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It seems it is the season for us all to make good 
on our shortcomings of the past year. At least 
you would think so by the January magazine 
covers on all the grocery shelves: lose weight, 
exercise, organize, budget. I’ll join in the call 
for making changes as well — changes in our 
healthcare systems. You might say, “Whoa… 
haven’t we had enough change already? I hav-
en’t even got used to the last round of changes.” 
I can’t blame you. One year ago, in January, 
2015, Stephen Harper was Prime Minister, 
Jim Prentice was the premier of Alberta, Ste-
phen Mandel was Alberta’s Minister of Health, 
and Vickie Kaminski was the “new” CEO of 
Alberta Health Services. Lines can be drawn 
through all of those names now. How do those 
of us still in the system improve healthcare?

Change is usually noticed in retrospect. I think of the change in com-
munication devices alone over the 25 years since I entered medical 
school, and it’s almost comical (Our children think it’s hilarious to hear 
of what we had — or didn’t — when we were young). I can recall first 
seeing a fax machine while I was a pre-med student volunteering at the 
Foothills Emergency Department. “This is revolutionary,” I thought, 
recognizing that paper records could be sent from one place to another 
without needing some form of transportation. Then there were the 
cell phones of the early 90’s: shoebox-sized, certainly not able to fit in 
a purse or pocket, but allowing us not to be tied to home when on call. 
But the highlight had to be the Palm Pilot (reminiscent of an Etch A 
Sketch), where you could simultaneously use one device to look up a 
phone number while dialing it on the other! And now, of course, all 
our gadgets are together in our smartphones, proving our elementary 
schoolteachers wrong for saying, “Yes, you have to memorize this. 
When you grow up, do you think you’re going to have a calculator/
dictionary/encyclopedia/French-English translator in your pocket?”

Focusing on technology for a moment, it’s interesting that many 
of us use the latest gadgets in our personal lives, yet some of our 
health systems are still hobbled together with out-of-date technol-

ogy. Where is a fax used any longer but in healthcare, for sending 
referrals or prescriptions? In this issue of Vital Signs, Dr. Denis 
Vincent of Edmonton shows how the tragedy highlighted in the 
Health Quality Council of Alberta’s Greg Price study (see: http://hqca.
ca/studies-and-reviews/continuity-of-patient-care-study/) motivated 
Dr. Vincent and his colleagues to create a cloud-based service to 
link referring and consulting services and the patients regarding 
appointments. Dr. Doreen Rabi shows us that physicians may be the 
last “hold-outs” when it comes to using e-mail with our patients, often 
due to concerns of violating the doctor-patient trust through breaches 
in privacy and confidentiality. Vanda Killeen of the Alberta Medical 
Association brings us information about the work that the AMA is 
doing to develop a secure messaging system to enhance privacy in 
electronic communication between doctors and patients. Dr. Peter 
Jamieson, the interim Chief Medical Information Officer of AHS, 
updates us on the consolidated clinical information system initiative 
to weave disparate electronic health records in ways that enhance 
access of information to health providers and patients. Dr. Tobias 
Gelber, a family physician in Pincher Creek, shows how Chinook 
Primary Care Network has used its electronic medical record to 
create patient panels for better efficiency and health promotion. All 
of these initiatives have taken existing information technology and 
adapted it for a particular use in healthcare. 

I am also pleased to highlight in this issue the humanitarian work 
done by residents to bring change to the lives of the most vulnerable. 
All of us are encouraged to make a pledge for change for Change 
Day Alberta (see article on page 11).

Change management is a complex process. When we contemplate 
change, it’s helpful to determine if we are looking for standardiza-
tion, continuous improvement, or transformation, see Figure 1 
(http://tsi4results.com/wp-content/uploads/2015/05/QP_ChangeAbil-
ity082012.pdf). In standardization, we hope to decrease variation 
to make the system more predictable over time: for example, all 
post-op patients with a similar procedure in a location receive the 
same “bundle” of care, possibly incorporated into an order set in the 
EMR, regardless of the individual surgeon (with allowable exceptions, 
of course). With continuous improvement, we make incremental 
changes to gradually improve outcome. Transformational change 
is the most difficult change to achieve. It involves an intentional, 
dramatic and evident shift in results brought about by changes in 
high-level organizational systems. Sometimes we get caught between 
these strategies, finding it hard to move between the micro-, meso- 
and macro-levels of system leadership. Take heart that change at a 
local level, as demonstrated in many of the articles in this issue, can 
create a ripple effect throughout a system. We must urge our leaders 
in AHS, government and other organizations to keep moving with 
a vision of transformational change.

If enough of us work together for change, we can create a New Year’s 
REVOLUTION.

President’s Message:

New Year’s Revolutions

Dr. Sharron L. Spicer,  
CAMSS President

Figure 1

Stephen K. Packer. Change Ablilty. www.qualityprogress.com. August 2012.
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Two years ago a young immigrant mother 
went to the ER with pain, had an ultrasound 
and was told: “You need to see a surgeon. Go 
home, we will fax a letter and they will call 
you.” So wait she did. Unfamiliar with our 
system and due to her poor English, she was 
afraid to ask why it took so long. After two 
months she came to me. A few phone calls 
later I learned that she had a mass in her gall 
bladder and that the surgeon was away for 
months. The fax was sitting in his office. By 
the time she eventually had her surgery she 
already had one small unresectable metastasis 
to her liver. Chemotherapy has since failed. 
She is now in palliative care. 

Soon after this incident a medical student 
asked me what I thought was the most frus-
trating thing in family medicine. “Referrals!” 
I said without hesitation. We phone and fax, 
and phone again if no reply. Fax again if it 
was lost. Worried and frustrated patients call 
asking about their appointment. Back and 
forth, start over, waiting on hold… There 
has to be a better way.

“Well you should go to Hacking Health” he 
said. “Pitch an IT solution for this problem 
and see what happens!”

So I went. November 23rd, 2013 at the U of A 
Edmonton Clinic — a weekend hackathon 
that would change my life. About 200 peo-
ple showed up, a mix of mostly IT experts 
and healthcare professionals. I nervously 
pitched my idea of a cloud-based service, 
accessed through a browser, to manage 
referral appointments with both sending 
and receiving offices as well as the patient all 

on the same page. Minutes later an incred-
ible team formed around this idea and we 
hammered away all weekend. By Sunday 
afternoon we had a prize winning prototype. 

So we carried on. We called our program 
ezReferral. Development of the application 
was guided by several key sources. 

1.  The landmark HQCA Continuity of Care 
report (Greg Price story) recommended 
the creation an electronic tracking and 
booking system. They identified all the gaps 
in communication that needed to be filled. 

2.  We hosted several Saturday workshops 
with real Medical Office Assistants who 
batted referrals back and forth with our 
prototype so they could tell us what chal-
lenges they faced and how we could make 
our program better. 

3.  The College of Physicians and Surgeons 
policy on referrals which clearly identifies 
all the steps in the referral process. 

This past May and June we conducted a 
successful pilot project with the Edmonton 
South Side PCN involving 13 clinics and 200 
patient referrals. Fantastic feedback led to the 
development of more enhancements over the 
summer and since October we have been roll-
ing out our current version into more clinics 
every week. Anybody can refer to anybody, 
not just family doctor to specialist but for 
example a rheumatologist to a dermatologist, 
optometrist to ophthalmologist, family doc-
tor to optometrist. We are starting another 
pilot with the Grey Nuns hospital and plan 
to show how the hospitalist can refer back to 

the family doctor on discharge. Nothing gets 
lost. Appointments get booked. The patient 
automatically receives notifications by text 
or email. The patient can then confirm the 
appointment with a simple click. Everyone 
involved knows the patient knows.

Obviously privacy, security and stability are 
of foremost concern. The OIPC reacted favor-
ably after seeing a presentation of ezReferral. 
My Privacy Impact Assessment was accepted 
soon afterwards. Any office wanting to use 
ezReferral can submit a PIA (Privacy Impact 
Assessment) amendment referencing my PIA. 

As we forge on we encounter the usual 
change management challenges but that is 
to be expected. We are trying to change an 
outdated referral process entrenched for 40 
years. Those users who “get it” all say it’s a 
no-brainer. Most gratifying however is the 
reaction from patients. They want this. They 
want to be informed. They don’t want to wait 
and not know, wondering if they have fallen 
through the cracks.

This whole experience has further convinced 
me that amazing ideas come from the front 
line. Whether it be the doctors, nurses or our 
MOAs we know where the problems lie and 
we know best how to fix them. It is simply a 
question of doing it. Next time Hacking Health 
comes to town I would encourage anyone 
with an idea to go. Even if you don’t have an 
idea, just go, join a project of your choice and 
be part of a team. A really cool way to spend 
a weekend.

Denis Vincent, MD, CCFP 
Edmonton

ezReferral
A Better Way

Dr. Denis Vincent

The fax machine has been a fixture in the doctor’s office for over 40 years. When it first appeared it was a game changer. It was 
sure faster than regular mail. But today? Now that there are much quicker, more secure and efficient ways to communicate 
available? It seems like the rest of the world has moved on into the 21st century except for doctors. But the fax machine isn’t 
just a benign relic. People die because of the fax. Just ask Greg Price’s family. Just ask my patient.



During this time, I’ve had the chance to help out with some important 
advances in Information Management and Information Technology. 
I’ll highlight a few important ones here. We have consolidated all the 
various legacy dictation and transcriptions systems in the province 
onto a single platform, enabling us to revolutionize the turn-around-
times for dictated reports and setting us up for wide-spread front end 
voice recognition and improved physician documentation. We have 
gone live with Alberta Health Services’ first patient-portal, giving 
patients direct access to their lab results and electronic records, within 
an appropriate context of the patient-physician relationship and 
the support of their care team. We’ve succeed in taking down some 
long-standing technical and policy barriers impacting physicians 
and staff working in University of Calgary clinical areas. And we’ve 
built a partnership with the Strategic Clinical Networks to start 

assembling the order sets, decision support tools, documentation 
templates, and analytic elements to leverage Alberta clinicians’ 
formidable clinical knowledge into a format we can all use and 
benefit from in providing patient care. 

Along the way, however, I’ve been asked a few times about the 
Provincial Clinical Information System (pCIS). Why would we 
invest so much time and effort in this? 

For many years, “best of breed” information systems and Electronic 
Medical Records (EMRs) have dominated the landscape in Alberta. 
Each department within AHS hospitals and facilities, and most private 
physician offices, selected systems that would best support their 
workflow — which is a great objective in and of itself. But the goal 
has always been that someday integration technologies and efforts 
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For the last six months, I’ve had the interesting (truly!) experience of temporarily putting aside most of my clinical and 
medical leadership roles, and immersing myself in the role of the Chief Medical Information Officer for Alberta Health 
Services on a temporary basis. I’m very pleased that Dr. Rob Hayward of Edmonton has agreed to take this on permanently 
starting in March 2016. But along the way, I’ve had a unique opportunity to get to know some of the technology-focused 
and information-management pieces of our provincial health system. I’ve met some really talented and dedicated people 
who I honestly believe are highly motivated to do the right things for patient care, and to help make us as professionals 
more effective in our work. 

A Provincial Clinical 
Information System
Why Bother?

Dr. Peter Jamieson



would lead to an elaborate network of systems working together 
and sharing information in a seamless manner. While we’ve had 
some success with this integration, overall the costs have proven to 
be too high and the output not what we envisioned. Did you know 
that AHS alone operates over 1,300 different information systems 
that hold patient data? This leads to large costs for licences, technical 
support, and infrastructure that we could be spending better. 

Probably of more concern is the daily pain we all experience trying to 
knit together a coherent story of our patients’ problems and care jour-
ney using various sources of information — Sunrise Clinical Manager, 
Netcare, paper charts, PIN print outs, and so on. Even access to these 
disparate sources of information is uneven throughout the province. 
We have it relatively good in Calgary with a single hospital system and 
access to Netcare. But of course much of the care our patients need 
happen outside the AHS walls. Tests get repeated because the results 
from another silo of care can’t be accessed. Patients get medications 
that they have been proven not to tolerate, or that haven’t helped 
them in the past. 

For this reason, a small but dedicated team has been working for some 
time to prepare for a single provincial CIS. Why? Our high level goals 
include the following:
• Better access to patient information, and more efficient workflow 

for clinicians.

• More consistent use of clinical pathways across the province, and 
decrease in unwarranted local area variation. 

• Better analytics capability for clinical decision support, population 
and public health analysis and research. 

• The tools needed to actively engage our patients and their families 
as partners in their own care.

Benefits of a Consolidated CIS
While clinical goals like those mentioned before or even financial 
goals such as contained and consistent IT costs are the usual drivers 
towards a provincial CIS, there are many other benefits that orga-
nizations have experienced. 

Through the use of patient portals and electronic booking systems, 
patients at Kaiser Permanente have never felt more connected to 
their health system. Patients have booked over 3.6 million online 
appointments and sent over 15 million secure electronic messages. 
The improved access to services resulted in a 26% drop in office 
visits per patient (i). A province-wide CIS can empower Albertans 
to manage their own care by providing electronic access to personal 
health plans, test results, visit history and home monitoring services 
through a comprehensive patient portal. Once given the tools and 
the opportunity patients can take control of their health and their 
health information like never before.
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AHS has consolidated all our old transcription systems into a 
single provincial package — the Dictation, Speech Recognition, 
and Transcription (DST) Project.  What was achieved?

–  Decommissioned 12 old systems and cut costs for system 
maintenance

–  Significant increase in transcriptionist productivity
–  Improved turn-around for dictations (from up to 20 days, 

down to 48 hours).  Much sooner for most reports.
–  95% of AHS physicians are now voice-recognized, so the 

transcriptionist only has to edit a report that the computer 
generates from the dictation
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A CIS solution will also revolutionize provider-to-provider com-
munications and improve continuity of care. Enabled by shared care 
plans, shared health records, and faster communications, transition 
between healthcare providers and settings become more seamless 
(ii). Unified care plans shared across the entire organization allow 
clinicians to proactively maintain the health of their patients and 
work together to tackle complex issues. This is especially true for 
patients with chronic diseases (iii). 

New communication avenues partnered with advanced Clinical 
Decision Support (CDS) tools allow for more proactive care. Pro-
viders and patients can be alerted that they are due for a regular 
health maintenance activity such as screening, testing, consultation 
or immunization, thereby increasing compliance with best clinical 
practice (iv, v). These same CDS tools have been shown to reduce 
hospital stays through improvements to quality, efficiency and a 
clear transition to home (vi).

One of the biggest draws of a consolidated CIS is the consistent plat-
form and tools in which to promote evidence-informed medicine. 
Adhering to evidence informed protocols has led to reduced hospital 
acquired conditions such as deep vein thrombosis, pressure ulcers, 
falls, catheter associated urinary tract infections, and many more (vii). 
Evidence-informed content at the point of care has led to better health 
outcomes, with organizations seeing reduced follow-up visits and 
decreased mortality rates (viii). In combination with computerized 
provider order entry we expect to see reduced adverse drug events 
and documentation errors (vii).

As a concluding note, it is not lost on me that change of this scale 
and magnitude carries substantial risk, that we may realize some of 
these benefits sooner than others. Challenging the status quo can be 
difficult and adoption will be key to our success. Letting go of some of 
the tools we have liked and are used to will be an issue — maybe more 
in Calgary than elsewhere. And figuring out the scope of who will be 
involved, especially the way this will work in community clinics, is still 
an open question. That being said, there is also a risk to not proceeding. 
Our disconnected systems and infrastructure issues are beginning 
to push us down this road whether we are ready or not. It should be 
an interesting journey! I’m interested in your thoughts — drop me a 
note anytime at peter.jamieson@ahs.ca.

Dr. Peter Jamieson 
Chief Medical Information Officer (Interim)  
Alberta Health Services
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The secure, private electronic transmis-
sion of confidential patient information: 
you want it, you need it and the Alberta 
Medical Association is working on it.

In partnership with Microquest, AMA dr2dr 
Secure Messaging has been in active develop-
ment since September, when an AMA work-
ing group unanimously selected Microquest 
and their secure, server-based “dr2dr” system 
as the successful vendor in the Request for 
Information process.

“The need for a secure messaging system 
had been a topic of discussion among our 
members for quite a while, but this became 
a priority at the spring 2014 Representatives 
Forum, with the passing of a motion,” com-
ments Dr. Brendan J. Bunting, Chair of AMA’s 
Information Management/Information Tech-
nology Coordinating Committee.

#1 Need: Safe and Secure
The needs list for a secure messaging solution 
is long, but nobody will quibble with the fact 
that the main need is for a safe, genuinely 
secure (industry regulation-compliant) elec-
tronic system for physicians and their staff 
to exchange confidential information about 
their patients.

“And that’s what we have, with AMA dr2dr 
Secure Messaging,” says Dr. Bunting. “There’s 
been no real sense of security or safety with 
the standard forms of e-communication —  
the fax transmissions, phone calls, emails 
and texts — that physicians have been relying 
upon.”

Physicians are not alone in their concern for 
the security and privacy of their informa-
tion exchanges. In her annual report in early 
December, Alberta privacy commissioner Jill 
Clayton said she was “alarmed” by the rate 
at which privacy breaches (by government 
bodies) had increased in the past year, some  
resulting from the loss or theft of mobile 
devices containing confidential, un-encrypted 
personal information. Around the same time 
as the report was issued, 26 charges under 
the Health Information Act were laid against 
a health worker and earlier, Alberta Health 
Services announced that 48 employees at 
South Health Campus and other locations 
in Calgary had inappropriately accessed a 
patient’s information. 

No Hacking, No Software  
and You Can Bank on it
“Protecting privacy and safeguarding 
personal information is a cornerstone of 
AMA dr2dr Secure Messaging,” Dr. Bun-
ting explains. “Unlike “secure email,” with 
secure messaging no data resides outside of 
the central server so there’s no opportunity 
to hack into information during transport 
and no need for users to install software or 
use secure access devices, like key fobs or 
fingerprint readers. Communications are 
strictly between the message generator and 
the authorized receiver(s); no other person 
or entity has access to those messages.”

So just how secure is it? Pardon the cliché, 
but you can bank on AMA dr2dr Secure 
Messaging, as the dr2dr system applies the 
same security protocol to their system as 
that used in online banking: 256-bit SSL 
encryption. 

Online storage of messages and conversa-
tions means there’s no need for local back-up 
and all entries are logged by date, time and 
user; the system is accessible from anywhere 
and complies with industry regulations 
(HIA, PIPA, PIPEDA and FOIP).

Cost, Continuity of Care 
Benefits
“There are administrative, cost and conti-
nuity of care benefits to secure messaging 
too,” says Dr. Bunting. “It features a common 
directory — a hosted and maintained address 
book — of physicians, including their location, 
the services they provide, referral information 
and clinic contacts. Also, it has a mailbox 

concept, accessible to doctors and their staff, 
so it can help coordinate clinical workflow. 
Another benefit is reduced clinic expenses as a 
result of less faxing and associated staff time.” 

Not to be overlooked is the role that secure 
messaging can play in improving coordi-
nation and continuity of care. The secure 
messaging solution provides a record of all 
e-communications and its message-style for-
mat accommodates the attachment of files, 
such as lab test results and patient histories. 
The system facilitates online, secure collabo-
ration among physicians, eliminating “off the 
record” patient care email communications. 

Secure messaging can help reduce wait times, 
as physicians upload their work and vacation 
schedules for viewing by referring physicians 
and responses can be sent to referring phy-
sicians, confirming appointments. 

The count-down is on for the roll-out of AMA 
secure messaging to member physicians, as 
the AMA and the Secure Messaging Phy-
sician Engagement Committee work with 
Microquest on development and fine-tuning. 

“Part of the development has been some 
beta-testing,” says Dr. Bunting. “They’re 
looking at the system’s functionality and 
features. We’ll expand on the beta-testing 
in the new year, as we head towards a limit-
ed-production roll-out in April and the full 
launch in July. Its time has come, for sure. ” 

Please direct your questions or comments 
regarding AMA dr2dr Secure Messaging to: 
secure.messaging@albertadoctors.org.

Vanda Killeen 
Public Affairs, Alberta Medical Association
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AMA dr2dr
Secure Messaging
Vanda Killeen
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GOING DIGITAL IN DIABETES:
Can Email Improve Patient Care?
Dr. Doreen M. Rabi

Diabetes is a chronic condition that results from the body’s inability to produce or use insulin. Diabetes can be effectively 
managed, and there is strong evidence to suggest that proper control of blood glucose levels, blood pressure and cholesterol 
can significantly reduce the risk of diabetes-related complications such as heart disease, kidney failure and blindness.1 

This of course is encouraging news to the 1.2 million Canadians living with diabetes.2

It is widely recommended that persons living with diabetes take 
an active role in their care by monitoring blood glucose and blood 
pressure levels at home.3,4 Patients are most successful in controlling 
blood glucose and blood pressure levels when they are able to review 
this data with members of a diabetes care team (physicians or allied 
health professionals that have received specialty training in diabetes 
care) frequently and receive timely feedback on how best to adjust 
diet or medication to achieve glucose or blood pressure targets.5 

Historically this exchange of data and management advice has 
taken place in face-to-face encounters in a clinical setting. How-
ever, given the growing number of patients with diabetes and

the limited number of diabetes care providers, many patients 
are waiting unacceptably long times between appointments, and 
are not getting timely advice on how best they can self-manage 
diabetes. Electronic communication technologies such as email 
and instant messaging are potential solutions to make diabetes 
care more accessible and convenient to patients and diabetes care 
teams. These modes of communication allow for easy exchange 
of patient collected health data (that is often collected using elec-
tronic tools) with their care teams, removing the need for many 
office visits that involve taking time off work, parking or public 
transportation costs.
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There are very different opinions on whether using electronic com-
munication (specifically email) in the context of diabetes clinical 
care is the solution to improving quality in diabetes care. We recently 
conducted a survey of diabetes care providers in Calgary to document 
how many were currently using email in their care of persons with 
diabetes, and whether they perceived any value in exploring the use 
of email in clinical practice.6

Nine physicians, and seven allied health professionals (including 
nurses, nurse practitioners, dieticians, pharmacists and psychologists) 
participated in this study. We found that allied health professionals 
were significantly more likely to use email routinely in the care of 
diabetes patients than physicians (86% vs. 22%) and all the allied 
health professionals thought the use of clinical email improved the 
quality of care. Physicians were far less certain of the value of clinical 
email, with 33% stating that they were uncertain of the value of 
clinical email, and 11% feeling it would negatively impact care quality.

When study participants were interviewed about the use of email 
in diabetes care, allied health professionals thought the use of email 
made care more efficient and convenient for patients. Physicians to 
the contrary, were very concerned about promoting the use of email 
in clinical practice. Doctors were very worried that patients might use 
email inappropriately for urgent advice; that email advice might be 
misinterpreted and ultimately harm patients; that the workload related 
to clinical email would be overwhelming; and that health information 
privacy might be compromised. A further barrier to physician use 
of clinical email was that they cannot currently be reimbursed for 
services provided over email.

In the digital age, almost all commercial and governmental services 
can be administered, at least in part, electronically. Medical services 
continue to be delivered in very traditional ways and settings, and 
physicians in our study explained this cautious attitude toward the 
digitization of diabetes care. 

However this study also demonstrated that those who used clinical 
email regularly found it to be valuable in providing diabetes care. And 
it is important that the diabetes care community work together with 
the health care system to incorporate digital health care options in ways 
that work. Tools that make information exchange secure are needed, 
and these tools need to operate within existing electronic medical 
records. Physicians need guidelines on best practices for electronic 
communication with patients and they need terms of use guidelines 
to ensure that patients use clinical email for appropriate clinical con-
ditions. Lastly, developing a model of care that allow more electronic 
communication without overwhelming care providers is urgently 
needed, along with a fee schedule for electronically delivered services. 

There is no doubt that people and families with diabetes work very 
hard to keep this condition in check, and digital information tech-
nologies have the potential to provide more patient support in 
more convenient ways. I am excited to be a diabetes health services 
researcher in a time when digital medicine could truly revolutionize 
diabetes care. 

Doreen M. Rabi, MD, MSc, FRCPC 
Associate Professor 
Cumming School of Medicine

FOOTNOTES
1  Gaede P, Lund-Andersen H, Parving HH, Pedersen O. Effect of a 

multifactorial intervention on mortality in type 2 diabetes. N Engl J Med. 
2008 Feb 7; 358(6): 580-91.

2  http://www.phac-aspc.gc.ca/cd-mc/publications/diabetes-diabete/facts-
figures-faits-chiffres-2011/index-eng.php

3  Canadian Diabetes Association Clinical Practice Guidelines Expert 
Committee. Canadian Diabetes Association 2013 Clinical Practice 
Guidelines for the Prevention and Management of Diabetes in Canada.  
Can J Diabetes 2013; 37(suppl 1): S1-S212. 

4  The 2015 Canadian Hypertension Education Program recommendations 
for blood pressure measurement, diagnosis, assessment of risk, prevention, 
and treatment of hypertension. Daskalopoulou SS, Rabi DM, Zarnke KB, 
Dasgupta K, et al. Can J Cardiol. 2015 May; 31(5): 549-68. 

5  Tricco AC, Ivers NM, Grimshaw JM, Turner L, Galipaeau J, Halperin I, et 
al. Effectiveness of quality improvement strategies on the management of 
diabetes: a systematic review and meta-analysis. Lancet 2012; 379: 2252-61.

6  Popeski N, McKeen C, Khokhar B, Edwards A, Ghali WA, Sargious P,  
White D, Hebert M, Rabi DM. Perceived Barriers to and Facilitators of 
Patient-to-Provider E-Mail in the Management of Diabetes Care. Can J 
Diabetes. 2015 Dec; 39(6): 478-83.

CAMSS and the Calgary Medical Society together hosted a 
Children’s Christmas Party on November 28. The face painting 
and balloon making were a great hit. Santa and Mrs. Claus paid 
a visit and left gifts. Feedback or ideas for further social events 
can be sent to camss@camss.ca or to any of the CAMSS executive.

Children’s Christmas Party 

Ella receiving a gift from Santa.

James, Jack and Conrad enjoying the party!



PAIR (Patient Attachment  
for Improved Relationships)
In an effort to get a more complete picture 
of who their patients are and what is hap-
pening with them, the Chinook Primary 
Care Network (CPCN) decided to create 
a centralized data repository. The primary 
purpose of this repository was to determine 
which patients were paneled with which 
physician. It was named the PAIR (Patient 
Attachment for Improved Relationships) 
website. All 130 physicians from the CPCN 
signed information sharing agreements and 
information management agreements with the 
CPCN which allowed staff from the CPCN 
to remotely enter the EMR and pull panel 
data. While this may seem invasive to some, 
it has become routine in the CPCN. Data has 
been pulled from the EMRs by CPCN staff for 
measurement of clinical indicators for at least 
5 years, so pulling panel data was not much 
different. Trust had been established between 
the CPCN and the member physicians that 
the data would not be used in judgemental 
or harmful manners. Once all the data from 
the EMRs was uploaded, it was sorted to show 
which patients were claimed by which phy-
sician. The results were fascinating — 27% 
of patients were claimed by more than one 
physician. This could represent a large amount 
of redundancy if all physicians were attempting 
to manage their panels in isolation. By sharing 
this data with clinics and advising them which 
patients were on other panels (but not which 

other panels as that would be a privacy breech), 
the clinics of the CPCN were able to reduce 
the number of patients on multiple panels to 
4% after about 8 months. This validation of 
panels was enough to substantiate that data 
requested on the panels of the CPCN physi-
cians was indeed for patients that belonged on 
those physician panels. The CPCN staff was 
then able to link the ULIs from the validated 
panels and match those to the various provin-
cial databases which were then downloaded 
into the CPCN website. This has created the 
first database in Alberta that combines data 
from the EMRs with data from the provincial 
registries and thus the most complete picture 
of the data on our patients. All physicians have 
a unique log-in so they can only see their own 
data but are also able to see the blinded data of 
other clinics. The goal behind this approach 
is so that physicians and their teams can see 
where they lie on the spectrum of performance 
for their panels and hopefully, those who are 
under-performing will take it upon themselves 
to improve. Awareness is the first approach 
being employed to motivate improvement. 
Once we have the information, we can make 
much more informed choices about our panels 
and what the next steps are on our improve-
ment journeys. 

Paneling
As practices evolve into higher functioning 
delivery organizations, they create the abil-
ity to identify their own patients and assign 

responsibility for their care to individuals or 
teams. This process is called paneling. Over 
the last year, many Primary Care Networks 
have been focused on helping their member 
physicians and clinics to develop paneling 
processes. Once a physician and her team is 
able to identify who their patients are, they 
can then become much more sophisticated 
in their approach to their now well-defined 
population. Many will now take advantage 
of opportunistic screening or chronic disease 
management. This refers to having a system 
where the needs of their patients are identified 
through the use of flags or alerts in their record. 
This usually requires the use of an electronic 
medical record (EMR) but high-functioning 
clinics using paper charts can theoretically 
achieve this as well. When members of the care 
team are aware of outstanding care needs (such 
as an overdue HgbA1c or colorectal cancer 
screening), then that need can be addressed 
when the patient presents to the clinic for any 
reason. Isn’t it surprising for the patient when 
they present with a stubbed toe and leave the 
clinic with a requisition for their outstanding 
bloodwork and have also just had a pap smear! 
This is what we refer to as opportunistic care. 
This still relies on the patient presenting to the 
clinic but it certainly does increase the rates of 
population-based screening and chronic dis-
ease management maneuvers being completed 
as recommended. Further progress along the 
improvement journey creates a system which 
enables any member of the team to implement 
these maneuvers, not just the physician. 
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Taking Health Care to the Next Level: 
Panels Performance and PAIR Dr. Tobias Gelber

The delivery of high quality medicine has long been guided by evidence. Much of the evidence produced helps physicians to 
provide the best care to a patient sitting right in front of them. As we evolve as a profession, we are developing an awareness 
of the need to provide high quality care to entire populations of patients in addition to the individual. And while we may have 
good evidence of what needs to be done for a population, we often lack the ability to reach individuals in that population. We 
often rely on patients presenting for care and then attempt to address any outstanding gaps in care at the time of presentation.
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The ultimate in care comes when care is offered 
to patients who don’t present to clinic. This can 
only be done once a panel is well defined and it 
requires an EMR to be done effectively. In this 
model, the EMR is able to identify individuals 
from a panel who are overdue for popula-
tion-based screening maneuvers or chronic 
disease management and generate lists. Mem-
bers of the team then reach out to patients with 
offers of care. Lab requisitions are forwarded 
to patients or the lab, referrals for diagnostic 
procedures such as mammography or bone 
mineral densitometry are made, all without 
the patient having to be present. In this way 
screening and chronic disease management 
for an entire population can be managed most 
effectively. 

The above processes focus on work usually 
done in the primary care clinic with data 
available only from manually entered results 
or electronically downloaded results. For 
the most part, physicians and their teams do 
not have access to provincial databases that 
store information on their patients. Examples 
include vaccine registries that are maintained 
by public health, cancer registries, and AHS’s 
Data Integration Measurement and Reporting 
(DIMR). Another problem many primary 
care clinics have is knowing which patients 
are truly theirs. Physicians and their teams 
are usually unaware of who else their patients 
choose to see, the panels that they create in 
their clinics are often a reflection of the activ-
ity that occurs in their own clinic — this does 
not necessarily reflect reality. For a variety 
of reasons, many patients choose to visit 
more than one primary care clinic. Most 
will have a single clinic that they consider 
their medical home but they rarely disclose 
this to other clinics that they visit. This can 
result in the same patient being added to 
multiple panels. When clinics then choose 
to reach out to their patients in the above 
described processes, it can result in a lot of 
redundant test ordering and duplication of 
work. Additionally, when trying to get infor-
mation about patients from the provincial 
registries, there are privacy concerns. Most 
registries won’t release information to any 
physician unless it can be shown that that 
patient is on that physician’s panel and that 
panel only. Consequently, getting data from 
these databases has been nearly impossible 
and why PAIR is proving to be a valuable tool 
in our improvement journey.

Tobias Gelber, BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton

CHANGE DAY:
Opportunity to Connect
Make a Pledge. Start a Ripple.
This is the motto of Change Day, a new revolution in healthcare that’s come to Alberta. 
Change Day is a “social movement encouraging people to commit to making a change 
that will improve the health and wellness of others.” A group of passionate patients and 
dedicated healthcare heroes are inviting people to make pledges, take action on them, 
and share their stories. Everyone is welcome to make a pledge.

Change Day is centered on the idea that one act can lead to improvement in care, and 
that many small acts put together cause a wave of enhancement to everyone’s life, for 
both patients and practitioners. A celebration of pledges and changes will take place on 
April 4th, honouring all the pledges made and kept through the winter. 

Sponsored by the Health Quality Network, Change Day Alberta is an excellent oppor-
tunity for physicians to get more engaged with staff and patients. The National Health 
Service (NHS) first held Change Day in 2013, reaching healthcare practitioners around 
the world and encouraging mindfulness in everyday care. Starting as a Twitter discussion 
from a group of improvement leaders, it grew into a grassroots vision with a goal to 
engage 65,000 people. By March 13, 2013 it had generated over 189,000 online pledges, 
proving a fantastic success.

One nurse in the Netherlands pledged to use patient’s names instead of referring to them 
as ‘a cesarean’ or ‘a diabetic’. She wrote, “Considering our patients as people would not 
only positively influence the patient, but also us as their caregivers.”

Now the Alberta version is up and running. Everyone can follow the pledges and progress 
on the website changedayab.ca up until April 4, 2016. The website contains a pledge 
gallery, a story page, and an event page to keep everyone informed. 

Suggestions to encourage yourself and others include posting your pledge where you can 
see it every day, creating a board at work for everyone to post their pledges, or wearing 
a button with your pledge on it to invite conversation. The categories are individual 
health, caring for others, and starting something new. 

Chris Ralph, a Palliative Care Pharmacist, pledges, “To have more of my meetings as 
walking meetings.” His promise has his and his colleague’s health in mind. While each 
individual campaign is different, the focus is on creating better health and healthcare 
for all.

Other suggestions from the website include asking your neighbours to walk with you, 
smiling more often, or taking lunch outside.

Over three hundred pledges are already online, with the clock ticking to get your own 
posted. Click on the ‘Make a Pledge’ button on the top right-hand corner of the website 
to start your own journey of change. Or, to make a bigger ripple, join as a partner by 
emailing changedayab@gmail.com.

Change Day is a movement, not a business, and it’s not just for healthcare providers. 
Everyone is welcome to make a pledge for better health and wellness in Alberta.

What will your pledge be?
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WHAT’S UP DOC?
Dr. André van Zyl
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Zone Advisory Meeting in Stettler, AB 
The CZMSA Zone Advisory Forum (ZAF) met on October 14, 2015 
in the Boardroom of the Stettler Hospital. The meeting began with a 
memoriam for Lou Soppit. Mr. Soppit was a citizen from Rocky Moun-
tain House and a representative on the Health Advisory Committee 
who attended the CZ Medical Staff Association ZAFs in the past.

ZAF is the zone level tripartite forum – ZMSA, AMA, AHS to facilitate 
a collective perspective on provincial and local issues among stakeholders 
(three reps AHS, three reps AMA, Executive of Central Zone Medical 
Staff Association (CZMSA), PCN physician lead, non-physician staff 
representative, local representation, and Health Advisory Committee 
representation).

Dr. Van Zyl highlighted the recent change in the medical service deliv-
ery landscape to providing legislated services in addition to scientific 
evidenced-based services/treatments. He reviewed the formal advocacy 
mechanisms in which the CZMSA executive are involved — PPEC, 
PPLF, ZMAC, ZARC, RF, search and selection committees, Medical 
Staff bylaws and rules, and meetings with the Central ZMD — more 
than 55 meetings a year. A recent example of CZMSA advocacy on 
specific issues is the recent Ambulance staffing change without notifying 
ER- CZMSA facilitated compromise and AHS has asked for a CZMSA 
rep to attend negotiations with the various vendors next time.

Dr. Alayne Farries sought feedback on the policy/process for selecting 
representatives for the various committees* that the executive recently 
drafted and will present at the upcoming AGM in February 2016. 
The policy can be obtained by contacting any of the executive or by 
contacting the Admin office 403-205-2093 or emailing CentralZMSA@
gmail.com. *ZMAC (6 positions), quality improvement, diagnostic 
imaging, RF, PPEC, PPLF, Med Staff bylaws and rules, etc.

The executive is looking for a site to hold the next ZAF on May 11, 
2016 — Olds and Drumheller are on the radar pending enough interest. 
You are encouraged to contact one of the executive if you would like 
the ZAF to come to your town.

Physician Rights in Patient Care  
Dr. Victoria Seavillklein, Ethicist, AHS
The recent Supreme Court decision gives people the right to access 
the physician service of assistance in dying. Dr. Seavillklein led the 
discussion on what the physician’s ethical responsibility is to provide 
information and access.

AMA  
Dr. Bill Hnydyk, Professional Affairs, AMA 
Key to fundamental reform is leveraging primary care to meet needs 
at the inherent lower cost-reducing the dependence on emergency 
rooms and therefor acute care. Transformation is needed in acute 
care, i.e. funding and delivery being redesigned. Initial investment 
is required to generate savings which will fund future investments. 
Dr. Hnydyk spoke of the merits of the Canterbury project in New 
Zealand which yielded 10:1 return on investment (ROI).

PCN LEAD  
Dr. Peter Bouch, GP, Red Deer 
A Joint Venture has been created which includes the AMA PCN 
Physician Lead Executive and Alberta Health Services (AHS). Drivers 
contributing to the formation of this council include the release of the 
Primary Health Care Strategy and ongoing work of PCN Evolution. 
Both of these will have a significant impact to the PCNs in Alberta. 
Provincial coordination is required for the success in both of these 
major developments given their importance and magnitude.

Local Report (Stettler)  
Dr. Pieter Bouwer, Family Medicine 
Dr. Bouwer described the opportunity that may exist for Stettler to 
increase usage of its two operating rooms to provide low risk surgical 
services which in turn could free up Red Deer to focus on the higher 
risk procedures and would have the added benefit of enabling Stettler 
physicians to keep their OR skills relevant. He will consult Dr. Hardy 
and AHS surgical services to support Stettler providing OR access 
for patients.

Next ZAF: May 11, 2016

André van Zyl
President, CZMSA

ATTENTION ALL MEMBERS:  
Continuing Education Sessions and AGM 
The Central Zone Medical Staff Association Annual General Meeting 
(AGM) has been announced (see the ad in this publication). In the 
spirit of being “Patient Centered, Provider Enabled”, we are offering 
continuing education sessions in conjunction with the AGM on the 
evening of February 10, 2016:
Laparoscopic Hernia Repair by Lawrence Farries MD FRCS(C) 
and Atrial Fibrillation by Stephen Tilley MD FRCP(C).
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During residency, much of our training and 
evaluation is structured around the CanMEDS 
Framework of essential physician competen-
cies provided by the Royal College of Phy-
sicians and Surgeons of Canada (RCPSC) 
and Canadian College of Family Physicians 
(CCFP). One of these essential competencies 
is being a health advocate — contributing our 
expertise and influence as we work with com-
munities and patient populations to improve 
health. This is not simply a checkbox to com-
plete on an evaluation form. Although we tra-
ditionally diagnose and treat disease, doctors 
know it is equally important to help promote 
health and well-being in our communities. 

There’s a direct correlation — helping people 
to achieve safe housing and strong social net-
works in turn helps to promote health and 
wellness in our communities. As health care 
providers, we are motivated to help people. 

Sometimes providing that help requires step-
ping out of our traditional doctor-patient roles 
and finding different ways to help those in 
need. And as an additional benefit, if we can 
help improve the health of some of the most 
vulnerable, it can relief some of the stress on 
an overburdened healthcare system.

For the past seven years, Alberta’s resident 
physicians have partnered with local com-
munity shelters to support some of the most 
vulnerable through the annual PARAdime 
campaign. By collecting everyday necessities 
and donating them to homeless shelters across 
the province, resident physicians are able to 
be involved with our local communities and 
help create positive change. 

PARAdime is coordinated by resident phy-
sicians through our professional association 
(PARA). We are very pleased to be collect-
ing donations on behalf of local community 
organizations in six cities and towns across 
the province. The wonderful community 
organizations we are partnered with this year 
are: the Youth Empowerment and Support 
Services (YESS) in Edmonton, the Calgary 
Drop-In and Rehabilitation Centre, the Safe 
Habour Society in Red Deer, the Rotary 
House in Grande Prairie, the Wood’s Homes 
in Lethbridge, and the Salvation Army Family 
Support Services in Medicine Hat. 

I have had the privilege of assisting in the 
collection and drop-off of donations at YESS 
in Edmonton for the past three years. YESS is 
an inspirational non-profit organization that 
is dedicated to supporting at-risk youth and 
offers ongoing support programs for youth 
as well as emergency assistance. It has been 

incredibly rewarding to work together with 
other resident physicians as a group to collect 
important everyday necessities — such as warm 
winter clothing, toiletries, and non-perishable 
food — to help make a small but valuable dif-
ference in someone’s life. The most gratifying 
aspect of the entire campaign was to hear from 
staff at the shelter about the positive impact 
of our donations. For many at-risk youth, 
receiving these donations was one of their 
most positive interactions with doctors and 
the health care system. We have been told that 
the youth really looked forward to opening up 
bags of donated items to see what was inside.

One of my greatest life lessons has been to 
discover that most people have ongoing chal-
lenges in their lives that they often do not share 
openly with friends and colleagues. Luckily, as 
doctors, most of us have social and financial 
supports that help us to cope with adversity. 
Not everyone is as fortunate to have such 
advantages when they face challenging life 
circumstances. It is my sincere hope that our 
donations help to make life a little easier for 
some of those going through tough times. 

For the 2015-16 PARAdime campaign, resi-
dent physicians are collecting donations from 
late November 2015 until the end of January 
2016. Collection boxes for donated items have 
been set up in hospitals in Calgary, Edmon-
ton, Red Deer, Lethbridge, Medicine Hat, and 
Grande Prairie. We invite all staff and medical 
students to help us give a helping hand to those 
in need in their local communities. Although 
the needs vary by community, we are looking 
for gently used winter clothing, non-perishable 
food, and toiletries. For more information on 
how to help out, please visit the PARA website: 
https://para-ab.ca/paradime-campaign/.

Regardless of how you choose to help out, I 
encourage all of you to continue your per-
sonal efforts to be a health advocate in your 
local community. Although we all struggle 
occasionally to feel like we are truly making 
a difference, every small action is valuable. In 
the words of Aesop: “No act of kindness, no 
matter how small, is ever wasted.”

PARAdime:
Alberta’s Resident Physicians Reach Out to Support the Most Vulnerable

Dr. Nicole Delaney, PGY 4, Anatomical Pathology University of Alberta

As physicians, we strive to alleviate suffering and promote the health of our patients. 
Yet in our day-to-day work, many of us identify barriers that prevent our patients 
from being healthy. One of the most significant barriers encountered is the lack 
of access to the basic necessities of life — things like a safe place to live, sufficient 
food to eat, or a social network to provide support during difficult times. Those in 
poverty often face additional challenges when they become ill — taking medication 
often takes a back seat to finding a place to sleep or food to eat.

BL: Dr. Logie; BR: YESS Employee; F: Dr. Delaney.
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Continuing Medical Education
AND

ANNUAL GENERAL MEETING 

Wednesday, February 10, 2016 at 6:00-9:00 p.m.
Red Deer Regional Hospital

by videoconference with other Central Zone Facilities upon request
RSVP and inquiries: Audrey Harlow 403-205-2093 or CentralZMSA@gmail.com

Continuing Medical Education: 
6:00-6:30 p.m. Laparoscopic Hernia Repair ........Lawrence Farries MD FRCS(C)
6:30-7:00 p.m. Atrial Fibrillation ................................Stephen Tilley MD FRCP(C)
7:00-7:20 p.m. Break/Networking

Central Zone Medical Staff Association Annual Business Meeting
7:20-9:00 p.m. President ..........................................................Dr. Andre Van Zyl
 Vice President ................................................. Dr. Alayne Farries
 Treasurer ...................................................... Dr. Deirdre McLean






