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EXPERT REPORT FOR SOUTH AFRICA

Qualifications

Dr Ellen Wiebe

1. Dr Ellen Wiebe is a licensed physician practicing in Canada since 1976. She
graduated from the University of British Columbia in 1975 and practiced as a
general practitioner. Since 2016, she has assessed over 860 people for medical
assistance in dying (MAID) and has provided MAID for over 480 people. She has
published over 20 peer-reviewed research papers about MAID. She was a
founding member of the Canadian Association of MAID Assessors and Providers
(CAMAP) and was lead author of five guideline documents published on the

CAMAP website. Litps://camancanadaca/. She is a member of the Clinical

Advisory Committee for Dying with Dignity Canada.

Dr Stefanie Green

2. Dr Stefanie Green is a licensed physician practicing in Canada since 1995. She
spent 10 years in general practice and another 12 years working exclusively in
maternity and newborn care before changing her clinical focus in 2016 to medical
assistance in dying (MAID). Dr. Green is the Founding President of the Canadian
Association of MAID Assessors and Providers (CAMAP) and has worked in
teaching, research, curriculum and guideline development. She is a medical
advisor to the British Columbia Ministry of Health MAID oversight committee,
moderator of CAMAP’s national online community of practice, and has hosted
several national conferences on the topic. She is clinical faculty at the University
of British Columbia and the University of Victoria, and she is the author of the
internationally bestselling book This Is Assisted Dying- a doctor’s story of

empowering patients at the end of life, which is currently available in 7 countries

and 4 languages.
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Instruction

We have been instructed by Adams & Adams on behalf of DignitySA to address a

few questions on the position of medical assistance in dying in Canada.

Questions and responses

“What is the legal and practical position with respect to assisted dying in Canada?”

Assisted dying became possible in Canada not through voter demand or
government will, but through a constitutional court challenge based on the
Canadian Charter of Rights and Freedoms (1). The Canadian Supreme Court
unanimously determined, in 2015, that the previous blanket prohibition of assisted
dying was unconstitutional. It determined that if a clinician provided an assisted
death to a competent adult who was suffering intolerably from a grievous and
irremediable condition, it would not be a criminal act. This decision was federally
applicable, throughout all of Canada, and is considered a patient-centered, rights-

based issue.

In response to this Court decision, the federal government legislated the details of
how this care must be provided and includes rigorous eligibility criteria and robust

safeguards (2)(3). Failing to follow these requirements carries significant criminal

penalty.



6. Although assisted dying legislation is federally applicable, health care is
administered and delivered provincially/territorially in Canada, so variations do
exist in how assisted dying is practically delivered in various jurisdictions (i.e.,
differing levels of support and care coordination, different forms and paperwork).
Oversight of assisted dying is also provincially/territorially determined. Each
province/territory also has its own professional standards of practice, determined
by the licensing authority of the region, which clinicians must adhere to. Some
provinces, but not all, also have provincial law regarding the implementation and
practice of assisted dying. All of this has led to a lack of standardization across the

country with respect to certain details, such as training requirements and oversight

structure.

7. Regardless of these differing details, every request for assisted dying in Canada
and every assisted dying procedure must be reported and monitored nationally.

This data, along with more detail, is published in an annual report. (4)

“What are the safeguards and mechanisms in place to guard against abuse? Have these been
successful?”

8. Assisted dying in Canada has a federally mandated process with required
eligibility criteria and a number of procedural safeguards, which if not upheld,
carries a criminal liability of up to 14 years in prison. Safeguards are robust and

are as follows (3):

8.1. two independent medical or nurse practitioners must be of the opinion that

the person meets the eligibility criteria
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8.2.

8.3.

8.4.

8.5.

8.6.

9.1.

9.2.

the request for MAID must be signed and dated before an independent
witness after the person has been told they have a grievous and irremediable

medical condition

the person must give informed consent to receive MAID after having been
informed of the means that are available to relieve their suffering, including

palliative care

the person must be informed that they may, at any time and in any manner,

withdraw their request for MAID

immediately prior to receiving MAID, the person is given an opportunity to
withdraw their request, and the clinician ensures the person gives express

consent to MAID at that time

if the person has difficulty communicating, all necessary measures must be
taken to provide a reliable means by which the person may understand the

information that is provided to them and communicate their decision

If the person’s natural death is not reasonably foreseeable, additional safeguards

are also required to be satisfied, and they are as follows:

if neither of the two assessing clinicians has expertise in the condition
causing the person’s suffering, one of them must consult with a physician or
nurse practitioner with that expertise and share the results of the

consultation ;

the person must be informed about the means available to relieve their
suffering (including, where appropriate, counselling services, mental health

and disability support services, community services, and palliative care);




10.

I1.

12.

9.3.

9.4.

9.5.

the person must be offered consultations with relevant professionals who
provide counselling services, mental health and disability support services,

community services, and palliative care;

both clinicians must discuss with the person the reasonable and available
means to relieve the person’s suffering and agree that the person has given

serious consideration to those means;

a minimum of 90 clear days pass between the day on which the first
assessment of eligibility begins and the day MAID is provided. (An
exception exists if the assessments have both been completed and both
clinicians are of the opinion that loss of capacity is imminent, in which case

any shorter period the provider considers appropriate is allowed).

In addition to these required safeguards, there exists federally mandated
monitoring and reporting of every request for MAID and every procedure to help

inform a publicly available annual report.

Regional oversight processes also exist, with some significant variation, but data
to date suggest that over 90% of all cases have been individually reviewed (5).
And regional licensing bodies/regulators produce and enforce professional
standards of practice (6)(7). Public complaints are possible and have occurred. To
date, in over fifty thousand MAID procedures, there has been no criminal charge

of any clinician for abuse of practice.

Although not official, the Canadian Association of MAID Assessors and
Providers, a national professional association that supports the diversity of

professionals involved in delivering this care, promotes ongoing education (case-
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sharing, online symposia, national conferences, training workshops), guidance
documents of the highest standards of practice, and a national community of
practice (8). These clinician-led initiatives also promote a high level of care and

diminish the likelihood of abuses and has been invaluable.

13. In summary, subject-matter experts have taken a lead on ongoing education and
guidance of practice, regional licensing bodies have developed and enforce
professional standards of practice, some provinces have written and passed
enforced provincial legislation on various elements of practice, and the majority
of MAID requests and procedures are overseen for veracity at a regional level.
Every request and every procedure are mandated, by federal law, to be federally
reported and monitored with resulting data publicly published and available for

review and transparency.

“Has there been any evidence of abuse of medical assistance of dying to the detriment of
vulnerable persons, with reference to the annual reports that have been published?”

14. The Annual Reports from Health Canada have not published any evidence of
abuse by assisted dying providers. The provinces each handle oversight of assisted
dying differently and these oversight bodies review cases to deal with both major
infractions, such as a lack of meeting eligibility requirements, and minor
infractions, such as incorrectly completed forms. The oversight authorities refer
any serious infractions to the provincial licensing bodies (ex-College of
Physicians and Surgeons) and/or law enforcement. The provincial licensing bodies
publish reports of members who have had their licenses suspended or revoked due
to unprofessional practice (9); there have been none struck off the register for their

work in assisted dying. The criminal system is federal and there have been no

trials of assisted dying practitioners.



What has been the effect of the legalization of assisted dving on palliative care use and

funding?

15.

15.1.

15.2.

15.3.

15.4.

15.5.

Since 2016, palliative care has arguably enjoyed the greatest increase in utilization
in Canadian history with significant new investment in palliative care by our

government. A few examples:

the federal government gave $3 billion to home care as part of the new
health accords in 2016, which would have been a big boon to home-based

palliative care (10);

in 2023 the federal government gave $2.1 billion to the Canadian Home
Care Association (CHCA) to improve the quality of home-based palliative

care (11);

Health Canada gave the Pan-Canadian Palliative Care Research
Collaborative $2.5 million in 2023 for advancing research and building

research capacity (12);

the Alberta government gave several million dollars in funding in 2020 to

the Palliative Care Institute at Covenant Health to work on advance care

planning (13);

there has been an unprecedented increase in palliative care staffing levels in
most parts of the country, (i) in one Ottawa hospital, the palliative care
division has more than doubled in size since 2018 (14) (ii) In Ontario, our
largest province, the number of community hospice beds has essentially

doubled since 2016 (15);
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15.6. overall, over the past 8 years in Canada, coincidental with the rise in MAID,
the number of people receiving palliative care has increased, and the number

of people dying at home with palliative care has also increased (16).

“Who accesses medical assistance in dving and what are reasons that patients seek medical

assistance_in _dying? Can _any correlations be drawn between requests for assisted dving and

the demographics, socio- economic or education level of the person seeking assisted dying? If

so, what is the correlation?”

16. The majority of the 15343 persons receiving MAID in 2023 had cancer (61.5%)
reported as a main underlying condition, followed by cardiovascular, neurological
and respiratory conditions (4). The most common source of suffering reported was
loss of ability to engage in meaningful activities conditions, followed by loss of
ability to perform activities of daily living and loss of dignity, with inadequate
symptom control less common. Most people receiving MAID were over 65 years
(86.2% of Track 1 and 76.5% of Track 2). The government does not require
reporting about socio-economic or education levels, so we use data from various
research studies. Several studies reported different rates of assisted dying from
different jurisdictions and found that the highest rates were in areas with more

wealthy, predominantly white, more highly educated populations.

17. Recently released reports from the Death Review Committee of the Office of the
Ontario Coroner show that MAID recipients are in fact substantially less
marginalized than people who die without MAID, and that those who die with
MAID under track 2 (those whose death is not reasonably foreseeable) are no

more marginalized than people who die naturally or with chronic illness. (18)(19)



“What is your assessment of how assisted dying has been implemented in Canada? Please set

out the noteworthy successes, failures and/or lessons learnt from medical assistance in dving

in Canada that would be useful for South Africa to know as it embarks on this journey.”

18. Canada took a bold but measured step in permitting assisted dying.

19. Since inception, there has been a steady annual increase in the number of people
accessing and receiving this care (4). This is understandable and was fully
expected as the public slowly became aware of the new law and new possibilities,
as regional infrastructures to support referrals, assessments and procedures were
developed and put into place, and as more clinicians became aware of and
interested in and trained for getting involved. Our rising annual number of deaths
attributed to assisted dying (4.1%) remains lower than in countries with

comparable law (Netherlands- 5.5% of annual deaths).

20. Levels of public support for assisted dying have remained very strong: from the
years prior to Canada’s change in law to allow MAID (20), throughout the first 5
years after the law was implemented (21), and continuing every year since the law

was amended in 2021 (22).

21. The mandating of federal reporting on every request and every procedure has
allowed publication of a publicly available annual report on MAID. Ongoing
debate exists about whether the data collected is sufficient for properly assessing
the success or failure of the program. 6 years after beginning, new data began
being collected to help better understand the personal and socioeconomic

determinants of health of those receiving MAID (4).

22. Data has been reassuring that access to palliative care was available to 96% of all

those who had an assisted death, and nearly 80% were receiving palliative care at
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23.

24.

25.

the time of their assisted death (17). Coincidental to the implementation and rise
of assisted dying, funding for palliative care research has grown (11)(12)(13), the
number of people receiving palliative care in Canada has grown (16), the number
of people receiving palliative care at home has grown (16), and there has been an

increase in palliative care staffing levels.

The clinician-led advent of the Canadian Association of MAID Assessors and
Providers (CAMAP) has played a pivotal role in providing support for the
professionals engaged in this work, offering ongoing educational opportunities,
encouraging the highest of clinical practice guidance, and creating a group of
subject-matter experts who may consult locally, provincially or federally to inform
stakeholders and governments on the work itself(8)- what is working, what is not,

and what clinicians, patients and families are experiencing.

There is, in Canada, a variation in approach to care across the country. The
variation in provincial governments, who are responsible for administration and
delivery of health care, has seemed to lead to a variation in coordination of care
efforts, levels of support for both clinicians and patients/families, training
opportunities for clinicians, regional paperwork/administration requirements, and
oversight processes. The development and launch of the Canadian MAID
Curriculum (23) by CAMAP has helped standardize the clinical approach to
asséssment and delivery of MAID by clinicians across the country, but cannot

address provincial variations in overall levels of support and coordination of

program delivery.

There was a notable delay in developing sufficient regional supports for patients
and families going through this process and to update and offer appropriate

bereavement resources. Some of this has now been addressed by the arrival of at
10| Fage
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least 2 new national not-for profit societies (24)(25) along with the slower

development of local resources.

26. A federally mandated review of MAID after 5 years (delayed but done) gave an
opportunity for a large number of stakeholders to provide feedback to the
government and a list of recommendations for moving forward (26). An earlier
court-mandated amendment to federal law allowed the opportunity for
government to seek consultations prior to the mandated review, and the need to

adapt and alter some initial safeguards was heard and implemented.

“How is conscientious objection handled in Canada? In particular, may medical professionals

conscientiously object to providing, or assisting in providing, medical assistance in dying and,

if so, do they have any referral or other duties? ”

27. Conscientious objection by a clinician is explicitly recognized and permitted by
federal legislation- no one can be compelled to take part in administering or
providing assisted dying (2). To date, it remains unclear if a brick-and-mortar

facility can conscientiously object and abstain from providing this service.

28. Most provinces require that clinicians provide an “effective referral” (6)(7). That
is defined as advising patients that other practitioners may be available to see
them as well as a referral to an agency or clinician that can give the appropriate
information and arrange for an assessment. For example, a clinician can refer to a

MAID coordination service or to another clinician who does eligibility

assessments.

“What _are your views on_the legal alternatives to assisted dying — conventional suicide,

withdrawing or_withholding of life-sustaining treatment or artificial feeding, voluntary

LT W

starvation?”



29.

30.

31.

32.

Suicide: Both the research studies we have done in Canada and our clinical
experience with our patients show that 1) suicide is seen as uncertain and risky
while assisted dying is certain, 2) suicide is often violent and impulsive while
assisted dying is peaceful and planned, 3) suicide must be done alone to protect
loved ones while assisted dying can be in the presence of loved ones, 4) suicide
is shameful and hidden while assisted dying is acceptable to many (not all) loved
ones, 5) with suicide, the police must be called, while with assisted dying, the
funeral home can pick up the body directly. Many of our patients have

contemplated or even unsuccessfully tried suicide and have rejected it.

In Canada, rates of suicide were slowly rising until 2015. Since then, and

particularly as assisted dying numbers have climbed, suicide rates have fallen.

Withdrawing or withholding of life-sustaining treatment: These are part of some
peoples’ advanced directives and only for when they are unable to make decisions
for themselves. A substitute decision maker makes those decisions. When a person
can make their own decisions, they can refuse any treatment. For example, a
person who is dependent on kidney dialysis, may stop dialysis and die slowly of
kidney failure. The same person could stay on dialysis to prevent symptoms of
kidney failure and then receive MAID at a time of their choosing when they still

are well enough to say goodbye to their loved ones.

Voluntary stopping eating and drinking (VSED): depending on the condition of
the person, 7-14 days of no liquids and no foods are required in order to die. Most
people experience severe thirst in the first 5 days. The only way to do this

comfortably is to be deeply sedated. Assisted dying is much faster and involves

much less suffering.



“In_your opinion, should there be any difference between the assessment of capacity in the
b . " . ical . in dvine?”
above circumstances and the assessment of capacity for purposes of medical assistance in ying:

33. There are clear standards for doctors to assess a person’s decision-making
capacity, and there are clear elements that are required in order to provide an

informed consent to any medical procedure. These are as follows:

33.1. They have an ability to understand relevant information including their

diagnosis, prognosis and treatment options

33.2. They have an ability to appreciate the consequences of accepting or

rejecting proposed treatments

33.3. In order to provide informed consent, the person must have the ability to

communicate a choice and a rationale for this choice

“Is palliative care a true alternative to medical assistance in dying?”

34. There is a false narrative that better access to palliative care would prevent the
need for assisted dying. But we know, in Canada, from both published annual
national reports and published provisional data, that 96% of people receiving

MAID have access to palliative care and 78% are receiving it at the time of their

death (4).

35. We also know that cancer is by far the most common illness for those who access
assisted dying. We know that, compared to those with other diagnoses, those with
cancer will get better access to palliative care (in Ontario they are twice as likely),
earlier access (median is 3 months before death vs 3 weeks before death), and

likely of better quality (4 times as likely to receive palliative care at home). If you
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36.

37.

believe better access to palliative care would reduce the incidence of assisted
dying, you expect a dramatically lower incidence of assisted dying in the group
that is getting better palliative care. But in fact, you see exactly the opposite in the
data. Higher numbers of people with cancer are asking for and receiving an

assisted death than any other group.

You simply cannot conclude that assisted dying is being driven to any degree by

lack of access to palliative care.

Palliative care, an approach to care which can be offered by most clinicians, can
relieve symptoms, such as pain and vomiting, in about 95% of cases by using
medication, palliative radiation, nerve blocks and other medical treatments. This
leaves about 5% of patients requiring referral to specialized palliative care
services due to ongoing symptoms and suffering. Other forms of suffering, such as
existential suffering, can often be addressed by legacy work and dignity therapy
but is generally not adequately treated. No approach can treat the increasing
weakness that leaves people unable to do the things that gave their lives joy and
meaning, and this is what leads many people to ask for an assisted death.
Palliative sedation, sometime cited as an alternative to assisted dying, is an
unregulated, un-monitored intervention usually decided upon by the medical team
(as opposed to a competent adult, for themselves) and is not available to everyone
who might wish it. In addition, many people do not like to imagine themselves

unconscious for the last days or weeks of life and don’t want their loved ones to

witness this.



“How can, or do, palliative care services and assisted dying work together in practice? How has this

been done in Canada?”

38. At the beginning, there were only a few palliative care physicians, palliative care
hospital units and hospices that worked in a collaborative manner with assisted
dying clinicians. National organizations of palliative care practitioners insisted
that there should be a clear separation. Over the years, this has improved, with
more and more clinicians working together to give patients and their families a

seamless transition of end-of-life care.

39. The number of palliative care physicians involved in MAID has steadily climbed
since 2016: at last survey, 16% of the clinician members of the Canadian
Association MAID Assessors and Providers are self-identified palliative care
practitioners; in Ontario, almost 10% of all assisted dying cases are now

performed by a palliative care practitioner. (unpublished data)

“Insofar as the three to five most “common” terminal illnesses that result in patients seeking

medical assistance in dying are concerned, please describe, to the extent that it falls within your

. expertise.”

40. Stage 4 cancer: Each person and each cancer are different, but by the time a cancer
has metastasized widely, the person is usually considered to be terminally ill. Their
symptoms usually include pain, nausea, weight loss and weakness. The pain and
nausea can usually be controlled by medications (about 95% of the time). Nutrition
can be supported with supplements, but they can expect to become weaker and
weaker and eventually bedridden. They often find that life is no longer worth

prolonging since they cannot do anything that used to give them meaning and joy.



41.

42.

Motor Neuron Disease (Amyotrophic Lateral Sclerosis): This is a neurological
disease with a 2-4-year prognosis after diagnosis. During that time, the person loses
motor function until they can no longer care for themselves, no longer walk or talk
or eat. Death usually occurs from sepsis once they are too weak to fight off
infections. Painful muscle spasms can be treated, feeding tubes can be inserted to
maintain nutrition, breathing can be supported with machines, electronic means of
communicating can help, but people often feel that living in bed, dependent on

machines, is not an acceptable quality of life.

End stage chronic obstructive pulmonary disease (COPD): This starts with chronic
bronchitis until so much lung is damaged, that they cannot maintain oxygenation.
They usually have painful coughing, are severely short of breath, (even on
oxygen) and cannot do their normal activities. Oxygen and medications help, but
low oxygen saturation and the medications to help with the cough, pain, and
shortness of breath usually interfere with cognition. Commonly, people find the
sensation of not getting enough oxygen to be terrifying, unless they are well-

medicated.

“Do vou consider there to be a conflict between your ethical and professional duties as a

medical professional and providing medical assistance in dying? Please explain your answer.”

43.

44.

We see no conflict.

As physicians, we help people diagnose problems. When possible, we help fight
illness. If given the opportunity, we help prevent illness and promote wellness.
And just as often, when there is nothing more to “do,” we try to stay present,
provide a listening ear, and answer questions as best we can. As the expression

goes, we cure sometimes, we care often, and we comfort always. A clinician is

meant to help people.
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45.

The work that surrounds assisted dying fits well within these professional
obligations. We hear people’s stories, we act as a clinical resource, we explore
and inform them of their options, and we aim to empower them to make their
own best decisions. We strive to provide patient-centered care at the end-of-life,
so that people have choices about their living and their dying. In our provisions,

we aim to help their dying to be as comfortable as possible.

“To the extent that you are of the view that there is anvthing further which falls within vour

expertise that in your view ought to be addressed in your expert report, please do so.”

46.

47.

The most therapeutic thing we do in this work is empower people with choice. We
have witnessed countless patients transform with the knowledge of the possibility an
assisted death. Once informed they are eligible, people stop focusing on the fear of

how they will die and start focusing instead on how they wish to live the time they

have remaining.

Legalized assisted dying not only reduces suffering at the end of life for those people who
choose it. Even more people benefit by knowing it is available, if they should ever find

that their suffering becomes unbearable.
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1. https://decisions.scc-csc.ca/sce-csc/sce-csc/en/item/1463 7/index.do

2. http://eoldev.law.dal.ca/wp-content/uploads/2016/07/Bill-C-14-Roval-Assent.pdf

3. https://www.parl.ca/DocumentViewer/en/43-2/bill/C-7/roval-assent

4. https://www.canada.ca/en/health-canada/services/publications/health-system-services/
annual-report-medical-assistance-dying-2023.html#a3

5. Every case is reviewed in British Columbia, Ontario and Quebec, representing the majority of
MAID performed in Canada. Only Quebec publishes an annual report https://

csfv.gouv.ac.ca/en/nublications

6. examples form British Columbia: https://www.cpnsbe.ca/files/pdf/PSG-Medical-

Assistance-in-Dving.pdf

7. and Ontario https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Medical-

Assistance-in-Dving

8. camapcanada.ca

9. example from, Ontario https://opsdt.ca/hearings/outcomes

10.

11. https://www.canada.ca/en/public-health/news/2023/09/government-of-canada-

announces-more-than-21-million-to-improve-home-based-palliative-care.html

12. https://peperc.ca/mew-funding-to-a-nan-canadian-research-network-supports-auality-

palliative-care-across-the-countrv/

13. https://www.alberta.ca/palliative-and-end-of-life-care-engagement
14. as per Division Head Dr James Downar (2024)

15. https://www.auditor.on.ca/en/content/annualreports/arreports/en 14/308en14.pdf compared to

https://news.ontario.ca/en/release/1005056/ontario-expanding-access-to-palliative-care

16. https://www.cihi.ca/sites/default/files/document/access-to-palliative-care-in-canada-2023-
report-en.pdf (See appendix D on page 28)

17. httos://www.canada.ca/en/health-canada/services/publications/health-svstem-services/

annual-report-medical-assistance-dving-2022 html

18. https://arpacanada.ca/ontario-maid-death-review-committee-reports-2024/
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19.https://valuejudgments.substack.com/p/the-ontario-chief-coroners-reports

20. https://www.ipsos.com/en-ca/most-84-canadians-believe-doctor-should-be-able-

assist-someone-who-terminally-ill-and-suffering

21. https://www.ipsos.com/en-ca/news-polls/Attitudes_Towards MAID-2020-02-06

22. https://www.dyingwithdignity.ca/wp-content/uploads/2023/03/DWDCanada-Final-

Report June-30-2023 . pdf

23. https://camapcanada.ca/curriculum/

24. bridgeCl4.org

25. https://maidfamilvsupport.ca/

26. https://www.parl.ca/DocumentViewer/en/44-1/AMAD/report-2/
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14. https://www.ipsos.com/en-ca/most-84-canadians-believe-doctor-should-be-able-

assist-someone-who-terminally-ill-and-suffering

15. https://www.ipsos.com/en-ca/news-polls/Attitudes Towards MAID-2020-02-06

16. https://www.dvingwithdignity.ca/wp-content/uploads/2023/03/DWDCanada-

Final-Report June-30-2023.pdf

17. https://camapcanada.ca/curriculum/

18. bridgeC14.org

19. https://maidfamilysupport.ca/

20. https://www.parl.ca/DocumentViewer/en/44-1/AMAD/report-2/
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UNIVERSITY OF BRITISH COLUMBIA

CURRICULUM VITAE
March 19, 2026

1. SURNAME: WIEBE FIRST NAME: Ellen MIDDLE NAME: Ruth
2. DEPARTMENT: Family practice

3. FACULTY: Medicine

4. PRESENT RANK: Clinical Professor SINCE: 2000

5. POST-SECONDARY EDUCATION:

University or Institution Degree Subject Dates
Trinity Western - Science 1968-9
UBC - " 1969-71
" MD Medicine 1971-75
College of Physicians & Surgeons BC licence | " 1976
College of Family Physicians CCFP " 1981

" FCFP " 1987

6. EMPLOYMENT RECORD

Self-employed in full-time family practice in Vancouver 1976 to 2006. Currently owner and medical
director of Willow Women's Clinic and staff physician at Everywoman’s Health Centre.

7. LEAVES OF ABSENCE

Maternity leaves: March - April 1975, December 1980 to January 1981, August to December 1986.



8. TEACHING

Medical school undergraduates - third and fourth year students in family practice electives in the
office

- third year students seminar "Care of sexual assault victims"

Residents in Family Practice and - seminars on care of sexual assault victims and abortion care

Gynaecology -- electives in the office

Continuing Medical Education - giving lectures on "Sexual assauit and abuse" in 42 hospitals
around BC

- lectures in the annual courses held by the Sexual Assault
Service and the department of Family Practice at Women's
Hospital.

- lectures on medical abortion/spontaneous abortion/medical
management of ectopic pregnancy for the Obstetrical and
Gynecology Updates.

9. SCHOLARLY AND PROFESSIONAL ACTIVITIES

Grants:
Agency Subject COMP |§ Year Principal Co-Investigator
Investigator
Vancouver Back pain in yes 27,000 1989 James White Ellen Wiebe
Foundation pregnancy
" Pain control in " 38,000 1993 Elien Wiebe -
abortion
" Drug induced " 43,000 1995 Ellen Wiebe -
abortion
BC gov't Sexual Assault " 15,000 1993 Ellen Wiebe -Susan Comay
2



uUBC sexual assault, " summer 1990 Ellen Wiebe -
spontaneous student 1998
abortions

College of spontaneous $3000 1997 Ellen Wiebe Patti Janssen

Family abortions

Physicians

Department of | spontaneous $3000 1997 Ellen Wiebe Patti Janssen

family practice | abortions

BCWH

Pfizer spontaneous $10,000 1997 Ellen Wiebe

NAPCRG abortions (US)

MRC mifepristone $3000 1997 Ellen Wiebe

Wyeth depression in $13,000 1998 Ellen Wiebe Jane Gariand
medical students

Dept of Family | Fentanylin $1600 1998 Mollie Rawling Ellen Wiebe

Practice VGH | abortion

Department of | prevention of $3000 1999 Ellen Wiebe Jane Garland

family practice | depression in

BCWH adolescents

UBC O/Cs in Chinese $2700 2000 Ellen Wiebe Jessica Chan
Canadians

BC Gov't Methotrexate vs $52,000 2000 Ellen Wiebe Sheila Dunn, Edith
mifepristone for Guilbert, Francis
abortion Jacot
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Population Oral vs vaginal $80,000 2001 Ellen Wiebe Sheila Dunn, Edith
Council misoprostol + Guilbert, Francis
mifepristone for Jacot, Lisa Lugtig
abortion
VGH Dept of Chinese $2336 2001 Ellen Wiebe Iris Fung
Family Canadian
Practice women'’s
perception of
birth control
VGH Dept of prevention of $2025 2001 Ellen Wiebe
Family depression in
Practice medical students
VGH Dept of anemia in early $2700 2002 Ellen Wiebe Konia Trouton
Family pregnancy
Practice
University of anxiety in $5000 2002 Ellen Wiebe Konia Trouton
Rochester abortion
College of FP | CBT for FPs $3000 2002 Ellen Wiebe Michelle Greiver
North York CBT for FPs $4540 2002 Elien Wiebe Michelle Greiver
General
Hospital
IBIS (Boston) | buccal vs vaginal $5000 2002 Ellen Wiebe Konia Trouton
misoprostol
VGH Dept of Attitudes to $2300 2003 Ellen Wiebe Konia Trouton
Family abortion in
Practice women
presenting for
abortion
4
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Vancouver Community $150,000 | 2004- | Ellen Wiehe Konia Trouton
Foundation based clinical 2006

investigator
VGH Dept of Contraception in $3000 2004 Ellen Wiebe
Family Korean women
Practice
IBIS Comparing $18,000 2005 Ellen Wiebe Konia Trouton
reproductive methotrexate
health followed by

misoprostol to

misoprostol alone for

early abortion
VGH Dept of ABORTION AND $6400 2005 Ellen Wiebe
Family RELATIONSHIPS

P Experience with IUD

Practice use in women who

have never had

children
UBC Dean’s What women want $3750 2006 Ellen Wiebe
Office from‘ abortion

semvices in

Vancouver
ISAF Quinicrine $35,000 2006 Ellen Wiebe

sterilization
VGH Dept of Contraceptive failure $2500 2007 Ellen Wiebe
Family
Practice
Vancouver Community $75,000 2007- | Ellen Wiebe
Foundation based clinical 2010

investigator
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VGH Dept of Sexual and mood $5000 2009 Ellen Wiebe
Family side effects from
Practice hormonal
contraceptives
Social Support $1250 2010 | Ellen Wiebe Kelsey Kozoriz,
Accountability | for women in Jasmine Lam
and abortion clinics:
Community Use and benefits
Engagement of mobile cell
Initiative phone use for
Award emotional support
by patients in
abortion clinics
VGH Deptof | BARRIERS TO $5000 2011 | Ellen Wiebe
Family ACCESS AND
Practice USE OF
CONTRACEPTIO
N IN IMMIGRANT
WOMEN
Sue Harris Chronic Pain: An $2500 2012 | Stephanie Ellen Wiebe
Family exploration of VandenBerg
Practice female sex trade
Research worker
Grant experiences
around access to
supports,
management, and
barriers to care
FMWC MARF | feasibility trial to $1300 2013 | Ellen Wiebe Helene Bertrand
use dextrose
cream for
vulvodynia
VGH Deptof | A pilot study to $2000  |2013 | Ellen Wiebe Rosanna Lima,
Family assess the Shannon Hill
Practice feasibility of
seeing family
practice patients
by Skype
Division of | A pilot study to $2500  |2013 | Ellen Wiebe
Family assess the
Practice feasibility of
(Doctor's Den) | seeing family
practice patients
by Skype
6




College of | anced Taining $60,000 [2014 | Judith Soon Ellen Wiebe,
Pharmacists Contraception for Konia Trouton
of BC (CPBC) Oral Levonorgestrel
and Copper 1UDs
Program Funding
Sue Harris Chronic Pain: An $2500 2014 | Stephanie Ellen Wiebe
Family exploration of VandenBerg
Practice female sex trade
Knowledge worker
Dissemination experiences
Grant around access to
supports,
management, and
barriers to care
Dying with The Experience of $1000 2018 | Ellen Wiebe M Kelly ,.Z
Dignity Volunteer Praslickova
Canada Witnesses for
Medical
Assistance in
Dying (MAID)
Requests
Peter Wall MAID at the Edge 2018 | Ellen Wiebe Michaela Kelly
Institute for
Advanced
Studies UBC
Dying with Forced transfers $3000 2019 | Ellen Wiebe M Kelly, Brian
Dignity for Medical Sum
Canada assistance in
dying
SHRC Prisons: end of life 2019 | Jessica Shaw Ellen Wiebe
options
Peter Wall | Assessing $2500 2020 | Elien Wiebe Michaela Kelly
Institute for | Capacity for
Advanced patients
Studies UBC | requesting MAID
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Peter Wall | Oversight of MAID $2500 2020 | Ellen Wiebe Michaela Kelly

Institute for
Advanced
Studies UBC

INVITED PRESENTATIONS

Leukemia Bone Marrow Transplant Education session “Assisted death” Nov 24/26

St Paul’'s Hospital CME Patient and Provider Experiences with Assisted death November 17, 2016
Dying with Dignity webinar November 1 20, 2016 “Sharing MAID Cases”

Family Medicine Forum, Vancouver November 9-121, 2016 Sex and birth control: are they connected?
Difficult IUD insertions.

MAID Update for MHSU Physicians October 27, 2016 Surry

Provincial Health Services Authority Education session Sept 28, 2016 “Assessments for MAID” and
“Approach to Provision of MAID”

Vancouver Department of Family Practice rounds VGH September 27, 2016 “Assisted Death”

The Society of Notaries Public of British Columbia Annual meeting Kelowna September 25, 2016 Medical
Assistance in Dying

UBC Alzheimer Disease and Related Disorder Program September 23, 2016 “Assisted death”
Dying with Dignity webinar September 20, 2016 “Sharing MAID Cases”
Dying with Dignity webinar August 23, 2016 “Sharing MAID Cases’

UBC Department of Family Practice Scholarship Day Keynote June 14, 2016 “Controversial Family
Practice research”

Dying with Dignity webinar June 8, 2016 “Pearls from Euthanasia 2016”

Dying with Dignity seminar Toronto May 28, 2016 “Assisted death"

Simon Fraser University City Conversations April 7, 2016 “Conversations about Assisted death”
Dying with Dignity webinar March 23, 2016 “Assisted death”

BC Pharmacy Association webinar March 10, 2016 “Assisted death”

Family Medicine Forum, Toronto Nov 11-14, 2015 Sex and birth control: are they connected,
Telemedicine in family practice, unplanned pregnancy, Difficult IUD insertions.



Department of Family Practice rounds VGH Sept 29, 2015, Medical Marijuana and Family Doctors

Family Medicine Forum, Quebec 2014 Sex and birth control: are they connected, Telemedicine in family
practice, unplanned pregnancy, Difficult IUD insertions.

Forum on Family Planning Miami Oct 12, 2014. Searching Outside the USA for a Better Copper 1UD:
Products in Use and in Development.

FIAPAC Ljubljana Oct 3, 2014 Frequently asked questions in abortion care.

Department of Family Practice VGH May 6, 2014 Telemedicine for family doctors

CART meeting Vancouver May 5, 2014 Medical abortions: How to and what's next?

National Abortion Federation Annual Meeting San Francisco April 2014, Difficult cases in abortion care
National Abortion Federation Annual Meeting San Francisco, April 2014, Viewing ultrasound

Family Medicine Forum Vancouver 2013

Family Practice OB Update Difficult IUD insertions October 3, 2013.

National Abortion Federation Annual Meeting New York Apr 30, 2013 Difficult cases in abortion care
National Abortion Federation Annual Meeting New York Apr 29, 2013 Medical abortions by Skype

Canadian Abortion Providers Annual Meeting New York Apr 27, 2013 medical abortions at Willow
Women's Clinic

Family Practice Forum Toronto Nov 2012*Difficult IUD insertions”, “Sex and Birth Control: Are they
connected?”

Western Canadian Sexual Health Conference May 2012 Vancouver The Connections Between
Contraception and Sexual Pleasure

National Abortion Federation Annual Meeting Vancouver April 2012, Difficult cases in abortion care

Post Graduate Seminar Feb 2012 Vancouver Using methotrexate and misoprostol for early pregnancy in
your office.

Annual Scientific Assembly, Alberta College of Family Physicians, Banff February 2012 Difficult lUD
insertions, Sex and Birth Control: Are they connected?

Family Practice Forum Montreal Nov 2011"Difficult IUD insertions”

Forum of Family Planning Washington DC Oct 2011 "Sex and birth control: are they connected?”

National Abortion Federation Annual Meeting Chicago April 2011
“IUDs in Abortion clinics”, “Difficult Cases” “Should we be offering follow-up phone-calls for women
having abortions?" “BARRIERS TO ACCESS AND USE OF CONTRACEPTION IN IMMIGRANT WOMEN PRESENTING

FOR ABORTION"



Annual Women's Health Update Vancouver BC May 14, 2011,”lUD/endometrial biopsy Workshop”
FIAPAC October 2010 Seville Spain, “Verifying successful aspiration”

Family Practice Forum Oct 2010 Vancouver Difficult IUD insertions, Using Misoprostol for early
pregnancy in your office, Sex, contraception and family planning: Are they related? Unplanned pregnancy

counseling,

Dept of family practice and midwifery BCWH Jun 4, 2010 “Sex, Mood and the Pill”

C2E2 Mar 22, 2010 “Sex, Mood and the Pill”

Family Practice Forum “Difficult IUDs”, “Medical abortion”, “CIBC program * Calgary October 2009.
Vancouver General Hospital Family Practice Rounds March 24, 2009 — “Sex and mood and the ‘pill”
FIAPAC Berlin October 2008 Contraceptive Failure related to estimated menstrual day of conception
National Abortion Federation Annual Meeting, Minneapolis, April 2008, Difficult cases.

3er symposium misoprostol y mifepristona en gineco-obstetricia “Methotrexate + misoprostol for first
trimester abortion” Valencia Spain October, 2007.

National Abortion Federation Annual Meeting, Boston, April 2007, Difficult cases.

Canadian Abortion Providers meeting Boston April 2007 The effect of abortion on relationships
Women's Health Conference, Vancouver April 2007 IUD workshop

Pain Control in Abortion, FIAPAC Rome October 2006-10-6

National Abortion Federation Annual Meeting, San Francisco, April 20086, Difficult cases.

Canadian Abortion Providers meeting, Montreal, April 2006, Abortion in Moslem women, Contraception in
Asian women.

Caring for Moslem women in abortion clinics January 2006 BC Women’s Hospital
National Abortion Federation Annual Meeting, San Francisco, April 2006, Difficult cases.
Update for family physicians Vancouver Feb 2004 Medical abortions

Wellness Program Vancouver Feb 2004 Recognizing depression in colleagues.

8" Annual Update in Office Gynecology and Women'’s Health, Vancouver, May 2003, Skill building
workshop: IUD insertion

National Abortion Federation Annual Meeting, Seattle, April 2003, Difficult cases.

7% Annual Update in Office Gynecology and Women'’s Health, Vancouver, May 2002, Update on Medical
TAs.

SOGC, Banff, March 2000, Emergency Contraception. Medical management of spontaneous abortions.
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Obstetrics for Family Physicians, Vancouver, November 1998, "Medical treatment of spontaneous
abortions".

National Abortion Federation Annual Meeting, Vancouver, May 1998, “Local anesthetics for abortion”.

Gynecology for Family Physicians, Vancouver, May 1998, “Medical management of spontaneous
abortions and ectopic pregnancies”.

Vancouver General Hospital Family Practice Update “Medical management of spontaneous abortions.
Vancouver March 1998.

Obstetrics for Family Physicians, Vancouver, November 1997, "Conservative management of
spontaneous abortions and ectopic pregnancies”.

Abortion Symposium, October 1997, medical abortions.

St Pauls Hospital, June 1997, Conservative management of Spontaneous abortions.

Obstetrics for Family Physicians, Vancouver, October 1996, "Conservative management of spontaneous
abortions and ectopic pregnancies".

Obstetrics for Family Physicians, November 1995, Vancouver "Drug-induced abortions"

Women's College Hospital, October 1995, Toronto "Medically Induced Abortions"

Federation of Medical Women, October 1994 Careers Night

National Abortion Federation, September 1994, Philadelphia "Local anesthetics for abortion"

Kelowna General Hospital, June 1994 "Care of Sexual Assault Victims"

Psychiatric Update, April 1992, Vancouver "Physician Sexual Misconduct”

Obstetrics for family physicians, October 1990, Vancouver "Alternative Birth positions"

SCIENTIFIC PAPERS PRESENTED
Dying with Dignity Canada Meeting Nov 26, 2018. The experiences of volunteer witnesses for
medical assistance in dying (MAID)

Family Medicine Forum Toronto Nov 14, 2018 Assessments and Provisions of Medical Assistance in
Dying in Canadain 2017, Perceptions and Experiences of End of Life Care and Medical Assistance
in Dying within Marginalized Populations, Patient and doctor experiences of MAID refusal
FIAPAC Nantes, France Sept 14, 2018 AntiD and Early Abortion

National Abortion Federation April 21, 2018 Seattle Telemedicine Abortions

11
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MAID 2018 Research Forum Ottawa May 3, 2018 Patient and doctor experiences of MAID
Refusals, CAMAP Survey Data

Family Medicine Forum Montreal Nov 8, 2017 Reasons for Requesting Medical Assistance in Dying
(MAID) in Canada, Experiences with medical assistance in dying (MAID): Patients' and loved ones'
perspectives

Family Medicine Forum Vancouver, November 9, 2016. Experiences of family and friends of patients who
requested an assisted death in Canada,(poster) Practice Perspectives: Providing Medical Assistance in
Dying in British Columbia. (poster) A Qualitative Study Examining the Experiences of Patients Requesting
Physician Assisted Dying in Canada (oral presentation)

Forum of Family Planning (FFP) Chicago November 2015 A pilot study of the one-year retention rate of
the IUB (SCu380A), Using marijuana to cope with the pain and other symptoms of medical abortions and

menstrual periods

Family Medicine Forum Toronto Nov 11, 2015, Women’s experience using marijuana for the symptoms of
menstrual periods

National Abortion Federation Baltimore April 20, 2015 (poster) Using natural methods to cope with the
pain and other symptoms of medical abortions

Family Medicine Forum, Quebec, Nov 12, 2014 (posters) Barriers to Providing Copper 1UDs for
Emergency Contraception: A Qualitative Study of Community Pharmacists and Invisible men; The

experience of men with abortion

FIAPAC Ljubljana Oct 3-4, 2014. Posters: Knowledge and attitudes about contraception and abortion in
women of 5 countries: US, Canada, UK, France and Australia, The feasibility of offering medical abortions
by telemedicine: two years experience.” Oral presentation: A pilot study of the insertion and early
expulsion rate of the Intrauterine Ball.”

ESC Lisbon May 29-31. Posters Pain of |UD insertion: A comparison of different IUDs, IUD strings: A
comparison of male partners’ reactions to different {UDs Insertion of frameless copper IUDs: A
comparison of early expulsion rates of IUDs inserted immediately post-abortion or at unrelated times

National Abortion Federation Annual Meeting San Francisco, April 2014 Telemedicine abortion: 20
months experience.

FFP (Forum on Family Planning) October 6, 2013 Attitudes and knowledge about abortion and
contraception in women from Canada, US, UK, France and Australia: An intemnet survey using Survey

Monkey Audience (poster)

National Abortion Federation Annual Meeting New York Apr 29, 2013 Attitudes and knowledge about
abortion and contraception in women from Canada, US, UK, France and Australia: An internet survey

using Survey Monkey Audience {poster)

Family Medicine Forum Toronto Nov 6, 2012 “Misconceptions about abortions” Nov 7, 2012 “How can we
best train primary care providers to insert IlUDs?" (poster)

FFP (Forum on Family Planning) October 28, 2012, Denver, “How can we best train primary care
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providers to insert [lUDs?” (poster) “Misconceptions about abortion risks in pro-choice and anti-choice
women having abortions” (poster), “Viewing ultrasounds before first and second trimester abortions:

Women'’s choices and perceptions” (poster)

FIAPAC October 18, 2012, Edinburgh, “Viewing ultrasounds before first and second trimester abortions:
Women'’s choices and perceptions” (oral presentation) and “How can we best train primary care providers
(PCPs) to insert lUDs?” (poster)

ESC (European Society for Contraception) June 2012 Athens “Can we safely avoid fasting before

abortions with low dose procedural sedation?
A retrospective cohort chart review of anaesthesia-related complications in 47,748 abortions” and “How

can we best train primary care providers (PCPs) to insert IUDs?” (posters)

National Abortion Federation Annual Meeting Vancouver April 2012, “Women'’s perceptions of viewing
ultrasound before abortion: Comparing first and second trimester”, “Can we safely avoid fasting before
abortions with low-dose moderate sedation? A retrospective cohort chart review of anesthesia-related

complications in 47,748 abortions”.(poster).

Forum on Family Planning (FFP) Washington DC Oct 2011 “Who uses anal sex for birth control?” (poster)
“Should we be offering follow-up phone calls for women having abortions?”(poster)

Society of Obstetricians and Gynaecologists of Canada Annual Meeting Vancouver May 2011 “Does
using tampons or menstrual cups increase early IUD expulsion rates?” (poster)

Society of Obstetricians and Gynaecologists of Canada Annual Meeting Vancouver May 2011 Barriers to
access and use of contraception in immigrant women presenting for abortion.(poster)

National Abortion Federation Annual Meeting Chicago April 2011 Environmental benefits of Manual
Vacuum Aspiration.(poster) Support for women in abortion clinics: Use and benefits of mobile cell phone
use for emotional support by patients in abortion clinics (poster)

FIAPAC (International Federation of Professional Abortion and Contraception Associates) Oct 2010
Seville, Spain Barriers to contraception: Comparing immigrant women to those born in Canada.(oral
presentation) Sexual and mood side effects of hormonal contraception: Comparing different ethnic groups

(poster)

ARHP (Association of Reproductive Health Professionals) September 2010 Atianta Sex and Birth Control;
Are they connected?

APCOC (Asian Pacific Congress on Contraception) June 2010 Beijing, Mood and sexual side effects from
hormonal contraceptives: Comparing Caucasian and Asian women (poster) Asian and Caucasian women
delaying motherhood by having abortions (poster)

ESC (European Society for Contraception) May 20, 2010 The Hague The Experience of Delaying
Motherhood After Age 33 by Having an Abortion (poster), Sexual and mood side effects of hormonal
contraception: What do the women tell us? (poster)

National Abortion Federation Philadelphia Apr 2010 The Experience of Delaying Motherhood After Age
33 by Having an Abortion (oral presentation), Mood and sexual side effects from hormonal contraceptives

(poster)

Family Practice Forum October 2009 Calgary The Experience of Delaying Motherhood After Age 33 by
Having an Abortion, Sex, Mood and the “Pill", Natural Family Planning:
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Physicians’ knowledge, attitudes and practice related to Standard Days, Cervical Mucus, Basal Body
Temperature and Lactational Amenorrhea Methods.
(3 posters)

National Abortion Federation. Portland April 2009 Using methotrexate with or without misoprostol to
terminate pregnancies with no gestational sac visible by ultrasound.
(Poster)

Canadian Abortion Providers. The Experience of Delaying Motherhood After Age 33 by Having an
Abortion {oral presentation). Portland April 2009.

APCOC Comparing continuation rates and side effects of hormonal contraceptives in East Asian and
Caucasian women after abortion. (Poster) Macao December 2008

FIAPAC Women’s perceptions viewing ultrasounds before and products of conception after abortion.
Berlin, October 2008.

ARHP (Association of Reproductive Health Professionals) Contraceptive failure related to early
ovulation.(poster) Washington DC, September 2008

ESC (European Society for Contraception) Contraceptive failure related to early ovulation. May 2008,
Prague

National Abortion Federation Poster: Women’s perceptions of viewing ultrasounds before and products of
conception after an abortion. April Minneapolis 2008

Canadian Abortion Providers Access to Abortion: What women want from abortion services. Minneapolis
April 2008.

National Abortion Federation Poster: Contraceptive failure related to early ovulation. April Boston 2007
FIAPAC Rome October 2006 Poster “Comparing side effects of hormonal contraceptives in East Asian
and Caucasian women”

Association of Reproductive Health Professionals/Society of Family Planning La Jolla 2006 Poster
“Comparing side effects of hormonal contraceptives in East Asian and Caucasian women’

National Abortion Federation 2006, San Francisco. Comparing methotrexate followed by misoprostol to
misoprostol alone for early abortion, Poster: What is the best timing for IUD insertion after medical

abortion?

College of Family Physicians of Canada Forum 2005 Vancouver, Poster: Intrauterine Contraceptive
Device; a suitable option for nulliparous women.

North American Primary Care Research Group 2005 Quebec Barriers to contraception in teens
presenting for abortion, Contraception in Chinese Canadians

National Abortion Federation 2005, Anti-choice attitudes in women having abortions, Poster: Intra-cervical
vs intravenous fentanyl for abortion
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North American Primary Care Research Group, Banff, November 2003, Attitudes to abortion in women
presenting for abortion

National Abortion Federation, Seattle, April 2003, Anxiety in abortion: comparing women having medical
and surgical abortions, Comparing phone calls from patients having medical or surgical abortions,
Comparing buccal to vaginal misoprostol in medical abortions.

North American Primary Care Research Group, New Orleans, November 2002, Depression in Medical
Students

North American Primary Care Research Group, New Orleans, November 2002, The effect of lorazepam
on pain and anxiety in abortion.

National Abortion Federation, San Jose, April 2002, Vaginal versus oral misoprostol used after
mifepristone for early abortion.

North American Primary Care Research Group, Halifax, 2001, Comparison of abortions induced by
methotrexate or mifepristone followed by misoprostol.

National Abortion Federation, Chicago, April 23, 2001, Comparison of abortions induced by methotrexate
or mifepristone followed by misoprostol.

North American Primary Care Research Group, Florida, November 2000, Preventing depression in

medical students.
North American Primary Care Research Group, Florida, November 2000, Universal screening for

domestic violence in abortion.
National Abortion Federation, Pittsburgh, April 2000, Pain contro! in medical abortion.

National Abortion Federation, Pittsburgh, April 2000, Universal screening for domestic violence in
abortion.

North American Primary Care Research Group, San Diego, November 1999, Time loss from work in
women choosing medical or surgical abortions.

National Abortion Federation, Atlanta, April 1999, Time loss from work in women choosing medical or
surgical abortions.

North American Primary Care Research Group, Montreal November 1998, “Reducing surgery in
management of spontaneous abortions by family physicians”

National Abortion Federation, Vancouver May 1998, “Oral versus injected methotrexate for medical
abortion”.

North American Primary Care Research Group, November 1997, “Methotrexate plus misoprostol
compared to methotrexate alone for medical abortion”

BC College of Family Physicians Annual meeting, November 1997, “Natural History of spontaneous
abortion”,

National Abortion Federation, Boston, May 1997, Vaginal misoprostol prior to first trimester abortion.

North American Primary Care Research Group, November 1996, “'Conservative management of
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spontaneous abortions”

National Abortion Federation, September 96, Scottsdale Arizona, "Complications of Medical Abortions".

BC College of Family Physicians Annual Scientific Assembly, November 1995, Vancouver "Conservative
management of spontaneous abortions”

National Abortion Federation, April 1995, San Diego "Abortions induced with methotrexate and
misoprostol, 100 cases”

National Abortion Federation, April 1994, Cincinnati "Pain control in abortion" and "Abortions induced with
methotrexate and misoprostol, 20 cases”

BC College of Family Physicians Annual Scientific Assembly, November 1992, Vancouver "Comparing
deep and superficial injections for abortion"

National Abortion Federation, April 1992, San Diego "Comparing deep and superficial injections for
abortion"

10. SERVICE TO UNIVERSITY

Mentor to a group of medical students 1990 - 2009
Department of Family Practice Committee on Clinical Faculty Appointments 2002 - 2006

11. SERVICE TO COMMUNITY

Memberships and offices held:

Member, Board of Directors, PACE 1994- present

President, College of Family Physicians (B.C. Chapter) 1982-1983.

Member, Executive Committee CFPC 1979-1985.

Chairman, Editorial Advisory Board of Medifacts, 1983-1987.

Member, Editorial Advisory Board of Medifacts, 1978-1987

Co-Director, Sexual Assault Service 1988-1998.

Member, Sexual Assault Service 1983 - 2002,

Active Staff, Vancouver Hospital, Active Staff, Children and Women’s Hospital,

Member of BCMA 1976 — present

Member Committee physician sexual misconduct: BC College of Physicians and Surgeons 1992-3
Member, Committee on standards for abortion care: Canadian Abortion Providers 1995-6
Member, Vancouver City Special Advisory Committee on Disability Issues 1997 - 2002.
Member, Board of Directors, North American Primary Care Research Group 2000-2003
Member, National Abortion Federation, 1995-present

Member: Canadian Association of MAID Assessors and Providers 2016-present

12. AWARDS AND DISTINCTIONS

Best Scientific Paper, National Abortion Federation 1993

Award of Excellence, BC College of Family Physicians 1994

Woman of Distinction, YWCA (Health, Science and Technology) 1995
Practice of Excellence Award for Practice Innovation, Family Practice 1995
Second prize, Best practitioners paper, NAPCRG, 1996
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Pfizer Investigator in Practice Award, North American Primary Care Research Group, 1997
Pfizer Research Scholarship Award, North American Primary Care Research Group, 1997
Raoberts Reproductive Medicine Award, Federation of Medical Women, 1998.

Marion Powell Award, 2001.

Outstanding service award, North American Primary Care Research Group, 2003
Vancouver Foundation Community Based Clinical Investigator Award 2004

Vancouver Medical Association Primus Inter Pares 2005

Vancouver Foundation Community Based Clinical Investigator Award 2007

Bayer Schering Pharma Talents Encouragement Award 2008

Best Poster Award, ESC (European Society for Contraception) Athens June 2012

The Queen’s Diamond Jubilee Medal January 17, 2013

Best poster Award, NAF, SanFrancisco April 2014.

Enid Johnston Award Federation of Medical Women Hamilton September 24, 2016
Dangerous Ideas First Place Family Medicine Forum November 10, 2016.

17



UNIVERSITY OF BRITISH COLUMBIA
PUBLICATION RECORD

SURNAME: WIEBE FIRST NAME: Ellen  MIDDLE NAME: Ruth

REFEREED PUBLICATIONS
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26. Wiebe ER, Janssen P, Hales S. Time lost from work in women choosing medical or surgical
abortions. J Am Med Women's Assoc 2000:55:202.
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