understanding of the effects of any drugs they are
using. In addition, my academic work at the UBC Therapeutics Initiative (www.ti.ubc.ca) and
my clinical teaching of medical students and postgraduate trainees as well as continuing medical
education teaching for experienced doctors keep me up to date and fluent with the medical
scientific literature about most drugs used in adults.

I have sent you previously an abbreviated academic CV updated to 2008.

Ill. RECORDS REVIEWED

You provided me with the following documents (list taken from your letter to me dated
October 29,2009):

I. Records of Saanich Peninsula Hospital
2. Records of The Lodge at Broadmead
3. Pharmaceutical Records
4. Records ofVIHA relating to Home & Community care
5. Records of Victoria Police Department
6. Records of VIHA for admission to Royal Jubilee Hospital
7. Records of VIHA from the Elder Outreach Services (EOS) Program
8. Miscellaneous documents received from The Lodge at Broadmead, as follows:

a. email exchange between Lois Sampson and Fiona Sudbury of June 20, 2008
b. email exchange between Gil Sampson and Dr. Duncan Robertson, June 21, 2008

and email from Lois Sampson to Fiona Sudbury, June 24, 2008
c. Letter from Broadmead Care Society to Mr. and Mrs. Sampson, June 23, 2008
d, Letter from Broadmead Legal Centre to Gudmundseth Mickelson, June 27, 2008
e. Correspondence from Straith & Company to The Lodge at Broadmead, November

6,2008
9. Affidavits filed in Supreme Court actions numbered 07 3415 and 08 0327, as follows:

a. Dr. Terralene Trottershaw #1
b. Dr. Arthur Prowse #1
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c. John Jordan #1
d. Carol Pickup #1
e. Fiona Sudbury #1
f. Dr. David Leisbrnan #1
g. Dr. Dale Nicoll #1
h. Carol Pickup #2
1. Dr. Dale Nicoll #2
j. Dr. Dale Nicoll #3
k. Marylyne (Lyne) England #1
1. Lois Sampson #3
m. Fiona Sudbury #3
n. Dr. David Leisbrnan #2

10. Letter from Dr. J.1. Kelly dated November 8, 2008
11. Broadmead Lodge record extracts: "Resident Medication Profile" dated October 22, 2009

(2 pages) and "Physicians Progress Notes" for the period August 13,2009 through
October 29,2009 (2 pages). I have provided you by FAX with these 4 pages, which I
received by FAX from Ms. Colleen M. Kovacs of Broadmead Legal Centre on
November 2, 2009.

12. By email ofNovember 24,2009 you provided a PDF containing a letter and 14 additional
pages of documents from Broadmead Lodge, which include weight, blood pressure, heart rate,
blood glucose readings, and "minimum data sets" for Mrs. Palamarek at Broadmead Lodge. I
refer to these below as supplemental records.

The above list includes a rather large volume of records, particularly those from The
Lodge at Broadmead ("Broadmead Lodge"), as well as records from Saanich Peninsula Hospital,
and other records of a medical-legal nature. Note that records from Broadmead Lodge and
Saanich Peninsula Hospital are arranged relatively chaotically, so that I found it extremely
difficult to follow perfectly the chronological development of symptoms, or the medical
response. Not having the medical records of Dr. Christopher James (primary care physician to
Mrs. Palamarek from early 2002 through 2006) also makes it unusually difficult to understand
her medical history prior to admission to Saanich Peninsula Hospital in November 2006. I
reviewed in detail those records which I considered most important to understand Mrs.
Palamarek's health issues and the health-related issues at stake in her contested committeeship.
In the interest of time, it was necessary for me to skim some of the other records.

I also asked you to draw to my attention what you considered key matters of fact. You
have done so in your letter of October 29, 2009. Where necessary to confirm my own agreement
with your assumptions of fact, or to clarifY what I consider facts, I again reviewed the primary
clinical documents.

I indicated to you well in advance of my October 30, 2009 trip to Victoria that I was
willing (within reasonable constraints of the time available) to meet with and learn the
perspectives of any person(s) familiar with Mrs. Palamarek's medical care, including doctors,
nurses, other health professionals, and any member of her family. I pointed out that the only
practical opportunity for me to do so would be the afternoon of October 30, 2009 in Victoria.
You notified me by email of October 30, 2009 early morning that you gave the Palamarek
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brothers' lawyer, Mr. Les Jamieson, notice that 1 was prepared to speak with Mrs. Palamarek's
treating physicians, staff at Broadmead and others involved with her care and concerned about
her wellbeing. You also advised Mr. Jamieson that 1would be glad to have the views ofhis
clients with respect to Mrs. Palamarek's medical condition and the care she has received and is
receiving. You advised me that Mr. Jamieson had not objected to this, nor had he indicated any
willingness on the part of his clients to talk with me. You have provided me with a copy ofyour
letter to Mr. Jamieson of October 21, 2009 and that letter is attached to this report as Appendix
A. Thus, if1 am not aware of any material facts or relevant opinions from physicians, nurses,
family or others, it is not for lack of offering to entertain the views of all sides in this matter.

On October 30, 2009, after interviewing Mrs. Palamarek at Broadmead Lodge, 1 also
briefly reviewed records at Broadmead Lodge to the extent necessary to add to my understanding
of Mrs. Palamarek's actual medication regime, and the reasons behind the prescribing decisions
as reflected in her medical record. 1 describe those hereunder. Similarly, my interviews with
Mrs. Lois Sampson and her husband Oil Sampson and with other people who have met or been
responsible for Mrs. Palamarek's welfare are described briefly under separate headings below.

IV. ASSUMPTIONS OF FACT

Ms. Irene Faulkner's letter dated October 29,2009 instructed me to assume the following
numbered items (1-19). Note that certain assumptions offact relate to matters outside my
competence (e.g. the nature of the representation agreements) or beyond my capacity to review
and understand the records (e.g. whether or not Mrs. Sampson made frequent visits to her
mother, and the evidence as to Mrs. Palamarek's wishes concerning her place of residence).
Unless 1had specific reason to believe otherwise (from my records review or my interview with
Mrs. Palamarek and the other people 1 met on October 30, 2009) 1have accepted your instruction
as to assumptions of fact, as follows:

a) Background Facts derived at least partly from your letter of instruction:

1. Mrs. Palamarek is 87 years old (dob July 15, 1922).

2. Mrs. Palamarek is the mother of 4 living children (Robert, Ernest, Lois and Ralph). She has
five grandchildren and 2 great-grandchildren.

3. Mrs. Palamarek's husband passed away in 2001. After Mr. Palamarek's death, Mrs.
Palamarek's son Ralph Palamarek, and his wife, Donna, moved into a basement suite in her
home in Sidney. Mrs. Palamarek lived in her home with Ralph and Donna until November
of2006.



PALAMAREK, Kathleen 6

4. On November 22, 2006 Mrs. Palamarek was admitted to Saanich Peninsula Hospital (SPH)
on an emergency basis. The diagnoses responsible for her hospital stay were identified as
gastrointestinal bleeding, acute coronary syndrome and compression fracture of Ll vertebra.

5. On December 12, 2006, Mrs. Palamarek appointed her son, Ralph Palamarek ("Ralph"), as
her personal representative and Ernest as monitor in s. 7 Representation Agreement pursuant
to Representation Agreement Act, R.S.B.C. 1993, c. 67. This Agreement was signed by
Mrs. Palamarek without the benefit of legal counsel.

6. Mrs. Palamarek was transferred from acute care to an extended care ward at SPH on
December 28, 2006, where she remained until her transfer to The Lodge at Broadrnead
("Broadrnead Lodge").

7. On August 13, 2007 Mrs. Palamarek was transferred from the extended care ward at SPH to
Broadmead Lodge. Dr. Dale Nicoll became her general practitioner on her arrival at
Broadrnead Lodge.

8. In June of 2008 a geriatric psychiatrist, Dr. David Leishman, become involved in Mrs.
Palamarek's care.

9. On July 26, 2008 Dr. Nicoll ordered that Mrs. Palamarek's outings with visitors be restricted
to twice per week and no longer than 2 hours each.

10. From about May of 2008 and well into 2009, Mrs. Palamarek regularly expressed a desire
to leave Broadrnead Lodge, and to have Lois care for her.

11. Since Mrs. Palamarek became a resident at Broadmead Lodge in August of 2007 (and when
she was resident at SPH in extended care), Lois Sampson visited her mother frequently and
regularly took her on outings from the Lodge.

12. On October 27,2008, Mrs. Palamarek, with the benefit oflegal representation, rescinded the
Representation Agreement of December 12, 2006 and executed a new Representation
Agreement appointing her daughter, Lois Sampson ("Lois") as her personal representative.

13. On October 28, 2008, Mrs. Palamarek, assisted by her daughter Lois, her son-in-law Oil
Sampson, her senior advocate Carol Pickup, and her lawyer John Jordan, moved from
Broadrnead Lodge to the home of Lais and Oil Sampson.

14. On October 31, 2008, Mrs. Palamarek was involuntarily apprehended from her new home
with the Sampsons. She was detained as an involuntary patient under the Mental Health Act
and returned to reside at Broadrnead Lodge as a condition ofher release on extended leave.

15. On October 31, 2008 Dr. Leishman signed a Form 20 Leave Authorization under the Mental
Health Act. He ordered the following Conditions of Leave:

(l) Patient must reside at the Lodge at Broadmead.
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(2) Patient must take medications as prescribed by Dr. R.D. Nicoll, Dr. D. Leishman, or
their designate.

(3) Patient is not permitted to go on passes or outings with Lois and/or Gil Sampson or any
person authorized by Lois or Gil Sampson.

(4) Patient may only go on passes or outings to a maximum of2 hours twice/week with
Robert, Ernest, Ralph, Sharon, Donna, Marion Palamarek.

(5) To ensure Kathleen Palamarek's health, and to allow her participate [sic] in programs at
the Lodge on Broadmead, visits by Lois and/or Gil Sampson or persons authorized by
them are limited to one hour 3 times per week.

16. On November 19,2008 Ralph Palamarek was appointed interim committee of Mrs.
Palamarek pending a full hearing.

17. The Mental Health Act order was lifted on November 20, 2008 by Dr. Leishman.

18. On November 20,2008, Dr. Leishman continued the conditions of the Form 20 Leave
Authorization restricting Lois's visiting time with her mother and prohibiting her from
taking her mother on outings as Physician's Orders. He further ordered that Mrs. Palamarek
may have a telephone in her room only with authorization by Ralph.

19. Since Mrs. Palamarek was involuntarily apprehended on October 31, 2008, Lois Sampson
has not taken her mother on any outings from Broadmead Lodge, with the exception oftwo
court ordered visits for the holidays in December 2008 and January 2009. Lois has visited
her mother 3 days a week for one hour at a time as permitted by Dr. Leishman's medical
order.

V. ASSESSMENT OF MRS. KATHLEEN PALAMAREK AT BROADMEAD LODGE
October 30, 2009, approximately 15:15 h -16:30 h

I arrived at Broadmead Lodge at approximately l5:00h on October 30, 2009. I was
escorted into the Lodge by you (Irene C. Faulkner). I interviewed Mrs. Palamarek in her own
room under the authority ofthe court order and with the knowledge and permission of
Broadmead Lodge. You had arranged, with my agreement, the presence and assistance of a
retired registered nurse, Ms. Bunny Kitchen, who had not previously met Mrs. Palamarek. Ms.
Kitchen, R.N. served as a sort of "chaperone" to help ensure that Mrs. Palamarek would not be
frightened by my interview, and to witness the interview and examination. Ms. Kitchen also
procured a blood pressure machine and a stethoscope from the nursing station and assisted by
recording my measurements of Mrs. Palamarek's blood pressure and heart rate during standing
and supine posture, and after exercise.
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Subsequently I had the opportunity to interview Ms. Fiona Sudbury, R.N., Director of
Care at the Broadmead Lodge. After that interview I conversed with you, with Mr. John Jordan
(solicitor for Mrs. Palamarek), and Ms. Carol Pickup, R.N. (volunteer advocate for Mrs.
Palamarek) in the lobby ofthe Broadmead Lodge. I describe these conversations below.

Prescription or other drugs in use as of October 30, 2009:

I verified these in person on October 30, 2009 from the "Resident Medication Profile" in
Mrs. Palamarek's chart, during my subsequent interview with Ms. Fiona Sudbury. Ms. Sudbury
kindly arranged to FAX the "Resident Medication Profile" for the date October 22, 2009, along
with the corresponding "Physicians Progress Notes" for the period August 13, 2009 through
October 29, 2009, as shown in the list of documents I reviewed. Many of the drugs were
apparently continued on August 13, 2007 when Mrs. Palamarek was transferred from Saanich
Peninsula Hospital (SPH), and I have not had time to decipher all of the SPH records to search
for the reasons for each drug, which may no longer be relevant, over 2 years later. I show the
drugs in bold type, followed by the apparent indication in regular type. I have made an inference
about the indication ofeach drug, where the intended purpose is not obvious from Mrs.
Palamarek's medical records and/or my evaluation of her.

a) Regularly scheduled drugs:

1. Acetaminophen 1000 mg (2 tablets of 500 mg) four times a day - analgesic
2. ASA (aspirin) 160 mg (2 tablets of 80 mg) daily - prevention of stroke or heart attack
3. Calcium 500 mg twice a day - prevention of osteoporosis
4. Citalopram 20 mg - treatment of"depression"
5. Furosemide 40 mg twice a day - prevention or control of congestive heart failure
6. Olanzapine 1.25 mg (112 tablet) daily - control or prevention ofpsychosis or delusions
(NB: the dose of olanzapine was reduced from 2.5 mg per day on October 22, 2009)
7. Pantoprazole 40 mg daily - prevention of stomach/duodenal ulcer or gastritis/bleeding
8. Ramipril5 mg twice a day - prevention of stroke or heart attack and/or lowering ofblood
pressure (with the same goal), and/or treatment of congestive heart failure
9. Vitamin D 1000 units twice a day - prevention of osteoporosis
10. Feutanyl patch 12 micrograms/hour - opioid (narcotic) analgesic treatment, apparently for
back pain or other unspecified arthritis (site ofpain not specified in records since late 2006)
11. Ipratropium 0.5 mg/salbutamoI2.5 mg nebulizer three times a day - I could not
ascertain the reason for this (typically used for chronic obstructive lung disease)
12. Metamucil5 mL twice a day -laxative which may be necessitated by the use of fentanyl
13. Milk of magnesia 15-30 ml every night at bedtime - this might be in use as an antacid for
heartburn; the dose is not clear as written
14. Nitroglycerine (Nitro-Dur) patch 0.4 mglhour from 08:00 to 20:00 h - prevention of
angina and/or reduction of blood pressure

Note that the "Tegaderrn dressing" shown amongst "medications" is only a covering to keep the
fentanyl patch in place on Mrs. Palamarek's skin. It is not a drug.
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1. Glycerine suppository 2.6 gram on 3'd day of no bowel movement -laxative not in use,
unnecessary (may have been deemed possibly necessary due to use of fentanyl)
2. Ipratropium 0.5 mglsalbutamol 2.5 mg nebulizer four times per day as needed - not in
use since brief use in July and August 2009; probably unnecessary as there is no apparent
indication (this may have been intended for "bronchospasm", whereas the underlying problem
and possible cause of intermittent shortness ofbreath is more likely heart disease). Shortness of
breath due to ischemic heart disease (anginal equivalent) would more appropriately be treated
with nitroglycerine spray (see below)
3. Nitroglycerine spray 0.4 mg under the tongue - acute angina pectoris, not in use, possibly
beneficial for angina crises which do not seem to occur
4. Olanzapine 2.5 mg every 12 hours as needed - psychosis, delusions, uncontrollable
behaviour; not in use since two doses on March 28, March 31, 2009, apparently unnecessary
5. Phosphates enema on 4th day of no bowel movement - not in use; unnecessary (see above)
6. Sennosides 12 mg on 2nd day of no bowel movement - not in use; unnecessary (see above)

General description of Mrs. Kathleen Palamarek, age 87:

When I entered the room, Mrs. Palamarek was seated in an easy chair beside the window,
reading a novel by Danielle Steele. She greeted me as if she were not previously aware that I
would be visiting. I do not know whether she had been informed in advance that I was coming,
but I believe she had not. She was gracious and cooperated in a friendly way with my medical
examination, as any other person might have done. It was obvious that she had relatively limited
short-term memory, but her behaviour was otherwise perfectly appropriate, hospitable and
dignified. She invited me to call her by her first name, after I had first addressed her as "Mrs.
Palamarek "

I began by establishing some rapport, asking her a little bit about her background. She
informed me that she was born in northern Alberta, near Edmonton, and attended school only as
far as Grade 8. We did not discuss her marriage in any depth, but she informed me that her
husband had served in the Canadian Army during World War n, apparently in Canada rather
than overseas. I asked her to read to me a little bit of her Danielle Steele novel, from where she
had left off. She ignored the place mark, and began by reading from the opening page, beginning
with a reference to "December 10, 1941". I asked her what particular significance December
1941 held for her. She replied that "I don't remember very well. Ofcourse 1 lived through that
period (World War II), but I don't remember many details about it! That was The Great War,
after all. "

We continued some general conversation. Mrs. Palamarek struck me as relatively
oblivious to or unconcerned about the precise date or day of the week. For example, when I
asked her if she knew the date, she referred to a copy of the Toronto Globe & Mail dated
Saturday, October 17, 2009 which was lying at the top of a pile of newspapers on a stool in front
ofher chair. When I corrected her that this appeared to be an out-of-date newspaper, she did not
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disagree, but replied, "Well, that's the one I have here." She had a large stack of newspapers of
various sorts. When I asked her if she was a regular reader of the Globe & Mail (which she
referred to as "the Globe "), she replied that "I like to read anything and everything. As long as I
have something to read, I'm happy!" I consider this to be relatively normal and appropriate
behaviour for many people at her age, who may have varying degrees of cognitive impairment
but in fact have no practical need to know the precise date or time, in an environment where their
basic needs are met whether they know the date or not. May we all be so phlegmatic about the
date and contented with modest blessings such as something to read and the ability to see it, at
least ifwe are so fortunate as to reach Mrs. Palamarek's age.

When I asked Mrs. Palamarek whether she enjoyed going out from Broadmead Lodge on
excursions, she replied that she liked occasionally to visit her old house. She appeared to be
referring to visits with Mr. Ralph Palamarek to her former residence in Sidney, RC. However,
she said that the last time she had made such an excursion was "... some time ago." When I
asked her whether she would enjoy the offer of a drive out to see the ocean or the mountains with
any of her children, she replied that "I am quite comfortable here. I like to read, so long as I
have something interesting to read!" Although I gave her several opportunities to state whether
she liked to go out on excursions, she did not go further. On the other hand, when asked whether
she was proud of her children, she answered emphatically "Ofcourse! All afthem." She drew
my attention to pictures of her children and grandchildren on a bookshelf facing the foot of her
bed, which would be visible when she is lying in bed.

I then asked Mrs. Palamarek whether she had any current problems with arthritis or pain.
Her reply was that she did not have any pain at present, and that she was unaware of having
arthritis.

Detailed physical examination, including walking:

I then performed a general physical examination of Mrs. Palamarek (fully clothed, as I
did not consider it necessary for her to undress). This showed a woman appearing approximately
10 years younger than her chronologic age of 87. In other words, she appears in substantially
better general physical shape than many patients whom I see in an acute hospital setting at age
87. She was obviously well nourished, with some fat stores, as one would hope to see in a
woman at her age. Like many people of advanced age, she is relatively deaf. She appeared to
hear me accurately when I spoke in a louder than usual voice, with clear articulation, and not too
fast. I relied partly on Ms. Kitchen to observe and confirm (to the best of our ability) that Mrs.
Palamarek appeared to understand me. She could hear better from her right ear, as opposed to
the left. Mrs. Palamarek had a friendly expression and was not visibly Parkinsonized from the
point of view ofher facial expressions. She was able to make some humorous remarks, respond
to my own attempt at jokes, and engage with Ms. Kitchen in a friendly way. She certainly did
not appear in the least depressed.

On the other hand, she had marked resting tremor of both hands, at approximately 3.6
beats/second (counted for 15 seconds). This tremor is rather coarse and could scarcely be missed
by any observer, but it did not appear to be particularly disabling to Mrs. Palamarek. When she
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stood up and walked, the tremor converted to a more obvious "pill-rolling" movement of the
fingers. This type of movement is classically associated with Parkinson's disease (a
degenerative brain disease of unknown cause which Mrs. Palamarek does NOT have), but is also
frequently seen in people who are taking drugs that block dopamine receptors in the brain. This
could, for example, be caused by olanzapine and/or citalopram, which Mrs. Palamarek was
taking as of October 30, 2009. Upon standing from her chair or from a sitting position on her
bed, or when arising from supine (lying) position in her bed, Mrs. Palamarek's movements were
quite fluid. I felt this fluidity was NOT consistent with any serious pain condition, such as pain
from a fractured vertebra or from arthritis. When walking, her gait is relatively slow and perhaps
slightly hesitant, in association with the limited movements of her arms. One could possibly
describe this as a reduction of"associated movements", especially given the observation of her
"pill-rolling" tremor. Overall, I felt that she had mild drug-induced Parkinsonism. Interestingly,
this is also the opinion of Dr. Leishman, the prescriber of olanzapine, who had reduced Mrs.
Palamarek's dose of olanzapine 7 days previously. (see below)

Mrs. Palamarek's sitting blood pressure (BP) was 168/68 in the left arm at rest. Her heart
rate (HR) was 66 and regular at rest.

I then invited Mrs. Palamarek to "show me around Broadmead". She led me willingly
down the hallway towards the dining room area. I offered her my arm, and she appeared to be
well balanced with this support. As we approached the dining room via the lobby, I asked her to
look into a room where people were playing pianos and various other residents were sitting and
listening or singing along. We could peer from the hallway through a glass window as I asked
Mrs. Palamarek what was going on. She replied, "That man is playing a piano." Although Mrs.
Palamarek could hear the music, she did not recognize Offenbach's "Can Can ". Fortunately,
Ms. Kitchen rescued me with the name ofthe song, which I could well recognize but whose
name escaped me. Mrs. Palamarek may not have heard it before, given her limited education
and Ukrainian background. (The "Can Can" may have been less popular in rural Alberta in the
1930's or 1940's than it was on the European Continent.)

Having reached the dining room, Mrs. Palamarek had walked approximately 50 metres.
As we turned around, she began to complain of "squeezing" pain in her buttocks. This affected
both buttocks, and was clearly a muscular pain arising from exertion. It was not present at rest,
and did not affect her back. I

Simultaneously, while starting to walk back to her own room, Mrs. Palamarek began to
complain that she was "short a/breath ". I had noted while she was at rest an audible high­
pitched expiratory wheeze, but I was not sure whether this may have been coming from her
nostrils, and did not perceive the wheeze as significant. During slow walking back from the

I Such pain is classical for "intennittent claudication" and reflects inadequate blood supply to the muscles during
exercise. I have little doubt that this reflects inadequate circulation ("ischemia") to the major muscles in her
buttocks during exercise. This is a reflection ofgeneralized atherosclerosis or narrowing ofarterial blood vessels.
While Mrs. Palamarek was diagnosed with cerebrovascular atherosclerosis (stroke, cerebrovascular accident) and
ischemic heart disease in the 1990's, I did not find evidence in the medical records I reviewed suggesting that her
physicians had recognized peripheral vascular disease causing exercise-induced symptoms, perhaps because she was
not directly observed during exercise. It is possible that the exercise-induced pain I observed has been confused
with "back pain", although I found the distinction obvious during the test of walking.
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dining room, Mrs. Palamarek's sensation of shortness of breath was not associated with any
wheeze or other sign ofrespiratory distress that I could detect. Thus I consider that her
"shortness ofbreath" likely reflects angina pectoris (inadequate supply of blood to the heart
during exercise), more than congestive heart failure. The two syndromes are often virtually
interchangeable in this situation. This is another expected consequence of generalized
atherosclerosis (plugging of the arteries which transport blood from the heart to the rest of the
body), which is common in Canadians ofMrs. Palamarek's age.

As we walked back to her room at about 15:50 h, Mrs. Palamarek continued to complain
of a squeezing pain in both buttocks. Once she stopped walking upon reaching her room, this
pain was relieved within one minute. Her standing BP immediately after walking was 138/72,
the HR 100 and regular. I then asked her to lie down on her bed, whereupon the heart rate
slowed dramatically but transiently to approximately 40 beats/min (for a few seconds). This is
not necessarily abnormal, and probably reflects a surge of blood returning from her legs to her
heart upon assuming the supine position. This often slows the HR transiently, as a reflex
response. Her supine BP was 140/66, and the HR stabilized promptly at 78.

Next I examined her heart and vasculature. I could not detect any sign of aortic stenosis
(valvular heart disease), by pulse volume or heart murmur. Specifically, the radial pulse struck
me as having a normal contour, and there was no outflow murmur over the left ventricular
outflow tract. (Note that aortic stenosis is easy to miss, but would not be correctable by surgery
in a woman ofthis age.) The carotid artery pulses were normal, and there was no unusual sound
("bruit"). Conversely, both femoral arteries were reduced in pulse, and there were loud, easily
heard bruits over each of the femoral arteries. I could not appreciate the distal pulses at the foot
(dorsalis pedis) nor at the ankle (posterior tibial). There was no edema nor any jugular venous
distention. The finding of bilateral femoral bruits (noises arising from turbulent flow in a
constricted artery) and reduced pulses at the femoral arteries and more distally is consistent with
Mrs. Palamarek's previously diagnosed cerebrovascular and ischemic heart disease, and with my
diagnosis of buttock claudication upon walking.

The chest and abdominal examinations were normal. Mrs. Palamarek was wearing a
fentanyl 12 llg!hr patch on the left aspect on her upper left back, and a nitroglycerin 0.4 mg/hr
patch close to it. I did not attempt a detailed neurological examination, as it was relatively
obvious that cranial nerve function and motor function were normal.

I completed the physical examination by ascertaining Mrs. Palamarek's blood pressure
and heart rate response to standing from a supine position. This often provides insight into
whether drug therapy is affecting the normal regulation of blood pressure, heart rate, and cardiac
output. Her standing BP at 15:58 h was 124/64, the HR 78. Two minutes later, while supine, her
BP was 134/64, repeated at 142/64, the HR 72. Upon standing, her immediate BP was 108/74,
HR 80 at 16:02 h, and the blood pressure increased within one minute to 122/68. In other words,
she displayed a potentially significant drop in blood pressure on standing (from 142/64 to
108/74) with only a slight increase in heart rate (from 72 to 80 beats per minute). This is
potentially within the "normal" range for a woman at this age, but could also reflect an "alpha
blocking" effect of a drug such as olanzapine, or peripheral vasodilation due to the nitroglycerin
patch which she wears during the day.
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To complete the interview, I performed a mini mental status examination (Folstein
MMSE). Mrs. Palamarek lost points for the year, the month, and the day of the month. She
knew the season as "fall", and I gave her one point for the day of the week as I thought she had
no legitimate reason to know it a priori, but she was able to figure it out from a newspaper. She
registered successfully the words "ball, flag, tree", but could not repeat them a few minutes later.
On the subtraction of serial sevens examination, I asked her (although she is relatively deaf and
had difficulty hearing and/or understanding this instruction) to subtract 7 from 100 and keep
going. Once she understood the task, she managed quite promptly the answers "93" and "86",
producing a score of2 points out of 5.2 However, when I gave her the alternative test of spelling
"world" backwards, she immediately answered "dlrow". While she may have memorized this
answer after repetitive administrations of the MMSE over the years, I allowed her the allotted 5
points for this section of the standardized test, since amongst other things that would have
required the utilization of relatively recent memory capacity. When shown a pencil and a watch,
Mrs. Palamarek could name them. She repeated easily "no ifs, and's, or but's", and easily
followed a 3-stage command to pick up a piece ofpaper, fold it, and lay it on the floor - although
like many people, she was mystified why anyone would ask her to do this! She could read and
follow the sentence "close your eyes" and wrote a complete sentence quite fluidly, reading
"Why am I being asked all this?,,3 She could reproduce quite faithfully the intersecting
pentagons, albeit with some age- or drug-related changes to her handwriting (e.g. drug-induced
Parkinsonism from olanzapine and/or citalopram). I gave her the additional challenge of
drawing the time "10:50 (ten minutes to 11 :00)" on a clock face. She drew a clock face with the
hands in the appropriate position, after some effort, and inserted the numbers 10, 11, 12. I would
think this is relatively good for someone at her age who has little or no interest in the time of
day, and better than some modern teenagers could accomplish, if they have not recently used an
old-fashioned clock.

VI. Interview with Ms. Fiona Sudbury, R.N., Director of Care at Broadmead Lodge
October 30, 2009 approximately 16:30 -17:00 h

Ms. Fiona Sudbury, R.N. received me from approximately 16:30 h to 17:00 h at
Broadmead Lodge, following my examination ofMrs. Palamarek. Ms. Sudbury had Mrs.
Palamarek's medical and nursing chart with her in her office. Although she afforded me access
to the chart, in view ofthe limited time available I chose to read only the most recent medical
records and medication administration records to ascertain the current pharmacotherapy. This

2 Note that such tasks are culturally specific. Whereas many younger British Columbians may not be able to
subtract 7 from 100, and then again from 93 without pencil and paper, older Canadians learned such arithmetic to a
compulsive standard. It may not be apparent how such tests are relevant to an 87 year old woman in the modern
world - something the enthusiasts of the MMSE would have to explain.
3 Again, a charitable examiner might give Mrs. Palamarek credit for reasonable insight in posing this question when
the MMSE really contributes so little to her evaluation. It was intended as a screening test to detect cognitive and
memory problems, and is not a reliable method of evaluating cognitive change over time (either for better or worse).
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demonstrated that the drugs enumerated previously in this report were in regular, or intermittent
use, or available but not in use whatsoever.

The most recent medical records show that in early September and on October 22, 2009,
Dr. Leishman had reviewed Mrs. Palamarek. The notes indicate that he considered her to have
mild extrapyramidal syndrome (EPS) and that on October 22 he reduced the dose of olanzapine
from 2.5 mg/day to 1.25 mg/day.

I requested copies of the most recent medical notes (2 pages) and the most recent
medication record, which Ms. Sudbury arranged to have FAXED to me after consulting with the
Broadmead Lodge legal adviser. I have noted these above under the records I reviewed.

In discussion, Ms. Sudbury made it clear that she feels Mrs. Palamarek is now
comfortable in the Broadmead Lodge. She made it equally clear that she felt greatly constrained
in discussing any matters with me with the usual frankness of a conversation between mutually
respectful physician and nurse, given the legal situation and Mr. Ralph Palamarek's current
authority to control access to Mrs. Palamarek's medical records. Given the constraints on what
Ms. Sudbury was prepared to say or discuss, and the limited time she had available, I learned
little more from this interview.

VII. Discussion with Mr. John Jordan and Ms. Carol Pickup, R.N.
October 30, 2009 approximately 17:00 -18:15 h

After meeting with Ms. Sudbury, I had a brief discussion with you (Irene C. Faulkner,
solicitor for Mrs. Sampson), Mr. Jolm Jordan (solicitor appointed by Mrs. Kathleen Palamarek
during 2008), and Ms. Carol Pickup, R.N. (volunteer advocate for Mrs. Palamarek). We talked
in the lobby of Broadmead Lodge, since this was convenient.

I relayed my initial medical impressions, and the observation that the Supreme Court of
B.C. will obviously have to find some practical solution which it considers will favour the
interests ofMrs. Palamarek. I learned nothing further from this meeting than what is already
well represented in the various affidavits of Ms. Pickup and Mr. Jordan.

VIII. Interview with Mrs. Lois Sampson and Mr. GiI Sampson
October 30, 2009 approximately 18:45 - 20:45 h

At the end of the day, you (Irene FauIkner) accompanied me to the apartment ofLois and
GiI Sampson near the corner of Pandora Street and Vancouver Street in downtown Victoria. I
interviewed Mrs. Sampson and her husband Gil Sampson for approximately 2 hours from about
18:45 h to approximately 20:45 h. You (Ms. Faulkner) were present for the first hour of the
interview, before you were obliged to leave.
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The purpose of this interview was to allow me to better understand Mrs. and Mr.
Sampson's view of Mrs. Palamarek's situation. We were joined part way through this interview
by Ms. Marylyne (Lyne) England, R.N., who has served as a volunteer advocate for Mrs.
Palamarek, and was present when Mrs. Palamarek was apprehended in the Sampson's apartment
on October 31, 2008.

During a two hour discussion, we covered much of the same material which is described
in the records that I reviewed. I made the following observations from the interview:

I. Mrs. Lois Sampson and her husband Gil Sampson appear to be intelligent, sane, passionate,
but also courteous. They are detail-oriented, which may reflect the needs and training for
their professional careers as well as their personalities.

2. They struck me as having a very authentic interest in the welfare of Mrs. Palamarek. I saw
no hint whatsoever during the prolonged interview that they were likely to harbour nefarious
motives, such as an interest in acquiring Mrs. Palamarek's assets. Specifically, Mrs.
Sampson and her husband Gil both indicated that they were prepared to undertake virtually
any labour required in order to provide a comfortable environment for Mrs. Palamarek within
their own home. They also indicated their willingness to spend whatever funds were
necessary to support care-giving assistants, as required. Ms. England observed this
interview, after her arrival. She confirmed, from what she had seen previously when Mrs.
Palamarek resided for three nights in the same apartment, the Sampsons' genuine motivation
to serve Mrs. Palamarek as loving daughter and son-in-law. Both Mrs. Sampson and Mr.
Sampson referred multiple times to Mrs. Palamarek in what struck me as obviously
affectionate terms as "Mother" or "Mum".

3. The Sampsons and Ms. England described the scene which occurred in the same apartment
on October 31, 2008, when Mrs. Palamarek was apprehended by Vancouver Island Health
Authority's Elder Outreach Services team. Not surprisingly, this description was consistent
with that recorded in the affidavits of Mrs. Sampson and Ms. England. Ms. England
reaffirmed her version of a disturbing, frightening, and inappropriately conducted
apprehension by the Elder Outreach team.

4. One other concern ofMrs. and Mr. Sampson (and Ms. England) was that conditions at
Broadmead Lodge are not always as favourable as what I observed. Mrs. and Mr. Sampson
raised specific concerns, including their observation that Broadmead residents are bathed
only once per week, and stated that residents have no access to a shower. Mrs. Sampson also
stated that she had found Mrs. Palamarek on a number of occasions lacking a supply of
disposable incontinent briefs. She alleged specifically that on one occasion Broadmead staff
had been hostile to Mrs. Sampson's request that at least one fresh pair be provided until a
new supply was delivered, and that staff had not been truthful in recording the situation (for
example, denying that they had left Mrs. Palamarek without a supply of clean briefs).
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IX. Clinical Pharmacological and Internal Medicine opinion:

Preamble:
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The care of elderly people with multiple medical co-morbidities is complex. A woman
at Mrs. Palamarek's age, and in her condition (whether in 2005, 2006, 2007, 2008, 2009, or
subsequently) faces an encroaching death, but no one can predict when this will happen. It is
similarly difficult to predict the rate of decline in various functions. This is exemplified by Mrs.
Palamarek's history. I suspect that any physician who treated her for cerebrovascular accidents
(strokes) in the early 1990's, or for ischemic heart disease, myocardial infarction or congestive
heart failure later in the 1990's might be surprised to find her alive and capable ofwalking,
bathing, and enjoying her life (within limits) in late 2009. Even the geriatric psychiatrist who
first assessed her in June 2005, or her family doctor at that time, might be pleasantly surprised to
learn that her overall condition has changed relatively little since then.

I have been asked a number of very precise questions, which I have endeavoured to
answer from my clinical experience and expertise, and from my knowledge of clinical
pharmacology and scientific evidence about the drugs involved. I do not in any way intend to
imply general or specific criticism of any doctor or nurse who has cared for Mrs. Palamarek.
They were dealing with circumstances which are seldom fully discernable from written medical
records, and doubtless have done what they felt was best at the time.

On the other hand, I hope this opinion may offer the thoughtful medical reader some
useful suggestions to consider on their own merits, if any.

Ms. Faulkner's October 29, 2009 letter posed a detailed list of questions for me to
address "based on your examination and assessment ofMrs. Palamarek and her medical history
as you understand it". I have posed those questions in bold type (rephrased to the first person
singular) followed by my answers, below:

A) General questions:

A.1. What is Mrs. Palamarek's medical condition?

Mrs. Palamarek obviously has significant dementia, but her intellectual function appears
adequate for her present environment or for any other environment where she is supported in
such a way as to require little initiative to meet her daily needs and to avoid falls, bums, cold
exposure, malnutrition, or intoxication from alcohol, prescription or over the counter drugs, or
the other dangers that confront the very elderly. Some of her intellectual limitations are of no
functional importance to her, in an appropriately supportive environment.

She was friendly, appeared in no way depressed, and certainly was not psychotic now,
and generally appeared to be at the extremely easily managed end of a spectrum of dementia. As
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I left her room following my examination of October 30, 2009, I saw Mrs. Palamarek going into
her own washroom to prepare herself for supper, entirely under her own initiative.

In terms of her physical health, I identified the following issues:

(a) Generalized diffuse atherosclerosis: This is a chronic process of aging, in which the
arteries conducting blood from the heart to brain, muscles, and other tissues become plugged.
This is reflected in her history of a prior stroke, ischemic heart disease, "acute coronary
syndrome" (or what might in 2009 be called "demand ischemia" under the stress of a potentially
fatal hemorrhage in November 2006), and also with the buttock claudication I diagnosed on
October 30, 2009 during slight exercise (walking slowly down a corridor). I suspect her
shortness of breath during slow level walking probably represents the equivalent of angina
pectoris. This imbalance between the demand of the heart muscle for blood during exercise and
the ability of the coronary arteries to supply adequate blood flow may be experienced either as
chest pain or as "shortness of breath". Like many other Canadians, Mrs. Palamarek is affected
not only by ischemic heart disease, but also by cerebrovascular disease and peripheral vascular
disease as part of the same aging process of generalized atherosclerosis. Compared with a
woman ofthe same age who does not have advanced atherosclerosis, one could predict that Mrs.
Palamarek's life expectancy is shorter. One could also expect that she is most likely to die
eventually from ischemic heart disease. If she is fortunate, this will arise as a sudden cardiac
death, but she may yet live for some years.

(b) Potentially dangerous postural hypotension: Detailed blood pressure measurements on
October 30, 2009 showed that Mrs. Palamarek's blood pressure drops substantially, and her heart
rate increases slightly, when she assumes standing posture from the supine (lying) position.
Within two minutes, she was able to correct this partially. However her standing blood pressure
was significantly lower than her supine (lying) pressure. This raises for me the question of
whether a drug such as olanzapine (Zyprexa) might be affecting her standing blood pressure.
This is a known effect of olanzapine, and potentially dangerous to Mrs. Palamarek, insofar as a
precipitous drop in blood pressure upon standing might precipitate a fall or even a loss of
consciousness. This phenomenon (falling BP on standing) is not documented in her Broadmead
Lodge chart, so far as I could discern. However, it is also possible that postural hypotension
would persist even in the absence of olanzapine.

(c) Probable drug-induced Parkinsonism: The observation that Mrs. Palamarek has a marked
coarse resting tremor of the hands, which converts to a slight "pill-rolling" tremor during
walking, raises the question of whether she has mild drug-induced Parkinsonism, even at the
lower dose of olanzapine which she is currently receiving. Note that my observations and
interpretation are virtually identical to those of Dr. Leishman on September 3,2009 and October
19 and 22, 2009. This question could be resolved by stopping olanzapine, if she does not require
it. Ifthe tremor is drug-induced, it is likely to subside in the absence of olanzapine.

(d) She may not have congestive heart failure as a permanent condition: Whereas there are
indications in the older records that Mrs. Palamarek experienced episodes of"congestive heart
failure" (CHF) in the 1990's, I did not find documentation that her congestive heart failure is a
permanent or fixed condition. She is reported to have experienced a markedly reduced left



PALAMAREK, Kathleen 18

ventricular ejection fraction (consistent with heart failure) after myocardial infarction during the
1990's. I think it is possible that her episode(s) of congestive heart failure related to acute
myocardial infarction or ischemia in 1997 or later, rather than representing a permanent
condition. However it is also possible that Mrs. Palamarek has "compensated" congestive heart
failure which is well controlled by the combination of furosemide and ramipril given twice daily.
Both are standard treatments for congestive heart failure. If she has underlying congestive heart
failure, it is beautifully treated insofar as it does not appear to limit her activity, beyond the limit
imposed by what I think is due to ischemic heart disease (angina pectoris) or intermittent buttock
claudication. For example, she does not have shortness of breath during sleep nor in the initial
stages of level walking. To some extent it is a matter of semantics whether her exertional
shortness of breath represents "angina" or "congestive heart failure" insofar as they would both
have the same mechanism related to impaired blood supply to the heart.

(e) I did not fmd evidence of clinically significant arthritis or back pain, but this may be at least
partially masked by the ongoing use of fentanyl analgesia.

(f) The blood pressure recordings from August 14,2007 through October 12, 2009 (pages 02­
03/15 of supplementary Broadmead Lodge records) suggest to me that she is more at risk of low
blood pressure (some systolic blood pressure readings are as low as 82-93 mm) than from high
blood pressure. The highest systolic blood pressure recorded was 170/60 on June 8, 2008,
whereas most of her measurements have been in the range of90-139 systolic.

In sum, Mrs. Palamarek is a very elderly woman with advanced atherosclerosis and
significant cognitive impairment and short term memory loss (dementia). She may also have
underlying congestive heart failure, but if so, this is compensated by treatment with low dose
diuretic (furosemide) and ramipriI. Because of her buttock claudication and angina pectoris, any
degree of congestive heart failure (CHF) is relatively insignificant to her presently, in
comparison with the other limitations on her physical activity imposed by her angina pectoris
and buttock claudication, and the limits on her social function imposed by her dementia and its
consequences.

A. 2. Please provide any recommendations I might have with respect to interventions,
therapies, referrals, change in medications, or other recommendations that could benefit
Mrs. Palamarek's health and quality of life. Do you have any comments on the care and
treatment she is receiving at The Lodge at Broadmead?

Several questions arise to me about her current medication regime:

(a) Does she still have any chronic pain requiring the use ofthe opioid analgesic fentanyl
(as a transcutaneous patch), or even the use of high dose around-the-c1ock acetaminophen? I
ascertained no evidence of any pain when Mrs. Palamarek got up from a chair, lay down on her
bed, stood from supine position, walked down the hall, or lay down again. Her only pain
occurred during prolonged walking, and it was obvious to me that the pain derived from
exercise, making it ischemic in nature (intermittent claudication). The fentanyl patch was first
applied not long after she suffered collapse fracture of a lumbar vertebra in late 2006. This was
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almost certainly a consequence of a fall sustained at a time when her blood pressure was likely
to have dropped precipitously during a life-threatening upper gastrointestinal hemorrhage, while
she was alone in her own home on November 22, 2006. The natural history of such vertebral
fractures is that pain typically subsides over a period of days or weeks, and does not usually
become permanent. I therefore question whether fentanyl continues to provide any benefit to
Mrs. Palamarek, or is only causing the potential for harm in the form of constipation and/or
impaired mental acuity. I observed no signs of fentanyl toxicity on October 30, 2009, but I think
it appropriate to reassess whether fentanyl is necessary for Mrs. Palamarek. Even though she has
used this drug for almost 3 years, she would not necessarily experience a withdrawal
phenomenon if the patch were removed. An alternative and potentially safer approach than
outright discontinuation of fentanyl might be to see whether she notices any difference from
using 'Iz patch at a time (6 micrograms/hour fentanyl), or y" patch (3 mg/hour fentanyl). I
recommend that Dr. Robert Nicoll consider doing this, unless he is convinced that she suffers
severe and constant pain. Mrs. Palamarek would be safer overall without opioid analgesic if she
does not require it, and unlikely to require laxatives in the absence of fentanyl.

She is also taking an unusually generous dose of acetaminophen. I think she might manage well
with a lesser dose, or with acetaminophen given only as needed. I did not observe evidence of
troublesome arthritis, and Mrs. Palamarek herself denied having arthritis or pain.

(b) Does an antipsychotic drug remain necessary to control paranoid delusions, psychosis,
or disturbing behaviour? My review ofthe records showed that Dr. Leishman reduced the
dose of olanzapine, as ofOctober 22, 2009, to 1.25 mg/day. The Parkinsonian features that had

. also concerned Dr. Leishman remained on October 30, 2009, although I am not in a position to
know whether they were less prominent than with the former dose. Dr. Leishman had previously
reduced the olanzapine dose from 5 mg/day to 2.5 mg/day. I was not able to ascertain why such
dose reductions were not attempted earlier (before the I year anniversary of the use of
olanzapine). Given the potential dangers of olanzapine in any patient, especially an elderly
person with advanced ischemic heart disease and postural hypotension, I think it would have
been desirable to attempt dose reduction or discontinuation of olanzapine at the earliest
opportunity, once Mrs. Palamarek's acute psychotic symptoms had subsided.

I consider it entirely reasonable to ask whether olanzapine is still required to suppress paranoid
ideas and/or hallucinations of the type which so troubled Mrs. Palamarek during June and July of
2008. The infrequency with which additional "as needed" (p.r.n.) olanzapine has been used, and
the accounts of Mrs. Palamarek given by all observers, suggests that psychosis or paranoia
associated with her dementia have not been significant issues for well over one year.
Antipsychotic drugs have a known propensity to increase mortality in the demented elderly (see
black box warnings in the drug monographs, including olanzapine). Given that Dr. Leishman
and I share the clinical assessment that Mrs. Palamarek appears mildly Parkinsonized, I
recommend either a further reduction in the dose of olanzapine (to less than 1.25 mg/day) or
better yet, discontinuation of regular olanzapine. It could still be used on an as needed basis if
troubling symptoms associated with psychosis or paranoia recur. It is possible that such
symptoms will not recur, "or might reappear only in the setting of an acute superimposed illness­
such as the urinary tract infection which may have precipitated or coincided with delusional
symptoms during June/July 2008.
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I recommend that her prescribing physicians consider the following possible changes to her
medication regime:

i) Regularly administered drugs:

I. Acetaminophen: reduce the dose to a more reasonable 325-650 mg every 6 hours, or
convert to an as needed drug. One could start by reducing to about 2,000 mg/day on a regular
basis, and if Mrs. Palamarek makes no complaints of pain, lower the regular dose to 1,000
mg/day or convert to as needed administration. This might improve safety with no loss of
analgesic effect, if she has daily pain. See my comments under question B.2.

2. Citalopram: reconsider whether this drug provides any advantage to Mrs. Palamarek. An
easy way to find out would be to reduce the dose to 10 mg/day for a few weeks, then 5 mg/day
for a few weeks, and to stop the drug if there is no observable difference in her average (overall)
mood. Alternatively one could stop it abruptly. There may be a small risk of a withdrawal
syndrome if the latter option is chosen. It is possible that citalopram is contributing to or causing
Mrs. Palamarek's tremor, andlor her Parkinsonian symptoms. If citalopram is stopped, the
tremor may also subside. See my detailed discussion under question B. I.

3. Furosemide: it might be worth reconsidering whether furosemide is needed twice daily. On
the other hand, furosemide is probably not harming Mrs. Palamarek and it may not be worth the
risk ofexacerbating CHF by altering the dose. As with any other patient, her plasma potassium
and magnesium and her kidney function should be checked periodically to ensure that
furosemide therapy is not depleting these minerals. I think this is much less important than other
drug issues.

4. Olanzapine: stop this antipsychotic drug, and use it on an as needed basis only for control
of psychotic delusions which are felt to cause suffering or the risk of harm to Mrs. Palamarek or
others. This might alleviate her resting tremor and possible mild gait disturbance. If persistent
psychotic symptoms return, olanzapine could be resumed at the lowest possible dose. Please see
my detailed discussions of the concerns about this drug under question B.3.

5. Pantoprazole: this may not be necessary to prevent bleeding, or at least not at this dose.
Broadmead Lodge could save a modest amount by either substituting a less expensive proton
pump inhibitor (e.g. rabeprazole or split dose esomeprazole) or by reducing the dose (e.g. to Yz
tablet daily, or I tablet on alternate days). This is unlikely to make any difference to Mrs.
Palamarek. Her life threatening stomach hemorrhage in 2006 occurred while she was taking
both ASA and clopidogrel. The latter has since been discontinued. Pantoprazole may interfere
with absorption of calcium or predispose to antibiotic-associated diarrhea and it may be safer to
reduce the dose or frequency of administration. This is unlikely to be a major issue for Mrs.
Palamarek. Please see my comments under question B.5.

6. Ramipril: she would probably get the same benefit from taking this or a similar medication
(e.g. perindopril, trandolapril, etc.) as 5 mg or 10 mg once a day. This could save a small
amount ofnursing and pharmacy effort andlor money. There is no evidence that she has
troublesome high blood pressure, and considerable reason to fear low blood pressure.
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7. Fentanyl patch: this could probably be discontinued, since there is no indication that Mrs.
Palamarek has ongoing pain from a vertebral collapse fracture sustained on November 22, 2006,
which almost certainly has long since healed. Alternately, the dose offentanyl could be tapered
from 12 micrograms/hour to 6 micrograms/hour, 3 micrograms/hour, etc. This could save
substantial funds for better uses, and might avoid the need for laxatives. Please see my detailed
comments under question B.2.

8. Ipratropium 0.5 mglsalbutamol2.5 mg nebulizer: the indication and need for this
relatively expensive and time-consuming therapy should be re-evaluated. I could not discern
why it is being used.

9. Metamucil: this might be redundant if fentanyl is stopped.

b) As needed ("PRN") drugs:

1. Glycerine suppository: this is probably already unnecessary, and redundant if fentanyl is
stopped.

2. Olanzapine: if this is to be continued on an as needed basis, I suggest trying a lesser dose,
e.g. 1.25 rng every 12 hours as needed for clear indications, e.g. definite psychotic delusions or
paranoid thinking which appears to be frightening to the patient or dangerous to other residents.
Again, this is a matter of detailed discussion under question B.3.

3. Phosphates enema: this could be dangerous, and is unnecessary. It should be cancelled and
ordered only as required for chronic constipation.

With respect to other medical interventions, I did not perceive any that appear to be
necessary. I think it is within the competence of a general practitioner to address most or all of
the above questions. If there is an opportunity for review by an experienced geriatrician or
general internist, I suspect that the findings and recommendations might be similar to my own.
Many patients can benefit from periodic review by a different physician who may see issues
from a slightly different perspective. Such views may at times be useful to the most responsible
physician(s), and I hope some of my professional opinions expressed herein may prove helpful to
Mrs. Palamarek and/or to her physicians. Note that few patients in long term care settings in
British Columbia receive detailed periodic evaluations, even though many might benefit.

Mrs. Palamarek's symptoms ofexertional angina, or the anginal equivalent of exertional
shortness of breath, probably cannot be alleviated significantly, but neither are they particularly
disabling to her given her usual level of activity. I would not expect oxygen to provide a useful
role either at rest or during walking. She is already receiving nitroglycerin, and I would not
recommend any change to her dose. Use of a cholesterol-lowering drug, such as a statin, would
not plausibly improve her functional status now, and might weaken her muscles or cause
significant muscle pain. Therefore, I agree with whichever physician previously stopped statin
treatment. I suspect that use of a beta-blocker would probably make Mrs. Palamarek feel worse
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overall, and impair her ability to exercise, without providing any useful symptomatic benefit. In
my opinion, any potential benefit of a beta blocker for longevity would likely be outweighed by
the adverse effects. Analgesics administered around-the-clock cannot alleviate the symptoms
Mrs. Palamarek gets from exercise. Therefore I do not think additional analgesics could add
anything, either.

I recommend periodic medical reassessment (e.g. at least twice/year at age 87) to
reconsider all significant medical issues and medications. Depending on Mrs. Palamarek's
symptoms, it could be useful to obtain specialist medical reassessment (e.g. general internal
medicine specialist, geriatric medicine specialist); there is seldom anything to lose from such
assessments, but they may not add much to a sensible primary care interpretation of her medical
status and needs. Implementation ofany suggestions is usually best left in the hands of the
physician(s) with ongoing responsibility for the patient.

A. 3. Without limiting the generality of the foregoing, do you have any concerns about the
medications which Mrs. Palamarek is receiving?

See my comments immediately above, and further above in the description of the
apparent indications (or lack of indications) for the actual medication regime.

A. 4. Are the restrictions which have been placed on Mrs. Palamarek's interactions with
her daughter medically required? Could such restrictions have a negative impact on Mrs.
Palamarek?

I found no reason for medical restrictions on Mrs. Palamarek's interactions with her
daughter Lois Sampson within Broadmead Lodge, nor could I discern any reason why Mrs.
Palamarek might not safely undertake excursions in the company of Mrs. Sampson. There is an
obvious limit to the distance Mrs. Palamarek might be expected to walk, but the geography of
Mrs. Sampson's apartment in downtown Victoria suggests that this would be no more of an issue
than Mrs. Palamarek's access to the Broadmead Lodge dining room. Mrs. Palamarek appears
capable ofenjoying the company of friendly people. I was not privileged to observe any
interaction between Mrs. Palamarek and anyone previously familiar to her (e.g. any of her
children), so I am not in a position to form a direct opinion on the nature of her relationship with
Mrs. Sampson. As a general principle of human society, I would expect it to be in Mrs.
Palamarek's interest to retain open access to any of her children with whom she values her
relationship. My interview with Mrs. Palamarek left me with the impression that she harboured
affectionate feelings for all ofher four children.

A. S. Are there any limitations as to where Mrs. Palamarek's current medical care
could be delivered - for example, in her home, or in a supportive or assisted living setting?
Has she been receiving any medical care that is not normally provided (or could be
provided) in a person's home, or as an outpatient of an ambulatory care facility? Does
Mrs. Palamarek's condition require her to be resident at a facility such as The Lodge at
Broadmead?








































































