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·1· ·Proceedings taken via Videoconference for The Alberta

·2· ·College and Association of Chiropractors, Edmonton,

·3· ·Alberta

·4· ·_______________________________________________________

·5· ·September 1, 2021· · · · · · ·Morning Session

·6

·7· ·HEARING TRIBUNAL

·8· ·J. Lees· · · · · · · · · · · ·Tribunal Chair

·9· ·W. Pavlic· · · · · · · · · · ·Internal Legal Counsel

10· ·Dr. L. Aldcorn· · · · · · · · ACAC Registered Member

11· ·Dr. D. Martens· · · · · · · · ACAC Registered Member

12· ·D. Dawson· · · · · · · · · · ·Public Member

13· ·A. Nelson· · · · · · · · · · ·ACAC Hearings Director

14

15· ·ALBERTA COLLEGE AND ASSOCIATION OF CHIROPRACTORS

16· ·B.E. Maxston, QC· · · · · · · ACAC Legal Counsel

17

18· ·FOR DR. CURTIS WALL

19· ·J.S.M. Kitchen· · · · · · · · Legal Counsel

20

21· ·K. Schumann, CSR(A)· · · · · ·Official Court Reporter

22· ·_______________________________________________________

23· ·(PROCEEDINGS COMMENCED AT 9:10 AM)

24· ·THE CHAIR:· · · · · · · ·Good to see everyone here.

25· ·We're just checking that we've got all the parties.

26· · · · Dr. Wall and counsel are here?



·1· ·MR. KITCHEN:· · · · · · ·Yes, that's right, we are.

·2· ·THE CHAIR:· · · · · · · ·Okay, and you're together?

·3· ·MR. KITCHEN:· · · · · · ·We are.

·4· ·THE CHAIR:· · · · · · · ·Okay.· Hi, Dr. Wall.

·5· ·DR. WALL:· · · · · · · · Hello there.

·6· ·THE CHAIR:· · · · · · · ·Good morning.· Okay, we have

·7· ·our court reporter, Karoline Schumann.· We have for the

·8· ·College, David Lawrence and Mr. Maxston, and we have

·9· ·one observer, Parker Hogan, and our court reporter,

10· ·Karoline Schumann.

11· ·Opening Remarks

12· ·THE CHAIR:· · · · · · · ·Okay, I think we're ready to

13· ·start, so I'll call this Hearing Tribunal to order, and

14· ·this is a hearing of the -- this is a hearing of a

15· ·Hearing Tribunal of the Alberta College and Association

16· ·of Chiropractors appointed pursuant to the Health

17· ·Professions Act to consider allegations of

18· ·unprofessional conduct against Dr. Curtis Wall, an

19· ·active registered member of the ACAC.

20· · · · My name is James Lees.· I am a public member, and

21· ·I will be acting as Chair of the hearing today and the

22· ·other days scheduled.

23· · · · I will now introduce the other members of the

24· ·Hearing Tribunal sitting on this matter.· First off,

25· ·Dr. Leslie Aldcorn.· Just stick your hand up and wave,

26· ·Leslie.· Dr. Dianna Martens.· And they are both



·1· ·registered members of the College.· Mr. Doug Dawson and

·2· ·myself, and Doug and I are the two public members.· In

·3· ·addition, we have Mr. Walter Pavlic as our independent

·4· ·legal counsel to the Tribunal.

·5· · · · And our court reporter Karoline Schumann, and I

·6· ·think we've covered everybody else.· Thanks, Karoline.

·7· · · · I confirm that we will be following the ACAC

·8· ·hearing steps and procedures for the Hearing Tribunal.

·9· ·Does anybody have any questions regarding the

10· ·procedures?

11· ·MR. MAXSTON:· · · · · · ·Mr. Chair, it's Blair Maxston.

12· ·I will have some comments during my opening submissions

13· ·about a proposed order of proceedings, and I've talked

14· ·with Mr. Kitchen about this, and I'll invite his

15· ·comments.· We may be departing a little bit from your

16· ·script or your guidelines, but I think we're going to

17· ·be substantially consistent with that.

18· ·THE CHAIR:· · · · · · · ·Okay, well, we'll cross that

19· ·bridge, thank you.

20· · · · Are there any objections to either the composition

21· ·of the Hearing Tribunal or the jurisdiction of the

22· ·Hearing Tribunal to hear this case?

23· ·MR. MAXSTON:· · · · · · ·None from the Complaints

24· ·Director.

25· ·MR. KITCHEN:· · · · · · ·None from Dr. Wall.

26· ·THE CHAIR:· · · · · · · ·Thank you.· Are there any



·1· ·objections to holding the hearing virtually or by

·2· ·electronic means?

·3· ·MR. MAXSTON:· · · · · · ·None from the Complaints

·4· ·Director.

·5· ·MR. KITCHEN:· · · · · · ·And none from Dr. Wall.

·6· ·THE CHAIR:· · · · · · · ·Thank you.· There are no

·7· ·objections, so the Chair asks the College legal

·8· ·representative to file the Notice of Hearing as an

·9· ·exhibit.

10· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm going to deal

11· ·with the matter of exhibits globally, so I wonder if I

12· ·can ask you to just park that for now, and when I get

13· ·to my opening submissions, I'll deal with exhibits, and

14· ·certainly we'll take you through the Amended Notice of

15· ·Hearing at that time.

16· ·THE CHAIR:· · · · · · · ·Okay.· In that case, we will

17· ·defer reading the allegations in the Notice of Hearing.

18· · · · The next point to cover is to ask Dr. Wall, do you

19· ·admit or deny the allegations in the Notice of Hearing?

20· ·And perhaps we should hold on that as well, since we

21· ·haven't read them.

22· ·MR. KITCHEN:· · · · · · ·That would seem to make the

23· ·most sense.· I know that my learned friend's going to

24· ·be applying to amend the Notice of Hearing, so probably

25· ·we should save all that until we've determined exactly

26· ·the contents of the Notice of Hearing.



·1· ·THE CHAIR:· · · · · · · ·Yeah, I think that's a fair

·2· ·thing to do, okay.

·3· · · · Then at this point, as this is a contested

·4· ·hearing, and there is no agreed statement of facts, I

·5· ·would ask, Mr. Maxston, if you have an opening

·6· ·statement.

·7· ·Discussion

·8· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm going to invite

·9· ·Mr. Kitchen's comments on a point.· I have an opening

10· ·statement that I would like to go through I think sort

11· ·of from start to finish, but I wonder if we should be

12· ·dealing with the preliminary applications either right

13· ·now or I've got about 2 minutes of comments I could

14· ·make, and we could turn to the preliminary applications

15· ·then.

16· · · · I, frankly, don't want to take you through the

17· ·comments I have about the order for the hearing, the

18· ·witnesses you're going to hear from, comments about

19· ·legal principles and that type of thing when we haven't

20· ·taken care of the preliminary applications, so I'd

21· ·invite Mr. Kitchen's comments on them.

22· ·MR. KITCHEN:· · · · · · ·I agree with that.· I think

23· ·the very first thing we should deal would be the

24· ·preliminary applications before we move into

25· ·substantive comments on the rest of it.

26· ·THE CHAIR:· · · · · · · ·Okay.



·1· ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, if you're

·2· ·comfortable, I have about 1 or 2 minutes of just very

·3· ·preliminary comments, and then we'll turn to the matter

·4· ·of the preliminary applications.

·5· · · · As you've mentioned, today's hearing is to

·6· ·determine whether Dr. Wall has committed unprofessional

·7· ·conduct under the HPA concerning certain of his actions

·8· ·and conduct.· Mr. Kitchen is here representing

·9· ·Dr. Wall, and Dr. Wall is here as well.· Despite the

10· ·fact that we haven't heard from Dr. Wall about the

11· ·actual charges yet, this is a contested hearing, and as

12· ·is his right, Dr. Wall is taking the position that he

13· ·did not commit unprofessional conduct regarding the

14· ·five charges that are in the Amended Notice of Hearing,

15· ·which I will probably simply refer to as the Notice of

16· ·Hearing today.

17· · · · What we're engaging in right now is what is known

18· ·as the liability phase of proceedings.· The hearing is

19· ·scheduled for four days, as you know, and in the

20· ·liability phase of a hearing, both sides present their

21· ·evidence, their cases, and the Hearing Tribunal has a

22· ·chance to ask questions and test the evidence and,

23· ·ultimately, you will decide whether unprofessional

24· ·conduct has occurred, and you will issue a written

25· ·decision in that regard at some point.

26· · · · Hopefully we can complete the liability phase of



·1· ·the hearing within the four scheduled days, but if we

·2· ·can't, we'll, of course, need to schedule some

·3· ·additional days.

·4· · · · If and only if findings of unprofessional conduct

·5· ·are made by the Hearing Tribunal would we convene again

·6· ·for the penalty phase of the hearing, as distinct from

·7· ·the liability phase, where you would receive

·8· ·submissions and potentially evidence from each side

·9· ·regarding appropriate penalty orders.

10· · · · So that's where we are at the beginning of the

11· ·hearing, Mr. Chair, and I'll continue on with the, as I

12· ·said, an opening statement in a few minutes, but as you

13· ·also know and as you referred to, we have preliminary

14· ·applications this morning, and they are coming from

15· ·both sides.

16· · · · If you can just give me a minute, I'll get my

17· ·documents ready in that regard.

18· ·THE CHAIR:· · · · · · · ·I'm aware of two.

19· ·MR. MAXSTON:· · · · · · ·I'll let Mr. Kitchen speak to

20· ·his application in a moment.· We talked about this

21· ·yesterday actually in the order of when he would bring

22· ·it, and I think he is bringing it right after my

23· ·applications, but we can speak to that in a few

24· ·moments.

25· · · · So just as a starting point for the members of the

26· ·Hearing Tribunal, some -- that maybe haven't been in



·1· ·this experience, sometimes there are issues between the

·2· ·parties that can't be resolved in advance of a hearing.

·3· · · · As you know from receiving all of the agreed on

·4· ·exhibits before today with the consent of both parties,

·5· ·there are many things that have been agreed to by the

·6· ·parties, but there are three preliminary applications

·7· ·that require your decision-making and your direction.

·8· ·The Complaints Director has two preliminary

·9· ·applications, and Dr. Wall has a third separate

10· ·preliminary application.

11· · · · So again, Mr. Kitchen can speak to the specifics

12· ·of his application, but I believe it relates to

13· ·tendering a further expert report and having that

14· ·expert testify.

15· · · · The Complaints Director has two preliminary

16· ·applications.· The first one is to make changes to the

17· ·Amended Notice of Hearing and specifically the closing

18· ·portion of the Notice of Hearing, and the second

19· ·preliminary application relates to a request to have

20· ·three Alberta Health Services documents be entered as

21· ·exhibits.

22· · · · Subject to Mr. Kitchen's comments, what I would

23· ·normally see as the process for a preliminary

24· ·application would be that the party bringing the

25· ·application make submissions, the party opposing it

26· ·makes their comments, the Hearing Tribunal would be



·1· ·able to ask questions, and then we would ask you to

·2· ·take a break and make a decision on the applications.

·3· · · · I think it's probably best, Mr. Chair, if you and

·4· ·Mr. Kitchen are comfortable, for us to go through all

·5· ·three of the preliminary applications and then have a

·6· ·break, and you can decide on all of them.· I think it

·7· ·will be a little bit awkward to break after each one.

·8· ·If you want to do that though, we can do that, but,

·9· ·again, if Mr. Kitchen has some thoughts on that, I'd

10· ·welcome his comments.

11· ·MR. KITCHEN:· · · · · · ·I think that's fine.· I'm also

12· ·fine if the Hearing Tribunal prefers to only hear the

13· ·Complaints Director's applications, make a decision,

14· ·come back, and hear my application and then make a

15· ·decision.· Either is acceptable to me really.· I'm in

16· ·the Tribunal's hands on that.

17· ·MR. MAXSTON:· · · · · · ·And so am I, Mr. Chair.

18· ·Perhaps what we should do, if you're comfortable, is

19· ·I'll make both of the application.· If you want to stop

20· ·after the first one and break, that's fine; if you want

21· ·to stop after the second one and break, that's fine.

22· ·We'll just sort of play this by ear.· And, of course,

23· ·if at any time, you need to caucus on any issue, you

24· ·and Mr. Pavlic can go to a breakout room.

25· ·Submissions by Mr. Maxston (First Preliminary

26· ·Application)



·1· ·MR. MAXSTON:· · · · · · ·So if everyone is comfortable

·2· ·then, I will just begin with the Complaints Director's

·3· ·first preliminary application, and that relates to

·4· ·Exhibit A-1, which is the Amended Notice of Hearing,

·5· ·dated July 22, 2021.

·6· · · · With Mr. Kitchen's consent, the Hearings Director

·7· ·yesterday sent you what I called a "Preliminary

·8· ·Application:· Complaints Director's Reference

·9· ·Document", and I believe that's document H-1 in the

10· ·batch of documents that have been sent to you.· And,

11· ·Mr. Chair, before going further, I'll just ask each one

12· ·of you to go to that document.

13· · · · Maybe while you're doing that, I will ask

14· ·Mr. Kitchen for his thoughts on whether he thinks this

15· ·needs to be entered as an exhibit.· I'm fine either

16· ·way, frankly.

17· ·THE CHAIR:· · · · · · · ·Mr. Maxston, is this amending

18· ·the Notice of Hearing?

19· ·MR. MAXSTON:· · · · · · ·Well, this is an application

20· ·to amend the Notice of Hearing, and what I'm referring

21· ·you to is a supporting document for ease of reference

22· ·to show you the changes and also to show you some other

23· ·things I'm going to be relying on in the application.

24· ·It's essentially the revised version of the Amended

25· ·Notice of Hearing and then some excerpts from the HPA

26· ·and another excerpt from the Rules of Court that



·1· ·relates to Mr. Kitchen's application.

·2· ·THE CHAIR:· · · · · · · ·In looking at this, I see on

·3· ·the second page, halfway down, there is some typed

·4· ·script in red; is that the change?

·5· ·MR. MAXSTON:· · · · · · ·Yeah, I will get to that,

·6· ·Mr. Chair.· I would like to make a few brief comments

·7· ·before I take you to that, but I just wanted to be sure

·8· ·everybody had access to this document.

·9· ·THE CHAIR:· · · · · · · ·I'm just wondering, if it's

10· ·going to be the Notice of Hearing that is used that

11· ·replaces the previous one, I would have thought it

12· ·would have been entered as an exhibit.

13· ·MR. MAXSTON:· · · · · · ·Well, maybe we'll -- again, I

14· ·invite Mr. Kitchen's comments.· My experience in these

15· ·types of situations is that you can certainly enter a

16· ·revised Notice of Hearing as an exhibit, and I would

17· ·intend that Part 1 of this document be that, but we're

18· ·not quite there yet.· I was wondering if you want to

19· ·mark this as an exhibit for identification only or

20· ·whether you don't need to mark it at all at this point.

21· ·And, again, I'm fine either way.

22· ·THE CHAIR:· · · · · · · ·Okay, let's not mark it yet,

23· ·and let's proceed, and if it starts to get a little

24· ·muddy, the waters get a little muddy, we might need to

25· ·mark things.· There's a lot of documents here, so ...

26· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'll --



·1· ·THE CHAIR:· · · · · · · ·Go ahead.

·2· ·MR. MAXSTON:· · · · · · ·So I'll just continue on then.

·3· · · · As you alluded to, this is an application, this

·4· ·first application is an application by the Complaints

·5· ·Director to amend the Notice of Hearing that is before

·6· ·you, and the red highlighting that is on page 2 of the

·7· ·reference document are the changes that the Complaints

·8· ·Director is requesting your direction on and, in fact,

·9· ·an order that those changes can be made.

10· · · ·I want to begin by mentioning that you will see

11· ·there are no changes to the five charge wordings

12· ·themselves.· Those have not changed since the original

13· ·Notice of Hearing on this was provided I believe last

14· ·year.· I believe it was last summer actually.

15· · · · You'll see that there are two changes in red which

16· ·are being requested, and I invite again Mr. Kitchen's

17· ·comments, but I want to stop and tell you that his

18· ·client does not object to the change adding B-1 as a

19· ·referred section of the Code of Ethics.· So that change

20· ·is not before you.· Dr. Wall does not agree to the

21· ·addition of the phrase "Alberta Health Services

22· ·directions and requirements".

23· · · · So, Mr. Chair, just some background facts, and I

24· ·alluded to this before, this July 22, 2021 Notice of --

25· ·Amended Notice of Hearing was provided to Mr. Kitchen

26· ·shortly after that date, and, in fact, it's a



·1· ·reflection of the original Notice of Hearing that was

·2· ·sent some time ago.· In an August 5 email to

·3· ·Mr. Kitchen, I advised him that the Complaints Director

·4· ·was seeking to amend the Notice of Hearing, and he

·5· ·indicated he would be objecting to that.

·6· · · · So in support of the Complaints Director's

·7· ·application, I intend to make submissions in two areas.

·8· ·The first is the authority given to the Complaints

·9· ·Director under the Health Professions Act and I think

10· ·case law to set the wording for charges, and I'm also

11· ·going to take you to some case law in that regard, and

12· ·I'm also going to review the legal test for

13· ·requirements for charge wordings generally and why this

14· ·type of change should not be viewed as prejudicial or

15· ·harmful in any way to Dr. Wall.

16· · · · So the first area then is what does the HPA say

17· ·about this, and if you look at the -- again, the

18· ·reference document that I had the Hearings Director

19· ·send to you yesterday, you'll see that Section 66(3) of

20· ·the HPA says:· (as read)

21· · · · If, on reviewing a report [that's an

22· · · · investigation report] prepared under this

23· · · · section, the Complaints Director determines

24· · · · that the investigation is concluded, the

25· · · · Complaints Director must refer to the matter

26· · · · to the Hearings Director for a hearing.



·1· ·So it's the Complaints Director who decides what

·2· ·charges, what conduct go before the Hearing Tribunal

·3· ·and has the discretion to prepare the charge wording.

·4· ·And that's echoed in the next section of the HPA that

·5· ·I'm referring you to, and that's Section 77(a) in this

·6· ·same document, which says:· (as read)

·7· · · · The Hearings Director must, at least 30 days

·8· · · · before the hearing, give the investigated

·9· · · · person a notice to attend and give reasonable

10· · · · particulars of the subject matter of the

11· · · · hearing.

12· ·So again, Mr. Chair, and Tribunal Members, it's clear

13· ·that the Complaints Director has the legal authority to

14· ·determine the nature and content and number of charges,

15· ·and that's known essentially as prosecutorial

16· ·discretion in different contexts, and it would not make

17· ·sense for the member to have a veto over that, veto

18· ·power over that; the member doesn't have that type of

19· ·authority.· It's the Complaints Director who decides

20· ·what charges are brought forward.· And, of course, just

21· ·as Dr. Wall is doing today, the regulated member can

22· ·vigorously contest the charge wordings and argue that

23· ·some or all of the charge wordings are incorrect or

24· ·inapplicable.

25· · · · So, Mr. Chair, I'm going to veer off a little bit

26· ·here, but Mr. Kitchen asked you -- asked the Hearings



·1· ·Director yesterday to send you a case -- actually two

·2· ·cases in support of his preliminary application, one of

·3· ·those is a case called Wright, W-R-I-G-H-T, v. The

·4· ·College and Association of Registered Nurses, and I

·5· ·appreciate that Mr. Kitchen provided that to you for

·6· ·his application, but, handily enough, it's also

·7· ·applicable in one portion to the Complaints Director's

·8· ·application today.

·9· · · · And if all of you are able to access that Wright

10· ·decision, I'll just give you a couple of minutes, and

11· ·I'm asking you to go to paragraph 47 of the Wright

12· ·decision.

13· ·THE CHAIR:· · · · · · · ·Mr. Maxston, I don't think I

14· ·received it.· I received the preliminary application

15· ·and the MacLeod case.

16· ·MR. MAXSTON:· · · · · · ·Yeah, I think Mr. Kitchen,

17· ·I'll invite him to comment if he wants to, sent some

18· ·cases very late last night or very early this morning,

19· ·and he asked the Hearings Director to send them on to

20· ·you, and I think that was done.

21· ·THE CHAIR:· · · · · · · ·Perhaps we can break for 5

22· ·minutes and just check to see if we have them.· I'll --

23· ·MR. MAXSTON:· · · · · · ·Again, I believe there --

24· ·sorry, I believe there are two cases, one is the Wright

25· ·decision and the other is Mohan, M-A-H-O-N [sic].

26· ·THE CHAIR:· · · · · · · ·Okay, I think if we're going



·1· ·to discuss these, I'll go to my desktop and see if they

·2· ·came in this morning.· I didn't see them earlier, but

·3· ·they may have arrived.· And did anybody -- other

·4· ·Hearing Tribunal Members receive these this morning?

·5· ·MS. NELSON:· · · · · · · If I can just interject here,

·6· ·they're actually in File H in the exhibit Dropbox link.

·7· ·THE CHAIR:· · · · · · · ·Okay --

·8· ·MR. MAXSTON:· · · · · · ·Mr. Chair --

·9· ·THE CHAIR:· · · · · · · ·Yeah, they were also attached,

10· ·I downloaded what was attached to the email.  I

11· ·understood that was the same.

12· ·MR. MAXSTON:· · · · · · ·Mr. Chair, these cases are, of

13· ·course, important for Mr. Kitchen's cross-application,

14· ·so I think it's a good idea if we do just take a couple

15· ·of minutes, and you and your colleagues all identify

16· ·those cases and find them.· I see Mr. Kitchen nodding.

17· ·So maybe we'll just informally -- and maybe we all stay

18· ·in the room here, in this common room, and let you find

19· ·those cases, and I don't intend to take you through

20· ·much of this, but I know Mr. Kitchen will want those

21· ·cases to be in front of you.

22· ·THE CHAIR:· · · · · · · ·Okay, let's break.· The

23· ·Hearing Tribunal is on recess for a short period of

24· ·time while we track down these cases.· Okay?

25· ·MR. KITCHEN:· · · · · · ·Thank you.

26· ·(ADJOURNMENT)



·1· ·THE CHAIR:· · · · · · · ·Okay, the Hearing Tribunal is

·2· ·back in session.· Mr. Maxston, can you continue please.

·3· ·MR. MAXSTON:· · · · · · ·Sure, and I'm sorry to have

·4· ·taken us down this road, but I -- it's a small

·5· ·digression for this preliminary application, this

·6· ·specific one, but, of course, as I said, it's important

·7· ·to get these cases in front of you too.

·8· · · · So in the Wright decision, Mr. Chair, I would just

·9· ·ask you to go to paragraph -- you and your colleagues

10· ·go to paragraph 47, and just as I said, conveniently

11· ·enough, there's a statement in here that applies.· It

12· ·says:· (as read)

13· · · · Power of a professional organization to

14· · · · invoke and manage its professional

15· · · · disciplinary regime is analogous to

16· · · · prosecutorial discretion, and the grounds of

17· · · · review of any decisions made are very narrow.

18· ·And there's a few other comments then in that paragraph

19· ·about what prosecutorial discretion is, and I think

20· ·it's just important to note that the courts have

21· ·recognized that there is this prosecutorial discretion,

22· ·and it's the Complaints Director's discretion, no one

23· ·else's.

24· · · · So I think it's also important, when you're

25· ·looking at amendments to the charges, to consider the

26· ·test for charges, the specificity they have to include,



·1· ·and I've given you a case, it came yesterday I believe

·2· ·to all of you called MacLeod v. Alberta College of

·3· ·Social Workers, and I'd like you to turn to that and,

·4· ·in specific, paragraph 20.

·5· · · · So maybe I'll wait for a show of hands when

·6· ·everybody is ready to go on that case.· I don't want to

·7· ·start commenting on it until everyone has it in hand.

·8· · · · I was going to proceed, but Mr. Lees, I don't see

·9· ·you on camera, so I'm --

10· ·THE CHAIR:· · · · · · · ·I'm --

11· ·MR. MAXSTON:· · · · · · ·-- thinking we should wait.

12· ·THE CHAIR:· · · · · · · ·-- just -- I'm just calling up

13· ·on my other computer, and the document I have has 12

14· ·pages.

15· ·MR. MAXSTON:· · · · · · ·I think I have an 11-page

16· ·document, but it should be entitled MacLeod v. College

17· ·of Social Workers.

18· ·THE CHAIR:· · · · · · · ·Okay, and then you said

19· ·paragraph 20?

20· ·MR. MAXSTON:· · · · · · ·Yeah, paragraph 20.

21· ·THE CHAIR:· · · · · · · ·Okay, we're good.

22· ·MR. MAXSTON:· · · · · · ·So paragraph 20 is -- the

23· ·particular facts of this case aren't particularly

24· ·relevant, but paragraph 20 is important when it sets

25· ·out the test for what charge wordings have to contain,

26· ·and it says, this is the Court speaking:· (as read)



·1· · · · Further, the appellant argues that the rules

·2· · · · of natural justice require sufficient

·3· · · · particulars of a complaint so that the

·4· · · · professional can mount a proper defence.

·5· ·And the Court is saying that common-law rule is carried

·6· ·forward in Section 77 of the Act, which I just took you

·7· ·to:· (as read)

·8· · · · Particulars enable the professional to

·9· · · · identify the particular event that is said to

10· · · · amount to professional misconduct.

11· · · · Particulars also have the effect of limiting

12· · · · the scope of the charges so that the

13· · · · professional does not have to defend his or

14· · · · her entire career or general character during

15· · · · the hearing.

16· ·And if you skip to the next page of that decision,

17· ·Mr. Chair, and go to paragraph 24, you'll see there's a

18· ·heading of "Scope of Charges", and then the Court

19· ·reiterates this principle and says:· (as read)

20· · · · As noted, allegations of professional

21· · · · misconduct must be specific enough that the

22· · · · professional can know the case he or she has

23· · · · to meet.

24· ·So the Complaints Director has the discretion to come

25· ·up with these charge wordings, but the charge wordings

26· ·have to have a level of specificity to them, and, from



·1· ·the Complaints Director's perspective, that legal

·2· ·obligation has clearly been -- clearly been discharged

·3· ·here.

·4· · · · The charge wordings are clear and precise

·5· ·themselves, Charges 1 to 5.· They disclose particulars

·6· ·of the allegations, and they provide more than enough

·7· ·information for Dr. Wall to know the case to be met.

·8· ·That's what the Court of Appeal was saying in the

·9· ·MacLeod decision.· Dr. Wall knows what he is being

10· ·asked to respond to.

11· · · · And just as importantly, the Amended Notice of

12· ·Hearing was originally provided to Mr. Kitchen in March

13· ·of -- I believe March of 2021, and Dr. Wall hasn't made

14· ·any request for particulars.· You haven't heard

15· ·anything about the charges being unspecific.· I think,

16· ·in fact, they're quite detailed, and they set out

17· ·exactly what conduct is an issue.

18· · · · And very importantly, the wording of the charges

19· ·isn't changing.· That's what the courts often key on

20· ·is, wait a minute, the professional has to know what

21· ·the case is to be met.· And from start to finish, from

22· ·the first Notice of Hearing to this one, those charges

23· ·haven't changed; Dr. Wall knows the case to be met.

24· · · · The addition of the Alberta Health Services

25· ·directions and requirements is a commentary at the end

26· ·of the charge, and it's the Complaints Director saying



·1· ·there's the potential for Dr. Wall to have contravened

·2· ·a number of things including Alberta Health Services'

·3· ·directions and requirements.· And it may be that that

·4· ·part of the charge isn't proven, it may be that it is,

·5· ·but we'll find that out during the hearing, and there's

·6· ·certainly no prejudice to Dr. Wall by adding that.

·7· · · · And I think I'll go a little bit further, in

·8· ·addition to Mr. Lawrence, as Complaints Director,

·9· ·having the discretion to word charges as he sees fit,

10· ·Alberta Health Services is relevant.· It's the arm of

11· ·Alberta Health that administers health care in Alberta

12· ·broadly, and the Complaints Director's position is that

13· ·Dr. Wall's conduct can be assessed in relation to AHS

14· ·requirements and directions.· And as you'll know from

15· ·the exhibits that have been provided to you, the AHS

16· ·actually closed down Dr. Wall's clinic.· They're

17· ·already involved in this.· There's no sense that this

18· ·is a third party in the broad sense; AHS is already

19· ·involved.

20· · · · So the changes to the Notice of Hearing are minor.

21· ·They're not changes to the charges.· They're one

22· ·element of the, how will I say it, the criteria for

23· ·assessing Dr. Wall's conduct in terms of the first five

24· ·charges.· There's nothing new here.· It doesn't

25· ·prejudice Dr. Wall in terms of the charges themselves,

26· ·and Dr. Wall has had more than enough time to assess



·1· ·these charges and properly prepare for them.

·2· · · · So I'm happy to answer any questions you have.

·3· ·Mr. Kitchen, I'm sure, will have some responses, and I

·4· ·might have a couple quick follow-up comments in terms

·5· ·of what he says, and we can then either take a break or

·6· ·move forward to the Complaints Director's second

·7· ·application, preliminary application.

·8· ·THE CHAIR:· · · · · · · ·Perhaps we'll hear from

·9· ·Mr. Kitchen before we determine whether or not the

10· ·Hearing Tribunal has any additional questions.

11· ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I think you might

12· ·be muted.

13· ·Submissions by Mr. Kitchen (First Preliminary

14· ·Application)

15· ·MR. KITCHEN:· · · · · · ·My apologies, my mic is muted.

16· ·Good, now I know that works.· I'll start again.

17· · · · Just a few brief comments.· Firstly, I don't

18· ·disagree with my learned friend about the particulars

19· ·of the charges themselves, that being 1 to 5.· The

20· ·problem I have is with the -- with this addition and

21· ·how vague it is.· If you look at the section underneath

22· ·the charges where it says "it is further alleged", and

23· ·there's a number of things that are specifically listed

24· ·there, 1(1)(pp) of the HPA, the Standards of Practice,

25· ·and then we have the specific, very specific sections

26· ·of the Standards of Practice, very specific sections of



·1· ·the Code of Ethics, and we have the ACAC Pandemic

·2· ·Directive as specified, the CMOH orders that are

·3· ·specified, not which ones but they're specified as CMOH

·4· ·orders, and then we have this very vague Alberta Health

·5· ·Services directions and requirements.· I don't know

·6· ·what they are, they don't have any sections, they don't

·7· ·any references, no dates, no nothing.· It's very vague.

·8· ·Hopelessly vague, I would say.

·9· · · · The other thing -- and because of that, I would

10· ·say that it's also hopeless that there will be any

11· ·findings that he's -- that Dr. Wall has contravened any

12· ·of these things if we don't even really know what they

13· ·are.

14· · · · In response to the comment about prosecutorial

15· ·discretion, again, I don't disagree with that generally

16· ·speaking.· The case referred to that I provided, Wright

17· ·v. College and Association of Registered Nurses, one of

18· ·the issues in that case was whether or not the

19· ·regulatory body in that case really even should have

20· ·invoked any kind of process at all or, you know,

21· ·whether it should have merely done an informal

22· ·resolution as opposed to a formal hearing.· The nurse

23· ·in that case was challenging that.· So I don't disagree

24· ·with the analogy of prosecutorial discretion to decide

25· ·whether or not to lay charges or, in this case, proceed

26· ·to a hearing.



·1· · · · But that's a little different than what's going on

·2· ·here.· Here we have a late game amendment to pile on,

·3· ·and that's a little different than deciding whether or

·4· ·not at all to proceed to a formal hearing into any

·5· ·charges.· So I don't think that that's necessarily

·6· ·directly on point.

·7· · · · The last thing I'll say when it comes to Alberta

·8· ·Health Services, yes, they are involved in this case,

·9· ·but only in regards to the CMOH orders.· Yes,

10· ·Dr. Wall's office was closed down, but there was no

11· ·allegations breaching any AHS directions and

12· ·requirements; there was an allegation of breaching a

13· ·CMOH order, and when it was discovered that that CMOH

14· ·order was no longer breached, AHS opened the office

15· ·again.· All AHS was in that scenario was an enforcer of

16· ·the CMOH order.· That was their only role; that's been

17· ·their only role.

18· · · · So it's the CMOH orders that matter here, and if

19· ·that had have been what the Complaints Director was

20· ·trying to add in now, at this stage, Dr. Wall wouldn't

21· ·oppose it, but now we have this extra thing of

22· ·directions and requirements of AHS, and that's not

23· ·what's relevant.· What's relevant is the CMOH officer's

24· ·orders.

25· · · · Those are my submissions on that.· I'll take any

26· ·questions if you have any, Chair.



·1· ·Reply Submissions by Mr. Maxston (First Preliminary

·2· ·Application)

·3· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I wonder if I can

·4· ·just make two very brief comments in response.

·5· ·THE CHAIR:· · · · · · · ·Yes.

·6· ·MR. MAXSTON:· · · · · · ·Very, very briefly, I think

·7· ·there's a bit of a chicken and egg here, because the

·8· ·Complaint Director's next application is to enter some

·9· ·AHS documents, which I think would provide the

10· ·specificity that would support that wording.

11· · · · I'll just say that I don't think this is late in

12· ·the game.· The amendments were provided a few weeks

13· ·ago.· I don't think it's piling on; it's five words,

14· ·six words.· And, as Mr. Kitchen says, you'll decide at

15· ·the end of the day whether the Complaints Director has

16· ·or has not produced evidence to satisfy that particular

17· ·phrase, but it's really the Complaints Director's call

18· ·to put that phrase in.· So those are my comments.

19· ·THE CHAIR:· · · · · · · ·Okay, well, let's caucus for a

20· ·few minutes so that we can determine whether the

21· ·Hearing Tribunal has any further questions for counsel.

22· ·So we'll take 5 minutes, and if we could be put back in

23· ·a waiting room, that would be great, thank you.

24· ·(ADJOURNMENT)

25· ·THE CHAIR:· · · · · · · ·We will call the Hearing

26· ·Tribunal back in session.



·1· ·Ruling (First Preliminary Application)

·2· ·THE CHAIR:· · · · · · · ·The Hearing Tribunal Members

·3· ·have discussed and reviewed the comments from counsel.

·4· · · · First off, I would say we do not have any

·5· ·additional or further questions from either counsel

·6· ·regarding the application.

·7· · · · We have found that there was no evidence that

·8· ·Dr. Wall is being prejudiced by this application, and

·9· ·we would further add that Dr. Wall and counsel had

10· ·ample opportunity, some weeks in which they had -- they

11· ·could have raised questions or concerns or tried to

12· ·seek further particulars with respect to the

13· ·preliminary application by the Complaints Director, and

14· ·that didn't happen.· So on that basis, we're prepared

15· ·to -- I'm not sure of the technical word -- accept the

16· ·preliminary application from Mr. Maxston.

17· ·MR. MAXSTON:· · · · · · ·Mr. Chair, and I will again --

18· ·thank you for your comments, I will again invite

19· ·Mr. Kitchen's comments on this.· I would intend then to

20· ·either have the reference document that I've provided

21· ·to you to have in front of that the Amended Notice of

22· ·Hearing with the red changes be entered as an exhibit,

23· ·or I can, as a housekeeping matter, have the Hearings

24· ·Director generate an Amended Amended Notice of Hearing.

25· ·I think the changes are on the record, and we could

26· ·probably simply use this reference document I have,



·1· ·but, again, I'm in Mr. Kitchen's hands on that.

·2· ·MR. KITCHEN:· · · · · · ·I think that's fine, enter it

·3· ·as an exhibit.· Yeah, we have a copy.· It's part of the

·4· ·record.

·5· ·THE CHAIR:· · · · · · · ·Okay, just to be clear that,

·6· ·the Hearing Tribunal Members, your copies show in red

·7· ·the changes?· So we don't need to reword it and reprint

·8· ·it.· Okay, good.

·9· · · · EXHIBIT H-1 - Preliminary Application:

10· · · · Complaints Director's Reference Document

11· ·Submissions by Mr. Maxston (Second Preliminary

12· ·Application)

13· ·MR. MAXSTON:· · · · · · ·Mr. Chair --

14· ·THE CHAIR:· · · · · · · ·Yeah, Mr. Maxston.

15· ·MR. MAXSTON:· · · · · · ·Thank you, I will proceed then

16· ·with the Complaints Director's secondary preliminary

17· ·application, which is to admit three Alberta Health

18· ·Services or AHS documents as additional exhibits, and,

19· ·as you know, Dr. Wall is objecting to that.

20· · · · For your reference, I'll tell you I'm going to be

21· ·making submissions in three areas, and I think, quite

22· ·briefly, the first is to briefly review what the

23· ·proposed exhibits are; secondly, I'm going to talk

24· ·about what the HPA has to say about evidence and

25· ·admissibility; and then I'm going to talk very briefly

26· ·about what the courts have to say about evidence and



·1· ·admissibility.

·2· · · · So, Mr. Chair, thankfully, the parties agreed that

·3· ·you could receive copies of these documents in advance,

·4· ·so I don't have to take you through them line by line.

·5· ·I would just say to you that the AHS guidelines for

·6· ·masking are important in terms of -- that's the first

·7· ·document -- are important in terms of what they say

·8· ·about the requirements for PPE and how that is

·9· ·significant for health care providers, and there's a

10· ·statement on page 1 about PPE being critical to the

11· ·health and safety of health care workers and patients,

12· ·so I think that's relevant.

13· · · · The AHS personal protective, PPE, equipment

14· ·document similarly on page 1 has comments about

15· ·requirements for masking.· It talks about the Public

16· ·Health Agency of Canada, PHAC, and their views on

17· ·masking and similar items.· It talks about the fact

18· ·that AHS is making a masking order in terms of the goal

19· ·of preventing the spread of COVID, and it has some

20· ·other comments in there.

21· · · · The third document, Alberta Health Services

22· ·directed use of masks during COVID-19, again, has more

23· ·comments, particularly on page 1, in the "Principle"

24· ·section about:· (as read)

25· · · · Continuous masking can be a control and a

26· · · · protection to people wearing masks and to



·1· · · · those around them.

·2· ·And it talks about the importance of that for health

·3· ·care providers.

·4· · · · I could take you through these documents in

·5· ·detail, but I don't know that's appropriate, given the

·6· ·nature of the preliminary application, but I just

·7· ·wanted to give you a sense of the flavour of those

·8· ·documents and why the comments in them are important.

·9· · · · The next thing I want to turn to is to review

10· ·Section 79(5) of the HPA, and that is actually in Part

11· ·2 of the reference document that had the changes to the

12· ·charge wordings and the other HPA sections that you

13· ·have.· It's on the last page, the third page of that

14· ·document, and it's under the heading "Section C", and

15· ·then it says "Section 79(5)".· I'll just ask all of you

16· ·to go to that, and if you can let me know, Mr. Chair,

17· ·when you'd like me to proceed.

18· ·THE CHAIR:· · · · · · · ·Okay, just give me a moment,

19· ·please.· Okay.· Everybody okay?· Okay, Mr. Maxston.

20· ·MR. MAXSTON:· · · · · · ·Thank you.· And, Mr. Chair,

21· ·just for the balance of the hearing, if I start talking

22· ·about a section, and there's a straggler who may be or

23· ·a document someone hasn't gotten to yet, someone can

24· ·raise their hands.· I certainly want to make sure that

25· ·everybody's on the same page, and I know it's a little

26· ·cumbersome with the electronic documents.· So, again,



·1· ·if I start off or if Mr. Kitchen starts off, you know,

·2· ·on something, and you're not there yet, please let us

·3· ·know.

·4· · · · So Section 79(5) is really important in terms of

·5· ·evidence, and it says:· (as read)

·6· · · · Evidence may be given before the Hearing

·7· · · · Tribunal in any manner that it considers

·8· · · · appropriate, and it is not bound by the rules

·9· · · · of law respecting evidence applicable to

10· · · · judicial hearings.

11· ·This is a common provision in many pieces of

12· ·administrative law legislation, and the drafters of the

13· ·legislation here are trying to facilitate less formal

14· ·proceedings for hearing tribunals and to allow

15· ·flexibility to them so they're not bound by the very

16· ·strict Rules of Evidence that apply to court

17· ·proceedings.

18· · · · Now, I want to be clear that this section doesn't

19· ·mean you must ignore the Rules of Evidence, and, in

20· ·fact, when evidentiary and other questions come before

21· ·you, even though you're not bound by those rules of

22· ·evidence, I think they can provide good guidance, and

23· ·sometimes they might even be binding:· The question is

24· ·so important that you will want to rely on the formal

25· ·Rules of Evidence.· But, as a starting point, you're

26· ·not bound by those formal Rules of Evidence.



·1· · · · Mr. Kitchen in his application about

·2· ·Mr. Schaefer's expert report has provided you with a

·3· ·case called Mohan, which deals with the Rules of

·4· ·Evidence that are applicable to entering new documents,

·5· ·and I think, frankly, I agree with the Mohan principle.

·6· ·I think it's a very well known case.· And I'm going to

·7· ·talk just very, very briefly about what those are and

·8· ·why these three documents should be entered, bearing in

·9· ·mind those three principles.

10· · · · So the three elements, the three criteria that I

11· ·think are generally accepted are is the evidence

12· ·relevant, is it relevant to the facts and issues that

13· ·are before the decision-maker, will it provide you with

14· ·some assistance in that regard.

15· · · · And the second question is is the evidence

16· ·material:· Has it got some weight to it, some heft that

17· ·is really going to assist you beyond simply being

18· ·relevant, and then the third principle, I think

19· ·generally, is is there some exclusionary rule that

20· ·prohibits this from coming in.· Lawyers talk about

21· ·hearsay evidence or things like that; where we'd say,

22· ·Well, wait a minute maybe those first two branches of

23· ·the test are met but the third part isn't.· So, again,

24· ·number one, is it relevant, does it address some of the

25· ·facts and issues before you, and is it material, is it

26· ·going to assist you with something.



·1· · · · So in terms of the first two elements of the test,

·2· ·the AHS documents, I think as I mentioned to you,

·3· ·contain very significant comments about masking and the

·4· ·efficacy of masking, their effect on patients and

·5· ·others, and, of course, that's something that is in

·6· ·play in this hearing; it's something that is before

·7· ·you.

·8· · · · And, of course, Dr. Wall, I anticipate, will be

·9· ·raising arguments about the lack of scientific evidence

10· ·to support masking, and even though the Complaints

11· ·Director, for reasons I'll talk about later on, doesn't

12· ·believe this hearing turns much, if at all, on masking,

13· ·this question is still before you.· And I think it's

14· ·fair to say that those AHS documents will provide some

15· ·guidance, they will provide some help, and they meet

16· ·that test for relevance.

17· · · · And I think it's important to remember that even

18· ·if you decide to admit this document, in your

19· ·deliberations, you'll decide what weight or value to

20· ·put on these documents.· So the admissibility part is

21· ·one step, and then the weight, the -- what lawyers

22· ·would call the probative value associated with them is

23· ·another step.

24· · · · I think you should be cautious and allow these

25· ·documents to be entered, and I think you'll find later

26· ·on that that they're of great assistance to you, and



·1· ·that these meet the test of relevance and that there

·2· ·isn't any exclusionary rule that would prevent these

·3· ·from going in.

·4· · · · I think it's also important to remember that there

·5· ·are already AHS documents before you that Dr. Wall has

·6· ·consented to, and that's the AHS order regarding

·7· ·closure of his clinic and the AHS order opening his

·8· ·clinic.· So, clearly, these documents are relevant, and

·9· ·they should be before you.

10· · · · I'm happy to answer any questions you have about

11· ·these issues, and, if not, my friend, Mr. Kitchen, will

12· ·certainly have some comments for you, I'm sure.

13· ·THE CHAIR:· · · · · · · ·So just to double-back and

14· ·check and make sure we're all on the same page, we are

15· ·talking about the three AHS documents that you noted a

16· ·few minutes ago that were not agreed to be part of the

17· ·package; is that correct?

18· ·MR. MAXSTON:· · · · · · ·That's correct.· This is a

19· ·contested application.· These are outside of Files A to

20· ·F, and I believe these were provided to you if not the

21· ·day before yesterday, maybe yesterday; I think it came

22· ·in the afternoon yesterday from the college.

23· ·THE CHAIR:· · · · · · · ·Yeah, they did, and I think

24· ·they were in --

25· ·MR. MAXSTON:· · · · · · ·But --

26· ·THE CHAIR:· · · · · · · ·-- 'H'.



·1· ·MR. MAXSTON:· · · · · · ·-- yes, with Mr. Kitchen's

·2· ·consent.

·3· ·THE CHAIR:· · · · · · · ·Okay, Mr. Kitchen?

·4· ·Submissions by Mr. Kitchen (Second Preliminary

·5· ·Application)

·6· ·MR. KITCHEN:· · · · · · ·Yes, thank you.· I ask the

·7· ·Tribunal to consider what the purpose of these

·8· ·documents is.· If the purpose is to add scientific

·9· ·value, that purpose is not achieved.· There's no

10· ·scientific studies or reports or reviews contained in

11· ·this material.

12· · · · The science on masks is going to be heavily

13· ·canvassed in this case, and, indeed, the Complaints

14· ·Director has put in an expert on this, on the issues of

15· ·masking and scientific evidence, studies, review,

16· ·conclusions, et cetera, are discussed in that report.

17· · · · So the purpose of this, I submit, is to simply

18· ·appeal to authority.· It's basically to say, well, what

19· ·we're doing must be good, because AHS is doing it; what

20· ·does is good.· It's an appeal to authority.· That's a

21· ·fallacy.· Just because has does it, doesn't mean that

22· ·it's right, doesn't mean that it's scientific, doesn't

23· ·mean that it's lawful.

24· · · · Furthermore, what has and what the ACAC does is

25· ·two different things; they're independent of each

26· ·other.· The CMOH has authority over the ACAC, and, yes,



·1· ·AHS enforces the CMOH order.· This material is not CMOH

·2· ·orders; it's AHS documents.· And by the way, it's very

·3· ·different than the has documents that my learned friend

·4· ·just discussed, because, again, those documents about

·5· ·opening and closing Dr. Wall's clinic are merely an

·6· ·enforcement of the CMOH orders.· That's all they are.

·7· · · · These documents are different.· They're

·8· ·substantive, and they're independent from the CMOH

·9· ·orders.· They don't add any science, and if they don't,

10· ·then they don't have any value.· All they do is

11· ·prejudice Dr. Wall by adding this element on an appeal

12· ·to authority.

13· · · · I'll take you to that case we talked about

14· ·earlier, Wright v. The College of Association of

15· ·Registered Nurses [sic].· I'm going to be at paragraph

16· ·38, so that's about a page earlier than we were before.

17· ·And, again, this was a case where a nurse was

18· ·challenging a decision of its regulatory body, the

19· ·nurse's regulatory body, on one of the issues was human

20· ·rights grounds, and there was some evidence heard about

21· ·what other regulatory bodies did, and the Court said

22· ·that -- this is in paragraph 38:· (as read)

23· · · · The Hearing Tribunal was entitled to conclude

24· · · · that this evidence was irrelevant.· If we

25· · · · speak hypothetically and the College's

26· · · · policies and practices are compliant with the



·1· · · · human rights legislation, the fact that other

·2· · · · professional associations have different

·3· · · · compliant policies and practices is

·4· · · · irrelevant.

·5· ·And, obviously, AHS is not another professional

·6· ·association, but I would say it's analogous and this

·7· ·analysis applies.

·8· · · · What AHS does about masks to meet its human rights

·9· ·and Charter obligations is irrelevant.· Whether or not

10· ·masks are scientific, that's relevant, all right;

11· ·that's going to be dealt with in the expert report that

12· ·the Complaints Director has submitted.

13· · · · This is different.· There's -- since there's no

14· ·science in these documents, since the science is

15· ·already fully canvassed, there's no value that these

16· ·documents can provide, other than at least for the

17· ·Complaints Director to say, Well, look, we're not the

18· ·only ones doing this, there's other people doing this,

19· ·and, you know, AHS is an authority on the matter, so

20· ·that justifies what we're doing.· And in that sense,

21· ·the probative value is outweighed by the prejudice of

22· ·these documents.

23· · · · Subject to any questions, Chair, those are my

24· ·submissions.

25· ·MR. MAXSTON:· · · · · · ·Mr. Chair, if you're

26· ·comfortable, I have just a couple of very, very brief



·1· ·comments in response.

·2· ·THE CHAIR:· · · · · · · ·Okay, Mr. Maxston.

·3· ·Reply Submissions by Mr. Maxston (Second Preliminary

·4· ·Application)

·5· ·MR. MAXSTON:· · · · · · ·I think I would take issue

·6· ·with the comment that this is purely an appeal to

·7· ·authority.· This is all about the framework that the

·8· ·College was operating in.· There may not be references

·9· ·to science here, but certainly -- or scientific

10· ·studies, but certainly this is the arm of Alberta

11· ·Health that regulates health care broadly in the

12· ·province, and what they're saying on masking and what

13· ·they're doing is irrelevant to establish the bona fides

14· ·of the College Pandemic Directive, again, even though

15· ·the Complaints Director doesn't think masking is really

16· ·the issue here.

17· · · · So I think what AHS is saying on this is

18· ·important, and we'd ask you to again to admit these

19· ·documents and then place the appropriate weight on

20· ·them.· You've heard from the parties.

21· · · · Those are my submissions, thank you.

22· ·THE CHAIR:· · · · · · · ·Okay, I think we will take a

23· ·brief recess here so the Hearing Tribunal can determine

24· ·if we have any questions and discuss the matter.

25· · · · So let's -- it's 20 after 10, let's break for 10

26· ·minutes, and people can get up and have a stretch and



·1· ·grab a coffee or a bio break or whatever.· So 10:30

·2· ·we'll come back.· Thank you.

·3· ·(ADJOURNMENT)

·4· ·Ruling (Second Preliminary Application)

·5· ·THE CHAIR:· · · · · · · ·Okay, I think we're all back.

·6· ·My apologies, this took a little bit longer than

·7· ·anticipated, but we're ready to proceed.· So the

·8· ·Hearing Tribunal is back in session.· We have no

·9· ·questions of counsel regarding the most recent

10· ·discussions.

11· · · · We have considered the three documents and looked

12· ·at the information that counsel provided.· With respect

13· ·to the test, we do feel that these documents are

14· ·relevant; they deal with masking, which is certainly

15· ·one of the issues in this matter.· We do feel they are

16· ·material, and we don't find that there is an

17· ·exclusionary rule which would eliminate them.

18· · · · So the Hearing Tribunal's decision is to admit

19· ·them, and with the knowledge and the understanding

20· ·that, although we don't have information on the merits

21· ·of the case at this time, we can assign whatever weight

22· ·we feel is appropriate when we get to that point in

23· ·these proceedings.· So the documents submitted by

24· ·Mr. Maxston are admitted.

25· · · · EXHIBIT H-2 - Karen MacLeod v. The Alberta

26· · · · College of Social Workers, dated January 12,



·1· · · · 2018

·2· · · · EXHIBIT H-3 - R. v. Chikmaglur Mohan 1994 SCC

·3· · · · 80

·4· · · · EXHIBIT H-4 - Genevieve Wright v. The College

·5· · · · and Association of Registered Nurses of

·6· · · · Alberta, 2012 ABCA 267

·7· ·THE CHAIR:· · · · · · · ·And I would just like to

·8· ·comment on, very quickly, on two other documents, which

·9· ·I believe Mr. Kitchen were your submissions, and that's

10· ·the résumé of Mr. Schaefer and his report.· Is it your

11· ·intent to ask that these be admitted later on when you

12· ·are making your submissions on the allegations?

13· ·MR. KITCHEN:· · · · · · ·No, I don't think that's quite

14· ·right, Mr. Chair.· The idea is, at this point,

15· ·Mr. Maxston and I agreed that I would make an

16· ·application to have this report and cv admitted now,

17· ·and then, if admitted, we would proceed to an

18· ·examination/cross-examination of Mr. Schaefer later

19· ·down the road when Dr. Wall puts in his -- the expert

20· ·evidence side of his case.

21· ·THE CHAIR:· · · · · · · ·Okay.· So I'd you'd like us to

22· ·consider these now?

23· ·MR. KITCHEN:· · · · · · ·Yes.

24· ·THE CHAIR:· · · · · · · ·Okay, would you like to speak

25· ·to them?

26· ·MR. KITCHEN:· · · · · · ·Yes, unless Mr. Maxston has



·1· ·any objections to doing that now.

·2· ·MR. MAXSTON:· · · · · · ·No, I think that's actually

·3· ·the best way to go, and, of course, Mr. Chair, after

·4· ·Mr. Kitchen has made his comments, I'll, of course,

·5· ·have some response comments.

·6· ·THE CHAIR:· · · · · · · ·Yes, yeah.

·7· ·Submissions by Mr. Kitchen (Third Preliminary

·8· ·Application)

·9· ·MR. KITCHEN:· · · · · · ·All right, so you have in

10· ·front of you this expert report from Chris Schaefer and

11· ·his cv.

12· · · · As you know, the Complaints Director does not

13· ·consent to this being entered, notwithstanding the

14· ·admittance of the four other expert reports, one from

15· ·the Complaints Director and three others from Dr. Wall.

16· · · · I submit that this expert report should be

17· ·admitted.· It meets the test for admission, and it is

18· ·very helpful.· I'll walk you through that test.· It's

19· ·well known.· There's four criteria for admitting an

20· ·expert opinion.· It's found in the case we've already

21· ·discussed of Mohan, the citation is 1994 SCC 80.

22· · · · The criteria are relevance, necessity in assisting

23· ·the trier of fact, absence of an exclusionary role, and

24· ·a properly qualified expert.

25· ·THE CHAIR:· · · · · · · ·Mr. Kitchen, I'm sorry to

26· ·interrupt you, I was trying to catch up on my writing.



·1· ·Could you just go over the tests again.

·2· ·MR. KITCHEN:· · · · · · ·Sure.· The four criteria, and

·3· ·you'll find this at paragraphs 17 to 21 of the Mohan

·4· ·decision, which you should have a digital copy of that.

·5· ·The four criteria are relevance, necessity in assisting

·6· ·the trier of fact, the absence of an exclusionary role,

·7· ·and, of course, a properly qualified expert.

·8· · · · And I'll start -- I'll go chronologically through

·9· ·this.· For relevance, the Schaefer report focuses on

10· ·what medical masks actually are and two specific harms

11· ·from these types of masks.

12· · · · And by "medical", by the way, I mean the VU masks,

13· ·the surgical masks, the masks that are in the ACAC

14· ·Pandemic Directive.· Those are the types of masks

15· ·everybody's going to be talking about.· We're probably

16· ·going to use the term "masks" a lot, but that's what

17· ·we're talking about, as far as I know.· We're not

18· ·talking about cloth masks, N95; we're talking about

19· ·these types of masks.

20· · · · So the report focuses very briefly and narrowly on

21· ·these masks, what they actually are, and then two

22· ·specific harms that fall from those harms, being oxygen

23· ·deprivation and toxic overexposure to carbon dioxide.

24· · · · Now, this content is obviously relevant to one of

25· ·the central issues in this case, which is whether or

26· ·not masks cause harm and whether or not, because



·1· ·they -- because they cause harm, if they cause harm,

·2· ·whether or not they violate anybody's rights.

·3· · · · It's also legally relevant to whether the ACAC

·4· ·mask mandate Dr. Wall is challenging engages his

·5· ·security of a person under Section 7 of the Charter and

·6· ·his eventual argument that he was acting in the best

·7· ·interests of his patients by protecting them from the

·8· ·harms of surgical masks when he permitted them to not

·9· ·wear masks.

10· · · · Moving on to necessity.· The Schaefer report

11· ·provides information that is outside the knowledge of

12· ·the Members of the Tribunal.· Common sense would

13· ·support the notion that surgical masks decrease masks

14· ·to oxygen, increase exposure to carbon dioxide, but

15· ·only an expert can determine to what degree that that

16· ·carbon dioxide overexposure is happening and that

17· ·decrease in oxygen, and if that degree is actually

18· ·harmful or merely a discomfort, actually determining,

19· ·technically, exactly what the oxygen deprivation and

20· ·the overexposure to carbon dioxide is.· That knowledge

21· ·is not attainable without an expert.· That -- a

22· ·determination on that cannot be made by people with

23· ·ordinary knowledge.

24· · · · This report, therefore, is required for the trier

25· ·of fact, the Tribunal, to determine what is a central

26· ·issue in this case, that is whether masks are, in fact,



·1· ·harmful.

·2· · · · There is no applicable exclusionary rule engaged

·3· ·in this case.· And I suppose my friends are going to

·4· ·argue that there's prejudice because the report was

·5· ·filed three weeks before the hearing, and so if there's

·6· ·any prejudice, that would be it, and I'll deal with

·7· ·that momentarily.

·8· · · · But just to deal with proper qualifications,

·9· ·because obviously we're dealing with an expert opinion

10· ·here, so we can't have a qualified expert when we don't

11· ·have something that's admissible.· Mr. Schaefer

12· ·presents us precisely the experience and certifications

13· ·to be expertly discussing masks, surgical masks, and to

14· ·competently conduct the type of testing needed to make

15· ·the conclusions he does in his report about oxygen and

16· ·carbon dioxide levels.

17· · · · You can see from his cv there's a lot to do here

18· ·with respirators, masks, testing them, instructing on

19· ·them, he's got certifications in them.· In fact, a lot

20· ·of what he does and what he says has been doing for

21· ·decades has to do with different types of masks,

22· ·broadly speaking, or whatever you want to call it,

23· ·breathing barriers or respirators or whatever.· All

24· ·these various types of devices that go on people's

25· ·faces to protect them from certain things, he has an

26· ·enormous amount of experience in it.



·1· · · · Now, I'll just deal briefly with comparing the

·2· ·probative value to the prejudicial effect.· The

·3· ·Schaefer report is a rival, it's brief, it's not

·4· ·confusing or overly overcomplicated, which may be a

·5· ·reason to exclude it if it was; it's not going to take

·6· ·an enormous amount of time; it's a three-page report.

·7· ·It's not going to take an enormous amount of time for

·8· ·myself to take Schaefer through his report.· I don't

·9· ·imagine it would take an enormous amount of time for

10· ·the Complaints Director to cross-examine and test the

11· ·value of it.· It's needed to establish important and

12· ·relevant facts, and that's very important for

13· ·understanding probative value.

14· · · · As I mentioned, there's no relevance to

15· ·prejudicial effect to the Complaints Director except

16· ·possibly that this report was provided to the

17· ·Complaints Director three weeks prior to the hearing,

18· ·and it seems he's of the position three weeks is not

19· ·long enough to respond to the report.· I submit that

20· ·contention lacks any merit.· The report's three pages

21· ·long, as I mentioned, contains only five citations.

22· ·Either the Complaints Director could have found a new

23· ·expert to respond, or his current expert could have

24· ·responded, had three weeks to respond.· Three weeks is

25· ·sufficient time to prepare to respond to a three-page

26· ·report, whether it's in the form of a rebuttal report



·1· ·that is written and provided to Dr. Wall and the

·2· ·Tribunal or in the form merely of dealing with it in

·3· ·direction examination.· I submit that the probative

·4· ·value far outweighs any prejudicial effect on the

·5· ·Complaints Director.

·6· · · · However, if the Tribunal was to agree with the

·7· ·Complaints Director that there is prejudice to the

·8· ·degree that it challenges or competes with the

·9· ·probative value of this expert report, the only proper

10· ·remedy is to order an adjournment, to provide the

11· ·Complaints Director more time to respond.· It's not to

12· ·disallow the evidence.· Dr. Wall has a right to a full

13· ·answer in defence and should not be prevented from

14· ·putting in all the relevant evidence, including expert

15· ·evidence.

16· · · · Now, Dr. Wall opposes a further adjournment.

17· ·However, if one is to be issued, Dr. Wall requests and

18· ·proposes that the adjournment only be in regards to the

19· ·expert opinion evidence, and that the first two days of

20· ·the hearing, today and tomorrow, proceed, at least with

21· ·the attempt to get in all of the lay evidence and not

22· ·waste the time of so many witness.· And, in fact, if

23· ·there is an adjournment of experts, then perhaps we can

24· ·go into Day 3 next week to finish off all the lay

25· ·witnesses.

26· · · · That's very important to Dr. Wall, that there's no



·1· ·further adjournment -- no further complete adjourned.

·2· ·If we feel there has to be an adjournment, it should be

·3· ·for the expert evidence only.

·4· · · ·Lastly, I'll note, you know, my learned friend has

·5· ·given you Rule 8.16 of the Alberta Rules of Court that

·6· ·no more than once expert is permitted to give opinion

·7· ·evidence on any one subject on behalf of a party.

·8· ·Well, as we've already discussed, the Tribunal is not

·9· ·bound by strict rules of evidence, it's not bound by

10· ·the Alberta Rules of Court.· So in that sense, there's

11· ·nothing binding here in any event.

12· · · · But I'll say this, it should be quite obvious that

13· ·this report deals with a different subject than

14· ·Dr. Wall's other three experts.· The other three

15· ·experts are various scientists and medical doctors,

16· ·immunologists, virologists, respirologists, and they

17· ·are all dealing with the effectiveness or lack thereof

18· ·of masks.· They're deal with COVID-19; they're dealing

19· ·with the SARS-CoV-2 virus.· They're not dealing with

20· ·whether or not masks are harmful.· Certainly not in a

21· ·specific sense that Chris Schaefer is doing with, and

22· ·that being oxygen levels and carbon dioxide levels.

23· · · · So this is a different subject, right?· The

24· ·effectiveness of masks is a different subject from the

25· ·harms of masks.· There's no way we can conflate those

26· ·two.· Those are different subjects; those are different



·1· ·issues.· Right?· Does it fall under the broad issue of

·2· ·masks?· Sure, it does.· But that's a very important and

·3· ·different side of the coin as to whether or not it

·4· ·causes harm, right?· Because when it comes to masks,

·5· ·there's a lot of different issues we've got to deal

·6· ·with.· Do we need them, first of all?· Second of all,

·7· ·do they help, even if we did need them?· And then, of

·8· ·course, are they harmful?

·9· · · · So we have one report on a totally different issue

10· ·here.· That's the harms.· The Complaints Director is

11· ·saying that it's a fourth report on the same subject.

12· ·That's just not the case.· It's one report on a

13· ·different subject.· And so on that basis, even if the

14· ·Rules of Court apply, it cannot be excluded on that

15· ·basis.

16· ·THE CHAIR:· · · · · · · ·Thank you, Mr. Kitchen.

17· ·MR. KITCHEN:· · · · · · ·Thank you.

18· ·THE CHAIR:· · · · · · · ·Mr. Maxston?

19· ·Submissions by Mr. Maxston (Third Preliminary

20· ·Application)

21· ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.· I've

22· ·got a few comments.

23· · · · I'm going to start with an overall comment, and

24· ·that is that -- and I'll echo this in my opening

25· ·statement, and you'll certainly hear about it in

26· ·closing statements -- Dr. Wall would like this hearing



·1· ·to be about masking and the efficacy of masking or the

·2· ·science that does or doesn't support it, but the

·3· ·Complaints Director is strongly of the view that that's

·4· ·not the issue before you.· The issue before you is one

·5· ·of governance and the responsibility of professionals

·6· ·to adhere to the requirements of their regulatory body,

·7· ·which is a cornerstone of professional regulation.

·8· · · · I think there are a number of very significant

·9· ·concerns that the Complaints Director has with the

10· ·introduction of this report.· The first thing I will

11· ·say is that Rule 8.16(1) that I've quoted from the

12· ·Rules of Court, as my friend said, says that:· (as

13· ·read)

14· · · · Unless the Court otherwise permits, no more

15· · · · than one expert is permitted to give opinion

16· · · · evidence on any one subject on behalf of a

17· · · · party.

18· ·Now, my friend is quite right, and I've said this,

19· ·you're not bound by the formal rules of evidence, but,

20· ·as I've said to you before, the formal Rules of

21· ·Evidence can provide you with important guidance, and

22· ·this is a very serious and significant issue:· It's an

23· ·expert being called in to testify.

24· · · · And I think the rationale behind that Rule 8.16

25· ·applies here.· The courts don't intend for you, as a

26· ·decision-maker, to be inundated with report after



·1· ·report after report, and that's why this rule is there.

·2· · · · And I think, although you're not, again, bound by

·3· ·the rules, strict Rules of Evidence, and you can bend

·4· ·those rules, what Dr. Wall is asking you to do here

·5· ·breaks those Rules of Evidence.· This is a situation

·6· ·where Dr. Wall already has three experts testifying,

·7· ·three expert reports, three cv's, a serious and

·8· ·significant amount of expert evidence.· And to allow

·9· ·further evidence on this question, I think, invites a

10· ·circle of expert after expert after expert and takes

11· ·away from what your role is.· And, frankly, again from

12· ·the Complaints Director's perspective, this is not

13· ·about masking.

14· · · · I think, as my friend mentioned, getting this

15· ·report three weeks before the hearing is prejudicial.

16· ·It's three pages long, but there's a fair bit of

17· ·information in it.· It's information that the College

18· ·would conceivably want to respond to.

19· · · · Our expert, Dr. Hu is a very, very busy

20· ·individual, as we all are, and I can tell you that it

21· ·is challenging, if not impossible, to find time, on a

22· ·three-week notice, to consult with your expert,

23· ·consider preparation of a rebuttal report, prepare the

24· ·expert for the hearing, and do all the things that you

25· ·would normally do with an expert in preparation for a

26· ·hearing.· So, again, I don't think this bends the



·1· ·rules; it breaks the rules.

·2· · · · And there are three experts that the Complaints

·3· ·Director has, with a measure of reluctance will not be

·4· ·raising objections to them testifying.· They can

·5· ·certainly weigh in on any kind of harm issues relating

·6· ·to masking.· There's no independent need for this.· And

·7· ·the prejudicial value to the Complaints Director is

·8· ·significant.· This is a serious set of circumstances

·9· ·that the Complaints Director would need to respond to,

10· ·and there simply isn't the time or ability to do that

11· ·properly.

12· · · · Now, I want to say one thing in that regard, my

13· ·client opposes an adjournment.· Mr. Schaefer's report

14· ·could have been provided back in April or May, when

15· ·Mr. Kitchen quite properly, and I commend him, sent the

16· ·original three expert reports.· We got those well in

17· ·advance, and Mr. Kitchen I think made significant

18· ·efforts in that regard.

19· · · · We're not getting that here, and it's -- I'm not

20· ·blaming anyone.· I'm sure Mr. Schaefer is busy, but

21· ·three weeks is awfully short, and it puts the

22· ·Complaints Director at a serious disadvantage.· And an

23· ·adjournment, frankly, scratching expert evidence now,

24· ·trying to find another time for Dr. Hu to testify I

25· ·think is going to, frankly, be a loss, a real loss to

26· ·this Tribunal, and we ought to proceed with the hearing



·1· ·as scheduled.

·2· · · · So, Mr. Chair, those are my comments.· I'm happy

·3· ·to answer any questions, and Mr. Kitchen may have some

·4· ·response comments as well in fairness to him.

·5· ·Reply Submissions by Mr. Kitchen (Third Preliminary

·6· ·Application)

·7· ·MR. KITCHEN:· · · · · · ·I do have some response

·8· ·comments just briefly.

·9· · · · First, the -- I hear again the comment that this

10· ·isn't about masking as far as the Complaints Director

11· ·is concerned; yet, he has put in an expert report

12· ·himself on masking.· We just went through an

13· ·application where the Complaints Director sought to put

14· ·in more documents about masking from AHS.· Clearly the

15· ·case is about masking.· The Complaints Director is

16· ·speaking out of both sides of his mouth when it's

17· ·convenient to do so to oppose Dr. Wall's evidence or

18· ·support his evidence when he wants it in.

19· · · · The knife cuts both ways.· If we are going to

20· ·allow all this extra evidence about masking, if we're

21· ·going to put in all the expert evidence about masking,

22· ·then let's put it all in, let's actually get to the

23· ·truth of the matter, and let's actually canvass all the

24· ·issues, which is really what we're here to do.

25· · · · Furthermore, Dr. Wall gets to decide what his

26· ·defence is going to be.· And I understand that the



·1· ·Complaints Director's position is that, well, he

·2· ·disobeyed the rules, and that's it.· But he's

·3· ·challenging the rules.· He is impugning the ACAC mask

·4· ·directive as unlawful.· That's his defence.· So a key

·5· ·issue to that is not just the ineffectiveness of masks

·6· ·but whether or not they're harmful.· If he's going to

·7· ·claim Charter rights and human rights violations, as he

·8· ·is, if he's going to challenge the lawfulness of the

·9· ·ACAC mask mandate, which he is, then this evidence is

10· ·highly relevant to those legal legitimate legal claims.

11· · · · That's my response.

12· ·THE CHAIR:· · · · · · · ·Thank you.

13· ·MR. MAXSTON:· · · · · · ·Mr. Chair, this is a little

14· ·unusual, but there's one thing that Mr. Kitchen brought

15· ·up that I do want to speak to very briefly, if you'll

16· ·just allow me 1 minute.

17· ·THE CHAIR:· · · · · · · ·Okay.

18· ·Reply Submissions by Mr. Maxston (Third Preliminary

19· ·Application)

20· ·MR. MAXSTON:· · · · · · ·The comment was to the effect

21· ·of the Complaints Director can't have it both ways,

22· ·he's talking out of both sides of his mouth, he's

23· ·putting in these documents about masking; I'll speak to

24· ·this in my opening submissions, but the Complaints

25· ·Director's view is this is a very focused hearing, and

26· ·it's focused an a question of governability and what it



·1· ·means to be a professional.

·2· · · · Dr. Wall has chosen to bring masking in and the

·3· ·efficacy of masking.· The Complaints Director had no

·4· ·choice but to respond in some manner to that and called

·5· ·one expert in opposition to the three that were called.

·6· ·The Complaints Director didn't have any options there,

·7· ·because, of course, if we hadn't called an expert, what

·8· ·we would hear from Dr. Wall and Mr. Kitchen is that

·9· ·their expert evidence was unopposed, but we do not

10· ·think this is about masking, and we're not having it

11· ·both ways.· We simply had to have an expert come in and

12· ·have to talk about masking, because that's the case

13· ·that Dr. Wall is mounting.

14· · · · Thank you for allowing me that further comment.

15· ·THE CHAIR:· · · · · · · ·I'm sure will get into that

16· ·more when we get into the opening submissions.

17· · · · Okay, let's take a brief caucus here so the

18· ·Hearing Tribunal can determine if we have any further

19· ·questions and deliberate on the admissibility of the cv

20· ·and expert report from Mr. Schaefer, so hopefully it

21· ·won't take us long.· Let's plan for 10 after 11, and

22· ·we'll try and be back by then, but if we're not, please

23· ·bear with us.· Thank you.

24· ·(ADJOURNMENT)

25· ·THE CHAIR:· · · · · · · ·Okay, this Hearing Tribunal is

26· ·back in session.



·1· ·Ruling (Third Preliminary Application)

·2· ·THE CHAIR:· · · · · · · ·Members of the Tribunal with

·3· ·the assistance of our legal counsel have discussed the

·4· ·two items in question, that being the cv from

·5· ·Mr. Schaefer and his expert report.· Our finding is

·6· ·that it does meet -- these two documents do meet the

·7· ·requirements for admissibility, and as such, we will

·8· ·admit them as evidence.

·9· · · · EXHIBIT G-4 - 2-page curriculum vitae of

10· · · · Chris Schaefer

11· · · · EXHIBIT G-5 - 89-page document titled "Chris

12· · · · Schaefer Expert Witness Report"

13· ·THE CHAIR:· · · · · · · ·We do recognize that there is

14· ·potentially a problem for the Complaints Director and

15· ·counsel in terms of getting an expert of their own to

16· ·rebut this information or this evidence.

17· · · · If that is an issue, then we would ask that we do

18· ·our best to work around it, given the dates that we

19· ·have booked.· We very much would agree with counsel

20· ·that we would like to avoid any further adjournments,

21· ·but, at the same time, we do not want to interfere with

22· ·counsel's ability to prepare the case they want to

23· ·present, so we will certainly listen to any requests

24· ·from counsel if timing is a concern and further time is

25· ·required.

26· ·MR. MAXSTON:· · · · · · ·Mr. Chair, thank you for your



·1· ·comments.· I believe just before we began the

·2· ·preliminary applications, you had finished the

·3· ·questions you needed to ask of everyone and had gone

·4· ·through your checklist, for lack of a better phrase,

·5· ·and I was to begin my opening statement, so if, subject

·6· ·to anything Mr. Kitchen needs to add, I'm going to

·7· ·proceed with the balance of my opening statement.

·8· ·THE CHAIR:· · · · · · · ·Yeah, that would be --

·9· ·Mr. Kitchen, anything -- does that process work for

10· ·you?

11· ·MR. KITCHEN:· · · · · · ·Yes, it does.· It sounds like

12· ·the Complaints Director is not going to seek any kind

13· ·of adjournment, and that's certainly fine with

14· ·Dr. Wall, so I think we're fine to proceed.

15· ·MR. MAXSTON:· · · · · · ·Yeah, I think what I would do,

16· ·and I think this is consistent with your comments,

17· ·Mr. Chair, is that if there becomes an issue from the

18· ·Complaints Director's perspective with respect to

19· ·Mr. Schaefer's evidence, we'd reserve our right to

20· ·perhaps call -- and this would be a little out of

21· ·order -- a rebuttal expert or something like that, but

22· ·I think that leeway has to be given to us, and I think

23· ·your comments were consistent with that.· I don't know

24· ·if we'll need to do that, frankly, but I appreciate

25· ·the -- I appreciate that, and, again, we'll reserve our

26· ·rights in that regard.



·1· ·Opening by Mr. Maxston

·2· ·MR. MAXSTON:· · · · · · ·So I will then just continue

·3· ·with where we were at about maybe two hours or so ago.

·4· ·I'd begun my submissions by telling you that we were in

·5· ·what is called the liability phase of the hearing, the

·6· ·contested phase, where both sides present their

·7· ·evidence, and I'll just carry on then in terms of my

·8· ·opening submissions.

·9· · · · To give you a road map, I have a couple of very

10· ·quick -- I have I think five or six areas -- seven

11· ·areas I'm going to chat about.· The first thing is I've

12· ·got a couple of very quick questions for Mr. Kitchen

13· ·that I want to just do some housekeeping with.

14· · · · The second thing I want to do is speak to the

15· ·exhibits and the exhibit list that is before you, those

16· ·are the agreed on exhibits.

17· · · · The third thing I want to do is take you through

18· ·what I anticipate will be an order of proceedings for

19· ·the next four days.· I've chatted a little bit with

20· ·Mr. Kitchen about this, and I'll welcome his comments.

21· · · · The fourth thing I want to do is talk about some

22· ·of the legal and evidentiary principles that apply to

23· ·this hearing.

24· · · · The fifth thing I want to do is to comment about

25· ·the difference between expert witnesses and lay

26· ·witnesses.



·1· · · · The sixth thing I want to do is very, very briefly

·2· ·give you a sense of what each of the Complaints

·3· ·Director's witnesses will testify to.

·4· · · · And the final thing, the seventh thing I want to

·5· ·do is to comment on what the Complaints Director

·6· ·believes are the critical issues before you and what

·7· ·your role is in these proceedings.

·8· · · · So, again, the first thing I'll deal with is a

·9· ·couple of housekeeping matters for Mr. Kitchen.

10· ·Mr. Chair, you helpfully dealt with the jurisdiction

11· ·and composition of the Hearing Tribunal and consent to

12· ·a virtual hearing.· I'll just get Mr. Kitchen to

13· ·confirm that all of the agreed-upon exhibits have been

14· ·provided to him and his client.

15· ·MR. KITCHEN:· · · · · · ·Yes, they have.

16· ·MR. MAXSTON:· · · · · · ·So I'll turn now to the second

17· ·area I wanted to speak to, and that is the agreed on

18· ·exhibits, and I think, frankly, now the additional

19· ·exhibits, which are before you, with the consent of

20· ·Dr. Wall, the agreed on exhibits were provided to you

21· ·in advance of the hearing to allow you to review them

22· ·for information and, of course, to not deliberate

23· ·amongst yourselves.

24· · · · As you know, the exhibits are listed in blocks of

25· ·documents, Files A, B, C, D, E, and F, and we now have

26· ·an additional File H, which has a few straggler



·1· ·documents.

·2· · · · I'm going to ask that the court reporter, either

·3· ·during a break in the hearing or perhaps after the

·4· ·hearing, formally mark those exhibits; they will need

·5· ·to be formally marked.

·6· · · · And I'll just, again, get Mr. Kitchen to confirm

·7· ·that those exhibits are entered with his client's

·8· ·consent, and he has no problem with the court reporter

·9· ·marking them during a break or after, in fact.

10· ·THE CHAIR:· · · · · · · ·And, Mr. Maxston, how do you

11· ·propose we mark these:· A-1, A-2, A-3, et cetera?

12· ·MR. MAXSTON:· · · · · · ·I think we use the exhibit

13· ·list that was provided to you as a PDF with each of

14· ·them, and we use the numbering.· I think that's how

15· ·I've been preparing for the hearing.· If we change

16· ·that, I'm going to have some problems in referring you

17· ·to documents, so I'm assuming that's all right, and

18· ·Mr. Kitchen, again, will agree to having those exhibits

19· ·marked.

20· ·THE CHAIR:· · · · · · · ·Any issues with that,

21· ·Mr. Kitchen?

22· ·MR. KITCHEN:· · · · · · ·No.

23· ·THE CHAIR:· · · · · · · ·No, okay.· It would just be

24· ·good to make sure we're all on the same numbering

25· ·system here because there are a lot of them.

26· ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, then we'll use



·1· ·the numbering system that is there and the list of

·2· ·exhibits that has been provided to you as a PDF.

·3· · · · EXHIBIT A-1 - Amended Notice of Hearing,

·4· · · · Notice to Attend as Witness, and Notice to

·5· · · · Produce, July 22, 2021

·6· · · · EXHIBIT A-2 - Email from AHS to Member re

·7· · · · Complaint, dated December 1, 2020

·8· · · · EXHIBIT A-3 - Letter of Complaint Referral

·9· · · · from Registrar, dated December 2, 2020

10· · · · EXHIBIT A-4 - ACAC Statement on Alberta

11· · · · Health Notice of Closure for a Calgary

12· · · · Chiropractic Clinic, December 15, 2020

13· · · · EXHIBIT A-5 - Letter to Member re s.56

14· · · · Complaint, dated December 21, 2020

15· · · · EXHIBIT A-6 - Letter from Member in Response

16· · · · to Complaint, January 11, 2021

17· · · · EXHIBIT A-7 - ACAC Complaint Investigation

18· · · · Report

19· · · · EXHIBIT A-8 - Letter from Dr. Salem, dated

20· · · · December 12, 2020

21· · · · EXHIBIT A-9 - Letter from Dr. Salem, dated

22· · · · January 11, 2021

23· · · · EXHIBIT A-10 - ACAC Code of Ethics

24· · · · EXHIBIT A-11 - ACAC Standards of Practice

25· · · · EXHIBIT B-1 - Letter Requesting s.65 Review,

26· · · · dated December 3, 2020



·1· ·EXHIBIT B-2 - Letter Requesting Extension,

·2· ·dated December 9, 2020

·3· ·EXHIBIT B-3 - Response of Dr. Wall s.65

·4· ·Request, dated December 10, 2020

·5· ·EXHIBIT B-4 - Response of Dr. Wall s.65

·6· ·Request and Enclosures, dated December 16,

·7· ·2020

·8· ·EXHIBIT B-5 - Letter of Decision re s.65

·9· ·Review, dated December 18, 2020

10· ·EXHIBIT C-1 - ACAC Notice to Members re

11· ·Telehealth Billing, dated March 26, 2020

12· ·EXHIBIT C-2 - ACAC Notice to Members re

13· ·Consultation, dated April 21, 2020

14· ·EXHIBIT C-3 - ACAC Notice to Members re

15· ·Consultation, April 22, 2020

16· ·EXHIBIT C-4 - ACAC Website Update on COVID

17· ·Practices, April 29, 2020

18· ·EXHIBIT C-5 - ACAC Notice to Members re

19· ·Return to Practice, dated April 30, 2020

20· ·EXHIBIT C-6 - ACAC Notice to Members re

21· ·Return to Practice, dated May 1, 2020

22· ·EXHIBIT C-7 - ACAC Notice to Members re

23· ·Approval of Plan, dated May 3, 2020

24· ·EXHIBIT C-8 - ACAC Notice to Members about

25· ·Masking, May 25, 2020

26· ·EXHIBIT C-9 - ACAC Notice to Members about



·1· ·Masking, dated July 24, 2020

·2· ·EXHIBIT C-10 - ACAC Council Updates re

·3· ·Telehealth, July 31, 2020

·4· ·EXHIBIT C-11 - ACAC Registrar's Report,

·5· ·August 4, 2020

·6· ·EXHIBIT C-12 - ACAC Notice to Members re

·7· ·COVID Practices, dated August 11, 2020

·8· ·EXHIBIT C-13 - ACAC Website re Telehealth,

·9· ·October 20, 2020

10· ·EXHIBIT C-14 - ACAC Notice to Members re

11· ·Directive, dated November 23, 2020

12· ·EXHIBIT C-15 - ACAC Notice to Members re

13· ·Restrictions, dated November 25, 2020

14· ·EXHIBIT C-16 - ACAC Website COVID FAQs, dated

15· ·November 25, 2020

16· ·EXHIBIT C-17 - ACAC Website Update on COVID

17· ·Practices, December 1, 2020

18· ·EXHIBIT C-18 - Notice to Members about

19· ·Masking, dated December 9, 2020

20· ·EXHIBIT C-19 - ACAC Notice to Members re PPE,

21· ·date December 10, 2020

22· ·EXHIBIT C-20 - ACAC COVID-19 Pandemic

23· ·Practice Directive, May 5, 2020

24· ·EXHIBIT C-21 - ACAC COVID-19 Pandemic

25· ·Practice Directive, May 25, 2020

26· ·EXHIBIT C-22 - ACAC COVID-19 Pandemic



·1· ·Practice Directive, January 6, 2021

·2· ·EXHIBIT D-1 - COVID-19 Business Closure Order

·3· ·CMOH 25-2020, dated December 8, 2020

·4· ·EXHIBIT D-2 - AHS Order to Rescind Closure

·5· ·Notice, January 5, 2021

·6· ·EXHIBIT D-3 - CMOH Order 19-2021, dated May

·7· ·6, 2021

·8· ·EXHIBIT D-4 - CMOH Order 20-2021, dated May

·9· ·6, 2021

10· ·EXHIBIT D-5 - CMOH Order 22-2021, dated May

11· ·13, 2021

12· ·EXHIBIT D-6 - CMOH Order 26-2020, dated June

13· ·6, 2020

14· ·EXHIBIT D-7 - CMOH Order 34-2021, dated June

15· ·30, 2021

16· ·EXHIBIT D-8 - CMOH Order 38-2020, dated

17· ·November 24, 2020

18· ·EXHIBIT D-9 - CMOH Order 42-2020, dated

19· ·December 11, 2020

20· ·EXHIBIT D-10 - City of Calgary - Temporary

21· ·COVID-19 Face Covering Bylaw, March 11, 2020

22· ·EXHIBIT D-11 - City of Calgary - Bylaw that

23· ·repeals Mask Bylaw, dated July 5, 2021

24· ·EXHIBIT E-1 - 9-page curriculum vitae for

25· ·Dr. Jia Hu

26· ·EXHIBIT E-2 - Dr. Jia Hu - Expert Report



·1· · · · Masking

·2· · · · EXHIBIT E-3 - 9-page curriculum vitae for

·3· · · · Dr. Bao Dang

·4· · · · EXHIBIT E-4 - Dr. Bao Dang - Expert Report

·5· · · · Masking

·6· · · · EXHIBIT E-5 - 95-page curriculum vitae for

·7· · · · Dr. Byram Bridle

·8· · · · EXHIBIT E-6 - Dr. Byram Bridle - Expert

·9· · · · Report Masking

10· · · · EXHIBIT E-7 - 5-page curriculum vitae for

11· · · · Dr. Thomas A. Warren

12· · · · EXHIBIT E-8 - Dr. Thomas A. Warren - Expert

13· · · · Report Masking

14· · · · EXHIBIT F-1 - GOA Albert's safely staged

15· · · · COVID-19 relaunch, dated April 30, 2020

16· · · · EXHIBIT F-2 - CMOH Order 16-2020, dated May

17· · · · 3, 2020

18· · · · EXHIBIT F-3 - ACAC Registrar's Report, dated

19· · · · July 5, 2021

20· · · · EXHIBIT F-4 - ACAC Frequently Asked

21· · · · Questions, dated July 7, 2021

22· ·MR. MAXSTON:· · · · · · ·I do want to comment a little

23· ·bit about some other aspects of the exhibits.

24· · · · Typically, only evidentiary documents are entered

25· ·as exhibits, those would be patient charts, CMOH

26· ·orders, those types of things.· Things like the Health



·1· ·Professions Act or the Chiropractors' Profession

·2· ·Regulation don't have to be entered as exhibits.

·3· ·Mr. Pavlic can tell you, as a courtesy, we've added the

·4· ·Standards of Practice and the Code of Ethics as

·5· ·exhibits, but they really don't have to be marked as

·6· ·exhibits, but we've done that for ease of reference.

·7· · · · From time to time, I think during the hearing

·8· ·we're going to be taking you, at least I'm going to be

·9· ·taking you to a couple of sections in the HPA, and to

10· ·the extent that you're able to do this, I'd encourage

11· ·you to have a copy of the HPA handy or maybe be able to

12· ·access it on the Queen's Printer.· I'm not going to

13· ·take you through a lot of things, but having some of

14· ·those sections in front of you might be helpful.

15· · · · The third thing I want to do is talk about the

16· ·order of proceedings over the next four days, and again

17· ·I've talked with Mr. Kitchen about this, we're each

18· ·going to be providing opening statements.· I will then

19· ·present my case on behalf of the Complaints Director,

20· ·which involves calling three witnesses, Dr. Todd

21· ·Halowski, the College's Registrar, Dr. Hu, who is an

22· ·expert, and then Mr. David Lawrence, who is the

23· ·College's Complaints Director.· I'll talk about the

24· ·order of witnesses when we get a little bit closer to

25· ·our lunch break, the actual order.

26· · · · Each of the Complaints Director's witnesses would



·1· ·be questioned by me, Mr. Kitchen would carry out a

·2· ·cross-examination, I might have a couple of follow-up

·3· ·questions, and then the Hearing Tribunal would be able

·4· ·to ask questions of those witnesses, and then they

·5· ·would be excused.· The process for Dr. Wall's witnesses

·6· ·would repeat, and I would, of course, be in the

·7· ·position of cross-examining, and we would go from

·8· ·there.

·9· · · · After all of the witnesses for both sides have

10· ·completed their testimony, I would make a closing

11· ·statement, and Mr. Kitchen would make a closing

12· ·statement on behalf of his client.

13· · · · Mr. Kitchen, are you comfortable with that order

14· ·for the proceedings?

15· ·MR. KITCHEN:· · · · · · ·Yes.· Just to clarify, when it

16· ·comes to closing statements, are we, at that point,

17· ·just simply reviewing the evidence, or are we also

18· ·going to be making legal submissions and supplying

19· ·cases, et cetera?

20· ·MR. MAXSTON:· · · · · · ·I thought we would be

21· ·reviewing the evidence, and we'd be providing cases in

22· ·making our legal argument.· If you and I need to

23· ·fine-tune that, I'm happy to discuss that with you.

24· · · · It's occurred to me that, for example, if we were

25· ·to finish on day 4 at 3:00, probably neither of us is

26· ·in a position to get all our thoughts together after



·1· ·three days of evidence in the very brief period of

·2· ·time, so I think we can probably accommodate some other

·3· ·arrangement as necessary for that, but, yes, that was

·4· ·my thought.

·5· ·MR. KITCHEN:· · · · · · ·In that sense, closing

·6· ·statements would probably be significantly larger than

·7· ·opening statements, so --

·8· ·MR. MAXSTON:· · · · · · ·I think they would --

·9· ·MR. KITCHEN:· · · · · · ·-- I want the Tribunal to know

10· ·that.

11· ·THE CHAIR:· · · · · · · ·And I just didn't hear in

12· ·Mr. Maxston's description an opening statement from

13· ·you, should you choose to make one, Mr. Kitchen.· I'm

14· ·assuming that would be the case before your witnesses

15· ·are called.

16· ·MR. MAXSTON:· · · · · · ·And I intended that,

17· ·Mr. Chair.· I'm sorry, if I omitted that.

18· ·MR. KITCHEN:· · · · · · ·No, I recalled you saying

19· ·that, but, yes, I will be giving an opening statement,

20· ·very brief.

21· ·THE CHAIR:· · · · · · · ·Okay.

22· ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, then once the

23· ·liability phase of the hearing is completed, you would

24· ·go away as a tribunal, and you would deliberate, and

25· ·then you'll issue your written decision, and if you

26· ·make any findings of unprofessional conduct, we would



·1· ·reconvene to deal with the matter of penalty orders.

·2· · · · The fourth area I want to speak to you about is to

·3· ·very briefly review some of the legal principles that

·4· ·are in play in a discipline hearing like this and more

·5· ·specifically to responsibilities that the Complaints

·6· ·Director has, and Mr. Pavlic certainly can canvass this

·7· ·with you.

·8· · · · The first is that a Complaints Director has to

·9· ·prove the facts that underlie or give rise to the

10· ·alleged unprofessional conduct, and I think, frankly,

11· ·the facts in this matter are not in dispute or are

12· ·almost in -- largely not in dispute, but it's important

13· ·to remember that these are civil proceedings not

14· ·criminal proceedings, and the burden of proof on the

15· ·Complaints Director is what's called the balance of

16· ·probabilities, not the beyond a reasonable doubt

17· ·standard that applies in criminal proceedings, which is

18· ·much, much higher.· The burden of proof on the

19· ·Complaints Director here is again on the balance of

20· ·probabilities, and that's really 50.1 percent it's more

21· ·probably than not.· So that's the first onus on the

22· ·Complaints Director:· Proving the facts on a balance of

23· ·probabilities.

24· · · · The next onus or responsibility on the Complaints

25· ·Director is to prove that those facts rise to the level

26· ·of unprofessional conduct.· And you have, Mr. Chair and



·1· ·Tribunal Members, several tools available to you to

·2· ·assess the conduct and determine whether unprofessional

·3· ·conduct has occurred.

·4· · · · So what are those tools; what can you look to?

·5· ·The first tool is the Health Professions Act and the

·6· ·definition of unprofessional conduct that appears in

·7· ·Section 1(1)(pp) of the HPA.· You don't have to have

·8· ·this handy in front of you; I'm just going to read it

·9· ·to you.· Section 1(1)(pp) says:· (as read)

10· · · · Unprofessional conduct means one or more of

11· · · · the following, whether or not it is

12· · · · disgraceful or dishonourable.

13· ·And then it has a bunch of subheadings, and from the

14· ·Complaints Director's perspective, there are four of

15· ·those subheadings that are triggered and that apply in

16· ·this hearing.

17· · · · The first one is item (i):· (as read)

18· · · · Displaying a lack of knowledge of or lack of

19· · · · skill or judgment in the provision of

20· · · · professional services.

21· ·So that's subsection (i).· Then subsection (ii):· (as

22· ·read)

23· · · · Contravention of this Act, a Code of Ethics

24· · · · or Standards of Practice.

25· ·And then subsection (iii):· (as read)

26· · · · Contravention of another enactment that



·1· · · · applies to this profession.

·2· ·And then the final sub definition in section 1(1)(pp)

·3· ·that applies is item 12, (xii):· (as read)

·4· · · · Conduct that harms the integrity of the

·5· · · · regulated professional.

·6· ·So those are in the Complaints Director's submissions

·7· ·the four parts of the definition of unprofessional

·8· ·conduct that apply today.

·9· · · · I did want to mention that in prior discipline

10· ·legislation, there were often terms like "unskilled

11· ·practice" and "professional conduct".· "Unskilled

12· ·practice" meaning some sort of a technical lapse in

13· ·what you're doing, a competence lapse; and then

14· ·"professional conduct" meaning some type of ethical or

15· ·moral turpitude that is occurring.· Well, under the

16· ·HPA, we have one term "unprofessional conduct" that

17· ·covers both of those.· And as I mentioned at the

18· ·beginning of the definition of section 1(1)(pp), it

19· ·says:· (as read)

20· · · · Regardless of whether the conduct is

21· · · · disgraceful or dishonourable.

22· ·We're not talking about that; we're talking -- in the

23· ·HPA world, we're talking about whether these actions

24· ·constitute unprofessional conduct.

25· · · · Very briefly, I'll also mention to you that

26· ·Section 1(1)(j) of the HPA says that:· (as read)



·1· · · · Conduct is defined as meaning an act or an

·2· · · · omission.

·3· ·So when we're talking about unprofessional conduct,

·4· ·it's doing something and/or failing to do so.

·5· · · · So that's the first tool that's available to you:

·6· ·What's in the HPA, what it says about what constitutes

·7· ·unprofessional conduct.

·8· · · · The second tool available to you are the sections

·9· ·of the College's Standards of Practice and Code of

10· ·Ethics, and of course as you know from the preliminary

11· ·application, we've referenced a number of those

12· ·sections in the Notice of Hearing and the closing

13· ·paragraph.· Those are things that I'll take you through

14· ·in my closing submissions, and those, again, are ways

15· ·you measure and assess Dr. Wall's conduct.

16· · · · The third tool available to you in these

17· ·proceedings is the Pandemic Directive the College

18· ·issued, and we haven't talked about that yet, we're not

19· ·there yet, but you have seen it as the result of your

20· ·review of the exhibits.· There are three versions of

21· ·the Pandemic Directive.· They don't change very much.

22· ·We're going to really rely on the final one, the most

23· ·recent one, from January of this year; I'll be using

24· ·that document.· But that Pandemic Directive is another

25· ·way that you can assess Dr. Wall's conduct.

26· · · ·The fourth tool that's available to you, and this



·1· ·is for the chiropractors on the Tribunal or if any of

·2· ·the public members have health care experience is to

·3· ·use your knowledge and training and experience as a

·4· ·health care provider to assess Dr. Wall's conduct and

·5· ·whether it is a departure from the profession that

·6· ·falls within the category of unprofessional conduct.

·7· · · ·The final tool that's available to you, and it's

·8· ·available to all of you, is to use your common sense

·9· ·and to carefully consider whether what Dr. Wall did is

10· ·something that chiropractors shouldn't do and whether

11· ·it, again, rises to the level of unprofessional

12· ·conduct.

13· · · · I want to turn now to the fifth area that I want

14· ·to speak to, and that's the difference between

15· ·testimony from lay witnesses, regular people for lack

16· ·of a better phrase, and expert witnesses.

17· · · · So we talked about Section 79(5) of the HPA, and

18· ·it's saying to you that you're not bound by the formal

19· ·Rules of Evidence, and that's to allow more flexibility

20· ·and to have an easier process than what would occur in

21· ·the courts, but I also mention to you that Section

22· ·79(5) doesn't say you must ignore the Rules of

23· ·Evidence, and, in fact, there are certainly situations

24· ·where the Rules of Evidence are going to apply, and

25· ·they're going to not only give you guidance, they're

26· ·going to require you, in my submission, to take certain



·1· ·steps when it comes to evidence.

·2· · · · So I want to reinforce here the very important

·3· ·distinction at law between expert witnesses and lay

·4· ·witnesses and, more specifically, what the courts have

·5· ·established those kinds of witnesses can and cannot say

·6· ·when they're testifying.· And in my (INDISCERNIBLE) to

·7· ·you, those principles apply to this hearing, and they

·8· ·should be adhered to.

·9· · · · You'll know we've got a number of expert

10· ·witnesses:· Dr. Hu, Dr. Dang, Dr. Bridle, Dr. Warner.

11· ·And then we have a series of lay witnesses, everyone

12· ·from the Registrar of the College to Dr. Wall himself,

13· ·Dr. Gauthier, a chiropractor who Dr. Wall is calling,

14· ·and I think four of his patients are being called as

15· ·well.

16· · · · So as your independent legal counsel can review

17· ·with you, and I'm sure Mr. Kitchen would agree, the

18· ·general rule is that lay witnesses can only provide a

19· ·decision-maker with their observation of facts, things

20· ·that are within their direct knowledge that are factual

21· ·in nature.· And the Rules of Evidence I would suggest

22· ·to you, submit to you, is that lay witnesses are

23· ·prohibited from providing opinion evidence to you, and

24· ·that's why we have a separate category of witnesses

25· ·known as expert witnesses, and those witnesses, after

26· ·being qualified, that is, after hearing about their



·1· ·background, their knowledge and training, are able to

·2· ·provide you with opinion evidence, and you're going to

·3· ·hear some opinion evidence, of course, in this hearing.

·4· · · · Based on the information Mr. Kitchen has given to

·5· ·me, among the lay witnesses that Dr. Wall is calling,

·6· ·he's calling another chiropractor, he's calling

·7· ·patients of his, I understand that they're going to be

·8· ·providing you with opinions about masking and maybe

·9· ·COVID, their opinion of Dr. Wall as a chiropractor,

10· ·their opinion of the College.

11· · · · Based on the strict Rules of Evidence, the College

12· ·could object to that and say, no, we don't think these

13· ·people should be heard, they can't be heard, they are

14· ·lay witnesses that they could talk about if they were a

15· ·patient making a complaint, what happened when an

16· ·adjustment was done.· But they can't just be called to

17· ·give opinion evidence:· Here's what I think, as a lay

18· ·witness, a man on the street or a woman on the street,

19· ·about the College or COVID or something like that.

20· · · · So the College -- the Complaints Director, as I

21· ·said, could have objected to those people testifying,

22· ·but, with a measure of reluctance, I will say to you

23· ·we're not going to do that, but we're going to submit

24· ·to you later on that the lay witness evidence should be

25· ·given very, very little effect, very, very little

26· ·weight, because it is just that, it's lay witness



·1· ·evidence.· And this hearing isn't about what patients

·2· ·think about Dr. Wall, what Dr. Gauthier, his

·3· ·chiropractor witness, thinks about him; this is about

·4· ·the issue of unprofessional conduct as described in the

·5· ·charges.

·6· · · · So that's a very, very important I think qualifier

·7· ·to the lay witness testimony you're going to hear, and

·8· ·I'll speak more about that in my closing submissions.

·9· · · · The sixth thing I want to talk about is the three

10· ·witnesses that the College is going to call and what I

11· ·anticipate they will be saying, and I'm going to be

12· ·very brief on this, because you'll hear from the

13· ·witnesses, but just to let you know where we're coming

14· ·from.

15· · · · I intended to call Dr. Todd Halowski first today,

16· ·but that won't happen I don't think.· Dr. Halowski will

17· ·testify sometime tomorrow I believe.· Dr. Halowski is

18· ·the College's Registrar, as the chiropractors on

19· ·(INDISCERNIBLE), and he'll give some evidence about the

20· ·function of the College and the development of the

21· ·Pandemic Directive, and he'll talk about his

22· ·involvement in the complaint that gives rise to these

23· ·proceedings.

24· · · · Dr. Hu is a College's -- Complaints Director

25· ·expert witness, and you'll see that he has extensive

26· ·background in public health.· He was involved or



·1· ·testified that he was involved in the CMOH orders

·2· ·themselves, and he'll speak to the validity of the

·3· ·science supporting masking and supporting other

·4· ·COVID-19 measures that are in the Pandemic Directive.

·5· · · · The final witness that the College will be calling

·6· ·is Mr. David Lawrence, who is the College's Complaints

·7· ·Director.· He's going to comment, to some degree, about

·8· ·the CMOH orders and Pandemic Directive as they relate

·9· ·to discipline matters, and he's also going to speak to

10· ·the complaint, investigation, and referral to hearing.

11· · · · So that's just to give you a favour of the

12· ·College's witnesses, and I anticipate Mr. Kitchen will

13· ·be speaking to you about what he anticipates his

14· ·client's witnesses will be testifying on.

15· · · · So I want to turn to the seventh and final area

16· ·that I want to speak to you about, and that is some

17· ·comments about what the Complaints Director believes

18· ·this hearing is about and, just as importantly, what

19· ·it's not about, and what your role is in the hearing.

20· · · · So, Mr. Chair and Hearing Tribunal Members, it's

21· ·very obvious to say that this hearing is not, of

22· ·course, occurring in a vacuum.· Among other things, the

23· ·charges relate to Dr. Wall not masking, not observing

24· ·social distancing, not having plexiglass barriers in

25· ·place, and there is a debate, at times a vigorous one

26· ·in our society, about masking restrictions and other



·1· ·COVID-19 restrictions.· Some people support them,

·2· ·others do not, and some people challenge the scientific

·3· ·efficacy of those provisions or those measures, and

·4· ·other's take a very different view.

·5· · · · So Dr. Wall and his expert witnesses, we suspect,

·6· ·will want to make this hearing about that very issue,

·7· ·that very question, the science or lack thereof

·8· ·supporting masking, supporting social distancing, those

·9· ·types of things.· That's where they're going to want to

10· ·take you in this hearing.· I anticipate they're going

11· ·to argue that the science supports Dr. Wall's

12· ·independent choice to not comply with the College's

13· ·Pandemic Directive, and that he had some type of a

14· ·reasonable basis for doing that, and that the science

15· ·does not support masking and, therefore, excuses and

16· ·other COVID measures, and that that somehow excuses his

17· ·conduct, and that it means that he's not guilty of

18· ·unprofessional conduct.

19· · · · On behalf of the Complaints Director, I'm going to

20· ·urge you to not be distracted by that, even though

21· ·you're going to hear a great deal of information about

22· ·that.· That's because that's not what this hearing is

23· ·about, and you do not, let me be clear, you do not have

24· ·to make the finding or decision about whether masking

25· ·is or isn't warranted, whether social distancing is or

26· ·isn't warranted, whether the CMOH orders are the right



·1· ·thing or the wrong thing.· You don't have to make any

·2· ·decisions about science.· That's not your role here.

·3· ·This hearing is not about masking, it's not about

·4· ·social distancing, it's not about Dr. Wall's personal

·5· ·beliefs or conclusions.

·6· · · · This hearing is about the public.· It's about

·7· ·patients and their well-being, and it's really about

·8· ·being a member of a regulated profession, a regulated

·9· ·profession.· It's all about government through the HPA

10· ·creating the profession of chiropractic in Alberta,

11· ·and, at the same time, doing that for about 30 other

12· ·health care professions in Alberta.· It's about

13· ·Section 3 of the Health Professions Act that says:· (as

14· ·read)

15· · · · A College must discharge its duties in the

16· · · · public interest and must maintain and enforce

17· · · · standards for the profession.

18· ·Must maintain, must enforce standards for the

19· ·profession.

20· · · · This hearing is about mandatory obligations and

21· ·responsibilities that all professionals have:

22· ·Chiropractors, dentists, doctors, lawyers, nurses.

23· ·Practicing in a profession is a privilege, it is not a

24· ·right; it is a privilege, not a right.

25· · · · And with that privilege come a host of

26· ·responsibilities that a professional is required to



·1· ·discharge.· Those are things like getting the right

·2· ·education to get into a profession.· Things like paying

·3· ·for a practice permit each year and satisfying CPR and

·4· ·emergency training requirements each year.· Things like

·5· ·abiding by Standards of Practice and Codes of Ethics.

·6· ·Things like required life-long learning as a

·7· ·professional through continuing competence, and this

·8· ·College has a continuing competence program.· It's

·9· ·through things, a myriad of things, standards and

10· ·directives relating to charting and patient consent and

11· ·sexual relationships with patients, all those things

12· ·that govern how professionals must conduct themselves.

13· ·That's what this hearing is about, because practicing,

14· ·again, is a privilege not a right.

15· · · · I told you earlier that the -- this hearing, I

16· ·don't believe, is really about factual issues, because

17· ·the facts aren't really in dispute.· I'm almost certain

18· ·you're going to hear direct evidence from Dr. Wall that

19· ·he made a decision in June of 2020 to deliberately not

20· ·follow the College's Pandemic Directive and the masking

21· ·and social distancing and that plexiglass barrier

22· ·requirements that it had.

23· · · · And I want to make it very clear from the

24· ·Complaints Director's perspective that the Pandemic

25· ·Directive is mandatory.· It's a mandatory requirement

26· ·for members of the profession.· And as you'll hear from



·1· ·the Complaints Director's witnesses, that mandatory

·2· ·Pandemic Directive was a requirement from Government

·3· ·for chiropractors to re-enter practice after COVID-19

·4· ·first hit this province.· It wasn't a choice for the

·5· ·College.· It wasn't something they decided to do or had

·6· ·any discretion about.· This was the law for

·7· ·chiropractors to re-enter practice.· And you'll see

·8· ·that through a series of exhibits coming from the

·9· ·Alberta Government and the CMOH orders.· It was a

10· ·requirement the Pandemic Directive be created in order

11· ·for chiropractors to practice, and it was a requirement

12· ·for chiropractors to follow it.

13· · · · So again this hearing is about Dr. Wall, on his

14· ·own and, as you'll see from the evidence, without ever

15· ·contacting the College, deciding that he knew best and

16· ·deciding that he would opt out of the Pandemic

17· ·Directive, that he could decide whether it was

18· ·applicable to him or not.· And I can't emphasize enough

19· ·that there is going to be evidence and, I think this

20· ·will be admitted by Dr. Wall, that there was no contact

21· ·with the College by him from June to December of 2020

22· ·on the charges -- or the related charges.

23· · · · I'm going to say something that to the Complaints

24· ·Director is very obvious and yet it's very important,

25· ·and that is that members of the chiropractic profession

26· ·and, indeed, any profession can't on their own on any



·1· ·given day decide what professional obligations they

·2· ·will or won't follow.

·3· · · · What if Dr. Wall said, for example, Today's a day

·4· ·where I don't think the College's charting requirements

·5· ·are important, I'm going to chart my own way; or what

·6· ·the College says about patient consent, You know, I

·7· ·don't think they've got it right, I'm going to get

·8· ·patient consent my own way or I'm not going to get it

·9· ·at all, I'm going to decide what happens.· What about a

10· ·physician who says, You know what, there are

11· ·requirements from my college to not date a patient or

12· ·have a sexual relationships; well, I'm a physician, I'm

13· ·a bright guy or lady, I'm going to decide whether that

14· ·applies to me or not, and a lawyer deciding,

15· ·Mr. Kitchen and I, how we want to treat our trust

16· ·monies that are in our accounts on behalf of clients

17· ·and opt out of Law Society requirements.· Well, of

18· ·course, members of a profession can't do that; they

19· ·can't on their own on a daily, weekly, monthly basis

20· ·decide what does or doesn't apply to them in terms of

21· ·their regular Code of Ethics.

22· · · · And there's some very good reasons for that.

23· ·There's obvious ones, that it's illegal to do that.

24· ·There's a regime in place for public protection and for

25· ·the regulation of professionals.· This is really about

26· ·public trust in professionals and the integrity of the



·1· ·profession in the eyes of the public, and that

·2· ·absolutely depends on members of the public knowing

·3· ·that professionals will meet their obligations, knowing

·4· ·that, when they walk into a chiropractor's office, he

·5· ·or she has the right training, that he or she has a

·6· ·valid practice permit, that he or she is following up

·7· ·with their continuing competence requirements, that he

·8· ·or she is complying with the College's Pandemic

·9· ·Directive.

10· · · · So let me be clear also, on behalf of the

11· ·Complaints Director, that there can be a vigorous

12· ·wholesome discussion in the chiropractic profession

13· ·about any particular issue in front of it, whether it's

14· ·masking and social distancing or anything else.

15· · · · And, in fact, you'll see from the documents and

16· ·witnesses in front of you that the College invited

17· ·discussion about the Pandemic Directive and was

18· ·available to discuss the Pandemic Directive with its

19· ·members.· Of course, Dr. Wall chose to not do that.· He

20· ·declined; he chose to not contact the College.

21· · · · If Dr. Wall had concerns about the Pandemic

22· ·Directive, really significant concerns, his recourse

23· ·should be to the courts or the legislature.· It should

24· ·not be to decide, while he's practicing, to opt out of

25· ·these requirements.

26· · · · If this hearing isn't about masking, and I've made



·1· ·that comment to you a number of times, and it's not

·2· ·about social distancing or plexiglass barriers, and

·3· ·it's not about science that supports those or doesn't

·4· ·support them, well, why is the Complaints Director

·5· ·calling an expert witness in that field.· I touched on

·6· ·this a little bit on this with you before, but Dr. Wall

·7· ·is going to be making arguments about those issues, and

·8· ·that, frankly, couldn't occur in this hearing without

·9· ·some type of response from the Complaints Director,

10· ·even though the Complaints Director strongly believes

11· ·this isn't about masking and that expert witnesses

12· ·aren't necessary.· Dr. Wall has, as is his right, put

13· ·that before you as an issue, and it was necessary for

14· ·the Complaints Director to respond by providing an

15· ·expert report.

16· · · · The Complaints Director is very confident that

17· ·after hearing from Dr. Hu, the College's expert on this

18· ·issue, after reading his report and looking at the CMOH

19· ·orders, looking at those AHS documents, looking at the

20· ·Canada Health [sic] documents and references that are

21· ·in some of the exhibits before you, the Complaints

22· ·Director is very confident that you will ultimately

23· ·determine that there is overwhelming clinical evidence

24· ·in support of the Pandemic Directive.· And, again,

25· ·that's not -- in -- from a Complaints Director's

26· ·perspective, that's not really what's in front of you,



·1· ·that's not really what's before you, but there is

·2· ·overwhelming evidence to support the Pandemic

·3· ·Directive, and, again, it was a legal obligation of the

·4· ·College to create that Pandemic Directive.

·5· · · · So in closing, again, I would urge you to not be

·6· ·distracted from your role.· The pandemic directive is

·7· ·one of many professional obligations that chiropractors

·8· ·have, and this applies to all professions and, as I

·9· ·said to you, practicing in a profession is a privilege

10· ·not a right.· You're not here to pass adjustment on the

11· ·Pandemic Directive; you're here to assess Dr. Wall's

12· ·actions, his conduct, his choices to independently opt

13· ·out of the Pandemic Directive.

14· · · · So in closing, while the Complaints Director urges

15· ·you to accept the scientific foundation for the CMOH

16· ·orders and masking and other COVID-19 measures and to

17· ·find that there is overwhelming support for the

18· ·Pandemic Directive, this case is about whether a

19· ·regulated professional can independently and

20· ·selectively decide what does and doesn't apply to him

21· ·in his profession.· That's what this hearing is about.

22· · · · I'm happy to answer any questions you have about

23· ·my opening comments, Mr. Chair.· Otherwise, my friend,

24· ·Mr. Kitchen, I'm sure has an opening statement.

25· ·Discussion

26· ·THE CHAIR:· · · · · · · ·Thank you, Mr. Maxston.· Do



·1· ·any of the Tribunal Members have a question for

·2· ·Mr. Maxston at this point?· Okay, Mr. Kitchen, just for

·3· ·housekeeping, how long do you expect your statement

·4· ·will be?· Can you give us an idea?

·5· ·MR. KITCHEN:· · · · · · ·I'll say 10 minutes.

·6· ·THE CHAIR:· · · · · · · ·10 minutes.

·7· ·MR. KITCHEN:· · · · · · ·Now, while we're on that

·8· ·point, Mr. Maxston, you can clarify if this has

·9· ·changed, but my understanding is that you really wanted

10· ·to have Dr. Hu go around 1 PM, and that that was quite

11· ·important we stick to that.· We're already --

12· ·MR. MAXSTON:· · · · · · ·Yeah.

13· ·MR. KITCHEN:· · · · · · ·-- a few minutes to 12 here.

14· ·MR. MAXSTON:· · · · · · ·Very quickly -- thank you,

15· ·Mr. Kitchen, for reminding me of that -- I had

16· ·intended, as I said, to call Dr. Halowski first, but we

17· ·had preliminary applications, which were no one's

18· ·fault, we've had taken up the morning.

19· · · · So my -- I've arranged with Dr. Hu to be here at

20· ·1:00, and that really is a target that can't be

21· ·changed.· Of course, just like everyone, he's very

22· ·busy, and I would anticipate having him start

23· ·testifying at 1:00.· He's available to continue

24· ·tomorrow morning if we don't finish with him today.· If

25· ·my friend is going to be about 10 minutes or so, I

26· ·don't think I'll have anything in response.· I'm going



·1· ·to suggest that maybe by whatever it is, five after,

·2· ·ten after, quarter after 12, we just break for lunch

·3· ·and come back at 1:00.

·4· · · · Thank you again Mr. Kitchen, for reminding me of

·5· ·that.

·6· ·MR. KITCHEN:· · · · · · ·And that's fine with me.

·7· · · · Chair, is that how you want to proceed?

·8· ·THE CHAIR:· · · · · · · ·Yes, that's what I wanted to

·9· ·clear up, where we fit in a lunch break and what our

10· ·commitments were with respect to witnesses, because I

11· ·know they're taking time out of their valuable days.

12· · · · So, thanks, Mr. Kitchen, the floor is yours.

13· ·Opening by Mr. Kitchen

14· ·MR. KITCHEN:· · · · · · ·All right, thank you.

15· · · · Well, Tribunal Members, you've heard a lot about

16· ·what this case is and isn't about; I guess there's

17· ·going to be some serious disagreement on that.

18· · · · I'll tell you what I do think this case is about.

19· ·This case is about the very principles that underlie

20· ·the chiropractic profession or at least used to.· This

21· ·case is about science, truth, and ethics.

22· · · · The key issues that must be determined in this

23· ·case is whether the Alberta chiropractic regulatory

24· ·body, in its zeal to please the Chief Medical Officer

25· ·of Health, violated the statutory human rights and

26· ·constitutional Charter rights of one of its members.



·1· ·That's the issue.

·2· · · · This is not a simple case, as the Complaints

·3· ·Director would have you believe, of determining

·4· ·whether, in fact, the impugned member contravened the

·5· ·directive of the College.· No.· This case is about

·6· ·whether that directive itself is lawful, whether it is

·7· ·reasonable, whether it is scientific, whether it is

·8· ·harmful to members and chiropractic patients.

·9· · · · If mandated mask wearing confers no benefits and

10· ·yet imposes harm, as Dr. Wall submits the evidence he

11· ·will provide shows, then not adhering to such a mandate

12· ·is not unprofessional conduct.· It cannot possibly be

13· ·unprofessional to not comply with directives that are

14· ·unbeneficial and harmful.

15· · · · Dr. Wall will herein challenge the lawfulness of

16· ·the College's no exception mask mandate.· He asks this

17· ·Tribunal to exercise its discretion to declare the

18· ·College's mask mandate of no force and effect, because

19· ·it unjustifiably limits Dr. Wall's Charter rights and

20· ·breaches the Alberta Human Rights Act.

21· · · · Dr. Wall denies that anything he has done since

22· ·the spring of 2020 has placed any increased risk of

23· ·negative health outcomes on his patients or constitutes

24· ·unprofessional conduct.· In fact, he submits that he

25· ·sought to protect his patients from the increased risk

26· ·of harm that comes through masking and has thereby



·1· ·maintained his integrity in the face of persecution

·2· ·from his regulatory body.

·3· · · · The College wants to make this all about Dr. Wall,

·4· ·and that's fine, Dr. Wall has no problem with that.

·5· ·But that's -- part of that is to distract from making

·6· ·this about them, from making this about the

·7· ·unlawfulness of portions of the Pandemic Directive.· Of

·8· ·course, Dr. Wall is not challenging the whole

·9· ·directive; he's only challenging the narrow bit that

10· ·mandates masking and penalizes members who are unable

11· ·to wear a mask but still treat their patients, and that

12· ·penalization being, well, now you've broken the

13· ·distancing rule because you treated somebody without a

14· ·mask.

15· · · · Again, I know that the Complaints Director is

16· ·speaking out of both sides of his mouth.· He says it's

17· ·all about the public interest, it's all about

18· ·protecting the public, it's all about public perception

19· ·of the profession.· And yet even before hearing from

20· ·four members of the public, which you will hear from,

21· ·the Complaints Director is trying to downplay what they

22· ·have to say, he's trying to say it's not important,

23· ·it's not valuable, you shouldn't really listen to them.

24· · · · Well, in fact, you still should listen very

25· ·carefully to what they have to say.· And not their

26· ·opinions on expert things, not their opinions on COVID,



·1· ·not their opinions on whether Dr. Wall is a good

·2· ·chiropractor, but if they have something to say about

·3· ·their own interests in the face of the ACAC actions

·4· ·over the last year-and-a-half, and that's not opinion,

·5· ·that's information and belief, and it's very valuable,

·6· ·and it's exactly what this Tribunal needs to hear,

·7· ·because if it is about the public interest and if it is

·8· ·about the perception of the profession, which it must

·9· ·be to some degree, then that is very valuable evidence.

10· · · · Dr. Wall finds it offensive that there would be

11· ·this comparison to sexual misconduct.· It's just

12· ·egregious and uncalled for.· That is the kind of

13· ·conduct that professionals have their licences or

14· ·permits to practice suspended on an interim basis.· And

15· ·as you will hear about, there was an application by the

16· ·Complaints Director to suspend Dr. Wall's licence on an

17· ·interim emergency basis.· That application was denied.

18· ·One of the reasons for that is because those

19· ·applications are only granted in serious situations,

20· ·when actual, demonstrable harm is being done or is very

21· ·likely to be done to the public, such as sexual

22· ·misconduct or such as stealing from clients, which was

23· ·also alluded to.· That's not what's going on here.

24· ·We're not dealing with that type of stuff, and

25· ·comparisons to that are uncalled for and unhelpful.

26· · · · I note the word "overwhelming" was used to



·1· ·describe the evidence in support of the science, even

·2· ·though this supposedly isn't about masking.· On the

·3· ·other side, the Complaints Director is saying the

·4· ·evidence is overwhelming.· In fact, his expert used

·5· ·that word six times in his report.

·6· · · · Well, I think that's overstating it.· I think if

·7· ·it was so overwhelming we wouldn't be here, and

·8· ·Dr. Wall wouldn't have four experts talking about how

·9· ·underwhelming the evidence is, scientific evidence is

10· ·in support of this directive.

11· · · · Lastly, I would agree that you are here to judge

12· ·the actions of Dr. Wall and whether or not he acted

13· ·professionally, ethically, with integrity.· You are

14· ·here to judge that.· Part of the way you need to do

15· ·that is to look at whether or not the requirement that

16· ·he didn't follow was unlawful, because if it is

17· ·unlawful, then he didn't do anything unprofessional in

18· ·not following it.· It's not unprofessional to refuse to

19· ·follow unlawful orders or unlawful directives.· It's

20· ·not unprofessional to say, No, I'm not going to suffer

21· ·the violation of my own rights or suffer the violation

22· ·of the rights of my patients.

23· · · · If human rights, the constitutional rights are

24· ·engaged, they're being violated, and there's no

25· ·justification for them, then it's my ethical and

26· ·professional obligation to not be explicit in that.



·1· ·That's the approach Dr. Wall has had.· And you will

·2· ·ultimately have to determine the lawfulness of the

·3· ·policies that he's challenging.

·4· · · · If you determine they're lawful, then perhaps

·5· ·there's a basis for finding unprofessional conduct, but

·6· ·if you, as Dr. Wall submits, should find, if you find

·7· ·that these mandates, these no-exception mandates are

·8· ·unlawful because they violate rights, then there's no

·9· ·unprofessional conduct.

10· · · · That's my opening comments.

11· ·THE CHAIR:· · · · · · · ·Thank you, Mr. Kitchen.

12· · · · Any -- Mr. Maxston, you looked like you were about

13· ·to speak?

14· ·Discussion

15· ·MR. MAXSTON:· · · · · · ·I may be looking like that

16· ·throughout this hearing, and Mr. Kitchen may have that

17· ·look on his face from time to time, but I actually, I

18· ·don't want to add anything.· I think both parties, at

19· ·the opening stage, I -- we'll both have comments in

20· ·closing about a number of issues, so I don't have

21· ·anything further.

22· · · · The College's first witness, its next witness will

23· ·be Dr. Hu at 1:00.

24· · · · I don't have anything else that we can do over the

25· ·lunch break.· I think we've done the preliminary

26· ·application.· Unless Mr. Kitchen needs to stay on here,



·1· ·I think we can simply break till 1:00.

·2· ·MR. KITCHEN:· · · · · · ·Yes, that's fine with me.

·3· ·THE CHAIR:· · · · · · · ·Yeah, that's fine with me.

·4· ·It's just a couple of minutes after 12, so we'll

·5· ·reconvene at 1:00 with the College's first witness.

·6· ·The hearing will go into recess until then.

·7· ·_______________________________________________________

·8· ·PROCEEDINGS ADJOURNED UNTIL 1:00 PM

·9· ·_______________________________________________________
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25· ·THE CHAIR:· · · · · · · ·The Hearing Tribunal regarding

26· ·Dr. Wall is back in session, and we will ask



·1· · · ·Mr. Maxston to introduce his first witness, but before

·2· · · ·doing so, Dr. Hu, we would ask that our court reporter,

·3· · · ·Karoline Schumann, either swear or affirm you prior to

·4· · · ·your giving testimony.

·5· · · ·THE WITNESS:· · · · · · ·Sure.

·6· · · ·DR. JIA HU, Sworn, Examined by Mr. Maxston

·7· · · ·(Qualification)

·8· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair and Tribunal

·9· · · ·Members, just so you're familiar with what I'm going to

10· · · ·do next, and some of you may well have been in hearings

11· · · ·that have involved expert witnesses, and Mr. Kitchen

12· · · ·will know this and Mr. Pavlic will know this, before I

13· · · ·begin asking Dr. Hu questions about the substance of

14· · · ·his report, I need to take a step which is called

15· · · ·qualifying him as a witness.· That will involved me

16· · · ·asking some background questions of him in terms of his

17· · · ·knowledge, training, experience.· Mr. Kitchen may have

18· · · ·some comments about that as well, and I will then

19· · · ·tender him to be accepted as an expert witness, and,

20· · · ·only then, would I start taking him through his expert

21· · · ·report.

22· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Hu, I'll just ask you

23· · · ·to state your full name for the record, please.

24· ·A· ·Yeah, Jia Hu.

25· ·Q· ·And I'll just confirm that the agreed on exhibits in

26· · · ·this hearing were provided to you?



·1· ·A· ·Yes.

·2· ·Q· ·Also Exhibits E-1 and E-2 are your cv and expert

·3· · · ·report.· Can you confirm that's correct?

·4· ·A· ·Yes.

·5· ·Q· ·And your expert report is dated July 28, 2021.· I have

·6· · · ·just a housekeeping question before I start to qualify

·7· · · ·you.· I note that on --

·8· · · ·MR. MAXSTON:· · · · · · ·Oh, and Mr. Chair, I'm

·9· · · ·assuming everyone is at Exhibits E-1 and E-2.

10· · · ·THE CHAIR:· · · · · · · ·Raise your hand if not.· Okay.

11· · · ·MR. MAXSTON:· · · · · · ·Sorry, I was diving right in

12· · · ·there.

13· ·Q· ·MR. MAXSTON:· · · · · ·Just as a housekeeping matter,

14· · · ·I note that on page 1 of your expert report, again

15· · · ·that's Exhibit E-2, it says:· (as read)

16· · · · · · Prepared by Jia Hu and Margaret Pateman.

17· · · ·Can you please tell me who Ms. Pateman is and what her

18· · · ·role was in preparing the report?

19· ·A· ·Yeah, so Margaret Pateman is a -- was a Masters in

20· · · ·Public Health student who worked with me on various

21· · · ·things in my Public Health position role, and she did

22· · · ·some of the preliminary sort of literature review,

23· · · ·which is looking for papers around masking, the

24· · · ·evidence for or lack thereof, and draft -- doing an

25· · · ·initial draft of the report as well.

26· ·Q· ·And I'm assuming that, nonetheless, you stand by this



·1· · · ·expert report as your expert report?

·2· ·A· ·I did make, yes, substantial revisions to her -- her

·3· · · ·review is good, but I made a lot of revisions, so, yes.

·4· ·Q· ·Okay, thank you very much.

·5· · · ·MR. MAXSTON:· · · · · · ·So I'm going to ask everyone

·6· · · ·to go to your cv, which again is E-1.· I'll wait a

·7· · · ·minute till everyone is there, wait a few seconds.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Hu, can you tell me what

·9· · · ·your current occupation, profession is?

10· ·A· ·Yeah, so I'm a Public Health physician and a family

11· · · ·physician.· I have a few different roles right now.

12· · · ·One of them I guess is to lead the provincial vaccine

13· · · ·rollout from the -- primary care.· I chair a group

14· · · ·called 19 To Zero, which is a multi-sector coalition,

15· · · ·you know, aimed at providing education around COVID-19

16· · · ·and vaccinations.· I have various -- I was quite

17· · · ·recently a Medical Officer of Health with Alberta

18· · · ·Health Services in the Calgary zone, and many other

19· · · ·miscellaneous things, but, generally, often lots of

20· · · ·COVID-related things.

21· ·Q· ·Okay, well, we'll probably touch on those in a little

22· · · ·more detail in a moment, but I'd like to go to page 1

23· · · ·of your cv and ask you to just briefly summarize

24· · · ·Section 1, which is your education.

25· ·A· ·Yeah, so in terms of education, so I mean I have a

26· · · ·Bachelor's degree in Economics from Harvard University;



·1· · · ·medical degree from the University of Alberta, medical

·2· · · ·doctor degree; a residency in Public Health and

·3· · · ·preventative medicine and (INDISCERNIBLE) medicine from

·4· · · ·the University of Toronto; and that sort of Public

·5· · · ·Health residency is generally what qualifies you to

·6· · · ·become a Medical Officer of Health, which is kind of

·7· · · ·like what Deena Hinshaw is; and Masters in Health

·8· · · ·Policy, Planning, and Finance from the London School of

·9· · · ·Hygiene & Tropical Medicine and London School of

10· · · ·Economics.

11· ·Q· ·Thank you.· And if I were to ask you what degrees or

12· · · ·certificates you have, I think you canvassed that; are

13· · · ·you a regulated member of the College of Physicians and

14· · · ·Surgeons of Alberta?

15· ·A· ·I am.

16· ·Q· ·And can you tell me, have you attended or conducted

17· · · ·continuing education seminars or lectures, that type of

18· · · ·thing?

19· ·A· ·Yes, I conduct continuing education seminars quite

20· · · ·regularly throughout -- well, in general and throughout

21· · · ·COVID, so I mean probably have done several dozen in

22· · · ·the last year.

23· ·Q· ·And those would be COVID-related?

24· ·A· ·Yeah.

25· ·Q· ·And just very briefly what would you be speaking to

26· · · ·with those kinds of seminars or lectures?



·1· ·A· ·Oh, everything from, you know, things like masking to

·2· · · ·vaccination to what we're likely to see with a fourth

·3· · · ·wave or even a second wave, back in the day, before we

·4· · · ·had our second wave, and so really covering the gamut

·5· · · ·of, yeah, of -- if anything, that would touch COVID-19

·6· · · ·actually from the science, the epidemiology, to measure

·7· · · ·to prevent transmission, et cetera, et cetera.

·8· ·Q· ·Okay.· Have you received any awards or professional

·9· · · ·recognition in your career?

10· ·A· ·Yes, I mean, I guess recently I received an award

11· · · ·"Specialist Physician of the Year" from, you know, the

12· · · ·Calgary's own sort of primary care association, and so

13· · · ·that award is given to -- by the family doctors to like

14· · · ·the, I guess, the best specialist physician of the

15· · · ·year.· I think as a member of the Alberta Medical

16· · · ·Association, as a (INDISCERNIBLE) physician, we

17· · · ·collectively received an award from them last year just

18· · · ·around just COVID stuff.· I forgot the name of that

19· · · ·award actually, but, yes, I've received some awards.

20· ·Q· ·Thank you.· Have you published any articles in your

21· · · ·field?

22· ·A· ·Yes, you know, quite a few articles I would say.· You

23· · · ·know, I think a lot of what I do is around vaccine

24· · · ·uptake research, vaccine hesitancy research, so many,

25· · · ·many articles on that.

26· · · · · · Also quite a lot of articles on sort of like lab



·1· · · ·studies around COVID, so, you know, for example, I've

·2· · · ·been involved in the validation of every new type of

·3· · · ·lab testing in our province.· You know, back in the

·4· · · ·day, we ran out of swabs, and so we started using new

·5· · · ·swabs and rapid tests and all that, and so, I mean, I

·6· · · ·can elect CVS in the publications I have, but a fair

·7· · · ·number I would say around COVID.

·8· ·Q· ·Have any of those publications been what I'll call

·9· · · ·peer-reviewed?

10· ·A· ·Yeah, they're all peer-reviewed sort of by definition

11· · · ·for me to call them a publication.

12· ·Q· ·Okay.· I'm just going to switch gears a little bit, and

13· · · ·review your professional activities in terms of your

14· · · ·employment history in three areas, and you've

15· · · ·identified them in your cv, the first is your clinical

16· · · ·work experience and then your non-clinical work

17· · · ·experience and then what you described as leadership

18· · · ·experience.

19· · · · · · So when it comes to clinical work experience, I am

20· · · ·looking at page 2 of your cv, and it starts off with an

21· · · ·entry, July 14-present, and then it has three entries.

22· · · ·Can you describe clinical work experience?

23· ·A· ·Yeah, so I am trained as a family physician, and so

24· · · ·since I've been in Calgary, the sort of active roles

25· · · ·I've had one is sort of what you might call like a

26· · · ·general family practice physician working at East



·1· · · ·Calgary Health Centre, which is a clinic that generally

·2· · · ·serves marginalized complex patients, and I work as a

·3· · · ·sort of a locum there, so I provide coverage.

·4· · · · · · I also work at a long-term care or used to, I'll

·5· · · ·say, like in a really long matter, which is just --

·6· · · ·it's a longer therapy phase, it's like -- that serves

·7· · · ·people with complex mental health issues.· And, you

·8· · · ·know, prior to this, I did a lot of work as a

·9· · · ·hospitalist at the Peter Lougheed Centre.· I will say

10· · · ·that the amount of clinic work I've been doing during

11· · · ·COVID is decreased as I've done more Public Health

12· · · ·related work, but I do still see patients once in a

13· · · ·while.

14· ·Q· ·Okay.· On page 1 of your cv, I'm skipping back, you

15· · · ·describe your non-clinical work experience, and before

16· · · ·asking you to briefly summarize that, can you tell me

17· · · ·what you mean by "non-clinical"?

18· ·A· ·Yeah, so, I mean, I -- I think I generally would define

19· · · ·clinical as like directly seeing patients, whereas

20· · · ·non-clinical would be anything that isn't directly

21· · · ·seeing patients, and so probably like a hallmark of

22· · · ·nonclinical that I put in there is like Medical Officer

23· · · ·of Health with Alberta Health Services, right?

24· · · · · · And in that sort of role, you primarily are doing

25· · · ·things like, I guess, managing the overall response to

26· · · ·COVID-19, including things like contact-tracing,



·1· · · ·vaccine rollout, outbreak management, et cetera, and

·2· · · ·then so that's less one-on-one patient care.· Well, it

·3· · · ·rarely is, but it's, again, like Public Health type

·4· · · ·work.

·5· ·Q· ·Okay.· When I look at the heading "Non-clinical

·6· · · ·Experience", the first entry you have is the chair and

·7· · · ·co-founder of 19 To Zero.· Can I ask you to describe

·8· · · ·what that is?

·9· ·A· ·Yeah.· So, I mean, 19 To Zero is a multi-sector

10· · · ·coalition basically aimed at closing the vaccination

11· · · ·gap and providing education around COVID-19 and

12· · · ·COVID-19 vaccinations.· When I say "multisectoral", we

13· · · ·basically have organizations from government, public

14· · · ·health, health care, but also academia, which is kind

15· · · ·of like the usual suspects, but also organizations like

16· · · ·an NGO, some society partners, school boards,

17· · · ·et cetera, and, you know, private industries,

18· · · ·companies.· This is really it's like a cross-cut of all

19· · · ·society.

20· · · · · · And, you know, fundamentally, what we do is, like

21· · · ·I sort of mentioned, so through a (INDISCERNIBLE) like

22· · · ·increase vaccination rates, provide education on

23· · · ·COVID-19, but this -- to do this, you know, our

24· · · ·activities range from what I would call very upstream

25· · · ·things like collecting data, research on how to best

26· · · ·increase vaccine uptake and how best to communicate



·1· · · ·with people, down to very nitty-gritty things like

·2· · · ·organizing pop-up clinics all over the province, and

·3· · · ·the scope of our work geographically is in Alberta,

·4· · · ·Ontario.· Nationally, really.

·5· ·Q· ·Okay, your next entry is corporate medical director,

·6· · · ·CPPI.· Can you tell me briefly what that was, what

·7· · · ·involved --

·8· ·A· ·Yeah.

·9· ·Q· ·-- was involved there?

10· ·A· ·Yeah.· So I provide medical advisory to Canadian

11· · · ·Pension Plan, the investment -- well, they call

12· · · ·themselves different things, but the Canadian Pension

13· · · ·Plan.· And in that role, yeah, essentially -- again

14· · · ·many things having to do with COVID and also many

15· · · ·things having to do with mental health, right?· So

16· · · ·things related to, you know, what is most impacting

17· · · ·their employees' health and well being.· And, again,

18· · · ·you know, very similar from when COVID started to, you

19· · · ·know, what do we do, should we close our offices; you

20· · · ·know, now for us should it be mandate vaccines and

21· · · ·everything in between.

22· ·Q· ·Okay.· Your next entry is September 18 to May 21,

23· · · ·Medical Officer of Health, Alberta Health Services,

24· · · ·Calgary.· Can you explore the -- your duties there;

25· · · ·what was involved in your work there?

26· ·A· ·Yes.· So, you know -- not how familiar you are with



·1· ·what medical officers of health do, but within Alberta,

·2· ·you know, you have folks like Dr. Hinshaw, who work for

·3· ·the Ministry and, therefore, are more directly

·4· ·accountable to, let's say, Cabinet.· And then you have

·5· ·the medical officers of health within Alberta Health

·6· ·Services that are maybe more responsible for, let's

·7· ·say, if Dr. Hinshaw's job is more around setting

·8· ·overall policy in conjunction with Cabinet, then the

·9· ·medical officers of health with Alberta Health Services

10· ·are responsible for actually responding to COVID within

11· ·the confines of the policy line that they were in.

12· · · · And so, for example, when COVID-19 started, one

13· ·thing we had to do was rapidly scale up our

14· ·contact-tracing, which we did.· And then after that, I

15· ·think the next big challenge -- you know, along the

16· ·way, a lot of sort of communications to people around

17· ·the importance of, you know, following Public Health

18· ·guidance at the time, like staying home, you know, not

19· ·going to see too many people.

20· · · · Another big thing that we did was the sort of

21· ·ongoing -- was management outbreaks, and so, you know,

22· ·like managed every long-term care outbreak in this

23· ·Calgary zone essentially, managed most of the acute

24· ·care outbreaks, hospital outbreaks as well.

25· · · · Because prior to COVID happening, my primary

26· ·portfolio, and the different MOHs have different



·1· · · ·portfolios, but mine was control of communicable

·2· · · ·diseases and vaccinations, and so it was sort of my

·3· · · ·base portfolio.

·4· · · · · · Once COVID happened, everybody was doing COVID,

·5· · · ·but I was probably doing the most like intense stuff

·6· · · ·I'll say, and, you know, the outbreaks were the next

·7· · · ·big piece, and then with the advent of the vaccine,

·8· · · ·really vaccine education, supporting the vaccine

·9· · · ·rollout, et cetera, et cetera.

10· ·Q· ·Okay, I'm going to skip down, and the last question

11· · · ·I'll have for you in this area of your cv is you've got

12· · · ·an entry May 17 to February 17:· (as read)

13· · · · · · Consultant (part-time):· Public Health Agency

14· · · · · · of Canada.

15· · · ·Can you tell me what Public Health Agency of Canada is,

16· · · ·and what you did there?

17· ·A· ·Yes.· Oh, yes, yes, I forgot it's on my cv.· So

18· · · ·anyways, the Public Health Agency of Canada is sort of

19· · · ·the federal body that provides guidance, expertise

20· · · ·around sort of Public Health issues.

21· · · · · · One thing that is sort of secondary to that via

22· · · ·Canada is called NACI, the national advisory committee

23· · · ·on immunization, which people may know about because

24· · · ·they provide a lot of recommendations in having used

25· · · ·vaccinations, but think of them as like near equivalent

26· · · ·of the US CDC but for Canada.



·1· · · · · · In that May role, I was helping them develop

·2· · · ·guidelines around the use of the shingles vaccine,

·3· · · ·although I'll have to say, more recently, like I've

·4· · · ·been working with them again to develop a federal

·5· · · ·vaccine passport that Trudeau announced a few weeks

·6· · · ·ago.

·7· ·Q· ·At the bottom of page 2 of your cv, you've talked

·8· · · ·about -- you have a category entitled "Leadership

·9· · · ·Experience", and there's -- the first entry is "Board

10· · · ·Member, Partners in Health Canada".· Can you tell me

11· · · ·about that and the other --

12· ·A· ·Yeah.

13· ·Q· ·-- two entries there?

14· ·A· ·Yeah, so Partners in Health is an NGO, Boston-based

15· · · ·NGO, that -- well, they're pretty well known.· Actually

16· · · ·they do a lot of global health work, started by a guy

17· · · ·named Paul Farmer and a guy named Jim Kim, who later

18· · · ·became the president of World Bank.· And, you know,

19· · · ·they basically do global health primarily in the area

20· · · ·of sort of like health systems strengthening in

21· · · ·low-income countries like Rwanda, Haiti, they do a lot

22· · · ·of work in Haiti.

23· · · · · · And they created a Canada arm about 11 years ago,

24· · · ·and I'm on their board.· I work quite closely with

25· · · ·their Executive Director.· And in that -- what I do

26· · · ·there is actually, you know, try to fundraise, we try



·1· · · ·to like carve out strategic direction and overall

·2· · · ·objectives.

·3· · · · · · And I guess actually more recently, Partners in

·4· · · ·Health was doing a lot of COVID work in the United

·5· · · ·States, and actually I was helping lead some of their

·6· · · ·US COVID-related work, which is primarily around

·7· · · ·supporting marginalized populations in, you know,

·8· · · ·getting testing, getting vaccinated, social support,

·9· · · ·et cetera.

10· ·Q· ·Okay.· Thank you very much.

11· · · ·MR. MAXSTON:· · · · · · ·Subject to any questions from

12· · · ·Mr. Kitchen, Dr. Wall's lawyer, Mr. Chair and Hearing

13· · · ·Tribunal Members, at this time, I would tender Dr. Hu

14· · · ·as an expert in the area of public and, in particular,

15· · · ·COVID-19 and the efficacy of masking and other COVID-19

16· · · ·measures.

17· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen?· I think you're

18· · · ·muted on your computer again, Mr. Kitchen.

19· · · ·MR. KITCHEN:· · · · · · ·Can you hear me?

20· · · ·THE CHAIR:· · · · · · · ·Yeah, I can just -- you're

21· · · ·quite -- your volume is quite low.

22· · · ·MR. KITCHEN:· · · · · · ·All right, is that any better?

23· · · ·THE CHAIR:· · · · · · · ·Yeah.

24· · · ·MR. KITCHEN:· · · · · · ·Okay, good.· Mr. Maxston, I'm

25· · · ·sorry, that was quite a long qualification.· Can I just

26· · · ·get you to say that again, because I'm probably going



·1· · · ·to have some issues with how long that is?

·2· · · · · · Oh, Mr. Maxston, you're now muted.· I've given you

·3· · · ·the idea.

·4· · · ·MR. MAXSTON:· · · · · · ·Yeah, well, maybe when I'm

·5· · · ·muted, you've heard me at my best then, I don't know,

·6· · · ·but I'll try to do better.

·7· · · · · · I was tendering Dr. Hu as an expert in the area of

·8· · · ·public health but, in particular, COVID-19 and the

·9· · · ·efficacy of masking and related COVID-19 measures,

10· · · ·prevention measures I guess you would say.

11· · · ·MR. KITCHEN:· · · · · · ·Okay, so COVID-19 including

12· · · ·the efficacy of masking and other measures.

13· · · ·MR. MAXSTON:· · · · · · ·I think I said preventive

14· · · ·measures.

15· · · ·MR. KITCHEN:· · · · · · ·And other preventative

16· · · ·measures.

17· · · ·MR. MAXSTON:· · · · · · ·Measures, yeah.

18· · · ·Mr. Kitchen Cross-examines the Witness (Qualification)

19· ·Q· ·MR. KITCHEN:· · · · · ·All right, well, Dr. Hu, I

20· · · ·just have a few questions for you.· Some of them will

21· · · ·probably seem slightly repetitive based on what --

22· · · ·because that was quite extensive what you just went

23· · · ·through, but please bear with me.

24· · · · · · Now, from a review of your cv, it looks to me like

25· · · ·you have done a lot of work for various government

26· · · ·entities.· You wouldn't disagree with that, would you?



·1· ·A· ·No, it you define AHS as a government entity, then I

·2· · · ·would not disagree with that.

·3· ·Q· ·Okay.· No, and I would.· I meant --

·4· ·A· ·Okay.

·5· ·Q· ·-- that very broadly, and nothing sneaky about --

·6· ·A· ·Yeah, yeah, yeah --

·7· ·Q· ·-- (INDISCERNIBLE) --

·8· ·A· ·-- yeah.· Got it, yeah.

·9· ·Q· ·In fact, Dr. Hu, you worked for AHS as a Medical

10· · · ·Officer of Health up until a few months ago; isn't that

11· · · ·right?

12· ·A· ·That's correct.

13· ·Q· ·You've also done and are doing currently some research

14· · · ·work for pharmaceutical companies; wouldn't you agree?

15· ·A· ·For -- yeah, I mean, I research the different -- I do

16· · · ·research on how to increase uptake of all the vaccines,

17· · · ·including like the Pfizer, Moderna, and, well,

18· · · ·previously AstraZeneca vaccine, so yes.

19· ·Q· ·Thank you.· You would also agree, wouldn't you, that a

20· · · ·lot of your research in efficacy work has centred on

21· · · ·vaccines; isn't that right?

22· ·A· ·That's correct.

23· ·Q· ·And that includes COVID vaccines, doesn't it?

24· ·A· ·Yes, primarily COVID vaccines actually, but yes.

25· ·Q· ·I see that you have, like you said, published several

26· · · ·recent studies regarding COVID.· That's accurate,



·1· · · ·correct?

·2· ·A· ·M-hm.

·3· ·Q· ·I think probably for the court reporter, and I know

·4· · · ·this is a common tendency, even I myself fall under

·5· · · ·this --

·6· ·A· ·Yes.

·7· ·Q· ·-- when saying "yes", you need to -- yeah, it's best to

·8· · · ·say --

·9· ·A· ·Yeah, I'll --

10· ·Q· ·-- "yes" --

11· ·A· ·-- say "yes" --

12· ·Q· ·-- (INDISCERNIBLE) --

13· ·A· ·-- yeah, yes.· Sorry, sir --

14· ·Q· ·We all do it.

15· · · · · · Now, none of these studies that you've -- or these

16· · · ·articles that you've published focus on masking, do

17· · · ·they?

18· ·A· ·That is correct.

19· ·Q· ·Thank you.· Now, I'm looking at your clinical work

20· · · ·experience.· I see the title "Physician" in every

21· · · ·position.· You would agree it is accurate to call you a

22· · · ·physician, would you not?

23· ·A· ·Yes.

24· ·Q· ·You're not a virologist, correct?

25· ·A· ·I am not a virologist.

26· ·Q· ·You're not an immunologist, correct?



·1· ·A· ·No.

·2· ·Q· ·You're not a respirologist, correct?

·3· ·A· ·Correct.

·4· ·Q· ·You're not a medical microbiologist, correct?

·5· ·A· ·Correct.

·6· ·Q· ·Now, I'm looking at your research funding in 2020, it

·7· · · ·looks to me like you received almost 20 new sources of

·8· · · ·research funding in the year 2020; is that correct?

·9· ·A· ·As the -- like as a lead or generally a co-lead

10· · · ·investigator, so a lot of that money isn't coming to

11· · · ·me.· Most of it isn't actually, but you tend to report

12· · · ·grants that you win even if they're like -- they tend

13· · · ·to be led by a team of people, but, yes, I guess my

14· · · ·name is on that value of grants for the 2020.

15· ·Q· ·Yeah, I'm looking on page 4, and I take your point, and

16· · · ·I see "Principal" --

17· ·A· ·Yeah.

18· ·Q· ·-- "investigator", there's quite a few where you're the

19· · · ·principal investigator, there's no others.

20· ·A· ·M-hm.

21· ·Q· ·There's one where you're the principal partner to one

22· · · ·other.· Now, when it says "principal partner", I

23· · · ·suppose that means there's an investigator, and you're

24· · · ·the partner?

25· ·A· ·So normally the way these research grants work are

26· · · ·there is a -- one personal who is primarily responsible



·1· · · ·for the grant, sometimes probably NPI, the nominated

·2· · · ·principal investigator, and that person is generally

·3· · · ·responsible for -- what's the word -- may have control

·4· · · ·of the money.· And with many of these grants, you tend

·5· · · ·to have a number of co-investigators, call them

·6· · · ·knowledge users, lots of different terminology

·7· · · ·depending on the type of grant involved.

·8· · · · · · And so traditionally with these grants, they --

·9· · · ·there's a whole whack of people on them, and I am the

10· · · ·principal investigator, as in I do have sort of, let's

11· · · ·say, financial responsibility for some of the grants,

12· · · ·but for most of the grants, I don't.· And I think that

13· · · ·you can see that pattern for most researchers because

14· · · ·they tend to be, you know, the PI on a subset of

15· · · ·grants, like the lead, lead person, and they tend to be

16· · · ·co-investigators on a broader set of grants.

17· ·Q· ·I count you as the principal investigator for about 12

18· · · ·grants in 2020.

19· ·A· ·Oh, okay.

20· ·Q· ·Do you dispute that?

21· ·A· ·Let me see what I put in my cv, but like -- no, I don't

22· · · ·actually.

23· ·Q· ·And you would agree that nearly all of this research

24· · · ·funding is associated with COVID, do you not?

25· ·A· ·Yes.· Absolutely.

26· ·Q· ·And you agree that some of this funding comes from



·1· · · ·manufacturers of COVID vaccines, do you not?

·2· ·A· ·Yeah, some does.· I would say most doesn't, but some

·3· · · ·does.

·4· ·Q· ·If everyone decided tomorrow that COVID-19 was not

·5· · · ·really that big of a deal and that we should all go

·6· · · ·back to life as we knew it before 2020, you'd have a

·7· · · ·lot less research funding, wouldn't you?

·8· ·A· ·Yeah, that's true.

·9· · · ·Submissions by Mr. Kitchen (Qualification)

10· · · ·MR. KITCHEN:· · · · · · ·Those are my questions.· I'll

11· · · ·just briefly make some submissions on the

12· · · ·qualification.

13· · · · · · Again forgive me, Mr. Maxston, help me out if I

14· · · ·don't have this quite right, I understand you want

15· · · ·Dr. Hu qualified as a Public Health physician or Public

16· · · ·Health something, who is a specialist in COVID-19,

17· · · ·including the efficacy of masks and other preventive

18· · · ·measures.

19· · · · · · I would submit to the Tribunal that Dr. Hu is a

20· · · ·physician with expertise in COVID-19, including

21· · · ·vaccines, and that's it.· I submit that there is an

22· · · ·insufficient basis to qualify him as being an expert in

23· · · ·the efficacy of masking or any other preventive

24· · · ·measures.

25· · · · · · We've heard from Dr. Hu lots about COVID-19

26· · · ·vaccines, but we haven't seen anything about experience



·1· · · ·or publications to do with masking or really any other

·2· · · ·preventive measures specifically, maybe generally and

·3· · · ·broadly but not specifically.· What we see and we heard

·4· · · ·of specifically was a lot about vaccines.

·5· · · · · · Subject to any questions from the Tribunal on my

·6· · · ·comments, that's what I would say about the

·7· · · ·qualifications and the scope of the qualifications of

·8· · · ·Dr. Hu.

·9· · · ·Mr. Maxston Re-examines the Witness (Qualification)

10· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, it's Blair Maxston,

11· · · ·I'll have a couple of comments in response, but I think

12· · · ·Dr. Hu was kind of motioning that he might have

13· · · ·something to say about the comments that Mr. Kitchen

14· · · ·made, so I'm, frankly, going to ask him to make his

15· · · ·comments.

16· · · ·MR. KITCHEN:· · · · · · ·Okay, that's fine, as long as

17· · · ·I have an opportunity to cross.

18· ·A· ·Yes, for sure.

19· · · · · · So with respect to the efficacy of masking, I

20· · · ·should say that I did help devise and implement all of

21· · · ·the AHS masking guidelines for the infection prevention

22· · · ·control committees.· I mean, I do a lot of stuff, I

23· · · ·probably should have mentioned that.· Not on my cv,

24· · · ·but, you know, like you can verify that later.

25· · · · · · So you're right, I do not -- I have not published

26· · · ·anything on masks, but I have been quite involved in



·1· · · ·I'll say the development of how we use -- like our

·2· · · ·masking guidelines within AHS over the course of the

·3· · · ·pandemic, which I guess makes me somewhat involved in

·4· · · ·the actual operationalization of that particular

·5· · · ·measure, including reviews of the evidence for that.

·6· · · · · · Also have advised a number of organizations,

·7· · · ·including the City of Calgary, in advance of their

·8· · · ·implementing their masking bylaw, and -- sorry, like so

·9· · · ·there's a lot of -- if you'd like to know more about

10· · · ·the sort of masking stuff I do, I can speak more to

11· · · ·that.

12· · · ·Mr. Kitchen Re-cross-examines the Witness

13· · · ·(Qualification)

14· ·Q· ·MR. KITCHEN:· · · · · ·Well, of course, I'm going to

15· · · ·have questions for you.

16· ·A· ·M-hm.

17· ·Q· ·Your report has been entered by consent, so it's going

18· · · ·to come in one way or the other.· I'm going to have

19· · · ·questions for you about masking --

20· ·A· ·Okay.

21· ·Q· ·-- (INDISCERNIBLE) written about masking.· But the

22· · · ·record today is what we have before us in your cv.

23· ·A· ·Okay, that's fine.

24· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I think,

25· · · ·Mr. Kitchen, you're finished, I can --

26· · · ·MR. KITCHEN:· · · · · · ·Yes, I am.



·1· ·Discussion

·2· ·MR. MAXSTON:· · · · · · ·Yeah, thank you, yeah.

·3· · · · Mr. Chair, I was going to ask Dr. Hu to tell us a

·4· ·little bit more about what he did in the masking

·5· ·context, because when I was questioning him, I was

·6· ·asking him about broader concepts in some ways of

·7· ·Public Health.· I think he's given a fulsome answer to

·8· ·Mr. Kitchen's questions, and I, again, ask that he be

·9· ·accepted as an expert witness on the basis that I

10· ·described, which was an expert in the area of Public

11· ·Health and, in particular, COVID-19 and the efficacy of

12· ·masking and other COVID-19 measures.

13· ·MR. KITCHEN:· · · · · · ·Just to be clear, for me, the

14· ·modification of that begins at COVID-19, including

15· ·COVID-19 vaccinations, period.

16· ·MR. MAXSTON:· · · · · · ·Well, that's not the basis on

17· ·which I'm tendering this expert.· I'm not tendering him

18· ·as an expert on vaccinations, although he may have

19· ·something to say about that, but I've made my comments,

20· ·and I leave it to the Chair.

21· ·MR. KITCHEN:· · · · · · ·And, Chair, unless you have

22· ·any questions, you have my comments on my opposition to

23· ·that broad of a scope of qualification.· I think it

24· ·should be limited to COVID-19 and COVID-19

25· ·vaccinations.

26· ·THE CHAIR:· · · · · · · ·Okay, thank you, gentlemen.  I



·1· · · ·think we will recess so that we can consider the

·2· · · ·submissions from both parties of Dr. Hu.

·3· · · · · · Dr. Hu, I would just ask you to bear with us.· We

·4· · · ·will have a brief recess here of 5 or 10 minutes, and

·5· · · ·then we'll rejoin the group.

·6· · · ·MR. MAXSTON:· · · · · · ·And, Mr. Chair, I wonder if I

·7· · · ·can just make one quick comment for Dr. Hu's benefit,

·8· · · ·because I don't know if he's testified recently in one

·9· · · ·of these hearings, but while he's testifying, I can't

10· · · ·have any direct communication with him, so I just would

11· · · ·remind him that I'm going to turn my video off, my

12· · · ·audio off, but I just remind him of that so that we

13· · · ·don't get tripped up by that.

14· ·A· ·Thank you.

15· · · ·THE CHAIR:· · · · · · · ·Okay, and, Dr. Hu, we will,

16· · · ·the Hearing Tribunal and our independent legal counsel,

17· · · ·will leave this meeting and go to a breakout room --

18· ·A· ·Okay.

19· · · ·THE CHAIR:· · · · · · · ·-- and you can mute and shut

20· · · ·your video down if you want, and I expect we'll be back

21· · · ·by about 20 to 2.

22· ·A· ·Great, thank you.

23· · · ·(ADJOURNMENT)

24· · · ·Ruling (Qualification)

25· · · ·THE CHAIR:· · · · · · · ·The Hearing Tribunal is back

26· · · ·in session, and we have discussed the proposal by the



·1· · · ·College to qualify Dr. Hu as an expert witness, and our

·2· · · ·decision is that we will qualify Dr. Hu as an expert

·3· · · ·witness as submitted by Mr. Maxston.

·4· · · · · · So, Mr. Maxston, if you'd like to just repeat your

·5· · · ·submission for the record, so we're all clear.

·6· · · ·MR. MAXSTON:· · · · · · ·I'm going to try to get this

·7· · · ·as accurate as I can, but I'll invite the court

·8· · · ·reporter to maybe correct me, and if we -- we can

·9· · · ·almost go back and revisit this if we need to I suppose

10· · · ·later, but my original comment was, I believe, I'm

11· · · ·tendering Dr. Hu as an expert in the area of Public

12· · · ·Health and, in particular, COVID-19 and the efficacy of

13· · · ·masking and related measures --

14· · · ·THE CHAIR:· · · · · · · ·That's --

15· · · ·MR. MAXSTON:· · · · · · ·-- or words to that effect.

16· · · ·I'm pretty close, I think.

17· · · ·THE CHAIR:· · · · · · · ·Yeah, that's what we

18· · · ·understood, and we also understood, Mr. Kitchen, the

19· · · ·different wording that you had, and we've decided to

20· · · ·qualify Dr. Hu based on Mr. Maxston's submission, so

21· · · ·we'll move on from there.

22· · · · · · If you have -- if you'd like to start your

23· · · ·questions with Dr. Hu.

24· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

25· · · ·Dr. Jia Hu, Previously sworn, Examined by Mr. Maxston

26· ·Q· ·MR. MAXSTON:· · · · · ·I want to ask a question right



·1· · · ·off the top, and it wasn't one of the ones I planned to

·2· · · ·ask, but it arises from something Mr. Kitchen raised in

·3· · · ·his questions of Dr. Hu, and that was in the context of

·4· · · ·grants and Dr. Hu losing money if COVID goes away.· And

·5· · · ·I just want to be very clear, Dr. Hu, is your report

·6· · · ·impartial and independent?

·7· ·A· ·Yes, completely.· And I will say this, yes, I receive

·8· · · ·research grants, but I don't get any of that money

·9· · · ·myself.· And in reality during COVID, I probably put in

10· · · ·$500,000 of my own money doing research and other

11· · · ·related activities because -- well, COVID is a

12· · · ·disaster, and so I get why, you know, like you can

13· · · ·think that it's biased, but also I mean, you know, as

14· · · ·Dr. -- as Mr. Kitchens [sic] was saying, a lot of my

15· · · ·research is around vaccines, which is accurate, and,

16· · · ·you know, it's not like there's -- I don't publish

17· · · ·stuff on masking.· But, yes, regardless, the masking

18· · · ·report is impartial, and I don't get money from

19· · · ·research, just try to do the right thing.

20· ·Q· ·I'm going to ask you some sort of general questions

21· · · ·here at the beginning here, and I'd just like to ask

22· · · ·you what is your experience in working with COVID-19

23· · · ·and the response to it?

24· ·A· ·I would say everything other than Federal vaccine

25· · · ·procurement, and so if you name a topic around

26· · · ·COVID-19, I probably was involved in it, so other



·1· · · ·than --

·2· ·Q· ·Outbreaks?

·3· ·A· ·-- (INDISCERNIBLE) -- yeah, outbreaks, masking, contact

·4· · · ·tracing, vaccine rollout, dealing with various sectors

·5· · · ·like the education sector, public communications, yeah,

·6· · · ·sourcing rapid tests.· Yeah, it's pretty -- like truly

·7· · · ·everything, other than Federal vaccine procurement,

·8· · · ·which was the domain of Minister Anand.

·9· ·Q· ·I touched on this a little bit when we were going

10· · · ·through your cv, but have you any experience working as

11· · · ·a Medical Officer of Health?

12· ·A· ·Yes.

13· ·Q· ·And that was in Calgary for over what time period?

14· ·A· ·From the fall of 2018 to May of this year.

15· ·Q· ·And again --

16· · · ·MR. MAXSTON:· · · · · · ·-- and I'll be careful,

17· · · ·Mr. Kitchen, I'm going to ask a bit of a leading

18· · · ·question, but it's just for cleanup here --

19· ·Q· ·MR. MAXSTON:· · · · · ·-- that would have involved

20· · · ·outbreak management, contact tracing, transmission,

21· · · ·masking, the things you've already mentioned?

22· ·A· ·Yes.

23· ·Q· ·Did you advise any Public Health bodies concerning the

24· · · ·science surrounding COVID-19 prevention?

25· ·A· ·Yes.

26· ·Q· ·Can you describe that?



·1· ·A· ·Yeah.· So, well, Alberta Health Services has something

·2· · · ·called a Scientific Advisory Group, SAG.· All their

·3· · · ·reports are actually publicly -- like they're on the

·4· · · ·internet.· It's actually the course Scientific Advisory

·5· · · ·Group that provides recommendations to Alberta Health

·6· · · ·Services and actually Alberta Health for that matter.

·7· · · · · · And so I was the initial chair of the Scientific

·8· · · ·Advisory Group many, many -- well, 18 months ago.· It

·9· · · ·was sort of later handed over to some other people,

10· · · ·but, you know, I continue to sort of work with them,

11· · · ·and that's sort of one of them.

12· · · · · · I mean, I mentioned that, you know, I work with

13· · · ·the Public Health Agency of Canada on things like

14· · · ·vaccine passports.· I have advised the Ontario Ministry

15· · · ·of Health on various COVID-related things, and, you

16· · · ·know, like -- so, you know, organizations like AHS, the

17· · · ·Ministry of Health in Alberta, the Ministry of Health

18· · · ·in Ontario, the Public Health Agency of Canada, and,

19· · · ·you know, also at sort of more of an operational level,

20· · · ·the various hospitals and long-term cares around the

21· · · ·Calgary zone of AHS.

22· ·Q· ·And just to be clear, when you've been advising those

23· · · ·Public Health bodies when you were involved in the SAG

24· · · ·group, Scientific Advisory Group, were you providing

25· · · ·advice on masking and social distancing and similar

26· · · ·measures?



·1· ·A· ·Oh, yeah, a bit of everything.· I -- yes, actually, I

·2· · · ·do recall that very, very early on, we did some reviews

·3· · · ·on masking.· This was before -- I mean, so much

·4· · · ·evidence has come out since then, but if you look at

·5· · · ·the Scientific Advisory Group reports, they

·6· · · ·basically -- they cover the span of the gamut of topics

·7· · · ·around COVID, including all the things you've mentioned

·8· · · ·and a lot more.

·9· ·Q· ·Okay.· Have you, in the course of those steps, those

10· · · ·efforts, have you been asked by a Public Health body to

11· · · ·provide advice about responses and recommendations for

12· · · ·COVID-19?

13· ·A· ·Yes.

14· ·Q· ·Can you describe that to me?

15· ·A· ·Yeah, so -- well, actually one really obvious one might

16· · · ·be then -- another group that I sit on is

17· · · ·(INDISCERNIBLE) committee for immunization or I used

18· · · ·to, and that group basically is a group who reports to

19· · · ·the Minister of Health and, I mean, essentially

20· · · ·delineated the vaccine priority groups, so that was

21· · · ·quite a contentious topic I think earlier this year.

22· · · · · · You know, when it comes to, let's say, masking in

23· · · ·specific, you know early SAG reviews sort of reported

24· · · ·like some of the things we did were around actually,

25· · · ·you know, how do we get the most out of our masks if we

26· · · ·do not have enough PPE, and that's the environment we



·1· ·were living in in March of 2020, so what I call PPE

·2· ·mask extension.

·3· · · · Later -- (INDISCERNIBLE) thing if I remember --

·4· ·later on, I guess, that summer when masking bylaws were

·5· ·becoming a thing potentially, you know, at that point

·6· ·in time, the Government of Alberta did not want to

·7· ·implement a province-wide masking bylaw, and as I

·8· ·mentioned before, you know, again worked closely with

·9· ·many -- like the City of Calgary, for example, but many

10· ·other organizations and provided, you know, advice,

11· ·recommendations around masking to them in terms of the

12· ·benefits, the pros and cons I'll say.

13· · · · Within AHS, there is -- there are a few infection

14· ·prevention and control committees provincially,

15· ·zonally.· When I say "zonally", I mean Alberta Health

16· ·Services is divided into five zones, Calgary zone,

17· ·Edmonton, north, central, and south.· Actually, well, I

18· ·guess I chaired -- or I used to chair the Calgary zone

19· ·infection prevention and control committee, and I was a

20· ·member of the Provincial infection prevention and

21· ·control committee, and, you know, it's in these

22· ·committees where we make sort of operational

23· ·recommendations around things like -- well, let's say,

24· ·hand washing and/or masking, you know, cohorting, and a

25· ·whole host of things meant to prevent the transmission

26· ·of COVID-19.



·1· ·Q· ·Okay, thank you for that.· Just for your benefit and

·2· · · ·for the Tribunal's benefit, just in terms of a road

·3· · · ·map, I'm going to ask you some questions about the

·4· · · ·CMOH, Chief Medical Officer of Health, office and three

·5· · · ·CMOH orders.· I'm going to take you through the -- what

·6· · · ·I'm going to call the AHS documents, which were

·7· · · ·admitted this morning.· I'm then going to take you to

·8· · · ·the Pandemic Directive that the College has issued.

·9· · · ·And we're then going to go through your expert report.

10· · · ·So that's just a bit of a road map for you.

11· · · · · · So turning to the CMOH or Chief Medical Officer of

12· · · ·Health, can you describe for the Tribunal what the CMOH

13· · · ·is and what it's purpose is?

14· ·A· ·Yeah.· So the CMOH, Chief Medical Officer of Health of

15· · · ·Alberta, Dr. Hinshaw right now, is a role that sits

16· · · ·within the Ministry of Health and -- versus a role

17· · · ·that's within Alberta Health Services, and, very

18· · · ·generally, the Ministry of Health primarily is designed

19· · · ·to -- well, their job is to set overall health policy,

20· · · ·and Alberta Health Services' primary job is to

21· · · ·operationalize that health policy.

22· · · · · · Now, you know, there can be variations in what

23· · · ·they do in AHS is very vague, but think of that as the

24· · · ·like the simplest demarcation between the Ministry of

25· · · ·Health and AHS.· The CMOH is meant to advise the

26· · · ·Ministry of Health on issues of, you know, public



·1· · · ·health importance.· And I believe that role is sort

·2· · · ·of -- there's something in the Public Health Act and

·3· · · ·within the Public Health Act that it creates provision

·4· · · ·for the role of CMOH.

·5· · · · · · Within the Public Health Act, there's also certain

·6· · · ·sections for -- that allow for the creation of various

·7· · · ·sort of Public Health orders.· And a Public Health

·8· · · ·order, you know, as Mr. Maxston talked about are --

·9· · · ·I'll call them like legally binding orders, instruments

10· · · ·that we can use to essentially limit people's

11· · · ·activities to prevent, you know, the spread of an

12· · · ·infectious -- of an infectious disease or another

13· · · ·health hazard, yeah.

14· ·Q· ·Are you familiar with the various CMOH orders issued by

15· · · ·Dr. Hinshaw during the COVID pandemic?

16· ·A· ·Yes.· That happened a lot though, but yes.

17· ·Q· ·And were you involved in the preparation of the CMOH

18· · · ·orders?

19· ·A· ·So when it comes to preparation of CMOH orders, those

20· · · ·are drafted within the Ministry of Health specifically.

21· · · ·That being said, a lot of the evidence base, for

22· · · ·example, the forms, you know, what goes into these

23· · · ·orders, you know, like groups like SAG and others that

24· · · ·do provide support there.· And so nobody within Alberta

25· · · ·Health Services actually writes CMOH orders, but it's a

26· · · ·pretty small ecosystem, right?· There's not a whole lot



·1· · · ·of Public Health physicians, infectious disease

·2· · · ·specialist, and, you know, I think that like I'm

·3· · · ·involved in bits of the evidence-gathering pieces that

·4· · · ·lead to the drafting of the orders.

·5· · · · · · I will also just flag one other thing about the

·6· · · ·role of the CMOH, in case it's not very obvious to the

·7· · · ·group here, so the CMOH is a -- as I mentioned, it is a

·8· · · ·position that falls under the purview of the Minister

·9· · · ·of Health, and, therefore, you know, you can sort of

10· · · ·think of them as like some like half -- sort of like a

11· · · ·bureaucrat, like not in the bad sense of the word, but

12· · · ·a bureaucrat as in a person who works within the

13· · · ·Ministry, and, therefore, you know, sometimes you see

14· · · ·she is able to advise, but when it comes to, you know,

15· · · ·big policy decision-making, you know, those do come

16· · · ·down from Cabinet.· And so I've just explained it,

17· · · ·like, sometimes people talk about the politicisation of

18· · · ·how our COVID response has been and that the final

19· · · ·responsibility to do these things does not rest with

20· · · ·Dr. Hinshaw, but it rests with the Cabinet that --

21· ·Q· ·Dr. Hu, I'm going to take you through some CMOH orders

22· · · ·now, and the first one is going to be CMOH 38-2020,

23· · · ·which is dated November 24, 2020, and it's Exhibit D-8

24· · · ·in the materials that are before the Tribunal.

25· · · · · · I'll just pause a moment and make sure everybody,

26· · · ·including you, Dr. Hu, has been able to find, again,



·1· · · ·CMOH 38-2020.

·2· ·A· ·Yeah.· This is CMOH 42?

·3· ·Q· ·No, this is CMOH 38-20 [sic].· I'm going to take you to

·4· · · ·42 in a minute --

·5· ·A· ·Okay.

·6· ·Q· ·-- but, first, I'd like to take you to 38-2020 --

·7· ·A· ·Okay.· Yeah, let me just pull that up.· I got it.

·8· · · ·Thank you.

·9· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, are you and your

10· · · ·colleagues all -- do you all have that document?· I can

11· · · ·proceed?

12· · · ·THE CHAIR:· · · · · · · ·I think so.· Anybody having

13· · · ·problems?· No, I think we're good.· Thanks,

14· · · ·Mr. Maxston.

15· ·Q· ·MR. MAXSTON:· · · · · ·Okay, I'll go ahead then.

16· · · · · · I'm going to ask you to turn to page 4, Dr. Hu,

17· · · ·and it's -- there's a heading, "Part 4 - Masks".

18· · · ·MR. MAXSTON:· · · · · · ·And, Mr. Kitchen, I hope

19· · · ·you'll give me this liberty, I just -- to save a little

20· · · ·bit of time, I'm just going to note that Section 20

21· · · ·says:· (as read)

22· · · · · · This order is effective November 24, 2020,

23· · · · · · and it applies to Calgary metropolitan region

24· · · · · · and Edmonton metropolitan region.

25· · · ·And then we have a reference to what the Calgary

26· · · ·metropolitan region includes, and that, in 21(d),



·1· · · ·includes the city of Calgary.

·2· · · · · · So, Dr. Hu, this CMOH would apply to the city of

·3· · · ·Calgary?

·4· ·A· ·Correct.

·5· ·Q· ·Okay.· I'll ask you to go to the next page of the CMOH

·6· · · ·order, and paragraph 23 and 24 talk about public places

·7· · · ·and what a face mask is, and I'll ask you to look at

·8· · · ·paragraph 26 and explain to me what paragraph 26 says.

·9· ·A· ·Basically paragraph 26 says that in -- people need to

10· · · ·wear masks, face coverings in indoor public places for

11· · · ·the jurisdictions listed above earlier in the order.

12· ·Q· ·And I think the first line actually says a person must

13· · · ·where a face mask; isn't that correct?

14· ·A· ·Yes, yes, must, correct.

15· ·Q· ·There's an exception in Section 27, specifically

16· · · ·26(c) [sic] that says you're exempted from masking if a

17· · · ·person:· (as read)

18· · · · · · Is unable to wear a face mask due to a mental

19· · · · · · or physical concern or limitation.

20· · · ·Are you familiar with that exemption?

21· ·A· ·I am.

22· ·Q· ·Okay.· I'm going to ask you some questions about that

23· · · ·exemptions later on, but I'll just leave that for now.

24· · · · · · I'd like you to now go to CMOH Order 42-2020,

25· · · ·which, for the benefit of the Tribunal Members, is

26· · · ·Exhibit D-9.· So this is the CMOH Order 42-20 [sic],



·1· · · ·Exhibit D-9, and it is dated December 11, 2020.

·2· · · ·THE CHAIR:· · · · · · · ·Mr. Maxston, you said the date

·3· · · ·on D-9 was --

·4· · · ·MR. MAXSTON:· · · · · · ·I think, Mr. Chair, I'm

·5· · · ·looking at page 9, it says December 11th, 2020.

·6· · · ·THE CHAIR:· · · · · · · ·Okay.

·7· ·Q· ·MR. MAXSTON:· · · · · ·Okay, so, Dr. Hu, I'm looking

·8· · · ·at Exhibit D-9 then, CMOH Order 42-20, and there's a

·9· · · ·final "whereas" paragraph --

10· · · ·MR. MAXSTON:· · · · · · ·-- and, Mr. Kitchen, there's a

11· · · ·question coming --

12· ·Q· ·MR. MAXSTON:· · · · · ·-- whereas having determined

13· · · ·that measures in CMOH Order 38-2020 are insufficient to

14· · · ·protect Albertans.· Is -- to your understanding, was

15· · · ·CMOH Order 42-2020 to strengthen masking and other

16· · · ·measures?

17· ·A· ·The primary reason for CMOH Order 42, so I'm going to

18· · · ·wind this back, this is now November, December of last

19· · · ·year when we were hitting about 2,000 cases a day,

20· · · ·making us, at the time and as today, the hot

21· · · ·(INDISCERNIBLE) sort of case count per capita

22· · · ·jurisdiction in Canada, quite a long measure.

23· · · · · · The original CMOH order had this sort of mask --

24· · · ·like a -- I say mandated masking in areas of the

25· · · ·province with relatively high case counts, you know,

26· · · ·primarily in the urban areas, Edmonton and Calgary,



·1· · · ·Edmonton in particular.

·2· · · · · · What CMOH 42 did was a essentially a ban on indoor

·3· · · ·social gatherings, and that was basically what led us

·4· · · ·to not be able to see people over Christmas,

·5· · · ·essentially, and that was the most restrictive order.

·6· · · ·Like that -- like when CMOH 42 was in effect, that was

·7· · · ·the most sort of restrictive period we had during -- no

·8· · · ·matter the whole lockdown, the most restrictive period

·9· · · ·we had during the pandemic period.

10· ·Q· ·I'll ask you to go to paragraph 23 in this CMOH order

11· · · ·we're looking at, and I'll let everybody get there.· We

12· · · ·again have a statement subject to Section 24 of this

13· · · ·order:· A person must where a face mask at all times

14· · · ·while attending at an indoor place.· I want to stop and

15· · · ·ask you and say what was the rationale or purpose for

16· · · ·having this masking order in place; why was it

17· · · ·important?

18· ·A· ·Because we know that masking in indoor public places

19· · · ·reduces transmission of COVID, period, and you know, at

20· · · ·the time -- I'll give you a bit of background, right,

21· · · ·and I mentioned some of these things get pretty

22· · · ·political.

23· · · · · · So prior to November, the Government of Alberta

24· · · ·was fairly dead set against any provincial masking

25· · · ·bylaws, and at the time, I believe the Premier and the

26· · · ·Health Minister were signalling to municipalities that



·1· · · ·Felt that they needed to do so, to do so, and that is

·2· · · ·why masking bylaws already were in place in the cities

·3· · · ·of Calgary and Edmonton as of the summer, roughly,

·4· · · ·before this came in.

·5· · · · · · Now, as I was saying before, by the time we hit

·6· · · ·November and December of last year, we were probably at

·7· · · ·our most dire situation in the history in Alberta's

·8· · · ·COVID experience, especially in Edmonton.· And so at

·9· · · ·that time, to really try to sort of mitigate the

10· · · ·further transmission of COVID-19, a Provincial sort of

11· · · ·mandate was put in high transmission areas.

12· · · · · · I will say one other thing, and I suspect

13· · · ·Mr. Maxston will ask about it later, the evidence,

14· · · ·while there is a great deal of evidence for the use of

15· · · ·masking to prevent COVID in indoor public places, you

16· · · ·know, like a mall or restaurant or some of those

17· · · ·places, the evidence for using masks in a health care

18· · · ·setting is far stronger, and so I'll just leave it at

19· · · ·that.

20· ·Q· ·Okay, thank you.· When I look CMOH Order -- the same

21· · · ·CMOH order, if we go to paragraph -- or Order Section

22· · · ·28(a), it talks about:· (as read)

23· · · · · · This order does not prevent a place of

24· · · · · · business or entity listed or described in 1

25· · · · · · of Appendix A from being used to provide

26· · · · · · health care services.



·1· · · ·Was it the intention of the CMOH orders to allow

·2· · · ·entities such as chiropractors to continue to practice?

·3· ·A· ·Could you repeat that question?

·4· ·Q· ·Yeah, were the CMOH orders, this CMOH order, was it

·5· · · ·intended to allow chiropractors to continue to

·6· · · ·practice?

·7· ·A· ·Yeah, I mean, I don't think the CMOH orders were

·8· · · ·designed to stop the provision of health care.

·9· ·Q· ·Provided that the CMOH orders were complied with?

10· ·A· ·Yeah.· And I mean, again, I think that far prior to the

11· · · ·CMOH orders, which were quite late in the game when it

12· · · ·comes to let's say a masking bylaw, you had -- and

13· · · ·we'll get to this, right -- health organizations, like

14· · · ·Alberta Health Services, like the -- they call these

15· · · ·ones (INDISCERNIBLE) of Alberta and others recommending

16· · · ·masking, continuous masking in all health care

17· · · ·settings, right, long, long before the public bylaws --

18· · · ·which makes sense actually, because that health setting

19· · · ·is wearing a mask long, long before in the health care

20· · · ·setting, but, in a way, the CMOH orders kind of moot, I

21· · · ·think in a way, because there are already masking

22· · · ·bylaws in place like -- as recommended by -- I

23· · · ·shouldn't bylaws -- masking regulations, mandates,

24· · · ·whatever you want to call them, by pretty much every

25· · · ·health care organization in the province for people

26· · · ·providing clinical services, health care services.



·1· ·Q· ·Okay.· I want to take you to -- I want to take you to

·2· · · ·the next CMOH order, which is 16-2020, and that's

·3· · · ·Exhibit F-2, and this is the May 3, 2020 order.

·4· ·A· ·Okay, let me pull it up.

·5· · · ·MR. KITCHEN:· · · · · · ·I'm sorry, Mr. Maxston, which

·6· · · ·CMOH order are we talking about?

·7· · · ·MR. MAXSTON:· · · · · · ·It's Exhibit F-2.

·8· · · ·MR. KITCHEN:· · · · · · ·F-2.

·9· · · ·MR. MAXSTON:· · · · · · ·'F' as in Fred, and that's

10· · · ·16-2020, and May 3, 2020.

11· · · ·MR. KITCHEN:· · · · · · ·Thank you.

12· · · ·MR. MAXSTON:· · · · · · ·I just need to consult with my

13· · · ·client for a moment.· I'm just going to put myself on

14· · · ·mute, if you can just give me a minute.

15· · · ·(DISCUSSION OFF THE RECORD)

16· ·Q· ·MR. MAXSTON:· · · · · ·I just want to begin by

17· · · ·looking at CMOH Order 16-20 with a comment asking you

18· · · ·to kind of clarify its effect.· And I suppose I could

19· · · ·read this in, but I won't.· I'm looking at paragraphs

20· · · ·2, 3, 4, 5, and 6, and I'm going to characterize this

21· · · ·as a CMOH re-entry to practice order for health care

22· · · ·professionals.

23· · · · · · Can you tell me what paragraphs 2 to 6 are saying

24· · · ·and what they have to do with colleges and -- or

25· · · ·practitioners like chiropractors going back into

26· · · ·practice?· I'll let you --



·1· ·A· ·Yeah.

·2· ·Q· ·-- read those sections, so ...

·3· ·A· ·Yeah.· So essentially paragraph 2 and, yeah, this is

·4· · · ·now right after the first wave of the pandemic, and,

·5· · · ·during the first wave, a lot of stuff was shut down,

·6· · · ·including a lot of actually physicians' offices and

·7· · · ·health care offices, right; so essentially paragraph 2

·8· · · ·says that anybody -- all regulated health professionals

·9· · · ·essentially have to comply with guidances around

10· · · ·community health care settings to sort of return to

11· · · ·work.

12· · · · · · And every college, paragraph 3 basically says that

13· · · ·every college was directed to publish these guidelines

14· · · ·to all the members of their college and -- or -- and/or

15· · · ·come up with their own guidelines as soon as possible,

16· · · ·and that these colleges can then sort of provide to the

17· · · ·CMOH essentially the -- their -- their plans, so to

18· · · ·speak, for, you know, safe return to -- return to

19· · · ·clinical services.

20· · · · · · And then 5 basically says that, you know, the

21· · · ·colleges are allowed to come up with their, you know,

22· · · ·their own sort of return to practice guidances, but the

23· · · ·CMOH can revise them, and, you know, if they're not

24· · · ·good enough, basically make -- maybe make them a little

25· · · ·bit stronger.

26· · · · · · So that basically summarized this.· So part of --



·1· · · ·summarized that real quick, it essentially says for

·2· · · ·regulated health professionals to return to work in a

·3· · · ·clinical setting, (INDISCERNIBLE) clinical setting, you

·4· · · ·basically have to follow guidelines that were

·5· · · ·essentially designed by a CMOH or your college.

·6· ·Q· ·When I look at order -- paragraph number 2, it says:

·7· · · ·(as read)

·8· · · · · · Regulated member of the College established

·9· · · · · · under HPA practicing in the community must

10· · · · · · comply with the attached workplace guidance

11· · · · · · for community health care settings.

12· · · ·I'm going to ask you to turn to page 9 of this

13· · · ·document, and that is, in fact, the attached workplace

14· · · ·guidance for community health care settings.· When you

15· · · ·get to page 9, you'll see a heading "Personal

16· · · ·Protective Equipment (PPE)".

17· ·A· ·M-hm.

18· ·Q· ·And I wonder if you can just read the first couple of

19· · · ·lines on that.

20· ·A· ·Yes, I can.· Oh, sorry --

21· ·Q· ·It starts off with "All staff providing".

22· ·A· ·Yeah:· (as read)

23· · · · · · All staff providing direct client or patient

24· · · · · · care or working in client and patient care

25· · · · · · areas must wear a surgical/procedure mask

26· · · · · · continuously at all times in all areas of the



·1· · · · · · workplace that they're either involved in

·2· · · · · · direct client/patient contact or cannot

·3· · · · · · maintain adequate physical distancing.

·4· ·Q· ·So this is --

·5· ·A· ·(INDISCERNIBLE)

·6· ·Q· ·Oh, sorry.

·7· ·A· ·And I'll read this point:· (as read)

·8· · · · · · The rationale for masking of staff providing

·9· · · · · · direct client/patient care is to reduce the

10· · · · · · risk of transmitting COVID-19 from

11· · · · · · individuals in the asymptomatic phase.

12· ·Q· ·So this is, if we go back to paragraph 2, it says you

13· · · ·must comply with this guideline, and then we have order

14· · · ·3 saying subject to Section 5, each college can create

15· · · ·their own masking guidelines; is that correct?

16· ·A· ·M-hm, or their own sort of guidances, yeah.

17· ·Q· ·So what I'm getting at here is order number 2 says

18· · · ·you've got to comply with the attachment here, and I've

19· · · ·taken you through the masking requirement, or if you're

20· · · ·a college, you get to create your own Pandemic

21· · · ·Directive.

22· ·A· ·Yes.· And, you know, the rationale here writ large is

23· · · ·that, you know, it's very hard for a CMOH order to

24· · · ·encapsulate all the different types of clinical

25· · · ·practice that are provided in the community, right,

26· · · ·across all the, I think, 27 registered colleges,



·1· · · ·registered health profession.· And so you can think of

·2· · · ·the CMOH guidance as like the minimum, right, but, you

·3· · · ·know, the College could -- well, our college, for

·4· · · ·example, can provide additional guidance, let's say,

·5· · · ·when doing a specific type of procedure, like an arrow

·6· · · ·slide [phonetic] generating procedure or, you know,

·7· · · ·doing an anoscopy or other such things.

·8· · · · · · But, you know, think of the -- go ahead.

·9· ·Q· ·Would it be fair to say that the CMOH is deferring to

10· · · ·colleges; they know their profession best?

11· ·A· ·I would say it's a bit of both, right?· As in like

12· · · ·there's the minimum standard, like, and part of the

13· · · ·minimum standard is to wear a mask, but, again, it's

14· · · ·hard for a CMOH to think of all the possible things

15· · · ·colleges do, and so, in that sense, they are deferring

16· · · ·to the colleges to provide potential -- additional

17· · · ·guidance around different types of procedures and

18· · · ·things that different registered health professionals

19· · · ·may do.

20· ·Q· ·I'm looking at paragraph 4 in this CMOH, and it says

21· · · ·each college must provide the CMOH with a copy of any

22· · · ·COVID-19 guidelines published in accordance with

23· · · ·Section 3.· Do you know what the purpose of that would

24· · · ·be; why they would have to provide the -- their

25· · · ·guidelines to the CMOH?

26· ·A· ·Well, I mean, I think, you know, we, like at a very



·1· · · ·high level, the responsibility of preventing -- I mean,

·2· · · ·many people are responsible for preventing the

·3· · · ·transmission of COVID, the spread of COVID, but I would

·4· · · ·say that, as far as ultimate responsibility, the CMOH

·5· · · ·cabinet, you know, like as (INDISCERNIBLE) cabinet are

·6· · · ·really responsible for it, and so a pretty good idea to

·7· · · ·have a sense of what, you know, different colleges are

·8· · · ·doing and recommending for their members.

·9· ·Q· ·If I look at order number 5, it says:· (as read)

10· · · · · · The CMOH may amend any COVID guidelines

11· · · · · · created by a college under Section 3 if the

12· · · · · · CMOH determines that the guidelines are

13· · · · · · insufficient to reduce the risk of

14· · · · · · transmission of COVID-19 in the practice of

15· · · · · · the regulated profession.

16· · · ·Is this a check and a balance?

17· ·A· ·You know, I think this -- this clause basically says

18· · · ·that, you know, we recognize that you know your

19· · · ·profession the best, which is probably true, but, you

20· · · ·know, if you're not sort of up to snuff when it comes

21· · · ·to providing, you know, a set of guidances that reduce

22· · · ·COVID transmission risk sufficiently, then we can edit

23· · · ·your guidelines.

24· · · · · · And I would say that, you know, fundamentally,

25· · · ·when it comes to understanding the dynamics of COVID-19

26· · · ·transmission, you know, there probably is more



·1· · · ·expertise within the office of the CMOH than for many

·2· · · ·other regulated health professionals.· You know, like,

·3· · · ·for example, I -- not to pick on any group in

·4· · · ·particular, but, in the same way, I know very little

·5· · · ·about optometry and the eyes, so too your average

·6· · · ·optometrist may not know as much about, you know, COVID

·7· · · ·transmission, and, therefore, with that clause, the

·8· · · ·CMOH can basically, you know, amend the guidance, you

·9· · · ·know, provided by the College of Optometrists, for

10· · · ·example.

11· · · · · · Yeah, you can view it as a check and a balance,

12· · · ·just having the final word to, you know, maintain

13· · · ·safety.

14· ·Q· ·And we talked about page 9, saying that there must be

15· · · ·mandatory masking when treating patients when you're

16· · · ·not able to socially distance.· Again, that's the

17· · · ·minimum --

18· ·A· ·M-hm.

19· ·Q· ·-- under this order?

20· ·A· ·Yes.

21· ·Q· ·Okay.· And when I look at this final question on this

22· · · ·one, I look at Section 6, it says:· (as read)

23· · · · · · Section 2 of this order does not apply in

24· · · · · · respect of a regulated member under the HPA

25· · · · · · whose college has published COVID-19

26· · · · · · guidelines as required by Section 3.



·1· · · ·Again, that's the authority for a college to create its

·2· · · ·own guidelines; is that correct?

·3· ·A· ·Yes, I believe so.

·4· ·Q· ·Okay.· And I'm looking -- sorry, I had a couple of

·5· · · ·quick other questions.· I'm looking at paragraph 3:

·6· · · ·(as read)

·7· · · · · · Subject to Section 5, each college

·8· · · · · · established under the Health Professions Act

·9· · · · · · must, as soon as possible, publish COVID-19

10· · · · · · guidelines applicable to their college.

11· · · ·That's mandatory language?

12· ·A· ·Yes, I think so.

13· ·Q· ·And the use of the phrase "as soon as possible", what

14· · · ·does that mean to you, or what does that indicate?

15· ·A· ·I mean, I think as soon as possible -- like I was not

16· · · ·involved in the, well, direct drafting of these for any

17· · · ·specific colleges.· Probably actually did advise the

18· · · ·College of Physicians, but I would say, you know, as

19· · · ·soon as you can do it, a week or two.· But I suspect

20· · · ·our colleagues at the Alberta College of

21· · · ·Chiropractors [sic] would have a better sense of what

22· · · ·"as soon as possible" meant, given the fact that they

23· · · ·had to submit things to the CMOH at that time.

24· ·Q· ·Well, I'm going to switch gears now and take you to the

25· · · ·ACAC Pandemic Directive.

26· · · ·MR. MAXSTON:· · · · · · ·And, Mr. Chair, I'm just going



·1· · · ·to make a comment that I'm asking all of you to go to

·2· · · ·Exhibit C-22, which is the Pandemic Directive dated

·3· · · ·January 26th [sic], 2021.

·4· · · · · · If I had had Dr. Halowski to testify first, I was

·5· · · ·going to ask him questions about the fact that there

·6· · · ·are three pandemic directives, there's a couple in May

·7· · · ·of 2020 I believe, and then there's this one in

·8· · · ·January.· Dr. Halowski's testimony, I hope there isn't

·9· · · ·anything controversial on this, was going to be that

10· · · ·there were some minor changes made to the Pandemic

11· · · ·Directive over time but that the masking requirements

12· · · ·in it did not change and the other social distancing

13· · · ·requirements.

14· · · · · · So I'm going to question Dr. Hu using Exhibit

15· · · ·C-22, which is the January 26th, 2021 Pandemic

16· · · ·Directive because, as you'll hear from Dr. Halowski,

17· · · ·this document, insofar as the issues we're talking

18· · · ·about, didn't change.

19· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Hu, I'll just ask you

20· · · ·to call up this document then, and, again, it's January

21· · · ·26th, 2021 Pandemic Directive, and this is the ACAC's

22· · · ·Pandemic Directive that was created pursuant to CMOH

23· · · ·Order 16-2020.

24· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, so you're going

25· · · ·to ask questions about --

26· · · ·MR. MAXSTON:· · · · · · ·I am, yeah, and I'm sorry,



·1· ·Mr. Kitchen, I gave some background there on these

·2· ·three versions of the documents, but I do want to use

·3· ·the January 16 [sic] one.· Dr. Halowski's going to

·4· ·testify to what I said a couple of minutes ago.

·5· ·MR. KITCHEN:· · · · · · ·January 16th, not January 6th?

·6· ·MR. MAXSTON:· · · · · · ·January 6th, pardon me.· I may

·7· ·have written that down wrong.

·8· ·THE CHAIR:· · · · · · · ·And, Mr. Maxston, we're in 'C'

·9· ·now, the --

10· ·MR. MAXSTON:· · · · · · ·Yeah --

11· ·THE CHAIR:· · · · · · · ·-- 'C' folder?

12· ·MR. MAXSTON:· · · · · · ·-- C-22.

13· ·THE CHAIR:· · · · · · · ·C-22, thank you.

14· ·MR. KITCHEN:· · · · · · ·Now, my understanding, please

15· ·help me, you said there's three versions, my

16· ·understanding is January 6th, 2021, is the most recent.

17· ·MR. MAXSTON:· · · · · · ·Yeah.

18· ·MR. KITCHEN:· · · · · · ·Okay, we're on the same page.

19· ·MR. MAXSTON:· · · · · · ·Yeah, we are, and I think what

20· ·I want to do though is the section -- Mr. Kitchen, in

21· ·fairness to you, the sections I'm going to take Dr. Hu

22· ·to haven't changed from -- that's what Dr. Halowski's

23· ·evidence is going to be, and I think it's better to use

24· ·one document, not three, and just use the most current

25· ·version of it.

26· ·MR. KITCHEN:· · · · · · ·Okay, well, I may have a



·1· · · ·problem with this.· I've given you a long leash with

·2· · · ·the many questions about the CMOH orders,

·3· · · ·notwithstanding the fact that Dr. Hu is not the CMOH

·4· · · ·and didn't write that, but he's Public Health, he's

·5· · · ·been an MOH, so that's fine, but I'm going to struggle

·6· · · ·to understand how -- you haven't asked the question

·7· · · ·yet, so but how does his comments on these, the ACAC

·8· · · ·Pandemic Directive contents, how this falls within the

·9· · · ·scope of his expertise as we've qualified it.

10· · · ·MR. MAXSTON:· · · · · · ·Well, I'll ask my question,

11· · · ·and I guess you'll object if you need to.· I just

12· · · ·wanted to set the stage frankly on a document-basis as

13· · · ·to why I was going to the third version, not the first

14· · · ·two.

15· · · ·MR. KITCHEN:· · · · · · ·I have no issue with that.

16· · · ·MR. MAXSTON:· · · · · · ·Yeah, okay.

17· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Hu, I'll get you to

18· · · ·turn to page 8 of the --

19· ·A· ·Yeah.

20· ·Q· ·-- Pandemic Directive.

21· ·A· ·Yeah, I'm there.

22· ·Q· ·And there's a heading "Personal Protective Equipment".

23· ·A· ·M-hm.

24· ·Q· ·And you've read this document I understand.· From your

25· · · ·perspective, is the masking requirement and the other

26· · · ·requirements in it, social distancing, plexiglass



·1· · · ·requirements, are those acceptable, are those

·2· · · ·warranted?

·3· ·A· ·Yes.

·4· ·Q· ·Can you tell me why?

·5· · · ·MR. KITCHEN:· · · · · · ·Well, hold on, there was two

·6· · · ·questions there; there was acceptable and there was

·7· · · ·warranted.· Can you --

·8· ·Q· ·MR. MAXSTON:· · · · · ·I'll rephrase my question.

·9· · · ·Are these scientifically supported?

10· ·A· ·Yes.

11· ·Q· ·Can you tell me why?

12· ·A· ·Yeah.· You know, based on -- well, again, we've already

13· · · ·reviewed the CMOH orders, which essentially say that

14· · · ·the reason why registered health professionals

15· · · ·practicing in a community setting need to wear masks

16· · · ·continuously reduces the transmission of COVID-19.· But

17· · · ·I mean, fundamentally, in a health care setting,

18· · · ·wearing a mask does reduce the transmission of

19· · · ·COVID-19.· It protects both the user of the mask and

20· · · ·also the people around the person who's wearing the

21· · · ·mask.

22· · · · · · There is quite a lot of evidence supporting this,

23· · · ·and I can elaborate into that, but it's fundamentally,

24· · · ·I mean, I think, to, well, one, to keep the environment

25· · · ·safe, perhaps, more importantly, keep the patient safe.

26· · · · · · You see more to another (INDISCERNIBLE)



·1· · · ·asymptomatic transmission, and, you know, by that, we

·2· · · ·know with COVID-19 -- well, you can transmit the

·3· · · ·infection when you're symptomatic, when you're

·4· · · ·asymptomatic.· When you're symptomatic, you probably

·5· · · ·shouldn't be at work in the first place, and once in a

·6· · · ·while we see that happening, usually because it's hard

·7· · · ·to sometimes tell if you're have -- you get symptoms or

·8· · · ·not, but certainly lots of people can transmit when

·9· · · ·they're asymptomatic.· And when that happens, you don't

10· · · ·know if you have COVID, right, you don't have any

11· · · ·symptoms, and, you know, wearing a mask does -- well,

12· · · ·it prevents all sorts of COVID transmissions,

13· · · ·symptomatic or asymptomatic.

14· ·Q· ·Okay, thank you.· I'm going to turn to another area,

15· · · ·which is what I'm going to call the AHS documents.

16· · · ·MR. MAXSTON:· · · · · · ·And those were three

17· · · ·documents, Mr. Chair and Tribunal Members, that were

18· · · ·admitted as exhibits this morning.

19· · · · · · I had previously sent those to Dr. Hu, not knowing

20· · · ·if they would or not be before the Tribunal, but they

21· · · ·now are before the Tribunal as exhibits, and I have a

22· · · ·couple of very brief questions for Dr. Hu about these.

23· · · · · · I believe, Mr. Chair, these are in your Dropbox

24· · · ·under File 'H', if I'm correct, and I think they're

25· · · ·H-2, 3, and 4, but I might be wrong on that.· And while

26· · · ·you're looking for them --



·1· ·Q· ·MR. MAXSTON:· · · · · ·-- Dr. Hu, I'll just ask you

·2· · · ·to call up my email to you which had those three

·3· · · ·documents attached.

·4· ·A· ·Yeah.

·5· · · ·THE CHAIR:· · · · · · · ·Everybody have them?· I think

·6· · · ·we're good.

·7· ·Q· ·MR. MAXSTON:· · · · · ·Okay, I'm just going to go to

·8· · · ·the first document, which is -- sorry, open my

·9· · · ·documents, my apologies.

10· · · · · · The first document, which is "AHS Guidelines For

11· · · ·Continuous Masking".· It's kind of got a grey border or

12· · · ·a grey heading, and it starts off with the word

13· · · ·"Purpose".· Do you have that in front of you, Dr. Hu?

14· ·A· ·I do.

15· ·Q· ·In the "Background" section, there's a reference to the

16· · · ·"Public Health Agency of Canada".· Can you please

17· · · ·comment on the statements in the AHS guidelines and

18· · · ·what they say about PHAC?

19· ·A· ·Yeah, so basically "Background", there's evidence that

20· · · ·asymptomatic, presymptomatic, or minimally symptomatic

21· · · ·patients, that's like, let's say, a super -- like very

22· · · ·like subtle runny nose, for example, can transmit

23· · · ·COVID-19.

24· · · · · · As such, the Public Health Agency of Canada, which

25· · · ·we've talked about, recommends that health care workers

26· · · ·should wear a mask when providing any care to patients



·1· · · ·in order to prevent transmission to patients and their

·2· · · ·co-workers, yeah.

·3· ·Q· ·The next paragraph has a sentence, and there's a

·4· · · ·question coming:· (as read)

·5· · · · · · To prevent the spread of COVID-19, AHS has a

·6· · · · · · continuous masking directive in place.

·7· · · ·Do you agree with the statements in this document?

·8· ·A· ·Definitely, yes.

·9· ·Q· ·I'll ask you to go to the next AHS document, which is

10· · · ·entitled "Personal Protective Equipment (PPE)"

11· · · ·document.

12· ·A· ·Yeah.· I have that.

13· ·Q· ·Just wait a second to make sure everybody on the

14· · · ·Tribunal has that.

15· · · · · · On the beginning of page 1 under the heading

16· · · ·"Protecting Our People & Patients", there's a

17· · · ·statement:· (as read)

18· · · · · · PPE is critical to the health and safety of

19· · · · · · all health care workers, as well as patients

20· · · · · · we care for.

21· · · ·Do you agree with that statement?

22· ·A· ·Yes.

23· ·Q· ·Can you tell me why?

24· ·A· ·Because there's a lot of evidence that shows that

25· · · ·masking is very effective at preventing the

26· · · ·transmission of COVID-19, and it is very important,



·1· ·well, one, to prevent health care workers from giving

·2· ·COVID-19 to -- inadvertently patients and other people,

·3· ·but also to protect health care workers from

·4· ·COVID-positive patients.

·5· · · · I'm going to expand a little bit, right, so I was

·6· ·involved in the original continuous masking policy, as

·7· ·in, I was around before there was a continuous masking

·8· ·policy, and this goes way back to maybe March of 2020.

·9· ·At around that time, you know, COVID was kind of raging

10· ·through New York and Italy.· In Italy, there were a

11· ·very, very, very large number of health care workers

12· ·who got COVID and died from COVID.

13· · · · And part of the reason that happened was because

14· ·they ran out of PPE, they ran out of masks, and you

15· ·know that probably provided the initial rationale,

16· ·before all the studies that came after that, and there

17· ·were plenty of studies for implementing continuous

18· ·masking, within AHS, sort of -- within AHS, we'll say,

19· ·which is the main health providing body.

20· · · · You know, like I give you another sort of like

21· ·illustrative example, you know that within AHS

22· ·hospitals, there were COVID units, right, so units

23· ·where people with COVID were put to limit the spread of

24· ·COVID from patients to other patients in the hospital;

25· ·that would cause an outbreak.· And with those COVID

26· ·units, we -- by the time the COVID units were set up,



·1· ·we basically had continuous masking in place, and this

·2· ·is before any eye protection actually was generally

·3· ·offered.· So the general policy was if you treat a

·4· ·patient, if they don't have any symptoms of COVID, all

·5· ·you need to wear is a mask.· If they had symptoms, you

·6· ·would put on eye protection.

·7· · · · And, you know, given the number of COVID patients

·8· ·we had on our COVID units and given the number of

·9· ·health care workers who saw, you know -- think of, you

10· ·know, in any given day, a patient with COVID would see

11· ·dozens -- would have dozens of interactions with health

12· ·care providers, right?· And so we're talking about tens

13· ·if not hundreds of thousands of interactions with a

14· ·COVID-positive person, a patient, and a health care

15· ·worker who's COVID negative.

16· · · · And across those tens -- the hundreds of thousands

17· ·of interactions, the number of transmissions that

18· ·occurred was very low.· I mean, I believe, the last

19· ·time I checked with AHS, like we had less than, you

20· ·know, a hundred transmission events from a COVID

21· ·positive to a health care worker.· That is after

22· ·hundreds of thousands of interactions.· And, you know,

23· ·that is, to me, very compelling to say that masking

24· ·does work versus let's say what happened in Italy,

25· ·where they didn't (INDISCERNIBLE) masks (INDISCERNIBLE)

26· ·died.



·1· · · · · · Sorry, that was a bit long-winded, but I just

·2· · · ·wanted to provide some of my personal experience early

·3· · · ·on in the pandemic in masking and getting masking in

·4· · · ·place.

·5· ·Q· ·Sure, thank you.· I'm going to take you to the final

·6· · · ·what I'll call AHS document, and that's Alberta Health

·7· · · ·Services Directive "Use of Masks During COVID-19".

·8· · · ·MR. MAXSTON:· · · · · · · I'll just everybody get to

·9· · · ·that document.

10· ·Q· ·MR. MAXSTON:· · · · · ·And I only have I think one

11· · · ·question for you -- one or two on that document.

12· · · · · · On page 1 of that document --

13· · · ·MR. MAXSTON:· · · · · · ·I'll just wait.· Is everybody

14· · · ·there?· Okay.

15· ·Q· ·MR. MAXSTON:· · · · · ·On page 1 of that document

16· · · ·under "Principles", I'm just going to read this

17· · · ·statement, and then there's a question:· (as read)

18· · · · · · Continuous masking can function either as

19· · · · · · source control, being worn to protect others,

20· · · · · · or part of personal protective equipment, to

21· · · · · · protect the wearer, to prevent or control the

22· · · · · · spread of COVID.

23· · · ·Can you describe this dual purpose of masking?

24· ·A· ·Yeah, so a mask -- when we say "source control", like

25· · · ·that means -- like assuming you're the source, like the

26· · · ·person wearing the mask has COVID-19, it does prevent,



·1· · · ·reduce the transmission of COVID-19 onto others.· So,

·2· · · ·for example, if you and I were in a room, you had

·3· · · ·COVID, you had a mask on, I would be less likely to get

·4· · · ·COVID from you than if you did not have a mask on, and

·5· · · ·that is source control.

·6· · · · · · The other thing, you know, let's now say, in that

·7· · · ·room, you have COVID, you have a mask, and now I -- and

·8· · · ·I don't have COVID.· If I had a mask on, I'd be less

·9· · · ·likely to get COVID than if I didn't have a mask on,

10· · · ·and so it also protects, you know, like it -- it'll --

11· · · ·so I would -- the mask protects me if somebody doesn't

12· · · ·have COVID and also reduces the forward transmission of

13· · · ·somebody with COVID.

14· ·Q· ·So there's a benefit to the wearer and a benefit to the

15· · · ·patient around the wearer?

16· ·A· ·Yes.

17· ·Q· ·I want to turn to your expert report, and I believe

18· · · ·that is Exhibit E-2.

19· · · ·MR. MAXSTON:· · · · · · ·Just let everybody get to that

20· · · ·expert report.· Mr. Chair, I'll assume that everybody

21· · · ·has that document in front of them.

22· ·Q· ·MR. MAXSTON:· · · · · ·I just have a general question

23· · · ·for you, Dr. Hu, about your expert report --

24· ·A· ·M-hm.

25· ·Q· ·-- in your expert report, you talk about the benefits

26· · · ·of masking and social distancing, et cetera; are your



·1· · · ·opinions consistent with those, to your knowledge,

·2· · · ·consistent with those of Alberta Health Services?

·3· ·A· ·Yes.

·4· ·Q· ·Are they consistent with the Public Health Agency of

·5· · · ·Canada?

·6· ·A· ·Yes.

·7· ·Q· ·And are they consistent with the Chief Medical Officer

·8· · · ·of Health's office?

·9· ·A· ·Yes.

10· ·Q· ·Okay, your report is dated July 28th, '21.· Since

11· · · ·you've prepared your report, have you had any changes

12· · · ·in terms of your opinions or conclusions?

13· ·A· ·No.

14· ·Q· ·Your report begins with a "Purpose" section, and I'll

15· · · ·ask you just to briefly describe, again, what your

16· · · ·purpose was and what the conclusion you reach at the

17· · · ·end of this paragraph.

18· ·A· ·Yes, the purpose of this report really is to talk about

19· · · ·the -- the benefits or the effects of mask wearing to

20· · · ·reduce the transmission of COVID-19 generally but

21· · · ·specifically in the health care setting, and conclude

22· · · ·that there is, frankly, an overwhelming body of

23· · · ·evidence that supports that wearing masks does reduce

24· · · ·COVID-19 transmission particularly in a health care

25· · · ·setting.

26· ·Q· ·There's a list of citations at the end of your report,



·1· · · ·and I think they start -- give me -- they start on page

·2· · · ·9.· Can you tell me, in general terms, what documents,

·3· · · ·what reports, or information you reviewed in preparing

·4· · · ·your expert report?

·5· ·A· ·Yeah, so I did a -- one sec here -- like a vast

·6· · · ·literature review, and so generally a set of documents

·7· · · ·that are reviewed -- they tend to be either mostly

·8· · · ·academic publications.· They tend to be mostly academic

·9· · · ·publications from like very well-known sort of press --

10· · · ·I don't want to use the word "prestigious", but like

11· · · ·well-regarded medical journals like The Lancet or the

12· · · ·Journal of American Medical Association or the Cochrane

13· · · ·Database Systematic Reviews.

14· · · · · · Furthermore, you know, when I say there's an

15· · · ·overwhelming body of evidence supporting this, it's not

16· · · ·like one study or ten studies or a hundred studies -- I

17· · · ·mean, well, maybe closer to a hundred studies, and so I

18· · · ·do draw on a number of studies known as systematic

19· · · ·reviews and meta-analyses.

20· · · · · · Systematic review is basically the type of study

21· · · ·where, you know, let's say there's 20 papers on masking

22· · · ·and whether they're good or bad.· They summarize the

23· · · ·results of those studies, and that analysis basically

24· · · ·takes the -- I know sometimes, in a given study, you

25· · · ·have some, you know, calculations, statistics, you know

26· · · ·the population, so you study a thousand people, and



·1· · · ·one's studying 2,000 in another, I'm just making those

·2· · · ·numbers up.· The meta-analysis (INDISCERNIBLE) through

·3· · · ·the methodology to combine those populations together.

·4· · · ·And so instead of having, you know, a thousand -- one

·5· · · ·paper with a thousand studies, another paper with 2,000

·6· · · ·participants; you know, we might, like, look at like

·7· · · ·hundreds of thousands of participants.

·8· · · · · · And when it comes to -- I don't want to say the

·9· · · ·hierarchy of evidence, so to speak -- you know,

10· · · ·systematic reviews and meta-analyses are viewed quite

11· · · ·highly, because they provide a summary of the evidence

12· · · ·by -- a better summary of the evidence than, you know,

13· · · ·like the one paper here or there.· And so that is sort

14· · · ·of primarily what I'm drawing from.

15· ·Q· ·Okay.· How would you describe your level of confidence

16· · · ·in the documents you reviewed?

17· ·A· ·Extremely high.

18· ·Q· ·Did you review -- and I should go back, you're aware

19· · · ·that some cv's and expert reports from Drs. Dang,

20· · · ·Bridle, and Warren have been put before the Tribunal as

21· · · ·well.· Did you review those expert reports when you

22· · · ·prepared your expert report?

23· ·A· ·I did, yes.

24· ·Q· ·This is maybe an obvious question, but those expert

25· · · ·reports didn't change your conclusions?

26· ·A· ·No.



·1· ·Q· ·Okay, well, we'll get into those in a little while.

·2· · · · · · I'm looking at the "Introduction" section in

·3· · · ·paragraph 1, and you talk about:· (as read)

·4· · · · · · Mask wearing, among other measures such as

·5· · · · · · physical distancing, were clearly and

·6· · · · · · demonstrably effective.

·7· · · ·Why did you use those terms?· What do they mean?

·8· ·A· ·You know, I get the sense the sometimes I used words

·9· · · ·that may have a legal implication.· Again, I'm not

10· · · ·(INDISCERNIBLE) of that, but, I mean, I just -- you

11· · · ·know, clearly it means, obviously, demonstrably I

12· · · ·sometimes throw that in and -- and, sorry, like and

13· · · ·sometimes I change my language, and, you know, you

14· · · ·catch onto words like "must", when I'm like, oh, I

15· · · ·just, you know, use that, sometimes I don't.

16· · · · · · But at the end of the day, you know, like what

17· · · ·I'll say is that there -- again, I sound like a broken

18· · · ·record, but like an overwhelming amount of evidence

19· · · ·showing that masks reduce transmission in -- especially

20· · · ·in a health care worker setting.

21· ·Q· ·And I'll be clear for my questions, in as much as I'll

22· · · ·invite your comments, I suppose, on legal use of

23· · · ·terminology, I'm asking you questions from a clinical

24· · · ·perspective --

25· ·A· ·Oh --

26· ·Q· ·-- and your training and knowledge in your field --



·1· ·A· ·Yeah, sorry, sorry, I misunderstood.· I'll stop --

·2· ·Q· ·No --

·3· ·A· ·-- (INDISCERNIBLE) --

·4· ·Q· ·-- that's fine.· The next paragraph says:· (as read)

·5· · · · · · Masks are a form of protective device

·6· · · · · · designed to protect the person wearing the

·7· · · · · · mask and protect those in their immediate

·8· · · · · · surroundings.

·9· · · ·Is this is the dual affect we were just talking about

10· · · ·before?

11· ·A· ·Yes.

12· ·Q· ·The next paragraph talks about the use of masks and

13· · · ·other nonpharmaceutical interventions being recommended

14· · · ·by World Health Organization.· Can you tell me about

15· · · ·the -- bear with me -- you talk about the use of masks,

16· · · ·sorry, in SARS and influenza.· Can you talk about the,

17· · · ·briefly, the historical experience recently with the

18· · · ·use of masks?

19· ·A· ·Yes.· And I apologize, again, to Karoline, I keep on

20· · · ·talking over Blair, and I said I wouldn't, and I've

21· · · ·really sorry about that.

22· · · · · · Look, I think that like our understanding of mask

23· · · ·efficacy has grown exponentially because of COVID.

24· · · ·Nothing in the history of medicine and probably in the

25· · · ·history of humanity has been researched as much as

26· · · ·COVID-19, right, like that's a fact.



·1· · · · · · And I would say, first of all, that we've learned

·2· · · ·a heck of a lot more about mask use and how good it is,

·3· · · ·where it works, where it doesn't work quite as well

·4· · · ·over the last 18 months than we have in the history --

·5· · · ·just the sum total of everything we've known before.

·6· · · · · · For example, one thing we did not use before was

·7· · · ·continuous masking in health care centres, right?· Like

·8· · · ·that is not something that we did; that is something

·9· · · ·that was new.· And we -- you know, we began to do that

10· · · ·as we learned more about how COVID-19 transmissioned

11· · · ·and (INDISCERNIBLE), a.k.a. a lot of the sort of

12· · · ·asymptomatic transmission.· But when I think about --

13· · · · · · Sorry, am I answering your question or sort of

14· · · ·going off on a tangent?· Is that what you meant?

15· ·Q· ·Yeah, I think you -- in the paragraph above, you talk

16· · · ·about the historical use of masks dating back to the

17· · · ·1600s, and then you've got some comments here about

18· · · ·some of the more recent experience, and I'm just asking

19· · · ·you to summarize that.

20· ·A· ·Oh, yeah.· I mean, masks have been used for a long

21· · · ·time, used in different health care settings.· You

22· · · ·know, we know that they are an effective tool for

23· · · ·preventing the spread of respiratory viruses writ

24· · · ·large.· And then (INDISCERNIBLE) what I've said before,

25· · · ·but we know far, far, far more about masking and its

26· · · ·effectiveness around COVID-19 than any -- than the sum



·1· · · ·of everything we knew about masks in the history of all

·2· · · ·masks that is going back, yeah.

·3· ·Q· ·In the middle of that paragraph we're talking about,

·4· · · ·you mentioned on line 4 a Cochrane review, and it

·5· · · ·included -- I'm skipping a couple lines -- 67

·6· · · ·randomized control trials and observational studies.

·7· · · ·What do those terms mean, "randomized control trials"

·8· · · ·and "observational studies"?

·9· ·A· ·Yeah, so a randomized control trial is generally

10· · · ·considered like the gold standard of a type of a

11· · · ·medical study, right.· Essentially in a randomized

12· · · ·control trial, what you do is there's a -- let's say

13· · · ·you split the population in half, and they actually

14· · · ·sort of split randomly, so the characteristics of those

15· · · ·two populations is the same.· And then one group gets

16· · · ·assigned a treatment, let's say it's a medication, and

17· · · ·the other group gets assigned nontreatment, like a

18· · · ·placebo, for example.

19· · · · · · And then you essentially use that to -- and then

20· · · ·you look at the treatment group to see if there's a

21· · · ·difference in effect, effect being, you know, your

22· · · ·outcome of interest, let's say, for a medication, you

23· · · ·know, how much it reduces your blood pressure.

24· · · · · · And, you know, the reason why I randomized --

25· · · ·randomized part is when I say "randomized", that's when

26· · · ·I said you split these people in half randomly, so the



·1· ·characteristics of the two groups should be sort of

·2· ·random -- like largely similar, controlled in the sense

·3· ·that you kind of control the study, you know, like

·4· ·you've had very precise control over the study and

·5· ·trial and that sort of randomized control trial.

·6· · · · Observational study is a more general term to

·7· ·describe the type of study where you don't have sort of

·8· ·much control over it, right.· So an example of an

·9· ·observational study would be some of the stuff that I,

10· ·you know, mentioned like around the COVID units of

11· ·Alberta.· So like I'm observing that, you know, even

12· ·though we didn't have a vaccine, and there are hundreds

13· ·of thousands of interactions between COVID-positive

14· ·patients and COVID-negative health care workers, there

15· ·were very, very few COVID transmission events.

16· · · · I will say that the issue with randomized control

17· ·trials is they cannot be generally used in the absence

18· ·when you have something called clinical equipoise.

19· · · · So the best example of that is this:· We generally

20· ·don't do randomized control trials on the effectiveness

21· ·of parachutes from jumping out of planes, right,

22· ·because, like, if you -- we could test them out that

23· ·way, but if we were to do that, the person -- we have a

24· ·hypothesis that the person with that parachute would

25· ·die.

26· · · · And so like I say that because, when it came to



·1· · · ·COVID, there aren't as many RCTs around COVID-19,

·2· · · ·because it became pretty abundantly clear pretty early

·3· · · ·that masking was good, and, therefore, depriving health

·4· · · ·care workers of masks, like you can't do that, that

·5· · · ·would be considered an unethical study; just like

·6· · · ·depriving somebody of a parachute jumping out of a

·7· · · ·plane would be considered unethical to study the

·8· · · ·efficacy of parachutes for preventing death when you

·9· · · ·jump out of a plane.· So ...

10· ·Q· ·Okay.· I want to turn to the next page on your report,

11· · · ·and you talk there about "Methods", and on line number

12· · · ·2 -- oh, I should go back -- you talk E-2 about

13· · · ·databases such as PubMed, JSTOR, Cochrane Library,

14· · · ·high-quality peer reviewed.· I think you've commented

15· · · ·on what peer reviewed means, but there's something

16· · · ·interesting in the -- at the end of your --

17· · · ·that sentence -- or that paragraph, it says:· (as read)

18· · · · · · The vast majority of literature is from the

19· · · · · · years 2020 to 2021 with an emphasis on

20· · · · · · literature published in 2021 as it is the

21· · · · · · most up-to-date and evidence informed.

22· · · ·Why is that important, being up-to-date and evidence

23· · · ·informed?

24· ·A· ·Well, specifically what we're really interested in,

25· · · ·right, is how good masks are at preventing COVID-19,

26· · · ·right?· COVID-19 wasn't around, well, in 2019, really.



·1· · · ·I guess it was maybe in China, the tail end of 2019.

·2· · · · · · And so when I, you know, look at past -- and, you

·3· · · ·know, I comment on past studies around masking, but,

·4· · · ·you know, it's less salient in the discussion because

·5· · · ·different viruses like influenza or RSV have different

·6· · · ·transmission dynamics than COVID-19, right, and so what

·7· · · ·we want are studies to look at masking and COVID-19 in

·8· · · ·specific, right, because every virus is different.

·9· · · ·Yeah.

10· ·Q· ·Okay.· I'm going to go to the next section in your

11· · · ·expert report, which is entitled "Benefits of Masking".

12· · · ·Second sentence, I'll let you read -- or comment on,

13· · · ·the second sentence in that paragraph says:· (as read)

14· · · · · · Vast majority of evidence presented was by

15· · · · · · credible academic sources indicating mask use

16· · · · · · does reduce the rate of transmission in

17· · · · · · clinical and lab settings.

18· · · ·And then:· (as read)

19· · · · · · Below are multiple studies detailing the

20· · · · · · effectiveness of mask use in response to the

21· · · · · · other expert reports.

22· · · ·What are you trying to communicate in that paragraph,

23· · · ·Dr. Hu?

24· ·A· ·You know, in this paragraph, I guess what I'm basically

25· · · ·saying is that as the first (INDISCERNIBLE) says, like

26· · · ·as the pandemic progressed, there was more and more



·1· · · ·evidence around what we wanted to specifically know

·2· · · ·about, which is COVID-19 and masks, and this evidence

·3· · · ·generally got published in very high quality, different

·4· · · ·journals and different levels of, you know, quality.

·5· · · ·They're all peer-reviewed.

·6· · · · · · So we began to build essentially more and more of

·7· · · ·a robust case for masking, and, generally speaking,

·8· · · ·that these studies show that masking is good at

·9· · · ·reducing COVID-19 transmission in a clinical setting,

10· · · ·in a lab setting, various -- like all sorts of

11· · · ·different settings, so it's more I feel like what I've

12· · · ·been saying a lot over and over again, sorry.

13· ·Q· ·Well, I'm asking you to do that, so you can -- you'll

14· · · ·have to bear with me.

15· · · · · · The next paragraph talks about the

16· · · ·transmissibility of COVID-19.· Can you describe that?

17· ·A· ·Yeah, so COVID-19 is believed to be transmitted

18· · · ·through, you know, primarily through contact and

19· · · ·respiratory droplets, right, and to a lesser extent

20· · · ·through, you know, aerosols, right.· And so basically,

21· · · ·you transmit it in a way I'll say that is like broadly

22· · · ·similar to the way like influenza is transmitted,

23· · · ·broadly similar I say, as opposed to something like

24· · · ·HIV, which is transmitted through sexual intercourse.

25· · · · · · We now that COVID-19 is relatively infectious, you

26· · · ·know, in that, you know, we sort of thought the



·1· · · ·original COVID-19 had a sort of R0 of 2.5.· That

·2· · · ·basically means, you know, one person would, on

·3· · · ·average, infect 2-and-a-half people if everybody was

·4· · · ·susceptible.

·5· · · · · · With the Delta variant, we think that R0's 4,

·6· · · ·maybe even 5, and so COVID-19 is quite infectious, and

·7· · · ·maybe -- a very good example of why COVID-19 is very

·8· · · ·infectious, you know, every year we have a flu season,

·9· · · ·right, and we can't really stop the flu season.· But

10· · · ·this year, last year, we had no flu, and even though we

11· · · ·had no flu, there was a heck of a lot of COVID-19

12· · · ·still, and so our measures used to control COVID-19

13· · · ·were clearly sufficient to stop the spread of

14· · · ·influenza, but clearly insufficient to spread the

15· · · ·stop [sic] of COVID-19.· So highly infectious

16· · · ·respiratory virus, but you all know that after tens of

17· · · ·millions of cases around the world.· Hundreds, yes.

18· ·Q· ·I'm looking at the next --

19· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I should mention I

20· · · ·intend to take, if the Tribunal is willing or is

21· · · ·agreeable, I intend to take a break at 3:00, if that

22· · · ·will work for everybody, and then resume, and we maybe

23· · · ·go another hour after about a 15-minute break.· I think

24· · · ·the intention is probably to try to finish each day by

25· · · ·about 4 or 4:30, somewhere in there, so just to give

26· · · ·you a heads-up on -- and, of course, if anybody on the



·1· · · ·Tribunal needs a break at any time sooner, please let

·2· · · ·me know, but I just thought I'd mention I thought I'd

·3· · · ·go till 3:00.

·4· · · ·MR. KITCHEN:· · · · · · ·Based on that, Mr. Maxston, it

·5· · · ·sounds like we're not going to have time for

·6· · · ·cross-examination today; is that you're thinking?

·7· · · ·MR. MAXSTON:· · · · · · ·I'm thinking, and as I

·8· · · ·mentioned to you, Mr. Kitchen, Dr. Hu is available to

·9· · · ·come tomorrow morning at 9 AM to finish any examination

10· · · ·and cross-examination, so yes.

11· ·A· ·Yeah.

12· · · ·MR. KITCHEN:· · · · · · ·Okay, that's fine.

13· ·Q· ·MR. MAXSTON:· · · · · ·The next paragraph in your

14· · · ·report, Dr. Hu, says:· (as read)

15· · · · · · To reduce transmission and spread to others,

16· · · · · · studies indicate that physical distancing in

17· · · · · · conjunction with such measures as mask

18· · · · · · wearing can reduce the probability of droplet

19· · · · · · spread.

20· · · ·Can you comment on why physical distancing is

21· · · ·important?

22· ·A· ·Yeah, and, you know, again, this is me -- like I say,

23· · · ·in conjunction with things like vaccines as well, but,

24· · · ·you know, if you imagine that, you know, this virus is,

25· · · ·let's say, primarily spread through respiratory

26· · · ·droplets, I -- like I cough, there's little bits of



·1· ·like spit with virus in them, and, you know, I cough

·2· ·on -- like I cough on Mr. Maxston, and if he's 1

·3· ·metre -- well, if he's right up to my face, then he'll

·4· ·get all -- a big spray of COVID-19 spittle on his face,

·5· ·which can cause infection.

·6· · · · If he is, let's say, a hundred metres away, my

·7· ·little respiratory droplets probably won't go that far,

·8· ·and, you know, we -- the further you are from

·9· ·somebody -- and this is pretty obvious -- the less

10· ·likely you're going to get a virus sort of like this.

11· ·You know, I will say that it is known that COVID-19

12· ·does have some aerosol transmission.

13· · · · And, you know, the line between -- here's how our

14· ·understanding evolved, right?· Before, we were like

15· ·contacting droplet means if you're outside of the

16· ·2-metre range, you're probably not going to get the

17· ·virus, and if you're within the 2-metre range, you're

18· ·(INDISCERNIBLE).· But conceptually, and this is where

19· ·like our understanding has really evolved over COVID,

20· ·if you coughed into a fan, and like clearly like your

21· ·little wet spray droplets can go more than 2 metres

22· ·presumably, right.· And so when I say aerosol

23· ·transmission, you know, we can go further than 2

24· ·metres, and, you know, these droplets sometimes linger

25· ·in the air.· And so it's less of like a -- you know,

26· ·it's airborne versus contacting droplet, like, you



·1· · · ·know, like binary, like one, zero, on, off, it's more

·2· · · ·of a continuous spectrum sort of transmission where the

·3· · · ·further you are from somebody who is infectious, the

·4· · · ·less likely you are to get it.

·5· ·Q· ·I'm going to go to the -- just carry on with your

·6· · · ·report, and there's a comment about a large outbreak of

·7· · · ·COVID-19 on the USS Theodore Roosevelt of an aircraft

·8· · · ·carrier, I believe, and after that, there's a paragraph

·9· · · ·that says:· (as read)

10· · · · · · The Public Health Agency of Canada produced a

11· · · · · · COVID-19 brief titled "Does wearing a mask in

12· · · · · · public decrease the transmission of

13· · · · · · COVID-19".

14· · · ·You've already told me what the Public Health Agency of

15· · · ·Canada is, can you tell me -- and this I think is the

16· · · ·next couple of paragraphs in your report -- what the

17· · · ·Public Health Agency of Canada's brief found?

18· ·A· ·Yeah, so, you know, it's this brief basically comments

19· · · ·on some of the evidence around masking and how it does

20· · · ·reduce the transmission of COVID-19.· And, you know,

21· · · ·like you've got to remember, right, like -- and I'll

22· · · ·own this -- at the very start of this pandemic, we were

23· · · ·not recommending continuous masking, right?· And the

24· · · ·Public Health Agency of Canada was saying you don't

25· · · ·have to wear a mask outside, you don't have to wear a

26· · · ·mask indoors, we weren't saying -- recommending mask



·1· ·wear, like mask use in health care settings when the

·2· ·pandemic started, right?

·3· · · · And over time, it didn't take too long, our

·4· ·evidence sort of changed or the recommendations

·5· ·changed, and that -- those recommendations changed on

·6· ·the basis of evidence.· And I say this because I think

·7· ·it's really important to recognize that we've learned

·8· ·lot about this, and organizations like the Public

·9· ·Health Agency of Canada, like AHS, like CMOH office, we

10· ·take evidence, and we change our recommendations as new

11· ·evidence evolves, right?· And so I'll just cap it at

12· ·that, because that did happen, initially we weren't

13· ·recommending mask use, and that was a mistake.· And

14· ·I -- it wasn't me recommending that, but I'll like own

15· ·that mistake on behalf of Public Health.

16· · · · But, you know, this little brief basically then

17· ·goes to cite a few different studies where, you know,

18· ·masking did reduce transmission, so, you know, one of

19· ·these is a longitudinal study in the US that it showed,

20· ·you know, essentially with an increased use in face

21· ·masks, you're going to have like lower cases.

22· · · · There's a real interesting hairstylist study

23· ·actually, where basically, you know, if you imagine

24· ·somebody cutting somebody's hair, you're pretty like up

25· ·and cozy with them for a long period of time; and, you

26· ·know, essentially the COVID-positive hairstylist who



·1· · · ·saw 139 people while infectious, and they were all

·2· · · ·masked, and nobody became positive, right; and that's

·3· · · ·reasonable evidence to show that masking may work, may

·4· · · ·reduce the risk.

·5· · · · · · And, you know, there's something call an

·6· · · ·ecological study here, right, and think of an

·7· · · ·ecological study as a subset of an observational study

·8· · · ·where, you know, you're not controlling the experiment,

·9· · · ·you just sort of observe what happens over time, you

10· · · ·know, when masks are used, when they're not used, and

11· · · ·the vast majority, so 26 out of 27 studies showed that

12· · · ·face mask policies did decrease COVID-19 infections

13· · · ·and, naturally, that would decrease deaths.

14· · · · · · If anything, like when I wrote this report,

15· · · ·there's like too many studies to talk about in favour

16· · · ·of masking, so I picked a few, right, but, you know,

17· · · ·I -- even this brief cites 27 studies at least that

18· · · ·show that, you know, masking is beneficial for reducing

19· · · ·transmission.

20· ·Q· ·Just one quick question before we break, it's almost

21· · · ·3:00, you have a -- in the last paragraph on that

22· · · ·section, just about masking for health care workers:

23· · · ·(as read)

24· · · · · · A recent systematic review with a high AMSTAR

25· · · · · · rating concluded use of masks did reduce the

26· · · · · · risk of contracting and transmitting



·1· · · · · · COVID-19.· Overall, the Public Health Agency

·2· · · · · · of Canada brief, using evidence-informed

·3· · · · · · data, concludes that mask use decreases the

·4· · · · · · transmission in the community.

·5· · · ·I take it that's still your conclusion?

·6· ·A· ·Yes.

·7· ·Q· ·And what's an AMSTAR rating?

·8· ·A· ·So, you know, with different type -- for most types of

·9· · · ·studies, like whether you have a randomized control

10· · · ·trial study or systematic review type of study, they're

11· · · ·sort of like rating systems to, you know, kind of look

12· · · ·at how good -- within the -- within, let's say, the

13· · · ·universe of systematic reviews, like some are better

14· · · ·than others, and there are sort of rating systems where

15· · · ·you can sort of like assess the quality of the

16· · · ·systematic review by looking into a few factors, you

17· · · ·know, like did they include all the studies, did they

18· · · ·do the correct sort of like literature review, like

19· · · ·stuff like that.· So it's a rating -- it's like rating

20· · · ·score for systematic reviews.· So it means it's a good

21· · · ·systematic review.

22· ·Q· ·Thank you.

23· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I would propose to

24· · · ·take a 15-minute break now and then give everyone a

25· · · ·chance to take a bio break and then proceed from about

26· · · ·3:15 till about 4:15 if that works for everybody, and I



·1· · · ·think I'll be able to be finished with Dr. Hu today on

·2· · · ·that timeline.

·3· · · ·THE CHAIR:· · · · · · · ·Okay, that sounds good.· I'm

·4· · · ·not seeing any shaking heads, I'm seeing nodding heads,

·5· · · ·so we'll do that.· We will recess for now and reconvene

·6· · · ·at 3:15.· Thank you, Dr. Hu, and we'll see you in 15.

·7· ·A· ·Thank you.· Sorry for being too long-winded.· See you

·8· · · ·soon.

·9· · · ·(ADJOURNMENT)

10· · · ·THE CHAIR:· · · · · · · ·It's 20 after 3.· We

11· · · ·anticipate about another hour, and the plan will be to

12· · · ·finish the direct examination of Dr. -- by the way, the

13· · · ·hearing is back in session, and the plan is to finish

14· · · ·direct examination of Dr. Hu this afternoon, and

15· · · ·assuming that things go the way they are expected to,

16· · · ·we would adjourn for the day and pick up tomorrow

17· · · ·morning at 9:00 where we leave off today.· Likely that

18· · · ·will be with Mr. Kitchen's cross-examination of Dr. Hu.

19· · · · · · So I'll turn it back to you, Mr. Maxston.

20· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

21· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Hu, I'm now taking you to

22· · · ·the heading in your expert report "Masking for

23· · · ·healthcare workers".· In that paragraph, the first

24· · · ·paragraph, you talk about a three-fold increased risk

25· · · ·of reporting a positive COVID-19 test compared with the

26· · · ·general community, that's for health care workers.· Can



·1· · · ·you just explain what your comments here are about in

·2· · · ·this paragraph?

·3· ·A· ·Yeah, so I mean basically this is saying that health

·4· · · ·care workers are at potentially high risk of COVID than

·5· · · ·non-health care workers, which stands to reason for a

·6· · · ·number of possible reasons:· One, if you think about

·7· · · ·health care workers work in person, health care workers

·8· · · ·work closely in person with people, and health care

·9· · · ·workers interact with COVID-positive patients more

10· · · ·than, you know, the -- like your average person in

11· · · ·society, because your average person in society, you

12· · · ·know, over the last year-and-a-half has spent a lot of

13· · · ·time in some degree of lockdown or another, so, yeah.

14· ·Q· ·Okay.· You then have got some comments about

15· · · ·chiropractors falling into the category of HCWs or

16· · · ·health care workers.· I'm looking at, you've got a

17· · · ·citation 13, and then there's a comment that starts:

18· · · ·(as read)

19· · · · · · This statement indicates that chiropractors

20· · · · · · are a health care worker and must adhere to

21· · · · · · proper health and safety protocols.

22· · · ·What if they don't adhere to proper safety, health in

23· · · ·protocols in terms of COVID?

24· ·A· ·Well, yeah, I mean, as with any sort of health care

25· · · ·worker, they're going to be at an increased risk of

26· · · ·getting COVID and/or giving COVID to their patients.



·1· ·Q· ·In the next paragraph, you talk about:· (as read)

·2· · · · · · The evidence of the importance of mask use

·3· · · · · · among HCWs is very robust, and there is an

·4· · · · · · overwhelming body of evidence supporting the

·5· · · · · · use of masking in health care settings to

·6· · · · · · reduce COVID transmission.

·7· · · ·Again, clinically, why did you choose the words

·8· · · ·"robust" and "overwhelming body of evidence"?

·9· ·A· ·This is -- I like to use the word "robust" once in a

10· · · ·while.· I could have used the word "strong".· When I

11· · · ·say "overwhelming", I just mean there's like lots of

12· · · ·studies on it.· You know, rarely do you have dozens and

13· · · ·dozens of studies on the same thing, reporting the

14· · · ·same, you know, benefit over and over again.· I mean,

15· · · ·not all the studies show the exact same benefit, but,

16· · · ·yeah, like there's just like a ton of -- heaps, mounds

17· · · ·of evidence.

18· ·Q· ·In the couple paragraphs down, you talk about a study

19· · · ·relating to the Massachusetts health care system that

20· · · ·was reported in the Journal of the American Medical

21· · · ·Association with -- I think involving 75,000 employees.

22· · · ·Can you talk about the importance of that study?

23· ·A· ·Yeah, so I mean this is just one of the sort of many

24· · · ·studies.· This is a fairly large study, right, I would

25· · · ·say, given the sample size of the health care workers.

26· · · · · · But, you know, essentially this study looks at,



·1· · · ·you know, the effect of implementing universal masking

·2· · · ·and sort of how many health care workers became sort

·3· · · ·of, you know, positive.· And, you know, in the study,

·4· · · ·you do see that there was a significant decline in like

·5· · · ·risk of acquiring COVID-19 once, you know, universal

·6· · · ·masking was in place.

·7· ·Q· ·The next couple of paragraphs down, you start with a

·8· · · ·paragraph that says:· (as read)

·9· · · · · · If we look closer to home in Alberta, there

10· · · · · · is clear evidence of benefit to mask wearing

11· · · · · · in the health care settings.

12· · · ·And then you go on to make some comments about -- I

13· · · ·guess in support of that statement.· Can you summarize

14· · · ·what you're saying there?

15· ·A· ·Yeah, yeah, this is back to sort of like what I said

16· · · ·earlier about the COVID ward example, and then so I

17· · · ·won't rehash that -- sorry, I jumped around a bit --

18· · · ·but COVID wards, no vaccine, masks only really, and it

19· · · ·worked pretty darn well.

20· ·Q· ·And I think, in fact, you refer in that paragraph to

21· · · ·over tens of thousands of interactions between COVID-19

22· · · ·infectious patients and health care workers, and there

23· · · ·being only a handful of transmission events.· Does that

24· · · ·support your opinion in this report?

25· ·A· ·Yes.

26· ·Q· ·I want to ask you in terms of your expert report and



·1· · · ·your testimony, are using masks perfect?

·2· ·A· ·No.· Nothing is perfect.· Vaccines aren't perfect,

·3· · · ·seatbelts aren't perfect.· There's nothing that is

·4· · · ·perfect, but it reduces transmission, and that's -- you

·5· · · ·know, by a fairly substantial amount, so -- but they

·6· · · ·aren't perfect.

·7· ·Q· ·I'm going to take you to the next part of your report,

·8· · · ·which is your response to the statements by the other

·9· · · ·experts, Drs. Warren, Dang, and Bridle, and I'm going

10· · · ·to ask you about Mr. Schaefer's expert report, but

11· · · ·that, of course, came in after you prepared this

12· · · ·document.

13· · · · · · When I took you through your report, we talked

14· · · ·about a series of phrases, randomized control trials,

15· · · ·the AMSTAR rating, the quality peer-reviewed evidence,

16· · · ·systematic reviews, I think we talked about

17· · · ·meta-analysis.· Bearing that in mind as a reference and

18· · · ·remembering the Journal of the American Medical

19· · · ·Association and Lancet, how would you characterize the

20· · · ·documents and studies cited by Drs. Warren, Dang, and

21· · · ·Bridle?

22· ·A· ·Yeah, so I mean a few comments, and one is that, you

23· · · ·know, I -- when I read the reports, a lot of the

24· · · ·reports sort of aren't necessarily specifically about

25· · · ·masking in a health care setting and its effect on

26· · · ·COVID-19, right?· It's about like how bad COVID is or



·1· ·how not bad COVID is, and those things, right.· And I

·2· ·mean, I won't comment on that, I'm just saying that

·3· ·stuff isn't directly salient to what we're talking

·4· ·about today.

·5· · · · I think when it comes to some of the studies they

·6· ·cite on masking, they -- you know, like they used

·7· ·studies that were sort of before, the pre-COVID era,

·8· ·and, again, I think that all I'm definitively saying is

·9· ·that masking is very good for COVID-19, probably works

10· ·for other respiratory viruses, but like the

11· ·overwhelming body of evidence is for masking for

12· ·COVID-19.· And I think these lot of older studies, you

13· ·know, I think they do comment on the lack of, one of

14· ·them, randomized control trials, but, again, I use my

15· ·example of sometimes we can't do RCTs, like, you know,

16· ·the parachute example.· There's a lot of things we

17· ·can't do RCTs, randomized control trials, for.

18· · · · And then they use kind of -- you know, they use

19· ·kind of like these -- like there's all sorts of lab

20· ·studies, that, you know, some of them show these

21· ·pictures of how masks are imperfect, and, you know,

22· ·even if you have a mask, there's sort of like leakage,

23· ·so to speak, right.· And that's true, and masks are not

24· ·perfect, right.· We know that, you know, how well you

25· ·put on your mask matters, how well the mask fits

26· ·matters, all these things matter.



·1· · · · · · But, you know, the type of evidence that I think

·2· · · ·is the most compelling in this is what I call like an

·3· · · ·epidemiological study, that is a type of observational

·4· · · ·study that basically shows that, you know, in places

·5· · · ·where we implement the masking, like transmissions

·6· · · ·drop, right.· And, you know, regardless of how

·7· · · ·imperfect they are, the net end result, which we care

·8· · · ·about, transmission or numbers of infections goes down.

·9· · · · · · And so I would, you know, essentially say that

10· · · ·what their reports, to summarize, one, a lot of them

11· · · ·don't talk about masking, so maybe not directly

12· · · ·salient.· Two, they refer to some -- a few studies, but

13· · · ·they're pre-COVID, and so like it doesn't really

14· · · ·matter.· Like, again, like I only care about COVID

15· · · ·studies and masks.· And three, they comment on the

16· · · ·imperfection of masking, and I don't disagree with the

17· · · ·fact that masks are imperfect, but there's an update

18· · · ·that shows masks do reduce transmission, and that's

19· · · ·what we're interested in, that's what I'm interested in

20· · · ·when, you know, I'm going around telling people to

21· · · ·where masks in health care settings.

22· ·Q· ·I asked you during my -- some questions a while ago

23· · · ·about your level of confidence in the studies and

24· · · ·reports that you had cited, and I think you said your

25· · · ·level of confidence was high, and you referred to

26· · · ·highly regarded institutions.· Do you see those same



·1· · · ·institutions in the citations from the three other

·2· · · ·expert reports?

·3· ·A· ·No.· I mean, like basically, as you probably all know,

·4· · · ·like every Public Health organization recommends

·5· · · ·masking in a health care setting, right?· We talked

·6· · · ·about some of them AHS, like PHAC, the Public Health

·7· · · ·Agency of Canada, US CDC, like all the ministries do --

·8· · · ·and so I don't because they all recommend masking.

·9· ·Q· ·You've got a statement that your first comment here is

10· · · ·in relation to Dr. Warren's statement about the risk of

11· · · ·death due to COVID-19 in persons under 60 is very

12· · · ·small, and you've got a response to that.· Can you

13· · · ·please comment on that response, what it means?

14· ·A· ·Yeah.· I mean, I think that this is an example of the

15· · · ·statement is not directly salient to our discussion,

16· · · ·right, which is that, you know, he's saying that not a

17· · · ·lot of young people die from COVID.· And it's true that

18· · · ·if you're over, let's say, 80, your risk of dying from

19· · · ·COVID is very, very, very high, but, you know, plenty

20· · · ·of people under 60 have died in Canada, 1475 since June

21· · · ·2021.· I think about 3,000 people under 18 in the

22· · · ·United States have died of COVID.· And so I acknowledge

23· · · ·that COVID is less likely to kill you if you're young,

24· · · ·I also acknowledge that COVID can kill you if you're

25· · · ·young, but, lastly, like this doesn't -- it's not

26· · · ·relevant.



·1· ·Q· ·Okay, I'm going to take you to your next comment where

·2· · · ·you've quoted Dr. Warren's report by saying:· (as read)

·3· · · · · · Asymptomatic transmission does occur, but the

·4· · · · · · rates of transmission from asymptomatic

·5· · · · · · persons is substantially less than from

·6· · · · · · symptomatic persons and does not warrant

·7· · · · · · being considered a significant contributor to

·8· · · · · · the overall transmission burden.

·9· · · ·Can you comment on your thoughts to that statement?

10· ·A· ·Yeah, so I mean I think that maybe what he's saying,

11· · · ·you know, asymptomatic transmission is not a big part

12· · · ·of, you know, overall COVID transmission, asymptomatic

13· · · ·or symptomatic.· And I -- again, I acknowledge that

14· · · ·people who are symptomatic are at -- more likely to

15· · · ·transmit, you know, pound for pound than people who are

16· · · ·asymptomatic.· But that being said, you know, viral

17· · · ·loads are actually the highest two days before symptom

18· · · ·onset than -- for what it's worth.

19· · · · · · Actually nailing down the proportionate

20· · · ·transmission that's from asymptomatic versus

21· · · ·symptomatic is actually quite difficult to do, and so I

22· · · ·cite the CDC report saying it's about 60 percent.  I

23· · · ·mean, other -- the lowest found estimate that I've seen

24· · · ·around asymptomatic transmission as a portion of total

25· · · ·transmission is probably around 20 percent, right.· And

26· · · ·so whether it's 20 percent, whether it's 60 percent,



·1· · · ·those are significant numbers, so, you know, it's not

·2· · · ·like --

·3· ·Q· ·Okay.

·4· ·A· ·-- 1 percent.

·5· ·Q· ·There's another quotation here from Dr. Bridle's report

·6· · · ·that begins with "Testing of asymptomatic people", and

·7· · · ·there's a four or five-line quote there, and then

·8· · · ·you've got another response there.· Can you explain

·9· · · ·your response to what Dr. Bridle is saying?

10· ·A· ·Yeah, I mean, once again, like a comment that is isn't

11· · · ·salient to our discussion at all, but he's basically

12· · · ·saying is that testing asymptomatic people doesn't make

13· · · ·clinical or economic sense.· I do know quite a lot

14· · · ·about testing, and I've actually published quite a lot

15· · · ·about testing, and I will say that asymptomatic testing

16· · · ·makes a lot of clinical sense.

17· · · · · · You know, like, for example, in AHS, we

18· · · ·basically -- every patient who's admitted to hospital

19· · · ·during the -- you know, during the peaks, you get

20· · · ·tested whether you have symptoms or not, because we

21· · · ·can't rule out asymptomatic -- like asymptomatic

22· · · ·infection without testing.· And so, yeah, like I

23· · · ·again -- I mean, so I do think we can test asymptomatic

24· · · ·and we can detect virus in meaningful ways when people

25· · · ·are asymptomatic, but it's not salient to the masking

26· · · ·discussion.



·1· ·Q· ·There is a bold type paragraph a little bit down in

·2· · · ·your report, and it talks about the factual errors in

·3· · · ·the above statements, and at the end, it says -- oh,

·4· · · ·pardon me, you have a comment:· (as read)

·5· · · · · · None are actually salient to the question at

·6· · · · · · hand around whether or not masks provide a

·7· · · · · · benefit in a health care setting.

·8· · · ·Do their reports not relate to health care settings?

·9· ·A· ·Well, a large -- like much of the reports don't, but if

10· · · ·you read down, then I then comment on -- the above

11· · · ·statements just don't talk about masking at all, right;

12· · · ·one talks about how likely you are to die from COVID,

13· · · ·right; one talks about asymptomatic transmission of

14· · · ·COVID, like not just -- you know, one talks about

15· · · ·whether or not we should test people for COVID who

16· · · ·don't have symptoms.

17· · · · · · Below that bold font section, I then respond to

18· · · ·the parts of the other expert witnesses that actually

19· · · ·talk about masking, for example.

20· · · · · · So I guess what I'm saying is that above, they

21· · · ·make some statements that aren't necessarily true, but

22· · · ·like regardless if they're true or they're not true,

23· · · ·like it's not relevant.

24· ·Q· ·I'm skipping down a little bit in your report now.

25· · · ·You've got a statement:· (as read)

26· · · · · · Dr. Bridle argues that masking is not helpful



·1· · · · · · given the aerosol route of transmission.

·2· · · ·And then a quote, and then you've got a paragraph about

·3· · · ·your response.· Can you talk about your response in

·4· · · ·aerosol transmission?

·5· ·A· ·Yeah, and I sort of spoke about aerosol transmission a

·6· · · ·bit earlier, right, versus contact and droplet.· I'll

·7· · · ·rehash that, I mean I think that -- people I think are

·8· · · ·perhaps under the impression that something that is

·9· · · ·airborne or has an aerosol -- airborne and aerosol have

10· · · ·different -- just think of transmission occurring on a

11· · · ·spectrum, right, where most of it happens within 2

12· · · ·metres through the cough -- like respiratory droplets,

13· · · ·you know, like me talking on you, Mr. Maxston, and

14· · · ·sometimes it can like aerosolize, which is probably

15· · · ·defined as it staying in the air for an extended period

16· · · ·of time or going beyond 2 metres.

17· · · · · · Now, again, very hard to pin down the proportion

18· · · ·of transmission due to aerosol spread versus contact

19· · · ·and droplet spread, but we think it's pretty low.· And,

20· · · ·again, like it's just like none of those things matter

21· · · ·in the face of the hefty evidence that shows once

22· · · ·people start putting on masks in health care settings,

23· · · ·transmission goes down, right.· Like that is the --

24· · · ·that's all you need.

25· ·Q· ·You've got a paragraph that begins:· (as read)

26· · · · · · Dr. Bridle's critique of how well masks fit



·1· · · · · · and mask pore size being too large to screen

·2· · · · · · out SARS-CoV-2 in no way negate the huge body

·3· · · · · · of real-world ecological evidence that masks

·4· · · · · · reduce transmission as we describe in our

·5· · · · · · report.

·6· · · ·And then you talk about masks not being a hundred

·7· · · ·percent effective.· You then go on to say that:· (as

·8· · · ·read)

·9· · · · · · It is clear they provide significant amounts

10· · · · · · of protection and dramatically reduce

11· · · · · · transmission.

12· · · ·Why do you say that?

13· ·A· ·Well, I mean, I -- like there's a -- I think I do say

14· · · ·this somewhere in my report, but there's a big

15· · · ·meta-analysis in the Lancet, a highly reputable

16· · · ·journal, looked at -- I mean, I think they looked at

17· · · ·200-plus studies, and that study basically showed

18· · · ·there's about an 85 percent reduced odds of

19· · · ·transmission when people have masks on.· And like

20· · · ·there's just so many studies like that over and over

21· · · ·again, right.· And when I say "real-world ecological",

22· · · ·yes, masks are imperfect, yes, the pores might not be

23· · · ·perfect, yes, there's like air released.· Like putting

24· · · ·on masks leads to reduced transmission, and we see that

25· · · ·in the real world over and over again, they probably

26· · · ·reduce transmission.



·1· ·Q· ·You've got a comment after a quote from Dr. Dang's

·2· · · ·report about his statement being false and not backed

·3· · · ·up by any evidence.· Can you comment what you're

·4· · · ·saying -- about what you're saying in that paragraph?

·5· ·A· ·Yeah, like this is kind of interesting, right, so I

·6· · · ·mean this statement is basically like, how do I call

·7· · · ·this, this is a fallacy, ecological -- whatever it's

·8· · · ·called, so basically they're saying like if we

·9· · · ·implement a mask bylaw, cases still go up, right, writ

10· · · ·large, but that just doesn't control for a bunch of

11· · · ·confounding factors, right.

12· · · · · · When we implemented the lockdown, like CMOH Order

13· · · ·38, which was pretty aggressive, followed by CMOH Order

14· · · ·42, cases still went up for a while, and then they went

15· · · ·down, right.· That doesn't mean the lockdown didn't

16· · · ·work.· There's so many factors that lead to

17· · · ·transmission of COVID.· Masks are one thing that

18· · · ·like -- that is protective, but, you know if people all

19· · · ·wear masks, but they then go around to basement parties

20· · · ·and kiss each other, you're still getting a lot of

21· · · ·transmission.

22· · · · · · And so I think this is like what I call like --

23· · · ·it's called spurious causation, right.· It's like a

24· · · ·correlation, not causation.· So I talk about all the

25· · · ·things that can lead to like cases going up and cases

26· · · ·going down.



·1· ·Q· ·There's a paragraph in your expert report that begins:

·2· · · ·(as read)

·3· · · · · · Lastly, both Dr. Dang and Dr. Bridle make

·4· · · · · · unsubstantiated claims that there are

·5· · · · · · "numerous harms associated with masking".

·6· · · ·And then you say:· (as read)

·7· · · · · · There are no known harms associated with

·8· · · · · · masking.

·9· · · ·Can you explain that?

10· ·A· ·Yeah, so medical harms, like I'm not a respirologist,

11· · · ·but like the Canadian Thoracic Society, which is the

12· · · ·group of like -- you know, has a statement that

13· · · ·basically says mask wearing is not known to exacerbate

14· · · ·any lung disease, right.· That's their statement.· They

15· · · ·are, I guess, the lung disease experts.

16· · · · · · Probably the only harm that I'm aware of that

17· · · ·masking brings is, you know, in people with extreme

18· · · ·anxiety, right.· It can make you anxious, right, but it

19· · · ·doesn't make your asthma worse or your COPD worse, and

20· · · ·that is from the, you know, the body that represents

21· · · ·the respirologists and the lung experts in Canada.

22· · · · · · You know, I will say, you know, earlier the CMOH

23· · · ·orders, you know, they're like exemption clauses,

24· · · ·right.· Like you put in these exemption clauses because

25· · · ·to like have a little way out, right.· That exemption

26· · · ·clause caused great chaos, certainly in the medical



·1· · · ·field, because there actually is not a reason to have

·2· · · ·an exemption for a mask.

·3· · · · · · And so what ended up happening with a bunch of

·4· · · ·patients went to the family doctors to try and seek

·5· · · ·exemptions, and doctors were like, Is there a reason to

·6· · · ·get an exemption; and the answer was no, and we were

·7· · · ·caught in quite a bind.· And that actually led to

·8· · · ·Dr. Hinshaw apologizing to the Alberta Medical

·9· · · ·Association for like not being clearer on, you know,

10· · · ·what qualified as an exemption and (INDISCERNIBLE).

11· ·Q· ·Let me ask you this:· Should a health care worker in

12· · · ·direct contact with patients be allowed to have an

13· · · ·exemption for mask wearing?

14· ·A· ·No, I don't think so.· Certainly not now with the case

15· · · ·counts where they're at, right?· And like I mean --

16· · · ·I'll use a comparison, right, like I get why people

17· · · ·don't want to wear masks.· Like I personally find

18· · · ·wearing masks quite uncomfortable and annoying, but

19· · · ·like when it comes to a matter of obviously patient

20· · · ·safety, then, you know, like you've got to do it

21· · · ·because you don't want to harm your patients.

22· · · · · · If I was a surgeon, you know, surgeons they have

23· · · ·to operate in a sterile space, they have to scrub in,

24· · · ·you know, like I would not give an exemption to a

25· · · ·surgeon from scrubbing in and, you know, sterilizing

26· · · ·his or her hands for operating even if they were, you



·1· · · ·know, like in -- if they were allergic to that, like,

·2· · · ·you know, the particular sterilizers, and they use

·3· · · ·something else.· If they were allergic to everything,

·4· · · ·they would not operate, because operating in a

·5· · · ·non-sterile condition poses too great a risk to the

·6· · · ·patient.

·7· · · · · · In the same way right now with COVID, you know,

·8· · · ·not masking is not -- like is a risk to the patient,

·9· · · ·and, again, and I will caveat this by saying if we had

10· · · ·five cases a day in the province of Alberta, we would

11· · · ·not need to do this probably I would say, right?· Like,

12· · · ·you know, the extent to which we need COVID masks to

13· · · ·prevent COVID does depend on the risk of COVID.· And

14· · · ·the baseline risk of COVID depends on how many cases we

15· · · ·have, right?

16· · · · · · But like right now, Alberta a thousand cases a

17· · · ·day, north zone 33 percent positivity rate, that's like

18· · · ·as high as the highest US states ever were, right?

19· · · ·That's like we have a lot of risk and -- yeah, so, no,

20· · · ·like, you know, like you've got to wear a mask if

21· · · ·you're seeing patients.

22· ·Q· ·I'm going to ask you a couple of very brief questions

23· · · ·about Mr. Schaefer's report, and I know you only

24· · · ·received that a little while ago.

25· · · ·MR. MAXSTON:· · · · · · ·And I just want to, Mr. Chair,

26· · · ·be clear to the Tribunal that in asking these questions



·1· · · ·of Dr. Hu, I am again reserving my client's right to

·2· · · ·call further rebuttal evidence on that point, but I

·3· · · ·want to ask him about them.

·4· ·Q· ·MR. MAXSTON:· · · · · ·You had a chance to read

·5· · · ·Mr. Schaefer's report?

·6· ·A· ·M-hm, yeah.

·7· ·Q· ·Do you have any comments generally about its validity

·8· · · ·and the opinions in it?

·9· ·A· ·Yeah, I mean, I think like the conclusion of -- in the

10· · · ·report is more or less that it's not safe to wear a

11· · · ·mask because it creates dangerously high levels of

12· · · ·carbon dioxide and dangerously low levels of oxygen.

13· · · · · · Now, practically, if that were the case, a lot of

14· · · ·my friends would be really sick and/or unwell, because

15· · · ·a lot of my friends wear masks all day long because

16· · · ·they work in hospitals all day long, you know.

17· · · · · · But, again, I -- again, I refer to the Canadian

18· · · ·Thoracic Society, these other sort of experts, you

19· · · ·know, basically said that like mask wearing is safe and

20· · · ·fine.· There's so much evidence, and like we've been

21· · · ·wearing masks in hospitals every day for a

22· · · ·year-and-a-half, and if it was that bloody dangerous,

23· · · ·we'd have somebody passed out from low oxygen or too

24· · · ·high C02, and that has not happened to any health care

25· · · ·worker in Alberta in AHS that I'm aware of, right?· And

26· · · ·so like that's -- that's about all I'll say about that.



·1· ·Q· ·Okay, I'm just going to go to the end of your report,

·2· · · ·and you've got a "Summary" section, and you talk about

·3· · · ·the vast majority of expert reports focus on trying to

·4· · · ·downplay the seriousness of COVID-19 and various public

·5· · · ·health approaches we have used to contain the pandemic.

·6· · · ·You then talk about them not addressing the question at

·7· · · ·hand, which is the evidence of masking and reducing

·8· · · ·viral transmission.

·9· · · · · · Are you aware of -- and I'm going to apologize in

10· · · ·advance for me butchering this word -- are you aware of

11· · · ·any epidemiologically valid studies establishing that

12· · · ·masks should not be worn by health care providers?

13· ·A· ·No.· For COVID transmission, no.

14· ·Q· ·Yeah, for COVID and --

15· ·A· ·No, no.

16· ·Q· ·I don't have any further questions for you.· I'm

17· · · ·wondering if there's anything you want to add before I

18· · · ·ask Mr. Kitchen if he wants to begin his

19· · · ·cross-examination.

20· ·A· ·Maybe I'll just say this, right, like I mean, like I've

21· · · ·clearly reiterated over and over again that I think

22· · · ·masking is very good for preventing transmission in a

23· · · ·health care setting and that there's a lot of evidence

24· · · ·for that, but, you know, I'll also say this:· Like I'm

25· · · ·not like somebody who's like hyper-ideological.· Like,

26· · · ·you know, when it comes to things like COVID, there's



·1· ·lots of areas to debate, you know.

·2· · · · Like I think, oftentimes, people associate

·3· ·people -- like, you know, pro-masking with like

·4· ·pro-lockdown and all that stuff, and I guess what I'm

·5· ·trying to say is -- like I try to read the evidence.

·6· ·I'm fairly pro re-opening actually.· You know, I was

·7· ·the Calgary Stampeded medical director and like managed

·8· ·to run that.

·9· · · · And so with that, you know, I do think what

10· ·happens with a lot of these debates, you know, whether

11· ·around masking or vaccine passports or lockdowns,

12· ·people get into a bit of an ideological bent, a bit of

13· ·a political bent, right; these issues have all been

14· ·highly politicised, and I really try to steer away from

15· ·those things and try to, you know, balance the benefits

16· ·and the harms of any particular intervention.· And when

17· ·it comes to masking, like the benefits really, really,

18· ·really, really outweigh the harms.· There aren't a

19· ·whole lot of harms other than them being a bit

20· ·uncomfortable to wear I think, so ...

21· ·Discussion

22· ·MR. MAXSTON:· · · · · · ·Okay, well, thank you, Dr. Hu.

23· · · · Mr. Kitchen, I don't know if you want a quick

24· ·break before you start your cross-examination or

25· ·whether you'd prefer to start tomorrow morning; I leave

26· ·that up to you.



·1· · · · · · I think, and I should say in fairness I think just

·2· · · ·to the Tribunal Members and everyone involved, I still

·3· · · ·think we should shoot for shutting down today at maybe

·4· · · ·4:15 or 4:30 just because people get a little saturated

·5· · · ·at a certain point.

·6· · · ·MR. KITCHEN:· · · · · · ·I don't want to start and not

·7· · · ·finish, so if that's -- you know, we talked about this.

·8· · · ·You know, my primary goal for pushing to go today, if I

·9· · · ·was, was to try to get us ahead of the game.· That's

10· · · ·not going to help anyways with I think where we're

11· · · ·going to go.· So I have no interest in starting today,

12· · · ·because I don't want to go too long and not finish.· It

13· · · ·should be done all at once.· So I think tomorrow

14· · · ·morning, hopefully 9:00 right away we'll get going.  I

15· · · ·think that's probably best for everybody.

16· · · ·MR. MAXSTON:· · · · · · ·Frankly, I would prefer that.

17· · · ·I don't think my redirect will be very long at all.  I

18· · · ·anticipate the Tribunal might have questions, but I

19· · · ·think it's better to do that in one block so

20· · · ·everything's fresh in everyone's mind.

21· · · · · · My intention would be, after the completion of

22· · · ·Dr. Hu, to have Dr. Halowski testify.

23· · · ·MR. KITCHEN:· · · · · · ·That's fine with me.

24· · · ·THE CHAIR:· · · · · · · ·Okay, Dr. Hu, you are okay for

25· · · ·9:00 tomorrow morning to --

26· ·A· ·Yes.



·1· · · ·THE CHAIR:· · · · · · · ·-- continue?

·2· ·A· ·Yes.

·3· · · ·THE CHAIR:· · · · · · · ·We appreciate that very much,

·4· · · ·sir.· Thanks, Mr. Maxston and Mr. Kitchen.· It was a

·5· · · ·pretty full day, as we expected, a lot of documents, so

·6· · · ·I think we can adjourn for today with the expectation

·7· · · ·we'll start at 9 sharp tomorrow morning, and we'll try

·8· · · ·and have the site open a few minutes early so people

·9· · · ·can log on, and we'll get off to a flying start in the

10· · · ·morning.

11· · · · · · Okay, unless any of the Tribunal Members wish to

12· · · ·meet and chat, if you do, stick your hand up.· No?

13· · · ·They're all heard enough of me for today, so we'll

14· · · ·declare this meeting in recess for now, and we will

15· · · ·reconvene tomorrow morning at 9.· Thank you, everybody.

16· · · ·_______________________________________________________

17· · · ·PROCEEDINGS ADJOURNED UNTIL 9:00 AM, SEPTEMBER 2, 2021

18· · · ·_______________________________________________________
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22· ·_______________________________________________________

23· ·(PROCEEDINGS COMMENCED AT 9:03 AM)

24· ·THE CHAIR:· · · · · · · · I think the point we were at

25· ·yesterday was that Mr. Maxston had presented or had

26· ·direct examination of his expert witness, and we



·1· ·adjourned for the day to enable Mr. Kitchen to start

·2· ·his cross-examination of the expert witness this

·3· ·morning.· Is that where we're at?

·4· ·Discussion

·5· ·MR. MAXSTON:· · · · · · ·Mr. Chair, it's Mr. Maxston.

·6· ·I think that's accurate.· I do have one quick

·7· ·housekeeping comment I need to make based on a

·8· ·discussion I had with the court reporter about

·9· ·exhibits.· I also believe Mr. Kitchen has I'll call it

10· ·something in the nature of a preliminary application to

11· ·make concerning some documents he wants to place before

12· ·Dr. Hu, which my client is objecting, and we'll have to

13· ·ask Dr. Hu to be excused and put in a breakout room

14· ·while we deal with that.

15· · · · I wonder if I can just very quickly make my

16· ·comment about exhibits, and then I'll let Mr. Kitchen

17· ·speak about his application.

18· ·THE CHAIR:· · · · · · · ·Okay.

19· ·MR. MAXSTON:· · · · · · ·Madam Court Reporter made a

20· ·comment to me that yesterday when I was introducing

21· ·documents to a witness, I did not stop and ask for each

22· ·one of them to be formally marked as an exhibit, and

23· ·the reason I didn't do that was because of the

24· ·agreement between Mr. Kitchen and myself, that the

25· ·exhibits were agreed on.· I'm happy to do that if you

26· ·prefer.· I, frankly, don't think it's necessary, given



·1· ·the agreement between Mr. Kitchen and myself.· I see

·2· ·him nodding, so I'm hoping that perhaps we can dispense

·3· ·with that, all on the understanding that all of the

·4· ·documents when they're referred to are formally entered

·5· ·by agreement as exhibits.· Mr. Kitchen, do you have any

·6· ·thoughts on that?

·7· ·MR. KITCHEN:· · · · · · ·I have no objections to that.

·8· ·I think that's fine.· We've already identified them in

·9· ·the files with letters and numbers, so ...

10· ·THE CHAIR:· · · · · · · ·Okay, and just for Karoline's

11· ·clarification, those are in the folders that are marked

12· ·'A' to 'F', and then we have Folder 'H', which we dealt

13· ·with, and I don't know that there ever was a Folder

14· ·G.· So, okay, that's -- you're okay with that,

15· ·Karoline?

16· ·THE COURT REPORTER:· · · (NO VERBAL RESPONSE)

17· ·THE CHAIR:· · · · · · · ·Good.· So then --

18· ·MR. MAXSTON:· · · · · · ·Mr. Chair, my apologies, I

19· ·think it's time to turn this over to Mr. Kitchen, but

20· ·we are going to have to ask Ms. Nelson to move Dr. Hu

21· ·into a breakout room I think for a relatively brief

22· ·period of time, but I think we need to do that first.

23· ·THE CHAIR:· · · · · · · ·Okay.· And just before Mr. Hu

24· ·departs, I will just remind him that he is -- well,

25· ·he's gone.· Okay.· We have to remind him that he's

26· ·still under oath from yesterday.



·1· · · · Okay, Mr. Kitchen.

·2· ·Submissions by Mr. Kitchen (Application)

·3· ·MR. KITCHEN:· · · · · · ·So, The Chair, the purpose of

·4· ·this is I have two documents.· They are PDF screenshots

·5· ·of web pages, and obviously I'm going to have to

·6· ·provide them to you, but I approached Mr. Maxston about

·7· ·providing these to the witness, and I take it from his

·8· ·comments, and this reflects something I had proposed to

·9· ·him, that the best way to do this is for me to make an

10· ·application, he will oppose it, and then you'll be

11· ·provided with the documents.· I can send those to

12· ·Ms. Nelson, and then you can make a ruling whether or

13· ·not to admit them.

14· · · · What these two documents are, very briefly,

15· ·they're simply evidence of the existence of one

16· ·randomized -- well, RTC, they're clinical trials,

17· ·randomized clinical trials.· One ended in June, one is

18· ·ongoing; that's what these two documents are.· They

19· ·simply show the existence of these trials, simply what

20· ·they are, where they are, what they're called, who is

21· ·doing them, et cetera.· That's what they are.

22· · · · The purpose for my putting them in is to give them

23· ·to Dr. Hu and give him a chance, an opportunity, to

24· ·respond before I ask him any questions about those or

25· ·before I would ask any questions to my experts, as, of

26· ·course, that wouldn't be fair if he hasn't had a chance



·1· ·to see them and comment on them.

·2· · · · Again, the only purpose I'm putting it in is not

·3· ·substantively for anything to do in the trial; it's

·4· ·simply that the trials exist.· He had said that it

·5· ·would be unethical to do so.· I'm simply putting those

·6· ·in to show on the record that those trials are being

·7· ·done currently and have been done.

·8· ·THE CHAIR:· · · · · · · ·Mr. Maxston?

·9· ·MR. MAXSTON:· · · · · · ·Just so I'm clear enough, I

10· ·didn't understand you correctly, Mr. Kitchen, were you

11· ·proposing that those documents be provided to the

12· ·Hearing Tribunal as they consider this issue or only

13· ·after they hear submissions from us?

14· ·MR. KITCHEN:· · · · · · ·After they hear submissions,

15· ·I'll provide -- I propose that I provide them to

16· ·Ms. Nelson so that she can provide them to the

17· ·Tribunal, and they can have those documents in front of

18· ·them to make a decision on whether or not they should

19· ·be admitted as exhibits.

20· ·Submissions by Mr. Maxston (Application)

21· ·MR. MAXSTON:· · · · · · ·Okay, well, then I will make

22· ·my submissions.

23· · · · Mr. Chair and Hearing Tribunal Members, the

24· ·Complaints Director strongly objects to these documents

25· ·being provided.· I will speak about this in a few

26· ·minutes in greater detail, but there is an element of



·1· ·fairness that has to be a core element of this hearing,

·2· ·fairness not only to the member but fairness to the

·3· ·Complaints Director.

·4· · · · Just by way of background, I received -- or I

·5· ·opened my emails this morning and say an email from

·6· ·12:11 AM from Mr. Kitchen attaching these two studies.

·7· ·Again, my client strongly objects to these going in;

·8· ·it's highly prejudicial.· I haven't been able to print,

·9· ·much less read, these studies.· Mr. Lawrence hasn't

10· ·been able to read them, and certainly Dr. Hu hasn't

11· ·been able to read them.

12· · · · Mr. Kitchen has had Dr. Hu's expert report since

13· ·July 28 of this year and has had more than enough time

14· ·to prepare any rebuttal documents or any type of

15· ·exhibit package he wanted to enter.· He has not three

16· ·but now four experts to present his client's case, and

17· ·providing these studies immediately before

18· ·cross-examination gives Dr. Hu no ability to properly

19· ·read them, to engage in an informed analysis of them,

20· ·and to responsibly engage in any kind of discussion

21· ·about them.

22· · · · I know Mr. Kitchen says they're only being

23· ·tendered to reflect the existence of these studies, and

24· ·I have no idea about the history or background of

25· ·these, but Dr. Hu may have very strong comments about

26· ·the validity of the studies or the status of them, any



·1· ·myriad of elements of those studies, he might have

·2· ·very, very considerable questions and thoughts on

·3· ·those.

·4· · · · So, again, no time for Mr. Lawrence or I to read

·5· ·and review these, certainly no time to consult with

·6· ·Dr. Hu to allow him to provide a fulsome and informed

·7· ·response.

·8· · · · The answer is not to say, Well, let's take an hour

·9· ·break and let Dr. Hu review them.· I think that is not

10· ·the answer for a number of reasons.· First of all, it's

11· ·just not fair.· Dr. Hu is under the gun.· He's looking

12· ·at these, trying to formulate a response on very, very

13· ·short notice.· It takes up valuable time which we could

14· ·be using on other things.· Frankly, the witness's, his

15· ·order is potentially disrupted.· He's only available

16· ·till noon today.· It just is a very, very troubling

17· ·development.

18· · · · Again, there are four expert reports that have

19· ·been tendered with citations and documents in support

20· ·of them, and I would say to you that the Complaints

21· ·Director has been very, very accommodating and very

22· ·generous in terms of not objecting to three experts and

23· ·not objecting to other documents and information that

24· ·have been provided in support of those documents.

25· · · · I think, Mr. Chair and Hearing Tribunal, this also

26· ·speaks to the larger question of how this hearing is



·1· ·going to be conducted, and as I said before, there

·2· ·certainly has to be fairness to the member, to

·3· ·Dr. Wall, but there also has to be fairness to the

·4· ·Complaints Director.· A phrase I like to use, and I

·5· ·can't remember where it came from, but I used it over

·6· ·the years is these types of hearings are not argument

·7· ·by ambush.· It's not a surprise gotcha moment that

·8· ·we're looking for, and we need to avoid that.

·9· · · · We had the Schaefer report come in I would say

10· ·very, very briefly before the hearing, which was of

11· ·concern to my client.· You've made your decision; we've

12· ·got some remedies to call rebuttal evidence, but that

13· ·was concerning.· I know that the cases I received from

14· ·Mr. Kitchen in support of his preliminary application

15· ·were sent to me at 12:44 AM on Wednesday.· I sent my

16· ·cases about my preliminary application, my supporting

17· ·document to him the day before.· I don't think it's

18· ·fair to expect Mr. Lawrence and I to check emails at

19· ·all hours and to be on-the-fly and be ready to accept

20· ·documents and information in that manner.· Mr. Kitchen

21· ·is obviously trying to be an advocate for his client,

22· ·and that's certainly his role, but this goes beyond

23· ·that.

24· · · · We need, Mr. Chair and Tribunal Members, we need

25· ·direction from you, not just to refuse to allow this

26· ·document to go in but to set parameters about how



·1· ·documents and case law are going to be provided,

·2· ·because, again, this isn't argument by ambush.

·3· · · · So my client strongly objects to these being

·4· ·provided.· If they have any probative value, it's

·5· ·minimal, and it's highly prejudicial to the Complaints

·6· ·Director.· Those are my submissions.

·7· ·Reply Submissions by Mr. Kitchen (Application)

·8· ·MR. KITCHEN:· · · · · · ·Chair, if I may respond.

·9· ·These have been provided to my friend, he knows that

10· ·I'm not tendering studies.· There's no content here.

11· ·He knows that all I've provided is a record that's a

12· ·couple pages long that such studies are being done.

13· ·They haven't been written out yet.· There is no report.

14· ·There's no peer-reviewed article.· They're simply at

15· ·the clinical phase of being done.· We're simply

16· ·tendering them for the evidence that these studies are

17· ·being conducted.· So there's nothing to read.

18· · · · You know I'm literally going to -- if these are

19· ·admitted, I'm literally going to take Dr. Hu to the

20· ·point in which it describes what the study is, and I'm

21· ·going to ask him that.· That's it.

22· · · · So all of this argument about the time it's going

23· ·to take is completely without merit.· There is no time

24· ·involved.· There is no actual study to read.· There is

25· ·simply a document showing that such clinical trials are

26· ·ongoing or have been conducted a few months ago.



·1· ·That's it.

·2· · · · I have no disagreement with my learned friend

·3· ·about fairness or avoiding a trial by ambush, which is

·4· ·why I provided it to them, I asked him his position.

·5· ·It's almost as if he thinks this is unusual; it's

·6· ·unusual to put documents to a witness in

·7· ·cross-examination after his examination-in-chief

·8· ·reveals that there are certain things that would be

·9· ·useful.· That's not unusual.· It's not unusual to

10· ·provide cases.· In fact, if it were in person, it would

11· ·not be unusual to hand the cases up at the beginning of

12· ·a hearing.· That they're provided the night before is

13· ·not unusual.

14· · · · I don't think it's appropriate to be commenting on

15· ·what time of the day my emails come in, as if I expect

16· ·everybody to be awake at all hours of the day to read

17· ·my emails and immediately comment on them.· I think

18· ·that's a red herring.

19· · · · You're going to see these documents I have, and

20· ·you're going to see that they are as I've described

21· ·them, and they are not actual articles that need to be

22· ·read.· I think that's very important to understand, and

23· ·I think any description of that is completely missing

24· ·the point.· Those are my submissions, Chair.

25· ·THE CHAIR:· · · · · · · ·Can I ask you, Mr. Kitchen,

26· ·you said there's one study that's been completed?



·1· ·MR. KITCHEN:· · · · · · ·Yes.

·2· ·THE CHAIR:· · · · · · · ·Has it been published?

·3· ·MR. KITCHEN:· · · · · · ·Not that I know of.

·4· ·THE CHAIR:· · · · · · · ·And the other study is

·5· ·ongoing.

·6· ·MR. KITCHEN:· · · · · · ·The other study is ongoing to

·7· ·be completed I think in October.

·8· ·THE CHAIR:· · · · · · · ·Okay --

·9· ·Reply Submissions by Mr. Maxston (Application)

10· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I wonder if I might

11· ·just have an opportunity to make one or two very brief

12· ·comments in response to what Mr. Kitchen said.

13· · · · I have looked at these document very, very

14· ·briefly.· They may well be not in-depth studies.· They

15· ·may not have a lot of meat on the bone, but it's the

16· ·larger principle.· Again, Dr. Hu is at a complete

17· ·disadvantage.· He has seen these on-the-fly.· He is not

18· ·able to go and make his own inquiries about them.· It

19· ·doesn't matter that Mr. Kitchen is going to be very

20· ·brief with them he says.· It simply puts Dr. Hu in an

21· ·awful position, because he can't respond properly

22· ·whatsoever.

23· · · · And I would suggest, I'm not a fan of this, but --

24· ·or I can't tell Mr. Kitchen how to run his case, but

25· ·certainly he's got his own experts, he's got four of

26· ·them.· There is ample opportunity for him to have his



·1· ·experts testify to these matters.· I don't see that

·2· ·putting Dr. Hu in this position is at all fair to my

·3· ·client.

·4· ·Reply Submissions by Mr. Kitchen (Application)

·5· ·MR. KITCHEN:· · · · · · ·Sir, I just want to make a

·6· ·comment.· Fairness seems to be an issue here, and as

·7· ·I've said I have no issue with that.

·8· · · · I will say, out of fairness, it's typically,

·9· ·procedurally the way we do things is if somebody makes

10· ·an application, they make the application, the other

11· ·side has a chance to respond, and then the person

12· ·who -- the party who made the application has a chance

13· ·at rebuttal, and then that's the end of things.

14· · · · And twice now in these proceedings, Mr. Maxston

15· ·has come in after I've given a rebuttal, and he's made

16· ·comments, and I haven't objected to that out of

17· ·fairness, but since fairness is becoming a real issue

18· ·here, I note that that's not normally how things are

19· ·done.

20· · · · And if we're going to get really about the book

21· ·about this, which seems the Complaints Director is

22· ·going in that direction, I'm going to find myself

23· ·objecting any time Mr. Maxston is coming in after I've

24· ·given a rebuttal and is trying to make comments,

25· ·because that's not actually normally how things are

26· ·done.



·1· ·THE CHAIR:· · · · · · · ·Your comments are noted,

·2· ·Mr. Kitchen.· That's -- I will take responsibility for

·3· ·that.· I know the rule of three is the generally

·4· ·accepted process, and I will do my best to adhere -- or

·5· ·to follow that.

·6· · · · I think at this point, we'll caucus while we

·7· ·discuss -- can I just ask one more question?· Is Dr. Hu

·8· ·involved in these studies?· Is he an author or a ...

·9· ·MR. KITCHEN:· · · · · · ·No, he is not.

10· ·THE CHAIR:· · · · · · · ·He is not, okay, thank you.

11· ·MR. KITCHEN:· · · · · · ·And what I'm doing is I'm

12· ·just -- I haven't provided these documents yet, so I'm

13· ·just providing them to Ms. Nelson so that she can

14· ·provide them to you.

15· ·THE CHAIR:· · · · · · · ·I think what we were talking

16· ·about is that -- okay, we will caucus now, and we'll be

17· ·back to you shortly.· Please bear with us, thank you.

18· ·MR. KITCHEN:· · · · · · ·Thank you.

19· ·(ADJOURNMENT)

20· ·Ruling (Application)

21· ·THE CHAIR:· · · · · · · ·Okay, we'll reconvene.· The

22· ·Hearing Tribunal with the advice of counsel has

23· ·considered the two documents in question.· I will give

24· ·you our decision and then some comments before we move

25· ·any further.

26· · · · We have decided to allow these within certain



·1· ·limitations, and we've noted that these are overseas

·2· ·trials, that these are in progress or just recently

·3· ·completed.· Neither of the two documents contains any

·4· ·results, and they've not been published.

·5· · · · So our view is that, Mr. Kitchen, if your desire

·6· ·is just to establish that these trials exist, that's

·7· ·the direction we're prepared to allow.· If the

·8· ·questioning or the discussion goes into any depth

·9· ·regarding the trials themselves, I'm sure we will hear

10· ·objections at that time.

11· ·MR. KITCHEN:· · · · · · ·Thank you, Mr. Chair.  I

12· ·appreciate that.· That makes perfect sense to me.

13· · · · EXHIBIT H-5 - Face Masks to reduce COVID-19

14· · · · in Bangladesh RCT

15· · · · EXHIBIT H-6 - Locally Produced Cloth Face

16· · · · Mask and COVID-19 Like Illness Prevention RCT

17· ·Discussion

18· ·MR. MAXSTON:· · · · · · ·Mr. Chair, in light of your

19· ·decision, and I hope Mr. Kitchen will be comfortable

20· ·with this, we're going to bring Dr. Hu back in.  I

21· ·think he needs to have a little bit of time to look at

22· ·these documents, and I don't mean 2 minutes on-the-fly,

23· ·and I don't mean two hours, but I think he's got to be

24· ·given a reasonable opportunity to see these documents

25· ·and be able to read through them.

26· · · · I understand the narrow parameters you've placed



·1· ·on the questioning, but I'll be candid, I think all

·2· ·that he can say is, Well, I guess these are documents

·3· ·that shows studies being done.· I'm still kind of

·4· ·puzzled why Mr. Kitchen can't do that with one of his

·5· ·experts, but, again, I think he has to be given the

·6· ·opportunity to at least read these.

·7· ·THE CHAIR:· · · · · · · ·I agree, and I suggest that we

·8· ·take -- it's 20 to 10, one's a six-page, one's a

·9· ·seven-page document, there's not a lot of information

10· ·in them; I think if we said we'll reconvene at 10:00,

11· ·people can take an early coffee break now, stretch,

12· ·grab a coffee, and we'll give Dr. Hu 15 minutes to

13· ·review them, if that --

14· ·MR. MAXSTON:· · · · · · ·Can I --

15· ·THE CHAIR:· · · · · · · ·Yeah?

16· ·MR. MAXSTON:· · · · · · ·I welcome Mr. Kitchen's

17· ·comments on this, but I wonder if we could bring Dr. Hu

18· ·back in and let him know exactly what they're being

19· ·tendered for, because if we simply give them to him,

20· ·and he's thinking I've got to go off and check sites,

21· ·I've got to research these, I've got to -- it's

22· ·entirely different to say he's being -- You're going to

23· ·be asked about whether these are ongoing or not.· And I

24· ·don't want to spoil Mr. Kitchen's questions, and he may

25· ·have a few more questions than that, but I mean if I

26· ·send these to him and say you're going to be examined



·1· ·on these, he's going to say, Well, to what end and in

·2· ·what nature.

·3· ·MR. KITCHEN:· · · · · · ·So, again, all I'm -- well, if

·4· ·I had have asked him, you know, these studies exist,

·5· ·don't they, that would have been improper, because

·6· ·they're not before him.· I'm literally going to ask

·7· ·him, Do you deny that these studies exist.· And now

·8· ·that he's had an opportunity to see them, he can

·9· ·actually make an informed answer on that, it's not

10· ·ambush, and then that's only fair.

11· · · · And, you know, that's why I can't bring it in with

12· ·my experts, that's not fair to do that because then the

13· ·Complaints Director's expert hasn't seen it.· We're

14· ·probably talking about, you know, 90 to 120 seconds of

15· ·questioning at most on that, and that's it.

16· · · · So -- and I'm fine, you know, with giving him the

17· ·time to break until 10, but I'll say that if we do

18· ·that, and we come back at 10, I would ask that we just

19· ·go straight through until noon, if I take that long

20· ·without any breaks, because I want to have the time I

21· ·need for cross-examination, and I understand Dr. Hu has

22· ·to get going as well.

23· ·MR. MAXSTON:· · · · · · ·And, Mr. Kitchen, of course, I

24· ·may have redirect and the Tribunal may have questions

25· ·as well, so, again, I can't tell you how to run your

26· ·cross-examination, but we have some timelines here that



·1· · · ·are tight.

·2· · · ·THE CHAIR:· · · · · · · ·Yeah, we --

·3· · · ·MR. KITCHEN:· · · · · · ·I don't expect to go beyond an

·4· · · ·hour-and-a-half, I really don't.

·5· · · ·THE CHAIR:· · · · · · · ·Okay, let's bring Dr. Hu in

·6· · · ·please then, and I'll give him an explanation.· Do we

·7· · · ·have a copy of the documents for him?

·8· · · ·MS. NELSON:· · · · · · · I can send those to him via

·9· · · ·email right now.

10· · · ·THE CHAIR:· · · · · · · ·Could you send them, please.

11· · · · · · Dr. Hu, we're back.· Dr. Hu, can you hear me?· Can

12· · · ·you hear me?

13· ·A· ·Oh, yeah, now I can, sorry.· I was just -- yeah.

14· · · ·THE CHAIR:· · · · · · · ·Yeah, okay, thanks, Dr. Hu,

15· · · ·sorry to keep you waiting.

16· ·A· ·That's okay.

17· · · ·THE CHAIR:· · · · · · · ·We're very respectful of your

18· · · ·time and our commitment to get you out of here at noon.

19· · · ·An issue --

20· ·A· ·(INDISCERNIBLE) all good.

21· · · ·THE CHAIR:· · · · · · · ·-- an issue has come up, and

22· · · ·we're going to be breaking here momentarily, and we're

23· · · ·providing you with summaries of -- well, two documents

24· · · ·that contain summaries of clinical trials.· It's a

25· · · ·six-page summary put out by the NIH US National Library

26· · · ·of Medicine.· So --



·1· ·A· ·Yeah.

·2· · · ·THE CHAIR:· · · · · · · ·-- we have allowed these

·3· · · ·documents to be entered by Mr. Kitchen.· Neither of

·4· · · ·these studies have been published, one has just been

·5· · · ·completed, the other is still in the data collection.

·6· ·A· ·Okay.

·7· · · ·THE CHAIR:· · · · · · · ·We are only allowing

·8· · · ·Mr. Kitchen to question on the actual existence of

·9· · · ·these.· Because there are no results, there's no

10· · · ·findings, there's no publication, there's nothing to

11· · · ·discuss there, but Mr. Kitchen will deal just with the

12· · · ·actual existence of these.

13· · · · · · We're going to give you until 10:00 to read

14· · · ·through them --

15· ·A· ·Sure.

16· · · ·THE CHAIR:· · · · · · · ·-- so that you're familiar

17· · · ·with it.· I don't anticipate there will be very many

18· · · ·questions on this, but we don't want you having to

19· · · ·respond to something you haven't read.

20· ·A· ·Yeah, yeah, I'm all good.· I always like more, more

21· · · ·science, so happy to -- yeah, that's good, cool.

22· · · ·THE CHAIR:· · · · · · · ·Have you got them; have you

23· · · ·checked your email?

24· ·A· ·Let me just hit "refresh" again.· Oh, yes, I just got

25· · · ·them, okay.· Cloth masks and face masks reduce COVID-19

26· · · ·(INDISCERNIBLE).



·1· · · ·THE CHAIR:· · · · · · · ·Okay, we will recess now, and

·2· · · ·we will reconvene at 10:00 with Dr. Hu and Mr. Kitchen.

·3· ·A· ·Thank you.

·4· · · ·THE CHAIR:· · · · · · · ·Thank you.

·5· · · ·(ADJOURNMENT)

·6· · · ·THE CHAIR:· · · · · · · ·Okay, the session is --

·7· · · ·obviously, we've reconvened, just to remind everybody,

·8· · · ·and the floor is Mr. Kitchen's to cross-examine Dr. Hu.

·9· · · ·MR. KITCHEN:· · · · · · ·Thank you, Chair.

10· · · ·DR. JIA HU, Previously sworn, Cross-examined by

11· · · ·Mr. Kitchen

12· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Hu, I'm mostly going to be

13· · · ·questioning you on your report, so I'll be taking you

14· · · ·to various portions of it at times.

15· · · · · · Just to start off on your first page of the

16· · · ·report, you refer to the Manchurian plague.· I note

17· · · ·that you neglected to mention that plague is caused by

18· · · ·bacteria.· The Manchurian plague was caused by a

19· · · ·bacteria; isn't that right?

20· ·A· ·Yeah.· Yes.

21· ·Q· ·And bacteria are hundreds of times larger than viruses;

22· · · ·isn't that right?

23· ·A· ·Yes.

24· ·Q· ·In your report, you regularly refer to masks without

25· · · ·any qualifiers, and I think twice to what you call

26· · · ·medical-grade masks, and by either of these terms, you



·1· · · ·are referring to the so-called surgical or blue masks

·2· · · ·that are specified in the ACAC Pandemic Directive;

·3· · · ·isn't that right?

·4· ·A· ·Correct -- well, it depends.· I mean, the report talks

·5· · · ·about a number of different things, right, and like,

·6· · · ·first of all, that introduction around Manchurian

·7· · · ·plague, think of that as like a fun introduction.

·8· · · ·Like, once again, I only care about COVID and masks; I

·9· · · ·don't care about anything else in masks.

10· · · · · · There's some studies that I talk about which

11· · · ·are -- which talk about sort of masks in the community,

12· · · ·right.· And when I talk about masks in the community,

13· · · ·it's a mishmash of like surgical-grade masks, but

14· · · ·primarily probably cloth masks and sort of that mix of

15· · · ·masks changes based on where you are and access to

16· · · ·medical-grade masks.

17· · · · · · Very early on, people didn't really have access to

18· · · ·medical-grade masks.· Now, probably people have more

19· · · ·access to those.· But within the health care setting, I

20· · · ·think we can broadly assume that, in Alberta, like, you

21· · · ·know, we have medical-grade masks, so yes.

22· ·Q· ·Okay, now that was a bit long, I just -- and, again,

23· · · ·I'm not trying to trick anybody, I want to make sure

24· · · ·we're all on the same page about what is a

25· · · ·medical-grade mask.· Now, would you agree that a

26· · · ·medical-grade mask is the same as a surgical or blue



·1· · · ·mask?

·2· ·A· ·Yes, so I would say a medical-grade -- like, when it

·3· · · ·comes to mask terminology, you know, we often say

·4· · · ·surgical mask, procedure mask, or medical-grade mask.

·5· · · ·Within the categories of medical-grade masks, there's

·6· · · ·sort of different levels, like, you know, like tier 1,

·7· · · ·tier 2, tier 3 masks, and these are not the same as N95

·8· · · ·masks, which are different.

·9· · · · · · Though to your question about like what I talked

10· · · ·in my report, you know, like I report about types of

11· · · ·like community type studies, and those are more going

12· · · ·to be like a mishmash of mask types that just ...

13· ·Q· ·Right, but a lot of times in your report, you use the

14· · · ·term "masks", and when you use the term "masks", you're

15· · · ·not referring to cloth masks; you are referring to --

16· ·A· ·No --

17· ·Q· ·-- let's call them surgical masks?

18· ·A· ·No, it -- no, and I should have probably applied more

19· · · ·specificity in the report, but like -- I mean, we can

20· · · ·go by study by study, and we talk about the types of

21· · · ·masks being used in those studies, but like I -- it

22· · · ·depends on the study in question, right.

23· · · · · · So, for example, by and by, if I refer to a study

24· · · ·around, you know, like some of the studies around this

25· · · ·reduces community transmission, so masks used -- any

26· · · ·study that describes mask wearing and its ability to



·1· · · ·prevent COVID outside of a health care setting, you

·2· · · ·know, we don't necessarily know what masks are being

·3· · · ·used, but I would broadly assume, in that setting,

·4· · · ·we're not using medical-grade masks.· Like, you know,

·5· · · ·some people might have them, like I would, you might

·6· · · ·not.· But when we begin to talk about the studies in

·7· · · ·health care settings, those are almost all

·8· · · ·medical-grade masks, but -- so I use the term "masks"

·9· · · ·like generally, but it would depend on the study in

10· · · ·specific.

11· ·Q· ·Now, just to confirm --

12· ·A· ·M-hm.

13· ·Q· ·-- I think, I believe you said this, when you use the

14· · · ·term "masks", you are not referring to N95s?

15· ·A· ·That is correct.

16· ·Q· ·Okay, thank you.· Now, would you agree that the

17· · · ·surgical or blue masks, and those are the ones that are

18· · · ·specified as being -- or medical masks --

19· ·A· ·M-hm.

20· ·Q· ·-- (INDISCERNIBLE) as being specified in the ACAC

21· · · ·pandemic [sic], and the reason I'm mentioning this is

22· · · ·the ACAC pandemic says cloth masks are unacceptable,

23· · · ·all right, and --

24· ·A· ·Yes.

25· ·Q· ·-- there's no trickery here, right?· We're talking

26· · · ·about --



·1· ·A· ·Yeah.

·2· ·Q· ·-- a classification of masks between N95 and cloth.

·3· · · ·Would you agree that's what we're talking about, when

·4· · · ·we're talking about what's acceptable for the ACAC

·5· · · ·Pandemic Directive, we're talking about masks that are

·6· · · ·not cloth and not N95 but in that surgical category in

·7· · · ·between?· Would you agree with me on --

·8· ·A· ·Yes.

·9· ·Q· ·-- that?· Okay.

10· ·A· ·Yes.· Although, I'm not entirely -- like I think that

11· · · ·like if somebody wanted to wear an N95 mask like in

12· · · ·the, you know, clinical setting, like ACAC in a

13· · · ·chiropractor's office, I mean you could mask, I would

14· · · ·say an N95 is better than a cloth mask -- like, sorry,

15· · · ·than a medical-grade mask, which serves different

16· · · ·purposes, but it's not inferior, I'll say, to a medical

17· · · ·blue mask.

18· · · · · · Yeah, so -- and I don't think there's trickery,

19· · · ·I'm trying to explain, because I wasn't specific in my

20· · · ·report around what I mean by "masks", so yeah.

21· ·Q· ·Well, and that's just it, I don't want us to talk at

22· · · ·cross-purposes.

23· · · · · · Now, would you agree that these medical or

24· · · ·surgical or blue masks are of low cost?

25· ·A· ·What do you mean by "low cost"?

26· ·Q· ·I mean that they are not expensive; would you agree?



·1· ·A· ·I don't know.· I mean -- so the price of a

·2· · · ·medical-grade mask before the pandemic started was

·3· · · ·around, I think in bulk procurement prices, 6 cents a

·4· · · ·mask.· In the midst of the first wave, that price went

·5· · · ·up to 60 cents to $1 a mask, given our shortage of

·6· · · ·masks, right?· And so I mean -- and then I think it's

·7· · · ·gone down again, but I would say that 6 cents a mask is

·8· · · ·pretty cheap.· I would say that during the pandemic, a

·9· · · ·10X increase in price is not insignificant, but, yeah,

10· · · ·those are the prices.· So now you know what the prices

11· · · ·are.

12· ·Q· ·Thank you, and, you know, that's -- I wasn't asking you

13· · · ·about supply and demand.· So let me ask you again,

14· · · ·would you agree that surgical blue medical, would you

15· · · ·agree that those are low-cost masks?

16· ·A· ·I would, relative, yeah, sure.· If we think that 50

17· · · ·cents a mask is low cost, then that's low cost.

18· ·Q· ·Thank you.· And, Dr. Hu, you're proud of the work

19· · · ·you've done for AHS during COVID, aren't you?

20· ·A· ·Generally, I mean, I think I've made mistakes, but I

21· · · ·think I've done some good things hopefully as well.

22· ·Q· ·You're glad to defend the COVID public health

23· · · ·restrictions in the CMOH orders, aren't you?

24· ·A· ·Which restrictions are you referring to specifically,

25· · · ·like in which CMOH orders?· And not being at

26· · · ·cross-purposes, there's things I agree with and things



·1· · · ·that I don't.· I would defend the masking one for sure.

·2· ·Q· ·And you would defend the distancing one?

·3· ·A· ·Yes.

·4· ·Q· ·When it comes to COVID, you think information is more

·5· · · ·likely to be scientifically accurate if it comes from a

·6· · · ·government public health source than if it comes from

·7· · · ·some other source, don't you?

·8· ·A· ·What is the "other source" referring to?

·9· ·Q· ·Exactly that, an other source, other than government

10· · · ·public health source.

11· ·A· ·Yeah, I mean, I would say that I -- yes, with the

12· · · ·caveat that I think government and public health

13· · · ·sources tend to aggregate the, you know, hopefully the

14· · · ·studies and what we know about COVID sort of at the

15· · · ·time, and so I would say stuff like that, or, you know,

16· · · ·things published in high quality peer-reviewed journals

17· · · ·are good, but, yes, I would agree broadly with the

18· · · ·statement that I trust those sources a fair amount, but

19· · · ·we've also been wrong, right?· So ...

20· ·Q· ·What I'm asking you is do you trust government public

21· · · ·health sources more than any other source?

22· ·A· ·I mean not -- like it depends, right?· And so like

23· · · ·here, I'll give you an idea of things that I trust,

24· · · ·right?· So I generally trust things that AHS comes out

25· · · ·with, right?· I generally trust things like the

26· · · ·meta-analysis and the Lancet, you know, that I refer to



·1· ·in my expert report.

·2· · · · I generally trust less, you know, any one-off

·3· ·study, right?· Like, you know, I tend to trust like

·4· ·conglomerate-like aggregation studies, but, yeah, that

·5· ·would be sort of what I trust and don't trust.

·6· · · · And then what I'm looking for is like a

·7· ·convergence of evidence, right?· Like when I say what

·8· ·governments do is we try to -- I'll say what public

·9· ·health bodies do is they try to synthesize the

10· ·evidence, right, and so what they're drawing on -- like

11· ·the data they draw from are published studies, right,

12· ·and one -- you know, I would say that you can look at

13· ·the quality of any one published study, and, you know,

14· ·some are better than others, but, you know, I -- you

15· ·know, because there are so many studies, you try to

16· ·look at like what do the majority of those studies say,

17· ·but they -- yeah, but, yes.

18· · · · For example, I'll give you a counter example,

19· ·right?· So, you know, I could argue that, you know, in

20· ·a lot of US states, the governments have been very

21· ·anti-mask, right, and so, you know, like the State of

22· ·Texas, like no masking, right, State of Florida, no

23· ·masking.· So I don't necessarily trust that, right,

24· ·just because it's coming from a government.

25· · · · I trust more I think if that's -- the source is

26· ·sort of informed primarily by the available scientific



·1· · · ·evidence, because, again, governments can say lots of

·2· · · ·different things because they have other

·3· · · ·considerations, like political ones.

·4· ·Q· ·Anyone who disagrees with your position on masks is

·5· · · ·anti-mask; is that correct?

·6· ·A· ·No, I mean -- I think I'm actually quite -- what's the

·7· · · ·word -- I'm quite open to chatting with people about

·8· · · ·these things.· You know, like I said at the end of the

·9· · · ·last testimony, I'm quite un-ideological, right?· Like

10· · · ·I have lots of chats with people about things like

11· · · ·Ivermectin, which Public Health doesn't really agree

12· · · ·with.· You know, I have chats -- and so I --

13· · · · · · And the word "anti-mask", I think, carries with it

14· · · ·like a certain -- like I don't like it, just like I

15· · · ·don't like the word "anti-vaxxer", right?· Like, you

16· · · ·know, I think people are generally trying to do the

17· · · ·best thing for themselves and their patients.· I may

18· · · ·disagree with what the best thing for themselves and

19· · · ·the patients are, but like I like -- you know, like I'm

20· · · ·always down, game for discussion about these things.

21· ·Q· ·You just said you don't like the term "anti-masker",

22· · · ·and yet you just used that term to describe two states

23· · · ·in the United States of America; isn't that right?

24· ·A· ·Sure, well, my bad then, but I -- I mean, maybe what

25· · · ·I'm saying is like -- I think right now when we call

26· · · ·somebody anti-mask or anti-vax, I think it carries with



·1· · · ·it an implication that they're like a bad person in

·2· · · ·some ways, right?· And I don't want that -- I don't

·3· · · ·want that to be implied, right?

·4· · · · · · I think, you know, people are trying to do the

·5· · · ·best, like, with the knowledge they have.· I may

·6· · · ·disagree with their perspective, but I don't want to

·7· · · ·be, what's the word, judgy, right?· So anyways.

·8· ·Q· ·You would agree that the term "anti-mask" is a

·9· · · ·pejorative term, would you not?

10· ·A· ·Yeah, it is pejorative, yes.· I mean, it's -- it's both

11· · · ·pejorative -- like it's an interesting -- because --

12· · · ·you know, like being anti-something does not

13· · · ·necessarily, in and of itself, make a term pejorative.

14· · · ·But being, you know, in the current environment, I

15· · · ·would say being anit-vaxxer can be pejorative, being

16· · · ·anit-masker can be pejorative.· Anyways, I don't know

17· · · ·if I want to talk about sort of these like linguistic

18· · · ·interpretations.

19· · · · · · I guess what I'm saying is that, I mean if you use

20· · · ·the statement, people who are against wearing masks,

21· · · ·right, that sounds less pejorative than anti-mask, and

22· · · ·it sort of defines like, characterizes what they

23· · · ·like -- you know, a position is.· And so I just don't

24· · · ·want to be too judgy, you know.

25· · · · · · I think it's very important that we always sort of

26· · · ·listen for new evidence, right?· Like -- and not like



·1· · · ·judge people or malign people like for not -- like the

·2· · · ·nature of people for having these different

·3· · · ·perspectives, even though I may disagree with them.

·4· ·Q· ·You said argument "against masking", in the very last

·5· · · ·sentence of your report, you say that:· (as read)

·6· · · · · · Nobody would argue against masking in a

·7· · · · · · health care setting.

·8· · · ·That seems to me a curious thing to say.· Nobody is

·9· · · ·arguing against masking in any context, are they?

10· ·A· ·Well, I would say it's an inaccurate statement, because

11· · · ·clearly people are arguing against masking in a health

12· · · ·care setting, and so, again, the precision of my

13· · · ·language is not there.· I would say the vast majority

14· · · ·of people in the health care sector would not be

15· · · ·against masking in a health care setting.

16· ·Q· ·Can you identify for me somebody that's arguing against

17· · · ·masking?

18· ·A· ·I mean, I sometimes see protesters that say like "no

19· · · ·masks", right?· I -- you know, I've received a lot of

20· · · ·emails around, you know, may have -- you know, the

21· · · ·Calgary school boards are implementing masking,

22· · · ·mandatory masking for school-age children, that's where

23· · · ·it starts, and, you know, I've commented on it, and

24· · · ·I've gotten lots of emails saying that, like, kids

25· · · ·shouldn't be masked.· I would say that's an example of

26· · · ·arguing against masking.· I don't know if it's many



·1· · · ·people arguing against masking in the health care

·2· · · ·setting, but I'm sure there's more than one somewhere

·3· · · ·in the world.

·4· ·Q· ·Let me narrow that, and I apologize that I didn't,

·5· · · ·nobody's arguing against masking in any context in this

·6· · · ·case, are they?

·7· ·A· ·Not -- I'm -- I thought that we were talking about not

·8· · · ·wearing masks in like the chiropractic setting, but if

·9· · · ·I'm -- yeah.· Is that not what we're talking about?

10· ·Q· ·There are individuals in this case that are arguing

11· · · ·against the case for mandatory masking; isn't that

12· · · ·right?

13· ·A· ·Can I ask the ACAC for like -- like what is the actual

14· · · ·argument here?

15· ·Q· ·Well, "argument" isn't really the right word.  I

16· · · ·guess -- and I've only used that word because you have.

17· · · ·What I'm getting at is you said in your report that

18· · · ·people are arguing against masking.

19· ·A· ·M-hm.

20· ·Q· ·You haven't identified anybody, other than some

21· · · ·unspecified anti-masking groups.· It just strikes me as

22· · · ·a strange thing to say.· I guess what I'm asking is

23· · · ·would you agree with me that, from your perspective,

24· · · ·from your perspective --

25· ·A· ·M-hm.

26· ·Q· ·-- is it not true that what anybody in this case is



·1· · · ·arguing about is against mandatory masking?

·2· ·A· ·If that's the case, like I'm not sure actually, but if,

·3· · · ·it's helpful to note, so the issue is against the

·4· · · ·policy of mandatory masking, good to know, we can talk

·5· · · ·about that, but pardon my ignorance, yeah.

·6· ·Q· ·No, I know.· I'm asking you, the question is to you --

·7· ·A· ·Well, I don't know.

·8· ·Q· ·-- would you agree with me that what individuals in

·9· · · ·this case are arguing --

10· ·A· ·M-hm.

11· ·Q· ·-- against mandatory masking?· You can disagree or

12· · · ·agree.· It's up to you.· Please --

13· ·A· ·No, I'm not -- like I'm -- sorry, I talked over you

14· · · ·again, I'm not sure, but it sounds like that's the case

15· · · ·based on what you're asking, so that's good for me to

16· · · ·know, and we can talk about that.

17· ·Q· ·The experts adduced by Dr. Wall, if they're arguing for

18· · · ·anything, they're arguing against the efficacy of masks

19· · · ·and the supposed harmlessness of masks.

20· ·A· ·M-hm, yes, I agree with that, yeah.

21· ·Q· ·Nobody is arguing that people shouldn't wear masks if

22· · · ·they want to, are they?

23· ·A· ·Correct, I agree with that.

24· ·Q· ·And, again, do you have a copy of your report in front

25· · · ·of you?

26· ·A· ·Yeah.



·1· ·Q· ·Okay, excellent.· I'm at the end here -- or I should

·2· · · ·say the end of the main section, so this is page 5.

·3· ·A· ·Okay.

·4· ·Q· ·And you say:· (as read)

·5· · · · · · While there does exist [in quotation marks]

·6· · · · · · anti-masking movements in Alberta and Canada

·7· · · · · · and all across the world [et cetera].

·8· · · ·You provide no independent source to verify your claim

·9· · · ·about these so-called anti-masking movements, do you?

10· ·A· ·No, but I can just pull up an article from, you know,

11· · · ·like the news.· There was a group called Masks not --

12· · · ·Hugs Not Masks [sic] as I recall.· I thought they had

13· · · ·quite a catchy name, and -- but I mean -- and I think

14· · · ·the point of that line was to say that when I look at

15· · · ·the masking debate, so to speak, let's say the debate

16· · · ·around mandatory masking, right, I think there's a lot

17· · · ·more contention around mandatory masking in, say,

18· · · ·public spaces, indoor public spaces, versus the debate

19· · · ·around masking in health care settings, generally

20· · · ·speaking, right?· So, yeah, I can give you sources if

21· · · ·you like.

22· ·Q· ·You said yesterday that the final decision on the

23· · · ·content of the CMOH orders lies with the Cabinet of the

24· · · ·Alberta Government; isn't that right?

25· ·A· ·Yes, I would say so.

26· ·Q· ·You agree that cabinet is a political body, do you not?



·1· ·A· ·I do, yes.

·2· ·Q· ·Yesterday, you said that COVID public health

·3· · · ·restrictions, including mandatory masking, have become

·4· · · ·politicised; isn't that right?

·5· ·A· ·Correct.

·6· ·Q· ·Now, Dr. Hu, chiropractic offices are not true health

·7· · · ·care settings; isn't that right?

·8· ·A· ·I mean, I think they're health care settings.· You're

·9· · · ·providing treatment to a person.· You spend like a --

10· · · ·you know, I'm a -- sometimes a family doctor, right,

11· · · ·you know, what I do is, you know, talk to patients, do

12· · · ·a physical exam once in a while, prescribe medications.

13· · · ·Yeah, I think chiropractors, you know, do much of the

14· · · ·same, but I think they spend probably more time with a

15· · · ·patient than I normally would, like, you know, so I

16· · · ·think that they're a health care setting.

17· ·Q· ·Chiropractic offices really are community settings;

18· · · ·isn't that right?

19· ·A· ·I mean, I believe I call it a community health care

20· · · ·setting in the same way that a family doctor's office

21· · · ·is a community setting, as opposed to a hospital

22· · · ·setting, right, but health care is provided in a

23· · · ·community setting.· A dialysis clinic is a community

24· · · ·setting if it's outside of the hospital, right, like --

25· · · ·but, yeah, health care is provided, and sometimes it's

26· · · ·provided in the community, as in not in the hospital,



·1· · · ·and sometimes it's in the hospital, but they're all

·2· · · ·health care settings.

·3· ·Q· ·Chiropractors are more like office-based professionals

·4· · · ·than front-line health care workers, aren't they?

·5· ·A· ·No.· I disagree completely.· I mean, if you're saying

·6· · · ·chiropractors aren't front-line health care

·7· · · ·professionals, like, that see patients, then family

·8· · · ·doctors aren't either.· Are you -- sorry.

·9· ·Q· ·In a health care setting such as a hospital, a large

10· · · ·number of symptomatic people are regularly and

11· · · ·predictably present; isn't that right?

12· ·A· ·Yes.

13· ·Q· ·In fact, in a health care setting such as an emergency

14· · · ·room or hospital ward, most patients could not

15· · · ·accurately be described as healthy, could they?

16· ·A· ·Correct.

17· ·Q· ·In a health care setting, such as a hospital or a

18· · · ·drop-in clinic, workers such as nurses and doctors will

19· · · ·regularly interact with symptomatic people that

20· · · ·possibly have an infectious illness; isn't that right?

21· ·A· ·Yes.

22· ·Q· ·Front-line health care workers like nurses and doctors

23· · · ·actively and knowingly treat many symptomatic people

24· · · ·that are possibly ill with an infectious illness; isn't

25· · · ·that right?

26· ·A· ·Yes.



·1· ·Q· ·On a daily basis --

·2· ·A· ·(INDISCERNIBLE) --

·3· ·Q· ·-- isn't that right?

·4· ·A· ·Oh, no, it's true, yeah.· I mean, I -- although I mean

·5· · · ·I kind of see your questioning, but I'll just say that,

·6· · · ·you know, family doctors often -- like I would say when

·7· · · ·it comes to, you know, let's -- I'll talk about a

·8· · · ·community family doctor practice, right.· You know, you

·9· · · ·see patients that are actively ill; you take those

10· · · ·precautions that you can.· You also see people who

11· · · ·don't have symptoms, right, or don't have respiratory

12· · · ·symptoms, and you see them for other things, as a

13· · · ·chiropractor would, right?· Like it's a family doctor

14· · · ·who sees somebody for lower back pain, a chiropractor

15· · · ·sees somebody for lower back pain, no symptoms, no

16· · · ·respiratory symptoms.

17· · · · · · But this is where the whole asymptomatic

18· · · ·transmission of COVID comes into play, right?· And so I

19· · · ·have definitely seen examples in a family doctor

20· · · ·setting where patients did not have symptoms when they

21· · · ·presented, no respiratory symptoms, ended up having

22· · · ·COVID and ended up, you know, infecting health care

23· · · ·workers, right.· And that just shows that, you know,

24· · · ·the absence of symptoms, in and of itself, does not

25· · · ·mean that you do not have COVID, which you know.

26· · · · · · I will agree that there are higher risk settings



·1· · · ·than a chiropractor's office or a family doctor's

·2· · · ·office.· I think a long-term care is probably the

·3· · · ·highest risk setting possible, right, based on what

·4· · · ·we've seen.

·5· · · · · · But you know I would still say that the risk of,

·6· · · ·you know, getting COVID or like the risk of seeing a

·7· · · ·COVID patient in a family doctor's office or even a

·8· · · ·chiropractic office is higher than, you know, walking

·9· · · ·around a mall, and that is for a few reasons, right?

10· · · ·Like let's assume everybody who comes in is, you know,

11· · · ·asymptomatic, you know, and you do your best to do

12· · · ·symptom screening ahead of time.· But even with that,

13· · · ·you know, the duration of contact with a person matters

14· · · ·quite a lot.· And for much of this pandemic, we have

15· · · ·been in lockdown, you know, I don't think we've been

16· · · ·generally close with lots of different people for an

17· · · ·hour at a time, right?· Most people haven't enjoyed

18· · · ·that, like (INDISCERNIBLE) to be hearing that.· And

19· · · ·when you have that intensity of -- like when you see a

20· · · ·bunch of people, patients, and we see a bunch of people

21· · · ·for long periods of time in close proximity, you're

22· · · ·naturally at higher risk of getting COVID-19.

23· ·Q· ·Health care settings like hospital emergency rooms and

24· · · ·drop-in clinics are designed to receive symptomatic

25· · · ·patients potentially ill with an infectious illness;

26· · · ·wouldn't you agree?



·1· ·A· ·Yes.

·2· ·Q· ·In fact, people, who think they might be ill with an

·3· · · ·infectious illness, intentionally set out health care

·4· · · ·settings like hospital ER rooms and walk-in clinics to

·5· · · ·get the medical health care they need; isn't that

·6· · · ·right?

·7· ·A· ·Yes.· And you're talking about "symptomatic" as in

·8· · · ·respiratory symptoms, right, like COVID symptoms

·9· · · ·that -- correct?· As opposed to, say, what I might see

10· · · ·a chiropractor for or a family doctor for, right, so --

11· · · ·but you're -- I assume you're talking about respiratory

12· · · ·symptoms here?

13· ·Q· ·Yes --

14· ·A· ·Okay.

15· ·Q· ·-- and just so it's fair to you, I wasn't trying to

16· · · ·name symptomatics, as in any symptoms, what I meant was

17· · · ·visibly symptomatic with a cold, flu, respiratory type,

18· · · ·runny nose, coughing, et cetera.

19· ·A· ·Okay.

20· ·Q· ·In health care setting such as hospitals or medical

21· · · ·doctors' offices, a wide range of interventions,

22· · · ·treatments, and tests are likely to occur on a regular

23· · · ·basis; isn't that right?

24· ·A· ·Yes.

25· ·Q· ·Now, community office settings, such as the types of

26· · · ·offices where chiropractors typically work, it's quite



·1· · · ·rare that a symptomatic person is regularly present;

·2· · · ·isn't that right?

·3· ·A· ·Yes.· However, I will say this, you know, one of the

·4· · · ·most difficult things -- and this, like, and I would

·5· · · ·say is quite rare actually for symptomatic patients,

·6· · · ·and at various points, for them to even go to a family

·7· · · ·doctor's office, right, because we try to like screen

·8· · · ·that quite a lot.

·9· · · · · · But, you know, and this is actually a cause of a

10· · · ·lot of transmission actually, because what is a

11· · · ·symptom, right?· And this is why COVID is tricky.· You

12· · · ·know, if you've been having a, you know, a headache for

13· · · ·much of your life on and off, right, and then you have

14· · · ·a headache again, that could be your old headache, that

15· · · ·could be COVID, right, and that's, you know, a type of

16· · · ·symptom that's hard to sort of assess.

17· · · · · · If you're tired, right, you're fatigued, another

18· · · ·COVID symptom non-specific, you know, you come in,

19· · · ·you're kind of tired, you know, do you think that --

20· · · ·like, and you're a bit more tired today than yesterday.

21· · · ·Was that because you, like, didn't get enough sleep, or

22· · · ·could it be COVID.

23· · · · · · And then you have like what I call like very like

24· · · ·possi [phonetic] low-grade symptomatic people, and so

25· · · ·really -- and this happens a lot in real life and kind

26· · · ·of makes it difficult, right?· So you have a runny nose



·1· · · ·for 5 minutes this morning, right, so you had a

·2· · · ·symptom, and then it goes away.· You probably think

·3· · · ·it's nothing, and it most likely is nothing, but that

·4· · · ·could actually herald, you know, COVID-19.

·5· · · · · · And this is -- you know, these are the things

·6· · · ·where, you know, it's not like always -- like obviously

·7· · · ·if you have like a raging fever and shortness of

·8· · · ·breath, you know, it's very clear, you're very

·9· · · ·symptomatic.· But it's a lot of these sort of like --

10· · · ·well, I've talked about asymptomatics already but these

11· · · ·like sort of low-grade symptoms and/or, you know, you

12· · · ·just think it's something you've always had, these

13· · · ·people have symptoms at the baseline that become very

14· · · ·tricky.

15· · · · · · And those types of events have led to actually,

16· · · ·you know, transmission events actually in hospitals,

17· · · ·oh, for sure, yeah.

18· · · · · · Anyways, keep going.

19· ·Q· ·Symptomatic people who expect they are ill with an

20· · · ·infectious illness usually avoid community settings

21· · · ·like chiropractic offices; wouldn't you agree?

22· ·A· ·Yes, you're right, if they suspect they have an

23· · · ·illness.· But here's my example, and I'll say it again,

24· · · ·right, like, you know, let's say you're going to see

25· · · ·your chiropractor, right, tomorrow, and then tomorrow

26· · · ·morning, you have a runny nose for about 5 minutes,



·1· · · ·right.· Like, you know, are you like, oh -- and you

·2· · · ·feel well otherwise; is that a symptom?· It is

·3· · · ·technically, but, you know, you might not think it's a

·4· · · ·big deal.

·5· · · · · · I can tell you for sure that like this happened

·6· · · ·at, you know, the Peter Lougheed Hospital.· We have

·7· · · ·staff coming in.· To like have that type of symptom,

·8· · · ·you don't think it's a big deal, and then you end up

·9· · · ·having COVID, you end up inadvertently like maybe

10· · · ·infecting some other people.

11· · · · · · But you're right, that, by and large, if you have

12· · · ·like very clear overt symptoms, you will avoid,

13· · · ·correct, but there's all these like low-grade-type

14· · · ·symptoms and/or, you know, like if you have chronic

15· · · ·symptoms actually, you know, let's say you have like

16· · · ·chronic allergies, right, like, and then your allergies

17· · · ·start up again; you know, like you may not think that's

18· · · ·a sympton of COVID, and you can't really actually

19· · · ·differentiate by the symptoms alone whether it's your

20· · · ·allergies or COVID, and this has actually been very,

21· · · ·very tricky.· And it's a cause of -- yeah.

22· ·Q· ·You said yesterday that sick people generally avoid

23· · · ·community settings; isn't that right?

24· ·A· ·Yes, but we need to like get deeper into the word

25· · · ·"sick", right?· But you're right.· So here's what

26· · · ·I'll -- and thank you for questioning me on the sort of



·1· ·specificities of my language.· I would say people who

·2· ·clearly have like what I call overtly obvious

·3· ·respiratory symptoms will not go to, I imagine, a

·4· ·chiropractor, will tell them ahead of time, right?· So

·5· ·totally agree with that.· You know, if you have trouble

·6· ·breathing, you have a fever, you have like a day of

·7· ·runny nose, day of sore throat, yeah, I imagine you

·8· ·would not go see your chiropractor.· I imagine, you

·9· ·know, when you book in, there's some screening that

10· ·happens to try to like, you know, suss out, you know,

11· ·like you don't have those symptoms.

12· · · · But it becomes a bit trickier when like what is

13· ·sick is kind of what I'm saying, right?· Like this

14· ·happened to me a number of times during this pandemic,

15· ·right, like in the sense of, like, I had for like 30

16· ·minutes, and then I go get tested.· And, you know,

17· ·like -- and then the runny nose goes away.· But like

18· ·ten times this happened, ten times I've been tested,

19· ·but, you know, they've all been negative, but like I

20· ·know people where you have that, and you test, and it's

21· ·positive.· So it's not quite so black and white,

22· ·unfortunately.

23· · · · And I wish it was, because if it was -- we --

24· ·anyways, keep going.· Sorry, I am long-winded, but I

25· ·think it's important to impress, you know, the like --

26· ·there's a difference between like really, really



·1· · · ·like -- it's a spectrum of what sick is and what people

·2· · · ·perceive as sick.

·3· ·Q· ·Would you agree with me that it's accurate to call

·4· · · ·someone who is asymptomatic healthy?

·5· ·A· ·Are you, again, talking about asymptomatic with

·6· · · ·respiratory symptoms not having or cold-like, flu-like

·7· · · ·symptoms being -- not having cold or flu-like -- like

·8· · · ·not having like a viral infection?

·9· ·Q· ·Let me ask you again.· Would you agree with me that

10· · · ·it's accurate to call somebody healthy if they do not

11· · · ·have any visible cold-, flu-type symptoms?

12· ·A· ·What do you mean by "healthy"?· They could still have

13· · · ·COVID.· Right now you know can be asymptomatic of

14· · · ·COVID.· We know you can be asymptomatic of COVID and

15· · · ·get pretty sick tomorrow.

16· ·Q· ·You would agree with me though that it would be

17· · · ·accurate to describe most people at a chiropractor's

18· · · ·office as asymptomatic?

19· ·A· ·Yes.· I would, most.· Yes, I would agree.

20· ·Q· ·Chiropractors don't actually interact with people

21· · · ·infected with COVID any more than in a typical day than

22· · · ·members of the public, do they?

23· ·A· ·This I disagree with.· I mean, I don't know how many

24· · · ·patients the average chiropractor sees in a day, but

25· · · ·like, yeah, I'm going to assume your appointment's an

26· · · ·hour long, half an hour.



·1· · · · · · Am I allowed to ask the chiropractor people how

·2· · · ·many people they see in a day?· If I'm not, I'm just

·3· · · ·going to speculate, sure.

·4· · · · · · So, let's say, you see eight people a day, right,

·5· · · ·like it could probably be more sometimes than that.  I

·6· · · ·would say during the course of the pandemic, most

·7· · · ·people did not see eight new people every day, right,

·8· · · ·like that would be really bad, and so you are at high

·9· · · ·risk.· And they also didn't see eight people in such

10· · · ·close indoor settings, right?· Like how many people

11· · · ·did -- well, you've see during the pandemic when we

12· · · ·were like in lockdown, right; I doubt you were close in

13· · · ·a room with eight new people every day.

14· ·Q· ·No front-line treatment of suspected infectious

15· · · ·illnesses occur at chiropractor offices, does it?

16· ·A· ·I don't think so, but I imagine not.

17· ·Q· ·A chiropractic office is actually much more akin to any

18· · · ·other office where a professional service is provided

19· · · ·than it is to a true health care setting like a

20· · · ·hospital or a walk-in clinic; isn't that right?

21· ·A· ·What do you mean by other professional services?· Like

22· · · ·a retail bank or something?

23· ·Q· ·Let me ask you --

24· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, Mr. Chair, it's

25· · · ·Mr. Maxston, and I apologize for interrupting my

26· · · ·friend's questions here, but I'm going to have to



·1· · · ·object to this line of questioning.· Dr. Hu is not a

·2· · · ·chiropractor.· He can't characterize what a

·3· · · ·chiropractic office is or isn't.· He can't have any

·4· · · ·understanding of what the patient load is for a

·5· · · ·chiropractic office.· These are questions that are far

·6· · · ·afield from his expert report, and I've given my friend

·7· · · ·some leeway here, but I have to put on the record that

·8· · · ·we object to these questions.

·9· · · ·THE CHAIR:· · · · · · · ·I think I have to agree,

10· · · ·Mr. Maxston.· Dr. Hu is qualified as a public health

11· · · ·expert and not a chiropractor, so if we could focus the

12· · · ·questioning.

13· ·Q· ·MR. KITCHEN:· · · · · ·A chiropractic office is a

14· · · ·public place under the Public Health Act, is it not?

15· ·A· ·I would say it's a health care setting under the Public

16· · · ·Health Act.· Well -- yeah.

17· ·Q· ·Pursuant to the CMOH orders, a chiropractic office is a

18· · · ·public place, is it not?

19· ·A· ·I mean.· It is a public place, as is in a family

20· · · ·doctor's office, it's public, like people can go in,

21· · · ·but it's also a health care setting, yeah.

22· · · · · · I mean, like I actually have a -- like I don't

23· · · ·know that much about the specifics of chiropractor, but

24· · · ·what I need to be able to do in my line of work is like

25· · · ·try to assess risk, right?· And so I will tell you this

26· · · ·right now your risk of COVID increases the more people



·1· · · ·you interact with, right, and your risk of COVID

·2· · · ·increases the longer you interact with those people,

·3· · · ·right, and the closer you are with those people, right?

·4· · · ·Like I think we can all sort of agree with that.

·5· · · · · · The average person in society during this pandemic

·6· · · ·was not interacting with a whole lot of people, new

·7· · · ·people, I imagine.· They weren't interacting with a

·8· · · ·whole lot of people in very close quarters indoors as

·9· · · ·well.· And so, you know, I get the sense what you're

10· · · ·asking, you're trying to sort of like say that a

11· · · ·chiropractic setting is closer to a public setting like

12· · · ·you said professional services than a health care

13· · · ·setting.

14· · · · · · Whereas what I'm arguing is that, no, I would say

15· · · ·a chiropractor's office is more akin to a health care

16· · · ·setting or any community family practice than that --

17· · · ·than, you know, like a retail bank or something.

18· · · ·Where, you know, in a retail bank, what do you do,

19· · · ·right, you go, you see teller for like 15 minutes,

20· · · ·there's like a big like plexiglass barricade, and

21· · · ·you'll -- yeah, and so I mean there's other sort of

22· · · ·measures, so anyways.

23· ·Q· ·You would agree that in CMOH Order 16-2020,

24· · · ·chiropractic offices are called "community health care

25· · · ·settings"; isn't that right?

26· ·A· ·Yes.



·1· ·Q· ·Going to go back to your report, I note in your report

·2· · · ·that you did not respond -- actually, and I'm going to

·3· · · ·refer to Dr. Dang's report.· Do you want me to give you

·4· · · ·a moment to get that up?

·5· ·A· ·Yeah, let me just pull it up.· Yeah, I have it up.

·6· ·Q· ·Thank you.· Now, I note, in your report, that you did

·7· · · ·not respond to the 2015 study and 2014 Cochrane review

·8· · · ·that were cited by Dr. Bao Dang on the first page of

·9· · · ·his report, and these -- both of these conclude that

10· · · ·there's a lack of evidence to support the effectiveness

11· · · ·of masks even in a health care setting like an

12· · · ·operating room.· You don't contest the existence of

13· · · ·these studies, do you?

14· ·A· ·No, but what I will say is that 2014, 2015, COVID did

15· · · ·not exist, and I think what I care about is masks in a

16· · · ·COVID setting, right?· So I abide what's in those

17· · · ·studies, right, but we live in a different world with

18· · · ·COVID.

19· · · · · · And so earlier, I did comment on the fact that,

20· · · ·you know, like whatever studies we had pre-COVID are

21· · · ·not as salient as studies around masking and COVID,

22· · · ·because COVID is its -- is a unique novel virus with

23· · · ·its own transmission dynamics.

24· ·Q· ·Now, you just said that you only care about masks in a

25· · · ·COVID setting; is that right?

26· ·A· ·I -- yes.



·1· ·Q· ·And yet, you specifically put in your report a

·2· · · ·reference to masks during the Manchurian plague?

·3· ·A· ·Yeah, that was like a -- think of that as like fun

·4· · · ·introduction, I mean, you know, a historical preamble.

·5· · · · · · You'll see that, in my report, most of it is

·6· · · ·around masking during COVID, whereas in the expert

·7· · · ·reports, I don't think many of them comment around

·8· · · ·masking during COVID at all.· My report is full of

·9· · · ·citations around masking during COVID.· I'm providing

10· · · ·some historical background.· It's not salient as well,

11· · · ·I agree.

12· ·Q· ·You don't think it's fun that bacteria are hundreds of

13· · · ·times bigger than viruses, do you?

14· ·A· ·Say that again?

15· ·Q· ·You don't think it's fun; you used the word "fun", did

16· · · ·you not?

17· ·A· ·Yeah, I'm sorry.· Yeah, I shouldn't have used that, my

18· · · ·bad.· Very casual.

19· · · · · · I think that if you want to disregard that section

20· · · ·of my report entirely, feel free to do so.· It is --

21· · · ·you know how I was critiquing the other expert reports

22· · · ·for having a lot of sections that were not relevant to

23· · · ·the question at hand, I have some sections in my report

24· · · ·that are not relevant to the question at hand, and this

25· · · ·is one of them.

26· ·Q· ·You would agree with me then that it's not relevant to



·1· · · ·talk about infectious illnesses that are caused by

·2· · · ·bacteria when it comes to --

·3· ·A· ·Correct, a hundred percent, I would agree with that.

·4· ·Q· ·You said yesterday that there's no good reason to have

·5· · · ·any exemptions to mandatory masking except maybe severe

·6· · · ·mental health reasons such as anxiety; do I have that

·7· · · ·right?

·8· ·A· ·Yes, correct, and that is based on a Canadian Thoracic

·9· · · ·Society statement.· Again, I'm not a respirologist,

10· · · ·but, you know, they basically say that, you know, it

11· · · ·doesn't really exacerbate any underlying lung disease,

12· · · ·so, yes.

13· ·Q· ·You said yesterday that nobody should be exempt from

14· · · ·wearing a mask except maybe those few people with

15· · · ·anxiety; do I have your position right?

16· ·A· ·Are we talking about in a health care setting?· Because

17· · · ·I think I've been referring to a health care setting.

18· · · · · · Let me put it this way:· I think that like if

19· · · ·you're going to work in a health care setting, right,

20· · · ·like you generally have to wear a mask, right.· And by

21· · · ·"generally", I mean I can think of almost no exceptions

22· · · ·to, you know, wearing a mask in a health care setting

23· · · ·where you're providing care to patients and you see

24· · · ·more patients, and, you know, you're at risk of getting

25· · · ·COVID more, and patients are at risk of getting COVID

26· · · ·more.



·1· ·Q· ·I'm going to ask you the question again, because this

·2· · · ·is my memory of what was said yesterday.

·3· ·A· ·M-hm.

·4· ·Q· ·And if you disagree with me you tell me.· You said

·5· · · ·yesterday that nobody should be exempt from wearing a

·6· · · ·mask except maybe those few people with anxiety.

·7· ·A· ·Yeah, and I'll add in like in a health care setting

·8· · · ·especially.

·9· ·Q· ·Okay, especially.

10· ·A· ·M-hm.

11· ·Q· ·But help me out here --

12· ·A· ·Yeah, that's fine.

13· ·Q· ·-- I'm not trying to trick you, I just -- I want to

14· · · ·know --

15· ·A· ·Yeah.

16· ·Q· ·-- did you say yesterday, because that's what I have

17· · · ·written down, you said yesterday that nobody should be

18· · · ·exempt from wearing a mask except maybe those few

19· · · ·people with anxiety?

20· ·A· ·I did say that, and I -- like what I was referring to

21· · · ·in a health care setting.· And like, let me explain

22· · · ·that, right, like -- the riskier the setting, the more

23· · · ·important it is to wear a mask, right?· And so do I

24· · · ·care if you're wearing a mask outside in public, you

25· · · ·know, in a park?· No, I don't really care if you wear a

26· · · ·mask there or not, because the risk of transmission is



·1· · · ·very low.

·2· · · · · · In a health care setting during COVID, and -- your

·3· · · ·risk is much higher, so there should be -- like, yeah,

·4· · · ·I would agree, like basically like no exemptions or

·5· · · ·almost no exemptions.· I'm sure -- yeah.

·6· ·Q· ·So you would agree that there should be no exemptions

·7· · · ·in what you call to be -- in what you say is a health

·8· · · ·care setting?

·9· ·A· ·Yes.

10· ·Q· ·And would you agree -- well, would you agree with me

11· · · ·that your position is that no one should be exempt from

12· · · ·wearing a mask, except maybe the anxiety people, in a

13· · · ·community setting, community indoor setting?

14· ·A· ·More flex there.· Community indoor, non-health care

15· · · ·setting is what you're talking about, right?

16· ·Q· ·Well, let me ask you again.

17· ·A· ·Okay.

18· ·Q· ·Is it your position that there -- you said flex, so let

19· · · ·me ask it this way --

20· ·A· ·M-hm.

21· ·Q· ·-- you said -- or, sorry, your position is that there

22· · · ·should be exemptions for people to not wear a mask

23· · · ·beyond just anxiety in an indoor community setting, yes

24· · · ·or no?

25· ·A· ·I mean, I -- I would say that in certain indoor

26· · · ·community settings, you don't need to wear a mask at



·1· · · ·all.

·2· ·Q· ·Okay.

·3· ·A· ·Now, I'm defining community indoor like as separate

·4· · · ·from community health care.· Community indoor would be

·5· · · ·a mall, a restaurant, you know just not a place where

·6· · · ·you receive health services.

·7· ·Q· ·So is it your position then that in a place where

·8· · · ·health services are received, regardless of what the

·9· · · ·health service is, nobody should be exempt from wearing

10· · · ·a mask?

11· ·A· ·Yes, while they're providing care to a clinic -- you

12· · · ·know, while they're providing, you know, like patient

13· · · ·care, I mean, that's also in all the orders, right?

14· · · ·Yes.

15· ·Q· ·And that includes --

16· ·A· ·(INDISCERNIBLE)

17· ·Q· ·And that includes --

18· ·A· ·Pardon?

19· ·Q· ·-- and that includes the patients, correct?

20· ·A· ·Well, I'm focused more on the health care worker side

21· · · ·right now, but, again, I would say patients sort of

22· · · ·should wear like a mask in those settings, and, yeah,

23· · · ·but like, sure, yes.

24· ·Q· ·Just to clarify, because I asked you, in fairness --

25· ·A· ·Yes.

26· ·Q· ·-- to you, I asked you in a setting where health care



·1· · · ·services are being received, I asked you if anybody

·2· · · ·should be exempt, and you said no, and then I asked you

·3· · · ·does that include patients, and you changed your

·4· · · ·answer.· So let me give you an opportunity -- listen --

·5· ·A· ·Yeah, I mean --

·6· ·Q· ·-- listen carefully to the words that I use -- when I

·7· · · ·say "nobody" --

·8· ·A· ·Okay.

·9· ·Q· ·-- okay -- you know, I'm really not trying to trick

10· · · ·you, okay?

11· ·A· ·Okay, no, I know, I'm just, yeah --

12· ·Q· ·Let me ask you again:· Your -- look, you want your

13· · · ·position to be understood, so do we.

14· ·A· ·Yes.

15· ·Q· ·In a setting where health care services are being

16· · · ·received, it's your position that nobody should be

17· · · ·exempt from wearing a mask except for those few with

18· · · ·severe anxiety?

19· ·A· ·And thank you for clarifying that.· I mean, I will say

20· · · ·there are like times, as a patient, you would take off

21· · · ·your mask in a health care setting.· If I needed to,

22· · · ·for example, look at the back of your throat, I don't

23· · · ·know if that's considered an exemption, but you would

24· · · ·take your mask off to receive certain medical

25· · · ·treatments, right?

26· · · · · · And, again, I think the focus is on what health



·1· · · ·care workers should do, right?· There are very few --

·2· · · ·you know, like, and I think there -- I'll say this:· In

·3· · · ·a community health care setting, I think that health

·4· · · ·care workers should always wear a mask.· In a community

·5· · · ·health care setting, I think patients should almost

·6· · · ·always wear a mask, but there are times when they --

·7· · · ·you know, you've got to take that mask off for the

·8· · · ·patient.

·9· ·Q· ·Is it your position that patients should not be

10· · · ·allowed -- is it your position that in a setting where

11· · · ·health services are being provided --

12· ·A· ·M-hm.

13· ·Q· ·-- regardless of the health services, is it your

14· · · ·position that patients should not be exempt such that

15· · · ·they're allowed to never wear the mask?

16· ·A· ·Such that they're exempt that they're never allowed to

17· · · ·wear a mask.· I mean, it is more complex with patients

18· · · ·I think, right, for a few reasons.

19· · · · · · Number one, if I had a patient coming in, and

20· · · ·they're having a heart attack, and they don't want to

21· · · ·wear a mask, like would I turn that patient away?· No,

22· · · ·right, because it's sort of our duty as health

23· · · ·providers to like treat the patient for what they have.

24· · · ·This is actually why it's all the more important for

25· · · ·health care workers to wear masks so they can sort of

26· · · ·take that extra layer of protection for themselves and



·1· · · ·for those, you know, patients.

·2· · · · · · You know, another type of patient, you know,

·3· · · ·somebody with some, you know, psychosis, right; they

·4· · · ·may not like walk -- people walk in the emerg, you

·5· · · ·know, they may not have a mask on, they may like be

·6· · · ·agitated and not want to wear a mask, we should not at

·7· · · ·all like deny care for those patients, I don't think,

·8· · · ·right?

·9· · · · · · And so there's, yeah, the patient side is a little

10· · · ·more complex, but I think if you are able to wear a

11· · · ·mask, you should wear a mask as a patient.· Most

12· · · ·community health care settings have these policies

13· · · ·where if you come in, you should wear a mask.· But,

14· · · ·again, you know, I don't think -- and this is where

15· · · ·there's more of a, you know, a balance.· I know some

16· · · ·physicians, who, you know, like won't see patients

17· · · ·unless their patients are wearing a mask, right, and I

18· · · ·know some, you know, who are more flexible on it,

19· · · ·right?· It just -- you know, like but, generally

20· · · ·speaking, the rule is patients should wear a mask if

21· · · ·they can, right, if they're able to.

22· ·Q· ·You said "able to".· Do you think religious beliefs are

23· · · ·a good enough reason for a person to not be able to

24· · · ·wear a mask?

25· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I have to object to

26· · · ·that question.· This is far beyond the purview of what



·1· · · ·Dr. Hu has been called to testify on.· That's -- if

·2· · · ·anything, that's a legal issue.· It's certainly not for

·3· · · ·an expert, like Dr. Hu, to comment on.

·4· · · ·MR. KITCHEN:· · · · · · ·Chair, Dr. Hu, yesterday, gave

·5· · · ·a lot of opinions on the CMOH orders.· He gave a lot of

·6· · · ·opinions on mandatory masking; okay, mandatory masking

·7· · · ·he gave opinions on.

·8· ·A· ·M-hm.

·9· · · ·MR. KITCHEN:· · · · · · ·So we're not just talking

10· · · ·about masking itself; we're talking about mandatory

11· · · ·masking.· So I am exploring his positions on mandatory

12· · · ·masking.· It's relevant, and it goes to what he said

13· · · ·yesterday.

14· · · ·MR. MAXSTON:· · · · · · ·You're not exploring,

15· · · ·Mr. Kitchen, clinical positions, you're exploring

16· · · ·religious beliefs.· I'm going to strongly object to

17· · · ·that.

18· · · ·THE CHAIR:· · · · · · · ·I have to agree with

19· · · ·Mr. Maxston, that's a protected ground.· I don't think

20· · · ·we need to get into that.

21· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Hu, you think that the

22· · · ·CMOH orders would have been better if they did not

23· · · ·allow for exemptions to mandatory masking, correct?

24· ·A· ·What do you mean by "better"?

25· ·Q· ·Well, that's the word I heard you use yesterday.

26· · · ·Yesterday, did you not say that it would have been



·1· · · ·better if those exemptions were not in there that

·2· · · ·Dr. Dean Hinshaw had in her orders?

·3· ·A· ·Well, no, I mean actually -- from a policy perspective,

·4· · · ·I think what I said -- I may not remember, but here,

·5· · · ·I'll -- my position on this looks, like, looks like

·6· · · ·this, right:· Normally when governments like make these

·7· · · ·recommendations, they tend to like have a carve-out for

·8· · · ·exemptions, because, it's just -- you know, you can't

·9· · · ·necessarily think of all the million things that

10· · · ·somebody could have an exemption for, right, and so you

11· · · ·tend to want to be a little bit flexible.

12· · · · · · The issue that -- you know, when you say there's

13· · · ·some exemptions to this is the CMOH order cannot

14· · · ·provide guidance on what those exemptions -- like what

15· · · ·would qualify as an appropriate exemption, and they --

16· · · ·I think they added that intentionally a bit.· And that

17· · · ·let to a lot of confusion, you know, with family

18· · · ·doctors being like, okay, so people are asking for

19· · · ·exceptions, like what qualifies as an exemption, right?

20· · · · · · And so it would have been better if they probably

21· · · ·qualified what would -- if they sort of described what

22· · · ·an exemption would actually -- what would qualify for

23· · · ·an exemption.

24· ·Q· ·From a Public Health policy perspective, you support

25· · · ·mandatory masking policies, correct?

26· ·A· ·Yes.· M-hm, yes.



·1· ·Q· ·From a Public Health policy perspective, you support

·2· · · ·the Alberta Chiropractic College's mask mandate,

·3· · · ·correct?

·4· ·A· ·Yes.

·5· ·Q· ·You think the Alberta Chiropractic College got it right

·6· · · ·by not permitting exemptions; isn't that right?

·7· ·A· ·This is for health care workers, right?

·8· ·Q· ·Yes.· From a policy perspective, you support mandatory

·9· · · ·vaccination, don't you?

10· ·A· ·Define "mandatory vaccination".· I mean, this is a

11· · · ·very, yeah, complex topic, right?

12· ·Q· ·I define it exactly the same as I define mandatory

13· · · ·masking.

14· ·A· ·Sorry, you're talking about do I support mandatory

15· · · ·vaccination of health care workers who work in health

16· · · ·care settings?· Is that what you mean by mandatory

17· · · ·vaccination?

18· ·Q· ·Well, I'll ask you again.· From a Public Health policy

19· · · ·perspective, do you support mandatory vaccination of

20· · · ·all health care workers?

21· ·A· ·I do, yes.· But as somebody who also like works a lot

22· · · ·in like trying to create having this policy, you know,

23· · · ·you can't -- I think it would be wonderful if all

24· · · ·health care workers were immunized.· I think that what

25· · · ·you want to do is not use a mandate if you can convince

26· · · ·people to be immunized without a mandate, right?· You



·1· ·always want to be as non-coercive as possible

·2· ·initially, right?

·3· · · · I think that when it comes to, you know, like when

·4· ·it comes to mandatory vaccination policy, for example,

·5· ·right, there will be exemptions, right, there's

·6· ·carve-outs for exemptions.· But I think, broadly

·7· ·speaking, I view mandatory vaccinations, like a policy

·8· ·like that, is something you do once you find that,

·9· ·through other means, you cannot get a sufficiently high

10· ·number of people immunized in health care, like, for

11· ·example, health care workers immunized.

12· · · · And, you know, I -- the mandatory vaccination

13· ·thing is really interesting because I think that a lot

14· ·of people like view it as a way to increase vaccine

15· ·uptake, which, you know, is obviously an effect of

16· ·mandatory vaccination.

17· · · · You know, the primary reason for a vaccine mandate

18· ·in a particular setting is to keep that setting safer,

19· ·I think, right?· So I almost definitely support

20· ·mandatory vaccination in a long-term care setting,

21· ·right, because, again, that's the -- by far, the

22· ·highest risk.· You know, I think hospital settings are

23· ·also, you know, pretty high risk.

24· · · · But, you know, you want to -- yeah, like, and so

25· ·I'm like shading this a little bit, because it's not

26· ·like just like "yes", "no", right?· Like, and we go



·1· · · ·down this road because it's a complex topic for a

·2· · · ·mandatory vaccination:· When you should do it, like

·3· · · ·when's best, who should apply for it, what exemptions

·4· · · ·you should have, et cetera, et cetera.

·5· ·Q· ·I'm going to move on to something different.· You said

·6· · · ·yesterday that more health care workers died in Italy

·7· · · ·in the spring of 2020 because they weren't wearing

·8· · · ·masks; do I have that right?

·9· ·A· ·No, I think what I said was they ran out of like --

10· · · ·sorry, what happened is they didn't have enough like

11· · · ·good PPE, and, sorry, if I meant that, right?· I think

12· · · ·they were reusing masks.· They like were -- and these

13· · · ·masks were -- like their masks were not providing

14· · · ·sufficient protection -- or the PPE was not providing

15· · · ·sufficient protection.· That can happen by not wearing

16· · · ·masks, so I think they were wearing masks, or just by

17· · · ·using the same mask over and over and over again for

18· · · ·days.· Right?

19· ·Q· ·You don't have any scientific reports or peer-reviewed

20· · · ·studies to support that conclusion, do you?

21· ·A· ·I don't, but I can find some.

22· ·Q· ·You didn't include them in your report, did you?

23· ·A· ·Correct, there's lots of things I didn't include in my

24· · · ·report that I've been talking about.

25· ·Q· ·You weren't a health care worker in Italy in the spring

26· · · ·of 2020, were you?



·1· ·A· ·No, I was not.

·2· ·Q· ·I'm looking now at the second-to-last paragraph on page

·3· · · ·4 of your report where you discuss health care workers

·4· · · ·in Alberta.

·5· ·A· ·M-hm.

·6· ·Q· ·That paragraph starts with "If we look closer to home".

·7· · · ·You cite no scientific reports or peer-reviewed studies

·8· · · ·in that entire paragraph, do you?

·9· ·A· ·Yeah, because nothing has been like peer-reviewed yet

10· · · ·on this, yeah, but you're right.

11· ·Q· ·You provide no independent sources to verify your

12· · · ·claims regarding the number of infections between

13· · · ·COVID-19 infectious patients and health care workers in

14· · · ·Alberta, did you?

15· ·A· ·No, but I can provide them.

16· ·Q· ·You provided no independent sources to verify your

17· · · ·claims regarding the number of transmission events, did

18· · · ·you?

19· ·A· ·No, I did not.

20· ·Q· ·Everything discussed in this paragraph is simply your

21· · · ·assessment of what happened, is it not?

22· ·A· ·My assessment in discussion with a bunch of other

23· · · ·people, like Workplace health and safety, Alberta

24· · · ·Health Services, you know, hospital management,

25· · · ·leadership, and all that, but, yes, you're right, I do

26· · · ·not cite anything, that is true.



·1· ·Q· ·You've not worked as a doctor in an emergency room or

·2· · · ·hospital ward treating COVID patients, have you?

·3· ·A· ·No -- I'm trying to think, because like I spent a fair

·4· · · ·amount of time in the hospitals to manage some of these

·5· · · ·outbreaks, but you're right I wasn't providing direct

·6· · · ·clinical care to patients in the COVID wards or the

·7· · · ·emerges, but I was extremely involved in developing,

·8· · · ·one, policies around preventing transmission of

·9· · · ·COVID-19, and, two, managing any outbreaks that emerged

10· · · ·in hospitals and emerges.

11· ·Q· ·Now, I note it's 10:58, which means you've got to leave

12· · · ·in 2 minutes.

13· ·A· ·M-hm, yes, thank you for reminding me.

14· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, I can tell you

15· · · ·I'm at least half way through.

16· · · ·MR. MAXSTON:· · · · · · ·I think we should let Dr. Hu

17· · · ·go, and maybe we can chat about, after he's gone, just

18· · · ·take 5 minutes of that 15-minute break to chat about

19· · · ·the balance of the day.

20· · · ·MR. KITCHEN:· · · · · · ·Sure.

21· · · ·THE CHAIR:· · · · · · · ·Before we do that, Dr. Hu, you

22· · · ·mentioned that you might be a little more flexible on

23· · · ·the noontime if you're able --

24· ·A· ·Yeah --

25· · · ·THE CHAIR:· · · · · · · ·-- to deal with it.

26· ·A· ·-- yeah.· Yes, I can be.· I like jigged things around a



·1· · · ·little bit, so ...

·2· · · ·THE CHAIR:· · · · · · · ·Could we take 1:00 as a

·3· · · ·target --

·4· ·A· ·Yes.

·5· · · ·THE CHAIR:· · · · · · · ·-- time to be done?· Does that

·6· · · ·work for you, Mr. Maxston, Mr. Kitchen, if needed?

·7· · · ·MR. MAXSTON:· · · · · · ·Yeah, I have a -- I think that

·8· · · ·would be as far as I would want to go without having

·9· · · ·people take a lunch break, frankly.

10· · · · · · I am concerned we're not going to finish with

11· · · ·Dr. Hu today though if we -- just nothing critical of

12· · · ·anybody, but I have a fair number of questions, and the

13· · · ·Tribunal should be able to ask questions too, and that

14· · · ·shouldn't be rushed, so I think we should just press on

15· · · ·here and try and get done as much as we can.

16· · · ·THE CHAIR:· · · · · · · ·Okay, let's break, we'll

17· · · ·reconvene we'll go into recess now, and we'll reconvene

18· · · ·at 11:15, when Dr. Hu returns, and we'll press forward.

19· · · ·If it looks like we can wind up somewhere around 1:00,

20· · · ·we'll press through.· If not, Mr. Maxston, I take your

21· · · ·comments to heart; we will find time in there for a

22· · · ·proper lunch break for people to replenish, and we'll

23· · · ·go from there.· So, thank you, we'll see you in 15.

24· · · ·(ADJOURNMENT)

25· · · ·THE CHAIR:· · · · · · · ·So we will reconvene, and

26· · · ·Mr. Kitchen is continuing with his cross-examination of



·1· · · ·Dr. Hu.

·2· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·3· ·Q· ·MR. KITCHEN:· · · · · ·Now, Dr. Hu, you said

·4· · · ·yesterday that it would be unethical to perform RCTs on

·5· · · ·people jumping out of planes without parachutes as a

·6· · · ·part of a scientific investigation to determine the

·7· · · ·effectiveness of parachutes; is that right?

·8· ·A· ·Yes.

·9· ·Q· ·The overall survivability rate of jumping out of an

10· · · ·airplane is zero, is it not?

11· ·A· ·Well, it's close to zero, but -- very close to zero,

12· · · ·but you're right, it's like basically near zero, yes.

13· · · ·I think a --

14· ·Q· ·(INDISCERNIBLE)

15· ·A· ·-- I think a few people have survived in the history of

16· · · ·it, but it is very close to zero, I agree.

17· ·Q· ·The overall survivability rate of COVID is 99 percent;

18· · · ·isn't that right?

19· ·A· ·Yes.

20· ·Q· ·RCTs --

21· ·A· ·(INDISCERNIBLE) -- oh, sorry.

22· ·Q· ·-- RCTs regarding the efficacy of masks have been

23· · · ·conducted and are currently being conducted, are they

24· · · ·not?

25· ·A· ·In the community setting, yes, not in the health care

26· · · ·setting really.



·1· · · · · · And maybe I'll just explain, so, I mean, I used

·2· · · ·the parachute example just like -- just to describe

·3· · · ·certain situations where you can't do an RCT, but I

·4· · · ·believe I -- I used a term yesterday called "clinical

·5· · · ·equipoise", and that basically means that when you do

·6· · · ·an RCT for anything, medication, intervention, right,

·7· · · ·like, you can't do it if you think that like one --

·8· · · ·like the placebo, if the treatment is like -- you think

·9· · · ·is like definitely better than the non-treatment

10· · · ·placebo group, right?

11· · · · · · And I think right now it would be probably not

12· · · ·ethical to do an RCT of mask wearing in a health care

13· · · ·setting, because there's so much evidence supporting

14· · · ·masking in health care setting.· Now, in a community

15· · · ·indoor setting, it's a bit different, right?· There's a

16· · · ·lot more sort of debate around that one.

17· ·Q· ·So RCTs regarding the efficacy of mask and mask wearing

18· · · ·in community settings --

19· ·A· ·Yes.

20· ·Q· ·-- are being conducted and has been conducted?

21· ·A· ·Yes.

22· ·Q· ·Thank you.· Now, on the top of page 3 of your report --

23· · · ·forgive me, I put it down -- the top of page 3 of your

24· · · ·report --

25· ·A· ·Yeah.

26· ·Q· ·-- you cite to a study sponsored by the World Health



·1· · · ·Organization that is authored by Chu et al., so I'm

·2· · · ·going to call that the Chu study.

·3· ·A· ·Sure.

·4· ·Q· ·You know what I mean by that?

·5· ·A· ·Yeah.

·6· ·Q· ·And you discuss this same study in the second paragraph

·7· · · ·of page 4.· This study was published in June 2020,

·8· · · ·correct?

·9· ·A· ·Yeah.

10· ·Q· ·Now, this study is also discussed by Dr. Thomas Warren

11· · · ·on page 6 of his report in the second-to-last paragraph

12· · · ·of his report.· Dr. Warren --

13· ·A· ·Okay (INDISCERNIBLE) --

14· ·Q· ·(INDISCERNIBLE)

15· · · ·(INDISCERNIBLE - OVERLAPPING SPEAKERS)

16· ·Q· ·MR. KITCHEN:· · · · · ·Let me know when you've got

17· · · ·it.

18· ·A· ·Yeah.· This is page 6 of his report.

19· ·Q· ·Right, that's these -- the paragraph there at the

20· · · ·bottom that starts with:· (as read)

21· · · · · · Finally, a comment should be made.

22· · · ·Dr. Warren refers to a Cochrane review that was

23· · · ·evidently published after the Chu study.· This Cochrane

24· · · ·review is found at footnote -- or I should say, sorry,

25· · · ·end note 62 of Dr. Warren's report.· The first author

26· · · ·listed for this report is Jefferson.



·1· ·A· ·Okay.

·2· ·Q· ·Jefferson/Cochrane review.

·3· ·A· ·M-hm.

·4· ·Q· ·Dr. Warren quotes directly from this Jefferson/Cochrane

·5· · · ·review, in which it is stated that the Chu study,

·6· · · ·quote:· (as read)

·7· · · · · · Has been criticized for several weeks.· Use

·8· · · · · · of an outdated risk of bias tool, inaccuracy

·9· · · · · · of distance measures, and not adequately

10· · · · · · addressing multiple sources of bias,

11· · · · · · including recall and classification bias and,

12· · · · · · in particular, confounding.

13· · · ·My question is you don't deny the existence of this

14· · · ·Jefferson/Cochrane review cited by Dr. Warren, do you?

15· ·A· ·No.

16· ·Q· ·You don't contest that the portion of the

17· · · ·Jefferson/Cochrane review quoted by Dr. Warren was

18· · · ·quoted accurately, do you?

19· ·A· ·No.

20· ·Q· ·And you don't disagree with Dr. Warren that Cochrane

21· · · ·systemic reviews are widely recognized in the medical

22· · · ·community as authoritative, do you?

23· ·A· ·Yeah, they are.· I agree.

24· ·Q· ·I note --

25· ·A· ·I'm trying to download this Cochrane review; is that

26· · · ·okay?· Can I like crack it open?



·1· ·Q· ·Well, yes, because it's part of the record, it's --

·2· ·A· ·Yeah, just trying to --

·3· ·Q· ·It's in Dr. Warren's report.

·4· ·A· ·Is it one of the -- it's not one of the exhibits,

·5· · · ·right?· I'm just trying to download the PDF of it right

·6· · · ·now.

·7· · · ·THE CHAIR:· · · · · · · ·It's in E-7.

·8· ·A· ·Oh, it's in E-7, okay, thank you.· (INDISCERNIBLE)

·9· · · ·(INDISCERNIBLE - OVERLAPPING SPEAKERS)

10· ·Q· ·MR. KITCHEN:· · · · · ·(INDISCERNIBLE)

11· ·A· ·The paper itself, the Cochrane review itself.

12· ·Q· ·So just so you know, Dr. Hu, I'm not going to question

13· · · ·you any further on the report, so ...

14· ·A· ·I'm just reading that study right now, the Cochrane one

15· · · ·where -- I mean, so they talk about medical surgical

16· · · ·masks compared to no masks, but I think that what

17· · · ·they're looking -- and they basically in that study say

18· · · ·that wearing a mask may make little or no difference to

19· · · ·the outcome of influenza-like illness if not wearing a

20· · · ·mask.· And so what we're trying to look at is if like

21· · · ·what they're looking at is general influenza-like

22· · · ·illness for COVID specifically.

23· · · · · · So, now, this Cochrane review was published

24· · · ·initially in 2007, and then -- as Cochrane reviews

25· · · ·often are, right; you have an initial one on masking,

26· · · ·and then updated in 2009, '11, '17.· And so I mean I --



·1· · · ·again, I kind of wanted to look at it just to see if

·2· · · ·the studies this Cochrane review talks about, which --

·3· · · ·Cochrane reviews are very good -- refer directly to the

·4· · · ·transmission of COVID and masking to prevent that.

·5· · · · · · The comments around criticizing, you know -- you

·6· · · ·know, with the Lancet paper, I mean, yes, you can

·7· · · ·always critique these meta-analyses, but it really is

·8· · · ·seen as like a, you know, a fairly good study.· No

·9· · · ·study is perfect, but -- oh, thanks for flagging the --

10· · · ·the -- yeah, yeah, I'm just reading this document right

11· · · ·now.· I'm going to -- keep going though.

12· ·Q· ·I note that in your report, you state no less than six

13· · · ·times that the evidence in support of masking is,

14· · · ·quote, overwhelming.· Do you --

15· ·A· ·Yes.

16· ·Q· ·Do you today remain of that opinion?

17· ·A· ·Yes, for health care -- for prevention of COVID in a

18· · · ·health care setting, yes.· I do.

19· ·Q· ·You state on page 8 of your report that the efficacy of

20· · · ·mask wearing is beyond doubt; do you stand --

21· ·A· ·(INDISCERNIBLE)

22· ·Q· ·-- by that statement?

23· ·A· ·Yes, in a health care worker setting, yes.

24· ·Q· ·So it's not beyond doubt in a community setting; do I

25· · · ·have your position right?

26· ·A· ·Yes.· I mean, I will say the other thing that like



·1· ·affects this is like the number of cases you have,

·2· ·right, of COVID.

·3· · · · And so, for example, like -- and this is quite --

·4· ·I think I may have talked about this yesterday, but if

·5· ·we had zero COVID, we wouldn't need to wear masks,

·6· ·right; like I fully support that, right.· And so, like,

·7· ·a lot of what I'm trying to say is that, you know, when

·8· ·you wear -- like -- and zero COVID is a type of, you

·9· ·know, like if there's no COVID cases, your risk is very

10· ·low of getting COVID.· I think that, you know, your

11· ·risk is sort of determined by a number of factors,

12· ·including, you know, the prevalence of COVID but also

13· ·what you're doing exactly.

14· · · · But I will stand by my fact that right now, like,

15· ·yeah, like, beyond doubt people should wear masks to

16· ·prevent COVID-19 in health care settings.· If there was

17· ·no COVID for ten years, I would take that back, right?

18· ·But, you know, that's -- these are all important things

19· ·that I, you know, actually even think about.· The

20· ·community setting is very, very different.

21· · · · For example, do I think people should engage in

22· ·indoor masking in -- let me pick an area with very few

23· ·COVID cases -- in, I don't know, there's a big outbreak

24· ·in the Northwest Territories -- like in Nunavut, right,

25· ·where I don't really think they have many cases right

26· ·now.· Like, no, not in, you know, a community setting.



·1· · · · · · It's really important to make a difference between

·2· · · ·a health care setting and a community setting.· They're

·3· · · ·completely different.

·4· ·Q· ·When -- well, I want to make sure I have your position

·5· · · ·correct --

·6· ·A· ·M-hm.

·7· ·Q· ·-- so you --

·8· ·A· ·(INDISCERNIBLE) again?

·9· ·Q· ·Sorry?

10· ·A· ·Do you want me to say my position again --

11· ·Q· ·No, no, sorry, I'm going to ask you a question, I

12· · · ·apologize.

13· ·A· ·Okay, yeah, no problem.

14· ·Q· ·So you would say that the evidence of the effectiveness

15· · · ·of masking in what you call a health care setting is

16· · · ·overwhelming, correct?

17· ·A· ·Yes.

18· ·Q· ·It's not overwhelming in what you would call a

19· · · ·non-health care setting?

20· ·A· ·Correct.· I think there's lots of evidence for it; it's

21· · · ·just not as overwhelming, right, like -- but yes.

22· ·Q· ·And, again, embellish me, you would say that the

23· · · ·evidence for the efficacy of mask wearing in what you

24· · · ·would call a health care setting --

25· ·A· ·M-hm.

26· ·Q· ·-- beyond doubt --



·1· ·A· ·Yes.

·2· ·Q· ·-- (INDISCERNIBLE)

·3· ·A· ·And I will --

·4· ·Q· ·-- and you would say it's not beyond doubt in what you

·5· · · ·would call a non-health care setting?

·6· ·A· ·I would say that -- and, you know, these terms are not

·7· · · ·very specific, right, beyond doubt, overwhelming.· So

·8· · · ·let me try to describe these terms.

·9· · · · · · When I say "overwhelming", what I mean is that in

10· · · ·a health care setting, basically every study on --

11· · · ·pretty much every study or the vast majority, let's say

12· · · ·95 percent plus studies have been done on masking in a

13· · · ·health care setting during COVID which show that it

14· · · ·provides benefit, right, and so that's pretty

15· · · ·overwhelming, I think.

16· · · · · · And now when I talk about studies around masking

17· · · ·in a community setting, again, there's a lot of studies

18· · · ·that show, you know, masking previously, like in a

19· · · ·classroom, for example.· That's probably one of most

20· · · ·interesting ones right now.· Like it's also strong, but

21· · · ·like the effect size is not as strong.· By "effect

22· · · ·size", I mean the extent to which like the proportion

23· · · ·of like -- the risk reduction of transmission is not as

24· · · ·high in the community settings as in a health care

25· · · ·worker setting.· And so while there's lots of studies

26· · · ·supporting it, like the magnitude of the risk reduction



·1· · · ·does matter as well, so, yeah.

·2· ·Q· ·Going to take you to page 8 --

·3· ·A· ·M-hm.

·4· ·Q· ·-- of this report, now we're in the response

·5· · · ·sections --

·6· ·A· ·Yeah.

·7· ·Q· ·-- I guess this is the last page.· You make a comment

·8· · · ·on this page, page 8 --

·9· ·A· ·Yeah.

10· ·Q· ·-- in response to Dr. Bao Dang's statement regarding

11· · · ·mask mandates in other countries.· You say that

12· · · ·Dr. Dang's remark about Sweden is, quote, false and not

13· · · ·backed by any evidence.· However, you do not refer to

14· · · ·any study or other evidence that supports your claim

15· · · ·that Dr. Dang's Sweden remark is, in fact, false, do

16· · · ·you?

17· ·A· ·You're right.· And let me explain that, maybe I didn't

18· · · ·use my words, like language correctly, but Dr. Dang's

19· · · ·real-world data from various countries shows that cases

20· · · ·increased after masked mandates were enacted, and

21· · · ·countries that had no mask mandates did just as well or

22· · · ·better than other countries with masked mandates.

23· · · · · · You know what, my -- like I will -- I like -- my

24· · · ·main critique with that is, you know, I'll give you an

25· · · ·example, right, like China after the first wave as of,

26· · · ·let's say, June of 2020, no longer had any



·1· ·restrictions, right, because they had no COVID anymore,

·2· ·because they managed to suppress it completely.· You

·3· ·know does that mean masking doesn't work?· No, because

·4· ·there's no COVID, so you don't like necessarily need to

·5· ·mask.

·6· · · · I think that when we're looking -- and this is

·7· ·what I was talking about like a -- like spurious, you

·8· ·know, causation, a lot of factors drive up cases.

·9· ·Masking can reduce transmission, but like a lot of

10· ·things can reduce transmission and a lot of things can

11· ·increase transmission as well, right?· And I would say

12· ·the biggest predictor overall case counts in a

13· ·particular country, you know, is just the total number

14· ·of -- you know, actively interaction between people.

15· · · · And so, you know, you can't just like make like --

16· ·it's kind of like -- yeah, you know what I'm talking

17· ·about when you have like a -- like a spurious like, you

18· ·know, causation like -- correlation versus causation

19· ·are very different.

20· · · · I think the example I used yesterday was -- and,

21· ·you know, November -- like late November, we

22· ·implemented some strict measures, and then in December,

23· ·in Alberta, we implemented stricter measures, but cases

24· ·kept on going up.· They eventually started falling, but

25· ·I can say that, you know, the implementation of

26· ·measures in November, December, like initially led to a



·1· · · ·rise in cases, right, and like -- and so you'd be like,

·2· · · ·oh, so maybe your like lockdowns don't work.

·3· · · · · · But, you know, it's factually true, the cases went

·4· · · ·up after we implemented lockdowns, right, for a bit.

·5· · · ·That doesn't mean lockdowns don't work.· I'm just

·6· · · ·saying lots of other factors determined, you know, what

·7· · · ·our case counts are.

·8· ·Q· ·So you would say that when cases went up after what you

·9· · · ·called the lockdown --

10· ·A· ·M-hm.

11· ·Q· ·-- you would say it's just correlation; it's not

12· · · ·causation?

13· ·A· ·Yeah, I mean, like, sorry, like if you're like

14· · · ·correlation like, you know, like mathematically,

15· · · ·statistically is like there's a -- like something

16· · · ·happens, and something goes up or down, right?· It's

17· · · ·just like a direct -- this immediately -- how do I

18· · · ·define correlation?· Like correlation just describes

19· · · ·the relationship between sort of like two variables,

20· · · ·right?

21· · · · · · And so whereas causation is more like, okay, so

22· · · ·what our action -- what is driving, you know did

23· · · ·lockdowns lead to lower cases in the end?· Yeah, they

24· · · ·did, but it took some time for that to happen, right;

25· · · ·but if I took a slice of time, like a week after, cases

26· · · ·were still high.· Anyways --



·1· ·Q· ·So you --

·2· ·A· ·-- (INDISCERNIBLE) say.

·3· ·Q· ·You would say the relationship between cases going down

·4· · · ·after what you call the lockdown is causation not

·5· · · ·correlation?

·6· ·A· ·Yes.

·7· ·Q· ·So you would agree that the lockdown caused those cases

·8· · · ·to go down?

·9· ·A· ·Yes.· And then let me like -- and we have to like get

10· · · ·into more specifics like because many, many things like

11· · · ·lead to a decrease in cases, right?

12· · · · · · What did the lockdown actual -- okay, for just a

13· · · ·fun public health discussion, right?· So, again, you

14· · · ·know, just illustratively, what was causing our cases

15· · · ·to be very high in the late fall was indoor private

16· · · ·social gatherings, right?· The lockdown really said you

17· · · ·couldn't do those things, and, you know, that led to a

18· · · ·decrease in the number of indoor private social

19· · · ·gatherings that occurred, as in people going to

20· · · ·people's houses, or we think it did.

21· · · · · · And that is sort of like the causal link, because,

22· · · ·you know, when you say "causation" -- like establishing

23· · · ·causation, as you know, can be very difficult, but, you

24· · · ·know, the reason why I think lockdowns generally -- and

25· · · ·there's a whole set of criteria and epidemiology to,

26· · · ·like, try to determine causation.



·1· · · · · · But I would say that I guess point one is you

·2· · · ·can't just look at correlation; point two when you're

·3· · · ·trying to assert causation, you know, you have to

·4· · · ·consider a number of factors, you have to have an

·5· · · ·understanding of like, you know, the sort of like the

·6· · · ·drivers of transmission, the things that make it worse,

·7· · · ·the things that make it better.

·8· ·Q· ·Now, I'm going take you back to -- I know you just

·9· · · ·talked about a lot of stuff, but I'm going to take you

10· · · ·back to exactly what we were talking about before,

11· · · ·okay --

12· ·A· ·Yeah.

13· ·Q· ·-- we're talking about this Sweden reference here.

14· ·A· ·Yeah.

15· ·Q· ·Okay, so you've got your sentence here where you say,

16· · · ·And this statement is false and has not been backed up

17· · · ·by any evidence.

18· · · · · · Now, in the very next sentence, you state in your

19· · · ·report:· (as read)

20· · · · · · The use of masks has decreased the

21· · · · · · transmission of COVID-19 across every country

22· · · · · · that has imposed them.

23· ·Q· ·That's what you state in your report.· You do not cite

24· · · ·or refer to any study or other evidence at the end of

25· · · ·that sentence to back up that claim, do you?

26· ·A· ·No.· But I can give you some citation.



·1· ·Q· ·On page 6 of your report, you accuse Dr. Warren of

·2· · · ·committing a factual error in stating that 1,010

·3· · · ·COVID-related dates says, as of April 16th, 2021, our

·4· · · ·last deaths than the 1,191 motor vehicle accident

·5· · · ·deaths in the year 2018.· Do you today stand by that

·6· · · ·accusation?

·7· ·A· ·I do.· Sorry, like -- like I think what Dr. Warren put

·8· · · ·in is accurate, right?· Like I'm not arguing that.

·9· · · ·Like I think what I'm trying to articulate is that,

10· · · ·one, it doesn't really matter for the purposes of our

11· · · ·discussion to talk about again, which is, you know,

12· · · ·whether or not which of these masks can be in a health

13· · · ·care setting, right, and whether or not that reduces,

14· · · ·you know, transmission.

15· · · · · · You know, the spirit of I think what, you know,

16· · · ·Dr. Warren is talking about is basically like COVID

17· · · ·isn't that serious, and, you know, whether or not you

18· · · ·think COVID is serious or not, right, like -- like,

19· · · ·again, like the focus of this is, you know, health

20· · · ·care -- like use of masking in a health care setting to

21· · · ·reduce transmission, right?

22· · · · · · And I think one of the issues that I have with a

23· · · ·lot of the expert reports -- and, you know, like I can

24· · · ·actually chat at length actually about how serious or

25· · · ·not serious I think COVID is.· You know, there's a lot

26· · · ·of room for discussion, I think, frankly, right?· Like,



·1· · · ·lockdown I think is actually -- you know, more people

·2· · · ·have died from non-COVID causes than COVID, you know,

·3· · · ·during like our -- the last 18 months in terms of

·4· · · ·excess mortality.

·5· · · · · · But, you know, at the end of the day, it's just

·6· · · ·not relevant, and, you know, I think with a lot of the

·7· · · ·expert reports, like a lot of their reports are spent

·8· · · ·like just talking around the issue -- or like around

·9· · · ·COVID, but not around masking.· There's very little in

10· · · ·the reports about masking as a portion of the total

11· · · ·report.

12· · · · · · And I made that error too, I talked about the

13· · · ·Manchurian plague thing, which is also not relevant, so

14· · · ·point taken.

15· ·Q· ·Now, that was a long answer, and I want to make sure I

16· · · ·have your answer, okay?

17· ·A· ·Okay.

18· ·Q· ·You stand by the accusation that Dr. Warren made a

19· · · ·factual error in stating that 1,010 COVID deaths as of

20· · · ·April are less than the 1,191 motor vehicle accident

21· · · ·deaths in the year 2018?

22· ·A· ·Yeah -- no, I don't.· Like his statement is accurate --

23· ·Q· ·No, you don't -- hold on, like I don't want to

24· · · ·interrupt you, but, no, you --

25· ·A· ·Okay.

26· ·Q· ·-- don't stand by your accusation?



·1· ·A· ·Sorry, what I'm saying -- okay, like what he says is

·2· · · ·that, in Canada, there have been a thousand COVID

·3· · · ·deaths in people under 60 as of April 2021.· In Canada,

·4· · · ·in 2018, there were 1191 motor vehicle fatalities.· And

·5· · · ·what I say is that as of June, so like two months

·6· · · ·later --

·7· ·Q· ·But I didn't ask you what you said --

·8· ·A· ·Okay.

·9· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, Mr. Chair,

10· · · ·Mr. Kitchen may not like the answer Dr. Hu is giving,

11· · · ·but he's got to let him finish, and he should be

12· · · ·allowed to finish his answer.

13· ·Q· ·MR. KITCHEN:· · · · · ·Okay, you go ahead, Dr. Hu.

14· ·A· ·So I mean, I think that Dr. -- that is what Dr. Warren

15· · · ·said, right, and he's basically saying there were fewer

16· · · ·COVID deaths than motor vehicle deaths, you know, as of

17· · · ·April 2021.· What I say is, as of June 29, there were

18· · · ·more COVID deaths than motor vehicle deaths, right, and

19· · · ·so that's it, and both are factually correct

20· · · ·statements, right?

21· · · · · · And, yeah, so you're right, the point where I say,

22· · · ·notwithstanding the factual error, I mean, like it's

23· · · ·not his fault, because like at the point he cited it,

24· · · ·there were more motor vehicle deaths than like there --

25· · · ·than COVID deaths, and two months later, there are more

26· · · ·COVID deaths than motor vehicle deaths, but like --



·1· · · ·but -- and when you like pick a point in time for

·2· · · ·looking at COVID deaths, right?

·3· ·Q· ·Now, I feel like I've gotten two answers from you, and

·4· · · ·I want to make sure everybody's got this right, because

·5· · · ·you just said -- you just said that there is a factual

·6· · · ·error --

·7· ·A· ·Yes, the factual error is that --

·8· ·Q· ·-- you stand by the claim that Dr. Warren made a

·9· · · ·factual error?

10· ·A· ·Okay, let me be precise here.· So at the time of him

11· · · ·citing, you know -- picking April -- like so he says

12· · · ·two things really, right?· He says as of April 16th,

13· · · ·there were more motor vehicle deaths than COVID deaths,

14· · · ·right?· And that's true.· And then he goes on to say so

15· · · ·the risk of death due to COVID in persons under 60 is

16· · · ·less than the risk of death due to a motor vehicle

17· · · ·fatality.· So, I mean, I think that part is not true

18· · · ·based on, you know, by June 2021, you know.· There have

19· · · ·been 1400 COVID-related deaths under 60, right?

20· · · · · · And so what I'm saying is like the first part of

21· · · ·his statement is accurate, right, like numbers of

22· · · ·deaths at this point versus number of motor vehicle

23· · · ·fatalities, but the second part, the risk due to COVID

24· · · ·in a person under 60 is less than death to a motor

25· · · ·vehicle fatality, because like if you go like two

26· · · ·months later, you see that the number of COVID deaths



·1· · · ·is quite a bit higher than the number of motor vehicle

·2· · · ·deaths, right?

·3· ·Q· ·So what he said was accurate on April 16th?

·4· ·A· ·Yes.· But --

·5· ·Q· ·(INDISCERNIBLE)

·6· ·A· ·-- as of June, it is no longer accurate, right, and so

·7· · · ·there's a factual error there, right?

·8· ·Q· ·But Dr. Warren didn't say June, he said April; isn't

·9· · · ·that correct?

10· ·A· ·That's true.· Yeah, but like he did, so you're right,

11· · · ·at that time, he was correct, but like two months

12· · · ·later, he was no longer correct, right?

13· ·Q· ·There are --

14· · · ·THE CHAIR:· · · · · · · ·Please --

15· ·Q· ·MR. KITCHEN:· · · · · ·-- (INDISCERNIBLE)

16· · · ·THE CHAIR:· · · · · · · ·-- Mr. Kitchen, I'm wondering

17· · · ·if Dr. Hu is referring to the second -- he said there

18· · · ·were two parts to the answer, one, what happened in

19· · · ·April, and then a broader generalization.· I think,

20· · · ·Dr. Hu, were you not saying that it's the broader

21· · · ·generalization that's not true?

22· ·A· ·Yeah, so the generalization he makes is -- I mean, and

23· · · ·like we can move off this, like I -- is like so the

24· · · ·risk of death due to COVID in persons under 60 is less

25· · · ·than the risk of death due to a motor vehicle fatality.

26· · · ·And while that was true in April, it is not true now,



·1· · · ·because we had a lot more COVID deaths, right?· And so

·2· · · ·that is like the sort of factual error.· I mean,

·3· · · ·regardless, I will -- yeah.

·4· ·Q· ·MR. KITCHEN:· · · · · ·Let me ask you this, Dr. Hu:

·5· · · ·There are 12 months between April 16th, 2020, and April

·6· · · ·16th, 2021, are there not?

·7· ·A· ·Yeah.

·8· ·Q· ·And there were 12 months in the year 2018, were there

·9· · · ·not?

10· ·A· ·M-hm.· Would you like me to calculate like a death by

11· · · ·month rate because -- okay, so, here, let's do this --

12· ·Q· ·Now, Dr. Hu, look, I didn't ask, and Mr. Maxston can

13· · · ·chime in here, I didn't ask you a question.

14· ·A· ·Sorry, my bad.

15· ·Q· ·You're asking me, Can I do this, and then you're

16· · · ·talking, and, you know, I've let you do that a lot, I

17· · · ·don't generally have an issue with that, but --

18· ·A· ·Sorry, but --

19· ·Q· ·-- the idea is that you --

20· ·A· ·-- (INDISCERNIBLE) --

21· ·Q· ·-- I ask a question and you answer it.· And that's

22· · · ·exactly why Mr. Maxston rightfully stepped in and said,

23· · · ·Well, you know, look, my witness --

24· ·A· ·Yeah.

25· ·Q· ·-- is answering a question that you asked.

26· ·A· ·Right, that's fair.



·1· ·Q· ·Now, in the next sentence, you accuse Dr. Warren of

·2· · · ·lacking, quote, a basic understanding of disease

·3· · · ·patterns.· Do you today stand by that accusation?

·4· ·A· ·Well, it's a little bit general accusation.· I don't

·5· · · ·know, like I -- maybe I won't say that anymore, right?

·6· · · ·Like I don't know Dr. Warren well enough.

·7· ·Q· ·So you don't stand by that accusation; do I have that

·8· · · ·right?

·9· ·A· ·Yes.· I don't anymore.· It's too general.· It's too

10· · · ·like general in my writing.

11· ·Q· ·It must surprise you that someone who you up until just

12· · · ·now said has no basic understanding of disease patterns

13· · · ·has written a seven-page report about COVID that

14· · · ·contains 98 citations to academic literature, doesn't

15· · · ·it?

16· ·A· ·No, I mean, like -- like I said, like I -- I will

17· · · ·retract my statement as I think he has no understanding

18· · · ·of disease patterns, and, fair.· I mean I think he has

19· · · ·a lot of citations, but I think, yeah, when it comes to

20· · · ·the whole masking thing, which is the thing we should

21· · · ·be focusing on, which is the purpose of this

22· · · ·discussion, right, I disagree with, you know, his

23· · · ·findings.

24· ·Q· ·So it doesn't surprise you that he's created a

25· · · ·seven-page report with 98 citations to academic

26· · · ·literature about COVID?



·1· ·A· ·No.· Does it surprise me?· No, because -- yeah.

·2· ·Q· ·Your report contains 22 citations to academic

·3· · · ·literature; isn't that right?

·4· ·A· ·M-hm.· Yes.

·5· · · ·MR. KITCHEN:· · · · · · ·Those are my questions.

·6· ·A· ·Thank you.· Sorry, for being so long-winded again,

·7· · · ·Mr. Kitchen.

·8· · · ·THE CHAIR:· · · · · · · ·Thank you, Dr. Hu.· We will

·9· · · ·now turn the floor back to Mr. Maxston for his -- any

10· · · ·redirect.

11· · · ·MR. MAXSTON:· · · · · · ·Thank you.

12· · · ·Mr. Maxston Re-examines the Witness

13· ·Q· ·MR. MAXSTON:· · · · · ·I'm just going to start with a

14· · · ·question, Dr. Hu, about the Pandemic Directive, which

15· · · ·is Exhibit C-22 --

16· ·A· ·Okay.

17· ·Q· ·I'll let you just get to that, and I'm looking at -- in

18· · · ·specific, I'm looking at page 8.· While --

19· ·A· ·Yeah.

20· ·Q· ·-- you're getting to that, there was a discussion

21· · · ·between you and Mr. Kitchen about the type of masks

22· · · ·that are -- really, you're referring to, and I think a

23· · · ·discussion about the blue medical clinical mask.· I'll

24· · · ·just take you to the heading "PPE Requirements" and --

25· ·A· ·Yeah.

26· ·Q· ·-- the first black dot says:· (as read)



·1· · · · · · Surgical or procedure masks are the minimum

·2· · · · · · acceptable standard.

·3· · · ·And you'd agree that's appropriate?

·4· ·A· ·Yes.

·5· ·Q· ·There was a discussion between you and Mr. Kitchen

·6· · · ·about how the CMOH orders come about and Cabinet and

·7· · · ·other considerations, regardless of the development

·8· · · ·process of CMOH orders, they're to be followed, aren't

·9· · · ·they?

10· ·A· ·Yes.· They are legally binding, I believe, so ...

11· ·Q· ·There was, I found, a surprising comment, a surprising

12· · · ·question from Mr. Kitchen that chiropractic offices

13· · · ·aren't true health care settings, and I think you

14· · · ·responded pretty vigorously to that, but I just want to

15· · · ·be clear, is there any doubt in your mind that

16· · · ·chiropractic offices are health care settings?

17· ·A· ·No.

18· ·Q· ·Patients are treated, diagnoses --

19· ·A· ·Yes.

20· ·Q· ·-- diagnoses are made, and that, in fact --

21· · · ·MR. KITCHEN:· · · · · · ·Chair, hold on a second, I --

22· · · ·this was the same line of questioning that I was doing

23· · · ·that Mr. Maxston objected to on the basis that,

24· · · ·ultimately, Dr. Hu doesn't know what goes on in a

25· · · ·chiropractic office, and he's not qualified as an

26· · · ·expert to comment on what goes on in --



·1· · · ·MR. MAXSTON:· · · · · · ·I'll skip on, I'll skip on.

·2· ·Q· ·MR. MAXSTON:· · · · · ·You made comments about there

·3· · · ·being a higher risk -- pardon me, that there are higher

·4· · · ·risk settings in the health care world that -- than

·5· · · ·there are in the community setting; is that correct?

·6· ·A· ·Yes.

·7· ·Q· ·You talked about things like duration of contact is

·8· · · ·important, the number of patients you might see, and

·9· · · ·although you're not a chiropractor, you used an example

10· · · ·of eight people a day as a patient load.· If any health

11· · · ·care professional, whether it's a chiropractor or a

12· · · ·dentist or whoever, sees 16 or 32 patients, the risk

13· · · ·would go up for COVID transmission, wouldn't it?

14· ·A· ·Yes.

15· ·Q· ·So if someone like Dr. Wall was seeing 32 patients a

16· · · ·day would be different -- more risky than if he was

17· · · ·seeing 8 patients, just to use your hypothetical?

18· ·A· ·Yes.

19· ·Q· ·You talked about there is a spectrum about what sick

20· · · ·is, and I think, very importantly, you said, And what

21· · · ·people perceive as sick.· And I'm going to suggest to

22· · · ·you that people may not know when they're sick; that's

23· · · ·the whole concept of asymptomatic?

24· ·A· ·Yes, definitely.

25· ·Q· ·And isn't that why we have things like what are called

26· · · ·universal precautions, so that when someone comes into



·1· · · ·a dentist's office, the dentist says, I'm going to

·2· · · ·assume you've got Hep B, Hep C, or whatever, we always

·3· · · ·use universal precautions?

·4· ·A· ·Yes, yeah, that is a term used in infection prevention

·5· · · ·and control, just the basics for everybody.

·6· ·Q· ·You made a statement, and I'm going to paraphrase here,

·7· · · ·but I think I've got the wording right, the more people

·8· · · ·you interact with and the longer you interact with them

·9· · · ·and the closer you are, the greater the risk of COVID

10· · · ·transmission; is that correct?

11· ·A· ·That's correct.

12· ·Q· ·So if I'm a dentist or a physician or a chiropractor,

13· · · ·and I have closer contact, see more people, have a

14· · · ·longer duration with them, the risk of COVID is going

15· · · ·to increase?

16· ·A· ·Yes.

17· ·Q· ·Or transmission, okay.

18· ·A· ·Yeah.

19· ·Q· ·There was a discussion you had with Mr. Kitchen about

20· · · ·bacterial infection references and some historical

21· · · ·references in your paper, but I want to be clear, your

22· · · ·paper focuses on masking and COVID and efficacy of

23· · · ·masking?

24· ·A· ·Yes.

25· ·Q· ·There was another lengthy exchange between you and

26· · · ·Mr. Kitchen about exemptions to masking, and I just



·1· · · ·want to be absolutely clear on this point, because I

·2· · · ·think the discussion boiled down to one comment on your

·3· · · ·part -- or one theme on your part, there should not be

·4· · · ·exemptions to masking in health care settings in the

·5· · · ·overwhelming majority of situations?

·6· ·A· ·Yeah, but I will take -- Dr. -- that Mr. Kitchen's

·7· · · ·projective for health care workers, right, like a lot

·8· · · ·of patients can't wear masks or, you know, their

·9· · · ·mental -- like, you know, so I'm not going to deny

10· · · ·treatment to an acutely psychotic person coming into

11· · · ·the emerg without a mask on, right?

12· ·Q· ·Yeah, and let me be more clear, there should be no

13· · · ·exemptions for health care workers in health care

14· · · ·settings?

15· ·A· ·Yes.

16· ·Q· ·You had a discussion with Mr. Kitchen about -- and,

17· · · ·again, I'm going to paraphrase -- it would have been

18· · · ·better if the CMOH orders had provided more detail

19· · · ·about exemptions; is that your recollection?

20· ·A· ·Yes.

21· ·Q· ·Ideally, you would want, I'm assuming, some criteria

22· · · ·for what a medical exemption is?

23· ·A· ·Yes.

24· ·Q· ·And a process for getting it, who you get it from, and

25· · · ·who that person is and how qualified they are?

26· ·A· ·Yes.



·1· ·Q· ·I think you, would it be fair to say that when you get

·2· · · ·a medical exemption, you would want some rigour

·3· · · ·involved in that exemption process?

·4· ·A· ·Yes, ideally.

·5· ·Q· ·You would want testing, diagnosis, interaction with the

·6· · · ·patient?

·7· ·A· ·Yes, ideally.

·8· ·Q· ·You'd want to avoid quickie, one-line diagnoses or

·9· · · ·exemptions?

10· ·A· ·Yes.

11· ·Q· ·Would it be fair to say that a physician, for example,

12· · · ·shouldn't self-diagnosis his own or her own exemption

13· · · ·from COVID?

14· ·A· ·Yes, for various reasons, but yes.

15· ·Q· ·Okay.· And, particularly, let's say if it was a

16· · · ·physiotherapist, a nonphysician, that person shouldn't

17· · · ·be self-diagnosing their medical exemption for COVID?

18· ·A· ·No.

19· ·Q· ·And can you tell me why?

20· ·A· ·Well, I mean, I -- in the same way that I, you know,

21· · · ·generally do not know very much about the practice

22· · · ·of -- you know, like the skill set, knowledge of being

23· · · ·a physiotherapist or a chiropractor, you know, so too I

24· · · ·imagine most physiotherapists don't know as much about,

25· · · ·let's say, providing medical exemptions for masks,

26· · · ·respiratory illness, all those things as compared to at



·1· · · ·the doctor or a physician, it's just how you're trained

·2· · · ·and what you do.

·3· ·Q· ·So if you had someone who thought they might have an

·4· · · ·anxiety disorder, they should get that diagnosed by

·5· · · ·someone who has knowledge and training and experience

·6· · · ·in anxiety disorders?

·7· ·A· ·Yes.

·8· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions,

·9· · · ·Mr. Chair.

10· · · ·MR. KITCHEN:· · · · · · ·Mr. Chair, there were some new

11· · · ·questions there that weren't in response to my

12· · · ·questions.· I'd like a chance, and this is what I'm

13· · · ·going to ask you, I'd like a chance just to ask one or

14· · · ·two questions based on what I saw as new questions that

15· · · ·were not in response to my questions.

16· · · ·MR. MAXSTON:· · · · · · ·I wouldn't have a problem with

17· · · ·that, Mr. Kitchen.

18· · · ·THE CHAIR:· · · · · · · ·Okay.

19· · · ·Mr. Kitchen Re-cross-examines the Witness

20· ·Q· ·MR. KITCHEN:· · · · · ·Prior to May 14th, 2021,

21· · · ·nothing in the CMOH orders said that a third-party

22· · · ·diagnosis was required for those who felt that they

23· · · ·fell within the exemption clauses in the CMOH orders as

24· · · ·far as masking is concerned; is that correct?

25· ·A· ·I believe you.· I'd have to go into the CMOH orders and

26· · · ·just double-check, but I think you're right from my



·1· · · ·experience.

·2· ·Q· ·Why don't I put one to you.

·3· ·A· ·Sure.

·4· ·Q· ·I've got to find one here, that's only fair, and I

·5· · · ·think May 14th is the right date upon which the CMOH

·6· · · ·issued a new order specifying who can grant exemptions

·7· · · ·and the criteria for granting them and all of that.

·8· · · ·Would you agree with me that it was on or around May

·9· · · ·14th that happened?

10· ·A· ·Do you have the CMOH order that did that?

11· ·Q· ·No, I don't.

12· ·A· ·Oh, well, I (INDISCERNIBLE) --

13· ·Q· ·But what I have -- but what I do have is CMOH orders

14· · · ·prior to May 14th, 2021.· Find one here.· So, for

15· · · ·example, CMOH Order 38-2020; are you familiar with that

16· · · ·one?

17· ·A· ·Yes, we talked about that one yesterday, I believe.

18· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, that's actually

19· · · ·an exhibit, if you want to go to that, it's D-8.

20· · · ·MR. KITCHEN:· · · · · · ·It is?· Thank you.· It's D-8.

21· ·Q· ·MR. KITCHEN:· · · · · ·Yes, we talked --

22· · · ·THE CHAIR:· · · · · · · ·'D' or 'E'?

23· · · ·MR. KITCHEN:· · · · · · ·'D', it should be 'D', should

24· · · ·be D-8, that sounds familiar.· I've got my exhibit book

25· · · ·over here.· Yeah, it's D-8.

26· ·Q· ·MR. KITCHEN:· · · · · ·Okay, so this is the first



·1· · · ·CMOH order that brings in province-wide mandated

·2· · · ·masking, and Dr. Hu, if I could just take you to, and

·3· · · ·you were here yesterday, I believe --

·4· ·A· ·M-hm.

·5· ·Q· ·-- Part 4 says "Masks", if we go down to Section 27, it

·6· · · ·says:· (as read)

·7· · · · · · A person must wear a mask at all times.

·8· · · ·Do you see that there?

·9· ·A· ·Yeah, section -- this is on page 6 of 8 of the --

10· ·Q· ·That's on page 6, and we're at Section 26, it says:

11· · · ·(as read)

12· · · · · · Subject to Section 27, a person must wear a

13· · · · · · mask.

14· · · ·And then Section 27 says:· (as read)

15· · · · · · Section 26 does not apply to a person

16· · · · · · attending an indoor public place if the

17· · · · · · person ...

18· · · ·And then there's above, I don't know what, about ten --

19· · · ·eight or ten different exemptions there, one of which

20· · · ·is 'C', it says:· (as read)

21· · · · · · Is unable to wear a face mask due to a mental

22· · · · · · or physical concern or limitation.

23· · · ·You see that there, correct?

24· ·A· ·Yeah.

25· ·Q· ·Now, would you agree with me that in this order and

26· · · ·subsequent orders up until around -- on or around May



·1· · · ·14th, 2021, there was no requirement in the CMOH that

·2· · · ·anybody who is unable, pursuant to Section 27(c),

·3· · · ·"unable to wear a face mask due to a mental or physical

·4· · · ·concern or limitation" get third-party authorization

·5· · · ·for that inability?

·6· ·A· ·Can I ask you a question about this actually?· So my

·7· · · ·read of Section 27, like this is a broader thing to

·8· · · ·sort of indoor public places, right?· I think we should

·9· · · ·look at the CMOH orders that talk about community

10· · · ·health settings as opposed to general --

11· ·Q· ·Yes, that's right.

12· ·A· ·Yeah, and so 27 is indoor public places, which is not

13· · · ·the same.

14· ·Q· ·That's right, that's right.· And so what I'm asking you

15· · · ·about is 38; I'm not asking you about 16.

16· ·A· ·Okay.

17· ·Q· ·I'm asking you about 38-2020.· So you would agree with

18· · · ·me in 38-2020 and in 40 -- I think it's 40-2020,

19· · · ·42-2020, 02-2021, et cetera, all the way up until May

20· · · ·14th, 2021, you would agree with me that there was no

21· · · ·requirement in the CMOH orders for a person saying

22· · · ·they're unable to wear a mask to get any type of

23· · · ·third-party medical verification of that inability?

24· ·A· ·I trust you.· Like, I mean, I -- like I don't -- I

25· · · ·would have to read in greater detail all these orders,

26· · · ·but let's assume I agree with you.· I mean, I -- yeah.



·1· ·Q· ·Well, you did speak at length yesterday about the CMOH

·2· · · ·orders, correct?

·3· ·A· ·I did, yes, but they're quite long, and I don't

·4· · · ·remember every single clause in the CMOH order.

·5· ·Q· ·I understand, but you did say you are fairly familiar

·6· · · ·with them, generally speak --

·7· ·A· ·Yes.

·8· ·Q· ·And you're familiar with the mandatory mask portions of

·9· · · ·the CMOH orders?

10· ·A· ·Yes, and I'm familiar, in particular, with actually the

11· · · ·problems that were caused by not providing guidance

12· · · ·around what constitutes an exemption and how to get

13· · · ·one.· I'm more familiar (INDISCERNIBLE) --

14· ·Q· ·And that's (INDISCERNIBLE) --

15· · · ·(INDISCERNIBLE - OVERLAPPING SPEAKERS)

16· ·A· ·-- yeah.

17· ·Q· ·Go ahead.

18· ·A· ·I just don't remember what date, like, that was

19· · · ·changed, but you're right, I'm familiar with the fact

20· · · ·that like in -- on the series -- I agree with you, in

21· · · ·the series of initial CMOH orders, they talk about the

22· · · ·exemption, they didn't provide like criteria for an

23· · · ·exemption or like who to get an exemption from.· It was

24· · · ·broadly assumed that people would have to go to their

25· · · ·family doctor to get an exemption.· Family doctors were

26· · · ·getting lots of questions about exemptions, and they



·1· · · ·were confused about what to do, and that caused a bit

·2· · · ·of chaos.

·3· ·Q· ·And by the way, it's okay to answer my questions with,

·4· · · ·I don't know.· If you --

·5· ·A· ·Yeah, okay.

·6· ·Q· ·-- do, I'll leave you alone, if you give me that

·7· · · ·answer --

·8· ·A· ·Yeah, yeah, yeah.

·9· ·Q· ·-- (INDISCERNIBLE) with you because you know a lot, but

10· · · ·if you do --

11· ·A· ·Yeah, no, but I don't know, you're right, I don't know,

12· · · ·so there you go --

13· ·Q· ·Okay, so your answer is to -- my question was is there

14· · · ·a requirement in CMOH Order 38-2020 to get the

15· · · ·third-party authorization of that inability to wear a

16· · · ·mask, is your answer yes, no, or I don't know?

17· ·A· ·I don't know, but I'm flipping through this, and I'm

18· · · ·going to assume -- like I trust you that I -- I don't

19· · · ·know, but I believe that you -- like I trust you that I

20· · · ·don't think there is one based -- because you're saying

21· · · ·there isn't.

22· ·Q· ·Well, no, I'm asking you.

23· ·A· ·Well, I don't know, but now I'm just --

24· ·Q· ·If your answer is, I don't know, that's okay, but your

25· · · ·answer shouldn't be you trust me.

26· ·A· ·Oh, really?· Okay, well, I don't know then.· But now



·1· · · ·I'm reading it.· Okay, I mean, now I would say, yes,

·2· · · ·there's no like specific criteria.· I just like

·3· · · ·scrolled through the whole order again.

·4· ·Q· ·And you would agree with me that it was in the month of

·5· · · ·May 2021 that that new criteria came in?

·6· ·A· ·I don't know.· I'm trying to look through the actual

·7· · · ·CMOH order that led to that one, but I don't know, and

·8· · · ·I'm trying to find the CMOH order specifically.

·9· ·Q· ·I don't know if it's an exhibit in this case.· It

10· · · ·wouldn't -- I don't think it would be difficult to make

11· · · ·it one; it's a CMOH order.

12· ·A· ·Yeah, yeah, it's not.· I'm just looking for it in the

13· · · ·list of CMOH orders.

14· ·Q· ·Well, if you have -- I have a list, but you might have

15· · · ·a better one.

16· ·A· ·This is from the Alberta Health website.

17· ·Q· ·I remember the date, but not the number of the CMOH

18· · · ·order.

19· ·A· ·They're hard to track, just so many of them.

20· · · ·Anyways --

21· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, it's Mr. Maxston,

22· · · ·I'm not going to take issue with this point, the CMOH

23· · · ·orders are the CMOH orders.· If I can respectfully

24· · · ·suggest, you can go on with your questions, you're not

25· · · ·going to hear from me later on there wasn't a CMOH

26· · · ·order that spoke at some time, at some date with some



·1· · · ·type of criteria if you produce that order, so I --

·2· · · ·just in the interest of time, I thought I'd make that

·3· · · ·comment.

·4· · · ·MR. KITCHEN:· · · · · · ·Well, maybe I'll produce it,

·5· · · ·because it seems like it's probably going to be good

·6· · · ·to.· No, that was it.· That's all I wanted to ask.

·7· ·A· ·Thank you.

·8· · · ·THE CHAIR:· · · · · · · ·Okay, Dr. Hu, thank you very

·9· · · ·much.· I would ask you to just bear with us; we're

10· · · ·going to have a brief recess while the Hearing Tribunal

11· · · ·Members caucus to see if we have any questions of you,

12· · · ·so --

13· ·A· ·Sure.

14· · · ·THE CHAIR:· · · · · · · ·-- just give us a couple

15· · · ·minutes here, and we will be back.· Get up and have a

16· · · ·stretch if you want.· We'll be back before long.· Thank

17· · · ·you.

18· ·A· ·Thank you.

19· · · ·(ADJOURNMENT)

20· · · ·Discussion

21· · · ·THE CHAIR:· · · · · · · ·Dr. Hu, the Hearing Tribunal

22· · · ·has met, and we do not have any further questions for

23· · · ·you, so I will take this opportunity to thank you very

24· · · ·much for your time and your testimony.· I'm sure you're

25· · · ·a busy man, and I'm sure we all wish you continued

26· · · ·success in dealing with this particular problem at this



·1· · · ·time.· And I will also apologize if I mispronounced

·2· · · ·your name.· I apparently called you Dr. Ho, which is

·3· · · ·unforgivable.· But anyway, thank you, and you're free

·4· · · ·to go, and hopefully we won't need to call you back.

·5· ·A· ·Yeah, no, no, thank you so much for having me, and I'm

·6· · · ·sorry for talking over people, Karoline, and it was a

·7· · · ·pleasure to meet you all, and sorry for being

·8· · · ·long-winded and all that jazz, but have a good day.

·9· · · ·THE CHAIR:· · · · · · · ·Thank you, take care.

10· ·A· ·Bye.

11· · · ·THE CHAIR:· · · · · · · ·Bye.

12· · · ·(WITNESS STANDS DOWN)

13· · · ·THE CHAIR:· · · · · · · ·So it's 12:15.· Mr. Maxston,

14· · · ·is your next witness available for 1:00, or do we know

15· · · ·that?

16· · · ·MR. MAXSTON:· · · · · · ·He is.· I can certainly make

17· · · ·him available for 1, and that would be Dr. Halowski.

18· · · ·THE CHAIR:· · · · · · · ·Yes, I think that's the next

19· · · ·step; is that correct?· So why --

20· · · ·MR. MAXSTON:· · · · · · ·Yes.

21· · · ·THE CHAIR:· · · · · · · ·-- don't we meet -- did you

22· · · ·have any thoughts, Mr. Kitchen?

23· · · ·MR. KITCHEN:· · · · · · ·Well, I prefer an hour for

24· · · ·lunch, but I think most people prefer to have a quick

25· · · ·lunch and get out of here sooner, so I'm fine with

26· · · ·that.



·1· ·THE CHAIR:· · · · · · · ·If we want to take an hour, we

·2· ·can take an hour, that's ...

·3· ·MR. MAXSTON:· · · · · · ·I have no problem, neither

·4· ·does my client with taking an hour break.· We had a

·5· ·pretty intense morning, so we're in your hands,

·6· ·Mr. Chair.

·7· ·THE CHAIR:· · · · · · · ·Okay, well, let's reconvene at

·8· ·1:15 with Dr. Halowski.· I think you're right, it was a

·9· ·fairly full morning, and it would be good to get away

10· ·from the computer screen and the pen and paper for a

11· ·little while.· So thanks everybody, we'll see you at

12· ·1:15, and we are now in recess until 1:15 for the

13· ·record.

14· ·_______________________________________________________

15· ·PROCEEDINGS ADJOURNED UNTIL 1:15 PM

16· ·_______________________________________________________
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24· ·(PROCEEDINGS RECOMMENCED AT 1:18 PM)

25· ·THE CHAIR:· · · · · · · ·This Hearing Tribunal is back

26· ·in session.· It's 1:15, and I believe we are at the



·1· · · ·point where Mr. Maxston on behalf of the College

·2· · · ·Complaints Director will have Dr. Todd Halowski take

·3· · · ·the stand to provide testimony.

·4· · · · · · Dr. Halowski, I'm going to ask the court reporter

·5· · · ·to swear or affirm you in, whichever is your

·6· · · ·preference.

·7· ·A· ·I'm happy to affirm.

·8· · · ·DR. TODD HALOWSKI, Affirmed, Examined by Mr. Maxston

·9· ·Q· ·MR. MAXSTON:· · · · · ·Good afternoon, Dr. Halowski.

10· · · ·MR. MAXSTON:· · · · · · ·Just for the Tribunal's

11· · · ·benefit, I'm going to be asking Dr. Halowski questions

12· · · ·in six areas.· The first is some -- the first area is

13· · · ·some very brief questions about his background.· The

14· · · ·second area is going to be some questions, again

15· · · ·relatively brief, about his role as Registrar at the

16· · · ·College.· Third area I will be asking questions about

17· · · ·is generally the functions of the College.· The fourth

18· · · ·area I'm going to ask questions about are the

19· · · ·educational background for chiropractors and to ask

20· · · ·Dr. Halowski to discuss briefly the educational

21· · · ·information the College has on its registration file

22· · · ·for Dr. Wall.· The fifth area I'm going to take

23· · · ·Dr. Halowski to are the CMOH orders and the Pandemic

24· · · ·Directive and what I will call the ACAC notices and web

25· · · ·blasts and things that were sent out to the members,

26· · · ·which are Exhibits C-1 to C-22.· And then the final



·1· · · ·sixth area I'll be asking questions of Dr. Halowski

·2· · · ·about is his specific involvement in the Wall

·3· · · ·complaint.

·4· · · · · · So skipping to the first area then, Dr. Halowski,

·5· · · ·I understand that you are the Registrar for the

·6· · · ·College.· Are you also a licensed practicing

·7· · · ·chiropractor?

·8· ·A· ·I am.

·9· ·Q· ·Can you tell me about what your chiropractic education

10· · · ·is and your employment history in the profession?

11· ·A· ·Yeah, I graduated from Palmer College of Chiropractic

12· · · ·in 2005.· Since then, I entered private practice in

13· · · ·September of 2005 and have been a practicing

14· · · ·chiropractor until 2019, when I left full-time practice

15· · · ·and became the Registrar of the College.

16· · · · · · I am still currently practicing in a part-time

17· · · ·capacity, with my role as Registrar demanding the

18· · · ·majority of my time, and right now I'm practicing part

19· · · ·time in Sherwood Park as an associate in a clinic.

20· ·Q· ·Thank you.· Going to the secondary, I think you

21· · · ·mentioned you became Registrar in 2019 then?

22· ·A· ·M-hm, yes.

23· ·Q· ·Okay, can you tell me before you became Registrar, did

24· · · ·you have any positions or other involvement with the

25· · · ·College?

26· ·A· ·Yeah.· I had started volunteering with the College I



·1· · · ·think in 2007 or 2008 -- or with the ACAC.· At that

·2· · · ·time, I was on a fee negotiating committee, which is an

·3· · · ·association activity versus the College.

·4· · · · · · In 2014, I was asked to become an investigator for

·5· · · ·the ACAC, which is a College activity.· I received

·6· · · ·investigator training with Field Law at the time, and I

·7· · · ·think I started into investigations shortly thereafter,

·8· · · ·where we would participate as an investigator under

·9· · · ·Part 4 of the HPA.· In 2015, I was trained also as a

10· · · ·member of a -- to be a member of a hearing tribunal.

11· · · ·During that time, I actively participated in

12· · · ·investigations but never served as a member of the

13· · · ·hearing tribunal.

14· ·Q· ·Now, I understand you have the title of Registrar and

15· · · ·you carry out Registrar duties, but there is also a,

16· · · ·I'll call it a management or administration function

17· · · ·you carry out as well.· Can you tell me what -- first

18· · · ·of all, what your duties are as Registrar?

19· ·A· ·Yeah, the Registrar, we primarily focus -- that role

20· · · ·primarily focuses on registration and registration

21· · · ·decisions and also membership renewal in a year, so

22· · · ·we're making sure that those people that are joining

23· · · ·the profession meet the requirements that are set out

24· · · ·by council or under the Health Professions Act, and

25· · · ·then we also, for renewal, we perform that same duty,

26· · · ·and that would be very specific to the Registrar role.



·1· · · · · · Beyond that, I'm also the director of regulatory,

·2· · · ·and in that capacity, I oversee the regulatory programs

·3· · · ·administered by the College.· Specifically, I look

·4· · · ·at -- I work with the complaints, and I am aware of

·5· · · ·what's going on in the complaints department, I work in

·6· · · ·the continuing competence.· I also oversee things like

·7· · · ·professional corporation and some of the other duties

·8· · · ·that go on on an ongoing basis like professional

·9· · · ·corporation renewal and membership renewal and the

10· · · ·other things that go on in a year that the College

11· · · ·administers on behalf of the members.

12· ·Q· ·You've helpfully gone to my second area of questioning

13· · · ·here, which is what your other duties are over and

14· · · ·above Registrar.· In your -- I'll call it your

15· · · ·management or administration duties you described, do

16· · · ·you work with council at all?

17· ·A· ·Yes, I attend all council meetings, and one of the

18· · · ·roles that I have is, because I am a clinician, I

19· · · ·advice council on clinical matters as well, so for

20· · · ·consideration.· Our council is composed right now of

21· · · ·six chiropractors and two public members.· We are

22· · · ·waiting for more public members to be appointed so that

23· · · ·that does go to an equal representation.

24· · · · · · So my role is also in providing practice

25· · · ·information and being a consultant to council on areas

26· · · ·of that and advising council on policy -- recommending



·1· · · ·policy to support the safe practice of chiropractic in

·2· · · ·the Province of Alberta.

·3· ·Q· ·And I take it -- I'm going to take you to Pandemic

·4· · · ·Directive in a few minutes, but I take it you were

·5· · · ·given assignments from time to time to become involved

·6· · · ·on certain projects and things like that?

·7· ·A· ·That is a hundred percent correct.

·8· ·Q· ·Okay, I'm going to go to my third area of questioning,

·9· · · ·which is just to talk a little bit about the College.

10· · · ·Can you explain the role of the College and what its

11· · · ·mandate is?

12· ·A· ·Absolutely.· The best -- you know, if we look at it

13· · · ·very high level, a college, a regulatory college has

14· · · ·two duties:· Protection of the public and professional

15· · · ·competence.· And at a high level, protection of the

16· · · ·public comes down to setting standards, Codes of Ethics

17· · · ·and bylaws that set the guidelines and direction that

18· · · ·members must follow when they're practicing.

19· · · · · · And then there's the whole aspect of complaints

20· · · ·that a college oversees.· So when a complaint or

21· · · ·concern comes from the public, how we address it and

22· · · ·how we respond is one of the primary functions that is

23· · · ·in the Health Professions Act.

24· · · · · · And then the other is the competence component, is

25· · · ·identifying the competence programs that are there, how

26· · · ·they're operating, is it meeting the intended goals,



·1· · · ·highlighting what competencies may need extra attention

·2· · · ·from members due to -- our practice visit program will

·3· · · ·observe patterns or trends in practice, and that may

·4· · · ·result in recommendations to counsel on ways that we

·5· · · ·can improve the competence requirements that the

·6· · · ·profession meets as part of being a regulated member.

·7· ·Q· ·In keeping with your comment about sort of a high-level

·8· · · ·view of the College and its role, I don't need you to

·9· · · ·go to this section of the HPA, the Health Professions

10· · · ·Act; are you familiar with Section 3 of the HPA?

11· ·A· ·That is -- that defines specifically the roles that a

12· · · ·college must fulfil or the reason that we exist.

13· ·Q· ·Is public protection part of the College's role?

14· ·A· ·That is -- absolutely.· That's -- when we talk about

15· · · ·that public protection is our -- the primary mandate

16· · · ·that we have is making sure that we are producing -- or

17· · · ·protecting the public in -- is our primary

18· · · ·consideration.

19· ·Q· ·You talked a few minutes ago about the College creating

20· · · ·bylaws and Standards of Practice and Codes of Ethics,

21· · · ·is the creation of a Code of Ethics and a Standard of

22· · · ·Practice is that a mandatory duty under the HPA?

23· ·A· ·Yes, it is.· It's mandatory, and they need to be

24· · · ·consulted with members but adopted by council, and once

25· · · ·they are adopted, they do become binding upon the

26· · · ·membership.· And it's the standard under which, when we



·1· · · ·look at it, that we enforce conduct based on the

·2· · · ·Standards of Practice.· And some people look at

·3· · · ·standards are -- you know, really, one of the

·4· · · ·considerations there that's really important, and it's

·5· · · ·a discussion often is that they're meant to be the

·6· · · ·minimal acceptable level of performance that our

·7· · · ·members must meet.

·8· ·Q· ·Okay.· I'll get to this later in some more detail,

·9· · · ·questioning with you on the Pandemic Directive and some

10· · · ·other things, but are some of those Standards of

11· · · ·Practice, are they mandatory in nature?

12· ·A· ·That's a great question.· I would say all Standards of

13· · · ·Practice are meant to be mandatory.· There is specific

14· · · ·languaging in them that highlights -- when we see the

15· · · ·word "must", they are mandatory; that is an absolute

16· · · ·that must be followed.

17· · · · · · Sometimes you'll see the word "may", which is

18· · · ·meant to leave that to the professional judgment of the

19· · · ·member, and so -- but they are meant to define

20· · · ·practice.

21· ·Q· ·I'm going to move to then the fourth area of questions

22· · · ·I wanted to chat with you about, and that is, again,

23· · · ·the educational background for chiropractors generally

24· · · ·and what Dr. Wall's education is reflected in the

25· · · ·College's records.· So I'll just start off with a

26· · · ·general question, are you familiar with the education



·1· · · ·generally required to become licensed as a

·2· · · ·chiropractor?

·3· ·A· ·Absolutely.· Yeah, would you like me to describe that

·4· · · ·for you?

·5· ·Q· ·Yeah, if you could.

·6· ·A· ·Absolutely.· So the majority of chiropractors are

·7· · · ·trained here in North America.· Most, who are in the

·8· · · ·entry school, have some form of undergrad education

·9· · · ·with -- meaning they'll have a Bachelor's degree or

10· · · ·some have advanced degrees in Masters of Science or

11· · · ·other components.

12· · · · · · A chiropractic program has very set requirements

13· · · ·to go through that are defined by the council -- well,

14· · · ·they're defined by the regulators, but they're put

15· · · ·forward by the council on chiropractic education, and

16· · · ·chiropractic colleges are -- must be accredited, or a

17· · · ·chiropractor that practices must be accredited and

18· · · ·leave an institution that's accredited in order to be

19· · · ·eligible to licence in Alberta.

20· · · · · · And so -- but those requirements cover over

21· · · ·aspects of delivery of health care and broad ranges of

22· · · ·topics that prepare us to be clinicians.

23· ·Q· ·As part of the education that chiropractors receive to

24· · · ·get their degree, is there a required component for

25· · · ·public health education?

26· ·A· ·There is, yeah.· So we do have a very, very -- we do



·1· · · ·have two courses that may apply.· We have one in kind

·2· · · ·of microbiology, which is a component that is

·3· · · ·considered.· And then we actually have specific courses

·4· · · ·in public health, and more of an introductory -- I

·5· · · ·would call an introductory course.· They are not meant

·6· · · ·for chiropractors to be prepared to manage public

·7· · · ·health situations; it's meant to understand kind of the

·8· · · ·implications of public health and to understand how our

·9· · · ·role is relative to public health.

10· ·Q· ·Are there any specific training or educational

11· · · ·requirements then in any of these approved programs

12· · · ·relating to infection prevention and control, for

13· · · ·example?

14· ·A· ·There would be, relative to practice, there would be

15· · · ·things like hand hygiene and so on like this.· Never

16· · · ·during our training initially would we have been

17· · · ·exposed to things like PPE or personal protective

18· · · ·equipment.· It wasn't a consideration because

19· · · ·chiropractors are not typically working with an

20· · · ·infectious population; you know, we're not having

21· · · ·people come in that could be highly infectious or

22· · · ·contagious with different things.· So we tend to run

23· · · ·and work from that point of view of -- around

24· · · ·neuromusculoskeletal conditions.

25· · · · · · And so with that, PPE isn't typically used, nor do

26· · · ·we work with body fluids typically.· Gloves may be



·1· · · ·another thing we're exposed to; i.e., if we're working

·2· · · ·in or around the mouth or on the face in treating,

·3· · · ·chiropractors may use gloves to work with in the mouth

·4· · · ·or in intraoral situations.

·5· ·Q· ·Is there any required training then in these programs

·6· · · ·for how to address viral outbreaks or pandemics?

·7· ·A· ·I -- so I'll speak personally, I graduated in 2005.  I

·8· · · ·took my public health training in 2003 or 2004, and we

·9· · · ·were not advised to any such learning during education.

10· · · ·It is something that is, I would say, has been a gap in

11· · · ·our education up to now, and given the current

12· · · ·environment that may adapt, but I can't speak to that.

13· ·Q· ·I'm going to ask you a question about the chiropractic

14· · · ·profession sort of generally, but are there

15· · · ·chiropractors who take the position that chiropractic

16· · · ·care can strengthen the immune system?

17· ·A· ·There is.· That is an issue within the profession where

18· · · ·some chiropractors do believe that by providing

19· · · ·chiropractic care that they may prevent illness or

20· · · ·prevent infections.· We do know that there has been

21· · · ·research focused on that in the last couple of years

22· · · ·that has come out and said that there isn't evidence to

23· · · ·support the position that chiropractic care is an

24· · · ·effective treatment for many immune-based disorders

25· · · ·such as infections or common colds or flus.

26· ·Q· ·Okay, I'm going to switch gears a little bit here in



·1· · · ·this fourth area I'm asking you questions about.· Have

·2· · · ·you been able to review Dr. Wall's registration file

·3· · · ·with the College?

·4· ·A· ·I did go through and look at that just to confirm the

·5· · · ·details for this file, yeah.

·6· ·Q· ·Can you tell me where Dr. Wall was educated?

·7· ·A· ·Yeah, Dr. Wall was educated at Palmer College of

·8· · · ·Chiropractic in Iowa, the same place I was.

·9· ·Q· ·And do you know when he graduated?

10· ·A· ·On his transcripts, it identifies October 18th, 1996.

11· ·Q· ·And do you know when he became licensed with the

12· · · ·Alberta College?

13· ·A· ·Yeah, that, in our records, indicates that he was

14· · · ·originally -- his initial joining with the College was

15· · · ·December 2nd of 1996.

16· ·Q· ·Now, you mentioned before that you were involved in

17· · · ·managing the required continuing competence program for

18· · · ·chiropractors, and I should say that's a mandatory

19· · · ·requirement, to maintain your continuing competence?

20· ·A· ·M-hm.

21· ·Q· ·And to meet the College's requirements for continued

22· · · ·competence?

23· ·A· ·That's correct.· Yes, we have set requirements on an

24· · · ·annual basis, and so annually all chiropractors are

25· · · ·required to complete a minimum of 24 continuing

26· · · ·competence credits.· That's usually obtained through



·1· · · ·seeking further development in courses, seminars, or

·2· · · ·different things.· Those could focus on anywhere from

·3· · · ·assessment right through to treatment in that, or they

·4· · · ·could be more informationally based in their

·5· · · ·presentation.

·6· · · · · · And further, that we also currently have required

·7· · · ·recordkeeping, we have a required -- all members must

·8· · · ·demonstrate competence in first aid, right?· And then

·9· · · ·we -- since the introduction of Bill 21, all members

10· · · ·must annually demonstrate that they've taken trauma

11· · · ·informed training.

12· ·Q· ·When you look through Dr. Wall's continuing -- well, I

13· · · ·should go back, did you look through Dr. Wall's

14· · · ·continuing competence history with the College?

15· ·A· ·I have reviewed Dr. Wall's continuing competence

16· · · ·history in his profile, and in reviewing that, I did

17· · · ·look back to see what kind of continuing competence,

18· · · ·and there is no record of Dr. Wall completing any

19· · · ·continuing competence around the treatment of

20· · · ·infection, nor anything to do with practicing during a

21· · · ·pandemic or any kind of public health training.

22· ·Q· ·Okay.· I want to go to the next area of my questions

23· · · ·for you, which is the CMOH orders and the Pandemic

24· · · ·Directive.· I'm going to take you to the CMOH orders

25· · · ·specifically and the Pandemic Directive specifically,

26· · · ·but I'd just like you to begin with some -- giving me



·1· · · ·some background, some history about what was happening

·2· · · ·with the College in I believe late March of '20, 2020,

·3· · · ·and the CMOH orders that were coming out and what the

·4· · · ·status of the profession was at that point.

·5· ·A· ·Absolutely I can talk to that.· So in -- I think it was

·6· · · ·right around the middle of March where there -- you

·7· · · ·know, there was -- we started to see some notices

·8· · · ·coming from Dr. Hinshaw about the presence of the novel

·9· · · ·Coronavirus here in Alberta.· As that escalated, we

10· · · ·kind of watched -- on March 27th, CMOH order I think it

11· · · ·was 7 was issued that effectively closed all health

12· · · ·care except to urgent care.

13· · · · · · Once that came down, that was I think both a very

14· · · ·psychological blow to Albertans but also, speaking to

15· · · ·our profession, was a psychological blow to many of my

16· · · ·colleagues, right?· It was a very tough time to see us

17· · · ·shut down.· You know, it wasn't something that we

18· · · ·planned for, prepared for, would have expected in our

19· · · ·lifetime.

20· · · · · · One of the things that became very acutely aware

21· · · ·is that our members didn't have any skill set around

22· · · ·practicing in a pandemic, and there was a lot of

23· · · ·confusion.· This was novel.· There was a lot of

24· · · ·discussion around how it -- you know, the risk, the

25· · · ·severity, all those things like this, but one of the

26· · · ·things we set about doing as a college right away, and



·1· · · ·we advised council and were given direction to go in

·2· · · ·that direction is to prepare a guide or directive for

·3· · · ·members to follow during the pandemic so that they

·4· · · ·would know how to practice safely and have kind of a

·5· · · ·guideline to practice during a pandemic.

·6· · · · · · And so we set about doing the research, reviewing

·7· · · ·the documents that Alberta Health was publishing, other

·8· · · ·information that was available at that time.

·9· · · ·Ultimately though, we did look at Alberta Health as a

10· · · ·guide, because they were advising practice and health

11· · · ·care workers in the province on how to practice safely

12· · · ·during a pandemic.

13· ·Q· ·So that's late -- I think you said March 27, that's

14· · · ·late March where you're starting this effort or looking

15· · · ·at this question, this issue.· Did you consult with any

16· · · ·other regulators in the province or outside the

17· · · ·province about what they were doing for the -- their

18· · · ·response to pandemic issues?

19· ·A· ·Absolutely.· During that time, in Alberta, there's

20· · · ·something called the Alberta Federation of Regulated

21· · · ·Health Professions, and that would be kind of like --

22· · · ·it's like a -- I don't want to call it a working group,

23· · · ·but it's a federation, we actually work together and

24· · · ·address issues together.· And many regulators face

25· · · ·common issues, and so I know there was discussions

26· · · ·going on amongst Alberta regulators in that group on



·1· ·exactly the impact to the environment introduced by the

·2· ·novel Coronavirus.

·3· · · · Also at that time, the ACAC as a member of the

·4· ·FCC, which is the Federation of Chiropractic Colleges,

·5· ·which is all the Canadian chiropractic regulators

·6· ·across the country.· And all provinces were shut down

·7· ·at that time as a result of Coronavirus, and so why

·8· ·was -- one of the things that we were doing was sharing

·9· ·what we were looking at in developing.

10· · · · And during that time, in Alberta, we're really

11· ·lucky, we actually have one of our members, who is a

12· ·published microbiologist who we were able to consult

13· ·with, we consulted with our competence committee,

14· ·because we really wanted to contextualize how to

15· ·practice safely during the pandemic to chiropractors

16· ·and make those considerations.

17· · · · So we consulted with regulators to understand kind

18· ·of the environment, the Alberta regulators, which are

19· ·not chiropractors, but every other profession, on

20· ·practicing safely, and then we consulted with

21· ·chiropractic regulators from across the country and

22· ·were very proactive in developing kind of a plan and a

23· ·guide.· And, you know, it took us a lot.

24· · · · What we ended up with is what I would call a

25· ·summit of documents.· So there was a lot of

26· ·information, and we kind of compiled it into different



·1· ·areas, things like hand hygiene, we compiled it into

·2· ·areas on physical distancing, we compiled it into areas

·3· ·on personal protective equipment, and, you know,

·4· ·infection prevention and control.· And what would we

·5· ·require, what would we not require.

·6· · · · And then once we developed all of that, we

·7· ·actually initiated a member consultation where all

·8· ·members had an opportunity to review what we developed

·9· ·and provide comments.

10· · · · In addition to that, that was conducted via two

11· ·things, we had town halls where we could talk and

12· ·listen; we also had a digital consultation, where

13· ·members were able to provide responses.· And then once

14· ·we had those consultations, we took the information

15· ·back and prepared revisions to what we put forward.· We

16· ·listened to the membership, and we had a lot of

17· ·information to contextualize, how to inform safe

18· ·practice during a pandemic.

19· · · · And then -- so that's kind of where we went to.

20· ·That was April 22nd, 23rd, we were consulting.· The

21· ·next week, by April 29th, we were meeting with council

22· ·with what was a plan, which we do call the Pandemic

23· ·Practice Directive.· And so that was by -- and then

24· ·that was published, we reviewed that, council had some

25· ·corrections.· We came back to them a day later, and

26· ·they adopted that, which we were then able to prepare



·1· · · ·and publish to the membership.

·2· ·Q· ·Okay, I want to skip back to something you said before

·3· · · ·that -- and I think you used the word "direction", that

·4· · · ·you felt it was important to give clear direction to

·5· · · ·chiropractors.· Why was it important to do that?

·6· ·A· ·Well, one of the things that we experienced and we had

·7· · · ·to be really clear with the membership, and I think

·8· · · ·some of that goes back to, one, we're not trained to

·9· · · ·practice; we were never trained to originally practice

10· · · ·in that environment.· It wasn't a consideration of our

11· · · ·training.

12· · · · · · The second one is that within the profession, we

13· · · ·do see a diversity in membership, where, you know, some

14· · · ·members, even to this day, I think really struggle with

15· · · ·the idea that they shouldn't be offering adjustments to

16· · · ·treat COVID.· And so when I look at that, like that

17· · · ·direction was required in order to provide -- and for

18· · · ·us, our primary concern was making sure that what we

19· · · ·were doing was going to be safe for the public to meet

20· · · ·our mandate as a College.· We have that obligation to

21· · · ·protect the public, and so we needed to provide a way

22· · · ·for our members to practice as safe as possible for the

23· · · ·public during a pandemic.

24· ·Q· ·So before the Pandemic Directive was created, was there

25· · · ·any type of significant training or exposure in PPE

26· · · ·that chiropractors would have had?



·1· ·A· ·I don't -- not to the degree that was required during

·2· · · ·the pandemic.· I would say, you know, some

·3· · · ·chiropractors were very aware of when to use gloves,

·4· · · ·but as far as things like face masks, face shields,

·5· · · ·gowns, or other PPE, there was a low level of uptick in

·6· · · ·consumption amongst members.

·7· · · · · · Even now, I can speak to members, and some of

·8· · · ·them, you know, around some of -- they kind of go, Oh,

·9· · · ·this has actually been really helpful.· It's really

10· · · ·helped me reframe how I'm going to practice and how to

11· · · ·make considerations for safe practice going forward.

12· · · · · · And one thing too, Mr. Maxston, that we have to

13· · · ·consider is that a lot of the information we present

14· · · ·here is actually in our standard of practice.· Like

15· · · ·there's nothing that we presented that was new.· We

16· · · ·just provided direction per the Health Professions Act

17· · · ·on informing practice according to the standard of

18· · · ·practice.

19· ·Q· ·I want to skip back.· You talked about two

20· · · ·communication modes you used.· I think, I'll let you

21· · · ·clarify the time period, but I think it's March and

22· · · ·April of last year being town halls and digital

23· · · ·consultations.· What was the purpose of having that

24· · · ·communication?

25· ·A· ·We wanted to -- you know, it's really important for us,

26· · · ·like we are a very transparent organization, and you



·1· ·know, like just like our members, this was novel for

·2· ·us, and so we were doing our absolute best to make sure

·3· ·we provided a safe environment for the public, but we

·4· ·also needed to make sure that it's enforceable.

·5· · · · Remember, when we talk about Standards of Practice

·6· ·or practice direction has to meet a minimally

·7· ·acceptable level.· It's not about ideal or being

·8· ·aspirational; it's a minimal acceptable level of

·9· ·performance and in the context of practicing safely.

10· ·And so, you know, well, we go there, we want that

11· ·perspective from all of our membership.

12· · · · And so we did conduct two consultations.· We had

13· ·town halls that, you know -- where they could actually

14· ·ask questions, provide feedback in a live way.· We

15· ·could go through, listen to them, respond, and all

16· ·those kinds of communications.

17· · · · And the second is we used a platform called

18· ·ThoughtExchange, which allowed us -- you know, they

19· ·could read the whole practice directive and then

20· ·provide any feedback they chose to anonymously.· We had

21· ·a high uptick, we had over 356 unique IP addresses

22· ·provide feedback to that.· I'd like to think that that

23· ·was significant, considering our membership at the time

24· ·was probably around between 1150, 1200 members.· You

25· ·know, so I think that that's at 25 percent of our

26· ·membership were actively providing feedback.



·1· · · · · · And it came on a spectrum at that time as well.

·2· · · ·It wasn't all like, This is great.· Some people really

·3· · · ·challenged and helped to inform, you know, and maybe

·4· · · ·some of the things, hey, this shouldn't be used now, or

·5· · · ·we should do this now.

·6· · · · · · So where we got to after consultation was a place

·7· · · ·that really represented -- it was a great way for us to

·8· · · ·understand the climate of the membership and also to

·9· · · ·advise council on how to adopt a directive that was

10· · · ·going to keep the public safe.

11· ·Q· ·I think I want to skip back again, was there a

12· · · ·particularly -- was there a large or significant risk

13· · · ·that you identified when you were putting together the

14· · · ·pandemic derivative?

15· ·A· ·The risk for our membership, there was a couple.· One

16· · · ·is that, you know, if I speak about it, there's kind of

17· · · ·two ways I can look at this, so even during the

18· · · ·development of it, we would have -- we receive emails

19· · · ·from people going, Oh, this is -- you know, why are we

20· · · ·doing this, we shouldn't be shut down.· One of the

21· · · ·biggest concerns for chiropractors, we should be

22· · · ·considered essential services, and essential services

23· · · ·didn't have to shut down during COVID, right?· And so

24· · · ·that was -- we got a lot of communication around that.

25· · · · · · When we started looking at it and asking, well,

26· · · ·what do you mean; you know, a lot of our membership



·1· · · ·wanted to understand, well, we want to be safe, how do

·2· · · ·we practice safe, why weren't we considered to be safe

·3· · · ·at this time.· And so there was obviously some

·4· · · ·questions around that that came in, but a lot of it was

·5· · · ·also around things like, you know, like hand hygiene.

·6· · · · · · You know, one of the practices we identified is

·7· · · ·that chiropractors really need to be consistent in

·8· · · ·their hand hygiene, when they apply it, how to apply

·9· · · ·it.· PPE was one that we recognized that the membership

10· · · ·really needed to -- we needed to be able to advise a

11· · · ·member on the safe and effective use of PPE according

12· · · ·to the evidence that was available.

13· · · · · · And so the -- we really went through the stuff

14· · · ·that the Medical Officer of Health was instructing, who

15· · · ·was obviously the lead -- leading the response to the

16· · · ·public health crisis or pandemic that we were

17· · · ·experiencing, so we looked at that kind of feedback.

18· ·Q· ·Was close body contact a concern?

19· ·A· ·It was for us, because we do work very close -- I mean,

20· · · ·when we're actually delivering care to a patient, the

21· · · ·hands-on care that chiropractic is known for, we're

22· · · ·right over top.· We stand and breathe on a patient,

23· · · ·sometimes like less than a foot away from their face.

24· · · · · · Similar like -- to contextualize it, some members

25· · · ·on the Hearing Tribunal may have been to a

26· · · ·chiropractor, some, they haven't, but think of like



·1· · · ·when a dental hygienist or a dentist is working on you,

·2· · · ·where they're leaning over top, when we're caring for

·3· · · ·patients, we're right there, and so that close contact

·4· · · ·is there.· There's other things where we do work are

·5· · · ·maybe not as close or our faces aren't in close

·6· · · ·proximity.· Sometimes when we do assessments, like

·7· · · ·ophthalmological assessments or doing some of the other

·8· · · ·things, we're like face to face and mouth to mouth --

·9· · · ·well, close to mouth to mouth with patients.· So that

10· · · ·was an important consideration we had to make.

11· ·Q· ·I should go back, was masking intended to address that

12· · · ·risk?

13· ·A· ·Absolutely.· Masking was identified in what we were

14· · · ·looking to be a measure that would ensure that we

15· · · ·reduce the risk of transmission of COVID.

16· ·Q· ·I'm going to take you to CMOH Order 16-20 [sic] in a

17· · · ·little while, but I'll just stay in this area of the

18· · · ·Pandemic Directive and how it was developed.  I

19· · · ·understand that under Order 16-2020, you are required

20· · · ·to or were required to send your directive to

21· · · ·government for review; did that occur?

22· ·A· ·That did.· We sent that and submitted that to

23· · · ·government on May 1st.· So prior to the releasing of

24· · · ·that, we had some opportunities to have phone calls

25· · · ·with Dr. Hinshaw and a couple other representatives.  I

26· · · ·believe Martin Tyre [phonetic] was one of them as well,



·1· · · ·who was head of the emergency operations centre at that

·2· · · ·time.· And they were very specific to us in the

·3· · · ·guidelines that they were looking for, and that we

·4· · · ·would need to submit that in order for our

·5· · · ·practitioners to be able to return to practice when

·6· · · ·things opened back up.

·7· ·Q· ·Give me a moment, Dr. Halowski.

·8· ·A· ·Okay.

·9· ·Q· ·Did you receive any feedback from the CMOH about the

10· · · ·Pandemic Directive before you adopted it then?

11· ·A· ·No.· We were able to adopt it and advised our

12· · · ·membership that they could return to practice right

13· · · ·away.

14· · · · · · We did have one follow-up inquiry specific to what

15· · · ·we were advising employers, but we did point them to

16· · · ·the section of the practice directive that covered

17· · · ·that, and they were satisfied.

18· ·Q· ·In your consultation with CMOH, did they ever ask about

19· · · ·an exemption for members under the masking requirements

20· · · ·of the Pandemic Directive?

21· ·A· ·There was no expectation in any of the Alberta Health

22· · · ·literature we reviewed in developing that us in the

23· · · ·proximity, because we're always going to be breaching

24· · · ·that 2 metre physical distance that has been identified

25· · · ·very early on, that there would be exemptions for that

26· · · ·close of practice.



·1· · · · · ·We did recognize, like -- yeah, so there was never

·2· · · ·any thought of an exemption, because we are always

·3· · · ·going to breach when delivering physical care to a

·4· · · ·patient, that 2 metres.

·5· ·Q· ·I'm going to skip ahead.· I'll ask you some more

·6· · · ·questions in a little about this, but did the College

·7· · · ·recognize or identify in any way that treatment could

·8· · · ·be provided outside of that 2 metre space?

·9· ·A· ·Yeah.· So one of the things that we did do in very

10· · · ·early March -- I was so focused on the practice

11· · · ·directive, I forgot to mention it, but we had developed

12· · · ·and council had adopted Telehealth, and so Telehealth

13· · · ·and Telerehabilitation is a practice.· It's not

14· · · ·obviously the same as providing physical care, but it

15· · · ·was a way for us to consult with patients, it is a way

16· · · ·for us to instruct patients on movement, exercises, and

17· · · ·shown to be effective for mitigating many common MSK

18· · · ·conditions through education and instruction.

19· ·Q· ·And "MSK" means, just for those of us --

20· ·A· ·Oh, yeah --

21· ·Q· ·-- who aren't chiropractors?

22· ·A· ·-- fair enough, I apologize.· So "MSK" or NMSK means

23· · · ·neuromusculoskeletal, so the common conditions that

24· · · ·chiropractors do see patients for.

25· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm going to ask

26· · · ·you and your colleagues to turn to Exhibit F-1, which



·1· · · ·is the government relaunch document.· Just wait a

·2· · · ·little bit to make sure everybody's literally and

·3· · · ·figuratively on the same page, and I'm going to be

·4· · · ·looking at the top of page 2 of that 5-page document.

·5· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Halowski, are you familiar

·6· · · ·with this document?

·7· ·A· ·I am.· This document actually -- I'm very familiar with

·8· · · ·it, because when they first announced, it was very

·9· · · ·contentious because they did not specifically list

10· · · ·chiropractors to be able to return to work on May 4th,

11· · · ·and so we had to seek clarification to provide that for

12· · · ·our members.

13· ·Q· ·Well, that's right where I was leading you.· On the top

14· · · ·of page 2, there's a second bullet.· Maybe I'll just

15· · · ·ask you to read that.

16· ·A· ·(as read)

17· · · · · · Dental and other health care workers, such as

18· · · · · · physiotherapist, speech-language

19· · · · · · pathologists, respiratory therapists,

20· · · · · · audiologists, social workers, occupational

21· · · · · · therapists, dieticians, and more will be

22· · · · · · allowed to resume services starting May 4th

23· · · · · · as long as they are following approved

24· · · · · · guidelines set by their professional

25· · · · · · colleges.

26· ·Q· ·So just two questions.· We talked about "and more", I



·1· · · ·take it you received confirmation that chiropractors

·2· · · ·were in the "and more" category?

·3· ·A· ·We did, yes.

·4· ·Q· ·And as long as they were following approved guidelines,

·5· · · ·did they tell you that was mandatory then, the CMOH?

·6· ·A· ·Yes, that we had to actually submit that before our

·7· · · ·membership could return to practice.

·8· · · ·MR. MAXSTON:· · · · · · ·So, Mr. Chair and Tribunal

·9· · · ·Members, I'm going to ask you to go to CMOH Order

10· · · ·16-2020, which is Exhibit F-2.

11· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Halowski, you weren't

12· · · ·present for Dr. Hu's testimony, but I took him through

13· · · ·this, but I'm going to ask you some specific questions

14· · · ·about it, given your direct role in the College in this

15· · · ·regard.

16· · · · · · Are you familiar with this document?

17· ·A· ·Yes, I am.

18· ·Q· ·Can you tell me what the second numbered paragraph,

19· · · ·number 2, says?

20· ·A· ·Would you like me to read it?

21· ·Q· ·Sure.

22· ·A· ·(as read)

23· · · · · · Effective May 4th, 2020, and subject to

24· · · · · · Section 6 of this order, a regulated member

25· · · · · · of a college established under the Health

26· · · · · · Professions Act practicing in the community



·1· · · · · · must comply with the attached workplace

·2· · · · · · guidance for community health care settings

·3· · · · · · to the extent possible when providing a

·4· · · · · · professional service.

·5· ·Q· ·Does that attached guideline that's attached to this

·6· · · ·order, does it require masking?

·7· ·A· ·It does.· There's two references to it in there, and

·8· · · ·specifically, I'll just find them and share them with

·9· · · ·the Tribunal.· On page 3 of Appendix A for that, for

10· · · ·prevention, it does highlight personal protective

11· · · ·equipment.· And then on page 9, it does go further into

12· · · ·defining that:· (as read)

13· · · · · · All staff providing direct client/patient

14· · · · · · care or working in client/patient care areas

15· · · · · · must wear a surgical/procedure mask

16· · · · · · continuously at all times and in all areas of

17· · · · · · the workplace if they are either involved in

18· · · · · · direct client/patient contact or cannot

19· · · · · · maintain adequate physical distancing [which

20· · · · · · they defined as 2 metres] from

21· · · · · · client/patients and co-workers.

22· ·Q· ·I'm going to ask you to skip ahead to paragraph 6.· Can

23· · · ·you tell me what that says in this CMOH order?

24· ·A· ·Yes:· (as read)

25· · · · · · Section 2 of this order [meaning the section

26· · · · · · that we just read] does not apply in respect



·1· · · · · · of a regulated member under the Health

·2· · · · · · Professions Act whose college has published

·3· · · · · · COVID-19 guidelines as required by Section 3

·4· · · · · · of this order.

·5· ·Q· ·So let's go to Section 3 then.· I'll ask you to look at

·6· · · ·that, read that in, and tell us what that means to you.

·7· ·A· ·Yeah:· (as read)

·8· · · · · · Subject to Section 5 of this order, each

·9· · · · · · college established under the Health

10· · · · · · Professions Act must as soon as possible

11· · · · · · publish COVID guidelines applicable to the

12· · · · · · regulated members of the college that are

13· · · · · · substantially equivalent to the guidance set

14· · · · · · out in the workplace guidance for community

15· · · · · · health care settings developed by Alberta

16· · · · · · Health along with any additional guidelines

17· · · · · · to the usual practices of the regulated

18· · · · · · profession.

19· ·Q· ·So the option here was, under item 2, you could use the

20· · · ·guidance document that they have with mandatory

21· · · ·masking, or the College could create its own?

22· ·A· ·Yes.

23· ·Q· ·And was this a condition to re-opening?

24· ·A· ·That was what was indicated to us, and that is the

25· · · ·information we had from the Medical Officer of Health,

26· · · ·so the -- so that was our exact understanding that this



·1· · · ·was a condition.

·2· ·Q· ·So was it a requirement to practice then?

·3· ·A· ·Yes, and it was adopted by council motion.

·4· ·Q· ·Can you tell me what paragraph 4 -- paragraphs 4 and 5

·5· · · ·say?

·6· ·A· ·Yeah:· (as read)

·7· · · · · · Each college must provide the Chief Medical

·8· · · · · · Officer of Health with a copy of any COVID-19

·9· · · · · · guidelines published in accordance with

10· · · · · · Section 3 of this order.

11· · · ·And then Section 5 says:· (as read)

12· · · · · · The Chief Medical Officer of Health may amend

13· · · · · · any COVID-19 guidelines created by a college

14· · · · · · under Section 3 if the Chief Medical Officer

15· · · · · · of Health determines that the guidelines are

16· · · · · · insufficient to reduce the risk of

17· · · · · · transmission of COVID-19 in the practice of

18· · · · · · the regulated profession.

19· ·Q· ·I think a few minutes ago, you told me that you

20· · · ·complied with Order Number 4, you provided to the

21· · · ·Minister of Health, and just to be clear, did you

22· · · ·receive amendments from the CMOH; did you get any

23· · · ·amendments from them?

24· ·A· ·We did not amend our practice directive due to any

25· · · ·feedback from the CMOH.· There was no feedback provided

26· · · ·that we needed to amend anything or make further



·1· · · ·considerations to reduce the risk of COVID-19 in

·2· · · ·chiropractic practice.

·3· ·Q· ·I'm going to ask you to go to CMOH Order 38-20, which

·4· · · ·is Exhibit D-8.· This is a November 24, 2020 CMOH

·5· · · ·order.· I'm going to ask, Dr. Halowski, you and

·6· · · ·everyone to go to part 4 on page 4.

·7· · · ·THE CHAIR:· · · · · · · ·Sorry, which number was this?

·8· · · ·D --

·9· · · ·MR. MAXSTON:· · · · · · ·Sorry, Mr. Chair, this is

10· · · ·Exhibit D-8.

11· · · ·THE CHAIR:· · · · · · · ·Okay.

12· · · ·MR. MAXSTON:· · · · · · ·And it's CMOH Order 38-20.

13· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Halowski, I'm just

14· · · ·going to ask you to go to paragraphs -- well, I've

15· · · ·taken you to page 4, which talks about masks and the

16· · · ·geographic application of this order, but I'm going to

17· · · ·ask you to go to paragraphs 23 and 24, and can you tell

18· · · ·me what those two sections mean or what you interpreted

19· · · ·them to mean?

20· ·A· ·Yeah.· So we took a very literal look at this:· (as

21· · · ·read)

22· · · · · · For the purpose of part 4 of this order, a

23· · · · · · "public place" has the same meaning given to

24· · · · · · it in the Public Health Act but does not

25· · · · · · include a rental accommodation used solely

26· · · · · · for the purpose of a private residence.



·1· ·And then 24 says:· (as read)

·2· · · · For the purpose of this order, a "face mask"

·3· · · · means a medical or nonmedical face mask or

·4· · · · other face coverings that cover a person's

·5· · · · nose, mouth, and chin.

·6· ·When we saw this and had an opportunity to read this,

·7· ·one of the things that we did look at is is a

·8· ·chiropractic office a public space.· And at that time,

·9· ·we were under direction that appointments were by -- or

10· ·if we were to control our environment, so who was

11· ·coming into the office was by schedule.· And we

12· ·interpreted this, and the interpretation was that

13· ·chiropractic offices are, for the intent of this, a

14· ·private space, meaning that we control who's in the

15· ·office or can control who receives care at the time.

16· · · · And then face masks under this order, one of the

17· ·things when we looked at this, we reviewed and

18· ·recognized that, you know, when they start talking

19· ·about cloth face masks and the other, we knew that this

20· ·didn't specifically apply to chiropractors as the

21· ·requirement was that we had to wear at least a Level 1

22· ·surgical procedural mask as identified in the practice

23· ·directive.

24· · · · So when we saw this section, we saw it as applying

25· ·not to our profession but to the public and more of a

26· ·guidance for the public on what they should be doing.



·1· · · ·And I think this is when the Province started to

·2· · · ·institute their provincial face mask guidelines and

·3· · · ·requirements.

·4· ·Q· ·So let's go to paragraph 26 of this order, and we there

·5· · · ·have a -- I'm going to ask a question -- but it says:

·6· · · ·(as read)

·7· · · · · · Subject to Section 27, a person must wear a

·8· · · · · · face mask at all times while attending an

·9· · · · · · indoor public place.· For greater certainty,

10· · · · · · an indoor public place includes any indoor

11· · · · · · location where a business or an entity is

12· · · · · · operating.

13· · · ·Chiropractic clinics would be covered by that?

14· ·A· ·Correct.

15· ·Q· ·There's an exemption in paragraph 27(c) of this order.

16· · · ·You're aware of that exemption?

17· ·A· ·I did read that, yeah.· We had read that when it was

18· · · ·published.

19· ·Q· ·Okay, I'll have some questions for you later on about

20· · · ·the exemption and the Pandemic Directive ultimately.

21· · · · · · I'll get you to now go to and everyone to go to

22· · · ·Exhibit D-9, which is CMOH Order 42-20, and the date of

23· · · ·that order is December 11th, 2020.· And, Dr. Halowski,

24· · · ·I will get you to go to paragraphs 23 and 24, which are

25· · · ·on page 5 of that CMOH order.

26· ·A· ·M-hm.· Yeah, I'm there.



·1· ·Q· ·I could ask you to read these in, but are these

·2· · · ·substantially similar, if not identical, to the

·3· · · ·equivalent provisions in the last CMOH order we looked

·4· · · ·at?

·5· ·A· ·Yes, they are, on a quick reading, yes.

·6· ·Q· ·And there's the same exemption there in 24(c)?

·7· ·A· ·Correct.

·8· ·Q· ·So we have these two exemptions then or two references

·9· · · ·to exemptions.· Was there ever any consideration about

10· · · ·whether those exemptions should apply to chiropractors?

11· ·A· ·We did look at that in consideration.· Based on the

12· · · ·guidance that Public Health had provided, that we could

13· · · ·not maintain a physical distance of 2 metres, the

14· · · ·consideration was made that this wouldn't apply because

15· · · ·we can't maintain a physical distance of 2 metres when

16· · · ·providing in-person or close contact care.

17· · · · · · And I remember communicating this to our members

18· · · ·and using the example that this is probably more meant

19· · · ·for situations like in the public, like if you were

20· · · ·going to a grocery store where you could maintain a

21· · · ·physical distance, or in the public where you can space

22· · · ·yourself appropriately from somebody.· But when

23· · · ·we're -- as a practitioner, when we're face to face, we

24· · · ·are not maintaining that distance of 2 metres, which

25· · · ·was identified as one of the risks for transmission

26· · · ·during COVID.



·1· ·Q· ·I'm going to ask you to go to the Exhibits C-20, 21,

·2· · · ·and 22, which are the three versions of the Pandemic

·3· · · ·Directive.· They are dated I believe May 5, 2020, May

·4· · · ·25, 2020, and January 6th, 2021.· Just broadly

·5· · · ·speaking, can you tell me why there are three

·6· · · ·directives?

·7· ·A· ·That's a great question.· So obviously the first one

·8· · · ·was published, this is the one we had originally

·9· · · ·submitted to government when they had alerted us that

10· · · ·we would have to provide this for our members to be

11· · · ·able to return to practice on May 4th, and so that was

12· · · ·published and sent to them for review.

13· · · · · · On May 25th, we had done some review and revisions

14· · · ·and included the practice of mobile chiropractic for

15· · · ·chiropractors to be able to provide chiropractic care

16· · · ·in mobile settings.· And for a percentage of our

17· · · ·population, our members, they do provide mobile care,

18· · · ·where they go and provide care in different settings

19· · · ·outside of their office.· And, originally, we had not

20· · · ·allowed it, and so council had made the decision that

21· · · ·this would be allowed as long as they were following

22· · · ·the Pandemic Practice Directive.· And then --

23· ·Q· ·Then --

24· ·A· ·Sorry, yeah, I'll stop.

25· ·Q· ·No, you go ahead.· I was just going to say January 6th.

26· ·A· ·Yeah, oh, yeah, January 6th, that one was published,



·1· · · ·that was right in the middle of the second wave of

·2· · · ·COVID or the one that was identified as being

·3· · · ·significant, and there had been a significant number of

·4· · · ·cases.· And so we did continue to regularly review the

·5· · · ·Pandemic Practice Directive with council.

·6· · · · · · And one of the recommendations we made on this one

·7· · · ·was to include the requirements -- or, sorry, include

·8· · · ·the recommendation of PPE to include a face shield or

·9· · · ·eye protection.· And that specifically -- and one of

10· · · ·the unique things about that is this is one of the

11· · · ·first considerations we specifically made for members

12· · · ·to be protected, because it was -- some of the

13· · · ·information that was published in an advisement that we

14· · · ·had had was that eye protection was seen as protective

15· · · ·against the Coronavirus.

16· · · · · · Up until this time, the practice directive was

17· · · ·focused on public protection.· With the introduction of

18· · · ·the eye protection, that was one of the pieces that and

19· · · ·one of the few that we actually specifically put --

20· · · ·meant for the protection of the member only, and that

21· · · ·was to consider the use of eye protection.

22· ·Q· ·I'm going to take you through the portions of the

23· · · ·Pandemic Directive in a couple of minutes when we deal

24· · · ·with masking and social distancing and plexiglass

25· · · ·barriers.· Through those three versions of the Pandemic

26· · · ·Directive, were there changes about masking and social



·1· · · ·distancing and the plexiglass barrier requirements?

·2· ·A· ·There was slight -- I believe there were some slight

·3· · · ·changes, nothing significant.· Some of it may have been

·4· · · ·wording.

·5· · · · · · Specifically when we got the last one in January,

·6· · · ·we introduced the requirement that patients must be

·7· · · ·masked in the clinic as well.· And that was in response

·8· · · ·to, one, the orders that we received, there was a lot

·9· · · ·of confusion from membership, going, well, do my

10· · · ·patients have to mask, the practice directive doesn't

11· · · ·say they have to mask.· And so we implemented that

12· · · ·patients are required to mask in that January 6th one,

13· · · ·and then that has -- that persisted through to this

14· · · ·summer.

15· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I think as I

16· · · ·mentioned earlier, I'm going to simply use the January

17· · · ·6th, 2021 Pandemic Directive in my questions for

18· · · ·Dr. Halowski and other witnesses, so I'm going to

19· · · ·continue that here.

20· · · ·THE CHAIR:· · · · · · · ·Can you give us a reference

21· · · ·number for that?

22· · · ·MR. MAXSTON:· · · · · · ·Yeah, it's C-22.

23· · · ·THE CHAIR:· · · · · · · ·Great, thank you.

24· ·Q· ·MR. MAXSTON:· · · · · ·So I'd just like to summarize

25· · · ·I think what are the more -- ask you questions about

26· · · ·what are the more relevant elements of the personal



·1· · · ·directive -- sorry, Pandemic Directive for today's

·2· · · ·hearing in the questions for you.

·3· · · · · · I'd like you to go to page 7 of the Pandemic

·4· · · ·Directive.· And there's a heading "Physical

·5· · · ·Distancing", and I think the comments on this actually

·6· · · ·go over to page 8, but can you tell me what the

·7· · · ·requirements were in that regard in the Pandemic

·8· · · ·Directive?

·9· ·A· ·Yeah, that we were to, as much as possible, in this

10· · · ·space ensure that physical distancing was provided for

11· · · ·in treatment areas.

12· · · · · · And one of the things that some of our members do

13· · · ·operate is more an open-concept style where they'll

14· · · ·have multiple tables in one area, so we wanted to make

15· · · ·sure that patients receiving care were at least 2

16· · · ·metres apart in those spaces.· In waiting areas, that

17· · · ·the patients were provided a place, if they were

18· · · ·waiting indoors, to be 2 metres from the next closest

19· · · ·patient, right; or from staff that may be working

20· · · ·behind the desk, right; in transition areas, i.e., you

21· · · ·know, like hallways or there might be areas where

22· · · ·patients are moving in and out of treatment rooms.

23· · · · · · Then we did provide an exemption for people who

24· · · ·lived together to be 2 metres, because they're

25· · · ·obviously within the same cohort already, and there are

26· · · ·patients that may present to the office who have care



·1· · · ·givers or companions with them, and so they were

·2· · · ·exempted from that requirement as well.· You know, we

·3· · · ·didn't feel that it was our place to separate,

·4· · · ·especially if somebody that needed a care giver, in the

·5· · · ·office environment.

·6· · · · · · And then we did talk about non-clinical employees

·7· · · ·in the public, right?· So that would be the reception

·8· · · ·area.· And if 2 metres cannot be maintained, that staff

·9· · · ·must be continuously masked, or the installation of a

10· · · ·plexiglass or plastic barrier must occur to protect

11· · · ·reception staff.

12· ·Q· ·So, again, the word "must" is used, that's mandatory?

13· ·A· ·Yeah, that's correct, "must" is a mandatory

14· · · ·requirement.

15· ·Q· ·Okay.· I'm going to take you to the heading that says

16· · · ·"Personal Protective Equipment", and I wonder if you

17· · · ·can tell me about the opening paragraph, what it means.

18· ·A· ·Yeah.· So one is that we -- personal protective

19· · · ·equipment is an essential element for the disease.

20· · · ·Like that was identified early on that it was being

21· · · ·novel and without an effective treatment, personal

22· · · ·protective equipment would be essential in order to

23· · · ·provide as safe an environment as possible.

24· · · · · · We also wanted to alert members that if they were

25· · · ·not using PPE appropriately, it could fail to prevent

26· · · ·transmission and may facilitate the spread of the



·1· · · ·disease.

·2· ·Q· ·So the next heading is "Staff and Practitioner PPE",

·3· · · ·and there's a quote from an AHS announcement.· Can you

·4· · · ·tell us what that quote says, what it means?

·5· ·A· ·Yeah.· So one of the things we were looking at in the

·6· · · ·development stage is what is the requirement or what

·7· · · ·are we going to look at around the use of personal

·8· · · ·protective equipment.· And so this was very clear, it

·9· · · ·says:· (as read)

10· · · · · · Effective immediately, AHS is advising all

11· · · · · · health care workers [which chiropractors are

12· · · · · · considered a health care worker] providing

13· · · · · · direct patient care in both AHS and community

14· · · · · · settings [chiropractors are in a community

15· · · · · · setting] to wear a surgical procedural mask

16· · · · · · continuously at all times and in all areas of

17· · · · · · their workplace if they are involved in

18· · · · · · direct patient contact or cannot maintain

19· · · · · · adequate physical distancing from patients

20· · · · · · and co-workers.

21· ·Q· ·Can you take me to the next section "PPE Requirements"

22· · · ·and tell me what those first three bullets say?

23· ·A· ·Yeah:· (as read)

24· · · · · · Surgical or procedural masks are the minimal

25· · · · · · acceptable standard.

26· · · ·And that's identified, because there's -- you know, one



·1· · · ·of the questions that we had during the development is

·2· · · ·like do I need an N95 mask, which is a fitted mask

·3· · · ·meant for aerosol producing procedures.· We wanted to

·4· · · ·be very clear that that was not a requirement.

·5· · · · · · Again, we always set minimally acceptable

·6· · · ·standards.· So a minimal acceptable standard in this

·7· · · ·would be a surgical mask.

·8· ·Q· ·Okay.

·9· ·A· ·And then the next one:· (as read)

10· · · · · · Chiropractors and clinical staff must be

11· · · · · · masked at all times while providing patient

12· · · · · · care.

13· · · ·That was very clear.· Like if you're providing patient

14· · · ·care, you must wear a mask.· It wasn't a suggestion; it

15· · · ·was a requirement.

16· · · ·And then the last one is:· (as read)

17· · · · · · Nonclinical staff must be masked when a

18· · · · · · physical distance of 2 metres cannot be

19· · · · · · maintained.

20· · · ·And that would be like some offices are smaller, the

21· · · ·reception desk may not be able to be isolated, the --

22· · · ·you know, or the receptionist is in and out from behind

23· · · ·the desk because they have double duty in bringing

24· · · ·patients to rooms or to cleaning or other aspects.· We

25· · · ·wanted to make sure that there was a safety provided

26· · · ·for that person as well.



·1· ·Q· ·So I'm going to ask you to go ahead to page 9.

·2· ·A· ·Okay.

·3· ·Q· ·And at the top of that page, there's some requirements

·4· · · ·for donning and doffing masks.· But there's a paragraph

·5· · · ·right after number 7 under "Doffing of Masks", and it

·6· · · ·starts off with:· (as read)

·7· · · · · · It is essential that all chiropractors and

·8· · · · · · staff providing services in a clinic area are

·9· · · · · · aware of the proper donning and doffing of

10· · · · · · PPE.

11· · · ·I just want to be clear here, who is responsible for,

12· · · ·in a chiropractic clinic, for ensuring that staff

13· · · ·complies with the Pandemic Directive requirements?

14· ·A· ·That would be anybody, the chiropractor as a regulated

15· · · ·member has a requirement to provide a safe environment

16· · · ·for themselves and those that work at their direction.

17· ·Q· ·Okay.· I'm going to ask you when the masking

18· · · ·requirement was developed, were you focusing only on

19· · · ·the protection to patients, or were you also

20· · · ·considering your members' protection?

21· ·A· ·Obviously, there was member protection, but as a

22· · · ·College, our first consideration is always the public

23· · · ·as well.· And so anything we could do to reduce the

24· · · ·risk of transmission from a chiropractor who had

25· · · ·acquired a COVID infection was our first consideration,

26· · · ·followed by the safety of the member.



·1· · · · · · And I would say, you know, followed by, it's not

·2· · · ·like it was a large gap.· You know, both were very,

·3· · · ·very important, but as a College, we had a requirement

·4· · · ·to definitely consider the needs of the public first.

·5· ·Q· ·Okay, we talked before about CMOH Order 16-2020 and the

·6· · · ·use of the guideline or opting into the Pandemic

·7· · · ·Directive and the mandatory guideline on masking or

·8· · · ·creating your own Pandemic Directive, in terms of

·9· · · ·masking and what you developed for your Pandemic

10· · · ·Directive here, were less restrictive directives than

11· · · ·requiring masking considered?

12· ·A· ·We did look at all sorts of things.· And I do remember

13· · · ·the final meeting, the second -- on April 29th, when we

14· · · ·met with council, I believe that was the Wednesday,

15· · · ·they had -- that was one of their considerations.· Like

16· · · ·they had a question:· Should masking be a

17· · · ·recommendation or a requirement.

18· · · · · · And after discussion, council felt strongly that

19· · · ·masking was and should be a requirement of practice at

20· · · ·that time.· So it was discussed, but given the climate,

21· · · ·given that this was novel, and given the risk of being

22· · · ·close contact body workers, council ultimately did

23· · · ·adopt the position that masking is required.

24· ·Q· ·I note that -- well, I should ask you, does the

25· · · ·Pandemic Directive contain an exemption for masking,

26· · · ·social distancing, or plexiglass barriers?



·1· ·A· ·There -- let me see if I understand the question, so

·2· · · ·there is no exemption for masking at any time when

·3· · · ·we're providing care within 2 metres.· The original one

·4· · · ·did allow -- the original one introduced did allow for

·5· · · ·them to not have a mask on if they were conversing over

·6· · · ·2 metres apart, so i.e., on the other side of the room.

·7· · · · · · And the other exemption that was provided is that

·8· · · ·if you can't -- if you need to, you could use

·9· · · ·Telehealth as a form of care for patients to lessen the

10· · · ·risk of spread for COVID-19.

11· ·Q· ·Ultimately, why wasn't there an exemption for masking

12· · · ·like we saw in the CMOH orders?

13· ·A· ·You mean in the CMOH 38 and 42?

14· ·Q· ·Yeah.

15· ·A· ·Yeah, so the reason that we didn't ever consider an

16· · · ·exemption is because we work face to face with a

17· · · ·patient.· We're not walking around in parks or open

18· · · ·spaces; we're in closed rooms, sometime poorly

19· · · ·ventilated, and we are breathing right on a patient,

20· · · ·and patients are breathing right on us as well, but

21· · · ·having a mask was meant to be protective for the

22· · · ·patient as well as for the practitioner.

23· ·Q· ·Are you aware of any other HPA colleges and their

24· · · ·pandemic directives?

25· ·A· ·Yeah.· So one of the things that we did do after is we

26· · · ·had an opportunity to read and review other colleges



·1· · · ·and what they were directing.· And to my knowledge,

·2· · · ·every college adopted a position of masking is a

·3· · · ·requirement.

·4· · · · · · I know recently that, talking to one of the

·5· · · ·registrars, who -- for I think it was ACSLPA, which is

·6· · · ·the Alberta College of Speech-Language Pathology [sic]

·7· · · ·and Audiologists.· They had indicated that that had

·8· · · ·been very stressful for their members to practice

·9· · · ·during the pandemic when masking was required, because

10· · · ·they need to observe the mouth and visualize it in

11· · · ·order to respond or appropriately teach or provide

12· · · ·interventions, but they also, in some of their

13· · · ·interventions, identified that they produced more

14· · · ·aerosols because they're -- of speaking and causing

15· · · ·that, and so they had to maintain masking.· And then up

16· · · ·until the end of June or beginning of July this year,

17· · · ·they amended it to become a recommendation.· And that

18· · · ·was one that had indicated it was stressful.

19· · · · · · Physiotherapists from when I reviewed, the

20· · · ·physicians when I reviewed, everybody else was

21· · · ·requiring masking for providing that close care.

22· ·Q· ·So I'm going to ask you to go a little bit backwards in

23· · · ·this document.· I'd like to go to page 1 -- actually

24· · · ·page 2 of the Pandemic Directive.

25· ·A· ·Okay.

26· ·Q· ·And right after the introduction, the first paragraph,



·1· · · ·there's a second paragraph that says -- actually it's

·2· · · ·an indent after the second paragraph:· (as read)

·3· · · · · · Note to chiropractors, this directive is

·4· · · · · · current as of the date of publication and

·5· · · · · · reflects the rules and requirements for

·6· · · · · · chiropractors.· In the event of a discrepancy

·7· · · · · · between this information and the directives

·8· · · · · · of Provincial Public Health authorities, the

·9· · · · · · directions of the Provincial Public Health

10· · · · · · authorities take precedence.

11· · · ·Can you tell me what you meant by that language and --

12· ·A· ·Absolutely.

13· ·Q· ·-- what would or wouldn't take precedence, I guess?

14· ·A· ·Absolutely.· So when we look at that, one of the things

15· · · ·that -- I think the word we could describe around COVID

16· · · ·is it was a very fluid environment, and it seemed that

17· · · ·information was consistently and constantly shifting or

18· · · ·changing, or new information would come to light.

19· · · · · · And so one of the things we wanted to make sure

20· · · ·that our members were aware that, say, this was in

21· · · ·place, and something came out from the Chief Medical

22· · · ·Officer of Health that had a more stringent

23· · · ·requirement, i.e., that maybe all practitioners were

24· · · ·required to wear an N95 mask or were required to wear a

25· · · ·face shield, that our members would know that they

26· · · ·should follow that direction, that they should wear



·1· · · ·something more stringent.

·2· ·Q· ·So -- sorry.

·3· ·A· ·No, go ahead.

·4· ·Q· ·So that comment is directed to chiropractors then?

·5· ·A· ·Yes.

·6· ·Q· ·Health care professionals?

·7· ·A· ·Yeah.

·8· ·Q· ·If we go a little further down, it says:· (as read)

·9· · · · · · As regulated health professionals,

10· · · · · · chiropractors are required to:· 1. Follow all

11· · · · · · mandates and recommendations from Public

12· · · · · · Health and Government of Alberta regarding

13· · · · · · your personal and professional conduct.· As a

14· · · · · · regulated -- [Mr. Kitchen, there is a

15· · · · · · question coming] -- regarding your personal

16· · · · · · and professional conduct.· As a regulated

17· · · · · · health professional, you have a fiduciary

18· · · · · · responsibility to follow all civil orders

19· · · · · · that originate from any level of government.

20· · · ·And then number 2:· (as read)

21· · · · · · Read to and adhere to all communication from

22· · · · · · the ACAC.

23· · · ·So what message are you sending to chiropractors there?

24· ·A· ·Yeah, that's a great question.· This was introduced for

25· · · ·our regulated members, because, at one time, we were

26· · · ·getting a lot of members calling in and going, hey, you



·1· · · ·know, the City of Calgary has a masking mandate, or

·2· · · ·this city has a masking mandate; and what we were

·3· · · ·finding is people were calling us to interpret local

·4· · · ·legislation, so we wanted to inform them that they

·5· · · ·actually also have a responsibility to be aware of and

·6· · · ·follow legislation or requirements or orders, civil

·7· · · ·orders, that are introduced in the location where they

·8· · · ·practice.

·9· · · · · · You know, one of the ones I remember dealing with

10· · · ·specifically was the City of Chestermere had ordered

11· · · ·all clinics closed at one time, and our members that

12· · · ·were there were calling and saying, But we're

13· · · ·regulated.· I said, You need to follow the civic orders

14· · · ·that are introduced by your local government.

15· · · · · · And so that was the intent of that, because those

16· · · ·may change or have a crossover, an impact for the

17· · · ·direction that we're providing.· And we continually

18· · · ·also informed members that we wanted them to follow the

19· · · ·more stringent requirements.· So that would be the part

20· · · ·of it as well.

21· ·Q· ·Okay, so I want to just explore that a little bit with,

22· · · ·so if a local bylaw, for example, was more stringent,

23· · · ·you were required to follow that?

24· ·A· ·Correct.

25· ·Q· ·If a Pandemic Directive was more stringent, you were

26· · · ·required to follow that?



·1· ·A· ·Correct.

·2· ·Q· ·Dr. Halowski, you were not part of the discussion or

·3· · · ·not present when we talked about entering some new

·4· · · ·exhibits relating to Alberta Health Services, but I

·5· · · ·have provided those to you, and I'm just going to ask

·6· · · ·you to go through them briefly.· They are again three

·7· · · ·documents.

·8· · · ·MR. MAXSTON:· · · · · · ·And, Mr. Chair, you'll have

·9· · · ·those I believe in your File H [sic], and they're the

10· · · ·AHS Guidelines for Continuous Masking, the AHS Personal

11· · · ·Protective Equipment document, and the Alberta Health

12· · · ·Services Directive Use of Masks During COVID-19.

13· ·A· ·Mr. Maxston, I don't have those documents available

14· · · ·right now.· Can I obtain them?· I apologize, I just

15· · · ·don't have them here.

16· ·Q· ·I wonder if Ms. Nelson can send those to you in the

17· · · ·Dropbox, or we can have her forward them to you by

18· · · ·email.

19· ·A· ·Okay, I'll wait for her to provide those.

20· · · ·MS. NELSON:· · · · · · · Yeah, I will email those out

21· · · ·right now.· Just the three AHS docs?

22· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I wonder if this

23· · · ·isn't a good time to just take a 5- or 10-minute break,

24· · · ·just to allow some time for those documents to make

25· · · ·their way to Dr. Halowski, and we'll make sure he's got

26· · · ·them, and then we'll resume.



·1· ·THE CHAIR:· · · · · · · ·I was about to suggest the

·2· ·same thing.· It's 25 after 2, so let's take a 10-minute

·3· ·break, and we'll come back at 25 to 3 and resume, and

·4· ·hopefully by then, Dr. Halowski, you'll have received

·5· ·and had a chance to look at the three documents.

·6· ·They're not lengthy.

·7· ·MR. MAXSTON:· · · · · · ·And, Mr. Kitchen, I'm aware of

·8· ·the fact that I can't speak with Dr. Halowski about his

·9· ·testimony, but I am going to chat with him just briefly

10· ·to make sure he's got the right documents if you're

11· ·okay with that.

12· ·THE CHAIR:· · · · · · · ·Okay, I'm okay with that.

13· ·Mr. Kitchen, any comment?

14· ·MR. KITCHEN:· · · · · · ·I was muted, I'm sorry.

15· ·Blair, it looks like we're going to have time for me to

16· ·do my whole cross, and that's probably going to be it

17· ·for the day.· Is that what you're thinking?

18· ·MR. MAXSTON:· · · · · · ·Yeah, I'll see how far I've

19· ·got to go.· I still have to go through Exhibits C-1 to

20· ·C-22 with Dr. Halowski.· I'm not going to through every

21· ·line of them; I'm going to highlight some things, but,

22· ·yeah, I think we're making some good progress.· So I'm

23· ·just going to make sure he's got these documents,

24· ·James.· I won't talk to him about his testimony, but I

25· ·want to make sure he's on the literally the same page,

26· ·so --



·1· · · ·MR. KITCHEN:· · · · · · ·That's fine, yeah.

·2· · · ·MR. MAXSTON:· · · · · · ·-- okay, thanks, yeah.

·3· · · ·THE CHAIR:· · · · · · · ·Okay, we're in recess now, and

·4· · · ·we'll reconvene in 10 minutes, thank you.

·5· · · ·(ADJOURNMENT)

·6· · · ·THE CHAIR:· · · · · · · ·The Hearing Tribunal is back

·7· · · ·in session, and Mr. Maxston is continuing with his

·8· · · ·direct examination of Dr. Halowski.

·9· · · · · · EXHIBIT G-1 - AHS - Directive Use of Masks

10· · · · · · During COVID-19

11· · · · · · EXHIBIT G-2 - AHS - Guidelines for Continuous

12· · · · · · Masking

13· · · · · · EXHIBIT G-3 - AHS - Personal Protective

14· · · · · · Equipment (PPE)

15· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Halowski, you've got

16· · · ·these three AHS documents in front of you?

17· ·A· ·Yes, I do.

18· ·Q· ·I'm not going to be very long with these with you.· You

19· · · ·talked before about the fact that council was

20· · · ·monitoring the situation in terms of the Pandemic

21· · · ·Directive.· Were you and council considering AHS

22· · · ·documents?

23· ·A· ·We were considering them.· That was one of the

24· · · ·resources, one of the primary resources we used when

25· · · ·evaluating the practice directive.

26· ·Q· ·So I'm just looking at the first document, which is AHS



·1· · · ·Guidelines for Continuous Masking, and the middle of

·2· · · ·the page, it says:· (as read)

·3· · · · · · To prevent the spread of COVID-19, AHS has a

·4· · · · · · continuous masking directive in place.

·5· · · ·I take it that supports the Pandemic Directive from

·6· · · ·your perspective?

·7· ·A· ·It does, and it -- one of the things in reading this,

·8· · · ·and I remember having conversations with council about

·9· · · ·it is we would see these documents, and, you know,

10· · · ·obviously these were developed specifically for the AHS

11· · · ·environment, but we did pay close attention to them

12· · · ·because they're advising how to keep their staff safe

13· · · ·and how to limit the risk of spread between patients

14· · · ·and between patients and staff.

15· ·Q· ·The next document is the Personal Protective (PPE)

16· · · ·document, and really I'm just going to take you to page

17· · · ·2, under the heading "AHS Guidelines For Continuous

18· · · ·Masking and Use of Eye Protection".· Again, there's a

19· · · ·statement about AHS has a continuous masking directive

20· · · ·in place, and, again, that would have been consistent

21· · · ·with the directive?

22· ·A· ·Correct.

23· ·Q· ·The final document is the AHS directive on use of

24· · · ·masks, and I'll take you to the principle section, and

25· · · ·the first sentence there, I wonder if you can just read

26· · · ·that, the one beginning with "Continuous".



·1· ·A· ·Yeah:· (as read)

·2· · · · · · Continuous masking can function either as a

·3· · · · · · source control, being worn to protect others,

·4· · · · · · or part of personal protective equipment to

·5· · · · · · protect the wearer to prevent or control the

·6· · · · · · spread of COVID-19.· Working collaboratively,

·7· · · · · · we shall ask all individuals to assist us in

·8· · · · · · limiting the spread of COVID-19 through the

·9· · · · · · use of procedure masks in AHS

10· · · · · · facilities/settings.

11· ·Q· ·So we talked --

12· ·A· ·Okay, next paragraph?· Okay, sorry.

13· ·Q· ·No, that's fine.· So we talked a little bit about this

14· · · ·before.· They're talking here about two things, source

15· · · ·control protecting others and protecting the wearer;

16· · · ·was that a consideration for the development of the

17· · · ·Pandemic Directive?

18· ·A· ·That is the consideration that we made to protect our

19· · · ·patients and also to provide that protection for our

20· · · ·members as well.

21· ·Q· ·To your knowledge, has AHS ever granted an exemption

22· · · ·from masking for the health care workers they regulate?

23· ·A· ·No, and specifically during the pandemic, I did speak

24· · · ·to members who raised concerns, i.e., one had a severe

25· · · ·allergy to latex and was reacting to the mask.· And I

26· · · ·did reach out to AHS and had a conversation with them



·1· · · ·about that, and they indicated that there was no

·2· · · ·substitution for a procedural mask available.· And so

·3· · · ·even in the case of somebody that was having that

·4· · · ·reaction and actually having a like constant contact

·5· · · ·dermatitis reaction, there was no exception provided to

·6· · · ·masking.

·7· ·Q· ·I'm going to talk now about the manner in which the

·8· · · ·Pandemic Directive was communicated or distributed to

·9· · · ·members, and I'm going to, in a couple of minutes, I'm

10· · · ·just going to ask you to go through some of the

11· · · ·highlights of the documents C-1 to C-22, but I'll

12· · · ·just -- I'll ask you to call those up.

13· · · · · · When we look at C-1 to C-22, they are a series

14· · · ·of -- they're entitled "Notice to Member", "Registrar's

15· · · ·Report", "Council Updates".· Can you tell me generally

16· · · ·how the Pandemic Directive was communicated and what

17· · · ·the purpose of these notices was?

18· ·A· ·Yeah, no, and that's great.· So a lot of -- I looked

19· · · ·back, during COVID, we were highly communicative with

20· · · ·our members, right from the time there was an

21· · · ·identified pandemic declared, all the way up and to --

22· · · ·including the provision of the Pandemic Practice

23· · · ·Directive, we were sending communications to members or

24· · · ·notices to members once, sometimes twice a day, to make

25· · · ·sure they had the most current information for their

26· · · ·consideration.



·1· · · · · · And that would have been a blend of -- because we

·2· · · ·are a dual-mandate organization currently, that would

·3· · · ·have been a blend of both Association communications

·4· · · ·and College communications.· And often they may -- that

·5· · · ·communication may have come from one, like clearly the

·6· · · ·Association or the College, or made a blended

·7· · · ·communication where we would have covered topics of

·8· · · ·both in that communication.

·9· ·Q· ·Okay, so when we look at these notices and the, again,

10· · · ·Registrar's report, who sends them; how do they go out

11· · · ·to chiropractors?

12· ·A· ·Yeah, so those are sent specifically out of our

13· · · ·patient -- or not our patient but our member database.

14· · · ·So those are in there.· We have -- we can see who we're

15· · · ·sending to.· They would have distributed to all of the

16· · · ·regulated members at the same time.

17· · · · · · One of the requirements of the College, of the

18· · · ·ACAC is that members must receive our electronic

19· · · ·communications because we're an electronic

20· · · ·communicator.

21· ·Q· ·So are you confident that Dr. Wall would have received

22· · · ·all of these notices and updates?

23· ·A· ·I am confident.· It is our members' responsibility to

24· · · ·ensure that their email address is up to date and on

25· · · ·the College database.· And I am confident, because when

26· · · ·I did contact Dr. Wall, I did so using the email



·1· · · ·address that's provided to the College when I first

·2· · · ·reached out to Dr. Wall in December of 2020.

·3· ·Q· ·We talked about the -- I'm going to take you through

·4· · · ·some of these, of course -- or take you through them in

·5· · · ·a minute.· We talked about the fact that the Pandemic

·6· · · ·Directive had mandatory language for masking.· Do these

·7· · · ·notices all have mandatory language in terms of

·8· · · ·masking?

·9· ·A· ·I would say that it depends on each notice.· Some will

10· · · ·say "must", some will say "may", but whenever we were

11· · · ·being direct with members of what they were required to

12· · · ·do, we always used the word "must".· If they were

13· · · ·allowed to -- professional discretion in a situation,

14· · · ·then we used the word "may".

15· ·Q· ·So I'm going to (INDISCERNIBLE) --

16· · · ·THE COURT REPORTER:· · · That was all -- you were

17· · · ·turned away from the camera.· I did not hear a word of

18· · · ·that, sorry.

19· · · ·MR. MAXSTON:· · · · · · ·I'm sorry, Madam Court

20· · · ·Reporter.

21· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Halowski, I'm going to

22· · · ·take you or ask you questions about Notices C-1, C-10,

23· · · ·and C-13, and they are the Telehealth notices.

24· · · ·MR. MAXSTON:· · · · · · ·I don't need, Mr. Chair, you,

25· · · ·and the Tribunal Members, to go to all of them.

26· ·Q· ·MR. MAXSTON:· · · · · ·But I just wonder if you can



·1· · · ·tell me what these Telehealth notices to members are,

·2· · · ·when they came out, and what they were intended to

·3· · · ·achieve.

·4· ·A· ·Absolutely.· So C-1 specifically we sent to members.

·5· · · ·We had developed a framework for our members to be able

·6· · · ·to provide Telehealth, but one of the things that we

·7· · · ·were getting questions on was billing.· And I say "we",

·8· · · ·often they would call me in looking to do that.· The

·9· · · ·College cannot advise on billing matters, so then this

10· · · ·would have been a communication that came from the

11· · · ·Association but specific to needs identified, where

12· · · ·they were asking, well, how do I bill for Telehealth,

13· · · ·how do I, you know.· And so they were looking for a

14· · · ·way.· So this was our advisement provided to members on

15· · · ·how to bill when they're providing Telehealth services.

16· ·Q· ·Okay.· Was this something new for the profession, to be

17· · · ·allowed to do Telehealth?

18· ·A· ·Absolutely.· This -- we had never provided Telehealth

19· · · ·as a profession before, and so this was something that

20· · · ·we developed as soon as -- we started working on this

21· · · ·right away when things were -- when we saw where this

22· · · ·was going so that we could offload or offset the risk

23· · · ·for in-person care at that time.· And so this was

24· · · ·developed and adopted by a motion from council as a

25· · · ·temporary Telehealth solution, which was intended to be

26· · · ·reviewed in June of that same year.



·1· ·Q· ·Is Telehealth now a permanent allowed modality for

·2· · · ·treatment for chiropractors?

·3· ·A· ·It is a permanent allowed modality, and it's the

·4· · · ·intention of the ACAC to take and turn that into a

·5· · · ·standard of practice as time permits.· Some of that's

·6· · · ·been restricted due to other legislative challenges

·7· · · ·within the system and introduction of other bills.· So

·8· · · ·that is our intention to make that a standard of

·9· · · ·practice down the road.

10· ·Q· ·Okay, I'm going to be mindful of the court reporter's

11· · · ·caution to me, I'm going to keep looking at the camera

12· · · ·here when I go to the next documents.· I'd like to take

13· · · ·you to C-2, which is an April 21, 2020 Notice to

14· · · ·Members.

15· ·A· ·Yeah.

16· ·Q· ·Broadly speaking, when I look at paragraph 2, this

17· · · ·addresses, at least in part, the return to practice

18· · · ·plan.· Can you tell me what paragraph 2 is talking

19· · · ·about in terms of consultation or feedback?

20· ·A· ·Yeah.· So when we developed this, you know, we had done

21· · · ·a lot of work to develop, but we wanted to inform

22· · · ·members how we developed it, that we weren't pulling it

23· · · ·out of a hat, we had spoken to other regulators, we had

24· · · ·spoken to members of the competence committee, to

25· · · ·specialists within the profession, and other regulators

26· · · ·across Canada so that we had a framework for



·1· · · ·chiropractors to reasonably practice during a pandemic.

·2· · · · · · And then what we did is that we were advising

·3· · · ·members that as -- we've done the work, but we're not

·4· · · ·just going to say here it is, we wanted consultation,

·5· · · ·we wanted their feedback.

·6· ·Q· ·The second paragraph talks about the platform you

·7· · · ·referred to before as ThoughtExchange, and there's a

·8· · · ·final sentence in that paragraph:· (as read)

·9· · · · · · This is your opportunity to engage in the

10· · · · · · development of this plan, so please

11· · · · · · participate.

12· · · ·Were you hoping for participation?

13· ·A· ·Absolutely.· We wanted feedback, and I believe we

14· · · ·received robust feedback from members in the form of

15· · · ·participation in the ThoughtExchange, during the town

16· · · ·halls, and then also with direct communication from

17· · · ·members to myself or to council during the time that we

18· · · ·were developing that.

19· ·Q· ·If you go to paragraph 3 in this notice, it talks about

20· · · ·virtual member meetings on COVID-19 to be held next

21· · · ·week, and the final sentence:· (as read)

22· · · · · · There will be an opportunity for members to

23· · · · · · submit questions related to COVID-19 during

24· · · · · · the meeting.

25· · · ·Did you receive questions?

26· ·A· ·I do, we did receive questions.· During that, there was



·1· · · ·a lot of questions ranging from like everything in the

·2· · · ·practice directive and other questions that were also

·3· · · ·other than College questions, there was Association

·4· · · ·questions, people worried about different aspects of

·5· · · ·practice and when could we go back.

·6· · · · · · As indicated when I spoke earlier, one of the

·7· · · ·concerns that chiropractors continued to voice was

·8· · · ·around the idea of why aren't we considered an

·9· · · ·essential worker, and so that was a question that was

10· · · ·also raised during that meeting.

11· ·Q· ·When we go to document C-3, which is a Notice to

12· · · ·Members, the first line after that says:· (as read)

13· · · · · · Participate in the member consultation on the

14· · · · · · draft return to practice plan.

15· · · ·Is this the mechanics of getting that access we were

16· · · ·just talking about?

17· ·A· ·Yeah, absolutely.· We published it, which is what

18· · · ·step 1 was so they could review the draft return to

19· · · ·practice plan, and step 2 was to provide anonymous

20· · · ·feedback to that draft practice plan.

21· ·Q· ·There is a statement just above the heading

22· · · ·"Registration for ACAC", and it says:· (as read)

23· · · · · · If you have any questions or concerns about

24· · · · · · the plan or survey, please email Dr. Todd

25· · · · · · Halowski.

26· · · ·Were you available to take questions then about the



·1· · · ·plan for re-entry?

·2· ·A· ·Absolutely.· In addition to that, I received I would

·3· · · ·say upwards of a hundred emails from members, ranging

·4· · · ·and weighing in of topics of concern or consideration

·5· · · ·in regard to the Pandemic Practice Directive as

·6· · · ·presented -- as the draft was presented.

·7· ·Q· ·I'm going to ask you more about this in a moment, but

·8· · · ·do you recall if you received any communications or

·9· · · ·questions from Dr. Wall?

10· ·A· ·I did review my email to see if Dr. Wall had submitted

11· · · ·any feedback to the practice directive, and in all the

12· · · ·emails that I reviewed, I did not see any feedback

13· · · ·received from Dr. Wall.

14· ·Q· ·I'm going to ask you to go to document C-4, "Our

15· · · ·Clinics are Adjusting to Keep You Safe".· What is that

16· · · ·document?

17· ·A· ·Yeah, so this is one of the things, this would be an

18· · · ·Association style communication that was produced, and,

19· · · ·again, this is more meant for marketing to patients,

20· · · ·but it's also highlighting what chiropractors are going

21· · · ·to be doing to keep them safe when patients return to

22· · · ·practice.

23· · · · · · And so this was developed and prepared, and you'll

24· · · ·see the date on it was April 29th.· That's when we knew

25· · · ·that we were going to be going ahead, and this had been

26· · · ·approved for distribution, so members could get these



·1· · · ·posters prepared for use in their clinics when we had

·2· · · ·the opportunity to re-open.

·3· ·Q· ·Did this also go to chiropractors then, just so I'm

·4· · · ·clear?

·5· ·A· ·Yeah, yes, that was distributed to all members of the

·6· · · ·Alberta College and Association of Chiropractors.

·7· ·Q· ·Okay.· I'm looking at the next document, C-5, it's a

·8· · · ·Notice to Members, and item 1, numbered paragraph 1,

·9· · · ·the last paragraph says:· (as read)

10· · · · · · Chiropractors will not be able to open until

11· · · · · · the ACAC has received Public Health approval

12· · · · · · of the return to practice plan.

13· · · ·This is referring to the Pandemic Directive approval

14· · · ·process we talked about before?

15· ·A· ·That is correct, we wanted to make members very aware

16· · · ·that that was a part of that.

17· ·Q· ·If you go to number 5 on the next page, it's dealing

18· · · ·with PPE, and can you tell me what the first sentence

19· · · ·says and what it means?

20· ·A· ·Yeah:· (as read)

21· · · · · · The initial information from Alberta Health

22· · · · · · Services is that the appropriate use of PPE

23· · · · · · will be a requirement of return to practice

24· · · · · · for close contact practitioners.· As

25· · · · · · mentioned in the --

26· · · ·Oh, sorry, I'll stop.



·1· ·Q· ·Sorry.· This would have gone to all chiropractors?

·2· ·A· ·This was distributed to all chiropractors of the

·3· · · ·Alberta College and Association of Chiropractors.

·4· ·Q· ·Okay, I'll go to document C-6, which is a May 1, 2020

·5· · · ·Notice to Members.· And I'll just ask you to tell me

·6· · · ·what the first paragraph -- first couple sentences in

·7· · · ·paragraph 1 say.

·8· ·A· ·Is that starting with "Yesterday"?

·9· ·Q· ·No, numbered paragraph 1, I'm sorry --

10· ·A· ·Oh, sorry.

11· ·Q· ·-- "Status on".

12· ·A· ·Yes:· (as read)

13· · · · · · Status on the return to practice plan.

14· · · · · · Council approved the ACAC COVID-19 Pandemic

15· · · · · · Practice Directive today, which can be

16· · · · · · accessed here.· This directive has been

17· · · · · · submitted to Public Health for review and

18· · · · · · approval as required by the Government of

19· · · · · · Alberta.

20· · · ·And then:· (as read)

21· · · · · · Public Health must approve the directive

22· · · · · · before chiropractors can proceed with

23· · · · · · re-opening, and chiropractors can remain

24· · · · · · limited to urgent, critical, and emergency

25· · · · · · care until otherwise notified by the ACAC.

26· ·Q· ·So was this the first communication of the Pandemic



·1· · · ·Directive to members?

·2· ·A· ·It absolutely was, yes.· And we did that because we

·3· · · ·wanted members to be able to review it so they could be

·4· · · ·prepared to implement it, because they weren't allowed

·5· · · ·to return to practice till they could implement it.

·6· ·Q· ·So that sort of takes us to the next document, C-7,

·7· · · ·which is a May 3, 2020 notice.

·8· ·A· ·Yeah.

·9· ·Q· ·And I wonder if you can just read the first three

10· · · ·paragraphs, it begins with "We are", and tell me what

11· · · ·this means.

12· ·A· ·Yeah:· (as read)

13· · · · · · We are excited to report that Alberta Health

14· · · · · · notified all regulated health professions

15· · · · · · today that effective May 4th, 2020, regulated

16· · · · · · health professions who are ready to execute

17· · · · · · all requirements of their respective

18· · · · · · regulatory college pandemic practice

19· · · · · · directives can return to practice.

20· ·Q· ·And the next, I've got a question, tell me about the

21· · · ·next two paragraphs, if you can read those.

22· ·A· ·Yeah:· (as read)

23· · · · · · The ACAC COVID-19 Pandemic Practice Directive

24· · · · · · is approved.· Chiropractors who can

25· · · · · · completely implement the directive may

26· · · · · · re-open.· Chiropractors who are unable to



·1· · · · · · fully implement the ACAC Pandemic Practice

·2· · · · · · Directive may not proceed with re-opening

·3· · · · · · until all measures are in place.

·4· ·Q· ·So compliance was a condition to re-opening?

·5· ·A· ·Absolutely.

·6· ·Q· ·And was that mandatory compliance, just to be clear?

·7· ·A· ·Mandatory, yes.

·8· ·Q· ·I'll go to the next document C-8, which is a May 25,

·9· · · ·2020 Notice to Members.

10· ·A· ·Yeah.

11· ·Q· ·And in specific, I'll get you to go to page 2, and

12· · · ·there is a heading "Why do Chiropractors need to wear

13· · · ·masks".· I'm wondering if you can just explain why this

14· · · ·is being sent to members?

15· ·A· ·Yeah, and so we did have some questions from members

16· · · ·once we originally returned to practice who were

17· · · ·wondering why we were required to wear masks, and so we

18· · · ·wanted to make sure that we were answering that for

19· · · ·members, and that that was that proper -- the observing

20· · · ·PPE requirements protects chiropractors from mandatory

21· · · ·self-isolation if they treat an asymptomatic patient

22· · · ·who later tests position for COVID-19.

23· · · · · · So when we returned to practice, what we did start

24· · · ·to see is that members that were being deemed close

25· · · ·contacts would have to isolate, and it was communicated

26· · · ·via Public Health that chiropractors that were wearing



·1· · · ·masks at the time would not be required to self-isolate

·2· · · ·if they were masked when exposed to a pre -- what

·3· · · ·Alberta Health termed a presymptomatic patient.

·4· ·Q· ·Okay, if we go to Notice C-9, it's July 24, 2020 Notice

·5· · · ·to Members, there's a reference on page 1 to the City

·6· · · ·of Calgary's mandatory face bylaw, but I'd like to take

·7· · · ·you to the top of page 2, and there's a bullet that

·8· · · ·starts off with "Exemptions", I wonder if you can just

·9· · · ·read that.

10· ·A· ·Yeah.· So:· (as read)

11· · · · · · Exemptions to any bylaw are designated by

12· · · · · · each municipality.

13· · · ·And I should give context to that, at that time, only

14· · · ·the cities were providing exemptions; there was no

15· · · ·provincial exception -- our provincial bylaw requiring

16· · · ·masking, sorry, not exemptions:· (as read)

17· · · · · · A medical diagnosis that leads to an

18· · · · · · exemption may only be provided by

19· · · · · · practitioners who have the authority to grant

20· · · · · · exemptions.

21· · · ·So currently, chiropractors are not entitled to offer

22· · · ·exemption from face covering to their patients.

23· ·Q· ·So I'm going to stop you.· Are you telling

24· · · ·chiropractors there that they can't grant exemptions?

25· ·A· ·Absolutely correct.· One of our concerns was that

26· · · ·chiropractors may attempt to write exemptions once



·1· · · ·these were introduced, and so we wanted to be very

·2· · · ·clear that that is not in our scope of practice to

·3· · · ·exempt patients from a face covering when required by a

·4· · · ·bylaw.

·5· ·Q· ·And there's a sentence you read:· (as read)

·6· · · · · · A medical diagnosis that leads to an

·7· · · · · · exemption may only be provided by

·8· · · · · · practitioners who have the authority to grant

·9· · · · · · exemptions.

10· · · ·The College was requiring a medical diagnosis then?

11· ·A· ·No, so I think in the initial stages of the bylaw

12· · · ·introduction, one of the things we were trying to be

13· · · ·clear to our members is if a medical -- "that leads to

14· · · ·an exemption may only be" -- so if there was a medical

15· · · ·diagnosis, i.e., that somebody was -- because I -- like

16· · · ·Edmonton required an exemption card, Calgary had a

17· · · ·different way, but we wanted our members to know that

18· · · ·they weren't authorized to provide any sort of --

19· · · ·exemption for a member of the public from a masking

20· · · ·bylaw.

21· ·Q· ·I'm going to ask you a question, but was -- did you

22· · · ·ever -- that's okay.

23· · · · · · I'll go to the next notice, C-10 -- sorry, we've

24· · · ·talked about C-10, that's the Telehealth notice, my

25· · · ·apologies.

26· · · · · · I'd like to go to C-11, which is your August 2020



·1· · · ·Registrar's report.

·2· ·A· ·Yeah.

·3· ·Q· ·And more specifically, I'm going to ask you to go to

·4· · · ·page 9.

·5· ·A· ·Okay.

·6· ·Q· ·And under the heading "Return to Practice Feedback

·7· · · ·Survey, I wonder if you could read that sentence.

·8· ·A· ·Yeah:· (as read)

·9· · · · · · We want to hear how implementation of the

10· · · · · · return to practice plan is going in your

11· · · · · · clinic.· Please submit your feedback to us

12· · · · · · using this survey.

13· · · ·And that was another ThoughtExchange survey that was

14· · · ·sent out for members to be able to make comments on.

15· ·Q· ·So you had a line of communication for positive

16· · · ·comments or negative comments?

17· ·A· ·For any comment, and comments received could have been

18· · · ·both positive or negative.

19· · · · · · I can take a second and explain how

20· · · ·ThoughtExchange works.· So in ThoughtExchange, what

21· · · ·happens is somebody gets to make a comment, and they

22· · · ·could say, I love masking, or they could say, I hate

23· · · ·masking.· And when then they do that, then what happens

24· · · ·is, once you get enough thoughts in there, people get

25· · · ·to go and read the thoughts that are currently in it,

26· · · ·and they can rank them; they can go this is actually



·1· · · ·really important, or, oh, this is garbage, or they may

·2· · · ·flag inappropriate comments.· So ThoughtExchange is

·3· · · ·meant for a much more interactive response than, say,

·4· · · ·the idea of a yes/no survey.

·5· ·Q· ·Okay.· Let's go to document C-12, which is an August

·6· · · ·11, 2020 Notice to Members.

·7· ·A· ·Okay.

·8· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair and Tribunal

·9· · · ·Members, I'm planning on going through these quickly.

10· · · ·I'm assuming that once you're in that C file, you're

11· · · ·able to click ahead fairly easily too.· If any of you

12· · · ·are not at a document, please let me know.

13· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Halowski, I'm looking

14· · · ·at C-12 again, and numbered paragraph 1 says:· (as

15· · · ·read)

16· · · · · · Chiropractors must adhere to the ACAC

17· · · · · · COVID-19 Pandemic Directive regardless of

18· · · · · · local bylaws.

19· · · ·What are you intending to communicate there?

20· ·A· ·Yeah.· So one of the questions that members were going,

21· · · ·say -- they were asking what's the interplay between

22· · · ·bylaws and what's the interplay between this.· And so

23· · · ·when we said this, that "Chiropractors must adhere to

24· · · ·the ACAC COVID" ... "regardless of local bylaws", local

25· · · ·bylaws only expand practice requirements.· They do not

26· · · ·remove the requirements of the practice directive.



·1· · · · · · And so we're saying like they may add things in,

·2· · · ·but they can't diminish the minimally acceptable level

·3· · · ·of performance that's put out by the practice

·4· · · ·directive.

·5· ·Q· ·Okay.· We've already talked about C-13, that's one of

·6· · · ·the Telehealth directives, so I'm going to go ahead to

·7· · · ·C-14, which is a November 23, 2020 Notice to Members,

·8· · · ·and I'd just like you to, I'm on page 1, if you could

·9· · · ·read the last couple of sentences on that page, "As

10· · · ·always".

11· ·A· ·(as read)

12· · · · · · As always, as soon as we know more, we will

13· · · · · · advise you.· If you have questions, please

14· · · · · · contact us at the ACAC office.

15· · · ·So we -- again, we were always very open and

16· · · ·communicative with members, especially when questions

17· · · ·were coming up.· You know, speaking as a -- as the

18· · · ·Registrar, I was often communicated to with questions.

19· · · ·And speaking as a practitioner, this time, I think this

20· · · ·is when we started to see kind of the development of

21· · · ·that second wave, and practitioners were getting

22· · · ·nervous, that, hey, we're going to get shut down again

23· · · ·like we did when the first wave happened.· And so they

24· · · ·were often seeking clarification.· We wanted to make

25· · · ·them very aware that they could reach out and speak to

26· · · ·us at any time.



·1· ·Q· ·Okay.· So C-15 is a November 25, 2020 document.

·2· ·A· ·Yeah.

·3· ·Q· ·I'd like you to read the last sentence on the bottom of

·4· · · ·that page "As a health professional", that's what it

·5· · · ·begins with.

·6· ·A· ·Oh:· (as read)

·7· · · · · · As a health professional, it is your

·8· · · · · · obligation to be informed of and to uphold

·9· · · · · · all restrictions, bylaws, or other decisions

10· · · · · · that impact your clinic and the health and

11· · · · · · well-being of staff, patients, and visitors.

12· ·Q· ·And then if you go to the next page, can you read the

13· · · ·last sentence, "If you have"?

14· ·A· ·Yeah:· (as read)

15· · · · · · If you have questions, please contact the

16· · · · · · ACAC office.

17· ·Q· ·So this is an opportunity for members to contact you

18· · · ·again?

19· ·A· ·Yes, it is.

20· ·Q· ·Again, these would go to all members?

21· ·A· ·Yes.

22· ·Q· ·If we go to the next document, C-16, which is a

23· · · ·November 25, '20 FAQ or frequently asked questions, I'm

24· · · ·going to ask you to go to page 7.

25· ·A· ·Okay.

26· ·Q· ·And there's a heading "Do we need barriers for our



·1· · · ·reception desks", and can you tell me what it talks

·2· · · ·about in that next paragraph?

·3· ·A· ·Yeah, I will read it, and then interpret it, if that's

·4· · · ·okay:· (as read)

·5· · · · · · Employees in the public should be 2 metres

·6· · · · · · from each other.· If 2 metres cannot be

·7· · · · · · maintained at reception/payment area, other

·8· · · · · · noncontact electronic payment means can be

·9· · · · · · used or installed, or installation of a

10· · · · · · plexiglass or plastic barrier can be used to

11· · · · · · protect reception staff.· Many local

12· · · · · · companies are retooling to do installations

13· · · · · · of barriers in local businesses.

14· · · ·One of the things that we wanted to make sure is that

15· · · ·members knew how to obtain and provide for barriers for

16· · · ·their staff, especially with the uptick in cases, that

17· · · ·that was made available for members as a resource and

18· · · ·also just to remind them that they have a duty to keep

19· · · ·barriers in place when the physical distance of 2

20· · · ·metres can't be maintained or to separate them from the

21· · · ·general public that was receiving care.

22· ·Q· ·Just below that, there's a heading "Personal Protective

23· · · ·Equipment (PPE), and it has some Q and As again about

24· · · ·wearing masks, et cetera.· Is this a reminder to

25· · · ·members of your profession?

26· ·A· ·Yeah, absolutely, because we were getting not only



·1· · · ·questions about that but questions around things like,

·2· · · ·Do I have to wear a mask, or, Do I have to wear gloves

·3· · · ·or gowns when treating.· So we wanted to just be very

·4· · · ·mindful and remind them of the duty that a

·5· · · ·surgical/procedure mask must be worn by the member when

·6· · · ·treating patients and a physical distance of 2 metres

·7· · · ·cannot be maintained.

·8· ·Q· ·If we go to page 10 of that document, there is a

·9· · · ·heading "Who should I contact if I have questions", I

10· · · ·wonder if you can read that paragraph?

11· ·A· ·(as read)

12· · · · · · If you have questions, please contact the

13· · · · · · ACAC at office@albertachiro.com, and we will

14· · · · · · respond to you as quickly as possible.· If

15· · · · · · you have a question, it's likely that other

16· · · · · · chiropractors are having the same question.

17· · · · · · We'll answer your question if we can.· Follow

18· · · · · · up with the Government on anything that

19· · · · · · requires further investigation, and continue

20· · · · · · to update you on any news.

21· · · ·And that's one of the patterns that we saw, like if we

22· · · ·started to get one member asking a question, usually

23· · · ·we'd get three or four questions.· That's one of the

24· · · ·ways we identified some of our FAQs, because if

25· · · ·somebody was asking it, we'd get multiple questions

26· · · ·along the same line around topics like that.



·1· ·Q· ·And there's a reference here to an email address so

·2· · · ·members could communicate with you by email as well

·3· · · ·then?

·4· ·A· ·That's correct.

·5· ·Q· ·I'd just like to go to the next document very briefly,

·6· · · ·C-17, which is I think an ACAC website update, and it's

·7· · · ·entitled "Adjusting for you".· I'm assuming this is

·8· · · ·something that was intended to go to the public or more

·9· · · ·for public consumption?

10· ·A· ·Yes, yeah, this is more of an Association style

11· · · ·communication relative versus a College style.

12· ·Q· ·And the second page has a heading called "Wearing

13· · · ·Masks", can you tell me what that is telling the

14· · · ·public, members of the public who might read this?

15· ·A· ·Yeah, so if you look like -- like if we -- and for a

16· · · ·second, if you juxtapose this to the practice

17· · · ·directive, this language is meant to be clear, like

18· · · ·everyday language so that chiropractors are wearing

19· · · ·personal protective equipment such as masks during

20· · · ·treatments.

21· · · · · · We're letting the public know that that's what

22· · · ·chiropractors are doing, because in the directive,

23· · · ·we're very clear that that's a requirement, and we

24· · · ·thought it was reasonable to alert the public that

25· · · ·chiropractors are wearing masks.

26· ·Q· ·I'd like to go to the next document, which is C-18, a



·1· · · ·Notice to Members dated December 9, 2020.

·2· ·A· ·Yeah.

·3· ·Q· ·And about halfway down the page, maybe two-thirds of

·4· · · ·the way down the page, there's a paragraph that begins

·5· · · ·with "Masking is mandatory", and there is a sentence

·6· · · ·sort of about a third of the way down or half of the

·7· · · ·down that paragraph that says:· (as read)

·8· · · · · · There are no exemptions to chiropractors and

·9· · · · · · staff masking.

10· · · ·Was that consistent with the Pandemic Directive?

11· ·A· ·That was a hundred percent consistent with what we had

12· · · ·indicated to our members.

13· ·Q· ·So this is another reminder to members?

14· ·A· ·Yes.

15· ·Q· ·If you go to page 2, there's an impacts -- sorry,

16· · · ·"Impacts on ACAC operations", and there's a paragraph

17· · · ·that begins, it's the third one:· (as read)

18· · · · · · If you experience a COVID-19 emergency.

19· · · ·Can you tell me what that paragraph says?

20· ·A· ·Yeah, so at that time, with the -- right now, the

21· · · ·province was in the full, like kind of a ramp-up up to

22· · · ·that second wave of COVID-19, and we were shutting down

23· · · ·operations, and so we wouldn't be answering the phones

24· · · ·live, so we wanted to make sure that our members knew

25· · · ·how to reach us and how to contact us and that we were

26· · · ·there to receive their communications.



·1· · · · · · And so when you look at that, they could email the

·2· · · ·Registrar, email directly.· Under that, this contact

·3· · · ·information, where you see the underlined in blue,

·4· · · ·where it says "Dr. Todd Halowski" or "Sheila Steger",

·5· · · ·those lines, that provided a direct link to our

·6· · · ·personal emails.· And then also that was the extension

·7· · · ·of the phone number, if they called the College office,

·8· · · ·it would come to us, and we received all voice mails

·9· · · ·electronically at that time.

10· ·Q· ·So they can communicate by email or by phone?

11· ·A· ·We were available to be communicated to at all times.

12· ·Q· ·C-19 is a Notice to Members, and I'm just going to get

13· · · ·you to go to the third page of that three-page

14· · · ·document, and I'd like you to read the last sentence

15· · · ·literally above your signature.· It says "We are here

16· · · ·to support you:· Can you read that sentence?

17· ·A· ·Yeah:· (as read)

18· · · · · · We are here to support you.· If there are

19· · · · · · COVID topics that will benefit the profession

20· · · · · · that you believe the ACAC should cover,

21· · · · · · contact me.

22· ·Q· ·So this is another opportunity for members to contact

23· · · ·you?

24· ·A· ·Yes.

25· ·Q· ·I just have to grab a binder, just bear with me for one

26· · · ·moment.



·1· · · · · · I'm looking -- I'd like to take you to File F,

·2· · · ·File Folder F and, in specific, F-3, the ACAC Registrar

·3· · · ·report from July 5 of 2020, and more specifically, I'll

·4· · · ·just get you to go to page 5 -- sorry, 2021, thank you.

·5· · · ·Mr. Lawrence just reminded me.

·6· · · · · · And on page 5, there's a reference to a simple

·7· · · ·rule.· Can you read that sentence?

·8· ·A· ·I'm just going to pull it up on the 'K' drive here.

·9· ·Q· ·And, again, that's the --

10· ·A· ·Registrar's report.

11· ·Q· ·-- yeah, July 2021, yeah.

12· ·A· ·Yeah, okay.

13· ·Q· ·So I've asked you to go to page 5, and the second

14· · · ·complete paragraph has a sentence about the "simple

15· · · ·rule".· Can you just tell me what the "simple rule" is?

16· ·A· ·Yeah:· (as read)

17· · · · · · The simple rule to follow to maintain

18· · · · · · compliance is that the more stringent

19· · · · · · requirement applies to chiropractic practice

20· · · · · · in Alberta.

21· · · ·And that's -- we communicated that:· (as read)

22· · · · · · For example, if Public Health relaxed a

23· · · · · · restriction, but your local municipality

24· · · · · · maintained their bylaw, then the bylaw would

25· · · · · · be considered more stringent and would need

26· · · · · · to be followed.· If your local --



·1· ·Q· ·Okay -- yeah, I'm sorry.

·2· ·A· ·Oh, so, yeah, this is part of that line of

·3· · · ·communication.· Like it's the more strict.· The

·4· · · ·baseline, the minimal accepted level is the practice

·5· · · ·directive.· If there was a more strict requirement

·6· · · ·introduced, it was the requirement of the member to

·7· · · ·follow the more strict requirement.

·8· ·Q· ·And just finally, very quickly, the next document, F-4,

·9· · · ·is an FAQ from July 7.· I'll just let you get to that.

10· · · ·I'm not sure if you have it handy or have to go through

11· · · ·your computer to --

12· ·A· ·I have it, I have it handy.

13· ·Q· ·Okay.· There's a question on the first page:· (as read)

14· · · · · · Why are we still required to do all this when

15· · · · · · the rest of the province is back to normal.

16· · · ·Can you tell me what the answer is?

17· ·A· ·Yeah, we are a regulated health profession.· We're

18· · · ·not -- not to diminish the work or role that anybody

19· · · ·else plays, but we have a responsibility as a health

20· · · ·care provider to act first for the safety and

21· · · ·protection of our patients and to consider their health

22· · · ·needs.

23· · · · · · And so when we're looking at that, we have a duty

24· · · ·to maintain the privilege that we're offered as a

25· · · ·regulated health profession, and part of that is to

26· · · ·make sure that we're following the highest standard in



·1· · · ·ensuring public health and safety.

·2· ·Q· ·So I've taken you through a number of documents --

·3· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair, for your

·4· · · ·patience, and Tribunal Members --

·5· ·Q· ·MR. MAXSTON:· · · · · ·-- that have talked about the

·6· · · ·communication efforts and the feedback efforts from the

·7· · · ·College.

·8· · · · · · I asked you this question before, but I'm just

·9· · · ·going to confirm, you did receive feedback from the

10· · · ·membership?

11· ·A· ·I did receive feedback from the membership.

12· ·Q· ·I'm going to talk with you in a couple of minutes about

13· · · ·your communications with a lady named Ms. Ho and how

14· · · ·the Dr. Wall complaint arose.

15· · · · · · After -- or in April and May, when the Pandemic

16· · · ·Directive was being created and thereafter, did you

17· · · ·receive any communication from Dr. Wall?

18· ·A· ·I received -- in preparing for this, I was reviewing

19· · · ·and I didn't see any communication via email directly

20· · · ·to myself or the College from Dr. Wall.· And all

21· · · ·communication around COVID was always forwarded to me

22· · · ·for a response and -- and review and response of the

23· · · ·College, and I have no record of Dr. Wall emailing the

24· · · ·College.

25· ·Q· ·Just so I'm clear, no emails or phone calls?

26· ·A· ·No phone calls either.



·1· ·Q· ·Before the introduction of the Pandemic Directive, did

·2· · · ·Dr. Wall contact you about pandemic concerns?

·3· ·A· ·I didn't -- prior to this, I didn't have any

·4· · · ·communication from Dr. Wall about the pandemic.

·5· · · · · · You have one communication in my record that I had

·6· · · ·received from Dr. Wall in early March, just when the

·7· · · ·thought of the pandemic was coming.

·8· · · · · · Council had recently introduced some direction on

·9· · · ·discussion of vaccines and that -- chiropractors, we

10· · · ·wanted to be very clear with our members that, you

11· · · ·know, we don't have it in our scope of practice to

12· · · ·administer, educate on vaccinations, and so we had

13· · · ·tightened up a position statement that directed our

14· · · ·regulated members to send questions direct -- send

15· · · ·patients with questions directly to Public Health or

16· · · ·their medical doctor in order to receive the

17· · · ·appropriate answer and education.

18· · · · · · One of the things that we know is that vaccine

19· · · ·misinformation or -- can elevate vaccine hesitancy and

20· · · ·put the public at risk especially in the times of

21· · · ·communicable disease.· And Dr. Wall had written a

22· · · ·letter saying that, you know, that he was -- he said

23· · · ·that he recognizes that chiropractors are governed

24· · · ·under the Health Professions Act, and he intends to

25· · · ·follow any guidelines and rules put forth to our

26· · · ·profession through Standards of Practice and bylaws.



·1· · · · · · But then he was also expressing frustration that

·2· · · ·chiropractors couldn't speak up about vaccines, that he

·3· · · ·indicated that he doesn't believe in vaccines to the

·4· · · ·same extent that Public Health does and that he thinks

·5· · · ·that, you know, it's a shame that we were being limited

·6· · · ·in our ability to communicate about vaccination.· So he

·7· · · ·provided feedback to a policy that council had put

·8· · · ·forward that he disagreed with.

·9· ·Q· ·And that was before the Pandemic Directive though?

10· ·A· ·Absolutely.

11· ·Q· ·I'm not going to take you to these documents to look

12· · · ·at, but Exhibits D-3 to D-7 are a series of CMOH

13· · · ·orders, and I'll just ask you, are you generally

14· · · ·familiar with those?

15· ·A· ·I believe so, yes.

16· ·Q· ·And just to close off a discussion on the Pandemic

17· · · ·Directive, did the College review CMOH orders as they

18· · · ·came out?

19· ·A· ·We did, we did review them and consider them in our

20· · · ·policies that we were maintaining and the direction

21· · · ·that council was providing.

22· · · · · · CMOH orders were an essential part in looking at,

23· · · ·reviewing, and advising council so that council had the

24· · · ·best information when they were making their decisions.

25· ·Q· ·Was the Pandemic Directive a fluid document?

26· ·A· ·It was fluid in the sense that when a change was



·1· · · ·required, we would make a change.· As we reviewed that,

·2· · · ·there was no need to change the directive relatively --

·3· · · ·when it first came out, we were very -- we wanted to

·4· · · ·think big picture with it, so we wanted to have a

·5· · · ·document that would stand during a pandemic.· I didn't

·6· · · ·want the idea of tinkering it.· It's difficult for

·7· · · ·members to have to adapt if we were reviewing it every

·8· · · ·two weeks and going, What about this and what about

·9· · · ·that.

10· · · · · · So we really did develop a document that was able

11· · · ·to stand during a pandemic and provide and inform

12· · · ·members' practice relative to the standard of practice.

13· ·Q· ·I understand that there was change to the Pandemic

14· · · ·Directive in early July of 2021; is that correct?

15· ·A· ·I think -- oh, this year, yeah, sorry.· There was.

16· · · ·That was changed -- sorry, I was thinking back to last

17· · · ·year.· I don't think anything happened in 2020, but

18· · · ·2021, that's correct, we did introduce new direction

19· · · ·for the members based on the current environment and

20· · · ·current information and the medical orders that were in

21· · · ·place from the Medical Officer of Health at that time,

22· · · ·so ...

23· ·Q· ·So mask --

24· ·A· ·Yeah, we amended specifically, we changed and we

25· · · ·maintained requirements around infection prevention and

26· · · ·control in the office, but specifically, you know, hand



·1· · · ·washing and some of the other measures in around

·2· · · ·screening as well.

·3· · · · · · We did remove the requirement for masking and eye

·4· · · ·protection but did maintain a strong recommendation

·5· · · ·that members consider to continue to use the masking

·6· · · ·for themselves and the eye protection for themselves as

·7· · · ·well.

·8· ·Q· ·So, Dr. Halowski, a while ago when we were first

·9· · · ·talking, I think you mentioned to me that the Pandemic

10· · · ·Directive, at least in part, was based on Standard

11· · · ·4.3 --

12· ·A· ·Yes.

13· ·Q· ·-- that was already in place.· I'd like you to go to

14· · · ·and the Tribunal Members to go to Exhibit A-11, which

15· · · ·is an excerpt from the -- or, pardon me, it is the

16· · · ·Standards of Practice for the College, and I'd like

17· · · ·everyone specifically to go to page 15 and Standard

18· · · ·4.3, which is "Infection Prevention and Control".· So,

19· · · ·again, that's Exhibit A-11, and I'd ask all of you to

20· · · ·go to page 15.

21· · · · · · Dr. Halowski, this is a bit of a lengthy standard.

22· · · ·I'm more interested in -- most interested in the

23· · · ·opening statement and then the bullets that appear on

24· · · ·page 16.· I'm wondering if you can take me through this

25· · · ·with as much detail as you need to.· Can you tell me

26· · · ·what the standard of practice says?



·1· ·A· ·Yeah, so this is our infection, prevention, and control

·2· · · ·standard.· It was adopted in 2010 and revised in 2014

·3· · · ·specifically.

·4· · · · · · And, again, one of the things that, Mr. Maxston

·5· · · ·and the Hearing Tribunal, is that I cannot stress

·6· · · ·enough that Standards of Practice represent our

·7· · · ·minimally acceptable level of performance.· These are

·8· · · ·not aspirational; they're meant to designate the low

·9· · · ·bar for practice.

10· · · · · · And so when we look at that -- and that's the same

11· · · ·in every profession, that's not unique to us as

12· · · ·chiropractors or unique to physicians or

13· · · ·physiotherapists, dentists, or anybody; Standards of

14· · · ·Practice are the minimal acceptable level of

15· · · ·performance, and it's kind of how we measure if

16· · · ·somebody has met the threshold of professional conduct.

17· · · ·And if they're at or exceed the standards, then that's

18· · · ·one of the considerations.

19· · · · · · So when we look at that and go through this, the

20· · · ·standard does lay out specifically what the

21· · · ·requirements are for our members to be minimally

22· · · ·acceptable, to:· (as read)

23· · · · · · Remain current in generally accepted routine

24· · · · · · practices and infection control protocols

25· · · · · · relative to their current practice context.

26· · · ·And practice context can be what's internal in the



·1· ·environment and what's external to the environment.

·2· · · · In the case of something like a novel Coronavirus,

·3· ·none of us have practiced that in that environment, and

·4· ·so that's where we saw a need that we would have to

·5· ·provide direction for membership, right?

·6· · · · The next one:· (as read)

·7· · · · Develop, incorporate, and keep up to date

·8· · · · infection control policies to promote the use

·9· · · · of infection control measures, which may be

10· · · · unique to their personal professional

11· · · · practice style.

12· ·That's a -- so that's incorporating that they need or

13· ·are required to have an infection prevention control

14· ·policy in their office that highlights how they execute

15· ·and practice to keep in consideration of infection and

16· ·infectious disease, right?

17· · · · (as read):

18· · · · Ensure that their clinic is fully equipped,

19· · · · operated, and maintained to meet generally

20· · · · accepted infection control guidelines.

21· ·And that's a really important one is the "generally

22· ·accepted".· You know, it's not -- we're not looking to

23· ·set a bar higher for the chiropractic profession than

24· ·any other profession; these are measures that are

25· ·generally accepted.

26· · · · Like, you know, hand washing is a great example.



·1· ·The World Health Organization continues to identify

·2· ·that hand washing is the single most effective way to

·3· ·break the transmission of disease.· Every standard of

·4· ·practice I review from other professions highlights the

·5· ·importance of hand hygiene before and after care.

·6· · · · And so that's -- and you look at that in our

·7· ·practice directive:· (as read)

·8· · · · Hand hygiene, which must include the use of

·9· · · · hand cleaner or a hand washing -- or hand

10· · · · washing before and after each patient

11· · · · contact.

12· ·We're very consistent as a generally accepted measure:

13· ·(as read)

14· · · · Use of protective barriers as standard

15· · · · practice whenever contact with blood and body

16· · · · fluids is likely to occur during patient

17· · · · contact.· Barriers must also be used when a

18· · · · patient's personal care equipment is likely

19· · · · to have been contaminated with potentially

20· · · · infected fluids, like wheel chairs or

21· · · · walkers.

22· ·So protective barriers, and that's defined specifically

23· ·in here as personal protective equipment:· (as read)

24· · · · Specialized equipment or clothing used by

25· · · · health care workers to protect themselves

26· · · · from direct exposure to client's blood,



·1· · · · tissue, or body fluids.· Personal protective

·2· · · · equipment [and here's where we leave it to

·3· · · · practitioner discretion in the standard of

·4· · · · practice] may include gloves, gowns,

·5· · · · fluid-resistant aprons, head and foot

·6· · · · coverings, face shields or masks, eye

·7· · · · protection, and ventilation devices, for

·8· · · · example, mouth pieces, respirator bags,

·9· · · · pocket masks.

10· ·And the reason that it's left to practitioner

11· ·discretion in a standard of practice is -- and if we

12· ·required our practitioners to wear gloves, to wear a

13· ·gown, fluid-resistant aprons, and head and foot

14· ·coverings for every patient interaction would be

15· ·significantly oppressive to practice and to the

16· ·practice style that we practice in.· You know,

17· ·chiropractors tend to work with non-infectious

18· ·patients, we tend to work with patients that are coming

19· ·in with neuromusculoskeletal conditions or NMSK as I

20· ·indicated earlier.

21· · · · We go on to talk about:· (as read)

22· · · · Internal environmental cleaning, disinfecting

23· · · · and sterilizing equipment and facilities, and

24· · · · managing waste and materials contaminated by

25· · · · body fluids [which we use Appendix A to

26· · · · define all of that].



·1· ·And I'm happy to review that as part of this, right?

·2· · · · And highlights of that is measures practiced in

·3· ·appendix -- I'm going to jump over to that, and then

·4· ·I'll come back to the bullets.· But:· (as read)

·5· · · · Measures practiced by health care

·6· · · · practitioners intended to prevent spread,

·7· · · · transmission, and acquisition of agents or

·8· · · · pathogens between patients, from health care

·9· · · · practitioners to patients, from patients to

10· · · · health care practitioners n the health care

11· · · · setting.· Infection control measures

12· · · · instituted are based on how an infectious

13· · · · agent is transmitted and includes standard,

14· · · · contact, droplet, and airborne precautions.

15· ·Cleaning is really the physical cleaning of a space,

16· ·right?· Disinfection is using different things that we

17· ·know are -- during contact time are meant to kill or --

18· ·kill the pathogen, right?· Sterilization is a two-step

19· ·process not typically applied in practice, but there

20· ·may be some practitioners who use metallic pinwheels,

21· ·and those require sterilization versus, say, a disposal

22· ·one.

23· · · · And then we really highlight as well as part of

24· ·Appendix A that we have to consider our policies in

25· ·light of both external and internal practice

26· ·environments.· External would be:· (as read)



·1· · · · Any locale beyond the internal practice

·2· · · · environment and may extend to municipal,

·3· · · · provincial, national, or international

·4· · · · borders, depending on the nature of the

·5· · · · infection risk being considered.

·6· ·Specifically when I look at that, that just

·7· ·specifically speaks about a novel infection.· There was

·8· ·so much information that was lacking at the onset of

·9· ·the pandemic that we -- this is where we again

10· ·identified that we really need to be -- get the

11· ·information and provide the information that's relevant

12· ·to practice.

13· · · · And then when you come back, we are adamant that

14· ·our members must:· (as read)

15· · · · Adopt appropriate -- [and this is a minimal

16· · · · level] -- but adopt appropriate infection

17· · · · control measures, including contact

18· · · · management protocols and monitor their use

19· · · · and effectiveness to identify problems,

20· · · · outcomes, and trends; provide infection

21· · · · prevention and control training for clinical

22· · · · staff and monitor implementation of that.

23· ·So, again, they are highlighting, to a question you had

24· ·asked earlier, Mr. Maxston, part of this standard is

25· ·that our members have a responsibility to make sure

26· ·their staff are trained and monitored in their use of



·1· ·infection prevention and control procedures, which --

·2· ·excuse me for a sec -- which does include the use of

·3· ·personal protective equipment.

·4· · · · And then to:· (as read)

·5· · · · Conduct ongoing assessments of current risk

·6· · · · of infections and transmissions to patients,

·7· · · · staff, colleagues, and other health

·8· · · · professionals, and take appropriate remedial

·9· · · · action in a timely manner consistent with

10· · · · professional requirements --

11· ·Right?· And when I look at that word "professional

12· ·requirements", you know, that is the Pandemic Practice

13· ·Directive, that was the professional requirement that

14· ·council put in place in respect of the novel

15· ·Coronavirus that -- pandemic:· (as read)

16· · · · -- and the applicable law based on

17· · · · consideration of the following:· The

18· · · · assessment of the treatment [so this is

19· · · · speaking to, you know, assessing what's going

20· · · · on]; the health condition of the patients;

21· · · · the degree of infection and risk currently

22· · · · present in the internal practice environment;

23· · · · the degree of risk presently in the external

24· · · · practice environment; and current best

25· · · · practice infection prevention control

26· · · · protocols relative to his or her practice.



·1· · · ·Again, going back to, you know, if -- what they're

·2· · · ·doing with patients.

·3· · · · · · For instance, we have some practitioners that work

·4· · · ·intraoral or do work inside of somebody's mouth,

·5· · · ·they're going to wear gloves.· There's a risk that they

·6· · · ·could be closer or developing aspirations or -- from

·7· · · ·the patient or where they would need face shields.· So

·8· · · ·that was a significant portion of that.

·9· · · · · · And then, you know, so this standard of practice

10· · · ·is there -- there isn't a requirement in our Pandemic

11· · · ·Practice Directive that isn't already considered in our

12· · · ·standard of practice, but the Pandemic Practice

13· · · ·Directive was contextualized to the information

14· · · ·provided by Alberta Health and Public Health to

15· · · ·practicing during the novel Coronavirus outbreak and

16· · · ·was meant to -- as a requirement for our members to

17· · · ·follow.· Hence, why we use the word "directive" instead

18· · · ·of "suggestions".

19· ·Q· ·Okay.

20· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, it's about 3:30.

21· · · ·The -- I have my last section of questions for

22· · · ·Dr. Halowski is about his involvement in the complaint

23· · · ·concerning Dr. Wall and a couple of I guess

24· · · ·housekeeping questions after that, not many.

25· · · · · · I understand from the College that the Hearings

26· · · ·Director at 4:00 would need to hand over control of the



·1· ·meeting hosting to someone else.· I think I would

·2· ·propose to go another half an hour unless you need a

·3· ·break, and I don't think, unfortunately, we're going to

·4· ·get to cross-examination today by Mr. Kitchen, but I

·5· ·think I can finish with Dr. Halowski today.· And then

·6· ·next Tuesday, we would resume with Mr. Kitchen.· I, of

·7· ·course, wouldn't talk to Dr. Halowski about his

·8· ·testimony during that break.

·9· · · · Do you want to take a quick break now though for 5

10· ·or 10 minutes, or do you want me to just go ahead, and

11· ·I'm fine either way?

12· ·THE CHAIR:· · · · · · · ·No, I think my body doesn't

13· ·like sitting in front of a computer screen eight hours

14· ·a day, so I'd like to get up and stretch.· So let's

15· ·just -- I mean 5 minutes is fine, and then we'll --

16· · · · Mr. Kitchen, does that sound fair to you in terms

17· ·of a plan for the rest of today and for next week?

18· ·MR. KITCHEN:· · · · · · ·That's fine, yeah.· We're not

19· ·going to have time to do my cross, so that's fine.

20· ·THE CHAIR:· · · · · · · ·Okay, very good.· All right,

21· ·well, if that's the case, let's break for -- come back

22· ·at 20 to 4, and then we'll plow through the rest of the

23· ·direct examination.· So we're in -- session is in

24· ·recess for now, reconvene at 3:40.· Thank you.

25· ·(ADJOURNMENT)

26· ·THE CHAIR:· · · · · · · ·The hearing is back in



·1· · · ·session, and, Mr. Maxston, it's your floor to continue

·2· · · ·with Dr. Halowski.

·3· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

·4· · · · · · I'm now going to turn to the sixth and final area

·5· · · ·that I wanted to have questions for Dr. Halowski on,

·6· · · ·and that is his involvement in the complaint concerning

·7· · · ·Dr. Wall.· I'm going to ask you, Mr. Chair and your

·8· · · ·colleagues, to go to Exhibit A-2, which is a December

·9· · · ·1, 2020 email from a lady named Heidi Ho at Alberta

10· · · ·Health Services that was sent to Dr. Wall and was

11· · · ·copied to Dr. Halowski, so I'll just let everybody get

12· · · ·to that document, and then I'll -- I've got a few

13· · · ·questions on that.

14· · · ·THE CHAIR:· · · · · · · ·And, Dr. Halowski, do you have

15· · · ·a copy?

16· ·A· ·Yes, I do, thank you.

17· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Halowski, I really, as

18· · · ·I said, going to want to talk to you here about your

19· · · ·involvement with this complaint and how things started.

20· · · ·Can you tell me who Heidi Ho is at Alberta Health

21· · · ·Services?

22· ·A· ·Yeah.· Heidi Ho is a community medical specialist, so

23· · · ·she's like a ground-worker for Public Health, and so

24· · · ·when Public Health complaints are received, then she

25· · · ·would go out and investigate.

26· · · · · · During the pandemic in the initial phase, we



·1· · · ·received many contacts specifically from Public Health

·2· · · ·about the conduct of our membership, where we would

·3· · · ·investigate.· That was something that I would often

·4· · · ·receive, initiate, and then follow up and let me them

·5· · · ·know that we'd investigated and any action taken.

·6· · · · · · So for Heidi Ho to reach out and communicate to me

·7· · · ·directly was an occurrence that wouldn't have raised on

·8· · · ·my radar from time to time, but it was a signal that

·9· · · ·Public Health had something that they wanted us to look

10· · · ·into and be able to respond to them that our member

11· · · ·was, in fact, doing what they should do, or if there

12· · · ·was concerns, then we would raise them back to Public

13· · · ·Health as well.

14· ·Q· ·So the December 1, 2020 email, you're copied with it,

15· · · ·it's going to Dr. Wall.· Can you tell me what Ms. Ho is

16· · · ·communicating to you in this email?

17· ·A· ·Yeah.· So she says:· (as read)

18· · · · · · Alberta Health Services received a complaint

19· · · · · · indicating that the administration staff and

20· · · · · · yourself are not masking even when within 2

21· · · · · · metres distance with patients.· As per our

22· · · · · · phone conversation, you indicated you were

23· · · · · · mask-exempted as per CMOH 38-2020.· Please

24· · · · · · indicate which exemption you would fall

25· · · · · · under; otherwise, you are required to be

26· · · · · · masking when within 2 metres distance with a



·1· · · · · · patient.· As for your administrative staff,

·2· · · · · · you indicated that there is no plexiglass

·3· · · · · · barrier at the reception and that staff are

·4· · · · · · not masking.· Patients could be within 2

·5· · · · · · metres' distance when making payments.· This

·6· · · · · · is in violation of the CMOH Order 26-2020,

·7· · · · · · where every person attending an indoor or an

·8· · · · · · outdoor location must maintain a minimum of 2

·9· · · · · · metres distance from every other person.

10· · · · · · Your clinic must have control measures,

11· · · · · · physical barriers -- for example, physical

12· · · · · · barriers to promote physical distancing at

13· · · · · · all times; otherwise, the administrative

14· · · · · · staff must be masked as per CMOH Order

15· · · · · · 38-2020.

16· · · ·And then she just informs that she's copied me, and

17· · · ·when I received this email, I was quite concerned that

18· · · ·Dr. Wall was not following the practice directive,

19· · · ·because we were very clear about what the requirements

20· · · ·are, and masking was one of them, and Ms. Ho was also

21· · · ·aware of that.

22· ·Q· ·Okay.· I'll ask you to go and everyone else to go to

23· · · ·Exhibit A-3, which is your December 2, 2020 letter to

24· · · ·Mr. Lawrence, in his capacity as Complaints Director.

25· · · ·And I'll just -- you quote Ms. Ho's email in there in

26· · · ·your letter, I'll just ask you to read the first



·1· · · ·paragraph in your letter to Mr. Lawrence.

·2· ·A· ·(as read)

·3· · · · · · It has come to the attention of the Registrar

·4· · · · · · through Public Health on December 1st, 2020,

·5· · · · · · at 4:17 PM that Dr. Curtis Wall is not

·6· · · · · · following the ACAC Pandemic Directive and the

·7· · · · · · CMOH orders regarding masking and the

·8· · · · · · requirements to maintain 6 feet of social

·9· · · · · · distance.

10· · · ·And I included that body of the email just for

11· · · ·Mr. Lawrence's consideration.

12· ·Q· ·Okay, and can you read the last two paragraphs -- I'm

13· · · ·going to have questions for you on these, but can you

14· · · ·read the last two paragraphs in your letter,

15· · · ·beginning --

16· ·A· ·Yeah.

17· ·Q· ·-- with "Further to"?

18· ·A· ·(as read)

19· · · · · · Further to the email from Public Health, in

20· · · · · · conversation with Dr. Wall, he indicated that

21· · · · · · he does not mask, and he has not provided

22· · · · · · for barriers in his clinic.

23· · · ·So I did, once I had this, send an email to Dr. Wall,

24· · · ·letting him know I would need to speak with him.· We

25· · · ·did have a conversation on December 2nd.

26· · · · · · And so that's what that's referencing, that, in



·1· · · ·conversation, he had communicated that he wasn't doing

·2· · · ·it and nor do he have intention to:· (as read)

·3· · · · · · I have serious concern for public safety as

·4· · · · · · Dr. Wall refuses to mask when he breaches the

·5· · · · · · physically distance of 6 feet with the

·6· · · · · · public.· He is not providing for or requiring

·7· · · · · · his staff to mask when they are within 6 feet

·8· · · · · · of distance.

·9· ·Q· ·Okay, so I want to turn back to this phone conversation

10· · · ·you had with Dr. Wall, and can you just refresh my

11· · · ·memory, what day did that happen?

12· ·A· ·December 2nd.

13· ·Q· ·And did he call you?

14· ·A· ·I can't remember the exact -- I did imply that we would

15· · · ·need to converse, and I believe that I did call him at

16· · · ·his clinic, but I don't know off the top of my head.

17· ·Q· ·Okay, I want to just be very clear about your

18· · · ·conversation with him and what he said to you.· You

19· · · ·said in your letter he indicated that he does not mask?

20· ·A· ·Yeah.

21· ·Q· ·And that's accurate?

22· ·A· ·That's what he indicated at the time, that he was not

23· · · ·masking, and I also remembered he indicated he had no

24· · · ·intention to mask because -- yeah, well, he did, for a

25· · · ·brief moment in that conversation, describe how he

26· · · ·didn't think that COVID was serious, and that it was --



·1· · · ·we were overreacting with the Pandemic Practice

·2· · · ·Directive.· And so he was indicating that he was not

·3· · · ·going to because he did not believe that he needed to

·4· · · ·follow this, that he would be just fine.

·5· · · · · · And somewhat at -- somewhat at the time, I think

·6· · · ·they've come to be known as COVID deniers in the

·7· · · ·public, that there was rhetoric, there was speech about

·8· · · ·how COVID's not real, how it's not serious, that it's

·9· · · ·no more than a mild flu, and some of that language that

10· · · ·was common and has continued to be common about COVID

11· · · ·during the pandemic.

12· ·Q· ·Did he talk to you about his exemption from masking or

13· · · ·his alleged exemption?

14· ·A· ·He had talked about how he had originally worn a mask

15· · · ·but then decided that he didn't like to wear it and

16· · · ·that he -- you know, I think he said, you know, he just

17· · · ·didn't feel comfortable wearing it, so he had been

18· · · ·wearing it since May.· And so at the end of May, I

19· · · ·think, is when he indicated that he had removed the

20· · · ·mask from what I recall of that conversation.

21· ·Q· ·And, I'm sorry, what did he identify as the reason for

22· · · ·not masking?

23· ·A· ·He said he didn't like how he felt when he wore it, you

24· · · ·know, he just didn't feel comfortable wearing it, which

25· · · ·I believe were the words he used in that conversation.

26· ·Q· ·Okay.· Did he identify any other reasons for not



·1· · · ·wanting to wear the mask?

·2· ·A· ·Other than, you know, I asked why, and I think that's

·3· · · ·when some of the conversation around COVID not being

·4· · · ·real and that this is, you know, we're just

·5· · · ·overreacting, and, in this environment, to have to wear

·6· · · ·a mask and that he wasn't comfortable doing that.

·7· ·Q· ·Did he mention any religious objections?

·8· ·A· ·I don't believe he did at that time; not that I can

·9· · · ·recall.

10· ·Q· ·Did he argue that he couldn't practice because of the

11· · · ·Pandemic Directive then?

12· ·A· ·No, he didn't raise anything.· You know, I tried to

13· · · ·encourage him that masking is required, and he said

14· · · ·that he wouldn't be masking, that he -- I think he then

15· · · ·was -- yeah, I think, you know, part of it he was

16· · · ·claiming he was now exempt from masking because of the

17· · · ·City bylaws allowed him to be exempt.· And I do

18· · · ·remember having a conversation that that's not the

19· · · ·intent of the bylaws, and the practice directive

20· · · ·applies to you.

21· · · · · · Hence, the follow-up communication to

22· · · ·Mr. Lawrence, that we have a member that's not

23· · · ·following the Pandemic Practice Directive.

24· ·Q· ·We talked before about the Telehealth directives; were

25· · · ·there some options for practice available to Dr. Wall

26· · · ·if he didn't want to mask?



·1· ·A· ·Dr. Wall could have practiced Telehealth.· Dr. Wall

·2· · · ·could have -- at that time, he could have had

·3· · · ·conversations with his patients to only mask when he

·4· · · ·was going to be within 6 feet, but Dr. Wall indicated

·5· · · ·that he wouldn't do that either.

·6· ·Q· ·I'm going to ask you some closing questions here just

·7· · · ·about I guess the regulatory function of the College

·8· · · ·and, more specifically, the regulatory roles that you

·9· · · ·occupy or have involvement with as Registrar.

10· · · · · · Does the College have mandatory practice visits?

11· ·A· ·Yes, that is a part of our practice.· That's part of

12· · · ·the rights given in our regulations that our competence

13· · · ·committee has mandatory practice visits.

14· ·Q· ·And can a chiropractor choose to opt out of practice

15· · · ·visits?

16· ·A· ·They cannot.

17· ·Q· ·Does the College have a required continuing competence

18· · · ·program?

19· ·A· ·We do have a continuing competence program that

20· · · ·requires a certain number of CC hours.· Council has

21· · · ·also directed that members have to maintain currency in

22· · · ·first aid, that right now we have a requirement for a

23· · · ·recordkeeping course that must be completed annually,

24· · · ·and that members also must complete trauma-informed

25· · · ·training on an annual basis.

26· ·Q· ·Can a member choose to opt out of those requirements?



·1· ·A· ·Not if they would like to renew their practice permit.

·2· ·Q· ·So I take it that means, no, if they want to practice?

·3· ·A· ·That's correct, yes.

·4· ·Q· ·In his questions with a prior witness, Mr. Kitchen

·5· · · ·asked a question about whether chiropractic clinics are

·6· · · ·or are not health care settings; how would you respond

·7· · · ·to that?

·8· ·A· ·The way I would look at that is we're a regulated

·9· · · ·profession underneath the Health Professions Act, and

10· · · ·we are health professionals, health care workers.

11· · · ·We're regulated members of a health care profession,

12· · · ·and that's what the Health Professions Act establishes.

13· · · ·That's the level of expertise.

14· · · · · · When people come to us, they're coming to us for

15· · · ·health care problems.· They're coming to us because

16· · · ·they're seeking our care for conditions that impact

17· · · ·their health.· So I would say, in every sense of the

18· · · ·word, we are health care workers.

19· ·Q· ·Dr. Halowski, since the COVID-19 pandemic began, have

20· · · ·any chiropractors died from COVID-19, to your

21· · · ·knowledge?

22· ·A· ·Yes.· We've had two of our members that passed away as

23· · · ·a result of COVID-19.· We had one practitioner in his

24· · · ·early 50s in Calgary that passed way as a result of it.

25· · · ·We had one of our members in their early 60s passed

26· · · ·away as a result of it.· And during that time, I've had



·1· · · ·an opportunity to speak to many of our members who

·2· · · ·acquired COVID as well.

·3· · · ·MR. MAXSTON:· · · · · · ·Dr. Halowski, those are all my

·4· · · ·questions for you.

·5· · · · · · I see we're just coming to 4:00, so Ms. Nelson is

·6· · · ·still involved.· I take it, based on our previous

·7· · · ·discussion, Mr. Chair and Mr. Kitchen, that what the

·8· · · ·intention will be is that next Tuesday, when we resume,

·9· · · ·Dr. Halowski's testimony would continue, and

10· · · ·Mr. Kitchen would commence his cross-examination, I

11· · · ·would do my redirect, if any, and the Tribunal would

12· · · ·ask any questions of Dr. Halowski?

13· · · ·THE CHAIR:· · · · · · · ·That's my understanding.  I

14· · · ·think that's the path that we shall follow.

15· · · ·The Chair Questions the Witness

16· · · ·THE CHAIR:· · · · · · · ·But before we break for today,

17· · · ·I had one quick question that I would like to ask

18· · · ·Dr. Halowski, and this goes to the complaint that was

19· · · ·received.

20· ·Q· ·THE CHAIR:· · · · · · ·So the complaint was made by a

21· · · ·patient to Alberta Health?

22· ·A· ·It was made by one of Dr. Wall's patients specifically

23· · · ·to Alberta Health, but Alberta Health communicated it

24· · · ·back to us.· They indicated that that patient would

25· · · ·like to stay anonymous, as they had a -- often

26· · · ·patients -- and that's very standard for a patient not



·1· · · ·to want to be identified -- but when they made that

·2· · · ·complaint and with that follow-up conversation to

·3· · · ·Dr. Wall where I became aware of it, that's when we

·4· · · ·decided to action further.

·5· ·Q· ·Okay, so there was no further communication with the

·6· · · ·patient?

·7· ·A· ·No, at no time did we communicate with the patient;

·8· · · ·that came to Alberta Health from a patient.

·9· ·Q· ·Okay, I just was curious as to how -- what the path was

10· · · ·for that complaint to end up where it did.

11· · · ·THE CHAIR:· · · · · · · ·Did any other Members of the

12· · · ·Tribunal have questions they wanted to talk about

13· · · ·today?· We can caucus and discuss those, or we can --

14· · · ·you have a chance to think about this and certainly

15· · · ·raise them next week when we meet.

16· · · · · · Okay, I think the Hearing Tribunal Members are

17· · · ·fine; I'm fine.

18· · · · · · So thank you very much, Dr. Halowski, for your

19· · · ·time and your testimony today.· Much appreciated.

20· · · · · · Thank you, counsel, both counsel for your efforts.

21· · · ·They are long days, but there's a lot to cover, and we

22· · · ·shall pick this up at 9:00 on September 7th and

23· · · ·continue, at that point, with Mr. Kitchen's

24· · · ·cross-examination of Dr. Halowski.

25· · · · · · And I would just ask, Mr. Pavlic, do we need to

26· · · ·caution Dr. Halowski not to discuss his testimony, or



·1· ·is that not an issue?

·2· ·MR. PAVLIC:· · · · · · · He should be provided the

·3· ·usual caution, but I think Mr. Maxston has already

·4· ·indicated that he will not be discussing any matters

·5· ·with him, so I think that will cover it off.

·6· ·MR. KITCHEN:· · · · · · ·Okay, your comment, mine, and

·7· ·Mr. Maxston's.

·8· ·THE CHAIR:· · · · · · · ·Okay, that's great.· Okay,

·9· ·thanks everybody.· We will call this hearing to close

10· ·for today, and we'll see everybody on the 7th.· Have a

11· ·good long weekend.

12· ·_______________________________________________________

13· ·PROCEEDINGS ADJOURNED UNTIL 9:00 AM, SEPTEMBER 7, 2021

14· ·_______________________________________________________
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23· · · ·(PROCEEDINGS COMMENCED AT 9:08 AM)

24· · · ·THE CHAIR:· · · · · · · ·Good morning, everybody.

25· · · ·Thank you, Dr. Halowski, for coming back this morning.

26· ·A· ·Thank you for having me back.



·1· · · ·THE CHAIR:· · · · · · · ·Just to remind everybody, we

·2· · · ·concluded on September 2nd with the direct examination

·3· · · ·of Dr. Halowski, and we will start this morning -- I

·4· · · ·should, first of all, remind everybody that the Hearing

·5· · · ·Tribunal is back in session, and we will start this

·6· · · ·morning with the cross-examination of Dr. Halowski.

·7· · · · · · And, Dr. Halowski, I would just remind you that

·8· · · ·you are still under oath.· Very good.

·9· · · · · · Mr. Kitchen, I'll turn the floor over to you.

10· · · ·MR. KITCHEN:· · · · · · ·Thank you, Chair.

11· · · ·DR. TODD HALOWSKI, Previously affirmed, Cross-examined

12· · · ·by Mr. Kitchen

13· ·Q· ·MR. KITCHEN:· · · · · ·Good morning, Dr. Halowski.

14· · · ·Is it all right, if I call you Dr. Halowski?

15· ·A· ·Yeah, that works for me.

16· ·Q· ·Thank you.· Well, I'm going to start with just a few

17· · · ·questions about some of the things you had to say on

18· · · ·Thursday, and I might refer to last Thursday, and

19· · · ·that's just a reference to your direct examination with

20· · · ·Mr. Maxston.

21· · · · · · Now, Dr. Halowski, the primary form of care

22· · · ·provided by chiropractors is physical manipulation of

23· · · ·the musculoskeletal system of their patients; isn't

24· · · ·that right?

25· ·A· ·That is one form of treatment provided.· There's also

26· · · ·consultation.· There's education.· There's also soft



·1· · · ·tissue immobilization.· There's exercise instruction.

·2· · · ·And so one of the modalities of treatment that is used

·3· · · ·is physical manipulation as well as many others.

·4· ·Q· ·So you disagree that the primary form of care is

·5· · · ·manipulation?

·6· ·A· ·That is one of the modalities of treatment that we are

·7· · · ·taught.· It may be that many chiropractors employ it.

·8· · · ·There are chiropractors that don't use that.· So for me

·9· · · ·to speak for every chiropractor and the treatment plan

10· · · ·they provide would be inappropriate in this setting,

11· · · ·but it is one of the treatment forms that chiropractors

12· · · ·utilize and are trained to utilize and recognized as a

13· · · ·restricted activity that we are able to perform under

14· · · ·the Health Professions Act.

15· ·Q· ·Okay, and I appreciate that answer, but can you just

16· · · ·confirm for me that you disagree that it's the primary;

17· · · ·in other words, you would say it is only one form of

18· · · ·treatment, it is not the primary; would you agree with

19· · · ·that statement?

20· ·A· ·I would say that historically, manipulation was the

21· · · ·primary means of treatment.· I would say in today's

22· · · ·chiropractic.· There are many approaches; chiropractors

23· · · ·also provide acupuncture, they provide all sorts of

24· · · ·different treatments that are physical or meant as for

25· · · ·intervention.· So I think that having me agreed to that

26· · · ·statement or disagree to that statement, doesn't



·1· · · ·provide the full context of care provided by

·2· · · ·chiropractors.

·3· ·Q· ·And I appreciate that you feel that way --

·4· ·A· ·No, that's the truth; it's not my feeling.

·5· ·Q· ·Okay, and I appreciate that you think that's the truth,

·6· · · ·but you are required to answer my question, and my

·7· · · ·question is do you agree that physical manipulation of

·8· · · ·the musculoskeletal system is the primary form of care?

·9· · · ·If you disagree, I'd ask that you tell me.

10· ·A· ·I think I have answered that that is one of the forms

11· · · ·of care, and it may be the most --

12· ·Q· ·I didn't --

13· ·A· ·-- commonly --

14· ·Q· ·-- ask you if it's one form of care; I asked you if

15· · · ·it's the primary.

16· ·A· ·Again, then --

17· ·Q· ·Do you agree it's the primary, or do you disagree?

18· ·A· ·I would say I can't answer that question the way you're

19· · · ·asking it.

20· ·Q· ·So do you agree that you don't know the answer to that

21· · · ·question?

22· ·A· ·No, I think I do understand that that applies, and I

23· · · ·did inform you as well as the Hearing Tribunal of the

24· · · ·many different options that are available for treatment

25· · · ·as offered by chiropractors.

26· ·Q· ·I didn't ask you if you understood.· I asked you if you



·1· · · ·don't know.· So is your answer to the question whether

·2· · · ·you agree that musculoskeletal manipulation is the

·3· · · ·primary form, is your answer I don't know?

·4· ·A· ·The answer is that would depend on each practitioner,

·5· · · ·and while that is we are trained and experts in

·6· · · ·providing manipulation as you're describing, or if we

·7· · · ·talked about osseous manipulation, then, yes, that is a

·8· · · ·primary treatment that we're trained to offer.

·9· ·Q· ·So you would agree that physical manipulation is a

10· · · ·primary form but not the primary form?

11· ·A· ·That's correct.

12· ·Q· ·Well, do you agree that the physical manipulation of

13· · · ·the musculoskeletal system is called an adjustment?

14· ·A· ·That is one word that's used for it.· Adjustment and

15· · · ·manipulation are used interchangeably by practitioners,

16· · · ·often recognizing that, you know, manipulation is what

17· · · ·would be recognized by the majority of health

18· · · ·professions.· Adjustment is the term used by some

19· · · ·chiropractors when they're describing manipulation.

20· ·Q· ·Well, I'll use the word "manipulation" because it seems

21· · · ·to be the one favoured by you.· Now, manipulation is

22· · · ·done by chiropractors by either touching patients with

23· · · ·their hands or with small manipulation devices; isn't

24· · · ·that right?

25· ·A· ·That are -- yes, that would be the two, typically

26· · · ·either instrument-assisted or hand-based adjustment or



·1· · · ·manipulation as you call it.

·2· ·Q· ·Well, I'm calling it that, because you called it that.

·3· · · ·Adjustments cannot be done -- okay, sorry, let's call

·4· · · ·them manipulation.· Manipulation cannot be done over

·5· · · ·the phone, can it?

·6· ·A· ·That is correct.

·7· ·Q· ·Manipulation cannot be done if a chiropractor is

·8· · · ·physically distanced from their patients by 2 metres;

·9· · · ·isn't that correct?

10· ·A· ·That's correct.

11· ·Q· ·You stated last Thursday that Telehealth is not the

12· · · ·same as physical care, did you not?

13· ·A· ·It is not the same.

14· ·Q· ·I don't think you said last Thursday that Telehealth is

15· · · ·shown to be effective, but you have produced no

16· · · ·independent evidence of this effectiveness in the form

17· · · ·of studies or reports, have you?

18· ·A· ·I think I did report on a study that's forthcoming

19· · · ·that's not yet published, but there is evidence and

20· · · ·there is published evidence that treating

21· · · ·musculoskeletal conditions with Telehealth has been

22· · · ·shown for specific conditions to be effective, that

23· · · ·depends on the condition.

24· ·Q· ·You haven't produced that evidence for the purposes of

25· · · ·this hearing, have you?

26· ·A· ·I didn't -- no, we didn't produce that evidence.· It's



·1· · · ·not submitted as one of the articles.

·2· ·Q· ·Chiropractors don't generally work with people that

·3· · · ·have infectious illnesses, do they?

·4· ·A· ·They -- not typically, we don't.· We don't seek out to

·5· · · ·treat patients with infections.· Some patients may show

·6· · · ·up because they have an infection -- well, with an

·7· · · ·infection as a comorbidity.

·8· ·Q· ·But you said last Thursday, did you not, that

·9· · · ·chiropractors don't generally work with people that

10· · · ·have infectious illnesses, didn't you?

11· ·A· ·Yeah, we're not a primary treatment for those patients.

12· ·Q· ·When the ACAC decided to include mandatory masking for

13· · · ·chiropractors in the Pandemic Directive in May of 2020,

14· · · ·it did not consider the statutory human rights and

15· · · ·constitutional rights of chiropractors regarding

16· · · ·mandatory masking, did it?

17· ·A· ·We were taking the direction of Public Health around

18· · · ·the requirements to protect patients.· So if you're

19· · · ·asking about it in that situation, it was one of the

20· · · ·discussions; however, the primary decider was that we

21· · · ·have a responsibility to practice in the safest way

22· · · ·possible for our patients.

23· ·Q· ·Thank you for that answer, but you didn't answer my

24· · · ·question.· My question was when you were deciding what

25· · · ·to put in the Pandemic Directive, and you decided to

26· · · ·include mandatory masking, this is in May of 2020, you



·1· · · ·did not consider the human rights and constitutional

·2· · · ·rights of chiropractors, did you?

·3· ·A· ·I would say that the rights of the patient and our

·4· · · ·responsibility to provide a safe environment were

·5· · · ·considered above those rights.· So it's not that it was

·6· · · ·not considered, the consideration was specifically that

·7· · · ·the patient's safety in a situation like that should

·8· · · ·come first at this time.

·9· ·Q· ·Sir, you agree that the human rights and constitutional

10· · · ·rights of patients are very important?

11· ·A· ·I do agree that we have a responsibility.· I don't know

12· · · ·if I'm an expert -- able to speak about constitutional

13· · · ·and human rights.· I do know that we had a

14· · · ·responsibility to provide a way for our practitioners

15· · · ·to deliver safe care.· So while you're asking me about

16· · · ·that, I don't feel that I'm qualified to speak about

17· · · ·the human rights here in the aspect that you're

18· · · ·pursuing.· And what you're seeking is my opinion, and I

19· · · ·don't know if my opinion really matters in the regard

20· · · ·of making a decision of what's best and safest for a

21· · · ·patient.

22· ·Q· ·But you would agree, just to confirm what you just

23· · · ·said, you would agree that the rights of patients are

24· · · ·paramount over the rights of chiropractors?

25· ·A· ·That the safety of patients is paramount in making a

26· · · ·decision about how to provide for safe practice.



·1· ·Q· ·Right, but what you just said is that the rights of

·2· · · ·chiropractors are less important than the rights of

·3· · · ·patients; is that not what you just said?

·4· ·A· ·I don't believe it is.

·5· · · ·MR. KITCHEN:· · · · · · ·Well, Madam --

·6· ·A· ·I think I spoke about the safety of the patient.

·7· · · ·MR. KITCHEN:· · · · · · ·Madam Reporter, can you help

·8· · · ·us out with that?· Can we just go back to what

·9· · · ·Dr. Halowski said there just a moment ago?

10· · · ·COURT REPORTER:· (by reading)

11· · · · · · A· ·I would say that the rights of the

12· · · · · · · · patient and our responsibility to provide

13· · · · · · · · a safe environment were considered above

14· · · · · · · · those rights.· So it's not that it was

15· · · · · · · · not considered, the consideration was

16· · · · · · · · specifically that the patient's safety in

17· · · · · · · · a situation like that should come first

18· · · · · · · · at this time.

19· · · ·MR. KITCHEN:· · · · · · ·Thank you.

20· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Halowski --

21· ·A· ·Yeah.

22· ·Q· ·-- you would agree can with me that, from your

23· · · ·perspective, the rights of the patients are paramount

24· · · ·to the rights of chiropractors?

25· ·A· ·When you say "paramount", can you give me the

26· · · ·definition of how you're describing "paramount"?



·1· ·Q· ·You would agree with me that you just said that the

·2· · · ·rights of patients are more important to you in your

·3· · · ·role as the Registrar than the rights of chiropractors?

·4· ·A· ·I would say that the rights -- if you're going to use

·5· · · ·those words, the right or the responsibility of the

·6· · · ·College is to ensure public protection, public safety,

·7· · · ·and practitioner competence, and I believe we met those

·8· · · ·requirements by the decisions that were made in May

·9· · · ·last year.

10· · · · · · So we did say that paid practitioners must be

11· · · ·masked to provide care, because the evidence at that

12· · · ·time was that masking was an effective way to limit the

13· · · ·transmission of COVID-19 to patients that were

14· · · ·receiving care.

15· ·Q· ·So you would agree with me that the Pandemic Directive

16· · · ·does a good job of prioritizing the rights of patients

17· · · ·over the rights of chiropractors?

18· ·A· ·I would agree with that.

19· ·Q· ·When the ACAC decided to include mandatory masking for

20· · · ·chiropractors in its Pandemic Directive in May of 2020,

21· · · ·it did not consult a scientist who was independent of

22· · · ·the Alberta Government, did it?

23· ·A· ·We were -- we did not, other than the advice and

24· · · ·recommendations of Public Health, consult anybody

25· · · ·outside of that organization.

26· ·Q· ·And by "Public Health", you mean the Public Health of



·1· · · ·the Government of Alberta?

·2· ·A· ·Correct, and also the recommendations of the Public

·3· · · ·Health Agency of Canada.

·4· ·Q· ·Now, when the ACAC reviewed and revised the Pandemic

·5· · · ·Directive in January of 2021, it didn't then consult a

·6· · · ·scientist who was independent of Government Public

·7· · · ·Health to review the mandatory masking, did it?

·8· ·A· ·No, we continued to put our trust in the

·9· · · ·recommendations and direction received from Public

10· · · ·Health in Alberta as well as that from Public Health of

11· · · ·Canada.

12· ·Q· ·Exclusively, correct?

13· ·A· ·Yes, correct.

14· ·Q· ·You said last Thursday, that it would be, quote,

15· · · ·oppressive for the ACAC to mandate too much PPE too

16· · · ·often; isn't that right?

17· ·A· ·In the context of reviewing the standard of practice, I

18· · · ·believe that is correct.· When we talked about all of

19· · · ·the different things, i.e., having to wear gowns,

20· · · ·having to wear gloves, having to wear splash shields,

21· · · ·all those different things would have been an excessive

22· · · ·amount of PPE in the context of what we knew about

23· · · ·COVID at the time.

24· ·Q· ·Now, I'm going to take you and the Tribunal to Exhibit

25· · · ·F-2.· If you could just let me know when you have that

26· · · ·in front of you.· This is CMOH Order 16-2020.



·1· ·A· ·I will let you know as soon as I have it.· Okay.

·2· · · ·THE CHAIR:· · · · · · · ·Does everybody have it?

·3· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·4· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Halowski, you're there?

·5· ·A· ·Yeah.

·6· ·Q· ·Now, Section 2 of this order, CMOH Order 16-2020,

·7· · · ·Section 2 never applied to Dr. Wall, did it?

·8· ·A· ·You're saying Section 2 of the actual order or Section

·9· · · ·2 of Appendix A?· Because when I read Section 2 of the

10· · · ·order:· (as read)

11· · · · · · Effective May 4th and subject to Section 6 of

12· · · · · · this order, a regulated member of a college

13· · · · · · established -- [so Dr. Wall is a regulated

14· · · · · · member of a college] -- established under the

15· · · · · · Health Professions Act practicing in the

16· · · · · · community must comply with the attached

17· · · · · · Workplace Guidance for Community Health Care

18· · · · · · Settings to the extent possible when

19· · · · · · providing a professional service.

20· · · ·I would say that does apply to Dr. Wall.

21· ·Q· ·Let me take you over to the next page then.· You see

22· · · ·Section 6 there?

23· ·A· ·Yeah.

24· ·Q· ·Now, I'm going to read it to you, and then I'm going to

25· · · ·ask you a question:· (as read)

26· · · · · · Section 2 of this order does not apply in



·1· · · · · · respect of a regulated member under the

·2· · · · · · Health Professions Act whose college has

·3· · · · · · published COVID-19 guidelines as required by

·4· · · · · · Section 3 of this order.

·5· ·A· ·Yeah.

·6· ·Q· ·You would agree that the ACAC Pandemic Directive was

·7· · · ·implemented on May 4th?

·8· ·A· ·It was -- that's when members could return to practice

·9· · · ·under the CMOH order.· It was -- that's when it was

10· · · ·effected.· It was provided to members before that.

11· ·Q· ·All right.· Okay, so let me ask you again -- let's go

12· · · ·back to Section 2 --

13· ·A· ·Okay.

14· ·Q· ·You would agree with me then that Section 2 never

15· · · ·applied to Dr. Wall?

16· ·A· ·Section -- the way you're reading it, yes.

17· ·Q· ·And that's because of Section 6 and the fact that the

18· · · ·ACAC implemented the Pandemic Directive on May 4th,

19· · · ·correct?

20· ·A· ·Correct.

21· ·Q· ·So at no time did Dr. Wall ever contravene Section 2 of

22· · · ·CMOH Order 16-2020, did he?

23· ·A· ·I am answering; I'm just reading to make sure my answer

24· · · ·is consistent with what I'm reading right now.

25· ·Q· ·That's fine.

26· ·A· ·Yeah, at that time, he would be under the direction of



·1· · · ·the College.· So your answer -- I think the way you --

·2· · · ·can you restate your question, and then I will answer

·3· · · ·it specifically?

·4· ·Q· ·At no time did Dr. Wall ever contravene Section 2 of

·5· · · ·CMOH Order 16-2020; isn't that correct?

·6· ·A· ·He would have been -- so, yes, he would have been under

·7· · · ·Section 6 of the CMOH -- of this order at 16-2020,

·8· · · ·because the College had its own guide, but the answer

·9· · · ·is, yes, that said that.

10· ·Q· ·Thank you.· I'll take you to Exhibit D-8, please.· D-8,

11· · · ·and that is CMOH Order 38-2020.

12· ·A· ·Okay.

13· ·Q· ·You're familiar with this?· I believe we discussed this

14· · · ·last Thursday.

15· ·A· ·Yes.

16· ·Q· ·And I'll take you over to page 6.· Now, Section 27(c)

17· · · ·of this CMOH Order 38-2020 orders that individuals are

18· · · ·exempt from wearing a mask if they are:· (as read)

19· · · · · · Unable to due to a mental or physical concern

20· · · · · · or limitation.

21· · · ·Isn't that right?

22· ·A· ·That's what that says right there.

23· ·Q· ·Just going to go back to the Pandemic Directive, and

24· · · ·just so everybody knows, there's three versions of the

25· · · ·directive, of course, I think it's C-20, C-21, and

26· · · ·C-22.· C-22 being the January 6th version.



·1· · · · · · Now, Dr. Halowski, none of these three versions of

·2· · · ·the Pandemic Directive requires that patients wear a

·3· · · ·mask, do they?

·4· ·A· ·I think the first and second did not.· I believe in the

·5· · · ·third version, we did start speaking to the direction

·6· · · ·that was provided in the CMOH orders.· I would have to

·7· · · ·confirm that.

·8· ·Q· ·Well, why don't you do that.

·9· ·A· ·In here, we did not speak to patients.· I do know we

10· · · ·did -- and so that's why I had to review.· I do know we

11· · · ·communicated to the ACAC around patients and how to

12· · · ·manage and handle patients that were not masking

13· · · ·because those were at the time Provincial or Municipal

14· · · ·orders.

15· ·Q· ·I appreciate that, but you'll confirm for me that never

16· · · ·in the directive, in the Pandemic Directive, did you

17· · · ·mandate that patients must wear a mask?

18· ·A· ·No, we don't regulate patients.· We did not mandate it

19· · · ·in there.

20· ·Q· ·And none of the three versions of the directive

21· · · ·required chiropractors to enforce that their patients

22· · · ·wear a mask, does it?

23· ·A· ·That was -- no, we don't have anything in the Pandemic

24· · · ·Practice Directive around enforcement for chiropractors

25· · · ·to make their patients mask in the clinic.

26· ·Q· ·Now, I'm at that Personal Protective Equipment section,



·1· · · ·okay, which stays largely the same for the three

·2· · · ·versions.· Now, you would agree with me that nowhere in

·3· · · ·the PPE or the Personal Protective Equipment section in

·4· · · ·the directive, you would agree with me that nowhere

·5· · · ·does it say anything about chiropractors contacting the

·6· · · ·ACAC regarding masking if they think they have a human

·7· · · ·rights concern regarding mandatory masking?

·8· ·A· ·We don't have anything in there about our practitioners

·9· · · ·contacting us.· We do -- and this directive didn't

10· · · ·include anything about them contacting, because the

11· · · ·expectation was that they would always mask when

12· · · ·providing close contact care.

13· ·Q· ·I heard you say quite a few times in your answers to

14· · · ·Mr. Maxston on Thursday that the protection of the

15· · · ·public is the top priority and primary consideration

16· · · ·for the ACAC?

17· ·A· ·That is what directs our policy decisions, yes, that

18· · · ·is -- when council meets and council makes decisions,

19· · · ·that is the consideration that's made is what is best

20· · · ·for the public.· That is that council -- both

21· · · ·between -- so I would say, yes, that is an appropriate

22· · · ·assessment that we do speak to the need for regulating

23· · · ·members with the perspective of public safety first.

24· ·Q· ·You agree that a key aspect of protecting the public is

25· · · ·protecting their health, do you not?

26· ·A· ·Yes.



·1· ·Q· ·You agree that the principle of, first, do no harm is a

·2· · · ·vital part of protecting the health of members of the

·3· · · ·public; do you not?

·4· ·A· ·That would be part of what we do and aim to do with the

·5· · · ·provision of care as chiropractors.

·6· ·Q· ·You agree that each patient of every chiropractor is a

·7· · · ·member of the public, do you not?

·8· ·A· ·Yes.

·9· ·Q· ·You agree that the interests of each patient, each

10· · · ·forms a part of the broader public interest; do you

11· · · ·not?

12· ·A· ·I would say I guess so if we're going down this --

13· · · ·where you're going is that each patient's, you know --

14· · · ·but again there, I'm trying to understand the reason of

15· · · ·the question, other than, yeah, we have that each

16· · · ·patient's safety is paramount, but we only interact

17· · · ·with a patient that's in the office.

18· ·Q· ·You agree from the perspective of the ACAC, because

19· · · ·that's -- I'm not asking this question, I'm not asking

20· · · ·any of these questions about you as a chiropractor.  I

21· · · ·know you've practiced; you mentioned that on Thursday.

22· ·A· ·Yeah.

23· ·Q· ·But you're here in your role as Registrar.

24· ·A· ·Yeah.

25· ·Q· ·Okay, so that's what I'm talking about.

26· ·A· ·Okay.



·1· ·Q· ·So you would agree from the perspective of the ACAC

·2· · · ·that the interests of each patient, each chiropractor,

·3· · · ·each forms a small part of the broader public interest,

·4· · · ·correct?

·5· ·A· ·Yes.· I would say the public as a whole, yes.

·6· ·Q· ·Do you think -- would you agree that if the interests

·7· · · ·of one individual patient were impacted, that in some

·8· · · ·small way the broader public interest as a whole is

·9· · · ·impacted?

10· ·A· ·Perhaps.· I mean, can you give me an example of a

11· · · ·situation that you're thinking of?· Because I can think

12· · · ·there would be positive and negative for impact, I

13· · · ·think that's a consideration.

14· ·Q· ·If I did that, Mr. Maxston would tell me I can't ask

15· · · ·you a hypothetical, so I'm not going to do that.

16· ·A· ·Okay.

17· ·Q· ·You would agree that the public interest is not merely

18· · · ·an ideal, correct?

19· ·A· ·The public interest, I think that's the

20· · · ·decision-making, it's not -- it's meant to be realistic

21· · · ·for the public and how they receive care or how we

22· · · ·interact or how we provision for the -- it's meant to

23· · · ·be realistic, yes.

24· ·Q· ·Exactly, and the public is made up of many individuals,

25· · · ·correct?

26· ·A· ·It would be, yeah, everybody, like I said, the --



·1· · · ·society in its entirety.

·2· ·Q· ·So the interests of each individual chiropractic

·3· · · ·patient, a conglomeration of those interests make up

·4· · · ·the public interest, correct?

·5· ·A· ·Perhaps, yes, that would be -- I guess so, yes.

·6· ·Q· ·The ACAC expects chiropractors to prioritize the

·7· · · ·protection of the health of their patients above all

·8· · · ·other priorities; isn't that right?

·9· ·A· ·That we do expect that they practice with safety as

10· · · ·their primary concern, whether it's safety to deliver

11· · · ·the care at that time, whether it's safe to -- safer to

12· · · ·not provide care, whether it's safer to refer the

13· · · ·patient.· All of those are considerations that an

14· · · ·individual chiropractor must make based on the

15· · · ·presentation of the patient.· So in the full context,

16· · · ·yes.

17· ·Q· ·Okay, thank you, but I didn't ask you about safety, so

18· · · ·please try to listen to the words that I use.

19· ·A· ·Okay.

20· ·Q· ·And if you don't agree with me, that's okay, just say

21· · · ·so, say, I don't agree with that, or just say, That's

22· · · ·not right.· You can give whatever answer you want, but

23· · · ·I am asking you, and you are required to answer the

24· · · ·question that I ask you.

25· ·A· ·Okay.

26· ·Q· ·The ACAC expects chiropractors to prioritize the



·1· · · ·protection of the health of their patients above all

·2· · · ·other priorities; is that right or is that wrong?

·3· ·A· ·Yes, that's right.

·4· ·Q· ·Even above their own interests, correct?

·5· ·A· ·That would be -- I'm going to say there is context --

·6· · · ·no, yes, that would be true.

·7· ·Q· ·You agree that the principle -- again I'm asking you in

·8· · · ·your capacity as the Complaints Director, okay?· I'm

·9· · · ·not asking your personal opinion --

10· ·A· ·I'm not the Complaints Director, but I'm the --

11· ·Q· ·Sorry.

12· ·A· ·-- Registrar, yeah.

13· ·Q· ·Forgive me.· That's exactly --

14· ·A· ·That's okay.· No, that's okay, I just wanted to make

15· · · ·sure that that was clear that I'm not pretending to be

16· · · ·the Complaints Director.

17· ·Q· ·So you agree, from your perspective as the Registrar of

18· · · ·the ACAC, that the principle of chiropractors

19· · · ·protecting the public from harm is more important than

20· · · ·the principle of protecting the reputation of the

21· · · ·chiropractic profession, do you not?

22· ·A· ·Public safety is what is the key and essential in the

23· · · ·decision-making, so I don't know if I would separate

24· · · ·the two because I do believe that protecting the

25· · · ·patients protects the reputation of the profession.· So

26· · · ·that would be I disagree with the way you stated the



·1· · · ·question.

·2· ·Q· ·Okay.· As far as you're concerned, those two things

·3· · · ·could never come in conflict?

·4· ·A· ·So when you say "those two things", you're talking

·5· · · ·about patient safety and the public reputation.· They,

·6· · · ·at times, they do come in conflict, and patient safety

·7· · · ·would be above the professional reputation at the time

·8· · · ·in the sense that, you know, we actually -- when we

·9· · · ·govern or when council governs under the Health

10· · · ·Professions Act, their consideration is the public

11· · · ·above the profession.

12· ·Q· ·So you've agreed that public safety is above the

13· · · ·reputation -- or above the interest of protecting the

14· · · ·reputation of the profession.· Do you agree that

15· · · ·protecting the public from harm is also above

16· · · ·protecting the reputation of the profession?

17· ·A· ·I think that, in my mind, the protecting the public and

18· · · ·protecting them from harm is very similar.· I don't

19· · · ·know if I understand the distinction you're trying to

20· · · ·make there.

21· ·Q· ·Well, again, I asked the question, and I didn't use the

22· · · ·word "safety", but you used the word "safety" in

23· · · ·answering, which --

24· ·A· ·Okay, you said public -- versus public, protecting the

25· · · ·public and protecting the public from harm, is that

26· · · ·what you used?



·1· ·Q· ·That's exactly what I used.

·2· ·A· ·And so what's the distinction?· To me, I see them as

·3· · · ·the same.

·4· ·Q· ·You see safety and protection from harm as the same

·5· · · ·things?

·6· ·A· ·Again, you put the word "safety" in there, I didn't.

·7· · · ·When I was restating your question, I said public and

·8· · · ·public harm.· And so when you're saying protecting the

·9· · · ·public, I think that encompasses protecting them from

10· · · ·harm as one of the components.· So I guess I would say,

11· · · ·yes, in that aspect.

12· ·Q· ·You agree that there are other threats to the overall

13· · · ·health and safety, health and well being of

14· · · ·chiropractic patients besides COVID-19, do you not?

15· ·A· ·Absolutely, yeah.· You know, that is -- I would a

16· · · ·hundred percent agree that COVID-19 is not the only

17· · · ·health threat that our patients face at this time or

18· · · ·the public faces, because I'm not speaking about my

19· · · ·years as a practitioner.

20· ·Q· ·You agree that chiropractors are obligated to comply

21· · · ·with the ACAC's requirements of practice even if those

22· · · ·requirements are harmful to the chiropractor, do you

23· · · ·not?

24· ·A· ·I would say that the -- that the chiropractor must

25· · · ·deliver care in a safe way, which is that to reduce the

26· · · ·risk of harm.



·1· ·Q· ·I appreciate that, but that's not what I asked you.

·2· ·A· ·Okay.

·3· ·Q· ·You agree, do you not, that chiropractors are obligated

·4· · · ·to comply with the ACAC's requirements of practice even

·5· · · ·if those requirements are harmful to the chiropractor?

·6· ·A· ·I disagree with the way you've asked the question, and

·7· · · ·I know you're going to tell me I have to answer the

·8· · · ·question, and so I would agree that the patient's

·9· · · ·safety comes -- is paramount in the delivery of

10· · · ·chiropractic care, and we would not set it up so that

11· · · ·our chiropractors were in a position to be in physical

12· · · ·danger when providing the care.

13· ·Q· ·Dr. Halowski, if you don't agree with my questions,

14· · · ·it's perfectly acceptable for you to answer and say you

15· · · ·don't agree.

16· ·A· ·Okay.

17· ·Q· ·But you don't get to ask yourself a different question.

18· · · ·I'm the one asking questions.· I'm asking you

19· · · ·questions, and if you disagree with the question that I

20· · · ·have asked you, if I ask you if you agree with

21· · · ·something, I'm asking you to tell me whether or not you

22· · · ·agree.· I'm not asking for you to ask yourself a new

23· · · ·question.

24· ·A· ·Okay.

25· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I've got to make a

26· · · ·comment.· Mr. Kitchen is phrasing his responses to



·1· ·Dr. Wall's [sic] answer in the format of, You're not

·2· ·answering a question.· He may not like the answer that

·3· ·Dr. Halowski has given, but this constant repeating of

·4· ·you have to answer my question, Dr. Halowski is

·5· ·answering.· It's not a question of does Mr. Kitchen

·6· ·like the answers.· Dr. Halowski is providing his

·7· ·answer, and I just -- I would ask Mr. Kitchen to

·8· ·refrain from the repeated rephrasing of a question when

·9· ·the answer has been given.

10· ·MR. KITCHEN:· · · · · · ·And I appreciate that.· The

11· ·problem is that what we're seeing is the witness is

12· ·making up his own questions and answering them; he's

13· ·not even attempting to answer my questions.

14· ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, you and I

15· ·disagree, but when I think when Dr. Halowski gives an

16· ·answer, he gives an answer, and you don't have to like

17· ·it.· You can press him on it.· But I think you're going

18· ·beyond that in reminding him repeatedly about what his

19· ·obligations are.· He's answering questions.

20· ·MR. KITCHEN:· · · · · · ·Well, I'll refrain from that,

21· ·and I won't give that reminder again.

22· ·THE CHAIR:· · · · · · · ·I think, Mr. Kitchen, that

23· ·and, Mr. Maxston, that Mr. Kitchen's questions are

24· ·being asked to solicit a certain answer from

25· ·Dr. Halowski, which -- and Dr. Halowski, from my

26· ·perspective anyway, is trying to provide the



·1· · · ·information in his answer the best way he can, and I

·2· · · ·think perhaps there is disagreement on how the answer

·3· · · ·should be worded between Mr. Kitchen and Dr. Halowski.

·4· · · · · · But I agree, let's try and move forward with this.

·5· · · ·We seem to be hung up on splitting hairs about the use

·6· · · ·of a particular word.· Thank you.

·7· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·8· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Halowski, I'm just going

·9· · · ·to ask this question one more time, and whatever answer

10· · · ·you give, we're going to move on.

11· · · · · · I'm simply asking you whether or not you agree, do

12· · · ·you agree that chiropractors are obligated to comply

13· · · ·with the ACAC's requirements of practice even if those

14· · · ·requirements are harmful to the chiropractor?· Do you

15· · · ·agree with that, or do you not?

16· ·A· ·Patient safety comes first in the delivery of care, so

17· · · ·I would say that if there's the risk for harm for a

18· · · ·practitioner in providing care, they shouldn't be

19· · · ·providing care at that time.· If providing safe patient

20· · · ·care is going to harm the practitioner, that

21· · · ·practitioner should not be providing that care at that

22· · · ·time.

23· ·Q· ·And you would agree that it's impossible for the ACAC

24· · · ·requirements of practice to ever result in a lack of

25· · · ·safety to the patients?

26· ·A· ·Can you repeat the question once more?



·1· ·Q· ·You would agree it's impossible that the ACAC's

·2· · · ·requirements of practice would be or would result in a

·3· · · ·lack of safety to patients?

·4· ·A· ·Can I -- I'm going to say how I heard your question,

·5· · · ·and so that the way we require care may result in an

·6· · · ·unsafe environment for patients?

·7· ·Q· ·No, I'm asking you, you in your role as the Registrar,

·8· · · ·you regard it as impossible that the requirements of

·9· · · ·practice from the ACAC could ever result in a lack of

10· · · ·safety for patients?

11· ·A· ·I think the Standards of Practice -- so I'm going to

12· · · ·contextualize this, the way the Standards of Practice

13· · · ·are established and direction is meant to provide the

14· · · ·safest way for a patient to receive care.· If

15· · · ·somebody's not following that, it may introduce an

16· · · ·environment where the patient is not safe in receiving

17· · · ·care.

18· ·Q· ·The ACAC is obligated by law to only impose

19· · · ·requirements of practice that are lawful; isn't that

20· · · ·right?

21· ·A· ·So I would, listening to that, I think that there's

22· · · ·more meaning behind the words than I would be able to

23· · · ·speak to.· I do know our responsibility is to set

24· · · ·Standards of Practice and to govern the profession --

25· · · ·and Codes of Ethics and govern the profession according

26· · · ·to the mandate that the legislation provides.



·1· · · · · · So when we do that, the consideration is to be

·2· · · ·lawful in how we set up our direction as well as

·3· · · ·Standards of Practice and Code of Ethics.

·4· ·Q· ·Well, since you take objection to the words, let me get

·5· · · ·a little more specific.

·6· ·A· ·Okay.

·7· ·Q· ·You would agree with me that the ACAC is obligated to

·8· · · ·only impose requirements of practice that are

·9· · · ·consistent with the Alberta Human Rights Act, correct?

10· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm going to object

11· · · ·to that.· Dr. Halowski has no knowledge of Alberta

12· · · ·human rights legislation or requirements.· This may be

13· · · ·a question for another witness but not Dr. Halowski.

14· · · · · · And, I'm sorry, and I might add that's the

15· · · ·ultimate question that may be before -- or one of the

16· · · ·questions that may be before the Tribunal.

17· · · ·THE CHAIR:· · · · · · · ·I think Mr. Maxston makes a

18· · · ·good point.· Dr. Halowski is an expert on the College's

19· · · ·work; however, I don't think he should be held to be an

20· · · ·expert on human rights legislation.

21· · · ·MR. KITCHEN:· · · · · · ·And I would agree, and I

22· · · ·wasn't asking about the content.

23· ·Q· ·MR. KITCHEN:· · · · · ·I was merely asking do you

24· · · ·agree, Dr. Halowski, that the ACAC is bound by the

25· · · ·statutes of Alberta?

26· ·A· ·To the extent that we have authority under the



·1· · · ·legislation, we have a responsibility to -- council has

·2· · · ·a responsibility to govern, given the -- what the

·3· · · ·legislation provides for us to govern.

·4· · · · · · So I think that, yes, but there's context there

·5· · · ·that's really important to consider.· Like I don't get

·6· · · ·to decide what happens in somebody's personal life

·7· · · ·but -- or our director or -- I say "us", the ACAC

·8· · · ·doesn't get to.

·9· · · · · · What we actually have to specifically consider is

10· · · ·how the legislation should be applied for chiropractors

11· · · ·that are practicing in Alberta, and "legislation" being

12· · · ·specifically the Health Professions Act.

13· ·Q· ·The ACAC is bound to act according to the Constitution

14· · · ·of Canada; isn't that correct?

15· ·A· ·Again, there I wouldn't be an expert in that.· I think

16· · · ·we are bound -- we are entitled with the legislation

17· · · ·under the Health Professions Act and act according to

18· · · ·the direction provided in that document.

19· ·Q· ·So would you agree with me that the ACAC is bound by

20· · · ·other pieces of legislation besides the Health

21· · · ·Professions Act?

22· ·A· ·There are other pieces of legislation that do speak to

23· · · ·the chiropractic profession, specifically things like

24· · · ·the Health Information Act.· We also are responsible

25· · · ·for PIPA in our own conduct.· Our members are

26· · · ·responsible PIPA in their own conduct.· So there are



·1· · · ·other pieces of legislation that direct the conduct of

·2· · · ·what we have an opportunity to provide guidance,

·3· · · ·direction, or regulation on.

·4· ·Q· ·Thank you.· Now, last Thursday, in response to

·5· · · ·questions from Mr. Maxston, you discussed what was said

·6· · · ·in an initial call between yourself and Dr. Wall.· This

·7· · · ·occurred in early December; you would agree?

·8· ·A· ·December 2nd from my records.

·9· ·Q· ·Thank you.· Now, you told Dr. Wall, during that call,

10· · · ·that a decision may be made that he either wear a mask

11· · · ·or sit out from practicing for the rest of the

12· · · ·pandemic, didn't you?

13· ·A· ·I don't believe I made that.· I said that we would have

14· · · ·to go further in inquiry at that time.· I don't

15· · · ·actually get to make the decisions, but that would be

16· · · ·one of the decisions that would have been possible to

17· · · ·be raised, so -- I don't have the transcript nor a

18· · · ·memory of every word that was said in that

19· · · ·conversation.

20· ·Q· ·Well, Dr. Wall remembers the conversation, and I'm just

21· · · ·going to put it to you that he is going to say that you

22· · · ·said to him in that phone call that he either wear a

23· · · ·mask or sit out from practicing?

24· ·A· ·I think that if it was prefaced that way, it would have

25· · · ·been an ask not a demand:· So would you consider not

26· · · ·practicing at this time if you're not willing to mask.



·1· ·Q· ·Well, I'm going to put it to you, Dr. Wall is going to

·2· · · ·say that you made that as a statement.

·3· ·A· ·All right.

·4· ·Q· ·So let me ask you:· Do you confirm or deny that you

·5· · · ·said to him on that phone call that he either wear a

·6· · · ·mask or sit out from practicing?

·7· ·A· ·I don't -- I would disagree that I said it that way.

·8· ·Q· ·And, Dr. Halowski, you said that COVID killed two

·9· · · ·Alberta chiropractors; you said that, correct?

10· ·A· ·That is what was reported to us from their families,

11· · · ·so, yes, I did report what was communicated from my

12· · · ·family out to our colleagues, so that our colleagues

13· · · ·were aware of the impact of COVID on these families and

14· · · ·fellow colleagues.

15· ·Q· ·So you haven't viewed the death certificates of these

16· · · ·two individuals, have you?

17· ·A· ·I did view the death certificate of one; the other, I

18· · · ·received the obituary from the -- and it wasn't a death

19· · · ·certificate, like the Government death certificate; it

20· · · ·was the one, like a -- I don't know what it's called,

21· · · ·but a certificate of death, but like the notice that a

22· · · ·funeral home or a mortuary would provide, confirming

23· · · ·that they are in possession of this body is what we

24· · · ·received, and we require that for some form of

25· · · ·confirmation -- or we require some form of

26· · · ·confirmation, and that is what we received in that



·1· · · ·case, and the other was the obituary.

·2· ·Q· ·That document that you viewed, you haven't produced

·3· · · ·that as an exhibit in this case, have you?

·4· ·A· ·No.

·5· ·Q· ·You have no evidence of what comorbidities these two

·6· · · ·chiropractors had at the time of their death, do you?

·7· ·A· ·I don't.· I didn't.· It wasn't my place to ask these

·8· · · ·families specifically what comorbidities or health,

·9· · · ·that's their personal health information.· They just

10· · · ·informed me that COVID had killed their -- one was

11· · · ·their husband, and the other was their father.

12· ·Q· ·So you don't have personal knowledge that COVID was the

13· · · ·primary cause of death in these two people, do you?

14· ·A· ·I have what was reported to me.· Is that not considered

15· · · ·personal knowledge before the -- like I don't know what

16· · · ·your -- is "personal knowledge" is a legal word or not?

17· · · ·Like I would call that personal when I spoke to the

18· · · ·wife and said that her husband was in the hospital for

19· · · ·close to six -- I think four weeks, six weeks, received

20· · · ·care at both the Rockyview and the Foothills, but

21· · · ·eventually succumbed to complications due to COVID.

22· · · · · · And the other, there was reports that there was --

23· · · ·from them, not from that person directly, somebody else

24· · · ·who knew them, indicated that they may have had

25· · · ·comorbidities and -- but the son said, Yeah, no, COVID

26· · · ·is what killed my father.



·1· · · · · · So I mean, that's information.· I didn't enter

·2· · · ·that as exhibits, other than the fact that both those

·3· · · ·families declared to me, in different ways, that their

·4· · · ·loved ones had been killed by COVID or as a result of

·5· · · ·COVID-acquired infection.

·6· ·Q· ·The basis of your belief that these two individuals

·7· · · ·died of COVID is based on what you were told by other

·8· · · ·people, correct?

·9· ·A· ·Correct.

10· ·Q· ·And you don't know how these two people contracted

11· · · ·COVID if they did; isn't that correct?

12· ·A· ·I didn't ask.· It was moot to the conversation, and I

13· · · ·didn't feel it was my place to ask that question, so

14· · · ·that is correct.

15· ·Q· ·But you did feel it was your place to say, as part of

16· · · ·your testimony, that you believe that two Alberta

17· · · ·chiropractors died of COVID?

18· ·A· ·I believe the reports that were provided by those

19· · · ·people, so, yes, I did.· And I think, again, for our

20· · · ·profession, it only illustrated to me, as well as to

21· · · ·our colleagues, the severity of COVID in our community.

22· ·Q· ·Dr. Halowski, how many chiropractors are there in

23· · · ·Alberta?

24· ·A· ·It -- that goes up or down.· Do you want an exact

25· · · ·number today or just an estimate?

26· ·Q· ·Is it greater than 1100?



·1· ·A· ·Yes, it is, and it would have been, at the time, it

·2· · · ·would have been 1150 to 1180.

·3· · · ·MR. KITCHEN:· · · · · · ·Those are all my questions.

·4· · · ·THE CHAIR:· · · · · · · ·Thank you, Mr. Kitchen.· I'll

·5· · · ·ask, Mr. Maxston, if you have any questions in redirect

·6· · · ·for Dr. Halowski?

·7· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I do, I have a few,

·8· · · ·but I wonder if we could just take maybe a 10-minute

·9· · · ·break; I just need to go through my notes and organize

10· · · ·my questions a little bit.

11· · · ·THE CHAIR:· · · · · · · ·Okay, it's 10:00.· I think

12· · · ·that's a good idea.· Let's come back, we'll give you 15

13· · · ·minutes, Mr. Maxston, so we'll reconvene at 10:15.

14· · · ·We'll take a recess for now and see everybody in 15

15· · · ·minutes.

16· · · ·(ADJOURNMENT)

17· · · ·THE CHAIR:· · · · · · · ·The hearing is back in

18· · · ·session, and, Mr. Maxston, it's your opportunity for

19· · · ·any redirect with respect to Dr. Halowski.

20· · · ·MR. MAXSTON:· · · · · · ·Yeah, I have about maybe five

21· · · ·or six questions for Dr. Halowski.· It will be pretty

22· · · ·brief.

23· · · ·Mr. Maxston Re-examines the Witness

24· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Kitchen engaged you in a

25· · · ·discussion about chiropractors, and his statement to

26· · · ·you was chiropractors don't generally work with



·1· · · ·patients with infectious illnesses, and your response

·2· · · ·was I believe that chiropractors are not a primary

·3· · · ·treatment for those types of patients.

·4· · · · · · When it comes to COVID though, chiropractors don't

·5· · · ·know whether a patient is or isn't infectious, even if

·6· · · ·they're coming to you for an adjustment for their back;

·7· · · ·is that correct?

·8· ·A· ·That is correct.· We do have the screening questions as

·9· · · ·part of our thing, because we were concerned, right

10· · · ·from the get-go, with chiropractors trying to triage

11· · · ·patients coming in with infections that they shouldn't

12· · · ·be in the clinic in the first place, and then we were

13· · · ·concerned that practitioners may try and triage their

14· · · ·symptoms and go, Well, this sounds like a cold or this

15· · · ·sounds like something else.

16· · · · · · So we were very prescript to begin with and had

17· · · ·maintained that for the duration of the pandemic that

18· · · ·those screening questions are important in part of the

19· · · ·consideration of whether it would be safe to provide

20· · · ·care at that time and --

21· ·Q· ·And -- sorry.

22· ·A· ·Sorry.· Or have that patient in the clinic environment.

23· ·Q· ·Is it fair to say --

24· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, that was a

25· · · ·leading question, and this is a redirect.· So if

26· · · ·there's any more leading questions, I am going to



·1· · · ·object.

·2· · · ·MR. MAXSTON:· · · · · · ·Sure.

·3· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Halowski, patients can be

·4· · · ·asymptomatic when they attend, asymptomatic for COVID

·5· · · ·when they attend at a chiropractor's clinic?

·6· ·A· ·That is correct.

·7· ·Q· ·I'll take you to a discussion you had with Mr. Kitchen

·8· · · ·where he commented that the Pandemic Directive contains

·9· · · ·no requirements for patients to mask.· You don't have

10· · · ·jurisdiction over patients, do you?

11· ·A· ·Correct.

12· · · ·MR. KITCHEN:· · · · · · ·I object to that; it's

13· · · ·leading.

14· ·Q· ·MR. MAXSTON:· · · · · ·Oh, I'm sorry, I'll rephrase

15· · · ·that.· Does the College have jurisdiction over

16· · · ·patients?

17· · · ·MR. MAXSTON:· · · · · · ·You're quite right,

18· · · ·Mr. Kitchen.

19· ·A· ·We have no jurisdiction over patients.· We regulate

20· · · ·chiropractors.

21· ·Q· ·MR. MAXSTON:· · · · · ·Would the CMOH orders enforce

22· · · ·a time that required patients to mask?

23· ·A· ·Yes, there was times where either municipalities and

24· · · ·CMOH orders required masking.

25· ·Q· ·For patients?

26· ·A· ·For patients, for the public, which patients are a part



·1· · · ·of.

·2· ·Q· ·Including Dr. Wall's patients?

·3· ·A· ·Including Dr. Wall's patients.

·4· ·Q· ·Mr. Kitchen took you through a part of the PPE section

·5· · · ·of the Pandemic Directive and mentioned that it said

·6· · · ·nothing about the chiropractor having a human rights

·7· · · ·concern.· Do you recall last week, last Thursday, when

·8· · · ·I took you through the Chiropractic College notices,

·9· · · ·Exhibits C-1 to C-22?

10· ·A· ·I do remember.

11· ·Q· ·Are there comments in those notices --

12· ·A· ·I could review and look off the top of my head.· I am

13· · · ·not sure.· I do know, if that's what I -- you would

14· · · ·like me to do, I can definitely look through and give a

15· · · ·quick look about that.

16· ·Q· ·My question was going to be --

17· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston --

18· ·Q· ·MR. MAXSTON:· · · · · ·-- were chiropractors invited

19· · · ·to contact the College if they had questions or

20· · · ·concerns?

21· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston --

22· ·A· ·Oh, yes.

23· · · ·MR. KITCHEN:· · · · · · ·-- you asked that in direct,

24· · · ·okay, last Thursday, okay?· So this is not new, and

25· · · ·redirect is for new issues and --

26· · · ·MR. MAXSTON:· · · · · · ·Well, you raised the human



·1· · · ·rights concern, Mr. Kitchen, and I'm responding to

·2· · · ·that.

·3· · · ·MR. KITCHEN:· · · · · · ·Okay, but then the question's

·4· · · ·going to have to be phrased to be specifically dealing

·5· · · ·with the human rights concern that I raised in cross,

·6· · · ·not going back and re-asking the same question you

·7· · · ·asked last Thursday.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Well, I'll ask another

·9· · · ·question.· Dr. Halowski, could a chiropractor contact

10· · · ·the College about a human rights concern?

11· ·A· ·At all times, chiropractors were able to contact the

12· · · ·ACAC.

13· ·Q· ·Dr. Halowski, you engaged in a discussion with

14· · · ·Mr. Kitchen and his reference to I think a generally

15· · · ·accepted principle of, first, do no harm; do you recall

16· · · ·that?

17· ·A· ·I remember that.

18· ·Q· ·Who does the "harm" refer to in that, first, do no

19· · · ·harm?

20· ·A· ·That would be in consideration of the patient, that our

21· · · ·plans and our treatment is specifically around ensuring

22· · · ·that the care we're providing is safe, that our -- how

23· · · ·we're providing that we're making those considerations

24· · · ·that patients can, one, in our treatment be safe but

25· · · ·also in the environment we provide that they're safe.

26· ·Q· ·And what was the College's determination about



·1· · · ·practitioners not masking?

·2· ·A· ·The determination, based on the guidance from Public

·3· · · ·Health and the evidence that we had in making those

·4· · · ·decisions, was that masking posed a risk to the public

·5· · · ·because there was the risk for transmission from the

·6· · · ·practitioner to the patient if the practitioner was not

·7· · · ·masked inside of that 2 metres distance.

·8· ·Q· ·Okay.· Thank you for that.· Mr. Kitchen asked you a

·9· · · ·question, and I'll paraphrase here, does the College

10· · · ·expect chiropractors to prioritize the health of

11· · · ·patients above all other priorities.· Why does the

12· · · ·College create Standards of Practice or Code of Ethics?

13· ·A· ·Standards of Practice and Codes of Ethics, look, the

14· · · ·Standards of Practice represent the minimal acceptable

15· · · ·level of performance for our practitioners in

16· · · ·delivering care.· It's meant to provide that framework

17· · · ·so that the obligations for the practitioner is spelled

18· · · ·out that the public knows what they're reasonably going

19· · · ·to receive when they receive care.· It makes

20· · · ·considerations for public and patient safety in the

21· · · ·provision of care.

22· · · · · · And Code of Ethics represents the conduct or the

23· · · ·ethical conduct that's expected out of regulated

24· · · ·members of the chiropractic profession in Alberta.

25· ·Q· ·You engaged in a discussion with Mr. Kitchen about his

26· · · ·comment or question that preventing public harm is



·1· · · ·above the reputation of the profession.· I just want to

·2· · · ·be clear, where does the reputation of the profession

·3· · · ·come into the College's functions?

·4· ·A· ·The way that -- the reputation of the profession is

·5· · · ·paramount.· Practicing in a safe way is how we protect

·6· · · ·that.· If we made decisions that put the public at

·7· · · ·risk, that would damage the reputation of the

·8· · · ·profession.

·9· · · · · · And that also comes in in the reputation of the

10· · · ·profession in the way that council deliberates and

11· · · ·discusses.· Our council currently is comprised of 25

12· · · ·percent public members, 75 percent practitioners.· That

13· · · ·is going to be expanding to 50/50 representation once

14· · · ·the Government's provided enough public members of

15· · · ·council.

16· · · · · · But that reputation -- and reputation is based on

17· · · ·the idea that, you know, the College is providing a

18· · · ·safe way, and we've spent a considerable amount of

19· · · ·effort to ensure that things like advertising have been

20· · · ·in line -- you know, and that's significant because

21· · · ·some of the things that members of our profession say

22· · · ·publicly have and potentially damaged the profession in

23· · · ·Alberta, have damaged it in other provinces, and so the

24· · · ·reputation is really, really key, and we do that by

25· · · ·regulating the members to practice safely and practice

26· · · ·within the guidelines of what we're given to do under



·1· · · ·the Health Professions Act.

·2· ·Q· ·I just have one final question.· You talked with

·3· · · ·Mr. Kitchen about the initial phone discussion you had

·4· · · ·with Dr. Wall I think in early March of last year, I

·5· · · ·might have the date wrong, my apologies, but it was --

·6· ·A· ·December last year.

·7· ·Q· ·Pardon me, thank you --

·8· ·A· ·Oh, sorry, March was the one that I had with you,

·9· · · ·Mr. Maxston, but December was the one I had with Mr. --

10· · · ·or was the email that I had with, prior to the

11· · · ·pandemic, with Dr. Wall, and December 2nd was the

12· · · ·conversation after we became aware that he was not

13· · · ·masking in his practice.

14· ·Q· ·Yeah, and I'm referring to that December 2 --

15· ·A· ·Yeah.

16· ·Q· ·-- conversation, and I think a difference of opinion or

17· · · ·a different recollection that Mr. Kitchen explored with

18· · · ·you between your recollection of that conversation and

19· · · ·what Dr. Wall's anticipated testimony is.· During your

20· · · ·phone conversation with Dr. Wall, did you explain the

21· · · ·risks to him of not complying with the Pandemic

22· · · ·Directive?

23· ·A· ·I did.· I said, realistically, if he's not willing to

24· · · ·comply, I would have to refer him to -- on to the

25· · · ·Complaints Director and make the Complaints Director

26· · · ·aware, and the Complaints Director would -- may



·1· ·proceed.

·2· · · · And we -- I am very specific with that in my

·3· ·language, and we don't use -- I can't determine the

·4· ·outcome of something ahead of time, but I do inform

·5· ·members that this may happen.· So, for instance, you

·6· ·may be suspended, you may not be able to practice, you

·7· ·may -- all of those would be the language.· So those

·8· ·would have been the warnings provided to Dr. Wall in

·9· ·that phone conversation, that if we proceeded down this

10· ·path, those are things that may happen or could happen

11· ·as a result of his decision to not wear a mask.

12· ·MR. MAXSTON:· · · · · · ·Those are all my questions,

13· ·Mr. Chair.

14· ·THE CHAIR:· · · · · · · ·Okay, do Members of the

15· ·Tribunal have any questions for Dr. Halowski?

16· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I don't mean to

17· ·tell you what to do, but do you need a break to canvass

18· ·that?· I don't know if you had done that before.

19· ·THE CHAIR:· · · · · · · ·I am going to see if we do

20· ·need a break.· I actually may have a question, so I

21· ·think we will recess for a couple of quick minutes just

22· ·to check on if there's any further questions for you,

23· ·Dr. Halowski, so please bear with us.· If we could put

24· ·the members of the Hearing Tribunal into a break-out

25· ·room.· Thank you.

26· ·(ADJOURNMENT)



·1· · · ·THE CHAIR:· · · · · · · ·We're back in session.· The

·2· · · ·Hearing Tribunal has discussed the testimony of

·3· · · ·Dr. Halowski, and a couple of questions have come to

·4· · · ·mind, and I will ask Dr. Aldcorn to present these

·5· · · ·questions to Dr. Halowski.

·6· · · ·The Tribunal Questions the Witness

·7· ·Q· ·DR. ALDCORN:· · · · · ·Thank you.· Dr. Halowski, you

·8· · · ·referred to the ThoughtExchange as an opportunity for

·9· · · ·members to perhaps share, discuss concerns that they

10· · · ·had.· My question for you is that ThoughtExchange

11· · · ·anonymous?

12· ·A· ·It is anonymous, yeah, we don't keep a record of

13· · · ·anybody.· The only thing that shows up in a

14· · · ·ThoughtExchange is IP addresses, but we don't keep a

15· · · ·record of anybody's personal IP address, and so we

16· · · ·don't know who is there or who is commenting.· We

17· · · ·assume, because it's distributed to members, that it's

18· · · ·regulated members of the profession in Alberta.

19· ·Q· ·Thank you.· And the second question I have is just a

20· · · ·quick comment that was made by you on Thursday, and you

21· · · ·had commented, we were going through the Alberta Health

22· · · ·Services G-3 personal protection report, and you had

23· · · ·commented that, at some point, you had reached out to

24· · · ·Alberta Health Services to find out if there was any

25· · · ·exceptions, but my question to you is just when did

26· · · ·that happen?



·1· ·A· ·That would have been in and around the fall.· Actually

·2· · · ·we started speaking about PPE with Alberta Health I

·3· · · ·would say in August, and part of that was driven at the

·4· · · ·time because we started hearing reports of members that

·5· · · ·didn't have eye protection being required to isolate,

·6· · · ·which wasn't in our practice directive.

·7· · · · · · And when they had originally issued the practice

·8· · · ·directive, they said masking would be adequate, and

·9· · · ·then we saw this shift in what was being communicated.

10· · · ·So I continually tried to inquire around there and

11· · · ·looking for guidance and, specifically, was eye

12· · · ·protection required for our profession.

13· · · · · · And then we did have one member of our profession

14· · · ·last -- who's on mat. leave and, last summer, inquiring

15· · · ·about, you know, they were finding it increasingly

16· · · ·difficult to practice while pregnant and wearing a

17· · · ·mask.· And so, you know, we were looking for ways, and

18· · · ·the same guidance was given, that there isn't a safe

19· · · ·way for you to provide care to a patient without a mask

20· · · ·within 2 metres.

21· ·Q· ·So that was August approximately you would say?

22· ·A· ·That member, I would say about August, because I think

23· · · ·they're just getting ready to come back to practice

24· · · ·now.

25· · · ·DR. ALDCORN:· · · · · · ·Thank you, that's all I have.

26· ·Q· ·THE CHAIR:· · · · · · ·And just to follow up,



·1· · · ·Dr. Halowski.· You said it started in August.· This was

·2· · · ·an exchange of consultation?

·3· ·A· ·Yeah, we continued consultation until December, when

·4· · · ·Alberta Health said that they wouldn't provide any

·5· · · ·guidance on the requirement for the eyewear, so we did

·6· · · ·make the -- and that's why we only ever made the

·7· · · ·recommendation; there was no indication it would be a

·8· · · ·requirement for practitioners to wear eyewear.

·9· · · · · · And for context, other professions had at the

10· · · ·time, but we had not.

11· · · ·THE CHAIR:· · · · · · · ·Thank you.· Thanks,

12· · · ·Dr. Halowski.

13· · · · · · I would ask counsel, are there any questions

14· · · ·arising from these most recent responses?· None.

15· · · · · · Okay, Dr. Halowski, thank you very much for your

16· · · ·testimony over the past two days.· Your presence here

17· · · ·is no longer required, and we very much appreciate your

18· · · ·expertise, and you can leave at this time.

19· ·A· ·Thank you very much, Mr. Chair.· I do appreciate the

20· · · ·opportunity to have spoken, and for the care and

21· · · ·concern and attentiveness of the Hearing Tribunal, as

22· · · ·well as Mr. Maxston and Mr. Kitchen in their

23· · · ·questioning as well.· So thank you for the opportunity

24· · · ·to be here as a witness for this Tribunal.

25· · · ·THE CHAIR:· · · · · · · ·Okay.

26· · · ·(WITNESS STANDS DOWN)



·1· ·Discussion

·2· ·THE CHAIR:· · · · · · · ·Mr. Kitchen, we were just

·3· ·hearing from Mr. Maxston that Mr. Lawrence will require

·4· ·5 minutes just to get himself set up computer-wise

·5· ·prior to his starting his direct, so if we could just

·6· ·ask people to hold.· I think -- it's quarter to 11; is

·7· ·5 minutes enough?

·8· ·MR. MAXSTON:· · · · · · ·I think so, Mr. Chair, and, of

·9· ·course, Mr. Lawrence will be on the screen when he's

10· ·ready to go, but I think that will be fine.

11· · · · I'll just mention as well, I see that Dr. Halowski

12· ·is no longer with us, but, of course, since his

13· ·testimony is finished, he's free to listen in for the

14· ·remainder of the hearing if he wants to.· I don't see

15· ·him here, but he may join us at some time.

16· ·THE CHAIR:· · · · · · · ·Yes, I think, in fact, that

17· ·might happen, but in any event.· Okay, well, we'll just

18· ·ask everybody to stay on mute and hold until David

19· ·Lawrence is ready, and then we will continue with his

20· ·direct examination.

21· ·MR. KITCHEN:· · · · · · ·Mr. Maxston, can I just ask

22· ·you about timelines?

23· ·MR. MAXSTON:· · · · · · ·Yeah, that's a good question.

24· ·I anticipate probably being about an hour-and-a-half

25· ·with Mr. Lawrence.· So I would think I'd be going maybe

26· ·a little bit into the lunch hour, or we'd break at



·1· ·noon, and then I resume after lunch and, of course,

·2· ·won't be talking to Mr. Lawrence about his testimony.

·3· · · · I don't know how long you anticipate being.· And I

·4· ·should be candid, I may be longer with Mr. Lawrence,

·5· ·just depending on how things go.

·6· · · · I don't know, Mr. Kitchen, what your thoughts are

·7· ·about starting Dr. Wall's -- I believe that's your

·8· ·witness, as my case will be closed.· I don't know what

·9· ·your thoughts are about starting with Dr. Wall today or

10· ·whether you'd prefer to start with him tomorrow.

11· ·MR. KITCHEN:· · · · · · ·I'd prefer to start with him

12· ·tomorrow just because I do think I'm going to be quite

13· ·a while, I imagine you're going to be quite a while.

14· ·And I know from experience the last couple days,

15· ·particularly with Dr. Halowski, you went quite long, I

16· ·have no issue with that, but you went on for a while,

17· ·and then -- because I fully expected to do the cross,

18· ·and then we just cut into the afternoon, and we ran out

19· ·of time.

20· · · · So, you know, I thought a realistic goal today was

21· ·the direct of Mr. Lawrence, my cross, and then we'd

22· ·probably be done 3, 3:30, 4, 4:30, somewhere around

23· ·there.· That was what I thought was realistic for

24· ·today, so -- and I'm flexible about lunch, because I

25· ·know if you don't want to break that up with him, and

26· ·we're -- and we don't lunch till 12:30, 12:45, that's



·1· ·fine with me.

·2· ·MR. MAXSTON:· · · · · · ·Maybe we can just see where we

·3· ·get and invite comments from the Chair and the Tribunal

·4· ·Members.· Oh, and Mr. Lawrence is just going into

·5· ·another room now.

·6· · · · I'm thinking as well, and I'm not going to, of

·7· ·course, hold you to this, Mr. Kitchen, do you have any

·8· ·sense about how long you'll be with Dr. Wall?· Because

·9· ·I'm going to be a while with him, and I don't know if I

10· ·want to start my cross-examination, let's say, at 2:00

11· ·tomorrow and leave it hanging.· I want to use our time

12· ·as effectively as possible.· Having said that, maybe

13· ·you can just give me a sense of what you think our day

14· ·might look like tomorrow while we're on a break here.

15· · · · And maybe we can ask -- we can go off the record,

16· ·so Madam Court Reporter doesn't have to be --

17· ·MR. KITCHEN:· · · · · · ·I -- yes --

18· ·MR. MAXSTON:· · · · · · ·-- taking this down.

19· ·MR. KITCHEN:· · · · · · ·-- let's do that.

20· ·(DISCUSSION OFF THE RECORD)

21· ·THE CHAIR:· · · · · · · ·Thank you very much.

22· · · · Mr. Lawrence, we will turn you over to

23· ·Mr. Maxston, but, first, I would ask that you be sworn

24· ·in as a witness, and our court reporter will take you

25· ·through that process.

26· ·DAVID LAWRENCE, Affirmed, Examined by Mr. Maxston



·1· · · ·MR. MAXSTON:· · · · · · ·Give me one minute, Mr. Chair,

·2· · · ·I just have to locate a document.· Thank you,

·3· · · ·Mr. Chair.

·4· ·Q· ·MR. MAXSTON:· · · · · ·Good morning, Mr. Lawrence.  I

·5· · · ·understand that you're the Complaints Director for the

·6· · · ·College.· Can you tell me since when you've occupied

·7· · · ·that position?

·8· ·A· ·I am the Complaints Director since March of 2020.

·9· ·Q· ·And can you briefly describe your employment history or

10· · · ·professional background before coming to the College?

11· ·A· ·So educationally, I hold a Masters in Business

12· · · ·Administration from Athabasca University, I have

13· · · ·certification in Business and Human Resources from the

14· · · ·University of Alberta, and I've spent 25 to 30 years in

15· · · ·the management field in both public and private

16· · · ·businesses.

17· ·Q· ·Thank you, Mr. Lawrence.

18· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair and Hearing Tribunal

19· · · ·Members, for your benefit, I'm going to be asking

20· · · ·Mr. Lawrence questions in three areas.· The first area

21· · · ·will be general questions about the College and its

22· · · ·regulatory functions in the context of the Complaints

23· · · ·Director's duties.· The second area will be to, very

24· · · ·briefly, review the two primary CMOH orders we've been

25· · · ·talking about and, very briefly, review the Pandemic

26· · · ·Directive.· The third area I'll be asking questions on



·1· · · ·is his involvement in terms of the Section 56 complaint

·2· · · ·that he made, the investigation, and the referral to

·3· · · ·hearing.

·4· ·Q· ·MR. MAXSTON:· · · · · ·So I'll just go to the first

·5· · · ·area of my questions then, Mr. Lawrence, can you

·6· · · ·generally describe the College's regulatory function?

·7· ·A· ·Certainly.· So under the Health Professions Act, the

·8· · · ·College duties set out by council is to establish Codes

·9· · · ·of Ethics, Standards of Practice, policies, directives

10· · · ·for members to follow.· And as part of the Complaints

11· · · ·Director, my role is to hold members accountable when

12· · · ·there are breaches of compliance.

13· · · · · · So when standards, Codes of Ethics, or the HPA is

14· · · ·not complied with, then my role is to, under Part 4 of

15· · · ·the HPA, is to take appropriate action and -- rather,

16· · · ·open, and if that is a complaint, an investigation,

17· · · ·referral to hearing, whatever action that's required

18· · · ·under the HPA.

19· ·Q· ·Okay, thank you for that.· I'll just get back and go

20· · · ·back to the College's regulatory function.· Are you

21· · · ·familiar with Section 3 of the Health Professions Act?

22· ·A· ·I am.

23· ·Q· ·Can you tell me what that says, and I'll just ask you

24· · · ·to tell me what that says?

25· ·A· ·So under Section 3, it talks about the regulation of

26· · · ·health professions; they're governed by legislation by



·1· · · ·Codes of Ethics, by Standards of Practice, the

·2· · · ·directives that are set by government or the governing

·3· · · ·bodies; and in the ACAC's case, that's the ACAC

·4· · · ·council.

·5· · · · · · Regulated health professionals are mandated to

·6· · · ·comply with the section when delivering health services

·7· · · ·to patients.· And certainly for any medical

·8· · · ·professional, it is about compliance and protecting the

·9· · · ·public from harm.· And, you know, the most important

10· · · ·thing is there is mandated compliance; it is not a

11· · · ·question for members whether they do comply or not.

12· ·Q· ·You spoke a little bit before about your role as

13· · · ·Complaints Director and the handling of complaints.

14· · · ·Are you familiar with Section 55 of the Health

15· · · ·Professions Act?

16· ·A· ·I am.

17· ·Q· ·Can you tell me what that says in terms of your role as

18· · · ·Complaints Director?

19· ·A· ·Under Section 55 of the HPA, it lays out the

20· · · ·responsibilities of what can and can't be acted on when

21· · · ·a complaint is opened.· So it talks about, you know,

22· · · ·after you treat something as a complaint, there's a

23· · · ·30-day window in which to notify the members, notify

24· · · ·the member of the action being taken, and then lays out

25· · · ·the options available to the Complaints Director in

26· · · ·managing a complaint.



·1· ·Q· ·I'm going to turn now to the second area of my

·2· · · ·questions for you, and I'm going to just very briefly

·3· · · ·take you through the CMOH orders.· Are you generally

·4· · · ·familiar with Exhibits D-8 and D-9, which are CMOH

·5· · · ·Orders 38-20 and 42-20?

·6· ·A· ·I am.

·7· ·Q· ·Can you tell me, generally, what your understanding is

·8· · · ·of those CMOH orders?

·9· ·A· ·So in the -- the CMOH Order 38-2020 talked about the

10· · · ·private social gatherings, talked about the masking,

11· · · ·and talked about the areas of the province in Section

12· · · ·21, which was the Calgary metropolitan area, and the

13· · · ·requirements for masking.· It went on to the Edmonton

14· · · ·area and talked about face masking.

15· ·Q· ·And I'll talk with you about this in a little more

16· · · ·detail in a few minutes, but you're aware of an

17· · · ·exemption under paragraph 27(c)?

18· ·A· ·I am.

19· ·Q· ·When it comes to CMOH Order 42-20, can you tell me what

20· · · ·your understanding of that order is?· And that's

21· · · ·Exhibit D-9.

22· ·A· ·So under 42-20, Section 5 is appropriate to this, talks

23· · · ·about masking as well, and the requirement for masking,

24· · · ·as the previous order did.

25· ·Q· ·So we talked about the exemption in CMOH Order 38-2020.

26· · · ·There's a similar exemption, it might be word for word,



·1· · · ·in paragraph 24(c) of CMOH Order 42-20, and it speaks

·2· · · ·of medical conditions.

·3· · · · · · When you were determining -- I'll get to this in

·4· · · ·greater detail in a few minutes -- but when you were

·5· · · ·determining what action to take concerning this

·6· · · ·complaint, did that exemption apply to Dr. Wall?

·7· ·A· ·I didn't feel so at the time.· The -- I didn't -- I

·8· · · ·didn't believe Dr. Wall had an exemption, at least none

·9· · · ·was provided to the College.· And also I do think that

10· · · ·there was never an expectation for exemptions for

11· · · ·medical health professionals, especially in close

12· · · ·contact with patients.· And the chiropractors are in

13· · · ·very close contact with them during treatment, and so I

14· · · ·don't think this exemption would apply in this case.

15· ·Q· ·Mr. Lawrence, I'm going to take you, again very

16· · · ·briefly, to the College's Pandemic Directive, and,

17· · · ·again, I'm going to use the January 6, 2021 one as the

18· · · ·reference document.

19· · · · · · Can you tell me what your understanding was of the

20· · · ·Pandemic Directive in terms of requirements on relating

21· · · ·to chiropractors and how they would practice?

22· ·A· ·So when the Pandemic Directive was initiated, the

23· · · ·profession was closed -- or, sorry, shut down for

24· · · ·practice except for emergency situations only.· And

25· · · ·when Public Health enabled chiropractors to return to

26· · · ·practice, part of the expectation was that there would



·1· · · ·a Pandemic Directive in place approved by Public

·2· · · ·Health, and so the Pandemic Directive was established

·3· · · ·so that chiropractors could return to practice in a

·4· · · ·safe manner to protect the public.

·5· · · · · · In regards to the masking, the PPE requirements

·6· · · ·were clear that chiropractors and clinic staff must be

·7· · · ·masked at all times while providing patient care, and

·8· · · ·so the masking requirement was very clear as part of

·9· · · ·the re-opening strategy to allow chiropractors to

10· · · ·return to practice.

11· ·Q· ·Dr. Halowski commented on the Pandemic Directive

12· · · ·extensively, so I'm not going to take you through this

13· · · ·in any great detail, but were there requirements for

14· · · ·social distancing and plexiglass barriers?

15· ·A· ·There were.· And I should say for plexiglass barriers

16· · · ·that was for, you know, clinic staff if they weren't

17· · · ·masking.

18· ·Q· ·Did the Pandemic Directive contain an exemption for

19· · · ·masking when a chiropractor was providing patient care

20· · · ·and was within 2 metres?

21· ·A· ·It didn't provide any exemption for there.· It gave

22· · · ·some options for other modalities of care but not a

23· · · ·direct exemption when you're within the 2 metres, no.

24· ·Q· ·And to your understanding, why was there no exemption?

25· ·A· ·The close proximity that chiropractors have with their

26· · · ·patients at times is -- puts them in close contact and



·1· · · ·can be a -- can cause transmission of the COVID-19

·2· · · ·pandemic.

·3· · · · · · So similar to, you know, your dentist working

·4· · · ·around your mouth, chiropractors are very close, face

·5· · · ·to face.· They can be very close to their patients, and

·6· · · ·so for patient safety, the masking was required.

·7· ·Q· ·So I'll go to the third area now that I want to ask you

·8· · · ·questions about, and that is your involvement in terms

·9· · · ·of the complaint relating to Dr. Wall, and I'll ask you

10· · · ·to go to Exhibit A-3, which is a December 2, 2020

11· · · ·letter to you from Dr. Halowski.

12· ·A· ·Okay.

13· ·Q· ·I'll just wait a minute to make sure all the Tribunal

14· · · ·Members have located that, and it's Exhibit A-3.

15· · · ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, I'll just

16· · · ·continue then.

17· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, can you tell me

18· · · ·when you received this letter?

19· ·A· ·So this was referred to me from the Registrar, dated

20· · · ·December 2nd, and the Registrar said sent this to me as

21· · · ·the Complaints Director.

22· ·Q· ·And I'd like to ask you to go to Exhibit A-5, which is

23· · · ·your December 21, 2020 letter to Dr. Wall.

24· ·A· ·Okay.

25· · · ·MR. MAXSTON:· · · · · · ·Let everyone catch up and make

26· · · ·sure we're there, that we're all on that same document.



·1· ·Q· ·MR. MAXSTON:· · · · · ·So, Mr. Lawrence, the opening

·2· · · ·paragraph refers to Section 56 of the HPA.· Can you

·3· · · ·tell me what that paragraph means?

·4· ·A· ·So under Section 56 of the HPA, if information is

·5· · · ·received by the Complaints Director that is deemed to

·6· · · ·be a complaint when there is no -- if there is no

·7· · · ·complainant, the Complaints Director can open a

·8· · · ·complaint and became the de facto complainant under

·9· · · ·this section.

10· ·Q· ·And is that what happened here?

11· ·A· ·It is.

12· ·Q· ·If you look at paragraph 2, can you just explain the

13· · · ·first sentence?

14· ·A· ·So on the referral from the ACAC Registrar, so the

15· · · ·Registrar sent me the December the 2nd letter.· We

16· · · ·received information that Dr. Wall was in breach of

17· · · ·CMOH orders and the Standards of Practice, as well as

18· · · ·the COVID-19 Pandemic Practice Directive, and that

19· · · ·Dr. Wall would not be taking steps to come into

20· · · ·compliance, so I had treated that as a complaint and

21· · · ·opened the Complaint Number 20-20 under Section 56 of

22· · · ·the HPA.

23· ·Q· ·The second sentence in that paragraph says, and there's

24· · · ·a question coming:· (as read)

25· · · · · · On December 2, 2020, you advised the

26· · · · · · Registrar, and on December 3, 2020, advised



·1· · · · · · the Complaints Director that you would not be

·2· · · · · · taking steps to become compliant with these

·3· · · · · · requirements.

·4· · · ·And those requirements are the COMH orders and

·5· · · ·Standards of Practice as mentioned above.

·6· · · · · · There's a reference to a December 3, 2020

·7· · · ·communication or interaction between you and Dr. Wall;

·8· · · ·can you tell me what happened there?

·9· ·A· ·So after I received a referral from the Registrar, I

10· · · ·called Dr. Wall to discuss the issue with him, and I

11· · · ·let him know that this would be proceeding to a

12· · · ·complaint and certainly, I'm sure we'll get to it, a

13· · · ·request under Section 65.

14· · · · · · And Dr. Wall had asked me if there was sort of any

15· · · ·alternatives to that, which I let him know that he

16· · · ·certainly, you know, could start complying and begin

17· · · ·masking.· And we had discussed the information that was

18· · · ·received from Alberta Health about the discussion he

19· · · ·had had with Heidi Ho.

20· ·Q· ·What did he say about any steps he was taking to comply

21· · · ·with the CMOH orders?

22· ·A· ·He said, at that time, that he had an exemption, and he

23· · · ·also said that, you know, the -- it's just -- it's like

24· · · ·the flu or words to that effect, and either the

25· · · ·recovery rate or the survival rate was I think he said

26· · · ·99 percent, but I'm not quoting directly.



·1· ·Q· ·Did he indicate whether he was masking?

·2· ·A· ·He said he was not.

·3· ·Q· ·Did he --

·4· ·A· ·And --

·5· ·Q· ·-- indicate whether -- oh, I'm sorry, go ahead.

·6· ·A· ·Yeah, he said he had tried originally and had feelings

·7· · · ·of anxiety and claustrophobia, and that he felt he was

·8· · · ·exempt from it.

·9· ·Q· ·Did he mention any other reasons for not masking at

10· · · ·that time?

11· ·A· ·I don't believe he did.· I think he might have

12· · · ·mentioned about human rights in that call, but like it

13· · · ·was more about the low risk of COVID and that he was

14· · · ·exempt.

15· ·Q· ·Did he say anything about his staff masking?

16· ·A· ·I think he had said -- no, I don't have a recollection

17· · · ·of that, sorry, no.

18· ·Q· ·Did he say anything about observing social distancing,

19· · · ·the 2 metre requirement?

20· ·A· ·He did not.

21· ·Q· ·Did he say anything about his use of plexiglass

22· · · ·barriers?

23· ·A· ·Not that I recall, no.

24· ·Q· ·I'm going to stop here, because you are -- pause for a

25· · · ·second, because, as you alluded to, there's a bunch of

26· · · ·things that are happening now in conjunction with the



·1· · · ·complaint itself.· We've talked about your choice to

·2· · · ·rely on Section 56 to initiate a complaint.

·3· · · · · · The second thing that was happening was also the

·4· · · ·Section 65 interim suspension request.· Can you explain

·5· · · ·what Section 65 is, what it's designed for?

·6· ·A· ·So under Section 65 of the HPA, if there is a -- if the

·7· · · ·Complaints Director believes that there is a risk to

·8· · · ·the public, they can make application for a suspension

·9· · · ·of practice permit or restrictions placed on the

10· · · ·practice of the member.

11· ·Q· ·Sorry, Mr. Lawrence, I was just reaching for a document

12· · · ·there.

13· · · · · · I'll ask you to go to Exhibit B-1, as in Bob dash

14· · · ·one, and that is a December 3, 2020 letter to a

15· · · ·Dr. Linford.

16· ·A· ·Yes.

17· ·Q· ·And I'll just make sure everybody on the Tribunal has

18· · · ·skipped ahead to B-1.

19· · · · · · So can you explain to me who Dr. Linford is?

20· ·A· ·So part of council's role is to identify and nominate

21· · · ·people who can hear -- or members of the profession who

22· · · ·can hear these types of requests and make decisions

23· · · ·with legal counsel when these are provided, so

24· · · ·Dr. Linford was one of the members that had been

25· · · ·appointed by council to hear these requests.

26· ·Q· ·Okay, and what are you asking for from Dr. Linford?



·1· ·A· ·So in the Section 65 request, I asked for an interim

·2· · · ·suspension of the practice permit until the completion

·3· · · ·of the complaint process.

·4· ·Q· ·And why were you asking for an interim suspension?

·5· ·A· ·Because I believed that there was a danger to the

·6· · · ·public for members to practice in close proximity

·7· · · ·without a mask as outlined by Public Health at that

·8· · · ·time.

·9· ·Q· ·I'll take you to the second page of the letter, and

10· · · ·there's a Section entitled "Background".

11· ·A· ·Yes.

12· ·Q· ·And there's a couple of arrows that are indented.· Can

13· · · ·you explain what the background information is in those

14· · · ·arrows?

15· ·A· ·So at the time, there was no plexiglass barrier at the

16· · · ·reception area, and the staff were not masking.· And so

17· · · ·in the Pandemic Directive, if people come in that if

18· · · ·they breach the 2 metre distance, other clinical staff,

19· · · ·they are to be masked or have a barrier protecting or

20· · · ·separating them from the patients.

21· · · · · · And the other point is that Dr. Wall was not

22· · · ·masking during patient treatment even though he's in

23· · · ·close proximity to his patients.

24· ·Q· ·There's a paragraph a couple of -- well, I'll skip a

25· · · ·paragraph and go to the next one, it says:· (as read)

26· · · · · · In my view, Dr. Wall was in violation.



·1· · · ·Can you tell me what violation you were concerned about

·2· · · ·there?

·3· ·A· ·So in regards to the Pandemic Directive, when --

·4· · · ·without masking, there were I believe Standards of

·5· · · ·Practice and Codes of Ethics that were being breached,

·6· · · ·as along with the Pandemic Directive, and so that's

·7· · · ·what that refers to.

·8· ·Q· ·There's a second sentence in that paragraph that

·9· · · ·begins:· (as read)

10· · · · · · If there is a medical exemption applicable to

11· · · · · · Dr. Wall.

12· · · ·Can you tell me what you're saying there?

13· ·A· ·It says:· (as read)

14· · · · · · If there is a medical exemption applicable to

15· · · · · · Dr. Wall, there is no requirement for him to

16· · · · · · mask in his personal activities.· However, to

17· · · · · · continue in his chiropractic treatment, the

18· · · · · · pandemic protocols of the ACAC and AHS must

19· · · · · · be followed.

20· · · ·And what I meant there was, you know, in a regulated

21· · · ·member's personal life, that's their own business and

22· · · ·their own decisions.· The compliance in my role has

23· · · ·just to do with practice and interaction with patients.

24· · · ·So where I don't regulate, nor where the College

25· · · ·doesn't regulate anything outside of practice while

26· · · ·you're practicing chiropractic, you are responsible for



·1· · · ·the mandates.

·2· ·Q· ·There are a couple of other exhibits after that, B-3

·3· · · ·and B-4; I'll just ask you to identify those.· Those

·4· · · ·are Mr. Kitchen's letters in relation to the Section 65

·5· · · ·request you made?

·6· ·A· ·Correct.

·7· ·Q· ·If we go to Exhibit B-5, there's a December 18, 2020

·8· · · ·letter to Dr. Wall from Dr. Linford.· I'll just let

·9· · · ·everybody get caught up and be at B-5, and then I've

10· · · ·got a couple of questions for you about that document.

11· · · · · · So is this Dr. Linford's decision letter

12· · · ·concerning your Section 65 request?

13· ·A· ·It is.

14· ·Q· ·On page 2, it's the third complete paragraph, it begins

15· · · ·with "I have decided"; can you tell me what

16· · · ·Dr. Linford's decision was ultimately?

17· ·A· ·So Dr. Linford decided that, at that time, the

18· · · ·suspension wasn't justified, and he instead decided to

19· · · ·put conditions on Dr. Wall's practice permit to try to

20· · · ·address the risk to the public.

21· ·Q· ·Can you tell me what the -- I think there are four

22· · · ·numbered orders, can you tell me what those orders were

23· · · ·that Dr. Linford made?

24· ·A· ·So number 1 was that Dr. Wall was to inform each client

25· · · ·or patient that he sees that Dr. Wall has a medical

26· · · ·exemption from the Public Health order that all persons



·1· · · ·in a public place must wear a face mask.

·2· · · · · · He also ordered that Dr. Wall should obtain

·3· · · ·written confirmation that each patient would sign and

·4· · · ·the patient agrees to be seen and treated by Dr. Wall

·5· · · ·without wearing a face mask or a face shield, and that

·6· · · ·copies of those would be sent to the Complaints

·7· · · ·Director, to me, by 5 PM on Friday of each week, and

·8· · · ·that this stays in effect until the public order and

·9· · · ·face masks are in effect.

10· · · · · · Number 2 talked about Dr. Wall directing any staff

11· · · ·person assisting in his office, whether that's a

12· · · ·volunteer, paid or unpaid, that they also comply with

13· · · ·the current orders and that physical barriers must be

14· · · ·up, social distancing must be adhered to, or they wear

15· · · ·a face mask.· The -- and then if anybody brings in an

16· · · ·exemption for that, Dr. Wall was to consult with

17· · · ·Alberta Health.

18· · · · · · Dr. Wall was to maintain a log of screening

19· · · ·questions asked and answered by all patients and daily

20· · · ·screening of his staff and himself.· And in the event

21· · · ·that Dr. Wall has any symptoms or answers positively to

22· · · ·screening questions, he would not see patients.

23· ·Q· ·To your knowledge, did Dr. Wall comply with those

24· · · ·orders?

25· ·A· ·To my knowledge, he did.

26· ·Q· ·So I'm going to ask you specifically, he was to send



·1· · · ·you written confirmation by 5 PM on Friday of each week

·2· · · ·about certain matters.· Did you receive written

·3· · · ·confirmations weekly?

·4· ·A· ·I did by email.

·5· ·Q· ·In terms of your statement, that you believe he

·6· · · ·complied with the other aspects of the order, on what

·7· · · ·information are you basing that?

·8· ·A· ·So the -- Dr. Wall had provided pictures that,

·9· · · ·following the request from Alberta Health, the barriers

10· · · ·were put in place in the clinic, the protective

11· · · ·barriers.· And based on the screening questions that

12· · · ·they were -- that was also part of the information he

13· · · ·sent to me.· And as I don't have any evidence that

14· · · ·Dr. Wall had any symptoms or was answering positively

15· · · ·on the screening questions, then I believe he was

16· · · ·compliant with that one as well.

17· ·Q· ·So the -- I talked with you about the fact that you

18· · · ·initiated this Section 65 complaint.· We talked about

19· · · ·the Section 65 interim suspension request.· As for the

20· · · ·same time, there was a third thing going on, and

21· · · ·Alberta Health Services became involved in terms of the

22· · · ·operation of Dr. Wall's clinic; is that correct?

23· ·A· ·It is.

24· · · ·MR. MAXSTON:· · · · · · ·Bear with me, Mr. Chair.· I'm

25· · · ·going to ask everyone to go to Exhibit D-1, which is an

26· · · ·AHS Order of an Executive Officer Notice of Public



·1· · · ·Access Closure.

·2· ·Q· ·MR. MAXSTON:· · · · · ·So, Mr. Lawrence, are you able

·3· · · ·to tell me how this came into the possession of the

·4· · · ·College?

·5· ·A· ·So following the information provided to Alberta

·6· · · ·Health, they also do site visits and also the Alberta

·7· · · ·Health had discussion with Dr. Wall as well and had

·8· · · ·decided that, as the practitioner at that time was not

·9· · · ·wearing a face mask and was well within 2 metre

10· · · ·distance from the patient and that could contribute to

11· · · ·the spread of COVID-19, they also found that staff

12· · · ·worked at the clinic were not continuous masking, and

13· · · ·no barriers were up, they initiated a closure order

14· · · ·against the clinic, and shut the clinic down under

15· · · ·the -- from the Executive Officer of Public Health.

16· ·Q· ·And if we go to page 2 of that document, paragraph 2

17· · · ·talks about:· (as read)

18· · · · · · The owner [meaning Dr. Wall] immediately

19· · · · · · undertake to diligently pursue completion of

20· · · · · · the following work.

21· · · ·Can you describe what Dr. Wall was supposed to do?

22· ·A· ·So Dr. Wall was the practitioner, which is Dr. Wall:

23· · · ·(as read)

24· · · · · · ... must be masked when treating patients

25· · · · · · within 2 metre proximity to help prevent the

26· · · · · · spread of COVID-19; patients must be masked



·1· · · · · · when receiving a treatment from the

·2· · · · · · practitioner; staff not working alone at the

·3· · · · · · station must be masked at all times while

·4· · · · · · working an indoor public space; staff working

·5· · · · · · alone at a work station must also be

·6· · · · · · observing physical distance, the 2 metre

·7· · · · · · distance, from all other persons, otherwise,

·8· · · · · · they must mask or a barrier must be up; and

·9· · · · · · the complete the relaunch plan template

10· · · · · · [which is an Alberta Health document].

11· ·Q· ·And I'm just going to digress for a moment.

12· · · ·Exhibit A-4, I don't need you to go to this, is an ACAC

13· · · ·Notice of Closure of Clinic.· Can you tell me what that

14· · · ·document is just very briefly?

15· ·A· ·So once we received the closure order from Alberta

16· · · ·Health, there was a statement put out to the rest of

17· · · ·the membership about the closure of the clinic.

18· ·Q· ·So I said before, a few minutes, ago I was going to

19· · · ·pause because there was a lot happening, and I went

20· · · ·through three areas with you, the complaint, the

21· · · ·Section 65 request, and AHS's involvement.

22· · · · · · I'm now going to take you back to your direct

23· · · ·involvement and specifically the investigation that was

24· · · ·conducted under Part 4 of the HPA.· Did you act as the

25· · · ·investigator?

26· ·A· ·I did.



·1· ·Q· ·I'd ask you to go to and the Tribunal Members to go to

·2· · · ·Exhibit A-7, which is your investigation report.

·3· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'll just assume

·4· · · ·that everybody is at document A-7 or is getting there

·5· · · ·very, very quickly.

·6· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, did you write

·7· · · ·this report?

·8· ·A· ·I did.

·9· ·Q· ·Can you tell me when you wrote it?

10· ·A· ·I'm going to say late January.· I don't know the exact

11· · · ·date, I'm sorry.

12· ·Q· ·And is it your belief that it's an accurate reflection

13· · · ·of your investigation?

14· ·A· ·It is.

15· ·Q· ·Okay, I'm going to ask you some questions about it.· In

16· · · ·the second paragraph of your investigation report,

17· · · ·beginning with the phrase "On December 2, 2020",

18· · · ·there's a reference to the discussions between the

19· · · ·Registrar and you with Dr. Wall on December 2 and

20· · · ·December 3, 2020.· I'm not going to go through that in

21· · · ·any greater detail, except the tail end of the

22· · · ·paragraph.· There's, about the fifth line down, there's

23· · · ·a sentence beginning with:· (as read)

24· · · · · · He indicated that he thought this was a human

25· · · · · · rights violation and that he was exempt from

26· · · · · · wearing a mask.



·1· · · ·Does that refresh your memory in terms of your

·2· · · ·conversation with him?

·3· ·A· ·Yes.

·4· ·Q· ·And can you tell me what he might have told you then

·5· · · ·about a human rights violation?

·6· ·A· ·So when he had an exemption, the -- and I had talked

·7· · · ·about initiating the Section 65 and the following

·8· · · ·complaint, he thought his -- it was his -- under the

·9· · · ·human rights that he would be allowed to continue to

10· · · ·practice and that the College was violating this right

11· · · ·by taking these actions.

12· ·Q· ·The next sentence says:· (as read)

13· · · · · · He was informed that, as this was unsafe

14· · · · · · practice, it was the responsibility of the

15· · · · · · College to take action to protect the public.

16· · · ·Was it you who informed him?

17· ·A· ·Yes.

18· ·Q· ·The next --

19· ·A· ·Oh, sorry.

20· ·Q· ·I'm sorry.

21· ·A· ·I think the Registrar had that discussion as well, but

22· · · ·certainly I did, yes.

23· ·Q· ·The next sentence begins:· (as read)

24· · · · · · He indicated that he did not believe ...

25· · · ·Can you just read that sentence, read to the end of the

26· · · ·paragraph and then tell me what you're conveying here?



·1· ·A· ·(as read)

·2· · · · · · He indicated that he did not believe he was

·3· · · · · · endangering the public as the recovery rate

·4· · · · · · from COVID is so high and asked if there

·5· · · · · · could be any discussion on alternatives.· He

·6· · · · · · was informed that public safety is not for

·7· · · · · · debate and that if he would not mask, we

·8· · · · · · would proceed with a Section 65 request.

·9· · · ·So as I said before, during the discussion, Dr. Wall

10· · · ·had talked about the recovery rate from COVID, and I

11· · · ·seem to remember it was 90, he might have even said 99

12· · · ·percent, I can't remember exactly, but very high, and

13· · · ·that, you know, because the recovery rate was so high,

14· · · ·he didn't think he was endangering people.

15· · · · · · And the -- in my comment was that, you know,

16· · · ·public safety is a requirement of the College, we're

17· · · ·mandated to follow the legislation, and that we would

18· · · ·need to proceed to a Section 65, which is the

19· · · ·suspension request if he didn't mask.

20· ·Q· ·The next couple of paragraphs talk about the --

21· · · ·Dr. Salem's letter and those types of things, and I'll

22· · · ·get to those in a few minutes, but there's a paragraph

23· · · ·that begins:· (as read)

24· · · · · · On December 16th, 2020, Dr. Wall provided a

25· · · · · · follow-up letter to David Linford indicating

26· · · · · · plexiglass barriers had been installed at the



·1· · · · · · front counter of the clinic.

·2· · · ·How did you get that information?

·3· ·A· ·That was sent over by Mr. Kitchen, and Dr. Wall had

·4· · · ·provided pictures of the installed plexiglass barriers.

·5· ·Q· ·After you had initiated the complaint, I believe you

·6· · · ·received an undated response letter from Dr. Wall, and

·7· · · ·I'm going to ask you to go to Exhibit A-6.

·8· ·A· ·Okay.

·9· ·Q· ·And I'll ask the Tribunal Members to go to A-6 as well.

10· · · ·This is a four-page letter, so I'm not going to ask you

11· · · ·to go through it line by line, but could you summarize,

12· · · ·to the best of your ability, what Dr. Wall was saying

13· · · ·to you in this letter?

14· ·A· ·So it starts out where that Dr. Wall had originally put

15· · · ·on a face mask, and he believed that it was causing him

16· · · ·anxiety and symptoms of claustrophobia, he said he

17· · · ·decided to wear -- or to try a face shield, and he

18· · · ·found that the same symptoms persisted and thought that

19· · · ·this negatively impacted his dialogue with patients,

20· · · ·and that he had decreased concentration levels.

21· · · · · · So he said:· (as read)

22· · · · · · After enduring this for several weeks, I

23· · · · · · decided in late June of 2020 to not wear a

24· · · · · · mask or a face shield.

25· · · ·He went on to say that in his conclusion, the Pandemic

26· · · ·Directive could not reasonably be interpreted to demand



·1· · · ·the wearing of a face mask if doing so was harmful to a

·2· · · ·member, and it negatively impacted the member's ability

·3· · · ·to provide the best patient care.

·4· · · · · · So he said that patients had asked him about, you

·5· · · ·know, why he wasn't masking, and he said because he had

·6· · · ·mental concerns and limitations and said that the

·7· · · ·patients were understanding.

·8· · · · · · He said:· (as read)

·9· · · · · · At the time I did not think that I should or

10· · · · · · needed to obtain any sort of exemption to

11· · · · · · wearing a mask or shield such as -- from

12· · · · · · another health care practitioner such as a

13· · · · · · medical doctor.

14· · · ·He said:· (as read)

15· · · · · · As time progressed, it seemed to me that my

16· · · · · · decision was reasonable in the circumstance.

17· · · ·So I think as we go through, what he's saying is that

18· · · ·he has concerns of concentration levels, he has

19· · · ·concerns of anxiety and feelings of claustrophobia, and

20· · · ·thought that the Pandemic Directive wasn't accurate in

21· · · ·mandating face masks, so he made the decision to

22· · · ·discontinue wearing one.

23· ·Q· ·When you received this letter from Dr. Wall, did it

24· · · ·cause you to change your decision about referring the

25· · · ·matter to investigation?

26· ·A· ·It did not.



·1· ·Q· ·Can you tell me why?

·2· ·A· ·I think that when I look at the requirements of the

·3· · · ·legislation, the mandates or the compliance is not a --

·4· · · ·it's not really an optional what you choose to comply

·5· · · ·with and what you choose not to comply with.

·6· · · · · · The legislation, the Standards of Practice, Codes

·7· · · ·of Ethics, whatever mandates under that, the

·8· · · ·chiropractors that are members of the profession are

·9· · · ·mandated to comply with them.· And so what I saw here

10· · · ·was the member deciding that he wouldn't comply, and so

11· · · ·I didn't see anything that would prevent -- would

12· · · ·change my mind on proceeding with the investigation.

13· ·Q· ·On page 2 of your investigation report, there is a

14· · · ·statement, it's the third complete paragraph:· (as

15· · · ·read)

16· · · · · · On January 25, 2021, Dr. Wall was interviewed

17· · · · · · by David Lawrence.· ACAC Complaints Director,

18· · · · · · Dr. Todd Halowski, ACAC Registrar, Dr. Wall

19· · · · · · and his legal counsel were present for this

20· · · · · · interview.

21· · · ·I'm going ask you to skip a couple pages ahead here to

22· · · ·page 4 of your investigation report, there's a

23· · · ·statement at the top of that page that says:· (as read)

24· · · · · · The key points of the interview.

25· · · ·And I'll just let everyone get to that page, again page

26· · · ·4 of the investigation report.· So when you say "The



·1· · · ·key points of the interview", was that your interview

·2· · · ·of Dr. Wall that occurred on January 25?

·3· ·A· ·It is.

·4· ·Q· ·And again, during that interview, Dr. Wall had legal

·5· · · ·counsel present?

·6· ·A· ·He did.

·7· ·Q· ·Okay, I'm going to ask you to go through each of these

·8· · · ·arrows or bullets and just tell me what occurred during

·9· · · ·the interview.· And I know this may be a little bit

10· · · ·lengthy but I think it's important to get a flavour for

11· · · ·what was going on during the interview.

12· ·A· ·Certainly.· So as it indicates, the interview was done

13· · · ·on January 25th, 2021.· It was myself, Dr. Halowski,

14· · · ·Mr. Kitchen, and Dr. Wall.

15· · · · · · So we talked about that Dr. Wall said he had

16· · · ·originally tried masking and that he had feelings of

17· · · ·anxiety or claustrophobia and that he had also tried

18· · · ·using a face shield but had the same feelings, and so

19· · · ·at the end of June, he made the decision to stop

20· · · ·masking.· He said he felt the mask interfered with his

21· · · ·concentration and his ability to interact with

22· · · ·patients.

23· · · · · · He's indicated that he felt the risk to him in

24· · · ·wearing a mask was greater than not wearing one, as his

25· · · ·feelings of claustrophobia and anxiety were something

26· · · ·that he didn't want to deal with.



·1· · · · We asked him about if he had had these feelings

·2· ·previously, and he said he had not experienced these

·3· ·feelings prior to masking, he had no diagnosis of any

·4· ·condition, and the decision to not mask was made by

·5· ·Dr. Wall on how he felt and his comfort.

·6· · · · He indicated the ACAC Pandemic Directive does not

·7· ·give any room for exceptions, and so he made the

·8· ·decision to stop masking based on the feelings he was

·9· ·having.· As he was -- as there was no exemptions in the

10· ·Pandemic Directive, he talked about the CMOH orders

11· ·that he was using for exemption.

12· · · · His -- he indicated that his son was the only

13· ·other person that was working at the clinic at the

14· ·time, he had no other employees, and that -- yeah,

15· ·since March of 2020, so during the COVID pandemic.· He

16· ·also indicated that he did not require his son to be

17· ·masked and did not think it necessary to install any

18· ·barriers.· He said his son was -- completed

19· ·transactions, he did not mingle with anyone and so did

20· ·not think it necessary, and that his son was 17, he's

21· ·young, healthy, and so he didn't think his son was at

22· ·risk from COVID.· He also responded that his son was

23· ·not able to maintain physical distance at all times.

24· · · · Dr. Halowski asked Dr. Wall if his son was

25· ·provided the opportunity to mask, and Dr. Wall

26· ·reiterated that he was a healthy individual and that he



·1· ·did not want to wear one.· When asked if he was

·2· ·presented with the facts and varying points about

·3· ·COVID, Dr. Wall indicated he was aware that he told his

·4· ·son about the Pandemic Directive.

·5· · · · When talking about compliance with the Standards

·6· ·of Practice or the Codes of Ethics, Dr. Wall indicated

·7· ·that the only area he believes he did not comply with

·8· ·was the ACAC Pandemic Directive.· He believes it is

·9· ·unreasonable not to provide exceptions to allow him not

10· ·to mask with his patients, and he indicated that he had

11· ·a medical note regarding his mental limitation and

12· ·concern.

13· · · · Dr. Wall further indicated that under CMOH Order

14· ·38-2020, there is an exemption to mask wearing that he

15· ·used to discontinue wearing a mask.· Dr. Wall had

16· ·indicated he stopped masking in June, and his medical

17· ·exemption he did not get till December of 2020 from

18· ·Dr. Salem.

19· · · · The same order also indicates that physical

20· ·distance must be maintained, so further down in the

21· ·"Exceptions to masking", it does indicate that the 2

22· ·metre barrier must be maintained.

23· · · · When we talked if Dr. Wall had talked to his

24· ·patients about the dangers of him not being masked, he

25· ·replied that people are aware of the dangers, and he

26· ·did not need to explain any of the dangers to the



·1· · · ·patients from him not masking.· And Dr. Wall said that

·2· · · ·the people he sees, they either understand they are at

·3· · · ·high risk of getting COVID or they are not at risk.· He

·4· · · ·said people fill out the screening questions, and if

·5· · · ·they answered "no" were considered low risk.

·6· · · · · · Dr. Wall stated that the feelings of anxiety he

·7· · · ·experienced were the only reasons that he chose not to

·8· · · ·mask, and there are no other reasons that he does not

·9· · · ·mask.

10· · · · · · Dr. Wall discontinued masking in June, however,

11· · · ·did not get a medical exemption until December 2020

12· · · ·when the public closure order was given.· During that

13· · · ·time, he sought no treatment for his condition,

14· · · ·provided no communication to the ACAC and has no

15· · · ·charting to show that he was advising patients of the

16· · · ·risk they were facing by seeing an unmasked doctor.

17· · · ·Dr. Wall indicated that he made the decision to stop

18· · · ·masking due to the feelings of anxiety he was having.

19· ·Q· ·I'll just ask you a couple of questions.· During this

20· · · ·interview with Dr. Wall, did he mention any objections

21· · · ·to masking about his religious beliefs?

22· ·A· ·He did not.

23· ·Q· ·Did he mention anything, and we may have covered this,

24· · · ·did he mention any about whether he thought masks

25· · · ·weren't medically effective against spreading COVID?

26· ·A· ·No.



·1· ·Q· ·Did he discuss whether he thought masks were or weren't

·2· · · ·necessary?

·3· ·A· ·He said that -- he said that he thought that they

·4· · · ·interfered with his ability to concentrate, and that he

·5· · · ·felt that it was giving him anxiety and claustrophobia

·6· · · ·but not unnecessary, no.

·7· ·Q· ·Okay, I'm going to switch gears a little bit here, and

·8· · · ·ask you about the letters from Dr. Wesam Salem.· They

·9· · · ·are referenced -- this is referenced in your

10· · · ·investigation report on page 3.· So again the

11· · · ·investigation report is Exhibit A-7, and page 3 has a

12· · · ·heading "Dr. Wesam Salem".

13· · · ·MR. MAXSTON:· · · · · · ·And I'll just get everybody to

14· · · ·turn to that.

15· ·Q· ·MR. MAXSTON:· · · · · ·At the same time, I'm going to

16· · · ·ask you a question about Exhibit A-8, which is

17· · · ·Dr. Salem's December 12, 2020 letter to Dr. Wall.· So

18· · · ·I'll just ask you, how did you get Exhibit A-8, the

19· · · ·letter from Dr. Salem?

20· ·A· ·So this was provided by Dr. Wall.

21· ·Q· ·And do you remember roughly when it was provided to

22· · · ·you?

23· ·A· ·I think it was shortly after the date that it was dated

24· · · ·on the letter.

25· ·Q· ·And it's quite brief, so I'll ask you what does the

26· · · ·letter say?



·1· ·A· ·The letter is dated December 12, 2020, and it says:

·2· · · ·(as read)

·3· · · · · · To whom it may concern, this letter serves to

·4· · · · · · confirm that I have assessed Mr. Curtis Wall

·5· · · · · · in my office today.· Please be advised that

·6· · · · · · due to medical reasons, he has been deemed to

·7· · · · · · be exempt from mask wear and the use of a

·8· · · · · · face shield.

·9· ·Q· ·When you saw that letter, how did you respond to it?

10· ·A· ·I sent a follow-up request to Dr. Salem's office for

11· · · ·more information.

12· ·Q· ·And why did you do that?

13· ·A· ·I found that it was a very just a general note that

14· · · ·didn't really have a lot of detail to it, and I was

15· · · ·looking for more information.

16· ·Q· ·And if we go to Exhibit A-9, there's a January 8, 2021

17· · · ·letter on Dr. Salem's letterhead.· Just let everybody

18· · · ·get to document A-8.

19· · · ·THE CHAIR:· · · · · · · ·A-8 or A-9, Mr. Maxston?

20· · · ·MR. MAXSTON:· · · · · · ·Oh, I'm sorry, A-9.· Thank

21· · · ·you, Mr. Chair.

22· ·Q· ·MR. MAXSTON:· · · · · ·So, Mr. Lawrence, was this the

23· · · ·response you got from Dr. Salem?

24· ·A· ·It is.

25· ·Q· ·And if we look -- I'm sorry, I'm skipping around a

26· · · ·little bit here, if we go back to page 3 of your



·1· · · ·investigation report, it says:· (as read)

·2· · · · · · Dr. Salem provided a written response related

·3· · · · · · to the medical exemption.· The following

·4· · · · · · outlined the key points in the information

·5· · · · · · from Dr. Salem.

·6· · · ·MR. MAXSTON:· · · · · · ·And forgive me, Mr. Kitchen,

·7· · · ·here, I'm going to ask a bit of a leading question.

·8· ·Q· ·MR. MAXSTON:· · · · · ·I'm assuming the outline of

·9· · · ·the key points you referred to are the key points from

10· · · ·this January 8, 2021 letter?

11· ·A· ·That's right.

12· ·Q· ·Okay, I'll just ask you then to go through your

13· · · ·investigation report on page 3, and those four stars,

14· · · ·and there's a little bullet point at the bottom that

15· · · ·says "Note", and if you can tell me what the key points

16· · · ·were.

17· ·A· ·So the -- Dr. Salem had provided the written responses

18· · · ·we went through, so he indicated that, at his

19· · · ·appointment on December 29th, that Dr. Wall harboured

20· · · ·significant anxiety about masking and his inability to

21· · · ·breathe.· Then in his letter, he indicates that there

22· · · ·were no other documents or tests conducted or any

23· · · ·diagnostic information.

24· · · · · · In my letter to him, I had asked for, you know,

25· · · ·how did he confirm the diagnosis?· Was there tests or

26· · · ·any diagnostic information, of which he said there's



·1· · · ·not.

·2· · · · · · Dr. Salem provided some medical history regarding

·3· · · ·Dr. Wall, which included that Dr. Wall takes no

·4· · · ·medication and is in good health.· He indicated

·5· · · ·Dr. Wall tried to wear a mask and developed a tickle in

·6· · · ·his throat and felt anxiety and claustrophobia after

·7· · · ·wearing a mask.· Dr. Salem further cites that Dr. Wall

·8· · · ·is pushing for exemption given his mental health

·9· · · ·impact.

10· ·Q· ·You also have a note at the bottom, can you tell me

11· · · ·what you're saying there?

12· ·A· ·I'm sorry, where are you looking?

13· ·Q· ·Just on your investigation report after those four

14· · · ·bullets, there's an indented note, literally N-O-T-E:

15· · · ·(as read)

16· · · · · · It should be noted that.

17· · · ·I'm just wondering what you're saying there.

18· · · ·THE CHAIR:· · · · · · · ·I'm not following.· This is

19· · · ·after the four bullet points regarding Dr. Salem?

20· · · ·MR. MAXSTON:· · · · · · ·Yes, that's -- oh, I'm sorry,

21· · · ·that's my mistake, Mr. Chair.· Yes, I'm sorry, that's

22· · · ·my mistake.

23· ·Q· ·MR. MAXSTON:· · · · · ·After your investigation was

24· · · ·completed, did you decide to refer this to a hearing?

25· ·A· ·I did.

26· ·Q· ·And can you tell me why?



·1· ·A· ·I do think there was significant breach of both the

·2· · · ·Standards of Practice and the Codes of Ethics, and

·3· · · ·these were I think most appropriate to be presented to

·4· · · ·a Hearing Tribunal for a decision on the disposition of

·5· · · ·the complaint, and so for that reason, I referred it to

·6· · · ·the hearing on the 4th of February.

·7· ·Q· ·We talked a little bit about this before at the

·8· · · ·beginning of your testimony, and I believe you

·9· · · ·indicated that when you talked with Dr. Wall on I think

10· · · ·it was December 3, you said that compliance wasn't

11· · · ·optional.· What was your expectation if a member

12· · · ·couldn't comply or was thinking of not complying with

13· · · ·the Pandemic Directive?

14· ·A· ·So if there's questions about compliance, I would

15· · · ·expect that they would -- usually what members do is

16· · · ·they reach out to the Registrar, and they talk about,

17· · · ·you know, what the -- what options may be available or,

18· · · ·you know, a question about, you know, if they're not

19· · · ·sure about something, usually the Registrar fields

20· · · ·those types of questions, and they reach out about

21· · · ·that.

22· · · · · · In my role, it's -- you know, compliance is

23· · · ·mandatory, and so that -- usually the -- when there is

24· · · ·questions about that, whether it's, you know, sometimes

25· · · ·they'll reach out about is this advertising compliant,

26· · · ·is this compliant, can I do this or can I do that, so



·1· · · ·we get those questions quite frequently.· And so my

·2· · · ·expectation would be that you usually contact the

·3· · · ·Registrar or that you comply until you question, or you

·4· · · ·step back from practice until you resolve the issue

·5· ·Q· ·So I'm just about finished with my questions for you,

·6· · · ·Mr. Lawrence.· I just want to ask you about some other

·7· · · ·obligations at the College.

·8· · · · · · If there is a complaint sent to you, and you

·9· · · ·choose to investigate it, is a member required to

10· · · ·cooperate with your investigation?

11· ·A· ·They are.

12· ·Q· ·And can a chiropractor choose to not cooperate?

13· ·A· ·Well, they could choose to, but that is actually --

14· · · ·that would be an example of unprofessional conduct

15· · · ·defined in the Health Professions Act.

16· ·Q· ·Dr. Wall's conduct doesn't involve any sexual

17· · · ·misconduct.· This is a theoretical question I'm going

18· · · ·to pose to you.· Are you aware of Bill 21 Standards of

19· · · ·Practice that the College has about prohibiting sexual

20· · · ·relationships with patients?

21· ·A· ·I am.

22· ·Q· ·Is that part of your role, or enforcing that part of

23· · · ·your role as Complaints Director?

24· ·A· ·It is.

25· ·Q· ·Are those standards mandatory?

26· ·A· ·They are.



·1· ·Q· ·Are there any exemptions to them?

·2· ·A· ·No.· There are -- there are guidelines provided about

·3· · · ·how to discharge from a patient care to enable a

·4· · · ·relationship to begin, but they are not -- they're not

·5· · · ·optional while a patient is under doctor care.

·6· ·Q· ·Are you familiar with the phrase "ungovernability" or

·7· · · ·"ungovernable professional"?

·8· ·A· ·I am.

·9· ·Q· ·Can you tell me what that means to you?

10· ·A· ·So the mandate of the College is to hold regulated

11· · · ·members in compliance with the mandates of practice and

12· · · ·the self-regulation.· Council is the deciding body on

13· · · ·the conduct that members must adhere to in practice.

14· · · · · · And so the role of the College or my role is to

15· · · ·hold members accountable when they're not compliant,

16· · · ·and when they are what's termed "ungovernable", it is

17· · · ·when they are purposefully or deciding not to comply

18· · · ·with the requirements of their practice.

19· ·Q· ·How would ungovernability affect the profession?

20· ·A· ·Well, I think if members are picking and choosing about

21· · · ·what they comply with and what they won't, it doesn't

22· · · ·really become compliance then; it's -- everything's

23· · · ·just becoming a recommendation or a suggestion, so the

24· · · ·profession basically isn't self-regulating at that

25· · · ·point.

26· · · ·Discussion



·1· ·MR. MAXSTON:· · · · · · ·Mr. Chair, those are all my

·2· ·questions for Mr. Lawrence.

·3· · · · I welcome Mr. Kitchen's comments, but I doubt he

·4· ·wants to start his cross-examination at 10 to 12.  I

·5· ·wonder if this might be a good time to take a break for

·6· ·lunch, and come back perhaps at 10 to 1 or 1:00, and

·7· ·then Mr. Kitchen could conduct his cross-examination, I

·8· ·can do my redirect, and you can ask any questions that

·9· ·you have.

10· ·MR. KITCHEN:· · · · · · ·I prefer a slightly longer

11· ·break for lunch.· I'd like to come back at 1:15, one of

12· ·the reasons being I don't think we are in jeopardy of

13· ·not finishing today at a very reasonable hour.· If we

14· ·come back at 1:15, I suspect we'll still be out of here

15· ·at 3:30 at the latest.· So if that's acceptable to the

16· ·Chair, that's what I would propose.

17· ·THE CHAIR:· · · · · · · ·Mr. Maxston, any ...

18· ·MR. MAXSTON:· · · · · · ·Sorry, that's fine, and I

19· ·think, Mr. Kitchen, we'd be moving ahead on the

20· ·understanding we wouldn't start with your evidence then

21· ·until tomorrow morning?

22· ·MR. KITCHEN:· · · · · · ·That's right.

23· ·MR. MAXSTON:· · · · · · ·Yeah, I'm fine with that

24· ·approach.

25· ·THE CHAIR:· · · · · · · ·Okay, if both parties are okay

26· ·with that plan, we will now break until 1:15, so see



·1· · · ·everybody back at 1:15.· And, Mr. Lawrence, we just

·2· · · ·caution you not to discuss the case while not giving

·3· · · ·testimony.

·4· ·A· ·Yes, that's fine.

·5· · · ·THE CHAIR:· · · · · · · ·Thank you and see you at 1:15.

·6· · · ·_______________________________________________________

·7· · · ·PROCEEDINGS ADJOURNED UNTIL 1:15 PM

·8· · · ·_______________________________________________________
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25· ·THE CHAIR:· · · · · · · ·We are now back in session,

26· ·and we will ask Mr. Kitchen to start with his



·1· · · ·cross-examination of Mr. Lawrence.

·2· · · ·MR. KITCHEN:· · · · · · ·Thank you, Chair.

·3· · · ·DAVID LAWRENCE, Previously affirmed, Cross-examined by

·4· · · ·Mr. Kitchen

·5· ·Q· ·MR. KITCHEN:· · · · · ·Good afternoon, Mr. Lawrence.

·6· ·A· ·Hello.

·7· ·Q· ·You are not a chiropractor, correct?

·8· ·A· ·I am not.

·9· ·Q· ·And I have it right that you started in this position

10· · · ·as Complaints Director in March of 2020, correct?

11· ·A· ·That's correct.

12· ·Q· ·So you did not do this job prior to the onset of COVID?

13· · · ·Is that --

14· ·A· ·I did not.

15· ·Q· ·-- (INDISCERNIBLE)?· You agree that the most important

16· · · ·principle for chiropractors to adhere to is the

17· · · ·principle of protecting the public from harm, do you

18· · · ·not?

19· ·A· ·I do.

20· ·Q· ·You agree that each patient of a chiropractor is a

21· · · ·member of the public, do you not?

22· ·A· ·I do.

23· ·Q· ·You agree that each patient of every chiropractor is --

24· · · ·sorry, let me start again.· You agree that the

25· · · ·interests of each patient, each forms a part of the

26· · · ·broader public interest, do you not?



·1· ·A· ·I'm not sure about public interest, but public safety,

·2· · · ·yes.

·3· ·Q· ·So you agree that the safety interests of each patient

·4· · · ·forms a part of the broader public safety interest,

·5· · · ·correct?

·6· ·A· ·That would follow, yes.

·7· ·Q· ·So then would you agree that the interests of each

·8· · · ·individual patient make up together the broader public

·9· · · ·interest?

10· ·A· ·As it applies to the practice of chiropractic, each

11· · · ·patient is part of the public.

12· ·Q· ·You agree that chiropractors should protect members of

13· · · ·the public from harm no matter what, do you not?

14· ·A· ·Yes.

15· ·Q· ·You agree, do you not, that the principle of

16· · · ·chiropractors protecting the public from harm is more

17· · · ·important than the principle of protecting the

18· · · ·reputation of the chiropractic profession, do you not?

19· ·A· ·More important.· It's difficult I think from a

20· · · ·compliance perspective.· I think the priority of the

21· · · ·College is the protection of the public, and so in that

22· · · ·regard, yes.

23· ·Q· ·You agree that there are other threats to the overall

24· · · ·health and well being of chiropractic patients besides

25· · · ·COVID-19, do you not?

26· ·A· ·Yes.



·1· ·Q· ·You agree that there are other threats to the overall

·2· · · ·health and well being besides COVID-19 that are more

·3· · · ·severe than COVID-19, that are a greater threat, do you

·4· · · ·not?

·5· ·A· ·I'm not sure.· It probably would be per threat, but,

·6· · · ·you know, a threat's a threat.

·7· ·Q· ·Do you think all threats are the same?

·8· ·A· ·I would think that there's many different kinds of

·9· · · ·threats, so I don't know where COVID would be in

10· · · ·compared to a threat of something else.· So in regards

11· · · ·to legislation and compliance, public safety threats

12· · · ·are public safety threats.

13· ·Q· ·But you would agree some threats are more serious than

14· · · ·others?

15· ·A· ·If you could give me an example of what threats you're

16· · · ·talking about.

17· ·Q· ·Well, I don't want to give you a hypothetical, but let

18· · · ·me ask you this:· You believe that the threat of

19· · · ·COVID-19 is more of a threat than the threat posed by

20· · · ·wearing a mask; is that correct?

21· ·A· ·I think the legislation in regards to COVID-19 is clear

22· · · ·on the expectation of masking.

23· ·Q· ·Okay, I didn't ask that, so I'll try again.· You would

24· · · ·agree with me -- sorry, you believe, do you not, that

25· · · ·the threat of COVID-19 is greater -- that the threat of

26· · · ·COVID-19 to a person's health is greater than the



·1· · · ·threat to a person's health posed by a mask?

·2· ·A· ·I think, you know, my personal beliefs on --

·3· ·Q· ·I didn't ask you your personal beliefs.

·4· ·A· ·You did you asked me what -- if I believe that.

·5· ·Q· ·Right, but you are here as the Complaints Director.

·6· ·A· ·Correct, so my response is is that the legislation is

·7· · · ·what guides, not my personal beliefs.

·8· ·Q· ·You have discretion as the Complaints Director, do you

·9· · · ·not?

10· ·A· ·I do.

11· ·Q· ·You used the word "danger" to describe Dr. Wall not

12· · · ·wearing a mask while treating his patients earlier

13· · · ·today; is that correct?

14· ·A· ·I believe so, yes.

15· ·Q· ·So let's use the word "assessment", okay?· Let's not

16· · · ·use the word "belief", because you didn't use the word

17· · · ·"belief".· In your assessment, COVID-19 is more of a

18· · · ·threat to a patient's health than wearing a mask,

19· · · ·correct?

20· ·A· ·In my assessment, the legislation and guidelines

21· · · ·indicate it is more of a threat than wearing a mask.

22· ·Q· ·So I want to make sure I have your position correct.

23· · · ·You're saying that the legislation -- well, let me ask

24· · · ·you this:· By "legislation", do you mean the Health

25· · · ·Professions Act?

26· ·A· ·I mean all the mandates of practice.



·1· ·Q· ·And you would say the mandates of practice are

·2· · · ·legislation?

·3· ·A· ·I would refer to them -- and I use the term broadly,

·4· · · ·but I'm referring to whether the Code of Ethics, the

·5· · · ·Standards of Practice, directives, policies,

·6· · · ·legislation, and perhaps mandates would have been a

·7· · · ·more appropriate word than "legislation" to use in that

·8· · · ·context.

·9· ·Q· ·So you believe that the ACAC mandates state that

10· · · ·COVID-19 is a greater threat to a patient's health than

11· · · ·masks?

12· ·A· ·I think the Pandemic Directive states that wearing a

13· · · ·mask can reduce the risk of transmission between doctor

14· · · ·and patient.

15· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, I was just going

16· · · ·to say Mr. Lawrence is not a medically trained

17· · · ·individual, so I'm wondering if we're asking him for

18· · · ·medical opinions or medical --

19· · · ·MR. KITCHEN:· · · · · · ·I'm not.· I'm not searching

20· · · ·for a medical opinion.

21· · · ·THE CHAIR:· · · · · · · ·Okay.

22· · · ·MR. KITCHEN:· · · · · · ·But I'm -- this question is --

23· · · ·he has said -- and I don't think he's trying to claim a

24· · · ·medical opinion, and I'm not claiming that he is, he

25· · · ·has said, I think Dr. Wall not wearing a mask and

26· · · ·treating patients was dangerous to the public, that's



·1· ·why I took action.· That's what he said.

·2· · · · So what I'm trying to figure out -- and that

·3· ·wasn't a medical determination, that was a Complaints

·4· ·Director determination about public safety, which he

·5· ·has to make.· So I'm asking him if he thinks one danger

·6· ·is more than another danger, and I think that's within

·7· ·his purview, not as an expert, not as an opinion, but

·8· ·simply he has to assess that, and he has been assessing

·9· ·that.

10· · · · And I've asked the question four times, and he's

11· ·refused to answer, so I don't see any point in asking

12· ·it again; however, I will ask you, Mr. Chair, to either

13· ·direct that he answer the question, or that he not, and

14· ·I continue on because --

15· ·THE CHAIR:· · · · · · · ·Well --

16· ·MR. KITCHEN:· · · · · · ·-- (INDISCERNIBLE) again.

17· ·THE CHAIR:· · · · · · · ·Well, I think he did reply

18· ·that he couldn't compare one to the other without

19· ·knowing what they were and asking for examples, and I

20· ·know you won't provide hypotheticals.· Is there a

21· ·possibility you could reword your question?

22· ·MR. KITCHEN:· · · · · · ·Sure.· No, I did -- the

23· ·example I provided was masking.· I asked if he thought

24· ·COVID was more of a danger to the health of patients

25· ·than wearing a mask, and he has refused to answer.

26· ·THE CHAIR:· · · · · · · ·I don't know.· To me, that



·1· · · ·would require some medical knowledge.

·2· · · ·MR. KITCHEN:· · · · · · ·Okay.

·3· · · ·THE CHAIR:· · · · · · · ·I mean, in some cases, COVID

·4· · · ·is fatal, so there's all kinds of different ways to

·5· · · ·assess how dangerous COVID is.· I don't want to get

·6· · · ·into your direct -- your cross-examination,

·7· · · ·Mr. Kitchen, I just wanted to just clarify that

·8· · · ·Mr. Lawrence is there in an administrative rather than

·9· · · ·a medical position.

10· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Lawrence --

11· · · ·THE CHAIR:· · · · · · · ·(INDISCERNIBLE)

12· · · ·MR. KITCHEN:· · · · · · ·Oh, sorry.

13· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Lawrence, in assessing

14· · · ·Dr. Wall as a danger to the public and not wearing a

15· · · ·mask, are you not making something of a medical or

16· · · ·scientific determination?

17· ·A· ·The comment there is in regards to the Standards of

18· · · ·Practice that apply by not masking that -- when you are

19· · · ·not compliant, that is the danger.· So when I look at

20· · · ·the practice directive, and it says chiropractors and

21· · · ·clinic staff must be masked at all times while

22· · · ·providing patient care, when a member of the profession

23· · · ·does not comply with that, then they are a risk.

24· ·Q· ·All right, so if I have your position correct then,

25· · · ·what you're saying -- and if you don't agree with me,

26· · · ·tell me -- the source of the danger to the public in



·1· · · ·Dr. Wall's actions are simply that he wasn't complying

·2· · · ·with what the ACAC said to do?

·3· ·A· ·In my position as Complaints Director, when members are

·4· · · ·not compliant with what they're supposed to do, my role

·5· · · ·is to hold them accountable to comply.

·6· ·Q· ·Okay.· I didn't ask you what your role is.· I thought I

·7· · · ·was asking a simple question because I was trying to

·8· · · ·repeat what you had said, I was just trying to clarify.

·9· · · ·Wasn't trying to trick, I was trying to clarify what

10· · · ·you had just said just so I understood your position.

11· · · · · · I thought you just said that the source of the

12· · · ·danger to the public from Dr. Wall was that he was not

13· · · ·complying with what the ACAC said to do; do you agree

14· · · ·with that?

15· ·A· ·I would say not complying with the ACAC and Public

16· · · ·Health, yes.

17· ·Q· ·So the noncompliance is the source of the danger,

18· · · ·correct or not correct?

19· ·A· ·Noncompliance -- noncompliance is the -- what's the

20· · · ·term -- the noncompliance is the issue in the

21· · · ·complaint.· The actions are the danger.

22· ·Q· ·And so and the action --

23· ·A· ·Dr. Wall's actions, yes.

24· ·Q· ·You would agree that by referring to Dr. Wall's

25· · · ·actions, you mean his actions in not wearing a mask

26· · · ·while treating patients?



·1· ·A· ·Correct.

·2· ·Q· ·You agree that chiropractors are obligated to comply

·3· · · ·with the ACAC's requirements of practice even if those

·4· · · ·requirements are harmful to the chiropractor, do you

·5· · · ·not?

·6· ·A· ·I wouldn't say that, no.

·7· ·Q· ·Okay.· The ACAC is obligated to comply with the

·8· · · ·statutes of Alberta; isn't that correct?

·9· ·A· ·The statutes that apply to the profession, yes.

10· ·Q· ·The ACAC is obligated to only impose restrictions on

11· · · ·chiropractors that are consistent with the Canadian

12· · · ·Constitution; isn't that right?

13· · · ·MR. MAXSTON:· · · · · · ·Mr. Chairman, I'm going to

14· · · ·object there.· We don't have a constitutional law

15· · · ·expert.· Mr. Lawrence is the Complaints Director, and I

16· · · ·objected this question or line of questioning with

17· · · ·Dr. Halowski, and I'll object again.

18· · · ·MR. KITCHEN:· · · · · · ·Sure.· If I was asking whether

19· · · ·or not Dr. Lawrence [sic] thought, in his opinion, that

20· · · ·wearing a mask could possibly be a violation of Section

21· · · ·2(a) of the Canadian Charter of Rights and Freedoms,

22· · · ·I'd be asking for his legal opinion.· I'm not asking

23· · · ·for his legal opinion.· I'm asking for his

24· · · ·confirmation, as Complaints Director, whether or not

25· · · ·the Canadian Constitution applies to the body that he

26· · · ·is the Complaints Director of.· That is requisite



·1· ·knowledge to do his job.· It's not an opinion.· That

·2· ·either does or doesn't, and he, by virtue of his

·3· ·position, must have that knowledge.· I'm asking for him

·4· ·to confirm that knowledge, not to provide me a legal

·5· ·opinion.

·6· ·MR. MAXSTON:· · · · · · ·I'm only going to make one

·7· ·other comment, and then you'll decide whether the

·8· ·question can be asked.· That again is one of the

·9· ·ultimate questions that this Tribunal is going to be

10· ·deciding on, what does and doesn't apply to the

11· ·College's Pandemic Directive and other mandates, so ...

12· ·MR. KITCHEN:· · · · · · ·So, Chair, my question is I'm

13· ·asking Mr. Lawrence to confirm that the Canadian

14· ·Charter of Rights and Freedoms, being part of the

15· ·Canadian Constitution, applies to the College; so I'm

16· ·asking you to let me know if you're going to allow the

17· ·question.

18· ·THE CHAIR:· · · · · · · ·My thoughts on this are that

19· ·we could recess and take advice from independent legal

20· ·counsel, and I think Mr. Maxston's indicated his

21· ·concern that this could be a central issue, so I think,

22· ·as much as I'd like to keep things moving, we will take

23· ·a brief recess so that the Hearing Tribunal and myself

24· ·can take advice from counsel, so please bear with us

25· ·for a few minutes.· Thank you.

26· ·MR. KITCHEN:· · · · · · ·Okay, thank you.



·1· · · ·(ADJOURNMENT)

·2· · · ·THE CHAIR:· · · · · · · ·Okay, we are back.· We are

·3· · · ·still in session.· We've had a couple of internet

·4· · · ·hiccups, a couple of freezing screens, so we'll just

·5· · · ·hope that this doesn't re-occur.

·6· · · · · · We have discussed the question you've proposed,

·7· · · ·Mr. Kitchen, and spoken to our independent legal

·8· · · ·counsel, and our decision is that we do not allow you

·9· · · ·to ask this question.· We believe you're asking for an

10· · · ·opinion from this witness, and as you've pointed out,

11· · · ·this is likely -- or Mr. Maxston has pointed out it's

12· · · ·likely to be a central issue in this hearing, so that

13· · · ·question is not allowed.

14· · · ·MR. KITCHEN:· · · · · · ·Thank you, Chair.

15· ·Q· ·MR. KITCHEN:· · · · · ·Now, Mr. Lawrence, I'm going

16· · · ·to take you to the Pandemic Directive.

17· ·A· ·Okay.

18· ·Q· ·Once again, there's three versions, so it's Exhibits

19· · · ·C-20, C-21, and C-22, C-22 being the January 6th

20· · · ·version.

21· · · · · · Now, there's a Personal Protective Equipment

22· · · ·section in the directive.· Of course, that's what we've

23· · · ·been talking about.· Now, in that section, there is

24· · · ·nothing discussing chiropractors contacting the ACAC if

25· · · ·they have human rights concerns regarding the mandatory

26· · · ·masking directive, is there?



·1· ·A· ·There is not.

·2· ·Q· ·And the ACAC has never had in place a process in which

·3· · · ·to reach a possible resolution whereby a chiropractor

·4· · · ·could practice without a mask; isn't that right?

·5· ·A· ·I think depending on the modality.· So certainly I know

·6· · · ·when council had decided to make Telehealth a permanent

·7· · · ·modality for chiropractors going forward, and we

·8· · · ·received communication from I believe it was Green

·9· · · ·Shield and Blue Cross about how to bill for it.· There

10· · · ·certainly is practice under that which wouldn't require

11· · · ·masking.

12· · · · · · And in the earlier pandemic, there was if you can

13· · · ·maintain 2 metres of distance while conversing with a

14· · · ·patient, there was exception -- or there wouldn't be a

15· · · ·required to mask.

16· ·Q· ·The ACAC has never had in place a process by which

17· · · ·there's a possible resolution that would allow a

18· · · ·chiropractor to physically treat patients without a

19· · · ·mask; isn't that right?

20· ·A· ·In close contact, that's correct.

21· ·Q· ·You called Dr. Wall December 4th, 2020, to inform him

22· · · ·you were making a request to suspend his practice

23· · · ·permit, did you not?

24· ·A· ·I think it was December 3rd.

25· ·Q· ·Okay.

26· ·A· ·But yes.



·1· ·Q· ·Thank you for that.· Dr. Wall asked you during that

·2· · · ·call about human rights accommodations, didn't he?

·3· ·A· ·I think he said something to the effect of, Isn't there

·4· · · ·a human rights part of this.· I don't know exact words,

·5· · · ·but something to that effect, yes.

·6· ·Q· ·Okay.· Dr. Wall said to you that the literature doesn't

·7· · · ·support mandatory masking, didn't he?

·8· ·A· ·I think he said that in his response letter.· I don't

·9· · · ·know if it was during our call, but something to that

10· · · ·degree, yes.

11· ·Q· ·And you responded to him by saying that you were not

12· · · ·going to debate the issues, didn't you?

13· ·A· ·I said the patient's safety isn't up for debate, yes,

14· · · ·and that compliance wasn't up for discussion -- or

15· · · ·compliance wasn't up for debate, and that if he wasn't

16· · · ·going to comply, I was going to initiate the Section 65

17· · · ·request.

18· ·Q· ·But it wasn't public safety that you refused to debate,

19· · · ·was it?

20· ·A· ·Well, it's compliance.

21· ·Q· ·It was the scientific efficacy of masks that you

22· · · ·refused to debate, wasn't it?

23· ·A· ·No, that's sort of beyond my purview.· It's, you know,

24· · · ·this is a compliance issue, so the mandates of practice

25· · · ·were masking, and if Dr. Wall wasn't going to comply

26· · · ·with the requirements, then I initiated the request.



·1· ·Q· ·Now, I'm going to put it to you that Dr. Wall is going

·2· · · ·to say that what you refused to debate was the

·3· · · ·scientific efficacy of masks; that's what he's going to

·4· · · ·say.

·5· ·A· ·Okay, I disagree with that, but okay.

·6· ·Q· ·And I'm talking in the context of this call, not

·7· · · ·talking anywhere else.· In the context of this call,

·8· · · ·Dr. Wall's going to say that you said to him that you

·9· · · ·refused to debate the efficacy of masks.

10· ·A· ·I don't believe -- "efficacy" isn't a word I would

11· · · ·usually use.· I think I probably talked more in

12· · · ·compliance.· I note he did talk about the recovery rate

13· · · ·of COVID, and like I said before, I think he said

14· · · ·something to the effect of it's 99 percent recovery or

15· · · ·something to that regard, but it's not -- this was

16· · · ·about compliance.

17· ·Q· ·Do you disagree that Dr. Hu said that the recovery rate

18· · · ·is 99 percent?

19· ·A· ·I don't remember specifically, but I wouldn't disagree

20· · · ·with that.

21· ·Q· ·So you don't disagree that what Dr. Wall said when he

22· · · ·told you the recovery rate is 99 percent is truthful?

23· ·A· ·I don't know either way, so, no, I wouldn't disagree

24· · · ·with that.

25· ·Q· ·So you don't know if the recovery rate is 99 percent or

26· · · ·not?



·1· ·A· ·I know it's quite high.· I don't know what the exact

·2· · · ·percentage is, so -- but I know it's quite high.

·3· ·Q· ·But you did just say -- so you don't remember what

·4· · · ·Dr. Hu said; is that correct?

·5· ·A· ·I'm -- what I said was I believe he said something like

·6· · · ·that, and I have no reason to disagree with that

·7· · · ·comment.

·8· ·Q· ·So you have no reason to disagree with Dr. Wall when he

·9· · · ·said that the recovery rate's 99 percent?

10· ·A· ·I don't.

11· ·Q· ·You said in that call that you cannot make Dr. Wall

12· · · ·wear a mask and that he was free to not wear a mask,

13· · · ·didn't you?

14· ·A· ·I think I was talking about in regards to, you know, in

15· · · ·both his public life and in work.· I can't, you know,

16· · · ·make him do anything; all I can do is hold

17· · · ·chiropractors compliant when their mandates of practice

18· · · ·are not complied with and proceed in that way.

19· ·Q· ·You said he was free to not wear a mask, didn't you?

20· ·A· ·I think I was talking about in his private life.

21· ·Q· ·Dr. Wall is going to say that there was no discussion

22· · · ·in that call about anything to do with his private life

23· · · ·but that the discussion was focused on his professional

24· · · ·life.

25· ·A· ·Okay.

26· ·Q· ·So let me ask you again:· You said in that call to



·1· · · ·Dr. Wall that he was free to not wear a mask; isn't

·2· · · ·that correct?

·3· ·A· ·I think what I said was in regards to his private life.

·4· · · ·If we -- if I interpreted it differently, or he

·5· · · ·interpreted it difficulty, or there's misunderstanding

·6· · · ·there, or I don't know, I think what I was talking

·7· · · ·about was like I can't -- you know, I can't put a mask

·8· · · ·on him; all I can do is if he won't comply, I can take

·9· · · ·an action.

10· ·Q· ·So you disagree with me that you said in that call that

11· · · ·Dr. Wall --

12· ·A· ·I don't have the transcript here, so I wouldn't

13· · · ·disagree or agree at all because I'm not -- I don't

14· · · ·know exactly the wording that was used.

15· ·Q· ·So is your answer that you don't remember?

16· ·A· ·No, my answer is that I believe what we were saying was

17· · · ·in his personal life, and also that I can't make him do

18· · · ·anything.· My job is if he refuses to comply, then I

19· · · ·take an action in regards to noncompliance.

20· ·Q· ·So when Dr. Wall says that there was no mention of

21· · · ·private life in that conversation, you're going to

22· · · ·disagree with him?

23· ·A· ·I don't have an answer to that.· Like I said, I don't

24· · · ·have a transcript.· I don't have the call transcript

25· · · ·here.· I don't have a record of it, so, you know, it's

26· · · ·based on what I remember, and that's it.



·1· ·Q· ·But you are convinced, are you not, that you --

·2· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, if I could just

·3· · · ·interrupt, I believe Mr. Lawrence has indicated what he

·4· · · ·believes the conversation was about, and you've

·5· · · ·indicated that you have a witness that will testify

·6· · · ·differently.· I don't know that we can get any more

·7· · · ·clarification than that.

·8· · · ·MR. KITCHEN:· · · · · · ·Thank you, Chair.· The only

·9· · · ·reason I continue to keep going is I keep getting

10· · · ·contradictory answers, so I'm just trying to give the

11· · · ·witness an opportunity to remove the contradictory

12· · · ·answers.

13· · · ·THE CHAIR:· · · · · · · ·I think he's been consistent

14· · · ·in saying what he recalls the conversation was about.

15· · · ·Thank you.

16· · · ·MR. KITCHEN:· · · · · · ·Thank you.

17· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Lawrence, when Dr. Wall

18· · · ·was faced with a choice of either wearing a mask or

19· · · ·sacrificing his ability to earn an income as a

20· · · ·chiropractor, his choice was not a free choice absent

21· · · ·of a coercion, was it?

22· ·A· ·I think there were alternatives he could have followed.

23· · · ·He could have practiced Telehealth and -- which would

24· · · ·have enabled him to continue practice and not wear a

25· · · ·mask.

26· ·Q· ·When Dr. Wall was faced with a choice of either wearing



·1· · · ·a mask or treating his patients in a way that he

·2· · · ·thought was the only good way to treat them, his choice

·3· · · ·between those two things was not a free choice absent

·4· · · ·of coercion, was it?

·5· ·A· ·I don't agree with the way you're stating that.  I

·6· · · ·think there's, in any mandate of practice, the

·7· · · ·compliance is obligatory.· I think that in probably

·8· · · ·most cases in the legislation and in all the standards,

·9· · · ·there may be chiropractors that agree with some and

10· · · ·disagree with others, but the obligation is to comply.

11· ·Q· ·So that obligation imposes no coercion?

12· ·A· ·That would be up to the drafters of the legislation.  I

13· · · ·think, you know, the compliance is not an option, so if

14· · · ·non-optional compliance is coercion, then it's

15· · · ·coercion.

16· ·Q· ·By requesting the suspension of Dr. Wall's practice

17· · · ·permit, you were, in fact, attempting to make Dr. Wall

18· · · ·either wear a mask or stop treating patients in person,

19· · · ·were you not?

20· ·A· ·I think the purpose of that was to safeguard the public

21· · · ·and protect the public from harm.

22· ·Q· ·And the way that you protect the public from harm in

23· · · ·that scenario is by making Dr. Wall either wear a mask

24· · · ·when he's treating patients or stop treating patients

25· · · ·in person?

26· ·A· ·Correct.



·1· ·Q· ·Now, it was on December 3rd, 2020, that you submitted a

·2· · · ·request to suspend the practice permit of Dr. Wall;

·3· · · ·isn't that right?

·4· ·A· ·Correct.

·5· ·Q· ·Now, you said earlier it was on the same day, December

·6· · · ·3rd, that you called him, correct?

·7· ·A· ·Yes.

·8· ·Q· ·So when Dr. Wall told you on that call that he was

·9· · · ·exempt from wearing a mask on medical -- he was

10· · · ·medically exempt, you didn't believe him, did you?

11· ·A· ·No, I don't believe that -- under the regulations, the

12· · · ·health care workers aren't exempt from masking.

13· ·Q· ·You didn't believe that he had a medical condition that

14· · · ·exempted him, did you?

15· ·A· ·I think that in regards -- from Public Health and the

16· · · ·Pandemic Directive, I think that he was noncompliant

17· · · ·with his requirements, and there was never an

18· · · ·expectation for exemptions for medical health

19· · · ·professionals.

20· ·Q· ·Didn't ask you that.· You didn't believe that he had a

21· · · ·medical condition that exempted him from wearing a

22· · · ·mask, did you?

23· ·A· ·"Believe" is not really an appropriate term.· It's

24· · · ·compliance with or noncompliance with, and that's what

25· · · ·guides the direction.

26· ·Q· ·In your assessment, he wasn't being truthful with you?



·1· ·A· ·That's not what I said, no.

·2· ·Q· ·So you did believe him; you thought he was being

·3· · · ·truthful?

·4· ·A· ·I believe that there was never an expectation for

·5· · · ·medical health professionals to be exempt, and I

·6· · · ·believe Dr. Wall was noncompliant with his mandates of

·7· · · ·practice.· You know, truth and not truth, that's not

·8· · · ·really appropriate I think.

·9· ·Q· ·Isn't it your job as Complaints Director to assess

10· · · ·whether or not chiropractors are telling the truth?

11· ·A· ·My job is to apply the legislation and the mandates of

12· · · ·practice and hold them accountable when they've been

13· · · ·breached.

14· ·Q· ·And when you do that, you have to make assessments of

15· · · ·whether or not chiropractors are telling you the truth

16· · · ·about something; isn't that right?

17· ·A· ·I have to look at their actions about what they're

18· · · ·doing and whether their actions are compliant or

19· · · ·noncompliant with the standards.· Whether they lied to

20· · · ·me or not, I -- you know, it's more on the actions

21· · · ·towards compliance.

22· ·Q· ·Isn't lying to the -- isn't lying to you in your

23· · · ·capacity as Complaints Director in and of itself

24· · · ·something worthy of investigation?

25· ·A· ·Potentially, yes.

26· ·Q· ·So in your work, you have to make determinations



·1· · · ·occasionally on whether or not somebody's telling you

·2· · · ·the truth, correct?

·3· ·A· ·Yes.

·4· ·Q· ·So you made an assessment on December 4th, when

·5· · · ·Dr. Wall and you had that conversation on the phone,

·6· · · ·you made an assessment of whether or not he was telling

·7· · · ·you the truth about his medical exemption?

·8· ·A· ·No.· And I think you're misquoting that.· It's not

·9· · · ·about truth or lying or -- it's about compliance, and

10· · · ·so the mandates of practice say, you know, this should

11· · · ·happen, and if the actions don't follow those mandates,

12· · · ·then that's the direction or the actions they take

13· · · ·accordingly.· It's not whether Dr. Wall was telling the

14· · · ·truth or not.· It's about whether he was compliant or

15· · · ·not.

16· ·Q· ·Well, and he clearly wasn't.

17· ·A· ·Wasn't compliant?· I agree.

18· ·Q· ·Right.

19· ·A· ·I agree he was not compliant.

20· ·Q· ·So you don't think he had a medical condition that made

21· · · ·him medically unable to wear a mask, did you?

22· ·A· ·I think the question about the -- whether that is an

23· · · ·exemption or not, it will be up to the Tribunal to

24· · · ·decide.· My position is he was not compliant, and as

25· · · ·the Complaints Director, my job is to act when members

26· · · ·are not compliant.



·1· ·Q· ·And I appreciate that, but I didn't (INDISCERNIBLE) --

·2· ·A· ·I understand what --

·3· ·Q· ·-- (INDISCERNIBLE) about --

·4· ·A· ·I understand what you wanted to say was Dr. Wall

·5· · · ·telling the truth or not, and it's compliance, so it's

·6· · · ·about whether he was compliant or not.

·7· ·Q· ·So you believed he was not compliant?

·8· ·A· ·I believe he was not compliant with his mandates of

·9· · · ·practice, correct.

10· ·Q· ·And you believed he had no medical condition that made

11· · · ·him unable to wear a mask?

12· ·A· ·I don't know the answer to that.

13· ·Q· ·Okay.· You thought he was just saying that he was

14· · · ·exempt because he didn't want to wear a mask, and he

15· · · ·was being ungovernable, didn't you?

16· ·A· ·I believe that he was not being compliant because what

17· · · ·he was supposed to be doing, and when they're not

18· · · ·compliant, members of every regulated health profession

19· · · ·are to be held accountable.· So this is a compliance

20· · · ·question.

21· ·Q· ·And you thought he had no medical basis for

22· · · ·noncompliance?

23· ·A· ·I believe there is no -- there wasn't an expectation

24· · · ·for medical health professionals to have an exemption,

25· · · ·and he was noncompliant with his expectations of

26· · · ·practice.



·1· ·Q· ·Which is fine, I didn't ask you anything about

·2· · · ·exemptions.

·3· · · · · · Now, you received a letter from Dr. Salem, a

·4· · · ·Calgary medical doctor, stating that Dr. Wall was

·5· · · ·deemed by that doctor to be medically exempt from

·6· · · ·wearing a mask; isn't that right?

·7· ·A· ·Yes.

·8· ·Q· ·And you would have received that by December 14th;

·9· · · ·isn't that right?

10· ·A· ·Do you mean the letter in follow-up or his December the

11· · · ·12th note?

12· ·Q· ·The December the 12th note, you received that by

13· · · ·December 14th, did you not?

14· ·A· ·Correct.

15· ·Q· ·And upon receiving that letter, you decided not to

16· · · ·withdraw your request to suspend Dr. Wall's licence;

17· · · ·isn't that right?

18· ·A· ·Correct.

19· ·Q· ·You doubted the accuracy of Dr. Salem's December 12th

20· · · ·medical note, didn't you?

21· ·A· ·I asked for more information about the condition in a

22· · · ·follow-up letter to Dr. Salem.

23· ·Q· ·That's not what I asked.· So you didn't doubt the

24· · · ·accuracy of that note?

25· ·A· ·I don't know what you mean by "accuracy".· Dr. Salem

26· · · ·sent me this note, so I have no doubt to believe it



·1· · · ·came from Dr. Salem, and he meant what he said.

·2· ·Q· ·So you don't doubt the accuracy of that note?

·3· ·A· ·I think that's accurate.

·4· ·Q· ·So when you received that note, you just said you

·5· · · ·decided not to withdraw your request to suspend, it

·6· · · ·didn't matter to you that Dr. Wall was medically unable

·7· · · ·to wear a mask, did it?

·8· ·A· ·At the time, I, as I said before, I don't think there

·9· · · ·was an expectation for exemptions for people in

10· · · ·front-line medical health workers, and Dr. Wall was

11· · · ·still not compliant with the Pandemic Directive and the

12· · · ·Standards of Practice, so I continued, yes.

13· ·Q· ·It didn't matter to you that Dr. Wall had a medical

14· · · ·disability that potentially triggered the duty to

15· · · ·accommodate in the human rights legislation, did it?

16· ·A· ·I'm not familiar enough with human rights legislation

17· · · ·to answer that.

18· ·Q· ·So you didn't think about potential human rights

19· · · ·accommodation after you received that letter?

20· ·A· ·I think that in regards to proceeding with the

21· · · ·investigation and the complaint, there was still

22· · · ·concern about the risk to the public, so I continued

23· · · ·with the complaint.

24· ·Q· ·Great, that's greet.· I didn't ask you that.· I asked

25· · · ·you if you thought about human rights --

26· ·A· ·I --



·1· ·Q· ·-- (INDISCERNIBLE) --

·2· ·A· ·-- you -- this is --

·3· ·Q· ·-- either you did or you didn't.

·4· ·A· ·This is nine months ago.· I don't know what -- every

·5· · · ·thought that went through my head then.

·6· ·Q· ·That wasn't important then; must not have been, you

·7· · · ·forgot about it.· So was it important to you to

·8· · · ·consider human rights at that time or no?

·9· ·A· ·The consideration was in the protection of the public

10· · · ·and the compliance of a regulated member to the

11· · · ·mandates of the legislation.· So, you know, that's what

12· · · ·led to the complaint, that's what led to the Section 65

13· · · ·request, and that's what led to the continuation of the

14· · · ·complaint.

15· ·Q· ·And nothing else matters, right?

16· ·A· ·Well, that's not what I said either, but ...

17· ·Q· ·Okay.

18· ·A· ·I'll agree with you.· How about that?

19· ·Q· ·When your December 3rd request for an interim

20· · · ·suspension of Dr. Wall's practice permit was denied by

21· · · ·Dr. Linford on December 18th, Dr. Linford relied upon

22· · · ·Dr. Salem's December 12th doctor note, didn't he?

23· ·A· ·You would have to ask Dr. Linford, but that would be a

24· · · ·good assumption I think.

25· ·Q· ·It's not an assumption.· Let's take you over to the

26· · · ·December 18th decision of Dr. Linford.· That's Exhibit



·1· · · ·B-5.· I'll give you a chance to pull it up.

·2· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, while

·3· · · ·Mr. Lawrence is looking for that, I'm going to tell you

·4· · · ·that I'll object to any questions about what

·5· · · ·Dr. Linford was thinking.· I don't expect you're going

·6· · · ·to ask those questions because that's not within this

·7· · · ·witness's knowledge.

·8· · · ·MR. KITCHEN:· · · · · · ·Right, you and I are on the

·9· · · ·same page there.

10· · · ·THE CHAIR:· · · · · · · ·You said E-5, Mr. Kitchen?

11· · · ·MR. KITCHEN:· · · · · · ·B-5, 'B' as in Bob.

12· ·Q· ·MR. KITCHEN:· · · · · ·Now, Mr. Lawrence, do you have

13· · · ·that in front of you?

14· ·A· ·I do.

15· ·Q· ·Now, do you see there, this is the very first

16· · · ·paragraph, do you see where Dr. Linford says:· (as

17· · · ·read)

18· · · · · · I have also considered the following?

19· ·A· ·Yes.

20· ·Q· ·And there's a list there of six things, okay?· Then

21· · · ·there's a paragraph that starts "I have also

22· · · ·considered".· Now, so at the very bottom of the page

23· · · ·there, it says "Dr. Wall has provided".· Do you see

24· · · ·that there?

25· ·A· ·Yes.

26· ·Q· ·Now, this thing that Dr. Wall provided, was it a letter



·1· · · ·from a physician, Dr. Salem?

·2· ·A· ·Yes.

·3· ·Q· ·And does Dr. Linford describe there what that note was

·4· · · ·about?

·5· ·A· ·Yes.

·6· ·Q· ·Dr. Linford states, I'm reading it here:· (as read)

·7· · · · · · Dr. Wall has a medical condition that

·8· · · · · · prevents him from wearing a mask or a face

·9· · · · · · shield as required under the CMOH orders.

10· ·A· ·Yes.

11· ·Q· ·You would agree that I've just read that accurately,

12· · · ·correct?

13· ·A· ·Yes.

14· ·Q· ·So Dr. Linford referred to that note in making his

15· · · ·decision; is that correct?

16· ·A· ·Yes.

17· ·Q· ·Now, in this December 18th decision, I guess we can

18· · · ·call it Section 55 request for interim suspension of

19· · · ·Dr. Wall's practice permit.· So Dr. Linford didn't call

20· · · ·it anything in particular, but, it's you would agree

21· · · ·with me, that this December 18th document from

22· · · ·Dr. Linford is Dr. Linford's written decision on your

23· · · ·request, right?

24· ·A· ·Yes.

25· ·Q· ·So Dr. Linford decided December 18th to permit Dr. Wall

26· · · ·to continue to practice in a manner that was



·1· · · ·noncompliant with the ACAC Pandemic Directive, didn't

·2· · · ·he?

·3· ·A· ·He did until the completion of the complaint under Part

·4· · · ·4 of the HPA, so until the complaint is completed, and

·5· · · ·that, in this case, will be the decision of the

·6· · · ·Tribunal, so once that is completed, he provided him an

·7· · · ·avenue to continue to practice.

·8· ·Q· ·So because of Dr. Linford's decision, Dr. Wall has

·9· · · ·practiced in a manner noncompliant with the ACAC

10· · · ·Pandemic Directive for the last eight months since

11· · · ·Dr. Linford's decision; isn't that right?

12· ·A· ·Correct.

13· ·Q· ·Now, the only two CMOH orders referred by Dr. Linford

14· · · ·in his written decision on December 18th are CMOH

15· · · ·Orders 38-2020 and 42-2020; isn't that right?

16· ·A· ·That's correct.

17· ·Q· ·Now, you would agree with me that in early December,

18· · · ·December 7th, AHS issued a closure order to Dr. Wall's

19· · · ·office, correct?

20· ·A· ·That's correct.

21· ·Q· ·And that was an oral order, it was followed up by a

22· · · ·written order on December 8th; you wouldn't contest

23· · · ·that, would you?

24· ·A· ·No.

25· ·Q· ·Now, you would agree with me that the only CMOH order

26· · · ·referred to in that closure order is CMOH Order



·1· · · ·38-2020; isn't that right?

·2· ·A· ·That's correct.

·3· ·Q· ·You might not have it in front of you, so I'll take you

·4· · · ·to Exhibit D-2, 'D' as in Deborah, D-2.· This is the

·5· · · ·rescind notice, and I don't know that it has a date on

·6· · · ·it.· It was issued on January 5th.· Here it is, January

·7· · · ·5th, it's right in the first paragraph.

·8· · · · · · Now, in that notice re-opening Dr. Wall's office,

·9· · · ·Dr. Wall was permitted by AHS to practice, to treat

10· · · ·patients in person without a mask; isn't that correct?

11· ·A· ·That's correct.

12· ·Q· ·That January 25th interview that was conducted by

13· · · ·phone, you questioned Dr. Wall, was there a transcript

14· · · ·or recording of that interview?

15· ·A· ·There is.

16· ·Q· ·But it hasn't been entered as an exhibit as part of

17· · · ·this case though, has it?

18· ·A· ·No.

19· ·Q· ·So in your investigation report, you discuss at length

20· · · ·what Dr. Wall said to you.· Those are your own words to

21· · · ·describe what Dr. Wall said; isn't that right?

22· ·A· ·I lot of it, yes.

23· ·Q· ·Forgive me, I'm going to take you back to Dr. Linford's

24· · · ·decision just one last time.· I don't think you'll have

25· · · ·to go there, but we can if we need to.· Dr. Linford, in

26· · · ·his written decision of December 18th, he did not order



·1· · · ·that patients of Dr. Wall must be masked, did he?

·2· ·A· ·He did not.

·3· ·Q· ·Mr. Lawrence, you are the de facto complainant in this

·4· · · ·case; isn't that right?

·5· ·A· ·That's correct.

·6· ·Q· ·You appointed yourself as the lead investigator in this

·7· · · ·case; isn't that right?

·8· ·A· ·It's correct.· Under the Health Professions Act, the

·9· · · ·Complaints Director becomes the lead investigator, and

10· · · ·when other investigators are used, they are assistant

11· · · ·investigators, but for this case, yes, I was lead

12· · · ·investigator.

13· ·Q· ·There's no assistant investigators in this case, is

14· · · ·there?

15· ·A· ·There is not, no.

16· ·Q· ·And just to be clear, you made that appointment,

17· · · ·appointing yourself as lead investigator, after opening

18· · · ·the complaint and becoming the de facto complainant;

19· · · ·isn't that right?

20· ·A· ·Yes.

21· ·Q· ·Dr. Wall has not harmed any member of the public or any

22· · · ·one of his patients by treating them in person without

23· · · ·wearing a mask, has he?

24· · · ·MR. MAXSTON:· · · · · · ·I'm going to object to that,

25· · · ·Mr. Chair, that's beyond Mr. Lawrence's knowledge.

26· · · ·THE CHAIR:· · · · · · · ·Agreed.



·1· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Lawrence, do you have any

·2· · · ·evidence that Dr. Wall has harmed any of his patients?

·3· ·A· ·I do not.

·4· ·Q· ·Do you have any evidence that Dr. Wall has harmed a

·5· · · ·member of the public by not erecting a plexiglass

·6· · · ·barrier in his office?

·7· ·A· ·I do not.

·8· ·Q· ·And just to be clear, you don't have any evidence that

·9· · · ·any of his patients have been harmed by him treating

10· · · ·his patients in person, up close without wearing a

11· · · ·mask, do you?

12· ·A· ·I do not.

13· ·Q· ·No member of the public has complained to the ACAC

14· · · ·regarding the conduct of Dr. Wall in the period of time

15· · · ·between March 2020 and today; isn't that correct?

16· ·A· ·I believe the original concern that came from Public

17· · · ·Health was initiated by a patient of Dr. Wall, but the

18· · · ·ACAC has not received any, no.

19· ·Q· ·The complaint you just referenced went to AHS, correct?

20· ·A· ·Correct.

21· ·Q· ·Not to the ACAC, correct?

22· ·A· ·Correct.

23· ·Q· ·And you've received no other complaints to the ACAC

24· · · ·about Dr. Wall in the last 18 months, correct?

25· ·A· ·Correct.

26· ·Q· ·In fact, as far as you're aware, there had never been



·1· · · ·any complaints to the ACAC about the conduct of

·2· · · ·Dr. Wall; is that correct?

·3· ·A· ·Not that I know of, that's correct.

·4· · · ·MR. KITCHEN:· · · · · · ·Just give me one second.

·5· · · · · · Those are all my questions.

·6· ·A· ·Thank you.

·7· · · ·THE CHAIR:· · · · · · · ·Okay, Mr. Maxston, any

·8· · · ·redirect, or would you like a few minutes?· We can

·9· · · ·break for 5 or 10 minutes.

10· · · ·MR. MAXSTON:· · · · · · ·You know, I think I'm okay.

11· · · ·I've got a pretty good idea of what I'm going to ask

12· · · ·Mr. Lawrence, but I don't know if Mr. Lawrence needs a

13· · · ·break or if the Tribunal needs a break.· We've been

14· · · ·going for just about an hour, so I'm in your hands.  I

15· · · ·think I will be 15 or 20 minutes, but, again, I'm in

16· · · ·your hands.

17· · · ·THE CHAIR:· · · · · · · ·I think that why don't we just

18· · · ·break for 10 minutes, and then we can check to see if

19· · · ·the Tribunal has any questions arising from the direct

20· · · ·and the cross-exam, and we can do both those things

21· · · ·while you prepare for your follow-ups, okay?

22· · · · · · So it's 20 after.· Let's take a brief recess, and

23· · · ·we'll reconvene at 2:30, and Members of the Tribunal,

24· · · ·let's go to a break-out room with our esteemed counsel,

25· · · ·and we'll just see if there's any questions arising

26· · · ·that we can discuss.· Thanks.



·1· · · ·(ADJOURNMENT)

·2· · · ·THE CHAIR:· · · · · · · ·Okay, we're all back.· Just a

·3· · · ·reminder everybody, the hearing is in session, and

·4· · · ·Mr. Maxston has some follow-up on the -- following the

·5· · · ·cross-examination of Mr. Lawrence by Mr. Kitchen.

·6· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

·7· · · ·Mr. Maxston Re-examines the Witness

·8· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, you had a

·9· · · ·discussion with Mr. Kitchen, and his question was would

10· · · ·you agree that chiropractors should protect patients

11· · · ·from harm no matter what, and I believe your answer was

12· · · ·yes.· In your role as Complaints Director, do you

13· · · ·decide those kinds of issues?

14· ·A· ·No.

15· ·Q· ·Who does?

16· ·A· ·It's the legislation governs what our actions is, and

17· · · ·so I'm led by the regulations or mandates of practice.

18· · · ·So the drafters of the legislation, and then council

19· · · ·also directs the Standards of Practice, Codes of

20· · · ·Ethics, the Pandemic Practice Directive, any policies.

21· · · ·The council of the ACAC determines how chiropractors

22· · · ·will conduct themselves.

23· ·Q· ·And a similar question, Mr. Kitchen asked you would you

24· · · ·agree that the threat of COVID-19 is more than the

25· · · ·threat posed by wearing a mask.· Again, as Complaints

26· · · ·Director, in your role under Section 55 of the HPA, do



·1· · · ·you decide that?

·2· ·A· ·No.

·3· ·Q· ·And, again, who does?

·4· ·A· ·Again, that would be, in this case, I would assume

·5· · · ·Public Health, and they would set the direction for

·6· · · ·managing the pandemic during -- or managing COVID

·7· · · ·during the pandemic, and then council would apply

·8· · · ·practice directives or practice mandates to the

·9· · · ·members.

10· ·Q· ·Mr. Kitchen asked you a question about when you are

11· · · ·assessing whether Dr. Wall was a danger to the public,

12· · · ·aren't you making a medical or scientific judgment.· Is

13· · · ·that the Complaints Director's role, to make a

14· · · ·judgment?

15· ·A· ·The judgment really is whether the mandates of practice

16· · · ·have been complied with or not, and the -- apply the

17· · · ·appropriate actions if noncompliance occurs.

18· ·Q· ·Do you as Complaints Director make findings of

19· · · ·unprofessional conduct?

20· ·A· ·I do not.

21· ·Q· ·Is that prohibited under the HPA?

22· ·A· ·So the -- in this case, the Hearing Tribunal makes the

23· · · ·determination of that.· I don't assign guilt or

24· · · ·innocence.· That would be the purview of the Hearing

25· · · ·Tribunal.

26· ·Q· ·Does a Complaints Director assess a threshold of



·1· · · ·evidence?

·2· ·A· ·No.· I think really the role of the investigation is to

·3· · · ·gather evidence and then present the evidence to the

·4· · · ·Tribunal, and the Tribunal will determine its value and

·5· · · ·weight.

·6· ·Q· ·Okay.· Mr. Kitchen asked you or stated there was --

·7· · · ·asked you a question about there was no process for a

·8· · · ·chiropractor to practice without a mask.· Were you ever

·9· · · ·asked by Dr. Wall as Complaints Director about that by

10· · · ·Dr. Wall?

11· · · ·MR. KITCHEN:· · · · · · ·Hold on, hold on.

12· · · ·Mr. Maxston, you asked that exact question in direct,

13· · · ·and now you're asking it again.· That's not a new

14· · · ·issue.· You're just re-going through your direct when

15· · · ·you're asking that question.

16· · · ·MR. MAXSTON:· · · · · · ·Well, I think you asked

17· · · ·whether there was a process for a chiropractor to

18· · · ·practice without a mask --

19· · · ·MR. KITCHEN:· · · · · · ·Yes.

20· · · ·MR. MAXSTON:· · · · · · ·-- and I'm asking Mr. Lawrence

21· · · ·whether he was ever asked --

22· · · ·MR. KITCHEN:· · · · · · ·Right.

23· · · ·MR. MAXSTON:· · · · · · ·-- about that process.

24· · · ·MR. KITCHEN:· · · · · · ·But you've already asked that

25· · · ·question.· Now you're just asking it again.

26· · · ·MR. MAXSTON:· · · · · · ·Well, I'm asking whether



·1· · · ·Mr. Lawrence was ever asked about that.· I'm not asking

·2· · · ·whether there was one or wasn't.· I'm asking was

·3· · · ·Mr. Lawrence ever asked about the process.

·4· · · ·MR. KITCHEN:· · · · · · ·You're asking if Mr. Lawrence

·5· · · ·was ever asked by Dr. Wall if there was a process?

·6· · · ·MR. MAXSTON:· · · · · · ·I'll be even -- yeah, I'll be

·7· · · ·even more precise then.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Were you ever asked by

·9· · · ·Dr. Wall if there was a process?

10· · · ·MR. KITCHEN:· · · · · · ·Right, but you asked that in

11· · · ·direct.· This isn't new.· This is redirect; it's new

12· · · ·only.· That's not --

13· · · ·MR. MAXSTON:· · · · · · ·Well --

14· · · ·MR. KITCHEN:· · · · · · ·-- new.· You asked him; we

15· · · ·have the answer to it.

16· · · ·MR. MAXSTON:· · · · · · ·Well --

17· · · ·MR. KITCHEN:· · · · · · ·You're going to get the same

18· · · ·answer now, I don't dispute that, but I have an issue

19· · · ·with you using redirect as Direct 2.0.

20· · · ·MR. MAXSTON:· · · · · · ·Well, your question was in the

21· · · ·context of a human rights concern, and you then asked

22· · · ·whether there was a process to address human rights

23· · · ·concerns, and I'm going to ask Mr. Lawrence whether he

24· · · ·was ever asked by Dr. Wall if there was a process to

25· · · ·address human rights concerns, and that's new.

26· · · ·MR. KITCHEN:· · · · · · ·Well, I guess -- I don't think



·1· · · ·it is.· I think you asked something almost identical to

·2· · · ·that, maybe the exact words were different, but you, in

·3· · · ·substance, asked that question on the record.

·4· · · ·MR. MAXSTON:· · · · · · ·Yeah, I asked him -- I asked

·5· · · ·him, Mr. Kitchen, about whether there was an exemption

·6· · · ·process.· I didn't ask him whether someone had raised a

·7· · · ·human rights concern and asked about an exemption

·8· · · ·process.

·9· · · ·THE CHAIR:· · · · · · · ·I think we've been allowing

10· · · ·some latitude in terms of these questions.· I think I

11· · · ·will allow this question with the inclusion of the

12· · · ·specific reference to human rights, if that wording was

13· · · ·not part of the first time this was raised.

14· · · ·MR. MAXSTON:· · · · · · ·So I'll ask a very precise

15· · · ·question then.

16· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, did Dr. Wall

17· · · ·ever ask you about whether there was a process to

18· · · ·address any human rights concerns he had?

19· ·A· ·No.

20· ·Q· ·In fairness to Mr. Kitchen and his last comment, I'm

21· · · ·going to ask a question, but if he thinks it was asked

22· · · ·and answered, I'll invite him to refresh my memory.

23· · · · · · Did Dr. Wall ever ask you for an exemption?

24· ·A· ·No.

25· · · ·MR. KITCHEN:· · · · · · ·Again, we know the answer to

26· · · ·that, but I --



·1· · · ·MR. MAXSTON:· · · · · · ·I'm content to move on,

·2· · · ·Mr. Kitchen.· I'm not going to pursue that any further.

·3· · · ·MR. KITCHEN:· · · · · · ·Okay.· Well, I have no issue

·4· · · ·with new questions, but you're asking the same

·5· · · ·questions you asked in direct.· So regardless of

·6· · · ·whether we know the answer, whether it's controversial,

·7· · · ·I take issue with simply asking the same questions.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, Mr. Kitchen

·9· · · ·asked you whether you refused to debate scientific

10· · · ·efficacy of masking with Dr. Wall.· Is debating that

11· · · ·part of your role under the HPA as Complaints Director?

12· ·A· ·It is not.

13· ·Q· ·Mr. Kitchen asked you about the 99 percent recovery

14· · · ·rate.· Is recovery rates part of a charge in the notice

15· · · ·of hearing?

16· ·A· ·It is not.

17· ·Q· ·Mr. Kitchen and you engaged in a discussion about your

18· · · ·comment, alleged comment, to Dr. Wall during your

19· · · ·telephone conversation where you allegedly said that

20· · · ·Dr. Wall was not free to mask, and I believe you

21· · · ·responded couldn't comment about his private life.

22· · · ·Does the College have jurisdiction over a regulated

23· · · ·member's private life in masking?

24· ·A· ·It does not.

25· ·Q· ·Were you concerned about Dr. Wall's private life and

26· · · ·masking?



·1· ·A· ·No.

·2· ·Q· ·Mr. Kitchen made some comments to you about Dr. Wall

·3· · · ·being placed in a position where he could either choose

·4· · · ·between masking or earning an income, and that wasn't a

·5· · · ·free choice.· Order 16-2020, about the relaunch of the

·6· · · ·profession, had required masking; is that correct?

·7· ·A· ·Yes.

·8· ·Q· ·Was this about a free choice for you as Complaints

·9· · · ·Director, Dr. Wall's alleged free choice?

10· ·A· ·As the Complaints Director, compliance is a necessity

11· · · ·or an obligation.

12· ·Q· ·Mr. Kitchen engaged in a discussion with you about

13· · · ·Section 65, and his words were that you were attempting

14· · · ·to require masking or requiring Dr. Wall to force

15· · · ·practice -- to stop practicing.· Does Section 65 allow

16· · · ·for interim suspensions for a member to stop

17· · · ·practicing?

18· ·A· ·Section 65 allows for an interim suspension, yes.

19· ·Q· ·Mr. Kitchen talked about you coercing Dr. Wall into

20· · · ·masking or, I guess his alternative, he did not

21· · · ·practice; who made the Section 65 decision?

22· ·A· ·Dr. Linford.

23· ·Q· ·Did you have any involvement in Dr. Linford -- direct

24· · · ·involvement talking to Dr. Linford about this decision?

25· ·A· ·No.

26· ·Q· ·You had a discussion with Mr. Kitchen about whether you



·1· · · ·believed that Dr. Wall had a medical exemption.· Was

·2· · · ·your belief relevant?

·3· ·A· ·No.

·4· ·Q· ·Can you tell me why?

·5· ·A· ·The -- my beliefs aren't relevant.· The legislation is

·6· · · ·what's relevant, and so the -- and, sorry, I should

·7· · · ·clarify, when I say "legislation", what I'm talking

·8· · · ·about is the mandates of practice, and I just use that

·9· · · ·term as a catch-all, I guess.· So I'm referring to the

10· · · ·Standards of Practice, the Code of Ethics, directions

11· · · ·that are provided by council for the members to adhere

12· · · ·to, and my role is to ensure there is compliance to

13· · · ·those requirements.

14· ·Q· ·Mr. Kitchen brought you back to the Linford decision

15· · · ·after leaving it for a few minutes, and he brought you

16· · · ·back to it, do you ultimately decide whether a member's

17· · · ·noncompliance is unprofessional conduct?

18· ·A· ·I do not.

19· ·Q· ·Who does that?

20· ·A· ·In this case, it would be the Hearing Tribunal.

21· ·Q· ·Did you have to make a determination about exemptions

22· · · ·to refer this to hearing?

23· ·A· ·No.

24· ·Q· ·I'll ask you to go to Dr. Linford's decision letter and

25· · · ·specifically page 2.· And that again is Exhibit B-5,

26· · · ·'B' as in Bob, dash 5.



·1· ·A· ·Okay.

·2· ·Q· ·Just while you're finding that, Mr. Kitchen asked you

·3· · · ·to confirm a number of statements in this letter by

·4· · · ·reading them out to you and asking is that

·5· · · ·Dr. Linford's statement, and I'm going to ask you to go

·6· · · ·to the paragraph in the middle of page 2 that begins:

·7· · · ·(as read)

·8· · · · · · I have decided that the interim suspension of

·9· · · · · · Dr. Wall's practice permit is not justified

10· · · · · · at this point in time.

11· · · ·I'm going to read the next sentence to you, and there's

12· · · ·a question coming:· (as read)

13· · · · · · I have decided the conditions on Dr. Wall's

14· · · · · · practice permit will be sufficient to address

15· · · · · · the risk to the public by Dr. Wall not

16· · · · · · wearing a face mask or face shield when

17· · · · · · seeing and treating patients.

18· · · ·Is that Dr. Linford's statement?

19· ·A· ·Yes.

20· ·Q· ·Does he mention a risk to the public?

21· ·A· ·Yes.

22· ·Q· ·I'm going to ask you to go to the AHS rescind notice,

23· · · ·that's the rescinding of the closure of

24· · · ·(INDISCERNIBLE), and that is Exhibit D-2, 'D' as in

25· · · ·dog.

26· ·A· ·Okay.



·1· ·Q· ·So while everyone is finding that, Mr. Kitchen took

·2· · · ·you, I believe, to paragraph 3 of the rescind notice.

·3· · · ·There is a question coming, but paragraph 3 says:· (as

·4· · · ·read)

·5· · · · · · Prior to booking an appointment, Dr. Wall

·6· · · · · · must inform the patient he will be unmasked

·7· · · · · · [and so forth].

·8· · · ·I'm going to ask you to read Order Number 1 in the

·9· · · ·rescind notice.

10· ·A· ·(as read)

11· · · · · · Dr. Curtis Wall must follow the current

12· · · · · · re-opening practice guidance as set out by

13· · · · · · the Alberta College and Association of

14· · · · · · Chiropractors, as well as all future

15· · · · · · iterations of this guidance.

16· ·Q· ·So the Pandemic Directive, the guidance, did it require

17· · · ·masking?

18· ·A· ·It did.

19· ·Q· ·Is there a contradiction between Order 1 and Order 3 in

20· · · ·your mind?

21· ·A· ·I believe there is, yes.

22· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, this isn't a

23· · · ·question, but I'll leave this as a final comment, I

24· · · ·want to come back to something about the transcript and

25· · · ·discuss that.

26· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Lawrence, Mr. Kitchen



·1· · · ·discussed with you how you decided to, after utilizing

·2· · · ·Section 56 to create a complaint, that you also acted

·3· · · ·as investigator.· Do you have Section 55(2) of the HPA

·4· · · ·handy?· And it's not crucial that you do, but if you

·5· · · ·do --

·6· ·A· ·55(2)?

·7· ·Q· ·Yeah.

·8· ·A· ·Yes.

·9· ·Q· ·And I'm really looking -- I'm sorry?

10· ·A· ·I do, yes.

11· ·Q· ·And can you tell me what Section 55(2)(d) as in dog

12· · · ·says?· And I think you'll have to read the opening line

13· · · ·on 55(2) for it to make grammatical sense.

14· ·A· ·So 55(2) says:· (as read)

15· · · · · · The Complaints Director may ...

16· · · ·And (d) of that says:· (as read)

17· · · · · · May conduct or appoint an investigator to

18· · · · · · conduct an investigation.

19· ·Q· ·Did you rely on this section when you conducted the

20· · · ·investigation yourself?

21· ·A· ·Yes.

22· ·Q· ·Is that allowed under the HPA?

23· ·A· ·It is.

24· ·Q· ·Mr. Kitchen asked you whether you were aware of any

25· · · ·other complaints about Dr. Wall's conduct in terms of

26· · · ·masking.



·1· · · ·MR. KITCHEN:· · · · · · ·Hold on, that's not what I

·2· · · ·asked.· I did not qualify it in terms of masking.

·3· · · ·MR. MAXSTON:· · · · · · ·Okay, well --

·4· · · ·MR. KITCHEN:· · · · · · ·I left it unqualified.

·5· · · ·MR. MAXSTON:· · · · · · ·Fair enough, well, I'm going

·6· · · ·to ask the question then a little bit differently.

·7· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Kitchen asked you about

·8· · · ·whether there were any complaints against -- other

·9· · · ·complaints against Dr. Wall; is that correct?

10· ·A· ·Yes.

11· ·Q· ·And I think your response was that you relied on

12· · · ·Section 56.· Do you need more than one complaint to

13· · · ·direct that an investigation occurs?

14· ·A· ·I do not.

15· ·Q· ·Mr. Kitchen asked you a series of questions about

16· · · ·whether you have any evidence of Dr. Wall harming

17· · · ·patients because of not masking or social distancing or

18· · · ·using plexiglass barriers; is that relevant?

19· ·A· ·I don't believe so.· I think in a -- when we're looking

20· · · ·at compliance, it's not about the outcome, it's the

21· · · ·action.

22· ·Q· ·When you look at the Notice of Hearing -- the Amended

23· · · ·Notice of Hearing, are there any charges about causing

24· · · ·harm to patients?

25· ·A· ·There is not.

26· · · ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, I want to go



·1· · · ·back to something I was going to address sort of in the

·2· · · ·tail end of my questions, in the middle of my tail end

·3· · · ·of my questions.

·4· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Kitchen asked questions

·5· · · ·about a transcript or a recording of the I believe it's

·6· · · ·the December 3 telephone conversation and --

·7· ·A· ·Sorry, I think it was about the interview that

·8· · · ·Dr. Halowski and I conducted with him.

·9· ·Q· ·Pardon me, thank you.

10· · · ·MR. MAXSTON:· · · · · · ·I think, and this is open to

11· · · ·the Tribunal more than anything, but -- well, first,

12· · · ·you're not bound by the formal Rules of Evidence.· If

13· · · ·Mr. Lawrence has a recording or a transcript, I think

14· · · ·it's open to this Tribunal to ask that he produce it,

15· · · ·and that we finish his testimony tomorrow by reviewing

16· · · ·that with him.

17· · · · · · And I don't think that's unusual or extraordinary.

18· · · ·My friend brought up the matter of the transcript.· And

19· · · ·if you're concerned about what was or wasn't said, and

20· · · ·I think Mr. Kitchen is, I think it's fair to ask that

21· · · ·that transcript be or recording, whatever it is, be

22· · · ·entered as an exhibit, and we finish with Mr. Lawrence

23· · · ·tomorrow morning.

24· · · · · · So I'm going to ask Mr. Kitchen if he has any

25· · · ·comments on that, but my sense is it might clear up a

26· · · ·lot of questions.



·1· ·MR. KITCHEN:· · · · · · ·I disagree.· I don't think it

·2· ·would clear up hardly any questions.· I don't object to

·3· ·it coming in as an exhibit.· I do object to Mr. Maxston

·4· ·having another opportunity to do a direct examination.

·5· ·That ship has sailed.· He's had his opportunity.· He's

·6· ·done it.· He did not introduce that as an exhibit as

·7· ·part of that or inquire to that.· He should not be

·8· ·permitted, it's procedurally unfair to permit him to

·9· ·have another chance to have a direct examination of

10· ·this witness.· We've had a direct, we've had a cross,

11· ·we've had a re-direct, let's put in the transcript and

12· ·leave it there.

13· ·MR. MAXSTON:· · · · · · ·I'm not really -- I don't

14· ·think my re-re-direct, if I was to ask Mr. Lawrence

15· ·questions about it tomorrow, would be anything other

16· ·than, Is this a recording, did you make it, or is this

17· ·a transcript, did you type it up or have someone

18· ·prepare it.· That's all I would want to do.· If you're

19· ·consenting to it being entered as an exhibit,

20· ·Mr. Kitchen, then I don't intend to ask any further

21· ·questions about it because I've asked those questions.

22· ·But it occurred to me that if it's a concern for the

23· ·Tribunal, they can certainly have it as an exhibit.

24· ·MR. KITCHEN:· · · · · · ·Yeah, I'm fine with it being

25· ·an exhibit, just not with any further questioning.

26· ·MR. MAXSTON:· · · · · · ·I think what I would -- again,



·1· ·what I would suggest is that I ask Mr. Lawrence, if

·2· ·that transcript or recording is provided, you know, Is

·3· ·it something you created.· And I'd leave that today.  I

·4· ·just don't want there to be any question about the

·5· ·bona fides or source of that exhibit.· I don't intend

·6· ·to ask him any questions about it other than that.

·7· ·MR. KITCHEN:· · · · · · ·Well, you can ask him that

·8· ·question now I mean.· If there is a transcript, if

·9· ·one's produced, you can ask him how it was produced,

10· ·who produced it.· I've got no issue to go ahead and ask

11· ·it now.

12· ·MR. MAXSTON:· · · · · · ·Yeah, and I think I'm only

13· ·going to do that if we have, (a), the consent from you,

14· ·Mr. Kitchen, that this can go in and, (b), the Tribunal

15· ·wanting it to go in.· It just struck me, as I was

16· ·listening to your questions about, you know, what said

17· ·and what wasn't said, and I heard Mr. Lawrence indicate

18· ·that there was either a transcript or a recording, I

19· ·thought, well, why wouldn't we put that to the

20· ·Tribunal.· Not intending to re-examine, that's why I

21· ·stopped right there and didn't ask a question.

22· ·MR. KITCHEN:· · · · · · ·Well, I tell you what, if

23· ·there's a transcript, there's a recording.· I think the

24· ·fair thing to do, if the Tribunal agrees, is we put in

25· ·the transcript as an exhibit but that you provide to me

26· ·a copy of the audio recording.· That sounds fair to me.



·1· · · ·MR. MAXSTON:· · · · · · ·Why don't we do this:· I'm

·2· · · ·going to --

·3· ·Q· ·MR. MAXSTON:· · · · · ·We're digressing here,

·4· · · ·Mr. Lawrence, with some legalese questions, and they're

·5· · · ·good questions, but maybe I can ask you a couple of

·6· · · ·questions, with my friend's consent, about the

·7· · · ·transcript and the recording, and then we can see how

·8· · · ·that might or might not go in.

·9· · · ·MR. MAXSTON:· · · · · · ·Would that be fair,

10· · · ·Mr. Kitchen?

11· · · ·MR. KITCHEN:· · · · · · ·Yeah, I think that's okay.

12· ·A· ·Can I make one comment about --

13· ·Q· ·MR. MAXSTON:· · · · · ·Sure.

14· ·A· ·-- that?· It is a recording not a transcript.

15· ·Q· ·Okay.· Well, I'll ask you a couple of quick questions

16· · · ·about it.· Did you make that recording when you had the

17· · · ·conversation?

18· ·A· ·I did.

19· ·Q· ·Has it been altered in any way, to your knowledge?

20· ·A· ·It has not.

21· · · ·MR. MAXSTON:· · · · · · ·Okay, subject to Mr. Kitchen,

22· · · ·and I think, in fairness, he should have a chance to

23· · · ·ask you some very basic questions about it as well, I

24· · · ·think we should provide the recording to the Tribunal

25· · · ·and go from there.

26· · · ·THE CHAIR:· · · · · · · ·Can I ask -- and I'll be



·1· ·frank, we discussed this at our last break and the

·2· ·question as to why it wasn't entered.· If it's a

·3· ·recording, is it -- are you proposing, Mr. Maxston,

·4· ·that it be played, or are you proposing that it be

·5· ·transcribed?

·6· ·MR. MAXSTON:· · · · · · ·Well, I'm in Mr. Kitchen's

·7· ·hands because I really want to be fair to him.· To be

·8· ·honest with you, I think it might be better to have it

·9· ·transcribed and put the recording in so everybody has a

10· ·chance to look at, you know, both versions of it.

11· · · · I'm really concerned here with getting this

12· ·information into your hands.· There's nothing devious

13· ·here.· I'm not -- again, in fairness to Mr. Kitchen,

14· ·I'm not going to ask questions about it.· I've asked

15· ·questions about the discussion before.· It just

16· ·occurred to me that, particularly when I heard his

17· ·cross-examination, and there were questions about what

18· ·was said and what wasn't said in this particular

19· ·conversation, I thought, well, let's just put it in

20· ·front of you.

21· · · · And to the extent that helps or hurts my case or

22· ·helps or hurts Mr. Kitchen's case, well, so be it.

23· ·THE CHAIR:· · · · · · · ·It's kind of out of order in

24· ·terms of normally we get that, and then there's

25· ·questioning direct and cross.· So --

26· ·MR. MAXSTON:· · · · · · ·Well, again, Mr. --



·1· ·THE CHAIR:· · · · · · · ·Are --

·2· ·MR. MAXSTON:· · · · · · ·Oh, I'm sorry.

·3· ·THE CHAIR:· · · · · · · ·-- we at the point where we've

·4· ·agreed that it could be entered tomorrow morning and

·5· ·that Mr. Maxston and Mr. Kitchen can ask a very -- very

·6· ·pointed questions to establish what it is, it's

·7· ·provenance, and then -- but not its subject?

·8· ·MR. MAXSTON:· · · · · · ·I think I probably already did

·9· ·that with Mr. Lawrence.· I'm not sure I need to redo

10· ·that again.

11· ·MR. KITCHEN:· · · · · · ·What about this?· We're going

12· ·to have to come back to hear more evidence at some

13· ·point, we don't know when, but that's -- we're probably

14· ·looking at at least a few weeks I'd imagine, unless we

15· ·can get ourselves all together again soon.· Why not --

16· ·Mr. Maxston, let me know what you think of this -- why

17· ·not, in that span of time, because it should be quite a

18· ·bit of time, the recording is transcribed, and then

19· ·when that transcription is ready, it gets -- you know,

20· ·you can send it to me for me to have a look.

21· ·Presumably, I won't object to it, I don't intend to,

22· ·unless I see something fishy, which I don't expect to

23· ·see.· It can go in by consent -- well, it can go in by

24· ·consent from counsel.· We can, by consent, suggest that

25· ·the Tribunal accept it when we reconvene a few weeks

26· ·down the road to hear the rest of the evidence.



·1· · · ·THE CHAIR:· · · · · · · ·I would prefer that.· I would

·2· · · ·much prefer to see a transcription.· Then there is

·3· · · ·no -- since it's not going to be directly the topic of

·4· · · ·questioning at this point, then there's no panic to get

·5· · · ·it in tomorrow.· Is that fair?

·6· · · ·MR. MAXSTON:· · · · · · ·I didn't think it was

·7· · · ·providable tomorrow, if that's a word.· I'm just

·8· · · ·suggesting that, you know, it's something that you

·9· · · ·might be interested in.· And I'll be --

10· · · ·THE CHAIR:· · · · · · · ·Who would transcribe it?

11· · · ·MR. MAXSTON:· · · · · · ·We could send it to a court

12· · · ·reporter.· We could ask someone internally at the

13· · · ·College to do it.· I'm a -- I want to make sure that

14· · · ·Mr. Kitchen is comfortable with that process.· Again --

15· · · ·THE CHAIR:· · · · · · · ·I don't know --

16· · · ·MR. MAXSTON:· · · · · · ·-- I'm in your hands.

17· · · ·THE CHAIR:· · · · · · · ·-- who has -- who has

18· · · ·possession?· The College?

19· ·A· ·The College.

20· · · ·MR. MAXSTON:· · · · · · ·I don't --

21· · · ·THE CHAIR:· · · · · · · ·Yeah.· Okay, can we leave it

22· · · ·with the College to make arrangements to have a

23· · · ·transcription prepared?

24· · · ·MR. MAXSTON:· · · · · · ·(NO VERBAL RESPONSE)

25· · · ·THE CHAIR:· · · · · · · ·Okay.

26· ·A· ·Yes.



·1· ·MR. KITCHEN:· · · · · · ·Now, I have to raise

·2· ·something.· This was Mr. Maxston's idea, I've consented

·3· ·to it.· In the event months from now, we get to a point

·4· ·where we're discussing costs, I'm going to object now,

·5· ·make it known, that I will object to the College

·6· ·claiming any costs for this transcription.· Because as

·7· ·much as I'm consenting to it going in, it was not my

·8· ·proposal, it was not my idea, it was the College's idea

·9· ·to put it in.

10· · · · So in the event the Tribunal rules against

11· ·Dr. Wall, and the College, the Complaints Director

12· ·seeks costs, I don't consent to the cost of this

13· ·transcription being added --

14· ·THE CHAIR:· · · · · · · ·Okay, that --

15· ·MR. KITCHEN:· · · · · · ·-- to those costs.

16· ·THE CHAIR:· · · · · · · ·-- that's a -- your point's

17· ·made.· I think we're getting ahead of ourselves.

18· ·MR. MAXSTON:· · · · · · ·Yeah, and, Mr. Kitchen, let me

19· ·be honest with you, if you don't think you want this

20· ·in, then -- I mean it's really for your benefit in a

21· ·sense, because you haven't questioned your client yet.

22· ·I'm content to leave it out.· I wanted to raise it.

23· ·You seemed to, rightly so, have some questions about

24· ·the interaction.· If you don't want it to go in for

25· ·either cost reasons or other reasons, I'm content to

26· ·just leave things as is.



·1· ·MR. KITCHEN:· · · · · · ·I'm indifferent.· I'm content

·2· ·to leave it out as well.· It sounded like it was your

·3· ·idea to bring it in.

·4· ·MR. MAXSTON:· · · · · · ·Well, can I suggest this?

·5· ·Mr. Lawrence is in the sort of awkward position of

·6· ·being both witness and the client who gives me

·7· ·directions.· Without discussing the contents of that

·8· ·tape at all or any questions about the discussion,

·9· ·because I can't do that, can I get instructions from

10· ·him and let you know tomorrow what his preference is?

11· ·MR. KITCHEN:· · · · · · ·That's fine, yeah.

12· ·THE CHAIR:· · · · · · · ·Okay, we'll table it till

13· ·tomorrow.

14· ·MR. MAXSTON:· · · · · · ·Sure.

15· ·THE CHAIR:· · · · · · · ·Mr. Maxston, were you finished

16· ·with your examination -- your redirect?

17· ·MR. MAXSTON:· · · · · · ·Yes, I am.· So I don't know if

18· ·you want to take a break, Mr. Chair, and decide whether

19· ·you have questions for Mr. Lawrence or you want to go

20· ·ahead right now, but fine either way.

21· ·MR. KITCHEN:· · · · · · ·Mr. Chair, I propose I have a

22· ·couple questions for recross.· That was a pretty

23· ·extensive redirect.· That was a pretty extensive

24· ·redirect that I think raised some new issues that I

25· ·should be entitled to cross on.

26· ·MR. MAXSTON:· · · · · · ·I'm not going to object to



·1· · · ·that, Mr. Chair, provided that I get the same courtesy

·2· · · ·if I have a couple of quick follow-ups on something

·3· · · ·down the road with my friend's witnesses.

·4· · · ·THE CHAIR:· · · · · · · ·Okay, let's proceed.

·5· · · · · · Mr. Kitchen.

·6· · · ·Mr. Kitchen Re-cross-examines the Witness

·7· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Lawrence, just to confirm,

·8· · · ·you would not initiate an investigation unless there

·9· · · ·was at least a possibility of professional misconduct;

10· · · ·isn't that correct?

11· ·A· ·Yes.

12· ·Q· ·In your discretion, before you initiate a complaint,

13· · · ·you decide if there's actually any likelihood of a

14· · · ·finding at the end of professional misconduct; do you

15· · · ·not?

16· ·A· ·I don't know about if there's a finding, but if --

17· · · ·because there might be what I would consider evidence

18· · · ·of professional misconduct and then not a finding, but

19· · · ·generally that's correct, yes.

20· ·Q· ·You said in answer to Mr. Maxston that you're not

21· · · ·concerned about the private life of Dr. Wall; is that

22· · · ·correct?

23· ·A· ·That's correct.

24· ·Q· ·Then it's not likely, given that lack of concern, it's

25· · · ·not likely that your comments in the call to Dr. Wall

26· · · ·about being free to wear a mask were actually about his



·1· · · ·private life?

·2· ·A· ·What I meant by that when I said that is the concern

·3· · · ·is, because I don't have any legislative authority over

·4· · · ·his private life, so that's what I mean, in his private

·5· · · ·life, he's free to do whatever he chooses; my concern

·6· · · ·is only as a member of the College.

·7· ·Q· ·Right, so considering you're only concerned with the

·8· · · ·professional life of Dr. Wall, it's not likely you

·9· · · ·would have made that comment about being free to wear a

10· · · ·mask only in the context of his private life; it's not

11· · · ·likely you discussed his private life at all, correct?

12· ·A· ·I don't agree with that, but I believe what I was

13· · · ·talking about was, you know, in his private life, he's

14· · · ·free to do whatever he decides he wants to do.

15· ·Q· ·Dr. Linford disagrees with the ACAC on how to respond

16· · · ·to the alleged risk to the public of not wearing a

17· · · ·mask, correct?

18· ·A· ·I think Dr. Linford's decision was to allow practice

19· · · ·with restrictions until the completion of the complaint

20· · · ·so that the Tribunal could make a decision on how best

21· · · ·to proceed.

22· ·Q· ·That's not what he said in his December 18th decision

23· · · ·though, is it?

24· ·A· ·Well, he said that he directs Dr. Wall's practice

25· · · ·permit is subject to the following conditions pending

26· · · ·the completion of the process under Part 4 of the



·1· · · ·Health Professions Act, and Part 4 is dealing with

·2· · · ·complaints.

·3· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I wasn't going to

·4· · · ·object before, but we are now going back to things you

·5· · · ·directly asked my client about.· This isn't anything

·6· · · ·new, so --

·7· · · ·THE CHAIR:· · · · · · · ·Yeah, I agree.

·8· · · ·MR. KITCHEN:· · · · · · ·I think I just have one more.

·9· ·Q· ·MR. KITCHEN:· · · · · ·So I'm going to the rescind

10· · · ·notice.· My learned friend asked you a question

11· · · ·about -- a redirect question about a contradiction

12· · · ·between 1 and 3, between paragraph 1 and paragraph 3 of

13· · · ·that rescind notice.· Do you recall him asking you that

14· · · ·just a few minutes ago?

15· ·A· ·Yes.

16· ·Q· ·Contradiction being, paragraph 1 says:· (as read)

17· · · · · · Dr. Wall must follow the current reopening

18· · · · · · practice guidance as set out by the ACAC.

19· · · ·And then Section 3 says:· (as read)

20· · · · · · Prior to booking an appointment, Dr. Wall

21· · · · · · must inform the patient he will be unmasked

22· · · · · · while providing services.

23· · · ·So just to confirm, you think there's a contradiction

24· · · ·there, correct?

25· ·A· ·Yes.

26· ·Q· ·Would you agree that, at least in the short-term, at



·1· · · ·least for the last eight months, Dr. Linford does not

·2· · · ·see a distinction there?· That's based on his written

·3· · · ·decision.· I'm not asking about his thought process.

·4· · · ·Based on his written decision, Dr. Linford doesn't see

·5· · · ·a distinction there?

·6· · · ·MR. MAXSTON:· · · · · · ·I'm not sure that question can

·7· · · ·be asked, because that's not something that is even

·8· · · ·addressed in the Linford decision.· So, Mr. Kitchen, I

·9· · · ·think we've gone about as far as we can here with your

10· · · ·recross-examination.· I think that goes beyond

11· · · ·Dr. Linford -- what Dr. Linford was even talking about,

12· · · ·so I'm going to object to that.

13· · · ·MR. KITCHEN:· · · · · · ·That's fine.· That's fine.

14· ·Q· ·MR. KITCHEN:· · · · · ·Last question, and I only

15· · · ·raise this because there seems to be some confusion

16· · · ·about how many complaints to the ACAC that have been

17· · · ·submitted on behalf of -- or about Dr. Wall.

18· · · · · · Mr. Maxston said it doesn't take any more than one

19· · · ·complaint against Dr. Wall for there to be a finding of

20· · · ·professional misconduct, but just to be clear, there

21· · · ·are zero complaints to the ACAC about Dr. Wall's

22· · · ·conduct; is that correct?

23· ·A· ·Except the one presently opened, that's correct.

24· ·Q· ·So the only complaint is the one from yourself,

25· · · ·correct?

26· ·A· ·That's correct.



·1· ·Q· ·Okay, good, we're on the same page.

·2· · · ·MR. KITCHEN:· · · · · · ·All right, that's it for me.

·3· · · ·Discussion

·4· · · ·THE CHAIR:· · · · · · · ·Okay, then that will conclude

·5· · · ·our session for today.· We will resume, we'll convene

·6· · · ·for today and resume 9:00 tomorrow morning.

·7· · · · · · And I believe Mr. Maxston is finished with his

·8· · · ·witnesses, so you will have your at least one witness

·9· · · ·tomorrow morning, Mr. Kitchen?

10· · · ·MR. KITCHEN:· · · · · · ·I'm going to be calling

11· · · ·Dr. Wall tomorrow morning, yes.

12· · · ·THE CHAIR:· · · · · · · ·Okay.

13· · · ·MR. KITCHEN:· · · · · · ·Just to go back, so maybe I

14· · · ·misheard, you don't have any questions then for

15· · · ·Mr. Lawrence as the Chair, as the Tribunal?

16· · · ·MR. MAXSTON:· · · · · · ·I was just going to ask that

17· · · ·actually.

18· · · ·THE CHAIR:· · · · · · · ·We have -- we discussed that

19· · · ·in the 15-minute break, and, at this point, I will say

20· · · ·no.

21· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I just want to make

22· · · ·one other comment, Mr. Lawrence was the College's final

23· · · ·witness, but you will recall, and I think this is --

24· · · ·there's an understanding amongst everyone here, but I

25· · · ·want to just put it on the record again, I believe the

26· · · ·Hearing Tribunal gave my client the ability to call a



·1· · · ·response witness or response evidence to Mr. Schaefer's

·2· · · ·expert report.· I don't know if that will happen,

·3· · · ·frankly, but I just want to put on the record that,

·4· · · ·although the College's -- the Complaints Director's

·5· · · ·case is closed, there's that one caveat.· I don't know

·6· · · ·if we'll be calling anyone, but I wanted to remind

·7· · · ·everyone of that.

·8· · · ·THE CHAIR:· · · · · · · ·I don't think we'll be doing

·9· · · ·that tomorrow.

10· · · ·MR. MAXSTON:· · · · · · ·No, I'm not in a position to

11· · · ·do that tomorrow.· It would be, frankly, out of order.

12· · · ·To use a phrase my friend and I are familiar with, at

13· · · ·some point, I might say, Well, before we go on to the

14· · · ·next witness, we have to finish up with a Complaints

15· · · ·Director witness concerning Mr. Schaefer.· Again, I'll

16· · · ·let Mr. Kitchen know as soon as we've made any

17· · · ·determination on that, but, typically, I'd be saying

18· · · ·now, well, the Complaints Director's case is closed,

19· · · ·that's accurate with that one caveat.

20· · · ·THE CHAIR:· · · · · · · ·Okay --

21· · · ·MR. KITCHEN:· · · · · · ·That's fine.

22· · · ·THE CHAIR:· · · · · · · ·-- fair enough.· Okay, on

23· · · ·behalf of all of us, Mr. Lawrence, thank you very much

24· · · ·for your attendance and your testimony today.

25· ·A· ·Thank you.

26· · · ·THE CHAIR:· · · · · · · ·You are discharged or



·1· ·dismissed, I'm not sure which is the appropriate term.

·2· ·(WITNESS STANDS DOWN)

·3· ·THE CHAIR:· · · · · · · ·And we will, for the rest of

·4· ·those on the hearing call, we will see everybody 9:00

·5· ·tomorrow morning.

·6· ·_______________________________________________________

·7· ·PROCEEDINGS ADJOURNED UNTIL 9:00 AM, SEPTEMBER 8, 2021

·8· ·_______________________________________________________
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20

21· ·K. Schumann, CSR(A)· · · · · ·Official Court Reporter

22· ·_______________________________________________________

23· ·(PROCEEDINGS COMMENCED AT 9:03 AM)

24· ·THE CHAIR:· · · · · · · ·Good morning everybody.· We

25· ·will start this morning with Mr. Kitchen's examination

26· ·of Dr. Wall, and before we do that, we will have



·1· · · ·Dr. Wall sworn by Karoline.

·2· · · ·Discussion

·3· · · ·MR. MAXSTON:· · · · · · ·Chair, it's Blair Maxston.  I

·4· · · ·have a quick housekeeping matter to attend to from

·5· · · ·yesterday.· When we concluded our -- if I could just

·6· · · ·deal with that very briefly -- when we concluded our

·7· · · ·discussion yesterday, there was a discussion about

·8· · · ·whether the Complaints Director would seek to have the

·9· · · ·recording of the interview entered and placed before

10· · · ·you.· I have received instructions from Mr. Lawrence to

11· · · ·not to do that, so that won't be placed then before

12· · · ·you.

13· · · ·THE CHAIR:· · · · · · · ·Okay, thank you for clarifying

14· · · ·that.

15· · · ·DR. CURTIS WALL, Sworn, Examined by Mr. Kitchen

16· · · ·MR. KITCHEN:· · · · · · ·Just to confirm, everyone can

17· · · ·hear me.

18· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Wall, you can hear me?

19· ·A· ·(NO VERBAL RESPONSE)

20· ·Q· ·Good.· Dr. Wall, just to confirm, can you give us your

21· · · ·full name for the record?

22· ·A· ·Curtis Wall.

23· · · ·MR. KITCHEN:· · · · · · ·My fault, I apologize.· Like I

24· · · ·said, I think we can make this work; I'm just going to

25· · · ·have to be diligent.

26· ·Q· ·MR. KITCHEN:· · · · · ·Now, Dr. Wall, when did you



·1· · · ·first become a chiropractor?

·2· ·A· ·I attended Palmer College of Chiropractic in Davenport,

·3· · · ·Iowa, and I graduated with a Doctor of Chiropractic in

·4· · · ·1996.

·5· · · ·MR. KITCHEN:· · · · · · ·Now, I apologize, I notice

·6· · · ·that produced some feedback as well, so if this

·7· · · ·continues, we might have to devise a separate way of

·8· · · ·doing this, but I'm going to just keep trying it a

·9· · · ·little bit longer.· I had no way to really to test this

10· · · ·prior to doing this.

11· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, would it help if

12· · · ·there was maybe a couple of seconds pause between the

13· · · ·end of your question and Dr. Wall's replying?· I gather

14· · · ·you're muting after you've spoken?

15· · · ·MR. KITCHEN:· · · · · · ·Yes, so that's what we're

16· · · ·going to try to do is have more of a time lag in

17· · · ·between each one.· Just give me a second.· Okay.

18· ·Q· ·MR. KITCHEN:· · · · · ·I'm just going to confirm,

19· · · ·because of that issue, it was, in fact, Palmer College

20· · · ·that you went to?

21· ·A· ·That's correct.

22· ·Q· ·All right, and, Dr. Wall, tell me why did you choose to

23· · · ·go to that particular college amongst all the

24· · · ·chiropractic colleges you could have gone to?

25· ·A· ·That could be a long drawn-out answer.· I'll give you a

26· · · ·few of the salient points.· I have a Bachelor of



·1· · · ·Religious Education degree from a Canadian college, and

·2· · · ·in order to attend a Canadian chiropractic college,

·3· · · ·CMCC, I would have needed to take quite a few more

·4· · · ·credits in the social science end of things, and so I

·5· · · ·began looking at American colleges to attend because

·6· · · ·they did recognize my social science credits from the

·7· · · ·college I had attended in Canada.

·8· · · · · · And also I went to a chiropractor who had gone to

·9· · · ·Palmer College in Davenport, Iowa, and my wife attended

10· · · ·a -- went to see a chiropractic who also went to Palmer

11· · · ·College in Iowa.· Another chiropractic friend, who --

12· · · ·whose practice I actually purchased, attended Palmer

13· · · ·College in Iowa.· And so all those recommendations to

14· · · ·attend Palmer were the reasons why.

15· · · · · · And Palmer College in Davenport is considered a

16· · · ·fountainhead.· It was the original college that was

17· · · ·started by B.J. Palmer.· And so it has a very strong

18· · · ·reputation for academic excellence, strong in

19· · · ·philosophy, the philosophy of chiropractic, so the

20· · · ·science, philosophy, and art were very strong

21· · · ·components of Palmer College.· So those are some of the

22· · · ·specific reasons why I attended Palmer.

23· ·Q· ·Thank you.· Now, I heard you mention the philosophy of

24· · · ·chiropractic, which is interesting.· I don't know that

25· · · ·I would have expected to hear that word.· Can you just

26· · · ·elaborate a little bit on what the philosophy of



·1· · · ·chiropractic was when you went there?

·2· ·A· ·Quite basically, I would say that the philosophy of

·3· · · ·chiropractic is based on the fact that the body has an

·4· · · ·innate ability to heal itself and that the nervous

·5· · · ·system is a very strong component in the body's healing

·6· · · ·capabilities.

·7· · · · · · At times, there are interferences to the nervous

·8· · · ·system through spinal misalignments, and so the

·9· · · ·chiropractic adjustment just removes those

10· · · ·interferences and helps the body to heal itself in a

11· · · ·manner.

12· · · · · · And so those are some of the philosophical

13· · · ·understandings.· Innate intelligence, the body was

14· · · ·created or made with an ability to heal itself, and so

15· · · ·yeah.

16· ·Q· ·Thank you.· Were there any core principles of

17· · · ·chiropractic that were taught to you when you were at

18· · · ·Palmer?

19· ·A· ·Yes, core principles, basically stated what I was just

20· · · ·referring to, some of those principles being that the

21· · · ·body has innate intelligence, that there is a science

22· · · ·component to chiropractic.· So that core understanding

23· · · ·is that the body is physical, and that, at times, we do

24· · · ·have spinal misalignments that interfere with the

25· · · ·nervous system and that chiropractic, through an

26· · · ·adjustment, can remove those interferences and help the



·1· · · ·body to heal in a natural way.

·2· ·Q· ·Thank you.· Now, let's back up a little bit.· Why did

·3· · · ·you want to become a chiropractor in the first place?

·4· ·A· ·Excuse my long answer.· My initial intention with a

·5· · · ·career path was to become a youth pastor.· In the

·6· · · ·process of doing that, my wife and I spent four years

·7· · · ·in lay work in a church doing youth ministry work.

·8· · · · · · And in so doing, I was working at the University

·9· · · ·of Calgary in the phys. ed. department, and I played

10· · · ·quite a bit of squash at the time.· And at one point, I

11· · · ·was playing squash, and I ruptured my achilles tendon.

12· · · ·That put me in the hospital, and while I was in the

13· · · ·hospital for surgery, a friend of mine, a very close

14· · · ·friend of mine was in his first year at Palmer College

15· · · ·of Chiropractic in Davenport, and he sent me a

16· · · ·prospective student packet.

17· · · · · · And I looked at that packet while I was in the

18· · · ·hospital, and I said to myself I wish I could do that.

19· · · ·I was very much interested in health, natural healing

20· · · ·processes, lifestyle choices.· And I looked at that

21· · · ·packet, and I thought I would love to be a

22· · · ·chiropractor.

23· · · · · · And all I can say is that the pieces of the puzzle

24· · · ·were being put together very specifically and

25· · · ·amazingly, which I won't go into detail, but that

26· · · ·unfolded the desire to pursue becoming a chiropractor,



·1· · · ·and there's so much to the story, but, yeah, that's

·2· · · ·basically how I got into it.

·3· ·Q· ·Thank you.· Do you feel like then that chiropractic is

·4· · · ·more than a mere occupation for you?

·5· ·A· ·Yes, I thoroughly enjoy what I do.· I thoroughly enjoy

·6· · · ·the privilege of helping assist people in their health

·7· · · ·care goals.· Yes, it is an occupation, but I love

·8· · · ·coming to work.· I love coming to work to help people

·9· · · ·and to assist people in lifestyle choices, and the

10· · · ·basic understanding of removing nervous system

11· · · ·interference so that their bodies can carry out health

12· · · ·in the best possible way, so, yes, it is more than an

13· · · ·occupation, but that is one component of it.

14· ·Q· ·Thank you.· When did you first start practicing as a

15· · · ·chiropractor in Alberta?

16· ·A· ·I first started practicing in Alberta in 1996, shortly

17· · · ·after graduation, perhaps early '97.· I saw a few

18· · · ·patients in a colleague's office, began that way, and

19· · · ·then I started doing locums for a year or two, and then

20· · · ·I purchased a practice in 1998.

21· · · · · · I had a young family.· I decided that perhaps that

22· · · ·was a better way to go to have a patient base to start

23· · · ·with, and so in 1998, I purchased a practice, and

24· · · ·that's how I've practiced ever since.

25· ·Q· ·When you started practicing in Alberta, did you think

26· · · ·the chiropractic profession in Alberta held to the same



·1· · · ·principles emphasized at Palmer College when you went

·2· · · ·to Palmer College?

·3· ·A· ·Yes, generally I would say so, yes.

·4· ·Q· ·When it comes to those principles, do you think things

·5· · · ·have changed here in Alberta since then?

·6· ·A· ·I have seen, over the last 20 years, a slow but steady

·7· · · ·change in chiropractic.· I've seen a stronger role of

·8· · · ·governance from the College of less perhaps freedom to

·9· · · ·do some of the things that some chiropractors would

10· · · ·prefer to do.· I understand some of the reasoning that

11· · · ·the College uses to create some of these restrictions

12· · · ·perhaps or boundaries, but I have seen a steady

13· · · ·decrease in the ability to do certain things that

14· · · ·perhaps 20 years ago would not have been an issue.

15· ·Q· ·Do you know roughly how many patients you've seen over

16· · · ·the years that you've been a chiropractor?

17· ·A· ·Very hard to tell, but several thousand for sure,

18· · · ·multiple thousands, yeah.

19· ·Q· ·Wow.· Okay, do you have any patients that you have been

20· · · ·treating for many years or even decades?

21· ·A· ·Yes, yes, I have several patients that have started and

22· · · ·stayed with me right from the beginning, so up to 25

23· · · ·years, yes.

24· ·Q· ·Now, let's go to the spring of 2020.· Were

25· · · ·chiropractors ordered by the Alberta Government to stop

26· · · ·practicing in March of 2020?



·1· ·A· ·There were, yes, restrictions on our ability to

·2· · · ·practice.· We were told that we could only practice if

·3· · · ·the situation was an emergency, and so that was a

·4· · · ·regulation by the College to restrict only those people

·5· · · ·who had an emergency situation.

·6· ·Q· ·And did the restrictions only come from the College, or

·7· · · ·did they also come from any other sources?

·8· ·A· ·I believe the College placed that restriction in place

·9· · · ·due to Alberta Health Services.· I'm sure they worked

10· · · ·in collaboration with each other, so that's my

11· · · ·understanding.

12· ·Q· ·And what was it like for you during that time that you

13· · · ·could only treat emergencies?

14· ·A· ·Very challenging.· My -- I support my family strictly

15· · · ·through chiropractic, and I have a large family, many

16· · · ·needs, and so when that happened, essentially my

17· · · ·practice load went just about to zero, and I perhaps

18· · · ·might see a patient in a day, maybe not.· Some days

19· · · ·were blank for sure, but, yeah, it was a stressful

20· · · ·time.

21· ·Q· ·Do you have any sense of what it was like for your

22· · · ·patients during that time?

23· ·A· ·I had several people say that it was difficult because

24· · · ·they needed care, they needed to receive an adjustment

25· · · ·to relieve their discomfort or their ailment.· And so,

26· · · ·yeah, many people were certainly -- had to wait, had to



·1· · · ·wait it out or take painkillers or some other thing,

·2· · · ·but, yeah, it was challenging for everybody I think.

·3· ·Q· ·And were you permitted to -- or were chiropractors

·4· · · ·permitted to re-open and start practicing again?

·5· ·A· ·Yes, I believe -- I can't remember the exact date, but

·6· · · ·I believe it was sometime in May that that occurred.

·7· ·Q· ·And did the College implement a directive in May that

·8· · · ·imposed extra requirements for chiropractic practice

·9· · · ·related to practicing under COVID?

10· ·A· ·Yes, they did.

11· ·Q· ·And do you recall the name of the document, and this is

12· · · ·in the record, but I'll ask you anyways, do you recall

13· · · ·the name of the particular document that contained all

14· · · ·these requirements and restrictions?

15· ·A· ·It was called the Pandemic Practice Directive.

16· ·Q· ·Thank you.· And I'm just going to call it the Pandemic

17· · · ·Directive.· Did the Pandemic Directive contain a

18· · · ·requirement that chiropractors wear a mask?

19· ·A· ·Yes, it did.

20· ·Q· ·And do you recall specifically what types of masks were

21· · · ·mandated in the directive to be worn?

22· ·A· ·Yes, it would have been a surgical style mask, so the

23· · · ·blue type of mask, not a cloth mask, no homemade

24· · · ·materials, a surgical mask.

25· ·Q· ·Now, we've heard a lot about how the Pandemic Directive

26· · · ·was not optional.· Did you regard the Pandemic



·1· · · ·Directive as optional?

·2· ·A· ·No, I did not.

·3· ·Q· ·Okay, thank you.· Now, did you start wearing a mask

·4· · · ·while treating patients once you became aware of the

·5· · · ·mandatory mask requirement in the Pandemic Directive?

·6· ·A· ·Yes, I did off and on.· It was very apparent to me

·7· · · ·right from the start when I put on a mask that I did

·8· · · ·experience mental concerns, and so -- but I did put the

·9· · · ·mask on to treat patients, again off and on.· It was

10· · · ·very quickly that I realized my mental concern.

11· ·Q· ·And just to confirm, the Pandemic Directive at the

12· · · ·time, so this is spring of 2020, May of 2020, did you

13· · · ·have to wear the mask all the time, or was there only

14· · · ·certain times that you had to wear it according to the

15· · · ·directive?

16· ·A· ·According to the directive, we were supposed to wear a

17· · · ·mask at all times unless we kept the physical distance

18· · · ·barrier of 2 metres.

19· · · · · · Excuse us, sorry, we forgot to lock the door.

20· ·Q· ·Now, I'm curious, did you have any prior experience to

21· · · ·regularly wearing a mask?

22· ·A· ·None whatsoever.

23· ·Q· ·So you didn't have any prior experience with being

24· · · ·required to wear a mask then, I take it?

25· ·A· ·That's correct.

26· ·Q· ·Now, did you eventually stop wearing a mask while



·1· · · ·treating patients, and by that, I mean being within 2

·2· · · ·metres of them?

·3· ·A· ·Yes, I did.· Probably by the end of June, I made the

·4· · · ·decision that, with my mental concern and limitation, I

·5· · · ·decided that it was not productive for me to continue

·6· · · ·wearing a mask, and so I did stop by the end of June

·7· · · ·2020.

·8· ·Q· ·And did you try wearing a face shield after you stopped

·9· · · ·wearing a mask?

10· ·A· ·Yes, I actually went out and purchased a face shield to

11· · · ·see if that was also a problem, and when I put the face

12· · · ·shield on, I also experienced the same symptoms.· And

13· · · ·so, yes, I did purchase a face shield and tried that

14· · · ·for several times.

15· ·Q· ·Now, why was it that you decided to try that as opposed

16· · · ·to just taking off the mask and leaving it at that?

17· ·A· ·A face shield, I would think, provides a little more

18· · · ·breathing room and space, and so that was my reasoning

19· · · ·behind that, and so that's why I went to the face

20· · · ·shield.

21· ·Q· ·Did you attempt to -- at that time, did you attempt to

22· · · ·obtain a doctor's note that would provide you with a

23· · · ·medical exemption to wearing a mask?

24· ·A· ·No, I did not.

25· ·Q· ·Did you think there was any requirement that you do so?

26· ·A· ·No, I didn't.



·1· ·Q· ·Did you understand the Pandemic Directive to include

·2· · · ·any direction about reaching out to the College if you

·3· · · ·were having problems with wearing a mask?

·4· ·A· ·No, I didn't see anything in the directive that stated

·5· · · ·that.· I initially -- my thought was that my health

·6· · · ·information is private, between me and my doctor, and

·7· · · ·so I didn't decide that that was privy information to

·8· · · ·discuss with anybody at the time.

·9· ·Q· ·Did the College give you any reason to think that it

10· · · ·would be supportive and work with you if you had

11· · · ·reached out and told them your concerns about wearing a

12· · · ·mask?

13· ·A· ·No, they did not.· Of course, the College is always of

14· · · ·the stance that we should reach out if we have concerns

15· · · ·and -- but on the same note, from my calls with

16· · · ·Dr. Halowski and with Mr. Lawrence, it was apparent to

17· · · ·me that, even as I expressed my concerns, there was no

18· · · ·option with respect to the mask wearing.

19· ·Q· ·Dr. Halowski mentioned an email that you had written to

20· · · ·him I think just a few months before all this.· Did you

21· · · ·ever receive a response to that email?

22· ·A· ·No, I did not.

23· ·Q· ·Did that contribute to your apprehension about whether

24· · · ·or not the College would be supportive?

25· ·A· ·Yes, it did.· In fact, in addition to sending an email

26· · · ·to Dr. Halowski, I sent an email to a trusted, tenured



·1· · · ·chiropractor, whom I've known for 30 years, and the

·2· · · ·response I received back was also very vague and

·3· · · ·disheartening when I expressed my concerns in that

·4· · · ·email.· So I was reluctant that the College was going

·5· · · ·to have any, you know, understanding with my situation.

·6· ·Q· ·During this time, in the spring of 2020, did you have

·7· · · ·some doubts or fears about the College penalizing you

·8· · · ·or punishing you for what was going on?

·9· ·A· ·Yes, I did.

10· ·Q· ·Did you think in the spring of 2020, so around this

11· · · ·time, that the so-called surgical or blue or medical

12· · · ·masks were effective at preventing the transmission of

13· · · ·respiratory viruses such as the COVID virus?

14· ·A· ·I had done my own research, and it's not -- again, I

15· · · ·don't want to say that this is my word, this is

16· · · ·research that I -- as doctors, we all look into various

17· · · ·research, and so having researched this issue with

18· · · ·respect to masks, yes, I did have some very strong

19· · · ·concerns that they were effective at reducing the

20· · · ·transmission of viral particles, specifically COVID in

21· · · ·this situation, and I also had concerns about their

22· · · ·health risks to the person wearing them.

23· ·Q· ·So you started being concerned about what you just

24· · · ·called the health risks right away then?

25· ·A· ·Yes, I did.

26· ·Q· ·And can you describe for me what some of those health



·1· · · ·risks are?

·2· ·A· ·Specifically, when one wears a mask, there's decreased

·3· · · ·oxygen that you're taking in, and there is an increase

·4· · · ·in carbon dioxide intake.· And whether perceptible or

·5· · · ·not, these physical facts are certain, and, at varying

·6· · · ·degrees, people will experience symptomatology, so,

·7· · · ·yes, I'm very aware of these physical issues.

·8· ·Q· ·Now, have you, since the spring of 2020, developed any

·9· · · ·other concerns or personal objections to wearing a

10· · · ·mask?

11· ·A· ·Yes, I have.· I would say that I do have religiously,

12· · · ·sincerely held religious beliefs that would preclude me

13· · · ·from wearing a mask.· Specifically, I'm a Christian,

14· · · ·and that means that I am a born-again follower of Jesus

15· · · ·Christ.· And as such, I adhere to the teachings and

16· · · ·requirements of the Holy Bible.· And in Genesis 1:27,

17· · · ·it states that:· (as read)

18· · · · · · God created mankind in his own image, in the

19· · · · · · image of God he created them, male and female

20· · · · · · he created them.

21· · · ·So I believe that, number one, my face is sacred and

22· · · ·sacred to me and sacred to God, because it is -- it's a

23· · · ·manifestation of his image.· So for me to cover up my

24· · · ·face, essentially places a barrier between me and

25· · · ·Jesus.

26· · · · · · And for someone to require me to wear a mask,



·1· ·who's in a position of authority, when there's no other

·2· ·reason to put that mask on other than the fact that

·3· ·they are telling me to, when I don't exhibit any

·4· ·symptoms or any upper respiratory issue, to me, is

·5· ·essentially fearing man and not God, and so that's one

·6· ·aspect of it.

·7· · · · Also, as a Christian, I believe that I am to live

·8· ·my life in the fullest measure and expression of faith.

·9· ·And just to clarify that, I just want to read a couple

10· ·of, again, passages of the Bible that support my

11· ·religious conviction.· Hebrews 11:6 says:· (as read)

12· · · · And without faith, it is impossible to please

13· · · · God: for whoever comes to God must believe

14· · · · that he exists and that he rewards those who

15· · · · diligently seek him.

16· ·The 2nd Corinthians 5:7 says:· (as read)

17· · · · For we walk by faith and not by sight.

18· ·And Romans 14:23 says:· (as read)

19· · · · For whatever does not proceed from faith is

20· · · · sin.

21· ·And so when I have to wear a mask, I am not living by

22· ·faith; I am living because someone in a position of

23· ·authority has told me, Put that mask on, whether it's

24· ·fear-based or whether it's for some other reason, it

25· ·violates my life of faith, and so that's one of the

26· ·aspects of my religious convictions.



·1· · · · · · Also, I would have to clarify to say that the

·2· · · ·Canadian Charter of Rights and Freedoms and the Alberta

·3· · · ·Human Rights Act protect my expression of my

·4· · · ·religiously held beliefs, and it guards against anybody

·5· · · ·discriminating against those beliefs, and so that's

·6· · · ·kind of all wrapped up into that section.

·7· ·Q· ·Thank you.· Why do you think it took you time to come

·8· · · ·to that conclusion instead of that being instantly

·9· · · ·apparent?

10· ·A· ·Sometimes you don't know the significance of an issue

11· · · ·until or the significance of a freedom until it is

12· · · ·taken away, and this would apply in this situation.

13· · · ·Until our freedoms have been -- our health freedoms

14· · · ·have been slowly chipped away, you don't realize what

15· · · ·it is that you have or the significance of it, and so

16· · · ·that's how I would answer that question.· It took some

17· · · ·time to formulate that and to recognize, listen, this

18· · · ·is going on.

19· ·Q· ·Had you ever in your life before this thought about

20· · · ·masking or mandatory masking in the context of your

21· · · ·religious beliefs as a Christian?

22· ·A· ·Never.

23· ·Q· ·You just never had any reason to; is that it?

24· ·A· ·That's correct.

25· ·Q· ·Do you think mandatory masking interferes with bodily

26· · · ·autonomy?



·1· ·A· ·Yes, I do when it's mandated.· I believe that, as a

·2· · · ·chiropractor, I have been and we have all been trained

·3· · · ·to respect the principles of, first, do no harm and the

·4· · · ·principle of informed consent; extremely important

·5· · · ·principles that we are required to carry out in our

·6· · · ·profession every day.

·7· · · · · · So mandatory masking does violate those things.

·8· · · ·Specifically, the College has never performed informed

·9· · · ·consent to the issue of mask mandating, and this is a

10· · · ·medical procedure, wearing a mask is a medical

11· · · ·procedure because there is an imminent risk of mental

12· · · ·or physical harm by putting the mask on.· And so I

13· · · ·believe that, essentially, the College has violated

14· · · ·that aspect of informed consent and the right to bodily

15· · · ·autonomy and, first, do no harm.

16· · · · · · Putting on a mask harms me, and it harms my

17· · · ·patients.· And so as a doctor, which means teacher, I

18· · · ·have to educate my patients; I have to tell them the

19· · · ·specific harms of a treatment, risks of potential

20· · · ·harms, and so that's all wrapped up in mandatory

21· · · ·masking.· It's not following informed consent, and it's

22· · · ·not following, first, do no harm

23· ·Q· ·Do you seek to obtain informed consent when you do your

24· · · ·treatments with patients?

25· ·A· ·From every patient at the outset of their becoming a

26· · · ·patient, that is required, and if there's any changes



·1· · · ·in treatment protocol or in their health picture, yes,

·2· · · ·we have to keep informed consent updated.

·3· · · · · · And informed consent is not implied; it has to be

·4· · · ·expressed, and so that's a very specific thing, it has

·5· · · ·to be communicated.· We have to say here are the risks

·6· · · ·to this treatment, here are the benefits to this

·7· · · ·treatment, and here are some alternatives that you can

·8· · · ·do if you would like to investigate those.· So these

·9· · · ·are core principles for sure.

10· ·Q· ·And are there some treatments -- generally speaking,

11· · · ·are there some treatments where the risks become quite

12· · · ·high and the benefits become quite tenuous, and there's

13· · · ·a difficult decision to make about whether you actually

14· · · ·proceed with that treatment?

15· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm sorry to

16· · · ·interrupt, I've been a little bit liberal here; I think

17· · · ·you're asking some fairly leading questions --

18· · · ·MR. KITCHEN:· · · · · · ·Okay --

19· · · ·MR. MAXSTON:· · · · · · ·-- so I'm a little concerned

20· · · ·about that.· Just thought I'd mention it.

21· · · ·MR. KITCHEN:· · · · · · ·That's fine.· That one was ad

22· · · ·hoc, and it was a little leading, I'll admit.· That's

23· · · ·fine.

24· ·Q· ·MR. KITCHEN:· · · · · ·Do you think wearing a mask

25· · · ·also impacts psychological illness?

26· ·A· ·Yes, I do.· It can.



·1· ·Q· ·I'm going to take you to -- talk a little more about

·2· · · ·your patients.· When you stopped wearing a mask, how

·3· · · ·did your patients react?

·4· ·A· ·Most of my patients never said a thing.· They were very

·5· · · ·understanding.· I would express to several patients,

·6· · · ·who did ask me if I would be wearing a mask, that I did

·7· · · ·have an exemption.· And I would say 99 percent of those

·8· · · ·patients were very understanding and unconcerned, and

·9· · · ·there was the odd person who requested, you know, more

10· · · ·information, and if I was at liberty to discuss that, I

11· · · ·would.· But, yes, 99 percent of my patients were

12· · · ·unconcerned and were okay with my not wearing a mask.

13· ·Q· ·So for those who wanted more information, was there any

14· · · ·kind of discussion about why you weren't wearing one?

15· ·A· ·Yeah, I -- for somebody that I felt in a trusted

16· · · ·position, I would talk about my mental concern, but

17· · · ·others, I would just, you know, give a very generalized

18· · · ·answer.

19· ·Q· ·Why do you think so many of your patients were so

20· · · ·understanding?

21· ·A· ·My patients know who I am.· They know my character.

22· · · ·They know who I am as a chiropractor, that I believe in

23· · · ·their health.· They trust me with their health.· They

24· · · ·trust me as somebody who understands the health

25· · · ·process.· And so I believe that it was a doctor/patient

26· · · ·trust relationship that enabled people to feel



·1· · · ·comfortable and to understand that they were coming

·2· · · ·into an office that was safe, and there was no risk of

·3· · · ·harm from them by me not wearing a mask.

·4· ·Q· ·Now, let's jump forward six, seven months to December

·5· · · ·of 2020.· Did AHS close down your chiropractic office?

·6· ·A· ·Yes, it did.

·7· ·Q· ·Now, I'm going to take you and everybody else to that

·8· · · ·closure order, which is Exhibit D as in dog, D-1.· Now,

·9· · · ·was there a CMOH order that was specified in that

10· · · ·closure order?

11· ·A· ·Yes, there is.

12· ·Q· ·And which one was it?

13· ·A· ·That is CMOH Order 38-2020.

14· ·Q· ·Now, I'm going to come back to all the things that

15· · · ·happened in December, but let's forward to early

16· · · ·January; did AHS permit your chiropractic office to

17· · · ·re-open?

18· ·A· ·Yes, it did.

19· ·Q· ·And was that done through another document that

20· · · ·rescinded the closure order?

21· ·A· ·Yes, it was.· I had to complete a re-opening template

22· · · ·and meet some of the requirements that were specified

23· · · ·with that template.

24· ·Q· ·Okay, so I'll bring you to that notice; it's Exhibit

25· · · ·D-2.· Now, did AHS permit you to continue treating

26· · · ·patients in person without wearing a mask?



·1· ·A· ·Yes, they did.

·2· ·Q· ·Did you provide AHS with a doctor's note verifying your

·3· · · ·medical exemption from wearing a mask?

·4· ·A· ·I believe I did.

·5· ·Q· ·And why did -- looking at this rescind notice, why did

·6· · · ·AHS permit you to practice without wearing a mask?

·7· ·A· ·I believe they recognized the doctor's -- the medical

·8· · · ·doctor's note and decided that was sufficient grounds

·9· · · ·to permit me to treat patients.

10· ·Q· ·You said earlier that it was CMOH Order 38-2020 that

11· · · ·was mentioned in the closure order, so I'm going to

12· · · ·take you to CMOH Order 38-2020.· Just got to get the

13· · · ·exhibit number.· 38-2020 is Exhibit D-8.· Now, I know

14· · · ·we've been over this, but let me ask you is there

15· · · ·anything in that order that provides for medical

16· · · ·exemptions to wearing a mask?

17· ·A· ·Yes, there is.· Yes, there is.

18· ·Q· ·All right, let's go back now to December.· Did you hear

19· · · ·from the College in early December?

20· ·A· ·Yes, I did.

21· ·Q· ·Did you receive a call from the Registrar, Todd

22· · · ·Halowski?

23· ·A· ·Yes, I did.

24· ·Q· ·And did Dr. Halowski say anything in that call about

25· · · ·how a decision may be made that you either wear a mask

26· · · ·or sit out from practicing?



·1· ·A· ·Yes, he did.

·2· ·Q· ·Did you receive a call from the Complaints Director,

·3· · · ·David Lawrence?

·4· ·A· ·Yes, I did.

·5· ·Q· ·And did he say anything in that call about suspending

·6· · · ·your licence?

·7· ·A· ·Yes, he did.

·8· ·Q· ·Did you ask him any questions about accommodation?

·9· ·A· ·Yes, I did.· I asked him, I said I knew the College was

10· · · ·in a difficult place because of their desire to protect

11· · · ·the public, and I also said but they also had a role in

12· · · ·protecting its members; and so I discussed my mental

13· · · ·concern, that I was exempt, and left that on the table

14· · · ·and asked if there would be accommodation for that.

15· ·Q· ·Did you mention anything about human rights?

16· ·A· ·Yes, I did.

17· ·Q· ·Did you say anything to him about how the literature

18· · · ·does not support wearing a mask?

19· ·A· ·Yes, I did.

20· ·Q· ·What was Mr. Lawrence's response when you made that

21· · · ·comment about the literature?

22· ·A· ·I believe his response was that he didn't want to

23· · · ·debate me on the issues.· He felt he just had a

24· · · ·responsibility to protect the public.· He also said

25· · · ·that he disagreed with me, and he said that I was a

26· · · ·danger to the public and that he was going to initiate



·1· · · ·this investigative process.

·2· ·Q· ·Did you say anything to Mr. Lawrence about the

·3· · · ·percentage of the COVID recovery rate?

·4· ·A· ·Yes, I did.· I stated that there was a 99.97 percent

·5· · · ·recovery rate for people who were infected with COVID.

·6· ·Q· ·Did Mr. Lawrence say anything to you about making or

·7· · · ·not making you wear a mask?

·8· ·A· ·Yes, he said he couldn't make me wear a mask, but that

·9· · · ·if I was not going to wear a mask, he would have to

10· · · ·initiate this practice suspension, suspending my

11· · · ·licence.

12· ·Q· ·And did Mr. Lawrence say anything to you about you

13· · · ·being free to not wear a mask?

14· ·A· ·Yes, yeah, he said I was free to wear a mask, but there

15· · · ·would be the consequence, of course, of my licence

16· · · ·being suspended.

17· ·Q· ·Did you understand this comment about "free" from

18· · · ·Mr. Lawrence to mean that the College's masking mandate

19· · · ·was actually optional?

20· ·A· ·No, this mandate was not optional.

21· ·Q· ·Do you think "mandate" and "optional" are contradictory

22· · · ·terms?

23· ·A· ·I don't know the answer to that.

24· ·Q· ·Did Mr. Lawrence say anything to you about your private

25· · · ·life or what you do in your private time during that

26· · · ·call?



·1· ·A· ·No, not to my knowledge.· I can't remember him talking

·2· · · ·about me and my private life or what I do with that.

·3· · · ·No, I can't remember that.· I don't think he did.

·4· ·Q· ·Now, after talking to Mr. Lawrence, did you feel like

·5· · · ·you were free to decide whether or not to wear a mask?

·6· ·A· ·No, I did not feel like I was free.· I felt that there

·7· · · ·was a very strong arm of the College that was about to

·8· · · ·step in and stop my practice.

·9· ·Q· ·And was this call with Mr. Lawrence around December 3rd

10· · · ·or 4th?

11· ·A· ·That's correct.

12· ·Q· ·Did Mr. Lawrence submit a request to suspend your

13· · · ·licence?

14· ·A· ·Yes, he did.

15· ·Q· ·Now, you said earlier that you did not attempt, in the

16· · · ·spring of 2020, to obtain a doctor's note in support of

17· · · ·your inability to wear a mask.· Did you now at this

18· · · ·time, in December, attempt to obtain a doctor's note?

19· ·A· ·Yes, I did.· It seemed that there was an unspecified

20· · · ·requirement from the College that verification of a

21· · · ·mental or physical limitation or concern was required,

22· · · ·and so I did try to obtain one at that time, yes.

23· ·Q· ·When you first told Mr. Lawrence that you had a medical

24· · · ·exemption, did you have doubts about whether or not he

25· · · ·believed you?

26· ·A· ·M-hm, yes, I did have doubts.



·1· ·Q· ·Did you end up receiving a medical note from a medical

·2· · · ·doctor regarding your inability to wear a mask?

·3· ·A· ·Yes, I did.

·4· ·Q· ·And do you recall when you received that?

·5· ·A· ·I can't remember the exact date in December, but

·6· · · ·sometime after December 5th.

·7· ·Q· ·It's an exhibit in the records, so I could give it to

·8· · · ·you to refresh your memory about when, but is it your

·9· · · ·recollection that you provided this note to him before

10· · · ·Dr. Linford made a decision about Mr. Lawrence's

11· · · ·request?

12· ·A· ·I can't remember the exact timeline, but, yes, I

13· · · ·believe it was before, but I'm unclear on the specific

14· · · ·dates.

15· ·Q· ·Were you at all surprised that Dr. Lawrence forged

16· · · ·ahead with the request even though you gave him this

17· · · ·medical note?

18· ·A· ·No, I wasn't surprised.· Dr. Lawrence was very clear

19· · · ·that his role was to protect the public and that he

20· · · ·needed to initiate this process, and so, yeah, he was

21· · · ·going to do that, and so I wasn't surprised.

22· ·Q· ·Did you feel like your medical concerns mattered at all

23· · · ·to the College?

24· ·A· ·No, I didn't feel like they mattered.

25· ·Q· ·And what actually were your medical reasons for not

26· · · ·being able to wear a mask?



·1· ·A· ·When I put on a mask, I experience feelings of anxiety

·2· · · ·and a sense of claustrophobia, like somebody's cutting

·3· · · ·off my air supply.· And so what that does is it

·4· · · ·decreases my concentration level, and it makes it

·5· · · ·difficult for me when I am treating patients and

·6· · · ·note-taking to maintain proper concentration and

·7· · · ·provide the best possible care to my patients, and so

·8· · · ·that specifically is what my mental concern was.

·9· ·Q· ·And were those things reflected in the medical

10· · · ·documentation you received from the doctor that you

11· · · ·saw?

12· ·A· ·Yes, that was reflected in that doctor's note.

13· ·Q· ·Now, of course, there's this original note from

14· · · ·Dr. Salem.· Did the College ask -- I shouldn't say the

15· · · ·College, forgive me.· Did the Complaints Director,

16· · · ·Mr. Lawrence, did he ask for further details from

17· · · ·Dr. Salem?

18· ·A· ·Yes, he did.

19· ·Q· ·And did Dr. Salem provide those?

20· ·A· ·Yes, he did.

21· ·Q· ·Was a decision made regarding Mr. Lawrence's request to

22· · · ·suspend your practice permit?

23· ·A· ·Yes, a decision was made.

24· ·Q· ·And who made that decision?

25· ·A· ·I believe Dr. Linford had to make that decision.

26· ·Q· ·And as part of Dr. Linford's written decision, did he



·1· · · ·consider your medical note from Dr. Salem?

·2· ·A· ·Yes, he did.

·3· ·Q· ·So then were you permitted by Dr. Linford to continue

·4· · · ·practicing without wearing a mask?

·5· ·A· ·Yes, I was permitted.· There were further conditions

·6· · · ·and restrictions placed on me at the time, but, yes, I

·7· · · ·was permitted.

·8· ·Q· ·Did the College ever raise the possibility of you

·9· · · ·practicing without a mask but with conditions?

10· ·A· ·Yes, it did, after Dr. Linford's decision came out.

11· ·Q· ·What about before?

12· ·A· ·No, there -- no.

13· ·Q· ·Let's just talk a little bit about your office.· Have

14· · · ·you had any staff at your office since the spring of

15· · · ·2020?

16· ·A· ·Yes, I employ members of my family in my office

17· · · ·occasionally, and so, yeah, my son was working in the

18· · · ·spring of 2020 up until December of 2020.

19· ·Q· ·How old was he at that time?

20· ·A· ·He was 17.

21· ·Q· ·And as of December, just before he stopped working with

22· · · ·you in your office, was he wearing a mask when he was

23· · · ·working in your office?

24· ·A· ·No, he wasn't.

25· ·Q· ·And why is that?

26· ·A· ·He has religious concerns and beliefs that preclude him



·1· · · ·from wearing a mask.

·2· ·Q· ·Are those similar to yours?

·3· ·A· ·Yes, they are.

·4· ·Q· ·Yesterday, Mr. Lawrence read into the record as part of

·5· · · ·his testimony that you did not tell him, during the

·6· · · ·January 25th, 2021 interview, that you had any other

·7· · · ·reasons that you did not mask.· Did you tell

·8· · · ·Mr. Lawrence you had other reasons for not masking

·9· · · ·besides your issues with anxiety and claustrophobia in

10· · · ·that interview?

11· ·A· ·I don't believe I did.· Yeah, I'm unclear, but I don't

12· · · ·think I did.

13· ·Q· ·And you had by now, by January 25th, you had made some

14· · · ·conclusions about your religious beliefs around

15· · · ·masking?

16· ·A· ·Absolutely.

17· ·Q· ·So why didn't you tell Mr. Lawrence about those beliefs

18· · · ·during that interview?

19· ·A· ·I believe that the primary issue was my mental concern

20· · · ·and limitation.· The religious beliefs are very strong,

21· · · ·but I didn't believe that that was to come into play at

22· · · ·the moment, so I left it at the mental concern, because

23· · · ·it appears to me, from the CMOH order, that the only

24· · · ·real exemptions that are provided are through physical

25· · · ·or mental concerns or limitations.

26· ·Q· ·Just want to ask you a few questions about the



·1· · · ·treatments you provide your patients.· What is the

·2· · · ·standard treatment you provide your patients when they

·3· · · ·come in to see you?

·4· ·A· ·The standard type of treatment that I provide is a

·5· · · ·chiropractic manual adjustment.· And "chiropractic" is

·6· · · ·a term that means chiro, it means hand, and practice,

·7· · · ·which means work done by hand, and so that is my --

·8· · · ·from day one, that's been my primary form of treating

·9· · · ·patients.

10· ·Q· ·Forgive my ignorance as a non-chiropractor, but did you

11· · · ·just tell me that "chiro" means hand, and the reason

12· · · ·it's chiropractic is because "practic" is a reference

13· · · ·to practice, is that what you just said?

14· ·A· ·Yes.

15· ·Q· ·So the name itself means using your hands to treat the

16· · · ·body of another?

17· ·A· ·That is correct.

18· ·Q· ·What system of the body does this treatment intend to

19· · · ·impact or improve?

20· ·A· ·That's a loaded question.· There are many aspects to a

21· · · ·person's body, many different systems, and so

22· · · ·essentially when you adjust a person, you're physically

23· · · ·adjusting the skeletal structure, but there are

24· · · ·far-reaching implications to that, because in the

25· · · ·chiropractic philosophy and science aspect of it,

26· · · ·you're also removing nervous system interference, and



·1· · · ·you're also causing soft tissues to perhaps relax and

·2· · · ·come into better function.

·3· · · · · · So you're dealing with multiple systems of the

·4· · · ·body, but you're primarily adjusting, you know, the

·5· · · ·skeletal soft tissue component from an outward

·6· · · ·perspective.

·7· ·Q· ·This treatment, this physical manipulation, is this the

·8· · · ·primary form of care you provide?

·9· ·A· ·Yes, it is.

10· ·Q· ·Can you provide this treatment from a distance?

11· ·A· ·No, you cannot.

12· ·Q· ·Can you provide it over the phone?

13· ·A· ·I wish, but no.

14· ·Q· ·Can your patients providing this treatment to

15· · · ·themselves?

16· ·A· ·No, they cannot.

17· ·Q· ·Are there any treatments you can provide your patients

18· · · ·that are as effective as manual manipulation that do

19· · · ·not require you to be within 2 metres of your patients?

20· ·A· ·No, there is not.

21· ·Q· ·Do you think Telehealth is effective?

22· ·A· ·It may have its place, but it doesn't -- it's not

23· · · ·effective in my situation for what I do.

24· ·Q· ·Do you think your patients find it effective?

25· ·A· ·I haven't had a single patient tell me that they've had

26· · · ·a Telehealth experience or treatment.



·1· ·Q· ·Do you think you'd be properly caring for your patients

·2· · · ·if you could only provide them with Telehealth?

·3· ·A· ·Absolutely not.

·4· ·Q· ·Do you think it likely that some of your patients would

·5· · · ·eventually have to seek care from a different

·6· · · ·chiropractor if you could only provide Telehealth to

·7· · · ·them?

·8· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I hate to

·9· · · ·interrupt, but the last two questions in particular

10· · · ·aren't questions; they're leading questions in my view.

11· · · ·I'm sorry to interrupt you, but I've raised this

12· · · ·concern before, but those are loaded questions, they're

13· · · ·not a regular question.

14· · · ·MR. KITCHEN:· · · · · · ·All right, I'll rephrase.

15· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, this might be an

16· · · ·appropriate time to ask you how much longer you

17· · · ·anticipate your examination will be in terms of a

18· · · ·possible break.· We've been going for an

19· · · ·hour-and-a-quarter, and we'd just like to get an idea.

20· · · ·MR. KITCHEN:· · · · · · ·Well, I might be about

21· · · ·halfway, so a break would make sense to me.· I'm pretty

22· · · ·sure I'm on track here to finish by the lunch hour, as

23· · · ·you can see, Dr. Wall is not a big talker.· So I --

24· · · ·yeah, I think now is fine for a break, and we should

25· · · ·not be in any jeopardy of not finishing by the lunch

26· · · ·hour.



·1· · · ·THE CHAIR:· · · · · · · ·Okay, I think that would be a

·2· · · ·good idea.· So let's take a break.· It's 10:14 by my

·3· · · ·watch.· Let's come back at 10:30, and we'll continue

·4· · · ·with Dr. Wall's testimony.· So we'll convene for now,

·5· · · ·and we'll see everybody in 15 minutes.

·6· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·7· · · ·(ADJOURNMENT)

·8· · · ·THE CHAIR:· · · · · · · ·Okay, we're back in session,

·9· · · ·and, Mr. Kitchen, the floor is yours.

10· · · ·MR. KITCHEN:· · · · · · ·Thank you.· We're having some

11· · · ·technical difficulties.· Just bear with me.· Let's turn

12· · · ·your mic on.

13· · · ·(DISCUSSION OFF THE RECORD)

14· · · ·MR. KITCHEN:· · · · · · ·Sorry, my apologies.

15· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Wall, before the break,

16· · · ·I'd asked you if you think you were properly caring for

17· · · ·your patients if you could only provide Telehealth, and

18· · · ·you answered no, and then the next question was

19· · · ·objected to.

20· · · · · · So let me ask you this:· Do you think your

21· · · ·patients are receiving the care they need from you if

22· · · ·you're only providing them with Telehealth?

23· ·A· ·No, they would not.

24· ·Q· ·Do you think your patients would need to seek manual

25· · · ·adjustment treatment from another private chiropractor

26· · · ·if they couldn't get it from you?



·1· ·A· ·Yes, I believe they would.

·2· ·Q· ·How do you think your ability to keep practicing and

·3· · · ·earning an income would be impacted if all you could do

·4· · · ·was provide Telehealth?

·5· ·A· ·I believe it would be severely impacted.· Again,

·6· · · ·hands-on procedure for me is the primary form of care

·7· · · ·that I provide.· Patients would go elsewhere, and so,

·8· · · ·yeah, it would be severely impacted.

·9· ·Q· ·Do you care about more than just the musculoskeletal

10· · · ·health of your patients?

11· ·A· ·Yes, I do.· I believe that a person is not just

12· · · ·physical, there is an emotional and spiritual component

13· · · ·to it, so if that's what you're referring to, but --

14· · · ·so, yes.

15· ·Q· ·Thank you.· Do you feel like you owe any other duties

16· · · ·to your patients other than a duty to provide good

17· · · ·adjustments to their musculoskeletal system?

18· ·A· ·That's a very good question.· I'm sure there are other

19· · · ·duties.· I would have to give that some thought, but

20· · · ·that would be a primary duty is to provide safe and

21· · · ·effective chiropractic care to my patients, so yeah.

22· ·Q· ·When it comes to treating your patients, are there any

23· · · ·principles that come to mind that are important to you?

24· ·A· ·Again, I touched on this earlier, but the principle of,

25· · · ·first, do no harm is an oath that we take when we

26· · · ·graduate, become chiropractors, and so that



·1· · · ·encapsulates the principle of we are to very cautiously

·2· · · ·and carefully and thoughtfully examine what we are

·3· · · ·doing with our patients and teach and instruct them,

·4· · · ·you know, lifestyle issues, but -- so that's a primary

·5· · · ·principle.· And, again, the principle of informed

·6· · · ·consent is also paramount when it comes to dealing with

·7· · · ·treating our patients.

·8· ·Q· ·Do you think those principles are engaged when it comes

·9· · · ·to masking or the masking of your patients?

10· ·A· ·I believe they're engaged in my office, so, yes, I

11· · · ·instruct my patients.· If I see there's a potential for

12· · · ·something to cause harm, many times I'll have to

13· · · ·educate my patients on that, and so yes.

14· ·Q· ·Do you permit your patients to not wear a mask in your

15· · · ·office?

16· ·A· ·Yes, I do.

17· ·Q· ·Why?

18· ·A· ·I believe everybody has the responsibility to make

19· · · ·their own health choices.· Health freedom is very

20· · · ·important to me, and, again, that is a decision that

21· · · ·has to be between that person and their personal health

22· · · ·belief, personal bodily autonomy, and so that's an

23· · · ·extremely important aspect of how I treat my patients.

24· · · ·So, yes, everybody that comes in has the freedom to

25· · · ·wear a mask or not to wear a mask based on their

26· · · ·personal decision.



·1· ·Q· ·Do you feel like the College's stance regarding

·2· · · ·mandatory masking has placed you in a difficult

·3· · · ·position regarding your patients?

·4· ·A· ·A very difficult position, yes.

·5· ·Q· ·Do you feel AHS's stance on mandatory masking has put

·6· · · ·you in a difficult position?

·7· ·A· ·It appears that the Alberta Health Services has left

·8· · · ·some room for people who have physical or mental

·9· · · ·concerns to exercise those concerns and not wear a

10· · · ·mask.

11· · · · · · It appears that the College has no wiggle room for

12· · · ·that expression.· If somebody has a mental or physical

13· · · ·concern or disability, yeah, there's no wiggle room for

14· · · ·the College when it comes to that and the members of

15· · · ·the College.

16· ·Q· ·Does the College require patients to wear a mask?

17· ·A· ·No, it does not.

18· ·Q· ·And you've given some thoughts on masks, you gave some

19· · · ·thoughts back in the spring of 2020, and, you know,

20· · · ·you've given some religious objections, but have your

21· · · ·thoughts changed at all regarding masks in the last 18

22· · · ·months?

23· ·A· ·No, they have not.

24· ·Q· ·Do you think, if you did require your patients to wear

25· · · ·a mask while you treated them in your office, that you

26· · · ·would be causing harm to them?



·1· ·A· ·Yes, I do.· I believe that wearing a mask does decrease

·2· · · ·oxygen levels, increase CO2 levels, and that, again,

·3· · · ·whether perceptive to that person or not, the physical

·4· · · ·fact remains, and it's to the extent physically that it

·5· · · ·imposes a real imminent physical harm and danger.

·6· ·Q· ·Have you read or heard anything, whether in this

·7· · · ·hearing or before, that has caused you to change your

·8· · · ·mind on the ineffectiveness of masks?

·9· ·A· ·No, nothing I've heard would cause me to change my

10· · · ·mind.

11· ·Q· ·Let's just discuss your office a little more.· Are you

12· · · ·aware of any instance where COVID was transmitted in

13· · · ·your office?

14· ·A· ·No, I am not.

15· ·Q· ·Do you think you ever put any of your patients at a

16· · · ·higher risk of contracting COVID than they would

17· · · ·otherwise regularly encounter by treating them without

18· · · ·wearing a mask?

19· ·A· ·No, I don't.· I am asymptomatic.· I come to work; I

20· · · ·have to adhere to the very same prescreening questions

21· · · ·that all patients must adhere to.

22· · · · · · When it comes to treatment, I treat patients one

23· · · ·on one.· There is no one else in the office but that

24· · · ·patient and myself.· And so, no, I don't believe that

25· · · ·there is an increased risk.

26· ·Q· ·Have you ever treated patients while being symptomatic



·1· · · ·with COVID symptoms?

·2· ·A· ·No, I have not.

·3· ·Q· ·Do you think you've done anything since COVID that has

·4· · · ·in any way threatened the health or safety of your

·5· · · ·patients?

·6· ·A· ·Absolutely not.

·7· ·Q· ·Do you think your actions since March of 2020 have

·8· · · ·caused any harm to any of your patients?

·9· ·A· ·No, I do not.

10· ·Q· ·Just a quick side question here, did you ever receive a

11· · · ·ticket for not wearing a mask, contrary to the Calgary

12· · · ·mask bylaw?

13· ·A· ·No, I did not.

14· ·Q· ·Do you think you are a health care worker?

15· ·A· ·Yes, I do.

16· ·Q· ·Do you think there are different types of health care

17· · · ·workers?

18· ·A· ·Yes, I do.

19· ·Q· ·Do you think health care workers fall on the spectrum?

20· ·A· ·Can you explain that question?

21· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I hate to keep

22· · · ·interrupting, but that's a fairly leading question, a

23· · · ·fairly leading couple of questions, "Do you think".

24· · · ·I'd just ask you to rephrase that.· I know where you're

25· · · ·going, but I think the introduction presupposes an

26· · · ·answer.



·1· ·Q· ·MR. KITCHEN:· · · · · ·Now, Dr. Wall, you said that

·2· · · ·you do think there are different types of health care

·3· · · ·workers.· Please explain, in as much detail as you can,

·4· · · ·what you think those differences are?

·5· ·A· ·I would say that there are emergency room doctors,

·6· · · ·there are paramedics, there are pathologists, all could

·7· · · ·be classified, there are chiropractors, naturopaths,

·8· · · ·all could be classed as health care workers, facing all

·9· · · ·kinds of different situations and treatments and

10· · · ·patient needs.· So, yes, there is a very wide spectrum

11· · · ·of health care workers.

12· ·Q· ·And how would you say, you as a chiropractor, how would

13· · · ·you say that's different than, for example, being a

14· · · ·doctor in an ER?

15· ·A· ·Quite different in the sense that, number one, I'm

16· · · ·seeing people one on one, I'm seeing people who have

17· · · ·been prescreened in this last year-and-a-half, and I am

18· · · ·seeing people who are asymptomatic obviously.· And I

19· · · ·would say that somebody in the ER, a doctor, is seeing

20· · · ·more emergency types of situations with significant

21· · · ·potential for bodily fluid contact and so on.· So I

22· · · ·would say it's a much different experience than what

23· · · ·I'm doing in my office.

24· ·Q· ·Do you think your chiropractic office is a health care

25· · · ·setting?

26· ·A· ·Yes, I do.



·1· ·Q· ·Do you think all health care settings are the same?

·2· ·A· ·No, I don't.

·3· ·Q· ·Could you describe for me how you think the health care

·4· · · ·setting in your office is different than the health

·5· · · ·care setting of a hospital?

·6· ·A· ·I believe the setting in my office is much more

·7· · · ·personable if you're looking at it from an emotional

·8· · · ·component perhaps, so it's much more welcoming; it's a

·9· · · ·homier feel; it's I would say much smaller; there's

10· · · ·less fear involved in my office compared to perhaps a

11· · · ·hospital or an ER setting.

12· · · · · · So -- and I'm treating people with chiropractic

13· · · ·care; I'm not treating people for cuts and stitches and

14· · · ·broken bones and these types of situations, so I would

15· · · ·say there's quite a big difference.

16· ·Q· ·Is making your patients feel comfortable really

17· · · ·important to you?

18· ·A· ·Yes, it is; it establishes a sense of trust and, yes,

19· · · ·so people want to come to my office.· It's a very

20· · · ·important part.

21· ·Q· ·Do you directly treat infectious illnesses?

22· ·A· ·No, I do not.

23· ·Q· ·Do patients come to you for you to directly treat

24· · · ·infectious illness?

25· ·A· ·No, they do not.

26· ·Q· ·Do you agree with Dr. Halowski that, generally, as a



·1· · · ·chiropractor, you don't see people with infectious

·2· · · ·illnesses?

·3· ·A· ·No, people will have infectious illnesses.· So I will

·4· · · ·see people with infectious illnesses, but I am not

·5· · · ·treating them for infectious illnesses.· If I could

·6· · · ·clarify that also.

·7· ·Q· ·Go ahead.

·8· ·A· ·That's not a norm; that's a very rare thing.· And,

·9· · · ·again, in the last year-and-a-half, we have to

10· · · ·prescreen people.· So if they are exhibiting any

11· · · ·symptoms, we are not allowed to treat them; you have to

12· · · ·reschedule them.· And so in this last year-and-a-half,

13· · · ·I have not seen anybody that has exhibited a

14· · · ·symptomatic infectious illness.

15· ·Q· ·You mentioned "prescreening" a lot; is it your

16· · · ·understanding that prescreening is something that's

17· · · ·quite important to the College?

18· ·A· ·Yes, it is very important.

19· ·Q· ·Have you received any communication from the College

20· · · ·that indicates which is more important between

21· · · ·prescreening and masking?

22· ·A· ·No, I have not.

23· ·Q· ·I'm going to shift gears a little bit here.· Do you

24· · · ·think it's possible to know the scientific truth about

25· · · ·things like viruses?

26· ·A· ·Yes, I do.



·1· ·Q· ·Including COVID?

·2· ·A· ·Yes.

·3· ·Q· ·Do you think there's a large amount of scientific

·4· · · ·information now available about COVID?

·5· ·A· ·Yes, a lot of information.

·6· ·Q· ·Do you think it's enough to actually make an informed

·7· · · ·determination on whether or not certain measures are

·8· · · ·effective at preventing the transmission of COVID?

·9· ·A· ·Yes, I do.

10· ·Q· ·And would that include masking as a measure?

11· ·A· ·Are you asking if masking is an effective measure at

12· · · ·preventing COVID?

13· ·Q· ·No, I'm just wondering if you think there's enough

14· · · ·scientific knowledge to actually make an informed

15· · · ·determination on whether or not masking is effective or

16· · · ·not?

17· ·A· ·Yes, I do believe that.

18· ·Q· ·Do you think there's enough scientific information to

19· · · ·make an informed determination on whether or not

20· · · ·physical distancing is effective?

21· ·A· ·Yes, I do.

22· ·Q· ·Do you think there's enough scientific information

23· · · ·available now to make an informed determination on

24· · · ·whether or not masking as a restriction is harmful to

25· · · ·the health of individuals?

26· ·A· ·There is enough information, yes.



·1· ·Q· ·Would you agree with Dr. Hu that COVID Public Health

·2· · · ·restrictions have probably killed more people than

·3· · · ·COVID itself?

·4· ·A· ·Yes, I would agree with that.· Yes, I would agree with

·5· · · ·that.

·6· · · ·THE CHAIR:· · · · · · · ·I'm sorry, Mr. Kitchen, I

·7· · · ·missed your question; would you mind repeating it,

·8· · · ·please.

·9· · · ·MR. KITCHEN:· · · · · · ·Sure, yeah.

10· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Wall, do you agree with

11· · · ·Dr. Hu that COVID Public Health restrictions have

12· · · ·probably killed more people than COVID itself?

13· ·A· ·Yes, my answer is yes.

14· · · ·THE CHAIR:· · · · · · · ·Thank you.

15· ·Q· ·MR. KITCHEN:· · · · · ·And just to confirm, do you

16· · · ·agree with Dr. Hu that the COVID survival rate is 99

17· · · ·percent?

18· ·A· ·Yes, I agree with that.

19· ·Q· ·Do you think the College is making scientific knowledge

20· · · ·the top priority when they make decisions about

21· · · ·restricting the behaviour of chiropractors?

22· ·A· ·I believe the College thinks they have.· I think they

23· · · ·have consulted with Alberta Health Services, and they

24· · · ·believe that they are using information that is

25· · · ·accurate, but I believe it is inaccurate.· And there's

26· · · ·too much conflicting scientific evidence that comes



·1· · · ·from very credible, credible sources that would

·2· · · ·contradict the measures that have been put in place.

·3· · · · · · I am not a lone wolf stating some of those

·4· · · ·scientific issues.· These scientific facts come from

·5· · · ·people much more knowledgeable and skilled to be able

·6· · · ·to represent that information in their fields of

·7· · · ·expertise, and so, yeah.

·8· ·Q· ·Well, in fact, some of those people are going to

·9· · · ·provide expert testimony.

10· · · · · · Do you find it surprising that the College seems

11· · · ·so unwilling to consider other viewpoints like yours?

12· ·A· ·Not really, because I understand that our College is

13· · · ·regulated by the Health Professions Act, which has a

14· · · ·strong medical model, and there is a certain mindset

15· · · ·about how legislation is formulated.· So I can -- I'm

16· · · ·not surprised by it, but I wish it were different.

17· ·Q· ·Do you think Alberta Public Health has generally gotten

18· · · ·it wrong when it comes to masking?

19· ·A· ·Yes, I do.

20· ·Q· ·Do you think Alberta Public Health has generally got it

21· · · ·wrong when it comes to other COVID restrictions?

22· ·A· ·Yes, I do, and I wouldn't say that's just my opinion.

23· · · ·As we know, that will be backed up by our expert

24· · · ·witness, and it is a testimony of so many others in so

25· · · ·many different fields, not only health care, but

26· · · ·emergency preparedness within the military, it's been



·1· · · ·demonstrated that what has happened in the last

·2· · · ·year-and-a-half has not followed the methods that would

·3· · · ·be acceptable for an emergency situation such as COVID.

·4· ·Q· ·Do you think there is fear to challenge the perspective

·5· · · ·of Government Public Health?

·6· ·A· ·Yes, I do.· Fear is a very big motivator in this

·7· · · ·situation, always has been.· And in this situation,

·8· · · ·yes, if you stand up to the Public Health authority or

·9· · · ·your regulatory body, you risk -- you risk being

10· · · ·censured, you risk your licence being suspended, and

11· · · ·nobody wants that, nobody wants to experience what I'm

12· · · ·experiencing right now.· There are other chiropractors

13· · · ·out there who believe as I do, but they are afraid of

14· · · ·being in my situation.

15· · · · · · I am the -- I would say one of the least likely

16· · · ·people to be in this situation right now.· From the

17· · · ·standpoint that, if I can say, I am a very compliant

18· · · ·person, generally speaking.· I do not like to make

19· · · ·waves.· I do not like conflict.· But a barrier was

20· · · ·crossed, my health freedoms were crossed, and I have to

21· · · ·say something, and I know I'm not the only one.· I know

22· · · ·there are many others out there, but they're afraid.

23· · · ·And so, yes, that is a very accurate statement:· Fear

24· · · ·is a huge motivator to not step out.

25· ·Q· ·Do you feel like, as a professional, you have an

26· · · ·ethical obligation to speak the truth?



·1· ·A· ·Absolutely.

·2· ·Q· ·You described just a few minutes ago COVID being an

·3· · · ·emergency, did you think it was an emergency last

·4· · · ·spring?

·5· ·A· ·It was put out that way, but, no, I did not think it

·6· · · ·was an emergency.

·7· ·Q· ·Do you think it's an emergency now?

·8· ·A· ·No, I do not.

·9· ·Q· ·Is your integrity something that's really important to

10· · · ·you?

11· ·A· ·Extremely important.

12· ·Q· ·If you were told that there was going to be an

13· · · ·application to suspend your licence, why didn't you

14· · · ·just put the mask on?

15· ·A· ·Well, number one, as I've said, wearing a mask causes

16· · · ·me anxiety and the inability to concentrate properly to

17· · · ·do my -- the best work I can.· So that's reason number

18· · · ·one.

19· · · · · · But I also understand it to affect my physical

20· · · ·health.· I know there's -- there are physical

21· · · ·limitations and harms about putting a mask on, and so I

22· · · ·had to -- I had to go with a personal health choice and

23· · · ·freedom, bodily autonomy.· No informed consent was

24· · · ·provided to me by the College, and I had to stand up

25· · · ·for those basic rights and freedoms.

26· ·Q· ·Even though doing so might risk your licence?



·1· ·A· ·Yes, that's correct.· I would emphasize character over

·2· · · ·reputation.

·3· ·Q· ·Do you think the College has violated your legal rights

·4· · · ·over the last year-and-a-half?

·5· ·A· ·Yes, I do.

·6· ·Q· ·Do you think the College's mandatory masking directive

·7· · · ·is unreasonable?

·8· ·A· ·Yes, I do insofar as other mandates, orders have

·9· · · ·allowed provisions for exemptions, and the Pandemic

10· · · ·Directive has not allowed for any exemptions.

11· ·Q· ·Do you think you've done anything unethical by

12· · · ·permitting your patients to leave their faces uncovered

13· · · ·when you treat them?

14· ·A· ·No, I do not.

15· ·Q· ·Who do you believe you owe your first loyalty to?

16· ·A· ·First loyalty is to my patients.· It's -- that's who I

17· · · ·come to see every day, and they're my priority.· And

18· · · ·so, yeah, my ethical and moral responsibility is to my

19· · · ·patients primarily, not to the College.

20· ·Q· ·What about government?

21· ·A· ·Well, the same would go for that.· Ethically and

22· · · ·morally, it's first to my patients, and if there's

23· · · ·something I see from the government that violates that,

24· · · ·I have to speak up, and I have to stick to treating my

25· · · ·patients and treating them with the utmost respect

26· · · ·first.



·1· ·Q· ·Do you think you've done any unethical by not wearing a

·2· · · ·mask yourself when treating your patients?

·3· ·A· ·No, I don't.

·4· ·Q· ·Do you have any concerns about the future of the

·5· · · ·chiropractic profession in Alberta?

·6· ·A· ·Yes.· I have spoken about this to my wife.· Over the

·7· · · ·last ten years, I have seen the steady increase in

·8· · · ·regulatory control, which has a veneer of protecting

·9· · · ·the public with decreased freedom for the chiropractor,

10· · · ·and I've seen it occurring, and so, yes, I do have

11· · · ·concerns for the chiropractic profession at this time,

12· · · ·yes.

13· ·Q· ·Do you think increased freedom for chiropractors to do

14· · · ·lawful things is good for patients?

15· ·A· ·Yes, I do.

16· ·Q· ·Do you think if chiropractors were less constrained by

17· · · ·the College that they would be more likely to engage in

18· · · ·sexual impropriety with their patients?

19· ·A· ·No, I don't.· Somebody who's going to engage in sexual

20· · · ·impropriety, whether there are restrictions or not, is

21· · · ·likely going to commit that offence.

22· ·Q· ·Why do you think the College has done all that it's

23· · · ·done to you since December of 2020?

24· ·A· ·I understand the College has a responsibility to

25· · · ·protect the public, and that, again, is what they

26· · · ·consider to be their highest mandate over protecting



·1· · · ·the rights and freedoms of its members.· And so I

·2· · · ·think, based on the legislation that has come down from

·3· · · ·the Public Health and the collaboration that has

·4· · · ·happened to create our Health Professions Act has

·5· · · ·created a difficult situation for the College whereby

·6· · · ·they cannot make this distinction between protecting

·7· · · ·the public and protecting the rights of its members.

·8· · · · · · And it's a very fine line.· I think there needs to

·9· · · ·be some renegotiating that occurs to balance that out.

10· · · ·I am not against rules and regulations, but I believe

11· · · ·in this situation, there has been a line that has been

12· · · ·crossed, so ...

13· ·Q· ·Do you think mandating that chiropractors wear masks

14· · · ·while treating patients is in any way actually

15· · · ·protecting the public?

16· ·A· ·No, I don't.

17· ·Q· ·Do you think the College is trying to protect the

18· · · ·public?

19· ·A· ·Yes, I do.

20· ·Q· ·Do you think the College is very concerned with

21· · · ·pleasing the Chief Medical Officer of Health?

22· ·A· ·Yes, I do.· Again, I believe that much that has been

23· · · ·collaborated with the Alberta Health Services and the

24· · · ·College of chiropractic has created this dynamic, this

25· · · ·relationship whereby the College does want to please

26· · · ·authority, and so yeah.



·1· ·Q· ·Do you think when it comes to COVID, there is a tension

·2· · · ·between the desire to please government and the duty to

·3· · · ·protect patients?

·4· ·A· ·Are you referring to the College or to myself?

·5· ·Q· ·I'll ask it again.· Do you think, in the context of

·6· · · ·COVID and when it comes to the College, there is a

·7· · · ·tension there between desiring to please the government

·8· · · ·and desiring to protect the interests of patients?

·9· ·A· ·I don't think I'd be able to speak to that because I'm

10· · · ·not part of council, I'm not part of those people that

11· · · ·make those decisions.· That would be a tough decision

12· · · ·for me to say.· I don't think I could say that.

13· ·Q· ·I asked you earlier if you ever received a ticket for

14· · · ·not wearing a mask contrary to the Calgary bylaw; did

15· · · ·you ever receive a ticket for not wearing a mask

16· · · ·contrary to a CMOH order?

17· ·A· ·No, I have not.

18· ·Q· ·Do you think you've actually breached any CMOH orders?

19· ·A· ·No, I don't.

20· ·Q· ·Have your patients expressed any thoughts to you about

21· · · ·the fact that you have -- that you're not wearing a

22· · · ·mask?

23· ·A· ·Did you ask have they expressed any concerns that I'm

24· · · ·not wearing a mask?

25· ·Q· ·No, I asked if your patients have expressed any

26· · · ·thoughts about the fact that you're not wearing a mask



·1· · · ·when you treat them?

·2· ·A· ·Yeah, I've had a few patients express their thoughts,

·3· · · ·so we have engaged in some discussion, and there are

·4· · · ·some people that believe in mask wearing, there are

·5· · · ·some people that don't believe in mask wearing, and so,

·6· · · ·yeah, I have definitely interacted with both sides of

·7· · · ·the fence with respect to that.

·8· ·Q· ·Do you think the fact that masks are mandated in spaces

·9· · · ·like chiropractic offices, do you think that interferes

10· · · ·at all with that, an attempt by you to create an

11· · · ·emotionally welcoming environment?

12· ·A· ·Yes, I do.· I believe when you cover the face with a

13· · · ·mask, you are taking away a significant portion of

14· · · ·communication ability.· You're not able to read lips.

15· · · ·You're not able to see facial expression as well.· And

16· · · ·not only that, your voice is muffled.· So many times

17· · · ·you can't hear or distinguish what the person is

18· · · ·saying.· So, yeah, it definitely creates a less

19· · · ·welcoming environment, an environment for potential or

20· · · ·greater misunderstanding between you and the patient,

21· · · ·and, yeah.

22· · · ·MR. KITCHEN:· · · · · · ·Thank you, Dr. Wall.· Those

23· · · ·are my questions.

24· ·A· ·Thank you.

25· · · ·MR. KITCHEN:· · · · · · ·Now, I note we're at 11:20,

26· · · ·which is a little early for lunch, so, you know, I



·1· ·guess we'll have to hear from Mr. Maxston what his

·2· ·thoughts are about his cross.· I doubt he wants to

·3· ·break it up with a lunch break, so -- but I'm very

·4· ·flexible.

·5· ·THE CHAIR:· · · · · · · ·Okay, thank you, Dr. Wall,

·6· ·thanks, Mr. Kitchen.

·7· · · · Mr. Maxston, what are your thoughts on next steps?

·8· ·MR. MAXSTON:· · · · · · ·Well, I'm going to propose

·9· ·this potentially:· Maybe we take a break for 10 or 15

10· ·minutes.· What I -- because I'd like to press on with

11· ·Dr. Wall in just one respect.

12· · · · I've been making notes of the direct examination,

13· ·and I have questions arising from that.· I wonder if

14· ·it's a good idea for me to try and get through those

15· ·questions now while Dr. Wall's testimony is fresh in

16· ·everyone's mind, and then -- and I hope I can do that

17· ·before lunch.· And then at 1:00 or 1:15, whatever

18· ·works, then I would start my planned questions if I can

19· ·describe it that way.

20· · · · I'm just a little reluctant to -- I think

21· ·Mr. Kitchen's nodding his head -- I'm a little

22· ·reluctant to start lunch at 11:30.· Maybe I can make

23· ·some headway at least with Dr. Wall in a good way in

24· ·terms of asking those questions now.· I just need a

25· ·little bit of time to prep for that and consult with my

26· ·client.



·1· ·THE CHAIR:· · · · · · · ·Okay, Mr. Kitchen, I'll take

·2· ·your nodding as agreement with that approach, so --

·3· ·MR. KITCHEN:· · · · · · ·Yeah, if we could just have 10

·4· ·minutes, because we've got to work on the technology on

·5· ·our end too, so ...

·6· ·MR. MAXSTON:· · · · · · ·I think even 15 minutes to be

·7· ·honest, yeah.

·8· ·THE CHAIR:· · · · · · · ·It's 11:20, let's recess until

·9· ·11:35.· We'll reconvene then, and Mr. Maxston can start

10· ·his cross-examination.

11· ·(ADJOURNMENT)

12· ·THE CHAIR:· · · · · · · ·We're back in session, and,

13· ·Mr. Maxston, the floor is yours.

14· ·MR. MAXSTON:· · · · · · ·I just want to be sure, is

15· ·Mr. Dawson in attendance?· I don't know if he's gone --

16· ·if he's activated his camera.

17· ·THE CHAIR:· · · · · · · ·Okay, yeah, we were having a

18· ·caucus during the break, so he might be a minute or two

19· ·late.· Thank you, I didn't notice that.· Let's just

20· ·wait for Mr. Dawson.· He won't be long I'm sure.

21· ·(ADJOURNMENT)

22· ·THE CHAIR:· · · · · · · ·Okay, not to interfere in the

23· ·exchange, but Mr. Dawson is back, so we'll resume the

24· ·session with Mr. Maxston and his cross-examination.

25· ·MR. MAXSTON:· · · · · · ·So again, Mr. Chair, what I'm

26· ·going to do now is I'm going to go through my questions



·1· · · ·that I noted during Mr. Kitchen's direct examination,

·2· · · ·and I'm going to stop at 12, regardless of where I'm

·3· · · ·at, whether I'm finished or not.· I'll finish after

·4· · · ·1:00, if need be, with those questions, and I'll then

·5· · · ·begin my more structured questions after that.

·6· · · ·Mr. Maxston Cross-examines the Witness

·7· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, in the beginning of

·8· · · ·your questions with Mr. Kitchen, you talked about the

·9· · · ·fact that, in your mind over 20 years, you've seen a --

10· · · ·I think you said a slow and steady decrease -- slow and

11· · · ·steady change, pardon me, in the College and I think an

12· · · ·increase in restrictions.· Wouldn't it be fair to say

13· · · ·though that professions evolve and grow, and we become

14· · · ·better at regulating professionals over time?

15· ·A· ·I would say we evolve and grow but not necessarily

16· · · ·better.

17· ·Q· ·You had a discussion with Mr. Kitchen, and in fairness

18· · · ·to him, you talked about restrictions coming from the

19· · · ·College, and you said, well, they also came from

20· · · ·government; and you were talking there about the CMOH

21· · · ·orders and I think the re-opening order, that type of

22· · · ·thing.· You're aware that all professions have to have

23· · · ·a re-opening plan and have to have some type of

24· · · ·restriction on masking; is that correct?

25· ·A· ·Yes, I'm aware of that.

26· ·Q· ·So it wasn't just this college or you as a



·1· · · ·chiropractor?

·2· ·A· ·That's right.

·3· · · ·MR. KITCHEN:· · · · · · ·Sorry, Mr. Maxston, I

·4· · · ·sincerely apologize.· I have another headset, and I'm

·5· · · ·going to go quickly get that and put that on, because I

·6· · · ·just want to make sure that there's no feedback that's

·7· · · ·interfering with you; is that all right if I just run

·8· · · ·and do that?

·9· · · ·MR. MAXSTON:· · · · · · ·Oh, I don't I can continue

10· · · ·without that, Mr. Kitchen, so you've got to hear the

11· · · ·question, so, yeah, sure thing.

12· · · ·(ADJOURNMENT)

13· · · ·THE CHAIR:· · · · · · · ·All right, we're back on the

14· · · ·record.· Mr. Maxston.

15· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, you had a discussion

16· · · ·where Mr. Kitchen asked you did the Pandemic Directive

17· · · ·include direction to reach out to the College if there

18· · · ·were problems with masking, and I think your answer was

19· · · ·no.

20· · · · · · Isn't it fair to say though that you can always

21· · · ·reach out to the College?· You don't need, a standard

22· · · ·of practice, for example, doesn't have to say, Call us

23· · · ·if you have a question or a policy on this or that; you

24· · · ·can always reach out though, can't you?

25· ·A· ·That's right.

26· ·Q· ·You had an exchange with Mr. Kitchen about the



·1· · · ·requirement to obtain a doctor's note, and you said

·2· · · ·there was nothing in the Pandemic Directive requiring

·3· · · ·that, and I think you also mentioned that your health

·4· · · ·information is private between you and your doctor.· If

·5· · · ·you were to disclose that information to the College

·6· · · ·though, it wouldn't become public, would it?

·7· ·A· ·Insofar as addressing it to the College is addressing

·8· · · ·it to the public.· The College is not my doctor, and so

·9· · · ·I believe that's public.

10· ·Q· ·But I guess what I'm getting at is if you send that

11· · · ·information to the College and you say, Look, I've got

12· · · ·a medical condition, that information is not

13· · · ·distributed to the public at large; it goes to the

14· · · ·College; isn't that correct?

15· ·A· ·That would be correct.

16· ·Q· ·You had a discussion about your March 3 email to

17· · · ·Dr. Halowski, and I believe you said you didn't receive

18· · · ·a response.· This isn't a gotcha question, I just want

19· · · ·to say to you that Dr. Halowski, his recollection, is

20· · · ·that there was, in fact, a response, and it was a March

21· · · ·4 email to you, where he essentially said, Thank you

22· · · ·for your note, I'm going to send this to counsel.· I'm

23· · · ·just asking if that refreshes your memory about getting

24· · · ·a response.

25· ·A· ·Yes, that is very correct, but no further follow-up to

26· · · ·that.



·1· ·Q· ·Just wanted to be clear that it wasn't unanswered.

·2· · · · · · You had a discussion about I think your

·3· · · ·apprehension with coming forward to the College, and

·4· · · ·you said you were reluctant to do so because you felt

·5· · · ·the College would not be supportive, but isn't it fair

·6· · · ·to say from June until December, you really didn't

·7· · · ·reach out to test the College's temperature, so to

·8· · · ·speak, on this?

·9· ·A· ·That is correct, but I also, as previously stated, did

10· · · ·not believe that it was the College's position to hear

11· · · ·my private health information, and so that is another

12· · · ·reason why I didn't reach out to the College.

13· ·Q· ·I think you'd agree with me though when you do your

14· · · ·annual practice permit renewal, there are questions

15· · · ·that go to your personal and private information.· You

16· · · ·have to disclose fitness to practice issues and those

17· · · ·types of things, and you would routinely send that to

18· · · ·the College, wouldn't you?

19· ·A· ·Did you say "fitness practice issues"?

20· ·Q· ·Sorry, fitness to practice is what I said.

21· ·A· ·Yes.

22· ·Q· ·You had a discussion with Mr. Kitchen at a number of

23· · · ·points about consent and informed consent regarding

24· · · ·masking, and I think you said that the College's

25· · · ·mandatory masking requirement for you violated consent,

26· · · ·and I'm going to suggest to you that that's the wrong



·1· · · ·way about looking at consent, and that patient consent

·2· · · ·is the proper way to frame that phrase, and it's about

·3· · · ·getting consent from a patient to treatment.· So the

·4· · · ·College doesn't have to get consent from members, do

·5· · · ·they, to Standards of Practice or things like the

·6· · · ·Pandemic Directive?

·7· ·A· ·I would disagree with that because my position would be

·8· · · ·the wearing of a mask is a medical procedure or a

·9· · · ·treatment, and, as such, it requires informed consent.

10· ·Q· ·Aren't all of the College's requirements though, like

11· · · ·infection control, those kinds of things, wouldn't it

12· · · ·be a little unusual to say members have to consent to

13· · · ·all those types of things?

14· ·A· ·I'd have to say that mandating a mask poses an imminent

15· · · ·risk to mental or physical harm, whereas infectious

16· · · ·measures perhaps don't carry that imminent risk to

17· · · ·harm, and so I would disagree with that.

18· ·Q· ·Well, we'll agree to disagree on whether consent really

19· · · ·applies here then.

20· · · · · · One thing to be clear though, the College in the

21· · · ·Pandemic Directive never said there must be masking for

22· · · ·patients, correct?

23· ·A· ·That is correct.

24· ·Q· ·You had a discussion about what happened when you

25· · · ·stopped masking and how patients reacted, and I think

26· · · ·you said most never said a thing, 99 percent were



·1· · · ·unconcerned, but, Dr. Wall, isn't it fair to say that

·2· · · ·patients don't vote on what standards apply to their

·3· · · ·health care provider?

·4· · · ·MR. KITCHEN:· · · · · · ·I take an issue with that,

·5· · · ·because that's not a proper quote from what Dr. Wall

·6· · · ·said, he didn't say anything about 99 percent.· So

·7· · · ·perhaps we need to go back to the record, but,

·8· · · ·Mr. Maxston, I only object to that question because

·9· · · ·you're putting words in Dr. Wall's mouth that aren't

10· · · ·his.

11· · · ·MR. MAXSTON:· · · · · · ·You know, I think he did say

12· · · ·99 percent, but that's really not the point of my

13· · · ·question, (INDISCERNIBLE) just forgetting than that

14· · · ·(INDISCERNIBLE) --

15· ·Q· ·MR. MAXSTON:· · · · · ·But I think you had a -- made

16· · · ·a comment that most of your patients never said a

17· · · ·thing, but, again, my question is then patients don't

18· · · ·vote on what you should or shouldn't apply as part of

19· · · ·your practice when it comes to your college; they don't

20· · · ·tell you what to do; is that not correct?

21· ·A· ·That's correct.

22· ·Q· ·You, in response to a question about why so many

23· · · ·patients were understanding, you mentioned that there

24· · · ·was patient trust and character, and you said that

25· · · ·there was no risk of harm to your patients.· And I'm

26· · · ·going to suggest to you that that's, frankly, kind of



·1· · · ·an astonishing statement to make.· Are you absolutely

·2· · · ·confident that not masking poses absolutely no risk to

·3· · · ·your patients?

·4· ·A· ·Yes.

·5· ·Q· ·I want to turn to some of the questions you had with

·6· · · ·Mr. Kitchen about the phone discussion you had with

·7· · · ·Mr. Lawrence, and I think you mentioned that the

·8· · · ·College was in a difficult place, but their role is

·9· · · ·protecting the public.· You've talked about literature

10· · · ·not supporting masking and kind of talked about what I

11· · · ·think you felt were Mr. Lawrence's -- the tone of his

12· · · ·comments.· But I just want to be clear, Mr. Lawrence,

13· · · ·at that stage, is the Complaints Director; he's not

14· · · ·making any findings of unprofessional conduct, is he?

15· ·A· ·That's --

16· ·Q· ·I don't mean to trick you, that's the Hearing Tribunal,

17· · · ·isn't it?

18· ·A· ·I would agree, yes.

19· ·Q· ·So you talked to Mr. Kitchen about the commencement of

20· · · ·an investigation, and that's a discretion that a

21· · · ·Complaints Director has, correct?

22· ·A· ·Yes.

23· ·Q· ·And, again, this isn't a gotcha question, but Section

24· · · ·65 of the HPA allows a Complaints Director to seek a

25· · · ·suspension; is that not accurate?

26· ·A· ·Yes.



·1· ·Q· ·And I think you said in response to, again, one of the

·2· · · ·questions about Mr. Lawrence's interaction with you,

·3· · · ·you said that Mr. Lawrence advised you that he was

·4· · · ·fulfilling his public protection duty; is that

·5· · · ·accurate?

·6· ·A· ·Yes.

·7· ·Q· ·Mr. Kitchen asked you a question about what happened

·8· · · ·after your discussion with Mr. Lawrence.· I think there

·9· · · ·was a question about whether Mr. Lawrence asked you

10· · · ·anything about your private life, and you said no, and

11· · · ·the question was something along the lines --

12· · · ·MR. MAXSTON:· · · · · · ·-- Mr. Kitchen, you can jump

13· · · ·in --

14· ·Q· ·MR. MAXSTON:· · · · · ·-- did you then feel free to

15· · · ·decide to wear or not wear a mask, and your answer was,

16· · · ·no, you felt the strong arm of the College was about to

17· · · ·step in and stop your practice.· But it really wasn't

18· · · ·the College that stepped in to stop your practice, it

19· · · ·was AHS, wasn't it?

20· ·A· ·Well, it was AHS that closed my practice in December,

21· · · ·but it was the College that was ensuing the

22· · · ·investigation further and looking into the suspension

23· · · ·of my licence.

24· ·Q· ·Again, what I think I was really getting at is your

25· · · ·wording was that you were afraid the College was going

26· · · ·to step in and stop you from practicing, but the



·1· · · ·College never did that ultimately.· Dr. Linford didn't

·2· · · ·do that, and it was AHS that did that?

·3· ·A· ·Yes, but this is still an ongoing investigation, and

·4· · · ·the College still has the possibility of shutting my

·5· · · ·practice down if they deem so at the end of the

·6· · · ·hearing.

·7· ·Q· ·And I guess I disagree with you a bit.· I would say it

·8· · · ·would be a Hearing Tribunal not the College, because

·9· · · ·the Hearing Tribunal issues orders.

10· · · · · · You talked about your son practicing at the

11· · · ·clinic, and you indicated that he wasn't masking.· Did

12· · · ·he have a medical exemption note?

13· ·A· ·No, he did not.

14· ·Q· ·He didn't have a doctor's note then is what I'm getting

15· · · ·at?

16· ·A· ·That's correct.

17· ·Q· ·You talked with Mr. Kitchen about the standard

18· · · ·treatment you provide to patients, and you engaged in

19· · · ·an interesting discussion about hand and practice and

20· · · ·chiropractic, filling us all in on the nature of that,

21· · · ·but I really want to stress, I think this is consistent

22· · · ·with Dr. Halowski's testimony yesterday, you would

23· · · ·agree there are other elements of practice, like

24· · · ·educating patients?

25· ·A· ·Absolutely.

26· ·Q· ·And consulting them?



·1· ·A· ·Absolutely.

·2· ·Q· ·Yeah, and you can do that with social distancing?

·3· ·A· ·Absolutely.

·4· ·Q· ·Mr. Kitchen asked you questions about the principles

·5· · · ·that you employ in your practice, which ones are

·6· · · ·important to you, and I think you said the first one is

·7· · · ·do no harm to patients.· Have you ever considered what

·8· · · ·the impact would be if you were wrong about masking?

·9· ·A· ·I'm confident in my understanding of masking to such an

10· · · ·extent that I know it's not harmful.

11· ·Q· ·Mr. Kitchen asked you a question, do you permit

12· · · ·patients to not mask, and I believe you said yes, and

13· · · ·he said why, and you said about freedom to make their

14· · · ·own choices, something along those lines.· I wonder if

15· · · ·you can go back to Exhibit D-2, which is the AHS

16· · · ·rescind order, which re-opened your clinic.· And I'll

17· · · ·just give you and the Tribunal Members a couple of

18· · · ·minutes to go to that.· Are you there, Dr. Wall?

19· ·A· ·Yes, I am.

20· ·Q· ·Okay.· Order Number 4 says:· (as read)

21· · · · · · Dr. Curtis Wall must ensure that all patients

22· · · · · · he treats continuously wear a mask that

23· · · · · · covers their mouth and nose for the duration

24· · · · · · of their time in the clinic, unless they are

25· · · · · · able to provide evidence that they have been

26· · · · · · granted a mask exemption.



·1· · · ·I'm going to suggest to you that you're in breach of

·2· · · ·that order, aren't you, because you don't require a

·3· · · ·mask exemption order or letter?

·4· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, forgive me, I'm

·5· · · ·going to object to your question only on the basis that

·6· · · ·you just called this an order; it's not an order.· If

·7· · · ·you call it what it is, then I have no issue with your

·8· · · ·question.

·9· · · ·MR. MAXSTON:· · · · · · ·Well, you know what, it says

10· · · ·"following conditions".

11· ·Q· ·MR. MAXSTON:· · · · · ·So you're not in compliance

12· · · ·with Condition Number 4 then?

13· ·A· ·That would be correct.

14· ·Q· ·Yeah, and to be clear, the first line says:· (as read)

15· · · · · · Notice is to inform you, on January 5, 2021,

16· · · · · · the undersigned Executive Officer of Alberta

17· · · · · · Health Services rescinded an order.

18· · · ·So they're rescinding an order, and they're placing new

19· · · ·conditions on your practice; that's correct?

20· ·A· ·Correct.

21· ·Q· ·And, again, Order Number 4 -- sorry, Provision Number 4

22· · · ·is something you're not complying with?· Correct?

23· ·A· ·Correct.

24· ·Q· ·You had a discussion --

25· · · ·MR. MAXSTON:· · · · · · ·I'm just mindful of time here;

26· · · ·I think I can wrap this up in just another maybe 5



·1· · · ·minutes.

·2· ·Q· ·MR. MAXSTON:· · · · · ·You had a discussion about

·3· · · ·AHS, and you said that there was really no wiggle room

·4· · · ·from the College as a result of AHS's I guess

·5· · · ·pronouncements, but for seven months, you never

·6· · · ·inquired about whether there was any wiggle room, did

·7· · · ·you?

·8· ·A· ·No, I did not.

·9· ·Q· ·You had a discussion about requiring patients to mask

10· · · ·and causing them harm and discussed your concerns about

11· · · ·oxygen and carbon dioxide, and you said even -- I think

12· · · ·you said even if it's imperceptible, that is, imminent

13· · · ·physical harm and danger; isn't COVID also an imminent

14· · · ·physical harm and danger?

15· ·A· ·If you look at the statistics of people who are dying

16· · · ·from COVID and the recovery rate, 99.97 percent of

17· · · ·people recover, and this is no different than an

18· · · ·average seasonal flu.· And so if an average seasonal

19· · · ·flu is also an imminent risk or harm, then, yes, we

20· · · ·could say they're on the same level.

21· ·Q· ·I think along the same lines a little later on, you

22· · · ·made a comment that COVID-19 isn't an emergency; is

23· · · ·that your recollection?

24· ·A· ·Yes, it is.

25· · · ·MR. MAXSTON:· · · · · · ·This isn't in evidence, so,

26· · · ·Mr. Kitchen, you can object if you want.



·1· ·Q· ·MR. MAXSTON:· · · · · ·But we hear on TV about the

·2· · · ·fourth wave, you heard last year about the first,

·3· · · ·second, third wave, and high ICU numbers and

·4· · · ·hospitalizations.· If COVID isn't an emergency, what

·5· · · ·is?

·6· · · ·MR. KITCHEN:· · · · · · ·I'm going to have to object.

·7· · · ·It's a hypothetical, plus you're bringing in evidence

·8· · · ·that's just not --

·9· · · ·MR. MAXSTON:· · · · · · ·Sure, I'll rephrase it.

10· ·Q· ·MR. MAXSTON:· · · · · ·Why isn't COVID an emergency?

11· · · ·MR. KITCHEN:· · · · · · ·Okay, hold on.· Again, you're

12· · · ·asking an opinion that's completely out of the scope to

13· · · ·give.

14· · · ·MR. MAXSTON:· · · · · · ·Well, Mr. Kitchen, your client

15· · · ·described COVID as not being an emergency, so he's

16· · · ·offered that view.· I'm certainly allowed to question

17· · · ·him about that.

18· · · ·MR. KITCHEN:· · · · · · ·All right --

19· ·Q· ·MR. MAXSTON:· · · · · ·And I'll just base the

20· · · ·question:· Why isn't it an emergency?

21· ·A· ·I'm basing that on the research that I have heard.· I'm

22· · · ·basing that on many people that are well beyond my

23· · · ·knowledge level with respect to emergency --

24· · · ·emergencies and emergency preparedness, and so that is,

25· · · ·again, an opinion based on other expert evidence, not

26· · · ·my own.



·1· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, can you give me 5

·2· · · ·minutes.· I think I can finish up a little bit into the

·3· · · ·lunch hour.· Is that fair?

·4· · · ·THE CHAIR:· · · · · · · ·Yeah, that's fine.

·5· · · ·MR. MAXSTON:· · · · · · ·Okay, I'll try to be quick.

·6· ·Q· ·MR. MAXSTON:· · · · · ·You had an exchange with

·7· · · ·Mr. Kitchen about whether there was any comment from

·8· · · ·the College about which is more important, prescreening

·9· · · ·or masking, and I think you said no, but you'll recall

10· · · ·when I took Dr. Halowski through Exhibits C-21 to C-22,

11· · · ·don't those contain numerous statements where the

12· · · ·College is inviting you to contact the College?

13· ·A· ·Can you rephrase that question, please?

14· ·Q· ·Yeah, you said that there was no comment from the

15· · · ·College about which is more important, prescreening or

16· · · ·masking.· And I'm going to suggest to you that that

17· · · ·really isn't the issue; that you could have reached out

18· · · ·to the College and asked them what was more important.

19· ·A· ·Yes.

20· ·Q· ·You made some comments in response to a question that

21· · · ·you believed that the College consulted with AHS and

22· · · ·that it believes the information is accurate and that

23· · · ·it's relying on that, so would it be fair to say that,

24· · · ·in your view, the College is acting in good faith when

25· · · ·it's carrying out these pandemic steps?

26· ·A· ·According to their idea of good faith, yes.



·1· ·Q· ·There were a number of questions Mr. Kitchen asked you

·2· · · ·about were you surprised by the College doing this, or

·3· · · ·the College created this step, did these things, and I

·4· · · ·think my concern with that was isn't it fair that the

·5· · · ·College is made up of chiropractors?

·6· ·A· ·Yes, a majority of chiropractors, and I believe there

·7· · · ·are some public members.

·8· ·Q· ·Yeah, I think, in fairness, you're quite right on

·9· · · ·council and on Hearing Tribunals, there are public

10· · · ·members, but I think my concern was that the way those

11· · · ·questions were phrased and the way your answers were

12· · · ·phrased, it made it sound like the College was sort of

13· · · ·a third-party entity out there, kind of hovering

14· · · ·around.· The College is made up of chiropractors, and

15· · · ·don't chiropractors vote on these, as councillors, vote

16· · · ·on pandemic directives and standards of practice?

17· ·A· ·I don't know if every individual chiropractor actually

18· · · ·voted on the Pandemic Directive.

19· ·Q· ·I should have been more precise, you're right,

20· · · ·chiropractors on council.

21· ·A· ·Yes.

22· ·Q· ·So these are decisions, at least in part, where public

23· · · ·members made by chiropractors to apply to the

24· · · ·chiropractor profession?

25· ·A· ·That's correct.

26· ·Q· ·You talked about the Pandemic Directive being



·1· · · ·unreasonable because there are no provisions for

·2· · · ·exemptions.· Do you recall Dr. Halowski's testimony

·3· · · ·that, in his knowledge, no other college has exemptions

·4· · · ·for masking?

·5· ·A· ·Yes, I do.

·6· ·Q· ·I'm almost there.· Mr. Kitchen asked you a question to

·7· · · ·the effect of is the College very concerned with

·8· · · ·pleasing the CMOH, and you said -- I think you said

·9· · · ·yes, and there's collaboration between CMOH and AHS and

10· · · ·the College.· That's really your opinion though; you

11· · · ·don't -- haven't tendered any evidence to support that,

12· · · ·have you?

13· ·A· ·No evidence tendered, but it stands to reason that

14· · · ·there has to be collaboration between the College and

15· · · ·Alberta Health Services.

16· ·Q· ·One of Mr. Kitchen's final comments, and this is my --

17· · · ·I think my final question was do you believe you've

18· · · ·breached any CMOH orders, and you said no.· But isn't

19· · · ·it fair that when we look at the AHS closure order,

20· · · ·they referred to CMOH orders being breached, and that's

21· · · ·why they closed the clinic?

22· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, I don't know that

23· · · ·you're -- I think you're misleading here, because you

24· · · ·are saying --

25· · · ·MR. MAXSTON:· · · · · · ·(INDISCERNIBLE)

26· · · ·MR. KITCHEN:· · · · · · ·-- well, you're saying in your



·1· · · ·question that there's a breach of a CMOH order.· Well,

·2· · · ·that's kind of an ultimate issue.· If there was no

·3· · · ·doctor's note from Dr. Wall verifying that he fell into

·4· · · ·an exemption, I'd agree with you, but --

·5· · · ·MR. MAXSTON:· · · · · · ·You know what I'm going to do,

·6· · · ·I'm going to -- it's a fair comment, Mr. Kitchen.

·7· ·Q· ·MR. MAXSTON:· · · · · ·Just very briefly, Dr. Wall,

·8· · · ·can you go to the closure notice, which is Exhibit D-1.

·9· · · ·I'll get everybody to do that, and, I'm sorry, this is

10· · · ·my last question.

11· · · · · · And, Dr. Wall, let me know when you're there, and

12· · · ·I'll start my question then.

13· ·A· ·Yeah, go ahead.

14· ·Q· ·So what I was really getting at is (a) and (b) are kind

15· · · ·of mirror images, this is on page 1, but it says --

16· · · ·I'll just read item (a), and then there's a question:

17· · · ·(as read)

18· · · · · · Practitioner does not wear a face mask while

19· · · · · · providing care within 2 metres distance from

20· · · · · · patients.· This activity could contribute to

21· · · · · · the spread of COVID-19.· This is a breach of

22· · · · · · Section 2(1) of the nuisance and general

23· · · · · · sanitation regulation, which states that [I

24· · · · · · won't read that out] and of Section 26 of the

25· · · · · · CMOH-38-2020, which states that ...

26· · · ·So on the face of it, this order says you're breaching



·1· · · ·a CMOH order.

·2· ·A· ·Yes, on the face of it.

·3· · · ·MR. MAXSTON:· · · · · · ·Okay, those are all my

·4· · · ·questions, Mr. Chair.· Thank you for your indulgence in

·5· · · ·going a little bit into the lunch hour.

·6· · · · · · I welcome Mr. Kitchen's comments, we could

·7· · · ·reconvene at 1:00, we could reconvene at 1:15, whatever

·8· · · ·your decision is.

·9· · · ·THE CHAIR:· · · · · · · ·Before we decide that, can we

10· · · ·get an idea of what the afternoon will look like?

11· · · ·MR. MAXSTON:· · · · · · ·I expect I will be a couple of

12· · · ·hours in questioning Dr. Wall.· I don't know how long

13· · · ·of course Mr. Kitchen's cross-examination -- or, pardon

14· · · ·me, redirect will be, and then, of course, there's your

15· · · ·time for questions.

16· · · · · · I'm hopeful we can get through Dr. Wall today

17· · · ·but --

18· ·Q· ·MR. MAXSTON:· · · · · ·And, Dr. Wall, you've given me

19· · · ·some very short answers at times, which is helpful for

20· · · ·moving ahead, but at other times, I'm sure you're going

21· · · ·to want to elaborate on some of my questions.

22· · · ·MR. MAXSTON:· · · · · · ·And, in fairness, I do have a

23· · · ·lot of questions for Dr. Wall.

24· · · ·THE CHAIR:· · · · · · · ·Okay, Mr. Kitchen, is that

25· · · ·your vision of this afternoon?· I don't see us calling

26· · · ·any other witnesses today, unless we get --



·1· ·MR. KITCHEN:· · · · · · ·I have --

·2· ·THE CHAIR:· · · · · · · ·-- through more quickly.

·3· ·MR. KITCHEN:· · · · · · ·Well, I have one witness

·4· ·standing by, who is one of the four patient witnesses,

·5· ·so it will be quick.· Each one of these four patient

·6· ·witnesses will be quick.· Mr. Maxston and I have talked

·7· ·about this.

·8· · · · So as I see it, we're likely to be done with

·9· ·Dr. Wall by 3:30, 3:45.· I'd like to use the entire day

10· ·to get one more witness in, considering how slow we're

11· ·moving and that -- you know, yesterday, we finished --

12· ·it's my fault, I understand this, but yesterday we

13· ·didn't quite use the full time; I'd like to try to use

14· ·the full time to get in that one extra witness, because

15· ·I cannot see that taking more than an hour total.

16· ·MR. MAXSTON:· · · · · · ·I think maybe, Mr. Kitchen,

17· ·I'd invite your comments, maybe just see where we're at

18· ·by, you know, 3:00, 3:30, and then -- I know it's tough

19· ·to have a witness hanging, but I'm going to be very

20· ·brief with that witness if we get to him or her today.

21· ·MR. KITCHEN:· · · · · · ·Okay, well, I, yeah, that's

22· ·important to me that we at least try to preserve that.

23· ·THE CHAIR:· · · · · · · ·Okay, that's our objective.

24· ·So we will recess for lunch.· It's 10 after 12, so

25· ·let's reconvene at 1:15, and we'll continue with

26· ·Mr. Maxston's cross-examination at that time.· Thank



·1· ·you.

·2· ·_______________________________________________________

·3· ·PROCEEDINGS ADJOURNED UNTIL 1:15 PM

·4· ·_______________________________________________________
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·1· ·Proceedings taken via Videoconference for The Alberta
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·5· ·September 8, 2021· · · · · · ·Afternoon Session

·6

·7· ·HEARING TRIBUNAL

·8· ·J. Lees· · · · · · · · · · · ·Tribunal Chair

·9· ·W. Pavlic· · · · · · · · · · ·Internal Legal Counsel
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13· ·A. Nelson· · · · · · · · · · ·ACAC Hearings Director

14
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19· ·J.S.M. Kitchen· · · · · · · · Legal Counsel
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21· ·K. Schumann, CSR(A)· · · · · ·Official Court Reporter

22· ·_______________________________________________________

23· ·(PROCEEDINGS RECOMMENCED AT 1:15 PM)

24· ·THE CHAIR:· · · · · · · ·Okay, it's 1:15.· Mr. Kitchen,

25· ·you're okay; your technology is okay?

26· ·MR. KITCHEN:· · · · · · ·I'm ready to go.



·1· ·THE CHAIR:· · · · · · · ·Okay.

·2· ·MR. KITCHEN:· · · · · · ·Can you hear me?· Good.

·3· ·THE CHAIR:· · · · · · · ·Yes, we can hear and see you.

·4· · · · So, Mr. Maxston, the floor is yours.

·5· ·Discussion

·6· ·MR. MAXSTON:· · · · · · ·Sure.· Mr. Chair, during the

·7· ·break, I think about 12:15 or so, 12:20, I asked

·8· ·Ms. Nelson to send Mr. Kitchen a document I intend to

·9· ·rely on in cross-examination, and it is the email

10· ·exchange, the March 4 response from Dr. Halowski and

11· ·Dr. Wall's March 3 email to him.

12· · · · I, frankly, don't intend to spend a lot of time

13· ·with that, but I, of course, wanted to send it to

14· ·Mr. Kitchen.· I'm going to get to that probably 5 or 10

15· ·minutes into my examination.· I wonder if Mr. Kitchen

16· ·will consent to Ms. Nelson sending that to the Hearing

17· ·Tribunal Members now.

18· ·MR. KITCHEN:· · · · · · ·Yeah, that's fine.· Just

19· ·forward it to Dr. Wall, so he has a copy.

20· ·MR. MAXSTON:· · · · · · ·And, again, I don't intend to

21· ·spend a lot of time with that.· I think it should

22· ·probably be marked as an exhibit, and I think we might

23· ·be up to H-4 or 5, if we are -- Mr. Chair, and

24· ·Ms. Nelson can do that; she can put it into the

25· ·Dropbox, and we'll ask the court reporter to mark that

26· ·as part of her --



·1· ·MR. KITCHEN:· · · · · · ·I do have an issue with --

·2· ·okay, let me just pull up what you sent me here,

·3· ·because I think I might --

·4· ·MS. NELSON:· · · · · · · I also just want to hop on and

·5· ·let you know, Walter Pavlic is not currently on the

·6· ·call, so I'm just going to give him a call on his cell

·7· ·phone and try to get him in the meeting.· It looks like

·8· ·he's dropped off.

·9· ·THE CHAIR:· · · · · · · ·Yeah, and my oversight.· Thank

10· ·you, Amber.

11· ·MR. MAXSTON:· · · · · · ·Mine as well.· Maybe,

12· ·Mr. Kitchen, we should not discuss this further until

13· ·Mr. Pavlic comes online.

14· ·MR. KITCHEN:· · · · · · ·That's fine.· Yeah, no, but I

15· ·do want to discuss a point with you.

16· ·MR. MAXSTON:· · · · · · ·Yeah.

17· ·(ADJOURNMENT)

18· ·MR. MAXSTON:· · · · · · ·Mr. Pavlic, just before you

19· ·came on, I mentioned to the Chair that, I think about

20· ·12:15 or 12:30, I asked Ms. Nelson to send Mr. Kitchen

21· ·a document by email that I intend to rely on in

22· ·cross-examination, and it is the March 3, 2020 email

23· ·from Dr. Wall to Todd Halowski, and Dr. Halowski's

24· ·March 4 response.· I'm going to briefly refer to that

25· ·in my cross-examination.· I would like that to be

26· ·entered as an exhibit, and I understand Mr. Kitchen



·1· ·might have some questions about that, so I'll turn the

·2· ·floor over to him.

·3· ·MR. KITCHEN:· · · · · · ·I received instructions from

·4· ·my client, and there's no objection to putting that in

·5· ·as is.

·6· ·THE CHAIR:· · · · · · · ·Okay, thanks, Mr. Kitchen.· So

·7· ·if we could have that document shared to the members of

·8· ·the Hearing Tribunal and --

·9· ·MS. NELSON:· · · · · · · So what I'm going to do, I'm

10· ·going to add it to the Dropbox file, you should all

11· ·still have access to that file.· I'm going to put it in

12· ·File H, so you can find it there.· Just give me about 2

13· ·minutes to add that in, and I'll let you know when it's

14· ·there for your review.

15· ·THE CHAIR:· · · · · · · ·Would it be possible to email

16· ·it?

17· ·MS. NELSON:· · · · · · · Sure, yeah, I can email it

18· ·instead if that's easier for everyone.

19· ·THE CHAIR:· · · · · · · ·It's certainly easier for me

20· ·than having to go in and getting into the Dropbox

21· ·again.

22· ·MS. NELSON:· · · · · · · Okay, so what I'll do I'll

23· ·send everyone an email now, all the Tribunal Members,

24· ·so you have it, and then while the hearing's in

25· ·session, I'll still upload it to Dropbox, so, Karoline,

26· ·you'll be able to find it in File H.



·1· · · · · · EXHIBIT H-7 - Response to Curtis Wall Re -

·2· · · · · · Vaccinations

·3· · · ·THE CHAIR:· · · · · · · ·Excellent, thank you, Amber.

·4· · · · · · Mr. Maxston, are you going to start with this

·5· · · ·document?

·6· · · ·MR. MAXSTON:· · · · · · ·No, I think in about 10

·7· · · ·minutes I'll get to it, and it will be very brief, so I

·8· · · ·wonder if I might just start now, and when I get to

·9· · · ·that, I'll get to that document, I'll make sure

10· · · ·everybody's been able to access it.

11· · · ·THE CHAIR:· · · · · · · ·I think that's a wise idea.

12· · · ·Let's use the time.

13· · · ·DR. CURTIS WALL, Previously Sworn, Cross-examined by

14· · · ·Mr. Maxston

15· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Wall, I'm just going

16· · · ·to ask you a couple of questions about your educational

17· · · ·background baed on what Mr. Kitchen said, and I

18· · · ·understand you graduated from Palmer College in

19· · · ·Davenport, Iowa, in 1996.· Did you receive any public

20· · · ·health education at Palmer?

21· ·A· ·Yes.

22· ·Q· ·And was that health education in relation to public

23· · · ·disease management?

24· ·A· ·No, it was not.· It was a very basic course, going over

25· · · ·basic microbiology and discussing infectious diseases,

26· · · ·but not in management.



·1· ·Q· ·And do you have any advance training or degrees in

·2· · · ·public health?

·3· ·A· ·No, I do not.

·4· ·Q· ·When you graduated from Palmer, do you recall taking an

·5· · · ·oath that included, in part, an obligation to preserve

·6· · · ·the integrity of the profession?

·7· ·A· ·Yes, I do.

·8· ·Q· ·You came a licensed chiropractor in 1996 in Alberta I

·9· · · ·understand, and I believe you said this during your

10· · · ·discussion with Mr. Kitchen, but would you agree that

11· · · ·practicing in the profession of chiropractic is a

12· · · ·privilege not a right?

13· ·A· ·Yes, I would.

14· ·Q· ·And would you also agree that the chiropractic

15· · · ·profession is a self-regulating profession under the

16· · · ·Health Professions Act in Alberta?

17· ·A· ·Yes, it is.

18· ·Q· ·I'm not going to ask you to go to this, but are you

19· · · ·familiar with Section 3 of the Health Professions Act

20· · · ·and the public protection mandate it establishes for

21· · · ·colleges?

22· ·A· ·I believe I've read through it, yes.

23· ·Q· ·You're also, I'm assuming, familiar with the fact that

24· · · ·the College, as a regulator, governs the conduct of

25· · · ·chiropractors in their professional capacities?

26· ·A· ·Yes, I'm aware of that.



·1· ·Q· ·Section 3 of the HPA, and, again I'm not asking you to

·2· · · ·go there, talks about the College establishing and

·3· · · ·enforcing requirements for the profession, and I just

·4· · · ·want to take you through a couple of things quickly

·5· · · ·here.· You would agree that the College sets initial

·6· · · ·registration requirements?

·7· ·A· ·Yes.

·8· ·Q· ·For the profession?

·9· ·A· ·Yes.

10· ·Q· ·And that's mandatory?

11· ·A· ·That's correct.

12· ·Q· ·And happily, you met those requirements a few years

13· · · ·ago?

14· ·A· ·Yes.

15· ·Q· ·There are annual practice permit renewal requirements?

16· ·A· ·Yes, there are.

17· ·Q· ·And those are mandatory?

18· ·A· ·Yes.

19· ·Q· ·The College has a continuing competence program; is

20· · · ·that correct?

21· ·A· ·Yes, it does.

22· ·Q· ·And is that mandatory in order to keep practicing?

23· ·A· ·Yes, it is.

24· ·Q· ·You're aware that the College creates Standards of

25· · · ·Practice and Codes of Ethics?

26· ·A· ·Yes, I am.



·1· ·Q· ·You're aware that the College creates practice visits?

·2· ·A· ·Yes.

·3· ·Q· ·For members?

·4· ·A· ·Yes.

·5· ·Q· ·And a participation and practice visit is mandatory,

·6· · · ·isn't it?

·7· ·A· ·Can you explain a practice visit?

·8· ·Q· ·If the College sends someone out to do a practice visit

·9· · · ·under the Health Professions Act, and they come to your

10· · · ·clinic and assess what's occurring at the clinic,

11· · · ·that's what I'm referring to.

12· ·A· ·Yeah, I think there are definitely parameters

13· · · ·surrounding that.· It's -- I'm not sure that the

14· · · ·College can just randomly come to a practice.· I think

15· · · ·there has to be some reason behind it, to my knowledge.

16· ·Q· ·Yeah, and I think I'm referring to the practice visit

17· · · ·program established under the HPA, and I think you're

18· · · ·quite right, there are some parameters for how practice

19· · · ·visits occur.

20· · · · · · I'd like to ask you to go to the Standards of

21· · · ·Practice -- I'm just going to digress for a moment --

22· · · ·the Standards of Practice are in Exhibit A-11, and I'm

23· · · ·not going to be long on this, but once you're there on

24· · · ·A-11 and Tribunal Members are there, I'm going to ask

25· · · ·you to go to page 20 and the standard of practice for

26· · · ·recordkeeping.· And that's Standard of Practice 5.1.



·1· ·A· ·Yeah, I'm there.

·2· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'll assume, unless

·3· · · ·someone waves their hand, everybody else is at Standard

·4· · · ·5.1.

·5· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, my purpose in taking

·6· · · ·you to this, number one, to flag that it addresses

·7· · · ·recordkeeping requirements, and it says:· (as read)

·8· · · · · · Patient health records must be dated,

·9· · · · · · accurate, legible, and comprehensive.

10· · · ·You'd agree that's mandatory?

11· ·A· ·Yes, I would.

12· ·Q· ·(as read)

13· · · · · · All services provided by the chiropractor

14· · · · · · must be documented by the chiropractor and

15· · · · · · entries must be clearly identifiable as

16· · · · · · having been made by the chiropractor.

17· · · ·Again, a mandatory requirement, correct?

18· ·A· ·Correct.

19· ·Q· ·And if you skip down a couple of lines, there's a

20· · · ·paragraph that says:· (as read)

21· · · · · · All patient health records must include the

22· · · · · · following information.

23· · · ·And there's some bullets, "Personal Information

24· · · ·History", "Physical Exam", "Findings", "Written

25· · · ·Diagnosis".· You would agree that that's a mandatory

26· · · ·set of contents for your records?



·1· ·A· ·Correct.

·2· ·Q· ·Is it fair to say that, until you independently decided

·3· · · ·that you weren't going to follow the Pandemic

·4· · · ·Directive, that you always follow ACAC requirements?

·5· ·A· ·That's correct.

·6· ·Q· ·I think you describe yourself as a fairly compliant

·7· · · ·person, and I'm not surprised to hear that.· I'm

·8· · · ·wondering if I can get you to go to the notice of

·9· · · ·hearing, which is Exhibit A-1.· It's the first

10· · · ·document.· I just want to take you through it.

11· ·A· ·I'm good to go.

12· ·Q· ·Okay.· So I want to be careful, Mr. Kitchen can jump in

13· · · ·here, but I don't think we ever heard -- we talked

14· · · ·about this at the beginning of the hearing, but I don't

15· · · ·think we ever heard from you whether you are denying or

16· · · ·contesting the charges and are saying they don't

17· · · ·constitute unprofessional conduct.· I assume you're

18· · · ·going to agree that that's what you're doing in the

19· · · ·hearing?

20· ·A· ·Can you repeat that, sorry?

21· ·Q· ·Yeah, you're contesting the charges; you're arguing

22· · · ·that you did not commit unprofessional conduct?

23· ·A· ·That is correct.

24· ·Q· ·Okay.· I'm going to take you through each of the

25· · · ·charges, and I want to be very clear, I'm not asking

26· · · ·you to make admissions of unprofessional conduct; I'm



·1· · · ·more interested in the facts in the charges are the

·2· · · ·factual foundation.

·3· · · · · · So Charge 1 says:· (as read)

·4· · · · · · Beginning on or about June of 2020 and at the

·5· · · · · · Wall Chiropractic Clinic:· (a), [you] failed

·6· · · · · · to use PPE, specifically failed to wear a

·7· · · · · · mask; (b), failed to observe the required 2

·8· · · · · · metres of social distancing when unmasked;

·9· · · · · · (c), until on or about December 2020, failed

10· · · · · · to have a plexiglass barrier at the clinic

11· · · · · · reception and/or did not require patients to

12· · · · · · mask; [and then] when he interacted with

13· · · · · · patients, members of the public, or both.

14· · · ·Do you dispute any of those facts?

15· ·A· ·No, I do not.

16· ·Q· ·And if we go to Charge Number 2:· (as read)

17· · · · · · Beginning on or about June of 2020 in the

18· · · · · · clinic, one or more staff members of the

19· · · · · · clinic, the staff, failed to use PPE,

20· · · · · · specifically staff failed to wear masks; (b),

21· · · · · · failed to observe the required 2 metres of

22· · · · · · social distancing when unmasked and/or, (c),

23· · · · · · did not require patients to be masked when

24· · · · · · they interacted with patients, members of the

25· · · · · · public, or both.

26· · · ·Again, I'm not asking you to make an admission of



·1· · · ·unprofessional conduct, but do you accept those facts?

·2· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, I don't mind the

·3· · · ·question, but, in general, I'm going to ask that you

·4· · · ·break it up for each one of these pieces.

·5· · · ·MR. MAXSTON:· · · · · · ·Sure, I'm happy to do that.

·6· · · ·MR. KITCHEN:· · · · · · ·Okay, thank you.

·7· · · ·MR. MAXSTON:· · · · · · ·Yeah.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Let's go to 2(a), do you

·9· · · ·dispute those facts, Dr. Wall?

10· ·A· ·No, I do not.

11· ·Q· ·And similarly for 2(b)?

12· ·A· ·No, I do not.

13· ·Q· ·And similarly for 2(c)?

14· ·A· ·No, I do not.

15· ·Q· ·Okay, we go to Charge Number 3:· (as read)

16· · · · · · Beginning on or about June 2020, Dr. Wall

17· · · · · · treated patients while not wearing a mask

18· · · · · · and/or did not require patients to be masked,

19· · · · · · and, (a), he did not advise patients of the

20· · · · · · increased risk of transmission of COVID-19

21· · · · · · due to masks being worn.

22· · · ·Do you agree with that factually?

23· ·A· ·Like "masks not being worn" I believe is --

24· ·Q· ·Yeah.

25· ·A· ·-- what you meant?

26· ·Q· ·Yeah, sorry, yeah.



·1· ·A· ·That's correct.

·2· ·Q· ·And (b):· (as read)

·3· · · · · · He advised patients that masks were not

·4· · · · · · required.

·5· · · ·Is that factually accurate?

·6· ·A· ·Correct.

·7· ·Q· ·And (c):· (as read)

·8· · · · · · He advised patients that wearing masks had no

·9· · · · · · effect concerning transmission of COVID-19.

10· · · ·Is that accurate factually?

11· ·A· ·Correct.

12· ·Q· ·So if we go to Charge Number 4:· (as read)

13· · · · · · Beginning on or about June of 2020, Dr. Wall

14· · · · · · failed to chart and/or failed to properly

15· · · · · · chart communications with his patients about,

16· · · · · · (a), him not wearing a mask.

17· · · ·Would you agree with that?

18· ·A· ·Yes, I would.

19· ·Q· ·(b):· (as read)

20· · · · · · His staff not wearing masks.

21· · · ·Would you agree with that?

22· ·A· ·Yes, I would.

23· ·Q· ·And (c):· (as read)

24· · · · · · His patients not wearing masks?

25· ·A· ·Yes, I would.

26· ·Q· ·And then, finally, Charge Number 5:· (as read)



·1· · · · · · Beginning on or about June of 2020, Dr. Wall

·2· · · · · · and/or the staff, (a), failed to follow CMOH

·3· · · · · · orders regarding masking and COVID-19.

·4· · · ·Do you accept that factually?

·5· ·A· ·Yes.

·6· ·Q· ·And (b):· (as read)

·7· · · · · · Failed to follow the ACAC Pandemic Practice

·8· · · · · · Directive.

·9· · · ·Do you agree with that factually?

10· ·A· ·Partially, but, yes, with respect to masking; is that

11· · · ·what that (b) would be?

12· ·Q· ·Yeah, I would -- yes, I think, in fairness to you, I'm

13· · · ·thinking of masking, social distancing, and the

14· · · ·plexiglass barrier.

15· ·A· ·Correct, yeah.

16· ·Q· ·Okay, thank you.· So I think, Dr. Wall, it's fair to

17· · · ·say that you're arguing that you have an exemption to

18· · · ·masking, but you're also calling four experts who will

19· · · ·dispute the science behind masking, they'll argue that

20· · · ·masking causes harm, and argue that masking isn't

21· · · ·necessary.· Is that your position as well; it's not

22· · · ·just that you have a medical exemption?

23· ·A· ·That is correct.

24· ·Q· ·And aside from any exemption for your anxiety disorder

25· · · ·personally not masking, is it not fair to say you don't

26· · · ·believe in masking generally in terms of COVID for a



·1· · · ·number of reasons?

·2· · · ·MR. KITCHEN:· · · · · · ·You're going to have to get a

·3· · · ·little more specific.· I don't necessarily object to

·4· · · ·the question generally, but you're going to have to be

·5· · · ·a little more specific about what you mean about

·6· · · ·belief.

·7· ·Q· ·MR. MAXSTON:· · · · · ·So I'll ask the question a

·8· · · ·little differently.· You don't believe in masking

·9· · · ·generally in terms of COVID-19 as a preventative

10· · · ·measure?

11· ·A· ·Correct.

12· ·Q· ·And just to be clear, you don't believe that

13· · · ·chiropractors should have to mask or social distance or

14· · · ·use plexiglass barriers; is that fair?

15· ·A· ·Correct.

16· ·Q· ·I'd like to take you to Exhibit A-11, another standard

17· · · ·of practice, and specifically page 15, which is

18· · · ·Standard of Practice 4.3.· And I'm sorry, Dr. Wall,

19· · · ·we're going to skip around a little bit with the

20· · · ·documents this afternoon, but I'll let you and the

21· · · ·Tribunal Members get to that document, and then I'll --

22· · · ·I've got a few questions for you.

23· · · ·THE CHAIR:· · · · · · · ·Would you repeat that document

24· · · ·number, again, please.

25· · · ·MR. MAXSTON:· · · · · · ·Yes, Mr. Chair, it's A-11, the

26· · · ·Standards of Practice, and more specifically I'd like



·1· · · ·you to go to page 15, which is 4.3, "Infection

·2· · · ·Prevention and Control".

·3· · · ·THE CHAIR:· · · · · · · ·Thank you.

·4· ·Q· ·MR. MAXSTON:· · · · · ·So, Dr. Wall, we heard

·5· · · ·Dr. Halowski give some evidence about this standard,

·6· · · ·and you'd agree with me that this standard was in place

·7· · · ·before COVID?

·8· ·A· ·Yes, I would.

·9· ·Q· ·And you would agree that it was binding on you and is

10· · · ·binding on you?

11· ·A· ·Yes.

12· ·Q· ·You'll see at the end of the first paragraph, just

13· · · ·before the colon, it says "Chiropractors must", and

14· · · ·then it sets out a number of duties that you have -- I

15· · · ·shouldn't say "duties", I should say obligations.

16· · · ·Would you agree with me that those bullets that follow

17· · · ·are all musts, for lack of a better phrase?

18· ·A· ·I'm sorry, are you still on 4.3?

19· ·Q· ·Yeah, I'm just looking at that series of bullets.· The

20· · · ·first one says:· (as read)

21· · · · · · Remain current and generally accepted routine

22· · · · · · practices.

23· · · ·And I'm just looking at the -- just before that, it

24· · · ·says:· (as read)

25· · · · · · In their clinical practice, chiropractors

26· · · · · · must ...



·1· · · ·And my question was all those bullets are musts, if I

·2· · · ·read this correctly; would you agree with that?

·3· ·A· ·Yes, I would.

·4· ·Q· ·And is it your evidence that you've complied with this

·5· · · ·standard of practice at all times?

·6· ·A· ·Let me take a minute and just read those bullets,

·7· · · ·please.· It would appear that the protective barrier,

·8· · · ·if that is referring to the plastic barrier, was

·9· · · ·something that I did not do.· So that one bullet,

10· · · ·there's --

11· ·Q· ·You know, Dr. Wall, I'm not trying to sort of trick you

12· · · ·here.· I had a question specifically, frankly, about

13· · · ·the second-last bullet.· It says:· (as read)

14· · · · · · Must utilize appropriate personal protective

15· · · · · · equipment in circumstances indicating such

16· · · · · · measures.

17· · · ·I think you'd agree you're not complying with that

18· · · ·because you're not complying with the Pandemic

19· · · ·Directive?

20· ·A· ·Correct.

21· ·Q· ·And, again, on its face, to be fair to you.· I'd like

22· · · ·to turn to the emails that were just entered as an

23· · · ·exhibit, and we have your March 3, 2020 email, and as I

24· · · ·asked you during my brief questions before, I asked you

25· · · ·to just refresh your memory, and you would acknowledge

26· · · ·now that Dr. Halowski did respond on March 4 to your



·1· · · ·email?

·2· ·A· ·Yes, I would.

·3· ·Q· ·I'm looking at your email, and I just have a couple of

·4· · · ·quick questions about it.· The second paragraph says:

·5· · · ·(as read)

·6· · · · · · I fully recognize the position chiropractors

·7· · · · · · are in with respect to being governed under

·8· · · · · · the HPA, and I intend to follow any

·9· · · · · · guidelines and rules put forth to our

10· · · · · · profession through Standards of Practice and

11· · · · · · bylaws.

12· · · ·Can you tell me why you said that?

13· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, I understood that

14· · · ·you were putting this document in so that you could

15· · · ·discuss about whether or not there was a response.· Now

16· · · ·you're asking a question about the substance of the

17· · · ·email.

18· · · ·MR. MAXSTON:· · · · · · ·I don't think I said I was

19· · · ·confining my questions; I was putting it in to be used

20· · · ·for cross-examination, and I only have a couple

21· · · ·questions.

22· · · ·MR. KITCHEN:· · · · · · ·Well, I don't think the

23· · · ·substance of the email is relevant.· You and I have

24· · · ·both seen the email.· There's nothing in there about

25· · · ·masking or the ACAC Pandemic Directive or any of that.

26· · · ·The contents of the email aren't relevant.· It's not a



·1· ·relevant question.

·2· ·MR. MAXSTON:· · · · · · ·Well, I would disagree.

·3· ·There's a comment in the second paragraph I'm taking

·4· ·your client to about compliance with future

·5· ·requirements of the College, so I guess we'll ask the

·6· ·Tribunal to let us know whether I can ask that

·7· ·question.

·8· ·MR. KITCHEN:· · · · · · ·Well, I now admit I didn't ask

·9· ·you this, but you did not indicate when you asked for

10· ·my consent to put this email in that you were going to

11· ·ask substantive questions on the content of what

12· ·Dr. Wall said in the email.· I understood you to mean

13· ·you were putting it in to show that it was sent and

14· ·that Halowski -- Dr. Halowski sent a response, which I

15· ·have no issue with.

16· ·MR. MAXSTON:· · · · · · ·Well, I --

17· ·MR. KITCHEN:· · · · · · ·So I'm going to object to

18· ·questions on content, and I guess I'm going to have to

19· ·object to you putting the document in for the purposes

20· ·of asking substantive questions on the content of the

21· ·email that Dr. Wall sent, which is irrelevant to these

22· ·proceedings.

23· ·MR. MAXSTON:· · · · · · ·Well, I think it is, and when

24· ·I mentioned my intention to have this entered, I said I

25· ·intend to refer to it briefly during cross-examination.

26· ·I didn't put any parameters on it, and I --



·1· ·MR. KITCHEN:· · · · · · ·Well, I was trying to be --

·2· ·you know, because I don't want to unduly contest

·3· ·things, okay?· So that's why I didn't contest is

·4· ·because I didn't understand you to mean, and you didn't

·5· ·say you were going to ask questions on the contents.

·6· ·MR. MAXSTON:· · · · · · ·Well, I'm just going to say

·7· ·that in my experience when you tender a document to be

·8· ·used in cross-examination, it's not limited.· I don't

·9· ·have to say that I'm going to ask questions on 'X',

10· ·'Y', and 'Z'; I simply say I intend to refer to this.

11· · · · So, again, I think it's relevant, my client thinks

12· ·it's relevant, it talks about compliance issues, and

13· ·it's in March of 2020 just before COVID hits and the

14· ·directive comes out.· I don't have a lot of questions,

15· ·but I'd like to ask them, so I think we'll have to ask

16· ·for the Tribunal to let us know what they --

17· ·MR. KITCHEN:· · · · · · ·Well, I'm going to object both

18· ·to the questions, but I'm going to go back to object to

19· ·the document being entered for substantive questions.

20· ·This is similar to the issue we faced last week when I

21· ·asked to have in the evidence that the studies that I

22· ·questioned Dr. Hu about exist, and I was limited to

23· ·asking procedural questions about their existence not

24· ·on contents.· That's what I'm going to ask -- that's

25· ·how I ask this to be treated.

26· ·MR. MAXSTON:· · · · · · ·And I think the difference



·1· ·from my perspective, Mr. Kitchen, is Dr. Hu is an

·2· ·expert, and he was being confronted with expert reports

·3· ·he didn't have any familiarity with, and I think, quite

·4· ·properly, the Tribunal put some parameters on what

·5· ·could be asked.· This is an email exchange that your

·6· ·client knows about, and it's relevant to the issues.

·7· ·I'll let the Hearing Tribunal tell us what --

·8· ·MR. KITCHEN:· · · · · · ·No, but if I had've known, if

·9· ·you had've made your intentions about questioning a

10· ·little more clear, then I would have been in the

11· ·position to object to it being entered for broad

12· ·purposes as opposed to specific narrow purposes.  I

13· ·wasn't given that opportunity.

14· ·MR. MAXSTON:· · · · · · ·Yeah, I think I said I was

15· ·going to refer to it.· And, again, in my experience, in

16· ·cross-examination, when you tender a document, you

17· ·don't have to say what exactly you're going to ask

18· ·about.

19· · · · Anyhow, I've made my submissions on this point.

20· ·THE CHAIR:· · · · · · · ·Yeah, I think we'll take a

21· ·brief recess here so that the Tribunal can discuss this

22· ·and consult with our independent legal counsel.· So if

23· ·we could be moved to a break-out room, please, and

24· ·we'll be back with everybody shortly.· Thank you.

25· ·(ADJOURNMENT)

26· ·THE CHAIR:· · · · · · · ·We've discussed this amongst



·1· · · ·ourselves and with independent legal counsel.· Our

·2· · · ·decision is that the questioning can be allowed.· We

·3· · · ·feel the document is relevant.· Cross-examination is

·4· · · ·not limited in this regard.· We don't feel that the

·5· · · ·situation with Dr. Hu and the medical -- or the studies

·6· · · ·is directly comparable.· And, Mr. Kitchen, you have an

·7· · · ·opportunity to address anything raised in redirect

·8· · · ·examination of Dr. Wall.· So on that basis,

·9· · · ·Mr. Maxston, subject to any further objections from

10· · · ·Mr. Kitchen, please carry on.

11· · · ·MR. MAXSTON:· · · · · · ·Yeah, I'll be brief,

12· · · ·Mr. Chair.

13· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, I've taken you to

14· · · ·the second paragraph that says:· (as read)

15· · · · · · I fully recognize the position chiropractors

16· · · · · · are in with respect to being governed under

17· · · · · · the HPA, and I intend to follow any

18· · · · · · guidelines and rules put forth to our

19· · · · · · profession through Standards of Practice and

20· · · · · · bylaws.

21· · · ·And my question to you was why did you make that

22· · · ·statement?

23· ·A· ·I made that statement because I'm a compliant

24· · · ·chiropractor, and I, for the last 25 years, have upheld

25· · · ·the Standards of Practice and bylaws and the Code of

26· · · ·Ethics, but nobody could see what was coming around the



·1· · · ·corner a month later, and here we are with different

·2· · · ·Standards of Practice and bylaws through the Pandemic

·3· · · ·Directive that have created the issue that's being

·4· · · ·contested right now.

·5· ·Q· ·So you've changed your view I think is what you're

·6· · · ·saying?

·7· ·A· ·Only to the point that it affects this particular

·8· · · ·hearing.

·9· ·Q· ·And just briefly, this is in March, early March of

10· · · ·2020, before the directive, but you've got

11· · · ·Dr. Halowski's email address at that point, don't you?

12· ·A· ·Yes, I do.

13· ·Q· ·Dr. Wall, I'd like to take you to Exhibits D-8 and D-9,

14· · · ·the two CMOH orders, CMOH Order 38-20 and 42-20.· I am

15· · · ·not going to take you through those in detail.· I've

16· · · ·got some questions for you about them generally, but if

17· · · ·you want to have those in front of you, certainly

18· · · ·that's fine.

19· ·A· ·Okay.

20· ·Q· ·So just putting aside the Pandemic Directive for the

21· · · ·moment, was your understanding with CMOH Order 38-20

22· · · ·that you were required to mask when treating patients?

23· ·A· ·That I was required to mask when treating patients?

24· ·Q· ·M-hm.

25· ·A· ·Yes, yes.

26· ·Q· ·And in fairness to you, you also have taken the



·1· · · ·position that there's an exemption or exception as well

·2· · · ·in this CMOH order; is that correct?

·3· ·A· ·That is correct.

·4· ·Q· ·And when we look at CMOH Order 42-20, and I, again,

·5· · · ·don't want you to go through that, I think it's also

·6· · · ·fair to say that it essentially mirrors 38-20, and

·7· · · ·would you agree there's an requirement for you to mask,

·8· · · ·and then there's an exemption as well?

·9· ·A· ·Yes.

10· ·Q· ·So I think the question I have or the thing I want to

11· · · ·explore with you is really timing.· So in June of 2020,

12· · · ·you decided to not mask and not social distance and not

13· · · ·use barriers; that's fair to say?

14· ·A· ·That's correct.

15· ·Q· ·When we look at the CMOH orders, 38-20 is dated

16· · · ·November 14, 2020, and 42-20 is dated December 11,

17· · · ·2020.· So my question to you is there wasn't a CMOH

18· · · ·order in force in June of 2020 that set out exemptions

19· · · ·for masking; is that correct?

20· ·A· ·Correct.

21· ·Q· ·And, again, I'm not going to take you through this in

22· · · ·detail, but Exhibit F-2 is CMOH Order 16-20, and you'll

23· · · ·probably recall that 16-20, again, is from May 3 of

24· · · ·2020, and it's what we discussed previously in the

25· · · ·hearing about requiring either adherence to the CMOH

26· · · ·schedule, which required masking --



·1· · · ·MR. MAXSTON:· · · · · · ·-- and there's a question

·2· · · ·coming, Mr. Kitchen --

·3· ·Q· ·MR. MAXSTON:· · · · · ·-- or opting into a College

·4· · · ·directive if they had one; is that your recollection?

·5· ·A· ·Yes, it is.

·6· ·Q· ·And would you agree that, when we look at that Exhibit

·7· · · ·F-2, and then there's F-1, the Government of Alberta

·8· · · ·safely staged COVID relaunch, that it was a requirement

·9· · · ·for the College to establish a Pandemic Directive?

10· ·A· ·Yes.

11· ·Q· ·Just bear with me for a moment, Dr. Wall.· Don't mean

12· · · ·to belabour this point, but on Exhibit F-1, which is

13· · · ·the government relaunch document, if I can get you to

14· · · ·go to that, it's Exhibit, again, F-1, "Alberta's safely

15· · · ·staged COVID-19 relaunch".

16· ·A· ·Okay.

17· ·Q· ·Page 2, the second bullet talks about:· (as read)

18· · · · · · Dental and other health care workers will be

19· · · · · · allowed to resume services starting May 4, as

20· · · · · · long as they are following approved

21· · · · · · guidelines set by their professional

22· · · · · · colleges.

23· · · ·You understand that that meant it was mandatory for you

24· · · ·to comply with the Pandemic Directive if you wanted to

25· · · ·re-open?

26· ·A· ·Yes.



·1· ·Q· ·And when we look at CMOH Order 16-20, and, my

·2· · · ·apologies, that's F-2 if you want to look at it, I have

·3· · · ·a couple of quick questions for you.

·4· · · · · · Again, this is the CMOH order that talks about

·5· · · ·colleges creating their own Pandemic Directives.· This

·6· · · ·CMOH order doesn't reference any exemptions, does it?

·7· · · ·And I mean exemptions from masking and social

·8· · · ·distancing.

·9· ·A· ·Not that I can see, yeah.

10· ·Q· ·And you'd agree with me, of course, this is dated May

11· · · ·3, 2020, and it would have been in force in June of

12· · · ·2020 when you decided to not comply?

13· ·A· ·Correct.

14· ·Q· ·Dr. Wall, I'd like you to go to the Pandemic Directive

15· · · ·itself, and we've been using I think Exhibit C-22,

16· · · ·which is the, I'll call it, the most recent version,

17· · · ·January 26th, 2021, although the contents of it

18· · · ·relating to masking et cetera haven't changed.· So I'll

19· · · ·just ask you to go to that, please.

20· ·A· ·Okay.

21· ·Q· ·So I think you may have discussed this with

22· · · ·Mr. Kitchen, but do you recall when you received the

23· · · ·Pandemic Directive?

24· ·A· ·Are you referring to the very first one or this most

25· · · ·recent --

26· ·Q· ·Thank you --



·1· ·A· ·-- one?

·2· ·Q· ·-- yes, thank you, the May 3, 2020 version, thank you.

·3· ·A· ·I believe it was in May, early May.

·4· ·Q· ·Yeah.· And you would have received that as a regulated

·5· · · ·member getting like I guess as part of the normal

·6· · · ·communications from your college?

·7· ·A· ·Correct.

·8· ·Q· ·So I'd like you to go to page 1 of the -- pardon me,

·9· · · ·page 2 of the Pandemic Directive.· Page 1 is kind of an

10· · · ·introductory table of contents.· Item number 1 in the

11· · · ·middle of the page, numbered item 1, says "Follow

12· · · ·all" -- I should go back, there's an opening

13· · · ·sentence -- or opening statement:· (as read)

14· · · · · · As regulated health professionals,

15· · · · · · chiropractors are required to, 1, follow all

16· · · · · · mandates and recommendations from Public

17· · · · · · Health and the Government of Alberta

18· · · · · · regarding your personal and professional

19· · · · · · conduct.· As a regulated health professional

20· · · · · · you have a fiduciary responsibility to follow

21· · · · · · all civil orders that originate from any

22· · · · · · level of government.

23· · · ·Would you agree with that statement?

24· ·A· ·Yes, I would.

25· ·Q· ·And the second one is a little more specific, number 2,

26· · · ·it says, again chiropractors:· (as read)



·1· · · · · · Read and adhere to all communications from

·2· · · · · · the ACAC.

·3· · · ·Would you agree that that's intended to be a binding

·4· · · ·direction from your college?

·5· ·A· ·Yes, I would.

·6· ·Q· ·Dr. Wall, I'm going to ask you to go to page 3 of the

·7· · · ·Pandemic Directive, and in kind of the middle of that

·8· · · ·page, there's a heading that says "Patient Screening",

·9· · · ·and there's some comments there about:· (as read)

10· · · · · · Chiropractors must assess and screen patients

11· · · · · · for symptoms of COVID-19 as per requirements

12· · · · · · of Public Health.

13· · · ·Were you doing patient screening?

14· ·A· ·Yes, I was.

15· ·Q· ·Okay.· If you skip head to page 4 of the Pandemic

16· · · ·Directive, and you go to the bottom of the page, there

17· · · ·is a heading "Hand Hygiene", and if we go to the next

18· · · ·page, there's a -- it's the first complete paragraph:

19· · · ·(as read)

20· · · · · · When hands are visibly soiled, they must be

21· · · · · · cleaned with soap and water, as opposed to

22· · · · · · using alcohol hand-rub.

23· · · ·Again, the word "must" is used.· Were you adhering to

24· · · ·the hand hygiene requirements in this Pandemic

25· · · ·Directive?

26· ·A· ·Yes, I was.



·1· ·Q· ·If we skip ahead a couple of pages to page 6, at the

·2· · · ·top of that page, Dr. Wall, there's a heading of

·3· · · ·"Environment Cleaning and Disinfection", and then there

·4· · · ·are some comments about proper disinfectant products

·5· · · ·and some requirements there.· Were you adhering to the

·6· · · ·environment cleaning and disinfection part of the

·7· · · ·standard?

·8· ·A· ·Yes, I was.

·9· ·Q· ·And if we go to page 7, there's a heading that says

10· · · ·"Required Clinic Environment Adaptions", and it's got

11· · · ·some interesting comments about books, magazines, toys,

12· · · ·et cetera.· Were you adhering to that requirement?

13· ·A· ·Yes, I was.

14· ·Q· ·The next heading on that page is "Physical Distancing",

15· · · ·and I'm going to ask you a question about the very next

16· · · ·page, page 8, and that first black bullet on the top of

17· · · ·that page says:· (as read)

18· · · · · · Non-clinical employees and the public must be

19· · · · · · 2 metres from each other.

20· · · ·And then:· (as read)

21· · · · · · Reception and payment area -- [and there's a

22· · · · · · question coming] -- if 2 metres cannot be

23· · · · · · maintained at reception/payment area, either

24· · · · · · staff must be continuously masked or the

25· · · · · · installation of a plexiglass/plastic barrier

26· · · · · · must occur to protect reception staff.



·1· · · ·I'm assuming that you weren't following this part of

·2· · · ·the Pandemic Directive; the only exception being after

·3· · · ·December 20, you began using plexiglass; is that fair?

·4· ·A· ·That's correct.

·5· ·Q· ·So if we go to the next section on page 8, the heading

·6· · · ·"Personal Protective Equipment", and there's a heading

·7· · · ·"Staff and practitioner PPE", and it reads:· (as read)

·8· · · · · · On April 23, 2020, AHS announced, effective

·9· · · · · · immediately, AHS is advising all health care

10· · · · · · workers providing direct patient care in both

11· · · · · · AHS and community settings to wear

12· · · · · · surgical/procedure masks continuously at all

13· · · · · · times and in all areas of the workplace if

14· · · · · · they are involved in direct patient contact

15· · · · · · or cannot maintain adequate physical

16· · · · · · distancing from patients and co-workers.

17· · · ·I'm assuming you would say you weren't following that?

18· ·A· ·That's correct.

19· ·Q· ·And if we go to the next heading, "PPE requirements",

20· · · ·got three bullets:· (as read)

21· · · · · · Surgical or procedure masks are the minimum

22· · · · · · acceptable standard; chiropractors and

23· · · · · · clinical staff must be masked at all times

24· · · · · · while providing patient care; [and then next]

25· · · · · · nonclinical staff must be masked when a

26· · · · · · physical distance of 2 metres cannot be



·1· · · · · · maintained.

·2· · · ·I'm assuming you would agree that you weren't following

·3· · · ·that aspect of the Pandemic Directive?

·4· ·A· ·That's correct.

·5· ·Q· ·And if we go to the very next page, that's page 9,

·6· · · ·there are a series of steps for donning and doffing

·7· · · ·masks.· I'm assuming you couldn't have been following

·8· · · ·those because you weren't masking; is that fair?

·9· ·A· ·That is correct.

10· ·Q· ·Okay.· Dr. Wall, I'd like you to go to the last page of

11· · · ·the Pandemic Directive, page 12, and that's a heading

12· · · ·"Resources".· Do you recall whether you went through

13· · · ·and reviewed any of these resources?

14· ·A· ·Yes, I did.· I did click on them.· I'm unfamiliar with

15· · · ·them now, but I did recall clicking on those at the

16· · · ·time.

17· ·Q· ·Yeah, and I wasn't going to take you through them, I

18· · · ·just wondered if you'd accessed them.

19· · · · · · Do you, in particular, remember whether you

20· · · ·accessed the three AHS ones that are listed under

21· · · ·"Personal Protective Equipment"?

22· ·A· ·I'm positive that I looked at all of the resources,

23· · · ·but, yeah, so I would have come across it, I'm sure.

24· ·Q· ·And I take it, Dr. Wall, I'm going to ask you a

25· · · ·question about what happens in a few weeks, but reading

26· · · ·those resources or accessing them didn't change your



·1· · · ·mind later on about whether to comply?

·2· ·A· ·That is correct.

·3· ·Q· ·And this is a little housekeeping on my part, I think I

·4· · · ·asked you this, but the Pandemic Directive does not

·5· · · ·contain an exemption for masking; is that correct?

·6· ·A· ·That's correct.

·7· ·Q· ·And there's -- I should have been a little more

·8· · · ·expansive -- there's no exemptions for social

·9· · · ·distancing or plexiglass barriers?

10· ·A· ·Correct.

11· ·Q· ·Okay, I'd like to take you to the AHS closure and

12· · · ·rescind orders, and those are Exhibits D-1 and D-2.

13· · · ·I'm just wait for you to get to those and get the

14· · · ·Hearing Tribunal Members to those as well.

15· ·A· ·I'm good.

16· ·Q· ·So there's a couple "Whereas" paragraphs, and I went

17· · · ·through these with you a little bit in my prior

18· · · ·questions for you, but when we look at "Whereas"

19· · · ·paragraph 8, it says:· (as read)

20· · · · · · Practitioner does not wear a face mask while

21· · · · · · providing care within 2 metres distance from

22· · · · · · patients.

23· · · ·You'd agree with that, that's factually correct?

24· ·A· ·Yes.

25· ·Q· ·The next statement says:· (as read)

26· · · · · · This activity could contribute to the spread



·1· · · · · · of COVID-19.

·2· · · ·Would you agree with that statement?

·3· ·A· ·No, I would not.

·4· ·Q· ·And if we go to item (b), "Whereas" Section (b):· (as

·5· · · ·read)

·6· · · · · · Practitioner does not implement continuous

·7· · · · · · masking by all staff and patients.

·8· · · ·That's correct, isn't it?

·9· ·A· ·Yes, it is.

10· ·Q· ·And:· (as read)

11· · · · · · Physical barrier at front desk reception is

12· · · · · · also not available.

13· · · ·That was correct at that time?

14· ·A· ·Correct, yeah.

15· ·Q· ·And then we have another statement:· (as read)

16· · · · · · This activity could contribute to the spread

17· · · · · · of COVID-19.

18· · · ·And again notwithstanding that this is Alberta Health

19· · · ·Services, you wouldn't agree with that, would you?

20· ·A· ·No, I would not.

21· ·Q· ·If we go to D-2, the rescind order -- oh, and I should

22· · · ·go back, you did close your clinic after receiving D-1?

23· ·A· ·Yes, I did.

24· ·Q· ·So you chose to comply with the AHS order?

25· ·A· ·Yes.

26· ·Q· ·I think I know the answer to this question, but did you



·1· · · ·agree with the closure order?

·2· ·A· ·No, I did not.

·3· ·Q· ·And would it be fair to say that you strongly disagreed

·4· · · ·with that order?

·5· ·A· ·Very strongly disagreed.

·6· ·Q· ·Would it be fair to say that, despite the references I

·7· · · ·took you through in (a) and (b), you don't believe

·8· · · ·there's a scientific basis for the conclusions in those

·9· · · ·"Whereas" paragraphs?

10· ·A· ·Correct.

11· ·Q· ·And I suppose, a little more broadly, it would be fair

12· · · ·to say that you disagree with the CMOH orders and the

13· · · ·science they're based on?

14· · · ·MR. KITCHEN:· · · · · · ·If you specify a section, he

15· · · ·can answer, but --

16· · · ·MR. MAXSTON:· · · · · · ·Sure.

17· · · ·MR. KITCHEN:· · · · · · ·-- that's too broad.

18· · · ·MR. MAXSTON:· · · · · · ·Yeah, that's fair.

19· ·Q· ·MR. MAXSTON:· · · · · ·Do you agree with the CMOH

20· · · ·orders not having a scientific basis for masking and

21· · · ·social distancing and plexiglass barriers?

22· · · ·MR. KITCHEN:· · · · · · ·Again, when you went from all

23· · · ·to three, why don't you try them one at a time.

24· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, consistent with

25· · · ·Mr. Kitchen's advice, do you take issue with the

26· · · ·CMOH -- any science the CMOH orders are based on in



·1· · · ·terms of masking?

·2· ·A· ·Yes, I do.

·3· ·Q· ·And any science in terms of social distancing?

·4· ·A· ·Yes, I do.

·5· ·Q· ·And any science in terms of plexiglass barriers?

·6· · · ·MR. KITCHEN:· · · · · · ·You're going to have to point

·7· · · ·us to what CMOH order requires plexiglass barriers?

·8· · · ·MR. MAXSTON:· · · · · · ·I'll take that back; that may

·9· · · ·be the Pandemic Directive alone, Mr. Kitchen, so I'll

10· · · ·leave that one.

11· ·Q· ·MR. MAXSTON:· · · · · ·I want to continue with

12· · · ·looking at the rescind order, and I think you told me

13· · · ·in some of the questions just before lunch you're not

14· · · ·in compliance with Order Number 4; is that correct?

15· ·A· ·Correct.

16· ·Q· ·And this is Exhibit D-2.

17· ·A· ·Yeah.

18· ·Q· ·There was a discussion yesterday about Orders 1 and 3,

19· · · ·Order 1 saying you must follow the Pandemic Directive,

20· · · ·which would include masking, and Order Number 3 that

21· · · ·says you can get consent to practice unmasked.· Would

22· · · ·you agree that there's an inconsistency between those

23· · · ·two orders?

24· ·A· ·Can you rephrase that or just --

25· ·Q· ·Yeah, I'll break it down.· Order number 1 says you have

26· · · ·to comply with the ACAC's requirements, which is the



·1· · · ·Pandemic Directive, and that includes masking, doesn't

·2· · · ·it?

·3· ·A· ·Yes, it does.

·4· ·Q· ·And if we look at Order Number 3, it says you must

·5· · · ·inform the patient you will be unmasked while providing

·6· · · ·services.· And my question to you is there's an

·7· · · ·inconsistency between those two orders, isn't there?

·8· ·A· ·Yes, it -- yes.

·9· ·Q· ·Okay.· When your clinic was shut down, you said you

10· · · ·complied with the order, you didn't launch a court

11· · · ·challenge to it, did you?

12· ·A· ·No, I did not.

13· ·Q· ·So you were prepared to respect the authority of the

14· · · ·AHS?· I'll rephrase it.· Were you prepared to comply

15· · · ·with their direction?

16· ·A· ·Yes, I was.

17· ·Q· ·In terms of the re-opening order and the four orders,

18· · · ·was it your intention to comply with all of them?

19· ·A· ·Are you referring to the four points under the rescind

20· · · ·notice?

21· ·Q· ·Yeah, that's what I'm looking at, and in fairness to

22· · · ·you, we'll just call them the four points.· Was it your

23· · · ·intention to comply with all four of those?

24· ·A· ·I can see point number 4 talks about:· (as read)

25· · · · · · Ensuring all patients he treats continuously

26· · · · · · wear a mask that covers their mouth.



·1· · · ·At that point, I would say that I believe patients have

·2· · · ·the need to exercise their own health freedom when it

·3· · · ·comes to that point, in the same way that I would

·4· · · ·exercise my own health freedom with respect to masking.

·5· ·Q· ·So would it be fair to say then that you re-opened, but

·6· · · ·you weren't in compliance with that fourth point when

·7· · · ·you re-opened?

·8· ·A· ·Yes.

·9· ·Q· ·I'd like you to go -- bear with me, Dr. Wall.· I'd like

10· · · ·to take you back to the Standards of Practice, which

11· · · ·were Exhibit A-11 and specifically page 11.· And,

12· · · ·again, no surprises, I want to talk to you about the

13· · · ·"Informed Consent", Standard 3.1.

14· ·A· ·Go ahead.

15· ·Q· ·Okay, there's under 3.1, we go to I think the third

16· · · ·paragraph, it says:· (as read)

17· · · · · · As part of the informed consent process,

18· · · · · · chiropractors are responsible for disclosing

19· · · · · · to each patient --

20· · · ·1 and 2 are diagnosis, purpose, nature of treatment,

21· · · ·but I'm curious about number 3:· (as read)

22· · · · · · The potential risks including those that may

23· · · · · · be of a special or unusual nature.

24· · · ·First, would you agree that's a requirement for you to

25· · · ·do?

26· ·A· ·Yes, I agree.



·1· ·Q· ·And when you talked to patients about masking, did you

·2· · · ·tell them about the risks of you not masking?

·3· ·A· ·No, I didn't, because I didn't believe that there was a

·4· · · ·risk to me not masking.

·5· ·Q· ·I take it then, when we go to the paragraph right after

·6· · · ·that:· (as read)

·7· · · · · · Chiropractors must private patients the

·8· · · · · · opportunity to ask questions concerning risks

·9· · · · · · [et cetera].

10· · · ·You really didn't engage in a Q-and-A then with

11· · · ·patients about masking, your masking?

12· ·A· ·That is correct.· And my understanding of this informed

13· · · ·consent process is that this is referring to

14· · · ·chiropractic care.· I'm not sure that this is getting

15· · · ·into mask wearing per se.· This looks like it's

16· · · ·regarding the treatment that is being proposed to the

17· · · ·patient.· Wearing a mask in this situation seems

18· · · ·extraneous, but I could be wrong.

19· ·Q· ·I just have one other quick question for you, if we go

20· · · ·to the final part of that page, it says:· (as read)

21· · · · · · Informed consent must -- [and then item 6] --

22· · · · · · be present on all existing patient files if

23· · · · · · verbal informed consent is noted from

24· · · · · · previous treatment.

25· · · ·Did you take the position that you had to get consent

26· · · ·from a patient when you weren't masking?



·1· ·A· ·No, I did not.

·2· ·Q· ·And I'm going to skip around here a little bit.· Order

·3· · · ·Number 3 in the Exhibit D-2, the AHS rescind order,

·4· · · ·says:· (as read)

·5· · · · · · Prior to booking an appointment, Dr. Curtis

·6· · · · · · Wall must inform the patient he will be

·7· · · · · · unmasked while providing services.

·8· · · ·And I'll just stop there.· Were you complying with

·9· · · ·that; prior to booking an appointment, were you

10· · · ·informing the patient that you would be unmasked?

11· ·A· ·Yes, I was.

12· ·Q· ·And then the second part is prior to booking an -- oh,

13· · · ·sorry, you:· (as read)

14· · · · · · -- must obtain a patient's explicit consent

15· · · · · · to proceed with booking and undertaking said

16· · · · · · services.

17· · · ·I take it you weren't getting the patient's explicit

18· · · ·consent based on what you were telling me before,

19· · · ·because you didn't think you had to do that?

20· ·A· ·Okay, I understand now.· Yes, I was getting there

21· · · ·consent, because I had to have them sign a form stating

22· · · ·that they were okay to be treated by me while I was not

23· · · ·wearing a mask.· So perhaps I answered wrongly in the

24· · · ·first place, but, yes, I was following all the

25· · · ·conditions and restrictions on my practice, so that did

26· · · ·require a consent, you're right.



·1· ·Q· ·Okay, so if we were to look at every one of your files

·2· · · ·after that rescind order, they'd have that patient

·3· · · ·consent form on them?

·4· ·A· ·No, it wouldn't be in a form on every file.· I had two

·5· · · ·separate pieces of paper, each delineating -- one was

·6· · · ·the prescreening questions, that they were all negative

·7· · · ·to those questions, and the second form listed the

·8· · · ·exemption that I had to wearing a mask and that that

·9· · · ·patient was okay to be treated by me, so they would

10· · · ·sign that one too, yeah.

11· ·Q· ·So that was -- the rescind order was dated January 5,

12· · · ·2021.· Did you have those kinds of consents on your

13· · · ·charts before January 5, 2021?

14· ·A· ·No, I did not.

15· ·Q· ·And I don't want to put words in your mouth, is it fair

16· · · ·to say, if we looked at your charts then from June

17· · · ·onwards, we wouldn't see patient consent charted on,

18· · · ·patient to masking, you or you being unmasked?

19· ·A· ·That is correct.

20· · · ·MR. KITCHEN:· · · · · · ·Hold on, just to clarify, you

21· · · ·mean June of 2020?

22· · · ·MR. MAXSTON:· · · · · · ·Did I say a different date?

23· · · ·My apologies.

24· · · ·MR. KITCHEN:· · · · · · ·No, you just said June.· If we

25· · · ·had --

26· · · ·MR. MAXSTON:· · · · · · ·June of twenty --



·1· · · ·MR. KITCHEN:· · · · · · ·-- (INDISCERNIBLE) to deal

·2· · · ·with.

·3· ·Q· ·MR. MAXSTON:· · · · · ·So I'll go back.· From June of

·4· · · ·2020 onward, we would see charting about -- on your

·5· · · ·patient charts about you getting patient consent to you

·6· · · ·not being masked?

·7· · · ·MR. KITCHEN:· · · · · · ·Well, hold on, you're getting

·8· · · ·confusing and misleading there, because he just said

·9· · · ·that he does do it after he's been asked to do it.· So

10· · · ·if you want to ask did he do it from June 2020 to when

11· · · ·he had to start doing it, that's fine.

12· · · ·MR. MAXSTON:· · · · · · ·Yeah, I was really asking

13· · · ·him --

14· · · ·MR. KITCHEN:· · · · · · ·But to try and -- okay.

15· · · ·MR. MAXSTON:· · · · · · ·Yeah, I was really asking that

16· · · ·because you sort of objected, so my point, I think the

17· · · ·answer was from June of 2020 onwards, there isn't

18· · · ·charting about Dr. Wall's masking or not being masked,

19· · · ·and I think Dr. Wall said that was correct.

20· ·A· ·That is correct.

21· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, did you ever provide

22· · · ·patients with views about masking that were in

23· · · ·opposition to your own?

24· ·A· ·I left it to the patient.· If they were comfortable

25· · · ·with masking and believed in it, that they were very

26· · · ·willing to wear a mask, so we never engaged in strong



·1· · · ·conversation about that.

·2· ·Q· ·Okay, and would that have applied to your decision to

·3· · · ·mask as well; you didn't have a dialogue with them

·4· · · ·about opposing views on that front?

·5· ·A· ·Only if a patient was really asking me questions about

·6· · · ·it, then perhaps we would dialogue further.

·7· ·Q· ·Okay, so it was up to the patient to raise that; that

·8· · · ·was your practice?

·9· ·A· ·Yeah, patients ask questions about all kinds of health

10· · · ·issues, and so, you know, in this situation, that was

11· · · ·no different.

12· ·Q· ·Okay.· I want to move now to your involvement with the

13· · · ·College, or the College's involvement with you is more

14· · · ·accurate, and I'd like you to go to Exhibits A-2 and

15· · · ·A-3, and, frankly, you could probably just go to A-3,

16· · · ·because A-3 includes A-2, which is Ms. Ho's email to

17· · · ·Dr. Halowski.· Maybe just ask you to get there, and you

18· · · ·can let me know when you're ready to go.

19· ·A· ·Okay, I'm on A-3.

20· ·Q· ·And I'm going to refer to the email to Ms. Ho, even

21· · · ·though it's a separate exhibit, but I'm just going to

22· · · ·take you through it using A-3.· I just have a couple of

23· · · ·questions about it.

24· · · · · · So this was an email from Ms. Ho to you dated

25· · · ·December 1, 2020.· Can you tell me if you have any

26· · · ·information about how that email was sent to you?



·1· ·A· ·Yes, I do.· The email came to me, initially I thought

·2· · · ·the email was spam quite honestly, and so I didn't

·3· · · ·answer the email, and then it was followed up by a

·4· · · ·telephone call, to which I took it.

·5· ·Q· ·I'm looking at the second paragraph, it says:· (as read)

·6· · · · · · As per our phone conversation, you indicated

·7· · · · · · that you are [quote] mask exempt.

·8· · · ·Is that a correct statement by Ms. Ho?

·9· ·A· ·Yes, it is.

10· ·Q· ·And then:· (as read)

11· · · · · · As per CMOH 38-2020, please indicate which

12· · · · · · exemption you would fall under; otherwise,

13· · · · · · you are required to be masking within 2

14· · · · · · metres distance with a patient.

15· · · ·Did you ever get back to her about your exemption?

16· ·A· ·Yes, I did.

17· ·Q· ·Okay.· The next paragraph says:· (as read)

18· · · · · · As per your administrative staff, you

19· · · · · · indicated that there is no plexiglass barrier

20· · · · · · at reception and that staff are not masking.

21· · · ·Is that an accurate statement?

22· ·A· ·Yes, it is.

23· ·Q· ·If we go to the sort of tail end of that paragraph, it

24· · · ·says:· (as read)

25· · · · · · Your clinic must have control measures, eg.,

26· · · · · · physical barrier, to promote physical



·1· · · · · · distancing at all times.

·2· · · ·And you didn't have a physical barrier at that point,

·3· · · ·did you?

·4· ·A· ·No, I did not.

·5· ·Q· ·And then it says:· (as read)

·6· · · · · · Otherwise, the administrative staff must be

·7· · · · · · masked as per CMOH 38-2020.

·8· · · ·Again, you'd agree with me that your administrative

·9· · · ·staff wasn't masked?

10· ·A· ·That's correct.

11· ·Q· ·I'm looking at the letter that Dr. Halowski sent to

12· · · ·Mr. Lawrence, that's Exhibit A-3, and I just have one

13· · · ·question about it.· At the very tail end of the email,

14· · · ·the second-last paragraph says:· (as read)

15· · · · · · Further to the email from Public Health, in

16· · · · · · conversation with Dr. Wall, he indicated that

17· · · · · · he does not mask and has provided for

18· · · · · · barriers in his clinic.

19· · · ·Is that an accurate statement; that's an accurate

20· · · ·statement by Dr. Halowski of what you said?

21· ·A· ·Yes.

22· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I plan to go about

23· · · ·another 10, 15 minutes and take a break at 2:45, if

24· · · ·that works for everybody.· And, Dr. Wall, if you need a

25· · · ·break sooner, you let me know, but we've been chatting

26· · · ·for about an hour and a bit now, so I'll just go about



·1· · · ·another 10, 15 minutes, if that's okay.

·2· · · ·THE CHAIR:· · · · · · · ·That's okay, I believe,

·3· · · ·Mr. Maxston.· Thanks.

·4· ·Q· ·MR. MAXSTON:· · · · · ·I'd like you to go to

·5· · · ·Exhibit A-5, which is Mr. Lawrence's December 21, 2020

·6· · · ·letter to you.

·7· ·A· ·Okay, I'm there.

·8· ·Q· ·And in paragraph 2, Mr. Lawrence is saying:· (as read)

·9· · · · · · You [meaning you, Dr. Wall] would not be

10· · · · · · taking steps to become compliant with these

11· · · · · · requirements.

12· · · ·And that was what you had communicated to him?

13· ·A· ·In respect of masking, is that what you're referring

14· · · ·to?

15· ·Q· ·Yeah, I think so in the Pandemic Directive.

16· ·A· ·Yeah, specifically to do with masking, yes.

17· ·Q· ·And I guess, in fairness to you, and social distancing

18· · · ·and plexiglass barrier.

19· ·A· ·Yeah.· Is that prior to me installing the plexiglass

20· · · ·barrier or after?

21· ·Q· ·Yeah, I think the plexiglass barrier is bit of a

22· · · ·variable, because I agree that after December of -- I

23· · · ·think it's December 20th, those came up, but my comment

24· · · ·to you was he accurate in saying you weren't going to

25· · · ·be taking steps then to become compliant?

26· · · ·MR. KITCHEN:· · · · · · ·Well, he's answered the



·1· · · ·question; he said he's not going to be compliant with

·2· · · ·masking, so it's fine if you want to get a little more

·3· · · ·specific.

·4· · · ·MR. MAXSTON:· · · · · · ·Well, I think I did.

·5· ·Q· ·MR. MAXSTON:· · · · · ·Social distancing, you're not

·6· · · ·going to be compliant with that?

·7· ·A· ·Correct.

·8· ·Q· ·And the plexiglass barriers referenced in the Pandemic

·9· · · ·Directive, you're not going to be compliant with that?

10· · · ·MR. KITCHEN:· · · · · · ·Well, he's already answered --

11· ·A· ·No, I've already put it --

12· · · ·MR. KITCHEN:· · · · · · ·-- that.

13· ·A· ·Yeah, I've already put it up.

14· · · ·MR. MAXSTON:· · · · · · ·Okay.· I was about to go on to

15· · · ·my next set of questions, but they're actually probably

16· · · ·going to be longer than 15 minutes.· Mr. Chair, would

17· · · ·you want to take a 10- or 15-minute break now?· I think

18· · · ·it would be --

19· · · ·THE CHAIR:· · · · · · · ·Yeah, you know, if it makes

20· · · ·sense in terms of fluidity for your questioning, that's

21· · · ·fine.· It's 2:30.· Let's recess for 15 minutes and

22· · · ·reconvene at 2:45, and we'll continue with the

23· · · ·objective of meeting Mr. Kitchen's plans to have his

24· · · ·witness around 3:45.

25· · · ·MR. MAXSTON:· · · · · · ·We're going to follow the

26· · · ·accepted practice that, of course, Dr. Wall can't chat



·1· · · ·about his testimony with Mr. Kitchen.

·2· · · ·THE CHAIR:· · · · · · · ·Yes, that's --

·3· · · ·MR. MAXSTON:· · · · · · ·Thank you.

·4· · · ·THE CHAIR:· · · · · · · ·-- (INDISCERNIBLE).· Okay,

·5· · · ·we'll see you at 2:45.

·6· · · ·(ADJOURNMENT)

·7· · · ·THE CHAIR:· · · · · · · ·Okay, we're back in session.

·8· · · ·MR. MAXSTON:· · · · · · ·Sure.

·9· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, I was just taking

10· · · ·you through your interactions with the College, and we

11· · · ·talked about Mr. Lawrence's letter.· I'd like you to go

12· · · ·to Exhibit A-6, which is I think an undated, unless I

13· · · ·missed something, letter from you in response to

14· · · ·Mr. Lawrence, and I'd like to take you through that.

15· · · · · · I think, in fairness, this document was received

16· · · ·by the College I think on January 11, but I'll ask you

17· · · ·to clarify when I start your questions, Dr. Wall, on

18· · · ·this when it was sent.· I don't think there's a date on

19· · · ·it.· So if you can let me know when you're at that

20· · · ·document.· Again, A-6.

21· ·A· ·Yeah, I'm there, and it does appear January 11th.

22· ·Q· ·Yeah, okay.· So, Dr. Wall, some of this we've covered

23· · · ·in some detail before, but I'm looking at the second

24· · · ·paragraph, and that's a summary, I believe, of your

25· · · ·comments about trying masking and trying a face shield,

26· · · ·and your decision in June of 2020 to not wear either;



·1· · · ·is that fair to say?

·2· ·A· ·Yes, it is.

·3· ·Q· ·The next paragraph says:· (as read)

·4· · · · · · I considered this decision to be reasonable

·5· · · · · · based on the information available to me and

·6· · · · · · based on my conclusion that the ACAC pandemic

·7· · · · · · practice directive could not be reasonably

·8· · · · · · interpreted to demand the wearing of a mask

·9· · · · · · if doing so was harmful to the member and

10· · · · · · negatively impacted the member's ability to

11· · · · · · provide the best possible patient care.

12· · · ·That's your interpretation without any consultation

13· · · ·with the College, correct?

14· ·A· ·That's correct.

15· ·Q· ·There's another paragraph just below that, beginning:

16· · · ·(as read)

17· · · · · · The information available to me at the time

18· · · · · · was that the benefit of masks vis-à-vis

19· · · · · · reducing COVID-19 transmission was tenuous

20· · · · · · and that mask wearing was an additional

21· · · · · · precautionary measure, which was worth

22· · · · · · implementing only if doing so did not result

23· · · · · · in negative impacts that outweighed the

24· · · · · · potential marginal benefits.

25· · · ·And you then say:· (as read)

26· · · · · · This has been borne out over time.



·1· · · ·I just want to be clear here, this is stating the

·2· · · ·obvious, but you're not a virologist or respirologist

·3· · · ·or an epidemiologist?

·4· ·A· ·That's correct, yeah.

·5· ·Q· ·So this is your conclusion?

·6· ·A· ·That's correct.

·7· ·Q· ·The next paragraph says:· (as read)

·8· · · · · · I did not think at the time that I should or

·9· · · · · · needed to obtain any sort of exemption to

10· · · · · · wearing a mask or face shield from another

11· · · · · · health care practitioner such as a medical

12· · · · · · doctor.

13· · · ·And I'm going to suggest to you, Dr. Wall, that that's

14· · · ·really kind of an astonishing statement that, as a

15· · · ·health care provider, you would think you didn't need

16· · · ·to go see another health care practitioner.· Can you

17· · · ·tell me why you would believe that, why you thought you

18· · · ·could self-diagnosis?

19· ·A· ·Well, my very obvious symptoms of anxiety and

20· · · ·claustrophobia were very apparent to me.· I didn't need

21· · · ·somebody to diagnose that.· It was extremely obvious,

22· · · ·and so that would be my short answer.

23· ·Q· ·The next paragraph you talk about a spring of 2020 AHS

24· · · ·report, and you quote from it briefly I think, or you

25· · · ·reference it.· Do you recall Dr. Hu's testimony where

26· · · ·he said that masking guidance has changed since the



·1· · · ·beginning of the pandemic?

·2· ·A· ·Yes, I do.

·3· ·Q· ·And would it be fair to say that when we look at those

·4· · · ·three additional AHS documents, they do support

·5· · · ·masking?

·6· ·A· ·I'm sorry, which three initial documents?

·7· ·Q· ·We had an application at the beginning of the hearing

·8· · · ·where I asked three AHS documents be entered, and I

·9· · · ·took Dr. Hu through them.· Would you agree with me, and

10· · · ·I can take you through them, but I don't think I need

11· · · ·to, would you agree with me that those three AHS

12· · · ·documents are supportive of masking?

13· ·A· ·I believe that's what they would believe, yes.

14· ·Q· ·On the top of the next page, there's a closing

15· · · ·sentence:· (as read)

16· · · · · · Subsequent studies and reports have confirmed

17· · · · · · that the benefits of masks is tenuous at

18· · · · · · best.

19· · · ·Would you agree with me that there are other studies

20· · · ·that are strongly in support of masking?

21· ·A· ·I think there are probably multiple studies that would

22· · · ·say that they are in strong support of masking.  I

23· · · ·question some of the design flaws with respect to that,

24· · · ·but that is not my expertise, and so I'll leave it at

25· · · ·that.

26· ·Q· ·Okay.· The next paragraph talks about, in part, the



·1· · · ·CMOH orders, and to use your wording:· (as read)

·2· · · · · · Broadly worded exceptions and -- [sorry] --

·3· · · · · · broadly worded exceptions exempting

·4· · · · · · individuals from wearing masks if they had

·5· · · · · · mental concerns or limitations.

·6· · · ·And then you talk about CMOH Order 38 and CMOH Order

·7· · · ·42-2020, and we canvassed this before, but those orders

·8· · · ·weren't in force until November and December of 2020;

·9· · · ·isn't that correct?

10· ·A· ·I believe so.

11· ·Q· ·I'd like you to go to the -- I wish these pages were

12· · · ·numbered, it might be easier for me, but the top of

13· · · ·page 3 starts off with "Include exceptions for mental

14· · · ·conditions or limitations".· Are you there, Dr. Wall?

15· ·A· ·Yes, I am.

16· ·Q· ·Okay.· There is a -- the first complete sentence says:

17· · · ·(as read)

18· · · · · · I have legitimate mental concerns and

19· · · · · · limitations, and I'm, therefore, not bound by

20· · · · · · any order of the CMOH to wear a mask.

21· · · ·You would agree with me that those were, again,

22· · · ·self-diagnosed mental concerns?

23· ·A· ·Yes, I would.· Initially.

24· ·Q· ·If we go a little bit down, there's a paragraph

25· · · ·beginning:· (as read)

26· · · · · · As for the allegation I failed to comply with



·1· · · · · · the Pandemic Directive.

·2· · · ·There's a closing statement, it says:· (as read)

·3· · · · · · However, it appears the fact that I have not

·4· · · · · · been wearing a mask is the content of the

·5· · · · · · allegation I failed to comply with the ACAC

·6· · · · · · Pandemic Practice Directive.

·7· · · ·And that's still your understanding, at least in part?

·8· · · ·There's other issues, but ...

·9· ·A· ·That's correct.

10· ·Q· ·You then say:· (as read)

11· · · · · · I acknowledge that, on its face, the Pandemic

12· · · · · · Directive states that mask wearing is a

13· · · · · · requirement of members.· I further

14· · · · · · acknowledge the fact that I have been not

15· · · · · · wearing a mask, on its face, amounts to

16· · · · · · noncompliance with the practice directive.

17· · · ·And you maintain those acknowledgments today, I assume?

18· ·A· ·Yes, I do.

19· ·Q· ·Final sentence in that paragraph says:· (as read)

20· · · · · · Any policy or directive of the ACAC that

21· · · · · · imposes mandatory mask wearing upon members

22· · · · · · but does not permit necessary exceptions is

23· · · · · · unreasonable.

24· · · ·You never asked for an exception, did you?

25· ·A· ·No, I did not.

26· ·Q· ·The next paragraph:· (as read)



·1· · · · · · I further submit it was reasonable of me to

·2· · · · · · conclude that a reasonable reading of the

·3· · · · · · ACAC Pandemic Directives requirement to wear

·4· · · · · · masks implicitly permitted necessary

·5· · · · · · exceptions such as for legitimate mental

·6· · · · · · health conditions, concerns, or limitations.

·7· · · ·Again, that's your conclusion and your interpretation

·8· · · ·alone?

·9· ·A· ·Correct.

10· ·Q· ·Thank you, Dr. Wall, I don't have any further -- any

11· · · ·more questions on that document.

12· · · · · · At this point or maybe it's happening already,

13· · · ·Mr. Lawrence is conducting the investigation into your

14· · · ·conduct under Part 4 of the HPA, and I'd like to take

15· · · ·you to the investigation report, which is Exhibit A-7.

16· ·A· ·Okay, I'm there.

17· ·Q· ·Okay.· I'm looking at page 1, and the second paragraph

18· · · ·talks about a December 2, 2020 conversation with the

19· · · ·Registrar and December 3, 2020 conversation during

20· · · ·the -- with the Complaints Director.· And we then have

21· · · ·some comments about masking, et cetera.· I'm skipping

22· · · ·down to about the fourth-last line, there's a comment

23· · · ·which Mr. Lawrence:· (as read)

24· · · · · · He indicated -- ["he" meaning you] --

25· · · · · · indicated that he did not believe he was

26· · · · · · endangering the public, as the recovery rate



·1· · · · · · from COVID-19 is so high.

·2· · · ·Is that your recollection of the statement you made as

·3· · · ·well?

·4· ·A· ·Yes, it is.

·5· ·Q· ·You'd agree with me though that even if the recovery

·6· · · ·rate is high, there are some individuals who have

·7· · · ·serious medical complications because of COVID-19?

·8· ·A· ·Yes, I would.

·9· ·Q· ·And that it's fatal for some people?

10· ·A· ·Correct.

11· ·Q· ·Going to ask you to go to page 4 of the investigation

12· · · ·report, and this is a series of what Mr. Lawrence

13· · · ·describes as key points of the interview.· Just got a

14· · · ·couple of questions for you about some of these,

15· · · ·because I think you've answered a lot of the questions

16· · · ·I was going to ask you.· About the fifth bullet down

17· · · ·deals with your son working at the clinic, and the

18· · · ·second sentence says:· (as read)

19· · · · · · Dr. Wall indicated that he also did not

20· · · · · · require his son to be masked and did not

21· · · · · · think it necessary to install any barriers.

22· · · ·Is that accurate?

23· ·A· ·Yes, it is.

24· ·Q· ·And if it wasn't your son, if it was anyone else there,

25· · · ·would you take the same position?

26· · · ·MR. KITCHEN:· · · · · · ·That's a hypothetical.  I



·1· · · ·don't see the relevance.

·2· ·Q· ·MR. MAXSTON:· · · · · ·Well, I'll ask you this:· Did

·3· · · ·you have anybody other than your son working at the

·4· · · ·clinic during the time relating to the charges, working

·5· · · ·as a receptionist?

·6· ·A· ·No, I did not.

·7· ·Q· ·Okay, well, that answers that question.· And the next

·8· · · ·arrow, there's a comment about Dr. Wall reiterated that

·9· · · ·your son is a healthy individual, and he did not want

10· · · ·to wear a mask; that's accurate?

11· ·A· ·That's correct.

12· ·Q· ·I'm going to ask you, Dr. Wall, sort of a general

13· · · ·question, but would you agree that a chiropractor is

14· · · ·responsible for his staff members complying with the

15· · · ·requirements of practice for a chiropractic clinic?

16· ·A· ·With respect to the mask wearing, I would tend to take

17· · · ·the same position that I've taken for myself.· So if my

18· · · ·staff member, being my son, had legitimate concerns,

19· · · ·whether they were religious or physical or otherwise,

20· · · ·then we'd have to walk through that.

21· ·Q· ·Okay, I was trying to be a little more precise there.

22· · · ·I'm thinking of things like the charting standard I

23· · · ·took you through.· If you delegate charting to a staff

24· · · ·member, you're ultimately responsible, aren't you --

25· ·A· ·That's correct.

26· ·Q· ·-- for the charting?



·1· ·A· ·That's correct.

·2· ·Q· ·And the same would be true for Standards of Practice

·3· · · ·and other College requirements; if staff do things,

·4· · · ·you're ultimately responsible?

·5· ·A· ·Correct.

·6· ·Q· ·Dr. Wall, there's a bullet or an arrow about four from

·7· · · ·the bottom, it says:· (as read)

·8· · · · · · When asked if Dr. Wall ever alerted his

·9· · · · · · patients to the dangers of not being masked,

10· · · · · · Dr. Wall replied that people are aware of the

11· · · · · · dangers, and he did not explain any of the

12· · · · · · dangers to patients of him not masking.

13· · · ·Is that sort of what you said to me before, that you

14· · · ·let patients raise things with you?

15· ·A· ·If the conversation came up, yes.

16· ·Q· ·And you rely on the patient to raise that discussion?

17· ·A· ·As it pertained to mask wearing; is that what you're --

18· ·Q· ·Yeah.

19· ·A· ·-- referring to?· Yes.

20· ·Q· ·When you had -- I'm sorry, when you had your interview

21· · · ·with Mr. Lawrence, and I think it was a phone

22· · · ·interview, Mr. Kitchen was present, participated,

23· · · ·listened, I guess is maybe the best way, during the

24· · · ·interview; is that correct?

25· ·A· ·Are you referring to the interview with Dr. Halowski

26· · · ·and Mr. Lawrence?



·1· ·Q· ·Yes, the one that would have occurred in -- oh, my

·2· · · ·apologies, Dr. Wall, January 25, 2021.

·3· ·A· ·Yes, that's correct.· Mr. Kitchen was present on that

·4· · · ·call.

·5· ·Q· ·Okay, thank you.· Would it be fair to say that when you

·6· · · ·had that discussion during the interview that you

·7· · · ·didn't mention the religious beliefs you talked about

·8· · · ·today?

·9· ·A· ·I didn't; I don't think I did mention the religious

10· · · ·beliefs, yeah.

11· ·Q· ·I'd like to turn to the Section 65 interim order

12· · · ·matters, and as you know from Exhibit -- I'm not going

13· · · ·to take you to this exhibit, but Exhibit D-1 was

14· · · ·Mr. Lawrence's December 3, 2020 letter to Mr. Linford.

15· · · ·I'd like to ask you though about the response letters

16· · · ·that Mr. Kitchen sent on your behalf, and those appear

17· · · ·as Exhibits B-3 and B-4.· I'll take you to B-3 first,

18· · · ·which is the December 10, 2020 letter from Mr. Kitchen.

19· ·A· ·Okay, I'm there.

20· ·Q· ·So this was a letter written by Mr. Kitchen in response

21· · · ·to Mr. Lawrence's request for Section 65 suspension.  I

22· · · ·take it you adopt the contents of this letter; you

23· · · ·instructed Mr. Kitchen to send this letter?

24· ·A· ·Yes, I did.

25· ·Q· ·Okay.· I'm going to page 2, the second complete

26· · · ·paragraph says:· (as read)



·1· · · · · · Any risk to Dr. Wall's patients as a result

·2· · · · · · of him not wearing a face covering is

·3· · · · · · speculative at best.

·4· · · ·That's your position as well?

·5· ·A· ·Yes, it is.

·6· ·Q· ·And notwithstanding hearing from Dr. Hu, that's your

·7· · · ·position still?

·8· ·A· ·Correct, yes.

·9· ·Q· ·And the next sentence, and I should go back,

10· · · ·notwithstanding looking at those AHS documents, that's

11· · · ·still your position?

12· · · ·MR. KITCHEN:· · · · · · ·You've asked that at least

13· · · ·once if not a couple times already, Mr. Maxston.

14· ·Q· ·MR. MAXSTON:· · · · · ·The next sentence says:· (as

15· · · ·read)

16· · · · · · There's a lack of scientific evidence that

17· · · · · · face coverings have any measurable

18· · · · · · effectiveness in preventing the transmission

19· · · · · · of COVID-19.

20· · · ·Is that your position?

21· · · ·MR. KITCHEN:· · · · · · ·Again, Mr. Maxston, you've

22· · · ·asked that, and, obviously, his position, you've just

23· · · ·established, that this was sent on behalf of Dr. Wall

24· · · ·at his instructions, which means it is his position;

25· · · ·you've just established that.· So now --

26· · · ·MR. MAXSTON:· · · · · · ·Well (INDISCERNIBLE) --



·1· · · ·MR. KITCHEN:· · · · · · ·-- you're asking does Dr. Wall

·2· · · ·agree that the sky is blue, does he agree that all the

·3· · · ·ski is blue, you know, you don't get to -- I don't see

·4· · · ·how you get to do that.

·5· ·Q· ·MR. MAXSTON:· · · · · ·Well, I guess I could be more

·6· · · ·global and say do you agree with every statement in

·7· · · ·this letter that Mr. Kitchen has made about COVID and

·8· · · ·masking and related matters?

·9· · · ·MR. KITCHEN:· · · · · · ·You've already asked that --

10· · · ·MR. MAXSTON:· · · · · · ·Well --

11· · · ·MR. KITCHEN:· · · · · · ·-- and he's already given you

12· · · ·his answer.

13· · · ·MR. MAXSTON:· · · · · · ·I asked him whether he adopted

14· · · ·it but --

15· · · ·MR. KITCHEN:· · · · · · ·Yes, you did.· And that means

16· · · ·that if he adopted it, he adopted all of it.· And it's

17· · · ·his statement, not mine, so once he adopts it, it's

18· · · ·his, it's sent on his behalf by counsel.

19· · · ·MR. MAXSTON:· · · · · · ·I think even though he's

20· · · ·adopted it, I'm allowed to ask questions, but I'll move

21· · · ·on to something else.

22· ·Q· ·MR. MAXSTON:· · · · · ·I'm looking at the bottom of

23· · · ·page 2 of the letter, it says:· (as read)

24· · · · · · As a matter of factual clarity, Dr. Wall

25· · · · · · employees [or "employees" I think should be

26· · · · · · "employs"] no staff in his clinic that are



·1· · · · · · not members of his family.

·2· · · ·You've confirmed that with me:· (as read)

·3· · · · · · Dr. Wall reiterates that he has appropriately

·4· · · · · · installed the required plexiglass barriers at

·5· · · · · · his chiropractic office and will maintain

·6· · · · · · such barriers as long as they are required.

·7· · · ·Why did you install the, quote, required plexiglass

·8· · · ·barriers, Dr. Wall?

·9· ·A· ·I believe that was part of the re-opening process for

10· · · ·Alberta Health Services, that my plexiglass barriers be

11· · · ·up, so I did that.

12· ·Q· ·So that was an aspect of the re-opening order that you

13· · · ·did choose to comply with?

14· ·A· ·That's correct.

15· ·Q· ·Okay, let's go to Exhibit B-4.· That's Mr. Kitchen's

16· · · ·December 16, 2020 letter.· I'll just ask you again, you

17· · · ·adopt this as your response?

18· ·A· ·Yes, I do.

19· ·Q· ·Okay I was going to ask you about item number 1, but

20· · · ·we've already dealt with why you installed the

21· · · ·plexiglass barriers.· I'm curious about item number 2.

22· · · ·It says:· (as read)

23· · · · · · Attached to this letter as Appendix B is a

24· · · · · · medical certificate from an M.D. exempting

25· · · · · · Dr. Curtis Wall from being required to wear

26· · · · · · any sort of face covering on the basis of a



·1· · · · · · mental disability.

·2· · · ·At the time of this letter, December 16, I think the

·3· · · ·only medical note we had was Exhibit A-8, Dr. Salem's

·4· · · ·December 12th, 2020 letter.

·5· · · ·MR. MAXSTON:· · · · · · ·I can ask Mr. Kitchen to help

·6· · · ·out here, was that the enclosure you were referring to

·7· · · ·in this letter, Mr. Kitchen?· I don't think it's

·8· · · ·attached as an exhibit.· I think we probably didn't put

·9· · · ·it in because it was redundant, but I just want to be

10· · · ·sure that --

11· · · ·MR. KITCHEN:· · · · · · ·It is (INDISCERNIBLE)

12· · · ·Exhibit A-8.

13· · · ·MR. MAXSTON:· · · · · · ·Yeah.· When you -- in item 2,

14· · · ·when you --

15· · · ·MR. KITCHEN:· · · · · · ·You're asking this because

16· · · ·it's not contained in this letter, I take it, which --

17· · · ·MR. MAXSTON:· · · · · · ·Yeah, I just want to be sure,

18· · · ·in fairness to your client, I'm asking the right

19· · · ·question about the right document and --

20· · · ·MR. KITCHEN:· · · · · · ·(INDISCERNIBLE)

21· ·Q· ·MR. MAXSTON:· · · · · ·-- and we're digressing a

22· · · ·moment here, Dr. Wall --

23· · · ·MR. MAXSTON:· · · · · · ·--Mr. Kitchen, my sense is

24· · · ·that because your letter is dated December 16, 2020,

25· · · ·the only letter we can have from Dr. Salem is the one

26· · · ·from December 12.· He didn't do his other letter



·1· · · ·until --

·2· · · ·MR. KITCHEN:· · · · · · ·Yeah, I can't object to that

·3· · · ·as being factually inaccurate, so I'll let Dr. Wall

·4· · · ·answer, but everything's --

·5· · · ·MR. MAXSTON:· · · · · · ·Yeah.

·6· · · ·MR. KITCHEN:· · · · · · ·-- everything's in order so

·7· · · ·far.

·8· · · ·MR. MAXSTON:· · · · · · ·Yeah, I think the other letter

·9· · · ·from Dr. Salem is January 8, 2021, so I just want to be

10· · · ·clear I'm asking --

11· · · ·MR. KITCHEN:· · · · · · ·That's --

12· · · ·MR. MAXSTON:· · · · · · ·-- the right question.

13· · · ·MR. KITCHEN:· · · · · · ·That's right.

14· ·Q· ·MR. MAXSTON:· · · · · ·Okay, so if we're proceeding

15· · · ·then that the Appendix B that is being referred to in

16· · · ·this letter is Exhibit A-8, I'd just ask you to quickly

17· · · ·go to Exhibit A-8, Dr. Wall.

18· ·A· ·Okay, go ahead.

19· ·Q· ·I'm going to read this to you, if you want to go back,

20· · · ·but Exhibit B-4, the letter of December 16, 2020, item

21· · · ·2 says:· (as read)

22· · · · · · Appended to this letter as Appendix B is a

23· · · · · · medical certificate from an M.D. exempting

24· · · · · · Dr. Curtis Wall from being required to wear

25· · · · · · any sort of face covering on the basis of a

26· · · · · · mental disability, which, as you know, is a



·1· · · · · · protected ground under Section 4 [and they

·2· · · · · · have a reference to the Human Rights Act and

·3· · · · · · the Charter].

·4· · · ·When I go to Exhibit A-8, I don't see any reference to

·5· · · ·mental disability; would you agree with that?

·6· ·A· ·Yes, it is not included in that letter.

·7· ·Q· ·And it says "medical reasons" in Exhibit A-8; is that

·8· · · ·correct?

·9· ·A· ·That is correct.

10· ·Q· ·I would like to take you to Exhibit B-5, which is

11· · · ·Dr. Linford's decision on the Section 65 suspension.

12· ·A· ·Sorry, can you clarify B dash what?

13· ·Q· ·B dash 5, Bob dash 5, and it's the December 8th, 2020

14· · · ·decision letter from Dr. Linford, and specifically I'll

15· · · ·be taking you to page 2 when you get to it, Dr. Wall.

16· ·A· ·Yeah, go ahead.

17· ·Q· ·You would agree with me, I'm looking at the second

18· · · ·complete paragraph on page 2, Dr. Wall says:· (as read)

19· · · · · · The impact of COVID-19 on the Public Health

20· · · · · · care system is undeniable.

21· · · ·That's correct?

22· ·A· ·Correct.

23· ·Q· ·At the end of that paragraph, the final two sentences

24· · · ·say -- and he's talking about full vaccination

25· · · ·occurring:· (as read)

26· · · · · · Until that time arrives, the COVID-19 virus



·1· · · · · · remains a real and imminent public health

·2· · · · · · threat.

·3· · · ·You'd agree that's his statement?

·4· ·A· ·I'm sorry, where is that statement again?

·5· ·Q· ·Sorry, it's about two-thirds of the way down, it's the

·6· · · ·second-last full sentence, beginning "Until that time

·7· · · ·arrives", and it's in the same paragraph we were just

·8· · · ·chatting about.

·9· · · ·THE CHAIR:· · · · · · · ·I think it's a third of the

10· · · ·way down the page, not two-thirds.

11· · · ·MR. MAXSTON:· · · · · · ·Yeah.

12· · · ·THE CHAIR:· · · · · · · ·It's the third paragraph.

13· ·Q· ·MR. MAXSTON:· · · · · ·I don't know if it helps,

14· · · ·Dr. Wall, but I've taken you to the statement:· (as

15· · · ·read)

16· · · · · · The impact of COVID-19 on the public health

17· · · · · · care system is undeniable.

18· · · ·I'm about five lines below that in the sentence

19· · · ·beginning "Until".

20· ·A· ·Got it, yeah, I see that now.

21· ·Q· ·Yeah, sorry, it's a little hard to follow, because

22· · · ·it's -- there's some incomplete paragraphs.

23· · · · · · So I'm just asking you to confirm, Dr. Linford is

24· · · ·stating:· (as read)

25· · · · · · Until that time [I think he means full

26· · · · · · vaccination] arrives, the COVID-19 virus



·1· · · · · · remains a real and imminent public health

·2· · · · · · threat.

·3· · · ·Those are his words?

·4· ·A· ·Yes.

·5· ·Q· ·I take it you would disagree with that?

·6· ·A· ·Yes.

·7· ·Q· ·The next sentence is:· (as read)

·8· · · · · · I find that the Complaints Director has a

·9· · · · · · legitimate concern of risk to the public by

10· · · · · · Dr. Wall's decision to not wear a face mask

11· · · · · · or face shield when seeing and treating

12· · · · · · patients.

13· · · ·That's his statement?

14· ·A· ·Yes, it is.

15· ·Q· ·And you would disagree with it?

16· ·A· ·Yes, I would.

17· ·Q· ·We go to the next paragraph, there's a second sentence:

18· · · ·(as read)

19· · · · · · I have decided that conditions on Dr. Wall's

20· · · · · · practice permit will be sufficient to address

21· · · · · · the risk to the public by Dr. Wall not

22· · · · · · wearing a face mask or face shield when

23· · · · · · seeing and treating patients.

24· · · ·So those are his words in identifying a risk to the

25· · · ·public?

26· ·A· ·Correct.



·1· ·Q· ·And, again, you would disagree with that?

·2· ·A· ·No, he is saying that the conditions were sufficient to

·3· · · ·address the risk to the public.· That I agree, he

·4· · · ·believes that the conditions on my practice would be

·5· · · ·sufficient to meet -- to meet the risk to the public.

·6· ·Q· ·Okay, thanks for clarifying that.· If we look at the

·7· · · ·balance of the letter, there are a series of directions

·8· · · ·on that page, and I'm using the word "directions"

·9· · · ·because Dr. Linford uses that, he says:· (as read)

10· · · · · · Your practice permit will be subject to the

11· · · · · · following practice -- I direct that

12· · · · · · Dr. Wall's practice permit will be subject to

13· · · · · · the following practice conditions pending

14· · · · · · completion of this hearing.

15· · · ·There are, as I said, four directions from him then.

16· · · ·Would you agree that those are binding on you?

17· ·A· ·Yes, I would.

18· ·Q· ·And would you agree that they're still binding on you,

19· · · ·to be more clear?

20· ·A· ·Yes.

21· ·Q· ·And have you complied with those conditions or orders,

22· · · ·and are you continuing to comply with them?

23· ·A· ·Yes, I have.

24· ·Q· ·So in this case, you've determined that you will follow

25· · · ·a College requirement?

26· ·A· ·Can you be more specific?



·1· · · ·MR. KITCHEN:· · · · · · ·This isn't a College

·2· · · ·requirement, or maybe it is, then we have to establish

·3· · · ·that.· It's obviously a requirement of Dr. Linford.

·4· · · ·MR. MAXSTON:· · · · · · ·I'll rephrase my question.

·5· ·Q· ·MR. MAXSTON:· · · · · ·This is a -- those are a

·6· · · ·series of directions ordered by Dr. Linford under

·7· · · ·Section 65 of the HPA; is that correct?

·8· ·A· ·Yes.

·9· ·Q· ·And Dr. Linford is appointed, pursuant to the HPA, to

10· · · ·make these kinds of decisions; would you agree with

11· · · ·that?

12· ·A· ·Yes.

13· ·Q· ·And my question was are you complying, are you

14· · · ·continuing to comply with the directions, the

15· · · ·conditions on your practice permit?

16· ·A· ·Yes.

17· ·Q· ·And my follow-up question was this is a situation where

18· · · ·you are complying with a direction from a College I'll

19· · · ·call him designate or officer?

20· ·A· ·Correct.

21· ·Q· ·And as you are likely aware, Section 65 of the HPA

22· · · ·contains a right for you to appeal a Section 65

23· · · ·direction to the courts.· Did you launch any kind of

24· · · ·court deal concerning the Section 65 direction?

25· ·A· ·No, I have not.

26· ·Q· ·Dr. Wall, I want to switch gears now and talk about



·1· · · ·your decisions you made, your decisions or independent

·2· · · ·decisions in June of 2020 about not masking and not

·3· · · ·social distancing, et cetera.

·4· · · · · · When you -- and I think we've covered this, but I

·5· · · ·want to be clear -- when you decided in June of 2020

·6· · · ·that you weren't going to wear a face mask or use

·7· · · ·social distancing, you were aware that those choices

·8· · · ·would contravene the Pandemic Directive as written?

·9· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, I'd have to say

10· · · ·that you've asked this and he's answered it, and the

11· · · ·answer's not controversial.

12· · · ·MR. MAXSTON:· · · · · · ·Well, I won't re-ask the

13· · · ·question on the basis that you're telling me your

14· · · ·client has already agreed to that.

15· ·Q· ·MR. MAXSTON:· · · · · ·Can you tell me, Dr. Wall,

16· · · ·when you started this review of, you know, the masking

17· · · ·issue for you?· And by "review", I mean the inquiries

18· · · ·you made about efficacy of masking.

19· ·A· ·Well, when the Pandemic Directive came into place for

20· · · ·chiropractors, I believe that was specific to May with

21· · · ·the Pandemic Directive, and so wearing a mask

22· · · ·immediately had me asking questions because I

23· · · ·experienced the symptoms that I was experiencing, so I

24· · · ·would have to say in early May.

25· ·Q· ·Okay.· When you did that, did you look for any articles

26· · · ·or studies that supported masking?



·1· ·A· ·I was looking, in general, at various articles, and so

·2· · · ·I don't think I was looking for articles in support of

·3· · · ·masking.

·4· ·Q· ·Did you consider any articles in support of masking

·5· · · ·when you made your decision?

·6· ·A· ·Yeah, I've seen articles floating around supporting

·7· · · ·masking, yes.

·8· ·Q· ·So I'm assuming then that you chose to discount those

·9· · · ·articles or studies?

10· ·A· ·That's correct.· I have seen articles that support

11· · · ·masking, and then I've seen those particular articles

12· · · ·debunked, and so, yeah.

13· ·Q· ·Did you contact any other organizations to get their

14· · · ·views on this masking efficacy question?

15· ·A· ·No, I did not.

16· ·Q· ·Specifically, did you contact the Canadian Chiropractic

17· · · ·Association?

18· ·A· ·No, I did not.

19· ·Q· ·Did you -- I should go back.· Are you insured for

20· · · ·malpractice with the CCPA?

21· ·A· ·Yes, I am.

22· ·Q· ·Did you contact the CCPA about your decision?

23· ·A· ·To not mask?

24· ·Q· ·Yes.

25· ·A· ·No.

26· ·Q· ·Did you consult with any medical health care



·1· · · ·professionals or specialists?

·2· ·A· ·Not until the time where I had to achieve a doctor's

·3· · · ·note.

·4· ·Q· ·And I suppose this is an obvious question, but when you

·5· · · ·made the decision in June of 2020, you didn't have the

·6· · · ·four expert reports that are being tendered in this

·7· · · ·hearing by you?

·8· ·A· ·That's correct.

·9· ·Q· ·Is it your position that it was professionally and

10· · · ·ethically acceptable for you to decide when and how the

11· · · ·Pandemic Directive applied to you?

12· ·A· ·As it applied to masking, yes, and perhaps the social

13· · · ·distancing, like you mentioned.

14· ·Q· ·Okay.· I'm going to ask you to go to Exhibit A-8, we

15· · · ·went through this a little bit before, but I'm going to

16· · · ·ask you a little bit more detailed questions.· That's

17· · · ·the letter from Dr. Salem, dated December 12th, 2020.

18· · · ·And I'll just wait till everybody's there.· When did

19· · · ·you first contact Dr. Salem about an exemption letter?

20· ·A· ·I believe I'd have to really look at my journal.· It's

21· · · ·probably sometime in early December.

22· ·Q· ·Was that after you had received an indication from the

23· · · ·College that there was a complaint?

24· ·A· ·That is correct.

25· ·Q· ·So it's fair to say that at least part of your

26· · · ·motivation in getting this letter was to be able to



·1· · · ·respond to the College's complaint?

·2· ·A· ·To be supportive, and, yes, because I wasn't under the

·3· · · ·understanding that there was a requirement to produce

·4· · · ·some type of exemption letter, yes.

·5· ·Q· ·Is Dr. -- was Dr. Salem your regular family doctor at

·6· · · ·the time?

·7· ·A· ·No.

·8· ·Q· ·So how did you choose him?

·9· · · ·MR. KITCHEN:· · · · · · ·We're getting into something

10· · · ·that's pretty personal and private, and I'm not sure

11· · · ·that it's relevant.

12· · · ·MR. MAXSTON:· · · · · · ·Sure, I'll be a little more

13· · · ·general.

14· ·Q· ·MR. MAXSTON:· · · · · ·If he wasn't your regular

15· · · ·doctor -- I don't need any background -- did you sort

16· · · ·of pick him out of the phone book, so to speak?· And I

17· · · ·remember when there were phone books or -- I'm just

18· · · ·wondering how you made your way to Dr. Salem; that's

19· · · ·what I'm really asking.

20· · · ·MR. KITCHEN:· · · · · · ·Again, personal, private, not

21· · · ·relevant.

22· ·Q· ·MR. MAXSTON:· · · · · ·When you made an appointment

23· · · ·with Dr. Salem and subsequently got this letter, were

24· · · ·you aware that Dr. Salem had ever issued any other

25· · · ·exemption letters?

26· ·A· ·No, I'm not.



·1· ·Q· ·Was your attendance -- I think there were two

·2· · · ·attendances with Dr. Salem, the but the first time you

·3· · · ·saw Dr. Salem -- well, this is an obvious question, I

·4· · · ·guess -- you'd never seen him for anything before,

·5· · · ·anything other medical issues?

·6· · · ·MR. KITCHEN:· · · · · · ·Again, this is personal, it's

·7· · · ·private, it's not relevant.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Isn't it fair to say,

·9· · · ·Dr. Wall, that you realized that your own

10· · · ·self-diagnosis of an anxiety issue wasn't going to

11· · · ·withstand scrutiny unless you had a doctor's letter?

12· ·A· ·I would say that that's likely accurate, yes.

13· ·Q· ·And you could have gone to a doctor like Dr. Salem in

14· · · ·May or June of 2020?

15· ·A· ·I could have, yes.

16· ·Q· ·When you were seeing Dr. Salem the first time, which

17· · · ·gave rise to the December 12th, 2020 letter, did he

18· · · ·perform any tests in terms of your anxiety issues?

19· ·A· ·It was a consultation, and so we discussed at length my

20· · · ·issue.

21· ·Q· ·Okay.· Did he offer a prognosis to you?

22· ·A· ·No.

23· ·Q· ·Did he offer a treatment plan?

24· ·A· ·No, he did not.

25· ·Q· ·Did he recommend any steps to address the anxiety

26· · · ·disorder:· Relaxation, anything like that?



·1· ·A· ·No.

·2· ·Q· ·If we go to the next document, Exhibit A-9, that's the

·3· · · ·second letter, January 8, 2021 letter from Dr. Salem.

·4· · · ·Just let you get to that, and I've just got a couple of

·5· · · ·questions for you about it.

·6· ·A· ·Okay, go ahead.

·7· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm always just

·8· · · ·pressing on.· If someone hasn't got a document, raise a

·9· · · ·hand or someone let me know if you're -- people haven't

10· · · ·quite gotten to where I am, but I'll just continue

11· · · ·here.

12· ·Q· ·MR. MAXSTON:· · · · · ·I'm looking at the first

13· · · ·paragraph, and it's -- this is a letter to David

14· · · ·Lawrence, and it says:· (as read)

15· · · · · · I am in receipt of your request for

16· · · · · · information.

17· · · ·I think we've covered this, but this letter is coming

18· · · ·about because Mr. Lawrence is asking for something

19· · · ·further; is that correct?

20· ·A· ·Yes.

21· ·Q· ·Yeah, so you didn't ask for this letter is what I'm

22· · · ·getting at?

23· ·A· ·Correct.

24· ·Q· ·Okay.· About a third of the way through, Dr. Salem

25· · · ·says:· (as read)

26· · · · · · There are no other pertinent documents to



·1· · · · · · satisfy your requests for [quote] tests

·2· · · · · · conducted or [quote] diagnostic information.

·3· · · · · · These items are not applicable to the nature

·4· · · · · · of Dr. Wall's medical issue.· As you'll note

·5· · · · · · from my charting, the primary driver for his

·6· · · · · · inability to wear a mask is anxiety that is

·7· · · · · · precipitated by wearing a mask.

·8· · · ·Just, again, to confirm, Dr. Salem doesn't ever mention

·9· · · ·a medical disability in this letter, does he?

10· ·A· ·Correct.

11· ·Q· ·If we look at the following paragraphs, I'm going to

12· · · ·suggest to you that they are a summary of Dr. Salem's

13· · · ·views about the challenges that COVID presents and the

14· · · ·concerns he has about the validity of COVID testing,

15· · · ·and if we go to the next page, you'll see he talks

16· · · ·about AHS saying there's limited research, et cetera.

17· · · ·Would you agree with me that -- on masking -- would you

18· · · ·agree with me that a large chunk of Dr. Salem's letter

19· · · ·is dealing with his views on the efficacy of masking

20· · · ·and the science behind it?

21· ·A· ·He does share his views, yes.

22· ·Q· ·And it's fair to say that you and he are literally and

23· · · ·figuratively on the same page on those issues?

24· · · ·MR. KITCHEN:· · · · · · ·I think you're asking too much

25· · · ·about the mind of Dr. Salem.· You're going to have to

26· · · ·get a little more specific here.



·1· · · ·MR. MAXSTON:· · · · · · ·Sure, sure.

·2· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, you agree with

·3· · · ·Dr. Salem's comments in his letter about COVID and

·4· · · ·masking, et cetera?

·5· · · ·MR. KITCHEN:· · · · · · ·That's quite general.· If you

·6· · · ·want to get a little more specific, I'm not going to

·7· · · ·take an issue.

·8· · · ·MR. MAXSTON:· · · · · · ·Well, I don't think it's an

·9· · · ·unfair question.

10· · · ·MR. KITCHEN:· · · · · · ·Well, it's only unfair because

11· · · ·it's so broad and vague.· If you want to get more

12· · · ·specific, that's fine.· What's --

13· ·Q· ·MR. MAXSTON:· · · · · ·Do you -- Dr. Wall, do you

14· · · ·agree with Dr. Salem's comments that mask wearing does

15· · · ·not reduce the transmission of COVID?

16· · · ·MR. KITCHEN:· · · · · · ·Well, hold on.· Can you point

17· · · ·us to a specific comment, because --

18· · · ·MR. MAXSTON:· · · · · · ·Yeah.

19· · · ·MR. KITCHEN:· · · · · · ·-- is that supposed to be a

20· · · ·quote, or is that --

21· · · ·MR. MAXSTON:· · · · · · ·Third paragraph, first line:

22· · · ·(as read)

23· · · · · · There are numerous studies that refute the

24· · · · · · benefit of mask wearing in reducing the

25· · · · · · transmission of respirator illnesses.

26· ·Q· ·MR. MAXSTON:· · · · · ·What I'm getting at -- I don't



·1· · · ·want to have a debate about this -- Dr. Wall, again,

·2· · · ·Dr. Salem's views, generally speaking, about masking

·3· · · ·are consistent with yours?

·4· · · ·MR. KITCHEN:· · · · · · ·Again, if you're asking if he

·5· · · ·agrees with that statement that you just read, fair

·6· · · ·question, but you brought it back as a very general,

·7· · · ·vague question that I don't think is acceptable.

·8· · · ·MR. MAXSTON:· · · · · · ·Well, I'm just going to move

·9· · · ·on.· I tried to establish that your client agrees with

10· · · ·Dr. Salem, but if you're going to object to that ...

11· ·Q· ·MR. MAXSTON:· · · · · ·In the second letter, would

12· · · ·you agree that there are still no mention of a

13· · · ·prognosis?

14· ·A· ·I would agree.

15· ·Q· ·And there is no mention of treatment options as next

16· · · ·steps?

17· ·A· ·Yes, I would agree.

18· ·Q· ·So I asked you before, you could have gotten the letter

19· · · ·from a doctor in May or June of 2020; why didn't you do

20· · · ·that?

21· ·A· ·Well, at the time, I did not think it was a requirement

22· · · ·to get a doctor's note for a medical exemption.· The

23· · · ·CMOH order does not specifically state that, and so

24· · · ·that's why I didn't get one.

25· ·Q· ·I think that we've established though that those CMOH

26· · · ·orders don't come out until November or December, later



·1· · · ·in the year.

·2· · · ·MR. KITCHEN:· · · · · · ·Yes, you asked that, and

·3· · · ·you've gotten the answer to it from before, nothing

·4· · · ·controversial there.

·5· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm going to ask

·6· · · ·a question, and unless you're going to object, I don't

·7· · · ·think you can help your client with his answers, so I'm

·8· · · ·moving along to a question.

·9· · · ·MR. KITCHEN:· · · · · · ·I'm not trying to help; I'm

10· · · ·just objecting to questions that have already been

11· · · ·asked.

12· ·Q· ·MR. MAXSTON:· · · · · ·Wouldn't you agree, Dr. Wall,

13· · · ·that something as serious as an exemption to masking

14· · · ·would have required, from the very outset, some type of

15· · · ·medical verification?

16· ·A· ·Perhaps our opinion about the seriousness of a mask

17· · · ·exemption is different.· So, again, I, at the outset, I

18· · · ·thought my health information was a private matter and

19· · · ·that it was very specific to myself, and I didn't

20· · · ·believe that I needed to disclose that information at

21· · · ·the outset, so ...

22· ·Q· ·So you don't have any training in anxiety disorders, do

23· · · ·you?

24· ·A· ·No, I don't.

25· ·Q· ·And, nonetheless, you reached a diagnosis that you had

26· · · ·an anxiety disorder sufficient to qualify you for some



·1· · · ·type of exemption?

·2· ·A· ·Correct.

·3· ·Q· ·Do you believe it's appropriate for health care

·4· · · ·providers to self-diagnose medical issues?

·5· ·A· ·Potentially.

·6· ·Q· ·Like an anxiety disorder?

·7· ·A· ·Potentially.

·8· ·Q· ·Dr. Wall, we've been chatting now I think for about an

·9· · · ·hour and 15 minutes.· I still have a fair number of

10· · · ·questions, do you need a quick break, and or do you

11· · · ·want to press on and just let me know when you need a

12· · · ·break?

13· ·A· ·We can press on.

14· · · ·MR. MAXSTON:· · · · · · ·Okay, Mr. Chair, you can feel

15· · · ·free to jump in at any time if you need to direct a

16· · · ·break.

17· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, I want to switch

18· · · ·gears, and I want to go to the ACAC notices to you and

19· · · ·the profession that are set out at Exhibits C-1 to

20· · · ·C-22.

21· · · · · · In my questioning of Dr. Halowski, I mentioned to

22· · · ·him that Exhibit C1, C-10, and C-13 relate to the

23· · · ·Telehealth option and the College council's ultimate

24· · · ·approval of that.· I think your evidence with

25· · · ·Mr. Kitchen was you didn't feel that you could pursue

26· · · ·Telehealth; is that correct?



·1· ·A· ·That is correct.· I actually did look at it, but it did

·2· · · ·not fit my practice style.· I'm a hands-on

·3· · · ·chiropractor, and that was not the way I chose to go as

·4· · · ·far as practicing.

·5· ·Q· ·I'm going to let your counsel decide if there is an

·6· · · ·objection here, but I can take you through Exhibits C-2

·7· · · ·onward and ask you specific questions about the College

·8· · · ·saying you can contact them and asking for input, but

·9· · · ·my question to you, to be more general and more

10· · · ·efficient, is would you agree that, throughout Exhibits

11· · · ·C-1 to C-22, there are numerous references to the

12· · · ·College asking for input and inviting members to

13· · · ·contact the College about the Pandemic Directive?

14· ·A· ·Yes, I would agree with that.

15· ·Q· ·So is it fair to say that you would have received all

16· · · ·of these documents?

17· ·A· ·Yes, I did.

18· ·Q· ·And you'd already had an email exchange with

19· · · ·Dr. Halowski, and you could have emailed him?

20· ·A· ·Regarding what?

21· ·Q· ·Regarding masking and the social distancing and I guess

22· · · ·your issues about the Pandemic Directive.

23· ·A· ·Correct.

24· ·Q· ·And just to be clear, you didn't participate in any of

25· · · ·the platform discussions on the Pandemic Directive?

26· ·A· ·How many platform discussions were there?



·1· ·Q· ·You know, I can't recall.· I think there's reference to

·2· · · ·at least two in those exhibits.· I'm just asking you if

·3· · · ·you can recall whether you participated in any of those

·4· · · ·exchanges.

·5· ·A· ·Yes, I believe I may have participated in the first

·6· · · ·one, because I do recall -- and I may be corrected

·7· · · ·here -- but I do recall the first draft included

·8· · · ·vaguely perhaps specific terms about vaccine issues,

·9· · · ·and that was a concern to me, and I think that's what

10· · · ·potentially precipitated the letter to Dr. Halowski,

11· · · ·but I may have participated in that first

12· · · ·ThoughtExchange that was regarding the first draft.

13· ·Q· ·Okay.· But other than that, no communication or contact

14· · · ·with the College?

15· ·A· ·And then I also participated in a recent draft,

16· · · ·several -- perhaps a month-and-a-half to several months

17· · · ·ago.

18· ·Q· ·Okay, I'm really concerned with the June to December

19· · · ·2020 time period.· So just to be clear, other than your

20· · · ·participation on that one platform or ThoughtExchange,

21· · · ·you didn't have any communication with the College?

22· ·A· ·That's correct.

23· ·Q· ·Okay.· I'm kind of switching gears a little bit here,

24· · · ·I've sort of got some general questions.

25· · · · · · There's been comments about your human rights

26· · · ·being violated and Human Rights Act issues.· You



·1· · · ·haven't filed a complaint with the Alberta Human Rights

·2· · · ·Commission though, have you?

·3· ·A· ·No, I have not.

·4· ·Q· ·I want to ask you some questions about your decision to

·5· · · ·not comply with the Pandemic Directive, which I think

·6· · · ·it's fair to say you've been very candid in indicating

·7· · · ·that you haven't complied with certain parts of it.· In

·8· · · ·fairness, you said you have complied with others, I

·9· · · ·don't want to be unfair.· Is it your position that a

10· · · ·health care professional such as you, a chiropractor,

11· · · ·can decide when and if he'll follow a college's

12· · · ·requirements?

13· · · ·MR. KITCHEN:· · · · · · ·That's been asked and

14· · · ·answered.

15· · · ·MR. MAXSTON:· · · · · · ·Well, no, I don't think it

16· · · ·has.· I've asked him about compliance with certain

17· · · ·specific things; that's a more general question, and

18· · · ·it's an important one.

19· · · ·MR. KITCHEN:· · · · · · ·Well, I understand you think

20· · · ·it's important, and I have no issue with you asking it

21· · · ·once, but you already asked him, and it's already been

22· · · ·answered.· We've done a lot of that over the last few

23· · · ·hours.

24· · · ·MR. MAXSTON:· · · · · · ·I disagree.

25· ·Q· ·MR. MAXSTON:· · · · · ·My question for you,

26· · · ·Dr. Wall --



·1· · · ·MR. MAXSTON:· · · · · · ·-- and I'll wait,

·2· · · ·Mr. Kitchen --

·3· ·Q· ·MR. MAXSTON:· · · · · ·-- is it your position that a

·4· · · ·health care professional can decide when and if the

·5· · · ·requirements of a profession apply to him?

·6· · · ·MR. KITCHEN:· · · · · · ·That's fine.· I won't object

·7· · · ·to that, but we're going to have problems if you keep

·8· · · ·going down this road because you've already been down

·9· · · ·this road, but I won't object to this one.

10· · · ·MR. MAXSTON:· · · · · · ·Well, I --

11· · · ·MR. KITCHEN:· · · · · · ·(INDISCERNIBLE) ask it again.

12· · · ·MR. MAXSTON:· · · · · · ·I wonder if we can have the

13· · · ·court reporter repeat that question so I don't mangle

14· · · ·it and get an objection from you, Mr. Kitchen.

15· · · ·MR. KITCHEN:· · · · · · ·That's a good idea.

16· · · ·THE COURT REPORTER:· (by reading)

17· · · · · · Q· ·Is it your position that a health care

18· · · · · · · · professional such as you, a chiropractor,

19· · · · · · · · can decide when and if he'll follow a

20· · · · · · · · college's requirements?

21· ·A· ·I believe if those requirements cause harm to the

22· · · ·member, then I do believe that the member has the right

23· · · ·to make those decisions.· We are doctors of

24· · · ·chiropractic.· We have spent a multitude of years

25· · · ·learning and applying science, logic, and reason.· And

26· · · ·I believe that, in this situation regarding masks, if



·1· · · ·there is harm being caused, yes, I do believe that a

·2· · · ·member should be able to make a decision.

·3· ·Q· ·MR. MAXSTON:· · · · · ·So if you personally decide

·4· · · ·that a requirement of a college causes harm, your view

·5· · · ·is you don't have to follow it?

·6· ·A· ·That is correct.

·7· ·Q· ·And that's if you personally make that decision?

·8· ·A· ·Yes, and I'm basing that on multiple studies, not my

·9· · · ·own information only.· It's based on other scientific

10· · · ·studies that corroborate what I believe, so ...

11· ·Q· ·I'm going to suggest to you, Dr. Wall -- and I'm not

12· · · ·attacking your bona fides here, your sincerity -- but

13· · · ·if this happens, we don't have a governable profession

14· · · ·anymore, do we?

15· · · ·MR. KITCHEN:· · · · · · ·I think that's a hypothetical

16· · · ·that he can't answer.

17· ·Q· ·MR. MAXSTON:· · · · · ·Well, how do you think your --

18· · · ·if a chiropractor like you makes an independent

19· · · ·decision, how does that affect the College's role?

20· · · ·MR. KITCHEN:· · · · · · ·Well, I think that question's

21· · · ·fine, but you need to be a little more specific.

22· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, what I'm getting at

23· · · ·is would you agree or disagree with the statement that

24· · · ·health care providers making their own decisions about

25· · · ·requirements makes it challenging for a college to

26· · · ·govern its members?



·1· ·A· ·Yes, it may make it challenging.

·2· ·Q· ·We've gone through a number of situations where you

·3· · · ·have chosen to follow and not follow certain

·4· · · ·requirements from various authorities, so -- and

·5· · · ·there's a question coming, but you've told me you

·6· · · ·comply with some aspects of the Pandemic Directive but

·7· · · ·not others; you've told me that you are complying with

·8· · · ·some aspects of the re-opening order but not others; do

·9· · · ·you think that's appropriate for a professional?

10· ·A· ·To me, it always falls back to harm being done, the --

11· · · ·of course, the principle, first, do no harm applies

12· · · ·primarily to patients but, in this situation, wearing a

13· · · ·mask does harm.· And in that situation, how can I

14· · · ·follow the College directive if it's causing harm?· So

15· · · ·it makes it difficult for the College, but it doesn't

16· · · ·make it right.

17· ·Q· ·And just to be clear, you've also chosen to not follow

18· · · ·the orders of -- the re-opening orders from AHS,

19· · · ·certain of them?

20· ·A· ·Are you referring to the masking of patients?

21· ·Q· ·Yes.

22· ·A· ·Yeah, well, that would fall under the same category as

23· · · ·my understanding that wearing a mask causes harm.

24· ·Q· ·You're going to be calling Dr. Gauthier as a lay

25· · · ·witness; is that correct?

26· ·A· ·That is correct.



·1· ·Q· ·Your counsel, Mr. Kitchen, sent me something called a

·2· · · ·will-say statement about what he anticipates

·3· · · ·Dr. Gauthier will testify to.· Because of the order of

·4· · · ·witnesses that Mr. Kitchen has set out, we haven't

·5· · · ·heard from Dr. Gauthier, but is it your understanding

·6· · · ·that he has strong personal beliefs against masking?

·7· · · ·MR. KITCHEN:· · · · · · ·Speaking to his mind and you

·8· · · ·said "personal beliefs", if we go to the will-say

·9· · · ·statement, you're going to see that Dr. Gauthier

10· · · ·disagrees with the Pandemic Directive, follows it,

11· · · ·disagrees with it.· So if you want to question down

12· · · ·those lines, I think that makes sense.

13· · · ·MR. MAXSTON:· · · · · · ·Sure, I'll --

14· · · ·MR. KITCHEN:· · · · · · ·(INDISCERNIBLE)

15· · · ·MR. MAXSTON:· · · · · · ·-- rephrase that question.

16· · · ·MR. KITCHEN:· · · · · · ·Okay.

17· ·Q· ·MR. MAXSTON:· · · · · ·Do you understand that

18· · · ·Dr. Gauthier has concerns about complying with the

19· · · ·masking and social distancing requirements of the

20· · · ·Pandemic Directive?

21· ·A· ·Yes, I believe so.

22· ·Q· ·Is it your understanding that, nonetheless, he complied

23· · · ·with the Pandemic Directive?

24· ·A· ·I can't speak to that.

25· ·Q· ·Okay, we'll ask Dr. Gauthier about that then.

26· · · · · · When we talked about you researching your decision



·1· · · ·in June of 2020 to not comply with certain aspects of

·2· · · ·the Pandemic Directive, wasn't it your obligation as a

·3· · · ·professional to notify the College of your concerns and

·4· · · ·your intention to breach parts of the Pandemic

·5· · · ·Directive?

·6· ·A· ·I didn't see that anywhere in the Pandemic Directive

·7· · · ·that stated I was supposed to consult the College

·8· · · ·regarding my exemptions, and so ...

·9· ·Q· ·I guess what I'm saying to you is I mean we have, for

10· · · ·example, we have a standard of practice, and if you're

11· · · ·not going to follow the standard of practice, there

12· · · ·isn't anything in the standard of practice saying you

13· · · ·should call the College, but I'm asking you wasn't it

14· · · ·incumbent on you as a professional, a health care

15· · · ·provider, to reach out to your college in June of 2020

16· · · ·and tell them what you were intending to do?

17· · · ·MR. KITCHEN:· · · · · · ·Unless I'm wrong, I don't

18· · · ·think that is an allegation, and I may be wrong --

19· · · ·MR. MAXSTON:· · · · · · ·It's not an allegation; it's a

20· · · ·question --

21· · · ·MR. KITCHEN:· · · · · · ·But it's not -- no, no, no,

22· · · ·but it's not an allegation in the notice of hearing.

23· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen --

24· · · ·MR. KITCHEN:· · · · · · ·So --

25· · · ·MR. MAXSTON:· · · · · · ·-- not every question I ask

26· · · ·has to be framed in the context of the exact charges,



·1· · · ·and you've been objecting a fair bit to my questions,

·2· · · ·and I'm going to ask for a ruling on this, because it's

·3· · · ·another important question.· I'm entitled to ask

·4· · · ·Dr. Wall, as part of his views of his status as a

·5· · · ·professional, what he views his obligations were in

·6· · · ·that scenario.

·7· · · ·MR. KITCHEN:· · · · · · ·But that's a question of the

·8· · · ·ultimate issue, right?· Is it unprofessional conduct to

·9· · · ·not reach out.· That's like an ultimate.· You're asking

10· · · ·him a question about the ultimate issue, and an

11· · · ·ultimate issue that's not in the notice of hearing, so

12· · · ·I question the relevance of it.· That's why I've

13· · · ·objected.· I've objected because you've asked questions

14· · · ·that are worth objecting to.

15· · · ·MR. MAXSTON:· · · · · · ·Well, Mr. Chair, my question

16· · · ·is --

17· ·Q· ·MR. MAXSTON:· · · · · ·And, Dr. Wall, please don't

18· · · ·answer this question.· You won't hear me say that very

19· · · ·often, but please don't answer this at this time,

20· · · ·wasn't it your obligation as a professional to notify

21· · · ·the College about your concerns with the Pandemic

22· · · ·Directive and that you were going to not follow it in

23· · · ·some respects?

24· · · ·MR. MAXSTON:· · · · · · ·So, Mr. Chair, I --

25· · · ·respectfully, the ultimate issue is whether not

26· · · ·following the -- certain things is unprofessional



·1· ·conduct, but I think this is a fair question to ask,

·2· ·because it goes to Dr. Wall's perception of what it

·3· ·means to be a professional.· So I've made some comments

·4· ·about that question, and I'm going to ask for a ruling

·5· ·on that.

·6· ·THE CHAIR:· · · · · · · ·And, Mr. Maxston, is that not

·7· ·two questions?· First question being the obligation to

·8· ·notify the College, and then the second question, the

·9· ·last part of your -- the last part of your statement,

10· ·is that a second question?

11· ·MR. MAXSTON:· · · · · · ·I can break it down into two:

12· ·wasn't it your obligation as a professional to notify

13· ·the College of your concerns about the Pandemic

14· ·Directive, and wasn't it your obligation as a

15· ·professional to notify the College of your intention to

16· ·ignore parts of it or not comply with parts of it.

17· ·MR. KITCHEN:· · · · · · ·So I'll just say two things:

18· ·One, Dr. Wall did answer by saying, I didn't see an

19· ·obligation in the Pandemic Directive, so he's provided

20· ·that answer.· Nothing controversial there.

21· · · · Secondly, we do have a relevance issue because

22· ·that's not about -- there is no allegation.· And we've

23· ·talked a lot, which is kind of odd, and I haven't

24· ·objected much until this point, we've talked a lot

25· ·about whether or not Dr. Wall reached out.· And that's

26· ·not really -- I don't know if that's a key issue until



·1· ·now in this case, but that's not actually an

·2· ·allegation.· There is no allegation in the notice of

·3· ·hearing that Dr. Wall engaged in professional

·4· ·misconduct by not reaching out to the College.

·5· · · · So there is, for me, I think there's a lack of

·6· ·relevance when we're making such a big deal out of this

·7· ·issue when there's actually no allegation.· If the

·8· ·allegation was in there, that would make sense.

·9· ·There's no allegation of that.· So why are we going

10· ·down this road?

11· ·THE CHAIR:· · · · · · · ·Okay, we will take a brief

12· ·recess while the Hearing Tribunal discusses this with

13· ·counsel, and we'll just ask you to give us a few

14· ·minutes, and if we could be moved to a break-out room,

15· ·thank you.

16· ·(ADJOURNMENT)

17· ·THE CHAIR:· · · · · · · ·Thank you for your indulgence.

18· ·We've discussed the question or questions amongst

19· ·ourselves and with independent legal counsel.· Our view

20· ·is that the question as posed as an obligation

21· ·pertaining to a health professional, so in a general

22· ·sense, and that this goes to what it means to be a

23· ·professional, what his obligations were.

24· · · · We do feel that it's within the scope of

25· ·relevance, so we do agree with asking Dr. Wall to

26· ·respond to the question.



·1· ·Q· ·MR. MAXSTON:· · · · · ·Well, I will try to be careful

·2· · · ·in my wording here to capture exactly what I said

·3· · · ·before, and it will be two questions, and those are my

·4· · · ·last two questions, Dr. Wall.· Wasn't it your

·5· · · ·obligation as a professional to notify the College of

·6· · · ·your concerns about the Pandemic Directive?

·7· ·A· ·I wish I could answer that simply.· I will say yes.

·8· ·Q· ·The second question, wasn't it your obligation as a

·9· · · ·professional to notify the College of your intention to

10· · · ·not comply with the Pandemic Directive?

11· ·A· ·It's --

12· ·Q· ·Pardon me --

13· ·A· ·I'm sorry, go ahead.

14· ·Q· ·Yeah, I'm sorry, I want to be fair to you, wasn't it

15· · · ·your obligation as a professional to notify the College

16· · · ·of your intention to partly not comply with the

17· · · ·Pandemic Directive, and I'm thinking of masking and

18· · · ·social distancing?

19· ·A· ·Yeah, I -- with respect to masking, again, this was an

20· · · ·issue that was affecting my health, I believe it was

21· · · ·harmful to me, and so I didn't think that it was

22· · · ·necessary to respond to the College at the time.

23· · · ·MR. MAXSTON:· · · · · · ·Okay, those are my questions,

24· · · ·Mr. Chair.

25· · · ·Discussion

26· · · ·MR. MAXSTON:· · · · · · ·In terms of the remainder of



·1· ·the day, my client and I certainly are prepared to stay

·2· ·a little longer if we need time for Mr. Kitchen to do

·3· ·his redirect and answer your questions.· I think

·4· ·probably about 4:30 or 5 is the latest we'd want to go,

·5· ·and I know that may mean we're not finished with

·6· ·Dr. Wall today, but my client's view and my view,

·7· ·frankly, is that going any longer than 4:30 or 5 is a

·8· ·little bit much for a Tribunal, even though we've got a

·9· ·healthy, robust Tribunal here.

10· ·MR. KITCHEN:· · · · · · ·I have some thoughts on that.

11· ·One, my witness has arrived.· He's Dr. Wall's witness.

12· ·He's left for now, because we're obviously not quite

13· ·there yet.· I'm going to ask, because of the enormously

14· ·slow pace, and that's to no one's fault, but the

15· ·enormously slow pace at which we've moved that we press

16· ·ahead today and get in this witness after we're done

17· ·with Dr. Wall.· I do have redirect, but I don't expect

18· ·to be long.· So if we could get going at 4:30 with this

19· ·witness, I can't see that witness taking more than 45

20· ·minutes at most, which I understand that puts us past

21· ·5, but we've ended early quite a few days.· We're

22· ·making pretty slow progress on evidence.

23· · · · This particular witness, like I said, the reason I

24· ·wanted him here today is because he's the only witness

25· ·I have who cannot do virtual testimony, so I would ask

26· ·that the Tribunal to be gracious with Dr. Wall and I



·1· ·and permit that witness today.

·2· ·THE CHAIR:· · · · · · · ·I think we'll make our best

·3· ·efforts to achieve that.· I don't personally have any

·4· ·commitments that would prevent me from going to 5:15 if

·5· ·we needed to.· I'm not sure if anybody else -- perhaps

·6· ·there are?· One of the Tribunal Members --

·7· ·DR. ALDCORN:· · · · · · ·Well, sorry, this is Leslie.

·8· ·I'm actually seeing patients after we're done here.· If

·9· ·I knew we were done at 5:15, I could ask people to come

10· ·at 5:15 instead of 5:00.· I would just need to know.

11· ·THE CHAIR:· · · · · · · ·I think in the best interests

12· ·of not having to do this twice, let's decide that we

13· ·will go until 5:15 so that Dr. Aldcorn can make her

14· ·plans accordingly.

15· · · · And I think it's a long time to go without a

16· ·break, I suggest we take maybe 10 minutes now and come

17· ·back at 5 after -- let's make it 10 after 4, and then

18· ·we'll plow through with Mr. Kitchen's redirect and then

19· ·any residual questions and then deal with Mr. Kitchen's

20· ·witness.· Okay?

21· ·MR. MAXSTON:· · · · · · ·Mr. Chair, I just want to make

22· ·one comment, I'm very sensitive to Mr. Kitchen and his

23· ·witness's availability, but I do want to be clear that

24· ·I think -- in terms of chasing the clock, the Hearing

25· ·Tribunal shouldn't feel constrained about asking

26· ·questions of Dr. Wall and finishing quickly, and so I



·1· ·really want to be -- I see Mr. Kitchen nodding, and I'm

·2· ·glad, because I'm very sensitive to his witness, but

·3· ·we've heard a lot from Dr. Wall today, and once he

·4· ·stops testifying, Mr. Chair, you know this, your

·5· ·colleagues know this, you can't ask him any other

·6· ·questions, and there was some pretty important stuff

·7· ·today.· So I agree, let's press on and see where we're

·8· ·at, but I think completing Dr. Wall today is the

·9· ·priority, if we can.

10· ·THE CHAIR:· · · · · · · ·Fair point, Mr. Maxston, and I

11· ·will share with both you and Mr. Kitchen that, during

12· ·our earlier breaks, we have discussed amongst ourselves

13· ·some questions with respect to Dr. Wall, and we are

14· ·holding back to determine which, if any, or all of them

15· ·are covered either through direct or cross-examine or

16· ·redirect.· So, yes, the Hearing Tribunal may very well

17· ·have some questions for Dr. Wall, but we will cross

18· ·that bridge after we've dealt with the redirect.

19· · · · So let's break now and come back at 10 after 4,

20· ·and we'll do our best, Mr. Kitchen.

21· ·MR. KITCHEN:· · · · · · ·Thank you.

22· ·(ADJOURNMENT)

23· ·THE CHAIR:· · · · · · · ·Okay, I believe we are all

24· ·here, so the session is that we are reconvened, and,

25· ·Mr. Kitchen, you have the floor.

26· ·MR. KITCHEN:· · · · · · ·Thank you.



·1· · · ·Mr. Kitchen Re-examines the Witness

·2· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Wall, that email that you

·3· · · ·sent to Dr. Halowski, we talked about this, you said

·4· · · ·earlier that Dr. Halowski sent you a response.· Did you

·5· · · ·ever get a response from council to your email?

·6· ·A· ·No, I did not.

·7· ·Q· ·Did you ever get a further response from Dr. Halowski?

·8· ·A· ·No, I did not.

·9· ·Q· ·And what was -- the one response you got from

10· · · ·Dr. Halowski, what did he say?

11· ·A· ·I believe he was going to refer the matter to council,

12· · · ·and that was about the extent of it.

13· ·Q· ·Do you think that was a substantive response?

14· ·A· ·Not substantive.· I'm fine if he wanted to have council

15· · · ·respond to it, but not a substantive response.

16· ·Q· ·We've talked a lot about a risk from masking.· I just

17· · · ·want to make sure everybody knows your position.· Do

18· · · ·you think there is an increased risk beyond what

19· · · ·anybody already encounters in their daily life from you

20· · · ·not wearing a mask?

21· ·A· ·No, I do not.

22· ·Q· ·Did AHS close your office?

23· ·A· ·Yes, they did.

24· ·Q· ·Did AHS close -- did AHS take away your practice

25· · · ·permit?

26· ·A· ·No, they did not.



·1· ·Q· ·The closure order, I'm going to take you there, that's

·2· · · ·D-1, and Mr. Maxston can object to this if he wants to,

·3· · · ·but I'm going to ask you to pick up -- do you see the

·4· · · ·word "nuisance" in the middle of paragraph (a) there?

·5· ·A· ·Yes, I do.

·6· ·Q· ·Could you just read for me the rest of that sentence?

·7· ·A· ·I'll start:· (as read)

·8· · · · · · This is a breach of Section 2(1) of the

·9· · · · · · Nuisance and General Sanitation Regulation,

10· · · · · · which states that no person shall create,

11· · · · · · commit, or maintain a nuisance, and of

12· · · · · · Section 26 of the CMOH 38-2020, which states

13· · · · · · that, subject to Section 27 of this order, a

14· · · · · · person must wear a face mask at all times

15· · · · · · while attending an indoor public place.· For

16· · · · · · greater certainty, an indoor public place

17· · · · · · includes any indoor location where a business

18· · · · · · entity is operating.

19· ·Q· ·Do you think that you fall under Section 27?· I can

20· · · ·take you to the Order 38 if you need me to.· Do you

21· · · ·want me to do that?

22· ·A· ·Yes, please, let's review that.

23· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm not sure I'm

24· · · ·going to object to this question, but, with respect,

25· · · ·isn't it irrelevant; doesn't AHS decide who's subject

26· · · ·to it?· It's not really your client.



·1· · · ·MR. KITCHEN:· · · · · · ·Well, again, I don't know if

·2· · · ·there's any controversy here.· I think there probably

·3· · · ·is going to be some controversy, because there's no

·4· · · ·mention of CMOH 38 in the re-opening.

·5· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Wall, let me just ask

·6· · · ·you this:· We discussed that there's an exemption

·7· · · ·clause in CMOH Order 38-2020 -- well, okay, is there a

·8· · · ·general requirement to wear a mask in CMOH Order

·9· · · ·38-2020?

10· ·A· ·Yes, there is.

11· ·Q· ·And there's an exemption, correct?

12· ·A· ·That's correct.

13· ·Q· ·Do you think you fell under the exemption?

14· ·A· ·Yes, I do.

15· ·Q· ·So do you think you breached the general requirement to

16· · · ·wear a mask?

17· ·A· ·No, I don't.

18· ·Q· ·Now, while I'm on this point, this is important

19· · · ·because -- so you just said now and you said earlier

20· · · ·that the -- you never breached any of the CMOH orders,

21· · · ·but when my learned friend asked you if you agreed

22· · · ·factually to the statement at 5(a) of the hearing

23· · · ·notice, that you failed to follow the Chief Medical

24· · · ·Officer of Health orders regarding masking and

25· · · ·COVID-19, you said, yes, that you agreed to that, so

26· · · ·let me ask you:· Do you think that you failed to follow



·1· · · ·any Chief Medical Officer of Health orders?

·2· ·A· ·No, I don't.

·3· ·Q· ·Dr. Wall, was there a CMOH order in place requiring

·4· · · ·masking in June of 2020?

·5· ·A· ·I don't know the exact date of the CMOH order.

·6· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, we have the

·7· · · ·re-opening order.· Are you referring to that, the CMOH

·8· · · ·order that directed re-opening if guidelines were

·9· · · ·followed from AHS or from CMOH or from the College?· Is

10· · · ·that what you're referring to?· I'm just asking because

11· · · ·I don't think we have any other exhibits to that

12· · · ·effect, and, clearly, the re-opening order would have

13· · · ·been in force.

14· · · ·MR. KITCHEN:· · · · · · ·Not --

15· · · ·MR. MAXSTON:· · · · · · ·16-2020 is the re-opening

16· · · ·order.

17· · · ·MR. KITCHEN:· · · · · · ·Yes, right.

18· ·Q· ·MR. KITCHEN:· · · · · ·Well, Dr. Wall, you said to --

19· · · ·Mr. Maxston asked you, well, was there a CMOH order to

20· · · ·require masking and specifying exemptions before

21· · · ·November, and you said, no, there wasn't.· We already

22· · · ·know that.· So merely just asking, was there a CMOH

23· · · ·order in June of 2020 that generally required masking?

24· ·A· ·No.

25· ·Q· ·Do you think things like cleaning your office and

26· · · ·washing your hands are harmful?



·1· ·A· ·No, I don't.

·2· ·Q· ·Do you think preventing people from being within 2

·3· · · ·metres of each other violates their personal liberty of

·4· · · ·bodily autonomy?

·5· ·A· ·No, I don't.

·6· ·Q· ·So if you're told -- if your patients are told -- if

·7· · · ·your patients are told that they have to stay 2 metres

·8· · · ·away from you, do you think that violates their

·9· · · ·personal liberty to come within 2 metres of you?

10· ·A· ·They can choose to come within 2 metres of me, so I'm

11· · · ·not sure exactly of the -- maybe rephrase the question.

12· ·Q· ·Well, let me ask you this -- and I'll leave it here, I

13· · · ·don't want to belabour the point -- but do you think

14· · · ·people's physical movements are restricted when they're

15· · · ·told that they cannot come within 2 metres of other

16· · · ·people?

17· ·A· ·Yes, I do.

18· ·Q· ·When -- and this goes back to a question Mr. Maxston

19· · · ·asked you about Dr. Linford's statements on risk, do

20· · · ·you agree with Dr. Linford that there is a risk to the

21· · · ·public from you not wearing a mask?

22· ·A· ·No, I don't agree.

23· ·Q· ·Now, you answered a question of Mr. Maxston about the

24· · · ·diagnosis or lack thereof in the December 12th note

25· · · ·from Dr. Salem, and of course, ultimately, there was

26· · · ·this note from January 11th.· What was the ultimate



·1· · · ·diagnosis in the January 11th letter?

·2· · · ·MR. KITCHEN:· · · · · · ·While I'm here, I'll find it

·3· · · ·for everybody's benefit.

·4· · · ·MR. MAXSTON:· · · · · · ·Is it A-9, Mr. Kitchen?

·5· · · ·MR. KITCHEN:· · · · · · ·It is A-9.· I was just about

·6· · · ·to say that.

·7· ·Q· ·MR. KITCHEN:· · · · · ·So, yes, so this is the letter

·8· · · ·that -- Mr. Maxston was questioning you on this letter.

·9· · · ·This is the letter that Dr. Salem responds to

10· · · ·Mr. Lawrence.· Does Dr. Salem discuss in this letter

11· · · ·the ultimate reason for why you couldn't wear a mask?

12· ·A· ·Yes, he did.

13· ·Q· ·And what was that reason?

14· ·A· ·It was because of anxiety and dealing with

15· · · ·claustrophobia.

16· ·Q· ·And is that consistent with what you thought about

17· · · ·yourself in June of 2020?

18· ·A· ·Yes, it is.

19· ·Q· ·Are the CMOH orders being challenged in court?

20· ·A· ·I believe they are, yes.

21· ·Q· ·Do you think a mandate from -- well, I'll ask you this:

22· · · ·Do you think a mandate that mandates somebody wear a

23· · · ·mask, do you think that violates that person's rights?

24· ·A· ·Yes, I do.

25· ·Q· ·Do you think if a mandate violates somebody's rights

26· · · ·that it's unlawful?



·1· ·A· ·Yes, I do.

·2· ·Q· ·Okay, almost done here.· In the rescind notice from the

·3· · · ·AHS, this is Exhibit D-2, we've talked about point 4,

·4· · · ·Mr. Maxston asked you about that, do you regard point 4

·5· · · ·as violating the rights of the patients?

·6· ·A· ·Yes, I do.

·7· ·Q· ·And do you regard point 4 as unlawful?

·8· ·A· ·Yes, I do.

·9· ·Q· ·Do you think it is professional to not comply with

10· · · ·requirements that are unlawful?

11· ·A· ·Could you restate that, please, for me?

12· ·Q· ·Sure.· Do you think it is professional to not comply

13· · · ·with requirements that are not lawful?

14· ·A· ·That was a lot of nots, I'm sorry.

15· ·Q· ·No, no, it's okay, it's okay.· It's no problem.

16· ·A· ·Sorry, it is getting late in the day --

17· ·Q· ·Do you think it's professionally acceptable to disobey

18· · · ·a requirement that is unlawful?

19· ·A· ·Yes, I think that it is professionally (INDISCERNIBLE)

20· · · ·to (INDISCERNIBLE) a law that is --

21· · · ·THE COURT REPORTER:· · · Dr. Wall, you're going to have

22· · · ·to speak up; you're not on speaker or something like

23· · · ·that.· I'm finding you very quiet.· So, sorry, could

24· · · ·you please restate your answer?

25· · · ·MR. KITCHEN:· · · · · · ·Madam Clerk, can you hear my

26· · · ·just fine?



·1· · · ·THE COURT REPORTER:· · · I can hear you fine, yeah.

·2· · · ·MR. KITCHEN:· · · · · · ·I think what happened is he

·3· · · ·turned the button, because he has to click it every

·4· · · ·time so we don't get the feedback.

·5· ·A· ·I'm sorry.

·6· · · ·THE COURT REPORTER:· · · That's okay.· Do you want me

·7· · · ·to --

·8· ·Q· ·MR. KITCHEN:· · · · · ·Do you want me to ask it

·9· · · ·again, or are you ready to go?

10· ·A· ·Go ahead and ask.

11· ·Q· ·Okay.· Do you think it is professionally acceptable to

12· · · ·disobey requirements that are unlawful?

13· ·A· ·I think it is professionally (INDISCERNIBLE) --

14· · · ·THE CHAIR:· · · · · · · ·We can't hear you, Dr. Wall.

15· · · ·Can't hear you at all.

16· ·A· ·Sorry about that, yeah, I don't know what happened

17· · · ·there.

18· ·Q· ·MR. KITCHEN:· · · · · ·Well, I don't want to ask it a

19· · · ·third time, but I'm going to ask it a third time, and

20· · · ·I'm going to try to ask it exactly the same so that

21· · · ·there's nothing unfair here.

22· · · · · · Do you think it is professionally acceptable to

23· · · ·disobey requirements that are unlawful?

24· ·A· ·Yes, I do.

25· ·Q· ·Do you think the masking mandate is unlawful?

26· ·A· ·Yes, I do.



·1· ·Q· ·Last question, is it your understanding that Dr. Salem

·2· · · ·recommended, as a means of dealing with your anxiety,

·3· · · ·to not wear the mask?

·4· ·A· ·Yes, that's correct.

·5· ·Q· ·And I'm sorry, I have one more question.· Do you think

·6· · · ·not wearing a mask around your patients is a form of

·7· · · ·treatment?

·8· ·A· ·No, it is not.

·9· · · ·MR. KITCHEN:· · · · · · ·Okay, thank you, those are all

10· · · ·my redirect.

11· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm going to ask my

12· · · ·friend's indulgence and yours, I do have one quick

13· · · ·follow-up question, and it relates to the second or

14· · · ·third-last question my friend asked because it was -- I

15· · · ·think it was something a little bit new.· And maybe

16· · · ·I'll ask the question, if you're comfortable, Mr. Chair

17· · · ·and Mr. Kitchen, you'll let me know if you've got any

18· · · ·concerns.

19· · · ·MR. KITCHEN:· · · · · · ·Sure.

20· · · ·THE CHAIR:· · · · · · · ·Okay.

21· · · ·MR. MAXSTON:· · · · · · ·And thank you for this

22· · · ·indulgence.

23· · · ·Mr. Maxston Re-cross-examines the Witness

24· ·Q· ·MR. MAXSTON:· · · · · ·Dr. Wall, this goes back to

25· · · ·the question that was repeated three times, so you're

26· · · ·probably pretty familiar with it, and I believe the



·1· · · ·wording from my friend was do you believe it's

·2· · · ·professionally acceptable to disobey requirements that

·3· · · ·are unlawful, and I just want to be clear, who

·4· · · ·determines whether they're unlawful?

·5· ·A· ·Well, I believe that -- sorry, I believe that there has

·6· · · ·to be a higher standard.· For example, I believe that

·7· · · ·the Constitution, Charter of Rights and Freedoms, and

·8· · · ·Alberta Human Rights are specifically aspects of the

·9· · · ·law that would supersede, for example, a professional

10· · · ·regulatory body's requirements.

11· ·Q· ·Sorry, just quickly, just to be clear, it's not the

12· · · ·professional who decides that though; it's the courts,

13· · · ·if it's the Charter or human rights?

14· ·A· ·Yeah, well, a person has to go through those measures

15· · · ·for sure, and that's why I've obtained counsel, so,

16· · · ·yeah.

17· ·Q· ·Yeah, I just wanted to be clear, when you talked about

18· · · ·"unlawful", I thought it was something I needed to kind

19· · · ·of clarify.

20· · · ·MR. MAXSTON:· · · · · · ·Thank you for that indulgence,

21· · · ·Mr. Chair and Mr. Kitchen.

22· · · ·MR. KITCHEN:· · · · · · ·You're welcome.

23· · · ·Mr. Kitchen Re-examines the Witness

24· ·Q· ·MR. KITCHEN:· · · · · ·I just want to ask one quick

25· · · ·re-cross [sic], which is, Dr. Wall, do you think you'd

26· · · ·ever be able to legally challenge these mandates if you



·1· · · ·just went along with them and ignored them?

·2· ·A· ·No, I wouldn't be able to challenge them if I went

·3· · · ·along with them and ignored them.

·4· · · ·MR. KITCHEN:· · · · · · ·Okay, well, I guess it's back

·5· · · ·to the Tribunal now.

·6· · · ·THE CHAIR:· · · · · · · ·Okay --

·7· · · ·MR. KITCHEN:· · · · · · ·I just want to make a note, my

·8· · · ·witness is in the room, so I want to give anybody an

·9· · · ·opportunity to object if they -- I don't even know if

10· · · ·he can hear anything because we all have headsets on,

11· · · ·but I just -- I want to make a note of that if anybody

12· · · ·has any objections to him being in the room while we're

13· · · ·still doing this.

14· · · ·MR. MAXSTON:· · · · · · ·I don't, Mr. Kitchen, provided

15· · · ·he's not going to be asked questions about what

16· · · ·Dr. Wall is just testifying to.

17· · · ·MR. KITCHEN:· · · · · · ·I can't imagine.· I have no

18· · · ·intention.

19· · · ·MR. MAXSTON:· · · · · · ·Okay, yeah, thank you.

20· · · ·THE CHAIR:· · · · · · · ·Well, at this point, we're

21· · · ·going to take a brief recess so that we can discuss

22· · · ·whether Members of the Tribunal have any further

23· · · ·questions for Dr. Wall.· So bear with us, we'll be back

24· · · ·to you as quickly as possible, and if we could go to a

25· · · ·break-out, please.· Thank you.

26· · · ·(ADJOURNMENT)



·1· · · ·THE CHAIR:· · · · · · · ·We're back in session.· Thank

·2· · · ·you for your indulgence.· Members of the Hearing

·3· · · ·Tribunal do have a couple of questions they would like

·4· · · ·to ask Dr. Wall.· So I would first ask Dr. Aldcorn to

·5· · · ·raise her questions.

·6· · · ·The Tribunal Questions the Witness

·7· ·Q· ·DR. ALDCORN:· · · · · ·Thank you.· So, Dr. Wall, I'm

·8· · · ·just wondering in the time frame between June and

·9· · · ·December, if you had seen any new patients in your

10· · · ·office or patients who had yet to have been to your

11· · · ·office before?

12· ·A· ·Yes, I have.

13· ·Q· ·And my second question would be, because I don't know

14· · · ·how your clinic is set up, but when you indicated that

15· · · ·you saw one patient at a time, would that imply that

16· · · ·there was only one patient in your clinic at a time, or

17· · · ·could there be more than one patient in the clinic at

18· · · ·the time, or are you seeing only one patient at a time?

19· ·A· ·Yeah, so I only saw one person at a time, and so, yeah,

20· · · ·no other people in the clinic.

21· · · ·DR. ALDCORN:· · · · · · ·Thank you.

22· · · ·THE CHAIR:· · · · · · · ·Okay.· Dr. Dawson --

23· · · ·Mr. Dawson, sorry.

24· ·Q· ·MR. DAWSON:· · · · · · Dr. Wall, thank you.· My

25· · · ·question is in two parts.· The first part is has a

26· · · ·patient ever asked you to put on a mask, and if not,



·1· · · ·how would you respond if a patient asked you to put on

·2· · · ·a mask?

·3· ·A· ·Yes, I have had a patient ask me to put on a mask, and

·4· · · ·at the time, I granted that request.· They were a very

·5· · · ·nervous person, and so I did put on a mask.· I told her

·6· · · ·that I did have an exemption and that I was --

·7· · · ·experienced these symptoms that I've been discussing,

·8· · · ·but for that one person and one person only, I did it.

·9· ·Q· ·THE CHAIR:· · · · · · ·Just a quick follow-up,

10· · · ·Dr. Wall.· About what time period would that have

11· · · ·happened?

12· ·A· ·That would have been likely between June and -- I'd

13· · · ·have to look back on my record, but, yeah, sometime

14· · · ·between June and October, I would think.

15· · · ·THE CHAIR:· · · · · · · ·Thank you.· Those were the

16· · · ·questions of the Hearing Tribunal for Dr. Wall.

17· · · · · · If there's no other matters, Dr. Wall, we'll

18· · · ·dismiss you as a witness, and thank you very much for

19· · · ·your time and your testimony.

20· · · ·(WITNESS STANDS DOWN)

21· · · ·THE CHAIR:· · · · · · · ·And, Mr. Kitchen, I believe

22· · · ·we're at the point where you could call in your

23· · · ·witness.

24· · · ·MR. KITCHEN:· · · · · · ·Thank you, which I'll do, and

25· · · ·if we only get to the end of my direct, and we can't do

26· · · ·the cross, obviously I don't want to rush Mr. Maxston's



·1· ·cross, then so be it, we'll have to figure that out,

·2· ·but I think we should at least try to get through the

·3· ·direct and maybe even the whole thing.

·4· ·THE CHAIR:· · · · · · · ·It's quarter to 5.· We've got

·5· ·30 minutes.· Mr. Maxston, are you okay with proceeding

·6· ·in the eventuality that you don't get an opportunity to

·7· ·cross-examine today?

·8· ·MR. MAXSTON:· · · · · · ·Yeah.· In fact, I think we've

·9· ·got a 5:15 hard stop, and for obvious reasons, I'm not

10· ·going to want to rush through any cross-examination,

11· ·and then, of course, there's redirect and then Hearing

12· ·Tribunal questions.· I think, regrettably, we're

13· ·probably not going to finish with this witness today,

14· ·but certainly if we go till 5:15 and see how far we

15· ·get, I think that's a good idea.

16· ·THE CHAIR:· · · · · · · ·Okay --

17· ·MR. KITCHEN:· · · · · · ·I think that's reasonable, so

18· ·let's proceed on this basis.· All right, so -- this is

19· ·just a procedural note, he's -- Mr. Kosowan is going to

20· ·be appearing on Dr. Curtis Wall's screen, so it has

21· ·Dr. Curtis Wall's name, but, obviously, we all know

22· ·it's not Dr. Wall; it's the witness I'm calling.· So

23· ·I'm just going to ask him to have a seat.

24· · · · Madam Clerk, did you want to go ahead and swear

25· ·him in.

26· ·JARVIS KOSOWAN, Affirmed, Examined by Mr. Kitchen



·1· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Kosowan, do you prefer I

·2· · · ·call you Jarvis or Mr. Kosowan?

·3· ·A· ·Jarvis.

·4· ·Q· ·All right, thank you, Jarvis.· What do you do for a

·5· · · ·living?

·6· ·A· ·I own a (INDISCERNIBLE) agency for Alberta sales

·7· · · ·organization.

·8· ·Q· ·And just to confirm, are you a patient of Dr. Wall's?

·9· ·A· ·Yes, I have been for about 20 years.

10· ·Q· ·Could you just briefly describe for us why you've stuck

11· · · ·with Dr. Wall for your chiropractor for so long?

12· ·A· ·I like the method that he uses.· It's not the crunching

13· · · ·and everything else.· It's in the technique that I

14· · · ·appreciate and enjoy, and Dr. Wall has become kind of a

15· · · ·friend also over the years, so ...

16· ·Q· ·Do you respect Dr. Wall?

17· ·A· ·Absolutely.

18· ·Q· ·Do you wear a mask when you see Dr. Wall for treatment?

19· ·A· ·Sometimes.· Sometimes not.· It all depends when the

20· · · ·mask mandate was invoked, I would bring it into the

21· · · ·clinic, but then after that, inside, because it was

22· · · ·only one on one, I had the respect to Dr. Wall to be

23· · · ·able to take my mask off.

24· ·Q· ·Are you grateful that Dr. Wall gives you a choice on

25· · · ·whether or not to wear a mask, depending on whether or

26· · · ·not you want to?



·1· ·A· ·Absolutely.· I totally appreciate that.

·2· ·Q· ·Does Dr. Wall wear a mask when you come in for

·3· · · ·treatment?

·4· ·A· ·No, he does not.

·5· ·Q· ·Are you aware of the reasons for why Dr. Wall doesn't

·6· · · ·wear a mask?

·7· ·A· ·We had a conversation.· He had alluded to the fact that

·8· · · ·he had a medical exemption for wearing a mask, and I

·9· · · ·respect that.

10· ·Q· ·Now, do you feel comfortable with Dr. Wall not wearing

11· · · ·a mask while he treats you?

12· ·A· ·Absolutely, no qualms whatsoever.

13· ·Q· ·Do you believe Dr. Wall puts you at any increased risk

14· · · ·or in any way threatens your health by treating you

15· · · ·without wearing a mask?

16· ·A· ·No, I do not.

17· ·Q· ·Are you at all concerned about catching COVID-19 from

18· · · ·Dr. Wall because he treats you without wearing a mask?

19· ·A· ·No, I'm not.

20· ·Q· ·Do you think Dr. Wall could provide you with the

21· · · ·treatment you want if all he could ever do is call you

22· · · ·on the phone and talk with you?

23· ·A· ·Absolutely not.· That's not possible physically, I

24· · · ·don't believe anyway, at least I haven't heard of a

25· · · ·procedure, so I prefer the in-office procedure that he

26· · · ·does.



·1· ·Q· ·So do you think Dr. Wall could provide you with the

·2· · · ·treatment you want if he could never come within 2

·3· · · ·metres of you?

·4· ·A· ·It would be physically impossible.

·5· ·Q· ·Do you have an interest in seeing Dr. Wall continue to

·6· · · ·practice as a chiropractor?

·7· ·A· ·Absolutely.· I believe he provides a worthwhile

·8· · · ·community function to a lot of people that are -- have

·9· · · ·the same issues I do.

10· ·Q· ·Do you think it will harm your interests as a person if

11· · · ·Dr. Wall is ordered to stop practicing or ordered to

12· · · ·only practice over the phone?

13· ·A· ·Definitely.· I don't even know how he'd be able to

14· · · ·operate over the phone, quite honestly, that -- it just

15· · · ·escapes my imagination, quite honestly.

16· ·Q· ·Do you want to keep Dr. Wall as your chiropractor?

17· ·A· ·Absolutely.

18· ·Q· ·Do you think your interests should be considered as

19· · · ·part of any decision to restrict or not restrict

20· · · ·Dr. Wall's ability to practice as a chiropractor?

21· ·A· ·Absolutely.· He's providing a service to me that makes

22· · · ·me feel better physically and also that comes mentally

23· · · ·also, and he provides a service that, without being

24· · · ·able to touch me, he wouldn't be able to provide it at

25· · · ·2 metres of social distancing or over the phone, so I

26· · · ·can't see how it would be possible.



·1· ·Q· ·If Dr. Wall is ordered to stop practicing or stop

·2· · · ·treating you except by calling you on the phone, do you

·3· · · ·think that would be the Chiropractic College's fault?

·4· ·A· ·Sorry, I didn't understand the question.

·5· ·Q· ·That's okay.· I'll ask it again.· If Dr. Wall is

·6· · · ·ordered to stop practicing or he's ordered to stop

·7· · · ·treating you except by calling you on the phone, whose

·8· · · ·fault do you think that will be?

·9· ·A· ·I imagine the College did prevent him from practicing

10· · · ·as a chiropractor, because he provides an immense

11· · · ·service to me.

12· ·Q· ·Do you think Dr. Wall has done the right thing by

13· · · ·letting you not wear a mask while he treats you?

14· ·A· ·Yes, I do, absolutely.· It gives me just -- it gives me

15· · · ·more comfort, knowing that we're not -- I'm not

16· · · ·concerned about getting COVID within the chiropractic

17· · · ·office with Dr. Wall, so, therefore, it gives me the

18· · · ·comfort of take the mask off, I feel better, and I'm

19· · · ·comfortable with that.

20· ·Q· ·Thank you.

21· · · ·Discussion

22· · · ·MR. KITCHEN:· · · · · · ·Now, those are all my

23· · · ·questions, so I leave it to Mr. Maxston if he thinks he

24· · · ·can do a cross as fast as I've done my direct, but I

25· · · ·leave that up to him.· I would suggest that that's the

26· · · ·better way to go just because it's more convenient for



·1· ·Jarvis, but -- that's 20 minutes.

·2· ·MR. MAXSTON:· · · · · · ·Yeah, Mr. Kitchen, I think

·3· ·I'm, and this is no one's fault, but I think I'm put in

·4· ·a bit of a difficult position because I've got to think

·5· ·about my questions and then reconvene, and we've got

·6· ·the 5:15 hard stop.· I don't know how long I'm going to

·7· ·be.· I may be very short with this witness, but I don't

·8· ·know, and I, frankly, would prefer to, and I know this

·9· ·is an inconvenience, but I, frankly, would prefer to

10· ·come back another day and not be racing against the

11· ·clock.

12· ·MR. KITCHEN:· · · · · · ·You honestly think you're

13· ·going to be -- you know, it's likely you're going to be

14· ·more than 20 minutes?

15· ·MR. MAXSTON:· · · · · · ·I don't know.· I'm just

16· ·chatting with -- Mr. Lawrence and I were chatting just

17· ·beforehand, and I don't know how long I'm going to be.

18· ·I suppose I could ask some questions, and then we could

19· ·see where we're at, but I might not be finished, but I

20· ·do think I'm going to be pretty short.

21· ·THE CHAIR:· · · · · · · ·May I just interject and say

22· ·that don't discount the possibility that Members of the

23· ·Tribunal may have questions for the witness.

24· ·MR. KITCHEN:· · · · · · ·Well, I'm in the Tribunal's

25· ·hands.· I prefer that we go ahead, so that's certainly

26· ·what I want, but, you know, the Tribunal ultimately



·1· ·directs its own proceeding, so I really have to leave

·2· ·it up to the Tribunal.

·3· ·THE CHAIR:· · · · · · · ·Okay, we do have 20 minutes.

·4· ·I think Mr. Maxston has expressed his desire to not

·5· ·have to interrupt his cross-examination, and I do

·6· ·believe that there may be questions from the Hearing

·7· ·Tribunal, so I'm -- I want to respect the hard deadline

·8· ·of 5:15, because, quite frankly, there have been

·9· ·patients booked based on that timeline.

10· · · · So I think, unfortunately, for the witness, we

11· ·will -- and it's up to Mr. Maxston, if he wants to

12· ·start.· If he wishes to defer until the next date that

13· ·we can find to accommodate everybody, then I'm -- I

14· ·would agree with that.

15· ·MR. MAXSTON:· · · · · · ·With a measure of reluctance,

16· ·because I'm sympathetic to Mr. Kitchen and his witness.

17· ·I would prefer to wait until we resume.

18· ·THE CHAIR:· · · · · · · ·Okay.· And, please, no

19· ·disrespect, sir, if I call you Jarvis, I would just

20· ·like to thank you for your testimony today and to

21· ·advise you that, at a future date to be determined,

22· ·there will be an opportunity for the College counsel to

23· ·cross-examine you on your testimony, and I would ask

24· ·your cooperation in that regard.· We will be in touch

25· ·and the College will be in touch with you regarding

26· ·future dates.· And I think on that basis, we can



·1· · · ·dismiss you for today, and with our thanks once again,

·2· · · ·we appreciate your testimony.

·3· ·A· ·Thank you.

·4· · · ·MR. KITCHEN:· · · · · · ·Thanks.

·5· · · ·THE CHAIR:· · · · · · · ·Okay.· With that, I think it

·6· · · ·will be up to the College to solicit availability to

·7· · · ·determine when we can reconvene to continue on with

·8· · · ·this witness and the other witnesses that Mr. Kitchen

·9· · · ·has before we get to closing arguments.· So I guess

10· · · ·we're not going to go right till 5:15, which is, I'm

11· · · ·sure, good for Dr. Aldcorn.

12· · · · · · I would like to say thank you to everybody, and,

13· · · ·Mr. Kitchen, I appreciate your comments and

14· · · ·Mr. Maxston's.· There has been a lot of testimony, a

15· · · ·lot of documentation, a lot of information over the

16· · · ·last four days, and we appreciate -- on behalf of the

17· · · ·Tribunal, we appreciate everybody's, you know,

18· · · ·cooperation and participation in this.· So we'll -- we

19· · · ·will --

20· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I'm sorry, one

21· · · ·quick question, I think in terms of next steps,

22· · · ·Mr. Kitchen, I think it was earlier or later last week,

23· · · ·was good enough a list of his witnesses, the order he's

24· · · ·going to be calling them in, and I wonder if he's

25· · · ·comfortable sending that list again to Ms. Nelson but

26· · · ·with some estimated times for each witness, and that



·1· ·would, I think, give us a sense of whether we need to

·2· ·reschedule two days, three days.· It might be we can

·3· ·schedule two days and one day or something like that,

·4· ·but I think my cross-examinations of the lay witnesses

·5· ·will be brief.· I'll be a little longer with the

·6· ·experts.· But I guess if we have a sense from

·7· ·Mr. Kitchen about his timelines, I can jump in, and

·8· ·then we can get back to the Tribunal saying we need 'X'

·9· ·or 'Y' days, and then Ms. Nelson can canvass dates.

10· ·THE CHAIR:· · · · · · · ·Okay.· Is that okay with you,

11· ·Mr. Kitchen?

12· ·MR. KITCHEN:· · · · · · ·Yeah, I think that's a great

13· ·idea.

14· ·THE CHAIR:· · · · · · · ·Okay, great.· Okay, well, we

15· ·will wait for that to unfold and look forward to

16· ·hearing from the College about reconvening.· So thank

17· ·you once again, we'll call the hearing closed for

18· ·today.

19· ·_______________________________________________________

20· ·PROCEEDINGS ADJOURNED

21· ·_______________________________________________________
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23· ·(PROCEEDINGS COMMENCED AT 9:06 AM)

24· ·THE CHAIR:· · · · · · · ·This Hearing Tribunal is

25· ·reconvened.· We are in session.

26· · · · Mr. Kitchen?



·1· ·Discussion

·2· ·MR. KITCHEN:· · · · · · ·So the witness who was

·3· ·supposed to go first thing this morning to be

·4· ·cross-examined is Jarvis Kosowan, is who we ended with

·5· ·last time.· He's feeling quite under the weather; he

·6· ·didn't sleep well.· He's asked to go this afternoon.

·7· · · · I've just spoken with Mr. Maxston, because,

·8· ·obviously, the greatest concern there is any prejudice

·9· ·raised by the other side or -- by the College I should

10· ·say.

11· · · · So the plan at this point is to have him go this

12· ·afternoon because he's unavailable this morning.· So I

13· ·guess what I'm doing is asking if the Tribunal will

14· ·permit that.

15· ·THE CHAIR:· · · · · · · ·Mr. Maxston, did you want to

16· ·speak to that?

17· ·MR. MAXSTON:· · · · · · ·Yeah, thank you very much.

18· ·Mr. Kitchen was really candid with me, and I really

19· ·have no concern here.· We can call the witnesses in

20· ·whatever order will work for him.

21· ·THE CHAIR:· · · · · · · ·Okay.· Mr. Kitchen, with us

22· ·not having Mr. Kosowan this morning, how did you plan

23· ·to proceed from this point?

24· ·MR. KITCHEN:· · · · · · ·The first two witnesses after

25· ·that I had scheduled are Charles Russell and Dave

26· ·Hilsabeck, in that order, and then I want to go on to



·1· ·Dr. Justin Gauthier after that.· I had another witness

·2· ·planned for today, but he is unavailable due to urgent

·3· ·work requirements, and his name was Elvin Music.· So at

·4· ·this point, I have three witnesses I want to do, and

·5· ·then circle back to Jarvis Kosowan for

·6· ·cross-examination this afternoon.

·7· · · · Now, unfortunately, Dr. Gauthier, because, of

·8· ·course, he's a practicing chiropractor, he has patients

·9· ·all this morning.· He's blocked off the entire

10· ·afternoon, so he can go immediately after lunch, even

11· ·if we take an early lunch, but he cannot go this

12· ·morning because he's with patients.

13· · · · I had originally planned for the morning to be

14· ·quite full with the four other witnesses I had.· Now, I

15· ·only have two.· So that's where I'm at, which makes a

16· ·little bit of a rocky day, I understand, but at least I

17· ·don't think we'll be running out of time.· If anything,

18· ·it will be the opposite.

19· ·THE CHAIR:· · · · · · · ·So you would start with either

20· ·Russell, Hilsabeck, or Music?

21· ·MR. KITCHEN:· · · · · · ·I'll be starting with Charles

22· ·Russell and then moving on to Hilsabeck.· And at that

23· ·point, I have no witnesses available until first thing

24· ·in the afternoon, and that will be either Jarvis

25· ·Kosowan, if he's available, or Dr. Justin Gauthier.· He

26· ·will be available right after lunch.



·1· · · ·THE CHAIR:· · · · · · · ·Okay, Mr. Maxston, any comment

·2· · · ·or thoughts?

·3· · · ·MR. MAXSTON:· · · · · · ·No, I'm fine with that

·4· · · ·approach.· Mr. Kitchen's been very candid, and I know

·5· · · ·we all have problems, from time to time, getting our

·6· · · ·witnesses to attend, so that's just fine.

·7· · · ·THE CHAIR:· · · · · · · ·Okay, thank you, Mr. Kitchen,

·8· · · ·Mr. Maxston, then we will proceed based on

·9· · · ·Mr. Kitchen's comments, and you can call your first

10· · · ·witness this morning, Mr. Kitchen.

11· · · ·MR. KITCHEN:· · · · · · ·Okay, well, I see that, as far

12· · · ·as I can see, Charles -- oh, there he is.· Mr. Russell,

13· · · ·can you hear us?

14· · · ·THE WITNESS:· · · · · · ·I can.

15· · · ·MR. KITCHEN:· · · · · · ·Excellent.· Now, Madam Court

16· · · ·Reporter is Karoline, her name is Karoline, she's going

17· · · ·to swear you in --

18· · · ·THE WITNESS:· · · · · · ·Okay.

19· · · ·MR. KITCHEN:· · · · · · ·And then we'll get started.

20· · · ·CHARLES RUSSELL, Sworn, Examined by Mr. Kitchen

21· ·Q· ·MR. KITCHEN:· · · · · ·Well, good morning,

22· · · ·Mr. Russell.· I'm going to, unless you object, I'm

23· · · ·going to call you by your first name, Charles?

24· ·A· ·Fair enough.

25· ·Q· ·For the record.· Charles, can you tell us what you do

26· · · ·for a living?



·1· ·A· ·I'm a commercial real estate agent.

·2· ·Q· ·And are you a patient of Dr. Wall?

·3· ·A· ·I am.

·4· ·Q· ·How long have you been a patient of Dr. Wall?

·5· ·A· ·At least 20 years, by my recollection.

·6· ·Q· ·And why have you stuck with Dr. Wall as your

·7· · · ·chiropractor for so long?

·8· ·A· ·Because he's effective.· He does -- he fixes me when I

·9· · · ·need to be fixed.

10· ·Q· ·How do you find that Dr. Wall's treatments help you?

11· ·A· ·I come in in pain, and I leave without pain.

12· ·Q· ·Thank you.· Now, let me ask you, do you respect

13· · · ·Dr. Wall?

14· ·A· ·Absolutely.

15· ·Q· ·Do you wear a mask when you come in to see Dr. Wall for

16· · · ·treatment?

17· ·A· ·I don't wear a mask for anything.

18· ·Q· ·And so just to confirm, that includes when you're in

19· · · ·Dr. Wall's office?

20· ·A· ·Absolutely.

21· ·Q· ·Are you grateful that Dr. Wall does not require you to

22· · · ·wear a mask when you come in for treatment?

23· ·A· ·Absolutely.· I probably wouldn't come otherwise.

24· ·Q· ·Does Dr. Wall wear a mask when you come in for

25· · · ·treatment?

26· ·A· ·No.



·1· ·Q· ·Are you aware of the reasons why Dr. Wall doesn't wear

·2· · · ·a mask?

·3· ·A· ·Yes.

·4· ·Q· ·Do you feel comfortable with Dr. Wall not wearing a

·5· · · ·mask while he treats you?

·6· ·A· ·Absolutely.

·7· ·Q· ·Now, let me ask you this:· Do you prefer that Dr. Wall

·8· · · ·not wear a mask while he treats you?

·9· ·A· ·I wouldn't come if he wore -- if I had to wear a mask,

10· · · ·if he was wearing a mask.· I might sit still for him

11· · · ·wearing a mask, but I sure won't wear one.

12· ·Q· ·But if you had the choice, if you could choose, would

13· · · ·you prefer to see Dr. Wall not wearing a mask or with

14· · · ·wearing a mask?

15· ·A· ·I'd prefer to see Dr. Wall not wearing a mask or

16· · · ·anybody else.

17· ·Q· ·Why is that?

18· ·A· ·Because I believe they're ineffective, I believe

19· · · ·they're dangerous, I believe they create more bad

20· · · ·health than they do good health, and it's -- I just

21· · · ·don't believe in that.· I've studied it enough to know

22· · · ·it's the wrong thing to do.

23· ·Q· ·Do you believe Dr. Wall puts you at any increased risk

24· · · ·or in any way threatens your health by treating you

25· · · ·without a mask?

26· ·A· ·Absolutely not.



·1· ·Q· ·Do you think Dr. Wall has done the right thing by

·2· · · ·letting you not wear a mask when you come in for

·3· · · ·treatment?

·4· ·A· ·Yes.

·5· ·Q· ·I'm going to shift gears a little bit.· Let me ask you

·6· · · ·this:· Do you think Dr. Wall could provide you --

·7· · · ·MR. KITCHEN:· · · · · · ·-- oh, my apologies -- I had

·8· · · ·turned it off, and then I called Mr. Maxston, and I

·9· · · ·forgot to turn it off again.· I apologize.· I'll start

10· · · ·again.

11· ·Q· ·MR. KITCHEN:· · · · · ·Do you think Dr. Wall could

12· · · ·provide you with treatment that you want if he could

13· · · ·not come within 2 metres of your body?

14· ·A· ·I think it would be pretty much virtually impossible.

15· ·Q· ·And do you think Dr. Wall could provide you with the

16· · · ·treatment you want if all he could ever do is call you

17· · · ·on the phone and talk with you?

18· ·A· ·I don't think that would work.

19· ·Q· ·And I know it might be a bit obvious, but could you

20· · · ·tell me why?

21· ·A· ·He needs to have the hands on.

22· ·Q· ·And, again, I know it might be a bit obvious, but what

23· · · ·is the treatment that Dr. Wall gives you when you come

24· · · ·into the office?

25· ·A· ·He adjusts my spine and my neck and whatever else might

26· · · ·be out of line and checks to make sure I'm --



·1· · · ·everything's lined up.

·2· ·Q· ·And what does he use to do that?

·3· ·A· ·His hands.

·4· ·Q· ·Do you want to keep Dr. Wall as your chiropractor?

·5· ·A· ·Absolutely.

·6· ·Q· ·Do you think it would be against your interests if

·7· · · ·Dr. Wall is ordered to stop practicing or to only

·8· · · ·practice over the telephone?

·9· ·A· ·Absolutely, I would be upset.

10· ·Q· ·Do you think your interests should be considered as

11· · · ·part of any decision to restrict or not restrict

12· · · ·Dr. Wall's ability to practice?

13· ·A· ·I would hope it would have some bearing.

14· ·Q· ·If Dr. Wall is ordered to stop practicing or to stop

15· · · ·treating you except by calling you on the phone, would

16· · · ·you be upset with that order or that decision and the

17· · · ·person or body that made it?

18· ·A· ·Absolutely.

19· ·Q· ·Could you explain why?

20· ·A· ·It's not fair.· It's not reasonable.· It goes against

21· · · ·the Hippocratic Oath.· It goes against a lot of things.

22· ·Q· ·Do you think the chiropractic profession has important

23· · · ·core principles?

24· ·A· ·Absolutely.

25· ·Q· ·And what do you think some of those are?

26· ·A· ·Promote natural health, to give people an alternative



·1· · · ·to the pharmaceutical/medical establishment; to mainly

·2· · · ·promote natural health, just natural treatments.

·3· ·Q· ·Do you think those treatments are currently being

·4· · · ·adhered to -- sorry, let me say that again, I said it

·5· · · ·wrong.· Do you think those principles are currently

·6· · · ·being adhered to?

·7· ·A· ·Well, I think they are by most of the practitioners.

·8· · · ·I'm not sure about the administrative side of it.

·9· ·Q· ·And why do you say that?

10· ·A· ·Because we're having this hearing right now.· I think

11· · · ·it's a travesty that we're even having this hearing.

12· ·Q· ·And as far as your knowledge, what is it that Dr. Wall

13· · · ·has done wrong that brings us here today?

14· ·A· ·I don't think he's done anything wrong, but I think one

15· · · ·person out of hundreds was living in fear and thought

16· · · ·they should do something about it.

17· ·Q· ·How do you think the chiropractic profession should be

18· · · ·acting in response to the Government COVID

19· · · ·restrictions?

20· ·A· ·I think they should be pushing back.· I think they've

21· · · ·got plenty of evidence that the Government's mandates

22· · · ·are unreasonable and not in the interest of good

23· · · ·health.

24· ·Q· ·Forgive me for asking, Charles, but how old are you?

25· ·A· ·I don't tell people how old I am.· I'm 55 in my mind.

26· ·Q· ·Do you regard yourself as being in the at-risk category



·1· · · ·for COVID?

·2· ·A· ·No.

·3· ·Q· ·And why is that?

·4· ·A· ·Because I'm healthy, and I practice good health

·5· · · ·practices, and I do the things that make a difference,

·6· · · ·and I stay away from chemical drugs.

·7· ·Q· ·And just one more question, I just want to go back to

·8· · · ·what you said earlier, you talked a lot about natural

·9· · · ·health.· So you -- would you say that chiropractic

10· · · ·treatments, hands-on chiropractic treatments, that's a

11· · · ·part of natural health?

12· ·A· ·Absolutely.

13· · · ·MR. KITCHEN:· · · · · · ·Well, those are all my

14· · · ·questions.· Thank you, Charles.

15· ·A· ·You're welcome.

16· · · ·THE CHAIR:· · · · · · · ·Mr. Maxston?

17· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

18· · · ·Mr. Maxston Cross-examines the Witness

19· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Russell, my name is Blair

20· · · ·Maxston.· I'm the lawyer for the College's Complaints

21· · · ·Director, and I've just got a few questions for you,

22· · · ·and I will not be asking you how old you are, so you

23· · · ·cannot worry about that.· I just have --

24· ·A· ·I plead the fifth on it.

25· ·Q· ·-- a few questions for you.· Sorry?

26· ·A· ·I plead the fifth on that one.



·1· ·Q· ·Yeah, well, I probably would too, so good for you.

·2· · · · · · Would you agree with me, Mr. Russell, that

·3· · · ·practicing as a chiropractor is a privilege not a

·4· · · ·right?

·5· · · ·MR. KITCHEN:· · · · · · ·Hold on, that's a legal

·6· · · ·opinion question.

·7· · · ·MR. MAXSTON:· · · · · · ·Well, I'll rephrase it.

·8· ·Q· ·MR. MAXSTON:· · · · · ·Would you agree with me that

·9· · · ·not everyone can be a chiropractor; you have to earn

10· · · ·it?

11· ·A· ·I think you should be qualified.

12· ·Q· ·And you're aware that the Alberta College and

13· · · ·Association of Chiropractors is the professional

14· · · ·regulator for chiropractors in Alberta, correct?

15· ·A· ·That's what I understand, yes.

16· ·Q· ·Are you aware that that college has mandatory

17· · · ·requirements for registration before someone can be a

18· · · ·chiropractor, like going to a certain school, that type

19· · · ·of thing?

20· ·A· ·That would seem reasonable to me.

21· ·Q· ·And are you also aware that the College has ongoing

22· · · ·requirements for chiropractors so they can stay in good

23· · · ·standing with the College, like continuing education

24· · · ·and those kinds of things?

25· ·A· ·Makes sense.

26· ·Q· ·Would you agree that those requirements are important



·1· · · ·in order to ensure that chiropractors are competent and

·2· · · ·can practice safely?

·3· ·A· ·I would say so.

·4· ·Q· ·Now, Mr. Kitchen sort of touched on this with you, but

·5· · · ·you're aware that, at times, the College, the College

·6· · · ·of Chiropractors, has had a directive requiring that

·7· · · ·its members, people like Dr. Wall, wear masks when they

·8· · · ·treat patients; is that your understanding?

·9· ·A· ·It's my understanding, yeah.

10· ·Q· ·You've made comments today in support of Dr. Wall not

11· · · ·following the requirement for masking; is that correct?

12· ·A· ·Yes.

13· ·Q· ·Would you agree with me, Mr. Russell, that you can only

14· · · ·speak for yourself on those matters?

15· ·A· ·Yes.

16· ·Q· ·And would you agree with me that there might be other

17· · · ·patients of Dr. Wall who don't share your views?

18· ·A· ·Could be.

19· ·Q· ·And would you agree that there could be other patients

20· · · ·who might want Dr. Wall to comply with the College's

21· · · ·pandemic masking directive?

22· ·A· ·Could be.

23· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions for

24· · · ·you, Mr. Russell.

25· · · ·THE CHAIR:· · · · · · · ·Thank you, Mr. Russell.

26· · · · · · Mr. Kitchen, anything on redirect?



·1· · · ·MR. KITCHEN:· · · · · · ·No, I do not have any

·2· · · ·redirect.

·3· · · ·THE CHAIR:· · · · · · · ·Okay, perhaps we can take a

·4· · · ·quick break just to see if -- or maybe I'll ask the

·5· · · ·Panel now, do any of the Panel Members have any

·6· · · ·questions that they would like to discuss in caucus

·7· · · ·before we dismiss Mr. Russell?· Apparently not,

·8· · · ·Mr. Kitchen.

·9· · · · · · So thank you, Mr. Russell.· I believe your

10· · · ·testimony today is concluded.

11· ·A· ·Okay.

12· · · ·MR. KITCHEN:· · · · · · ·Thank you, Charles.· You're

13· · · ·free to go in other words.

14· ·A· ·Okay.

15· · · ·MR. KITCHEN:· · · · · · ·Take care.

16· · · ·(WITNESS STANDS DOWN)

17· · · ·Discussion

18· · · ·MR. KITCHEN:· · · · · · ·Chair, I guess I'm going to

19· · · ·have to ask that we take a break, and I'm going to try

20· · · ·to get my second witness here as fast as I can, and

21· · · ·I'll also start putting in calls to the other witnesses

22· · · ·I have, because we're moving at opposite of the speed

23· · · ·we were last time.

24· · · ·THE CHAIR:· · · · · · · ·It's 9:30 -- just about 9:30,

25· · · ·Mr. Kitchen.· How long would you like, and how long do

26· · · ·you think you need?



·1· ·MR. KITCHEN:· · · · · · ·Well --

·2· ·THE CHAIR:· · · · · · · ·If we check back in 15

·3· ·minutes?

·4· ·MR. KITCHEN:· · · · · · ·Yeah, we could check back.  I

·5· ·don't know if I'll have my witness available.· He

·6· ·was -- he preferred to come to the office because

·7· ·he didn't want to do the technology, so I'm going to

·8· ·have to call him and see how quickly he can get here.

·9· ·So --

10· ·THE CHAIR:· · · · · · · ·Okay.

11· ·MR. KITCHEN:· · · · · · ·-- I can't say that he'll be

12· ·ready in 15 minutes, but we can check in.· Is that all

13· ·right?

14· ·THE CHAIR:· · · · · · · ·Okay.· Yeah.· I wonder if

15· ·there's another way of doing this.· Ms. Nelson, can

16· ·Mr. Kitchen contact you when his witness is ready, and

17· ·you can let us know.· We'll shift to our break-out

18· ·room.

19· ·MS. NELSON:· · · · · · · Yeah, that works.

20· ·Mr. Kitchen, you have my cell number, correct?

21· ·MR. KITCHEN:· · · · · · ·No, but I'd like it.

22· ·MS. NELSON:· · · · · · · Okay, so 780-938-1666 is my

23· ·cell number.

24· ·MR. KITCHEN:· · · · · · ·Okay, thank you.

25· ·MS. NELSON:· · · · · · · What I'll do is I'll just open

26· ·up all the break-out rooms, everyone can go into their



·1· ·break-out room, and then, Mr. Kitchen, when you kind of

·2· ·have an idea of scheduling, just send me a text, and

·3· ·then I'll communicate to everybody through the rooms.

·4· ·MR. KITCHEN:· · · · · · ·Excellent, thank you.

·5· ·MS. NELSON:· · · · · · · Okay, thank you.

·6· ·THE CHAIR:· · · · · · · ·Okay, we'll take a break.

·7· ·We'll head to our break-out rooms and reconvene at such

·8· ·time as we have another witness.· Thank you.

·9· ·(ADJOURNMENT)

10· ·THE CHAIR:· · · · · · · ·Mr. Kitchen, could I ask, were

11· ·you able to contact your witness or witnesses?

12· ·MR. KITCHEN:· · · · · · ·So Mr. Kosowan is available at

13· ·10:45 to be cross-examined, and he'll be appearing

14· ·virtually, and what I mean by that is he won't be here

15· ·in the office with me like he was the last time.

16· ·THE CHAIR:· · · · · · · ·Okay.

17· ·MR. KITCHEN:· · · · · · ·Dr. Gauthier, the earliest he

18· ·can be available is 12:45.· He expects to be done with

19· ·his last patient at 12:30.· So wherever we're at with

20· ·that means we have this witness now, we have

21· ·Mr. Kosowan at 10:45.· Then I would propose we have a

22· ·lunch break, and then we come back, and we have

23· ·Dr. Gauthier.

24· ·THE CHAIR:· · · · · · · ·I'm sorry, when you say "we

25· ·have this witness now", who is that?

26· ·MR. KITCHEN:· · · · · · ·That is Dave Hilsabeck.· Now,



·1· ·we had this issue last time, of course, because he's in

·2· ·the office with Dr. Wall and I, so he's appearing on

·3· ·Dr. Wall's screen, that's why it says "Dr. Curtis

·4· ·Wall", so just note that it's not Dr. Curtis Wall, it

·5· ·is, in fact, the witness, Dave Hilsabeck.

·6· ·THE CHAIR:· · · · · · · ·Okay, so I'm sorry, I should

·7· ·have asked this, are we prepared to resume then?

·8· ·MR. KITCHEN:· · · · · · ·I am.

·9· ·THE CHAIR:· · · · · · · ·Okay, and Mr. Maxston?

10· ·MR. LAWRENCE:· · · · · · I don't think Mr. Pavlic is

11· ·back, Mr. Chair.

12· ·MR. MAXSTON:· · · · · · ·Yeah, I was just going to say,

13· ·on my screen, I'm not sure, but I don't think

14· ·Mr. Pavlic is here.

15· ·THE CHAIR:· · · · · · · ·Okay.

16· ·MR. PAVLIC:· · · · · · · Can you hear me?

17· ·THE CHAIR:· · · · · · · ·Yeah, can't see you; your

18· ·camera's off.

19· ·MR. PAVLIC:· · · · · · · Okay, I can put my camera on.

20· ·Here we go.· There I am.· Yeah, sorry, my apologies, I

21· ·didn't put my camera on, forgive me.

22· ·THE CHAIR:· · · · · · · ·We will forgive you.

23· · · · Okay, I think we're all here now.· Mr. Maxston,

24· ·you're okay to resume?

25· ·MR. MAXSTON:· · · · · · ·Yes, thank you for checking.

26· ·THE CHAIR:· · · · · · · ·Okay.· All right, Mr. Kitchen.



·1· · · ·And just for the record, we are back in session, thank

·2· · · ·you.

·3· · · ·MR. KITCHEN:· · · · · · ·All right, Madam Court

·4· · · ·Reporter, we're ready when you are.

·5· · · ·DAVID WARREN HILSABECK, Sworn, Examined by Mr. Kitchen

·6· ·Q· ·MR. KITCHEN:· · · · · ·All right, Dave, could you

·7· · · ·please just say your full name for the record?

·8· ·A· ·My name is David Warren Hilsabeck.

·9· ·Q· ·Thank you.· Dave, could you tell me what you do for a

10· · · ·living?

11· ·A· ·At present, I'm a corporate pilot for an energy company

12· · · ·here in Calgary, based out of Calgary.

13· ·Q· ·Are you a patient of Dr. Wall's?

14· ·A· ·Yes, I've been a patient for him for at least 15 years.

15· ·Q· ·Okay, why have you stuck with Dr. Wall as your

16· · · ·chiropractor for so long?

17· ·A· ·I appreciate how he manages business with my body,

18· · · ·let's put it that way, how he conducts business with

19· · · ·me, his communication with me, and his responses to me

20· · · ·and my needs, and that's why I've always come back to

21· · · ·him.· His gentle nature.· I've been to other

22· · · ·chiropractors before, and sometimes are definitely

23· · · ·rougher, but I appreciate how his gentle nature looks

24· · · ·after me.

25· ·Q· ·Thank you.· Now, I'm going to ask you a couple

26· · · ·questions that might seem pretty obvious, so bear with



·1· · · ·me.· Can you describe for me in detail the treatment

·2· · · ·that Dr. Wall does on you when you come in to see him?

·3· ·A· ·The treatment in detail, so a lot of times what we'll

·4· · · ·do is discuss where -- the back issues that I'm having,

·5· · · ·for example, or hip issues or whatever the case may be.

·6· · · ·He will then examine me and to find out where the -- my

·7· · · ·problems lie and then will start to treat me

·8· · · ·step-by-step, let's say up and down my spine and into

·9· · · ·my hips or whatever that my problems are at the moment.

10· · · ·Is that enough detail for what you need?

11· ·Q· ·Yes, but let me ask you a question, what does he use to

12· · · ·treat you?

13· ·A· ·What does he use.· Well, he uses his hands, we're using

14· · · ·his workbench, uses different tools as far as vibrating

15· · · ·massage therapy or the pressure point actuator, and we

16· · · ·use a couple of different benches that he has here to

17· · · ·figure out where my faults are and to help correct

18· · · ·that.

19· ·Q· ·Thank you.· Dave, do you respect Dr. Wall?

20· ·A· ·Greatly, yes, very much so.· I appreciate what he has

21· · · ·to say, and how he suggests going forward, what to do

22· · · ·with my body, stretching exercises, strengthening

23· · · ·exercises, those kind of things to get me back into

24· · · ·shape and where I need to be.

25· ·Q· ·Do you think Dr. Wall could provide you with the

26· · · ·treatment you want if he could not come within 2 metres



·1· · · ·of you?

·2· ·A· ·Oh, definitely not, no.· Chiropractic is a hands on,

·3· · · ·and I mean hands on to my body to be able to adjust me

·4· · · ·correctly.· If he was 2 feet away, there would be no

·5· · · ·sense in even coming here.· Like I could not -- he

·6· · · ·could not do the adjustments that need to be done at a

·7· · · ·2 foot mark -- or a 2 metre mark, so, no, he couldn't

·8· · · ·do that.

·9· ·Q· ·If he wasn't able to do that, what do you think you

10· · · ·would do?

11· ·A· ·I'd be in a world of hurt.· First of all, to find other

12· · · ·chiropractor that I trust and respect and have used for

13· · · ·so many years; I've gone to a few other ones, you know,

14· · · ·over the last 40 years, let's say, some with some

15· · · ·success, some without success, and so I would be in a

16· · · ·world of hurt.· I wouldn't be able to keep going as

17· · · ·often and, you know, do the things that I do without a

18· · · ·proper chiropractor that can help me out.

19· · · · · · And chiropractic I find is -- it's different for

20· · · ·everybody -- sorry, it's different for every

21· · · ·chiropractor, they do it in so many different ways.· So

22· · · ·one adjustment from one chiropractor doesn't

23· · · ·necessarily mean that it's going to work for me.

24· · · ·Dr. Wall has figured out my body, what I need and where

25· · · ·my weak points are and has been able to fix me up with

26· · · ·that.



·1· · · · · · So going to another one, I'd be in a -- I'd be in

·2· · · ·trouble, I think, in very short order, because I'd

·3· · · ·probably have to go to a number of them to even figure

·4· · · ·out if that style of chiropractic would work for me or

·5· · · ·not.

·6· ·Q· ·Thank you, and I know this may be obvious, do you think

·7· · · ·Dr. Wall could provide you with the treatment you want

·8· · · ·if all he could ever do was call you on the phone and

·9· · · ·talk with you?

10· ·A· ·Oh, no way.· It's physically impossible.· Physically,

11· · · ·because I have to be here, he has to be able to adjust

12· · · ·my back, my spine, my hips, whatever the case may be,

13· · · ·so definitely not.

14· ·Q· ·We've already touched on this, but just to confirm, do

15· · · ·you think it would be against your interests if

16· · · ·Dr. Wall was ordered to stop practicing or to only

17· · · ·practice over the phone?

18· ·A· ·Yes, of course, it would be against my interests.· If

19· · · ·he wasn't available to do this, like I said, I'm in a

20· · · ·world of hurt, and it would take me a long time, a lot

21· · · ·of money just to find another chiropractor.· Every time

22· · · ·you go into a new chiropractor, you've got to start all

23· · · ·over; you've got to do the whole process of an initial

24· · · ·consultation and whatnot.· So it would take a long time

25· · · ·and a lot of money.

26· · · · · · So, yes, it's -- your question was is it in my



·1· · · ·best interest that he is here, most definitely, both

·2· · · ·physically and monetarily.

·3· ·Q· ·Do you think, as a member of the public, that your

·4· · · ·interests should be considered as part of any decision

·5· · · ·to restrict or not restrict Dr. Wall's ability to

·6· · · ·practice?

·7· ·A· ·Yes.· And as a member of the public, I understand what

·8· · · ·he's doing, I appreciate what he's doing, and his

·9· · · ·thoughtful manner in how he manages me and my family,

10· · · ·and so as a member of the public, yes, it affects me

11· · · ·greatly, and it would -- I guess all I can say is yes.

12· · · · · · Can you say the question again for me, please?

13· ·Q· ·I will, but I just want to confirm something, so your

14· · · ·family comes to see Dr. Wall as well?

15· ·A· ·Yes, over the last, you know, 15 years, both my wife

16· · · ·and my kids have come numerous times, and so, yes, it

17· · · ·would affect us greatly to have all of us be affected

18· · · ·this way.

19· ·Q· ·Now, let me ask you this:· If Dr. Wall is ordered to

20· · · ·stop practicing or to stop treating you except by

21· · · ·calling you on the phone, would you and your family be

22· · · ·upset with that order or decision and the person or

23· · · ·body who made it?

24· ·A· ·Most definitely.· That affects us greatly.· So we would

25· · · ·not be able to -- Dr. Wall could not do what he does

26· · · ·over the phone for us.· You know, you can say, Oh, do



·1· · · ·this exercise or that exercise; but if you need your

·2· · · ·spine, your hips, whatever, knees, actually

·3· · · ·manipulated, he can't do that over the phone.· So, yes,

·4· · · ·it would affect us greatly.· It would be a huge

·5· · · ·hindrance, a big disappointment that somebody would

·6· · · ·actually take away his ability to do that.

·7· ·Q· ·Thank you.· Now, I'm going to take us to the -- to some

·8· · · ·of the deeper issues.· Do you wear a mask when you come

·9· · · ·to see Dr. Wall for treatment?

10· ·A· ·No, I don't, I don't wear a mask in the office here.

11· ·Q· ·Are you grateful that Dr. Wall does not require you to

12· · · ·wear a mask when you come in for treatment?

13· ·A· ·Yes, most definitely.· I am -- it's frustrating wearing

14· · · ·masks.· I find that so often people that are wearing a

15· · · ·mask, if he was wearing a mask, and we're trying to

16· · · ·converse and trying to figure out what's going on with

17· · · ·me, if I can't read the lips sometimes or just see

18· · · ·what's going on, facial expressions, I lose a lot of

19· · · ·communication that way.

20· · · · · · I find it a huge inconvenience to have to wear a

21· · · ·mask.· It doesn't matter where I go.· You go into as

22· · · ·simple as a -- into a restaurant, and you're trying to

23· · · ·order, and you're trying to figure out what the

24· · · ·specials are for the day, but you can't hear what

25· · · ·they're saying; you go through a drive-through, for

26· · · ·example, to get some food, and you go -- they're



·1· · · ·mumbling, it's very, very, frustrating.· You go to a

·2· · · ·hardwood store, and you're trying to figure out what

·3· · · ·you need for parts and pieces, and this guy is sitting

·4· · · ·there mumbling, and you can't see what he's talking

·5· · · ·about, or you can barely hear what he's talking about,

·6· · · ·so with my hearing diminished a little bit, it's very

·7· · · ·frustrating.· I just don't appreciate it at all having

·8· · · ·to wear a mask everywhere.

·9· ·Q· ·Thank you.· Does Dr. Wall wear a mask when you come in

10· · · ·for treatment?

11· ·A· ·No, he doesn't, and then, again, you know, in his

12· · · ·office here, he's had the shields up and whatnot, so if

13· · · ·the -- he is protected, but, you know, when he is

14· · · ·working on me and my body, no, he's not wearing a mask.

15· · · ·My -- you know, I want be able to hear him, I want to

16· · · ·be able to see what he's got to say, so I appreciate

17· · · ·that he doesn't wear a mask and that we're able to

18· · · ·communicate properly without me asking, What did you

19· · · ·say, what did you say, what did you say all the time.

20· · · ·It's just so much better for me personally.

21· ·Q· ·Do you believe Dr. Wall puts you at any increased risk

22· · · ·in any way or threatens your health in any way when he

23· · · ·treats you without wearing a mask?

24· ·A· ·No, not at all.· I feel very comfortable with him.

25· · · ·I've known him and his family, a lot of his kids have

26· · · ·been the receptionists and things like that, so over



·1· · · ·the years, we've got to know each other, and I wouldn't

·2· · · ·say on a -- necessarily a personal level, but you

·3· · · ·understand where they're coming from.· They are not the

·4· · · ·partying type of people that are out carousing all the

·5· · · ·time.· You know, he's not exposing himself to any risk

·6· · · ·that I can see or have ever heard of even when he's not

·7· · · ·at work here.

·8· · · · · · So for him to -- I do not feel threatened at all

·9· · · ·coming in here, it's just a safe environment, and I

10· · · ·haven't got a problem with it at all.· It's like our

11· · · ·work environment, you know, we know the people that we

12· · · ·work with, and have we had any COVID problems at work?

13· · · ·No, we haven't.· But you know the people, you know what

14· · · ·they're trying to do.· So his threat level I think is

15· · · ·next to zero.

16· · · · · · And even with COVID, you know, we know that you

17· · · ·look at the statistics, and for people that get COVID,

18· · · ·we're sitting at 99.8 percent of the people that get it

19· · · ·survive it.· You know, that's huge.· Even people, you

20· · · ·know, that get the flu don't even have that kind of

21· · · ·access -- or don't have that kind of, not access, but

22· · · ·record of survival, so I don't feel threatened at all

23· · · ·with what he does here.

24· ·Q· ·You are, of course, aware that the Alberta College of

25· · · ·Chiropractic has required, mandated that Dr. Wall wear

26· · · ·a mask when he's treating you; would you agree with



·1· · · ·that?

·2· ·A· ·That's what I've heard, that they are mandating it, but

·3· · · ·I find that that mandate -- how do I put it?· I find

·4· · · ·that that mandate isn't necessarily based on strong

·5· · · ·data.· I feel that a lot of this mandate is more on a

·6· · · ·political side of things, and that, you know, you look

·7· · · ·at the mask mandates around the world, and I fly around

·8· · · ·the world, I see all sorts of different things.

·9· · · · · · So you look at some place like Japan, for example,

10· · · ·and Japan was masked-up, they were sitting in the high

11· · · ·98, 99 percent of people were masked-up, they still had

12· · · ·huge outbreaks, so masks didn't necessarily fix the

13· · · ·problem.

14· · · · · · And I feel that the political side of things, you

15· · · ·know, we're being forced to do this, but the data

16· · · ·doesn't necessarily support it as far as I'm concerned.

17· ·Q· ·You say you go around the world, and you see other

18· · · ·places; are there any places where you don't encounter

19· · · ·any mask mandates?

20· ·A· ·Oh, sure.· Like last week, I was down in Dallas, Texas,

21· · · ·for the week.· I went down there training, and

22· · · ·everybody has a different way of doing things.· So you

23· · · ·get to the airport, for example, and you have to be

24· · · ·masked-up because it's federally regulated in the

25· · · ·airports.· They sit there, and they say you've got to

26· · · ·stand 6 feet apart when you're in the waiting area for



·1· ·the airport.· So everybody's 6 feet apart.· Then all of

·2· ·a sudden, it's all okay because we can all go through a

·3· ·tunnel, hop on an airplane, sit side by side, and

·4· ·that's perfectly fine, and I'm rubbing shoulders with

·5· ·the person next to me, and that's perfectly fine.

·6· · · · So you look at the different ways of doing

·7· ·business, and you kind of go, well, okay, that makes

·8· ·sense, that doesn't make sense, that's just plain

·9· ·stupid.· I get down to Texas, I get out of the airport,

10· ·we take our mask off, and I didn't put a mask on for a

11· ·week.· I went to -- into the class, I went to the

12· ·simulator, I went to restaurants, we went to hardware

13· ·stores, nobody was wearing masks down there.· And

14· ·people say, Well, you know, that's because they've had

15· ·a huge outbreak.

16· · · · Actually it's not.· If you look at the statistics,

17· ·percentage-wise, we are at a higher percentage of

18· ·infection than they do down there, and they don't

19· ·have -- they're just not wearing masks.· You do see

20· ·masks in some of the restaurants, and some of the

21· ·servers and whatnot were wearing masks, but none of the

22· ·clientele.

23· · · · So I hear, I haven't been to Arizona for a couple

24· ·months now, and Florida have been for a while, but I

25· ·hear that both those states are the same way:· They

26· ·have gone away from their masks, and it has not



·1· · · ·affected them whatsoever.

·2· ·Q· ·I think I just have one more question for you.· Do you

·3· · · ·think Dr. Wall has done the right thing by letting you

·4· · · ·not wear a mask when you don't want to?

·5· ·A· ·Yes, I do.· I think he's done the right thing.· First

·6· · · ·of all, he knows what I do and the risk.· You know,

·7· · · ·I've had to take so many tests and whatnot traveling

·8· · · ·across the border, back and forth all the time, and so

·9· · · ·I know where I'm at, and I think he knows where I'm at.

10· · · · · · So when I come in and he's not requiring a mask,

11· · · ·it's -- there's a mutual agreement there that, yeah, we

12· · · ·are both on the safe side of things.· We're both very

13· · · ·conscious that COVID is out there, both responsible

14· · · ·with what we're doing and how we're acting and -- with

15· · · ·our lives, but we both appreciate where we're at.

16· · · · · · And so to come in here and not wear a mask, I

17· · · ·appreciate that we do not have to, he's not requiring

18· · · ·it.· If he said I had to wear a mask to be treated, I

19· · · ·wouldn't be happy about it, but would I do it?· Yes,

20· · · ·because I need the treatment.· So if he's forced into

21· · · ·it, it's not because of his doings, but because of

22· · · ·somebody else is, you know, forcing him to go down this

23· · · ·path.

24· ·Q· ·Forgive me, one last question for you, do you think

25· · · ·Dr. Wall prioritises your interests above his

26· · · ·interests?



·1· ·A· ·That's a good question.· I will say yes, because he's

·2· · · ·my doctor, my chiropractor, worrying about me.· And so

·3· · · ·where I'm at, I believe that he's looking after me and

·4· · · ·not necessarily him.· I don't know what else I can say

·5· · · ·about that, but I would agree with that, that he's

·6· · · ·looking after me and my best interests.

·7· ·Q· ·Do you think, by having this hearing, the Complaints

·8· · · ·Director for the College is acting in your best

·9· · · ·interests?

10· · · ·MR. MAXSTON:· · · · · · ·I'm going to object to that,

11· · · ·Mr. Chair.· There's no way this individual can comment

12· · · ·on the motivations or intentions of the Complaints

13· · · ·Director.

14· · · ·MR. KITCHEN:· · · · · · ·Well, I didn't ask about

15· · · ·motivations of the Complaints Director.· I asked if he

16· · · ·thinks it's in his interest, and that's in his

17· · · ·knowledge.

18· · · ·MR. MAXSTON:· · · · · · ·Well, I think this line of

19· · · ·questioning is entirely subjective.· I suppose I won't

20· · · ·object further to it, but I don't see any value in this

21· · · ·witness expressing personal opinions about the actions

22· · · ·of the College.

23· · · ·THE CHAIR:· · · · · · · ·Could you repeat the question,

24· · · ·please, Mr. Kitchen?

25· · · ·MR. KITCHEN:· · · · · · ·The question I asked is if

26· · · ·Mr. Hilsabeck thought that having this hearing was in



·1· · · ·his best interests as a patient.

·2· · · ·THE CHAIR:· · · · · · · ·I'm going to sustain that

·3· · · ·objection.

·4· ·A· ·Okay, so I can answer it?

·5· ·Q· ·MR. KITCHEN:· · · · · ·No.· That means you can't.

·6· · · · · · Those are all my questions.

·7· · · ·THE CHAIR:· · · · · · · ·Thank you.

·8· · · · · · Mr. Maxston?

·9· · · ·Mr. Maxston Cross-examines the Witness

10· ·Q· ·MR. MAXSTON:· · · · · ·Good morning, Mr. Hilsabeck, I

11· · · ·just have a couple of quick questions I want to ask you

12· · · ·based on some exchanges you had with Mr. Kitchen, and

13· · · ·then I've got a few other questions I do want to ask

14· · · ·you.

15· · · · · · You made some comments earlier about survival rate

16· · · ·and threat and those types of things, and I just to be

17· · · ·clear, you're not a physician or an immunologist or a

18· · · ·virologist; those are your personal views?

19· ·A· ·That is correct; that would be my personal views on my

20· · · ·research of those subjects.

21· ·Q· ·You also talked about your belief that the College's

22· · · ·pandemic masking and I should say required masking

23· · · ·mandate wasn't based on strong data, but you, of

24· · · ·course, don't have any knowledge of the process the

25· · · ·College undertook to create that mandate, do you?

26· ·A· ·No, that's correct, I do not know what the College has



·1· · · ·done.

·2· ·Q· ·So I'll just ask you some questions then from a broader

·3· · · ·perspective.· Would you agree with me that a person has

·4· · · ·to earn the right to practice as a chiropractor in

·5· · · ·Alberta?

·6· ·A· ·Earn the right?· He has to take the training.· So the

·7· · · ·right, I'm not sure what you're going with as far as

·8· · · ·the right is concerned.

·9· ·Q· ·I think --

10· ·A· ·My knowledge --

11· ·Q· ·Go ahead, sorry.

12· ·A· ·Okay, my knowledge is for like a chiropractor, a

13· · · ·doctor, they take the training, and then I'm assuming

14· · · ·there is an application for that province or whatnot to

15· · · ·be able to accept -- or to be able to license -- to get

16· · · ·licensed in that province.

17· ·Q· ·And that kind of ties into my next question, which is

18· · · ·you're aware that the Alberta College and Association

19· · · ·of Chiropractors is the professional regulator or

20· · · ·licensing body for chiropractors in Alberta?

21· ·A· ·Yes, I understand that, yes.

22· ·Q· ·And based on your comments just now, I think you'd also

23· · · ·agree with me that there are mandatory requirements to

24· · · ·become registered with the College to be a

25· · · ·chiropractor, like education?

26· ·A· ·That's correct, yes.



·1· ·Q· ·And would you also agree with me that there are

·2· · · ·requirements the College has to keep a licence for a

·3· · · ·chiropractor, things like continuing education or

·4· · · ·payment of fees?

·5· ·A· ·Oh, sure, yes, I understand that completely.· I'm a

·6· · · ·pilot; that's all we do.

·7· ·Q· ·I kind of thought you would, yeah.· You probably get a

·8· · · ·lot of con ed from your regulators as well, so

·9· · · ·mandatory con ed.

10· · · · · · Would you agree that those requirements to keep

11· · · ·registration for a chiropractor are intended to ensure

12· · · ·safe and competent practice?

13· ·A· ·Would you say that again, please?

14· ·Q· ·Yeah, those mandatory requirements to keep your

15· · · ·licence, the mandatory requirements the College issues,

16· · · ·would you agree that those are in place in order to

17· · · ·ensure safe and competent practice?

18· ·A· ·I would, yes.

19· ·Q· ·Mr. Kitchen spoke with you about the College's

20· · · ·directive, Pandemic Directive, requiring the wearing of

21· · · ·masks when a chiropractor is treating, and I just want

22· · · ·to be clear that, to this day, you're not wearing a

23· · · ·mask, and Dr. Wall isn't wearing a mask when he

24· · · ·performs treatment on you?

25· ·A· ·That is correct.

26· ·Q· ·I think it's fair to say you've made comments today in



·1· · · ·support of Dr. Wall not masking when he treats you.

·2· · · ·Would you agree that you can only speak for yourself

·3· · · ·when you make those comments?

·4· ·A· ·I can speak for myself and for my family, yes.

·5· ·Q· ·Fair enough.· Would you agree that there could be other

·6· · · ·patients of Dr. Wall who don't share your views?

·7· ·A· ·Oh, definitely.

·8· ·Q· ·And do you --

·9· ·A· ·Yes.

10· ·Q· ·-- agree -- I'm sorry.

11· ·A· ·No, go ahead.

12· ·Q· ·Would you agree that there may be other patients of

13· · · ·Dr. Wall who, in fact, want him to comply with the

14· · · ·College's masking requirement?

15· ·A· ·There is that possibility, sure.

16· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions.

17· · · ·Thank you, Mr. Hilsabeck.

18· ·A· ·Thank you.

19· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, anything on

20· · · ·redirect?

21· · · ·MR. KITCHEN:· · · · · · ·Just one question.

22· · · ·Mr. Kitchen Re-examines the Witness

23· ·Q· ·MR. KITCHEN:· · · · · ·Dave, my friend, my learned

24· · · ·friend, Mr. Maxston, he asked you do you think the

25· · · ·College's mandates are for the purposes of keeping the

26· · · ·public safe.· I don't know if those were his exact



·1· · · ·words, but he can object if he thinks that's not

·2· · · ·reflective of the substance of what he said, do you

·3· · · ·have any actual knowledge yourself of what motivates

·4· · · ·the College when they have mandates for chiropractors?

·5· ·A· ·Do I have any knowledge?· No, I don't have any

·6· · · ·knowledge of how they do their -- how they do that.

·7· · · ·What do I say there?· A lot of this stuff, a lot of the

·8· · · ·mask wearing, a lot of our regulations, it seems like

·9· · · ·it's politically based.

10· · · · · · Case in point, Calgary, we got a new mayor here in

11· · · ·the last month, and her first response was basically

12· · · ·whatever the Alberta Government says, we're going to

13· · · ·add 28 days to it.· Now, how does she become more

14· · · ·knowledgeable than our head of our medical people,

15· · · ·Dr. Hinshaw and her group of people with the AHS?· How

16· · · ·do they make those kind of claims after being elected

17· · · ·and within 24 hours make a claim like that?· This is

18· · · ·why a lot of this stuff is so political and not

19· · · ·necessarily scientific in my mind.

20· · · · · · And it's not the same the world over.· So I see,

21· · · ·as I'm flying around different places in the world, or

22· · · ·I see different countries and their requirements and

23· · · ·whatnot, I see such a variety of mandates and

24· · · ·requirements, and it's not on science, it's on personal

25· · · ·belief or a political belief or whatever the case may

26· · · ·be, but not necessarily science.



·1· · · · · · So why the difference between Alberta and Texas,

·2· · · ·for example?· Why such a wide variety of understanding

·3· · · ·of what COVID is, what the requirements are, and you

·4· · · ·look at the percentage of COVID cases, there's really

·5· · · ·no difference.· If you look at John Hopkins, and you

·6· · · ·look at what Texas has, and you look at Alberta, and

·7· · · ·you look at percentages, they are just about identical.

·8· ·Q· ·Why do you think the College is acting political?

·9· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I might ask my

10· · · ·friend to rephrase that question.· I think there's a

11· · · ·premise in that question that the College is acting

12· · · ·politically, and I don't know if this witness has any

13· · · ·information in that regard, and, again, I think we're

14· · · ·going very far from the core issues here.

15· · · ·MR. KITCHEN:· · · · · · ·Well, it wasn't a presumption

16· · · ·because that's what he said, so I just asked him why he

17· · · ·thought that.· That's all.· This is in the same line of

18· · · ·questioning you asked him, Do you think the College is

19· · · ·doing this for safety.· Now, he has no knowledge of

20· · · ·that, he said so, but you asked him anyways.· I'm

21· · · ·asking the same type of question, asking him why he

22· · · ·thinks the College is acting in a political manner.

23· · · ·THE CHAIR:· · · · · · · ·I'll allow that.

24· ·A· ·I don't see -- you look from Alberta Health Care, for

25· · · ·example, a lot of their decisions keep flip-flopping,

26· · · ·and it doesn't seem to be on science, it seems to be



·1· ·political.· You look at each level of government, it

·2· ·seems to be political, not scientific.

·3· · · · Now, you say, Well, where are you getting your

·4· ·information from.· Well, I get it from a lot of

·5· ·different sources.· I read a lot of different -- and

·6· ·I'm not just talking the main media; I go to different

·7· ·places and do some analysis myself, and you start

·8· ·looking at, typical is, John Hopkins, which you would

·9· ·think would be a fairly reliable source with the data

10· ·that they present, and you look at percentages.

11· · · · So why does Alberta have one set of rules, Calgary

12· ·have another set of rules, and you think that it's

13· ·political.· So I'm going down the road there, yes, I

14· ·believe that everybody is doing it on a political side

15· ·of things and not necessarily a scientific.

16· · · · So do I think that the -- your Association is

17· ·doing that?· I feel that in a way, yes.· I do not know

18· ·that you are doing it purely scientific.

19· ·MR. KITCHEN:· · · · · · ·Thank you.· That's it for my

20· ·redirect.

21· ·THE CHAIR:· · · · · · · ·Okay, I'll just quickly poll

22· ·the Panel, are there any questions that the Panel wish

23· ·to discuss before we release the witness?

24· · · · Nothing further, okay.· Okay, thank you very much.

25· ·You are excused, sir, and we appreciate your coming in,

26· ·and you can leave if you wish.



·1· ·A· ·Oh, good, thanks very much.

·2· · · ·(WITNESS STANDS DOWN)

·3· · · ·THE CHAIR:· · · · · · · ·So, Mr. Kitchen, we have 15

·4· · · ·minutes before your next witness; is that correct?

·5· · · ·MR. KITCHEN:· · · · · · ·Yes, that's correct.

·6· · · ·THE CHAIR:· · · · · · · ·Okay, perhaps Ms. Nelson can

·7· · · ·put us in break-out rooms until 10:45, and then we'll

·8· · · ·reconvene.· We'll adjourn for now and reconvene at

·9· · · ·10:45 for the cross-examination of -- I'm sorry, I've

10· · · ·forgotten his name -- Kosowan; is that right?

11· · · ·MR. KITCHEN:· · · · · · ·That's right.

12· · · ·THE CHAIR:· · · · · · · ·Yeah, okay.· Mr. Maxston,

13· · · ·you're okay?

14· · · ·MR. MAXSTON:· · · · · · ·Yes, that's fine.· Thank you

15· · · ·for asking.

16· · · ·(ADJOURNMENT)

17· · · ·THE CHAIR:· · · · · · · ·We'll reconvene, and

18· · · ·Mr. Maxston will start his cross-examination of

19· · · ·Mr. Kosowan.

20· · · ·JARVIS KOSOWAN, Previously affirmed, Cross-examined by

21· · · ·Mr. Maxston

22· ·Q· ·MR. MAXSTON:· · · · · ·Good morning, Mr. Kosowan.

23· · · ·Can you hear me?

24· ·A· ·Yes, I can.

25· ·Q· ·Thank you.· Can you just confirm for me that you're

26· · · ·still under oath when you're giving your testimony



·1· · · ·today?

·2· ·A· ·Yes, I am.

·3· ·Q· ·I just have a few questions for you.· The first

·4· · · ·question I have is are you aware that the Alberta

·5· · · ·College and Association of Chiropractors is the

·6· · · ·professional regulator and licensing body for

·7· · · ·chiropractors in Alberta?

·8· ·A· ·Yes, I am.

·9· ·Q· ·And are you also aware that the College has mandatory

10· · · ·requirements such as education before someone can

11· · · ·become licensed as a chiropractor?

12· ·A· ·Not totally, no.

13· ·Q· ·You'd agree with me though that, generally, that would

14· · · ·be the case to become a member of a profession?

15· ·A· ·I would believe that would be correct, yes.

16· ·Q· ·Are you also aware, or if you're not, would you agree

17· · · ·with me that the College of Chiropractors has ongoing

18· · · ·requirements to keep registration as a chiropractor,

19· · · ·things like continuing education or paying a yearly

20· · · ·fee?

21· ·A· ·Yes, I'm aware of that.

22· ·Q· ·And would you agree that the College, having those

23· · · ·requirements, is important to ensure chiropractors are

24· · · ·competent and can practice safely?

25· ·A· ·I agree with that.

26· ·Q· ·You spoke with Mr. Kitchen, my friend Mr. Kitchen, a



·1· · · ·little while ago, and you talked about the College's

·2· · · ·Pandemic Directive which required masking by

·3· · · ·chiropractors when they treated patients; do you recall

·4· · · ·that?

·5· ·A· ·Yes, I do.

·6· ·Q· ·And do you also recall that when you first testified,

·7· · · ·you made comments in support of Dr. Wall not following

·8· · · ·that requirement and not masking when he treated you?

·9· ·A· ·That is correct.

10· ·Q· ·Would you agree that when you made those comments, you

11· · · ·could only speak for yourself?

12· ·A· ·That is correct.

13· ·Q· ·And would you agree with me that there could be other

14· · · ·patients of Dr. Wall who don't share your views?

15· ·A· ·That's possible.

16· ·Q· ·And would you agree with me that there could be other

17· · · ·patients of Dr. Wall who want him to comply with the

18· · · ·requirement to mask when he's treating patients?

19· ·A· ·Obviously.· I believe that's the way this whole thing

20· · · ·got initiated, by one of the clients complaining about

21· · · ·the mask not being worn, so I agree with that

22· · · ·statement.

23· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions for

24· · · ·you, Mr. Kosowan.· Thank you for making yourself

25· · · ·available today.

26· ·A· ·Thank you.· Am I done or --



·1· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, did you have

·2· · · ·anything on redirect?

·3· · · ·MR. KITCHEN:· · · · · · ·No, I don't.

·4· · · ·THE CHAIR:· · · · · · · ·Well, Mr. Kosowan, thank you

·5· · · ·very much, once again, for finishing with your

·6· · · ·testimony.· You are free to leave.· We do appreciate

·7· · · ·your assistance in this.

·8· ·A· ·All right, thank you very much.

·9· · · ·THE CHAIR:· · · · · · · ·Thank you.

10· · · ·MR. KITCHEN:· · · · · · ·Thank you.

11· · · ·(WITNESS STANDS DOWN)

12· · · ·THE CHAIR:· · · · · · · ·So I guess we are on an

13· · · ·extended break, Mr. Kitchen, until 12:45; is that

14· · · ·correct?

15· · · ·MR. KITCHEN:· · · · · · ·Yes, that's correct, my

16· · · ·apologies, that's the earliest my next witness can be

17· · · ·available.

18· · · ·THE CHAIR:· · · · · · · ·Okay, we will have an early

19· · · ·and extended lunch break I guess.· Perhaps we can --

20· · · ·we'll reconvene at 12:45, and hopefully we'll -- and

21· · · ·that will be the last witness of the day for today; is

22· · · ·that correct?

23· · · ·MR. KITCHEN:· · · · · · ·Very likely.· There is an

24· · · ·unlikely chance that the witness, who I was hoping to

25· · · ·call this morning but who's busy with work, may be able

26· · · ·to make it this afternoon after Dr. Gauthier.· It's



·1· ·unlikely, but possible; I'm just going to check with

·2· ·him at lunch.

·3· ·THE CHAIR:· · · · · · · ·Okay, very good.· Then we will

·4· ·recess for now and reconvene at 12:45.· Did the Panel

·5· ·Members wish to caucus?· I don't see a need to.· Okay,

·6· ·we'll see everybody back at 12:45.· Thank you.

·7· ·MR. KITCHEN:· · · · · · ·Thank you.

·8· ·_______________________________________________________

·9· ·PROCEEDINGS ADJOURNED UNTIL 12:45 PM

10· ·_______________________________________________________
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·1· · · ·MR. KITCHEN:· · · · · · ·All right.· Well, Mr. Maxston,

·2· · · ·you're ready to proceed?

·3· · · ·MR. MAXSTON:· · · · · · ·Yes, I am, thank you.

·4· · · ·MR. KITCHEN:· · · · · · ·All right, Madam Clerk, could

·5· · · ·you please proceed to swear in Dr. Gauthier.

·6· · · ·DR. JUSTIN ROBERT GEZA GAUTHER, Sworn, Examined by

·7· · · ·Mr. Kitchen

·8· ·Q· ·MR. KITCHEN:· · · · · ·Good afternoon, Dr. Gauthier.

·9· · · ·Could you just please tell us your full name so we have

10· · · ·it for the record?

11· ·A· ·Sure, Justin Robert Geza Gauthier.

12· ·Q· ·Thank you.· And, Dr. Gauthier, do you practice in

13· · · ·Alberta?

14· ·A· ·Yes, I practice in Medicine Hat, Alberta.

15· ·Q· ·And how long have you been practicing?

16· ·A· ·About two-and-a-half years.· I started in practice in

17· · · ·Medicine Hat in March of 2019.

18· ·Q· ·Thank you.· And where did you go to school?

19· ·A· ·Palmer College of Chiropractic down in Davenport, Iowa.

20· ·Q· ·And can you tell us anything that sticks out to you

21· · · ·that you were taught at Palmer College?

22· ·A· ·Can you repeat that?

23· ·Q· ·Is there anything you learned at Palmer College that

24· · · ·was particularly important to you?

25· ·A· ·They had a good balance of teaching chiropractic,

26· · · ·integrating it within the medical system.· I thought it



·1· · · ·was a good balance of learning both sides of health.

·2· · · ·So talked about the importance of keeping a body in a

·3· · · ·frame, a structure, a spine that is balanced and in

·4· · · ·line, while understanding there's other issues that

·5· · · ·chiropractic does not deal with, and that's where we

·6· · · ·kind of work as a team with the medical system, so I

·7· · · ·thought it was a good balance of learning the health

·8· · · ·system.

·9· ·Q· ·When you graduated and joined the profession here in

10· · · ·Alberta, were there any principles that you thought

11· · · ·were at the core of chiropractic?

12· ·A· ·I think first and foremost our job is to take care of

13· · · ·the spine.· That is the core of most chiropractors, and

14· · · ·manipulation or adjusting of the spine is I was taught

15· · · ·quite vital to the profession.· There's many other

16· · · ·things that chiropractors will do in addition, but

17· · · ·adjusting and the spine was always the core primary

18· · · ·treatment that chiropractors would give.

19· ·Q· ·And how do chiropractors administer that treatment?

20· ·A· ·In their office, you've got to assess that person's

21· · · ·spine based on what you see, based on what you feel,

22· · · ·based on the feedback from the patient.· Most

23· · · ·chiropractors adjust with their hands, some use an

24· · · ·instrument or a tool, but it's essentially always,

25· · · ·always with contact I guess.

26· ·Q· ·And what's the primary treatment that you provide your



·1· · · ·patients?

·2· ·A· ·I practice an upper cervical technique, so I focus on

·3· · · ·correcting the neck as much as possible, so with my

·4· · · ·technique there won't be more cracking.· If a patient

·5· · · ·needs that, I will have them go to another

·6· · · ·chiropractor, and so I adjust with the upper neck

·7· · · ·primarily, and it's a very low force technique without

·8· · · ·twisting or cracking.

·9· ·Q· ·Okay, and what do you use to do that?

10· ·A· ·But -- it's all by hand, yeah, it's all using --

11· · · ·adjusting by hand.

12· ·Q· ·Now, forgive me if some of these questions are a bit

13· · · ·obvious, but can you provide that treatment from a

14· · · ·distance?

15· ·A· ·I might lose my licence if I tried.· I don't think it's

16· · · ·possible to do it without actually contacting the

17· · · ·patient.· You can't -- I would not be able to properly

18· · · ·assess them.· I wouldn't be able to properly adjust

19· · · ·them.· I wouldn't reasonably be able to walk anybody

20· · · ·through treating themselves that way or having another

21· · · ·person treating them in that way, so, no, it wouldn't

22· · · ·be possible with what I do.

23· ·Q· ·And forgive the redundancy, but you wouldn't be able to

24· · · ·provide that type of treatment over the phone?

25· ·A· ·No.· I've had a couple phone calls with patients as

26· · · ·follow-ups a few days later if they're from out of



·1· · · ·town, and they can't -- just to ensure after their

·2· · · ·first appointment that things are going well, and

·3· · · ·they're not experiencing any issues, a checkup over the

·4· · · ·phone, very, very seldom, less than since I've started

·5· · · ·practicing, but the primary treatment is always in

·6· · · ·person.

·7· ·Q· ·So do you think Telehealth could be effective for you

·8· · · ·to help your patients?

·9· ·A· ·No, no, not with what I do and not with how the

10· · · ·chiropractic that I learned, you know, adjusting by

11· · · ·hand as your primary treatment, I would argue it's not,

12· · · ·it's not possible to do.

13· ·Q· ·Do you think your patients would find it effective?

14· ·A· ·No, I don't think I'd have any patients if I tried

15· · · ·doing that.

16· ·Q· ·Do you believe you would be properly caring for your

17· · · ·patients if you could only provide Telehealth over the

18· · · ·phone?

19· ·A· ·No, not at all.· I wouldn't be able to properly assess

20· · · ·them.· I wouldn't be able to feel or see what's going

21· · · ·on, and there's many intangibles that you get from

22· · · ·patients after you've seen them several times that,

23· · · ·over the phone, you simply don't get that you'll see

24· · · ·and hear when the patient is with you.· So, no, I don't

25· · · ·think there's any way I would be able to take care of

26· · · ·patients to the same level that I am now, not even



·1· · · ·close.· I don't know what it would look like.

·2· ·Q· ·And if you could only provide Telehealth, you said

·3· · · ·earlier that you don't think you'd have very many

·4· · · ·patients, so what do you think your patients would do

·5· · · ·if you could only provide Telehealth?

·6· ·A· ·I think they would go to another chiropractor, either

·7· · · ·somebody in town that does maybe a different style, or

·8· · · ·they would travel a couple hours to find someone that

·9· · · ·does.· I mean, that's what we have.· I have a lot of

10· · · ·patients that come from Saskatchewan, Swift Current,

11· · · ·Moose Jaw, Regina from up to three, four, five hours

12· · · ·away, and they specifically come here because they

13· · · ·can't get what they want in those places, so they would

14· · · ·find somewhere else to go.· I'd lose probably over 95

15· · · ·percent of my patients if I tried it.· Maybe a hundred,

16· · · ·I don't know.· I would lose a very exceptionally high

17· · · ·number of patients.

18· ·Q· ·And forgive me if this question is a bit obvious, but

19· · · ·if you did that, if you only did Telehealth, would you

20· · · ·be able to earn enough income to keep practicing?

21· ·A· ·I don't think so, not as I've learned to practice, not

22· · · ·as I've learned to practice chiropractic, or as I've

23· · · ·been practicing for the last two-and-a-half years.  I

24· · · ·mean if I lost 95 percent of my patients, I wouldn't

25· · · ·have much income at all, so no.

26· ·Q· ·I'm going take you in a slightly different direction



·1· · · ·now.

·2· ·A· ·Sure.

·3· ·Q· ·Dr. Gauthier, are there different types of health care

·4· · · ·workers?

·5· ·A· ·Yeah.· Yes.

·6· ·Q· ·Do you think there's a difference between yourself as a

·7· · · ·health care worker and so-called frontline health care

·8· · · ·workers like nurses and doctors at a hospital?

·9· ·A· ·Yeah, I think we have very different roles and fulfil

10· · · ·different needs, yeah.

11· ·Q· ·Do you regard your chiropractic office as a health care

12· · · ·setting?

13· ·A· ·Yeah, it's a health care setting.

14· ·Q· ·Are there different types of health care settings?

15· ·A· ·Yeah, absolutely.

16· ·Q· ·Is there a difference between your office as a health

17· · · ·care setting and a hospital as a health care setting?

18· ·A· ·Having been a patient in a hospital and a chiropractor

19· · · ·in an office, it's my experience, yeah, they're very

20· · · ·different.

21· ·Q· ·How so?

22· ·A· ·Mainly just the types of patients and the types of

23· · · ·complaints that we get are very different, but I think

24· · · ·(INDISCERNIBLE) ER specific, it's very acute care or

25· · · ·injuries or accidents, whereas I've never

26· · · ·(INDISCERNIBLE) driven to my office in an ambulance,



·1· · · ·right?· That's not the role of my office is to take

·2· · · ·care of people with their acute injuries that are more

·3· · · ·serious, and that's in regards to, say, physical

·4· · · ·injuries or bleeding, that type of issue.

·5· · · · · · In my couple of years practicing, I've never had a

·6· · · ·patient come with a primary (INDISCERNIBLE) of a heart

·7· · · ·attack --

·8· · · ·THE COURT REPORTER:· · · Primary what?· Primary what?

·9· ·A· ·-- or come to me saying, Do I have a heart attack, or I

10· · · ·feel like I am, can you examine me?· I've never had a

11· · · ·patient come, wondering if they're in the middle of a

12· · · ·stroke.· I've never had a complaint of stroke or heart

13· · · ·attack.· You know, I've had patients that I've sent to

14· · · ·be assessed for stroke, but that's never been the

15· · · ·primary complaint.

16· · · · · · Same thing with pneumonia, bronchitis, or anything

17· · · ·like that, I've never had a patient come to me, saying,

18· · · ·Hey, I think I have pneumonia, can you help?· I've

19· · · ·never had that type of complaint, whereas in the ER,

20· · · ·from what I've seen, that's a -- those are some of the

21· · · ·more common complaints that ERs get.

22· ·Q· ·Thank you.

23· · · ·(DISCUSSION OFF THE RECORD)

24· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Gauthier, let me ask

25· · · ·you this:· Do you care about more than just the spine

26· · · ·of your patients?



·1· ·A· ·Yeah, of course.

·2· ·Q· ·Give me an example; what are some of the things that

·3· · · ·you tend to care about when it comes to your patients?

·4· ·A· ·So just one example, recently I had a patient who has a

·5· · · ·lot of pain and spine, like musculoskeletal issues, so

·6· · · ·we went through (INDISCERNIBLE).· She's also been a

·7· · · ·smoker for 40 years and drinks, you know, five or six

·8· · · ·or seven drinks of alcohol per night.· And so at our

·9· · · ·initial appointment, I said, Hey, like I can help you a

10· · · ·certain amount I believe, but the reality is that if

11· · · ·you continue, you know, smoking and drinking to this

12· · · ·level, you're going to have a difficult time getting to

13· · · ·your full potential, right; like there's a good chance

14· · · ·you're always going to have some issues if you continue

15· · · ·doing those things.· It's not -- and I told her, it's

16· · · ·not up to me to make you stop, it's not up to me to

17· · · ·counsel you on how to stop, but to let you know it is

18· · · ·going to prevent, you know, your energy levels, your

19· · · ·fatigue, your immune system, your pain levels, all

20· · · ·those things, and I said I'm happy to find, if you

21· · · ·want, a counsellor to help with that, could be as

22· · · ·simple as a health coach or something.· But that was

23· · · ·just somebody last week where I had to have that

24· · · ·discussion with her; it was, you know, beyond what I

25· · · ·could do, but I felt like if I didn't at least

26· · · ·acknowledge those limitations for her, I wasn't doing



·1· · · ·her justice by just saying, I'm going to help you with

·2· · · ·your spine and neck.· So we had a discussion on that,

·3· · · ·and she was open to looking at other things, so that

·4· · · ·was one more recent example.

·5· ·Q· ·Do you care about the overall health of your patients

·6· · · ·then?

·7· ·A· ·Yeah.· Yeah.· Totally, because I mean -- I mean, you

·8· · · ·can see it in people when they're in physical pain, you

·9· · · ·can tell when people are in a stressful state.· Another

10· · · ·patient just last week was -- could tell was very -- in

11· · · ·a lot of mental distress, and, you know, for a couple

12· · · ·minutes, as I was treating her, she starts confessing

13· · · ·to me about stress within her marriage and other issues

14· · · ·that her concussion resulted in.· You know, so I

15· · · ·listened and said, Hey, like that's again more than

16· · · ·what I do, and it's not my -- I'm not a marriage

17· · · ·counsellor, but I'm happy to help you find somebody

18· · · ·with that.

19· · · · · · So, yeah, the emotional, the physical, the

20· · · ·nutritional.· Those are all important aspects of it

21· · · ·that don't come up with every patient, but they do come

22· · · ·up.

23· ·Q· ·When it comes to treating your patients, are there any

24· · · ·principles or ideals that guide you?

25· ·A· ·Can you explain that a little bit or ...

26· ·Q· ·Well, I can't too much or else Mr. Maxston will rightly



·1· · · ·say that I'm leading you, so I'm just wondering if

·2· · · ·there's -- do you have any core ideas about the

·3· · · ·practice or core ideas about your approach to health or

·4· · · ·core principles when it comes to interacting with your

·5· · · ·patients that are really important to you as a

·6· · · ·practitioner?

·7· ·A· ·Sure, so I mean my primary view of patients is to view

·8· · · ·them as people, right, and to want to take care of them

·9· · · ·the best that I can, right, and that's not telling them

10· · · ·what to do, not telling them what their treatment is,

11· · · ·and allowing them to make that decision for themselves,

12· · · ·and if they make a choice that I think is bad, that's

13· · · ·their choice, but it doesn't mean I don't take care of

14· · · ·them to the best of my ability, to treat those patients

15· · · ·with respect regardless of whether I think what they're

16· · · ·doing is good or not, they're still deserving that

17· · · ·respect and love that I think we're supposed to have as

18· · · ·health care providers.

19· · · · · · So to me, that's kind of my core principle that

20· · · ·guides me is to take care of people to the best of my

21· · · ·ability without causing them harm and allowing them to

22· · · ·make choices whether I think it's good or not.

23· ·Q· ·So that allowing them to make choices then, is that,

24· · · ·for you, is that the same idea as consent?

25· ·A· ·Yeah, yeah, like they -- I can't force them to do

26· · · ·something that has an impact on their health or



·1· · · ·otherwise, and I can't do something to them that they

·2· · · ·don't want to.· So if that day they came in, and they

·3· · · ·don't want me to adjust them for whatever reason, even

·4· · · ·if everything inside of me, everything that I'm seeing

·5· · · ·about them says they need to be adjusted, I don't

·6· · · ·adjust them, right, because that's their choice.

·7· · · · · · And if I think they shouldn't get a massage for

·8· · · ·the next day for whatever reason, but they choose to,

·9· · · ·that's their choice, and it's not going to affect how I

10· · · ·take care of them.· They've got to decide for

11· · · ·themselves what they allow me to do and do at other

12· · · ·times as well.

13· ·Q· ·You mentioned something in your last answer to me about

14· · · ·harm.· Is it important to you to make sure you don't

15· · · ·cause any harm to your patients?

16· ·A· ·Oh, yeah, yeah, I mean if I'm causing more harm than

17· · · ·good, (a), they're not going to come to me for very

18· · · ·long, and (b), I'm not -- even if they did continue

19· · · ·coming to me, I'm not doing my job as a health care

20· · · ·provider to create an overall improvement in their

21· · · ·health, right?· So causing harm is a big part of that.

22· ·Q· ·That's a good idea.· All right, Dr. Gauthier, are you

23· · · ·aware that the Alberta College of Chiropractors has

24· · · ·mandated that all chiropractors must wear a mask when

25· · · ·they're treating patients?

26· ·A· ·Yes.



·1· ·Q· ·And have you worn a mask while treating patients when

·2· · · ·required to do so by the College?

·3· ·A· ·Yes.

·4· ·Q· ·Have you done so willingly?

·5· ·A· ·No, it's not been comfortable, but I still have done

·6· · · ·it.

·7· ·Q· ·And why do you do it even though you didn't want to?

·8· ·A· ·I mean, it was in our practice directive, right, so the

·9· · · ·way I understood it if I didn't, I wouldn't be able to

10· · · ·take care of patients, so it was kind of a -- didn't

11· · · ·really have a choice, a choice in that matter.

12· ·Q· ·If you didn't have a choice for you, is that the same

13· · · ·as saying you were coerced into doing it?

14· ·A· ·Well, yeah, I mean if there's not (INDISCERNIBLE)

15· · · ·choice for not doing something I'm supposed to do,

16· · · ·then, yes, it's not a choice.· It feels like that to a

17· · · ·certain degree.· Sorry, can you repeat that?

18· ·Q· ·I think I said, to get it exactly right, for you -- is

19· · · ·for you not having a choice in doing something, is that

20· · · ·the same as coercion?· And I believe your answer was

21· · · ·yes, with some explanation, but you did break up so

22· · · ·feel free to repeat it, if you can still hear me.

23· ·A· ·I apologize James, I had a bad internet connection for

24· · · ·a bit.· Can you repeat that?

25· ·Q· ·Yes.

26· · · ·THE COURT REPORTER:· · · Did you want me to read it



·1· · · ·back?

·2· · · ·MR. KITCHEN:· · · · · · ·Madam Clerk, yes, because that

·3· · · ·way, I'm not slightly varying my question.

·4· · · ·THE COURT REPORTER:· (by reading)

·5· · · · · · Q· ·If you didn't have a choice for you, is

·6· · · · · · · · that the same as saying you were coerced

·7· · · · · · · · into doing it?

·8· ·A· ·Sorry, can you repeat that, please?

·9· · · ·THE COURT REPORTER:· · · I'll give you more context if

10· · · ·that helps.· Is that okay, Mr. Kitchen?

11· · · ·MR. KITCHEN:· · · · · · ·That's fine, yeah.

12· · · ·THE COURT REPORTER:· · · Okay, a series of questions

13· · · ·and answers for you, Dr. Gauthier:· (by reading)

14· · · · · · Q· ·And have you worn a mask while treating

15· · · · · · · · patients when required to do so by the

16· · · · · · · · College?

17· · · · · · A· ·Yes.

18· · · · · · Q· ·Have you done so willingly?

19· ·A· ·Sorry, can we pause so I can try to (INDISCERNIBLE)

20· · · ·different location?

21· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, this isn't my

22· · · ·preference but -- because I'd like to see your witness

23· · · ·when he testifies, but sometimes turning off the video

24· · · ·can make it easier.

25· · · ·MR. KITCHEN:· · · · · · ·Yes, I was going to raise

26· · · ·that, because I understand your position on that.



·1· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Gauthier, if you could

·2· · · ·turn off your video to see if that improves it, and

·3· · · ·then we can decide from there how we want to proceed,

·4· · · ·but we should just try it to see if it actually helps.

·5· · · ·Is that all right with you?

·6· ·A· ·Sure, so I've got my video off here.· Is this sounding

·7· · · ·okay or not?

·8· ·Q· ·Sounding better so far.· You let us know if you can

·9· · · ·hear us better.

10· · · ·MR. KITCHEN:· · · · · · ·Madam Court Reporter, do you

11· · · ·mind reading my -- the first time I asked the question,

12· · · ·if you could read it to Dr. Gauthier again and see if

13· · · ·he's able to fully hear it and respond?

14· · · ·THE COURT REPORTER:· (by reading)

15· · · · · · Q· ·If you didn't have a choice for you, is

16· · · · · · · · that the same as saying you were coerced

17· · · · · · · · into doing it?

18· ·A· ·To me, it is, yeah, without a choice, it feels a

19· · · ·certain amount like coercion, whether the consequences

20· · · ·are severe or not.· Yeah, when there isn't a choice, it

21· · · ·feels like that, a certain amount, yeah.

22· · · ·MR. KITCHEN:· · · · · · ·Well, Mr. Maxston, it does

23· · · ·seem to be a little better with his video off, but I'm

24· · · ·sensitive to the fact that you want to able to see the

25· · · ·witness.· Do we want to go back to having his video on,

26· · · ·and then as needed, we'll (INDISCERNIBLE) the question?



·1· · · ·MR. MAXSTON:· · · · · · ·Well, I'll ask Mr. Lawrence if

·2· · · ·he has any concerns, but I'm prepared, frankly, to go

·3· · · ·ahead without the video.

·4· · · ·MR. LAWRENCE:· · · · · · I have no concerns.

·5· · · ·THE CHAIR:· · · · · · · ·I think, Mr. Kitchen, we could

·6· · · ·try having his audio through a cell phone, but let's

·7· · · ·continue with this option to see if this solves it,

·8· · · ·because I know there's synchronization problems when

·9· · · ·you have different audio and video links.

10· · · ·MR. KITCHEN:· · · · · · ·Okay, thank you.

11· ·Q· ·MR. KITCHEN:· · · · · ·All right, Dr. Gauthier, we're

12· · · ·going to try it with the video off, see if that

13· · · ·improves the audio.· It does typically, so we'll go on

14· · · ·that basis for now.

15· ·A· ·Okay.

16· ·Q· ·So thank you for your answer to my last question.

17· · · · · · So let me ask you this because you said you don't

18· · · ·wear the mask willingly, can you tell me what's

19· · · ·difficult about wearing the mask for you or why don't

20· · · ·you willingly wear it?

21· ·A· ·Sure.· So, yeah, I've got asthma, and it's --

22· · · ·typically, it's pretty well controlled, I haven't

23· · · ·really had issues with it over the years.· I noticed

24· · · ·shortly after needing to wear the mask, whenever it was

25· · · ·in 2020, March or April, when we were supposed to wear

26· · · ·them, not just at work, but, you know, in the hours and



·1· · · ·days after working, I just noticed a lot more

·2· · · ·difficulty breathing.· I just noticed, in general, my

·3· · · ·asthma flaring up considerably.· It was hard to know

·4· · · ·first if it was the mask or whether -- there was a lot

·5· · · ·of variables, but that's kind of been the one constant

·6· · · ·was that.

·7· · · · · · And it definitely has been for me, the last

·8· · · ·year-and-a-half or so has been the worst -- the most

·9· · · ·difficulty I've had breathing in relation to, you know,

10· · · ·asthmatic symptoms that I've had in, I don't know, at

11· · · ·least ten years.· I've gone through more inhalers than

12· · · ·I had for a long time.

13· · · · · · I notice especially at the initial appointment

14· · · ·where there's more talking, because I spend a lot of

15· · · ·time with patients, I was just getting short of breath

16· · · ·much quicker.· So I just had a lot of difficulty

17· · · ·breathing, and I recognize not everybody feels that

18· · · ·way, but, you know, with the way that my asthma has

19· · · ·been, it's been difficult, yeah.

20· ·Q· ·Speaking now just for yourself --

21· ·A· ·Yeah.

22· ·Q· ·-- do you regard your asthma as a medical -- as a form

23· · · ·of a medical disability?

24· ·A· ·Yeah, like I didn't really think of it like that, you

25· · · ·know, until the last year or so when I recognized how

26· · · ·limiting it's been, but, yeah, it's definitely caused



·1· · · ·me some distress or dysfunction.

·2· ·Q· ·Are you aware that, due to human rights legislation in

·3· · · ·the Province, that there are sometimes obligations on

·4· · · ·parties to accommodate medical disabilities?

·5· ·A· ·Yes.

·6· ·Q· ·Have you ever asked the ACAC if they would accommodate

·7· · · ·you and your asthma medical disability?

·8· ·A· ·No, I haven't.

·9· ·Q· ·When the ACAC mandatory mask directive was issued to

10· · · ·the Practice Pandemic Directive in the spring of 2020,

11· · · ·did the College give you any reason to think that it

12· · · ·would permit you to treat patients without wearing a

13· · · ·mask if you told them about your medical disability and

14· · · ·asked for accommodation?

15· ·A· ·I honestly can't say I remember what I thought when I

16· · · ·went through that first directive.· For me, the reason

17· · · ·I didn't ask I guess, from what I'm remembering, was

18· · · ·that I got the impression that I just -- I wouldn't be

19· · · ·able to treat patients whether I had an exemption or

20· · · ·not, but, again, I can't -- I don't have that practice

21· · · ·directive from that time memorized or remember it

22· · · ·perfectly.

23· ·Q· ·But what gave you the impression that the College

24· · · ·wouldn't accommodate you?

25· ·A· ·Well, in the directive, again from what I remember, it

26· · · ·was very clear that wearing a mask was required no



·1· · · ·matter what, so it didn't seem worth it to even try to

·2· · · ·get an exemption or ask about an exemption or, you

·3· · · ·know, go to a medical doctor over that.

·4· ·Q· ·Now, you've touched on this, but just to clarify --

·5· ·A· ·Yeah.

·6· ·Q· ·-- however small or however large, do you think wearing

·7· · · ·a mask the last year-and-a-half while treating patients

·8· · · ·has caused you any degree of harm?

·9· ·A· ·Yeah, I mean I think so.· I've definitely noticed like

10· · · ·just more restriction in general, having to wear the

11· · · ·mask, you know, at work, because we're, you know, here

12· · · ·lots of the time.· Yeah, I find myself out of breath

13· · · ·just talking to patients, which is not a normal

14· · · ·experience for me.· So I mean that combined with the

15· · · ·fact that I've gone through more inhalers, you know,

16· · · ·which I would much prefer not to do, yeah, it's

17· · · ·definitely made -- just restricted my lung function.

18· ·Q· ·Do you think informed consent should be obtained before

19· · · ·someone requires somebody else to wear a mask?

20· ·A· ·I do, because I think it has an impact on health.· It

21· · · ·doesn't necessarily impact everybody in health, but

22· · · ·some people it does.· I know many patients will say

23· · · ·they hate wearing it because it restricts them; other

24· · · ·patients say they don't care.

25· · · · · · But I've seen that same principle at work in

26· · · ·certain types of shoes, some people put on a pair of



·1· · · ·shoes that cause them lots of foot and hip and knee

·2· · · ·pain, and other people put the same pair of shoes on,

·3· · · ·and it doesn't bother them whatsoever.· So I've just --

·4· · · ·I've kind of come to realize that because something

·5· · · ·does not cause one person harm or discomfort doesn't

·6· · · ·mean it doesn't do that to another.

·7· · · · · · So because it impacts health, I mean I've noticed

·8· · · ·impact to my energy levels and fatigue and breathing,

·9· · · ·if it's going to be mandated or examined or pushed, I

10· · · ·think it should be -- it is -- the idea of informed

11· · · ·consent should be applicable to it as well, yeah.

12· ·Q· ·Was informed consent obtained from you by the College?

13· ·A· ·No, there was no questions or answers or anything about

14· · · ·it.· It was just part of the practice directive that we

15· · · ·had to wear it if we wanted to keep treating patients.

16· ·Q· ·You mentioned your patients commenting on masks, so

17· · · ·have you noticed that, in some of your patients,

18· · · ·wearing a mask has negatively impacted their health?

19· ·A· ·Yeah, I've had a lot of patients mention it, and it's

20· · · ·hard to know because there's -- again, there's so many

21· · · ·variables, but many, many patients have mentioned just

22· · · ·their general like energy levels or if it's fatigue,

23· · · ·some of them have noticed headaches when they're

24· · · ·wearing it.· Some of them it's very acutely, they have

25· · · ·symptoms within minutes of wearing a mask.· When you

26· · · ·see it so many times, and it's so strongly correlated



·1· · · ·with certain patients, it's hard to deny it.· Yeah,

·2· · · ·it's definitely come up.

·3· · · · · · And like I said, some patients don't notice a

·4· · · ·change at all, whereas some patients really do, and

·5· · · ·I -- I mean, I've had some patients develop skin rashes

·6· · · ·and, you know, acne-type issues.· I myself, about three

·7· · · ·months into wearing a mask, ended up with quite a

·8· · · ·significant boil on my nose that I never had before.

·9· · · ·Again, is it attributable to the mask?· Maybe, maybe

10· · · ·not but it was definitely a very noticeable change

11· · · ·shortly after starting to wear them.

12· ·Q· ·I'm going to ask you some different questions now.· Do

13· · · ·you think it's possible, Dr. Gauthier, to actually know

14· · · ·the scientific truth about things like viruses?

15· · · ·MR. MAXSTON:· · · · · · ·I'm going to have to object to

16· · · ·that, Mr. Kitchen.· This is a lay witness not being

17· · · ·called for expert opinion evidence, and I think I've

18· · · ·been pretty generous in the types of questions you've

19· · · ·asked.· You've got four experts coming.· I am going to

20· · · ·object to this, because I think this goes far afield of

21· · · ·what this witness can testify to as a lay witness.

22· · · ·MR. KITCHEN:· · · · · · ·Okay, I understand what you're

23· · · ·saying, and I agree with you.· I haven't in any way

24· · · ·asked for an opinion, but I think maybe if you'll let

25· · · ·me go, you'll see I'm not going to ask his opinion on

26· · · ·COVID or the effectiveness of lockdowns; he isn't



·1· · · ·qualified to give that.· I'm asking him if he thinks

·2· · · ·it's possible to know the scientific truth, not what

·3· · · ·that truth is, but if he thinks it's possible to know

·4· · · ·that truth, and that's not an opinion question; that's

·5· · · ·a question that could be asked to anyone.

·6· · · ·MR. MAXSTON:· · · · · · ·I suppose, frankly -- well, I

·7· · · ·guess you can ask your question.· I'm not sure what the

·8· · · ·value of it is, because you're right, I guess it's a

·9· · · ·possibility for everyone to know the truth, but I'll

10· · · ·let you know if I'm concerned you're kind of heading

11· · · ·off in the wrong direction.

12· · · ·MR. KITCHEN:· · · · · · ·Okay, thank you.

13· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Gauthier, let me ask

14· · · ·you that again.

15· ·A· ·Sure.

16· ·Q· ·Is it possible -- speaking for yourself, right?

17· ·A· ·M-hm.

18· ·Q· ·From your perspective, is it possible to actually know

19· · · ·the scientific truth about things like viruses?

20· ·A· ·Given time and observation and enough people and study,

21· · · ·I think it's possible, yeah.

22· ·Q· ·Speaking for yourself, from your perspective, is there

23· · · ·enough scientific information now available to you for

24· · · ·you to determine if restrictions like masking and 2

25· · · ·metres distancing are effective or not effective in

26· · · ·preventing the transmission of COVID?



·1· ·A· ·Can you repeat that?

·2· ·Q· ·Sure.· Is there enough scientific information now

·3· · · ·available to you for you to be able to make an

·4· · · ·assessment if restrictions like masking and distancing

·5· · · ·are actually effective or not at preventing the

·6· · · ·transmission of COVID?

·7· ·A· ·Well, I think there's quite a bit of evidence about

·8· · · ·those things that have come out in the last

·9· · · ·year-and-a-half.· I mean, I have opinions on it, but,

10· · · ·yeah, I do think there's a lot of information that's

11· · · ·available to tell us how likely it is that they're

12· · · ·helping or not.

13· ·Q· ·And as far as you're concerned -- and, again, I don't

14· · · ·want you to give me your opinion -- but for you --

15· ·A· ·M-hm.

16· ·Q· ·-- is there enough scientific information available for

17· · · ·you to be able to make an assessment whether masking is

18· · · ·working and should be supported or is not working and

19· · · ·should be opposed?

20· ·A· ·I think, yeah, there is a decent amount of evidence --

21· · · ·there's a decent amount of evidence demonstrating --

22· · · ·I've seen a decent amount of evidence demonstrating

23· · · ·that they may not be working as well as we want them

24· · · ·to.· To say with a hundred percent certainty, I can't

25· · · ·do that, but I think the evidence is there.

26· ·Q· ·Do you think the mask mandate of the College is 100



·1· · · ·percent based on science?

·2· ·A· ·No.

·3· ·Q· ·And if it's not 100 percent based on science, what do

·4· · · ·you think of the other things that it's also based on?

·5· ·A· ·Do you mean what other -- what other ideas is it based

·6· · · ·on, or are you talking about like masking or -- like

·7· · · ·are you talking specifically of masking in that --

·8· ·Q· ·If mandating masking is not 100 percent based on

·9· · · ·science --

10· ·A· ·M-hm.

11· ·Q· ·-- then what else do you think it's based on?

12· ·A· ·What is it based on, okay.· So from my experience, a

13· · · ·lot of the decision -- the decision especially with,

14· · · ·say, patients and masks, they're not mandated to wear

15· · · ·any particular kind, right?· We know some masks are not

16· · · ·very effective, some masks are a little more effective.

17· · · ·So the masks that we're mandated to wear, the surgical

18· · · ·or N95 have a little bit better use, still not great,

19· · · ·but a little bit better.

20· · · · · · Whereas patients, they don't have to wear the

21· · · ·masks properly.· There could be gaps in it.· They could

22· · · ·be wearing a mask that filters out an extremely

23· · · ·miniscule amount of, you know, viral particles.· We

24· · · ·know that the virus is, in many ways, say largely

25· · · ·airborne in addition to other modes of transmission.

26· · · ·And so when patients are coming in with all these



·1· · · ·different kinds of masks that don't work, I know that

·2· · · ·it is not doing the job that it is supposed to, that we

·3· · · ·want it to, but we do it a certain amount out of fear

·4· · · ·or to say we're doing something; it's better to do

·5· · · ·something than nothing.· So I'm not entirely sure

·6· · · ·what -- you know, what's driving that.

·7· · · · · · But when I look at, you know, what I see in the

·8· · · ·clinic specifically, if I stick to the workplace, what

·9· · · ·patients wear and what they're allowed to wear as per

10· · · ·the mandate, it's doing very little to prevent -- if

11· · · ·they did have COVID, right, if they were symptomatic

12· · · ·for COVID -- or not symptomatic but had COVID.· So

13· · · ·there's the science part of it, but there's also maybe

14· · · ·the optics part of it.· We don't want to be afraid of

15· · · ·doing something that is wrong, so we err on the side of

16· · · ·caution, but, again, that's not necessarily a

17· · · ·scientific debate, that's a, you know, say, ethical or

18· · · ·moral thing.

19· · · · · · So I know that's a long-winded answer, but, yeah,

20· · · ·it's hard to know what it's based on when it's not a

21· · · ·hundred percent on science.

22· ·Q· ·Thank you.· You mentioned fear, what do you think the

23· · · ·fear is of?

24· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I do have to

25· · · ·object here formally.· There's been a lot of

26· · · ·information from this witness, and I know he's



·1· ·responding to your questions, we're talking about what

·2· ·is or isn't effective in masking, what does or doesn't

·3· ·prevent COVID.· Again, I think we're now going far

·4· ·afield.· He can't speculate on fear; I don't know how

·5· ·he can comment on that.· He's not a psychologist; he's

·6· ·not a public health provider.· I'm going to have to

·7· ·object to this line of questioning.· I just don't think

·8· ·it's appropriate for a lay witness.· And I'll ask the

·9· ·Chair to, in concert with the Tribunal Members if

10· ·necessary, make a ruling on that.

11· ·MR. KITCHEN:· · · · · · ·Well, Chair, I'd like him to

12· ·be able to answer the question, so I guess I'll put it

13· ·to you to make a ruling on that.

14· ·THE CHAIR:· · · · · · · ·Would you repeat the question,

15· ·please, Ms. Schumann.

16· ·THE COURT REPORTER:· (by reading)

17· · · · Q· ·You mentioned fear, what do you think the

18· · · · · · fear is of?

19· ·THE CHAIR:· · · · · · · ·That's the question you wish a

20· ·ruling on?

21· ·MR. KITCHEN:· · · · · · ·Yes, please.

22· ·THE CHAIR:· · · · · · · ·Okay.· We'll take a break for

23· ·5 or 10 minutes and caucus and come back with an answer

24· ·for you.

25· ·MR. KITCHEN:· · · · · · ·Thank you.

26· ·(ADJOURNMENT)



·1· · · ·THE CHAIR:· · · · · · · ·Okay, we're back in session.

·2· · · · · · The Hearing Tribunal has discussed the objection

·3· · · ·to the question, and we are going to sustain the

·4· · · ·objection.· We feel this would be pure speculation on

·5· · · ·the part of this witness on what others fear, and we

·6· · · ·don't believe that's appropriate.· We're also of the

·7· · · ·feeling that it's nonprobative, and it's not going to

·8· · · ·be helpful in terms of finding a ruling on this issue,

·9· · · ·so the objection is upheld.

10· · · ·MR. KITCHEN:· · · · · · ·Thank you.

11· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Gauthier, just a couple

12· · · ·more questions.· Does the phrase "First, do no harm"

13· · · ·mean anything to you?

14· ·A· ·Yeah, that's our primary directive.· It doesn't matter

15· · · ·how much good we're doing, if we're, at the same time,

16· · · ·harming in a small way or maybe outweighing the

17· · · ·benefits, so, yeah, it's, to me, one of the most

18· · · ·important aspects of health care.

19· ·Q· ·When you say, "we", you said something about that's our

20· · · ·primary directive; when you say "we", who are you

21· · · ·referring to?

22· ·A· ·I mean, I'm referring to chiropractors primarily, but I

23· · · ·would apply it to all health care providers.

24· ·Q· ·Do you think it should apply to health care regulatory

25· · · ·bodies like the College of Chiropractors or College of

26· · · ·Physicians?



·1· ·A· ·If something that's being mandated affects something in

·2· · · ·regards to health, then yes.

·3· ·Q· ·Do you think mandating masks aligns with the principle

·4· · · ·of "First, do no harm"?

·5· ·A· ·No, no, I don't, because, as I said before, it may not

·6· · · ·affect Person A negatively, but it may affect Person B

·7· · · ·negatively, and until each individual person is

·8· · · ·assessed, it's really difficult to know how it's going

·9· · · ·to affect those people.· So, you know, it may be not

10· · · ·doing harm to someone, but it might be doing harm to

11· · · ·another, and the mandate is kind of a blanket

12· · · ·treatment, so to speak, so I'm not sure it was

13· · · ·considered or should be.

14· · · ·MR. KITCHEN:· · · · · · ·Those are all my questions.

15· · · ·THE CHAIR:· · · · · · · ·Thank you, Mr. Kitchen.

16· · · · · · Mr. Maxston, did you want a short break before you

17· · · ·start?

18· · · ·MR. MAXSTON:· · · · · · ·You know, I don't think I need

19· · · ·a break, but I just want to double-check with

20· · · ·Mr. Lawrence.· Can we maybe have 10 minutes?

21· · · ·THE CHAIR:· · · · · · · ·Yes.· It's -- let's reconvene,

22· · · ·we might as well take a break now, and then we'll push

23· · · ·through for the afternoon, so let's come back at 2:00.

24· · · ·We'll close the hearing for now and be back at 2.

25· · · ·(ADJOURNMENT)

26· · · ·THE CHAIR:· · · · · · · ·I think we're back in session,



·1· · · ·and the floor is Mr. Maxston's for his

·2· · · ·cross-examination of Dr. Gauthier.

·3· · · ·Mr. Maxston Cross-examines the Witness

·4· ·Q· ·MR. MAXSTON:· · · · · ·Good afternoon, Dr. Gauthier.

·5· · · ·I can't see you, but I'm assuming you can hear me and

·6· · · ·see me?

·7· ·A· ·Yeah, as long as you're okay without the video for now,

·8· · · ·I am here.

·9· ·Q· ·Yeah, that's just fine.· So I want to start --

10· ·A· ·Okay.

11· ·Q· ·-- off, Dr. Gauthier, with just some basic questions.

12· · · ·I'm sure you'd agree with me that the College is the

13· · · ·licensing and regulatory body for chiropractic in

14· · · ·Alberta?

15· ·A· ·Yeah, that's correct.

16· ·Q· ·And you'd also agree with me that for you to become a

17· · · ·regulated member of the College, you had to go to an

18· · · ·approved educational institution like Palmer; there was

19· · · ·a requirement for you to become a chiropractor; is that

20· · · ·correct?

21· ·A· ·Correct.

22· ·Q· ·And would you also agree with me that in order to keep

23· · · ·your licence as a chiropractor, you have to meet

24· · · ·ongoing requirements that the College issues, like

25· · · ·continuing competence, for example?

26· ·A· ·Yeah, those are all things that were laid out



·1· · · ·beforehand, and, yeah, those were expectations I

·2· · · ·understood.

·3· ·Q· ·So I want to ask you some questions in that context

·4· · · ·about your comments with my friend about the fact that

·5· · · ·the Pandemic Directive was coercion and that you

·6· · · ·were -- you had no choice but to comply with it, and

·7· · · ·I'm going to suggest to you, Dr. Gauthier, that

·8· · · ·something like mandatory continuing competence, you

·9· · · ·don't have any choice in that, do you?

10· ·A· ·Correct.

11· ·Q· ·But that isn't coercion, is it?

12· ·A· ·I think because it was something I knew, going into it,

13· · · ·I do see it as a little different, but there is a

14· · · ·difference between expectations and coercion; yeah,

15· · · ·there is an expectation.

16· ·Q· ·I guess you knew what it was when you were going into

17· · · ·it, but continuing competence changes over time,

18· · · ·doesn't it, or can change over time?

19· ·A· ·Yeah, I can't comment on that.· I imagine it can change

20· · · ·a certain amount, but there is a limit to that change.

21· · · ·I don't know what that would be.

22· ·Q· ·So if the College sends you a bill each year for $250

23· · · ·for your yearly practice permit, you don't have any

24· · · ·choice about paying that, do you?

25· ·A· ·Correct.

26· ·Q· ·And having said that though, that isn't coercion, is



·1· · · ·it; it's just something you have to do to be a member

·2· · · ·of the profession?

·3· ·A· ·Yeah, that's correct.

·4· ·Q· ·So when it comes to something like the Code of Ethics

·5· · · ·or the Standards of Practice that the College issues,

·6· · · ·you don't have a choice about whether to comply with

·7· · · ·them, do you?

·8· ·A· ·No, there's -- no, there's not a choice in whether you

·9· · · ·comply with that, no.

10· ·Q· ·And I would, again, suggest to you that complying with

11· · · ·the Code of Ethics or the Standards of Practice isn't

12· · · ·coercion, it's just part of the responsibility of being

13· · · ·a professional; would you agree with that?

14· ·A· ·Yes, yeah.

15· ·Q· ·You talked about -- with my friend, Mr. Kitchen, about

16· · · ·the College not getting informed consent with you.· I'm

17· · · ·going to suggest to you that the concept of informed

18· · · ·consent applies to a caregiver and a patient; isn't

19· · · ·that correct?

20· ·A· ·I think it's correct with some caveats, I think.· When

21· · · ·there's -- when someone is doing something to you that

22· · · ·has a direct impact on your health, I think they are,

23· · · ·de facto, a care provider in that particular instance,

24· · · ·so, yes, but I think there is a caveat in there.

25· ·Q· ·Well, let me ask you this:· You're aware of the Chief

26· · · ·Medical Officer of Health orders that have come out



·1· · · ·from time to time in the pandemic requiring masking,

·2· · · ·for example, not just chiropractors but the public?

·3· ·A· ·Yeah, correct.

·4· ·Q· ·When the Chief Medical Officer of Health issues those

·5· · · ·orders, there is no requirement to get consent from

·6· · · ·anyone, is there?

·7· ·A· ·I don't know if there is or isn't by law.· I think

·8· · · ·there largely hasn't been, but I don't know if there

·9· · · ·is, or I don't know what the legality is on that.

10· ·Q· ·Would you agree with me that the primary purpose of the

11· · · ·College, if you look at the Health Professions Act or

12· · · ·otherwise, the primary purpose of the College of

13· · · ·Chiropractors, like other colleges, medical colleges,

14· · · ·healthcare colleges, is public protection?

15· ·A· ·The primary goal?

16· ·Q· ·Yeah.

17· ·A· ·Again, I don't have that memorized, but I was kind of

18· · · ·under the impression that the primary goal is

19· · · ·protection of individual patients not necessarily the

20· · · ·public, and I think there is a distinction there.

21· · · ·But --

22· ·Q· ·Yeah, sorry, were you finished?

23· ·A· ·Yes, yeah.· I apologize.

24· ·Q· ·Okay.· You talked about, with my friend, Mr. Kitchen,

25· · · ·you talked about the Do No Harm principle, and I think

26· · · ·you said, when talking about masking, that it may not



·1· · · ·affect Person A negatively, but it could affect

·2· · · ·Person B negatively, and it's difficult to know that.

·3· · · ·Would you agree with me, Dr. Gauthier, that regulators

·4· · · ·like the College can't assess individuals; they have to

·5· · · ·put in place general requirements for the profession?

·6· ·A· ·I guess from a -- from like a fundamental standpoint,

·7· · · ·it would be very difficult to assess each individual

·8· · · ·person, but I think that would be the correct way to

·9· · · ·go.· Whether they could or not, I can't speak to that.

10· ·Q· ·I'll just give you an example.· You know, when we talk

11· · · ·about the College's Standards of Practice for informed

12· · · ·consent or charting, the College doesn't, of course,

13· · · ·have to go out and poll patients and poll individual

14· · · ·chiropractors when they create those kinds of

15· · · ·directions, do they?

16· ·A· ·I'm not sure I understood what your question was there.

17· ·Q· ·Well, maybe I'll turn to a different aspect here.  I

18· · · ·take it your position is that where a college

19· · · ·requirement, in your view, harms a patient, you can

20· · · ·decide not to follow it; is that correct?

21· ·A· ·No, that's a pretty broad statement, so, no, I can't

22· · · ·say I would agree to that.

23· ·Q· ·So is it fair to say then you think members of a

24· · · ·profession can't selectively decide what requirements

25· · · ·of their profession to follow and then not follow?

26· ·A· ·So if I'm looking at letter of the law, like to --



·1· · · ·yeah, to try to explain it as well as I can, if our

·2· · · ·Alberta Human Rights Act says one thing and the College

·3· · · ·mandates another, I'm kind of put at a crossroads, and

·4· · · ·I'm put in kind of a lose/lose situation as a

·5· · · ·practitioner.· And what I would do in each individual

·6· · · ·circumstance, I can't say.· I mean, that's theoretical

·7· · · ·and projecting and subjective based on that time.

·8· · · · · · If the Human Rights Act says one thing and the law

·9· · · ·says one thing and the College says another, yeah, it

10· · · ·puts it in a very difficult position, and then you do

11· · · ·have to choose whether you are going to do what the law

12· · · ·says or do what the College says, and I don't like that

13· · · ·that happens -- or if -- I don't like that that could

14· · · ·happen, but it, you know, logically could occur.

15· ·Q· ·Well, I guess, we'll leave the human rights legislation

16· · · ·argument to a different day, but I think what I was

17· · · ·driving at -- sorry, are you okay, can I continue?

18· ·A· ·Sure.

19· ·Q· ·What I was driving at is, in your discussions with

20· · · ·Mr. Kitchen, you said that you don't believe the

21· · · ·College's Pandemic Directive is valid; is that fair to

22· · · ·say, and I should say masking?

23· ·A· ·No, I didn't say valid.· I didn't -- I said I didn't --

24· · · ·I wasn't convinced that it was based 100 percent on

25· · · ·science.· And I say that because science doesn't tell

26· · · ·us what we should do; science tells us what will happen



·1· · · ·or what most likely will happen with a given situation,

·2· · · ·but ethics and morals and politics look at what we

·3· · · ·should do in a given situation.

·4· · · · · · So to say it's a hundred percent based on science

·5· · · ·is not accurate, because science doesn't tell us what

·6· · · ·should happen; it tells us what might.· I didn't say it

·7· · · ·wasn't valid; I said I didn't think it was a hundred

·8· · · ·percent based on science.

·9· ·Q· ·So is it fair to say that you do think it's valid?

10· · · ·MR. KITCHEN:· · · · · · ·Well, hold on, hold on.  I

11· · · ·mean, we can look at the record, but you didn't use

12· · · ·that word or even a synonym for that word, so -- and,

13· · · ·you know, he's already told you that -- he's already

14· · · ·explained what he said, and it's totally different from

15· · · ·his question, so I have an issue with that.

16· · · ·MR. MAXSTON:· · · · · · ·I guess, Mr. Kitchen, in his

17· · · ·response, he said to me, I didn't say it was invalid,

18· · · ·so I'd like to ask him whether he thinks it's valid.  I

19· · · ·think that's a reasonable question.

20· · · ·MR. KITCHEN:· · · · · · ·Well, okay, I guess my problem

21· · · ·is is that's vague.· That was relative to what?· Valid

22· · · ·legally, valid scientifically, valid (INDISCERNIBLE).

23· · · ·If you could just qualify it, I think it would be okay.

24· · · ·MR. MAXSTON:· · · · · · ·Yeah, well, you know, fair

25· · · ·enough, I guess it's his word, Mr. Kitchen, but, you

26· · · ·know, I'll ask Dr. Gauthier.



·1· ·Q· ·MR. MAXSTON:· · · · · ·Do you think the College's

·2· · · ·Pandemic Directive was valid in terms of you as a

·3· · · ·professional?

·4· ·A· ·Like valid like for what, what goals?· Like do I think

·5· · · ·it was valid in terms was it like reasonable

·6· · · ·expectations for me, valid in terms of did it do the

·7· · · ·job of preventing infection?· In what way do you mean?

·8· ·Q· ·Well, I'm going to take a different sort of approach on

·9· · · ·this, but I just want to go back and say, just to be

10· · · ·clear, you didn't agree with the masking requirement

11· · · ·the College issued; is that fair to say?

12· ·A· ·For my particular situation, yeah, I found it pretty

13· · · ·restricting, and I wish it was not a requirement for

14· · · ·me, yeah.

15· ·Q· ·And I think it went a little bit more than sort of, you

16· · · ·know, you personally and your asthma condition, I think

17· · · ·you said that you were concerned that there wasn't

18· · · ·science that would support it; is that fair?

19· ·A· ·Yeah, I think that's fair.· I'm not -- I wasn't

20· · · ·convinced that there was complete agreement as far as

21· · · ·saying, Wear a mask, that the benefits were very

22· · · ·obviously outweighing the risks for our particular

23· · · ·setting.· I'm not convinced that for our setting when

24· · · ·there's other options like, you know -- not other

25· · · ·options, but when there are other settings that can be

26· · · ·more, say, an issue with this particular Coronavirus,



·1· · · ·when I look at the type of patients, the screening that

·2· · · ·we do, I wasn't convinced that it was the best

·3· · · ·decision, yeah.

·4· ·Q· ·Yeah, and that's kind of what I was getting at when I

·5· · · ·was going back to my questions that Mr. Kitchen --

·6· ·A· ·Okay.

·7· ·Q· ·-- objected to.· I just wanted to kind of establish

·8· · · ·here that you had a personal/medical/scientific

·9· · · ·objection, I guess, to the application of the

10· · · ·directive.· What I think is important here though is

11· · · ·despite your concerns about the science or your medical

12· · · ·condition, your personal views, you still chose to

13· · · ·follow the masking directive; that's correct?

14· ·A· ·Yeah, because for my situation, I didn't see any other

15· · · ·option.

16· ·Q· ·And you're aware that Dr. Wall did not follow the

17· · · ·Pandemic Directive in terms of masking?

18· ·A· ·I don't -- yeah, I don't know on the details, I don't

19· · · ·know if he had an exemption or not, but -- or if that

20· · · ·matters, but, yeah, it sounds like he wasn't doing it,

21· · · ·and that was kind of how he chose to go about it, I

22· · · ·guess.

23· · · ·THE CHAIR:· · · · · · · ·Dr. Gauthier, are you moving

24· · · ·away from your microphone, because your voice is fading

25· · · ·and then coming back in.

26· ·A· ·Okay, I apologize.· No, I wasn't moving, but I'll try



·1· · · ·to sit maybe closer, more still.

·2· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I hope you'll

·3· · · ·just allow me a little bit of latitude here, I'll just

·4· · · ·go back.

·5· ·Q· ·MR. MAXSTON:· · · · · ·And my question to you,

·6· · · ·Dr. Gauthier, was you were aware that, unlike yourself,

·7· · · ·Dr. Wall did not comply with the masking Pandemic

·8· · · ·Directive requirements from the College; is that

·9· · · ·correct?

10· ·A· ·I was aware he had -- he was not wearing the mask while

11· · · ·treating patients, yes.

12· ·Q· ·And I think it's fair to say, would you agree, that you

13· · · ·ultimately concluded you could not disregard your

14· · · ·regulatory bodies or your College's direction; is that

15· · · ·correct?

16· ·A· ·Yeah, because when I looked at the risk and the

17· · · ·benefits, I was still able to function, albeit at a

18· · · ·lower level; say, you know, as far as headaches and

19· · · ·fatigue and breathing and energy, I was able to

20· · · ·function.· So my circumstance, it was not worth it to

21· · · ·not comply even though I didn't want to.· But, again,

22· · · ·everybody has to weigh that themselves, and that was

23· · · ·the conclusion that I ultimately came to for me.

24· ·Q· ·I think this will be my final question.· When you say

25· · · ·so each person or everyone has to weigh that for

26· · · ·themselves, do you think, again, a member of a



·1· · · ·profession can decide what requirements of his or her

·2· · · ·college they have to follow and what ones they don't?

·3· · · ·MR. KITCHEN:· · · · · · ·Hold on.· My only issue with

·4· · · ·that is just it requires a qualification.· I mean, are

·5· · · ·you asking legally, or are you asking practically,

·6· · · ·ethically?

·7· · · ·MR. MAXSTON:· · · · · · ·I'll just say ethically, and

·8· · · ·I'll repeat the question.

·9· ·Q· ·MR. MAXSTON:· · · · · ·But as a professional, do you

10· · · ·think that members of a profession can decide what they

11· · · ·will and won't follow from their college?

12· ·A· ·So, I mean, since you qualified it as "ethically", I

13· · · ·mean I would say no.· If the College mandated that I

14· · · ·could only -- and, again, this is very theoretical,

15· · · ·because when you're dealing with ethics and morals, it

16· · · ·is largely theoretical -- if the College mandated I was

17· · · ·only allowed to care for males or only care for females

18· · · ·or only care for a certain person, I would have to look

19· · · ·at that ethically and say that's wrong.· And I do

20· · · ·believe it's up to the individuals to say, ethically,

21· · · ·what is correct and incorrect, and if there's something

22· · · ·they believe is wrong, then they should not be forced

23· · · ·to go through with doing something they believe is

24· · · ·incorrect.

25· ·Q· ·If you think you have a concern or a problem with

26· · · ·following one of your College's requirements, do you



·1· · · ·think you have to talk to the College about that?

·2· ·A· ·Yeah, I mean especially depending -- in most

·3· · · ·circumstances, probably, yeah.

·4· ·Q· ·I'm going to go back to your example, but if you

·5· · · ·decided that, boy, my asthma is so bad or my objections

·6· · · ·to the directive are -- you know, my science-based

·7· · · ·objections are so significant, would it --

·8· ·A· ·M-hm.

·9· ·Q· ·-- be fair to say before you disregard the or not

10· · · ·comply with the directive, you should reach out to your

11· · · ·college and try and explore options?

12· ·A· ·I think, again, that depends like on how -- like I'd

13· · · ·have to go back to the mandate and look at it and

14· · · ·compare that to what we are supposed to do or what is

15· · · ·allowable, and from a human rights perspective, if my

16· · · ·understanding -- like if I was in that situation and my

17· · · ·understanding was that if there was an exemption,

18· · · ·whether it had to be official or if my understanding

19· · · ·was that an exemption was just a health condition, and

20· · · ·I didn't require any sort of note, if I was under

21· · · ·the -- under the -- if I was with the understanding

22· · · ·that I had a legal exemption to following the mandate,

23· · · ·I don't know that I would first think to ask the

24· · · ·College about that if the mandate said to me exemptions

25· · · ·are allowed or if the mandate said to me you have to

26· · · ·wear a mask but then the law says you don't have to



·1· · · ·with an exemption, it probably wouldn't be my first

·2· · · ·instinct to ask the College if it's seems clear that

·3· · · ·there are exceptions to that rule, so --

·4· ·Q· ·I just want to -- oh, sorry.

·5· ·A· ·No, no, that's okay, go ahead.

·6· ·Q· ·So I just want to understand that if you think you've

·7· · · ·got a legal exemption to a College requirement, you

·8· · · ·don't have to let the College know that you're not

·9· · · ·going to follow it?

10· ·A· ·No, I don't know that.· I'm saying so in this

11· · · ·situation, if the mandate said that we have to wear --

12· · · ·again, I'd have to go back and look at that mandate

13· · · ·from April 2020 or whatever it was, then if that

14· · · ·mandate said that we had to wear masks, but then I also

15· · · ·look at the law and the legality within the Human

16· · · ·Rights Commission, as one example, and if the Alberta

17· · · ·Human Rights Commission says you do not have to wear a

18· · · ·mask with an exemption, then I would look at that and

19· · · ·say that makes sense to me that I would not have to.

20· · · · · · And if it was clear enough to me that I didn't

21· · · ·have to, I don't know that it would be my first

22· · · ·instinct to ask the College if the law seems very

23· · · ·clear.· I can't speak to every circumstance, and I

24· · · ·can't speak to every issue, but on that particular

25· · · ·issue, if my interpretation was the law, it was that --

26· · · ·was in that way, I don't know that I would ask for



·1· · · ·permission --

·2· ·Q· ·So last year when the directive came out, and --

·3· ·A· ·M-hm.

·4· ·Q· ·-- I'm going to assume for the moment, you didn't have

·5· · · ·a Human Rights Commission ruling --

·6· ·A· ·M-hm.

·7· ·Q· ·-- you know, about your condition, you decided --

·8· ·A· ·M-hm.

·9· ·Q· ·-- to follow the Pandemic Directive with reluctance?

10· ·A· ·Yeah, because in my case, again, it was -- you know, it

11· · · ·takes effort if I want to go that route.· Say, if I

12· · · ·thought I needed an exemption, you hear through doctors

13· · · ·and patients that doctors are not really writing

14· · · ·exemptions, maybe I have to go see a specialist,

15· · · ·fitting that into my schedule; there's just a lot of

16· · · ·barriers to doing that, time being one of them.

17· · · · · · And at that time, with the amount of negative I

18· · · ·experienced with a mask, it wasn't worth it for me at

19· · · ·that time.· If it was worse, say I noticed significant

20· · · ·headaches, or if I noticed I was having significant

21· · · ·issues breathing, then it would have been worth it for

22· · · ·me to go and get an exemption and deal with that in

23· · · ·that way, but in my situation, it wasn't.

24· ·Q· ·I just have one final question for you, Mr. Kitchen and

25· · · ·you engaged in a discussion about how the Pandemic

26· · · ·Directive was created and your concerns I think about



·1· · · ·whether there were other elements that went into the

·2· · · ·creation of it other than perhaps science; you don't

·3· · · ·have any direct knowledge of how the Pandemic Directive

·4· · · ·was created or on what basis it was created, do you?

·5· ·A· ·No.

·6· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions.

·7· · · ·Thank you, Dr. Gauthier.

·8· ·A· ·Thank you.

·9· · · ·THE CHAIR:· · · · · · · ·Can I just remind everybody,

10· · · ·we're picking up a lot of paper shuffling from the

11· · · ·microphones, so if you're not involved in an exchange

12· · · ·or a discussion, please mute.· It's getting

13· · · ·distracting.

14· · · · · · Thank you, Mr. Maxston.· Mr. Kitchen, anything on

15· · · ·redirect?

16· · · ·MR. KITCHEN:· · · · · · ·No.

17· · · ·THE CHAIR:· · · · · · · ·Okay, any of the Panel Members

18· · · ·have a question?· I would actually like to caucus with

19· · · ·the Hearing Tribunal for a moment.· There may be a

20· · · ·question, so if you could bear with us.· We would like

21· · · ·to go into our break-out room, please, Ms. Nelson.

22· · · ·(ADJOURNMENT)

23· · · ·The Chair Questions the Witness

24· ·Q· ·THE CHAIR:· · · · · · ·There's one question that came

25· · · ·up, Dr. Gauthier, Mr. Maxston referred to getting an

26· · · ·exemption, but the Hearing Tribunal wanted to ask you



·1· · · ·if you did go to the trouble and time and effort to get

·2· · · ·an exemption, what would you do with it?

·3· ·A· ·What would I do with the exemption?

·4· ·Q· ·Yes.

·5· ·A· ·Well, I mean if my health was being compromised enough

·6· · · ·that I felt like it was wronging me and I couldn't

·7· · · ·practice, I would have that exemption, and I suppose I

·8· · · ·would use it as much as possible, as much as I felt was

·9· · · ·needed.· Anything with health is -- I guess I'm not

10· · · ·sure what you mean.

11· ·Q· ·Would you feel the need to provide that exemption to

12· · · ·anybody?· How would people know if you had an

13· · · ·exemption?

14· ·A· ·I don't know that -- I mean -- by law, I don't know if

15· · · ·they're required to know.· I don't know that I would

16· · · ·take it that far, because I'm not necessarily that kind

17· · · ·of person that, you know, says, Oh, it's my freedom and

18· · · ·my right, and this is the law, so I'm going to go by

19· · · ·letter of the law.· I think if patients ask, I would

20· · · ·have no problem providing that exemption even if

21· · · ·they're not -- even if I'm not obligated to do so.

22· · · ·THE CHAIR:· · · · · · · ·Okay, that's fine.· Thank you,

23· · · ·Dr. Gauthier.

24· ·A· ·Okay.

25· · · ·THE CHAIR:· · · · · · · ·I believe that that's the end

26· · · ·of your testimony with us this afternoon.· Thank you



·1· · · ·for coming in, and you are free to leave, sir.

·2· ·A· ·Thank you very much.· Have a good afternoon.

·3· · · ·THE CHAIR:· · · · · · · ·You too.

·4· · · ·(WITNESS STANDS DOWN)

·5· · · ·Discussion

·6· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, do we have

·7· · · ·another witness coming today or is --

·8· · · ·MR. KITCHEN:· · · · · · ·I don't believe so.· Like I

·9· · · ·said, I wanted to have -- yeah, no, Mr. Elvin Music has

10· · · ·told me he's still stuck at work, so either we won't be

11· · · ·calling that witness or we will try to fit him in

12· · · ·during one of the days scheduled for the scientific

13· · · ·experts.

14· · · ·THE CHAIR:· · · · · · · ·Okay, with that in mind,

15· · · ·perhaps I could ask you and Mr. Maxston what the agenda

16· · · ·for Saturday will look like.

17· · · ·MR. KITCHEN:· · · · · · ·So I'm calling two witnesses,

18· · · ·Chris Schaefer is first, Dr. Bao Dang is second.· Based

19· · · ·on history, I thought it was ambitious to even try to

20· · · ·get those two in during that day.· What I'm hoping is

21· · · ·that we can get through Chris Schaefer in the morning.

22· · · ·His report's pretty small.· Obviously, that depends on

23· · · ·how much he talks and Mr. Maxston crosses, but,

24· · · ·ideally, we would get through that in the morning; that

25· · · ·would leave the entire afternoon for Dr. Dang, and

26· · · ·again, ideally, we would, you know, in



·1· ·three-and-a-half, four hours, we would get through

·2· ·Dr. Dang.· I think that's realistic, but based on

·3· ·history, we might not finish, but that's what I have

·4· ·set up is to have those two called that day with the

·5· ·idea that we actually fill the day but don't overflow.

·6· ·THE CHAIR:· · · · · · · ·Any comment, Mr. Maxston?

·7· ·MR. MAXSTON:· · · · · · ·No, I think that's a fair

·8· ·assessment.· I don't -- my sense is that I will not be

·9· ·as long with Dr. Dang or Mr. Schaefer as I was in my

10· ·direct with Dr. Hu, so I think we'll just make as much

11· ·progress as we can that day, and as Mr. Kitchen said,

12· ·hopefully we can finish both of those witnesses on

13· ·Saturday.

14· ·THE CHAIR:· · · · · · · ·And that will be the closing

15· ·of your case then; we can move on to arguments in

16· ·January; is that correct?

17· ·MR. KITCHEN:· · · · · · ·No, so January 28th and 29th

18· ·are reserved for Dr. Thomas Warren and Dr. Byram

19· ·Bridle.

20· ·THE CHAIR:· · · · · · · ·Okay.

21· ·MR. KITCHEN:· · · · · · ·Both of those reports are

22· ·quite extensive.· I do expect to be quite a long time

23· ·with both of them.· I know from experience that

24· ·Dr. Bridle is a talker like Dr. Hu, so Dr. Hu took a

25· ·whole day, spread out over two, but took a whole day,

26· ·so what I've done is I've asked for those two days on



·1· ·the basis that I doubt it would take less than a day to

·2· ·do either of those witnesses, so that's why I've

·3· ·scheduled those two days with those two witnesses.· So

·4· ·after the 29th of January, then Dr. Wall's case is in,

·5· ·we're done with the evidence, and we would move on to

·6· ·closing statements.

·7· ·THE CHAIR:· · · · · · · ·Okay, so we will need to book

·8· ·some more time after the 28th and 29th?

·9· ·MR. KITCHEN:· · · · · · ·Yes.

10· ·THE CHAIR:· · · · · · · ·Perhaps we can give that some

11· ·thought and maybe talk about that on Saturday if we

12· ·have a few minutes.· It's just getting so hard to

13· ·accommodate people's schedules; if we can do it with a

14· ·little notice, it would be helpful.

15· ·MR. KITCHEN:· · · · · · ·Well, closing statements are

16· ·easy because it's only Mr. Maxston and I and probably

17· ·Mr. Lawrence, so that should be -- I mean, I'm

18· ·certainly very flexible.· I actually don't have any

19· ·commitments yet in February and March, so if we can do

20· ·closing, you know, within three or four weeks of

21· ·January 29th so that we have the transcripts, that

22· ·seems to me to be a good way to move this forward.

23· ·THE CHAIR:· · · · · · · ·Okay, well, we can talk more

24· ·about that, the scheduling, on Saturday, but I guess,

25· ·on that basis, that will conclude things for today,

26· ·unless there's anything anybody else would like to



·1· ·bring up at this time.· Mr. Maxston, do you have

·2· ·anything?

·3· ·MR. MAXSTON:· · · · · · ·No, I don't, thank you.

·4· ·THE CHAIR:· · · · · · · ·Okay.· All right, then we will

·5· ·adjourn the hearing for today.· We will reconvene at --

·6· ·what time is your witness coming on Saturday,

·7· ·Mr. Kitchen?

·8· ·MR. KITCHEN:· · · · · · ·9 AM.

·9· ·THE CHAIR:· · · · · · · ·9 AM, okay.· We will reconvene

10· ·on Saturday, November 20th, at 9 AM and plan to have a

11· ·full day, I think.

12· ·MR. KITCHEN:· · · · · · ·Yes.

13· ·MR. MAXSTON:· · · · · · ·Mr. Chair, just before we

14· ·break, I wonder if I can ask Amber to put Mr. Lawrence

15· ·and I in a break-out room.· I don't know if we have

16· ·anything to chat about, but I wouldn't mind just a

17· ·brief chance just to chat with him.

18· ·MS. NELSON:· · · · · · · Yeah, I can do that for you.

19· ·THE CHAIR:· · · · · · · ·And, Ms. Nelson, if you could

20· ·do the same with the Hearing Tribunal and Mr. Pavlic,

21· ·we would like to caucus for a few minutes.

22· · · · Thank you everybody.· We will see you on Saturday.

23· ·MR. KITCHEN:· · · · · · ·Thank you.

24· ·_______________________________________________________

25· ·PROCEEDINGS ADJOURNED UNTIL 9:00 AM, NOVEMBER 20, 2021

26· ·_______________________________________________________



·1· ·CERTIFICATE OF TRANSCRIPT:

·2

·3· · · · I, Karoline Schumann, certify that the foregoing

·4· ·pages are a complete and accurate transcript of the

·5· ·proceedings, taken down by me in shorthand and

·6· ·transcribed from my shorthand notes to the best of my

·7· ·skill and ability.

·8· · · · Dated at the City of Calgary, Province of Alberta,

·9· ·this 1st day of December, 2021.

10

11

12

13· ·________________________________

14· ·Karoline Schumann, CSR(A)

15· ·Official Court Reporter

16

17

18

19

20

21

22

23

24

25

26

































· 

· · · · · IN THE MATTER OF A HEARING BEFORE THE HEARING

· · · · ·TRIBUNAL OF THE ALBERTA COLLEGE AND ASSOCIATION

· · · · · OF CHIROPRACTORS ("ACAC") into the conduct of

· · · Dr. Curtis Wall, a Regulated Member of ACAC, pursuant

· · · ·to the Health Professions Act, R.S.A.2000, c. P-14

· 

· 

· 

· 

· 

· 

· · ·_______________________________________________________

· · · · · · · · · · · DISCIPLINARY HEARING

· · · · · · · · · · · · · · VOLUME 6

· · · · · · · · · · · ·VIA VIDEOCONFERENCE

· · ·_______________________________________________________

· 

· 

· 

· 

· 

· 

· 

· · · · · · · · · · · · Edmonton, Alberta

· · · · · · · · · · · · November 20, 2021



·1· · · · · · · · · · · TABLE OF CONTENTS

·2

·3· ·Description· · · · · · · · · · · · · · · · · · · ·Page

·4

·5· ·November 20, 2021· · · · · · ·Morning Session· · ·841

·6· ·CHRIS SCHAEFER, Sworn, Examined by Mr. Kitchen· · 842

·7· ·(Qualification)

·8· ·Mr. Maxston Cross-examines the Witness· · · · · · 847

·9· ·(Qualification)

10· ·Discussion· · · · · · · · · · · · · · · · · · · · 849

11· ·Ruling (Qualification)· · · · · · · · · · · · · · 854

12· ·CHRIS SCHAEFER, Previously sworn, Examined by· · ·856

13· ·Mr. Kitchen

14· ·Mr. Maxston Cross-examines the Witness· · · · · · 900

15· ·Mr. Kitchen Re-examines the Witness· · · · · · · ·910

16

17· ·November 20, 2021· · · · · · ·Afternoon Session· ·914

18· ·DR. BAO DANG, sworn, Examined by Mr. Kitchen· · · 915

19· ·Discussion· · · · · · · · · · · · · · · · · · · · 969

20· ·Mr. Maxston Cross-Examines the Witness· · · · · · 971

21· ·Mr. Kitchen Re-examines the Witness· · · · · · · ·979

22· ·Certificate of Transcript· · · · · · · · · · · · ·982

23

24

25

26



·1· · · · · · · · · · · · · EXHIBITS

·2

·3· ·Description· · · · · · · · · · · · · · · · · · · ·Page

·4

·5· ·EXHIBIT H-8 - Excerpt from the Canadian Thoracic· 964

·6· ·Society guidelines (Document not Provided to be

·7· ·Marked)

·8

·9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26



·1· ·Proceedings taken via Videoconference for The Alberta

·2· ·College and Association of Chiropractors, Edmonton,

·3· ·Alberta

·4· ·_______________________________________________________

·5· ·November 20, 2021· · · · · · ·Morning Session

·6

·7· ·HEARING TRIBUNAL

·8· ·J. Lees· · · · · · · · · · · ·Tribunal Chair

·9· ·W. Pavlic· · · · · · · · · · ·Internal Legal Counsel

10· ·Dr. L. Aldcorn· · · · · · · · ACAC Registered Member

11· ·Dr. D. Martens· · · · · · · · ACAC Registered Member

12· ·D. Dawson· · · · · · · · · · ·Public Member

13· ·A. Nelson· · · · · · · · · · ·ACAC Hearings Director

14

15· ·ALBERTA COLLEGE AND ASSOCIATION OF CHIROPRACTORS

16· ·B.E. Maxston, QC· · · · · · · ACAC Legal Counsel

17

18· ·FOR DR. CURTIS WALL

19· ·J.S.M. Kitchen· · · · · · · · Legal Counsel

20

21· ·K. Schumann, CSR(A)· · · · · ·Official Court Reporter

22· ·_______________________________________________________

23· ·(PROCEEDINGS COMMENCED AT 9:16 AM)

24· ·THE CHAIR:· · · · · · · ·This is continuation of the

25· ·Hearing Tribunal for Dr. Wall is back in session.

26· · · · And Ms. Nelson does have your witness in the



·1· · · ·waiting room and is prepared to bring him into the

·2· · · ·meeting, Mr. Kitchen, so I'll turn the floor over to

·3· · · ·you.

·4· · · ·MR. KITCHEN:· · · · · · ·Good morning, Mr. Schaefer,

·5· · · ·can you hear us?

·6· · · ·THE WITNESS:· · · · · · ·Yes, good morning.

·7· · · ·MR. KITCHEN:· · · · · · ·Excellent.· Are you able at

·8· · · ·all to tip your camera down about -- yeah, perfect,

·9· · · ·there you go, excellent.

10· · · · · · All right, so, Mr. Schaefer, the first thing we're

11· · · ·going to do is we're going to swear you in, and

12· · · ·Karoline, our court reporter, is going to do that, and

13· · · ·once she does that, then we'll get into the

14· · · ·questioning.

15· · · ·THE WITNESS:· · · · · · ·Sounds good.

16· · · ·CHRIS SCHAEFER, Sworn, Examined by Mr. Kitchen

17· · · ·(Qualification)

18· · · ·MR. KITCHEN:· · · · · · ·So, Mr. Chair, I'm going to

19· · · ·start with some qualification questions.· As you'll

20· · · ·know from my end the other day, there was consent

21· · · ·between the parties on the qualification of the next

22· · · ·witness but not on this one, so I'm going to run

23· · · ·through some questions and then propose a qualification

24· · · ·to you, and then, of course, Mr. Maxston will have some

25· · · ·opportunity to make some comments.

26· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Schaefer, the first thing



·1· · · ·I'll start with is what's your current occupation?

·2· ·A· ·My current occupation is as an Occupational Health and

·3· · · ·Safety consultant.· I have been doing that now for

·4· · · ·quite a number of years.· Since 2004, I've had my own

·5· · · ·company, but I've been working in Occupational Health

·6· · · ·and Safety as a consultant since 1994.

·7· ·Q· ·Okay, thank you.· Now, you said "consulting", what are

·8· · · ·the types of things you consult on?

·9· ·A· ·Well, I consult on all aspects of Occupational Health

10· · · ·and Safety training.· Primarily what I do is one of my

11· · · ·specialties is respirator fit testing and training.· So

12· · · ·respirator fit testing and training that I would

13· · · ·consult on would be for any atmospheric hazard from

14· · · ·anything that would require the most basic level of

15· · · ·respiratory protection all the way up to and including

16· · · ·respiratory protection for emergency responders like a

17· · · ·self-contained breathing apparatus, both closed- and

18· · · ·open-circuit systems.

19· ·Q· ·And do you teach any courses on respirators or how they

20· · · ·fit?

21· ·A· ·Yes, I do.· I do teach a course, a course on respirator

22· · · ·fit testing and training, and I have been teaching that

23· · · ·course as an advisor to the University of Alberta

24· · · ·Faculties of Medicine and Dentistry for several years,

25· · · ·as well as private clients.

26· ·Q· ·I just want to -- on your résumé, you've got a long



·1· · · ·list of certifications, I don't want to bring you

·2· · · ·through all of them, but I'll just ask you about a

·3· · · ·couple of them.· One is a CSA respirator training and

·4· · · ·fit testing instructor.· Can you tell me about that

·5· · · ·certification?

·6· ·A· ·Sure.· CSA, if you're not already aware, is equipment

·7· · · ·certification, and they do have their own standards for

·8· · · ·equipment certification.· So CSA stands for the

·9· · · ·Canadian Standards Association, and if you have ever

10· · · ·worked in an industrial environment, from a very basic

11· · · ·perspective, you would know that CSA does the approvals

12· · · ·for basic safety equipment like steel-toed boots, hard

13· · · ·hats, and safety glasses, among many others, but those

14· · · ·would be probably basic ones that you would be aware

15· · · ·of, and CSA is the certification body for the standards

16· · · ·set for the safety of that equipment and others as

17· · · ·well.

18· · · · · · So as the course for CSA goes, it's a course that

19· · · ·is within the standards of the use of that equipment

20· · · ·through the Canadian Standards Association.

21· ·Q· ·Thank you.· I see also hazmat instructor.· Now, I think

22· · · ·I know what hazmat is, but could you please tell me

23· · · ·what that's all about?

24· ·A· ·Hazmat is hazards materials and training.· So for

25· · · ·people that go into high-risk situations like

26· · · ·biohazardous environments, they need specialized



·1· · · ·training and specialized equipment, because there is a

·2· · · ·lot of chemicals, vapours, and gases and even

·3· · · ·particulates that are very small, and those can

·4· · · ·penetrate through basically any part of your body.

·5· · · · · · So with hazmat training, it's all about, the

·6· · · ·basics are, is you've got to have full containment,

·7· · · ·you've got to have full encapsulation of workers or

·8· · · ·responders, and they have to be provided for any

·9· · · ·potential exposure through either inhalation or skin

10· · · ·absorption of contaminants that could negatively affect

11· · · ·their health.

12· ·Q· ·Thank you.· And just one more, right under that, you

13· · · ·have "H2S alive instructor".· Can you tell me what the

14· · · ·H2S alive thing is?

15· ·A· ·Yes, absolutely.· H2S is the chemical formula for

16· · · ·hydrogen sulphide gas.· Hydrogen sulphide gas is a

17· · · ·common detriment to oil and gas workers for --

18· · · ·primarily in Western Canada.· We see our highest levels

19· · · ·of hydrogen sulphide gas in Western Canada oil fields,

20· · · ·so that is a course that is required for anybody that

21· · · ·works in oil and gas situations that they have that

22· · · ·course so that they know how to protect themselves and

23· · · ·also respond to help others in the event of unintended

24· · · ·or accidental hydrogen sulphide release or exposure.

25· ·Q· ·All right, thank you.· So if I understand this, I don't

26· · · ·think I do, the 'S' stands for sulphide.· I'm curious,



·1· · · ·in your line of work, have you dealt with issues around

·2· · · ·carbon dioxide?

·3· ·A· ·Yes, absolutely.

·4· ·Q· ·Have you dealt with issues around oxygen in the air?

·5· ·A· ·Always, always.· Yeah, you know, having a safe amount

·6· · · ·of oxygen in air is pretty essential to personal

·7· · · ·safety, so that's definitely a big part of my whole

·8· · · ·career.

·9· ·Q· ·And are you familiar with the Occupational Health and

10· · · ·Safety legislation?

11· ·A· ·M-hm, yes, I am.

12· ·Q· ·Thank you.· Is that something you commonly work with?

13· ·A· ·You know, it depends on the course that I'm offering

14· · · ·and the training that I'm offering, but, yeah,

15· · · ·absolutely.· Atmospheric hazards are a big, huge

16· · · ·component of Occupational Health and Safety.

17· ·Q· ·Have you done any testing on the cloth or nonmedical

18· · · ·masks that have been commonly used to try and prevent

19· · · ·the spread of COVID?

20· ·A· ·Yes, I have.

21· ·Q· ·Have you done any testing on the medical or procedural

22· · · ·or surgical masks that have been commonly used to try

23· · · ·and prevent the spread of COVID?

24· ·A· ·Yes, I have.

25· ·Q· ·Thank you.

26· · · ·MR. KITCHEN:· · · · · · ·Well, Mr. Chair, I'm going to



·1· · · ·read out for you -- those are all my questions on

·2· · · ·qualification -- I'm going to read out what I'd like to

·3· · · ·have Mr. Schaefer qualified as.· I'd like to have

·4· · · ·Mr. Schaefer qualified as an expert in the area of

·5· · · ·Occupational Health and Safety, in particular, all

·6· · · ·types of respirator masks, including the medical and

·7· · · ·nonmedical masks used to attempt to prevent the

·8· · · ·transmission of COVID-19.· And, of course, I --

·9· · · ·THE CHAIR:· · · · · · · ·Can you just read that one

10· · · ·more time, please?

11· · · ·MR. KITCHEN:· · · · · · ·Sure.· I'd like to have

12· · · ·Mr. Chris Schaefer qualified as an expert in the area

13· · · ·of Occupational Health and Safety, in particular, all

14· · · ·types of respirator masks, including the medical and

15· · · ·nonmedical masks used to attempt to prevent the

16· · · ·transmission of COVID-19.

17· · · ·THE CHAIR:· · · · · · · ·Mr. Maxston, did you wish to

18· · · ·comment before we --

19· · · ·MR. MAXSTON:· · · · · · ·I have I think two brief

20· · · ·questions for Mr. Schaefer, and then my friend is aware

21· · · ·of this, I've got a few comments about the

22· · · ·qualification that's being tendered, so I'll just ask

23· · · ·my questions briefly.

24· · · ·Mr. Maxston Cross-examines the Witness (Qualification)

25· ·Q· ·MR. MAXSTON:· · · · · ·Good morning, Mr. Schaefer.

26· ·A· ·Good morning.



·1· ·Q· ·My two questions for you are this:· I'm looking at the

·2· · · ·bottom of page 2 of your cv, and it talks about, you

·3· · · ·say, "Associations:· Member of Alberta College of

·4· · · ·Paramedics"; are you still a regulated member of the

·5· · · ·Alberta College of Paramedics?

·6· ·A· ·No, I am not, but that is a -- that is a course that I

·7· · · ·had -- that is a -- sorry, that is a membership that I

·8· · · ·had a couple years ago.· I had completed the Alberta

·9· · · ·College of Paramedic program as far as the emergency

10· · · ·medical responder is concerned, and I did have that

11· · · ·membership, yes.

12· ·Q· ·Forgive me for not quite understanding this then, were

13· · · ·you a regulated member of the Alberta College of

14· · · ·Paramedics, so you could practice as a paramedic, or

15· · · ·had --

16· ·A· ·Yes --

17· ·Q· ·-- just taken the --

18· ·A· ·-- yes, I was --

19· ·Q· ·-- courses --

20· ·A· ·-- yes, I was.· I was an actual member of the Alberta

21· · · ·College of Paramedics, registered through the course

22· · · ·that I had taken, so I had specific registration by

23· · · ·completing exams with the Alberta College of Paramedics

24· · · ·to practice as a medic within Alberta.

25· ·Q· ·Sure, and I --

26· ·A· ·So I was definitely registered.



·1· ·Q· ·And how long were you a regulated member of the Alberta

·2· · · ·College of Paramedics?

·3· ·A· ·One year.

·4· ·Q· ·And do you recall your designation, or were you an

·5· · · ·advanced care paramedic, primary care paramedic, EMT,

·6· · · ·EM -- you know, do you recall the designation that you

·7· · · ·were in?

·8· ·A· ·Of course.· EMR, emergency medical responder.

·9· ·Q· ·And you can correct me if I'm wrong, but I think "EMR"

10· · · ·is -- I think there's three designations; the first is

11· · · ·advanced care paramedic, then there's primary care

12· · · ·paramedic, and then there's the designation you were

13· · · ·in, which is EMR; is that correct, to your

14· · · ·understanding?

15· ·A· ·That's absolutely correct, yes.

16· ·Q· ·And, I'm sorry, you said you were an EMR for one year

17· · · ·with the College?

18· ·A· ·Yes.

19· ·Q· ·Okay.

20· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions,

21· · · ·Mr. Chair, for the witness.· I wonder if I might

22· · · ·provide some responses to the qualification that

23· · · ·Mr. Kitchen has tendered.

24· · · ·THE CHAIR:· · · · · · · ·Okay.

25· · · ·Discussion

26· · · ·MR. MAXSTON:· · · · · · ·My friend will rightly point



·1· ·out to you that I could make these same comments during

·2· ·my closing statement, and I made them during the

·3· ·opening statement, but I just want to reiterate the

·4· ·Complaints Director's position this is not a question

·5· ·of the efficacy of masking in this hearing, it's about

·6· ·compliance with regulatory responsibilities.· We'll

·7· ·review that in greater detail.· You can, of course,

·8· ·accept evidence in whatever manner you see fit.· The

·9· ·Complaints Director maintains his position that this

10· ·type of evidence should be given little weight in terms

11· ·of the charges that are in front of you.

12· · · · I do want to mention that the College anticipated

13· ·that Mr. Schaefer's testimony would be confined or

14· ·largely confined to the question of surgical or

15· ·procedure masks that are set out in the Pandemic

16· ·Directive, and, of course, the College does not have

17· ·any ability to regulate or control the types of masks

18· ·that members of the public wear.· So I think the

19· ·qualification that's been tendered is perhaps a little

20· ·bit broad in terms of it referring to all types of

21· ·respirator masks, so I have a little concern in that

22· ·regard -- have a concern in that regard.

23· · · · And I'll just, for reference sake, I just want to

24· ·remind the Tribunal of some comments that were made by

25· ·Mr. Kitchen during the qualification -- pardon me, the

26· ·preliminary application that occurred in terms of



·1· ·whether Mr. Schaefer could be called at all as an

·2· ·expert witness, and you'll recall we objected to that,

·3· ·and you made a ruling that you would allow

·4· ·Mr. Schaefer.

·5· · · · And just very briefly, this is on page 55 of the

·6· ·transcripts, this is my friend commenting on what

·7· ·Mr. Schaefer will be called to testify about:· (as

·8· ·read)

·9· · · · It should be quite obvious that this report

10· · · · [meaning Mr. Schaefer's] deals with a

11· · · · different subject than Dr. Wall's other three

12· · · · experts.· The other three experts are various

13· · · · scientists and medical doctors ... They are

14· · · · all dealing with COVID-19; they're dealing

15· · · · with the SARS-CoV-2 virus.· They're not

16· · · · dealing with whether or not masks are

17· · · · harmful.· Certainly not in a specific sense

18· · · · that Chris Schaefer is doing, that being

19· · · · oxygen levels and carbon dioxide ...

20· · · · The effectiveness of masks is a different

21· · · · subject from the harms of masks.

22· ·And a few pages later, you made a ruling that

23· ·Mr. Schaefer can testify.· So my client's clear

24· ·expectation is that Mr. Schaefer's testimony will be

25· ·confined to, again, the harms of masks, not the science

26· ·related to COVID or transmissibility or anything along



·1· ·those lines.

·2· · · · So Mr. Kitchen has been scribbling, and I'm sure

·3· ·may want to made some response comments to what I said,

·4· ·but again I think it's important to remember the basis

·5· ·on which this witness was offered initially when we had

·6· ·our preliminary application on that, and I think it's

·7· ·very important for Mr. Schaefer's comments to be

·8· ·confined to the question of the harm of masks and

·9· ·nothing more.· Thank you, Mr. Chair.

10· ·MR. KITCHEN:· · · · · · ·Mr. Chair, if I could, just a

11· ·couple comments in response.

12· ·THE CHAIR:· · · · · · · ·Yeah.

13· ·MR. KITCHEN:· · · · · · ·First, the reason I say all

14· ·types of respirator masks is because, well, that's just

15· ·the reality; that's what Mr. Schaefer has dealt with in

16· ·his line of work.· And I'm a little surprised to hear

17· ·that the Complaints Director didn't anticipate evidence

18· ·about nonmedical masks in addition to medical, as, of

19· ·course, you'll see in the first paragraph of

20· ·Mr. Schaefer's report, it talks about the different

21· ·kinds of masks, and so it's a little surprising.

22· · · · But the reason that I've asked inclusion of cloth

23· ·masks is -- or nonmedical masks is because that's a

24· ·reality of what we're dealing with, and that's what

25· ·Mr. Schaefer has dealt with, and those aren't

26· ·dramatically different, they're very similar, and so I



·1· ·don't think that scope is too broad, I don't think it's

·2· ·inappropriately broad, I don't think it's irrelevantly

·3· ·broad.· So I would ask that he not be limited to talk

·4· ·about medical masks but also be permitted to talk about

·5· ·nonmedical or cloth masks.

·6· · · · And, of course, I have no issue with my friend's

·7· ·comments about being limited to talk about the harms of

·8· ·masks and not the efficacy.· We won't have any

·9· ·questions about that, so it's just the harms of masks,

10· ·but when I say "masks", I mean medical and nonmedical.

11· ·Those are all my submissions in response.

12· ·THE CHAIR:· · · · · · · ·Thank you.· I think we'll take

13· ·a short break while the Hearing Tribunal caucuses to

14· ·give you an answer to your request, Mr. Kitchen.· So if

15· ·we could be moved to a break-out room.· Hopefully this

16· ·won't take very long.· Thank you.

17· ·MR. KITCHEN:· · · · · · ·Thank you.

18· ·(ADJOURNMENT)

19· ·THE CHAIR:· · · · · · · ·Okay, we're back in session,

20· ·and the Hearing Tribunal discussed your request,

21· ·Mr. Kitchen, and we have one question for Mr. Maxston,

22· ·and we wanted a clarification on why Mr. Schaefer

23· ·should be limited to medical masks.

24· ·MR. MAXSTON:· · · · · · ·I think, Mr. Chair --

25· ·THE CHAIR:· · · · · · · ·Is it because of what's in the

26· ·transcript?· Is it because of what's in the CMOH



·1· ·orders?

·2· ·MR. MAXSTON:· · · · · · ·I think it's because primarily

·3· ·of what is in the Pandemic Directive that the College

·4· ·has, which refers to the requirement for chiropractors

·5· ·to wear surgical or procedure masks as being the

·6· ·minimum acceptable standard.

·7· · · · I think I said in my comments about this question,

·8· ·and I'll invite Mr. Lawrence to comment if he wants to,

·9· ·but we anticipated that the primary focus of

10· ·Mr. Schaefer's testimony would be on those matters,

11· ·because the College cannot -- I see Mr. Lawrence

12· ·nodding his head -- the College cannot regulate what

13· ·members of the public do, it can only regulate what

14· ·chiropractors do.· I'm not sure if that answers your

15· ·question, but that was the concern.· We didn't want

16· ·this net to be cast too broadly.

17· ·THE CHAIR:· · · · · · · ·Okay, I think we're just going

18· ·to take that under advisement, Mr. Maxston.· We'll go

19· ·back into our cubbyhole, and we should have an answer

20· ·here shortly, thank you.· Just please bear with us, and

21· ·we'll go to our break-out room.

22· ·(ADJOURNMENT)

23· ·Ruling (Qualification)

24· ·THE CHAIR:· · · · · · · ·The hearing is back in

25· ·session.· The Hearing Tribunal has discussed the issues

26· ·raised.· We just want to clarify that the testimony



·1· ·will be regarding the harm and not the efficacy

·2· ·associated with these masks, and we've also ruled that

·3· ·the testimony will relate to the medical masks not the

·4· ·nonmedical masks.

·5· · · · Having said that, we're aware that there are some

·6· ·issues here, and if Mr. Maxston feels that the line of

·7· ·questioning goes beyond the scope that we've discussed,

·8· ·then he certainly has the option to raise objections.

·9· ·MR. KITCHEN:· · · · · · ·I wonder, and I invite

10· ·comments on this, and I can be corrected if I'm off the

11· ·mark on this, is it possible for me to receive written

12· ·reasons for that decision, because that will likely be

13· ·something that will end up being appealed, so -- and

14· ·maybe that comes at the very, very end when we get

15· ·written decisions -- written reasons on the whole

16· ·decision, but that's something I would -- I'd ask for

17· ·written reasons on it.

18· ·THE CHAIR:· · · · · · · ·At the risk of taking us back

19· ·to a break-out room, my thought would be that we can

20· ·address it in the decision, once the decision is made,

21· ·make a note to that effect.· I don't think we want to

22· ·interrupt this hearing to be doing that.· I don't want

23· ·to start writing parts of decisions, so --

24· ·MR. KITCHEN:· · · · · · ·No, no, I'm not asking you for

25· ·it right now, I apologize.· No, what I meant is I'm

26· ·just asking whether it's, you know, tomorrow or a week



·1· · · ·from now or a month from now or at the very end,

·2· · · ·that's -- I'm not asking for it right now.· I'm just,

·3· · · ·in general, I'm making it known that, you know, likely

·4· · · ·that will be a source of appeal, so I think it best

·5· · · ·that there be reasons for that.

·6· · · ·THE CHAIR:· · · · · · · ·Duly noted, Mr. Kitchen.

·7· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·8· · · ·CHRIS SCHAEFER, Previously sworn, Examined by

·9· · · ·Mr. Kitchen

10· ·Q· ·MR. KITCHEN:· · · · · ·All right, well, with that,

11· · · ·Mr. Schaefer, you can hear me?

12· ·A· ·Yes, I can.

13· ·Q· ·Excellent, we'll jump right in.· And I think you've

14· · · ·already answered this, but just to clarify, you live

15· · · ·and work in Alberta; is that correct?

16· ·A· ·That is correct, yes.

17· ·Q· ·Can you tell me what was the, generally speaking, what

18· · · ·was the type of work you did prior to the onset of

19· · · ·COVID?

20· ·A· ·I had been doing safety training for my own company,

21· · · ·but I had been doing safety training for a lot longer

22· · · ·than that, but -- so safety courses in a variety of

23· · · ·disciplines, as well as fit testing and training.

24· · · ·So -- but fit testing and training has definitely been

25· · · ·a significant portion of the work that I've done in

26· · · ·clients that range from the military, to health care,



·1· · · ·to educational institutions and private industry.

·2· ·Q· ·Has that work changed any since the onset of COVID?

·3· ·A· ·Absolutely, it's changed a lot.· It's changed a lot

·4· · · ·primarily because there's so much -- there's no real --

·5· · · ·there's no real requirement for many of the masks that

·6· · · ·are mandated for COVID, that they would be fit tested,

·7· · · ·there's no requirement to that.

·8· · · · · · So before the COVID thing, everything -- any type

·9· · · ·of mask whatsoever had to be fit tested on the wearer.

10· · · ·They had to have approval fit test for safety.· But

11· · · ·since COVID, since this virus, there has been no

12· · · ·requirement for the majority types of these devices to

13· · · ·require a fit test to the user, which is really, really

14· · · ·odd.

15· ·Q· ·And why is that odd?

16· ·A· ·It's odd, because in order to determine whether or not

17· · · ·the wearer is suitable for wearing a mask, there are

18· · · ·some screening processes that have be completed first.

19· · · · · · So, for instance, if you have difficulty breathing

20· · · ·without a mask, wearing a mask is going to make it much

21· · · ·harder for you to breathe.· It will increase breathing

22· · · ·resistance for everybody.· So if you're healthy, you

23· · · ·breathe effortlessly right now, you will experience

24· · · ·increased breathing effort by covering your mouth and

25· · · ·nose, and so there's a screening process.· Not

26· · · ·everybody is capable of wearing a mask.· Nobody -- like



·1· ·there's a screening process that has to be completed.

·2· · · · So for people that have pre-existing medical

·3· ·conditions or identify pre-existing medical conditions

·4· ·within screening to wear a mask, they have to go to

·5· ·their doctor and get further testing done to determine

·6· ·their suitability or ability to be able to wear a mask

·7· ·and stay healthy.· So that's one thing.· The screening

·8· ·process, there's no screening to determine the

·9· ·suitability of masking for the general population and

10· ·employment in general, right?· So any workers, there's

11· ·no screening anymore; it's just wear one or else, and

12· ·that's never happened before.

13· · · · The other thing is is that in order for any type

14· ·of mask to protect the wearer, that mask has to make an

15· ·airtight seal around the face.· Without an airtight

16· ·seal, there's no way that it can provide any

17· ·respiratory protection.· So a fit test determines that

18· ·it is making an air-tight seal to your face so that it

19· ·can verify that the contaminant is being filtered; it

20· ·is having to flow through the filter into the wearer's

21· ·mouth and then lungs.

22· · · · But if you don't have an airtight seal, then the

23· ·air that you inhale is -- a lot of it's going to follow

24· ·the path of least resistance, which is through the

25· ·openings, any openings, available openings, because

26· ·it's harder to pull air through a filter than it is



·1· · · ·just to breathe surrounding air.· So if there's leaks,

·2· · · ·that's where you're going to be pulling the contaminant

·3· · · ·in from.

·4· ·Q· ·And so you talked about air coming in, and it coming in

·5· · · ·through what I'm going to call the path of least

·6· · · ·resistance, is that also true for air going out?

·7· ·A· ·Well, you know, there is some air coming in, but when

·8· · · ·you look at the volumes of breathing of inhalation and

·9· · · ·exhalation, it's going to cause an insufficient air

10· · · ·supply.· You're going to get a buildup of your own

11· · · ·exhaled carbon dioxide in the cover, and if you're

12· · · ·going to get -- see, in an actual respirator --

13· · · · · · Let me explain in an actual respirator, actual

14· · · ·respirators have an exhalation valve built into them,

15· · · ·so that every time you exhale, your carbon dioxide gets

16· · · ·pushed out the exhalation valve so you don't rebreathe

17· · · ·it.· If you just put a closed cover on your face, then

18· · · ·it will capture some part of dioxide, and as you

19· · · ·inhale, it will force you to rebreathe some air but

20· · · ·also carbon dioxide that can be significant amounts

21· · · ·above and beyond what is considered safe according to

22· · · ·Occupational Health and Safety air quality standards.

23· ·Q· ·Thank you.· All right, well, you've already answered

24· · · ·some questions, but just to go back to sort of a

25· · · ·preliminary issue, let me ask you a couple different

26· · · ·questions.· Mr. Schaefer, do you know Dr. Curtis Wall



·1· · · ·personally?

·2· ·A· ·I've never met him.· I don't know what he looks like,

·3· · · ·and I really don't know much about him at all.

·4· ·Q· ·Do you have any personal interest or personal stake in

·5· · · ·the outcome of this case?

·6· ·A· ·Absolutely not.· I've just been hired to give my expert

·7· · · ·opinion, and that's what I'm here for.

·8· ·Q· ·You don't have any financial interest or stake in the

·9· · · ·outcome of this case then?

10· ·A· ·No, because I'm getting paid by the hour, and so it

11· · · ·doesn't matter to me what the outcome is.

12· ·Q· ·And just to confirm, do you understand your duty to

13· · · ·provide this Tribunal with your expert knowledge and

14· · · ·opinions in an objective and neutral manner?

15· ·A· ·Absolutely.

16· ·Q· ·Thank you.· Now, just to give a bit of a road map,

17· · · ·we've already got into the meat of it a little bit, but

18· · · ·I'm going to be asking you about, you know, what masks

19· · · ·really actually are, and then I'm going to ask you

20· · · ·about carbon dioxide, about oxygen, a little bit about

21· · · ·testing, and then, lastly, I'll ask you, from an

22· · · ·Occupational Health and Safety perspective, a little

23· · · ·bit about the harms or hazards involved.

24· · · · · · So to start off, now -- and my friend may want to

25· · · ·object to this, because we've got issues with different

26· · · ·types of masks, but in the very first paragraph of your



·1· · · ·report, you say -- we're talking about the masks that

·2· · · ·are being mandated to attempt to prevent the stop of

·3· · · ·COVID, you say:· (as read)

·4· · · · · · These masks are the medical, nonmedical, and

·5· · · · · · procedural masks.

·6· · · ·Now, can you please explain for us what those terms and

·7· · · ·what those types of masks mean to you?

·8· ·A· ·Sure, absolutely.· So a medical mask in a health care

·9· · · ·setting is referred to an N95.· It's something that

10· · · ·is -- what health care uses is a closed cover

11· · · ·primarily, it is N95, which means that it's a filter, a

12· · · ·filtration that's not resistant to oil, that's what the

13· · · ·'N' is.· 95 refers to the best-case scenario protection

14· · · ·that you could get with that device if it's properly

15· · · ·fitted and used and disposed of and replaced as

16· · · ·specified, as required, as the manufacturer requires.

17· · · ·And that's what the medical is.

18· · · · · · The nonmedical is any device that is really you

19· · · ·put it on your mouth and nose.· So you could take a

20· · · ·plastic bag put it over your head; I mean, that's not a

21· · · ·nonmedical mask, but, you know what, a nonmedical mask

22· · · ·is anything that covers your mouth and nose.· So if you

23· · · ·want to put a bandana on your mouth and nose, you want

24· · · ·to -- you want to -- anything literally that covers

25· · · ·mouth and nose is classified as a nonmedical mask.

26· · · · · · And a procedural mask is something that is -- is



·1· ·something that they will typically use, and I won't say

·2· ·what they use it for because it's kind of -- you know,

·3· ·they use it for different things in health care

·4· ·settings, but it's a looser fitting -- it's a slightly

·5· ·looser fitting style, but it's still -- it's still

·6· ·enclosed enough that it typically -- it's like the blue

·7· ·mask, right?· So a procedural mask is kind of -- it's a

·8· ·looser fitting than the N95, N95 is a tighter fitting

·9· ·and, depending on nonmedical, it can be anything from

10· ·cloth to virtually anything anybody wants to do to

11· ·cover their mouth and nose, because there's really

12· ·no -- there's no rules on nonmedical masks; it's really

13· ·just anything you put on your mouth and nose could be

14· ·considered a nonmedical mask that covers your face.

15· · · · And procedural mask, like I said, it's really just

16· ·a -- it's a device.· These are all -- they're all like

17· ·the -- N95 and procedural would be considered temporary

18· ·use only, to be replaced regularly, as needed when

19· ·there's moisture buildup inside, and disposed of

20· ·immediately.· So the procedural and the medical in

21· ·health care settings, both have to be used -- they're

22· ·really only designed for short duration use and then to

23· ·be immediately disposed of.· They were never designed

24· ·for hour upon hour use.· It was never designed that

25· ·way, and it's still not designed that way.· So it's

26· ·been used that way, but it's not designed that way.



·1· · · · · · So there are some dangers to that, but as far as

·2· · · ·procedural masks go, just -- it's a looser fitting mask

·3· · · ·that they use in the health care settings and

·4· · · ·disposable, just like N95.· N95s are tighter fitting;

·5· · · ·procedurals are looser fitting.

·6· ·Q· ·Thank you, that's helpful.· Would you say that when we

·7· · · ·use the word "surgical mask", in your experience, is

·8· · · ·that typically a reference to that category of

·9· · · ·procedural or blue masks?

10· ·A· ·Yeah, you know, surgical masks, you know, in surgery,

11· · · ·physicians and other health care practitioners, they

12· · · ·may use N95, or they may use procedural.· It's -- it

13· · · ·depends on -- depends on what's going on, but both may

14· · · ·be used.

15· ·Q· ·So you're aware that what the Alberta College of

16· · · ·Chiropractors has mandated that chiropractors must

17· · · ·wear -- this mandate is found in the COVID-19 Pandemic

18· · · ·Practice Directive, you're aware that the masks -- the

19· · · ·type of masks that the Alberta College of Chiropractors

20· · · ·is requiring chiropractors to wear are those procedural

21· · · ·or blue masks?

22· ·A· ·Yes, I am aware.

23· ·Q· ·Okay.· And you're aware that the CMOH orders that

24· · · ·mandate masking for the general public mandates the

25· · · ·nonmedical masks?

26· ·A· ·Yes, I am aware.



·1· ·Q· ·All right, in the second paragraph of your report, you

·2· · · ·state that:· (as read)

·3· · · · · · Masks are required to have engineered

·4· · · · · · breathing openings.

·5· · · ·Can you explain what "engineered breathing openings"

·6· · · ·are, and why masks are required to have them?

·7· ·A· ·Okay, so if you are going to cover your mouth and nose

·8· · · ·with any device, it's important that you do not

·9· · · ·restrict your oxygen coming in, the air coming in, and

10· · · ·your carbon dioxide and expelled toxic air leaving, and

11· · · ·that is why we exhale outside of our bodies in the

12· · · ·first place.

13· · · · · · If we take a look at a mask, a mask has to have

14· · · ·engineered openings.· So, for instance, if you take a

15· · · ·look at, say, here is a common Halloween-style mask,

16· · · ·it's got engineered openings for nostrils for

17· · · ·breathing, as well as mouth for breathing.· It's

18· · · ·important to be able to have easy, free breathing.

19· · · ·When you restrict your breathing, then you get that

20· · · ·accumulations of exhaled carbon dioxide that are then

21· · · ·rebreathed because there's no exhalation valve to purge

22· · · ·it, so you rebreathe your own exhaled waste toxic

23· · · ·carbon dioxide, which is not going to be good for

24· · · ·anybody, and for people over a longer period of time

25· · · ·and if there's any pre-existing medical conditions

26· · · ·could be a very serious situation.



·1· · · · · · Now, if you look at an actual respirator, like

·2· · · ·this, you can see that it is covered, there are two

·3· · · ·filters attached in the design.· In the middle, there's

·4· · · ·an exhalation valve.· That's to purge exhaled heat,

·5· · · ·moisture, and carbon dioxide, okay, for a reason,

·6· · · ·because we don't want to rebreathe it.· So air comes in

·7· · · ·here, air can only enter through inhalation, air can

·8· · · ·only leave through exhalation.

·9· · · · · · And when I say "engineered openings" -- I say

10· · · ·engineered opening and exhalation, but also engineered

11· · · ·opening and inhalation.· So if I unscrew the filter,

12· · · ·you can see, if I just turn it like this, you can see

13· · · ·it's a big hole, there's a big hole there.· The reason

14· · · ·the hole is there is so that air can flow in very

15· · · ·easily and freely so that, you know, it can enter your

16· · · ·lungs as unobstructed as possible, because anything

17· · · ·that you put on your mouth or nose, it makes it harder

18· · · ·to breathe.· Depending upon the person, the length of

19· · · ·exposure, the type of work or activity they're engaged

20· · · ·in, and any pre-existing medical conditions could all

21· · · ·change their ability to be able to wear that device at

22· · · ·all.

23· ·Q· ·I notice you used the word "device", just to clarify,

24· · · ·you would say that these procedural or blue masks we're

25· · · ·talking about, you would call that a device?

26· ·A· ·Well, let me explain something, it's very difficult for



·1· · · ·me to refer to any of the mandated masks for COVID as

·2· · · ·actual masks.· It's really difficult.· I struggle with

·3· · · ·it.· It's hard, because they don't meet the actual

·4· · · ·definition of a mask from anything as simple as a

·5· · · ·Halloween mask, to a goalie mask, to a scuba mask, any

·6· · · ·kind of actual mask that's engineered, it's engineered

·7· · · ·for easy breathing.

·8· · · · · · If you look in a goalie mask, it looks full faced,

·9· · · ·it looks pretty encapsulated, but it does have

10· · · ·breathing vents, so the air can flow in and out easily.

11· · · ·Every type of mask, it's important that air flows in

12· · · ·easily and air flows out easily.

13· · · · · · Now, a goalie mask isn't going to offer anybody

14· · · ·respiratory protection or a scuba mask, but they are

15· · · ·devices that are engineered for breathing, but if you

16· · · ·just close your -- take a piece of material or a paper

17· · · ·and cover your mouth and nose with it, it will restrict

18· · · ·breathing, it will restrict your ability to inhale, and

19· · · ·it will restrict your ability to exhale.

20· ·Q· ·So I know in your report, you use the term "breathing

21· · · ·barriers" to describe these types of so-called masks

22· · · ·that are mandated for COVID.· Can you just explain to

23· · · ·me why you use that term?

24· ·A· ·Well, I coined that term actually, and the reason I use

25· · · ·it is because I think it most accurately describes the

26· · · ·situation -- what actually happens when you wear one of



·1· ·these.· If you've ever worn one, and, for most people,

·2· ·they probably have, they probably notice immediately

·3· ·that it does become increasingly difficult to breathe

·4· ·with one on.· There's a reason that you're blocking

·5· ·your breathing.· So when I call them breathing

·6· ·barriers, it's based upon the practicality that they

·7· ·block breathing, they block the normal flow of

·8· ·breathing.

·9· · · · Now, all respirators, even proper respirators,

10· ·like the one I showed you, with the two filters and

11· ·exhalation valve in the middle will increase breathing

12· ·difficulty a little bit because you are going to pull

13· ·air through the filter, so it's going to be a slight

14· ·increase in inhalation effort but very minimal, and

15· ·because it's designed for breathing, it's very minimal.

16· · · · Let me remind you what I said earlier, anybody

17· ·that wears any respirator before COVID needed -- or

18· ·mask, for that matter -- needed any type of filtering

19· ·mask needed to be fit tested.· And before they could be

20· ·fit tested, they had to be screened for their ability

21· ·to wear it safely.

22· · · · And without that screening, it's like Russian

23· ·roulette, who's going to have to wear one and shouldn't

24· ·be wearing one.· Somebody with COPD, somebody with

25· ·heart conditions, lung conditions of any type, high

26· ·blood pressure, these are all people that need to be,



·1· · · ·before COVID, needed to be examined by a physician to

·2· · · ·determine their ability to safely wear a respirator

·3· · · ·that's actually engineered for breathing, much less a

·4· · · ·closed cover over your mouth and nose that caps -- that

·5· · · ·makes it exponentially harder to breathe and captures

·6· · · ·carbon dioxide in significant amounts.

·7· · · · · · So that's why I call it a breathing barrier.

·8· ·Q· ·Thank you.· Do you find it strange that we seem to be

·9· · · ·doing -- based on what you've said, we seem to be doing

10· · · ·things very differently post-COVID than pre-COVID when

11· · · ·it comes to things like fit testing?· Do you find that

12· · · ·strange?

13· ·A· ·I think it's incredibly strange that there would be

14· · · ·mandates for closed-cover barriers that aren't

15· · · ·engineered -- aren't engineered for easy breathing, and

16· · · ·I find it very strange that there is no requirement for

17· · · ·a fit test for a filtering mask or respirator.· That

18· · · ·should be paramount; that should be primary.

19· ·Q· ·Now, I know you've touched on this, but just to

20· · · ·clarify, you say in the fourth paragraph in your report

21· · · ·that wearing these what we're going to call breathing

22· · · ·barriers are hazardous to the wearer.

23· ·A· ·M-hm.

24· ·Q· ·Why exactly are they hazardous?

25· ·A· ·Well, think about it like this, if you take something,

26· · · ·like if you take a piece of cloth or a piece of paper



·1· ·towel or whatever it is, hold it closely to your mouth

·2· ·and nose, it becomes more difficult to breathe, right?

·3· · · · So we know that it's harder to breathe, which

·4· ·increases respiration effort.· For people with

·5· ·pre-existing conditions, it's not going to be good.

·6· ·But even for people without pre-existing conditions,

·7· ·increased breathing effort, you increase the capture of

·8· ·carbon dioxide, and then you are re-inhaling that

·9· ·carbon dioxide, it's going to cause a variety of

10· ·negative health effects, even if the person has no

11· ·pre-existing medical conditions.

12· · · · So common symptoms of blocking your flow of

13· ·breathing and inhaling excess carbon dioxide can be

14· ·things like experiencing a headache, nausea, dizziness,

15· ·lack of coordination, maybe impaired hearing,

16· ·impaired -- sometimes impaired vision.· It can be a --

17· ·it can be feeling faint, overheating.· And it can be

18· ·worse than that, it could be people that have a very

19· ·difficult time breathing, feel like they can't catch

20· ·their breath, and it can go down from there.· So

21· ·anybody that inhales more than what the -- anybody that

22· ·inhales above what the indoor Occupational Health and

23· ·Safety standard is for carbon dioxide is at risk.

24· · · · So if you were to look at my report, you would see

25· ·the standards for carbon dioxide according to the

26· ·Alberta standards for safety and see that the maximum



·1· · · ·exposure for indoor carbon dioxide is a thousand parts

·2· · · ·per million.· That's not very high.· That's not very

·3· · · ·high.· That's over a 24 period -- 24-hour period, but

·4· · · ·it's not very high.· Because the normal oxygen that we

·5· · · ·have currently in our atmosphere is around 3 to 400

·6· · · ·parts per million.· So it doesn't have to go very high

·7· · · ·to get to a thousand.

·8· · · · · · And the testing that I've done inside these

·9· · · ·breathing barriers is very high levels of carbon

10· · · ·dioxide.· Even if somebody like -- here's the thing, if

11· · · ·you wear a breathing barrier, and you are just sitting

12· · · ·at a desk, looking at a computer, you're going to have

13· · · ·hazardous levels of low oxygen just from having it on,

14· · · ·any one of those three devices on it.

15· · · · · · And if you are doing an activity like lots of

16· · · ·speaking, those levels will drop dramatically, because

17· · · ·your oxygen demand will increase dramatically.

18· · · · · · And as well as, if you look at physical activity

19· · · ·like, say, going for a run or something, and your

20· · · ·oxygen demands go up significantly, then putting a

21· · · ·closed cover on your face and blocking that ability to

22· · · ·breathe can have a very severe negative impact of your

23· · · ·ability to properly absorb oxygen or as much oxygen as

24· · · ·your body needs and dispel -- disperse and dispel

25· · · ·carbon dioxide away from you so you don't re-inhale it.

26· ·Q· ·Thank you.· I know you said that a thousand parts per



·1· · · ·million is the sort of the safe limit for carbon

·2· · · ·dioxide.· How long is too long to be exposed to that

·3· · · ·much carbon dioxide or more?

·4· ·A· ·Well, according to the -- the highest level that you

·5· · · ·can legally be exposed to in Alberta, according to

·6· · · ·Alberta standards -- and they revised their standards

·7· · · ·in the spring of this year, they actually -- it was

·8· · · ·actually higher, but they lowered it, instead it's

·9· · · ·lower, so -- is a thousand parts per million.· That's

10· · · ·based on a 24-hour exposure.

11· · · · · · But I'll tell you based upon the testing that I've

12· · · ·done and other research publications that I have as

13· · · ·references, medical reports and research that I

14· · · ·could -- I'm more than happy to submit a long list of

15· · · ·certified medical scientific reports to show that

16· · · ·levels of carbon dioxide in one of these devices exceed

17· · · ·5, 10,000 parts per million within a minute, anybody

18· · · ·wearing any one of those three.

19· · · · · · And oxygen levels -- here's -- carbon dioxide is

20· · · ·only one part of the equation.· The other immediately

21· · · ·life-threatening condition is low oxygen.· Hypoxemia is

22· · · ·low oxygen in the blood; hypoxia is low oxygen in

23· · · ·tissues.· So what happens is is if you are not inhaling

24· · · ·oxygen concentration, enough of an oxygen concentration

25· · · ·in air, you're going to suffer -- you're going to

26· · · ·suffer oxygen deficiency in your blood and in your



·1· ·tissues.

·2· · · · And so the normal oxygen level in air is 19.5 --

·3· ·20.9 percent, 20.9 percent.· Where it becomes dangerous

·4· ·to health becomes immediately dangerous, life and

·5· ·health, according to our regulations is 19.5 percent or

·6· ·lower.

·7· · · · So using instrumentation, you could see that the

·8· ·oxygen drop between the breathing barrier in the

·9· ·person's mouth or nose is significantly below 19.5

10· ·percent.· Immediately, within the first 20 seconds,

11· ·you'll see oxygen drop below 19.5 percent, which is

12· ·safe levels.· And if they're -- if they've got a

13· ·tight-fitting cover, if their cover is very

14· ·tight-fitting, especially like the N95 style or some of

15· ·these cloth covers that are especially tight fitting,

16· ·but even with a procedural-based mask, you're going to

17· ·see unsafe levels of carbon dioxide and unsafe levels

18· ·of oxygen.· And even with the procedural-based what

19· ·they call mask, which I call breathing barrier, is

20· ·levels far in excess of a thousand parts per million,

21· ·multiples higher, 10,000, 20,000 parts per million.

22· · · · And I have done -- I've done testing.· I've done

23· ·video to show it.· I am competent to operate testing

24· ·equipment, and my testing equipment has been, you know,

25· ·properly calibrated and properly tested to ensure that

26· ·it's working properly as well, so I could verify it.



·1· · · ·The readings that I take would hold up in a court of

·2· · · ·law.

·3· ·Q· ·What's the device that you use; what's the name of it?

·4· ·A· ·Well, there's -- I -- there's a number of devices that

·5· · · ·I could use.· It's not -- it's not restricted to one

·6· · · ·type of device, because any device that has those

·7· · · ·appropriate sensors with those arrangers -- with those

·8· · · ·ranges of gas detection, as well as, you know, proper

·9· · · ·use and maintenance of the device would be suitable,

10· · · ·but the one that I used was a MultiRAE Lite most

11· · · ·recently.

12· ·Q· ·And is that -- is that testing device, is it designed

13· · · ·to test levels of carbon dioxide and oxygen in the

14· · · ·atmosphere?

15· ·A· ·Yes, it is.

16· ·Q· ·Okay.

17· ·A· ·So with these devices, you can get to a (INDISCERNIBLE)

18· · · ·quick with any number of sensor configurations, because

19· · · ·they're designed to test multiple types of gases, but

20· · · ·carbon dioxide and oxygen is a very common

21· · · ·configuration, and the sensors can be -- they can be in

22· · · ·the monitor and installed in the monitor for that

23· · · ·purpose, yes.

24· ·Q· ·So we know the limit for carbon dioxide is a thousand

25· · · ·parts per million, and I heard you say that you took

26· · · ·readings inside these masks while they're being worn,



·1· · · ·and some of those readings were 5 or 10,000 parts per

·2· · · ·million, but could you give me an idea of what an

·3· · · ·average would be inside the mask after it's been on for

·4· · · ·a bit?

·5· ·A· ·Okay, so let's say a couple minutes of wearing either a

·6· · · ·nonmedical, a medical, or a procedural based, you're

·7· · · ·looking at, a couple minutes of wearing, 20,000 parts

·8· · · ·per million carbon dioxide, oxygen levels as low as 18

·9· · · ·percent, 18 to 18-and-a-half percent.· The lowest

10· · · ·oxygen can go legally is 19.5 before it becomes

11· · · ·immediately dangerous to life and health.

12· · · · · · So in Occupational Health and Safety standards,

13· · · ·when we talk about IDLH, which stands for immediately

14· · · ·dangerous to life and health, we're looking at

15· · · ·device -- we're looking at levels that might not

16· · · ·necessarily cause you to drop dead once they're

17· · · ·reached, but certainly they're considered levels that

18· · · ·now become -- those exposures become harmful without

19· · · ·protection from those exposures.

20· ·Q· ·And so now I've heard you use the number 20,000.· So

21· · · ·are these -- well, let me ask you this:· The parts per

22· · · ·million of carbon dioxide inside the mask while it's

23· · · ·being worn, does it fluctuate, or is it steady?

24· ·A· ·Well, it depends on a number of things.· It depends

25· · · ·upon what's the activity level of the person that's

26· · · ·wearing it.· The hard -- the more exertion, the higher



·1· · · ·the carbon dioxide's going to go.· It also depends upon

·2· · · ·what is the -- how tight-fitting is it around mouth and

·3· · · ·nose.· If it's very tight-fitting, obviously it's going

·4· · · ·to trap more carbon dioxide than if it's a looser

·5· · · ·fitting.

·6· · · · · · So there's various factors.· So, yes, it can

·7· · · ·fluctuate, or it can remain steady, depending upon the

·8· · · ·fit of it and depending upon the activity level of the

·9· · · ·person that's wearing it.

10· ·Q· ·But in your experience with the loose-fitting ones,

11· · · ·even though there are these leaky areas where air gets

12· · · ·in and out, the parts per million of carbon dioxide

13· · · ·stays above a thousand inside --

14· ·A· ·Absolutely.· It's still harmful to wear.· It's still

15· · · ·hazardous to wear for sure, because when you're exposed

16· · · ·to levels that are levels that are far in excess, even

17· · · ·with the looser -- even if it's not loose-fitting, it's

18· · · ·a looser, slightly looser fitting, you're still going

19· · · ·to find levels of oxygen that are lower than what is

20· · · ·legislatively allowed and levels of carbon dioxide that

21· · · ·are higher than what is legislatively allowed.

22· ·Q· ·Now, you talked about some of the effects of this

23· · · ·overexposure to carbon dioxide.· Have you, in your line

24· · · ·of work, have you ever encountered individuals

25· · · ·suffering from these effects?

26· ·A· ·You know, I am not a physician; I am an Occupational



·1· · · ·Health and Safety specialist, so I primary measure the

·2· · · ·hazard.· So I test people and equipment for their

·3· · · ·occupations to ensure that they are protected from

·4· · · ·respiratory hazards, but I do not evaluate the health

·5· · · ·conditions of people that may be affected by low carbon

·6· · · ·dioxide or high levels.

·7· ·Q· ·Okay.

·8· · · ·MR. LAWRENCE:· · · · · · I'm sorry, to interrupt,

·9· · · ·Mr. Chair, I don't see Dr. Aldcorn on the screen.· I'm

10· · · ·just wondering, did we lose somebody?· Excuse me,

11· · · ·sorry, Mr. Kitchen.

12· · · ·MR. KITCHEN:· · · · · · ·That's okay.· I don't see him

13· · · ·either.· He's --

14· · · ·MR. LAWRENCE:· · · · · · She.

15· · · ·MR. KITCHEN:· · · · · · ·I'm sorry, yes, she.· Yeah,

16· · · ·that's a concern.

17· · · ·MR. LAWRENCE:· · · · · · Oh, there she is, okay.

18· · · ·DR. ALDCORN:· · · · · · ·Sorry.

19· · · ·MR. LAWRENCE:· · · · · · So I'm not sure if we want to

20· · · ·just read the last couple of minutes back for

21· · · ·Dr. Aldcorn's benefit.

22· · · ·MR. MAXSTON:· · · · · · ·Maybe we can ask Dr. Aldcorn

23· · · ·when she went offline --

24· · · ·DR. ALDCORN:· · · · · · ·Yeah.

25· · · ·MR. MAXSTON· · · · · · · -- intentionally or not or

26· · · ·when she came back.



·1· ·DR. ALDCORN:· · · · · · ·Completely unintentionally.

·2· ·The last we were discussing was the fact that the

·3· ·numbers of the CO2 and O2 levels would depend on the

·4· ·nature of the tight-fittingness of the mask and the

·5· ·exercise level of the individual.· And I apologize.

·6· ·MR. KITCHEN:· · · · · · ·So that means you did miss one

·7· ·question --

·8· ·DR. ALDCORN:· · · · · · ·I'm so sorry.

·9· ·MR. KITCHEN:· · · · · · ·-- well, there's two ways we

10· ·can handle this:· One, there's going to be a

11· ·transcript, of course, you'll get to read it; two, we

12· ·could just give Miss -- Miss Karoline to read it.· It

13· ·doesn't matter to me, so I leave it to the Tribunal.

14· ·THE CHAIR:· · · · · · · ·Let's have the court reporter

15· ·read it back.· That way, she'll get the same thing we

16· ·all got.

17· ·THE COURT REPORTER:· (by reading)

18· · · · Q· ·Now, you talked about some of the effects

19· · · · · · of this overexposure to carbon dioxide.

20· · · · · · Have you, in your line of work, have you

21· · · · · · ever encountered individuals suffering

22· · · · · · from these effects?

23· · · · A· ·You know, I am not a physician.· I am an

24· · · · · · Occupational Health and Safety specialist, so

25· · · · · · I primary measure the hazard.· So I test

26· · · · · · people and equipment for their occupations to



·1· · · · · · · · ensure that they are protected from

·2· · · · · · · · respiratory hazards, but I do not evaluate the

·3· · · · · · · · health conditions of people that may be

·4· · · · · · · · affected by low carbon dioxide or high levels.

·5· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Schaefer -- I take it --

·6· · · ·yes, everybody's here, good -- Mr. Schaefer, are you

·7· · · ·confident that if somebody else did the same tests that

·8· · · ·you've done on these masks or breathing barriers, are

·9· · · ·you confident they would come up with the same results

10· · · ·that you have?

11· ·A· ·If they're properly --

12· · · ·MR. MAXSTON:· · · · · · ·I'm a little concerned, that's

13· · · ·a little speculative.· I don't know if you want to

14· · · ·consider rephrasing that, because I mean that -- what

15· · · ·studies, who is conducting them?· I think that's just a

16· · · ·little bit broad, because there may well be studies

17· · · ·which disagree with Mr. Schaefer.· I'm just a little

18· · · ·concerned about that type of question.

19· · · ·MR. KITCHEN:· · · · · · ·Well, I didn't use the word

20· · · ·"studies", but let me try this.

21· ·Q· ·MR. KITCHEN:· · · · · ·Are you confident,

22· · · ·Mr. Schaefer, that if somebody did the same testing

23· · · ·you've done with the same device that you used that

24· · · ·they would produce the same data regarding carbon

25· · · ·dioxide and oxygen?

26· ·A· ·Well, if they're following the proper procedure, as I



·1· · · ·have, and they had done everything the same that I did

·2· · · ·as far as making sure that the equipment is -- has been

·3· · · ·properly calibrated, properly bump-tested, and making

·4· · · ·sure that everything is working as it should, then I

·5· · · ·would anticipate that the difference being them holding

·6· · · ·it versus you holding it should have no effect on the

·7· · · ·readings whatsoever.

·8· ·Q· ·And just to be clear, you used the same device to test

·9· · · ·the levels of oxygen and the levels of carbon dioxide?

10· ·A· ·Yes, because the device was equipped with two sensors,

11· · · ·one with oxygen and one with carbon dioxide, to measure

12· · · ·these simultaneously, so I measured them both at the

13· · · ·same time actually.

14· · · · · · So there's a display on the monitor, there's a

15· · · ·display for the readings of oxygen, and there's a

16· · · ·separate display for the readings of carbon dioxide, so

17· · · ·you can see both in realtime.

18· ·Q· ·I see.· Now, I notice you used the word "asphyxiation"

19· · · ·at one point in your report; can you just, for those of

20· · · ·us who do not know what that means, can you explain to

21· · · ·me what asphyxiation is?

22· ·A· ·Well, asphyxiation is when your body is suffering from

23· · · ·insufficient oxygen, so whether it's, you know,

24· · · ·accidental, intentional, whatever it may be, your

25· · · ·body's not getting enough oxygen, that's asphyxiation.

26· · · · · · And so there's various levels of it, but



·1· · · ·asphyxiation may be fatal.· It may cause injury.· So

·2· · · ·these are the kinds of things that this is what -- and

·3· · · ·it's all due -- asphyxiation's due exclusively in

·4· · · ·this -- in this -- I guess how I should say -- view to

·5· · · ·insufficient oxygen.

·6· ·Q· ·Now, you say carbon dioxide is an asphyxiant, and it

·7· · · ·displaces oxygen.

·8· ·A· ·M-hm.

·9· ·Q· ·Can you explain why or how that happens?

10· ·A· ·Well, carbon dioxide is used to -- carbon dioxide can

11· · · ·displace oxygen, because it is considered an inert gas,

12· · · ·so pure carbon dioxide is able to displace oxygen.

13· · · · · · So, for instance, let me give you an example,

14· · · ·carbon dioxide is often used in industrial situations

15· · · ·to purge out hazardous atmospheres of, say, things like

16· · · ·confined spaces and such to remove oxygen from those

17· · · ·spaces.· So we know carbon dioxide can cause

18· · · ·displacement of oxygen.· And it can do that in any

19· · · ·closed container, it doesn't have to be a confined

20· · · ·space like industrial, but any closed container where

21· · · ·you've got accumulations of carbon dioxide, and it can

22· · · ·affect how you can absorb and how you can be exposed to

23· · · ·oxygen, how you can absorb oxygen basically.

24· ·Q· ·Now, I know you've mentioned the 19.5 figure, but I'm

25· · · ·just curious, what is the number that the Occupational

26· · · ·Health and Safety code in Alberta describes as being



·1· · · ·the point at which, if you go below it, it becomes

·2· · · ·hazardous?

·3· ·A· ·19.5 percent.· That's immediately dangerous to life and

·4· · · ·health.· So you can't go below 19.5 percent for any

·5· · · ·reason.

·6· · · · · · And if you are exposed to air in Alberta, if you

·7· · · ·are exposed in air -- breathing air that has an oxygen

·8· · · ·concentration below 19.5 percent, you have to be

·9· · · ·equipped with a separate air source, like

10· · · ·self-contained breathing apparatus, a supplied-air

11· · · ·system, that will give you the correct oxygen

12· · · ·requirement that you need.

13· ·Q· ·That number of 19.5, is that fairly universal

14· · · ·throughout jurisdictions?

15· ·A· ·Yes, it is.

16· ·Q· ·Okay.· I know in your report, you mention the

17· · · ·Occupational Health and Safety Administration [sic];

18· · · ·could you tell us what that is?

19· ·A· ·Occupation Health and Safety Administration?· What

20· · · ·exactly is your question?

21· ·Q· ·I'm just wondering what is the Occupational Health and

22· · · ·Safety Administration, because that's not Occupational

23· · · ·Health and Safety Alberta.· I just want to know what

24· · · ·that is.

25· ·A· ·Okay, so Occupational Health and Safety

26· · · ·Administration [sic] is the US standard of safety



·1· · · ·requirements.· So it's funny, because when you say

·2· · · ·it -- you said it full out; I'm more familiar with it

·3· · · ·in its abbreviated form, which is OSHA.

·4· ·Q· ·OSHA.

·5· ·A· ·If you would have said "OSHA", I'm like absolutely, but

·6· · · ·because I never hear it as Occupational Safety and

·7· · · ·Health Administration, that's why I kind of just

·8· · · ·hesitated for a second.

·9· · · · · · So anyhow, OSHA is the governing body for safety

10· · · ·standards and exposures in the United States.

11· ·Q· ·Okay, and is that -- are they similar to OHS here in

12· · · ·Alberta?

13· ·A· ·Yeah, many of the OSHA standards are accepted in

14· · · ·various jurisdictions in Canada as well.

15· ·Q· ·So in your report, you refer to a 2007 letter from

16· · · ·OSHA.· Can I just get you to turn to the first page of

17· · · ·this letter, that's page 085 or 85 from your report,

18· · · ·and for those who are following along, that's near the

19· · · ·end of the report, and then the top left-hand corner is

20· · · ·the page number, 085.· Now, this letter, can I just ask

21· · · ·you to read out the first sentence of the third

22· · · ·paragraph there at the bottom of that page.

23· ·A· ·(as read)

24· · · · · · This letter constitutes OSHA's interpretation

25· · · · · · of the requirements discussed.

26· ·Q· ·We must be on different pages.· So I'm looking at the



·1· · · ·first page of the letter --

·2· ·A· ·Okay, I'm looking at -- I'm on page 085.

·3· ·Q· ·Maybe you've got a different page 085.· Well, can I get

·4· · · ·you to go to just the first page of this letter, where

·5· · · ·it says "April 2nd, 2007, Mr. William Costello"; do you

·6· · · ·see that?

·7· ·A· ·Oh, okay, okay, yes, I see that now, yeah.

·8· ·Q· ·Okay.· And if we go down, the first paragraph starts

·9· · · ·with "Thank you", second paragraph --

10· ·A· ·Yeah.

11· ·Q· ·-- starts "Within your letter", if you could just read

12· · · ·the first sentence of the third paragraph there.

13· ·A· ·Okay, so the third sentence of the second paragraph --

14· · · ·third paragraph, okay, okay, I got you, okay.· So it

15· · · ·is -- is it the one "to ensure that employees", is that

16· · · ·the second one?

17· ·Q· ·No, it's starts with the word "Paragraph".

18· ·A· ·Oh, "Paragraph", okay:· (as read)

19· · · · · · Of paragraph (d)(2)(iii) of the respiratory

20· · · · · · protection standard considers any atmosphere

21· · · · · · with an oxygen level below 19.5 percent to be

22· · · · · · oxygen deficient and immediately dangerous to

23· · · · · · life or health.

24· · · ·Did you want me to continue?

25· ·Q· ·No.· That sounds a little dramatic to me.· Can you help

26· · · ·me understand, you know, from the perspective of an



·1· · · ·Occupational Health and Safety expert, what does

·2· · · ·"immediately dangerous to life or health" actually

·3· · · ·mean?

·4· ·A· ·Well, I thought I actually explained that a little

·5· · · ·earlier, but I'll tell you what, I'll go over it again.

·6· · · · · · So "immediately dangerous to life and health"

·7· · · ·means that if you are exposed at that level or below

·8· · · ·that level especially, then you are going to be putting

·9· · · ·your health in harm's way.· So that can have

10· · · ·significantly dangerous impacts on your health.· And

11· · · ·the lower it goes, the lower it goes, like the more it

12· · · ·differentiates, like if it's -- the lower it -- for

13· · · ·oxygen, oxygen requirements here, the lower it goes

14· · · ·below the minimum oxygen requirement, the 19.5 percent,

15· · · ·the more dramatic and the more negative those effects

16· · · ·are going to be.· So it's bad.

17· · · · · · You never are allowed to exceed -- you're never,

18· · · ·ever allowed to breathe air less than 19.5 percent

19· · · ·under any circumstance in Occupational Health and

20· · · ·Safety settings.· There's no -- there's no exceptions.

21· · · ·This is the deadline.· You can't go below 19.5.

22· · · · · · If you do, if somebody is tested and they are

23· · · ·exposed to levels of oxygen below 19.5 percent, the

24· · · ·operation, the working operation, would have to be

25· · · ·immediately shut down, and they would have to be

26· · · ·evacuated from that space; even if it was 19.4, they'd



·1· · · ·have to be immediately evacuated.· There's nothing

·2· · · ·below 19.5 that's acceptable.

·3· · · · · · If somebody had to work in an atmosphere of 19.5

·4· · · ·percent or lower, they would have to be equipped with a

·5· · · ·separate source of clean air with -- delivered via air

·6· · · ·line, supplied air-breathing apparatus.· For those of

·7· · · ·you listening that might not necessarily be aware what

·8· · · ·that is, that is the same type of breathing apparatus

·9· · · ·that fire fighters wear when they go into smoking

10· · · ·buildings, so they have a separate source of air.· Why?

11· · · ·Because they need it, because they go into

12· · · ·oxygen-deficient atmospheres.· And that's the type of

13· · · ·equipment you need to be exposed to any oxygen

14· · · ·concentration below 19.5 percent.

15· ·Q· ·So when people are working with a procedural mask on,

16· · · ·are they working in an environment that's immediately

17· · · ·dangerous to life or health?

18· ·A· ·The barrier, the breathing barriers create this

19· · · ·environment.· So if you are in your office or home or

20· · · ·wherever it may be, and you are exposed to good

21· · · ·breathing air without a breathing barrier, wearing a

22· · · ·breathing barrier will create this hazardous

23· · · ·environment for your body.

24· ·Q· ·Could I get you to turn the page over on this letter,

25· · · ·and you'll see there a box containing two paragraphs of

26· · · ·text; do you see that?



·1· ·A· ·Yes, I do.

·2· ·Q· ·Can I just get you to read the first three sentences of

·3· · · ·text inside that box?

·4· ·A· ·(as read)

·5· · · · · · Human beings must breathe oxygen to survive

·6· · · · · · and begin to suffer adverse health effects

·7· · · · · · when the oxygen level of their breathing air

·8· · · · · · drops below 19.5 percent oxygen.

·9· · · ·So for the person doing the documentation on this, I

10· · · ·should probably say that -- I'll read it over again,

11· · · ·just so that they can do their recording properly on it

12· · · ·by hand.· So:· (as read)

13· · · · · · Human beings must breathe oxygen ... to

14· · · · · · survive, and begin to suffer adverse health

15· · · · · · effects when the oxygen level of their

16· · · · · · breathing air drops below (19.5 percent

17· · · · · · oxygen).· Below 19.5 percent oxygen ...,

18· · · · · · air is considered oxygen deficient.· At

19· · · · · · considerations of 16 to 19.5 percent, workers

20· · · · · · engaged in any form of exertion can rapidly

21· · · · · · become symptomatic as their tissues fail to

22· · · · · · obtain the oxygen necessary to function

23· · · · · · properly.

24· · · ·And do you want me to read what's in the brackets as

25· · · ·well there as reference?

26· ·Q· ·No, that's good, thank you.· Now, this concentration of



·1· · · ·16 to 19.5, that range, is that what you've discovered

·2· · · ·when you've tested the levels of oxygen between these

·3· · · ·breathing barriers and the faces of those wearing them?

·4· ·A· ·Absolutely.· Every oxygen concentration, whether it's

·5· · · ·procedural they're wearing, and even at resting rate

·6· · · ·without any form of exertion, just resting rate,

·7· · · ·resting rate, we're seeing an oxygen drop of below 19.5

·8· · · ·percent within 2 minutes of wearing it on either

·9· · · ·procedural, nonmedical, or medical masks.· Within 2

10· · · ·minutes, and that's without, that's without speaking a

11· · · ·lot or any other type of obvious exertion.

12· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen --

13· · · ·MR. KITCHEN:· · · · · · ·Yes.

14· · · ·THE CHAIR:· · · · · · · ·-- I'm just wondering, it's

15· · · ·quarter to 11, we started at 9, and I don't want to

16· · · ·interrupt the flow, but I'm wondering if people would

17· · · ·like to take a 5- or 10-minute break just to stretch

18· · · ·and whatever.

19· · · ·MR. KITCHEN:· · · · · · ·I'm fine with that.· Can I

20· · · ·just -- because I'm almost done with this area of

21· · · ·questioning; can I just -- can I ask one question to

22· · · ·tie that up?

23· · · ·THE CHAIR:· · · · · · · ·Certainly, certainly.

24· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Schaefer, I'll just get

25· · · ·you to turn the next page over, can you just tell me

26· · · ·who is it that wrote this letter, and what's his title?



·1· ·A· ·The person who wrote this letter is Richard E. Fairfax,

·2· · · ·F-A-I-R-F-A-X, Director, and his title is Directorate

·3· · · ·of Enforcement Programs.· So he would be in charge

·4· · · ·of -- just for the record, this is somebody that's in

·5· · · ·charge of enforcement programs for all of OSHA, which

·6· · · ·is -- encompasses all of the United States, and in

·7· · · ·Canada, we have the same even, within our own

·8· · · ·individual provinces, we have the same standards for

·9· · · ·oxygen that nothing under 19.5 percent.· Everything

10· · · ·below 19.5 percent is immediately dangerous to life and

11· · · ·health.· It's universal throughout North America -- or

12· · · ·I should say through the US and Canada.

13· ·Q· ·One last question before we break, do you find it

14· · · ·strange that the public has been mandated to wear, by

15· · · ·various government bodies, devices that cause their

16· · · ·oxygen to be below a level that's safe?

17· ·A· ·Well, I don't know if "strange" is the right word,

18· · · ·James.· I'm not sure if "strange" is the right word.  I

19· · · ·think it's much more serious than "strange", because I

20· · · ·know how serious it is, I know how serious the rules

21· · · ·are regarding oxygen concentrations below 19.5 percent.

22· · · ·In every one I've tested, every one, I've tested

23· · · ·adults, I've tested children, everyone, within 2

24· · · ·minutes of wearing either a procedural, nonmedical, or

25· · · ·the medical N95, even that's (INDISCERNIBLE) approved,

26· · · ·within 2 minutes is having oxygen drops below 19.5



·1· · · ·percent.

·2· ·Q· ·Thank you.

·3· · · ·MR. KITCHEN:· · · · · · ·And that's it for me for now

·4· · · ·until we come back after our break.

·5· · · ·THE CHAIR:· · · · · · · ·Okay, well, let's reconvene at

·6· · · ·11:00 then, and we'll continue on with Mr. Kitchen and

·7· · · ·Mr. Schaefer.· Thank you.

·8· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·9· · · ·(ADJOURNMENT)

10· · · ·THE CHAIR:· · · · · · · ·We are back in session, and

11· · · ·we'll have Mr. Kitchen continue with his direct exam of

12· · · ·Mr. Schaefer.

13· · · ·MR. KITCHEN:· · · · · · ·All right, thank you.

14· ·Q· ·MR. KITCHEN:· · · · · ·Now, Mr. Schaefer, I think you

15· · · ·touched on this, but just to clarify, in your

16· · · ·experience, do some people tolerate wearing these

17· · · ·breathing barriers better than others?

18· ·A· ·Oh, absolutely, because some people have pre-existing

19· · · ·medical conditions that make it difficult to breathe

20· · · ·without any restriction.· If you added a restriction on

21· · · ·top of that, it could be life threatening for those

22· · · ·people, and every bit of, you know -- depending upon --

23· · · ·there's levels, right?· So if it's -- it depends on the

24· · · ·level of pre-existing medical condition they have and

25· · · ·the severity of it, but it could be life threatening,

26· · · ·it could cause somebody a life-threatening medical



·1· · · ·emergency to wear a breathing barrier, even a properly

·2· · · ·certified respirator, if they haven't -- if they don't

·3· · · ·have the health and they haven't been properly screened

·4· · · ·beforehand, before wearing it.· It's important.· It's

·5· · · ·important that we check out and people are

·6· · · ·health-assessed before we restrict our breathing.· It's

·7· · · ·important.

·8· ·Q· ·Do you do screening and fit testing at workplaces for

·9· · · ·employees?

10· ·A· ·Absolutely.· Screening is a prerequisite for fit

11· · · ·testing.· I can't fit test anybody that hasn't

12· · · ·completed screening protocol.

13· ·Q· ·Can you tell me what are some of the things you look

14· · · ·for when you're screening?

15· ·A· ·Well, the screening is a document that the patient -- I

16· · · ·shouldn't say "patient", but the client, the customer

17· · · ·or client is going to complete in their own -- with

18· · · ·their own privacy, so they're going to complete it

19· · · ·completely themselves, and then I just look at the

20· · · ·results.

21· · · · · · The results that I'm looking for, there's a list

22· · · ·of pre-existing medical conditions, and if they

23· · · ·identify that they currently have any of those

24· · · ·pre-existing medical conditions, then my obligation, as

25· · · ·an Occupational Health and Safety fit testing

26· · · ·professional, is that I have to refer them to their



·1· · · ·physician for further testing and analysis to determine

·2· · · ·whether or not they have the physical fitness to be

·3· · · ·able to handle a restriction in their breathing.

·4· ·Q· ·Is asthma one of those conditions?

·5· ·A· ·Yes.· Do you want me to mention some of the conditions?

·6· ·Q· ·Well, you can only do that if I ask you to do that.

·7· · · ·Well, let me ask you, just off the top of your head,

·8· · · ·you don't need to go through the whole list, but just

·9· · · ·give me some examples of some of these conditions just

10· · · ·so we have an idea.· We know one of them is asthma, but

11· · · ·give us an idea.

12· ·A· ·Allergies, high blood pressure, cardiac conditions,

13· · · ·lung illnesses.· I'm not reading; I'm just going off

14· · · ·memory right now.· Let's just see here, I can look up

15· · · ·that form quickly here if you would like me to read

16· · · ·them all, but, you know, those are included in that, so

17· · · ·allergies, asthma, heart disease, high blood pressure.

18· · · · · · Okay, I'm just going to open it up right now.

19· ·Q· ·Well --

20· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm not going to

21· · · ·contest your client's view on different conditions.

22· · · ·I'm not sure if we have to go down this road, to be

23· · · ·honest with you.· I don't --

24· · · ·MR. KITCHEN:· · · · · · ·Yeah --

25· · · ·MR. MAXSTON· · · · · · · -- want to have to get him to

26· · · ·read from something, if that's what you need him to do.



·1· · · ·MR. KITCHEN:· · · · · · ·No, I don't.

·2· ·Q· ·MR. KITCHEN:· · · · · ·And, you know, since what

·3· · · ·you're reading from, Mr. Schaefer, is not actually in

·4· · · ·the record.· I think that's fine, that answers my

·5· · · ·question anyways.

·6· · · · · · Now, we've talked about this immediate danger,

·7· · · ·that life and health, but does it surprise you then

·8· · · ·that most people, when they wear these breathing

·9· · · ·barriers, even for hours on end, that they don't pass

10· · · ·out from wearing them?

11· ·A· ·Well, it doesn't surprise me, but just because they're

12· · · ·not physically passing out does not mean that harm is

13· · · ·not being done.

14· · · · · · So here's the facts that I've been able to

15· · · ·establish from my testing:· People that wear breathing

16· · · ·barriers are subjecting themselves to an oxygen

17· · · ·deficient IDL -- IDLH inhalation atmosphere.· And in

18· · · ·many cases, they subject themselves to an IDLH level

19· · · ·carbon dioxide as well.

20· · · · · · If you subject yourself to IDLH levels of low

21· · · ·oxygen, it will negatively impact your health whether

22· · · ·you're aware of it or not, and that's why all the

23· · · ·governing bodies that govern the rules of health and

24· · · ·safety legislate what the minimum oxygen concentration

25· · · ·in air that you can be exposed to, because you might

26· · · ·not necessarily feel harm right away, you might not



·1· · · ·necessarily have a headache right away or dizziness,

·2· · · ·you might not necessarily feel nausea right away, any

·3· · · ·of these other minor -- more minor types of symptoms of

·4· · · ·low oxygen.

·5· · · · · · But we know that if you are exposed to a hazard in

·6· · · ·a low enough concentration or a high enough

·7· · · ·concentration, depending on what the hazard is, harm

·8· · · ·will occur, and it might be something -- it might not

·9· · · ·necessarily be something that the wearer or user is

10· · · ·aware of, at least not immediately.

11· ·Q· ·In your experience, has Alberta Health Services or the

12· · · ·Alberta Public Health authorities generally, have they

13· · · ·acknowledged the risks and harms associated with these

14· · · ·breathing barriers that you've been talking about?

15· ·A· ·I've reached out to Dr. Hinshaw back in June of last

16· · · ·year with a very detailed letter on pointing out -- at

17· · · ·that time, it was -- nothing was mandated, it was just

18· · · ·a recommendation that people wear, in Alberta, N95,

19· · · ·nonmedical, or procedural what they call, you know,

20· · · ·surgical mask for protection from COVID, and I had to

21· · · ·point out a lot of the errors that she had stated.

22· · · · · · I have read -- the only reply that I have received

23· · · ·from Dr. Hinshaw's office to date is a read receipt.

24· · · ·Actually it was CC'd to 23 other doctors in charge of

25· · · ·public health in Alberta.· So I have a lot of read

26· · · ·receipts, no official response.



·1· · · · · · To also clarify, besides not having an official

·2· · · ·response, I have never -- there's been numerous

·3· · · ·attempts to contact Dr. Hinshaw's office for a

·4· · · ·response, and it has not been granted, it's been

·5· · · ·denied.

·6· ·Q· ·Do you have any thoughts on why Alberta Health Services

·7· · · ·or the Chief Medical Officer of Health hasn't been

·8· · · ·willing to discuss these risks and harms?

·9· ·A· ·I have thought --

10· · · ·MR. MAXSTON:· · · · · · ·I don't want to be difficult

11· · · ·here, but I think that question really is asking your

12· · · ·witness to talk about what's in the minds of the other

13· · · ·people.· I think if you rephrase it and ask him a

14· · · ·different question, I might not object, but I don't

15· · · ·think he can speak to why they're not doing or doing

16· · · ·anything.

17· · · ·MR. KITCHEN:· · · · · · ·Right, I was asking him his

18· · · ·thoughts, so I'll just ask it again with those words in

19· · · ·there.

20· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Schaefer, and, you know,

21· · · ·maybe you just have no idea, and that's okay, but do

22· · · ·you, from your perspective, can you think of any

23· · · ·reason -- or what do you think the reason is that there

24· · · ·hasn't been any discussion on this?

25· ·A· ·I don't know.· In all honesty, Mr. Kitchen, I have no

26· · · ·clue, but I will tell you this, is that normally,



·1· · · ·normally, before any types of mask mandates are --

·2· · · ·would be even recommended in Occupational Health and

·3· · · ·Safety settings, professionals like myself would be

·4· · · ·consulted long in advance of any potential mandates

·5· · · ·that would occur, and that has not happened this time,

·6· · · ·in this instance.

·7· ·Q· ·Now, as an Occupational Health and Safety expert, as an

·8· · · ·Occupational Health and Safety consultant, do you work

·9· · · ·at all with Occupational Health and Safety Alberta?

10· ·A· ·I'm always -- I don't work specifically for

11· · · ·Occupational Health and Safety Alberta; they have their

12· · · ·employees, their own government employees, but do I

13· · · ·work in union with them, like in cooperation?

14· · · ·Absolutely.· Everything that is Occupational Health and

15· · · ·Safety-related in Alberta works in cooperation with

16· · · ·Occupational Health and Safety representatives in

17· · · ·Alberta.

18· ·Q· ·And in your experience, has Occupational Health and

19· · · ·Safety, OHS, have they acknowledged any of these risks

20· · · ·or harms associated with these breathing barriers?

21· ·A· ·There hasn't been any -- there hasn't been any real

22· · · ·willingness to discuss that on behalf of OH&S, and

23· · · ·they're more than happy to back Provincial mandates

24· · · ·without discussion and without discussion or any other

25· · · ·opinion that's contrary to the AHS mandate.

26· ·Q· ·Why do you think that is?



·1· ·A· ·I don't know.· I don't know, Mr. Kitchen, but it is

·2· · · ·very strange, because in a normal time, before COVID,

·3· · · ·there was so much discussion about any new policy that

·4· · · ·could be implemented long in advance before it would

·5· · · ·become a mandate.· There's planning, there's

·6· · · ·discussion, there's determination.

·7· · · · · · But I think what I find that's very interesting is

·8· · · ·that this is not just an Alberta situation; this is a

·9· · · ·worldwide thing.· How strange is it that something like

10· · · ·this type of breathing barrier could be mandated,

11· · · ·rolled out so fast without any consulting of, you know,

12· · · ·no one, no one trusted respirator professionals, by

13· · · ·medical staff, who aren't experts in respiratory

14· · · ·protection, they aren't qualified to -- medical doctors

15· · · ·alone are not qualified to comment or give advice on

16· · · ·various aspects of respiratory protection because

17· · · ·they're not asked -- they don't deal in respirators

18· · · ·professionally, they have very limited knowledge about

19· · · ·respirators and masks and their protection levels and

20· · · ·what they can do and what they can't do.· And I find it

21· · · ·strange that this has been implemented on a worldwide

22· · · ·basis with virtually no contest, without official

23· · · ·contesting of it, it's very strange.

24· ·Q· ·In fact, earlier you said, it was more than strange,

25· · · ·you said it was serious?

26· ·A· ·Well, strange that it hasn't been documented, but when



·1· · · ·I said serious, I said serious in relation to oxygen --

·2· · · ·I said serious in response to your question for me on

·3· · · ·the effects on people being exposed to less than 19.5

·4· · · ·percent oxygen.· Yes, that is beyond strange.· That is

·5· · · ·alarming.· That is alarming that these devices could be

·6· · · ·mandated when they clearly -- when the testing that I

·7· · · ·am trained to perform clearly shows oxygen levels

·8· · · ·dropping below 19.5 percent with all three of these

·9· · · ·versions of mandated breathing barriers, whether it's

10· · · ·an adult or a child even at resting rate, and we know

11· · · ·that the drop is going to be even more significant for

12· · · ·people that are engaged in any kind of activity.

13· ·Q· ·And do you understand that we're here today because

14· · · ·Dr. Wall has contested these breathing barriers and

15· · · ·that, for doing so, he is facing professional

16· · · ·discipline?

17· ·A· ·Yes, I'm aware.

18· ·Q· ·On page 8 of his report, Dr. Hu, I think his first name

19· · · ·is Jia, but Dr. Hu says -- and just to clarify, he is

20· · · ·the expert tendered by the Alberta College of

21· · · ·Chiropractors -- on page 8 of his report, he says:· (as

22· · · ·read)

23· · · · · · There are no known harms associated with

24· · · · · · masking.

25· · · ·Now, maybe it's obvious, but do you disagree with his

26· · · ·statement?



·1· ·A· ·Completely.· I completely disagree with Dr. Hu's

·2· · · ·statement, because there are numerous scientific

·3· · · ·research papers and studies.· I've looked through

·4· · · ·Dr. Hu's references, and I didn't see one registered

·5· · · ·scientific study in any one of his references, but I

·6· · · ·have references from registered scientific journals,

·7· · · ·medical journals.· I have references from the --

·8· · · ·published by the National Library of Medicine to show

·9· · · ·quite the opposite of what Dr. Hu's references claim.

10· · · · · · Plus, in addition, my own -- obviously, my own

11· · · ·testing, of course, but then as far as scientific

12· · · ·references go, there's -- I can send a whole bunch of

13· · · ·actual registered, published, scientific medical

14· · · ·researchers that have shown quite the contrary to what

15· · · ·Dr. Hu has stated.

16· ·Q· ·A number of witnesses in this hearing, including

17· · · ·Dr. Hu, have said that the issue of masking as it

18· · · ·relates to COVID is a politicised issue.· Do you think

19· · · ·it's a politicised issue?

20· · · ·MR. MAXSTON:· · · · · · ·I am going to have to object

21· · · ·to that, Mr. Chair, that runs afoul of commenting on

22· · · ·the harm or lack thereof in terms of masking.

23· · · ·MR. KITCHEN:· · · · · · ·I think that's a fair

24· · · ·question.

25· · · ·THE CHAIR:· · · · · · · ·Can you restate it?

26· · · ·MR. KITCHEN:· · · · · · ·And this is part of the reason



·1· · · ·why I raised the fact that this has been a constant

·2· · · ·issue in the hearing, the other expert, Dr. Hu, who

·3· · · ·Mr. Schaefer just responded to, said that masking is a

·4· · · ·politicised issue, and so have several other witnesses,

·5· · · ·so now I'm asking Mr. Schaefer if he thinks masking as

·6· · · ·it relates to COVID is a politicised issue.

·7· · · ·MR. MAXSTON:· · · · · · ·I'll just again state,

·8· · · ·Mr. Chair, that I think this witness is being tendered

·9· · · ·for a very specific purpose, and that was harms, in his

10· · · ·view, that are caused by masking, and I don't think

11· · · ·this witness is anywhere near the -- is a very

12· · · ·different type of witness from the other experts that

13· · · ·have testified.

14· · · ·MR. KITCHEN:· · · · · · ·I don't see what entitles

15· · · ·Dr. Hu to talk about the politicisation of the issue

16· · · ·that doesn't also entitle Mr. Schaefer to talk about

17· · · ·it.

18· · · ·THE CHAIR:· · · · · · · ·Well, I don't want to go back

19· · · ·and retroactively deal with Dr. Hu, but I do think this

20· · · ·witness was qualified as an expert in a very specific

21· · · ·area, and I do think the question extends beyond that.

22· ·Q· ·MR. KITCHEN:· · · · · ·Well, just one more question

23· · · ·then, Mr. Schaefer, from your perspective, do you think

24· · · ·Occupational Health and Safety is the primary

25· · · ·consideration in forming these mask mandates?

26· ·A· ·Well, Mr. Kitchen, Occupational Health and Safety has



·1· · · ·not been a consideration at all in these mask mandates,

·2· · · ·as demonstrated, and I would contest any safety

·3· · · ·professional with qualifications equal to mine to prove

·4· · · ·otherwise, that oxygen deficiency is created by wearing

·5· · · ·a breathing barrier.· That is why our parents taught us

·6· · · ·to never put a bag over our heads.· It is pretty

·7· · · ·standard, you cover your mouth and nose with a random

·8· · · ·object, it limits your ability to breathe naturally,

·9· · · ·and anything that limits your ability to breathe

10· · · ·naturally can potentially be harmful to health.· That's

11· · · ·why we have screening, and anybody with pre-existing

12· · · ·medical conditions that has a limit on their breathing

13· · · ·could cause a life threatening medical emergency.

14· · · ·MR. KITCHEN:· · · · · · ·Thank you.· Those are all my

15· · · ·questions.

16· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, if you're

17· · · ·comfortable, I'll just continue on.· I don't expect to

18· · · ·be too long.

19· · · ·THE CHAIR:· · · · · · · ·Yes, that's fine.· Just before

20· · · ·you start, Mr. Maxston, Mr. Schaefer, you're okay to

21· · · ·continue with this cross-examination, or did you want a

22· · · ·break?

23· ·A· ·I'm fine.· Thank you very much, Mr. Lees.

24· · · ·THE CHAIR:· · · · · · · ·Okay.

25· · · ·Mr. Maxston Cross-examines the Witness

26· ·Q· ·MR. MAXSTON:· · · · · ·Mr. Schaefer, I've got some



·1· · · ·questions I'm going to take you to in a couple of

·2· · · ·minutes that I had thought of in advance of the

·3· · · ·hearing, but I want to touch on a few things that are

·4· · · ·fresh in my mind now that you've just talked about with

·5· · · ·Mr. Kitchen, if you don't mind.

·6· ·A· ·Sure.

·7· ·Q· ·So a few minutes ago, you talked about the fact that

·8· · · ·some people tolerate masking better than others and

·9· · · ·that that was a function of pre-existing medical

10· · · ·conditions and the severity of those medical

11· · · ·conditions; do you remember that exchange you had?

12· ·A· ·Yes, I do.

13· ·Q· ·And I think you talked about properly screening

14· · · ·individuals as well, and it's important that people are

15· · · ·health-tested in terms of masking and medical

16· · · ·preconditions; do you remember that?

17· ·A· ·Well, at least as far as identifying pre-existing

18· · · ·medical conditions that could make them not a good

19· · · ·candidate for wearing any type of mask or respirator.

20· ·Q· ·Sure.· And you would agree with me that it's important

21· · · ·to go to a doctor to determine whether they have any

22· · · ·pre-existing medical conditions?

23· ·A· ·That is correct.

24· ·Q· ·I want to touch on a few things that you talked about

25· · · ·with Mr. Kitchen.· You talked about, in your view, that

26· · · ·Dr. Hinshaw didn't contact OHS, I think that's the



·1· · · ·Provincial OHS, but I think you'd agree with me that

·2· · · ·you don't have any direct knowledge of that, do you?

·3· ·A· ·I didn't say that Dr. Hinshaw didn't contact OH&S.

·4· · · ·What I had said was that Dr. Hinshaw has not been --

·5· · · ·air testing on these masks has not been done, so they

·6· · · ·haven't -- the safety of people wearing them has not

·7· · · ·been properly determined, because there has been

·8· · · ·absolutely no air testing on oxygen deficiencies or

·9· · · ·carbon dioxide accumulations on these masks by --

10· ·Q· ·Well, I don't want to belabour -- oh, sorry, so sorry,

11· · · ·were you finished?

12· ·A· ·Yeah.

13· ·Q· ·I don't want to belabour this, but I think,

14· · · ·Mr. Schaefer, it's fair to say though you haven't been

15· · · ·involved in the development of the CMOH orders, have

16· · · ·you?

17· ·A· ·That is fair to say; I have not been involved in the

18· · · ·development of those orders.

19· ·Q· ·You made a comment I think it was a couple times during

20· · · ·your testimony then, Mr. Kitchen had sort of a wrap-up

21· · · ·question for you, and you were talking about the fact

22· · · ·that it was strange that devices are mandated, that

23· · · ·breathing devices are mandated.· Would you agree with

24· · · ·me that it is clear they are mandatory though?

25· ·A· ·I would agree with you that it is clear that these

26· · · ·breathing barriers are currently mandated, that's



·1· · · ·correct.

·2· ·Q· ·And you've had a chance to look at the College's

·3· · · ·Pandemic Directive, I assume?

·4· ·A· ·I have not memorized it, but I have had exposure to it;

·5· · · ·I have looked at it, yes.

·6· ·Q· ·Yeah, and it's not a memory test for you.· I'm just --

·7· · · ·there's a phrase, and my friend and I talked about this

·8· · · ·when you were being qualified, there's a phrase in it

·9· · · ·that says "surgical or procedure masks are the minimum

10· · · ·acceptable standard", and it goes on to say that

11· · · ·chiropractors and staff must be masked.· You'd agree

12· · · ·with me that that's mandatory for chiropractors?

13· ·A· ·You know, I can't agree with -- look, just because --

14· · · ·just because it's -- just because one of these or more

15· · · ·of these breathing barriers is mandatory for

16· · · ·chiropractors and other professions, doesn't mean

17· · · ·they're safe.

18· ·Q· ·Oh, I'm not asking you that.· I'm asking you it's

19· · · ·mandatory for chiropractors, question mark, full stop.

20· ·A· ·Aware a procedural-based is what you're saying?

21· ·Q· ·Yeah, I'm just saying that the Pandemic Directive, and

22· · · ·I pointed you to the masking situation in particular,

23· · · ·that's mandatory for chiropractors; aside from your

24· · · ·views on the safety or harm, that's mandatory?

25· ·A· ·That appears to be correct.

26· ·Q· ·So, Mr. Schaefer, I'm going to turn you to now a couple



·1· · · ·of, I guess, more generic questions, and I just wanted

·2· · · ·to be clear, and you kind of touched on this with

·3· · · ·Mr. Kitchen and I think with me a minute or 2 ago, you

·4· · · ·haven't been involved in the Government's response to

·5· · · ·COVID-19; that's correct?

·6· ·A· ·That is correct.

·7· ·Q· ·And you've been qualified today to provide your opinion

·8· · · ·about the harms that masking can cause for the wearer,

·9· · · ·and that's correct?

10· ·A· ·That's correct.

11· ·Q· ·And you're not here, of course, to provide any evidence

12· · · ·about the benefits that might accrue from masking for

13· · · ·people in the presence of the person being masked; is

14· · · ·that correct?

15· · · ·MR. KITCHEN:· · · · · · ·Hold on, hold on --

16· ·A· ·Well -- well --

17· · · ·MR. KITCHEN:· · · · · · ·-- that question --

18· · · ·THE CHAIR:· · · · · · · ·Just (INDISCERNIBLE),

19· · · ·Mr. Schaefer.· Sorry, go ahead, James.

20· · · ·MR. KITCHEN:· · · · · · ·That question is premised on

21· · · ·efficacy of masks, which my friend, my learned friend,

22· · · ·went out of his way to make sure we were not going to

23· · · ·talk about, and now he's trying to talk about it.

24· · · ·MR. MAXSTON:· · · · · · ·I'm trying to just make a

25· · · ·comment that this witness isn't providing that

26· · · ·evidence.



·1· · · ·MR. KITCHEN:· · · · · · ·Well, that's been established

·2· · · ·time and over again, so I don't understand why we're

·3· · · ·just filling the record with repeats of what we've

·4· · · ·already established.

·5· · · ·MR. MAXSTON:· · · · · · ·Well, I just wanted to be

·6· · · ·clear that this witness is not providing evidence about

·7· · · ·any potential benefits to persons in the presence of

·8· · · ·the wearer of a mask.

·9· · · ·MR. KITCHEN:· · · · · · ·Well, I think we're --

10· · · ·MR. MAXSTON· · · · · · · I'll move on, I'll move one,

11· · · ·yeah.· Mr. Kitchen, if you have a problem with this,

12· · · ·you'll let me know.

13· ·Q· ·MR. MAXSTON:· · · · · ·You're not here to provide any

14· · · ·evidence about the transmission of COVID for preventive

15· · · ·measures for COVID?

16· ·A· ·That's correct.

17· ·Q· ·Would it be fair to say that your views about mandatory

18· · · ·masking are inconsistent with most government Public

19· · · ·Health agencies, in Canada I should say?

20· ·A· ·In Canada, as far as the mandates that have come down

21· · · ·provincially and nationally?

22· ·Q· ·Yeah, that would be correct.

23· ·A· ·Yeah, I would say that we definitely have a difference

24· · · ·of opinion.

25· ·Q· ·You talked with my friend, Mr. Kitchen, about the

26· · · ·testing that you've done.· None of that testing is



·1· · · ·attached to your expert report, is it?

·2· ·A· ·That testing that I've done is not -- let me just take

·3· · · ·a look here.

·4· · · ·MR. KITCHEN:· · · · · · ·Perhaps you could be a little

·5· · · ·more specific, Mr. Maxston --

·6· · · ·MR. MAXSTON· · · · · · · Yeah (INDISCERNIBLE) --

·7· · · ·MR. KITCHEN:· · · · · · ·-- there's no exhibit that has

·8· · · ·a list of the readings.· Is that what you're getting --

·9· · · ·MR. MAXSTON:· · · · · · ·Yeah, that's kind of what I'm

10· · · ·getting at.

11· ·Q· ·MR. MAXSTON:· · · · · ·And, Mr. Schaefer, this isn't

12· · · ·a gotcha question, but I'm just looking at the second

13· · · ·page of your report, and you talk about using the

14· · · ·MultiRAE Lite, and you observed that upon commencement,

15· · · ·and you have some comments then.· I'm just saying

16· · · ·there's no data or test results from those tests you

17· · · ·performed which are part of your expert report,

18· · · ·correct?

19· ·A· ·I don't have it in the report, specific readings, but I

20· · · ·have -- I've done lots of documentation on it and

21· · · ·reports on it, so --

22· ·Q· ·Yeah, I'm just -- I wasn't trying to take you down the

23· · · ·road of what you did; I just wanted to be clear they're

24· · · ·not attached.

25· ·A· ·Yeah, the specific testing, I've done a lot of testing,

26· · · ·so for me to have all of the different test subjects



·1· · · ·and all of the different readings would be quite

·2· · · ·extensive as far as those testing results would be, so

·3· · · ·they're not attached, no.

·4· ·Q· ·Okay.· I want to ask you some questions about your

·5· · · ·registration with the Alberta College of Paramedics,

·6· · · ·and I think you've told me that you were at EMS for one

·7· · · ·year, you were a regulated member of that college for

·8· · · ·one year.· Did you have to meet any entry requirements

·9· · · ·to get your EMS registration with the ACP --

10· ·A· ·Absolutely.

11· ·Q· ·-- College of Paramedics?

12· ·A· ·Yes, I did.

13· ·Q· ·And that's a mandatory requirement to become an EMS

14· · · ·with the College of paramedics?

15· ·A· ·It's a mandatory requirement to be registered with the

16· · · ·Alberta College of Paramedics to work in an

17· · · ·occupational setting as a medic in Alberta.

18· ·Q· ·And even though you were only a -- I shouldn't say

19· · · ·"only" -- but it was a one-year period you were a

20· · · ·regulated member, there were mandatory requirements you

21· · · ·had to follow during that year like con ed or paying a

22· · · ·licence fee; would you agree with that?

23· ·A· ·Yes, in fact, the only requirements they registered

24· · · ·with Alberta College of Paramedics, because I completed

25· · · ·all of their requirements, the only requirement, moving

26· · · ·forward from year to year, was to pay the fee to stay



·1· · · ·registered.· And that registration is required to work

·2· · · ·as a medic in Alberta, and I had no intention of

·3· · · ·working as a medic in Alberta as I was already fully

·4· · · ·employed as an Occupational Health and Safety

·5· · · ·specialist, so that's why I ended it.

·6· ·Q· ·Sure.· And just to be clear, is it your understanding

·7· · · ·that if you don't follow those requirements, you can't

·8· · · ·be a member of the College?

·9· ·A· ·Yeah, you have to follow -- you have to work -- you

10· · · ·have to practice your skills within a protocol as

11· · · ·determined by Alberta College of Paramedics, yes, in an

12· · · ·occupational setting.

13· ·Q· ·Sure.· I'm going to ask you a fairly specific question

14· · · ·here, but would you comply with the paramedic

15· · · ·equivalent of the College's pandemic requirement about

16· · · ·mandatory masking if you were in the field?

17· ·A· ·I would comply with wearing a mask, but I would not

18· · · ·wear a breathing barrier.· I have not worn a breathing

19· · · ·barrier, and I won't.· So, remember, there's a big

20· · · ·difference between what's currently been mandated and

21· · · ·what an engineered mask is.

22· · · · · · A mask is safe to wear.· A mask is engineered

23· · · ·inhalation openings.· A mask has an engineered

24· · · ·exhalation opening.· That's safe.· It's established as

25· · · ·safe.· It's proven as safe over many decades.

26· · · · · · So a closed cover is not something that I would



·1· · · ·wear, no, but I would wear an actual mask.

·2· ·Q· ·So I just want to be clear, again, when we look at the

·3· · · ·Pandemic Directive for the College of Chiropractors, it

·4· · · ·says that the requirement is a surgical or a procedure

·5· · · ·mask; you would comply with that kind of directive from

·6· · · ·your regulatory body if that was applicable?

·7· ·A· ·I know that those aren't masks.· Those are breathing

·8· · · ·barriers.· I'm not going to jeopardize my health and

·9· · · ·safety through low oxygen and accumulations of carbon

10· · · ·dioxide for any occupation, because that's my health,

11· · · ·and my health is important to me.· It's more important

12· · · ·than anything else.

13· ·Q· ·So you would choose to not comply with it?

14· ·A· ·I would wear -- I would wear something that far exceeds

15· · · ·the recommended protection, which is an actual

16· · · ·certified respirator that actually is designed for easy

17· · · ·and safe breathing, I would wear that, and it would far

18· · · ·exceed any potential respiratory benefit that a

19· · · ·breathing barrier could provide.

20· ·Q· ·Those are all my questions --

21· ·A· ·(INDISCERNIBLE)

22· ·Q· ·Sorry, did you want to finish?· I cut you off.

23· ·A· ·Oh, sorry, I just wanted to say that -- so what I would

24· · · ·wear would be far and above what has been currently

25· · · ·mandated.

26· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions,



·1· · · ·Mr. Schaefer, thank you.

·2· ·A· ·Thank you very much, Mr. Maxston.

·3· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, did you have

·4· · · ·anything on redirect?

·5· · · ·MR. KITCHEN:· · · · · · ·Just a couple.

·6· · · ·Mr. Kitchen Re-examines the Witness

·7· ·Q· ·MR. KITCHEN:· · · · · ·Mr. Schaefer, you attest to

·8· · · ·the truth of what you said about the results of the

·9· · · ·testing you did?

10· ·A· ·Well, I am under oath in this courtroom, so I believe

11· · · ·I've already done that.

12· ·Q· ·You just finished a discussion with my learned friend

13· · · ·about whether or not you would wear a breathing barrier

14· · · ·if your regulatory body told you you had to in order to

15· · · ·practice, and if you didn't have access to the

16· · · ·respirator, if all you had access to was the breathing

17· · · ·barrier that they said you had to wear, would you wear

18· · · ·it to keep your licence?

19· ·A· ·No, I would not wear it to keep my licence because my

20· · · ·health is more important than my job.

21· · · ·MR. KITCHEN:· · · · · · ·Thank you.

22· ·Q· ·MR. KITCHEN:· · · · · ·Wait, hold on, forgive me.

23· · · ·Mr. Maxston asked you about screening and

24· · · ·pre-conditions.· Just to clarify, you would say that

25· · · ·masks -- well, would you say that masks are harmful to

26· · · ·people who have no pre-existing conditions at all?



·1· ·A· ·Look, a mask is engineered for breathing.· People

·2· · · ·without pre-existing conditions should be able to wear

·3· · · ·an actual engineered mask with engineered inhalation

·4· · · ·and exhalation valves no problem, provided -- you know,

·5· · · ·depend -- again, it depends like on previous -- if

·6· · · ·there's no pre-existing conditions, they're considered

·7· · · ·fit, then an actual mask is safe to wear for that

·8· · · ·person.

·9· · · · · · But if you're talking -- I'm not talking about a

10· · · ·breathing barrier here.· A breathing barrier with no

11· · · ·inhalation valves, no exhalation valve, that's not safe

12· · · ·for anybody.

13· · · ·MR. KITCHEN:· · · · · · ·Thank you.· Those are actually

14· · · ·all my redirect questions.

15· · · ·THE CHAIR:· · · · · · · ·Thank you very much,

16· · · ·Mr. Schaefer.· I believe that concludes your testimony

17· · · ·this morning, and we thank you for your attendance and

18· · · ·for your testimony, and you're free to leave the

19· · · ·hearing.

20· ·A· ·Thank you very much, Mr. Lees.

21· · · ·THE CHAIR:· · · · · · · ·It's 20 to 12, and we could

22· · · ·start at 12:45.· Mr. Maxston?

23· · · ·MR. MAXSTON:· · · · · · ·Yes, I wondered, do you have

24· · · ·any questions?· You didn't have any questions, I'm

25· · · ·assuming, of Mr. Schaefer --

26· · · ·THE CHAIR:· · · · · · · ·Oh, I'm sorry, I jumped the



·1· ·gun there.· Did the Members of the Tribunal want to

·2· ·caucus and discuss that?· I think I'll have to take a

·3· ·lashing for that, probably ten lashes, but yeah.

·4· · · · So I suggest then that we break for lunch, and we

·5· ·reconvene at 12:45 with Mr. Kitchen's witness and go

·6· ·from there.

·7· ·MR. MAXSTON:· · · · · · ·Just so I'm clear, Mr. Chair,

·8· ·my apologies, will you want Mr. Kitchen -- maybe this

·9· ·is a question Mr. Kitchen is going to ask, do you want

10· ·him to have Mr. Schaefer available then at 12:45 if you

11· ·have any further questions?· And I'm just asking, I

12· ·don't know exactly where we're heading at 12:45.

13· ·THE CHAIR:· · · · · · · ·Okay, I'll touch base with the

14· ·Tribunal Members when we break here, and if there are

15· ·some follow-up issues from the Hearing Tribunal with

16· ·respect to Mr. Schaefer, I'll get in touch with

17· ·Mr. Kitchen, and we'll arrange to get him back.

18· ·MR. KITCHEN:· · · · · · ·Yeah, if you could just please

19· ·let me know within 10, 15 minutes, just that way, I can

20· ·release him or I can keep him around.

21· ·THE CHAIR:· · · · · · · ·Yeah, thank you for bringing

22· ·that up.· That's my fault, I got ahead of myself.· When

23· ·we break now, we'll go into a break-out room first, the

24· ·Panel Members and our legal counsel, and we'll just

25· ·find out if there are any follow-up questions, and then

26· ·I will let you know, Mr. Kitchen.



·1· ·MR. KITCHEN:· · · · · · ·Okay, thank you.

·2· ·_______________________________________________________

·3· ·PROCEEDINGS ADJOURNED UNTIL 12:45 PM

·4· ·_______________________________________________________
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24· ·THE CHAIR:· · · · · · · ·Mr. Kitchen, the floor is

25· ·yours.

26· ·MR. KITCHEN:· · · · · · ·All right, Dr. Dang, first



·1· ·thing is we're going to have you sworn in by Madam

·2· ·Court Reporter, Karoline, so she's going to do that,

·3· ·and then we'll switch over to me asking you questions.

·4· ·THE WITNESS:· · · · · · ·Okay.

·5· ·DR. BAO DANG, Sworn, Examined by Mr. Kitchen

·6· ·MR. KITCHEN:· · · · · · ·So, Chair, Mr. Maxston and I

·7· ·have agreed we're going to consent to the qualification

·8· ·for Dr. Dang.· However, I know Mr. Maxston has a couple

·9· ·comments, so what I'm going to do is I'm going to put

10· ·the qualification forward, and then Mr. Maxston can

11· ·give comments, and if there's anything I need to say in

12· ·reply, then I'll do that.

13· · · · So, Mr. Chair, the -- Dr. Wall tenders Dr. Bao

14· ·Dang as an expert in the area of respirology and, in

15· ·particular, COVID-19 and the efficacy of masking and

16· ·related measures.

17· · · · Now, I'll turn it over to Mr. Maxston, who I think

18· ·wants to just make some comments on that.

19· ·MR. MAXSTON:· · · · · · ·Mr. Chair -- thank you,

20· ·Mr. Kitchen -- Mr. Chair, as I've discussed with

21· ·Mr. Kitchen, I just want to, again, emphasize the

22· ·Complaints Director's view that you can accept evidence

23· ·in whatever manner you see fit, but that the Complaints

24· ·Director's position is with respect to these expert

25· ·witnesses that the focus of this case is regulatory

26· ·compliance and not the efficacy of masking, and you



·1· · · ·should place appropriate weight on the evidence of this

·2· · · ·expert.· Thank you, Mr. Kitchen.

·3· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·4· · · ·THE CHAIR:· · · · · · · ·Okay, thank you both.· We're

·5· · · ·okay to proceed then, Mr. Kitchen?

·6· · · ·MR. KITCHEN:· · · · · · ·Unless you have any objections

·7· · · ·to the qualification that I've provided for you.

·8· · · ·THE CHAIR:· · · · · · · ·I heard comments; I didn't

·9· · · ·hear any objections, so --

10· · · ·MR. KITCHEN:· · · · · · ·Okay.

11· · · ·THE CHAIR:· · · · · · · ·-- let's proceed.

12· ·Q· ·MR. KITCHEN:· · · · · ·Okay, all right.· Well,

13· · · ·Dr. Dang, let's start with, do you practice here in

14· · · ·Alberta?

15· ·A· ·I do.

16· ·Q· ·And where?

17· ·A· ·My main clinical practice is in Medicine Hat, and then

18· · · ·I do mainly consultancy work in Calgary.

19· ·Q· ·And what does your clinical practice in Medicine Hat

20· · · ·consist of?

21· ·A· ·It is an outpatient community respirology practice in

22· · · ·my own office, as well as interpreting and managing my

23· · · ·own pulmonary function lab there, as well as seeing

24· · · ·patients in hospital at the Medicine Hat Regional

25· · · ·Hospital for internal medicine, critical care, and

26· · · ·respirology.



·1· · · · · · I should mention I also have a satellite clinic in

·2· · · ·Brooks, which is a small city near Medicine Hat as

·3· · · ·well, with an associate pulmonary function lab there as

·4· · · ·well, and I spend a few days per month there as well.

·5· ·Q· ·Can you tell us what's a pulmonary lab?

·6· ·A· ·They -- well, basically we do pulmonary function

·7· · · ·testing, which is a series of breathing tests.· Some

·8· · · ·people here may have done it, where you sit in a glass

·9· · · ·booth and you blow through a tube at the instruction of

10· · · ·a respiratory therapist to see if you have chronic lung

11· · · ·disease such as asthma or COPD or other lung disease,

12· · · ·as well as doing things like teaching on how to use

13· · · ·inhalers and also other tests such as methacholine

14· · · ·challenge test and arterial blood gases.

15· ·Q· ·So you're familiar with doing what I'm going to call

16· · · ·breathing testing?

17· ·A· ·Correct, I think the -- the respiratory therapist does

18· · · ·most of the hands-on teaching and testing, but I'm the

19· · · ·medical director, so I run it, yes.

20· ·Q· ·Okay, thank you.· And how much of your practice would

21· · · ·you say is at the hospital as opposed to at your

22· · · ·clinic?

23· ·A· ·I would estimate 20 to 30 percent at the hospital and

24· · · ·the rest in my office.

25· ·Q· ·And can you give us an idea of the type of things you

26· · · ·do at the hospital?



·1· ·A· ·So I am part of the call schedule for general internal

·2· · · ·medicine, as well as doing respirology consults as

·3· · · ·well, so we see everything.· Basically, the family

·4· · · ·doctor or the hospitalist would consult internal

·5· · · ·medicine for any complicated case of heart, lung, or

·6· · · ·any body system disease, as well as managing patients

·7· · · ·in the intensive care unit, and we would see patients

·8· · · ·in the emergency room at the request of the emergency

·9· · · ·physician for a consultation and ward consultations as

10· · · ·well.

11· ·Q· ·So would you, just to give me an idea of this, would

12· · · ·you be confined to simply reading charts and talking to

13· · · ·doctors, or would you actually go into the room where

14· · · ·the patient is?

15· ·A· ·Yes, we would always go to examine the patient as well

16· · · ·and get a full history, so it would be a full

17· · · ·assessment of the patient, reviewing the chart of

18· · · ·course as well, but examining and talking to the

19· · · ·patients and then formulating our opinions and advice.

20· · · ·Occasionally, I do procedures as well and -- or

21· · · ·interventions to help the patient or to diagnose

22· · · ·disease in patients.

23· ·Q· ·Thank you.· So would you refer to what you do, what you

24· · · ·just described, as direct patient care; would that be a

25· · · ·fair assessment?

26· ·A· ·That is correct.



·1· ·Q· ·I just want to ask you a few questions about your

·2· · · ·impartiality.· Dr. Dang, do you know Dr. Curtis Wall

·3· · · ·personally?

·4· ·A· ·No, I've never met him.

·5· ·Q· ·Do you have any personal interest or personal stake in

·6· · · ·the outcome of this case?

·7· ·A· ·I do not.

·8· ·Q· ·Do you have any financial interest or stake in the

·9· · · ·outcome of this case?

10· ·A· ·No, I do not.

11· ·Q· ·Do you understand your duty to provide this Tribunal

12· · · ·with your expert knowledge and opinions in an objective

13· · · ·manner?

14· ·A· ·Yes.

15· ·Q· ·Thank you.· Dr. Dang, are there different types of

16· · · ·health care settings?

17· ·A· ·Yes.

18· ·Q· ·Is there a big difference between, let's say, the

19· · · ·hospital in Medicine Hat and your clinic?

20· ·A· ·Yes, that is correct.

21· ·Q· ·Is there a big difference between a hospital setting

22· · · ·and a chiropractor's office?

23· ·A· ·I would say so.

24· ·Q· ·Based on your knowledge and the type of work you do at

25· · · ·the hospital, would you say the type of the work you do

26· · · ·is quite different than what a chiropractor does in a



·1· · · ·chiropractic office?

·2· ·A· ·Yes, I would think so.

·3· ·Q· ·In a setting like the hospital in Medicine Hat, are a

·4· · · ·large number of the people there symptomatic?

·5· ·A· ·Generally, yes, that is usually one of the requirements

·6· · · ·of being hospitalized.

·7· ·Q· ·In a setting like a hospital, do nurses and doctors

·8· · · ·regularly interact with people that possibly have an

·9· · · ·infectious illness?

10· ·A· ·Yes, potentially.

11· ·Q· ·In settings like hospitals, are they designed to

12· · · ·receive symptomatic patients potentially ill with

13· · · ·infectious illnesses?

14· ·A· ·Yes, absolutely.

15· ·Q· ·What would you say are some of the big differences

16· · · ·between a hospital setting and a setting like a

17· · · ·chiropractic office?

18· ·A· ·Well, I would think the acuity, patients are -- tend to

19· · · ·be quite sick, sick enough certainly to go to the

20· · · ·hospital and sometimes be admitted.· They're

21· · · ·symptomatic.· There are lots of interventions that are

22· · · ·offered to patients, some of them quite invasive.

23· · · · · · And basically, generally, I think the biggest

24· · · ·difference would be the degree of acuity of sickness of

25· · · ·a patient as it would merit them coming to the hospital

26· · · ·and usually being admitted to the hospital.



·1· ·Q· ·Thank you.· Now, I'm going to move into your report.

·2· · · ·In the second paragraph of your report, you state how

·3· · · ·ridiculous it would have been to mandate the entire

·4· · · ·public wear masks during past outbreaks of respiratory

·5· · · ·infections, such as H1N1 and SARS.· Now, the first

·6· · · ·question I have for you on that is are those infections

·7· · · ·viral-based or bacterial-based?

·8· ·A· ·Both of them are viral-based.

·9· ·Q· ·And you said H1N1 was in 2009 and SARS was in 2003;

10· · · ·that's correct, right?

11· ·A· ·Yes, I actually, of course, took part in the medical

12· · · ·care during those time periods as well.

13· ·Q· ·Well, that was my next question, so you were practicing

14· · · ·medicine during both of those?

15· ·A· ·Well, in 2003, I was in medical school, and then in

16· · · ·2009, I was in my full practice at that time.

17· ·Q· ·Okay.

18· ·A· ·But in both cases, I had clinical exposures, of course,

19· · · ·to them.

20· ·Q· ·Right.· Besides those, are there any other historical

21· · · ·viral outbreaks that you've had experience dealing

22· · · ·with?

23· ·A· ·Not major ones that I can think of, to my knowledge,

24· · · ·directly.

25· ·Q· ·Now, forgive my ignorance, I can't help but notice that

26· · · ·SARS must have something to do with what's going on



·1· · · ·now, because the virus that causes COVID-19 is

·2· · · ·SARS-CoV-2.· Can you just briefly tell me is there --

·3· · · ·well, let me ask you this:· Is there a relation between

·4· · · ·SARS in 2003 and COVID-19?

·5· ·A· ·Correct, yes.· They're both made by a similar family

·6· · · ·type, shall we say, of the virus.· SARS just means

·7· · · ·severe acute respiratory syndrome, so it described

·8· · · ·usually the type of illness a patient could get being

·9· · · ·exposed to the Coronavirus.· Now, these viruses, of

10· · · ·course, are related to each other then, they do share a

11· · · ·lot of similar properties, but they are different

12· · · ·viruses.· I suppose, as an analogy, you could say those

13· · · ·species, and then you have different types of dogs.

14· ·Q· ·Okay, thank you.· Now, you said back then that there

15· · · ·was no, quote, controversy about masks.· What do you

16· · · ·mean by that?

17· ·A· ·Well, I just meant that in terms of our approach to

18· · · ·public health at that time was radically different.

19· · · ·There was no thought of having universal mandatory

20· · · ·masking.· The most -- even in the hospital setting, we

21· · · ·didn't have continuous masking.· We had masking for

22· · · ·patients at risk in isolated rooms, which we always

23· · · ·would have but just I would say of a higher volume, but

24· · · ·there was no question of having mandatory masking in

25· · · ·the community setting or in any public setting, either

26· · · ·indoors or outdoors.· It wasn't even contemplated.



·1· ·Q· ·And in your opinion, was that the correct approach to

·2· · · ·take back then?

·3· ·A· ·Yes, I believe so.

·4· ·Q· ·And do you think back then that not mandating masking

·5· · · ·was an unsafe thing to do for patients and for health

·6· · · ·care workers?

·7· ·A· ·No, I mean -- you're asking is -- because we didn't

·8· · · ·mandate masks in our universal setting, was that unsafe

·9· · · ·for the --

10· ·Q· ·Yeah --

11· ·A· ·-- patients?

12· ·Q· ·-- that's what I'm asking.

13· ·A· ·Yeah, yeah.· So, no, I don't think -- I think we did

14· · · ·the right -- I think the public health authorities did

15· · · ·the right thing at that time, it just had masking in

16· · · ·very limited settings, which was what was always

17· · · ·applied in the past anyways -- or in the past in terms

18· · · ·of modern medicine.

19· ·Q· ·Why do you think it is that there was no attempt to

20· · · ·implement or impose mandatory masking back then?

21· ·A· ·Well, I don't think anyone can say with certainty.

22· · · ·There are multi-factorial reasons.· One, I don't think

23· · · ·at that time or as I say even now there was any firm

24· · · ·evidence that that would work.· Applications to general

25· · · ·population would be problematic to say the very least,

26· · · ·and it would be, at that time, probably considered a



·1· · · ·great infringement upon people's ability to do their

·2· · · ·day-to-day activities.· And it was also, I would say --

·3· · · ·I believe the health authorities would not have made an

·4· · · ·impact upon reducing transmission.

·5· ·Q· ·In your opinion, has anything changed since then to

·6· · · ·make mandatory universal masking more scientific now

·7· · · ·than it was back then?

·8· ·A· ·No, I can't think, from a scientific perspective, why

·9· · · ·it is more advantageous now than then.

10· ·Q· ·And why do you think now, this time, for the first

11· · · ·time, we've done this mandatory universal masking in

12· · · ·response to a respiratory virus?

13· ·A· ·Well, again, I think it's multi-factorial, and I can't

14· · · ·say with certainty.· I can only think that our

15· · · ·situation is different from a social and political

16· · · ·aspect, which has led to this in terms of causing mass

17· · · ·paranoia and fear and panic.· And with, you know,

18· · · ·communications and everything being so much more

19· · · ·instantaneous now, I think that has led to these

20· · · ·reactions.

21· ·Q· ·Would you consider what you just said to be

22· · · ·sociopolitical reasons?

23· ·A· ·Correct.

24· ·Q· ·So not scientific reasons?

25· ·A· ·Correct.

26· ·Q· ·Now, you were there back then; was there less fear back



·1· · · ·then?

·2· ·A· ·I think there was less global fear that led -- that

·3· · · ·prevented this domino effect, yes, partially because of

·4· · · ·not -- the lack of social media, the lack of all these

·5· · · ·things we're doing right now.· I mean, obviously,

·6· · · ·there's the internet, and there was online

·7· · · ·communications and telecommunications, but not anywhere

·8· · · ·to the extent that we have now.

·9· ·Q· ·You discussed in the third paragraph of your report

10· · · ·that:· (as read)

11· · · · · · Despite decades of mask wearing in the

12· · · · · · operating theatre, in many studies looking at

13· · · · · · whether masking prevented infection in that

14· · · · · · type of health care setting, the evidence

15· · · · · · does not support the conclusion that masks

16· · · · · · are effective at preventing transmission in a

17· · · · · · setting like the operating room.

18· · · ·Now, do you find it surprising that Dr. Hu has so

19· · · ·confidently claimed that these same masks are now

20· · · ·highly effective at preventing the transmission of

21· · · ·COVID in health care settings?

22· ·A· ·Yes, I would disagree with that assessment.

23· ·Q· ·Is there anything fundamentally different about COVID

24· · · ·as compared to past respiratory infections that make it

25· · · ·likely for masks to work now against COVID even though

26· · · ·they did not work in the past against other respiratory



·1· · · ·infections?

·2· ·A· ·No, I don't think so.· Many of the studies that myself

·3· · · ·and he posted cited literature in the past, which is

·4· · · ·how you build up on scientific knowledge; you base your

·5· · · ·theories and evidence on previous evidence.

·6· ·Q· ·In order for masks to work now, would there have to be

·7· · · ·something fundamentally different about COVID?

·8· ·A· ·Well, just the virus itself would have to behave in an

·9· · · ·entirely different manner, I would think, and be an

10· · · ·entirely different size.· But, no, with regards to what

11· · · ·the virus is currently, there would be no substantial

12· · · ·difference.

13· ·Q· ·Speaking of size, is SARS-CoV-2, the virus, is it

14· · · ·larger in size than past viral respiratory infections

15· · · ·like SARS or H1N1?

16· ·A· ·I don't think so.· I don't know the exact size off my

17· · · ·memory, but viruses generally are of the order -- a

18· · · ·different size compared to bacteria.· So I think

19· · · ·that -- I think I gave it in my report the size of the

20· · · ·SARS virus, it was I think 100 microns, but I could be

21· · · ·off by a decimal point or two.· I just can't remember

22· · · ·that.

23· ·Q· ·Well, you have here, it's 0.1 micron.

24· ·A· ·Oh, then that's the correct answer.

25· ·Q· ·Okay, and then, in brackets, you say about a hundred

26· · · ·times smaller than a bacteria.



·1· ·A· ·That would be correct, yes.

·2· ·Q· ·Help us understand, us nonmedical people, what is a

·3· · · ·micron?

·4· ·A· ·Well, a micron is microscopic so you can't see it

·5· · · ·unless it's under a microscope, and even smaller than

·6· · · ·that, not even a regular microscope.· So I imagine most

·7· · · ·of the audience here had to use a regular microscope at

·8· · · ·some point in their schooling, high school or

·9· · · ·university.· You would have to go up to the next order,

10· · · ·which is an electron microscope, to probably see these

11· · · ·viroids.· So we're talking about a magnification of

12· · · ·100,000 to a million times to even see a dot, for

13· · · ·example.

14· ·Q· ·Is electron microscopes what they use to be able to see

15· · · ·things like RNA and DNA?

16· ·A· ·Yeah, I'm not even sure they can see that, but they

17· · · ·could see bacteria, and they could see some viruses.

18· · · ·They're those kind of microscopes that fill up the

19· · · ·entire room basically in the old days.· Maybe they're

20· · · ·smaller now, but I used to work, when I was doing my

21· · · ·training, on an electron microscope, and it filled up

22· · · ·the entire room, and, yeah, it required a lot of power.

23· · · ·It was like one of those super computers you would

24· · · ·think of in the old days.

25· ·Q· ·So just to try and get an idea of the size of the

26· · · ·SARS-CoV-2 virus, is it similar to a really large



·1· · · ·molecule?

·2· ·A· ·It's very small molecule.· Like a virus would be the

·3· · · ·size of an mRNA or a DNA, for example, so it would be

·4· · · ·extremely small.· Probably one of the smallest forms of

·5· · · ·life forms possible.

·6· ·Q· ·So would it be smaller than, for example, a protein?

·7· ·A· ·Yes, I think it would be generally smaller than a

·8· · · ·protein.

·9· ·Q· ·Now, SARS-CoV-2, this tiny little molecule-sized virus,

10· · · ·is it only transmitted through like large water

11· · · ·droplets, or is it also transmitted through what's

12· · · ·called aerosols?

13· ·A· ·Well, I think in the early days, they thought it was

14· · · ·more droplets, because that would be the typical nature

15· · · ·of this infection, but I think there's more and more

16· · · ·convincing evidence that aerosolized is possible and

17· · · ·also a common route of transmission as well.· The exact

18· · · ·degree in terms of which one is more I don't think has

19· · · ·been sorted out, but I think it is universally

20· · · ·recognized now that it can be transmitted in both

21· · · ·methods.

22· ·Q· ·And can you just explain for us what's the difference

23· · · ·between these large droplets and aerosols?

24· ·A· ·Well, large droplets are, as the name implies, say you

25· · · ·cough or you speak or sing or shout, you can spew

26· · · ·droplets.· Sometimes you see them, like if they're very



·1· · · ·big, and they kind of go to a front trajectory, I would

·2· · · ·say, in layman's terms, almost similar to a shotgun,

·3· · · ·for example, it sprays out.· So it's a very brief

·4· · · ·interaction, and whatever it hits, it potentially could

·5· · · ·attach to that and infect, and then it's gone.· So if

·6· · · ·you were too far away, for example, then it probably

·7· · · ·wouldn't reach you.

·8· · · · · · Aerosolized means that it is suspended in air, and

·9· · · ·it could stay there for minutes to hours, and it would

10· · · ·float.· So think of it as a floating cloud, for

11· · · ·example.· And if some living thing got in the way of

12· · · ·it, it could potentially could attach to that living

13· · · ·organism.

14· ·Q· ·And these large droplets, you described how they come

15· · · ·out and kind of like a shotgun, how far do they tend to

16· · · ·go typically?

17· ·A· ·Well, I don't think anyone knows for sure.· The

18· · · ·regulations say 2 metres in Canada because they figured

19· · · ·that that would be roughly the safest distance to stay

20· · · ·apart, but that's far from universal.· Every country

21· · · ·has their own rules.

22· · · · · · I think the references for this date all the way

23· · · ·back to research from the 1930s, so I don't think

24· · · ·anyone knows for sure.· It obviously depends upon the

25· · · ·intensity of the cough or the sneeze or whatever

26· · · ·propellant propelled the droplets.· It's entirely



·1· · · ·dependent on that.· Just like if you shoot something

·2· · · ·with a rifle or whatever, it depends on how much

·3· · · ·pressure is applied.

·4· ·Q· ·So we'll pick a number, let's call it 3 metres; if

·5· · · ·COVID was only transmitted through large droplets, and

·6· · · ·we all stayed 3 metres apart all the time, do you think

·7· · · ·that would actually work to stop the transmission of

·8· · · ·the virus?

·9· ·A· ·Theoretically, if that was true, that it only

10· · · ·transmitted 3 metres, and the only way of transmission

11· · · ·was through large droplets, and every organism or human

12· · · ·being could stay more than 3 metres apart for an

13· · · ·appropriate length of time, and there's no

14· · · ·aerosolization, then theoretically, in a perfect world,

15· · · ·that would be possible.· But in my opinion, in a

16· · · ·practical sense, that would be impossible, so short of

17· · · ·isolating everyone, you know, like completely.

18· ·Q· ·So is the reason these 2 metre distancing rules don't

19· · · ·work is it because of the aerosolization?

20· ·A· ·I believe that's a large part of it, not the only part.

21· · · ·I believe that 2 metres or any distance that you

22· · · ·enforce -- that by mandated is unenforceable in a

23· · · ·practical sense, because everyone at some point

24· · · ·inadvertently or under circumstances where they allow

25· · · ·exceptions are put in very closer.· Just, for example,

26· · · ·being packed in airplanes, despite being lined up 2



·1· · · ·metres apart before boarding the plane.

·2· ·Q· ·Right.· Is there any logical or scientific reason to

·3· · · ·think that masks are significantly more effective at

·4· · · ·preventing the transmission of COVID in a health care

·5· · · ·setting than in the general community?

·6· ·A· ·I don't think, from a scientific point of view,

·7· · · ·necessarily, because the masks are the same and the

·8· · · ·virus are the same theoretically, if you're talking

·9· · · ·about mask for mask.

10· · · · · · The applications of the rules may be more vigorous

11· · · ·in the hospital and under certain circumstances may be

12· · · ·beneficial, but they would be, in my opinion,

13· · · ·impossible to enforce and to make perfect in a

14· · · ·community or a general population setting.

15· ·Q· ·In your experience, is there any sort of significant

16· · · ·difference in efficacy between nonmedical cloth masks

17· · · ·or the medical blue procedural masks?

18· ·A· ·Well, yes, they're quite different, and I would say the

19· · · ·blue ones for certain things are certainly better than

20· · · ·the cloth masks.

21· ·Q· ·Are the blue procedural masks, are they better at

22· · · ·stopping the large droplets than the cloth masks?

23· ·A· ·They would be -- I think they would be superior at

24· · · ·stopping anything compared to -- relatively compared to

25· · · ·the cloth mask.· I'm not saying that they're effective

26· · · ·against viral transmission, but if you compare, of



·1· · · ·course, a disposable medical grade blue mask to, well,

·2· · · ·a nonstandardized cloth mask, I would have to say they

·3· · · ·would be superior in every way for stopping things.

·4· ·Q· ·So the procedural blue masks, they would stop more

·5· · · ·aerosols?

·6· ·A· ·Well, they're not aerosols, but they potentially would

·7· · · ·stop more droplets, yes.

·8· ·Q· ·Oh, okay.· So with aerosols, is there much difference

·9· · · ·between the two?

10· ·A· ·I don't think so, because aerosols would then just, as

11· · · ·I say, it's like a cloud, so unless you seal any mask

12· · · ·airtight, it's just going to seep around the masks.

13· ·Q· ·Is that what you see in your work; do you observe that;

14· · · ·do you observe the aerosols coming out of the blue

15· · · ·masks?

16· ·A· ·Well, you can't observe it if it's invisible; you have

17· · · ·to theorize that that's what's happening.· They have

18· · · ·done studies I think looking in terms of within the lab

19· · · ·where you can see it, because they can trace the gases

20· · · ·and see that it's clearly going around the masks.· One

21· · · ·experiment you can do is just if you see people vaping

22· · · ·or that sort of thing through a mask, and you can see

23· · · ·it going around it, so -- or the other way around.

24· ·Q· ·Would you say the idea that these blue surgical masks

25· · · ·are effective at preventing the transmission of COVID,

26· · · ·would you say that's a scientific theory or a



·1· · · ·scientific fact?

·2· ·A· ·I'd say that's a theory that has been debated and

·3· · · ·disputed, yes.· Not a fact.

·4· ·Q· ·On the second page of your report, you mention a

·5· · · ·randomised control trial on the effectiveness of masks

·6· · · ·regarding COVID that was conducted in Denmark --

·7· ·A· ·Correct.

·8· ·Q· ·-- for short, it's called the DANMASK-19 study.· Can

·9· · · ·you just tell me briefly about some of the findings of

10· · · ·this study?

11· ·A· ·Well, it was a study in a public setting looking at

12· · · ·masks and seeing if it would reduce rates of COVID, and

13· · · ·the findings were negative, meaning it didn't

14· · · ·significantly show a reduction in COVID infection.

15· · · · · · The significance of this study -- I mean, every

16· · · ·study has problems -- is that it is the only randomised

17· · · ·control trial looking specifically at COVID.· Every

18· · · ·other piece of evidence so far is based on either

19· · · ·previous literature pre-COVID or else based on

20· · · ·observational data.· So the only randomised control

21· · · ·study, which is considered -- generally considered the

22· · · ·highest form of research, looking specifically at this

23· · · ·issue during the COVID pandemic so far is a negative

24· · · ·study for showing benefits with wearing a mask.

25· ·Q· ·Now, you've said that randomised control trials are,

26· · · ·you said, the highest -- of the highest value, is that



·1· · · ·what you said?

·2· ·A· ·Yes.· Well, they are the -- they're generally accepted

·3· · · ·as the most difficult studies to set up.· Generally, if

·4· · · ·you start a medical treatment or something like that,

·5· · · ·and you want it to be approved, you have to have a

·6· · · ·randomised control trial -- or more than one usually,

·7· · · ·but you have to have randomised control trials to prove

·8· · · ·that it is better than the alternative, which is

·9· · · ·usually whatever was done before, or a placebo.

10· · · · · · This is the study that can -- randomised control

11· · · ·studies are those that can show causation.

12· · · ·Observational studies can show correlation, but they

13· · · ·generally cannot conclude that it causes it, for

14· · · ·example.

15· ·Q· ·Okay, so to go back to what you're saying, you said

16· · · ·generally these randomised control trials are what's

17· · · ·required for a new product or intervention, so I guess

18· · · ·this mandatory universal masking was imposed without

19· · · ·any randomised control trials that demonstrate that

20· · · ·it's a good idea?

21· ·A· ·Correct.· I believe Dr. Hu also said the same thing,

22· · · ·but then he mentioned because you wouldn't -- the

23· · · ·analogy he put up of not testing someone without a

24· · · ·parachute.

25· ·Q· ·Yeah, what's the likelihood of surviving jumping out of

26· · · ·an airplane without a parachute?



·1· ·A· ·Well, I guess it depends how high the plane is, but I

·2· · · ·would say, under normal circumstances, zero.

·3· ·Q· ·Right, okay.· And what's the likelihood of surviving

·4· · · ·COVID if you contract it?

·5· ·A· ·Well, taking the general population, it would be more

·6· · · ·than 99 percent.

·7· ·Q· ·Taking the population of health care workers, would

·8· · · ·that number go up?

·9· ·A· ·It has more to do with health, age, and risk factors,

10· · · ·so on the whole, in general, no, it would stay the

11· · · ·same, over 99 percent survival rate.

12· ·Q· ·And forgive me, I know this question is obvious, but

13· · · ·what's the difference between 0 and 99?

14· ·A· ·I think infinity, if you argue that way,

15· · · ·mathematically, but obviously quite extreme opposite

16· · · ·ends of each other.

17· ·Q· ·It's not really a fair assessment to compare jumping

18· · · ·out of a plane with a parachute with COVID, is it?

19· ·A· ·I think not.· May I just take a 1-minute pause?

20· · · ·MR. KITCHEN:· · · · · · ·Yeah, you know what, Chair,

21· · · ·can we take just a little bit of a break; is that all

22· · · ·right?· Maybe until 1:30.· Mr. Lees?

23· ·A· ·I just need 2 minutes, but whatever you ...

24· · · ·THE CHAIR:· · · · · · · ·That's fine.· I was just going

25· · · ·to ask, Mr. Maxston, you're okay?

26· · · ·MR. MAXSTON:· · · · · · ·Yes, I'm fine, thank you.



·1· · · ·THE CHAIR:· · · · · · · ·Okay, we'll reconvene at 1:30.

·2· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·3· · · ·(ADJOURNMENT)

·4· · · ·THE CHAIR:· · · · · · · ·Okay, Mr. Kitchen, I believe

·5· · · ·we're all back, so please continue.

·6· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·7· ·Q· ·MR. KITCHEN:· · · · · ·Now, Dr. Dang, before the

·8· · · ·break, you were talking a little bit about randomised

·9· · · ·control trials versus observational evidence.· Now,

10· · · ·observational evidence does have some value; is that

11· · · ·right?

12· ·A· ·Correct, lots of studies are observational studies, far

13· · · ·more than randomised control trials, I would say.

14· ·Q· ·But just to properly contextualize this, observational

15· · · ·evidence has some value but less than randomised

16· · · ·control trials?

17· ·A· ·Correct, generally speaking, the gold standard to try

18· · · ·to find causation would be to do a randomised control

19· · · ·trial.· Observational trials often can lead to

20· · · ·randomised control trials if there is enough

21· · · ·correlation.

22· ·Q· ·Well, I'm going to ask you some questions about your

23· · · ·observations, and you mention this in your report, I'm

24· · · ·going to ask you first about some international

25· · · ·observations.· From what you've seen, has the

26· · · ·transmission of COVID noticeably decreased in



·1· · · ·jurisdictions with mandatory masking, let's say,

·2· · · ·California as compared to jurisdictions with no

·3· · · ·mandatory masking like Florida or Texas?

·4· ·A· ·No, they have not decreased.

·5· ·Q· ·Now, bear with me, but has the transmission of COVID

·6· · · ·noticeably increased in jurisdictions like Florida or

·7· · · ·Texas with no mandate as compared to jurisdictions with

·8· · · ·a mandate?

·9· ·A· ·Not necessarily, no.· I don't think they have any

10· · · ·correlation honestly.

11· ·Q· ·Now, Dr. Hu has stated that every country that has

12· · · ·imposed masking as a mandate has experienced decreased

13· · · ·transmission of COVID; do you agree with him?

14· ·A· ·Well, no, I think that's patently false because we have

15· · · ·higher rates now than ever, so -- in some places.

16· ·Q· ·Are you aware of any academic literature that would

17· · · ·support his claim?

18· ·A· ·None that could support it conclusively.

19· ·Q· ·Now, I want to ask you about closer to home, but

20· · · ·Alberta and your practice in Medicine Hat, and you

21· · · ·state in the third page of your report that you have

22· · · ·seen patients who have contracted COVID despite

23· · · ·diligently wearing a mask as directed by the mandates.

24· · · ·Can you tell me any more about that?

25· ·A· ·Well, in general, yes, I think everyone has made a

26· · · ·sincere effort to just obey the law, because that's



·1· · · ·kind of the nature of our civil society, but almost all

·2· · · ·the patients that I've seen have been respectful of the

·3· · · ·laws and the rules, and they have contracted COVID.

·4· ·Q· ·Do you have any patients that generally don't wear a

·5· · · ·mask?

·6· ·A· ·For various reasons, I do, yes.

·7· ·Q· ·Do you see any difference between the two as far as

·8· · · ·contracting COVID?

·9· ·A· ·I don't, no, not in my personal experience.

10· ·Q· ·And some of your patients that wear a mask, are they

11· · · ·themselves health care workers?

12· ·A· ·Some of them directly are my patients, or some are --

13· · · ·just happen to be health care workers that I have known

14· · · ·to have contracted COVID, but some are directly under

15· · · ·my care.

16· ·Q· ·You mean like the health care workers that you work

17· · · ·with?

18· ·A· ·Correct, yes, I know some of them, they aren't

19· · · ·necessarily my patients, but I know they've contracted

20· · · ·COVID because they chose to make it public, for

21· · · ·example, or it became public, one way or the other.

22· ·Q· ·Okay.· Now, Dr. Hu has said that despite hundreds of

23· · · ·thousands of interactions between Alberta health care

24· · · ·workers and patients with COVID, he says transmissions

25· · · ·have been very, very, very low, likely less than 100.

26· · · ·Based on your experiences and observations, is Dr. Hu's



·1· · · ·statement likely to be true?

·2· ·A· ·I think it would be more than 100.· I think there may

·3· · · ·be a degree of less than, say, in the community because

·4· · · ·of various factors, not just -- not primarily masking

·5· · · ·that may reduce the incidents to some extent, but I

·6· · · ·don't see that as being supported by evidence.

·7· ·Q· ·If we had to put a number on it, how many would you --

·8· · · ·how many transmissions of COVID between patient and

·9· · · ·health care worker do you think has happened in

10· · · ·Medicine Hat?

11· ·A· ·Well, we're not a big facility, first of all, but I

12· · · ·would say, I'm just estimating here, I would say in the

13· · · ·hundreds.

14· ·Q· ·Hundreds just in Medicine Hat?

15· ·A· ·Yeah.

16· ·Q· ·(INDISCERNIBLE)

17· ·A· ·Over the last two years though, that's --

18· ·Q· ·Right, but Dr. Hu has said that it's less than 100 for

19· · · ·the whole province.

20· ·A· ·Well, I don't think that's true.

21· ·Q· ·Now, I want to ask you about the general community.

22· · · ·From your perspective as a clinical respirologist in

23· · · ·Medicine Hat, has mandatory masking noticeably reduced

24· · · ·the transmission of COVID in the general community in

25· · · ·Medicine Hat?

26· ·A· ·No.· Medicine Hat, up until the very first mandate,



·1· · · ·was -- some people may or may not know -- the last

·2· · · ·major jurisdiction in Alberta to enforce the mask

·3· · · ·mandate.· They did it very reluctantly in terms of all

·4· · · ·the other -- compared to the other City councils, and

·5· · · ·their numbers, up until that date, had faired much

·6· · · ·better than Calgary or Edmonton, for example, whereby

·7· · · ·they imposed mask mandates very early on, independent

·8· · · ·of the Provincial guidelines.

·9· ·Q· ·So I just want to make sure I understand you then, and

10· · · ·you tell me whether or not it's correlation or

11· · · ·causation, but you're saying that, with mandatory

12· · · ·masking, cases actually seemed to go up after the

13· · · ·mandatory masking?

14· ·A· ·Well, that would be a correlation.· That was what was

15· · · ·observed.· It can't be disputed because that simply is

16· · · ·what was observed.· Whether that is due to the mandates

17· · · ·or not is debatable, of course.

18· ·Q· ·Right.· But you haven't seen any correlation of cases

19· · · ·going down with mask mandates, have you?

20· ·A· ·No firm correlation.· I think the virus itself has

21· · · ·cyclical natures, just like any other typical virus, so

22· · · ·it will peak and ebb throughout the seasons and

23· · · ·throughout the year, but due to many, many

24· · · ·circumstances, I don't think masking has any impact on

25· · · ·that.

26· ·Q· ·Is a peak and a wave sort of the same thing?



·1· ·A· ·Yes, correct.

·2· ·Q· ·And how many peaks or waves of the virus have we had so

·3· · · ·far?

·4· ·A· ·I believe we're in the fourth one they say in Alberta

·5· · · ·anyways.

·6· ·Q· ·And for how many of those waves has mandatory masking

·7· · · ·been in place?

·8· ·A· ·In terms of the Alberta rules, I believe it was

·9· · · ·instituted December 8 -- or announced on December 8th,

10· · · ·2020, which is I believe during the second wave.

11· ·Q· ·So is there any data to suggest that the third wave and

12· · · ·fourth wave were decreased because of masking?

13· ·A· ·No, because their waves were much higher than the very

14· · · ·first wave when there was no mandatory masking at all,

15· · · ·provincially or by city.

16· ·Q· ·So the cyclical nature of the virus is going on

17· · · ·unabated by universal widespread masking?

18· ·A· ·Correct, I think it's independent of that.· I don't

19· · · ·think it has made any impact on viral transmission.

20· ·Q· ·So you wouldn't say there's even any correlation, let

21· · · ·alone causation?

22· ·A· ·Correct.

23· · · ·MR. MAXSTON:· · · · · · ·Just while you gather your

24· · · ·thoughts, I just want to express a bit of a concern

25· · · ·that some of the questions have some preambles to them

26· · · ·and the question at the end; I'm a little concerned



·1· · · ·that there's a bit of a leading question pattern here.

·2· · · ·I wonder if I can just ask you to think about that

·3· · · ·maybe when you're asking your questions.· I'm not going

·4· · · ·to formally object, but I've just seen a -- I think a

·5· · · ·little bit of that that causes me a little concern.

·6· · · ·MR. KITCHEN:· · · · · · ·Sure, I'll slow down and ask

·7· · · ·some more questions so that we're not leading anywhere.

·8· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Dang, do you think enough

·9· · · ·evidence has accumulated over the last year-and-a-half

10· · · ·to allow us to reasonably know, one way or the other,

11· · · ·whether the Public Health restrictions have been

12· · · ·effective regarding COVID?

13· ·A· ·No, I think it's highly debatable to now.

14· ·Q· ·So mindful of my learned friend's comments, it's highly

15· · · ·debatable, so you're saying -- I want to make sure I

16· · · ·understand -- is there enough evidence to say that the

17· · · ·restrictions definitely don't work?

18· ·A· ·No, I don't think anyone can say that either with

19· · · ·certainty.· I say that is debatable that you can say

20· · · ·that these restrictions have had a meaningful impact.

21· · · ·If you go by case numbers itself, in terms of the

22· · · ·volume of COVID cases, in some jurisdictions, we have

23· · · ·seen the highest rates ever despite vaccinations,

24· · · ·restrictions, et cetera.· So if you go by results, you

25· · · ·could argue that they've had no impact because you have

26· · · ·more cases than ever.



·1· ·Q· ·And just to be clear, there is not enough evidence to

·2· · · ·definitely say they do work?

·3· ·A· ·Correct, yes, there's -- I would agree with that

·4· · · ·statement completely.· There is no definite evidence

·5· · · ·that they do work as they were intended, and that the

·6· · · ·point is really debatable at this point.

·7· ·Q· ·Based on a preponderance of evidence, if you had to

·8· · · ·choose between the restrictions are generally working

·9· · · ·or the restrictions are generally not working, which

10· · · ·would you say is the case?

11· ·A· ·Well, I said previously, given the -- many

12· · · ·jurisdictions having the highest cases ever since the

13· · · ·pandemic began, over almost two years now, I would say

14· · · ·that they generally are not working.

15· ·Q· ·You said the word "debatable"; is there a debate

16· · · ·currently ongoing about the effectiveness of these

17· · · ·measures?

18· ·A· ·I think, to some extent, there is a debate.· I believe

19· · · ·currently the debate has been more leaning to one side

20· · · ·than the other in terms of the ability to debate, but

21· · · ·anything in the scientific realm should be debatable

22· · · ·and argued reasonably.

23· ·Q· ·Do you think the Alberta Public Health authorities are

24· · · ·open to debate?

25· ·A· ·Based on what I can see so far of their actions, no, I

26· · · ·do not think they are open to debate.



·1· ·Q· ·Do you find that strange?

·2· ·A· ·I do.· Normally, the scientific community should be

·3· · · ·open to debate and arguments and to see both sides of

·4· · · ·the situation before making profound measures that

·5· · · ·impact basically the entire population.

·6· ·Q· ·Do you think the decisions that Alberta Health Services

·7· · · ·or the CMOH are making, do you think they're entirely

·8· · · ·informed by science?

·9· ·A· ·I do not think they have considered all the evidence in

10· · · ·science that is available or looked at both sides of

11· · · ·the situation, so the short answer to that being, no, I

12· · · ·don't.

13· ·Q· ·Do you think there's anything nonscientific that's

14· · · ·influencing these decisions?

15· ·A· ·Well, I think there's always an element of a bit of

16· · · ·fear and the tendency, it appears, from this

17· · · ·organization to err on one side rather than the other.

18· · · ·I think there's also, to some extent, a kind of a

19· · · ·domino effect from what is happening around the world,

20· · · ·so that every jurisdiction has to feel like they're

21· · · ·following everyone else's, and it's reached a point

22· · · ·where it's very hard to go against the grain, as it

23· · · ·were.· But there have been some countries that have

24· · · ·successfully done that, and I think I put a point in my

25· · · ·report to that effect as well.

26· ·Q· ·And would you say that impact, is that a scientific



·1· · · ·impact?

·2· ·A· ·Sorry, can you clarify that?

·3· ·Q· ·You said there's the domino effect of feeling like you

·4· · · ·have to follow what other jurisdictions are doing; is

·5· · · ·that effect a scientific effect?

·6· ·A· ·No, I think that's mainly a social political effect.

·7· ·Q· ·Dr. Hu has repeatedly stated that the evidence

·8· · · ·supporting the effectiveness of masks is, quote,

·9· · · ·overwhelming.· Do you think that's a scientifically

10· · · ·accurate statement?

11· ·A· ·Well, I disagree with that statement is I think the

12· · · ·best I can say.· I think that there is not overwhelming

13· · · ·evidence.· I think it is still highly debatable at this

14· · · ·point, and there have been studies in the past for and

15· · · ·against his position.

16· ·Q· ·Dr. Hu has also said that there's heaps and mounds of

17· · · ·evidence supporting the effectiveness of masks.

18· ·A· ·I would not say --

19· ·Q· ·Do you -- I was just going to ask you, do think the

20· · · ·statement is an exaggeration?

21· ·A· ·I disagree with the statement.

22· ·Q· ·Would you say he's -- you merely disagree with him, or

23· · · ·would you say he's exaggerating?

24· ·A· ·Well, I don't think what he said is true.· I don't

25· · · ·think there are heaps and mounds.· Although heaps and

26· · · ·mounds is a very subjective description, so maybe, in



·1· · · ·his mind, heaps and mounds are -- is different from

·2· · · ·what I think of heaps and mounds.

·3· ·Q· ·Dr. Hu said masks are an effective tool for preventing

·4· · · ·the spread of respiratory viruses writ large.· In your

·5· · · ·opinion, is this a medically sound statement?

·6· ·A· ·Again, I would disagree with that, based on the studies

·7· · · ·in the past, looking specifically at viral

·8· · · ·transmission, masks have not been proven to be

·9· · · ·beneficial in that sense.· And from a structural point

10· · · ·of view, I don't see how they could be, given the sizes

11· · · ·of viruses versus the pores of masks.

12· ·Q· ·And forgive me if this seems redundant, but then Dr. Hu

13· · · ·goes on to say in the last page of his report that:

14· · · ·(as read)

15· · · · · · The efficacy of masking on disease

16· · · · · · transmission is beyond doubt.

17· · · ·Do you agree with that statement?

18· ·A· ·I do not.

19· ·Q· ·Let me ask you a different question:· Do you think that

20· · · ·statement is even reasonable?

21· ·A· ·Well, personally, I don't think it's reasonable.· As I

22· · · ·mentioned before, science is open to debate, and so

23· · · ·this is I think still a very debatable point.· And

24· · · ·there has been some research looking into this long

25· · · ·before COVID, and the results have been mixed at best.

26· · · ·So to say that this is definitely one way or the other



·1· · · ·is not right.

·2· ·Q· ·Do you think there are some things about science or

·3· · · ·medicine that really aren't debatable because we know

·4· · · ·what the answer is?

·5· ·A· ·Yes, but very few things.

·6· ·Q· ·Okay.· So does it surprise you then that Dr. Hu is so

·7· · · ·confident that he's absolutely right about the efficacy

·8· · · ·of masks?

·9· ·A· ·Well, really I can't speak for Dr. Hu or his intention,

10· · · ·I presume they're honourable, but I think, as I say, in

11· · · ·any scientific debate, especially on a question as

12· · · ·this, that potentially it could affect civil society to

13· · · ·such a broad extent, I think it should be open to

14· · · ·debate, and I don't think that there is firm evidence

15· · · ·saying conclusively that masking worked or that they

16· · · ·justify the measures that have been in place.

17· ·Q· ·Now, of course, to Dr. Hu's credit, he specifically

18· · · ·said masks aren't perfect, nothing's perfect, masks

19· · · ·aren't perfect.

20· ·A· ·Correct.

21· ·Q· ·Are you -- would you say that masks don't work at all

22· · · ·ever?

23· ·A· ·It -- no, I think that it depends on what the purpose

24· · · ·of the mask is and the conditions that they're used.

25· · · ·In some very limited settings, they might be useful to

26· · · ·some extent.· Even in the days, as I mentioned, the



·1· · · ·previous pandemics that I was experiencing, we didn't

·2· · · ·have these universal rules in the community of

·3· · · ·populations, but we certainly had limited settings in

·4· · · ·isolated rooms, in negative pressure rooms, and

·5· · · ·different types of masks and different procedures for

·6· · · ·wearing the masks.

·7· · · · · · So -- but the original purpose of wearing masks,

·8· · · ·supporting my OR research -- or in the studies that

·9· · · ·looked at it in the operating room, it's not for viral

10· · · ·transmission protection but really to prevent

11· · · ·transmission of very large things like blood and saliva

12· · · ·and things like that.

13· ·Q· ·So some masks could work sometimes for some things?

14· ·A· ·Correct, yes.

15· ·Q· ·But when it comes to COVID, from your observations, are

16· · · ·the masks working to stop the transmission of COVID?

17· ·A· ·No, and if we go completely by result-based assessment,

18· · · ·then I think that definitely you can say, no, it has

19· · · ·not been successful in that way.

20· ·Q· ·Now, I want to go back to this issue of causation and

21· · · ·correlation, because I think this is probably pretty

22· · · ·important.

23· · · · · · Dr. Hu stated in his testimony that a very, very,

24· · · ·very large number of health care workers in Italy

25· · · ·contracted and died from COVID early on.· He concluded

26· · · ·that part of the reason that happened was because the



·1· · · ·Italian health care workers ran out of masks.· Now, in

·2· · · ·your opinion, is there a causal link between masking

·3· · · ·and what happened to the Italian health care workers,

·4· · · ·or is that only correlation?

·5· ·A· ·Well, that would be, at best, correlation.· I think

·6· · · ·even if you clarified that with Dr. Hu, he would agree

·7· · · ·with that if he's a clinician and a researcher because

·8· · · ·that's -- that's not a randomised control study, and

·9· · · ·that's not -- there are other factors at play, so you

10· · · ·can always say, at best, that there's a -- there may be

11· · · ·a correlation.

12· ·Q· ·So there's no scientific basis to attribute causation

13· · · ·to that?

14· ·A· ·Correct.

15· ·Q· ·Dr. Hu in his testimony described the lockdown

16· · · ·restrictions imposed last December -- which we've

17· · · ·already talked about, that's the first time universal

18· · · ·masking was in place all across the province -- he

19· · · ·stated that cases went up after that November, December

20· · · ·lockdown, but then eventually later, the cases went

21· · · ·down.· He then concluded that the lockdown caused the

22· · · ·cases to eventually go down, and that the initial rise

23· · · ·in cases was only correlated with the lockdown.· Do you

24· · · ·agree with Dr. Hu's analysis?

25· ·A· ·No, I don't think you can have one or the other.· You

26· · · ·have to say, at best, there may be a correlation.· As I



·1· ·mentioned too before, I believe that the virus is

·2· ·cyclical.

·3· · · · And if -- and I remember that first lockdown quite

·4· ·clearly in my mind, because I kept track of it, and for

·5· ·personal reasons, I just remember it, but the

·6· ·Government announced -- well, Medicine Hat was the last

·7· ·city that announced a mandatory mask, of all the major

·8· ·cities in Alberta, on December the 4th, and then four

·9· ·days later, the Premier announced a lockdown on -- a

10· ·masking and general restrictions on December the 8th,

11· ·but to be effective that weekend, so it would be a few

12· ·days to give people some time to prepare for that.

13· · · · Even though he instituted that, at that time, the

14· ·cases for that time period had reached the highest it

15· ·had seen at that time.· It continued to reach -- go up

16· ·slightly for the first few days, but then it peaked,

17· ·and then after that, it steadily started to go down.  I

18· ·mean, you can look into the statistics for this; you

19· ·yourself can easily prove that.

20· · · · Now, obviously even by their own words, they said

21· ·that it would take two -- at least two weeks or more

22· ·before any of these measures would take -- would have

23· ·any benefit.· So the fact that it peaked already and

24· ·started to come down two or three days after they

25· ·announced the general lockdown shows that those

26· ·restrictions had nothing to do with the cases going



·1· · · ·down, but I believe just due to the cyclical nature and

·2· · · ·the natural path -- pathogenicity of the virus, so --

·3· · · ·and then we've seen that since with subsequent waves

·4· · · ·from what I can see.

·5· ·Q· ·So did Dr. Hu make a mistake when --

·6· ·A· ·Dr. Hu's entitled to his opinion.· I don't know, I

·7· · · ·can't speak to what he says.· I can only tell you what

·8· · · ·I believe, and I disagree with his assessment.

·9· ·Q· ·Okay.· He was very clear on this, because I asked him

10· · · ·his position.

11· · · · · · Is conflating causation and correlation, is that a

12· · · ·pretty big mistake?

13· ·A· ·I believe so --

14· · · ·MR. MAXSTON:· · · · · · ·I'm sorry, I'm going to have

15· · · ·to comment again.· I think you can ask your client

16· · · ·where he disagrees and why he disagrees, but that kind

17· · · ·of a question sort of presumes a response.

18· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Dang, when it comes to

19· · · ·medicine and science, is it really important to not

20· · · ·conflate correlation and causation?

21· ·A· ·Correct, the two do not always end up agreeing.

22· · · ·Correlation may be helpful to stimulate further

23· · · ·research and hypotheses, but the causation may turn out

24· · · ·to be something completely different.

25· ·Q· ·Do you see any causal link, causal link between the

26· · · ·lockdown measures like mandatory masking and the COVID



·1· · · ·numbers, be it cases, ICUs, or deaths; do you see any

·2· · · ·causation between these lockdown measures like masking

·3· · · ·and those COVID number?

·4· ·A· ·No, I don't see any conclusive evidence of that, and I

·5· · · ·don't think anyone can say conclusively that the

·6· · · ·lockdowns or these restrictions caused lower cases.

·7· ·Q· ·But that's what -- isn't that what Public Health says?

·8· ·A· ·Well, I can't speak for what Public Health says.· I can

·9· · · ·observe what I see and what the numbers are like in the

10· · · ·world and in our province throughout all this.

11· ·Q· ·But you said, you know, I can't see how anyone could

12· · · ·say this, and yet isn't just about everybody saying it?

13· ·A· ·I can only speak to myself and my own conscience and

14· · · ·the evidence that is presented to me that is available

15· · · ·to everyone else.· I can't speak for anyone else.  I

16· · · ·would say it's universal, but I agree that there are --

17· · · ·I think the majority of people do believe, at least at

18· · · ·this point, that these restrictions have had some

19· · · ·impact, but, again, I believe that is probably due a

20· · · ·lot to social political reasons as well.

21· ·Q· ·Maybe you can't answer this and you tell me if you

22· · · ·can't, but why do you think it is that we are making

23· · · ·Public Health decisions based on social and political

24· · · ·concerns and not scientific concerns?

25· ·A· ·Well, I think like everything else in civilization,

26· · · ·we're human beings, so we don't just deal with facts,



·1· · · ·we deal with emotions too, and we deal with -- right

·2· · · ·now we're dealing with fear and panic and paranoia,

·3· · · ·et cetera, and I believe that each and every government

·4· · · ·is trying to respond in, they think, the best way to

·5· · · ·deal with that.

·6· ·Q· ·To deal with the fear?

·7· ·A· ·Correct, and to maintain, perhaps in their eyes, a

·8· · · ·civil order and control perhaps, but that is my

·9· · · ·opinion.

10· ·Q· ·Well, and that's what you're here to give us.

11· · · · · · Do you think the term "anti-mask" is pejorative?

12· ·A· ·Correct, I do.

13· ·Q· ·Do you think it is fair and accurate to label someone

14· · · ·as an anti-masker if they are opposed to mandatory

15· · · ·masking but not voluntary masking?

16· ·A· ·I believe that is pejorative in that case, yes.

17· ·Q· ·Do you think people should be free to mask if they want

18· · · ·to?

19· ·A· ·Well, yes, in general, that I think was always an

20· · · ·option in the past in -- many jurisdictions did that;

21· · · ·for example, Japan, a lot of people wear masks for

22· · · ·other reasons, but, yes, I believe it should be a free

23· · · ·choice.

24· ·Q· ·What does the phrase "informed consent" mean to you?

25· ·A· ·Well, it generally means that you tell the patient what

26· · · ·can happen -- the procedure that you plan to do, the



·1· · · ·risks and benefits of it, the evidence for or against

·2· · · ·it, and then they make a decision after being informed

·3· · · ·of all relative and important features about the

·4· · · ·decision; they make a decision whether to go for it or

·5· · · ·against it, and without any coercion or duress.

·6· ·Q· ·Do you think informed consent is obtained if only the

·7· · · ·benefits are discussed but not the risks?

·8· ·A· ·Correct -- no, correct, I -- yes, you're -- I do not

·9· · · ·think informed consent is obtained in that case.· You

10· · · ·have to give the risks and benefits and all the

11· · · ·important salient features about whatever that decision

12· · · ·is before informed consent is obtained.

13· ·Q· ·When it comes to masks, would you say that there are

14· · · ·both potential benefits and potential risks?

15· ·A· ·Yes, I would.

16· ·Q· ·So do you think mandatory masking is consistent with

17· · · ·informed consent?

18· ·A· ·No, because there is no consent being sought.· It is

19· · · ·just a rule being imposed.· So by definition, that is

20· · · ·the complete opposite of informed consent.

21· ·Q· ·What does the phrase, "First, do no harm" mean to you?

22· ·A· ·That's one of the tenets of any physician, primum non

23· · · ·nocere in Latin, that we are taught, first, do no harm,

24· · · ·and the principle is whatever we suggest, we always

25· · · ·have to keep in mind that whatever we do, not cause

26· · · ·harm to the patient.



·1· ·Q· ·Do you think mandatory masking is consistent with,

·2· · · ·first, do no harm?

·3· ·A· ·I do not.

·4· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, just to give you

·5· · · ·an idea.· I'm probably only about 20 minutes from being

·6· · · ·done; 30 minutes at the very most.· Yeah, I'm going to

·7· · · ·say probably 20 minutes or less.

·8· ·Q· ·MR. KITCHEN:· · · · · ·All right, Dr. Dang, with

·9· · · ·that, I'm going to move into asking you some questions

10· · · ·about the harms of masking as you've discussed them in

11· · · ·your report.

12· ·A· ·Okay.

13· ·Q· ·You state near the bottom of the second page of your

14· · · ·report that wearing a mask is, quote, not harmless.

15· · · ·You go on to discuss how humans are designed to

16· · · ·breathe.· Now, can you tell me, as a respirologist, how

17· · · ·are humans designed to breathe?

18· ·A· ·Well, I can certainly tell you as a respirologist, but

19· · · ·I think anyone can tell, without respirology training,

20· · · ·that we're meant to breathe as we are, unobstructed,

21· · · ·freely through our mouth and nose, ideally good air of

22· · · ·course, clean air.

23· ·Q· ·So even if we're breathing unobstructed, if we're

24· · · ·breathing bad air, what happens?

25· ·A· ·Well, then we have to -- then, as I mention in the

26· · · ·report, in certain circumstances, we have to, of



·1· · · ·course -- we can use protective measures if the

·2· · · ·benefits outweigh the drawbacks of that.

·3· · · · · · So if you're -- obviously, if you were exposed to

·4· · · ·mustard gas or something like that in World War I, then

·5· · · ·you would have to wear a special gas mask to prevent

·6· · · ·that.· It would obstruct your breathing, and no one, I

·7· · · ·think, would argue with that, but, for that temporary

·8· · · ·purpose, that would be beneficial.

·9· ·Q· ·So given the choice between access to -- or decreased

10· · · ·access to oxygen and breathing mustard gas, which is

11· · · ·the better choice?

12· ·A· ·Well, breathing the lower oxygen as long as it can

13· · · ·still sustain life for the shortest period of time

14· · · ·possible.

15· ·Q· ·And forgive me, but is that because mustard gas is so

16· · · ·dangerous?

17· ·A· ·Correct, I believe it is deadly in many cases.

18· ·Q· ·If you're exposed to mustard gas, is your rate of

19· · · ·survivability less than 99 percent?

20· ·A· ·I don't have the exact numbers, but I certainly

21· · · ·wouldn't want to be exposed to mustard gas under any

22· · · ·circumstances.· Even the survivors have damage in terms

23· · · ·of pneumonitis and other chronic health problems too.

24· ·Q· ·So we would never do a randomised control trial with

25· · · ·mustard gas?

26· ·A· ·Not during these days.· Maybe during World War I, they



·1· · · ·might have, but, no, we wouldn't.

·2· ·Q· ·It's kind of like the parachute example?

·3· ·A· ·Correct.

·4· ·Q· ·Now, the types of masks that are mandated for COVID,

·5· · · ·how do those types of masks interfere with the normal

·6· · · ·breathing process as you've described it?

·7· ·A· ·Well, it could be something from very mild to very

·8· · · ·significant, depending on the type of mask, how it is

·9· · · ·worn, how much it has changed, et cetera, and also

10· · · ·their condition of the patient -- or the person who

11· · · ·wears the mask.· If they have chronic lung disease,

12· · · ·they may be impacted more severely than others.

13· · · · · · I can tell you just from personal -- I mentioned,

14· · · ·I run a pulmonary function lab, and just as kind of a

15· · · ·personal inquiry, I had some healthy testing whereby

16· · · ·just wearing a mask versus not wearing a mask and doing

17· · · ·a pulmonary function test, and these are completely

18· · · ·healthy people.· The lung functioning drops about 15 to

19· · · ·20 percent.· So it does play an impact, in my opinion.

20· · · · · · Obviously, that's just my own anecdotal kind of

21· · · ·evidence, but I believe that any reasonable person

22· · · ·would agree that wearing anything that covers the mouth

23· · · ·and nose would, at least to some degree, obstruct your

24· · · ·airways and breathing.· Whether it's clinically

25· · · ·significant or not is debatable though.

26· ·Q· ·So this reduction in lung function, that's across the



·1· · · ·board, the same for everybody?

·2· ·A· ·Well, it's rough -- because everyone's going to be

·3· · · ·slightly different, but, yeah, in a healthy individual,

·4· · · ·it seems to me, from what I've seen, roughly 15 to 20

·5· · · ·percent.

·6· ·Q· ·But help me understand, is that really significant or

·7· · · ·not really?

·8· ·A· ·It won't be noticeable if you're sitting still, doing

·9· · · ·light stuff, but if you're exerting yourself or

10· · · ·exercising, you could definitely notice a difference,

11· · · ·and if you have some sort of lung health problem --

12· · · ·other health problems, it would probably be much more

13· · · ·noticeable.

14· ·Q· ·So do you find it surprising that some people seem to

15· · · ·tolerate wearing these masks more than others?

16· ·A· ·No because everyone has different lungs, shall we say,

17· · · ·and also everyone in the public wears masks differently

18· · · ·and the types of masks, so everyone will have a

19· · · ·different response.

20· ·Q· ·You mentioned in your report self-contamination due to

21· · · ·moisture retention.· Can you just describe, what is

22· · · ·this self-contamination due to moisture retention?

23· ·A· ·Well, it's just simply when you breathe, of course,

24· · · ·you're breathing moist air, there's water in it,

25· · · ·et cetera, water vapour, and anything that it hits will

26· · · ·condense.· I mean, you see that so when you wear



·1· · · ·scarves or anything to cover your face.

·2· · · · · · So same thing with masks; if you wear a mask long

·3· · · ·enough, you're going to collect moisture there, and

·4· · · ·then that can, in turn, collect secretions, your own

·5· · · ·secretions, or things that are exposed at -- or

·6· · · ·contaminants around you, and then in the end, you're

·7· · · ·going to be breathing that in again.· So that's what I

·8· · · ·mean by moisture contamination.

·9· · · · · · In fact, the appropriate way to wear a mask before

10· · · ·all this began, in a health care setting is that we had

11· · · ·to change our masks frequently.· So, generally, I would

12· · · ·change it, if I had to -- first of all, I wouldn't wear

13· · · ·it any longer than I had to, but if you had to wear it

14· · · ·for an extended period of time, you should probably

15· · · ·change it every hour, and we're talking about

16· · · ·disposable, you know, surgical-type masks.

17· · · · · · But that's simply not happening in the public.

18· · · ·You're having people wearing cloth masks or the same

19· · · ·surgical mask over and over again and touching them,

20· · · ·et cetera.· So even the application of wearing them

21· · · ·safely is not -- is not done.· I would say in 99.9

22· · · ·percent of the population in a community setting.

23· ·Q· ·And what would some of these contaminants be?

24· ·A· ·Well, it would be whatever is in your saliva basically.

25· · · ·So it could be bacteria, it could be viruses, and then

26· · · ·whatever your breathe around you, could be particulate



·1· · · ·matter, could be anything from just smoke, dust,

·2· · · ·vapours, allergens, could be viruses.· I mean, if you

·3· · · ·were exposed to someone coughing with COVID or any

·4· · · ·other virus, it could go onto there, then you could

·5· · · ·have breathing it in theoretically.

·6· ·Q· ·Hold on.· So, theoretically, wearing a mask could

·7· · · ·actually increase your chance of contracting COVID?

·8· ·A· ·Well, could increase your chance of getting any

·9· · · ·infection, if you don't wear -- if you don't change the

10· · · ·masks and don't keep them clean, correct, yes.

11· ·Q· ·Okay.· In your practice or in the literature, either

12· · · ·one, what are some of the harms that you have observed

13· · · ·from continuous or prolonged mask wearing?

14· ·A· ·Well, there's -- of course, there's psychological

15· · · ·damage that could be done, both to patients,

16· · · ·particularly in younger ones, kids for example.· There

17· · · ·are things like severe allergic reactions.

18· · · · · · I had one patient, a health care worker in the

19· · · ·hospital who couldn't wear a mask, because every time

20· · · ·the patient wore the mask, there would be a very severe

21· · · ·rash, and this is well-documented, she -- the patient

22· · · ·had pictures to prove it, and despite wearing several

23· · · ·types of masks of different material, they all produced

24· · · ·the same results.

25· · · · · · And then, of course, there's people -- my

26· · · ·practice, of course, consists of mostly people who are



·1· · · ·short of breath, so if they're extremely short of

·2· · · ·breath, of their oxygen, et cetera, they are severely

·3· · · ·impacted by wearing a mask.

·4· ·Q· ·Can you describe for me generally what lung disease is?

·5· ·A· ·Well, lung disease just means any disease that affects

·6· · · ·the lung, but the most common ones that I see would be

·7· · · ·chronic obstructive pulmonary disease, also known as

·8· · · ·COPD or emphysema, and asthma --

·9· ·Q· ·Okay.

10· ·A· ·-- those would probably be the two commonest chronic

11· · · ·lung disease seen in the community.

12· ·Q· ·Are those people more negatively impacted by wearing a

13· · · ·mask than people who don't have those conditions?

14· ·A· ·Many of them are because their lung functions are

15· · · ·already impaired to start off with.

16· ·Q· ·So you have patients with asthma?

17· ·A· ·I have many patients with asthma.

18· ·Q· ·In your opinion, is asthma, you know, a valid medical

19· · · ·basis for having an exemption from wearing a mask?

20· ·A· ·In some circumstances, depending on the severity of the

21· · · ·asthma or any lung disease, something that's very mild

22· · · ·and if the patient can tolerate wearing a mask, then it

23· · · ·may not be a problem that way, but other people are

24· · · ·severely impacted.

25· · · · · · I believe Dr. Hu mentioned the Canadian Thoracic

26· · · ·Society saying that masks weren't harmful or were safe,



·1· · · ·but if you look at the actual guidelines, and I have

·2· · · ·them in front of me, it's a very short statement by the

·3· · · ·way, and they reference old literature, for the most

·4· · · ·part, but even within their context, they do leave room

·5· · · ·for patients to remove masks if it causes them

·6· · · ·shortness of breath.· So they recognized -- and in

·7· · · ·their own statement, they recognize that -- they say

·8· · · ·that wearing a mask will obstruct breathing to some

·9· · · ·extent, so ...

10· ·Q· ·Well, Dr. Hu didn't give us the whole quote, but what

11· · · ·he said twice was that he said that the Thoracic

12· · · ·Society said that prolonged mask wearing does not

13· · · ·exasperate any underlying lung condition.· Is that what

14· · · ·the Thoracic Society has said?

15· ·A· ·Well, I have the argument here.· This is quoting what

16· · · ·they say exactly.· What they say is quite -- a little

17· · · ·bit different, they say:· (as read)

18· · · · · · There is no evidence that wearing a

19· · · · · · mask/facial covering will lead to prolonged

20· · · · · · symptoms or a flare-up of an underlying lung

21· · · · · · condition.

22· · · ·They say there's no evidence; that's as far as they're

23· · · ·willing to go.· I personally believe that statement is

24· · · ·still too strong, but that doesn't mean that there

25· · · ·isn't any harm; it just says that from what they can

26· · · ·see, there's no evidence.



·1· · · · However, in that same paragraph that I quote that

·2· ·statement, at the very beginning, they say:· (as read)

·3· · · · Breathing through a mask takes more effort,

·4· · · · and this may vary depending on whether one is

·5· · · · using a commercially produced mask, a mask

·6· · · · made at home, or a simple cloth covering.

·7· · · · For those with underlying lung diseases, the

·8· · · · effort required may cause a feeling of

·9· · · · shortness of breath while wearing the mask.

10· · · · In such situations, we recommend that

11· · · · individuals remove the face mask, and if

12· · · · symptoms do not immediately settle, they

13· · · · should follow the existing strategy for

14· · · · relief of acute symptoms.

15· ·MR. KITCHEN:· · · · · · ·Mr. Maxston, how do you feel

16· ·about me providing you a copy of this statement and

17· ·then asking to have it entered as an exhibit?

18· ·MR. MAXSTON:· · · · · · ·I don't think I have a problem

19· ·with it, Mr. Kitchen, but I think, to the extent your

20· ·client is expressing an opinion different than

21· ·Dr. Hu's, the Tribunal is aware of that, and they're

22· ·going to have to make their determination.· So I don't

23· ·think a great deal turns on it.· Mr. Lawrence might

24· ·have some different views on that, but he's shaking his

25· ·head no.· Frankly, if it will move us ahead, and you

26· ·think you don't have to go through the document in



·1· ·detail, I'm happy to have it sent over, but I think

·2· ·this is just another point the Tribunal is going to

·3· ·have to dissect and decide on, Mr. Kitchen.

·4· ·MR. KITCHEN:· · · · · · ·Okay, so here's what I'll do,

·5· ·when we're done, I'm going to get a copy of this, it

·6· ·should be easy, because it's the Thoracic Society of

·7· ·Canada, I'll get a copy of it.· I'll submit it to you,

·8· ·and then you can let me know if you consent on it being

·9· ·entered as an exhibit, and then we can provide it to

10· ·the Tribunal.

11· ·MR. MAXSTON:· · · · · · ·I think, Mr. Kitchen, I'd be

12· ·very reluctant to object to it being entered as an

13· ·exhibit.· Your client has read from it.· Again, I think

14· ·it's just something the Tribunal's going to have to

15· ·digest, so I think you can send it to --

16· ·Mr. Nelson's [sic] nodding his head -- you can send it

17· ·to Ms. Nelson, at some point, and it can be distributed

18· ·to the Tribunal.

19· ·MR. KITCHEN:· · · · · · ·Thank you.

20· ·THE CHAIR:· · · · · · · ·And to our reporter too.

21· ·MR. KITCHEN:· · · · · · ·I don't know where we're at

22· ·for letters and numbers, so we'll figure that out after

23· ·the fact.

24· · · · EXHIBIT H-8 - Excerpt from the Canadian

25· · · · Thoracic Society guidelines (Document not

26· · · · Provided to be Marked)



·1· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Hu -- Dr. Dang, I

·2· · · ·apologize -- I've got Dr. Hu in front of me here -- the

·3· · · ·Thoracic Society statement said there's no evidence for

·4· · · ·masking impacting underlying lung conditions.· Do you

·5· · · ·disagree with that?

·6· ·A· ·Well, yes, I think there has been some evidence that it

·7· · · ·does potentially show potential harm, but my point was

·8· · · ·their statement was much more limited than what Dr. Hu

·9· · · ·was saying.· They're saying, in their statement, they

10· · · ·have found no evidence.· That doesn't mean it's not

11· · · ·there; it just means that they look -- and if you look

12· · · ·at the reference, which I can certainly send you or you

13· · · ·can find yourself, it's a very short statement.· It's

14· · · ·only I think two or three pages, and it has very few

15· · · ·references.· So it's not like they did an expansive

16· · · ·literature review to look at this, nor, would I expect

17· · · ·there'd be a lot of research into this.· I think

18· · · ·pre-COVID, it just made sense that wearing a mask when

19· · · ·you have severe lung disease, unless you actually have

20· · · ·to, was not something that would be done.

21· ·Q· ·All right, so in your opinion, as a respirologist, are

22· · · ·there medically valid reasons for exemptions from being

23· · · ·required to wear a mask?

24· ·A· ·Absolutely.

25· · · ·MR. KITCHEN:· · · · · · ·I think I'm just about there.

26· · · ·Just give me a second.



·1· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Dang, I'm just going to

·2· · · ·ask you one more question -- and I'll give my learned

·3· · · ·friend a chance to object, because he might -- there's

·4· · · ·been a particular word used by both you and Dr. Hu and

·5· · · ·others, but, particularly, you and Dr. Hu that I have

·6· · · ·found very interesting, and that word is the word

·7· · · ·"politicised".· Dr. Hu has said that the masking issue

·8· · · ·is politicised, and you have said the same thing, but

·9· · · ·I'm not sure that we've really heard an explanation of

10· · · ·what the heck that means.· When you say that the mask

11· · · ·issue is politicised, what do you mean by that?

12· ·A· ·I mean, I think that the decisions on masking have not

13· · · ·been made based on the medical literature, medical

14· · · ·debate, or medical judgments mainly, but has been based

15· · · ·on what is happening with human interactions in society

16· · · ·and with the governments currently, and is made based

17· · · ·on a lot of emotional and nonmedical reasons.

18· ·Q· ·Do you find that surprising?

19· ·A· ·I actually don't.· I think that in times when people

20· · · ·are calling for crisis or certainly the pandemic has

21· · · ·probably been the largest crisis we've ever dealt with

22· · · ·in a long time and certainly in terms of magnitude

23· · · ·extending around the globe, there's very little else to

24· · · ·compare within recent history, that when something like

25· · · ·that happens, and we are dealing with raw emotions,

26· · · ·especially when we're dealing with fear, paranoia, and



·1· · · ·power, so we are dealing with, you know, the very

·2· · · ·features of politics.

·3· ·Q· ·You said "power", so do you think power is part of

·4· · · ·what's influencing the decisions on mandatory masking?

·5· ·A· ·I believe --

·6· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I think I'll

·7· · · ·object to that.· I think your last question was

·8· · · ·debatable, I didn't object to it, but we're now --

·9· · · ·"power", you tell me what that means, I think that

10· · · ·one's just a little too far.· I would --

11· · · ·politicisation, correct, Dr. Hu weighed in on that, but

12· · · ·I think it might just be a little too far.

13· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Dang, you're aware that

14· · · ·every health professional regulatory body has imposed

15· · · ·mandatory masking on their members; is that your

16· · · ·understanding?

17· ·A· ·Well, more or less indirectly.· I believe the

18· · · ·Government, that has done that, and then the regulatory

19· · · ·bodies have approved of it or have been either

20· · · ·explicitly or tacitly agreeing to it; they're certainly

21· · · ·not opposed to it.

22· ·Q· ·Right, and my learned friend can stop me here, but

23· · · ·that's actually I think a fair description of what

24· · · ·happened with the College.· We had a lot of evidence

25· · · ·from -- the College said, Well, when we constituted the

26· · · ·mask mandate, we had to because Dr. Deena Hinshaw said



·1· · · ·that in order for our members to practice, we had to

·2· · · ·have a mask mandate.· So I think what you've just said

·3· · · ·is not controversial.

·4· · · · · · Last question I'll ask you on this, you said you

·5· · · ·didn't find it surprising; do you find it strange?

·6· ·A· ·About the masking pandemic worldwide or restrictions in

·7· · · ·general?

·8· ·Q· ·Do you find it strange that politics is influencing

·9· · · ·decisions on whether people wear masks or not?

10· ·A· ·I disagree with those things profoundly, but I don't

11· · · ·find it strange that politics has done that, because it

12· · · ·has endeavoured to do that sort of thing throughout

13· · · ·history.· I myself have fled from a communist country,

14· · · ·so I know what these things are.

15· · · ·MR. KITCHEN:· · · · · · ·Those are all my questions.

16· · · ·THE CHAIR:· · · · · · · ·Okay, Mr. Maxston, did you

17· · · ·want a moment before you start?· It's 2:30, and we've

18· · · ·been going for just about two hours, why don't we take

19· · · ·a 10-minute break.

20· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, I have a question

21· · · ·for Mr. Kitchen before I begin my cross-examination,

22· · · ·and I think it's something that Dr. Dang shouldn't be

23· · · ·present to hear, there's no magic in it, but it's about

24· · · ·my cross-examination.· I'd like to ask him a question

25· · · ·on the record.· Can we just take 5 minutes, if

26· · · ·Ms. Nelson can put Dr. Dang into a break-out room and



·1· · · ·then break for -- I think it's good idea to have a

·2· · · ·break.· I won't be terribly long, but I think if we can

·3· · · ·just deal with that one matter now, I'd like to do

·4· · · ·that.

·5· · · ·THE CHAIR:· · · · · · · ·Okay, so we will move Dr. Dang

·6· · · ·into a break-out room, and then you can put your

·7· · · ·question on the record.

·8· · · · · · And so, Dr. Dang, we're going to transfer you to a

·9· · · ·break-out room so you won't be participating in the

10· · · ·hearing, and we have a matter that we need to deal with

11· · · ·without your presence, and then we're going to take a

12· · · ·short break, then you can come back and have

13· · · ·Mr. Maxston conduct his cross-examination.

14· ·A· ·Okay, that's fine, thank you.

15· · · ·THE CHAIR:· · · · · · · ·Okay, thank you.

16· · · ·Discussion

17· · · ·MR. MAXSTON:· · · · · · ·So, Mr. Chair and Mr. Kitchen,

18· · · ·you know, pre-virtual hearings, when I was going to do

19· · · ·a cross-examination of a witness, and I wanted them to

20· · · ·look at a document, I'd walk across to my friend and

21· · · ·I'd give him the document, and I'd say, Do you want to

22· · · ·take a look at this.· The document that I have that I

23· · · ·can potentially give to Mr. Kitchen and to you, but I

24· · · ·don't know if it's necessary, and that's why I raise

25· · · ·it, is the CPSA's COVID re-opening practice document,

26· · · ·and it essentially says -- and I'm happy to send it as



·1· ·a courtesy, in any event, to Mr. Kitchen -- that masks

·2· ·are required for physicians, and I'm going to ask

·3· ·Dr. Dang, Are you aware of masking requirements for

·4· ·your profession last year, are you aware of the AHS

·5· ·mandate.· I don't have to put that document in, unless

·6· ·my friend's going to object and say, Oh, no, no, I take

·7· ·issue with whether there were masking requirements for

·8· ·the CPSA, that kind of thing.

·9· · · · So I don't want to sandbag my friend, I don't want

10· ·to sandbag the witness, but I don't know if I need to

11· ·send this document or not.

12· ·MR. KITCHEN:· · · · · · ·I have no issue.· I mean, I

13· ·don't have it.· I mean, Dr. Dang and I essentially

14· ·established that fact, so --

15· ·MR. MAXSTON:· · · · · · ·That's why I think it may not

16· ·be necessary.· Some of the tail end of your questions,

17· ·Mr. Kitchen, were you're aware of imposing these.· So I

18· ·think my question will be to Dr. Dang, You're aware of

19· ·your profession having one of these and requirements.

20· · · · So if we can go on that basis, then I don't think

21· ·I need to provide this document to Mr. Kitchen, but I

22· ·didn't want to surprise him, of course.

23· ·MR. KITCHEN:· · · · · · ·No, I appreciate that.

24· ·THE CHAIR:· · · · · · · ·Okay, just before we break,

25· ·Mr. Maxston, how long do you anticipate your cross will

26· ·be?



·1· · · ·MR. MAXSTON:· · · · · · ·I'm hoping 20 minutes.

·2· · · ·THE CHAIR:· · · · · · · ·Okay, then let's take a

·3· · · ·shorter rather than a longer break; let's just break

·4· · · ·for 10 minutes and come back at, I don't know, 20 to 3,

·5· · · ·and then maybe we can wrap up around 3.· So a 10-minute

·6· · · ·break for now, and we'll see you in 10.

·7· · · ·(ADJOURNMENT)

·8· · · ·THE CHAIR:· · · · · · · ·Okay, it's Mr. Maxston's turn

·9· · · ·for cross-examination of Dr. Dang, and just I'll

10· · · ·mention it now so I don't forget, we would like to

11· · · ·caucus with the Hearing Tribunal after Dr. Dang has

12· · · ·finished the cross-examination to see whether or not

13· · · ·the Panel has any questions of him.

14· · · · · · Mr. Maxston.

15· · · ·Mr. Maxston Cross-examines the Witness

16· ·Q· ·MR. MAXSTON:· · · · · ·Good afternoon, Dr. Dang.

17· ·A· ·Good afternoon, Mr. Maxston.

18· ·Q· ·I'm going to take you through three or four questions

19· · · ·relating to the things you just talked about with my

20· · · ·friend, Mr. Kitchen.

21· · · · · · I think you made a comment -- I think there was a

22· · · ·question, rather, from Mr. Kitchen, when it comes to

23· · · ·mandatory masks, are there potential risks and

24· · · ·potential benefits, and I think your answer was one

25· · · ·word "yes".· Would you agree with me that Alberta

26· · · ·Health Services and the Chief Medical Officer of Health



·1· · · ·and Health Canada, and the College of Chiropractors in

·2· · · ·terms of its Pandemic Directive, which you've seen,

·3· · · ·they're erring on the side of potential benefits?

·4· ·A· ·Yes, I agree that that is their intent.

·5· ·Q· ·We talked a little bit -- or you and Mr. Kitchen,

·6· · · ·rather, talked a little bit about this concept of

·7· · · ·informed consent.· Would you agree with me that when

·8· · · ·we're talking about that, it's typically, as you

·9· · · ·mentioned, in the context of informed consent between a

10· · · ·caregiver and a patient?

11· ·A· ·That's classically the case that I'm experienced with

12· · · ·anyways, yes.

13· ·Q· ·And it really isn't a concept that applies to let's

14· · · ·say, for example, you and the CPSA; they don't come to

15· · · ·you and get your consent for a fee or something like

16· · · ·that, do they?

17· ·A· ·Not in that manner, no, correct.

18· ·Q· ·Okay.· Towards the tail end of Mr. Kitchen's questions

19· · · ·with you, he asked you is asthma a valid exemption to

20· · · ·masking, and I think you answered to him that it may or

21· · · ·may not be depending on the person and the, I guess,

22· · · ·the nature of the asthma or maybe the severity of the

23· · · ·asthma --

24· ·A· ·Correct.

25· ·Q· ·-- would you agree with me -- oh, I'm sorry.

26· ·A· ·Sorry, I was just agreeing with you; I said "correct",



·1· · · ·yes.

·2· ·Q· ·Would you agree with me that it's appropriate to get a

·3· · · ·physician to make a proper assessment and diagnosis of

·4· · · ·whether asthma is a valid exemption for a particular

·5· · · ·patient?

·6· ·A· ·I think, most of the time, that would be a reasonable

·7· · · ·thing depending on access, of course.

·8· ·Q· ·You talked about with my friend, I think the question

·9· · · ·was, as a respirologist, are there medically valid

10· · · ·exemptions from wearing a mask, and I think your answer

11· · · ·was, yes, absolutely.· This will be a little redundant,

12· · · ·but, again, is the best course of action to get a

13· · · ·physician to properly assess any medical exemption?

14· ·A· ·Generally speaking, that would be the usual route, yes.

15· ·Q· ·Okay.· I'm going to ask you some general questions.

16· · · ·Mr. Kitchen went through a great deal of your

17· · · ·background in your practice, but I just want to ask

18· · · ·you, you haven't had any experience working with the

19· · · ·Chief Medical Officer of Health on COVID-19 measures?

20· ·A· ·No, I have not.

21· ·Q· ·Okay.· Would it be fair to say that your views in your

22· · · ·expert report are contrary to what AHS or the Chief

23· · · ·Medical Officer of Health or the Public Health Agency

24· · · ·of Canada say about requirements for masking?

25· ·A· ·Yes, they are in opposition.

26· ·Q· ·One of the reasons we're at this hearing is the Alberta



·1· · · ·College and Association of Chiropractors Pandemic

·2· · · ·Directive, which I assume you've had a chance to

·3· · · ·review, and you stop me if I'm wrong, but I think it's

·4· · · ·fair to say that, under that document when you get into

·5· · · ·about page 9 or 10, that there's a requirement to wear

·6· · · ·surgical or procedure masks.· You're a member of the

·7· · · ·CPSA; are you aware that they also have similar masking

·8· · · ·requirements for you?

·9· ·A· ·I actually haven't read yours because I never received

10· · · ·it, but, yes, if you are -- I'll take your word for it,

11· · · ·but, yes, the CPSA also follows the law, I mean that is

12· · · ·a Provincial law, so I -- whether or not the College

13· · · ·has expressly stated it, I think they're obliged to

14· · · ·follow the law, so yes.

15· ·Q· ·Yeah, the -- now, there is no great surprise here, but

16· · · ·during the break, the question I was asking of

17· · · ·Mr. Kitchen was, you know, I've got a CPSA document,

18· · · ·and it talks about mandatory masking, and you've just

19· · · ·confirmed that I didn't think that was an issue or that

20· · · ·I needed to present it to you, so I'm glad we're on the

21· · · ·same page.

22· · · · · · This is a fairly direct question, I'm assuming you

23· · · ·comply with the CPSA's masking requirements?

24· ·A· ·Yes, I have, and I've done whatever I legally can to

25· · · ·mitigate it, but, yes, I've been in full compliance

26· · · ·with the rules.



·1· ·Q· ·And it's sort of the flip-side of the same coin here,

·2· · · ·but Alberta Health Services has some mandatory masking

·3· · · ·requirements as well, and I'm assuming, when you're in

·4· · · ·the Medicine Hat Regional Hospital, you comply with

·5· · · ·those as well?

·6· ·A· ·I do certainly, yes.· I obey the law.· Doesn't mean I

·7· · · ·have to agree with them though.

·8· ·Q· ·Yeah, fair enough, fair enough.· As part of you obeying

·9· · · ·the law -- I'm assuming you would say yes -- I'm

10· · · ·wearing a mask when I have to, and I'm observing social

11· · · ·distancing when I have to in my practice?

12· ·A· ·Correct.

13· ·Q· ·This applies to Dr. Wall, but I'll phrase it in the

14· · · ·context of you as a physician:· There were requirements

15· · · ·for you to become a regulated member of the CPSA; is

16· · · ·that correct?

17· ·A· ·Correct.

18· ·Q· ·That would have been your initial registration, your

19· · · ·education, et cetera, correct?

20· ·A· ·That's correct.

21· ·Q· ·And would you also agree that there are ongoing

22· · · ·requirements that the CPSA has for you to maintain your

23· · · ·licence, like con ed or record retention or paying

24· · · ·those fees every year?

25· ·A· ·Correct.

26· ·Q· ·Would you agree with me that it's the responsibility of



·1· · · ·a professional to follow those requirements of their

·2· · · ·regulatory college?

·3· ·A· ·For the most part, as long as they do it within their

·4· · · ·just limits, correct.

·5· ·Q· ·So is it your view that a member of a profession can

·6· · · ·opt out of the requirements of their college or

·7· · · ·regulatory body at their choosing?

·8· ·A· ·Again, generally, no, but it depends on what the -- as

·9· · · ·long as they act within their just limits.· I mean, the

10· · · ·College couldn't say you had to get a golf membership

11· · · ·to be -- remain a member, then I think you could justly

12· · · ·fight that or even oppose that.· I'm just giving a

13· · · ·hyperbole example.· But within your just limits, yes,

14· · · ·there are -- I bring that up because the CPSA had a

15· · · ·recent issue, which I think they acted -- where they

16· · · ·tried to act beyond their just limits, and they did

17· · · ·back down, so I just want to point that out.

18· ·Q· ·Sure, well, you know, I'm not trying to be cagey here.

19· · · ·The mandatory masking requirement that the CPSA has,

20· · · ·even if you disagree with it, that's part of their just

21· · · ·limits, isn't it?

22· ·A· ·Well, that's I say -- that -- the Province imposed

23· · · ·that; they didn't impose that; they just went along

24· · · ·with it.· But, yes, so far, you know, I should stay in

25· · · ·practice, I have to agree to it -- or I'm following the

26· · · ·law.



·1· ·Q· ·And you followed your college?

·2· ·A· ·Yes.

·3· ·Q· ·Dr. Wall's testimony was, in part, that he had a

·4· · · ·medical exemption that allowed him to not comply with

·5· · · ·CMOH orders, and his medical exemption, and Mr. Kitchen

·6· · · ·can correct me, but I believe it was two-fold, it was

·7· · · ·anxiety and claustrophobia.· Consistent with the

·8· · · ·discussion I had with you a few minutes ago, I'm

·9· · · ·assuming that you would expect someone would approach a

10· · · ·physician to have a clinical diagnosis of anxiety or

11· · · ·claustrophobia when they're seeking a medical exemption

12· · · ·for masking?

13· ·A· ·That would be the usual case.· I mean, there is

14· · · ·certainly individual circumstances, but that is

15· · · ·generally the case.

16· ·Q· ·Would you want someone to self-diagnose, a nonphysician

17· · · ·to self-diagnose their own exemption for masking, their

18· · · ·medical exemption for masking?

19· ·A· ·Am I okay to explain this a little bit more or --

20· ·Q· ·I asked the question, so yeah.

21· ·A· ·So in general, yes, I would agree with you.· However,

22· · · ·as I mentioned before, it depends on access and the

23· · · ·situation.· If I fill -- I fill out -- as you know or

24· · · ·you may not know, the Province has its specific mask

25· · · ·exemption form there to fill, and in it, I'm not --

26· · · ·because I've signed some of them -- it lists all the



·1· · · ·different conditions, amongst them psychiatric, of

·2· · · ·course, or anxiety and that sort of thing.

·3· · · · · · And, generally speaking, a patient comes, and I

·4· · · ·assess them within my competence, which would be lung

·5· · · ·disease, and if I agree with them, then I would fill

·6· · · ·out the form, and it's basically just signing the form.

·7· · · · · · The form, because of patient confidentiality, does

·8· · · ·not require you to tell anyone -- the patient's telling

·9· · · ·anyone else what specific condition they have; they

10· · · ·just have to indicate they have a valid medical

11· · · ·condition from amongst a list of that, and one of them,

12· · · ·of course, is psychological or psychiatric.

13· · · · · · I will say, however, the -- if a patient comes in

14· · · ·and tells me they are extremely short of breath, and

15· · · ·the mask makes it worse, I mean I can do a whole bunch

16· · · ·of testing, but at the end of the day, you have to

17· · · ·rely, to some degree, on the patient being truthful and

18· · · ·honest, right?· Everyone -- we're not here -- we're not

19· · · ·a court of law, we're here to try to help our patient,

20· · · ·we assume they tell us what is true or not.· So if a

21· · · ·patient comes in and says, This causes me severe

22· · · ·anxiety or whatever, and I cannot wear the mask and

23· · · ·function; well, what are you going to do, you're going

24· · · ·to agree to that, I think, because --

25· ·Q· ·I think we're on the same page.· Yeah, I think we're on

26· · · ·the same page.· My comment to you is shouldn't the



·1· · · ·person come to you as the physician or respirologist

·2· · · ·and review that with you?

·3· ·A· ·Generally speaking, yes.· I mean, I don't know the

·4· · · ·circumstances of Dr. Wall honestly but -- in terms of

·5· · · ·his medical exemption, but, yes, generally, that would

·6· · · ·be the case.

·7· · · ·MR. MAXSTON· · · · · · · I'm going to ask Mr. Lawrence

·8· · · ·if he thinks we need to caucus, but other than that, I

·9· · · ·don't think I have any further questions for you.· He's

10· · · ·saying no; he's shaking his head.· So those are all my

11· · · ·questions, Dr. Dang.· Thank you for your time today.

12· ·A· ·Sure.· Thank you.

13· · · ·THE CHAIR:· · · · · · · ·Thank you, Mr. Maxston.· The

14· · · ·Hearing Tribunal is going to caucus for just a couple

15· · · ·of minutes to see if we have any questions.

16· · · · · · Yes, Mr. Kitchen, did you have anything in

17· · · ·redirect?

18· · · ·MR. KITCHEN:· · · · · · ·I've just got one question on

19· · · ·redirect.

20· · · ·THE CHAIR:· · · · · · · ·Okay.

21· · · ·Mr. Kitchen Re-examines the Witness

22· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Dang, you said -- you were

23· · · ·talking to Mr. Maxston, you said that you do wear a

24· · · ·mask when you legally have to.· When you wear a mask

25· · · ·because you have to because of the CPSA or the CMOH

26· · · ·orders, are you doing it against your will?



·1· ·A· ·Well, I'm being coerced I believe, yes.· If it were not

·2· · · ·for that rule, I would not be wearing it.

·3· ·Q· ·So you're not wearing it willingly?

·4· ·A· ·Correct.

·5· · · ·MR. KITCHEN:· · · · · · ·Thank you.· That's it.

·6· · · ·THE CHAIR:· · · · · · · ·Okay, Dr. Dang, if you could

·7· · · ·just bear with us for 2 or 3 minutes while we caucus to

·8· · · ·see if the Hearing Tribunal has any further questions

·9· · · ·of you, and we'll be right back.

10· ·A· ·Okay.

11· · · ·THE CHAIR:· · · · · · · ·Thank you.

12· · · ·(ADJOURNMENT)

13· · · ·THE CHAIR:· · · · · · · ·We're back in session.

14· · · · · · Dr. Dang, the Hearing Tribunal does not have any

15· · · ·further questions for you.· We'd like to thank you for

16· · · ·taking the time to attend and to provide your

17· · · ·testimony.· You are free to leave and with our good

18· · · ·wishes.

19· ·A· ·All right, thank you, you as well, good night.

20· · · ·(WITNESS STANDS DOWN)

21· · · ·THE CHAIR:· · · · · · · ·On that note, we will adjourn

22· · · ·the hearing for today.· We've got dates set for I think

23· · · ·the end of January, if I remember.· So unless either

24· · · ·party has something they wish to raise at this time.

25· · · ·MR. MAXSTON:· · · · · · ·I think, Mr. Chair,

26· · · ·Mr. Kitchen and I are to stay on to help out the court



·1· ·reporter with a couple of questions, so I'd just ask

·2· ·Amber to leave us in the room, and, otherwise, thank

·3· ·you to everyone for their time today.

·4· ·THE CHAIR:· · · · · · · ·Okay, although it's still

·5· ·November.· Merry Christmas.· We won't see you all;

·6· ·enjoy the holidays, and we'll see you in January.

·7· ·MR. KITCHEN:· · · · · · ·Thanks, you too.

·8· ·THE CHAIR:· · · · · · · ·Thanks, bye-bye.

·9· ·_______________________________________________________

10· ·PROCEEDINGS ADJOURNED

11· ·_______________________________________________________
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·1· ·(PROCEEDINGS COMMENCED AT 9:18 AM)

·2· ·THE CHAIR:· · · · · · · ·Good morning, everybody.· This

·3· ·is a continuation of the Hearing Tribunal for Dr. Wall,

·4· ·and we are back in session today, and I believe we left

·5· ·off on November 20th with witness testimony with

·6· ·Mr. Kitchen's witnesses.· So that's the point at which

·7· ·we will pick up again.

·8· · · · I believe the transcript indicates that there's a

·9· ·Dr. Bridle that will be testifying today; is that

10· ·correct, Mr. Kitchen?

11· ·MR. KITCHEN:· · · · · · ·Correct.

12· ·THE CHAIR:· · · · · · · ·Okay, just a quick

13· ·housekeeping item, I'd ask everybody to mute your cell

14· ·phones.· And good morning, Mr. Maxston, as well.

15· ·Perhaps we'll start with you, if you have any comments

16· ·you wish to make.

17· ·Discussion

18· ·MR. MAXSTON:· · · · · · ·Yes, thank you, Mr. Chair.

19· ·Before we hear Dr. Bridle's evidence, I'd like to make

20· ·some comments to you and your colleagues regarding

21· ·process and scheduling matters.· This isn't a

22· ·preliminary application in the true sense, but to the

23· ·extent you feel comfortable, my client will be asking

24· ·for some advice and direction, for lack of a better

25· ·phrase, I've advised him of my intention to raise these

26· ·matters before the beginning of the hearing -- or



·1· ·Dr. Bridle's evidence, and I understand he'll have a

·2· ·response.

·3· · · · Specifically the Complaints Director has asked me

·4· ·to make comments regarding the scheduling of the

·5· ·closing argument phase of the hearing and next steps,

·6· ·and this arises from Ms. Nelson's recent emails and

·7· ·Doodle poll to everyone, attempting to secure April 4

·8· ·as the date for closing submissions.· And the comments

·9· ·I'm making this morning also arise from the Complaints

10· ·Director's ongoing and very serious concerns about the

11· ·length of the hearing and the costs that continue to be

12· ·incurred, and, as you know, I previously raised this

13· ·with the Tribunal when we were objecting to

14· ·Mr. Schaefer being called as a fourth expert witness.

15· · · · My client was very, very supportive of proceeding

16· ·on April 4 with closing submissions, given the

17· ·considerable amount of time that has been spent on this

18· ·hearing and I think our understanding that perhaps most

19· ·people were available that day.

20· · · · And by way of background, and recognizing the

21· ·difficulties that can sometimes occur in terms of

22· ·scheduling hearing dates and scheduling witnesses, my

23· ·client remains concerned about the significant number

24· ·of witnesses that Dr. Wall has called in terms of the

25· ·lay witnesses and the expert witnesses.· As you know,

26· ·we've taken the position that the lay witnesses really



·1· ·can't offer anything in terms of this hearing; it's

·2· ·about Dr. Wall's conduct and his regulator, and we've

·3· ·also indicated that we felt four experts was

·4· ·repetitious and was unnecessary.

·5· · · · The Complaints Director's concerns also arise from

·6· ·the number of days that have been scheduled for the

·7· ·hearing to receive Dr. Wall's evidence, and, in some

·8· ·cases, days where we haven't been able to utilize the

·9· ·full day, and that, in turn, has made the hearing that

10· ·much longer.

11· · · · So this leads me to my primary point today, and

12· ·that is that the Complaints Director, again, is very

13· ·strongly of the view that closing submissions should

14· ·only need one day.· They are a summary of the parties'

15· ·positions and evidence, and scheduling closing

16· ·submissions for one day should be more than sufficient,

17· ·and, more specifically, April 4 should be sufficient in

18· ·terms of the amount of time necessary to prepare.

19· ·There's a lot of time coming now -- or that will occur

20· ·between now and April 4.

21· · · · So, again, my client is prepared to proceed with

22· ·closing arguments on April 4, would like that to occur.

23· ·I know Mr. Kitchen disagrees with that, but the -- and

24· ·he has some comments he'll make, but the Complaints

25· ·Director is asking for, again for lack of a better

26· ·phrase, some advice and direction from the Tribunal



·1· ·about how we're going to proceed and whether we can

·2· ·proceed on April 4, all with a view to maximizing the

·3· ·efficiency of the hearing.

·4· · · · I understand again that Mr. Kitchen has some

·5· ·comments in response.

·6· ·THE CHAIR:· · · · · · · ·Thank you, Mr. Maxston.

·7· · · · Mr. Kitchen?

·8· ·MR. KITCHEN:· · · · · · ·Thank you.· I have several

·9· ·comments.

10· · · · We've heard a few times about the costs, and

11· ·that's not relevant.· I'm sure it is for the Complaints

12· ·Director obviously but not for this hearing, not for

13· ·the Tribunal.· Quite frankly, if he doesn't like his

14· ·costs, there's a way to remedy that, right?· We don't

15· ·have to keep going on this.· Nobody is set in stone:

16· ·Thou shalt, must continue this hearing.· So I don't

17· ·understand why we keep hearing that.

18· · · · It's expensive to prosecute members of a

19· ·regulatory body when those members put up a legitimate

20· ·legal defence.· Of course it is; that should come as no

21· ·surprise.

22· · · · So I say that because that can't be considered as

23· ·a relevant component here.· I mean, we could go down

24· ·the road on how much Dr. Wall has suffered financially

25· ·through all of this, you know, how much his family has

26· ·suffered.· He's had to hire legal counsel, right?



·1· ·Enormous resources have been spent on his side.  I

·2· ·haven't mentioned that because it's not relevant.

·3· · · · So a considerable amount of time, yeah, of course,

·4· ·of course it does, yes.· This is a significant,

·5· ·significant issue, right?· This is a scientific issue,

·6· ·it's a professional conduct issue, it's a matter of

·7· ·truth, it's a matter of integrity and professional

·8· ·regulation, and it's going to take some time.· We

·9· ·haven't been at it for 20 days.· It's not unusual for

10· ·trials in the court to go for 20 or 40 days.· My friend

11· ·knows that.· I think we've been at it for six or seven

12· ·days.· My friend took three days with his witnesses.  I

13· ·tried to utilize time as best I could.· That's why I

14· ·tried to fit in Mr. Jarvis [sic], and then, of course,

15· ·we weren't able to continue that.· I had witnesses

16· ·standing by while we went through all of the Complaints

17· ·Director's witnesses.· I had no issue with that.

18· · · · So again, it's not -- it's almost as if my

19· ·friend's trying to say that Dr. Wall is doing a

20· ·filibuster; that's not what's going on, okay?· I didn't

21· ·call 16 of his patients; he could have, he didn't.· You

22· ·know, I could call expert witness after expert witness

23· ·after expert witness, and I could go, you know, go

24· ·through all the more and -- arguments about why each

25· ·witness should be allowed in, because there is no rule

26· ·of court that applies here that caps the witnesses, but



·1· ·I haven't done that.· I've brought in four relevant

·2· ·witnesses, expert witnesses, and we're getting through

·3· ·them as fast as we can.

·4· · · · There is an enormous amount of evidence though,

·5· ·nonetheless, as you've seen.· That evidence has to be

·6· ·synthesized, and it has to be discussed in closing

·7· ·argument.· I'm not going to read to you line by line

·8· ·what Dr. Hu said or what Dr. Bridle says today out of

·9· ·the transcripts, but I'm going to have to go through

10· ·the evidence, because the evidence is what matters.

11· ·This case is about following the evidence to where it

12· ·leads.

13· · · · So -- and I've reviewed the evidence obviously for

14· ·today, and there's a large amount of it, and we're not

15· ·done yet, and part of the reason I submit there's a lot

16· ·of evidence is because Dr. Wall's right, he's

17· ·scientifically right, he's professionally right.

18· ·That's why there's so much evidence to show that.· I'm

19· ·not going to ask this Tribunal, at the end of all this,

20· ·to rule in his favour on a scant amount of evidence;

21· ·I'm going to ask them to rule on his favour on a large

22· ·amount of evidence.· So I'm going to have to go through

23· ·that evidence, and I'm not going to take four days to

24· ·do it, but I'm not going to take 4 minutes to do it

25· ·either.

26· · · · And then I have to get into the legal argument,



·1· ·which is complex, it's long, and this Tribunal deserves

·2· ·and Dr. Wall deserves for the Tribunal to hear a full

·3· ·explanation of how statutory human rights works, of how

·4· ·the Canadian Charter of Human Rights works, of how it

·5· ·applies to the College, of how Section 1 works, of how

·6· ·it's possible to justify these rights infringements.  I

·7· ·have to go through a long list of rights infringements,

·8· ·because I have to establish that; it's Dr. Wall's

·9· ·burden.

10· · · · This is not something that's going to be done in a

11· ·couple hours.· It's going to legitimately take me

12· ·several hours to go through this, and then, of course,

13· ·you may have questions, and we may have delays, like we

14· ·had this morning, we started 20 minutes late.· It's

15· ·patently unreasonable to say we're going to get through

16· ·it in one day.

17· · · · Now, I understand that, you know, the Complaints

18· ·Director is not a lawyer; I get that, I get that.· But

19· ·I think my friend, because my learned friend, because

20· ·he is so reasonable, I think he can agree with me, that

21· ·we're not going to get through a closing argument in

22· ·five or six hours, which is typically what we have in

23· ·one day.· I could be the entire day before I get

24· ·through mine, and then he deserves an opportunity to

25· ·respond, and he might have a lot to respond to.· Then

26· ·I, of course, have an opportunity to rebut, and then we



·1· ·have questions.

·2· · · · So it's not unreasonable, in any sense, to say

·3· ·there's got to be two days, and it's not unreasonable

·4· ·to say it's got to be two days in a row.· We've broken

·5· ·up the evidence; that's fine.· It's not ideal, but

·6· ·that's fine.· But closing argument needs to be two

·7· ·days, two consecutive days in a row.· And it's not fair

·8· ·to my friend, to be quite frank, if I go the whole day,

·9· ·and then he has to wait four weeks before he gets to

10· ·respond to it because we've split it up.

11· · · · The last thing I'll say is this:· My client and I

12· ·were available for days in February and March.· It just

13· ·so happens that the only day when everybody else was

14· ·available is April 4th, and there's no option for April

15· ·5th, notwithstanding the fact that I have a trial I

16· ·have to travel to for April 6th.· I would have been

17· ·willing to do April 4th and 5th if it had've been

18· ·available.· If we had've done those two days in a row,

19· ·I would have done that, because we might only need a

20· ·day-and-a-half, we might get through on the 5th, and

21· ·then I could travel that evening.· I don't like that,

22· ·but I would have been willing to do that, but that

23· ·option wasn't even presented --

24· ·THE CHAIR:· · · · · · · ·Mr. Kitchen --

25· ·MR. KITCHEN:· · · · · · ·-- for whatever reason --

26· ·THE CHAIR:· · · · · · · ·-- I'm --



·1· ·MR. KITCHEN:· · · · · · ·Go ahead.

·2· ·THE CHAIR:· · · · · · · ·-- committed to another

·3· ·hearing with another college on the 5th.

·4· ·MR. KITCHEN:· · · · · · ·No, and there we go.· Now we

·5· ·know -- yeah, I understand that.· So I don't -- but I

·6· ·don't know why it was always ever presented to Dr. Wall

·7· ·for only one day.· I've made my position clear.· I've

·8· ·explained to Ms. Nelson that the defence requires two

·9· ·days.· So I don't know why it was only presented as one

10· ·day; it should have been presented as two days, because

11· ·that's our position.

12· · · · So I can see why my friend is asking for direction

13· ·here, because right now, as it is, we have a problem,

14· ·because the Hearings Director is looking for one day

15· ·when the defence has made it very clear there needs to

16· ·be two days, which is perfectly reasonable, and he has

17· ·a right to full answer in defence.

18· · · · So I'm going to keep my calendar as open as I

19· ·possibly can.· I'm open all through May, I'm open

20· ·almost all of June, I'm open all of July, so is my

21· ·client.· As soon as -- the soonest that everybody else

22· ·can get two consecutive days, I'm going to be there,

23· ·unless it happens to fall on the one or two days in May

24· ·or June or July that I don't have available.· So

25· ·Dr. Wall is obviously not trying to delay this, okay?

26· · · · I'll remind you that the initial delay was the



·1· ·College's -- I won't say fault -- it was due to the

·2· ·College, okay?· Dr. Wall filed his expert reports in

·3· ·April 2021, almost a year ago now, and we were gearing

·4· ·up, ready to go, and the College had to say, No, we're

·5· ·not ready.

·6· · · · And so here we are, you know, over a year later,

·7· ·after all this happened.· That's not on Dr. Wall.· He's

·8· ·keen to see this go through, he's ready to see it go

·9· ·through, but he has a right to full answer in the

10· ·defence, and he's going to assert that, and he's going

11· ·to require two days for closing argument.· Those are my

12· ·submissions.

13· ·THE CHAIR:· · · · · · · ·I think before we caucus to

14· ·consider a response, I will say that I can't speak for

15· ·the two regulated members on the Panel, but I can speak

16· ·for myself, and I think I can -- it's probably the same

17· ·situation for Doug -- we're under significant demands

18· ·these days.· I'm booking 10 to 15 days a month for

19· ·hearings, so it's difficult to find these periods of

20· ·time.· I know everybody has demands on their calendar.

21· · · · We all just had a month off at -- some weeks off

22· ·at Christmas, but fair enough, Mr. Kitchen, we will --

23· ·the Hearing Tribunal will caucus with counsel, and

24· ·we'll take a -- and I hate to start doing this, but

25· ·we'll take as short a break as possible, we'll be back

26· ·in 10 minutes.· If not, we'll let Amber know, and she



·1· ·can advise everybody, and then hopefully we can move

·2· ·forward.· So if you could -- thank you, Amber.

·3· ·(ADJOURNMENT)

·4· ·THE CHAIR:· · · · · · · ·Well, the Hearing Tribunal and

·5· ·our counsel have considered the information we were

·6· ·presented with.· I think our conclusion is that

·7· ·expecting to conclude final arguments and deliberations

·8· ·on the same day is probably not realistic.· We also

·9· ·need time, and we also do not want a break following

10· ·closing arguments until we're able to meet and

11· ·deliberate on this matter.· So I think it's realistic

12· ·to ask for two days and to find two days that are

13· ·consecutive.· I'm not going to ask people to look at

14· ·calenders now.· Perhaps we can do that over lunch or at

15· ·the end of the day.

16· · · · I think we should get back on track and get this

17· ·witness in, but I will say that the Hearing Tribunal

18· ·has confirmed that they would be willing to meet on

19· ·April 3rd.· We're meeting on Saturday, tomorrow, so if

20· ·Sunday, April 3rd, is an option, that could be two days

21· ·in a row.· Otherwise, Ms. Nelson will be back in the

22· ·position of asking people if they could -- perhaps

23· ·there's been changes to people's calenders, but,

24· ·anyway, try and find two consecutive days.

25· · · · It is a big -- I appreciate Mr. Kitchen's

26· ·comments, there is a lot of evidence to cover, there's



·1· ·also some complex legal arguments to be made, and I'm

·2· ·sure Mr. Maxston will have significant submissions to

·3· ·make as well, so we will try to find two days.· I'm not

·4· ·going to cancel April 4th at the moment until we've

·5· ·found an option, but we will ask Amber to focus on

·6· ·doing that as soon as possible.

·7· · · · I understand that there's costs.· These hearings

·8· ·are not cheap.· That's the cost of doing justice, and

·9· ·that will be -- potentially it could be part and parcel

10· ·of any final decision on this, but, in any event, we do

11· ·not want to be in a position of telling either party,

12· ·the College or Dr. Wall, how to present their final

13· ·arguments.· So we will look for two days.· Hopefully

14· ·everybody will be able to find something in their

15· ·calendar that works without us incurring a further

16· ·undue delay.

17· · · · On that note, Mr. Maxston?

18· ·MR. MAXSTON:· · · · · · ·Yeah, Mr. Chair, I just had

19· ·two comments, and I don't want to belabour this, I,

20· ·unfortunately, am out of town for that weekend, so the

21· ·3rd would not work for me, and my second thought was I

22· ·would suggest that we simply ask Ms. Nelson to send out

23· ·a Doodle poll as soon as possible, that we not try not

24· ·to compare schedules.· I find that sometimes gets a

25· ·little cumbersome, as everybody's flipping back and

26· ·forth.· Perhaps we could ask her to send out a Doodle



·1· ·poll, you know, quite quickly with a two-day block.

·2· · · · The other comment I wanted to make was to my

·3· ·friend, Mr. Kitchen, and it might assist him in terms

·4· ·of Dr. Bridle, I've spoken with my client, and in terms

·5· ·of the qualification process and your questions,

·6· ·Mr. Kitchen, for Dr. Bridle; my client is prepared,

·7· ·subject to hearing from you in terms of, you know, the

·8· ·basis on which you're tendering your expert, my client

·9· ·is prepared to accept him as an expert witness without

10· ·you having to go through, in any kind of detail, his

11· ·qualifications, making again the same -- or submitting

12· ·the same caveats we have before, that these issues are,

13· ·you know, compliance issues and not scientific masking

14· ·issues.

15· · · · I don't know if that will assist you, Mr. Kitchen,

16· ·or if you want to go through, I'll call it, a typical

17· ·qualification process, but it might save you some time.

18· ·I anticipate your -- the basis on which you're going to

19· ·be tendering your expert witness is going to be, you

20· ·know, fairly similar to what you've done before, and

21· ·I -- if we can save some time that way, we're prepared

22· ·to do that.· I'll leave that with you.

23· ·MR. KITCHEN:· · · · · · ·Well, thank you, I appreciate

24· ·that.· I think that is probably an approach that I'll

25· ·take for Dr. Warren tomorrow, and I will send you a

26· ·proposed qualification today so that, you know, you



·1· ·have notice about it tomorrow, and you can let me know

·2· ·if there's any issues.

·3· · · · Today I am going to run through qualification with

·4· ·Dr. Bridle, even though I don't anticipate a lot of

·5· ·objections, and it will be similar to what I've asked

·6· ·with Dr. Dang, but it's slightly different, and so I am

·7· ·going to establish the record for that.

·8· ·THE CHAIR:· · · · · · · ·Okay, well, thank you both.

·9· ·It's 8 minutes to 10, let's just take a quick break,

10· ·and then we can plow through until lunch.· We'll start

11· ·at 10:00 with Dr. Bridle, okay?

12· ·MR. KITCHEN:· · · · · · ·Ms. Nelson, could you just --

13· ·because I haven't been able to communicate with

14· ·Dr. Bridle.· Could you just let him know that we're

15· ·going to start at 10 so he has a heads-up?

16· ·MS. NELSON:· · · · · · · Yes, I can do that for you.

17· ·MR. KITCHEN:· · · · · · ·Okay, thank you.

18· ·THE CHAIR:· · · · · · · ·Thank you.· And then, just to

19· ·confirm, April 3rd is off the table.

20· ·(ADJOURNMENT)

21· ·THE CHAIR:· · · · · · · ·We're back in session.· Just

22· ·two very quick items before I turn the floor over to

23· ·Mr. Kitchen.· I wanted to ask, Mr. Kitchen, do you have

24· ·any documents that you plan to share with -- today or

25· ·table?

26· ·MR. KITCHEN:· · · · · · ·No.· Dr. Bridle's report and



·1· · · ·his cv are part of the record, so you should have

·2· · · ·access to them.

·3· · · ·THE CHAIR:· · · · · · · ·Okay.

·4· · · ·MR. KITCHEN:· · · · · · ·Please let us know if you

·5· · · ·don't, and that's all I intend.· So I mean that could

·6· · · ·change if my friend brings something in, and then I

·7· · · ·need to bring something in in -- I don't anticipate

·8· · · ·that, but certainly for my direct, no documents.

·9· · · ·THE CHAIR:· · · · · · · ·Okay.· And I just would like

10· · · ·to tell people that during our first break to discuss

11· · · ·your opening comments, one option we did look at very

12· · · ·briefly and discarded was the option of having written

13· · · ·closing arguments, and we decided that that was not an

14· · · ·attractive option for this case, but we did -- we were

15· · · ·trying to look at all options, and that was one that

16· · · ·was brought up.

17· · · · · · So with that note, I'll ask Mr. Kitchen to call

18· · · ·your witness, and we can continue.

19· · · ·MR. KITCHEN:· · · · · · ·Sure, Ms. Nelson, if you could

20· · · ·bring him in, and then we'll -- and then, Karoline, if

21· · · ·you can swear him in.

22· · · ·(DISCUSSION OFF THE RECORD)

23· · · ·DR. BYRAM BRIDLE, Sworn, Examined by Mr. Kitchen

24· · · ·(Qualification)

25· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Bridle, just to make

26· · · ·sure that you know where we're going, I'm going to be



·1· · · ·asking you what we call qualification questions, and

·2· · · ·then I'm going to be offering to the Tribunal the

·3· · · ·qualification I'm going to qualify you as, they'll make

·4· · · ·a ruling on that, my friend will have a chance to give

·5· · · ·some comments, and then I'll get into questioning you

·6· · · ·on substance, but this shouldn't take too long.

·7· · · · · · So to start with, Dr. Bridle, are you a doctor

·8· · · ·because you have a Ph.D.?

·9· ·A· ·Yes, that is correct.

10· ·Q· ·What's your Ph.D. in?

11· ·A· ·It's -- okay, so my training is -- well, I guess is

12· · · ·to -- for -- to have a full understanding, I have a --

13· · · ·first, I obtained a Bachelor of Science degree in

14· · · ·biomedical sciences, then a Masters of Science degree

15· · · ·in immunology, and then a Ph.D. in immunology, and then

16· · · ·I did a six-year post-doctoral fellowship to become

17· · · ·certified as a viral immunologist, and I now hold, in a

18· · · ·faculty position, as an associate professor of viral

19· · · ·immunology at the University of Guelph.

20· ·Q· ·Thank you.· Your Ph.D., when did you get that and from

21· · · ·what university?

22· ·A· ·So it was from the University of Guelph, and I guess I

23· · · ·would refer everybody to my cv, I -- it's been so long,

24· · · ·I can't even recall the exact date.

25· ·Q· ·That's okay.· Are you a professor now currently?

26· ·A· ·Yes, I'm an associate professor.



·1· · · · · · So just so everybody understands what that

·2· · · ·entails, the initial appointment for people for

·3· · · ·academics in a university setting is as an assistant

·4· · · ·professor.· And then if we have progressed

·5· · · ·satisfactorily in our development as a faculty member,

·6· · · ·we then undergo usually about within, on average, about

·7· · · ·six years -- no, sorry, five, five to six years after

·8· · · ·being appointed as an assistant professor, we have to

·9· · · ·be -- we undergo a very rigorous review process where

10· · · ·our performance is assessed independently by at least

11· · · ·three world-renowned experts in the field.

12· · · · · · And if our progress is deemed to have been

13· · · ·satisfactory, then typically what happens is we are

14· · · ·awarded tenure and promoted to the position of

15· · · ·assistant professor.

16· · · · · · And then the final stage would be full

17· · · ·professorship, and that usually is about eight years

18· · · ·later with a similar process involved.

19· · · · · · So right now I am an associate professor of viral

20· · · ·immunology.

21· ·Q· ·Thank you.· Have you received any awards or

22· · · ·recognitions within the last two years?

23· ·A· ·Yes.· So you want to just limit it to the last two

24· · · ·specifically --

25· ·Q· ·Yes.

26· ·A· ·-- or last --



·1· ·Q· ·Otherwise, we'd be here for a while.

·2· ·A· ·Okay.· So, yes, so I've won several teaching awards.

·3· · · ·So one of the awards that I received was the equivalent

·4· · · ·of teacher-of-the-year within my college.· It's the

·5· · · ·most -- like it's a prestigious award that's awarded

·6· · · ·within -- for, you know, the college that I -- for the

·7· · · ·college -- among the colleges that I'm involved in

·8· · · ·teaching in.

·9· · · · · · And what that entails is -- entails -- so I'm

10· · · ·involved specifically with training or teaching

11· · · ·veterinary students and -- in the field of immunology,

12· · · ·general immunology.· And so what happens is that, just

13· · · ·like an M.D. program, it's a four-year -- it's four

14· · · ·years of classes, four-year program.

15· · · · · · And so for that award, what happens is all of the

16· · · ·students in the second, third, and fourth year of the

17· · · ·program vote on who they felt the top -- who the top

18· · · ·professor is in that program.· So that's one of the

19· · · ·awards that I won recently.

20· · · · · · Also what happens at the end of every academic

21· · · ·year, the -- these professional students then vote on

22· · · ·who they felt the top professor was for that given

23· · · ·academic year, but I received that recognition, and

24· · · ·that's -- so we get voted in basically as an honourary

25· · · ·class president for that class.

26· · · · · · I also recently received a research award for



·1· · · ·outstanding research.

·2· · · · · · And I'm just trying to think, I think those are

·3· · · ·probably key highlights, you know, to highlight my --

·4· · · ·yeah, the fact that I have been objectively assessed in

·5· · · ·terms of my teaching ability and research ability and

·6· · · ·have been recognized in those ways as being above

·7· · · ·average.

·8· ·Q· ·Thank you.· Just give me one second, my phone was off,

·9· · · ·but my answering machine is on; I'm just going to turn

10· · · ·it off.

11· · · ·THE CHAIR:· · · · · · · ·I'll just mention,

12· · · ·Mr. Kitchen, for everybody, Dr. Bridle's cv and other

13· · · ·related information is in Folder E, and it's package

14· · · ·number 5.

15· · · ·MR. KITCHEN:· · · · · · ·Yes, thank you.

16· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, have you -- are

17· · · ·you currently performing or overseeing research

18· · · ·projects?

19· ·A· ·Yes, a large number.· So I'm known as what's called a

20· · · ·research-intensive faculty member.· So as faculty

21· · · ·members at any university across Canada, our work is

22· · · ·divided into three areas, and we all have -- we

23· · · ·dealt [sic] on to have unique what we call

24· · · ·distributions of effort.

25· · · · · · So our work is divided among, again, three areas

26· · · ·of focus, one is research, one is teaching, and one is



·1· ·service.· And so in my case, my distribution of effort

·2· ·is divided as such:· 65 percent devoted to research, 25

·3· ·percent devoted to teaching, and 15 percent devoted to

·4· ·service.

·5· · · · And just so there's some perspective with that,

·6· ·the sort of average dedication to research, like for

·7· ·the average faculty member across Canada, would be more

·8· ·in the range of 40 percent.· So, therefore, I'm

·9· ·considered a research-intensive faculty member, and so

10· ·that's an emphasis.· And as such, I do have a fairly

11· ·extensive research program and research team that I

12· ·manage.

13· · · · And so right now, active within my lab, there's

14· ·sort of three areas of research that I'm focusing on.

15· ·I do a lot of basic fundamental viral immunology

16· ·research in which we look at the post-immune response

17· ·to viruses and, you know, how we protect ourselves from

18· ·viruses following infection.

19· · · · And then the -- and then there's two more

20· ·translational/applied areas of research.· One is -- in

21· ·both cases, they're using what we call immunotherapy,

22· ·and the most common immunotherapy that I do research on

23· ·are vaccines.· And -- and for two purposes:· So one arm

24· ·of this program is focused on trying -- developing

25· ·vaccines for the prevention of infectious diseases, and

26· ·then the other one is for developing immunotherapies



·1· · · ·for the treatment of cancers.· Similar technologies can

·2· · · ·potentially apply to both, certainly scientific, the

·3· · · ·principles are fairly -- you know, overlap between the

·4· · · ·two.· So I have those three areas of research is my

·5· · · ·emphasis right now.

·6· · · · · · And I guess I also, for full disclosure, just

·7· · · ·because it's probably most relevant to what's being

·8· · · ·discussed today, I did receive two grants to support my

·9· · · ·research program, infectious diseases, one from the

10· · · ·Ontario Government and one from the Federal Government,

11· · · ·and those are a specifically to conduct pre-clinical

12· · · ·research in the area of SARS-Coronavirus-2 vaccines.

13· ·Q· ·Thank you, you've answered some other questions I have.

14· · · · · · And forgive me if this is not the right way to ask

15· · · ·this, but are you currently a reviewer or an editor of

16· · · ·any academic journals?

17· ·A· ·I recently served as the guest editor for a special

18· · · ·issue of a journal for -- and the journal is known as

19· · · ·Vaccines, and that issue is now complete.

20· · · · · · I do serve -- I'm active as a reviewer for many

21· · · ·scientific journals, so that's a regular part of my

22· · · ·job, and that comes under the service component that I

23· · · ·was talking about.· So that service component not only

24· · · ·involves service to my institution, but it involves

25· · · ·service to the -- well, to the public, but especially

26· · · ·service to the larger scientific community.



·1· · · · And part of that is I serve as a reviewer on

·2· ·multiple grant review panels, including grant review

·3· ·panels for the Federal Government, and our -- that's

·4· ·our primary source of academic funding in Canada for

·5· ·medical research.· So that organization is known as

·6· ·C-I-H-R for short or the Canadian Institutes of Health

·7· ·Research.

·8· · · · For that, I have served on multiple committees,

·9· ·including one that looks at grants that are being

10· ·applied for in an area of cancer research, but probably

11· ·my most -- definitely my most substantial contributions

12· ·to that grant review agency has been serving on their

13· ·virology and viral pathogenesis panel.· In fact, I am

14· ·currently serving a three-year term, invited term, as a

15· ·reviewer.

16· · · · And I guess, not that I usually like to tout, you

17· ·know, things like accolades and awards, but, again, I

18· ·understand that it's important to also -- you're trying

19· ·to make considerations in this case about my potential

20· ·to serve as an expert witness, so I'd have to point out

21· ·that I have received three consecutive citations

22· ·from -- and so I guess I forgot to mention this when

23· ·you were asking about awards, because this is within

24· ·the last two years -- and my service on the

25· ·virology/viral pathogenesis panel, in which we

26· ·determined which Canadian research -- researchers get



·1· ·funding in that area.· I have received three

·2· ·citations -- consecutive citations from CHR as being

·3· ·one of their most elite reviewers, which is an award

·4· ·given after the -- end of review competition, the

·5· ·chairs of the review panels, and the CHR staff that

·6· ·attended those panels identify the top 15 percent of

·7· ·reviewers for that particular review cycle across all

·8· ·of their panels, and then those top 15 percent receive

·9· ·these citations and try to set that standard for what

10· ·the other reviewers should try and achieve in terms of

11· ·the quality of the reviews that they provide.

12· · · · And so as part of my job as well, yes, I routinely

13· ·provide reviews, it can be to any scientific journal,

14· ·and I do it for a large number of scientific journals.

15· ·There's no limitation on that.· Any scientific journal,

16· ·if they feel that a faculty member anywhere in the

17· ·world possesses expertise relevant to what that paper

18· ·is about, then they can contact us and ask us if we

19· ·would like to review.· That's done on a voluntary

20· ·basis; we're not required to do it, but it's done on a

21· ·voluntary basis.· And that is the foundation, the

22· ·underpinning of how we establish the most rigorous

23· ·scientific data.

24· · · · So the top scientific data in the world of science

25· ·is what we refer to as peer-reviewed scientific

26· ·publications, and so those are -- that's scientific



·1· · · ·data that has been compiled into what we call a

·2· · · ·manuscript, and that manuscript goes to what we call

·3· · · ·peer reviewers, that would be somebody like myself,

·4· · · ·who -- and we can have no conflict of interest, no

·5· · · ·connection with the authors of that paper.· So that's

·6· · · ·important to make sure it's fully objective.· And

·7· · · ·then -- in many phases, it's not even disclosed who

·8· · · ·the -- now with a lot of journals, not even disclosed

·9· · · ·who the authors are, to ensure that there can be no

10· · · ·biases.

11· · · · · · And then we give our feedback, either we recommend

12· · · ·that the paper be rejected because the science is not

13· · · ·of a sufficient quality, or we can recommend that it be

14· · · ·accepted with different amounts of revision required to

15· · · ·try and increase the quality of the science.· And so,

16· · · ·ultimately, if accepted, that means that -- so what

17· · · ·we're talking about when we're talking about

18· · · ·peer-reviewed scientific literature, that's the process

19· · · ·that's followed.· And so, yes, I participate in that

20· · · ·and have done so for a large number of journals, and I

21· · · ·do it on a regular basis and have throughout the

22· · · ·duration of my independent academic career.

23· ·Q· ·Thank you.· When you do your research, you obviously do

24· · · ·a lot of it, do you sometimes work with other

25· · · ·scientists?

26· ·A· ·Yes.· Yes, my research team is highly collaborative.



·1· ·So, again, if anybody would like to refer to my cv,

·2· ·you'll find that -- so the way authorship works in --

·3· ·certainly in the area that I work in and so the

·4· ·academic realm, there is typically -- and it varies

·5· ·from research area to research area, there's sort of

·6· ·different conventions in the authorship of what

·7· ·typically happens.· When you're looking at these

·8· ·papers, you'll often see a large number of names

·9· ·listed, and so those are all the people who contributed

10· ·in some way to the sciences in that manuscript.

11· · · · And the names that are at the beginning -- so this

12· ·is the case for sure with all of my citations, the way

13· ·it works, all the names at the beginning are typically

14· ·the trainees that did most of the hands-on laboratory

15· ·work, and then the names that are in the latter half of

16· ·the authorship are what we call the senior authors.

17· ·They're the ones that got the funding for the research,

18· ·that often design the research project, and they

19· ·oversee the management of the trainees that are working

20· ·on that and provide feedback and troubleshooting,

21· ·et cetera.

22· · · · So -- and so when you're looking at sort of the

23· ·level of collaborative-ness, you want to know who the

24· ·senior authors are.· And one of the -- and immediate

25· ·ways to identify that is -- I mean, so, obviously, when

26· ·I'm publishing something, my trainees are readily



·1· ·identifiable typically because they're going to be from

·2· ·my institution.· Although with that said, I have many

·3· ·trainees actually who have collaborated with mine from

·4· ·other institutions.

·5· · · · But so when you look at that latter part of the

·6· ·list, when you see people, especially from other

·7· ·institutions -- and I mean if there are any other

·8· ·faculty members as senior scientists, those are

·9· ·collaborators, official collaborators.

10· · · · And so, yes, I've collaborated extensively.

11· ·There's no way I could go through all of them, but I

12· ·collaborate with researchers from around the world.  I

13· ·guess I can give you an example.· So, for example, with

14· ·a recent publication that we had on SARS-Coronavirus-2

15· ·vaccines, for example, that was a strategic

16· ·collaboration with the National Microbiology

17· ·Laboratory, which is part of the Public Health Agency

18· ·of Canada, where they conducted part of our research.

19· ·There were three separate research groups at the

20· ·University of Guelph where -- that we came together

21· ·strategically to do this work.· So that's one type of

22· ·example.· So, yes, so I've collaborated with scientists

23· ·in the Government and lots of scientists from other

24· ·academic institutions, including others around the

25· ·world.

26· · · · So, yeah, my research team is highly



·1· · · ·collaborative, so every one of my publications

·2· · · ·represents some type of formal scientific

·3· · · ·collaboration.

·4· ·Q· ·Thank you.· Have you published any peer-reviewed

·5· · · ·articles or any other type of publications in the last

·6· · · ·two years either on your own or collaboratively with

·7· · · ·others?

·8· ·A· ·Yes.· So I'm actually quite proud of that fact

·9· · · ·honestly, and this is why:· So just to understand the

10· · · ·setting, what happens is because of the lockdowns

11· · · ·related to COVID-19 policy, a lot of research programs

12· · · ·had to shut down and for substantial periods of time.

13· · · ·And, indeed, my research was declared nonessential, and

14· · · ·so the worst shutdown that we were facing originally

15· · · ·was a -- it turned out to be six months of interruption

16· · · ·to research, really nonessential research.

17· · · · · · However, again, like I mentioned because I do --

18· · · ·because -- so this problem of COVID-19, specifically

19· · · ·SARS-Coronavirus-2, the virus that causes COVID-19,

20· · · ·because that's in my area of expertise and so many of

21· · · ·the -- so much of the research and research tools that

22· · · ·I work with were applicable, my group pivoted very

23· · · ·rapidly to focus on COVID research, and like I said, we

24· · · ·were successful in getting grants available to pursue

25· · · ·that.

26· · · · · · So we have continued our cancer research, we've



·1· ·continued our basic virology research throughout this,

·2· ·but those two aspects have -- you know, we have

·3· ·experienced substantial interruptions to those

·4· ·components and -- but we focused our efforts on

·5· ·infectious diseases on the SARS-Coronavirus-2.

·6· · · · And so as a consequence, in fact, the last two

·7· ·years, remarkably despite that -- those, you know,

·8· ·impediments to research, the last two years have

·9· ·actually been my most productive in terms of

10· ·publications.· I -- again, you'd have to look at my cv

11· ·to get the exact number.· I -- what I can tell you,

12· ·yeah, well -- oh, yeah, so, actually, I do have a

13· ·fairly accurately grasp.· We actually have so many

14· ·papers that are currently under review that have been

15· ·submitted that, you know --

16· · · · What I can say for sure is that by the end -- by

17· ·Christmas of last year, over the last two years, I had

18· ·published 29 paper -- 29 peer-reviewed, scientific

19· ·papers in scientific journals that are indexed in all

20· ·the common databases and -- so 29 publications.· And

21· ·since then, I have had two or three more published.  I

22· ·have had two more accepted, and I have two or three

23· ·more that are currently under review.

24· · · · So, yeah, so it's been quite productive, and so

25· ·the reality is -- so, for example, my institution,

26· ·again, that has garnered attention because the average



·1· ·publication record for faculty, in fact, dropped off

·2· ·substantially, to the point -- in fact, I should point

·3· ·out -- we actually normally have a performance review

·4· ·every two years, and because of this impact, our

·5· ·actual -- first performance review was supposed to

·6· ·occur very early on during the declared pandemic but

·7· ·was cancelled because of this impact at that time.· And

·8· ·then we were supposed to have our last review very

·9· ·recently because this has been going on for two years

10· ·now, and that's been cancelled.

11· · · · So the next time we're going to have a review

12· ·actually is going to have been -- at this point, it's

13· ·going to have been a six-year gap, and that is to

14· ·recognize the fact that it was unfair to evaluate the

15· ·performance of faculty members who had had such massive

16· ·interruptions to their research programs and their

17· ·ability to be productive.

18· · · · So, in fact, you can't expect the review

19· ·committees to review six years of progress from every

20· ·faculty member, so what's happening -- so, in fact,

21· ·it's just been assumed that everybody -- at my

22· ·institution, that everybody has performed reasonably

23· ·well, because it actually gets linked to pay bonuses at

24· ·the end of that two-year period, and so everybody will

25· ·get the same pay bonus.· And then when we have our next

26· ·review, which will have been a six-year gap, it will --



·1· · · ·we'll be starting from scratch again in terms of a

·2· · · ·review.

·3· · · · · · So, yeah, that's where I'm at with the publication

·4· · · ·record that I am particularly proud of, that my

·5· · · ·research team has been so incredibly productive

·6· · · ·throughout all of this, so that's kudos to them.

·7· ·Q· ·Thank you.· And just to clarify some of those

·8· · · ·publications have been related to SARS-CoV-2 and/or

·9· · · ·COVID-19?

10· ·A· ·Yes, that's true, yes, we have several peer-reviewed

11· · · ·publications dealing with SARS-Coronavirus-2.

12· ·Q· ·Have you been an expert witness in legal proceedings

13· · · ·before today?

14· ·A· ·I have.· So, yeah, to disclose my involvement with

15· · · ·those, I was in one that was ultimately not heard -- I

16· · · ·was -- I -- so -- and the first one that I was involved

17· · · ·with related to Corona -- SARS-Coronavirus-2.· I served

18· · · ·as an expert witness, was involved with various aspects

19· · · ·of that case for many months leading up to it.· I was

20· · · ·cross-examined for 5 hours and 15 minutes for that

21· · · ·case, but, ultimately, that case was thrown out.· So

22· · · ·I'm not a legal expert, but my understanding,

23· · · ·therefore, is that I was not officially qualified as an

24· · · ·expert in that case because the case ultimately was not

25· · · ·heard, and my understanding is that's a requirement to

26· · · ·be considered qualified, but I served as an expert



·1· ·witness in that case.

·2· · · · I have -- I've served in an unofficial capacity

·3· ·for hearings that were run like court hearings for --

·4· ·the most recent one was for a physician in Ottawa, an

·5· ·ear, nose, and throat specialist, who was -- and this

·6· ·was due to the vaccine mandates and whether or not

·7· ·they're privileged to serve into hospitals in Ottawa

·8· ·should be taken away because of not accepting, you

·9· ·know, the two jabs in that case, but that was not an

10· ·official court proceeding, but it was run by lawyers.

11· · · · And then I was also involved in a court case

12· ·dealing with vaccine mandates that were -- that was --

13· ·this was for hospital workers in Toronto, and now that

14· ·one is more complicated honestly.· Again, I don't have

15· ·the legal expertise, but it was my understanding and

16· ·the understanding of the legal team that had recruited

17· ·me to provide expert evidence to the people hearing the

18· ·case that I had to qualify as an expert.

19· · · · What I can tell you is that the -- one of the two

20· ·experts on the -- serving on the other side, they

21· ·were -- one was dismissed before the court hearing,

22· ·their expert report, and then the other one was

23· ·dismissed during the court hearing.· Mine was

24· ·discussed, and the lawyers accepted my expertise, and

25· ·my report, my understanding was, had been admitted into

26· ·court.· There was a court hearing.· My report was



·1· ·discussed.

·2· · · · But then in the final report, what confused

·3· ·everybody is a -- the ruling ultimately was -- left

·4· ·only my report on the table, because the other two had

·5· ·been removed, and so, ultimately, the ruling was based

·6· ·on wording that the lawyers had used to, I guess,

·7· ·develop their case and not on the expert evidence.· So

·8· ·the expert evidence ultimately was not considered in

·9· ·the ruling.

10· · · · So, again -- so I was left with I had been told,

11· ·on one hand, that I was qualified as an expert in that

12· ·case, and then on the other hand, I was told that maybe

13· ·not because the expert evidence, ultimately, was not

14· ·considered.· So that's just for full disclosure.

15· · · · Because one of the things that I've got -- that

16· ·I -- that was brought up is anytime I -- I didn't know

17· ·from the first case, and I know it has to be disclosed,

18· ·and I didn't want to get in trouble, so I disclosed

19· ·that I was qualified as an expert witness in that --

20· ·the first case, and then I was accused of lying, but I

21· ·just didn't know because I'm not a legal expert, and so

22· ·that's been clarified.

23· · · · So that's why, for your full disclosure, I want

24· ·you to know what's happened.· So in that last case,

25· ·whether or not I was officially qualified, I'm actually

26· ·uncertain of, but certainly my -- in both cases, nobody



·1· · · ·disputed my -- the ability to serve as an expert.· And

·2· · · ·in the last one, my expert report was actively

·3· · · ·discussed in court.· That's for full disclosure.

·4· ·Q· ·Thank you.· Now, Dr. Bridle, do you know Dr. Curtis

·5· · · ·Wall personally?

·6· ·A· ·I don't know him at all, no, and I -- so all I know is

·7· · · ·the name, and, in fact, I still know very little about

·8· · · ·him.

·9· ·Q· ·Do you have any financial interest in the outcome of

10· · · ·this case?

11· ·A· ·No.

12· ·Q· ·Do you understand your duty to provide this Tribunal

13· · · ·with your expert knowledge and opinions in an objective

14· · · ·and neutral manner?

15· ·A· ·Yes, yeah, and that's -- as a scientist, that's what I

16· · · ·am expected to practice on a regular basis as I

17· · · ·mentioned, otherwise, the entire peer-review process

18· · · ·will be compromised, and I will endeavour to do that

19· · · ·today as well.

20· ·Q· ·Thank you.

21· · · ·MR. KITCHEN:· · · · · · ·Well, those are my

22· · · ·qualification questions.· Chair, I want to have

23· · · ·Dr. Bridle qualified as the following -- I can read

24· · · ·this a couple times -- but I want him to be qualified

25· · · ·as an expert in the area of viral immunology and, in

26· · · ·particular, SARS-CoV-2, COVID-19, and the efficacy of



·1· ·masking, physical distancing, and other restrictions

·2· ·intended to prevent the transmission of SARS-CoV-2.

·3· ·THE CHAIR:· · · · · · · ·Mr. Maxston?

·4· ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm going to ask

·5· ·you to read that back, I got part of it or most of it,

·6· ·but I just need to hear all of it again, if you could

·7· ·do that.

·8· ·MR. KITCHEN:· · · · · · ·Yeah, no problem.· I'd like to

·9· ·have Dr. Bridle qualified as an expert in the area of

10· ·viral immunology and, in particular, SARS-CoV-2,

11· ·COVID-19, and the efficacy of masking, physical

12· ·distancing, and other restrictions intended to prevent

13· ·the transmission of SARS-CoV-2.

14· ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Kitchen.

15· · · · Mr. Kitchen, I don't want to -- I may have a

16· ·question or two for Dr. Bridle at this point, but can

17· ·you clarify what other restrictions you're referring

18· ·to?· I don't want to be too difficult here, but that's

19· ·a little bit open-ended; I just wonder if you can

20· ·comment on that.

21· ·MR. KITCHEN:· · · · · · ·Sure.· I'm going to ask Dr. --

22· ·what I anticipate asking Dr. Bridle specifically about

23· ·specific other restrictions, right.· I've identified

24· ·masking and physical distance as specific restrictions,

25· ·right?· But the reality is, and I -- you know, I think

26· ·we often hear this from the public health people is



·1· · · ·that, Look, it's a whole, right?· You can't talk about

·2· · · ·these things very well isolated; they need to be talked

·3· · · ·about as a whole.· That's one reason I have that in

·4· · · ·there is I'm going to have generalized questions, and

·5· · · ·Dr. Bridle's going to have generalized answers, I

·6· · · ·anticipate, about COVID restrictions globally or

·7· · · ·generally.· That's one.

·8· · · · · · And two, I'm following along the same lines that

·9· · · ·you established with Dr. Hu, which I didn't take issue

10· · · ·with; you know, you had the catch-all other measures.

11· · · ·You know, I figured that was appropriate, so I didn't

12· · · ·object, and so I'm following along in the same vein so

13· · · ·that we don't get into issues of, well, you know, you

14· · · ·can only talk about masking or physical distancing.

15· · · ·That doesn't really make any sense.· It wouldn't make

16· · · ·any sense for Dr. Hu, it wouldn't make any sense for

17· · · ·Dr. Dang, it wouldn't make any sense for Dr. Bridle, so

18· · · ·that's why I'm putting that in there; not because I'm

19· · · ·going to go to specific other restrictions, but because

20· · · ·I want to talk about them generally.

21· · · ·MR. MAXSTON:· · · · · · ·Okay, thank you for that.  I

22· · · ·just have a couple of quick question for Dr. Bridle.

23· · · ·Mr. Maxston Cross-examines the Witness (Qualification)

24· ·Q· ·MR. MAXSTON:· · · · · ·Good morning, Dr. Bridle.  I

25· · · ·wonder if you can answer a couple of quick things for

26· · · ·me.· You had a discussion with Mr. Kitchen about the



·1· · · ·fact that you have your Ph.D., I think you're a viral

·2· · · ·immunologist.· Is it correct that you're not a medical

·3· · · ·doctor then?· I just want to be clear about that.

·4· ·A· ·Yes, that is correct.· I do not hold an M.D. degree,

·5· · · ·nor a D.V.M. or any type of medical -- professional

·6· · · ·medical degree.· I'm not a professional --

·7· ·Q· ·And similar to that --

·8· ·A· ·-- (INDISCERNIBLE) --

·9· ·Q· ·-- are you now a member of a regulated profession

10· · · ·under, you know, the Ontario regulated Health

11· · · ·Professions Act or something similar?

12· ·A· ·No.

13· ·Q· ·So you're not a member of a regulatory college like the

14· · · ·College of Chiropractors of Alberta, for example, if

15· · · ·you were in Alberta?

16· ·A· ·That is correct.

17· ·Q· ·Have you ever been a member of a regulatory college?

18· ·A· ·No.

19· ·Q· ·I think you touched on this with Mr. Kitchen, but have

20· · · ·you advised any public health bodies concerning

21· · · ·COVID-19; have you been asked to consult with them?

22· ·A· ·Yes.· So I have -- so, for example, I've had numerous

23· · · ·interactions with the National Advisory Committee on

24· · · ·Immunization, lots of back-and-forth emails, so, yeah,

25· · · ·so that's a great question.

26· · · · · · So I focus on research.· I tend to focus more on



·1· · · ·the pre-clinical side, feeding into the translational

·2· · · ·research arm.· I have had some of my research go into

·3· · · ·clinical -- human clinical trials, but that gets passed

·4· · · ·off to those who work on the clinical research side.

·5· · · · · · So the type of research that I do helps inform

·6· · · ·public policy --

·7· ·Q· ·Yeah, I --

·8· ·A· ·-- public health policies but --

·9· ·Q· ·I think I --

10· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, you need to let

11· · · ·my witness finish.

12· · · ·MR. MAXSTON:· · · · · · ·Yeah, sorry, sorry.

13· ·Q· ·MR. MAXSTON:· · · · · ·I just wanted to -- I didn't

14· · · ·want you to go down a certain road.· I was more

15· · · ·interested in whether you, for example, worked with the

16· · · ·Ontario Chief Medical Officer of Health or anything

17· · · ·along those lines.

18· · · ·MR. KITCHEN:· · · · · · ·And he'll --

19· ·A· ·No, I haven't worked directly -- sorry.

20· · · ·MR. KITCHEN:· · · · · · ·Obviously, he's going to

21· · · ·answer that question, but, Dr. Bridle, you are

22· · · ·permitted to finish your answer to my friend's two

23· · · ·questions ago.

24· ·A· ·Okay, sure, yes.· Yeah, so when it comes to public

25· · · ·health, the type of research that I do and the science

26· · · ·that I publish is what is used to inform public health



·1· ·policy.· So things like, for example, we've heard a lot

·2· ·about the epidemiological modelling, so what -- so --

·3· ·and what happens is when these epidemiological models

·4· ·are made, there's a lot of assumptions that are plugged

·5· ·into those.

·6· · · · And so, for example, the type of research that I

·7· ·do would be important in terms of what kind of data

·8· ·gets plugged into these models when it comes to

·9· ·assumptions like naturally acquired immunity, for

10· ·example, or vaccine-related efficacy, right, these

11· ·assumptions that dictate how some of the measures right

12· ·now are performing, and that then influences the

13· ·output, which is when we're trying to predict what

14· ·cases and severe outcomes like hospitalizations and

15· ·intensive care unit admissions, for example, I get

16· ·into, just so that the -- everybody has an

17· ·understanding of sort of where I stand on that

18· ·spectrum.· So my data feeds into that, you know, basic

19· ·science aspect that informs then these models and how

20· ·they're run.

21· · · · But to directly answer your question, Mr. Maxston,

22· ·I have not worked directly with the medical -- with

23· ·Ontario's Medical Officer of Health.· With that said, I

24· ·have provided letters to them, you know, with my input,

25· ·but I have not been formally recruited by them to

26· ·discuss, you know, scientific matters.



·1· ·MR. MAXSTON:· · · · · · ·Thank you, Dr. Bridle, those

·2· ·are all my questions.

·3· · · · Mr. Kitchen, I don't have any concerns with the

·4· ·manner in which you're tendering this witness.· I think

·5· ·you've told me you wanted to have a little flexibility

·6· ·in terms of the other restrictions phrased, and I'll

·7· ·object if I need to, but I don't anticipate I would

·8· ·have to do that.

·9· ·MR. KITCHEN:· · · · · · ·Thank you.· Well, Mr. Chair,

10· ·it's over to you then to let us know if you accept that

11· ·qualification.· I can read it again --

12· ·THE CHAIR:· · · · · · · ·Yeah, no, that's okay.  I

13· ·think we all got it.· Do we need to caucus, Mr. Pavlic?

14· ·MR. KITCHEN:· · · · · · ·You're muted.

15· ·MR. PAVLIC:· · · · · · · My apologies, I had a little

16· ·bubble over my mute button.· Yeah, maybe we should just

17· ·take a very brief minute.

18· ·THE CHAIR:· · · · · · · ·Okay.

19· ·MR. PAVLIC:· · · · · · · Yeah.

20· ·THE CHAIR:· · · · · · · ·Thank you.

21· ·MR. PAVLIC:· · · · · · · Thank you.

22· ·(ADJOURNMENT)

23· ·Ruling (Qualification)

24· ·THE CHAIR:· · · · · · · ·We're back in session, and,

25· ·Mr. Kitchen, the Hearing Tribunal has no objection to

26· ·your qualifying this witness as an expert in his stated



·1· · · ·field.

·2· · · ·MR. KITCHEN:· · · · · · ·Thank you.· Well, then I

·3· · · ·propose we continue on with questioning, and then if we

·4· · · ·need to take a break, then I'm sure somebody will put

·5· · · ·their hand up.

·6· · · ·DR. BYRAM BRIDLE, Previously sworn, examined by

·7· · · ·Mr. Kitchen

·8· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, you can hear us,

·9· · · ·right?

10· ·A· ·Yes, I can.

11· ·Q· ·Excellent, all right, well, I'm going to jump right in.

12· · · · · · First, I want to start with a few basic questions,

13· · · ·I know you touched on this in the qualification, but

14· · · ·just to clarify, what is the virus that causes the

15· · · ·disease of COVID-19?

16· ·A· ·Yeah, so just to be clear, the virus in question here

17· · · ·is known as the Severe Acute Respiratory

18· · · ·Syndrome-Coronavirus-2.· It's specifically been given

19· · · ·that designation 2, because about 18, 19 years ago,

20· · · ·there was an outbreak, including in Canada, of the

21· · · ·original Severe Acute Respiratory Coronavirus, which is

22· · · ·now either just called SARS-CoV or sometimes now

23· · · ·referred to as SARS-CoV-1.

24· · · · · · So this is dealing with the Severe Acute

25· · · ·Respiratory Syndrome-Coronavirus-2, which was first

26· · · ·identified and that information made public in the year



·1· ·2019 now, late in the year 2019, and this is where we

·2· ·get this term "COVID-19" from.· So what COVID-19 is,

·3· ·that's the Coronavirus disease, and then the 19 part

·4· ·refers to that was initially identified in 2019.

·5· · · · And, again, yeah, to differentiate -- and this is

·6· ·an important distinction for people to make --

·7· ·SARS-Coronavirus-2 is the virus.· COVID-19

·8· ·is the disease.· Being infected with the virus doesn't

·9· ·equate with having a disease.· To have a disease, one

10· ·must have signs for -- and/or symptoms of illness.· So

11· ·there's a clinical part to that diagnosis.· So, again,

12· ·one can be infected with the virus but not necessarily

13· ·have disease, and, in fact, scientific literature right

14· ·now shows that there's a much larger than previously

15· ·anticipated and still unknown proportion of the

16· ·population that has been or can be infected with

17· ·SARS-Coronavirus-2 and not get COVID-19, the disease.

18· · · · And so a way to kind of make sure that everybody

19· ·understands that properly, we are all, all of us right

20· ·now, I can guarantee, are infected, infected with all

21· ·kinds of microorganisms, including lots of viruses.· We

22· ·think -- we hear a lot about our microbiome, and we

23· ·often think about the bacteria that coat the outside

24· ·and inside of our linings specifically, like the

25· ·mucosal membranes throughout our body or gut, our

26· ·respiratory tract, reproductive tracts, et cetera, and



·1· · · ·then, of, of course, our skin.

·2· · · · · · But part of that microbiome is also what we know

·3· · · ·as the virome, so we actually have probably more

·4· · · ·viruses in and on our body than we actually do

·5· · · ·bacteria, and, interestingly, a lot of those viruses

·6· · · ·are actually -- have infected the bacteria that are in

·7· · · ·or on our body, and these are known as bacteriophage.

·8· · · · · · So I mean this just highlights that we can be

·9· · · ·infected with an agent but not have disease, and so

10· · · ·that's the distinction here.· SARS-CoV-2 is the virus

11· · · ·that, in some people, can cause the disease known as

12· · · ·COVID-19.

13· ·Q· ·Thank you.· Now, when it comes to the virus and the

14· · · ·disease and everything that's been going on in the last

15· · · ·two years, what would you say is the most important

16· · · ·difference or some of the most important differences

17· · · ·between scientists such as yourself and public health

18· · · ·doctors such as Dr. Hu?

19· ·A· ·Yeah, so I can't comment specifically on Dr. Hu, but I

20· · · ·can provide some generic feedback, because, again --

21· · · ·so, for example, individuals like myself, again, so we

22· · · ·train -- we train medical professionals.· In my

23· · · ·specific case, I've chosen to work with the University

24· · · ·of Guelph.· I've been offered a position at the

25· · · ·University of Ottawa where I would have been teaching

26· · · ·students in the M.D. program, but because I felt I



·1· ·could do more sophisticated research at the University

·2· ·of Guelph, because there's more animal models available

·3· ·and the type of research I do, I teach students in the

·4· ·doctor veterinary program.

·5· · · · However with that said, I've also had many of my

·6· ·undergraduate and graduate students that I've trained

·7· ·and mentored have gone to medical school as well.

·8· · · · And so as a consequence because of this teaching,

·9· ·I'm routinely involved with communicating, for example,

10· ·I've chaired for many years our department's seminar

11· ·series committee, and so through that, I host other

12· ·scientists through my collaborative network.· I've been

13· ·in contact with all kinds of faculty members who teach

14· ·in these types of programs.

15· · · · So what's important to note is when one has an

16· ·advanced degree, so, for example, a Master -- so that

17· ·would be like a Master's degree and especially a Ph.D.,

18· ·a Ph.D. takes it to a far greater extreme.· What one is

19· ·being educated in in that area is a very deep

20· ·understanding of a particular area of expertise.· So in

21· ·my case, I have spent years studying in incredible

22· ·detail the areas of virology and immunology, and

23· ·although not relevant to today, but also cancer

24· ·biology.

25· · · · And so the key difference, what people have to

26· ·understand -- and, again, this -- I mean no offence by



·1· ·this in any way, but it's just to encourage

·2· ·understanding -- is if somebody holds an M.D., and the

·3· ·same would be for a D.V.M., any of these professional

·4· ·medical degrees, what you have to understand is when it

·5· ·comes to the medical doctorate programs, these are

·6· ·undergraduate programs -- they're undergraduate

·7· ·professional programs, right?· So people when they get

·8· ·these degrees, they are declared professionals, but

·9· ·they are undergraduate degrees.· So that is why, for

10· ·example, if you see somebody who holds a graduate

11· ·degree, the graduate degree will always, even if it's a

12· ·Masters degree, it will always be listed after the

13· ·undergraduate medical degree, and that's to recognize

14· ·the fact that one is training at the undergraduate

15· ·level, whereas the other one is more in-depth training

16· ·at a graduate level.· So literally -- so that's what

17· ·you'll typically see.· So if I were to list my

18· ·credentials, I would be required to list my Bachelors

19· ·of Science first, my Masters of Science second, and my

20· ·Ph.D. last, and what we usually do is we just simply

21· ·list the Ph.D. because it essentially trumps the

22· ·others.· So that's why you'll typically see -- not

23· ·people won't list the Bachelors or Masters, and I don't

24· ·like to do that because, you know, it's not about

25· ·trying to garner, you know, praise from others, it's

26· ·simply to recognize that, you know, ultimately we have



·1· ·achieved -- we have -- we've got a Ph.D.

·2· · · · So that's why you see -- so the order in which

·3· ·degrees are listed actually is important in the

·4· ·scientific and medical community to recognize these

·5· ·distinctions, and so at the -- so, in other words,

·6· ·individuals like myself, who have deep expertise in

·7· ·immunology and virology, so I would teach in these

·8· ·programs in those areas that are under my expertise and

·9· ·try and get as much of that expertise conveyed to the

10· ·people who are earning these undergraduate medical

11· ·degrees.

12· · · · One of the universal concerns actually -- so when

13· ·I start my teaching -- and I mention this because it's

14· ·important to understand the full scope of your

15· ·question -- I -- so I -- one of the things I take pride

16· ·in, as far as I know to date within the D.V.M. program,

17· ·doctor veterinary medicine program that I teach, as far

18· ·as we know to date, it involves the most extensive

19· ·training in immunology in North America.· I can't say

20· ·for sure, because I don't know what every medical

21· ·college in North America, what their programs entail,

22· ·but so far, and has been recognized by my

23· ·administration, we haven't seen one that's more

24· ·intensive.

25· · · · And by that I mean, we teach -- I have 30 lecture

26· ·slots with my students to talk about -- you know, to



·1· ·lecture them about immunology.· Included with that is

·2· ·we have what we call independent learning sessions,

·3· ·where they also do some learning on their own about

·4· ·immunology.· We also have -- I've incorporated what I

·5· ·call interactive learning sessions where we use a

·6· ·technology called iClickers, where I can put up

·7· ·questions and have the students then provide their

·8· ·feedback so I can gauge how well they are or are not

·9· ·understanding concepts, plus we have review sessions

10· ·where they can openly ask me any questions that they

11· ·want.

12· · · · And then the other thing that we have is I run --

13· ·the class, because it's large, gets split into two, so

14· ·I run two laboratories split across two halves of the

15· ·class, so four laboratory sessions in total.· So each

16· ·student gets six hours of laboratory exposure to

17· ·immunology, so hands-on learning.

18· · · · So I just say that to put in perspective, because

19· ·in Canada, in the M.D. program, the average M.D.

20· ·program in Canada provides in the ballpark of ten

21· ·lectures, only lectures and none of these other

22· ·aspects, no laboratory, you know, hands-on learning,

23· ·ten lectures on average in the first year of the M.D.

24· ·program and less than that for virology.

25· · · · So on the extreme end would be McMaster

26· ·University.· I have had several of my students go to



·1· ·McMaster University and of course to collaborate -- I

·2· ·mean, I did my post-doctoral fellowship there, so I --

·3· ·and I collaborate and still collaborate with people

·4· ·from McMaster, so I know this very well.· They're on

·5· ·the extreme low end in Canada actually with five

·6· ·lectures in immunology in the first year of the

·7· ·program.

·8· · · · So I say that because when it comes to things like

·9· ·immunology and virology, therefore, if it's just an

10· ·M.D., then somebody who just holds an M.D. and who has

11· ·not taken advanced training in these areas would have

12· ·only the most superficial understanding of these areas

13· ·of science.· And at an extreme, it is possible to get

14· ·into these programs without completing an undergraduate

15· ·program.· I'd like to point that out because their

16· ·undergraduate immunology training, for example, the

17· ·University of Guelph involves about 35 lectures in

18· ·immunology, so -- but those tend to be in third and

19· ·fourth year.· People can get admitted into medical --

20· ·and they're not often prerequisites as well.· So even

21· ·an undergraduate student with a Bachelor of Science

22· ·degree who has taken an undergraduate immunology

23· ·course, for example, from the University of Guelph

24· ·would have a much more comprehensive understanding of

25· ·immunology and virology than the average person at the

26· ·point of completing their medical doctorate.



·1· ·Q· ·Thank you.· Okay, now I've got some questions about

·2· · · ·your report.· In Section 3 of your report, and just for

·3· · · ·those following along, that's page 2 of 18.· So in

·4· · · ·Section 3, Dr. Bridle, you refer to the SARS-CoV-2

·5· · · ·virus --

·6· ·A· ·Sorry, Mr. Kitchen, may I just ask a question; am I

·7· · · ·allowed to bring up my report to refer to it?

·8· ·Q· ·Yes, yes, you are.

·9· ·A· ·Okay, I'm going to be looking -- I'm going to bring it

10· · · ·up on my -- I have a second screen here and that is

11· · · ·what I'm looking at.· So, sorry, which page?

12· ·Q· ·So I'm on page 2 and 3 of 18 pages, and this is Section

13· · · ·3, where you say:· (as read)

14· · · · · · SARS-CoV-2 is not a problem of pandemic

15· · · · · · proportions.

16· ·A· ·Okay, just let me get there, page 2.· Yes, okay, I'm

17· · · ·there.

18· ·Q· ·You discuss infection fatality rates in this.· Well,

19· · · ·let's start here:· Could you just briefly explain for

20· · · ·us, so we know, what is the infection fatality rate?

21· ·A· ·Okay, yeah, so what -- infection fatality rate, what

22· · · ·that tells you is if you have a population and you can

23· · · ·confirm that an infection has occurred and how that --

24· · · ·and I want to point out how that is determined, what

25· · · ·method is used is important, because if techniques are

26· · · ·used improperly, one might be erroneously identified as



·1· · · ·being infected.· But so what infection fatality rate is

·2· · · ·supposed to be is if somebody is genuinely infected, it

·3· · · ·gives you an indication of what the chances are that

·4· · · ·that is going to be fatal for that individual.

·5· · · · · · So the best way to understand it is, again,

·6· · · ·because we're talking about percentages, it's best to

·7· · · ·put it, give the example of how having a population of

·8· · · ·100 people, so if you know what -- if you have a group

·9· · · ·of people that you know for sure are infected with a

10· · · ·pathogen, then the infection fatality rate would tell

11· · · ·us how many, what proportion of those 100 people would

12· · · ·be expected to die as a result of that infection.

13· ·Q· ·Could you please describe the relative danger of

14· · · ·SARS-CoV-2?· And I say "relative" because, you know,

15· · · ·obviously we're not working in a vacuum here.· So if

16· · · ·you could tell us the relative danger of SARS-CoV-2.

17· ·A· ·Yes.· So what I'd like to point out just before I start

18· · · ·giving the full answer, and I'll come back to this at

19· · · ·the end, there is -- what I want to point out is in my

20· · · ·report -- just, again, to put it in perspective, my

21· · · ·report was submitted I can't remember the exact date,

22· · · ·but it was, you know, well -- it was quite some time

23· · · ·back in 2021.· So I'm going to talk about, because this

24· · · ·has been admitted as evidence, I want to talk about

25· · · ·what was available to me at that time, but it's

26· · · ·important to note that things have also changed quite a



·1· ·bit in the context of the Omicron variant, so I'd like

·2· ·to touch on that at the end.

·3· · · · So in terms of what I have in the report, what

·4· ·you'll see is that ultimately I cite a scientific

·5· ·paper, again, a peer-reviewed published paper that

·6· ·estimates -- that estimated at that time that the

·7· ·infection fatality rate for SARS-Coronavirus-2 was

·8· ·likely in the ballpark of 0.15 percent.· So, again, to

·9· ·put that in perspective, if a hundred people were

10· ·infected with SARS-Coronavirus-2, you'd expect 0.15

11· ·percent of them to die.

12· · · · Now, this is important because when the pandemic

13· ·was declared, many of us might recall or certainly you

14· ·can look up the, you know, the headlines, it was

15· ·declared -- there were concerns at the beginning,

16· ·because we didn't know a lot about this virus at the

17· ·very beginning, so what I'm referring to there is

18· ·towards the end of 2019 when this virus was first

19· ·identified, we didn't know, you know, what exactly the

20· ·outcome of infection would be, and there were serious

21· ·concerns that we might be looking at infection fatality

22· ·rates as high as 10 percent.· So that was stated by

23· ·many health professionals including Anthony Fauci and

24· ·many others.

25· · · · Then as time progressed, and we started to realize

26· ·that it was a relatively limited demographic that was



·1· ·at high risk from this virus, that was rephrased, and

·2· ·the concerns were then that this might be in the

·3· ·ballpark of -- infection fatality rate might be in the

·4· ·ballpark of about 1 percent, and that would be serious

·5· ·if it was at 1 percent, definitely with 10 percent,

·6· ·also at 1 percent.· I would argue as an expert in this

·7· ·area, a 1 percent infection fatality rate, that

·8· ·declaration of a pandemic would likely -- would be

·9· ·warranted at a 1 percent infection fatality rate.

10· · · · But this is where it's important is what we soon

11· ·realized because of the way that the testing was being

12· ·done, and there'd certainly be flaws with the testing

13· ·as it's been performed in Canada, what I'm referring to

14· ·there are the reverse transcript-ase PCR tests or what

15· ·we often refer to as just the PCR test.· "PCR" meaning

16· ·polymerase chain reaction test, which are -- the way

17· ·we're using them, they're notorious for identifying a

18· ·lot of false positives.· So that's why you have to keep

19· ·sort of mentioning and when I'm giving these statements

20· ·that a lot of -- at its root is when you know

21· ·somebody's infected.

22· · · · So what we know is that there have been a lot of

23· ·people who have been infected who never got sick, and

24· ·so initially our estimates of infection fatality rate

25· ·were based on people who actively had COVID.· Now,

26· ·we -- again -- so, again, we recognize now that



·1· ·there -- that there -- a lot of people can be infected

·2· ·but for whom this is not even a pathogen.· And what I

·3· ·mean by that is because it does not count as disease in

·4· ·those individuals.

·5· · · · For example, that's very common in children, and

·6· ·one of the reasons for that is children simply have

·7· ·physically expressed many fewer of the receptors the

·8· ·virus uses to grab onto our cells and infect it.· So

·9· ·there's many children who get infected, but the

10· ·infection is -- never becomes productive enough to

11· ·cause disease.

12· · · · And so as we've appreciated that, the way this is

13· ·calculated is, like I said, you have to have -- in

14· ·order to calculate infection fatality rate, you have to

15· ·know the number of deaths, and you divide that by the

16· ·denominator, which is the number of people who are

17· ·infected.· So early on in this pandemic, we -- the way

18· ·this was being calculated, of course, we've always had

19· ·quite accurate numbers of deaths, because that's -- I

20· ·mean, you know, unfortunately, that is a very easy

21· ·outcome to define and identify and document, and

22· ·there's really -- there's no controversy about that

23· ·outcome, that a death is black or white, either

24· ·somebody's died or they have not.· So we have very

25· ·accurate data about deaths.

26· · · · The problem is we still don't have fully accurate



·1· ·data for the denominator, which is how many people have

·2· ·been infected.· But as we have expanded the testing and

·3· ·looking for evidence of -- and, again, it's not even

·4· ·the virus but evidence that the virus is present in

·5· ·somebody's body by detecting portions of the genetic

·6· ·material that this virus would have, what we've been

·7· ·able to appreciate is that the denominator -- the

·8· ·denominators kept growing, in other words, right?· We

·9· ·have found that more and more people have been

10· ·infected.

11· · · · So, for example, there's the great study that was

12· ·published, actually a Canadian study, a high -- that

13· ·was published in a very high-impact scientific journal,

14· ·and it was a clinical trial that was being run out of

15· ·British Columbia looking -- actually looking at healthy

16· ·people for evidence of immunity acquired against

17· ·SARS-Coronavirus-2, so, again, knowing that this was a

18· ·novel virus.· And what it found is that a majority of

19· ·people who were not sick had evidence of having

20· ·acquired, especially as time has gone on, so a year

21· ·after the declaration of the pandemic, a large number

22· ·of people who were unaware that they were sick with

23· ·SARS-Coronavirus-2, you know, there was no sickness

24· ·that they could identify, had evidence of what we call

25· ·seroconversion, so the immune system having responded

26· ·to the virus and produced antibodies against it.



·1· · · · So what this publication that I cited here did is

·2· ·it accounted for this ever increasing denominator, and

·3· ·so it corrected for the early massive overestimations

·4· ·of the infection fatality rate and came up with one

·5· ·that they felt at that time was more reasonable.· And,

·6· ·again, I point out that this publication is from

·7· ·earlier in 2021, much earlier in 2021.· And they

·8· ·estimated that the overall infection fatality rate was

·9· ·0.15 percent.

10· · · · So to put that into perspective for people, and

11· ·this is largely agreed upon, I mean people like

12· ·Dr. Fauci, for example, have publicly declared themself

13· ·that, you know, the flu is often associate -- the

14· ·annual flu is often associated with an infection

15· ·fatality rate in the ballpark of 0.1 percent.· So an

16· ·infection fatality rate of 0.15 percent would be like a

17· ·particularly bad flu season.

18· · · · And the other thing to point out is when one looks

19· ·at this publication, that's the overall infection

20· ·fatality rate for the entire population.· And in this

21· ·case, we know that this virus is much more dangerous

22· ·for a much more restricted subset of individuals,

23· ·specifically the frail elderly and those who are

24· ·immunosuppressed.· And then we've come to identify some

25· ·very key predictors of dangerous outcomes of infection:

26· ·Obesity at the moment is the number one risk factor



·1· ·associated with fatal outcomes, and alongside that are

·2· ·multiple comorbidities.· So the average person who has

·3· ·died with SARS-Coronavirus-2 -- with the

·4· ·SARS-Coronavirus-2 infection has had, on average, more

·5· ·than three other comorbidities, meaning other

·6· ·illnesses, other health problems in addition to

·7· ·infection with the SARS-Coronavirus-2.

·8· · · · So why this is important is because if you were to

·9· ·remove those individuals from this analysis, you end up

10· ·with an infection fatality rate for the rest of the

11· ·population that is well below 0.1 percent, with the

12· ·extreme being when you go into children.· So if we go

13· ·to the under 18-year-old demographic, the infection

14· ·fatality rate would be well, well below 0.1 percent,

15· ·and our own public health data show that, that there

16· ·have been extremely few deaths.· So, yeah, very few in

17· ·that young demographic.· So -- but this is the thing,

18· ·so that's what I have in the report.

19· · · · Now, what's important to note is that was dealing

20· ·with data where we were dealing with the original

21· ·variant and some of the variants that started to

22· ·emerge, so, for example, the Alpha variant.· Those

23· ·variants we now know, certainly relative to the current

24· ·Omicron variant -- and I think this is important

25· ·because presumably I mean with this hearing happening

26· ·today, I guess we're talking about the relevance of



·1· ·certain COVID-19 policies as it exists today.· If we

·2· ·ask somebody today to implement a certain policy,

·3· ·what's relevant is what the situation looks like today.

·4· · · · So the Omicron variant is far more infectious than

·5· ·the original variants -- actually I should restate

·6· ·that.· It's more infectious than the original variants.

·7· ·The Delta variant was particularly infectious, that's

·8· ·when we first saw a change in the virus towards one

·9· ·that is more infectious and that can spread, therefore,

10· ·easier, and this seems to have continued with the

11· ·Omicron variant.

12· · · · And this is very typical of viruses.· What I'd

13· ·like to highlight is -- and so this leads to what we

14· ·call cases, right?· Cases -- and, again, what I'd like

15· ·to point out is the cases that we are identifying in

16· ·our public health data are not actually cases of

17· ·COVID-19; they're cases that were called -- although we

18· ·often equate them to cases of COVID-19, what they are

19· ·in reality is they are positive test results, again,

20· ·for the presence of portions of the virus's genetic

21· ·material in an individual.· So people tested positive

22· ·by the PCR test for -- and that provides some evidence

23· ·that they may be infected with a potentially infectious

24· ·form of SARS-Coronavirus-2.· So that's important.

25· · · · And what I'd like to point out is cases in and of

26· ·themself are not dangerous.· So if somebody were to



·1· ·acquire any of the respiratory pathogens and develop

·2· ·mild to moderate signs or symptoms of illness like

·3· ·other common cold-causing viruses, including other

·4· ·types of cold-causing Coronaviruses, like Norwalk

·5· ·virus, like respiratory syncytial virus, and like

·6· ·influenza viruses as examples, they would be cases of

·7· ·respiratory illness.· So that -- and all those cases,

·8· ·those viruses are highly transmissible, but in most

·9· ·cases do not cause -- well, I should -- I'll talk about

10· ·the cold-causing viruses, in most cases do not cause

11· ·severe disease.

12· · · · So if we think about the common cold, highly

13· ·contagious.· I mean, we've all seen this, especially

14· ·anybody who's been in -- volunteered in a school,

15· ·worked in a school, or has children in school, and in

16· ·also workplaces, schools especially, I mean, a cold

17· ·will spread rampantly throughout the school population

18· ·and in all the homes connected with the school.· So the

19· ·ability to spread rapidly is not in itself a concern if

20· ·it's only causing, in most people, mild to moderate

21· ·disease.· The reason why I focused on cold viruses is

22· ·they excluded things like respiratory syncytial virus

23· ·and influenza viruses, for example, because they

24· ·actually can be particularly dangerous, not only the

25· ·same demographics that we're talking about with

26· ·SARS-Coronavirus-2 but especially in young children,



·1· ·which are quite -- actually protected because of that

·2· ·unique physical, you know, lack of expression of the

·3· ·receptor the virus uses to grab onto our cells that --

·4· ·and it's not confined to SARS-Coronavirus-2, it's

·5· ·unique in that our very young are not susceptible in

·6· ·this case.· But all these people are susceptible to

·7· ·potentially severe and fatal outcomes with influenza

·8· ·viruses and the young for sure with respiratory

·9· ·syncytial virus.

10· · · · And so that -- so that's why -- so, yes, so I want

11· ·people to understand Omicron is more -- because this

12· ·relates to the infection fatality rate, -- it can

13· ·spread easier, but it is definitely much less dangerous

14· ·than any of the previous variants.· That is clear.

15· ·We're seeing that everywhere.· I want to -- so what's

16· ·important to understand this -- is because of the

17· ·public health messaging, right, that's been out there,

18· ·and personally as an expert -- I have contentions with

19· ·this, but I'm just putting out what the public health

20· ·messaging is right at the moment -- is that the

21· ·vaccines being used for SARS-Coronavirus-2 have been

22· ·purported to be -- I mean, originally, they purported

23· ·to be very protective and protect people from infection

24· ·and disease and very good at preventing transmission.

25· ·That certainly has been downgraded, and I would argue

26· ·that current data suggests that they are not reducing



·1· ·the spread of the disease at all.

·2· · · · In fact, the remarkable phenomenon and of concern

·3· ·to me is that we're actually seeing cases occurring

·4· ·predominantly among the fully vaccinated, which might

·5· ·actually be evidence of vaccine-enhanced disease.· But

·6· ·I raise this because in vaccinated individuals, this is

·7· ·the messaging, that it's supposed to be, supposed to be

·8· ·reducing their chances of getting infected and their

·9· ·chance of transmitting the virus to others.· And yet in

10· ·all of our school and work environments where it's

11· ·almost completely people who are vaccinated, so there

12· ·should be reduced transmission and they're masking, the

13· ·viruses are still spreading rampantly.· So this is the

14· ·nature of Omicron.

15· · · · But our data also show that while the cases of

16· ·Omicron have skyrocketed across all of Canada,

17· ·including Alberta, the most serious outcomes have

18· ·steadily declined.· So there's been a -- there's been,

19· ·over time, a complete uncoupling of cases and the most

20· ·severe outcomes.· So as we've continued to have

21· ·these -- and, remember, the first wave early on in the

22· ·pandemic has been dwarfed by multiples -- recent waves,

23· ·including the most recent with Omicron, has completely

24· ·dwarfed the previous wave if you look on the graphs and

25· ·the number of cases that are occurring.· Yet, we have

26· ·progressively gotten -- gone closer and closer to



·1· ·baseline when it comes to hospitalizations and ICU

·2· ·admissions and deaths, and so that's clear evidence

·3· ·that Omicron is less dangerous.

·4· · · · Also biologically, I can explain why this is, and

·5· ·it -- there's two phenomenon that explain why Omicron

·6· ·now is much less dangerous than the previous variants.

·7· ·So -- and this goes hand-in-hand actually with the

·8· ·vaccines.· The vaccines, unfortunately, we've delivered

·9· ·them into the muscle, which is called a parenteral

10· ·route.· That tricks the body, the immune system into

11· ·thinking that there's a systemic infection, not a

12· ·mucosal infection.· Remember, the natural infection is

13· ·through the airways.· And so when the body thinks that

14· ·there's a systemic infection, what it wants to do is it

15· ·protects all of the key entry points into the body to

16· ·protect from future systemic infections.

17· · · · So when it comes to respiratory tract, the only

18· ·place that these vaccines confer some protection is in

19· ·the very lower airways, and that's because if a virus

20· ·gets into our lower airways, there's not much

21· ·physically to prevent that virus from getting into the

22· ·blood, and that's because of gas exchange, right?

23· ·We -- so in the alveolar space, we have blood vessels

24· ·that come very, very close to the alveolar space to

25· ·allow the gas exchange, oxygen to go into the blood and

26· ·carbon dioxide to be released.· So that also means that



·1· ·if a virus gets there, there's only the ever so tiniest

·2· ·physical barrier to prevent it from getting into the

·3· ·blood.· So our body produces antibodies in the lower

·4· ·airways.

·5· · · · So this is the thing -- and I say that because

·6· ·this is important -- the most severe outcomes of

·7· ·infection with SARS-Coronavirus-2 is when the virus

·8· ·goes down into the lungs.· When it's in the upper

·9· ·airways, it's not particularly dangerous.· When it gets

10· ·dangerous is when it gets down into the lungs, and it

11· ·causes a severe pneumonia, then you start getting

12· ·inflammation in the lower lungs, and that can interfere

13· ·with things like gas exchange, and it can cause a lot

14· ·of damage to the physical architecture of the lower

15· ·airways, which is where all the gas exchange has to

16· ·occur.

17· · · · And when it gets into those lower -- in the lower

18· ·lungs, that's where the real problems are when the

19· ·virus then starts entering the bloodstream, and we get

20· ·what's called viraemia, and that means the virus can

21· ·distribute all throughout the body using the blood, our

22· ·blood, as highways of all the places -- all kinds of

23· ·different places in our body.· So that's where the

24· ·severe outcome occurs.

25· · · · And that's also why the vaccines with earlier

26· ·variants were doing, you know, a somewhat decent job at



·1· ·dampening the most severe aspects of the disease.· But,

·2· ·as we've now recognized, they weren't preventing

·3· ·infection, and they weren't preventing transmission.

·4· ·And this is why they're having no impact on Omicron,

·5· ·the spread of Omicron, is because -- this is the other

·6· ·key biology you have to understand -- so if the virus

·7· ·doesn't go deep in the lungs, you tend not -- you're

·8· ·going to tend not to get severe disease.· It's the

·9· ·difference between bronchitis and pneumonia, and many

10· ·of us will know that pneumonia is -- has a much more

11· ·severe prognosis than bronchitis, which is the upper

12· ·airways.· Pneumonia being in the lower airways.

13· · · · So the interesting thing is Omicron now has

14· ·accumulated a lot of mutations, a lot of mutations, and

15· ·it has changed how this virus behaves.· In one -- so

16· ·one way it changed it is has become more infectious,

17· ·but it's also become much less dangerous, because when

18· ·we talk about viruses, we refer to something that's

19· ·called tropism.· Tropism is a scientific term that

20· ·means where the virus likes to go in our body.· So the

21· ·original variants like to infect our upper airways and

22· ·then migrate into our lower airways, and that's where

23· ·they were dangerous.

24· · · · The Omicron variant also infects through the nasal

25· ·passages and the mouth and infects our upper airways,

26· ·but it does not migrate down into the -- deeper into



·1· ·the lower respiratory tract.· It now has the more

·2· ·restrictive tropism, meaning it likes to stay in the

·3· ·upper airways.· So this explains why the vaccines are

·4· ·now largely irrelevant in the context of the Omicron

·5· ·variant because the protection is in the lower airways

·6· ·and not in the upper airways.· And so somebody -- and

·7· ·that also explains why the virus -- whether you have

·8· ·immunity or not is not particularly dangerous because

·9· ·it's restricted to the upper airways.

10· · · · It also explains why everybody can equally

11· ·transmit the virus, because nobody -- well, sorry,

12· ·sorry, I -- that's untrue.· I'm going with sort of the

13· ·public messaging that's out there.· So I'll tell you

14· ·what the exception is to that.· But it's thought right

15· ·now that everybody, whether or not they have been

16· ·vaccinated or not, can transmit at least the same

17· ·quantity of the virus because it's in the upper

18· ·respiratory tract.

19· · · · But the reason why I want to point that out is I'm

20· ·an immunologist and have found it profoundly

21· ·frustrating that it's not recognized that our immune

22· ·system actually does its job and functions naturally.

23· ·The purpose of a vaccine is to simulate a natural

24· ·infection, try and do the best that we can to simulate

25· ·an actual infection as accurately as we can to confer

26· ·immunity.· As I mentioned that these -- we've made a --



·1· ·you know, the vaccines going parenterally actually

·2· ·trick your immune system into thinking it's a systemic

·3· ·infection, so we're not getting proper protection of

·4· ·our airways.

·5· · · · Somebody who has been naturally infected will have

·6· ·mounted an immune response, and their immune response

·7· ·is going to be far more relevant, especially to the

·8· ·Omicron variant, because they've been infected the

·9· ·natural -- by the natural route.· Our immune system

10· ·when infected by the respiratory tract makes sure that

11· ·it provides infector mechanisms that can protect all,

12· ·all areas of the respiratory tract, upper and lower.

13· ·So I want to point that out.

14· · · · So we don't know a lot about natural immunity

15· ·because we haven't been looking for it, but somebody

16· ·who has natural immunity, we can't make any assumptions

17· ·about their health status without knowing, because if

18· ·somebody has natural immunity, they're actually going

19· ·to be the most protected in the context of Omicron, and

20· ·they're going to be the ones that spread the

21· ·SARS-Coronavirus-2 to the least of anybody in Canada

22· ·right now.

23· · · · So I know that's a lot, but it's -- it's a lot of

24· ·science, again, to understand the importance of the

25· ·infection fatality rate, what it means, and why we have

26· ·been seeing it declining, and why we can conclude that



·1· ·the danger of SARS-Coronavirus-2 even more recently has

·2· ·continued to decline.

·3· · · · So, again, I'd just like to finish by, again,

·4· ·saying SARS-Coronavirus-2 with the dominant -- the

·5· ·variants out there right now, by far the dominant one

·6· ·is Omicron.· It is more transmissible right now and

·7· ·much less dangerous right now.

·8· · · · And just to understand as well from the virology

·9· ·perspective, that's typical for a virus.· Any

10· ·pathogen -- so, again, you think about -- so if we

11· ·think about viruses as organisms, right, if we just

12· ·take that very like objective approach, and we think

13· ·about this from the perspective of an organism and an

14· ·organism trying to survive; it is never to an advantage

15· ·to any microorganism to cause severe harm or kill its

16· ·host, because if it does, it's going to render itself

17· ·extinct.

18· · · · So what happens over time is, arguably -- so we --

19· ·we often forget about this, as I mentioned, our bodies

20· ·are loaded with viruses that causes no harm.· The vast

21· ·majority of viruses that we're exposed to in the world

22· ·do not cause disease.· That is where viruses want to

23· ·get to and for the reason of survival.· Because, again,

24· ·like I said, if they were to infect the host and kill

25· ·that host, they're rendering themself extinct.

26· · · · So the natural progression for a virus is to



·1· ·become -- so think about it, if you want to maximize

·2· ·survival, if you want to maximize the number of your

·3· ·kind, right, you can think about any organism, what you

·4· ·want to do is maximize your ability to propagate and

·5· ·minimize your ability to harm your host and especially

·6· ·not kill them.· And so that's why viruses over time

·7· ·will naturally progress to ones that are more

·8· ·infectious, because the more hosts they can infect, the

·9· ·more they propagate, right, and the larger their

10· ·numbers become, but they simultaneously become less

11· ·dangerous, because if they were to kill all those

12· ·hosts, they're going to render themselves extinct.

13· · · · So that's what this virus is doing, has been

14· ·doing.· We have the evidence of this.· This is the --

15· ·so this is a natural progression for this type of

16· ·virus:· It's reaching -- starting to approach a more

17· ·ideal way to live with us by, you know, spread readily

18· ·among people but not cause substantial harm to people,

19· ·and it would probably -- likely continue to progress

20· ·this way ideally, and so that's very important to

21· ·understand.

22· · · · So, again, just to highlight, being more

23· ·infectious does not equal more dangerous.· Again, I'd

24· ·like to highlight the common cold is highly infectious,

25· ·but for most people not dangerous.· That seems to be

26· ·where the Omicron variant is right now.



·1· · · · · · Sorry, Mr. Kitchen, it looks like you're muted.

·2· ·Q· ·Sorry, I muted, because I didn't want to cause any

·3· · · ·noise to interrupt you.

·4· · · · · · Okay, if I understand you correctly then, we have

·5· · · ·an infection fatality rate that has changed over time,

·6· · · ·so I want to ask you a couple of questions about that.

·7· · · · · · You've said it's much less dangerous now.· Can you

·8· · · ·give me a rough number of what the IFR rate is now or

·9· · · ·in the last few months?· And I understand that might be

10· · · ·several decimal points, but if you could give us some

11· · · ·idea just so we have a number.

12· ·A· ·Well, actually I haven't seen a good, reliable

13· · · ·peer-reviewed publication on that actually, and that's

14· · · ·because the Omicron variant, you know, has -- it's

15· · · ·quite recent, and, again, that would be the most

16· · · ·relevant data.· So all I can tell you is that, again,

17· · · ·based on what I described for -- relative to the data

18· · · ·that I highlighted -- that was highlighted in my

19· · · ·report, which is dealing with older variants that

20· · · ·unquestionably were more dangerous to the high-risk

21· · · ·demographics, the Omicron is much less dangerous.· So

22· · · ·all I can say with certainty is that it would be well

23· · · ·below the previously documented 0.15 percent, but I

24· · · ·don't have a specific number that I could give you

25· · · ·right now upon which I -- for which I could lean on a

26· · · ·legitimate peer-reviewed scientific paper.



·1· ·Q· ·Let me ask you this:· Is the survivability rate sort of

·2· · · ·the other side of the coin of the infectious fatality

·3· · · ·rate?

·4· ·A· ·Yes.

·5· ·Q· ·Okay, so, you know, the 99 percent --

·6· ·A· ·So sorry, could I just clarify that, Mr. Kitchen?

·7· ·Q· ·Go ahead.

·8· ·A· ·So, yeah, so, in other words, just to make sure that

·9· · · ·it's clear, yes, absolutely, infection fatality rate, I

10· · · ·mean, so if you take the inverse of that, that's the

11· · · ·survivability rate.· So that infection fatality rate

12· · · ·that was updated early in 2021 of 0.15 percent, the

13· · · ·other way to put that is that 99.85 percent of those

14· · · ·deemed to have been infected with the virus would be

15· · · ·expected to survive, and, again, that was with the

16· · · ·older, more dangerous variants.

17· ·Q· ·Okay, so just to clarify, 99.85 survivability rate,

18· · · ·that would have been the number in 2020?

19· ·A· ·So, again, this is -- that publication was -- that I

20· · · ·cited was in 2021.· It would have taken into account

21· · · ·data up until very early in 2021.

22· ·Q· ·Okay, okay.· So the survivability rate being 99.85 in

23· · · ·2020, that's gone up since 2020?

24· ·A· ·Absolutely, yes, in the context of the Omicron variant.

25· · · ·So like I said, so in terms of that data, yeah.· What

26· · · ·I've looking at, in particular, is the public health



·1· ·data.· And so, again, there -- so anybody can go to

·2· ·public health websites to see this for themself.· But,

·3· ·for example, I'm in Ontario, but Ontario, I mean,

·4· ·there's nothing particularly unique about our

·5· ·demographic relative to most of the other provinces,

·6· ·especially Alberta, so a lot of our data are very

·7· ·similar.

·8· · · · So, for example, like I mentioned public health

·9· ·data, so I'm talking about this is not looking at

10· ·anybody else's interpretation of the data; this is the

11· ·public health data, the raw public health data that's

12· ·available to every Canadian.· So you could go right now

13· ·onto the Public Health Ontario website or Public Health

14· ·Alberta website and see these data to confirm.

15· · · · This phenomenon, which I get has caused some of us

16· ·to be worried about, that the vaccines in context of

17· ·the Omicron variant have actually set up the immune

18· ·system to respond suboptimally, meaning that there

19· ·might actually be enhanced potential for infection of

20· ·those who are vaccinated, right?· What we see in terms

21· ·of public health data is that the cases right now have

22· ·been occurring for the past month.· This happened --

23· ·this crossover happened at about -- at about -- well,

24· ·in Ontario it happened on Christmas Eve.· In Alberta,

25· ·for example, the crossover happened a little bit later,

26· ·up to a week later.· But now the -- for the last month,



·1· ·the -- with the Omicron wave, the number of cases have

·2· ·been occurring disproportionately among

·3· ·double-vaccinators.

·4· · · · So that then -- so that's the public health data

·5· ·that I'm relying on.· So the same public health data,

·6· ·when you look at it -- and so because I know the -- I

·7· ·can -- I know the numbers much better off the top of my

·8· ·head for Ontario, that's what I'll use as my example.

·9· ·So keeping that in mind, simultaneously, the public

10· ·health data has been looking at the most severe

11· ·outcomes, and that includes data on hospitalizations.

12· ·So the way in Ontario we show it is hospitalizations

13· ·but not including admissions to ICU units, and then we

14· ·also look at the proportion of people that are in --

15· ·have been to the ICU unit, and then we also have data

16· ·on deaths.· And so when we look at these outcomes, so

17· ·as we've seen this huge spike in the -- massive spike

18· ·in the cases of, again, I don't want to say COVID-19

19· ·but certainly infection, evidence of infection from

20· ·SARS-Coronavirus-2, of which a proportion of those

21· ·would have COVID-19, we have simultaneously seen,

22· ·again, an uncoupling of the most severe outcome.· The

23· ·number of people admitted into the ICUs and hospitals

24· ·has been lower, so despite record cases, it's been

25· ·lower than the previous waves.· All the more -- most

26· ·severe outcomes have been reduced.· Again, so I



·1· · · ·highlight this shows an uncoupling of this idea of

·2· · · ·infectivity and the most severe outcomes of the

·3· · · ·disease.

·4· · · · · · And this is important as well because -- well,

·5· · · ·yeah, I guess I'll leave it at that, yeah.· So using

·6· · · ·public health data, so, again, I can't use that to give

·7· · · ·you a specific infection fatality rate, current update

·8· · · ·of one, but all I -- what I can tell you is the same

·9· · · ·public health data that existed when this 0.15 percent

10· · · ·infection fatality rate was estimated, right, compared

11· · · ·to the public health data available now, the public

12· · · ·health data is clearly showing this is less dangerous.

13· · · ·So, again, I highlight that it -- the current rate

14· · · ·would be less than .15 percent, but I can't

15· · · ·definitively state what it would be.

16· ·Q· ·I want to make sure we understand this, because I don't

17· · · ·think any of us are mathematicians, with a 99.85

18· · · ·survivability rate, if 1,000 people were actually

19· · · ·infected, statistically, how many of those would die?

20· ·A· ·The -- so you're saying 1,000?

21· ·Q· ·1,000, yes.

22· ·A· ·Okay, and this is with the assumption of .15 percent of

23· · · ·infection fatality rate?· Is that what you're --

24· ·Q· ·Yeah, exactly.

25· ·A· ·-- wanting me to do?· So that would be -- so 1.5 [sic],

26· · · ·and based on basic math, if we round up at a decimal



·1· · · ·point of .52, two people.· So I guess the more accurate

·2· · · ·number, therefore, would be you would have -- because

·3· · · ·rounding up actually has a substantial -- you're

·4· · · ·increasing the outcome by -- what is that -- by a

·5· · · ·third, so 2,000 people infected.· In fact, in early

·6· · · ·2021, you would have expected 1 to die.

·7· ·Q· ·Okay so if 10,000 people are known to be infected,

·8· · · ·statistically, 15 of those would be expected to die?

·9· ·A· ·Yes -- back in 2021, early 2021.· Not --

10· ·Q· ·Okay --

11· ·A· ·-- now, not now.· It would be -- it would be --

12· ·Q· ·Right.

13· ·A· ·-- likely be much lower, but how much lower I can't say

14· · · ·definitively.

15· ·Q· ·Now, you obviously touched on this, but the next thing

16· · · ·I wanted to ask you is about the issue of endemic,

17· · · ·because you touched on this in your report.· Now, I'm

18· · · ·now in Section 6 of your report.· I'm not necessarily

19· · · ·going chronologically through your report, but the

20· · · ·issue of endemic, first, can you help us understand --

21· · · ·because I know you used that term -- can you help us

22· · · ·understand what "endemic" actually means comparative

23· · · ·to, let's say, "pandemic" or "epidemic"?

24· ·A· ·Yeah, obviously with the timing.· So an epidemic and a

25· · · ·pandemic, you're dealing with an acute scenario,

26· · · ·meaning short time frame, where an infection is



·1· ·occurring and spreading, and the difference between an

·2· ·epidemic and a pandemic is the scope, the scope of the

·3· ·problem.

·4· · · · So with an epidemic, the scope is much -- on

·5· ·a much smaller geographical scale.· So, for example,

·6· ·with the SARS -- the original SARS, Severe Acute

·7· ·Respiratory Syndrome by Coronavirus that caused the

·8· ·disease SARS, which we called, you know, at that time,

·9· ·the Severe Acute Respiratory Syndrome was the disease,

10· ·that was -- because it was much more limited scope,

11· ·that was declared in Canada to be an epidemic.

12· · · · So a pandemic is all dealing with the scope.· So

13· ·if it's on a much broader scale, and in this case, you

14· ·know, if that -- it's on a global scale, then it gets

15· ·declared as a pandemic.· If the dangerous, right, the

16· ·most dangerous outcome -- because, again, I have to

17· ·highlight, so, for example, if you have a common

18· ·microbe that's part of the human microbiota, that's

19· ·something that can readily be transmitted potentially

20· ·around the globe, but if it has no dangers associated

21· ·with it, although it has that same scale, it's not

22· ·going to be defined as a pandemic.

23· · · · So that's the two things, there has -- there's two

24· ·things for -- to declare something a pandemic:· There

25· ·has -- it has to meet a certain threshold of danger and

26· ·a scope, a very large scope of the problem.· But, yeah,



·1· ·so that's dealing with things in the acute or

·2· ·short-term.

·3· · · · When we talk about something being endemic, we're

·4· ·talking about something long-term.· So the -- most of

·5· ·the Coronaviruses that we're used to, the ones that

·6· ·cause the common cold, like I would argue the Omicron

·7· ·variant is likely one that -- and the way it's behaving

·8· ·is starting to fit largely into this category.· They're

·9· ·what we would call endemic; they're always with us,

10· ·right?· We're always interacting with them.· They're

11· ·always causing some form of mild disease.

12· · · · So in that context, you know, we would not

13· ·declare -- so a cold definitely, even in terms of the

14· ·scope of a cold or the flu -- and the flu is a good

15· ·example.· The reason why the flu sometimes meets this

16· ·threshold of an epidemic or pandemic is because the flu

17· ·can be very dangerous, right?· So we've heard of flu

18· ·epidemics, and we -- you know, we -- many of us now

19· ·have probably heard, in one form or another, of the

20· ·Spanish flu outbreak in the early 1900s, right, which

21· ·was declared a pandemic.· And we have had a pandemic

22· ·flu also declared as swine flu in the 2000s, back

23· ·around 2009.· So, you know, that's because they can

24· ·spread on a large scale.· But the flu gets called an

25· ·epidemic or a pandemic because it is also associated

26· ·with high fatality rates in those cases.



·1· · · · Now, when it comes to the common cold, again to

·2· ·differentiate, the common cold spreads at least as

·3· ·readily as the flu.· So in terms of scope, it would fit

·4· ·into the definition of an epidemic or a pandemic, but

·5· ·it's never going to be declared as such because it

·6· ·never reached the threshold of danger.

·7· · · · So these viruses -- so what "endemic" means is if

·8· ·it is -- essentially in layman's terms, it would mean

·9· ·these are viruses that we basically have to learn to

10· ·live with over the long term.· So SARS-Coronavirus-2,

11· ·we can see we've tried -- we've tried all kinds of

12· ·things to stop it for two years.· Not only have we

13· ·failed, it's -- I mean, it's spread among people better

14· ·than it ever has in the two years in the form of the

15· ·Omicron variant, right?· And that, we just have to show

16· ·the number of cases.· So that -- the virus has been

17· ·very successful in bypassing all of our attempts to

18· ·stop it.

19· · · · The ideal, the ideal outcome, if you're dealing

20· ·with something that causes disease and you identify it

21· ·at the epidemic or pandemic stage, meaning short-term,

22· ·the ideal outcome, right, and the goal that we would

23· ·always have would be to eradicate that pathogen so we

24· ·never have to deal with any risk of illness from it,

25· ·again.

26· · · · But an endemic agent is one in which we have



·1· ·failed to eradicate it, and the virus now is able to

·2· ·bypass any and all the barriers that we put up to try

·3· ·and stop it.· So there's no question, no question, in

·4· ·my professional opinion, this virus has all of the

·5· ·characteristics of an endemic pathogen now, including

·6· ·the fact that we can already define it as being with --

·7· ·having been with us for long term, right?· It has now

·8· ·existed, and we don't know how long it existed before

·9· ·it was identified, but if we go with the starting point

10· ·being when it was first identified, it's now been with

11· ·us for over two years.· That alone suggests it's

12· ·endemic.

13· · · · The fact that our most recent wave was just

14· ·completely out of control in terms of cases, not in

15· ·terms of danger, again, show this is going to be

16· ·endemic, and the reason -- there's several biological

17· ·reasons.· These are viruses that are amenable to

18· ·mutation.· The Coronaviruses will just constantly

19· ·mutate.· That's why we keep getting the cold.

20· · · · Corona -- and to explain this, the reason is in

21· ·order for a virus to propagate, it has to copy itself.

22· ·When these viruses copy themselves, they actually -- so

23· ·you think about this as -- literally if somebody is --

24· ·if you want to photocopy -- the way I like to explain

25· ·this, say you have a report, a very large report of

26· ·hundreds of pages that you want to copy, if you put it



·1· ·on a modern state-of-the-art photocopier, almost all

·2· ·the time, you are going to get a complete, you know,

·3· ·100 percent accurate replication of that document,

·4· ·right, the copy that you pull up; you're going to have

·5· ·all the pages copied.· Many of us had familiarity with

·6· ·some of the, as we were developing this technology, of

·7· ·not having to put one page at a time on top of the

·8· ·glass and copy, many of us have had the experience of

·9· ·the early versions of doing the fully automated

10· ·copying, and it would be very frustrating, because you

11· ·would end up with, at the end, you would find out, as

12· ·you take the document back to your office and you start

13· ·going through it, you're missing page 7, and you're

14· ·missing page 132, there was a paper jam, you know, that

15· ·occurred or something.

16· · · · So that's what these viruses are like, when they

17· ·copy their genetic materials, they actually have built

18· ·in to -- and this is a survival mechanism -- they have

19· ·built in, so that copying process, and it's an

20· ·error-prone process, intentionally error-prone.· It

21· ·incorporates mistakes into the copying the genome, and

22· ·that's so you end up with different versions of the

23· ·virus that can probe the environment that it's in, and

24· ·if that change confers an advantage to the survival of

25· ·the virus, that subspecies of the virus will start to

26· ·dominate.· That's how this happens.· And so that's why



·1· ·we're always going to -- we're never going to be able

·2· ·to stop these viruses from mutating, and that's why

·3· ·they become endemic.

·4· · · · So for the flu, for example, the flu is actually

·5· ·way better than Coronaviruses, including

·6· ·SARS-Coronavirus-2, at mutating.· It mutates much more

·7· ·rapidly.· That is why our flu vaccines are so

·8· ·ineffective from year-to-year, because if we were

·9· ·dealing with the same strains that we were dealing with

10· ·the previous year, our vaccines would actually be much

11· ·more effective, because they're based on last year's

12· ·strains.· The problem is we're using last year's strain

13· ·to educate our immune system to deal with a much

14· ·different-looking current strain.

15· · · · So it's not as extreme as that with the

16· ·Coronaviruses, but they do the same, just a -- slower,

17· ·slower.· And so that means that, almost certainly, we

18· ·are going to be, whether vaccinated or not, no matter

19· ·what we do, I can pretty much guarantee, and no matter

20· ·whether we have been naturally infected or not, I

21· ·pretty much guarantee we are all going to be infected,

22· ·for the rest of our lifetimes, with the

23· ·SARS-Coronavirus-2 repeatedly.· It won't be as often as

24· ·the flu, because, again, it takes longer to mutate, so

25· ·I -- but we will all be infected and reinfected.

26· · · · But, again, based on the course that it's been



·1· · · ·following, that if it's like these other pathogens,

·2· · · ·they will be relatively mild to moderate infections,

·3· · · ·just like all of the other endemic respiratory

·4· · · ·pathogens.

·5· · · · · · And what we'll have to be diligent about is, like

·6· · · ·all these other respiratory pathogens, we will have to

·7· · · ·be diligent to look after the very high risk but

·8· · · ·limited demographics.· So, for example, even the common

·9· · · ·cold can potentially be dangerous, for example, in

10· · · ·babies and the frail elderly, right?· So that's what we

11· · · ·mean by endemic.

12· · · · · · And in my professional opinion, this virus is now

13· · · ·endemic, and it's going to be with us likely for the

14· · · ·rest of our lives.· I don't see how now we can possibly

15· · · ·render it extinct from the globe.

16· ·Q· ·So does that mean all of our measures right now to

17· · · ·attempt to prevent the spread of SARS-CoV-2 are

18· · · ·completely futile?

19· ·A· ·There's one thing -- well, so I can tell you, the most

20· · · ·dominant benefit -- beneficial, you know, strategy that

21· · · ·anybody can use with any respiratory pathogen,

22· · · ·including SARS-Coronavirus-2, is stay home when you're

23· · · ·sick.· That applies to any of the respiratory pathogens

24· · · ·that we have, and so we -- well, that's the one thing

25· · · ·that I really, really, really, really hope the global

26· · · ·population will have learned from this declared



·1· ·pandemic is just what I call is basic social hygiene.

·2· ·This has been the most frustrating thing for somebody

·3· ·who has expertise in this area.

·4· · · · I see it in my workplace, and, I will admit, I'm

·5· ·guilty as charged at times.· As a faculty member, there

·6· ·are certain deadlines that we absolutely -- I mean, we

·7· ·can't push them off.· So, for example, I have to get

·8· ·grants in order to pay my research team and run the

·9· ·research that I do.· So if there is a grant deadline, a

10· ·submission deadline, and I say, I'm sick, I'm -- so,

11· ·therefore, I'm not going to go into work, and I'm not

12· ·going to submit this grant; the granting agency is

13· ·never going to give me an extension.· I lose the

14· ·ability to get that funding.

15· · · · So there are times -- and some households, maybe

16· ·both parents work, so it's very inconvenient if you

17· ·wake up on a given morning and your child is quite

18· ·sick.· As long as I -- you know, I don't think most

19· ·parents aren't going to send their kids in if they

20· ·think it's literally going to be detrimental to their

21· ·physical wellbeing, they're -- you know, they're going

22· ·to collapse or something.· But if they wake up sick,

23· ·clearly sick with signs or symptoms, it can be very --

24· ·very difficult to -- you know, very inconvenient to try

25· ·and find childcare or cancel your own work schedule so

26· ·that you can stay home.



·1· · · · And so many of us have gone into the public with

·2· ·these -- with all of these pathogens that we're talking

·3· ·about, the flu and everything else.· One of the reasons

·4· ·why it spreads so rapidly in all of our populations and

·5· ·workplaces and schools is because we don't acknowledge

·6· ·the fact that we are actively sick, that we're sneezing

·7· ·and coughing, or that we have our kids that are

·8· ·sneezing, coughing, and we send them into these areas,

·9· ·and, of course, that's going to spread the pathogens.

10· ·Sick people spread pathogens.· That's how it works.

11· · · · So what I like to highlight as an immunologist is,

12· ·for some reason, we've gotten into this mindset that

13· ·somehow asystematic people are doing this, spreading.

14· ·And this is there the -- I would say this is where the

15· ·biggest disagreement -- this is the crux of the whole

16· ·problem when it comes to some earlier interventions,

17· ·like masking, is what is actually happening with

18· ·asymptomatic individuals -- I can explain that, if you

19· ·want, at another time, because it's not -- just so

20· ·you're not -- directly relevant to this question, but

21· ·keep that in mind, because prior to two years ago, the

22· ·term that we used instead of asymptomatic is we used

23· ·the term "healthy people".· Right, if somebody didn't

24· ·have signs or symptoms of illness, I mean, if you go --

25· ·so, you could be asymptomatic with anything, if you go

26· ·to a physician and you're asymptomatic, and they say,



·1· ·Okay, what are your signs, you know, what are your

·2· ·symptoms.· And I mean, so they can assess signs, as

·3· ·what we mean by signs.· Signs is something somebody

·4· ·else can see that provides evidence that you're sick.

·5· ·Symptoms are things that you feel that can provide

·6· ·indications that you're sick.· So signs and symptoms

·7· ·are used.

·8· · · · So a physician cannot see a lot of your symptoms,

·9· ·you have to describe them.· So, for example, if you're

10· ·feeling pain, unless it's severe pain, a physician

11· ·isn't going to be able to see that you're in pain,

12· ·unless it's severe, and then we might need facial

13· ·grimacing that let's them know.· Otherwise, you can

14· ·have a pain that they have no idea, they have no idea,

15· ·you have to tell them that.

16· · · · So that's why -- if you were traditionally to go

17· ·to a physician and say, I have no symptoms, they're not

18· ·going to investigate you for a disease, right, because,

19· ·again, I'd like to highlight, people who are

20· ·asymptomatic are healthy.

21· · · · So what I would -- so this is the interesting

22· ·thing, what I would say is the number one thing that we

23· ·have done to prevent this has been to not allow sick

24· ·people to go around others.· So the one thing I would

25· ·say has worked very well is the screening, the

26· ·screening that ultimately got implemented, which



·1· ·basically is asking, Are you sick, right?· And if

·2· ·you're sick, don't go into work.

·3· · · · So I would agree, scientifically, rock solid data,

·4· ·because if you're not -- if you're coughing and

·5· ·sneezing, of course, you're going to be spreading a

·6· ·pathogen, and if you're not, you can likely go in -- go

·7· ·in to work.

·8· · · · So that's the only thing, that stay at home if

·9· ·you're sick that I would say -- and I would say this is

10· ·going to be effective all over the place.· What people

11· ·don't realize is, this is fascinating, I would --

12· ·because I think most of you are in Alberta, so go to

13· ·your Alberta public health website and start looking at

14· ·the SARS-Coronavirus-2, look at the -- on the

15· ·SARS-Coronavirus-2 data page, they actually have a

16· ·link, the influenza page, go there, and I encourage you

17· ·to look at the cases.

18· · · · What you will see is huge waves of the flu.· They

19· ·only have the last five years currently showing

20· ·publicly on your web page.· 5, 4, and 3 years ago, they

21· ·show the classic huge waves of the flu coming through

22· ·Alberta.· And you know what's happened in the last two

23· ·years?· No flu, no cases of the flu.· It's not because

24· ·the flu disappeared; it's because we have told people,

25· ·If you're sick, stay home.· Right?· Because we have

26· ·always left the flu, for some reason, and encouraged



·1· ·people to go to work and go to school, or at least not

·2· ·discouraged them enough when they're sick, and the flu

·3· ·kills people, and the flu is dangerous.

·4· · · · So to me, I hope and pray that when this is all

·5· ·done, the people will remember, You know what, if

·6· ·nothing else, if I'm sick, don't go around other

·7· ·people.· That is the simple -- that is the -- that is

·8· ·going to help public health enormously moving forward

·9· ·with all infectious agents that we've ever been living

10· ·with.· So, yeah, that's the number one thing.

11· · · · And I know that those of you who are here today

12· ·specifically are most interested in masking, so let me

13· ·comment on the masking specifically.· I am -- masks do

14· ·quite a good job at preventing the spread of infectious

15· ·diseases under a certain circumstance, when people are

16· ·sick.

17· · · · And (INDISCERNIBLE) so -- (INDISCERNIBLE) -- so I

18· ·told you, I have to admit, myself, I am guilty as

19· ·charged about going in to work sometimes when I'm sick.

20· ·One of the things I try and do is I do try and isolate

21· ·myself in my office.· I do tell people, if they come to

22· ·my office, I do tell people -- if they come to my

23· ·office and knock on my door, I tell them, You might

24· ·want to chat through the door, I'm sick.· You know, and

25· ·when I do have to go around people, I will wear a mask.

26· ·I have done that, when I've gone in to sick -- and to



·1· ·work sick previously, because these masks are

·2· ·reasonably well-designed to capture the large water

·3· ·droplets that come out of our respiratory system when

·4· ·we cough and sneeze.

·5· · · · The only way -- so if somebody's not sick, that

·6· ·means they're not coughing and sneezing, so the only

·7· ·theoretical way that a virus then could come out of our

·8· ·respiratory tract is through what we call aerosols,

·9· ·which are super tiny droplets that the cloth masks and

10· ·surgical masks that we have been using, they're not

11· ·designed to filter that out, and so this is an

12· ·intuitively -- like we even know this intuitively.

13· · · · If you've ever been really sick, so I know this

14· ·because I have been respectful of those around me, and

15· ·if I'm actively coughing and sneezing, I will wear a

16· ·mask if I feel that I have had to go around people

17· ·because I don't want to miss a critical deadline.· And

18· ·I'll also tell you from my own experience, those things

19· ·end up slimy and disgusting inside the mask if you are

20· ·doing a lot of coughing and sneezing.· Why?· Because

21· ·they're very good at capturing those large water

22· ·droplets, and so you have to change the mask quite

23· ·quickly.· I will also tell you that if I'm not coughing

24· ·and sneezing, they don't get wet and slimy; they're not

25· ·capturing robust amounts of the moisture that's coming

26· ·out of our lungs.



·1· · · · There's a huge amount of moisture that comes out

·2· ·of our lungs during regular breathing throughout the

·3· ·day.· We know -- just that's what happens.· So in

·4· ·Alberta, you'll notice like in Ontario, especially

·5· ·during the winter, one of the phenomena are the

·6· ·humidity goes way down, right?· Cold air humidity tends

·7· ·to be very low, and so if you don't have a humidifier

·8· ·in your home, typically what happens during the winter

·9· ·is you'll notice that when you wake up in the morning,

10· ·you will tend to have a much dryer throat than at any

11· ·other time of the year, and that's because there's so

12· ·much moisture that's given off, and all night long,

13· ·it's the air is wicking moisture as you breathe it out,

14· ·and your body's actually having trouble replenishing

15· ·it.· You end up much more dehydrated in the morning

16· ·than -- and during the winter than you do at any --

17· ·during any other seasons.· So there's a lot of

18· ·moisture, and the fact that it's not getting soaking

19· ·wet tells you that.· So, again, a long answer, but I

20· ·want you to fully understand.

21· · · · So to summarize, in terms of what's been

22· ·implemented, I think the number one effective strategy

23· ·has been keeping sick people away from others, and

24· ·hopefully that continues, and the masking.· So if

25· ·people were to have to go around other people when they

26· ·have SARS-Coronavirus-2, masks would definitely help



·1· · · ·prevent the spread of SARS-Coronavirus-2.

·2· · · · · · But in healthy people, I have never been able to

·3· · · ·recommend masking of people who are not actively

·4· · · ·coughing, sneezing, you know, who are not sick.· So, in

·5· · · ·other words, if you pass the screening that you're

·6· · · ·supposed to do every morning before you go in, in my

·7· · · ·professional opinion, there's nothing a mask is going

·8· · · ·to do to protect yourself or others around you at that

·9· · · ·point, because you are not -- you are not and nor are

10· · · ·those around you expelling the type of

11· · · ·infection-spreading water particles that spread

12· · · ·disease.

13· ·Q· ·So symptomatic masking is rational and effective?

14· ·A· ·100 percent.· I believe -- again, I hope that that will

15· · · ·be highly encouraged for everybody around the world

16· · · ·moving forward, that if they are going to make the

17· · · ·decision to send their child to school when sick or if

18· · · ·they're going to go in to work when sick, for the

19· · · ·respect of the health of others, yes, put on a mask,

20· · · ·100 percent.

21· ·Q· ·But is asymptomatic irrational and ineffective?

22· ·A· ·Yes, for the reasons that I said, because then you're

23· · · ·not spreading those large droplets that masks are

24· · · ·designed to stop.

25· · · · · · Like -- so a lot of people don't realize, like

26· · · ·when you think about even a surgical mask and you think



·1· ·about a surgeon, right, there's been studies that have

·2· ·looked at this, this context, what people don't realize

·3· ·is what those surgical masks are designed to do.· It

·4· ·doesn't sterilize your breath in any way, right?· What

·5· ·it does is it stops any large droplets.· When a surgeon

·6· ·is working over a surgical area, an open wound, it's

·7· ·making sure that -- now, this is the other thing, any

·8· ·surgeon who is doing surgery ideally should not be

·9· ·doing the surgery if they are sick.· But literally what

10· ·they're there for is to stop large water droplets.

11· · · · It would be to -- and literally, for example, one

12· ·of the reasons for wearing the mask is drops, spittle.

13· ·Hey, we've all experienced that embarrassing time where

14· ·we're talking, and then, all of a sudden, a little bit

15· ·of spit comes out, and we're like, oh, I hope nobody

16· ·saw that, right?· That's literally one of the reasons

17· ·why they wear the mask, to make sure large water

18· ·droplets, including spittle, don't drop out into the

19· ·surgical wound.· So they're not designed, like I said,

20· ·again to filter out with any kind of efficiency the

21· ·aerosols, which are these super tiny water droplets

22· ·that are far tinier than the pore sizes in these masks.

23· · · · And so, again, to highlight this, there's

24· ·something else that's important, because, again, this

25· ·comes back to the idea of symptomatic versus

26· ·asymptomatic or what I would call healthy people.· Now,



·1· ·what happens is in order for somebody to get sick, they

·2· ·have to initially be infected.· As I pointed out, the

·3· ·infection does not necessarily equal sickness or

·4· ·disease.· And the other thing that's important to note

·5· ·is infection certainly does not mean immediate disease.

·6· ·Because you have a pathogen in your body, so you might

·7· ·be -- so when people get sick, this is what happens,

·8· ·when we do get sick, this is the sequence of events:

·9· ·We have to be exposed to a certain threshold of the

10· ·pathogen, which is not once.· Our bodies, we have

11· ·innate -- like we have physical barriers that

12· ·immediately protect us from infection.· For example,

13· ·one of the things we have in our airways, our airways

14· ·are lined with mucous.· That's one of the reasons why I

15· ·just said we have so much moisture coming out of them,

16· ·we're constantly covering all of the membranes

17· ·throughout our respiratory tract with mucous.

18· · · · So if we have a pathogen come into our body, for

19· ·example, one of the immediate lines of defence is that

20· ·mucous, it will get buried in the mucous, and that

21· ·mucous constantly gets removed from the body.· Even if

22· ·you're healthy, if you never clear your throat, you're

23· ·eventually going to have to clear your throat because

24· ·our airway is full of -- or your cells with these

25· ·specialized hairs on them, we call them cilia, and

26· ·their job is literally to, like fingers, to move this



·1· ·mucous up.· Because if you think about it, since our

·2· ·airways are constantly producing mucous, if we didn't

·3· ·have any way of getting that mucous out of the body,

·4· ·under gravity, the force of gravity that would migrate

·5· ·down into our lower airspaces, and we would literally

·6· ·drown.· They would fill up our lower airways, and we

·7· ·would no longer be able to facilitate gas exchange.· So

·8· ·these little hairs push the mucous up and out of our

·9· ·body.· That's why, you know, it may end up getting --

10· ·accumulating in our throat so we can cough it out, or

11· ·if it's in our nose, we'll end up, you know, with the

12· ·mucous accumulating where you've got to blow it out of

13· ·our nose.

14· · · · Now, if it's a pathogen that has been able to

15· ·bypass those barriers, our immune system has set up

16· ·what are called sentinel cells.· These are cells that

17· ·are strategically located at critical entry points for

18· ·pathogens into the body, so they're distributed all

19· ·throughout our airways underneath the mucosal surface,

20· ·below that -- you know, the mucous that's on the

21· ·surface of our cells.· And if a pathogen can get by

22· ·that, these sentinel cells very quickly identify that

23· ·there's a pathogen and start our immune response to

24· ·start clearing this.

25· · · · Now, there's two parts to an immune response.· One

26· ·is we call it the innate response.· So, first of all,



·1· ·we have to understand, actually there's three

·2· ·technically in terms of timing.· The one is physical

·3· ·barriers that I just talked about like the mucous or

·4· ·cell barriers, right, that a virus would have to get by

·5· ·to get into the body.· Those are always present.· There

·6· ·is no immune response that has to be mounted.· That's

·7· ·why, for example, burn victims, that they lose a large

·8· ·amount of their skin, are highly prone to infections

·9· ·because they've lost that physical barrier.

10· · · · Now -- so in the lungs, these sentinel cells, if

11· ·the pathogen gets past these initial physical barriers,

12· ·and so that's why you have to have a certain threshold.

13· ·One viral will not cause disease; you have to bombard

14· ·these natural barriers with high numbers of the virus,

15· ·so you have to have it delivered to you, you have to

16· ·inhale a threshold dose, and that changes depending on

17· ·the infectivity of the virus.

18· · · · But so you have to -- if you get that threshold

19· ·dose and your physical barriers can't deal with it, you

20· ·have those sentinel cells that will immediately start

21· ·detecting that virus and starts penetrating in -- and

22· ·starts infecting cells past those physical barriers,

23· ·and that they will start -- and trigger a whole series

24· ·of events that lead to what we call innate immune

25· ·responses, so those are very rapid, short-term

26· ·responses.· And then if they fail to clear the



·1· ·pathogen, then we mount the types of responses that

·2· ·we're trying to get with these vaccines.

·3· · · · We call them acquired or adaptive immune

·4· ·responses, and the key effector mechanisms there, the

·5· ·key weapons are T cells, which could kill off

·6· ·virus-infected cells so they can't serve as virus

·7· ·replication factories and antibodies, which can block

·8· ·viruses from getting into other cells.· Now, those

·9· ·latter things can take up to -- it takes about two

10· ·weeks for those T cell and antibody responses to peak,

11· ·so the innate response is very fast.

12· · · · And so if you have an infection of the lungs, one

13· ·of the first things these sentinel cells start to do in

14· ·terms of communicating is they get these cells to

15· ·produce the mucous, to start producing lots of it,

16· ·because it -- we've got a virus that's bypassing this

17· ·barrier, so let's make this barrier even more rigorous,

18· ·a thicker mucous layer.· And so that's why when we get

19· ·an infection, as the virus starts replicating -- this

20· ·is important -- so, in other words, early on in

21· ·infection, yes, so if we were to take somebody who was

22· ·infected early on, would we be able to detect the

23· ·virus?· Yes.· Is that virus a replication-competent

24· ·virus particle?· Yes.· Is it going to be able to infect

25· ·and cause disease in other people?· No, for two

26· ·reasons:· (a), a person has to reach a threshold level



·1· ·in your own body such that you're delivering such a

·2· ·large enough quantity of the virus for another person

·3· ·to inhale that threshold dose to get them sick.· The

·4· ·second reason is you could even have potentially a

·5· ·large amount of the virus in your body, but if you're

·6· ·not sending it out of your body, you're not going to be

·7· ·able to infect anybody else, and so this is the thing.

·8· · · · So our immune system -- so viruses take advantage

·9· ·of this early immune response for the transmission

10· ·process.· So because what happens is this mucous

11· ·secretion starts increasing, and so that means we have

12· ·a lot more mucous being brought up into our throat and

13· ·into our -- and our nasal passages, right, producing a

14· ·lot more of this.· And so the body, to try -- you know,

15· ·what it wants to do is get rid of as much of the viral

16· ·particles as it can, because the fewer virus particles

17· ·it has left in the body, the more easily it's going to

18· ·be able to clear that infection.

19· · · · And so the way our immune system gets it out of

20· ·the body is it causes us to cough out all this mucous

21· ·that's accumulating, all the liquid that's full of

22· ·these viral particles, and we sneeze it out of our

23· ·nose.· That's literally -- we're trying to dump as much

24· ·of the viral particles out of our body as we can.· That

25· ·is when we become an infection hazard to other people.

26· ·And that's why I say these masks are awesome at



·1· ·stopping the transmission when this transmission is --

·2· ·when there's the high risk of this transmission, and

·3· ·that's when people are actively coughing and sneezing.

·4· ·As long as you have the virus contained in your own

·5· ·respiratory tract, you know, you're not doing that.

·6· · · · So in theory, you can -- so this is actually kind

·7· ·of interesting.· Much more so than viruses like the

·8· ·influenza viruses that we live with, the

·9· ·SARS-Coronavirus-2, there's been a lot of literature

10· ·suggesting, therefore, that one of the ways the virus

11· ·might spread is through aerosols, right?· And so

12· ·that's -- because if you're not coughing, and you're

13· ·not sneezing, then the only way the virus theoretically

14· ·can get out of your body is being carried on the small

15· ·water droplets that come out of our -- come out with

16· ·our breath, right, with every exhalation we give.

17· · · · So then that means that the masking, therefore, if

18· ·somebody is not symptomatic, the only thing that it

19· ·could potentially have to stop in terms of the virus

20· ·leaving the body would be these aerosols.· And like I

21· ·said, while -- you know, I've got lots of figures and

22· ·pictures to show that, you know, the pore sizes of

23· ·these masks are not designed, they're not nearly small

24· ·enough to stop these viral particles from getting

25· ·through, that the water droplets that could potentially

26· ·have the virus on them, the pores are way, way, way too



·1· ·big to stop that.

·2· · · · Now, granted, so, for example, I noticed in

·3· ·Dr. Hu's report that he mentioned that -- actually

·4· ·maybe it wasn't even his report, but some have pointed

·5· ·out that it -- and I agree, it's not like it's one

·6· ·pore, if the virus gets past one pore, it's out of the

·7· ·mask.· So, example, the surgical masks actually have

·8· ·three layers.· So what it is more like is it's having

·9· ·pores all offset from one another.· There's a whole

10· ·bunch of pores that the virus would have to navigate.

11· ·It would be like going through a maze.

12· · · · So what these masks can do with aerosols is it can

13· ·slow down the transit time it takes to navigate this

14· ·maze of large pores that are all offset before it

15· ·leaves the mask, but it doesn't stop it from leaving

16· ·the mask.· And, in fact, what ends up happening, this

17· ·is the predominant thing, this is also in my figures is

18· ·because it has to navigate this sort of complex maze to

19· ·get through all the open doorways, that provides

20· ·resistance, and any gas will follow the path of least

21· ·resistance.· And that's exactly why when we wear our

22· ·masks, the vast majority of what we exhale never even,

23· ·unfortunately, gets through the filtering material,

24· ·again, which isn't designed to filter out these

25· ·aerosols, but rather bypasses it.

26· · · · And we've all seen that phenomenon; I mean, you



·1· ·know, I wear glasses, especially now is not a great

·2· ·time, so I encourage anybody, put on a mask with

·3· ·their -- so what's especially -- what I especially

·4· ·recommend, if you -- so I have this every time I go to

·5· ·the grocery store, go outside for a little bit, let

·6· ·your glasses, you know, accommodate to the temperature

·7· ·around, right, so they get nice and cold; then go into

·8· ·a store, go into a warm location and put on your mask,

·9· ·right, put on your mask and step through the door into

10· ·a warm location.· Now your glasses are such that any

11· ·moisture that's coming out is going to readily

12· ·condense.· I find it so frustrating because I can

13· ·hardly shop.· It takes me about 10 minutes before I can

14· ·start shopping because I'm constantly taking my glasses

15· ·off and wiping them because of all the fogginess

16· ·happening.· That's the aerosols, and that's, of course,

17· ·because of the mask.· Even with the pinch piece, if you

18· ·have a good mask, a surgical mask that have the middle

19· ·pinch piece, very difficult to get a seal properly

20· ·around your nose.· And so when you exhale, because

21· ·we're slowing down the progress of the air through the

22· ·filtering material, it'll just simply exit alongside

23· ·the nose; that's where we see the fogging.

24· · · · Now, the other place a lot of people don't realize

25· ·is even the surgical masks are not designed to fit

26· ·properly around -- by -- in front of the ears, and so



·1· ·you almost always have these large, relatively large,

·2· ·triangular gaps at the back of the mask where it loops

·3· ·over the ears.· And so literally when we exhale with

·4· ·these masks, the vast majority, when we exhale, fires

·5· ·up past the nose and out past the ears, and so there is

·6· ·no filter.· And then, like I said, the limited amount

·7· ·that does come through the filter, it's not designed to

·8· ·stop these aerosols.

·9· · · · Like I said, if it did -- like, again, I can take

10· ·off my glasses right now, and, for example, watch

11· ·(UNREPORTABLE SOUND), I just breathed on my glasses,

12· ·and you can probably see it's fogged quite a bit

13· ·compared to my other lens, right?· That's one exhale.

14· ·So you can imagine if I was wearing a -- had been

15· ·wearing a mask and go -- in some cases, I've had to,

16· ·you know, because of these requirements, if I'm wearing

17· ·a mask, there's not much aerosol coming out in just one

18· ·breath.· You can imagine how much liquid would

19· ·accumulate in your mask if it is, in fact, filtering

20· ·that out.· If it's filtering it, it means it has to

21· ·stop them from getting out in the air, from going

22· ·through.· If it's not getting into the air, then it's

23· ·staying in the mask, the masking material.· But I can

24· ·wear these masks, if I'm not coughing and sneezing, I

25· ·can wear them, and my mask will not get wet.

26· · · · So, again, it's just intuitive to the point



·1· ·where -- I like to use -- I'll just finish with this,

·2· ·an example which I think is helpful to consider this.

·3· ·Early on in the pandemic, in fact, every time I went to

·4· ·get my hair cut, and thankfully I was able to, you

·5· ·know, after quite some time, because my hair was

·6· ·horrible, like many of us, for the longest time, but,

·7· ·you know, when I actually first went and understanding

·8· ·this, out of respect for the hairdressers, I tried to

·9· ·explain this to them and actually asked them if they

10· ·wanted me to take my mask off, because if they were

11· ·worried about aerosolized transmission, right, the mask

12· ·for filtering this stuff, I tried to point out to them,

13· ·If it's my breath that you're worried about, do you

14· ·want me to take my mask off.· Because they always cut

15· ·my hair from behind, right, and that way, if they're

16· ·afraid of my breath, I'm directing it away from them.

17· ·And they -- you know, but, no, because of the policy,

18· ·said no, no, no, no, everybody has to be masked to

19· ·keep -- you know, to keep us safe, and I tried to

20· ·explain.

21· · · · And so the best way is -- again, to envision this,

22· ·again, if you go out in the winter time, cold air, and

23· ·you put your mask on, you'll see exactly what I'm

24· ·saying -- I put a picture of this in my report --

25· ·you'll -- because you can see these aerosols, because

26· ·these tiny water droplets, when it's really cold, will



·1· · · ·condense, right?· Again, if water -- the gaseous water

·2· · · ·as -- when it's cool, it will turn into liquid.· And so

·3· · · ·winter time is a great time because you can see the

·4· · · ·aerosols condensing in the cold air around you.· And so

·5· · · ·when you breathe out in the winter, you'll see the --

·6· · · ·it blasts up, you see this fog essentially as the

·7· · · ·aerosols are condensing, blasting up past your nose and

·8· · · ·out past your ears just like I said.

·9· · · · · · And I've shown people, if you're a hairdresser,

10· · · ·what it does is it encases your head in this huge cloud

11· · · ·of aerosol, all right.· I've tried to point this out to

12· · · ·my hairdressers is that if you are genuinely afraid of

13· · · ·my breath, you know, as an asymptomatic individual, do

14· · · ·you not realize that the whole time your hands are

15· · · ·immersed in my aerosols by you forcing me to blow them

16· · · ·around my hair instead of away from you.

17· · · · · · So I'd just like to highlight that, because,

18· · · ·again, that's kind of science meeting the reality that

19· · · ·we currently have and how the two just simply don't

20· · · ·align.· So I'll --

21· · · ·THE CHAIR:· · · · · · · ·Dr. --

22· ·A· ·-- just stop there.

23· · · ·THE CHAIR:· · · · · · · ·-- yeah, Dr. Bridle, I think

24· · · ·it's now 10 after 12, Mr. Kitchen.· I think it's time

25· · · ·for a break.

26· · · ·MR. KITCHEN:· · · · · · ·Yes, I agree, however, I do



·1· · · ·want to ask one question.

·2· ·Q· ·MR. KITCHEN:· · · · · ·And, Dr. Bridle, I invite you

·3· · · ·to answer this in 5 minutes or less, and we can come

·4· · · ·back to it after the break, but I want to ask this

·5· · · ·question, because it's connected to the conversation

·6· · · ·we've had.· Dr. Bridle, so you've said now that where

·7· · · ·we're really at is endemic, but I think the burning

·8· · · ·question we all have is was SARS-CoV-2 ever actually a

·9· · · ·pandemic?· Right?· You said declared pandemic, and you

10· · · ·said that there was a (INDISCERNIBLE) severity for it

11· · · ·to actually be really a scientifically a pandemic.· So

12· · · ·was SARS-CoV-2 ever a pandemic, and if so, when did it

13· · · ·cease being a pandemic scientifically?

14· ·A· ·Okay, yeah, that's an interesting question, but I can

15· · · ·keep this short, yes.· Sorry about that, you're getting

16· · · ·the typical, you know, scientific, we like to make sure

17· · · ·that all the details are relayed.· But in this case,

18· · · ·so -- this is -- the pandemic was declared again,

19· · · ·assuming that the -- sorry, Karoline --

20· · · ·(AUDIO/VIDEO LOST)

21· · · ·MR. LAWRENCE:· · · · · · Sorry, can we just -- sorry to

22· · · ·interrupt, Dr. Bridle -- I think we've lost a Tribunal

23· · · ·Member --

24· ·A· ·Oh, okay.

25· · · ·MR. LAWRENCE:· · · · · · -- Dr. Martens, I don't see

26· · · ·her.· Could we just --



·1· · · ·MR. KITCHEN:· · · · · · ·Well --

·2· · · ·MR. LAWRENCE:· · · · · · -- (INDISCERNIBLE) for a

·3· · · ·minute.· Oh.

·4· · · ·MR. KITCHEN:· · · · · · ·Dr. Martens, if you need us to

·5· · · ·break, we can, you know, we --

·6· · · ·THE CHAIR:· · · · · · · ·Dr. Martens is here.

·7· · · ·DR. MARTENS:· · · · · · ·No, yeah, I came back, yeah,

·8· · · ·sorry.

·9· ·A· ·Okay, great --

10· · · ·THE CHAIR:· · · · · · · ·Thank you, Mr. --

11· ·A· ·-- I don't think I said anything --

12· · · ·THE CHAIR:· · · · · · · ·-- Lawrence.

13· ·A· ·-- that you missed, Dr. Martens.· Did -- what was it --

14· · · ·yeah, I think I was just starting to answer, so I'll

15· · · ·just start again --

16· · · ·THE CHAIR:· · · · · · · ·Sure.

17· · · ·DR. MARTENS:· · · · · · ·Yeah, just when you were going

18· · · ·to answer the question, yeah.

19· ·A· ·Oh, okay, great.

20· · · ·DR. MARTENS:· · · · · · ·Thank you.

21· ·A· ·Yeah, so this pandemic was declared with, again, on the

22· · · ·initial concern that the infection fatality rate might

23· · · ·be as high as 10 percent, and, again, as I've said, an

24· · · ·infection fatality rate certainly between 1 and 10

25· · · ·percent.· I don't think there's very many scientists

26· · · ·around the world that would agree that that would be a



·1· ·pandemic situation provided the pathogen is genuinely

·2· ·dangerous, because then you're, you know, talking

·3· ·about -- well, the infection fatality rate, that is an

·4· ·indication that it's going to be dangerous to far too

·5· ·many people.

·6· · · · But the reality is, just like I said, as we have

·7· ·come to appreciate the size of that denominator, which

·8· ·we didn't know at the beginning, we now know that

·9· ·the -- the real infection fatality rate is in the --

10· ·was in early 2021 in the ballpark -- and we're not even

11· ·sure it's the full estimate because we don't have a

12· ·full understanding of how big the denominator was.· But

13· ·at that time, it was estimated to be about .15 percent.

14· · · · So to put that in perspective again, that was

15· ·dealing with the earlier variants, which is when the

16· ·pandemic was declared, in that context.· And, again, at

17· ·.15 percent, that is not a problem of pandemic

18· ·proportions.· It is -- it just simply is -- that's a

19· ·fact.

20· · · · And so it's not a case -- and then, again, that's

21· ·for the entire population.· And if we go to the

22· ·demographics that we know, which is the vast majority

23· ·of the people that are in the -- and the lower-risk

24· ·demographics, it would be much lower.· Again, I can't

25· ·say exactly how much, but it would be lower.

26· · · · So, again, to put that in perspective of .15



·1· ·percent, that is in the same realm as a bad flu season

·2· ·and -- for which we never declare that to be a

·3· ·pandemic, despite the fact that, you know, the flu

·4· ·spreads around the world, nor is it declared an

·5· ·epidemic, even though it certainly meets that

·6· ·definition in terms of its spread throughout Canada.

·7· · · · Now -- so the thing to understand -- and now, as I

·8· ·point out, as far as Omicron, it would be even lower,

·9· ·but that's because there's been some biological changes

10· ·as well to the virus, right, that's made it less

11· ·deadly.· So if I was going at .15 percent, because

12· ·that's dealing with the earlier variants where -- which

13· ·were relevant when the pandemic was declared, just to

14· ·clarify, it's not that we went from an infection

15· ·fatality rate of 1 to 10 percent to .15 percent, right,

16· ·because that would require some kind of biological

17· ·change or effective intervention that's completely

18· ·stopping those deaths.· And, no, it's the initial

19· ·estimate was, the initial concern was that it was that

20· ·high.

21· · · · So what happened is the mathematics became more

22· ·accurate by the time this paper was published.· That

23· ·same math applied to the beginning of the pandemic.

24· ·So, in other words, if we knew by early 2021, you know,

25· ·what the accurate -- if we had those same accurate

26· ·numbers at the beginning of the pandemic, the pandemic



·1· ·would not have been declared; it would not have been a

·2· ·problem of pandemic proportions.· As I've pointed out,

·3· ·the flu is -- equals this, a bad flu season.

·4· · · · So, in my opinion, and based on our own policy,

·5· ·health policies in Canada, this would not have

·6· ·qualified as a pandemic.· It qualified as a pandemic

·7· ·because we thought the infection fatality rate was much

·8· ·higher than what it really has been and what it has

·9· ·proven to be.

10· · · · And the point that I'd like to make as well is,

11· ·because a lot of people have probably heard of this

12· ·term with the emergency use authorization in Canada for

13· ·the vaccines, in Canada, we called it the authorization

14· ·for interim use, but it means the same thing.

15· · · · And the reason why that's important is because

16· ·that's something -- and this whole -- actually, this

17· ·whole concept actually we have right now of overriding

18· ·constitutional freedoms, and we're hearing about this

19· ·all the time, what a lot of people don't realize is,

20· ·you know, this imposition where the Government can

21· ·start dictating things and overriding potential

22· ·individual, you know, constitutional policy rights is

23· ·often -- is based on the perception -- like the impact

24· ·of something on Canada.· Technically it has to

25· ·incapacitate the ability for Canada to operate in a

26· ·certain way.



·1· · · · So a classic example would be if we were at war.

·2· ·At war, that's where you can have overriding executive

·3· ·decisions, right, and if Canada is at risk of being

·4· ·destroyed, being overtaken, right, being taken over.

·5· · · · So at a 10 percent or even 1 percent, that would

·6· ·have a dramatic impact on Canada, you know, death rate;

·7· ·that would have a dramatic impact on Canada to be able

·8· ·to function as a country.· But at 0.15 percent, we've

·9· ·never done -- like I said, we have that for the flu

10· ·routinely.

11· · · · So, again, I hope that helps put it in some

12· ·perspective.· So, again, based on the science, the

13· ·publications, my, you know, summarized answer to you,

14· ·Mr. Kitchen, is that, with the math corrected, this has

15· ·not been an issue of pandemic proportions, true

16· ·pandemic proportions.

17· ·MR. KITCHEN:· · · · · · ·Thank you.· We'll leave it

18· ·there for lunch.

19· · · · Mr. Lees, I'm fine if you want 45 minutes or an

20· ·hour, an hour-and-15, I'm fine either way.· As much

21· ·as -- we'll definitely finish today.· I think we're

22· ·going to be a while yet, but we will finish today.

23· ·THE CHAIR:· · · · · · · ·Okay.· Let's take an hour;

24· ·let's come back at 1:15.· I think we all -- we went

25· ·straight through from 10:00, so I think an hour is

26· ·fine, and we'll see everybody at 1:15.



·1· · · · And do we need to caution the witness in any

·2· ·respect, Mr. Pavlic?

·3· ·MR. KITCHEN:· · · · · · ·You're muted.

·4· ·MR. PAVLIC:· · · · · · · I've got it now.

·5· · · · Other than --

·6· ·THE CHAIR:· · · · · · · ·Okay.

·7· ·MR. PAVLIC:· · · · · · · -- he's not supposed to

·8· ·discuss his evidence with his counsel or anyone else --

·9· ·THE CHAIR:· · · · · · · ·Yeah.

10· ·MR. PAVLIC:· · · · · · · And I'm sure --

11· ·THE CHAIR:· · · · · · · ·Thank you.

12· ·MR. PAVLIC:· · · · · · · -- Mr. Kitchen has given that

13· ·warning in advance.

14· ·THE CHAIR:· · · · · · · ·Okay, we'll see everybody at

15· ·1:15.· Thank you.

16· ·_______________________________________________________

17· ·PROCEEDINGS ADJOURNED UNTIL 1:15 PM

18· ·_______________________________________________________
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24· ·THE CHAIR:· · · · · · · ·We will be back in session for

25· ·the afternoon, and just before I ask Mr. Kitchen to

26· ·continue, I just remind you, Dr. Bridle, that you are



·1· · · ·still under oath.

·2· ·A· ·I understand, thank you.

·3· · · ·THE CHAIR:· · · · · · · ·Okay.· All right, Mr. Kitchen.

·4· · · ·DR. BYRAM BRIDLE, Previously sworn, Examined by

·5· · · ·Mr. Kitchen

·6· · · ·MR. KITCHEN:· · · · · · ·Thank you.· And, Chair, I'll

·7· · · ·try to be mindful of the time.· If we get an hour or so

·8· · · ·into it, and we're still going, I'll try to find a good

·9· · · ·time for a break.

10· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, thank you so much

11· · · ·for all that information prior to the lunch break, but

12· · · ·to continue where we left off, the question I had is we

13· · · ·talked -- you talked about how isolation works, masking

14· · · ·for asymptomatic doesn't work, and then we didn't get

15· · · ·into any other restrictions yet, but I'm very curious,

16· · · ·if isolation at home does work, and you said,

17· · · ·intuitively, it does, can you give some insight as to

18· · · ·why Omicron is still spreading the way it is unabated?

19· ·A· ·Yeah, so, first of all, just to clarify, meaning

20· · · ·isolating at home when symptomatic, right, when

21· · · ·actually sick.· I don't recommend that people have to

22· · · ·stay away from others if they're not sick.

23· · · · · · So, yeah, in terms of the Omicron, you know, so

24· · · ·it's a multi-facetted answer, I guess.· And so, first

25· · · ·of all, I guess I'll start off with the, you know, the

26· · · ·related topic of the vaccines, because that was



·1· ·purported to be -- you know, we were hoping that was

·2· ·going to be the number one strategy for stopping the

·3· ·spread of this.· And then the idea being, you know, the

·4· ·concept was that only those who were vaccinated would

·5· ·not be capable of transmitting the virus, and those who

·6· ·were unvaccinated would be capable of transmitting the

·7· ·virus, and, hence, you know, the isolation, kind of

·8· ·segregation that's been occurring in society.

·9· · · · But so one needs to understand a little bit about

10· ·vaccines to understand that aspect because that's

11· ·critical, because, again, like I said, that was

12· ·supposed to be the number one strategy for stopping

13· ·transmission.

14· · · · So these COVID-19 vaccines -- so, again, I mean,

15· ·I'd like to highlight and my record shows for itself,

16· ·being a publication record, that I've been actively

17· ·publishing in the area of vaccinology during the

18· ·declared pandemic.· I am a vaccinologist.· So, again,

19· ·you know, my expertise is in viral immunology, and

20· ·specifically I focus heavily on vaccinology.

21· · · · So I am actually strongly in support of the

22· ·concept of vaccine mandates, but these COVID -- current

23· ·COVID-19 injections look nothing like and they perform

24· ·nothing like any historically mandated vaccines.· And

25· ·that helps to understand a large part of the question

26· ·you're asking.



·1· · · · · · So what I mean by that is we're all probably

·2· · · ·familiar with the vaccines that are mandated during

·3· · · ·childhood, so the childhood -- what we call the

·4· · · ·childhood series of vaccines.· So that's things like --

·5· · · ·things like the mumps, measles, and Rubella vaccines,

·6· · · ·the ones we -- you know, we get for tetanus that get

·7· · · ·updated every 10 years and so on, chicken pox as of

·8· · · ·2010.

·9· · · · · · And so all of these previously mandated vaccines

10· · · ·have a quality that we refer to, as immunologists, as

11· · · ·conferring sterilizing or near sterilizing immunity.

12· · · ·And what that means is technically if somebody's

13· · · ·vaccinated, they can still get infected because

14· · · ·infected means you the get the pathogen in your body.

15· · · ·But what sterilizing and non-sterilizing --

16· · · ·THE CHAIR:· · · · · · · ·Dr. Bridle, Dr. Bridle --

17· ·A· ·Yes.

18· · · ·THE CHAIR:· · · · · · · ·-- you're frozen.

19· · · ·MR. KITCHEN:· · · · · · ·He's not frozen.

20· · · ·THE CHAIR:· · · · · · · ·Yeah, he's back now.

21· ·A· ·Okay, do I need to repeat anything?

22· · · ·THE CHAIR:· · · · · · · ·Just the last sentence.

23· ·A· ·Oh, okay, thanks.· So previously mandated vaccines

24· · · ·confer what we call sterilizing or near-sterilizing

25· · · ·immunity.· And so sterilizing immunity means like, in

26· · · ·all cases, a pathogen can still get in your body.· So a



·1· ·respiratory pathogen like SARS-Coronavirus-2, obviously

·2· ·we can still inhale it.· If we had sterilizing

·3· ·immunity, it would mean that we have the appropriate

·4· ·type and quantity of antibodies in our upper

·5· ·respiratory tract to be able to fully neutralize that

·6· ·virus, meaning the antibodies would bind to the virus.

·7· · · · And that's one of the reasons why we've been

·8· ·targeting the spike protein.· The spike protein is the

·9· ·thing that sticks up on the surface of the virus that

10· ·grabs onto the receptor on our cells, the same receptor

11· ·I was telling you about earlier that children express

12· ·at much lower concentrations, which is why they're

13· ·inherently protected.

14· · · · So if you have an antibody that binds to the spike

15· ·protein, then that spike protein can't grab onto our

16· ·cells.· And if the virus can't get into our cells,

17· ·there can be no replication whatsoever and, therefore,

18· ·no risk of disease and no risk of transmission.· That

19· ·would be sterilizing immunity.

20· · · · Near-sterilizing immunity means that the virus,

21· ·probably there would be a lot of neutralization of the

22· ·virus, but the virus might still be able to infect a

23· ·limited number of cells that we would have sufficient

24· ·additional immunological mechanisms to clear that virus

25· ·from the infected cells, things like T cells, which are

26· ·very good at this, and it would clear the virus again



·1· ·before it would replicate to that -- to a quantity that

·2· ·would reach what I referred to previously as the

·3· ·threshold dose required to infect somebody else.· So

·4· ·that would be what we call near-sterilizing immunity,

·5· ·meaning you can get some infection yourselves, limited

·6· ·replication, but you're not going to get sick because

·7· ·there hasn't been enough replication to cause illness,

·8· ·and you're not going to transmit, because, again, you

·9· ·haven't reached that threshold dose that needs to be

10· ·delivered.· So that's what all our historical mandated

11· ·vaccines look like; they do this.

12· · · · Oh, and the other thing they do is they -- they

13· ·not only confer this type of immunity but for very long

14· ·periods of time.· So when you think about it, once we

15· ·are done our childhood vaccination series, except for

16· ·the, you know, update every 10 years for things like

17· ·diphtheria and -- for example, the -- and tetanus, we

18· ·never have to be vaccinated again, we don't have to get

19· ·boosters.· So we call that robust or long-lasting

20· ·immunity.· So that's the nature.

21· · · · Now, we're all probably seeing -- you know, we're

22· ·already, in Canada, rolling out -- well on our way to

23· ·rolling out third doses.· We've actually been

24· ·implementing fourth doses in some long-term care

25· ·facilities where there's been a complete inability to

26· ·control the spread of the Omicron variant.· Israel, you



·1· ·know, of course, is large -- most of their population

·2· ·has got four doses.

·3· · · · So this highlights something, this is three to

·4· ·four doses in well under a year.· So that -- so,

·5· ·clearly, they don't -- they don't have the duration of

·6· ·immunity; they don't provide the, you know -- a

·7· ·reasonable length of protection.· That alone means

·8· ·these vaccines will never be able to stop the

·9· ·transmission of this virus, because there's no way we

10· ·can get the whole world vaccinated and under three

11· ·months, such that the people, you know, no longer -- we

12· ·haven't reached the point where people have lost

13· ·protection.· Otherwise, if you get only -- if it's only

14· ·through part of the population by three months, by the

15· ·time you're vaccinating new people, the people who were

16· ·vaccinated at the beginning are going to be susceptible

17· ·again.· So that's one of the problems.

18· · · · The other problem is that -- I already explained

19· ·this, that the immunity is -- just really protects the

20· ·lower airways.· And the Omicron variant, we're talking

21· ·about a version of the virus now that preferentially

22· ·stays in the upper airways, so there isn't that --

23· ·those aren't those neutralizing antibodies in the upper

24· ·airways conferred by this vaccine that would confer

25· ·that sterilizing protection.

26· · · · So on that basis -- oh, and the other thing is



·1· ·that there's been so many mutations in the spike

·2· ·protein of the Omicron variant that the immunity

·3· ·conferred by this, which is spike-protein specific, is

·4· ·largely irrelevant.· A lot of those antibodies can't

·5· ·even physically bind to the spike protein anymore

·6· ·because it's changed too much.

·7· · · · So for all those reasons, that's one of the

·8· ·reasons why we're seeing the vaccine [sic] circulate

·9· ·freely, because it's largely then the unvaccinated that

10· ·have been -- that have been -- or have continued to be

11· ·asked to isolate and have been basically -- you know,

12· ·segregated from society.· So they are, you know, stay

13· ·at home, not being able to go into the workplaces and

14· ·so on.

15· · · · So the fact -- and like I said, I've said this

16· ·before as well, some of the -- for those in school

17· ·settings or work locations, we're talking about people

18· ·where almost everybody is vaccinated, but the virus --

19· ·like I said, despite that, we had this record peak for

20· ·cases with the Omicron variant.· So that's one of the

21· ·reasons, because the vaccines, unfortunately, have

22· ·failed to meet their goal.

23· · · · If these conferred long-lasting sterilized or

24· ·near-sterilizing immunity, I may have had to have

25· ·retracted my earlier statement about this becoming

26· ·endemic.· We may actually have had a chance of



·1· ·eradicating this virus.· But, you know, because of

·2· ·these weaknesses in what an ideal vaccine should be --

·3· ·I should even point out that even the very definition

·4· ·of a vaccine was altered about a year ago to

·5· ·accommodate these inoculations that we're providing,

·6· ·because, again, the definition of a vaccine was one

·7· ·that conferred sterilizing or near-sterilizing

·8· ·immunity.· They were originally designed to not blunt

·9· ·the most severe forms of disease but actually prevent

10· ·disease and prevent transmission to others.· So that's

11· ·why -- that's a primary reason why we're seeing this

12· ·virus continue to circulate.

13· · · · So now when you think about that, it's annoying

14· ·that the vaccines are now largely irrelevant in terms

15· ·of their ability to stop transmission; at the same

16· ·time, we have kept -- we have remained -- keeping the

17· ·vaccinated individuals from workplaces, we continue to

18· ·require them to wear masks and do the physical

19· ·distancing.· So -- and, again, the fact that we've been

20· ·doing this all along, but the waves of cases just keep

21· ·getting progressively higher, although, like I said,

22· ·the virus is progressively less -- that's the good news

23· ·in all this.· As that happens, the virus becomes -- has

24· ·become less dangerous.· So despite the spread, there is

25· ·less potential harm to people.· So I always want to

26· ·remind people I don't want to be instilling unnecessary



·1· ·fear.

·2· · · · But nevertheless ever increasing cases, and since

·3· ·the focus is on cases, that means that we've been

·4· ·trying to stop our cases.· And, again, I won't say

·5· ·cases of COVID-19, that is what we ultimately want to

·6· ·prevent, but what we're actually measuring, again, are

·7· ·positive test results for potential infection with

·8· ·SARS-Coronavirus-2.

·9· · · · So what it tells us is that the masks and the

10· ·physical distancing, despite the fact that we have not

11· ·only maintained that all the way through but actually

12· ·removed the vast majority of people from the population

13· ·who are unvaccinated tells us that that combination of

14· ·those critical three, which are supposed to be the

15· ·three things to -- to end this pandemic, the

16· ·vaccination, the masking, and the physical distancing,

17· ·you know, that's real world evidence, you know, that

18· ·we've all seen that really we can't -- argue doesn't

19· ·exist, right, because we see it in our workplaces and

20· ·schools.· It clearly shows those aren't working.· They

21· ·can't be working while we're actually having, during

22· ·this process of maintaining those three strategies,

23· ·while removing most of those who are unvaccinated from

24· ·those scenarios, when you actually see ever-increasing

25· ·peaks in the, you know, recent waves, that clearly

26· ·suggests that these are not working efficiently, right?



·1· ·They're not -- they're certainly not efficient

·2· ·solutions to resolve the problem as we have it.

·3· · · · That's why many people are working right now on

·4· ·trying to develop vaccine strategies that ideally would

·5· ·be sterilizing or near-sterilizing because that would

·6· ·provide, potentially, an ideal way to prevent this.

·7· ·But then one even argues whether it's necessary if the

·8· ·virus isn't dangerous enough because -- this is

·9· ·something I teach my students -- one of the questions I

10· ·get asked all the time, with all the vaccine

11· ·technologies that we have, why don't we have a vaccine

12· ·for the common cold.· Well, the reason is simple, no

13· ·medical intervention, no medical intervention comes

14· ·with zero risk.· So you always do a risk-benefit

15· ·analysis.

16· · · · And so the primary reason why we have never

17· ·developed a vaccine against the cold that we try and

18· ·implement is the cold in the vast majority of people

19· ·again is not a major issue.· And so if people aren't at

20· ·substantial risk of harm from a pathogen, we're not

21· ·going to introduce an unknown potential amount of harm

22· ·from a novel medical intervention, and so that's why

23· ·we'll never have vaccines for the common cold.

24· · · · But, nevertheless, I just wanted to bring that up

25· ·there, that that might be a viable strategy, if needed,

26· ·if we were to get a future version of the -- you know,



·1· · · ·future variant or strain of the virus that were to

·2· · · ·attain more dangerous characteristics again.· But with

·3· · · ·the current tools that we have, we have seen the

·4· · · ·Omicron variant, the spread, the transmission go

·5· · · ·completely out of control.· So, yeah, I'll end it

·6· · · ·there.

·7· ·Q· ·MR. KITCHEN:· · · · · ·Well, thank you.· But let's

·8· · · ·talk about prevaccine, let's talk about 2020.· My

·9· · · ·understanding is, you know, the vaccine really didn't

10· · · ·start to get up to -- until January of 2021, so about a

11· · · ·year ago, you know, and the time that's really

12· · · ·relevant, of course, for this case is, you know, from

13· · · ·May 2020 till December 2020.· That's when the

14· · · ·chiropractors were allowed to work, that's when

15· · · ·Dr. Wall was working, and that's when there was a

16· · · ·mandatory mask requirement in place by the College.

17· · · · · · So let's talk -- and as far as I can see, that's

18· · · ·prevaccine.· So let's talk back then.· What's your take

19· · · ·on why these measures, no vaccine, why measures like

20· · · ·physical distancing and masking didn't work back then?

21· ·A· ·Okay, so this leans heavily on what I already

22· · · ·explained.· So pathogens are a spread, there's risk of

23· · · ·spreading it to somebody else when we're actively

24· · · ·releasing large enough quantities from our body to meet

25· · · ·the threshold dose needed to infect, bypass the initial

26· · · ·physical barriers, and initiate disease -- or initiate,



·1· ·sorry, what we would call a productive infection that

·2· ·would result in disease, because, again, disease is

·3· ·when there's the onset of signs and symptoms.

·4· · · · And so the reason why these largely haven't

·5· ·been -- weren't effective there, so outside of the

·6· ·scope of vaccines, is because we were keeping people

·7· ·out of the workplace who weren't sick.· Again, I keep

·8· ·emphasizing that.· If you're not around sick people,

·9· ·you tend not -- you're going to tend not to get sick.

10· · · · And again -- so, again, these masks do a

11· ·reasonable job at preventing the spread of illness when

12· ·somebody's coughing and sneezing.· That's what they're

13· ·really designed to do, that's what the pore size is

14· ·designed for in these masks.

15· · · · And, otherwise, if -- so then the only argument

16· ·that remains then for why these masks attempt to

17· ·restrain the virus if somebody's not symptomatic would

18· ·be, again, the concept that they have -- the assumption

19· ·that they have a high enough dose of the virus in their

20· ·respiratory tract but are not yet sick because of it

21· ·and, therefore, exhaling large enough quantities, a

22· ·threshold dose, through aerosols, right?· That's the

23· ·only physical way that a healthy person could,

24· ·therefore, be spreading this, and as I've explained

25· ·because of the pore size.· And, more importantly, the

26· ·pore -- really, the pore size is irrelevant if you



·1· ·don't have a proper fitting mask, such as the vast

·2· ·majority is exiting the body unfiltered.· You know, the

·3· ·virus isn't going to respect the masking, nor --

·4· · · · And then when it comes to the physical distancing,

·5· ·this is a complex process because some physical

·6· ·distancing theory can help if you can control, if you

·7· ·can control, because this is the thing, physical

·8· ·distancing was primarily implemented -- and, in fact,

·9· ·it's largely -- one can even argue what should be the

10· ·appropriate distance.· Many studies would suggest that

11· ·an appropriate distance would only be 1 metre rather

12· ·than 2.· So it's a rather -- beyond 1 metre becomes

13· ·rather arbitrary if you can -- if you pick a number

14· ·beyond that.

15· · · · But what people need to understand is that the

16· ·reason this physical distancing was also selected was,

17· ·in the context of sick people who were actively

18· ·transmitting the virus by coughing and sneezing, it's

19· ·this idea of large water droplets again.· And the

20· ·reason why 1 metre has always been recommended as the

21· ·minimum distance to try and minimize your chance of

22· ·getting infected -- so I would definitely recommend if

23· ·somebody is around somebody who is coughing and

24· ·sneezing, I would never recommend that you -- if you

25· ·want to keep yourself healthy, I would recommend that

26· ·you never go within 1 metre of their personal space,



·1· ·and the further away you are, the less risk there is.

·2· ·And that's because people -- you know, when we cough

·3· ·and sneeze, the large droplets that we dispel land on

·4· ·the ground approximately a metre away from us, up to a

·5· ·metre away, so that's where that came from.· But,

·6· ·again, that's for people who are symptomatic and

·7· ·meaning they're actively coughing and sneezing and

·8· ·projecting these large water droplets.

·9· · · · Otherwise, we're talking about aerosols.· And when

10· ·we're talking about aerosols, aerosols can travel very

11· ·large distances, massive distances, in fact, depending

12· ·on the environment.· So, for example, there's very few

13· ·indoor places anymore, like work environments, that

14· ·have modern -- and even houses, you'll notice, most of

15· ·the -- most modern buildings now have air circulating

16· ·all the time, and so that creates currents, air

17· ·currents, all the time in our homes.· We're often

18· ·unaware of these, but, you know, you know that you can

19· ·get the test kits to look at smoke detectors or even

20· ·smoke.· If you ever put the smoke in a room, for

21· ·example, in air vents and so on, you can often see that

22· ·there are these air currents that are circulating.· So

23· ·we can't see that, so where these aerosols go is going

24· ·to be dictated by the air currents that are around us.

25· · · · So as an extreme example, and I've pointed this

26· ·out to people, you know, kind of in a half-joking way,



·1· ·only half-joking because it is actually serious, so,

·2· ·you know, I, from time to time, I've used -- you know,

·3· ·I use a bus.· I've got a bus stop not far from my home,

·4· ·and again the best time -- the best time to see this,

·5· ·there's two ways to actually visualize this, one is

·6· ·observing smokers and the other one is observing people

·7· ·breathing but in the winter time, where you -- again,

·8· ·you can see the aerosols because of the condensation in

·9· ·the cold air.

10· · · · And so one of the things that I always, always do,

11· ·because I'm a nonsmoker myself, is if somebody's

12· ·smoking, I always stand upwind from them, right?· There

13· ·is no defined distance at which smoke dissipates to --

14· ·and which it's safe, if there's a wind.· If you can be

15· ·5 metres downwind of somebody at a bus stop, and you're

16· ·going to be inhaling their smoke if the wind's taking

17· ·it that way, because, yes, these aerosols dissipate,

18· ·but if you have a wind that's moving quickly, you're

19· ·going to be inhaling, you know, a reasonable amount of

20· ·smoke, secondhand smoke.· So many of us recognize that,

21· ·and so if we don't want to inhale the smoke, we stay

22· ·upwind, and that's what I'm talking about with these

23· ·aerosols and air currents carrying this.

24· · · · And so it's the same thing, if you have somebody

25· ·that's, for example, let's say, unmasked and breathe

26· ·out, if you -- if there's -- if the air is what we call



·1· ·stale, is not moving, you're going to see a cloud that

·2· ·forms in front of their mouth, and it's going to

·3· ·dissipate as it moves out.· In that case, the aerosol's

·4· ·probably going to dissipate, pretty low concentrations,

·5· ·right, per volume of air space at not too far a

·6· ·distance.· But, again, if you're standing, you know, 3

·7· ·metres downwind of the person and, you know there's a

·8· ·reasonable breeze, those vapours, you can see them

·9· ·coming right by, right by your face.· And so you're

10· ·actually inhaling, you know, reasonable concentrations

11· ·of the air being expelled by that individual.· So

12· ·that's how, you know, is -- that's a good way to look

13· ·at it.

14· · · · And so it's the same thing, so -- and worse, this

15· ·is the other thing, so I point out again that, in

16· ·fact -- so you combine that, we're talking about

17· ·aerosols with the masking, and the very frustrating

18· ·thing there is -- again, I try to point out -- if I'm

19· ·standing at a bus stop, and there's people sort of

20· ·downwind of me, and I want -- and if I were to feel

21· ·that I had to protect them from an aerosol, I would

22· ·actually rather have to take my mask off so I'm

23· ·projecting the aerosol ahead when then maybe it gets

24· ·dissipated, you know, down in front of the crowd of

25· ·people.· By putting on the mask, I'm actually making

26· ·sure that I'm blowing lots of unfiltered air out past



·1· ·my ear and actually firing it basically in the

·2· ·direction of the people, right, or right beside me.· So

·3· ·that's what I mean.

·4· · · · So this is the problem, this is the problem when

·5· ·it comes to the mask.· We're not properly control --

·6· ·and, in fact, it -- when you think about it, it's --

·7· ·it's not logical, we don't think logically, because we

·8· ·think about -- we've all seen our breath in cold air,

·9· ·so we think if we're going to control our breath -- I'm

10· ·going to use the example, bad breath.· If you want to

11· ·avoid somebody detecting bad breath, one of the things

12· ·you do you don't breathe on them, right?· So you find a

13· ·way of making sure the breath goes some other way.

14· ·Even if you're looking at them, some people will sort

15· ·of breathe out the side of their mouth, change the

16· ·shape so it kind of directs it away from the person.

17· ·And this is inherently because we know that we can't

18· ·alter the direction that it goes, but so we're always

19· ·thinking of breath coming out from our mouths.

20· · · · And so what the interesting thing is what people

21· ·often do, out of reflex, is in order to -- when they

22· ·have the masks on, in order to avoid having any of

23· ·these aerosols hit them or their breath hit them, they

24· ·tend to look away from them.· And as I pointed out,

25· ·because of the -- what the direction -- the air -- the

26· ·air actually coming out, you know, by the ears, by



·1· ·looking away from somebody, you actually redirect the

·2· ·unfiltered air in their direction.

·3· · · · So an example, in my workplace, we were actually

·4· ·told -- because it turns out that our hallways are less

·5· ·than 2 metres, so we were actually -- what we were

·6· ·actually asked to do was if we passed one another in

·7· ·the hallways, we'd go belly to belly or chest against

·8· ·the wall, like kind of inch our past one another with

·9· ·our backs turned.· And all time we're do -- all I --

10· ·you know, all I'm doing by doing that is, you know, at

11· ·least if I have the mask on and I'm looking at the

12· ·person, I'm directing the air away from them.· As soon

13· ·as I turn my back on them, again, I'm directing air

14· ·toward -- in their general direction.

15· · · · So this is the problem, and this is why we've had

16· ·trouble with the masking and controlling the spread of

17· ·aerosols, and why distancing, why distancing is quite

18· ·arbitrary in the context of aerosols.· So, again, there

19· ·have -- there was a published scientific study in a

20· ·peer-reviewed journal that clearly showed with these

21· ·aerosols, they can travel -- they can travel, again

22· ·with the air currents, up to 30 metres, you know, if

23· ·they're carried on an air current that's swift enough

24· ·and going in a certain direction rather than swirling

25· ·air.

26· · · · So it's all dependent on air currents, it's



·1· · · ·dependent on the direction that the unfiltered air is

·2· · · ·going.· So we're talking about -- again, again, I would

·3· · · ·say -- you know, I saw Dr. Hu's report, I agree 100

·4· · · ·percent with him on the efficacy of masking with

·5· · · ·symptomatic individuals, you know.· But we're talking

·6· · · ·about -- but, again, what you asked is people who are

·7· · · ·going into the workplace who are asymptomatic, masking

·8· · · ·to prevent the spread of aerosols and control the

·9· · · ·direction in which they're going is not -- does not do

10· · · ·the job, not in the context of aerosols.· So that's why

11· · · ·this virus has been spreading.

12· · · · · · And I'd like to point out again, if you -- if

13· · · ·we -- if that is true, if the masks -- if the virus, it

14· · · ·could potentially spread on aerosols, and there's

15· · · ·some -- lots of studies have suggested that maybe it

16· · · ·can and -- but masks were doing their job, then we

17· · · ·would expect that people would have been protected.

18· · · ·But like I said, the actual -- in the study that was

19· · · ·published looking at immunity in healthy individuals,

20· · · ·people who never had any evidence that they were

21· · · ·infected or knew they were infected with the

22· · · ·SARS-Coronavirus-2, showed many healthy adults

23· · · ·acquiring immunity for the virus, and so that's been

24· · · ·occurring despite the masking.

25· ·Q· ·Well, I need to ask you a couple questions about

26· · · ·asymptomatic transmission, because -- and symptomatic



·1· · · ·transmission for that matter.· Let me ask you this:· Of

·2· · · ·all the transmission of SARS-Coronavirus-2 or

·3· · · ·SARS-Coronavirus-2, roughly how much comes from

·4· · · ·asymptomatic people and roughly how much comes from

·5· · · ·symptomatic people?

·6· ·A· ·So the subtotal of scientific literature would suggest

·7· · · ·very little comes from asymptomatic individuals.· It is

·8· · · ·not zero.· There is some asymptomatic transmission that

·9· · · ·can occur.

10· · · · · · One of the studies that often gets highlighted was

11· · · ·a -- again, it was a peer-reviewed scientific paper

12· · · ·published in an high-impact journal.· It was actually

13· · · ·studied in a huge population in China, about 10 million

14· · · ·people, and the conclusion from that study was among a

15· · · ·sample size of 10 million people.· They found no

16· · · ·substantial evidence of asymptomatic transmission.

17· · · · · · And, again, it's not surprising, because, again,

18· · · ·for all the reasons I already explained, so I won't go

19· · · ·into them again in any detail, but just very quickly,

20· · · ·you have to have the virus in your lungs at a

21· · · ·sufficient quantity to be -- such that your body is

22· · · ·releasing enough to exceed that threshold dose needed

23· · · ·to cause illness in somebody else, and that almost

24· · · ·always requires active expelling of the virus from the

25· · · ·body through coughing and sneezing, but not always.

26· · · · · · There is the theoretical scenario where you could



·1· ·have somebody who's still not actively coughing and

·2· ·sneezing, so they don't know that they're sick, it

·3· ·might be a little bit threshold dose.· When it comes to

·4· ·biology, anything is possible.· I'll never say anything

·5· ·is impossible.· So it is certainly theoretically

·6· ·possible, and, in fact, I would argue it is a real --

·7· ·real thing, but it would be high -- it's highly

·8· ·improbable, meaning a rare event.

·9· · · · And there has been like a lot of agreement,

10· ·generally speaking, including among major public health

11· ·bodies, like the World Health Organization, there's

12· ·many organizations that, after a while into the

13· ·pandemic, we're starting to recommend just end the

14· ·testing, testing for evidence of SARS-Coronavirus-2 and

15· ·asymptomatic people for this very reason, because, you

16· ·know, again, we recognize you're testing healthy

17· ·people.

18· · · · And what was being recognized though -- so

19· ·although there's very few cases, documented cases of

20· ·clear-cut transmission from asymptomatic people of

21· ·infectious viruses that may be at a dose that can cause

22· ·disease, it's definitely not a substantial driver of

23· ·this pandemic in any way, shape, or form.

24· · · · So even, I'd like to point out -- so I notice

25· ·that -- you know, like Dr. Hu cited some peer-reviewed

26· ·scientific articles, and that's great, because, again,



·1· ·that's the, you know, best type of evidence for this,

·2· ·but even there, the important thing is looking at what

·3· ·was actually measured.

·4· · · · So when you actually look, when they were

·5· ·measuring some of the -- in some of those masking

·6· ·studies, it was -- they were looking at, again, doing

·7· ·genetic testing essentially, like PCR testing, to look

·8· ·for evidence of the genetic material from the virus,

·9· ·and so this -- you have to be very careful again

10· ·because -- okay, so this requires a little bit of

11· ·background in terms of measuring, measuring, how you

12· ·measure whether a virus is being filtered.

13· · · · So with this PCR test that we've all probably

14· ·heard about, it's called polymerase chain reaction.

15· ·What it is is this concept that we can use little

16· ·pieces of genetic material that recognize sections of

17· ·the genetic material from the virus, and so if the

18· ·genetic material from the virus is present in a sample.

19· · · · So, for example, if you put a mask on an

20· ·individual like -- and you ask them to breathe, and you

21· ·capture those samples, you can run this test to look

22· ·for evidence, you can ask is there any evidence of the

23· ·virus based on genetic material being present.· And

24· ·when you do that, this test can detect small segments

25· ·of the genetic material from the virus, and then it --

26· ·this gets amplified, you run it for a number of cycles.



·1· ·And if genetic material is present, you keep amplifying

·2· ·it with each cycle, somewhat exponentially, until you

·3· ·get enough of it, you can literally visualize it in a

·4· ·test.· So you can ultimately amplify it to such an

·5· ·amount that you can visualize the genetic material, and

·6· ·then you say, okay, so that genetic material seems to

·7· ·have been present.

·8· · · · The problem with this is and the problem we've --

·9· ·you know, I don't -- I can't comment on why this has

10· ·happened, because it's -- it's against all historical

11· ·standards, but we have relied on just the PCR test in

12· ·Canada for some reason, and we have arbitrarily picked,

13· ·in most cases, cycle cut-offs.

14· · · · Because what happens, when you go to very high

15· ·cycles, your amplify -- you can -- what can end up

16· ·happening is you can end up amplifying background, you

17· ·get background signals we call it.· And so you think

18· ·you see a causative result, but it's actually just

19· ·background.· And we've been calling, running these

20· ·tests and calling -- so, for example, in Ontario, up to

21· ·38 cycles, if you can then detect a signal from this

22· ·test, we're calling that a positive test result for

23· ·SARS-Coronavirus-2.

24· · · · But this is how it's supposed to work:· We do

25· ·actually -- PCR is not a gold-standard test for

26· ·detecting it.· Like it's a fabulous technology, but



·1· ·like anything, all technology, it has limitations.· It

·2· ·is able -- what it's not able to do is detect -- it's

·3· ·not able -- it's only going to tell you if a portion of

·4· ·the genetic material -- material is present.· It can't

·5· ·tell you if there are replication-competent, intact

·6· ·virus particles, in other words, virus particles that

·7· ·have the potential to infect somebody.

·8· · · · But we do have a gold-standard test for that, a

·9· ·virology assay.· Remarkably, we abandoned this early on

10· ·in Canada.· And specifically what's supposed to happen

11· ·is in order to validate your test, in order -- in other

12· ·words, in order to say, okay, my test, the results that

13· ·I'm showing in this test are proving -- or are

14· ·suggestive, highly suggestive that what I'm detecting

15· ·is infect -- or are virus particles with the potential

16· ·to infect somebody else.· What you do is you take your

17· ·sample, and you split it into two, and with one, you

18· ·run your PCR test, and you determine at what cycle

19· ·number you get a positive result.

20· · · · And in the other one, you do -- that uses

21· ·gold-standard virology test, which is actually a

22· ·functional test.· What you do is apply the sample to

23· ·cells.· You let these cells grow, you grow them on

24· ·plates, and we grow them for what's called confluence,

25· ·which means the entire bottom of the plate is covered

26· ·with these cells; you can't see the plate at the bottom



·1· ·of the plate anymore.

·2· · · · And then what you do is you add your sample.

·3· ·These are a special type of cell, we call them

·4· ·permissive cell lines, and what they are are they are

·5· ·cells that are stripped of all their anti-viral

·6· ·properties, they're not able to protect themselves from

·7· ·viruses, so that if there is a virus in your sample, it

·8· ·can very efficiently infect these cells, and it will

·9· ·start replicating and spreading, and it will kill the

10· ·cells.· We call this cytopathic effect.

11· · · · So what you do is you look at your cells under a

12· ·microscope, and you make sure, before you add your

13· ·sample, that the entire bottom of the plate is covered

14· ·with the cells, then you add your sample.· If there's

15· ·any replication-competent virus there, which also

16· ·means, therefore, that it would have the potential to

17· ·infect and cause disease in somebody else, when you

18· ·look under the microscope later, you will see those

19· ·cells removed from the -- those cells have been killed

20· ·off, and now you'll be able to see the bottom of the

21· ·plate.· And what you do is you find the cycle number at

22· ·which your samples no longer cause any damage to that

23· ·cell layer, and then that is how you prove,

24· ·objectively, the cutoff for your PCR.

25· · · · And what's interesting is we actually did this --

26· ·I did.· Our micro -- National Microbiology Laboratory,



·1· ·which is part of the Public Health Agency of Canada.

·2· ·It's located -- it's one of our -- it's a Containment

·3· ·Level 3 and 4 facility in Winnipeg, Manitoba, they did

·4· ·this at the beginning of the pandemic, and -- which was

·5· ·the appropriate thing to do, and remarkably -- and this

·6· ·is published, this is a peer-reviewed published paper

·7· ·that they issued early on in the pandemic.· And what's

·8· ·remarkable there is they set the cut-off at 24 cycles.

·9· ·Now, that doesn't mean anybody running a PCR test has

10· ·to have their cut-off at 24 cycles.· The -- the actual

11· ·cycle cut-off, any person running this test should,

12· ·first, establish what the cut-off is for themself, with

13· ·their particular protocol, their set of reagents, and

14· ·their particular technical expertise.

15· · · · So the cycle number should act -- for the cut-off

16· ·should change from laboratory to laboratory, but

17· ·everybody should be able to show you that gold-standard

18· ·virology assay and the results from it to provide the

19· ·rationale as to why they picked that particular

20· ·cut-off.

21· · · · But nevertheless, it -- because it's not going to

22· ·stray too far from that.· And so my point is the

23· ·National Microbiology Laboratory showed that the proper

24· ·cut-off in their hands of the PCR assay was at 24

25· ·cycles.· In other words, this paper, if you go and you

26· ·read it, our own public health scientists that



·1· ·published this, what they found is that if the PCR test

·2· ·came up positive at cycle numbers higher than 24, those

·3· ·samples, they were unable to infect the cells in that

·4· ·gold-standard virology assay with those samples.

·5· ·Meaning, there was no evidence of replication-competent

·6· ·or -- virus particles that had the potential to infect

·7· ·anybody else.

·8· · · · So if they were running the diagnostic tests, for

·9· ·example, to the PCR, therefore, they would set the

10· ·cutoff at 24.· They would say anybody with a positive

11· ·test result up to 24 -- and they wouldn't have to run

12· ·this assay again, you don't have to do it every time,

13· ·and it makes no sense to do so -- they would then, with

14· ·high confidence, be able to say anybody who tests

15· ·positive up to a cycle number of 24 almost certainly

16· ·has infection of -- replication-competent viruses in

17· ·their body with the potential to infect others.· But

18· ·the reverse of that conclusion is anybody with the test

19· ·result that is cycle number above 24, they would have

20· ·to conclude that those people are not able to infect

21· ·anybody else.

22· · · · And so this is the problem, because a lot of the

23· ·publications that relied on this genetic test, and,

24· ·therefore, there is, without the gold-standard test

25· ·being run in parallel, there's no way to tell whether

26· ·their positive results were false positives, or even --



·1· ·the thing I like to point out, there are genuine

·2· ·positive tests but that do not -- but -- in which those

·3· ·individuals, so they're genuinely detecting, they're

·4· ·truly detecting genetic material from the virus, but

·5· ·those people actually aren't infectious, and that's

·6· ·actually people who have mounted immune responses.

·7· · · · This is very important to understand, because what

·8· ·happens is one of the things our immune system does --

·9· ·I didn't go into the details, but some of you may

10· ·recall when I was explaining kind of line of defences,

11· ·I mentioned that once the virus penetrates the physical

12· ·barriers and starts affecting cells, we have these

13· ·sentinel cells which will detect infection and trigger

14· ·these subsequent immune responses.

15· · · · Well, these sentinel cells, one -- and a couple

16· ·other cell types, what they're designed to do very

17· ·on [sic], in order to detect these viruses is they

18· ·gobble them up, they actually consume them.· We call

19· ·this phagocytosis, right?· So they actually basically

20· ·eat, consume the virus, and then what they do is they

21· ·take the virus, and they break it into pieces, and then

22· ·they take these pieces, and they actually take it to

23· ·the draining lymph node, and they show it to our B and

24· ·T cells, to say, Look, here's a dangerous pathogen that

25· ·you need to go and try and clear from the body.

26· · · · And then we get our B cells and T cells activated.



·1· ·The B cells are the ones that then produce the

·2· ·antibodies.· And you know that this process is

·3· ·happening when your lymph node swells, because if those

·4· ·B and T cells are being activated, they start

·5· ·proliferating in large numbers, so we have an army, an

·6· ·army that's designed to go and recognize the pathogen.

·7· · · · So that's why if you're sick, like you have a

·8· ·throat infection, you can often palpate the lymph

·9· ·nodes, right, just behind your jaw, or your physician

10· ·does that.· That's what they're looking for for

11· ·confirmation, because your lymph node is swelling; that

12· ·means you're actively mounting an immune response

13· ·against the pathogen, and it's clear evidence that

14· ·you're infected.

15· · · · But, so, this is what you have to understand, this

16· ·is the key, to get to that process, we have to have

17· ·cells that gobble up the virus and carry it to the

18· ·lymph node and show pieces of it.· These cells will

19· ·hold on to that so that virus is no longer

20· ·replication-competent.· It's inside the phagocytic

21· ·cells and -- but it -- they will hold onto this for up

22· ·to weeks, even sometimes months, and that is to make

23· ·sure that there is always a supply of the target that

24· ·the immune system needs to respond to to protect the

25· ·body.

26· · · · So it can take -- usually it doesn't take months,



·1· · · ·but certainly, for sure, at least two to three weeks,

·2· · · ·they'll be holding onto this material in case -- and

·3· · · ·that's the case, the immune system has to keep

·4· · · ·responding, in case they have to keep getting more

·5· · · ·effectors recruited, depending on how virulent the

·6· · · ·virus is.

·7· · · · · · And so in many cases, that -- then what you get is

·8· · · ·you get a true positive test result with the PCR.

·9· · · ·There's actually, you know, viral particles present --

10· · · ·or partial viral particles, at least pieces of the

11· · · ·general genetic material present in the body, but as

12· · · ·you can imagine, that's not ever going to infect

13· · · ·anybody, right?· It's inside the cells of our immune

14· · · ·system that use that to educate the rest of our immune

15· · · ·system.

16· · · · · · So this is why it's important to understand how

17· · · ·this works.· Yeah, so I'll leave it at that.

18· ·Q· ·Thank you.· All right, so I need to go back to -- you

19· · · ·established that SARS-CoV-2 spreads by aerosols; we've

20· · · ·established that the masks don't stop aerosols; we've

21· · · ·established that they do tend to stop the bigger

22· · · ·droplets, we've established that asymptomatic spread is

23· · · ·rare.· And that leaves the question then, forgive me,

24· · · ·but if I'm listening logically to what you're saying,

25· · · ·then, when symptomatic people wear a mask, they'll end

26· · · ·up spreading SARS-CoV-2 through aerosols; is that



·1· · · ·correct?

·2· ·A· ·Yes.· Again, there's evidence this virus can spread

·3· · · ·through aerosols.· So one thing, just to clarify what

·4· · · ·you said just a moment ago, the -- so, yes, there's

·5· · · ·evidence that the virus spreads by aerosols, but I also

·6· · · ·want to make it clear, the virus is going to spread

·7· · · ·very efficiently through the large water droplets with

·8· · · ·the coughing and sneezing as well, as well as contact

·9· · · ·media transmissions.

10· · · · · · So I notice in Dr. Hu's report, you know, he had

11· · · ·mentioned that as well -- he had mentioned all three --

12· · · ·all three occur.· He placed more emphasis on the large

13· · · ·water droplets and the contact transmission, so I don't

14· · · ·disagree.· I just want to make that clear.· But again,

15· · · ·those are symptomatic individuals; we're talking about

16· · · ·large water droplets and contact transmission, those

17· · · ·are people who are actively -- you know, actively

18· · · ·releasing large amounts of the virus.

19· · · · · · And so with a contact transmission, actually I

20· · · ·have additional concern there, because I agree that

21· · · ·contact media transmission is an issue, and that's

22· · · ·where I'm concerned when we -- when we're old -- when

23· · · ·we're making people use these masks only in the context

24· · · ·of aerosol media transmission, because, again, those

25· · · ·who are actively sick are isolated, what we're doing

26· · · ·with these masks, because of the contact -- or



·1· ·potential contact is where we -- people are constantly

·2· ·handling their masks, right?· So if there is any spread

·3· ·of virus, we're actually bringing their hands to their

·4· ·mask.

·5· · · · I have been -- I am unable -- I wear a mask on a

·6· ·regular basis, clearly for some of the, you know,

·7· ·surgical work that I do as part of my research program.

·8· · · · I -- when I'm doing the surgical stuff, I do tend

·9· ·to be very careful, you know, very mindful of that.

10· ·And even there, it's very difficult not to touch a

11· ·mask, but you're taught, you know, when you're doing

12· ·surgical work not to touch it.· But, otherwise, unless

13· ·you're doing surgery, I'm not able to -- especially if

14· ·I'm -- unless I'm focused on it all the time, I'm not

15· ·able to avoid touching my mask.· In fact, the average

16· ·person cannot talk for any substantial period of time

17· ·and not have to touch their mask because it causes

18· ·bunching of the mask, you know, and it pulls off the

19· ·chin or it pulls off the nose.· So there's very few

20· ·people who get through an eight-hour workday without

21· ·handling their masks over and over and over and over

22· ·again.

23· · · · And worse, many people, unlike a surgery, where

24· ·you would then discard your mask, and then if you have

25· ·another surgery, you would put on a fresh one, there's

26· ·a lot of people who keep reusing their masks over and



·1· · · ·over.· So that potentially enhances the contact media

·2· · · ·transmission.· So I just want to be clear on that, that

·3· · · ·it's not just the aerosol, it's contact media

·4· · · ·transmission and large droplets.· And wearing a mask

·5· · · ·for the large droplets can handle that, but you don't

·6· · · ·want to be handling the mask or else you're promoting

·7· · · ·the contact via transmission.· But, again, I highlight

·8· · · ·that's symptomatic people, and we're screening those

·9· · · ·individuals out, so they're not supposed to be in the

10· · · ·workplace, so that leaves, therefore, just the aerosol

11· · · ·media transmission.

12· · · · · · And so, yes, I agree with you that in the context

13· · · ·of the aerosol transmission, an asymptomatic person

14· · · ·leaving their home and then donning their mask to try

15· · · ·and prevent the aerosol media transmission for all the

16· · · ·reasons that I just cited prior to this is not going to

17· · · ·be effective at preventing transmission by that route.

18· ·Q· ·The question that I'm left with and I think many people

19· · · ·are if they have the masking in place, and we have the

20· · · ·screening in place, and yet what we've seen in the last

21· · · ·year-and-a-half that we've had masks, because we didn't

22· · · ·have it the first few months of the declared pandemic,

23· · · ·the last year-and-a-half that we've had masks, we've

24· · · ·just seen the spread increase and increase and increase

25· · · ·and increase.· And yet, what you're telling me is that

26· · · ·it is effective with symptomatic people because it --



·1· · · ·somewhat because it stops their droplets and spittle.

·2· · · · · · And I'm left with that question, right, of if

·3· · · ·masks are somewhat effective with symptomatic people,

·4· · · ·and symptomatic people are supposed to be removed, and

·5· · · ·it seems like they sometimes are, and yet we still have

·6· · · ·all this increase in spread, all right, so people --

·7· · · ·nonscientific people like me are left scratching their

·8· · · ·head.

·9· ·A· ·Would you like me to address that point?

10· ·Q· ·Yes.

11· ·A· ·Yeah, so it's for the reason that we've been talking

12· · · ·about is the aerosol media transmission.

13· ·Q· ·Okay.

14· ·A· ·So I've cited in my report, there's a large number in

15· · · ·there.· I mean, that's exactly what was looked at.· So,

16· · · ·again, just to make this clear, there's a big

17· · · ·difference between SARS-Coronavirus-2 and the viruses

18· · · ·that we're familiar with.· This is why I took some time

19· · · ·to investigate it.

20· · · · · · So what seems to relatively unique about the

21· · · ·SARS-Coronavirus-2 is this aerosol media transmission.

22· · · ·That's something else they should clarify.· Previous

23· · · ·viruses historically -- because -- so this is again

24· · · ·why, initially, the masking seemed to make sense, but

25· · · ·only in the context of symptomatic individuals is

26· · · ·because we assumed that the primary mode of spread was



·1· ·the coughing and sneezing and contact media

·2· ·transmission.· So that is pretty much what most of the

·3· ·previous viruses and our other viruses that we're used

·4· ·to causing respiratory infections, they usually fall

·5· ·into that category.

·6· · · · For the flu virus, for example, that is the

·7· ·primary way by which it is spread.· It's not

·8· ·recognized.· In fact, it's well recognized that the

·9· ·influenza viruses don't spread very efficiently via

10· ·aerosols.· So that's what's unique to this virus.

11· · · · So, again, like all our historical studies and the

12· ·masking studies, again, this is a strategy that is

13· ·designed to stop those kind of respiratory pathogens,

14· ·and that type of transmission, but not aerosol

15· ·transmission, and so that's why we've been seeing this.

16· ·And that's why I say when you take sick people away

17· ·from other people, that's the most effective way, but

18· ·the problem is with the aerosol transmission, people

19· ·are still able to go out there, right, and transmit

20· ·this virus.

21· · · · And the issue here is with the -- yeah, the

22· ·masking in particular.· So this is something that I

23· ·hadn't highlighted, which I think is important, because

24· ·what it comes down to then is what would a protective

25· ·mask look like or what would really protective masking

26· ·look like in the context of aerosol media transmission.



·1· · · · So as a researcher, this is something that they

·2· ·deal with all the time.· My entire laboratory is rated

·3· ·as a Containment Level 2 laboratory, so all of my

·4· ·entire research space.· So this is because we work with

·5· ·what's called Containment Level 2 biosafety hazards.

·6· ·So -- and there's a certain amount of protection

·7· ·that -- that we implement to protect us.· So these are

·8· ·not particularly -- these are not dangerous; these are

·9· ·not dangerous pathogens; these are not disease-causing

10· ·agents, or, at most, if somebody were to get a large

11· ·dose of them, it would cause mild disease at the most.

12· · · · But so -- but what we have to do all the time when

13· ·we are -- design a research program, I -- we're

14· ·constantly policed in the sense that I have to get a

15· ·biohazard permit in order to conduct my research.· So I

16· ·have to describe how I'm conducting my research and

17· ·what protections are in place to make sure that people

18· ·aren't put at unnecessary risk from the Containment

19· ·Level 2 to agents that we work with.

20· · · · The SARS-Coronavirus-2 -- and so I'm very

21· ·familiar, therefore, with biosafety strategies, right,

22· ·and personal protective equipment that one would use in

23· ·these scenarios.· And like I said, I've done

24· ·collaborative research on the SARS-Coronavirus-2.

25· · · · For the one publication that we published recently

26· ·dealing with the novel vaccine, that involved a



·1· ·challenge study with the SARS-Coronavirus-2, where

·2· ·animals were vaccinated and then challenged with the

·3· ·virus.· So that work is done, and it can take -- what

·4· ·we call Containment Level 3.· So SARS-Coronavirus-2 is

·5· ·considered a Containment Level 3 pathogen.

·6· · · · Now, this is interesting because this then says --

·7· ·so we have -- the Public Health Agency of Canada has

·8· ·told us what the appropriate protection is against a

·9· ·Containment Level 3 pathogen, and I have that in my

10· ·report.· So, in fact -- not people to look at it, but

11· ·if you want to take a note and look at it later, I

12· ·would refer everybody to Figure 7 on page 13 of my

13· ·report, because what I've done there -- what I've shown

14· ·is a picture of a stereotypical personal protective

15· ·gear that one would wear to protect themself against

16· ·infection with a Containment Level 3 pathogen.

17· · · · And so what I can tell you is -- I mean, it would

18· ·be laughable if I ever put on a surgical mask or a

19· ·cloth mask and then asked to go in and challenge our

20· ·animals with a SARS-Coronavirus-2 wearing that.  I

21· ·mean, I would get myself in serious trouble.· I'd

22· ·probably have my biohazard permit revoked for showing

23· ·such lack of understanding of personal protective

24· ·equipment, because I'd be putting myself at incredible

25· ·risk of being infected with the SARS-Coronavirus-2,

26· ·because a lot of the procedures that we're doing create



·1· ·aerosols.· So if you're pipetting, which is a -- it's a

·2· ·scientific tool for allowing us to deliver precise

·3· ·quantities of fluid; that's known to create aerosols.

·4· · · · So a lot the work and manipulation we do -- and

·5· ·we're working with high doses of viruses as well,

·6· ·remember, in those kind of settings with lots of

·7· ·potential for aerosol production, so I'm very familiar

·8· ·with what it takes to protect one from a pathogen

·9· ·that's been aerosolized.

10· · · · And if you can refer to this picture, the first

11· ·thing you'll notice is the individual has the pathogen

12· ·in a tube, a closed tube, and these tubes will only be

13· ·opened inside this special unit that their arms are

14· ·inserted into.· It's called a biological safety

15· ·cabinet.· And if you can see the picture, you'll notice

16· ·that just in front of the individual's elbows, there's

17· ·a grate.· There's a solid stainless steel surface

18· ·inside the hood, and what's in the front of it is a

19· ·grate.

20· · · · And what happens is this has special air flow, and

21· ·what happens is air actually blasts up from this grate

22· ·and then up into the cabinet and then goes through a

23· ·HEPA filter -- actually a number of HEPA filters.

24· ·HEPA -- so unlike the masking material in the low-cost

25· ·masks like the surgical masks and the cloth masks,

26· ·which have very large pore sizes, HEPA filters have



·1· ·extremely small pore sizes that are designed to filter

·2· ·out most pathogens.· And so what that air, therefore,

·3· ·is -- so what it does is creates a wall of air in front

·4· ·of you that is basic -- essentially sterile air.· So

·5· ·you actually run these things for 20 minutes, so if

·6· ·there's any contaminants in it, after 20 minutes, the

·7· ·air that's running is essentially sterile.· So then

·8· ·when you put your arm -- you put your arms in slowly,

·9· ·because you don't want to disrupt the air flow too

10· ·much.· By doing so, you're literally going through an

11· ·air barrier, so no aerosols can come out of that

12· ·cabinet.

13· · · · But in case any does, however, say for example,

14· ·that individual were to make a mistake and insert the

15· ·arm too quickly to disrupt that air flow excessively

16· ·and allow a little bit, potentially, of aerosol to come

17· ·out, that's why they have the rest of the personal

18· ·protective equipment, the gloves and the gown, is to

19· ·minimize the potential for contact media transmission.

20· ·You don't want spills on your personal clothing, right,

21· ·such that, you know, if you go home, you know, you

22· ·might be touching your clothing, then touching other

23· ·things, so that's to protect against that contact media

24· ·transmission.

25· · · · But you'll notice they don't -- they aren't

26· ·wearing a cloth mask or a surgical mask; they're



·1· ·wearing a mask -- and as you can see, very different --

·2· ·this is actually a requirement interestingly.· I would

·3· ·not be able to go into this facility with the mask

·4· ·that's in this picture.· And so if you notice what the

·5· ·difference is between the individual wearing that mask

·6· ·and me, I've got a beard.· And so this is very

·7· ·important to note.· So if you look at their mask,

·8· ·you'll see it has elasticized material such that it

·9· ·provides a tight seal along the skin everywhere.· And

10· ·then around the hair, you'll see a headband.· And then

11· ·what you see is you see a tube coming out from the back

12· ·of the -- the headpiece, and what it goes to is a

13· ·little unit that mounts on the belt at the back of this

14· ·individual, and this actually actively filters air.

15· · · · So what that -- what that has is has a fan in it,

16· ·and it has HEPA filters, and so it's actually drawing

17· ·in air from the environment, from the room this

18· ·individual is in, passing it through HEPA filters and

19· ·then into that hood and specifically the face mask area

20· ·so that what they're breathing is HEPA filtered air.

21· · · · And like I said, so this individual -- so often,

22· ·people working in these facilities are required to

23· ·shave so that their mask can actually make proper

24· ·contact, right?· Because right now, I'm allowed to wear

25· ·a cloth mask right now, and I'm not -- and I like to

26· ·have a beard, and it's winter time, and I'm not



·1· ·required, but I'll tell you the -- and because I know

·2· ·of the futility of masking in the context of aerosols,

·3· ·but the reality is, you know, if I were to wear a mask

·4· ·right now, I mentioned about how air would escape past

·5· ·the ears and the nose, well, also around my beard

·6· ·because the beard is holding the mask away from my

·7· ·skin, and I can guarantee that my beard has far larger

·8· ·pore sizes in it than the masking material.

·9· · · · So I just want to point that out, because that's

10· ·our own government agency that's designed for telling

11· ·us how we safely interact with Containment Level 3

12· ·pathogens, of which SARS-Coronavirus-2 is, that is how

13· ·one would protect themself from aerosolized mediated

14· ·transmission of a Containment Level 3 pathogen, and as

15· ·I'm sure you can appreciate, it's not a cloth or a

16· ·surgical mask.

17· · · · Again, I can't emphasize enough that if I were to

18· ·try to enter this facility and conduct this type of

19· ·research with that, I would almost certainly have my

20· ·biohazard permit rescinded and my ability to conduct

21· ·that type of research removed, at least temporarily,

22· ·until I underwent training to demonstrate that I

23· ·understand how to truly protect myself from a

24· ·Containment Level 3 pathogen.

25· · · · And this isn't just for the individual of course.

26· ·The key thing, in any of this strategy should be both



·1· · · ·protecting the individual and also the people around

·2· · · ·them.· You don't want a researcher coming out of a

·3· · · ·Containment Level 3 facility potentially spreading

·4· · · ·Containment Level 3 pathogens to the public.

·5· ·Q· ·Is there any logical or scientific reason to think that

·6· · · ·masks are more effective at preventing transmission of

·7· · · ·the virus by asymptomatic people in one place than

·8· · · ·another?

·9· ·A· ·No, no.· They're physically -- they're operating based

10· · · ·on the same physical principles.· Now, I have seen the

11· · · ·argument made that maybe the environment can

12· · · ·potentially put an individual at greater risk.· So, for

13· · · ·example, in the health care environment, again,

14· · · ·masking -- the physical protection conferred by a mask

15· · · ·doesn't change based on the environment that they're

16· · · ·in, but the potential risk of exposure does.

17· · · · · · So a health care worker working with actively

18· · · ·infected individuals certainly might be at increased

19· · · ·risk of potentially being exposed.· All the more reason

20· · · ·why I would argue that they actually need proper

21· · · ·protective equipment, so beyond the cloth mask, like

22· · · ·something that would actually be designed to filter out

23· · · ·this, and those are things that could not be worn for

24· · · ·long durations of time.· That would, for example, be

25· · · ·like a rubber mask that could be fit-tested, again, to

26· · · ·seal on the face; you wouldn't be allowed the beard,



·1· ·and would have -- potentially the filters mounted to

·2· ·it.· But you'll find that those devices, very difficult

·3· ·to breath with those devices for long periods of time.

·4· ·But that's the type of thing that might be appropriate

·5· ·in those settings.· So, no, this type of masking isn't

·6· ·going to help in different settings.

·7· · · · But what I want to point out is -- so one of the

·8· ·things I noticed actually in Dr. Hu's report is that he

·9· ·brought this up in terms of health care workers.  I

10· ·mean, I'm no expert with chiropractors, but I agree

11· ·with him that a health care worker working -- and he

12· ·used the example of people who are -- were known to be

13· ·actively infected and potentially infectious with

14· ·diagnosed COVID-19.· Where, I guess, I differ on

15· ·this -- and, again, I'm not an expert in the world of

16· ·practicing as a chiropractor, so I could be

17· ·corrected -- but my understanding is that the average

18· ·chiropractor is not being expected to work with a

19· ·symptomatic COVID patient, diagnosed with COVID-19, so

20· ·I would -- especially in that case, I wouldn't have a

21· ·concern.

22· · · · If -- so if a health care worker is working

23· ·with -- is asymptomatic, and the patient they're

24· ·working with is asymptomatic, having a mask just

25· ·doesn't seem to make logical sense to me.· A mask that

26· ·is designed to effectively prevent transmission because



·1· · · ·of lack of sickness doesn't make sense to me.

·2· ·Q· ·Forgive me, you've answered so many of my questions, I

·3· · · ·have to do a bit of a review here.

·4· · · · · · Okay, so I'm going to ask a couple questions here

·5· · · ·about aerosols and droplets, and then I think maybe we

·6· · · ·can leave that behind, because there seems to be

·7· · · ·contention on this.· Would you say that the balance of

·8· · · ·the available academic literature supports aerosol

·9· · · ·transmission?

10· ·A· ·So this is interesting, the -- it's debatable.· This

11· · · ·aspect is debatable about the aerosol-mediated

12· · · ·transmission.· Certainly without the act of coughing

13· · · ·and sneezing, it would be difficult to get a, again, a

14· · · ·threshold dose needed to infect somebody out with the

15· · · ·aerosols, and there was -- earlier on, in order to

16· · · ·explain this spread and the spread despite masking,

17· · · ·that that's where a lot of the publications were geared

18· · · ·towards were showing this aerosol-mediated

19· · · ·transmission, that's been questioned now as well.· So

20· · · ·it's actually a little bit difficult to say

21· · · ·definitively, based on the scientific literature, it's

22· · · ·an active area of debate I would say.

23· · · · · · And like I said, especially because, as we now

24· · · ·have two years of experience and despite this strategy

25· · · ·having been implemented throughout the duration, right

26· · · ·from the beginning, but the ongoing spread of



·1· · · ·increasingly --

·2· · · ·(AUDIO/VIDEO FEED LOST)

·3· · · ·MS. NELSON:· · · · · · · Sorry, I don't mean to

·4· · · ·interrupt, but Dr. Martens has dropped off the call, so

·5· · · ·if we could just pause until I get her back, please --

·6· ·A· ·Yes.

·7· · · ·MS. NELSON:· · · · · · · -- that would be great.

·8· ·Q· ·MR. KITCHEN:· · · · · ·Thanks, Dr. Bridle.

·9· · · · · · Dr. Bridle, I welcome you to continue.

10· ·A· ·Okay.

11· ·Q· ·But I just want to make sure I have this right, are

12· · · ·there three potential or likely areas of methods of

13· · · ·transmission:· Droplet, aerosol, and contact; is that

14· · · ·accurate?

15· ·A· ·Yes.

16· ·Q· ·Okay.

17· ·A· ·Now, I guess, yeah, in the context of SARS-CoV-2.· If

18· · · ·we're talking about pathogens in general --

19· ·Q· ·Right.

20· ·A· ·-- (INDISCERNIBLE) like sexually transmitted diseases,

21· · · ·but, yes, certainly SARS-CoV-2, for example --

22· ·Q· ·Yes.

23· ·A· ·-- those would be the three primary potential modes of

24· · · ·transmission.

25· ·Q· ·Okay, well, let me ask you this, and, again, you can

26· · · ·continue going on about aerosols and droplets and all



·1· · · ·that, but I -- what, if any effect on contact

·2· · · ·transmission do masks have?

·3· ·A· ·Potentially increasing it for the very reason that I

·4· · · ·said.· I have -- I mean, I'm not going to excuse any

·5· · · ·individual, because there might be individuals who,

·6· · · ·miraculously, are able to wear a mask for very long

·7· · · ·periods of time and never touch it.· I'm not going to

·8· · · ·say that's an impossibility, but I have watched

·9· · · ·hundreds of people throughout this pandemic, you know,

10· · · ·because it's an area of interest of mine, because

11· · · ·everybody's been instructed to not touch their masks

12· · · ·because of the acknowledgment that there's

13· · · ·contact-mediated transmission.· I know it's in Dr. Hu's

14· · · ·report that he -- you know, he mentioned that as a key

15· · · ·potential way to transmit.

16· · · · · · And I have yet -- I have yet to observe any

17· · · ·individual who has not touched their mask multiple

18· · · ·times within certainly let's say within an hour.  I

19· · · ·have not once seen anybody not touch their mask

20· · · ·multiple times during a one-hour span.· And, again,

21· · · ·it's just natural with these masks.· There are masks

22· · · ·that are designed to stay in place.· Again, if you

23· · · ·refer to Figure 7 that I have in my report, that type

24· · · ·of mask will stay in place; it's got very firm

25· · · ·headbands, and it's designed to, you know, to seal.

26· · · ·It's got -- you'll notice that the material, if you'll



·1· ·notice the material, it's elasticized, and it's

·2· ·flexible.· So, for example, this individual would be

·3· ·able to talk, you can envision his jaw moving up and

·4· ·down, and all the material that's attached to the

·5· ·plastic face shield, it is flexible -- or not flexible

·6· ·but loose enough that it allows that movement.

·7· · · · And see the differences with the mask, if I'm

·8· ·talking to you -- if I put on a mask right now, as I'm

·9· ·talking to you, within -- I don't exact time, but

10· ·probably within 30 seconds, the mask, again, will have

11· ·migrated off my nose or off my chin, and I'll have to

12· ·do an adjustment.· So unless you're sitting with these

13· ·masks, never use -- never chewing, like not chewing on

14· ·gum, not talking, it's going to be very difficult.· And

15· ·even at that, you know, people get itchy noses and so

16· ·on.· And depending on how they take their masks on or

17· ·off, there's actually -- I mean, there's proper

18· ·training procedures even for putting masks on and off.

19· · · · Especially for surgery, right, you want to keep

20· ·everything sterile, you want to keep your gloves

21· ·sterile, you want to keep any masks that you put on

22· ·sterile, right?· So the proper thing would be just to

23· ·handle the mask by the straps that go over the

24· ·earpiece, right, and nothing else.· But people, all the

25· ·time, are grabbing their mask, you know, or taking

26· ·their mask and grabbing it, you know, and stick in



·1· · · ·their pockets or whatever.· This is not the way these

·2· · · ·masks were designed to work.

·3· · · · · · Again, originally, remember, these masks came out

·4· · · ·of the concept of surgery and trying to make -- keep

·5· · · ·surgical fields as clean as possible.· And if you watch

·6· · · ·how a surgeon dons and doffs their surgical equipment,

·7· · · ·including their mask, it's very different from what the

·8· · · ·average individual is right now, because we haven't

·9· · · ·trained, we haven't trained the general public in that

10· · · ·kind of, you know, what we'll call sterile technique.

11· · · · · · So, no, wearing a mask in an inappropriate

12· · · ·environment can potentially cause more harm.· Again,

13· · · ·I'm not concerned.· I'm not concerned about that

14· · · ·contact media transmission if the person isn't

15· · · ·symptomatic.

16· ·Q· ·Right, so but, you know, I've heard you say, obviously,

17· · · ·the masks don't work for asymptomatic, but I've heard

18· · · ·you say they kind of work for symptomatic because

19· · · ·they'll stop the droplets, but, in your opinion, do

20· · · ·masks -- are they a net contributor to spread or a net

21· · · ·inhibitor of spread when you balance out the

22· · · ·contribution to contact spread with the reduction of

23· · · ·droplet spread?

24· ·A· ·Okay, so I would think that the net would be

25· · · ·potentially enhancing for the -- again, for -- again --

26· · · ·and if it's an asymptomatic individual.· And the reason



·1· · · ·is if there is any --

·2· ·Q· ·Hold on, asymptomatic or symptomatic?

·3· ·A· ·The -- well, in both cases, right, they're going to do

·4· · · ·something for the -- well, again, if somebody's not

·5· · · ·sick, then I'm just not worried in general.· If

·6· · · ·somebody is shedding the virus, if that's the scenario

·7· · · ·where somebody is shedding a virus, I think it's going

·8· · · ·to have a net negative result.· And that's because,

·9· · · ·again, it's not designed to filter out the aerosols.

10· · · · · · What happens when people put a mask on, there's

11· · · ·well-established behavioural changes that occur, right?

12· · · ·When we feel -- when we feel more protected, we tend to

13· · · ·behave -- it's human nature to tend to behave in

14· · · ·riskier ways.

15· · · · · · So it's interesting, this is interesting:· I play

16· · · ·hockey, for example, I'm an ice hockey goaltender.

17· · · ·Now, so one of the things is if you want to -- if you

18· · · ·want a contact game -- or, sorry, a contact-free game

19· · · ·of hockey, one of the general rules of thumb is you

20· · · ·don't have people put on -- you put -- you have them

21· · · ·put on the minimal amount of safety equipment.· And

22· · · ·what will often happen is because, following -- what

23· · · ·often presents a very danger to the elbows is the elbow

24· · · ·pads, but a lot of people will not wear the shoulder

25· · · ·pads, because that's not a particularly risky area.

26· · · ·And one of the reasons is is because it's



·1· ·well-established behaviour, if you load yourself up

·2· ·with armour, you tend to be more risky in your

·3· ·behaviour, potentially more aggressive in a sport like

·4· ·that.· And it's not different than everything.

·5· · · · And so what happens is when people -- when -- this

·6· ·is the problem, see if people mask, and they understand

·7· ·the limitations, they understand what they're designed

·8· ·for, where their strengths are and where their

·9· ·weaknesses are, you're fine.· But the general messaging

10· ·that people have received is that these masks are

11· ·fabulous at preventing the spread of this.· And so when

12· ·you have that program in your mind, As long as I have

13· ·my mask on, I'm not a risk now to anybody else, and

14· ·they're not a risk to me; what you inevitably see is,

15· ·on average, masked people will tend to interact closer

16· ·than people who are unmasked, and that's just the

17· ·reality.

18· · · · And so if there is aerosol mediated transmission,

19· ·if you're, on average, interacting in closer vicinity

20· ·with somebody, there's the potential for greater

21· ·aerosol mediated transmission than if you're not

22· ·masked, you don't feel that, you know, (INDISCERNIBLE)

23· ·extra protection.

24· · · · And so that's what I argue, as a scientist, I

25· ·mean, when I wear it, I know that it is -- you know, so

26· ·I wear them because I have to when I go to the grocery



·1· ·store and everything, but I recognize that they're not

·2· ·properly protecting against aerosol mediated

·3· ·transmission.· And so if there can be aerosol mediated

·4· ·transmission, of which is active debate in the field,

·5· ·you know, I recognize -- I'll stay in my -- you know,

·6· ·far away from individuals.· So that's one -- that's one

·7· ·potential harm.

·8· · · · So, yes, the net effect on average is the average

·9· ·person who is masked won't maintain as much distance,

10· ·and so if they are transmitting, that could potentially

11· ·be an issue.· And then the other is that the contact

12· ·that I just mentioned with the mask.

13· · · · So, again, I simply -- I just am not concerned

14· ·about asymptomatic or healthy people, period.· But --

15· ·so -- but if anything, the net result of masking --

16· ·that's what I'm saying is especially if you're

17· ·symptomatic, that's where the mask can stop the

18· ·droplet -- the droplets, but there especially, you have

19· ·to be very careful.· Again, you know, if you're going

20· ·to the workplace in, like I said, that I have, I have

21· ·multiple masks that I change regularly, and, again, I'm

22· ·mindful because I've been trained in this concept of,

23· ·you know, sterile technique in the microbiological

24· ·world and thinking from that perspective; because

25· ·especially if you're symptomatic, you are spewing

26· ·droplets into that mask, and it's getting soaked, and



·1· · · ·it will soak through.· This is material that's

·2· · · ·absorbant.· You can think, especially with a cloth

·3· · · ·mask, it'll soak right through.· And you can see

·4· · · ·that -- the wet stains.· And so if you're grabbing that

·5· · · ·mask, you're going to dramatically enhance contact

·6· · · ·mediated transmission and -- and you have to be, again,

·7· · · ·mindful that when you have that mask on, although it's

·8· · · ·effective with the large water droplets, you don't want

·9· · · ·to go closer to people than necessary.

10· · · · · · So, yes, you have to be very careful with masks:

11· · · ·You have to recognize the strengths, their limitation,

12· · · ·and you have to maintain other strategies that are

13· · · ·independent from the mask.· And by that, I mean, again,

14· · · ·recognizing the inherent weaknesses of the masks and

15· · · ·so, you know, not grabbing them, you know, not touching

16· · · ·them and then, you know, touching others and that type

17· · · ·of thing.

18· ·Q· ·So in your opinion, is this part of the reason why,

19· · · ·after a year-and-a-half of masking, the cases and the

20· · · ·infections just keep going up?

21· ·A· ·Yes, yeah.· It's ineffective in the context of

22· · · ·controlling the spread of SAR-Coronavirus-2.· Again, I

23· · · ·can't emphasize that enough.· I use my own workplace as

24· · · ·an example.· We've prided ourselves on the fact that

25· · · ·well over 99 percent are vaccinated, and I can tell you

26· · · ·that the messaging both from the president of my



·1· ·university and the Medical Officer of Health, who has

·2· ·presented in multiple town halls, have told us,

·3· ·although, again, it's -- this is -- it's often

·4· ·difficult to comment as a scientist, because there's

·5· ·the publicly acknowledged message, and then there's my

·6· ·message as a scientist, but --

·7· · · · So their message has been that the vaccines are

·8· ·excellent at protecting people, break-through

·9· ·infections are very rare, and it either prevents

10· ·transmission or reduces that -- the number of viral

11· ·particles that get transmitted, so excellent at overall

12· ·trying to prevent transmission.· So that's my campus

13· ·community, more than 99 percent fall into that

14· ·category.

15· · · · And -- but everybody is still doing the exact same

16· ·masking and the physical distancing, and yet

17· ·SARS-Coronavirus-2 has ripped through our community.

18· ·We recently had two -- two of our residences with

19· ·outbreaks, declared outbreaks of -- so, you know --

20· ·and, again, I always find it difficult.· So the public

21· ·messaging was those are outbreaks of COVID-19.· What

22· ·they really were outbreaks of people identify -- who

23· ·had positive test results for SARS-Coronavirus-2.  I

24· ·can tell you the majority of the students, you know, we

25· ·had no deaths.· The vast majority of the students had

26· ·mild cold-like symptoms for a couple of days.



·1· · · · I can also give you the example at my son's high

·2· ·school, the same Medical Officer of Health recently

·3· ·declared an outbreak at his school.· One of the cases

·4· ·was confirmed, where sequencing was done, to confirm

·5· ·that it was Omicron.· And so the whole school was shut

·6· ·down, right, and everybody went home.· In that case,

·7· ·the individuals both had -- they reported mild

·8· ·cold-like symptoms for three days and then recovered.

·9· · · · But the whole point being in that school again,

10· ·this is high school, so they've been actively promoting

11· ·vaccination.· It's not nearly close to a hundred

12· ·percent, like in the university, where it's been --

13· ·people are not allowed on campus if they're not

14· ·vaccinated, but a large profession, and masking every

15· ·day, right?

16· · · · So this is all evidence -- and so that -- and

17· ·again, I'll emphasize again, Omicron, that wave in

18· ·terms of the number of people who tested positive for

19· ·SARS-Coronavirus-2, it dwarfed, I mean, it shattered

20· ·all previous records, you know, that we had in all

21· ·previous waves, and this is despite not only the

22· ·masking and the physical distancing that was there from

23· ·the beginning but added to it what we hoped was this

24· ·super strategy of vaccinating everybody.· So even with

25· ·that thrown on board, the masks have not stopped the

26· ·spread.



·1· · · · · · So my professional opinion is and has been from

·2· · · ·the beginning that the way we're using these masks is

·3· · · ·not appropriate, it's not going to stop the spread, and

·4· · · ·worse, that there are harms.· Again, I am not concerned

·5· · · ·in the context of symptomatic [sic] people, the masks

·6· · · ·necessarily promoting harm of spread because they're

·7· · · ·asymptomatic, they're not sick, but there are inherent

·8· · · ·harms to the mask itself, to individuals wearing them.

·9· · · · · · Would you like me to talk about that at all; is

10· · · ·that something that's relevant?

11· ·Q· ·Well --

12· ·A· ·I have that in my report.· I have it in my report if

13· · · ·you're interested.

14· ·Q· ·No, and I see that.· Well, I mean, you seem to talk

15· · · ·about -- well, let me ask you this:· This fact that

16· · · ·masking potentially actually increases the spread of

17· · · ·SARS-Coronavirus-2, would you identify that as a harm?

18· ·A· ·Yes.

19· ·Q· ·Now, I know you identified the harm of low oxygen

20· · · ·levels, but you also, which I found interesting, you

21· · · ·mentioned the harm of muffling speech and inhibiting

22· · · ·communication between individuals.· Do you identify

23· · · ·that as a significant harm?

24· ·A· ·Yes, yeah.· So I live in the world of special needs.  I

25· · · ·have two children with special needs, one of them does

26· · · ·have speech difficulties.· He has Down Syndrome, so I'm



·1· ·around individuals with special needs all the time.

·2· ·I've interacted as a parent supporting work done by a

·3· ·speech therapist.· And one of the things that I can

·4· ·tell you that has been particularly difficult, his

·5· ·speech through the speech therapy and also through

·6· ·sheer hard work, especially through my wife, his speech

·7· ·has dramatically improved, but this improvement has

·8· ·largely happened over the last couple of years.· You

·9· ·know, he's in his formative years, he just turned 12.

10· · · · It was exceptionally frustrating for him early on

11· ·in the pandemic and frustrating us as parents to

12· ·observe, because what a lot of people don't realize

13· ·that when it comes to Down Syndrome, a lot of

14· ·individuals have difficulty speaking.· The best way to

15· ·explain or for people to experience what it's like if

16· ·an individual has Down Syndrome to try and speak is

17· ·there's physical reasons for this.· They tend to have

18· ·smaller than average mouth cavities and larger than

19· ·average tongues, size of tongues, often length.· So I

20· ·mean, my son, if he sticks out his tongue, a little bit

21· ·like a snake, so long, but also very thick, and this

22· ·combines to make it hard for them to speak like many of

23· ·us.· Again, it's difficult for him to physically get

24· ·his tongue behind the teeth or the roof of the mouth,

25· ·for example, because of the length and because of the

26· ·size.· So it's like if we were to stuff a couple of



·1· ·marshmallows in our mouth and then try and talk, it

·2· ·muffles the speech.

·3· · · · So he had difficulty being understood at the best

·4· ·of times, and with the mask on, that further muffles

·5· ·the speech.· So he went through a period where he

·6· ·progressed so well with his communication in school,

·7· ·and all of a sudden, for a long period of time, his

·8· ·teachers lost the ability to understand him for quite a

·9· ·while, and he had to learn with the mask to speak

10· ·louder and to learn to annunciate even better to get

11· ·that back.

12· · · · So it was very hard for that -- to see that step

13· ·backwards.· You know, you have to understand for an

14· ·individual, especially a young person, to lose the

15· ·ability to communicate your thoughts and feelings

16· ·becomes very difficult.· So that's just an example on

17· ·that side.

18· · · · Even in terms of muffling the speech, so, again,

19· ·I'll give an example to try -- you know, to try and

20· ·convey, you know, an example of -- that we might be

21· ·able to familiarize ourselves with.· I personally like

22· ·watching professional basketball.· The Toronto Raptors

23· ·are my favourite team.· If anybody has watched the

24· ·Toronto Raptors, one of the things that you'll know is

25· ·that their coach, Nick Nurse, has got himself into

26· ·trouble multiple times throughout the pandemic.· He



·1· ·always wears the mask, and he's always taking his mask

·2· ·off, and he gets in trouble for it, you know, people

·3· ·from the public complain that he's not wearing his mask

·4· ·or not wearing it properly.· And the reason he gives

·5· ·every single time is he's the coach, he's trying to get

·6· ·critical instructions to his players, and they can't

·7· ·hear him or understand him.· And you'll see it, it will

·8· ·be in the heat of the moment of a game, and he's trying

·9· ·to get instructions to his players, and that's when he

10· ·pulls his mask off and is giving instructions to his

11· ·players, and then he'll put it back on.

12· · · · And that's the case, you know, we've all -- I'll

13· ·tell you in the context of teaching, we've really had

14· ·to adopt the whole concept of using microphones,

15· ·because it's even very -- more difficult to project our

16· ·voices to the back of the classroom.· So, yeah, muffled

17· ·speech definitely has that in impairing the ability to

18· ·communicate.

19· ·MR. MAXSTON:· · · · · · ·Dr. Bridle and Mr. Kitchen, my

20· ·apologies for interrupting, but I think we've gone a

21· ·little far afield of the qualifications of this expert

22· ·when we're talking about communication.· We're here to

23· ·talk and hear from him about transmission and efficacy

24· ·and those kinds of things.· I'm not trying to be

25· ·unsympathetic to your comments, Dr. Bridle, but I think

26· ·you haven't been called as an expert to talk about



·1· · · ·those things.

·2· ·A· ·Can I comment about the specific comments I had in my

·3· · · ·report?

·4· · · ·MR. MAXSTON:· · · · · · ·I'll leave that up to the

·5· · · ·Tribunal.· It depends on what question Mr. Kitchen asks

·6· · · ·of you, but, again, I'm not trying to be difficult

·7· · · ·here, but you were qualified to speak about the

·8· · · ·transmission and efficacy of masking and physical

·9· · · ·distancing, and I don't think we're here today -- I'm

10· · · ·not trying to be difficult, but I don't think we're

11· · · ·here today to talk about communication problems --

12· ·A· ·Okay --

13· · · ·MR. MAXSTON:· · · · · · ·-- and those types of things.

14· ·A· ·-- and I respect that.· I'll wrap up then with

15· · · ·something that definitely is in my realm of expertise,

16· · · ·so --

17· · · ·MR. MAXSTON:· · · · · · ·I'll let Mr. Kitchen decide

18· · · ·what he wants to ask you next maybe, but I just wanted

19· · · ·to be clear we shouldn't go too far off what you were

20· · · ·called to testify about.· So I might have an objection

21· · · ·to what you're about to say too, if it's going to be in

22· · · ·the same vein.

23· · · ·MR. KITCHEN:· · · · · · ·Well, let me jump in.· I have

24· · · ·two comments:· One, Mr. Maxston, let me know if you're

25· · · ·going to apply to strike that, because we'll have to

26· · · ·deal with that.· Two, it doesn't take expertise to do



·1· · · ·what he's doing:· He's observing reality as a

·2· · · ·scientist.· You know, if he told me that clouds were

·3· · · ·made out of water droplets, it's the same as saying

·4· · · ·that masks muffle speech.· So I don't think it requires

·5· · · ·any expertise, but, nonetheless, I take your point.

·6· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Bridle, let me ask you

·7· · · ·this:· What would you identify as the three most severe

·8· · · ·harms of masking?· Oh, hold on, you're muted.

·9· ·A· ·Okay, yeah, I listed quite a few.· Let me just go to

10· · · ·these points if you don't mind.

11· ·Q· ·Yeah, I'm on page --

12· · · ·THE CHAIR:· · · · · · · ·Excuse me, Dr. Bridle, what

13· · · ·page are you on in your report?

14· ·A· ·Actually, I'm looking for the page right at the moment.

15· · · ·Okay, so page 8 would be one.· So page -- I've listed

16· · · ·my concerns about the masking and potential harms on

17· · · ·page 8, and then also I would like you to refer to page

18· · · ·14, where I have some additional ones, and one that I

19· · · ·would highlight perhaps is one of my biggest concerns,

20· · · ·as Mr. Kitchen had indicated.

21· · · · · · First of all, related to this, there's something

22· · · ·that I was hoping to have the opportunity to say, it's

23· · · ·directly related to this, in the expert report from

24· · · ·Dr. Hu that I was able to look at, there was an

25· · · ·accusation made against me actually with respect to

26· · · ·these harms.· Can I just address that for a moment?



·1· ·Q· ·MR. KITCHEN:· · · · · ·Well, that's fine with me, but

·2· · · ·my friend might take issue with that, and I can

·3· · · ·understand why.

·4· · · ·MR. KITCHEN· · · · · · · So, Mr. Maxston, I was going

·5· · · ·to ask him a question on that.· If you want me to hear

·6· · · ·him [sic] ask the question, I can do that if that's

·7· · · ·helpful to you.

·8· · · ·MR. MAXSTON:· · · · · · ·Well, that might be helpful.

·9· · · ·I think it's fair for your client to comment on

10· · · ·Dr. Hu's report, but I think it depends on the extent

11· · · ·of your question or the type of your question.

12· ·A· ·Okay, what I would like to do, if you don't mind, I'll

13· · · ·just read something of the report and then see if

14· · · ·you're okay with me just commenting on it.· Just let me

15· · · ·find this when it comes to the dangers.

16· ·Q· ·MR. KITCHEN:· · · · · ·Well --

17· ·A· ·Okay, yeah, so the comment that I want -- the thing I

18· · · ·want to comment on is in the -- Dr. Hu's report on page

19· · · ·8, the one, two, third paragraph down.· He says:· (as

20· · · ·read)

21· · · · · · Lastly, both Dr. Dang and Dr. Bridle make

22· · · · · · unsubstantiated claims that there are

23· · · · · · numerous harms associated with masking.

24· · · ·And then states:· (as read)

25· · · · · · There are no known harms associated with

26· · · · · · masking.



·1· · · ·So that is what I was hoping to respond to.

·2· ·Q· ·Yes, well, I'll let you respond however you like,

·3· · · ·but -- well, let me ask you, I take it you would say

·4· · · ·that claim is inaccurate?

·5· ·A· ·Yes, and I provided scientific citations to demonstrate

·6· · · ·that that I'd like -- there is one in particular I'd

·7· · · ·like to highlight that is clearly within my realm of

·8· · · ·expertise, and it's a serious concern that I have.

·9· ·Q· ·And I want to hear your comments to that, and I --

10· ·A· ·Okay.

11· ·Q· ·-- invite you to, but I want to also ask you this:

12· · · ·That claim coming from a public health doctor, is it

13· · · ·merely inaccurate, or does it rise to the level of

14· · · ·willful ignorance?

15· ·A· ·Well, yeah, that's -- yes, that's why I wanted to

16· · · ·comment on it, and also accusatory, indicating that

17· · · ·we -- you know, that we -- suggesting that we have

18· · · ·failed to -- or that I have somehow failed to

19· · · ·demonstrate harms associated with masking.

20· · · · · · And, yeah, because there's numerous -- there are

21· · · ·numerous potential harms with masking.· So I guess

22· · · ·this -- yes, and so I'll highlight.· So if you like, I

23· · · ·can pick three.· I can think of two right off the top

24· · · ·of my head, and I can look through the list.

25· · · · · · But I guess what I would do is bring people to the

26· · · ·attention of those two pages, because I list numerous



·1· · · ·potential harms on page 8, and I mention several more

·2· · · ·on page -- as I said, page --

·3· ·Q· ·14?

·4· ·A· ·-- 14.· So it isn't that I failed to identify, and

·5· · · ·these are substantiated, and I have peer-reviewed

·6· · · ·scientific publications to back them up, so this --

·7· · · ·yeah, that's what I just wanted to mention is that is,

·8· · · ·I feel, a very untruthful statement and accusation

·9· · · ·against me.

10· · · · · · So let me go on to some of the major concerns.

11· · · ·I'll start with the hygiene hypothesis.· So I just had

12· · · ·been asked to comment on harms with the mask, so this

13· · · ·one focuses on children.· But what people need to

14· · · ·understand, and I wrote an article about this early

15· · · ·on -- after one year into the pandemic.· I wasn't

16· · · ·concerned when we were told it was two weeks, you know,

17· · · ·and that was the original warning, even if it was a few

18· · · ·months.

19· · · · · · But after a year, I expressed this serious

20· · · ·concern.· It used to be called the hygiene hypothesis,

21· · · ·but the concept is this is that we're designed to

22· · · ·interact and interface with our microbial world.· It's

23· · · ·absolutely required for proper physiological

24· · · ·development.· For example, many people have shown --

25· · · ·and this has been shown with what we call

26· · · ·gnotobiotically delivered animals, so animals that have



·1· ·no microbiome whatsoever.· Behaviours are fundamentally

·2· ·altered.· They have the -- the development of the

·3· ·central nervous system is altered.· But one of the key

·4· ·things is the immune system does not develop properly

·5· ·if we don't have proper interaction, as we are growing

·6· ·up with the microbial world.

·7· · · · So a lot of people don't realize when we're

·8· ·born -- so, first of all, when we're born, we are

·9· ·immunologically naive.· Unless there was some kind of

10· ·in-utero infection, meaning infection of the fetus

11· ·while in the mother, then when born, the vast majority

12· ·of us are immunologically naive:· We have not been

13· ·exposed to anything in the microbial world up to that

14· ·point.

15· · · · But further -- so that means that our immune

16· ·system learns to interact with the immune system

17· ·following birth.· Further, and because of that -- and

18· ·actually because of that and to have that opportunity

19· ·to learn what is dangerous and what is not dangerous in

20· ·the microbial world, our immune systems do not reach

21· ·full maturity, they are not fully developed until about

22· ·the age of 16, and the vast majority of that

23· ·development occurs between birth and the age of 6

24· · · · And what we know is that if and especially young

25· ·people are not allowed to be exposed on a regular basis

26· ·to the microbial world, their immune system does not



·1· ·develop properly, specifically the ability to

·2· ·differentiate between the non-dangerous microbes that

·3· ·we encounter all the time and the genuinely dangerous

·4· ·pathogens.· And it's only the latter we want to respond

·5· ·to, because if you can imagine if we -- if our immune

·6· ·system is what we call dysregulated, and it thinks that

·7· ·non-harmful microbes are worth responding to, that's

·8· ·very dangerous, because we have non-harmful microbes

·9· ·all over and inside our body.

10· · · · An individual who responds inappropriately, for

11· ·example, to -- and it's -- and it's many things, it's

12· ·in our environment, it's even the food that we sample,

13· ·the air that we breathe, the dust particles that we're

14· ·exposed to in the environment.· If we're not adequately

15· ·exposed and our immune system learns to tolerate these

16· ·things, not respond, then we can end up with problems

17· ·like chronic inflammation in certain locations.

18· · · · So, for example, if somebody were to develop a

19· ·food allergy, right, that food is something we should

20· ·be tolerized against, that you're going to have chronic

21· ·inflammation in the gut when exposed to it, or if you

22· ·haven't been properly exposed to the environment, so,

23· ·for example, a lot of people who are mainly -- you

24· ·know, grow up in urban areas might have more of a

25· ·propensity towards things like hayfever, because when

26· ·young and their immune system was learning to



·1· ·differentiate the dangerous things in our environment

·2· ·from the non-dangerous things, they weren't exposed to

·3· ·some of these things that you're exposed to in a rural

·4· ·environment.

·5· · · · And so what -- and so this is very important, and

·6· ·the reason why this is important is because one of the

·7· ·things that masks are exceptionally good at filtering

·8· ·out are large particles, like I said, large water

·9· ·particles, that also includes dust particles, so

10· ·environment -- things we are exposed to in the

11· ·environment that are not dangerous and also bacteria,

12· ·especially bacteria.· And a lot of this development is

13· ·not actually around the virome that populates the body,

14· ·but it is, in fact, the bacterial.

15· · · · So, for example, in these gnotobiotic animals that

16· ·have no microbiome whatsoever, if you want to correct

17· ·the behavioural deficits that they will develop and the

18· ·immunological deficits, we can repopulate their gut,

19· ·for example, with a lot of these what we call like

20· ·probiotic bacteria, the same ones you would get in

21· ·yogurt, like lactobacillus, for example, so it's

22· ·largely these bacteria, these non-harmful bacteria that

23· ·allow us to, you know, to educate our immune system.

24· · · · Without that, what happens is a child's immune

25· ·system tends to become dysregulated, never learns to

26· ·differentiate properly, and individuals are at a much



·1· ·enhanced risk of developing autoimmune disease --

·2· ·anything that's disassociated with an improperly

·3· ·regulated immune response.· So allergies, which is

·4· ·responding to non-dangerous things in our environment

·5· ·and causing inflammation against them; asthma is when

·6· ·you're responding to inert things in the air that you

·7· ·inhale and responding inappropriately to those, that

·8· ·cause asthma; and autoimmune diseases.

·9· · · · And so, and we know this is the case, because so,

10· ·for example -- and this is largely looking at those who

11· ·grew up largely in urban centres versus those who grew

12· ·up on farms.· Those who grew up on farms are much more

13· ·exposed on a regular basis to a rich microbial

14· ·environment.· And so those who grew up in these urban

15· ·area -- or, sorry, rural areas have a much lower

16· ·incidence overall of allergies, asthma, and autoimmune

17· ·diseases.

18· · · · And so by -- so, again, by putting these masks on

19· ·children, first of all, they're not at high risk of the

20· ·most severe outcomes of SARS-Coronavirus-2, and I've

21· ·already explained one of the physical reasons, they

22· ·just don't -- simply don't express the receptors at

23· ·nearly the concentration that adults do in their lungs

24· ·that the virus uses to infect.· But we have put masks

25· ·that are effective at isolating their lungs from the

26· ·microbial environment, and we, of course, isolated



·1· ·them, kept them away from their friends, a lot of

·2· ·family members, and a lot of social interactions.

·3· ·Literally, for children, it's a good thing to get

·4· ·dirty, to get dirty, to have dogs lick their faces, to

·5· ·hug other people, that their immune systems need to

·6· ·interact with other microbiomes in order to develop

·7· ·properly.· So that is an immunological concept that

·8· ·long-term masking -- and, again, nobody has any

·9· ·concern.· I mean, kids get sick, and maybe they're at

10· ·home, relatively isolated for a couple of weeks.· It's

11· ·not a problem if it's a couple of weeks or it's a

12· ·couple of months.· But once we start -- I wrote my

13· ·article first about my serious concerns about that a

14· ·year in.· A year is getting too long.· A year is a

15· ·substantial amount of immunological development in a

16· ·young person.· And now we're at two years with no

17· ·current end in sight.· So that is a serious potential

18· ·harm.· By masking children, we are potentially, there's

19· ·no question, we're going to have an unknown number of

20· ·children with allergies, asthma, and autoimmune

21· ·diseases in the future, and they're going to have those

22· ·for the rest of their lives because we masked them for

23· ·two-plus years.· So that's one.

24· · · · And then I guess another one that I would mention

25· ·is this idea of carbon dioxide, because this is just

26· ·intuitive, so, you know, fire fighters have the



·1· ·equipment to do this.· At my university, we have the

·2· ·ability to do this, look at CO2 levels, and we often do

·3· ·that when looking at how we adjust the air change rate

·4· ·in our rooms, especially the work rooms we work in a

·5· ·lot, like the laboratory space that we're in, the

·6· ·animal research rooms that we're in.

·7· · · · And so if you monitor the carbon dioxide level in

·8· ·front of your mouth without a mask and then with a mask

·9· ·on, it goes up.· And this makes intuitive sense,

10· ·because what you're doing by putting a mask on your

11· ·face is you are restricting, you know, the free flow of

12· ·oxygen.· What you're doing is you're creating an

13· ·additional dead space.· When we exhale, when we exhale,

14· ·there's always dead air.· We cannot get all of the air

15· ·out of our lungs, and we can't get all of the air out

16· ·of our mouth.· That's dead air.· When we inhale, that

17· ·dead air, when there's not been fresh air exchanged,

18· ·gets inhaled back into the end of the lungs.

19· · · · By -- so by putting on a mask, you're extending

20· ·that dead air space a bit, and so it does increase the

21· ·carbon dioxide level a little, not a lot, a little, and

22· ·this creates a condition of very mild hypoxia, it's not

23· ·severe hypoxia, but if you have high carbon dioxide,

24· ·then the net result is you have slightly higher --

25· ·lower oxygen levels.· But, again, slight changes in

26· ·oxygen concentration we know can have profound



·1· ·physiological consequences.

·2· · · · So, for example, on the positive side, endurance

·3· ·athletes, especially if they know they're going to have

·4· ·to compete at a higher elevation will often go to train

·5· ·in areas with a higher elevation.· There's not a

·6· ·massive change in the oxygen concentration, but by

·7· ·going there for a long period of time, being exposed to

·8· ·that lower oxygen concentration and training in that

·9· ·environment, their body gets more efficient at the

10· ·oxygen exchange.· Then they can perform better in the

11· ·sporting activity at a higher elevation.

12· · · · But so we're kind of expecting this from

13· ·individuals.· So we're putting masks on -- again, I'd

14· ·like to emphasize, masks make sense if you're going to

15· ·wear it to go into work for, you know, a little bit of

16· ·time because you have to meet a deadline, but you're

17· ·sick.· They make sense when you're doing surgical

18· ·procedures.· You're doing a limited procedure, you

19· ·leave, you take the mask off.· They're not designed to

20· ·be left on for long periods of time and exposing people

21· ·to chronic low levels of hypoxia.

22· · · · And, again, I'd like to highlight this is just

23· ·kind of intuitive in the sense that -- like I know for

24· ·myself, if I wear -- and I wear masks all the time

25· ·except for surgical intervention stuff, but if I wear a

26· ·mask for several hours, I start developing a headache,



·1· · · ·constant thing and consistently.· I need to take a

·2· · · ·break; I need to get out in the fresh air.

·3· · · · · · And I would encourage anybody, if -- just focus,

·4· · · ·put on the mask and go outside, because often that's

·5· · · ·where the air, you know, seems the freshest and

·6· · · ·everything, keep your mask on and take several deep

·7· · · ·breaths, right, and pay attention to what it feels

·8· · · ·like.· Then take that mask off and take in a big deep

·9· · · ·breath; it feels so refreshing.· And that's why,

10· · · ·because we are impacting, albeit to a small degree, our

11· · · ·ability to gas-exchange, by taking off that mask, we're

12· · · ·removing some of the dead air space that we've created;

13· · · ·we're reducing the dead air space.

14· · · · · · And this has -- because we've never done this for

15· · · ·such a long period of time, we simply don't actually

16· · · ·know the extent of harm that we might be causing,

17· · · ·especially to developing children again, I'd like to

18· · · ·highlight, right, this constant, prolonged exposure to

19· · · ·low-level hypoxia it might be causing.

20· · · · · · So I think I'll leave it at that, if that's okay,

21· · · ·Mr. Kitchen.· I -- I mean, I could look through and

22· · · ·provide another one, but those are probably my two top

23· · · ·concerns at this point in general.

24· ·Q· ·Thank you.· I am going to try to bring you through

25· · · ·pretty quickly, I want to give my friend a chance to

26· · · ·cross-examine, and we are down to, you know, roughly



·1· ·only two hours left.

·2· ·MR. KITCHEN· · · · · · · Well, Mr. Maxston, let me ask

·3· ·you this because I want to be mindful of this.· How

·4· ·much time do you think you're going to want for

·5· ·cross-examination?

·6· ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I expect I'd

·7· ·be -- and this is not a criticism of Dr. Bridle, but he

·8· ·seems to give expansive answers -- so thank you,

·9· ·Dr. Bridle, for that -- I would anticipate 20 minutes,

10· ·maybe a little longer just because of the nature of the

11· ·answers, but I don't think I'll need terribly long.

12· · · · I'll leave it up to you in terms of how much you

13· ·think you'll want to be, but it may be time to take a

14· ·break right now as well, given how long you've been

15· ·asking questions.

16· ·MR. KITCHEN:· · · · · · ·Yeah, yeah, I agree.

17· ·THE CHAIR:· · · · · · · ·Yeah, it's, by my watch, 5 to

18· ·3, so let's take 15 minutes, and we'll come back at 10

19· ·after 3 and resume then, okay?

20· ·MR. KITCHEN:· · · · · · ·Thank you.

21· ·THE CHAIR:· · · · · · · ·Just a reminder, Dr. Bridle

22· ·you're still under oath.

23· ·(ADJOURNMENT)

24· ·THE CHAIR:· · · · · · · ·And, Mr. Kitchen, we'll turn

25· ·it back to you.

26· ·MS. NELSON:· · · · · · · Sorry, Mr. Kitchen, we can see



·1· · · ·you talking, but we actually can't hear your audio.

·2· · · ·MR. KITCHEN:· · · · · · ·Sorry, I have a mute button on

·3· · · ·my mic, so I apologize, so you missed --

·4· · · ·MS. NELSON:· · · · · · · No worries.

·5· · · ·MR. KITCHEN· · · · · · · -- the last 10 or 15 seconds,

·6· · · ·sorry.

·7· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, I just have some

·8· · · ·specific questions about comments that Dr. Hu has made

·9· · · ·both in his report and in questioning.

10· · · · · · Dr. Hu has stated that every country that has

11· · · ·imposed masking has experienced decreased transmission

12· · · ·of COVID; do you disagree with him?

13· ·A· ·Yes, I do.· I'll point out again, you know, like -- you

14· · · ·know, my expertise isn't epidemiological per se, but as

15· · · ·a researcher, I certainly am qualified to look at the

16· · · ·scientific literature and interpret some basic data.

17· · · · · · I do know of numerous countries where the opposite

18· · · ·is true.· And, in fact, when we look at the United

19· · · ·States, we see states where that trend is the opposite

20· · · ·as well.· I know that Dr. Hu did not like the example

21· · · ·of Sweden, but I mean that is an example.· He didn't

22· · · ·seem to cite any science to -- he just said it's, you

23· · · ·know, complex to interpret the reasons for observing

24· · · ·differences, but, nevertheless -- and he didn't dispute

25· · · ·either that Sweden is a classic example of, you know, a

26· · · ·country where they went the natural immunity route, and



·1· · · ·seem to have done just fine, and there's other

·2· · · ·examples.· But, yeah, so, in other words, that all we

·3· · · ·need is one example to say that that is not true.· So I

·4· · · ·do disagree with that overgeneralization.

·5· ·Q· ·You just called it an overgeneralization.· So is that a

·6· · · ·fairly absolute statement?

·7· ·A· ·Could you remind me what page of that report is it on,

·8· · · ·just so I can look at it myself?

·9· ·Q· ·I'm quite sure he said that in questioning, not in his

10· · · ·report.

11· ·A· ·Oh, can you repeat --

12· ·Q· ·I do know --

13· ·A· ·-- (INDISCERNIBLE) --

14· ·Q· ·-- that he said it --

15· ·A· ·-- so could you repeat it again, please?

16· ·Q· ·So he said that every country that has imposed

17· · · ·mandatory masking has experienced decreased

18· · · ·transmission of COVID.

19· ·A· ·Okay, so, yeah, that's not an overgeneralization,

20· · · ·that's incorrect.· Again, when somebody has said

21· · · ·"every", and all we need is one example where they

22· · · ·didn't do it, and the -- you know, the outcome has been

23· · · ·fine, like Sweden, so that makes it not just an

24· · · ·overgeneralization, it makes it incorrect.

25· ·Q· ·Do you find it unusual that he makes such an absolute

26· · · ·statement?



·1· ·A· ·Yes.· So in the sciences -- so I even mentioned this

·2· · · ·before when I was giving examples of -- when we were

·3· · · ·talking about asymptomatic and transmission, right,

·4· · · ·I -- there is asymptomatic transmission.· It's not

·5· · · ·common, and it's not a driver in this.· And when I

·6· · · ·mentioned, when I talked about that, is when you're

·7· · · ·dealing with biology, there are no absolutes.· Biology

·8· · · ·is not an absolute science.· It's not black and white.

·9· · · ·It's not like mathematics, it's not like chemistry,

10· · · ·it's not like physics.

11· · · · · · Biology, there are general ways that, you know,

12· · · ·biological systems function, and there's almost always

13· · · ·exceptions to the rule.· So there's what the dominant

14· · · ·biology is, and then there's always exceptions to the

15· · · ·rule.· So very rarely, if ever, can you make definitive

16· · · ·statements like that when it comes to biology,

17· · · ·especially when you're talking about fairly complex

18· · · ·biology.· Because here, we're talking about -- we're

19· · · ·not even talking about one biological system, like

20· · · ·people, like humans; we're talking about the

21· · · ·biologic -- the biology of people interfacing with the

22· · · ·biology of a virus in the context of a complex

23· · · ·environment.· So there's absolutely no way you can make

24· · · ·absolute statements like that in the context of this

25· · · ·current medical scenario.

26· · · · · · That's -- so, again, that's the -- you know, so as



·1· ·a scientist, that's not the appropriate scientific

·2· ·approach.· One has to be open to the fact that there

·3· ·are exceptions.· What we always have to do, and also to

·4· ·explain, the way science and medicine is supposed to

·5· ·function is we should -- we need to weigh the weight of

·6· ·the overall evidence.

·7· · · · Again, because there often are not absolutes,

·8· ·often things are not intuitive or common sense, what

·9· ·often happens is -- I mean, so it's very clear in

10· ·science, if somebody put -- as soon as -- so the first

11· ·time a paper is published, that's obviously the first

12· ·report on a given scientific issue, so it sets the

13· ·tone.· At that point, that becomes what the scientific

14· ·community agrees at that point in time, early point in

15· ·time, seems to be the reality.· If the subsequent

16· ·scientific literature is all in agreement, that's

17· ·something that usually then gets enshrined in science

18· ·as a -- as, you know, sort of as a classic paradigm in

19· ·science.· But as soon as you have disagreement, say the

20· ·second publication find -- finds something different,

21· ·at that point, you automatically need additional

22· ·research to be done to sort out the problem.

23· · · · And so at the end of the day, it's never about --

24· ·and so especially one thing to keep in mind, you know,

25· ·my advice to everybody with this is there's a lot of

26· ·science that has accumulated over the past two years,



·1· · · ·and, therefore, it's always about the weight of the

·2· · · ·science.· They're not about citing one paper or, you

·3· · · ·know, two papers or selective papers.· One has to look

·4· · · ·at the overall weight of the evidence, like on scales,

·5· · · ·and see what the balance of that evidence is.· So,

·6· · · ·yeah, just by the very nature, we can't, in this

·7· · · ·scenario, make such conclusive statements.

·8· ·Q· ·To give Dr. Hu, to properly and fairly characterize his

·9· · · ·position -- and my friend can interject if he disagrees

10· · · ·with me -- Dr. Hu has said the evidence for the

11· · · ·effectiveness of masking in reducing the spread of

12· · · ·COVID-19 in a heath care setting is overwhelming, and

13· · · ·there's heaps and mounds of it.· And then he says in a

14· · · ·non-health care setting, well, it's less clear.· He

15· · · ·makes no distinction between asymptomatic or

16· · · ·symptomatic; he simply says in a health care setting,

17· · · ·it's guaranteed to work, we know absolutely it works,

18· · · ·there's just no question, maybe there's a question

19· · · ·about the community.

20· · · · · · What I've heard you say is, Well, look, it doesn't

21· · · ·work at all for asymptomatic people, it's just -- it

22· · · ·just doesn't -- it's not even relevant, it's not even

23· · · ·logical because they just don't spread it because

24· · · ·they're asymptomatic, there's no asymptomatic spread.

25· · · ·So, you know, you two, as experts, you're kind of

26· · · ·talking at cross-purposes.



·1· · · · · · So I want to ask you about the health care

·2· · · ·setting, okay, and then the non-health care setting,

·3· · · ·because that's how he's done it, okay, to be fair to

·4· · · ·him.

·5· · · · · · So he says that the evidence for the effectiveness

·6· · · ·of masking in the health care setting is, quote,

·7· · · ·Overwhelming, and, quote, There's heaps and mounds of

·8· · · ·it.· Would you agree with that or disagree?

·9· ·A· ·Yeah, we wouldn't be here today hearing this case if

10· · · ·there was universal agreement and if it was

11· · · ·overwhelming evidence.· This is an area of active

12· · · ·debate.· It's an area of active research.· I looked at

13· · · ·Dr. Hu's report, because the other experts have

14· · · ·provided that.· Where the misunderstanding comes in is

15· · · ·this concept of asymptomatic transmission and this

16· · · ·misnomer, this concept.

17· · · · · · Where it's been most exaggerated, for example, is

18· · · ·children.· We've mislabelled children as somehow being

19· · · ·these individuals that rarely get sick but are

20· · · ·overflowing with large quantities of this incredibly

21· · · ·pathogenic virus, right, so they can spread it to

22· · · ·others.· That's simply not the case.

23· · · · · · So, again, I highlight, Dr. Hu and I are not far

24· · · ·off in our view of masking.· We're in complete

25· · · ·agreement that masking makes sense if you're

26· · · ·symptomatic, and it can very much help as a tool to



·1· ·curb the spread if you're symptomatic, and you're

·2· ·choosing to go around other individuals in that state.

·3· ·But not asymptomatic.

·4· · · · I mean, this is again, intuitively, I guess, you

·5· ·know, again, to put it in a perspective that maybe the

·6· ·average layperson could appreciate, knowing what I told

·7· ·you about the Omicron variant, where the reality is the

·8· ·average flu is more dangerous than the Omicron variant

·9· ·for the vast majority of the people, especially the

10· ·very young, for which SARS-Coronavirus-2 is not

11· ·particularly dangerous, but, you know, we've never

12· ·implemented this, if this asymptomatic transmission was

13· ·always such an issue, and we were to accept this now as

14· ·a paradigm, we'd have to apply this to every -- every

15· ·infection -- we would never -- we would never know if

16· ·somebody is ever, quotes, healthier or unable to

17· ·transmit to anybody else.· There would be no way of me

18· ·knowing of somebody else who has no signs or symptoms

19· ·has, you know, in their lungs, respiratory syncytial

20· ·virus or a flu virus or Norwalk virus or any of the

21· ·viruses that we face.· So just from that perspective,

22· ·it's counterintuitive.

23· · · · And this is definitely within the realm of

24· ·immunology, and it comes largely from a

25· ·misunderstanding -- and, again, you know, with all due

26· ·respect, the average physician who has been in a



·1· ·position of authority, you know, to implement policies,

·2· ·and this is one of the reasons why -- a lot of people

·3· ·don't realize it, and this is an area I have expertise

·4· ·in as well because we have an emergency preparedness

·5· ·plan in our university for responding to a pandemic.

·6· ·We were required to implement this by the Government

·7· ·following the 2009 flu, declared swine flu pandemic,

·8· ·where people realized that there was initially -- the

·9· ·response was one of panic and realizing that we really

10· ·did not have a coordinated response, we hadn't really

11· ·prepared for such a scenario.· Now, that turned out --

12· ·that fizzled and that was not a true pandemic.

13· · · · But so all the -- the Government made all publicly

14· ·instituted -- institutions, including my university,

15· ·come up with a pandemic preparedness plan.· Our country

16· ·came up with a pandemic preparedness plan.· Every

17· ·province and territory was required.· We threw these

18· ·out within the first week to two.· At my institution,

19· ·we threw it out within five days of the pandemic being

20· ·declared, and we haven't been following any defined

21· ·plan since.

22· · · · And that applies at the Federal level as well.

23· ·We -- like, if you look, we still don't know what the

24· ·goalposts are.· We don't know what the finish line is

25· ·before we declare that we're out of this.· In fact, the

26· ·goalposts have kept moving.



·1· · · · · · And what I can tell you is that in those pandemic

·2· · · ·preparedness plans, none of them looked like this at

·3· · · ·all.· They relied on the more traditional ways that we

·4· · · ·approach this kind of problem, which was you treat

·5· · · ·people who are sick as sick, and you keep them away,

·6· · · ·especially from the vulnerable populations, and you

·7· · · ·focus your protective efforts and your protective

·8· · · ·measures on the high-risk demographics if, if, and when

·9· · · ·a pathogen shows a predilection towards causing harm in

10· · · ·limited demographics.· And so, you know, we haven't

11· · · ·reached that point here.· You know, we didn't follow

12· · · ·those kind of plans, and so this is where we've come in

13· · · ·with these other approaches.

14· · · · · · And what I do want to point out then is --

15· · · ·actually to get back on track, Mr. Kitchen, can you

16· · · ·remind me what your core question was?· I was just

17· · · ·coming to it, and I wanted to find something in the

18· · · ·report here.

19· ·Q· ·Well, like I said, Dr. Hu says, end quote, heaps and

20· · · ·mounds of evidence supporting the effectiveness of

21· · · ·masks in --

22· ·A· ·(INDISCERNIBLE)

23· ·Q· ·-- a health care setting --

24· ·A· ·-- yes, and so -- so, no, that is a point of

25· · · ·contention, and so his report even highlights this.· So

26· · · ·one of the things -- I mean, he hasn't -- he hasn't



·1· ·cited heaps and mounds of evidence.· It's a limited

·2· ·number of citations.

·3· · · · And this is -- so this is something that I want to

·4· ·deal with head-on just so that people, when

·5· ·interpreting the two reports, can understand.· He

·6· ·accused me of solely leaning on outdated documentation,

·7· ·or maybe not solely but certainly leaning on outdated

·8· ·documentation when it came to my report.· People are

·9· ·free to look at my reference section.· I have lots of

10· ·updated citations in there.

11· · · · I want to highlight that, in fact, after accusing

12· ·me of using outdated literature, the two things that he

13· ·most emphasized when talking about this -- when talking

14· ·about this concept of masking, the first one was a

15· ·citation from 2011.· So he actually set the record for

16· ·the oldest cited paper with respect to masking and

17· ·citing the one from 2011, a Cochrane review.· And so --

18· · · · Oh, and the other thing he said is he accused me

19· ·of using examples from other viruses.· And I want to

20· ·point out that this 2011 one is the oldest -- second

21· ·oldest reference of all the reports about masking and

22· ·dealt with influenza virus, not SARS-Coronavirus-2.

23· · · · And one where he spent half of a paragraph

24· ·highlighting it was actually to describe what he felt

25· ·was, you know, sort of break-through work that was

26· ·done, and it's a study that was done in the early



·1· ·1900s, which shattered records in this in terms of the

·2· ·oldest citation, and that certainly wasn't dealing with

·3· ·the SARS-Coronavirus 2.

·4· · · · So he's got that aspect wrong in terms of arguing

·5· ·that he's got the updated literature.· And, in fact, I

·6· ·just want to highlight this as well, because this is

·7· ·overstated again, he actually said in his report, on

·8· ·pages 1 -- at the very end of page 1, the final last

·9· ·few words, onto page 2, he said:· (as read)

10· · · · A vast majority of literature [this means his

11· · · · literature] is from the years '20 to '21 with

12· · · · emphasis on literature published in 2021.

13· ·So I actually went to his reference section, because,

14· ·again, I do lots of review of, you know, scientific and

15· ·medical documentation, and I excluded some of these

16· ·because they're not peer-reviewed articles.· A couple

17· ·of them are websites.· One of them was a website where

18· ·he -- that described the 2011 paper, the source of the

19· ·2011 paper that he got.

20· · · · And so, in fact, it turns out that of his

21· ·citations, 19 of his citations about masking, of those

22· ·19, 11 were from 2020 to 2021.· That's 58 percent.· So

23· ·that's not a vast majority of the literature.· And he

24· ·then emphasized that most of it was from 2011.· Well,

25· ·in fact, only two of those is 11 -- sorry, two, the

26· ·emphasis was on literature published in 2021, but only



·1· · · ·two of those 11 papers were from 2021, 18 percent of

·2· · · ·the papers cited since 2020 were from 2021.

·3· · · · · · And so I think it's important, again, otherwise,

·4· · · ·it gives a misconception that somehow he's captured the

·5· · · ·recent, cutting-edge data, and I have -- again, people

·6· · · ·are free to look through -- I've got plenty of

·7· · · ·citations from 2020 to 2021, so that's not the case.

·8· · · ·It's not -- this isn't the case of somebody having --

·9· · · ·understanding current literature, and somebody else,

10· · · ·myself, not understanding the current literature and

11· · · ·only focusing on historical literature.· I want to

12· · · ·point that out.

13· · · · · · Further, he even states in this, if I can find it

14· · · ·here, and this is important because this is a very

15· · · ·important thing for us to understand, because we're all

16· · · ·hearing public messaging, and we're all trying to sort

17· · · ·through this information and understand, and there is

18· · · ·lots of misinformation, there's genuine information,

19· · · ·and there's been messaging that's been changing over

20· · · ·the course of this.· And so this is very important

21· · · ·because one of his critical sources of information

22· · · ·about this are public health officials, especially

23· · · ·Dr. Theresa Tam, and that's why I'm hoping I can just

24· · · ·find this here quickly.· Where is it?

25· ·Q· ·He mentions Theresa Tam on page 8.· I don't think he

26· · · ·mentions her anywhere else.



·1· ·A· ·Okay, thank you.· Oh, Dr. -- sorry, I mean Dr. Tan,

·2· · · ·sorry.· Do you see the reference to Dr. Tan?

·3· ·Q· ·T-A-N?

·4· ·A· ·Yes.

·5· ·Q· ·'N' as in "nothing"?· No.

·6· ·A· ·Medical Officer of Health.· Give me one second, because

·7· · · ·this is an important point.

·8· ·Q· ·Okay.

·9· ·A· ·Let me just pull up the document here.

10· ·Q· ·Do a search on it.

11· ·A· ·Sorry for the extra time, but I just want to make sure,

12· · · ·because this is important.

13· ·Q· ·I don't find anything for T-A-N.

14· ·A· ·Okay, sorry, yes, that's why, I meant Theresa Tam.· I'm

15· · · ·getting her Medical Officer of Health, her name messed

16· · · ·up here, it's Theresa Tam, Dr. Theresa Tam --

17· ·Q· ·Yeah, page 8.

18· ·A· ·-- so this is on page 8 just before the summary, the

19· · · ·subheading "Summary", and this is when talking about

20· · · ·that that I made unsubstantiated claims, that there are

21· · · ·numerous harms associated with masking, there are no

22· · · ·harms, but we've already discussed that.

23· · · · · · And then -- this is very important, because --

24· · · ·this is very important here, so what he states in that

25· · · ·last sentence:· (as read)

26· · · · · · Indeed, public health experts, including



·1· · · · Dr. Theresa Tam, have walked back any

·2· · · · statements alluding to the potential harms

·3· · · · and increased infection risk of masking.

·4· ·There's no scientific documentation there, so

·5· ·peer-reviewed literature, and what this is -- so what

·6· ·he means, what he means, and if we're blunt about it,

·7· ·is that Dr. Theresa Tam has completely contradicted

·8· ·herself in the context of this pandemic.

·9· · · · And specifically what he's referring to when he

10· ·talks about walking back in his statements, it was that

11· ·a lot of top public health officials, including

12· ·Dr. Tam, Dr. Fauci in the United States, and others and

13· ·agencies like Health Canada were actually discouraging

14· ·the use of masks and widespread use of masks earlier on

15· ·in the pandemic and widespread use of masks earlier on

16· ·in the pandemic, and that was because of the scientific

17· ·evidence available at the time.

18· · · · So, yes, they later walked back the statements,

19· ·and I can tell you that I have yet to know what the

20· ·scientific foundation is for Dr. Theresa Tam walking

21· ·back that statement.· And I point out, as you can see

22· ·by the wording here, you can ask yourself, it's not

23· ·scientific, I don't know what walking back a statement

24· ·actually means.· She never rescinded the statement.

25· ·Yes, I will agree that she downgraded the -- I guess,

26· ·the importance she placed on that, you know,



·1· ·down-playing of masking as an effective protective

·2· ·strategy in the context of SARS-Coronavirus-2 early on,

·3· ·but she never rescinded it.· She did, indeed, dampen it

·4· ·or walked it back to some degree.· And, again, I have

·5· ·yet to see, she hasn't produced any peer-reviewed

·6· ·scientific literature that I've seen.

·7· · · · Now this -- so this becomes very critical, because

·8· ·I'm not going to say -- I can tell you there's lots of

·9· ·literature to suggest there's harms of masking, and it

10· ·doesn't work, and, again, this comes down to the whole

11· ·disagreement is about asymptomatic transmission.· And,

12· ·again, I highlight that in the studies that are cited

13· ·to support this, the vast majority of those studies are

14· ·defining transmission based on PCR positivity, not

15· ·proof -- not demonstrating with using the functional

16· ·virology assay that I said, that there is definitively

17· ·replication-competent viral particles in the sample,

18· ·especially at a concentration that would meet the

19· ·threshold required to cause infection in other

20· ·individuals.

21· · · · So a lot of those studies actually agree,

22· ·potentially, with the outcome that made -- where they

23· ·measured what they did, but they didn't prove that

24· ·there was transmissibility of the sample that they were

25· ·collecting.· And so that's what it comes down to is how

26· ·we interpret asymptomatic transmission in this.



·1· ·Because like I said, we are all in uniform agreement

·2· ·that if somebody is sick, this makes some sense.

·3· · · · And then the other thing is, which I was very

·4· ·surprised, because often scientists who have been

·5· ·speaking out in a way that's perceived to be against

·6· ·the narrative, one of the arguments that constantly

·7· ·comes up is, well, you haven't proven your point with

·8· ·the randomized controlled trials.

·9· · · · So I want to explain to everybody, a lot of

10· ·people, when it comes to clinical medicine, consider a

11· ·randomized controlled trial to be the be-all and

12· ·end-all.· It's where you actually look at a relevant

13· ·clinical setting, and you have your treated group and

14· ·your placebo group or untreated group.· If you're

15· ·talking about masking and SARS-Coronavirus-2, it would

16· ·be a compilation in the context of SARS-Coronavirus-2

17· ·with the potential for it to be transmitted, and you

18· ·would have a population that's masked and a population

19· ·that is unmasked, that would be the negative control

20· ·group, and then you actually see if there is an effect.

21· ·So for everything that has not been accepted in the

22· ·public health narrative, it's because there hasn't been

23· ·a randomized controlled trial.

24· · · · Let me give you an example.· The same Dr. Theresa

25· ·Tam told all of Canada that the concept of vitamin D

26· ·reducing the potential for infection is fake science.



·1· ·I can believe -- I'm an immunologist.· I'm even left

·2· ·with -- I've actually sent a letter to my

·3· ·administration university telling me [sic] that am I

·4· ·going to get in trouble if I continue to teach

·5· ·immunology like I have during my whole career, because

·6· ·I can tell you vitamin D is a critical component of the

·7· ·immune system.· There are -- it functions at such a

·8· ·basic fundamental level with so many aspects of the

·9· ·immune system.

10· · · · Without it, it would be like if somebody is

11· ·familiar with cars and a car engine, it would be like

12· ·if you have a high-performing race car, say, a

13· ·Formula One race car, there's no question, if you

14· ·deactivate one of the cylinders in that engine, it is

15· ·not going to perform as well as if it had that cylinder

16· ·functioning.· It's not going to be competitive in the

17· ·race.

18· · · · And that's the case with vitamin D.· I mean,

19· ·there's thousands and thousands of papers -- I can tell

20· ·you -- I can give you 77 citations right now that show

21· ·the benefit of vitamin D in the context of

22· ·SARS-Coronavirus-2.· That's why we have -- one of the

23· ·reasons we have our annual cold and flu season.· As an

24· ·immunologist, I often don't refer to it as the cold and

25· ·flu season, I refer to it as the low vitamin D season.

26· ·THE CHAIR:· · · · · · · ·Dr. Bridle, I'm not sure that



·1· · · ·vitamin D was really relevant --

·2· ·A· ·No --

·3· · · ·THE CHAIR:· · · · · · · ·-- to --

·4· ·A· ·-- no, I'll probably be back to it immediately, yes,

·5· · · ·thanks, I appreciate that.· So my next comment

·6· · · ·immediately ties it in.

·7· · · · · · And the point being that it was declared that a

·8· · · ·randomized controlled trial, therefore, was needed to

·9· · · ·prove the effectiveness of vitamin D in the context of

10· · · ·SARS-Coronavirus-2.

11· · · · · · And so that's where this ties in.· So when you

12· · · ·have an area where there is definitely, clearly, far

13· · · ·more debate going on and the science is -- it's why you

14· · · ·have even more reason for a randomized clinical trial

15· · · ·if you really want to sort out this issue.

16· · · · · · Now, what I was honestly shocked by is in Dr. Hu's

17· · · ·report, he acknowledged that but then went on to

18· · · ·proceed to argue that a randomized controlled trial

19· · · ·could not be done because this is such a cut-and-dry

20· · · ·topic, because everybody is in such uniform agreement

21· · · ·that masking works in the context of SARS-CoV-2.· Well,

22· · · ·clearly, that is not the case.· If nothing else, my

23· · · ·expert opinion disagrees with his expert opinion.

24· · · ·There's evidence of nonuniform agreement right there.

25· · · ·And when scientists disagree, we need further research

26· · · ·to work it out.



·1· · · · Now, I want to highlight something, because this

·2· ·is very important to understand, randomized controlled

·3· ·trials has been -- that's been the basis for promoting

·4· ·anything to do with treating or protecting from

·5· ·COVID-19.· So what we get to here, and I just want to

·6· ·go to this now -- I thought I'd have these better

·7· ·marked -- so I want to get to this where he talks about

·8· ·the randomized controlled trials, and I think this is

·9· ·in his rebuttal section.· And it talks about -- he uses

10· ·a -- an analogy there.· Let me see here.· Okay, yes,

11· ·right here:· (as read)

12· · · · With respect to the evidence for

13· · · · effectiveness of masking [this is on page 7],

14· · · · Dr. Warren states that in the absence of

15· · · · evidence for randomized controlled trials in

16· · · · meta-analyses ...

17· ·And then it continues on, and that's -- so that's what

18· ·he's responding to, this idea of randomized controlled

19· ·trials.· So he admits it is correct that there are a

20· ·few randomized controlled trials on masking, and

21· ·there's none in the context of SARS-CoV-2 as -- so

22· ·we're talking about a fundamentally different virus.

23· ·Then he says:· (as read)

24· · · · There is an overwhelming burden of evidence

25· · · · from other studies showing the benefits of

26· · · · masking.· Furthermore, it's not ethical to do



·1· · · · RCTs on masking given its significant

·2· · · · benefit.

·3· ·Well, we've just talked about, there's potential harms,

·4· ·potentially even in the context of symptomatic --

·5· ·asymptomatic people, maybe more harm than good.· And it

·6· ·doesn't, for all the reasons I've explained, doesn't

·7· ·help spread SARS-CoV-2 by the aerosol route.· So none

·8· ·of that fits into play here.

·9· · · · And then he goes on to give an analogy that

10· ·this -- to say why the randomized controlled trials

11· ·can't and should not be done with masking.· He says

12· ·this is like parachute-jumping out of an airplane.· We

13· ·wouldn't run a study right now, right, none of us would

14· ·ask for a study to be run asking people to jump out of

15· ·a plane with a control group that is not given a

16· ·parachute, right, and to the test the idea that

17· ·parachutes stop people from dying when jumping out of a

18· ·plane.

19· · · · Well, this is not a fair comparison whatsoever.

20· ·Worse, he got upset about one of the other experts.· He

21· ·actually says here:· (as read)

22· · · · Notwithstanding the factual error on page 6,

23· · · · it is fallacious and unscientific to equate

24· · · · death rates by age in the context of a global

25· · · · pandemic with those of car accidents, with,

26· · · · at a minimum, it is a false dichotomy and



·1· · · · then [et cetera, et cetera].

·2· ·So he was really upset with the use of an analogy to --

·3· ·due to car accidents with deaths caused by an

·4· ·infectious agent in the context of a pandemic but then

·5· ·goes on and uses his own completely, arguably even far

·6· ·more inappropriate, analogy to argue that RCTs have no

·7· ·role to play when it comes to considering the benefits

·8· ·of masking.

·9· · · · And what do I mean by this?· It's intuitive, I

10· ·agree, we're not going to run a study to determine

11· ·whether jumping out of a plane without a parachute

12· ·increases the risk of dying upon impact with the

13· ·ground, and we don't have to.· That experiment has

14· ·naturally been run multiple times.· If people -- if

15· ·somebody jumps from a large height, if they want to

16· ·commit suicide, they know they can jump from a large

17· ·height.· Anybody who falls, plunges to the ground from

18· ·a large height will experience death.· We've had people

19· ·with parachutes jump out of planes, and the parachutes

20· ·failed to deploy, and they've died.· So this is not a

21· ·comparison.

22· · · · The equivalent with -- the RC with masking would

23· ·be that we know that, in the control group, if they do

24· ·not wear the mask, they are going to die.· Yes, that

25· ·would be unethical.· We do not know that.· In fact,

26· ·we're debating that very fact and whether it's actually



·1· · · ·doing anything to protect these people from harm.· And

·2· · · ·so I would actually propose that the precise thing that

·3· · · ·we do need scientifically to sort this out and

·4· · · ·especially if we're going to force people to follow

·5· · · ·this rule, we need to run a randomized controlled trial

·6· · · ·and sort out the science once and for all.

·7· · · · · · So again, you know -- I mean, I'm not going to

·8· · · ·apologize for the long answer, it's a thorough answer,

·9· · · ·and so, no, this is not a clear path.· And I'm sorry,

10· · · ·Dr. Hu has not cornered the market on, you know, the

11· · · ·fact that, you know, being be able to state that

12· · · ·everybody knows this, and everybody agrees on this

13· · · ·fact.

14· ·Q· ·MR. KITCHEN:· · · · · ·Thank you, Dr. Bridle that

15· · · ·answers several other questions that I had.

16· · · · · · Since we're in that area on his report, on page 5

17· · · ·of your report in the last sentence of your section on

18· · · ·asymptomatic transmission, you kind of make a summary

19· · · ·statement, you say:· (as read)

20· · · · · · There is no substantial evidence to suggest

21· · · · · · that people who are asymptomatic represent a

22· · · · · · substantial risk of causing COVID-19 related

23· · · · · · hospitalizations or deaths in others.

24· · · ·Now, as you know, Dr. Hu takes issue with this issue on

25· · · ·page 7 of his report.· He says that you have no

26· · · ·scientific evidence for this statement.· He also says



·1· · · ·the fact that you would make such a statement, quote,

·2· · · ·proves a lack of understanding of asymptomatic

·3· · · ·transmission and its deadly effects on the community.

·4· · · · · · I have a couple questions on this.· My first one

·5· · · ·is do you think there's any scientific evidence to

·6· · · ·support this statement that you made?

·7· ·A· ·Okay, that I think I can answer quickly.· People, first

·8· · · ·of all, can read page 5 of my report, see the citations

·9· · · ·that I have there, and then refer to everything that

10· · · ·I've explained today.

11· · · · · · I understand the science -- so again, with all due

12· · · ·respect, when it comes to asymptomatic transmission,

13· · · ·what we're talking about is we were talking about

14· · · ·fundamental, hard core immunology -- or, sorry,

15· · · ·virology at the interface with immunology.· That is

16· · · ·precisely my area of expertise.· I'm a viral

17· · · ·immunologist.· This has nothing to do with public

18· · · ·health or anything like -- it has public health

19· · · ·implications, but the science behind this, this is how

20· · · ·a host immune system interacts with a virus that

21· · · ·dictates whether or not the outcome is going to be

22· · · ·potential transmission and infection and causing

23· · · ·disease in others.· And I mean people can take my

24· · · ·expert, you know, commentary or not.· Like I said, I

25· · · ·have the citations there, and I've talked at length

26· · · ·about the science, the precise mechanisms governing



·1· ·this.

·2· · · · And just so that you understand, I don't know if

·3· ·people can see, but I actually appreciate being asked

·4· ·the question, because I've got that very thing marked

·5· ·up, so I'm glad I actually got to talk about this,

·6· ·because, again, I have been called upon to review lots

·7· ·of literature, grant applications, scientific

·8· ·publications, right, manuscripts people want to publish

·9· ·in peer-reviewed journals.· And sorry to be blunt here,

10· ·but this -- this report from Dr. Hu was and --

11· ·generally unprofessional, disrespectful in tone, very

12· ·much highlighted here.· That's why I have this actually

13· ·underlined, because it's quite offensive.· He uses

14· ·language that is offensive, accusatory.· He makes

15· ·assumptions.· He's hypocritical in areas of his report.

16· ·And I can give examples of all of these so -- if I

17· ·wish, and this is one of them.· And he makes

18· ·demonstrable -- you know, many claims that lack

19· ·evidence, lacks citations or that are only backed up by

20· ·hearsay evidence, and then makes these kind of

21· ·statements, right, that as an expert in this area --

22· ·and I'm sorry, but looking at the expertise, I am quite

23· ·confident that I have deeper expertise in the area

24· ·directly relevant to understanding asymptomatic

25· ·transmission or lack thereof.· And he's actually

26· ·arguing that I am provide -- that I have no scientific



·1· ·evidence.· That is a lie.· That is a lie.· I provided

·2· ·the scientific evidence today.· I have all these

·3· ·citations.· I'm looking at page 5 of -- and I see all

·4· ·kinds of citations listed here and a description of the

·5· ·science.· And he says this proves -- somehow this

·6· ·proves a lack of understanding.· Like this means me,

·7· ·that I do not understand this.

·8· · · · This is unprofessional.· I don't do -- write this

·9· ·way in any of my reports, so I'm sorry, this group

10· ·needs to understand this.· I have been involved in a

11· ·lot of court proceedings.· I have been involved in a

12· ·lot of scientific proceedings.· This is not a

13· ·scientifically or medically acceptable document for

14· ·interacting with other scientists or medical

15· ·professionals, and this highlights it.

16· · · · So thank you, because I didn't know if I'd have

17· ·the opportunity to share with the group, but this

18· ·statement is -- there's several others, and I'm not

19· ·going to take the time, but if anybody has a question,

20· ·I can prove what I just -- my overview of his report,

21· ·but that is, certainly I had listed, as the most

22· ·egregious statement against myself.

23· · · · We have to respect one another as scientists and

24· ·physicians.· I do respect Dr. Hu's perspective.· Like I

25· ·said, I agree with much of his science, and I've

26· ·acknowledged the peer-reviewed publications that he's



·1· · · ·used as valid, you know, acceptable scientific

·2· · · ·publications.· I think we need to be very careful, and

·3· · · ·this stepped over the line, in my opinion, in terms

·4· · · ·professionalism in this kind of environment.

·5· ·Q· ·Thank you, Dr. Bridle.· I am almost done.· I know this

·6· · · ·might be obvious, is there an important difference

·7· · · ·between correlation and causation?

·8· ·A· ·Yeah, absolutely.· A massive difference.· The burden of

·9· · · ·proof is vastly higher for causations.· Correlation can

10· · · ·contribute to the overall determination of causation,

11· · · ·but causation means that you know for sure that one

12· · · ·thing influences the outcome of another thing, directly

13· · · ·influences it, not, you know, has a direct impact on a

14· · · ·certain outcome.

15· · · · · · So, for example, we know that SARS-Coronavirus-2

16· · · ·is the causative agent of the disease we call COVID-19.

17· · · ·If somebody is not infected with SARS-Coronavirus-2,

18· · · ·they will not get COVID-19, and if we infect them with

19· · · ·a different virus, they will not get COVID-19.· It's a

20· · · ·causative agent, right?· So it's a cause-and-effect

21· · · ·relationship.

22· · · · · · A correlation means that something trends in the

23· · · ·same direction as something else, you know.· And a

24· · · ·classic example -- and so I talk about this quite a

25· · · ·bit, because when I teach actually my immunology

26· · · ·students, because it is important to understand the



·1· · · ·difference, so, for example, when it comes to -- you

·2· · · ·know, one of the correlations that does -- that is

·3· · · ·related and does have some link through causation, as

·4· · · ·we get older, people tend to have a greater risk of

·5· · · ·getting cancer.· And there's two reasons:

·6· · · ·Scientifically one is we get exposed to more potential

·7· · · ·mutagens that can cause cells to turn cancerous; also

·8· · · ·our immunological function declines, and our immune

·9· · · ·system is very good at controlling cancers, right?· But

10· · · ·there's many other things that correlate with age as

11· · · ·well, right?

12· · · · · · So I don't know -- for example, as you get older,

13· · · ·there's also a greater use, on average, of dental

14· · · ·implants, right, as people lose their teeth, but that's

15· · · ·not a causation to have cancer, for example.· So that

16· · · ·would be an example of a correlation, right, somebody

17· · · ·getting older, where if something gets -- as they get

18· · · ·older, there's an event that happens more frequently

19· · · ·among that population, but that event doesn't

20· · · ·necessarily mean that it's the cause of another event

21· · · ·that increases in frequency in that older population.

22· · · ·So, yeah, there's a huge difference.

23· ·Q· ·Dr. Hu stated in his report that, quote:· (as read)

24· · · · · · A very, very, very large number of health

25· · · · · · care workers in Italy contracted and died

26· · · · · · from COVID in early 2020.



·1· · · ·He concluded that part of the reason that happened is

·2· · · ·because the Italian health care workers ran out of

·3· · · ·masks.· Now, in your opinion, is there a causal link

·4· · · ·between masking and what happened to the Italian health

·5· · · ·care workers, or is there only a correlation link?

·6· ·A· ·Do you have a page number for that so I can take a

·7· · · ·quick look?

·8· ·Q· ·That I think was in his examination.· It's not in his

·9· · · ·report, but I can --

10· ·A· ·Okay, I didn't recognize it --

11· ·Q· ·-- invite my friend to --

12· ·A· ·-- that's fine.· So, yeah, I -- yeah, that's fine, I

13· · · ·can comment on that.· I heard the question.

14· · · · · · So, no, that's clearly not.· So, again, if -- in

15· · · ·that case, when you're talking about a clinical

16· · · ·scenario, a complicated clinical scenario where there's

17· · · ·other things happened, so what I mean by this is it's

18· · · ·very different from a lot of the, for example,

19· · · ·preclinical experiments that I run.· I can run

20· · · ·experiments in very controlled environments.

21· · · · · · So, for example, if I run a study in mice, these

22· · · ·mice are all genetically identical.· They are all the

23· · · ·same sex.· They are fed the same food.· They're housed

24· · · ·in the same environments.· They -- and so we can divide

25· · · ·them, and we can have one treatment differ between

26· · · ·them, one thing.· And so it's very easy then to



·1· ·attribute an effect to that one thing because

·2· ·everything else is controlled.

·3· · · · So in the scenario that Dr. Hu was talking about,

·4· ·the only way that you could potentially allude strongly

·5· ·to causation is with a randomized controlled trial.

·6· ·That's the whole point.· And so the reason it's so --

·7· ·what randomized controlled trials are is they take

·8· ·account for these real life settings.· So in the real

·9· ·world, when you're dealing with a clinical scenario

10· ·where you're talking about an outbred population,

11· ·you're talking about males and females, you're talking

12· ·about old and young, you're talking about different

13· ·lifestyles, different historical exposures to

14· ·pathogens, et cetera, et cetera, and, therefore,

15· ·different immunological programming and -- you know,

16· ·and you're dealing with a pathogen and different

17· ·potential exposures to that pathogen across that

18· ·population, you're talking about many, many

19· ·uncontrolled variables.

20· · · · So what a randomized controlled trial is you try

21· ·to account for all those variables by getting those

22· ·variables equally distributed as much as possible among

23· ·the two groups.· That's why it's called a randomized

24· ·trial:· You literally random -- you can take two

25· ·people, they randomly get associated to either the test

26· ·arm or the control arm.· And the idea of it's



·1· · · ·totally -- if it is truly random, then at the end of

·2· · · ·the day, both arms of your trial should have people

·3· · · ·that represent the whole -- all those variables that

·4· · · ·exist in the real world should be --

·5· · · ·THE CHAIR:· · · · · · · ·Dr. Bridle, could -- I'm

·6· · · ·not --

·7· ·A· ·Yes.

·8· · · ·THE CHAIR:· · · · · · · ·-- sure that this is really

·9· · · ·relevant.· Could we get back to the question, please?

10· ·A· ·Oh, yeah, well, it is relevant because this is the way

11· · · ·that Dr. Hu could have made his conclusion and should

12· · · ·have.

13· · · · · · And so with the relevant -- and so what I'm saying

14· · · ·is with this randomized controlled trial, you equalize

15· · · ·all those variables, it's very large because of all the

16· · · ·variables, and then when you run those kind of studies,

17· · · ·that is what allows you to draw strong conclusions

18· · · ·about the potential causation of a variable, which, in

19· · · ·this case, is masking.

20· · · · · · In the scenario that you just posed, there's no

21· · · ·way causation could be attributed to masking.· There

22· · · ·were far too many uncontrolled variables that were not

23· · · ·accounted for.

24· ·Q· ·MR. KITCHEN:· · · · · ·I've only got one more

25· · · ·question on this and then one final question, and then

26· · · ·I'll be done.



·1· · · · · · Dr. Hu in his testimony, so in his questioning, he

·2· · · ·described the lockdown restrictions imposed in Alberta

·3· · · ·in November and December of 2020, so a little over a

·4· · · ·year ago now.· He stated cases went up after the

·5· · · ·lockdown, but eventually later on cases went down.· He

·6· · · ·then concluded that the lockdown did not cause the

·7· · · ·initial rise in cases, but that it did cause the

·8· · · ·eventual drop in cases.· In your opinion, is this a

·9· · · ·logical or scientific conclusion?

10· ·A· ·No.· So actually he had the latter part of that

11· · · ·argument in his report highlighting -- trying to

12· · · ·highlight that these lockdown measures, including

13· · · ·masking a key component, had contributed to the

14· · · ·dramatic decline in cases.

15· · · · · · So more recent history demonstrates that that is

16· · · ·patently false, that that's just the reality.· That was

17· · · ·looking sort of -- taking a snapshot in time.· So

18· · · ·again, first of all, it's correlative at best.

19· · · ·Secondly, I -- at least it was in the report.· I didn't

20· · · ·see any peer-reviewed scientific -- I didn't see any

21· · · ·citations attributed to his comments there.· That's one

22· · · ·thing that I had noted.· And further, it's one snapshot

23· · · ·in time; it was looking at the tail end of one of major

24· · · ·waves of the pandemic -- waves of positive test results

25· · · ·for SARS-Coronavirus-2.

26· · · · · · And what I would like to highlight is that since



·1· · · ·he highlighted that snapshot in time, we have had a

·2· · · ·record-shattering wave of the Omicron variant, where

·3· · · ·all the historical stuff that was being I guess

·4· · · ·highlighted as the reason for that decline, right, it

·5· · · ·was still in place, coupled with the fact that the vast

·6· · · ·majority of people were then vaccinated to add

·7· · · ·additional -- an additional layer of protection, we had

·8· · · ·record-shattering cases of Omicron.

·9· · · · · · So clearly, like -- and so again -- and I mean,

10· · · ·I'm a scientist and when I have the data, make certain

11· · · ·statements when there's overstatements or things

12· · · ·misstated.· I don't think it's incorrect for me, as a

13· · · ·scientist, to declare something like that as being

14· · · ·patently false.

15· ·Q· ·Thank you.

16· · · ·MR. KITCHEN· · · · · · · Those are all my questions on

17· · · ·direct examination.· So, Mr. Maxston, I've managed --

18· · · ·(INDISCERNIBLE) --

19· · · ·THE CHAIR:· · · · · · · ·Mr. Maxston (INDISCERNIBLE),

20· · · ·would you like a few minutes?

21· · · ·MR. MAXSTON:· · · · · · ·I think, in fairness to Madam

22· · · ·Court Reporter, we should take at least a 10-minute

23· · · ·break.· Again, I don't expect to be particularly long,

24· · · ·but Mr. Kitchen may have some redirect, and I think we

25· · · ·should take -- just take a 10-minute break if you're

26· · · ·comfortable with that, Mr. Chair.



·1· · · ·THE CHAIR:· · · · · · · ·I'm fine with that.· It's

·2· · · ·3:55, so we'll come back at 10 after 4.· Thank you.

·3· · · ·(ADJOURNMENT)

·4· · · ·THE CHAIR:· · · · · · · ·Okay, I think we're all back,

·5· · · ·so Mr. Kitchen has completed his direct, and we'll ask

·6· · · ·Mr. Maxston to continue.

·7· · · ·MR. MAXSTON:· · · · · · ·Thank you, Mr. Chair.

·8· · · ·Mr. Maxston Cross-examines the Witness

·9· ·Q· ·MR. MAXSTON:· · · · · ·Good afternoon, Dr. Bridle.  I

10· · · ·wanted to begin by saying that I was very displeased to

11· · · ·hear your expert testimony on the effects of aging.· I,

12· · · ·however, will not use that to attack your credibility,

13· · · ·I tend to agree with it, I have to admit, but,

14· · · ·nonetheless, I thought that was something we should all

15· · · ·not take into account in today's hearing.

16· · · · · · I have a couple of clarification questions for

17· · · ·you, Dr. Bridle.· When I looked at your cv, and then I

18· · · ·Googled you at the University of Guelph, I just want to

19· · · ·be clear that your position is at the University of

20· · · ·Guelph in the pathobiology department at the Ontario

21· · · ·Veterinary College; is that accurate?

22· ·A· ·That is accurate.

23· ·Q· ·And that's part of the Doctor of Veterinary Medicine

24· · · ·program; is that correct?

25· ·A· ·Yes, that's correct, yeah, as alluded to before, a lot

26· · · ·of my teaching is actually of the students enrolled in



·1· · · ·the Doctor of Veterinary Medicine program.

·2· ·Q· ·Right.

·3· ·A· ·Yeah.

·4· ·Q· ·You had some discussions with Mr. Kitchen where you

·5· · · ·talked about what was occurring at Guelph University.

·6· · · ·Over the course of the pandemic, have there been any

·7· · · ·requirements at Guelph University for you as staff or

·8· · · ·perhaps students to mask if there's in-class settings

·9· · · ·or teaching?

10· ·A· ·So just -- so, yes, just to clarify, not just students

11· · · ·and staff but faculty as well.· So actually I'm

12· · · ·technically not a staff member.· So just so people

13· · · ·understand, yeah, there's three categories of people at

14· · · ·the university:· Faculty, who are the professors is

15· · · ·what we're referred to; the staff -- we're represented

16· · · ·by the University of Guelph Faculty Association is kind

17· · · ·of the best way to distinguish; then there's our staff,

18· · · ·and many of them are affiliated with fundamentally

19· · · ·different unions; and then there's the student

20· · · ·population.

21· · · · · · But all three populations, yes, there have been

22· · · ·masking policies that were implemented at the

23· · · ·University of Guelph, yes.

24· ·Q· ·And did you comply with those masking policies,

25· · · ·Dr. Bridle?

26· ·A· ·I did.· I respect the law, and I respect rules, and so



·1· · · ·even though I -- you know, what I've shared with you

·2· · · ·today, I respect those rules and adhere to them, yes.

·3· ·Q· ·I think you mentioned as well that when you went for a

·4· · · ·hair cut, you or the barber or the hairdresser had to

·5· · · ·wear masks, and that, I'm assuming, was because of the

·6· · · ·Chief Medical Officer of Health order or something like

·7· · · ·that; would that be correct?

·8· ·A· ·That is correct, yes.

·9· ·Q· ·So you observed that as well, that masking requirement,

10· · · ·I should say?

11· ·A· ·Oh, yes, I acknowledged that masking requirements have

12· · · ·been implemented in many places, yes, including my

13· · · ·public health area, yes.

14· ·Q· ·Yeah, and more to the point, when you went to see the

15· · · ·barber or to get a hair cut, you complied with those?

16· ·A· ·I did so I'd get my hair cut, yes.

17· ·Q· ·I think you were very fair in saying, Dr. Bridle, that

18· · · ·there were I think some fairly significant areas where

19· · · ·you and Dr. Hu were, I think you'd even said, a hundred

20· · · ·percent in agreement, and I think that was in the

21· · · ·context of masking and persons who are symptomatic and

22· · · ·the benefits of masking.· I think that's what you said

23· · · ·anyhow.

24· · · · · · I think, isn't it fair to say, that for a

25· · · ·chiropractor, that person treating a patient can't

26· · · ·definitively know whether the patient is symptomatic or



·1· · · ·asymptomatic; would you agree with that?

·2· ·A· ·Well, okay, so from a technical -- from a technical

·3· · · ·standpoint, nobody can know without screening or asking

·4· · · ·whether somebody is symptomatic.· So again, as I

·5· · · ·explained earlier, but I can explain again because it's

·6· · · ·a common area where people don't quite understand the

·7· · · ·distinction, so a sign is something that somebody

·8· · · ·external to the individual can identify, can use to

·9· · · ·identify that somebody is sick.· A symptom is something

10· · · ·that a person experiences that's associated with

11· · · ·sickness.

12· · · · · · So specific -- so nobody -- so, in other words, by

13· · · ·definition, nobody upfront can identify whether

14· · · ·somebody has a particular symptom, but you can identify

15· · · ·if somebody has a particular sign.· And again, so --

16· · · ·and I can't comment beyond that in terms of

17· · · ·chiropractors.· I -- that's not my area of expertise.

18· · · ·I'm not sure exactly how it works, but --

19· · · · · · So, for example, in my field of expertise, that's

20· · · ·why we've been using the prescreening, and again it's

21· · · ·asking the questions.· By asking the questions, if

22· · · ·people have -- are experiencing any symptoms or showing

23· · · ·any signs, then they are not to go in, you know, to the

24· · · ·workplace, my workplace, for example.· I can't comment

25· · · ·on what happens in a chiropractor's office though.

26· ·Q· ·Okay.· I'm not going to take you through all the



·1· · · ·exhibits that are in front of the hearing relating to

·2· · · ·mask mandates and mask requirements, but -- and I'll

·3· · · ·indulge -- hopefully my friend will indulge me a little

·4· · · ·bit, rather, I'll just tell you that there have been

·5· · · ·some exhibits from entities like Alberta Health

·6· · · ·Services and the Chief Medical Officer of Health in

·7· · · ·Alberta which set out mandatory masking and social

·8· · · ·distancing, and I'm talking about the typical blue

·9· · · ·medical masks, not N95s and things like that, and that

10· · · ·you referred to Dr. Tam as well.

11· · · · · · It's probably fair to say, isn't it, that you

12· · · ·disagree with those type of mandates?

13· ·A· ·In the context of asymptomatic individuals, yes.  I

14· · · ·agree with them in the context of symptomatic

15· · · ·individuals for all the reasons that I've stated

16· · · ·earlier.

17· ·Q· ·I'm wondering -- and again you may not have had the

18· · · ·chance to review this in detail, I'm not going to take

19· · · ·you towards it -- but one of the key documents in this

20· · · ·hearing is a Pandemic Directive that the College of

21· · · ·Chiropractors created that, among other things,

22· · · ·required social distancing and masking.

23· · · · · · I'm assuming that, in your work, you do have

24· · · ·contact with members of regulated professions, perhaps

25· · · ·physicians, maybe lab techs, CLXTs, others.· Are you

26· · · ·familiar with generally the concept of self-regulation



·1· · · ·for professionals?

·2· ·A· ·Yes, I have, yeah, multiple clinical colleagues, so,

·3· · · ·yes, through them, I understand this to a certain

·4· · · ·degree.

·5· ·Q· ·And I don't want to go into a lot of detail, but if you

·6· · · ·were to look at the Ontario Regulated Health

·7· · · ·Professions Act, which I understand is an omnibus

·8· · · ·legislation, it sets up a college like the College of

·9· · · ·Physicians and Surgeons, the CPSO, and is it your

10· · · ·understanding that that organization sets up

11· · · ·registration requirements for physicians that they have

12· · · ·to meet before they can become registered as

13· · · ·physicians?

14· · · · · · Sorry, you're muted.

15· ·A· ·So I -- honestly, I can't comment in much detail on

16· · · ·that.· I mean, I know that my clinical colleagues are

17· · · ·licensed by a body, for example, in Ontario, like you

18· · · ·said, like the College of Physician and Surgeons of

19· · · ·Ontario, but the actual licensing process and the

20· · · ·administrative structure and how that's managed, I --

21· · · ·I'm sorry, I don't have the expertise to comment on

22· · · ·that.

23· ·Q· ·Yeah, and fair enough.· I didn't want to take you

24· · · ·there; I was just trying to, you know, get your sense,

25· · · ·I mean, in your work, that you're aware of the fact,

26· · · ·for example, that a physician has to register with the



·1· · · ·CPSO before they can practice as a physician.

·2· · · · · · Are you also generally aware that, again, a member

·3· · · ·of the CPSO has to have annual, continuing competence

·4· · · ·requirements, has to meet recordkeeping requirements,

·5· · · ·and those type of things established by the CPSO?

·6· · · ·MR. KITCHEN:· · · · · · ·Mr. Maxston, look, we all know

·7· · · ·where you're going, and tomorrow I have a member of the

·8· · · ·CPSO up, and I'm not going to object.· You're going to

·9· · · ·ask him these questions, I'm not going to object

10· · · ·because he's a member of the CPSO.· Dr. Bridle --

11· · · ·(AUDIO/VIDEO FEED LOST)

12· · · ·THE CHAIR:· · · · · · · ·You've gone -- you're frozen,

13· · · ·Mr. Kitchen.

14· · · ·MR. KITCHEN:· · · · · · ·-- have him talk about

15· · · ·regulated members when he's not one.

16· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, you just froze

17· · · ·there a bit, so I'm not going to proceed with that line

18· · · ·of questioning then, that's fine.

19· ·Q· ·MR. MAXSTON:· · · · · ·In your -- as your job and in

20· · · ·your area of expertise, I'm assuming you've looked at

21· · · ·the Ontario equivalents to, broadly speaking, the

22· · · ·Alberta Chief Medical Officer of Health masking and

23· · · ·social distancing requirements; is that fair to say?

24· · · · · · Oh, I think you're muted, sorry.

25· ·A· ·It's not showing that -- can you hear me?

26· · · ·MR. KITCHEN· · · · · · · Yeah.



·1· ·Q· ·MR. MAXSTON:· · · · · ·Yeah.

·2· ·A· ·Okay, yeah, so I -- yes, yes, is my answer.

·3· ·Q· ·Would it, keeping in mind your comments to me about

·4· · · ·your visit to the barber and what happened at the

·5· · · ·university, your university in terms of the masking

·6· · · ·requirements, would you think that it's important to

·7· · · ·comply with CMOH orders?

·8· ·A· ·So could you clarify that question?· What do you mean

·9· · · ·exactly, like in which context?· I mean, if I want to

10· · · ·get food from a grocery store to feed my family, of

11· · · ·course, I think it's important to comply so that I can

12· · · ·get food.

13· · · · · · Do I think that I need to be masked in those

14· · · ·scenarios?· No.· Do I take every opportunity to not

15· · · ·wear my mask where it's allowed?· Yes.· You know, so

16· · · ·I'm not quite clear.· That's how I would answer that.

17· · · ·Maybe a more specific form --

18· ·Q· ·No, I was looking -- I'm sorry, I was looking to ask

19· · · ·you some questions about the masking components of

20· · · ·Medical Officer of Health orders, but I think you

21· · · ·answered that before when we talked about the policies

22· · · ·at the University of Guelph.

23· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions for

24· · · ·you, Dr. Bridle.· Thank you very much.

25· ·A· ·Okay, thank you.

26· · · ·Mr. Kitchen Re-examines the Witness



·1· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, I just have two

·2· · · ·questions in redirect.· When you wear a mask because

·3· · · ·you have to to get groceries or work (INDISCERNIBLE),

·4· · · ·do you do so willingly or is it (INDISCERNIBLE)?

·5· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, you're frozen,

·6· · · ·and you broke up with your question.

·7· · · ·MR. KITCHEN· · · · · · · Okay, I apologize, I'll ask it

·8· · · ·again.

·9· ·A· ·I did -- I heard the question, but did the rest of the

10· · · ·members would like -- would you like them repeated?

11· · · ·MR. KITCHEN· · · · · · · No, Karoline didn't hear it,

12· · · ·so I'll have to ask it again.· I apologize.

13· ·Q· ·MR. KITCHEN:· · · · · ·When you wear the mask, you

14· · · ·just referred to wearing it to do groceries, you

15· · · ·referred to wearing it at work, at the University of

16· · · ·Guelph; when you wear it, do you wear it against your

17· · · ·will?

18· ·A· ·100 percent, yes.

19· ·Q· ·Do you think the prescreening questions that are pretty

20· · · ·typical in your office and would be typical in

21· · · ·Dr. Wall's office and any other chiropractor's office,

22· · · ·do you think those questions are pretty effective at

23· · · ·keeping symptomatic people out of the offices?

24· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm going to have

25· · · ·to object to that because Dr. Bridle has already said

26· · · ·he knows nothing about chiropractic clinics, so I



·1· · · ·really don't think he can answer that question, at

·2· · · ·least --

·3· · · ·MR. KITCHEN· · · · · · · Okay.

·4· · · ·MR. MAXSTON:· · · · · · ·-- the second part of your

·5· · · ·question anyhow.

·6· · · ·MR. KITCHEN:· · · · · · ·Point taken.

·7· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, let me ask you it

·8· · · ·this way:· You have -- you said you have prescreening

·9· · · ·questions for your laboratory; do you think those

10· · · ·prescreening questions are effective at keeping

11· · · ·symptomatic people away from the laboratory?

12· ·A· ·Yes, absolutely.· So as I explained, symptoms are

13· · · ·something that somebody experiences, and the only way

14· · · ·to understand whether somebody's experiencing them is

15· · · ·to ask questions.

16· · · · · · So, for example, if you go to a physician, that's

17· · · ·what they're designed to do, there are certain signs

18· · · ·they can look for.· So a sign, again, would be

19· · · ·something -- so, example, when they take your

20· · · ·temperature, they're looking for evidence of fever.

21· · · ·That's something they can objectively assess

22· · · ·themselves.· You don't have to tell them that you have

23· · · ·a fever, and then that's something that's a sign -- or,

24· · · ·sorry, a -- yeah, a sign, therefore, of sickness.

25· · · · · · Symptoms -- and symptoms can precede, can precede

26· · · ·a lot of the signs.· So that's the best way to actually



·1· · · ·screen is for symptoms, which is something somebody is

·2· · · ·experiencing and an objective third party cannot

·3· · · ·directly observe.· So the only way to get that out,

·4· · · ·whether you go to a physician or anything else is by

·5· · · ·asking the relevant questions.

·6· · · · · · And the -- so, for example, so the one that's used

·7· · · ·for my workplace was designed in consultation with

·8· · · ·physicians, who are experts at asking the relevant

·9· · · ·questions about symptomology, to assess whether

10· · · ·somebody is sick -- and in my experience, that has been

11· · · ·very effective.· For the first time since those

12· · · ·questions were implemented at the university, and it's

13· · · ·the first time in the history of my laboratory that I

14· · · ·have consistently not seen, not even once, one of my

15· · · ·lab members come into work sick, whereas it was a

16· · · ·relatively common occurrence prior to that.

17· ·Q· ·Is there any logical reason to think that if Dr. Wall

18· · · ·was to ask the same questions of his patients that it

19· · · ·would be any less effective for him than it is for you?

20· · · ·MR. MAXSTON:· · · · · · ·I'm going to object to that

21· · · ·too, Mr. Kitchen; it's just beyond his scope.

22· · · ·MR. KITCHEN:· · · · · · ·I disagree.· I think it's

23· · · ·perfectly legitimate.· The way I asked it was is there

24· · · ·any logical reason to think it would be any different,

25· · · ·so that's not a scope question.

26· · · ·MR. MAXSTON:· · · · · · ·I don't think Dr. Bridle can



·1· · · ·even comment on whether it's logical or not when he

·2· · · ·doesn't know what happens in a chiropractic office or

·3· · · ·what the specific requirements were for any screening

·4· · · ·that Dr. Wall carried out.· I just think it's too far

·5· · · ·afield of what he can comment on.

·6· · · ·MR. KITCHEN:· · · · · · ·Well, Chair, I put it to you;

·7· · · ·I think it's a perfectly legitimate question.

·8· · · ·THE CHAIR:· · · · · · · ·Okay, we will caucus and get

·9· · · ·back to you as quickly as we can.

10· · · ·(ADJOURNMENT)

11· · · ·THE CHAIR:· · · · · · · ·The Hearing Tribunal has

12· · · ·discussed the matter, and we've decided to allow the

13· · · ·question.

14· ·Q· ·MR. KITCHEN:· · · · · ·So, Dr. Bridle, I'll just

15· · · ·re-phrase it -- or not re-phrase it, re-ask it.

16· · · · · · Is there any logical reason to think that if

17· · · ·Dr. Wall, in his chiropractic office was using the same

18· · · ·questions that you've been using that he would have

19· · · ·different results?

20· ·A· ·There would be no reason to expect different results.

21· · · ·The expectation, what we were expected to do with ours

22· · · ·is make sure -- let's put it this way:· As long as the

23· · · ·questions are comprehensive enough and thorough enough

24· · · ·that a -- the average physician would be able to make a

25· · · ·reasonable assessment as to whether or not somebody is

26· · · ·or is not infected, that that's going to be an



·1· · · ·appropriate questionnaire.

·2· · · · · · And just I guess maybe to help for you to

·3· · · ·interpret, one of the things that the -- well, yeah,

·4· · · ·let's just leave it at that.· That's ultimately the

·5· · · ·litmus test:· Physicians are the experts at diagnosing

·6· · · ·disease, and if they've designed a questionnaire that

·7· · · ·would allow them to get the same information that they

·8· · · ·would out of the individual, should they be a patient

·9· · · ·in their office, and they're screening for disease,

10· · · ·yes, that questionnaire would be university applicable

11· · · ·irrespective of the environment.

12· ·Q· ·And my friend can object to this if he wants, but would

13· · · ·you agree with me that those are administrative

14· · · ·controls; is that an appropriate term to call those?

15· ·A· ·Yes.

16· · · ·MR. KITCHEN:· · · · · · ·Those are my questions on

17· · · ·redirect.

18· · · ·THE CHAIR:· · · · · · · ·Okay, thank you, Mr. Kitchen.

19· · · ·I think we'll just take a few brief minutes for a break

20· · · ·just to see if the Panel has any questions for

21· · · ·Dr. Bridle, so we'll be back with you as quickly as we

22· · · ·can.· If you could put us in our break-out, thank you.

23· · · ·MR. KITCHEN· · · · · · · Thank you.

24· · · ·(ADJOURNMENT)

25· · · ·THE CHAIR:· · · · · · · ·Okay, I think we're all back.

26· · · ·Thank you for your patience.



·1· · · · · · Dr. Aldcorn does have one question she would like

·2· · · ·to ask Dr. Bridle.

·3· · · ·The Tribunal Questions the Witness

·4· ·Q· ·DR. ALDCORN:· · · · · ·Hi, Dr. Bridle.· Just

·5· · · ·regarding the IFR, you commented that in 2019, there

·6· · · ·was a prediction that the -- that there could be as

·7· · · ·much as 10 percent with regards to COVID-19 in terms of

·8· · · ·those who are infectious who get the disease, right?

·9· · · ·And then you mentioned, in early 2021, studies had

10· · · ·shown that it was about .15 percent, and now even less.

11· · · ·So I'm curious to know if there's any research or

12· · · ·studies or -- to the best of your knowledge, if you

13· · · ·knew that there was any percentage given in the time

14· · · ·frame that we're concerned about, which would be from

15· · · ·May to December 2020.

16· ·A· ·Yeah, in that -- so that study that I cited in my

17· · · ·report includes that time frame.· So it would include

18· · · ·everything from -- I was assessing everything from the

19· · · ·beginning up until -- so the very earliest that it

20· · · ·would have included data, and I'm not even certain --

21· · · ·I'd have to go back, and I have -- and double-check,

22· · · ·but the earliest would have been, you know, like maybe

23· · · ·January 2021, but the data would have been all from the

24· · · ·start of the declared pandemic up until the end of

25· · · ·December for sure.

26· · · · · · It wouldn't have anything much newer than that,



·1· ·because the way publications work, the publication

·2· ·process, just so you can understand the timing

·3· ·therefore, is normally what happens is when we have a

·4· ·manuscript ready, we submit it to a journal.· And then

·5· ·what will happen is an editor will be assigned, then

·6· ·they'll try and recruit reviewers.· Once they've

·7· ·identified reviewers for it, that paper gets sent to

·8· ·the reviewers.· So there's a review process.

·9· · · · Normally reviewer -- so that process -- that

10· ·process right there often takes a week, and then the

11· ·review process always takes a minimum of two weeks,

12· ·depends on the journal.· Some like report back in two

13· ·weeks, some three weeks, and sometimes they don't get

14· ·them back when requested from reviewers, and they have

15· ·to solicit them and try to remind the reviewers to get

16· ·it in.

17· · · · But so the point is, ideally then, they're going

18· ·to get those initial reports after one month from the

19· ·initial submission, and almost always, it's very, very

20· ·rare for a manuscript to be accepted immediately with

21· ·no revisions.· So almost always, if a manuscript is

22· ·going to be accepted, it is with revisions, and then,

23· ·depending on how much revision they feel is necessary,

24· ·that's going to dictate the -- dictate the time the

25· ·authors have to go back and revise their manuscript.

26· ·So for example, if they had to generate new data or run



·1· · · ·new experiments, it's going to be -- it could be months

·2· · · ·they're given.

·3· · · · · · But for an article like this though, it would

·4· · · ·usually be a matter of weeks, and then that revised

·5· · · ·version goes back, and then, often, their reviewers

·6· · · ·have one final review, and then if they're satisfied

·7· · · ·with the changes, they'll approve it, the manuscript

·8· · · ·will be accepted.· And then, at that point, it's called

·9· · · ·what we call in press, and then a short time thereafter

10· · · ·it will be published.· So --

11· ·Q· ·So, sorry, so just -- so the question then, it was

12· · · ·released or -- in some capacity in 2021.· It --

13· ·A· ·Exactly.

14· ·Q· ·-- was based on the information from 2020 --

15· ·A· ·Exactly because --

16· ·Q· ·-- so the --

17· ·A· ·-- even though it was several months into 2021, the

18· · · ·data that they would have had available when they first

19· · · ·submitted it would have been for -- mainly from that

20· · · ·duration you're talking about.

21· ·Q· ·Sure.· So in the latter stages of 2020, would we have

22· · · ·had -- would you or the population or whatever have any

23· · · ·idea that 10 percent wasn't the number that we were

24· · · ·looking at in the middle of 2020?

25· ·A· ·Yes, yes.· Yeah, that was very quickly obvious.· So,

26· · · ·again, what I mentioned is it wasn't a prediction that



·1· · · ·the infection fatality rate would be 1 to 10 percent;

·2· · · ·it was that initial like immediate concern that it

·3· · · ·could potentially be that.· It wasn't like any kind of

·4· · · ·modelling was done.· This was high profile public

·5· · · ·health officials, like Fauci, like Theresa Tam,

·6· · · ·expressing this potential concern, but we very

·7· · · ·quickly -- it didn't take much time before we knew, we

·8· · · ·really started to narrow down the high-risk

·9· · · ·demographics.

10· · · · · · And so we knew very early on, again, that the

11· · · ·highest risk demographics were the frail elderly, those

12· · · ·who are immunosuppressed, those who are obese, and

13· · · ·those who have multiple comorbidities.· And for the

14· · · ·rest of the people, we knew, so very earlier on, that

15· · · ·the risk of fatality from infection from this

16· · · ·particular virus was quite low, yes.

17· · · ·DR. ALDCORN:· · · · · · ·Thank you.

18· ·A· ·No problem.

19· · · ·MR. KITCHEN:· · · · · · ·I'm going to ask for

20· · · ·permission to ask a follow-up question.

21· · · ·THE CHAIR:· · · · · · · ·Okay.

22· · · ·Mr. Kitchen Re-examines the Witness

23· · · ·MR. KITCHEN:· · · · · · ·And I'll give you the

24· · · ·question, and then you can let me know if you're okay

25· · · ·with it.

26· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Bridle, what do you mean



·1· · · ·by "very early", right?· Because it came in March 2020.

·2· · · ·So the Pandemic Directive came out in May of 2020, so

·3· · · ·it's important that we know what you mean by what's

·4· · · ·"very early", that we knew it wasn't going to be as

·5· · · ·high as 1 percent.

·6· · · ·MR. KITCHEN· · · · · · · And, Chair, is that okay that

·7· · · ·he answers that?

·8· · · ·THE CHAIR:· · · · · · · ·Mr. Maxston, do you have any

·9· · · ·objection?

10· · · ·MR. MAXSTON:· · · · · · ·I don't object.

11· ·A· ·Yeah, so that's a good question.· It was prior to the

12· · · ·implementation of the policies that we knew that, in

13· · · ·the low-risk demographics, it wasn't going to be

14· · · ·anywhere close to 1 percent infection fatality rate.

15· · · ·So prior to May, right?· The virus was first identified

16· · · ·in late 2019.· It was only -- it only took a couple of

17· · · ·months to start identifying that this was -- so

18· · · ·basically what we refer to this as is this is a

19· · · ·virus -- we talk a lot about discrimination, you don't

20· · · ·want discrimination -- but this is a virus that very

21· · · ·much discriminates.· And we knew that within a couple

22· · · ·of months, meaning, a potentially, a very dangerous

23· · · ·virus that would have a high infection fatality rate,

24· · · ·would indiscriminately kill people.

25· · · · · · This virus is very discriminatory.· We knew within

26· · · ·a couple of months of the -- when it was -- after the



·1· · · ·virus was first identified.· So by "very early", I mean

·2· · · ·like by January, by the end of January 2020, we already

·3· · · ·had a good idea that there was a limited number of

·4· · · ·demographics that were at particularly high risk from

·5· · · ·this virus.

·6· · · ·THE CHAIR:· · · · · · · ·I think we should leave it at

·7· · · ·that.· We're talking in generalities now.

·8· · · ·MR. KITCHEN:· · · · · · ·I'm going to ask for

·9· · · ·permission for one more question.

10· ·Q· ·MR. KITCHEN:· · · · · ·Because I want to -- I want

11· · · ·you to be able to answer Dr. Aldcorn's question.

12· · · · · · At what month in 2020 did scientists know that the

13· · · ·IFR was going to be below 1 percent?

14· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm going to have

15· · · ·to -- I don't want to be difficult here, but that is a

16· · · ·very vague question.· When we say scientists knew,

17· · · ·which scientists, when, how did they know?· I think

18· · · ·we've explored this a little bit, but I'm reluctant to

19· · · ·let it go much further than that, because it's just a

20· · · ·broad topic to begin that -- and, of course, in

21· · · ·fairness to Dr. Bridle, he can't speak to what other

22· · · ·people thought.

23· · · · · · So I think my request to you is that you've

24· · · ·explored this enough, and I think you shouldn't go any

25· · · ·further, and I hope you're comfortable with that.

26· · · ·MR. KITCHEN:· · · · · · ·I'm going to ask Dr. Bridle --



·1· ·Q· ·MR. KITCHEN:· · · · · ·-- when did you know?

·2· ·A· ·I was quite confident that -- about that by the end of

·3· · · ·January 2020.

·4· · · ·MR. KITCHEN:· · · · · · ·And I'll leave it there.  I

·5· · · ·think that was helpful for answering everybody's

·6· · · ·questions.

·7· · · ·THE CHAIR:· · · · · · · ·Okay, I think that brings

·8· · · ·today to a conclusion.· We'll being back at 9:00

·9· · · ·tomorrow morning.· Mr. Kitchen, you can discharge your

10· · · ·witness, and thank you very much, Dr. Bridle, for a

11· · · ·very long and informative day.

12· ·A· ·Thank you.· Take care.

13· · · ·THE CHAIR:· · · · · · · ·So we're back on at 9 with

14· · · ·your witness tomorrow morning, Mr. Kitchen, that's

15· · · ·correct?

16· · · ·MR. KITCHEN:· · · · · · ·That's right.

17· · · ·THE CHAIR:· · · · · · · ·Okay.· Very good, well, we

18· · · ·will recess until tomorrow morning.· Thanks everybody,

19· · · ·and we'll see you then.

20· · · ·_______________________________________________________

21· · · ·PROCEEDINGS ADJOURNED UNTIL 9:00 AM, JANUARY 29, 2022

22· · · ·_______________________________________________________
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·1· ·(PROCEEDINGS COMMENCED AT 9:08 AM)

·2· ·THE CHAIR:· · · · · · · ·Well, good morning, everybody.

·3· ·We've got one witness I believe to examine today,

·4· ·Mr. Kitchen, and just before we do that, Mr. Maxston,

·5· ·anything to raise?

·6· ·MR. MAXSTON:· · · · · · ·No, thank you for asking, but

·7· ·I should mention, Mr. Kitchen, you'll probably speak to

·8· ·this, but he has sent Mr. Lawrence and I his proposed

·9· ·qualification for his expert witness, and I don't think

10· ·there will be an issue.

11· · · · Mr. Kitchen, I would have responded to you, but I

12· ·needed to run that by my client, and I just saw it this

13· ·morning, so I'll let you know that in advance.

14· ·MR. KITCHEN:· · · · · · ·Thanks.

15· ·THE CHAIR:· · · · · · · ·Okay, let's turn the floor

16· ·over then to Mr. Kitchen, and you can bring your

17· ·witness in, and I just remind everybody to mute

18· ·yourself, please, and hopefully we'll have enough

19· ·bandwidth today that we don't have any interruptions.

20· ·MR. KITCHEN:· · · · · · ·All right.· So, Dr. Warren,

21· ·I'll just do some introductions because we have so many

22· ·people, and I don't know if you can see everybody on

23· ·the screen.· I've got mine on gallery view so I can see

24· ·everybody.

25· · · · The four Tribunal Members are Dr. Dianna Martens,

26· ·Dr. Leslie Aldcorn, those are chiropractic members of



·1· ·the Tribunal; and then Mr. Jim Lees and Mr. Doug Dawson

·2· ·are public members of the Tribunal.· So there's four in

·3· ·total.

·4· · · · Walter Pavlic is the lawyer for the Tribunal,

·5· ·probably won't hear anything from him, but he's the one

·6· ·that advises the Tribunal, so if they caucus, he goes

·7· ·caucusing with them, and don't wonder at that.

·8· · · · Mr. Maxston is the lawyer for the -- what I will

·9· ·refer to as the prosecutor in this case.· So we have

10· ·the College, we have the Tribunal, those are separate.

11· ·The College is bringing the action against Dr. Wall,

12· ·and that's happening through the Complaints Director,

13· ·that's David Lawrence.· His lawyer is Blair Maxston, so

14· ·he'll be the one that cross-examines you.

15· · · · And then, of course, there's the Hearings

16· ·Director, you won't see her, but that's Ms. Nelson.

17· · · · And then have our court reporter, Karoline.

18· · · · And then of course, Dr. Wall is here.· You won't

19· ·see him or hear him, but he's listening.· And that's

20· ·everybody.

21· · · · So with that, Karoline, could you please swear him

22· ·in.

23· ·THE CHAIR:· · · · · · · ·Dr. Warren, just before

24· ·Karoline swears you in, I'll just -- we tell this to

25· ·everybody, Karoline is a court reporter.· She's making

26· ·a verbatim record of the proceedings, and so we would



·1· · · ·ask that you try not to speak real quickly.· I have no

·2· · · ·idea whether that's your speech pattern or not, but if

·3· · · ·you could just keep that in mind, please.

·4· · · ·THE WITNESS:· · · · · · ·Sure.

·5· · · ·THE COURT REPORTER:· · · And please wait for

·6· · · ·Mr. Kitchen and Mr. Maxston to finish their entire

·7· · · ·question before you answer.· Do not interrupt them.

·8· · · ·It's just makes the audio very difficult for me, so ...

·9· · · ·DR. THOMAS WARREN, Sworn, Examined by Mr. Kitchen

10· · · ·(Qualification)

11· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, I just have a few

12· · · ·questions for you about your background, and then I'm

13· · · ·going to tender your qualification, and then we'll go

14· · · ·from there, so I don't imagine that it'll take too

15· · · ·long.

16· ·A· ·Sure.

17· ·Q· ·Dr. Warren, do you have a medical degree?

18· ·A· ·I do.

19· ·Q· ·And what have you done for residencies and fellowships?

20· ·A· ·Sure.· So I did four years of medical school at the

21· · · ·University of Western Ontario, graduated in 2005.· Then

22· · · ·I did three years of residency at the University of

23· · · ·Ottawa in internal medicine.· And then I did two

24· · · ·fellowships in infectious diseases and medical

25· · · ·microbiology from 2008 to 2011.· So I'm Royal College

26· · · ·certified in three different specialties.



·1· ·Q· ·Thank you.· This may come up in your questioning, but

·2· · · ·I'll ask it now, can you give us an idea, just briefly,

·3· · · ·of what infectious disease, what that speciality is?

·4· ·A· ·Sure.· So I'm an infectious disease specialist and a

·5· · · ·medical microbiologist.· People can be one or the other

·6· · · ·or both.

·7· · · · · · So as an infectious diseases specialist, I treat

·8· · · ·patients with infections, so diseases caused by

·9· · · ·viruses, bacteria, parasites, fungus.· So about

10· · · ·two-thirds of my practice is clinical work, taking care

11· · · ·of patients with infections, mostly in the hospital but

12· · · ·some outpatient work as well.· And then about a third

13· · · ·of my practice is more administrative-type work.· So as

14· · · ·a medical microbiologist for ten weeks, I manage the

15· · · ·microbiology laboratory in the hospital that I work in.

16· · · · · · I also am responsible for covering the infection

17· · · ·control service at the hospital I'm at for about ten

18· · · ·weeks a year.

19· · · · · · And then my primary administrative responsibility

20· · · ·is something called antimicrobial stewardship, and so

21· · · ·that's really just monitoring antimicrobial, antibiotic

22· · · ·use within the hospital, ensuring that it's appropriate

23· · · ·and controlling its use and intervening when needed.

24· ·Q· ·Excellent, thank you.· Are you currently enrolled in a

25· · · ·graduate program?

26· ·A· ·Yes, I'm doing a Masters in science and epidemiology at



·1· · · ·the London School of Hygiene & Tropical Medicine, which

·2· · · ·is part of the University of London, England, and I'm

·3· · · ·in my fourth year, so I should finish later this year.

·4· ·Q· ·Thank you.· Do you teach in any capacity?

·5· ·A· ·Yeah, I have an adjunct appointment at McMaster

·6· · · ·University as an assistant clinical professor, and so

·7· · · ·in my ten years of full-time practice and my eight

·8· · · ·years of my appointment with McMaster, I've had all

·9· · · ·levels of learners from medical students, first-,

10· · · ·second-, third-year medical students, all the way up to

11· · · ·infectious diseases fellows.

12· ·Q· ·Now, I know you mentioned you work at the hospital, but

13· · · ·could you tell us in more detail what your current

14· · · ·occupation is?

15· ·A· ·Like as an infectious diseases specialist?

16· ·Q· ·Yes, yeah, exactly, we want to know --

17· ·A· ·So --

18· ·Q· ·-- about just what that actually looks like.

19· ·A· ·Okay.· So I have hospital privileges at Halton

20· · · ·Healthcare Services, which is a medium-size hospital

21· · · ·just west of Toronto.· It has three campuses, an

22· · · ·Oakville campus, a Milton, and a Georgetown campus.

23· · · ·And so I am oncall for 17 weeks a year for infectious

24· · · ·diseases, which is 24/7 call, can be quite busy.

25· · · · · · And then other than that, as I said, I have a fair

26· · · ·amount of administrative responsibilities, which is



·1· · · ·basically the rest of my time, apart from vacation and

·2· · · ·being oncall.· And then I have a small outpatient

·3· · · ·practice, which would involve things like hepatitis C,

·4· · · ·latent tuberculosis, HIV management.

·5· ·Q· ·Thank you.· Are you a member of the CPSO?

·6· ·A· ·I am.

·7· ·Q· ·Have you been an expert witness in legal proceedings

·8· · · ·before today?

·9· ·A· ·Yes, I have.

10· ·Q· ·And have you prepared other expert opinion reports

11· · · ·regarding SARS-CoV-2 and/or COVID-19?

12· ·A· ·Yes.· I prepared I think nine expert reports in five

13· · · ·provinces for -- regarding COVID-19 for SARS-CoV-2.

14· ·Q· ·Thank you.

15· · · ·MR. KITCHEN· · · · · · · Those are all my questions.

16· · · · · · Mr. Maxston, did you want to ask any questions

17· · · ·before I tender the qualification I want?

18· · · ·MR. MAXSTON:· · · · · · ·I don't think so, Mr. Kitchen.

19· · · ·Thank you.

20· · · ·MR. KITCHEN:· · · · · · ·Chair, I want to qualify

21· · · ·Dr. Thomas Warren as an expert in the areas of

22· · · ·infectious diseases and medical microbiology, in

23· · · ·particular, SARS-CoV-2, COVID-19, and the efficacy of

24· · · ·masking, physical distancing, and other restrictions

25· · · ·intended to prevent transmission of SARS-CoV-2.

26· · · ·MR. MAXSTON:· · · · · · ·Mr. Chair, as I mentioned



·1· ·before, Mr. Kitchen provided this to me and my client

·2· ·in advance, and we're not going to object to it.

·3· · · · I will repeat our prior comments with respect to

·4· ·Dr. Wall's expert witnesses that we, again, don't

·5· ·believe this is a hearing about mask efficacy and

·6· ·social distancing, et cetera.· We've placed that same

·7· ·qualifier for all of Dr. Wall's witnesses as we have

·8· ·before.

·9· ·MR. KITCHEN:· · · · · · ·And I'll provide the same

10· ·response:· It's borderline nonsensical to say such a

11· ·thing when the Complaints Director has submitted an

12· ·expert on the very issue of masking from a scientific

13· ·and medical perspective, and that was in response to

14· ·Dr. Wall's experts.· So I understand my friend wants to

15· ·continue to fill the record with that, but I guess I'm

16· ·going to have continue to fill the record with saying

17· ·that I don't understand how it makes any sense to say

18· ·so.

19· ·THE CHAIR:· · · · · · · ·You're both on the record on

20· ·that point, so I don't think we need --

21· ·MR. MAXSTON:· · · · · · ·And, Mr. Chair, I'm sorry, I

22· ·just want to make one comment, I've said this before

23· ·and I'll say it again, we called an expert because

24· ·Dr. Wall was calling experts, and we didn't introduce

25· ·Dr. Hu at our own initiative.· It was to respond to

26· ·what we understood would be expert testimony, so I just



·1· · · ·wanted to be clear about that.· We didn't introduce

·2· · · ·Dr. Hu for anything other than to rebut the expert

·3· · · ·witness testimony from Dr. Wall.· We've covered this,

·4· · · ·but I wanted to mention that.

·5· · · ·THE CHAIR:· · · · · · · ·Let's get back on track and

·6· · · ·deal with Dr. Warren.· I just had one question I would

·7· · · ·like to ask Dr. Warren.

·8· · · ·The Chair Questions the Witness (Qualification)

·9· ·Q· ·THE CHAIR:· · · · · · ·Good morning, sir, thank you

10· · · ·for joining us.

11· ·A· ·Morning.· Thank you.

12· ·Q· ·I was just looking at your résumé and your cv, and I

13· · · ·noted that peer-reviewed publications, the last one is

14· · · ·noted as 2015.· Have you shifted your focus away from

15· · · ·research in the last few years?

16· ·A· ·Yeah, usually most people in academia have either one

17· · · ·of two streams:· One is research-based or

18· · · ·teaching-based.· And so my appointment with McMaster is

19· · · ·a teaching-based appointment.

20· · · ·THE CHAIR:· · · · · · · ·Thank you for clarifying that.

21· · · ·Ruling (Qualification)

22· · · ·THE CHAIR:· · · · · · · ·Okay, I don't know that

23· · · ·there's a need for us to caucus to consider approving

24· · · ·Dr. Warren as an expert witness in the fields noted.

25· · · ·The College has no objection.

26· · · · · · So, Mr. Kitchen, I'll ask you to continue with



·1· · · ·your direct examination of Dr. Warren.

·2· · · ·MR. KITCHEN:· · · · · · ·Thank you.

·3· · · ·DR. THOMAS WARREN, Previously sworn, Examined by

·4· · · ·Mr. Kitchen

·5· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, just going to

·6· · · ·start with a couple standard questions.· Do you know

·7· · · ·Dr. Curtis Wall personally?

·8· ·A· ·No.

·9· ·Q· ·Do you have any financial interest in the outcome of

10· · · ·this case?

11· ·A· ·No.

12· ·Q· ·And do you understand your duty today to provide this

13· · · ·Tribunal with your expert knowledge and opinions in an

14· · · ·objective and neutral manner?

15· ·A· ·Yes.

16· ·Q· ·And then the last thing is this:· Do you understand

17· · · ·that if and when, in the likely event we're going to

18· · · ·have a break, you and I are not permitted to speak

19· · · ·until your testimony is done?

20· ·A· ·Yes.

21· ·Q· ·All right, well, I'm going to start with your report.

22· · · ·In the second section of your report, and that starts

23· · · ·on page 1, you identified three factors that are

24· · · ·driving SARS-CoV-2 transmission and mortality and state

25· · · ·that those factors are, quote, non-modifiable.· Now,

26· · · ·I'm going to ask you about the factors, but, first,



·1· · · ·could you please explain what "non-modifiable" means?

·2· ·A· ·"Non-modifiable" means that they can't be changed.· For

·3· · · ·instance, I speak about a person -- or a person's age,

·4· · · ·you can't change someone's age or you can't change the

·5· · · ·age structure of a population.· So non-modifiable means

·6· · · ·it cannot be changed by some sort of intervention.

·7· ·Q· ·The first non-modifiable factor you discuss is the

·8· · · ·timing of peak virus transmission or wave of

·9· · · ·transmission.· You say the timing is primarily affected

10· · · ·by seasonal patterns.· First, I want to ask you, since

11· · · ·your report is almost a year old now and we're two

12· · · ·years in experiencing this with SARS-CoV-2, has your

13· · · ·opinion in this regard changed in any way since

14· · · ·drafting this report?

15· ·A· ·It only changed in that I'm more certain of it.· In the

16· · · ·last nine or ten months since I wrote my report,

17· · · ·there's been even much more accumulating evidence to

18· · · ·show that SARS-CoV-2 is similar to essentially every

19· · · ·other respiratory -- important respiratory infection in

20· · · ·humans, in that it follows a seasonal pattern.· We can

21· · · ·just even see that in our Canadian data that -- and I

22· · · ·mentioned it in my report, but other Coronaviruses have

23· · · ·their peaks in January, and across Canada, this

24· · · ·January, 2022, we have another peak of SARS-CoV-2.

25· ·Q· ·Now, I know you cited to a lot of literature in your

26· · · ·report, of course, and you just said that there's even



·1· · · ·more literature since, but can you give us an idea of

·2· · · ·what is that literature that supports your position?

·3· · · ·Just a -- I know you can't go into every study, but

·4· · · ·please give us an idea of what that literature is.

·5· ·A· ·Specifically about seasonal patterns?

·6· ·Q· ·Yes.

·7· ·A· ·Yeah, so I quoted, I don't know, probably about a dozen

·8· · · ·studies or so, yeah, at least seven or eight, that

·9· · · ·talked about or showed that SARS-CoV-2 follows a

10· · · ·seasonal pattern, which was fairly early, because by

11· · · ·the time I wrote the report, it had only been around

12· · · ·for just over a year, I think 15 months.

13· · · · · · And so similar to those studies, there have been

14· · · ·more studies looking at the timing of SARS-CoV-2 in

15· · · ·different jurisdictions.· So some of the studies I

16· · · ·quoted were country-specific, others were global.· And

17· · · ·those similar types of studies, because we have one

18· · · ·more year of data have continued to accumulate and been

19· · · ·published in the peer-reviewed literature.

20· ·Q· ·These are peer-reviewed academic articles, is that a

21· · · ·good way to describe them?

22· ·A· ·Correct.

23· ·Q· ·And can you explain how or why these seasonal or

24· · · ·cyclical patterns are, in fact, non-modifiable?

25· ·A· ·Well, the weather is non-modifiable, and so we know,

26· · · ·for instance, with influenza, that it kind of usually



·1· · · ·starts in the southern hemisphere and moves to the

·2· · · ·northern hemisphere.· Maybe potentially the time of

·3· · · ·year or the exact time in the winter, the colder

·4· · · ·season, when the peak occurs might be different, might

·5· · · ·be December one year, might be January the next or

·6· · · ·February, but it's always kind of in the winter months

·7· · · ·in the northern hemisphere.

·8· · · · · · And so the climate and the temperature is not

·9· · · ·something that can be changed, and that affects

10· · · ·multiple things.· It affects how often people are

11· · · ·inside.· It affects transmissibility, because the

12· · · ·relative humidity in the air affects water droplets,

13· · · ·which is, you know, aerosol droplets is one of the --

14· · · ·the primary way that SARS-CoV-2 and many other

15· · · ·respiratory viruses are transmitted.· So those type of

16· · · ·factors can't be changed, but we're going to have a

17· · · ·winter in the northern hemisphere every year around the

18· · · ·same time, you know, between November and March, and so

19· · · ·we can expect a peak of respiratory viruses to occur in

20· · · ·that time frame.

21· ·Q· ·So the theory that lockdowns or restrictions work based

22· · · ·on the theory of being able to modify that or being

23· · · ·able to work notwithstanding that?

24· ·A· ·The main -- well, the main purpose, I guess, of

25· · · ·lockdowns would be to reduce the frequency of contacts

26· · · ·and then, therefore, infection, with the goal, you



·1· · · ·know, it's usually the stated purpose of not

·2· · · ·overwhelming health care capacity.

·3· · · · · · But in my second point, I talk about population

·4· · · ·density.· And the number of infections in a

·5· · · ·geographical location is primarily going to be

·6· · · ·influenced by population density, and I give an example

·7· · · ·of New York.· Like in the first wave, there was a huge

·8· · · ·number of infections in New York City, because it's so

·9· · · ·population-dense, and you can't change that.· You can't

10· · · ·take 8 million people in New York City and put them in

11· · · ·upstate New York, distribute them along upstate New

12· · · ·York.· So you're still going to have 8 million people

13· · · ·in a small number of burrows in New York City, and even

14· · · ·though there's a lockdown, you still have large

15· · · ·apartment buildings with people in very close quarters.

16· · · ·So you're not modifying the population density, which

17· · · ·is the most important factor.

18· ·Q· ·So the idea behind restrictions is not that

19· · · ·restrictions can change that factor but that

20· · · ·restrictions can work notwithstanding the presence of

21· · · ·that factor?

22· ·A· ·That's the idea.· The idea would be by having a

23· · · ·lockdown restriction, you're reducing the number of

24· · · ·people that you would come in contact with and,

25· · · ·therefore, the number of potential infectious contacts

26· · · ·or the statistical risk of someone being infected.



·1· · · · · · What I'm arguing in this and what I think some of

·2· · · ·what the literature clearly shows in the studies that I

·3· · · ·quoted is that it has a negligible effect in a place

·4· · · ·that is already population-dense.

·5· · · · · · And so you have a rural location, those people

·6· · · ·already are going to come into contact with much fewer

·7· · · ·people.· Let's just say, you know, give a number of 8

·8· · · ·or something per day, whereas you have a

·9· · · ·population-dense place like New York City, I'm just

10· · · ·throwing it out there, but you have people on a random

11· · · ·day coming into contact with 80 people, you know what I

12· · · ·mean.

13· · · · · · And lockdown is modifying that slightly, like

14· · · ·you're taking in a rural location, 8 down to 5, and

15· · · ·then New York City, 80 down to 60.· You still have a

16· · · ·very population-dense area.· When you go out to buy

17· · · ·groceries in New York City, you're passing by lots of

18· · · ·people, and so you can't modify that population

19· · · ·density.· And that, as I showed in the studies I

20· · · ·quoted, is a very important factor to predict the

21· · · ·number of infections in the current wave.

22· · · · · · The timing is going to be predicted by season.

23· · · ·The number of infections is going to be predicted by

24· · · ·population density, and the mortality is going to be

25· · · ·predicted by the age structure.

26· ·Q· ·So is part of the reason why we keep getting wave after



·1· · · ·wave after wave because the cyclical pattern just can't

·2· · · ·be stopped even by intense interventions?

·3· ·A· ·Yeah, SARS-CoV-2 is now the fifth seasonal Coronavirus.

·4· · · ·There have been four prior to SARS-CoV-2, and now it's

·5· · · ·the fifth.· And it will continue to cause infections

·6· · · ·and waves in a seasonal pattern just like the other

·7· · · ·four do.

·8· · · · · · And so just like we can't prevent influenza or

·9· · · ·other seasonal Coronaviruses, we can't prevent the

10· · · ·waves on a population level, we're not going to be able

11· · · ·to prevent SARS-CoV-2 waves.· We haven't been able to

12· · · ·in the past two years, and we won't be able to going

13· · · ·forward.

14· ·Q· ·So at this point in time, are any attempts, any human

15· · · ·attempts to try to stop SARS-CoV-2 from continuing as

16· · · ·the fifth Coronavirus, are they just futile?

17· ·A· ·Yeah, to stop it circulating within the community like

18· · · ·globally, yeah.· Like trying to stop it, the whole

19· · · ·notion of zero COVID makes no sense.· It can be done

20· · · ·for short periods of time in places like New Zealand,

21· · · ·which can -- are literally in the middle of the ocean

22· · · ·and can hibernate themselves from the rest of the

23· · · ·world.· But even there, you see places like Australia

24· · · ·that were able to maintain that for periods of time,

25· · · ·but now it's circulating in Australia like anywhere

26· · · ·else in the world.



·1· · · · · · And so, yeah, it would be utterly futile to say

·2· · · ·that we tried to stop the circulation of SARS-CoV-2

·3· · · ·right now, like on a global level within the community.

·4· ·Q· ·So even if an entire nation went into, you know, a

·5· · · ·complete, you know, locked in your house kind of

·6· · · ·lockdown for a year on end, it wouldn't matter, because

·7· · · ·as soon as you lifted that, Coronavirus would come in;

·8· · · ·is that what you're saying?

·9· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm sorry, I

10· · · ·don't want to interrupt, but I got the sense on the

11· · · ·last three or four questions that there's a lot of

12· · · ·lead-in, and I don't want to cramp your style here, but

13· · · ·I think there's a lot of lead-in on some of these

14· · · ·questions.· I wonder if you could consider maybe

15· · · ·rephrasing them a little bit.

16· · · ·MR. KITCHEN:· · · · · · ·That's fine.

17· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, just give me a

18· · · ·second; you've already answered so many of my

19· · · ·questions.

20· · · · · · So let's talk about the -- I mean, you've already

21· · · ·touched on this, but let's talk about the third factor.

22· · · ·And I think I understand this better now, you say the

23· · · ·third non-modifiable factor is just how old people are.

24· · · ·But the first question I have for you to help us

25· · · ·understand is what is infection fatality ratio?

26· ·A· ·Okay, let me just bring that up here on my report.



·1· ·Q· ·Yeah, it's on page -- end of page 2, it's the third

·2· · · ·portion of that section.

·3· ·A· ·So the infection fatality ratio, so that's the number

·4· · · ·of people with the infection that died or the

·5· · · ·percentage.· It's a ratio, so it would be a percentage.

·6· ·Q· ·And do you have any idea roughly what that is right now

·7· · · ·with COVID?

·8· ·A· ·It's unchanged from what I say in my report.· So in my

·9· · · ·report, I say that persons over 80, the IFR is

10· · · ·approximately a thousand times greater than the IFR in

11· · · ·those under 20, and so the age of a patient is by far

12· · · ·the most predictive measure of the risk of mortality.

13· ·Q· ·In your opinion, is the IFR of people above 80 more

14· · · ·relevant than the overall IFR?

15· ·A· ·Well, I think the IFR in any age group is going to be

16· · · ·important, so if we look at -- if we compare the

17· · · ·mortality risk in persons under 20, I think that helps

18· · · ·shape policy for that age group, so that's school-age

19· · · ·people.· And we know and it's clear from the literature

20· · · ·now, it was when I wrote my report, but it's much

21· · · ·clearer now, that the actual risk of death from

22· · · ·SARS-CoV-2 infection is lower for that age group,

23· · · ·persons under 20, than for seasonal influenza.

24· · · · · · And so when you're considering policy in that age

25· · · ·group, that's important to look at.· It's also

26· · · ·important to look at what the IFR is in other age



·1· · · ·groups as well, but it's important to be able to break

·2· · · ·that down.· And so, likewise, when we look at the IFR

·3· · · ·in persons over 80, that helps us form a policy for

·4· · · ·that age group, whether it's care homes, nursing homes,

·5· · · ·retirement homes.· It matters what the IFR is in other

·6· · · ·populations, but it's very helpful to break it down,

·7· · · ·because each age group and demographic is going to have

·8· · · ·different policy implications, because policy

·9· · · ·implications for a school should be very different than

10· · · ·a policy implication for a nursing home.

11· ·Q· ·We've heard in the proceedings so far that the IFR

12· · · ·overall for all age groups for COVID is about 0.15 or

13· · · ·less now, but what we've heard, at least at one point,

14· · · ·it was 0.15.· Do you have any reason to agree with that

15· · · ·number?

16· ·A· ·No, that's roughly accurate.· I would say it's probably

17· · · ·lower now, having gone through the Omicron wave.

18· · · ·Omicron has been much less severe with regards to

19· · · ·mortality.· There are various factors regarding that,

20· · · ·but, yeah, that number is roughly accurate.· Again, it

21· · · ·really depends.· When you talk about an IFR in a

22· · · ·sub-Saharan African country, which has a much lower

23· · · ·population, it's going to be quite different.

24· · · · · · So in statistics, we use age -- like there's a way

25· · · ·of age-standardizing when you compare different

26· · · ·countries, and that would always have to be done when



·1· · · ·you compare or when you discuss these things, because

·2· · · ·if you calculate an IFR of the Canadian population,

·3· · · ·without age-standardizing it and then comparing it to

·4· · · ·another country like say Nigeria, which is much

·5· · · ·younger, you're comparing apples to oranges.· And so

·6· · · ·there's clear statistical methods if you want to do

·7· · · ·that comparison.

·8· · · · · · And so generally, when you talk about an IFR

·9· · · ·overall globally, well, then you have kind of

10· · · ·standard -- well, what's your standard population

11· · · ·scale, and then you normalize it to that.· So it's not

12· · · ·an easy answer, but that's a roughly good ballpark

13· · · ·number, but I would say it's maybe slightly lower now.

14· ·Q· ·Okay.· So if I'm understanding you, in sort of

15· · · ·nonscientific language, the more old people you have in

16· · · ·your society, the higher the IFR in that society?

17· ·A· ·Yeah, absolutely.· If you're calculating it just based

18· · · ·on your country, yeah.

19· ·Q· ·And it's lower in Nigeria because they have less old

20· · · ·people?

21· ·A· ·Yeah, the age structure is different.· So the

22· · · ·proportion of, say, persons in over 70 in a younger

23· · · ·country, and that would often be countries in

24· · · ·sub-Saharan Africa or different places in Asia, it's

25· · · ·going to be different, yeah.

26· · · · · · And people discussed this with regard to the



·1· · · ·Omicron wave in South Africa, because the South African

·2· · · ·population is quite a bit younger, and so people

·3· · · ·rightly said, okay, well, we need to compare apples to

·4· · · ·apples here, rather than apples to oranges.· And there

·5· · · ·are standard statistical ways of kind of doing that

·6· · · ·comparison.· There -- and I won't get into that, but

·7· · · ·you can still do it.

·8· ·Q· ·So when I look at your report, you say 95 percent --

·9· · · ·we're in Canada -- 95 percent of deaths are in persons

10· · · ·over 60.· So do I understand correctly then that 95

11· · · ·percent of what contributes to that overall IFR of 0.15

12· · · ·is from people over 60?

13· ·A· ·That's right.

14· ·Q· ·So if we took those people out of the equation, instead

15· · · ·of 0.15, we'd have something that might look like

16· · · ·0.00000 et cetera; is that accurate?

17· ·A· ·Yeah, it would be -- if you look at the IFR of only

18· · · ·persons 60 and under, it's substantially less, yes,

19· · · ·that's right.

20· · · · · · And again -- and then -- you know, it's

21· · · ·affected -- there are other factors, right?· There are

22· · · ·comorbidities, and, you know, the CDC had a good study

23· · · ·just recently that was published that just -- that

24· · · ·looked at both age but then comorbidities as well.· The

25· · · ·risk of death increases significantly when you go from

26· · · ·zero to one comorbidity and then to two and then to



·1· · · ·three.

·2· · · · · · So you have someone who is over 80 with, you know,

·3· · · ·two or three comorbidities, their risk of death is very

·4· · · ·high and substantially higher than -- orders of

·5· · · ·magnitude higher than someone, you know, much younger

·6· · · ·with no comorbidities.· And, you know, statistically,

·7· · · ·it's closer to zero once you get below a certain age

·8· · · ·with no comorbidities; it's for all intents and

·9· · · ·purposes zero.

10· ·Q· ·Okay.· So the IFR differs dramatically over age groups

11· · · ·then?

12· ·A· ·Yes.

13· ·Q· ·Now, and this has been a big issue in this hearing, the

14· · · ·overall IFR, was it ever much higher than this 0.15

15· · · ·figure even in the beginning?

16· ·A· ·Well, it's changed, so if you -- it can be tracked over

17· · · ·time, and what you'll see is that, very early on, it

18· · · ·was very high because the number of infections detected

19· · · ·was much lower very early on because testing was

20· · · ·limited, but quite soon after the first wave, the IFR

21· · · ·came down significantly.

22· · · · · · So if you look at the very beginning when people

23· · · ·were (INDISCERNIBLE) in the spring of 2020, it was

24· · · ·quite high, but over time -- I mean, you could -- there

25· · · ·are graphs of this, but over time, the IFR has been

26· · · ·going down and down and down, and actually, you know,



·1· · · ·quite significantly dropped in the Omicron wave,

·2· · · ·because you have a whole bunch of infections but

·3· · · ·relatively fewer deaths, and so it's been going down

·4· · · ·over time.

·5· ·Q· ·That IFR rate early on, so let's say early 2020, is

·6· · · ·that a highly reliable figure?

·7· ·A· ·No, because it was -- in statistics, you know, we talk

·8· · · ·about things like bias, like so that would be selection

·9· · · ·bias.· And so early on, it was only the most evident,

10· · · ·so symptomatic, the sickest who were being tested, and

11· · · ·so you had a selection bias early on.

12· · · · · · But as with -- in most things in statistics, the

13· · · ·larger sample size, the more accurate it's going to be.

14· · · ·And so now that we've got, you know, hundreds of

15· · · ·millions of cases worldwide that we can reliably make a

16· · · ·much better estimate as to what the true IFR is.

17· ·Q· ·Is it possible that, in early 2020, a very large number

18· · · ·of people were infected, but nobody really knew about

19· · · ·it?

20· ·A· ·Yes.· It's hard to know that for sure, because there

21· · · ·are a number of different factors, one of which just

22· · · ·being limitations of testing, particularly in different

23· · · ·places in the world.

24· · · · · · Even in our institution, I remember for the first

25· · · ·few weeks at least, if not longer, like we had quite

26· · · ·significant limitations on who we could test, who we



·1· · · ·could only run a certain number of tests per day.· But,

·2· · · ·yeah, there have been other studies that have been done

·3· · · ·subsequently to say and estimate at least how many

·4· · · ·other infections are there apart from the ones that

·5· · · ·we've actually picked up with positive testing, for

·6· · · ·instance.

·7· · · · · · The estimates varied from, again, the country and

·8· · · ·various separate testing procedures or protocols, or,

·9· · · ·you know, who can be tested, who not.· Because even

10· · · ·here in Ontario, we've changed who's going to be

11· · · ·tested.· Our Chief Medical Officer of Health says

12· · · ·that -- now said, you know, if you have minor symptoms

13· · · ·and, you know, are otherwise healthy and stuff, you

14· · · ·don't necessarily have to be tested, you just assume

15· · · ·you have COVID and stay home.· So over time there has

16· · · ·been changes to testing protocols and stuff, and so

17· · · ·that's going to change how many people are actually

18· · · ·detecting.

19· · · · · · So certainly very early on, there would have been

20· · · ·a fair number of people who had the infection but were

21· · · ·not detected, because we know the asymptomatic rate is

22· · · ·about 10 to 20 percent as well, I said that as well.

23· · · ·So at least early on, unless they were close contacts

24· · · ·and similarly infected, they probably weren't being

25· · · ·tested.

26· ·Q· ·Now, obviously any IFR is, I guess, concerning or



·1· · · ·upsetting, because that ultimately means people die,

·2· · · ·but can you help us understand, give us a figure of

·3· · · ·what would be considered in the medical community as a

·4· · · ·dangerously high IFR?

·5· ·A· ·Well, you know, that's a bit of a tricky question, but

·6· · · ·like I think what we're seeing now, I think one of the

·7· · · ·important things to say with regards to the IFR of

·8· · · ·SARS-CoV-2 is that, overall, what we're seeing is that

·9· · · ·the IFR is approaching seasonal influenza, and seasonal

10· · · ·influenza varies quite a bit from year-to-year, and

11· · · ·some years are very bad, other years aren't.

12· · · · · · And actually they're related, because what happens

13· · · ·is if you have a bad flu year, because many elderly

14· · · ·people, no matter what, are -- in the end, are going to

15· · · ·die of a respiratory tract infection.· Canada's

16· · · ·greatest physician, William Osler, kind of referred to

17· · · ·it as -- respiratory infections, at least overall, as

18· · · ·the old man's friend.· It was just kind of something

19· · · ·that just took off the elderly.· So whether it's

20· · · ·bacterial pneumonia, influenza, Coronaviruses, the

21· · · ·frail elderly and, you know, with heart disease or

22· · · ·cancer or other things that have debilitated them, it's

23· · · ·the heart disease or the cancer that's debilitated

24· · · ·them, but the thing in the very end, the last few days,

25· · · ·that they might actually die of, is going to be a

26· · · ·respiratory tract infection.· And so it's very common



·1· · · ·in that age group.

·2· · · · · · And so influenza, we know that if you have a bad

·3· · · ·influenza year, the next year is often going to be

·4· · · ·light, and one of the reasons is that the previous

·5· · · ·severe season has, unfortunately, killed many of the

·6· · · ·most vulnerable, and so you've now removed a good

·7· · · ·proportion of the most vulnerable from the population,

·8· · · ·and so the next year, the flu, at least in that

·9· · · ·population may be -- the IFR at least may be relatively

10· · · ·low.· And so there's multiple different factors going

11· · · ·on here.

12· · · · · · But what we're seeing is that now, overall, the

13· · · ·IFR of SARS-CoV-2 is approaching and very similar to

14· · · ·seasonal influenza.

15· ·Q· ·So when you say a bad year, so the IFR for influenza

16· · · ·fluctuates then?

17· ·A· ·Absolutely from year-to-year.· So you -- and during

18· · · ·pandemic years, the IFR is going to be very high.· So

19· · · ·if we're just talking about 1919 to 1920, like the 18

20· · · ·months from late '17 to, you know -- or late 2018 to

21· · · ·2-thousand -- or, sorry, 1918 to 1920, during the

22· · · ·Spanish the flu, the IFR would be huge, but there are

23· · · ·other years when influenza IFR is quite low.· And so

24· · · ·you can talk about it on a yearly basis or a strain

25· · · ·basis, or we can talk about it over years or decades.

26· · · ·And if we kind of generally talk about it over years



·1· · · ·and decades, then the IFR of SARS-CoV-2 is now

·2· · · ·approaching the IFR of influenza.

·3· · · · · · But, yes, the estimated mortality of influenza

·4· · · ·year-to-year can change by two or three times in a

·5· · · ·season even in Canada.· And, again, that's affected by

·6· · · ·multiple factors.· One of the factors, as I said, is

·7· · · ·the previous year and the proportion of vulnerable

·8· · · ·people, but it's also going to be the natural mutation,

·9· · · ·the strains of influenza.· We would call them strains.

10· · · ·Now, you know, we call them for SARS-CoV-2, it's

11· · · ·variants, but it's the exact same process.· It's

12· · · ·natural mutation of a respiratory virus.

13· ·Q· ·Right, but you used the word "pandemic" in describing a

14· · · ·bad influenza year.· Are you aware of what number,

15· · · ·what -- you know, the IFR we know for low influenza

16· · · ·must be somewhere around 0.15, but what's the number,

17· · · ·roughly, for a bad influenza year or a pandemic

18· · · ·influenza year?· What's the IFR rate?· I mean, you

19· · · ·know, it could be 50 percent, it could be 25 percent.

20· · · ·You know, we don't know because we don't look at this

21· · · ·on a daily basis, and so I -- you know, it would be

22· · · ·very helpful to have some sort of number to work with.

23· ·A· ·Yeah, I don't know the exact number for Spanish flu,

24· · · ·but the most kind of reasonable estimates for the

25· · · ·Spanish flu is that between 50 and 75 million people

26· · · ·died, so we're talking an IFR in the global population



·1· · · ·was not that high, so we're talking an IFR of at least

·2· · · ·1 percent in that case, if not higher.

·3· ·Q· ·Okay, so 1 percent is high?

·4· ·A· ·Well, it would be -- you know, I think the global

·5· · · ·population at that point was about 2 billion, so we're

·6· · · ·talking an IFR probably at that time of about 2

·7· · · ·percent.· Yeah, and these are just rough estimates.  I

·8· · · ·know that the most conservative estimates of the

·9· · · ·mortality was about 50 million, so that's an example.

10· ·Q· ·So has the IFR of COVID ever exceeded the IFR of a bad

11· · · ·flu year?

12· ·A· ·Yeah, certainly early on.· And with different variants

13· · · ·and as it starts to circulate, it's -- it doesn't

14· · · ·happen all the time, but the general way a virus

15· · · ·circulates is that it attenuates as it goes through a

16· · · ·population.· So SARS-CoV-2 was a new virus in the human

17· · · ·population, and there's some cross-protection from

18· · · ·seasonal Coronaviruses, there's some cross-immunity,

19· · · ·but because it's a new virus, early on, it's going to

20· · · ·be more severe.

21· · · · · · But what we've seen, especially with the Omicron

22· · · ·variant, and what happens with many new virus

23· · · ·infections within a population is that they attenuate

24· · · ·over time, because it's to the evolutionary advantage

25· · · ·of that virus to do that, because it infects more

26· · · ·people.



·1· · · · · · Just like one of the reasons we don't see massive

·2· · · ·Ebola outbreaks is because it kills too many people too

·3· · · ·quickly, and so it just burns itself out.

·4· · · · · · So we saw that with the Spanish flu.· The flu we

·5· · · ·have now is a descendant of that flu.· And what

·6· · · ·happened is, over time, the virus itself attenuated

·7· · · ·itself, so as it just started passing through just

·8· · · ·millions of people, it became less severe.· And one of

·9· · · ·the reasons for that is that -- a virus -- the

10· · · ·evolutionary advantage for a virus is to find kind of

11· · · ·that balance between causing some disease but not

12· · · ·killing the people too quickly, and so we've seen that

13· · · ·with SARS-CoV-2 as well.

14· · · · · · It would be expected.· It's not unexpected at all

15· · · ·for a variant like Omicron to occur, because Omicron,

16· · · ·for a variety of reasons, but one of the primary ones

17· · · ·it that it has less severity, infects way more people,

18· · · ·and that's expected.

19· ·Q· ·Okay, you said early on -- I need you, if you can, to

20· · · ·try and give me months and years -- so what would be --

21· · · ·you said, you know, it was severe early on, well, when

22· · · ·was that, and when did that period end?

23· ·A· ·Well, we know, looking at the variants that there was a

24· · · ·variant, even -- I don't know if I referenced it in my

25· · · ·report, but there was a variant even just within the

26· · · ·first few weeks of the pandemic that quickly switched.



·1· ·I can look up the name.· It wasn't given a name like

·2· ·Alpha, Beta, or Delta and stuff.· It was given a name

·3· ·based on the base pair change.· It was 'D' something,

·4· ·something, changed to 'G' something, I think.· It was

·5· ·where the mutation was.· So as the variants changed,

·6· ·they're going to have different IFRs, and we've kind of

·7· ·seen that.· It does seem as though Delta was a little

·8· ·more severe than, say, Alpha.· But that change started

·9· ·very early on, within weeks, and then we started seeing

10· ·things like Alpha and then Delta and now Omicron.

11· · · · And so very early on, the IFR is going to be high,

12· ·because the most -- again, various reasons, but the

13· ·most susceptible are going to be dying, and then once

14· ·you eliminate those -- the most frail and -- who have

15· ·been infected from the population, you also have a less

16· ·frail population, and so that's one reason.· I don't

17· ·want to oversimplify it here.· One is inherent to the

18· ·virus itself.· There's a difference between Delta and

19· ·Omicron, and so the IFR is going to change between the

20· ·variants, but the population itself is going to change.

21· ·And so if you have a complete naive population early in

22· ·the pandemic, that's going to change once the first

23· ·wave goes through, because, all of a sudden, the

24· ·frailest population are no -- are, unfortunately, no

25· ·longer in the population because they've died, and so

26· ·you have a population change.· And these are just two



·1· · · ·factors.

·2· · · · · · It's complicated.· I think one of the risks, at

·3· · · ·any point, is oversimplifying, but those are two very

·4· · · ·important factors.

·5· ·Q· ·Thank you.· When did the first wave end roughly in

·6· · · ·Canada?

·7· ·A· ·Well, would have been the late spring of 2020, and I

·8· · · ·don't have the graphs ahead of me, but I certainly

·9· · · ·think by May absolutely.

10· ·Q· ·At what point did the data indicate that the IFR was no

11· · · ·longer severe or high or whatever word you want to use?

12· · · ·You used the word "severe"; at what point did the data

13· · · ·indicate that the IFR was no longer severe?

14· ·A· ·Well, it was within a couple months as we gathered more

15· · · ·data.· By the end of the first wave, the idea of the

16· · · ·dramatic difference in mortality between the young and

17· · · ·the old was evident, and by the end of that first wave,

18· · · ·you know, within the first kind of three months, we had

19· · · ·a rough estimate at that point of what the IFR would

20· · · ·be, and then since then, it's been just trending down.

21· · · ·Again, as more and more people get infected, and,

22· · · ·unfortunately, the -- you know, the oldest, the

23· · · ·frailest have already died, the IFR has been trending

24· · · ·down.

25· ·Q· ·Would you say the official definition of a pandemic is

26· · · ·objective or subjective?



·1· ·A· ·Well, I think any definition, you know, you can get

·2· · · ·pedantic about it, but SARS-CoV-2 is clearly a

·3· · · ·pandemic.· Some people define it as, you know,

·4· · · ·affecting multiple continents.· Some people will argue

·5· · · ·the first pandemic was the Antonine plague in the '160s

·6· · · ·because it occurred in Africa, Europe, and Asia.· And,

·7· · · ·at least based on the records we have, we don't know of

·8· · · ·any other infection before then that occurred on three

·9· · · ·different continents.· So it depends on how you define

10· · · ·your terms, but I think it's clear that SARS-CoV-2 is a

11· · · ·pandemic; there's no doubt about it.

12· ·Q· ·Is it pandemic because it's "pan" because it's global?

13· ·A· ·Well, yeah.· It comes from -- you know, "pandemic" just

14· · · ·comes from the Latin root of "pan", which is all, and

15· · · ·"demus", which is people, and so it's all people.

16· · · ·We've seen that.· Like it's even on Antarctica.  I

17· · · ·think this is the first pandemic in history that's been

18· · · ·on all seven continents.

19· ·Q· ·Is there no severability criteria for determining

20· · · ·something is or is not a pandemic?

21· ·A· ·Yeah, you know, I think for something like seasonal

22· · · ·influenza, you have global infections every year, you

23· · · ·have waves every year, and so you would talk about

24· · · ·severity, so we would have a pandemic when -- in the

25· · · ·scientific literature about influenza, we talk about

26· · · ·antigenic drifts, which is the small changes that occur



·1· · · ·year to year, and then antigenic shifts, which is the

·2· · · ·major changes.

·3· · · · · · And, generally, when there's an antigenic shift,

·4· · · ·we have a pandemic because we have a significant change

·5· · · ·in the virus, which then you have a large proportion of

·6· · · ·the population which don't have good cross-reactive

·7· · · ·immunity.· And so whether it's swine flu in 2009 or

·8· · · ·previous pandemics in the 20th century, like 1968 and

·9· · · ·there's been others, but at least in influenza, yeah,

10· · · ·it's not occurring on -- everywhere in the world,

11· · · ·because that occurs every year, but it's a major change

12· · · ·that increases the symptomatic infectivity, so

13· · · ·morbidity as well as mortality.

14· ·Q· ·So some years, influenza is severe enough to be

15· · · ·pandemic and other years, it's not; do I have that

16· · · ·right?

17· ·A· ·Correct, yeah.

18· ·Q· ·So you said that COVID was severe enough in the

19· · · ·beginning to be, you know, at least as bad as a

20· · · ·pandemic influenza, but is it now at the point of

21· · · ·seasonal influenza?· Is that a proper way to

22· · · ·characterize it?

23· ·A· ·Yeah, once it becomes endemic, that's a good question.

24· · · ·Again, some of the definitions are going to be

25· · · ·arbitrary.· You'll talk to some experts now who will

26· · · ·say, oh, COVID's already endemic, others will say no.



·1· ·You know, a lot of people will say, okay, with Omicron,

·2· ·that's what we're seeing now, it's endemic, we have so

·3· ·many people infected.· And others will say, well, no,

·4· ·we can't call it endemic.

·5· · · · There's essentially uniform agreement that it will

·6· ·be endemic, it's just kind of defining where that's

·7· ·going to be is somewhat arbitrary.· But, yes,

·8· ·SARS-CoV-2 will be endemic, and whether you want to say

·9· ·that that's now or whether it's going to be three, six

10· ·months from now, it's I think relatively arbitrary how

11· ·you say it.· It was pandemic; it's going to be endemic.

12· ·Where you define that cutoff, I don't think it's easy

13· ·to kind of say one particular --

14· · · · How I would define is that we start seeing a

15· ·different respiratory virus predominantly, because we

16· ·haven't seen massive waves of influenza, and that's not

17· ·unusual.· So like in the hospital, we see different

18· ·respiratory viruses at different times, and so we have

19· ·a usual wave of influenza, say, in January, it's after

20· ·influenza leaves that we're going to see some of the

21· ·other important respiratory viruses in the waves of,

22· ·say, parainfluenza or human metapneumovirus.

23· · · · And how I would define the endemic state of

24· ·SARS-CoV-2 is once we start seeing the return of waves

25· ·of other important respiratory viruses, maybe it's in

26· ·the spring with human metapneumovirus, I don't know,



·1· · · ·but once that occurs, when we're having more cases of a

·2· · · ·different respiratory virus, I think we can safely --

·3· · · ·to me, that's an objective criteria of how to kind of

·4· · · ·define the endemicity of SARS-CoV-2.

·5· ·Q· ·At what point in time did you become confident that

·6· · · ·SARS-CoV-2 was going to be endemic?

·7· ·A· ·Once you have community transmission on every

·8· · · ·continent, yeah.· So it would have been within weeks of

·9· · · ·the pandemic.

10· ·Q· ·Okay, but just to clarify then, that would place you in

11· · · ·January 2020?

12· ·A· ·No, no.· Like early April 2020.

13· ·Q· ·Okay, so just to clarify, by early April 2020, you

14· · · ·looked at the data and thought this is going to be

15· · · ·endemic?

16· ·A· ·Yeah, absolutely.

17· ·Q· ·So at that point, attempts to completely stop the virus

18· · · ·are futile?

19· ·A· ·Yeah, absolutely.

20· ·Q· ·At that point, were attempts to slow it down

21· · · ·theoretically possible to work?

22· ·A· ·No.· I think each different thing can be judged based

23· · · ·on the evidence, and that's what I do in my report.  I

24· · · ·think most interventions had little or no effect, and

25· · · ·the evidence is bearing that out.· We know that from

26· · · ·previous similar infections and -- but each different



·1· · · ·intervention would have to be judged on its own merits,

·2· · · ·so whether it's masking or lockdown, kind of

·3· · · ·shelter-in-place, or, you know, testing in isolation,

·4· · · ·each of those factors can be judged on its different

·5· · · ·merits.· But I think what we've clearly seen is that

·6· · · ·the interventions put in place have not had a

·7· · · ·significant effect.

·8· ·Q· ·And you do realize that many people say that they have

·9· · · ·had a positive effect?

10· ·A· ·Yeah.

11· ·Q· ·And you disagree with them; is --

12· ·A· ·I do.

13· ·Q· ·-- that fair to say?

14· ·A· ·Yeah.

15· ·Q· ·And now, generally speaking, correct me if I'm wrong,

16· · · ·but at least in Canada, aren't the vast majority, if

17· · · ·not all, you know, public health agencies and

18· · · ·government bodies and medical officers of health saying

19· · · ·that, look, these measures did work over the last two

20· · · ·years; isn't that right?

21· ·A· ·Yeah, there's lots of people claiming that, but it can

22· · · ·be debated endlessly as to what actual effect they did

23· · · ·or did not have.

24· ·Q· ·Well, at least for you personally, is there a debate

25· · · ·happening?

26· ·A· ·Yeah, there's actually really starting to be a debate



·1· · · ·both in society generally but in the academic

·2· · · ·literature as to what effect these different measures

·3· · · ·had or didn't have, and again each one needs to be

·4· · · ·judged based on the merits of each different

·5· · · ·intervention.

·6· · · · · · But, yeah, both in the general public, I think,

·7· · · ·globally, we're seeing an openness to debating and

·8· · · ·seeing what the actual risk and downsides have been to

·9· · · ·each individual intervention, but we're seeing that in

10· · · ·the academic literature as well.

11· ·Q· ·In your experience, have the public health agencies and

12· · · ·medical officers of health in Canada been open to

13· · · ·having that debate.

14· ·A· ·You know, I think most of the public health agencies in

15· · · ·Canada have had similar strategies and have not kind of

16· · · ·differed too much from themselves.· I think if you look

17· · · ·at somewhere like Europe or the United States, which

18· · · ·have similar numbers of jurisdictions, a few dozen

19· · · ·jurisdictions in each of them and there's been wide

20· · · ·differences, and so looking at different states and

21· · · ·comparing them and looking at different countries in

22· · · ·Europe and comparing them can be helpful.· But, again,

23· · · ·that has to be done carefully, because, as I mentioned

24· · · ·in my report, just doing that is the lowest level of

25· · · ·evidence, and it kind of commits the ecological fallacy

26· · · ·in statistics.



·1· · · · · · But, anyway, I do see quite a change in, you

·2· · · ·know -- for instance, right now, a big debate, you're

·3· · · ·seeing it in all sorts of media, whether it's the

·4· · · ·New York Times or The Atlantic but also in the academic

·5· · · ·literature just this week about, you know, masking

·6· · · ·school age children.· Like the New York Times and The

·7· · · ·Atlantic, you know, having articles this week, it's

·8· · · ·just been in the last few days, saying, yeah, the

·9· · · ·evidence just isn't there, you know, we don't need to

10· · · ·be masking young school age children in schools.· And

11· · · ·we're seeing these kind of studies come out in the

12· · · ·medical, the academic literature as well.

13· · · · · · And I think what happened in the past is that, in

14· · · ·the absence of a lot of that evidence, assumptions were

15· · · ·made, and we -- you know, the term for that is called

16· · · ·medical reversal, and it's very difficult, once

17· · · ·assumptions are made, to reverse kind of course, and so

18· · · ·you're gathering a lot more information now and seeing

19· · · ·both the risks and benefits of various different

20· · · ·interventions.

21· ·Q· ·You just talked about how, once assumptions are in

22· · · ·place, they're very difficult to reverse or change;

23· · · ·does that help to explain why the public health

24· · · ·agencies in Canada sort of refused to listen to experts

25· · · ·like you and cease the restrictions?

26· ·A· ·Yeah, you know, there are many different reasons for



·1· · · ·why things occurred, yeah.· You know, that's a whole

·2· · · ·other topic, why one group was listened to and one not.

·3· · · ·But that evidence is accumulating now, and so that's

·4· · · ·why you're seeing a lot of jurisdictions treat this

·5· · · ·very differently.· Once that evidence is becoming more

·6· · · ·and more clear, more and more robust, you're seeing a

·7· · · ·lot less restrictions.

·8· ·Q· ·Those assumptions you mentioned, are they, for the most

·9· · · ·part, false or wrong or inaccurate?

10· ·A· ·Well, again, it really depends on what you're talking

11· · · ·about I think.· If you talk about, say, again masking

12· · · ·children, there's next to no studies in that.· We can

13· · · ·talk about studies in masking adults.· The masking of

14· · · ·healthy children, there was just no studies prior to

15· · · ·the pandemic, but the assumption is, well, masks are

16· · · ·good for health care workers in high-risk settings,

17· · · ·they must be good for children.

18· · · · · · And as evidence accumulates, there should have

19· · · ·been more.· There -- no randomized control trials of

20· · · ·children were done in the pandemic when they should

21· · · ·have been, they should have done cluster-randomized

22· · · ·trials of different schools and classrooms, just like

23· · · ·they did the cluster-randomized trial in Bangladesh,

24· · · ·and then we could have quantitated.· But the assumption

25· · · ·was made, oh, they must be good, so we're going to do

26· · · ·it, but then as the evidence accumulates, we learn more



·1· · · ·that there is no benefit, and so we shouldn't be doing

·2· · · ·it.

·3· · · · · · In fact, there's lots of harms with regards,

·4· · · ·particularly, with emotional and cognitive learning in

·5· · · ·children if you mask both the children and the

·6· · · ·teachers.

·7· ·Q· ·Now, I'm going to ask you a little bit about one of

·8· · · ·those assumptions, and that's asymptomatic

·9· · · ·transmission.· So this is on page 3 of your report, the

10· · · ·third section.· You say in your report that the rates

11· · · ·of transmission from asymptomatic persons is

12· · · ·substantially less than from symptomatic persons.· So

13· · · ·the first question I have for you, of course, is has

14· · · ·the data or your opinion changed on that in the last

15· · · ·year?

16· ·A· ·No, it has not changed.

17· ·Q· ·Now, what do you mean by "substantially less"?· Give us

18· · · ·an idea of how much less asymptomatic transmission is

19· · · ·than symptomatic.

20· ·A· ·Well, I note a number of studies, but I think the most

21· · · ·important one would be study 53, because it's a

22· · · ·meta-analysis of household transmission, and household

23· · · ·transmission is, by far, the most important location of

24· · · ·transmission.· So some estimates are as high as 80

25· · · ·percent of all transmission occurs within the

26· · · ·household, and that makes sense, this is where people



·1· · · ·are in intimate contact with each other.· So this study

·2· · · ·I think is very helpful and very reliable.

·3· · · · · · So it's looking at household transmission, which

·4· · · ·is the most important factor or place where

·5· · · ·transmission occurs.· It had a large number of

·6· · · ·participants, close to 80,000, and the difference

·7· · · ·between -- and it can be controlled.· Like a household

·8· · · ·is kind of like a unit, and so, again, I think this was

·9· · · ·a very good study and very representative of the

10· · · ·literature and reliable, and it showed that the

11· · · ·difference between symptomatic transmission and

12· · · ·asymptomatic transmission was about 25 times.· And so I

13· · · ·think that would be where I would -- you know, get that

14· · · ·word "substantial".

15· ·Q· ·Thank you.

16· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen --

17· · · ·MR. KITCHEN· · · · · · · Yes.

18· · · ·THE CHAIR:· · · · · · · ·-- I just wonder, is there a

19· · · ·point, a logical point in your approach where we could

20· · · ·take a short break?

21· · · ·MR. KITCHEN:· · · · · · ·Yes, I was planning to after I

22· · · ·finished asymptomatic transmission, and I don't think

23· · · ·I'm going to be on that very much longer --

24· · · ·THE CHAIR:· · · · · · · ·Okay, thank you.

25· · · ·MR. KITCHEN· · · · · · · -- so just a couple more

26· · · ·minutes.



·1· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, you further say

·2· · · ·that asymptomatic transmission does not warrant being

·3· · · ·considered a significant contributor to the overall

·4· · · ·transmission burden.· Now, maybe that's obvious based

·5· · · ·on what you just said, but can you just explain why

·6· · · ·that's your opinion?

·7· ·A· ·So it can be -- my opinion can be considered in a

·8· · · ·number of domains.· The first is just the number

·9· · · ·itself.· So if we're talking about something that's 25

10· · · ·times less important, I think that's one domain.· The

11· · · ·other domain, you know, relates to the point we've

12· · · ·already discussed, which is the fact that the virus is

13· · · ·going to be around forever, and kind of related to that

14· · · ·is the idea of treating an asymptomatic person as

15· · · ·diseased.· I think that has huge, kind of moral,

16· · · ·philosophical, whatever implications.· And so you have

17· · · ·something that's going to be around forever, you can't

18· · · ·treat the entire population, you know asymptomatic, as

19· · · ·potentially infected with regards -- just on a moral --

20· · · ·in my opinion, of course, but on a philosophical level,

21· · · ·you can't -- it's dangerous I think, societally, to be

22· · · ·treating everybody who otherwise looks healthy as a

23· · · ·potential germ carrier for an infection that's widely

24· · · ·prevalent and going to be around forever.

25· ·Q· ·But is it, nonetheless, scientifically accurate?

26· ·A· ·What's scientifically accurate?



·1· ·Q· ·That there are a large number of asymptomatic healthy

·2· · · ·people going around that, you know, are harbouring

·3· · · ·something that can make people really sick, and they're

·4· · · ·likely to transmit it even though they're healthy?

·5· ·A· ·Well, I think it's just best to use numbers like I use

·6· · · ·in my report.· Like I think the best evidence that we

·7· · · ·have is that asymptomatic transmission is 25 times less

·8· · · ·than symptomatic transmission, and to me, that -- you

·9· · · ·know, that's -- statistically that's a relatively large

10· · · ·number.· I'm happy to call that substantially

11· · · ·different.

12· ·Q· ·So it's not a good assumption that -- that most healthy

13· · · ·people could transmit this thing?

14· ·A· ·No, I don't think it's justified, based on the

15· · · ·evidence, that we should be treating every healthy

16· · · ·asymptomatic person as a potential -- potentially

17· · · ·infected with SARS-CoV-2.· You know, I think -- again,

18· · · ·everything to be qualified, if you're talking about

19· · · ·someone who is in very close contact, you know, of

20· · · ·course.· And so, of course, there's going to be

21· · · ·exceptions to the rule, but it just proves the rule.

22· · · ·But I think, generally, at a population level, I don't

23· · · ·think the evidence warrants treating everybody in the

24· · · ·population who is asymptomatic as a potential

25· · · ·transmission risk for SARS-CoV-2.

26· ·Q· ·Now, I'm going to come to masking after the break, but



·1· · · ·just help me out, isn't that the assumption behind

·2· · · ·mandatory masking of all healthy people?· Like

·3· · · ·(INDISCERNIBLE) --

·4· ·A· ·That's -- yeah, that's certainly one of the assumptions

·5· · · ·for masking the healthy general public, absolutely.

·6· ·Q· ·Almost done before we break.· Now, as you know, Dr. Hu

·7· · · ·on page 6 of his report says your opinion regarding

·8· · · ·asymptomatic transmission is, quote, contradicted by a

·9· · · ·CDC report which says that 60 percent of COVID

10· · · ·transmission is asymptomatic.· Now, Dr. Hu does not

11· · · ·provide the citation for this report, but are you aware

12· · · ·of what report he is referring to?

13· ·A· ·No, I'm not aware.

14· ·Q· ·Do you find that strange that he didn't cite to the

15· · · ·report?

16· ·A· ·Well, I can't comment specifically on that, but

17· · · ·generally if you're going to cite a number or a

18· · · ·statistic or discuss a number or statistic in either

19· · · ·the academic literature or a formal document such as

20· · · ·this, you would provide a reference, like I did with

21· · · ·all of mine.

22· ·Q· ·Well, do you think the -- I guess you've already

23· · · ·answered this, but, just to clarify, do you think the

24· · · ·balance of the scientific literature that is available

25· · · ·supports your opinion that symptomatic transmission is

26· · · ·way more prevalent than asymptomatic?



·1· ·A· ·Yes, that's what I state in my report, and I don't --

·2· · · ·my opinion has not changed, that symptomatic

·3· · · ·transmission is substantially more important than

·4· · · ·asymptomatic transmission.

·5· · · ·MR. KITCHEN:· · · · · · ·So that's it for me for the --

·6· · · ·you know, we can break now, and then I'll have some

·7· · · ·more when we come back.· I'm, you know, probably

·8· · · ·halfway through, maybe a little less, but close to

·9· · · ·halfway through.

10· · · ·THE CHAIR:· · · · · · · ·Okay.· Thank you, Mr. Kitchen.

11· · · ·And, Dr. Warren, we're going to take a 15-minute break,

12· · · ·and you can put your connection -- you can mute and

13· · · ·turn your camera off during this period, but please

14· · · ·don't break the connection to the meeting and don't

15· · · ·speak with Mr. Kitchen, and we will see everybody in 15

16· · · ·minutes.· 25 to 11 I think.

17· · · ·(ADJOURNMENT)

18· · · ·THE CHAIR:· · · · · · · ·Mr. Kitchen, the floor is

19· · · ·yours once again; we'll resume your direct examination

20· · · ·of Dr. Warren.

21· · · ·MR. KITCHEN:· · · · · · ·Thank you.

22· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, from pages 3 to 5

23· · · ·of your report, you discuss the evidence for lockdown

24· · · ·measures, generally speaking, including physical

25· · · ·distancing.· Prior to the year 2020, was there much

26· · · ·scientific evidence or academic literature in support



·1· · · ·of the effectiveness of physical distancing?

·2· ·A· ·No, there was essentially none, and that -- I think I

·3· · · ·gave a quote in -- yeah, there's a systematic review

·4· · · ·published in -- it was a Cochrane systematic review,

·5· · · ·and towards the end of page 4, I quote:· (as read)

·6· · · · · · There was only one randomized controlled

·7· · · · · · trial of quarantine and no trials of

·8· · · · · · screening and (INDISCERNIBLE) or for physical

·9· · · · · · distancing.

10· · · ·So the highest level of evidence, as I discussed in

11· · · ·other parts of my report, are randomized controlled

12· · · ·trials or meta-analysis of randomized controlled

13· · · ·trials, and there was just none of that evidence with

14· · · ·regards to various lockdown measures prior to the

15· · · ·pandemic.

16· · · · · · I can discuss that one randomized trial that they

17· · · ·discuss there, but -- in a quote.· There was a

18· · · ·randomized controlled trial in influenza in Japanese

19· · · ·persons.· What they basically randomized Japanese

20· · · ·workers to is that home quarantine while they were

21· · · ·symptomatic or not.· And what it found is it had no

22· · · ·significant difference on overall rates of influenza.

23· · · · · · So what happened is these Japanese workers, who

24· · · ·were quarantined at home, did -- their offices, their

25· · · ·co-workers had lower rates of influenza, but it was

26· · · ·counter-balanced by higher rates of influenza within



·1· · · ·these quarantine workers' families.· And so in the end,

·2· · · ·it made no overall difference, because it just shifted

·3· · · ·the number of infections from one place to the other.

·4· · · · · · And there are some interesting papers out there to

·5· · · ·suggest the same thing happened in COVID-19, because

·6· · · ·the household is already the highest -- or the most

·7· · · ·likely case -- a place of transmission, when you have a

·8· · · ·whole bunch of people sheltering in place, either

·9· · · ·you're just transferring infections from one place to

10· · · ·the other, or, in fact, there's some people that would

11· · · ·argue that infections may have been increased because

12· · · ·of that.

13· · · · · · Particularly in congregate settings, because

14· · · ·you're -- places like nursing homes, group homes, other

15· · · ·places where people are living but within close

16· · · ·proximity to others that we have these shelter-in-place

17· · · ·restrictions, it may actually increase the numbers of

18· · · ·infection.

19· · · · · · But, again, the evidence there isn't clear.

20· · · ·There's lots of people kind of debating that, but prior

21· · · ·to COVID-19, there was essentially no evidence for the

22· · · ·positive effect of various different lockdown measures,

23· · · ·including physical distancing, isolation -- or, you

24· · · ·know, sheltering in place.

25· ·Q· ·So is it basically there was a hypothesis that this

26· · · ·could work, and then that hypothesis was implemented;



·1· · · ·is that sort of what happened back in the -- you know,

·2· · · ·early 2020 in Canada?

·3· ·A· ·Yeah, there are a lot of different things going on

·4· · · ·here, I'm happy to talk about that, but, number one, a

·5· · · ·lot of the decisions were based on modelling.· And as

·6· · · ·part of my Masters, I've done some modelling courses.

·7· · · · · · And one of the key metrics in modelling is this

·8· · · ·factor called Beta, which is just the average number of

·9· · · ·interactions a person in the model is going to have

10· · · ·with other people.· And by changing that one number in

11· · · ·modelling, at least, you can change the size of waves

12· · · ·or the number of infections and things like that.

13· · · · · · So because a lot of decisions were based on

14· · · ·modelling, and that one factor is so important in the

15· · · ·modelling, the idea was if we can decrease the number

16· · · ·of interactions people have with other people, then

17· · · ·we're going to greatly decrease the number of

18· · · ·infections.· Again, I think there's various problems

19· · · ·with that:· Number one, the idea that most transmission

20· · · ·occurs in households and kind of really isn't

21· · · ·considered in that; number two, as I talked about in

22· · · ·population density, in very population-dense areas,

23· · · ·even sheltering at home, you're actually not reducing

24· · · ·the number of -- significantly reducing the number of

25· · · ·people, other people you are going to interact with,

26· · · ·because you're still going out to walk your dog, you're



·1· ·still going to the grocery store.· You know, if I'm in

·2· ·downtown Toronto, and I'm walking two blocks to the

·3· ·nearest grocery store, I'm interacting with a lot of --

·4· ·I'm going by a lot of people, and -- anyway.· So that's

·5· ·one thing number one.

·6· · · · Then the other issue is that policies were

·7· ·going -- at least early on, very early on, were going

·8· ·to be heavily influenced by what happened with

·9· ·SARS-CoV-1.· And what happened with that infection is

10· ·that various different quarantine -- there were no

11· ·lockdowns, but that infection was able to be controlled

12· ·with various public health measures, mostly just the

13· ·usual stuff:· Sick patients are kind of quarantined to

14· ·learn better; testing and tracing, so testing and

15· ·tracing all of their contacts.· But that infection,

16· ·didn't last long, occurred -- recurred briefly in

17· ·various places like Singapore and different cities in

18· ·China and stuff.

19· · · · But I think early on, because it wasn't that long

20· ·ago, it was I think only 16 years previous, a lot of

21· ·the policy was heavily influenced from that, and

22· ·pandemics have a deep kind of social history, right?

23· ·Like when you talk about things like the Black Death,

24· ·in a lot of places in Europe, you know 50 percent of

25· ·the population died from that pandemic and from plague,

26· ·and there have been many others and stuff as well.



·1· · · · · · So deep within the societal consciousness, you

·2· · · ·know, there's fear of major infections.· And in some

·3· · · ·cases, in different infections historically, lockdown

·4· · · ·or lockdown-like measures have worked, and you think of

·5· · · ·things like smallpox and quarantine.· So you had, you

·6· · · ·know, a boat with -- you know, you think of 1720s

·7· · · ·Boston, and there's evidence, you know, of this, you

·8· · · ·have a -- and there's no smallpox in Boston, but you

·9· · · ·have a boat coming in over from England where there's

10· · · ·people with smallpox on it, well, that boat is

11· · · ·quarantined, it's locked down in the harbour for

12· · · ·several weeks until there's no more transmission of

13· · · ·smallpox.· And I can give many other examples from

14· · · ·history.

15· · · · · · And so it's a complicated issue with regards to

16· · · ·lockdown, quarantine, things like that, so I think

17· · · ·those are kind of the three main ones that I just

18· · · ·addressed.

19· ·Q· ·Thank you.· I mean, I guess you've touched on this, but

20· · · ·just to be specific, has the evidence, you know, over

21· · · ·the last two years substantiated the theory that

22· · · ·physical distancing is effective?

23· ·A· ·No, but, again, it's a hotly debated topic because we

24· · · ·don't have the best evidence.· The best evidence is

25· · · ·randomized controlled trials, and those trials could

26· · · ·have been done.· And, in fact, in small instances, they



·1· ·have.

·2· · · · So most of the evidence, what we're doing is

·3· ·ecological studies, so comparing one jurisdiction to

·4· ·the other.· And as I mentioned with regards to masks,

·5· ·there's all sorts of statistical problems with that.

·6· · · · And, you know, debating various different lockdown

·7· ·measures kind of with the type of evidence we have is a

·8· ·whole other discussion, but the best evidence,

·9· ·randomized controlled trials, which should be done for

10· ·everything, we just don't have that evidence.

11· · · · But I give an example of one that was done, and

12· ·it's something that should have been done more, so in

13· ·Massachusetts, they did a randomized controlled trial

14· ·of school children of 3-feet distancing versus 6-feet

15· ·distancing, and there was no difference.· Okay, so it

16· ·was a cluster-randomized trial, much like the

17· ·Bangladeshi mask study, so you randomized classrooms

18· ·versus -- rather than people.· That's the standard way

19· ·of doing this type of intervention.· And they showed

20· ·that there's no difference between 3 feet and 6 feet.

21· · · · And so that study kind of proved the point that

22· ·that type of study can be done and should have been

23· ·done everywhere throughout the pandemic, looking at a

24· ·variety of different interventions.· And when that type

25· ·of study is done, what it will show, and what it showed

26· ·prior to, as I talked about with that Japanese worker



·1· · · ·study in influenza, which I think was 2010 or so,

·2· · · ·somewhere around there, when those types of studies are

·3· · · ·done prior to COVID and the very few that have been

·4· · · ·done during, they don't show much of an effect of these

·5· · · ·different lockdown-type procedures.

·6· ·Q· ·Thank you.· Now, I want to ask you some questions about

·7· · · ·masks.· On page 5 of your report, your section on the

·8· · · ·evidence regarding masks, you refer to, quote, healthy

·9· · · ·people, and I think we've touched on this, but just to

10· · · ·be clear, for you is asymptomatic the same as healthy?

11· ·A· ·Well, asymptomatic, I think you're -- yes, I guess.

12· · · ·Again, it's depends on how you define your terms.· If

13· · · ·we're talking asymptomatic with regards to SARS-CoV-2,

14· · · ·they could be unhealthy otherwise.· They could have

15· · · ·heart failure and diabetes and advanced-stage cancer; I

16· · · ·wouldn't call them healthy, but they're asymptomatic

17· · · ·with regards to respiratory symptoms.

18· ·Q· ·So healthy in regards to not having cold flu symptoms?

19· ·A· ·Right, yeah.

20· ·Q· ·Okay.· Is a mandate that all chiropractors wear a mask

21· · · ·at all times in their office, is that effectively a

22· · · ·mandate that all asymptomatic chiropractors wear a mask

23· · · ·at all times in their office?

24· · · ·MR. MAXSTON:· · · · · · ·I'm going to have to object to

25· · · ·that, Mr. Kitchen.· I think that's a pretty central

26· · · ·question for the Hearing Tribunal to decide.



·1· ·MR. KITCHEN:· · · · · · ·Well, you're going to have to

·2· ·explain that.

·3· ·MR. MAXSTON:· · · · · · ·Well, we can't ask this

·4· ·witness to comment on the College's mandate and its

·5· ·broader implications of it.· I think your question is a

·6· ·little too broad, Mr. Kitchen.

·7· ·MR. KITCHEN:· · · · · · ·Well, I'll rephrase it again,

·8· ·just -- not rephrase it, but say it again, because I'm

·9· ·struggling with that.· I'm asking him is it logically

10· ·accurate that a mandate that all chiropractors wear

11· ·masks at all times in their office is a mandate that

12· ·all asymptomatic chiropractors wear a mask at all times

13· ·in their office?· I'm asking if those two things are

14· ·logically equitable.· That's got nothing to do with any

15· ·determination that the Tribunal has to make.

16· ·MR. MAXSTON:· · · · · · ·I guess you can take this

17· ·witness to the Pandemic Directive, Mr. Kitchen, and you

18· ·could ask him to comment on that, but I'm not sure I

19· ·agree with you.· I think that that's a broader question

20· ·that goes to I think one of the conclusions the

21· ·Tribunal is going to have to make based on the issues

22· ·you are raising.

23· ·MR. KITCHEN:· · · · · · ·That being --

24· ·THE CHAIR:· · · · · · · ·Mr. Kitchen, the first part of

25· ·your question is all chiropractors, right?

26· ·MR. KITCHEN:· · · · · · ·Right.· And I, you know -- I



·1· ·thought this was not contentious.· Maybe my friend can

·2· ·tell me.· I mean, as far as I know, there's no

·3· ·disagreement here that the Pandemic Directive says that

·4· ·all chiropractors must wear a mask at all times while

·5· ·in their office.

·6· · · · Do you take issue with my characterization,

·7· ·Mr. Maxston?

·8· ·MR. MAXSTON:· · · · · · ·The Pandemic Directive says

·9· ·what it says in terms of chiropractors having to wear

10· ·masks when they treat patients.· But I think, in

11· ·fairness, you'd have to take this witness to the actual

12· ·wording in the Pandemic Directive and ask him what his

13· ·interpretation of it is, and I might have some

14· ·objections I suppose to that.· But I think your

15· ·question, as it's framed, I just think is too

16· ·general --

17· ·MR. KITCHEN· · · · · · · Okay.

18· ·MR. MAXSTON:· · · · · · ·-- or relates to one of the

19· ·issues this Tribunal's going to have to decide on.

20· · · · I don't have a problem with you asking questions

21· ·about masking and asymptomatic patients, you know,

22· ·that's not -- I'm not going to object to that, of

23· ·course.

24· ·MR. KITCHEN:· · · · · · ·Well, do you have any

25· ·objections to me reading to him what the directive says

26· ·in that portion?



·1· ·MR. MAXSTON:· · · · · · ·I don't think I would.  I

·2· ·think I would have objections to you asking him about

·3· ·the -- I want to say it, how that applies in the

·4· ·chiropractic office vis-à-vis a chiropractor and

·5· ·patients.

·6· ·MR. KITCHEN:· · · · · · ·Well, at least for this

·7· ·question, I'm not asking.

·8· ·MR. MAXSTON:· · · · · · ·Yeah.· Well, as I said, I

·9· ·think it's probably better to take him to the Pandemic

10· ·Directive if you want to ask questions about the

11· ·meaning and intent of the Pandemic Directive.· That's

12· ·all I'm saying here is it just seems to me that this is

13· ·a little bit of a bigger picture issue that the

14· ·Tribunal's going to have to decide on.

15· ·THE CHAIR:· · · · · · · ·Would it be possible to put

16· ·that directive up on the screen?

17· ·MR. KITCHEN:· · · · · · ·I don't know if Ms. Nelson can

18· ·do that quickly.· The only reason I don't want to --

19· ·I'm just trying to save time.

20· ·MR. MAXSTON:· · · · · · ·And, Mr. Kitchen, you know, it

21· ·says what it says --

22· ·MR. KITCHEN· · · · · · · Yeah.

23· ·MR. MAXSTON:· · · · · · ·-- I'm not -- if you want to

24· ·ask your client about whether he thinks that directive

25· ·is, you know, scientifically supported, you've been

26· ·doing that already, I suppose, indirectly; I'm just a



·1· · · ·little concerned about saying -- you know, asking him

·2· · · ·to draw a conclusion about this specific directive in

·3· · · ·the context of, I guess, the charges that are in front

·4· · · ·of the Tribunal.

·5· · · ·MR. KITCHEN:· · · · · · ·Well, let me ask a series of

·6· · · ·open-ended questions, and maybe we can resolve this.

·7· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren -- my friend can

·8· · · ·intervene if he thinks this is a problem -- but there

·9· · · ·are approximately 1150 regulated chiropractors in

10· · · ·Alberta.· That's somewhere in the record; I don't think

11· · · ·that's contentious.· Is it possible that -- well, is it

12· · · ·possible that all of them are going to be symptomatic

13· · · ·at exactly the same time?

14· ·A· ·I don't totally understand the question, but obviously

15· · · ·not; I don't think there would be 1100 people

16· · · ·symptomatic at the same time.

17· ·Q· ·And I can tell you this because it's in the record, I

18· · · ·don't think it's contentious, chiropractors are not

19· · · ·actually in the directive.· I can't say precisely right

20· · · ·now.· Certainly in the relevant time period here which

21· · · ·we're talking about, which is about May 2020 to

22· · · ·December 2020, chiropractors weren't, in fact, allowed

23· · · ·to be in their office if they were symptomatic, okay?

24· · · ·So if there's a requirement -- and I'll read it to you

25· · · ·if I have to, but, again, I don't think I'm

26· · · ·mischaracterizing it -- if there's a requirement that



·1· · · ·chiropractors wear a mask while in their office

·2· · · ·treating patients, and that requirement is static or

·3· · · ·universal, is that not a requirement that asymptomatic

·4· · · ·chiropractors wear a mask at all times in their office

·5· · · ·when they're treating their patients?

·6· ·A· ·So from what I understand from the question, I'm not

·7· · · ·again entirely sure, but it sounds like the directive

·8· · · ·says that chiropractors may not practice or be in their

·9· · · ·office if they're asymptomatic [sic], and presumably

10· · · ·that's the same for their patients as well with regards

11· · · ·to COVID symptoms; and so I think the question then is

12· · · ·if they're not allowed to be in their office or

13· · · ·practicing -- seeing patients, if they're symptomatic,

14· · · ·then, by definition, they're wearing a mask as

15· · · ·asymptomatic persons while performing the chiropractic.

16· · · ·Is that correct?· And so that's what you're asking?

17· ·Q· ·That's what I'm asking, yes.

18· ·A· ·Yes, okay.

19· ·Q· ·I'm going to ask you a few questions about health care

20· · · ·settings and non-health care settings, but let's first

21· · · ·talk about non-health care settings.· You say in your

22· · · ·report that when limited to the strongest types of

23· · · ·evidence, RCTs as we've discussed, there is no evidence

24· · · ·in support of healthy or asymptomatic people wearing

25· · · ·masks in non-health care settings.· You've already

26· · · ·explained all that.



·1· · · · · · Just to clarify, because I know that, you know,

·2· · · ·this is an issue with Dr. Hu, there are multiple

·3· · · ·peer-reviewed publications that support your position

·4· · · ·on that?

·5· ·A· ·Yes, so as I state in my report, pages -- and page 5

·6· · · ·primarily, so prior to COVID, there was studies of

·7· · · ·randomized controlled trials of masking asymptomatic

·8· · · ·persons.· Most of the studies were relatively small.

·9· · · ·Some showed marginal benefit, others didn't.· And when

10· · · ·those -- when randomized controlled trials are put

11· · · ·together and all of the evidence and all of the

12· · · ·patients are compared in one big group, it's called

13· · · ·meta-analysis.· And there's three meta-analyses, all of

14· · · ·them done just prior to COVID, in fact, one of them,

15· · · ·the Cochrane review, done during COVID but was only

16· · · ·including studies done prior to COVID that showed there

17· · · ·was no difference.

18· · · · · · And so that's what happens, when you have

19· · · ·randomized -- and the randomized controlled trials

20· · · ·looking at masking healthy people primarily to prevent

21· · · ·influenza were relatively small, and they're

22· · · ·contradictory.· Some would say, yeah, there's some

23· · · ·marginal benefit, others no.

24· · · · · · And so the standard way of kind of deciding the

25· · · ·issue is a meta-analysis.· And three meta-analyses said

26· · · ·that the bottom line is that there is no evidence of



·1· · · ·masking healthy persons in the community to prevent

·2· · · ·respiratory tract infection, and that was primarily

·3· · · ·influenza, but not -- see, that's tricky, it was

·4· · · ·primarily influenza, but it was influenza-like illness,

·5· · · ·ILI, which is a very standard, more or less symptomatic

·6· · · ·definition than a laboratory based definition, because

·7· · · ·never in history have we done such extensive testing on

·8· · · ·a respiratory virus than we've done on SARS-CoV-2,

·9· · · ·COVID-19.

10· ·Q· ·Now, to your knowledge, have there been RCTs done since

11· · · ·writing your report, you know, on masking in the

12· · · ·context of COVID?

13· ·A· ·Yeah, so in my report, I mention one randomized

14· · · ·controlled trial done early in Denmark --

15· ·Q· ·Yeah.

16· ·A· ·-- with regards to masking, and it showed no

17· · · ·significant difference.· And since then, there has --

18· · · ·there's been two performed, one of -- so one was in

19· · · ·Africa, I forget the exact country, that has -- even

20· · · ·the preliminary results haven't been published, but it

21· · · ·just finished I think in November, Guinea-Bissau I

22· · · ·think is where it -- anyway, I don't want to say for

23· · · ·sure -- but it was a -- I think a large

24· · · ·cluster-randomized trial as well.

25· · · · · · But there was a large study that's been discussed

26· · · ·in the media for the last few months, done in



·1· · · ·Bangladesh.· It was a cluster-randomized trial of over

·2· · · ·300,000 persons in Bangladesh.· And so what they did is

·3· · · ·they randomized villages to wearing masks or not,

·4· · · ·rather than persons, but the number of -- total number

·5· · · ·of people was over 300,000.

·6· · · · · · It's interesting that study was finished last

·7· · · ·summer and published on the study investigator's

·8· · · ·website I think at least September 1st, but it hasn't,

·9· · · ·as far as I'm aware, even appeared in a preprint form,

10· · · ·much less peer-reviewed literature, but it's widely

11· · · ·discussed in the media, and there are certainly some

12· · · ·conclusions that can be taken from the data that's

13· · · ·available.

14· ·Q· ·And what would those conclusions be?

15· ·A· ·So the bottom-line conclusions were that -- so they

16· · · ·cluster-randomized some villages to cloth masks and

17· · · ·some villages to medical masks, and the overall

18· · · ·benefit, if you include both those groups, was very

19· · · ·small.· So the absolute risk reduction -- I can just

20· · · ·bring it up here -- the absolute risk reduction was

21· · · ·from .76 percent down to .69 percent, so a 0.7 percent

22· · · ·reduction.· That's the absolute risk reduction.

23· · · · · · So what that says is that -- and so there's some

24· · · ·important features to consider when we're talking about

25· · · ·this study.· One of the most important things is what

26· · · ·was the primary end point.· So the primary end point



·1· ·was not death, was not hospitalization -- at least in

·2· ·the initial report, they don't even mention that -- the

·3· ·primary end point was serologically confirmed symptoms,

·4· ·so people who had symptoms of COVID and then had a

·5· ·serology test indicating that they had the infection.

·6· ·Okay, so it's really produced -- it's really a study of

·7· ·where the end point is infection, okay?

·8· · · · And in the control group, no masks.· The rate of

·9· ·infection was .76 percent, and in the treatment group,

10· ·overall, it was .69.· So relatively low rates of

11· ·infection in both, but then we can compare them.· So

12· ·that's important.

13· · · · But then when they broke that down into the

14· ·treatment, and they broke it down into cloth masks

15· ·versus medical masks, the cloth masks actually had no

16· ·effect, no benefit whatsoever statistically.· And then

17· ·when they look at surgical masks only compared to

18· ·control, which is no masks; in controls, again, it was

19· ·.76 percent, in surgical mask villages, it was .67

20· ·percent.· So for an absolute risk reduction of .9

21· ·percent.

22· · · · And in randomized controlled trials, the absolute

23· ·risk reduction is a very important number, because when

24· ·we take the inverse of it, so we just 1 divided by the

25· ·absolute risk reduction, we get what's called the

26· ·number needed to treat; so if we did the same thing in



·1· ·the study that they did, how many people would we need

·2· ·to treat without intervention to get one effect.

·3· · · · So if we take .09 percent and do the inverse of

·4· ·it, it's approximately 1100, just over 1100.· And so

·5· ·what you need to do is take 0.009 and then take the

·6· ·inverse.· So 1 divided by 0.009, you get 1100, okay?

·7· ·And so what that said -- and the study went on for

·8· ·eight weeks; you can find that in the "Methods".

·9· · · · So what that tells us is we need to -- in a

10· ·general healthy population, we need to have 1100 people

11· ·wear a mask for eight weeks to prevent one infection,

12· ·not one death, not one hospitalization, but one

13· ·infection.· So 1100 people wearing a mask for eight

14· ·weeks to prevent one infection, and that's a remarkably

15· ·high number.· Like if there's any sort of intervention

16· ·that we're studying in cardiology or infectious

17· ·diseases or, you know, in my -- like with antibiotics

18· ·and bacteria or, you know, cardiology, that number is

19· ·remarkably high.· Generally something over -- between

20· ·50 to 100 is high, but anything over that -- like

21· ·anything under 50 would be kind of low.

22· · · · And it's not a hard outcome.· It's always

23· ·important to say what's the outcome.· And maybe it is

24· ·worth masking 1100 people for eight weeks to prevent

25· ·one death, but it's not; it's masking 1100 for eight

26· ·weeks to prevent one infection.



·1· · · · · · So that's the best evidence we have in SARS-CoV-2

·2· ·Q· ·Thank you.· Now, on this vein, Dr. Hu compared

·3· · · ·conducting RCTs on masking in the context of COVID and

·4· · · ·health care workers to conducting RCTs on parachutes in

·5· · · ·the context of people jumping out of airplanes.· You're

·6· · · ·aware of that, right?

·7· ·A· ·Yeah, I read that.

·8· ·Q· ·What's the likelihood that a person who jumps out of a

·9· · · ·plane without a parachute will live?

10· ·A· ·Presumably zero.

11· ·Q· ·What's the likelihood that a person who contracts COVID

12· · · ·will live?

13· ·A· ·Depends on the age group, but, overall, in all persons,

14· · · ·it's probably over 99 percent.

15· ·Q· ·Is it reasonable to compare the strength of evidence in

16· · · ·support of the effectiveness of parachutes to the

17· · · ·strength of the evidence in support of the

18· · · ·effectiveness of masks?

19· ·A· ·No, not at all.· This is how we answer questions in

20· · · ·medicine; we do randomized controlled trials, and those

21· · · ·randomized controlled trials have been done with masks

22· · · ·and health care workers in lots of other contexts,

23· · · ·including other important infections like influenza.

24· · · · · · Yeah, there have been randomized controlled trials

25· · · ·looking at is a cloth mask similar to a medical mask in

26· · · ·health care workers in influenza, and it showed cloth



·1· ·masks -- and just that study too, I don't know, it was

·2· ·done 10, 15 years ago, showed cloth masks are -- yeah,

·3· ·cloth masks were useless for health care workers.· The

·4· ·medical mask was better for the health care worker

·5· ·taking care of a patient with influenza.

·6· · · · We've looked at masks in a lot of surgical

·7· ·contexts.· So there's lots of places in the hospital,

·8· ·especially -- like prior to COVID, there's a lot of

·9· ·places in the hospital, a lot of contexts, where masks

10· ·were not indicated, and it was studied.· Yeah, I think

11· ·a lot of surgical indications, they've tried to prevent

12· ·surgical site infections with wearing masks, and there

13· ·was no benefit.

14· · · · We've looked at a lot of -- some pretty good

15· ·studies published in the New England Journal and JAMA I

16· ·think, again prior to COVID, in the context of

17· ·influenza or influenza-like illness, comparing N95s to

18· ·surgical masks for health care workers taking care of

19· ·persons with ILI, the most -- prime-most influenza, and

20· ·there was no difference, and so --

21· · · · And I know that one of the main authors of that

22· ·study was at McMaster, Mark Loeb, and he tried to do a

23· ·randomized controlled trial in COVID, but just there

24· ·was such a default assumption that N95s would be better

25· ·for treatment of COVID that, as far as I'm aware, that

26· ·they were not able to actually do that study, because



·1· · · ·the assumption was made, even though I think in the

·2· · · ·absence of evidence, what you do look at is similar

·3· · · ·context, and in this case, similar context done by the

·4· · · ·same authors, looking at N95s versus surgical masks in

·5· · · ·the context of influenza showed that there was no

·6· · · ·difference.· And so I think it was very reasonable,

·7· · · ·from a clinical equipoise, statistical equipoise to

·8· · · ·ethics to do that study in SARS-CoV-2 as well.

·9· · · · · · So there's been lots of randomized controlled

10· · · ·trials in health care workers to define who and who

11· · · ·does not need to wear a mask, and who and who does not

12· · · ·need to wear certain types of masks, lots of areas

13· · · ·where masks are not needed for health care workers,

14· · · ·including in infections, think of things like

15· · · ·c. difficile or MRSA, we don't mask health care

16· · · ·workers, but we make them gown and glove because of the

17· · · ·route of transmission is not the respiratory tract.

18· ·Q· ·Dr. Hu is adamant that mandatory masking in a health

19· · · ·care setting prevents the spread of COVID, although

20· · · ·he's less certain about community settings.· You refer

21· · · ·to a large body of evidence in your report that

22· · · ·mandatory masking of healthy people does not work at

23· · · ·all in community settings, we've been discussing that,

24· · · ·but do you have any reason to think that although

25· · · ·masking of healthy people is completely ineffective in

26· · · ·community settings, it might, nonetheless, be highly



·1· · · ·effective in health care settings as Dr. Hu says?

·2· ·A· ·Sorry, I was looking at my report.· Can you just

·3· · · ·restate that?

·4· ·Q· ·Sure.· So, you know, Dr. Hu says, look, they're really

·5· · · ·effective in health care settings, probably effective,

·6· · · ·but less effective in community settings.· That's

·7· · · ·basically his position.· Your position, in your report,

·8· · · ·is that, well, look, it's completely ineffective in the

·9· · · ·healthy community, in the non-health care setting.· So

10· · · ·even though that's your opinion, and you have all this

11· · · ·scientific evidence to back it up, do you, nonetheless,

12· · · ·think that Dr. Hu might be right in that, even though

13· · · ·it's not effective at all in the community setting, it

14· · · ·could be really effective in the health care setting?

15· ·A· ·Well, yeah, masks are effective in the health care

16· · · ·setting, if that's what you're asking.· Masks are

17· · · ·effective in a health care setting, yeah, because it's

18· · · ·been studied, but, again, it's totally

19· · · ·context-dependent.· And everything is context-dependant

20· · · ·and should be studied with regards to its context.· So

21· · · ·we know, because we did the studies, that for taking

22· · · ·care of influenza patients, health care workers should

23· · · ·wear a medical mask, which is a three-ply mask.· It was

24· · · ·compared in a randomized controlled trial to cloth

25· · · ·masks, and it was superior, and it was control -- and

26· · · ·it was compared in multiple randomized controlled



·1· · · ·trials to N95s, and there was no difference.· So an N95

·2· · · ·was not needed, so a medical mask, no worse then an N95

·3· · · ·medical mask, no -- certain better than cloth, and so

·4· · · ·that context is clearly established.· Health care

·5· · · ·workers taking care of patients who have influenza-like

·6· · · ·illness should wear a medical mask.

·7· · · · · · And so -- and there is definitely context in the

·8· · · ·health care environment where masks have shown, through

·9· · · ·randomized controlled trials, which are the highest

10· · · ·level there is, that they're helpful, they're

11· · · ·beneficial, but that evidence just does not exist in a

12· · · ·community setting.

13· · · · · · And also prior to COVID, studies have been done in

14· · · ·other health care settings within the hospital with

15· · · ·other types of infections that show that masks aren't

16· · · ·universally necessary all the time, and it's totally

17· · · ·context dependent.

18· ·Q· ·Right, so the effectiveness of the masks is dependent

19· · · ·on the context of there being interactions between a

20· · · ·symptomatic patient and a health care worker?

21· ·A· ·That's correct.

22· ·Q· ·Let me ask you a few questions about, you know, the

23· · · ·issue with health care settings and non-health care

24· · · ·settings, and I know we've touched on this, but in a

25· · · ·health care setting like a hospital, are there a large

26· · · ·number of symptomatic people expected to be present?



·1· ·A· ·Yeah, absolutely.· That's -- hospitals are -- have

·2· · · ·lots, very high rates of symptomatic persons, and,

·3· · · ·again, it dependents on what you're talking about.

·4· · · ·Just unhealthy, yeah, they have all sorts of aches and

·5· · · ·pains, and, you know, heart attack, stroke, the -- but

·6· · · ·also symptoms from respiratory virus, and, again, it's

·7· · · ·going to depend on the season, because, in the middle

·8· · · ·of the summer, we don't really see much viral

·9· · · ·respiratory -- viral respiratory tract illness, but we

10· · · ·do see that, you know, in the winter months.· So,

11· · · ·again, it's going to depend on those other factors that

12· · · ·I talked about as well.

13· ·Q· ·And that's been your experience working at the hospital

14· · · ·you work at?

15· ·A· ·Yeah.

16· ·Q· ·And, forgive me, but hospitals are -- are they designed

17· · · ·to receive patients symptomatic with a potentially

18· · · ·infectious illness?

19· ·A· ·Yeah, there are other factors other than masks,

20· · · ·obviously, there's ventilation, there's how rooms and

21· · · ·wards are designed, there's cleaning, so lots of

22· · · ·evidence about different cleaning things.· So, you

23· · · ·know, we have three main types of cleaners:

24· · · ·Ammonium-type cleaners and bleach-type cleaners and

25· · · ·peroxide; we talk about each of the different pros and

26· · · ·cons of those, so -- and then different types of



·1· · · ·ventilation systems:· You have negative-pressure

·2· · · ·ventilation for certain infections like tuberculosis

·3· · · ·that are not required for other important respiratory

·4· · · ·infections like influenza.

·5· · · · · · Yeah, you have kind of distance between patients,

·6· · · ·whether they're in their own room or whether they can

·7· · · ·be divided by, you know, just a screen; you have other

·8· · · ·personal protective equipment like gloves or gowns.

·9· · · ·Yeah, there's a variety of different factors that are

10· · · ·built into kind of the design and how a hospital works.

11· ·Q· ·Are there any important differences between a setting,

12· · · ·a health care setting or any setting, where symptomatic

13· · · ·people are regularly present and then a setting where

14· · · ·symptomatic people are not present and only

15· · · ·asymptomatic people are present?

16· ·A· ·Yeah, I think so.· Like, you know, there's -- I think

17· · · ·of something like a hospital, even in that case, you

18· · · ·know, there would be scenarios where it doesn't make

19· · · ·sense to have everybody masked, even in the context of

20· · · ·COVID.· Like if you have an outpatient clinic, say a

21· · · ·mental health clinic, where you have a psychiatrist,

22· · · ·who is obviously healthy, he or she is not allowed to

23· · · ·come to work if they have symptoms, and a healthy

24· · · ·patient, you know, let's say with some anxiety issues,

25· · · ·and there's cognitive behavioural therapy, which is --

26· · · ·you know, they're talking, you have a context like



·1· · · ·that, it's occurring in a hospital, but really that

·2· · · ·context, from a transmission risk point of view, can be

·3· · · ·considered like any other context within the

·4· · · ·population; and so you have them sitting 3 feet apart,

·5· · · ·they're just talking, they're both healthy, the risk of

·6· · · ·transmission, I would say it's even less than, say,

·7· · · ·that patient after discussing anxiety issues with the

·8· · · ·psychiatrist, going and getting their hair cut, because

·9· · · ·the person trimming their hair or giving them a haircut

10· · · ·is actually closer to them than the psychiatrist.

11· · · · · · And so even within the hospital, it's completely

12· · · ·context-dependent.· Even in kind of health care

13· · · ·settings, it can be a relatively arbitrary definition.

14· · · ·Yeah, it occurs in a hospital, but what's the actual

15· · · ·risk, like how are these people physically relating to

16· · · ·each other, what are their symptoms, and what's the

17· · · ·actual risk?

18· · · · · · So I would argue that the actual risk for the

19· · · ·scenario I provided, you know, would be the same as

20· · · ·essentially a similar type of scenario within the

21· · · ·general public.· Whereas it's completely different if

22· · · ·you have symptomatic people on a ward that then -- the

23· · · ·benefit of masking is theoretically there but then also

24· · · ·proven by previous randomized controlled trials and

25· · · ·influenza disease.

26· ·Q· ·Thank you.· Dr. Warren, where you work, are you



·1· · · ·currently required to where a mask because of COVID

·2· · · ·even when you're asymptomatic?

·3· ·A· ·Yes.

·4· ·Q· ·And are there any similar or extra requirements from

·5· · · ·the CPSO to wear a mask because of COVID even when

·6· · · ·you're asymptomatic?

·7· ·A· ·I'm not sure.· I'm not sure entirely what you're

·8· · · ·asking, but I think most of the policies that I would

·9· · · ·follow, because I'm in infectious diseases, so I'm

10· · · ·taking care of COVID patients and stuff, so I think

11· · · ·most of the policies would be from my hospital rather

12· · · ·than the CPSO.· Yeah.· Sorry, I'm just not entirely

13· · · ·sure what you're asking there.

14· ·Q· ·Well, I mean, certainly the general understanding is

15· · · ·that most regulatory bodies, health professional

16· · · ·regulatory bodies across the province have fairly

17· · · ·sweeping requirements that their members wear masks

18· · · ·regardless of their symptoms.· You know, the College of

19· · · ·Chiropractors has it, the College of Physicians and

20· · · ·Surgeons of Alberta has it.· So I'm just asking if

21· · · ·you're aware if the College of Physicians and Surgeons

22· · · ·of Ontario has a requirement like that.

23· ·A· ·Oh, I'm sure they do, yeah.· Yeah, and it probably

24· · · ·doesn't really impact me because I'd be doing it

25· · · ·anyway, taking care of patients with infections, so --

26· · · ·but, yes, I'm sure they do.· I haven't read it in



·1· · · ·detail, but it wouldn't impact me like it might impact

·2· · · ·some other people who wouldn't routinely be wearing a

·3· · · ·mask anyway in the course of their work.

·4· ·Q· ·Okay, so do you now wear a mask a whole lot more now

·5· · · ·than you used to prior to COVID just because of the

·6· · · ·type of work you do?

·7· ·A· ·Yeah, absolutely.· Yeah, I have to wear a mask in all

·8· · · ·contexts now, whereas before, it was context-dependent.

·9· ·Q· ·And do you think the requirements now are equally

10· · · ·rational or equally logical to what they were before

11· · · ·when they were context-specific?

12· ·A· ·Well, as I discussed earlier, the evidence base is not

13· · · ·there.· And as I discussed earlier prior to COVID, the

14· · · ·requirement or need for masking, different types of

15· · · ·masking was based on the context.· And in many of those

16· · · ·scenarios, it was actually studied, the most important

17· · · ·scenarios, things like TB and influenza.· So now

18· · · ·there's a requirement for masking in every context, but

19· · · ·it's not substantiated by evidence.

20· ·Q· ·In the new context, where you are required to wear a

21· · · ·mask, do you, in fact, wear a mask even though you

22· · · ·didn't used to before COVID?

23· ·A· ·Yes, I wear a mask at all times when I'm in the

24· · · ·hospital.· But the type of mask I wear is still

25· · · ·different based on the context.· So it can be a Level 1

26· · · ·mask in certain areas.· When I'm actually in my office



·1· · · ·with my door closed, I'm by myself, I don't wear a mask

·2· · · ·because I don't have to.· But in other areas, if I'm

·3· · · ·just going to Tim Hortons to get a coffee, I just wear

·4· · · ·a Level 1 mask.· In many clinical contexts, I can wear

·5· · · ·a Level 3 and then an N95 in certain clinical contexts.

·6· ·Q· ·When you wear a mask to go to Tim Hortons, do you do so

·7· · · ·because there's a law that requires you to do so?

·8· ·A· ·Yes.

·9· ·Q· ·Do you disagree with that law?

10· ·A· ·I would say it's not based on evidence, universal

11· · · ·masking.· And so I would say when I'm standing in line

12· · · ·at Tim Hortons, I would say that's similar to like a

13· · · ·community setting.· Presumably, you know -- well, yeah,

14· · · ·people who have symptoms are not allowed to be in line

15· · · ·at the Tim Hortons as you are at the hospital.· If

16· · · ·they're symptomatic patients, they need to, you know,

17· · · ·reside in the rooms, and symptomatic staff are not

18· · · ·allowed to come, not allowed to have symptomatic

19· · · ·visitors, that kind of stuff.· And so that would be

20· · · ·considered community context, so as I've kind of argued

21· · · ·in and out of places, the evidence base just is not

22· · · ·there to say that that is required.

23· ·Q· ·I'm nearing the end, believe it or not.· I just have

24· · · ·some more questions about Dr. Hu.

25· · · · · · Now, from your observations, has the transmission

26· · · ·of COVID decreased in jurisdictions of mandatory



·1· · · ·masking as compared to jurisdictions with no masking?

·2· · · ·So, you know, the classic example would be California

·3· · · ·and Florida.· Have you seen COVID transmissions

·4· · · ·decrease in California because of mandatory masking?

·5· ·A· ·Yeah, again, so this is a huge other wide body of

·6· · · ·literature and fraught with all sorts of methodological

·7· · · ·and statistical problems, but what work there is out

·8· · · ·there, there is no difference with regards to masking.

·9· · · ·You know, I think people can know that intuitively.

10· · · ·Like we've had in Canada all of these mask mandates for

11· · · ·15 -- yeah, probably 15, 16 months before Omicron hit,

12· · · ·and then, you know, it just blew through the society,

13· · · ·didn't make any difference.

14· · · · · · I think intuitively no, but when we do ecological

15· · · ·studies, which, again, have all sorts of methodological

16· · · ·problems, I would argue that the evidence shows that

17· · · ·there is no effect on transmission.· And the best ones

18· · · ·are, you know, looking at the different states, because

19· · · ·you have 50 different states or Europe, because you

20· · · ·have a similar health care systems, relatively similar

21· · · ·population, things like that.· And, no, I would argue

22· · · ·that it does not.

23· ·Q· ·Dr. Hu has stated that every country that has imposed

24· · · ·masking has experienced decreased transmission of

25· · · ·COVID.· Do you disagree with him?

26· ·A· ·Yeah, I don't know what that assertion is based on.



·1· · · ·I'd love to kind of know what study he's referring to

·2· · · ·in that.

·3· ·Q· ·Well, that's my next question.· So you're not aware of

·4· · · ·any academic literature that would support such a

·5· · · ·claim?

·6· ·A· ·No.· Again, there's a wide literature in that, but it's

·7· · · ·fraught with all types of problems, and so one of the

·8· · · ·kind of classic fallacies is the progression toward the

·9· · · ·mean, and we see this all the time where in the middle

10· · · ·of a wave, stuff is done, and then the cases come down,

11· · · ·and then it's attributed to whatever was done, but

12· · · ·that's just statistically wrong because there's always

13· · · ·going to be a regression toward the mean.· A wave is

14· · · ·going to go up, and then it's going to come down, and

15· · · ·you have to have a control group to decide whether your

16· · · ·intervention -- those are kind of before/after

17· · · ·ecological studies, which are even lower than, you

18· · · ·know, ecological studies with regards to the value of

19· · · ·the evidence.· It's essentially -- it's

20· · · ·hypothesis-generating at most, but very low quality of

21· · · ·evidence.

22· · · · · · And whatever -- what evidence there is out there,

23· · · ·can be -- because it's some very low methodological

24· · · ·quality, it can often be twisted all sorts of different

25· · · ·ways.· And there is -- and there is hundreds of

26· · · ·publications in that area with low methodological



·1· · · ·qualities, so ecological studies or before/after

·2· · · ·studies, which, by definition, are low methodological

·3· · · ·quality, showing both sides.

·4· · · · · · So there's lots showing one side, lots showing the

·5· · · ·other, but the best evidence is randomized controlled

·6· · · ·trials and meta-analysis that there's no benefit in

·7· · · ·masking a healthy general population.

·8· ·Q· ·Well, I'm going to ask you if that's what Dr. Hu has

·9· · · ·done.· I'm going to tell you what he said.· He said

10· · · ·that the lockdown restrictions imposed in Alberta in

11· · · ·November and December of 2020, he said that those

12· · · ·lockdown restrictions did not cause the initial rise in

13· · · ·cases during the lockdown but did cause the eventual

14· · · ·drop in cases.· So did Dr. Hu do there what you just

15· · · ·described?

16· ·A· ·Yeah, there's no statistical epidemiologic way of

17· · · ·making that conclusion, because there's all sorts of

18· · · ·problems with it, but -- before/after, like you have

19· · · ·all sorts of bias and confounding, especially

20· · · ·confounding, and that conclusion just can't be made

21· · · ·statistically, it's just not good practice, that that

22· · · ·is not a high level of evidence because there's so many

23· · · ·confounding factors.

24· · · · · · And we just know, and we've seen this all over the

25· · · ·world now for two years that you have waves that go up

26· · · ·and waves that come down, in many cases no matter what



·1· ·you do.· We've seen that in different provinces in this

·2· ·wave.· You know, provinces like Quebec who had the most

·3· ·extreme measures are having more per capita cases than

·4· ·places like Saskatchewan, which are having many fewer

·5· ·restrictions.

·6· · · · And I would argue I know exactly why Quebec is

·7· ·having more cases than Saskatchewan because the

·8· ·population weighted density in Quebec is much higher.

·9· ·You have a lot of people living in a relatively small

10· ·area in Quebec.· So it's predictable why they're going

11· ·to have more cases than Saskatchewan.· And every

12· ·jurisdiction in Ontario follows the same pattern we're

13· ·seeing in other places, which is that the most

14· ·important factor for number of cases is population

15· ·weighted density.

16· · · · And it's not just overall area divided by the

17· ·people.· So you look at places like Ontario, most

18· ·people don't live up in the north; it's population

19· ·weighted density, which is a specific measure.· So you

20· ·take -- so the idea is you take any random person in

21· ·that population, how many people live near them.· It's

22· ·not take the whole area of Ontario and divide it by the

23· ·people.· That's just population density.· But the

24· ·people of Ontario are not evenly spread over the entire

25· ·province.

26· · · · Population weighted density is a statistical



·1· · · ·method of determining if you take a random Ontarian,

·2· · · ·how many, on average, people is that person near within

·3· · · ·like, say, a square kilometre.· And that measure is, by

·4· · · ·far, the best predictor of how many cases you're going

·5· · · ·to have.· And we see that -- you have provinces that

·6· · · ·have low population density have lower numbers of

·7· · · ·cases.· Populations with high -- provinces with high

·8· · · ·population density, like Quebec, having very large --

·9· · · ·Ontario as well, most people in Ontario live in the

10· · · ·corridor between Windsor and Ottawa, and it's

11· · · ·relatively population dense.

12· ·Q· ·You said earlier something about reversal.· You said it

13· · · ·was very difficult to reverse (INDISCERNIBLE) trend.

14· · · ·Does that help to explain that even though this data

15· · · ·you're talking about is so obvious, does that help to

16· · · ·explain why Quebec continues to do something that is

17· · · ·very obvious doesn't work?

18· ·A· ·Yeah.· So it's difficult once there's an established

19· · · ·practice, and we know this from thousands of years of

20· · · ·history in medicine, it's very difficult once there's

21· · · ·an assumed standard of practice to change practice.

22· · · ·Now, I deal with that on a daily basis, and I have been

23· · · ·for almost 11 years of practice now in antimicrobial

24· · · ·stewardship, because my main role is to convince

25· · · ·people, okay, we don't need to treat people with

26· · · ·pneumonia with 14 days of antibiotics anymore.· We've



·1· · · ·had lots of randomized controlled trials that say three

·2· · · ·to five days is okay.· But people are still practicing

·3· · · ·what they learned in med school 25, 30 years ago.

·4· · · · · · And so effecting that change is very challenging,

·5· · · ·and there's all sorts of books written about that and

·6· · · ·things like that.· And so once a practice is assumed to

·7· · · ·be beneficial, even early on in the -- when there's

·8· · · ·clear evidence to the contrary, it's very difficult for

·9· · · ·medical practitioners, it's a psychological thing, you

10· · · ·know, just part of humans and who we are as well, to

11· · · ·change practice.

12· ·Q· ·Is that what's going on generally with COVID now?

13· · · ·We've got this practice in place, you know, revolving

14· · · ·lockdowns must be effective because we thought they

15· · · ·were going to be in the beginning, even though the data

16· · · ·shows they're not, we must keep doing them because we

17· · · ·thought they were effective.· Is that -- you know, the

18· · · ·example that you gave with treating pneumonia, is that

19· · · ·what's going on with COVID?

20· ·A· ·Well, you know, it's a very complicated topic.· As I

21· · · ·mentioned before, it needs to be looked at in the

22· · · ·historical context as well, because as a -- you know,

23· · · ·as human populations, we have gone through massive

24· · · ·events that have decimated our populations that is

25· · · ·still historically remembered in our social

26· · · ·consciousness.· And as I said, so you think of things



·1· ·like the Black Death, as I said before, historically

·2· ·some sorts of quarantine, especially for things like

·3· ·smallpox and plague, frankly, have worked.· Like when

·4· ·you kind of cut yourself off from the world, that

·5· ·actually saves a lot of lives with regards to smallpox

·6· ·and plague.

·7· · · · And so a lot of these things have very deep-rooted

·8· ·factors that come into play, but one of them is this

·9· ·medical reversal idea, and others kind of -- you know,

10· ·the idea of some costs, like once you've invested

11· ·billions or whatever dollars in something, you know,

12· ·you really want that to work.

13· · · · And it's political, right?· Like it just comes

14· ·down to politics, a philosophy of how things are done,

15· ·whether you're interventionist or not, and people are

16· ·interventionists in the economy, people are

17· ·interventionists in the climate, people are

18· ·interventionists in medicine, and to some degree,

19· ·that's a political question as well.· So there's many

20· ·different factors.

21· · · · I think there's a few problems that have occurred

22· ·over the -- I think everybody will admit this that

23· ·there's been some major problems that occurred over the

24· ·last couple years.· One is that, you know, we haven't

25· ·subjected or made decisions based on enough evidence,

26· ·and I think many people would agree on that, but I



·1· · · ·think also that it's things are oversimplified.· So I

·2· · · ·don't want to be one person that says, well, people do

·3· · · ·this because of one reason; I think it's very complex.

·4· ·Q· ·Right.· Dr. Hu said quite a few times in his report and

·5· · · ·in questioning that the evidence supporting the

·6· · · ·effectiveness of masks is, quote, overwhelming and,

·7· · · ·quote, there's heaps and mounds of evidence.· Do you

·8· · · ·find these statements to be reasonable?

·9· ·A· ·If he's referring to in the community, then, no,

10· · · ·absolutely not, but I -- quite the opposite actually.

11· · · ·So I don't have that direct quote in front of me, but

12· · · ·if he's referring to masking healthy persons in the

13· · · ·community, no, I would completely disagree with him.

14· ·Q· ·Well, you know, to be fair, he's saying it in the

15· · · ·context of health care settings --

16· ·A· ·But, again, it's context-dependent, so, yes, for health

17· · · ·care providers taking care of patients with influenza

18· · · ·or influenza-like illness or tuberculosis or, you know,

19· · · ·certain -- the context, then, yes, there is lots of

20· · · ·evidence, but there's also lots of evidence for the

21· · · ·fact that masks are not required in lots of health care

22· · · ·contexts as well.

23· ·Q· ·On page 7 of his report, Dr. Hu says that the issues of

24· · · ·asymptomatic transmission, of symptomatic transmission,

25· · · ·and the severity of COVID are not salient to the issue

26· · · ·of the effectiveness of masking.



·1· ·A· ·Sorry, can you say that again?

·2· ·Q· ·Sure.· And you might want to have it in front of you,

·3· · · ·on page 7 of his report, it's actually in the bold text

·4· · · ·in the third paragraph there of page 7, he says:· (as

·5· · · ·read)

·6· · · · · · The severity of COVID-19 right through

·7· · · · · · transmission of --

·8· ·A· ·His report, sorry, Dr. Hu's report?

·9· ·Q· ·Yeah.

10· ·A· ·Okay.· Let me just bring it up.· Page 7?

11· ·Q· ·Page 7, yeah, there's the bold text.

12· ·A· ·Okay, got it here.

13· ·Q· ·So he says:· (as read)

14· · · · · · The severity of COVID-19 rates of

15· · · · · · transmission amongst asymptomatic infected

16· · · · · · individuals, testing, et cetera, none are

17· · · · · · salient to the question at hand around

18· · · · · · whether or not masks provide benefit in a

19· · · · · · health care setting.

20· · · ·Do you disagree with him?

21· ·A· ·I just have to look at this.

22· ·Q· ·Now, mind you, we don't have a definition of "health

23· · · ·care setting" of course, but ...

24· ·A· ·No, I wouldn't agree at all.· Like whenever we decide

25· · · ·or whenever we're thinking conceptually about whether

26· · · ·health care workers should wear masks, the severity of



·1· · · ·the infection, the rates of transmission of the

·2· · · ·infection, whether asymptomatic persons can transmit,

·3· · · ·all of those are very important as to whether masks

·4· · · ·should be used in that context.· I'm not arguing that

·5· · · ·masks shouldn't be used in a health care context.  I

·6· · · ·would define that like as a hospital, you know, but

·7· · · ·health care providers should wear a mask when taking

·8· · · ·care of a patient who is symptomatic with COVID-19.

·9· · · ·I'm not disagreeing with that at all.

10· · · · · · But this statement is not true, like whenever we

11· · · ·think of, even in the health care environment, whether

12· · · ·someone should be masked, we think of the severity of

13· · · ·the infection, we think of the rates of transmission,

14· · · ·we think of whether someone who is asymptomatic can

15· · · ·transmit, absolutely.

16· ·Q· ·I want to take you back to your comparison of a year of

17· · · ·COVID death numbers to a year of vehicle fatality

18· · · ·numbers.· I think you do this on the bottom of page 2

19· · · ·and the top of page 3 of your report.

20· ·A· ·Right.

21· ·Q· ·Now, the first question I have for you is, and you may

22· · · ·not know this, but when did COVID-related deaths in

23· · · ·people under the age of 60 first start occurring in

24· · · ·Canada in 2020?

25· ·A· ·Oh, it would have started occurring very early, yeah.

26· ·Q· ·"Very early" being?



·1· ·A· ·April.

·2· ·Q· ·So I'm going to ask you some obvious questions, bear

·3· · · ·with me.· How many months are there between April 2020

·4· · · ·and April 2021?

·5· ·A· ·12.

·6· ·Q· ·And how many months were in the year 2019?

·7· ·A· ·12.

·8· ·Q· ·Now, in your report, you say that there were 1,010

·9· · · ·COVID-related deaths in people under 60 years of age as

10· · · ·of April 16th, 2021, and that there were 1,191 motor

11· · · ·vehicle fatalities in 2018 in people under 55 years of

12· · · ·age.· Do you still hold the opinion that the risk of

13· · · ·death from COVID to people under the age of 60 between

14· · · ·April 2020 and April 2021 was less than the risk of

15· · · ·dying from a motor vehicle accident?

16· ·A· ·Yeah, absolutely.· And, in fact, the first -- when I

17· · · ·kind of look at the number -- what you need to do is

18· · · ·look at basically the average number of deaths per day,

19· · · ·and in this analysis, I'm actually being generous,

20· · · ·because the first death in Canada I think was around

21· · · ·March 9th, 2020, and so what you're talking about is

22· · · ·over 13 months of data until April 16th, 2021, and

23· · · ·there were less deaths in that age group than just 12

24· · · ·months of persons -- and, again, it's under the age of

25· · · ·55.· So not only am I doing it longer with regards to

26· · · ·COVID deaths, I'm -- have a slightly larger age group.



·1· · · · · · So the number -- and if you continue that on, and

·2· · · ·you always have to -- the denominator is important,

·3· · · ·like you always have to divide it by the number of

·4· · · ·days, and I counted from the day of the first COVID

·5· · · ·death in Canada, and this holds today, so the number of

·6· · · ·deaths in Canada in persons under 60, if we divide it

·7· · · ·by almost two years, the number of deaths per day on

·8· · · ·average is less than what we would expect in that same

·9· · · ·age group, persons under 60, the number of deaths due

10· · · ·to motor vehicle accidents.

11· ·Q· ·Thank you.· On page 6 of his report, Dr. Hu stated that

12· · · ·you committed a, quote, factual error.· He said your

13· · · ·comparison was fallacious and unscientific.· He went on

14· · · ·to say that no scientist, doctor, or epidemiologist

15· · · ·with a basic understanding of disease patterns would

16· · · ·make this comparison.

17· · · · · · Now, on cross-examination, Dr. Hu retracted his

18· · · ·accusation that you have no basic understanding of

19· · · ·disease patterns, but how do you respond to his claim

20· · · ·that you made a factual error?

21· ·A· ·Well, the mistake he made is he continued to accrue

22· · · ·patient numbers without dividing -- without changing

23· · · ·the denominator.· So he changed the numerator without

24· · · ·changing the denominator.· What I was saying was that

25· · · ·in a year, and it was actually more, the numerator was

26· · · ·1,000 -- what did I have -- 1,010, that was my



·1· ·numerator, and my denominator would have been about a

·2· ·year, it was actually 13 months, but it was a year.· In

·3· ·his report, he continues to increase the numerator, so

·4· ·1,475 as of June 29th, but then he has to increase the

·5· ·denominator as well.· And if you change the denominator

·6· ·to the June 29th, so approximately 16 months, you're

·7· ·finding the same thing:· You're finding the average

·8· ·numbers of death per day in that age group is still

·9· ·less.· So it's --

10· · · · And, you know, saying it's fallacious and

11· ·unscientific, well, it's very important, we do this all

12· ·the time in medicine; like if we're talking to people

13· ·that have a potential rare effect of a drug or, you

14· ·know, a particular intervention, like my obligation is

15· ·to provide the patient with informed consent, and part

16· ·of that informed consent is providing a contextual

17· ·risk.· This is done all the time.· It's done all the

18· ·time at population health bubbles as well, because

19· ·everything in life has a risk, you know.· Me walking

20· ·into my bathtub or shower has a risk, you know; there

21· ·are certain numbers of people that die every year

22· ·because of that.· And getting struck by lightning or

23· ·whatever and --

24· · · · In fact, driving a car is one of the riskiest

25· ·things in, you know, persons under a certain age that

26· ·they can do in Canada.· It's one of the major



·1· · · ·preventable causes of death.· And so it's always

·2· · · ·used -- not always, but often used as a way of

·3· · · ·contextualizing a risk of death, and I think it is very

·4· · · ·helpful in COVID-19.· If you have people under 60,

·5· · · ·that's all persons under 60, all persons under 60,

·6· · · ·their risk of dying of COVID is actually lower than

·7· · · ·their historical risk of dying in a car accident.

·8· · · · · · And, again, you can talk about sub groups and

·9· · · ·things like that if you have -- if you're talking about

10· · · ·healthy people under 40 with no risk factors, like

11· · · ·you're talking about a phenomenally lower risk actually

12· · · ·with no kind of comorbidities and lowering the age

13· · · ·group and stuff.· But it's routinely done in many areas

14· · · ·of life, not only medicine, to contextualize a risk.

15· ·Q· ·Just a couple more questions.· In your experience as an

16· · · ·infectious disease specialist, do government bodies

17· · · ·tend to be more factually accurate than non-government

18· · · ·bodies regarding scientific issues?

19· · · ·MR. MAXSTON:· · · · · · ·Mr. Kitchen, I'm sorry to

20· · · ·interrupt, but I struggle with how that falls within

21· · · ·the efficacy of masking and other qualifications.  I

22· · · ·think that's almost political, sociological.· I know

23· · · ·where you're going, but I wonder if you could think

24· · · ·about rephrasing that, because that's awfully broad and

25· · · ·really doesn't speak to efficacy of masking; that's

26· · · ·governmental society.



·1· · · ·MR. KITCHEN:· · · · · · ·No, I'm simply asking if the

·2· · · ·evidence he's seen for government bodies and the

·3· · · ·evidence he's seen from non-government bodies, if the

·4· · · ·scientific evidence -- if governments tend to be more

·5· · · ·right than non-government bodies.

·6· · · ·MR. MAXSTON:· · · · · · ·Well, it's pretty open-ended,

·7· · · ·which governments, what evidence, provincial, federal,

·8· · · ·municipal.· I mean, that's a pretty broad question,

·9· · · ·Mr. Kitchen.· That's my concern.

10· · · ·MR. KITCHEN:· · · · · · ·I can narrow it down to

11· · · ·specific governments, if you let me do that.

12· ·Q· ·MR. KITCHEN:· · · · · ·Well, Dr. Warren, I'm not

13· · · ·going to ask you about the Alberta government because

14· · · ·you're not in Alberta, but the Ontario government,

15· · · ·generally speaking, in your -- and you've only be doing

16· · · ·this for 11 years, so in your 11 years of infectious

17· · · ·disease experience, do governments tend to be more

18· · · ·factually or scientifically accurate in Ontario, the

19· · · ·Ontario government, does the Ontario government tend to

20· · · ·be more factually or scientifically accurate than

21· · · ·non-government bodies?

22· ·A· ·What do you mean by "non-government bodies"; like what

23· · · ·would be the comparative group?

24· ·Q· ·Independent scientists, private universities, people in

25· · · ·bodies that are clearly unrelated to government.

26· ·A· ·Yeah, again, that is a hard question to really answer,



·1· · · ·because it all depends.· Like I've seen it every single

·2· · · ·different way.· Sometimes I've seen how the

·3· · · ·Government's just way behind the times.· Other times,

·4· · · ·they're way more accurate than a different -- like,

·5· · · ·again, it's completely context-dependent, so I really

·6· · · ·can't answer that question, to be honest with you.

·7· ·Q· ·Do you think a scientific or medical proposition or

·8· · · ·theory is likely to be more accurate because it comes

·9· · · ·from a government source?

10· ·A· ·I don't personally think that, no.· I always look at

11· · · ·the underlying data, so the primary evidence.· So, you

12· · · ·know, if you talk about historical analysis, the

13· · · ·primary evidence is people who were there in that part

14· · · ·of history or the archeological evidence or whatever.

15· · · · · · You know, in scientific stuff, it's the studies,

16· · · ·it's the bench research or the randomized controlled

17· · · ·trials, yeah.· So that's how I would form my opinion.

18· · · · · · So what different bodies say, governments,

19· · · ·whatnot, like that would be part of kind of how I think

20· · · ·about things, but it's certainly not the most

21· · · ·important, but I would want to look at the primary

22· · · ·evidence, and that's what I did in my report.

23· ·Q· ·So is the most important thing what the evidence and

24· · · ·the data says?

25· ·A· ·Absolutely.

26· ·Q· ·What if government disagrees with that evidence and



·1· · · ·data?

·2· ·A· ·Well, governments have, you know -- throughout the

·3· · · ·history of medicine, there's all sorts of examples of

·4· · · ·when governments got it wrong, different medical bodies

·5· · · ·got it wrong.· You know, data is always accumulating,

·6· · · ·and so -- but, you know, lots of times they get it

·7· · · ·right, but, of course, they're going to get it wrong.

·8· · · ·Governments or any sort of political body or

·9· · · ·educational institution or even scientific community

10· · · ·are not going to be infallible.· Like there's lots of

11· · · ·people that make mistakes, and evidence is going to

12· · · ·change, you know, and they're influenced by a variety

13· · · ·of factors.· They are -- and things are influenced by

14· · · ·cultural factors, things are influenced by political

15· · · ·factors, so, yeah, it's a very complex thing.

16· · · ·(AUDIO/VIDEO FEED LOST)

17· · · ·THE CHAIR:· · · · · · · ·Can we just --

18· · · ·MR. KITCHEN· · · · · · · We've lost --

19· · · ·THE CHAIR:· · · · · · · ·Yeah.

20· · · ·MR. KITCHEN· · · · · · · I only have one more question,

21· · · ·so if we get Dr. Martens back, then I'll be done.

22· · · ·THE CHAIR:· · · · · · · ·Okay, we'll just wait a

23· · · ·moment; I'm sure she'll be reconnecting.

24· · · ·(DISCUSSION OFF THE RECORD)

25· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, thank you, you've

26· · · ·been very patient with me.· My last question for you



·1· · · ·is, as a medical professional working with infectious

·2· · · ·diseases, have you found the information or opinions

·3· · · ·regarding COVID restrictions coming from government

·4· · · ·sources such as the Public Health Agency of Canada to

·5· · · ·be well supported by real scientific evidence or not so

·6· · · ·well supported by real scientific evidence?

·7· ·A· ·So with regards to COVID-19?

·8· ·Q· ·With COVID restrictions.

·9· ·A· ·Yeah, I -- again, it's a complex question, but, in

10· · · ·general, I would disagree with a fair amount of what my

11· · · ·Provincial government has done.· Like they've

12· · · ·admitted -- you know, they were taping up children's

13· · · ·playgrounds in two different waves, it just makes no

14· · · ·sense.

15· · · · · · But, again, it all depends on what we're talking

16· · · ·about.· Some things I do agree with, certain quarantine

17· · · ·and testing and various treatment things I do agree

18· · · ·with, other things I don't, but anything that I would

19· · · ·have had issue with would have been found in my report.

20· ·Q· ·So you don't agree with the masking and physical

21· · · ·distancing, I take it?

22· ·A· ·Yeah, my position is as it is in the report, and that

23· · · ·would be quite different than what has occurred in my

24· · · ·jurisdiction.

25· · · ·MR. KITCHEN:· · · · · · ·Well, those are all my

26· · · ·questions.



·1· · · · Now, I know it's getting close to lunch, but I

·2· ·suspect Mr. Maxston's going to be quite brief, and so I

·3· ·propose that we go until lunch, but I leave that with

·4· ·Mr. Maxston.

·5· ·THE CHAIR:· · · · · · · ·I was just going to ask you,

·6· ·Mr. Maxston, if you have some idea of how long you

·7· ·might be.

·8· ·MR. MAXSTON:· · · · · · ·I think I'll be 15 minutes, I

·9· ·don't know, depending on how, you know, again

10· ·Dr. Warren might respond, I might have some follow-up

11· ·questions.· My sense is, and I leave this up to you to

12· ·decide, but people would probably, and I invite

13· ·Dr. Warren's comments and your colleagues', we probably

14· ·want to plow through into the lunch hour and maybe try

15· ·to finish any redirect and any questions from the

16· ·Tribunal before we break for lunch.· Now, that's -- I

17· ·don't want to see us going till, you know, 1:25 and

18· ·missing lunch for everybody, but my sense is maybe we

19· ·should try to press ahead here for 15 or 20 minutes,

20· ·see where we're at.· Mr. Kitchen may have some

21· ·follow-up.· Let's just try to make as much progress as

22· ·we can before maybe 12:30 or something like that.

23· ·THE CHAIR:· · · · · · · ·I agree with you, and I see a

24· ·very vigorous nod from Dr. Warren; I think he's

25· ·supportive of that.· I'm going to suggest that we just

26· ·take a 5-minute stretch, bio break now, and we'll come



·1· · · ·back, and we'll -- nose to the grindstone and try and

·2· · · ·see where that takes us, okay?

·3· · · ·MR. LAWRENCE:· · · · · · Sorry, can I just -- Amber,

·4· · · ·can you stick us in a break-out room?· I just want to

·5· · · ·chat with Blair for a few minutes.

·6· · · ·THE CHAIR:· · · · · · · ·Think we'll be back at 10

·7· · · ·after 12, because I do anticipate there's going to be

·8· · · ·some discussion, so we'll see everybody in 15 minutes.

·9· · · ·(ADJOURNMENT)

10· · · ·THE CHAIR:· · · · · · · ·So we're back in session, and

11· · · ·Mr. Maxston has some questions on cross-examination for

12· · · ·you, Dr. Warren.

13· ·A· ·Okay.

14· · · ·Mr. Maxston Cross-examines the Witness

15· ·Q· ·MR. MAXSTON:· · · · · ·Afternoon, Dr. Warren.

16· ·A· ·Afternoon.

17· ·Q· ·It's noon here now as well, so that's universal.· Thank

18· · · ·you for taking your time out of a Saturday.· I don't

19· · · ·have a lot of questions for you.

20· · · · · · I just wanted to start off by confirming a few

21· · · ·things you said to Mr. Kitchen, and the first was that

22· · · ·the, I think, the infection fertility ratio varies over

23· · · ·time; is that correct?

24· ·A· ·Infection fatality ratio, yes, not fertility.

25· ·Q· ·Thank you, not -- yes, thank you.· And the IFR for

26· · · ·COVID, I think you said exceeded a bad influenza year



·1· · · ·when COVID-19 first began in Canada; is that correct?

·2· ·A· ·Yeah, so what I was saying is that very early on,

·3· · · ·because it was really only symptomatic cases being

·4· · · ·detected and tested for, and there was still a very

·5· · · ·vulnerable population, the IFR was quite high.· But

·6· · · ·over time, as COVID has infected more and more people,

·7· · · ·there have been different strains, including especially

·8· · · ·Omicron, the IFR has continued to drop over the past 21

·9· · · ·months or so --

10· ·Q· ·Yeah.

11· ·A· ·-- so --

12· ·Q· ·I think that --

13· ·A· ·-- I think it's graphed out in a number of places, and

14· · · ·it's declining over time.

15· ·Q· ·I think you might have said that in April or May of

16· · · ·2020, that was the first wave for COVID-19, and that's

17· · · ·when the IFR would have been its highest; is that fair

18· · · ·to say?

19· ·A· ·Correct, yeah.

20· ·Q· ·You had a discussion with Mr. Kitchen about the word

21· · · ·"pandemic", and I think you said that COVID-19 is

22· · · ·definitely a pandemic, and you supported that by saying

23· · · ·that this is the first time we've seen a virus on all

24· · · ·seven continents; is that correct?

25· ·A· ·Correct.

26· ·Q· ·You also said that there's going to be some debate



·1· · · ·about when it's becomes endemic, and I think you said

·2· · · ·the decision about when it's going to become endemic is

·3· · · ·arbitrary, is that your evidence?

·4· ·A· ·Well, yeah, different people are -- you see some people

·5· · · ·saying now that it's endemic, others are going to say,

·6· · · ·well, there's these and these criteria.· There's no

·7· · · ·established criteria.· I gave kind of what I think is a

·8· · · ·reasonable thing, which is that once it's replaced with

·9· · · ·a different virus, not entirely, because COVID-19 or

10· · · ·SARS-CoV-2 will continue to circulate indefinitely, but

11· · · ·once the predominant virus is something else in most

12· · · ·regions, I think that's a good place to say, well, it's

13· · · ·now endemic.

14· ·Q· ·You're kind of leading --

15· ·A· ·There's no established -- sorry, there's just no

16· · · ·established definition as to when the pandemic ends and

17· · · ·when the endemic phase begins.

18· ·Q· ·And you're kind of leading me to my next question,

19· · · ·which was inasmuch as it's going to be arbitrary, it's

20· · · ·probably going to be subjective as well, isn't it?

21· ·A· ·Yeah, you can use whatever term you want, arbitrary,

22· · · ·subjective, yeah.

23· ·Q· ·You had, a number of times, interactions with

24· · · ·Mr. Kitchen about how science has evolved with respect

25· · · ·to each virus or pandemic, and that there is discussion

26· · · ·and debate within the scientific community, and I think



·1· · · ·you referred to different studies, and Mr. Kitchen took

·2· · · ·you through that.· While that debate is occurring --

·3· · · ·and I'll be more specific, while that debate was

·4· · · ·occurring in Canada when COVID-19 started and is still

·5· · · ·continuing, it's up to governments to make decisions

·6· · · ·though and orders in terms of how we respond to the

·7· · · ·pandemic; is that fair?

·8· ·A· ·Yeah, that's the role of government is to make

·9· · · ·decisions.

10· ·Q· ·Yeah, and what I'm getting at there, I believe this is

11· · · ·consistent with what you said, the CMOH, and I'll use

12· · · ·Ontario, for example, but it's the same here, it's the

13· · · ·CMOH that issues those public health orders that the

14· · · ·public is required to follow; is that fair to say?

15· ·A· ·Yes, the CMOH does have an important role -- or

16· · · ·that's -- the CMOH has had an important role in Canada

17· · · ·in different jurisdictions and provinces, but, yeah,

18· · · ·it's still the government itself as well making certain

19· · · ·things mandatory and usually will do so with

20· · · ·consultation of the CMOH.

21· ·Q· ·And I'm not trying to be cagey here, I'm just trying

22· · · ·to -- I want to be clear that there's a distinction

23· · · ·between the scientific debate, which has people on both

24· · · ·sides or multiple sides of an issue, versus the

25· · · ·decision-making, which is done by government and other

26· · · ·government entities, I suppose.· That's really what I'm



·1· · · ·getting at.

·2· ·A· ·Yeah, I would agree with that.· I would agree with that

·3· · · ·a hundred percent, because policy is always very

·4· · · ·different than scientific rationale, and so --

·5· ·Q· ·Right.

·6· ·A· ·-- there's lots of policy decisions that have been made

·7· · · ·that are not justified by science.

·8· ·Q· ·Yeah, and I think -- you know, I was talking with you

·9· · · ·about CMOH orders, but I'm thinking in Alberta, and I

10· · · ·know -- I'm pretty sure they had these in Ontario, we

11· · · ·had various re-opening requirements issued by

12· · · ·government.· If you wanted to open your gym, your

13· · · ·salon, what have you, there were certain requirements

14· · · ·that have to be followed, and I think you probably

15· · · ·agree that, despite the scientific debate going on,

16· · · ·businesses had to follow those requirements if they

17· · · ·wanted to re-open?

18· ·A· ·Yeah, that would be their decision, but, yeah.

19· · · ·Absolutely.

20· ·Q· ·You had a very I think fulsome discussion with

21· · · ·Mr. Kitchen about you and wearing of masks, and I think

22· · · ·you said to him that you are required to wear a mask at

23· · · ·work when you're asymptomatic regardless of, you know,

24· · · ·symptoms; that was your evidence, I think?

25· ·A· ·Yeah, when I'm working in the hospital, I'm required

26· · · ·to -- except when I'm in my own private office --



·1· ·Q· ·Right --

·2· ·A· ·-- with the door closed.

·3· ·Q· ·-- right.· And in fairness --

·4· ·A· ·(INDISCERNIBLE)

·5· ·Q· ·-- I'm really concerned about the situation where

·6· · · ·you're treating patients, because that's what our

·7· · · ·hearing is talking about, and I think you were pretty

·8· · · ·candid about that.· Mr. Kitchen mentioned to you CPSO,

·9· · · ·College of Physicians and Surgeons of Ontario,

10· · · ·requirements for masking, and I think you said -- he

11· · · ·asked you whether you knew whether they had any, and

12· · · ·you said, I'm sure they do.· And I think you indicated

13· · · ·you would follow them if they applied to you, and in

14· · · ·fact, I think you said you are following them when you

15· · · ·wear a mask in the hospital.· Is that fair to say?

16· ·A· ·That's correct.

17· ·Q· ·Would you agree that, as a member of the CPSO, you

18· · · ·can't pick and choose which of their requirements for

19· · · ·your practice applies or doesn't apply for you?

20· ·A· ·I don't have a choice in the matter, no.· The CPSO and

21· · · ·various other regulatory bodies can make requirements,

22· · · ·my hospital can make requirements of something that I

23· · · ·don't agree with or I think is not based on evidence --

24· ·Q· ·That was going to be my next -- sorry, were you

25· · · ·finished?

26· ·A· ·Yeah.



·1· ·Q· ·Yeah.· That was going to be my next question was, you

·2· · · ·know, there's situations, and I think masking might be

·3· · · ·one of them, where you would disagree with your

·4· · · ·regulator or maybe a hospital policy where you're at,

·5· · · ·but your evidence I think is that you, nonetheless,

·6· · · ·would follow those requirements?

·7· ·A· ·That's correct.

·8· ·Q· ·Mr. Kitchen and you engaged in a discussion about

·9· · · ·government and non-government bodies, and he asked you

10· · · ·some questions about that.· I just want to be clear,

11· · · ·you gave some answers about your knowledge of the

12· · · ·Ontario experience, but you don't have any knowledge of

13· · · ·the Alberta experience in terms of how CMOH orders were

14· · · ·issued or weren't issued; that's correct?

15· ·A· ·I have some knowledge of Alberta, but certainly nothing

16· · · ·like I would have here in Ontario, because -- like you

17· · · ·know, this case or whatever else, I've got some

18· · · ·knowledge of Alberta, but not nearly as much as I would

19· · · ·have of Ontario.

20· ·Q· ·And I think, again, and I'm not trying to be critical

21· · · ·here, I just think it's factual, Dr. Hu, in his

22· · · ·testimony and his expert report, was directly involved

23· · · ·in working with the CMOH office on certain aspects of

24· · · ·their orders in Alberta; is that your understanding?

25· ·A· ·I know nothing about Dr. Hu.

26· ·Q· ·You had a discussion about, and Mr. Kitchen can correct



·1· · · ·me if I'm paraphrasing his words incorrectly, but I

·2· · · ·think generally he asked you about whether government

·3· · · ·or non-government entities can be -- are more accurate,

·4· · · ·or less accurate, or more correct or less accurate, you

·5· · · ·know, when we compare them, and I think you were pretty

·6· · · ·candid in saying that it's fairly divergent, and lots

·7· · · ·of times government gets it right, and lots of times

·8· · · ·non-government entities get it right; is that fair to

·9· · · ·say?

10· ·A· ·Yeah, it's a very complex issue, and it's such a broad

11· · · ·question that I don't think any kind of sweeping

12· · · ·statements can be made.

13· · · ·MR. MAXSTON:· · · · · · ·Those are all my questions,

14· · · ·Dr. Warren.· Thank you for your time.

15· ·A· ·Thank you.

16· · · ·MR. KITCHEN· · · · · · · And I --

17· · · ·THE CHAIR:· · · · · · · ·Thank you.

18· · · ·MR. KITCHEN:· · · · · · ·-- just have two in redirect.

19· · · ·THE CHAIR:· · · · · · · ·Okay.

20· · · ·Mr. Kitchen Re-examines the Witness

21· ·Q· ·MR. KITCHEN:· · · · · ·Dr. Warren, you said there's

22· · · ·no established criteria for establishing an endemic.

23· · · ·Is there any established criteria for establishing a

24· · · ·pandemic?

25· ·A· ·I think the -- yes, there would be, you know,

26· · · ·established -- you know, the WHO, different



·1· · · ·organizations would have definitions for a pandemic,

·2· · · ·however you want to define a pandemic.· SARS-CoV-2 is a

·3· · · ·pandemic, and there are certainly more definitions or

·4· · · ·clearer definitions for when there is a pandemic and

·5· · · ·when it's been established than when an infection

·6· · · ·transitions from pandemic to endemic.

·7· ·Q· ·How come only some flu years are pandemic and some

·8· · · ·aren't?· I don't want you to -- I don't want to rehash

·9· · · ·what we did earlier.· You said something about --

10· · · ·something I didn't, frankly, understand.· I think

11· · · ·something about how the virus has changed.· That's what

12· · · ·I'm trying to get at.· Is there --

13· ·A· ·Yeah.· So year to year, influenza changes, it mutates,

14· · · ·we have different strains.· It's equivalent to

15· · · ·SARS-CoV-2, how we have different variants.· They're

16· · · ·both very -- they're similar viruses; they're RNA

17· · · ·viruses; they mutate at approximately the same rate.

18· · · · · · So in influenza, year to year, there's something

19· · · ·called antigenic drift, which are minor changes that

20· · · ·produce the seasonal yearly influenza.· Every few

21· · · ·decades, there's an antigenic shift, so not drift but

22· · · ·shift, and that's a major reassortment of a virus,

23· · · ·which generally causes more widespread illness, more

24· · · ·severe illness, because many people in the population

25· · · ·do not have sufficient immunity, and so that's, you

26· · · ·know, swine flu 2009 would be kind of the last example



·1· · · ·of that.· The Spanish flu from a hundred years ago is

·2· · · ·another example.· And there were I think three or so

·3· · · ·other pandemic influenza years in the 20th century.

·4· ·Q· ·When we go from variant to variant in COVID, is that a

·5· · · ·similar thing, or is that different?

·6· ·A· ·So that would be, if you want to make it analogous to

·7· · · ·influenza, that would be the antigenic drift part of

·8· · · ·influenza, and so that would be the -- kind of the

·9· · · ·yearly fluctuations, and we'll continue to have that,

10· · · ·there'll be a new wave after Omicron, something of a

11· · · ·new variant.· In influenza, we called it the yearly

12· · · ·strain.· And so that's what the analogy would be with

13· · · ·influenza.· The variants are new -- are analogous to

14· · · ·influenza antigenic drift.

15· ·Q· ·And that's what we referred it to, COVID-19 or

16· · · ·SARS-CoV-2, is one big long event, they don't -- we

17· · · ·haven't chopped it up; we refer to it as one big long

18· · · ·thing, that's -- because there's only drifting not

19· · · ·shifting?

20· ·A· ·That's correct.

21· ·Q· ·Last question I think, if government has a role to

22· · · ·impose measures to protect the public, do they also

23· · · ·have a corresponding role to remove those measures once

24· · · ·it's clear that they don't work or cause more harm than

25· · · ·good?

26· ·A· ·I think any policy decision needs to be based on



·1· · · ·evidence, and I think the more significant a policy

·2· · · ·decision is, the more evidence should be behind it,

·3· · · ·because if you're going to make a policy decision that

·4· · · ·significantly impacts people's lives, there should be a

·5· · · ·lot of good evidence for that.

·6· · · · · · And so same with changing policy decisions, any

·7· · · ·time a policy decision is changed, it should be based

·8· · · ·on evidence.· And again, I think the burden of proof,

·9· · · ·the more significant the policy decision, the more the

10· · · ·higher burden of proof is on the evidence that that

11· · · ·policy decision is based on.

12· ·Q· ·And are you seeing that evidentiary burden being met

13· · · ·for things like masking and distancing?

14· ·A· ·Yeah, yeah, for sure.· With regards to masking for

15· · · ·sure.· Like a lot of places -- a lot of places like

16· · · ·Denmark, the UK, Ireland, many places in the States, a

17· · · ·lot of jurisdictions are getting rid of masking because

18· · · ·there's no -- like the evidence just isn't there.

19· · · ·There was an assumption, and so the policy decision was

20· · · ·based on an assumption, that I would argue flawed

21· · · ·assumptions, but as evidence accumulates, jurisdictions

22· · · ·are now starting to get rid of mask mandates, for

23· · · ·example.

24· ·Q· ·Logically speaking, if the virus is the same and the

25· · · ·scientific evidence is the same between Florida and

26· · · ·Alberta or between Canada and Denmark, then can it



·1· · · ·logically be said that Canada's decision to keep

·2· · · ·masking in place is based on science, or is it based on

·3· · · ·something else?

·4· ·A· ·Well, I argue in my report I don't think that -- I

·5· · · ·would argue in my report that there was never a

·6· · · ·justification to mask healthy persons in the general

·7· · · ·public.· That evidence base was never there.· I argued

·8· · · ·that from the meta-analyses and studies in flu, and

·9· · · ·that evidence continues to be accumulating specifically

10· · · ·for SARS-CoV-2.

11· ·Q· ·So is it fair to say that places that are removing mask

12· · · ·restrictions are following the science, and places that

13· · · ·aren't are ignoring it?

14· ·A· ·Yeah, I think the word "the science" has been way

15· · · ·misused in --

16· ·Q· ·(INDISCERNIBLE)

17· ·A· ·-- this last two years, so I won't use that term, but I

18· · · ·would say the --

19· ·Q· ·How about the evidence?

20· ·A· ·The evidence, I would say the evidence never has --

21· · · ·there has been no evidence that masking the general

22· · · ·public is of any benefit, the healthy general public.

23· ·Q· ·So at some level, isn't it required of governments that

24· · · ·are continuing to impose mask mandates that they're

25· · · ·ignoring the evidence?

26· ·A· ·Again, policy and evidence-based decision-making are



·1· ·often very different things.· Policy is informed by

·2· ·many other factors other than evidence.

·3· ·MR. KITCHEN:· · · · · · ·Thank you.· Those are my

·4· ·questions in redirect.

·5· ·THE CHAIR:· · · · · · · ·Okay.· Dr. Warren, the Members

·6· ·of the Tribunal may have questions for you.· We're just

·7· ·going to take a 5-minute break while we discuss what

·8· ·questions, if any, we have for you.· So if you can just

·9· ·bear with us for 5 minutes, I don't think we'll be any

10· ·longer.· Thank you.

11· ·(ADJOURNMENT)

12· ·THE CHAIR:· · · · · · · ·The Hearing Tribunal is back

13· ·in session.· And, Dr. Warren, we'd like to thank you

14· ·very much for your time and your expertise and your

15· ·testimony today.· Members of the Tribunal do not have

16· ·any additional questions for you.· We appreciate you

17· ·participating in this process, and Mr. Kitchen will

18· ·discharge you, unless there's anything else.

19· · · · There's just one matter I would like to ask of the

20· ·College.· Ms. Nelson, we are concerned over finding two

21· ·consecutive dates, and we would really appreciate

22· ·seeing the Doodle poll go out as soon as possible,

23· ·knowing how much pressure there is on various people's

24· ·calenders, so we'll look forward to getting that in the

25· ·near future.

26· · · · And unless there's anything else, I'll declare the



·1· ·hearing closed until we meet again, and we will meet

·2· ·again sometime in the spring.

·3· ·_______________________________________________________

·4· ·PROCEEDINGS ADJOURNED

·5· ·_______________________________________________________

·6· ·CERTIFICATE OF TRANSCRIPT:

·7

·8· · · · I, Karoline Schumann, certify that the foregoing

·9· ·pages are a complete and accurate transcript of the

10· ·proceedings, taken down by me in shorthand and

11· ·transcribed from my shorthand notes to the best of my

12· ·skill and ability.

13· · · · Dated at the City of Calgary, Province of Alberta,

14· ·this 22nd day of February, 2022.

15
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18· ·________________________________

19· ·Karoline Schumann, CSR(A)

20· ·Official Court Reporter

21

22

23

24

25

26
















































	Disciplinary Hearing, Vol 01 - September 01, 2021.pdf
	Transcript
	Caption
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69
	Page 70
	Page 71
	Page 72
	Page 73
	Page 74
	Page 75
	Page 76
	Page 77
	Page 78
	Page 79
	Page 80
	Page 81
	Page 82
	Page 83
	Page 84
	Page 85
	Page 86
	Page 87
	Page 88
	Page 89
	Page 90
	Page 91
	Page 92
	Page 93
	Page 94
	Page 95
	Page 96
	Page 97
	Page 98
	Page 99
	Page 100
	Page 101
	Page 102
	Page 103
	Page 104
	Page 105
	Page 106
	Page 107
	Page 108
	Page 109
	Page 110
	Page 111
	Page 112
	Page 113
	Page 114
	Page 115
	Page 116
	Page 117
	Page 118
	Page 119
	Page 120
	Page 121
	Page 122
	Page 123
	Page 124
	Page 125
	Page 126
	Page 127
	Page 128
	Page 129
	Page 130
	Page 131
	Page 132
	Page 133
	Page 134
	Page 135
	Page 136
	Page 137
	Page 138
	Page 139
	Page 140
	Page 141
	Page 142
	Page 143
	Page 144
	Page 145
	Page 146
	Page 147
	Page 148
	Page 149
	Page 150
	Page 151
	Page 152
	Page 153
	Page 154
	Page 155
	Page 156
	Page 157
	Page 158
	Page 159
	Page 160
	Page 161
	Page 162
	Page 163
	Page 164
	Page 165
	Page 166
	Page 167
	Page 168
	Page 169
	Page 170
	Page 171
	Page 172
	Page 173
	Page 174
	Page 175
	Page 176
	Page 177
	Page 178
	Page 179
	Page 180
	Page 181
	Page 182
	Page 183
	Page 184
	Page 185
	Page 186
	Page 187
	Page 188
	Page 189
	Page 190
	Page 191
	Page 192
	Page 193
	Page 194
	Page 195
	Page 196
	Page 197
	Page 198
	Page 199

	Word Index
	Index: ..Exhibit C-20 - ACAC 
	Index: $500,000..125
	Index: 13..68
	Index: 69..afternoon
	Index: Agency..arrangement
	Index: arrived..body
	Index: bold..case
	Index: cases..client
	Index: client's..Complaints
	Index: complete..courtesy
	Index: courts..deal
	Index: dealing..Director's
	Index: disadvantage..efforts
	Index: egg..exhibit
	Index: exhibits..floor
	Index: flu..Halowski
	Index: Halowski's..hospital
	Index: hospitalist..integrity
	Index: intend..Kitchens
	Index: knew..made
	Index: main..Maxston
	Index: Maxston's..NACI
	Index: nailing..optometrist
	Index: Optometrists..people
	Index: people's..preliminary
	Index: Premier..provide
	Index: provided..read
	Index: reading..reminding
	Index: repeals..roles
	Index: rollout..show
	Index: showed..staying
	Index: stealing..talked
	Index: talking..transmission
	Index: transmissioned..variations
	Index: vast..workplace
	Index: works..zones

	Exhibits
	Exhibit A-1 - Amended Notice of Hearing - July 22, 2021
	Page  4 
	Page  19 
	Page  68 

	Exhibit A-2 - Email from AHS to Member re Complaint - December 1, 2020
	Page  4 
	Page  68 

	Exhibit A-3 - Letter of Complaint Referral from Registrar - December 2, 2020
	Page  4 
	Page  68 

	Exhibit A-4 - ACAC Website Statement on Notice of Clinic Closure - December 15, 2020
	Page  5 
	Page  68 

	Exhibit A-5 - Letter to Member re s.56 Complaint - December 21, 2020
	Page  5 
	Page  68 

	Exhibit A-6 - Letter from Member in Response to Complaint - January 11, 2021
	Page  5 
	Page  68 

	Exhibit A-7 - ACAC Complaint Investigation Report
	Page  5 
	Page  68 

	Exhibit A-8 - Letter from Dr. Salem - December 12, 2020
	Page  5 
	Page  68 

	Exhibit A-9 - Letter from Dr. Salem - January 11, 2021
	Page  5 
	Page  68 

	Exhibit A-10 - ACAC Code of Ethics
	Page  5 
	Page  68 

	Exhibit A-11 - ACAC Standards of Practice
	Page  5 
	Page  68 

	Exhibit B-1 - Letter Requesting s.65 Revierw - December 03, 2020
	Page  5 
	Page  68 

	Exhibit B-2 - Letter Requesting Extension - December 09, 2020
	Page  5 
	Page  69 

	Exhibit B-3 - Response of Dr. Wall s.65 Request - December 10, 2020
	Page  5 
	Page  69 

	Exhibit B-4 - Response of Dr. Wall s.65 Request and Enclosures - December 16, 2020
	Page  5 
	Page  69 

	Exhibit B-5 - Letter of Decision re s.65 Review - December 18, 2020
	Page  5 
	Page  69 

	Exhibit C-1 - ACAC Notice to Members re Telehealth Billing - March 26, 2020
	Page  6 
	Page  69 

	Exhibit C-2 - ACAC Notice to Members re Consultation - April 21, 2020
	Page  6 
	Page  69 

	Exhibit C-3 - ACAC Notice to Members re Consultation - April 22, 2020
	Page  6 
	Page  69 

	Exhibit C-4 - ACAC Website Update on COVID Practices - April 29, 2020
	Page  6 
	Page  69 

	Exhibit C-5 - ACAC Notice to Members re Return to Practice - April 30, 2020
	Page  6 
	Page  69 

	Exhibit C-6 - ACAC Notice to Members re Return to Practice - May 01, 2020
	Page  6 
	Page  69 

	Exhibit C-7 - ACAC Notice to Members re Approval of Plan - May 03, 2020
	Page  6 
	Page  69 

	Exhibit C-8 - ACAC Notice to Members about Masking - May 25, 2020
	Page  6 
	Page  69 

	Exhibit C-9 - ACAC Notice to Member about Masking - July 24, 2020
	Page  6 
	Page  69 

	Exhibit C-10 - ACAC Council Updates re Telehealth - July 31, 2020
	Page  6 
	Page  70 

	Exhibit C-11 - ACAC Registrar's Report - August 04, 2020
	Page  6 
	Page  70 

	Exhibit C-12 - ACAC Notice to Members re COVID Practices - August 11, 2020
	Page  6 
	Page  70 

	Exhibit C-13 - ACAC Website re Telehealth - October 20, 2020
	Page  6 
	Page  70 

	Exhibit C-14 - ACAC Notice to Members re Directive  - November 23, 2020
	Page  7 
	Page  70 

	Exhibit C-15 - ACAC Notice to Members re Restrictions - November 25, 2020
	Page  7 
	Page  70 

	Exhibit C-16 - ACAC Website COVID FAQs - December 01, 2020
	Page  7 
	Page  70 

	Exhibit C-17 - ACAC Website Update on COVID Practices - December 01, 2020
	Page  7 
	Page  70 

	Exhibit C-18 - ACAC Notice to Members about Masking - December 09, 2020
	Page  7 
	Page  70 

	Exhibit C-19 - ACAC Notice to Members re PPE - December 10, 2020
	Page  7 
	Page  70 

	Exhibit C-20 - ACAC COVID-19 Pandemic Practice Directive - May 05, 2020
	Page  7 
	Page  70 

	Exhibit C-21 - ACAC COVID-19 Pandemic Practice Directive - May 25, 2020
	Page  7 
	Page  70 

	Exhibit C-22 - ACAC COVID-19 Pandemic Practice Directive - January 06, 2021
	Page  7 
	Page  70 
	Page  148 

	Exhibit D-1 - AHS Closure Notice of Clinic - December 08, 2020
	Page  7 
	Page  71 

	Exhibit D-2 - AHS Order to Rescind Closure Notice - January 05, 2021
	Page  7 
	Page  71 

	Exhibit D-3 - CMOH Order - 19-2021 - May 06, 2021
	Page  7 
	Page  71 

	Exhibit D-4 - CMOH Order - 20-2021 - May 06, 2021
	Page  7 
	Page  71 

	Exhibit D-5 - CMOH Order - 22-2021 - May 13, 2021
	Page  8 
	Page  71 

	Exhibit D-6 - CMOH Order - 26-2020 - June 06, 2020
	Page  8 
	Page  71 

	Exhibit D-7 - CMOH Order - 34-2021 - June 30, 2021
	Page  8 
	Page  71 

	Exhibit D-8 - CMOH Order - 38-2020 - November 24, 2020
	Page  8 
	Page  71 
	Page  133 

	Exhibit D-9 - CMOH Order - 42-2020 - December 11, 2020
	Page  8 
	Page  71 
	Page  135 
	Page  136 

	Exhibit D-10 - City of Calgary - Temporary COVID-19 Face Coverings Bylaw - March 11, 2020
	Page  8 
	Page  71 

	Exhibit D-11 - City of Calagry - Bylaw that repeals Mask Bylaw - July 05, 2021
	Page  8 
	Page  71 

	Exhibit E-1 - Dr. Jia Hu - CV
	Page  8 
	Page  71 

	Exhibit E-2 - Dr. Jia Hu - Expert Report Masking
	Page  8 
	Page  71 
	Page  72 
	Page  103 
	Page  158 

	Exhibit E-3 - Dr. Bao Dang - CV
	Page  8 
	Page  72 

	Exhibit E-4 - Dr. Bao Dang - Expert Report Masking
	Page  8 
	Page  72 

	Exhibit E-5 - Dr. Byram Bridle - CV
	Page  8 
	Page  72 

	Exhibit E-6 - Dr. Byram Bridle - Expert Report Masking
	Page  8 
	Page  72 

	Exhibit E-7 - Dr. Thomas Warren - CV
	Page  9 
	Page  72 

	Exhibit E-8 - Dr. Thomas Warren - Expert Report Masking
	Page  9 
	Page  72 

	Exhibit F-1 - GOA Alberta's safely staged COVID-19 relaunch - April 30, 2020
	Page  9 
	Page  72 

	Exhibit F-2 - CMOH Order -16-2020 - May 3, 2020
	Page  9 
	Page  72 
	Page  140 

	Exhibit F-3 - ACAC Registrars Report - July 05, 2021
	Page  9 
	Page  72 

	Exhibit F-4 - ACAC Frequently Asked Questions - July 07, 2021
	Page  9 
	Page  72 

	Exhibit G-4 - Chris Schaefer CV
	Page  4 
	Page  63 

	Exhibit G-5 - Chris Schaefer Expert Opinion Report
	Page  4 
	Page  63 

	Exhibit H-1 - Preliminary Applications - Complaints Director Reference Document
	Page  4 
	Page  36 

	Exhibit H-2 - MacLeod v. ACSW
	Page  4 
	Page  47 

	Exhibit H-3 - R v Mohan 1994 SCC 80
	Page  4 
	Page  48 

	Exhibit H-4 - Wright v College and Assn of Registered Nurses of Alberta 2012 ABCA 267
	Page  4 
	Page  48 



	Disciplinary Hearing, Vol 02 - September 02, 2021.pdf
	Transcript
	Caption
	Page 201
	Page 202
	Page 203
	Page 204
	Page 205
	Page 206
	Page 207
	Page 208
	Page 209
	Page 210
	Page 211
	Page 212
	Page 213
	Page 214
	Page 215
	Page 216
	Page 217
	Page 218
	Page 219
	Page 220
	Page 221
	Page 222
	Page 223
	Page 224
	Page 225
	Page 226
	Page 227
	Page 228
	Page 229
	Page 230
	Page 231
	Page 232
	Page 233
	Page 234
	Page 235
	Page 236
	Page 237
	Page 238
	Page 239
	Page 240
	Page 241
	Page 242
	Page 243
	Page 244
	Page 245
	Page 246
	Page 247
	Page 248
	Page 249
	Page 250
	Page 251
	Page 252
	Page 253
	Page 254
	Page 255
	Page 256
	Page 257
	Page 258
	Page 259
	Page 260
	Page 261
	Page 262
	Page 263
	Page 264
	Page 265
	Page 266
	Page 267
	Page 268
	Page 269
	Page 270
	Page 271
	Page 272
	Page 273
	Page 274
	Page 275
	Page 276
	Page 277
	Page 278
	Page 279
	Page 280
	Page 281
	Page 282
	Page 283
	Page 284
	Page 285
	Page 286
	Page 287
	Page 288
	Page 289
	Page 290
	Page 291
	Page 292
	Page 293
	Page 294
	Page 295
	Page 296
	Page 297
	Page 298
	Page 299
	Page 300
	Page 301
	Page 302
	Page 303
	Page 304
	Page 305
	Page 306
	Page 307
	Page 308
	Page 309
	Page 310
	Page 311
	Page 312
	Page 313
	Page 314
	Page 315
	Page 316
	Page 317
	Page 318
	Page 319
	Page 320
	Page 321
	Page 322
	Page 323
	Page 324
	Page 325
	Page 326
	Page 327
	Page 328
	Page 329
	Page 330
	Page 331
	Page 332
	Page 333
	Page 334
	Page 335
	Page 336
	Page 337
	Page 338
	Page 339
	Page 340
	Page 341
	Page 342
	Page 343
	Page 344
	Page 345
	Page 346
	Page 347
	Page 348
	Page 349
	Page 350
	Page 351
	Page 352
	Page 353
	Page 354
	Page 355
	Page 356
	Page 357
	Page 358
	Page 359
	Page 360
	Page 361
	Page 362
	Page 363
	Page 364
	Page 365
	Page 366
	Page 367
	Page 368
	Page 369
	Page 370
	Page 371
	Page 372
	Page 373
	Page 374
	Page 375
	Page 376
	Page 377
	Page 378
	Page 379
	Page 380
	Page 381
	Page 382
	Page 383
	Page 384
	Page 385
	Page 386
	Page 387
	Page 388
	Page 389
	Page 390
	Page 391
	Page 392
	Page 393
	Page 394
	Page 395
	Page 396
	Page 397
	Page 398
	Page 399
	Page 400
	Page 401
	Page 402
	Page 403
	Page 404
	Page 405
	Page 406

	Word Index
	Index: $1..3
	Index: 30..Adjusting
	Index: adjustments..appointments
	Index: appreciated..beginning
	Index: begins..care
	Index: carefully..clause
	Index: clauses..community
	Index: companies..control
	Index: convergence..date
	Index: dated..directive
	Index: directives..elements
	Index: elevate..expectation
	Index: expected..follow
	Index: follow-up..hand
	Index: hands..hundred
	Index: hundreds..initiate
	Index: initiated..Kitchen's
	Index: knew..made
	Index: magnitude..Maxston
	Index: Maxston's..misinformation
	Index: mispronounced..occur
	Index: occurred..pardon
	Index: park..place
	Index: placebo..primarily
	Index: primary..public
	Index: publication..reason
	Index: reasonable..Reply
	Index: report..room
	Index: rooms..shows
	Index: shut..statement
	Index: statements..talked
	Index: talking..trained
	Index: training..vigorously
	Index: violation..yesterday
	Index: ..yesterday

	Exhibits
	Exhibit G-1 - AHS - Directive Use of Masks During COVID-19
	Page  202 
	Page  352 

	Exhibit G-2 - AHS - Guidelines for Continuous Masking
	Page  202 
	Page  352 

	Exhibit G-3 - AHS - Personal Protective Equipment (PPE)
	Page  202 
	Page  352 

	Exhibit H-5 - Face Masks to Reduce COVID-19 in Bangladesh RCT
	Page  202 
	Page  216 

	Exhibit H-6 - Locally Produced Cloth Face Mask and COVID-19 Like Illness Prevention RCT
	Page  202 
	Page  216 



	Disciplinary Hearing, Vol 03 - September 07, 2021.pdf
	Transcript
	Caption
	Page 408
	Page 409
	Page 410
	Page 411
	Page 412
	Page 413
	Page 414
	Page 415
	Page 416
	Page 417
	Page 418
	Page 419
	Page 420
	Page 421
	Page 422
	Page 423
	Page 424
	Page 425
	Page 426
	Page 427
	Page 428
	Page 429
	Page 430
	Page 431
	Page 432
	Page 433
	Page 434
	Page 435
	Page 436
	Page 437
	Page 438
	Page 439
	Page 440
	Page 441
	Page 442
	Page 443
	Page 444
	Page 445
	Page 446
	Page 447
	Page 448
	Page 449
	Page 450
	Page 451
	Page 452
	Page 453
	Page 454
	Page 455
	Page 456
	Page 457
	Page 458
	Page 459
	Page 460
	Page 461
	Page 462
	Page 463
	Page 464
	Page 465
	Page 466
	Page 467
	Page 468
	Page 469
	Page 470
	Page 471
	Page 472
	Page 473
	Page 474
	Page 475
	Page 476
	Page 477
	Page 478
	Page 479
	Page 480
	Page 481
	Page 482
	Page 483
	Page 484
	Page 485
	Page 486
	Page 487
	Page 488
	Page 489
	Page 490
	Page 491
	Page 492
	Page 493
	Page 494
	Page 495
	Page 496
	Page 497
	Page 498
	Page 499
	Page 500
	Page 501
	Page 502
	Page 503
	Page 504
	Page 505
	Page 506
	Page 507
	Page 508
	Page 509
	Page 510
	Page 511
	Page 512
	Page 513
	Page 514
	Page 515
	Page 516
	Page 517
	Page 518
	Page 519
	Page 520
	Page 521
	Page 522
	Page 523
	Page 524
	Page 525
	Page 526
	Page 527
	Page 528
	Page 529
	Page 530
	Page 531
	Page 532
	Page 533
	Page 534
	Page 535
	Page 536
	Page 537
	Page 538
	Page 539
	Page 540
	Page 541
	Page 542
	Page 543
	Page 544
	Page 545
	Page 546
	Page 547
	Page 548
	Page 549
	Page 550
	Page 551
	Page 552
	Page 553
	Page 554

	Word Index
	Index: (a)..absent
	Index: Absolutely..apply
	Index: appoint..call
	Index: called..colleagues
	Index: college..consent
	Index: consented..danger
	Index: dangerous..disability
	Index: disagree..exempt
	Index: exempted..function
	Index: functions..HPA
	Index: Hu..issued
	Index: issues..Linford
	Index: Linford's..Maxston's
	Index: meaning..offered
	Index: office..person's
	Index: personal..proceedings
	Index: process..questioning
	Index: questions..regulations
	Index: regulatory..rules
	Index: sacrificing..spoke
	Index: spoken..Thursday
	Index: tickle..Wall
	Index: Wall's..young


	Disciplinary Hearing, Vol 04 - September 08, 2021.pdf
	Transcript
	Caption
	Page 556
	Page 557
	Page 558
	Page 559
	Page 560
	Page 561
	Page 562
	Page 563
	Page 564
	Page 565
	Page 566
	Page 567
	Page 568
	Page 569
	Page 570
	Page 571
	Page 572
	Page 573
	Page 574
	Page 575
	Page 576
	Page 577
	Page 578
	Page 579
	Page 580
	Page 581
	Page 582
	Page 583
	Page 584
	Page 585
	Page 586
	Page 587
	Page 588
	Page 589
	Page 590
	Page 591
	Page 592
	Page 593
	Page 594
	Page 595
	Page 596
	Page 597
	Page 598
	Page 599
	Page 600
	Page 601
	Page 602
	Page 603
	Page 604
	Page 605
	Page 606
	Page 607
	Page 608
	Page 609
	Page 610
	Page 611
	Page 612
	Page 613
	Page 614
	Page 615
	Page 616
	Page 617
	Page 618
	Page 619
	Page 620
	Page 621
	Page 622
	Page 623
	Page 624
	Page 625
	Page 626
	Page 627
	Page 628
	Page 629
	Page 630
	Page 631
	Page 632
	Page 633
	Page 634
	Page 635
	Page 636
	Page 637
	Page 638
	Page 639
	Page 640
	Page 641
	Page 642
	Page 643
	Page 644
	Page 645
	Page 646
	Page 647
	Page 648
	Page 649
	Page 650
	Page 651
	Page 652
	Page 653
	Page 654
	Page 655
	Page 656
	Page 657
	Page 658
	Page 659
	Page 660
	Page 661
	Page 662
	Page 663
	Page 664
	Page 665
	Page 666
	Page 667
	Page 668
	Page 669
	Page 670
	Page 671
	Page 672
	Page 673
	Page 674
	Page 675
	Page 676
	Page 677
	Page 678
	Page 679
	Page 680
	Page 681
	Page 682
	Page 683
	Page 684
	Page 685
	Page 686
	Page 687
	Page 688
	Page 689
	Page 690
	Page 691
	Page 692
	Page 693
	Page 694
	Page 695
	Page 696
	Page 697
	Page 698
	Page 699
	Page 700
	Page 701
	Page 702
	Page 703
	Page 704
	Page 705
	Page 706
	Page 707
	Page 708
	Page 709
	Page 710
	Page 711
	Page 712
	Page 713
	Page 714
	Page 715
	Page 716
	Page 717
	Page 718
	Page 719
	Page 720
	Page 721
	Page 722
	Page 723
	Page 724
	Page 725
	Page 726
	Page 727
	Page 728
	Page 729
	Page 730
	Page 731
	Page 732
	Page 733
	Page 734
	Page 735
	Page 736
	Page 737
	Page 738
	Page 739
	Page 740
	Page 741
	Page 742
	Page 743
	Page 744
	Page 745
	Page 746

	Word Index
	Index: (a)..5th
	Index: 6..agrees
	Index: ahead..back
	Index: backed..care
	Index: career..client's
	Index: clinic..concern
	Index: concerned..couple
	Index: court..describes
	Index: Description..doffing
	Index: dog..exemption
	Index: exemptions..find
	Index: finding..Halowski
	Index: Halowski's..immediately
	Index: immense..investigation
	Index: investigative..leave
	Index: leaving..mark
	Index: marked..members
	Index: memory..object
	Index: objected..part
	Index: Partially..plexiglass/plastic
	Index: plow..professions
	Index: prognosis..rate
	Index: re-ask..related
	Index: relates..risk
	Index: risks..slow
	Index: slowly..sufficient
	Index: suggest..time
	Index: timeline..unusual
	Index: unwilling..wondering
	Index: word..Z'

	Exhibits
	Exhibit H-7 - Response to Curtis Wall Re - Vaccinations
	Page  557 
	Page  635 



	Disciplinary Hearing, Vol 05 - November 16, 2021.pdf
	Transcript
	Caption
	Page 748
	Page 749
	Page 750
	Page 751
	Page 752
	Page 753
	Page 754
	Page 755
	Page 756
	Page 757
	Page 758
	Page 759
	Page 760
	Page 761
	Page 762
	Page 763
	Page 764
	Page 765
	Page 766
	Page 767
	Page 768
	Page 769
	Page 770
	Page 771
	Page 772
	Page 773
	Page 774
	Page 775
	Page 776
	Page 777
	Page 778
	Page 779
	Page 780
	Page 781
	Page 782
	Page 783
	Page 784
	Page 785
	Page 786
	Page 787
	Page 788
	Page 789
	Page 790
	Page 791
	Page 792
	Page 793
	Page 794
	Page 795
	Page 796
	Page 797
	Page 798
	Page 799
	Page 800
	Page 801
	Page 802
	Page 803
	Page 804
	Page 805
	Page 806
	Page 807
	Page 808
	Page 809
	Page 810
	Page 811
	Page 812
	Page 813
	Page 814
	Page 815
	Page 816
	Page 817
	Page 818
	Page 819
	Page 820
	Page 821
	Page 822
	Page 823
	Page 824
	Page 825
	Page 826
	Page 827
	Page 828
	Page 829
	Page 830
	Page 831
	Page 832
	Page 833
	Page 834
	Page 835
	Page 836
	Page 837

	Word Index
	Index: $250..Alberta
	Index: alcohol..carousing
	Index: case..concerned
	Index: concerns..directive
	Index: Director..fear
	Index: February..health
	Index: healthcare..Jarvis
	Index: Jaw..mandate
	Index: mandated..noticed
	Index: November..plan
	Index: planned..read
	Index: reading..science
	Index: science-based..TABLE
	Index: takes..valid
	Index: variables..years


	Disciplinary Hearing, Vol 06 - November 20, 2021.pdf
	Transcript
	Caption
	Page 839
	Page 840
	Page 841
	Page 842
	Page 843
	Page 844
	Page 845
	Page 846
	Page 847
	Page 848
	Page 849
	Page 850
	Page 851
	Page 852
	Page 853
	Page 854
	Page 855
	Page 856
	Page 857
	Page 858
	Page 859
	Page 860
	Page 861
	Page 862
	Page 863
	Page 864
	Page 865
	Page 866
	Page 867
	Page 868
	Page 869
	Page 870
	Page 871
	Page 872
	Page 873
	Page 874
	Page 875
	Page 876
	Page 877
	Page 878
	Page 879
	Page 880
	Page 881
	Page 882
	Page 883
	Page 884
	Page 885
	Page 886
	Page 887
	Page 888
	Page 889
	Page 890
	Page 891
	Page 892
	Page 893
	Page 894
	Page 895
	Page 896
	Page 897
	Page 898
	Page 899
	Page 900
	Page 901
	Page 902
	Page 903
	Page 904
	Page 905
	Page 906
	Page 907
	Page 908
	Page 909
	Page 910
	Page 911
	Page 912
	Page 913
	Page 914
	Page 915
	Page 916
	Page 917
	Page 918
	Page 919
	Page 920
	Page 921
	Page 922
	Page 923
	Page 924
	Page 925
	Page 926
	Page 927
	Page 928
	Page 929
	Page 930
	Page 931
	Page 932
	Page 933
	Page 934
	Page 935
	Page 936
	Page 937
	Page 938
	Page 939
	Page 940
	Page 941
	Page 942
	Page 943
	Page 944
	Page 945
	Page 946
	Page 947
	Page 948
	Page 949
	Page 950
	Page 951
	Page 952
	Page 953
	Page 954
	Page 955
	Page 956
	Page 957
	Page 958
	Page 959
	Page 960
	Page 961
	Page 962
	Page 963
	Page 964
	Page 965
	Page 966
	Page 967
	Page 968
	Page 969
	Page 970
	Page 971
	Page 972
	Page 973
	Page 974
	Page 975
	Page 976
	Page 977
	Page 978
	Page 979
	Page 980
	Page 981
	Page 982

	Word Index
	Index: 0..adult
	Index: adults..attempts
	Index: attend..bunch
	Index: bye-bye..client
	Index: client's..considered
	Index: considers..Curtis
	Index: customer..dioxide's
	Index: direct..engineered
	Index: enjoy..fact
	Index: factors..give
	Index: giving..holidays
	Index: home..instrumentation
	Index: insufficient..letter
	Index: letters..mask
	Index: mask/facial..middle
	Index: mild..obtained
	Index: obvious..past
	Index: patently..prepared
	Index: preponderance..qualifications
	Index: qualified..relates
	Index: relating..résumé
	Index: safe..simply
	Index: simultaneously..support
	Index: supported..time
	Index: times..virus
	Index: viruses..younger


	Disciplinary Hearing, Vol 07 - January 28, 2022.pdf
	Transcript
	Caption
	Page 984
	Page 985
	Page 986
	Page 987
	Page 988
	Page 989
	Page 990
	Page 991
	Page 992
	Page 993
	Page 994
	Page 995
	Page 996
	Page 997
	Page 998
	Page 999
	Page 1000
	Page 1001
	Page 1002
	Page 1003
	Page 1004
	Page 1005
	Page 1006
	Page 1007
	Page 1008
	Page 1009
	Page 1010
	Page 1011
	Page 1012
	Page 1013
	Page 1014
	Page 1015
	Page 1016
	Page 1017
	Page 1018
	Page 1019
	Page 1020
	Page 1021
	Page 1022
	Page 1023
	Page 1024
	Page 1025
	Page 1026
	Page 1027
	Page 1028
	Page 1029
	Page 1030
	Page 1031
	Page 1032
	Page 1033
	Page 1034
	Page 1035
	Page 1036
	Page 1037
	Page 1038
	Page 1039
	Page 1040
	Page 1041
	Page 1042
	Page 1043
	Page 1044
	Page 1045
	Page 1046
	Page 1047
	Page 1048
	Page 1049
	Page 1050
	Page 1051
	Page 1052
	Page 1053
	Page 1054
	Page 1055
	Page 1056
	Page 1057
	Page 1058
	Page 1059
	Page 1060
	Page 1061
	Page 1062
	Page 1063
	Page 1064
	Page 1065
	Page 1066
	Page 1067
	Page 1068
	Page 1069
	Page 1070
	Page 1071
	Page 1072
	Page 1073
	Page 1074
	Page 1075
	Page 1076
	Page 1077
	Page 1078
	Page 1079
	Page 1080
	Page 1081
	Page 1082
	Page 1083
	Page 1084
	Page 1085
	Page 1086
	Page 1087
	Page 1088
	Page 1089
	Page 1090
	Page 1091
	Page 1092
	Page 1093
	Page 1094
	Page 1095
	Page 1096
	Page 1097
	Page 1098
	Page 1099
	Page 1100
	Page 1101
	Page 1102
	Page 1103
	Page 1104
	Page 1105
	Page 1106
	Page 1107
	Page 1108
	Page 1109
	Page 1110
	Page 1111
	Page 1112
	Page 1113
	Page 1114
	Page 1115
	Page 1116
	Page 1117
	Page 1118
	Page 1119
	Page 1120
	Page 1121
	Page 1122
	Page 1123
	Page 1124
	Page 1125
	Page 1126
	Page 1127
	Page 1128
	Page 1129
	Page 1130
	Page 1131
	Page 1132
	Page 1133
	Page 1134
	Page 1135
	Page 1136
	Page 1137
	Page 1138
	Page 1139
	Page 1140
	Page 1141
	Page 1142
	Page 1143
	Page 1144
	Page 1145
	Page 1146
	Page 1147
	Page 1148
	Page 1149
	Page 1150
	Page 1151
	Page 1152
	Page 1153
	Page 1154
	Page 1155
	Page 1156
	Page 1157
	Page 1158
	Page 1159
	Page 1160
	Page 1161
	Page 1162
	Page 1163
	Page 1164
	Page 1165
	Page 1166
	Page 1167
	Page 1168
	Page 1169
	Page 1170
	Page 1171
	Page 1172
	Page 1173
	Page 1174
	Page 1175
	Page 1176
	Page 1177
	Page 1178
	Page 1179
	Page 1180
	Page 1181
	Page 1182
	Page 1183
	Page 1184
	Page 1185
	Page 1186
	Page 1187
	Page 1188
	Page 1189
	Page 1190
	Page 1191
	Page 1192
	Page 1193
	Page 1194
	Page 1195
	Page 1196
	Page 1197
	Page 1198
	Page 1199
	Page 1200
	Page 1201
	Page 1202
	Page 1203
	Page 1204
	Page 1205
	Page 1206
	Page 1207
	Page 1208
	Page 1209
	Page 1210
	Page 1211
	Page 1212
	Page 1213
	Page 1214
	Page 1215
	Page 1216
	Page 1217

	Word Index
	Index: (a)..ability
	Index: absence..agents
	Index: aggressive..argue
	Index: argues..barriers
	Index: based..broken
	Index: bronchitis..cells
	Index: central..Cochrane
	Index: coin..condition
	Index: conduct..costs
	Index: cough..days
	Index: deactivate..determine
	Index: determined..distribute
	Index: distributed..emphasis
	Index: emphasize..excuse
	Index: executive..fallacious
	Index: falls..foundation
	Index: four-year..gravity
	Index: great..height
	Index: helpful..imagine
	Index: immediately..individual
	Index: individual's..interestingly
	Index: interface..Kitchen
	Index: Kitchen's..lives
	Index: living..manuscript
	Index: manuscripts..medical
	Index: medically..mouths
	Index: move..objective
	Index: objectively..pandemic
	Index: panel..people
	Index: people's..point
	Index: pointed..privileged
	Index: probe..provinces
	Index: proving..rate
	Index: rated..regular
	Index: regularly..respiratory
	Index: respond..SARS-CORONAVIRUS-2
	Index: SARS-COV..severe
	Index: severity..Spanish
	Index: speak..strategically
	Index: strategies..system
	Index: systemic..thing
	Index: things..transmission
	Index: transmissions..unit
	Index: United..virus
	Index: virus's..work
	Index: workday..young


	CCOA v Dr. Wall_Transcript of all witness testimony before the tribunal_unredacted.pdf
	Transcript
	Caption
	Page 1219
	Page 1220
	Page 1221
	Page 1222
	Page 1223
	Page 1224
	Page 1225
	Page 1226
	Page 1227
	Page 1228
	Page 1229
	Page 1230
	Page 1231
	Page 1232
	Page 1233
	Page 1234
	Page 1235
	Page 1236
	Page 1237
	Page 1238
	Page 1239
	Page 1240
	Page 1241
	Page 1242
	Page 1243
	Page 1244
	Page 1245
	Page 1246
	Page 1247
	Page 1248
	Page 1249
	Page 1250
	Page 1251
	Page 1252
	Page 1253
	Page 1254
	Page 1255
	Page 1256
	Page 1257
	Page 1258
	Page 1259
	Page 1260
	Page 1261
	Page 1262
	Page 1263
	Page 1264
	Page 1265
	Page 1266
	Page 1267
	Page 1268
	Page 1269
	Page 1270
	Page 1271
	Page 1272
	Page 1273
	Page 1274
	Page 1275
	Page 1276
	Page 1277
	Page 1278
	Page 1279
	Page 1280
	Page 1281
	Page 1282
	Page 1283
	Page 1284
	Page 1285
	Page 1286
	Page 1287
	Page 1288
	Page 1289
	Page 1290
	Page 1291
	Page 1292
	Page 1293
	Page 1294
	Page 1295
	Page 1296
	Page 1297
	Page 1298
	Page 1299
	Page 1300
	Page 1301
	Page 1302
	Page 1303
	Page 1304
	Page 1305
	Page 1306
	Page 1307
	Page 1308
	Page 1309
	Page 1310
	Page 1311
	Page 1312
	Page 1313
	Page 1314
	Page 1315
	Page 1316
	Page 1317
	Page 1318
	Page 1319
	Page 1320
	Page 1321
	Page 1322
	Page 1323
	Page 1324
	Page 1325

	Word Index
	Index: 0.00000..accurate
	Index: accusation..attenuate
	Index: attenuated..car
	Index: cardiology..comorbidities
	Index: comorbidity..COVID
	Index: Covid's..differences
	Index: differently..equivalent
	Index: error..follow
	Index: follow-up..helpful
	Index: helps..infection
	Index: infections..Kitchen
	Index: knew..mandates
	Index: mandatory..mortality
	Index: motor..overwhelming
	Index: pages..point
	Index: policies..published
	Index: purpose..report
	Index: reporter..seasonal
	Index: second-..states
	Index: static..tested
	Index: testimony..understanding
	Index: understood..workers'
	Index: working..Zealand






5/19/2021 Adjusting for you


https://albertachiro.com/ACAC/Chiropractic_in_Alberta/BLOG/Adjusting_for_you.aspx?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf 1/5


On Behalf Of: (select)


 Logout  Find a chiropractor Members' centre


Adjusting for you
The COVID-19 pandemic has brought about unprecedented times and it’s normal to feel
uncertain and uncomfortable. 


While chiropractic clinics have undergone some changes, their commitment to your health
remains the same. As the Alberta College and Association of Chiropractors, we work to protect
the public. This is a mandate we always take very seriously, and especially so now. 


When you walk into your chiropractor’s o�ce, we want you to feel con�dent that you remain in
safe hands. Your visit should be focused on why you came to see your chiropractor, and be
free of any concern related to COVID-19.  


That’s why the ACAC, in partnership with chiropractors across Alberta, developed an extensive
Return to Practice plan that clearly outlines clinic requirements to achieve the highest level of
patient safety.


What Alberta's chiropractors are doing to keep you safe


Pre-screening patients
Before you even enter the clinic, you will be asked some questions to ensure that the clinic is
kept as safe as possible by having any symptomatic patients reschedule for when they’re
feeling better.  


Encouraging the use of hand washing stations
Hand hygiene has been recognized as the most important factor in preventing the spread of
COVID-19. That’s why hand washing and sanitizing stations have been set up in all Alberta
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chiropractic clinics to for both patients and clinicians.   


Using enhanced cleaning protocols
Cleanliness has always been a priority in clinics, but new, more rigorous cleaning and
disinfecting procedures have been put in place to ensure that high-use areas are being
attended to regularly.  


Encouraging physical distancing 
Maintaining six feet between you and others lowers the risk of infection being spread. Physical
distancing is encouraged throughout the clinic by spaced seating, encouraging patients to wait
in their cars and using contactless payment methods.  


Wearing masks 
Chiropractors are wearing personal protective equipment, such as masks, during treatments.  


Staying home if sick
All patients or sta� that are feeling unwell are directed to stay home until they’re better. 


Your experience at a chiropractic clinic will be di�erent going forward, but those di�erences
are there to put your mind at ease. And, while your experience visiting a clinic will change, the
quality of care never will. So don't remain in pain—�nd a chiropractor near you today. 


ABOUT


 Chiropractors


 Chiropractic treatment


 ACAC


 Collaborative care



https://albertachiro.com/find-a-chiro
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 Careers


 Legislation


 FAQs


 Legal


 Privacy policy


 


COVERAGE


 Motor vehicle accidents (MVA)


 Workplace injury (WCB)


 Insurance


 Seniors' funding


 Federal programs


 


PROGRAMS AND RESOURCES
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 Straighten Up Alberta


 Kids’ health


 Workplace safety


 Evidence-based research


 


CONTACT THE ACAC


11203 - 70 Street NW, Edmonton, AB, T5B 1T1
Phone: 780.420.0932
Fax: 780.425.6583
Email: o�ce@albertachiro.com


FOLLOW US


  
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Introduction 
Effective 05/03/2020, Revised 05/05/2020 


The Government of Alberta introduced plans to “Re-Open Alberta” on April 30, 2020. This directive 
defines the requirements chiropractors must follow to ensure safe practice with pandemic public health 
measures as a result of COVID-19.  This directive is an addendum to Standard of Practice 4.3: Infection 
Prevention and Control. 
 
In response to the current environment, the circumstances and requirements asked of health providers 
when chiropractors return to practice may change rapidly. Clinicians will need to respond quickly to 
changes signaled from Government and the ACAC.   
 


Note to chiropractors: This directive is current as of the date of publication and reflects the 
rules and requirements for chiropractors. In the event of a discrepancy between this 
information and the directives of provincial public health authorities, the directions of the 
provincial public health authority take precedence. 
 


 
As regulated health professionals, chiropractors are required to: 
 


1. Follow all mandates and recommendations from Public Health and the Government of Alberta 
regarding your personal and professional conduct. As a regulated health professional, you have 
a fiduciary responsibility to follow all civil orders that originate from any level of government.   


2. Read and adhere to all communication from the ACAC.   


The ACAC continues to consult with external stakeholders, including the Ministry of Health and the Chief 
Medical Officer of Health (CMOH) and will adapt this directive based on expert recommendations. The 
ACAC exists to protect the public and its members, and this directive is created to ensure the health and 
safety of both the public and chiropractors while instilling patient confidence as they safely access 
chiropractic care.  
 


Mobile Chiropractic 
Mobile chiropractic during COVID-19 is permitted with compliance with the requirements of the Pandemic 
Practice Directive. Patient preference to receive mobile chiropractic does not mean mobile chiropractic is 
appropriate from a risk/benefit perspective. Considering COVID-19, the risks must be verbally disclosed 
to patients and how these risks are mitigated.  If the risk cannot be mitigated for both patient and 
chiropractor, then treatment must not occur regardless of setting.   
 
 
Acupuncture 
Chiropractors authorized to perform the restricted activity of acupuncture by the ACAC may practice this 
modality at this time. Chiropractors are permitted to use acupuncture are required to continue to employ the 
highest standards of aseptic practice.    
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Requirements 
This directive includes requirements regarding:  


1. Screening 
2. Hand hygiene 
3. Environmental cleaning and disinfection 
4. Physical distancing 
5. Use of PPE 
6. Exclusion or work restrictions during staff or chiropractor illness 


Standard of Practice 4.3 – Infection Prevention and Control, and this directive must be completely 
reviewed and applied before you open your practice to the public. Chiropractors and clinic owners are 
responsible to ensure staff have read and are able to ask questions regarding this directive. Staff must 
be trained and audited on the implementation of all policies and procedures.   


 
Patient screening 
Chiropractors must assess and screen patients for symptoms of COVID-19 as per the requirements of 
Public Health. Patients exhibiting signs and symptoms consistent with COVID-19, should not present for 
clinical services during the pandemic.  
 
Clinic staff should collect simple screening information at the time of booking the appointment and 
again in-person at the time of the patient’s visit to the clinic. People who accompany patients, such as 
parents, caregivers or companions, must be screened with the same questions as the patient. 


Screening questions that must be asked of patients and companions: 
1. Do you have current symptoms of COVID-19, such as: 


a. a fever,  
b. a new or changed chronic cough,  
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use).  


Patients and/or companions exhibiting symptoms should not receive chiropractic treatment at 
this time and should be directed to call Health Link 811.  
 
Signage indicating screening criteria should be posted in a location that is visible before entering 
the clinic. 
 
A registry of all people entering the clinic should be kept to aid in contact tracing if required. This 
would include people in the clinic aside from patients (e.g. couriers, guardians accompanying a 
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patient, etc). This is not an open sign-in book and should be kept and managed privately by the 
clinic. This registry must be kept while this directive remains in place.  
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres. 
o Have the patient complete hand hygiene. 
o Provide a new mask for the patient to don. 
o Segregate the patient from others in the clinic.  
o Explain the concern that they are symptomatic, discontinue treatment and reschedule 


the appointment.  
o Advise the patient they should self-isolate, complete the online self-assessment tool and 


call Health Link 811. 
o Clean and disinfect the practice area immediately.  
o As an employer, the chiropractor must ensure a record is kept of all close contacts of 


the symptomatic client and other visitors and staff in the clinic at the time of the visit.  
This information will be necessary for contact tracing if the patient/client later tests 
positive symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 
 
Chiropractors are required to call Health Link (811) to receive guidance if they are aware of a patient who 
has visited their clinic within the last 14 days and is now testing (or has tested) positive for COVID-19. 
 


Hand hygiene 
Hand hygiene is recognized as the single most important infection prevention and control (IPC) practice 
to break the chain of transmission of infectious diseases, including respiratory illness such as COVID-19.  
 
Hand hygiene can be accomplished by either washing hands with soap and water and then drying with 
single use cloth or paper towels or using alcohol-based hand sanitizer.  Alcohol-based hand sanitizer must 
be approved by Health Canada (DIN or NPN number), with a final concentration of 60-80 per cent ethanol 
or 60-75 per cent isopropanol. 
 
When hands are visibly soiled, they must be cleaned with soap and water as opposed to using alcohol-
based hand rub. 
 
Single use cloth towels that are used in the clinic for hand hygiene must be laundered in hot water 
(above 60°C) with regular laundry soap and fully dried before being used again.  Staff that is handling 
towels should be gloved for both dirty and clean laundry processing. Staff must always use new gloves 
when handling clean laundry. 
 
A significant component of hand hygiene is not touching your face. In addition to proper hand hygiene, 
chiropractors and staff must also avoid touching their face and practice respiratory etiquette by 
coughing or sneezing into their elbow or covering coughs and sneezes with a facial tissue and then 
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disposing of the tissue immediately. When contact with the face or a tissue is made, hand hygiene must 
occur before resuming any activities in the clinic environment.   


Hand hygiene is required to be performed by: 
• Chiropractors when: 


o entering the clinic 
o before contact with each patient 
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after contact with each patient 
o after contact with a patient’s surroundings or belongings 
o before donning PPE 
o after donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 


• Staff when: 
o entering the clinic 
o before interaction with a patient  
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after interaction with a patient 
o before donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 
o after financial transactions or administration of paperwork involving patients 


• Patients when: 
o entering the clinic 
o entering the treatment area if the patient does not proceed directly to a treatment 


room upon entering the clinic 
o before and after use of weights, exercise equipment or similar shared equipment 
o prior to processing payment 


 


Environment cleaning and disinfection 
Effective cleaning and disinfection is essential to avoid the possible spread of COVID-19, which is spread 
through contact with respiratory droplets or contact with contaminated surfaces. The COVID-19 virus 
can survive for differing periods of time depending on the surfaces it lands on. Frequent cleaning and 
disinfection is necessary to prevent spread of the disease.   
 
Cleaning products remove soiling such as dirt, dust and oils, but do not always sanitize surfaces. 
Disinfectants are applied after cleaning to sanitize resulting in the destruction of germs. 
 
Read, understand and apply the cleaning standards from the Health Canada guide on cleaning and 
disinfecting public spaces during COVID-19.  
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Proper disinfectant products 
Disinfectants with an 8-digit Drug Identification Number (DIN) or Natural Product Number (NPN) issued 
by  Health Canada are approved for use. During the pandemic, only the Health Canada-approved 
disinfectants with a virucidal claim are appropriate for the elimination of viruses in the clinic 
environment. The disinfectant product manufacturer’s instructions must be followed for use, safety, 
contact time, storage and shelf life.  
 
Alternatively, per Alberta Health Service cleaning guidelines, you can make a 1000ppm bleach water 
solution by mixing 20 ml (4 teaspoons) of unscented, household bleach with 1000 ml (4 cups) of water. 
Ensure the surface remains wet with the bleach water solution for 1 minute. 
 
Vinegar, tea tree oil solutions, Thieves’ oil and similar solutions are not proven to be effective 
disinfectants and cannot be used in place of Health Canada-approved disinfectants. It is a requirement 
that only approved disinfectants with a virucidal claim are used to limit the spread of COVID-19. 
 
Be sure you and your staff take appropriate precautions when using chemicals for cleaning and 
disinfecting. This can be done by consulting the Manufacturer’s Safety Data Sheets when using cleaners 
and disinfectants. Staff must be supplied with the appropriate safety equipment (gloves and masks) to 
protect themselves when they clean and disinfect. 
 
The frequency of cleaning and disinfection is dependent on the nature of use/contact of the 
surface/item in question: 


• Patient care/patient contact items must be cleaned and disinfected between each patient/use. 
Examples of patient contact items include but are not limited to: 


o treatment tables, all contact surfaces, and the entire headpiece and hand rests 
 discontinue use of the central holding bar for headrest paper 
 discontinue use of any permanent treatment material that cannot be cleaned 


and disinfected (for example, upholstered cloth treatment tables where the 
cloth cannot be properly disinfected must be discontinued) 


o exercise equipment 
o therapeutic tools and devices 
o diagnostic tools and devices 
o procedural work surfaces 


• Commonly touched areas must be cleaned and disinfected a minimum of twice daily or whenever 
visibly soiled. Commonly touched areas include but are not limited to:  


o light switches, doorknobs, toilets, taps, handrails, counter tops, touch screens/mobile 
devices, phones and keyboards 


o The payment machine must be cleaned after each patient encounter. 
o Clipboards that patients contact must be disinfected after each patient encounter.  
o Pens/pencils used by patients must be disinfected after each patient use or be single-use 


only 
• Any cloth items, such as towels, sheets, headrest coverings, etc., that are used in the clinic must 


be laundered in hot water (above 60°C) with regular laundry soap before being dried and used 
again.  Staff that is handling these items should be gloved for both dirty and clean laundry 
processing. Staff must always use new gloves when handling clean laundry. 
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Required clinic environment adaptations 
• Books, magazines, toys and remote controls must be removed from patient areas. 
• Discontinue patient-accessible literature displays and directly dispense to patients or move to 


electronic distribution.  
• Self-serve candy dish, baked goods and other open or unsealed consumables are not permitted. 
• Chiropractic table surfaces with tears must be immediately repaired and then replaced as soon 


as reasonably possible.  
o At no time may patient care be provided on a table with exposed foam. 
o Duct tape is acceptable for emergency repair use only. It is expected that the 


arrangement for suitable long-term repair or replacement is initiated within two 
business days of the discovery of the tear. 


• Cloth upholstery on furniture and treatment tables that can be properly disinfected may 
continue to be used.  


o If the cloth upholstery cannot be properly disinfected, it must be removed from the 
clinic environment.  


• A regular schedule for periodic environmental cleaning must be established and documented.  
 


Physical distancing 


Requirements for managing clinical space: 
• The CMOH orders on gathering size prohibits more than 15 people (for examples patients and 


guardians). However, this does not prohibit healthcare settings from having more than 15 staff 
in a workplace.  


• Members of the public must be two metres from each other. This applies in the following 
spaces: 


o treatment areas 
o waiting areas - seats must be spaced to maintain two metre distance 
o transition areas 
o People who live together are exempt from this requirement with each other. 
o Caregivers and companions that are required to attend with patients are exempt from 


this requirement.   
• Non-clinical employees and the public must be two metres from each other. 


o Reception and payment area - If two metres cannot be maintained at 
reception/payment area, either staff must be continuously masked or the installation of 
a plexiglass or plastic barrier must occur to protect reception staff. 


• The treating practitioner must be two metres from the public when conversing.   
• Restrict access to the practice environment to those who must be present, including patients, 


patient chaperones or companions, and staff members.  
• To aid in physical distancing, give consideration to: 


o Having patients wait in vehicle until their appointment time.  
o Using Telehealth as a substitute for in-person care as appropriate. 
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Managing the clinical schedule: 
• Ensuring that booking practices (duration of treatment visits and number of patients in the 


practice at any given time) comply with ongoing CMOH directives on group gatherings and 
occupancy limits.  


• This includes ensuring booking practices enable physical distancing between patients during 
treatment sessions and provide adequate time to clean and disinfect clinic equipment between 
patients.  


• When scheduling, give consideration to dedicated and/or off-hours treatment for high risk 
populations. 


Personal Protective Equipment 
Personal protective equipment (PPE) is an essential element in preventing the transmission of disease-
causing microorganisms. If used incorrectly, PPE will fail to prevent transmission and may facilitate the 
spread of disease. 


Staff and practitioner PPE 
On April 23, 2020, Alberta Health Services announced “Effective immediately, AHS is advising all health-
care workers providing direct patient care in both AHS and community settings to wear a 
surgical/procedure mask continuously, at all times and in all areas of the workplace if they are involved in 
direct patient contact or cannot maintain adequate physical distancing from patients and co-workers”.  


PPE requirements 
• Surgical or procedure masks are the minimum acceptable standard. 
• Chiropractors and clinical staff: must be masked at all times while providing patient care. 
• Non-clinical staff: must be masked when a physical distance of two metres cannot be maintained. 


One mask may be used for the entire work shift, but must be discarded and replaced when wet, damaged 
or soiled, when taking a break and at the end of the day. N95 respirators are not required. Cloth masks 
are not permitted as they are not approved for health-care settings.  
 
PPE masks must be donned and doffed using the following specific sequence to prevent contamination. 
AHS has provided further instructions for health-care workers (please refer to the reference section at the 
end of this document). 


Donning mask: 


1. Perform hand hygiene. 
2. Open mask fully to cover from nose to below chin.  
3. Put on mask.   
4. Secure ties to head (top first) or elastic loops behind ears.   
5. Mould the flexible band to the bridge of nose (if applicable).   
6. Ensure snug fit to face and below chin with no gaping or venting. 


Doffing mask: 


1. Perform hand hygiene.  
2. Do not touch the front of the mask. 
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3. Carefully remove mask by bending forward slightly, touching only the ties or elastic loops. 
Undo the bottom tie first then undo the top tie.  


4. Discard the mask in the garbage.  
5. If the mask itself is touched during doffing, perform hand hygiene. 
6. Never reuse masks.  


 
It is essential that all chiropractors and staff providing services in a clinic are aware of the proper donning 
and doffing of PPE. The use of PPE must be precise and ordered to limit the spread of COVID-19.  
AHS PPE Resources must be reviewed and understood before all chiropractors and staff provide patient 
care. Training and practice of donning and doffing PPE within your facility are essential to ensure the 
proper use of PPE in support of limiting the spread of COVID-19. 


Patient provision of PPE 
Clinics are not required to provide surgical masks for patients. However, chiropractors may choose to 
provide masks for patients. If a chiropractor chooses to provide masks for patients, the chiropractor or 
staff must educate the patient on the proper donning and doffing of masks and observe that it occurs 
properly.   
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres. 
o Have the patient complete hand hygiene. 
o Provide a new mask for the patient to don. 
o Segregate the patient from others in the clinic.  
o Explain the concern that they are symptomatic, discontinue treatment and reschedule 


the appointment.  
o Advise the patient they should self-isolate, complete the online self-assessment tool and 


call Health Link 811. 
o Clean and disinfect the practice area immediately.  
o The chiropractor as an employer must ensure a record is kept of all close contacts of 


symptomatic client/patients.  This information will be necessary for contact tracing if 
the patient/client later becomes symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 


Clinic clothing 
Clean clothes must be worn by the practitioner and staff each day.  
 
If the practitioner and staff drive directly from their home to the clinic, no change of clothes is required. 
However, if they stop at other locations on their way to the clinic, then donning new clean clothes in the 
clinic is required. 
 
Clothes worn in the clinic must not be worn in public afterwards. Practitioners and staff must change 
into different clothes at the end of their shift. 
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To clean clothes worn in the clinic, wash clothing in hot water (above 60°C) with regular laundry soap.  


Exclusion or work restrictions in the case of staff or chiropractor 
illness 
Staff and chiropractors must self-screen for symptoms before arrival at work with the same symptom 
screening questions used for patients. If screening is positive, staff and chiropractors must not come to 
the clinic. 
 
Staff and chiropractors must complete a recorded formal screening upon arrival at work. This screening 
history must be kept while this directive remains in place.  


Screening questions that must be asked with staff and chiropractors, and a record kept: 


1. Do you have current symptoms of COVID-19, such as: 
a. a fever,  
b. a new or changed chronic cough,  
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use).  


Per the CMOH, chiropractors and staff who screen positive for the questions above are not eligible to 
work. Current requirements from Alberta Health state that self-isolation must continue, and workers 
must not return to work, until 10 days have passed from symptom onset or until symptoms resolve, 
whichever is longer. 
 
Per the CMOH, chiropractors and staff must also immediately inform their direct supervisor at the onset 
of any symptoms from the screening questions. Chiropractors who become symptomatic while treating 
patients must stop seeing patients immediately and follow self-isolation procedures. 
 
This requirement is subject to change and chiropractors are directed to stay up to date with the 
directives of the CMOH. Chiropractors are reminded that employers may also set requirements for 
return to work, so long as those requirements are not less stringent than those established by the 
CMOH.  
 
All workplaces must develop a workplace illness policy, as per the Government of Alberta’s requirements. 
A link to a reference guide is included in the resource page at the back. 
 
Chiropractors are required to call Health Link 811 to receive guidance if they are aware of a patient who 
has visited their clinic in the last 14 days and is now testing (or has tested) positive for COVID-19. 
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Resources 


General 
• ACAC – Returning to practice resources for chiropractors and clinics 
• Alberta Public Health Disease Management Guidelines 
• ACAC– COVID-19 Information for clinics 
• Standard of Practice 4.3 – Infection Prevention and Control 
• Temporary Telehealth Permission 
• Canadian Chiropractic Association Resource Centre 


Screening 
• Screening checklist 


Hand hygiene 
 


• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• Alberta Health - How to Use Alcohol-based Hand Rub 
• Alberta Health - How to Hand Wash  


Environmental cleaning and disinfection 
• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• COVID-19 Public Health Recommendations for Environmental Cleaning of Public Facilities 
• An investigation of bacterial contamination on treatment table surfaces of chiropractors in 


private practice and attitudes and practices concerning table disinfection 


Personal Protective Equipment 
• AHS Provided: Personal Protective Equipment (PPE): FAQs 
• AHS Provided: For Healthcare Workers: How to Wear a Mask 
• AHS PPE Resources 


o Donning Poster 
o Doffing Poster 
o Donning and Doffing of PPE (Video) 
o For Healthcare worker: How to wear a Mask Poster 


Exclusion or work restrictions during staff or chiropractor illness 
• Screening checklist 
• COVID-19 assessment tool for health-care workers 
• COVID-19 information: Workplace Guidance for Business Owners 
• COVID-19 Alberta website for guidance for workplaces  


 
 



https://albertachiro.com/returning-to-practice

https://open.alberta.ca/dataset/a86d7a85-ce89-4e1c-9ec6-d1179674988f/resource/591976c9-0c1e-4e14-b5e9-144add73c89e/download/covid-19-guideline-2020-04-28.pdf

https://albertachiro.com/covid

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/ACAC/Practice_Resources/Temporary_telehealth_permission.aspx

https://www.chiropractic.ca/covid-19-resource-centre/

https://albertachiro.com/returning-to-practice

https://albertachiro.com/returning-to-practice

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-flu-hand-rub-how-to.pdf

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-ipc-flu-handwash-how-to.pdf

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-environmental-cleaning-public-facilities.pdf

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-ppe-faq.pdf

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-donning-ppe-poster.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-doffing-ppe-poster.pdf

https://ahamms01.https.internapcdn.net/ahamms01/Content/AHS_Website/Information_For/if-hp-ipc-donning-and-doffing.mp4

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://albertachiro.com/returning-to-practice

https://www.alberta.ca/assets/documents/COVID-19-assessment-tool-for-health-care-workers-and-public-health-enforcement.pdf

https://www.alberta.ca/assets/documents/covid-19-workplace-guidance-for-business-owners.pdf

https://www.alberta.ca/guidance-for-workplaces.aspx
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Document: Appendix A to Record of Decision-CMOH Order 19-2021 


Subject: CMOH Order 19-2021 Restrictions 


Scope of Application: As per Record of Decision - CMOH Order 19-2021 


Overview 
This document sets out the businesses and entities that must be closed to the public, limit their 
capacity or must schedule an appointment in order to provide servi�es while Record of Decision 
- CMOH Order 19-2021 remains in effect.


This document also sets out the areas of Alberta in which location-specific restrictions apply 
while Record of Decision-CMOH Order 19-2021 remains in effect. 


Businesses or entities that must be closed to the public 


1. Recreational or Entertainment- Business or Entity
• a business or entity, or a business or entity that is similar in nature to those described in


this section, offering or providing access to the following types of recreational facilities
or entertainment facilities:


• Community halls and centres;
■ Theatres, auditoriums, concert halls, and community theatres;
• Banquet halls and conference centres;
■ Hotel meeting rooms;
• Hotel pools, hot tubs, saunas and steam rooms.


2. Festival or Event Business or Entity
• a business or entity, or a business or entity that is similar in nature to those described in


this section, offering or providing any of the following activities:
• Festivals;
• Concerts;
• Exhibitions;
• Tradeshows;
• Sporting events


• Sporting and performance competitions.







3. Recreational or Entertainment Business or Entity
• a business or entity offering, or a business or entity that is similar in nature to those


described in this section, or providing access to the following types of recreational
facilities or entertainment facilities:


■ Movie theatres, libraries and science centres;
■ Day camps and overnight camps;
■ Indoor children's play centres and indoor playgrounds;
■ Museums and galleries;
■ Casinos;
■ Gaming Entertainment Centre (as defined by the Alberta Gaming, Liquor and


Cannabis);
■ Nightclubs;
■ Bingo halls, bowling alleys and pools halls;
■ Racing Entertainment Centres;
■ Indoor Recreation and Entertainment Centres;
■ Amusement parks and water parks;
■ Any indoor portion of an interpretative centre, excluding public washrooms;
■ Any indoor portion of a zoo, excluding public washrooms.


4. Personal Service Business or Entity (Effective May 9 at 11:59 p.m.)
• a business or entity offering or providing a personal service. For the purposes of this


Appendix, a "personal service" has the same meaning given to it in the Personal Services
Regulation, AR 1/2020, under the Public Health Act.


5. Wellness Service Business or Entity (Effective May 9 at 11:59 p.m.)
• a business or entity offering or providing a wellness service, including massage therapy


services and reflexology services.


6. Physical Activity, Performance Activity and Youth Group Recreational Activity
Business or Entity (Effective May 9 at 11:59 p.m.)
• any business or entity operating to the extent necessary to offer or provide a location for a


group physical activity to occur including but not limited to:
■ Indoor gyms;
■ Fitness centres;
■ Recreation centres;
■ Indoor arenas;
■ Curling rinks;
■ Studios (e.g. dance, yoga, Pilates, cycling, rowing);
■ Indoor pools. Pools are defined under the Public Swimming Pools Regulation.


• any business or entity operating to the extent necessary to offer or provide a location for a
group performance activity to occur;


• any business or entity operating to the extent necessary to offer or provide a location for a
youth group recreational activity to occur.







Businesses and entities that must limit capacity 


7. Retail Business or Entity
• a business or entity offering or providing any retail goods directly to the public, including


but not limited to, a business or entity that falls within one of the categories described
below:


• Alcohol or cannabis stores;
• Clothing stores;
• Retail businesses and entities operating within a shopping centre or mall;
■ Shopping centres and malls;
• Grocery stores;
• Pet supply stores;
• Pharmacies;
• Hardware stores;
• Automotive parts stores;
• Computer/technology stores;
• Gift shops;


• Sporting goods stores;
• Indoor markets.


Businesses and entities that must schedule an appointment in order to provide services 


8. Lodging Business or Entity
• a business or entity offering or providing accommodations, including hotels, motels,


hunting and fishing lodges, and bed and breakfasts.


9. Professional Service Business or Entity
• a business or entity offering or providing the following professional services, including


but not limited to:
■ Legal services;
• Tax services;


■ Financial advisory services;
• Accountant or bookkeeping services;
■ Photography services;
• Mediation services;
■ Instructional services provided to an individual;


• Counselling services.


10. Physical Activity, Performance Activity and Youth Group Recreational Activity
Business or Entity (Effective before May 9 at 11:59 p.m.)
• any business or entity operating to the extent necessary to offer or provide a location for a


group physical activity to occur including but not limited to:
• Indoor gyms;







■ Fitness centres;
• Recreation centres;
■ Indoor arenas;
• Curling rinks;
■ Studios (e.g. dance, yoga, Pilates, cycling, rowing);
• Indoor pools. Pools are defined under the Public Swimming Pools Regulation.


• any business or entity operating to the extent necessary to offer or provide a location for a
group performance activity to occur;


• any business or entity operating to the extent necessary to offer or provide a location for a
youth group recreational activity to occur.


11. Personal Service Business or Entity (Effective before May 9 at 11:59 p.m.)
• a business or entity offering or providing a personal service. For the purposes of this


Appendix, a "personal service" has the same meaning given to it in the Personal Services
Regulation, AR 1/2020, under the Public Health Act.


12. Wellness Service Business or Entity (Effective before May 9 at 11:59 p.m.)
• a business or entity offering or providing a wellness service, including massage therapy


services and reflexology services.
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BYLAW NUMBER 59M2021 


BEING A BYLAW OF THE CITY OF CALGARY 
TO AMEND BYLAW 26M2020, 
THE TEMPORARY COVID-19 
FACE COVERINGS BYLAW 


******************************* 


WHEREAS Council considers it necessary to amend Bylaw 26M2020, the Temporary 
COVID-19 Face Coverings Bylaw; 


NOW, THEREFORE, THE COUNCIL OF THE CITY OF CALGARY ENACTS AS 
FOLLOWS: 


1. Bylaw 26M2020, the Temporary COVID-19 Face Coverings Bylaw, as amended, is 
hereby further amended. 


2. The following is added after section 9 as section 10: 


"REPEAL 


10. This bylaw ceases to be in force on July 5, 2021 ." 


3. This Bylaw comes into force on the day it is passed. 


READ A FIRST TIME ON JULY 05, 2021 


READ A SECOND TIME ON JULY 05, 2021 


READ A THIRD TIME ON JULY 05, 2021 


M,A; 
1 
SIGNED ON JULY 05, 2021 


SIGNED ON JULY 05, 2021 
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Masks for infection prevention in a general population setting 


The COVID-19 infection has created world-wide panic and for the first time in history, there is 


almost a universal attempt to lock down healthy people instead of the established practice of 


isolating and protecting the sick and vulnerable.  One of these related measures are mandatory 


mask mandates.  They vary from place to place but most require people to wear masks or face 


coverings of virtually any quality/construction in a public indoor setting.   


Before the COVID-19 infection began and prior to the use of masks being politicized and almost 


venerated as the saviour of us all there was no controversy about public mandatory mask measures 


in other previous infections (eg.  H1N1 in 2009, SARS in 2003, etc.).  The idea of mandating the 


general public to wear masks in almost every public setting would have been ridiculous during 


those times.  Taking the politics and rhetoric away from this debate, there simply is not any 


sufficient, robust objective data to justify this measure. 


The use of masks for infection control is nothing new.  It has been used since Victorian times but 


almost exclusively in the medical setting for very specific situations (eg. in the operating theatre).  


The medical settings are the gold standard for mask wearing.  The most ideal setting is the 


operating theatre.  Here, the masks are the best quality, they are exchanged regularly if they get 


wet, they are put on carefully and correctly and the face is never touched afterwards.  The room is 


controlled, the temperature is ideal.   However, while there is no doubt wearing a mask in the 


operating room is almost universal and they do block transfer of large particles (eg. blood, sputum) 


the evidence that they are good at reducing infection is not conclusive and is in fact disputed.  


Research into the effectiveness of masks in the operating theatre as an effective infection control 


measure has been done over many decades and there is no definitive evidence that even in this 


ideal world that wearing a mask is effective.  A comprehensive review in 2014, “Unmasking the 


surgeons: the evidence base behind the use of facemasks in surgery (J R Soc Med. 2015 Jun; 


108(6): 223–228) looked at the literature to date and concluded, “there is a lack of substantial 


evidence to support claims that facemasks protect either patient or surgeon from infectious 


contamination.  A Cochrane Database Systematic Review, “Disposable surgical face masks for 


preventing surgical wound infection in clean surgery” (Cochrane Database Syst Rev. 2014 Feb 


17;(2):CD002929), reached similar conclusions.  It cannot be emphasised enough that the literature 


prior to COVID-19 in a medical setting with the most ideal conditions failed to show that masks 


were effective at reducing infections.  How much less can we expect from general public masking 


where conditions are far from ideal and we are dealing with the smallest type of infection, a virus 


measuring 0.1 micron in diameter.  


There has been data showing how incorrect mask applications can actually be harmful.  The 


majority of the public choose to wear cloth masks for reasons of comfort and reusability but these 


are not only ineffective but potentially dangerous.  A cloth mask has very large pores that the 


virus can pass through quite easily.  As mentioned, COVID-19 measures about 0.1 micron (about 


100X smaller than a bacteria).  To put things in perspective, an N95 mask, which is amongst the 


highest grade of mask available is rated to block up to 95% of particles measuring 0.3 microns or 
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bigger.  Even the highest grade of protection available officially is 3x too big for the COVID-19 


virion.   One study in 2015 looked at cloth masks  (A cluster randomised trial of cloth masks 


compared with medical masks in healthcare workers | BMJ Open) and concluded: 


“This study is the first RCT of cloth masks, and the results caution against the use of cloth 


masks. This is an important finding to inform occupational health and safety. Moisture 


retention, reuse of cloth masks and poor filtration may result in increased risk of infection.” 


This study also showed further risks such as viruses may survive on the masks themselves and self 


contamination was possible due to incorrect donning and offing of masks, which is almost 


universally seen in the general population.  


If we now go to the present time and look at the research available specifically on COVID-19 and 


masks we find little true objective data.  Most is anecdotal, observational and has been politicised 


on both sides of the field.  There has only been one randomised controlled trial that dared take this 


matter up, the DANMASK-19 study (Effectiveness of Adding a Mask Recommendation to Other 


Public Health Measures to Prevent SARS-CoV-2 Infection in Danish Mask Wearers: A 


Randomized Controlled Trial: Annals of Internal Medicine: Vol 174, No 3 (acpjournals.org) 


looked at this and despite desperately wanting to find objective evidence that masks works, they 


could not.  Mask mandate supporters in the media tried to spin that data as somehow actually 


supporting mask use but the data in it clearly showed there was no benefit of wearing masks.  


Not surprisingly there has been no further randomized controlled studies being done for 


fear of further showing lack of effectiveness.  Even many of the manufacturers of medical 


and disposable grade masks now specifically mention on the box that their masks are not rated 


and do not protect the wearer from COVID-19 or other viral infections. 


Even the observational data in the world must lead an objective viewer to question the value of 


mandatory masks.  A comparison of two large states in the USA, California and Florida, is 


instructive.  Both are amongst the largest and most populous states but with very different 


approaches to COVID-19.  California has the most draconian mask laws and lock down rules 


whereas Florida is essentially open and back to normal.  The infections and death rates in 


California have been considerably higher than Florida.  


There are those who say even if there’s no definite evidence that masks work, they still say we 


should wear one.  They argue we should do everything possible to try to curb this virus and 


transmission and it is better than doing nothing so why not do it?  However, if we accept this 


premise, we could argue almost any restrictive measures on the population without good evidence 


(unfortunately, that is what we are seeing anyways with other measures) and we are subject to the 


arbitrary whims of those in charge.  In addition, wearing a mask in public is not harmless.  It’s 


clear that we are designed to breathe through our nose and mouth without any obstructions.  This 


is simple biology and is meant for the best health of the individual.   We only obstruct our airways 


when there is true benefit and even then, only temporarily and for the shortest time possible (eg. 


wearing a carbon filter mask while in an industrial setting is hard to do but will protect the wearer 


from damage to the lungs).   Having the public wear masks, most of which are often wet, dirty, 
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reused, and incorrectly worn, can lead to health problems and inhaling pollutions and secretions 


over and over.   


There is also the harm of giving the public an illusion that if they wear masks they will be protected 


and will not get COVID-19.   This may give those at highest risk (the elderly and 


immunocompromised) a sense of false security.   They may then expose themselves to risky 


situations thinking their mask will protect them.  Personally, I have seen many patients (including 


health care workers) both in the hospital and in my clinic, whom had active COVID-19 infection 


or have recovered from it.  I would have to say that the vast majority have diligently worn their 


masks as directed by the health authorities.  This is seen also in every province with the waves of 


cases we are seeing.  Despite almost universal mandatory mask policies and varying forms 


of lockdowns in Canada the cases have risen far higher than when COVID-19 began in the 


spring of 2020 prior to any mask mandates.  The failure of masks to clearly curb cases 


illustrates their ineffectiveness in the real world setting. 


The Association of American Physicians and Surgeons have set up a comprehensive webpage, 


(Mask Facts - AAPS | Association of American Physicians and Surgeons (aapsonline.org), discussing the 


properties of various classes of masks, the nature of how COVID-19 infection can occur (droplet 


and aerosolised), and have given a very detailed overview of relevant studies over the decades 


looking at masks and their usefulness in infection control.  The website is objective and 


references the peer reviewed literature extensively.  A review of the resources there shows some 


salient key points: 


1. COVID-19 viral particles are smaller than any of the mask ratings including N95 masks.


2. Cloth masks have virtually zero efficiency in blocking COVID-19 particles.


3. Mask wearing technique in the general public was abysmal with about 10% success.


4. Dozens upon dozens of studies and reviews over the decades looking at various masks and 
their effectiveness at reducing viral infections show the preponderance of studies do not 
show any benefits.


5. Real world data from various countries show that cases increased after mask mandates 
were enacted and countries that had no mask mandates (eg. Sweden) did just as well or 
better than countries with mask mandates


6. Physiological studies show potential harms of masks including decreased paO2 (ie. 
Oxygen levels in blood), headaches, self contamination due to moisture retention.  Some 
of these are referenced directly from the World Health Organization.   Whether these 
potential harms are of clinical significance is certainly debatable but must be considered 
when deciding if masks should be mandatory.  If no definite benefit can be demonstrated 
from masking then it is not reasonable to potentially subject the population to these 
potential harms.


For governments to impose infection control measures on the population they need to demonstrate 


their measures are reasonable, safe, and most of all effective.   Mandatory masking meets none of 


those criteria.  They are not reasonable as they restrict a patient’s face, identity, and breathing for 
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significant portions of the day.  They place an unreasonable expectation that the population will 


wear the “correct” types of masks, put on the masks and leave the masks on correctly.  They are 


not safe since they are not worn correctly by the vast majority of the population leading to risks of 


self contamination, airway obstruction, and leading to a false sense of security.  They have not 


ever been proven to be effective in control of viral infection either in the current situation or in the 


previous decades.  For all these reasons, there is no justifiable reason that masking should be 


imposed and forced upon anyone.   
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SARS-CoV-2 and COVID-19 


Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) is a novel coronavirus. There 


are six other coronaviruses that are known to infect humans. Four coronaviruses, HCoV-NL63, 


HCoV-HKU1, HCoV-229E, and HCoV-OC43 circulate worldwide and together are the second 


most common cause of the common cold.1, 2 Severe acute respiratory syndrome coronavirus 1 


(SARS-CoV-1) infected 8096 people in 2003 resulting in 774 deaths.3 After 2003 there has not 


been any further human to human transmission. Middle East respiratory syndrome coronavirus 


(MERS-CoV) was first identified in humans in 2012.4 MERS-CoV continues to cause sporadic 


infection and outbreaks in the Arabian peninsula, as well as occasional other cases and outbreaks 


in other parts of the world linked to travelers to the Arabian peninsula.5 


Bats were the source of SARS-CoV-1,6 and are known to be a natural reservoir for related 


coronaviruses,7, 8 SARS-CoV-2 was likely circulating in bats for decades.9 In late 2019, SARS-


CoV-2 was first detected in humans and is established as the cause of the disease now designated 


coronavirus disease 2019 (COVID-19). Approximately 10-20% of persons with SARS-CoV-2 


infection are asymptomatic.10, 11 In those who are symptomatic, there is a wide range of illness 


from those with mild symptoms such as runny nose to those with severe disease affecting 


particularly the respiratory tract with high mortality.12 Most people with SARS-CoV-2 infection 


are asymptomatic or have mild-moderate symptoms not requiring hospitalization. In one study of 


a relatively healthy population, those with COVID-19 requiring hospital care was < 2%, and the 


mortality rate was < 0.1%.11 


 


SARS-CoV-2 transmission and mortality 


The timing of peak SARS-CoV-2 transmission is primarily affected by seasonal patterns (i). The 


scale of SARS-CoV-2 transmission in a susceptible population is primarily determined by 


population density (ii). The mortality of COVID-19 is primarily determined by the age structure 


of the population (iii). Each of these important factors for SARS-CoV-2 transmission and 


mortality is non-modifiable. 
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(i) The timing of peak SARS-CoV-2 transmission is primarily affected by seasonal patterns 


The four human coronaviruses (OC43, 229E, NL63, HKU1) are known to have a seasonal 


pattern of increased transmission.1 The peak of the transmission wave in the United States is in 


the coldest months of the year, usually January. SARS-CoV-2 transmission appears to have a 


similar seasonal pattern of transmission to the other seasonal human coronaviruses.13 There are 


numerous studies that show climate (season) is one of the most important factors for SARS-


CoV-2 transmission.14-26 In general, colder temperatures and less humidity are associated with 


increased SARS-CoV-2 transmission.  


 


(ii) The scale of SARS-CoV-2 transmission is primarily determined by population density 


The transmission of SARS-CoV-2 is strongly associated with population density, particularly 


population-weighted density.15-18, 24, 27-31 In the United States, incidence and mortality are ten 


times higher in the most densely populated areas compared to the least densely populated 


areas.32,33 The association between population density and SARS-CoV-2 transmission has been 


identified in Europe,34 Italy,35 India,36,37 Argentina,38 Turkey,39 Algeria,40 Brazil,22 Japan,25 and 


China.41 


This is also evident in Canada. Provinces with the highest population density (e.g. Ontario) tend 


to have the highest number of cases. Within provinces (e.g. Ontario), regions with the highest 


population density tend to have the highest number of cases (e.g. Toronto). 


 


(iii) The mortality of COVID-19 is primarily determined by the age structure of the population 


Age is the most important risk factor for COVID-19 mortality. Compared to persons under age 


40, persons over the age of 80 have a greater than 300 times chance of dying from COVID-19.42 


The infection fatality ratio (IFR) in persons over 80 is approximately 1000 times the IFR in those 


under 20.43 In Canada, 68% of deaths are in persons over 80, 87.5% of deaths are in persons over 


70, and > 95% of deaths are in persons over 60.13 


The risk of death due to COVID-19 in persons under 60 is very small.44 In Canada, there have 


been 1,010 COVID-19 related deaths in persons < 60 years old as of April 16, 2021.13 In Canada 
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in 2018 there were 1,191 motor vehicle fatalities in persons under 55.45 So, the risk of death due 


to COVID-19 in persons < 60 is less than the risk of death due to a motor vehicle fatality. 


 


Asymptomatic transmission 


A British Medical Journal editorial concisely summarizes the risk of asymptomatic transmission: 


“The transmission rates to contacts within a specific group (secondary attack rate) may be 3-25 


times lower for people who are asymptomatic than for those with symptoms.”46 This is 


consistent with the conclusions from several peer-reviewed systematic reviews and meta-


analyses.47-50 


To further exemplify the risk of asymptomatic transmission, it is useful to look specifically at a 


few large or comprehensive studies. A very large study in Wuhan China of 9,899,828 city 


residents found 300 asymptomatic cases but there were no positive tests amongst 1,174 close 


contacts of asymptomatic cases.51 Similarly, a very thorough study of 100 cases from Taiwan, 


found that “none of the 9 asymptomatic case patients transmitted a secondary case.”52 


Household transmission is one of the most important modes of transmission. In a meta-analysis 


of household transmission, which included 54 studies and 77 758 participants,53 transmission 


from asymptomatic cases was 0.7% compared to 18% transmission from symptomatic cases. In 


other words, symptomatic transmission was roughly 25 times higher than asymptomatic 


transmission. 


Asymptomatic transmission does occur but the rates of transmission from asymptomatic persons 


is substantially less than from symptomatic persons and does not warrant being considered a 


significant contributor to the overall transmission burden.  


 


Evidence for lockdown measures, such as physical/social distancing, to control SARS-CoV-
2 transmission 


Almost all of the research done prior to 2020 examining the effectiveness of interventions such 


as avoiding crowding to control respiratory tract infections was done with influenza. Prior to 


2020, social distancing was a term that included quarantine, school closures, work closures as 


well as avoiding crowding.54  
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As noted in a recent systemic review, “clear biological and epidemiologic rationale supports the 


potential effectiveness of social distancing measures”55 in the control of viral respiratory tract 


infections. However, the actual evidence for avoiding crowding by the general public for the 


control of viral respiratory tract infections is negligible. 


A 2019 WHO review54 of non-pharmaceutical public health measures for mitigating the risk and 


impact of epidemic and pandemic influenza found only three studies56-58 relevant to “avoiding 


crowding”. In all three studies the quality of evidence was rated as very low. Two of those 


studies were retrospective analysis of the 1918 pandemic56-57, both published in 2007. The 


limitations of studies done almost a century after an event should be self-evident, and hence the 


quality of that evidence is rated as very low. Importantly, in reference to “avoiding crowding” 


the WHO document notes:54 


Ethical considerations 
In urban locations it can be difficult to avoid crowding without considerable social 
costs. 
Modification, postponement or cancellation of mass gatherings may have cultural 
or religious considerations, in addition to public health aspects. 


Knowledge gaps 
There are still major gaps in our understanding of person-to-person transmission 
dynamics. Reducing mass gatherings is likely to reduce transmission in the 
community, but the potential effects are difficult to predict with accuracy. Large-
scale RCTs [randomized controlled trials] are unlikely to be feasible. 


 


A 2020 Cochrane systematic review59 “found only one RCT [randomized controlled trial] of 


quarantine, and no trials of screening at entry ports or physical distancing [emphasis added].” 


Since there is a complete absence of high-quality evidence regarding physical distancing, the 


authors state: “Physical distancing represents another major research gap which needs to be 


addressed expediently, especially within the context of the COVID-19 pandemic setting as well 


as in future epidemic settings.”59 
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In summary, there is an absence of high-quality evidence, such as randomized-controlled trials, 


that prove the effectiveness of lockdown measures to avoid crowding in particular groups or 


contexts. 


Evidence for masks to prevent the spread of SARS-CoV-2 


In short, and as stated by the World Health Organization (WHO), “there is only limited and 


inconsistent scientific evidence to support the effectiveness of masking of healthy people in the 


community to prevent infection with respiratory viruses, including SARS-CoV-2”.60 


The best evidence for any medical intervention comes from large randomized controlled trials or 


meta-analysis of randomized trials. There are no randomized controlled trials or meta-analysis of 


randomized controlled trials that support the effectiveness of masking of healthy people in the 


community to prevent infection with respiratory viruses, including SARS-CoV-2.  


There is only one published randomized controlled trial on the effectiveness of masking of 


healthy people in the community to prevent infection with SARS-CoV-2. That study found there 


was no significant difference in SARS-CoV-2 infection rates between those who wore masks and 


those who did not wear masks.61 


Three recent meta-analyses show no benefit of masking healthy people in the community to 


prevent infection with respiratory viruses. Cochrane systematic reviews are widely recognized in 


the medical community as authoritative. A 2020 Cochrane meta-analysis of masks versus no 


masks in preventing viral respiratory illness found no difference in preventing influenza-like 


illness or laboratory confirmed illness.62 Similarly, another meta-analysis published in 2020 


showed that masks make no difference in preventing pandemic influenza in nonhealthcare 


settings.63 Another meta-analysis by the WHO in 2019 also failed to show a substantial 


protective effect of face masks.64   


When the analysis is limited to the strongest types of evidence (randomized trials and meta-


analyses of randomized trials), there is no evidence that healthy persons wearing masks in non-


healthcare settings prevents the spread of SARS-CoV-2. 
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In the absence of evidence from randomized controlled trials and meta-analyses, the WHO’s 


report on masking from December 1, 202060 references a number of other types of studies that 


report to show that healthy persons wearing masks in non-healthcare settings prevents the spread 


of SARS-CoV-2. However, these studies have significant limitations that need to be considered.  


The majority of the studies referenced by the WHO are ecological studies,65-86 also called 


correlational studies. The ecological studies referenced by WHO compare mask use and COVID-


19 rates between geographic region, such as country, state, or city.  The descriptive analysis of 


these rates does not provide an evidentiary base for concluding causation. Ecological studies 


have “many methodologic problems that severely limit causal inference, including ecologic and 


cross-level bias, problems of confounder control, within-group misclassification, lack of 


adequate data, temporal ambiguity, collinearity, and migration across groups.”87 The WHO 


report also acknowledges those studies “have important limitations to consider”.60, 88-90  


Cohort studies,91 case control,92-94 and case series95-97 are all referenced in the WHO document, 


but these study types are considered much weaker than randomized controlled trials or meta-


analysis. Due to the limitation of the study designs, particularly bias and confounding, the true 


effect of masking is uncertain. Many of these studies also have limited generalizability. For 


example, a study looking at secondary transmission of SARS-CoV-2 in households91 has limited 


generalizability to universal masking in the wider general public. The findings from case series 


of persons who traveled on the same flight95, 96 cannot be generalized to universal masking. 


Finally, a comment should be made on the study98 by Chu et al. as that study is referenced by the 


WHO and has been widely cited in the media. As noted in the 2020 Cochrane review referenced 


above, the Chu et al. study “has been criticised for several reasons: use of an outdated ‘Risk of 


bias’ tool; inaccuracy of distance measures; and not adequately addressing multiple sources of 


bias, including recall and classification bias and in particular confounding. Confounding is very 


likely, as preventive behaviours such as mask use, social distancing, and hand hygiene are 


correlated behaviours, and hence any effect estimates are likely to be overly optimistic.”62 


In summary, there is “inconsistent scientific evidence to support the effectiveness of masking of 


healthy people in the community to prevent infection with respiratory viruses, including SARS-


CoV-2”.60 Studies that support the effectiveness of masking are of poorer methodological quality 
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and hence provide weaker evidence. Randomized controlled trial and meta-analysis, which 


provide stronger scientific evidence, do not support the effectiveness of masking of healthy 


people in the community to prevent infection with respiratory viruses, including SARS-CoV-2. 
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Memorandum of Judgment 


The Court: 


[ l] The appellant appeals the finding of the Alberta College of Social Workers that she 
engaged in unprofessional conduct. 


[2] The appellant is a Registered Social Worker, and bad been a member of the College for 
about 25 years at the time of the underlying events. The charges of unprofessional conduct 
arose from her employment at the Centennial Centre for Mental Health and Brain Injury 
(Ponoka). 


[3] The record disclosed a history of communication and other workplace difficulties 
between the appellant and her co-workers. At various points in time her supervisors bad met 
with her to discuss these problems, and had recorded them in her file. Attempts bad been made 
to accommodate her particular needs. She had been reassigned from time to time to different 
units, and had received suspensions from employment on several occasions. In January 2014 
the appellant agreed to rntire from her employment at Centennial on the basis that the 
suspensions would be removed from her file, that she would be reimbursed lost pay, and that 
Centennial would write to the College to advise that the matter had been resolved. 


[4] Based on complaints received in 2013 and 2014 From supervisors and a co-worker, the 
College gave notice to the appellant of a hea ring to consider the following specific allegations: 


l. That in your interactions with colleagues at Centennial, you were 
dismissive and rude by putting your band up to halt or discontinue 
conversations with individuals and during meetings. 


2. That you were rude, abrupt and dismissive to staff members at 
Centennial. 


3. That in a meeting of November 1, 2013 with the family members of a 
client, you were dismissive and rude in your interactions with them by: 


1. You "shushed them" during a meeting; 


11. You directed them to immediate]y leave your office while calling 
the doctor for clarification; 


111. You insinuated to the family members that the doctor had not 
provided an appropriate plan for discharge of the family member~ 
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1v. You were dismissive of the efforts of the physician interacting 
with the pali.ent discharge; 


V. That in your interaction with the physician, you were rude, 
abmpt and dismissive of the role of the physician in the discharge 
process. 


That in an email dated April 30, 2014 from you to JS, you were rude and 
abrnpt and attempted to threaten or insinuate threats to JS. 
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A Hearing T1ibunal found that all of these allegations had been proven. An appeal to a 
Committee of Council was dismissed, although the sanctions were modified. The appellant 
filed this further appeal. 


[5] The appellant's main response lo the charges was not that the events never happened. 
She testified that .in 2001 she suffered a sudden sensorioeural hearing loss. This, she testified, 
made it difficult for her to filter out side conversations, or to hear someone speaking too quietly. 
It limited her abiJity to hear what other people were saying in meetings. When she held up her 
hand or "shushed" other people, it was because she had not understood what was being said . .ln 
support of her evidence she produced correspondence from audiologists, which outlined the 
challenges associated witb the appellant's condition. 


[6] The Hearing Tribunal did not accept the appellant's explanation that her conduct was 
caused by her hearing loss: 


In relation to Ms. Macleod's [sic] partial hearing loss, the Tribunal heard 
significant conflicting evidence for the role of the bearing loss in explanation for 
the behaviours exhibited by Ms. Macleod. The Tribunal found that although the 
hearing loss may or may not be a mitigating factor, it does not account for the 
pattern of mde, dismissive, and abrupt behaviour exhibited by Ms. Macleod. 


The Commfrtee of Council confmned this ruling, noting: "Significantly, Ms. MacLeod did not 
call witnesses to substantiate the nature and effect of her hearing loss". The Committee of 
Council apparently did not regard the written input from the audiologists as sufficient evidence. 


[7] In addilion, the appellant argued that rudeness did not amount to professional 
m isconduct, and that the events in question were employment issues that had been resolved, not 
professional disciplinary issues. The Tribunal appeared to accept that isolated instances of 
rudeness would not amount to professional misconduct, but that a pattern of inappropriate 
interactions could reach that level. Obviously if a social worker was deliberately rude, that 
would be more serious than if rudeness was unintentional. The Tribunal appears to have been of 
the view that because of the long pattern of interventions by her supervisors, the appeUant 
"ought to have known" that her communication skills were unprofessional. Her 
counter-argument that her co-workers were overly sensitive was not accepted. 
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[8] On the other hand, the position of the Committee of Council was less clear. Tt stated: 
"However, her evi.dence that she was never intentionally rude, abrupt or dismissive was not 
accepted by the Hearing Tribunal .. . " (F23, emphasis added). Later, however, the Committee 
of Council stated:" .. . it was reasonable for the Hearing Tribunal to conclude that she should be 
aware of how her actions and words impact on others" (F24, emphasis added). In the end, both 
the Hearing Tribunal and the Cornmiltee of Council agreed that the appellant's communications 
with her co-workers rose to the level of professional misconduct. 


Issues 


[9] On this further appeal, the appellant raises the following issues: 


a) The College failed to provide the appellant with mandatory particulars of the 
complaints; 


b) Tbe Hearing Tribunal faj led to provide adequate reasons for its decision; 


c) Tbe Hearing Tribunal incorrectly interpreted the scope of the allegations; 


d) The Hearing Tribunal relied on evidence not put in for the truth of its contents, 
ascribed too much weight to hearsay evidence, and made unreasonable findings of 
guilt. 


[10] The adequacy of the reasons for decision, which fonns the second ground of appeal, 
does not call for a stand-alone analysis. Rather, the reasons must be read together with the result 
to see whether it feH within a range of possible, reasonable outcomes: Newfoundland and 
Labrador Nurses' Union v Newfoundland and Labrador (Treasury Board), 2011 SCC 62 at 
para. 14, [2011] 3 SCR 708. The reasons oftbe Hearing Tribunal are cryptic in style, but they 
are sufficient to disclose the underlying analytical process, and to enable appellate review. The 
reasons of the Committee of Council also meet the legal standard. 


Particulars of Complaints 


[11] The appellant argues that the Health Professions Act, RSA 2000, c. H-7 limits the scope 
of charges that can be laid against a professional social worker. In an overlapping argument, she 
argues that as a matter of procedural fairness a professional is entitled to reasonable particu Jars 
of any charge of professional misconduct. 


[ 12] Section 55 of the Act provides that the complaints director can act on "complaints" that 
are received. Section 57 requires an employer to rep01t to lhe complaints director any 
suspension of employment that appears to relate to unprofessional conduct, and any such report 
is deemed to be a "complaint". 1n addition, s. 56 confirms that the complaints director can act 
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on info1mation that comes to his or her attention which appears to disclose unprofessional 
conduct. 


[ 13] If a complaint is to be pursued, the complaints director appoints an investigator. In that 
case, under s. 6l(l)(a) the complaints director must give the social worker "reasonable 
particulars of the complaint to be investigated", which must be given (under s. 61(2)(b)) before 
the investigation is completed. Section 62 provides that the investigator is not limited to the 
initial complaint, but can investigate matters that are related to it. On a proper reading of s. 
6l(l)(a), s. 61(2)(b) ands. 62(2), if the investigator is to investigate matters outside the scope of 
the original complaint, the social worker must be given particulars of those additional matters 
before the investigation is completed. 


[14] A noteworthy feature of the complaints procedure is the requirement ins. 57 that certain 
employment suspensions be reported to the complaints director. Such a report is only 
mandatory where "in the opinion of the employer [the suspension relates to] unprofessional 
conduct". In this case there is no clear indication on the record that the appellant's supervisor 
turned her mind to whether the suspensions were merely an employment issue, as opposed to a 
professional misconduct issue. The appellant's conduct was reported to the complaints director 
based on suspensions which were set aside when she subsequently filed giievances. 
Nevertheless, the College's complaints procedure had been invoked, and the complaints 
director continued lhe investigations despite the suspensions having been set aside. L ikewise, 
even the ultimate settlement of the dispute between the appellant and her employer, combined 
with her retirement from her position, did not stop the complaints procedllre from going 
fotward. 


[ 15] In this matter there were three triggering complaints. Complaint letter# l was sent to the 
complaints director by the appellant's supervisor on August 23, 2013 in accordance with s. 57. 
It advised that the appellant had been suspended for one day. The letter provided no detail other 
than that the suspension arose from "inappropriate, unprofessional and disrespectful conduct" 
that occw-red on July 24, 2013. The letter stated that the appellant's actions constituted 
"unsatisfactory conduct and perfonnance". A copy of Complaint letter # 1 was sent to the 
appellant, together with confirmation that an investigator had been appointed. 


[16] On September 24, 2013 and December 4, 2013, further memoranda giving background 
to the suspension were submitted by Centennial, but there is no indication that they were ever 
provided to the appellant. Those memoranda did not actually give any further particulars of the 
events of July 24, 2013, but instead reported a long history of complaints about the appellant's 
behaviour. Both family members of patients and co-workers were said to have found the 
appellant generally to be rude and difficult to work with. Attempts to remedy the situat ion had 
been unsuccessful. The memoranda also reported unrelated concerns about the appellant's skill 
as a social worker. The suspension arising from the events of July 24, 2013 was seen as being a 
culmination of this employment history. 
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(17] Complaint letter #2 was sent to the complaints director by the appellant's supervisor on 
December 13, 2013, also in accordance with s. 57. It advised that the appeUant had been 
suspended for three days. The only particulars were that the suspension arose from 
"inappropliate, unprofessional and disrespectful conduct towards a client's family", that 
occuned on November 1, 2013. Complaint letter #2 was sent to the appellant, along with notice 
that the same investigator would investigate this complaint. 


(18] Complaint #3 was submitted by a co-worker on a formal Complaint Information Fom1. 
It related to a one-word email, ''Karma", that the appellant bad sent to the complainant on the 
last day of the appellant's employment at Centennial. The complainant found this email to be 
threatening. This complaint was also provided to the appelJant. The complainant subsequently 
indicated that be did not wish the complaint to be taken forward, but the appellant insisted that 
the College continue its investigation. 


[19] It was admitted that the appellant was only given pa1ticulars of three specific incidents 
that were under investigation: 


Complaint A, relating to an event on July 24, 2013; 


Complaint B, relating to the November 1, 2013 family meeting; and 


ComplaiJ1t C, relating to the one-word email, "Karma", sent on April 30, 2014. 


The investigator's Preliminary Investigation Report (EKE R58) also identified these as the only 
three matters under investigation. The appellant argues that any charges or findings of 
professional misconduct outside these three specific incidents were not properly before the 
Hearing Tribunal. She argues that the first two of the charges were not supported by the 
mandatory particulars required by the Act. 


[20] Further, the appellant argues that the rules of natural justice require sufficient 
particulars of a complaint so that the professional can mount a proper defence. That comm on 
law rule is canied forward ins. 77 of the Act. Particulars enable the professional to identify the 
particular event that is said to amount to professional misconduct. Particulars also bave the 
effect of limiting the scope of the charges, so that the professional does not have to defend his or 
her entire career or general character dming the hearing. 


[2 1] The parties agree that the third charge of professional misconduct relates to Complaint 
B, and the fourth charge relates to Complaint C. The first two of the charges are very general in 
nature. They refer to rude interactions with co-workers, without giving dates or locations. The 
first allegation is particu larized only by saying that the appellant "put her hand up to halt or 
d iscontinue conversations". It refers, however, to "conversations" and "meetings" in the plural. 
The second charge contains no particulars at all. 
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[22] There is merit to the appellant's argument that the first two charges contain insufficient 
particulars, and it was unreasonable for the Hearing Tribunal to hold otherwise. As will be seen 
from the next section (infra, paras. 31 -2), the generality of these complaints led to the appellant 
having to justify her employment perfo1mance over more than a decade. It is not necessary for 
the resolution ofthis appeal to decide whether a charge can be laid even though particulars were 
not provided under s. 61 (2)(b) before the investigation was complete. Even if that provision is 
only d irectory, and does not set a mandatory condition precedent to charges, the common law 
rules of natural justice require better particulars than were provided. 


[23] [n this matter the first complaint letter, and the subsequent investigator's report, Limited 
Complaint A to the events relating to the meeting on July 24, 2013. As a matter of fairness, the 
Hearing Tribunal could, at best, only have proceeded with the first two charges against the 
appellant on the basis that they were both limited to the events on that specific date. 


Scope of the Charges 


[24] As noted, allegations of professional misconduct must be specific enough that the 
professional can know tbe case that he or she has to meet. When the allegations are taken to a 
hearing, the t:tibunal's mandate is to decide if those specific allegations have been proven. The 
tribunal cannot find that the member engaged in unprofessional conduct that emerges from the 
evidence unless that unprofessional conduct forms the substance of one of the charges: 
Nowoselsky v Alberta College of Social Workers, 2011 ABCA 58 at para. 19, 505 AR 93; 
Visconti v College of Physicians and Surgeons of Alberta, 2010 ABCA 250 at paras. 11 -2, 3 l 
Alta LR (5th) l , 482 AR 244. 


[25] To illustrate, the third charge was very specific and related to "a meeting of November 
I , 2013". The College was required to prove that particular allegation to support a finding of 
guilt under the third count, not just generalized allegations of rudeness towards families. 


[26] At the hearing, evidence was admitted about events that occurred between about 2001 
and 2014, even though counsel for the College made it clear that the charges only related to 
events between 2012 and 2014. Tbe evidence disclosed communication difficulties between tbe 
appellant and her co-workers and supervisors from the very beginning of her employment at 
Centennial in 2001. The record noted various interventions, suspensions, and other 
consequences of these difficulties. Both parties relied, to some extent, on these events that 
occurred outside the range of the charges. The exact basis for admitting this evidence was not 
clearly specified, but: 


(a) the College appears to have seen it partly as a form of "similar fact evidence", 
demonstrating the likelihood that the events happened as reported; 


(b) the College also relied on these previous events as elevating the specific charges to 
"professional misconduct". The College appeared to acknowledge that isolated 
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incidents of rudeness would not amount to professional misconduct, whereas a 
sustained pattern of rudeness and insensitivity to co-workers, families and patients 
might; 


( c) the College also relied on these previous events as evidence of the appellants ' 
awareness of her conduct. Since she had been involved in numerous prior 
complaints about her interaction with her co-workers, this would support an 
inference that she "ought to have known" that her behaviour was inappropriate; and 


( d) the appellant argues that she intro'duced some of this type of evidence about events 
outside the paiticular charges only because the Hearing Tribunal permitted a wide 
range of evidence about other events, and she found it necessary to respond to them. 


On this basis, the evidence was admissible, but the Hearing Tribunal had to take care that the 
evidence was not used for improper purposes. 


(27] For example, the evidence was not of significance as a form of "similar fact evidence" 
on whether the events actually occurred. The occurrence of the events was not seriously 
disputed. The issue was whether they were explained by the appellant's hearing loss, and 
whether they amow1ted to professional misconduct. Further, this type of evidence could not be 
used to expand the scope of the specific charges that had been laid against the appellant. 


[28] The Hearing Tribunal unfortunately did not confine its findings to the exact charges 
before it. It is convenient to first examine the findings relating to the third charge. lt will be 
recalled that the third charge was based on a very specific incident: "That in a meeting of 
November 1, 2013 with the family members of a client, you were dismissive and rude in your 
interactions with them". The charge related to one particular family, and a meeting that 
occurred on one specific date. 


[29] Notwithstanding the specificity of the charge, the Hearing Tribunal ' s finding of 
professional misconduct engaged the appellant's entire history in dealing with families. Some 
extrncts from the reasons illuslrnte the point: 


General findirnrs of facts: 


• Repeated incidents of complaints by family members ... 


• Complaints of mistreatment of family members occurred on different 
units. 


• A clear pattern of mistreatment of family member was observed and 
documented against the member that dates back to 2001. 


• Repeated conflicts with team members including the medical staff. 
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Weight of Evidence 


The findings are that of a pattern of mistreatment of families and colleagues that 
has been documented and verbally presented by several witnesses as follows: .. 


• Letter of complaint from an occupational therapist re/ family meeting 
held on April 23, 2013 .. . . 


• A letter of warning from the program manager to the member dated JuJy 
29, 2013 ... 


• Performance review of the member dated March 5, 2012 ... 


The member's unprofessional behaviour towards family members and 
colleagues dates back to 2001 as reported in the member's log ... 
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Tt is obvious from these extracts from the Hearing Tribunal 's reasons that its finding of 
professional misconduct related to events completely unrelated to the family meeting of 
November 1, 2013 that formed the subject of the complaint. Further, there was no general 
charge arising from "conflicts with team members" or " unprofessional behaviour towards 
colleagues", only a complaint about interactions with the pa1ticular doctor involved with this 
particular family on this patticular date. The finding of guilt on this charge is fatally flawed and 
must be set aside. 


[30] As the appellant notes, the Hearing Tribunal failed to focus on the difference between 
evidence and the charges. The formal charges represented the only matters on which the 
Hearing Tribunal could make findings of professional misconduct. Those findings might be 
supported by inferences drawn from evidence of related events, but those related events could 
not il1dependently support a finding of professional misconduct, or expand the scope of the 
charges. 


[31] A similar problem occurred with the Hearing Tribunal' s findings on the first two 
charges, although the problem was exacerbated by the unreasonable generality of the charges. 
Even though counsel for the College acknowledged that the charges related to a particular 
period of time, the appellant was called on to justify her communication skills throughout her 
entire tenure at Centennial. Extracts from the reasons illustrate the problem: 


General findings of fact: 


In the course of her employment, the member; 


• received written communications of the need to modify and improve her 
interpersonal communjcation skills .. . 
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• several complaints were received from patients' family members and 
colleagues .. . 


• That the member showed a pattern of repeated abrupt and rude 
communication patterns during the course of employment. 


Weight of Evidence: ... 


• AHS documentation dating tbe span of employment attesting to a pattern 
of unprofessional conduct; ... 
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The charge related only to ''interactions with colleagues", not with families. The reasons did not 
even address the few particulars given in tbe first charge, namely that the appellant "put her 
hand up to halt or discontinue conversations". It was unfair to turn this charge into an allegation 
of "generally poor interpersonal communication skiHs" or a "pattern of ... communication 
patterns during the course of employment". 


[32] Similar reasons were given for finding professional misconduct with respect to the 
second charge, which bad even fewer pa1iiculars than the first. The Hearing Tribunal did not 
explain how it distinguished the first charge from the second charge, and seemed to treat them 
both as generally engaging a review of the appellant's entire career. As noted in the previous 
section of these reasons, it was unfair to expect the appellant to respond to allegations of this 
generality. The outcome of the healing demonstrates why it was unfair. 


[33] The fourth charge related to one specific email. The finding of unprofessional conduct 
with respect to that count satisfies the reasonableness standard of review notwithstanding that it 
was influenced in part, but to a lesser extent, by considerations of some generality. 


Conclusion 


[34] In conclusion, the appeal is allowed in pa1t, and the fmdings of professional misconduct 
on the first three counts are set aside. The first two counts are duplicitous, and are too general to 
form the proper basis for a hearing of professional misconduct, and those two counts are 
dismissed. 


[35] The third count contains sufficient particulars, although tbe finding of guilt on that 
count went beyond the scope of the charge. It is remitted back to the College which may, if it is 
so advised, hold a new hearing before a fi:esb Hearing Tribunal. This Court notes, however, that 
both patties have expended considerable sums on these proceedings, the appellant has retired 
from her employment, and the issue may not warrant tbe expenditure of further resources. 


[36] A global sanction and costs award was made against the appellant with respect to all 
four counts, and it must be set aside. While the fourth count has not been set aside, it is not 
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appropriate to remit that count back to tbe Committee of Council to reconsider the sanction. 
The fourth count was not of most sign.ificance, the appellant has effectively served the 
retroactive suspension that was imposed, she has retired from her employment and no further 
order is approp1iate at this time. 


[37] Given the appellant's success on appeal, there should be no costs award associated with 
the first hearing. The appellant is entitled to the costs of this appeal assessed on Column 1, 
including reasonable disbursements and GST . 


Written submissions received Ap1il 26, 2017 and June 26, 2017 


Memorandum filed at Edmonton, Alberta 
this 12th day of January, 2018 


Berger J.A. 


Costigan J.A. 


Slatter J.A. 
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Appearances: 


J.V. Miller, Q.C. 
for the Appellant 


K.A Smith and R.K. Khabra 
for tbe Respondent 
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Office of the Registrar 
 


Via Letter and Email 
 
 
December 2, 2020 
 
Private and Confidential 
 
Mr. David Lawrence, Complaints Director 
11203 70th Street NW, 
Edmonton, AB     T5B1T1 
 
Dear Mr. Lawrence, 
 
Re:  Referral to Inquiry 
 Member Conduct into Dr. Curtis Wall (957) 
  
It has come to the attention of the Registrar through public health on December 1, 2020 at 4:17 PM, that 
Dr. Curtis Wall is not following the ACAC Pandemic Practice Directive and the CMOH Orders regarding 
masking and the requirement to maintain 6 feet of social distance.  
 
I will include the body of that email in this letter for reference: 


Good Afternoon Dr. Wall,  
 
Alberta Health Services received a public complaint indicating that the administrative staff and yourself 
are not masking even when within 2 meters distance with patients.  
 
As per our phone conversation, you indicated that you are “mask exempted”. As per the CMOH 38-2020, 
please indicate which exemption you would fall under. Otherwise, you are required to be masking when 
within 2 meters distance with a patient.  
 
As for your administrative staff, you indicated that there is no plexi-glass barrier at the reception and the 
staff are not masking. Patients could be within 2 meters distance when making payment. This is in 
violation to the CMOH 26-2020 Section 2(1) where “every person attending an indoor or an outdoor 
location must maintain a minimum of 2 metres distance from every other person.” Your clinic must have 
control measures (e.g. physical barrier) to promote physical distancing at all times. Otherwise, the 
administrative staff must be masked as per the CMOH 38-2020.  


 
I’ve cc’d Todd Halowski, the Registrar from ACAC for any further comments.  
 
Best Regards, 
 
Heidi Ho, CPHI(C) 
Community Medical Specialist, Calgary Zone 
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Environmental Public Health 
Phone: 403.943.8083 
Fax: 403.943.8065 
Website: www.albertahealthservices.ca/eph/esp 
 
*Visit AHS’ COVID-19 page for the latest updates and accurate information: ahs.ca/covid*  


 
Further to the email from public health, in conversation with Dr. Wall, he indicated that he does not 
mask and has not provided for barriers in his clinic. 
 
I have a serious concern for public safety as Dr. Wall refuses to mask when he breeches the physical 
distance of six feet with the public.  He is also not providing for or requiring his staff to mask when they 
are within six feet of distance.  
 
 
Regards, 
 


 
Dr. Todd Halowski 
Registrar 
 
  
 
 
   
 
 


 
 



http://www.albertahealthservices.ca/eph/esp

https://www.albertahealthservices.ca/topics/Page16944.aspx

http://www.ahs.ca/covid



		Document A-1 - Email from AHS Updating Complaint with Member - December 02, 2020

		Heidi Ho, CPHI(C)



		Document A-2 - Letter of Complaint Referral from Registrar - December 03, 2020
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Office of the Complaints Director 


 
Via Email 


 
December 21, 2020 
 
Private and Confidential 
 
Dr. Curtis Wall  
Wall Chiropractic and Wellness 
2-41 Chelsea Street NW 
Cambrian Professional Centre  
Calgary, AB T2K 1P1 
 
Dear Dr. Wall, 
 
Re:  Complaint Pursuant to the Health Professions Act, Section 56 
  ACAC File # 20-20 
 
Pursuant to Section 56, of the Health Professions Act (HPA), the Complaints Director, of the Alberta College 
and Association of Chiropractors (ACAC), may initiate a complaint if there are reasonable grounds to believe 
that the actions of a regulated member constitute unprofessional conduct.   
 
On referral from the ACAC Registrar on December 2, 2020 the ACAC received information that you were in 
breach of the orders of the Chief Medical Officer of Alberta (CMOH) and the Standards of Practice of the 
ACAC as well as the ACAC COVID-19 Pandemic Practice Directive.  On December 2, 2020 you advised the 
Registrar and on December 3, 2020 advised the Complaints Director that you would not be taking steps to 
become compliant with these requirements.   
 
As such, the ACAC initiated a request under s.65 of the Health Professions Act (HPA) to suspend you from 
practice.  On December 10, 2020 you provided a response to this action and on December 17, 2020 Dr. 
Linford submitted a decision to place limitations on your practice pending the completion of the complaints 
process, under Part 4 of the HPA for the investigation and determination of the complaint.   
 
This letter is to provide you notice pursuant to Section 61(1) of the HPA that I am continuing an 
investigation into this matter, and have appointed myself, David Lawrence, as lead investigator for this 
complaint.  For the purposes of Section 61(1)(b) of the HPA, the particulars of the complaint to be 
investigated are whether your failure to comply with the orders of Chief Medical Officer or Alberta (CMOH), 
and the Standards of Practice of the ACAC as well as the ACAC COVID-19 Pandemic Practice Directive 
constitute possible unprofessional conduct.  
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The Health Professions Act gives the appointed investigator the following authorities: 
 


63(1) An investigator 
 


(a) may, at any reasonable time, 
(i) require any person to answer any relevant questions and direct the person to 


answer the questions under oath, and 
(ii) require any person to give to the investigator any document, substance or thing 


relevant to the investigation that the person possesses or that is under the 
control of the person, 


(b)  may require any person to give up possession of any document described in clause (a) to 
allow the investigator to take it away to copy it, in which case the investigator must 
return it within a reasonable time of being given it but must return it no later than after 
a hearing is completed, 


(c) may require any person to give up possession of any substance and thing described in 
clause (a) to allow the investigator to take it away to examine it and perform tests on it, 
in which case the investigator must return it, if appropriate and possible, within a 
reasonable time of being given it but must return it, if appropriate and possible, no later 
than after a hearing is completed, and 


(d) subject to subsection (8), at any reasonable time enter and inspect any building where a 
regulated member provides professional services, but if the building contains a private 
dwelling place may not enter any part of the building designed to be used as and is 
being used as a permanent or temporary private dwelling place. 


(2) The investigator may copy and keep copies of anything given under subsection (1). 
(3) The complaints director, on the request of an investigator or without a request if the 


complaints director is the investigator, may apply to the Court of Queen’s Bench for 
(a) an order directing any person 


(i) to produce to the investigator any documents, substances or things relevant to the 
investigation in the person’s possession or under the person’s control, 


(ii) to give up possession of any document described in subclause (i) to allow the 
investigator to take it away to copy it, in which case the investigator must return it 
within a reasonable time after receiving it but return it no later than after a hearing 
is completed, or 


(iii) to give up possession of any substance or thing described in subclause (i) to allow 
the investigator to take it away, examine it and perform tests on it, in which case 
the investigator must return it, if possible, no later than after a hearing is 
completed; 


(b) an order directing any person to attend before the investigator to answer any relevant 
questions the investigator may have relating to the investigation. 


(4) An application for an order under subsection (3) may be made without notice if the Court is 
satisfied that it is proper to make the order in the circumstances. 


(5) A person may comply with a request to give documents under subsection (1)(a)(ii) or an 
order under subsection (3)(a)(i) by giving copies of the documents to the investigator. 


(6) If a person gives copies under subsection (5), the person must on the request of the 
investigator allow the investigator to compare the copies with the original documents at the 
person’s place of business during regular business hours. 
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(7) An investigator who makes a comparison under subsection (6) may take away the original 
documents to perform tests on them and must return them within a reasonable time of 
taking them but must return them no later than after a hearing is completed. 


(8) No investigator may enter a publicly funded facility, as defined in section 51, except with the 
consent of the person who controls or operates the publicly funded facility. 


 
As part of this investigation I request the following documentation in electronic copy provided to me no 
later than Monday January 11, 2020. 
 


1. A copy of your medical records detailing your exemption indicated in your response of December 
10, 2020. 


2. Contact information for your physician. 
3. A complete list of your clinic employees and contact information.  
4. Any other written submission you would care to make.  


 
I look forward to your attention and co-operation in this matter.  
 
Sincerely, 
 


 
 
David Lawrence 
Complaints Director 
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Via Email 


 
December 3, 2020   
 
Dear Dr. Linford 
 
RE: Dr. Curtis Wall – Request for Interim Suspension 
 
I am writing to you in my capacity as Complaints Director of the Alberta College and Association 
Chiropractors (“ACAC”) to request for an interim suspension of the practice permit of Dr. Curtis Wall (a 
regulated member of the ACAC) pending the outcome of ACAC Complaint 20-20. This request is made 
pursuant to section 65(1)(b) of the Health Professions Act (HPA).  
 


A. Your Authority 


Section 65 of the HPA states: 
“65(1) On the recommendation of the complaints director or the hearing tribunal, a person or 
committee designated by the council may: 
(a)    impose conditions on an investigated person’s practice permit generally or with respect to any 
area of the practice of that regulated profession, including the condition that the investigated person 


                                        (i)    practise under supervision, or 
                                       (ii)    practise with one or more other regulated members, 
            or 
            (b)    suspend the practice permit of an investigated person, 


until the completion of proceedings under this Part. 
(2)  An investigated person may apply to the Court of Queen’s Bench for an order staying a decision 
by a person or committee under subsection (1). 
(3)  A copy of an application under subsection (2) must be given to the registrar.” 
 


I understand that you have been designated by the ACAC Council to receive and decide on s.65 
recommendations. 
  


B. The Legal Test for Granting an Interim Suspension 


Prior to you considering the facts of his matter, I believe it is important for me to comment on the legal test 
that applies to the question of granting an interim suspension. Public protection is paramount in these types 
of circumstances. In Hannos v. The Registered Nurse Association of British Colombia [1996] B.C.J. No. 
138 (S.C.) the Court stated that before a professional organization invokes extraordinary powers ---which 
would include those provided for under section 65(1)(b) of the HPA--- “it must establish a prima facie case 
that the member poses an immediate risk to the public such that his or her registration should be suspended 
prior to a hearing on the merits.”  
 
For the reasons that follow in this letter, I am strongly of the view that the above-mentioned test has clearly 
been satisfied. 
 
 
 
 
 
 
 
 


B-1
September 1, 2021
Hearing



pitzi

Signed Exhibit Stamp







 
Page 2 of 3 


 


C. Background  


Dr. Wall has been a regulated member of the ACAC since 1996.  
 
Dr. Wall currently practices at the Chiropractic Wellness Clinic, 2-41 Chelsea Street NE, Cambridge 
Professional Centre, Calgary AB T2K 1P1. 
 
On December 1, 2020 the College received notification from Alberta Health Services that Dr. Wall was in 
violation of the ACAC COVID-19 Pandemic Practice Directive, and CMOH Orders 38-2020, and 26-2020 
related to his conduct at the clinic.  These concerns included: 


 No plexi-glass barrier at the reception area and the staff are no masking or observing social 
distancing measures.  


 Dr. Wall is not masking during patient treatment even though he is close proximity to 
patients during treatment.  


I am advised by the College Registrar that in a conversation he had with Dr. Wall on December 2 2020, Dr. 
Wall confirmed that he is not masking during patient treatment and his staff have no barrier, or are not 
masking, during interactions with clinic patients. Dr. Wall explained to the College Registrar that in his view 
he is exempt from masking and that his staff do not feel there is a need to mask at the clinic.  He chose not 
to provide specifics for his masking exemption and indicated that he has not masked since the onset of the 
pandemic.  


In my view, Dr. Wall is in violation of the ACAC COVID-19 Pandemic Practice Directive and the  CMOH 26-
2020 Section 2(1) which states “every person attending an indoor or an outdoor location must maintain a 
minimum of 2 metres distance from every other person.” If there is a medical exemption applicable to Dr. 
Wall there is no requirement for him to mask in his personal activities however to continue in his chiropractic 
treatments the pandemic protocols, of the ACAC and AHS must be followed.   


Pursuant to s.56 of the HPA, I am treating this information as a complaint and in my view, there is 
demonstratable evidence that should Dr. Wall be allowed to continue practicing as a Chiropractor he poses 
a significant risk of harm to members of the public.   
 


D. Requested Order  


In light of the evidence of Dr. Wall’s inappropriate conduct, I am requesting that you impose an interim 
suspension of his practice permit pending completion of Part 4 proceedings under the HPA on the basis 
that it is in the best interest of the public in order to ensure public safety.  
 
For reasons of procedural fairness and prior to you making a decision concerning this request, I would 
recommend that you contact Dr. Wall, provide him with a copy of this letter and allow him the opportunity 
to make submissions to you (if he wishes to do so) in response to my request. Dr. Wall’s e mail address is 
curtis@wallchiropractic.com. 
 
Given the serious public safety concerns that Dr. Wall’s conduct gives rise to, I would respectfully request 
that the deadline you set out for the receipt of a response from Dr. Wall be brief and that it not be extended. 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:curtis@wallchiropractic.com
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While I recognize that the authority to order an interim suspension should be exercised cautiously, I believe 
that this is an exceptional situation that merits such an order. 
 
Thank you in advance for your consideration of this important request. I look forward to receiving your 
decision. 
 
Sincerely,  
 


 
 
David Lawrence  
Complaints Director 
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Via Email 


 
December 18, 2020 
 
Dr. Curtis J. Wall 
Wall Chiropractic & Wellness 
Suite #2, 41 Chelsea Street NW 
Calgary, Alberta, T2K-1P1 
 
 
December 18, 2020 
 
Re: Section 65 request for interim suspension of Dr. Curtis Wall’s practice permit 
 
I have now considered the request for an interim suspension received from Mr. David Lawrence, 
Complaints Director of the Alberta College and Association of Chiropractors (ACAC) under his 
letter dated December 3, 2020. I have also considered the following: 
 
1. Letter dated December 2, 2020 from Dr. Todd Halowski, Registrar of the ACAC, to the 
Complaints Director. 
2. Emails between Ms. Heidi Ho, Community Medical Specialist with Alberta Health 
Services and Dr. Halowski on December 1 and 2, 2020 regarding a complaint from the 
public that Dr. Wall was not complying with the Chief Medical Officer of Health 
(CMOH) Order for wearing masks. 
3. Alberta Health Services Order of an Executive Officer – Notice of Public Access Closure 
dated December 7, 2020 directed to Dr. Wall. 
4. CMOH Order 38-2020 and CMOH Order 42-2020 
5. Letter dated December 10, 2020 from Mr. James Kitchen, legal counsel for Dr. Wall. 
6. Letter dated December 16, 2020 from Mr. Kitchen and the enclosed photographs of 
plexi-glass barrier installed in Dr. Wall’s office on December 12, 2020, medical 
exemption letter dated December 12, 2020 from Dr. W. Salem, and copy of Originating 
Application filed on December 7, 2020 in Court of Queen’s Bench of Calgary – Court 
file no. 2001 14300. 
 
I have also considered the submissions by Mr. Kitchen that any direction made under Section 65 
should be measured and in consideration of the risk being addressed. I have placed little weight 
on the Originating Application provided by Mr. Kitchen as it only contains the claims of the 
parties that have filed it and it has not yet been considered by a Court. I have not been provided 
with any Court or tribunal decision that supports the claims advanced by Dr. Wall that his rights 
under the Charter or the Alberta Human Rights Act have been violated by the requirement to 
wear a face mask when seeing and treating patients. 
 
Dr. Wall has provided a letter from a physician, Dr. W. Salem, that states, as of December 12, 
2020, Dr. Wall has a medical condition that prevents him from wearing a mask or face shield as 
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required under the CMOH orders. The CMOH Order 38-2020, which was replaced by CMOH 
42-2020, contains an exemption that the public place mask requirement did not apply to a person 
who is unable to wear a face mask due to a mental or physical concern or limitation. I accept the 
 
letter from Dr. Salem as evidence of a mental or physical concern or limitation that prevents Dr. 
Wall from wearing a mask or face shield when seeing and treating patients. 
 
The impact of Covid 19 on the public health care system is undeniable. The public health care 
system, and especially hospitals, are being put under tremendous stress. With the very recent 
arrival of effective vaccines, there is hope that the public health restrictions as reflected in 
CMOH 38-2020 and CMOH 42-2020 will be no longer required once a sufficient number of the 
public have been fully vaccinated. Until that time arrives, the Covid 19 virus remains a real and 
imminent public health threat. I find that the Complaints Director has a legitimate concern of 
risk to the public by Dr. Wall’s decision to not wear a face mask or face shield when seeing and 
treating patients. 
 
I have decided that an interim suspension of Dr. Wall’s practice permit is not justified at this 
point in time. I have decided that conditions on Dr. Wall’s practice permit will be sufficient to 
address the risk to the public by Dr. Wall not wearing a face mask or face shield when seeing and 
treating patients. 
 
Effective immediately, I direct that Dr. Wall’s practice permit be subject to the following 
practice conditions pending the completion of the process under Part 4 of the Health Professions 
Act for the investigation and determination of the complaint: 
 
1. Dr. Wall shall inform each client he sees that Dr. Wall has a medical exemption from the 
public health order that all persons in a public place must wear a face mask, and Dr. Wall 
shall obtain the written confirmation signed by each patient that the patient agrees to be 
seen and treated by Dr. Wall without him wearing a face mask or face shield. Dr. Wall 
shall provide copies of the written confirmation from each to the Complaints Director by 
5 p.m. on Friday of each week in which Dr. Wall sees any patients. This requirement 
will remain in effect as long as the public health order for physical barriers, social 
distancing and face masks are in effect. 
 
2. Dr. Wall shall direct any staff person assisting in his office, whether that person is paid or 
unpaid, to comply with the current public health order requiring use of physical barriers, 
social distancing and face masks. If any staff person claims an exemption from the 
wearing of a face mask, Dr. Wall shall consult with Alberta Health Services as to whether 
the claim of an exemption is supported by objective proof. 
 
3. Dr. Wall shall maintain a log of screening questions asked and answered by all patients 
and daily screening of his staff and himself, regarding any symptoms or events that 
would require isolation and/or testing for Covid 19. The list of screening questions is set 
out on page 10 of the ACAC Pandemic Practice Directive issued May 3 and revised May 
25, 2020. Dr. Wall shall provide a copy the log to the Complaints Director by 5 p.m. on 
Friday of each week that the public health orders for physical barriers, social distancing 
and face masks are in effect. 
 
4. In the event that Dr. Wall shows any symptoms or answers positively to the screening 
questions, he shall not see or treat any patients until he has been tested for Covid 19 by 
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Alberta Services and received confirmation of a negative test result. Dr. Wall shall 
provide proof, satisfactory to the Complaints Director, of the negative test result on the 
same date that Dr. Wall receives the test result. Dr. Wall shall not see any patient until he 
has received confirmation from the Complaints Director that he can return to seeing and 
treating patients. 
 
If he does not already have a My Health account, Dr. Wall should consider creating a My Health 
account with Alberta Health so that he can obtain and provide proof of any Covid testing to the 
Complaints Director. Information on how to create a My Health account can be found at 
https://myhealth.alberta.ca/myhealthrecords. 
 
Respectfully, 
 
 
 
Dr. David Linford 



https://myhealth.alberta.ca/myhealthrecords
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 Logout  Find a chiropractor Members' centre


Your chiropractor has your overall health in mind.


That’s why chiropractors across Alberta have incorporated
measures to ensure their clinics remain safe, hygienic places
for patients to come in for treatment, even now. E�ective
November 24, 2020, masking is required of patients visiting
chiropractic o�ces and appointments must be made in
advance. Walk-ins are not currently permitted. 


As of May 5, 2021, chiropractic o�ces continue to remain open
by appointment only. 
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Learn more about the steps chiropractors are
taking to protect your health.
You can �nd more information about what to expect at your
next chiropractic visit here.  



javascript://[Uploaded files/ACAC COVID-19 pandemic practice directive rev January 2021 FINAL.pdf]
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If you have thoughts or concerns, please don't hesitate to reach
out to the ACAC. We can be reached at 780.420.0932 or email.


ABOUT


 Chiropractors


 Chiropractic treatment


 ACAC


 Collaborative care


 Careers


 Legislation


 FAQs


 Legal


 Privacy policy


 


COVERAGE


 Motor vehicle accidents (MVA)


 Workplace injury (WCB)


 Insurance



mailto:office@albertachiro.com

https://albertachiro.com/about-chiropractors

https://albertachiro.com/chiropractic-treatment

https://albertachiro.com/ACAC/About/Association_and_regulatory_body/About_ACAC/ACAC/About/About_ACAC.aspx?hkey=60104732-1c14-4f70-9bb6-01c45176c44f

https://albertachiro.com/collaborative-care

https://albertachiro.com/careers

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/about-chiro-faq

https://albertachiro.com/legal

https://albertachiro.com/privacy-policy

https://albertachiro.com/mva

https://albertachiro.com/wcb

https://albertachiro.com/insurance
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 Seniors' funding


 Federal programs


 


PROGRAMS AND RESOURCES


 Straighten Up Alberta


 Kids’ health


 Workplace safety


 Evidence-based research


 



https://albertachiro.com/seniors-funding

https://albertachiro.com/federal-programs

https://albertachiro.com/sua

https://albertachiro.com/kids-health

https://albertachiro.com/workplace-safety

https://albertachiro.com/evidence-based-research
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CONTACT THE ACAC


11203 - 70 Street NW, Edmonton, AB, T5B 1T1
Phone: 780.420.0932
Fax: 780.425.6583
Email: o�ce@albertachiro.com


FOLLOW US


  
 



mailto:office@albertachiro.com

https://www.facebook.com/AlbertaChiropractors

https://twitter.com/AlbertaChiro

https://www.youtube.com/channel/UCexuqFEmegVbUTmAzX4Ml6w
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members


COVID-19 Pandemic Practice Directive update and expanded FAQs


Dear Colleagues,
 


We have continued to receive calls and hear reports of how grateful your patients are that you are able to
provide chiropractic care to them after such a long break. Thank you for those who have shared your
experience returning to practice and reached out to the ACAC with questions.


1. Mobile chiropractic restrictions lifted e�ective May 25, 2020. Mobile chiropractic during is now
permitted with compliance to all requirements of the Pandemic Practice Directive. Patient preference to
receive mobile chiropractic does not mean mobile chiropractic is appropriate from a risk/bene�t
perspective. Considering COVID-19, the risks and how these risks are mitigates must be verbally
disclosed to patients.  If the risk cannot be mitigated for both patient and chiropractor, then treatment
must not occur regardless of setting. This information has been updated on page three in the COVID-19
Pandemic Practice Directive (see link). 


2. Government personal protection equipment requirement. Dr. Hinshaw, the Chief Medical O�cer of
Health, informed Albertans that the Provincial Operations Centre would no longer be supplying PPE for
allied health practitioners. This announcement does not impact chiropractors, as this option was not
available previously. The CCA has procured a supply for Canadian chiropractors. You can continue to
order through the CCA or another provider if you have one. Despite the announcement from Dr.
Hinshaw, the use of surgical masks continues to be a requirement. 


3. Updated FAQs. We have continued to receive questions from chiropractors and have updated our
website FAQ. Below are the major updates to the COVID-19 practice FAQs. 


Can I treat essential workers?  


A healthcare worker needs chiropractic care yet has been exposed to COVID-19 patients. They
are asymptomatic, but do not pass the screening criteria. 


A truck driver needs chiropractic care, is asymptomatic, yet they have been travelling across
provincial/US boundaries. 
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Essential workers have several exemptions related to COVID-19 protocols. For example, truck
drivers are exempt from the 14-day isolation period after returning to Alberta due to the key role
they play in the supply chain. 


Front-line health care workers who work with COVID positive patients and were wearing the
appropriate PPE for their role, are exempted from the 14-day isolation period. 


Your professional judgement comes into play when treating an essential worker such as a
healthcare worker or truck driver. If the patient is not deemed to require mandatory self-isolation
(e.g. tested positive), and are asymptomatic, use your professional judgement to weigh the risks.
If you decide to treat, put in place additional safeguards and document these.  For example, book
these patients at the end of day when no other patients are present, ensure proper PPE is used
by yourself and the patient, use a speci�c room with additional cleaning after patient contact, etc.
Again, if the patient has tested positive, or is symptomatic, you should not treat the patient. 


It is important that our profession can safely care for essential workers who need chiropractic
care to maintain their important roles. 


With the COVID-19 Pandemic Practice Directive is there any restrictions or extra measures to be
taken when working with an open area treatment space, with no walls between tables/beds?  


The same rules of physical distancing and infection prevention and control apply regardless of
the space in which treatment is provided.  A minimum distance of two metres must be
maintained between all patients in your clinic. 


Why do Chiropractors need to wear masks? 


Hand hygiene and masking is essential to practicing at this time. Properly observing PPE
requirements protects chiropractors from mandatory self-isolation if they treat an asymptomatic
patient who later tests positive for COVID-19. 


Thank you for practicing safely and for taking care of Albertans.    


Best regards,


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
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Notice to Members
August 11, 2020, 4 p.m.


COVID-19 update


Dear Colleagues,
 


With more municipalities introducing masking bylaws, members have been turning to the ACAC for further
clari�cation and guidance. We thank you for reaching out and your diligence in ensuring that the public is
protected.
 


As each municipality introduces unique bylaws in response to COVID-19, members must monitor and abide
by the bylaws of the area they practice in. While the media may alert you to changing bylaws, the information
is not always the most accurate. Our best recommendation is to monitor your municipality website as bylaws
are published there.
 


Please review these reminders to help support your decision-making while practicing in the pandemic:


1. Chiropractors must adhere to the ACAC COVID-19 Pandemic Practice Directive regardless of local
bylaws. Local bylaws only expand practice requirements--they do not remove the requirements of the
practice directive. In cases where the bylaw has augmented requirements, the bylaw must be followed.
We encourage you to regularly review your municipality bylaws as well as the ACAC COVID-19 Pandemic
Practice Directive to ensure compliance with both. 


2. Chiropractors are responsible for safety in their o�ce and practice environment. Members are able to
deny care to a patient at any time if they are not complying with your o�ce safety standards or are
unwilling to abide by municipal bylaws. If you deny care, a record must be saved in the patient �le. This
record must include the reason for denying care, as well as the patient response, if a response occurs. 


3. Patients that are mask-exempt and visiting your o�ce can be asked to attend at speci�c times in your
schedule. The decision on when and how to let these patients receive care at your o�ce is at your
discretion. Recommendations for managing patient scheduling can be found in the practice directive. 
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4. Continue to monitor local bylaws for changes. If the municipal bylaw does not provide clear direction
on masking exemptions, a medical exemption is required. Chiropractors cannot write masking
exemptions for their patients. 


5. Members are still required to wear surgical masks. Although some municipality masking bylaws permit
cloth masks, members are still required to wear surgical masks under the ACAC COVID-19 Pandemic
Practice Directive.


The ACAC is not able to comment or interpret the bylaws for each municipality across the province. It is your
responsibility as a chiropractor to inform yourself of the local masking orders introduced by bylaws and abide
by the direction of those bylaws.
 


Thank you for demonstrating high levels of professionalism and commitment to serving your patients and
community by adhering to these requirements.


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
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On Behalf Of: (select)


 Logout  Find a chiropractor Members' centre


Frequently Asked Questions (FAQs) –
November 25, 2020
Below is a summary of the FAQs that have been sent out to members, grouped by theme and
updated where necessary.
 


Screening, essential workers and special circumstances


Screening questions that must be asked of patients and companions:
Do you have current symptoms of COVID-19, such as:


a fever,
a new or changed chronic cough,
a sore throat that is not related to a known or preexisting condition
a runny nose that is not related to a known or preexisting condition
Nasal congestion that is not related to a known or preexisting condition
Shortness of breath that is not related to a known or preexisting condition
Have you traveled internationally within the last 14 days?
Have you had unprotected close contact with individuals who have a con�rmed or
presumptive diagnosis of COVID-19 (e.g. individuals exposed without appropriate
PPE in use).


Answering yes to any of these questions indicates that an individual is symptomatic of COVID-
19, or may have been exposed to COVID-19. Individuals should be told to self-isolate, and to
call Health Link 811 if symptoms develop or worsen. If the individual is a patient, they are not
eligible for treatment at this time. If the individual is a practitioner or sta�, they are not eligible
for work at this time.
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Mandatory isolation is required for any Alberta resident who:
Has travelled internationally, including from the USA; or
Has been diagnosed with COVID-19; or
Has had close contact with a con�rmed COVID-19 ACAC (includes household members).


For these three mandatory isolation situations, our directive remains clear that these patients
are not to come into the clinic or receive chiropractic treatment. Mandatory isolation is not
required if you have travelled within Canada. However, Alberta residents are advised to limit
any non-essential travel outside of Alberta, with the exception of people who live in border
communities and are commuting for work.
 


Can I treat essential workers?
A healthcare worker needs chiropractic care yet has been exposed to COVID-19 patients. They
are asymptomatic, but do not pass the screening criteria. A truck driver needs chiropractic
care, is asymptomatic, yet they have been travelling across provincial/US boundaries. Essential
workers have several exemptions related to COVID-19 protocols. For example, truck drivers are
exempt from the 14-day isolation period after returning to Alberta due to the key role they play
in the supply chain.  
Front-line health care workers who work with COVID-19 positive patients and were wearing the
appropriate PPE for their role, are exempt from the 14-day isolation period. Your professional
judgement comes into play when treating an essential worker such as a healthcare worker or
truck driver. If the patient is not deemed to require mandatory self-isolation (e.g. tested
positive) and are asymptomatic, use your professional judgement to weigh the risks. If you
decide to treat them, implement additional safeguards and document them. For example, book
these patients at the end of day when no other patients are present, ensure proper PPE is used
by yourself and the patient, use a speci�c room with additional cleaning after patient contact,
etc. Again, if the patient has tested positive, or is symptomatic, you should not treat the patient.
It is important that our profession can safely care for essential workers who need chiropractic
care to maintain their important roles.
 


What do I do if I know or suspect I have been exposed to COVID-19?
The requirements outlined in the ACAC directive will help mitigate the risk of exposures in your
clinic. However, if you know or suspect you have been exposed to COVID-19, you are required
to follow the Management of Health Care Workers (HCW) section of Alberta Health's Disease
Management Guidelines for COVID-19, which are below. For this answer, understand that
chiropractors are health care workers.



https://www.alberta.ca/isolation.aspx

https://open.alberta.ca/dataset/a86d7a85-ce89-4e1c-9ec6-d1179674988f/resource/591976c9-0c1e-4e14-b5e9-144add73c89e/download/covid-19-guideline-2020-04-28.pdf#page=13
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Management of Health Care Workers (HCW)
HCW who may have been exposed to COVID-19 should refer to the COVID-19 Self
Assessment Tool for Healthcare Workers for more information.
HCW tested positive for COVID-19 shall by order be isolated for 10 days from onset
of symptoms, or until symptoms have resolved, whichever is longer.


NOTE: HCW should NOT go back to work in a health care setting for 14 days
from the onset of symptoms, or until symptoms resolve, whichever is longer.


A surgical/procedure mask and good hand hygiene is considered su�cient PPE for
asymptomatic HCW working with asymptomatic patients including within the 48
hours prior developing symptoms.


If HCW becomes symptomatic, all the patients who they cared for (or co-
workers) in the 48 hours prior to symptom onset in that HCW will NOT be
considered close contacts if the HCW wore a surgical/procedure mask and
practiced routine, frequent hand hygiene.
If a patient becomes symptomatic, all HCW that cared for the patient in the 48
hours prior to symptom onset in that patient, would NOT be considered close
contacts if they were wearing a surgical/procedure mask and practiced good
hand hygiene i.e., su�cient PPE.


If the time of symptom onset cannot be reliably ascertained (e.g. patient with
cognitive impairment), the MOH should be consulted regarding period of
communicability and its relationship to appropriate PPE use.
A surgical/procedure mask and good hand hygiene is NOT appropriate PPE for HCW
caring for symptomatic patients.


Screening, continuous masking and appropriate hand hygiene are all required to ensure that
you are as safe as possible while providing close contact care. Any onset of symptoms requires
screening and contacting 811 for health care workers. This answer may change based on
guidance from the CMOH and if it does we will inform you immediately. If you experience a
unique COVID-19 exposure, immediately contact the ACAC for further direction.
 


What if we �nd out that a patient who we have provided treatment for
tests positive for COVID-19?
Hand hygiene and masking is essential to practicing at this time. Properly observing PPE
requirements protects chiropractors from mandatory self-isolation if they treat an
asymptomatic patient who later tests positive for COVID-19.
 


What if a sta� member tests positive for COVID-19?



https://myhealth.alberta.ca/Journey/COVID-19/Pages/HWAssessLanding.aspx
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If you or one of your sta� test positive for COVID-19, public health will be involved in tracking
all potential exposures. The Pandemic Practice Directive outlines how to properly record all
visitors to the clinic to help with tracking.
 


A patient of mine has previously tested positive for COVID-19. How do I
know it’s safe to provide care now?
This depends on where the patient is at in the timelines of their diagnosis and recovery. If a
patient is diagnosed with COVID-19, then They are legally required under public health order to
self-isolate. If the patient was instructed to self-isolate by public health, they will inform the
patient when their isolation order is lifted.
 


Informed consent


What documentation should be recorded in the patient �le regarding
COVID-19 screening?
The ACAC directive and orders from the CMOH require that all patients be screened prior to
care. The screening must be a part of the clinical record and demonstrate both negative and
positive screenings. A logbook of all patients screened is not acceptable as a record of
screening. However, beyond this consideration, the decision on how to keep a record of
screening is at the chiropractor's discretion. Examples of ways that the screening could be
recorded in the clinical record include:


An entry in the patient chart record that COVID-19 screening was performed and the
patient screened asymptomatic prior to entering treatment room.
A separate sheet with the patient name, screens name and the date that is included in the
patient’s chart.
Users of Electronic Health Records could capture this with electronic forms.


The key message is that a record of the screening must be kept, but the chiropractor can
decide based on their individual record keeping approach how to best capture the screening in
the clinical record. In a situation where a patient screening is positive for COVID-19, a chart
record must also be kept and indicate the direction given to the patient to self-isolate and call
811.
 


Should I get my patients to sign a consent form or waiver stating they do
not have COVID-19?



https://www.alberta.ca/isolation.aspx

https://albertachiro.com/returning-to-practice
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No. Having patients sign a “consent form” that states they do not have COVID-19 is most likely
of no bene�t, and could actually be used against you in a court action. These forms or waivers
are not legally binding, nor are they legally robust. From a risk-management perspective, the
best thing the practitioner can do is to follow the established guidelines around screening
protocols, cleaning and disinfecting, physical distancing, PPE protocols, etc.
 


Should I obtain verbal informed consent for new patients and document
their verbal consent rather than having them sign the informed consent
to chiropractic treatment form?
No. Having the patient sign the consent form is still required. If the patient has entered the
clinic and followed the proper hygiene protocol, and the chiropractor has done the same and is
using appropriate PPE, then there should not be a risk that exceeds what has already occurred
within the chiropractor-patient interaction to that point. As a further measure, it is
recommended that the pen is wiped down before and after use. If the patient is concerned,
they could also bring their own pen and follow the same sanitization protocol.
 


Cleaning and disinfecting


Are fabric chairs allowed in my waiting room or other clinic areas
accessed by patients?
No. All surfaces need to have the ability to be cleaned and disinfected, so fabric chairs aren’t
appropriate.
 


What cleaning and disinfecting products should I use?
Approved cleaning and disinfecting product guidelines are outlined in the ACAC COVID-19
Pandemic Practice Directive.
 


A local company is producing hand sanitizer. Can I use it?
Yes, as long as it meets the requirements in the COVID-19 Pandemic Practice Directive for
alcohol-based hand sanitizer. 


Why do I have to change out of my clinic clothes if I am going straight home?
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Changing out of the clothes that you worked in is essential in limiting potential spread of
COVID-19. During a workday you will interact with many people who have potentially been in
contact with many other people, locations and surfaces. 


Are there any special precautions we must take with products inside our clinics (e.g.
nutrition and gels). Are patients allowed to access products, touch and purchase
them?


All non-hard surface products must be out of patient reach. The lowest risk way to manage
hard-surface products in the clinic would be to move the products out of the reach of patients.
If moving hard-surface products out of the reach of patients is not possible, then signage
should be used to ask patients not to touch. Product areas should be disinfected as part of the
hard surface cleaning. 
 


Physical distancing
With the COVID-19 Pandemic Practice Directive are there any restrictions or extra measures to
be taken when working with an open area treatment space with no walls between tables/beds?
The same rules of physical distancing and infection prevention and control apply regardless of
the space in which treatment is provided. A minimum distance of two metres must be
maintained between all patients in your clinic.
 


How many patients can be in the clinic at one time? Does the ‘15 patients’
limit include sta�?
Physical distancing rules apply in waiting rooms. Seats must be spaced to maintain a minimum
distance of two metres between patients (exception for members of the same household).
Unless you have a very large waiting room, you will not be able to accommodate 15 patients in
your waiting area. Alternate options can be explored such as having patients wait in their cars
until their appointment time, then proceeding right to the treatment room. Complete
instructions surrounding physical distancing can be found in the Pandemic Practice Directive.
 


Is there a limit on the number of members and sta� working at one
time?
There is no limit set for the number of members and sta� that can work at one time, however
employers are encouraged to maintain physical distancing at work. The important thing is that
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the guidelines and requirements are met for your clinic, based on your unique operational
requirements.
 


Is there a limit on the number of hours a clinic can be open?
There are no limits on hours of operation. Patient appointments should be scheduled to
facilitate physical distancing, and to ensure that no more than 15 patients are in waiting areas
if physical distancing allows within the space. Su�cient time must be provided between
appointments for the area the patient occupied to be cleaned and disinfected. 


Can I block book (schedule multiple appointments at the same time) patients?


Physical distancing must always be maintained. Clinics must manage the �ow of patients in and
out of the clinic environment. Transition areas such as entrances and exits are the hardest to
manage for clinics with respect to physical distancing. The clinic must manage the schedule
and bookings to always maintain physical distancing requirements. 


Do we need barriers for our reception desks?
Employees and the public should be two metres from each other. If two metres cannot be
maintained at reception/payment area, other non-contact electronic payment means can be
used, or installation of a plexiglass or plastic barrier can be used to protect reception sta�.
Many local companies are re-tooling to do installations of barriers in local businesses.
 


Personal Protective Equipment (PPE)


Do members need to wear masks when treating patients? Gloves?
Gowns?
A surgical/procedure mask must be worn by the member when treating patients and a physical
distance of two metres cannot be maintained. Single use gloves may be used but are not
required. Gowns are not required.
 


What type of mask is required? Can I wear a cloth or homemade mask
when treating patients? 
A standard health-care grade procedure mask or surgical mask (e.g. Level 1) is required. N95
masks are not required for chiropractic care. Members may not use homemade or cloth
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masks, as they are not approved for health-care settings.
 


Do sta� need to wear a mask? Can reception sta� wear cloth masks?
Updated November 25, 2020 
As of the COVID-19 announcement on November 24, 2020, masking in all indoor workspaces
is mandatory in the Calgary and Edmonton areas. Some municipal orders may also require the
donning of masks. Cotton or homemade masks are not acceptable for chiropractor or
chiropractic sta� use. 
 


Do my patients have to wear masks?  
Updated November 25, 2020 
As of the COVID-19 announcement on November 24, 2020, masking in all indoor workspaces
is mandatory in the Calgary and Edmonton areas. Additionally, some municipal orders require
the donning of masks for patients. For interpretation chiropractor o�ces are considered public
access facilities, therefore must adopt the public guidelines in orders provided.  


Patient masking is not a requirement within the COVID-19 Pandemic Practice Directive. Given
the current public and government concern with the increase in COVID numbers, the ACAC
strongly recommends that patient masking occur in all chiropractic o�ces.  


If patients are asked to mask, some considerations for the clinic include: 
a reasonable risk assessment of which patients need a mask
whether or not the clinic will supply masks
whether lack of access to a mask will impede patient access to care


Can patients wear cloth masks?
Updated November 25, 2020 
Cotton or homemade masks with at least three layers of material are acceptable for patient
use, but not for chiropractor or chiropractic sta� use.


How do I secure PPE?
The Canadian Chiropractic Association (CCA) has secured a national distributor with access to
appropriate masks, Health Canada approved hand sanitizer, and other PPE that you may wish
to purchase. Go to www.o�cedeals.co and remember to enter CHIROSTRONG before checking
out to receive your discount. You will also need your CCA member ID. Alberta Chiropractors



https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2017/zones.html

https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2017/zones.html

http://www.officedeals.co/
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who know or have been presented with other opportunities to procure PPE, provide that
information to the ACAC for posting on the ACAC marketplace.
 


Can I practice acupuncture?
Chiropractors authorized to perform the restricted activity of acupuncture by the ACAC may
currently practice this modality, provided they continue to employ the highest standards of
aseptic practice. This change is re�ected in the Introduction section of the directive.
 


Can I practice Telehealth?
Telehealth is part of the strategy to reduce in-person contact by providing treatments or
consultations via telecommunication. To practice Telehealth, chiropractors must �rst obtain
approval from the ACAC. 
 


Miscellaneous


Reminder from the Registrar on advertising
Chiropractors should avoid making any unsubstantiated claims concerning the role of
chiropractic care in preventing or managing COVID-19, immunity or related viral infections, as
per Standard of Practice 1.1. The ACAC is monitoring social media and online content to ensure
compliance with advertising standards. Failure to comply may lead to a complaint.
 


Can I practice mobile chiropractic, such as house calls during the
pandemic?
E�ective May 25, 2020, upon motion from Council, mobile chiropractic during COVID-19 is
permitted with compliance with the requirements of the Pandemic Practice Directive. Patient
preference to receive mobile chiropractic does not mean mobile chiropractic is appropriate
from a risk/bene�t perspective. Considering COVID-19, the risks must be verbally disclosed to
patients and how these risks are mitigated. If the risk cannot be mitigated for both patient and
chiropractor, then treatment must not occur regardless of setting.
 


When does the COVID-19 Pandemic Practice Directive take e�ect?



http://https//albertachiro.com/ACAC/Practice_Resources/Temporary_telehealth_permission.aspx
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The COVID-19 Pandemic Practice Directive took e�ect on May 4, when chiropractic clinics were
able to re-open. E�ective May 4, all clinics that re-open are required to follow the policy as well
as the guidelines received from the Chief Medical O�cer of Health.
 


Who should I contact if I have questions?
If you have questions, please contact the ACAC at o�ce@albertachiro.com and we will respond
to you as quickly as possible. If you have a question, it’s likely that other chiropractors are
having the same question. We’ll answer your question if we can, follow up with the
Government on anything that requires further investigation and continue to update you on any
news.
 


ABOUT


 Chiropractors


 Chiropractic treatment


 ACAC


 Collaborative care


 Careers


 Legislation


 FAQs


 Legal


 Privacy policy


 



mailto:office@albertachiro.com

https://albertachiro.com/about-chiropractors

https://albertachiro.com/chiropractic-treatment

https://albertachiro.com/ACAC/About/Association_and_regulatory_body/About_ACAC/ACAC/About/About_ACAC.aspx?hkey=60104732-1c14-4f70-9bb6-01c45176c44f

https://albertachiro.com/collaborative-care

https://albertachiro.com/careers

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/about-chiro-faq

https://albertachiro.com/legal

https://albertachiro.com/privacy-policy
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COVERAGE


 Motor vehicle accidents (MVA)


 Workplace injury (WCB)


 Insurance


 Seniors' funding


 Federal programs


 


PROGRAMS AND RESOURCES


 Straighten Up Alberta


 Kids’ health


 Workplace safety


 Evidence-based research


 



https://albertachiro.com/mva

https://albertachiro.com/wcb

https://albertachiro.com/insurance

https://albertachiro.com/seniors-funding

https://albertachiro.com/federal-programs

https://albertachiro.com/sua

https://albertachiro.com/kids-health

https://albertachiro.com/workplace-safety

https://albertachiro.com/evidence-based-research
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CONTACT THE ACAC


11203 - 70 Street NW, Edmonton, AB, T5B 1T1
Phone: 780.420.0932
Fax: 780.425.6583
Email: o�ce@albertachiro.com


FOLLOW US


  
 



mailto:office@albertachiro.com

https://www.facebook.com/AlbertaChiropractors

https://twitter.com/AlbertaChiro

https://www.youtube.com/channel/UCexuqFEmegVbUTmAzX4Ml6w
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


NOTICE TO MEMBERS


COVID-19 update: chiropractic clinics to remain open,
new restrictions announced


December 9, 2020


Dear Colleagues, 
 


On December 8, Alberta introduced additional mandatory, provincial measures in response to rising COVID-
19 case counts.
 


Chiropractic clinics are permitted to stay open for in-person care.


Following ACAC advocacy this morning, the Government of Alberta's COVID-19 Information for
Albertans webpage now speci�cally mentions chiropractors under the Business and Service
Restrictions header and Health, Social and Professional Services drop-down tab. Because there
may be confusion amongst the public about what is allowed to remain open, we encourage you
to proactively notify your patients that as a regulated health provider you are able to remain
open and provide care. 


Masking is mandatory in all indoor workplaces and facilities outside the home across the province, e�ective
immediately. This means that in addition to chiropractors and sta� masking, patients who are seeking care
will also be required to mask to attend in your clinic. There are no exemptions to chiropractors and sta�
masking. There may be a masking exemption for patients, however, chiropractors and sta� who treat
patients that are not masked will have an increased risk of becoming a close contact for COVID-19. (CMOH
Order 38-2020 and CMOH Order 41-2020)
 


Government also implemented mandatory work from home measures, e�ective 12:01 a.m., December 13,
unless the employer determines their work requires a physical presence for operational e�ectiveness. This
will have an impact on the ACAC o�ce operations as outlined below. 
 


All measures are in e�ect throughout Alberta for at least four weeks.
 


Continue to follow the ACAC COVID-19 Pandemic Practice Directive and any provincial or local bylaws or
regulations related to public health protocols. If you have speci�c questions, please contact the ACAC o�ce.


C-18
September 1, 2021
Hearing



https://www.albertachiro.com/

https://albertachiro.com/council

https://albertachiro.com/contact

https://www.alberta.ca/enhanced-public-health-measures.aspx

https://open.alberta.ca/dataset/04afb7ea-dde7-4255-a16f-744f378fe0a0/resource/d9ee39d8-7446-4d61-9714-f3aa84202b3b/download/health-cmoh-record-of-decision-cmoh-order-38-2020.pdf

https://www.alberta.ca/assets/documents/health-cmoh-order-41-2020.pdf

https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/ACAC%20COVID-19%20pandemic%20practice%20directive%20rev%2005-25-2020%20%286%29.pdf
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The provincial government also announced further supports for small businesses that have been negatively
impacted by the operating restrictions, that may be of interest for your clinics. The Small and Medium
Enterprise Relaunch Grant has been increased so businesses can gain up to $15,000 in additional supports,
eligibility requirements were revised lower, and the eligibility period was extended.
 


IMPACTS ON ACAC OPERATIONS
The ACAC will be operating with limited in-o�ce sta� starting Monday, December 14. This means the ACAC
phone line will not be answered personally, so callers will need to use the internal directory to direct your call
to a sta� member. Response times to your inquiries may be longer than normal, as a result. Contact
information is listed below and on the ACAC website.
 


Additionally, the ACAC o�ce will be fully closed for the holiday break starting 12 p.m. on December 24. We
will re-open at 8 a.m. on January 4, 2021.
 


If you experience a COVID-19 emergency and you cannot obtain guidance from public health, you can email
registrar@albertachiro.com and the regulatory team will aim to get back to you within 24 hours.
 


Sta� contact information:


Sheila Steger, CEO (ext 200) 


Dr. Todd Halowski, Registrar (ext 140) 
COVID-19 response, legislation and regulations, Privacy Impact Assessments, clinical questions, patient
billing, privacy, clinical competence, therapies 


David Lawrence, Complaints Director (ext 170) 
Complaints, privacy breaches, secondary contact for COVID-19 response 


Amber Nelson, Professional Practice O�cer and Hearings Director (ext 150) 
Licensing, preceptorships, x-ray QA, change of status, laser registration 


Llana Lefebvre, Regulatory O�cer (ext 100) 
Member pro�le inquiries, practice reviews, continuing education, professional corporation registration
and renewal, MVA/DTPR, WCB, informed consent documents, malpractice coverage requirements,
letters of good standing, CC applications 


Debra-Lynn Clouthier, COO (ext 210) 
Member invoicing, accounts payable and receivable 


Tracy McLeod, Executive Assistant to CEO (ext 250) 


Parker Hogan, Director Member and External Relations (ext 220) 
Member relations, communications and marketing, government and media relations, issues and crisis
management 



https://www.alberta.ca/sme-relaunch-grant.aspx

https://albertachiro.com/ACAC/ACAC_staff_extensions.aspx

mailto:registrar@albertachiro.com

mailto:ssteger@albertachiro.com

mailto:thalowski@albertachiro.com

mailto:dlawrence@albertachiro.com

mailto:anelson@albertachiro.com

mailto:llefebvre@albertachiro.com

mailto:dclouthier@albertachiro.com

mailto:tmcleod@albertachiro.com

mailto:phogan@albertachiro.com
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Mikiko Van Horn, Senior Public Relations Coordinator (ext 240) 
Presentations, research, marketing and advertising, community-based programs 


Amanda Wolfer, Digital Communications Coordinator (ext 230) 
Marketplace, website content, e-newsletters and e-communication


Links:


Alberta government announcement 


Alberta government COVID-19 resources  


Alberta government business support announcement 


Sheila J. Steger
ACAC CEO


Dr. Todd Halowski
ACAC Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583



mailto:mvanhorn@albertachiro.com

mailto:awolfer@albertachiro.com

https://www.alberta.ca/release.cfm?xID=75859ADEA5D5E-045D-2386-0CB140C175A800DD

https://www.alberta.ca/coronavirus-info-for-albertans.aspx

https://www.alberta.ca/release.cfm?xID=75857AD8FABE4-FC8C-5401-C9D635A7F9FFE8C0

https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5712194.html?modified=1607530328788

https://www.facebook.com/AlbertaChiropractors/

https://twitter.com/AlbertaChiro

https://ca.linkedin.com/company/alberta-college-and-association-of-chiropractors
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Effective May 3, 2020  


Revision 1 - May 25, 2020 


Revision 2 - January 6, 2021 


 


Introduction 
The Government of Alberta introduced plans to “Re-open Alberta” on April 30, 2020. This directive 
defines the requirements chiropractors must follow to ensure safe practice with pandemic public health 
measures as a result of COVID-19.  This directive is an addendum to Standard of Practice 4.3: Infection 
Prevention and Control. 
 
In response to the current environment, the circumstances and requirements asked of health providers 
when chiropractors return to practice may change rapidly. Clinicians will need to respond quickly to 
changes signaled from Government and the ACAC.   
 


Note to chiropractors: This directive is current as of the date of publication and reflects the 
rules and requirements for chiropractors. In the event of a discrepancy between this 
information and the directives of provincial public health authorities, the directions of the 
provincial public health authority take precedence. 
 


 
As regulated health professionals, chiropractors are required to: 
 


1. Follow all mandates and recommendations from Public Health and the Government of Alberta 
regarding your personal and professional conduct. As a regulated health professional, you have 
a fiduciary responsibility to follow all civil orders that originate from any level of government.   


2. Read and adhere to all communication from the ACAC.   


The ACAC continues to consult with external stakeholders, including the Ministry of Health and the Chief 
Medical Officer of Health (CMOH) and will adapt this directive based on expert recommendations. The 
ACAC exists to protect the public and its members, and this directive is created to ensure the health and 
safety of both the public and chiropractors while instilling patient confidence as they safely access 
chiropractic care.  
 


Mobile chiropractic 
Mobile chiropractic during COVID-19 is permitted with compliance with the requirements of the Pandemic 
Practice Directive. Patient preference to receive mobile chiropractic does not mean mobile chiropractic is 
appropriate from a risk/benefit perspective. Considering COVID-19, the risks must be verbally disclosed 
to patients and how these risks are mitigated. If the risk cannot be mitigated for both patient and 
chiropractor, then treatment must not occur regardless of setting.   
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Acupuncture 
Chiropractors authorized to perform the restricted activity of acupuncture by the ACAC may practice this 
modality at this time. Chiropractors are permitted to use acupuncture are required to continue to employ 
the highest standards of aseptic practice.   
 


Requirements 
This directive includes requirements regarding:  


1. Screening 
2. Hand hygiene 
3. Environmental cleaning and disinfection 
4. Physical distancing 
5. Use of PPE 
6. Exclusion or work restrictions during staff or chiropractor illness 


Standard of Practice 4.3 – Infection Prevention and Control, and this directive must be completely 
reviewed and applied before you open your practice to the public. Chiropractors and clinic owners are 
responsible to ensure staff have read and are able to ask questions regarding this directive. Staff must 
be trained and audited on the implementation of all policies and procedures.   


 
Patient screening 
Chiropractors must assess and screen patients for symptoms of COVID-19 as per the requirements of 
Public Health. Patients exhibiting signs and symptoms consistent with COVID-19 should not present for 
clinical services during the pandemic.  
 
Clinic staff should collect simple screening information at the time of booking the appointment and 
again in-person at the time of the patient’s visit to the clinic. People who accompany patients, such as 
parents, caregivers or companions, must be screened with the same questions as the patient. 
 


Screening patients who have had the COVID-19 vaccine (added January 6, 2021) 
Even with the introduction of COVID-19 vaccines, patients and/or companions that have received the 
vaccine must still be screened for symptoms. If a patient is screened and found to be symptomatic, they 
must isolate until their symptoms subside.  
 
Some people may exhibit symptoms within 48 hours post-vaccination. As a precaution, people 
experiencing symptoms within 48 hours of vaccination should not be seen as they may have COVID-19. 
Additionally, if the symptoms persist past 48 hours post-vaccination, Alberta Health Services requires 
COVID-19 testing. If their symptoms subside and they are COVID-19 negative, then they are eligible for 
care.  
 
Patients and/or companions exhibiting symptoms should not receive chiropractic treatment at this time 
and should be directed to call Health Link 811.  
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Screening questions that must be asked of patients and companions: 
1. Do you have current symptoms of COVID-19, such as: 


a. a fever  
b. a new or changed chronic cough 
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 
g. A recent loss of sense of smell or taste 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use)? 


 
Signage indicating screening criteria should be posted in a location that is visible before entering the clinic. 
 
A registry of all people entering the clinic should be kept to aid in contact tracing if required. This would 
include people in the clinic aside from patients (e.g. couriers, guardians accompanying a patient, etc). This 
is not an open sign-in book and should be kept and managed privately by the clinic. This registry must be 
kept while this directive remains in place.  
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres. 
o Have the patient complete hand hygiene. 
o Provide a new mask for the patient to don. 
o Segregate the patient from others in the clinic.  
o Explain the concern that they are symptomatic, discontinue treatment and reschedule 


the appointment.  
o Advise the patient they should self-isolate, complete the online self-assessment tool and 


call Health Link 811. 
o Clean and disinfect the practice area immediately.  
o As an employer, the chiropractor must ensure a record is kept of all close contacts of 


the symptomatic client and other visitors and staff in the clinic at the time of the visit.  
This information will be necessary for contact tracing if the patient/client later tests 
positive symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 
 
 


Hand hygiene 
Hand hygiene is recognized as the single most important infection prevention and control (IPC) practice 
to break the chain of transmission of infectious diseases, including respiratory illness such as COVID-19.  
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Hand hygiene can be accomplished by either washing hands with soap and water and then drying with 
single use cloth or paper towels or using alcohol-based hand sanitizer.  Alcohol-based hand sanitizer must 
be approved by Health Canada (denoted by a Drug Identification Number (DIN) or Natural Product Number 
(NPN), with a final concentration of 60-80 per cent ethanol or 60-75 per cent isopropanol. 
 
When hands are visibly soiled, they must be cleaned with soap and water as opposed to using alcohol-
based hand rub. 
 
Single use cloth towels that are used in the clinic for hand hygiene must be laundered in hot water 
(above 60°C) with regular laundry soap and fully dried before being used again.  Staff that is handling 
towels should be gloved for both dirty and clean laundry processing. Staff must always use new gloves 
when handling clean laundry. 
 
A significant component of hand hygiene is not touching your face. In addition to proper hand hygiene, 
chiropractors and staff must also avoid touching their face and practice respiratory etiquette by 
coughing or sneezing into their elbow or covering coughs and sneezes with a facial tissue and then 
disposing of the tissue immediately. When contact with the face or a tissue is made, hand hygiene must 
occur before resuming any activities in the clinic environment.   


Hand hygiene is required to be performed by: 
• Chiropractors when: 


o entering the clinic 
o before contact with each patient 
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after contact with each patient 
o after contact with a patient’s surroundings or belongings 
o before donning PPE 
o after donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 


• Staff when: 
o entering the clinic 
o before interaction with a patient  
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after interaction with a patient 
o before donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 
o after financial transactions or administration of paperwork involving patients 


• Patients when: 
o entering the clinic 
o entering the treatment area if the patient does not proceed directly to a treatment 


room upon entering the clinic 
o before and after use of weights, exercise equipment or similar shared equipment 
o prior to processing payment 
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Environment cleaning and disinfection 
Effective cleaning and disinfection are essential to avoid the possible spread of COVID-19, which is 
spread through contact with respiratory droplets or contact with contaminated surfaces. The COVID-19 
virus can survive for differing periods of time depending on the surfaces it lands on. Frequent cleaning 
and disinfection is necessary to prevent spread of the disease.   
 
Cleaning products remove soiling such as dirt, dust and oils, but do not always sanitize surfaces. 
Disinfectants are applied after cleaning to sanitize resulting in the destruction of germs. 
 
Read, understand and apply the cleaning standards from the Health Canada guide on cleaning and 
disinfecting public spaces during COVID-19.  


Proper disinfectant products 
Disinfectants with an 8-digit Drug Identification Number (DIN) or Natural Product Number (NPN) issued 
by Health Canada are approved for use. During the pandemic, only the Health Canada-approved 
disinfectants with a virucidal claim are appropriate for the elimination of viruses in the clinic 
environment. The disinfectant product manufacturer’s instructions must be followed for use, safety, 
contact time, storage and shelf life.  
 
Alternatively, per Alberta Health Service cleaning guidelines, you can make a 1000ppm bleach water 
solution by mixing 20 ml (4 teaspoons) of unscented, household bleach with 1000 ml (4 cups) of water. 
Ensure the surface remains wet with the bleach water solution for 1 minute. 
 
Vinegar, tea tree oil solutions, Thieves’ oil and similar solutions are not proven to be effective 
disinfectants and cannot be used in place of Health Canada-approved disinfectants. It is a requirement 
that only approved disinfectants with a virucidal claim are used to limit the spread of COVID-19. 
 
Be sure you and your staff take appropriate precautions when using chemicals for cleaning and 
disinfecting. This can be done by consulting the Manufacturer’s Safety Data Sheets when using cleaners 
and disinfectants. Staff must be supplied with the appropriate safety equipment (gloves and masks) to 
protect themselves when they clean and disinfect. 
 
The frequency of cleaning and disinfection is dependent on the nature of use/contact of the 
surface/item in question: 


• Patient care/patient contact items must be cleaned and disinfected between each patient/use. 
Examples of patient contact items include but are not limited to: 


o treatment tables, all contact surfaces, and the entire headpiece and hand rests 
 discontinue use of the central holding bar for headrest paper 
 discontinue use of any permanent treatment material that cannot be cleaned 


and disinfected (for example, upholstered cloth treatment tables where the 
cloth cannot be properly disinfected must be discontinued) 


o exercise equipment 
o therapeutic tools and devices 
o diagnostic tools and devices 
o procedural work surfaces 
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• Commonly touched areas must be cleaned and disinfected a minimum of twice daily or whenever 
visibly soiled. Commonly touched areas include but are not limited to:  


o light switches, doorknobs, toilets, taps, handrails, counter tops, touch screens/mobile 
devices, phones and keyboards 


o The payment machine must be cleaned after each patient encounter. 
o Clipboards that patients contact must be disinfected after each patient encounter.  
o Pens/pencils used by patients must be disinfected after each patient use or be single-use 


only 
• Any cloth items, such as towels, sheets, headrest coverings, etc., that are used in the clinic must 


be laundered in hot water (above 60°C) with regular laundry soap before being dried and used 
again.  Staff that is handling these items should be gloved for both dirty and clean laundry 
processing. Staff must always use new gloves when handling clean laundry. 


Required clinic environment adaptations 
• Books, magazines, toys and remote controls must be removed from patient areas. 
• Discontinue patient-accessible literature displays and directly dispense to patients or move to 


electronic distribution.  
• Self-serve candy dish, baked goods and other open or unsealed consumables are not permitted. 
• Chiropractic table surfaces with tears must be immediately repaired and then replaced as soon 


as reasonably possible.  
o At no time may patient care be provided on a table with exposed foam. 
o Duct tape is acceptable for emergency repair use only. It is expected that the 


arrangement for suitable long-term repair or replacement is initiated within two 
business days of the discovery of the tear. 


• Cloth upholstery on furniture and treatment tables that can be properly disinfected may 
continue to be used.  


o If the cloth upholstery cannot be properly disinfected, it must be removed from the 
clinic environment.  


• A regular schedule for periodic environmental cleaning must be established and documented.  
 


Physical distancing 


Requirements for managing clinical space: 
• The CMOH orders on gathering size prohibits more than 15 people (for examples patients and 


guardians). However, this does not prohibit health-care settings from having more than 15 staff 
in a workplace.  


• Members of the public must be two metres from each other. This applies in the following 
spaces: 


o treatment areas 
o waiting areas - seats must be spaced to maintain two metre distance 
o transition areas 
o People who live together are exempt from this requirement with each other. 
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o Caregivers and companions that are required to attend with patients are exempt from 
this requirement.   


• Non-clinical employees and the public must be two metres from each other. 
o Reception and payment area - If two metres cannot be maintained at 


reception/payment area, either staff must be continuously masked or the installation of 
a plexiglass or plastic barrier must occur to protect reception staff. 


• The treating practitioner must be two metres from the public when conversing.   
• Restrict access to the practice environment to those who must be present, including patients, 


patient chaperones or companions, and staff members.  
• To aid in physical distancing, give consideration to: 


o Having patients wait in vehicle until their appointment time.  
o Using Telehealth as a substitute for in-person care as appropriate. 


Managing the clinical schedule: 
• Ensuring that booking practices (duration of treatment visits and number of patients in the 


practice at any given time) comply with ongoing CMOH directives on group gatherings and 
occupancy limits.  


• This includes ensuring booking practices enable physical distancing between patients during 
treatment sessions and provide adequate time to clean and disinfect clinic equipment between 
patients.  


• When scheduling, give consideration to dedicated and/or off-hours treatment for high-risk 
populations. 


Personal Protective Equipment 
Personal protective equipment (PPE) is an essential element in preventing the transmission of disease-
causing microorganisms. If used incorrectly, PPE will fail to prevent transmission and may facilitate the 
spread of disease. 


Staff and practitioner PPE 
On April 23, 2020, Alberta Health Services announced, “Effective immediately, AHS is advising all health-
care workers providing direct patient care in both AHS and community settings to wear a 
surgical/procedure mask continuously, at all times and in all areas of the workplace if they are involved in 
direct patient contact or cannot maintain adequate physical distancing from patients and co-workers”.  


PPE requirements 
• Surgical or procedure masks are the minimum acceptable standard. 
• Chiropractors and clinical staff: must be masked at all times while providing patient care. 
• Non-clinical staff: must be masked when a physical distance of two metres cannot be maintained. 


One mask may be used for the entire work shift, but must be discarded and replaced when wet, damaged 
or soiled, when taking a break and at the end of the day. N95 respirators are not required. Cloth masks 
are not permitted as they are not approved for health-care settings.  
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PPE masks must be donned and doffed using the following specific sequence to prevent contamination. 
AHS has provided further instructions for health-care workers (please refer to the reference section at the 
end of this document). 


Donning mask: 


1. Perform hand hygiene 
2. Open mask fully to cover from nose to below chin. 
3. Put on mask 
4. Secure ties to head (top first) or elastic loops behind ears 
5. Mould the flexible band to the bridge of nose (if applicable) 
6. Ensure snug fit to face and below chin with no gaping or venting 


Doffing mask: 


1. Perform hand hygiene 
2. Do not touch the front of the mask 
3. Carefully remove mask by bending forward slightly, touching only the ties or elastic loops 
4. Undo the bottom tie first then undo the top tie 
5. Discard the mask in the garbage 
6. If the mask itself is touched during doffing, perform hand hygiene 
7. Never reuse masks 


 
It is essential that all chiropractors and staff providing services in a clinic are aware of the proper donning 
and doffing of PPE. The use of PPE must be precise and ordered to limit the spread of COVID-19.  
AHS PPE Resources must be reviewed and understood before all chiropractors and staff provide patient 
care. Training and practice of donning and doffing PPE within your facility are essential to ensure the 
proper use of PPE in support of limiting the spread of COVID-19. 


PPE recommendation 
In addition to the continuous masking requirement, the ACAC strongly recommends the continuous use 
of eye protection (e.g. goggles, face shield, or procedure mask with built-in eye shield) be employed 
during patient care.  Doing so reduces the risk that you, or your staff involved in providing patient care, 
will be deemed a close contact and be required to self-isolate in the event of an exposure. 


Patient provision of PPE 
Clinics are not required to provide surgical masks for patients. However, chiropractors may choose to 
provide masks for patients. If a chiropractor chooses to provide masks for patients, the chiropractor or 
staff must educate the patient on the proper donning and doffing of masks and observe that it occurs 
properly.   
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres 
o Have the patient complete hand hygiene 
o Provide a new mask for the patient to don 
o Segregate the patient from others in the clinic 
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o Explain the concern that they are symptomatic, discontinue treatment and reschedule 
the appointment 


o Advise the patient they should self-isolate, complete the online self-assessment tool and 
call Health Link 811 


o Clean and disinfect the practice area immediately 
o The chiropractor as an employer must ensure a record is kept of all close contacts of 


symptomatic client/patients. This information will be necessary for contact tracing if the 
patient/client later becomes symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 


Clinic clothing 
Clean clothes must be worn by the practitioner and staff each day.  
 
If the practitioner and staff drive directly from their home to the clinic, no change of clothes is required. 
However, if they stop at other locations on their way to the clinic, then donning new clean clothes in the 
clinic is required. 
 
Clothes worn in the clinic must not be worn in public afterwards. Practitioners and staff must change 
into different clothes at the end of their shift. 
 
To clean clothes worn in the clinic, wash clothing in hot water (above 60°C) with regular laundry soap.  


Exclusion or work restrictions in the case of staff or chiropractor 
illness 
Staff and chiropractors must self-screen for symptoms before arrival at work with the same symptom 
screening questions used for patients. If screening is positive, staff and chiropractors must not come to 
the clinic. 
 
Staff and chiropractors must complete a recorded formal screening upon arrival at work. This screening 
history must be kept while this directive remains in place.  


Screening questions that must be asked with staff and chiropractors, and a record kept: 


1. Do you have current symptoms of COVID-19, such as: 
a. a fever 
b. a new or changed chronic cough 
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 
g. A recent loss of sense of smell or taste 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use).  
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Per the CMOH, chiropractors and staff who screen positive for the questions above are not eligible to 
work. Current requirements from Alberta Health state that self-isolation must continue, and workers 
must not return to work, until 10 days have passed from symptom onset or until symptoms resolve, 
whichever is longer. 
 
Per the CMOH, chiropractors and staff must also immediately inform their direct supervisor at the onset 
of any symptoms from the screening questions. Chiropractors who become symptomatic while treating 
patients must stop seeing patients immediately and follow self-isolation procedures. 
 
This requirement is subject to change and chiropractors are directed to stay up to date with the 
directives of the CMOH. Chiropractors are reminded that employers may also set requirements for 
return to work, so long as those requirements are not less stringent than those established by the 
CMOH.  
 
All workplaces must develop a workplace illness policy, as per the Government of Alberta’s requirements. 
A link to a reference guide is included in the resource page at the back. 


 


Exposure and/or close contact (added January 6, 2021) 
Chiropractors who become aware from patient disclosure that the non-symptomatic patient was later 
diagnosed positive with COVID-19 within 48 hours of attending in the clinic are required to self-audit for 
compliance to the practice directive. Self-isolation per public health guidelines is required if one or more 
of the following apply: 


• If the chiropractor or staff failed to follow this practice directive and; 
• Failed to screen for symptomatic patients 
• Removed their mask at any time during the patient encounter 
• If the chiropractor or staff did not perform hand hygiene as required.  


 
A Medical Officer of Health, or their designate (COVID-19 case manager) may contact the clinic or 
chiropractor directly to inform of COVID-19 exposure and investigate that exposure. That investigation 
may result in the determination that you or your staff are a close contact, which may result in the 
decision that you or your staff are required to isolate and/or test for COVID-19.  
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Resources 


General 
• ACAC – Returning to practice resources for chiropractors and clinics 
• Alberta Public Health Disease Management Guidelines 
• ACAC– COVID-19 Information for clinics 
• Standard of Practice 4.3 – Infection Prevention and Control 
• Telehealth Permission 
• Canadian Chiropractic Association Resource Centre 


Screening 
• Screening checklist 


Hand hygiene 
 


• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• Alberta Health - How to Use Alcohol-based Hand Rub 
• Alberta Health - How to Hand Wash  


Environmental cleaning and disinfection 
• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• COVID-19 Public Health Recommendations for Environmental Cleaning of Public Facilities 
• An investigation of bacterial contamination on treatment table surfaces of chiropractors in 


private practice and attitudes and practices concerning table disinfection 


Personal Protective Equipment 
• AHS Provided: Personal Protective Equipment (PPE): FAQs 
• AHS Provided: For Healthcare Workers: How to Wear a Mask 
• AHS PPE resources 


o Donning Poster 
o Doffing Poster 
o Donning and Doffing of PPE (Video) 
o For Healthcare worker: How to wear a Mask Poster 


Exclusion or work restrictions during staff or chiropractor illness 
• Screening checklist  
• COVID-19 assessment tool for health-care workers 
• COVID-19 information: Workplace Guidance for Business Owners 
• COVID-19 Alberta website for guidance for workplaces  


 



https://albertachiro.com/returning-to-practice

https://open.alberta.ca/dataset/a86d7a85-ce89-4e1c-9ec6-d1179674988f/resource/fbf3906c-0ebe-462d-bb23-0f2bbaa7598c/download/covid-19-guidelines-2020-08-28.pdf

https://albertachiro.com/covid

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/telehealth

https://www.chiropractic.ca/covid-19-resource-centre/

https://www.chiropractic.ca/covid-19-resource-centre/

https://albertachiro.com/returning-to-practice

https://albertachiro.com/returning-to-practice

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-flu-hand-rub-how-to.pdf

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-ipc-flu-handwash-how-to.pdf

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-environmental-cleaning-public-facilities.pdf

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-ppe-faq.pdf

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-donning-ppe-poster.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-doffing-ppe-poster.pdf

https://ahamms01.https.internapcdn.net/ahamms01/Content/AHS_Website/Information_For/if-hp-ipc-donning-and-doffing.mp4

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://albertachiro.com/returning-to-practice

https://www.alberta.ca/assets/documents/COVID-19-assessment-tool-for-health-care-workers-and-public-health-enforcement.pdf

https://www.alberta.ca/assets/documents/covid-19-workplace-guidance-for-business-owners.pdf

https://www.alberta.ca/guidance-for-workplaces.aspx
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Document: Appendix A to Record of Decision-CMOH Order 20-2021 


Subject: Businesses and Entities and Areas of Alberta subject to CMOH Order 20-2021 


Effective Date: May 5, 2021 


Scope of Application: As per Record of Decision -CMOH Order 20-2021 


Overview 
This document sets out the areas of Alberta in which businesses and entities must be closed to 
the public, limit their capacity or must schedule an appointment in order to provide services 
while Record of Decision - CMOH Order 20-2021 remains in effect. 


Businesses or entities that must be closed to the public 


1. Recreational or Entertainment Business or Entity
• a business or entity, or a business or entity that is similar in nature to those described in


this section, offering or providing access to the following types of recreational facilities
or entertainment facilities:


■ Community halls and centres;
■ Theatres, auditoriums, concert halls, and community theatres;
■ Banquet halls and conference centres;
■ Hotel meeting rooms;
■ Hotel pools, hot tubs, saunas and steam rooms.


2. Festival or Event Business or Entity
• a business or entity, or a business or entity that is similar in nature to those described in


this section, offering or providing any of the following activities:
■ Festivals;
■ Concerts;
■ Exhibitions;
■ Tradeshows;
■ Sporting events
■ Sporting and performance competitions.







3. Recreational or Entertainment Business or Entity
• a business or entity offering, or a business or entity that is similar in nature to those


described in this section, or providing access to the following types of recreational
facilities or entertainment facilities:


• Movie theatres, libraries and science centres;
• Day camps and overnight camps;
• Indoor children's play centres and indoor playgrounds;
• Museums and galleries;
• Casinos;
• Gaming Entertainment Centre ( as defined by the Alberta Gaming, Liquor and


Cannabis);
■ Nightclubs;
• Bingo halls, bowling alleys and pools halls;
• Racing Entertainment Centres;
• Indoor Recreation and Entertainment Centres;
• Amusement parks and water parks;
• Any indoor portion of an interpretative centre, excluding public washrooms;
• Any indoor portion of a zoo, excluding public washrooms.


4. Physical Activity, Performance Activity and Youth Group Recreational Activity
Business or Entity:


(a) Any business or entity operating to the extent necessary to offer or provide a location
for a physical activity to occur including but not limited to:
• Indoor gyms;
• Fitness centres;
• Recreation centres;
• Indoor arenas;
• Curling rinks;
• Studios (e.g. dance, yoga, Pilates, cycling, rowing);
• Indoor pools. Pools are defined under the Public Swimming Pools Regulation.


(b) Any business or entity operating to the extent necessary to offer or provide a location
for a performance activity to occur;


(c) Any business or entity operating to the extent necessary to offer or provide a location
for a youth group recreational activity to occur.


Businesses and entities that must limit capacity 


5. Retail Business or Entity
• a business or entity offering or providing any retail goods directly to the public, including


but not limited to, a business or entity that falls within one of the categories described
below:







■ Alcohol or cannabis stores;
■ Clothing stores;
■ Retail businesses and entities operating within a shopping centre or mall;
■ Shopping centres and malls;
■ Grocery stores;
■ Pet supply stores;
■ Pharmacies;
■ Hardware stores;
■ Automotive parts stores;
■ Computer/technology stores;
■ Gift shops;
■ Sporting goods stores;
■ Indoor markets.


Businesses and entities that must schedule an appointment in order to provide services 


6. Personal Service Business or Entity
• a business or entity offering or providing a personal service. For the purposes of this


Appendix, a "personal service" has the same meaning given to it in the Personal Services
Regulation, AR 1/2020, under the Public Health Act.


7. Wellness Service Business or Entity
• a business or entity offering or providing a wellness service, including massage therapy


services and reflexology services.


8. Lodging Business or Entity
• a business or entity offering or providing accommodations, including hotels, motels,


hunting and fishing lodges, and bed and breakfasts.


9. Professional Service Business or Entity
• a business or entity offering or providing the following professional services, including


but not limited to:
■ Legal services;
■ Tax services;
■ Financial advisory services;
■ Accountant or bookkeeping services;
■ Photography services;
■ Mediation services;
■ Instructional services provided to an individual;
■ Counselling services.







10. Areas where Restrictions Apply


• The following municipalities as defined in the Municipal Government Act, as well as all 
other municipalities and areas not specifically listed below but located within the 
geographic boundaries of the municipalities listed below:


• Clear Hills County
• l.d. No. 12 (Jasper National Park)
• 1.d. No. 13 (Elk Island)
• l.d. No. 24 (Wood Buffalo)
• l.d. No. 25 (Willmore Wilderness)
• l.d. No. 4 (Waterton)
• Municipal District Of Acadia No. 34
• Municipal District Of Ranchland No. 66
• Kananaskis Improvement District
• Saddle Hills County
• Birch Hills County
• Municipality Of Jasper
• Special Areas No. 3
• Thorhild County
• County Of Two Hills No. 21
• Starland County
• Woodlands County
• County Of Northern Lights
• County Of Newell
• Municipal District Of Opportunity No. 17
• Municipal District Of Spirit River No. 133
• County Of Paintearth No. 18
• Special Areas No. 4
• County Of Forty Mile No. 8
• Municipal District Of Provost No. 52
• Municipal District Of Smoky River No. 130
• Special Areas No. 2
• Municipal District Of Fairview No. 136
• Municipal District Of Pincher Creek No. 9
• Northern Sunrise County
• Vulcan County
• Municipality Of Crowsnest Pass
• Municipal District Of Greenview No. 16
• Town Of Drumheller
• Flagstaff County
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JIA  HU 
 


2304, 1111 – 10 St SW • Calgary, AB, Canada • T2R1E3 


+1 (587) 596-2294 • jiahu17@gmail.com 
 


 


EDUCATION:       


       


2017                University of Toronto (Toronto, Canada)  


                        Specialist training in Public Health and Preventive Medicine 


 


2015                London School of Economics & London School of Hygiene & Tropical Medicine (London, UK)   


                        Masters in Health Policy, Planning, and Finance  


 


2014                University of Toronto & St. Michael's Hospital (Toronto, Canada)    


                        Clinical training in family medicine with a focus on marginalized patients (HIV, homeless, refugees) 


 


2012                University of Alberta (Edmonton, Canada)        


                        Doctor of Medicine | Awarded Dean's Citation - highest entrance scholarship  


 


2007                Harvard University (Cambridge, USA)      


Honors Bachelor of Arts in Economics, focus on development economics (transferred from University 


of Alberta in 2005)  


 


NON-CLINICAL WORK EXPERIENCE: 


 


Aug 20-present Chair and co-founder, 19 To Zero (Calgary, Canada) 


• 19 To Zero is a 500+ person coalition of public health, academia, government officials, civil 


society organizations, and private sector partners with a primary focus on COVID-19 behaviour 


change and vaccine uptake 


• Lead efforts around healthcare worker education and engagement; community outreach, large-


scale data-driven marketing campaigns, and comprehensive social media analysis and 


interventions 


• Within Canada, work with dozens of organizations like PHAC, Ontario Ministry of Health, 


AHS/AH, regional/local health authorities, municipalities, to support COVID-19 work 


• On the research side, lead a team of 10+ principal investigators with expertise in public health, 


behavioural economics, vaccinology, machine learning, etc. across Canada, the United States, and 


globally to generate the data to inform interventions 


• Lead global vaccine confidence work in my role as head of  CONVINCE 


(https://www.vaccineconfidence.org/convince) Canada alongside Dr Heidi Larson from LSHTM 


and Dr Scott Ratzan from CUNY with dozens of partners like the WHO, UN, national CDCs and 


public health agencies, and civil society organizations 


 


Feb 20-present Corporate Medical Director, Canadian Pension Plan Investments (Toronto, Canada) 


• Providing advice on a wide range of health issues to improve employee health & wellness, with a 


focus on COVID-19 preparedness and response 


• This role is through Cleveland Clinic Canada’s Strategic Advisory Practice, so I have supported 


other clients including Air Canada, Purolator, Shoppers Drug Mart, retail banks (TD, Scotiabank, 


BMO, etc.), etc. 


 


Sep 18-May 21 Medical Officer of Health, Alberta Health Services (AHS) (Calgary, Canada) 


• Helping lead Calgary Zone and Alberta’s COVID response – with highlights including: 
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o Coordinated the development of the COVID Care Pathway (that enabled family 


doctors to follow-up with all COVID+ patients) 


o Led the Cargill outbreak response, including rapidly coordinating work between 


public health, all primary care in Calgary Zone, and newcomer organizations to 


respond urgently to the health and socioeconomic needs of affected workers 


o Increased contact tracing capacity 8-fold in three weeks by training medical students 


o Worked with University of Calgary Dean’s Task Force to support COVID, with 


initiatives including local production of PPE, deployment of nursing & social work 


students to COVID response, etc.  


o Led the AHS rollout of North America’s first contact tracing app 


• Prior to COVID, responsible for communicable disease control and immunization-related issues 


(case and outbreak management, operational improvement, policy development)  


 


Jul 17-Sep 18 Associate Consultant: McKinsey & Company (Toronto, Canada)              


• Conducted a due diligence on an antibiotics manufacturer, which involved estimating current and 


future rates of ESBL & CRE and modelling the potential addressable market of novel medicines 


targeting these diseases.  


• Performed a strategic analysis for a large healthcare distributor (>$100 billion in revenue) and 


identified value creation opportunities in terms of growth, cost reduction, and improved capital 


efficiency across its major business units. 


 


May 17-Feb 17 Consultant (part-time): Public Health Agency of Canada (Ottawa, Canada)              


• Drafted immunogenicity recommendations for Shingrix (novel zoster vaccine) used to inform 


national guidelines on its use and administration. 


 


Oct 14-Aug 17 Policy consultant (part-time): London School of Economics Enterprise (London, UK)              


• Led a team of six to write an overview of Chinese pharmaceutical policy along with reform 


recommendations, a document commissioned by China's State Council.  


• Consulted on health systems reform, particularly in healthcare financing, for various national 


governments. 


 


 


CLINICAL WORK EXPERIENCE: 


Jul 14-present Physician, East Edmonton Family Care Centre and Medicentres Canada (Edmonton & Calgary, 


Canada)              


• Providing full-scope family practice in both a walk-in clinic setting as well as at an inner city 


clinic for patients with complex medical, mental health, and substance abuse issues.  


 


Mar 19-present Long-Term Care Physician, Rouleau Manor (Calgary, Canada) 


• Cared for a population of long-term care residents on a locked dementia unit; patients have 


significant mental health and behavioral issues.  


 


Jul 14-Aug 16 Hospitalist Staff Physician (part-time): Peter Lougheed Hospital (Calgary, Canada)              


• Collaborated with allied health and physicians along with patients and their families to provide 


high quality patient-centered care from admission through to discharge. 


 


 


LEADERSHIP EXPERIENCE:  


May 19-present Board Member, Partners in Health (PIH) Canada (Toronto, Canada) 


• PIH is a global health charity headquartered in Boston with a focus on health systems 


strengthening in developing countries.  


• Working with the executive director to diversify funding and develop a strategic plan to increase 


PIH Canada activities both internationally and with Indigenous populations domestically. 
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May 19-present Treasurer and Exec Member: Public Health Physicians of Canada (PHPC) (Ottawa, Canada) 


• Providing financial oversight to PHPC, the national specialist society for public health physicians.  


• Worked with leadership team to significantly increase membership and revenues through a 


partnership with Quebec physicians.  


• Drafting public health specialist society recommendations for Choosing Wisely Canada campaign. 


 


2016-present Board Member, Canadian Spondylitis Association (Toronto, Canada) 


• CSA is the primary patient advocacy and support groups for people living with ankylosing 


spondylitis and other spondylo-arthopathies. 


• Helped resolve significant dysfunction between the executive director and the President through 


development of more formalized governance and accountability mechanisms.  


• Developed strategic plan in conjunction with the board with a focus on increasing professionalism 


and funding diversity for the organizations.  


 


 


GRANTS & OTHER FUNDING  


 


2020 


Assessing and Changing Attitudes Towards COVID-19 Vaccine Through Targeted Marketing, Nudging, and 


Community Outreach 


Principal Investigator: J Hu 


Co-Investigators: Manns B, Oxoby R, Marshall D, Boucher JC, Lang R, Benham J, Tang T, Fullerton M, and others 


Funding Source: $529,638 from Alberta Innovates and Pfizer Alberta Collaboration in Health Fund  


 


2020 


Obstacles and Nudges to Ameliorate Contact Tracing with ABTraceTogether App (CONTACT-APP) 


Principle Investigator: J Hu 


Co-applicants: Braden Manns, Hasan Sheikh, Rob Oxoby, Mehdi Mourali, Deborah Marshall, Jamie Benham, Raynell 


Lang 


Funding Source: $50,000 from University of Calgary Clinical Research Fund 


 


2020 


Obstacles and Nudges to Ameliorate Contact Tracing with ABTraceTogether App (CONTACT-APP) 


Principle Investigator: J Hu 


Co-applicants: Braden Manns, Hasan Sheikh, Rob Oxoby, Mehdi Mourali, Deborah Marshall, Jamie Benham, Raynell 


Lang 


Funding Source: $392,769 from Alberta Innovates 


 


2020  


Intergenerational Needs Assessment of COVID-19 Behaviour and Vaccine Confidence Using Digital Marketing 


Platforms & Behavioral Economic Nudges  


Principal Investigator: J Hu  


Funding Source: $40,000 from GlaxoSmithKline Canada 


 


2020  


Improving COVID-19 Behavior and Vaccine Confidence  


Principal Investigator: J Hu  
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Funding Source: $40,000 from Sanofi Canada  


 


2020  


Intergenerational Assessments of Vaccine Behaviour and Confidence Using Healthy Education Campaigns & 


Behavioral Economic Nudges  


Principal Investigator: J Hu  


Funding Source: $40,000 from Merck Canada Inc.  


 


2020 


National Vaccine Confidence Campaign  


Principal Investigator: J Hu 


Fund Source: $200,000 from Suncor Energy  


 


2020 


National multi-modal vaccine hesitancy behaviour-change campaign and Community Engagement 


Principal Investigator: J Hu 


Fund Source: $200,000 from Loblaw/Shoppers Drug Mart 


 


2020 


Promoting Safe COVID-19 Behaviours in the Community 


Principal Investigator: J Hu 


Co-applicants: Jamie Benham, Franco Rizzuti  


Fund Source: $3,000 from Alberta Medical Association  


 


2020 


Building Confidence in Pharmacy-Delivered Vaccines 


Principal Investigator: J Hu 


Fund Source: $175,000 from GlaxoSmithKline Canada 


 


2020 


Building Confidence in COVID-19 Vaccines Amongst Low-Income Essential Worker Communities 


Principal Investigator: J Hu 


Fund Source: $200,000 from Moderna Canada  


 


2020 


Understanding current vaccination barriers to demonstrate the importance of pharmacies in future vaccine programs 


Principal Investigator: J Hu 


Fund Source: $40,000 from Neighbourhood Pharmacy Association of Canada 


 


2020  


COVID-19: Utilizing smart phone sensors and activity trackers for remote vitals monitoring and screening 


Principle Investigators: J Shor 


Principal Partner: J Hu 


Co-applicants: D Krishamurthy, STM Wang 


Funding Source: $50,000 from NSERC Alliance Program 
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2020  


Smart Cloud for COVID-10 Prevention and Control 


Principle Investigators: STM Wang 


Principal Partner: J Hu 


Co-applicants: D Krishamurthy, J Wang 


Funding Source: $50,000 from NSERC Alliance Program 


 


2020 


Wastewater surveillance of SARS-CoV2 to enable real-time clinical case finding in Calgary 


Principle Investigators: M Parkins, C Hubert 


Co-applicants: J Hu, G Achari, J Cabaj, J Conly, J Meddings, C Naugler, D Pillai, N Rucker, C Ryan 


Funding Source: $505,310 from CIHR 


 


2020 


The Anatomy, Determinants, and Impacts of the Cargill COVID-19 Outbreak Among Newcomers and their Families 


in Canada 


Principle Investigators: G Fabreau, K Pottie 


Knowledge Users: J Hu, D Hinshaw, B Friesen, et al.  


Funding Source: $365,000 from CIHR 


 


2020 


Policy Implementation and Communication Lessons from Alberta’s Acute and Primary Care Environments during the 


COVID-19 Response  


Principle Investigators: M Leslie, J Conly 


Co-Investigators: J Hu, R Fadaak, O Larios, N Lee, R Schindler, J Seidel, G Tipples 


Funding: $429,646 from CIHR COVID-19 Rapid Response Operating Grant 


 


2020 


 


 


2020-2022 


Development and implementation of rapid metagenomic sequencing coupled with isothermal amplification point of 


care testing for viral diagnostics 


Principal Investigators: Pillai DR Chiu CY, Berenger G 


Co-Investigators: Hu J, Berenger B 


Funding Source: $957,000 from CIHR and Genome Alberta  


 


2020-2022 


Alberta Childhood COVID-19 Cohort (AB3C) Study 


Principal Investigators: F Bernier, JD Kellner. Co-Investigators: J Hu, M Esser, G Thompson, M Fritzler, M Croxen, 


N Forkert, S Benseler, B Berenger, J Blackwood, D Bulman, J Cabaj, A Eaton, E Castillo, C Constantinescu, W Dean, 


S Freedman, P Gordon, B Hallgrimsson, F Jirik, P Kannu, S Kuhn, T Lacaze, R Lamont, Q Long, D Marshall, A 


Melin, R Newton, J Parboosingh, R Pon, J Robinson, S Taylor, M Twilt, G Vomiero, O Vanderkooi, G van Marle, E 


Wang. 


Funding: $577,500, with $237,500 from Genome Alberta COVID-19 Rapid Response Program Competition and 


remainder from intramural matching (Alberta Children’s Hospital Research Institute, Mitogen).  
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2019-2022  


CASPER-PCV (Calgary Area Streptococcus pneumoniae Epidemiology Research-Pneumococcal Conjugate Vaccine) 


Study VI Extension – Surveillance and Analysis of Invasive Pneumococcal Disease (IPD), Pneumococcal Related 


Disease (PRD) and Nasopharyngeal (NP) Colonization in Canada. 


Investigators: JD Kellner, OG Vanderkooi, J Hu.  


Funding: $787,004. Pfizer Pharmaceuticals (Investigator Initiated Research). 


 


2017-2021 


Canadian Immunization Research Network. 


Principal Investigators: SA Halperin and 20 others. J Hu (Co-Investigator, with 108 others). 


Funding: $10,083,333. CIHR and Public Health Agency of Canada. 


 


2018-2020 


A Randomized Controlled Trial to Compare a 1-Dose vs 2-Dose Priming Schedule of 13-Valent Pneumococcal 


Conjugate Vaccine (PCV13) in Canadian Infants. 


Principal Investigators: M Sadarangani, OG Vanderkooi. Co-Investigators: J Hu, JD Kellner, C Quach, J Langley, J 


MacDonald 


Funding: 99,035.00. Alberta Children’s Hospital Research Institute $50,000.00 & Canadian Immunization Research 


Network $49,035.00) 


 


2018-2020 


A Randomized Controlled Trial to Compare Protection in Adolescents Between Different Meningococcal 


Immunization Schedules Used in Canada. 


Principal Investigators: M Sadarangani, OG Vanderkooi. Co-Investigators: J Bettinger, J Hu, JD Kellner, J Langley, J 


Alcantara, J MacDonald, M Naus. 


Funding: 98,674.50. Alberta Children’s Hospital Research Institute $50,000.00 & Canadian Immunization Research 


Network $48,674.50) 


 


2019 – 2020  


A Phase 3, Multicenter, Randomized, Double-blind, Active Comparator- controlled Study to Evaluate the Safety and 


Tolerability of V114-031 in Healthy Infants (PNEU – LINK, ClinicalTrials.gov Identifier: NCT03692871). 


Investigators: Kellner JD (Site Principal Investigator), Hu J, Constantinescu C, Vanderkooi OG. 


Funding: $345,045 Merck & Company (Contract). 


 


2019 – 2021  


A Phase III, Observer-Blind, Randomized, Multicountry Study to Assess the Reactogenicity and Safety of the Porcine 


Circovirus (PCV) Free Liquid Formulation of GSK's Oral Live Attenuated Human Rotavirus (HRV) Vaccine as 


Compared to the Lyophilized Formulation of the GSK's HRV Vaccine, When Administered as a 2-Dose Vaccination 


in Infants Starting at Age 6-12 Weeks (208236 ROTA-096, ClinicalTrials.gov Identifier: NCT03954743). 


Investigators: Kellner JD (Site Principal Investigator), Hu J, Constantinescu C, Vanderkooi OG. 


Funding: $120,770 GlaxoSmithKline Canada (Contract). 


 


SELECTED PUBLICATIONS & ABSTRACTS:  


 


1. Benham JL, Lang R, Kovacs Burns K, MacKean G, Léveillé T, McCormack B, Sheikh H, Fullerton MM, 


Tang T, Boucher JC, Constantinescu C, Mourali M, Oxoby RJ, Manns BJ, Hu J, Marshall DA. Attitudes, 


current behaviours and barriers to public health measures that reduce COVID-19 transmission: A qualitative 


study to inform public health messaging. PLoS ONE. 2021. 16(2): 


e0246941. https://doi.org/10.1371/journal.pone.0246941 



https://doi.org/10.1371/journal.pone.0246941





7 


 


 


2. Lang R, Benham JL, Atabati O, Hollis A, Tombe T, Shaffer B, Kovacs Burns K, MacKean G, Léveillé T, 


McCormack B, Sheikh H, Fullerton MM, Tang T, Boucher JC, Constantinescu C, Mourali M, Manns BJ, 


Marshall DA, Hu J, Oxoby RJ. Attitudes, behaviours and barriers to public health measures for COVID-19: a 


survey to inform public health messaging. BMC Public Health. 2021. 21, 765. https://doi.org/10.1186/s12889-


021-10790-0 


 


3. Berenger BM, Conly JM, Fonseca K, Hu J, Louie T, Schneider AR, Singh T, Stokes W, Ward L, Zelyas N. 


Saliva collected in universal transport media is an effective, simple and high-volume amenable method to 


detect SARS-CoV-2. Clinical Microbiology and Infection. 2021 Apr 1;27(4):656-7. 


 


4. Kanji JN, Zelyas N, MacDonald C, Pabbaraju K, Khan MN, Prasad A, Hu J, Diggle M, Berenger BM, Tipples 


G. False negative rate of COVID-19 PCR testing: a discordant testing analysis. Virology journal. 2021 


Dec;18(1):1-6. 


 


5. Stokes W, Berenger BM, Portnoy D, Scott B, Szelewicki J, Singh T, Venner AA, Turnbull L, Pabbaraju K, 


Shokoples S, Wong AA, Gill K, Guttridge T, Proctor D, Hu J, Tipples G. Clinical performance of the Abbott 


Panbio with nasopharyngeal, throat, and saliva swabs among symptomatic individuals with COVID-19. 


European Journal of Clinical Microbiology & Infectious Diseases. 2021 Mar 20:1-6. 


 


 


6. Pang JX, Singh J, Freedman SB, Xie J, Hu J. Improving follow-up testing in children with Shiga toxin-


producing Escherichia coli through provision of a provider information sheet. Australian Journal of Primary 


Health. 2021 Jan 11;26(6):479-83. 


 


7. Acosta N, Bautista M, Hollman J, McCalder J, Beaudet AB, Man L, Waddell BJ, Chen J, Li C, Kuzma D, 


Bhatnagar S, Leal J, Meddings J, Hu J, Cabaj JL, Ruecker NJ, Naugler C, Pillai DR, Achari G, Ryan C, Conly 


JM, Frankowski K, Hubert CRJ, Parkins MD. Wastewater Monitoring of SARS-CoV-2 from Acute Care 


Hospitals Identifies Nosocomial Transmission and Outbreaks. medRxiv. 2021 Jan 1. 


 


8. Acosta N, Bautista MA, Hollman J, McCalder J, Beaudet AB, Man L, Waddell BJ, Chen J, Li C, Kuzma D, 


Bhatnagar S... Hu J. et al. A Multicenter Study Investigating SARS-CoV-2 in Tertiary-Care Hospital 


Wastewater. Viral burden correlates with increasing hospitalized cases as well as hospital-associated 


transmissions and outbreaks. Water Research. 2021 Jun 17:117369. 


 


9. Burak KW, Law S, Rice C, Hu J, Fung CI, Woo AK, Fonseca K, Lang AL, Kanji JN, Meatherall BL. 


COVID-19 outbreak among physicians at a Canadian curling bonspiel: a descriptive observational study. 


CMAJ open. 2021 Jan;9(1):E87. 


 


10. Lin YC, Malott RJ, Ward L, Kiplagat L, Pabbaraju K, Gill K, Berenger BM, Hu J, Fonseca K, Noyce R, 


Louie T. Detection and Quantification of Infectious Severe Acute Respiratory Coronavirus-2 in Diverse 


Clinical and Environmental Samples from Infected Patients: Evidence to Support Respiratory Droplet, and 


Direct and Indirect Contact as Significant Modes of Transmission. medRxiv. 2021 Jan 1. 


 


 


11. Stokes W, Berenger B, Singh T, Adeghe I, Schneider A, Portnoy D, King T, Scott B, Pabbaraju K, Shokoples 


S, Wong AA, Gill K, Turnbull LA, Hu J, Tipples G. Acceptable performance of the Abbott ID NOW among 


symptomatic individuals with confirmed COVID-19. medRxiv. 2020 Jan 1. 


 


12. Fonn S, Hu J, Igumbor JO, Gatoto D, Muula A, Ezeh A. Quantifying the cost of in-kind contributions to a 


multidonor-funded health research capacity-building programme: the case of the Consortium for Advanced 


Research Training in Africa. BMJ global health. 2020 Jun 1;5(6):e002286. 


 



https://doi.org/10.1186/s12889-021-10790-0

https://doi.org/10.1186/s12889-021-10790-0
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13. Oberding L, Hu J, Berenger B, Mohon AN, Pillai DR. Quantification of SARS-CoV-2 viral copy number in 


saliva mouthwash samples using digital droplet PCR. medRxiv. 2020 Jan 1. 


 


14. Berenger, BM, Fonseca K, Schneider AR, Hu J, Zelyas N. Sensitivity of Nasopharyngeal, Nasal and Throat Swab 


for the Detection of SARS-CoV-2. medRxiv. 2020. doi: https://doi.org/10.1101/2020.05.05.20084889 


 


15. Charlton CL, Kanji JN, Johal K, Bailey A, Plitt SS, MacDonald C, Kunst A, Buss E, Burnes LE, Fonseca K, 


Berenger BM, Schnabi K, Hu J, Stokes W, Zelyas N, Tipples G. Evaluation of six commercial mid-to high-


volume antibody and six point-of-care lateral flow assays for detection of SARS-CoV-2 antibodies. Journal of 


clinical microbiology. 2020 Sep 22;58(10):e01361-20. 


 


 


16. Fonn S, Hu J, Igumbor JO et al. Quantifying the cost of in-kind contributions to a multidonor-funded health 


research capacity-building programme: the Case of the Consortium for Advanced Research Training in Africa. 


BMJ Global Health. 2020;5:e002286. doi:10.1136/bmjgh-2020-002286 


 


17. Summers A, Hu J,  Berger L. The important role of family physicians in reporting communicable diseases: An 


outbreak of Hepatitis A in a kindergarten class. Can Fam Physician. 2018 Oct; 64(10): 742–743. 


 


18. Ozaldin O, Shulman L, Summers A, Hu J, Dubey V, Stuart R. Investigation and management of a large 


mumps outbreak among young adults in Toronto. The Ontario Public Health Convention. Toronto, Ontario, 


March 2018. Poster presentation.  


 


19. Hu J, Tcholakov Y, Young E. Public Health Impacts of Free Trade Agreements. Canadian Public Health 


Association Conference. Halifax, Canada, June 2017. Oral presentation. 


  


20. Chen CE, Chen CT, Hu J, Mehrotra A. Walk-in clinics versus primary care clinics and emergency rooms for 


low-acuity urgent care and chronic disease management. Cochrane Database Syst Rev. 2017 Feb 


17;2:CD011774. doi: 10.1002/14651858.CD011774.pub2. 


 


21. Contributing author. Cancer Care Ontario, Ontario Agency for Health Protection and Promotion (Public 


Health Ontario). Environmental Burden of Cancer in Ontario. Toronto: Queen’s Printer for Ontario; 2016. 


 


22. Samji H, Hu J, Moore D, Hull M, Otterstatter M, Grennan T, Brownrigg B, Janjua N, Tyndall M, Ogilvie G, 


Wong J. HIV Incidence among MSM Attendees of Sexually Transmitted Infection Clinics across British 


Columbia, Canada.  20th International Workshop on HIV Observational Databases. Budapest, Hungary, 7th-


9th April, 2016. Poster Presentation.  


 


23. Mossialos E, Ge YF, Hu J, Wang LJ. Pharmaceutical Policy Reforms in China: Challenges and Opportunities 


for Reform. World Health Organization. 2016.   


 


24. Hu J, Mossialos E. Pharmaceutical pricing and reimbursement in China: When the whole is less than the sum 


of its parts. Health Policy. 2016 May; 120(5): 519-34. 


 


25. Self JL, Kedera E, Grant F, Wamalwa M, Hu J, Low J, Cole D, Girard AW, Levin C. Financial costs of 


MAMA-SASHA – a project to improve health and nutrition through an integrated orange flesh sweet potato 


production and health service delivery model. The Journal of the Federation of American Societies for 


Experimental Biology. 2014 Apr: Volume 28, No. 1 supplement 132.6.  


 


26. Hu J, Mansur RB, McIntyre RM. Mixed specifier for bipolar mania and depression: Highlights of changes in 


the DSM-5 and implications for diagnosis and treatment in primary care. Prim Care Companion CNS 


Disord. 2014;16(2). pii: PCC.13r01599. doi: 10.4088/PCC.13r01599. Epub 2014 Apr 17. 



https://doi.org/10.1101/2020.05.05.20084889
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27. Ezekowitz JA, Hu J, Delgado D, et al. Acute heart failure: Perspectives from a randomized trial and a 


simultaneous registry. Circulation – Heart Failure. 2012 Nov;5(6):735-41 


 


28. Lau D, Hu J, Majumdar SR, Storie DA, Rees SE, Johnson JA. Interventions for improving influenza and 


pneumococcal vaccination rates in community dwelling adults: Systematic review and meta-analysis. Annals 


of Family Medicine. 2012 Nov-Dec;10(6):538-46. 


 


29. Forgie SE, Keenliside J, Wilkinson C, Webby R, Lu P, Sorensen O, Fonseca K, Barman S, Rubrum A, Stigger 


E, Marrie TJ, Marshal F, Spady D, Hu J, Loeb M, Russell ML, Babiuk LA. Human to swine transmission of 


pandemic influenza A (H1N1) on a Canadian Swine Farm. Clinical Infectious Diseases, 2011; 52(1):10-18. 


 


30. Kurien G, Hu J, Harris J, Seikaly H. Cost Effectiveness of PET/CT in the management of advanced head and 


neck cancer. Journal of Otolaryngology – Head and Neck Surgery. 2011 Dec; 40(6):468-72. 


 


31. Hu J, Doucette K, Hartling L, Tjosvold L, Robinson JL. Treatment of hepatitis C in children: A systematic 


review. PLOS ONE. 2010; 5: e11542. doi: 10.1371/journal.pone.0011542. 


 


32. Hu J, Robinson JL. Systematic review of invasive Acinetobacter infections in children. Canadian Journal of 


Infectious Diseases and Medical Microbiology.2010; 21(2), 83-88. 


 


 


 


ADDITIONAL SKILLS & INTERESTS:  


• Languages: English (fluent); Chinese (able to speak and read fluently); French (beginner) 


• Computer skills: Highly proficient at MS Word, Powerpoint, Excel; familiarity with STATA and ArcGIS 


• Interests: Jogging (completed my first marathon in 2013); Trivia (auditioned for the American T.V. show 


'Jeopardy' and British T.V. show 'University Challenge'); Squash (recreational player)  
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Dr. Byram Bridle


Language Skills


Language Read Write Speak Understand Peer Review


English Yes Yes Yes Yes Yes


Degrees


2005/9 - 2011/12 Post-doctorate, Post-doctoral fellowship, Viral Immunology, McMaster University
Degree Status: Completed


Supervisors: Dr. Yonghong Wan, 2005/9 - 2011/12


Research Disciplines: Immunology, Virology


Areas of Research: Vaccine and Cancer, Immunotherapy, Vaccination, Virus, Auto-
Immune Diseases, Cerebral Tumors


Fields of Application: Biomedical Aspects of Human Health


2000/1 - 2005/10 Doctorate, Doctor of Philosophy, Immunology, University of Guelph
Degree Status: Completed
Thesis Title: Suppression and modulation of rat immune responses against porcine cells.


Supervisors: Dr. Bonnie A. Mallard, 2000/1 - 2005/10


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


1994/9 - 1997/4 Master's Thesis, Masters of Science, Immunology, University of Guelph
Degree Status: Completed
Thesis Title: The influence of age and strain on the peripheral blood lymphocytes of
commercially raised chickens.


Supervisors: Dr. Azad Kaushik, 1994/9 - 1997/4


Research Disciplines: Immunology


Areas of Research: Immune System


Fields of Application: Pathogenesis and Treatment of Diseases


1990/9 - 1994/4 Bachelor's Honours, Bachelors of Science, Biomedical Sciences, University of Guelph
Degree Status: Completed


Credentials


2018/8 Awarded Tenure, University of Guelph


2018/1 Associate Professor, University of Guelph
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2012/1 - 2017/12 Assistant Professor, University of Guelph
Named to the Regular Graduate Faculty in the Department of Pathobiology by the Board
of Graduate Studies, University of Guelph.


Research Disciplines: Immunology


Areas of Research: Vaccine and Cancer, Immunotherapy, Vaccination, Virus, Cerebral
Tumors, Leukemia, Lymphoma, Auto-Immune Diseases


Fields of Application: Biomedical Aspects of Human Health


Recognitions


2020/11 Invited to be a member of the Canadian Institutes of Health Research College of
Reviewers (Canadian dollar)
Canadian Institutes of Health Research
Honor
"On behalf of the Canadian Institutes of Health Research (CIHR), we are very pleased
to invite you to become a member of the College of Reviewers (College). This invitation
is made in recognition of your accomplished career, demonstrated track record of
excellence, and dedication to peer review."


2020/4 Honourary class president of the Ontario Veterinary College's Doctor of Veterinary
Medicine class of 2023
University of Guelph
Honor
Voted by class as professor of the year (for teaching immunology)


2020/3 Zoetis Award for Research Excellence - 1,000
Zoetis
Prize / Award
This award recognizes outstanding research effort and productivity.


2019/4 Monetary donation made in Dr. Bridle’s honour by the DVM class of 2020 to the Down
Syndrome Research Foundation.
University of Guelph
Honor
Done in recognition of teaching excellence.


2018/7 Promotion to the position of Associate Professor
University of Guelph
Distinction
Based on meritorious performance as an Assistant Professor, I was promoted to the
position of Associate Professor, effective July 1, 2018.


2017/12 Tenure
University of Guelph
Distinction
Based on meritorious performance as an Assistant Professor, I was awarded tenure in
December 2017.


2015/6 Carl J. Norden Distinguished Teaching Award The highest teaching award given by each
North American Veterinary College; the recipient is chosen based on a vote of the second,
third and fourth year veterinary classes. - 1,000
University of Guelph
Prize / Award
The highest teaching award given by each North American Veterinary College
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2015/4 - 2018/3 Terry Fox Research Institute New Investigator Award - 449,587 (Canadian dollar)
Terry Fox Research Institute
Prize / Award
To provide outstanding young researchers with support as they develop their career
as independent research scientists or clinician scientists and to undertake high-quality
research into cancer in close collaboration with established research teams.


2015/4 Was one of three nominees for honourary class president for the Doctor of Veterinary
Medicine class of 2018.
University of Guelph
Honor
The honourary class president is voted by the students as the professor of the year.


2014/6 Junior Investigator Grant Panel Travel Award
Canadian Cancer Society Research Institute
Prize / Award
An travel award provided to successful applicants by the Canadian Cancer Society to
attend and observe a grant review panel meeting.


2014/4 Monetary donation made in Dr. Bridle’s honour by the DVM class of 2017 to the Guelph
Giants Special Hockey organization.
University of Guelph
Honor
Done in recognition of teaching excellence.


2014/3 Honourary class president of the Ontario Veterinary College's Doctor of Veterinary
Medicine class of 2017 (Canadian dollar)
University of Guelph
Honor
Voted by class as professor of the year (for teaching immunology).


2010/12 Next generation of cancer researchers
Ontario Institute for Cancer Research
Distinction
Featured in the Ontario Institute for Cancer Research 2010 annual report as one of the
“next generation of cancer researchers” that is a “rising star” that should be retained in
Ontario (see page 20 of report).


Research Disciplines: Immunology


Areas of Research: Vaccine and Cancer


Fields of Application: Biomedical Aspects of Human Health


2010/10 Best oral presentation
McMaster University
Prize / Award
1st Annual McMaster University Faculty of Health Sciences Post-Doctoral Research Day


Research Disciplines: Immunology


Areas of Research: Vaccine and Cancer


Fields of Application: Biomedical Aspects of Human Health
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2009/3 Poster award
Ontario Institute for Cancer Research
Prize / Award
Award for poster presented at the OICR annual scientific meeting.


Research Disciplines: Immunology


Areas of Research: Vaccine and Cancer


Fields of Application: Biomedical Aspects of Human Health


2009/2 Post-doctoral travel award - 1,500 (Canadian dollar)
5th International Meeting on Replicating Oncolytic Virus Therapeutics
Prize / Award
Travel award to attend the 5th International Meeting on Replicating Oncolytic Virus
Therapeutics.


Research Disciplines: Virology


Areas of Research: Vaccine and Cancer


Fields of Application: Biomedical Aspects of Human Health


2008/3 Poster award - 100 (Canadian dollar)
Ontario Institute for Cancer Research
Prize / Award
Award for poster presented at the OICR annual scientific meeting.


Research Disciplines: Immunology


Areas of Research: Vaccine and Cancer


Fields of Application: Biomedical Aspects of Human Health


2005/3 Poster award - 250 (Canadian dollar)
Canadian Society for Immunology
Prize / Award
Canadian Society for Immunology Poster Award for scientific presentation at annual
scientific meeting.


Research Disciplines: Immunology


2005/3 D.G. Ingram Travel Award - 400 (Canadian dollar)
University of Guelph
Prize / Award
Travel award to attend the Canadian Society for Immunology annual scientific meeting.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


2005/3 Poster award - 250 (Canadian dollar)
Canadian Society for Immunology
Prize / Award
Canadian Society for Immunology poster award for presentation at annual scientific
meeting.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health
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2005/3 Dr. J. Sherman Travel Award - 150 (Canadian dollar)
University of Guelph
Prize / Award
Travel award to attend the Canadian Society for Immunology annual scientific meeting.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


2004/7 American Association of Veterinary Immunologists Travel Award - 1,000 (United States
dollar)
American Association of Veterinary Immunologists
Prize / Award
American Association of Veterinary Immunologists travel award to attend the International
Congress on Immunology.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


2004/1 Graduate Student Recognition Award
University of Guelph
Distinction
Elected by peers to receive the Ontario Veterinary College Graduate Student Recognition
Award for outstanding leadership and contributions.


Research Disciplines: Immunology


2004/1 Ontario Veterinary College Travel Award - 500 (Canadian dollar)
University of Guelph
Prize / Award
Ontario Veterinary College travel award to attend the International Congress of
Immunology.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


2003/1 Graduate Student Recognition Award
University of Guelph
Prize / Award
Elected by peers to receive the Ontario Veterinary College Graduate Student Recognition
Award for leadership and contributions.


Research Disciplines: Immunology


2003/1 Dr. F. Schofield Korean-Canadian Scholarship - 2,000 (Canadian dollar)
Korean-Canadian Scholarship Association
Prize / Award
Established by the Dr. Schofield Memorial Association of Korean-Canadian, in partnership
with the Korean-Canadian Scholarship Association. The scholarship honours Dr. Frank
Schofield's active role in the Korean independence movement, as well as his academic
and medical contributions in the early 20th century. It is awarded annually to a student
who demonstrates scholarship and contributions to academic life.


Research Disciplines: Immunology
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2002/9 - 2002/12 University Graduate Scholarship - 500 (Canadian dollar)
University of Guelph
Prize / Award
To recognize academic excellence.


Research Disciplines: Immunology


2002/1 - 2002/4 University Graduate Scholarship - 500 (Canadian dollar)
University of Guelph
Prize / Award
To recognize academic excellence.


Research Disciplines: Immunology


2001/1 Ontario Veterinary College Travel Award - 500 (Canadian dollar)
University of Guelph
Prize / Award
Travel award to attend the annual scientific meeting of the Canadian Society for
Immunology.


Research Disciplines: Immunology


1995/9 - 1995/12 University Graduate Scholarship - 500 (Canadian dollar)
University of Guelph
Prize / Award
To recognize academic excellence.


Research Disciplines: Immunology


1995/1 - 1995/4 University Graduate Scholarship - 500 (Canadian dollar)
University of Guelph
Prize / Award
To recognize academic excellence.


Research Disciplines: Immunology


1990/9 University of Guelph Entrance Scholarship - 1,000 (Canadian dollar)
University of Guelph
Prize / Award
Scholarship awarded for students entering their undergraduate program with an academic
average of >90% in secondary school.


1990/9 - 1994/4 Canada Scholarship - 8,000 (Canadian dollar)
Government of Canada
Prize / Award
Scholarship to support undergraduate-level university education. Only 1,250 of these
scholarships were awarded to men across Canada in 1990. Awarded based on academic
merit with semesterly renewal dependent on maintaining high academic standards.


1990/9 Wellington County Scholarship - 500 (Canadian dollar)
County of Wellington
Prize / Award
Awarded in recognition of academic excellence.


1990/9 Ontario Scholar
Ontario Government
Prize / Award
Awarded to students who maintained an academic average >80% throughout secondary
school.
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User Profile
Researcher Status: Researcher
Research Career Start Date: 1994/09/06
Engaged in Clinical Research?: No


Key Theory / Methodology: My research crosses the disciplines of immunology and virology. There are two areas
of emphasis within my research program: one focuses on human health, the other on basic science. My health-
related research is both pre-clinical and translational and aims to develop novel biotherapies for the treatment
of cancers. My basic program studies fundamental mechanisms of initiation and regulation of innate anti-viral
immunity, with an emphasis on identifying causes of aberrant cytokine storms.


Research Interests: In an effort to destroy malignant cells with minimal bystander damage to normal tissues,
I combine two approaches: 1. cancer immunotherapy, which directs the power of the immune system against
tumours and, 2. oncolytic virotherapy that utilizes viruses that replicate in and kill only cancerous cells. The
exquisite specificity and systemic targeting capability of these two approaches holds promise that some day
cancer patients might be effectively treated without the toxicities associated with many conventional therapies.
My extensive work with oncolytic viruses has also led to the discovery of a novel mechanism for the negative
regulation of complex cytokine networks. This has led to a keen interest in basic aspects of innate antiviral
immunity. In summary, my specific interests include: vaccines, oncolytic viruses, immunological tolerance,
autoimmunity (to kill cancerous but not normal self), tumour biology, host anti-viral response and antigen
presentation.


Research Experience Summary: I am an early-career faculty member, appointed Jan. 3, 2012, in the department
of Pathobiology, University of Guelph. Key milestones achieved to date include: 1. Establishing a new viral
immunology research program to develop effective new cancer biotherapies and to understand the regulation
of cytokine networks in response to viral infections. 2. Using my expertise to fuel local, provincial, national
and international collaborations. Research highlights as a post-doctoral fellow at McMaster University
inlcuded: 1. Discovering that histone deacetlyase inhibition can enhance an oncolytic booster vaccine while
abrogating autoimmune pathology. 2. Developing a novel method to synergize oncolytic virotherapy with cancer
immunotherapy. 3. Advancing the field of cancer vaccinology. As a PhD student I developed a strategy to use
oral tolerance to modulate host immunity to facilitate xenotransplantation. I also have significant management
experience from industry appointments.


Research Specialization Keywords: immunology, virology, treating cancers in the brain, type I interferon signaling,
type I interferon, vaccines, cancer, cytokines, regulation of cytokines, immunotherapy, viruses, flow cytometry


Disciplines Trained In: Immunology, Virology


Research Disciplines: Immunology, Virology


Areas of Research: Immunotherapy, Vaccine and Cancer, Cerebral Tumors, Immune System, Vaccination, Virus


Fields of Application: Pathogenesis and Treatment of Diseases, Biomedical Aspects of Human Health


Employment


2018/1 Associate Professor
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time, Associate Professor
Tenure Status: Tenure
I received tenure in December 2017 and was promoted to the position of Associate
Professor, effective July 1, 2018. I specialize in viral immunology and am responsible
for training highly qualified personnel, managing a research program, teaching
undergraduate, Doctor of Veterinary Medicine and graduate students, and providing
community service.
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2017/10 Goalie Coach
Guelph Giants Special Needs Hockey Club (affil. with Special Hockey International and
Hockey Canada)
I am a volunteer coach. I teach children with special needs on the Guelph Giants junior
team how to play the goaltending position for ice hockey.


2012/1 - 2017/12 Assistant Professor
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time, Assistant Professor
Tenure Status: Tenure Track
A tenure-track early career faculty position, specializing in viral immunology. Responsible
for training highly qualified personnel, managing a research program, teaching
undergraduate, Doctor of Veterinary Medicine and graduate students, and providing
community service.


Research Disciplines: Immunology, Virology


Areas of Research: Vaccine and Cancer, Immunotherapy, Vaccination, Virus, Immune
Mediators: Cytokines and Chemokines, Auto-Immune Diseases, Cerebral Tumors,
Leukemia


Fields of Application: Biomedical Aspects of Human Health


2005/9 - 2011/12 Post-doctoral fellow
Pathology and Molecular Medicine, Medicine, McMaster University
Full-time
Tenure Status: Non Tenure Track
McMaster Immunology Research Centre, McMaster University Advisor: Dr. Yonghong
Wan Research: Developed expertise in the areas of cancer immunotherapy and oncolytic
viruses for the purpose of rationally designing novel vaccine strategies for treating
cancers and infectious diseases. Emphases: brain cancer, neuroimmunology, T and
B cell biology and a diverse array of research techniques and analytical methods.
Strategic collaborations: virologists, immunologists, nuclear imaging scientists who were
interested in using brain cancer models as imaging tools, mathematics department
(to model biological findings), McMaster Industry Liason Office (intellectual property
interests), University of Ottawa, Ontario Institute for Cancer Research. I also gained some
experience co-supervising graduate and undergraduate students.


Research Disciplines: Immunology, Virology


Areas of Research: Vaccine and Cancer, Immunotherapy, Virus, Cerebral Tumors


Fields of Application: Biomedical Aspects of Human Health


2000/1 - 2005/10 Research Assistant
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time
Tenure Status: Non Tenure Track
PhD research project. Advisor: Dr. Bonnie Mallard Collaboration between the University
of Guelph and University of Western Ontario. Developed strategies to suppress and
modulate rat immune responses against porcine cells in support of xenotransplantation
research.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health
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1999/7 - 2000/12 Research Project Manager
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time
Tenure Status: Non Tenure Track
Managed a xenotransplantation research project that represented collaboration between
the Universities of Guelph, Western Ontario and Toronto and Imutran (former subsidiary of
Novartis) for the purpose of breeding transgenic pigs to be used as organ/tissue donors.


Research Disciplines: Immunology


Areas of Research: Transplantation and Graft Rejection


Fields of Application: Biomedical Aspects of Human Health


1999/1 - 1999/6 Quality Control Laboratory Technician
Microbiology Quality Control Laboratory, Schneider’s Meats, Ltd., Kitchener
Full-time
Quality control testing in a microbiology laboratory to monitor safety of meat products.


Research Disciplines: Microbiology


1997/5 - 1998/12 Research Project Manager
International Bio-Institute, Fergus, Ontario
Full-time
Obtained GLP (good laboratory practices) certification for research division. Managed
veterinary drug efficacy and safety pre-clinical trials for submissions to the Canadian
Bureau of Veterinary Drugs and the U.S.A. Food and Drug Administration. Also
established a small ELISA (enzyme-linked immunosorbent assay)-based diagnostic
laboratory.


Research Disciplines: Veterinary Sciences


Areas of Research: Infectious Diseases


Fields of Application: Pathogenesis and Treatment of Diseases


1994/9 - 1997/4 Research Assistant
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time
Tenure Status: Non Tenure Track
MSc research project. Advisor: Dr. Azad Kaushik Characterized the influence of age and
strain on the peripheral blood lymphocytes of commercially raised chickens.


Research Disciplines: Immunology


Areas of Research: Animal


Fields of Application: Pathogenesis and Treatment of Diseases


1994/5 - 1994/8 Undergraduate Research Assistant
Pathobiology, Ontario Veterinary College, University of Guelph
Full-time
Tenure Status: Non Tenure Track
Cloned and sequenced antibody variable region genes from lupus-prone mice in support
of an autoimmunity research project. Sequences were subsequently published. Advisor:
Dr. Azad Kaushik


Research Disciplines: Immunology


Areas of Research: Antibodies, Auto-Immune Diseases


Fields of Application: Biomedical Aspects of Human Health
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1993/5 - 1993/8 Undergraduate Research Assistant
Food Science, Ontario Veterinary College, University of Guelph
Full-time
Tenure Status: Non Tenure Track
Studying the viscoelastic properties of acid milk gels using a nametre. Supervisor: Dr.
Arthur Hill


Research Disciplines: Biology and Related Sciences


Areas of Research: Nutriceuticals and Functional Foods


Fields of Application: Industrial Manufacturing and Production


Affiliations
The primary affiliation is denoted by (*)


(*) 2018/1 Associate Professor, Pathobiology, University of Guelph


2012/1 - 2017/12 Assistant Professor, Pathobiology, University of Guelph
A tenure-track early career faculty specializing in viral immunology. Responsible for
educating students, managing a research program that results in publishing independent
academic work in scholarly peer-reviewed journals and providing community service.


Research Funding History


Awarded [n=40]
2019/3 - 2024/2
Co-applicant


Combined Anti-Angiogenic, Metronomic Chemotherapy, and Immunotherapy in the
Treatment of Advanced Stage Ovarian Cancer, Grant


Funding Sources:
2019/4 - 2024/3 Canadian Institutes of Health Research (CIHR)


Project Grant
Total Funding - 725,000 (Canadian dollar)
Portion of Funding Received - 100,000
Funding Competitive?: Yes


Co-applicant : Jack Lawler; Sarah K. Wootton;


Principal Applicant : James J. Petrik


2021/9 - 2023/8
Principal Investigator


Oxidative Stress as a Mechanism Causing Off-Target Infections of T Cells with Oncolytic
Viruses (student stipend support), Scholarship


Funding Sources:
2021/9 - 2023/8 Ontario Veterinary College (OVC)


Master's Scholarship
Total Funding - 30,000 (Canadian dollar)


Principal Applicant : Sierra Vanderkamp


2020/7 - 2023/6
Co-applicant


Characterization of Innate Lymphoid Cells in Canine Blood, Grant


Funding Sources:
OVC Pet Trust
Operating Grant
Total Funding - 16,100
Portion of Funding Received - 0
Funding Competitive?: Yes
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Co-applicant : Dr. Samuel Hocker;


Principal Investigator : Dr. Khalil Karimi


2020/7 - 2023/6
Co-applicant


The use of SPECTRA OPTIA, Apheresis System from TERUMO, in Veterinary Medicine,
Grant


Funding Sources:
OVC Pet Trust
Equipment Grant
Total Funding - 40,000
Portion of Funding Received - 0
Funding Competitive?: Yes


Principal Investigator : Dr. Alice Defarges


2020/9 - 2022/8
Principal Investigator


OVC MSc Scholarship, Scholarship


Funding Sources:
2020/9 - 2022/8 Ontario Veterinary College (OVC)


MSc Graduate Scholarship
Total Funding - 30,000 (Canadian dollar)


Principal Applicant : Lily Chan


2020/9 - 2022/8
Principal Applicant


Advancing a Promising Infected Cancer Cell Vaccine Platform into the Translational
Research Pipeline, Grant


Funding Sources:
Cancer Research Society (The)
Operating Grant
Total Funding - 120,000
Portion of Funding Received - 120,000
Funding Competitive?: Yes


Co-applicant : Dr. Sarah K. Wootton


2017/7 - 2022/6
Co-applicant


Vascular Normalization as a Mechanism to Increase Oncolytic Virus Spread and Efficacy
(a sub-project within a Program Project Grant that was awarded by the Terry Fox
Research Institute to the Canadian Oncolytic Virus Consortium [$7,396,160]), Grant


Funding Sources:
2017/7 - 2022/3 Terry Fox Research Institute (TFRI)


Program Project Grant
Total Funding - 314,460 (Canadian dollar)
Portion of Funding Received - 314,460
Funding Competitive?: Yes


2020/3 - 2022/3
Principal Applicant


Developing Prophylactic Virus-Vectored Vaccines for COVID-19, Grant


Funding Sources:
Ontario Ministry of Colleges and Universities
COVID-19 Rapid Research Fund
Total Funding - 231,888
Portion of Funding Received - 231,888
Funding Competitive?: Yes


Co-investigator : Dr. Leonardo Susta; Dr. Sarah K. Wootton


2019/3 - 2022/2
Co-applicant


AAV Gene Therapy for the Treatment of Surfactant Protein B Deficiency, Grant
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Funding Sources:
2019/3 - 2024/2 Canadian Institutes of Health Research (CIHR)


Project Grant
Total Funding - 620,000 (Canadian dollar)
Portion of Funding Received - 30,000
Funding Competitive?: Yes


Co-applicant : Bernard Thébaud; Martin Kang;


Collaborator : Jeffrey Whitsett; Laura van Lieshout; Lawrence Nogee;


Principal Applicant : Sarah K. Wootton


2020/12 - 2021/12
Principal Investigator


Translational Development of an Avian Orthoavulavirus-1-Vectored Vaccine for
COVID-19, Grant


Funding Sources:
National Research Council Canada (NRC) (Ottawa, ON)
Pandemic Response Challenge Program
Total Funding - 444,000
Portion of Funding Received - 319,000
Funding Competitive?: Yes


Co-investigator : Leonardo Susta; Sarah K. Wootton


2019/9 - 2021/8
Principal Investigator


Nora Cebotarev Memorial Graduate Scholarship (student stipend funding), Scholarship


Funding Sources:
2019/9 - 2021/8 University of Guelph


Nora Cebotarev Memorial Graduate Scholarship
Total Funding - 25,000 (Canadian dollar)


Principal Applicant : Jessica Minott


2020/9 - 2021/8
Principal Investigator


Ontario Graduate Scholarship (student stipend funding), Scholarship


Funding Sources:
2020/9 - 2021/8 Ontario Ministry of Colleges and Universities


Total Funding - 15,000 (Canadian dollar)


Principal Applicant : Jessica Minott


2021/5 - 2021/8
Principal Investigator


Andrea Leger Dunbar Summer Studentship (student salary funding), Scholarship


Funding Sources:
2021/5 - 2021/8 Ontario Veterinary College (OVC)


Andrea Leger Dunbar Summer Studentship
Total Funding - 9,000 (Canadian dollar)


Principal Applicant : Christina Napoleoni


2018/7 - 2021/6
Principal Investigator


Developing Biotherapies for the Treatment of Canine Cancers, Grant


Funding Sources:
2018/1 - 2022/12 Private Donation


private donation
Total Funding - 1,500 (Canadian dollar)
Portion of Funding Received - 1,500
Funding Competitive?: No


2018/6 - 2021/5
Co-applicant


PD-1 Expression on Blood Leukocytes in Dogs with Bladder Cancer, Grant
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Funding Sources:
2018/4 - 2021/3 Pet Trust Fund (The)


Operating Grant
Total Funding - 27,584 (Canadian dollar)
Portion of Funding Received - 6,896
Funding Competitive?: Yes


Co-applicant : Anthony Mutsaers;


Principal Applicant : Samuel Hocker


2018/1 - 2021/1
Co-investigator


Oncolytic Viral Vaccine Therapy of Feline Mammary Carcinoma, Grant


Funding Sources:
2018/1 - 2021/1 Pet Trust Fund (The)


Operating Grant
Total Funding - 7,668 (Canadian dollar)
Portion of Funding Received - 1,534
Funding Competitive?: Yes


Co-applicant : Michelle Oblak; Robert Foster;


Co-investigator : Geoffrey Wood;


Principal Applicant : J. Paul Woods


2020/3 - 2021/1
Co-investigator


Developing Prophylactic Virus-Vectored Vaccines for COVID-19, Grant


Funding Sources:
University of Guelph, Ontario Veterinary College and Department of
Pathobiology
Seed funding for COVID-19 research
Total Funding - 20,000
Portion of Funding Received - 20,000
Funding Competitive?: Yes


Co-investigator : Dr. Sarah K. Wootton;


Principal Applicant : Dr. Leonardo Susta


2020/5 - 2020/8
Principal Investigator


NSERC Undergraduate Student Research Assistantship (student salary funding),
Scholarship


Funding Sources:
2020/5 - 2020/8 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Undergraduate Research Assistantship
Total Funding - 4,500 (Canadian dollar)


Principal Applicant : Lily Chan


2018/9 - 2020/8
Principal Applicant


Treatment of Osteosarcoma Lung Metastases with an Infected Cancer Cell Vaccine, Grant


Funding Sources:
2018/9 - 2021/8 Cancer Research Society (The)


Operating Grant
Total Funding - 60,000 (Canadian dollar)
Portion of Funding Received - 60,000
Funding Competitive?: Yes
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2018/9 - 2021/8 Canadian Institutes of Health Research (CIHR)
CRS Operating Grant (jointly funded)
Total Funding - 62,086 (Canadian dollar)
Portion of Funding Received - 62,086
Funding Competitive?: Yes


Co-applicant : Sarah K. Wootton


2018/9 - 2020/8
Principal Applicant


Combining Oncolytic Virotherapy and Epigenetic Modifiers to Treat Acute Leukemias,
Grant


Funding Sources:
2019/8 - 2021/7 Canadian Institutes of Health Research (CIHR)


CCS-RI Innovation Grant (jointly funded)
Total Funding - 100,000 (Canadian dollar)
Portion of Funding Received - 100,000
Funding Competitive?: Yes


2018/8 - 2021/7 Canadian Cancer Society Research Institute (CCSRI)
Innovation Grant
Total Funding - 105,215 (Canadian dollar)
Portion of Funding Received - 105,215
Funding Competitive?: Yes


2017/9 - 2020/8
Principal Investigator


Enhancing Immunogenic Cancer Cell Death Through the Novel Combination of Oncolytic
Viruses and Photodynamic Therapy (student stipend support), Scholarship


Funding Sources:
2017/9 - 2020/8 Canadian Institutes of Health Research (CIHR)


Vanier Scholarship
Total Funding - 150,000 (Canadian dollar)
Portion of Funding Received - 33,000
Funding Competitive?: Yes


Principal Applicant : Ashley Ross;


Principal Investigator : Sarah Wootton


2020/5 - 2020/8
Principal Investigator


Andrea Leger Dunbar Summer Studentship (student salary funding), Scholarship


Funding Sources:
2020/5 - 2020/8 University of Guelph


Andrea Leger Dunbar Summer Studentship
Total Funding - 9,000 (Canadian dollar)


Principal Applicant : Kiersten Hanada


2019/9 - 2020/8
Principal Investigator


Ellen Nilsen Memorial Graduate Scholarship (student stipend funding), Scholarship


Funding Sources:
2019/9 - 2020/8 University of Guelph


Ellen Nilsen Memorial Graduate Scholarship
Total Funding - 1,500 (Canadian dollar)


Principal Applicant : Jessica Minott


2018/9 - 2020/8
Principal Investigator


Combining Oncolytic Viruses with Epigenetic Modifiers to Treat Acute Myeloid Leukemias
(student stipend support), Scholarship
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Funding Sources:
2018/9 - 2020/12 Ontario Veterinary College (OVC)


Graduate Scholarship
Total Funding - 37,000 (Canadian dollar)
Portion of Funding Received - 37,000
Funding Competitive?: Yes


Principal Applicant : Elaine Klafuric


2020/5 - 2020/8
Principal Investigator


BioCanRx Summer Studentship (student salary funding), Scholarship


Funding Sources:
2020/5 - 2020/8 National Centre of Excellence in Biotherapeutics for Cancer


Treatment
Summer Studentship
Total Funding - 8,000 (Canadian dollar)


Principal Applicant : Lily Chan


2017/7 - 2020/6
Principal Investigator


Developing Biotherapies for the Treatment of Canine Cancers, Grant


Funding Sources:
2017/7 - 2020/6 Private Donation


private donation
Total Funding - 1,000 (Canadian dollar)
Portion of Funding Received - 1,000
Funding Competitive?: No


2017/7 - 2020/6
Co-applicant


Synthesis of a Novel Oncolytic Newcastle Disease Virus to Support the Treatment of
Companion Animal Cancer Patients, Grant


Funding Sources:
2017/6 - 2020/6 Pet Trust Fund (The)


Operating Grant
Total Funding - 25,000 (Canadian dollar)
Portion of Funding Received - 5,000
Funding Competitive?: Yes


Co-applicant : Sarah Wootton;


Principal Applicant : Leonardo Susta


2018/1 - 2019/12
Co-investigator


The Role of Interleukin-17-Producing Cells in the Pathophysiology of Canine Immune
Mediated Hemolytic Anemia, Grant


Funding Sources:
2018/1 - 2021/1 Pet Trust Fund (The)


Operating Grant
Total Funding - 10,583 (Canadian dollar)
Portion of Funding Received - 1,764
Funding Competitive?: Yes


Co-investigator : Anthony Abrams-Ogg; Darren Wood; Dorothee Bienzle; Geoffrey Wood;


Principal Applicant : Shauna Blois


2019/5 - 2019/8
Principal Investigator


Undergraduate Research Assistantship (student salary funding), Scholarship
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Funding Sources:
2019/5 - 2019/8 University of Guelph


Undergraduate Research Assistantship
Total Funding - 8,000 (Canadian dollar)


Principal Applicant : Lily Chan


2017/9 - 2019/8
Co-applicant


Vascular Normalization as a Mechanism to Increase Uptake and Efficacy of Oncolytic
Viruses and Vaccine-Induced Effector Cells for the Treatment of Advanced Stage Ovarian
Cancer, Grant


Funding Sources:
2017/9 - 2019/8 Cancer Research Society (The)


Operating Grant
Total Funding - 120,000 (Canadian dollar)
Portion of Funding Received - 30,000
Funding Competitive?: Yes


Co-applicant : Sarah Wootton;


Principal Applicant : James Petrik


2018/9 - 2019/4
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship


Funding Sources:
2018/9 - 2019/4 Ontario Graduate Scholarship


Graduate Scholarship
Total Funding - 10,000 (Canadian dollar)
Portion of Funding Received - 5
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten;


Principal Investigator : Sarah K. Wootton


2014/4 - 2019/3
Principal Applicant


Developing Novel Cancer Biotherapies: Infrastructure to Support Translational Research
in Companion Animals, Grant


Funding Sources:
2014/4 - 2019/3 Ministry of Research and Innovation (MRI) (Ontario)


Ontario Research Fund - Research Infrastructure Program
Total Funding - 124,886 (Canadian dollar)
Portion of Funding Received - 124,886
Funding Competitive?: Yes


2013/4 - 2019/3
Principal Applicant


Type I Interferon Receptor Signalling as a Master Switch for the Negative Regulation of
Cytokine Networks, Grant


Funding by Year:
2013/7 - 2018/6 Total Funding - 175,000


Portion of Funding Received - 175,000
Time Commitment: 16


2015/4 - 2019/3
Principal Applicant


Development of Cutting-Edge Biotherapies for the Treatment of Cancers, Grant
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Funding Sources:
2015/4 - 2018/3 Terry Fox Research Institute (TFRI)


New Investigator Award
Total Funding - 449,587 (Canadian dollar)
Portion of Funding Received - 449,587
Funding Competitive?: Yes


2016/3 - 2019/2
Principal Investigator


Developing Biotherapies for the Treatment of Canine Cancers, Grant


Funding Sources:
2016/3 - 2019/2 Private Donation


private donation
Total Funding - 400 (Canadian dollar)
Portion of Funding Received - 400
Funding Competitive?: No


2016/1 - 2019/1
Principal Applicant


Construction and Validation of Viral-Vectored Vaccines to Induce Robust Tumour-Specific
T Cell Responses in Dogs with Oral Melanomas, Grant


Funding Sources:
2016/1 - 2019/1 Pet Trust Foundation


Operating Grant
Total Funding - 12,265 (Canadian dollar)
Portion of Funding Received - 12,265
Funding Competitive?: Yes


2016/7 - 2018/12
Co-applicant


Accelerated Clinical Development of Synthetic Antibody Immuno-Modulators Through
Companion Animal Trials (the "total funding" represents the amount awarded to B. Bridle;
the award for both applicants was $708,893), Grant


Funding Sources:
2016/7 - 2018/6 National Centre of Excellence in Biotherapeutics for Cancer


Treatment (BioCanRx)
Enabling Grant
Total Funding - 351,361 (Canadian dollar)
Portion of Funding Received - 319,261
Funding Competitive?: Yes


Principal Applicant : Jason Moffat


2016/9 - 2018/12
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship


Funding Sources:
2016/9 - 2018/12 Ontario Veterinary College (OVC)


Graduate Scholarship
Total Funding - 21,000 (Canadian dollar)
Portion of Funding Received - 21,000
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten;


Principal Investigator : Sarah K. Wootton


2015/9 - 2018/8
Principal Investigator


Art Rouse Cancer Biology Graduate Stipend (student stipend support), Scholarship
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Funding Sources:
2015/9 - 2018/8 Ontario Veterinary College (OVC)


Art Rouse Cancer Biology Graduate Stipend
Total Funding - 60,000 (Canadian dollar)
Portion of Funding Received - 60,000
Funding Competitive?: Yes


Principal Applicant : Robert Mould (PhD student)


2016/9 - 2018/8
Principal Investigator


Sex Disparity in Innate Immune Responses to Viral Infection: the Role of Type I Interferon
(student stipend support), Scholarship


Funding Sources:
2016/9 - 2018/8 University of Guelph


Graduate Tuition Scholarship
Total Funding - 32,000 (Canadian dollar)
Portion of Funding Received - 5,333
Funding Competitive?: Yes


Principal Applicant : Katrina Allison (MSc student)


Completed [n=39]
2018/5 - 2018/8
Principal Investigator


Assessing the Impact of Sex Hormones on the Efficacy of Oncolytic Viruses ($8,000 for
student salary support; $1,000 for operating funds), Scholarship


Funding Sources:
Ontario Veterinary College (OVC)
Andrea Leger Dunbar Summer Research Studentship
Total Funding - 9,000
Portion of Funding Received - 9,000
Funding Competitive?: Yes


Co-investigator : Jessica Minott


2018/5 - 2018/8
Principal Investigator


Type I Interferon-Mediated Regulation of IL-17 Production by Mast Cells (student salary
support), Scholarship


Funding Sources:
Natural Sciences and Engineering Research Council of Canada
(NSERC)
Undergraduate Student Research Assistantship
Total Funding - 4,400
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Principal Applicant : Elaine Klafuric


2018/5 - 2018/8
Principal Investigator


Combining Oncolytic Virotherapy with Epigenetic Modifiers to Treat Lymphomas (student
salary support), Scholarship


Funding Sources:
National Centre of Excellence in Biotherapeutics for Cancer
Treatment (BioCanRx)
Summer Studentship
Total Funding - 6,000
Portion of Funding Received - 6,000
Funding Competitive?: Yes
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Principal Applicant : Samantha Holtz


2015/6 - 2018/4
Co-applicant


Development of a Vaccine to Protect Against Toxoplasma gondii Infection in Sheep, Grant


Funding Sources:
2015/6 - 2018/4 Ontario Ministry of Agriculture, Food and Rural Affairs (OMAFRA)


Tier I Operating Grant (Production Animal Systems)
Total Funding - 59,250 (Canadian dollar)
Portion of Funding Received - 14,813
Funding Competitive?: Yes


Co-applicant : John Barta; Paula Menzies;


Principal Applicant : Sarah K. Wootton


2017/5 - 2017/8
Principal Investigator


Assessing the Impact of an Acidic Tumour Microenvironment on the Efficacy of Oncolytic
Viruses (student salary support), Scholarship


Funding Sources:
Natural Sciences and Engineering Research Council of Canada
(NSERC)
Undergraduate Student Research Assistantship
Total Funding - 4,400
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Principal Applicant : Julia Saturno


2016/9 - 2017/8
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship


Funding Sources:
2016/9 - 2017/8 Ontario Ministry of Agriculture, Food and Rural Affairs (OMAFRA)


Highly Qualified Personnel PhD Scholarship
Total Funding - 21,000 (Canadian dollar)
Portion of Funding Received - 10,500
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten (PhD student; co-advised);


Principal Investigator : Sarah K. Wootton


2017/5 - 2017/8
Principal Investigator


Enhancing Dendritic Cell-Based Anti-Cancer Vaccines Through Adaptation to a Hypoxic
Microenvironment (student salary support), Scholarship


Funding Sources:
National Centre of Excellence in Biotherapeutics for Cancer
Treatment (BioCanRx)
Summer Studentship
Total Funding - 6,000
Portion of Funding Received - 6,000
Funding Competitive?: Yes


Principal Applicant : Mankerat Singh;


Principal Investigator : Khalil Karimi


2014/9 - 2017/8
Principal Investigator


Using Oncolytic Viruses to Potentiate Histone Deacetylase Inhibitor-Mediated Killing of
Acute Lymphoblastic Leukemia B Bells (student stipend support), Scholarship
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Funding Sources:
2014/9 - 2017/8 Ontario Veterinary College


PhD Scholarship
Total Funding - 42,000 (Canadian dollar)
Portion of Funding Received - 42,000
Funding Competitive?: Yes


Principal Applicant : Megan Whaley (PhD student)


2016/9 - 2017/8
Principal Investigator


Augmentation of a Canine Melanoma Vaccine with Immunomodulatory Antibodies
(student stipend support), Scholarship


Funding Sources:
2016/9 - 2017/8 Canadian Institutes of Health Research (CIHR)


Canada Graduate Scholarship - Master's
Total Funding - 17,500 (Canadian dollar)
Portion of Funding Received - 17,500
Funding Competitive?: Yes


Principal Applicant : Wing Ka "Amanda" AuYeung (MSc student)


2016/9 - 2017/8
Co-applicant


Support for Development of Novel Cancer Biotherapies, Grant


Funding Sources:
2016/9 - 2016/12 Private donation


Private donation
Total Funding - 25,000 (Canadian dollar)
Portion of Funding Received - 8,333
Funding Competitive?: No


Co-applicant : James Petrik;


Principal Applicant : Sarah Wootton


2014/6 - 2017/6
Principal Applicant


Assessment of Canine Melanoma Samples from the Ontario Veterinary College-
Companion Animal Tumour Bank for Expression of Antigens that can be Targeted with an
Oncolytic Cancer Vaccine, Grant


Funding Sources:
2014/6 - 2015/5 Pet Trust Fund (The)


Operating Grant
Total Funding - 11,593 (Canadian dollar)
Portion of Funding Received - 11,593
Funding Competitive?: Yes


2016/1 - 2016/12
Co-applicant


Support for Development of Novel Cancer Biotherapies, Grant


Funding Sources:
2016/1 - 2016/12 Private donation


Private donation
Total Funding - 50,000 (Canadian dollar)
Portion of Funding Received - 16,667
Funding Competitive?: No


Co-applicant : James Petrik;


Principal Applicant : Sarah Wootton


2015/9 - 2016/8
Principal Investigator


Augmentation of a Canine Melanoma Vaccine with Immunomodulatory Antibodies
(student stipend support), Scholarship
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Funding Sources:
2015/9 - 2016/8 Pet Trust Foundation


OVC Pet Trust Scholar Program
Total Funding - 35,000 (Canadian dollar)
Portion of Funding Received - 18,500
Funding Competitive?: Yes


Principal Applicant : Wing Ka "Amanda" Au Yeung (MSc student)


2016/5 - 2016/8
Principal Applicant


Evaluating the Impact of Oxygen Level, Temperature and pH on the Oncolytic Potential of
Viruses and Epigenetic Modifiers in Canine Osteosarcoma Cells (student salary support),
Scholarship


Funding Sources:
2016/5 - 2016/8 Zoetis Canada


Summer Student Research Fund
Total Funding - 8,000 (Canadian dollar)
Portion of Funding Received - 8,000
Funding Competitive?: Yes


Co-applicant : Manali Desai (summer research assistant)


2016/5 - 2016/8
Principal Investigator


Type I Interferon Signalling as a Master Switch for the Negative Regulation of a Broad
Array of Cytokines (student salary support), Scholarship


Funding Sources:
2016/5 - 2016/8 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Undergraduate Student Research Award
Total Funding - 4,400 (Canadian dollar)
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Principal Applicant : Katrina Allison (summer research assistant)


2016/5 - 2016/8
Principal Applicant


Temperature as a Confounding Variable in Oncolytic Virotherapy for Canine Melanomas
(student salary support), Scholarship


Funding Sources:
2016/5 - 2016/8 Merial


Summer Research Assistantship
Total Funding - 8,000 (Canadian dollar)
Portion of Funding Received - 8,000
Funding Competitive?: Yes


Co-applicant : Julia Saturno (summer research assistant)


2015/9 - 2016/8
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship


Funding Sources:
2015/9 - 2016/8 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Graduate Scholarship
Total Funding - 21,000 (Canadian dollar)
Portion of Funding Received - 10,500
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten (PhD student; co-advised);
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Principal Investigator : Sarah K. Wootton


2014/9 - 2016/8
Principal Applicant


Evaluation of Adjunct Oncolytic Immunotherapy in a Canine Lymphoma Clinical Trial,
Grant


Funding Sources:
2014/6 - 2016/5 Cancer Research Society (The)


Operating Grant
Total Funding - 120,000 (Canadian dollar)
Portion of Funding Received - 120,000
Funding Competitive?: Yes


Co-applicant : J. Paul Woods


2014/8 - 2016/6
Co-applicant


Oncolytic Viral Vaccine Therapy of Breast Carcinoma, Grant


Funding Sources:
2014/6 - 2016/5 Canadian Breast Cancer Foundation (CBCF)


Research Project Grant Program
Total Funding - 298,416 (Canadian dollar)
Portion of Funding Received - 59,472
Funding Competitive?: Yes


Co-applicant : J. Paul Woods;


Principal Applicant : Brian D. Lichty


2015/7 - 2016/6
Co-applicant


Accelerated Clinical Development of Synthetic Antibody Immuno-Modulators Through
Companion Animal Trials, Grant


Funding Sources:
2015/7 - 2016/6 National Centre of Excellence in Biotherapeutics for Cancer


Treatment (BioCanRx)
Enabling Grant
Total Funding - 143,716 (Canadian dollar)
Portion of Funding Received - 32,100
Funding Competitive?: Yes


Principal Applicant : Jason Moffat


2014/9 - 2015/8
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship


Funding Sources:
2014/9 - 2015/8 Ontario Ministry of Agriculture, Food and Rural Affairs (OMAFRA)


Highly Qualified Personnel PhD Scholarship
Total Funding - 21,000 (Canadian dollar)
Portion of Funding Received - 10,500
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten (PhD student; co-advised);


Principal Investigator : Sarah K. Wootton


2013/9 - 2015/8
Principal Investigator


The Role of Type I Interferon Receptor-Mediated Signaling in the Regulation of Cytokines
Produced by Dendritic Cells (student stipend support), Scholarship
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Funding Sources:
2013/9 - 2015/8 University of Guelph


Ontario Veterinary College MSc Fellowship
Total Funding - 30,000 (Canadian dollar)
Portion of Funding Received - 30,000
Funding Competitive?: Yes


Funding by Year:
2013/9 - 2015/8 Total Funding - 30,000


Portion of Funding Received - 30,000
Time Commitment: 0


Principal Applicant : Alexandra Rasiuk (MSc student)


2015/5 - 2015/8
Principal Applicant


Transient Lymphopenia as a Mechanism to Allow an Oncolytic Virus to Replicate Inside
a Tumour Despite Vaccination Against a Virus-Encoded Antigen (student salary support),
Scholarship


Funding Sources:
2015/5 - 2015/8 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Undergraduate Student Research Assistantship
Total Funding - 4,400 (Canadian dollar)
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Co-applicant : Wing Ka "Amanda" Au Yeung (summer student)


2014/9 - 2015/8
Principal Investigator


Using Virus-Infected Dendritic Cells as Cancer Vaccines (student stipend support),
Scholarship


Funding Sources:
2014/9 - 2016/8 University of Guelph


Graduate Research Assistant Tuition Supplement
Total Funding - 8,000 (Canadian dollar)
Portion of Funding Received - 8,000
Funding Competitive?: No


Principal Applicant : Robert Mould (MSc student)


2015/5 - 2015/8
Principal Applicant


Assessment of the Potential to Treat Canine Cancers with an Oncolytic Vaccine (student
salary support), Scholarship


Funding Sources:
2015/5 - 2015/8 Zoetis Canada


Zoetis Summer Student Research Fund
Total Funding - 8,000 (Canadian dollar)
Portion of Funding Received - 8,000
Funding Competitive?: Yes


Co-applicant : Julia Kim (summer student)


2014/8 - 2015/7
Principal Applicant


Replacement of a Core Facility's Heavily-Used, 22-Year-Old Analytical Flow Cytometer for
Which Parts and Service are no Longer Guaranteed, Grant
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Funding Sources:
2014/8 - 2015/7 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Research Tools and Infrastructure
Total Funding - 103,249 (Canadian dollar)
Portion of Funding Received - 34,417
Funding Competitive?: Yes


Co-applicant : Brandon Plattner; Dorothee Bienzle


2013/7 - 2015/6
Principal Applicant


In Vitro Efficacy Testing of Oncolytic Viruses, Grant


Funding Sources:
2013/7 - 2015/6 Private donation


Private donation
Total Funding - 15,000 (Canadian dollar)
Portion of Funding Received - 15,000
Funding Competitive?: No


2012/6 - 2015/5
Principal Investigator


Assessment of the Potential to Treat Canine Lymphoma with an Oncolytic Vaccine, Grant,
Operating
Clinical Research Project?: No
Project Description: We have published a strategy to synergize immunotherapy and
oncolytic virotherapy, leading to durable cures in mouse models of cancer. To translate
our success into a future canine lymphoma clinical trial, we must conduct preliminary
studies to demonstrate safety and efficacy. This proposal has four aims: 1. prove that
oncolytic immunotherapy is safe in dogs, 2. show that robust tumour-specific immune
responses can be induced, 3. confirm expression of the targeted tumour antigen on canine
lymphomas, and 4. show that effector mechanisms mediated by the treatment can kill
lymphoma cells. This will provide the scientific rationale for a future clinical dog lymphoma
trial. It will also allow us to get a permit for field testing from the Canadian Food Inspection
Agency (CFIA), which is required before clinical testing of oncolytic viruses in pets.
Research Uptake: The goal of this research is to translate the findings into a clinical
veterinary trial in which dogs with lymphoma will be treated. This will serve two purposes.
It will provide a direct, practical benefit to pet owners and will serve as an intermediate
animal model in support of a broad collaborative effort to test oncolytic vaccines in human
clinical trials. Findings from these studies will also be disseminated via submission for
publication in peer-reviewed journals.


Research Uptake Stakeholders: Academic Personnel


Research Settings: Canada (Urban)


Funding Sources:
2012/6 - 2015/5 Pet Trust Fund (The)


Operating Grant
Total Funding - 45,016 (Canadian dollar)
Portion of Funding Received - 100 (Canadian dollar)
Funding Renewable?: No
Funding Competitive?: Yes


Funding by Year:
2012/9 - 2013/8 Total Funding - 45,016 (Canadian dollar)


Portion of Funding Received - 100 (Canadian dollar)
Time Commitment: 6


Research Disciplines: Immunology, Virology
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Areas of Research: Vaccine and Cancer, Immunotherapy


Fields of Application: Biomedical Aspects of Human Health


Co-investigator : Dr. J. Paul Woods


2014/9 - 2015/4
Principal Applicant


Testing the Efficacy of Cancer Therapeutics in Ovarian and Mammary Carcinoma Cells
(student salary support), Scholarship


Funding Sources:
2014/9 - 2015/4 University of Guelph


Work-Study
Total Funding - 2,210 (Canadian dollar)
Portion of Funding Received - 2,210
Funding Competitive?: No


Co-applicant : Wing Ka "Amanda" Au Yeung (undergraduate student)


2012/9 - 2014/8
Principal Investigator


Characterizing a Novel Immunoevasion Strategy for Brain Cancer and How to Circumvent
It (student stipend support), Scholarship


Funding Sources:
2012/9 - 2014/8 University of Guelph


Ontario Veterinary College MSc Scholarship
Total Funding - 30,000 (Canadian dollar)
Portion of Funding Received - 30,000
Funding Competitive?: Yes


Funding by Year:
2012/9 - 2014/8 Total Funding - 30,000


Portion of Funding Received - 30,000
Time Commitment: 0


Principal Applicant : Zafir Syed (MSc student)


2014/5 - 2014/8
Principal Applicant


Evaluation of an Oncolytic Vaccine in Dogs (student salary support), Scholarship


Funding Sources:
2014/5 - 2014/8 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Undergraduate Student Research Assistantship
Total Funding - 4,400 (Canadian dollar)
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Co-applicant : Larissa Hattin (summer student)


2012/9 - 2014/8
Principal Applicant


Combining Histone Deacetylase Inhibition and Transient, Virus-Induced Lymphopenia to
Treat Leukemia (student stipend support), Scholarship


Funding Sources:
2012/9 - 2014/8 University of Guelph


Ontario Veterinary College MSc Scholarship
Total Funding - 30,000 (Canadian dollar)
Portion of Funding Received - 30,000
Funding Competitive?: Yes
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Funding by Year:
2012/9 - 2014/8 Total Funding - 30,000


Portion of Funding Received - 30,000
Time Commitment: 0


Principal Applicant : Christian Ternamian (MSc student)


2013/6 - 2014/5
Co-applicant


Upgrade to State-of-the-Art Flow Cytometric Equipment, Grant


Funding Sources:
2013/6 - 2015/5 Natural Sciences and Engineering Research Council of Canada


(NSERC)
Research Tools and Instruments Grant
Total Funding - 148,230 (Canadian dollar)
Portion of Funding Received - 49,410
Funding Competitive?: Yes


Funding by Year:
2013/6 - 2015/5 Total Funding - 148,230


Portion of Funding Received - 49,410
Time Commitment: 7


Co-applicant : Dr. Dorothee Bienzle;


Principal Applicant : Dr. Brandon Plattner


2013/5 - 2014/4
Principal Applicant


Development of an Immune Response Monitoring Facility to Support Clinical Testing of
Novel Cancer Biotherapies in Companion Animals, Grant


Funding Sources:
2013/5 - 2014/4 The Smiling Blue Skies Cancer Fund


Donation
Total Funding - 14,554 (Canadian dollar)
Portion of Funding Received - 14,554
Funding Competitive?: No


Funding by Year:
2013/5 - 2014/4 Total Funding - 14,554


Portion of Funding Received - 14,554
Time Commitment: 3


2013/9 - 2014/4
Principal Applicant


Evaluating the Role of Akt Isoforms in the Sensitivity of Lung Cancer Cells to Oncolytic
Viruses (student salary support), Scholarship


Funding Sources:
2013/9 - 2014/4 University of Guelph


Work-Study
Total Funding - 2,210 (Canadian dollar)
Portion of Funding Received - 2,210
Funding Competitive?: No


Co-applicant : Wing Ka "Amanda" Au Yeung (undergraduate student)


2012/5 - 2013/8
Principal Applicant


Using an Innate Anti-Viral Immune Response in the Presence of a Histone Deactylase
Inhibitor to Treat Leukemias (student salary support), Scholarship
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Funding Sources:
2012/5 - 2012/8 Canadian Society for Immunology


Summer Internship in Immunology
Total Funding - 2,400 (Canadian dollar)
Portion of Funding Received - 2,400
Funding Competitive?: Yes


Funding by Year:
2012/5 - 2012/8 Total Funding - 2,400


Portion of Funding Received - 2,400
Time Commitment: 0


Co-applicant : Evan Lusty (summer student)


2013/5 - 2013/8
Principal Applicant


Development of Flow Cytometry-Based Immunological Assays to Support Pre-Clinical and
Clinical Companion Animal Cancer Trials (student salary support), Scholarship


Funding Sources:
2013/5 - 2013/8 University of Guelph


Undergraduate Research Assistant
Total Funding - 4,400 (Canadian dollar)
Portion of Funding Received - 4,400
Funding Competitive?: Yes


Funding by Year:
2013/5 - 2013/8 Total Funding - 6,600


Portion of Funding Received - 6,600
Time Commitment: 0


Co-applicant : Wing Ka "Amanda" Au Yeung (summer student)


2012/9 - 2013/4
Principal Applicant


Testing the Efficacy of Cancer Therapeutics in Prostate Cancer Cell Lines (student salary
support), Scholarship


Funding Sources:
2012/9 - 2013/4 University of Guelph


Work-Study
Total Funding - 2,210 (Canadian dollar)
Portion of Funding Received - 2,210
Funding Competitive?: No


Co-applicant : Jason Morgenstern (undergraduate student)


2012/5 - 2012/8
Principal Applicant


Establishment of Leukemia/Lymphoma Cell Lines from Clinical Specimens and Evaluation
of Their Susceptibility to Oncolytic Viruses (student salary support), Scholarship


Funding Sources:
2012/5 - 2012/8 University of Guelph


Undergraduate Research Assistantship
Total Funding - 6,000 (Canadian dollar)
Portion of Funding Received - 6,000
Funding Competitive?: Yes


Funding by Year:
2012/5 - 2012/8 Total Funding - 6,000


Portion of Funding Received - 6,000
Time Commitment: 0
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Co-applicant : Jason Morgenstern (summer student)


Declined [n=6]
2017/9 - 2021/8
Principal Investigator


Enhancing Immunogenic Cancer Cell Death Through the Novel Combination of Oncolytic
Viruses and Photodynamic Therapy (student stipend support), Scholarship


Funding Sources:
2017/9 - 2020/8 Ontario Government


Ontario Graduate Scholarship
Total Funding - 60,000 (Canadian dollar)
Portion of Funding Received - 0
Funding Competitive?: Yes


Principal Applicant : Ashley Ross;


Principal Investigator : Sarah Wootton


2017/9 - 2020/8
Co-applicant


Enhancing Immunogenic Cancer Cell Death Through the Novel Combination of Oncolytic
Viruses and Photodynamic Therapy (student stipend support), Scholarship


Funding Sources:
2017/9 - 2020/8 Ontario Veterinary College (OVC)


Doctoral Scholarship
Total Funding - 60,000 (Canadian dollar)
Portion of Funding Received - 0
Funding Competitive?: Yes


Principal Applicant : Ashley Ross;


Principal Investigator : Sarah Wootton


2016/9 - 2018/12
Co-applicant


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support; declined due to receipt of external scholarships),
Scholarship


Funding Sources:
Ontario Veterinary College (OVC)
Graduate Scholarship
Total Funding - 17,000
Portion of Funding Received - 17,000
Funding Competitive?: Yes


Co-applicant : Sarah K. Wootton;


Principal Applicant : Jacob van Vloten


2016/9 - 2017/8
Co-applicant


Augmentation of a Canine Melanoma Vaccine with Immunomodulatory Antibodies
(student stipend support), Scholarship


Funding Sources:
2016/9 - 2017/8 Pet Trust Foundation


OVC Pet Trust Scholar Program
Total Funding - 17,500 (Canadian dollar)
Portion of Funding Received - 17,500
Funding Competitive?: Yes


Principal Applicant : Wing Ka "Amanda" AuYeung (MSc student)


2015/9 - 2016/8
Principal Investigator


The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic
Virotherapy (student stipend support), Scholarship







Dr. Byram Bridle


29


Funding Sources:
2015/9 - 2016/8 Ontario Ministry of Agriculture, Food and Rural Affairs (OMAFRA)


Highly Qualified Personnel PhD Scholarship
Total Funding - 21,000 (Canadian dollar)
Portion of Funding Received - 0
Funding Competitive?: Yes


Principal Applicant : Jacob van Vloten (PhD student; co-advised);


Principal Investigator : Sarah K. Wootton


2015/9 - 2016/8
Principal Investigator


Using Virus-Infected Dendritic Cells as Cancer Vaccines (student stipend support),
Scholarship


Funding Sources:
2015/9 - 2016/8 University of Guelph


Graduate Research Assistant Tuition Supplement
Total Funding - 8,000 (Canadian dollar)
Portion of Funding Received - 0
Funding Competitive?: No


Principal Applicant : Robert Mould (MSc student; transferred to PhD)


Under Review [n=5]
2021/6 - 2026/5
Principal Applicant


Calming the Storm: Interventions to Abrogate Toxic Cytokine Responses to Viruses, Grant


Funding Sources:
2021/6 - 2026/5 Canadian Institutes of Health Research (CIHR)


Total Funding - 920,000 (Canadian dollar)
Funding Competitive?: Yes


Co-applicant : Khalil Karimi; Leonardo Susta; Sarah K. Wootton


2021/6 - 2026/5
Co-applicant


AAV-vectored immunoprophylaxis for the prevention and treatment of infectious diseases,
Grant


Funding Sources:
2021/6 - 2026/5 Canadian Institutes of Health Research (CIHR)


Total Funding - 880,000 (Canadian dollar)


Co-applicant : Darwyn Kobasa; Kevin Stinson; Leonardo Susta; Rob Kozak;


Principal Applicant : Sarah K. Wootton


2021/9 - 2023/8
Co-investigator


Mechanism of Oncolytic ORFV-Activated Innate and Adaptive Anti-Tumor Immunity in a
Preclinical Model of Late-Stage Ovarian Cancer, Grant


Funding Sources:
Cancer Research Society (The)
Operating Grant
Total Funding - 120,000
Funding Competitive?: Yes


Principal Investigator : Sarah K. Wootton


2021/9 - 2023/8
Principal Applicant


Heat- and Cold-Adaptation of Oncolytic Rhabdoviruses to Improve Their Clinical Utility,
Grant
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Funding Sources:
Cancer Research Society (The)
Operating Grant
Total Funding - 120,000
Funding Competitive?: Yes


2020/11 - 2021/10
Principal Applicant


Translational Development of an Avian Orthoavulavirus-1-Vectored Vaccine for
COVID-19, Grant


Funding Sources:
National Research Council Canada (NRC) (Ottawa, ON)
Collaborative R&D Initiative Pandemic Response Challenge
Program Grant Application
Total Funding - 553,685
Portion of Funding Received - 553,685
Funding Competitive?: Yes


Co-investigator : Dr. Leonardo Susta; Dr. Sarah K. Wootton;


Collaborator : Dr. Andrew Winterborn; Dr. Anh Tran


Student/Postdoctoral Supervision


Bachelor’s [n=1]
2020/9 - 2021/4
Principal Supervisor


Julia Kakish, University of Guelph
Thesis/Project Title: Cold-Adaptation of Viruses for Use as Vaccine Vectors
(undergraduate research project student)
Present Position: Currently a member of my research team


Bachelor’s Equivalent [n=2]
2020/5 - 2020/8
Principal Supervisor


Lily Chan, University of Guelph
Thesis/Project Title: Calming the Storm: Dissecting the Roles of Innate Lymphoid Cells
in Cytokine-Mediated Pulmonary Inflammation Induced by Oncolytic Vesicular Stomatitis
Virus (undergraduate summer research assistant)
Present Position: Currently a MSc student in my laboratory, University of Guelph


2020/5 - 2020/8
Principal Supervisor


Kiersten Hanada (In Progress) , University of Guelph
Thesis/Project Title: Calming the Cytokine Storm: Developing a Model to Study Toxic
Cytokine Responses to Viruses (undergraduate summer research assistant)
Present Position: Completing the DVM program, University of Guelph


Bachelor’s Honours [n=23]
2020/9 - 2021/4
Principal Supervisor


Sierra Vanderkamp, University of Guelph
Thesis/Project Title: Evaluating the Role of Oxidative Stress in Off-Target Infections of T
Cells by Oncolytic Rhabdoviruses (undergraduate research project student)
Present Position: Currently a member of my research team


2018/9 - 2019/4
Principal Supervisor


Jessica Minott (Completed) , University of Guelph
Thesis/Project Title: Assessing the Impact of Sex Hormones on the Efficacy of Oncolytic
Viruses (4th year undergraduate research project student)
Present Position: Currently a MSc student in my laboratory, University of Guelph
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2018/5 - 2018/8
Principal Supervisor


Jessica Minott (Completed) , University of Guelph
Thesis/Project Title: Assessing the Impact of Sex Hormones on the Efficacy of Oncolytic
Viruses (undergraduate summer research assistant)
Present Position: Currently a MSc student in my laboratory, University of Guelph


2018/5 - 2018/8
Principal Supervisor


Samantha Holtz (Completed) , University of Guelph
Thesis/Project Title: Combining Oncolytic Virotherapy with Epigenetic Modifiers to Treat
Lymphomas (undergraduate summer research assistant)
Present Position: Completed apPost-graduate diploma program., Queen's University


2018/5 - 2018/8
Principal Supervisor


Elaine Klafuric (Completed) , University of Guelph
Thesis/Project Title: Type I Interferon-Mediated Regulation of IL-17 Production by Mast
Cells (undergraduate summer research assistant)
Present Position: Currently a MSc student in my laboratory


2017/5 - 2017/8
Principal Supervisor


Mankerat Singh (Completed) , University of Guelph
Student Degree Start Date: 2017/5
Thesis/Project Title: Optimizing the Antigen Presentation Potential of Cultured Dendritic
Cells Through the Use of Interleukin-4 (summer research assistantship)
Project Description: Mankerat complete his Honour's BSc program in April 2017 and then
conducted a research project under my supervision for the summer 2017. Project title:
Enhancing dendritic cell-based anti-cancer vaccines through adaptation to a hypoxic
microenvironment.
Present Position: unknown


2016/9 - 2017/4
Principal Supervisor


Mankerat Singh (Completed) , University of Guelph
Student Degree Start Date: 2016/9
Student Degree Received Date: 2017/4
Thesis/Project Title: Optimizing a Dendritic Cell-Based Vaccine for Induction of
Immunological Memory (4th year undergraduate research project)
Project Description: Mankerat conducted research in my laboratory for two semesters
as an undergraduate student enrolled in the course HK*4371/2 (Research in Human
Biology and Nutritional Sciences). His project was entitled: Differentiating dendritic cells
in the presence of interleukin-4 to enhance their potential as vaccines. He subsequently
presented this work at the Summit for Cancer Immunotherapy, Gatineau, QC, in June
2017, where he received the only undergraduate award for best poster.
Present Position: unknown


2016/5 - 2016/9
Principal Supervisor


Katrina Allison (Completed) , University of Guelph
Student Degree Start Date: 2012/9
Student Degree Received Date: 2016/8
Thesis/Project Title: Sex Disparity in Innate Immune Responses to Viral Infection: the Role
of Type I Interferon
Project Description: Undergraduate summer research assistant in my laboratory; May-
August 2016. Studied gender bias in the role of type I interferon signalling on the cytokine
response to viral infection.
Present Position: Naturopathic Medicine College Training Program (Toronto, Ontario)
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2015/5 - 2015/8
Principal Supervisor


Wing Ka "Amanda" AuYeung (Completed) , University of Guelph
Student Degree Start Date: 2011/9
Student Degree Received Date: 2015/8
Thesis/Project Title: Transient Lymphopeniaas a Mechanism to Allow an Oncolytic Virus to
Replicate Inside a Tumour Despite Vaccination Against a Virus-Encoded Antigen (NSERC
Undergraduate Student Research Assistantship)
Project Description: Undergraduate summer research assistant, May-August 2015.
Project: Transient lymphopenia as a mechanism to allow an oncolytic virus to replicate
inside a tumour despite vaccination against a virus-encoded antigen
Present Position: Flow Cytometry Technician, The Hospital for Sick Children, Toronto,
Ontario, Canada


2014/5 - 2014/9
Principal Supervisor


Larissa Hattin (Completed) , University of Guelph
Student Degree Start Date: 2010/9
Student Degree Received Date: 2014/8
Thesis/Project Title: Evaluation of an Oncolytic Vaccine in Dogs (NSERC Undergraduate
Student Research Assistantship)
Project Description: Assessed the oncolytic potential of a recombinant Newcastle disease
virus in human prostate cancer cell lines.
Present Position: Emergency medicine residency program, University of British Columbia


2014/5 - 2014/8
Principal Supervisor


Robert Mould (Completed) , University of Guelph
Student Degree Start Date: 2010/9
Student Degree Received Date: 2014/4
Thesis/Project Title: Combining Antigen-Presenting Cell-Based Vaccination with Oncolytic
Viruses for the Treatment of Prostate Cancers (summer research assistantship)
Project Description: Undergraduate summer research assistant, May-August 2014.
Project: The potential to use Orf virus and Newcastle disease virus-infected dendritic cells
and/or macrophages as cancer vaccines.
Present Position: Postdoctoral fellow in my laboratory, University of Guelph


2013/9 - 2014/4
Principal Supervisor


Larissa Hattin (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Student Degree Received Date: 2014/8
Thesis/Project Title: Testing the Oncolytic Potential of Two Recombinant Newcastle
Disease Viruses in Human Prostate Cancer Cell Lines (summer research assistantship)
Project Description: Sept. 2013-April 2014: Larissa conducted her 4th-year undergraduate
research project (Course codes: BIOM*4521 [Fall semester] and BIOM*4522 [Spring
semester]) in my laboratory. Project title: Testing the oncolytic potential of a novel
recombinant Newcastle Disease Virus in human prostate cancer cell lines. She continued
this project as a summer undergraduate research assistant, May-August 2014
Present Position: Emergency medicine residency program, University of British Columbia


2013/9 - 2014/4
Principal Supervisor


Wing Ka "Amanda" AuYeung (Completed) , University of Guelph
Student Degree Start Date: 2011/9
Student Degree Received Date: 2015/4
Thesis/Project Title: Evaluating the Role ofAkt Isoforms in the Sensitivity of Lung Cancer
Cells to Oncolytic Viruses (Work-Study Program; part-time research while pursuing full-
time undergraduate studies)
Project Description: Undergraduate summer research assistant, May-August 2013.
Project: Development of flow cytometry-based immunological assays to support pre-
clinical and clinical companion animal cancer trials.
Present Position: Flow Cytometry Technician, The Hospital for Sick Children, Toronto,
Ontario, Canada
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2013/9 - 2014/4
Principal Supervisor


Sofia Oke (Completed) , University of Guelph
Student Degree Start Date: 2010/9
Student Degree Received Date: 2014/4
Thesis/Project Title: Determining Whether TLR3 and/or TLR7 Ligation Causes
Dysregulation of Cytokine Signaling in Macrophages Lacking the Type I Interferon
Receptor (summer research assistantship)
Project Description: Sofia conducted her 4th-year undergraduate research project (Course
codes: BIOM*4521 [Fall semester] and BIOM*4522 [Spring semester]) in my laboratory,
September 2013-April 2014. Project: Determining whether TLR3 and/or TLR7 ligation
causes dysregulation of cytokine signaling in dendritic cells lacking the type I interferon
receptor.
Present Position: Research technician (Dr. Sachdev Sidhu's lab, University of Toronto)


2013/9 - 2015/8
Principal Supervisor


Alexandra Rasiuk (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/8
Thesis/Project Title: The Role of Type I Interferon Signalling in the Regulation of Cytokines
Produced by Antigen-Presenting Cells (4th year undergraduate research project)
Project Description: Undergraduate research project course (BIOM*4521 and
BIOM*4522), Sept. 2012 - August 2013. Project: Studying the role of type I interferon
receptor-mediated signaling in the regulation of cytokines produced by dendritic cells.
Present Position: Research associate in industry


2013/5 - 2013/8
Principal Supervisor


Wing Ka "Amanda" AuYeung (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Student Degree Received Date: 2014/4
Thesis/Project Title: Development of Flow Cytometry-Based Immunological Assays
to Support Pre-Clinical and Clinical Companion Animal Cancer Trials (NSERC
Undergraduate Student Research Assistantship)
Project Description: Part-time undergraduate research assistant (work-study program,
September 2013 - April 2014. Project: The role of Akt isoforms in the rate of proliferation of
cancer cell lines and their susceptibility to oncolytic viruses.
Present Position: Flow Cytometry Technician, The Hospital for Sick Children, Toronto,
Ontario, Canada


2013/5 - 2013/7
Principal Supervisor


Jason Morgenstern (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Testing the Efficacy of Oncolytic Viruses, Histone Deacetylase
Inhibitors and Toll-Like Receptor Ligands in Cancer Cell Lines (summer research
assistantship)
Project Description: Undergraduate summer research assistant, May -August 2012.
Project: Establishment of leukemia/lymphoma cell lines from clinical specimens and
evaluation of their susceptibility to oncolytic viruses.
Present Position: Medical residency program in public health + Master's of Public Health
program, McMaster University
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2012/9 - 2013/4
Principal Supervisor


Evan Lusty (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Characterizing Oncolytic Viruses and Toll Like Receptor Ligands
in the In Vitro Treatment of Human Prostate Cancer (4th year undergraduate research
project)
Project Description: Evan conducted his 4th-year undergraduate research project (Course
codes: BIOM*4521 [Fall semester] and BIOM*4522 [Spring semester]) in my laboratory.
Project: Testing oncolytic viruses in human prostate cancer cell lines.
Present Position: MD program, Queen's University (Kingston, Ontario)


2012/9 - 2013/4
Principal Supervisor


Jason Morgenstern (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Investigating the Potential to use Recombinant Newcastle Disease
Viruses as Oncolytic Virotherapies for Prostate and Cervical Cancers (Work-Study
Program; part-time research while pursuing full-time undergraduate studies)
Project Description: Undergraduate summer research assistant, May - July 2013. Project:
Characterizing the oncolytic potential of a novel fowl reovirus in established cancer cell
lines.
Present Position: Medical residency program in public health + Master's of Public Health
program, McMaster University


2012/9 - 2013/4
Principal Supervisor


Alexandra Rasiuk (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Optimization of a Protocol for Harvesting and Differentiating
Murine Bone Marrow-Derived Dendritic Cells for use as a Cancer Vaccine (4th year
undergraduate research project)
Project Description: Alexandra conducted her 4th-year undergraduate research project
(Course codes: BIOM*4521 [Fall semester] and BIOM*4522 [Spring semester]) in my
laboratory. Research project: Optimization of a protocol for harvesting and differentiating
murine bone marrow-derived dendritic cells for use as a cancer vaccine.
Present Position: Post-graduate diploma program in clinical research at Seneca College,
Toronto


2012/5 - 2012/8
Principal Supervisor


Jason Morgenstern (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Evaluation of the Susceptibility of Cancer Cell Lines to Oncolytic
Viruses (summer research assistantship)
Project Description: Part-time undergraduate research assistant (work-study program),
September 2012-April 2013. Project: Testing oncolytic viruses in human prostate and
cervical cancer cell lines.
Present Position: Medical residency program in public health + Master's of Public Health
program, McMaster University







Dr. Byram Bridle


35


2012/5 - 2013/7
Principal Supervisor


Evan Lusty (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Testing Various Oncolytic Viruses, Histone Deacetylase Inhibitors
and Toll-Like Receptor Ligands as Monotherapies in Human Prostate and Cervical Cancer
Cells (summer research assistantship)
Project Description: Undergraduate summer research assistant, May - August 2012. Was
awarded a Canadian Society for Immunology - Summer Internship in Immunology for this
work. Project: Using an innate anti-viral immune response in the presence of a histone
deactylase inhibitor to treat leukemias.
Present Position: MD program, Queen's University (Kingston, Ontario)


2012/5 - 2012/8
Principal Supervisor


Evan Lusty (Completed) , University of Guelph
Student Degree Start Date: 2009/9
Student Degree Received Date: 2013/4
Thesis/Project Title: Using an Innate Anti-Viral Immune Response in the Presence of a
Histone Deacetylase Inhibitor to Treat Leukemias (summer research assistantship)
Project Description: Undergraduate summer research assistant May - June 2013. Project:
Testing oncolytic viruses in human prostate cancer cell lines.
Present Position: MD program, Queen's University (Kingston, Ontario)


Master’s Equivalent [n=8]
2020/2 - 2021/10
Co-Supervisor


Yeganeh Mehrani, Ferdowsi University of Mashhad, Iran
Thesis/Project Title: Development of Flow Cytometric Methods to Evaluate Canine Innate
Lymphocyte Subsets
Present Position: Visiting scientist in my laboratory


2017/5 - 2017/8
Principal Supervisor


Julia Saturno (Completed) , University of Guelph
Student Degree Start Date: 2017/5
Thesis/Project Title: Pyrexia Can Impair Oncolytic Virotherapy (summer research
assistantship)
Project Description: This student conducted research in my laboratory for the summer of
2017, while enrolled in the doctor of veterinary medicine program, University of Guelph.
Project title: Temperature as a confounding variable in oncolytic virotherapy for canine
melanomas.
Present Position: veterinary practice


2016/5 - 2016/8
Principal Supervisor


Manali Desai (Completed) , University of Guelph
Student Degree Start Date: 2015/9
Thesis/Project Title: Evaluating the Impact of Temperature on the Oncolytic Potential of
Viruses in Canine and Murine Osteosarcoma Cells (summer research assistantship)
Project Description: Studied the efficacy of oncolytic viruses in a panel of canine and
murine osteosarcoma cell lines.
Present Position: veterinary practice


2016/5 - 2016/8
Principal Supervisor


Julia Saturno (Completed) , University of Guelph
Student Degree Start Date: 2015/9
Thesis/Project Title: Temperature as a Confounding Variable in Oncolytic Virotherapy for
Canine Melanomas (summer research assistantship)
Project Description: Studied the efficacy of oncolytic viruses in a panel of canine
melanoma cell lines.
Present Position: veterinary practice
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2016/5 - 2016/8
Principal Supervisor


Julia De Carvalho Nakamura (Completed) , University of Sao Paulo, Brazil
Student Degree Start Date: 2011/9
Thesis/Project Title: The Impact of Temperature on the Oncolytic Activity of Viruses
(summer research assistantship)
Project Description: Participated in Students Without Borders Program, May-September
2016; conducted research in my laboratory stydying the effect of high and low
temperatures on oncolytic viruses.
Present Position: Veterinary practice, Sao Paulo, Brazil


2015/5 - 2015/8
Principal Supervisor


Haley Spangler-Forgione (Completed) , University of Guelph
Student Degree Start Date: 2014/9
Thesis/Project Title: Par6 Influences the Susceptibility of Mammary Carcinoma Cells to
Oncolytic Viruses (summer research assistantship)
Project Description: Title of project: Par6 influences the susceptibility of mammary
carcinoma cells to oncolytic viruses
Present Position: Veterinary practice


2015/5 - 2015/8
Principal Supervisor


Julia Kim (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Thesis/Project Title: Assessment of the Potential to Treat Canine Cancers with an
Oncolytic Vaccine (summer research assistantship)
Project Description: Undergraduate summer research assistant, May - August 2014.
Project: Used western blotting to assess canine osteosarcoma, melanoma and lymphoma
specimens for the expression of various tumour-associated antigens. The results will
guide the development of novel viral vectors to be used in a future canine cancer trial.
Present Position: Graduate student, Department of Population Medicine, University of
Guelph


2014/5 - 2014/8
Principal Supervisor


Julia Kim (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Thesis/Project Title: Assessment of Canine Melanoma Samples from the Ontario
Veterinary College-Companion Animal Tumour Bank for Expression of Antigens that can
be Targeted with an Oncolytic Cancer Vaccine (summer research assistantship)
Project Description: Undergraduate summer research assistant, May - August 2015.
Project: Assessment of the potential to treat canine cancers with an oncolytic vaccine.
Present Position: Graduate student, Department of Population Medicine, University of
Guelph


Master’s Thesis [n=11]
2020/11
Academic Advisor


Brenna Stevens, University of Guelph
Degree Name: MSc
Student Degree Start Date: 2020/9
Thesis/Project Title: Gene Therapy for Cystic Fibrosis
Present Position: graduate student


2020/9 - 2022/8
Principal Supervisor


Lily Chan, University of Guelph
Thesis/Project Title: The Roles of Innate Leukocytes in Dendritic Cell-Based Vaccinations
Present Position: Currently a member of my research team


2019/9 - 2021/8
Academic Advisor


Sylvia Thomas (In Progress) , University of Guelph
Thesis/Project Title: Adeno-Associated Virus-Vectored Gene Editing Platform for the
Correction of Monogenic Lung Diseases
Present Position: Graduate student in Wootton lab
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2018/9 - 2021/6
Principal Supervisor


Elaine Klafuric (In Progress) , University of Guelph
Student Degree Expected Date: 2020/8
Thesis/Project Title: Combining Oncolytic Viruses with Epigenetic Modifiers to Treat Acute
Myeloid Leukemias
Present Position: Currently a member of my research team, University of Guelph


2017/9 - 2019/12
Academic Advisor


Adriana Bianco (In Progress) , University of Guelph
Student Degree Expected Date: 2019/12
Thesis/Project Title: Anti-Cancer Effects of Beta Glucans
Present Position: unknown


2016/9 - 2016/12
Principal Supervisor


Katrina Allison (Withdrawn) , University of Guelph
Student Degree Start Date: 2016/9
Thesis/Project Title: Sex Disparity in Innate Immune Responses to Viral Infection: the Role
of Type I Interferon
Project Description: Studying gender bias in the role of type I interferon signalling on the
cytokine response to viral infection.
Present Position: Naturopathic Medicine College Training Program (Toronto, Ontario)


2015/9 - 2017/8
Principal Supervisor


Wing Ka "Amanda" AuYeung (Completed) , University of Guelph
Student Degree Start Date: 2015/9
Thesis/Project Title: Developing Novel Biotherapies for the Treatment of Melanomas
Project Description: Amanda is studying the mechanisms underlying biotherapies for
melanomas.
Present Position: Flow Cytometry Technician, The Hospital for Sick Children, Toronto,
Ontario, Canada


2015/1 - 2016/8
Academic Advisor


Nahla El Skhawy (Completed) , University of Guelph
Student Degree Start Date: 2014/9
Student Degree Received Date: 2016/8
Thesis/Project Title: The Role of the Immune System in Johne's Disease in Cattle
Project Description: Immunological aspects of Johne's disease in cattle.
Present Position: unknown


2013/9 - 2015/8
Principal Supervisor


Alexandra Rasiuk (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Student Degree Received Date: 2015/8
Thesis/Project Title: Role of Type I Interferon Signalling in Regulating Survival,
Proliferation, and Cytokine Production in Antigen-Presenting Cells
Project Description: Thesis title: Role of Type I Interferon Signalling in Regulating Survival,
Proliferation, and Cytokine Production in Antigen-Presenting Cells
Present Position: Research associate in industry


2012/9 - 2014/8
Principal Supervisor


Christian Ternamian (Completed) , University of Guelph
Student Degree Start Date: 2012/9
Student Degree Received Date: 2014/8
Thesis/Project Title: Targeting Acute Lymphoblastic Leukemia with Oncolytic Virotherapy
and Immunotherapy
Project Description: Combining histone deacetylase inhibition and transient, virus-induced
lymphopenia to treat leukemia.
Present Position: Completed Medical Doctorate program at Queen's University
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2012/9 - 2014/8
Principal Supervisor


Zafir Syed (Completed) , University of Guelph
Student Degree Start Date: 2012/9
Student Degree Received Date: 2014/8
Thesis/Project Title: Oncolytic Immunotherapy for the Treatment of High-Grade Gliomas
Project Description: Synergizing immuno- and oncolytic viro-therapies for the treatment of
primary brain cancer.
Present Position: Radiology residency program, University of Western Ontario


Doctorate [n=17]
2021/3
Academic Advisor


Ben Muselius, University of Guelph
Degree Name: PhD
Student Degree Start Date: 2021/1
Thesis/Project Title: Proteomics Analysis of Infections with the Fungal Pathogen
Cryptococcus neoformans
Present Position: graduate student


2019/9 - 2023/8
Principal Supervisor


Jason Knapp (In Progress) , University of Guelph
Student Degree Expected Date: 2023/8
Thesis/Project Title: Sensitization of Decitabine-Treated Leukemias to Oncolytic
Virotherapy
Present Position: Graduate student in my laboratory


2019/9 - 2024/8
Principal Supervisor


Jessica Minott (In Progress) , University of Guelph
Student Degree Expected Date: 2021/8
Thesis/Project Title: Development of an Oncolytic Orf Virus-Infected Cell Vaccine for
the Treatment of Spontaneous Mammary Carcinoma Metastases (transferred from MSc
program)
Present Position: Graduate student in my laboratory


2018/9 - 2022/8
Academic Advisor


Amira Rghei (In Progress) , University of Guelph
Thesis/Project Title: Adeno-Associated Virus-Vectored Immunoprophylaxis for Filovirus
Infections
Present Position: Graduate student in Wootton lab


2017/9 - 2021/8
Principal Supervisor


Ashley Stegelmeier (In Progress) , University of Guelph
Student Degree Start Date: 2017/9
Student Degree Expected Date: 2021/8
Student Canadian Residency Status: Canadian Citizen
Thesis/Project Title: Vectorizing Immunomodulatory Antibodies for the Treatment of
Canine Melanomas
Project Description: The objective of this research is to enabletumour-bearing dogs
to synthesize anti-canine PDL-1 in vivo using AAV with an inducibleTet-on promoter,
which will allow fine control of expression of the antibody.This novel administration of an
immunomodulatory canine antibody with aninducible promoter has the potential to improve
efficacy of immunotherapies inmelanoma-bearing dogs while minimizing risk of off-target
autoimmunity.
Present Position: Graduate student in my laboratory


2017/1 - 2020/1
Principal Supervisor


Maedeh "Mahi Azizi" Darzianiazizi (In Progress) , University of Guelph
Student Degree Expected Date: 2020/1
Thesis/Project Title: Elucidating the Roles of Sex, Neutrophils and Mast Cells in Type I
Interferon-Regulated Cytokine Responses to Viruses
Present Position: Working in industry
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2017/1 - 2020/12
Academic Advisor


Nadiyah Alqazlan (In Progress) , University of Guelph
Student Degree Start Date: 2016/9
Thesis/Project Title: Low Pathogenic Avian Influenza Virus H9N2 in Chickens:
Transmission Routes, Effects of Environmental Factors on Transmission and Means to
Disrupt Transmission
Project Description: LowPathogenic Avian Influenza Virus H9N2 in Chickens:
Transmission Routes, Effectsof Environmental Factors on Transmission and Means to
Disrupt Transmission
Present Position: PhD student (Sharif Lab, University of Guelph)


2016/9 - 2020/8
Academic Advisor


Thomas McAusland (In Progress) , University of Guelph
Student Degree Start Date: 2016/9
Student Degree Expected Date: 2020/8
Thesis/Project Title: Development of Newcastle Disease Virus-Based Oncolytic
Virotherapies
Project Description: Development of oncolytic Newcastle disease virus vectors for cancer
therapy.
Present Position: Enrolled in police college


2015/9 - 2018/12
Academic Advisor


Laura van Lieshout (In Progress) , University of Guelph
Student Degree Expected Date: 2018/12
Thesis/Project Title: Using Adeno-Associated Viruses for Antibody-Mediated Vectored
Immunophrophylaxis
Present Position: Postdoctoral fellow in the Wootton lab, University of Guelph


2015/9 - 2021/4
Academic Advisor


Kathy Matuszewska (In Progress) , University of Guelph
Student Degree Start Date: 2015/9
Student Degree Expected Date: 2019/10
Thesis/Project Title: Combined Vessel Normalization and Oncolytic Virus Therapy in the
Treatment of Advanced Stage Ovarian Cancer
Project Description: Using a derivative of thrombospondin-1 to normalize tumour
vasculature for enhanced delivery of oncolytic viruses.
Present Position: PhD student (Petrik lab), University of Guelph


2015/6 - 2021/4
Academic Advisor


Peyman Asadian (In Progress) , University of Guelph
Student Degree Start Date: 2015/9
Student Degree Expected Date: 2019/12
Thesis/Project Title: The Role of SAMHD1 in Feline Immunodeficiency Virus Infections
Project Description: Thesis title: Expression profile and role of restriction of Sterile
alpha motif domain- and HD domain-containing protein 1 in restriction of Feline
Immunodeficiency Virus
Present Position: Leave of absence (PhD student in Bienzle lab, University of Guelph)


2014/9 - 2019/12
Academic Advisor


Joelle Ingrao (In Progress) , University of Guelph
Student Degree Start Date: 2014/9
Student Degree Expected Date: 2019/12
Thesis/Project Title: Development of a Vaccine to Protect Against Toxoplasmagondii
Infection in Sheep
Project Description: Development of a recombinant parapoxvirus vaccine to protect
against Toxoplasma gondii infection in sheep
Present Position: Research associate in industry
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2014/9 - 2020/4
Principal Supervisor


Robert Mould (In Progress) , University of Guelph
Student Degree Start Date: 2014/9
Student Degree Expected Date: 2020/4
Thesis/Project Title: Development of Novel Cancer Biotherapies
Project Description: Was in the MSc program Sept. 2014-Aug. 2015; transferred into the
PhD program, effective Sept. 2015. Project: Development of novel biotherapies for the
treatment of osteosarcomas.
Present Position: Scientist at Ensoma, USA


2014/9 - 2020/4
Co-Supervisor


Jacob van Vloten (In Progress) , University of Guelph
Student Degree Start Date: 2014/9
Student Degree Expected Date: 2020/4
Thesis/Project Title: The Development of Recombinant Parapoxvirus ovis (OrfV) for Use in
Oncolytic Virotherapy
Project Description: Direct entry from the BSc program into the PhD program. Project:
Development of a novel Orf virus natural isolate into a cancer biotherapy.
Present Position: Postdoctoral fellow in the lab of Dr. Richard Vile, Mayo Clinic,
Rochester, Minnesota


2014/9 - 2017/8
Principal Supervisor


Megan Strachan-Whaley (Completed) , University of Guelph
Student Degree Start Date: 2014/9
Thesis/Project Title: Combination of Epigenetic Modifier Drugs with Oncolytic Viral
Therapy as a Novel Treatment for Leukemias
Project Description: Using oncolytic viruses to potentiate histone deacetylase inhibitor-
mediated killing of acute lymphoblastic leukemia B cells.
Present Position: Postdoctoral fellow in industry


2014/2 - 2016/8
Academic Advisor


Marianne Wilcox (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Student Degree Received Date: 2016/8
Thesis/Project Title: Mathematical Modeling of Cytokine Storms in Rhabdovirus-Infected
Mice Lacking Type I Interferon Signaling in Hematopoietic Cells
Project Description: Mathematical modeling of cytokine storms in rhabdovirus-infected
mice lacking type I interferon signaling in hematopoietic cells.
Present Position: unknown


2013/8 - 2018/9
Academic Advisor


Lisa Santry (Completed) , University of Guelph
Student Degree Start Date: 2011/9
Thesis/Project Title: Functional Role of AKT Isoforms in Jaagsiekte Sheep Retrovirus
Envelope Protein-Induced Lung Tumourigenesis and the Susceptibility of the Resulting
Tumours to Viral Oncolysis
Project Description: Project #1: Functional role of AKT isoforms in Jaagsiekte Sheep
Retrovirus envelope protein-induced lung tumorigenesis and the susceptibility of the
resulting tumours to viral oncolysis. Project #2: Using a derivative of thrombospondin-1
to normalize tumour vasculature for enhanced delivery of oncolytic viruses. Project #3:
Development of a Newcastle disease virus vector expressing an immunomodulatory
antibody.
Present Position: Research associate in industry


Doctorate Equivalent [n=1]
2018/1 - 2021/12
Academic Advisor


Karen Carlton (In Progress) , University of Guelph
Student Degree Expected Date: 2021/12
Thesis/Project Title: Crimean-Congo Hemorrhagic Fever DNA Vaccine trial: Pilot Safety
and Toxicity Study in Cattle and Goats
Present Position: DVSc student in the Arroyo and Lillie labs, University of Guelph
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Post-doctorate [n=6]
2020/5 - 2021/4
Principal Supervisor


Robert Mould, University of Guelph
Thesis/Project Title: Development of Vaccines for COVID-19
Present Position: Still part of my research team


2020/3 - 2020/7
Co-Supervisor


Jacob van Vloten, University of Guelph
Thesis/Project Title: Development of Vaccines for COVID-19
Present Position: Postdoctoral fellow in the lab of Dr. Richard Vile, Rochester, MN, USA,
Mayo Clinic, Rochester, Minnesota


2018/9 - 2019/8
Principal Supervisor


Megan Strachan-Whaley, University of Guelph
Thesis/Project Title: Combining Oncolytic Viruses and Epigenetic Modifiers to Treat Acute
Leukemias
Present Position: Enrolled in medical school (Dalhousie University)


2015/5 - 2017/12
Co-Supervisor


Dr. Li Deng (Completed) , University of Guelph
Student Degree Start Date: 2015/4
Thesis/Project Title: Engineering Virus-Vectored Cancer Vaccines for Clinical Canine
Cancer Trials
Project Description: Development of novel virus vectors for use in oncolytic and
immunotherapies.
Present Position: Postdoctoral fellow (Wan lab, McMaster University)


2013/9 - 2014/4
Principal Supervisor


Dr. Scott Walsh (Completed) , University of Guelph
Student Degree Start Date: 2013/9
Student Degree Received Date: 2014/8
Thesis/Project Title: Type I Interferon Receptor Signalling as a Master Switch for the
Negative Regulation of Cytokine Networks
Project Description: Type I interferon receptor signalling as a master switch for the
negative regulation of cytokine networks.
Present Position: Postdoctoral fellow in the laboratory of Dr. Yonghong Wan, McMaster
University, Hamilton, ON, Canada


2013/2 - 2013/8
Principal Supervisor


Dr. Jondavid de Jong (Completed) , University of Guelph
Student Degree Start Date: 2013/2
Student Degree Received Date: 2013/8
Thesis/Project Title: Construction of Human Adenovirus Serotype 48 and Maraba Virus
Vectors
Project Description: Construction of recombinant Maraba virus and human adenovirus
serotype 48 vectors for use in cancer immune- and oncolytic viro-therapy.
Present Position: Research Associate, Mirexus (Guelph, Ontario; biotechnology company)


Diploma [n=4]
2015/10 - 2016/3
Principal Supervisor


Katrina Geronimo (Completed) , St. Joan of Arc Catholic Secondary School, Mississauga,
Ontario
Student Degree Start Date: 2012/9
Student Degree Received Date: 2016/6
Thesis/Project Title: Hypoxia Variably Affects Oncolytic Virus Efficacy While Potentiating
the Growth of Human Cervical Cancer Cells
Project Description: September 2015 - May 2016: Participated in the Sanofi BioGENEius
Challenge Canada. This is a national research competition for secondary school students
(http://biogenius.ca/). Over a 6-month period she averaged 2-3 bus trips to the University
of Guelph per week to work approximately half-days in my laboratory. Her project title was
"Hypoxia variably affects oncolytic virus efficacy while potentiating the growth of human
cervical cancer cells".
Present Position: BSc program, University of Guelph, University of Guelph
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2015/10 - 2016/3
Principal Supervisor


Arthane Kodeeswaran (Completed) , St. Joan of Arc Catholic Secondary School,
Mississauga, Ontario
Student Degree Start Date: 2012/9
Student Degree Received Date: 2016/6
Thesis/Project Title: The Effect of Temperature on the Efficacy of Oncolytic Viruses in
Human Cervical Cancer Cells
Project Description: September 2015 - May 2016: Participated in the Sanofi BioGENEius
Challenge Canada. This is a national research competition for secondary school students
(http://biogenius.ca/). Over a 6-month period she averaged 2-3 bus trips to the University
of Guelph per week to work approximately half-days in my laboratory. Her project title
was "The effect of temperature on the efficacy of oncolytic viruses in human cervical
cancer cells". Notably, Arthane was one of the award winners for the Greater Toronto
Area regional competition.
Present Position: BSc program, University of Guelph, University of Guelph


2013/12 - 2014/4
Principal Supervisor


Micaella Talan (Completed) , St. Joan of Arc Catholic Secondary School, Mississauga,
Ontario
Student Degree Start Date: 2010/9
Student Degree Received Date: 2014/6
Thesis/Project Title: High School Research Project: The Effects of Quercetin and
Kaempferol on the Cytotoxicity of Carboplatin and Entinostat on Cancer Cell Lines
Project Description: I am serving as a mentor for this secondary school student as she
competes in the Sanofi BioGENEius challenge (see: http://sanofibiogeneiuschallenge.ca/).
Project title: Using plant flavonoids quercetin and kaempferol in combination with the
chemotherapeutic agent, carboplatin, to treat cancer cell lines.
Present Position: BSc program, McMaster University


2013/12 - 2014/4
Principal Supervisor


Brittney Tin (Completed) , St. Joan of Arc Catholic Secondary School, Mississauga,
Ontario
Student Degree Start Date: 2010/9
Student Degree Received Date: 2014/6
Thesis/Project Title: High School Research Project: The Effects of Quercetin and
Kaempferol on the Cytotoxicity of Carboplatin and Entinostat on Cancer Cell Lines
Project Description: I am serving as a mentor for this secondary school student as she
competes in the Sanofi BioGENEius challenge (see: http://sanofibiogeneiuschallenge.ca/).
Project title: Using plant flavonoids quercetin and kaempferol in combination with the
chemotherapeutic agent, carboplatin, to treat cancer cell lines.
Present Position: BSc program, McMaster University


Research Associate [n=1]
2016/5 - 2023/4
Principal Supervisor


Dr. Khalil Karimi (In Progress) , University of Guelph
Student Degree Start Date: 2016/5
Thesis/Project Title: Role of Type I Interferon Signalling on the Responses of Innate
Lymphoid Cell Subsets to Viral Infection
Project Description: Assists with co-management of my research program, with an
emphasis on studying the role of innate lymphoid cell subsets in response to viral
infection.
Present Position: Research Associate/Associated Faculty Member in my laboratory,
University of Guelph


Technician [n=1]
2019/12 - 2024/12
Co-Supervisor


David Marom, University of Guelph
Thesis/Project Title: General research support.
Present Position: A part-time member of my research team
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Staff Supervision


Event Administration


2019/9 - 2020/1 Local Organizing Committee Member, Canadian Society for Virology 2020 Annual
Scientific Meeting (Note: this meeting was cancelled due to COVID-19), Conference,
2020/6 - 2020/6


Editorial Activities


2020/7 - 2025/12 Reviewer, Viral Immunology, Journal


2019/11 - 2025/12 Reviewer, Clinical Cancer Research, Journal


2018/6 - 2025/12 Reviewer, Canadian Journal of Veterinary Medicine, Journal


2018/5 - 2025/12 Reviewer, Reviews in Medical Virology, Journal


2017/9 - 2025/12 Reviewer, Science Translational Medicine, Journal


2017/5 - 2025/12 Reviewer, Veterinary Immunology and Immunopathology, Journal


2015/5 - 2025/12 Reviewer, Canadian Journal of Veterinary Research, Journal


2015/5 - 2025/12 Reviewer, Viruses, Journal


2014/5 - 2025/12 Reviewer, Journal of Visualized Experimentation, Journal


2013/12 - 2025/12 Reviewer, PLOS ONE, Journal


2020/9 - 2025/8 Guest Editor, Viruses, Journal


2018/5 - 2018/5 Reviewer, Reviews in Medical Virology (reviewed the second of a linked pair of
manuscripts), Journal


2017/12 - 2018/1 Reviewer, PLOS ONE (reviewed a manuscript), Journal


2016/11 - 2016/12 Reviewer, Canadian Journal of Veterinary Research (reviewed a manuscript), Journal


2015/10 - 2015/10 Reviewer, Viruses (reviewed a manuscript), Journal


2015/5 - 2015/5 Reviewer, Viruses (reviewed a manuscript), Journal


2014/1 - 2014/2 Reviewer, PLOS ONE (reviewed a manuscript), Journal


2013/10 - 2013/10 Reviewer, Canadian Journal of Veterinary Research (reviewed a manuscript), Journal


2013/9 - 2013/10 Reviewer, PLOS ONE (reviewed a manuscript), Journal


2013/7 - 2013/8 Reviewer, Molecular Therapy (reviewed a manuscript), Journal


2013/4 - 2013/4 Reviewer, PLOS ONE (reviewed a manuscript), Journal


2013/1 - 2013/3 Reviewer, Journal of Vaccines and Immunization (reviewed a manuscript), Journal


2012/8 - 2012/8 Reviewer, Canadian Veterinary Journal (reviewed a manuscript), Journal


2011/10 - 2011/11 Reviewer, Clinical Medicine Insights Oncology (reviewed a manuscript), Journal
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Mentoring Activities


2020/12 Chair of PhD final examination committee, University of Guelph
Number of Mentorees: 1
December 21, 2020; Ryan Snyder's PhD thesis defence


2020/7 Chair of PhD Qualifying Examination Committee, University of Guelph
Number of Mentorees: 1
July 28, 2020; Melanie Iverson's PhD qualifying examination


2020/6 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
June 12, 2020; Ran Xu's PhD qualifying examination


2020/5 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
May 27, 2020; Robert Mould's PhD thesis defence


2020/5 MSc final examination committee member, University of Guelph
Number of Mentorees: 1
May 15, 2020; Elana Raaphorst's MSc thesis defence


2020/4 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
April 16, 2020; Heng Kang's PhD qualifying examination


2020/4 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
April 20, 2020; Sugandha Raj's PhD qualifying examination


2020/1 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
January 3, 2020; Maedeh Darzianiazizi's PhD thesis defence


2019/12 Chair of PhD Qualifying Examination Committee, University of Guelph
Number of Mentorees: 1
December 6, 2019; Ayumi Matsuyama's PhD qualifying examination


2019/5 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
May 3, 2019; Seyed Hossein's PhD qualifying examination


2019/4 Chair of MSc final examination committee, University of Guelph
Number of Mentorees: 1
April 15, 2019; Megan Neely's MSc thesis defence


2019/4 MSc final examination committee member, University of Guelph
Number of Mentorees: 1
April 26, 2019; Kristen Lamers's MSc thesis defence


2019/4 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
April 18, 2019; Gary Lee's PhD qualifying examination


2019/2 DMin final examination committee member, Tyndale University
Number of Mentorees: 1
February 3, 2019; Jeffrey Roy's DMin thesis defence


2019/1 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
January 29, 2019; Karen Carlton's PhD qualifying examination
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2018/12 PhD final examination committee member, University of Western Ontario
Number of Mentorees: 1
December 6, 2018; Corby Fink's PhD thesis defence


2018/12 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
December 17, 2018; Thomas McAusland's PhD qualifying examination


2018/11 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
November 26, 2018; Ashley Stegelmeier's PhD qualifying examination


2018/9 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
September 4, 2018; Maedeh Darzianiazizi's PhD qualifying examination


2018/6 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
June 22, 2018; Laura van Lieshout's PhD qualifying examination


2018/4 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
April 27, 2018; Jegarubee Bavananthasivam's PhD thesis defence


2018/1 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
January 15, 2018; Lisa Santry's PhD thesis defence


2018/1 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
January 19, 2018; Nadiyah Alqazlan's PhD qualifying examination


2018/1 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
January 9, 2018; Megan Strachan-Whaley's PhD thesis defence


2017/12 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
December 1, 2017; Benoit Cuq's PhD Qualifying Examination


2017/9 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
September 25, 2017: Carina Cooper's PhD qualifying examination


2017/8 MSc final examination committee member, University of Guelph
Number of Mentorees: 1
August 21, 2017; Amanda AuYeung's MSc thesis defence


2017/3 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
March 27, 2017: Jacob van Vloten's PhD qualifying examination


2017/1 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
January 25, 2017; Neda Barjesteh's PhD thesis defence


2017/1 MSc final examination committee member, University of Toronto
Number of Mentorees: 1
January 16, 2017; Tiffany Ho's MSc thesis defence
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2016/9 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
December 19, 2016: Peyman Asadian's PhD qualifying examination


2016/8 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
August 24, 2016: Kathy Matuszewska's PhD qualifying examination


2016/6 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
June 14, 2016: Megan Strachan-whaley's PhD qualifying examination


2016/6 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
June 6, 2016: Seyedmehdi Emam's PhD qualifying examination


2016/5 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
May 3, 2016: Served on the examination committee for Shirene Singh's PhD defence


2016/4 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
April 27, 2016: Alexander Bekele-Yitbarek's PhD qualifying examination


2015/9 MSc examination committee member, University of Guelph
Number of Mentorees: 1
September 2, 2015: Alexandra Rasiuk's MSc thesis defense


2015/8 Chair of MSc examination committee, University of Guelph
Number of Mentorees: 1
August 18, 2015: Chaired James Ackford's MSc thesis defense


2015/4 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
April 27, 2015: Jegarubee Bavananthasivam's PhD qualifying examination


2015/2 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
February 18, 2015: Marianne Wilcox's PhD qualifying examination


2014/8 MSc examination committee member, University of Guelph
Number of Mentorees: 1
August 13, 2014: Served on the examination committee for Zafir Syed's MSc thesis
defence


2014/8 MSc examination committee member, University of Guelph
Number of Mentorees: 1
August 12, 2014: Served on the examination committee for Christian Ternamian's MSc
thesis defence


2014/6 Chair of MSc examination committee, University of Guelph
Number of Mentorees: 1
June 10, 2014: Chaired Kelly Fleming's MSc thesis defence


2014/1 PhD final examination committee member, University of Guelph
Number of Mentorees: 1
January 3, 2014: Scott Walsh's PhD defense


2013/12 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
December 16, 2013: Lisa Santry's PhD qualifying examination
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2013/12 PhD qualifying examination committee member, University of Guelph
Number of Mentorees: 1
December 11, 2013: Shirene Singh's PhD qualifying examination


2013/11 Chair of MSc examination committee, University of Guelph
Number of Mentorees: 1
November 19, 2013: Chaired Shaun Kernaghan's MSc thesis defense


2013/6 MSc examination committee member, University of Guelph
Number of Mentorees: 1
June 14, 2013: Ian Villanueva's MSc thesis defense


2012/9 MSc examination committee member, University of Guelph
Number of Mentorees: 1
September 5, 2012: Sonja Zours' MSc thesis defense


2012/7 Chair of MSc examination committee, University of Guelph
Number of Mentorees: 1
July 20, 2012: Chaired Inas Elawadli's MSc thesis defense


2012/5 PhD qualification examination committee member, University of Guelph
Number of Mentorees: 1
May 7, 2012: Li Deng's PhD qualification examination


2012/4 Chair of MSc examination committee, University of Guelph
Number of Mentorees: 1
April 19, 2012: Chaired Iman Mehdizadeh Gohari's MSc thesis defense


Organizational Review Activities


2020/8 Reviewer, Canadian Institutes of Health Research
Served on the Cancer Biology and Therapeutics grant review panel


2020/5 Reviewer, Cancer Research Society
Served on grant review panel C2 - Tumour suppressor genes, oncogenes and DNA repair


2019/10 Reviewer, Canadian Foundation for Innovation
Served on an expert committee to review an application to the John R. Evans Leaders
Fund


2018/10 Reviewer, Canadian Institutes of Health Research
Started a three-year term serving on the Virology and Viral Pathogenesis grant review
panel


2014/6 Reviewer, Canadian Cancer Society Research Institute
Served on grant review panel I3 - Immunology Signalling and Stem Cells


2020/6 - 2020/7 Reviewer, Swiss National Science Foundation
Spark Grant


2019/12 - 2020/1 Reviewer, Natural Sciences and Engineering Research Council of Canada (NSERC)
Discovery Grant


2019/12 - 2019/12 Reviewer, New Foundations in Research Fund
Reviewed an Exploration Grant


2019/9 - 2019/10 Reviewer, Prostate Cancer UK
Reviewed a grant application.


2018/8 - 2018/9 Reviewer, Mitacs Accelerate
Reviewed one grant application.
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2017/12 - 2018/1 Reviewer, Student Scinapse Competition
Reviewed 7 applications.


2017/9 - 2017/10 Reviewer, Breast Cancer Now_UK
Reviewed a grant application.


2017/3 - 2017/4 Reviewer, Graduate Women in Science Fellowship
Reviewed one application.


2016/12 - 2017/1 Reviewer, Student Scinapse Competition
Reviewed 10 applications.


2016/11 - 2016/12 Reviewer, Mitacs Accelerate
Reviewed one grant application.


2015/11 - 2015/11 Reviewer, Natural Sciences and Engineering Research Council of Canada (NSERC)
Collaborative Health Research Program


2014/12 - 2015/1 Reviewer, Natural Sciences and Engineering Research Council of Canada (NSERC)
Served as an external reviewer for a NSERC Discovery Grant application


2014/4 - 2014/5 Reviewer, Croatian Science Foundation
Reviewed a grant application.


Community and Volunteer Activities


2015/1 Member of the Animal Isolation Unit Advisory Committee, University of Guelph
To provide advice from the perspective of a researcher to Campus Animal Facilities in an
effort to balance the needs of technicians, the administration and those conducting animal
research at biosafety level 2.


2014/12 Volunteer Fundraiser, University of Guelph
Assisting fundraising efforts for the Global Vets program by auctioning an immunology
review session (2014) and a faculty-student hockey game (2015).


2014/5 Volunteer Interviewer, University of Guelph
Conducting annual entrance interviews for the Doctor of Veterinary Medicine program.


2014/2 Member of the Dept. of Pathobiology Research Committee, University of Guelph
Deliberate on departmental research-related issues and provide recommendations to
the department. Keep track of departmental equipment. Coordinate equipment grant
applications.


2013/2 Member of the Dept. of Pathobiology Seminar Committee, University of Guelph
Organize and run the Dept. of Pathobiology's annual seminar series, which runs from
September to April. Host visiting speakers. Also organize and run an annual 3-minute
thesis competition for trainees. I chaired this committee Sept. 2015-Aug. 2016


2013/2 Member of the Dept. of Pathobiology Awards Committee, University of Guelph
Review and rank all award applications submitted in the Department of Pathobiology.


2013/1 Scientific Reviewer of Animal Utilization Protocols, University of Guelph
Review the scientific content of applications for animal utilization protocols for the Animal
Care Committee.


2012/11 Volunteer Judge, University of Guelph
Annual poster judging for the Graduate Student Research Symposium (showcases
graduate student research projects).
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2012/8 volunteer judge, University of Guelph
Annual poster judging for the Career Opportunites and Research Experience Program
(formerly called "Summer Leadership and Research Program"; showcases summer
student research projects).


2012/2 Co-Manager of the University of Guelph Core Flow Cytometry Facility, University of
Guelph
Manage the core flow cytometry facility at the University of Guelph in conjunction with one
other faculty member.


2011/10 Scientific Reviewer, Various scientific journals
Review manuscripts submitted to the following journals: Molecular Therapy PLOS ONE
Journal of Vaccines and Immunization Canadian Veterinary Journal Clinical Medicine
Insights Oncology Canadian Journal of Veterinary Research Journal of Visualized
Experimentation Reviews in Medical Virology Viruses


1997/1 Member, Canadian Society for Immunology
A registered member of the Canadian Society for Immunology


2016/3 - 2016/3 volunteer judge, University of Guelph
Judged student-run exhibits that are open to the public at the Ontario Veterinary College.


2014/4 - 2016/1 Grant Review Panel Member, Prostate Cancer Canada
I served on Panel C "Experimental Therapeutics"


2015/2 - 2015/3 Scientific Reviewer, Oxford University Press
Reviewed Chapter 12: Tumor Immunology and Immunotherapy from the textbook
"Molecular Biology of Cancer, fourth edition" by Pecorino.


2015/1 - 2015/2 Scientific Reviewer, Natural Sciences and Engineering Research Council of Canada
(NSERC)
Discovery Grant review


2014/5 - 2014/6 Scientific Reviewer, Croatian Science Foundation
Grant review


2010/9 - 2014/5 Assistant Coach, Stanley Stick Hockey Association, Guelph, Ontario
Serve as a volunteer for this not-for-profit hockey association. Assist with coaching a boys
hockey team. Learn to skate program: 2010-11 Novice division: 2011-2014


2003/9 - 2012/4 Organizer, Men's recreational hockey group, Guelph, Ontario
Managed a men's recreational hockey group.


Knowledge and Technology Translation


2014/1 Co-Investigator, Technology Transfer and Commercialization
Group/Organization/Business Serviced: University of Guelph
Target Stakeholder: General Public
Outcome / Deliverable: Submitted an invention disclosure form:Avianorthoreovirus (ARV)
strain PB1: a potential oncolytic, vaccine and adjuvant
Activity Description: Invention disclosure to the University of Guelph Catalyst Centre:
"Avian orthoreovirus (ARV) strain PB1: a potential oncolytic, vaccine and adjuvant"
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2011/3 Co-investigator, Technology Transfer and Commercialization
Group/Organization/Business Serviced: McMaster University, Hamilton, Ontario
Target Stakeholder: General Public
Outcome / Deliverable: Patent
Evidence of Uptake/Impact: Used as part of the intellectual property to establish a new
biotechnology company called "Turnstone Biologics"
References / Citations / Web Sites: http://www.turnstonebio.com/ http://www.google.com/
patents/WO2012122629A1?cl=en
Activity Description: Bridle BW, Bell JC, Diallo JS, Lemay C, Lichty BD, Wan Y
“Vaccination and HDAC inhibition” Provisional Patent 61/451,794 filed March 11, 2011,
PCT Patent Application No. PCT/CA2012/000212 national phase filings in Europe, North
America, China, and Japan underway


2011/2 Co-Investigator, Technology Transfer and Commercialization
Group/Organization/Business Serviced: McMaster University, Hamilton, Ontario
Target Stakeholder: General Public
Outcome / Deliverable: Patent
Evidence of Uptake/Impact: Used as part of the intellectual property to establish a new
biotechnology company called "Turnstone Biologics"
References / Citations / Web Sites: http://www.turnstonebio.com/
Activity Description: Bridle BQ, Lichty BD, Wan Y “Vaccination method utilizing follicular B
cells” Provisional patent 61/446,248 (filed February 24, 2011)


2009/3 Co-Investigator, Technology Transfer and Commercialization
Group/Organization/Business Serviced: McMaster University, Hamilton, Ontario
Target Stakeholder: General Public
Outcome / Deliverable: Patent
Evidence of Uptake/Impact: Used as part of the intellectual property to establish a new
biotechnology company called "Turnstone Biologics"
References / Citations / Web Sites: http://www.turnstonebio.com/ http://www.google.com/
patents/WO2010105347A1?cl=en
Activity Description: Bridle BW, Bramson J, Lichty BD, Wan Y “Vaccination Methods” PCT
Patent application No. PCT/CA2010/000379 (PCT filed March 16, 2010) national phase
filings in Europe, North America, and China underway


2019/9 - 2030/7 Co-Founder, Involvement in/Creation of Start-up
Group/Organization/Business Serviced: IHN Pharma, Inc.
Target Stakeholder: Patients
Outcome / Deliverable: Novel biotherapies for the treatment of cancers.
Evidence of Uptake/Impact: This company is in the start-up phase.
Activity Description: Along with six collaborators, we are establishing a start-up
biotechnology company called "INH Pharma, Inc." to leverage intellectual properties
related to proprietary oncolytic viruses.


Committee Memberships


2019/8 Committee Member, Chair search committee, University of Guelph
To recruit and hire a new Chair for the Department of Pathobiology


2019/6 Committee Member, Faculty Search Committee, University of Guelph
To hire a new virologist for a tenure-track faculty position in the Department of
Pathobiology
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2018/9 Committee Member, Virology and Viral Pathogenesis Grant Review Panel, Canadian
Institutes of Health Research
Review and rank grant proposals.


2017/12 Chair, Department of Pathobiology Awards Committee, University of Guelph
Review and rank applications for academic awards.


2017/12 Committee Member, Ontario Veterinary College Graduate Awards Committee, University
of Guelph
Review and rank award applications from graduate students at the college level.


2017/12 Committee Member, Scientific Review Committee for the Pet Trust Foundation, University
of Guelph
Review and rank applications to the Pet Trust Foundation's bi-annual operating grant
competitions.


2017/12 Committee Member, Ontario Veterinary College Undergraduate Awards Committee,
University of Guelph
Review and rank award applications from students in the Doctor of Veterinary Medicine
and other undergraduate programs within the Ontario Veterinary College.


2016/7 Committee Member, Department of Pathobiology Seminar Series Committee, University of
Guelph
Help schedule a weekly seminar series that spans the Fall and Winter semesters. Host
external speakers.


2014/12 Co-chair, Ad hoc committee to manage the University of Guelph's flow cytometry facility.,
University of Guelph
Co-management of institutional core flow cytometry facility (two high-throughput analytical
flow cytometers, plus one flow sorter). Other co-managers: Dorothee Bienzle and Brandon
Plattner.


2014/9 Ex-Officio, Scientific Reviewer for Animal Care Committee, University of Guelph
Provide expert scientific reviews of animal utilization protocols that have been submitted to
the institutional animal care committee.


2014/1 Committee Member, Department of Pathobiology Research Committee, University of
Guelph
Identify, review and make recommendations related to departmental research issues.


2020/7 - 2020/8 Committee Member, Cancer Biology and Therapeutics Grant Review Panel, Canadian
Institutes of Health Research
Review and rank grant applications.


2020/6 - 2020/7 Chair, PhD Qualifying Examination Committee, University of Guelph
Examinee: Melanie Iverson


2020/5 - 2020/6 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Ran Xu


2020/4 - 2020/5 Committee Member, PhD Thesis Examination Committee, University of Guelph
Examinee: Robert Mould


2020/4 - 2020/5 Committee Member, MSc Thesis Examination Committee, University of Guelph
Examinee: Elana Raaphorst


2020/3 - 2020/5 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Sugandha Raj


2019/12 - 2020/1 Committee Member, PhD Thesis Examination Committee, University of Guelph
Examinee: Maedeh Darzianiazizi
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2019/11 - 2019/12 Chair, PhD Qualifying Examination Committee, University of Guelph
Examinee: Ayumi Matsuyama


2019/7 - 2019/8 Committee Member, Expert Review Committee, Canadian Foundation for Innovation
To review a grant application for funding from the John R. Evans Leaders Fund


2019/6 - 2019/7 Committee Member, Technician search committee., University of Guelph
To recruit and hire a new technician for the Department of Pathobiology


2019/3 - 2019/5 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Seyed Hossein Karimi


2019/3 - 2019/4 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Kristen Lamers (MSc)


2019/3 - 2019/4 Chair, Thesis Examination Committee, University of Guelph
Examinee: Megan Neely (MSc)


2019/3 - 2019/4 Committee Member, MSc Thesis Examination Committee, University of Guelph
Examinee: Kristen Lamers


2019/2 - 2019/4 Chair, PhD Qualifying Examination Committee, University of Guelph
Examinee: Gary Lee


2019/1 - 2019/2 Committee Member, Thesis Examination, Tyndale College and Theological Seminary
Examinee: Jeffrey Roy (DMin)


2018/11 - 2019/1 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Karen Carlton


2018/11 - 2018/12 Committee Member, Thesis Examination Committee, University of Western Ontario
Examinee: Corby Fink (PhD)


2018/10 - 2018/12 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Thomas McAusland


2018/9 - 2018/11 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Ashley Ross


2018/7 - 2018/9 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Maedeh Darzianiazizi


2018/4 - 2018/6 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Laura van Lieshout


2018/3 - 2018/4 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Jegarubee Bavananthasivam (PhD)


2017/12 - 2018/1 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Megan Strachan-Whaley (PhD)


2017/12 - 2018/1 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Lisa Santry (PhD)


2017/11 - 2018/1 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Nadiyah Alqazlan


2017/10 - 2017/12 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Benoit Cuq


2012/5 - 2017/11 Committee Member, Department of Pathobiology Awards Committee, University of Guelph
Review and rank applications for academic awards.


2017/7 - 2017/9 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Carina Cooper
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2017/6 - 2017/8 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Amanda AuYeung (MSc)


2016/4 - 2017/4 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Megan Stachan-Whaley (written and oral portions of exam were separated due
to a maternity leave).


2017/1 - 2017/3 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Jacob van Vloten


2016/12 - 2017/1 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Neda Barjesteh (PhD)


2016/12 - 2017/1 Committee Member, Thesis Examination Committee, University of Toronto
Examinee: Tiffany Ho (MSc)


2016/10 - 2016/12 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Peyman Asadian


2014/1 - 2016/12 Committee Member, Prostate Cancer Canada - Panel C - Experimental Therapeutics
Grant Review Panel, Prostate Cancer Canada
Review grants submitted to the "Experimental Therapeutics" panel and make
recommendations for funding.


2016/6 - 2016/8 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Kathy Matuszewska


2016/4 - 2016/6 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Seyedmehdi Emam


2015/8 - 2016/6 Chair, Department of Pathobiology Seminar Series Committee, University of Guelph
Help schedule a weekly seminar series that spans the Fall and Winter semesters. Host
external speakers.


2016/4 - 2016/5 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Shirene Singh (PhD)


2016/2 - 2016/4 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Alexander Bekele-Yitbarek


2015/8 - 2015/9 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Alexandra Rasiuk (MSc)


2015/6 - 2015/8 Chair, Thesis Examination Committee, University of Guelph
Examinee: James Ackford (MSc)


2013/6 - 2015/8 Committee Member, Department of Pathobiology Seminar Series Committee, University of
Guelph
Help schedule a weekly seminar series that spans the Fall and Winter semesters. Host
external speakers.


2015/5 - 2015/5 Committee Member, Doctor of Veterinary Medicine Admissions Interview Committee,
University of Guelph
Interviewed and ranked applicants to the Doctor of Veterinary Medicine program.


2015/2 - 2015/4 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Jegarubee Bavananthasivam


2014/12 - 2015/2 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Marianne Wilcox


2014/7 - 2014/8 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Christian Ternamian (MSc)







Dr. Byram Bridle


54


2014/7 - 2014/8 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Zafir Syed (MSc)


2014/5 - 2014/6 Chair, Thesis Examination Committee, University of Guelph
Examinee: Kelly Fleming (MSc)


2013/12 - 2014/1 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Scott Walsh (PhD)


2013/12 - 2013/12 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Shirene Singh


2013/10 - 2013/12 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Lisa Santry


2013/10 - 2013/11 Chair, Thesis Examination Committee, University of Guelph
Examinee: Shaun Kernaghan (MSc)


2013/5 - 2013/6 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Ian Villanueva (MSc)


2012/8 - 2012/9 Committee Member, Thesis Examination Committee, University of Guelph
Examinee: Sonja Zours (MSc)


2012/6 - 2012/7 Chair, Thesis Examination Committee, University of Guelph
Examinee: Inas Elawadli (MSc)


2012/3 - 2012/5 Committee Member, PhD Qualifying Examination Committee, University of Guelph
Examinee: Li Deng


2012/3 - 2012/4 Chair, Thesis Examination Committee, University of Guelph
Examinee: Iman Mehdizadeh Gohari (MSc)


Other Memberships


2020/6 Member, One Health Institute University of Guelph
Within One Health, University of Guelph researchers work across disciplines and sectors
to interrogate the biological and social factors that impinge on the health of organisms,
from the level of molecules to that of ecosystems, with unique strengths in comparative
medicine. This research also explores how these factors are shaped by environmental
parameters, such as climate change, ultimately informing public health and environmental
health practice and policy.


2017/6 Member Scientist, Dog Osteosarcoma Group: Biomarkers Of Neoplasia (DOG BONe)
This groups consists of eight faculty members from the Ontario Veterinary College,
University of Guelph, who share a vision for collaborative research to advance our
understanding of canine osteosarcomas, how to predict clinical outcomes and to develop
novel therapies. The group includes two veterinary oncologists, two veterinary surgical
oncologists, a statitician, a veterinary pathologist, an immunologist and a cancer biologist.


2016/9 Member, European Academy for Tumor Immunology
I was invited to be a member of this international organization that is based in Europe.
The purpose is to promote international collaborations and unify research in the area of
immunotherapies for cancers.


2015/4 Member Scientist, Canadian Oncolytic Virus Consortium (COVCo)
COVCo is a pan-Canadian network of fifteen clinical and basic scientists dedicated to
developing and advancing the oncolytic virus platform as a targeted and revolutionary
approach to cancer therapeutics. Our common vision is that an iterative cycle of discovery
and clinical testing is the fastest and most effective way to develop new biological
therapeutics. We are funded by the Terry Fox Research Institute (Program Project Grant).
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2014/12 Member scientist, National Centre of Excellence in Biotherapeutics for Cancer Treatment
(BioCanRx)
Total funding: $60 million ($25 million from the federal government + $35 million
from partners) over 5 years. Total # of researchers across Canada: 42 (representing
17academic institutions). Also supported by: 8 private sector and 19 community partners.
Scientific Director: Dr. John Bell, Ottawa Hospital Research Institute. I am one of the 42
founding members.


2012/1 Member, Institute for Comparative Cancer Investigation, University of Guelph
The Institute for Comparative Cancer Investigation at the University of Guelph facilitates
translational oncology research in companion animals at the OVC Mona Campbell Centre
for Animal Cancer by managing clinical trials and the Companion Animal Tumour Sample
Bank. Our goals: to advance the understanding of cancer and improve treatment options
to benefit both companion animal and human cancer patients.


2001/3 Member, Canadian Society for Immunology
The mandate of the Canadian Society for Immunology is to foster and support
Immunology research and education throughout Canada


Most Significant Contributions


Using epigenetic modification to enhance anoncolytic booster vaccine while
abrogating autoimmune pathology
I discovered that an immunosuppressive histone deacetylase inhibitor (entinostat)
could enhance oncolytic booster vaccines (Bridle BW et al. Molecular Therapy 2013
Apr;21(4):887-94). Regulatory T cells could be transiently suppressed with simultaneous
up-regulation of major histocompatibility complex expression on tumour cells (making
them more visible targets) and concomitant prolongation of viral oncolysis, resulting
in more efficacious tumour-specific T cell responses. Importantly, the vitiligo normally
associated with melanoma immunotherapy was abrogated. This was a novel strategy for
separating anti-tumour autoimmunity from autoimmune pathology and was the first time
anyone demonstrated the ability to dramatically improve anti-melanoma efficacy while
simultaneously suppressing vitiligo; something the literature suggested could not be done.
This garnered a patent and receipt of substantial research funding. This research is now
being applied to leukemias.


Knowledge translation during the COVID-19 pandemic:Providing fact-based
answers to the lay public, policy makers and courts of law
Beginning in May 2019 I began disseminating information about immunological concepts
relevant to COVID-19. I have authored nine lay articles, served on two discussion
panels, was a keynote speaker at five events (two were international conferences), I
gave seven television interviews (three were for national news, including W5 and Global
National News), I was interviewed for 35 newspaper/magazine articles (including National
Geographic, The Globe and Mail, Toronto Star and Toronto Sun), I conducted 55 radio
interviews spanning almost every province and one territory and included international
interviews in New Zealand and Scotland, and I was asked to serve as an expert witness
for two lawsuits related to COVID-19 (one in Calgary and one in the Ontario Superior
Court of Justice).
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From bench to bedside in five years: Synergizing oncolytic virotherapy with cancer
immunotherapy
In 2010 I led a team that described a unique approach to synergize cancer
immunotherapy with oncolytic virotherapy (Bridle BW, et al. Molecular Therapy 2010
Aug; 18(8):1430-9). This was accomplished using an oncolytic virus to boost pre-
existing tumour-specific immune responses. The prevailing wisdom in the field was that
immunotherapy and oncolytic virotherapy could not be effectively combined. However, I
was able to prove this wrong and an optimized version of this therapy entered a phase
I/II human clinical trial in January 2015, followed by three more clinical trials. This rapid
progression from bench to bedside was facilitated by extensive collaborations, including
the Terry Fox Foundation-funded Canadian Oncolytic Virus Consortium, of which I am a
member. This also resulted in a patent application (I have 40% inventorship) that formed
foundational intellectual property used to establish a biotechnology company (Turnstone
Biologics).


Presentations


1. (2021). Answers to Outstanding Questions About COVID-19 Vaccines Will Dictate the Success or Failure of
the Rollout. Second International COVID-19 Symposium, New Zealand
Main Audience: General Public
Invited?: Yes, Keynote?: Yes


2. (2021). Answers to Outstanding Questions About COVID-19 Vaccines Will Dictate the Success or Failure
of the Rollout. COVID-19 Panel Discussion: A Vaccine Recovery Hosted by the Infectious Disease Working
Group, University of Toronto, Canada
Main Audience: General Public
Invited?: Yes, Keynote?: Yes


3. (2020). Tumour Microenvironmental Barriers to Successful Oncolytic Virotherapy. McMaster Immunology
Research Centre Seminar Series, McMaster University, Hamilton, Ontario, January 15, 2020, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: Yes


4. (2020). COVID-19: Realistic Timelines for Vaccine Development. Kitchener Public Library: Science Literacy
Week (Webinar), Canada
Main Audience: General Public
Invited?: Yes, Keynote?: Yes


5. (2020). Kitchener Public Library: Science Literacy Week. Biology and Control of SARS-CoV-2 (Webinar),
Canada
Main Audience: General Public
Invited?: Yes, Keynote?: No


6. Cristine J. Reitz, Faisal J. Alibhai, Tarak N. Khatua, Mina Rasouli, Byram W. Bridle, Thomas P. Burris,
Tami A. Martino. (2020). Circadian Medicine to Treat Myocardial Infarction (Heart Attack): Targeting the
Cardiac NLRP3 Inflammasome (poster). Society for Research on Biological Rhythms (SRBR) 2020 Virtual
Conference, United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


7. (2020). COVID-19 Vaccines: Facts to Inform Policies. New Zealand COVID-19 Science and Policy
Symposium Webinar, New Zealand
Main Audience: Decision Maker
Invited?: Yes, Keynote?: Yes
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8. Kiersten Hanada, Ashley Stegelmeier, Lily Chan, Yeganeh Mehrani & Byram Bridle. (2020). Calming the
COVID-19 Storm: Developing a Model to Study Toxic Cytokine Responses to Viruses (poster; won 1st
place). Ontario Veterinary College Summer Career Opportunities and Research Exploration Program,
Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


9. Ashley Stegelmeier, Kiersten Hanada, Khalil Karimi, Sarah Wootton, Byram Bridle. (2020). Developing a
Murine Cytokine Storm Model with IFNAR-Knockout Mice to Rapidly Test SARS-CoV-2 Immunotherapies
(oral presentation; won 1st place out of 40 presentations). University of Guelph Graduate Association On-
Line Research Conference, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


10. Ashley A. Stegelmeier, Amanda W.K. AuYeung, Robert Mould, Thomas McAusland, Lisa Santry, Jacob van
Vloten, Megan Strachan-Whaley, Elaine Klafuric, James J. Petrik, Sarah K. Wootton and Byram W. Bridle.
(2019). Off-Target Infection of Stimulated T Cells by Vesicular Stomatitis Virus has Implications for Single-
Versus Multi-Dosing Oncolytic Virotherapy Protocols (poster and 'speed-talk' oral presentation). Annual
Scientific Meeting of the Canadian Cancer Immunotherapy Consortium, Toronto, Ontario, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


11. (2019). Graduate Studies in the Department of Pathobiology (oral presentation as part of a panel
discussion). Career Opportunities and Research Experience Summer Program, Ontario Veterinary College,
Guelph, Canada
Main Audience: Knowledge User
Invited?: Yes, Keynote?: No


12. Lily Chan, Robert Mould, Sarah K. Wootton, Byram W. Bridle* and Khalil Karimi* *co-senior authors.
(2019). Dendritic Cell Vaccines Provoke an Increase in the Number of Interleukin-22-Producing Type 3
Innate Lymphoid Cells in the Local Draining Lymph Nodes and in The Spleen (poster). Summit for Cancer
Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


13. Jacob van Vloten, Sarah K. Wootton* and Byram W. Bridle* (*co-equal senior authors). (2019). Quantifying
T-Cell and Antibody Responses Induced by Antigen-Agnostic Immunotherapies (oral presenation). Ontario
Veterinary College Graduate Student Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


14. (2019). Developing Novel Cancer Biotherapies (oral presentation). Canadian Cancer Society Relay for Life,
Guelph, Canada
Main Audience: General Public
Invited?: Yes, Keynote?: Yes


15. Ashley A. Ross, Amanda W.K. AuYeung, Robert Mould, Thomas McAusland, Lisa Santry, Jacob van
Vloten, Megan Whaley, James J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2019). Off-Target
Infection of Stimulated T Cells by Vesicular Stomatitis Virus Has Implications for Single- Versus Multi-
Dosing Oncolytic Virotherapy Protocols (oral presentation). Ontario Veterinary College Graduate Student
Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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16. Jacob P. van Vloten, Joelle C. Ingrao, Robert C. Mould, Lisa A. Santry, Khalil Karimi, D. Grant McFadden,
James J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2019). An OrfV-Infected Cell Vaccine Induces
Innate and Adaptive Immune Responses Against Osteosarcoma Metastases Resulting in Long-Term
Survival. Annual Scientific Meeting of the Canadian Cancer Immunotherapy Consortium (poster and 'speed
talk' oral presentation), Toronto, Ontario, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


17. E Klafuric, M Strachan-Whaley, L Santry, A AuYeung, J van Vloten, R Mould, T McAusland, ME Clark,
J Minott, S Holtz, J Saturno, K Karimi, A Mutsaers, S Wootton and Byram W. Bridle. (2019). Combining
Decitabine with Oncolytic Virotherapy Preferentially Kills Acute Leukemia Cells Via Lethal Oxidative Stress
(poster). Summit for Cancer Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


18. Maedeh Darzianiazizi (Mahi Azizi), Jacob Van Vloten, Shayan Sharif, Ravi Kulkarni, Byram W. Bridle*,
Khalil Karimi* (*co-equal senior authors). (2019). Differential Sex-Mediated Hepatotoxicity Caused by
a Viral Infection with a Concomitant Defect in Type I Interferon Signaling (oral presentation). Ontario
Veterinary College Graduate Student Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


19. Robert Mould, Jacob van Vloten, Ashley Ross, Mankerat Singh, Anthony Mutsaers, James Petrik,
Leonardo Susta, Geoffrey Wood, Sarah Wootton, Byram W. Bridle*, Khalil Karimi* (*co-equal senior
authors). (2019). The Functional Utility Of A Unique Subset Of Bone Marrow-Derived Dendritic Cells For
Cancer Vaccines (poster presentation). Institute for Comparative Cancer Investigation Cancer Research
Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


20. Robert Mould, J. van Vloten, C. Fink, A. Ross, M. Singh, L. Susta, A. Mutsaers, J. Petrik, G. Wood, S.
Wootton, G. Dekaban, Byram W. Bridle*, Khalil Karimi* (*co-equal senior authors). (2019). IL-12-secreting
Dendritic Cells That Do Not Produce TNF-? Are A Minor Component Of ‘Dendritic Cell Cultures’ But
The Dominant Antigen Presenters (poster presentation). Ontario Veterinary College Graduate Student
Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


21. Elaine Klafuric, Megan Strachan-Whaley, Lisa Santry, Amanda AuYeung, Jacob van Vloten, Robert
Mould, Thomas McAusland, Khalil Karimi, Anthony Mutsaers, Sarah Wootton and Byram W. Bridle. (2019).
Combining Decitabine with Oncolytic Virotherapy Preferentially Kills Acute Myeloid Leukemia Cells Via
Lethal Oxidative Stress (oral presentation). Institute for Comparative Cancer Investigation Cancer Research
Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


22. Jacob P. van Vloten, Joelle C. Ingrao, Robert C. Mould, Lisa A. Santry, Khalil Karimi, D. Grant McFadden,
James J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2019). An ORF Virus-Infected Cell Vaccine
Induces Innate and Adaptive Immune Responses Against Osteosarcoma Metastases Resulting in Long-
Term Survival (poster). Summit for Cancer Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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23. Rghei, AD, Lieshout, LV, Shihua, H, Soule, G, Bridle, BW, Qui, X, and Wootton, SK. (2019). AAV-Mediated
Expression of Monoclonal Antibodies for the Prevention of Marburg Virus Infection (poster). Annual Meeting
of the American Society of Gene and Cell Therapy, Washington DC, United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


24. Robert Mould, J van Vloten, C Fink, L Chan, A Stegelmeier, M Singh, L Susta, A Mutsaers, J Petrik, G
Wood, S Wootton, G Dekaban, Byram W. Bridle* and Khalil Karimi* (*co-equal senior authors). (2019).
IL-12-secreting Dendritic Cells That Do Not Produce TNF-α Are A Minor Component Of ‘Dendritic Cell
Cultures’ But The Dominant Antigen Presenters. Annual Scientific Meeting of the Canadian Cancer
Immunotherapy Consortium (poster and 'speed talk' oral presentation), Toronto, Ontario, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


25. Jason P. Knapp, Megan R. Strachan-Whaley, Elaine M. Klafuric and Byram W. Bridle. (2019). Combining
Epigenetic Modifiers and Oncolytic Viruses to Treat Acute Leukemias throughout the Central Nervous
System (poster). Summit for Cancer Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


26. Cristine J. Reitz, Faisal J. Alibhai, Tarak N. Khatua, Mina Rasouli, Byram W. Bridle, Thomas P. Burris
and Tami A. Martino. (2019). Circadian Medicine: Targeting the Cardiac Inflammasome to Prevent Heart
Failure. 2nd Southern Ontario Cardiovascular Research Association Annual Conference, York University,
October 18, 2019, Toronto, Ontario, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


27. Ashley A. Stegelmeier and Byram W. Bridle. (2019). Off-Target Infection of Stimulated T Cells by Vesicular
Stomatitis Virus has Implications for Single- Versus Multi-Dosing Oncolytic Virotherapy Protocols. Annual
Inter-Lab Retreat for the Canadian Oncolytic Virus Consortium, Elgin, Ontario, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


28. Thomas McAusland, Jacob van Vloten, Lisa Santry, Joelle Ingrao, Matthew Guilleman, Rozanne
Arulanandam, Pierre Major, Jean-Simon Diallo, Leonardo Susta, Khalil Karimi, Byram W. Bridle, Sarah
Wootton. (2019). Viral Sensitizer-Mediated Enhancement of Oncolytic NDV Leads to Rapid Clearance
of Primary Tumours in a Mouse Model of Melanoma (poster and oral presentations). Summit for Cancer
Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


29. Alicia Viloria-Petit, Geoffrey Wood, Anthony Mutsaers, Michelle Oblak, Brigitte Brisson, Byram Bridle, Paul
Woods and David Pearl. (2019). DOGBONe: A Canine Research Platform for the Discovery of Reliable
Biomarkers of Osteosarcoma Progression. Canadian Society for Molecular Biosciences, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


30. J Vloten, K Matuszewska, A Stegelmeier, L Santry, J Minott, T McAusland, E Klafuric, R Mould, K Karimi,
G McFadden, J. Petrik, Byram W. Bridle*, and Sarah K. Wootton* *equal senior authors. (2019). ORF Virus
as an Immunotherapy for Advanced-Stage Ovarian Cancers (poster). Summit for Cancer Immunotherapy,
October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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31. Ashley A. Stegelmeier, Amanda W.K. AuYeung, Robert Mould, Thomas McAusland, Lisa Santry, Jacob
van Vloten, Megan Whaley, Elaine Klafuric, James J. Petrik, Sarah K. Wootton and Byram W. Bridle.
(2019). Off-Target Infection of Stimulated T Cells by Vesicular Stomatitis Virus has Implications for Single-
Versus Multi-Dosing Oncolytic Virotherapy Protocols (poster and oral presentations). Summit for Cancer
Immunotherapy, October 20-23, 2019, Victoria, BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


32. R Mould, J van Vloten, C Fink, L Chan, A Ross, M Singh, L Susta, A Mutsaers, J Petrik, G Wood, S
Wootton, G Dekaban, Byram W. Bridle* and Khalil Karimi* *equal senior authors. (2019). IL-12-Secreting
Dendritic Cells that do not Produce TNF-α are a Minor Component of ‘Dendritic Cell Cultures’ but the
Dominant Antigen Presenters (poster). Summit for Cancer Immunotherapy, October 20-23, 2019, Victoria,
BC, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


33. Jacob P. van Vloten, Lisa A. Santry, Elaine M. Klafuric, Thomas M. McAusland, Khalil Karimi, Grant
McFadden, James J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2019). Quantifying T-Cell and
Antibody Responses Induced by Antigen-Agnostic Immunotherapies (poster presentation). Institute for
Comparative Cancer Investigation Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


34. Ashley A. Ross, Wing Ka Amanda AuYeung, Jim J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2018).
Elucidating Infection of Stimulated Leukocytes by Oncolytic Viruses (poster presentation). Canadian
Society for Immunology Annual Scientific Meeting, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


35. Elaine Klafuric, M. Strachan-Whaley, L. Santry, A. AuYeung, J. van Vloten, R. Mould, T. McAusland, M.E.
Clark, J. Minott, S. Holtz, J. Saturno, K. Karimi, A. Mutsaers, S. Wootton and Byram W. Bridle. (2018).
Combining Decitabine with Oncolytic Virotherapy Preferentially Kills Acute Leukemia Cells Via Lethal
Oxidative Stress (oral and poster presentation). Summit for Cancer Immunotherapy, Oct. 27-30, Banff,
Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


36. Robert Mould, Jacob P. Van Vloten, Anthony Mustaers, James J. Petrik, Leonardo Susta, Geoffrey Wood,
Sarah K. Wootton, Byram W. Bridle* and Khalil Karimi* *co-senior authors. (2018). A Systematic Analysis
of the Functional Utility of Bone Marrow-Derived Dendritic Cells as a Vaccine: Comparing Several Common
Culturing Protocols (poster presentation). The 11th annual Institute for Comparative Cancer Investigation
Cancer Research Symposium, Ontario Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


37. Robert Mould, Jacob P. Van Vloten, Anthony Mustaers, James J. Petrik, Leonardo Susta, Geoffrey Wood,
Sarah K. Wootton, Byram W. Bridle* and Khalil Karimi* *co-senior authors. (2018). A Systematic Analysis
of the Functional Utility of Bone Marrow-Derived Dendritic Cells as a Vaccine: Comparing Several Common
Culturing Protocols (poster presentation). Canadian Society for Immunology Annual Scientific Meeting,
London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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38. Maedeh Darzianiazizi (aka Mahi Azizi), Robert C. Mould, Jacob P. van Vloten, Ashley A. Ross, Shayan
Sharif, Ravi Kulkarni, Byram W. Bridle* and Khalil Karimi* (*co-senior authors). (2018). Upregulation of
Programmed Death Ligand-1 (PDL-1) on Neutrophils in Response to Recombinant Vesicular Stomatitis
Virus (rVSV?m51) Infection (oral and poster presentation). Summit for Cancer Immunotherapy, Oct. 27-30,
Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


39. Jacob P van Vloten, Robert C Mould, Joelle C Ingrao, James J Petrik, Grant McFadden, Sarah K
Wootton and Byram W Bridle. (2018). An Orf Virus-Infected Cell Vaccine Elicits Long-Term Survival in an
Osteosarcoma Lung Metastasis Model Through NK Cell Activity (poster and oral presentation). Canadian
Society for Immunology Annual Scientific Meeting, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


40. Jacob P. van Vloten, Robert Mould, Mary Ellen Clark, Arthane Kodeeswaran, Katrina Geronimo, Julia
De Carvalho Nakamura, Julia Saturno, Grant McFadden, James Petrik, Sarah Wootton and Byram W.
Bridle. (2018). Pyrexia Impedes Oncolytic Rhabdovirus-Mediated Therapy (poster presentation). Summit for
Cancer Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


41. Samantha Holtz, Megan Strachan-Whaley, Mary-Ellen Clark, Robert Mould, Lisa Santry, Thomas
McAusland, Sarah K. Wootton, Khalil Karimi and Byram W. Bridle. (2018). Combining Oncolytic Virotherapy
with Epigenetic Modifiers to Treat Lymphomas (poster presentation). Summit for Cancer Immunotherapy,
Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


42. Megan R. Strachan-Whaley, Julia Saturno, Wing Ka Amanda AuYeung, Jacob P. vanVloten, Anthony
Mutsaers, Sarah K. Wootton and Byram W. Bridle. (2018). Combining Decitabine with Oncolytic Viruses to
Kill Acute Leukemias by Oxidative Stress (poster and oral presentation). Canadian Society for Immunology
Annual Scientific Meeting, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


43. Maedeh Darzianiazizi (aka Mahi Azizi), Robert C. Mould, Jacob Van Vloten, Ashley Ross, Shayan Sharif,
Ravi Kulkarni, Byram W. Bridle and Khalil Karimi. (2018). Innate Immune Responses to Recombinant
Vesicular Stomatitis Virus: the Role of Type I Interferon Signaling and Neutrophils (poster presentation).
Canadian Society for Immunology Annual Scientific Meeting, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


44. Maedeh Darzianiazizi (Aka Mahi Azizi), Robert C. Mould, Jacob Van Volten, Ashley Ross, Shayan Sharif,
Ravi Kulkarni, Byram W. Bridle* and Khalil Karimi* *co-senior authors. (2018). Innate Immune Responses
to Recombinant Vesicular Stomatitis Virus: Immunosuppressive Neutrophils (poster presentation). The 11th
annual Institute for Comparative Cancer Investigation Cancer Research Symposium, Ontario Veterinary
College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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45. Robert Mould, Mankerat Singh, Jacob van Vloten, Ashley Ross, Leonardo Susta, Anthony Mutsaers,
James Petrik, Geoffrey Wood, Sarah Wootton, Byram W. Bridle* and Khalil Karimi* (*co-senior authors).
(2018). Analyzing The Functional Utility Of Bone Marrow-Derived Dendritic Cells As A Cancer Vaccine:
Investigation Of A Unique IL-12-Producing DC Subset (poster presentation). Summit for Cancer
Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


46. Jacob P. van Vloten, Robert Mould, Mary Ellen Clark, Arthane Kodeeswaran, Katrina Geronimo, Julia De
Carvalho Nakamura, Julia Saturno, Grant McFadden, James Petrik, Sarah Wootton and Byram W. Bridle.
(2018). Pyrexia Impedes Oncolytic Rhabdovirus-Mediated Therapy (oral presentation). Summit for Cancer
Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


47. J. Paul Woods, Byram Bridle, Michelle Oblak, Robert Foster, Geoffrey Wood, Victoria Sabine, Jeff Hummel
and Brian Lichty. (2018). Novel Oncolytic Maraba virus for the Adjuvant Treatment of Feline Mammary
Carcinoma (poster presentation). Veterinary Cancer Society: Immunotherapy Workshop, Anchorage,
United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


48. Jacob P van Vloten, Robert C Mould, Joelle C Ingrao, James J Petrik, Grant McFadden, Sarah K
Wootton and Byram W Bridle. (2018). An Orf Virus-Infected Cell Vaccine Elicits Long-Term Survival in
an Osteosarcoma Lung Metastasis Model Through NK Cell Activity (oral presentation). The 11th annual
Institute for Comparative Cancer Investigation Cancer Research Symposium, Ontario Veterinary College,
University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


49. Ashley A. Ross, Amanda W.K. AuYeung, Robert Mould, Thomas McAusland, Lisa Santry, Jacob van
Vloten, Megan Strachan-Whaley, James J. Petrik, Sarah K. Wootton and Byram W. Bridle. (2018). Infection
of Stimulated Leukocytes by Oncolytic Viruses: Implications for Single- Versus Multi-Dosing Protocols
(poster presentation). Summit for Cancer Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


50. Lisa A. Santry, Jacob P. van Vloten, Robert C. Mould, Amanda W.K. AuYeung, Thomas M. McAusland,
Byram W. Bridle* and Sarah K. Wootton* (*co-senior authors). (2018). Recombinant Newcastle Disease
Viruses Expressing Checkpoint Inhibitors Induce a Proinflammatory State and Enhance Tumor-Specific
Immune Responses in Two Syngeneic Mouse Models of Cancer (poster presentation). Summit for Cancer
Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


51. Ashley Ross, Amanda AuYeung, Robert Mould, Thomas McAusland, Jim Petrik, Sarah Wootton and Byram
Bridle. (2018). Infection of Stimulated Leukocytes by Oncolytic Viruses: Implications for Single- Versus
Multi-Dosing Protocols (oral presentation). Graduate Student Research Symposium, Ontario Veterinary
College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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52. Thomas M. McAusland, Jacob P. van Vloten, Lisa A. Santry, Joelle C. Ingrao, Matthew Guilleman,
Rozanne Arulanandam, Jean-Simon Diallo, Leo Susta, Khalil Karimi, Byram W. Bridle and Sarah K.
Wootton. (2018). Enhancement of NDV-Mediated Oncolysis and Tumor Regression Through the Addition
of Small Molecule Viral Sensitizers (poster presentation). Summit for Cancer Immunotherapy, Oct. 27-30,
Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


53. Jessica Minott, Robert Mould, Mary Ellen Clark, Khalil Karimi and Byram W. Bridle. (2018). Assessing the
Impact of Estrogen Receptor Signaling on the Efficacy of Oncolytic Viruses (poster presentation). Summit
for Cancer Immunotherapy, Oct. 27-30, Banff, Alberta, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


54. Megan R. Strachan-Whaley, Amanda W.K. AuYeung, Jacob P. vanVloten, Julia Saturno, Lisa A. Santry,
Thomas M. McAusland, Robert C. Mould, Anthony J. Mutsaers, Sarah K. Wootton and Byram W. Bridle.
(2018). Decitabine Increases the Sensitivity of Leukemias to Oncolytic Viruses Through the Induction of
Oxidative Stress (poster presentation). The 11th annual Institute for Comparative Cancer Investigation
Cancer Research Symposium, Ontario Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


55. Ashley A. Ross, Wing Ka Amanda AuYeung, Thomas McAusland, Lisa Santry, Jim J. Petrik, Sarah K.
Wootton, Byram W. Bridle. (2018). Elucidating Infection of Stimulated Leukocytes by Oncolytic Viruses
(oral presentation). The 11th annual Institute for Comparative Cancer Investigation Cancer Research
Symposium, Ontario Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


56. Li Deng, Robert C. Mould, Julia Kim, Wing Ka Amanda AuYeung, Byram W. Bridle. (2017). Construction
and Validation of a Novel Vaccine for the Treatment of Canine Melanomas (poster presentation). Summit
for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


57. Li Deng, Robert C. Mould, Julia Kim, Wing Ka Amanda AuYeung, Byram W. Bridle. (2017). Construction
and Validation of a Novel Vaccine for the Treatment of Canine Melanomas (poster presentation). 10th
Annual Institute for Comparative Cancer Investigation Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


58. Kathy Matuszewska, Lisa Santry, Byram Bridle, Sarah K. Wootton, Jack Lawler, Jim Petrik. (2017).
Combined Vessel Normalization and Oncolytic Virus Therapy in the Treatment of Advanced Stage Ovarian
Cancer. 10th Annual Institute for Comparative Cancer Investigation Cancer Research Symposium, Guelph,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


59. Julia Saturno, Jacob van Vloten, Lisa Santry, Robert Mould, Sarah Wootton, Byram Bridle. (2017).
Temperature as a Confounding Variable in Oncolytic Virotherapy for Canine Melanomas. Summit for
Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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60. Megan Strachan-Whaley and Byram W. Bridle. (2017). Combining Oncolytic Viruses With Epigenetic
Modifiers in Leukemia. 10th Annual Institute for Comparative Cancer Investigation Cancer Research
Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


61. Mankerat Singh, Byram W. Bridle* and Khalil Karimi* *co-senior authors. (2017). Differentiating Dendritic
Cells in the Presence of Interleukin-4 to Enhance their Potential as Vaccines (poster presentation; won first
place in the undergraduate student category). Summit for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


62. (2017). Cancer Biotherapies: Lessons Learned from Translational Research. RGE Murray Seminar Series,
Western University, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: Yes


63. Megan Rae Strachan-Whaley, Amanda AuYeung, Julia Saturno, Lisa Santry, Byram W. Bridle. (2017).
Decitabine Increases the Sensitivity of Acute Leukemic Cells to Oncolytic Viruses (poster and speed-talk
presentations). 2017 Annual Scientific Meeting of the Terry Fox Research Institute November 4, 2017,
Vancouver, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - PIN #19046; Terry Fox Research Institute (TFRI) -
Project #1041


64. Megan Rae Strachan-Whaley, Amanda AuYeung, Julia Saturno, Lisa Santry, Byram W. Bridle. (2017).
Decitabine Increases the Sensitivity of Acute Leukemic Cells to Oncolytic Viruses (poster presentation).
Canadian Cancer Research Conference November 5-7, 2017, Vancouver, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - PIN #19046; Terry Fox Research Institute (TFRI) -
Project #1041


65. Amanda WK AuYeung, Robert C. Mould, Jacob van Vloten, Mahi Azizi, Lisa Santry, Sarah K. Wootton,
J. Paul Woods, Geoffrey Wood, James Petrik, Khalil Karimi and Byram W. Bridle. (2017). Virus-Induced
Leukopenia: Challenging the Cell Trafficking Paradigm During Oncolytic Virotherapy. Summit for Cancer
Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


66. Anthony Mutsaers, Byram W. Bridle, Brigitte Brisson, Michelle Oblak, Alicia Viloria-Petit, Geoffrey
Wood and Paul Woods. (2017). Naturally-Occurring Bone Cancers in Pet Dogs as a Model of Human
Osteosarcomas (poster presentation). Cancer Bone Society Annual Scientific Meeting, Indianapolis, United
States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


67. Jacob van Vloten, Mary Ellen Clark, Arthane Kodeeswaran, Katrina Geronimo, Julia De Carvalho, Julia
Saturno, Rob Mould, Grant McFadden, James Petrik, Sarah Wootton and Byram W. Bridle. (2017).
Simulated Pyrexia Attenuates Rhabdovirus-Mediated Oncolysis of Cancer Cells. Summit for Cancer
Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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68. Maedeh Darzianiazizi, Katrina Allison, Byram Bridle* and Khalil Karimi* *co-senior authors. (2017). Sex
Disparity in Innate Immune Responses to Recombinant Vesicular Stomatitis Virus: the Role of Type I
Interferon Signaling and Neutrophils. Summit for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


69. Mankerat Singh, Byram W. Bridle* and Khalil Karimi* *co-senior authors. (2017). Differentiating Dendritic
Cells in the Presence of Interleukin-4 to Enhance Their Potential as Vaccines. 10th Annual Institute for
Comparative Cancer Investigation Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


70. Megan Strachan-Whaley, Amanda AuYeung, Lisa Santry, Tony Mutsaers, Sarah Wootton, Byram Bridle.
(2017). A Combination of Oncolytic Viruses and Epigenetic Modifiers as a Novel Therapy for Acute
Leukemias. Summit for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


71. R. Mould, A. AuYeung, J. van Vloten, D. Yu, L. Zhang, A. Pelin, J. Bell, Y. Wan, K. Karimi, L. Susta, J.
Petrik, A. Mutsaers, G. Wood, S. Wootton and Byram W. Bridle. (2017). Clodronate-Mediated Depletion
of Marginal Zone Macrophages Potentiates Rapid Induction of Tumour-Specific T Cell Responses by
Oncolytic Virus Booster Vaccines. Summit for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


72. Lisa A. Santry, Amanda AuYeung, Thomas M. McAusland, Jacob P. van Vloten, Rob C. Mould, Kathy
Matuszewska, Byram W. Bridle , James J. Petrik, Sarah K. Wootton. (2017). Evaluating the Therapeutic
Potential of Oncolytic Newcastle Disease Virus in Mouse Models of Melanoma and Colon Carcinoma. 10th
Annual Institute for Comparative Cancer Investigation Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


73. Amanda WK AuYeung, Robert C. Mould, Jacob van Vloten, Mahi Azizi, Lisa Santry, Sarah K. Wootton,
J. Paul Woods, Geoffrey Wood, James Petrik, Khalil Karimi and Byram W. Bridle. (2017). Virus-Induced
Leukopenia: Challenging the Cell Trafficking Paradigm During Oncolytic Virotherapy. 10th Annual Institute
for Comparative Cancer Investigation Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


74. Kathy Matuszewska, Lisa Santry, Byram Bridle, Sarah K. Wootton, Jack Lawler, Jim Petrik. (2017).
Combined Vessel Normalization and Oncolytic Virus Therapy in the Treatment of Advanced Stage Ovarian
Cancer. Summit for Cancer Immunotherapy, Gatineau, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


75. Maedeh Darzianiazizi, Katrina Allison, Khalil Karimi, Byram Bridle. (2017). Sex Disparity in Innate Immune
Responses to Recombinant Vesicular Stomatitis Virus: The Role of Type I Interferon Signaling and
Neutrophils. 10th Annual Institute for Comparative Cancer Investigation Cancer Research Symposium,
Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


76. Presented by: Allison K Co-authors: Karimi K, Bridle BW. (2016). Gender Disparity in Innate Immune
Responses to Viral Infection: The Role of Type I Interferon. Ontario Veterinary College - Career
Opportunities and Research Experience Program (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


Funding Sources: Natural Sciences and Engineering Research Council of Canada (NSERC) - 436264-2013
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77. Presenter: Strachan-Whaley M Co-authors: AuYeung WA, Santry L, Mutsaers A, Wootton SK, Bridle
BW. (2016). Sensitization of Leukemic Cells to Oncolytic Viruses Using Epigenetic Modifiers. Institute for
Comparative Cancer Investigation 9th Annual Cancer Research Symposium (poster presentation), Guelph,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


78. Presenter: AuYeung WA Co-authors: Mould R, Woods JPl, Wood G, Petrik J, Bridle BW. (2016).
Mechanisms That Allow Oncolytic Viral Replication Inside a Tumour Despite Pre-Existing Immunity Against
a Virus-Encoded Antigen. Institute for Comparative Cancer Investigation 9th Annual Cancer Research
Symposium (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3


79. Presenter: Matuszewska K Co-authors: Santry L, Bridle BW, Wootton S, Petrik JJ. (2016). Combined
Vessel Normalization and Oncolytic Virus Therapy in the Treatment of Advanced Stage Ovarian Cancer.
Summit for Cancer Immunotherapy (podium and poster presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


80. Presenter: de Carvalho J Co-authors: van Vloten J, Bridle BW. (2016). The Impact of Temperature on the
Oncolytic Activity of Viruses. Ontario Veterinary College - Career Opportunities and Research Experience
Program (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


81. Presenter: Deng L Co-authors: Kim J, Mould RC, van Vloten J, AuYeung WA, Desai M, Bridle BW. (2016).
From Mice to Humans Via Dogs: Development of a Novel Biotherapy for Osteosarcomas. Summit for
Cancer Immunotherapy (poster presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041


82. Katrina Geronimo, Mary Ellen Clark, Arthane Kodeeswaran, Glen Kim and Byram Bridle. (2016). Hypoxia
Variably Affects Oncolytic Virus Efficacy While Potentiating the Growth of Human Cervical Cancer Cells.
Sanofi Biogenius Canada, Ontario - Greater Toronto Poster Competition, Toronto, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


83. (2016). Career Night (small group meetings with academic trainees to discuss aspects of a career
as a faculty member). A career night hosted by the Faculty of Health Sciences PDF Association at
McMaster University, Hamilton, ON. This was open to all trainees at McMaster University and other
regional universities (there were attendees from U. of Waterloo and Guelph), Hamilton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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84. Presenter: AuYeung WA Co-authors: Mould R, Woods JP, Wood G, James P, Bridle BW. (2016).
Mechanisms that Allow Oncolytic Viral Replication Inside a Tumour Despite Pre-Existing Immunity Against
a Virus-Encoded Antigen (podium and poster presentation). Summit for Cancer Immunotherapy, Halifax,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3


85. Presenter: Desai M Co-authors: van Vloten J, Santry L, Bridle BW. (2016). Evaluating the Impact of
Temperature on the Oncolytic Potential of Viruses In Canine and Murine Osteosarcoma Cells. Ontario
Veterinary College - Career Opportunities and Research Experience Program (poster presentation),
Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041


86. Presenter: Woods JP Co-authors: Bridle BW, Oblak M, Foster R, Sabine V, Skowronski K, Hummel J,
Lichty B. (2016). Novel Oncolytic Maraba Virus for the Adjuvant Treatment of Feline Mammary Carcinoma.
Summit for Cancer Immunotherapy (poster presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


87. (2016). Cancer Biotherapies: Lessons Learned from Translational Research. Department of Molecular and
Cellular Biology Seminar Series, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: Yes


88. Presenter: Strachan-Whaley M Co-authors: AuYeung WA, Santry L, Mutsaers A, Bienzle D, Wootton SK,
Bridle BW. (2016). Sensitization of Leukemic Cells to Oncolytic Viruses Using Epigenetic Modifiers. Summit
for Cancer Immunotherapy (poster presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


89. Presenter: Woods JP Co-authors: Bridle BW, Bienzle D, Delay J, Morrison A, Cieplak M, Hummel J, Lichty
B. (2016). A Safety Assessment of a Novel Oncolytic Maraba Virus in Cats. American College of Veterinary
Internal Medicine Forum (poster presentation), Denver, United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


90. Presenter: Mould R Co-authors: AuYeung WA, Wood G, Wootton SK, Susta L, Petrik JJ, Mustaers A,
Bridle BW. (2016). Increasing the Magnitude of Tumour-Specific T Cell Responses by Spreading a Vaccine
Dose Across Multiple Injection Sites. Summit for Cancer Immunotherapy (podium and poster presentation),
Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041


91. Presenter: Deng L Co-authors: Kim J, Mould RC, van Vloten J, AuYeung WA, Bridle BW. (2016).
From Mice to Humans Via Dogs: Development of a Novel Biotherapy for Osteosarcomas. Institute for
Comparative Cancer Investigation 9th Annual Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041
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92. Presenter: Santry L Co-authors: van Vloten JP, Matuszewska K, Bridle BW, Petrik JJ, Wootton SK.
(2016). Recombinant Newcastle Diease Virus as an Oncolytic Therapy for Ovarian and Prostate Cancers.
American Society of Gene and Cell Therapy Annual Meeting (poster presentation), Washington, United
States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


93. Presenter: Ingrao J Co-authors: Shapiro K, de Jong J, van Vloten J, Barta JR, Menzies PI, Bridle BW,
Wootton SK. (2016). Development of a Vaccine Against Parasitic Abortion in Sheep. OMAFRA/Rural Policy
Learning Commons 2016 Product Development Research Day, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


94. Arthane Kodeeswaran, Mary Ellen Clark, Katrina Geronimo, Glen Kim and Byram W. Bridle. (2016). The
Effect of Temperature on the Efficacy of Oncolytic Viruses in Human Cervical Cancer Cells (awarded 3rd
place). Sanofi Biogenius Canada, Ontario - Greater Toronto Poster Competition, Toronto, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


95. Presenter: van Vloten J Co-authors: Clark M, Geronimo K, Kodeeswaran A, Santry L, Mould RC,
McFadden G, Petrik JJ, Wootton SK, Bridle BW. (2016). Fever-Grade Temperatures Attenuate
Rhabdovirus-Mediated Oncolysis of Cancer Cells. Summit for Cancer Immunotherapy (poster
presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


96. Presenter: Saturno J Co-authors: van Vloten J, Santry L, Bridle BW. (2016). Temperature as a Confounding
Variable in Oncolytic Virotherapy for Canine Melanomas. Ontario Veterinary College - Career Opportunities
and Research Experience Program (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3


97. Presenter: Mould RC Co-authors: AuYeung WA, Wood G, Wootton SK, Susta L, Petrik JJ, Mustaers A,
Bridle BW. (2016). Increasing the Magnitude of Tumour-Specific T Cell Responses by Spreading a Vaccine
Dose Across Multiple Injection Sites. Institute for Comparative Cancer Investigation 9th Annual Cancer
Research Symposium (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041


98. Presenter: Saturno J Co-authors: van Vloten J, Santry L, Bridle BW. (2016). Temperature as a Confounding
Variable in Oncolytic Virotherapy for Canine Melanomas. 2016 Merial NIH National Veterinary Scholars
Symposium (poster presentation), Columbus, United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3
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99. Presenter: AuYeung WA Co-authors: Spangler-Forgione H, Woods JP, Petrik JJ, Wood G, Bridle BW.
(2016). Suppression of Oxygen Reactive Species Decreases Melanogenesis Resulting in Melanomas with
Reduced Immunogenicity. Summit for Cancer Immunotherapy (poster presentation), Halifax, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3


100. Presenter: van Vloten J Co-author: Bridle BW. (2016). Fever-Grade Temperatures Attenuate Rhabdovirus-
Mediated Oncolysis of Cancer Cells. Institute for Comparative Cancer Investigation 9th Annual Cancer
Research Symposium (podium presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


101. Poster presented by: AuYeung WKA Co-authors: Mould RC, Kim J, Spangler H, Bridle BW. (2015).
Mechanisms that Allow Oncolytic Viral Replication Inside a Tumour Despite Pre-Existing Immunity Against
a Virus-Encoded Antigen. Summer Research and Leadership Program, Ontario Veterinary College,
Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


102. Presenter: Matuszewska K Co-authors: Santry L, Petrik J, Bridle BW, Wootton SK. (2015). Combined
Vessel Normalization and Oncolytic Virus Therapy in the Treatment of Advanced Stage Ovarian Cancer.
Ontario Veterinary College Graduate Student Research Symposium (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


103. Presenter: AuYeung WA Co-authors: Mould RC, Spangler H, Kim J, Bridle BW. (2015). Mechanisms that
Allow Oncolytic Viral Replication Inside a Tumor Despite Pre-Existing Immunity Against a Virus-Encoded
Antigen. Ontario Veterinary College Graduate Student Research Symposium (poster presentation), Guelph,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: National Centre of Excellence in Biotherapies for Cancer Treatment (BioCanRx) - FY16 /
ES3


104. Talk given by: Santry LA Co-authors: van Lieshout L, Au Yeung WKA, Bridle BW, Wootton SK. (2015).
Manipulation of Akt Isoform Expression Levels and Their Effect on Transformation by the Jaagsiekte Sheep
Retrovirus Envelope Protein. Workshop #22: Retroviruses II, 34th Annual Meeting of the American Society
for Virology, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


105. Poster presented by: Spangler H* Co-authors: van Vloten J*, Wootton SK, Viloria-Petit A, Bridle BW.
(2015). Par6 Influences the Susceptibility of Mammary Carcinoma Cells to Oncolytic Viruses. Summer
Research and Leadership Program, Ontario Veterinary College, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


106. Poster presented by: Rasiuk A* Co-authors: Walsh S*, Bridle BW. (2015). The Necessity of the Type I
Interferon Receptor in Regulating Cytokines Produced Upon Viral Infection. Poster Session #35: Viruses
and Innate and Acquired Immunity, 34th Annual Meeting of the American Society for Virology, London,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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107. (2015). Companion Animal Cancer Biotherapies. The Hamilton Academy of Veterinary Medicine, Hamilton,
Canada
Main Audience: Knowledge User
Invited?: Yes, Keynote?: Yes


108. Presenter: Mould R Co-authors: Kim J, Walsh S, de Jong J, Wood G, Wootton S, Susta L, Petrik J,
Mutsaers A, Bridle BW. (2015). Combining Virotherapy with Immunotherapy to Treat Osteosarcoma in a
Preclinical and Clinical Model. Ontario Veterinary College Graduate Student Research Symposium (poster
presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Terry Fox Research Institute (TFRI) - 1041


109. Poster presented by: van Vloten JP* Co-authors: Ingrao J, Mould RC*, Bridle BW, Wootton SK. (2015).
Assessing the Oncolytic Potential of ORFV Strains In Vitro. Poster Session #12: Oncolytic Viruses and
Gene Therapy, 34th Annual Meeting of the American Society for Virology, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


110. Presenter: van Vloten J Co-authors: Wootton S, Bridle BW. (2015). Harnessing Immunogenic Cell Death
to Potentiate Anti-Cancer Efficacy During ORFV-Induced Oncolysis. Ontario Veterinary College Graduate
Student Research Symposium (podium presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


111. Poster presented by: Strachan-Whaley MR* Co-authors: AuYeung A*, Kim J*, Bienzle D, Wootton SK,
Bride BW. (2015). Using Viruses to Potentiate Epigenetic Modifier-Mediated Killing of Leukemic Cells.
Poster Session #12: Oncolytic Viruses and Gene Therapy, 34th Annual Meeting of the American Society for
Virology, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


112. Presenter: Ingrao J Co-authors: van Vloten J, Shapiro K, Barta J, Menzies P, Bridle BW, Wootton S.
(2015). Development of Orf Virus (Parapoxvirus ovis) as a Multivalent Viral Vector Platform Against
Toxoplasma gondii. Ontario Veterinary College Graduate Student Research Symposium (poster
presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


113. Talk given by: Kozak RA Co-authors: Hattin L*, Biondi MJ, Walsh S*, Morgenstern J*, Lusty E*,
Chereponov V, McBey B-A, Leishman DP, Feld JJ, Bridle BW, Nagy É. (2015). In Vitro Oncolytic Activity of
a Novel Orthoreovirus Against Hepatocellular Carcinoma. Workshop #43: Oncolytic Viruses, 34th Annual
Meeting of the American Society for Virology, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


114. Poster presented by: Kim J Co-authors: AuYeung A, Deng L, Mould RC, Bridle BW. (2015). Assessment
of the Potential to Treat Canine Cancers with an Oncolytic Vaccine. Summer Research and Leadership
Program, Ontario Veterinary College, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No
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115. Presenter: Strachan-Whaley M Co-authors: AuYeung WA, Kim J, Bienzle D, Mutsaers A, Wootton S, Bridle
BW. (2015). Combining Oncolytic Viruses with Epigenetic Modifiers as a Novel Therapy for Leukemia.
Ontario Veterinary College Graduate Student Research Symposium (poster presentation), Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


Funding Sources: Cancer Research Society (The) - 19046


116. (2015). Canine Osteosarcoma Biotherapy: Revolutionizing How Bone Cancers are Treated in Humans.
Valérie’s Flutter Foundation Gala Dinner, Ottawa, Canada
Main Audience: General Public
Invited?: Yes, Keynote?: Yes


117. Hattin, L.*, Kozak, R., & Bridle, B. W. (2014). Investigation of Recombinant NDV as an Oncolytic Therapy
for Prostate Tumors. Poster presented by summer student Larissa Hattin. Summer Research and
Leadership Program, Ontario Veterinary College, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


118. Mould, R.*, Walsh, S.*, van Vloten, J.*, Wootton, S., & Bridle, B. W. (2014). Combining Antigen Presenting
Cell-Based Vaccination with Oncolytic Viruses for the Treatment of Prostate Cancer Poster presented by
summer student Robert Mould (awarded 3rd place).Summer Research and Leadership Program, Ontario
Veterinary College, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


119. Kim, J.*, Walsh, S.*, & Bridle, B. W. (2014). Screening Canine Melanoma and Osteosarcoma Specimens
for Putative Tumour-Associated Antigen Expression. Poster presented by summer student Julia Kim.
Summer Research and Leadership Program, Ontario Veterinary College, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


120. van Vloten, J.*, de Jong, J.*, Rasiuk, A.*, Bridle, B. W., & Wootton, S. (2014). The Generation of Immune-
Modulatory Gene-Knockout Orf Virus Recombinants for Use in Oncolytic Virotherapy Poster presented by
Jacob Van Vloten. International Union of Microbiological Societies, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


121. Kozak, R., Hattin, L.*, Yeung, W. A., Lusty, E.*, Leishman, D., J. Feld, B. W. Bridle, E. Nagy. (2014). A
Novel Orthoreovirus as a Potential Therapeutic for Hepatocellular Carcinoma Talk given by Robert Kozak.
International Union of Microbiological Societies, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


122. Talan, M.*, Tin, B.*, Ternamian, C.*, Syed, Z.*, & Bridle, B. W. (2014). The Effects of Quercetin and
Kaempferol on the Cytotoxicity of Carboplatin and Entinostat on Various Cancer Cell Lines Poster
presented by Micaella Talan and Brittney Tin. Sanofi BioGENEius Challenge Canada, Toronto, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


123. Ternamian, C.* & Bridle, B. W. (2014). Oncolytic Rhabdoviruses in Combination with Histone Deacetylase
Inhibition Synergistically Kill Murine B Lymphoblastic Leukemia Cells Talk given by Christian Ternamian.
Institute for Comparative Cancer Investigation 7th Annual Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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124. Santry, L., Yeung, W. A.*, Bridle, B. W., & Wootton, S. (2014). Function of Akt Isoforms in Transformation
by the Jaagsiekte Sheep Retrovirus Envelope Protein Talk given by Lisa Santry. International Union of
Microbiological Societies, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


125. Kozak, R., Hattin, L.*, Feld, J., Ackford, J., Nagy, E., B. W. Bridle. (2014). Oncolytic Viruses as Therapy for
Hepatocellular Carcinoma Poster presented by Robert Kozak. National CIHR Research Training Program
in Hepatitis C, 3rd Canadian Symposium on HepC Virus, Toronto, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


126. Syed, Z.*, Walsh, S.*, & Bridle, B. W. (2014). Treating High-Grade Glioma with Oncolytic Virotherapy
and Histone Deacetylase Inhibitors Poster presented by Zafir Syed. Institute for Comparative Cancer
Investigation 7th Annual Cancer Research Symposium, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


127. Walsh, S.*, Rasiuk, A.*, & Bridle, B. W. (2014). Negative Regulation of Cytokine Expression by Type
One Interferon Signaling in VSV Infection Poster presented by Scott Walsh. International Union of
Microbiological Societies, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


128. Van Vloten, J.*, de Jong, J.*, Rasiuk, A.*, Bridle, B. W., & Wootton, S. (2014). The Development of
Recombinant Parapoxvirus ovis (OrfV) for Use in Oncolytic Virotherapy. Poster presented by summer
student Jacob Van Vloten. Summer Research and Leadership Program, Ontario Veterinary College,
Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


129. (2014). Treating Feline Mammary Carcinoma With an Oncolytic Vaccine: Companion Animal Trials as a
Stepping Stone Towards Successful Translation into Human Patients. Cancer Grand Rounds at Western
University, London, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


130. (2013). A Novel Barrier to Cancer Immunotherapy in the Brain. Talk in the speed-poster session of the 6th
annual meeting of the Canadian Cancer Immunotherapy Consortium; plus a poster presentation., Toronto,
Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


131. Poster presentation by my MSc student, Zafir Syed* Co-author: B. Bridle. (2013). Oncolytic Immunotherapy
for the Treatment of High-Grade Glioma. Graduate Research Symposium, Ontario Veterinary College,
University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


132. A poster presented by my MSc student, Christian Ternamian* Co-author: B. Bridle. (2013). Synergizing
Oncolytic Virotherapy and HDAC Inhibition in a Murine Model of B-Cell Lymphoblastic Leukemia. Graduate
Research Symposium, Ontario Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No
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133. This was a talk given by my fourth-year research project student, Evan Lusty* Co-author: B. Bridle. (2013).
Characterizing Oncolytic Viruses, Toll-Like Receptor Ligands and Histone Deacetylase Inhibitors in the
In Vitro Treatment of Human Prostate Cancer. 6th Annual Cancer Research Symposium, Institute for
Comparative Cancer Investigation, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


134. (2013). Tumour Immunology. Seminar presentation in the Cancer Biology rounds, Clinical Oncology Group,
University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


135. A poster presented by my undergraduate research assistant, Wing Ka Au Yeung* Co-author: B. Bridle.
(2013). Development of a Flow Cytometry-Based Immunological Assay to Support Pre-Clinical and
Clinical Companion Animal Cancer Trials. Ontario Veterinary College's Summer Leadership and Research
Program, poster presentations., Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


136. Poster presentation by my undergraduate research associate, Evan Lusty* Co-presenter: Jason
Morgenstern* Co-author: B. Bridle. (2012). Establishment of Leukemia/Lymphoma Cell Lines from Clinical
Specimens and Evaluation of Their Susceptibility to Oncolytic Viruses.Summer Leadership and Research
Program, Ontario Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


137. (2012). Replication-Deficient Adenovirus and Oncolytic Rhabdoviruses as Cancer Vaccines. Keynote
speaker at symposium entitled "Viral delivery and nanoparticle vectors" organized by students in Molecular
Virology (MICR*4330) course, University of Guelph., Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: Yes, Competitive?: No


138. (2012). Paradoxically, Immunotherapy Might be More Efficacious When Tumours are Inside the Brain.
Plenary talk at the "Modelling Cancer In Vivo, In Vitro and In Silico" session of the Institute for Comparative
Cancer Investigation 4th Annual Cancer Research Symposium, University of Guelph., Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


139. Poster presentation by my undergraduate research assistant, Jason Morgenstern* Co-presenter: Evan
Lusty* Co-author: B. Bridle. (2012). Using an Innate Anti-Viral Immune Response in the Presence of a
Histone Deacetylase Inhibitor to Treat Leukemias. Summer Leadership and Research Program, Ontario
Veterinary College, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


140. (2012). Using Oncolytic Viruses to Potentiate Immunotherapy for Childhood Cancers. Talk given at the
Canadian Oncolytic Virus Consortium Annual Meeting, Lake Cecebe, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


141. Poster presentation by B. Bridle Co-authors: Chantal Lemay, Jean-Simon Diallo, Lan Chen, Jonathan
Pol, Andrew Nguyen, Jonathan Bramson, John Bell, Brian Lichty and Yonghong Wan. (2011). A Histone
Deacetylase Inhibitor Dramatically Improves the Therapeutic Index of an Oncolytic Vaccine by Augmenting
Anti-Tumour Activity While Inhibiting Autoimmune Sequellae. CIHR New Principal Investigators Meeting,
Toronto, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No
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142. Poster presentation by Jonathan Pol Co-authors: Byram Bridle, Liang Zhang, Stephen Hanson, Natasha
Kazdhan, Jonathan Bramson, David Stojdl, Yonghong Wan, Brian Lichty. (2011). Maraba virus: a new
vector for oncolytic viro-immunotherapy.6th International Conference on Oncolytic Viruses as Cancer
Therapeutics, Las Vegas, United States
Main Audience: Researcher
Invited?: No, Keynote?: No


143. Poster presentation by Jonathan Pol Co-authors: Byram Bridle, Liang Zhang, Stephen Hanson, Natasha
Kazdhan, Jonathan Bramson, David Stojdl, Yonghong Wan, Brian Lichty. (2011). Maraba virus: a new
vector for oncolytic viro-immunotherapy.14th Annual Meeting of the Translational Research Cancer Centers
Consortium, Seven Springs, United States
Main Audience: Researcher
Invited?: No, Keynote?: No


144. (2011). Oncolytic Vaccines: the Billion Dollar Idea. Seminar Series, Ottawa Hospital Research Institute,
Ottawa, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


145. (2011). A Histone Deacetylase Inhibitor Dramatically Improves the Therapeutic Index of an Oncolytic
Vaccine by Augmenting Anti-Tumour Activity While Inhibiting Autoimmune Sequella. Talk given in the
concurrent symposium "Personalized Medicine: From Discovery and Validation to Implementation", 1st
Annual Canadian Cancer Research Conference., Toronto, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


146. (2011). Rapid and Massive Boosting of Tumour-Specific T Cells by Targeting Antigen Presentation to
Follicular B Cells. Concurrent session, 14th Annual Meeting of the Translational Research Cancer Centers
Consortium., Seven Springs, United States
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


147. (2011). Immunoediting and Immunotherapy of Cancers. Seminar presentation in the Cancer Biology
rounds, Clinical Oncology Group, University of Guelph, Guelph, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


148. (2010). Antigen Presentation by B Cells Maximizes Secondary T Cell Number and Quality: Implications for
Booster Vaccines. 1st Annual McMaster University Faculty of Health Sciences Post-Doctoral Research Day
(received award for best presentation), Hamilton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


149. Poster presented by Liang Zhang. Co-authors: Byram Bridle, Jonathan Pol, Allison Rosen, Jonathan
Bramson, Brian Lichty, Yonghong Wan. (2010). Virus infected B cells are potent antigen presenting
cells.3rd Annual Cancer Immune Therapy Symposium, Niagara Falls, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


150. Poster presented by Stephen Hanson. Co-authors: Byram Bridle and Brian Lichty. (2010). The placenta
specific gene Plac1 is a potential target for therapeutic cancer vaccines.Ontario Institute for Cancer
Research Annual Meeting, Alliston, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No







Dr. Byram Bridle


75


151. Additional co-chair: Tommy Alain, McGill University. (2010). Improving the Therapeutic Index of Cancer
Immunotherapy With A Histone Deacetylase Inhibitor Also, was the session co-chair, leading a discussion
on the viro- vs. immune-centric approach to oncolytic virotherapy.Ontario Regional Biotherapeutics
Program, 2nd Annual Scientific Retreat, Haliburton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


152. (2010). Fine-Tuning Oncolytic Immunovirotherapy With A Histone Deacetylase Inhibitor. Meeting of the
Canadian Oncolytic Virus Consortium, Montreal, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


153. Oral presentation by Brian Lichty. Co-authors: Byram Bridle, K. Stephenson, J. Boudreau, S. Koshy,
N. Kazdhan, E. Pullenayegum, J. Brunellière, J. Bramson and Y. Wan. (2010). Potentiating cancer
immunotherapy using an oncolytic virus.4th European Congress of Virology, Cernobbio, Italy
Main Audience: Researcher
Invited?: Yes, Keynote?: No


154. Poster presented by Jonathan Pol. Co-authors: Byram Bridle, Natasha Kazdhan, Jonathan Bramson, David
Stojdl, Yonghong Wan, Brian Lichty. (2010). Maraba virus: a new oncolytic vaccine vector.Ontario Institute
for Cancer Research Annual Meeting, Alliston, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


155. (2010). Antigen Presentation by B Cells Maximizes Secondary T Cell Number and Quality: Implications for
Booster Vaccines. 1st session, 3rd Annual Meeting of the Canadian Cancer Immunotherapy Consortium,
Niagara Falls, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


156. (2010). Fine-Tuning Oncolytic Immunovirotherapy with a Histone Deacetylase Inhibitor. Concurrent
session, Annual Meeting, Ontario Institute for Cancer Research, Alliston, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: Yes


157. Poster presented by Liang Zhang. Co-authors: Byram Bridle, Jonathan Pol, Allison Rosen, Jonathan
Bramson, Brian Lichty, Yonghong Wan. (2010). Virus infected B cells are potent antigen presenting
cells.23rd Annual Meeting of the Canadian Society for Immunology, Niagara Falls, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


158. (2009). Treating Brain Cancer with Immunotherapy and Oncolytic Viruses. Research Seminar Series,
Central Animal Facility, McMaster University, Hamilton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


159. Poster Presentation by B. Bridle Co-authors: Kyle Stephenson, Jeanette Boudreau, Sandeep Koshy,
Natasha Kazdhan, Jonathan Bramson, Brian Lichty and Yonghong Wan. (2009). Potentiating cancer
immunotherapy using an oncolytic virus.McMaster Industry Liaison Office Innovation Showcase, Hamilton,
Canada
Main Audience: Knowledge User
Invited?: Yes, Keynote?: No


160. Jean-Simon Diallo, Ottawa Hospital Research Institute. (2009). Session Co-Chair; Led a discussion
on: Combination Cancer Treatment Strategies. Ontario Regional Biotherapeutics Program, 1st Annual
Scientific Retreat, Haliburton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No
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161. Poster presentation. Co-presenters: Kyle Stephenson, Jeanette Boudreau, Sandeep Koshy, Natasha
Kazdhan, Jerome Brunellière, Jonathan Bramson, Brian Lichty B and Yonghong Wan. (2009). Embracing
anti-viral immunity to make an oncolytic vector more effective.The 5th International Meeting on Replicating
Oncolytic Virus Therapeutics, Banff, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


162. Poster Presentation by B. Bridle Co-authors: Ruby Chang, Brian Lichty, Shucui Jiang, jonathan Bramson
and Yonghong Wan. (2009). Immunotherapy can reject intracranial tumour cells without overt damage to
the brain despite sharing the target antigen.Ontario Institute for Cancer Research Annual Meeting, Alliston,
Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


163. Poster presentation given by Jeanette Boudrea. Co-authors: Kyle Stephenson, Patrick Palidino, Byram
Bridle, Brian Lichty, Jonathan Bramson and Yonghong Wan. (2009). Activation of natural killer cells by
dendritic cell vaccines is strongly influenced by maturation protocol and plays a key role in determining
cancer therapeutic efficacy.Ontario Institute for Cancer Research Annual Meeting, Alliston, Canada
Main Audience: Researcher
Invited?: No, Keynote?: No


164. Oral presentation given by Brian Lichty. Co-authors: Byram Bridle, Kyle Stephenson, Jeanette Boudreau,
Sandeep Koshy, Natasha Kazdhan, Jerome Brunellière, Jonathan Bramson and Yonghong Wan. (2009).
Vaccinating against an oncolytic virus can enhance therapy.Plenary Session, The 5th International Meeting
on Replicating Oncolytic Virus Therapeutics, Banff, AB, 2009, Banff, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No


165. (2008). Combining Cancer Vaccination with Viral Oncolysis to Maximize Tumour Destruction. Ottawa
Hospital Research Institute Seminar Series, Ottawa, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


166. (2008). Combining Immunological and Oncolytic Virotherapy to Treat Brain Cancer. Infection and Immunity
Seminar Series, McMaster University, Hamilton, Canada
Main Audience: Researcher
Invited?: Yes, Keynote?: No, Competitive?: No


Broadcast Interviews


2021/04/07 Decisions Made by the National Advisory Committee on Immunization Re: COVID-19
Vaccines, Interviewed by host Alex Pierson for the ON Point radio show, AM640 Toronto


2021/04/01 Transmission of SARS-CoV-2 Via Aerosols, Interviewed by host Arlene Bynaon for the ON
Point radio show, AM640 Toronto


2021/03/25 COVID-19 Vaccine Hesitancy, Interviewed by host Alex Pierson for the ON Point radio
show, AM640 Toronto


2021/03/23 Risk of Damage to Children's Immune Systems Due to Prolonged COVID-19 Policy-
Mandated Isolation, Interviewed by host Alex Pierson for the ON Point radio show, AM640
Toronto


2021/03/16 Risk of Damage to Children's Immune Systems Due to Prolonged COVID-19 Policy-
Mandated Isolation, Interviewed by host Mike Stubbs for Global News Radio London (980
CFPL).
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2021/03/12 Risk of Damage to Children's Immune Systems Due to Prolonged COVID-19 Policy-
Mandated Isolation, Interviewed by host Shayne Ganam for 770CHQR Global News,
Calgary.


2021/03/12 Risk of Damage to Children's Immune Systems Due to Prolonged COVID-19 Policy-
Mandated Isolation, Interviewed by host Alex South for Sputnik Radio in Edinburgh,
Scotland


2021/03/11 A year of COVID-19 lockdown is putting kids at risk of allergies, asthma and autoimmune
diseases, 570 News Talk Radio (Kitchener, Ontario, Canada) I was interviewed by host
Brian Burke.


2021/03/11 A year of COVID-19 lockdown is putting kids at risk of allergies, asthma and autoimmune
diseases, CTV National News Interviewed by Merella Fernandez for the national news
show.


2021/03/11 A year of COVID-19 lockdown is putting kids at risk of allergies, asthma and autoimmune
diseases, CTV News Kitchener I was interviewed by host Carmen Wong for the local news
show.


2021/03/09 5 factors that could dictate the success or failure of the COVID-19 vaccine rollout, 106.5
ELMNT FM Toronto/95.7 ELMNT FM Ottawa I was interviewed by host David Moses for a
show called "Moment of Truth".


2021/02/22 Byram Bridle, Associate Professor of Viral Immunology at the University of Guelph talks
to Peter about the COVID vaccine, Magic Talk radio program, New Zealand, https://
www.magic.co.nz/home/news/2021/02/byram-bridle--associate-professor-of-viral-
immunology-at-the-uni.html, Peter Williams


2021/02/18 5 factors that could dictate the success or failure of the COVID-19 vaccine rollout, Magic
Talk Radio, Mediaworks, New Zealand I was interviewed live on air by host Peter Williams


2021/02/12 5 factors that could dictate the success or failure of the COVID-19 vaccine rollout, 570
News Talk Radio (Kitchener, Ontario, Canada) Interviewed live on radio by host Mike
Farwell


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Windsor, Ontario I was interviewed on radio.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Peterborough/Kingston/Barrie, Ontario I was interviewed on the
“Ontario Morning” radio show.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, ELMNT FM Radio, 106.5 FM in Toronto and 95.7 FM in Ottawa I was
interviewed on the David Moses talk show.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Toronto, Ontario I was interviewed on radio.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, London, Ontario I was interviewed on radio.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Sudbury, Ontario I was interviewed on radio.


2020/12/14 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Sudbury, Ontario I was interviewed on radio.


2020/12/14 Article title: The mink link: How COVID-19 mutations in animals affect human health and
vaccine effectiveness, CBC Radio, Kitchener, Ontario I was interviewed on radio.
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2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Sudbury, Ontario I was interviewed by host Jonathan Pinto on
the “Up North” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Montreal, Quebec I was interviewed by host Sabrina
Marandola on the “Let’s Go” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Vancouver, British Columbia I was interviewed by host Gloria
Macarenko on the “On the Coast” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, London/Windsor, Ontario I was interviewed by host Chris dela
Torre on the “Afternoon Drive” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Whitehorse, Yukon I was interviewed by host Dave White on
the “Airplay” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, UK Radio, Radio Sputnik, Edinburgh, Scotland I was interviewed by host
Alex South.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Saskatchewan I was interviewed by host Garth Materie on the
“Afternoon Edition” program.


2020/11/25 The mink link: How COVID-19 mutations in animals affect human health and vaccine
effectiveness, CBC Radio, Winnipeg, Manitoba I was interviewed on the “Up to Speed”
program.


2020/10/12 -
2020/10/12


"U of G Covid Vaccine Research", https://www.facebook.com/uofguelph/videos/u-of-g-
covid-vaccine-research/274022033801852/, Facebook video


2020/10/10 -
2020/10/10


"Training our immune systems: Why we should insist on a high-quality COVID-19
vaccine", Interviewed live on-air (two time slots) for 'Weekend Mornings on CKNW" by
host Stirling Faux, CKNW Radio, Vancouver, BC


2020/10/08 -
2020/10/08


"Training our immune systems: Why we should insist on a high-quality COVID-19
vaccine", Interviewed live on-air by host Brian Bourke, 570 News Talk Radio (Kitchener,
Ontario, Canada)


2020/08/16 -
2020/08/16


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed by Miriam Harris for a radio show, Newshub in Auckland, New Zealand


2020/08/16 -
2020/08/16


"COVID-19 Vaccines:<?>Facts to Inform Policies", https://www.youtube.com/watch?
v=HndetYzK8gU, New Zealand's COVID-19 Science and Policy Symposium


2020/08/05 -
2020/08/05


"Why vaccines are less effective in the elderly, and what it means for COVID-19",
Interviewed live on-air on the Mike Farwell show, 570 News Talk Radio (Kitchener,
Ontario, Canada)


2020/07/29 -
2020/07/29


"Why vaccines are less effective in the elderly, and what it means for COVID-19",
Interviewed live on-air by host Scott Radley, 900 CHML (radio station in Hamilton, Ontario,
Canada)


2020/07/27 -
2020/07/27


"Why vaccines are less effective in the elderly, and what it means for COVID-19",
Interviewed live on air by host Jill Bennett, NewsTalk 980 CKNW, Vancouver (radio)
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2020/07/13 -
2020/07/13


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed by host David Moses for a second, follow-up talk show, ELMNT FM Radio;
106.5 FM in Toronto and 95.7 FM in Ottawa


2020/07/07 -
2020/07/07


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed by host David Moses for a talk show, ELMNT FM Radio; 106.5 FM in Toronto
and 95.7 FM in Ottawa


2020/07/01 -
2020/07/01


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed for television by host Neetu Garcha (https://globalnews.ca/video/7128780/
when-will-a-covid-19-vaccine-be-ready), Global BC's Morning News


2020/07/01 -
2020/07/01


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at
risk", Interviewed live on-air by host Mike Stubbs, Global News Radio 980 CFPL (London,
Ontario, Canada)


2020/06/22 -
2020/06/22


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed live on-air by host Devon Peacock, Global News Radio 980 CFPL (London,
Ontario, Canada)


2020/06/21 -
2020/06/21


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at
risk", Interviewed by Mercedes Stephenson (https://globalnews.ca/video/7088465/short-
timelines-for-coronavirus-vaccine-are-giving-people-false-hope-bridle), The West Block
(Global National News)


2020/06/18 -
2020/06/18


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Live on-air interview with host Kristy Cameron, CFRA 580 News Talk Radio (Ottawa,
Ontario, Canada)


2020/06/18 -
2020/06/18


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Live on-air interview with hosts Sue Deyell And Andrew Schultz, Global News Radio 770
CHQR (Calgary, Alberta, Canada)


2020/06/17 -
2020/06/17


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Global News Radio 900 CHML (Hamilton, Ontario, Canada), Live on-air interview with
host Scott Thompson


2020/06/17 -
2020/06/17


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Live on-air interview with hosts Chelsea Bird and Shaye Ganam, Global News Radio 630
CHED (Edmonton, Alberta, Canada)


2020/06/15 -
2020/06/15


"Fast COVID-19 vaccine timelines are unrealistic and put the integrity of scientists at risk",
Interviewed live on-air for the Jill Bennett Show by guest host Stirling Faux, Global News
Radio 980 CKNW (Vancouver, British Columbia, Canada)


2020/05/28 -
2020/05/28


"Can antibody tests tell us who is immune to COVID-19?", Interviewed live on-radio by
hosts Sue Deyell and Andrew Schultz., Global News Radio 770 CHQR (Calgary, Alberta,
Canada)


2019/09/20 -
2019/09/20


"Biotherapies for the Treatment of Bone Cancers", Video made for students prior to their
participation in the Terry Fox Run., Country Day School, King City, Ontario


2016/07/15 -
2016/07/15


"Ontario Vet College cancer treatment breakthrough spurs human clinical trials", Radio
One, Live on-air 7-minute radio interview


2016/07/14 -
2016/07/14


"Cancer breakthrough out of the OVC", CTV News (video) http://guelph.ctvnews.ca/
cancer-breakthrough-out-of-the-ovc-1.2987216, CTV


2016/05/10 -
2016/05/10


"Dogs with cancer could lead researchers to treatments for humans", Toronto Star (video)
https://www.thestar.com/news/2016/05/10/dogs-with-cancer-could-lead-researchers-to-
treatments-for-humans.html, Toronto Star
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2015/08/29 -
2015/08/29


"Canine osteosarcoma biotherapy trial", CTV Kitchener News (video) http://
kitchener.ctvnews.ca/video?clipId=692297, CTV Kitchener


2015/08/19 -
2015/08/19


"Dog Cancer Research", CHCH Hamilton News (video) http://www.chch.com/dog-cancer-
research/, CHCH Hamilton


Text Interviews


2021/03/30 'It is essentially akin to solitary confinement': UofG viral immunologist frustrated by child
COVID-19 quarantine messaging, Jessica Lovell, Guelph Mercury
Description / Contribution Value: https://www.guelphmercury.com/news-story/10360821--
it-is-essentially-akin-to-solitary-confinement-uofg-viral-immunologist-frustrated-by-child-
covid-19-quarantine-messaging/


2021/03/24 U of G scientists concerned about extended interval between COVID-19 vaccine doses,
Joanne Shuttleworth, The Wellington Advertiser
Description / Contribution Value: https://www.wellingtonadvertiser.com/u-of-g-scientists-
concerned-about-extended-interval-between-covid-19-vaccine-doses/


2021/03/22 Viral immunologist speaks out against 'abusive' child-quarantine policies, Anthony Furey,
Toronto Sun
Description / Contribution Value: https://torontosun.com/news/provincial/viral-
immunologist-speaks-out-against-abusive-child-quarantine-policies


2021/03/17 COVID-19: Isolation increases risk of immunological disorders, immunologist says, Luke
Schulz, Guelph Today
Description / Contribution Value: https://www.guelphtoday.com/around-ontario/covid-19-
isolation-increases-risk-of-immunological-disorders-immunologist-says-3546013


2021/03/11 Lockdown measures could impact children's immune systems, Carmen Wong, CTV News
Kitchener
Description / Contribution Value: https://kitchener.ctvnews.ca/lockdown-measures-could-
impact-children-s-immune-systems-1.5344205


2021/03/10 A year of COVID-19 lockdown is putting kids at risk of allergies, asthma and autoimmune
diseases, National Post
Description / Contribution Value: https://nationalpost.com/pmn/news-pmn/a-year-of-
covid-19-lockdown-is-putting-kids-at-risk-of-allergies-asthma-and-autoimmune-diseases


2020/12/15 Lack of reviews of COVID vaccine raises concern with U of G expert, Anam Khan, Guelph
Today
Description / Contribution Value: https://www.guelphtoday.com/coronavirus-covid-19-local-
news/lack-of-reviews-of-covid-vaccine-raises-concern-with-u-of-g-expert-3184264


2020/12/05 How COVID-19 mutations in animals affect human health and vaccine effectiveness,
Halifax Today
Description / Contribution Value: https://www.halifaxtoday.ca/coronavirus-covid-19-
local-news/how-covid-19-mutations-in-animals-affect-human-health-and-vaccine-
effectiveness-3154400


2020/08/16 "Covid Shutdowns May Continue Until Vaccine Found", Scoop Independent News (New
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represent a safe and novel therapeutic option for cats. Scientific Reports. 7(1): 15738.
Last Author
Published,
Refereed?: Yes, Open Access?: Yes
Number of Contributors: 9
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McGilvray ID, MORGENSTERN JASON, LUSTY EVAN, Cherepanov V, McBey BA, Leishman D, Feld JJ,
Bridle Byram, Nagy É (Dr. Bridle's HQP in capital letters). (2017). Replication and Oncolytic Activity of an
Avian Orthoreovirus in Human Hepatocellular Carcinoma Cells. Viruses. 9(4): pii: E90.
Co-Author
Published,
Refereed?: Yes, Open Access?: Yes
Number of Contributors: 16


40. MOULD ROBERT C, AUYEUNG AMANDA WK, VAN VLOTEN JACOB P, Susta Leonardo, Mutsaers
Anthony J, Petrik James J, Wood Geoffrey A, Wootton Sarah K, Karimi Khalil, Bridle Byram W (Dr. Bridle's
HQP in capital letters). (2017). Enhancing Immune Responses to Cancer Vaccines Using Multi-Site
Injections. Scientific Reports. 7(1): 8322.
Last Author
Published,
Refereed?: Yes, Open Access?: Yes
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Funding Sources: Terry Fox Research Institute (TFRI) - Project #1041
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Last Author
Published,
Refereed?: Yes, Open Access?: Yes
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Funding Sources: Terry Fox Research Institute (TFRI) - Project #1041
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42. ALLISON KATRINA E, Coomber Brenda L, Bridle Byram W (Dr. Bridle's HQP in capital letters). (2017).
Metabolic Reprogramming in the Tumour Microenvironment: a Hallmark Shared by Cancer Cells and T
Lymphocytes. Immunology. 152(2): 175-184.
Last Author
Published,
Refereed?: Yes, Open Access?: No
Number of Contributors: 3


Funding Sources: Terry Fox Research Institute (TFRI) - Project #1041
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Preclinical Mouse Models of Cancer. Molecular Therapy - Methods & Clinical Development. Oct 16(9):
181-191.
Co-Author
Published,
Refereed?: Yes, Open Access?: Yes
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Lichty BD, Bramson JL, Wan Y. (2016). Privileged Antigen Presentation in Splenic B Cell Follicles
Maximizes T Cell Responses in Prime-Boost Vaccination. Journal of Immunology. 196(11): 4587-95.
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Published,
Refereed?: Yes, Open Access?: Yes
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Stojdl DF, Wan Y, Lichty BD. (2014). Maraba virus as a potent oncolytic vaccine vector. Molecular Therapy.
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Refereed?: Yes, Open Access?: Yes
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Number of Contributors: 12


48. Kim JJ, Bridle BW, Ghia JE, Wang H, Syed SN, Manocha MM, Rengasamy P, Shajib MS, Wan Y, Hedlund
PB, Khan WI. (2013). Targeted inhibition of serotonin type 7 (5-HT7) receptor function modulates immune
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endocrine cDNA microarray.Veterinary immunology and immunopathology Impact factor = 1.877.
101(1-2), , Open Access?: No


Book Chapters


1. Waito M, WALSH SCOTT R, RASIUK ALEXANDRA, Bridle Byram W, Willms A. (Dr. Bridle's HQP in capital
letters). (2016). A Mathematical Model of Cytokine Dynamics During a Cytokine Storm. Bélair J, Frigaard
IA, Kunze H, Makarov R, Melnik R, Spiteri RJ. Mathematical and Computational Approaches in Advancing
Modern Science and Engineering. : pp 331-339.
Co-Author
Published, Springer, Switzerland
Refereed?: Yes


Funding Sources: Natural Sciences and Engineering Research Council of Canada (NSERC) - 436264-2013


Conference Publications


1. Waito M, WALSH SCOTT R, RASIUK ALEXANDRA, Bridle Byram W, Willms AR (Dr. Bridle's HQP in
capitals). (2015). A Mathematical Modelof Cytokine Dynamics During a Cytokine Storm. Proceedings of
the joint international meeting of Applied Mathematics, Modeling and Computational Sc. Joint international
meeting of Applied Mathematics, Modeling and Computational Science and The Canadian Applied and
Industrial Mathematics Society, Waterloo, Canada,
Conference Date: 2015/6
Paper
Co-Author
Submitted
Refereed?: Yes, Invited?: No


Funding Sources: Natural Sciences and Engineering Research Council of Canada (NSERC) - 436264-2013


Intellectual Property


Patents


1. ONCOLYTIC VIRUSES WITH REPLICATIVE ABILITY AT TEMPERATURES HIGHER THAN WILDTYPE
AND USES THEREOF. United States. Provisional Application No. 62/976,616. 2020/02/21.
Patent Status: Pending
Inventors: Byram W. Bridle Jacob P. van Vloten
Describes two novel oncolytic rhabdoviruses with superior oncolytic activity at temperatures above 37oC
as compared to the parental viruses. Also describes a method to generate these types of viruses. This
will enhance efficacy of oncolytic rhabdoviruses in tumours that are at higher temperatures than ambient
tissues and in human patients that develop fevers (a common response to this therapy) and in veterinary
patients whose normal body temperatures are >37oC.
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2. AVIAN ONCOLYTIC VIRUS HAVING MODIFIED SEQUENCES AND USES THEREOF. United States.
2018/12/14.
Patent Status: Pending
Inventors: KOZAK; Robert; (London, CA) ; BRIDLE; Byram; (Guelph, CA) ; NAGY; Eva; (Puslinch, CA) ;
THOMPSON; Bradley; (Calgary, CA)
The present disclosure relates to one or more modified avian-virus based agents, therapies, treatments,
and methods of use of the modified avian-virus based agents and/or therapies and/or treatments for
cancer. The disclosure also provides for methods of generating modified avian-virus based agents. One of
the five claims is particularly notable: "The oncolytic agent of claim 1, where the modified avian virus is one
of an avian pox virus, an avian reovirus, a Newcastle’s disease virus, a duck hepatitis virus, an infectious
bursal disease virus, a chicken parvovirus and a combination thereof."


3. A METHOD OF VACCINATION COMPRISING A HISTONE DEACETYLASE INHIBITOR. Canada.
International Application No.: PCT/CA2012/000212. 2012/09/03.
Patent Status: Pending
A vaccination method is provided. The method comprises administering to a mammal a histone
deacytelase inhibitor in conjunction with a vaccine that expresses an antigen to which the mammal has a
pre-existing immunity.


Funding Sources: Canadian Institutes of Health Research (CIHR) - MOP-67066


4. VACCINATION METHODS. Canada. PCT/CA2010/000379. 2011/09/16.
Patent Status: Pending
In one aspect, a method of treating cancer in a mammal is provided. The method comprises administering
to the mammal an oncolytic vector that expresses a tumour antigen to which the mammal has a pre-
existing immunity. In another aspect, a method of boosting immune response in a mammal having a pre-
existing immunity to an antigen is provided comprising intra-venous administration to the mammal of a B-
cell infecting vector that expresses the antigen.


Funding Sources: Canadian Institutes of Health Research (CIHR) - MOP-67066


Disclosures


1. Heat-Adapted Maraba Virus for Treating Cancers
Disclosed
Filing Date: 2019/08/09
An application was submitted to patent a novel oncolytic virus. There is one other co-inventor (my PhD
student Jacob van Vloten).


2. Quantifying Antigen-Specific T-Cell Responses When Using Antigen-Agnostic Immunotherapies
Disclosed
Filing Date: 2019/07/05
A report of invention for a novel method to quantify T cell responses was submitted to the intellectual
property office at the University of Guelph. There is one other co-inventor (my PhD student Jacob van
Vloten).


3. Quantifying Antibody Responses Induced by Antigen-Agnostic Immunotherapies
Disclosed
Filing Date: 2019/07/05
A report of invention for a novel method to quantify antibody responses was submitted to the intellectual
property office at the University of Guelph. There is one other co-inventor (my PhD student Jacob van
Vloten).



http://patentscope.wipo.int/search/en/detail.jsf?docId=WO2012122629&recNum=288&docAn=CA2012000212&qu
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4. Avian Orthoreovirus Strain PB1: A Novel Oncolytic Virus
Disclosed
Filing Date: 2019/02/05
An application was submitted to patent a novel oncolytic virus. There are two other co-inventors (research
collaborators).


5. Combining Epigenetic Modifiers with Oncolytic Viruses for the Treatment of Leukemias
Disclosed
Filing Date: 2018/03/21
A report of invention was submitted to the University of Guelph's intellectual property office. There are
four other co-inventors (all former students of mine; Megan Strachan-Whaley, Christian Ternamian, Jason
Morgenstern and Evan Lusty).


6. Avian orthoreovirus (ARV) strain PB1: a potential oncolytic, vaccine and adjuvant
Disclosed
Filing Date: 2014/01/31
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Chris Schaefer     Cell: (780) 984 -- 7983 
262, 17008 – 90th Avenue                
Edmonton, Alberta T5T 1L6 
________________________________________________________________ 
 


                                                    
 
 
EMPLOYMENT HISTORY 
Feb 2005 – Present                   Director, SafeCom Training Services Inc. 


Edmonton, Alberta 
 
• CSA Respirator Instructor/Fit Testing Instructor 
• OHS Respirator Instructor/Fit Testing Instructor 
• CSA Respirator Training/Fit Testing Administrator 
• Consultant for Workplace Respirator Requirements 
• Consultant for Protection from Hazardous Atmospheres 
• Respirator Program Designer 
• OHS Air Quality/Gas Monitor Technician 
• Contract Respirator/Fit Testing Instructor for the both the 


Faculties of Medicine and Dentistry – University of Alberta 
• Contract Respirator/Fit Testing Instructor for Alberta Health 


Services 
• Contract Respirator/Fit Testing Instructor for Government 


Workplace Health & Safety Officers in both Alberta and Northwest 
Territories 


 
 
RELEVANT CERTIFICATIONS 


• Spill Containment & Response Instructor 
• HAZMAT Instructor 
• H2S Alive Instructor 
• Confined Space Entry Instructor 
• CSA Respirator Trainer & Fit Testing Instructor 
• Fire Training Instructor 
• Asbestos Abatement Instructor 
• Certified Health & Safety Consultant (CHSC) 
• Provincial Asbestos Inspector 
• Industrial Hygiene 
• Bench Certificate for Scott SCBA 
• Hazardous Materials Operations & Emergency Response 
• Respirator Training/Fit Testing 
• Advanced Confined Entry and Rescue 
• Industrial Firefighting 
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Past Employment History 
, 


Aug 2003 – Jan 2005  Western Canada Manager of Training, Ensign Energy 
                           


• Co-ordinated and facilitated operations and safety training for 
over 300 employees across 6 branch offices. 


• Implemented innovative new training programs for all 
employees that had never been conceived before. 


 
Sep 2002 – Aug 2003 Senior Instructor, Golder Associates 
 


• Facilitated and managed training for over 300 employees and 
clients across Alberta 


 
Aug 2000 – Jul 2002 Field Operations Manager, Scotford Safety 
 


• Managed operations regarding emergency response, 
hazardous materials, training education of both employees 
and clients 


 
Feb 1998 – May 2000 Safety Officer, PCL Construction 
 


• Supported the safe working requirements and behaviors of 
over 400 tradespersons at a time on various projects. 


 
Jul 1994 – Jan 1998 Contract Firefighter/Rescue Technician/Safety  
                                                   Supervisor for a variety of companies including: 
 


• British Petroleum 
• United Safety 
• Standard Safety 
• Safety Boss Canada 


 
Feb 1992 – Jul 1994 Firefighter / Safety Officer, Weyerhauser Canada 
 


• Responsible for responding to site fires and emergencies as 
well as equipment maintenance. 


 
 
 
Associations: Member of the Canadian Society of Safety Engineering 


Member of the Alberta College of Paramedics 
Member of Civil Air Search and Rescue 
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1994 SCC 80
Supreme Court of Canada


R. v. Mohan
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R. v. CHIKMAGLUR MOHAN


Lamer C.J.C., La Forest, L'Heureux-Dubé, Sopinka, Gonthier, Cory, McLachlin, Iacobucci and Major JJ.


Heard: November 9, 1993
Judgment: May 5, 1994


Docket: Doc. 23063


Counsel: Jamie C. Klukach, for the Crown.
Brian H. Greenspan and Sharon E. Lavine, for respondent.
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Evidence
XIII Opinion
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Evidence
XIII Opinion


XIII.2 Experts
XIII.2.b Admissibility


XIII.2.b.iii Miscellaneous
Headnote
Criminal Law --- Evidence — Expert evidence — Purpose of testimony
Evidence --- Opinion evidence — Expert evidence — Admissibility
Evidence — Opinion evidence — Expert witnesses — Expert opinion having to be necessary in sense of providing information
likely to be outside experience and knowledge of judge or jury — Expert evidence advancing novel scientific theory or technique
to be subjected to special scrutiny.
Evidence — Character evidence — Bad character — Evidence of defence psychiatrist that perpetrator of sexual offence would
be of limited and unusual group of individuals in which accused did not belong rightly excluded by trial judge — Person
committing sexual assaults on young women could not be said to belong to group possessing sufficiently distinctive behavioural
characteristics — Expert's group profiles not sufficiently reliable to be considered helpful.
The accused, a practising paediatrician, was charged with four counts of sexual assault on four of his female patients, aged 13
to 16 years old at the relevant time. The alleged sexual assaults were perpetrated during the course of medical examinations.
Counsel for the accused sought to call a psychiatrist who would testify that the perpetrator of the offences alleged to have been
committed would be one of a limited and unusual group of individuals, and that the accused did not fall within that narrow
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class because he did not possess the characteristics belonging to that group. The trial judge held a voir dire and ruled that the
evidence tendered on the voir dire would not be admitted.
The jury found the accused guilty as charged. The Court of Appeal allowed the accused's appeal, quashed the convictions and
ordered a new trial, upon a finding that the rejected evidence was admissible on two bases. On the first basis, given that similar
fact evidence was admitted showing that the acts compared were so unusual and strikingly similar that their similarities could
not be attributed to coincidence, the testimony was admissible to show that the offences alleged were unlikely to have been
committed by the same person. On the second basis, it was admissible to show that the accused was not a member of either of
the unusual groups of aberrant personalities that could have committed the offences alleged. The Crown appealed.
Held:
The appeal was allowed and the convictions were restored.
On the basis of the principles relating to exceptions to the character evidence rule and the principles governing the admissibility
of expert evidence, the limitations on the use of this type of evidence required that the evidence in this case be excluded.
To be admissible, an expert's opinion must be necessary in the sense that it provide information that is likely to be outside the
experience and knowledge of a judge or jury. However, the need for the evidence must be assessed in light of its potential to
distort the fact-finding process. Presented in scientific language that the jury does not easily understand and submitted through
a witness of impressive antecedents, this evidence is apt to be accepted by the jury as being virtually infallible and as having
more weight than it deserves. There is also a concern inherent in the application of this criterion that experts not be permitted
to usurp the functions of the trier of fact. Too liberal an approach could result in a trial becoming nothing more than a contest
of experts with the trier of fact acting as referee in deciding which expert to accept. Expert evidence that advances a novel
scientific theory or technique is subjected to special scrutiny to determine whether it meets a basic threshold of reliability and
whether it is essential in the sense that the trier of fact will be unable to come to a satisfactory conclusion without the assistance
of the expert. The closer the evidence approaches an opinion on an ultimate issue, the stricter the application of this principle.
The Crown cannot lead expert evidence in the first instance unless it is relevant to an issue and is not being used merely as
evidence of disposition. In order to be relevant on the issue of identity, the evidence must tend to show that the accused shared
a distinctive and unusual behavioural trait with the perpetrator of the crime. The trait must be sufficiently distinctive that it
operates virtually as a badge or mark identifying the perpetrator. When, however, the evidence is tendered by the accused, other
considerations apply. The accused is permitted to adduce evidence as to disposition both in his or her own evidence or by calling
witnesses. The general rule is that evidence as to character is limited to evidence of the accused's reputation in the community
with respect to the relevant trait or traits. The accused in his or her own testimony, however, may rely on specific acts of good
conduct. Evidence of an expert witness that the accused, by reason of his or her mental make-up or condition of the mind, would
be incapable of committing or disposed to commit the crime does not fit either of these categories.
A further exception, however, has developed that is limited in scope. An expert's opinion may be admitted as evidence, if the
trial judge is satisfied that either the perpetrator of the crime or the accused has distinctive behavioural characteristics such
that a comparison of one with the other will be of material assistance in determining innocence or guilt. The trial judge should
consider the opinion of the expert and whether the expert is merely expressing a personal opinion or whether the behavioural
profile that the expert is putting forward is in common use as a reliable indicator of membership in a distinctive group. Where the
scientific community has developed a standard profile for the offender who commits this type of crime, the criteria of relevance
and necessity will be satisfied. Not only will the expert evidence tend to prove a fact in issue, but it will also provide the trier
of fact with assistance that is needed. Such evidence will have passed the threshold test of reliability that will generally ensure
that the trier of fact does not give it more weight than it deserves.
The findings of the trial judge in this case were that a person who committed sexual assaults on young women could not be
said to belong to a group possessing behavioural characteristics that are sufficiently distinctive to be of assistance in identifying
the perpetrator of the offences charged. Moreover, the fact that the alleged perpetrator was a physician did not advance the
matter because there is no acceptable body of evidence that doctors who commit sexual assaults fall into a distinctive class
with identifiable characteristics. There was no material in the record to support a finding that the profile of a paedophile or
psychopath has been standardized to the extent that it could be said that it matched the supposed profile of the offender depicted
in the charges. The expert's group profiles were not seen as sufficiently reliable to be considered helpful. In the absence of these
indicia of reliability, the evidence would not be necessary to clarify a matter otherwise inaccessible, nor would any value it may
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have had be outweighed by its potential for misleading or diverting the jury. Given these findings and applying the principles
referred, the trial judge had rightly decided as a matter of law that the evidence was inadmissible.
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The judgment of the court was delivered by Sopinka J.:


1      In this appeal we are required to determine under what circumstances expert evidence is admissible to show that character
traits of an accused person do not fit the psychological profile of the putative perpetrator of the offences charged. Resolution
of this issue involves an examination of the rules relating to expert and character evidence.


I. Facts


A. The Events


2      The respondent, a practising paediatrician in North Bay, was charged with four counts of sexual assault on four of his
female patients, aged thirteen to sixteen at the relevant time. The alleged sexual assaults were perpetrated during the course of
medical examinations of the patients conducted in the respondent's office. The complainants had been referred to the respondent
for conditions which were, in part, psychosomatic in nature.


3      Evidence relating to each complaint was admitted as similar fact evidence with respect to the others. The complainants
did not know one another. Three of them came forth independently. Following a mistrial, which was publicized, the fourth
victim came forward, having heard about the other charges. Three of the four complainants had been victims of prior sexual
abuse. With respect to two of them, the respondent knew about their sexual abuse at the hands of others. The alleged assaults
consisted of fondling of the girls' breasts and digital penetration and stimulation of their vaginal areas, accompanied by intrusive
questioning of them as to their sexual activities. All of the complainants testified that the respondent did not wear gloves while
examining them internally. The respondent, who testified in his own defence, denied the complainants' evidence.


4      At the conclusion of the respondent's examination in chief, counsel for the respondent indicated that he intended to call
a psychiatrist who would testify that the perpetrator of the offences alleged to have been committed would be part of a limited
and unusual group of individuals and that the respondent did not fall within that narrow class because he did not possess the
characteristics belonging to that group. The Crown sought a ruling on the admissibility of that evidence. The trial judge held a
voir dire and ruled that the evidence tendered on the voir dire would not be admitted.


5      The jury found the respondent guilty as charged on November 16, 1990. He was sentenced to nine months' imprisonment
on each of the four counts, to be served concurrently, and to two years' probation. The respondent appealed his convictions and
the Crown appealed the sentence. The Court of Appeal allowed the respondent's appeal, quashed the convictions and ordered
a new trial. Accordingly, the Court of Appeal found it was not necessary to deal with the Crown's sentence appeal and refused
the Crown leave to appeal.


6      The appellant sought leave to appeal to this court against the decision of the Ontario Court of Appeal pursuant to s. 693 of
the Criminal Code, R.S.C. 1985, c. C-46. On December 10, 1992 leave to appeal was granted by this court.


B. The Excluded Evidence


7      In the voir dire, Dr. Hill, the expert, began his testimony by explaining that there are three general personality groups that
have unusual personality traits in terms of their psychosexual profile perspective. The first group encompasses the psychosexual
who suffers from major mental illnesses (e.g. schizophrenia) and engages in inappropriate sexual behaviour occasionally. The
second and largest group contains the sexual deviation types. This group of individuals shows distinct abnormalities in terms of
the choice of individuals with whom they report sexual excitement and with whom they would like to engage in some type of
sexual activity. The third group is that of the sexual psychopaths. These individuals have a callous disregard for people around
them, including a disregard for the consequences of their sexual behaviour towards other individuals. Another group would
include paedophiles who gain sexual excitement from young adolescents, probably pubertal or post-pubertal.


8      Dr. Hill identified paedophiles and sexual psychopaths as examples of members of unusual and limited classes of
persons. In response to questions hypothetically encompassing the allegations of the four complainants, the expert stated that the
psychological profile of the perpetrator of the first three complaints would likely be that of a paedophile, while the profile of the
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perpetrator of the fourth complaint would likely be that of a sexual psychopath. Dr. Hill also testified that, if but one perpetrator
was involved in all four complaints described in the hypothetical questions, he would uniquely categorize that perpetrator as a
sexual psychopath. He added that such a person would belong to a very small, behaviourally distinct category of persons. Dr.
Hill was asked whether a physician who acted in the manner described in the hypothetical questions would be a member of
a distinct group of aberrant persons. His answer was that such behaviours could only flow from a significant abnormality of
character and would be part of an unusual and limited class. In cross-examination, Dr. Hill said: "You bring an extra abnormal,
extra component for the abnormality when you talk about a physician in his or her office." According to Dr. Hill, physicians
who were also sexual offenders would be a small group because not only would they be breaking the usual norms of society,
but they would also be breaking out against the norms of the medical profession which are very strict given the intimate contact
necessary to treat patients. It was contemplated that Dr. Hill would go on to testify "to the effect that Doctor Mohan does not
have the characteristics attributable to any of the three groups in which most sex offenders fall."


II. Judgments Below


A. Ontario Court of Justice (Ruling on Voir Dire) (Bernstein J.)


9      In ruling on the admissibility of Dr. Hill's evidence, the trial judge stated the issues as follows:


One: Did the offences alleged to have been committed by the accused have unusual features which would indicate that
anyone who committed them was a member of a limited and distinguishable group?


Two: Did the psychiatrist have the necessary qualifications and ex pertise to venture an opinion on the first issue so as
to be helpful to the jury?


10      The trial judge noted that Dr. Hill had personally interviewed and treated three doctors who engaged in criminal
sexual misconduct with their patients. He also noted that Dr. Hill admitted that he was not aware of any scientific study or
literature related to the psychiatric make-up of doctors who sexually abuse their patients and that his experience with three
admitted offenders who were doctors was not a sufficient basis to allow him to make any generalizations on the subject. Dr. Hill
acknowledged that he, as a psychiatrist, is unable to diagnose individuals as having the distinct characteristics of a paedophile
or of a homosexual until the patient has performed an overt act which suggests the existence of the characteristic.


11      The trial judge reviewed the case law in which the use of such psychiatric evidence had been discussed (i.e., R. v. Lupien,
[1970] S.C.R. 263; R. v. Robertson (1975), 21 C.C.C. (2d) 385 [29 C.R.N.S. 141] (Ont. C.A.); R. v. McMillan (1975), 23 C.C.C.
(2d) 160 [29 C.R.N.S. 191] (Ont. C.A.); R. v. Lavallee, [1990] 1 S.C.R. 852; R. v. French (1977), 37 C.C.C. (2d) 201 (Ont.
C.A.); R. v. T. (S.) (1986), 31 C.C.C. (3d) 1 [55 C.R. (3d) 321] (Ont. C.A.)). From these cases, the trial judge concluded that the
use of psychiatric evidence has been greatly expanded since Lupien. He cited the following words of Martin J.A. in Robertson
(at p. 423 [C.C.C., p. 183 C.R.N.S.]):


Evidence that the offence had distinctive features which identified the perpetrator as a person possessing unusual
personality traits constituting him a member of an unusual and limited class of persons would render admissible evidence
that the accused did not possess the personality characteristics of the class of persons to which the perpetrator of the crime
belonged.


The trial judge also relied on the following passage of McMillan (at p. 175 [C.C.C., p. 207 C.R.N.S.]):


I leave open, until the question is required to be decided, whether when the crime is one assumed to be committed by
normal persons, e.g., rape, psychiatric evidence is admissible to show that the accused is a member of an abnormal group,
possessing characteristics which make it improbable that he committed the offence, e.g., that he is a homosexual with an
aversion to heterosexual relations. I am disposed, however, to think that such evidence is admissible.


After relying on McMillan, the trial judge held:
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Doctor Hill is of the opinion that sexual assault is a crime committed by a distinguishable group. As I read the cases, I
came to the conclusion that it is the size and the degree of distinctiveness of the "unusual and limited class of persons"
which determines whether expert opinion will be helpful in defining the class and categorizing accused persons within or
without the group. These days it is trite to say that a large number of men from all walks of life commit sexual offences on
young women. While all may have some type of character disorder, I doubt that expert evidence regarding the normality
of any given accused would be of assistance to a trier of fact absent some more distinguishing within the wide spectrum
of sexual assault.


The evidence of Doctor Hill is not sufficient, I believe, to establish that doctors who commit sexual assaults on patients
are in a significantly more limited group in psychiatric terms than are other members of society. There is no scientific data
available to warrant that conclusion. A sample of three offenders is not a sufficient basis for such a conclusion. Even the
allegations of the fourth complainant ... are not so unusual, as sex offenders go, to warrant a conclusion that the perpetrator
must have belonged to a sufficiently narrow class.


I conclude that if the evidence was received as proposed, it would merely be character evidence of a type that is inadmissible
as going beyond evidence of general reputation, and does not fall within the proper sphere of expert evidence.


B. Ontario Court of Appeal (1992), 8 O.R. (3d) 173


12      It was apparent for Finlayson J.A., who wrote the court's judgment, that the trial judge's conclusions were based on a
misapprehension of the evidence of Dr. Hill. Finlayson J.A. stated that Dr. Hill did not base his opinion on case studies of the
three physicians he had as patients who were accused of sexual crimes. Rather, Finlayson J.A. was of the view at p. 177 that,
in concluding that the perpetrators in the hypothetical examples would fall into an unusual and limited class of persons, and
that, if the perpetrator were a physician, the class into which he would fall would be even narrower, Dr. Hill based his opinion
on all of his experience:


With respect, I think the learned trial judge was in error, in that he ruled on the sufficiency of the evidence of Dr. Hill,
not its admissibility. It was up to the jury to consider what weight should be given to the expert opinion. Crown counsel
suggested on appeal that the trial judge was ruling on the qualifications of the expert witness to give the opinion that he
did. I do not think that is a correct interpretation of the trial judge's reasons. Dr. Hill's qualifications are outstanding and no
attempt was made at trial to challenge them. I think the trial judge was saying that Dr. Hill's personal experience in dealing
with sex-offending physicians and the lack of scientific literature specific to such physicians did not justify Dr. Hill giving
the opinion that he did. In my opinion, in restricting his interpretation of Dr. Hill's testimony to "doctors who commit
sexual assaults on patients", the trial judge misapprehended the opinion of Dr. Hill and the broad psychiatric experience
upon which it was based.


13      Finlayson J.A. went on to say that the evidence of Dr. Hill was admissible on two bases. On the first basis, given that
similar fact evidence was admitted showing that the acts compared are so unusual and strikingly similar that their similarities
cannot be attributed to coincidence, Dr. Hill's testimony was admissible to show that the offences alleged were unlikely to have
been committed by the same person (R. v. C. (M.H.), [1991] 1 S.C.R. 763).


14      On the second basis, it was admissible to show that the respondent was not a member of either of the unusual groups
of aberrant personalities which could have committed the offences alleged. Referring to R. v. Lupien, supra, at pp. 275-78, R.
v. Robertson, supra, at p. 425 [C.C.C., pp. 184-85 C.R.N.S.], and R. v. McMillan, supra, Finlayson J.A. held that it is settled
law that opinion evidence showing that the accused did or did not possess the distinguishing characteristics of an abnormal
group is admissible in a criminal case, where it would appear that the perpetrator of the crime alleged is a person with an
abnormal propensity or disposition which stamps him or her as being a member of that special and extraordinary class (or
group). In this case, the psychiatrist showed that paedophiles and sexual psychopaths are members of special and extraordinary
classes. Considering also the issues put to the jury in the case at bar (complex psychological issues, testimonial trustworthiness),
Finlayson J.A. held that evidence of persons with professional psychiatric experience in dealing with sexual offences would
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be of assistance (based on: R. v. Lyons, (sub nom. R. v. L. (T.P.)) [1987] 2 S.C.R. 309; R. v. Abbey, [1982] 2 S.C.R. 24; R. v.
Lavallee, supra; R. v. B.(G.), [1990] 2 S.C.R. 30).


15      The court allowed the respondent's appeal, quashed the convictions and ordered a new trial. Accordingly, the Court of
Appeal refused leave to the Crown's sentence appeal.


III. Analysis


16      The admissibility of the rejected evidence was analyzed in argument under two exclusionary rules of evidence: (1) expert
opinion evidence, and (2) character evidence. I have concluded that, on the basis of the principles relating to exceptions to the
character evidence rule and under the principles governing the admissibility of expert evidence, the limitations on the use of
this type of evidence require that the evidence in this case be excluded.


(1) Expert Opinion Evidence


17      Admission of expert evidence depends on the application of the following criteria:


18      (a) relevance;


19      (b) necessity in assisting the trier of fact;


20      (c) the absence of any exclusionary rule;


21      (d) a properly qualified expert.


(a) Relevance


22      Relevance is a threshold requirement for the admission of expert evidence as with all other evidence. Relevance is a
matter to be decided by a judge as question of law. Although prima facie admissible if so related to a fact in issue that it tends
to establish it, that does not end the inquiry. This merely determines the logical relevance of the evidence. Other considerations
enter into the decision as to admissibility. This further inquiry may be described as a cost-benefit analysis, that is "whether
its value is worth what it costs." See McCormick on Evidence (3rd ed. 1984), at p. 544. Cost in this context is not used in its
traditional economic sense but rather in terms of its impact on the trial process. Evidence that is otherwise logically relevant
may be excluded on this basis, if its probative value is overborne by its prejudicial effect, if it involves an inordinate amount of
time which is not commensurate with its value or if it is misleading in the sense that its effect on the trier of fact, particularly a
jury, is out of proportion to its reliability. While frequently considered as an aspect of legal relevance, the exclusion of logically
relevant evidence on these grounds is more properly regarded as a general exclusionary rule (see R. v. Morris, [1983] 2 S.C.R.
190). Whether it is treated as an aspect of relevance or an exclusionary rule, the effect is the same. The reliability versus effect
factor has special significance in assessing the admissibility of expert evidence.


23      There is a danger that expert evidence will be misused and will distort the fact-finding process. Dressed up in scientific
language which the jury does not easily understand and submitted through a witness of impressive antecedents, this evidence is
apt to be accepted by the jury as being virtually infallible and as having more weight than it deserves. As La Forest J. stated in
R. c. Béland, [1987] 2 S.C.R. 398, at p. 434, with respect to the evidence of the results of a polygraph tendered by the accused,
such evidence should not be admitted by reason of "human fallibility in assessing the proper weight to be given to evidence
cloaked under the mystique of science". The application of this principle can be seen in cases such as R. v. Melaragni (1992),
73 C.C.C. (3d) 348 (Ont. Gen. Div.), in which Moldaver J. applied a threshold test of reliability to what he described, at p. 353,
as "a new scientific technique or body of scientific knowledge". Moldaver J. also mentioned two other factors, inter alia, which
should be considered in such circumstances (at p. 353):


(1) Is the evidence likely to assist the jury in its fact-finding mission, or is it likely to confuse and confound the jury?
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(2) Is the jury likely to be overwhelmed by the "mystic infallibility" of the evidence, or will the jury be able to keep an
open mind and objectively assess the worth of the evidence?


24      A similar approach was adopted in R. v. Bourguignon, [1991] O.J. No. 2670 (Q.L.), where, in ruling upon a voir dire
concerning the admissibility of DNA evidence, Flanigan J. admitted most of the evidence but excluded statistical evidence
about the probability of a match between the DNA contained in samples taken from the accused and those taken from the scene
of a crime. The learned judge explained:


This Court does not think that the criminal jurisdiction of Canada is yet ready to put such an additional pressure on a jury,
by making them overcome such fantastic odds and asking them to weigh it as just one piece of evidence to be considered
in the overall picture of all the evidence presented. There is a real danger that the jury will use the evidence as a measure
of the probability of the accused's guilt or innocence and thereby undermine the presumption of innocence and erode the
value served by the reasonable doubt standard. As said in the Schwartz case: "dehumanize our justice system".


I would therefore, rule admissible the DNA testing evidence but not the statistic probabilities. This restriction can be easily
overcome by evidence that "such matches are rare" or "extremely rare" or words to the same effect, which will put the jury
in a better position to assess such evidence and protect the right of the accused to a fair trial.


It should be noted that, subsequently, other courts have rejected the distinction drawn by Flanigan J. and have admitted both
DNA evidence and the evidence regarding statistical probabilities of a match. (See, e.g., R. v. Lafferty, [1993] N.W.T.J. No. 17
(Q.L.) [reported at [1993] 4 W.W.R. 74]). I rely on R. v. Bourguignon, supra, simply to illustrate the mode of approach adopted
there and leave the specific issue decided by Flanigan J. to be considered when it arises.


(b) Necessity in Assisting the Trier of Fact


25      In R. v. Abbey, supra, Dickson J., as he then was, stated, at p. 42:


With respect to matters calling for special knowledge, an expert in the field may draw inferences and state his opinion.
An expert's function is precisely this: to provide the judge and jury with a ready-made inference which the judge and jury,
due to the technical nature of the facts, are unable to formulate. "An expert's opinion is admissible to furnish the Court
with scientific information which is likely to be outside the experience and knowledge of a judge or jury. If on the proven
facts a judge or jury can form their own conclusions without help, then the opinion of the expert is unnecessary" (Turner
(1974), 60 Crim. App. R. 80, at p. 83, per Lawton L.J.).


26      This precondition is often expressed in terms as to whether the evidence would be helpful to the trier of fact. The word
"helpful" is not quite appropriate and sets too low a standard. However, I would not judge necessity by too strict a standard. What
is required is that the opinion be necessary in the sense that it provide information "which is likely to be outside the experience
and knowledge of a judge or jury": as quoted by Dickson J. in R. v. Abbey, supra. As stated by Dickson J., the evidence must be
necessary to enable the trier of fact to appreciate the matters in issue due to their technical nature. In Kelliher (Village) v. Smith,
[1931] S.C.R. 672, at p. 684, this court, quoting from Beven on Negligence (4th ed. 1928), p. 141, stated that in order for expert
evidence to be admissible, "[t]he subject-matter of the inquiry must be such that ordinary people are unlikely to form a correct
judgment about it, if unassisted by persons with special knowledge." More recently, in Lavallee, supra, the above passages from
Kelliher and Abbey were applied to admit expert evidence as to the state of mind of a "battered" woman. The judgment stressed
that this was an area that is not understood by the average person.


27      As in the case of relevance, discussed above, the need for the evidence is assessed in light of its potential to distort the
fact-finding process. As stated by Lawton L.J. in R. v. Turner, [1975] Q.B. 834, at p. 841, and approved by Lord Wilberforce
in Director of Public Prosecutions v. Jordan, [1977] A.C. 699 at 708, at p. 718:


An expert's opinion is admissible to furnish the court with scientific information which is likely to be outside the experience
and knowledge of a judge or jury. If on the proven facts a judge or jury can form their own conclusions without help, then
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the opinion of an expert is unnecessary. In such a case if it is given dressed up in scientific jargon it may make judgment
more difficult. The fact that an expert witness has impressive scientific qualifications does not by that fact alone make his
opinion on matters of human nature and behaviour within the limits of normality any more helpful than that of the jurors
themselves; but there is a danger that they may think it does.


The possibility that evidence will overwhelm the jury and distract them from their task can often be offset by proper instructions.


28      There is also a concern inherent in the application of this criterion that experts not be permitted to usurp the functions
of the trier of fact. Too liberal an approach could result in a trial's becoming nothing more than a contest of experts with the
trier of fact acting as referee in deciding which expert to accept.


29      These concerns were the basis of the rule which excluded expert evidence in respect of the ultimate issue. Although the
rule is no longer of general application, the concerns underlying it remain. In light of these concerns, the criteria of relevance and
necessity are applied strictly, on occasion, to exclude expert evidence as to an ultimate issue. Expert evidence as to credibility
or oath-helping has been excluded on this basis. See R. v. Marquard, [1993] 4 S.C.R. 223, per McLachlin J.


(c) The Absence of any Exclusionary Rule


30      Compliance with criteria (a), (b) and (d) will not ensure the admissibility of expert evidence if it falls afoul of an
exclusionary rule of evidence separate and apart from the opinion rule itself. For example, in R. v. Morin, [1988] 2 S.C.R.
345, evidence elicited by the Crown in cross-examination of the psychiatrist called by the accused was inadmissible because
it was not shown to be relevant other than as to the disposition to commit the crime charged. Notwithstanding, therefore, that
the evidence otherwise complied with the criteria for the admission of expert evidence it was excluded by reason of the rule
that prevents the Crown from adducing evidence of the accused's disposition unless the latter has placed his or her character
in issue. The extent of the restriction when such evidence is tendered by the accused lies at the heart of this case and will be
discussed hereunder.


(d) A Properly Qualified Expert


31      Finally the evidence must be given by a witness who is shown to have acquired special or peculiar knowledge through
study or experience in respect of the matters on which he or she undertakes to testify.


32      In summary, therefore, it appears from the foregoing that expert evidence which advances a novel scientific theory or
technique is subjected to special scrutiny to determine whether it meets a basic threshold of reliability and whether it is essential
in the sense that the trier of fact will be unable to come to a satisfactory conclusion without the assistance of the expert. The
closer the evidence approaches an opinion on an ultimate issue, the stricter the application of this principle.


(2) Expert Evidence as to Disposition


33      In order to decide what principles should govern the admissibility of this kind of evidence, it is necessary to consider
the limitations imposed by the rules relating to character evidence, having regard to the restrictions imposed by the criteria in
respect of expert evidence.


34      I have already referred to R. v. Morin, supra, wherein a unanimous court decided that the Crown cannot lead such evidence
in the first instance unless it is relevant to an issue and is not being used merely as evidence of disposition. As I stated, at p. 371:


In my opinion, in order to be relevant on the issue of identity the evidence must tend to show that the accused shared
a distinctive unusual behavioural trait with the perpetrator of the crime. The trait must be sufficiently distinctive that it
operates virtually as a badge or mark identifying the perpetrator. The judgment of Lord Hailsham in Boardman, quoted
above, provides one illustration of the kind of evidence that would be relevant.


. . . . .
Conversely, the fact that the accused is a member of an abnormal group some of the members of which have the unusual
behavioural characteristics shown to have been possessed by the perpetrator is not sufficient. In some cases it may, however,
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be shown that all members of the group have the distinctive unusual characteristics. If a reasonable inference can be drawn
that the accused has those traits then the evidence is relevant subject to the trial judge's obligation to exclude it if its
prejudicial effect outweighs its probative value. The greater the number of persons in society having these tendencies,
the less relevant the evidence on the issue of identity and the more likely that its prejudicial effect predominates over its
probative value.


35      When, however, the evidence is tendered by the accused, other considerations apply. The accused is permitted to adduce
evidence as to disposition both in his or her own evidence or by calling witnesses. The general rule is that evidence as to
character is limited to evidence of the accused's reputation in the community with respect to the relevant trait or traits. The
accused in his or her own testimony, however, may rely on specific acts of good conduct. See R. v. McNamara (No.1) (1981),
56 C.C.C. (2d) 193 (Ont. C.A.), at p. 348; leave to appeal refused, [1981] 1 S.C.R. xi. Evidence of an expert witness that the
accused, by reason of his or her mental make-up or condition of the mind, would be incapable of committing or disposed to
commit the crime does not fit either of these categories. A further exception, however, has developed that is limited in scope.
I propose to examine the extent of this exception.


36      In England, with the exception of non-insane automatism, expert psychiatric and psychological evidence is not admissible
to show the accused's state of mind unless it is contended that the accused is abnormal in the sense of suffering from insanity or
diminished responsibility. In R. v. Chard (1971), 56 Cr. App. R. 268 (C.A.), the trial judge refused to allow medical evidence
that the accused who was not alleged to be suffering from a disease of the mind lacked the necessary mens rea. In the Court of
Appeal, Roskill L.J. stated at p. 271 that it was "not permissible to call a witness, whatever his personal experience, merely to
tell the jury how he thinks an accused man's mind — assuming a normal mind — operated at the time of the alleged crime ..."


37      In Lowery v. R., [1974] A.C. 85 (P.C.), such evidence was admitted when tendered by one co-accused against another. It
was a case involving the sadistic murder of a young girl. Lowery and King were both charged, and it was obvious that one, the
other, or both of them were guilty. In this context, King sought to prove that he feared Lowery and that Lowery dominated him.
The Privy Council held that the trial judge acted properly in allowing King to call a psychiatrist to swear that he was less likely
to have committed the crime than Lowery. That is, character evidence tendered by a psychiatrist was held to be admissible.
Lord Morris of Borth-y-Gest of the Privy Council stated, at p. 103:


Lowery and King were each asserting that the other was the completely dominating person at the time Rosalyn Nolte was
killed: each claimed to have been in fear of the other. In these circumstances it was most relevant for King to be able to
show, if he could, that Lowery had a personality marked by aggressiveness whereas he, King, had a personality which
suggested that he would be led and dominated by someone who was dominant and aggressive ... Not only however was
the evidence which King called relevant to this case: its admissibility was placed beyond doubt by the whole substance
of Lowery's case.


Moreover, in R. v. Turner, supra, the accused unsuccessfully pleaded provocation in answer to a charge of murder of his girlfriend
whom he alleged that he had killed in a fit of rage caused by her sudden confession of infidelity. He appealed on the grounds
that the trial judge had wrongly refused to admit the evidence of a psychiatrist. That psychiatrist was to testify to the effect
that the accused was not mentally ill, that he had a great affection toward the victim and that he deeply regretted his act of
murder. The evidence was rejected on the basis that it was not the proper subject of expert evidence. As for Lowery, it was
confined to its own facts.


38      C. Tapper in Cross on Evidence (7th ed. 1990), at p. 492, reconciled Lowery and Turner using a principled approach:


Juries do not need to be told that normal men are liable to lose control of themselves when their women admit to infidelity,
but they require all the expert assistance they can get to help them determine which of two accused has the more aggressive
personality.


Tapper then proceeded to reconcile the two cases using a more technical approach:
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Another way of reconciling the cases would be to treat the fact that Lowery had put his character in issue as crucial to the
decision of the Privy Council, the psychiatric evidence then being admissible to impugn the credibility of his testimony.
Unfortunately we are left without any guidance on the subject from the Court of Appeal who contented themselves with
saying that Lowery's case was decided on its special facts.


39      With respect to the development of the exception in Canada, R. v. Lupien, supra, is a good starting point. It involved a
respondent who was convicted of attempting to commit an act of gross indecency, and whose defence was that he lacked the
requisite intent to commit the act because he thought his companion was a woman. He sought to prove his "lack of intent" by
tendering psychiatric evidence which showed that he reacted violently against any type of homosexual activity and, therefore,
could not have knowingly engaged in an act of gross indecency. Ritchie J. concluded, at pp. 277-78, that the evidence was
admissible for the following reasons:


I am far from saying that as a general rule psychiatric evidence of a man's disinclination to commit the kind of crime with
which he is charged should be admitted, but the present case is concerned with gross indecency between two men and I
think that crimes involving homosexuality stand in a class by themselves in the sense that the participants frequently have
characteristics which make them more readily identifiable as a class than ordinary criminals. See Reg. v. Thompson [(1917),
13 Cr. App. R. 61 at 81]. In any event, it appears to me that the question of whether or not a man is homosexually inclined
or otherwise sexually perverted is one upon which an experienced psychiatrist is qualified to express an opinion and that
if such opinion is relevant it should be admitted at a trial such as this even if it involves the psychiatrist in expressing his
conclusion that the accused does not have the capacity to commit the crime with which he is charged.


It is this passage that created the abnormal group exception which is often sought to be applied to various contexts other than
the homosexual context.


40      The Ontario Court of Appeal, and specifically Martin J.A., further looked into this exception of proving the disposition
of the accused through psychiatric evidence in the following two cases: R. v. McMillan, supra, affirmed [1977] 2 S.C.R. 824,
and R. v. Robertson, supra.


41      R. v. McMillan involved an accused who was charged with the murder of his infant child and whose defence was that
it was in fact his wife and not he who killed the child. The trial judge allowed the accused to call a psychiatrist who testified
that the accused's wife had a psychopathic personality disturbance with brain damage. This psychiatric evidence showed that a
third party, the accused's wife, was more likely to have committed the crime because of her abnormal personality/disposition.
Martin J.A., speaking for the court, found that disposition to commit a crime is generally relevant since it goes to the probability/
propensity of the person doing or not doing the act charged. He then referred to R. v. Lupien, at p. 169 [C.C.C., p. 201 C.R.N.S.],
as creating the following exception:


One of the exceptions to the general rule that the character of the accused, in the sense of disposition, when admissible, can
only be evidenced by general reputation, relates to the admissibility of psychiatric evidence where the particular disposition
or tendency in issue is characteristic of an abnormal group, the characteristics of which fall within the expertise of the
psychiatrist.


After having noted the applicability of R. v. Lupien, Martin J.A. engaged in a lengthy discussion of the exception and in fact
extended R. v. Lupien. This extension, at pp. 173-75 [C.C.C., pp. 205-207 C.R.N.S.], was affirmed by the Supreme Court of
Canada:


I do not consider that, because the crime under consideration was not one that could only be committed by a person
with a special or abnormal propensity, psychiatric evidence with respect to Mrs. McMillan's disposition, was, therefore,
inadmissible, in the circumstances of this case.
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All evidence to be admissible must, of course, be relevant to some issue in the case. Psychiatric evidence with respect to the
personality traits or disposition of a person, whether of the accused or another, may be admissible for different purposes.
While those purposes are not mutually exclusive, evidence which is relevant for one purpose may not be for another.


Psychiatric evidence with respect to the personality traits or disposition of an accused, or another, is admissible provided:


(a) the evidence is relevant to some issue in the case;


(b) the evidence is not excluded by a policy rule;


(c) the evidence falls within the proper sphere of expert evidence.


One of the purposes for which psychiatric evidence may be admitted is to prove identity when that is an issue in the case,
since psychical as well as physical characteristics may be relevant to identify the perpetrator of the crime.


Where the offence is of a kind that is committed only by members of an abnormal group, for example, offences involving
homosexuality, psychiatric evidence that the accused did or did not possess the distinguishing characteristics of that
abnormal group is relevant either to bring him within, or to exclude him from, the special class of which the perpetrator
of the crime is a member. In order for psychiatric evidence to be relevant for that purpose, the offence must be one which
indicates that it was committed by a person with an abnormal propensity or disposition which stamps him as a member
of a special and extraordinary class.


Psychiatric evidence with respect to the personality traits or disposition of the accused, or another, if it meets the three
conditions of admissibility above set out, is also admissible, however, as bearing on the probability of the accused, or
another, having committed the offence.


It would appear that it was upon this latter ground that the psychologist's evidence was held to be admissible in Lowery
v. The Queen, supra, although the features of the offence in that case were sufficiently indicative of the possession of an
abnormal propensity by the perpetrator, that the expert evidence might have been relevant to the issue of identity as well.
Since in that case the evidence was offered by the accused King, it was not excluded by the policy rule which prevents
the prosecution from introducing evidence to prove that the accused by reason of his criminal propensities is likely to
have committed the crime charged. Both accused in Lowery v. The Queen had psychopathic personalities (although the
features of King's psychopathic personality were less severe than Lowery's) and hence their personality traits fell within
the proper sphere of expert evidence.


. . . . .
Where the crime under consideration does not have features which indicate that the perpetrator was a member of an
abnormal group, psychiatric evidence that the accused has a normal mental make-up but does not have a disposition for
violence or dishonesty or other relevant character traits frequently found in ordinary people is inadmissible. The psychiatric
evidence in the circumstances postulated is not relevant on the issue of identity to exclude the accused as the perpetrator
any more than the possession of violent or dishonest tendencies by the accused or a third person would be admissible to
identify the accused or the third person as the perpetrator of the crime.


"So common a characteristic is not a recognisable mark of the individual." (Per Lord Sumner in Thompson v. Director of
Public Prosecutions (1918), 26 Cox C.C. 189 at p. 199.)


While such evidence is relevant as bearing on the probability of the accused having committed the crime, the psychiatric
evidence proffered in such circumstances really amounts to an attempt to intro duce evidence of the accused's good
character, as a normal person, through a psychiatrist. Such evidence does not fall within the proper sphere of expert evidence
and is subject to the ordinary rule applicable to character evidence which, in general, requires the character of the accused
to be evidenced by proof of general reputation.
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I leave open, until the question is required to be decided, whether when the crime is one assumed to be committed by
normal persons, e.g., rape, psychiatric evidence is admissible to show that the accused is a member of an abnormal group,
possessing characteristics which make it improbable that he committed the offence, e.g., that he is a homosexual with an
aversion to heterosexual relations. I am disposed, however, to think that such evidence is admissible. [Emphasis in original.]


The evidence of the psychiatrist was held to be admissible.


42      Martin J.A. elaborated on the reasoning set out above in R. v. Robertson, supra. That case involved a 16-year-old accused
charged with brutally murdering a nine-year-old girl by kicking her. The defence sought to introduce expert psychiatric evidence
to show that a propensity for violence or aggression was not a part of the accused's psychological make-up. This tended to rebut
evidence led by the Crown as to the accused's violent character. Martin J.A. summed up, at p. 426 [C.C.C., p. 186 C.R.N.S.]:


While the judgment of Ritchie J. deals only with the admissibility of psychiatric evidence with respect to disposition in
offences involving homosexuality, there would appear to be no logical reason why such evidence should not be admitted
on the same principle in other cases where there is evidence tending to show that, by reason of the nature of the offence, or
its distinctive features, its perpetrator was a person who, in the language of Lord Sumner, was member of "a specialized and
extraordinary class", and whose psychological characteristics fall within the expertise of the psychiatrist, for the purpose of
showing that the accused did not possess the psychological characteristics of persons of that class. Obviously, where such
evidence is adduced by the accused, the prosecution is entitled to call psychiatric evidence in order to rebut the evidence
introduced by the defence.


In my view, however, the judgment of Ritchie J. in Regina v. Lupien provides no support for a conclusion that, in the case
of ordinary crimes of violence, psychiatric evidence is admissible to prove that the accused's psychological makeup does
not include a tendency or disposition for violence.


Martin J.A. further stated, at pp. 429-30 [C.C.C., pp. 189-90 C.R.N.S.]:


In my view psychiatric evidence with respect to disposition or its absence is admissible on behalf of the defence, if relevant
to an issue in the case, where the disposition in question constitutes a characteristic feature of an abnormal group falling
within the range of study of the psychiatrist, and from whom the jury can, therefore, receive appreciable assistance with
respect to a matter outside the knowledge of persons who have not made a special study of the subject. A mere disposition
for violence, however, is not so uncommon as to constitute a feature characteristic of an abnormal group falling within the
special field of study of the psychiatrist and permitting psychiatric evidence to be given of the absence of such disposition
in the accused. [Emphasis in original.]


Given this reasoning, Martin J.A. concluded that the crime was not specially marked and so the conditions for the admissibility
of psychiatric evidence were not met.


43      A useful summary of the principles that emerge from the cases is made by Alan W. Mewett, "Character as a Fact in Issue
in Criminal Cases" (1984-85) 27 Crim. L.Q. 29, at pp. 35-36 of his article, where he points out the various contexts in which
an accused can tender character evidence by way of an expert:


There are thus three basic requirements that must be met before such psychiatric evidence can even be considered as
potentially admissible. First, it must be relevant to an issue. Second, it must be of appreciable assistance to the trier of fact
and third, it must be evidence that would otherwise be unavailable to the ordinary layman without specialized training, but
these requirements only set forth the general requirements for the admissibility of expert testimony.


Once these hurdles have been passed, a number of different scenarios may be postulated. The crime may be an "ordinary"
one (which I take to mean a crime for which no special mental characteristics on the part of the perpetrator would be
required) and the accused is an "ordinary" person; the crime may be an "ordinary" one, but the accused an "extraordinary"
person (i.e., having some peculiar mental make-up that would tend to show that he would not commit that "ordinary"
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crime); the crime may be "extraordinary", but the accused "ordinary"; or the crime may be "extraordinary" and the accused
"extraordinary", in a different direction.


In the first scenario, the evidence is irrelevant because it is simply not probative of anything. In the second it is probative and
admissible but only if the extraordinary characteristic of the accused tends to show that he would not commit an ordinary
crime of that nature (such as a homosexual being charged with a heterosexual offence). In the third, if it is shown that the
crime is such that it could only, or in all probability would only, be committed by a person having identifiable peculiarities
that the accused does not possess, it would be admissible. In the last scenario, the situation is the same provided that the
difference in the abnormalities tends to exclude the accused from the probable group of perpetrators.


44      I question whether use of the terms "abnormal" and "normal" is the best way to describe the concept that underlies
their use. The term "abnormal" is derived from the English cases in which it usually connotes the mental state of insanity or
diminished responsibility. See R. v. Chard, supra, at p. 270. The basic rationale of these cases is that "normal" human behaviour
is a matter which a judge or jury can assess without the assistance of expert evidence. Canadian cases have extended the
exception to include what has been described as sexually deviant behaviour. See Rosemary Pattenden, "Conflicting Approaches
to Psychiatric Evidence in Criminal Trials: England, Canada and Australia" [1986] Crim. L.R. 92, at p. 100. The rationale
underlying this extension is the relevance of the evidence based on the distinctiveness of the behavioural traits of either the
putative perpetrator of the crime or the accused. This distinctiveness tends to exclude the accused from the category of persons
that could or would likely commit the crime.


45      There are other reasons why the use of the term "abnormal" is no longer satisfactory. Even in medical circles there are
differing views as to what constitutes abnormality. See Pattenden, supra, at p. 100, and David C. Rimm and John W. Sommerville,
Abnormal Psychology (1977), at pp. 31 and 32. Moreover, it imports a value judgment on the lifestyle of some groups in society.
This is aptly illustratedby considering the statement of Lord Sumner in Thompson v. R., [1918] A.C. 221, at p. 235:


The evidence tends to attach to the accused a peculiarity which, though not purely physical, I think may be recognized as
properly bearing that name. Experience tends to show that these offences against nature connote an inversion of normal
characteristics which, while demanding punishment as offending against social morality, also partake of the nature of an
abnormal physical property. A thief, a cheat, a coiner, or a house-breaker is only a particular specimen of the genus rogue,
and, though no doubt each tends to keep to his own line of business, they all alike possess the by no means extraordinary
mental characteristic that they propose somehow to get their livings dishonestly. So common a characteristic is not a
recognizable mark of the individual. Persons, however, who commit the offences now under consideration seek the habitual
gratification of a particular perverted lust, which not only takes them out of the class of ordinary men gone wrong, but
stamps them with the hall-mark of a specialized and extraordinary class as much as if they carried on their bodies some
physical peculiarity.


46      The difficulty in defining what is abnormal was recently referred to by McCarthy J.A. in R. v. Garfinkle (1992), 15 C.R.
(4th) 254 (Que. C.A.). At pp. 256-57, speaking for the court, he stated:


What dispositions are to be classified as abnormal, as outside ordinary human experience, for the purpose of admitting
psychiatric evidence may be a difficult question. A disposition for sadism is clearly abnormal. Dispositions for violence
(short of sadism or something akin thereto), or for dishonesty, are clearly too common to be classified as abnormal. In
sexual offences, classification is less easy. However, it seems to me that, whether it be called pedophilia or something else,
a disposition in an adult to use boys of 10 and 11 for sexual gratification must be classified as abnormal. Accordingly, in
the present case, psychiatric evidence is admissible to show that Garfinkle does not have such a disposition.


47      In my opinion, the term "distinctive" more aptly defines the behavioural characteristics which are a precondition to the
admission of this kind of evidence.


48      How should the criteria for the admission of this type of evidence be applied? I find the following statement of Professor
Mewett, supra, at p. 36, to be an apt characterization of the nature of the decision which the trial judge must make:
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The categorization of crimes into the "ordinary" and the "extraordinary" is therefore a legal question to be determined by the
judge, as is the "normality" or "abnormality" of the accused — to the despair, no doubt, of psychiatrists. But admissibility
of evidence is a legal question and depends primarily upon relevance, that is, upon its assistance to the trier of fact in
his inference-drawing process, and this is governed, not by expertise, but by common sense and experience; words like
"ordinary", "extraordinary" or "abnormal" are not meant to be scientific expressions but assessments of relevance and are
thus clearly within the domain of the judge.


49      Before an expert's opinion is admitted as evidence, the trial judge must be satisfied, as a matter of law, that either the
perpetrator of the crime or the accused has distinctive behavioural characteristics such that a comparison of one with the other
will be of material assistance in determining innocence or guilt. Although this decision is made on the basis of common sense
and experience, as Professor Mewett suggests, it is not made in a vacuum. The trial judge should consider the opinion of the
expert and whether the expert is merely expressing a personal opinion or whether the behavioural profile which the expert
is putting forward is in common use as a reliable indicator of membership in a distinctive group. Put another way: Has the
scientific community developed a standard profile for the offender who commits this type of crime? An affirmative finding on
this basis will satisfy the criteria of relevance and necessity. Not only will the expert evidence tend to prove a fact in issue but it
will also provide the trier of fact with assistance that is needed. Such evidence will have passed the threshold test of reliability
which will generally ensure that the trier of fact does not give it more weight than it deserves. The evidence will qualify as
an exception to the exclusionary rule relating to character evidence provided, of course, that the trial judge is satisfied that the
proposed opinion is within the field of expertise of the expert witness.


(3) Application to This Case


50      I take the findings of the trial judge to be that a person who committed sexual assaults on young women could not be
said to belong to a group possessing behavioural characteristics that are sufficiently distinctive to be of assistance in identifying
the perpetrator of the offences charged. Moreover, the fact that the alleged perpetrator was a physician did not advance the
matter because there is no acceptable body of evidence that doctors who commit sexual assaults fall into a distinctive class with
identifiable characteristics. Notwithstanding the opinion of Dr. Hill, the trial judge was also not satisfied that the characteristics
associated with the fourth complaint identified the perpetrator as a member of a distinctive group. He was not prepared to accept
that the characteristics of that complaint were such that only a psychopath could have committed the act. There was nothing
to indicate any general acceptance of this theory. Moreover, there was no material in the record to support a finding that the
profile of a paedophile or psychopath has been standardized to the extent that it could be said that it matched the supposed
profile of the offender depicted in the charges. The expert's group profiles were not seen as sufficiently reliable to be considered
helpful. In the absence of these indicia of reliability, it cannot be said that the evidence would be necessary in the sense of
usefully clarifying a matter otherwise unaccessible, or that any value it may have had would not be outweighed by its potential
for misleading or diverting the jury. Given these findings and applying the principles referred to above, I must conclude that
the trial judge was right in deciding as a matter of law that the evidence was inadmissible.


51      The Court of Appeal also supported the admissibility of the evidence on the basis that Dr. Hill's evidence tended to rebut
alleged similarities between the evidence on the respective counts. On this point, Finlayson J.A. stated at p. 178:


Where, as here, the Crown alleges that the probative value of the similar fact evidence arises from the circumstance that the
acts compared are so unusual and strikingly similar that their similarities cannot be attributed to coincidence, the defence
is equally entitled to lead evidence as to features of the alleged acts which demonstrate dissimilarities ...


The judgment of the Court of Appeal was not supported on this ground either in the respondent's factum or in the oral argument.


52      The use to which the jury could put the evidence was explained by the trial judge in his charge to the jury. The key
passage in the charge in this respect was the following:
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If you conclude when considering any of the specific counts that evidence relating to any or all of the other counts is so
similar that common sense dictates the relevancy of such evidence to one or more of the issues I mentioned earlier, then
you may, not must, draw the inferences to which I have referred. [Emphasis added.]


The similarities, which were detailed by the judge, were with respect to the modus operandi of the perpetrator of the acts which
were the subject of the individual counts. No objection was taken to this aspect of the charge. This use of the similar fact evidence
relates to a different issue from the subject matter of the proposed evidence of Dr. Hill. As discussed above, the dissimilarities
addressed in Dr. Hill's proposed evidence are not as to modus operandi but rather with respect to the comparative psychological
make-up of the respondent on the one hand and the alleged perpetrator of the acts charged, on the other. Furthermore, whether
a crime is committed in a manner that identifies the perpetrator by reason of striking similarities in the method employed in
the commission of other acts is something that a jury can, generally, assess without the aid of expert evidence. As stated by
the trial judge, it is a matter of common sense.


53      I would allow the appeal, set aside the judgment of the Court of Appeal, restore the convictions and remit the matter to
the Court of Appeal for disposition of the sentence appeal.


Appeal allowed.
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Todd Halowski


From: Todd Halowski
Sent: March 4, 2020 4:22 PM
To: Curtis Wall
Subject: RE: Vaccinations


Thank you Dr. Wall, 
 
I will forward your response to council for their consideration.  
 
Best Regards, 
 
Dr. Todd Halowski 
Registrar 
Alberta College and Association of Chiropractors  
11203 70 Street, Edmonton, AB  T5B 1T1 
T: 780.420.0932  www.albertachiro.com 
 
This electronic mail message you have received and any files transmitted with it are intended solely for the addressee(s) 
and may be legally privileged and/or confidential.  If you have received this email in error please delete it and all copies 
of it from your system, destroy any hard copies of it and contact the sender.  You should not divulge, copy, forward or 
use the contents, attachments or information in any way.  Any unauthorized use or disclosure may be unlawful. 
 
-----Original Message----- 
From: Curtis Wall <curtis@wallchiropractic.com>  
Sent: March 3, 2020 4:51 PM 
To: Todd Halowski <thalowski@albertachiro.com> 
Subject: Vaccinations 
 
Hello Dr. Halowski, 
First, thank you for your time and role as Registrar.  I'm sure that the role is both challenging and rewarding in many 
respects. 
 
I fully recognize the position chiropractors are in with respect to being governed under the Health Professions Act, and I 
intend to follow any guidelines and rules put forth to our profession through Standards of Practice and bylaws. 
 
Part of my sending this email is simply to voice my opinion and thoughts to the College instead of bury them inside. 
 
I remember having our first child nearly 30 years ago. My wife was receiving prenatal chiropractic care from a 
prominent pediatric chiropractor in the city of Calgary. At the time, she encouraged us to examine the pro's and con's of 
the many procedures and advice given to parents from the allopathic stream.  We took home a book entitled, How to 
Raise a Healthy Child in Spite of Your Doctor, by a well known pediatrian, Dr. Robert Mendelsohn. It was an eye-opener 
to me, not even a chiropractic student yet, to hear a medical doctor questionably speak about the many sacred cows in 
his field of expertise. 
 
Over the years, I became a chiropractor and my wife and I were blessed with eight children.  I am a lifelong learner and 
have read more studies and books about vaccination than most.  It is self-professed that the average medical student 
probably gets less than half a day in his studies pertaining to vaccinations.  They only know that they are to highly 
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encourage the vaccination schedule and prescribe them.  This makes them worthy of having a scope of practice to 
advise vaccinations.  I find this a very scary state of affairs!! 
 
It is sad to me that our profession has come to a place of governance and control where, as health professionals, we are 
not allowed to present information on this subject which has a dramatic effect on peoples' health.  Those who question 
vaccination safety are not merely a fringe, uneducated part of society. The updated statement of the ACAC says that we 
must "address the issue of vaccine hesitancy".  Our position is advancing over the years from one in which it was simply 
out of our scope of practice to advise or discuss vaccination to one in which we are now admitting that vaccinations are 
a safe and effective means of preventing infectious diseases.  The Supreme Court in the United States has declared that 
vaccinations are "unavoidably unsafe".  The science is NOT settled on this matter and revising our position statement to 
remove the statement that vaccinations are safe and effective is warranted. I would like to ask who has labored over 
this position statement and are we simp  ly trying to legitimize our profession in the eyes of the allopathic model by 
acquiescing to its unsupported beliefs about this topic? 
 
I understand your time is valuable.  Thank you for taking the time to read this.  I may be one of hundreds in our 
profession who holds this belief, but who are unwilling to speak.  I know that at one time, our pediatric chiropractor 30 
years ago thought as I do and had great influence in our profession.  I wish you well. 
 
Curtis Wall 
 
Dr. Curtis Wall 
Wall Chiropractic & Wellness 
(403) 277-5381 
http://www.wallchiropractic.com 
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The safety and scientific validity of this study is the responsibility of the study sponsor
and investigators. Listing a study does not mean it has been evaluated by the U.S.
Federal Government.
Read our disclaimer for details.


 


ClinicalTrials.gov Identifier: NCT04471766


Recruitment Status  : Active, not recruiting
First Posted  : July 15, 2020
Last Update Posted  : July 27, 2021


Study Details Tabular View No Results Posted Disclaimer How to Read a Study Record


Locally Produced Cloth Face Mask and COVID-19 Like Illness Prevention


Sponsor:
Bandim Health Project


Collaborators:
University of Southern Denmark
Engineers without Borders, Denmark (https://iug.dk/en)


Information provided by (Responsible Party):
Bandim Health Project


Study Description


Brief Summary:


The number of cases of COVID-19 is still increasing and transmission of SARS-CoV-2 seems to occur mainly
through person-to-person transmission through respiratory droplets, indirect contact with infected people and
surfaces. The use of face masks is recommended as a public health measure, but in many settings only
domestic cloth made masks are available to the majority of the people. However, masks can be of different
quality and very little is known about the utility of cloth face masks at the community level.


Go to 
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In Bandim Health Project's Health and Demographic Surveillance System we will evaluate the effect of
providing locally produced cloth face masks on severity of COVID-19 like illness and mortality in an urban
population. The locally produced cloth mask is made according to a laboratory certified model and will be
provided to the intervention group alongside information of how the risk of transmission can be reduced. The
control group will receive information alone.


Follow-up will be implemented through telephone calls and post-epidemic home visits.


Condition or
disease 


Intervention/treatment  Phase 


COVID-19


Respiratory Illness


Other: Certified cloth face mask plus preventive
information


Behavioral: Preventive information


Not Applicable


Study Design


Study Type  :
Interventional
 (Clinical Trial)


Estimated
Enrollment  :
40000 participants


Allocation:
Randomized


Intervention Model:
Parallel Assignment


Masking:
Single (Outcomes Assessor)


Primary Purpose:
Prevention


Official Title:
Evaluation of Locally Produced Cloth Face Mask on COVID-19 and Respiratory Illnesses Prevention at the
Community Level - a Cluster-randomized Trial


Actual Study Start Date  :
July 20, 2020


Estimated Primary Completion Date  :
September 2021


Estimated Study Completion Date  :
October 2021


Go to 
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Arms and Interventions


Arm  Intervention/treatment 


Experimental: Certified cloth face mask plus
preventive information


Certified cloth face mask


Other: Certified cloth face mask plus preventive
information


Provision of two face masks sewed locally
following a certified model tested for FORCE in
the laboratory per residents > 10 years old


Behavioral: Preventive information


Advice on how to prevent COVID-19 according to
the government´ policy


Active Comparator: Information on COVID-19
prevention


Advice on how to prevent COVID-19 according to
the government´ policy.


Behavioral: Preventive information


Advice on how to prevent COVID-19 according to
the government´ policy


Outcome Measures


Primary Outcome Measures  :


1. Reported COVID-like illness [ Time Frame: Four months follow-up ]


Self-reported main symptoms of COVID-19 (three or more - fever, cough, fatigue, shortness of breath,
loss of smell / taste)


2. Consultation [ Time Frame: Four months follow-up ]


Consultation for COVID-19 like illness or/and reported positive test


3. Severe illness [ Time Frame: Four months follow-up ]


Self reported COVID-19 like illness plus hospitalization or death


4. Mortality [ Time Frame: Four months follow-up ]


Any death during the follow-up period


Go to 



Go to 
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Eligibility Criteria


Information from the National Library of Medicine


Choosing to participate in a study is an important personal decision. Talk with your doctor and family
members or friends about deciding to join a study. To learn more about this study, you or your doctor may
contact the study research staff using the contacts provided below. For general information, Learn About
Clinical Studies.


Ages Eligible for Study:  
10 Years and older   (Child, Adult, Older Adult)


Sexes Eligible for Study:  
All


Accepts Healthy Volunteers:  
No


Criteria


Inclusion Criteria:


Household resident


Age: 10 years and older


Exclusion Criteria:


Refusal to participate


Contacts and Locations


Information from the National Library of Medicine


To learn more about this study, you or your doctor may contact the study research staff using the contact
information provided by the sponsor.


Please refer to this study by its ClinicalTrials.gov identifier (NCT number): NCT04471766


Locations


Go to 



Go to 




https://clinicaltrials.gov/ct2/about-studies/learn
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Guinea-Bissau


Bandim Health Project
Bissau, Bissau Codex, Guinea-Bissau


Sponsors and Collaborators


Bandim Health Project


University of Southern Denmark


Engineers without Borders, Denmark (https://iug.dk/en)


More Information


Responsible Party:
Bandim Health Project


ClinicalTrials.gov Identifier:
NCT04471766    
History of Changes


Other Study ID Numbers:
BHP MASK01 



First Posted:
July 15, 2020
  
Key Record Dates


Last Update Posted:
July 27, 2021


Last Verified:
March 2021


Individual Participant Data (IPD) Sharing Statement:


Plan to Share IPD:
No


Studies a U.S. FDA-regulated Drug Product:
No


Studies a U.S. FDA-regulated Device Product:
No


Keywords provided by Bandim Health Project:


Go to 
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https://clinicaltrials.gov/ct2/history/NCT04471766

https://clinicaltrials.gov/ct2/keydates/NCT04471766
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Face mask

COVID-19

Respiratory illness

Mortality
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JAMES S. M. KITCHEN     
BARRISTER & SOLICITOR 


203-304 Main St S 
Suite 224 
Airdrie AB  T4B 3C3 
Phone: 403-667-8575 
Fax: 587-515-2980 
Email: james@jsmklaw.com 
 


 


 


 


December 9, 2020 
 
 
Dr. David Linford  
Alberta College and Association of Chiropractors 
11203 70 Street NW  
Edmonton AB  T5B 1T1 
Phone: 780-420-0932 
Fax: 780-425-6583 
Email: bakdoc1@gmail.com 
 
Dear Dr. Linford, 
 
RE: Request by Complaints Director for Interim Registration Suspension – Dr. Curtis Wall 
 
I write on behalf of Dr. Curtis Wall. I was retained by Dr. Wall yesterday evening, December 8, 2020.  


Dr. Wall requests an extension of 24 hours to respond to the request of the Complaints Director. As 
acknowledged by the Complaints Director, interim suspension of registration is “extraordinary”. Dr. Wall 
must be provided a reasonable opportunity to respond to the allegations made against him, especially in 
light of the seriousness of the Complaints Directors request.  


I can advise that Dr. Wall will not provide Chiropractic services to members of the public from his office 
pending your decision this coming Friday, December 11. Further, and in any event, I can advise that Dr. 
Wall has appropriately installed the required plex-glass barriers at his Chiropractic office and will 
maintain such barriers so long as they are required. There is no possible immediate risk to the public over 
the next 24 hours. 


 


Regards, 


 


James S. M. Kitchen 
Barrister & Solicitor 
Counsel for Dr. Curtis Wall 


c.c. David Lawrence, Complaints Director 
 


B-2
September 1, 2021
Hearing



pitzi

Signed Exhibit Stamp








5/19/2021 Notice to members: March 26 Telehealth billing advisory


https://albertachiro.com/ACAC/Communications/2020/03_March/Notice_to_members__March_26_Telehealth_billing_advisory.aspx 1/2


 


ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members


Telehealth billing advisory


Dear Colleagues,
 
As noted in the recent message from the Registrar, Council approved the ability to bill for Telehealth
consultations as outlined in the temporary Telehealth permission. The following billing advisory is
provided to members:


1.  $45 for an initial 15 minute session,
2.  $15 per �ve minute increment after the initial 15-minute session as required.


To be eligible for billing:
1. The patient's record must include a detailed summary of all services provided, including the start


and stop time of the consultation.
2. Only time spent communicating with the patient can be claimed as part of the service. Time


spent on administrative tasks cannot be claimed.
3. A chiropractor may only claim one Telehealth consultation per patient in a single day.
4. In-person services cannot be claimed on the same day for the same patient.


The Canadian Chiropractic Association (CCA) has successfully secured commitments from Manulife and
SunLife to allow chiropractors with the approved privileges to bill for Telehealth/virtual health services.
We thank CCA for their quick work in this regard.  


The CCA is also in conversation with Greenshield and Medavie East and West regarding chiropractic
eligibility, with decisions pending. The ACAC is in conversation with Alberta Blue Cross regarding
chiropractic eligibility for Telehealth/virtual health services. Providers/plan holders are advised to hold
on to claims until con�rmation of eligibility has been provided.  


Sincerely,


Sheila J. Steger
CEO
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members
April 30, 2020, 5:15 p.m.


COVID-19 update


Dear Colleagues,
 


Much has changed today with the Premier’s announcement this afternoon.
 


Here is our update for today:


1. Premier Kenney announced a change to public health orders. During today’s provincial update, Premier
Kenney announced that there will be a change to the orders that dictated the closure of close contact
care providers. This means that regulated health professionals including chiropractors can choose to
return to practice under direction from their regulator. Alberta Health has indicated Public Health will
need to review and approve regulatory bodies’ return to practice plans before practitioners are entitled
to practice. 


Chiropractors will not be able to open until the ACAC has received Public Health approval of
the Return to Practice plan. 


2. Yes, there is a discrepancy in the announcement between May 4 and May 14 as possible start dates. We
have been told to expect that chiropractors should be able to return to practice with other regulated
health-care professionals on May 4. We expect to receive con�rmation of this tomorrow. 


3. Next steps on the Return to Practice plan. The ACAC is working on revisions now and will present those
to Council within 24 hours. Once Council approves, the plan will go to Public Health for review and
approval. 


We will provide members with the plan that is submitted to Public Health so members can begin
preparing their clinics and practices in anticipation of re-opening. As soon as we receive approval from
Public Health, clinics can start re-booking patients and restart their marketing. 


The plan will be revised signi�cantly based on the member feedback we received, focusing on
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pandemic practice only.


4. Chiropractic care remains limited to urgent, critical and emergency care. Until Public Health approves
our return to work plan, the public health order issued by the Chief Medical O�cer of Health remains in
e�ect. Please review the Notice to Members from March 30, 2020 for more details. 


5. Personal Protective Equipment (PPE) requirements. The initial information from Alberta Health Services
is that the appropriate use of PPE will be a requirement of returning to practice for close contact
practitioners. As mentioned in the virtual member meetings on Tuesday and Wednesday, the CCA has
arranged supply for chiropractors. The size and buying power of the CCA made them the ideal advocate
to secure PPE. The CCA has committed to providing information to members by tomorrow. 


6. Adjustments to the relaunch of businesses may occur. As we have just seen with the pull back of
Lloydminster opening due to a new outbreak. Premier Kenney indicated that restrictions may need to
be tightened during enduring public health measures based on �uctuations in the rate of COVID-19
infections in regions within the province.


We cannot stress this enough: this remains a very �uid situation and its direction can change rapidly. We will
keep you informed of changes as we become aware.


Warmest regards,


Sheila J. Steger
CEO


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members
July 24, 2020, 10 a.m.


COVID-19 update


Dear Colleagues,
 


With the increasing numbers of COVID-19 cases in Alberta, municipalities are starting to introduce local
requirements to help manage the pandemic. Chiropractors must be prepared to respond to this changing
environment.
 


While you may not reside in Edmonton or Calgary, it is essential for members to monitor the requirements
and municipal bylaws of your community.
 


City of Calgary announces mandatory face covering


The Calgary City Council passed Bylaw 26M2020 (Temporary Face Covering Bylaw) e�ective August 1,
2020. According to the City of Calgary, “the bylaw requires you to wear a face covering (mask) in indoor
public premises, and public vehicles, beginning August 1, 2020.”


City of Edmonton announces mandatory face covering


Like the changes announced in Calgary, the City of Edmonton has also made face covering mandatory.
E�ective August 1, masks are required when using the Edmonton Transit System and when entering
city-owned and operated facilities, amenities, attractions and services.


Requiring face covering indoors


The ACAC recommends that chiropractors across Alberta prepare to meet requirements for employees
and patients to cover their faces in their clinics. We advise you to require patients to be masked before
entering your clinic, or to increase your mask supply to provide masks for patients as required in
support of bylaws or orders that may be introduced. It is also highly recommended that employers
provide masks to employees that are unable to remain behind barriers such as plexiglass shields.


Exemptions for mandatory face covering in public space
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Exemptions to any bylaw are designated by each municipality. A medical diagnosis that leads to an
exemption may only be provided by practitioners who have the authority to grant exemptions.
Currently, chiropractors are not entitled to o�er exemption from face covering to their patients.


Managing patients with exemptions


Patients that are exempt from wearing a mask must be managed in the clinic environment for the
safety of all patients. This may include strategies like asking an unmasked patients to attend at a
di�erent time from masked patients. 
Sta� should be properly trained to manage the physical distancing of mask-exempt patients when they
are attending in their clinic.


Chiropractors that provide care to hearing impaired patients must be sensitive to the unique challenges that
wearing a mask may pose. To accommodate the required continuous masking, the ACAC recommends that
chiropractors utilize an electronic device (such as a smartphone or a tablet) to provide real-time transcription
of the conversation for the hearing-impaired patient to read.
 


Sincerely,


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583
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On Behalf Of: (select)


 Logout  Find a chiropractor Members' centre


Telehealth
Telehealth requirements


The chiropractor must be a registered member of the ACAC. 
The chiropractor must provide proof of Professional Liability Protection for the practice of
Telehealth.
Chiropractors who provide Telehealth must physically be in the province of Alberta while
delivering Telehealth to patients who are physically in the province of Alberta.  
Consultations provided through Telehealth are subject to the ACAC Standards of Practice
and Code of Ethics, which guide clinical practice and decision making for all Alberta
chiropractors. 
Telehealth is the use of information or communication technologies to allow
chiropractors and their patients to connect via telephone, video, or other remote
monitoring technology to receive applicable chiropractic services at a distance when in-
person visits are not possible.
The provision of Telehealth consultation may only be provided by the registered member
and may not be delegated to anyone else.  


Patient eligibility 
Patient care may be provided by a chiropractor when professional judgement supports
the following criteria: 


The care delivered via Telehealth will be fundamentally like care delivered face-to-
face.  
The Telehealth consultation will be an appropriate method to deliver service to the
patient. 
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The requirement for a direct physical examination is not necessary to provide a
diagnosis (complete, working, or di�erential) and the resulting treatment plan. 
Patient factors including physical, sensory, communication, or cognitive de�cits will
not impact the ability to conduct Telehealth consultation.  
 


Telehealth services that can be provided during Telehealth consultation include the
following: 


The chiropractor may consult with the patient or obtain a history.  
The chiropractor may make physical observations and conduct examinations that
can reasonably occur via Telehealth.  
The chiropractor may distribute and receive outcome measures from the patient.  
The chiropractor may make a diagnosis or working diagnosis for new patient
consultations.  
The chiropractor must deliver a treatment plan based on the history, examination,
and diagnosis, for new patient consults.  
The chiropractor must discuss the proposed treatment and options, allow the
patient to ask questions, inform the patient of risks as an informed consent to
treatment, and document that conversation. A record of the patient’s verbal consent
should be recorded when the chiropractor is conducting a new patient consult, or
there is change in the proposed course of treatment that leads to a diagnosis,
treatment plan and prescription of treatment via Telehealth.  
The chiropractor may monitor, observe, prescribe new, or make changes to existing
therapeutic exercises. 
The chiropractor may consult on general recommendations that promote improved
health outcomes such as exercise, nutrition, sleep, etc.   


Chiropractors may not refer for diagnostic imaging or diagnostic testing based on the
Telehealth consultation. The determination for diagnostic imaging and diagnostic testing
can only be determined after appropriate in-person consultation and examination.  


The chiropractor can conduct a triage Telehealth consult or phone call with patients that
will lead to a professional decision, as follows: 


The patient is a candidate for emergent chiropractic care, which will require an in-
person history and examination that results in a diagnosis and treatment plan for
their complaint.  
The patient is a candidate for emergent care that is best served with a referral to a
provider other than a chiropractor for their complaint.  
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Informed consent for Telehealth 
As with all chiropractic services, for consent to be valid it must �rst be informed. In addition to
the general requirements for informed consent outlined in the Standards of Practice and
related documents patients must be aware of available treatment options, including options to
receive in-person care, delay care until in-person care is available, and the unique risks and
bene�ts that Telehealth provides.  
  
The chiropractor will augment the required informed consent process as required in the
standards of practice. To support Telehealth delivery the chiropractor must obtain and
document verbal consent with their patient: 


To receive services via Telehealth consultation as opposed to in-person care.
To videotape, record, and store the information and data from the Telehealth session, if
the practitioner is planning to record the consultation.
For the transmission of information via Telehealth technologies.


The chiropractor develops policies and procedures to:


Verify their identity to patients.
Verify the identity of the patients whom they are conducting a Telehealth consultation.
Document the veri�cation policy and processes used.


The chiropractor must also:


Inform patients of any limitations that Telehealth services impose on chiropractic
treatment, such as the inability to apply hands-on evaluation and treatment. 
Inform patients of the risks inherent in the delivery of services using Telehealth delivery of
services, including risks to privacy of patient information and safeguards the chiropractor
is employing to address these risks. 
Consider the relevance and appropriateness of including a “hold harmless” clause for
information lost due to technology failure in patient agreements, privacy statements, and
consent documentation.  


Privacy 
Chiropractors are expected to practice in compliance with all legislative and regulatory
requirements relevant to their practice; the practice of chiropractic using Telehealth
technologies is no exception. Chiropractors need to be aware of, and comply with, the privacy
legislation that is relevant to their practice. Due to privacy legislation, Alberta chiropractors are
restricted to providing Telehealth to Alberta residents who are in Alberta at the time of the
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Telehealth consultation.   


The chiropractor is required to: 


Comply with all privacy and security requirements during Telehealth sessions and when
they are in contact with the patient through other electronic means such as arranging
appointments via email. 
Document privacy and security measures used to protect the patient’s private
information. 
Employ authentication and encryption technologies, as well as secure transmission
systems and storage mechanisms. 
Develop policies and practices to ensure that patient records cannot be accessed by
unauthorized users, tampered with or destroyed, and are protected at both the
originating and remote sites. 
Secure all physical devices used in Telehealth when storing patient information related to
Telehealth services. 
Maintain awareness of current and emerging risks to patient privacy inherent to
Telehealth practice and employ technical, administrative, and physical controls to address
these risks. 


Documentation 
Services delivered via Telehealth are subject to the same Standards of Practice as in-person
chiropractic services; however, several additional documentation and record-keeping
considerations must be addressed.  
  
The chiropractor is required to:  


Retain accountability for evaluating any information gathered from a third-party source
(such as a non-chiropractor health provider). The chiropractor must determine its
reliability and accuracy and the ability to incorporate the information into the assessment
or treatment. 
Maintain written records summarizing all interventions consistent with the Standards of
Practice. 
Note the duration of the call, inclusive of the start and stop time of the consultation in the
clinical record. 
Record the �nancial record as a Telehealth consultation. 
If a chiropractor does make an audio or video recording, the patient must be informed of
the recording, provide consent to be recorded, and the chiropractor must retain that
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recording as part of the clinical record. 


 


Fees and billings 
Chiropractors that are authorized by the ACAC to practise Telehealth are required to have a
clear fee schedule for Telehealth services.  
  
Chiropractors are required to adhere to the following fee and billing practises:  


Patients are informed of the services that are eligible for Telehealth. 
Patients are informed of the fee and the service they will receive as part of the Telehealth
consultation. 
The patient's record must include a detailed summary of all services provided, including
the start and stop time of the consultation. 
Only time spent communicating with the patient can be claimed as part of the service.
Time spent on administrative tasks cannot be claimed. 
A chiropractor may only claim one Telehealth consultation per patient in a single day. 
In-person services cannot be claimed on the same day for the same patient. 
Patients are provided a receipt that shows the service occurred via Telehealth
consultation.  


Compliance 
Chiropractors who choose to o�er Telehealth under the Telehealth permission granted by
Council are subject to the same regulation as if they were providing the services in person.
Chiropractors who o�er Telehealth are also accountable to only provide services granted in the
Telehealth permission as approved by Council. Failure to comply with the regulations that
govern chiropractic practice are subject to the complaints process under Part 4 of the Health
Professions Act.  


Telehealth application


Guides to Telehealth delivery
Canadian Chiropractic Association
Canadian Chiropractic Guideline Initiative



javascript://[Uploaded files/Telehealth Application (2).pdf]

https://www.chiropractic.ca/telehealth-resources/iropractic.ca

https://www.ccgi-research.com/telehealth
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ABOUT


 Chiropractors


 Chiropractic treatment


 ACAC


 Collaborative care


 Careers


 Legislation


 FAQs


 Legal


 Privacy policy


 


COVERAGE


 Motor vehicle accidents (MVA)


 Workplace injury (WCB)


 Insurance


 Seniors' funding


 Federal programs


 



https://albertachiro.com/about-chiropractors

https://albertachiro.com/chiropractic-treatment

https://albertachiro.com/ACAC/About/Association_and_regulatory_body/About_ACAC/ACAC/About/About_ACAC.aspx?hkey=60104732-1c14-4f70-9bb6-01c45176c44f

https://albertachiro.com/collaborative-care

https://albertachiro.com/careers

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/about-chiro-faq

https://albertachiro.com/legal

https://albertachiro.com/privacy-policy

https://albertachiro.com/mva

https://albertachiro.com/wcb

https://albertachiro.com/insurance

https://albertachiro.com/seniors-funding

https://albertachiro.com/federal-programs
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PROGRAMS AND RESOURCES


 Straighten Up Alberta


 Kids’ health


 Workplace safety


 Evidence-based research


 


CONTACT THE ACAC


11203 - 70 Street NW, Edmonton, AB, T5B 1T1
Phone: 780.420.0932
Fax: 780.425.6583



https://albertachiro.com/sua

https://albertachiro.com/kids-health

https://albertachiro.com/workplace-safety

https://albertachiro.com/evidence-based-research
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Email: o�ce@albertachiro.com


FOLLOW US


  
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


NOTICE TO MEMBERS


COVID-19 update: information from AHS on wearing eye
protection and exposures and investigations


December 10, 2020


Dear Colleagues,
 


With the increase in COVID-19 cases and the introduction of new provincial restrictions, the ACAC has
continued to receive questions on practicing in the pandemic environment. Below is pertinent information to
the most common questions that the ACAC receives.
 


Wearing Eye protection in the o�ce
The ACAC has received clari�cation from Alberta Health regarding their new requirement of eye protection
for front-line workers. 
 


We have con�rmed that, at this time, community-based practitioners, such as chiropractors, do not require
eye protection when treating asymptomatic patients. 
 


However, Alberta Health Services and Primary Care Networks are instructing community-based physicians to
wear eye protection in addition to masking when caring for asymptomatic patients.


While there is no o�cial requirement for community-based practitioners, the ACAC strongly
recommends that chiropractors start to wear eye protection in addition to procedural masks when
treating patients. The reason for this recommendation is that wearing eye protection in addition to
procedural masks reduces the likelihood that you will be considered a close contact after an
exposure in the clinic.


As a reminder, you should not be treating any patients that exhibit symptoms. Symptomatic patients should
be directed to call 811.
 


Exposures and investigations
COVID-19 exposures have occurred, and will continue to occur, in chiropractic o�ces for the duration of the
pandemic. We continue to receive reassurance from Alberta Health that screening for asymptomatic patients,
hand hygiene, and wearing and using appropriate PPE will limit your risk of becoming a close contact. Please
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refer to Alberta Health’s de�nition of a close contact below, which remains the same even considering newly-
introduced restrictions. A close contact is de�ned as individuals that:


provided direct care for the case, including health care workers, family members or other caregivers, or
who had other similar close physical contact (e.g., intimate partner, hug, kiss, handshake) without
consistent and appropriate use of personal protective equipment (PPE), or 


lived with or otherwise had close prolonged contact which may be cumulative, i.e., multiple interactions
for a total of 15 min or more and within two metres with a case without consistent and appropriate use
of PPE and not isolating, or 


had direct contact with infectious body �uids of a case (e.g., shared cigarettes, glasses/bottles, eating
utensils) or was coughed or sneezed on while not wearing recommended PPE.


The following are decision points that guide the Medical O�cer of Health (MOH) or their designate in
determining your risk of being a close contact. Assessment of PPE for health-care workers remains the same
and includes:


A surgical/procedure mask and good hand hygiene is considered su�cient PPE for asymptomatic
health care workers working with asymptomatic patients including within the 48 hours prior to
developing symptoms. 


A surgical/procedure mask and good hand hygiene is NOT appropriate PPE for health care workers
caring for symptomatic patients. 


All regulated health professionals will be assessed by the MOH/designate regarding their infection
prevention and control (IPC) practices to determine if those o�ered su�cient protection while caring
for pre-symptomatic/asymptomatic COVID-19 patients. Quarantine recommendations based on this
assessment are at the discretion of the MOH.


 


When exposure occurs, you will be contacted by a MOH/designate.
 


Compliance with the ACAC’s COVID-19 Pandemic Practice Directive will continue to limit your risk of being
considered a close contact.
 


What to do if told to isolate after an exposure
If you are following the ACAC’s COVID-19 Pandemic Practice Directive and are still told to isolate after an
exposure, you are advised to ask the following:


1. What is the speci�c reason why you are being advised to isolate? 


2. The name of who you’re speaking with and a contact number for that person?


After collecting this information, please contact the Registrar via email or phone 780.420.0932 to discuss the
situation. Make sure you have the name and contact information of the Alberta Health representative you
spoke with so the ACAC can follow up on your behalf, if necessary.
 


Advocating for chiropractors’ rights to practise



https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/ACAC%20COVID-19%20pandemic%20practice%20directive%20rev%2005-25-2020%20%286%29.pdf

mailto:registrar@albertachiro.com
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In the current pandemic environment, the best advocacy for chiropractic rights is the collective adherence of
all chiropractors to the public health mandate. Regulated health professionals must continue to act for the
good of the public’s health or be subject to inquiry by both public health and the College. In consideration of
COVID-19, chiropractors need to follow IPC measures, screen to remove symptomatic patients, perform hand
hygiene, and wear a procedural mask. Though not required, it is strongly recommended to also consider the
use of eye protection. Collective adherence sets a bar that will maintain and grow the trust of the public,
public health, and other health professions, thus providing supporting evidence for chiropractors to continue
practising.
 


As we continue to respond and practise during the pandemic, the ACAC is grateful for the diligence and
thoughtfulness that chiropractors continue to demonstrate. We are here to support you. If there are COVID
topics that will bene�t the profession that you believe the ACAC should cover, contact me.
 


Regards,


Dr. Todd Halowski
ACAC Registrar


View in browser
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ORDER OF AN EXECUTIVE OFFICER 


NOTICE OF PUBLIC ACCESS CLOSURE   
 
 
To:  Curtis. J. Wall Professional Corporation 


“the Owner” 
 
Dr. Curtis Wall  
“the Practitioner”  


 
RE:  Those premises located in Calgary, Alberta and municipally described as: 
 


Wall Chiropractic & Wellness located at Suite #2 41 Chelsea Street NW, Calgary, 
Alberta T2K 1P1 


 
WHEREAS I, an Executive Officer of Alberta Health Services, have inspected the above noted 
premises pursuant to the provisions of the Public Health Act, RSA 2000, c. P-37, as amended; 
 
AND WHEREAS the Chief Medical Officer of Health (CMOH) has issued the Record Of Decision – CMOH 
Order 38-2020 of the Public Health Act, in response to a public health emergency, 
 
AND WHEREAS such investigation disclosed that the following conditions exist in and about the 
above noted premises in contravention of the above order of the CMOH and the Nuisance and 
General Sanitation Regulation, Alberta Regulation 243/2003, namely: 
 


a. Practitioner does not wear a face mask while providing care within 2 metres distance from 
patients. This activity could contribute to the spread of COVID-19. This is a breach of 
Section 2(1) of the Nuisance and General Sanitation Regulation which states that “No 
person shall create, commit or maintain a nuisance”, and of Section 26 of the CMOH 38-
2020 which states that “Subject to section 27 of this Order, a person must wear a face 
mask at all times while attending an indoor public place. For greater certainty, an indoor 
public place includes any indoor location where a business or entity is operating”. 
 


b. Practitioner does not implement continuous masking by all staff and patients. Physical 
barrier at the front reception desk is also not available. This activity could contribute to the 
spread of COVID-19. This is a breach of Section 2(1) of the Nuisance and General 
Sanitation Regulation which states that “No person shall create, commit or maintain a 
nuisance.”, and of Section 26 of the CMOH 38-2020 which states that “Subject to section 
27 of this Order, a person must wear a face mask at all times while attending an indoor 
public place. For greater certainty, an indoor public place includes any indoor location 
where a business or entity is operating”. 


 
 
AND WHEREAS, by virtue of the above order of the CMOH, the above noted premises are hereby 
prohibited from allowing public access into their business.   
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NOW THEREFORE, I hereby ORDER and DIRECT: 
 


1. That the owner IMMEDIATELY CLOSE the above noted premises to the public. 
 
2. That the Owner immediately undertake and diligently pursue the completion of the following work 


in and about the above noted premises, namely:  
 
a. Practitioners must be masked when treating patients within 2 metres proximity to help 


prevent the spread of COVID-19. 
b. Patients must be masked when receiving a treatment from the practitioner. 
c. Staff not working alone at a station must be masked at all times while working an in indoor 


public place. 
d. Staff working alone at a workstation must also be separated by at least 2 metres distance 


from all other persons. Otherwise, staff must be masked or a physical barrier must be in 
place to separate the staff from every other person to prevent the spread of COVID-19. 


e. Complete the Relaunch Plan Template, located in the Government of Alberta General 
Relaunch Guidance. Provide details of all risk mitigation measures to be implemented to 
prevent the transmission of COVID-19 in the clinic. The Relaunch Template must be 
submitted to an Alberta Health Services Executive Officer for review.  


 
The above conditions were noted at the time of inspection and may not necessarily reflect all 
deficiencies.  You are advised that further work may be required to ensure full compliance with the 
Public Health Act and regulations, or to prevent a public health nuisance. 


 
DATED at Calgary, Alberta, December 8, 2020 
 
Confirmation of a verbal order issued to Dr. Curtis Wall on December 7, 2020. 
 
 
 
Heidi Ho, CPHI(C) 
Executive Officer 
Alberta Health Services 
 
 
 


Health Legislation, Regulations and Standards 
 


Electronic versions of the Public Health Act and Regulations are available at the Alberta Queen's Printer 
Bookstore 10611 - 98 Avenue, Main Floor, Park Plaza, Edmonton, Alberta, T5K 2P7 or www.qp.gov.ab.ca.  
 
Health Legislation and regulations are available for purchase. Please contact Alberta Queen's Printer 
Bookstore 10611 - 98 Avenue, Main Floor, Park Plaza, Edmonton, Alberta, T5K 2P7 or www.qp.gov.ab.ca.   
 
Copies of standards are available by contacting the Health Protection Branch of Alberta Health at  
780-427-4518 or by visiting: https://www.alberta.ca/health-standards-and-guidelines.aspx 


                                                                                                                                 COVID-19 Template revised Sept. 2020 
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Copy: Office of the Chief Medical Officer of Health  
 
 


 
 


 


www.albertahealthservices.ca/eph.asp 


 


For more information, please contact your nearest Environmental Public Health office. 


Edmonton Main Office 
Calgary Main Office 
Lethbridge Main Office 


780-735-1800 
403-943-2288 
403-388-6689 


Grande Prairie Main Office 
Red Deer Main Office 
www.ahs.ca/eph 


780-513-7517 
403-356-6366 
  



file:///C:/Users/philipcallbeck/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/2QCQEXIW/www.ahs.ca/eph
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Document: Appendix A to Record of Decision - CMOH Order 22-2021 


Subject: CMOH Order 22-2021 Health Conditions for Exceptions to Masking 


Effective Date: May 13, 2021 


Scope of Application: As per Record of Decision - CMOH Order 22-2021 


Overview 


This document lists the health conditions for which an authorizing health professional may issue 
a medical exception letter. 


Health Conditions for Exceptions to Masking 


• Sensory processing disorders.


• Developmental delay.


• Cognitive impairment.


• Mental illnesses including:


o anxiety disorders;
o psychotic disorders;
o dissociative identity disorder;
o depressive disorders.


• Facial trauma or recent oral maxillofacial surgery.


• Contact dermatitis or allergic reactions to mask components.


• Clinically significant acute respiratory distress.
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Expert Report on effectiveness of masking for the Alberta College & 


Association of Chiropractors 


July 28, 2021 


Prepared by Dr Jia Hu and Margaret Pateman 


 


Purpose 


The purpose of this report is to demonstrate the scientific and medical benefit of the current 


SARS-CoV-2 (the virus that causes COVID-19) guidance on masking and its benefits in 


reducing transmission of the SARS-CoV-2 virus. Ultimately, there is an overwhelming body of 


evidence suggesting that masking can reduce the transmission of COVID-19, particularly in a 


healthcare setting when medical-grade masks are used and worn appropriately. 


 


Introduction 


As vaccination rates increase and COVID-19 cases decrease across Canada and globally, it is 


important to examine the mechanisms playing a role in mitigating COVID-19. Mask wearing, 


among other measures such as physical distancing, were clearly and demonstrably effective in 


reducing the transmission of COVID-19.  


 


Masks are a form of protective device, designed to protect the person wearing the mask and 


protect those in their immediate surroundings. Mask use dates back to the 1600s, however, of 


notable interest is the work of Wu Lien Teh, a Malaysian physician. In the early 1900’s he 


helped curb the spread of the Manchurian Plague. His work in controlling this plague has been 


deemed as “‘a milestone in the systematic practice of epidemiological principles in disease 


control’, in which Wu identified the cloth mask as ‘the principal means of personal protection.’”1  


 


The use of masks and other non-pharmaceutical interventions was recommended by the World 


Health Organization (WHO) as an important control measure, and have often been used during 


periods of infection in a variety of settings (SARS, influenza).2 For example, A Cochrane review 


conducted in 2011 examined the use of masks on the spread of respiratory viruses in 2011. The 


review included 67 randomized control trials and observational studies. The results indicated that 


“masks were the best performing intervention across populations, settings and threats.1,3 The data 


collected during those times contributed to the implementation of the current mandatory mask 


by-laws. This data was further strengthened as a result of the current pandemic, proving the 


efficacy of mask use and contributing greatly to the academic literature. 


 


Methods 


Literature was gathered from databases such as PubMed, JSTOR, Cochrane Library (databases 


that contain different types of high-quality, peer-reviewed evidence to inform healthcare 


decision-making),4 McMaster’s Health Evidence (Database with quality-rated systematic 


reviews),5 JAMA, among other highly reputable sources and databases. A vast majority of 
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literature is from the years 2020-2021 with emphasis on literature published in 2021, as it is the 


most up-to-date and evidence informed.  


 


Benefits of masking 


As the pandemic progressed, high-quality, reliable data and evidence was published detailing the 


many challenges surfaced by COVID-19. The vast majority of evidence presented was by 


credible, academic sources indicating mask use does reduce the rate of transmission in both 


clinical and laboratory settings. Below are multiple studies detailing the effectiveness of mask 


use in response to the statements made by Dr. Thomas Warren, Dr. Bao Dang and Dr. Byram 


Bridle. 


 


COVID-19 is highly transmissible and is spread through respiratory droplets that travel from an 


infected person to a non-infected person. In areas with poor ventilation and no mask use, these 


droplets have an easier time moving freely and infecting others. 6 


 


The use of mask-wearing as a form of protection was implemented early in the pandemic in an 


attempt to curb the rapidly transmitting virus and respiratory droplets. To reduce transmission 


and spread to others, studies indicate that physical distancing in conjunction with measures such 


as mask-wearing can reduce the probability of droplet spread.1 


 


To further prove this point, a  2021 study indicated that mask use can block the virus from being 


expelled into the air and thereby significantly reducing the transmission and exposure of 


COVID-19 from an infected person (asymptomatic and symptomatic) to those in their general 


surroundings.6 A laboratory experiment examining the effectiveness of different types of masks 


was conducted and revealed that the use of multilayer cloth masks can block 50%-70% of 


COVID-19 droplets. These cloth masks form a protective barrier and reduce the droplets from 


leaving the masks and landing on uninfected individuals. 6 


 


A large outbreak of COVID-19 occurred on the USS Theodore Roosevelt. Data indicates that 


those on board wearing a mask were at a 70% lower risk of testing positive for COVID-19.6 


Many real-world studies indicate the effectiveness of mask use, for example: a systematic review 


conducted by Ayouni et al. indicated that non-pharmaceutical control measures such as mask use, 


were indeed successful in reducing COVID-19 transmission.7 MacIntyre & Chughtai conducted a 


rapid systematic review on the efficacy of face masks.8 The review suggests that mask- wearing 


could be beneficial during a COVID-19 outbreak  in the community and health care settings. 


Liang et al. conducted a systematic review and meta-analysis showing that mask-wearing by 


health workers and non-health workers and in the general community is efficient in preventing 


the infection.9 Zeng et al. showed that wearing masks in public is crucial as a preventive measure 


to ensure a significant reduction in the daily infected cases.10 The World Health Organization 
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sponsored a systematic review by Chu et al., proving that “face mask use could result in a large 


reduction in risk of infection.”11 


 


The Public Health Agency of Canada produced a COVID-19 brief titled: Does wearing a mask 


in public decrease the transmission of COVID-19? The brief is summarized below. 12 Results 


from 15 observational studies showed decreased transmission with mask use. A longitudinal 


study conducted in the United States found that with every 10% increase in the use of masks, 


transmission control was much more likely. Of importance, a study was conducted with two 


hairstylists in the United States, each who had tested positive for COVID-19. Each stylist wore 


masks consistently throughout the day while unknowingly positive for the virus. Due to their 


mask use, no clients (n=139) tested positive despite being in close contact. In 27 ecological 


studies, n=26/27 (96%) of these studies demonstrated that face mask policies were associated 


with a decrease in COVID-19 infections and deaths.12 


 


A study conducted in Ontario examining mask policies showed a 25%-31% weekly reduction in 


COVID-19 cases. Similarly, three studies examined the mandated mask policies in the workplace 


and found that COVID-19 infections and death decreased.12 


A recent systematic review with a high AMSTAR rating concluded that the use of masks did 


reduce the risk of contracting and transmitting COVID-19. Overall, the Public Health Agency of 


Canada brief, using evidence-informed data, concludes that mask use decreases transmission in 


the community.12 


Masking for healthcare workers  


Healthcare workers have an increased probability of contracting COVID-19. In a prospective 


cohort study using a COVID-19 Symptom Study app, HCWs on the front line had a ‘threefold 


increased risk of reporting a positive COVID-19 test and predicted COVID-19 infection, 


compared with the general community, even after accounting for other risk factors.”14 


 


According to the Canadian Chiropractic association “the chiropractic profession in Canada today 


is best described as a regulated, primary health care profession with particular expertise in the 


care of the spine and extremity articulations.”13 This statement indicates that chiropractors are a 


health care worker (HCW), and must adhere to proper health and safety protocols mandated by 


their designated association and government. Mask use by all healthcare workers was mandatory 


since the beginning of the pandemic. Failure to wear a mask when with patients, increases the 


transmissibility of COVID-19.  


 


Evidence of the importance of mask use among HCWs is very robust, and indeed there is a rather 


overwhelming body of evidence supporting the use of masking in healthcare settings to reduce 


the transmission of SARS CoV-2. 
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One study indicated that the “universal masking of health care workers (HCWs) and patients can 


help reduce transmission of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 


infections.”15 This study was conducted in Massachusetts in one of the largest healthcare systems 


and published in the Journal of the American Medical Association (JAMA), one of the world’s 


leading medical journals. Upwards of 75,000 employees were subject to routine COVID-19 


screening and testing in conjunction with a mask policy for all employees and patients. Data 


from this hospital indicates that masking was indeed successful in mitigating COVID-19 


transmission and infection. Prior to the mandatory mask policy at this hospital, infections among 


the HCWs increased dramatically  “from 0% to 21.3% (a mean increase of 1.16% per day).” 


After the mask policy was implemented, “the proportion of symptomatic HCWs with positive 


test results steadily declined, from 14.7% to 11.5% (a mean decrease of 0.49% per day).”15,16 It is 


important to note that throughout the implementation of the mask policy, the number of COVID-


19 positive cases in Massachusetts was increasing, further proving that the use of mask are 


effective.  


 


The scientific evidence for masking was reinforced in a systematic review and meta-analysis 


published in The Lancet (one of the world’s most reputable medical journals)17. This review 


assessed 172 different studies of various measures used to reduce SARS-CoV-2 transmission in 


healthcare settings, including masking, eye protection, and physical distancing. 44 studies were 


included in a meta-analysis, which found an adjusted odds ratio of 0.15 (95% CI 0.07-0.35) for 


transmission events when wearing a mask. In essence, the odds of transmission were 85% lower 


when wearing a mask. This is one of the world’s most comprehensive studies to date on the 


effectiveness of masking in reducing healthcare setting transmission.  


 


If we look closer to home in Alberta, there is clear evidence of benefit to mask wearing in 


healthcare settings. During the pandemic number of COVID-19 inpatient units were established 


at major hospitals across the province. These units only admitted patients with COVID-19 who 


were actively infectious. Until vaccine was available in early 2021, the primary protection 


healthcare workers had was personal protective equipment which was primarily in the form of 


medical-grade masks. The AHS recommendations for much of the pandemic were for healthcare 


workers to engage in continuous masking when seeing these patients. Over tens of thousands of 


interactions between COVID-19 infectious patients and healthcare workers, there were only a 


handful of transmission events to healthcare workers. This evidence is so compelling since these 


healthcare workers were working in the highest possible risk setting - one where every patient 


they interacted with was COVID-19 positive and infectious.  


 


Due to the overwhelming body of evidence supporting masking in the healthcare worker setting, 


every major public health and healthcare organization, ranging from AHS to PHAC to the US 


CDC recommended masking in healthcare settings. 


Summary 
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The evidence for masking in healthcare settings, and indeed even in community settings (e.g., 


indoor public places) to help reduce the transmission of SARS-CoV-2 is simply overwhelming. 


While there does exist “anti-masking movements” in Alberta, Canada, and all across the world, 


even these groups tend to focus on masking in the community as opposed to the healthcare 


setting. There are virtually no healthcare workers, public health experts, epidemiologists, or 


scientists who would argue against masking in a healthcare setting, particularly when the 


prevalence of COVID-19 is relatively high as it has been for Alberta for most of 2020 and the 


first half of 2021.  
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Response to statements by other experts 


Below are excerpts of statements made by Dr. Thomas Warren, Dr. Bao Dang and Dr. Byram 


Bridle. Each statement has been responded to with evidence-informed responses in favour of 


COVID-19 measures and masking in specific. 


Dr. Thomas Warren states that: 


“The risk of death due to COVID-19 in persons under 60 is very small. In Canada, there have 


been 1,010 COVID-19 related deaths in persons < 60 years old as of April 16, 2021. In Canada 


in 2018 there were 1,191 motor vehicle fatalities in persons under 55.45 So, the risk of death due 


to COVID-19 in persons < 60 is less than the risk of death due to a motor vehicle fatality.” 


 


However, as of June 29, 2021, there have been 1,475 COVID-19 related deaths <60 years old in 


Canada. Therefore, the risk of death due to COVID-19 is still high, higher in fact than deaths 


from motor vehicle fatalities. In Canada, there have been 26, 273 deaths related to COVID-


19.18,19 


 


Notwithstanding the factual error, it is fallacious and unscientific to equate death rates by age in 


the context of a global pandemic with those of car accidents. At a minimum, it is a false 


dichotomy no scientist, physician, epidemiologist or public health official with a basic 


understanding of disease patterns would make. As demonstrated by how public health agencies 


and governments across the world reacted, a population health issue of this magnitude required a 


systematic and national response which protected all citizens, regardless of their level of 


vulnerability. 


 


Dr. Warren continues to state that: 


“Asymptomatic transmission does occur but the rates of transmission from asymptomatic 


persons is substantially less than from symptomatic persons and does not warrant being 


considered a significant contributor to the overall transmission burden.” 


 


Using decision analytic modeling examining asymptomatic individuals with COVID-19 and their 


infectious periods, the CDC released a report in 2021 indicating that nearly 60% of all COVID-


19 cases are a result from people who are carrying the COVID-19 virus, but who exhibit no 


symptoms. This contradicts the previous statement made by Dr. Warren - asymptomatic 


transmission is high and does contribute to the transmission burden. 19  


 


Similarly, Dr. Byram Bridle states: 


“Testing of asymptomatic people for the presence of portions of the SARS-CoV-2 genome does 


not make medical nor economic sense. Positive test results cannot be interpreted in a clinically 


meaningful way. Also, there is no substantial evidence to suggest that people who are 
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asymptomatic represent a substantial risk of causing COVID-19-related hospitalizations or 


deaths in others” 


 


As stated above, asymptomatic individuals do cause a substantial risk of increased COVID-19 


transmission, making asymptomatic testing extremely important from a medical and economic 


sense. This statement by Dr. Bridle has no scientific evidence and proves a lack of understanding 


of asymptomatic transmission and its deadly effects on the community.  


 


Beyond the factual errors of the above statements contained within these expert reports 


about the severity of COVID-19, rates of transmission among asymptomatic infected 


individuals, testing, etc., - none are actually salient to the question at hand around whether 


or not masks provide benefit in a healthcare setting. With respect to masking, the experts 


make a number of factually incorrect statements. 


 


With respect to the evidence for effectiveness of masking, Dr. Warren states that: 


“In the absence of evidence from randomized controlled trials [RCts] and meta-analyses, the 


WHO report on masking from December 1, 2020 references a number of other types of studies… 


these studies have significant limitations that need to be considered” 


 


While it is correct that there are few RCTs on masking, there is an overwhelming burden of 


evidence from other studies showing the benefits of masking. Furthemore, it is not ethical to do 


RCTs on masking given its significant benefit - an analogy would be while there are no RCTs on 


the benefits of using a parachute when jumping out of plane, this doesn’t mean that there is no 


evidence that parachutes stop being from dying when jumping out of a plane. 


 


Dr Bridle argues that masking is not helpful given the aerosol route of transmission: 


“masking lacks rationale in the context of SARS-CoV-2 spreading via aerosols”.  


 


With respect to the transmission of SARS-CoV-2, while we know that aerosol transmission (e.g., 


transmission beyond the typical 2 metre range for contact & droplet transmission) does occur. 


However, most transmission does occur via contact & droplet spread. Even with aerosol 


transmission, masks do appear to provide protection. 


 


Dr Bridle’s critique of how well masks fit and mask pore size being too large to screen out 


SARS-CoV-2 in no way negate the huge body of real-world ecological evidence that masks 


reduce transmission as we describe in our report. We are not arguing that masks are 100% 


perfect at preventing transmission, but it is clear they provide significant amounts of protection 


and dramatically reduce transmission of the virus, especially in healthcare settings. 
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Dr. Bao Dang asserts a false causation between masking mandates and population level of 


transmission: 


“Real world data from various countries show that cases increased after mask mandates were 


enacted and countries that had no mask mandates (eg. Sweden) did just as well or better than 


countries with mask mandates” 


 


This statement is false and has not been backed up by any evidence. The use of masks has 


decreased the transmission of COVID-19 across every country that has imposed them. It is 


incorrect to assume there is a direct cause and effect relationship between a national mask-use 


policy and rates of infection.  As Dr. Dang must know, there are multiple variables determining 


the impact of a mask policy: level of adherence to public health measures, effectiveness of 


enforcement mechanisms, effectiveness of contact tracing and outbreak control measures, 


population composition, political milieu, and credibility of public health institutions, to name a 


few.  While the efficacy of mask-wearing on disease transmission is beyond doubt, how entire 


nations deploy a mask mandate is complex and can’t be reduced to a simplistic “look what 


happened in Sweden” argument. 


 


Lastly, both Dr Dang and Dr Bridle make unsubstantiated claims that there are “numerous harms 


associated with masking”. There are no known harms associated with masking and public health 


guidance early in the pandemic highlighting the possibility of self-inoculation by donning and 


doffing masks is now recognized to be incorrect. Indeed, public health experts including Dr 


Theresa Tam have walked back any statements alluding to the potential harms and increased 


infection risks of masking. 


 


Summary 


The vast majority of the expert reports focus on trying to downplay the seriousness of COVID-


19 and various public health approaches we have used to contain the pandemic. Notwithstanding 


the fact that these statements are generally inaccurate, they do not address the question at hand 


around the evidence of masking in reducing viral transmission. When these experts do comment 


on the evidence for masking, they rely on older studies for non SARS-CoV-2 viruses and tend to 


comment on some of the imperfections of mask wearing. What they do not do is account for the 


overwhelming body of evidence that has emerged on the benefits of masking in reducing SARS-


CoV-2 transmission.  


 


Dated this 28th of July, 2021 


 


 
   


Jia Hu MD MSc CCFP FRCPC 
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VOCs variants of concern 


1. The Problem


Severe acute respiratory syndrome-coronavirus-2 (SARS-CoV-2) can cause atypical pneumonia, known 
as ‘coronavirus disease that was identified in 2019’ (COVID-19) in a subset of individuals. For most people, 
COVID-19 causes, at most, mild or moderate illness. For some, SARS-CoV-2 is not even a pathogen since 
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it does not cause disease in them. However, for two well-defined demographics, COVID-19 can be 
potentially severe and even lethal. This includes individuals who are immunocompromised and the 
elderly, especially if co-morbidities exist. Shortly after the COVID-19 pandemic was declared in Canada, 
caution was exercised through the declaration of emergency orders and implementation of a what was 
supposed to be a short-term lockdown to allow time to: (a) assess the severity of the situation, and (b) 
slow the first wave of cases of COVID-19 so hospitals would not get overwhelmed. This was to be a 
temporary measure to ‘flatten the curve’, which referred to a stabilization in the daily reported cases of 
COVID-19 when plotted on a graph. Then, we would learn to live with the virus, like we have with the man 
other respiratory pathogens to which we were exposed. However, more than one year later, we have 
experienced cyclic emergency lockdown orders on a background of constant isolation, physical 
distancing, and masking measures. The overall response to the declared pandemic has not 
altered despite overwhelming scientific data that show the risk of severe and lethal disease is almost 
entirely limited to two well-defined demographics. Rather than taking a balanced approach, in which 
economic, physical and human resources could be focused on protecting the most vulnerable, 
governments have opted for a very long-term ‘one-size-fits-all’ approach that has had dramatic 
consequences for the minority of high-risk individuals as well as low-risk people, who are in the 
majority. What follows is a discussion some of the data that highlight where COVID-19 policies have 
been flawed and/or have caused harm, which, in some cases, has been irreparable. 


2. Dr. Byram W. Bridle’s Credentials and Role in the COVID-19 ‘Pandemic’


Dr. Bridle is an Associate Professor of Viral Immunology in the Department of Pathobiology at the
University of Guelph. His academic appointment as an independent researcher and faculty member began 
in January 2012. He received a MSc and PhD in immunology and completed a post-doctoral fellowship in 
viral immunology. His research program focuses on the development of vaccines to prevent infectious 
diseases and treat cancers, as well as studying host immune responses to viruses. He teaches in several 
courses at the undergraduate and graduate level on the topics of immunology, virology, and cancer 
biology. He is also involved in training Canada’s next generation of multidisciplinary researchers. With 
respect to COVID-19, Dr. Bridle received funding from the Ontario government (COVID-19 Rapid Research 
Fund, Ministry of Colleges and Universities) and federal government (Pandemic Response Challenge 
Program, National Research Council of Canada) to develop vaccines against COVID-19. He also holds 
numerous grants in support of his cancer research and basic viral immunology research programs. Since 
the beginning of the COVID-9 pandemic he has been actively involved in disseminating fact-based, 
balanced scientific information to the public and policy makers to assist people with making fully informed 
decisions. Additional qualifications can be found in his curriculum vitae. 


3. SARS-CoV-2 is Not a Problem of Pandemic Proportions


Infection fatality rate (IFR) is a way to assess how dangerous a pathogen is. It is calculated based on
the number of people that die from among the total number that were infected. Early in the declared 
COVID-19 pandemic, it was estimated that the IFR for SARS-CoV-2 was ~10-fold higher than for a serious 
outbreak of an influenza virus, or ~1%. Indeed the IFR for a bad ‘flu’ season can be as high as ~0.1%1. 



https://apps.who.int/iris/bitstream/handle/10665/331784/nCoVsitrep15Apr2020-eng.pdf
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It is important to note that calculating an accurate IFR requires having accurate data for the 
denominator in the equation, which is the total number of people that have been infected. Exacerbated 
be a lack of testing for evidence of seroconversion (i.e. when pathogen-specific antibodies are present in 
an individual, which indicates they were infected) against SARS-CoV-2, it has been impossible to ascertain 
how many Canadians have been infected. However, as data have accumulated globally, the total number 
of infections that have occurred keeps getting re-adjusted to higher numbers. As a result, the IFR for SARS-
CoV-2 has been steadily declining. Remarkably, as the data regarding total infections has become more 
accurate, the IFR for SARS-CoV-2 has dropped to only ~0.15%2. It is also possible that this IFR will drop 
even further as the extent of unnoticed infections is further elucidated. Indeed, a recent study found that 
proportion of people in British Columbia that had been exposed to SARS-CoV-2 is likely substantially higher 
than previously appreciated3. 


Conclusion: The IFR for SARS-CoV-2 was vastly overestimated at the beginning of the declared pandemic. 
It is now approaching the range of a serious influenza outbreak, but with severity of disease limited to a 
more restricted demographic (i.e. unlike influenza viruses, SARS-CoV-2 is not particularly dangerous to the 
very young). 


 


4. Asymptomatic Transmission of SARS-CoV-2 is Negligible 


The definition of an asymptomatic individual is a person who is known to be infected with a 
microorganism but fails to develop disease. Indeed, we are all ‘asymptomatic carriers’ in the sense that 
we harbor vast numbers of bacteria and viruses in our bodies. However, these normal microbiomes 
usually do not cause us any disease, unless we become immunosuppressed or ‘safe’ microbes get 
transferred to anatomical locations where they can potentiate disease (e.g. fecal to oral transfer of some 
strains of Escherichia coli). So, in the context of SARS-CoV-2, an asymptomatic carrier would be defined 
as an individual that is infected with the virus but fails to develop COVID-19.  


Viral culture studies suggest that pre-symptomatic individuals can potentially shed infectious SARS-
CoV-2 one to two days before the onset of symptoms and continue to be infectious up to seven days 
thereafter4. However, a study of the prevalence of SARS-CoV-2 in ~10 million people in Wuhan, China 
found no evidence of asymptomatic transmission5. In the United Kingdom, the ‘Scientific Advisory Group 
for Emergencies’ recommended that “Prioritising rapid testing of symptomatic people is likely to have a 
greater impact on identifying positive cases and reducing transmission than frequent testing of 
asymptomatic people in an outbreak area”6. Consequently, they have asked their government to change 
their testing policy by moving away from asymptomatic testing. 


The World Health Organization notes that “Most PCR assays are indicated as an aid for diagnosis, 
therefore, health care providers must consider any result in combination with timing of sampling, 
specimen type, assay specifics, clinical observations, patient history, confirmed status of any contacts, and 
epidemiological information”7.  


On its own, a positive result on a polymerase chain reaction (PCR) test to detect SARS-CoV-2 is 
insufficient to diagnose COVID-19. In addition to the potential for false positive tests, true positive results 
can also be obtained from genomes of SARS-CoV-2 particles that are no longer infectious. An example of 
the latter would be an individual who has mounted a successful immune response and may have remnant 



https://onlinelibrary.wiley.com/doi/10.1111/eci.13554

https://insight.jci.org/articles/view/146316

https://www.nature.com/articles/s41467-020-19802-w

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/928699/S0740_Fifty-sixth_SAGE_meeting_on_Covid-19.pdf
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viral particles of partially degraded viral genetic material inside relatively long-lived phagocytic cells that 
have killed the virus. Indeed, following clearance of SARS-CoV-2 from the body, full and/or partial 
genomes of SARS-CoV-2 can remain for many days, even weeks. One key reason for this is that some 
phagocytic cells, which are a component of the innate immune system, can be long-lived. The three 
primary phagocytic cells in the body are neutrophils, macrophages, and dendritic cells. Neutrophils are 
the ‘first responders’ of the immune system. They rapidly infiltrate sites of SARS-CoV-2 infection and begin 
to phagocytose (i.e. consume or internalize) SARS-Cov-2 particles. The neutrophils, which are short-lived, 
then recruit macrophages and dendritic cells to the site of infection. Note that dendritic cells also reside 
at strategic sites of infection where they can immediately begin to phagocytose SARS-CoV-2. The 
macrophages and dendritic cells are much larger than neutrophils and can phagocytose relatively large 
quantities of the virus and can be relatively long-lived. One of the reasons for this is because these two 
cell types are critical for activating T cells and B cells, which are the key effectors against viral infections. 
Phagocytosis of SARS-CoV-2 is a mechanism to kill and remove the virus from the body and to activate 
other immunological effector cells. As such, these can be a source of SARS-CoV-2 genomes that could be 
amplified by a RT-PCR test. However, these genomes would not have the potential to cause COVID-19. 
Persistence of whole or partial genomes that are not associated with infectious particles is well-
documented for a variety of other viruses, including measles8, Middle East respiratory syndrome-
coronavirus9, and other coronaviruses10. 


Too often, a positive PCR test for the presence of SARS-CoV-2 is being used, on its own, to define 
positive cases of COVID-19. However, the presence of a portion of the viral genome in an individual, on 
its own, does not necessarily equate with disease (i.e. COVID-19). To be declared COVID-19, the infection 
would also have to be associated with expected signs and/or symptoms. The latter is known as a clinical 
diagnosis and would be based on evaluation by a physician, in conjunction with the test results. A gold-
standard test for infectivity of a virus is a cell-based functional assay that determines the potential to 
cause cell death. However, such an assay is not in routine use in Canada. The absence of a test of the 
infection-potential of a virus further confounds any meaningful interpretation of positive results in 
asymptomatic people. Drawing conclusions based solely on the results of laboratory tests, would take the 
diagnosis of diseases would be taken out of the hands of physicians and placed into the hands of 
technicians employed by testing laboratories. 


Positive PCR tests for SARS-CoV-2 in asymptomatic people are often based on high cycle threshold 
(Ct) values, which, in and of themselves, raise the question of whether these individuals harbor infectious 
viral particles. The low prevalence of positive PCR tests in asymptomatic people often does not differ 
much from the false positive rate. These issues combined with the absence of a functional cell-based assay 
to prove infectivity renders results of asymptomatic testing nearly impossible to interpret accurately. 
Indeed, the World Health Organization, agreeing with many health professionals around the world, has 
emphasized that spreading of SARS-CoV-2 by asymptomatic individuals is rare and an emphasis should be 
placed, therefore, on testing people with signs or symptoms of illness, not those who are apparently 
healthy11. Of particular concern in the context of the high cycle numbers being used by labs in Alberta (i.e. 
up to 35 cycles being defined as ‘positive’ by Alberta Health Services12), is the fact that several studies 
have been conducted to determine the highest Ct value at which SARS-CoV-2 could be successfully 
cultured in cells. The results were 2513, 22-2714, 3015. This suggests that tests with Ct values above 22-30 
are almost certainly not indicative of the presence of replication-competent SARS-CoV-2. The conclusion 
is that it is erroneous to declare samples with high Ct values, especially those above 30, as being positive 
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for infectious SARS-CoV-2. It was even concluded in a study by La Scola B, et al., that patients testing 
‘positive’ with Ct values above 33 could likely be discharged from hospitals16. This means that an unknown 
number of positive cases reported in Alberta were likely not true positives, especially if individuals were 
asymptomatic. This is further supported by evidence that asymptomatic people have detectable SARS-
CoV-2-specific memory T cells after exposure to the virus, which would be inconsistent with a risk of them 
spreading the virus to others17. 


Importantly, false positive test results, which have a greater risk of happening among asymptomatic 
people, have been shown to have numerous negative consequences in terms of physical and mental 
health, and causes financial losses18. 


Conclusion: Testing of asymptomatic people for the presence of portions of the SARS-CoV-2 genome does 
not make medical nor economic sense. Positive test results cannot be interpreted in a clinically meaningful 
way. Also, there is no substantial evidence to suggest that people who are asymptomatic represent a 
substantial risk of causing COVID-19-related hospitalizations or deaths in others. 


 


5. Individuals Who Had COVID-19 Cannot Re-Transmit the Virus 


When people get infected with a respiratory pathogen, their immune system detects the virus as 
something that is dangerous and worth responding to. Rapid innate immune responses provide early 
effector mechanisms to being clearing the virus from the body. The innate arm of the immune system will 
also induce an adaptive immune response. The primary effectors against viruses in the adaptive arm of 
the immune system are cytotoxic T cells that can kill virally infected cells to prevent them from serving as 
a ‘virus-production factory’, and B cells, which can produce antibodies to neutralize the virus and prevent 
it from entering cells. The most notable characteristic of the adaptive immune response is that it results 
in the generation of immunological memory. This allows a host to respond much more rapidly and to a 
much greater magnitude when re-exposed to the same pathogen. The result is that the virus gets cleared 
so rapidly that there is usually no disease. 


Note that some non-immunologists have erroneously concluded that memory conferred by natural 
infection with SARS-CoV-2 is not long-lasting. However, this has been based on assessments that show 
declining concentrations of virus-specific antibodies. The antibodies are produced by B cells. The 
antibodies are merely proteins in circulation with limited half-lives. They will be cleared from circulation 
over time. The relevant measure of memory is detection of memory B and T cells. A memory B cells can 
rapidly initiate the production of massive quantities of antibodies upon re-exposure to the pathogen. 


Several published studies have shown that the immune response against SARS-CoV-2 infections is 
robust, effective, broadly targets multiple components of the virus and confers memory that lasts at least 
as long this aspect has been able to be studied within the context of a novel pandemic19, 20, 21, 22, 23, 24. 


Conclusion: The scientific evidence demonstrates that immune responses following infection with SARS-
CoV-2 are protective and long-lasting. There is no evidence that people who previously tested positive for 
SARS-CoV-2 represent a substantial risk of causing COVID-19-related hospitalizations or deaths in others. 
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6. SARS-CoV-2 Variants of Concern 


Many viruses mutate over time. This includes coronaviruses. Indeed, these viruses have an error-
prone mechanism of copying their genome. This provides a strategy to adapt to novel environmental 
pressures. Of concern for SARS-CoV-2 is the potential for randomly generated mutants to sufficiently alter 
the structure of their spike protein to be able to evade the narrowly conferred spike protein-specific 
immunity conferred by all of the first-generation COVID-19 vaccines while maintaining the ability to infect 
cells. Since the beginning of the pandemic, large numbers of mutant viruses have been identified. 
However, three core lineages of the variants are of current concern25: 1. B.1.1.7, also known as the UK 
variant26, 2. B.1.351, also known as the South African variant26, 3. P.1, the Brazilian variant27. SARS-CoV-2 
from the B1.351 lineage can largely bypass the immunity conferred by AstraZeneca’s COVID-19 vaccine. 
However, the Pfizer and Moderna vaccines remain effective against all three lineages for the VOCs. 


Some of the VOCs seem to be associated with more efficient spreading between people. This is likely 
due, at least in part, to the increased affinity of their spike protein for the ACE2 molecule that SARS-CoV-
2 uses to enter cells. However, there is no evidence that the current VOCs are associated with a higher 
incidence of severe or fatal COVID-19. 


Importantly, naturally acquired immunity against SARS-CoV-2 has been shown to be both long-lasting 
and protective. Notably, this type of immunity would be expected to be particularly protective against 
emerging VOCs because it is very broad, meaning that it targets multiple components of SARS-CoV-2, with 
both T cells and antibodies induced as effector mechanisms. Indeed, evidence of the breadth of naturally 
acquired immunity has recently been published3. In contrast, current vaccine-induced immunity targets a 
single protein, with a strong bias towards antibody-mediated responses. Notably, the B.1.1.7, B.1.351, 
and P.1 variants of SARS-CoV-2 are of concern because of their altered spike proteins, particularly in the 
‘receptor binding domain’ (i.e. the portion that binds to the ACE2 molecule on host cells), which is the 
primary target of neutralizing antibodies. So, although there is evidence of some monoclonal antibodies 
failing to recognize the spike protein in some VOCs and some convalescent sera (i.e. sources of antibodies) 
being less able to neutralize the VOCs, T cells can effectively recognize conserved regions of the spike 
protein as well as other viral proteins. 


Since SARS-CoV-2 has shown such a propensity to mutate, it is reasonable to expect this virus will 
become endemic. Indeed, should a variant emerge that can completely bypass the spike-specific immunity 
conferred by the current vaccines, additional immunizations will be required with re-designed vaccines, 
especially for those without naturally acquired broad-based immunity. 


Conclusion: The goal in Canada should not be to get everyone vaccinated per se. Instead, the goal should 
be to get as many Canadians immune to SARS-CoV-2 as possible. There are two ways to achieve this: 1. 
Vaccination, 2. Natural acquisition of immunity. The great news is that Canada might be closer to the 
natural acquisition of herd immunity than what was previously appreciated3, likely due, in large part, to 
the ongoing spread of the virus after the implementation of ineffective masking and misguided physical 
distancing policies that failed to account for the physics behind aerosol-mediated transmission of SARS-
CoV-2. Like many other viruses, including other coronaviruses and influenza viruses, SARS-CoV-2 will likely 
become endemic, meaning that we may encounter new versions of the virus on a regular and long-term 
basis. As such, it is imperative that we learn to live with SARS-CoV-2 rather than attempting to hide from 
it; just like we have done with the other respiratory pathogens that we have accepted as a trade-off for 
living our lives outside the confines of lockdowns. 



https://www.publichealthontario.ca/en/diseases-and-conditions/infectious-diseases/respiratory-diseases/novel-coronavirus/variants
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7. Masking Lacks Rationale in the Context of SARS-CoV-2 Spreading via Aerosols 


It is now widely recognized that SARS-CoV-2 is effectively spread via aerosols coming from the 
respiratory system28, 29, 30, 31, 32. A pulmonary (i.e. lung-derived) aerosol is a suspension of fine water 
droplets suspended in exhaled air. Many people who wear glasses will be familiar with these aerosols. 
Indeed, when a person exhales onto the lenses of their glasses to polish them with a cloth, the liquid being 
deposited is due to the condensation of the lung-derived aerosol. Also, these aerosols can be readily 
visualized when exhaling into cold air, which causes the fine droplets to condense (i.e. drop out of the 
gaseous phase). Indeed, this condensation effect of cold air minimizes the distance that respiratory 
aerosols can travel since the condensed water droplets are relatively large. However, in warm air these 
aerosols are invisible and can potentially travel long distances depending on the rate of ambient air flow. 
The masks in common use among Canadians (e.g. surgical and cloth masks) lack standardization, users are 
not required to undergo fit-testing, and even if these were done, they would still lack the ability to prevent 
the spread of aerosols. Low-cost masks do not seal properly around the face, with leaks commonly 
occurring around the nose and at the joints of the jaw. Due to simple physics in which air will follow the 
path of least resistance, most exhaled and inhaled air will leave and enter via these gaps in the masks. 
This is further exacerbated by anything that increases these gaps. An example would include a beard, 
which would separate the mask from the chin, thereby replacing the mask material with a coarse-haired 
filter with massive pore sizes relative to the size of a virus. Anyone who wears glasses and a mask can 
attest to the venting issue around the nose, as it often causes the lenses to fog. It seems illogical to force 
a person’s pulmonary exhaust to flow over their eyes, since this is a known route of infection for SARS-
CoV-2 and could, therefore, potentiate spreading of the infection in an individual. It was shown that ocular 
tissues express entry receptors for SARS-CoV-2 and conjunctivitis is common among people diagnosed 
with COVID-19, sometimes even preceding the onset of signs and symptoms of respiratory distress33. As 
such the eyes could potentially serve as both a portal of entry and a source of person-to-person 
transmission. 


Air venting past the ears, which is the other common location of leakage with low-cost masks, means 
that aerosols are generally directed behind a person. However, public health policies usually recommend 
that people turn away from other individuals if they must pass within proximity. If anything, this simply 
increases the chance of someone being exposed to pulmonary aerosols with a higher flow rate. The 
principles of distributing pulmonary aerosols over the eyes and behind a person also holds true for face 
shields. This highlights how poorly thought out masking policies are. Even if low-cost masks were properly 
sealed around the neck and face, SARS-CoV-2-laden aerosols and still readily pass through the relatively 
large pore sizes of the filtering material. Indeed, a study published in 2019 found that the low-cost masks 
had pore sizes ranging from 80 to 500 μm in diameter34. Water droplets that come from the lungs are 
defined as ‘large droplets’, ‘small droplets’ or ‘droplet nuclei’ and range in size from >60 μm, 10-60 μm, 
and <10 μm in diameter, respectively35. Coughs and sneezes will discharge droplets of all sizes. However, 
regular breathing and talking primarily discharges small droplets and droplet nuclei. Notably, SARS-CoV-2 
has a diameter of only ~1 μm. This means that virus-laden droplets in pulmonary aerosols will have a 
maximum diameter of ~62 μm, with the vast majority being much smaller (remember that the pores in 
low-cost masks are ≥80 μm. As such, low-cost masks fail to stop the spread of SARS-CoV-2. One of the 
biggest challenges in relaying the science is the ‘invisibility’ of the microbial world. To place this into a 
context that is easier to picture, this would be akin to thinking that a person is locked inside a house when 



https://www.sciencedirect.com/science/article/abs/pii/S154201242030104X?via%3Dihub
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the walls have huge gaping holes (i.e. the leakage points were there proper seals are lacking) and the front 
door is open (i.e. representing the pore size of a mask). The reality of this scenario is that the person is 
free to come and go as they wish. 


Also, aerosols from the lungs can travel beyond two meters and the directionality will be dictated by 
air currents36. Although the viral load that a person would be exposed to from aerosols would decrease 
with distance, the long-range potential of aerosols highlights the arbitrariness of 2-meter physical 
distancing policies. Further, buildings with poor ventilation, which encompasses most buildings in Canada, 
facilitate the build-up of aerosols over time, which further confounds the value of two-meter distancing37. 
Finally, for the vast majority of people it is not possible to wear masks for prolonged periods of time 
without touching it with their fingers. For example, jaw movements associated with talking, yawning, etc., 
causes low-cost masks to slide off the nose. Handling of masks that are dampened with aerosols promotes 
contamination of the fingers and anything they touch thereafter. In addition to spreading via aerosols, the 
other major route of transmission is via contaminated hands of infected individuals38, which is potentiated 
by masking. As such, removing masking mandates and promoting traditional hand washing would be a 
more logical approach to reducing the spread of SARS-CoV-2. 


A recent review of masking data generated during the pandemic concluded there are numerous other 
harms associated with masking and that it is not effective in preventing transmission of SARS-CoV-239. 
Here are the precise conclusions from this study: “The existing scientific evidences challenge the safety 
and efficacy of wearing facemask as preventive intervention for COVID-19. The data suggest that both 
medical and non-medical facemasks are ineffective to block human-to-human transmission of viral and 
infectious disease such SARS-CoV-2 and COVID-19, supporting against the usage of facemasks. Wearing 
facemasks has been demonstrated to have substantial adverse physiological and psychological effects. 
These include hypoxia, hypercapnia, shortness of breath, increased acidity and toxicity, activation of fear 
and stress response, rise in stress hormones, immunosuppression, fatigue, headaches, decline in cognitive 
performance, predisposition for viral and infectious illnesses, chronic stress, anxiety and depression.” 


Demonstration of inadequate sealing of low-cost masks around the face are shown in figures 3 and 4. 
The relative size of SARS-CoV-2-laden water particles and pores of low-cost masks is shown inf figure 5. 
Figure 6 shows how readily aerosols can pass through masks, even when having to pass through five three-
ply surgical masks. Figure 7 shows the personal protective equipment required to safely work with 
containment level-3 pathogens such as SARS-CoV-2. 



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7323510/
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Figure 4: The leakiness of low-cost masks. 


These are screen shots taken from a video showing fogging of eyeglasses when 
wearing a three-layer surgical mask. (A) While inhaling, the metal bar over the nose is 
pinched to maximize the ‘seal’. (B) During exhalation aerosol exiting the lungs is 
condensing on the lenses of the glasses, causing them to fog. 


(A) 


(B) 
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SARS-CoV-2 is defined as what is known as a ‘containment level-3 pathogen’ by the Public Health Agency 
of Canada. The personal protective equipment that they require scientists to use to ensure safe handling 
of SARS-CoV-2 typically includes the following: 1. Handling of SARS-CoV-2 can only be done inside a 
certified containment level-3 facility. 2. Anything containing SARS-CoV-2 can only be opened inside a 
biological safety cabinet, which is designed to provide a barrier between the virus and the scientist. 3. The 
scientist must wear a full body suit, including shoe covers and gloves. A head covering with a clear face 
shield and that seals around the neck and face must be worn. The head covering is connected by a tube 
that is attached to a pump that delivers filtered air into the head covering, thereby maintaining positive 
pressure (i.e. ambient air cannot flow into the head covering). Personal protective equipment that is 
known to prevent the wearer from being infected with a containment level-3 pathogen, such as SARS-
CoV-2, is shown in figure 7. 


A person wearing a low-cost mask would not be allowed to enter a containment level-3 facility 
due to a profound lack of protection. There is, therefore, a large discrepancy between what truly protects 
an individual from SARS-CoV-2 and the public health messaging surrounding cloth and surgical masks, 
which falsely implies a substantial amount of protection. 


There are other notable harms associated with long-term masking. Although the pores sizes of 
low-cost masks are too large to efficiently stop the spread of SARS-CoV-2-laden aerosols, bacteria are 
much larger, as are dust and other environmental particles. Long-term prevention of exposure to the 
microbial world and natural environment in children has been associated with an increased incidence of 
allergies, asthma and autoimmune diseases based on an immunological principle known as the ‘hygiene 
hypothesis’40, 41. Another potential harm of wearing masks is the psychological effect it has on adherence 
to public health protocols. The false sense of security that a mask confers causes many people to become 
less aware of or less concerned with the practice physical distancing. Additional problems include things 
like blunting social cues by preventing reading of facial body language, muffling speech (a particular 
concern for individuals with pre-existing speech disorders), preventing lip-reading, and exposure to 
hypoxia (low oxygen levels) due to slowing of gas exchange, especially when active39. 


Conclusion: Once one realizes that SARS-CoV-2 can pass through low-cost masks and travel >2 meters and 
sometimes much further on ‘droplet nuclei’ in pulmonary aerosols, it becomes readily apparent that the 
policies of mask-wearing and two-meter physical distancing are not adequately protective against the 
spread of SARS-CoV-2. If low-cost masking combined with only two-meter physical distancing does little 
to prevent the spread of SARS-CoV-2, it would be expected that a relatively high proportion of Canadians 
would have naturally acquired immunity to the virus over the past year. Indeed, this is precisely what was 
found in a recently published study that showed that the majority of apparently healthy adults in British 
Columbia have evidence of naturally acquired immunity3. Therefore, low-cost masking to protect against 
transmission of SARS-CoV-2 is futile. At the very least, liberal mask exemptions should be more 
commonplace.  



https://insight.jci.org/articles/view/146316
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Chris Schaefer Expert Witness Report 


Introduction 


This report discusses the hazards of the types of so-called “masks” that are typically mandated by 
governments to be worn to purportedly prevent the spread of COVID-19. These “masks” are the 
medical, non-medical, and procedural masks. Some government mandates only permit the wearing 
of medical and procedural masks. 


The Nature of “Masks”  


Masks designed to cover the mouth and nose of the wearer are required to have engineered 
breathing openings for air to flow in during inhalation and to be purged during exhalation. 
Examples of masks include respirator masks, scuba masks, hockey goalie masks, and Halloween 
costume masks. 


The medical, nonmedical/cloth, and procedural “masks” that have been government mandated to 
be used to purportedly prevent the transmission of COVID-19 do not have engineered breathing 
openings for air to flow in and exhaled air to be purged out. Therefore, they are not respirator 
masks, or even masks at all. It is erroneous to call these devices “masks”, as they are simply 
breathing barriers that interfere with normal healthy inflow of atmospheric oxygen and outflow of 
toxic carbon dioxide.  


Wearing any of these barriers creates a lower oxygen and higher carbon dioxide breathing 
environment that is hazardous to the wearer, regardless of contaminant filtration efficiency. Simply 
put, all closed barriers or covers worn over the mouth and nose are hazardous to the wearer, 
regardless of whether there is an atmospheric contaminant. 


These barriers, by design, cause the wearer to rebreathe their own exhaled air, which is hazardous.1 
Proper respirators have an engineered breathing system that eliminates the risk of capture and re-
inhalation of exhaled air. They are designed with two inhalation valves, covered by filters, through 
which atmospheric air enters with inhalation, and an exhalation valve in between that causes 
exhaled air to exit. 


“Masks” and Increased Carbon Dioxide 


Carbon dioxide is a toxic gas that is produced from cellular respiration. Ordinary outdoor 
atmospheric air contains 400 ppm (parts per million) of carbon dioxide depending upon the 
environment that a person is located in.2 


 
1 http://thebetteroxygenmask.com/harmful-effects-of-rebreathing-carbon-dioxide-co2/  
2 https://climate.nasa.gov/news/2915/the-atmosphere-getting-a-handle-on-carbon-dioxide/ 
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The MultiRAE Lite air testing monitor, which I am competent to operate, measures both oxygen 
and carbon dioxide levels in air. Using a calibrated MultiRAE Lite, I observed that the carbon 
dioxide concentration detected from inside a wearer’s non-medical, procedural and medical 
“masks” was in excess of 1000 ppm within 30 seconds of measuring.3 The Health Canada standard, 
as of 2021, sets the maximum indoor exposure limit regarding carbon dioxide at 1,000 ppm.  


As a result of the testing which I have performed, the measured results indicate that all persons 
wearing a non-medical/cloth, procedural, or medical “masks” immediately exceed the Health 
Canada limit for carbon dioxide exposure within less than 30 seconds.  


“Masks” and Decreased Oxygen 


In addition to being a toxic gas, carbon dioxide is also an asphyxiant, and displaces oxygen and 
creates an oxygen deficient atmosphere between a wearer’s “mask” and their face. 


Using the MultiRAE Lite, I have observed that upon commencement of wearing a 
nonmedical/cloth, medical or procedural cover, oxygen levels inside the “mask” immediately drop. 
Readings showed oxygen levels often below 19.5%. The Occupational Health and Safety Code, 
Alberta Reg. 87/2009 describes oxygen levels below 19.5% as “hazardous”, an “emergency”, and 
a “respiratory danger”.4 According to the Occupational Health and Safety Administration (OSHA), 
below 19.5% oxygen is immediately dangerous to life and health (IDLH).5 


The measured results of the testing I have performed show that while wearing a medical, non-
medical/cloth mask, or procedural “mask”, the oxygen level available to the wearer rapidly drops 
and stays below the acceptably safe oxygen level most of the time. 


Conclusion 


1. A proper mask is a specially engineered device for safe breathing. 


2. A respirator mask is designed to prevent contaminants from being inhaled with also 
permitting safe breathing. 


3. The government mandated procedural, nonmedical/cloth, and medical “masks” are not true 
masks or respirators.  


4. Testing demonstrates that theses “masks” create for the wearer hazardously high levels of 
carbon dioxide and dangerously low levels of oxygen. 


 
3 https://www.canada.ca/en/health-canada/services/publications/healthy-living/residential-indoor-air-quality-
guidelines-carbon-dioxide.html 
4 See sections 52(1)(a), 55(3)(b), 244(1)(b), 252(a)(i), 253(a), 254(1)(a)(ii). 
5 https://www.osha.gov/laws-regs/standardinterpretations/2007-04-02-0  
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5. Testing showed hazardously high levels of carbon dioxide and dangerously low levels of 
oxygen inhaled by wearers of mandated procedural, nonmedical/cloth, and medical “masks 
in as little as 30 seconds of wearing. 


 


Chris Schaefer 


SafeCom Training Services Inc. 


August 11, 2021 
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Harmful Effects of Rebreathing Carbon Dioxide (CO2)
July 11, 2016 OxyMask™ News


Carbon dioxide (CO ) is a gas the body naturally produces as waste. We breathe in oxygen
(O ) to fuel organs and tissues and the end product is CO . The balance between these two
gases is required for a healthy body. However, when we rebreathe CO  it can have harmful
and sometimes dangerous effects on the body. When CO  levels are elevated in the body it is
known as hypercapnia. Hypercapnia can occur for a number of reasons, one of which is
rebreathing our own exhaled CO . Rebreathing CO  can lead to increased blood pressure,
headaches, muscle twitches, rapid heart rate, chest pain, confusion, and fatigue. In extreme
cases, if left untreated, hypercapnia can lead to organ damage and even have long standing
effects on the brain.
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NEWS | October 9, 2019


The Atmosphere: Getting a Handle on Carbon Dioxide
Sizing Up Humanity's Impacts on Earth's Changing Atmosphere​: A Five-Part Series


By Alan Buis,
NASA's Jet Propulsion Laboratory


Part Two
Earth’s atmosphere is resilient to many of the changes
humans have imposed on it. But, says atmospheric
scientist David Crisp of NASA’s Jet Propulsion
Laboratory in Pasadena, California, that doesn’t
necessarily mean that our society is.


“The resilience of Earth’s atmosphere has been proven
throughout our planet’s climate history,” said Crisp,
science team lead for NASA’s Orbiting Carbon
Observatory-2 (OCO-2) satellite and its successor
instrument, OCO-3, which launched to the International
Space Station on May 4. “Humans have increased the
abundance of carbon dioxide by 45 percent since the
beginning of the Industrial Age. That’s making big
changes in our environment, but at the same time, it’s
not going to lead to a runaway greenhouse effect or
something like that. So, our atmosphere will survive,
but, as suggested by UCLA professor and Pulitzer-
Prize-winning author Jared Diamond, even the most
advanced societies can be more fragile than the
atmosphere is.”
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NASA’s OCO-3 instrument sits on the large vibration table (known as
the "shaker") in the Environmental Test Lab at NASA’s Jet Propulsion
Laboratory. Thermal blankets were later added to the instrument at
NASA’s Kennedy Space Center, where a Space-X Dragon capsule
carrying OCO-3 launched on a Falcon 9 rocket to the space station on
May 4, 2019. Credit: NASA/JPL-Caltech


Changes to our atmosphere associated with reactive
gases (gases that undergo chemical reactions) like
ozone and ozone-forming chemicals like nitrous oxides,
are relatively short-lived. Carbon dioxide is a different
animal, however. Once it’s added to the atmosphere, it
hangs around, for a long time: between 300 to 1,000
years. Thus, as humans change the atmosphere by
emitting carbon dioxide, those changes will endure on
the timescale of many human lives.


Earth’s atmosphere is associated with many types of
cycles, such as the carbon cycle and the water cycle.
Crisp says that while our atmosphere is very stable,
those cycles aren’t.


“Humanity’s ability to thrive depends on these other
planetary cycles and processes working the way they
now do,” he said. “Thanks to detailed observations of
our planet from space, we’ve seen some changes over
the last 30 years that are quite alarming: changes in
precipitation patterns, in where and how plants grow, in
sea and land ice, in entire ecosystems like tropical rain
forests. These changes should attract our attention.
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“One could say that because the atmosphere is so thin,
the activity of 7.7 billion humans can actually make
significant changes to the entire system,” he added.
“The composition of Earth’s atmosphere has most
certainly been altered. Half of the increase in
atmospheric carbon dioxide concentrations in the last
300 years has occurred since 1980, and one quarter of
it since 2000. Methane concentrations have increased
2.5 times since the start of the Industrial Age, with
almost all of that occurring since 1980. So changes are
coming faster, and they’re becoming more significant.”


The concentration of carbon dioxide in Earth’s
atmosphere is currently at nearly 412 parts per million
(ppm) and rising. This represents a 47 percent increase
since the beginning of the Industrial Age, when the
concentration was near 280 ppm, and an 11 percent
increase since 2000, when it was near 370 ppm. Crisp
points out that scientists know the increases in carbon
dioxide are caused primarily by human activities
because carbon produced by burning fossil fuels has a
different ratio of heavy-to-light carbon atoms, so it
leaves a distinct “fingerprint” that instruments can
measure. A relative decline in the amount of heavy
carbon-13 isotopes in the atmosphere points to fossil
fuel sources. Burning fossil fuels also depletes oxygen
and lowers the ratio of oxygen to nitrogen in the
atmosphere.
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A chart showing the steadily increasing concentrations of carbon
dioxide in the atmosphere (in parts per million) observed at NOAA's
Mauna Loa Observatory in Hawaii over the course of 60 years.
Measurements of the greenhouse gas began in 1959. Credit: NOAA


OCO-2, launched in July 2014, gathers global
measurements of atmospheric carbon dioxide with the
resolution, precision and coverage needed to
understand how this important greenhouse gas — the
principal human-produced driver of climate change —
moves through the Earth system at regional scales, and
how it changes over time. From its vantage point in
space, OCO-2 makes roughly 100,000 measurements
of atmospheric carbon dioxide every day.


Artist’s rendering of NASA’s Orbiting Carbon Observatory (OCO)-2 in
orbit above the U.S. upper Great Plains. Credit: NASA-JPL/Caltech
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Crisp says OCO-2 has already provided new insights
into the processes emitting carbon dioxide to the
atmosphere and those that are absorbing it.


Map of the most persistent carbon dioxide “anomalies” seen by OCO-
2 (i.e. where the carbon dioxide is always systematically higher or
lower than in the surrounding areas). Positive anomalies are most
likely sources of carbon dioxide, while negative anomalies are most
likely to be sinks, or reservoirs, of carbon dioxide. Credit: NASA/JPL-
Caltech


“For as long as we can remember, we’ve talked about
Earth’s tropical rainforests as the ‘lungs’ of our planet,”
he said. “Most scientists considered them to be the
principal absorber and storage place of carbon dioxide
in the Earth system, with Earth’s northern boreal forests
playing a secondary role. But that’s not what’s being
borne out by our data. We’re seeing that Earth’s tropical
regions are a net source of carbon dioxide to the
atmosphere, at least since 2009. This changes our
understanding of things.”


Measurements of atmospheric carbon dioxide in the
tropics are consistently higher than anything around
them, and scientists don’t know why, Crisp said. OCO-2
and the Japan Aerospace Exploration Agency’s
Greenhouse gases Observing SATellite (GOSAT) are
tracking plant growth in the tropics by observing solar-
induced fluorescence (SIF) from chlorophyll in plants.
SIF is an indicator of the rate at which plants convert
light from the Sun and carbon dioxide from the
atmosphere into chemical energy.
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“We’re finding that plant respiration is outstripping their
ability to absorb carbon dioxide,” he said. “This is
happening throughout the tropics, and almost all of the
time. When we first launched OCO-2, our first two years
of on-orbit operations occurred during a strong El Niño
event, which had a strong impact on global carbon
dioxide emissions. Now we have more than five years of
data, and we see that the tropics are always a source
(of carbon dioxide), in every season. In fact, the only
time we see significant absorption of carbon dioxide in
the tropics is in Africa during June, July and August. So
that’s half the story.


The last El Niño in 2015-16 impacted the amount of carbon dioxide
that Earth's tropical regions released into the atmosphere, , leading to
Earth's recent record spike in atmospheric carbon dioxide. The effects
of the El Nino were different in each region. Credit: NASA-JPL/Caltech


“The other half is also quite interesting,” he added.
“We’re seeing northern mid- and high-latitude
rainforests becoming better and better absorbers for
carbon dioxide over time. One possible explanation for
this is that the growing season is getting longer. Things
that didn’t used to grow well at high latitudes are
growing better and things that were growing well there
before are growing longer. We’re seeing that in our data
set. We see that South America’s high southern
latitudes — the so-called cone of South America — are
also strong absorbers for carbon. We don’t know if it
was always this way and our previous understandings
were incomplete or wrong, or if climate change has
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increased the intensity of the growing season. So we’ve
established a new baseline, and it appears to be
somewhat of a paradigm shift. Our space-based
measurements are beginning to change our
understanding of how the carbon cycle works and are
providing new tools to allow us to monitor changes in
the future in response to climate change.”


Crisp says OCO-2, OCO-3 and other new satellites are
giving us new tools to understand how, where and how
much carbon dioxide human activities are emitting into
the atmosphere and how those emissions are
interacting with Earth’s natural cycles. “We’re getting a
sharper picture of those processes,” he said.


Impacts from agricultural activities also seem to be
changing, he says. During summer in the U.S. upper
Midwest, scientists are seeing an intense absorption of
carbon dioxide associated with agricultural activities.
The same thing is being observed in Eastern and
Southern Asia. The strong absorption of carbon dioxide
across China is erasing all but a thin strip of fossil fuel
emissions along the coast, with Central China now
functioning as a net absorber of carbon dioxide during
the growing season. Thanks to the development of big,
sophisticated computer models combined with wind and
other measurements, we’re able to quantify these
changes for the first time.


In response to the rapid changes observed in carbon
dioxide concentrations and their potential impact on our
climate, 33 of the world’s space agencies, including
participants from the United States, Europe, Japan and
China, are now working together to develop a global
greenhouse gas monitoring system that could be
implemented as soon as the late 2020s, Crisp added.
The system would include a series of spacecraft making
coordinated measurements to monitor these changes.
Key components of the system would include the OCO-
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2 and OCO-3 missions, Japan’s GOSAT and GOSAT-2,
and Europe’s Copernicus missions. The system would
be complemented by ground-based and aerial research.


Crisp said he and his fellow team members are eagerly
poring over the first science data from OCO-3. The new
instrument, installed on the exterior of the space station,
will extend and enhance the OCO-2 data set by
collecting the first dawn-to-dusk observations of
variations in carbon dioxide from space over tropical
and mid-latitude regions, giving scientists a better view
of emission and absorption processes. This is made
possible by the space station’s unique orbit, which
carries OCO-3 over locations on the ground at slightly
different times each orbit.


NASA’s OCO-3 mission launched to the International Space Station
on May 4, 2019. This follow-on to OCO-2 brings new techniques and
new technologies to carbon dioxide observations of Earth from space.
Credit: NASA-JPL/Caltech


The Copernicus CO2 Mission, scheduled for launch
around 2025, will be the first operational carbon dioxide
monitoring satellite constellation. Crisp, who’s a member
of its Mission Advisory Group, said the constellation will
include multiple satellites with wide viewing swaths that
will be able to map Earth’s entire surface at weekly
intervals. While its basic measurement technique
evolved from the GOSAT and OCO-2 missions, there’s
a key difference: the earlier satellites are sampling
systems focused on improving understanding of Earth’s
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natural carbon cycle, while Copernicus will be an
imaging system focused on monitoring human-produced
emissions. In fact, it will have the ability to estimate the
emissions of every large power plant in every city
around the world.


Crisp says as time goes on the objective is to build an
operational system that will monitor all aspects of
Earth’s environment. Pioneering satellites like OCO-2,
OCO-3, GOSAT and GOSAT-2 are adding greenhouse
gas measurements to the data on temperature, water
vapor, cloud cover, air quality and other atmospheric
properties that have been collected for decades.


“We know our atmosphere is changing and that these
changes may affect our civilization,” he said. “We now
have the tools to monitor our atmosphere very carefully
so that we can give policymakers the best information
available. If you’ve invested in a carbon reduction
strategy, such as converting from coal to natural gas or
transitioning from fossil fuels to renewables, wouldn’t
you like to know that it worked? You can only manage
what you can measure.”
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PREAMBLE


Health Canada assesses the health risks posed by specific indoor pollutants in residential 
environments and provides recommendations on how to reduce those risks. Residential Indoor 
Air Quality Guidelines (RIAQG) summarize the known health effects, pollutant sources, and 
exposure levels in Canadian homes and characterize the risks to health, based on the best 
scientific data available. Recommended exposure limits (also referred to as guideline values) for 
short- and/or long-term exposure to the pollutant are developed, representing indoor air 
concentrations below which health effects are unlikely to occur. The recommended exposure 
limits take into account the reference concentrations (RfC) for the pollutant and the feasibility of 
achieving such levels through control of indoor sources. The RIAQG also include 
recommendations for controlling sources or other actions to reduce exposure to the pollutant.


For some pollutants, a recommended exposure limit may not be developed, although the 
available scientific evidence justifies reducing Canadians’ exposure to the pollutant. In this case, 
a guidance document that focuses on actions to control sources and reduce exposure is 
developed.


The RIAQG and guidance documents serve as a scientific basis for activities to evaluate and 
reduce the risk from indoor air pollutants including, but not limited to:


•	 assessments by public health officials of health risks from indoor air pollutants in 
residential or similar environments;


•	 performance standards that may be applied to pollutant-emitting materials, products, 
and devices, so that their normal use does not lead to air concentrations of pollutants 
exceeding the recommended exposure limits; and


•	 communication products informing Canadians of actions they can take to reduce their 
exposure to indoor air pollutants and to help protect their health.


The RIAQG and guidance documents replace a series of exposure limit values for indoor air 
pollutants from a report entitled Exposure Guidelines for Residential Indoor Air Quality (Health 
Canada 1987). In addition to updates for the substances included in the 1987 report, guidelines 
or guidance documents will be developed for other substances that are identified as having the 
potential to affect human health in the indoor environment.


016







ii  ❘  RESIDENTIAL INDOOR AIR QUALITY GUIDELINES  CARBON DIOXIDE


The focus of this document is carbon dioxide (CO2). In the 1987 Health Canada publication 
Exposure Guidelines for Residential Indoor Air Quality, an acceptable long-term exposure range 
(ALTER) of ≤ 3500 ppm was set for CO2 in residential indoor air. This value was derived from the 
lowest concentration at which direct physiological adverse health effects (i.e., increased blood 
acidity) had been observed in humans after several weeks of continuous exposure, based on the 
health and toxicological literature available at that time. Since the publication of these 
guidelines, new information has become available regarding potential health effects of 
exposure to elevated CO2 levels (particularly epidemiological and controlled human exposure 
studies) and indoor air exposure in Canada. 
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EXECUTIVE SUMMARY


RESIDENTIAL INDOOR AIR QUALITY GUIDELINES FOR  
CARBON DIOXIDE (CO2)


Exposure Limit
Concentration


Critical effect(s)
mg/m3 ppm


Long-term (24 h) 1800 1000 As CO2 increases, there may be an increased risk of:


•	 mucous membrane or respiratory symptoms (e.g., eye 
irritation, sore or dry throat, stuffy, congested or runny nose, 
sneezing, coughing, and rhinitis)


•	 decreased test performance (e.g., decision-making, task 
performance, standardized test scores)


•	 neurophysiological symptoms (such as headache, tiredness, 
fatigue, dizziness or difficulty concentrating)


The recommended long-term exposure limit for CO2 is 1000 ppm (based on a 24-hour average). 
The guidelines are based on effects observed in epidemiological studies in schools or offices 
and controlled exposure studies. 


BACKGROUND


Carbon dioxide is an odourless, colourless, and non-flammable gas; the main source of CO2 indoors 
is from the respiration of occupants. Indoor CO2 concentrations are often used as a surrogate for 
ventilation rate and as an indicator of general indoor air quality. 


The Residential Indoor Air Quality Guidelines (RIAQG) are intended to provide a recommended 
long-term indoor air exposure limit for CO2 which would indicate adequate ventilation as well as 
minimize risks to human health from CO2 and other indoor air pollutants. 


The guideline document also shows that levels in some Canadian homes may exceed the 
recommended exposure limit, and recommends various risk mitigation measures to improve 
general indoor air quality and reduce exposure to CO2.
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SOURCES AND EXPOSURE


Natural sources of atmospheric CO2 include animal and plant respiration, organic matter 
decomposition, outgassing from water surfaces, forest fires, and volcanic eruptions. Anthropogenic 
sources of CO2 emissions include the combustion of fossil fuels, building heating and cooling, 
land-use changes such as deforestation, and some industrial processes. Indoors, CO2 is mainly 
produced through the respiration of occupants, but it can also originate from other sources, 
such as unvented or poorly vented fuel-burning appliances and cigarette smoke.


As ventilation is the primary means of removal of CO2 from indoor environments, poorly ventilated 
homes or homes with unvented or poorly vented fuel-burning appliances may have elevated 
CO2 concentrations, especially if several occupants are present. Indoor CO2 concentrations are 
often used as a surrogate for ventilation rate and as an indicator for other occupant-derived 
pollutant (bioeffluent) concentrations and odours. Many building standards and guidelines for 
CO2 were established based on target CO2 concentrations that would indicate adequate ventilation 
for occupant comfort with respect to bioeffluents (odours) and not on direct health effects of CO2.


HEALTH EFFECTS


Studies in humans in school or office settings have found associations between CO2 exposure and 
mucous membrane or respiratory symptoms, rhinitis, neurophysiological symptoms, a lack of 
concentration, headaches, dizziness, heavy-headedness, tiredness, and decreased performance on 
tests or tasks. Studies in laboratory animals were generally at high concentrations of CO2; however, 
the results from studies investigating the neurological effects of CO2 exposure or its effects on the 
developing brain support the observations from human studies.


Indigenous peoples may be considered more vulnerable to the health effects of CO2, as close to 
one-fifth of the Indigenous population lived in crowded housing (on and off reserve) in 2016, which 
is higher than the non-Indigenous population, and the portion of First Nations people with 
registered or treaty Indian status living in a crowded dwelling was higher on reserve (over one 
third). Individuals living in low income housing are also considered to be more vulnerable to the 
health effects of air pollution in general, as they are more likely to live in homes with poor 
conditions. 


Infants and children are also considered a vulnerable population, as they may be exposed to 
elevated indoor CO2 levels in environments outside of their home, such as schools and daycare 
centres. In addition, because of their size, children inhale more air in relation to their body weight 
than adults. Infants and children may also be more susceptible than adults to the health effects of 
air contaminants due to differences in their ability to metabolize, detoxify, and excrete 
contaminants, and because they undergo rapid growth and development.
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Individuals with pre-existing health conditions (such as allergies and asthma) were found to be 
more susceptible to the mucous membrane and respiratory effects of CO2 than those without 
these conditions. Patients suffering from panic disorder were found to be more susceptible to the 
anxiogenic effects of CO2 compared to healthy subjects. Due to the physiological and metabolic 
actions of CO2 in the body, it is expected that individuals with cardiovascular conditions may also 
be more susceptible to the health effects of elevated CO2 exposure.


RISK MANAGEMENT RECOMMENDATIONS


Measured data confirms there are Canadian homes, schools, and daycare centres in which the 
recommended exposure limit for CO2 is exceeded. Therefore, there may be an increased risk of 
respiratory symptoms, decreased test performance, headaches, dizziness and tiredness.


As CO2 levels are strongly correlated with occupant density and ventilation, achieving a CO2 level 
in the home that is below the recommended exposure limit should be feasible with uncrowded 
housing and adequate ventilation. These strategies include the following:


•	 increasing natural ventilation by opening windows (taking into consideration ambient air 
quality);


•	 ensuring fuel-burning appliances are in good working order and properly vented;


•	 setting the mechanical ventilation system to a higher setting or letting it run longer;


•	 running the kitchen range hood exhaust fan when cooking;


•	 using the furnace fan or, if necessary, a separate fan or air supply to make sure air is 
distributed throughout the home;


•	 avoiding the use of unvented fuel-burning appliances (e.g., space heaters) indoors;


•	 not smoking indoors; and


•	 avoiding crowded living situations, if possible.


In terms of implementation of CO2 reduction strategies, specifically increased ventilation, ambient 
air quality must be considered. During periods of poor ambient air quality, such as those 
experienced during forest fire events, reducing air intake and thus infiltration of ambient air 
pollutants may be more beneficial from a health risk perspective, compared to reducing indoor CO2 
levels to below the recommended exposure limit. The information contained within this document 
may be used to inform the development of additional scenario-specific CO2 exposure limits.
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1	 PHYSICAL AND CHEMICAL 
CHARACTERISTICS


Carbon dioxide is a colourless, odourless, and non-flammable gas. At normal atmospheric 
temperatures and pressures, CO2 is a gas heavier than air, with a density of approximately one and a 
half times that of air. Carbon dioxide is relatively stable and inactive; however, it will react with water 
to form carbonic acid (H2CO3) (refer to section 4.1). Due to its small molecular size, CO2 diffuses 
readily through biological membranes and dissolves readily in aqueous solutions, including body 
fluids (Harper, Rodwell and Mayes 1979). Some of its physical and chemical properties are 
summarized in Table 1 (PubChem).


Table 1.  Physical and chemical properties of CO2


Property Value Chemical structure


Molecular formula CO2


Molecular weight 44.01 g/mol


CAS registry number 124-38-9


Density 1.976 g/L at 0 °C and 760 mm Hg


Water solubility Miscible in water (2000 mg/L) as well as in 
hydrocarbons and most organic liquids


Boiling point -78.464 °C at 101.3 kPa (sublimes)


Common synonyms Carbonic acid gas, dry ice


Conversion factors 1 ppm = 1.8 mg/m3


1 mg/m3 = 0.56 ppm


0.1% = 1000 ppm
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2	 SOURCES IN THE AIR


2.1	 OUTDOOR SOURCES


Natural sources of atmospheric CO2 include animal and plant respiration, organic matter 
decomposition, outgassing from water surfaces, forest fires, and volcanic eruptions. Carbon dioxide 
is constantly being removed from the air by its direct absorption into water and by vegetation 
through photosynthesis (ECCC 2015).


Anthropogenic sources of CO2 emissions include the combustion of fossil fuels, building heating 
and cooling, land-use changes including deforestation, and some industrial processes (ECCC 2015). 
The combustion of fossil fuels (e.g., power generation, transportation, and industry) is the main 
anthropogenic source of CO2 emissions in Canada. The National Inventory Report 1990–2016: 
Greenhouse Gas Sources and Sinks in Canada indicates that Canada’s emissions of CO2 were about 
559 megatonnes in 2016, and that CO2 emissions are the largest contributor to total greenhouse gas 
emissions (accounting for 79% of total emissions in 2016). Over the 2005–2016 period, national total 
greenhouse gas emissions have decreased by 3.8% in Canada (ECCC 2018).


2.2	 INDOOR SOURCES


The primary indoor source of CO2 is exhaled air from the occupants of the indoor space (Kiray et al. 
2014). An average person will produce approximately 15 L/hr of CO2 at rest and approximately  
45 L/hr of CO2 during moderate activity (Sundell 1982). The relative contribution of the occupants’ 
respiration to indoor CO2 levels depends on the number of people in the building, their level of 
physical activity, the volume of air per person, and the length of time spent in the building (Bureau 
of Chemical Hazards 1985). Thus, indoor settings with greater occupant density (e.g., schools, office 
buildings, and daycare centres) are considered to be more likely to experience elevated CO2 levels, 
particularly if ventilation is inadequate.


Health Canada exposure data collected from homes in Ottawa, Edmonton, Halifax, Montreal, 
Quebec, and the Annapolis Valley (Health Canada 2016, 2013, 2012; Health Canada and INSPQ 2015; 
Wheeler et al. 2011) showed that an increase in CO2 levels correlated with an increase in the number 
of occupants, although this trend was not always statistically significant (Health Canada 2018b). In 
studies in Quebec (winter) and Halifax (winter), marginally higher levels of CO2 were also observed in 
households with pets (Health Canada and INSPQ 2015; Health Canada 2012). Other sources of CO2 
in indoor air include unvented or poorly vented fuel-burning appliances (e.g., gas stoves, space 
heaters, water heaters, and furnaces) and cigarette smoking.
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Properly vented (and maintained) water heaters and furnaces are not expected to release significant 
amounts of CO2 into the indoor environment. However, fuel-burning appliances may vent gases 
directly into the house if the air pressure indoors is less than that outdoors (e.g., in tightly sealed 
buildings or with the use of exhaust fans from other appliances pumping air outside, such as a 
dryer) (IEC Beak Consultants Ltd. 1983). Furthermore, poorly located vents may result in the re-entry 
of emissions (e.g., through windows, doors, and small cracks in the outside walls).


The use of a gas stove or a fuel-burning space heater can have a significant impact on indoor CO2 
levels. Peak CO2 concentrations of up to 3000 ppm were measured in homes with a gas stove 
(Singer et al. 2017; Traynor 1984; Traynor et al. 1983). Similarly, the mean levels of CO2 were higher in 
the kitchens of homes during cooking with a gas stove as compared to an electric appliance 
(906 ppm vs. 744 ppm, respectively) (Willers et al. 2006). Marginal increases in the geometric mean 
concentrations of CO2 were observed with the daily use of a stove or oven (Health Canada 2018b) 
for homes in Edmonton (winter) or Halifax (summer), but no similar association was observed in 
other Health Canada studies (Wheeler et al. 2011; Health Canada 2013, 2012).


Carbon dioxide levels of up to 4500 ppm have been measured in homes during the use of kerosene 
space heaters (Hanoune and Carteret 2015; Richie and Oatman 1983; Traynor et al. 1983). Hanoune 
and Carteret (2015) investigated the indoor air quality of seven homes using kerosene space heaters 
and reported that all events of indoor CO2 levels > 1000 ppm observed could be attributed to 
combustion sources (i.e., kerosene heaters, gas stove cooking, or smoking). They indicated that the 
use of kerosene heaters was at the origin of all CO2 levels > 2500 ppm. They also found CO2 
concentrations correlated with the duration of use of the space heaters. Whitmyre and Pandian 
(2018) conducted a probabilistic analysis to estimate the impact of vent-free gas heating appliances 
on indoor air pollutant concentrations in energy-efficient homes in the United States. Predicted CO2 
concentrations (i.e., 50–100th percentile values estimated using the American Gas Association 
Research Division vent-free gas appliance model) ranged from 398 to 2147 ppm.


Cigarette smoking is also considered a source of CO2 in indoor air. The contribution of CO2 from 
two cigarettes smoked in a one-hour period (in a 40 m3 room with a ventilation rate of 0.5 air 
changes per hour [ACH]) was estimated to range from 9 to 27 ppm (Bureau of Chemical Hazards 
1985). Halios et al. (2005) investigated the concentration of indoor pollutants, including CO2, 
generated by smoking in a controlled environment and reported that smoking (i.e., 10 cigarettes 
smoked in a six-hour period) increased indoor CO2 concentrations by up to 4-fold compared to the 
baseline level, reaching approximately 1900 ppm CO2. However, the study design does not make it 
possible to determine what proportion of the CO2 increase is attributable to smoking alone, as 
opposed to other sources such as the respiration of occupants.
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2.2.1	 Ventilation


Ventilation describes the movement of air into or out of houses and is one of the key strategies to 
maintaining good indoor air quality. Ventilation can be characterized by an air exchange rate (AER) 
expressed in ACH, where low AERs (and low ACH) indicate low ventilation.


Residential ventilation may occur naturally or mechanically. Natural ventilation is caused by pressure 
differences between the inside and the outside of the house, allowing movement of air through the 
building envelope (e.g., exterior walls, foundations, roof, windows, and doors). Mechanical 
ventilation is created through the use of fans, ducting, and designed openings in the building 
envelope (e.g., exhaust fans, clothes dryer exhausts, range hoods, and heat or energy recovery 
ventilators) (Health Canada 2018c).


Due to an increased focus on reducing energy costs for heating and air conditioning, buildings in 
Canada have generally become more airtight. This change has led to decreasing AER in residences 
(Allen et al. 2016). Air exchange rates also depend on other factors such as the presence of a 
mechanical ventilation system, use of exhaust fans, geographic location, season, and weather 
conditions as well as the extent to which windows and doors are opened. As ventilation is the 
primary means of removal of CO2 from indoor environments, poorly ventilated homes or homes with 
unvented or poorly vented fuel-burning appliances may have elevated CO2 concentrations, 
especially if several occupants are present (Health Canada 2018c).


Indoor CO2 concentrations are often used as a surrogate for ventilation rate and as an indicator for 
other occupant-derived pollutant (bioeffluent) concentrations and odours. It is in this context that 
many building standards and guidelines for CO2 were established (i.e., they are not based on the 
intrinsic health effects of CO2). For example, the American Society of Heating, Refrigerating and 
Air-Conditioning Engineers (ASHRAE) standard on ventilation for acceptable indoor air quality 
recommends maintaining indoor CO2 levels at no greater than 700 ppm above ambient levels to 
indicate adequate ventilation for occupant comfort with respect to bioeffluents. As the outdoor 
CO2 level is assumed to range between 300 and 500 ppm, the indoor air concentration of CO2 
should be maintained below 1000 ppm (ASHRAE 2016). Similarly, other countries including France, 
Norway, Germany, Portugal, Korea, and Japan have established standards or guidelines for CO2 of 
600 to 1000 ppm, based on general air quality rather than direct health effects. More details on 
international guidelines for CO2 can be found in Appendix C.
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3	 CONCENTRATIONS IN INDOOR 
AND OUTDOOR AIR


Canadian indoor and outdoor exposure concentrations of CO2 are presented in Table 2.


3.1	 OUTDOOR CONCENTRATIONS


In a Health Canada study, the median and 95th percentiles of average hourly CO2 concentrations 
measured outside of 4 schools located in Ottawa were 419 and 532 ppm, respectively (MacNeill 
et al. 2016) (see Table 2). In the published literature, normal ambient outdoor ground-level CO2 
concentrations in the range of 328 to 442 ppm have been reported in the United States, Europe, 
Australia, and Japan (Muscatiello et al. 2015; Haverinen-Shaughnessy, Moschandreas and 
Shaughnessy 2011; Simoni et al. 2010; Ziska et al. 2001).


3.2	 INDOOR CONCENTRATIONS


Results from the Canadian Human Activity Pattern Survey 2 indicate that Canadians spend 
approximately 90% of their time indoors (Matz et al. 2014), most of which (70%) is indoors at home, 
with less time (19%) spent at other indoor locations such as schools, public buildings, offices, 
factories, stores, and restaurants. Therefore, the concentration of CO2 in the indoor environment 
is an important consideration for the health of Canadians.


The level of CO2 in indoor air is a function of the following three main factors: the outdoor CO2 
concentration; indoor sources of CO2; and the rate of removal or dilution of indoor CO2 with 
outdoor air by ventilation.


The concentrations of CO2 in Canadian homes, schools, and daycare centres reported in Heath 
Canada studies and the published literature are summarized in Table 2.


The median hourly average CO2 concentrations measured in Canadian residences located in 
Ottawa, Edmonton, Halifax, Montreal, Quebec, and the Annapolis Valley ranged from 418 to 
729 ppm (Mallach et al. 2017; Health Canada 2016, 2013, 2012; Health Canada and INSPQ 2015; 
Wheeler et al. 2011). Measured 95th percentiles for hourly average CO2 concentrations ranged from 
477 to 1483 ppm. Where residential measurements were taken in different seasons (i.e., Edmonton 
and Halifax), the winter indoor median average hourly CO2 concentrations were approximately 
80 to 160 ppm higher than those measured in summer. As these Health Canada studies collected 
data from over 200 households in six cities across Canada in both summer and winter, they are 
considered to be the most recent and most representative data available for quantifying long-term 
levels of indoor exposure to CO2 in Canadian single-family homes.
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Based on existing data, CO2 levels measured during winter in on-reserve First Nations homes 
located in Ontario and Manitoba and in Inuit communities in Nunavut were higher than those 
measured during winter in other Canadian residences, with median and 95th percentile hourly 
average CO2 concentrations ranging from 1058 to 1139 ppm, and from 2121 to 2436 ppm, 
respectively (Health Canada 2018a, 2007a; Weichenthal et al. 2012). Mean and maximum CO2 
levels of 1358 ppm and 2327 ppm, respectively, were reported in another study measuring CO2 
concentrations in 49 homes located in the Qikiqtaaluk (Baffin) Region in Nunavut (Kovesi et al. 2007).


Limited Health Canada data are available on CO2 concentrations in schools and daycare centres. 
A study conducted by Health Canada measured indoor and outdoor CO2 concentrations in 
four Ottawa elementary schools during school hours (MacNeill et al. 2016). The median and 
95th percentiles of measured hourly average CO2 concentrations in the schools were 491 and 
1171 ppm, respectively. Another Health Canada study measuring CO2 concentrations during 
operational hours in 21 daycare centres located in Montreal found that the mean CO2 concentration 
was 1333 ppm (standard deviation of 391) (St-Jean et al. 2012). The presence of a mechanical 
ventilation system and a large surface of play area per child were each significantly associated with 
lower CO2 levels; together they accounted for 44% of the variance in indoor CO2 concentrations.


The available Health Canada data on CO2 concentrations in schools and daycare centres are not 
expected to be representative of all of Canada. Therefore, data in the published literature on CO2 
levels in Canadian schools and daycare centres were also considered. In the greater Montreal area, 
minimum, mean, and maximum CO2 levels of 861, 1505, and 2442 ppm, respectively, were measured 
during the winter of 1989 in 91 daycare centres, with 70% of these centres exceeding CO2 
concentrations of 1000 ppm and 13% exceeding 2500 ppm (Daneault, Beausoleil and Messing 
1992). Dionne and Soto (1990) also reported CO2 concentrations exceeding 1000 ppm in 
four daycare centres located in the Montreal area.


In order to better characterize exposure of Canadians to CO2 in schools and daycare centres, data 
from other countries were also considered. The CO2 concentrations reported in schools and daycare 
centres in Canada are within the ranges reported internationally in the public literature (Mendell et al. 
2016; Dorizas, Assimakopoulos and Santamouris 2015; Muscatiello et al. 2015; da Conceição Ferreira 
and Cardoso 2014; Gaihre et al. 2014; Fromme, Bischof et al. 2013; Fromme, Lahrz et al. 2013, Norbäck, 
Nordström and Zhao 2013; Clausen et al. 2012, Myhrvold, Olsen and Lauridsen 1996), although it is 
recognized that climate, ventilation, and building characteristics could vary substantially.


No indoor CO2 exposure concentrations were found in Health Canada studies or in the published 
literature for emergency situations such as emergency shelters, which involve the non-routine use of 
municipal infrastructure. However, since the primary source of indoor CO2 is exhaled air from the 
occupants, and emergency shelters are likely to have high occupant density, it is anticipated that 
these environments may be more likely to experience elevated CO2 levels. This is particularly true if 
the ventilation is inadequate or if the outdoor air supply needs to be reduced or eliminated (i.e., to 
prevent outdoor air pollutants from entering the shelter, such as during a wildfire). In addition, an 
elevated outdoor air CO2 concentration could result in an increased indoor CO2 concentration from 
ventilation or infiltration in homes or emergency shelters.
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Table 2.  Concentrations of CO2 in indoor and outdoor air in Canada


 
 
Location


 
 


Season


Average hourly concentration (ppm)


No. homes/
schools/
daycare 
centres


No. of 
samples


Mean Minimum Median
75th 


percentile
95th 


percentile Maximum Reference


INDOOR—RESIDENTIAL


Edmonton, 
Alberta


Summer


Winter


48


32


7992


5339


612


750


321


396


537


696


715


848


1085


1258


2160


2608


Health Canada 
(2013)


Montreal, 
Quebec


Winter 44 7301 813 407 729 948 1483 2000


Health Canada 
and INSPQ 


(2015)


Ottawa, 
Ontario


Winter 44 7396 688 407 658 760 995 2000


Quebec, 
Quebec


Winter 46 7111 772 362 705 931 1338 2000


Halifax,  
Nova Scotia


Summer


Winter


50


50


8253


8179


695


758


294


397


623


705


775


868


1211


1201


2691


2409


Health Canada 
(2012)


Ottawa, 
Ontario


Fall 2 48 421 388 418 440 477 485
Health Canada 


(2016)


Ottawa, 
Ontario


Winter 29 7900 679 372 667 771 930 2042
Mallach et al. 


(2017)


Annapolis 
Valley,  
Nova Scotia


Winter 32 2339 809 447 658 848 1282 10 000
Wheeler et al. 


(2011)


Swan Lake, 
Manitoba


Winter 20 8541 1248 393 1114 1546 2436 3828
Weichenthal  
et al. (2012)


Nunavut Winter 18 1995 1225 395 1139 1451 2121 3739
Health Canada 


(2007a)


Sioux 
Lookout, 
Ontario


Winter 46 5792 1138 – 1058 1355 2140 4479
Health Canada 


(2018a)


Qikiqtaaluk 
Region, 
Nunavut


Winter 49 49
1358 


(SD: 531)
– – – –


2327 
(SD: 1068)


Kovesi et al. 
(2007)


INDOOR—SCHOOLS OR DAYCARE CENTRES


Ottawa, 
Ontario


Fall 4 4736 583 338 491 610 1171 2750
MacNeill et al. 


(2016)


Montreal, 
Quebec


Winter 21 –
1333 


(SD: 391)
723 – – – 2252


St-Jean et al. 
(2012)


Montreal, 
Quebec


Winter/ 
Spring


91 1672 1505 861 – – – 2442
Daneault, 


Beausoleil and 
Messing (1992)


OUTDOOR


Ottawa, 
Ontario  
(outside of 
schools)


Fall 4 5313 523 294 419 453 532 5047
MacNeill et al. 


(2016)
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4	 METABOLISM AND 
PHARMACOKINETICS


4.1	 RESPIRATION


Carbon dioxide enters the body from the atmosphere through the lungs via external respiration. It 
is also formed in cells as an end-product of aerobic metabolism (i.e., internal or cellular respiration) 
(Guyton 1982). Following its production in the body, CO2 diffuses from tissue cells into the 
surrounding capillaries and is carried by the blood bound to hemoglobin or dissolved as CO2, 
carbonic acid or bicarbonate (HCO3


-) ion, or as minor amounts of carbamino compounds (Guais 
et al. 2011).


Dissolved CO2 in the blood undergoes hydration in erythrocytes to form H2CO3, which then 
dissociates into hydrogen ions (H+) and HCO3


- (Guais et al. 2011). This mechanism is represented 
by the following chemical reaction:


CO2 + H2O ↔ H2CO3 ↔ H+ + HCO3
-


This reaction can interfere with the body’s acid-base balance, as shown by the Henderson-
Hasselbalch equation (Guais et al. 2011):


pH = pK + log (HCO-/CO2)


Under normal conditions, the partial pressure of CO2 in pulmonary capillary blood of approximately 
6.75% (or 45 mm Hg) is greater than that in alveolar air (6% or 40 mm Hg). Thus, the gas is able to 
pass freely through the alveolar membrane into exhaled air by passive diffusion as there is a partial 
pressure gradient between blood and air in the alveoli (Guais et al. 2011).


4.2	 CHEMICAL CONTROL OF RESPIRATION


Multiple sites in the brainstem (central chemoreceptors) and in the carotid and aortic bodies 
(peripheral chemoreceptors) are CO2/H


+-chemosensitive (i.e., highly sensitive to changes in the 
concentration of either blood CO2 or H+ (Jiang et al. 2005; Lahiri and Forster 2003). Excess CO2 or H+ 
in the blood stimulates the respiratory centre in the brainstem, resulting in increased respiration 
and elimination of CO2 via exhalation. Increased respiration also removes H+ from the blood 
because of the decreased blood H2CO3 (Guyton 1982). An increase of the partial pressure of CO2 in 
arterial blood (PaCO2


) as small as 0.015% (1 mm Hg) results in increased respiration (Jiang et al. 2005).
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4.3	 RESPONSES TO ELEVATED CO2 LEVELS IN THE BLOOD


As the CO2 concentration in air increases, the CO2 concentration gradient between blood and 
alveolar air decreases. Since less CO2 can diffuse into pulmonary alveoli from the blood during each 
breath, blood CO2 concentrations increase with increased exposure duration. Hypercapnia (or 
hypercarbia) defines the condition where there is too much CO2 in the blood (i.e., PaCO2


 > 6.75% or 
> 45 mm Hg) (Guais et al. 2011).


The physiological responses of the body to an elevation of CO2 levels in blood depend on the 
duration of exposure to and the concentration of CO2.


Respiratory regulation


The elevation of CO2 levels in blood has a very strong short-term effect on respiratory control. 
Within seconds after PaCO2


 increases (PaCO2
 [increase]/pH [decrease]), central and peripheral 


chemoreceptors become stimulated and induce an increase in breathing depth (tidal volume) and 
breathing rate. This effect reaches its peak within about one minute and then declines over the 
following days (Guyton 1982).


Renal/cellular regulation


When the body is unable to expel excess CO2, the excess is converted to H+ and HCO3
-, thus raising 


the body’s concentration of H+ and decreasing the body’s pH, which may result in acute or chronic 
acidosis (i.e., pH < 7.35). In addition to the respiratory regulation discussed above, the excess H+ can 
be neutralized by cellular buffering (occurring within minutes to hours) or renal compensation 
(occurring over three to five days) (Guais et al. 2011). Renal regulation of the blood pH is very active 
during chronic exposure to CO2 concentrations greater than 30 000 ppm in air, but occurs more 
slowly and is less effective during chronic exposure to CO2 concentrations below 30 000 ppm (Guais 
et al. 2011).


Bone buffering


As mentioned above, renal regulation of CO2-mediated acidosis is less effective when CO2 
concentrations are below 30 000 ppm for a long period of time. At this level, bone buffering has been 
postulated to be the primary compensatory mechanism (Bureau of Chemical Hazards 1985). Drummer 
et al. (1998) investigated the effects of prolonged exposure to elevated CO2 concentrations on 
calcium metabolism in human subjects, and observed decreases in serum calcium concentrations and 
biomarkers of bone formation as well as mild bone resorption (as indicated by the excretion rate of 
deoxypyridinoline) at 12 000 ppm CO2.
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5	 HEALTH EFFECTS


This section provides a brief summary of the health effects of inhaled CO2 in humans (see 
section 5.1) as well as relevant toxicological studies in experimental animals (see section 5.2). It 
focuses primarily on studies that examined the effects of relevant CO2 exposure concentrations 
(i.e., expected indoors under normal circumstances as seen in section 3.2). Studies examining the 
effects of CO2 at higher concentrations were also considered as they may be relevant to atypical 
exposure scenarios such as emergency shelters. Relevant information is drawn from a previous 
review of the health effects of inhalation exposure to CO2 conducted by Health Canada when 
developing the 1987 Exposure Guidelines for Residential Indoor Air Quality (Bureau of Chemical 
Hazards 1985). Relevant publications identified from a search of the literature published between 
1986 and 2017 where inhalation was the route of exposure were also considered.


5.1	 EFFECTS IN HUMANS


A summary of relevant studies on health effects in humans following prolonged or repeated 
exposure to CO2 is presented in Table B1 (controlled exposure studies) and Table B2 
(epidemiological studies) in Appendix B.


5.1.1	 Effects on blood chemistry


A decrease in blood pH (acidosis) was observed in subjects continuously exposed to elevated CO2 
concentrations (i.e., 7000 to 15 000 ppm for a minimum of 20 days) in studies conducted in a 
submarine environment (Schaefer 1982; Messier et al. 1979; Schaefer et al. 1963). The ALTER for CO2 
in residential indoor air of ≤ 3500 ppm was derived by Health Canada (1987) from the lowest 
concentration at which this effect had been observed in humans (i.e., 7000 ppm) after the 
application of an uncertainty factor of 2 for database uncertainties.


5.1.2	 Respiratory effects


A number of epidemiological studies have investigated the relationship between respiratory effects 
and CO2 concentrations in indoor settings such as schools and office environments. Most of these 
studies used self-reporting symptom surveys to measure the adverse effects, with only two using 
clinical tests in addition to those surveys (Norbärk et al. 2011; Simoni et al. 2010). Half of the studies 
did not control for exposures to other pollutants, while others controlled for exposures to certain 
pollutants (e.g., particulate matter [PM], volatile organic compounds [VOCs], ozone, nitrogen 
dioxide) (Dorizas, Assimakopoulos and Santamouris 2015; Lu et al. 2015; Tsai, Lin and Chan 2012; 
Kim et al. 2011; Simoni et al. 2010).
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Associations between CO2 concentration and respiratory and mucous membrane symptoms have 
been reported (Dorizas, Assimakopoulos and Santamouris 2015; Lu et al. 2015; Carreiro-Martins 
et al. 2014; Tsai, Lin and Chan 2012; Norbärk et al. 2011; Simoni et al. 2010; Erdmann and Apte 2004; 
Apte, Fisk and Daisey 2000; Myhrvold, Olsen and Lauridsen 1996). Effects such as eye irritation, sore 
or dry throat, stuffy, congested or runny nose, sneezing, and coughing were more likely to be 
reported by individuals exposed to CO2 concentrations > 800 ppm than by those exposed to lower 
CO2 levels (Tsai, Lin and Chan 2012; Norbärk et al. 2011). Carbon dioxide concentrations > 1000 ppm 
were associated with a higher risk of experiencing rhinitis (sneezing or a runny or blocked nose) 
(Simoni et al. 2010). Some authors have reported that a 100 ppm increase in CO2 concentration or in 
differential CO2 (i.e., the difference between indoor and outdoor CO2 concentrations) can increase 
the odds of experiencing various respiratory or mucous membrane symptoms (e.g., dry eyes, sore 
throat, nose/sinus symptoms, tight chest, sneezing, coughing, wheezing, and rhinitis) (Lu et al. 2015; 
Kim et al. 2011; Simoni et al. 2010; Erdmann and Apte 2004; Apte, Fisk and Daisey 2000).


Building-related symptoms include ocular, respiratory (e.g., nose or throat irritation, rhinitis, cough), 
and general (e.g., fatigue and headache) symptoms that are temporally related to time spent in a 
building, particularly offices (Burge 2004; Erdmann and Apte 2004). Carbon dioxide concentrations 
are generally considered a surrogate for other occupant-derived pollutant (bioeffluent) 
concentrations and ventilation rates in these studies. Individuals with certain health conditions (such 
as allergies and asthma) were found to be more likely to report experiencing building-related 
symptoms (sometimes referred to as sick building syndrome) than those without these conditions 
(Erdmann and Apte 2004).


Acute inhalation exposure to CO2 levels between 50 000 and 80 000 ppm decreases specific airway 
conductance (Tashkin and Simmons 1972) and was reported to cause respiratory symptoms (Maresh 
et al. 1997). Acute inhalation exposure to higher concentrations of CO2 produces nasal irritation 
(> 350 000 ppm) (Wise, Wysocki and Radil 2003) and can cause asphyxia (700 000 ppm) due to 
displacement of oxygen (Hill 2000).


Infants of mothers who smoked or misused substances during pregnancy were found to have a 
dampened ventilatory response and a lower increase in central respiratory drive in response to 
hypercapnia (i.e., induced by exposure to 20 000 and 40 000 ppm CO2) in the immediate newborn 
period compared with control subjects (Ali et al. 2014).


5.1.3	 Neurological effects


A number of studies investigated the neurophysiological effects or effects on performance (e.g., 
decision-making, proofreading) in adults exposed to varying CO2 concentrations under controlled 
conditions. In these studies (discussed below), pure CO2 was injected into the room or chamber or 
the ventilation was adjusted to achieve specific occupant-generated CO2 concentrations.
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Satish et al. (2012) studied decision-making performance under elevated CO2 concentrations 
(generated via injection of pure CO2) in an office-like chamber for 2.5 hours. A computer-based 
program called the Strategic Management Simulation (SMS) test was used to measure nine scales of 
decision-making performance. Effects on decision-making performance were observed for CO2 
exposure at 1000 ppm compared to 600 ppm. Under similar conditions, Kajtar and Herczeg (2012) 
investigated the effects of CO2 concentration on some physiological parameters, subject comfort, 
and task performance via two series of experiments in a laboratory setting (70-minute exposure). 
Effects on subject comfort (based on subjective evaluation of air quality as well as tiredness and 
concentration), task performance, and level of mental effort required to complete a task were 
observed at CO2 concentrations of 3000 ppm compared to 600 ppm. It is important to note that 
both of these studies were conducted with a small number of subjects (i.e., 10–22 individuals).


Other studies investigated the effects of variation in ventilation on perceived air quality, sick 
building syndrome symptoms, and task performance. Wargocki et al. (2000) reported improved task 
performance (i.e., text typing) with increasing ventilation (and corresponding decrease in CO2 
concentration). In the experiment, CO2 levels under the various ventilation conditions ranged from 
195 to 1266 ppm above outdoor levels, while other parameters, including total volatile organic 
compounds (TVOC), remained constant (275-minute exposure).


In some controlled exposure experiments, variations in ventilation affected TVOC levels and 
bioeffluents (i.e., compounds generated by the human body, including VOCs such as acetone and 
acetaldehyde) (Tsushima, Wargocki and Tanabe 2018; Tang et al. 2016) as well as CO2. Allen et al. 
(2016) simulated indoor environmental quality conditions in “green” (low VOC) and “conventional” 
(elevated VOC) office buildings with varying ventilation rates and CO2 levels (CO2 concentrations 
ranged from 550 to 1400 ppm; 8-hour exposure). The impacts on performance on nine cognitive 
function tests were evaluated using the SMS test. Ventilation rate and CO2 concentration were 
found to be independently associated with cognitive test performance. After adjustment for 
participants, it was estimated that a 400 ppm increase in CO2 was associated with a 21% decrease in 
a typical participant’s test score and a 20 cubic feet per minute increase in ventilation rate was 
associated with an 18% increase in these scores. Volatile organic compound levels were also 
independently associated with performance on the cognitive tests.


Other authors have studied the effects of ventilation on perceived air quality, sick building 
syndrome symptoms, and cognitive performance and reported neurophysiological symptoms (e.g., 
headaches and sleepiness) or decreased performance under lower ventilation conditions for 4 hours 
(Maula et al. 2017; Vehviläinen et al. 2016; Maddalena et al. 2015). However, based on the study 
designs or uncontrolled conditions (e.g., variation in TVOCs, other bioeffluents, PM or relative 
humidity), it cannot be determined whether the effects observed resulted from the variation in CO2 
or in any other parameters.
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Zhang et al. (2017) explored the effects of exposure to CO2 with or without bioeffluents on 
symptoms reporting and task performance (255-minute exposures). Exposures to bioeffluents with 
CO2 at 3000 ppm reduced perceived air quality and increased the intensity of reported headache, 
fatigue, sleepiness, and difficulty in thinking clearly (compared to 500 ppm CO2). Exposure to 
3000 ppm CO2 with bioeffluents also decreased speed of addition, increased response time in 
redirection, and decreased the number of correct linkages in a Tsai-Partington test for cue-
utilization capacity. No statistically significant effects on perceived air quality, acute health 
symptoms or cognitive performance were seen during exposures of up to 3000 ppm CO2 without 
bioeffluents. Based on those findings, the authors suggested that CO2 alone did not affect task 
performance or symptoms to the same extent as bioeffluents.


Several epidemiological studies investigated the relationship between neurophysiological 
symptoms or academic/work performance and CO2 concentrations in schools and office 
environments. It is important to note that as the majority of these studies did not control for 
exposures to other pollutants (whose levels tend to be highly correlated with those for CO2), it is 
difficult to determine the direct effects of CO2 alone.


Associations between increased CO2 concentrations and increased prevalence of self-reported 
neurophysiological symptoms (such as headache, tiredness, fatigue, dizziness or difficulty 
concentrating) or increased risk of experiencing these symptoms have been reported (Dorizas, 
Assimakopoulos and Santamouris 2015; Lu et al. 2015; Muscatiello et al. 2015; da Conceição Ferreira 
and Cardoso 2014; Norbäck, Nordström and Zhao 2013; Myhrvold, Olsen and Lauridsen 1996). In 
addition, da Conceição Ferreira and Cardoso (2014) found an association between lack of 
concentration and CO2 levels of > 984 ppm (maximum reference level according to Portuguese law), 
compared to levels < 984 ppm, while Myhrvold, Olsen and Lauridsen (1996) reported an association 
between increased prevalence of headache, dizziness, heavy headedness, tiredness, and difficulty 
concentrating and CO2 levels > 1500 ppm, compared to < 1500 ppm. Other studies reported 
increased odds of experiencing neurophysiological symptoms for every 100 ppm rise in indoor CO2 
levels (Lu et al. 2015; Muscatiello et al. 2015).


Increased CO2 concentrations have also been associated with decreased performance in school and 
office settings (e.g., lower standardized test results, power of attention or task performance speed) 
(Dorizas, Assimakopoulos and Santamouris 2015; Coley, Greeves and Saxby 2007; Wargocki and 
Wyon 2007a, 2007b; Myhrvold, Olsen and Lauridsen 1996). Several studies also reported 
associations between decreased ventilation rates in monitored classrooms or offices (estimated in 
most studies from CO2 measurements) and poorer academic or work performance (Mendell et al. 
2016; Petersen et al. 2016; Haverinen-Shaughnessy and Shaughnessy 2015; Bako-biro et al. 2012; 
Haverinen-Shaughnessy, Moschandreas and Shaughnessy 2011; Wargocki and Wyon 2007a, 2007b; 
Shaughnessy et al. 2006; Federspiel et al. 2004).


Neurological effects, such as reported headache, fatigue, visual impairment, and difficulty 
concentrating as well as temporarily increased cerebral blood flow velocity (which gradually 
decreased) have been reported in studies investigating the effects of prolonged exposure to high 
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concentrations of CO2 (i.e., 1 to 30 days at CO2 concentration between 6000 and 45 000 ppm) (Carr 
2006; Manzey and Lorenz 1998; Sliwka et al. 1998; Radziszewski, Giacomoni and Guillerm 1988; 
Sinclair, Clark and Welch 1969). Acute inhalation exposure to high concentrations of CO2 (i.e., 
17 000 to 80 000 ppm) has been shown to decrease depth perception (Sun, Sun and Yang 1996) and 
the ability to detect motion (Yang, Sun and Sun 1997). Symptoms such as tingling in the extremities, 
dizziness, and blurred or distorted vision have also been reported (Maresh et al. 1997).


Cerebrovascular reactivity (increased blood flow velocity) to hypercapnia has been observed in all 
blood vessels studied except the superior mesenteric artery (Miyaji et al. 2015; Sato et al. 2012). 
Dynamic cerebral autoregulation (i.e., maintenance of blood flow during changes in blood pressure) 
is also reduced (Ogoh et al. 2014). Increased anxiety and panic-like response have also been 
reported (Nillni et al. 2012; Pappens et al. 2012; Bailey et al. 2005), those suffering from panic or 
separation anxiety disorder being more likely to react and/or react more severely to CO2 exposure 
than those that do not (Atli, Bayin and Alkin 2012; Roberson-Nay et al. 2010; Pine et al. 2000; Beck, 
Ohtake and Shipherd 1999; Antony, Brown and Barlow 1997; Woods et al. 1988). At very high 
concentrations (> 150 000 ppm), CO2 is known to cause loss of consciousness and convulsions (Bove 
and Davis 2004). Inhalation of 350 000 ppm CO2 (one or two breaths) was found to activate the 
hypothalamus-pituitary-adrenal axis in the subjects and cause significant cardiovascular (increase of 
blood pressure) and psychological (anxiogenic) effects (Argyropoulos et al. 2002), and panic attacks 
in some individuals (Muhtz et al. 2010).


5.1.4	 Cardiovascular effects


Vehviläinen et al. (2016) investigated the physiological and functional effects of indoor CO2 
concentrations in four healthy male subjects in a meeting room located in an office building under 
ventilated and non-ventilated conditions, for 4 hours. Increases in blood CO2 concentration, 
changes in heart rate variability, and increased peripheral blood circulation were measured in 
participants in the non-ventilated room (CO2 concentrations of 2756 ± 1100 ppm). The observed 
changes were associated with concomitant increases in concentrations of CO2, VOCs, and PM as 
well as with increased temperature and relative humidity. As the data analysis did not control for 
confounders (i.e., other pollutants), it cannot be determined whether the effects observed resulted 
from the increase in CO2 or in the other parameters, or from a combination of factors.


Zhang, Wargocki and Lian (2017) explored the effects of CO2 and bioeffluents on physiological 
parameters. Four-hour exposures to CO2 at 3000 ppm without bioeffluents (obtained by adding 
pure CO2 to the outdoor air supply) resulted in higher end-tidal CO2 and heart rate compared to the 
reference CO2 condition (500 ppm; obtained from outdoor air supply only). Exposures to 1000 and 
3000 ppm CO2 with bioeffluents (obtained by restricting ventilation) significantly increased diastolic 
blood pressure and reduced nasal peak flow compared to their pre-exposure levels, and increased 
heart rate compared to exposure to 500 ppm CO2. Based on the study results, the authors 
suggested that CO2 alone did not affect symptoms to the same extent as bioeffluents did.
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Cardiovascular effects of prolonged inhalation exposure to elevated CO2 concentrations (7000 or 
12 000 ppm for 23 days) in humans include reduced diffusing capacity for carbon monoxide (CO) 
and a fall in cardiac output (Sexton et al. 1998), increased ventilation (air exchange between the 
environment and the lungs) (Elliot et al. 1998; Hoffmann et al. 1998), and temporarily increased heart 
and respiratory rates (Gundel, Drescher and Weihrauch 1998).


Symptoms such as increased blood pressure and heart rate, heart palpitations, and chest pressure 
have been reported following acute inhalation exposure to CO2 (50 000 to 80 000 ppm) (Bailey et al. 
2005; Maresh et al. 1997). Cooper et al. (1970) investigated the effects of inhalation of 50 000 ppm 
CO2 on stroke patients with and without hypertension, and reported a rise in systemic and 
pulmonary arterial blood pressure and in cardiac work in subjects exposed to CO2. At very high 
concentrations (300 000 ppm), CO2 is associated with clinically significant cardiac arrhythmia and 
significant but transient cardiopulmonary morbidity (Halpern et al. 2004; McArdle 1959).


5.1.5	 Carcinogenic effects


No studies on the carcinogenic potential of inhaled CO2 in humans were identified in the literature.


5.2	 TOXICOLOGICAL STUDIES


5.2.1	 Respiratory effects


Acute inhalation exposure to CO2 (127 000–150 000 ppm for 1–6 hours) in rodents has been observed 
to cause an increase in lamellar bodies in alveolar lining cells, congestion, edema, and haemorrhage 
in lung tissue (Schaefer, Avery and Bensch 1964) as well as an inflammatory response in the lungs 
(Schwartz et al. 2010). Acute exposure at higher levels has been found to depress respiration, and 
cause posthypercapneic hypotension as a result of decreased cardiac output (at 500 000 ppm CO2) 


and complete respiratory and circulatory cessation (at 800 000–1 000 000 ppm CO2) (Ikeda et al. 1989).


With respect to longer term exposure (at CO2 levels ranging from 10 000 to 30 000 ppm), respiratory 
effects included minor lung changes (Schaefer et al. 1979) and abnormalities (such as incomplete 
expansion of part of the lung and hyaline membrane formation) (Niemoleler and Schaefer 1962). 
Statistically significant effects on the olfactory sensitivity to pheromone and the nasal structure (e.g., 
changes in the cell number and thickness of the vomeronasal or olfactory epithelium, a reduction in 
the mitotic activity of the basal epithelium cells, and an increase of mature olfactory neurons) were 
also observed in female mice exposed to 30 000 ppm CO2 for four weeks (for 5 h/day or 12 h/day for 
5 days/week) (Hacquemand et al. 2010; Buron et al. 2009). The changes observed in the epithelium 
thickness suggested the effect was dependent on exposure duration.


5.2.2	 Neurological effects


Toxicological studies investigating the neurological effects of CO2 exposure or its effects on the 
developing brain, albeit at very elevated exposure concentrations, support a line of evidence for 
effects reported in the epidemiological literature, in which those exposed to elevated CO2 levels 
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indicated increased sleepiness and decreased neurocognitive performance. Possible modes of 
action could involve inhibitory effects of CO2 on the gamma-aminobutyric acid (GABAA) receptor 
(Sanna et al. 1992) and sodium ion (Na+) channel (Gu et al. 2007, see section 5.2.3) activity, both of 
which reduce neuronal activity.


Acute inhalation exposure to high levels of CO2 (i.e., 75 000 to 350 000 ppm) was found to reduce 
the function of the GABAA-ionophore receptor complex in various brain areas of rats (Sanna et al. 
1992) and increase plasma levels of free norepinephrine metabolite (MHPG), growth hormone, 
prolactin, and cortisol in monkeys (Krystal et al. 1989). In addition, the findings of a study conducted 
by Itoh, Yoshioka and Kennotsu (1999) suggest that hypercapnia (induced in anaesthetized and 
artificially ventilated Wistar rats exposed to 130 000 ppm CO2 in inspired air) may suppress 
hippocampal synaptic transmission and its long-term potentiation.


Additional studies on the effects of CO2 on the developing brain are described in section 5.2.3.


5.2.3	 Reproductive/developmental effects


Few studies have examined the reproductive and developmental effects of CO2 at relevant exposure 
concentrations. A series of experiments were conducted to investigate the neurological, reproductive, 
and developmental effects of inhalation exposure to CO2 concentrations ranging from 1000 to 
25 000 ppm in rats—that is, a range-finding study (Hardt, James, Gut and Gargas 2011), a 28-day 
exposure study which included post-exposure mating (Hardt, James, Gut, Mcinturf, et al. 2011), and a 
98-day, two-generation study modeled after the 1998 United States Environmental Protection Agency 
test guidelines for Reproduction and Fertility Effects (Hardt et al. 2015). The study results showed no 
reproductive or developmental effects and no adverse changes to estrous cycles or reproductive 
hormones. Neurotoxicity endpoints were also examined; there were no effects in motor activity or 
maze tests, and although there were some differences in pup distress vocalization and maternal 
retrieval in the 28-day study, the results were not consistent or dose-related.


Studies published prior to 1987 demonstrated that short-term exposure to very elevated 
concentrations of CO2 (i.e., 50 000 to 350 000 ppm) may result in reproductive (degenerative 
changes in testes, tubular disturbances, effects on spermatogenesis) and developmental (cardiac 
and skeletal malformations, increased tissue and cellular maturation in the lungs) effects in 
experimental animals (Nagai et al. 1987; VanDemark, Schanbacher and Gomes 1972; Schaefer et al. 
1971; Grote 1965; Haring 1960). Developmental effects such as neovascularisation of the retina 
(Holmes et al. 1998, 1997; Holmes, Leske and Zhang 1997; Holmes, Duffner and Kappil 1994) and 
changes in the characteristics of the alveoli and gene regulation for lung development (Ryu et al. 
2010; Das et al. 2009; Li et al. 2006) have also been reported in other neonatal rodent studies 
exploring the effects of exposure to high levels of CO2 (i.e., 60 000 to 100 000 ppm CO2).


Kiray et al. (2014) studied the effects of lower CO2 exposure on brain development (i.e., on the 
hippocampus, prefrontal cortex, and amygdala). They exposed rats to air containing 500 (control), 
1000 or 3000 ppm CO2 in utero during the entire pregnancy and up to postnatal day 38 
(adolescence). They reported statistically significant changes in hormonal and enzymatic activity, 
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increased apoptosis in hippocampus as well as increased anxious behaviour and impaired memory 
and learning in pups. The study findings suggest a dose-dependent effect of CO2 on memory and 
learning. However, due to errors noted and limited information on the study protocol, the reliability 
of these findings are questionable.


Tachibana et al. (2013) exposed rat pups (7-day-old) to 130 000 ppm CO2 (for 2–4 hours), and studied 
hippocampal function at 10 weeks of age via learning ability (Morris water maze test) and long-term 
potentiation induction and paired-pulse responses in the hippocampus. Impaired induction of 
long-term potentiation in the synapses of the cornu ammonis 1 area was observed and paired-pulse 
responses of population spikes increased significantly in CO2-exposed rats, which suggest 
decreased recurrent inhibition in the hippocampus. The authors indicated that these long-lasting 
modifications in hippocampal synaptic plasticity may contribute to the learning impairments 
associated with perinatal hypoxic hypercapnia and acidosis. Spatial reference learning ability was 
also observed to be delayed, but the memory was retained after learning took place.


Gu, Xue and Haddad (2004) and Gu et al. (2007) found that exposure to elevated CO2 concentrations 
(75 000–120 000 ppm) can have an effect on the excitability of neurons in neonatal mice (as indicated 
by statistically significant changes to neuron properties); this effect was dependent on the duration 
and the level of CO2 exposure. Their investigation indicated that the difference in excitability 
observed at 120 000 ppm CO2 was related to a reduction of types I and III Na+ channel expression. 
Das et al. (2009) observed that exposure to 80 000 ppm CO2 resulted in a statistically significant 
increase in TUNEL-positive hippocampal cells, an indicator of apoptosis, necrosis or generalized 
deoxyribonucleic acid (DNA) injury compared to control conditions as well as a statistically significant 
increase in the expression of specific apoptotic mediators.


5.2.4	 Cardiovascular effects


Thom et al. (2017) showed that mice exposed for two hours to 2000 or 4000 ppm CO2 had elevated 
neutrophil and platelet activation and diffuse vascular injury compared to controls.


5.2.5	 Carcinogenicity and genotoxicity


No relevant studies on the carcinogenic potential of inhaled CO2 in experimental animals were 
identified in the literature. The few published in vivo animal studies examining a possible 
carcinogenic effect of CO2 were not considered relevant to this assessment as they used extremely 
high concentrations (450 000–1 000 000 ppm), and protocols involved exposure by intraperitoneal 
insufflation or in vitro tissue exposure followed by transplantation (ANSES 2013, Guais et al. 2011).


In vitro, some studies have shown that high CO2 concentrations (80 000–120 000 ppm) can promote 
division or proliferation in lung cells; and in bacteria, at concentrations as low as 40 to 1000 ppm, 
CO2 increased DNA damage and mutations caused by reactive oxygen species (ANSES 2013; Guais 
et al. 2011).
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5.3	 SUMMARY OF HEALTH EFFECTS


Epidemiological studies looking at CO2 concentrations and health effects in school or office 
environments showed that mucous membrane or respiratory symptoms (e.g., eye irritation, sore or 
dry throat, stuffy, congested or runny nose, sneezing, and coughing) were more likely to be 
reported by individuals exposed to CO2 concentrations > 800 ppm than by those exposed to lower 
CO2 levels (Tsai, Lin and Chan 2012; Norbärk et al. 2011). Carbon dioxide concentrations > 1000 ppm 
were associated with a higher risk of experiencing rhinitis (sneezing or a runny or blocked nose) 
(Simoni et al. 2010). Dose-response associations between increases in CO2 levels and the odds of 
experiencing various respiratory or mucous membrane symptoms (e.g., dry eyes, sore throat, nose/
sinus symptoms, tight chest, sneezing, coughing, wheezing, and rhinitis) were also reported (Lu et 
al. 2015; Kim et al. 2011; Simoni et al. 2010; Erdmann and Apte 2004; Apte, Fisk and Daisey 2000).


The epidemiological data from school or office environments also showed associations between 
increased prevalence of self-reported neurophysiological symptoms (such as headache, tiredness, 
fatigue, dizziness or difficulty concentrating) or increased risk of experiencing these symptoms and 
elevated CO2 concentrations (Dorizas, Assimakopoulos and Santamouris 2015; Lu et al. 2015; 
Muscatiello et al. 2015; da Conceição Ferreira and Cardoso 2014; Norbäck, Nordström and Zhao 
2013; Myhrvold, Olsen and Lauridsen 1996). Specifically, CO2 levels of > 984 ppm were associated 
with a lack of concentration (da Conceição Ferreira and Cardoso 2014; Myhrvold, Olsen and 
Lauridsen 1996), while CO2 levels > 1500 ppm were associated with increased prevalence of 
headaches, dizziness, heavy headedness, and tiredness, compared to levels < 1000 ppm (Myhrvold, 
Olsen and Lauridsen 1996). Other studies reported increased odds of experiencing 
neurophysiological symptoms for every 100 ppm increase in CO2 levels (Lu et al. 2015; Muscatiello et 
al. 2015). Individuals with certain health conditions (such as allergies and asthma) were found to be 
more likely to report experiencing neurophysiological symptoms than those without these 
conditions (Erdmann and Apte 2004).


Associations (not always but often statistically significant) between increased CO2 concentration (or 
decreased ventilation rate per person where that was the metric) and decreased performance in 
school or office settings (e.g., decision-making, task performance, standardized test scores) were 
also observed (Mendell et al. 2016; Petersen et al. 2016; Dorizas, Assimakopoulos and Santamouris 
2015; Haverinen-Shaughnessy and Shaughnessy 2015; Toftum et al. 2015; Bako-Biro et al. 2012; 
Twardella et al. 2012; Coley, Greeves and Saxby 2007; Wargocki and Wyon 2007a, 2007b; 
Shaughnessy et al. 2006; Federspiel et al. 2004; Myhrvold, Olsen and Lauridsen 1996). 


Controlled exposure studies on the effects of varying CO2 concentrations suggest that bioeffluents 
may have contributed to symptom reporting and task performance (Zhang et al. 2017; Allen et al. 
2016), but this was not quantified. Allen et al. (2016) found ventilation rate, VOCs, and CO2 
concentration to be independently associated with cognitive test performance and reported that a 
400 ppm increase in CO2 was associated with a 21% decrease in a typical participant’s test score. 
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Furthermore, effects on decision-making or task performance were observed for exposures to CO2 
≥ 1000 ppm relative to 600 ppm in studies conducted under controlled conditions (i.e., pure CO2 
injected into a laboratory or chamber) (Satish et al. 2012).


Reported health effects associated with increasing CO2 concentrations in human studies are 
presented in Table 3 below. Note that only studies which reported health effects at measured CO2 
concentrations, or an association between health effects and increasing CO2 concentrations are 
shown. Studies which reported only a change in ventilation and not corresponding CO2 
measurements were not included, nor were studies that reported only the difference between 
indoor and outdoor CO2 concentration rather than the absolute indoor concentration. More details 
on each study can be found in Appendix B.
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As indicated in Table 3, based on the studies which investigated the effects of exposure to CO2 in 
humans at relevant concentrations (i.e., expected indoors under normal circumstances), it appears 
that the risk of experiencing health effects (such as mucous membrane, respiratory or 
neurophysiological symptoms, or decreased cognitive performance) begins to increase at CO2 
concentrations greater than about 800 ppm. However, limitations with the available studies have 
been noted. For example, of all the studies which reported relationships between symptoms or task 
performance and elevated indoor CO2 concentrations, and which specified the CO2 exposures 
(rather than ventilation rates), only a handful were carried out at CO2 concentrations below 
1000 ppm. In addition, co-pollutants and other confounding factors were not, for the most part, 
measured nor taken into account in the prolonged or repeated exposure studies. Another limitation 
of the available studies is the fact that many of the health outcomes were measured subjectively 
(e.g., self-reported symptoms) or using different methods (e.g., cognitive task evaluations included 
standardized knowledge tests, office-like tasks, and SMS tests). The relevance of these types of 
outcomes to long-term health effects is also not clear. Furthermore, many of the available studies 
were conducted with a small number of participants. Finally, in some studies, the CO2 concentration 
measurements did not align temporally with the administration of the questionnaire and/or 
cognitive task performance test.


Effects of repeated or prolonged inhalation exposure to higher CO2 concentrations (between 
approximately 6000 and 45 000 ppm for 1 to 30 days) in humans include cardiovascular effects such 
as a reduced diffusing capacity for CO and a fall in cardiac output (Sexton et al. 1998), increased 
ventilation (air exchange between the environment and the lungs) (Elliot et al. 1998; Hoffmann et al. 
1998), temporarily increased heart and respiratory rates (Gundel, Drescher and Weihrauch 1998), 
and neurophysiological effects (e.g., headaches, fatigue, visual impairment, and difficulty 
concentrating) as well as temporarily increased cerebral blood flow velocity (Carr 2006; Manzey and 
Lorenz 1998; Sliwka et al. 1998; Radziszewski, Giacomoni and Guillerm 1988; Sinclair, Clark and 
Welch 1969).


Studies in laboratory animals were generally at high concentrations; however, the results from 
studies investigating the neurological effects of CO2 exposure or its effects on the developing brain 
support the observations from human studies.
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5.4	 VULNERABLE AND SUSCEPTIBLE POPULATIONS


Indigenous peoples may be considered more vulnerable to the health effects of CO2, as according 
to 2016 Census data, close to one-fifth (18.3%) of the Indigenous population lived in crowded 
housing1 (on and off reserve), which is higher than the non-Indigenous population (8.5%), and the 
portion of First Nations people with registered or treaty Indian status living in a crowded dwelling 
was higher on reserve (36.8%). Crowding and inadequate ventilation have also been identified as 
characteristics of First Nations and Inuit housing in certain communities (CMHC 2019, 2005; 
Statistics Canada 2017; Health Canada 2007b; Kovesi et al. 2007). These factors could explain in part 
the higher levels of CO2 measured in homes of First Nations and Inuit communities (Health Canada 
2018a; 2007a; Weichenthal et al. 2012; Kovesi et al. 2007) compared to the concentrations measured 
in other Canadian residences. Individuals living in low income housing are also considered to be 
more vulnerable to the health effects of air pollution in general, as they are more likely to live in 
homes with poor conditions.


Infants and children are also considered a vulnerable population, as they may be exposed to 
elevated indoor CO2 levels in environments outside of their home, such as schools and daycare 
centres. In addition, because of their size, children inhale more air in relation to their body weight 
than adults. Infants and children may also be more susceptible than adults to the health effects of 
air contaminants due to differences in their ability to metabolize, detoxify, and excrete 
contaminants, and because they undergo rapid growth and development (Suk, Murray and Avakian 
2003; Faustman et al. 2000). Infants of mothers who smoked or misused substances during 
pregnancy were found to be more susceptible to the adverse effects of hypercapnia than control 
subjects (Ali et al. 2014).


Individuals with pre-existing health conditions (such as allergies and asthma) were found to be more 
susceptible to the mucous membrane and respiratory effects of CO2 than those without these 
conditions (Erdmann and Apte 2004). Due to the physiological and metabolic actions of CO2 in the 
body, it is expected that individuals with cardiovascular conditions may also be more susceptible to 
the health effects of elevated CO2 exposure. Patients suffering from panic disorder or separation 
anxiety disorder were found to be more susceptible to the anxiogenic effects of CO2 compared to 
healthy subjects (Atli, Bayin and Alkin 2012; Roberson-Nay et al. 2010; Pine et al. 2000; Beck, Ohtake 
and Shipherd 1999; Antony, Brown and Barlow 1997; Woods et al. 1988). 


1	 See Housing suitability as a measure of crowding.
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6	 RISK CHARACTERIZATION 


6.1	 DERIVATION OF THE RECOMMENDED LONG-TERM 
EXPOSURE LIMIT


Epidemiological and controlled exposure studies examining CO2 concentrations and health effects 
in school or office environments have shown associations between increases in CO2 levels and the 
odds of experiencing mucous membrane or respiratory symptoms (e.g., eye irritation, sore or dry 
throat, stuffy, congested or runny nose, sneezing, coughing, and rhinitis); an increased prevalence 
of neurophysiological symptoms (such as headache, tiredness, fatigue, dizziness or difficulty 
concentrating); and decreased test performance (e.g., decision-making, task performance, 
standardized test scores) (see section 5.1). In many of these studies, CO2 was used as a measure of 
ventilation, and other indoor pollutants are also increased under conditions of low ventilation. 
Therefore this needs to be taken into consideration when attributing health effects directly to CO2 
exposure. Studies in laboratory animals support the observations reported in human studies (see 
section 5.2).


There are limitations to the available human studies examining associations between health effects 
and CO2 concentrations relevant to indoor exposure (≤ 3000 ppm) (see section 5.3 for details). 
Although associations have been observed between increased CO2 concentrations and increased 
reporting of respiratory or neurophysiological symptoms and decreased performance on tasks and 
tests, no causality can be determined. However, despite database deficiencies and issues with the 
data collection and analysis of many of the human studies, available studies suggest a trend of 
increasing odds of symptoms with increasing indoor CO2 concentration. Although a few studies 
showed associations between effects and concentrations below 1000 ppm, most used test 
concentrations that were above this level. 


No individual study was considered strong enough on its own to be selected as the basis for a 
recommended exposure limit, however, taken as a whole the database indicates that there may be 
comfort benefits (i.e. improved perception of indoor air quality) and health benefits to reducing 
indoor CO2 concentrations, and that 1000 ppm could be considered a suitable exposure limit. This 
level is in line with the ASHRAE standard as well as standards from other countries. It should be 
noted that these other existing standards also use CO2 as a surrogate for overall indoor air quality, 
and were not derived based on direct health effects. Therefore, the recommended long-term 
exposure limit for CO2 is 1000 ppm.
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6.2	 EXPOSURE IN CANADIAN HOMES IN RELATION TO 
RECOMMENDED EXPOSURE LIMIT


Results from the Canadian Human Activity Pattern Survey 2 indicate that Canadians spend 
approximately 90% of their time indoors (Matz et al. 2014), most of which (70%) is indoors at home, 
with less time (19%) spent at other indoor locations such as schools, public buildings, offices, 
factories, stores, and restaurants. Given the proportion of time spent indoors and the fact that most 
of the CO2 indoors comes from indoor sources—primarily occupant respiration—the concentration 
of CO2 in the indoor environment is an important consideration for the health of Canadians.


Health Canada has completed several indoor exposure studies in multiple Canadian cities or 
regions. The results of these studies include residential indoor CO2 concentrations as well as levels 
in schools and daycare centres. Median CO2 levels measured in Health Canada studies in Canadian 
homes in six cities ranged from 418 to 729 ppm, and 95th percentiles from 477 to 1483 ppm (see 
Table 2). Based on existing data, overall, CO2 levels measured in on-reserve First Nations homes in 
Ontario and Manitoba and in Inuit communities in Nunavut were higher than those measured in 
other Canadian residences, with median and 95th percentiles ranging from 1058 to 1139 ppm, and 
from 2121 to 2436 ppm, respectively. Carbon dioxide levels measured in Health Canada studies in 
schools and daycare centres fell within the range of residential values (i.e., median and 
95th percentile in four schools were 491 and 1171 ppm, respectively; mean in 21 daycare centres was 
1333 ppm, with a standard deviation of 391 ppm).


Figures 1 and 2 show a comparison between CO2 concentrations measured in Health Canada 
studies in Canadian homes (including on-reserve First Nations homes located in Ontario and 
Manitoba and in Inuit communities in Nunavut), schools, and daycare centres (see Table 2), and the 
range of concentrations associated with health effects in human studies (see Table 3). Median CO2 
levels measured in Canadian homes in six cities are below the lowest level at which there was an 
association with any effects. However, median CO2 levels in on-reserve First Nations homes located 
in Ontario and Manitoba and in Inuit communities in Nunavut are slightly above levels at which 
associations with respiratory and mucous membrane symptoms, decreased concentration and 
lower test scores in school and office settings were observed (see Figure 1). When considering the 
range of 95th percentiles, the upper end of the measured levels in six cities is slightly above levels at 
which these associations were observed. The 95th percentiles in on-reserve First Nations homes 
located in Ontario and Manitoba and in Inuit communities in Nunavut are also above the range of 
concentrations associated with increased reports of headache, dizziness and tiredness. 


With respect to the small number of Canadian schools (4) and daycare centres (21) studied by 
Health Canada, the median CO2 level measured in occupied schools is below the CO2 
concentrations associated with health effects. However, the 95th percentile CO2 level measured in 
schools and the mean CO2 level measured in daycare centres fall within the range of concentrations 
associated with increased reports of respiratory and mucous membrane symptoms, decreased 
concentration, lower test scores in school and office settings, headache, dizziness and tiredness 
(see Figure 2).
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These results suggest that there are likely Canadian homes, schools, and daycare centres in which 
the recommended exposure limit of 1000 ppm is exceeded. On-reserve First Nations homes 
located in Ontario and Manitoba and in Inuit communities in Nunavut are more likely to have 
measured levels of CO2 that are above the recommended exposure limit than other Canadian 
homes. However, as noted in sections 5.3 and 6.1, interpretation of the studies on which the 
recommended exposure limit is based is limited by multiple factors. In addition, it cannot be 
determined from the available evidence whether CO2 or some other factor causes the observed 
effects. Nevertheless, as Figures 1 and 2 suggest, lowering CO2 concentrations in homes, schools, 
and daycare centres to below the recommended exposure limit could decrease the risk of 
symptoms associated with increased CO2 concentrations.


Atypical exposure scenarios, including during the use of emergency shelters, which involve non-
routine use of municipal infrastructure, have also been considered. As no indoor CO2 exposure 
concentrations were found in Health Canada studies or in the published literature for emergency 
situations, CO2 exposure from atypical exposure scenarios could not be characterized as part of this 
assessment.
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Figure 1.  Comparison of CO2 concentrations in Canadian homes to CO2 concentrations associated 
with health effects 


*	 Some associations were observed in epidemiological studies (in offices and schools) and controlled exposure studies (generally 1- to 5-hour 
exposures). However, many study limitations were noted, and causality was not linked to CO2. Carbon dioxide levels closer to the bottom (green) 
represent the lowest potential risk of health effects.
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Measured levels 


2121-2436 ppm: 95th percentile CO2 


levels in Canadian on-reserve First 
Nations homes located in Ontario 
and Manitoba and in Inuit 
communities in Nunavut 


477-1483 ppm: 95th percentile CO2 


levels in Canadian homes in 6 cities 


1058-1139 ppm: Median CO2 levels 
in Canadian on-reserve First Nations 
homes located in Ontario and 
Manitoba and in Inuit communit ies in 
Nunavut 


418-729 ppm: Median CO2 levels in 
Canadian homes in 6 cities 


Effects* 


7000-45 000 ppm: Reduced CO diffusing capacity, 
fall in cardiac output, increased ventilation, 
temporarily increased heart and respiratory rates 


6000-45 000 ppm: Fatigue, visual impairment, 
temporarily increased cerebral blood flow velocity 


For every 100 ppm increase: Associations with 
wheeze, dry throat, difficulty concentrating, 
lower test scores, headache, tiredness, dizz iness 


1500 ppm: Headache, dizziness, tiredness 


1000 ppm: Decreased concentration and lower 
test scores/ task performance in school or office 
settings 


1000 ppm: recommended exposure limit 


~800 -1000 ppm: Increased reported eye 
irritation, sore/dry throat, stuffy/ congested/ 
runny nose, sneezing, coughing in school or office 
settings 
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Figure 2.  Comparison of CO2 concentrations in a limited number of Canadian schools and daycare 
centres to CO2 concentrations associated with health effects 


*	 Some associations were observed in epidemiological studies (in offices and schools) and controlled exposure studies (generally 1- to 5-hour 
exposure). However, many study limitations were noted, and causality was not linked to CO2. Carbon dioxide levels closer to the bottom (green) 
represent the lowest potential risk of health effects.
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Measured levels 


1333 ±391 ppm: Mean (±SD) CO2 


levels in 21 Canadian daycare centres 


1171 ppm: 95th percentile CO2 
levels in 4 Canadian schools 


491 ppm: Median CO2 levels in 4 
Canadian schools 


Effects* 


7000-45 000 ppm: Reduced CO diffusing capacity, 
fal l in cardiac output, increased ventilation, 
temporarily increased heart and respiratory rates 


6000-45 000 ppm: Fatigue, visual impairment, 
temporarily increased cerebral blood flow velocity 


For every 100 ppm increase: Associations with 
wheeze, dry throat, difficulty concentrating, 
lower test scores, headache, tiredness, dizziness 


1500 ppm: Headache, dizziness, tiredness 


1000 ppm: Decreased concentration and lower 
test scores/ task performance in school or office 
settings 


1000 ppm: recommended exposure limit 


~soo -1000 ppm: Increased reported eye 
irritation, sore/dry throat, stuffy/ congested/ 
runny nose, sneezing, coughing in school or office 
settings 
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6.3	 UNCERTAINTIES AND AREAS OF FUTURE RESEARCH


Areas for future research that have been identified by this assessment include the following:


•	 Human studies investigating the health effects of indoor CO2 concentrations relevant to 
indoor environments (especially < 1000 ppm), which control for potential confounders, 
including other indoor pollutants, and use standard test methods.


•	 Studies exploring the relative contribution of CO2 and other pollutants on respiratory, 
mucous membrane, and neurophysiological symptoms or neurocognitive performance 
at CO2 exposure levels relevant to indoor environments.


•	 Studies in potentially sensitive populations (e.g., individuals with pre-existing health 
conditions) investigating the health effects of indoor CO2 concentrations relevant to indoor 
environments (especially < 1000 ppm).


•	 Characterization of the relative contributions of potential sources of indoor CO2.


•	 Characterization of indoor exposures to CO2 in non-residential indoor settings  
(such as schools and daycare centres) in Canada.


054







34  ❘  RESIDENTIAL INDOOR AIR QUALITY GUIDELINES  CARBON DIOXIDE


7	 GUIDELINES


7.1	 RECOMMENDED LONG-TERM EXPOSURE LIMIT


Table 4.  Recommended long-term exposure limit for CO2 in indoor environments


Exposure Limit
Concentration


Critical effect(s)*
mg/m3 ppm


Long-term (24 h) 1800 1000 As CO2 increases, there may be an increased risk of:


•	 mucous membrane or respiratory symptoms (e.g., eye irritation, 
sore or dry throat, stuffy, congested or runny nose, sneezing, 
coughing, and rhinitis)


•	 decreased test performance (e.g., decision-making, task 
performance, standardized test scores)


•	 neurophysiological symptoms (headache, tiredness, fatigue, 
dizziness or difficulty concentrating)


*	 The recommended guidelines are based on effects observed in epidemiological studies in schools or offices and controlled exposure studies. 
Due to limitations in the database, effects cannot with certainty be attributed directly to CO2 exposure; rather they may result from poor indoor 
air quality in general.


When comparing a measured CO2 concentration with the long-term exposure limit, the sampling 
time should be at least 24 hours, taken under normal conditions. Moreover, the averaging of results 
of repeated samples taken at different times of the year will provide a more representative estimate 
of the long-term exposure.


7.2	 RISK MANAGEMENT RECOMMENDATIONS


Measured data confirms there are Canadian homes, schools, and daycare centres in which the 
recommended exposure limit for CO2 is exceeded. Based on existing data, on-reserve First Nations 
homes located in Ontario and Manitoba and in Inuit communities in Nunavut are more likely to have 
measured levels of CO2 that are above the recommended exposure limit than other Canadian 
homes. Therefore, there may be an increased risk of respiratory symptoms, decreased test 
performance, headaches, dizziness and tiredness. 


The primary source of CO2 in Canadian homes is occupant respiration, and other sources include 
unvented or poorly vented fuel-burning appliances and cigarette smoking. In most residential 
situations, identifying potential sources of CO2 and reduction measures is more informative and 
cost-effective for improving indoor air quality than air testing and comparing measured 
concentrations to the recommended exposure limit. Therefore, Health Canada recommends 
that individuals take actions to reduce indoor levels of CO2. 


055







RESIDENTIAL INDOOR AIR QUALITY GUIDELINES  CARBON DIOXIDE  ❘  35


Carbon dioxide concentrations in indoor air are often used as a measure of ventilation, and 
ensuring adequate ventilation will help reduce CO2 levels in the home. Strategies to increase 
ventilation in the home include the following:


•	 increasing natural ventilation by opening windows (taking into consideration ambient 
air quality);


•	 setting the mechanical ventilation system to a higher setting or letting it run longer;


•	 having the ventilation system checked regularly by a qualified ventilation contractor;


•	 running the kitchen range hood exhaust fan when cooking; and


•	 using the furnace fan or, if necessary, a separate fan or air supply to make sure air is 
distributed throughout the home.


Additional information on measures to improve ventilation in homes can be found in the technical 
document Ventilation and the Indoor Environment (Health Canada 2018c).


In terms of source control, the production of residential indoor CO2 may be reduced by:


•	 ensuring fuel-burning appliances are in good working order and properly vented;


•	 avoiding the use of unvented fuel-burning appliances (e.g., space heaters) indoors;


•	 not smoking indoors; and


•	 avoiding crowded living situations, if possible.


In terms of implementation of CO2 reduction strategies, specifically increased ventilation, ambient 
air quality must be considered. During periods of poor ambient air quality, such as those 
experienced during forest fire events, reducing air intake and thus infiltration of ambient air 
pollutants may be more beneficial from a health risk perspective, compared to reducing indoor CO2 
levels to below the recommended exposure limit. The information contained within this document 
may be used to inform the development of additional scenario-specific CO2 exposure limits, such as 
for homes during smog events or emergency shelters during wildfires.
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APPENDICES


APPENDIX A:  LIST OF ACRONYMS AND ABBREVIATIONS


ACH	 Air changes per hour


AER	 Air exchange rate


ALTER	 Acceptable long-term exposure range


ANSES	 Agence nationale de sécurité sanitaire de l’alimentation, de l’environnement et du 
travail (France)


ASHRAE	 American Society of Heating, Refrigerating and Air-Conditioning Engineers


CO2	 Carbon dioxide


CO	 Carbon monoxide


DNA	 Deoxyribonucleic acid


dUTP	 Deoxyuridine Triphosphate


GABAA	 Gamma-aminobutyric acid


H+	 Hydrogen ion


H2CO3	 Carbonic acid


HCO3
-	 Bicarbonate ion


MHPG	 3-Methoxy-4-hydroxyphenylglycol


Na+	 Sodium ion


PaCO2	
Arterial partial pressure of carbon dioxide


PM	 Particulate matter


RIAQG	 Residential Indoor Air Quality Guidelines


SMS	 Strategic Management System


TUNEL	 Terminal deoxynucleotidyl transferase dUTP nick end labelling


TVOC	 Total volatile organic compounds


VOC	 Volatile organic compound
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APPENDIX C:   
INTERNATIONAL GUIDELINES AND STANDARDS FOR CO2


Indoor CO2 concentrations are often used as a surrogate for ventilation rate and as an indicator for 
other occupant-derived pollutant (bioeffluent) concentrations and odours. It is in this context that 
many building standards and guidelines for CO2 were established (i.e., they are not based on the 
intrinsic health effects of CO2). For example, the ASHRAE standard on ventilation for acceptable 
indoor air quality recommends maintaining indoor CO2 levels at no greater than 700 ppm above 
ambient levels to indicate adequate ventilation for occupant comfort with respect to bioeffluents 
(ASHRAE 2016). As the outdoor CO2 level is assumed to range between 300 and 500 ppm, the 
indoor air concentration of CO2 should be maintained below 1000 ppm (ASHRAE 2016).


Standards and guidelines for CO2 in residential, school, and office buildings were summarized as 
part of the Agence nationale de sécurité sanitaire de l’alimentation, de l’environnement et du travail 
(ANSES 2013) assessment of CO2 in indoor air. Table C1 presents standards and guidelines set for 
CO2 by organizations in member countries of the Organisation for Economic Co-operation and 
Development (OECD), as reported in ANSES (2013), as well as other standards reported in the 
published literature. For many countries (e.g., United States, France, Norway, Germany, Portugal, 
Korea, Japan), the standards or guidelines established for CO2 were ≤ 1000 ppm (ranging from 
600 to 1000 ppm).


ANSES (2013) conducted an assessment of CO2 in indoor air and its health effects to support the 
updating of building ventilation regulations. Based on a review of the data available at that time, 
ANSES concluded that “the available epidemiological data do not enable setting a threshold value 
for CO2 that would protect individuals from the effects of closed spaces on health, on perceived 
comfort (i.e. perception of indoor air quality) and on cognitive performance.” On this basis, ANSES 
recommended that indoor air quality guideline values for CO2 not be set, neither for its intrinsic 
effects nor for closed space effects on health.
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5-3 


 (e) equipment appropriate to the confined space or restricted space, including personal 


protective equipment, is available to perform a timely rescue, and 


 (f) a communication system is established that is readily available to workers in a 


confined space or a restricted space and is appropriate to the hazards. 


48(2)  An employer must ensure that all personal protective equipment and emergency 


equipment required for use in a confined space or a restricted space is inspected by a 


competent person to ensure the equipment is in good working order before workers enter 


the confined space or the restricted space. 


48(3)  An employer must ensure that written records of the inspections required by 


subsection (2) are retained as required by section 58. 


Protection — hazardous substances and energy 


49(1)  An employer must ensure that workers within a confined space are protected against 


the release of hazardous substances or energy that could harm them.  


49(2)  An employer must ensure that a worker does not enter a confined space unless 


adequate precautions are in place to protect a worker from drowning, engulfment or 


entrapment. 


49(3)  An employer must ensure that any hazardous energy in a restricted space is controlled 


in accordance with Part 15. 


Unauthorized entry 


50   An employer must ensure that persons who are not authorized by the employer to enter 


a confined space or a restricted space are prevented from entering. 


Traffic hazards 


51   An employer must ensure that workers in a confined space or a restricted space are 


protected from hazards created by traffic in the vicinity of the confined space or restricted 


space. 


Testing the atmosphere 


52(1)  If the hazard assessment identifies a potential atmospheric hazard and a worker is 


required or authorized by an employer to enter the confined space, the employer must 


ensure that a competent worker performs a pre-entry atmospheric test of the confined space 


to 


 (a) verify that the oxygen content is between 19.5 percent and 23.0 percent by volume, 


and 
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5-4 


 (b) identify the amount of toxic, flammable or explosive substance that may be present. 


52(2)  The employer must ensure that the testing required by subsection (1) is performed 


using calibrated test instruments appropriate for the atmosphere being tested and the 


instruments are used in accordance with the manufacturer’s specifications. 


52(3)  The employer must ensure that as often as necessary after the first time a worker 


enters the confined space, a competent worker 


 (a) performs the tests specified in subsection (1), and 


 (b) identifies and records any additional hazards. 


52(3.1)  The employer must ensure that if there is a potential for the atmosphere to change 


unpredictably after a worker enters the confined space, the atmosphere is continuously 


monitored in accordance with subsection (2). 


52(4)  If tests identify additional hazards, the employer must deal with the identified hazards 


in accordance with this Code. 


52(5)  The employer must ensure that the procedures and practices put in place under 


subsection (4) are included in the code of practice. 


52(6)  The employer must ensure that the results of tests required by this section are 


recorded. 


Ventilation and purging 


53(1)  If the atmospheric testing under section 52 identifies that a hazardous atmosphere 


exists or is likely to exist in a confined space, an employer must ensure that the confined 


space is ventilated, purged or both before a worker enters the confined space. 


53(2)  If ventilating or purging a confined space is impractical or ineffective in eliminating a 


hazardous atmosphere, the employer must ensure that a worker who enters the confined 


space uses personal protective equipment appropriate for the conditions within the confined 


space. 


53(3)  If mechanical ventilation is needed to maintain a safe atmosphere in a confined space 


during the work process, an employer must ensure it is provided and operated as needed. 


53(4)  If mechanical ventilation is required to maintain a safe atmosphere in the confined 


space, the employer must ensure that 


 (a) the ventilation system incorporates a method of alerting workers to a failure of the 


system so that workers have sufficient time to safely leave the confined space, and 


 (b) all workers within the confined space have received training in the evacuation 


procedures to be used in the event of a ventilation system failure. 
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53(5)  All workers must evacuate a confined space or use an alternative means of protection 


if a ventilation system fails. 


Inerting 


54(1)  An employer must ensure that a confined space is inerted if it is not reasonably 


practicable to eliminate an explosive or flammable atmosphere within the confined space 


through another means. 


54(2)  If a confined space is inerted, an employer must ensure that 


 (a) every worker entering the confined space is equipped with supplied-air respiratory 


protection equipment that complies with Part 18,  


 (b) all ignition sources are controlled, and 


 (c) the atmosphere within the confined space stays inerted while workers are inside. 


Emergency response 


55(1)  An employer must ensure that a worker does not enter or remain in a confined space 


or a restricted space unless an effective rescue can be carried out. 


55(2)  A worker must not enter or stay in a confined space or restricted space unless an 


effective rescue can be carried out.  


55(3)  An employer must ensure that the emergency response plan includes the emergency 


procedures to be followed if there is an accident or other emergency, including procedures in 


place to evacuate the confined space or restricted space immediately 


 (a) when an alarm is activated,  


 (b) if the concentration of oxygen inside the confined space drops below 19.5 percent by 


volume or exceeds 23.0 percent by volume, or  


 (c) if there is a significant change in the amount of hazardous substances inside the 


confined space.  


Tending worker 


56(1)  For every confined space or restricted space entry, an employer must designate a 


competent worker to be in communication with a worker in the confined space or restricted 


space. 


56(2)  An employer must ensure that the designated worker under subsection (1) has a 


suitable system for summoning assistance. 
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Respiratory Protective Equipment 
Respiratory dangers 


244(1)  An employer must determine the degree of danger to a worker at a work site and 


whether the worker needs to wear respiratory protective equipment if 


 (a) a worker is or may be exposed to an airborne contaminant or a mixture of airborne 


contaminants in a concentration exceeding their occupational exposure limits,  


 (b) the atmosphere has or may have an oxygen concentration of less than 19.5 percent by 


volume, or 


 (c) a worker is or may be exposed to an airborne biohazardous material. 


244(2)  In making a determination under subsection (1), the employer must consider  


 (a) the nature and exposure circumstances of any contaminants or biohazardous 


material, 


 (b) the concentration or likely concentration of any airborne contaminants, 


 (c) the duration or likely duration of the worker’s exposure, 


 (d) the toxicity of the contaminants, 


 (e) the concentration of oxygen,  


 (f) the warning properties of the contaminants, and 


 (g) the need for emergency escape. 


244(3)  Based on a determination under subsection (1), the employer must 


 (a) subject to subsection 3(b), provide and ensure the availability of the appropriate 


respiratory protective equipment to the worker at the work site, and 


 (b) despite section 247, when the effects of airborne biohazardous materials are 


unknown, provide and ensure the availability of respiratory protective equipment 


appropriate to the worker’s known exposure circumstances.  


244(3.1)  Subsection (3) does not apply when an employer has developed and implemented 


procedures that effectively limit exposure to airborne biohazardous material. 


244(4)  A worker must use the appropriate  respiratory equipment provided by the employer 


under subsection (3).


Code of practice 


245(1)  If respiratory protective equipment is used at a work site, an employer must prepare 


a code of practice governing the selection, maintenance and use of respiratory protective 


equipment. 
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 (b) has a capacity of at least 30 minutes unless the employer’s hazard assessment 


indicates the need for a greater capacity, 


 (c) provides full face protection in situations where contaminants may irritate or damage 


the eyes, 


 (d) in the case of an air line respirator, is fitted with an auxiliary supply of respirable air 


of sufficient quantity to enable the worker to escape from the area in an emergency, 


and 


 (e) in the case of a self-contained breathing apparatus, has an alarm warning of low 


pressure. 


Equipment — no immediate danger 


252   An employer must ensure that a worker wears self-contained breathing apparatus or an 


air line respirator having a capacity of at least 30 minutes if 


 (a) the employer determines under section 244 that conditions at the work site are not or 


cannot become immediately dangerous to life or health but 


 (i) the oxygen content of the atmosphere is or may be less than 19.5 percent by 


volume, or 


 (ii) the concentration of airborne contaminants exceeds or may exceed that specified 


by the manufacturer for air purifying respiratory equipment, and 


 (b) the complete equipment required by section 251 is not provided. 


Air purifying equipment 


253   An employer may permit workers to wear air purifying respiratory protective 


equipment if 


 (a) the oxygen content of the air is, and will continue to be, 19.5 percent or greater by 


volume, 


 (b) the air purifying equipment used is designed to provide protection against the 


specific airborne contaminant, or combination of airborne contaminants, present, and 


 (c) the concentration of airborne contaminants does not exceed the maximum 


concentration specified by the manufacturer for the specific type of air purifying 


equipment, taking into consideration the duration of its use. 


Emergency escape equipment 


254(1)  Despite sections 251 and 252, if normal operating conditions do not require the 


wearing of respiratory protective equipment but emergency conditions may occur requiring 


083



valky

Highlight



valky

Highlight



valky

Highlight







    Part 18 
Section 255    AR 87/2009 


 August 15, 2020 


OCCUPATIONAL HEALTH AND SAFETY CODE 
 


18-12 


a worker to escape from the work area, the employer may permit the escaping worker to 


wear 


 (a) a mouth bit and nose-clamp respirator if 


 (i) the respirator is designed to protect the worker from the specific airborne 


contaminants present, and 


 (ii) the oxygen content of the atmosphere during the escape is 19.5 percent or greater 


by volume, or 


 (b)  alternative respiratory protective equipment that can be proven to give the worker 


the same or greater protection as the equipment referred to in clause (a). 


254(2)  Before permitting a worker to use the equipment referred to in subsection (1), the 


employer must consider the length of time it will take the worker to escape from the work 


area. 


Abrasive blasting operations 


255   If a worker is performing abrasive blasting, the employer must ensure that the worker 


wears a hood specifically designed for abrasive blasting, supplied with air that is at a 


positive pressure of not more than 140 kilopascals. 
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Standard Interpretations
/  Clarification of OSHA's requirement for breathing air to have at least 19.5 percent oxygen content.


Standard Number: 1910.134
; 1910.134(d)(2)(i)(A)
; 1910.134(d)(2)(i)(B)
; 1910.134(d)(2)(iii)


OSHA requirements are set by statute, standards and regulations. Our interpretation letters explain these
requirements and how they apply to particular circumstances, but they cannot create additional employer
obligations. This letter constitutes OSHA's interpretation of the requirements discussed. Note that our
enforcement guidance may be affected by changes to OSHA rules. Also, from time to time we update our
guidance in response to new information. To keep apprised of such developments, you can consult OSHA's
website at https://www.osha.gov.


April 2, 2007



Mr. William Costello

Vice President

FirePASS Corporation

1 Collins Drive

Carneys Point, NJ 08069



Dear Mr. Costello:



Thank you for your January 8, 2007 letter to the Occupational Safety and Health Administration's (OSHA's)
Directorate of Enforcement Programs regarding the Respiratory Protection Standard, 29 CFR 1910.134. This letter
constitutes OSHA's interpretation only of the requirements discussed and may not be applicable to any question
not delineated within your original correspondence.



In your letter you ask OSHA to revise the Respiratory Protection Standard to state that an atmosphere containing
a partial pressure of oxygen at or above 100 mm of mercury is safe for employees when employers demonstrate
that, under all foreseeable conditions, they can maintain the partial pressure of oxygen at or above 100 mm of
mercury. Although most of your letter argues for the use of "partial pressures of oxygen" to describe atmospheric
oxygen concentrations, the expression "percent oxygen" was purposely chosen during the rulemaking for the
Respiratory Protection Standard. Oxygen meters used to assess hazardous conditions by safety personnel in both
general industry and construction are calibrated in percent oxygen, and employers and employees are familiar
with, and prefer, this terminology. This same terminology has been used in the Confined Space Standard, 29 CFR
1910.146, since 1993.



Paragraph (d)(2)(iii) of the Respiratory Protection Standard considers any atmosphere with an oxygen level below
19.5 percent to be oxygen-deficient and immediately dangerous to life or health. To ensure that employees have a
reliable source of air with an oxygen content of at least 19.5 percent, paragraphs (d)(2)(i)(A) and (d)(2)(i)(B) of the
Respiratory Protection Standard require employers working under oxygen-deficient conditions to provide their
employees with a self-contained breathing apparatus or a combination full-facepiece pressure-demand supplied-
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air respirator with auxiliary self-contained air supply. In the preamble to the final Respiratory Protection Standard,
OSHA discussed extensively its rationale for requiring that employees breathe air consisting of at least 19.5
percent oxygen. The following excerpt, taken from the preamble, explains the basis for this requirement:


Human beings must breathe oxygen . . . to survive, and begin to suffer adverse health effects when the
oxygen level of their breathing air drops below [19.5 percent oxygen]. Below 19.5 percent oxygen . . . , air
is considered oxygen-deficient. At concentrations of 16 to 19.5 percent, workers engaged in any form of
exertion can rapidly become symptomatic as their tissues fail to obtain the oxygen necessary to function
properly (Rom, W., Environmental and Occupational Medicine, 2nd ed.; Little, Brown; Boston, 1992).
Increased breathing rates, accelerated heartbeat, and impaired thinking or coordination occur more quickly
in an oxygen-deficient environment. Even a momentary loss of coordination may be devastating to a
worker if it occurs while the worker is performing a potentially dangerous activity, such as climbing a ladder.
Concentrations of 12 to 16 percent oxygen cause tachypnea (increased breathing rates), tachycardia
(accelerated heartbeat), and impaired attention, thinking, and coordination (e.g., Ex. 25-4), even in people
who are resting.



At oxygen levels of 10 to 14 percent, faulty judgment, intermittent respiration, and exhaustion can be
expected even with minimal exertion (Exs. 25-4 and 150). Breathing air containing 6 to 10 percent oxygen
results in nausea, vomiting, lethargic movements, and perhaps unconsciousness. Breathing air containing
less than 6 percent oxygen produces convulsions, then apnea (cessation of breathing), followed by cardiac
standstill. These symptoms occur immediately. Even if a worker survives the hypoxic insult, organs may
show evidence of hypoxic damage, which may be irreversible (Exs. 25-4 and 150; also reported in Rom, W.
[see reference in previous paragraph]).


(Federal Register, Vol. 63, p. 1159.) The rulemaking record for the Respiratory Protection Standard clearly justifies
adopting the requirement that air breathed by employees must have an oxygen content of at least 19.5 percent. A
lesser concentration of oxygen in employees' breathing air could endanger them physiologically and diminish their
ability to cope with other hazards that may be present in the workplace. The rulemaking record also demonstrates
that any workplace atmosphere controlled at or near your recommended minimal oxygen level of 100 mm of
mercury at sea level (equivalent to about 13 percent oxygen at sea level) is not safe and healthful for all
employees. Exposing employees to partial pressures of oxygen that approach 100 mm of mercury at sea level
leaves them with no margin of safety from potentially debilitating effects, which could appear suddenly and without
warning.



OSHA recognizes that, at higher altitudes, oxygen in air has a partial pressure that is less than the partial pressure
of oxygen in air at sea level; accordingly, the Respiratory Protection Standard makes allowances for employees
who work at altitude. OSHA made these allowances based on record evidence showing that such employees
usually are acclimated to the reduced oxygen partial pressures and, as a result, will not experience the
physiological dysfunction and performance impairments seen in non-acclimated employees. Nevertheless, when
the oxygen concentration at altitude becomes oxygen-deficient, paragraph (d)(2)(iii) of the Respiratory Protection
Standard requires employers to provide a supplied-air respirator that delivers at least 19.5 percent oxygen to the
employee. In the preamble to the final Respiratory Protection Standard, the Agency explained this requirement as
follows:
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OSHA's experience confirms the record evidence that most work at higher altitudes is performed by fully
acclimated workers (Exs. 54-6, 54-208). These provisions will allow acclimated workers to continue to
perform their work without oxygen-supplying respirators, at any altitude up to 14,000 feet altitude, as long
as the ambient oxygen content remains above 19.5% and the employee has no medical condition that
would require the use of supplemental oxygen.


 


 


(Federal Register, Vol. 63, p. 1203.) Therefore, in addition to the protection afforded to them by altitude
acclimation, OSHA's Respiratory Protection Standard ensures that employees working under oxygen-deficient
conditions at altitude will have an adequate and reliable breathing supply consisting of 19.5 percent oxygen, an
oxygen content that will provide the employees exposed to these conditions with a substantial margin of safety.



In conclusion, OSHA would not consider any environments with your suggested oxygen partial pressure of 100
mm of mercury (~13 percent oxygen at sea level) to be safe for all employees. For those employees that can
tolerate such levels, a work environment with only 13 percent oxygen provides no margin of safety from the
potentially debilitating effects resulting from exposure to low oxygen levels, which could suddenly appear without
warning. Accordingly, the Agency will not propose or adopt a revision to the Respiratory Protection Standard that
would allow employees to work in such environments, even when the employer can demonstrate that, under all
foreseeable conditions, the partial pressure of oxygen can be maintained at 100 mm of mercury.



In several telephone conversations we have had with you since we received your letter, you mentioned studies
that purportedly demonstrate the safety of hypoxic environments in the workplace. We would be interested in
reviewing any authoritative studies or information that specifically support your claims regarding the safety of such
systems.



Thank you for your interest in occupational safety and health. We hope you find this information helpful. OSHA
requirements are set by statute, standards, and regulations. Our interpretation letters explain these requirements
and how they apply to particular circumstances, but they cannot create additional employer obligations. This letter
constitutes OSHA's interpretation of the requirements discussed. Note that our enforcement guidance may be
affected by changes to OSHA rules. Also, from time to time we update our guidance in response to new
information. To keep apprised of such developments, you can consult OSHA's website at http://www.osha.gov. If
you have any further questions, please feel free to contact the Office of General Health Enforcement at (202) 693-
2190.



Sincerely,



Richard E. Fairfax,Director

Directorate of Enforcement Programs
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decision to proceed with prosecutions — Hearing Tribunals rejected any argument that thefts were solely caused by addiction
— Those findings were upheld by Appeals Committee, and demonstrated no reviewable error.
Human rights --- What constitutes discrimination — Disability — Mental disability — Miscellaneous
Appellant nurses were addicted to opiates — Appellants were subject to disciplinary proceedings by respondent professional
college for stealing narcotics and falsifying related records — Hearing Tribunals found no prima facie discrimination and
disciplined appellants for their conduct — Appeals Committee affirmed Hearing Tribunals' decisions — Appellants appealed on
basis that, because of their addictions, Alberta Human Rights Act was bar to disciplinary proceedings under Health Professions
Act — Appeals dismissed — Hearing Tribunals and Appeals Committee found that invoking disciplinary proceedings was not
prima facie discriminatory — There were reasons to support that conclusion — Hearing Tribunals found as fact that appellants
were not being disciplined for their disability, but for their conduct, and that appellants' disability did not play any role in
decision to proceed with prosecutions — Hearing Tribunals rejected any argument that thefts were solely caused by addiction
— Those findings were upheld by Appeals Committee, and demonstrated no reviewable error.
Health law --- Provincial matters — Regulation of health professionals — Nurses — Discipline by profession — Practice and
procedure — Miscellaneous
Appellant nurses were addicted to opiates — Appellants were subject to disciplinary proceedings by respondent professional
college for stealing narcotics and falsifying related records — H sought to have President of college give evidence on college's
policy on dealing with drug-dependent nurses, in support of H's argument that college was obliged to accommodate her disability
by diverting proceedings to Alternative Complaints Resolution Process, or deal with issue as "incapacity" issue — Evidence
was excluded — Hearing Tribunals found there was no prima facie discrimination and disciplined appellants — Decisions were
affirmed by Appeals Committee — Costs were ordered against appellants — Appellants appealed — Appeals dismissed —
Decision to exclude evidence was reasonable, transparent, and justifiable in terms of facts and the law — College's general
policy or approach to application of alternative measures to members generally was also irrelevant — Professional organization's
decision to invoke its disciplinary process is not reviewable for mere unreasonableness; any error must likely approach abuse
of process to invite judicial intervention — It is not unreasonable to conclude that nurse who is able to discharge her duties
is not "incapacitated", even if more esoteric interpretation of that term might cover non-disabling addictions — Costs awards
were reasonable, and variation was not warranted — Professional disciplinary bodies have wide discretion over costs.
Health law --- Provincial matters — Regulation of health professionals — Nurses — Discipline by profession — Judicial review
Standard of review.
The appellant nurses H and W were addicted to opiates. The appellants were subject to disciplinary proceedings by the
respondent professional college for stealing narcotics and falsifying related records.
H sought to have the President of the college give evidence on the college's policy on dealing with nurses with drug dependency,
in support of H's argument that the college was obliged to accommodate her disability by diverting the proceedings to the
Alternative Complaints Resolution Process, or deal with the issue as an "incapacity" issue. The evidence was excluded. The
Hearing Tribunal also rejected the evidence of Dr. E as to how other professional regulatory bodies deal with members suffering
from addictions.
The Hearing Tribunal found there was no prima facie discrimination and disciplined the appellants for their conduct. The
Appeals Committee affirmed the Hearing Tribunal's decisions. Substantial costs were ordered against the appellants.
The appellants appealed on the basis that, because of their addictions, the Alberta Human Rights Act (AHRA) was a bar to
disciplinary proceedings under the Health Professions Act (HPA).
Held: The appeal was allowed.
Per Slatter J.A. (Ritter J.A. concurring): The appellants failed to demonstrate any reviewable error in the decisions. There was
no prima facie discrimination.
The Hearing Tribunal's decision to exclude the evidence of the President and Dr. E was reasonable, transparent, and justifiable
in terms of the facts and the law. It was reasonable for the Hearing Tribunal to conclude that the President's opinions would not
be of assistance. The college's general policy or approach to the application of the alternative measures to members generally
was also irrelevant.
The decision of a professional organization to invoke its disciplinary process is not reviewable for mere unreasonableness;
any error must likely approach an abuse of process to invite judicial intervention. It is not unreasonable to conclude that a
nurse who is able to discharge her duties is not "incapacitated", even if a more esoteric interpretation of that term might cover



http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0348043297&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I176595da415311e18b05fdf15589d8e8&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0348043297&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I176595da415311e18b05fdf15589d8e8&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)





Wright v. College and Assn. of Registered Nurses of Alberta, 2012 ABCA 267, 2012...
2012 ABCA 267, 2012 CarswellAlta 1528, [2012] A.W.L.D. 4587, [2012] A.W.L.D. 4588...


 Copyright © Thomson Reuters Canada Limited or its licensors (excluding individual court documents). All rights reserved. 3


non-disabling addictions. Neither of the alternative processes are divorced from disciplinary proceedings. The extent to which
human rights issues might compel the use of alternative procedures should be considered separately, as part of the discussion
of the duty to accommodate.
The Hearing Tribunals and the Appeals Committee found that invoking the disciplinary proceedings was not prima facie
discriminatory. There were reasons to support that conclusion. Both Hearing Tribunals found that the appellants were not
being disciplined for their disability, but for their conduct, and that the appellants' disability did not play any role in the
decision to proceed with the prosecutions. The Hearing Tribunals rejected any argument that the thefts were solely caused by
addiction. Those findings were upheld by the Appeals Committee, and demonstrated no reviewable error. There might be a
connection between the appellants' actions and their disability, but there was no sufficient connection to make the college's
actions discriminatory.
The costs awards were reasonable, and variation was not warranted. Professional disciplinary bodies have a wide discretion
over costs, and so long as the decision is justifiable, transparent and intelligible, judicial intervention is not warranted. The
tribunals below considered, but rejected, the argument that because these were test cases, the general membership should bear
the expense. They were sensitive to the fact that a costs award should not be crushing.
Per Berger J.A. (dissenting): The appeals should be allowed. The Appeals Committee's decisions should be quashed and matters
remitted to the Appeals Committee for resolution in a manner consistent with this judgment. The costs disposition should also
be set aside.
The standard of review was correctness. The absence of a privative clause, and the presence of a right of appeal, supported
a correctness standard. The question at issue demanded an interpretation of the HPA in the context of human rights law. The
expertise of the Tribunal might relate to the former, but not to the latter. The grounds of appeal did not question the finding
of unprofessional conduct, but the central issue on appeal engaged human rights legislation and its application to the case at
bar. Alberta courts have repeatedly held that no deference is owed to tribunals on such questions, even tribunals specializing
in human rights.
Because W and H had a disability and the medical evidence proved a nexus between that disability and their theft of
narcotics, both tribunals erred in not conducting a human rights analysis. They failed to appreciate the nature of adverse effect
discrimination, failed to appreciate that the prohibited ground does not have to be the sole ground for the adverse treatment
before a human rights analysis is engaged and failed to treat the appellants' addiction as a disability. Properly applied, a human
rights analysis demonstrates that proceeding on a culpable basis under the HPA is prima facie discriminatory. As prima facie
discrimination was made out, the college was obliged to consider its duty to accommodate.
Accommodation occurring in the penalty phase of the process occurs too late and fails to remedy the discrimination as
accommodation is meant to do. The imposition of a lesser sanction on the basis of the appellants' disability does not as a matter
of law mitigate the discipline of the appellants on a prohibited ground. Mere acknowledgment of the appellants' addiction
disability was insufficient.
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s. 1(1)(s) "incapacitated" — considered


s. 1(1)(pp) "unprofessional conduct" (ii) — considered


s. 28 — considered


s. 55(2) — considered


s. 58 — referred to


s. 58(1) — considered


ss. 58-60 — referred to


s. 59 — referred to


s. 60 — referred to


s. 82 — referred to


s. 82(1)(d) — considered


s. 82(1)(e) — considered


s. 90 — referred to


s. 92(1) — considered


s. 118 — considered
Regulations considered by Frans Slatter J.A.:
Health Professions Act, R.S.A. 2000, c. H-7


Registered Nurses Profession Regulation, Alta. Reg. 232/2005


Generally — referred to


s. 23 — considered
Regulations considered by Ronald Berger J.A.:
Health Professions Act, R.S.A. 2000, c. H-7


Registered Nurses Profession Regulation, Alta. Reg. 232/2005


s. 19 — referred to


ss. 19-22 — referred to


s. 20 — referred to


s. 21 — referred to


s. 22 — referred to


s. 23 — considered
Authorities considered:


Brown, Donald J.M. and David M. Beatty, Canadian Labour Arbitration, 4th ed. (Toronto: Canada Law Book) (looseleaf)
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MacKenzie, Gavin, Lawyers and Ethics: Professional Responsibility and Discipline, 4th ed. (Toronto: Carswell, 2006)


Zinn, Russel W. and Patricia P. Brethour, The Law of Human Rights in Canada: Practice and Procedure (Toronto: Canada
Law Book) (looseleaf )


APPEALS by nurses from decisions of Hearing Tribunals and Appeals Committee of professional college.


Frans Slatter J.A.:


1      The appellant nurses were disciplined by the respondent College and Association of Registered Nurses of Alberta for stealing
narcotics, and for falsifying related records. The issue on this appeal is whether the Alberta Human Rights Act, RSA 2000,
c. A-25.5 is a bar to disciplinary proceedings under the Health Professions Act, RSA 2000, c. H-7, because of the appellants'
addiction.


Facts


2      The appellant Helmer was caught forging narcotic prescriptions in 1997. Following treatment she was able to return to
work under supervision. In 2008 she relapsed, and stole narcotics for her own use from the hospital where she worked. At the
time she was in a position of responsibility, being the charge nurse for the unit, with access to the narcotics cupboard. In order
to cover up the thefts she created false records, and made false entries about the administration of narcotics. While Helmer was
diagnosed as having an opioid dependency, the evidence was that it did not affect her ability to perform her duties.


3      The College laid five charges of unprofessional conduct against Helmer, relating to the thefts and forgeries. She did not
challenge the allegations or testify, but argued that in light of her addiction, her conduct was not "unprofessional".


4      The appellant Wright also stole narcotics from the hospital where she was employed, usually taking 12 Percocets at a time,
approximately 200 times. She also falsified narcotics records to cover up the thefts. Wright was the "clinical leader", and had
responsibility for the narcotic inventory. The College laid three charges of unprofessional conduct against her, and her hearing
proceeded based on an agreed statement of facts. While Wright admitted the underlying conduct, she also argued that due to
her disability it was not "unprofessional".


Decisions of the College - Helmer


5      The Hearing Tribunal convened to deal with the allegations against Helmer made two evidentiary rulings that are in issue.


6      The first ruling related to a Notice to Attend initiated by Helmer to compel Margaret Hadley, the President of the College,
to attend and give evidence. The College applied to set aside the Notice to Attend on the basis that the President had no relevant
evidence to give.


7      The College argued that the President had no personal knowledge about the charges in question. The Notice to Attend
had been served in order to have the President testify about the College's policy on dealing with nurses who suffer from a drug
dependency. The appellant argued that: "These policies and practices are a critical backdrop to why Ms. Helmer is being treated
as she is". She argued that the College had a choice between proceeding with disciplinary charges, or treating the issue as one
of "incapacity", and the President's evidence was critical to how that choice was made.


8      The Hearing Tribunal struck out the Notice to Attend. It held that the sole issue before it was the conduct of the appellant,
and that once charges were laid the sole mandate of the Hearing Tribunal was to deal with those charges. Even if the College
had a discretion as to how to deal with such matters, the Hearing Tribunal did not.


9      The second evidentiary ruling related to the scope of the cross examination of Dr. Els, a psychiatrist specializing in
addictions. Dr. Els diagnosed Ms. Helmer as having an opioid dependency, and a major depressive disorder superimposed on
chronic pain. He testified that Ms. Helmer's addiction was the most likely explanation for her behaviour in stealing narcotics.
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The appellant also wanted to have Dr. Els testify as to how other professional regulatory bodies deal with members suffering
from addictions. The College objected, and the Hearing Tribunal refused to allow this line of questioning as it was irrelevant
to the issues before it.


10      On the merits of the charges, the Hearing Tribunal noted that based on the evidence and the admissions made there
was no question that the allegations had been proven. The only issue was whether the appellant's addiction raised a "human
rights defence". Helmer argued that the medical evidence established a nexus or connection between her behaviour and her
mental illness. Any punishment imposed would be punishment for her illness, which would amount to discrimination based on
a disability. The College, on the other hand, took the position that Helmer was not being disciplined because of her addiction,
but because of her behaviour in stealing narcotics and forging documents.


11      The Hearing Tribunal accepted Dr. Els's opinion that Helmer was opioid dependent, and that she had a major depressive
disorder superimposed on chronic pain. Her addiction is medically recognized as a mental health condition, even though it
engages some limited aspect of choice. While an addict could choose abstinence, success was unlikely without help. The Hearing
Tribunal also accepted his conclusion that there was "a plausible connection between the opioid dependence and the behavior of
the member". The strength of this link could not be given, but it was the most plausible explanation for the behaviour in question:


From a medical perspective, I cannot say it is 45, 45.5, 50, 50.5 that level, that sensitivity of quantification is not possible
from a clinical perspective. What I can say is that the most likely explanation for behaviors that on face value are indeed
reprehensible was indeed the contribution of the addiction and that I failed to find another explanation for it and that the
contribution, for example of other elements quantifying in a fine fashion is not possible based on clinical science. (AR F22)


Dr. Els testified further that addictions can occur in mild, moderate or severe degrees, and that some addicted persons can
nevertheless function satisfactorily. He considered Helmer to be eligible to return to work.


12      The Hearing Tribunal accepted that its decision must be consistent with equality rights. After citing Andrews v. Law
Society (British Columbia), [1989] 1 S.C.R. 143 (S.C.C.) at para. 37, it ruled:


But assuming that drug dependency is a personal characteristic, is the member being discriminated against because of the
drug dependency? The answer is simply that the member is not being disciplined as a consequence of the drug dependency.
The allegations in the Notice to Attend are clear. The member is not being disciplined because she has a drug dependency,
she is being disciplined for her fraudulent and thieving behavior.


Is there a burden, obligation or disadvantage not imposed on others that Ms. Helmer is suffering? The answer is no. Anyone
with or without an illness whose stole Percocet, falsified records or forged names would be sanctioned for that behavior.
Being addicted to drugs may put the member in a special class, i.e. a class of drug dependant individuals, but she is not
being discriminated against because of this. There are no special burdens, obligations or disadvantages imposed on this
"group" that are unique to them. They have the same obligations as every other registered nurse. They are not charged
with being drug dependent. (AR F24)


The Hearing Tribunal found that the linkage or nexus between the behaviour was not sufficiently close: "That cannot be said
with the illness of Ms. Helmer and the theft and fraud. There was volition, planning and choices made by Ms. Helmer. While
there is some connection no doubt, it is not the mental or physical disability that is the issue in Ms. Helmer's case, it is the
theft and fraud." (AR F26-7)


13      The Hearing Tribunal adopted the "common sense approach" of the majority reasons in the "Gooding" decision: British
Columbia Public Service Agency v. B.C.G.E.U., 2008 BCCA 357, 83 B.C.L.R. (4th) 299 (B.C. C.A.), leave refused [2009] 1
S.C.R. vi (S.C.C.). While Helmer's "conduct may have been influenced by her drug dependency, ... the prosecution was for the
theft and fraud just as is the case in the Gooding decision." (AR F38)
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14      By way of sanction, the Hearing Tribunal reprimanded Ms. Helmer. It directed certain treatment for her addiction. It also
suspended her registration, but provided that she was entitled to apply immediately for permission to practice under supervision,
as she had already complied with all the rehabilitative parts of the order.


15      The College also applied for $39,000 of costs, out of the total of $70,000 in costs incurred for the disciplinary proceedings.
The College argued that the proceedings were unusually complex due to the number of issues, as well as the important
consequences for the College's ability to discipline nurses for theft and forgery. It argued that the general membership of the
College should not have to bear this expense. Helmer argued that this was a test case, and that no costs should be ordered because
the profession required an answer to the issues raised. A significant cost award would, it was argued, be devastating for her.


16      The Hearing Tribunal did not agree that this was a test case, and was of the view that it involved nothing important to
the profession of nursing. It felt that the request for about one half of the total cost was reasonable, and that Helmer should
pay the requested $39,000, but over four years.


17      Helmer appealed the decision of the Hearing Tribunal to the Appeals Committee of the College. The Appeals Committee
agreed that the proposed evidence of the President was not relevant to any issue, and was properly excluded. The proposed
evidence of Dr. Els on the policies of other professional organizations was also irrelevant.


18      The Appeals Committee agreed with the Hearing Tribunal that the conduct of Helmer was not entirely caused by addiction,
but also reflected an element of choice. While the Appeals Committee accepted that she suffered from a disability, it agreed that
there was not a sufficient link between the disability and the conduct that was being sanctioned. There was nothing arbitrary
about prohibiting stealing and fraud. The disability may have been a distinction, but it did not rise to the level of discrimination.
Even if there was prima facie discrimination, the College's duty to accommodate did not extend to tolerating theft in a nursing
setting.


19      The Appeals Committee agreed that a substantial cost award was called for. It found that the award made by the Hearing
Tribunal was reasonable. It affirmed the finding of professional misconduct, the sanctions, and the cost award. The Appeals
Committee awarded an additional $16,000 as costs of the appeal.


Decisions of the College - Wright


20      The agreed statement of facts which formed the basis of Wright's hearing confirmed that on a regular basis in 2008 she
stole a large quantity of Percocet from the hospital. In order to cover up the thefts, she forged the signatures of other nurses on
hospital documents, and otherwise created false records. Wright acknowledged consuming significant quantities of Percocet to
deal with pain related to Reynolds Syndrome. Attached to the agreed statement of facts was an opinion letter from Dr. Hajela
that Wright suffered from opioid dependence, and that her "uncharacteristic behaviour of stealing opioids was entirely due to
her untreated Opioid Dependence, at the time, in the context of chronic pain". (EKE A34) There was no indication that her
ability to discharge her duties was impaired.


21      The hearing focussed on the argument that since the conduct in issue was caused by a medical condition, a finding of
professional misconduct was precluded by the Human Rights Act. The College's response was that the member was not being
disciplined for her disability, but because of her criminal conduct.


22      Wright argued that the disciplinary proceedings were discriminatory, even though they were facially neutral. She argued
that a non-addicted nurse who stole narcotics could be subjected to disciplinary proceedings, but that an addicted nurse could
not. She argued that the medical evidence showed a clear and uncontradicted connection between her addiction illness and her
conduct, which precluded prosecution.


23      The Hearing Tribunal held that Wright had sufficient mental capacity to realize that what she was doing was wrong:


The member has exhibited various unacceptable behaviours, one of which includes not refraining from practice when she
was unhealthy. It is unacceptable to steal from your employer. It is unprofessional conduct to forge other nurses' signatures
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on the narcotic administration record falsely indicating a narcotic has being administered when it has not been. Finally,
it is unprofessional conduct to place patients' names on the narcotic administration record when they had no physicians'
orders for any narcotic medication.


The standards of practice expected of all Registered Nurses in Alberta are outlined in the Nursing Practice Standards. ...
If nurses determine that they do not have the necessary physical, mental or emotional well-being to provide safe and
competent care to persons, they may withdraw or decline the practice. The member's behavior was a clear breach of those
standards.


This was not an isolated incident wherein the member may have taken drugs once, recognized her problem and sought
help. That circumstance might be considered in a different manner, but is not what happened here. This member knew
what she was doing and repeated her actions approximately 200 times ...


The member had control of her situation, and even though satisfying a drug addiction may have been a cause of the thefts
of drugs and falsification of records, continuance of this thievery and falsification of records was not the only answer to the
member's addiction. It is not as if the member had ceased to function rationally and lost the ability to think and organize
her practice, as evidenced by her exemplary employee evaluation. ...


This Tribunal does accept that the Human Rights Citizenship and Multiculturalism Act applies to CARNA as it is governed
by the Health Professions Act but does not agree that this member was discriminated against due to her illness by this
process. She has been treated the same as any other nurse who steals drugs. She has not been prosecuted as a consequence
of her disability. As stated in the Human Rights Citizenship and Multiculturalism Act preamble, the member is equal
in dignity, rights and responsibilities regardless of her illness. The Tribunal is of the view that as long as the public is
safeguarded, the member's disability should not be used to discriminate against the member in returning to the practice of
nursing. The disability will be considered in sanction. This allows the Tribunal to reconcile the Human Rights Citizenship
and Multiculturalism Act with the Health Professions Act. (AR F120-1)


The Hearing Tribunal therefore found the charges had been proven.


24      As a sanction, the Hearing Tribunal ordered a reprimand. It also suspended Wright's ability to work as a registered nurse
until she had provided satisfactory medical proof that her addiction was sufficiently controlled. Conditions were placed on her
further employment, which varied depending on whether she would have access to narcotics.


25      Wright appealed the finding of professional misconduct to the Appeals Committee. She argued that the opinion of Dr.
Hajela, that her conduct was entirely caused by her addiction, was uncontradicted and should have been acted on by the Hearing
Tribunal. The Appeals Committee accepted that Wright had an addiction, but concluded that the Hearing Tribunal had implicitly
rejected the evidence that the addiction was the sole cause of her conduct. There was other evidence to show that Wright knew
what she was doing, and acted at least partly with volition. The Appeals Committee held the findings of the Hearing Tribunal
were reasonable.


26      The Appeals Committee stated the human rights issue as being whether a finding of professional misconduct "when the
conduct is at a minimum partly caused by a disability is prima facie discriminatory, and if so whether it would cause CARNA
undue hardship to accommodate that disability". (AR F319) The Appeals Committee held that to be discriminatory, the treatment
must be arbitrary, and there was nothing arbitrary about disciplining a member for criminal conduct: "The disability remains a
distinction, without rising to the level of discrimination, and a finding of prima facie discrimination does not result." (AR F321)
The proper approach was to have regard to the addiction in crafting an appropriate sanction. The Appeals Committee followed
the Gooding decision, and ruled that no discrimination had been shown.


27      The Hearing Tribunal had not made any order on costs. The College asked for costs of the appeal, arguing that the general
membership should not have to bear all of the expense of the disciplinary proceedings. While the total costs were $30,000,
the College suggested that an award of one half of those costs would be appropriate, having regard to the seriousness of the
allegations, the lack of success by the member, and the burden that a costs award would represent. Wright argued that this was a
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test case, that a costs award would be crushing, and that no costs should be awarded. The Appeals Committee concluded that a
costs award is not intended to be punitive, should be reasonable, and should not impose an unreasonable burden on the member.
It ordered costs of $10,000, to be paid in installments.


Issues and Standards of Review


28      Each of the appellants appealed the findings of the Appeals Committee directly to the Court of Appeal, as provided for
in s. 90 of the Health Professions Act.


29      The appellant Helmer raises three grounds of appeal:


(a) The Appeals Committee erred in its application of human rights principles. She argues her disability (i.e., her addiction)
preludes a finding of professional misconduct, and that the Human Rights Act requires that the College accommodate her
disability, which precludes the College from invoking its disciplinary process.


(b) Certain evidence she tendered was wrongly refused by the tribunals below.


(c) The costs awards made were unreasonable.


The appellant Wright raises the same human rights issues, and also challenges the costs award against her, but does not raise
any evidentiary issues.


30      Arising from these grounds of appeal, the following issues call for analysis:


(a) Was evidence improperly excluded in the Helmer case?


(b) Was the College required to use alternative procedures, rather than its disciplinary procedures?


(c) Did the College correctly apply the Human Rights Act?


(d) If the College did discriminate against the appellants, were its actions reasonable and justifiable in the circumstances?


(e) Were the costs awards reasonable?


31      The standard of review for evidentiary rulings can vary depending on the exact nature of the issue. If a tribunal refused
to admit or consider evidence that was admittedly relevant and material, that might amount to a breach of the rules of natural
justice, resulting in an unfair hearing. In such a case the fairness of the proceedings is not measured based on whether the ruling
is "correct" or "reasonable", rather these issues are reviewed based on whether the proceedings met the level of fairness required
by law: Hennig v. Institute of Chartered Accountants (Alberta), 2008 ABCA 241 (Alta. C.A.) at para. 12, (2008), 95 Alta. L.R.
(4th) 1 (Alta. C.A.); Armstrong v. B.B.F., Local 146, 2010 ABCA 326 (Alta. C.A.) at para. 15, (2010), 35 Alta. L.R. (5th) 238,
493 A.R. 259 (Alta. C.A.).


32      But not every evidentiary ruling rises to the level of fairness. The Hearing Tribunal was not bound by the rules of evidence:
Health Professions Act, s. 79(5). Rulings on the admissibility of evidence invite a reasonableness standard of review: Tartaglia
v. Alberta (Workers' Compensation Board Appeals Commission), 2012 ABCA 186 (Alta. C.A.) at para. 27.


33      Deciding what issues are raised by the hearing, and what evidence is relevant to those issues is an integral part of
the decision making process. Likewise, deciding what evidence will be persuasive or helpful (i.e., material) on those issues is
well within the mandate of the Hearing Tribunal. For the court to apply a correctness standard to the relevance and materiality
of evidence amounts to a correctness review of the tribunal's analytical process. How the issues are framed is only reviewed
for reasonableness. A tribunal is entitled to decide that some evidence is not sufficiently persuasive to warrant the time and
expense required for its consideration: R. v. Lising, 2005 SCC 66 (S.C.C.) at para. 35, [2005] 3 S.C.R. 343 (S.C.C.); Robertson
v. Edmonton (City) Police Service, 2004 ABQB 243 (Alta. Q.B.) at paras. 12-3, (2004), 39 Alta. L.R. (4th) 239, 355 A.R. 281
(Alta. Q.B.). Reaching a conclusion always requires a nuanced analysis of the relevance and weight to be given to particular
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pieces of evidence: Maitland Capital Ltd., Re, 2009 ABCA 186 (Alta. C.A.) at para. 9, (2009), 457 A.R. 153 (Alta. C.A.).
Related decisions on the admissibility of evidence are reviewed for reasonableness.


34      Determining the impact of the Human Rights Act on these proceedings is largely a question of law, although the application
of the Act must obviously be based on the factual record. The facts in these appeals are essentially admitted. The standard of
review should be set using the four part test in New Brunswick (Board of Management) v. Dunsmuir, 2008 SCC 9, [2008] 1
S.C.R. 190 (S.C.C.). There is no privative clause, and not only is there a right to appeal in the Health Professions Act, it is a right
to appeal directly to the Court of Appeal. That signals less deference. The primary mandate of the College is to set standards for
the nursing profession, not to deal with human rights issues. While the College may have expertise in the area of professional
standards, and its home statute, it has no expertise in human rights law. Likewise, the nature of the issue is a question of law of
general importance to the legal system. In the circumstances, the appropriate standard of review is correctness: Luka v. Lockerbie
& Hole Industrial Inc., 2011 ABCA 3 (Alta. C.A.) at para. 8, (2011), 493 A.R. 295, 39 Alta. L.R. (5th) 236 (Alta. C.A.); Walsh
v. Mobil Oil Canada, 2008 ABCA 268 (Alta. C.A.) at para. 55, (2008), 94 Alta. L.R. (4th) 209 (Alta. C.A.).


35      The standard of review for an award of costs in a professional disciplinary matter is reasonableness: C. (K.) v. College of
Physical Therapists (Alberta), 1999 ABCA 253 (Alta. C.A.) at para. 94, (1999), 72 Alta. L.R. (3d) 77 (Alta. C.A.). So long as the
selection of the factors considered to be relevant is reasonable, and the overall award is reasonable, the Court will not intervene.


Evidentiary Issues


36      The Hearing Tribunal in the Helmer case would not permit evidence from the President about the College's policy on
dealing with nurses who suffer from drug dependency. The evidence was tendered in support of the argument that the College
was obliged to accommodate Helmer's disability by diverting the proceedings to the Alternative Complaints Resolution Process,
or to deal with it as an "incapacity" issue. As discussed later (infra, paras. 47-8), leaving out human rights issues, this threshold
procedural decision by the College is only reviewable for something close to abuse of process. Since the President had no
personal knowledge about Helmer's situation, at a specific level her evidence was too remote to be probative.


37      Insofar as Helmer wished to argue at a general level that under the human rights analysis the duty to accommodate required
that the College use one of these alternative procedures, the Hearing Tribunal was entitled to conclude that the tendered evidence
was also irrelevant. For example, if the limits within the Alternative Complaints Resolution Process represented a reasonable
and justifiable approach under a human rights analysis, then the College was entitled to use it. If not, then the College would
not be able to rely on it as a justification. The President's opinions about that Process were irrelevant to whether it complied
with the human rights legal standard. Any capricious or discriminatory application of the Process to Helmer herself was beyond
the knowledge of the President, and, as mentioned, her evidence was therefore properly rejected by the Hearing Tribunal. The
College's general policy or approach to the application of the alternative measures to members generally was also irrelevant.
The issue before the Hearing Tribunal was only whether the College's conduct with respect to Helmer was discriminatory. It
was reasonable for the Hearing Tribunal to conclude that the President's opinions would not be of assistance.


38      The Hearing Tribunal also rejected the evidence of Dr. Els as to how other professional regulatory bodies deal with
members suffering from addictions. The Hearing Tribunal was entitled to conclude that this evidence was also irrelevant. If,
to speak hypothetically, the College's policies and practices are compliant with the human rights legislation, then the fact that
other professional associations have different compliant policies and practices is irrelevant. No one association can be allowed
to set the legally required minimum standard for all others. On the other hand, if the College's policies and practices are not
compliant, the practices of other associations add nothing.


39      Admittedly, the practices of other professional associations might be relevant to the issue of whether any discrimination was
reasonable and justifiable. If the College argued that it could not accommodate these addictions, but the evidence demonstrated
that other similarly situated associations had accommodated, that might be relevant. Assuming that Dr. Els' testimony was
otherwise admissible on this subject, the Hearing Tribunal might well have accepted it. However, this case does not turn on
accommodation, and the exclusion of this evidence was of no consequence.
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40      It was within the core mandate of the Hearing Tribunal to decide what issues and sub-issues it had to resolve in order to
deal with the disciplinary charges before it. Resolving those issues depended on a weighing of the reliability and significance
of a number of pieces of evidence, and conclusions of law. After having been apprised of the general nature of the tendered
evidence, a tribunal is often in a good position to conclude that the proposed evidence will not be of assistance to the tribunal
in resolving the ultimate issue. In those cases, it is open to the tribunal to reject the evidence, just as it could admit the evidence
and ultimately give it no weight. The decision of the Hearing Tribunal to exclude these two pieces of evidence was reasonable,
transparent, and justifiable in terms of the facts and the law. Since the evidentiary decisions were reasonable, judicial intervention
is not warranted.


Resort to Alternative Procedures


41      The appellants argue that the College should not have laid professional disciplinary complaints against them, because
there are more appropriate procedures available. The appellants particularly point to (a) the College's Alternative Complaints
Resolution procedure, and (b) its ability to deal with "incapacity" under s. 118 of the Health Professions Act.


42      Section 58 of the Health Professions Act contemplates an alternative complaints resolution procedure:


58(1) The complaints director may, with the agreement of the complainant and the investigated person, refer the
complainant and the investigated person to an alternative complaint resolution process provided for in the regulations at
any time before the commencement of a hearing by the hearing tribunal.


The Registered Nurses Profession Regulation, Alta Reg 232/2005, provides:


23 When the Complaints Director considers whether to make the referral under section 58 of the Act to an alternative
complaint resolution process, the Complaints Director must consider the guidelines approved by the Council.


The Council of the College has adopted an Alternative Complaint Resolution Process. The Process carries forward the
requirements in the Act that both the complainant and the investigated person must agree to use the procedure. It confirms that
the complaints director "must consider" and "will consider" the guidelines approved by Council. It excludes from the process
certain categories of complaints, including those that involve a criminal offence, those before the courts, and those that affect
public safety. The Process contemplates that the complainant, the member, and the College (perhaps with the assistance of a
mediator) might agree on an appropriate resolution of the complaint, and enter into a settlement agreement. It provides, however,
that the Complaint Review Committee must ratify any settlement reached.


43      The appellants argue that the College should have used the Alternative Complaint Resolution Process, rather than
proceeding with disciplinary hearings. The College replies that the appellants were not eligible for the process, if only because
the complaints involved criminal conduct, and in any event the complaints director has a very wide discretion as to which
process to follow. The appellants respond that the College's obligation of "reasonable accommodation" compels it to use the
Alternative Complaint Resolution Process where the underlying conduct is triggered by a disability.


44      The Health Professions Act also contemplates the "incapacity" of nurses:


1(1) In this Act,


. . .


(s) "incapacitated" means suffering from a physical, mental or emotional condition or disorder or an addiction to
alcohol or drugs as defined in the Pharmacy and Drug Act or other chemicals that impairs the ability to provide
professional services in a safe and competent manner;


. . .
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118(1) If a complaints director has grounds to believe that a regulated member is incapacitated, whether or not a complaint
has been made under section 54, the complaints director may direct the regulated member to submit to specified physical
or mental examinations, or both, by a person or at a facility specified by the complaints director and, despite section 100(4)
to (6), request the person or facility to report to the complaints director and the regulated member within a time specified
by the complaints director.


The section enables the treatment and rehabilitation of an incapacitated member, but it does not preclude proceeding with
allegations of misconduct against an incapacitated member. Subsection 118(9) provides that if a complaint has been made against
a member whom the complaints director is "satisfied" is incapacitated, the complaints director may suspend the disciplinary
proceedings. That suspension may be temporary, or permanent, and the complaints director may at any time direct that the
disciplinary proceedings be resumed. The Act does not exempt an incapacitated member from the disciplinary procedures: ss.
82(1)(d) and 118(9).


45      The appellants argue that if the College was not prepared or required to invoke the Alternative Complaints Resolution
Process, it should at least have dealt with them as "incapacitated" under s. 118. The College's response is that the complaints
director has a wide discretion under s. 118, and that in any event the appellants do not lack the "ability to provide professional
services in a safe and competent matter". The College notes that both appellants emphasized at their hearings that their addictions
never affected their ability to discharge their duties. Both of them were allowed to return to their profession, albeit under
supervision. The appellants respond that the duty to accommodate requires use of the incapacity provisions, rather than the
disciplinary procedure.


46      The appellants' argument has two dimensions. The first is simply whether the College's decision to lay disciplinary charges
is reviewable, and if so to what standard. The second is whether the human rights dimension to these complaints changes the
answer to the first question. In other words, even if the College normally has a wide ranging discretion to lay disciplinary
charges, is that discretion narrowed when human rights factors intervene?


47      The power of a professional organization to invoke and manage its professional disciplinary regime is analogous to
"prosecutorial discretion", and the grounds of review of any decisions made are very narrow. As stated in Friends of the Oldman
River Society v. Assn. of Professional Engineers, Geologists & Geophysicists (Alberta), 2001 ABCA 107 (Alta. C.A.) at para.
42, (2001), 93 Alta. L.R. (3d) 27, 277 A.R. 378 (Alta. C.A.), leave refused [2001] 3 S.C.R. vii (S.C.C.):


The discretion exercised by Council is analogous to prosecutorial discretion in the criminal process. With respect to the
review by the courts of prosecutorial discretion, L'Heureux-Dube J. said in R v. Power, [1994] 1 S.C.R. 601, 89 C.C.C. (3d)
1, at 15, that it "is especially ill-suited to judicial review". And in R v. Osiowy (1989), 50 C.C.C. (3d) 189, the Saskatchewan
Court of Appeal held that the discretion of the Attorney-General to stay a private prosecution is not reviewable "in the
absence of some flagrant impropriety on the part of the Crown officers" (per Vancise J.A. at 191).


There are obviously some differences between criminal prosecutions and professional discipline. Nevertheless, the decision of
a professional organization to invoke its disciplinary process is not reviewable for mere unreasonableness; any error must likely
approach an abuse of process to invite judicial intervention.


48      It cannot be unreasonable, much less an abuse of process, for the complaints director to decline to invoke a process for which
the appellants are not eligible. It is not unreasonable for the complaints director to decline to use the Alternative Complaints
Resolution Process, when the Process adopted by the Council (which is incorporated by reference into the Regulation)
specifically excludes criminal complaints. Likewise, it is not unreasonable for the complaints director to conclude that a nurse
who is able to discharge her duties is not "incapacitated", even if a more esoteric interpretation of that term might cover
non-disabling addictions. In addition, as previously noted, neither of the alternative processes are divorced from disciplinary
proceedings. Any resolution under the Alternative Complaints Resolution Process must be approved by the Complaint Review
Committee, and the incapacity procedure contemplates parallel disciplinary proceedings.
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49      It could be argued that the human rights dimension to this disciplinary procedure turns it into an abuse of process. That,
however, would distort the analysis. The tests for abuse of process, and for discrimination, are discrete, and should be applied
directly. The extent to which the human rights issues might compel the use of alternative procedures should be considered
separately, as part of the discussion of the duty to accommodate (infra, paras. 73-4).


Discrimination Based on Disability


50      The law to be applied is well-established. The Human Rights Act prohibits discrimination by an occupational
association like the College against any member on various grounds, including physical disability or mental disability. Section
11 contemplates justifiable contraventions:


11 A contravention of this Act shall be deemed not to have occurred if the person who is alleged to have contravened the
Act shows that the alleged contravention was reasonable and justifiable in the circumstances.


The reference to "reasonable and justifiable" conduct is sometimes taken to extend beyond what is objectively reasonable and
to require accommodation of a disabled person to the point of hardship.


51      Addictions are often accepted as being a form of disability. They differ in some respects from other disabilities, in that
they sometimes involve an element of volition. Sometimes persons inappropriately and voluntarily consume various substances,
leading to addictions. In other cases the initial use may be medically prescribed, or otherwise blameless, but other circumstances
subsequently lead to misuse and addiction. Further, an addicted person can (in theory at least) decide to stop using the addictive
substance. Some addictions are very powerful, some persons have insufficient willpower, and in many cases even the willing
addict will be unable to overcome the addiction: PHS Community Services Society v. Canada (Attorney General), 2011 SCC
44 (S.C.C.) at paras. 99-101, [2011] 3 S.C.R. 134 (S.C.C.).


52      The concept of discrimination was explained in Andrews v. Law Society (British Columbia) at pp. 174-5:


... I would say then that discrimination may be described as a distinction, whether intentional or not but based on grounds
relating to personal characteristics of the individual or group, which has the effect of imposing burdens, obligations, or
disadvantages on such individual or group not imposed upon others, or which withholds or limits access to opportunities,
benefits, and advantages available to other members of society. Distinctions based on personal characteristics attributed to
an individual solely on the basis of association with a group will rarely escape the charge of discrimination, while those
based on an individual's merits and capacities will rarely be so classed.


The appellants argue that the disciplinary procedures are a burden imposed on them because of their disability, whereas the
College argues that the disciplinary procedures are based on the "individual merits" of the appellants, based on their criminal
conduct.


53      The Human Rights Act prohibits direct discrimination. For example, a member of the College could not be expelled
merely for being an addict, or having any other form of disability. If a nurse reported an addiction, her employer and the College
would be required to react in a reasonable and justifiable way. No adverse consequences could be imposed merely because
of the addiction.


54      The Human Rights Act also prohibits indirect or "adverse effect discrimination". The latter concept was explained in
O'Malley v. Simpsons-Sears Ltd., [1985] 2 S.C.R. 536 (S.C.C.) at p. 551:


A distinction must be made between what I would describe as direct discrimination and the concept already referred to
as adverse effect discrimination in connection with employment. Direct discrimination occurs in this connection where an
employer adopts a practice or rule which on its face discriminates on a prohibited ground. For example, "No Catholics or
no women or no blacks employed here." There is, of course, no disagreement in the case at bar that direct discrimination
of that nature would contravene the Act. On the other hand, there is the concept of adverse effect discrimination. It arises
where an employer for genuine business reasons adopts a rule or standard which is on its face neutral, and which will apply
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equally to all employees, but which has a discriminatory effect upon a prohibited ground on one employee or group of
employees in that it imposes, because of some special characteristic of the employee or group, obligations, penalties, or
restrictive conditions not imposed on other members of the work force. For essentially the same reasons that led to the
conclusion that an intent to discriminate was not required as an element of discrimination contravening the Code I am
of the opinion that this Court may consider adverse effect discrimination as described in these reasons a contradiction of
the terms of the Code. An employment rule honestly made for sound economic or business reasons, equally applicable to
all to whom it is intended to apply, may yet be discriminatory if it affects a person or group of persons differently from
others to whom it may apply.


(Emphasis added)


The appellants do not argue that it is directly discriminatory to invoke the disciplinary process where a member engages
in criminal conduct. They argue instead that discipline in this context will result in adverse effect discrimination where the
member's conduct is triggered or caused by a disability, in this case an addiction.


55      Not every distinction will amount to discrimination. As explained in Syndicat des employés de l'Hôpital général de
Montréal c. Sexton, 2007 SCC 4, [2007] 1 S.C.R. 161 (S.C.C.) [hereinafter McGill University], discrimination focusses on
affronts to human dignity:


48 At the heart of these definitions [of discrimination] is the understanding that a workplace practice, standard, or
requirement cannot disadvantage an individual by attributing stereotypical or arbitrary characteristics. The goal of
preventing discriminatory barriers is inclusion. It is achieved by preventing the exclusion of individuals from opportunities
and amenities that are based not on their actual abilities, but on attributed ones. The essence of discrimination is in the
arbitrariness of its negative impact, that is, the arbitrariness of the barriers imposed, whether intentionally or unwittingly.


49 What flows from this is that there is a difference between discrimination and a distinction. Not every distinction is
discriminatory. It is not enough to impugn an employer's conduct on the basis that what was done had a negative impact
on an individual in a protected group. Such membership alone does not, without more, guarantee access to a human rights
remedy. It is the link between that group membership and the arbitrariness of the disadvantaging criterion or conduct, either
on its face or in its impact, that triggers the possibility of a remedy. ...


This approach was confirmed in Keays v. Honda Canada Inc., 2008 SCC 39 (S.C.C.) at para. 71, [2008] 2 S.C.R. 362
(S.C.C.) The College argues that disciplining a member for criminal conduct is not arbitrary, nor is it based on stereotypical
considerations. It is based on the "actual abilities" of the members, not on any attributed characteristics. The appellants argue
that the medical evidence indicates that their criminal conduct was triggered by their addiction, providing the necessary element
of discrimination.


56      The case law now mandates a unified analysis in employment discrimination cases, regardless of whether the discrimination
is said to be direct or indirect: British Columbia (Public Service Employee Relations Commission) v. B.C.G.E.U. (Meiorin
Grievance), [1999] 3 S.C.R. 3 (S.C.C.) at para. 50. The impugned policy or standard must be examined to see whether it is
prima facie discriminatory, without having regard to whether it is directly or indirectly discriminatory. If it is discriminatory,
then a three-part test applies to determine whether it is a bona fide occupational requirement:


(a) was the standard adopted for a purpose rationally connected to the performance of the job;


(b) was the standard adopted in an honest and good faith belief that it was necessary to the fulfillment of that legitimate
work-related purpose; and


(c) is the standard reasonably necessary to the accomplishment of that legitimate work-related purpose, in the sense that it
is impossible to accommodate individual employees without imposing undue hardship upon the employer.
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In order to apply this approach to professional disciplinary proceedings in Alberta, some restatement of the test is obviously
required.


57      The focus of the human rights analysis is on the conduct of the College, not the conduct of the appellants. It can be
accepted that the appellants' conduct was to some degree caused or motivated by their disability, that is their addiction. The
question, however, is whether the College's conduct (in laying professional misconduct charges) is legally connected to the
appellant's disability, so as to raise the College's conduct to the level of discrimination in law.


58      The first step is to determine if invoking the disciplinary proceedings is prima facie discriminatory; both the Hearing
Tribunal and the Appeals Committee found that it was not. There are a number of factors that support this conclusion:


(a) The criminal conduct which underlies the disciplinary charges is distinct from any personal characteristic of the
appellants. It does not engage the personal dignity and characteristics of a group.


(b) The link between the criminal conduct and the prohibited ground of disability is causation; it is said that the conduct
of the appellants was caused by their addiction, and without that addiction they would not have stolen drugs. There is no
indication, however, that theft is predominantly caused by addictions, nor that addictions generally result in theft.


(c) The College's motivation in laying the charges does not, even in part, arise from the appellant's addiction. There is no
discriminatory motivation at all, nor any focus on their disability, even if there is a causal link in the background.


(d) The objective standard of criminal behaviour is not based on any stereotypical thinking, nor of attributed characteristics.
Sanction for criminal behaviour is directly related to the actual conduct and merits of the individual member.


(e) Criminal standards are not arbitrary. They are objectively based on social norms. They set a threshold of behaviour
below which conduct is not only socially unacceptable, but is considered to be serious enough to warrant criminalization,
and to justify not just negative, but penal consequences.


To the extent that these conclusions depend on findings of fact, or inferences from the facts, they are reasonable.


59      The appellant Wright has an additional evidentiary argument relating to the finding on causation. She argues that the
opinion of Dr. Hajela is that her addiction was the sole cause of her conduct, that this opinion is uncontradicted, and that it
was entered on the record as part of the Agreed Statement of Facts. She argues, accordingly, that the respondent is bound by
Dr. Hajela's conclusion, and must accept that the addiction was the sole cause of the thefts. The Agreed Statement of Facts,
however, merely states that Dr. Hajela's report is "attached"; there is no indication that the respondent was admitting the truth
of its contents, much less that the respondent was bound by its conclusions. The Hearing Tribunal was entitled to effectively
treat the report as if the respondent had merely dispensed with the need to call Dr. Hajela to testify.


60      In any event, a trier of fact is not bound by the opinion of any expert, even if that opinion is uncontradicted: R. v.
Molodowic, 2000 SCC 16 (S.C.C.) at para. 8, [2000] 1 S.C.R. 420 (S.C.C.); Osepchuk v. Courchene, 2008 ABCA 402 (Alta.
C.A.) at para. 4; Bishop v. College of Optometrists (Alberta), 2009 ABCA 175 (Alta. C.A.) at para. 23, (2009), 454 A.R. 197
(Alta. C.A.). Notwithstanding Dr. Hajela's uncontradicted opinion, it was open to the Hearing Panel to conclude, based on all
the evidence, that while the appellant's sole motivation for the thefts may have been the addiction, there was still an element of
volition involved (see supra, paras. 23 and 25). This was conceded in argument before the Hearing Panel (AR F42-3):


One other thing that was said this morning was that [counsel] expected Ms. Wright to be arguing that she didn't have the
mental capacity to form the decision to steal, and that's not our argument and that's not what the medical evidence says.
What the medical evidence says is that the uncharacteristic behavior of stealing opioids was entirely due to her untreated
opioid dependence. ...


Well, clearly, to be able to, if I can put it so bluntly, to get away with this for a year Ms. Wright knew what she was doing.
I'm not saying she didn't have the mental capacity to make some decisions. ...
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Further, the Hearing Panel was not required to accept Dr. Hajela's medical view of causation as being the legal or professional
standard of causation that was to be applied.


61      The sole basis for finding discrimination based on disability in these appeals would appear to be that the thefts were caused
(or perhaps more accurately, motivated) by the addiction. The appellants rely on the case law which states that the negative
consequences imposed on the person alleging discrimination need not be solely based on the prohibited ground. In other words,
if a person is dismissed partly because of his race, it matters not that there were other reasons for the dismissal, nor is it necessary
to show that race was a significant or the predominant part of the decision: Lee v. British Columbia (Attorney General), 2004
BCCA 457 (B.C. C.A.) at para. 24, (2004), 32 B.C.L.R. (4th) 1 (B.C. C.A.). That argument may well be compelling when it
comes to direct discrimination. However, when it comes to adverse effect discrimination, a more nuanced approach is required.
Under the McGill University analysis (at para. 49), the mere presence of a disproportionate effect on a protected group is not
conclusive if it does not engage artificial and stereotypical assumptions. "It is the link between that group membership and
the arbitrariness of the disadvantaging criterion or conduct, either on its face or in its impact, that triggers the possibility of a
remedy." The extent to which the prohibited ground factored into the decision is inherently relevant to the test.


62      Meiorin pointed out at paras. 27-9 that the distinction between direct discrimination and adverse effect discrimination
is sometimes arbitrary. In this case it could be argued that the professional discipline imposed on the appellants at least partly
arose because of their addiction, because it was the addiction that motivated the theft and forgery, and the professional discipline
was based on that theft and forgery. On the other hand, it could equally be argued that the appellants' discipline had nothing to
do with their addiction. It was the theft and forgery that were the subject of the disciplinary charges; how those acts came to
be committed was irrelevant to the College. The College would have laid disciplinary charges as a result of theft of narcotics,
whether the member was an addict or not. On this point the appellants' argument falters at a factual level. Both of the Hearing
Tribunals found as a fact that the appellants were not being disciplined for their disability, but rather for their conduct. The
finding was that the appellants' disability did not play any role in the decision to proceed with the prosecutions. Further, the
Hearing Tribunals rejected any argument that the thefts were solely caused by addiction. Those findings were upheld by the
Appeals Committee, and they demonstrate no reviewable error.


63      The "Gooding" decision (British Columbia Public Service Agency v. B.C.G.E.U.) is one of the few cases that directly
addresses this issue. Gooding was the store manager of a rural provincial liquor store, who was dismissed for stealing alcohol.
At the time of his dismissal, he disclosed for the first time that he was an alcoholic.


He grieved his dismissal on the basis that his employer had a duty to accommodate his disability. The majority of the Court
dismissed this argument:


11 I can find no suggestion that Mr. Gooding's alcohol dependency played any role in the employer's decision to terminate
him or in its refusal to accede to his subsequent request for the imposition of a lesser penalty. He was terminated, like any
other employee would have been on the same facts, for theft. The fact that alcohol dependent persons may demonstrate
"deterioration in ethical or moral behaviour", and may have a greater temptation to steal alcohol from their workplace
if exposed to it, does not permit an inference that the employer's conduct in terminating the employee was based on or
influenced by his alcohol dependency. ...


15 I can find no suggestion in the evidence that Mr. Gooding's termination was arbitrary and based on preconceived ideas
concerning his alcohol dependency. It was based on misconduct that rose to the level of crime. That his conduct may
have been influenced by his alcohol dependency is irrelevant if that admitted dependency played no part in the employer's
decision to terminate his employment and he suffered no impact for his misconduct greater than that another employee
would have suffered for the same misconduct.


To the extent that it alleged direct discrimination, the grievance was therefore dismissed largely on a factual basis. There was
no indication that the employer's decision to dismiss was motivated to any degree by Gooding's disability; it was motivated
entirely by his criminal conduct. Nor was indirect discrimination made out. The fact that his criminal conduct was motivated (or
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caused) by his addiction did not elevate the employer's decision to the level of discrimination, because the decision to dismiss
for theft was not arbitrary or based on preconceived stereotypes.


64      The appellants reply that it does not matter if the decision to prosecute was not directly based on their disability.
Discrimination can be shown even if an otherwise neutral standard has a greater impact on the identified group. This argument
rests on an assumption, not well proven on this record, that addicts are more inclined than the general public to steal and forge
documents. There are many addicts who suffer from a disability, but do not engage in criminal conduct. In any event, not
every distinction of this kind amounts to discrimination. As the case law shows, human rights legislation contemplates that
the distinction be based on stereotypical or arbitrary characteristics engaging human dignity: McGill University at paras. 48-9;
Granovsky v. Canada (Minister of Employment & Immigration), 2000 SCC 28 (S.C.C.) at paras. 29, 58, 69, [2000] 1 S.C.R.
703 (S.C.C.); Alberta (Minister of Human Resources & Employment) v. Alberta (Human Rights, Citizenship & Multiculturalism
Commission), 2006 ABCA 235 (Alta. C.A.) at paras. 36, 46, 65, (2006), 62 Alta. L.R. (4th) 209 (Alta. C.A.), leave refused
[2007] 1 SCR viii. Discipline for criminal conduct is based on objectively justifiable social criteria, not stereotypical thinking
or arbitrary judgment of personal characteristics. While the law recognizes that an addict cannot always control her addiction,
the law does require that the addict control her conduct sufficiently to comply with the criminal law.


65      The appellants rely on Armstrong v. British Columbia (Ministry of Health), 2010 BCCA 56 (B.C. C.A.) at para. 27,
(2010), 2 B.C.L.R. (5th) 290 (B.C. C.A.), leave refused [2010] 2 S.C.R. v (S.C.C.) and Ontario (Director of Disability Support
Program) v. Tranchemontagne, 2010 ONCA 593 (Ont. C.A.) at paras. 101-4, (2010), 102 O.R. (3d) 97 (Ont. C.A.), which
conclude that McGill University does not add a separate requirement of stereotypical or arbitrary treatment to the test for prima
facie discrimination. However, both of those cases (Armstrong at para. 24 and Tranchemontagne at paras. 101-4) confirm the
need for a link or nexus between the protected ground or characteristic and the adverse treatment. Those cases conclude that
the required link or nexus is incorporated into the core test for prima facie discrimination. The strength or proximity of that
link or nexus is a mixed question of fact and law, and an important component in the analysis is whether the treatment is in
fact stereotypical or arbitrary, and whether it affronts concepts of human dignity. Not any nexus or connection, no matter how
remote, is sufficient. The medical cause, while relevant, may not equate to a legally recognized cause.


66      The consequences of excusing criminal behaviour because of addictions would be far-reaching. In criminal prosecutions,
addiction is not generally regarded as mitigating, much less as an exemption from criminal accountability: R. v. Roberts,
2005 ABCA 11 (Alta. C.A.) at para. 46, (2005), 361 A.R. 149 (Alta. C.A.). It is difficult to draw a line between different
types of addictions. Would a paedophile nurse with an irresistible urge to viewchild pornography be exempt from professional
disciplinary proceedings, even if he viewed it on the job? Nicotine is said to be one of the most addictive substances known. If
a minimum wage clerk stole cigarettes (or stole money to buy cigarettes) would his employer be required to accommodate him
because of his addiction? Does it make any difference that cigarettes are legal, whereas Percocet cannot be obtained without
a prescription? Must an addiction be functionally disabling before it engages human rights considerations? While addiction
to cigarettes does not generally affect daily functioning, in this case it was also demonstrated that the appellants' addiction to
Percocet did not affect their daily functioning.


67      Whether a particular standard amounts to discrimination is a legal question that requires a consideration of a number of
factors, within the context of the human rights legislation. As the Court stated in Withler v. Canada (Attorney General), 2011
SCC 12 (S.C.C.) at para. 54, [2011] 1 S.C.R. 396 (S.C.C.):


54 In summary, the theme underlying virtually all of this Court's s. 15 decisions is that the Court in the final analysis must
ask whether, having regard to all relevant contextual factors, including the nature and purpose of the impugned legislation
in relation to the claimant's situation, the impugned distinction discriminates by perpetuating the group's disadvantage or
by stereotyping the group.


While the appellants' addiction is something that distinguishes them from other members of the College who are subject to
disciplinary proceedings, the distinction does not amount to discrimination. As it was put in Health Services & Support-Facilities
Subsector Bargaining Assn. v. British Columbia, 2007 SCC 27 (S.C.C.) at para. 165, [2007] 2 S.C.R. 391 (S.C.C.): "... the
differential treatment based on personal characteristics required to get a discrimination analysis off the ground is absent here."
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There are a great many addicts who do not commit criminal acts, and it is not discriminatory to hold those who do accountable for
their actions. The decision to lay professional disciplinary charges, and the subsequent finding of misconduct, were not motivated
by the appellants' addiction, but rather by their conduct. There may be a connection between the appellants' actions and their
disability, but there is no sufficient connection to make the College's actions discriminatory. The fact that the appellants' conduct
was motivated or caused at some level by the addiction does not raise the College's proceedings to the level of discrimination
in law.


Reasonable and Justifiable Exceptions


68      The appellants argue that the College is required to accommodate their disability to the point of undue hardship, or to put
it in terms of s. 11 of the Human Rights Act, the College can justify otherwise discriminatory practices if they are reasonable
and justifiable. Since the record discloses no prima facie discrimination, it is not strictly necessary to address this point, but
given that it was fully argued some observations are appropriate.


69      While the tribunals below did not find discrimination, they nevertheless were prepared to recognize that the appellants'
disability was relevant to the sanction to be imposed. The actual sanctions, consisting of bare reprimands with rehabilitative
conditions, were clearly sensitive to the appellants' circumstances, and have not been appealed. That the reprimands were
founded on conduct which was motivated by addiction is clear from the reasons of the tribunals. To the extent that
accommodation was called for, it was adequately represented in these sanctions. Even if there was a duty to accommodate that
does not entitle the appellants to a complete exemption from the disciplinary process.


70      Whether the invocation of the College's disciplinary procedures can be justified requires a modified Meiorin analysis. (It
would appear that the requirement of s. 11 of "reasonable and justifiable" conduct may set a different standard than "impossibility
without undue hardship" as called for by the statute in Meiorin, but that point need not be explored further.) The first two parts
of the Meiorin analysis are clearly met:


(a) The professional disciplinary process as a whole was clearly adopted for a purpose rationally connected to the proper
regulation of nursing professionals. Laying these specific charges was also rationally connected to that purpose.


(b) The standards were adopted in an honest and good faith belief that they were necessary to the fulfillment of the College's
professional disciplinary mandate. Further, the inclusion of otherwise criminal conduct in the definition of unprofessional
conduct was also done in good faith.


Whether the standard is reasonably necessary to the accomplishment of legitimate professional regulation, in the sense that it is
impossible to accommodate individual members without imposing undue hardship upon the regulator, is a more complex issue.


71      At one level, the appellants appear to argue that the College has to abandon resort to its disciplinary procedures in the
case of any unprofessional conduct which has its roots, to any degree, in a disability. Such an extreme position would likely
cause undue hardship, as it would require the College to give up one of its most important regulatory tools. It seems extreme
to hold that reasonable accommodation requires the College to overlook misconduct, as opposed to accommodating it by an
appropriate sanction. While there were no clear findings on the subject, the prevalence of misuse of narcotics is within the
expertise of the disciplinary tribunals. There are hints on this record that misuse of drugs and alcohol by healthcare professionals
is a chronic and recurring problem. Eliminating resort to disciplinary procedures when drugs are stolen (and records forged) in
those circumstances would likely amount to undue hardship.


72      The appellants did not, however, exclusively advocate such an extreme position. Rather, they pointed out that the College
has other alternatives, namely its Alternative Complaints Resolution Procedure, and its ability to resort to the "incapacity"
provisions of the Health Professions Act. They argue that whatever the normal scope of the College's discretion may be, the
obligation to provide reasonable accommodation to disabled members compels the College to use alternative measures in this
case.
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73      As discussed (supra, para. 47), the College generally has a very wide discretion when choosing which remedial process
to adopt. Whether the College's selection of the disciplinary procedure reflects a failure to accommodate the disability of an
addicted member would also require a modified Meiorin analysis. Since the addicted member might not be eligible for, for
example, the Alternative Complaints Resolution Procedure (because of the internal limitations in that procedure) an additional
modified Meiorin analysis would be required to determine if the Procedure as written reflects a reasonable and justifiable
response, in whole or as it applies to a particular member. Since no prima facie discrimination was found in this case, conducting
that analysis is not necessary.


74      There is much to be said for the argument that the College does not have to forego its disciplinary procedures in the
face of an addiction disability, but can provide sufficient accommodation in the sanctions imposed: G. MacKenzie, Lawyers
and Ethics: Professional Responsibility and Discipline, 4th ed. (Toronto: Carswell, 2006) at p. 26-44. Under s. 1(1)(pp) of the
Health Professions Act, professional misconduct can exist "whether or not [the conduct] is disgraceful or dishonorable". Finding
a disabled addict to have been unprofessional does not imply moral turpitude. These appeals demonstrate that a sanction almost
entirely focussed on rehabilitation is possible. The finding of professional misconduct is what triggers the College's power
to make rehabilitative orders under s. 82, which can provide meaningful accommodation of an addiction, which while it is a
disability, is a treatable disability. A non-addicted nurse who stole narcotics for profit would clearly be subjected to a different
sanction than an addicted nurse, demonstrating that accommodation through sanction is a meaningful approach.


Costs


75      Professional disciplinary bodies have a wide discretion over costs, and so long as the decision is justifiable, transparent
and intelligible, judicial intervention is not warranted. The tribunals below were aware that they were not required to award
the College any costs, although they did have the jurisdiction under the Health Professions Act to award full indemnity costs.
They gave consideration to, but rejected, the argument that because these were test cases, the general membership should bear
the expense. They were sensitive to the fact that a costs award should not be crushing. The costs awards were reasonable, and
variation is not warranted.


Conclusion


76      In conclusion, the appellants have failed to demonstrate any reviewable error in the decisions of the Appeals Committee,
and the appeals are dismissed.


Keith Ritter J.A.:


I concur:


Ronald Berger J.A. (dissenting):


77      The Appellant, Genevieve Wright, is a registered nurse. Over a period of approximately twelve months, she took narcotics
(Percocet) from her employer for personal use and falsified narcotic records to cover up her thefts. No patients were deprived
of medication and none of the patients' records were tampered with. The Complaints Director of the College and Association
of Registered Nurses of Alberta ("CARNA") ordered an investigation and upon receipt of the report referred the matter to a
hearing tribunal. Ms. Wright received notice of the following allegations:


"[While] working as a registered nurse in the Emergency Department at the Rockyview General Hospital, Calgary, Alberta,
your practice fell below the standard expected of a registered nurse when


1. From approximately January 2008 until mid-January 2009 on a regular basis:


a) you stole Percocet from your employer; in particular between October 2008 and January 4, 2009 you stole
approximately 2016 tablets of Percocet;
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b) To cover up the theft, you forged other nurses' signatures on the narcotic administration record to indicate a
narcotic had been administered, when in fact it had not;


c) You placed patients' names on the narcotic administration record who had no physicians' orders."


(Amended Notice to Attend a Hearing, Wright EKE, A6)


78      Ms. Wright did not dispute that she took the Percocet and falsified narcotic records as alleged. She argued that conduct
caused by an addiction disability is not unprofessional conduct and that the Alberta Human Rights Act, RSA 2000, c. A-25.5
("AHRA") requires that CARNA proceed under the alternative, non-culpable provisions of the Health Professions Act, RSA
2000, c. H-7 ("HPA") which equally allow the College to protect the public and return her to safe practice. These provisions
include: (a) s. 118 of the HPA which allows the Complaints Director of CARNA to compel an incapacitated nurse to seek
treatment and to prohibit the nurse from practising until the nurse is no longer incapacitated; (b) the alternative complaints
resolution process set out in ss. 58-60; (c) the competency provisions set out in s. 28 of the HPA; (d) subsecs. 19 - 22 of the
Registered Nurses Profession Regulation, Alta. Reg. 232/2005, all of which are attached to this judgment as Appendix A.


79      A hearing before the Hearing Tribunal of the College (the "Tribunal") was held on January 12, 2010. The parties placed
an agreed statement of facts before the Tribunal. No viva voce evidence was called. The agreement incorporated the opinion
of Dr. Raju Hajela, an expert in addictions medicine, that "[Ms. Wright's] uncharacteristic behaviour of stealing opioids was
entirely due to her untreated Opioid Dependence, at the time, in the context of chronic pain." (Wright EKE, A34)


80      CARNA could have chosen to challenge this medical opinion by refusing to include it in the agreed statement of facts
and by asking to cross-examine Dr. Hajela. It did not. Thus, the only evidence before the Tribunal regarding the link between
Ms. Wright's conduct and her disability unequivocally established that her conduct was caused "entirely" by her disability.


81      The Tribunal accepted the agreed statement of facts and indicated that it was the basis for its findings. (Tribunal Decision,
AR F115)


82      There is no question that the factual underpinnings support the allegations of misconduct. However, having accepted the
medical evidence, the Tribunal, nonetheless, characterized Ms. Wright's behaviour as "systematic", "deliberate", "intentional"
and "motivated" by her addiction rather than caused by it. (Tribunal Decision, AR F119) The Tribunal convicted her of
unprofessional conduct and being unfit to practice. They punished her with a reprimand. She undertook not to return to work
until various conditions were satisfied. Those conditions are set out under the rubric of "Joint Recommendations" (R2 - R7
of the Respondent's EKE) and are attached to this judgment as Appendix B. The conditions were satisfied and Ms. Wright
returned to work.


83      The Appellant appealed to the Appeals Committee of the College. To all intents and purposes, the Appeals Committee
endorsed both the reasoning of the Tribunal and its conclusions.


84      The Tribunal was of the view that it was not disciplining Ms. Wright for her disability as she was being treated
no differently than nurses who do not have disabilities but who also violate professional standards. The Tribunal found that
instituting disciplinary proceedings against Ms. Wright was not discrimination on the basis of her disability, noting that any
form of illness does not excuse a member from professional misconduct. The Appeals Committee specifically held that a human
rights analysis only applies if the prohibited ground is the sole reason for a nurse's failure to meet nursing practice standards
and there is no other contributing factor.


85      On appeal to this Court, Ms. Wright submits that both the Tribunal and the Appeals Committee erred in law in not applying
a human rights analysis and in not finding prima facie discrimination. Ms. Wright also submits that the Appeals Committee's
costs award is unreasonable. (That which is in issue is the Appeals Committee's award to CARNA of $10,000 in costs).


86      The factual underpinnings pertaining to the Appellant, Mona Helmer, are not dissimilar. Ms. Helmer also took narcotics
from her employer hospital for personal use and falsified narcotics records to cover up the thefts. At no time did her conduct
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deprive a patient of medication prescribed for that patient. When Ms. Helmer was confronted by her employer, she admitted
the conduct and her drug addiction. Like Ms. Wright, she argued that it is prima facie discriminatory to charge her and find her
guilty of unprofessional conduct when that conduct is caused by a disability, i.e. her drug addiction. Rather than proceeding on
a culpable basis, she argued that CARNA could meet its duty to accommodate by adopting one of the alternate, non-culpable
approaches under the HPA. CARNA rejected this approach and established a hearing tribunal.


87      Ms. Helmer presented evidence before the Tribunal from Dr. Els, a psychiatrist specializing in addictions, that she was
drug dependent and that her addiction was the most likely explanation for her behaviour. However, the Tribunal rejected the
argument that this case involved prima facia discrimination, concluding that Ms. Helmer was treated the same as nurses not
suffering from a disability who steal from their employer. The Tribunal reasoned that a human rights analysis was inapplicable
because the nursing practice standards are neutral on their face, treat all nurses the same, and apply equally to nurses with
disabilities as to those without. The Tribunal concluded that CARNA's choice as to how to proceed in matters of this nature
belonged to CARNA, and was not relevant to the Tribunal for the purposes of the disciplinary hearing.


88      The Tribunal refused to allow Ms. Helmer to call the President of CARNA to testify as to CARNA's policy with respect
to nurses suffering from addictions and whether proceeding under other provisions in the HPA would cause undue hardship. It
also refused to allow the Appellant to have Dr. Els testify as to how other professional regulatory bodies deal with members
suffering from addiction. The Tribunal ultimately convicted Ms. Helmer of unprofessional conduct and being unfit to practice,
and imposed a reprimand and suspension until she satisfied certain conditions to return to work. It also ordered her to pay
$39,000 in costs (see Tribunal's conclusions beginning at F38 of Helmer's ARD).


89      Ms. Helmer appealed to the Appeals Committee. The Appeals Committee upheld the Tribunal's decision in every respect,
essentially adopting the Tribunal's reasons. The Appeals Committee was of the view that a human rights analysis only applies if
the prohibited ground is the sole reason for a nurse's failure to meet nursing practice standards and there is no other contributing
factor.


90      In a subsequently released decision, the Appeals Committee refused to interfere with the costs awarded against Ms.
Helmer and imposed an additional $16,000 in costs for the Appeal Hearing (F188 of Helmer ARD).


91      Ms. Helmer argues that the Appeals Committee and the Tribunal erred in not conducting a human rights analysis and in
making unreasonable costs awards. She also submits that the Tribunal breached the principles of procedural fairness by refusing
to hear relevant evidence.


Standard of Review


92      The test for selecting the standard of review to apply when reviewing substantive errors in an administrative tribunal's
decision is based on the application of a number of relevant factors, including: (1) the presence or absence of a privative clause
or right of appeal; (2) the purpose of the tribunal as determined by interpretation of enabling legislation; (3) the nature of the
question at issue; and (4) the expertise of the tribunal: New Brunswick (Board of Management) v. Dunsmuir, 2008 SCC 9, [2008]
1 S.C.R. 190 (S.C.C.) at paras. 55, 64.


93      The HPA does not include a privative clause but does provide a right of appeal to the Court of Appeal: s. 90. Section
92(1) provides that the Court of Appeal may


(a) make any finding that, in its opinion, should have been made;


(b) quash, confirm or vary the finding or order of the council or any part of it;


(c) refer the matter back to the council for further consideration in accordance with any direction of the Court;


(d) if the appeal is wholly or partly successful, direct that all or part of the cost of preparation of the record referred
to in section 91 be repaid by the college to the appellant or be applied to reduce the amount of penalties or costs
otherwise payable to the college by the appellant.
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94      The absence of a privative clause, and the presence of a right of appeal, support a correctness standard. The question at
issue demands an interpretation of the HPA in the context of human rights law. The expertise of the Tribunal may relate to the
former, but not to the latter. The grounds of appeal do not question the finding of unprofessional conduct - that is admitted - but
the central issue on appeal engages human rights legislation and its application to the case at bar. Alberta courts have repeatedly
held that no deference is owed to tribunals on such questions, even tribunals specializing in human rights: Walsh v. Mobil Oil
Canada, [2008] A.J. No. 830 (Alta. C.A.) at paras. 55, 57 and 58; Burgess v. Stephen W. Huk Professional Corp., [2010] A.J.
No. 756 (Alta. Q.B.) at paras. 32 and 37 I conclude that the standard of review is correctness.


The Position of the Parties


95      In reliance, in part, on the observations of the Supreme Court of Canada in O'Malley v. Simpsons-Sears Ltd., [1985] 2
S.C.R. 536, 23 D.L.R. (4th) 321 (S.C.C.) at para. 18 ["O'Malley"], it is apparent that the Appellants' argument is not premised
upon direct discrimination but rather on adverse effect discrimination:


... Direct discrimination occurs ... where an employer adopts a practice or rule which on its face discriminates on a prohibited
ground. For example, 'No Catholics or no women or no blacks employed here.' ... [A]dverse effect discrimination. ... arises
where an employer for genuine business reasons adopts a rule or standard which is on its face neutral, and which will apply
equally to all employees, but which has a discriminatory effect upon a prohibited ground on one employee or group of
employees in that it imposes, because of some special characteristic of the employee or group, obligations, penalties, or
restrictive conditions not imposed on other members of the work force. ... An employment rule honestly made for sound
economic or business reasons, equally applicable to all to whom it is intended to apply, may yet be discriminatory if it
affects a person or group of persons differently from others to whom it may apply. ...


96      The essence of the Respondent's argument is that the Appellants were not disciplined because they have a drug dependency,
but rather because of their fraudulent and thieving behaviour. The submission is that anyone who steals from her employer
and falsifies records will be sanctioned regardless of whether the employee suffers or does not suffer from an illness. The
Respondent's argument may be summarized as follows:


"There was no discrimination because there were no special burdens, obligations or disadvantages imposed on this 'group'
that are unique to them. The Hearing Tribunal concluded that the Appellant had not shown that she had been discriminated
against because there had been no discrimination or stereotyping."


(Respondent's Factum (Helmer) at para. 16)


97      That position is said to be supported by the decision of the British Columbia Court of Appeal in British Columbia Public
Service Agency v. B.C.G.E.U., 2008 BCCA 357, 298 D.L.R. (4th) 624 (B.C. C.A.), leave to appeal refused (2009), [2008]
S.C.C.A. No. 460 (S.C.C.). The Respondent also relies on Lamontagne v. Law Society (Saskatchewan), [1991] 4 W.W.R. 481
(Sask. C.A.) and Berner v. College of Physicians & Surgeons (Ontario) (1984), 4 O.A.C. 153 (Ont. Div. Ct.) in support of that
which the Respondent describes as "the traditional approach" whereby the addiction is taken into account as a mitigating factor
in determining the appropriate sanction. This approach, CARNA argues, both encourages rehabilitation and protects the public.


98      The Respondent also submits that the HPA contemplates that addictions and other incapacities may be dealt with pursuant
to the unprofessional conduct process given that s. 1(1)(pp)(ii) provides that any contravention of the Act, the code of ethics,
or standards of practice constitutes "unprofessional conduct".


99      The Respondent points to s. 82 which sets out the types of orders that can be made after a finding of unprofessional
conduct. Subsections (d) and (e) provide for powers to satisfy the hearing tribunal that the member is no longer incapacitated
and for the investigated person to undertake counselling or a treatment program that in the Tribunal's opinion is appropriate.


Analysis
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100      The principal question on appeal is whether the Tribunal and the Appeals Committee erred in their interpretation of
human rights law. Did they err in failing to find that the decision to prosecute Ms. Wright and Ms. Helmer for unprofessional
conduct was prima facie discriminatory given that their conduct was caused by a disability?


101      Put another way, the issue is whether there has been a violation of s. 9(c) of the AHRA which prohibits an occupational
association from discriminating on the basis of disability:


9 No trade union, employers' organization or occupational association shall


. . .


(c) discriminate against any person or member,


because of the race, religious beliefs, colour, gender, physical disability, mental disability, age, ancestry, place of origin,
marital status, source of income, family status or sexual orientation of that person or member.


102      Importantly, AHRA also provides that unless the legislature has expressly stated otherwise, every law of Alberta (including
the HPA) is "inoperative to the extent that it authorizes or requires the doing of anything prohibited by this Act." (s. 1(1) of the
AHRA). It follows that because the legislature has not expressly stated otherwise, s. 1(1) of the AHRA trumps s. 1(1)(pp)(ii) of
the HPA and the Respondent's argument based on the latter provision and s. 82 of the HPA fails. (See paras. 98 and 99 above).


103      Human rights legislation is quasi-constitutional law. Its purpose is to preserve the dignity of human beings, protect
against discrimination, promote equality, and "provide relief for the victims of discrimination": see O'Malley at para. 12. It must
be "interpreted in a liberal and purposive manner, with a view towards broadly protecting the human rights of those to whom
it applies": Werbeski v. Ontario (Director of Disability Support Program, Ministry of Community & Social Services), 2006
SCC 14, [2006] 1 S.C.R. 513 (S.C.C.) at para. 33. Human rights legislation has primacy over all other legislative enactments;
therefore, where provisions of human rights legislation conflict with provisions in another provincial enactment, it is the former
that apply: Tranchemontagne at para. 34.


104      The complainant has the onus to establish a prima facie case of discrimination. This has been defined by the Supreme
Court as "one which covers the allegations made and which, if [the allegations] are believed, is complete and sufficient to justify
a verdict in the complainant's favour in the absence of an answer from the respondent-employer": O'Malley at para. 28.


105      As an occupational association within the meaning of s. 9(c) of the AHRA, the issue before the Tribunal and the Appeals
Committee was whether CARNA had discriminated against the Appellants because of their addiction which the Appellants
argue constitutes a "mental disability" within the meaning of s. 9(c).


106      In order to establish a prima facie case, discrimination must be established. In Andrews v. Law Society (British Columbia),
[1989] 1 S.C.R. 143 (S.C.C.) at para. 37, the Supreme Court defined discrimination as follows:


... a distinction, whether intentional or not but based on grounds relating to personal characteristics of the individual or
group, which has the effect of imposing burdens, obligations, or disadvantages on such individual or group not imposed
upon others, or which withholds or limits access to opportunities, benefits, and advantages available to other members of
society. Distinctions based on personal characteristics attributed to an individual solely on the basis of association with
a group will rarely escape the charge of discrimination, while those based on an individual's merits and capacities will
rarely be so classed.


107      In defining discrimination, the Supreme Court has rejected identical treatment as a Charter objective. The Supreme Court
explained that "every difference in treatment between individuals under the law will not necessarily result in inequality" and
that "identical treatment may frequently produce serious inequality": see R. v. Kapp, 2008 SCC 41, [2008] 2 S.C.R. 483 (S.C.C.)
at para. 27 citing Andrews at 164. Rather than requiring identical treatment for everyone, the Supreme Court "distinguished
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between difference and discrimination and adopted an approach to equality that acknowledged and accommodated differences":
Kapp at para. 28 referring to Andrews at 182.


108      In British Columbia (Superintendent of Motor Vehicles) v. British Columbia (Council of Human Rights), [1999] 3
S.C.R. 868 (S.C.C.) ("Grismer"), the Supreme Court held that a policy that had the effect of preventing individuals with a
certain eye condition from holding a driver's licence on the basis that they posed a safety risk was prima facie discriminatory.
In British Columbia (Public Service Employee Relations Commission) v. B.C.G.E.U., [1999] 3 S.C.R. 3 (S.C.C.) ("Meiorin"),
the Supreme Court found that the neutral standard of aerobic fitness was prima facie discriminatory because it had the effect
of disproportionately excluding women from being forest firefighters, even though it treated all forest firefighters the same.
See also Chapdelaine v. Air Canada (1987), 9 C.H.R.R. No. 698; U.S.W.A., Local 5885 v. Sealy Canada Ltd., [2006] A.G.A.A.
No. 8 (Alta. Arb.).


109      In O.N.A. v. Collingwood General & Marine Hospital, [2010] O.L.A.A. No. 196 (Ont. Arb.), an employer discovered
that an emergency room nurse had been stealing narcotics and using them at work. Pharmacy records suggested that she had
stolen over 1,000 vials of drugs. Two years later, the grievor was medically cleared to return to work with conditions. Instead
of returning her to work, the employer terminated her employment. In summarizing the applicable law, the arbitrator stated
at para. 24:


It is well recognized by arbitrators (and conceded in this case) that substance and alcohol dependence are disabilities within
the meaning of s. 5 of the HRC and other similar human rights legislation. Thus, an employer cannot discriminate against
an employee because of behaviours resulting from dependence on drugs or alcohol. ...


110      In upholding the grievance, the arbitrator concluded that the employer prima facie discriminated against the grievor in
terminating her employment and had failed to adequately consider whether it could accommodate her. See also Direct Energy
v. C.E.P., Local 975 (2009), 184 L.A.C. (4th) 7 (Ont. Arb.).


111      In their leading text, Canadian Labour Arbitration, 4 th  ed., loose-leaf (Aurora, Ont.: Canada Law Book Inc., 2010) at
para. 7:6150, D.J.M. Brown, Q.C. and D.M. Beatty endorse such an approach in addiction disability cases:


... [A]rbitrators have for a long time treated alcoholism and drug abuse as an illness just like any other disability that
falls within the protection of human rights legislation. Accordingly, before an employer will be allowed to terminate the
services of afflicted employees, it must prove that their condition adversely affects their work, has not responded to efforts
to accommodate and is not, in the foreseeable future, likely to improve.


112      Professional disciplinary bodies are also subject to such legislation. See Van Leening v. College of Physical Therapists
(British Columbia), [2006] B.C.H.R.T.D. No. 357 (B.C. Human Rights Trib.) and Gichuru v. Law Society (British Columbia),
[2009] B.C.H.R.T.D. No. 360 (B.C. Human Rights Trib.).


113      In O'Malley, the Supreme Court distinguished between two forms of discrimination: direct discrimination and adverse
effect discrimination. See para. [95] above. The Appellants argue that the Tribunal and Appeals Committee failed to take account
of adverse effect discrimination and, accordingly, failed to find prima facie discrimination. Adverse effect discrimination will
be made out if the following components are established:


1. There must be a rule or standard.


2. The rule or standard is neutral on its face and applies equally to all, and


3. The rule or standard has a discriminatory effect on a prohibited ground: O'Malley at para. 18.


114      There can be no question that theft of contraband breaches the rule or standard of behaviour enacted by CARNA. Nor
is there any dispute that the rule prohibiting theft of drugs is neutral on its face and applies equally to all. Indeed, the Tribunal
and the Appeals Committee were of the view that the nursing practice standards and the disciplinary procedure set out in the
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HPA are applied to all nurses equally. The Tribunal did not see the prosecution of the Appellants as a form of discrimination
because "[they are] treated the same as all members". The Tribunal emphasized that Ms. Wright and Ms. Helmer were not
being disciplined as a result of their drug dependency, but rather for theft and fraudulent behaviour. The Appeals Committee
agreed, stating unequivocally that "the equal application of the nursing practice standards did not discriminate against nurses
with addiction disabilities." (AB, Vol. 2 (Helmer) at F175) The position of the Appeals Committee was that all nurses who steal
are treated alike whether or not they have an addiction.


115      It follows that the first two elements of adverse effect discrimination are made out. The Appellants have established that
the College's rule or standard is neutral on its face and is applicable equally to all.


116      I turn, accordingly, to the third requirement. Does the rule or standard have a discriminatory effect on a prohibited
ground? The question is not, as the tribunals found, whether nurses not suffering from disabilities who steal from their employer
are disciplined. The question is whether neutral performance standards have a disproportionately adverse impact on a nurse
suffering from a disability, namely an addiction, which causes her to steal narcotics.


117      The Appeals Committee was of the view that there could be no discrimination as there is nothing arbitrary about the
Nursing Practice Standards (AR F321) and that the test for prima facie discrimination had changed by adding a requirement
that there be arbitrariness or stereotyping (relying on the dissenting opinion in Syndicat des employés de l'Hôpital général de
Montréal c. Sexton, [2007] S.C.J. No. 4 (S.C.C.) and Keays v. Honda Canada Inc., [2008] S.C.J. No. 40 (S.C.C.). I disagree. After
noting the above excerpts from both McGill University PHS Community Services Society and Keays, both the British Columbia
Court of Appeal and the Ontario Court of Appeal have held that the test for prima facie discrimination remains unchanged
Armstrong v. British Columbia (Ministry of Health), [2010] B.C.J. No. 216 (B.C. C.A.) at para. 27 and Tranchemontagne, supra.
Other courts have either found that the test for prima facie discrimination remains the same, or that the test will be met if the
claimant has been adversely affected, OR arbitrarily or stereotypically disadvantaged Baum v. Calgary (City), [2008] A.J. No.
1479 (Alta. Q.B.) at para. 36). See also Burgess, supra at paras. 27, 81.


118      Addiction is a disability within the meaning of human rights legislation: Health Employers Assn. of British Columbia
v. B.C.N.U., 2006 BCCA 57, 264 D.L.R. (4th) 478 (B.C. C.A.) and Entrop v. Imperial Oil Ltd. (2000), 50 O.R. (3d) 18 (Ont.
C.A.). That is the prohibited ground in this case. In Health Employers at para. 38, the British Columbia Court of Appeal held
that to establish a prima facie case of discrimination on the basis of a disability, a complainant must demonstrate on a balance
of probabilities, that:


1. he/she has or was perceived to have a disability;


2. he/she received adverse treatment; and


3. the disability or perceived disability was a factor in the adverse treatment.


119      The Appellants suffered from drug addiction. The parties agree that this constitutes a disability. That is not surprising
given that s. 1(1)(s) of the HPA defines incapacity as:


suffering from a physical, mental or emotional condition or disorder or an addiction to alcohol or drugs as defined in the
Pharmacy and Drug Act or other chemicals that impairs the ability to provide professional services in a safe and competent
manner.


120      According to the agreed facts, Ms. Wright and Ms. Helmer admitted to the conduct and CARNA accepted the medical
evidence that their conduct was caused entirely by their drug addiction. The Tribunal accepted these facts and indicated they were
the basis for its findings. The Appellants were subjected to the disciplinary process, found to have engaged in unprofessional
conduct, reprimanded, and relieved of their duties until certain conditions were satisfied. In my view, the requirement of adverse
treatment is made out.
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121      As for the third factor, the Respondent submits that the Appellants were not punished for having a disability, but rather for
their behaviour. The Tribunal was of the view that the medical evidence was not sufficient to establish that the disability was the
sole cause of the Appellants' failure to meet the Nursing Practice Standards: Helmer Factum at para. 13, and Wright AR F321.
The Respondent submits that "the disability was fully taken into account by the Tribunal in crafting the appropriate remedy":
Respondent's Factum (Helmer) at para. 35. In my opinion, both the Tribunal and Appeals Committee erred because, to amount
to prima facie discrimination, the prohibited ground need only be a factor in the adverse treatment; it does not have to be the sole
or overriding factor: Kemess Mines Ltd. v. I.U.O.E., Local 115, 2006 BCCA 58, 264 D.L.R. (4th) 495 (B.C. C.A.) at para. 30:


In this case, the starting point for the prima facie analysis is s. 13(1)(a) and s. 1 of the Human Rights Code. Under s. 1,
'discrimination' is defined to include conduct that offends s. 13(1)(a). In my view, there is therefore no need to conduct
a comparative analysis. It is, by definition, prima facie discriminatory for an employer to refuse to employ or continue
to employ a person because of a physical or mental disability. I do not accept the employer's argument that in order to
establish prima facie discrimination a claimant must show that it is impossible for him to comply with the standard. Here
the arbitrator correctly articulated the test to be applied under s. 13(1)(a) to establish a prima facie case of discrimination:


... the starting point of a human rights analysis is to determine whether the disputed dismissal is prima facie
discriminatory. The dismissal must be found to be prima facie discriminatory if the grievor had a physical or mental
disability; if the company treated the grievor adversely; and if it is reasonable on the evidence to infer that the
disability was a factor (not necessarily the sole or overriding factor) in the adverse treatment: Martin (2001)
41 C.H.H.R. D/88.


[emphasis in original underlined; emphasis added in bold]


See also R. Zinn, The Law of Human Rights in Canada, looseleaf (Aurora, Ont.: Canada Law Book, 2009) at p. 1-16; Burgess,
supra, at para. 26; and Lee v. British Columbia (Attorney General), [2004] B.C.J. No. 1851 (B.C. C.A.) at para. 24.


122      In Health Employers, the British Columbia Court of Appeal asked whether the addiction in question was a factor in the
individual's termination from employment or whether there was an explanation for his termination unrelated to his disability:
at para. 39. The Court then stated, "[i]t is important not to assume that addiction is always a causal factor in an addicted
employee's misconduct ... To find prima facie discrimination, there must be evidence that the employee's misconduct was caused
by symptoms related to the disability": at para. 41.


123      The parties, the Tribunal and the Appeals Committee agree that the evidence establishes a causal connection between
the conduct and the disability. Misconduct that is causally connected to the disability, and which results in adverse treatment
of an individual, is prima facie discrimination. As a result of the Appellants' disability, the standard or rule being equally
applied, imposes "penalties or restrictive conditions not imposed on other members": O'Malley at para. 18. The standard or rule
discriminates because it affects Ms. Wright and Ms. Helmer, persons with a disability of addiction "differently from others to
whom it may apply": O'Malley at para. 18. Treating all nurses the same creates serious inequality, and certain persons such
as Ms. Wright and Ms. Helmer are likely "made to feel that ... they are less capable, or less worthy of recognition or value as
human beings or as members of Canadian society, equally deserving of concern, respect and consideration" because of their
disability: Egan v. Canada, [1995] 2 S.C.R. 513 (S.C.C.) at para. 39.


124      In discussing what they refer to as the "traditional approach," CARNA submits that addiction is to be taken into
consideration as a mitigating factor in the sanctioning stage if a professional can prove, in whole or in part, that the misconduct
was caused by an addiction and after the professional is found guilty of unprofessional conduct or admits guilt. Furthermore,
CARNA submits that a causal relationship between the condition and the misconduct is not sufficient to excuse the misconduct
altogether, but is relevant to penalty: (Helmer) at para. 38. In my opinion, if the disability is considered to be a mitigating factor
when sanctioning the member, it follows that the underlying unprofessional conduct must be attributable, at least in part, to that
disability. That is, if it is accepted that the disability was a cause of the conduct, then adversely treating an individual for that
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conduct amounts to adverse treatment for the disability. Prima facie discrimination is made out. Ignoring the disability and the
causal connection until the sanctioning stage is an attempt to sidestep the AHRA.


125      Because Ms. Wright and Ms. Helmer have a disability and the medical evidence proves a nexus between that disability
and their theft of narcotics, both tribunals erred in not conducting a human rights analysis. They failed to appreciate the nature
of adverse effect discrimination, failed to appreciate that the prohibited ground does not have to be the sole ground for the
adverse treatment before a human rights analysis is engaged and failed to treat the Appellants' addiction as a disability. Properly
applied, a human rights analysis demonstrates that proceeding on a culpable basis under the HPA is prima facie discriminatory.
As such, CARNA is obliged to consider its duty to accommodate.


126      The Respondent submits that an accommodation occurs in the penalty phase of the process. In my opinion, such
accommodation occurs too late and fails to remedy the discrimination as accommodation is meant to do. The imposition of a
lesser sanction on the basis of the Appellants' disability does not as a matter of law mitigate the discipline of the Appellants on
a prohibited ground. Mere acknowledgment of the Appellants' addiction disability is insufficient.


127      Section 11 of the AHRA sets out the defence to discrimination:


A contravention of this Act shall be deemed not to have occurred if the person who is alleged to have contravened the Act
shows that the alleged contravention was reasonable and justifiable in the circumstances.


128      In Meiorin at para. 54, and Grismer at para. 20, the Supreme Court of Canada confirmed that the onus is on the
discriminating party to satisfy the following three-part test:


1. it adopted the standard for a purpose or goal that is rationally connected to the function being performed;


2. it adopted the standard in good faith, in the belief that it is necessary for the fulfilment of the purpose or goal; and


3. the standard is reasonably necessary to accomplish its purpose or goal in the sense that the respondent cannot
accommodate persons with the characteristics of the complainant without incurring undue hardship."


129      Put another way, the Respondent must demonstrate that the discriminatory standard or policy was a bona fide requirement
or had a bona fide justification. Not having conducted a human rights analysis, the Appeals Committee and the Tribunal did not
consider s. 11 of the AHRA. No evidence was proffered by CARNA to specifically establish that s. 11 was satisfied.


130      Neither the Tribunal nor the Appeals Committee conducted a proper human rights analysis in the case at bar. As set
out earlier in this judgment, both proceeded upon an erroneous premise. Accordingly, the tripartite test set out above, and in
particular the third arm of the test, was not canvassed nor considered as it should have been. The appendices to this judgment set
out an alternative process which might well have been invoked in order to accommodate the Appellant's disability. Pursuant to
ss. 55(2) and 58(1) of the HPA, the Complaints Director is empowered to make a referral to an alternative complaints resolution
with the concurrence of the parties at any time before the commencement of the hearing by the Tribunal. At the hearing of this
appeal, counsel for the College confirmed that criminal conduct such as theft does not, in the opinion of CARNA, lend itself
to the alternative complaints resolution process. With that in mind, CARNA adopted a policy and instructed the Complaints
Director that any such complaints preclude a referral contemplated by ss. 55(2) or 58(1) of the HPA. The policy reads:


"Complaints are not eligible for Alternative Complaint Resolution if any of the following exclusion criteria is present:


• The matter involves behaviour that could be considered a criminal offence (e.g. sexual, physical or emotional abuse;
theft or fraud)" [emphasis in original in bold; emphasis added underlined] (Wright EKE, R12)


In my opinion, such a policy goes beyond s. 23 of the Registered Nurses Profession Regulation, Alta. Reg. 232/2005 which
provides that:
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When the Complaints Director considers whether to make the referral under section 58 of the Act to an alternative complaint
resolution process, the Complaints Director must consider the guidelines approved by the Council.


[emphasis added]


131      It follows that although the guidelines approved by the Council must be considered, the Complaints Director retains
the authority to invoke the alternative complaints resolution process. It also follows that in the case at bar, the Complaints
Director was barred from exercising his discretion and the Appellants were denied consideration of the remedial option that
the legislation contemplates.


132      The procedural fairness in Ms. Helmer's appeal (which need not be addressed) may also have a bearing upon the
accommodation question. Ms. Helmer says that she wanted to call the President of the College, Ms. Hadley, as a witness. The
Tribunal also refused to allow her counsel to question Dr. Els regarding how the College's practice in addiction cases compares
to that of other professional regulatory bodies. It is arguable that if such evidence had been heard, the Respondent might well
have cross-examined the witnesses and/or called evidence to contradict them. Such evidence, arguably relevant to the duty to
accommodate, was not before the Tribunal nor before the Appeals Committee.


133      For these reasons, I am reluctant to pronounce upon the duty to accommodate issue. CARNA and the Appellants would
be entitled to have a fair opportunity to consider the thrust of these reasons for judgment and to make submissions to the Tribunal
and/or the Appeals Committee on the topic of accommodation had this opinion carried the day.


134      In the result, I would allow both appeals, quash the Appeal Committee's decisions and remit both matters to the Appeals
Committee for resolution in a manner consistent with this judgment. It follows that I would also set aside the costs disposition
imposed by the tribunals.


Appeals dismissed.


Appendix A


Health Professions Act, RSA 2000, c. H-7


58 (1) The complaints director may, with the agreement of the complainant and the investigated person, refer the
complainant and the investigated person to an alternative complaint resolution process provided for in the regulations at
any time before the commencement of a hearing by the hearing tribunal.


(2) If the complaints director makes a referral under subsection (1), a member of the college must participate in or conduct
the alternative complaint resolution process.


(3) The person who conducts an alternative complaint resolution process must be impartial and must act impartially.


(4) If a report has been prepared under section 55(2)(c) with respect to the complaint, the complaints director must submit
a copy of the report to the person conducting the alternative complaint resolution process.


(5) If a report has not been prepared by an expert, the person conducting the alternative complaint resolution process may
request an expert to assess and submit a written report on the subject-matter of the complaint or matters arising during
the alternative complaint resolution process.


(6) A person who conducts an alternative complaint resolution process may assist in settling a complaint, but if in the
opinion of that person a settlement is not likely to be agreed to, the person must notify the complaints director.


(7) If during the alternative complaint resolution process information is introduced that causes the person conducting the
alternative complaint resolution process to believe that the matter is substantially different from the original complaint,



http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747785&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af6163bf4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747841&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I45cd3adaf4eb11d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA1761C711B33069E0540010E03EEFE0





Wright v. College and Assn. of Registered Nurses of Alberta, 2012 ABCA 267, 2012...
2012 ABCA 267, 2012 CarswellAlta 1528, [2012] A.W.L.D. 4587, [2012] A.W.L.D. 4588...


 Copyright © Thomson Reuters Canada Limited or its licensors (excluding individual court documents). All rights reserved. 34


the person must notify the complaints director and the complaints director must decide whether the alternative complaint
resolution process may continue or whether the matter must be processed under subsection (8).


(8) On being notified under subsection (6) or section 60(7)(b) or on deciding under subsection (7) to process a matter under
this subsection, the complaints director must


(a) if an investigation has not been commenced, commence an investigation under Division 3,


(b) if an investigation has been commenced but no report of the investigation has been made, refer the complaint back
to the investigator, if available, or appoint another investigator to complete the investigation regarding the complaint
and make a report,


(c) dismiss the complaint, or


(d) in all other cases, refer the matter to the hearings director for a hearing.


59 (1) Subject to subsection (2), a person who conducts an alternative complaint resolution process must


(a) if there is a proposed settlement, give all the records relating to the process, including the proposed settlement,
to the complaint review committee, and


(b) if there is no proposed settlement, give all the records relating to the process to the complaints director.


(1.1) A complaint review committee, on receipt of records and a proposed settlement under subsection (1), may
review them in accordance with section 60(1.1), and on making its decision under section 60(2) must give the
complaints director all the records it received, including the proposed settlement and the ratified settlement, if it
ratifies a settlement.


(1.2) Subject to subsection (2), a college has custody and control of all the records given to the complaint review
committee or the complaints director under this section and must keep those records, except for the ratified settlement,
separate from any other records held by the college.


(1.3) A college may disclose information from records and proposed settlement described in subsection (1.2) only if
the disclosure is authorized or required by this Act.


(2) Any document prepared or generated for the purposes of an alternative complaint resolution process belongs to the
person who prepared or generated the document.


(3) Except for information described in section 58(7) or that is part of a ratified settlement or a report prepared pursuant
to a request under section 58(5), any communication and evidence arising from anything said, evidence of anything
said or evidence of an admission or communication made in the course of an alternative complaint resolution process
is confidential and not admissible in any proceedings under this or any other Act or in any action, matter or proceeding
before a court


(a) without the written consent of the investigated person and the complainant, and


(b) in the case of written evidence, without the written consent of the person who prepared the written evidence, the
investigated person and the complainant.


60 (1) If the complainant and the investigated person agree, in writing, to a proposed settlement of a complaint in an
alternative complaint resolution process, the person conducting the alternative complaint resolution process must report
the settlement to the complaint review committee.



http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747846&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af63d23f4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA176D1AEDE349ECE0540010E03EEFE0

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747846&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af63d23f4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA176CF2190E4992E0540010E03EEFE0

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747846&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af63d23f4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA176CFDA76449AAE0540010E03EEFE0

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747844&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af63d21f4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA176845CB424023E0540010E03EEFE0

http://nextcanada.westlaw.com/Link/Document/FullText?findType=Y&serNum=0280747844&pubNum=135355&originatingDoc=Ica198170bd5c2298e0440021280d79ee&refType=IG&docFamilyGuid=I6af63d21f4e911d99f28ffa0ae8c2575&targetPreference=DocLanguage%3aEN&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Folder*cid.7129a47e52d44503acf8b52d30627659*oc.Search)#co_pp_AA1768401EEF4019E0540010E03EEFE0





Wright v. College and Assn. of Registered Nurses of Alberta, 2012 ABCA 267, 2012...
2012 ABCA 267, 2012 CarswellAlta 1528, [2012] A.W.L.D. 4587, [2012] A.W.L.D. 4588...


 Copyright © Thomson Reuters Canada Limited or its licensors (excluding individual court documents). All rights reserved. 35


(1.1) As part of the review of a proposed settlement reported to the complaint review committee under subsection (1), the
complaint review committee may


(a) review the records and proposed settlement it received pursuant to section 59(1)(a), and


(b) require any of the following to appear before it to answer questions regarding the proposed settlement:


(i) the complainant;


(ii) the investigated person;


(iii) the member of the college who participated in or conducted the alternative complaint resolution process.


(2) The complaint review committee may, on reviewing a proposed settlement of a complaint referred to it under subsection
(1),


(a) ratify the settlement,


(b) with the consent of the complainant and the investigated person, amend the settlement and then ratify the
settlement, or


(c) refuse to ratify the settlement.


(3) The complaint review committee must notify the complaints director of its actions under subsection (2).


(4) On being aware that a ratified settlement is not complied with, the complaints director may


(a) treat it as information and act on it under section 55, or


(b) treat it as a complaint and refer it to the hearings director for a hearing.


(5) If the complaints director makes a referral under subsection (4)(b), the information is deemed to be a complaint and
the complaints director must notify the complainant and the investigated person.


(6) The college must retain a copy of the ratified settlement and must release information related to the complaint,
investigated person and ratified settlement as required by this Act and


(a) may publish, in accordance with the bylaws, information respecting a complaint and a ratified settlement, and


(b) may reveal the identity of the investigated person or the complainant, or both, if it is authorized to do so by the
ratified settlement.


(7) Subject to subsections (4) and (6), if a ratified settlement


(a) relates to all the matters complained of or that arose during the alternative complaint resolution process, no further
proceedings under this Part may be taken with respect to those matters, or


(b) relates to only part of the matters complained of or that arose during the alternative complaint resolution process,
the person who conducted the alternative complaint resolution process must notify the complaints director of the
matters that do not form part of the ratified settlement and the complaints director must act on it under section 58(8).


. . .


118 (1) If a complaints director has grounds to believe that a regulated member is incapacitated, whether or not a complaint
has been made under section 54, the complaints director may direct the regulated member to submit to specified physical
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or mental examinations, or both, by a person or at a facility specified by the complaints director and, despite section 100(4)
to (6), request the person or facility to report to the complaints director and the regulated member within a time specified
by the complaints director.


(2) On receipt of the results of any mental or physical examination under subsection (1), and if recommended by the person
or facility the complaints director may direct the regulated member to submit to treatment by a person or at a facility
specified by the complaints director.


(3) Despite section 100(4) to (6), the complaints director may request that the results of the treatment under subsection
(2) be provided by the person or facility to the complaints director and the regulated member within the time specified
by the complaints director.


(4) The complaints director may direct that the regulated member cease providing professional services until a report is
received under subsection (1) or if a direction is made under subsection (2), cease providing professional services until
the complaints director is satisfied that the regulated member is no longer incapacitated and the complaints director must
notify the registrar of the direction to cease providing professional services.


(5) If the regulated member does not comply with a direction of the complaints director under subsection (1), (2) or (4),


(a) the complaints director must continue with the investigation process if a complaint was previously made with
respect to a matter that arose because of the alleged incapacity, and


(b) the complaints director may treat the non-compliance as a complaint in accordance with section 56 and act on it
under section 55 if no complaint has been previously made with respect to a matter that arose because of the alleged
incapacity.


(6) The regulated member may appeal a direction of the complaints director under subsection (1), (2) or (4) to the council.


(7) An appeal under subsection (6) must be in writing, must set out the grounds for the appeal and must be served on the
registrar within 7 days after receipt of the direction by the regulated member.


(8) An appeal under subsection (6) must be conducted


(a) as soon as reasonably practicable, and


(b) in accordance with section 89.


(9) If a complaint has been made against a regulated member, and the complaints director


(a) is satisfied that the matter complained of arose because of the incapacity of the regulated member,


(b) has made one or more directions under subsections (1) and (2), and


(c) is satisfied that the regulated member is complying with the directions made under subsection (2),


the complaints director may, at any time before the matter has been referred to the hearings director, suspend any
proceedings with respect to the complaint for a period of time that the complaints director considers appropriate.


(10) Despite Part 4, if a matter has been suspended under subsection (9) and the complaints director is satisfied that the
regulated member is no longer incapacitated, the complaints director may decide to suspend the proceedings indefinitely,
with or without conditions.


(11) Despite a suspension of proceedings under subsection (9) or (10), the complaints director may, despite Part 4, at any
time direct that the proceedings with respect to the complaint be resumed.
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(12) If the complaints director suspends proceedings under subsection (9) or (10), the complaints director must within 14
days notify the complainant in writing of the suspension and the reasons for it.


. . . . .
Registered Nurses Profession Regulation, Alta. Reg. 232/2005


19(1) As part of the continuing competence program, regulated members must


(a) complete, in each membership year, a reflective practice review, in a form satisfactory to the Competence
Committee, and


(b) meet the renewal requirements of section 21(1)(d) and (3).


(2) A reflective practice review includes


(a) a personal assessment of the member's own nursing practice against the Nursing Practice Standards adopted by the
Council in accordance with the bylaws and section 133 of the Act or any other criteria approved by the Competence
Committee,


(b) the development and implementation of a written learning plan which follows from the member's assessment of
that member's practice,


(c) a written evaluation of the result of the learning pursuant to the plan in clause (b) on the member's practice, and


(d) feedback regarding the regulated member's nursing practice obtained by the regulated member.


(3) A reflective practice review must be completed in each membership year and be retained by the regulated member for
5 membership years from the end of the membership year in which the reflective practice review was completed.


(4) On the request of the Competence Committee, a regulated member must provide satisfactory evidence of having met
the requirements of subsections (1) and (2), in each membership year of the 5 membership years preceding the request.


(5) If the results of a review of the evidence submitted under subsection (4) are unsatisfactory, the Competence Committee
must direct a regulated member to undertake one or more of the following:


(a) to complete specific continuing competence program requirements or professional development activities within
a specified time period;


(b) to report to the Competence Committee on specified matters related to the continuing competence program
requirements;


(c) to correct any problems identified in the reflective practice review.


20(1) A person or persons appointed under section 11 of the Act are authorized to carry out practice visits and may, for
the purpose of assessing continuing competence, select individual regulated members for a practice visit based on criteria
developed by the Competence Committee and approved by the Council.


(2) If the results of a practice visit are unsatisfactory, the Competence Committee may direct a regulated member to
undertake one or more of the following:


(a) to complete specific continuing competence program requirements or professional development activities within
a specified time period;


(b) to report to the Competence Committee on specified matters on specified dates;
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(c) to correct any problems identified in the practice visit;


(d) to complete any other activity required to be completed by the Competence Committee.


21(1) A regulated member applying for renewal of that member's practice permit must provide evidence satisfactory to
the Registrar of


(a) completing the continuing competence program requirements,


(b) good character and reputation as set out in section 11,


(c) the regulated member's fitness to practise, and


(d) within the previous 5 membership years, completing


(i) 1125 hours of registered nursing practice,


(ii) a degree or a nursing program satisfactory to the Registrar, or


(iii) a nursing refresher program satisfactory to the Council.


(2) Despite subsection (1), a regulated member who does not meet the requirements of subsection (1) may instead meet
any other requirements, as determined by the Registration Committee.


(3) A regulated member who is a nurse practitioner must, in addition to the requirements of subsection (1), provide evidence
satisfactory to the Registrar of 600 hours of nurse practitioner practice within the previous 2 membership years.


(4) Despite subsection (3), a nurse practitioner who does not meet the requirements of subsection (3) may instead meet
any other requirements, as determined by the Registration Committee.


22 When issuing a practice permit, the Registrar may impose conditions, including, but not limited to, the following:


(a) practising under supervision;


(b) limiting the practice to specified professional services or to specified areas of the practice of registered nursing;


(c) refraining from performing specified restricted activities.


Appendix B


Joint Recommendations


WE AGREE THAT the following is appropriats in this case:


SANCTION:


WE AGREE THAT the following is appropriate in this case:


1. The Hearing Tribunal accepts GENEVIEVE WRIGHT's written undertaking, effective the DATE OF HER
HEARING, that she will not practice as a registered nurse until a Hearing Tribunal gives her permission is do so when
they approve is work setting or supervised practices. (unless she comes to hearing with proof that she has already
done #3, #4, #5, #6 and #7 below)


2. GENEVIEVE WRIGHT shall provide proof satisfactory to a Hearing Tribunal, which must include a detailed
discharge summary, that she has successfully completed a residential treatment program for narcotics/prescription
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drug misuse (three in Albertz are: Landers in Claresholm, Herwood in Edmonton or Grande Prairie which is geared
toward professionals) or provides a letter from a physician specializing in addition medicine explaining why a
residential treatment program is not required for this member.


[If the member comes to the hearing with this requirement fulfilled, it will not appear as part of the Order in the
written decision.]


We recommend that the Hearing Tribunal accept the letter from Dr. Hajula as meeting this requirement.


3. GENEVIEVE WRIGHT shall provide to a Hearing Tribunal a letter from a medical doctor, who has expertise in
addiction medicine; which must be satisfactory to the Hearing Tribunal, which includes the following:


a. A statement that the doctor has seen the allegations in the Notice to Attend OR the Decision of the Hearing
Tribunal.


b. A statement that the doctor has seen GENEVIEVE WRIGHT at least 10 times.


c. A statement that GENEVIEVE WRIGHT has undergone at least 8 drug screens, which included screening for
Percocet and other narcotics and all have been clear.


d. A statement that the doctor is aware that GENEVIEVE WRIGHT has indicated she has arthritis and Reynauds
Disease discase which causes her pain.


e. Any diagnosis, relevant to the issues of drug misuse; or any other diagnosis that may impact GENEVIEVE
WRIGHT's ability to practice safely as an RN.


f. A description in detail of the treatment GENEVIEVE WRIGHT has undergone and continues to undergo
relevant to the issues of, narcotic or other prescription drug misuse; or any other diagnosis; The description must
include a list of all medications she is on.


g. Recommendations for future treatment relevant, in detail, to all the diagnoses.


h. A statement that in the opinion of the doctor, he/she is satisfied that any issues regarding GENEVIEVE
WRIGHT's narcotic or other drug misuse have been successfully resolved or are currently in remission and that
in his/her opinion GENEVIEVE WRIGHT is safe to practice as a registered nurse in a setting where she has
access to Demerol, morphine, Percocet and other narcotics. The report of the doctor must provide sufficient
detail to support any opinion. If the physician is of the view that GENEVIEVE WRIGHT is safe to return to
the practice of nursing only in a setting where GENEVIEVE WRIGHT does not have access to narcotics, he
must say so in the letter.


i. A statement that in the opinion of the doctor, he/she is satisfied that any issues regarding any other diagnoses
are successfully resolved or are currently in remission and that in his/her opinion GENEVIEVE WRIGHT is
safe to practice as a registered nurse, and detailed reasons for that opinion.


[If the member comes to the hearing with this requirement fulfilled, it will not appear as part of the Order in the
written decision.]


We recommend that the Hearing Tribunal accept the letter from Dr. Hajula as meeting this requirement.


4. GENEVIEVE WRIGHT shall provide to a Hearing Tribunal a report from the medical doctor, who has been
managing GENEVIEVE WRIGHT's arthritis and Reynauds Disease, or who has expertise in treating arthritis and
Reynauds Disease and must confirm that expertise in his report; which must be satisfactory to a Hearing Tribunal,
which includes the following:
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(a) A statement that the doctor has read the allegations in the Notice to Attend OR the Decision of the Hearing
Tribunal.


(b) A statement that the doctor has seen the GENEVIEVE WRIGHT at least 5 times or provided an explanation
for a change in the number of visits.


(c) A description in detail of the treatment GENEVIEVE WRIGHT has undergone and continues to undergo
relevant to the diagnosis of arthritis and Reynauds Disease;


(d) Recommendations for future treatment relevant, in detail, and specifically addressing how the arthritis and
Reynauds Disease will be managed in light of GENEVIEVE WRIGHT's substance misuse; The physician will
identify in the report which medications GENEVIEVE WRIGHT is prescribed or is likely to required in future
for arthritis and Reynauds Disease.


iv. The supervisor agrees to notify CARNA immediately of any issues related to drug misuse, including any
drug screens indicating drug use; any issues related to the member's handling or administration of narcotics;
or other issues related to GENEVIEVE WRIGHT's practice;


v. The supervisor (or one of the supervisors) will be working the same shifts as GENEVIEVE WRIGHT
and will be on the unit at the same time. The supervisor(s) will be in a position to observe from time to time,
mentor and assist GENEVIEVE WRIGHT in all aspects of GENEVIEVE WRIGHT's duties, as determined
by the supervisor or as requested by GENEVIEVE WRIGHT. The level of observation required on the unit
during any given shift is in the absolute discretion of the supervisor. The supervisor must have had sufficient
opportunities to observe GENEVIEVE WRIGHT in order to provide informed input into the performance
evaluation.


6. For the duration of her supervised practice mentioned in 9B above, and for a period of 18 months after successful
completion of the supervised practice, (also see cl.10 g) regarding the possibility of a physician prescribing a screened
substance)


a) Shall submit to random drug testing (payment to be arranged by the member) every second week for the
first three months from commencement of the supervised practice and thereafter at least monthly (plus any
additional drug testing that may be requested by the supervisor during the period of the supervised practice,
on reasonable grounds), for the following drugs: percocet and amphetamines, barbiturates, benzodiazepines,
cannabinoid metabolites (THC) cocaine metabolite, ethanol, methadone, opiates, plus other drugs the employer
or physician doing the testing deems appropriate.


b) Provide copies to a hearing tribunal of all the drug screens done to date, if negative, [or a list from the physician
of all drugs screened and the dates of the screens], or shall immediately provide to a Hearing tribunal any positive
drug screen. All drug/alcohol screens must be random, which means that the member does not have advance
notice of when a screen will be done. The taking of all samples for drug/alcohol screens must be appropriately
witnessed and where reasonably possible, the proof of chain of custody shall be provided if requested. Proof
that the drug/alcohol screens have been done according to these requirements shall be provided to the Hearing
Tribunal.


c) Shall submit at the times listed in e) below the following reports to a Hearing Tribunal:


1. a report from the physician, which must be satisfactory to the Tribunal, indicating that she is continuing
in treatment; has had random drug screening as ordered above, and all screens have been clear (for the
entire period of supervised practice plus the 18 months following the completion of the supervised practice
covered by the reports); is complying with treatment, and that her addiction remain in remission; that to
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the knowledge of the writer she has remained abstinent from drugs/narcotics; and she is safe to practice
as a registered nurse, and


2. a letter from an addictions specialist that must be satisfactory to a Hearing Tribunal, indicating that she is
continuing in treatment; complying with treatment; that her addiction remain in remission, and that to the
knowledge of the writer, she has remained abstinent from narcotics and tranquilizers. Once GENEVIEVE
WRIGHT provides a letter confirming that it has been determined GENEVIEVE WRIGHT no longer
requires services, no further letters are required.


3. a letter from the physician who is treating the member's arthritis and Reynauds Disease confirming that
she remains in treatment; describing treatment she has undergone and outlining future recommendations
for treatment taking into account her history of substance misuse.


d) GENEVIEVE WRIGHT The reports in d) above are due:


1. upon completion of supervised practice,


2. twelve months after supervised practice is completed,


3. 18 months


e) If, at anytime during the time GENEVIEVE WRIGHT is required to have drug screens done, the
physician managing her arthritis and Reynauds Disease or another physician prescribes a screened medication,
GENEVIEVE WRIGHT must provide a copy of the prescription to a CARNA hearing tribunal immediately,
with a letter from that physician indicating he is aware that GENEVIEVE WRIGHT is being screened pursuant
to an Order of the Hearing Tribunal of CARNA, and explaining why she is required to have the prescription.


f) Shall abstain from use of all narcotics and other drugs unless they are prescribed by her physician who is
aware of her addiction.


7. Until GENEVIEVE WRIGHT has successfully completed her 960 hours of supervised practice and provided to
a Hearing Tribunal a satisfactory performance appraisal from her supervisor, she is prohibited from working as a
registered nurse in any circumstances except the supervised practice setting with the supervisor that has been approved
by a Hearing Tribunal, or in the setting approved by a Hearing Tribunal under paragraph 9A above.


8. GENEVIEVE WRIGHT shall provide appropriate consents to her physicians, counselors and supervisors
permitting them to report back to CARNA as required by this Order and any concerns or issues they may have
regarding the member's compliance with this Order, at anytime.


9. Once a Hearing Tribunal has received satisfactory proof that GENEVIEVE WRIGHT has complied with all parts
of this Order, GENEVIEVE WRIGHT shall have her CARNA Practice Permit restored without any restrictions
GENEVIEVE WRIGHT


10. This order takes affect __________ (Date of Hearing) and remains in effect pending the outcome of any appeal,
unless a stay is granted pursuant to section 86 HPA.


AGREED this 12th day of January 2010 by:


"signature" "signature"
GENEVIEVE WRIGHT Witness to signature of GENEVIEVE WRIGHT
  
"signature"  
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Georgann Walkin, Conduct Counsel On Behalf of the College and Association of Registered Nurses of Alberta


Footnotes


* A corrigendum issued by the Court on September 19, 2012 has been incorporated herein.


 


End of Document Copyright © Thomson Reuters Canada Limited or its licensors (excluding individual court documents). All rights reserved.








 
From: Heidi Ho <Heidi.Ho@albertahealthservices.ca> 
Date: Tuesday, December 1, 2020 at 4:16 PM 
To: 'curtis@wallchiropractic.com' <curtis@wallchiropractic.com> 
Cc: Todd Halowski <thalowski@albertachiro.com> 
Subject: Public Complaint Received by AHS (Wall Chiropractic & Wellness) 


 
Good Afternoon Dr. Wall, 


 
Alberta Health Services received a public complaint indicating that the administrative staff and 
yourself are not masking even when within 2 meters distance with patients. 


 
As per our phone conversation, you indicated that you are “mask exempted”. As per the CMOH 38- 
2020, please indicate which exemption you would fall under. Otherwise, you are required to be 
masking when within 2 meters distance with a patient. 


 
As for your administrative staff, you indicated that there is no plexi-glass barrier at the reception and 
the staff are not masking. Patients could be within 2 meters distance when making payment. This is 
in violation to the CMOH 26-2020 Section 2(1) where “every person attending an indoor or an 
outdoor location must maintain a minimum of 2 metres distance from every other person.” Your 
clinic must have control measures (e.g. physical barrier) to promote physical distancing at all times. 
Otherwise, the administrative staff must be masked as per the CMOH 38-2020. 


 
I’ve cc’d Todd Halowski, the Registrar from ACAC for any further comments. 


Best Regards, 


Heidi Ho, CPHI(C) 
Community Medical Specialist, Calgary Zone 


 
Environmental Public Health 
Phone: 403.943.8083 
Fax: 403.943.8065 
Website: www.albertahealthservices.ca/eph/esp 


 


*Visit AHS’ COVID-19 page for the latest updates and accurate information: ahs.ca/covid* 
 


NOTICE OF CONFIDENTIALITY: This material is intended for the use of the individual to whom it is addressed and may 
contain information that is privileged, proprietary, confidential and exempt from disclosure. If you are not the intended recipient or the 
person responsible for delivering the material to the intended recipient, you are notified that dissemination, distribution or copying of this 
communication is strictly prohibited. If you have received this communication in error, please contact the sender immediately via e-mail 
and destroy this message accordingly. 


 
 


This message and any attached documents are only for the use of the intended recipient(s), are 
confidential and may contain privileged information. Any unauthorized review, use, retransmission, 
or other disclosure is strictly prohibited. If you have received this message in error, please notify the 
sender immediately, and then delete the original message. Thank you. 
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 Logout  Find a chiropractor Members' centre


ACAC Statement on Alberta Health
Notice of Closure for a Calgary
Chiropractic Clinic
On December 7, 2020 Alberta Health issued a notice of closure to Wall Chiropractic and
Wellness Clinic, a chiropractic clinic in Calgary. The notice of closure was issued for failure to
comply with the provincial order for masking indoors. 


The Alberta College and Association of Chiropractors (ACAC) requires regulated members to
respect and abide by all regulations, provisions and laws enacted by any order of government
in response to the COVID-19 pandemic. In addition, regulated members must abide by the
ACAC COVID-19 Pandemic Practice Directive. The directive requires masking for chiropractors
when two metres of physical distance cannot be maintained.  


The ACAC has initiated the process for a review that could lead to the regulated member being
suspended from practice, as provided for under the Health Professions Act.


 


ABOUT


 Chiropractors


 Chiropractic treatment
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 ACAC


 Collaborative care


 Careers


 Legislation


 FAQs


 Legal


 Privacy policy


 


COVERAGE


 Motor vehicle accidents (MVA)


 Workplace injury (WCB)


 Insurance


 Seniors' funding


 Federal programs
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PROGRAMS AND RESOURCES


 Straighten Up Alberta


 Kids’ health


 Workplace safety


 Evidence-based research


 


CONTACT THE ACAC


11203 - 70 Street NW, Edmonton, AB, T5B 1T1
Phone: 780.420.0932
Fax: 780.425.6583
Email: o�ce@albertachiro.com


FOLLOW US


  
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The comments below are provided for the purposes of supplying the investigator with 


background information. As I have not been provided with any meaningful or specific particulars 


regarding the investigation, I am not fairly in a position to provide a fulsome response. As the 


investigation appears to be in response to the fact that I have not been wearing a mask, my 


submissions focus on that issue.  


Upon issuance of the ACAC Pandemic Practice Directive in May 2020, I wore a face mask 


during patient encounters in my office. However, I realized that wearing a mask caused me to 


experience anxiety and symptoms of claustrophobia.  To investigate my signs and symptoms 


further, I decided to purchase a face shield to find if those same signs and symptoms persisted. 


The symptoms did in fact persist. Providing quality patient dialogue and treatment was 


negatively impacted by the decreased concentration levels I experienced while and after wearing 


a mask or face shield. After enduring this for several weeks, I decided in late June 2020 to not 


wear a mask or face shield.  


I considered this decision to be reasonable, based on the information available to me and based 


on my conclusion that the ACAC Pandemic Practice Directive could not be reasonably 


interpretated to demand the wearing of a mask if doing so was harmful to the member and 


negatively impacted the member’s ability to provide the best possible patient care. Some patients 


inquired as to why I was not wearing a mask, but, when I explained my mental concerns and 


limitations, they were understanding. 


The information available to me at the time was that the benefit of masks vis-à-vis reducing 


COVID-19 transmission was tenuous and that mask-wearing was an additional precautionary 


measure which was worth implementing only if doing so did not result in negative impacts that 


outweighed the potential marginal benefits. This has been borne out over time.  


I did not think at the time that I should or needed to obtain any sort of exemption to wearing a 


mask or face shield from another health care practitioner, such as a medical doctor. 


As time progressed, it seemed to me that my decision was reasonable in the circumstances. In the 


spring of 2020, AHS released a report, last updated June 19, 2020, discussing the lack of 


evidence of the effectiveness of masks at reducing the transmission of COVID-19. The report 


offered only unsupported and equivocal comments regarding the possible effectiveness of masks 
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(see, for example, page 8 of the report, which is titled COVID-19 Scientific Advisory Group 


Rapid Response Report and available here). Subsequent studies and reports have confirmed that 


the benefit of masks is tenuous at best.  


Further, mask mandates issued by the City of Calgary in August and by the Chief Medical 


Officer of Health in November included broadly worded exceptions exempting individuals from 


wearing masks if they had “mental concerns or limitations” and “underlying medical conditions 


and disabilities which inhibited their ability to wear face coverings” (see section 3(b) of Calgary 


Bylaw 26M2020 and section 26(c) of CMOH Order 38, replaced by section 24(c) of CMOH 


Order 42).  


This confirmed for me that it was reasonable and appropriate for individuals such as myself not 


to wear masks, if, like me, wearing a mask caused negative reactions such as anxiety or feelings 


of claustrophobia. Anxiety and claustrophobia are recognized “underlying medical conditions” 


and “mental disabilities” and are clearly covered by the phrase “mental concern or limitation”.  


It appears that the ACAC perceived that I was not wearing a mask merely because I did not want 


to, or because I was being purposely belligerent. Contributing to this misperception, perhaps, 


was the fact I had not, prior to the ACAC Complaints Director applying to suspend my 


registration, obtained any sort of doctor’s note. However, nothing in the Calgary Mask Bylaw or 


the CMOH Orders indicates that a doctor’s note or any other document is required to 


demonstrate an exemption, or even that exemptions need to be demonstrated at all. As such, it 


had not been communicated to me that I needed any supporting documentation for why I cannot 


wear a mask and I was therefore unaware of any such requirement.  


As it appears there is an unstated requirement that anybody who cannot wear a mask because of 


concerns, limitations and underlying medical conditions must support their asserted exemption 


with some sort of medical documentation, I obtained a doctor’s note verifying that I am unable to 


wear a mask or face shield due to anxiety and the onset of symptoms of claustrophobia. This 


demonstrates that my decision not to wear a mask was reasonable and based on objectively 


sound grounds.   


At no point have I failed to comply with the orders of the Chief Medical Officer or Alberta. As 


explained above, the relevant sections of the CMOH orders that generally impose mask wearing 
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include exceptions for mental concerns or limitations. I have legitimate mental concerns and 


limitations and am therefore not bound by any order of the CMOH to wear a mask.  


I am not in a position to provide a substantive response to the allegation that I failed to comply 


with the Standards of Practice because no particulars have been provided to me regarding any 


conduct that is allegedly unprofessional, or what section(s) or aspect(s) of the Standards of 


Practice I have allegedly failed to comply with. If presented with particulars relevant to an 


allegation of a failure to comply with specified sections of the Standards of Practice, I am 


prepared to respond to such allegations. Until such time as I receive such particulars, I object on 


the ground of procedural fairness to any determination that I breached the Standards of practice 


and that such breach constituted unprofessional conduct.  


As for the allegation I failed to comply with the ACAC Pandemic Practice Directive, I have also 


been provided no particulars as to what provision(s) of the Practice Directive I have allegedly 


failed to comply with and what conduct amounts to that alleged failure. However, it appears the 


fact I have not been wearing a mask is the content of the allegation I failed to comply with the 


ACAC Pandemic Practice Directive.  


I acknowledge that, on its face, the ACAC Pandemic Practice Directive states that mask wearing 


is a requirement of members. I further acknowledge that the fact I have not been wearing a mask, 


on its face, amounts to non-compliance with the Practice Directive. However, I submit that such 


non-compliance in my circumstances does not constitute unprofessional conduct in so far as the 


Practice Directive is off-side because it does not permit or account for necessary exceptions to 


mask wearing. Any policy or directive of the ACAC that imposes mandatory mask wearing upon 


members, but does not permit necessary exceptions, is unreasonable.  


I further submit that it was reasonable of me to conclude that a reasonable reading of the ACAC 


Pandemic Practice Directive’s requirement to wear masks implicitly permitted necessary 


exceptions, such as for legitimate mental health conditions, concerns or limitations. In so far as 


the Practice Directive does not explicitly permit exceptions, it is an anomaly among the various 


laws, orders and directives that generally mandate mask wearing. 


In conclusion, I did not fail to comply with applicable CMOH orders, and I have not been made 


aware of how, in the opinion of the Complaints Director, I failed to comply with the Standards of 







Practice. Further, any failure to comply with the ACAC Pandemic Practice Directive is limited to 


my inability to adhere to an unreasonable provision of the Practice Directive, namely the 


apparently absolute requirement to wear a mask. I submit the fact that I have not been wearing a 


mask while treating patients does not constitute unprofessional conduct because it was based on 


an inability to wear a mask as a result of an objectively legitimate mental concern and 


demonstrated medical limitation.  


Further, in the circumstances, my inability to wear a mask while treating my patients has not 


placed any of them at any real risk. As has become widely known, asymptomatic transmission of 


COVID-19 is rare and I have not treated patients while experiencing symptoms indicative of 


COVID-19.  


I remain prepared to respond further should further particulars be provided by the investigator 


relevant to an allegation that I engaged in unprofessional conduct by not wearing a mask.  
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Purpose, Authority, Accountability 
This Code of Ethics (the Code) is established in pursuant to section 133 of the Health Professions Act 
(HPA) as a set of principles of professional conduct, which guides all chiropractors and establishes the 
expectations for chiropractors in fulfilling their ethical duties to patients, the public, the profession and 
society as a whole. The Code affirms and clarifies principles that are definitive to professional and ethical 
chiropractic care. 
 
The Code identifies the basic moral and ethical commitments of the chiropractic profession and will 
serve as a source for education and reflection. For those within the profession, the Code provides 
direction for ethical practice; and in so doing, it also serves as a basis for self-evaluation. For those 
outside the profession, the Code provides public identification of the profession's ethical expectations of 
its members. Therefore, the Code is educational. 
 
The Code guides behaviour and expresses to the larger community the values and ideals that are 
espoused by the chiropractic profession by reason of public trust and commitment to this trust. The 
Code is an important part of the way in which the Alberta College and Association of Chiropractors 
(ACAC) fulfills its obligation to promote and protect the public interest. 
 
The Code is binding on all chiropractors and violations may result in disciplinary action. The Code, by its 
very nature cannot be a complete articulation of all ethical obligations. In resolving ethical issues, 
chiropractors must consider all applicable laws, the Code and other applicable ethical principles, and the 
patient's needs and interests. 
 
The Code that follows sets forth the ethical duties that, along with the ACAC Standards of Practice, are 
binding on Alberta chiropractors. Any member of the public who believes that a chiropractor has acted 
unethically or in an unskilled manner may bring the matter to the attention of the Complaints Director, 
to be dealt with in accordance with the provisions of the Health Professions Act. 
 


Common Terms 
ACAC: Alberta College and Association of Chiropractors 
HPA: Health Professions Act 
Chiropractor: a doctor of chiropractic who is registered with the ACAC and holds an active practice 
permit (a regulated member) 
Patient: the patient or patient’s legal guardian/substitute decision maker, where applicable 
Chiropractic treatment: any treatment provided by a chiropractor within the practice of chiropractic 
Professional products: items recommended in support of a patient’s treatment plan including but not 
limited to orthotics, back supports, ice packs and nutritional supplements 
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Principles 
Five fundamental principles form the foundation for the Code. These principles express the shared 
values of the chiropractic profession in Alberta. The practice of every chiropractor must be guided by 
these fundamental principles: 


1. Patient Autonomy and Informed Choice 
Chiropractors have a duty to inform the patient of their treatment options including the benefits, 
advantages and disadvantages; significant risks and cost; and whether it is appropriate to consider 
referral to another health care professional. The patient makes the final decision to proceed with 
treatment, or to consult with another chiropractor or other health professional. 


2. Nonmaleficence (do no harm) 
Chiropractic treatment, in all circumstances and situations, must be expressly intended not to leave the 
patient in a worse state than if no treatment had been performed. 


3. Beneficence 
Chiropractic treatment, in all circumstances and situations, must be expressly intended to result in an 
improvement in the patient's condition. The ultimate goal of treatment must be optimum function 
and/or resolution for the patient. The achievement of this goal will be influenced by variables such as 
the patient's age, general health, underlying anatomy and general physical condition. Chiropractors 
have a responsibility to provide a high standard of professional services and are accountable for the 
intended benefit and outcome of any treatment. 


4. Competence 
The chiropractor's primary obligation is to provide service to patients through the delivery of quality 
care in a competent fashion. Chiropractors have a duty to apply the knowledge, skills and judgments 
necessary to perform competently in all patient assessments and services, in accordance with current 
ACAC professional standards. 


5. Veracity 
Chiropractors must be truthful and forthright in all professional matters by fully disclosing and not 
misrepresenting information in dealings with patients, public at large, other professionals and the ACAC. 
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A. Responsibilities to Patients 


Article A1: Service 
As a primary health care provider, a chiropractor's first responsibility is the health and safety of the 
patient. The competent and timely delivery of appropriate care given the clinical circumstances 
presented and services sought by the patient, must be the most important aspect of that responsibility. 
 
Chiropractors have a duty to refuse to provide treatment that is not generally recognized or accepted by 
the profession. A chiropractor who misrepresents unnecessary chiropractic care as necessary and 
recommends or performs unnecessary services on this basis are engaged in unethical conduct.  


Article A2: Current/Continued Competence 
The privilege of chiropractors to be accorded professional status rests primarily in the knowledge, skill, 
attitude and judgment with which they serve their patients and society; therefore, all chiropractors 
must keep their knowledge of chiropractic current and provide treatment in accordance with current 
professional standards. Chiropractors have an obligation to maintain competence throughout their 
career and comply with the ACAC's Continuing Competence program under the Health Professions Act. 


Article A3: Fitness to Practice/Incapacity 
A chiropractor must inform the ACAC when a serious injury; mental, behavioural or physical condition; 
or any other condition has either immediately affected or may affect over time, their ability to practice 
safely and competently. It is unethical for a chiropractor to practice while impaired for any reason, 
including being under the influence of controlled substances, alcohol or other chemical agents. 
 
 A chiropractor has an ethical obligation to urge impaired colleagues to seek treatment. A chiropractor 
with first-hand knowledge that a colleague is practicing chiropractic when so impaired also has an 
ethical responsibility to report such information to the ACAC. 


Article A4: Competence, Consultation and Referral 
Chiropractors must provide treatment only when currently competent to do so by reason of their 
education and training, experience or demonstrated continued competence; otherwise, the chiropractor 
should consult with another chiropractor and/or refer the patient to another appropriate professional. 


Article A5: Informed Choice of and Consent for Treatment 
A chiropractor must discuss with the patient all treatment recommendations including benefits; 
prognosis; significant risks of performing or not performing treatment; reasonable alternatives; and 
associated costs to allow the patient to make an informed choice. 
 
Written informed consent must be obtained once a chiropractor has fully advised the patient of the 
above (taking into account any barrier issues, such as cultural diversity and literacy). 
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Article A6: Provision of Full and Accurate Information 
A chiropractor is obligated to provide the patient with complete and accurate comment and opinion 
concerning their presenting health issues. When giving a second opinion, chiropractors must ensure that 
they have the necessary information to give an opinion that can fully inform patient choice. 
Chiropractors must fully inform the patient of their opinion of assessment and treatment options, even 
if that opinion differs from or disagrees with an opinion given by another chiropractor. 
 
If a chiropractor becomes aware that the patient has suffered harm in the course of receiving care, the 
chiropractor is obligated to inform the patient. 


Article A7: Confidentiality and Release of Patient Information 
Patient information acquired verbally, in writing or electronically, and kept by the chiropractor must be 
held in strict confidence as per the Health Information Act and any other applicable privacy legislation; 
except as required by law or as authorized by the patient. The information in chiropractic records or 
reports must be released to the patient or to whomever the patient directs, including other 
professionals and insurance carriers, when authorized by the patient and regardless of the state of the 
patient's account. 
 
An authorization by a patient allowing a chiropractor to provide information to a health plan carrier or 
another third party is acceptable. A separate authorization is not required for each release of 
information, provided the information is shared for the purposes described in the authorization and the 
authorization allows the release of information on an ongoing basis. 


Article A8: Guarantees and Expectations 
A chiropractor must not, either by statement or implication, make unsupportable statements as to the 
likely success of treatments, supports or professional products. Chiropractors must discuss with patients 
what appropriate expectations might be, regarding treatment they provide, fees, or products and 
supports used in their services. 


Article A9: Non-discrimination 
A chiropractor must not discriminate against or refuse to treat patients in a manner that is contrary to 
applicable human rights laws. A chiropractor has the right to decline to accept an individual as a patient 
if, in their professional judgement, there is an inability to provide the appropriate treatment, meet the 
expectations of the patient, or develop an effective patient/practitioner relationship. 


Article A10: Arrangements for Continuity of Chiropractic Care 
A chiropractor, having undertaken the care of a patient, must not discontinue that care without first 
having given sufficient notice of that intention to the patient. In the event of a referral, both referring 
and consulting chiropractors should ensure the patient understands the importance of continuing care 
with either or both of the respective chiropractors. The responsibility for transfer of patient records 
remains with the chiropractor who initiates the referral. 
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Article A11: Business Relationships 
A chiropractor who enters into a business relationship that is commercial or financial in nature with a 
patient has created a dual relationship. The business relationship can challenge the trust and 
dependency upon which the doctor-patient relationship is built, and conflict of interest or exploitation 
can occur. Patient participation in business relationships can lead to a concern about the commitment to 
individual quality of care or the belief that the doctor-patient relationship is reliant upon the success of 
the business relationship. 
 
Chiropractors who initiate any form of business relationship with their patients must ensure that this 
engagement is voluntary on the part of their patient, not dependent upon the doctor-patient 
relationship and that a method of disengagement from the business relationship is readily available to 
the patient. Disengagement from such a relationship should in no way impede the continued delivery of 
quality care to the patient. 


Article A12: Product Marketing in the Chiropractic Office 
A chiropractor who sells or markets professional products to their patients must  


 ensure that they do not exploit the trust inherent in the doctor-patient relationship  
 not misrepresent or exaggerate the value of the products  
 prior to the sale of the product, have thoroughly evaluated the information related to the 


product and be satisfied that the therapeutic value is represented  
 make available to patients all information necessary for the patients to make an informed 


choice about purchasing the product  


Article A13: Disclosure of Potential Conflict of Interest 
A chiropractor who refers patients to laboratory, radiological, diagnostic or other professional service 
facilities apart from the chiropractor's office must disclose to patient if there is a financial interest in 
such facilities or products.  


Article A14: Doctor-patient Boundaries 
Due to the inherent inequality of power in the doctor-patient relationship, chiropractors must maintain 
the clear separation between professional and inappropriate personal relationships.   
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B. Responsibilities to the Public 


Article B1: Representation of Qualifications, Experience and Registration 
A chiropractor must, in all circumstances, represent themself in a manner that contributes to the 
public's trust and confidence in the profession, and is within the ACAC Standards of Practice. A 
chiropractor must not represent their education, qualifications or competence in any way that would be 
false or misleading. 


Article B2: Reporting Suspected Child Abuse 
A chiropractor should become familiar with the signs of child abuse in order to appropriately recognize 
potential instances of this crime. A chiropractor is obliged to report suspected child abuse to the proper 
authorities, in compliance with Alberta laws. 


Article B3: Contractual Services/Practice Arrangements 
A chiropractor must retain all responsibilities to their patient and the public regardless of contractual 
agreements with an organization or other party involving the practice of chiropractic. Clinic or practice 
arrangements neither reduces personal and/or professional responsibilities to patients and the public 
nor transfers any part of those ethical or legal responsibilities to that organization or other party. 


Article B4: Choice of Chiropractor 
A chiropractor must at all times respect and support the patient's right to choose their own 
chiropractor. 


Article B5: Advertising and Promotional Activities 
A chiropractor must conduct any advertising and promotional activity in accordance with applicable 
Standards of Practice, legislation and Code of Ethics. Chiropractors must not engage in advertising or any 
sort of promotional activities that harm the dignity and honour of the profession. 
 
A chiropractor may not make statements that are subjective and not objectively verifiable. Subjective 
statements about the quality of chiropractic services, professional products and/or patient care may 
raise ethical concerns. Objectively verifiable statements are capable of being proven by facts; 
independent of personal feelings, beliefs, opinions or interpretations.  


Article B6: Fees and Compensation for Service 
A chiropractor is responsible for establishing usual and customary fees for professional services 
performed in their own practice. A chiropractor is responsible for clearly displaying and/or identifying 
fees for services to patients, the public and any associated third-party payers prior to the provision of 
service and levying of said fees. 
 
Claim forms submitted to a third party must report correct treatment dates, procedure codes and/or 
fees. A chiropractor must not report incorrect treatment dates for the purpose of assisting a patient to 
obtain benefits under a health care plan.  
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C. Responsibilities to the Profession 


Article C1: Support of Self-regulation of the Profession 
The Government of Alberta has granted the chiropractic profession the privilege of self-regulation for 
the purpose of protecting the public and promoting the public interest. This responsibility is borne by all 
chiropractors, and governed on their behalf by the Council of the ACAC and its delegates (officers and 
committees). A chiropractor has an obligation to participate in the protection of the public and act in the 
public interest with the ACAC, thereby increasing the public trust of chiropractors and strengthening the 
profession. 


Article C2: Co-operation with the ACAC 
All chiropractors must co-operate with the requests and directions of the ACAC, its staff, officials and 
committees, to enable the fulfillment of legislated responsibilities. 


Article C3: Duty to Report 
If a chiropractor has reasonable grounds to believe that another chiropractor has engaged in 
unprofessional conduct, including breach of the Code or the ACAC Standards of Practice, the 
chiropractor must report the conduct to the ACAC Complaints Director. 


Article C4: ACAC Official Spokespersons 
The President, Council, Chief Executive Officer and Registrar; or designates of theirs are the official 
spokespersons for the organization. As such, they are the only individuals authorized to communicate 
with the press and broadcasting media on legal, policy, organizational and all other matters relating to 
the ACAC. 


Article C5: Interprofessional Behaviour 
Chiropractors will maintain professional behaviour and be respectful of their responsibility to reflect the 
high standards of the chiropractic profession in their interactions with members of all health care 
professions. Chiropractors will not be derogatory of other professions and will be respectful of the 
ethical activities of their health care colleagues. 


Article C6: Intra-professional Behaviour 
Chiropractors will maintain professional behaviour and be respectful of their responsibility to reflect the 
high standards of the chiropractic profession in their interactions with their chiropractic colleagues. 
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D. Responsibilities to Society 


Article D1: Recognition of Responsibilities to Society 
Chiropractors will recognize that, as health care professionals, a responsibility to society is an integral 
part of professional obligations. As professionals, chiropractors have an obligation to recognize that 
community, society and the environment are important factors in the health of individual patients. It is 
equally essential to recognize that the profession has a responsibility to society in matters relating to 
public health, health education, environmental protection and legislation affecting the health or well-
being of the community and public. Chiropractors will recognize their responsibility to use health care 
resources prudently and to promote equitable access to these resources. 
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December 10, 2020 
 
 
Dr. David Linford  
Alberta College and Association of Chiropractors 
11203 70 Street NW  
Edmonton AB  T5B 1T1 
Phone: 780-420-0932 
Fax: 780-425-6583 
Email: bakdoc1@gmail.com 
 
Dear Dr. Linford, 
 
RE: Request by Complaints Director for Interim Suspension – Dr. Curtis Wall 
 
I write on behalf of Dr. Curtis Wall in response to the December 3, 2020 request by the 
Complaints Director for an interim suspension of Dr. Curtis Wall’s registration.  


Dr. Wall submits that the onerous legal test for an interim suspension is not satisfied in this case. 
Regarding interim suspensions, the Saskatchewan Court of Queen's Bench has stated: 


[T]he immediate suspension of a professional person (or even of other privileges) is a 
drastic step that should be taken only as a last resort and even then only after careful 
consideration of whether other measures might suffice. 
… 
There is no gainsaying that the weight of judicial authority is that the harsh remedy of 
interim suspension is to be used sparingly and carefully, and must rest upon a proper 
factual foundation.1 
 


There must be a clear and present danger to patients such that something catastrophic is likely to 
occur in order to justify such drastic intervention as suspending a Chiropractor’s registration.2 


Further, as the Supreme Court of British Columbia has ruled, suspending the “right to practice” 
must be based on “something more than a merely arguable case”.3 The College must balance  


 
1 Abouhamra v. Prairie North Regional Health Authority, 2016 SKQB 293 at paras 131-132.  
2 Abouhamra v. Prairie North Regional Health Authority at para 139.  
3 Derry v. College of Physicians and Surgeons of British Columbia, 2002 BCSC 946 at para 34.  
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“one's right to pursue a profession in order to earn a livelihood against the public interest in the 
form of protection from seriously substandard, inappropriate, or improper care perceived to be 
such where that standard of care greatly increases the risk of morbidity or mortality to the 
patient.”1 “Although the public interest is paramount, the risk of harm must be real and not 
speculative.”2 


The sorts of circumstances that may justify an interim suspension are allegations of sexual 
misconduct or physical abuse, intoxication while treating patients, fraud, etc., none of which are 
present in Dr. Wall’s situation. The Complaints Director has not demonstrated there is any sort 
of identifiable, serious threat to the public if Dr. Wall’s registration is not suspended.  


Any risk to Dr. Wall’s patients as a result of him not wearing a face covering is speculative at 
best. There is a lack of scientific evidence that face coverings have any measurable effectiveness 
in preventing the transmission of COVID-19. Before the College can begin to justify an interim 
suspension, the Complaints Director must provide at least some evidence and reasons in support 
of the assertion that Dr. Wall presents a severe threat to the public if he practices without a face 
covering on.  


Further, the College is bound by the Canadian Charter of Rights and Freedoms to not infringe 
the constitutional rights of Chiropractors. Discipline in response to not wearing a face covering 
engages the section 7 Charter rights of Dr. Wall as it infringes Dr. Wall’s liberty and security of 
the person. Face coverings are known to cause mental and physical harm. In additional to 
concerns about his physical health as a result of wearing a face covering, Dr. Wall’s mental 
health is negatively impacted because wearing a face covering causes Dr. Wall to experience 
anxiety and claustrophobia.  


Further still, Dr. Wall’s sincerely held religious beliefs preclude him from wearing a face 
covering, which engages his freedom of religion as protected by section 2(a) of the Charter. The 
College must balance these rights infringements in making any decision regarding discipline, 
especially a drastic one, and demonstrate that the discipline is proportionate to the severity of the 
rights infringement.  


As you know, any applicable government order or bylaw mandating face coverings contemplates 
exemptions for the reasons listed above. As such, Dr. Wall is not contravening any government 
requirement, including the CMOH Orders.  


As a mater of factual clarity, Dr. Wall employees no staff in his clinic that are not members of 
his own family. Dr. Wall reiterates that he has appropriately installed the required plex-glass 
barriers at his Chiropractic office and will maintain such barriers so long as they are required.  


 
1 Derry v. College of Physicians and Surgeons of British Columbia at para 36.  
2 Hannos v. Registered Nurses Assn. of British Columbia, [1996] B.C.J. No. 138 at para 39. 







[3] 
 


In summary, the Complaints Director has not demonstrated there is any serious threat to public 
safety or the public interest that justifies the interim suspension of Dr. Wall’s registration. In fact, 
an interim suspension would impose grossly dipropionate harm on Dr. Wall by stripping him of 
his ability to practice and generate income and will do so in breach of his constitutional rights. 
Far from protecting the public interest, an interim suspension in these circumstances would 
impair the public interest.  


 


Regards, 


 


James S. M. Kitchen 
Barrister & Solicitor 
Counsel for Dr. Curtis Wall 


c.c. David Lawrence, Complaints Director 
 





		2020-12-10 Response of Dr Curtis Wall - page 1.pdf

		Wall Response pages 2 and 3.pdf






5/19/2021 https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5084716.html?modified=1587564319203


https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5084716.html?modified=1587564319203 1/2


 


ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members
April 21, 2020, 4 p.m.


COVID-19 update


Dear Colleagues,
 


We hope this update �nds you well and enjoying the wonderful spring weather! It is a delightful change from
a long winter.
 


Here is our update for today:


1. Chiropractic care remains limited to urgent, critical and emergency care. The public health order issued
by the Chief Medical O�cer of Health remains in e�ect. Please review the Notice to Members from
March 30, 2020 for more details.  


We continue to monitor this order daily and will update you on changes when they are available. As
shared earlier today, the ACAC has requested that chiropractic clinics be included in the initial phase of
reopening. 


2. Consultation on the draft return to practice plan launches Wednesday, April 22. The ACAC has been
actively working on a return to practice plan to guide and support members when the public
health restrictions are lifted. Developed using the current ACAC Standards of Practice as a foundational
framework, the draft plan was then reviewed with the ACAC Continuing Competence Committee,
Clinical Advisors and all chiropractic regulators across Canada. 


Consultation and feedback will be managed through the platform ThoughtExchange. ThoughtExchange
allows members the opportunity to provide feedback, as well as review feedback submitted by your
colleagues. This is the �rst time the ACAC has used this program and we are eager to see the results
from this round of member consultation. This is your opportunity to engage in the development of this
plan, so please participate. 


Invitations to participate and provide feedback will be provided in a separate email on April 22. 
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3. Virtual member meetings on COVID-19 to be held next week. The ACAC is pleased to o�er two virtual
member meetings next week. The topic of the meetings is the ACAC’s response to COVID-19 and will
feature Dr. Brad Kane, President; Sheila Steger, CEO; and Dr. Todd Halowski, Registrar. There will be an
opportunity for members to submit questions related to COVID-19 during the meeting. 


The meetings will be held Tuesday, April 28 and Wednesday, April 29, from 10 a.m. to 11 a.m. A
separate Notice to Members with information and instructions to register will be sent Wednesday, April
22. Please register for one meeting only to ensure the maximum number of members can participate.
One of the recorded meetings will be posted on the ACAC website for those unable to attend.


Please stay healthy and safe and contact us if you have any questions or concerns. We continue to support
you with everything we can. We will get through this together!
 


Warmest regards, 


Sheila J. Steger
CEO


Dr. Todd Halowski
Registrar
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Notice to Members
May 1, 2020, 5:45 p.m.


COVID-19 update


Dear Colleagues,
 


Yesterday’s announcement on re-opening has brought signi�cant changes, which we are working hard to
implement to get the membership up-to-date and back to work.
 


Here is our update for today:


1. Status on the Return to Practice plan. Council approved the ACAC COVID-19 Pandemic Practice Directive
today, which can be accessed here. This directive has been submitted to Public Health for review and
approval as required by the Government of Alberta. 


Public Health must approve the directive before chiropractors can proceed with re-opening.
Chiropractic care remains limited to urgent, critical and emergency care until otherwise noti�ed by the
ACAC. 


Please do not re-open to normal operations until this formal noti�cation is communicated. Doing so
will jeopardize the entire profession’s ability to re-open in phase one of Alberta’s plan. 


2. You can use the directive to make any operational adjustments needed, now. While we are required to
receive Public Health approval of our directive before re-opening to normal practice, we anticipate it
will be approved as submitted because it adheres to all public health orders and measures. As such,
please proceed with making any operational adjustments needed for re-opening. 


3. The discrepancy in the formal announcement has been clari�ed. The Government of Alberta has
clari�ed that the references of May 4 and May 14 with di�erent professions was used for illustrative
purposes only and was not meant to di�erentiate between professions. 


As a reminder, Public Health has not yet approved the ACAC directive. Clinics are not able to resume
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normal operations until the ACAC communicates clinics may proceed. 


4. CCA procured a supply and distribution option for personal protective equipment (PPE) requirements.
As announced by CCA to its Alberta members today, CCA has procured a supply and distribution option
for PPE. We are grateful for their work in this highly competitive environment, as we could not �nd a
supply and distribution option for our relatively low ordering capacity. 


5. Transparency throughout the development and consultation of the Return to Practice directive. In the
feedback shared during the consultation process, some members expressed there was a lack of
transparency in the process. We were surprised and dismayed to learn this, as we took great pains to
be as transparent as possible throughout this process.  
  
On April 1, the ACAC announced that we would be working on a return to practice plan and have since
provided periodic updates in subsequent COVID-19 Notices to Members. Within three weeks of the
initial announcement, we provided an opportunity for member consultation on the full draft document
and were transparent in who we consulted with in the development phase. For context, the policy in
Saskatchewan had no review or consultation process with its members—the policy was just issued. 


We expect these unfounded claims may resurface given the speed with which the ACAC COVID-19
Pandemic Practice Directive was approved and submitted to Public Health for approval. As the directive
clearly incorporates the feedback from the consultation process, we opted to proceed with seeking
Public Health approval to get chiropractors back to work quicker rather than engage in another round
of consultation that would create delays for return to practice. The only agenda of the ACAC has always
been and continues to be to get chiropractors back to practice as quickly and safely as possible.


We cannot stress this enough: this remains a very �uid situation and its direction can change rapidly. We will
keep you informed of changes as we become aware of them.


Warmest regards,


Sheila J. Steger
CEO


Dr. Todd Halowski
Registrar
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Hi everyone. I’m Brad Kane, president of the ACAC, on behalf of Council. 
 
I’d like to update you on some key highlights from the last two Council meetings held in March and June. 
 


Three key highlights from the March meeting are: 


1. Adoption of the resolution from the 2019 AGM to release Council meeting minutes; 
2. Approval to present the 2020 AGM virtually; and 
3. Adoption of a mandatory record-keeping course. 


 
Let me walk you through the deliberations Council undertook on these decisions. 
 


1. Adoption of the resolution from the 2019 AGM to release Council meeting minutes 
• Council undertook due diligence to review this resolution by consulting with other health 


regulatory colleges as well as trends in professional regulation across Canada. 
• This review showed that while there is a range of practices across colleges, the overall trend in 


regulation is greater transparency. 
• Council is dedicated to transparency, as evidenced by the launch of the Council update in 


October 2017. 
• In response to both trends in professional regulation and the resolution, Council approved 


releasing meeting minutes starting July 1, 2020 forward. 
• To ensure everyone is informed of how the process works, it is important to note that minutes 


will be available only after they have been formally approved at a Council meeting.  
• As such, there is a delay between when the meeting happens and when the meeting minutes 


are approved. For example, minutes for the meeting in September will be released after they 
are formally approved at the Council meeting in December. 


• Finally, as minutes are a record of what was decided, not what was discussed, Council will 
continue to provide the Council update to help provide context on key items. 


 
2. Approval to present the 2020 AGM virtually 
• When we met in March, COVID-19 had just been declared a pandemic the day before and we 


were grappling to understand what the impact would be in Alberta. 
• Realizing there was more unknown than known, we looked ahead to see how this would impact 


our in-person events such as the AGM. 
• Out of an abundance of caution, we approved to conduct the AGM in a virtual environment. 
• Moving to a virtual AGM will bring some significant changes, such as a shorter and more focused 


agenda and changes to processes.  
• While we will miss being in person, we hope that a positive outcome will be increased 


participation such as we saw when we moved to online voting. 
• The AGM is scheduled for Sunday, September 20, and more information will follow in August. 
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3. Adoption of a mandatory record-keeping course 
• Under the Health Professions Act mandate of protection of the public, Council is responsible for 


the achievement of three overarching requirements: registration and renewal, continuing 
competence, and complaints and discipline. 


• Continuing competence encompasses both the maintenance and improvement of competence 
in the delivery of patient care. 


• The practice review program measures chiropractic competence in relation to the ACAC 
Standards of Practice. 


• Based on practice review feedback for the last several years, there is evidence to indicate that 
competence around record-keeping often declines below the minimum acceptable standard 
over time.  


• While we understand the factors that can contribute to this decline, record-keeping is the 
foundation that underpins the provision of safe and ethical patient care. 


• Based on the recommendations of the Registrar and the Continuing Competence Committee, 
Council has approved the requirement for an annual record-keeping course, effective for the 
current membership year. 


• Council is sensitive about keeping practice requirements limited to those that support members’ 
ability to provide safe and ethical care. We also want to minimize obstacles for members to 
meeting these requirements. 


• The record-keeping course is an online course that has been developed in partnership with 
CMCC and the College of Chiropractors of British Columbia. The online platform makes the 
record-keeping course very accessible for members. 


• We understand costs related to requirements are of concern as well. Given the unexpected 
challenges associated with COVID-19, and in partnership with CMCC, Council is providing free 
access to the record-keeping course through June 20, 2021. 


• We hope these supports are helpful as we incorporate the record-keeping course into our 
annual continuing competence requirements. 


 


Now I want to share with you five key highlights from the June 
meeting: 


1. Approval of a strategic plan 
2. Review of essential services designation 
3. Approval of changes to the practice review program 
4. Approval of a comprehensive government relations plan 
5. 5. Approval of telehealth as a permanent modality 


 
1. Approval of a strategic plan 
• A strategic plan envisions a desired future and defines broad goals and objectives to achieve by 


a certain date. 
• While the ACAC has always operated under strategic imperatives that were central to the 


profession, there were not specific goals and timelines attached. 
• Council has been working to develop its first ever strategic plan, and I’m pleased to share that 


this was approved in June. 
• The vision of our strategic plan is to “Empower Albertans to live their healthiest lives” 
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• This reflects the relationships we have with our patients and the support we provide as part of 
their broader health care team. 


• The strategic plan will guide the ACAC’s efforts over the next three years. 
• The strategic plan is being designed with the goal of sharing it with members later this summer. 


 
2. Review of essential services designation 
• When clinics were closed during the pandemic, some members questioned why chiropractic 


care wasn’t designated an essential service. 
• We have done some investigation that includes a legal review, and have learned that essential 


services designation, like most things, is more complex than it would seem at the surface. 
• We will be communicating what we’ve learned in a separate email to provide the context and 


then will be seeking member feedback about next steps. 
 


3. Approval of changes to the practice review program 
• The practice review program measures chiropractic competence in relation to the ACAC 


Standards of Practice. 
• The program is designed to provide feedback and coaching to members on areas that need 


improvement, with a defined process to help support adjustments as required. 
•  The current system has some gaps as follows: 


o Members who willingly make adjustments are restricted from certain activities until 
they pass their next standard practice review, which is typically done in four-year 
intervals; 


o Members who don’t make adjustments have no consequences for choosing to ignore 
the feedback and coaching. 


• At the recommendation of the Registrar and in consultation with the Continuing Competence 
Committee, Council has approved a new framework that addresses these gaps. 


• Members who willingly make adjustments can opt to participate in a standard practice review 
within one year of their initial fail instead of four, removing restrictions on activities. 


• Members who demonstrate a pattern of no improvement face an escalating series of 
accountabilities to address the gaps. 


• These changes were made to help support and advance members’ continuing competence 
responsibilities, and we look forward to seeing the progress. 


 
4. Approval of a comprehensive government relations program 
• Since delisting in 2007, the ACAC has undertaken a predominantly issues-focused approach to 


government relations. 
• Sheila Steger, our CEO, recommended shifting to a more comprehensive government relations 


program that would build necessary relationships on an ongoing basis to leverage when an issue 
arises.  


• A comprehensive plan has been developed in consultation with Keill Communications, a 
strategic communications and public affairs firm with experience at all orders of government. 


• This plan features a year-round approach to engagement with government and includes 
opportunities for volunteer engagement. 


• Council approved the plan, and we are excited about the opportunities for the profession we 
think will come as a result.  


• The staff will be operationalizing it in the coming months, so more details to follow. 
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5. Approval of telehealth as a permanent modality 


• While telehealth wasn’t on the radar for chiropractic prior to the pandemic, the mandated 
closure of clinics required that we explore this option to provide continuity of care for patients. 


• We heard from many members that their patients appreciated being able to continue care 
during the lockdown, as chiropractic care is essential to their ability to undertake their activities 
of daily living. 


• Given the positive impacts for patients, Council has approved this as a permanent modality in 
Alberta.  


  
I hope this update has been helpful. As I hope you can see, Council and staff are actively working on 
your behalf. If you have any questions please connect with your Council contact. 
 
 



https://albertachiro.com/council



		Three key highlights from the March meeting are:
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


NOTICE TO MEMBERS


Possibility of new provincial restrictions to combat rise
of COVID-19 cases


November 23, 2020


Dear Colleagues, 
 


Over this past week, the daily numbers of new COVID-19 cases has reached new highs, with Sunday’s
reported numbers of new daily cases topping 1,500.
 


There is much speculation regarding the potential for new, or lengthening of existing, federal, provincial or
municipal restrictions and recommendations, in line with what is occurring in other parts of the country.
 


The ACAC is in contact with Alberta Health and will provide you with updates as soon as, or if, any
announcement is made.
 


We have actively engaged the Premier's o�ce, government and opposition MLAs and municipalities in the
past few weeks on the value of keeping chiropractic services open and available for the health and wellness
of Albertans in the event of new COVID-19 control measures. In addition to supporting the wellbeing of our
patients, we have highlighted the extensive safety protocols in our pandemic response plan as a rationale for
being allowed to stay open.
 


Early responses from these leaders has been supportive and positive to our requests.
 


As we go forward, it is each of our responsibility to respect and adhere to all laws, by-laws, regulations and
recommendations from relevant public health o�cers and public health orders related to COVID-19 that are
relevant to the community you operate in.
 


Additionally, please continue to engage in all required and recommended hygiene, safety, and PPE protocols
to protect yourselves, your sta� and your patients, including mask wearing, physical distancing and regular
cleaning activities.
 


As always, as soon as we know more, we will advise you. If you have questions, please contact us at the ACAC
o�ce.
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Sheila J. Steger
ACAC CEO


Dr. Todd Halowski
ACAC Registrar
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Introduction 
Effective 05/03/2020, Revised 05/05/2020 


The Government of Alberta introduced plans to “Re-Open Alberta” on April 30, 2020. This directive 
defines the requirements chiropractors must follow to ensure safe practice with pandemic public health 
measures as a result of COVID-19.  This directive is an addendum to Standard of Practice 4.3: Infection 
Prevention and Control. 
 
In response to the current environment, the circumstances and requirements asked of health providers 
when chiropractors return to practice may change rapidly. Clinicians will need to respond quickly to 
changes signaled from Government and the ACAC.   
 


Note to chiropractors: This directive is current as of the date of publication and reflects the 
rules and requirements for chiropractors. In the event of a discrepancy between this 
information and the directives of provincial public health authorities, the directions of the 
provincial public health authority take precedence. 
 


 
As regulated health professionals, chiropractors are required to: 
 


1. Follow all mandates and recommendations from Public Health and the Government of Alberta 
regarding your personal and professional conduct. As a regulated health professional, you have 
a fiduciary responsibility to follow all civil orders that originate from any level of government.   


2. Read and adhere to all communication from the ACAC.   


The ACAC continues to consult with external stakeholders, including the Ministry of Health and the Chief 
Medical Officer of Health (CMOH) and will adapt this directive based on expert recommendations. The 
ACAC exists to protect the public and its members, and this directive is created to ensure the health and 
safety of both the public and chiropractors while instilling patient confidence as they safely access 
chiropractic care.  
 


Mobile Chiropractic 
Mobile chiropractic is only allowable through approval by Council, and Council has suspended that approval 
effective Monday, March 23, 2020. This suspension is in place for the duration of this pandemic or until further 
notice from Council. 
 
Acupuncture 
Chiropractors authorized to perform the restricted activity of acupuncture by the ACAC may practice this 
modality at this time. Chiropractors are permitted to use acupuncture are required to continue to employ the 
highest standards of aseptic practice.    
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Requirements 
This directive includes requirements regarding:  


1. Screening 
2. Hand hygiene 
3. Environmental cleaning and disinfection 
4. Physical distancing 
5. Use of PPE 
6. Exclusion or work restrictions during staff or chiropractor illness 


Standard of Practice 4.3 – Infection Prevention and Control, and this directive must be completely 
reviewed and applied before you open your practice to the public. Chiropractors and clinic owners are 
responsible to ensure staff have read and are able to ask questions regarding this directive. Staff must 
be trained and audited on the implementation of all policies and procedures.   


 
Patient screening 
Chiropractors must assess and screen patients for symptoms of COVID-19 as per the requirements of 
Public Health. Patients exhibiting signs and symptoms consistent with COVID-19, should not present for 
clinical services during the pandemic.  
 
Clinic staff should collect simple screening information at the time of booking the appointment and 
again in-person at the time of the patient’s visit to the clinic. People who accompany patients, such as 
parents, caregivers or companions, must be screened with the same questions as the patient. 


Screening questions that must be asked of patients and companions: 
1. Do you have current symptoms of COVID-19, such as: 


a. a fever,  
b. a new or changed chronic cough,  
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use).  


Patients and/or companions exhibiting symptoms should not receive chiropractic treatment at 
this time and should be directed to call Health Link 811.  
 
Signage indicating screening criteria should be posted in a location that is visible before entering 
the clinic. 
 
A registry of all people entering the clinic should be kept to aid in contact tracing if required. This 
would include people in the clinic aside from patients (e.g. couriers, guardians accompanying a 
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patient, etc). This is not an open sign-in book and should be kept and managed privately by the 
clinic. This registry must be kept while this directive remains in place.  
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres. 
o Have the patient complete hand hygiene. 
o Provide a new mask for the patient to don. 
o Segregate the patient from others in the clinic.  
o Explain the concern that they are symptomatic, discontinue treatment and reschedule 


the appointment.  
o Advise the patient they should self-isolate, complete the online self-assessment tool and 


call Health Link 811. 
o Clean and disinfect the practice area immediately.  
o As an employer, the chiropractor must ensure a record is kept of all close contacts of 


the symptomatic client and other visitors and staff in the clinic at the time of the visit.  
This information will be necessary for contact tracing if the patient/client later tests 
positive symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 
 
Chiropractors are required to call Health Link (811) to receive guidance if they are aware of a patient who 
has visited their clinic within the last 14 days and is now testing (or has tested) positive for COVID-19. 
 


Hand hygiene 
Hand hygiene is recognized as the single most important infection prevention and control (IPC) practice 
to break the chain of transmission of infectious diseases, including respiratory illness such as COVID-19.  
 
Hand hygiene can be accomplished by either washing hands with soap and water and then drying with 
single use cloth or paper towels or using alcohol-based hand sanitizer.  Alcohol-based hand sanitizer must 
be approved by Health Canada (DIN or NPN number), with a final concentration of 60-80 per cent ethanol 
or 60-75 per cent isopropanol. 
 
When hands are visibly soiled, they must be cleaned with soap and water as opposed to using alcohol-
based hand rub. 
 
Single use cloth towels that are used in the clinic for hand hygiene must be laundered in hot water 
(above 60°C) with regular laundry soap and fully dried before being used again.  Staff that is handling 
towels should be gloved for both dirty and clean laundry processing. Staff must always use new gloves 
when handling clean laundry. 
 
A significant component of hand hygiene is not touching your face. In addition to proper hand hygiene, 
chiropractors and staff must also avoid touching their face and practice respiratory etiquette by 
coughing or sneezing into their elbow or covering coughs and sneezes with a facial tissue and then 
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disposing of the tissue immediately. When contact with the face or a tissue is made, hand hygiene must 
occur before resuming any activities in the clinic environment.   


Hand hygiene is required to be performed by: 
• Chiropractors when: 


o entering the clinic 
o before contact with each patient 
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after contact with each patient 
o after contact with a patient’s surroundings or belongings 
o before donning PPE 
o after donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 


• Staff when: 
o entering the clinic 
o before interaction with a patient  
o before clean/aseptic procedures 
o after body fluid exposure or risk of body fluid exposure 
o after interaction with a patient 
o before donning PPE 
o after doffing PPE 
o after cleaning contaminated surfaces 
o after financial transactions or administration of paperwork involving patients 


• Patients when: 
o entering the clinic 
o entering the treatment area if the patient does not proceed directly to a treatment 


room upon entering the clinic 
o before and after use of weights, exercise equipment or similar shared equipment 
o prior to processing payment 


 


Environment cleaning and disinfection 
Effective cleaning and disinfection is essential to avoid the possible spread of COVID-19, which is spread 
through contact with respiratory droplets or contact with contaminated surfaces. The COVID-19 virus 
can survive for differing periods of time depending on the surfaces it lands on. Frequent cleaning and 
disinfection is necessary to prevent spread of the disease.   
 
Cleaning products remove soiling such as dirt, dust and oils, but do not always sanitize surfaces. 
Disinfectants are applied after cleaning to sanitize resulting in the destruction of germs. 
 
Read, understand and apply the cleaning standards from the Health Canada guide on cleaning and 
disinfecting public spaces during COVID-19.  
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Proper disinfectant products 
Disinfectants with an 8-digit Drug Identification Number (DIN) or Natural Product Number (NPN) issued 
by  Health Canada are approved for use. During the pandemic, only the Health Canada-approved 
disinfectants with a virucidal claim are appropriate for the elimination of viruses in the clinic 
environment. The disinfectant product manufacturer’s instructions must be followed for use, safety, 
contact time, storage and shelf life.  
 
Alternatively, per Alberta Health Service cleaning guidelines, you can make a 1000ppm bleach water 
solution by mixing 20 ml (4 teaspoons) of unscented, household bleach with 1000 ml (4 cups) of water. 
Ensure the surface remains wet with the bleach water solution for 1 minute. 
 
Vinegar, tea tree oil solutions, Thieves’ oil and similar solutions are not proven to be effective 
disinfectants and cannot be used in place of Health Canada-approved disinfectants. It is a requirement 
that only approved disinfectants with a virucidal claim are used to limit the spread of COVID-19. 
 
Be sure you and your staff take appropriate precautions when using chemicals for cleaning and 
disinfecting. This can be done by consulting the Manufacturer’s Safety Data Sheets when using cleaners 
and disinfectants. Staff must be supplied with the appropriate safety equipment (gloves and masks) to 
protect themselves when they clean and disinfect. 
 
The frequency of cleaning and disinfection is dependent on the nature of use/contact of the 
surface/item in question: 


• Patient care/patient contact items must be cleaned and disinfected between each patient/use. 
Examples of patient contact items include but are not limited to: 


o treatment tables, all contact surfaces, and the entire headpiece and hand rests 
 discontinue use of the central holding bar for headrest paper 
 discontinue use of any permanent treatment material that cannot be cleaned 


and disinfected (for example, upholstered cloth treatment tables where the 
cloth cannot be properly disinfected must be discontinued) 


o exercise equipment 
o therapeutic tools and devices 
o diagnostic tools and devices 
o procedural work surfaces 


• Commonly touched areas must be cleaned and disinfected a minimum of twice daily or whenever 
visibly soiled. Commonly touched areas include but are not limited to:  


o light switches, doorknobs, toilets, taps, handrails, counter tops, touch screens/mobile 
devices, phones and keyboards 


o The payment machine must be cleaned after each patient encounter. 
o Clipboards that patients contact must be disinfected after each patient encounter.  
o Pens/pencils used by patients must be disinfected after each patient use or be single-use 


only 
• Any cloth items, such as towels, sheets, headrest coverings, etc., that are used in the clinic must 


be laundered in hot water (above 60°C) with regular laundry soap before being dried and used 
again.  Staff that is handling these items should be gloved for both dirty and clean laundry 
processing. Staff must always use new gloves when handling clean laundry. 
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Required clinic environment adaptations 
• Books, magazines, toys and remote controls must be removed from patient areas. 
• Discontinue patient-accessible literature displays and directly dispense to patients or move to 


electronic distribution.  
• Self-serve candy dish, baked goods and other open or unsealed consumables are not permitted. 
• Chiropractic table surfaces with tears must be immediately repaired and then replaced as soon 


as reasonably possible.  
o At no time may patient care be provided on a table with exposed foam. 
o Duct tape is acceptable for emergency repair use only. It is expected that the 


arrangement for suitable long-term repair or replacement is initiated within two 
business days of the discovery of the tear. 


• Cloth upholstery on furniture and treatment tables that can be properly disinfected may 
continue to be used.  


o If the cloth upholstery cannot be properly disinfected, it must be removed from the 
clinic environment.  


• A regular schedule for periodic environmental cleaning must be established and documented.  
 


Physical distancing 


Requirements for managing clinical space: 
• The CMOH orders on gathering size prohibits more than 15 people (for examples patients and 


guardians). However, this does not prohibit healthcare settings from having more than 15 staff 
in a workplace.  


• Members of the public must be two metres from each other. This applies in the following 
spaces: 


o treatment areas 
o waiting areas - seats must be spaced to maintain two metre distance 
o transition areas 
o People who live together are exempt from this requirement with each other. 
o Caregivers and companions that are required to attend with patients are exempt from 


this requirement.   
• Non-clinical employees and the public must be two metres from each other. 


o Reception and payment area - If two metres cannot be maintained at 
reception/payment area, either staff must be continuously masked or the installation of 
a plexiglass or plastic barrier must occur to protect reception staff. 


• The treating practitioner must be two metres from the public when conversing.   
• Restrict access to the practice environment to those who must be present, including patients, 


patient chaperones or companions, and staff members.  
• To aid in physical distancing, give consideration to: 


o Having patients wait in vehicle until their appointment time.  
o Using Telehealth as a substitute for in-person care as appropriate. 
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Managing the clinical schedule: 
• Ensuring that booking practices (duration of treatment visits and number of patients in the 


practice at any given time) comply with ongoing CMOH directives on group gatherings and 
occupancy limits.  


• This includes ensuring booking practices enable physical distancing between patients during 
treatment sessions and provide adequate time to clean and disinfect clinic equipment between 
patients.  


• When scheduling, give consideration to dedicated and/or off-hours treatment for high risk 
populations. 


Personal Protective Equipment 
Personal protective equipment (PPE) is an essential element in preventing the transmission of disease-
causing microorganisms. If used incorrectly, PPE will fail to prevent transmission and may facilitate the 
spread of disease. 


Staff and practitioner PPE 
On April 23, 2020, Alberta Health Services announced “Effective immediately, AHS is advising all health-
care workers providing direct patient care in both AHS and community settings to wear a 
surgical/procedure mask continuously, at all times and in all areas of the workplace if they are involved in 
direct patient contact or cannot maintain adequate physical distancing from patients and co-workers”.  


PPE requirements 
• Surgical or procedure masks are the minimum acceptable standard. 
• Chiropractors and clinical staff: must be masked at all times while providing patient care. 
• Non-clinical staff: must be masked when a physical distance of two metres cannot be maintained. 


One mask may be used for the entire work shift, but must be discarded and replaced when wet, damaged 
or soiled, when taking a break and at the end of the day. N95 respirators are not required. Cloth masks 
are not permitted as they are not approved for health-care settings.  
 
PPE masks must be donned and doffed using the following specific sequence to prevent contamination. 
AHS has provided further instructions for health-care workers (please refer to the reference section at the 
end of this document). 


Donning mask: 


1. Perform hand hygiene. 
2. Open mask fully to cover from nose to below chin.  
3. Put on mask.   
4. Secure ties to head (top first) or elastic loops behind ears.   
5. Mould the flexible band to the bridge of nose (if applicable).   
6. Ensure snug fit to face and below chin with no gaping or venting. 


Doffing mask: 


1. Perform hand hygiene.  
2. Do not touch the front of the mask. 
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3. Carefully remove mask by bending forward slightly, touching only the ties or elastic loops. 
Undo the bottom tie first then undo the top tie.  


4. Discard the mask in the garbage.  
5. If the mask itself is touched during doffing, perform hand hygiene. 
6. Never reuse masks.  


 
It is essential that all chiropractors and staff providing services in a clinic are aware of the proper donning 
and doffing of PPE. The use of PPE must be precise and ordered to limit the spread of COVID-19.  
AHS PPE Resources must be reviewed and understood before all chiropractors and staff provide patient 
care. Training and practice of donning and doffing PPE within your facility are essential to ensure the 
proper use of PPE in support of limiting the spread of COVID-19. 


Patient provision of PPE 
Clinics are not required to provide surgical masks for patients. However, chiropractors may choose to 
provide masks for patients. If a chiropractor chooses to provide masks for patients, the chiropractor or 
staff must educate the patient on the proper donning and doffing of masks and observe that it occurs 
properly.   
 
If a chiropractor encounters a patient who has gone through the screening process and enters a 
treatment room yet still exhibits signs and symptoms consistent with COVID-19, the chiropractor must:  
 


o Establish and maintain a safe physical distance of two metres. 
o Have the patient complete hand hygiene. 
o Provide a new mask for the patient to don. 
o Segregate the patient from others in the clinic.  
o Explain the concern that they are symptomatic, discontinue treatment and reschedule 


the appointment.  
o Advise the patient they should self-isolate, complete the online self-assessment tool and 


call Health Link 811. 
o Clean and disinfect the practice area immediately.  
o The chiropractor as an employer must ensure a record is kept of all close contacts of 


symptomatic client/patients.  This information will be necessary for contact tracing if 
the patient/client later becomes symptomatic for COVID-19 


Chiropractors must not attempt a differential diagnosis of patients who present with signs and symptoms 
of COVID-19. 


Clinic clothing 
Clean clothes must be worn by the practitioner and staff each day.  
 
If the practitioner and staff drive directly from their home to the clinic, no change of clothes is required. 
However, if they stop at other locations on their way to the clinic, then donning new clean clothes in the 
clinic is required. 
 
Clothes worn in the clinic must not be worn in public afterwards. Practitioners and staff must change 
into different clothes at the end of their shift. 
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To clean clothes worn in the clinic, wash clothing in hot water (above 60°C) with regular laundry soap.  


Exclusion or work restrictions in the case of staff or chiropractor 
illness 
Staff and chiropractors must self-screen for symptoms before arrival at work with the same symptom 
screening questions used for patients. If screening is positive, staff and chiropractors must not come to 
the clinic. 
 
Staff and chiropractors must complete a recorded formal screening upon arrival at work. This screening 
history must be kept while this directive remains in place.  


Screening questions that must be asked with staff and chiropractors, and a record kept: 


1. Do you have current symptoms of COVID-19, such as: 
a. a fever,  
b. a new or changed chronic cough,  
c. a sore throat that is not related to a known or preexisting condition 
d. a runny nose that is not related to a known or preexisting condition 
e. Nasal congestion that is not related to a known or preexisting condition 
f. Shortness of breath that is not related to a known or preexisting condition 


2. Have you traveled internationally within the last 14 days?  
3. Have you had unprotected close contact with individuals who have a confirmed or presumptive 


diagnosis of COVID-19 (e.g. individuals exposed without appropriate PPE in use).  


Per the CMOH, chiropractors and staff who screen positive for the questions above are not eligible to 
work. Current requirements from Alberta Health state that self-isolation must continue, and workers 
must not return to work, until 10 days have passed from symptom onset or until symptoms resolve, 
whichever is longer. 
 
Per the CMOH, chiropractors and staff must also immediately inform their direct supervisor at the onset 
of any symptoms from the screening questions. Chiropractors who become symptomatic while treating 
patients must stop seeing patients immediately and follow self-isolation procedures. 
 
This requirement is subject to change and chiropractors are directed to stay up to date with the 
directives of the CMOH. Chiropractors are reminded that employers may also set requirements for 
return to work, so long as those requirements are not less stringent than those established by the 
CMOH.  
 
All workplaces must develop a workplace illness policy, as per the Government of Alberta’s requirements. 
A link to a reference guide is included in the resource page at the back. 
 
Chiropractors are required to call Health Link 811 to receive guidance if they are aware of a patient who 
has visited their clinic in the last 14 days and is now testing (or has tested) positive for COVID-19. 


  







ACAC 


COVID-19 Pandemic Practice Directive  
 


Page 11 of 11 ACAC COVID-19 Pandemic Practice Directive 
Effective May 3, 2020; Revised May 5, 2020 


 


Resources 


General 
• ACAC – Returning to practice resources for chiropractors and clinics 
• Alberta Public Health Disease Management Guidelines 
• ACAC– COVID-19 Information for clinics 
• Standard of Practice 4.3 – Infection Prevention and Control 
• Temporary Telehealth Permission 
• Canadian Chiropractic Association Resource Centre 


Screening 
• Screening checklist 


Hand hygiene 
 


• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• Alberta Health - How to Use Alcohol-based Hand Rub 
• Alberta Health - How to Hand Wash  


Environmental cleaning and disinfection 
• Health Canada – Authorized list of hard-surface disinfectants and hand sanitizers 
• COVID-19 Public Health Recommendations for Environmental Cleaning of Public Facilities 
• An investigation of bacterial contamination on treatment table surfaces of chiropractors in 


private practice and attitudes and practices concerning table disinfection 


Personal Protective Equipment 
• AHS Provided: Personal Protective Equipment (PPE): FAQs 
• AHS Provided: For Healthcare Workers: How to Wear a Mask 
• AHS PPE Resources 


o Donning Poster 
o Doffing Poster 
o Donning and Doffing of PPE (Video) 
o For Healthcare worker: How to wear a Mask Poster 


Exclusion or work restrictions during staff or chiropractor illness 
• Screening checklist 
• COVID-19 assessment tool for health-care workers 
• COVID-19 information: Workplace Guidance for Business Owners 
• COVID-19 Alberta website for guidance for workplaces  


 
 



https://albertachiro.com/returning-to-practice

https://open.alberta.ca/dataset/a86d7a85-ce89-4e1c-9ec6-d1179674988f/resource/591976c9-0c1e-4e14-b5e9-144add73c89e/download/covid-19-guideline-2020-04-28.pdf

https://albertachiro.com/covid

https://albertachiro.com/legislation-and-standards

https://albertachiro.com/ACAC/Practice_Resources/Temporary_telehealth_permission.aspx

https://www.chiropractic.ca/covid-19-resource-centre/

https://albertachiro.com/returning-to-practice

https://albertachiro.com/returning-to-practice

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-flu-hand-rub-how-to.pdf

https://www.albertahealthservices.ca/assets/healthinfo/ipc/if-hp-ipc-flu-handwash-how-to.pdf

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/hand-sanitizer.html

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-environmental-cleaning-public-facilities.pdf

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.ncbi.nlm.nih.gov/pubmed/21281886

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-ppe-faq.pdf

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-donning-ppe-poster.pdf

https://www.albertahealthservices.ca/assets/Infofor/hp/if-hp-ipc-doffing-ppe-poster.pdf

https://ahamms01.https.internapcdn.net/ahamms01/Content/AHS_Website/Information_For/if-hp-ipc-donning-and-doffing.mp4

https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-hcw-masks.pdf

https://albertachiro.com/returning-to-practice

https://www.alberta.ca/assets/documents/COVID-19-assessment-tool-for-health-care-workers-and-public-health-enforcement.pdf

https://www.alberta.ca/assets/documents/covid-19-workplace-guidance-for-business-owners.pdf

https://www.alberta.ca/guidance-for-workplaces.aspx
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RESCIND NOTICE 
 
 
To: Curtis. J. Wall Professional Corporation  


“the Owner”  
 
Dr. Curtis Wall  
“the Practitioner”  


 
 
 
Subject: Notice of Public Access Closure 
  Wall Chiropractic & Wellness 


Suite #2 41 Chelsea Street NW, Calgary, Alberta T2K 1P1 
 


This notice is to inform you that on January 5, 2021, the undersigned Executive Officer of Alberta 
Health Services rescinded the Order issued on December 8, 2020, approved the removal of the 
posted order and granted permission to reopen the said establishment with the following condition(s):  
 


1. Dr. Curtis Wall must follow the current reopening practice guidance as set out by the Alberta 
College and Association of Chiropractors, as well as all future iterations of this guidance.  


2. Dr. Curtis Wall must implement his revised COVID-19 Relaunch Plan that was submitted on 
December 24, 2020 into practice to reduce the risk of transmission of COVID-19 among the 
attendees of the Wall Chiropractic & Wellness.   


3. Prior to booking an appointment, Dr. Curtis Wall must inform the patient he will be unmasked 
while providing services and obtain the patient’s explicit consent to proceed with booking and 
undertaking said services.   


4. Dr. Curtis Wall must ensure that all patients he treats continuously wear a mask that covers 
their mouth and nose for the duration of their time in the clinic, unless they are able to provide 
evidence that they have been granted a mask exemption.   


 
 
For further information please contact the writer at heidi.ho@ahs.ca 
 
 
 
Heidi Ho, CPHI(C) 
Executive Officer 
Alberta Health Services 
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www.albertahealthservices.ca/eph.asp 


 


For more information, please contact your nearest Environmental Public Health office. 


Edmonton Main Office 
Calgary Main Office 
Lethbridge Main Office 


780-735-1800 
403-943-2288 
403-388-6689 


Grande Prairie Main Office 
Red Deer Main Office 
www.ahs.ca/eph 


780-513-7517 
403-356-6366 
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OFFICE CONSOLIDATION 
 


BYLAW NUMBER 26M2020 
 


BEING A BYLAW OF THE CITY OF CALGARY 
TO REQUIRE THE  


WEARING OF FACE COVERINGS 
IN INDOOR PUBLIC PREMISES  


AND IN PUBLIC VEHICLES 
* * * * * * * * * * * * * * * * * * * * * * * * * * * *  


 
(Amended by 28M2020, 51M2020) 
 


WHEREAS on March 11, 2020 the World Health Organization declared a global 
pandemic related to the spread of the COVID-19 virus and the COVID-19 pandemic remains a 
health risk;   
 


AND WHEREAS the World Health Organization, Chief Public Health Officer for Canada 
and the Chief Medical Officer of Health for Alberta have identified face coverings as a way to 
reduce the risk of spreading COVID-19 in circumstances where physical distancing may not be 
possible;  
 


AND WHEREAS physical distancing may not be possible in indoor public premises and 
in public vehicles;   
 


AND WHEREAS pursuant to section 7 of the Municipal Government Act, R.S.A. 2000, c. 
M-16 a council of a municipality may pass bylaws respecting; 


 
(a) the safety, health and welfare of people and the protection of people and 


property; 
 
(b) people, activities and things in, on or near a public place or place that is open to 


the public; and 
 
(c) businesses, business activities and persons engaged in business; 


 
AND WHEREAS Council considers it expedient and desirable for the health, safety, and 


welfare of the inhabitants of Calgary to require the wearing of face coverings in indoor public 
premises and in public vehicles; 
 
 NOW, THEREFORE, THE COUNCIL OF THE CITY OF CALGARY ENACTS AS 
FOLLOWS: 
 
SHORT TITLE 
 
1. This Bylaw may be cited as the “Temporary COVID-19 Face Coverings Bylaw”. 


(28M2020, 2020 July 29) 
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DEFINITIONS AND INTERPRETATION 
 
2. (1) In this Bylaw: 
 


(a) “employer" includes any person who as the owner, proprietor, manager, 
superintendent or overseer of any activity, business, work, trade, 
occupation or profession, has control over or direction of, or is directly or 
indirectly responsible for the employment of a person therein; 


 
(b) “face covering” means a mask or other face covering that covers the 


mouth, nose and chin ensuring a barrier that limits the transmission of 
infectious respiratory droplets; 


 
(c) “officer” means a Bylaw Enforcement Officer appointed pursuant to Bylaw 


60M86, a peace officer appointed pursuant to the Peace Officer Act, S.A. 
2006, c. P-3.5, or a police officer appointed pursuant to the Police Act, 
R.S.A. 2000, c. P-17; 


 
(d) “operator” includes the person responsible for the day to day operations of a 


public premises or public vehicle and a proprietor of a public premises; 
 


(e) “proprietor" means the person who ultimately controls, governs or directs 
the activity carried on within any public premises or public vehicle referred 
to in this Bylaw and includes the person usually in charge thereof; 


 
(f) “public premises” means all or any part of a building, structure or other 


enclosed area to which members of the public have access as of right or 
by express or implied invitation but excludes any premises for which there 
is an enrolment or membership requirement in order to access it;  
 


(g) “public vehicle” means a bus, light rail transit (LRT) vehicle, taxi or other 
vehicle that is used to transport members of the public for a fee; 


 
(2) All schedules attached to this Bylaw form part of this Bylaw. 


 
(3) Headings or sub-headings are inserted for ease of reference and guidance 


purposes only and do not form part of this Bylaw. 
 


(4) Where this Bylaw cites or refers to any act, regulation, code or other bylaw, the 
citation or reference is to the act, regulation, code or other bylaw as amended, 
whether amended before or after the commencement of this Bylaw, and includes 
reference to any act, regulation, code or other bylaw that may be substituted in 
its place. 


 
(5) Each provision of this Bylaw is independent of all other provisions and if any 


provision is declared invalid for any reason by a court of competent jurisdiction, 
all other provisions of this Bylaw remain valid and enforceable. 


 
(6) Nothing in this Bylaw relieves a person from complying with any provision of any 


federal, provincial or municipal law or regulation or any requirement of any lawful 
permit, order or licence. 
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PROHIBITION 
 
3. A person must wear a face covering in a public premises or a public vehicle, unless the 


person is separated from other persons by an installed screen, shield or other barrier. 
 
EXCEPTIONS 
 
4. Section 3 does not apply to: 
 


(a) children under 2 years of age; 
 
(b) persons with an underlying medical condition or disability which inhibits their 


ability to wear a face covering; 
 
(c) persons who are unable to place, use or remove a face covering safely without 


assistance; 
 
(d) persons who are seated at a table or bar at a public premises that offers food or 


beverage services; 
(28M2020, 2020 July 29) 


 
(e) persons engaging in an athletic or fitness activity; 
 
(f) persons who are caregiving for or accompanying a person with a disability where 


wearing a face covering would hinder the accommodation of the person’s 
disability; or 


 
(g) persons who have temporarily removed their face covering where doing so is 


necessary to provide or receive a service. 
 
SIGNAGE 
 
5.  An employer, operator or proprietor must prominently display a sign 


(a)  in the form and containing the content; or 


(b)  with substantially the same form and content; 


as set out in Schedule A, in a location that is visible to a person immediately upon 
entering the public premises or a public vehicle. 


(28M2020, 2020 July 29) 
 
OFFENCES 
 
6.  Any person who contravenes any provision of this Bylaw by doing any act or thing which 


the person is prohibited from doing, or by failing to do any act or thing the person is 
required to do, is guilty of an offence pursuant to this Bylaw.  
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ENFORCEMENT 
 
7. (1) Where an officer believes that a person has contravened any provision of this 


Bylaw, the officer may commence proceedings against the person by issuing a 
violation ticket in accordance with the Provincial Offences Procedure Act, R.S.A. 
2000, c. P-34.  


 
(2) This section shall not prevent an officer from issuing a violation ticket requiring a 


court appearance of the defendant pursuant to the Provincial Offences 
Procedures Act or from laying an information instead of issuing a violation ticket.  


 
PENALTY 
 
8. (1) Where there is a specified penalty listed for an offence in Schedule B to this 


Bylaw, that amount is the specified penalty for the offence.  
 


(2) Upon conviction, if the totality of the circumstances surrounding any 
contravention of this bylaw indicate a marked endangerment or increased risk of 
endangering public health the Justice may deviate from the specified penalty 
when determining the appropriate fine amount. 


 
(3) In this section, “specified penalty” means an amount that can be paid by a person 


who is issued a violation ticket and is authorized to make a voluntary payment 
without a Court appearance.  


 
(4) Despite subsection 8(1): 
 


(a) where any person has been convicted of a contravention of the same 
provision of this Bylaw twice within one twelve month period, the specified 
penalty payable in respect of the second conviction is double the amount 
shown in Schedule “A” of this Bylaw in respect of that provision, and 
 


(b) where any person has been convicted of a contravention of the same 
provision of this Bylaw three or more times within one twelve month 
period, the specified penalty payable in respect of the third or subsequent 
conviction is triple the amount shown in Schedule “A” of this Bylaw in 
respect of that provision. 


(51M2020, 2020 December 14) 
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COMING INTO FORCE 
 
9. This Bylaw comes into force on August 1, 2020. 
 
 
READ A FIRST TIME ON JULY 21, 2020 
 
READ A SECOND TIME ON JULY 21, 2020 
 
READ A THIRD TIME ON JULY 21, 2020 
 
 
 
 


(Sgd.) N. Nenshi  
MAYOR 


 
 


(Sgd.) T. Mowrey 
ACTING CITY CLERK 
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SCHEDULE A 
 


 
(28M2020, 2020 July 29) 
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SCHEDULE B 


 
PENALTIES 


 


Section Description of Offence Specified 
Penalty 


3 Fail to wear face covering where required $100 


5 Fail to display prescribed signage $200 
 


(28M2020, 2020 July 29) 
(51M2020, 2020 December 14) 
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Curriculum Vitae of 
 


Bao Dang, MD, FRCPC, FCCP 
 


D.O.B. June 19th, 1978 
Citizenship: Canadian 
32 Kincora Hill NW 


Calgary, Alberta 
T3R 0A8 


 
Ph: 403-869-1200 


Fax: 1-866-207-0084 
bdang@shaw.ca 


 
 


Current Clinical Experience 
 
Specialist in respirology and general internal medicine 
 
Pulmonary consultant to the Alberta Worker’s Compensation Board since July, 2016 
 
Medical Director and Founder of Inspiration Pulmonary Health, Inc.  Pulmonary 
Function Lab and Clinic in Medicine Hat, Alberta since May, 2016 
 
Medical Director of Pulmonary Function Lab at the Medicine Hat Regional Hospital, 
Medicine Hat, Alberta September, 2009-March, 2020. 
 
 
Clinical past experiences: 
 
Respirologist in Medicine Hat, AB since 2008 
 
Staff Member of Internal Medicine Department in Medicine Hat since March, 2016. 
 
Peter Lougheed Hospital, Calgary, AB- Respirology: 2011- 2015 
 
Member of Alberta Physician Locum Services (Alberta Medical Association)- providing 
locum services throughout rural Alberta on an ongoing basis:  2008-present 
 
St. Paul’s Hospital, Saskatoon, SK- General Internal Medicine and Respirology: 2008-
2013 
 
East Kootenay Regional Hospital, Cranbrook, BC- General Internal Medicine, 
Respirology, and Intensive Care: 2010-2016 
 


E-3
September 1, 2021
Hearing



mailto:bdang@shaw.ca

pitzi

Signed Exhibit Stamp







AMDG 
 


Northern Lights Regional Health Centre, Ft. McMurray, AB- General Internal Medicine 
and Intensive Care: 2008-2012 
 
Medicine Hat Regional Hospital, Medicine Hat, AB- General Internal Medicine, 
Respirology and Intensive Care: 2008-present 
 
Stanton Territorial Hospital, Yellowknife, NWT- General Internal Medicine, Respirology 
and Intensive Care: 2008-2012 
 
St. Joseph Hospital, Comox, BC- General Internal Medicine, Respirology and Intensive 
Care: 2009 
 
Related Medical Activities 
 
Facilitator for the Group Practice Review and MSF Plus 
Department of Continuing Competence 
College of Physicians and Surgeons of Alberta 
2014-present 
 
Licensure 
 
Full license in the province of Alberta  
 
Privileges to direct and interpret level IV pulmonary function tests/facilities.  
 
 
Medical Education 
 
FCCP  (American College of Chest Physicians) 
August, 2009 
 
FRCPC  (Respirology: Royal College of Physicians and Surgeons of Canada) 
September, 2008 
 
Respirology Fellowship 
University of Saskatchewan 
July, 2006- June 30, 2008 
 
FRCPC (Internal Medicine: Royal College of Physicians and Surgeons of Canada) 
June, 2007 
 
Internal Medicine Residency 
University of Saskatchewan 
July, 2003 – June, 2006 
 
LMCC I & II 
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December, 2004 
 
Medical School 
University of Calgary 
August, 2000 - May, 2003 
Degree: MD 
 
 
Undergraduate Education 
 
University of Calgary 
September, 1996 - April, 2000 
Degree:  B.Sc (Hons.) Major: Biological Sciences Minor: Latin 
 
 
 
Premedical Employment 
 
Laboratory Technician 
University of Calgary, 
Department of Physiology and Biophysics 
Faculty of Medicine 
September, 2000 – February, 2002 
Supervisor: Dr. K. Patel 
 
 
Post Graduate Respirology Related Electives 
 
April 1-30, 2008 
Lung transplantation 
University of Alberta 
Consultation, in-patient, out-patient 
Preceptors:  Drs. D. Lien and J. Weinkauf 
 
August 6-31, 2007 
Interventional Respirology 
University of Calgary 
Consultation, out-patient, interventional bronchoscopy 
Preceptor:  Dr. A. Tremblay 
 
March 5-30, 2007 
Pulmonary Hypertension  
University of Calgary 
Consultation, out-patient services 
Preceptor:  Dr. D. Helmersen 
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August 1- 18, 2006 
Thoracic Surgery 
University of Saskatchewan 
Consultations, OR, out-patient services 
Preceptor:  Dr. A. Jugnauth 
   
August 2 – August 14, 2005 
Tuberculosis Service 
University of Saskatchewan 
Consultation, out-patient services 
Preceptor: Dr. H. Ward 
 
 
August 30 – September 24, 2004 
Respirology 
University of Calgary 
Ward, consultation, out-patient services 
Coordinator:  Dr. K. Rimmer 
Preceptor: Dr. K. Fraser 
 
 
 
 
 
Research Experience 
 
I. Post-graduate 
 
May 2005- June 2006 
PGY-3 Research Project 
Experimentation of cellular phone interference with ventilators 
Presented also as a poster at the 2007 Society of Critical Care Medicine Annual 
Conference in San Francisco 
Preceptor:  Dr. J. Gjevre  
Respirology and Intensive Care 
University of Saskatchewan 
 
May 2004- May 2005 
PGY-2 Quality Assurance Project 
Poster Presentation at Resident Research Day- May, 2005 
Local CPAP Prescription Practises: Effective Pre-emptive Strike or a Waste of 
Resources? 
 
Presented also as a poster presentation at the 2006 Sleep Conference in Salt Lake City 
Preceptors: Drs. B. McNab, D. Cotton, R. Skomro, J. Gjevre, J. Reid 
Sleep Disorders Laboratory 
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University of Saskatchewan 
 
May 2004- May 2005 
PGY-2 Quality Assurance Project 
Poster Presentation at Resident Research Day- May, 2005 
Clinical Teaching Unit Evaluations: Perspectives of Internal Medicine Residents. 
Preceptor: Dr. S. Card 
General Internal Medicine 
University of Saskatchewan 
 
May 2003- May 2004 
PGY-1 Case Report 
Platform Presentation at Resident Research Day- May, 2004 
A Case of Periodic Paralysis 
Preceptor: Dr. K. Williams 
Infectious Diseases 
University of Saskatchewan 
 
 
II. Undergraduate 
 
October, 2000 - May, 2003 
Medical Student Research Project 
Study on hereditary migraines 
Department of Neurosciences 
University of Calgary 
Supervisor: Dr. W. Becker 
 
November, 2000 - February, 2002 
Medical History Research Project 
Translation from Latin to English of 18th century medical thesis,  
“De Raphania” by G. Rothman 
Faculties of Medicine and Humanities 
University of Calgary 
Supervisors: Dr. W. Whitelaw (Medicine) 
          Dr. J. Hume (Humanities) 
 
September, 2001 
Medical History Research Presentation 
Presented “The Royal Touch” at history medicine session 
Royal College of Physicians and Surgeons 
Annual Meeting, Ottawa 
Supervisor: Dr. M. Tarrant 
 
March 2001 
Medical History Research Presentation 
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Presented “The Royal Touch”  
History of Medicine Days Competition 
University of Calgary 
Prize: Best audio-visual presentation 
Supervisor: Dr. M. Tarrant 
 
May, 1998 - August, 2000 
Summer Student Research 
Research of leukocyte interaction in relation to asthma and allergy 
Department of Physiology and Biophysics 
University of Calgary 
Supervisor: Dr. K. Patel 
Sponsored in last 2 years by Alberta Heritage Foundation for Medical Research 
 
September, 1999 - April, 2000 
Undergraduate Honours Thesis 
“Structure of VCAM-1” 
Department of Biology 
University of Calgary 
Supervisor: Dr. K. Patel 
 
 
 
 
Publications 
 
 
I. Papers 
 
2008 
Tumor invasion into pulmonary vessels viewed by endobronchial ultrasound 
MacEachern P, Dang B, Stather D, and Tremblay A 
Journal of Bronchology 
2008 July;15:206-207 
 
 
 
June, 2007 
Mobile communication devices causing interference in invasive and non-invasive 
ventilators. 
Dang BP, Nel PR, and Gjevre JA 
Journal of Critical Care 
2007 Jun;22:137-141 
 
 
October, 2002 
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Increased granulocyte recruitment from whole blood of allergic asthmatic patients on P-
selectin under flow conditions 
Dang B., Wiehler S and Patel KD 
Journal of Leukocyte Biology  
2002 Oct;72(4):702-10 
 
II. Abstracts 
 
February, 2007 
Mobile communication devices causing interference in invasive and non-invasive 
ventilators.  Society of Critical Care Medicine Annual Conference, San Francisco, CA 
Dang BP, Nel PR, and Gjevre JA 
Society of Critical Care Medicine 
 
June, 2006 
Patient satisfaction with empiric CPAP therapy for suspected obstructive sleep apnoea. 
Sleep Annual Conference, Salt Lake City, UT 
Dang B, McNab BD, Cotton DJ, Skomro RP, Gjevre JA, Reid JK, 
Associated Professional Sleep Societies 
 
April, 2002 
Increased Granulocyte Recruitment from Whole Blood of Allergic Asthmatic Patients on 
P-selectin under Flow Conditions. American Association for Immunology/Experimental 
Biology Joint Meeting, New Orleans, LA.  
Dang B, Wiehler S and Patel KD 
American Association for Immunology/Experimental Biology 
 
September, 2001 
The Royal Touch. Royal College of Physicians and Surgeons Annual Conference on 
Achieving Quality Health Care through Education, Professional Development and 
Research, Ottawa, ON. 
Dang, B and Tarrant M 
Abstracts for the Royal College of Physicians and Surgeons  
 
 
 
 
Internal Medicine Residency Awards 
 
2008 
Department of Medicine Subspecialty Resident Award 
Given to fellowship resident by junior house staff in recognition for their teaching 
contribution to the core internal medicine program 
 
 
2006 
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First Prize, Best Senior Resident Research Project 
“Mobile communication devices causing interference in invasive and non invasive 
ventilators” 
 
2006 
Dr. Ian Holmes Professionalism Award 
Given to senior resident who,“best displays the qualities of professionalism, altruism, 
accountability, commitment to excellence, duty, integrity and respect for patients and 
colleagues.” 
 
2006   
The Alex Trebek Senior Teaching Award 
Given to senior resident voted by the junior residents for, “excellence in bedside 
teaching, informal teaching, morning report teaching.” 
 
2006 
First Prize for best academic half day presentation 
“Acute Pulmonary Care” 
 
2004 
Second Prize for best academic half day presentation 
“Tropical Medicine” 
 
 
Medical School Awards 
 
Avis Downey Memorial Bursary, 2002/2003 
 
Dr. S.C. Verma Memorial Bursary, 2001/2002 
 
Jason Edwards Memorial Bursary, 2001/2002 
 
University of Calgary International Elective Bursary, 2001 
 
Other Experience 
 
November, 2017- present, Knight of the Equestrian Order of the Holy Sepulchre of 
Jerusalem 
 
June, 2013- present 3rd degree Knight of Columbus 
 
January, 2011- 2017 
Vice President of Una Voce Calgary 
 
August, 2000 – May, 2003 
Calgary Medical Students Association 
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Secretary/Treasurer 
University of Calgary Medical School 
 
September, 1997 – May, 2003 
Healthy Communities 
Health prevention volunteer 
City of Calgary 
Coordinator: Donna White 
 
 
Languages 
 
English, Vietnamese, Latin 
 
 
Hobbies/Interests 
 
Piano, Baroque Music, Numismatics, Latin and General History 
 
 
 
 
 
References 
 
Dr. Adeel Azam 
Head of Internal Medicine  
Medicine Hat Regional Hospital 
 
Dr. Darcy Marciniuk 
Respirologist 
University of Saskatchewan 
 
Dr. Don Cockcroft 
Respirologist 
University of Saskatchewan 
 
Dr. Pierre Nel 
Gastroenterologist/Internist 
Comox, BC 








 


 
 
Employment 


 
2011 - Infectious Diseases consultant & Medical Microbiologist 


Halton Healthcare, Oakville ON 
 


2010-2011 Internal Medicine specialist  –  locum coverage 
St. Michael’s Hospital, Toronto ON 
Hamilton Health Sciences, Hamilton ON 
Lakeridge Health, Oshawa ON 
 


2010-2011 University of Toronto 
Department of Laboratory Medicine & Pathobiology, Toronto ON 
Resident, Medical Microbiology 
 


2008-2010 University of Toronto 
Department of Medicine, Division of Infectious Diseases, Toronto ON 
Fellow, Infectious Diseases 
 


2005-2008 University of Ottawa 
Department of Medicine, Ottawa ON 
Resident, Internal Medicine 
 


1997-2003 University of Western Ontario 
Department of Medicine, London ON 
Computer Programmer & Web Developer 


 
 
Education 


 
2018 - 
 


London School of Hygiene and Tropical Medicine, University of London 
Master’s of Science (Epidemiology) 
Expected Completion 2022 
 
 


2010-2011  Royal College of Physicians & Surgeons of Canada 
Residency in Medical Microbiology 
 


Thomas A. Warren, MD 
 
3075 Hospital Gate, Unit 416 
Oakville, ON 
L6M 1M1 


 
 
 
(289) 644-4828 
ThomasWarren.MD@gmail.com 
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2008-2010 Royal College of Physicians & Surgeons of Canada 
Fellowship in Infectious Diseases 
 


2005-2008 Royal College of Physicians & Surgeons of Canada 
Residency in Internal Medicine 
 


2001-2005 University of Western Ontario 
Schulich School of Medicine & Dentistry 
Doctor of Medicine 
 


1997-2001 University of Western Ontario 
Bachelor of Science - Honors Microbiology & Immunology 
(Scholar’s Electives Program) 
Graduated With Distinction 


 
 
Continuing Medical Education 


 
2018 IDEAS Foundations of Quality Improvement Program 


May 30 
McMaster University 
Hamilton, ON 
 


2018 Clinical Teaching Fundamentals 
January – March  
McMaster University 
Hamilton, ON 


 
 
Peer-Reviewed Publications 


 
2015 Warren T, Lau R, Ralevski F, Rau N, Boggild AK.  


Fever in a visitor to Canada: a case of mistaken identity.  
J Clin Microbiol. 53:1783-1785. 
 


2012 Warren TA, Yau Y, Ratjen F, Tullis E, Waters V.  
Serum galactomannan in cystic fibrosis patients colonized with Aspergillus 
species.  
Medical Mycology. 2012; 50: 658-660. 
 


2010 Warren TA, McTaggart L, Richardson SE, Zhang SX.  
Candida bracarensis Bloodstream Infection in an Immunocompromised Patient.  
Journal of Clinical Microbiology. 2010; 48: 4677–4679.  


 
 







 


Abstracts & Conference Presentations 
 
2011 Warren TA, Yau Y, Waters V.   


Serum galactomannan in cystic fibrosis patients colonized with Aspergillus 
species.   
Poster session presented at: Association of Medical Microbiology and 
Infectious Disease (AMMI) Canada 2011 Annual Conference 
2011 April 7-9; Montreal, QC. 
 


2010 Warren TA, Yau Y, Waters V.   
Serum galactomannan in cystic fibrosis patients colonized with Aspergillus 
species.   
Poster session presented at: North American Cystic Fibrosis Conference 
2010 October 21-23; Baltimore, MD. 
 


2010 Warren TA, Govindapillai S, Tullis E, Devlin HR, Ferris W, Matukas LM.  
Evaluation of Etest Combination Testing of Antibiotics Against Isolates from 
Patients with Cystic Fibrosis.   
Poster session presented at: 50th Interscience Conference on 
Antimicrobial Agents and Chemotherapy 
2010 September 12-15; Boston, MA. 
 


2010 Warren TA, Rotstein C, Cole EH, Singer LG, Keshavjee S4, Husain S. 
Posaconazole therapy in solid organ transplant recipients refractory to or 
intolerant of standard therapy.   
Poster session presented at: Canadian Society for Transplantation Annual 
Conference 
2010 August 12-15; Vancouver, BC. 
 


2010 Warren TA, McTaggart L, Zhang S.  Candida bracarensis  
Blood Stream Infection in an Immunocompromised Patient: Case Report.   
Poster session presented at: Focus on Fungal Infections 
2010 March 3-5; New Orleans, LA. 
 


2007 Warren TA, McCarthy AE.   
A Ten-Year Retrospective Study of Vaccination Rates, Prophylactic 
Antibiotic Use, Serious Infection and Overwhelming Postsplenectomy 
Sepsis Rates in Splenectomized Patients.   
Poster session presented at: Annual Meeting of the Infectious Diseases 
Society of America 
2007 October 4-7; San Diego, CA. 
 
 


 
 
 
 







 


Awards 
  
2011 Best Student Poster Award – 2011 Annual Conference 


Association of Medical Microbiology and Infectious Disease (AMMI) Canada 
Montreal, QC 
 


2010 ASM ICAAC Infectious Diseases Fellows Grant 
2010 Interscience Conference on Antimicrobial Agents and Chemotherapy 
Boston, MA 
 


2008 Internal Medicine CanMeds Award for Communication 
University of Ottawa, Department of Medicine 
Ottawa, ON 
 


2006 Resident Research Day Award of Excellence – PGY1 
University of Ottawa, Department of Medicine 
Ottawa, ON 


2001 Laurene Paterson scholarship 
University of Western Ontario 
London, ON 
 


1997-2001 Dean’s Honor List  
University of Western Ontario, Faculty of Science 
London, ON 
 


1997 Western Scholarship of Excellence 
University of Western Ontario 
London, ON 


 
 
Appointments 


 
2013 - McMaster University 


Assistant Clinical Professor (Adjunct) 
Department of Medicine, Faculty of Health Sciences 
Hamilton, ON 
 


 
 
Teaching 


 
2012-2021 Infectious Diseases – Clinical Rotations 


Supervised physician assistant students, medical students, residents and 
infectious diseases fellows from the University of Toronto and McMaster 
University 
Oakville, ON 







 


2009 Pathobiology of Disease 
Taught microbiology to second year medical students 
University of Toronto 
Toronto, ON 
 


2008 Pathobiology of Disease 
Taught microbiology to second year medical students 
University of Toronto 
Toronto, ON 
 


2008 
 


Physical Skills Development Course 
Taught physical exam skills to first year medical students 
University of Ottawa 
Ottawa, ON 
 


 
 
Memberships 


 
Association of Medical Microbiology and Infectious Diseases Canada 


 
Canadian Medical Association 


 
Canadian Medical Protective Association 


 
College of Physicians and Surgeons of Ontario 


 
Ontario Medical Association 


 
Royal College of Physicians and Surgeons of Canada 
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Preliminary Application: 


Complaints Director’s Reference Document 


 


Part 1 : The Amended Notice of Hearing 


 


1. Beginning on or about June of 2020 and at the “Wall Chiropractic Clinic” (the “Clinic”) Dr. 


Wall: 


a. Failed to use Personal Protective Equipment, specifically he failed to wear a mask; 


b. Failed to observe the required two meters of social distancing when unmasked; 


c. Until on or about December of 2020, failed to have a plexi-glass barrier at the Clinic 


reception; and/or 


d. Did not require patients to be masked; 


when he interacted with patients, members of the public or both. 


 


2. Beginning on or about June of 2020 and at the Clinic, one or more staff members of the Clinic 


(the “Staff”): 


a. Failed to use Personal Protective Equipment, specifically Staff failed to wear masks; 


b. Failed to observe the required two meters of social distancing when unmasked; and/or 


c. Did not require patients to be masked; 


when they interacted with patients, members of the public or both. 


 


3. Beginning on or about June of 2020, Dr. Wall treated patients while not wearing a mask 


and/or did not require patients to be masked and: 


a. He did not advise patients of the increased risk of transmission of COVID-19 due to 


masks not being worn; 


b. He advised patients that masks were not required; and/or 


c. He advised patients that wearing masks had no effect concerning transmission of 


COVID-19. 


 


4. Beginning on or about June of 2020, Dr. Wall failed to chart and/or failed to properly chart 


communications with his patients about: 


a. Him not wearing a mask; 
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b. His Staff not wearing masks; and/or 


c. His patients not wearing masks. 


 


5. Beginning on or about June of 2020, Dr. Wall and/or the Staff: 


a. Failed to follow the Chief Medical Officer of Health Orders regarding masking and 


COVID-19; and/or 


b. Failed to follow the ACAC “Pandemic Practice Directive”. 


 


IT IS FURTHER ALLEGED that the conduct described above constitutes unprofessional 


conduct as defined in s. 1(1)(pp) of the Health Professions Act, and/or constitutes a 


contravention of one or more of the following (in force at the relevant time): Chief Medical 


Officer of Health Orders, ACAC “Pandemic Practice Directive”, Alberta Health Services 


directions and requirements, ACAC Standards of Practice 1.2(a), (i), (j), and/or (k), 4.3, 5.1, 


and ACAC Code of Ethics Principle #2, Principle #4, A-1, B-1 C-1, and D-1. 


 


 


Part 2: HPA Sections  


 


(a) Section 66(1) 


 


66(1)  When an investigator concludes an investigation, the investigator must make a report 


within a reasonable time and, if the investigator is not the complaints director, submit the report 


to the complaints director. 


 


(2)  If, on reviewing a report made under this section, the complaints director determines that 


the report is not complete or that the investigation was not properly conducted, the complaints 


director 


 


(a)    must direct the investigator, or appoint another investigator, to undertake 


further investigation and make a report and submit it to the complaints 


director, and 


 


(b)    may request an expert to assess and prepare a written report on the 


subject‑matter of the complaint or matters arising from the investigation of the 


complaint. 







 


(3)  If, on reviewing a report prepared under this section, the complaints director determines that 


the investigation is concluded, the complaints director must 


 


(a) refer the matter to the hearings director for a hearing, or…. 


 


(b) Section 77(a) 


 


77  The hearings director must 


                             (a)    at least 30 days before the hearing, give the investigated person a 


notice to attend and give reasonable particulars of the subject‑matter of the hearing… 


 


 


(c) Section 79(5) 


 


79(5) Evidence may be given before the hearing tribunal in any manner that it considers 


appropriate, and it is not bound by the rules of law respecting evidence applicable to judicial 


hearings. 


 


 


Part 3: Alberta Rules of Court  


 


“Number of Experts  


 


Rule 8.16(1) Unless the Court otherwise permits, no more than one expert is permitted to give 


opinion evidence on any one subject on behalf of a party.” 








  


IN THE MATTER OF A HEARING BEFORE THE HEARING TRIBUNAL OF THE 


ALBERTA COLLEGE AND ASSOCIATION OF CHIROPRACTORS (“ACAC”) 


into the conduct of Dr. Curtis Wall, a Regulated Member of ACAC, 


pursuant to the 


Health Professions Act, R.S.A.2000, c. P-14 


 


 


AMENDED NOTICE OF HEARING,  


NOTICE TO ATTEND AS WITNESS AND NOTICE TO PRODUCE 


 


 
 TAKE NOTICE that the Hearing Tribunal of the Alberta College and Association of 


Chiropractors (ACAC), hereunto authorized in accordance with the Health Professions Act 


shall convene virtually, via Zoom, on Wednesday September 1, Thursday September 2, 


Tuesday September 7, and Wednesday September 8, 2021, commencing at 9:00 AM, or 


so soon thereafter as the matter may be heard to conduct a Hearing inquiring as to whether 


you, a regulated member of the ACAC, have engaged in unprofessional conduct, with respect 


to the following matters: 


 


1. Beginning on or about June of 2020 and at the “Wall Chiropractic Clinic” (the 


“Clinic”) Dr. Wall:  


a. Failed to use Personal Protective Equipment, specifically he failed to wear a 


mask; 


b. Failed to observe the required two meters of social distancing when 


unmasked;  


c. Until on or about December of 2020, failed to have a plexi-glass barrier at the 


Clinic reception; and/or 


d. Did not require patients to be masked; 


 


when he interacted with patients, members of the public or both. 


 


2. Beginning on or about June of 2020 and at the Clinic, one or more staff members of 


the Clinic (the “Staff”): 


a. Failed to use Personal Protective Equipment, specifically Staff failed to wear 


masks;  
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b. Failed to observe the required two meters of social distancing when 


unmasked; and/or 


c. Did not require patients to be masked; 


 


when they interacted with patients, members of the public or both.  


 


3. Beginning on or about June of 2020, Dr. Wall treated patients while not wearing a 


mask and/or did not require patients to be masked and: 


a. He did not advise patients of the increased risk of transmission of COVID-19 


due to masks not being worn; 


b. He advised patients that masks were not required; and/or 


c. He advised patients that wearing masks had no effect concerning transmission 


of COVID-19. 


 


4. Beginning on or about June of 2020, Dr. Wall failed to chart and/or failed to properly 


chart communications with his patients about: 


a. Him not wearing a mask; 


b. His Staff not wearing masks; and/or  


c. His patients not wearing masks. 


 


5. Beginning on or about June of 2020, Dr. Wall and/or the Staff: 


a. Failed to follow the Chief Medical Officer of Health Orders regarding 


masking and COVID-19; and/or 


b. Failed to follow the ACAC “Pandemic Practice Directive”. 


 


IT IS FURTHER ALLEGED that the conduct described above constitutes 


unprofessional conduct as defined in s. 1(1)(pp) of the Health Professions Act, and/or 


constitutes a contravention of one or more of the following (in force at the relevant time):  


Chief Medical Officer of Health Orders, ACAC “Pandemic Practice Directive”, ACAC 


Standards of Practice 1.2(a), (i), (j), and/or (k), 4.3, 5.1, and ACAC Code of Ethics Principle 


#2, Principle #4, A-1, C-1, and D-1.  


 







  


AND FURTHER TAKE NOTICE that you will be required to give evidence and 


produce models, charts, documents, papers, notes, records, and other material relevant to the 


Hearing Tribunal. 


AND FURTHER TAKE NOTICE that you are required to attend at the hearing and 


in the event that you do not attend at the said time and place, the Hearing Tribunal may 


proceed in your absence, and you will not be entitled to any further notice of the proceedings. 


 


DATED this 22nd day of July 2021 in the City of Edmonton, in the Province of 


Alberta. 


 


                                                      


                          


Amber Nelson 


Hearings Director, Alberta College and Association 


of Chiropractors  


  


 


TO: DR. CURTIS WALL 
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The safety and scientific validity of this study is the responsibility of the study sponsor
and investigators. Listing a study does not mean it has been evaluated by the U.S.
Federal Government.
Read our disclaimer for details.


 


ClinicalTrials.gov Identifier: NCT04630054


Recruitment Status  : Completed
First Posted  : November 16, 2020
Last Update Posted  : August 12, 2021


Study Details Tabular View No Results Posted Disclaimer How to Read a Study Record


Face Masks to Reduce COVID-19 in Bangladesh


Sponsor:
Yale University


Collaborators:
Stanford University
Innovations for Poverty Action
North South University


Information provided by (Responsible Party):
Yale University


Study Description


Brief Summary:
The primary goal of the village-level intervention is to assess whether mask-wearing reduces community-level COVID-
19 seroconversion. The individual experiment assess whether masks protect against COVID-19 seroconversion. It also
assesses the efficacy of high-quality cloth vs. surgical masks.


Go to 
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Condition or disease  Intervention/treatment  Phase 


Covid19 Device: Face mask


Behavioral: Face mask awareness


Not Applicable


Detailed Description:


This study intends to answer the following research questions:


Can mask distribution and mask promotion at homes, mosques, markets and other public areas successfully
change community mask-wearing norms to increase mask-wearing?


Can community mask-wearing reduce COVID-19 seroconversions?


Can mask wearing reduce COVID-19 seroconversions for the wearer?


Are high-quality cloth or "surgical" masks more effective in reducing COVID-19 seroconversions?


Is increased prevalence of community-level mask-wearing associated with decreased physical distancing?


To answer these questions, the investigators will conduct a cluster randomized trial which randomizes the
proposed intervention at the village level in Bangladesh, as well as a separate trial where masks are
randomized at the individual level among high-risk indoor market vendors.


In the community experiment, control communities will receive no intervention and treatment communities will
receive an extensive intervention combining several elements. The investigators will distribute free face masks
through door-to-door visits and at markets and mosques. Some communities will receive cloth masks and
some will wear surgical masks (cross-randomized among intervention communities). Mask promoters in the
community and at markets in treated villages will remind people about the importance of wearing masks and
distribute additional masks. Markets will have signs that masks need to be worn to enter the market. Religious
leaders will encourage mask use at religious services. Communities will receive an incentive if >75% are
observed to wear masks by mask surveillance staff that conduct discrete observations on days when mask
promotion is and is not occurring. The project will enroll 600 communities and create matched pairs based on
population size; half of which will be randomized to receive the intervention.


In the individual experiment, the investigators will identify 5,000 high-risk individuals (vendors at indoor
market). and randomizing them at the individual level to receive our mask intervention or not. In each indoor
market, there will be both control and treatment individuals. Individuals in the treatment arm will receive a free
face mask (cloth or surgical). Investigators will enroll individuals from 350-500 markets that are not in the
communities that are participating in the community experiment.


Communities will be surveilled at 0, 1, 2, 4, 6, 8, and 12 weeks to assess mask wearing. Participants in the
indvidual experiment will be surveilled at 0, 1, 2, 4, 6, weeks to assess mask wearing.


In both experiments, we will assess seroprevalence of COVID-19 at baseline and endline. Endline is planned
for 12 weeks after the intervention begins, but may be shifted according to seroprevalence trends.


Study Design Go to 
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Study Type  :
Interventional
 (Clinical Trial)


Actual
Enrollment  :
350000 participants


Allocation:
Randomized


Intervention Model:
Parallel Assignment


Masking:
Single (Investigator)


Masking Description:
The intervention involves wearing a face mask so participants will know if they are in the intervention group.
The investigators will be blinded as to intervention assignment.


Primary Purpose:
Prevention


Official Title:
Can Face Masks Reduce Transmission of SARS-CoV-2 in Bangladesh? A Cluster Randomized Controlled
Trial


Actual Study Start Date  :
November 15, 2020


Actual Primary Completion Date  :
June 29, 2021


Actual Study Completion Date  :
June 29, 2021


Arms and Interventions


Arm  Intervention/treatment 


Go to 
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Arm  Intervention/treatment 


Experimental: Mask Intervention


Communities and individuals randomized to the
intervention arm will be given masks and behavior
change communication to motivate proper mask
use.


In the community experiment, every adult in
communities randomized to the intervention arm
will be encouraged to wear a mask when outside
their housing compound and around other people.


In the individual experiment, individuals
randomized to the intervention arm will not be
asked to recommend masks to others, but will
also not be discouraged from recommending
mask use to others.


Device: Face mask


Intervention individuals will be given cloth or
surgical face masks.


Behavioral: Face mask awareness


Intervention individuals will be told about the
importance of wearing face masks that cover the
nose, mouth, and chin. Mask by mask promoters
and community and religious leaders will
encourage mask wearing.


No Intervention: Control


Control individuals will receive no masks or
behavior change communication.


Outcome Measures


Primary Outcome Measures  :


1. Symptomatic SARS-CoV2 infection [ Time Frame: 12 weeks ]


Symptomatic SARS-CoV2 infection, assessed via antibody testing 12 weeks after baseline, among
individuals who report symptoms consistent with COVID-19 at 5 weeks or 9 weeks after baseline


Secondary Outcome Measures  :


1. SARS-CoV2 infection [ Time Frame: 12 weeks ]


Community experiment: Symptomatic SARS-CoV2 infection, assessed via antibody testing 12
weeks after baseline relative to baseline tests, among 25,000 high-risk individuals from randomly
selected households


Individual experiment: Symptomatic SARS-CoV2 infection, assessed via serological testing 10
weeks after baseline, among all 5,000 individuals in individual experiment


Go to 
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2. Observed prevalence of proper mask wearing [ Time Frame: intervention weeks 0, 1, 2, 4, 6, 8, and
12 in the community experiment and intervention weeks 0, 1, 2, 4, and 6 in the individual
experiment ]


Wearing a mask of the nose, mouth, and chin


3. Respiratory infection prevalence [ Time Frame: 5 and 9 weeks ]


Prevalence of self-reported symptoms of COVID-19, including fever, cough, sore throat, shortness of
breath, difficulty breathing, nasal congestion, and runny nose.


Eligibility Criteria


Information from the National Library of Medicine


Choosing to participate in a study is an important personal decision. Talk with your doctor and family
members or friends about deciding to join a study. To learn more about this study, you or your doctor may
contact the study research staff using the contacts provided below. For general information, Learn About
Clinical Studies.


Ages Eligible for Study:  
18 Years and older   (Adult, Older Adult)


Sexes Eligible for Study:  
All


Accepts Healthy Volunteers:  
Yes


Criteria


Inclusion Criteria:


Community experiment: Live in selected village


Individual experiment: Work in selected market


Exclusion Criteria:


None


Go to 
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Contacts and Locations


Information from the National Library of Medicine


To learn more about this study, you or your doctor may contact the study research staff using the contact
information provided by the sponsor.


Please refer to this study by its ClinicalTrials.gov identifier (NCT number): NCT04630054


Locations


Bangladesh


Innovations for Poverty Action
Dhaka, Bangladesh, 1213


Sponsors and Collaborators


Yale University


Stanford University


Innovations for Poverty Action


North South University


  Study Documents (Full-Text)


Documents provided by Yale University:


Study Protocol  [PDF] March 16, 2020


Statistical Analysis Plan  [PDF] June 25, 2021


Informed Consent Form  [PDF] January 8, 2021


More Information


Responsible Party:
Yale University


Go to 
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ClinicalTrials.gov Identifier:
NCT04630054    
History of Changes


Other Study ID Numbers:
2000028482 



First Posted:
November 16, 2020
  
Key Record Dates


Last Update Posted:
August 12, 2021


Last Verified:
August 2021


Individual Participant Data (IPD) Sharing Statement:


Plan to Share IPD:
No


Plan Description:
We do not plan to share individual participant data with other researchers


Studies a U.S. FDA-regulated Drug Product:
No


Studies a U.S. FDA-regulated Device Product:
No


Keywords provided by Yale University:
Masks

Transmission

Seroprevalence

Bangladesh
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Investigation Report 
ACAC File # 20-20 
 
Investigated Member: Dr. Curtis Wall  
Complainant:   ACAC Complaints Director  
Investigator:   ACAC Complaints Director  
 
Background  
 
On December 1 of 2020 Alberta Health Services (AHS) received a complaint from a member of the public 
regarding the COVID practices at Dr. Wall’s Clinic located at #2, 41 Chelsea St. NW, Calgary Alberta.  In a 
phone call between Dr. Wall and a Community Medical Specialist these issues were discussed.  The 
issues were that Dr. Wall was not masking even though he was within 2 meters of his patients and there 
was no protective barrier in place, or masked staff at the front counter.   
 
On December 2, 2020 Dr. Wall had a conversation with the Registrar and on December 3, 2020 had a 
conversation with the Complaints Director.  During this call Dr. Wall confirmed that he had not been 
masking during interactions with his patients and had no intention to do so and said he was exempt.  
The Complaints Director let him know that he had initiated a s.65 request to request a suspension from 
practice and that once the decision was rendered, the Complaints Director would be in contact with him 
regarding next steps.  He indicated that he thought that this was a human rights violation and that he 
was exempt from wearing a mask.  He was informed that as this was unsafe practice, it was the 
responsibility of the College to take action to protect the public.  He indicated that he did not believe he 
was endangering the public as the recovery rate from COVID is so high and asked if there could be any 
discussion on alternatives. He was informed that public safety is not for debate and that if he would not 
mask, we would proceed with the s.65 request.     
 
On December 7, 2020 Dr. Wall was verbally issued a Notice of Public Access Closure by (AHS).  An order 
dated December 8, 2020 was subsequently provided.   
 
On December 10, 2020 Dr. Wall provided a response to Dr. David Linford following a request for 
information pertaining to the s.65 review.   
 
On December 12, 2020 Dr. Wall provided a nonspecific medical note exempting him from masking due 
to medical reasons.  
 
On December 16, 2020 Dr. Wall provided a follow up letter to Dr. David Linford indicating plexi glass 
barriers had been installed at the front counter of the clinic.   
 
On December 18, 2020 Dr. Linford provided a written decision, in response to the request made under 
s.65 of the HPA placing restrictions on Dr. Wall’s practice until the completion of the investigation under 
Part 4 of the HPA.  
 
In a letter dated December 21, 2020 the information from AHS was treated as a complaint under the 
HPA and a complaint investigation was opened under s.56 of the HPA. 
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On December 23, 2020 a letter was faxed to Dr. Wasem Salem requesting additional documentation 
regarding the masking exemption provided to Dr. Wall.   
 
On January 11, 2021 documentation was provided from Dr. Salem. 
 
On January 25, 2021 Dr. Wall was interviewed by David Lawrence, ACAC Complaints Director, Dr. Todd 
Halowski, ACAC Registrar.  Dr. Wall and his Legal Counsel were present for this interview.  
 
On February 4, 2021 the Complaints Director referred this matter to hearing.   
 
Issues for Investigation  
 
The issues that were investigated during the investigation were: 
 
 Whether evidence exists that the member contravened the HPA by committing unprofessional 


conduct as defined in s.1(1)(pp)(i, ii, iii, viii, xii) which includes: 
o In this act Unprofessional Conduct means one or more of the following, whether or not 


it is disgraceful or dishonorable: 
 Displaying a lack of knowledge of or lack of skill or judgement in the provision of 


professional services. 
 Contravention of this Act, a Code of Ethics, or Standards of Practice.  
 Contravention of another enactment that applies to the profession.  
 Conduct that harms the integrity of the regulated profession.  


 Whether evidence exists that the member contravened Standard of Practice 1.2 – Professional 
Communication (a), (i), (j), and/or (k).  


 Whether evidence exists that the member contravened Standard of Practice 4.3 – Infection 
Prevention and Control. 


 Whether evidence exists that the member contravened Standard of Practice 5.1 – Record 
Keeping Requirements,  


 Whether evidence exists that the member contravened Code of Ethics Principle 2 – 
Nonmaleficence (do no harm).  


 Whether evidence exists that the member contravened Code of Ethics Principle 4 - Competence 
 Whether evidence exists that the member contravened Code of Ethics # A1 – Service  
 Whether evidence exists that the member contravened Code of Ethics # C1 – Support of Self-


Regulation.  
 Whether evidence exists that the member contravened Code of Ethics # D1 – Recognition and 


Responsibilities to Society.   
 Whether evidence exists that the member contravened the Orders of the Chief Medical Officer 


and Public Health of Alberta.  
 Whether evidence exists that the member contravened the ACAC Pandemic Practice Directive.   
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Witness Information  
 


 Name & Role Address Contact Information 


1. Dr. Curtis Wall  


Wall Chiropractic and Wellness 
2-41 Chelsea Street NW 
Cambrian Professional Centre  
Calgary, AB T2K 1P1 


 
PHONE = (403) 277-5381 (work) 
EMAIL = 
curtis@wallchiropractic.com 
 


2. Dr. Wesam Salem 


Oak Bay Medical Centre 
159 Oak Bay Plaza 
2515 90 Ave SW 
Calgary, AB  


 
PHONE = (403) 281-2020 (work) 
 


3. Ms. Heidi Ho  
Community Medical Specialist, 
Calgary Zone 
Environmental Public Health 


PHONE = (403) 943-8083 (work) 
EMAIL = 
Heidi.Ho@albertahealthservices.ca 
 


 
 
Investigation  
 
Dr. Wesam Salem   
 
Dr. Salem provided a written response related to the medical exemption that he provided to Dr. Wall.  
The following outline the key points in the information from Dr. Salem: 
 
 Dr. Salem saw Dr. Wall on December 12, 2020 and again on December 29, 2020. 
 Dr. Salem indicates that at his appointment on December 29, 2020 Dr. Wall harbors significant 


anxiety about masking and his inability to breathe  
 In a letter from Dr. Salem, received on January 11, 2020, he indicates that there were no other 


documents for any tests conducted or diagnostic information.   
 At his appointment on December 12, 2020 Dr. Salem provided a medical history regarding Dr. 


Wall which included that Dr. Wall takes no medication and is in good health.  He indicated that 
Dr. Wall tried to wear a mask and developed a tickle in his throat and felt anxiety and 
claustrophobia after wearing a mask.  Dr. Salem further cites that Dr. Wall continues to push for 
exemption given his mental health impact.   


 
Dr. Curtis Wall  
 
Dr. Wall was interviewed on January 25, 2021.  Present at this interview was Dr. Wall, Mr. James Kitchen 
(Legal Counsel to Dr. Wall), Dr. Todd Halowski (ACAC Registrar) and Mr. David Lawrence (ACAC 
Complaints Director).  
The key points of the interview are as follows:  
 
 Dr. Wall indicated that he originally masked and had feelings of anxiety and claustrophobia.  He 


indicated he tried using a face shield but felt the same and so at the end of June made the 
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decision to stop masking.  He said he felt the mask interfered with level of concentration and his 
ability to interact with his patients.  


 Dr. Wall indicated that he felt the risk to him in wearing a mask was greater than not wearing 
one as the feelings of claustrophobia and anxiety was something he did not want to deal with.   


 Dr. Wall indicated that he has not experienced these feelings prior to masking and has no 
diagnosis of any conditions.  Decisions not to mask were made by Dr. Wall on how he felt and 
his comfort.  


 Dr. Wall indicated that the ACAC Pandemic Practice Directive does not give any room for 
exceptions and so he made the decision to stop masking based on the feelings he was having 
from masking.  As there was no exception permitted in the ACAC Directive Dr. Wall used part of 
the CMOH order for his exemption.  


 Dr. Wall indicated that his son (17-year-old Aaron) was the only other person working in the 
clinic since March of 2020.  Dr. Wall indicated that he also did not require his son to be masked 
and did not think it necessary to install any barriers.  He indicated that his son was completing 
transactions and did not mingle with anyone so did not think it necessary saying that as he was 
young and healthy, he did not think his son was at risk. Dr. Wall also responded that Aaron was 
not able to maintain physical distance at all times.  


 Dr. Wall was asked if Aaron was provided the opportunity to mask and again Dr. Wall reiterated 
that he is a healthy individual and did not want to wear one.  When asked if he was presented 
with all the facts, and varying points of view, about COVID-19 Dr Wall indicated he was aware 
and that he told Aaron about the ACAC Pandemic Practice Directive 


 When asked about his compliance with the Standards of Practice or Code of Ethics Dr Wall 
indicated that the only area, he believes he did not comply with was regarding the ACAC 
Pandemic Practice Directive.  Dr. Wall believes it is unreasonable not to provide exceptions to 
allow him to not mask with patients.  He indicated he had a medical note regarding his mental 
limitation and Concern. 


 Dr. Wall indicated that under CMOH Order 382020 there is an exemption to mask wearing that 
he used to discontinue wearing a mask.  Even thought Dr. Wall discontinued wearing a mask in 
June he did not seek any medical exemption until December of 2020.   


 The same order also indicates that physical distance must be maintained. 
 Dr. Wall confirmed he does not maintain a physical distance when he is not masked, he has 


never offered tele-health as an alternative to his patients, and he has never offered a tele-health 
option when a consultation was in order as opposed to a treatment. 


 When asked if Dr. Wall ever alerted his patients to the dangers of not being masked Dr. Wall 
replied that people are aware of the dangers and he did not explain any of the dangers to 
patients of him not masking.  Dr. Wall indicated that people he sees either understand they are 
at high risk of getting COVID or they are not at risk.  


 People filled out the screening questions and if answered no were considered low risk. 
 Dr. Wall stated that the feelings of anxiety that he experienced were the only reasons that he 


chose not to mask and there are no other reasons that he does not mask.  
 Dr. Wall discontinued masking in June however did not seek a medical exemption until 


December of 2020 when the public closure order began.  During that time, he sought no 
treatment for his conditions, provided no communication to the ACAC, and has no charting to 
show that he was advising patients of the risks they were facing by seeing an unmasked doctor. 
Dr. Wall indicated that he made the decision to stop masking due to the feelings of anxiety he 
was having.   
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Introduction and Terms 
Adopted 12/11, Revised and Effective 01/2014 


Standards of Practice Introduction 
As set out in the Health Professions Act in Alberta, all self-regulating health professions are required to 
have Standards of Practice (Standards). Each profession’s regulatory body must establish, maintain and 
enforce a set of Standards for their profession. The Alberta College and Association of Chiropractors 
(ACAC) is responsible for the establishment of such Standards for chiropractors who practice in Alberta. 
 
The ACAC Standards of Practice are standards of professional behaviour and conduct required of all 
chiropractors in Alberta to ensure that chiropractors interact safely and appropriately with their patients 
and the public.  
 
Standards are a part of the structure within which the ACAC governs members in a manner that protects 
and serves the public by providing direction to chiropractors and regulating the practice of chiropractic. 
Each chiropractor, in their professional capacity, is required to understand and comply with these 
Standards, which are enforceable under the Health Professions Act and which will be referenced in 
complaints investigations and disciplinary proceedings where applicable. 
 
The ACAC Standards of Practice continue to evolve with the profession of chiropractic in Alberta and 
may change from time-to-time. New Standards and/or significant revisions will come into force after a 
period of consultation with chiropractors and others as set out in the Health Professions Act. 
 


Enforceability 
The Health Professions Act includes a detailed definition of professional misconduct including 
contravention of the Act, the code of ethics and standards of practice. Any chiropractor identified as 
non-compliant or in contravention is subject to the investigations and complaints process as set out in 
Part 4 of the Health Professions Act. 
 


Common Terms 
• ACAC: Alberta College and Association of Chiropractors 


• Chiropractor: a regulated member registered with the ACAC who holds an active practice permit 


• Patient: the patient, or where applicable, the patient’s substitute decision maker  


• Substitute decision maker: a person other than the patient who is legally authorized to make a 
decision on behalf of the patient 


• Information manager: as defined by the Health Information Act: a person or body that: 


• Processes, stores, retrieves or disposes of health information 


• In accordance with the regulations, strips, encodes or otherwise transforms individually 
identifying health information to create non-identifying health information or 


• Provides information management or information technology services.  
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SP 1.0 Advertising, Promotions and Presentations 
Adopted 12/11, Revised and Effective 01/2014 


Purpose and Objective 
To ensure that chiropractors, regardless of venue or circumstance, demonstrate professional credibility 
by ensuring all advertising, promotional, and presentation materials and commentary are: 
 


• Appropriate to the setting, truthful and within the scope of practice for chiropractic 


• Of a nature that ensures credibility and engenders public trust 


• Considerate of the overall integrity and reputation of the profession 


• Compliant with copyright law and all other applicable legislation 
 
This Standard supports public education and practice building opportunities within defined parameters 
of professional communication while upholding public trust. 
 
Information or direction not specifically identified in this Standard must be approved by the Office of the 
Registrar prior to use or release. 


1.1 Advertising, Marketing and Practice Promotion 
Adopted 09/2005, Revised and Effective 07/2017 


Materials, information and presentations designed to reflect or promote a chiropractor’s practice to 
both current and potential patients must be:  
 


a) Truthful and factual in all respects 
b) Professional in description, content and presentation 
c) Respectful in every manner of other health professions and chiropractic colleagues 
d) Clearly identifiable as being provided by a Doctor of Chiropractic 
e) Inclusive of only matters within the training and scope of practice of chiropractic 
f) Of a nature that does not inappropriately evoke concern or fear 
g) Exclusive of any claims of guaranteed results, or clinically predictive or specific outcomes 
h) Compliant with patient confidentiality requirements 
i) Compliant with all ACAC Standards, policies and position statements 
j) Reflective of broadly accepted evidence based research and information.  
k) Respectful of widely accepted public health doctrine 
l) Exclusive of any claims or allusion to professional superiority 
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Examples of Advertising, Promotions and Presentations 
 
Example 1) business cards, exterior office signs, letterhead: 


May include: May not include: 


• Practitioner and clinic name 


• Address, including directional wording 


• Phone and fax numbers 


• Website and email addresses 


• Hours of operation 


• Professional Corporation information 


• Photos/images 


• Methods of payment accepted 


• Languages spoken 


• Services/techniques available 


• CCA, ACAC member and clinic logos 


• ACAC recognized chiropractic specialties as specified in SP 1.3 


• WCB authorization 


• Handicapped (facility) access availability 


• Other current province/state licenses 


• Academic credentials from post-secondary degree granting 
institutions and/or accredited chiropractic colleges 


• Information that violates the 
requirements of any other 
Alberta legislation (e.g., 
Veterinary Medicine Act) 


• Information restricted by 
copyright law 


• Information or statements in 
conflict with any ACAC 
Standards, Code of Ethics, 
policies or position statements 


 
Example 2) flyers, handbills, advertisements, billboards, bus benches, postcards, Yellow Page and 
directory listings 


May include: May not include: 


• All information permitted in example one 


• General chiropractic health information 


• Testimonials (with written patient permission) 


• Practitioner or clinic photographs/graphics 


• Same restrictions as example 
one 


 
Example 3) chiropractor’s personal or clinic website and social media accounts 


May include: May not include: 


• All information permitted in examples one and two 


• Link to the ACAC website 


• Link to other chiropractic information sites that do not provide 
information that is contradictory to ACAC standards or policies 


• Clinic fees and current promotions with eligibility clearly defined 


• Same restrictions as example 
one 


 
Example 4) internal practice promotion materials 


May Include: May not include: 


• All information permitted in examples one and two  


• Patient photos (with written patient permission) 


• Practitioner/staff (with written permission) photos and information 
about activities 


• Specific fee and promotional information with eligibility clearly 
specified 


• Personal patient acknowledgement (with written permission) 


• Same restrictions as example 
one 


• Sign-in sheets (in accordance 
with privacy legislation) 
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Example 5) internal materials related to promotional fees 
May include:  May not include: 


• Promotional discounts with specific fees and eligibility clearly 
specified 


 
Please note: An internal fee schedule for current patients must clearly 
identify the parameters of promotional services. 


• Same restrictions as example 
one 


 
Example 6) external materials related to promotional fees 


May include: May not include: 


• Reference to promotional activities with specific fees and eligibility 
clearly specified 


• Same restrictions as example 
one  


 
Example 7) television and radio 


May include: May not include: 


• All information permitted in categories listed above • Same restrictions as example 
one 


 
Penalties for findings of guilt related to advertising, promotions and presentations will be determined on 
a case by case basis but may include fines from $1,000 for first offences and may increase with repeat 
offences. Additional sanctions may include referral to a hearing with the potential for substantial fines 
as well as other additional sanctions as determined by the Hearing Tribunal. 
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1.2 Professional Communication 
Adopted 03/2011, Revised and Effective 01/2014 


Communication with patients, members of the public, other health professions, chiropractic colleagues 
and any other party that a chiropractor interacts with in the context of their professional capacity must 
be: 
 


a) Truthful and factual in all respects 
b) Professional in its content and presentation 
c) Clearly identifiable as being provided by a Doctor of Chiropractic 
d) Inclusive of only those matters within the training and scope of practice of chiropractic 
e) Respectful in every manner of other health professions and chiropractic colleagues 
f) Of a nature that does not inappropriately evoke concern or fear 
g) Exclusive of any claims of guaranteed results, or clinically predictive or specific outcomes 
h) Compliant with patient confidentiality requirements 
i) Compliant with all ACAC Standards, policies and position statements 
j) Reflective of broadly accepted evidence based research and information 
k) Respectful of widely accepted public health doctrines  
l) Exclusive of any claims or allusion to professional superiority 


1.3 Use of the Term Specialist 
Adopted 09/2006, Revised and Effective 05/2015 


The term specialist shall only be used when the chiropractor holds an ACAC recognized Canadian 
chiropractic specialty designation. 
 
A chiropractor on the General or Courtesy Register may use the title of specialist as well as the 
appropriate abbreviations and initials, providing he or she has successfully completed and is certified by 
one or more of the following specialty programs approved by the Council: 
 


a) Chiropractic College of Radiologists (CCR) 
b) College of Chiropractic Sciences (CCS) 
c) College of Chiropractic Orthopaedic Specialists (Canada) (CCOS(C)) 
d) Canadian Chiropractic Specialty College of Physical and Occupational Rehabilitation (CCPOR(C)) 
e) Royal College of Chiropractic Sports Sciences (RCCSS(C)) 


 
A chiropractor on the General or Courtesy Register may continue to use the title of specialist as well as 
the appropriate abbreviations and initials, providing he or she continues to meet the requirements for 
maintenance of the specialty certification. 
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SP 2.0 Financial Accountability 
Adopted 04/2012, Revised and Effective 01/2014 


Purpose and Objective 
To ensure that chiropractors demonstrate financial accountability by: 
 


• Using fee schedules that are consistent with ethical, professional billing practices 


• Offering patients choices with appropriate payment options 
• Ensuring payment options reflect appropriate clinical recommendations for each unique patient 


circumstance 


 
Chiropractors have a professional responsibility to ensure that their financial processes and billing 
practices are: appropriate, ethical and confined to the boundaries prescribed by law as well as the ACAC 
Standards of Practice. 


2.1 Fee Schedule 
Adopted 04/2005, Revised and Effective 01/2014 


A fee schedule is required in every clinic and is defined as the usual and customary fees established by 
the chiropractor that is published and available to patients and payers. 
 
With respect to fees charged by a chiropractor: 
 


a) A posted fee schedule must be up-to-date, clear and readily available to current and potential 
patients 


b) Fees for a proposed course of treatment must be congruent with the clinic fee schedule and 
must be reviewed in detail with the patient prior to the commencement of treatment 


c) Chiropractors must have and apply a consistent fee schedule regardless of insurance coverage 
d) Fee schedules may contain fee stratification with regard to specific patient groups such as 


children, students, and/or seniors provided that such stratification is equally applied to all 
patient billing circumstances 


e) Individual financial consideration for reduced fees based on a patient’s personal circumstances 
(other than insurance coverage) may be applied at the discretion of the chiropractor 


f) Where legislation or contractual agreement governs fees specific to the delivery of chiropractic 
services, e.g., WCB, Minor Injury MVA Protocols; the specified fee schedule is appropriate 
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2.2 Provider Contractual Agreements 
Adopted 04/2005, Revised and Effective 01/2014 


 A provider contractual agreement is a written agreement between a chiropractor and a specific 
organization representing a defined patient group, and specified fees and services. 
 
Chiropractors may enter into contractual agreements to provide specified services to specified patient 
groups that are employees or members of an organization, corporation, society, or union. Such 
arrangements must: 
 


a) Be appropriately documented 
b) Clearly define the specific services to be provided 
c) Identify the patient group and fee schedule that will be charged to all patients in the group (or 


third-party payers on behalf of the patient group) 
d) Have a defined timeline (sunset clause) for review and renewal 
e) Be agreed to in writing by both parties (authorized and signed by chiropractor and the 


Corporate Officer representing the patient group who is authorized to enter into such an 
agreement) 


f) Be available for review by the ACAC upon request or as part of the ACAC Practice Visit process 


2.3 Prepayment of Fees 
Adopted 02/2011, Revised and Effective 01/2014 


Prepayment of fees is a financial option that may be available to a patient to allow them, at their 
discretion, to prepay for chiropractic care not yet received. 
 
The financial option of prepayment, if available, must: 
 


a) Be at the sole discretion and choice of each patient 
b) Be clearly presented as one option for payment with all other options for payment also 


presented to the patient prior to payment of any sort being charged or made 
c) Be a maximum dollar value of $1,000; but may be less if desired by the patient  
d) Be considered as a deposit process for pre-booking of services 
e) Allow an administrative discount of up to 10% of the total prepayment provided it is made clear 


this is an administrative discount and not a discount for professional services 
f) Ensure a full refund of any unused portion of the prepaid amount at the request of the patient  


 
i. within seven business days 
ii. with no processing or administrative fee related to providing the refund 
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2.4 Patient Financial Agreement for Care 
Adopted 09/2006, Revised and Effective 01/2014 


 A financial agreement for care may be offered to an individual patient for specified chiropractic care. 
Financial agreements for care, if available, must:  
 


a) Be consistent with fees charged on an individual per session fee 
b) Be offered only as an option to the individual per session fee 
c) Be presented as a financial agreement for care and not a binding contract for a specified 


treatment regime, period of time or suggested outcome 
d) Be offered as a payment option only after the patient has been given the recommendations for 


care as presented in the Report of Findings 
e) Only pertain to fees incurred after the initial consultation and examination 
f) Be based on a unique patient treatment plan and shall not create or reflect a case fee or 


unlimited care at fixed fee agreement 
g) Contain a clause indicating the plan may be terminated by the patient at their sole discretion 
h) Contain a clause indicating “Upon termination of the agreement, treatments-to-date used under 


the terms of the financial agreement will be assessed at the lowest fee-per-treatment rate 
specified in the agreement and not adjusted to a higher rate due to withdrawal from the 
proposed treatment plan” 


i) Be free from financial penalty to the patient for terminating the agreement 
j) Contain a clause indicating “The balance of funds remaining in the patient account will be 


refunded within seven days of the termination of the agreement” 
k) Be consistent with section 2.1 Fee Schedules 
l) Adhere to the maximum financial incentive/discount of 10% as described in section 2.2 


Prepayment of Fees and not contain any addition financial incentives or discounts 
m) Adhere to the maximum prepayment limit as outlined in section 2.3 Prepayment of Fees 


regardless of the number of treatments as agreed to in the agreement 
n) Be consistent with the ACAC Standards related to Patient Files and Records 
o) Be free from requirements or suggestions that the patient refer others to care 


2.5 Billing Practices 
Adopted 05/2005, Revised and Effective 01/2014 


Chiropractors bill for professional goods and/or services. This may include activities related to direct 
billing to patients, third-party billing and contracts. A chiropractor’s billing practices must: 
 


a) Be made only for services actually rendered or goods actually sold unless a financial agreement 
for services has been agreed to by the patient 


b) Be made only for the dates on which services are provided or goods were received unless a 
financial agreement for services has been agreed to by the patient 


c) Be made only for the person to whom the services or goods were actually provided 
d) Adhere to the clinic’s general fee schedule or the contract within which services or goods are 


provided and are not inflated beyond these specific fees 
e) Be billed only to one patient or that patient’s third-party payer(s) 


 
Any action involving billing anomalies that result in a chiropractor’s receipt of funds under false 
pretences is considered fraudulent and constitutes professional misconduct. 
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SP 3.0 Provision of Information 
Adopted 04/2012, Revised and Effective 01/2014 


Purpose and Objective 
To make clear the responsibilities of a chiropractor regarding information that is required to be given to 
or received from a patient to ensure patients are informed of all aspects of their care. 


3.1 Informed Consent 
Adopted 06/2004, Revised and Effective 01/2014 


Informed consent provides the vehicle for chiropractors to discuss with their patients information about 
the benefits, risks and side effects of chiropractic treatment. The process of informed consent provides a 
structured opportunity for patients to discuss questions, concerns or uncertainties with the 
chiropractor.  
 
Reference to patient throughout is understood to be inclusive of the patient or where appropriate the 
substitute decision maker. 
 
As part of the informed consent process, chiropractors are responsible for disclosing to each patient: 
 


1. The diagnosis and purpose for the treatment proposed 
2. The nature of the proposed examination, treatment or procedure 
3. The potential risks including those that may be of a special or unusual nature 


 
Chiropractors must provide patients the opportunity to ask questions concerning the treatment 
proposed and the risks involved and should answer these questions to the patient’s satisfaction. 
 
Following the disclosure of information and addressing any questions, and before commencing any 
examination, diagnostic procedure or treatment, chiropractors must obtain consent from every patient . 
 
Informed consent must: 
 


1. Be signed by the patient 
2. Be signed by a witness (preferably the chiropractor at the conclusion of the consent discussion) 
3. Be dated by both patient and witness 
4. Indicate the patient’s consent to treatment  
5. Indicate that it is the doctor’s obligation to keep patients informed by advising them of any 


changes to the treatment or the risk of treatment 
6. Be present on all existing patient files (if verbal informed consent is noted from previous 


treatment, this must be replaced by written consent on the next patient visit) 
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3.2 Treatment Recommendations and Referrals 
Adopted 04/2005, Revised and Effective 03/2018 
 
Treatment recommendations for services and products are what the chiropractor has deemed 
appropriate for the specific patient based on case history, examination and any other diagnostic 
measures. 
 
Chiropractors must communicate the findings of examination, specific diagnosis and treatment 
recommendations to the patient based on their presenting complaint, case history, physical 
examinations and corresponding investigations to ensure each patient is specifically and fully informed 
of the plan for their care.  
 
Treatment recommendations presented to the patient must be consistent with the recorded individual 
treatment plan and cannot be contingent upon any other factors than those listed above. 
 
Chiropractors must explain to the patient the purpose, expected health benefit and any fees associated 
with the recommended treatment (products and services).  
 
Treatment recommendations presented to the patient must also fully disclose, by name and occupation, 
who in the clinic will provide the treatment, including identifying if the individual is an independent 
regulated health care provider, or an unregulated healthcare provider, or is a member of the 
chiropractor’s clinical support staff.  
 
A chiropractor who refers a patient (within the clinic or outside the clinic) for treatment provided by 
another healthcare provider must communicate the purpose, expected health benefit, fees associated 
with the recommended treatment, and qualification of the provider, specifically informing the patient of 
the provider is a member of an unregulated health care profession. 


3.3 Disclosure of Harm 
Adopted 03/2007, Revised and Effective 01/2014 


Disclosure of harm is the acknowledgement and discussion of a negative outcome as the result of a 
harm (any outcome that negatively affects the patient’s health and/or quality of life) that occurs in the 
course of chiropractic treatment. 
 
If a chiropractor becomes aware that the patient has suffered harm in the course of receiving care and 
that harm does, or can be reasonably expected to, negatively affect the patient’s health and/or quality 
of life, the chiropractor is obligated to inform the patient. Once a situation is identified or recognized, 
the chiropractor must respond effectively and in a timely manner to mitigate client harm, ensure 
disclosure and prevent reoccurrence.  
 
The disclosure of harm: 


1. May be made to the patient directly or through the substitute decision maker  
2. Should take place as soon as possible, taking into account the clinical and emotional condition of 


the patient 
3. Where the patient requires treatment for the harm that was sustained, should include 


identification of remedial care proposed by the chiropractor or referrals to other health care 
providers or health care facilities, if appropriate  
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SP 4.0 Provision of Professional Services 
Adopted 05/2012, Revised and Effective 03/2018 


Purpose and Objective 
To provide direction and clarity on the provision of professional services, and to ensure an appropriate 
clinical perspective within a public health and safety context. This Standard: 
 


• Explains the services that are within the scope of practice of chiropractic in Alberta 


• Addresses authorized activities that have additional competency requirements (other 
authorized activities as set out in section 14 of the Chiropractors Profession Regulation), and  


• Addresses the responsibilities of chiropractors when engaging clinical support staff and 
unregulated healthcare providers. 


 


In the delivery of professional services, a chiropractor must at all times be current in their knowledge 
and skills to provide safe and effective care and treatment to the patient and only ever perform any 
chiropractic service to the level they are competent and that is appropriate to the area of practice and 
procedure being performed. 


4.1 Scope of Practice for Chiropractors 
Adopted 03/2007, Revised and Effective 11/2017 


The scope of practice for chiropractors includes: 
 


1. As outlined in the Health Professions Act, Schedule 2.3 chiropractors do one or more of the 
following in their practice:  


(a) examine, diagnose and treat, through chiropractic adjustment and other means taught 
in the core curriculum of accredited chiropractic programs, to maintain and promote 
health and wellness, 
(a.1) teach, manage and conduct research in the science, techniques and practice of 
chiropractic, and  


(b) provide restricted activities authorized by the regulations. 
 


1. All restricted activities as listed in the Regulation to the Health Professions Act, Section 13 and 
Section 14 
 
Section 13 


a) to use a deliberate, brief, fast thrust to move the joints of the spine beyond the normal 
range but within the anatomical range of motion, which generally results in an audible 
click or pop; 


b) to insert or remove instruments, devices or fingers 
(i) beyond the cartilaginous portion of the ear canal, 
(ii) beyond the point in the nasal passages where they normally narrow, and 
(iii) beyond the anal verge; 


c) to reduce a dislocation of a joint; 
d) to order any form of ionizing radiation in 


(i) medical radiography, and 
(ii) nuclear medicine; 


e) to apply any form of ionizing radiation in medical radiography; 
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f) to order non-ionizing radiation in 
(i) magnetic resonance imaging, and 
(ii) ultrasound imaging 


 
Section 14 
Advanced restricted activities include acupuncture and setting or resetting a fracture of a bone. 


 


2. Therapeutic and diagnostic procedures taught in the core curriculum, postgraduate or 
continuing education divisions of the majority of programs accredited by the Council on 
Chiropractic Education 
 


3. Other therapeutic and diagnostic procedures as approved by the Council of the ACAC 


4.2 Clinical Services Provided by Unregulated Healthcare Providers 
Adopted 03/2011, Revised and Effective 03/2018 
 
Chiropractors are responsible for the care and treatment of their patients. Appropriately trained clinical 
support staff may be assigned various activities in support of this care and treatment, but the authority 
and responsibility rests with the chiropractor. 
 
When the chiropractor’s treatment recommendations include a recommendation for treatment 
provided by a member of the clinical support staff, or by an unregulated healthcare provider in the 
chiropractor’s clinic, the clinical responsibility for the patient’s care remains with the chiropractor, as the 
regulated healthcare provider. 
 
Responsibilities of the chiropractor 
In the assignment of any activities to clinical support staff, a chiropractor (under whose authority and 
supervision these assignments occur) must: 
 


• Be present and available to provide direction and supervision to clinical support staff 


• Ensure clinic staff are appropriately trained in and maintain the necessary competencies to 
perform the assigned activities 


• Ensure a record of clinical support staff training is documented and updated as required 


• Ensure clinical support staff training meets manufacturer’s and/or professional requirements to 
competently deliver the assigned activity via a therapeutic device 


• ensure that for any services provided by clinical support staff, appropriate chart entries have 
been made by these staff 


• Ensure that clinical support staff use and disclosure of any health information is within the 
context of the Health Information Act and that these staff are fully aware of and compliant with 
all other requirements of the Health Information Act 


• Ensure that an appropriate policy and procedure for recording treatment notes by clinical 
support staff delivering the assigned treatment is in place and that these staff are well trained in 
recording treatment notes 


• Ensure that an appropriate policy and procedure for the reporting and recording of adverse 
events is in place and that clinical support staff are trained in this procedure 


• Ensure that clinical support staff are trained in and implement routine public health procedures 
such as hand hygiene and cleaning of equipment and environment 
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Activities that may be assigned 


1. Facilitating the completion of general intake forms and documents 
2. Assisting the chiropractor during diagnostic or treatment activities, for example, handling 


passive limb movement, gait training, exercise instruction, facilitating the practice of functional 
activities (such as passive and assisted range of motion activities) and positioning of the patient 
at imaging 


3. Carrying out basic diagnostic data gathering activities, such as vital signs, ranges of motion with 
instrumentation, SEMG scans and thermographic scans 


4. Carrying out planned chiropractic treatment activities (e.g., preparing and applying chiropractic 
adjunctive modalities) for each patient following the supervising chiropractor’s assessment, 
prescription and specific written instructions/treatment plan (include all details for treatment 
activities, application instruction, dosage settings and application area) 


5. Performing activities related to patient care but not part of the chiropractic treatment, for 
example, accompanying patients, preparing patients for treatment and preparing patient files 


6. Providing follow-up explanation or clarification regarding home/self-care programs or exercise 
programs that were initially provided to the patient by the chiropractor 
 


Activities that may not be assigned 
Activities that may not be assigned to clinical support staff specifically include all activities listed as 
restricted activities in the chiropractic regulation of the Health Professions Act and any restricted activity 
specified in other Alberta legislation. 
 
Other activities that chiropractors may not assign to clinical support staff: 
 


• Individual and specific case history elicitation 
• Subjectively assessed physical examination procedures 
• Imaging production/application of ionizing radiation (except to qualified individuals*) 
• Assessment and interpretation of findings 
• Diagnosis 
• Initiating or changing a treatment plan 
• Determining or changing any therapeutic modality application parameters 
• Discharge planning 
• Discussing a patient’s condition with anyone other than the patient or their guardian 


 
* a qualified individual is defined as a person regulated under the Health Professions Act who is 
authorized to apply ionizing radiation in medial radiography in accordance with the regulations 
under the Health Professions Act  


4.3 Infection Prevention and Control 
Adopted 10/2010, Revised and Effective 01/2014 


To incorporate current, appropriate and generally accepted infection control measures as established by 
and updated from time-to-time by Health Canada1 and Alberta Health and Wellness in their clinical 
practice, chiropractors must: 
 


• Remain current in generally accepted routine practices2 and infection control protocols relevant 
to their practice context  
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• Develop, incorporate and keep up–to-date, infection control polices to promote the use of 
infection control measures, which may be unique to their personal professional practice style  


• Ensure that their clinic facility is equipped, operated and maintained to meet generally accepted 
infection control guidelines including requirements for:  
 


• hand hygiene, which must include the use of a hand cleaner or hand washing before and 
after each patient contact 


• use of protective barriers3 as standard practice whenever contact with blood and body 
fluids is likely to occur during patient contact. (Barriers must also be used when a 
patient’s personal care equipment is likely to have been contaminated with potentially 
infected fluids (e.g., wheel chairs, walkers)) 
 


• Internal environment cleaning, disinfecting, and sterilizing equipment
 
and facilities; and 


managing wastes and materials contaminated by blood or body fluids (see Appendix A) as may 
be relevant to their particular practice context 


• Adopt appropriate infection control measures including contact management protocols (and 
continually monitor their use and effectiveness to identify problems, outcomes and trends) 


• Provide infection prevention and control training for clinic staff and monitor implementation of 
IPC procedures and activities 


• Conduct ongoing assessments of current risks of infection and transmission to patients, staff, 
colleagues and other health professionals, and take appropriate remedial action in a timely 
manner consistent with professional requirements and the applicable law based on 
consideration of the following:  
 


• the assessments of treatment interventions planned or conducted 


• the health conditions of patients being assessed or treated 


• the degree of infection risk currently present in the internal practice environment 


• the degree of infection risk currently present in the external practice environment 


• current best practice in infection control protocols relevant to his or her professional 
practice style 


• the health and immunization status of the chiropractor, the staff and all other 
individuals in the practice environment  
 


• Consider the necessity of self-immunization for common and/or preventable illness as 
appropriate, and based on the outcome of this consideration ensure that appropriate action is 
taken in a timely manner to ensure patients are properly protected from diseases while being 
treated 


• Screen for symptoms of infectious diseases and segregate those patients from others 


• Utilize appropriate personal protective equipment in circumstances indicating such measures 


• Report reportable communicable diseases to their public health unit 
 
1Health Canada 1999 Routine Practices and Additional Precautions for Preventing the Transmission of Infection in 
Health Care. Infection Control Guidelines, Canada Communicable Disease Report, Volume 25S4, Health Canada 
Standards. 
 
2Routine Practices: Defined by Health Canada, form the foundation for limiting the transmission of microorganisms 
in all health care settings and is the generally accepted level of care for all clients. Elements of routine practice are: 
hand hygiene; risk assessment related to client symptoms; care and service delivery including screening for 
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infectious diseases; risk reduction strategies through the use of PPE; cleaning of environment, laundry, disinfection 
and sterilization of equipment; waste management, safe sharps handling; client placement and healthy workplace 
practices; and education of health care providers, clients, families and visitors. 
 
3Personal Protective Equipment (PPE): Specialized equipment or clothing used by health care workers to protect 
themselves from direct exposure to clients’ blood, tissue or body fluids. Personal protective equipment may 
include gloves, gowns, fluid-resistant aprons, head and foot coverings, face shields or masks, eye protection, and 
ventilation devices (i.e. mouthpieces, respirator bags, pocket masks). 


 
Appendix A 
Common Definitions 


• Infection Control: Measures practiced by health care practitioners intended to prevent spread, 
transmission and acquisition of agents or pathogens between patients, from health care 
practitioners to patients and from patients to health care practitioners in the health care setting. 
These measures are determined after an assessment of the facility and of the patient 
population. Infection control measures instituted are based on how an infectious agent is 
transmitted and include standard, contact, droplet and airborne precautions. 


• Cleaning: Involves the physical removal of foreign material such as dust, soil and organic 
material including blood, secretions, excretions and micro-organisms. Cleaning physically 
removes rather than kills micro-organisms. Removal of material is necessary to permit the 
effective disinfection or sterilization of equipment. It is accomplished with water, detergents 
and mechanical, scrubbing action. The terms "decontamination" and "sanitation" may be used 
for this process in certain settings. Cleaning reduces or eliminates the reservoirs of potential 
pathogenic organisms. Cleaning agents are the most common chemicals used in housekeeping 
activities. 


• Disinfection: The inactivation of disease producing micro-organisms. Disinfection does not 
destroy bacterial spores. Disinfection usually involves chemicals, heat or ultraviolet light. 
Varying levels of disinfection have been recommended based upon the nature of the procedure, 
infection risk and type of equipment. Disinfectants are used on inanimate objects while 
antiseptics are used on living tissue. 


• Sterilization: Involves a multi-step process that results in the destruction of all forms of 
microbial life including bacteria, viruses, spores and fungi. Items must be cleaned thoroughly 
before effective sterilization can take place. The decision to sterilize equipment is based upon 
the procedure, risk of infection and the type of equipment. Various methods of sterilization 
exist, the most common include steam and heat (autoclave), dry heat (dry heat sterilizer) or 
chemicals. Monitoring the effectiveness of sterilization procedures is essential. Monitoring can 
be achieved through the use of biologic, chemical and mechanical methods. 


• External practice environment: Any locale beyond the internal practice environment, and may 
extend to municipal, provincial, national or international borders depending on the nature of 
the infection risk being considered. 


• Internal practice environment: The physical location(s) where chiropractic services may be 
provided to patients. These physical locations can include not only the chiropractor's private 
practice facilities/clinics, but also could include hospitals, athletic venues, and patients' homes. 
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4.4 Acupuncture 
Adopted 03/2007, Revised and Effective 01/2014 


To provide needle acupuncture, chiropractors must: 
 


1. Be certified in the area of needle acupuncture, and make demonstration of training to the 
satisfaction of the Registrar 


2. Provide evidence of professional liability protection for needle acupuncture 
3. Use only single–use, disposable needles 
4. Observe the principles and health care industry standards for aseptic technique and the Alberta 


Infection Prevention and Control (IPC) Standards  
5. Not list or promote acupuncture as a specialty anywhere, as it is not a fellowship recognized by 


the Canadian Federation of Chiropractic Regulatory and Education Accreditation Boards 
(CFCREAB) 


6. Restrict themselves to performing those activities that they are competent to perform and to 
those that are appropriate to the member’s area of practice and the procedure being 
performed, despite any authorization to perform the restricted activities for acupuncture 


4.5 Chiropractic Treatment of Animals 
Adopted 06/2004, Revised and Effective 01/2014 


Veterinary medicine has exclusive jurisdiction over the care and treatment of animals. Chiropractors 
who have an interest in chiropractic treatment and spinal adjusting of animals must do so in 
consultation with a member of the Alberta Veterinary Medical Association. 
 
In all circumstances, chiropractors may only treat animals in consultation with or with a written directive 
from a member of the Alberta Veterinary Medical Association. 


4.6 Setting a Fracture 
Adopted 11/2006, Revised and Effective 01/2014 


Chiropractors may set or reset simple fractures as part of their therapeutics and as an advanced 
restricted activity, subject to the following requirements: 
 


1. Attaining chiropractic orthopedist Fellowship status through a Chiropractic Orthopedists board 
exam acceptable to the College of Chiropractic Orthopedists (Canada) and providing evidence on 
an annual basis that this status remains current. 


2. Acquiring the postgraduate knowledge as set out in orthopedic specialty program curriculum in 
casting/splinting: 
 


a) Technique of application 
b) Time frame for x-ray/imaging (e.g., MRI and/or bone scan) 
c) Complications of casting 
d) Delayed union 
e) Non-union/pseudo-union 
f) Aseptic necrosis 
g) Reparative process for fractures 
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In the setting of a fracture, the chiropractor is restricted to setting simple fractures. A chiropractor must 
only ever perform a restricted activity to the level that they are competent and that is appropriate to 
the area of practice and procedure being performed. 


4.7 Sacro-coccygeal Adjustments 
Adopted 03/2007, Revised and Effective 01/2014 


To perform manipulative procedures of the sacro-coccygeal joint, a chiropractor must be competent to 
perform the procedure and to evaluate and consider contraindications. 
 
Chiropractors must be familiar with the following areas essential for the adjustment of the sacro-
coccygeal joint: 
 


• The anatomic structures of the sacro-coccygeal joint and the surrounding area 


• The presentation of coccydynia and the ability to differentiate this pain from that of a referred 
pattern 


• The examination and diagnostic procedures of the sacro-coccygeal joint 


• The treatment and adjustive techniques for coccygeal correction 
 
Consideration of Patient Understanding and Consent 
As per SP 3.1 Informed Consent, a chiropractor shall fully explain the diagnosis, options, proposed 
treatment procedure and prognosis to the patient before proceeding with the manipulation of the 
tailbone. Due to the sensitive and personal nature of this type of adjustment, specific consent must be 
fully informed, voluntarily given and evidenced in written form. 


4.8 Gynecological and Urological Examinations 
Adopted 03/2007, Revised and Effective 01/2014 


Regardless if commonly understood routine gynecological and urological examinations were taught in 
the curriculum of an accredited chiropractic program, a chiropractor may not conduct these procedures, 
as they are restricted activities that do not fall within the chiropractic scope of practice in Alberta. 
 
Chiropractors must refer patients that are in need of a gynecological or urological examination to a 
medical facility. 
  







ACAC 


Standards of Practice 
 


 


Page 20 of 36 
ACAC Standards of Practice 


May 1, 2019 
 


SP 5.0 Patient Health Records 
Adopted 05/2012, Revised and Effective 11/2016 


Purpose and Objective 
To make clear the responsibilities of a chiropractor in the creation, maintenance and retention of 
patient health records, regardless of media (i.e., written or electronic), to ensure appropriate care and 
control of all patient information.  
 
In particular, chiropractors must be certain that all Electronic Medical Records (EMR) systems are 
compliant with the requirements for the protection, privacy, and security of the electronic records as set 
out in the Health Information Act. Chiropractors should also have policies and procedures in place to 
administer the requirements of the Health Information Act. 
 
Under the Health Information Act record means: “a record of health information in any form, and 
includes notes, images, audiovisual recordings, x-rays, books, documents, maps, drawings, photographs, 
letters, vouchers and papers and any other information that is written, photographed, recorded or 
stored in any manner, but does not include software or any mechanism that produces records.” 


5.1 Record Keeping Requirements  
Adopted 06/2006, Revised and Effective 03/2018 


Patient health records must be dated, accurate, legible and comprehensive. All services provided by the 
chiropractor must be documented by the chiropractor and entries must be clearly identifiable as having 
been made by the chiropractor. 
 
The documentation of services provided by members of the clinical support staff and/or unregulated 
health care providers must be provided in the chiropractor’s patient file, by the individual providing the 
service. This documentation is the responsibility of the chiropractor. 
 
All patient health records must include the following documentation: 
 
Personal Information 


• Patient's name, address, phone numbers, date of birth, gender, personal healthcare number 
• Note: All patients accessing the Alberta health system are required to uniquely identify 


themselves with at least two pieces of supporting documentation. If the patient is accessing 
Alberta Health Care, this information must be confirmed and confirmation specifically recorded 
on the patient record. No copies of the identifying documentation should be retained on the 
patient record. 


 


History 
• Accurately documented facts about the patient’s personal health history 


 


Physical exam findings 
• Both positive and negative results  
• Findings that support the diagnosis 


 


Written diagnosis 
• Working diagnosis and/or index of suspicion 
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• If Vertebral Subluxation Complex (VSC) is used, it must identify the segmental level(s) and 
components of the “complex” 


• If International Statistical Classification of Diseases (ICD) codes are used, they must have a two 
digit, post‐decimal point descriptor code that identifies segmental level(s) and tissue(s) involved 


 


Written treatment plan 
• All proposed treatment methods 


 
Appropriate progress notes 


• Dates, subjective information, objective information, assessment notes, and treatment 
rendered and/or proposed (e.g., SOAP notes) 


5.2 Clinical Relevance of Treatment Recommendations 
Adopted 04/2005, Revised and Effective 03/2018 


There must be a direct and rational connection between the patient’s presenting complaint, the 
diagnosis and the recommended treatment. 
 
The patient health record will clearly and completely demonstrate that the chiropractor has: 
 


• Elicited and documented an appropriate case history, 
• Performed and documented an appropriate physical examination and other relevant 


investigations congruent with the presenting complaint, 
• Derived and documented a diagnosis congruent with the presenting complaint, 
• Derived and documented an appropriate treatment plan, consistent with the diagnosis and 


congruent with a treatment protocol taught at a CCE accredited chiropractic institution (or 
technique systems approved by Council),  


• Documented the expected health benefit of any treatment (services or products) that is provided 
or recommended by the chiropractor, and 


• Identified and documented clear progress markers or milestones in association with the 
treatment plan. 


5.3 Custodianship of Health Records 
Adopted 04/2001, Revised and Effective 11/2016 


A chiropractor, as a custodian of health records, is responsible for the care and control of the health 
records in their practices as required by the Health Information Act of Alberta. A custodian of active 
chiropractic files must be under the custody or control of an active, registered member of the ACAC.  
 
Note that under the Health Information Act, a chiropractor may disclose files to another custodian who 
is not a chiropractor, and only a chiropractor may have custody or control of chiropractic files. 
Chiropractic files disclosed to a non-chiropractor should no longer be considered chiropractic files. 
 
A custodian must implement technical and physical safeguards to protect the confidentiality of the 
information and privacy of individuals as well as protections against reasonably anticipated threats to 
the security or integrity of the information. A custodian must also defend against unauthorized uses, 
disclosures or modifications of the information. Safeguards must be periodically assessed and 
documented in policies and procedures. 
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A custodian must maintain a process for confirming patient identification when accessing patient 
information, for example, photo ID, PHN.  
 
Chiropractors in a group practice must determine custodianship arrangements of patient records within 
that practice so that: 
 


(a) if a chiropractor leaves the practice, custodianship of patient records will be clear to all parties 
and to the patients of the departing and remaining chiropractors, and  


(b) the departing chiropractor and their patients have reasonable access to the relevant patient 
records. 


 
Examples of custodianship situations: 
 


• Custodianship may be defined via contract agreement that specifies the custodian of the health 
records. A contract agreement must identify a qualified individual to be the custodian (a 
corporate entity is not permitted); it would also establish which chiropractors are acting as an 
affiliate in accordance with (Section 1(1)(a) of the Health Information Act). For example where a 
chiropractor hires other chiropractors to provide health services, the employer chiropractor 
would be the custodian. 


• In the absence of a contract agreement, the custodian will be deemed to be the chiropractor 
who is or was the active care provider (as defined by the patient). Interim care provided by 
another chiropractor does not shift the custodianship of the health record unless agreed to by 
both patient and chiropractor. 


• In the absence of a contract agreement, a custodian who is departing a clinic has the obligation 
to continue the custodianship of their health records and to take these records with them unless 
there exists a written agreement with another qualified custodian to transfer the custodianship 
of these health records to that qualified custodian. 


• Professional Corporations are not eligible custodians 


• The Health Information Act holds the custodian accountable for the health information for as 
long as the custodian has care and control of the record. This includes situations where a 
chiropractor may engage the services of a records management company.  


 
It is the professional responsibility of the custodian to provide reasonable and sufficient notice to those 
patients affected by a change in the location of the patient’s care provider or of the patient’s health 
record. This includes specific notice to active patients as to when the care provider is leaving the current 
practice, where the care provider can be contacted and how access to the health record will be available 
to the patient. 


5.4 Health Records Retention 
Adopted 03/2006, Revised and Effective 01/2014 


A chiropractor is required to ensure the availability, retention and disposition of patient health records. 
 
As custodians, chiropractors have a responsibility to ensure that access to patient health records is 
available to patients (current and former) and other appropriate parties. A chiropractor may charge a 
fee as permitted by the Health Information Act for a patient’s request for access to or a copy of his or 
her record. 
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Patient records must be maintained for a minimum of 10 years from the date of last entry or, if the 
patient was less than 18-years-old at the time of the last entry, 10 years from the date the patient 
became 18 (until the patient turns 28). 
 
Any records stored off-site must be in a safe and secure facility where access is only available to 
authorized personnel. Records stored at an off-site facility must be inventoried with the name of the 
patient, date of the last visit and date the record was sent to storage. Access to these records must be 
available to the custodian. 
 
For any records stored in an off-site storage facility, the custodian must sign an information manager 
agreement with the storage facility. This agreement must meet the requirements specified in sec 7.2 of 
the Health Information Regulation.  
 
When appropriate, patient health records must be destroyed by secure and confidential means, e.g., 
shredding. 
 
Upon the transfer/sale of a practice, or upon the closure of a practice, patient files must remain under 
the care and control of a qualified custodian. Patient file custodianship may be transferred to another 
qualified custodian, en masse, through the execution of a written agreement between the current 
custodian and the new custodian. This agreement must simply acknowledge the transfer of 
custodianship from one individual to the other individual and indicate the date of the transfer. Both 
parties should retain copies of the agreement. 


5.5 Electronic Health Records 
Adopted 12/2013, Revised and Effective 11/2016 


A chiropractor who uses an electronic patient record must ensure that the system has additional 
safeguards to protect the confidentiality and security of information, including but not limited to, 
ensuring:  
 


1. An unauthorized person cannot access identifiable health information on electronic devices 
2. Each authorized user can be uniquely identified 
3. Each authorized user has a documented access level based on the individual’s role 
4. Appropriate password controls and data encryption are used 
5. Audit logging is always enabled and meets the requirements of section 6 of the Alberta 


Electronic Health Record Regulation 
6. Where electronic signatures are permitted, the authorized user can be authenticated 
7. Identifiable health information is transmitted or remotely accessed as securely as possible with 


consideration given to the risks of non-secured structures 
8. Secure backup of data 
9. Data recovery protocols are in place and the regular testing of these protocols 
10. Data integrity is protected such that information is accessible as stipulated in SP 5.4 Health 


Records Retention above 
11. Practice continuity protocols are in place in the event that information cannot be accessed 


electronically 
12. When hardware is disposed of that contains identifiable health information, all data is removed 


and cannot be reconstructed 
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A chiropractor who engages the service of an information manager, as defined under the Health 
Information Act, to manage electronic health records under the custody or control of that chiropractor 
must first enter into a written agreement with the information manager.  
 
The agreement between the chiropractor and the information manager must comply with the 
requirements of an information manager agreement as specified under section 7.2 of the Health 
Information Regulation.  
 
The information manager may use or disclose information for the purposes authorized by the 
agreement and must comply with the Health Information Act and regulations, and the agreements 
entered into with the chiropractor. The chiropractor continues to be responsible for the compliance 
with the Health Information Act and regulations, including protecting the records.  
 
Chiropractors practicing in a group practice setting must have an information sharing agreement in place 
between the practitioners. The information sharing agreements shall set out the purpose of the 
agreement, the scope of the agreement in terms of patient file access, and the policies that govern the 
access to, sharing of, and the security for the patient information, consistent with the requirements of 
the Health Information Act.  
 
A chiropractor who discloses or contributes information to a shared electronic health record operated 
by another custodian that facilitates access to the information by multiple custodians must first enter 
into an information sharing agreement with the custodians participating in the shared electronic health 
record that sets out how duties under the Health Information Act will be met.  
 
The agreement must address: 
 


• Clarifying when another custodian may use and disclose records the chiropractor has 
contributed to 


• Process for responding to patient access and correction requests 


• Process for responding to disclosure requests (e.g., research requests) and 


• Shared responsibilities for protecting the records. 
 
A chiropractor who works in this type of practice arrangement is expected to fulfill all obligations 
respecting the completion of patient records, the maintenance of security of patient records, the 
confidentiality of the information contained in the patient records, and comply with the requirements of 
the Health Information Act. 


5.6 Electronically Communicated Health Record Information 
Adopted 03/2015, Effective 11/2016 


Chiropractors who choose to communicate health record information via electronic means must ensure 
that these systems employ safeguards to protect the confidentiality and security of patient information.  
These systems may include, but are not limited to fax, email, and shared Electronic Medical Records. 
 
As email is not a secure means of communicating individually identifying health information, additional 
steps must be taken to ensure that the information is protected when transmitted via email, such as 
encryption or the use of a secured messaging solution.  
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Ensuring reasonable safeguards are in place to protect against reasonably anticipated risks to privacy are 
the sole responsibility of the chiropractor; this risk cannot be transferred to the patient through a 
consent/release form. See the OIPC’s FAQ on Email Communication for more information. 
 
A record of all electronic communication of health record information must be included in the patient’s 
record. All electronic communication of health record information must meet requirements as set out 
by the Canadian Anti-Spam Legislation. 
 
Chiropractors who choose to integrate email addresses into new or existing EMRs must first complete or 
update their privacy impact assessment (PIA).  
 
Chiropractors must not communicate health record information through any electronic method (other 
than email), including: SMS/text (either phone, web or other mobile communication system), messenger 
apps or social media.  


5.7 Disclosure of Health Record Information 
Adopted 03/2015, Effective 11/2016 


A custodian may disclose individually identifying diagnostic, treatment and care information without the 
consent of the individual who is the subject of the information, only as set out in the Health Information 
Act, s. 35, 36. 
 
For all other cases, a custodian may disclose individually identifying health information to a person other 
than the individual who is the subject of the information only if the individual has consented to the 
disclosure and has provided authorization for the custodian to disclose the health information specified 
in the consent, in accordance with the Health Information Act s. 34. 
 
The authorization must include: 
 


i. the date the consent is effective, and the date on which the consent expires, if any 
ii. the purpose for which the health information may be disclosed, 


iii. the identity of the person to whom the health information may be disclosed, 
iv. an acknowledgment that the individual providing the consent is aware of the reason(s) why the 


health information needs to be shared, and the risks and benefits to consenting or refusing to 
consent 


v. a statement that the consent may be revoked at any time by the individual providing it. 
vi. an authorization for the custodian to disclose the health information specified in the consent. 


  



https://www.oipc.ab.ca/media/604276/faq_email_communications_hia_aug2012.pdf
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SP 6.0 Professional Boundaries with Patients, Including Dating and/or 
Sexual Relationships 
Adopted 04/2019, Effective 04/2019 


Purpose and Objective 
To inform regulated members of the expectations and requirements related to the conduct of 
chiropractors in their relationship and engagement with patients to ensure a common understanding of 
the appropriate professional boundaries of the doctor-patient relationship. This Standard outlines the 
conduct and activities that may lead to a breach of this Standard and which may also constitute a finding 
of “unprofessional conduct” under the Health Professions Act (“HPA”) in relation to “sexual abuse” or 
“sexual misconduct.” The HPA does not make a distinction between clinic, non-clinic, office hours and 
after-hours settings. This Standard applies regardless of setting. 


6.1 Professional Boundaries with Patients 
 
Regulated members must maintain professional boundaries with patients at all times. 
 
Professional boundaries in patient care are physical and emotional limits of the therapeutic 
relationship between the patient and the regulated member. The regulated member’s 
responsibility is always to act in the patient’s best interest and to manage the boundaries within 
the doctor-patient relationship. Additionally, regulated members must recognize that each 
patient’s boundaries will be unique to their own experiences, including their culture, age, val ues or 
experiences of trauma. 


6.2 Definition of a Patient 
 
A dating and/or sexual relationship with a current patient is prohibited even if the regulated member 
believes that the patient is “consenting.” The HPA does not recognize such alleged “consent” as a valid 
defence because of the existence of the inherent power imbalance that typically exists in the regulated 
member-patient relationship. 
 
For the purposes of this Standard and complaints of sexual abuse or sexual misconduct made under the 
HPA, an individual is considered to be a current patient for twelve months after the last clinical 
encounter.  
 


• For the purposes of this Standard, a “clinical encounter” means any and all professional services 
provided by the regulated member and includes conduct ranging from verbal consultation to 
actual physical treatment. Additionally, the terms “care,” “consultation,” “patient care” and 
“treatment” are considered equivalent terms used to describe a clinical encounter.  


o An introductory consultation that is 1) exploratory in nature for the patient and 2) does 
not include any provision of professional service is not considered a clinical encounter. 


 


• For the purposes of this Standard, a regulated member who has engaged in any clinical 
encounter with a patient who is a minor is permanently prohibited from engaging in any dating 
and/or sexual relationship with that individual.  
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• If a regulated member had a dating or sexual relationship with an individual prior to the intent 
to begin a doctor-patient relationship, the regulated member is prohibited from having any 
clinical encounter with the individual until such time as the individual becomes a spouse, 
common-law spouse or enters into an adult interdependent relationship as defined by the Adult 
Interdependent Relationships Act of Alberta. 


Limited Exceptions to the Definition of a Patient  


This Standard does not preclude a regulated member from engaging in clinical encounters with a 
spouse, common-law spouse or partner in an adult interdependent relationship as defined by the Adult 
Interdependent Relationships Act of Alberta.  
 
While regulated members are not prohibited from engaging in clinical encounters with a spouse, 
common-law spouse or partner in an adult interdependent relationship, they should be cognizant of the 
risks of doing so should the relationship break down. If the relationship breaks down and the former 
spouse, common-law spouse or adult interdependent partner files a complaint of sexual abuse or sexual 
misconduct against the regulated member, the ACAC is obligated (i) to investigate as required by the 
HPA and, (ii) where appropriate, to refer the matter to a formal discipline hearing. 
 
If a regulated member becomes formally, or informally, separated from their spouse, common-law 
spouse or partner in an adult interdependent relationship, the regulated member is prohibited from 
providing treatment during the separation period. The separation period is defined as the time lived 
separate and apart. 


6.3 Commencing a Dating and/or Sexual Relationship with a Current Patient 
 
A regulated member is prohibited from commencing a dating and/or sexual relationship with a 
current patient. If a current patient suggests or attempts to develop a dating and/or sexual relationship, 
a regulated member shall promptly: 
 


• Inform the patient of the legal restrictions and prohibitions described in this Standard 
concerning a dating and/or sexual relationship and communicate proper boundaries for the 
doctor-patient relationship; 
 


• Discharge the patient if the above actions do not resolve the situation; and  
 


• Document all actions in the record of personal health information. 
 


If the patient requests referral to another chiropractor or the regulated member, for continuity of 
care or clinical reasons, determines that a referral to another chiropractor is necessary, it is 
recommended that the regulated member make that referral to another regulated member 
external to their own clinic whenever possible. 


6.4 Commencing a Dating and/or Sexual Relationship with a Former Patient 
 
A regulated member may commence a dating and/or sexual relationship with a former patient providing 
that both of the following requirements are met: 
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1. The regulated member has not engaged in any clinical encounters with the former patient for a 


minimum of twelve months. 
2. The regulated member did not engage in any clinical encounter with the former patient when 


the former patient was a minor. 
 
For the purposes of this Standard, a patient is deemed discharged and to be a “former patient” if there 
have been no clinical encounters with the regulated member for a minimum of twelve months. 
However, it is incumbent upon the regulated member to ensure that the former patient understands 
they have been discharged from care. Whenever possible, it is highly recommended that the regulated 
member: 
 


• Terminate the care of the patient verbally and with a formal letter of discharge to the patient;  


• Give a copy of the formal letter of discharge to the patient; and 


• Maintain a second copy of the formal letter of discharge in the file. 
 
Regulated members are reminded that they have an ethical obligation not to exploit the trust, 
knowledge and dependence that develops during the doctor-patient relationship. It may never be 
appropriate for a regulated member to have a dating and/or sexual relationship with a former patient. 
For example, it would be inappropriate if there is a continued power imbalance between the regulated 
member and the former patient, or the former patient is physically or emotionally vulnerable, has 
diminished capacity, has impaired decision-making, is economically disadvantaged, is suffering from 
addictions or is experiencing homelessness.  
 
Even if the aforementioned circumstances do not exist, a regulated member must think and act 
cautiously when determining the appropriateness of a dating and/or sexual relationship with a former 
patient. Any regulated member who engages in a dating and/or sexual relationship with a former 
patient runs a risk that the conduct may be considered inappropriate and unprofessional conduct.  


6.5 Evidence of a Doctor-Patient Relationship 
 
Evidence of a doctor-patient relationship includes, but is not limited to: 
 


• Record of personal health information includes, but is not limited to: 
o Formal letter retaining the patient 
o Patient history 
o Patient consent 
o Physical examination 
o Consultation 
o Diagnosis 
o Plan of management/treatment planning  
o Prognosis 
o Diagnostic imaging reports 
o Written record of treatment 
o Informed consent to treatment 
o Billing information 


• Provision of a professional service  
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• Commencement of billings, including billing to third parties, such as insurance companies 


• Financial records 


• Letters of consultation, letters of referral to and from other health professionals 


• Written communications or statements referring to an individual as a patient 


• Formal letter of discharge 


6.6 Sexual Abuse 
 
Under section 1(1)(nn.1) of the HPA, “sexual abuse” means the threatened, attempted or actual conduct 
of a regulated member towards a patient that is of a sexual nature and includes any of the following 
conduct: 
 


• Sexual intercourse between a patient and a regulated member; 


• Genital to genital, genital to anal, oral to genital, or oral to anal contact between a regulated 
member and a patient; 


• Masturbation of a regulated member by or in the presence of a patient; 


• Masturbation of a regulated member’s patient; 


• Encouraging a regulated member’s patient to masturbate; 


• Touching of a sexual nature of a patient’s genitals, anus, breast, or buttocks by a regulated 
member. 


Sanctions for Findings of Sexual Abuse 


A regulated member found guilty of unprofessional conduct relating to sexual abuse of a patient, in 
Alberta or another jurisdiction, whether in whole or in part, will be subject to the following mandatory 
sanctions: 
 


• Immediate suspension of practice permit;  


• Permanent cancellation of a practice permit; 


• Publication of discipline proceedings will remain on the public register indefinitely; and 


• Financial obligations, such as paying for therapy and/or counselling for the victim and 
reimbursing the ACAC for legal and investigative costs. 


6.7 Sexual Misconduct 
 
Under section 1(1)(nn.2) of the HPA, “sexual misconduct” means any incident or repeated incidents of 
objectionable or unwelcome conduct, behavior or communication of a sexual nature by a regulated 
member who knows, or ought reasonably to know, will or would cause offence or humiliation to the 
patient or adversely affect the patient’s health and well-being but does not include sexual abuse.  
 
Examples of sexual misconduct include:  
 


• Gowning or disrobing practices that reflect a lack of respect for a patient’s privacy and dignity; 


• Inappropriate sexualized comments about the patient, for example: 
o Making sexual comments about a patient’s body or undergarments 
o Comments of a sexual nature about weight, body shape, size or figure 
o Making sexual or sexually demeaning comments about a patient’s sexual orientation 
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o Requesting clinically irrelevant information such as sexual history, likes or dislikes 


• Socializing with a patient in the context of initiating a sexual relationship; 


• Sending, sharing and/or distributing inappropriate or offensive communications of a sexual 
nature to or about a patient. This includes but is not limited to: 


o Texting flirtatious messages 
o Sharing graphic content, images or pictures via social media 
o Distributing sexual comments online 


• Initiation of, or involvement in, clinically irrelevant conversation regarding sexual problems, 
preferences, experiences, habits or fantasies; 


• Offensive, risqué jokes, innuendos, taunting or kidding about sex or gender-specific traits; 


• Suggestive or insulting sounds such as whistling, wolf-calls or kissing sounds; 


• Pseudo-medical advice with sexual overtones; 


• Staged whispers or mimicking of a sexual nature about things, such as the way a person walks, 
talks or sits; and 


• Kissing patients or hugging of a sexual nature. 
 
For the purposes of this section, and as set out in section 1(1)(nn.3) of the HPA, “sexual nature” does not 
include touching, behavior or remarks of a clinical nature appropriate to the professional service 
provided. However, it is incumbent upon the regulated member providing any professional service of a 
potentially sensitive nature that could be misconstrued as sexual misconduct to satisfactorily 
demonstrate, via documentation in chart notes, that they fully described the professional service to the 
patient and that the patient provided informed consent to the regulated member prior to providing the 
professional service.  
 
Due to the invasive nature of certain therapeutic treatments, specific written informed consent using 
the ACAC-provided consent form is required for the following treatment before the clinical encounter 
can proceed: 
 


• An internal coccygeal adjustment  


Sanctions for Findings of Sexual Misconduct 


A regulated member found guilty of unprofessional conduct relating to sexual misconduct relating to a 
patient, in Alberta or another jurisdiction, whether in whole or in part, will be subject to the following 
minimum sanctions: 
 


• Immediate suspension of practice permit.  
o A hearing tribunal will determine the length of time for a suspension, and also has the 


discretion to cancel the practice permit as a result of sexual misconduct.  
o If the practice permit is cancelled as a result of sexual misconduct, the regulated 


member is prohibited from applying for reinstatement for at least five years. 
o If a person’s application for reinstatement is refused, the person must wait a minimum 


of six months before making a subsequent application to have the person’s practice 
permit reissued and registration reinstated. 


• Publication of discipline proceedings will remain on the public register indefinitely, and 


• Financial obligations, such as paying for therapy and/or counselling for the victim and 
reimbursing the ACAC for legal and investigative costs. 
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6.8 Conviction of Criminal Code Offences 
 
If a regulated member is convicted of one of the Criminal Code offences specified in section 45 of the 
HPA, the ACAC may treat this information as a complaint and initiate the complaints process under the 
HPA. 
 


• If the matter is referred to a hearing, the hearing tribunal must determine whether the 
regulated member’s conduct constitutes unprofessional conduct. 


• If the alleged victim is a patient, the mandatory penalties of either cancellation for 
unprofessional conduct involving sexual abuse or suspension for unprofessional conduct 
involving sexual misconduct would apply. 


• If the alleged victim is not a patient, the hearing tribunal has the discretion to impose a range of 
sanctions if the conduct of the regulated member constitutes unprofessional conduct in addition 
to the new mandatory penalties.  


• If a conviction under one or more of the enumerated sections of the Criminal Code was part of 
the basis for cancellation of the regulated member’s practice permit and registration, the 
regulated member cannot apply for reinstatement of their practice permit and registration in 
the future. 


6.9 Other Key Definitions  
 


1. Regulated Member – a healthcare professional currently registered with the College and  
a. Is eligible for registration as a regulated member as specified in Section 33(1)(a) of the 


HPA and in accordance with the Regulations;  
b. Pays the fees and other charges which are prescribed in the Regulations or by the 


Council, for licensing and membership; and  
c. Includes a previous regulated member whose last day of registration with the College is 


within the immediately preceding two years. 
 


2. Adult Interdependent partner1 – a person is the adult interdependent partner of another 
person if: 


a. The person has lived with the other person in a relationship of interdependence 
i. For a continuous period of not less than three years, or 


ii. Of some permanence, if there is a child of the relationship by birth or adoptions, 
or 


b. The person has entered into an adult interdependent partner agreement with another 
person but does not include a former adult interdependent partner. 


 
3. Adult interdependent partner relationship1 – a relationship outside of marriage in which two 


people: 
a. Share one another’s lives; 
b. Are emotionally committed to one another; and 
c.  Function as an economic and domestic unit. 


 
A person who is a spouse cannot be part of an adult interdependent relationship. 
 


4. Professional Service 







ACAC 


Standards of Practice 
 


 


Page 32 of 36 
ACAC Standards of Practice 


May 1, 2019 
 


a. For the purposes of this Standard, “professional service” shall have the meaning set out 
in section 1(1)(ff) of the HPA which states: 


 
“(ff)    “professional service” means a service that comes within the practice of a 
regulated profession;” 


 
and shall include the practice statement for chiropractors in section 3 of the Chiropractic 
Profession Schedule to the HPA which states: 


 
“Practice 
3   In their practice, chiropractors do one or more of the following: 
 
(a) examine, diagnose and treat, through chiropractic adjustment and other means taught in 


the core curriculum of accredited chiropractic programs, to maintain and promote health 
and wellness, 
 
(a.1)   teach, manage and conduct research in the science, techniques and practice of 
chiropractic, and 
 
(b)    provide restricted activities authorized by the regulations.” 


 
1 Government of Alberta. (2002). Adult Interdependent Relationships Act. Edmonton: Author. Available at: 


http://www.qp.alberta.ca/documents/Acts/A04P5.pdf  



http://www.qp.alberta.ca/documents/Acts/A04P5.pdf





ACAC 


Standards of Practice 
 


 


Page 33 of 36 
ACAC Standards of Practice 


May 1, 2019 
 


SP 7.0 Fitness to Practice 
Adopted 11/2012, Revised and Effective 01/2014 


Purpose and Objective 
To ensure that chiropractors fulfill their professional obligation to maintain a safe and trustworthy 
clinical environment by addressing any issues, concerns or personal situations that may cause patient 
care to be compromised.  


7.1 Incapacity 
Adopted 08/2005, Revised and Effective 01/2014 


Incapacity refers to a situation in which a chiropractor may be suffering from a physical or mental 
condition or disorder that would compromise patient care. Incapacity is inclusive of any cognitive or 
physical condition or pattern of use of alcohol and/or drugs (illicit, over-the-counter or prescription) 
which interferes with an individual’s occupational, social, legal, financial, emotional or physical 
functions. 
 
Chiropractors must only act in a manner that would be seen as providing safe and competent services. 
Chiropractors must not misuse or abuse alcohol, illicit drugs, or over-the-counter or prescription 
medication.  
 
Chiropractors are required to understand all side effects of their own medication and ensure that any 
cognitive or physical impairment they may experience does not impinge on the provision of safe and 
competent services.  
 
If a chiropractor is aware that they are incapacitated for any reason, they are required to cease 
providing professional services until the reason for the incapacity has been eliminated.  
 
Reporting Obligations  
As set out in the ACAC Code of Ethics and the Health Professions Act s.118: 
 
A chiropractor shall inform the ACAC when a serious injury, medical condition or any other condition has 
either immediately affected or may affect over time, his or her ability to practice safely and 
competently. 
 
A chiropractor has an ethical obligation to urge impaired colleagues to seek treatment and a 
chiropractor with first-hand knowledge that a colleague is practicing chiropractic when impaired has an 
ethical responsibility to report such information to the ACAC. 
 
Implications of Practicing while Incapacitated  
In situations where patient/public safety is identified as a clear and present concern, the chiropractor 
may be directed, by the ACAC Complaints Director, to cease or limit providing professional services until 
resolution of the situation has resulted in the re-instatement of a safe clinical environment.  
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SP 8.0 Diagnostic Imaging 
Adopted 01/2013, Revised and Effective 01/2014 


Purpose and Objective 
To ensure chiropractors demonstrate clinical relevance and accountability in the ordering and applying 
of diagnostic imaging. 


8.1 Diagnostic Imaging Studies for Adults 
Adopted 03/2007, Revised and Effective 01/2014 


Chiropractors may order conventional investigative diagnostic imaging in support of differential 
diagnosis for adults, 18 years and older: 
 


• To preclude potential treatment contra-indications 


• For the investigation of trauma, significant biomechanical abnormality or instability  


• Or, in the absence of a manifest structural and/or developmental indicator or disease, where 
such condition is suspected 


 
Upon receipt of clinically significant diagnostic imaging findings, the chiropractor who requisitions the 
study is responsible for reporting the results to the patient, as well as referring the patient to another 
health care practitioner, if indicated. 


8.2 Advanced Diagnostic Imaging Studies for Adults 
Adopted 07/2007, Revised and Effective 01/2014 


Studies such as computed tomography (CT), magnetic resonance (MR) imaging, ultrasound imaging and 
radionuclide bone scans that are occasionally indicated in addition to conventional radiographs for adults, 


18 years and older. 


 
Chiropractors must consider advanced imaging when documented patient history, examination or prior 
tests indicate the presence of a clinically significant condition including, but not limited to: 
 


• Progressive neurologic deficit 


• Infection or neoplasm 


• Suspected occult fracture 
 
Chiropractors must be able to demonstrate through documented patient history, examination notes or 
prior tests the clinical relevance and indications for advanced imaging. 
 
Upon receipt of clinically significant advanced diagnostic imaging findings, the chiropractor who 
requisitions the study is responsible for reporting the results to the patient, as well as referring the 
patient to another health care practitioner, as indicated. 
 
Chiropractors must give due consideration to females with reproductive capacity. 
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8.3 Diagnostic Imaging for Children  
Adopted 06/2004, Revised and Effective 01/2014 


Children are particularly sensitive to the untoward effects of ionizing radiation; therefore, chiropractors 
must always have a clear clinical indication of the need for diagnostic imaging of children (birth to 18 
years). 
 
Diagnostic imaging for children from birth to 10 years of age 
The clinical examination and history is of the utmost importance in determining the clinical indication 
for the use of diagnostic imaging in this age group. Chiropractors must consider that the overall 
justification for radiography in this demographic is low due to the high radiosensitivity and juvenile 
appearance of ossification of the spine. 
 
Indications that radiography in children in this age group is appropriate include:  
 


• The presence of developing or idiopathic scoliosis 


• Developmental or congenital defects producing aberrant spinal curvatures 


• Marked locomotor disturbances of the spine and pelvis 


• Suspicion of pathology 


• Significant trauma including suspected fracture or abuse 
 
Routine screening examinations or re-examinations are contraindicated without positive clinical 
indications. 
 
Radiography in children 10 to 18 years of age 
Indications for radiography in children in this age group include:  
 


• Marked spinal pelvic locomotor defects 


• Idiopathic or developmental scoliosis 


• Marked inter-related spinal lesions or 
development defects 


• Congenital abnormalities 


• Suspicion of pathology including the 
epiphyseal or growth centre diseases 


• Significant trauma including suspected 
fracture 


• Multiple symptom complexes 


• Altered spinal curvatures 


• Suspicion of pathology


 
Routine screening examinations or re-examinations are contraindicated without positive clinical 
indications. 


8.4 ACAC Radiation Health and Safety Program 
Adopted 12/2013, Effective 01/2014 


In compliance with the Radiation Protection Act of Alberta, where ionizing radiation based diagnostic 
imaging equipment is owned by a chiropractor, the chiropractor must: 
 


• Register the equipment with the ACAC  


• Register all users of the equipment with the ACAC 


• Operate (and ensure all users operate) the equipment in accordance with the ACAC Radiation 
Health and Safety Program 
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SP 9.0 Patient Based Clinical Research 
Adopted 07/2007, Revised and Effective 05/2019 


To ensure all patients are treated safely, ethically and with dignity while engaged in a research project 
with a chiropractor, a chiropractor must obtain an ethics review approval for all patient based clinical 
research. 
 
Any disclosure of research information must comply with the Health Information Act, Division 3, 
Disclosure for Research Purposes.  
 
The ethics review approval must be obtained from an Alberta based Ethics Review Board associated 
with an accredited Alberta university, or another academic institution or the Health Research Ethics 
Board of Alberta and recognized by Council. 
 
Chiropractors must provide their research proposal along with the written approval from the Ethics 
Review Board to the Registrar prior to initiating their research project. 
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		SP 8.0 Diagnostic Imaging

		8.1 Diagnostic Imaging Studies for Adults

		8.2 Advanced Diagnostic Imaging Studies for Adults

		8.3 Diagnostic Imaging for Children

		8.4 ACAC Radiation Health and Safety Program



		SP 9.0 Patient Based Clinical Research






 
JAMES S. M. KITCHEN     
BARRISTER & SOLICITOR 


203-304 Main St S 
Suite 224 
Airdrie AB  T4B 3C3 
Phone: 403-667-8575 
Fax: 587-515-2980 
Email: james@jsmklaw.com 
 


 


 


 


December 16, 2020 
 
 
Dr. David Linford  
Alberta College and Association of Chiropractors 
11203 70 Street NW  
Edmonton AB  T5B 1T1 
Phone: 780-420-0932 
Fax: 780-425-6583 
Email: bakdoc1@gmail.com 
 
Dear Dr. Linford, 
 
RE: Request by Complaints Director for Interim Suspension – Further Response 
 
This letter is in response to your email of December 11, 2020 in which you requested further 
answers and additional information. 


1. Appended to this letter as Appendix A are several photographs of the installed plexi-glass 
barriers. They were installed on December 12, 2020.  


2. Appended to this letter as Appendix B is a medical certificate from an MD exempting Dr. 
Curtis Wall from being required to wear any sort of face covering on the basis of a 
mental disability, which, as you know, is a protected ground under section 4 of the 
Alberta Human Rights Act and section 15 of the Canadian Charter of Rights and 
Freedoms.  


Dr. Wall submits this satisfies any requirement to demonstrate an exemption to any face 
covering mandate, be it from the Chief Medical Officer of Health’s Orders, the City of 
Calgary face-covering bylaw, or any relent directive from the Alberta College and 
Association of Chiropractors. The College is obligated to accommodate Dr. Wall by 
permitting him to practice without a face covering. Any discipline in response to his 
inability to wear a face covering is unlawful. 


3. Dr. Wall does not currently employ any staff and will not for the foreseeable future. His 
practice is such that he can readily manage it without any staff.  
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4. As noted above, an exemption certificate is appended and it applies to all face coverings, 
including face shields.  


In light of the above, there is no need to address comments in your December 10 email regarding 
the Charter and the Court of Queen’s Bench of Alberta. However, I will note that the provision 
of CMOH Order 42 mandating face coverings is currently being challenged at the Court of 
Queen’s Bench as an unjustified infringement of sections 2(a), 2(b) and 7 of the Charter. 
Appended as Appendix C is a copy of the court application.  


 


 
Regards, 


 


James S. M. Kitchen 
Barrister & Solicitor 
Counsel for Dr. Curtis Wall 
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To appear by video: 
htt~s://www.albertacourts.ca/gb/court-oi:,erations-schedules/scheduling 


CMI Chambers - Virtual Courtroom 58 (CCC QB) 


To apQ!ar b~telephone: 
Dial in Number: 780-851-3573 


Access code: 968 555 507 


COURT FILE NO. 


COURT 
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FILING THIS DOCUMENT 


2001-14300 


ec 07, 2.02 
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Form 7 
AlbertCJ Rules of Court 
Rule 3.8 


COURT OF QUEEN!S BENCH OF ALBERTA 


CALGARY 


REBECCA MARIE INGRAlvI, HEIGHTS BAPTIST 
CI-IURCI-I, NORTI-ISIDE BAPTIST CHURCH) ERIN 
BLACKLA WS and TORRY TANNER 


HER MAJESTY THE QUEEN IN RIGHT OF THE 
PROVINCE OF ALBERTA and THE CHIEF MEDICAL 
OFFICER OF HEAL TH 


ORIGINATING APPLICATION 


Rath & Company 
Barristers & Solicitors 


Foothillsi AB, T0L I W2 


Attn: Jeffrey R. W. Rath 


Phone; 
Fax: 


Justice Centre for 
Constitutional Freedo1ns 
#253~ 7620 Elbow Drive S\V 
Calgary, AB, T2V 1K2 


Attn: Jaines S. NL Kitchen 
Jocelyn Gerke 


Phone: 
Fax: 
E1nail: · 


Counsel for: Rebecca Marie Ingrain Heights Baptist Church, 
Northside Baptist Church, 
Erin B lacldaws and Torry 
Tanner 
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NOTICE TO RESPONDENT 


This application is made against you. You are a respondent. 
You have the right to state your side of this matter before the Court. 


To do so, you must be in CoUii ·when the application is heard as shown below: 


Date: iQesunbu 17, Q0QQ December 18, 2020 


Time; 


Where: 


Before: 


10:00 am 
Virtually VIA Web Ex 


Justice in Chatnbers 


Go to the end of this document to see ·what you can do and when you must do it. 


REMEDY SOUGHT 


1. The Applicant seeks the following relief: 


a. An Order abridging the time for service of this Originating Application and 


supporting materials, if necessary; 


b. A Declaration that all provisions of Albe1ia's Chief Medical Officer of Health (the 


'"CMOH)~) Orders currently in force are of no force and effect as they offend 


sections l(a), l(b)~ l (c), l(e) and l(g) of the Alberta Bill of Rights and ai-e 


accordingly ultra vires the Chief Medical Officer of Health and the Alberta 


Legislature pursuant to section 2 of the Alberta Bill of Rights; 


c. An interin1 Declaration that all provisions of the CMOH Orders currently in force 


are of no force and effect as they offend sections l(a), l(b), l(c), l(e) and l(g) of 


the Alberta Bill of Rights and are accordingly ultra vires the Chief Medical Officer 


of Health and the Alberta Legislature pursuant to section 2 of the Alberta Bill of 


Rights; 
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d. A Declaration that section 29(2.1 )(b) of the Public Health Act is of no force or 


effect as it off ends all of the enumerated rights in section 1 of the Alberta Bill of 


Rights and are accordingly ultra vires the Chief Medical Officer of 1-Iealth and the 


Alberta Legislature pursuant to section 2 of the Alberta Bill of Rights; 


e. A Declaration that the CMOH Orders cun·ently in force are unlawful and are of no 


force and effect absent the Alberta Legislature passing that the Public Health Act 


is notwithstanding the Alberta Bill of Rights; 


f. A Declaration pursuant to section 52(1) of the Constitution Act, 1982 that section 


29(2.1 )(b) of the Public Health Act is ultra vires as contravening section 92 of 


the Constitution Act, 1867 ( exclusive power of the provincial legislature to enact 


laws ) as only the Legislative Asse1nbly can make laws of general and universal 


application and that such law-making authority cannot be delegated to medical 


officers of health and is therefore of no force or effect; 


g. A Declaration pursuant to section 52(1) of the Constitution Act, 1982 that section 


29(2.1 )(b) of the Public Health Act is ultra vires as violating the unwritten 


constitutional principles labelled by the Supreme Court of Canada as the democratic 


principle and the rule of law (by subjecting citizens to unpredictable and arbitrary 


law-making for an unspecified period of time by an unelected public official) and is 


therefore of no force or effect; 


h. A Declaration pursuant to section 52(1) of the Constitution Act, 1982 that sections 


38(1)(c) and 52.6(l)(d) of the Public Health Act unjustifiably limit sections 2, 7, 8 


and 9 of the Charter and are therefore of no force or effect; 


i. A Declaration that section 66.1 of the Public Health Act is of no force and effect as 


it expressly prohibits citizens from seeking damages arising from the Crown 


affecting their "property" rights which are protected rights under section 1 ( a) of the 


Alberta Bill of Rights; 
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j. A Declaration that all provisions of the CMOH Orders currently in force that are 


effectively rules of general application are ultra vires the Chief Medical Officer of 


Health and of no force or effect; 


k. A Declaration pursuant to section 24(1) of the Charter and Rule 3.15(1) of the 


Alberta Rules of Court that the CMOH Orders currently in force are unreasonable 


because they disproportionately limit: 


. 
section 2 of the Charter; 1. 


•• section 6(1) of the Charter; 11. 


••• section 7 of the Charter; 111. 


• section 8 of the Charter; and lV. 


V. section 15 of the Charter. 


1. In the alternative, Declarations pursuant to section 52(1) of the Constitution Act, 


1982 that the CMOH Orders are of no force or effect because they unjustifiably 


infringe: 


♦ 


section 2 of the Charter; 1. 


• ♦ 


section 6(1) of the Charter; 11. 


••• section 7 of the Charter; 111. 


• section 8 of the Charter; and IV. 


v. section 15 of the Charter. 


m. An Order for an interlocutory injunction staying CMOH Orders 38-2020, 39-2020, 


and 40-2020, as well as all of the preceding CMOH Orders incorporated in those 


Orders; 


n. In the alternative, an Order for an interim injunction staying the CMOH Orders 38-


2020, 39-2020, and 40-2020, as well as all of the preceding CMOH Orders 


incorporated in those Orders, until January 4, 2021; 


o. Costs of this Application; and 
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p. Such further and other relief as counsel may advise and this Honourable Court 


deems just and equitable. 


GROUNDS FOR MAKING THIS APPLICATION 


Background 


2. Since March 16, 2020, Dr. Deena Hinshaw as Alberta's Chief Medical Officer of Health 


("CMOH") has pronounced 40 public health orders that have crushed constitutionally­


protected rights and fi:eedoms as guaranteed by the Alberta Bill of Rights and the 


Canadian Charter o.f Rights and Freedoms. 


3. On March 17, 2020, the Alberta Government declared a state of public health emergency 


in Alberta, which lasted for 90 days. 


4. Throughout this 90-day period and continuing on until now, the CMOH continued to 


make CMOH Orders. 


5. On November 24, 2020, the Albe1ia Government once again declared a 90-day provincial 


state of public health emergency pursuant to sections 52.1 (1) and 52.8 of the Public 


Health Act in response to the communicable viral infection SARS-Co V-2 ("COVID-


19"). Additional prohibitions on and penalization of the ability of Alberta residents to 


move about, conduct business, be with family and friends, obtain necessities of life, 


manifest their religious beliefs, and access personal care products and services were 


implemented through CMOH Orders. 


6. Measures imposed by the CMOH to lock down society and shut-down the econo1ny, both 


in the spring of2020 and again now as the holiday season approaches, have imposed 


tragic levels ofhrum that dwarf the hann that, unfortunately, has and may continue to be 


caused by COVID-19. 


7. This was done without adequate evidence of a bona fide "emergency" being created 


through illness or mo1iality outside the scope of normal mortality for respiratory and 


other numerous illnesses including human respiratory syncytial virus and human 


orthopneumovirus, influenza, pneumonia, emphysema, asthma or other diseases such as 
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herut disease, cancer, renal failure, liver failure, alcoholism, drug addiction, suicide, old 


age or any other normal rate of mortality in Alberta. 


8. The mere existence of COVID-19 in Alberta does not constitute an emergency. For 


Albertans under the age of 60 years, the chances of dying of COVID-19 in Alberta are 


currently 1 in 210,000 while the murder rate in Calgary is 6.1 per 100,000. Put in another 


way, a Calgarian under the age of 60 is 12 times more likely to be murdered than die of 


COVID-19. 


Legal Basis 


The CMOH Orders Are Issued in Contravention o(the Alberta Bill o_[Rights 


9. The orders of the CMOH made under section 29 of the Public Health Act contravene 


section 2 of the Alberta Bill of Rights. The paramountcy clause of the Public Health Act, 


section 7 5, expressly reiterates the supremacy of the Alberta Bill of Rights. To the degree 


the CMOH Orders abrogate and infringe the rights protected by sections l(a), l(b) and 


l(e) of the Alberta Bill of Rights, the CMOH orders are unlawful and of no force or 


effect. Pursuant to section 2 of the Alberta Bill of Rights, section 29 of the Public Health 


Act must be construed and applied so as not to authorize the abrogation or infringement 


of the rights protected by section 1 of the Alberta Bill of Rights. All infringements of 


enumerated rights protected under section 1 are prohibited unless the government has 


passed legislation declaring that the infringe1nent may occur "notwithstanding" the 


Alberta Bill of Rights. 


The CMOH Orders are Ultra Vires 


10. The rule of law and the constitutional rights of Albertru1s are not suspended by the 


declaration of a public health crisis. The Constitution, both ,i\ll'itten and unwritten, continues 


to apply to all legislation and government decisions and operates to protect the fundamental 


freedoms and civil rights of all Albe1ians notwithstanding the presence of an infectious 


illness. 
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11. The Constitution, and its historical and legal underpiru1ings, exist as a check on the rule by 


one individual over the lives of the citizenry. History bears witness to the abuses which 


flow from the arbitrary rule of one over many. The citizens of Alberta have at no time 


waived or foregone their right to a representative system of democracy in accordance with 


the Constitution, and the checks and balances of the rule of law. 


12. In elucidating the unwritten constitutional principles embedded by the preamble of the 


Constitution Actt 1867, the Supreme Court of Canada has recognized that it is fundamental 


to the workh1g of government that the legislative bodies not improperly delegate their 


exclusive legislative authority to civil servants who are neither democratically accountable 


nor jurisdictionally capable of making laws. 


13. Section 92 of the Constitution Act, 1867, explicitly outlines that the making of laws is in 


the exclusive jurisdiction of the Legislature. 


14. The CMOH Orders are effectively rules of general and universal application which, if not 


adhered to by all members of the public, can result in non--compliant members of the public 


being penalized. In both purpose and effect, the CMOH orders are legislation. The CMOH 


Orders are therefore ultra vires and of no force or effect. 


15. The CMOH Orders derive their basis in flawed reasons as available medical literature 


indicates that the COVID-19 PCR test utilized as the primary testing method in Alberta is 


highly inaccurate. The Lisbon Court of Appeal, in Po1tugal, recently held that the PCR test 


"is unable to determine, beyond reasonable doubt, that a positive result corresponds, in 


fact, to the infection of a person by the SARS-Co V-2 virus" and that restrictions justified 


on infections rates based on the test are unconstitutional. 


16. The CMOH Orders arbitrarily and capriciously shut down certain businesses while 


allowing others to ren1ain open without any intelligible reason that would permit judicial 
. 


review. 
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The CMOH Orders Un;ustifiably Jnfi"inge Charter Rights 


17. Whether properly considered to effectively be a set legislative provisions, or a series of 


administrative decisions, the CMOH Orders have caused and are causing unprecedented 


harm to the Alberta population. The vast hanns fro1n "locking down" society outweigh the 


ha1ms caused by COVID-19, and include: 


a. cancelled surgeries and other medical treatments and delayed medical diagnoses 


resulting in predictable and tragic amounts hardship and suffering; 


b. the predictable and tragic deterioration of the mental health of wide swaths of 


public, resulting in increases in suicides, substance abuse, deaths due to overdoses, 


domestic abuse, and relationship breakdowns; 


c. devastating economic hardship inflicted upon small business owners and laid-off 


employees; 


d. a critical decline in social cohesion, an alarming rise in members of society 


"snitching" on their neighbours, and a loss of trust in public authorities; and 


e. a crushing depravation of fundamental freedoms and individual liberty, the breadth 


and depth of which is unknown in the history of this Province making life in Alberta 


more akin to life in a totalitarian dictatorship. 


18. In addition to being ultra vires, the CMOH Orders unjustifiably limit multiple Charter 


rights. 


19. Provisions of the CMOH Orders that restrict the activities of places of worship and prevent 


individuals from manifesting their sincerely-held religious beliefs disproportionately limit 


the fundamental freedoms of religion, expression, peaceful assembly and association as 


protected by section 2 of the Charter. 


20. Provisions of the CMOH Orders thatrestrictthe ability of small business owners to conduct 


their business and earn a living disproportionately li1nit security of the person as protected 
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by section 7 of the Charter in a manner that is not in accordance \iVith the principles of 


fundamental justice. 


21. Provisions of the CMOH Orders that restrict or close businesses and service providers that 


provide personal care, self-care products, vvellness products and services, ancillary health 


services, entertainment, dining, recreation and leisure disproportionately limit the liberty 


rights of individuals as protected by section 7 of the Charter to freely access those products, 


services, and activities in a manner that is not in accordance with the principles of 


fundamental justice 


22. Provisions of the CMOH Orders that mandate mask wearing disproportionately limit 


liberty and security of the person as protected by section 7 of the Charter in a 1nanner that 


is not in accordance with the principles of fundamental justice, freedom of expression as 


protected by section 2(b) of the Charter and freedom of conscience and religion as 


protected by section 2(a) of the Charter. 


23. Provisions of the CMOH Orders that prohibit social gatherings at private residences 


disproportionately limit freedom of peaceful assembly, freedom of association and 


freedom of religion as protected by section 2 of the Charter, and liberty as protected by 


section 7 of the Charter in a manner that is not in accordance with the principles of 


fundamental justice. 


24. Provisions of the CMOH Orders that prohibit or limit to small numbers outside gatherings 


or gatherings at public or private facilities disproportionately limit freedom of peaceful 


assembly as protected by section 2( c) of the Charter and freedom of expression as 


protected by section 2(b) of the Charter. 


25. Provisions of the CMOH Orders that mandate persons to isolate themselves for up to 14 


days who are not reasonably suspected to be harbouring an uncorrunonly dangerous 


infectious respiratory illness disproportionately limit liberty and security of the person as 


protected by section 7 of the Charter in a manner that is not in accordance with the 


principles of fundamental justice. 
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26. Provisions of the CMOH Orders that mandate persons to isolate themselves for up to 14 


days for no other reason than that they travelled into Canada disproportionately limit the 


right to enter Canada as protected by section 6(1) of the Charter. 


27. Provisions of the CMOH Orders that mandate physical distancing between individuals 


disproportionately limit liberty and security of the person as protected by section 7 of the 


Charter in a mam1er that is not in accordance with the principles of fundamental justice. 


28. Provisions of the CMOH Orders that n1andate the arbitrary closure of individuals' 


businesses and places of work thus arbitrarily choosing capriciously winners and losers in 


breach of section 15 of the Charter that guarantees equality before and under the law. 


29. Provisions of the CMOH Orders or any other order mandating arbitrary and unequal 


province wide mandatory restrictions for schools mandating the shutdown of grades 7 - 12 


as of November 30, 2020 but allowing grades K- 6 to remain open breach section 15 of 


the Charter that guarantees equality before and under the law. 


30. Provisions of the CMOH Orders that arbitrarily and capriciously limit weddings and 


funerals to 10 people but allow individuals to attend at a place of worship if the place of 


worship is limited to 1/3 of the total operational occupant load as deter1nined it1 accordance 


with the Alberta Fire Code and the fire authority having jurisdiction are cruel and inhumane 


and breach section 15 of the Charter that guarantees equality before and under the law. 


Unlawful Provisions of the Public Health Act 


31. Section 29(2.1 )(b ), of the Public Health Act grants unlimited ability to medical officers of 


health to breach all of the enumerated rights in section 1 of the Alberta Bill of Rights and 


is therefore ultra vires pursuant to s. 2 of the Alberta Bill of Rights. 


32. Further, section 29(2.1 )(b) of the Public Health Act is ultra vires as contravening section 


92 of the Constitution Act, 1867 as only the Legislative Assen1bly can make laws of general 


and universal application. Legislative authority cannot be wholly delegated to medical 


officers of health as section 29(2.1 )(b) purports to do. Section 29(2.1 )(b) of the Public 
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Health Act is also ultra vires as violating the unwritten constitutional principles labelled 


by the Supreme Court of Canada as the democratic principle and the rule of law. 


33. Sections 38(1)(c) and 52.6(1)(d) of the Public Health Act arbitrarily and in an overbroad 


manner permit warrantless entry into private residences and the forced vaccination of 


Albertans. Such actions by the state are repugnant to a free and democratic society and 


represent egregious infringements of sections 2(a), 7, 8 and 9 of the Charter and are not 


saved by section 1. 


34. Section 66.1 of the Public Health Act offends section 1 of the Alberta Bill of Rights insofar 


as it would prohibit citizens from seeking damages arising from the infringement of their 


property rights guaranteed under section 1 of the Alberta Bill of Rights. 


MATERIALS TO BE RELIED ON 


35. The Affidavit of Rebecca Marie Ingran1. 


36. The Affidavit of Patrick Schoenberger. 


3 7. Such further and other material as counsel may advise and this Honourable Court may 


allow. 


APPLICABLE ACTS AND RULES 


38. Alberta Rules of Court, Alta Reg 124/201 O; 


39. Constitution Act, 1867, 30 & 31 Viet, c 3 


40. Canada Act 1982 (UK), 1982, c 11, including the Canadian Charter of Rights and 


Freedoms; 


41. Constitution of Alberta A1nendment Act, 1990, RSA 2000, c C-24 


42. Alberta Bill of Rights, RSA 2000, c A-14; 


43. Public Health Act, RSA 2000, c P-37; 
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44. Bill 10: Public Health (Emergency Powers) Amendment Act, 2020; and 


45. Such other enactments as the Applicants may advise. 


WARNING 


You are na1ned as a respondent because you have made or are expected to make an adverse claim in respect of this 
originating application. If you do not come to Court either in person or by your lawyer,. the Court may make an order 
declaring you and all persons claiming under you to be barred. from taking any further proceedings against the 
applicant(s) and against all persons claiming under the applicant(s). You will be bound by any order the Court makes, 
or another order might be given or other proceedings taken which the applicant(s) is/are entitled to make without any 
further notice to you. If you want to take part in the application, you or your lawyer must attend in Court on the date 
and at the time shown at the beginning of this fo1m. If you intend to rely on an affidavit or other evidence when the 
originating application is heard or considered, you must reply by giving reasonable notice of that material to the 
applicant(s). 





		2020-12-16 Furthe Response of Dr Curtis Wall - page 1.pdf

		2020-12-16 ltr page 2.pdf
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members 


Participate in the member consultation on the draft Return to Practice plan


The survey for member consultation on the draft return to practice plan will be open from today, through to
the end of day on April 29, 2020. Your participation is crucial in helping us identify and remove barriers you
may encounter in implementing the returning to practice plan.
 


Please follow the following steps:


STEP ONE


Read the draft plan. You can do so through the link below.


View the draft Return to Practice plan


STEP TWO


Provide your feedback by April 29, 2020. The survey is anonymous and consists of five open-ended questions.


Provide your feedback


In order to capture a wider array of feedback, the ACAC made the decision to provide the survey through
Surveymonkey. The ThoughtExchange trial will be used to collect member feedback on a di�erent topic.
 
If you have any questions or concerns about the plan or survey, please email Dr. Todd Halowski.


Registration for the ACAC virtual member meetings is now open


As announced yesterday, the ACAC is hosting two virtual member meetings focused on the ACAC’s response to
COVID-19. The �rst half of each meeting will feature the following three ten-minute presentations:


Council’s work on leading the profession through the pandemic by Dr. Brad Kane, President
Patient Con�dence campaign by Sheila Steger, CEO


C-3
September 1, 2021
Hearing



https://www.albertachiro.com/

https://albertachiro.com/council

https://albertachiro.com/contact

https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/Return%20to%20Practice%20Plan%20Final%20Draft_Member%20Consult.pdf

https://www.surveymonkey.com/r/F679Q78

mailto:thalowski@albertachiro.com
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Return to Practice plan by Dr. Todd Halowski, Registrar


Following the presentations will be a half-hour Q&A session where members can submit COVID-19-related
questions to the panelists.


Tuesday virtual member meeting


Register for 10 a.m. on April 28


Wednesday virtual member meeting


Register for 10 a.m. on April 29


Sincerely,


Sheila J. Steger
CEO


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583
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https://twitter.com/AlbertaChiro

https://ca.linkedin.com/company/alberta-college-and-association-of-chiropractors
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Notice to Members
May 3, 2020, 2:45 p.m.


COVID-19 update: re-opening possible effective May 4, 2020


Dear Colleagues,
 


We are excited to report that Alberta Health noti�ed all regulated health professions today that e�ective May
4, 2020, regulated health professions who are ready to execute all requirements of their respective regulatory
college pandemic practice directives can return to practice.
 


The ACAC COVID-19 Pandemic Practice Directive is approved. Chiropractors who can completely implement
the directive may reopen.
 


Chiropractors who are unable to fully implement the ACAC COVID-19 Pandemic Practice Directive may not
proceed with reopening until all measures are in place.
 


Stay healthy and safe as you return to providing chiropractic care to Albertans.


Warmest regards,


Sheila J. Steger
CEO


Dr. Todd Halowski
Registrar


View in browser


Alberta College and Association of Chiropractors 
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ALBERTACHIRO.COM | COUNCIL |  CONTACT


Registrar's Report
August 2020


Registrar's message


 
 


Dear Colleagues,
 
There are three important membership responsibilities that are occurring over the next few months.
 
During the month of August, registered members are eligible to vote for who they believe would best suit the
two open positions on Council. The voting is managed independently by Simply Voting and results will be
announced September 1, 2020.


I'd like to encourage you to take time to get to know each of the four candidates, which you can do by
watching the candidate campaign videos and their answers to the virtual town hall questions on the ACAC


C-11
September 1, 2021
Hearing



https://albertachiro.com/

https://albertachiro.com/council

https://albertachiro.com/contact

https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636&WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf
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Council candidates page. Please ensure that you take the time to vote using the unique link that will be sent to
the email you have on �le with the ACAC.
 
Participation in Council elections ranges from 50 per cent to 60 per cent of the membership, which is an
admirable amount. For reference, some regulatory colleges have less than one per cent participation. The
voting enthusiasm of the ACAC membership is valuable and speaks highly of the interest members have in the
chiropractic profession in Alberta.
 
While annual membership renewal was deferred from June 30 to September 30, we encourage you to
complete your renewal as soon as possible. Should a second wave of COVID-19 hit, or other conditions occur
that limit your ability to renew, the ACAC is unable to defer registration any further. Today is the absolute best
time to complete your annual renewal.
 
September will see a unique and new opportunity for the ACAC—our �rst virtual Annual General Meeting
(AGM). Some aspects of the AGM will remain the same: all registered members may attend; members will hear
from the ACAC and Council; pre-circulated resolutions will be tabled and voted on by members. There will also
be some newer aspects. Members can now attend from wherever they live and participate from the comfort
of their homes. Participation during the AGM will be di�erent, but the ACAC is working to provide instructions
and information to members well in advance.
 
While the virtual AGM will be di�erent, members can rest assured that the meeting aligns with the rules of the
Health Professions Act and Council governance. Please keep an eye on your email for more information from
the ACAC about how to register and attend the AGM this year. 
 
As you enjoy summer, I hope you take the time to vote, renew and prepare to attend our �rst virtual AGM.
 
Regards, 
 


 
Dr. Todd Halowski
Registrar


Reminder about masking bylaws


As more cities implement indoor masking bylaws, we remind members to monitor and implement the
requirements of municipal bylaws in their communities.


Share your thoughts via ThoughtExchange


As we prepare for the anticipated second wave of COVID-19 and the recently announced plans for return to
school in the fall, the risks of having a COVID-19 exposure are broadening. In an e�ort to help chiropractors



https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636&WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf

https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636&WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf

https://albertachiro.com/renewal





5/19/2021 https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5294694.html?modified=1596550104058


https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5294694.html?modified=1596550104058 3/10


and their sta� prepare for how to manage these risks, we ask that you answer this question via
ThoughtExchange:
 


What scenarios of possible COVID-19 exposure are you concerned about handling and want guidance on from
the College?
 


Please list as many scenarios as possible, and we will work to provide clear guidance in how to respond and
manage.
 


The ThoughtExchange will close Friday, August 14 at 4 p.m.  


Share your thoughts


Renew your registration today 


Membership renewal is open and can be completed by clicking the orange "Renew your Registration" button
in your members' centre. Please do not use the green "Proceed to Pay" button at the bottom of your pro�le—
this will only process payment, not complete your renewal forms. 
 


By visiting the renewal webpage, you can �nd FAQ's and a step-by-step guide outlining all renewal
requirements, including:


deadlines
late fees/penalties
submission information
dues and fees chart 


Failure to complete renewal by September 30, 2020, will result in a $400 late fee. Your practice permit will be
suspended or cancelled, and this will result in an additional $300 reactivation fee.


See all renewal requirements


Thank you to the 40 per cent of our membership who has already
completed renewal.


 



https://my.thoughtexchange.com/398204655

https://albertachiro.com/ACAC/MembersCentre/ACAC/Profile/AccountPage.aspx

https://albertachiro.com/renewal

https://albertachiro.com/renewal
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Not planning to renew?


If you do not intend to renew your permit, you must change your status to non-practising by September 17,
2020. You can do this by requesting a change in status. Doing so will allow you to remain a member in-good-
standing and help prevent di�culties you might otherwise encounter in future attempts at licensure in Alberta
or elsewhere.
 


Processing your change in status can take up to 10 business days, so please keep this in mind when you
submit your application. 


How formal, informal and implied consent vary 


Obtaining informed consent from your patients prior to treatment is essential for ensuring they are informed
about their care. Having a conversation about the bene�ts and risks of treatment protects both you and your
patients. 
 


There are three types of consent: formal informed consent, informal informed consent and implied consent. 
 


Formal informed consent involves:


Discussing the diagnosis, proposed treatment and potential risks of treatment.
Addressing any questions or concerns from the patient. 


Formal informed consent must be obtained from every patient prior to any exam, diagnosis or
treatment taking place.



https://albertachiro.com/changing-member-status?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf
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Informal informed consent involves:


Ongoing communication during treatments.
Explaining where and why you will be touching a patient. 
Asking for permission to touch a patient and explaining what they may feel.  
Informal informed consent should be a daily, ongoing practice and must be documented in the clinical
record. 


Implied consent involves:


Assuming you have permission to touch a patient without asking.
Failing to explain a procedure before beginning treatment. 


Implied consent has no place in patient-focused care and should be avoided. 


A thorough treatment plan includes both formal and informal informed consent, whereas implied consent has
no place in practice. 
 


Please visit our website for more information on informed consent. 


Mandatory record-keeping course introduced 


Chiropractors attend several courses and seminars over the year in order to keep their skills sharp. However,
when it comes to professional development, record-keeping skills are often overlooked. From a liability point
of view, chiropractors who do not keep adequate records have a di�cult time defending their actions in civil
suits or regulatory complaints.
 


The ACAC evaluates record-keeping as part of the practice visit program. Every four years, members submit a
practice review package to their peers for review and comment on record-keeping and clinical decision
making. Due to diminishing record-keeping performance, the Continuing Competence (CC) committee made a
recommendation to Council that all Alberta chiropractors be required to complete a mandatory record-
keeping course. In March, Council approved that recommendation.
 


The ACAC has been working with CMCC to o�er a record-keeping course, which should be ready for registered
members in early Fall. This annual, mandatory course will be a condition of renewal.
 


In light of the �nancial impact COVID-19 has had, Council will cover the cost this year's training course. In
subsequent years, members will be required to pay to complete the record-keeping course annually.
Completion of the course will also earn each member 4 CC credits. By comparison, every other province
already participates in a mandatory record-keeping course.
 


Watch your email for the announcement of the o�cial introduction of the ACAC mandatory record-keeping
course.


Telehealth approved as a permanent modality



https://albertachiro.com/ACAC/Practice_Resources/Clinic_Resources/Informed_consent_forms.aspx

https://albertachiro.com/practice-reviews
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At the June Council meeting, Council motioned for Telehealth being a permanent modality for chiropractors.
Information about Telehealth requirements, eligibility and more can be found on our Telehealth webpage.
 


Canadian Chiropractic Guideline Initiative (CCGI) recently developed a list of best practices when treating
patients via Telehealth. This guide outlines the core elements of Telehealth, key considerations for delivery
and recommendations that can be given.


When is it okay to release patient information to an insurance
company?


Occasionally, members are asked by insurance companies to con�rm treatment dates for patients. It is your
responsibility to ensure a degree of due diligence when releasing patient information. There are two fail-safe
processes by which you can ensure you are releasing information responsibly:


1. By obtaining speci�c permission to release the requested information from the patient themselves. You
can do this through using a Consent to Release Patient Information form. 


2. Through responding to a court order that demands the release of speci�c information.


Under the Health Information Act (HIA), information in a patient’s �le may only be released by patient �le
custodians under the following circumstances:


at the direction or permission of the patient 
under the direction of a court order


It's important to understand that inquiries from insurance companies are generally requests. They do not
constitute patient permission to release information. This is di�erent from audits, where you are asked to
con�rm treatment dates.
 


In the case of audits, you may encounter two speci�c petitions from insurance companies:


1. A copy of documentation from the patient’s policy with a clause that states, “… policy holders agree to
billing audits …” or something similar. 


In this case, the insurance company must clearly prove: 


that the clause has been accepted by the patient 
The clause is part of the patient’s signed policy


Such proof and information is considered su�cient approval for the release of this limited information in the
audit process, as it satis�es the requirement for permission to release the requested billing information.


2. The insurance company asserts that: “… the patient has to check o� a box in the online billing process
indicating that they give their permission for the release of this limited kind of information for audit
purposes, and that this satis�es the requirement for permission to release information.” 


According to the O�ce of the Information and Privacy Commissioner (OIPC), a checkbox release is not
su�cient to allow custodians to release patient �le information. Members are advised to be cautious in
this area until resolution or legislative changes speci�cally address a checkbox release.



https://albertachiro.com/telehealth?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf

https://www.ccgi-research.com/telehealth

https://albertachiro.com/patient-files-charting?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf
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In all cases of an insurance company inquiry, we recommend you seek additional con�rmation of patient
acknowledgement or obtain speci�c patient permission prior to releasing any information. The ACAC does
provide a free HIA General Awareness Training course, worth two CC credits for members who would like to
brush up on their understanding of the HIA. If you have other questions about patient information �les, you
are welcome to contact the College.


Updated practice visit program


The Health Professions Act (HPA) mandates that the ACAC Council must establish a Continuing Competence
(CC) Committee as a condition of operation practice visits. Practice visits are an established tool to ensure
professional competence as the college ful�lls the mandate to protect the public. To ful�ll the practice visit
requirements of the HPA and, the ACAC has established an updated self-submission practice visit program.


Council candidate videos now available


The ACAC is pleased to present the 2020 Council election candidates: Drs. Kirsten Baxter, Helen Cox, Jason
Hollingsworth and Bronwen Stevens-Samuel. You can view their campaign videos and read their answers to
the member-submitted questions by clicking any of their photos below.


Dr. Kirsten Baxter


Dr. Helen Cox



https://albertachiro.com/ACAC/PracticeResources/Clinic_Resources/Netcare_and_HIA_training/ACAC/Practice_Resources/Clinic_Resources/Netcare_and_HIA_Training.aspx?hkey=8a635b85-840e-44d5-99d3-1643fe1f78a5

mailto:office@albertachiro.com

https://albertachiro.com/practice-reviews

https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636

https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636
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Dr. Jason Hollingsworth


Dr. Bronwen Stevens-Samuel


Learn more about Council elections and serving on Council.


Enroll in free online course bundle for CC credits


We are pleased to present "Alberta Chiropractic Support Program 63764," provided by the CMCC for free to
ACAC members. This eight-course online program was developed by CMCC Continuing Education, in
collaboration with the ACAC and is available until December 31, 2020. Credits earned from this course can
be applied towards your 2019-2021 CC requirements. 


Register for the online course


Discipline reporting


Member Name: Dr. Paul McConnell
Violations: ACAC Standards of Practice 6.0, 7.0, 5.1, 5.2 and 5.7, and ACAC Code of Ethics Articles A14 and A7. 
Finding: Resolved by Hearing Tribunal


Highlights:



https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636

https://albertachiro.com/ACAC/About/ACAC%20Council/2020_Council_candidates/ACAC/About/ACAC%20Council/2020_Council_candidates.aspx?hkey=c08d7c72-aa5b-4ed4-82c5-3fb568526636

https://albertachiro.com/elections?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf

https://albertachiro.com/ACAC/Practice_Resources/CMCC_online_course_bundle

https://albertachiro.com/discipline-decisions
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Upcoming laser registration renewal


Laser registration renewal is due September 30, 2020. Members a�ected will receive speci�c noti�cation
regarding requirements. 


Return to Practice feedback survey


We want to hear how implementation of the Return to Practice plan is going in your clinic. Please submit your
feedback to us using this survey.


New email for CC submissions


If you have earned a certi�cate of completion from an eligible CC seminar or from a mandatory Standard First
Aid with CPR-C/AED training, we strongly encourage you to forward it to the ACAC o�ce now. 
  
All certi�cates should include a visible ACAC seminar reference number, which can be found on our seminar
page. As a reminder, we now require you to add the seminar number to your certi�cate when you submit it. 
  
Submit certi�cates via:
Fax: 780-425-6583 
New email: certi�cates@albertachiro.com (must be attached as a PDF)
 
Certi�cates are normally processed within 10 business days. CC credits will appear in your pro�le once
processing is complete. 


Diagnostic image viewing


AHS will stop providing CDs of diagnostic images. In order to view these images, you will need Netcare access.
 
If you already have Netcare access, please stop requisitions for CDs and start to use the Netcare portal to view
all diagnostic images.
 
Visit our website to learn how to gain access to Netcare.


MVA and DTPR: Diagnostic and treatment protocols


Now is a good time to brush up on your knowledge in the processing and handling of MVA.


In light of COVID-19, please remember vaccination and immunization are not within the chiropractic scope of
practice.


 



https://www.surveymonkey.com/r/P6M6CRX

https://albertachiro.com/seminars

mailto:certificates@albertachiro.com

https://albertachiro.com/hia-training?WebsiteKey=584fe9a3-0eaf-4a88-8d96-1994b75daabf

https://albertachiro.com/mva-2
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The ACAC directs members to refer all patient questions, consultation and education regarding immunization
and vaccination to the appropriate public health authorities and/or health professional whose scope of


practice includes vaccination.
 


Click here for our position statement.


 
View the 2020/2021 members’ year at-a-glance calendar.


We continue to screen members’ web and social media for compliance with the Advertising Directive.
 


Please ensure you are regularly reviewing your website and social media accounts and removing any content in
contravention.


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583



https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/Position-Statement-Vaccination-and-Immunization%20%281%29.pdf

https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/20202021%20Members%20year%20at%20a%20glance.pdf

https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/ACAC%20Advertising%20Directive.pdf

https://pro-bee-beepro-messages.s3.amazonaws.com/443036/423016/822241/5294694.html?modified=1595946871780

https://www.facebook.com/AlbertaChiropractors/

https://twitter.com/AlbertaChiro

https://ca.linkedin.com/company/alberta-college-and-association-of-chiropractors
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NOTICE TO MEMBERS


Clinics allowed to stay open; mandatory masking in
Calgary and Edmonton among new COVID measures


announced by Government of Alberta
November 25, 2020


Dear Colleagues, 
 


The Alberta government declared a new State of Public Health Emergency and introduced sweeping new
measures to combat rising COVID-19 case numbers in the province. These new measures are e�ective
November 24, 2020, and will be re-assessed in three weeks’ time. All existing guidance and legal orders from
all levels of government also remains in place.
 


For chiropractors, the best news came with the announcement that, “Doctors and other regulated health
professional can continue to care for their patients in-person.”
 


Patients must be accepted by appointment only. Walk-in services are not permitted.
 


The ACAC had advocated for chiropractic clinics to stay open to help Albertans with their health and well-
being. We are pleased our advocacy e�orts were heeded by the government in its decision-making.
 


The Government has imposed a mandatory masking directive for all indoor workplaces in the Edmonton zone
and the Calgary zone. These AHS health zones include municipalities surrounding the two big cities.
 


There are several other new mandatory restrictions put in place, including changes related to schooling and
socializing. The full list is available on the Alberta government website.  
 


Clinics operating in AHS zones under enhanced status must comply with all restrictions identi�ed for that
region. This interactive map will help to determine what AHS health zone you are in.
 


Some municipalities have passed, and others may pass, local bylaws that have restrictions over and above
the provincial mandates and the ACAC COVID-19 Pandemic Practice Directive. As a health professional, it is
your obligation to be informed of, and to uphold, all restrictions, bylaws, or other decisions that impact your
clinic and the health and well-being of sta�, patients and visitors.


C-15
September 1, 2021
Hearing



https://www.albertachiro.com/

https://albertachiro.com/council

https://albertachiro.com/contact

https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2017/zones.html

https://www.alberta.ca/enhanced-public-health-measures.aspx

https://www.alberta.ca/maps/covid-19-status-map.htm#toc-1

https://d15k2d11r6t6rl.cloudfront.net/public/users/Integrators/BeeProAgency/443036_423016/ACAC%20COVID-19%20pandemic%20practice%20directive%20rev%2005-25-2020%20%286%29.pdf
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Not following mandatory restrictions could result in �nes of $1,000 per ticketed o�ence and up to $100,000
through the courts. In addition to provincial or civic enforcement, members who do not comply with the
orders may be referred to discipline with the College.
 


It is essential that all chiropractors stay vigilant as COVID surges. This protects both public health and public
trust.
 


The coronavirus information for clinics page on the ACAC website is being updated with this new information.
 


If you have questions, please contact the ACAC o�ce.
 


Sincerely, 


Sheila J. Steger
ACAC CEO


Dr. Todd Halowski
ACAC Registrar


View in browser


Alberta College and Association of Chiropractors 
11203 - 70 Street NW


Edmonton, AB, T5B 1T1
P 780.420.0932 | F 780.425.6583



https://www.albertachiro.com/covid

mailto:office@albertachiro.com
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