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Changing 
thoughts  
on change

basis, and even out-of-hospital care is 
increasingly focused and episodic. 

Recognition that health status has 
more to do with income, education, 
housing and other factors outside 
the health care system has occurred 
nominally, but little has been done 
about it. 

Quality improvement initiatives 
were once “hot stuff” and were, at least 
in part, the impetus for standardized 
care protocols. Recurring attention 
to care pathways was meant to be 
the vehicle for quality improvement, 
making things ever better. 

From The Editor

Some 15 years ago 
I wrote a chapter on 
change management 
for a text aimed 
at physician 
administrators.

I wrote, “Change 
has become the norm 
in our personal and 

organizational lives. The volume, the 
momentum and the very complexity 
of change all seem to increase. . . . 
Coping with change has become the 
number one priority for health care 
administrators.”1

Well, how do the French put it? Plus 
ça change, plus c'est la même chose. . . .

The drivers for change at the 
time were considered to be four: 
burgeoning technology, the quality 
improvement movement, the growing 
realization that health and health care 
are vastly different, and the growing 
cost of health care.

Technological change hasn’t 
slowed. Most hospital activity is 
done on an outpatient or short-stay 

Dennis W. Jirsch,  
MD, PhD

Editor

When was the last time you 

heard of quality improvement 

initiatives that really related to 

patients' concerns or, heaven 

forbid, to the lives of the  

health care workforce?

I hear little about care protocols 
now, and some of the imbedded ones 
that are part of my clinical life haven’t 
changed in years. They were meant to 
be fluid, responsive things but have 
been relegated to the back burner. 

To my way of thinking it’s the 
so-called affordability crisis – that 
monotonic, overarching idée fixe 
– that is the continuing spur for 
havoc-wreaking change. It has 
usurped the rest of the agenda. 

When was the last time you heard 
of quality improvement initiatives that 
really related to patients' concerns 
or, heaven forbid, to the lives of the 
health care workforce? 

This fixation has found ground 
in successive political and politically 
subservient administrations who 
swear they've heard the “Word From 
Above,” who know, just know, that 
this or that rejigging of the body 
corporate or resiting of services or 
privatization initiative can save us 
from eternal health care damnation.

I’d write a different article nowadays 
and it would be more cautionary 
and more cynical. I’d want to warn 
would-be doc administrators that their 
environment has much to do with cost 
containment and actually little else. 

I’d warn would-be doc 
administrators that successive waves 
of regime change portend lives that 
are more tedious than ever and yet 
more impermanent. 

Recall, for example, a few of the 
names of non-doc administrators from 
yesteryear. Google them and their 
whereabouts and you’ll see what I 
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mean. In the non-stop game of musical 
chairs that attends restructuring, 
they’re now (temporarily) in Timbuktu 
or Pickle Lake or Kapuskasing. 

In this Darwinian exercise for sure, 
a few of the alpha males and females 
have made off with much booty 
and are presumably leading cushy, 
indolent lives. But the ones who’ve 
made off with the swag, and their 
more numerous but less fortunate 
bedfellows, are gone, gone, gone in 
the never-ending tumult.

I’d exhort would-be doc 
administrators to mull over this 
transience, to think on it long and 
hard. This ball hasn’t stopped yet. I’d 
caution would-be doc administrators to 
develop Plan B or what to do when the 
s * * * hits the fan and the next regime 
stands impatiently in the wings. 

An administrator I reported to years 
ago was prescient in this regard, and 
wouldn’t hear of physicians doing 
full-time admin work to the exclusion 
of clinical practice. It was a stroke of 
brilliance. When the job goes south, 
there’s comfort in being able to resume 
clinical practice. Call it insurance.

I’d suggest that today’s would-be 
doc administrator should find out 
exactly what he or she can do. It’s 
often surprisingly little. Can one 
buy a new fax machine, say, or a 
new computer without repetitive 
genuflection to higher-ups? 

Turns out that many jobs with 
highfalutin’ titles have such modest 
scopes of activity that they’re pretty well 
impotent. And much of the current 
ballyhoo about the need for “team 
players” more realistically calls for 
functionaries, devoid of any initiative.

The would-be doc administrator 
should similarly find out who he or 
she will report to. Given the harsh 
likelihood of continuing disruption 
and movement, who will bubble-up 

when the next spasm runs through 
the corporation? 

It is almost axiomatic that the 
doc administrator will report to 
a non-physician in our rebuilt 
corporations. The spectrum of 
possibilities is large and will  
include the occasional well- 
grounded, affable citizen. 

In the crucible of perpetual job 
competition, the doc is likely to run 
up against truly unsavoury characters 
clambering to get a foot or a toe up, 
no matter what. Best avoided.

The doc administrator is probably 
advised to make new friends, and 
emulate a new peer group since 
physicians don’t often warm to 
corporate satraps. Get used to it, I say. 

Start to use the jargon of “the 
suits.” “Stakeholders,” for instance, 
aren’t Ku Klux Klan members. If 
you’re planning something, “incent” 
it, “incentivize” it or “transition” to it, 
and take along your “learnings.” 

Use the word “accountability” 
incessantly. Backed into a corner? 
Blurt out “performance indicators.” 
No one knows much about these,  
even less about their utility, but  
mere mention will set ’em back on 
their haunches.

And, dear and promising would-be 
doc administrators, if you’re still brave 
of heart, I’d ask you one last time to 
reconsider. You’re unlikely to find 

better soul or litter mates than the 
beleaguered folk who have worked 
with you at the coal face. 

“Taking call” – often the reason 
for leaving clinical activity – isn’t as 
bad as it sometime seems, and all call 
shifts end eventually.

But, if you make the jump, good 
luck. Remember, you’ve been warned.

To return to my text of 15 years ago, 
I’m now more suspicious, more wary. 
What, for instance, does the gooey 
admonition to “embrace change!” 
really mean? If I’m disconsolate at the 
notion, it has more to do with the cost 
of change – especially ill-considered, 
needless change – than the fact of it. 

We are all complicit here, 
enamored with the overwhelmingly 
unlikely quick fix and, when that 
doesn't work, with the soothing balm 
of a few more resource dollars. And 
we continue to confuse change with 
progress and are inattentive to both 
the mistakes and the small successes 
of our past.

We haven't learned.

Reference
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C o V E r  S t o r Y

Medicare’s 
social contract 
with doctors, 
developing an 
Alberta Health Act

In its July 9 brief on a proposed 
Alberta Health Act, the Alberta Medical 
Association (AMA) emphasized that 
Alberta must honor the social contract 
governments made with physicians 
when they introduced Medicare, and 
all Albertans must have timely and safe 
access to quality care based primarily 
on need rather than ability to pay.

The seven-page document (online 
with the July 16 President's Letter at 
www.albertadoctors.org/PresLet/Index) 
regarding a new legislative framework 
for health care in Alberta was provided 
to Fred Horne (MLA, Edmonton-
Rutherford), who is responsible for 
consulting with Albertans about a  
new Alberta Health Act. 

It is a companion to the AMA’s 
much more comprehensive brief to 
the Minister’s Advisory Committee  
on Health in October 2009.

Other points raised are:

• An “enabling” framework  
could “vest overwhelming 
authority for decision-making 
to government ministers and 
departments through regulations 
and policies.”

• Safety, quality, evidence-based 
decisions and sustainability – 
not lobbying – should determine 
whether or not government  
pays for services not required  
by the Canada Health Act.

• The Health Professions Act has 
fragmented care, “which can 
compromise safety and quality, 
can devalue cost-effectiveness and 
is contrary to the government’s 
goal of sustainability.”

• AMA should have formal 
recognition in the Alberta 
Health Act.

• AMA supports a patient’s charter. 

Excerpts from the AMA’s brief

INTROduCTION

All Albertans must have timely 
and safe access to quality care based 
primarily on need rather than ability 
to pay. Albertans do receive high 
quality care, when they can access it. 
Quality must include the opportunity 
to access care within a reasonable 
period of time.

The doctor-patient relationship – 
founded on compassion, trust and 
respect – must remain a cornerstone 
of the health system. 

This includes a patient’s historic 
right to choose her or his physician, 
and physicians acting as the agents  
of their patients – within the broadest 
meaning of the term “agency” – 
always in the best interests of  
their patients.

Given physicians’ responsibility 
to be advocates for patients, Alberta’s 
health care legislative framework should 
recognize organized medicine and 
protect the unique role of physicians 
within the health care system.

MEdICARE’S SOCIAL CONTRACT

Looking ahead, Alberta is 
honor-bound to protect the social 
contract between the medical 
profession and the state. 

Anything less would be a 
repudiation of Tommy Douglas’ 
agreement with physicians in the 
1962 Saskatoon Accord that was –  
and remains – the basis for Medicare, 
which includes safeguarding not only 
the patient-physician relationship but 
also the integrity of this relationship.

Quality must include the 

opportunity to access care  

within a reasonable period  

of time.
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Any aberration from this social 
contract could unfairly disadvantage 
and disenfranchise physicians and 
possibly destabilize Alberta’s health 
care system. It would also appear at 
odds with Alberta’s professed support 
for the Canada Health Act.

'PRESCRIPTIvE' vS. 'ENABLINg'

The current legislative framework 
(that includes the Canada Health Act) 
may be categorized as “prescriptive” 
because it identifies and prescribes  
the unique roles of physician and 
hospital services. 

Perhaps the most prominent 
prescription is “core” services whereby 
“core” is defined by the provider, i.e., 
physicians and hospitals, and not by 
the service itself. (The Canada Health 
Act defines “core” physician services 
as “medically required.”)

it is a Trojan horse disguised as a 
housekeeping detail. 

An “enabling” framework could 
vest overwhelming authority for 
decision-making to government 
ministers and departments through 
regulations and policies. Alberta, 
regrettably, does not have a sterling 
reputation for transparency and 
openness in such matters. 

The Alberta Medical Association, 
therefore, is alarmed that such 
practices could be legitimized  
through legislation.

'REASONABLE COMPENSATION'

The Canada Health Act in 1984 
reaffirmed governments’ social 
contract with the medical profession. 

Section 12.1(c), “Accessibility,” 
states: “In order to satisfy the criterion 
regarding accessibility, the health care 
insurance plan of a province must 
provide for reasonable compensation 
for all insured health services rendered 
by medical practitioners or dentists.”

Section 12.2, “Reasonable 
compensation,” acknowledges the 
vulnerability of physicians in having 

nearly 100% of their compensation 
subject to a single payer: government.

INSuREd SERvICES

The Canada Health Act designates 
“insured health services” to be those 
provided by physicians, dentists and 
hospitals under provincial legislation, 
and defines “physician services” as 
“any medically required services 
rendered by medical practitioners.”

Tommy Douglas, "Father of Medicare." 
(   courtesy of the Douglas-Coldwell Foundation.)

Fred Horne, MLA, Edmonton-Rutherford. 
(   supplied.)

An “enabling” framework could 

vest overwhelming authority for 

decision-making to government 

ministers and departments 

through regulations and policies.

A shift from a “prescriptive” 
legislative framework to an “enabling” 
regime would pose a serious threat 
to the underpinnings and tenets 
of Medicare. Philosophical and 
operational convulsions of this 
magnitude and importance deserve 
vigorous and full public debate.  

An “enabling” regime would be 
much more than a soupçon of process 
and procedures. Such a change may 
appear to be benign when in reality 
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Transparency on the process  

to determine core/non-core  

and insured/uninsured  

services should be pursued.

At a provincial level, Alberta Health 
and Wellness (AHW) has imposed 
an artificial, limiting definition of 
“physician services” to mean only 
fee-for-service items in the Schedule  
of Medical Benefits. 

Exempted are “medically required” 
services provided through alternate 
relationship plans (ARPs), academic 
alternate relationship plans (AARPs) 
and ancillary programs that are 
proxies for compensation such 
as Canadian Medical Protective 
Association and continuing medical 
education reimbursement, the 
Retention Benefit and the Physician 
Office System Program (POSP).

From the public’s perspective, there 
are concerns (and confusion) about 
“private” health care. 

Transparency on the process to 
determine core/non-core and insured/
uninsured services should be pursued. 

Alberta currently funds services 
that are outside the Canada Health Act 
(e.g., optometry, chiropractic, extended 
living and pharmaceuticals) and 
government faces continual lobbying 
from certain providers and their 
patients/clients for new or expanded 
public coverage.

Two principles from the advisory 
committee – “Be committed to 
quality and safety” and “Enable 
decision-making using the 
best available evidence” – are 
most germane, as is the AMA’s 

recommendation to the advisory 
committee to include a principle  
of “Sustainability” in legislation. 

The demand for “choice” to 
alternative therapies by a vocal and 
vociferous segment of the population 
inserts a dimension of social 
policy that may be contrary to the 
aforementioned principles.

SCOPES OF PRACTICE

It is not sufficient for a profession 
to justify its ability to perform a 
certain practice when applying for  
an expansion of scope. 

The onus should also be on the 
profession to demonstrate that this 
change in its practice will benefit  
the provision of health care in  
Alberta within an integrated, 
collaborative structure with other 
health care professions. 

The new health legislative 
framework needs to address this 
unfortunate development by 
referencing the advisory committee’s 
proposed principles of “be committed 
to quality and safety” and “enable 

decision-making using the best 
available evidence,” as well as 
several of the advisory committee’s 
recommendations.

PhySICIANS AS PARTNERS

The Alberta Medical Association 
values its relationship with the Alberta 
Government and with Alberta Health 
Services (AHS). 

The AMA has enormous support 
from the medical profession and an 
excellent reputation among many 
Alberta organizations, as well as 
earning kudos from the public for  
its patient-focused advocacy.  

Recognizing the AMA’s leadership 
role in legislation would enhance 
the association’s ability to provide 
leadership as an identified partner 
with key roles and responsibilities 
along with AHW, AHS, the Health 
Quality Council of Canada and 
designated regulatory authorities  
(e.g., College of Physicians & 
Surgeons of Alberta). 

ALBERTA hEALTh ACT

In drafting the proposed act, 
the Alberta Medical Association 
urges thoughtful consideration for 
its original recommendations that 
Alberta redefine two principles – 
comprehensiveness and accessibility 
– in the Canada Health Act, plus  
add two new principles, sustainability 
and accountability.

PATIENT’S ChARTER

The Alberta Medical Association 
and the Canadian Medical Association 
have undertaken considerable 
research and consensus building 
with patient-advocacy organizations 
regarding the intent, goals, tone and 
content for a patient charter. 

Alberta has the opportunity to 
become the first province in Canada 
to embrace a patient’s health charter. 
The AMA is most interested in 
helping this to happen.  

The Alberta Medical Association 

urges thoughtful consideration 

for its original recommendations 

that Alberta redefine two 

principles — comprehensiveness 

and accessibility — in the  

Canada Health Act, plus add two 

new principles, sustainability 

and accountability.
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F E At U r E

Dr. Slocombe 
acclaimed president-elect

Dr. Linda M. Slocombe, from 
Calgary, has been acclaimed the 
Alberta Medical Association's (AMA's) 
president-elect for 2010-11. 

Her term begins September 25 at 
adjournment of the Representative 
Forum/annual general meeting 
in Edmonton, when the current 
president-elect, Dr. Patrick J. White, 
becomes president. She will succeed 
Dr. White as president in 2011-12.

Dr. Slocombe practises family 
medicine obstetrics in the Grace 
Maternal Child Clinic at the Foothills 
Medical Centre, in Calgary. A member 
of the Calgary Foothills Primary Care 
Network, she carries out obstetrics 
and after-hours clinic work. 

In addition to an active clinical 
practice, Dr. Slocombe devotes her 

time to education. She received a 
clinical lecturer appointment with the 
Department of Family Medicine at the 
University of Calgary earlier this year.

 An active AMA member,  
Dr. Slocombe has served as a:

• member, Board of Directors 
(2005-present) 

• delegate, Representative  
Forum (2000-05) 

• member, Council of Presidents

• past member, Nominating 
Committee, Executive 
Committee and Centennial 
Celebration Steering Committee 

• AMA delegate, Canadian 
Medical Association  
General Council 

Dr. Slocombe has been president 
of the Calgary & Area Physicians' 
Association since 2008, and served 
as president of the Primary Care 
Physicians' Association in Calgary  
from 2006 to 2008.

 The Nominating Committee selected 
Dr. Slocombe at its March 17 meeting. 
According to the AMA Constitution  
and Bylaws, a call for nominations 
was made in May. No president-elect 
candidates stepped forward.  

Dr. Linda M. Slocombe. (   supplied.)
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F E At U r E

The AMA and the  
profession in Alberta – 
Today and tomorrow

Alberta Medical Association (AMA) 
President Dr. Christopher (Chip) J. 
Doig addressed Grand Rounds  
at the University of Alberta on  
April 30. Excerpts of his speech  
are presented below.

Negotiations 2011

Let’s look at some of the 
non-clinical changes that physicians 
are dealing with in 2010 – and the 
year’s not even half over!

• Political uncertainty: There’s 
considerable media speculation 
about Alberta’s political 
landscape and the next election.

• Change in direction and culture 
at Alberta Health and Wellness 
(AHW) with a new minister, 

Gene Zwozdesky, and a new 
deputy minister.

• New life for Alberta Health 
Services (AHS) with elimination 
of its $1.2-billion deficit and 
having predictable five-year 
funding. By the way, eliminating 
AHS's deficit was something  
the AMA had called for.

• Development of province-wide 
medical staff bylaws. Special 
recognition and thanks go to 
Dr. Carl W. Nohr in Medicine 
Hat and Dr. A. Mark Joffe in 
Edmonton (AMA physician  
reps on the AHS/AMA 
Provincial Medical Staff  
Bylaws Working Group).

• Government’s commitment to 
introduce an Alberta Health 
Act at the fall sitting of the 
Legislature, as the AMA 
recommended in its brief to the 
Minister’s Advisory Committee 
on Health (see my October 26, 
2009 President’s Letter at www.
albertadoctors.org/PresLet/Index).

Furthermore, as we all know, more 
and more attention is being given to 
measuring how well Canada is doing 
in health care compared with other 
industrialized countries and how well 
Alberta is doing compared with the 
other provinces and territories.

Several weeks ago the AMA 
initiated Negotiations 2011 when 
we filed our “issues list” with AHS 
and AHW. This initiated the process 

for negotiations within the master 
agreement. However, the formal 
negotiating table isn’t expected to 
convene until the fall.

As you would expect, the AMA 
outlined a lengthy list of subjects and 
topics reflecting the current landmark 
eight-year master agreement, which 
expires in less than 12 months, on 
March 31, 2011. 

The AMA’s approach is much more 
expansive than a meat-and-potatoes 
menu. Alberta physicians have always 
put, and will always put, Patients 
First®. We need to be leaders who  
will provide Value for Patients™. 

This means we need to envisage 
ideas, innovations and possibilities 
that will advance the health care 
agenda for our patients. 

The AMA initiated Negotiations 

2011 when we filed our “issues 

list” with AHS and AHW.

Dr. Christopher J. (Chip) Doig.
(   Fred Katz Fine Art Photography.)

This is not to discount the priority 
of physician incomes and fee 
increases. 

But, given the current economic 
climate in Alberta and across the 
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country, only focusing on a traditional 
fee increase would not only be 
simplistic, it would also be contrary to 
the best interests of both physicians 
and our patients. The AMA would be 
shortchanging you!

We need to recalibrate our 
yardsticks as to what constitutes 
success beyond a percentage increase 
to the fee schedule and we need to 
determine the means for achieving 
such success.

That’s why I posed five questions  
in my April 21 President’s Letter  
(www.albertadoctors.org/PresLet/ 
Index) and asked for your feedback. 

Physician resources

As for the public, the AMA’s 
polling reflects what the media is 
reporting – waiting times in the ER, 
shortages of doctors and lack of access 
to family physicians. Everything else 
pales by comparison.

Recruitment and retention of 
physicians are always either front-and-
centre or just below the radar screen. 

It all goes back to the early 1990s 
when governments across Canada 
bought the argument from some 
health care economists that controlling 
the number of doctors was the way to 
control rising health care costs.

No doctors to provide care, to 
see patients and to run up costs 
would instantly mean lower costs for 
governments. 

So the deputy ministers of health 
commissioned the Barer-Stoddart 
report and then the politicians, as 
politicians are wont to do, cherry-picked 
those recommendations that aligned 
with their political predispositions and 
peccadilloes. 

The next thing we knew, 
enrollments at medical schools  
were on the chopping block. 

And, oh yes. When the AMA and 
the Canadian Medical Association 
objected to such irresponsibility and 
myopia, guess what the politicians 
accused us of?

They accused us of being “a special 
interest group.” I guess some political 
potshots are eternal, renewable and 
recyclable, not to mention, claptrap 
and unimaginative.

We believe that the AMA’s four 

touchstones — Access, Quality, 

Productivity and Sustainability 

— offer all three parties (AMA, 

AHS and AHW) excellent 

opportunities for interest- 

based negotiations.

As for the public, the  

AMA’s polling reflects  

what the media is reporting 

– waiting times in the ER, 

shortages of doctors  

and lack of access to  

family physicians.

The AMA’s view is that negotiations,  
and especially Negotiations 2011,  
offer ample opportunity for creativity 
and ingenuity. 

The best chance for success comes 
from the development of effective 
relationships and an interest-based 
philosophy.

We believe that the AMA’s four 
touchstones — Access, Quality, 
Productivity and Sustainability – offer 
all three parties (AMA, AHS and 
AHW) excellent opportunities for 
interest-based negotiations.

Even though our “issues list” is 
lengthy, much work remains to flesh 
out the options. 

It gives me no pleasure that the 
medical profession was right and the 
politicians were wrong. Instead, I wish 
that there was much better access to 
physicians for all Canadians.

The 2007 Alberta Government 
Health Workforce Action Plan 
estimated a shortage of 1,800 
physicians by 2016. 

The Alberta Government is to 
be commended for being the first 
province to reverse the medical 
school cuts and then to fund 
future expansion. The increase in 
undergraduate medical seats has  
been about 115% over the past decade.

As for post-graduate training 
positions, they have increased by 
about 75% over the past decade. The 
projection was for 1,335 post-grad 
positions this year, and growing by 
nearly 60% to 1,815 positions in 2019.

However, this year the faculties of 
medicine at both Calgary and Alberta 
have found themselves without the 
government funding required to meet 
undergraduate enrollment targets.

At the request of the faculties,  
the AMA has lobbied key ministers. 
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I have to say that I am not 
optimistic. But, at least the key 
ministers have not dismissed us  
as being “a special interest group.”

Also, at the request of medical 
students, the AMA lobbied the 
government not to approve tuition 
increases being sought by the two 
medical schools. As you may know, 
the government has agreed with  
the students.

terms and conditions for doing so 
must be clearly understood.

Other principles promoted by  
the AMA include:

1. Provisions for clinical 
independence.

2. Fairness and equity on 
remuneration, including 
increases for clinical services 
tied to generally negotiated fee 
increases, as well as access to 
AMA benefit programs.

3. Requirement for AMA 
representation.

There are currently two major 
initiatives related to ARPs and AARPs.

• One involves the Alberta Society 
of Laboratory Physicians (ASLP).

• The second, the faculties of 
medicine at the universities  
of Alberta and Calgary.

Recently I spoke to the laboratory 
physicians. In addition to wanting an 
AARP, they also want to be repatriated 
back under the trilateral agreement.

Moving under the trilateral 
agreement will expedite the ASLP’s 
ability to achieve a number of  
other objectives. 

However, this will require the 
agreement of both AHS and AHW. 
As much as the AMA would like this 
to occur, we cannot do it by ourselves.

Once laboratory physicians are 
under the trilateral agreement, they 
will be eligible for other provisions 
such as automatically having their 
compensation grid tied to fee 
increases in the Schedule of  
Medical Benefits (SOMB). 

If you’ll excuse the pun, this is 
more than just an academic exercise 
for laboratory physicians. They still 
have not seen the two most recent 

increases that other physicians 
received on April 1 of this year and 
April 1, 2009.

But the big elephant in the 
AARP room is the joint initiative 
from the universities of Alberta and 
Calgary faculties of medicine. It 
could potentially cover about 1,000 
physicians or 15% of the medical 
profession in Alberta.

There is much work to be 
done before this proposed AARP 
is ready for review and possible 
implementation. 

I am not prepared to predict when 
it may be ready. Until it is, though, 
AHW is not prepared to approve any 
other AARP proposals. 

AHW “will continue to provide 
conditional grant funding to existing 
academic ARPs in the 2010-11  
fiscal year.” 

Furthermore, our understanding 
is that this funding for AARPs will 
continue into the 2011-12 fiscal year. 

Because AHW will not commit any 
ARP funding beyond March 31, 2011, 
when the current trilateral agreement 
ends, the result is to create even more 
uncertainty among physicians. 

However, we fully expect the 
government will continue to pay  
for insured services billed through  
the SOMB. 

Certainly, there is no indication 
whatsoever that the government  
will stop paying those fees on April 1 
next year.

The AMA’s view is that the 
government has the same obligation 
to pay for insured medical services 
provided through ARP funding.  

Because AHW will not  

commit any ARP funding  

beyond March 31, 2011, when the 

current trilateral agreement 

ends, the result is to create  

even more uncertainty  

among physicians. 

ARPs & AARPs

According to a recent AMA survey, 
alternate relationship plans (ARPs) – 
ARPs and academic ARPs (AARPs) – 
are high priorities for specialists. 

I discussed both ARPs and AARPs 
at some length in my President’s Letter 
of February 12 (www.albertadoctors.
org/Preslet/Index). 

The AMA has a number of 
principles that we believe must  
be reflected in an ARP and an AARP.

A key AMA principle is that 
physician involvement in an ARP 
or AARP must be voluntary and the 
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Groups of 
people working 
together do not 
always recognize 

they are a team and need a common 
set of goals to support their clinic’s 
success.

A written agreement sets clear 
expectations of all team members and 
supports ongoing collegiality. Team 
agreements assist in avoiding and 
resolving conflicts between members.

Why would my clinic 
develop a team agreement? 

actions and being responsible for your 
own work.

Altruism: Focusing on the big clinic 
picture and ensuring your actions do 
not negatively impact the clinic.

Ethics: Treating each other 
as equals and not harming the 
operations or reputation of the clinic.

Honor and integrity: Doing what 
you say and saying what you do; 
always using your best intentions.

Leadership: Every team member 
has the opportunity for being a 
role model and a mentor and for 
supporting a safe environment for 
open communication.

how does a team agreement work? 

With a team agreement, ground 
rules are established. Every team needs 
to develop a mutually agreed-upon  
set of standards for team conduct  
and behavior.

Don’t settle. The ground rules need 
to be agreed upon by consensus (i.e., 
all participants must mutually agree  
to be able to live with each rule). 

Encourage discussion and openness. 
View conflict and differences of 
opinion as healthy.

Review the team agreement 
annually and when a new member 
joins the team.

The benefits of a team agreement 
include the following.

• Team members who agree to 
deal directly with each other 

avoid dragging themselves into 
conflicts or disagreements as they 
are able to respectfully discuss 
their concerns with each other.

• Team members who respect 
each other for their knowledge 
and skills and who agree to 
share knowledge and skills build 
stronger, more experienced 
teams able to provide greater 
support to the clinic.

• Working in a clinic where 
communication is clear, polite, 
respectful and timely provides a 
positive work environment that 
fosters increased morale and 
employee retention.

• Having a team agreement and 
having it as a performance 
measure supports physicians in 
effectively managing their staff. 

how can my clinic develop a team 
agreement?

Physicians interested in developing 
a team agreement may want to contact 
the Alberta Medical Association 
Practice Management Program (PMP).

PMP supports clinics in developing 
a team agreement, as part of a larger 
practice review or as a stand-alone project. 

Alberta Medical Association Practice 
Management Program (PMP) staff Susan M.  
Black, Stephanie A. Crichton, Cindy C. 
Michetti and Sean T. Smith in Calgary, 
as well as Robert L. Brick, Lucy L. Grenke, 
Glenda M. Nash and C. Grant Sorochan in 
Edmonton, contribute articles to the Digest. 
PMP provides high-quality business consulting 
services to Alberta physicians as they develop 
and implement primary care networks. Contact 
PMP at pmp@albertadoctors.org, 780.733.3632 
or toll-free 1.800.272.9680.  

With a team agreement,  

ground rules are established.

Mind Your Own Business

PMP Staff

This agreement is a simple set of 
agreed-upon behaviors that all members 
of the team develop jointly and to which 
they hold each other accountable.

An agreement encompasses:

Communication: Being honest, 
acknowledging each other by name, 
being polite and ensuring that we 
understand and are understood.

Respect: Being non-judgmental and 
timely in responses. Going directly to 
the right person rather than involving 
others and valuing and appreciating 
each team member for what he or she 
knows and does.

Accountability and responsibility: 
Taking responsibility for your own 
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Physicians 
reading this article 
know there will 
likely be provincial 
medical staff bylaws 
implemented in early 
spring 2011. 

The bylaws will deal, in part, with a 
new process for appointments to the 
medical staff (practitioners who hold 
Alberta Health Services appointments) 
and privileges for members of that staff. 

Although a good deal of effort has 
gone into updating the bylaws and 
trying to think outside the proverbial 
box, a recent decision from the 
Ontario Court of Appeal reminds us 
that, even in the new era of provincial 

Health Law Update

Jonathan P. Rossall, 
QC, LLM

PArtnEr, McLEnnAn 

roSS LLP, BArriStErS 

And SoLiCitorS

Should ‘not fitting in’  
form basis for revocation/change  
to privileges?

regionalization, the exercise of 
discretion in the granting of privileges 
cannot be arbitrary and must be 
undertaken for the right reasons.

The case in question marks the end 
of a journey for Dr. R (a cardiologist) 
that began in 1989. It appears, between 
1985 and 1989, issues had arisen with 
respect to the renewal of his privileges 
at a large municipal hospital, which 
related to alleged personality conflicts 
between the doctor and health care 
staff/physicians.

There were absolutely no concerns 
on record with regard to Dr. R’s 
competence or the care given to 
patients. Nevertheless, in 1989, 
the hospital’s Medical Advisory 
Committee (MAC) recommended 
that his privileges with the hospital be 
revoked immediately, without notice. 

Subsequently, the hospital board 
followed the recommendation and 
revoked the privileges. 

Six years later, after an appeal 
and a re-hearing, the Ontario Health 
Services Appeal and Review Board 
(HSARB) set aside the hospital 
board’s decision. 

Dr. R then sued the hospital for 
loss of income during the period his 
privileges had been revoked. The 
trial judge hearing the case relied 
to a great extent on the reasons 

issued by HSARB, and found that 
the hospital board was acting in a 
quasi-judicial capacity when it revoked 
the privileges. 

As such, the court found that the 
board owed Dr. R a duty of good 
faith, had acted in bad faith, and 
found the hospital liable for the 
tort of intentional interference with 
economic relations. 

The result? Judgment for the  
doctor in the amount of $3,000,000 
plus interest.

On appeal, the Ontario Court of 
Appeal upheld the trial judge and 
enlarged on the reasoning, finding 
that the hospital board had no 
grounds for revoking the privileges. 

The hospital had acted in an 
arbitrary and unwarranted manner, 
given there were no issues regarding 
his competence or the care he gave 
his patients. The evidence, in the eyes 
of the court, pointed to an improper 
motive for revocation – Dr. R simply 
didn’t “fit in.”

It should be noted the hospital 
sought leave to appeal this decision to 
the Supreme Court of Canada, with no 
decision as of the date of this article.

In an era where administrators 
and physician leaders are increasingly 

The exercise of discretion 

in the granting of privileges 

cannot be arbitrary and must be 

undertaken for the right reasons.
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highlighting issues around disruptive behavior and other 
workplace communication issues, it is gratifying to see 
the courts (at least in Ontario) remind hospital boards 
that decisions relating to privileges are an exercise of 
a quasi-judicial role, and the boards, MACs or other 
administrative bodies charged with the decision-making 
owe the physician a duty of good faith. 

Decisions relating to privileges and appointments 
cannot be exercised in an arbitrary or capricious manner, 
and reasons given for any decision must reflect proper 
consideration of relevant facts and issues.

Alberta’s minister of Health and Wellness has 
indicated that, in the course of time, much of the existing 
health-related legislation in Alberta (including the Hospitals 
Act) will be repealed and replaced with one overarching 
piece of legislation. 

It is not known at this point whether that legislation  
will continue the role of a Hospital Privileges Appeal Board 
(or similar body). 

However, it would seem clear the courts in Alberta should 
continue to exercise their jurisdiction to judicially review the 
decisions of quasi-judicial bodies such as hospital boards or, 
in Alberta’s case, Alberta Health Services (or designate). 

In light of this decision, it is clearly of some comfort to 
Ontario physicians that simply “not fitting in” should not form 
the basis for a review of privileges within Ontario hospitals. 

Hopefully the same attitude will prevail should the same 
issues come before the Alberta courts in the future.

In light of this decision, it is clearly of some comfort 

to Ontario physicians that simply “not fitting in” 

should not form the basis for a review of privileges 

within Ontario hospitals. Hopefully the same attitude 

will prevail should the same issues come before  

the Alberta courts in the future.  
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F E At U r E

Premier Ed Stelmach 
on health care  
in Alberta

Premier Ed Stelmach. (   supplied by the Government of Alberta.)

An excerpt about health care in 
Alberta follows from Premier Ed 
Stelmach’s presentation at the Calgary 
Premier’s Dinner, April 15. 

Notwithstanding all of the 
continued economic challenges our 
province, our country and the rest 
of the world face, there remains an 
energy and a sense of optimism in 
our province. Certainly the economic 
recovery is still early, but there are 
many positive signs around us. 

Much has been said and continues 
to be said about health care. However, 
I want to make sure that there is 
no doubt about my commitment to 
publicly funded and administered 
health care. And I want to make 
my point by sharing where my 
commitment comes from. 

Years ago, and probably longer 
than I care to think about, my parents 
were faced with what was for them a 
huge bill as a result of some health 
challenges I faced as a child. The bill 
represented about 20-25% of their 
annual income from the farm – and 
they paid it off – and it was not easy. 

I remember listening to my parents 
talk about how the family was going 
to bear the cost of this health bill. That 
moment gave me a deep appreciation, 
that is shared by Albertans, of the value 
of a publicly funded health care system. 

Albertans consistently tell us it’s 
their number one priority. They  

also told us they want the system  
to improve. 

They told us they want the system 
to be there when they or loved ones 
need it. They said they want the 
quality of care to reflect the size of 
their investment. 

We merged several health boards 
into one accountable agency –  
Alberta Health Services (AHS).  
Many of you have experienced 
mergers and know it’s a big cultural 
change for those wedded to an 
institutionalized structure. 

I think you’ll agree that, in order 
to improve performance, you must 
first start with management and 
organizational structure and then 
move to other operational changes. 

I want to take a brief moment and 
thank Ken Hughes and the rest of his 
board members at AHS for taking on 
what has been a massive, and often 
thankless, job. 

In this budget we made a 
commitment to a publicly funded 
and publicly administered system. 
We have provided a five-year funding 
commitment, a first in Canada. 

There is no question other 
priorities will receive less budget 
dollars to afford the increases in 
health care. So, in return, Albertans 
expect the system to perform better, 
to make the kind of productivity gains 

that the private sector has to make in 
tough times. 

Will this be a smooth road, without 
controversy? No, and likely mistakes 
will be made. There is a truism out 
there in the world. If you don’t try, 
you don’t make mistakes and this  
isn’t the time for half measures. 

It’s tricky improving health 
care because you can’t just stop 
production and retool like a factory. 
Improvements must be made while 
the system continues to operate, not 
an easy task. 

We know that once Albertans are 
in the system, their experiences reflect 
the excellent care that health system 
professionals provide. 

Our challenge is making sure that 
access is quicker and recent steps 
have demonstrated that the system 
can respond. AHS instituted an initial 
surgery blitz and additional aggressive 
steps will be taken as needs be. 

There is no doubt about  

my commitment to publicly 

funded and administered  

health care.  
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F E At U r E

The professional responsibility of physicians for patient advocacy, including speaking in the media, is 
clarified in a letter from Alberta Health Services, the College of Physicians & Surgeons of Alberta and the  
Alberta Medical Association (AMA). See below (also on AMA's website at  
www.albertadoctors.org/Advocacy/FreetoSpeak).  

Clarifying physicians’  

freedom to advocate  

Alberta Doctors’ Digest  • July/August 2010 17
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Students' Voice

Helping med 
students find 
balance

topics, including nutrition, financial 
planning, yoga and photography. 

The Physician and Family Support 
Program’s “Mindfulness in Medicine” 
session was popular. It helped 
students recognize the importance 
of meditation as part of a balanced, 
non-reactive and low-stress life.

“Sessions like ‘Mindfulness in 
Medicine’ equipped attendees with 
the skills to become tomorrow’s 
renaissance physicians,” said Brett K.J. 
Kilb, first-year U of C medical student.

Facilitators from the Alberta 
College of Family Physicians and the 
Alberta Rural Physician Action Plan 

provided instructive clinical guidance 
when students were given a chance  
to practise clinical skills, such as 
putting in a central line, suturing  
and intubation. 

The Saturday-evening gala featured  
a number of speakers, including a 
moving keynote address by Alberta 
Medical Association (AMA) President  
Dr. Christopher J. (Chip) Doig, 
reminding students of the hardships of 
the profession and the importance of 
maintaining a healthy work-life balance. 

In addition, Pamela Brett-MacLean, 
PhD, spoke about finding balance and  
Dr. Ted J. Jablonski spoke about the 
flexibility of practising family medicine.

On Sunday, students skied, 
snowboarded, lounged in the hot 
springs and explored Banff’s vibrant 
town. They also attended sessions 
about massage and ballroom dancing.

The AMA, along with other 
generous donors, provided students 
with the opportunity to attend the 
conference and apply skills to achieve 
a healthy balance in their personal  
and professional lives.

“Sessions like ‘Mindfulness  

in Medicine’ equipped  

attendees with the skills to 

become tomorrow’s  

renaissance physicians.”

At AMSCAR 2010, AMA President Dr. Christopher J. (Chip) Doig (center) with Aisling E. Campbell 
and Colin A. Casault, AMA Committee on Student Affairs members and student reps to the AMA 
Representative Forum. (   supplied.)

Colin A. Casault 
MEdiCAL StUdEnt, 

CLASS oF 2012, 

UniVErSitY oF CALGArY

Aisling E. Campbell 
MEdiCAL StUdEnt, 

CLASS oF 2013, 

UniVErSitY oF ALBErtA 

A weekend in the mountains 
is a good prescription for fun and 
relaxation, especially for about 250 
busy medical students from the 
universities of Alberta (U of A) and 
Calgary (U of C).

The students met, January 15-17, 
in Banff for the sixth annual Alberta 
Medical Students’ Conference and 
Retreat (AMSCAR). 

The conference, dedicated to 
medical student well-being, began 
with a welcome reception to meet  
and network.

“AMSCAR was a great way to  
give ourselves a weekend break to 
mingle with our future colleagues,” 
said Audrey E. Chen, first-year  
U of C medical student.

Saturday’s sessions were about 
several professional and personal 
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Shaqil Peermohamed

ELECtiVE StUdEnt, CLASS oF 2011, 

UniVErSitY oF CALGArY

The day most medical students 
cannot wait for had finally arrived – 
day one of clerkship. 

Many of my student colleagues 
donned their white coats or scrubs, 
and headed to their designated 
hospital wards or clinics. 

However, my clerkship journey was 
a unique, two-week elective with the 
College of Physicians & Surgeons of 
Alberta (CPSA), in Edmonton. 

I was motivated by a strong 
interest in administrative medicine 
and a desire to learn more about 
the concepts of self-regulation and 
professionalism. 

Assuming the role of a medical 
regulator, I quickly found myself 
involved in a wide range of activities. 
On the first day of my elective, 
I provided insight regarding the 
assessment of adverse events that  
had taken place in non-hospital sites. 

Throughout the two-week period, 
I met with each Secretariat member 
to discuss this role in the CPSA 
and the programs and services the 
group oversees. After signing a 
confidentiality agreement, I was given 
the opportunity to review and discuss 
physician complaint files, assessing 
whether or not further investigation 
was indicated. 

During my elective, I also learned 
about many programs that assist 
physicians in improving their medical 
practices and addressing their health 
issues. A wealth of literature explores 
the topic of addictions and physicians. 
Evidence illustrates they are no less 
susceptible to alcohol and drug abuse 
than the rest of the population. CPSA 
has many programs in place, such 
as the Physician Wellness Program, 
to address these issues and assist 
physicians in overcoming illnesses. 

My interest in the subject 
of physician wellness led to an 
opportunity to assist with a research 
project that explores addictions in 
physicians in Alberta. 

Overall, I found my elective 
experience to be educational  
and valuable. I was engaged and 
involved in a variety of activities, 
ranging from meetings and strategic 
planning sessions to research projects. 

This experience has enhanced 
my leadership and communication 
skills, as well as my passion for 
administrative medicine. I strongly 
recommend that students consider 
this unique and beneficial elective 
opportunity if they have an interest in 
learning more about self-regulation 
and professionalism.

Thinking about an elective with the CPSA?  
My clerkship experience

I was motivated by a strong 

interest in administrative 

medicine and a desire to learn 

more about the concepts 

of self-regulation and 

professionalism. 

Ann DawrantAnn Dawrant

Website
www.anndawrant.com

E-mail
anndawrant@shaw.ca

•	 Consistently	in	top	5%	of	Edmonton	realtors

•	 Prestigious	RE/MAX	Platinum	Club

•	 24	years	as	a	successful	residential	realtor	
specializing	in	west	and	southwest	Edmonton

•	 Born	and	raised	in	Buenos	Aires	and	has	
lived	in	Edmonton	since	1967

•	 Bilingual	in	English	and	Spanish

RE/MAX	Real	Estate	Centre

(780) 438-7000

“Please call me to  

experience the dedicated, 

knowledgeable, and  

caring service that I provide  

to all my clients.”
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Kevin S. Wasko

MEdiCAL StUdEnt, 

CLASS oF 2011, 

UniVErSitY oF 

CALGArY

Colin A. Casault

MEdiCAL StUdEnt, 

CLASS oF 2012, 

UniVErSitY oF 

CALGArY

What is 
activity-based 
funding (ABF) 

and how will it affect physicians? On 
May 19, University of Calgary (U of C)  
medical students sought to answer 
those questions at the third annual 
Medical Students’ Association’s 
Health Policy Symposium. 

Presenters included Chris 
Mazurkewich, Alberta Health Services 
(AHS) Chief Financial Officer;  
Dr. G.N. (Gerry) Kiefer, Calgary 
pediatric orthopedic surgeon, Alberta 
Medical Association (AMA) Past 
President and Canadian Medical 
Association board member;  
Dr. Christopher J. (Chip) Doig, 
AMA President; and Dr. Thomas N. 
Noseworthy, Director, Centre  
for Health and Policy Studies,  
Faculty of Medicine, U of C.

Many issues that affect health care 
organizations are not covered in the 
medical school curriculum, leaving us 
to seek out that information ourselves. 

At the annual symposium, power 
players in health policy are brought 
to the students, as well as physician 
attendees. ABF was chosen as this 

Health policy 101  
at U of C student symposium

Join the hundreds of people who save thousands 
of dollars by getting your new or used vehicle  
from the United States. All makes & models  
with transferable warranty certified to meet 
Canadian standards.

Call 780.732.1177 today or  
e-mail: mynextcar@scoutspecialized.com

Looking for a new car or SUV?

cout 
pecialized, inc.

year’s topic because it’s timely and 
it would incite debate among the 
speakers and audience alike. 

This health care financing model 
links money to service volume. AHS 
has announced that ABF will be used 
to fund certain aspects of Alberta’s 
health care system. While it has 
been implemented elsewhere (e.g., 
Australia and the UK), there is some 
debate as to how effective it has been.

Mr. Mazurkewich stated ABF 
would start in Alberta’s long-term 
care homes. The plan is to eventually 
expand the model to other spheres  
of health care delivery. Incentives are 

efficiency and the potential for reduced 
waiting times. But, as the speakers 
warned, there are dangers of “cream 
skimming,” a potential method of 
exploiting the system. 

“Cream skimming” occurs if patients 
whose expected costs are lower than the 
reimbursement amount are sought over 
those whose expected costs are higher 
than the reimbursement amount. 

This bias might potentially reduce  
the accessibility of health care for a  
select population, which goes directly 
against one of the central tenets of the 
Canada Health Act. 

ABF should not be viewed as a 
panacea for hospital funding but it  
could be beneficial in some aspects of 
health care delivery. 

It will be interesting to see what 
happens with the health care system 
in Alberta as ABF moves forward and 
the extent to which it is ultimately 
implemented.  
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Learning, understanding we are 
not alone and building collegiality is a 
win-win-win situation. There is always 
knowledge translation!

What is knowledge translation? 
It's a buzzword in health care for 
a dynamic, iterative process that 
includes synthesis, dissemination, 
exchange and an ethically sound 
application to improve population 
health, services and products, and  
to be considered to strengthen our 
health care system.1

Simply put, this means putting 
knowledge to action.2 It applies 
to physician health and how the 
Physician and Family Support 
Program (PFSP) works for you. 

Physicians care for physicians: 
You are not alone 

Just as medicine is a face-to-face 
business, PFSP believes the best 
learning happens when physicians  
get together and share experiences  
(e.g., about fatigue, an adverse event  
or complaint, experience as a patient  
or being a colleague’s physician).

Physicians, at all career stages,  
and their immediate families benefit 
from the core business of PFSP by 
getting confidential access to health 
services. We collect the best evidence 
available in physician health,  
synthesize it and disseminate it. 

PFSP is concerned with the health of 
the whole person and with issues that 
affect physicians and their families. We 
focus on issues specific to a physician’s 
work and health that have an impact on 
practice, including safety, satisfaction 
and retention. 

A positive change in a physician's 
health translates to better care and 
patient health. Our intention is to 
deliver physician health education  
that makes a difference. 

You can access our communications 
in a variety of ways, such as:

π “PFSP Perspectives” in the Alberta 
Doctors’ Digest (www.albertadoctors.
org/PFSP/ADDarticles)

π PFSP updates in e-MD Scope (www.
albertadoctors.org/MDScope/Index)

π PFSP web pages (www.
albertadoctors.org/PFSP/Index)

π PFSP-sponsored education 

PFSP Perspectives

sessions in your community or at 
a provincial medical conference 
by your particular association or 
society of medicine. 

 We invite you to contact PFSP 
when planning a continuing 
medical education event. You 
may wish to tap into the following 
PFSP-health promotion projects 
and initiatives:

• Fatigue management: Do it for 
your patients. Do it for yourself. 
Initially focused on sleep 
and alertness for patient and 
organization safety, this now 
also covers compassion fatigue. 

An Alberta physician 
continued to be curious, 
observant and thoughtful after 
a PFSP presentation about 
fatigue management. He then 
incorporated what he learned 
about workplace nutrition from 
an Alberta Medical Association 
(AMA) annual general meeting 
(AGM). As a result, he effectively 
pursued positive change at his 
regional hospital. 

This knowledge translation 
resulted in the following positive 
changes for physicians, their 
health, patient care and, generally, 
a healthier medical workplace.

Sleep rooms are now 
designated for physicians to rest 
or nap when working extended 
hours in the hospital. 

Dianne B. Maier, 
MD, FRCPC

ProGrAM/CLiniCAL 

dirECtor, PFSP

Just as medicine is a 

face-to-face business, PFSP 

believes the best learning 

happens when physicians  

get together and share 

experiences.
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The physician’s lounge will 
be refurbished for improved 
rest and restoration, along with 
improved opportunities for 
collegiality. Physicians will also 
be able to get fresh food and 
beverages from a refrigerator. 

• Career transitions: Small 
changes, big impact speaks to  
the importance of a resilient 
medical career, empowering 
change, and retirement “beyond 
the financials.” 

• Adverse events is a particularly 
powerful initiative. We discuss 
what has been rarely discussed 
in our house of medicine – what 
you and your family can expect 
when there is an adverse event, 
a challenge to privileges, a 
complaint or a medical legal suit. 

π Another PFSP communication and 
amazing knowledge translation? 
The study by Dr. Jane B. Lemaire, 
Jean E. Wallace, PhD, and their 
University of Calgary collaborators. 
PFSP presented the results of the 
Well Doc? Module 1, Physician 
nutrition and cognition during 
work hours: What happens when we 
provide doctors with nutrition? at the  
AMA's 2009 AGM, accompanied 
by nutritious recipes designed for  
the all-important physician 
nutrition break at work. 

Delegates completed a PFSP 
survey, which was based upon the 
qualitative aspects of the study 
questions. Aggregate data reflected 
the study participants.

Their knowledge is apparent. 
Physicians need to consume 
appropriate, nutritious food  
and beverages throughout their 
work days (and nights) to maintain 
their health and cognition. Patient 
care counts on it. Yet, there are a 
number of barriers, individual  
and systemic, to this being a  
reality for many physicians.

π Tools and/or products further 
increase awareness for knowledge 
translation. You might recognize 
these as themed surveys available 
at the PFSP booth at many 
conferences and the AMA's 
Representative Forum. 

how else could PFSP serve you? 

Feedback regarding disruptive 
physician behavior and calls to the 
PFSP toll-free line (1.877.SOS. 4MDS, 
24 hours-a-day, 7 days-a-week, 365 
days-a-year) reflect an increase in 
occupational issues of all kinds. 

• With our team “connecting 
the dots” of existing projects, 
PFSP will be addressing healthy 
medical workplaces. 

 Upcoming discussions will 
centre on the importance 
of civility, communication, 
collegiality, collaboration and 
conflict resolution and that, in a 
workplace, everyone plays a part. 

How about something less formal? 
Fun in presentation, PFSP-branded 
items are designed with a particular 
project in mind, such as:

• Frisbees to remind us about the 
importance of play and leisure.

• Sleep masks to remind us about 
effective fatigue management.

• Beverage coasters and pamphlets 
with Canadian Medical 
Protective Association (CMPA) 
and PFSP contact information, 
helpful if responding to an 
adverse event.

• Dental floss as a tribute to our 
colleagues in recovery from 
substance-use disorders who 
have much to teach us all –  
be self-aware and practise 
self-care daily because it's all 
about our health. 

At the national level, physicians 
may take advantage of PFSP's 
experiences with valued physician 
health partners in knowledge 
translation, as follows: 

• The Canadian Physician Health 
Network, which includes 
representatives from the 
Canadian Medical Association 
(CMA) Centre for Physician 
Health and Well-being, all 
provincial physician health 
programs, academic medicine, 
the CMPA, Canadian 
Association of Internes and 
Residents and the Canadian 
Federation of Medical Students

• The CMA mental health strategy 
for physicians (to be published 
this year) 

PFSP also suggests you check two 
new important “made-in-Canada” 
physician health resources: 

• The Royal College of Physicians 
and Surgeons of Canada 
CanMEDS Physician Health 
Guide.3 This has been specifically 
designed to support and assist 
multiple stakeholders (from 
educator to trainee to practising 
physician) in understanding 
and developing competency in 
the emerging field of physician 
heath education. 

• ePhysicianHealth.com  
(http://ephysicianhealth.com). 
This is learning about physician 
health via the Internet –  
at your convenience, from  
your computer.

The circle of physician health 
knowledge translation comes back  
to PFSP's core services. 

Each time a physician or family 
member accesses confidential PFSP 
services by calling 1.877.767.4637, 
has a conversation with the on-call 
assessment physician, receives 
support and referral to the most 
appropriate health resource, 
knowledge is translated. 

There is utmost appreciation of 
the importance of confidentiality 
and privacy in seeking assistance. 
Physicians care for physicians and  
you are not alone.
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Physician health in Alberta 
• More than 1,000 physicians at all career stages, and 

their families, received services from PFSP in 2009.

• Physicians are prepared to fight the stigma when 
facing mental health issues as they seek care through 
PFSP. They know the benefit of early intervention and 
effective treatment for themselves and their families. 
And they will be better prepared to compassionately 
assist their patients facing these issues.  

PFSP also learns from iteration in the process. We enjoy 
receiving feedback and especially like hearing how there has 
been transformation, small or large, in a physician's life, 
influenced, in part, by PFSP knowledge translation. Perhaps 
you have some ideas for your physician health program.

In the end, the work of physician health is about assisting 
in making informed decisions and making a difference for 
our profession, families and patients. 

PFSP continues to support a healthy culture of medicine. 
Will you?  

References available upon request.

Letters
A physiotherapist’s views follow about the article "Obesity 

in Canada – What can physicians do differently to better help 
patients manage their weight?" from the March/April 2010 
Alberta Doctors’ Digest. Excerpts of her letter follow.

Physiotherapists' role in clinical management of  
obese patients

Physiotherapists have developed a range of pragmatic 
treatment strategies by combining academic knowledge 
and training with the practical experience of regularly 
problem-solving with obese patients. 

Based on objective assessment findings, physiotherapists 
provide safe, appropriate and sustainable physical activity 
programs that minimize the risk of over-use injuries. Obese 
patients are often capable of commencing and maintaining 
strength-training programs. Whether gym- or home-based, 
patients can quickly achieve positive results that reinforce 
their participation.

Aside from the health benefits, the advantages of 
engaging patients in community or Internet-based activities 
are the relative accessibility and affordability, combined 
with positive social interaction.

Canadian obesity guidelines indicate the prevention of 
weight gain and improvement in functional benchmarks (e.g., 

being able to walk up 12 stairs without pain) are often more 
meaningful to obese patients than specific weight-loss goals. 
Physiotherapists are skilled at developing these functional 
goals and encouraging progression of physical activity. 

Using clinical outcomes (i.e., strength, two-minute walk 
or arm-ergometry tests, timed up-and-go, or balance tests), 
physiotherapists also measure a program’s effectiveness and 
motivate patients. Considering the distressingly low success 
rates of obesity-intervention programs, fostering improved 
function in obese patients seems critical to managing the 
potentially overwhelming, negative economic and health 
effects of the obesity epidemic. 

Sarah Kerslake, BPhty 
Physiotherapist, 10+ years experience treating and 

fostering functional goals with obese patients; research 
coordinator, Banff Sport Medicine; sessional lecturer, 
University of Alberta Department of Physical Therapy. 

The Alberta Medical Association welcomes comments 
about Digest articles and suggestions for future topics. Please 
contact Editor-in-Chief Candy L. Holland at candy.holland@
albertadoctors.org, visit www.albertadoctors.org and click on the 
Discussions link (at the top of the site, near the Site Map and 
Search links) or write her c/o Public Affairs, Alberta Medical 
Association, 12230 106 Ave NW, Edmonton AB T5N 3Z1.  
The association reserves the right to edit all letters.  
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J. Barrie McCombs, 
MD, FCFP 

MEdiCAL inForMAtion 

SErViCE CoordinAtor, 

tHE ALBErtA rUrAL 

PHYSiCiAn ACtion PLAn

To satisfy my 
recurring, relapsing 
techno-lust, I visited 
the Apple Store to 
see the new iPad. 
It is an impressive 

piece of technology, but I didn’t buy 
one because I already own at least one 
device that does what I would expect 
of the iPad. But it might be perfect for 
you, so let’s look at its major features.

The iPad is 189.7 mm (7.47 inches) 
wide by 242.8 mm (9.56 inches) 
long and 13.4 mm (half-an-inch) 
thick. The display is mainly a bright 
touch-sensitive screen that looks like  
a large version of Apple’s iPod touch 
or iPhone devices. 

Its chief advantages are portability 
and ease of use. The iPad’s usefulness is 
rated somewhere between a smartphone 
and a small laptop computer. 

Available models

Each of the two models comes with 
16, 32 or 64 gigabytes of memory. The 
first connects to the Internet using 
only wireless (Wi-Fi) technology. The 
second can connect to both wireless 
and the newer 3G cellular networks 
offered by Telus, Rogers and Bell. 

To use a cellular network you must 
also purchase a subscriber identity 
module (SIM) card and a data service 
plan. Unfortunately, the networks  

Web-footed MD

do not yet allow you to share a single 
data plan between the iPad and any 
other device.

hardware

The iPad uses the touch-sensitive 
screen to display a full-sized keyboard, 
suitable for touch typing. A cable is 
provided to connect to a USB 2.0 port on 
a desktop computer for synchronizing 
data and charging the battery. 

Among other accessories, Apple 
sells an external keyboard and a 
protective case that can act as a viewing 
stand. Surprisingly, no earphones are 
provided and there are no USB ports 
for connecting external devices.

Operating system

The operating system is easy to 
use. It is only capable of running one 
application at a time. 

Apple provides the free iTunes 
program for synchronizing files between 
the iPad and a desktop computer. iTunes 
also connects to an online Apple Store, 
where users can purchase applications, 
music and videos.

Internet browser

The Safari browser application 
works whenever a wireless or cellular 
Internet connection is available. One 
current limitation is that Safari cannot 
display the Flash video format used on 
many websites.

Mail, contacts and calendar

Applications are included for 
managing email messages, contacts 
and an events calendar. It is unclear 

how well these applications can be 
synchronized with similar desktop 
applications, such as Microsoft Outlook.

Music and video

The iPod application plays music on 
the iPad’s internal speakers. The video 
application plays movies, TV shows and 
other videos. 

Both music and video files are 
available from the iTunes Store. These 
features make it attractive as a source of 
personal entertainment during long trips.

Books

The iBooks application provides 
competition for the Kindle and other 
book-reading devices, and offers unique 
bookmarking and search features. Books 
can be downloaded from the iTunes Store.

Photos

The iPhoto application allows the 
iPad to be used as a digital picture frame 
for storing and organizing photos. An 
adaptor is available to connect directly to 
a digital camera.

Cellular phone

The iPad can function as a cellular 
phone or speakerphone when connected 
to a 3G network. However, its large size 
will limit this usage.

Software applications

A wide variety of application programs 
are available, including those written for 
the iPhone. These include Apple’s Pages 
(word processor), Numbers (spreadsheet) 
and Keynote (presentations), which are 
similar to Word, Excel and PowerPoint 
found in Microsoft Office.

Medical applications

Many mobile medical software 
vendors have adapted their programs  
to run on the iPhone. They will be 
easier to read on the larger iPad display, 
making it a useful quick-reference tool. 

Apple’s new iPad – 

Tool or toy?
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The bottom line

For now, I’ll stick with a basic cell 
phone, an iPod touch for music and a 
PC desktop for serious computing. I 
might change my mind if I find more 
useful iPad applications. 

For more information about the 
iPad, visit the following websites.

Apple 
www.apple.com/ca 
support.apple.com/manuals

The first site provides detailed 
information about the iPad and its 
features. The second site provides the 
complete user manual.

iPad in Canada 
www.ipadincanada.ca

This website offers useful and 
up-to-date information about the iPad, 

Your comments and suggestions  
are welcome.

Please contact me:

barrie.mccombs@rpap.ab.ca     
T 403.289.4227 

including a comparison of the data 
plans available from the Telus, Rogers 
and Bell networks.

F E At U r E

Resident working with 
underserved patients awarded  
TD Insurance Meloche Monnex/AMA Scholarship

AMA Immediate Past President Dr. Noel W. Grisdale (left) and Lone St. 
Croix, Vice President, Affinity Market Group, TD Insurance Meloche 
Monnex (right) present Dr. Michael W. Aucoin with the TD Insurance 
Meloche Monnex/AMA Scholarship. (   Dawn C. Wyver, AMA.)

Family medicine resident  
Dr. Michael W. Aucoin is the 2010 
recipient of the TD Insurance Meloche 
Monnex/Alberta Medical Association 
(AMA) Scholarship, which also marks 
the 20th year the scholarship has  
been awarded. 

Dr. Aucoin was granted $5,000 
for further clinical training in an area 
where expertise is needed in Alberta 
and his new and valuable, enhanced 
skills will help meet the ever-changing 
medical needs of patients in the 
province. 

After having completed his medical 
degree at Dalhousie University, in 
2008, and studying and researching  
at the Calgary Refugee Health 
Program for two years, he is almost 
finished his residency. 

Soon Dr. Aucoin will begin an R3 
year of residency in the Global Health 
Enhanced Skills program, at the 
University of Calgary Department of 
Family Medicine (advanced training for 
family physicians to become “competent 

practitioners in resource-poor settings 
within Canada and abroad”).

During the one-year program,  
Dr. Aucoin will complete clinical 
rotations in HIV, tuberculosis, 
hepatitis and addictions, immersed 
in Aboriginal medicine, inner-city 
medicine and refugee health.  
Dr. Aucoin will also receive a  
hygiene and tropical medicine  
diploma to help meet the needs of 
Alberta's large refugee population.

Afterwards he plans to practise in 
Calgary. Dr. Aucoin has been offered  
a clinical position at the Calgary 
Refugee Health Program, where he 
will provide medical care to newly 
arrived refugees. He would also like 
to continue working with Calgary's 
vulnerable inner-city patients.

In the words of a supervisor who 
enthusiastically endorsed Dr. Aucoin’s 
nomination for this award, “Michael 
has had a long-standing focus of 
working in medical communities 
abroad where patients are vulnerable 

and poor. He will make a caring, 
compassionate and exceptionally trained  
asset to Alberta’s physicians who  
serve this population here at home.”

Applications for the scholarship are 
due in March. For more information, 
contact Pat Shinkewski, on behalf of the 
Committee on Achievement Awards: 
pat.shinkewski@albertadoctors.org, 
780.482.0315 or 1.800.272.9680, ext. 315.

For more information about the 
scholarship and other recipients 
who have been recognized for their 
tremendous work over the last  
20 years, visit the AMA website  
(www.albertadoctors.org/
AwardsScholarships/MonnexAMA).  
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My friend, Ed, 
does a lot of evening 
courses, plus a good 
few morning and 
afternoon ones. 

When he announces he’s off to 
another course, we are all impressed 
at his zeal for self-improvement.

The golfing doctor is a superior 
specimen, possessing a heightened 
awareness of the unfairness of life  
and the play of chance. 

He or she is painfully aware of 
the temptation to exaggerate or even 
deceive, coupled with the inevitability 
of discovery because someone, 
somewhere is always watching. 

The golfing doctor understands 
that one must retain fortitude in  
all disappointments, for fortune  
will change. 

And, most importantly, the golfing 
doctor is aware of the necessity for 
harmony and cool in the face of 

Doing an evening course: 

The golfing doctor

In A Different Vein

Alexander H.G. 
Paterson,  
MB ChB, MD,  
FRCP, FACP

Co-Editor

adversity, together with that intrinsic 
paradox – the absurdity of it all – the 
attempt to control events with a thin 
stick, at a distance of four feet from 
man’s otherwise miraculous hands. 

Sudden success or failure in golf, 
as English writer P.G. Wodehouse 
observed, is like the sudden acquisition 
or loss of wealth. It is apt to deteriorate 
and unsettle the character. 

The golfer well knows what lurks 
in the heart of man. 

To play a round of golf with 
someone is to observe the interplay 
of one’s own character foibles with 
those of his opponent: the obsessive-
compulsive who focuses on the rules 
and technicalities of the game; the 
masochist who self-flagellates over 
every poor shot; the sly type who 
surreptitiously shifts the ball to a better 
lie; the self-absorbed who believes 
every shot is a medal event and takes 
two practice strokes to make it; the 
storyteller, usually dressed in startling 
tartan pants, telling ribald jokes with 
the intent to disrupt one’s focus. 

The full panoply of human folly 
and arrogance, yet determination, is 
displayed on the golf course. 

The ancient game of golf is 
made for doctors. Melding physical 
skills with mental toughness and a 
requirement for spiritual harmony, 
it is better than yoga physically, 
tops meditation mentally and rivals 
organized religion spiritually. 

For self-discipline, physical rigor 
and a general oneness with the world, 
golf is unrivalled. I realize I have, 

by now, lost half my readers, but no 
matter – the truth must come out.

I was taken to see Henry Cotton 
(three-time winner of the British Open) 
at the age of three, and a putter was 
put in my hands at the age of four – a 
commonly used pediatric developmental 
milestone for Scots children, not 
commonly used in Canada. 

Into the lowest percentile group 
I fell and my parents received visits 
from social workers. 

The club was a wooden-shaft, sawn 
off to half-length, and metal-headed. 
The grip was of wound black tape. 

I used this club as a driver, fairway 
wood, wedge and putter for several 
years, playing on the children’s golf 
course by the Blacksmith’s Forge in 
Gullane, East Lothian. Clydesdale horses 
were shod as I hit off with my uni-club. 

Wooden tees were costly. If 
found, they would be pocketed 
surreptitiously. If honesty prevailed, 
they would be handed in at the adults’ 
pro shop to be returned to owner. 

There was a sandbox on each tee. 
One built up a little mound of sand, 
placed the ball on top and blasted away. 

I described this teeing-up process 
recently to a friend. “How primitive,” 
he said. I had expected a response  
of “How environmentally sound,”  
so changed the subject.

Through my teenage years and 
into my 20s I despised golf, a game 
for the elderly – anyone over 40 – 
and, in general, a waste of time when 

The golfing doctor is aware of 

the necessity for harmony and 

cool in the face of adversity.
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one could be in a pub or partying. 
These were more important activities, 
although with the recent revelations 
coming from Mr. T. Woods, perhaps 
this was too hasty a conclusion. I’m 
now back in the game. 

For peace and beauty, the Red Deer  
Golf & Country Club is up there. 
It’s the site of the Alberta Medical 
Association’s (AMA’s) annual North/
South Doctors’ Golf Tournament, 
which Dr. Pat Rose coordinated  
years ago. Now Dr. Pat Heslip helps 
with the event. 

Here you can meet some characters 
from the medical world of yesteryear, 
as well as play on a tough course with 
the Red Deer River rolling by. After 
a belly-stretching breakfast, you head 
out for the shotgun start full of hope, 
bacon and eggs. 

They have cardiac resuscitation 
equipment (donated by the AMA) 
readily available so you can continue 
your round with only a short 
interruption when one of your 
partners has an MI. 

Watching golfers return to the 
clubhouse at noon for lunch has been 
likened (by gynecologist, raconteur 
and poet John Boyd) as “The Return 
of the Zombies.” 

The worst doctors are those who 
are puffed up with arrogance. A whiff 
of this deadly sin enters most of us 
from time to time. 

Golf is excellent therapy for this 
character flaw. Try Royal Troon, a 
championship links course on the 
West Coast of Scotland, with the island 
of Ailsa Craig in view on the Irish Sea. 

I last tee’d off at Troon in 2000. 
Caddies were hired at £20 per round, 
plus tip. My caddie was William Wallace. 

Surrounding the first tee at Troon 
was a fair crowd of holidaymakers 
and, much more threatening, caddies 

waiting to be hired. It was early 
afternoon and some had sunk a few 
pints in the pub over the road and 
were in a critical mood. 

Wallace tee’d up my ball and said 
comfortingly: “Pay no attention tae 
them, sir. You want a good shot up 
the middle, not too far mind. Watch 
the far bunker on the right.” 

The crowd fell silent. My practice 
swing went well. In fact, wasn’t it a 
certain Lord Robertson who said: “My 
favorite shots in golf are the practice 
swing and the conceded putt. All the 
rest can never be mastered.” 

I topped the ball, scudding it off to 
the left rough, a mere 60 yards up. 
There was a general tittering from 
the crowd and a voice from the back 
shouted, “Aw, take another shot, Tiger.” 

We strode off down the fairway, 
with the Irish Sea on our right and 
the old clubhouse on our left, to the 
sound of the chuckling golf gods, the 
sea breeze cooling my face.

For inner peace and harmony 
I played Paradise Canyon, near 
Lethbridge, for the first time this  
year, and a lovely course it is, too. 

The back nine winds along by the 
Oldman River. Bluebirds, swallows 
and Spotted Towhees twitter, 
chirp and cackle at the shots. The 
river’s banks and coulees show the 

shuddering upheavals of Earth’s 
geology like a layer cake. 

Gazing at the cliffs of sandstone, 
shale and coal from the Mesozoic Era 
settles the mind wonderfully. That 
back-wrenching, fat seven-iron shot 
meant for the green, but rolling only 
15 yards, is put in its proper place in 
the great scheme of things. 

It really doesn’t matter. Millions  
of years don’t matter, they pass away. 
All things must pass. This is better 
than meditation. 

Golfing in the Rockies.  
Dr. Paterson’s friends 
hunt for the ball.  
(  Dr. Alexander H.G. 
Paterson.)

Watch the digest 
post-summer for reports 
about the oldest golf event 
in Alberta — the 83rd annual 
north/South doctors’ Golf 
tournament, in red deer.

On the way back to Calgary, feeding 
the harmony further, I recommend 
the 7-Eleven in Claresholm for 
deep-fried chicken kebobs (“placed 
on a stick by Mother Nature”), thick 
potato wedges (with Ranchman’s 
dressing) and Hawkins Cheezies 
washed down with a Coke slurpee.

Another medical deadly sin is to 
take oneself too seriously, and yet one 
must do this from time to time to be 
effective and professional. 
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This paradox brings Muirfield to 
mind. To play it with enjoyment you 
must be relaxed, yet have your wits 
about you. You must take the game 
seriously but not be too serious about 
it. You must respect the tradition but 
realize some of it is tongue-in-cheek.

The game at Muirfield, a links course 
by the Firth of Forth, is different. The 
convention, for the last 250 years, has 
been to play the course well-oiled. 

You start with a beer, move on 
to the buffet featuring local fish and 
meats, and then sit down in the 
dining room surveyed by oil paintings 
of severe, frock-coated club captains 
in tri-cornered hats, clutching wooden 
clubs resembling the modern hybrid 
ones. The meal is washed down with  
a bottle of wine. 

Standing on the first tee requires 
compensation for the gentle sway and 
the rosy tinge to the world. This is, 
however, the Old Game – a two-ball 
foursome, played at a pace blistering 
by North American standards. 

PHYSICIAN(S) REQUIRED FT/PT

MILLWOODS    EDMONTON

- Signing bonus or guarantee -

Also locums required

Phone: Clinic Manager or
Dr. Paul Arnold
(780) 970-2070 
(780) 953-6733

ALL-WELL
PRIMARY CARE CENTRES

A visiting American to Muirfield once commented to his caddie after a poor 
shot into a deep bunker, “It’s a funny game, golf.” To which the horrified caddie 
replied, “It’s not meant to be!”

But golf is meant to be fun. So for a healthy life and self-improvement 
get-away from the clinic, do an evening or an afternoon course. 

Indulge in new clubs. Try a demo club first. It always improves your game – 
until you buy it.  

Dr. Paterson focuses 
on his putt, in July, in 
Canmore. (   supplied.)

But golf is meant to be fun.

I took a practice swing and was 
upbraided by my friend, Paul. “Don’t 
think we’ve time for that. Just hit it. 
We’re not playing for medals. . . .” 

Two players hit off the tee while  
the other two walk briskly up the 
fairway to play the second shot,  
by which time the original players  
are making for the green to putt. 

The effects of the lunch wear off 
quickly in the sea breeze and you’re 
back in the clubhouse within two 
and a half hours, ready for more 
refreshments. 
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physicians. This clinic is in the Cold 
Lake Health Centre and immediate 
positions are available. No overheads, 
only monthly fixed-fee rent without 
increase for duration of contract. No 
60/40 arrangements, allowing you 
to keep the money you earn through 
your hard work. Choose your own 
hours/workload. Compulsory current 
emergency room on-call rotation 
is one-in-seven, obstetric calls are 
currently one-in-three and anesthesia 
calls are currently one-in-two. 

Candidates to have Canadian Medical 
Protective Association membership 
(compulsory) and general practitioner 
with obstetrics must be eligible to 
practise obstetrics in Zone 5. General 
practitioner with anesthesia must  
be eligible to practise anesthesia in 
Zone 5. 

Contact: Dr. Jakes Dekker
Cold Lake Medical Clinic
T 780.639.3180
F 780.639.3181
jed@incentre.net

DRAYTON VALLEY AB

General practitioner required for 
Malone Medical Clinic, which is fully 
computerized, modern and one block 
from the Drayton Valley Hospital. 
Opportunities to work in the emergency 
department and additional skills 
including obstetrics and anesthesia 
would be an asset, but not essential. 

Contact: Heather Barrett,  
Office Manager 
T 780.542.3366
F 780.542.6207
malone@telus.net

LETHBRIDGE AB

Campbell Clinic, established in 1906, is 
seeking part- and full-time physicians; 
new graduates welcome. Currently, 
we have 17 family physicians, one 
pediatrician and one internist. 

Calgary AB  T3E 7C4
T 403.240.1752
F 403.249.3120
msmc@telusplanet.net

CALGARY AB

We are seeking part- or full-time 
physicians for our northwest Calgary 
clinic for evening and weekend shifts. 
We are a busy, high-volume walk-in 
clinic and offer an attractive split. There 
are no on-call or administrative duties. 
You will be assisted by friendly staff and 
will see appreciative patients. Excellent 
income, pleasant environment.

Contact: Dr. Richa Love 
T 403.295.7666 
richalove@shaw.ca

CALGARY AND EDMONTON AB

Join our dynamic team. Part- and 
full-time physicians required for 
Wellpoint Health, a growing national 
health care provider. We are looking to 
fill positions at all of our walk-in and 
occupational health clinics in Calgary, 
Midnapore, Foothills Industrial Park 
and Calgary Airport. We are also looking 
for walk-in physicians in Edmonton 
for the Kingsway Mall location. 

Above-average compensation 
including a minimum daily guarantee 
of $1,000, 70/30 split and up to 
$5,000 signing bonus.

Contact:
T 403.880.2040
sdada@wellpointhealth.ca or 
T 403.680.8885
jlewis@wellpointhealth.ca
www.wellpointhealth.ca

COLD LAKE AB

General practitioners urgently needed 
with and without special skills. Very 
modern and lucrative clinic, using 
Wolf Medical Systems electronic 
medical records, is looking for more 

Physician wanted

CALGARY AB

Celebrating more than 25 years of 
excellence in serving physicians, 
MCI The Doctor’s Office™ has 
immediate openings in group family 
practice or walk-in shifts. Light 
on-call requirements, flexible hours 
and schedules, no investment, no 
financial risk, no leases to sign and 
no administrative or human resources 
burdens. MCI Medical Clinics provide 
quality practice support in eight busy 
locations throughout the city.

Contact: Margaret Gillies
TF 1.866.624.8222, ext. 433
practice@mcimed.com
www.mcithedoctorsoffice.com 

CALGARY AB

Newly built, busy, computerized 
office in southwest Calgary is looking 
for part-time physicians to fill walk-in 
shifts for late afternoon/early evening. 
No costs, no overhead.

Contact: Monica
Westglen Medical Clinic
108-30 Springborough Blvd SW
Calgary AB  T3H 0N9
T 403.240.2258 (private)

CALGARY AB

Med+Stop Medical Clinics Ltd. has 
immediate openings for part-time 
physicians in our four Calgary 
locations. Our family practice medical 
centres offer pleasant working 
conditions in well-equipped modern 
facilities, high income, low overhead, 
no investment, no administrative 
burdens and a quality of lifestyle not 
available in most medical practices.

Contact: Marion Barrett
Med+Stop Medical Clinics Ltd.
290-5255 Richmond Rd SW
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Multidisciplinary primary care teams 
include a pharmacist, clinical educator, 
behaviorist and mental health/social 
worker. Fully integrated electronic 
medical records, on-site X-ray, 
laboratory service and pharmacy. 
Friendly support staff and professional 
management. Excellent start-up 
conditions and above-average income 
with a very competitive overhead.  
We welcome your enquiries.

Contact: Chris Harty,  
Clinic Manager
T 403.381.2263
charty@campbellclinic.ca

LETHBRIDGE AB

Bigelow Fowler Clinic (19 physicians) 
has immediate openings for part- 
or full-time physicians. On-call is 
one-to-two times per month. Fully 
integrated electronic medical record 
links three clinic locations for 
family practice and walk-in clinics. 
X-ray, lab services and pharmacy on 
site. Friendly, competent staff and 
professional management allow you 
to focus on quality of care. Excellent 
income opportunity with very 
competitive overheads.

Contact: Tim Janzen
Bigelow Fowler Clinic
1605 9th Ave S
Lethbridge AB  T1J 1W2
T 403.327.3121
F 403.320.5593
tjanzen@bigelowfowler.com

Physician and/or locum wanted

CALGARY AND EDMONTON AB 

Is your practice flexible enough to 
fit your lifestyle? Medicentres is 
a no-appointment family practice 
with clinics throughout Calgary and 
Edmonton. We are searching for 
superior physicians with whom to 
partner on a part-time, full-time and 
locum basis. No investment and  
no administrative responsibilities. 
Pursue the lifestyle you deserve.

Contact: Lorna Duke,
Manager, Physician Services

Medicentres Canada
T 780.483.7115
edmphys@medicentres.com
Shannon Klassen,
Coordinator, Physician Services
T 403.291.5599
calphys@medicentres.com

RED DEER AB

Red Deer’s Associate Medical Group, 
established in 1946, is central 
Alberta’s largest family medicine 
clinic. We are currently seeking part- 
and full-time physicians, as well as 
locums, who are interested in seeing 
patients in booked appointments 
as well as in a busy walk-in 
environment. The medical practices 
are professionally managed with an 
excellent, knowledgeable support 
team, very experienced colleague base, 
competitive overhead rates and fully 
integrated electronic medical records. 

The clinic is connected to the Red Deer  
Primary Care Network and has a 
number of health care professionals 
collaboratively working with family 
physicians. We have a manageable 
obstetrics on-call schedule with a 
low-risk maternity group handling the 
majority of new obstetric patients. In 
May the Associate Medical Group also 
opened a new state-of-the-art walk-in 
clinic in Red Deer’s highest-traffic 
retail location, which is expected to 
generate large income potential with 
generous financial splits. Laboratory 
and hospital nearby. Downtown 
location, pharmacy on site (downtown 
clinic) and close to walk-in location. 

Contact: Martin Penninga, Manager
T 403.346.2057
F 403.347.2989
martinpenninga@telus.net
www.associatemedicalgroup.com

ST. ALBERT AB

Physician and locum opportunities 
available within St. Albert. Incentives 
for full-time physicians and locums 
available.

Contact: Sheila Cousineau,
Assistant Manager

St. Albert and Sturgeon PCN
T 780.418.6721
sheila@saspcn.com
www.saspcn.com

Space available

EDMONTON AB

Beautiful and professionally designed 
1,300 sq. ft. luxury medical office 
available for lease in southwest 
Edmonton, in a contemporary 
professional centre in prestigious 
Terwillegar/Riverbend. Includes  
two private offices and four 
examination rooms. Office features 
include built-in high-speed 
networking, phone and security 
system, mahogany doors, quartz 
reception desk and ceramic tile.  
Main floor is handicap accessible, 
ample free client/staff parking, easy 
access via transit and all major routes. 

Contact:
780.445.6830 (pager)
rheum@uniserve.com

Courses

SEA COURSES CME CRUISES 

Companion cruises FREE.

ALASKA CME CRUISE

September 12-19 
Focus: Cardiology, ENT, men’s health 
Ship: Celebrity Mercury

GREEK ISLES CME CRUISE

October 2-9 
Focus: Internal medicine 
Ship: Splendour of the Seas

CHINA AND YANGTZE RIVER  
CME TOUR

October 27-November 11 
Focus: Rheumatology and chronic pain 
Shanghai, Xian, Beijing and  
Yangtze River
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CARIBBEAN CME CRUISE

November 26-December 6 
Focus: Sexual health medicine 
Ship: Celebrity Equinox

SOUTH AMERICA CME CRUISE

January 16-30, 2011 
Focus: Respirology, cardiology  
and psychiatry 
Ship: Celebrity Infinity

CARIBBEAN CME CRUISE

February 5-12, 2011 
Focus: Botox and fillers training 
Ship: Oasis of the Seas

February 19-26, 2011 
Focus: Clinical medicine for hospitalists 
Ship: Liberty of the Seas

March 12-19, 2011 
Focus: Diabetes management 
Ship: Eurodam

DUBAI AND UNITED ARAB 
EMIRATES CME CRUISE

March 21-28, 2011 
Focus: Aesthetic medicine 
Ship: Brilliance of the Seas

Contact: Sea Courses Cruises
TF 1.888.647.7327
cruises@seacourses.com
www.seacourses.com

Practice for sale

EDMONTON AB

Rheumatology practice for sale in 
Edmonton. Impressive opportunity 
to take over a well-established, 
comprehensive, solo, adult 
rheumatology practice in prestigious 
area of Edmonton. Offers excellent 
income, impressive and solid referral 
base throughout the province.  
Terms negotiable.

Contact:
780.445.6830 (pager)
rheum@uniserve.com

Services

ACCOUNTING AND  
CONSULTING SERVICES 
EDMONTON AB

Accounting, bookkeeping, personal 
and corporate tax returns and 
payroll. Experienced in incorporating 
professional and non-professional 
corporations. Specialize in managing 
accounts for professionals. Pick 
up and drop off for Edmonton 
and vicinity; able to accommodate 
out-of-town clients via mail.

Contact: N. Ali Amiri, MBA,
Financial and Management 
Consultant
Seek Value Inc.
T 780.909.0900
F 780.439.0909
aamiri.mba1999@ivey.ca

DOCUDAVIT MEDICAL 
SOLUTIONS

Retiring, moving or closing your 
family or general practice, physician’s 
estate? DOCUdavit Medical Solutions 
provides free storage for your paper 
or electronic patient records with no 
hidden costs. We also provide great 
rates for closing specialists.

Contact: Sid Soil 
DOCUdavit Solutions 
TF 1.888.781.9083, ext. 105
ssoil@docudavit.com 

IPAC AND OHS CONSULTING  
& AUDITING 
CALGARY AB

Are you ready for an Infection 
Prevention and Control (IPAC) audit? 
Are you in compliance with the 
Alberta Occupational Health &  
Safety (OHS) legislation?

We can assist you in ensuring 
compliance to the IPAC standards 
and OHS regulatory requirements 
by conducting a gap analysis 

Display or 
ClassifieD aDs

To Place or renew, conTacT: 

daphne C. Andrychuk 

Secretary, Public Affairs 

Alberta Medical Association

T 780.482.2626, ext. 275 

TF 1.800.272.9680, ext. 275 

F 780.482.5445

daphne.andrychuk@albertadoctors.org

and recommending practices and 
procedures to successfully pass an audit 
and ensure compliance to regulations.

We will assess the hygiene standards 
and equipment reprocessing practices 
of your office, develop the health 
and safety procedures, and provide 
necessary training for your staff. 
Contact us to set up a free consultation.

Contact: Ashif
T 403.770.9578
ashif@x-inc.biz 

RECORD STORAGE & RETRIEVAL 
SERVICES INC.

Closing practice? Canada’s number 
one medical records storage/scanning 
company invites closing general 
practitioners to store their files for 
free. Fully compliant. In business 
since 1997.

TF 1.888.563.3732, ext. 221
info@rsrs.com
www.recordsolutions.ca/
medicalpracticeclosure.html  



When you’re a doctor, people depend on you for a lot of different things, especially  

your time. It’s a constant balancing act between staying up to date on pharmacology 

and medical advances, and maintaining the administrative side of your practice. It’s time  

to simplify. Let us take care of your billing so you can get back to doing what you do best,  

being a doctor. We just have one question that you probably haven’t heard in a while:  

What will you do with all your extra time? Let us know at stratbill.ca

WELCOMING BACK YOUR TIME

Here’s our solution. We will:
•  Remove the billing process from your daily routine
•  Maximize your revenue and reduce overhead
•  Free up your time
•  Give you the opportunity to get back 
 to being a doctor

Being a doctor wasn’t always this complicated.  
Let Stratbill™ take on some of your responsibilities 
so you can get back to doing what you do best. 

Stratbill™, letting doctors be doctors™.
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