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The concept of cradle-to-grave care is some-
thing I have seen in action even from my 
own small town experience. In my case, 
though, add clinical clerkship somewhere 
between cradle and grave to complete the 
cycle. Not only did I have a family doctor 
to see me through my awkward teen years, 
he had the grace to accept me into his office 
for a family medicine clerkship rotation. I 
recall him touring me around the hospital on 
my first day. I asked with feigned innocence 
whether I should use the locker room marked 
“Doctors” or “Nurses”. The rotation was truly 
enjoyable — my first time delivering a baby 
“by myself ”, diagnosing a child (who I had 
babysat a few years earlier) with appendicitis, 
and even dodging the four older men who 
shared a room at the end of the hallway and 
offered themselves up to be examined by this 
young female doctor-to-be. I watched as my 
preceptor resuscitated a man who had been 
in a car crash; I saw the beads of sweat as he 
intubated and placed a chest tube to save him. 
Fast forward twenty years and I returned to 
this small town hospital, this time upon hear-
ing that my father had collapsed at home and 
now lay dead in the Emergency Department. 
There was gentle relief that they had allowed 
him to remain where he was for me to see one 
final time. I also took great comfort knowing 
that he had been treated with care and skill 
in his last moments. How did I know this? 
Because the family doctor who had worked 
with my mother as his nursing colleague, 
had treated my ear infection, had patiently 
allowed me to practice clinical skills, and who 

I had watched resuscitate someone unknown 
to him, was the physician on-call who had 
responded on a Sunday evening to help my 
Dad. Dr. George Gish was given the CCFP’s 
Family Physician of the Year Award in 2009; 
I cannot think of a more deserving recipient.

The challenges facing doctors in rural and 
regional centres are enormous. The physical 
and mental challenges related to frequent 
call, the need to be up-to-date in every area 
of medicine, the administrative demands, 
all on top of family and community needs, 
can lead to fatigue and burn-out. Yet the call 
of rural medicine is appealing to many. We 
would like to hear your stories. To those who 
contribute an article on rural medicine, we 
will enter your name in a contest to receive 
the book, “The Surprising Lives of Small-
Town Doctors: Practicing Medicine in Rural 
Canada”. (See details on page 10.) 

I am pleased in this issue of Vital Signs to 
have physicians from around the province 
talk about their concerns of access, quality 
and safety, stewardship of resources, and 
the well-being of physicians. After all, we 
can best learn from each other regardless 
of our site or style of practice.

One thread that emerges through conver-
sations with colleagues is the gap between 
facility care and community care. AHS and 
Covenant Health have jurisdiction over most 
site-based care in the province, and certainly 
they have programs that reach into com-
munity and primary care as well, but what 
I hear from docs in community practice is 
a disconnect: a “they” (AHS) and an “us” 
(community). The message from physicians 
is that we need to consider the system from 
the patient’s perspective. Individuals don’t 
know what is AHS and what is not; they 
just want the process to be smooth, timely 
and with good outcome. If I knew how to 
accomplish this, I’d have applied for the CEO 
job — I have not! — because the success of 
healthcare in Alberta will only be seen when 
there is seamless movement of patients 
across communities and facilities. What 
tools do we have? Primary care networks, 
strategic clinical networks, an integrated 
clinical informatics system, and academic 
alternative relationship plans may all be part 
of the solution, each one a piece of a complex 
jigsaw puzzle. Let’s hear from you about what 
needs to be done. As always, your comments 
are welcome. 

President’s Message:

Applauding Rural Medicine
Growing up in a small town, family doctors and rural doctors were the same terms 
to me. Trips to the doctor’s office were a rare thing. Being offspring of a nurse, we 
had to be really sick to go to the doctor. I remember once being in the waiting room, 
having the stare-down from my mother as she asked if it was so bad that we needed 
to be there. What a relief it was to be told I really had an ear infection — something 
that needed treatment! On those rare trips, I often puzzled over the sign on the 
door, listing the family doctors who I knew lived in the community, and on the 
last line, a doctor in “Internal Medicine” who evidently travelled periodically to 
our town. If he practiced Internal Medicine, I wondered, what did the others do? 
External Medicine?

Dr. Sharron L. Spicer, CAMSS President

The challenges facing doctors in rural and regional centres are enormous. 
The physical and mental challenges related to frequent call, the need to 
be up-to-date in every area of medicine, the administrative demands, all 
on top of family and community needs, can lead to fatigue and burn-out. 
Yet the call of rural medicine is appealing to many.



The changes that have the biggest effect include reducing carbohy-
drate intake, especially of liquids; reducing fat intake; increasing 
consumption of coloured vegetables, fruits, and nuts; and getting 
out and exercising regularly. This advice is easily given in the office 
but likely forgotten quickly. I developed a small card that contained, 
in very simple words, the advice that I considered most important. 
Because I recognized that there were lifestyle problems besides 
obesity, I included advice on smoking cessation and improving sleep.

Examining the Data
After a year or so of hammering away at this, I perceived that some of my 
patients were indeed losing weight and feeling much more energetic and 
happy. I was very fortunate to have an information technology worker in 
my practice, and this enabled me to look at my data objectively. Among 
those who lost weight, some lost as much as 30 kg, but we knew our 
data analysis would not stand up to scientific scrutiny.

At this stage our clinic was invited to become a sentinel site for the 
Canadian Primary Care Sentinel Surveillance Network (CPCSSN). 
The Southern Alberta Primary Care Research Network and CPCSSN 
teams asked if we had any topics that we would like to research. I put 
forward what I had been doing and proposed that we look at my data 
in a more scientific way.

Data Challenges
Immediately there were challenges. We needed controls. We needed 
preexposure and postexposure data. We used the patients seen by my 
colleagues as controls, and we looked at data from before my use of 
the lifestyle card. There were many problems with doing this. Obesity 
had not been as well recorded as a health issue in the electronic file at 
the beginning of the time period as it was at the end. The data were 
not as “clean” as we had thought. For example, weight was sometimes 
recorded in pounds and ounces, sometimes in kilograms. Height was 
sometimes recorded in inches, sometimes in centimetres. We had far 
fewer eligible participants than we would have had if we had planned 
a research project from the start. There were also some confounding 
variables: my handouts were borrowed by at least one of my colleagues, 

and smoking cessation advice was given to patients — there is evidence 
that people initially gain weight when they quit smoking. 

The analysis took a long time even before we decided to extend the 
duration of the observational window. The final analysis was also slow. 
The published paper has merit, despite not showing the results I hoped 
it would show, because it demonstrates that work in general practice can 
be studied rigorously.1 Research of this nature encourages primary care 
providers and their patients to strive for treatment success but at the 
same time encourages physicians to look at their data dispassionately.

Advantages
There were considerable advantages to our practice being involved with 
CPCSSN and to agreeing to have our data examined objectively. We 
were able to correct errors in our files. It prompted us to collect more 
data. It reminded us about the challenges in research, to ask the right 
questions, and not to make the project too large and all-encompassing. 
We will be much better equipped to do more research as a result of 
the improvements. There is huge value to be mined from real-life 
medical practice compared with much of the more staged research 
that is performed in academic centres. With the team from CPCSSN 
performing the analysis and doing the write-up, it did not take a lot 
of my time. Would I do it again? Yes! 

Dr. Irving is a retired family physician in Pincher Creek, Alberta.

Sentinel Eye is coordinated by CPCSSN, in partnership with the CFPC, 
to highlight surveillance and research initiatives related to chronic 
illness prevalence and management in Canada. Please send questions 
or comments to Dr. Richard Birtwhistle, Chair, CPCSSN, at richard.
birtwhistle@dfm.queensu.ca.

FOOTNOTES
1  Z1. Garies S, Irving A, Williamson T, Drummond N. Using EMR data to 

evaluate a physician-developed lifestyle plan for obese patients in primary care. 
Can Fam Physician 2015;61:e225-31. Available from: www.cfp.ca/content/61/5/
e225.full.pdf+html. Accessed 2015 Nov 17.

Published with permission
Dr. Antony Irving (2016) ‘Challenges in rural GP research’, Canadian Family 
Physician, January, Vol 62 page 91.
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Challenges in  
Rural GP Research
Antony Irving, MB, BS, FCFP(LM)

I have worked as a rural doctor in Pincher Creek, Alberta,  (population 3,685) for 43 years. During that time it has become 
clear that my patients’ health and welfare are affected greatly by their lifestyles. Although obesity has many causes, it made 
sense to try to at least make people aware of some of the causes and make suggestions for change.



In 2010, the Alberta Health Services’ five year 
health plan looked at “improving quality, 
accessibility and sustainability”. This report 
states, “Albertans have said the best health 
care system is one that is there for them 
when the need it.” Sadly, I personally believe 
that the “one health care system” has failed 
to achieve their ambitious goals of quality 
and accessibility. High quality fetal scalp 
lactate levels or intra-uterine pressures are 
of no value for the mother in a marginalized 
community with limited access to medical 
care. Increasing number mothers of rural 
and remote communities pack their bags and 
temporarily relocate to city centres to deliver 
their babies. This is at the disadvantage of the 
mother and her family, not just financially but 
emotionally. How can we promote bonding 
through skin-to-skin contact when we expect 
mothers to leave their familiar surroundings? 

The question then arises, how do we bridge 
the quality versus access gap? How do we 
render best practice knowledge consistently 
and universally? Regression to sub-standard 
care is just not acceptable.

We need to ask ourselves if we are ready to 
support today’s families in their communities. 
Are we ready and willing to implement what 
we plan? We are flamboyantly playing with 
the words of patient-centred, patient first, 
evidence-based, team-based care, collabora-
tion and role realignment without realization 
the gravity of these terms. 

Realities of the  
Three Rural Zones: 

NORTH ZONE:
This is the largest zone, with a population of 
400,000-500,000, and an average age of 34 
years. The North Zone has a multiple remote 
communities with marginalized population 
groups that are geopolitically and econom-
ically isolated. The zone has around 7,500 
deliveries per annum with a large number of 
teenage mothers. Support systems include two 
regional facilities, 13 rural facilities that have 
some C-section capacity, and three sites that 
might do the odd delivery. Physician resources 
include nine obstetricians, 35 family physicians 
that are privileged to deliver babies and 21 

family physicians that can perform C-sections. 
The induction rate is 26%, C-section rate is 
29% and pre-term labour is about 8.1% .

SOUTH ZONE:
The South Zone stretches from Crowsnest 
Pass to Medicine Hat and has a population 
of around 300,000. The birthing population 
is around 68,000 and seven facilities (one 
without C-section capacity) provide intra-
partum care. Interestingly, Cardston will 
start a midwifery model program to serve 
the largest reserve in Alberta. Resources are 
limited and hampered with issues around 
education, funding and privileging. 

CENTRAL ZONE: 
The central zone is the size of Portugal with 
a population of around 500,000. It borders 
all the other zones and shares a facility with 
Saskatchewan. The central zone has 5,000-
6,000 deliveries per annum with one regional 
level II neonatal site. Excluding Lloydminster, 
it has 14 sites that provide intrapartum care, 
with three sites having no C-section capacity 
and only five sites that provide consistent 24/7 
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A Perspective 
On Rural 
Maternity 
Care Dr. André van Zyl

Industrialization brought about urbanization and centralization. Centres of education, research and 
quality improvement became possible with universities as the foundation. The generalist became 
the specialist. Quality of care exponentially increased. Expectations rose and best practice became 
the goal. Unfortunately, best practice comes with an expensive price tag, and, in addition, sacrifices 
in access to care. 

Dr. André van Zyl,  
CZMSA President 



C-section back-up. One rural site lost capacity 
to provide care for up to 250 deliveries per 
annum. These mothers now have to travel 
to Edmonton for care. Red Deer has a 33% 
C-section rate. 

The largest concern and argument against 
regionalized intra-partum care is around 
safety. A recent request from the CMPA to 
compare litigation between rural and urban 
sites concluded that we are doing such a 
great job in Alberta that comparative studies 
will be impossible! According to literature, 
safety might even be negatively impacted 
with progressive centralization. 

“A regionalized maternity service does 
not lead to increased neonatal and 
infant mortality. This is mainly because 
high-risk deliveries were identified well 
in advance of the birth, and referred to a 
larger hospital with sufficient perinatal 
resources to deal with these deliveries.”1

“The availability of and access to obstet-
ric institutions was reduced and we 
did not observe the expected decrease 
in maternal morbidity following the 
centralization.”2 

“Our results suggest that small surgical 
services supported by GPESSs are a safe 
health services model to meet the needs 
of rural women and families.”3 

“Distance matters: rural parturient 
women who have to travel to access 
maternity services have increased rates 
of adverse prenatal outcomes.”4 

“Women living in rural BC describe 
significant stressors and cost associated 
with birthing in referral centres.”5 

AHS needs to take the next step and become 
the health care service provider of Alberta 
and not just the AHS of facilities. The “Rural 
Health Care Report” that the NDP shredded 
with political ambition needs to be revived. We 
have to relook at family practice care. Family 
practices have been engulfed by para-medical 
companies and franchises like Shoppers Drug 
Mart, Walmart and private family practice 
slum lords; focussing on encounter-based care, 
they elude the utopia of medical home that 
only exits in the constraints of the AMA and 
the PCN elite. We have to move away from 
the punitive concepts of the sunshine list and 
focus on corporate productivity. We might 
need to take one step back before we can take 
another two steps forward. 

With the appropriate support networks, 
maternal care can be safely delivered close 
to home. Sustainability is multifactorial 
and depends on a committed government, 
robust education system and an encompass-
ing health care system. The latter is the sum 

of Alberta Health Services, midwifery and 
independent medical practice partnering 
with the families and their communities. The 
catalyst is collaboration and the products are 
Maternity Care Teams supported by Mater-
nity Corridors of Care (Network). 

The pregnant woman needs access to high 
quality multi-level and multi-system supports 
to deliver a healthy baby. This system stretches 
far beyond the walls of the labour room. It is 
the community in a well-structured system 
that delivers and raises every child. It is our 
responsibility to access and mould this system 
to enable that community.

Dr. André van Zyl
President, CZMSA

FOOTNOTES
1  Regionalization and Local Hospital Closure 

in Norwegian Maternity Care —The Effect on 
Neonatal and Infant Mortality Jostein Grytten, 
Ph.D., Lars Monkerud, Ph.D., Irene Skau, Cand.
polit, and Rune Sørensen, Ph.D.

2  Availability and access in modern obstetric care: a 
retrospective population-based study HM Engjom1, 
N-H Morken1, 2, OF Norheim1, 3, K Klungsøyr1, 4

3  The outcomes of perinatal surgical services in 
rural British Columbia: a population-based study. 
Grzybowski S1, Stoll K, Kornelsen J.

4  Distance matters: a population based study 
examining access to maternity services for rural 
women. Grzybowski S1, Stoll K, Kornelsen J.

5  The costs of separation. Jude Kornelsen,  
Stephan Grzybopwski
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One of my colleagues, who is usually mild 
mannered and calm, was completely incensed 
the other day. He asked me if I had read the 
op-ed piece that has inflamed a good number 
of docs. In it, the author challenges physicians 

to “come clean” with respect to accountability. He speaks to how 
health care is focused on health care providers and does not put the 
patient at the center. He opines that we should not be privileged, 

rather, we should be on one year contracts, with review each year. 
As I read the piece, I saw a good amount of finger wagging at the 
physician community. 

This is not about that author, rather, it is about economics. Yes, I will 
harp on about economics (the study of scarce resources and alternate 
uses) and good business. Too many people yawn on about how medicine 
needs to be divorced from business, the problem of “getting into bed” 
with industry, the evil force of a pen with a logo making you completely 

Professionalism  
or Protectionism… Dr. Richard Bergstrom

Dr. Richard Bergstrom,  
Department of Anesthesiology, 
University of Alberta

– continued on page 6
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brainwashed and only using the drug on the name of the pen. Look 
at the best health care organizations; they are “good business” not 
“greedy business”. 

Let me be clear. I did not go into medicine because of a “calling” or a 
real need to “help humanity” or “a life of service”. I thought medicine 
would be impossible to get into (I come from a family of farmers), 
that only the brightest could get in, yet, I kind of liked physiology, 
biochemistry and it promised a good job at the end. At least that is 
what I imagined. I also did think about a job; you need money to buy 
things, like food and shelter. I am not talking about Hermes scarves 
and Gucci boots. As soon as you mention the words “money” and 
“medicine”, people think that you are only interested in money and 
use medicine as a route to make as much as you can. Hogwash, I say, 
yes, hogwash (great term from the past). 

Anyways, I got into medical school, found friends and began an 
absolutely amazing journey. I worked harder than I ever had, though 
had a pretty good time. As I look back, medical school was a big 
step up from pre-med; more classes, more work and then I hit the 
wards. It was magical but now you worked twenty four hours a day 
sometimes! I remember residency and ICU where I did call every 
third day. It was grueling, tough, and there was not a lot of sympathy 
as your colleagues were in the same spot as you! I chose anesthesia as 
I really, really had fun during my elective. It was also one of the only 
times that I had a staffman say, “You know, you are really good at this 
and you should consider this as a potential 
career”. Usually, we were told, repeatedly, 
just how much we did not know. I chose to 
sub specialize in adult cardiac anesthesia as 
I really, really enjoyed the “brain candy” that 
I met in the cardiac OR’s.  

I have been involved in medical politics (twice 
President of the Region/Zone Medical Staff 
Society, heavily involved with one of the best organizations I know, 
The Alberta Medical Association) and now see the next ten or so years 
as a time to plan my retirement (you want to be done before your 
best before date is up). So, I am not sheltered from the organization 
of health care. 

As I reflect on all this, I would encourage us all to think about whom 
we are and what we do. 
• Firstly, we are human, that is, we make mistakes and being physicians 

we do feel them rather sharply.

• Secondly, most of us are not independently wealthy so there is an 
element of “needing to purchase” things like food, water. I do consider 
myself incredibly fortunate to be a physician, live in Alberta and be a 
Canadian. I live in the best of all possible worlds, for the most part. I 
do like good compensation; I like to provide for my family, give to the 
charities of my choice, I know I need to make my retirement. Also, I 
would like to leave a legacy for my children. I asked for them to come 
into the world, they did not. 

So, I think that we do need to look at our medical models. We need to 
be reflective of our work. We need to look at what our own “Mission 
and Vision” statements are. I am happily envious of my wife and her 
relationship with our son. They are an amazing pair; they bond like 
you wouldn’t believe. I have a good relationship with him, just not as 
strong as he has with her. I am sure this is due to all the time I was 
not at home, working long, often terribly long hours. But that was my 

choice to do that work; and it was, and still is, immensely rewarding. 
So, I do take some offense when I read from individuals that we, 
physicians, do not provide after hours care. 

You have lumped me in that lot. And I take offense at the AHS when 
there is an intonation that care is not provided 24/7. Just look at your 
managers who come in after you have worked your tuckus off all 
weekend and the comment about “This overtime is ruining my budget”. 

I completely understand my junior colleague who does work like a 
dog...just ask him if he thought doing two aortic dissections back to 
back (16 hours of hard work starting at 3 p.m. and ending at 7 a.m.) 
was “not putting the patient front and center”. I completely see his 
anger and passion. He would dearly love to be with his two sons, 
the light of his life, yet he works like a Trojan (you cannot do this 
work part-time and expect world class results). Thankfully his wife 
is amazingly understanding and supportive.  

Yes, we all need to be reflective and ask if we are providing “value 
added” work. That is, are we doing something “for” and not just “to” the 
patient? I have evolved over the years and do a lot less with inotropes 
and invasive monitors. They were so cool, it was hard to put them down. 
Yet, without them the outcome was the same. So, off the shelf they went. 

We do need to work with the College of Physicians and Surgeons. 
We both need to work together. We also would be so fortunate to 
work with AHS, not just within AHS. AHS says “You need to be 

engaged”. Pshaw! They need to engage us, 
the workforce. The most dangerous thing to 
an organization is someone “retired on the 
job”. That is a deadly force! 

The easiest thing to do is just to go to work 
and come home. It is so easy but it does not 
address “system” needs and growth. My wife 
(a lawyer, we could learn a lot from lawyers, I 

certainly have) taught me something the other week. I was moaning 
about some work being done at the hospital as it was totally unnec-
essary and was a true waste of money. She noted “As a tax payer (yes, 
we do!) I am offended by that”. How true, how true. Taxpayers should 
vet all of our work.

Are we providing value for you, the patient? As I say, “What I do makes 
my reputation but others decide what my reputation is”.

We all have conflicts; should I stay and do a case that needs to be done 
or come home to help and see my family. Very often I did the first and 
am so fortunate that my family understood. Economics, my friends, 
economics. It was not about money, it is about choices. 

As physicians, we have many roles in our lives. We serve many masters. 
Economics does dictate that sometimes we cannot be home, sometimes 
we cannot stay late, sometimes we cannot teach, sometimes we cannot 
go the extra mile for someone else. I am human, as we all are. I would 
implore all of us to look in the mirror and also look at your life. Is it 
as well adjusted as it could be? It will never be perfect in medicine, 
yet are we managing to remember the patient, for sometimes they are 
left out of the room? Are we remembering those people who tolerate 
our madness? They too can be left out of the room. I know lots of 
great docs and I also know we are integral to making medicine better.

Thanks for taking the time to read and give Laurie and myself the 
feedback that encourages me to keep on writing!

Economics, my friends, 
economics. It was not about 
money, it is about choices. 

– continued from page 5
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AMA President-Elect Nominee  
and Call for Nominations
At the February 11 meeting of the AMA’s Nominating Commit-
tee, Dr. Neil D.J. Cooper, a pediatrician in Calgary, was selected 
as its nominee for 2016-17 president-elect.

The AMA Constitution and Bylaws allows for an election if 
other president-elect candidates step forward. The Call for 
Nominations is now open with nominations due by 9 a.m., 
Monday, May 30. Details are available on the AMA website. If 
further nominations are received, an election will take place.

The 2016-17 president-elect term begins September 24 at the 
adjournment of the AMA’s annual general meeting in Calgary, when 
the current president-elect Dr. Padraic E. Carr becomes president.

Dr. Cooper began activities with the AMA in 2000 as a member 
of the Fees Advisory Committee, on which he served seven 
years. He was also involved with the Section of Pediatrics during 
that time, serving as its fees representative, then president and 
past president. Dr. Cooper is currently a member of the Board 
of Directors (since 2012) and a Representative Forum delegate 
(since 2006). He is also co-chair of the AMA Compensation 
Committee and a member of the IM/IT Coordinating Com-
mittee and Task Force. For his contributions, he was recognized 
with the AMA’s Long-Service Award in 2011.

Since 1995, Dr. Cooper has been in private pediatric practice 
in Calgary and has taught as a clinical assistant professor in 
the Department of Pediatrics at the University of Calgary. He 
is also a consultant pediatrician with Matrix Musculoskeletal 
Sports Medicine Clinic, Alberta Children’s Hospital, and Shel-
don Kennedy Child Advocacy Centre — Child Abuse Service. 
Dr. Cooper has offered his expertise on external committees 
locally, provincially and nationally and has many publications 
and invited addresses to his name.

For 24 years Dr. Cooper has been Calgary Chapter Medical 
Director and Organizer of Dreams Take Flight. He is also 
involved with Samaritan’s Purse International Relief where 
he’s been team physician on mostly youth teams travelling to 
Nicaragua, Honduras, Argentina and most recently Cambodia.

The Nominating Committee considers a variety of factors when 
selecting the president-elect nominee to ensure an appropriate mix 
of representation from year to year in specialty, practice location and 
gender, as well as demonstrated experience and abilities, including:

• Public persona
• Political acumen
• Demonstrated proficiency in the seven “Cs”: Communication, 

Composure, Comportment, Character, Credibility, Commit-
ment, and Corporate congruency 

New South Zone Medical Director
We are pleased to announce that Dr. Jack Regehr has accepted the 
position of the new South Zone Medical Director as of April 1, 
2016, replacing Dr. Vanessa Maclean in the role.

Dr. Regehr was born in Coutts, Alberta, raised in the South Zone 
and has experience working at various facilities in both the East 
and West (former Palliser and former Chinook) sides of the Zone.

He graduated from the University of Alberta Medical School 
in 1985 and went into rural Alberta to practice. He has lived 
and worked in the South Zone for the greater part of his life as 
a physician as well as serving as a rural locum at various sites 
in the Zone. Currently, he is the Emergency Department Site 
Chief for the Chinook Regional Hospital.

Dr. Regehr resides in Magrath with his wife Jane where they 
enjoy outdoor activities such as hiking, hunting, sailing and 
rock climbing.

Please join us in welcoming Dr. Regehr to his new position and 
please help us thank Dr. Maclean for her excellent stewardship 
of healthcare as the Zone Medical Director and as a practicing 
physician.

Francois Belanger, MD, FRCPC 
Acting VP, Quality and Chief Medical Officer 

Ted C. Braun, MD, CCFP, FCFP 
Acting VP and Medical Director, Central and Southern Alberta

Appointment 
Dr. Jacques Magnan appointed RPAP Interim Executive Director 
on March 31, 2016. 

Dr. Bert Reitsma, Chairman of the RPAP, Health Workforce for 
Alberta Board of Directors, announced that Dr. Jacques Magnan 
has been appointed to the position of Interim Executive Director 
of the organization effective April 1, 2016.

“The RPAP Board of Directors is very pleased that Dr. Magnan 
has taken on the role of Interim Executive Director at this pivotal 
time in our history,” said Mr. Reitsma. “We believe Dr. Magnan 
brings a wealth of experience and connections from within the 
healthcare sector that will enable RPAP to grow and strengthen 
our relationships with strategic partners, including Alberta 
Health, Alberta Health Services, and the province’s Faculties of 
Medicine. The RPAP Board is confident that Dr. Magnan will 
lead RPAP to new and innovative directions, based upon the 
well-established foundation and province-wide recognition in 
rural communities, to build and maintain healthcare centres 
that deliver the best medical care. We look forward to working 
closely together with Dr. Magnan in this endeavour.”

Announcements
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The number of lab tests ordered in the 
pre-operative clinic has dropped 38 per 
cent since February, 2015.

The number of mobile chest X-rays done 
in the intensive care unit has fallen 12 per 
cent since January, 2015.

With eye-popping numbers like that, it’s no 
wonder that North York General Hospital 
has become the poster child for Choosing 
Wisely Canada. The CWC campaign has a 
startlingly simple goal: To identify and pro-
mote care that is evidence-based, not dupli-
cative, free of harm, and truly necessary.

In other words, to help physicians and 
patients engage in conversation to eliminate 
procedures — tests, surgery and prescrip-
tions — that are unnecessary, wasteful and 
harmful.

Choosing Wisely began by asking physician 
groups to identify unnecessary procedures 
in their area, and for each specialty group 
to come up with five things physicians and 
patients should question.

The initiative, launched by the U.S. National 
Physicians Alliance in 2012, came to Canada 
two years later thanks to a small group of 
researchers at the University of Toronto. 
To date, more than 175 Canadian rec-
ommendations have been published and 
there are more to come, as it expands to 
get more input from other practitioners like 
nurses and pharmacists and, importantly, 
to patients.

Choosing Wisely Canada also encourages 
institutions and practitioners to look beyond 
the lists and embrace the philosophy that, 
in medicine, more is not always better, that 
not testing is often as important as testing, 

that not doing surgery is as valid a choice 
as doing it, and that deprescribing is as 
important as prescribing.

In short, health practitioners and patients 
should be willing to turn an old admonition 
on its head and say: “Don’t just do something, 
stand there.” North York General embraced 
Choosing Wisely early and decided to focus 
first on lab tests and imaging because they 
are ubiquitous.

“A lot of tests are done by routine, or because 
we’ve always done them, not because 
they’re helpful,” says Dr. Donna McRitchie, 
vice-president of medical and academic 
affairs at the hospital.

So, committees of staff members sat down 
and reviewed more than 800 order sets 
(pre-packaged lists of tests to be done for 
certain conditions) to weed out procedures 
and prescriptions that were being done by 
rote, not out of necessity.

For example, every time a patient was pre-
scribed an opioid-based painkiller (which can 
cause constipation), an automatic order went 
in for laxatives, even though it was common 
knowledge they were largely ineffective and 
patients didn’t take them. That simple adjust-
ment to a common order set saved the hospital 
tens of thousands of dollars — a reminder that, 
given high patient volume, small changes can 
have a big impact.

A mid-sized hospital like North York General 
gets about 100,000 ER visits a year and 42 per 
cent of patients were getting at least one test 
(and often a battery of tests). After the review, 
that number dropped to 31 per cent, and the 
top 10 tests performed all dropped signifi-
cantly in numbers. The result: Shorter ER wait 
times and savings of more than $150,000.

When it Comes to Tests, 
More is Not Always Better
André Picard

North York General has become a poster child for its success in eliminating 
unnecessary procedures. The number of laboratory tests ordered for ER patients 
is down 31 per cent since September, 2014.

When it comes to tests…
I recently circulated this arti-
cle, When it comes to tests, 
more is not always better, at 
a meeting of Senior Physician 
Leaders. Subsequently, I was 
asked to write a commentary 
for Vital Signs. My response 
was “Why?…Like…no…
guilt…well ok….” 

The reason I recirculated the article was because 
of comments made by senior AHS leaders. The 
content of these comments was essentially 
that AHS can’t wait for Docs to do their part in 
demonstrating stewardship of resources. The 
context of the comments appeared to arise 
from budgetary pressures. 

These are lousy economic times; I get it. If there 
ever was a time when effective leadership skills 
were needed, it is now. Bullying and top-down 
mandates do little to promote engagement 
or uptake. 

CWC (Choosing Wisely Canada) is an example of 
recommendations derived from multiple stake-
holder input. Those recommendations are the 
result of professional input and collaboration 
aimed at reducing unnecessary tests, investiga-
tions, and procedures while improving quality 
of and access to care. This context is important 
vis a vis the physician/patient relationship. 
One on one, day to day, our professional duty 
of care to each patient contextualizes these 
recommendations. 

As this article demonstrates, the result can be 
a more efficient and responsive health care 
system; physician-driven, physician-supported, 
and evidence-based. Engaged Docs; excellent 
care; efficient health care delivery. 

True leaders lead by example. They engage 
their constituents and by their actions acquire 
credibility. Comments such as “if we wait for 
Docs to do it, it will never happen” are distinctly 
unhelpful at best, and arrogant and obstruc-
tionist at worst. 

How will AHS follow through? If there are less 
Lab and DI investigations will that translate into 
staff cutbacks in those departments? 
Really? 
We need to work together: clinically and admin-
istratively, physicians and management.

Fred Rinaldi 
President, South Zone Medical Staff Association

Dr. Fredrykka Rinaldi 
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There were similar results in the pre-opera-
tive clinic. For every two visits, one less test 
was done, and many patients didn’t need 
any tests at all so they avoided the visit alto-
gether — along with inconveniences like time 
off work and parking charges.

One can assume too that not too many 
patients complained about less poking and 
prodding, and fewer stool samples, X-rays 
and blood tests.

Dr. McRitchie says many other hospitals 
have approached North York to know their 
secret, and she says it’s simple: “The staff is 
engaged. Choosing Wisely wasn’t imposed, 
it was embraced.”

For example, physicians were not just sat-
isfied with knowing how overall test num-
bers changed, they also wanted individual 
scorecards to compare their practice to that 
of colleagues.

In the ICU, where Dr. McRitchie works, 
there were large variations in how antibiotics 
were prescribed, “so we sat down and talked 
about it.”

Ultimately, she says, that’s what Choosing 
Wisely is all about: “It’s a conversation between 
physicians, and it’s a conversation between 
physicians and patients.”

“If you do enough iterations of this, it becomes 
part of everyday practice and, every day, our 
practice will be a little better.”

Licensed from The Globe and Mail for 
republication in Vital Signs

ANDRE PICARD (2016) ‘When it comes to tests, 
more is not always better’, The Globe and Mail,  
5th August, p. A11.

One rarely thinks of philosophy and driver’s medicals in the 
same thought process: yet, as representatives within the 
AMA have been responding to proposed revisions from AB 
Transportation, some interesting philosophical questions 
have come to light.

But, first, some practical considerations. AB Transportation officials have proposed major 
revisions to the driver’s medical licensing process, citing a number of precipitating concerns. 
The Department of Transportation wishes to cease offering road tests for Albertans, due to 
financial burden to the government and citing an >80% pass-rate as rationale that those road 
tests were therefore never needed. This is strange logic as the baseline pass-rate likely should be 
high as those would primarily be patients currently driving and who were undergoing routine 
driver’s medical examinations merely due to Department of Transportation guidelines. The 
only conclusion the number of road tests requested suggests is that there is a true functional 
aspect to these evaluations — one that cannot be completed in a physician’s office and that 
requires ‘real-world’ evaluation. 

Patients being sent for road tests are those that physicians were uncertain about: whom the 
physician could not confidently ascertain via an office-only evaluation as to whether their 
medical issues functionally impacted their driving capabilities. Given the limited availability 
of “functional assessment” services and the transferred personal cost to the patients (the 
couple of options currently available cost $250 plus $75/hr road-test as a minimum cost for 
the patient), to stop offering this governmental service — and particularly without consulting 
patients, as the tax-payers who fund the Department of Transportation — is a questionable 
proposal indeed. AHS and PCN’s have been cited as potential alternatives to governmental 
road test offerings, yet neither currently has capacity (or, for PCN’s particularly, additional 
funding) to pick up this deferred public service from the Department of Transportation.

“WARNING  
SIGNS”

OF PROPOSED DRIVER’S  
MEDICAL REVISIONS

Dr. Kathryn Andrusky

Kathryn Andrusky,  
BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton

– continued on page 10
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There have also been privacy issues cited regarding motor vehicle 
registry agents viewing confidential patient information. This has led 
to proposals for an electronic submission with no space for additional 
information, but rather simple tick boxes that can be scanned by a 
computer. Two major issues arise here: the electronic submission 
site apparently cannot be embedded into existing EMR’s and the 
elimination of any ability to ‘qualify’ medical diagnoses that often 
cannot be simplified down to mere ‘yes/no’ responses. 

An isolated electronic form submission site compels physicians to 
divert to yet another internet-based site to access, and subsequently 
print, forms to then be rescanned into EMR’s for medico-legal infor-
mation maintenance and storage requirements. Admittedly, there is a 
positive aspect that electronically submitted forms cannot be ‘diverted’ 
if patients disagree with the conclusions on those forms (and seek out 
a more favourable second/etc opinion); but this one advantage does 
not outweigh the need for forms to comply with existing EMR systems 
rather than creating additional stand-alone patient electronic records.

Even more concerning as a physician though is the lack of ability to 
qualify one’s responses — an example being the proposed question 
on whether a patient has a current or past history of vertigo. Without 
the ability to qualify, a large number of patients, this author included, 
would get an unqualified “yes” given even a several day history of 
BPV associated with a viral infection would yield a positive response. 
Alberta Transportation cites ‘noncompliance’ with standards set 
by the Canadian Council of Medical Transport Administrators 

(CCMTA) as the impetus leading to the proposed revisions for the 
driver’s medical examination forms — however, multiple requests for 
evidence of this ‘noncompliance’ have yielded no concrete responses.

This ‘noncompliance’ has led to the proposed inclusion of medical 
criteria that are either ill-defined (eg. “frailty” and “debility” without 
objective diagnostic criteria for either) or that have vague associations 
between function and diagnosis (eg. functional impact of renal dis-
ease). The addition of a sub-clause of “that would impair driving” to 
many of the medical conditions listed has been suggested but this too 
places a higher medico-legal expectation of capacity evaluation on the 
physician completing the form — to be able to judge the functional 
impact in various medical conditions and driving scenarios — which 
the majority of physicians have not been trained to assess, particularly 
in an office setting.

This leads to the philosophical questions mentioned at the onset. 
Driver’s medicals have long been completed by physicians, of all 
specialties. With a higher functional capacity evaluation expectation 
and subsequently higher legal expectations on the physician’s ability 
to do said assessments, should driver’s medicals continue to fall 
under the scope of practice of physicians who have never received 
any specific training or licensing to enable them to do so? 

Historically, physicians have completed these forms for patients; 
however, with Alberta Transportation planning to eliminate the 
option of road testing offered via their department, this places the 
medico-legal weight of the assessments solely on that physician 
(as even if a functional assessment can be accessed, ultimately the 
physician must respond to another non-qualified yes/no question 
as to whether that patient medically can drive). This is a heavy med-
ico-legal burden to bear. Pilot license examinations are completed 
by physicians specially trained in those evaluations and WCB often 
contracts specialized consultant physicians to evaluate what are often 
challenging questions of functional ability. Given the far greater 
likelihood of motor vehicle rather than airplane incidents, not to 
mention the ever-expanding CMA Driver’s Guide which illustrates 
exactly how complex the knowledge-base for these evaluations has 
already become, perhaps AB Transportation needs to offer additional 
training (and compensation) for those physicians willing to undertake 
such a specialized service.

As physicians, we naturally wish to assist our patients, not set-up 
road-blocks for them. But, given escalating medico-legal expectations, 
is it time for physicians to re-evaluate the expectation that driver’s 
medical examinations fall under all physicians’ scope of practice? 
Should the flashing yellow light of ‘caution’ become, for many of 
us, a solid red light warning us of the increasingly high expertise 
required and a message of ‘danger, do not proceed’…?

Kathryn Andrusky, BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton

Write & WIN!
We would love to know your thoughts, 
ideas and experiences providing medical 
care in rural settings.

To those who contribute an article on rural medicine,  
we will enter your name in a contest to receive the book  
“The Surprising Lives of 
Small-Town Doctors: Practicing 
Medicine in Rural Canada”.

Submit your articles to:
Hellmut Regehr
Managing Editor
hregehr@studiospindrift.com

Deadline June 30, 2016

As physicians, we naturally wish to assist our patients, not set-up road-blocks for them. But, given escalating 
medico-legal expectations, is it time for physicians to re-evaluate the expectation that driver’s medical 
examinations fall under all physicians’ scope of practice? 

– continued from page 9
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Simple as it seems, it can take resident phy-
sicians months or years to come to this reali-
zation. In the ambitious climate of medicine, 
it is easy to adopt the mindset that caring 
for patients must always supersede caring 
for ourselves. Resident physicians don’t typ-
ically question exchanging lunch break for 
dictating discharge summaries or sacrificing 
dinner plans to do a late admission. Above 
all, we strive to not let our team and patients 
down; sometimes at the cost of letting down 
family, friends and ourselves. 

If not prioritized, wellness is the first thing to 
fall by the wayside during residency training.  
The people-pleasing, responsibility-uphold-
ing and self-doubting personality of typical 
resident results in being oblivious to or in 
denial of burnout until it’s all but too late. 
Fortunately we’re training in an age where 
it’s widely recognized that residency is stress-
ful — and that burnout does occur — and there 
are safe holds put in place by the University 
of Alberta, University of Calgary and Profes-
sional Association of Resident Physicians of 
Alberta (PARA) to help resident physicians 
recognize burnout and prioritize well-being.

PARA’s Community and Wellness Committee 
is a group of resident physicians from across 
the province that, as part of their mandate, 

organizes activities to promote resident 
well-being. From runs and bowling to hockey 
games and dinner theatre, PARA sponsors 
social and recreational events throughout 
the year, supporting resident physicians 
in spending time outside of work with 
friends and family. In addition, one week 
each year — this year May 16 to 22, 2016 —  
is designated Resident Physician Wellness 
Week (RWW).

RWW provides opportunities for resident 
physicians to partake in well-being activities 
and also serves as a reminder to staff and 
resident physicians alike of the importance 
of finding the right balance between our per-
sonal and professional lives. Less explicitly, 
it broaches the often swept-under-the-rug 
issues faced by resident physicians — stress, 
burnout, relationship strain, depression and 
anxiety, amongst others — helping resident 
physicians to recognize that they are not 
alone in these experiences and that there 
is support available in addressing them. As 
such, RWW fulfills both prophylactic and 
therapeutic roles.

This year RWW kicks off with healthy snacks 
provided for resident physicians in their 
hospital lounges. Subsequent days feature 
wellness prizes, disc golf, trampolining, family 

friendly recreation concluding with Sunday 
afternoon at a board game café. The activities 
have been well-received in past years and 
are adapted each May based on feedback 
received.

In the world of medicine, medical school is 
analogous to childhood, filled with lessons 
and new experiences, which makes residency 
the teenage years, spent figuring out how 
to get by on our own. Like anything else in 
medicine, practicing in a way that minimizes 
stress and maximizes personal well-being is 
something that must be learned, and resi-
dency is a great time to lay the groundwork. 
By encouraging open discussion on resident 
physician stressors and burnout, and sup-
porting resident physicians in overcoming 
these challenges, PARA and our universities 
are equipping us with the life skills we’ll need 
to succeed as healthy practicing physicians, 
so that we may do our best to see to our 
patients’ well-being, without compromising 
our own.

For more information on Resident Physician 
Wellness Week and scheduled activities, visit 
https://para-ab.ca/news-events/
resident-physician-wellness-week/

Dr. Adele Duimering,  
PGY 2, Radiation Oncology 
University of Alberta

Work. Eat. Sleep. Work. Study. Sleep. Such can so easily become the cadence of residency life. Some days 
we take the easy route — Netflix over the gym, sleep over socializing. While it’s fine — and human — to do 
that from time to time, when the missed activities become too frequent causing life and residency to be 
indistinguishable that should be a warning sign. A warning sign that we are sacrificing our own wellbeing 
for the sake of our profession.

Putting Resident Physician Wellness First
Resident Physician Wellness Week: May 16-22, 2016
Dr. Adele Duimering



Subsequent criteria for Physician Assisted Death were developed 
and they include:

• A competent adult who clearly consents to the termination  
of life;

• Presence of a grievous and irremediable medical condition 
(illness, disease or disability);

• Enduring suffering that is intolerable to the individual.

A report of Special Joint Committee on Physician Assisted Death 
in February 2016 recommended that mental illness should not be 
an exclusion criteria as not all individuals with mental illness are 
incompetent and the suffering accompanying mental illness can be 
as “excruciating as any suffering that can accompany physical illness.” 
Therefore, exclusion of patients on the basis of a psychiatric illness 
would be in violation of the charter.

However Bill C-14 (an act to amend the Criminal Code to permit 
medical assistance with dying) was written with the intent to recognize 
patient autonomy but at the same time create safeguards that avoid 
encouraging a negative perception of the quality of life of ill or disabled 
persons, and to protect vulnerable persons from ending their lives 
in a ‘moment of weakness’. To that end, ‘grievous and irremediable 
medical conditions’ are defined by the act to include those where 
‘their natural death has become reasonably foreseeable’. If this act is 
passed, those with a primary psychiatric illness would be excluded 
from physician assisted dying.

Clearly, the principles of autonomy and beneficence should apply to all 
patients, including those with mental illness. However as the Canadian 
Psychiatric Association points out, what constitutes ‘irremediable’ 
in the context of mental illness will require careful consideration. 
That is, since many psychiatric conditions are considered chronic 
and ‘incurable’, irremediable cannot simply be defined as ‘incurable’. 
Furthermore, there are many things that can be done to improve the 
situation of those with mental illness and ensure that suffering is not 
‘enduring’. That being said, “irremediable” does not require a person 
to undertake treatments that are not acceptable to the individual and 
to further complicate the situation, there tends to be heterogeneous 
treatment responses for the same mental illness.

Switzerland, Belgium and the Netherlands do not exclude patients 
with non-terminal illness from physician assisted death. A review 
of mental illness diagnoses as the primary indication for physician 
assisted death in European countries further emphasize the challenges 
that may arise when identifying patients with eligible conditions. For 
example, patients suffering with depression, personality disorders 
and prior suicide attempts constitute the majority of psychiatric 
patients requesting physician assisted death. And individuals with 
disorders such as kleptomania, autistic spectrum disorder, eating 
disorders, factious disorder and Cotard’s Syndrome (a rare condition 
where individuals have the delusion that they are dead or deny their 
existence) were granted physician assisted death in the Netherlands.

With patients requesting physician assisted death who have a primary 
psychiatric diagnosis or a comorbid psychiatric diagnosis, the assess-
ment of decision making capacity assessment has the potential to 
be a complex process. 

The presence of a psychiatric illness does not by itself imply lack of 
capacity in a particular domain and one should not assume that mental 
illness precludes a person’s ability to discuss relevant issues related to 
their capacity. That is, mental illness does not by itself prevent a person 
from engaging in the capacity process of understanding and appreciation, 
comparative reasoning, consequential reasoning and expressing a logical 
choice. However, individuals with mental disorders may already have 
experiences with stigmatization and low esteem, which may make the 
prospect of a capacity assessment especially stressful. 

Patients with active psychiatric symptoms may be distractible during the 
assessment and individuals with depression may struggle to concentrate. 
Awareness of medications (psychotropics, analgesics, anticonvulsants 
etc.) that may contribute to drowsiness or difficulty concentrating will 
be important. If short-acting medications, recent medication changes, 
electroconvulsive therapy or delirium related to an underlying chronic 
medical condition are impacting a patient, the assessment may need to 
be delayed or continued over several sessions.

Other examples of how psychiatric illness may influence a capacity 
assessment include severe depression that may negatively influence 
a patient’s perception of whether or not a treatment may help them 
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Physician Assisted Death in Canada:

A Psychiatrist’s Perspective
Dr. Suparna Madan, Geriatric Psychiatrist

Section 241b of the Criminal Code of Canada which said “everyone who aids or abets a person in committing suicide 
commits an indictable offense” and Section 14 which said “no person may consent to death being inflicted on them” were 
challenged in 2009 when a trial judge found that prohibition of physician assisted death would “infringe Section 7 rights 
to life, liberty and security of the person in a manner that is not in accordance with the principles of fundamental justice.”
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or whether they see a future for themselves; a person with an eating 
disorder may have a distorted body image influencing their decisions; 
and a person with mania may have an unrealistic understanding of 
their abilities or situation.

It will also be necessary for physicians performing the capacity assess-
ment to recognize their own preconceived notions about mental 
illness and make a conscious effort to not let bias interfere with a fair 
assessment. Acknowledgment of the role of countertransference during 
the assessment and depending on the outcome of the assessment, the 
impact on the physician-patient therapeutic alliance will need to be 
considered and appropriately managed.

While an independent psychiatric assessment may be helpful in address-
ing issues such as bias and countertransference, assessing whether 
a patient is making a consistent and logical decision in the context 
of their long-standing values, cultural framework, spiritual beliefs, 
previously completed advanced directives and life pattern may best 
be determined by a physician with an already established relationship 
with the patient and involvement with significant others.

It may be for some patients, that a request for physician assisted death 
warrants careful exploration of triggers for the request. Is it a request 
stemming from a fear of suffering or loss of control at the end of life? Or 

is it a request for someone else to make the decision? Are there feelings 
of guilt that the patient feels they need atonement for? In some cases, 
it may be the individual themselves who are influenced in favour of 
physician assisted death due to feeling of worthlessness and helplessness. 

Lastly, certain individuals with mental illness may be particularly 
vulnerable to coercion and a person cannot give informed consent 
if it is coerced. In physician assisted death, coercion may be subtle. 
For example, does the patient believe they are burden on their chil-
dren or are their children implying that they are in dire need of their 
inheritance? Or is the person in financial straits such that extra home 
care or medications are unaffordable? 

If Bill C-14 is passed, patients with primary psychiatric illness will be 
excluded, at least for the time being from physician assisted death. Given 
the emotionally charged nature of physician assisted death, it is doubtful 
that any strategy to balance patient autonomy with safeguarding the 
vulnerable will please everyone. Regardless, there will always be the 
need to be vigilant about considering the impact psychiatric illness 
on requests of physician assisted death and ensuring those that are 
deemed not appropriate still receive the assistance they need to alleviate 
suffering and minimize the risk of suicide. And equally important will 
be the consideration of how mental health resources can be allocated 
to support surviving family and caregivers. 

The Rockyview General Hospital Medical Staff Association
Is pleased to invite you and your partner to attend its Annual General Meeting

Tuesday, June 14, 2016, 6:00 to 9:00 p.m.
At the Railway Orientation Centre in Heritage Park’s Town Square  

1900 Heritage Drive Southwest, Calgary

Featuring entertainment by the May Trio
Lead by Jonathan S. May
Buffet Dinner/Cash Bar

Rockyview General Hospital Physician Recognition Awards 
“Very Important Presenters to our Very Impressive Physicians”

Rockyview General Hospital Medical Staff Association Members you are invited  
to bring a partner, 2 tickets to the AGM are included in your membership
Non RGH MSA Members most welcome, cost $100.00 per ticket

Seating is limited, your RSVP would be appreciated by May 17, 2016
stella.gelfand@ahs.ca Tel: 403-943-3428, Fax: 403-476-8797

Dr. Borys Hoshowsky, President, Rockyview General Hospital Medical Staff Association
Dr. Borys Hoshowsky,  
President, RGH MSA
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1. The Physician of the Year Award  was presented to Dr. Hubert Kammerer as an outstanding front 
line practitioner who practices in the Edmonton Zone.

His special expertise in the area of the care of the frail elderly, his singular skills as a compassionate clinician, and 
his depth of understanding of the importance of a collaborative interdisciplinary team to medical outcomes, have 
made a real difference in the lives of vulnerable Albertans and their families.

Dr. Kammerer seamlessly blends the art and science of medicine in the way he merges his vast knowledge and 
skills with his empathetic, respectful approach to patients and their families.

His team members know first hand how he accomplishes this not-often-seen approach — through his sense of 
humor, thinking beyond his own sphere, his enduring patience and his clear dedication to helping his patients 
achieve the greatest possible quality of life.

2. The Researcher of the Year Award  was presented to Dr. Hadi Seikaly whose research has signifi-
cantly affected clinical practice. Dr. Seikaly, with the support of a large multidisciplinary team, has demonstrated 
world recognized leadership in the area of digital technology in advanced head and neck reconstruction.

His role as Divisional Director and Section Head for Otolaryngology-Head and Neck Surgery, has recruited a PhD 
surgeon-scientist to develop a basic science research lab in the area of head and neck oncology.

Accepting this award was Dr. Dan O’Connell and Dr.Vince Biron.

3. The Innovator of the Year Award  was presented to Dr. Kelly Dabbs nominated by Dr. Kimberly 
Kelly. Dr. Dabbs innovation, perseverance and superior collaborative skills led the creation, implementation and 
operation of a unique multispecialty (surgeons, radiologists, oncologists, pathologists, family physicians, nurses 
and social workers) Comprehensive Breast Care Program (CBCP), a join program of Alberta Health Services 
and Covenant Health. The CBCP has met and exceeded set expectations.

4. The Champion Award for Young Leaders  went to Dr. Jamil Kanji nominated by Tarah Browne. 
Dr. Kanji has demonstrated exemplary dedication and commitment to education and his clinical practice. He 
works as a Co-Medical Leader for the Covenant Health Infection Prevention and Control and is an Assistant 
Clinical Professor for the Department of Medicine & Division of Infectious Diseases and the Department of 
Medical Microbiology and Immunology. He goes above and beyond to meet patients and his student’s needs.

5. The Life Achievements-Medal of Service  had two outstanding nominations: Dr. Lesia Boychuk 
nominated by Denise Steele and Dr. Gordon Wilkes nominated by Dr. David Edwards.

5a.  Dr. Lesia Boychuk almost single handedly served as the ID Physician at the Misericordia Hospital for most 
of her 26 years as well provides coverage at RAH. She is respected and recognized expert, experienced and entirely 
thorough infectious diseases specialist for outstanding years of relentless commitment to her patients and medical 
colleagues and health care community in general. Her long service exemplifies dedication and excellence! 

5b.  Dr. Gordon Wilkes is an Internationally recognized expert in the field of Plastic Surgery with the epitome of 
caring, conscientious, hardworking and dedicated physician. Dr. Wilkes is the Co-Director and Co-Founder of 
what was previously known as COMPRU (Craniofacial osseointegration and Maxillofacial Prosthetic Rehabilitation 
Unit) which is known as the Institute for Reconstructive Sciences in Medicine (iRSM). iRSM is a world-renowned 
institute for facial re-construction using osseointegrated implants in conjunction with state of the art prosthetics 
for a variety of head and neck deformities (congenital, traumatic or cancer). Dr. Wilkes epitomizes all the aspects 
that make an outstanding physician.

2016 Edmonton Zone Medical Staff Awards
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President-elect of CAMSS 
Nominations are being sought for President-elect of CAMSS. This one-year term begins October 1, 2016,  

with planned succession to the role the President for an additional two years and one more year as Past President.

Secretary-Treasurer of CAMSS 
Nominations are also being sought for Secretary-Treasurer of CAMSS. This two year term begins October 1, 2016.

Remuneration and administrative support are provided.

Potential candidates should send a curriculum vitae and letter of interest (no more than one page) to Audrey.harlow@albertadoctors.org  
by May 31, 2016. An election by e-mail ballot will occur in June and the successful candidates will be announced by June 30, 2016.

Further information is available at http://albertazmsa.com/ or from Audrey Harlow, CAMSS Co-ordinator,  
at Audrey.harlow@albertadoctors.org or 403-205-2093.

Call For Nomminations






