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There are fewer than 200 geriatri-
cians in Canada, but the esti-
mated need is over 600, a number

that is expected to skyrocket as the num-
ber of people over age 65 doubles in the
next 25 years.  Elderly baby boomers
“will just expect” complex medical needs
to be met, says Dr. Laura Diachun, a geri-
atrician at London, Ont.’s  Parkwood
Hospital and associate professor and
geriatric medicine program director at
the University of Western Ontario.

Diachun and her Parkwood col-
leagues have implemented several novel
approaches to stimulate interest in elder
care among medical students. At Spring
Galas young medical students escorted
seniors to formal dances. Medical
trainees have also golfed, bowled, played
cards, done aerobics and socialized with
seniors at Parkwood.

“We really try to make it a lively en-
deavour for [students] to link up with
older patients,” says Diachun. “Since
then, we’ve had a 10-fold increase in
the number of students doing an elec-
tive in geriatrics.” Many may eventually
choose family medicine or other areas
of practice, but exposure to the care of
older persons is invaluable.

“It needs to be clear to [medical stu-
dents] that unless they go into pediatrics,
they will spend 50% of their time work-

The College of Physicians and
Surgeons of Manitoba is circu-
lating draft guidelines for with-

drawing medical treatment in cases
where doctors and families clash over
whether to continue life support.

The guidelines, believed to be the
first of their kind in Canada, would
stipulate exactly what a physician must
do before withdrawing medical treat-
ment. The guidelines also clarify op-
tions for families who wish to continue
medical treatment against a doctor’s
recommendations.

“We felt there needed to be more of
an understanding by all parties involved
in making decisions in an end-of-life
case,” says Dr. Terry Babick, deputy reg-
istrar of the Manitoba college. “These
are very sensitive, difficult issues.”

The draft guidelines were, in part,
based on the findings of a 2003 report of
the Manitoba Law Reform Commission
that studied the legal implications of dis-
putes over the withdrawal of life support. 

A 12-page document outlining the
draft guidelines was provided to the
province’s physicians in June 2006 for
comment. The college does not have a
firm timetable for implementing the
guidelines.

Babick said despite the fact that al-
most all physicians face the possibility of
having to withdraw life support from a
patient, there are no consistent policies
outlining how a decision like that should
be reached and what must be done in ad-
vance to ensure the patients or their fam-
ilies are adequately consulted.

The guidelines state that physicians
can withdraw life-sustaining medical
treatment in cases where it is believed
the patients will not be able to meet a
minimum goal of recovering or main-
taining a “level of function that enables
the patient to achieve awareness of self
and environment and to experience
his/her own existence.”

In these cases, the guidelines state
the physician may determine that fur-
ther treatment is “not medically indi-
cated” because the patient does not have
a “realistic chance” of meeting the mini-
mum goal, or, that treatment is “not

ing with patients over the age of 65,”
says Diachun. “We have to show what’s
fantastic about caring for older people.”

“We need to be proactive as a soci-
ety,” she adds. 

“Geriatrics is totally sexy,” insists
Diachun. “It’s the intellectual challenge
of it. It’s the chance to put all the pieces
of the puzzle together for the family
that’s been to doctor after doctor after
doctor. To put it all together, to be a de-
tective, to be with people at their really
intimate moments, to really make a dif-
ference ... to have tremendous job satis-
faction. I think those are the things that
make it sexy.”

Diachun recently coauthored Improv-
ing Recruitment into Geriatric Medicine
in Canada (J Am Geriatr Soc 2006;54:
1453-62). The report contains 6 recom-
mendations, including considering feed-
back from both the “converted” (i.e.,
geriatric medicine trainees and geriatri-
cians) and “not-yet converted” (residents
and medical students); implementing
and integrating local, provincial and na-
tional mentorship programs; imple-
menting advocacy, recruitment and 
incentive campaigns to increase at-
tractiveness of geriatric medicine as a ca-
reer choice; decreasing duration of geri-
atric medicine training and increasing
training opportunities in geriatric medi-
cine to international medical graduates.
— Lynne Swanson, London, Ont.
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Geriatrics: the “sexy” 

specialty

Medical students, such as Jackie Nelson, are encouraged to socialize with seniors.
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Manitoba physicians 

consider DNR guidelines
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medically appropriate,” in that the pa-
tient may be able to meet the minimum
goal, but their chances are poor and
“there will be significant negative med-
ical effects on the patient, including, but
not limited to, pain and suffering.”

If, after determining treatment is
not medically indicated, a patient or
family may ask that treatment continue
and the physician would be asked to
get a second opinion. If that second
opinion indicates medical treatment is
indicated, the original physician would
have to continue treating the patient, or
find another physician who will pro-
vide that care.

The guidelines also recommend pa-
tients or their families be given at least
4 days’ notice prior to any final decision
to withdraw medical treatment. Pa-
tients and their families are, at all
times, entitled to seek out a physician
who will provide care.

“The college is making every effort
to be thoughtful in this process and see
everyone’s point of view,” says Babick.
“But at the end of the day, there needs
to be a process that everyone can work
with. And we have to remember, these
are decisions where often there is no
right answer.” — Dan Lett, Winnipeg
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that have accounted for most of the po-
lio cases in India over the last few years
(Science 2006;314:1150-3).  

These same factors facilitate the
transmission of other infectious dis-
eases that interfere with the efficacy of
the oral polio vaccine, says Grassly.
“New strategies based on the use of
monovalent vaccine, which is more effi-
cacious, have the potential to now finish
the job and eradicate polio from India.”
— Dr. Sanjit Bagchi, West Bengal, India
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of polio eradication experts, says “vir-
tually 100% coverage is necessary —
not simply with 3 but some 10 or even
more [doses] in places with very high
force of wild virus transmission.”

India deploys 2 types of vaccines in
its battle against polio: the standard
trivalent vaccine, which works against
all 3 strains of poliovirus; and, since
2005, a monovalent vaccine for specific
protection against the most prevalent
type 1 poliovirus. However, despite the
use of monovalent vaccine since 2005,
the number of cases has not decreased.
Of the 597 reported cases last year, 18
were type 3 and the rest were type 1.

Nicholas Grassly, a researcher at the
Imperial College, London, UK, says “It
appears that this unfortunate increase
[in polio cases] resulted from an in-
crease in mid-2005 of the number of
houses ‘missed’ by the pulse polio pro-
gram in western Uttar Pradesh.”

Missed houses include those where
the children were absent, vaccination
was refused or it was reported that the
child had received vaccine despite evi-
dence to the contrary.

India’s 2006 campaign emphasized
logistics, according to Bari, including
meticulous plans, thorough training of
vaccinators, availability of vaccine and
funds, deployment of necessary super-
visory personnel and a full information
campaign throughout the community.

Despite the surge in cases, the strat-
egy seems to be succeeding. “The [pulse
polio] program has seen significant im-
provements over [2005], and the num-
ber of missed houses is at an all time
low,” says Grassly. 

He adds that the major challenge now
is to ensure that children receive the new
monovalent vaccine early enough in their
life, which requires frequent vaccination
rounds, and that missed children don’t
remain missed.  “If this can be achieved,
then we should not see polio in India af-
ter 2008,” he comments. 

While vaccination is vital, there are
also systemic factors potentially feed-
ing the prevalence rate of the virus.
Grassly and coworkers recently studied
96 421 polio-affected Indian children,
which suggests that high population
density and poor sanitation are key fac-
tors for the transmission of poliovirus
in Uttar Pradesh and Bihar, the states

Despite a nearly 10-fold surge
in the incidence of polio in
India over the past 2 years, re-

searchers are optimistic it can be elim-
inated in that country by 2008. 

In 2006, India had 597 reported polio
cases (as of Dec. 18), up from 66 the year
before, which was the lowest recorded
rate ever, says Sona Bari, spokesperson
for the Polio Eradication Initiative at the
World Health Organization. 

The increase in polio cases may be
due to a decrease in the vaccine cover-
age. In 2005, 93% households were
vaccinated in India’s campaign against
polio, but in January 2006, the coverage
was 89%. T. Jacob John, a member of
India Expert Advisory Group, a group

Polio eradication 

setback in India

The incidence of polio is on the rise
again in India.

Global Fund pulls grants from

mismanaging countries

Due to the mismanagement
and theft of earlier grants, the
Global Fund to Fight Malaria,

Tuberculosis and HIV/AIDS (GF) has
rejected grant applications from a
number of African countries, includ-
ing some that are among the worst hit
by HIV/AIDS. 

Affected countries, including Kenya,
Uganda, Togo, Zimbabwe, Namibia
and Tanzania, say the grant freeze will
badly affect their HIV/AIDS control pro-
grams. Since its inception in 2001, the
GF has helped provide antiretroviral
treatment to 600 000 HIV/AIDS pa-
tients; the new financing over 5 years
will support about 200 000. 

The GF, a  partnership among gov-
ernments, civil society, the private sector
and affected communities to support
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