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“From our earliest moments in training, we 
are told that we bear personal responsibility 
for our care decisions. We are specifically 
taught to work independently, not to trust 
anyone else’s history and physical exam, and 
to make our own judgments about diagnosis 
and treatment. We don’t learn how to work in 
teams… and we most certainly do not learn to 
partner with administrators and colleagues to 
improve processes and systems of care. So we 
come to see ourselves as splendid individual 
professionals focused heroically on quality. 
We believe that we achieve results largely 
because of own dedication and skills, often 
despite the efforts of managers, who seem to 
be focused on costs. We tolerate the organi-
zations in which we find ourselves, as long 
as they don’t get in the way of our work and 
treat us with appropriate respect (Kornacki 
and Silverson, p. vii).”

Rarely have I been so intrigued by a book’s 
opening paragraph as by Reinersten’s asser-
tions in the Foreword of A New Compact: 
Aligning Physician-Organization Expecta-
tions to Transform Patient Care. Reinersten is 
hard-hitting, noting by the second page that 
physicians have largely been rewarded for 
treating patients with quality care (however 
they define it) with the rewards of autonomy, 
protection and entitlement. In fact, these val-
ues formed the basis of the traditional physi-
cian-organization compact, or “psychological 
contract” (Kornacki and Silverson, p. xxi).

The authors, Kornacki and Silversin (2015), 
go on to explain in detail the implicit under-
standing between physicians and organi-
zations (whether academic institutions or 
smaller group practices). Historically, doctors 
could go about their business while hospi-
tal administrators or staff would look after 
the other stuff. With increasing pressures 
of organizations to reduce cost, eliminate 
waste, follow protocols, implement electronic 
medical records and co-ordinate care across 
boundaries, it is no longer possible for phy-
sicians to limit their focus on clinical care 
apart from organizational priorities. Adaptive 
change is needed to reconcile physicians’ 
expectations of the “old system” to the respon-
sibilities — and rewards — of the new system. 
The authors describe the compact as the way 
forward to redefine the relational dimension 
between physicians and their institutions. A 
compact, simply put, defines what each party 
commits to do. Less formal than a contract, 
the compact is intended to reflect a great deal 
of dialogue about shared values and goals; it 
is intended to heal alienation, not add to it. 

If you’re cynical by this point, I don’t blame 
you. There is much around us that gener-
ates skepticism and mistrust. Take the NDP 
government’s Sunshine List, for example. 
It feels like a slap to physicians to have our 
billings — not our incomes, to be clear, which 
are substantially lower — made public. There 
is so much potential for public misunder-
standing and misuse of the data. The Alberta 
Medical Association, with input from phy-
sicians across the province, is mounting a 
public campaign called “What You See is 
Not What We Get.” Still, at a time when the 
AMA is representing us in fee negotiations 
with government, there’s a limit to how hard 
they can push back.

We, as individual physicians and collectively 
as zone medical staff associations, need to 
remain acutely aware of the emerging social, 

political and economic factors at play around 
us. More than ever, a focus on change man-
agement is needed to navigate the overlapping 
realms of clinical medicine and administra-
tion. Kornacki and Silversin note that suc-
cess in adapting to the new reality requires 
of physicians a vision for the future, focus on 
quality of care, and business literacy.

The new reality might not be exactly what you 
signed up for, but I’m optimistic that physicians 
remain integral to determining how our health 
system will work into the future. In this issue 
of Vital Signs, we see evidence that new ways 
of delivering care can have huge impact on 
groups of people. Whether community-based 
grassroots initiatives to treat arthritis in First 
Nations communities or large-scale provincial 
child death reviews, the “new way” is already 
starting.

Tell us your story of innovation. We’ll be happy 
to print it.

REFERENCE
Kornacki M.J. and Silversin J. (2015). A new 
compact: aligning physician-organization 
expectations to transform patient care. Chicago: 
Health Administration Press. 

President’s Message:

Who Changed The Rules?
A fundamental shift is happening in our health system – the assumed old deal 
for physicians working in organizations is eroding before our eyes (Kornacki and 
Silverson, 2015, p. xx). 

Dr. Sharron L. Spicer, CAMSS President
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Sarah Hoffman
17 June 2016
Deputy Premier
Minister of Health
Re: Operative Capacity in the Central Zone 

Greetings,

The Central Zone is the size of Portugal with ~500 000 potential patients and 30 facilities. There is only one level II facility that is functioning 
more than often at the expectations of a level III facility. The Red Deer Regional Hospital has only 9 surgery suites to provide surgical access to 
the entire Central Zone. Surgery is also provided in Camrose, Wetaskiwin, Olds, Drumheller, and other facilities at various levels of operation. 
These facilities are functioning autonomously under the bylaws, rules and policies of AHS. The results being more patients are transferred to 
neighboring zones for reasons around capacity. This does not only impact local revenue, transportation and resources (locally and provincially), 
but also patient safety and the socio-economic burden on families. 

Furthermore, rural operative care is declining due to multiple factors. Rural maternal care is non-sustainable in multiple centers. Access to 
operative care and surgical wait list is an ongoing issue. Specialists are completing their education with limited future job prospects. A Recent 
accidental Operating Room flood in Red Deer was a valuable stress test to critically look at capacity and infrastructure in Red Deer and the 
Central Zone. Economic downturn, budgetary constraints and importance of stewardship of resources are becoming the norm of the day.

How do we address this inequity in services, workforce and capacity in the Central Zone? 

The Central Medical Staff Association, according to the bylaws of the AHS and AMA, is responsible to advocate on behalf of the physicians, 
podiatry and maxillofacial surgeons and their patients. It has come to our attention that operative capacity is under significant strain impacting 
patient care, safety and access to publicly funded services. Recent accidental flooding of the Red Deer Regional Hospitals operating rooms was  
a stress test on operative capacity that the Central Zone failed. 

The CZMSA organized a Zone Advisory Forum in Olds on 11 May 2016, involving various stakeholders including AHS, surgeons, rural 
physicians, AMA and the Health Advisory Council. After careful deliberation on the backdrop of budgetary constraints, escalating health 
care cost, sustainability of services and the health care needs around the province, we formulated the following recommendations. 

RECOMMENDATIONS:

1) Infrastructure: 
a)  Immediate building of ‘theatre 10’ at Red Deer Regional hospital which will temporarily alleviate operative capacity needs of the Central Zone. 

[This is crucial to safely support ‘corridors of care’]
b)  Implementation of a major construction plan for a comprehensive regional hospital (Red Deer) for the Central Zone by 2020 

2) Sustaining rural and regional maternity care:
a)  Recognize, develop and enhance sustainable programs for travelling surgical specialist to support maternity corridors of care. 
b)  Expedite development and implementation of a curriculum for the training of physicians with special skills in Alberta institutions, 

based on service gaps, needs and resources of rural community centers in a specific ‘corridor of care’ with a secondary (Red Deer 
Regional) or tertiary hospital. 

c)  Standardize the application, active assessment and privileging process for physicians with special skills in Alberta. 

3) System efficiency: 
Actively implement clinical pathways based on the principles of ‘Choosing Wisely” and standardized practices supported by the Alberta 
Medical Association and the Strategically Clinical Network for Surgery. 

4) Collaboration of resources: 
Allow reallocation of Central Zone resources to support a collaborative model within corridors of care. 

[Strengthening some sites based on many factors and community needs, including those designated to have strong obstetrical programs 
while repurposing non-sustainable operative sites to sustain access to services in a ‘corridor of care’. This would require extensive study, 
cross-zonal collaboration, community engagement and cautious implementation.] 

The executive on behalf of all the members, physicians, health care providers and the patient of the Central Zone, would appreciate your 
sincere and serious consideration. Your response will be a reflection of your obligation and responsibility to act in the best interest of our 
patient safety and care, not just for the Central Zone but also for all Albertans. 

Respectfully,
Dr. S A van Zyl MBChB, DA(SA), LMCCII 
(President) Central Zone Medical Staff Association 

An Open Letter to Alberta Health Minister Sarah Hoffman



Jordan’s Principle is intended to ensure that First Nations children do 
not experience denials, delays or disruptions of services ordinarily 
available to other children due to jurisdictional disputes. It is a child-
first principle named in honour of Jordan River Anderson, a young boy 
from Norway House Cree Nation in Manitoba. Jordan encountered 
tragic delays in services that would have allowed him to experience 
life outside of a hospital setting before his death.² Jordan’s Principle 
is a response to complex service funding and delivery systems that 
treat First Nations children differently from other children in Canada. 

Responsibility for services to First Nations children is often shared by 
federal, provincial/territorial and First Nations governments. In contrast, 
funding and delivery of services to most other children in Canada 
typically falls under provincial/territorial jurisdiction.³ As a result, 
First Nations children face unique challenges in accessing services. The 
many health-related examples include: an absence of key preventive, 
diagnostic, rehabilitative and respite services in reserve communities; 
limitations in on-reserve access to outpatient and in-home services; 
inability of off-reserve First Nations families to access provincial benefits 
extended to other families; and limitations to supports for on-reserve 
families requiring medical travel or transportation.⁴

Because of service gaps and disparities, First Nations children may 
face different standards of service than other children, require higher- 
intensity interventions by health and social service systems, and even 
be placed at higher risk for institutional care (4). In fact, a recent study 
examining paediatric inpatient stays >6 months showed that 88% of 
the children displaced from their family homes because of medical 
issues were Aboriginal. These children had health needs that could 
not be met in the existing home/health care environment.⁵ When First 

Nations children do not have timely access to the services ordinarily 
available to other children, their human, constitutional and treaty 
rights are violated. Jordan’s Principle is an essential mechanism for 
protecting these rights. 

Jordan’s Principle was unanimously endorsed by the House of Commons 
in 2007⁶ and is formally supported by thousands of stakeholders and 
observers.⁷ The federal government has led an effort to develop a system 
for identifying and addressing Jordan’s Principle cases. However, there 
is growing recognition that this governmental response does not reflect 
the vision of Jordan’s Principle advanced by First Nations and endorsed 
by the House of Commons. Reviews by the Canadian Paediatric Society⁸ 
and UNICEF Canada9 highlighted shortcomings in the governmental 
response to Jordan’s Principle. The Assembly of First Nations passed a 
consensus resolution condemning the narrow operational definition 
of Jordan’s Principle adopted by the federal government,10 and the 
federal government itself has acknowledged widespread discontent 
with its response to Jordan’s Principle.11 A 2013 Federal Court ruling 
criticized the narrow operationalization of the principle, offering a 
precedent-setting standard: Jordan’s Principle should be implemented in 
a way that ensures First Nations children receive services in accordance 
with normative provincial/territorial practices that are in compliance 
with legislated standards.12 Development and implementation of a gov-
ernmental response reflecting the vision of Jordan’s Principle advanced 
by First Nations and endorsed by the House of Commons are among 
the remedies requested by the complainants in First Nations Child and 
Family Caring Society of Canada and the Assembly of First Nations v. 
Attorney General of Canada.13 A Canadian Human Rights Tribunal 
decision in this case is expected in Spring 2015. 
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Ensuring First Nations Children’s Access to 
Equitable Services Through Jordan’s Principle:

The Time to Act is Now
Vandna Sinha PhD, Dr. Sam Wong

Jordan’s Principle: Where a jurisdictional dispute arises between two government parties (provincial/territorial or federal) 
or between two departments or ministries of the same government, regarding payment for services for a Status Indian child 
which are otherwise available to other Canadian children, the government or ministry/department of first contact must pay 
for the services without delay or disruption. The paying government party can then refer the matter to jurisdictional dispute 
mechanisms. In this way, the needs of the child get met first while still allowing for the jurisdictional dispute to be resolved. 

– First Nations Child & Family Caring Society of Canada1



A February 2015 report systematically described the shortcomings of 
the current governmental response to Jordan’s Principle,14 showing that:
• The federal government has systematically narrowed eligibility for 

Jordan’s Principle. The current governmental response applies only 
to Status/Status-eligible First Nations children who have been pro-
fessionally diagnosed with multiple disabilities and require services 
from multiple service providers. It applies only to disputes between 
federal and provincial/territorial governments, although disputes 
between two federal government departments also occur in cases 
involving services for First Nations children. Furthermore, the federal 
government has argued that it does not apply to child welfare services. 

• The current governmental response to Jordan’s Principle systemati-
cally introduces delays in and uncertainty over the delivery of services 
to First Nations children. It requires a lengthy case conferencing 
process and formal declaration of a payment dispute, by both federal 
and provincial/territorial governments, for a Jordan’s Principle case 
to be declared. There is no recourse for families if governments 
simply fail to declare that a dispute exists. 

• Neither First Nations families, nor their service providers, have  
received information about how Jordan’s Principle processes work 
or who to contact to initiate these processes. 

• First Nations have been excluded from negotiation, implementa-
tion, and oversight of Jordan’s Principle agreement and processes. 

• There are currently no measures to ensure clear documentation of, 
widespread education about or independent oversight of Jordan’s 
Principle policies and procedures. 

• The current governmental response does nothing to prevent the 
emergence of Jordan’s Principle cases. 

• First Nations families, communities and service providers are 
taking extraordinary measures to ensure First Nations children’s 
access to services. Examples include: family relocation; paying 
out-of-pocket or fundraising; and negotiating discounts with drug/
equipment manufacturers. 

Based on the evidence in the report, the Canadian Paediatric Society, the 
Assembly of First Nations and UNICEF Canada have called on federal, 
provincial and territorial governments to work with First Nations to: 
• Develop and implement a governmental response consistent with 

the vision of Jordan’s Principle advanced by First Nations and 
endorsed by the House of Commons. 

• Systematically identify and address the jurisdictional ambiguities 
and underfunding that give rise to each Jordan’s Principle case. 

Health professionals have important roles to play in the development 
and implementation of a response to Jordan’s Principle that protects the 
human, constitutional and treaty rights of First Nations by ensuring 
their access to services ordinarily available to other children. There 
is an urgent need for education on Jordan’s Principle. Health care 
organizations and professional collectives/societies can incorporate 
information about Jordan’s Principle in their websites, in conference 
presentations and in continuing medical education events. Medical 

schools can include education on Jordan’s Principle in their curricula. 
Even in the absence of a governmental response, which effectively 
addresses jurisdictional disputes, all health professionals should be 
familiar with Jordan’s Principle. Paediatricians, family physicians 
and other health professionals working primarily with children must 
learn to keep Jordan’s Principle in mind whenever dealing with First 
Nations patients. By doing so, they will become more aware of the 
need for Jordan’s Principle and of the challenges that First Nations 
families face in accessing care for their children. 

Enhanced awareness about the need for Jordan’s Principle must lead 
to increased advocacy. Health care organizations and professional 
collectives/societies can incorporate calls for true implementation of 
Jordan’s Principle into formal policy statements, and introduce these 
calls into discussions of policy/program design. They can also draw on 
research and professional knowledge to specify the concrete steps that 
must be taken to implement the principle. In this way, they can move 
beyond advocating for Jordan’s Principle as an abstract vision, and 
help to systematically structure progress toward realizing the vision. 

Health professionals must also play an active role in implementing 
Jordan’s Principle. Provision of equitable services for First Nations 
children depends on paediatricians, family physicians and other health 
professionals working with children to systematically identify cases 
involving jurisdictional disputes and efficiently link them to Jordan’s 
Principle processes. They will need easily accessible information about 
the services available to non-First Nations children and training on 
how to systematically compare these with the services available to First 
Nations children. They will also need to know how to initiate Jordan’s 
Principle processes and who to contact for support in facilitating these 
processes. Thus, health care organizations and professional societies/
collectives must complement general efforts, to ensure members 
know what Jordan’s Principle is, with more specific efforts to ensure 
that members know how to make Jordan’s Principle work. They 
must collectively and systematically work toward the development of 
databases/guidebooks that enable health care professionals to identify 
differences in the standards of care for First Nations and other children. 
They must develop and disseminate step-by-step instructions for 
facilitating Jordan’s Principle cases, and they must establish strong 
partnerships with First Nations and other social service organizations 
that can support families through the Jordan’s Principle process. The 
House of Commons motion on Jordan’s Principle was passed in 2007, 
but governments still have not prioritized equitable services for First 
Nations children and taken these basic steps toward implementation. 
We can no longer wait for governments to develop the tools, networks 
and educational initiatives needed to ensure the success of Jordan’s 
Principle; health care organizations and professional collectives/
societies must start implementing these measures immediately. 

Republished with permission
Vandna Sinha PhD, Sam Wong MD 'Ensuring First Nations children’s access to 
equitable services through Jordan’s Principle: The time to act is now', Journal of 
the Canadian Pediatric Society, March 2015, Volume 20 Issue 2: 62- 64
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Paediatricians, family physicians and other health professionals working primarily with children must learn  
to keep Jordan’s Principle in mind whenever dealing with First Nations patients.
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Genetic factors play 
a large role in the 
high rates of diabe-

tes and non-medical factors are believed to be 
primarily causal. Non-medical factors include 
dietary changes and shifts towards sedentary 
lifestyles, socio-cultural barriers and poor 
access to healthful foods and health care ser-
vices within remote communities (Rice et al., 

2016). The lack of physical activity can be 
attributed due to limitations in safe and all-
weather spaces for walking. Socioeconomic 
marginalization contributes to the burden of 
diabetes and other chronic disease in indige-
nous communities. Suggested approaches to 
address health disparities must factor in the 
cultural beliefs and local conceptualizations 
of wellness (Rice et al., 2016).

On the Tsuut’ina Nation, it is believed that 
close to 10 per cent of the population has 
type 2 diabetes and numbers of those with 
pre-diabetes or not yet diagnosed are thought 
to be much higher. Services provided to the 
Nation at the health centre include homecare, 
diabetes education, public health services 
as well as visiting podiatry and dental ser-
vices. Primary care services are provided in 

The Guja Journey
Diabetes Care on the Tsuut’ina Nation
Devon Guy and Dr. Christin Hilbert 

Diabetes and related chronic diseases have reached epidemic levels in Canadian indigenous populations. 

A recently released report from the Public Health Agency of Canada shows diabetes prevalence among 
on-reserve First Nations people has reached a rate of 17.2 per cent of the population verses 10.3 per cent 
for off-reserve people (Rice et al., 2016).
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FOOTNOTES
1  School of Social Work, McGill University, Montreal, Quebec; 2University 

of Alberta, Edmonton, Alberta Correspondence: Dr Vandna Sinha, 3506 
University Street, Montreal, Quebec H3A 2A7. Telephone 514-398-5032, 
email vandna.sinha@mcgill.ca

– continued from page 5

Dr. Christin Hilbert

Devon Guy



VITAL SIGNS July 2016

7

partnership with the Calgary West Central 
Primary Care Network (PCN). Tsuut’ina’s 
proximity to the City of Calgary means res-
idents have access to both primary care and 
specialty services located in the city. Medical 
Transportation program facilitates access to 
both services at the Tsuut’ina Health Centre 
and specialty clinics in the city of Calgary. 

The Screening for Limb, I-eye, Cardiovascular 
and Kidney (SLICK) program was the primary 
diabetes program implemented at Tsuut’ina 
Nation. SLICK is a community-driven dia-
betes mobile screening program found in 
communities across Alberta. A SLICK visit 
with a certified diabetes educator (CDE) 
includes a blood pressure check, height and 
weight measurement, foot assessment, point 
of care ACR, A1c and lipids as well as a retinal 
scan. While SLICK worked well to screen 
for complications it was not well integrated 
within other primary care services and as 
result, follow-up attendance was low.

Although the SLICK program is still offered 
each month, diabetes care now integrates 
joint MD and CDE consults as well as an 
ad hoc appointment system for clients to be 
seen by the CDE while at the centre for other 
appointments. The CDE works closely with 
primary care physicians to help with medica-
tion reviews, insulin starts and adjustments 
and self-management support and education. 
Enhancing access to education and support 
and reduces the burden of frequent health 
care appointments and trips to Calgary for 
the Nation members.

After diabetes was recognized as an important 
community health issue, Tsuut’ina Nation 
applied to participate in the FORGE AHEAD 
(FA) quality improvement program through 
the Canadian Diabetes Association. Led by 
Dr. Stewart Harris out of the University of 
Western Ontario, the goal of this five-year 
research program (2013-2017) is to develop 
and evaluate community-driven, culturally 
relevant, primary healthcare models that 
enhance chronic disease management and 
appropriate access to available services in 
First Nations communities across Canada. 

As part of FA, community and clinical teams 
were developed including Nation members 
and health centre staff to identify community 
needs, strengths and challenges. Using Plan, 
Do, Study, Act (PDSA) Cycles, we were able 
to target and evaluate small change initiatives 

to improve the quality of diabetes care. Areas 
of assessment include delivery system design, 
information systems and decision support, 
self-management support, linkages with 
community resources and other health ser-
vices, and local health centre organizational 
influence and integration.

This past year, information systems were 
enhanced at Tsuut’ina Health Centre with 
the implementation of WOLF, an EMR 
system used in the PCN, and fostered the 
sharing of records with the diabetes clinic. 
This information integration improved com-
munication between the CDE and primary 
care physicians thus allowing doctors to track 
diabetes-related clinical data. In addition to 
this integration, a ‘rule system’ was imple-
mented using WOLF that allows doctors to 
flag and identify patients with outdated retinal 
scans, foot exams, A1c’s and ACR’s. Retinal 
scans taken by our local retinal photographer 
are recorded as ophthalmology consults once 
reviewed by an ophthalmologist. 

One area of diabetes care that we feel has great 
potential to enhance self-management, build 
community and strengthen patient-provider 
relationships is group medical visits (GMV). 
GMV’s were trialed at Tsuut’ina and conducted 
with a MD, CDE and RD. Despite low atten-
dance, feedback was very positive and the 
participants greatly enjoyed the sessions. Using 
the Centering Approach, sessions focused 
on various topics including pathophysiology, 
nutrition, complications, monitoring, lifestyle 
and goal setting. The curriculum was designed 
to be culturally sensitive including opening and 
closing prayers, traditional foods and lifestyle 
and ways of healing. Self-management was 
encouraged by having patients check their own 
weight, blood pressure, blood sugar, and waist 
circumference. Going forward, there are plans 
to provide outreach through offering GMV’s at 
other establishments on the reserve including 
at the school and administration offices for the 
staff impacted by diabetes. 

In the community, diabetes prevention and 
health promotion is carried out by the Health 
Education Team through a program called 
Guja. In the Tsuut’ina language, Guja means 
‘healthy’ or ‘good’. The team consists of a CDE, 
RD and Health Promoter. FORGE AHEAD 
has helped partnerships to form between the 
now well-known Guja program and other 
community groups including the Elder’s Pro-
gram, Youth Culture Connections, daycare 

and HeadStart early childhood education 
program, as well as the elementary, junior 
and senior high schools on the Nation. The 
Guja team offers traditional and culturally 
inspired cooking classes, health cycle menu 
development, diabetes prevention curriculum 
and other information sessions and support-
ive services as requested by the community. 

Today, the Tsuut’ina Health Centre has a 
visiting podiatrist, dentist and hearing aid 
practitioner. We recently had a visiting spe-
cialist for those with liver dysfunction to 
be screened for cirrhosis with a FibroScan. 
Monthly endocrinology clinics will be start-
ing in the fall of 2016 offering specialized 
support for our complex patients, those with 
gestational diabetes and youth with diabetes. 

Using quantitative measures like A1c and 
qualitative measures such as improved rela-
tionships and patient knowledge of disease, 
changes in health behaviors and enhanced 
leadership support, the future is focused on 
continually improving and evaluating the 
clinical care of diabetes on the Tsuut’ina 
Nation. The goal is to enhance self-man-
agement and patient ownership of disease 
through education and empowerment. By 
enhancing the community member’s knowl-
edge of the modifiable factors to prevent 
or delay onset and reduce complications of 
diabetes, it is our Guja journey. 

Christin Hilbert, MD CCFP, FCFP
Dr. Hilbert had a suburban full-service 
family practice early in her career; 
after starting a family, she changed to 
community health centers and has worked  
at the Tsuut'ina Health Centre since 2010.

Devon Guy, Registered Dietitian  
and Certified Diabetes Educator
Devon became a Registered Dietitian in 
Montreal, QC and later specialized in 
diabetes education in Calgary, Alberta. 
She has continued her education at the 
graduate level in Health Promotion 
Studies and works on the Tsuut'ina Nation 
as a Health and Diabetes Education 
Coordinator. 
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With the incredible pressures of acute disease needs in Aboriginal 
communities, it is easy to overlook the number one chronic disease 
affecting the population: Arthritis. Nearly 30% of First Nations (on- and 
off-reserve populations) and Métis populations self-report a physician 
diagnosis of arthritis and rheumatism. Delving further into this using 
population-based administrative data sources in Alberta, this is driven 
by both degenerative and inflammatory causes of arthritis. Osteoarthritis 
affects 16 per 100 First Nations people, compared to 8 per 100 in the 
general population of Alberta. Rheumatoid arthritis, psoriatic arthritis 
and ankylosing spondylitis affect First Nations people at three times the 
rate seen in the general population. Connective tissue diseases, such as 
lupus and scleroderma, affect twice as many First Nations women over 
the age of 45 compared to their general population counterparts. There 
are also important differences in the services accessed for arthritis care: 
Aboriginal patients with osteoarthritis and inflammatory arthritis are 
twice as likely to seek primary care for management of their conditions, 
but are 40-50% less likely to see specialists such as rheumatologists 
and orthopedic surgeons. Further, specialty care seems to be missing 
the mark. Only half as many First Nations patients with osteoarthritis 
proceed to joint replacement surgery, considered the ultimate man-
agement strategy for osteoarthritis when conservative therapy has 
failed, compared to the general population. Aboriginal patients with 
rheumatoid arthritis on biologic therapy are less likely to reach remission 
compared to the general population. These care gaps are contributing 
to increasing disparities in arthritis outcomes.

This led us to perform several qualitative studies with Aboriginal 
patients to understand the existing care gaps. We learned that many try 
to 'tough out' their arthritis to avoid contact with a healthcare system 
that had expectations embedded in it (eg. patients should be able to 
organize themselves around restricted specialist schedules) and failed 
to provide an environment without stereotyping and racism. Family 
members are the major source of support for seeking treatment and 
making therapeutic decisions, but may not be able to participate in visits 

given the logistical barriers to coming into an urban tertiary care centre 
for visits. The way to resolve care gaps was to create models of care that 
were flexible for patients trying to access services for diagnosis and 
management, that resolved multi-jurisdictional barriers to access, that 
encouraged family member participation in shared decision making, 
and that provided an environment of cultural safety and inclusivity. 

Responding to this knowledge, and with the support of the Department 
of Medicine at the University of Calgary/Alberta Health Services 
Calgary zone, rheumatology outreach clinics to several First Nations 
reserves (Siksika, Stoney Nakoda, and the Levern Clinic on the Kainai 
Nation) and the urban Aboriginal clinic in Calgary, the Elbow River 
Healing Lodge, have been established. These rheumatology clinics are 
by extension supported by primary care networks and local health 
care providers, home care programs, and Aboriginal Health Program 
(Alberta Health Services) resources. The current specialist-centric 
biomedical models are expanding with support from non-physician 
providers such as kinesiologists, physiotherapists, pharmacists, and 
case managers, to more fully address unmet needs and assist patients 
in navigating access to needed resources outside the specialty clinic. 
The ultimate goal is that patients are able to achieve their overall health 
goals, rather than a focus solely on standard rheumatology outcomes. 
An additional aspect has been that some of these centres have par-
ticipated in research grant funded initiatives where self-referral for a 
rheumatology consultation is offered, effectively removing barriers of 
needing a referral and upfront investigations, or set appointment times. 

The outreach clinic model requires several components for success. 
There is an investment of resources from the communities wishing to 
receive services, as well as time allocation for the specialists from their 
primary roles in tertiary care settings. A key has been the consistency 
in providers, and their commitment to developing relationships with 
patients and communities in the context of their own social settings. 
Expanded scopes of practice, both for the primary care providers who 
become more intimately involved with rheumatology examination and 

RESOLVING SPECIALTY CARE GAPS  
IN ABORIGINAL HEALTH:

Initiatives in 
Rheumatology
Dr. Cheryl Barnabe and Dr. Dianne Mosher



There has also been significant media cov-
erage shedding light on Indigenous health 
issues over the last year, such as the fentanyl 
abuse, suicides gripping communities in 
Alberta and across Canada, the launching of 
a national inquiry into missing and murdered 
Indigenous women, and the recent Supreme 
Court decision that Métis people should be 
recognized with full rights as “Indians” under 
Canada’s constitution. All of that, in a brief 
amount of time has been significant change 
on several fronts for Indigenous people in 
our province.

These are positive changes — certainly 
steps in a good direction — but it is essen-
tial  that physicians in Alberta continue to 
learn more about Indigenous health. For 
instance, Indigenous people are diagnosed 
with chronic diseases such as heart disease, 
stroke, cancer, and diabetes at higher rates 
than the general Canadian population and 
the gap is not shrinking. Three out of four 
First Nations adults are not at a healthy 
weight and approximately 57 per cent of 

Indigenous people smoke in comparison to 
19 per cent of non-Indigenous Canadians, 
and the Indigenous suicide rate is twice the 
national average. So although changes are 
happening, and statistics are helpful, there 
is a lot more that physicians can do to serve 
the Indigenous population. 

In Alberta, in an effort to improve Indigenous 
health, a number of resources have been cre-
ated to assist in providing culturally sensitive 
care. An introductory video series is available 
through the AHS Aboriginal Health Program. 
This video series, available at www.ahs.ca/
aboriginalhealth, provides information about 
Aboriginal people’s history, social determi-
nants of health, and strategies for culturally 
competent care, including:

• Introduction to Aboriginal Awareness 
• Who Are Aboriginal People? 
• History and Cultural Diversity 
• Treating Everyone the Same 
• Developing Awareness and Skills  

in Culturally Competent Care 

Another great resource is the recently cre-
ated Aboriginal Health playlist on the AHS 
YouTube channel (https://goo.gl/X4EvXk). 
There is a diverse collection of videos here, 
including the listed video series. Finally, email-
ing aboriginalhealth@ahs.ca is another entry 
point to find education or gather resources to 
improve your care.

There are many ways you can begin learning 
and working toward improving Indigenous 
health, so now is the time to learn more in 
an effort to understand our shared history, 
to reconcile, and to take positive steps on our 
journey into Alberta’s future together.

Tyler Wells, BA, B.Ed, Education 
Coordinator, Aboriginal Health Program

Dr. Meriah Fahey, OBGYN South Health 
Campus
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Catching Up on Indigenous Health
Tyler Wells and Dr. Meriah Fahey

In the past 12 months, a lot has changed for Indigenous people in Alberta. In June of 2015, the Truth and Reconciliation Com-
mission (TRC) released a comprehensive report on the legacy of Residential Schools in Canada, which detailed an extensive list 
of recommendations for reconciliation with Indigenous people, known in the report as Calls to Action. By July of last year, the 
provincial government moved towards implementing the TRC’s Calls to Action and 
adopting the United Nations Declaration on the Rights of Indigenous People (UNDRIP). 
By October of 2015, the federal government also committed to implementing these. 

medications, and for the specialist teams who will adopt provision roles 
outside of rheumatology, are necessary. Physician skills in advocacy to 
ensure patients receive needed services and medications are honed. 
At the heart of the initiative is a space where shared decision-making 
is valued, as a way to contribute to improved health and outcomes 
in rheumatic disease. 

These outreach clinics are but one example of rheumatology initia-
tives to address care gaps in Aboriginal communities. The Canadian 
Rheumatology Association is continuing their support of advocacy at 
a federal level for access to medications needed to treat inflammatory 
arthritis, and has committed to several educational initiatives to ensure 
rheumatology trainees and practicing physicians gain competency in 
providing care to Indigenous patients. The intention is to cultivate a 
rheumatology workforce capable of creating environments valued by 
patients. Given the shortage of rheumatologists in Canada though, 

models of care that involve non-physician providers and distance 
telecommunications are also being provided. The Bone and Joint Health 
Strategic Clinical Network is supporting evaluation of advanced skilled 
nursing-led clinic strategies in rural and urban settings. Telehealth is 
provided to rural communities at greater distances from Calgary and 
supported by primary care practitioners with focused experience in 
inflammatory arthritis assessment. Taken together, these initiatives 
aim to create multiple options for Aboriginal communities to consider 
in order to address unmet care needs in rheumatic disease.

Cheryl Barnabe, MD MSc FRCPC, Division of Rheumatology, Assistant 
Professor, Departments of Medicine and Community Health Sciences, 
University of Calgary.

Dianne Mosher, MD FRCPC, Chief, Division of Rheumatology, Professor, 
Department of Medicine, University of Calgary

Dr. Amy Gausvik examines Bobbi Jo Turning Robe  
at the Elbow River Healing Lodge.



The College of Family Physicians of Canada (CFPC) recently 
released a Fact Sheet entitled “Health and Health Care 
Implications of System Racism on Indigenous People on 

Canada,” with a Calgary Indigenous 
family physician, Dr. Lindsay Crowshoe, 
as one of the principle authors.

In the document (http://www.cfpc.ca/uploaded 
Files/Resources/_PDFs/SystemicRacism_
ENG.pdf), the CFPC cites the case of Brian 
Sinclair, an Indigenous man who died in 
a Winnipeg emergency department while 
waiting to be seen for a bladder infection. 
Themes and recommendations from that sit-
uation have echoes in serious adverse events 
in Alberta. Similarly, stories by Indigenous 
Canadians about their experience within the 
Canadian health care system are captured in a 
must read volume by Allan and Smylie, First 
Peoples, Second Class Treatment: The Role 
of Racism in the Health and Well-Being of 
Indigenous Peoples in Canada (http://www.
wellesleyinstitute.com/publications/first- 
peoples-second-class-treatment/). This doc-
ument provides an overview of the historical 

and contemporary contexts of racism which continue to negatively 
shape the life choices and opportunities of Indigenous people in this 
country. Dr. Verna Yiu heard similar stories when she consulted with 
the Alberta Health Services Wisdom Council while developing the 
Patient First Strategy.

This is a hard pill to swallow for Alberta physicians and care providers 
 — no one of us want to believe that we behave in a racist way or that 
we would tolerate a system that was racist. How can this be? The CFPC 
situates this in the context of our national actions with respect to the 
Indigenous Peoples of Canada (First Nations, Métis and Inuit) over 
the last century and a half. Quoting from the report of the Truth and 
Reconciliation Commission they noted that: 

“For over a century, the central goals of Canada’s Aboriginal 
policy were to eliminate Aboriginal governments; ignore 
Aboriginal rights; terminate the Treaties; and, through a 
process of assimilation, cause the Aboriginal peoples to 
cease to exist as distinct legal, social, cultural, religious, 
and racial entities in Canada.“ (http://www.trc.ca/websites/
trcinstitution/File/2015/Honouring_the_Truth_Reconcil-
ing_for_the_Future_July_23_2015.pdf)

They go on to state that the legacy of such policies is a situation where 
power and resources are concentrated in one social group, and other 
groups, i.e. Indigenous Peoples, are thus systematically disadvantaged 
and have limited access to and participation in such important social 
systems as health. Paradoxically, the advantaged group also becomes 
restricted in the opportunities where they might learn about root 
causes of the health of the other groups; in this case colonization 
of Indigenous people and how those processes of colonization are 
driven by racism. Accounts of Indigenous health in Canada told in the 
mainstream and taught to health service providers are generally not 
authored by Indigenous people themselves, and are often themselves 
characterized by racist stereotypes and images. 

Compounding this systemic racism is the usually unintentional, but 
real, actions taken by individual care providers that unfairly limit 
care options for Indigenous patients. Recent work in Alberta has 
revealed that for a certain group of diseases, First Nations patients 
are less likely to be referred to specialists and to receive definitive 
care, than other Albertans, even though the said conditions are of 
greater prevalence among First Nations. Racism against Indigenous 
peoples in the health care system is so pervasive that people strategize 
around anticipated racism before visiting the emergency department 
or, in some cases, avoid care altogether.1 At a recent symposium 
event at the University of Calgary, a nurse described how she is 
very thoughtful and deliberate about whether to self-identify as 
First Nations when she herself is a patient, as she experienced quite 
different care when she has.

To be sure, when groups are sensitized by being discriminated against 
in all walks of life they may be more likely to interpret an unsatisfactory 
experience through this racist lens. But this leads to one of the steps 
that practitioners can take to change the picture. With a heightened 
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Racism and 
Indigenous 
Peoples in 
Health Care
Dr. Richard Musto and Nicole Eshkakogan

Dr. Richard Musto

Nicole Eshkakogan



awareness of the lived context of Indigenous Peoples in Alberta, prac-
titioners can be deliberate in discussing investigation and treatment 
plans to include explanations for timing and available options, and 
including the person in the decision. Recognizing that the experience 
of trauma is a result of historical and contemporary colonial processes 
driven by racism, practitioners can also become informed about and 
practice trauma-informed care, as encouraged by the Emergency 
Strategic Clinical Network (http://www.albertahealthservices.ca/assets/
about/scn/ahs-scn-ems-newsletter-2016-03.pdf). At the same time 
Alberta Health Services needs to explore with Indigenous individuals 
and communities how they might be best educated as consumers to 
more effectively engage and navigate the health system.

Several options are available to Alberta physicians and health care 
workers to learn more about the Indigenous Peoples of Alberta, spe-
cifically in the context of health care. The Aboriginal Health Program 
(AHP) within AHS offers cultural awareness and competency training 
through on-line education modules (currently only accessible within 
the AHS IT system) and in-person training sessions which can be 
tailored to the particular clinical setting; in addition the AHP provides 
access to Indigenous traditional knowledge and healing approaches to 
support Indigenous people when using the healthcare system across 
the zones. Traditional Cultural Advisors provide cultural and spiritual 
consultation, as well as traditional ceremonial therapeutic approaches. 
In Calgary, each urban hospital site has a designated sacred ceremonial 
space where a weekly smudge ceremony is provided to patients and 
staff. In addition, Aboriginal Hospital Liaisons are available to work 
with and support Indigenous clients and families to feel comfortable 
within the culture of AHS services and sites. Like the Traditional 
Cultural Advisors, they also provide consultation and assistance to 
the health care team regarding service provision and appropriate 
facilitation of Indigenous health practices and beliefs. Information 
about these and other resources may be found on the AHS website 
at: http://www.albertahealthservices.ca/info/service.aspx?id=1069951.

Currently, the AHP is exploring ways to engage the invitation by the 
Truth and Reconciliation Commission for all Canadians, both Indig-
enous and otherwise, to engage in a shared process to reconcile the 
historical wrongs and build a new future that makes possible more 
equal participation in the important social systems such as education, 

governance and health. Physicians can play a significant role in dimin-
ishing systemic racism within our health system and, indeed, more 
broadly in society.

Nicole Eshkakogan: Nicole Eshkakogan is Anishanabe from Sagamok 
Anishnawbek First Nation and her traditional name is Morning Star. 
Nicole holds a Master’s Degree in Sociology (Social Structure/Social 
Policy) from the University of Alberta, where she is completing her 
PhD. Her work and research background is in social epidemiology, 
community-based research, health equity and anti-oppression praxis; in 
which she has a number of publications. Over the last 15 years Nicole has 
worked as a research/evaluation consultant and analyst for a number 
of academic institutions, non-for-profit agencies, and community-based 
organizations throughout Canada. Nicole has worked at Alberta Health 
Services over the last nine years in management roles. Currently, she 
is the Manager for Aboriginal Health — Calgary and South Zones for 
Alberta Health Services.

Richard Musto, MD FRCPC, Medical Officer of Health, Calgary Zone

FOOTNOTES
1  Allan, B. & Smylie, J. (2015). First Peoples, second class treatment: The role  

of racism in the health and well-being of Indigenous peoples in Canada.  
(Toronto, ON: the Wellesley Institute), 2.
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CAMSS Executive Position Announcements:
By electronic ballot to the membership, the incoming President 
Elect is Linda Mrkonjic B.Sc. (Honors), MD, FRCS(C) MSc.

Linda’s one year term begins October 1, 2016 and ends 
September 30, 2017 and shall succeed Sharron Spicer MD, FRCPC 
as President upon expiration of her term for an additional two 
years: October 1, 2017 ending September 30, 2019.

By acclamation, the incoming Secretary Treasurer is Davinder Sidhu 
B.Sc., B. Pharm, LLB/JD, MD, FRCPC. Davinder’s two year term 
begins October 1, 2016 and ends September 30, 2018

Congratulations to Linda and Davinder! 



Health disparities 
between Aboriginal 
and non-Aboriginal 
Canadians have been 
well documented 
(Waldram, Herring 
& Young 2006). 

These disparities are not due to an inherent 
inferiority of Aboriginal people, but rather 
due to complex factors including colonialism, 
historical trauma and many others (Baker 
& Giles 2012). In this article, I will focus on 
practical solutions to geographic barriers in 
the care of Aboriginal patients. I will use the 
term “Aboriginal” to include First Nation, 
Inuit and Métis people.

In a 2013 report on health inequalities and 
social determinants of Aboriginal people’s 
health in Canada, Reading and Wein reported 
barriers for First Nations adults living on 
reserve. 14.5% of adults surveyed were unable 
to obtain transportation to access health care, 
18.5% had no access to a doctor or nurse in 
their community and 13.7% were unable to 
afford the transportation costs associated with 
travel to obtain health care services (2013; 19). 
Canadian physicians have a responsibility 
to address gaps in the health of Aboriginal 
patients (Baker & Giles 2012). There are a 
number of ways that Alberta physicians can 
minimize the impact of geographical location 
on Aboriginal people’s health care. 

1. Provide Health Care  
in an Aboriginal Community
In Rocky Mountain House, physicians from 
our group provide physician services on three 
surrounding reserves, Sunchild, O’Chiese, and 
Bighorn. We work biweekly on Sunchild and 
O’Chiese reserves, approximately 45 minutes 
outside of Rocky Mountain House. There, we 
provide predominantly chronic disease care, 
in keeping with what community members 
identified as their main health needs. This 
year, we were invited to provide health care on 
Bighorn Reserve, 70 min from Rocky Moun-
tain House. We have just started providing 
physician services monthly, and we provide 
full service family medicine with a focus on 
screening, as requested by the community. 
This is just a starting point for what services 
could look like, but it’s a step towards provid-
ing care in local First Nations communities. 

Whether you are an urban or rural doc-
tor, if you practice in Alberta, you have an 
Aboriginal community close to you. Many 
of these communities have health services 
in the reserve or settlement, including phy-
sician services. Whether you are a specialist 
or a family doctor, working in an Aboriginal 
community makes it easier for patients to 
receive health care services. Some physicians 
that work in a community prefer to continue 
with regular fee-for-service remuneration, but 
did you know there is an Alternative Rela-
tionship Plan (ARP) in Alberta for Aboriginal 
Health care? This group currently consists of 
twenty physicians, who provide services in 
a range of contexts, from urban Aboriginal 
focused clinics to remote fly in communities. 
They also meet twice a year to brainstorm 
and collaborate on Aboriginal health issues. 
Many of these physicians are family doctors, 
but there are also internists, obstetricians, 
public health doctors, pediatricians and other 
specialties. For more information about the 
ARP specifically, contact Dr. Ellen Toth (ellen.
toth@ualberta.ca) or if you are interested in 
seeing what your local communities have 
needs for, speak to the local health director 
or band administrators. Working in Sun-
child, O’Chiese, and Bighorn are my favourite 
clinic days — I’m never bored, there’s always 
something interesting or challenging going 
on, and sometimes they let me steal bannock 
from the kitchen!
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Solutions to Geographic 
Barriers in the Care of 
Aboriginal Patients
Dr. Ava Bulter

When I was a medical student, I met a patient from a reserve who was attending 
an obstetrics clinic. She was 45, a mother of seven, and was now pregnant with 
twins. The obstetrician expressed his frustration that she had missed her last 
several ultrasounds in this high-risk pregnancy. On further discussion with the 
patient, I learned that she lived about an hour away from where the ultrasounds 
were booked, she did not drive, had to arrange childcare and her husband was 
the only one who could bring her to the appointments. Where they lived, it 
was hard to miss work without a doctor’s note and they worried her husband 
would lose his job if he took time off to drive her to appointments. Together we 

realized that the simple solution of providing a doctor’s 
note would remove one part of the barrier she faced in 
getting her ultrasounds.

Dr. Ava Bulter
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2. Advocate for  
Local Resources
Not able to travel to a local community, 
but see a lack in the care your Aboriginal 
patients are receiving? Become an advocate 
for the use of resources in a community. For 
example, we have noticed difficulty in getting 
HbA1Cs and other routine blood work for 
the diabetic and renal failure patients that 
attend our chronic disease clinics. We have 
been meeting with representatives from the 
communities involved, AHS and Health 
Canada to see if there is a way to make these 
services more easily available in these com-
munities. So far we are just in the discussion 
stage, but we are optimistic that change is 
possible in this area.

3. Be Flexible  
with Communication
Sunchild, O’Chiese and Bighorn reserves, 
where I work, have poor cellphone recep-
tion, making it hard to get a hold of patients 
that need follow up. We work closely with 
the Health Canada nurses who serve on 
those reserves. They can often connect us 
to community members who know how/
where to find patients that we have trouble 
getting a hold of. I often include a small 
note with my referral letters that (with the 
patient’s permission and the agreement of the 
nurses) the receiving doctor’s office contact 
the health centre staff rather than the patient 
directly. These key contacts can often easily 
find patients, and have the ability to arrange 
medical transport or gas vouchers for out 
of community health care visits. Different 
communities have different solutions to 
the communication issue (I know some 
physicians who text non-confidential infor-
mation with patients as that sometimes is 
easier than phoning) — if you are a physician 
who receives referrals, try to be aware of the 
solutions in the communities around you.

4. Try to Arrange Tests  
and Appointments for  
the Same Day
It can be hard for remote Aboriginal patients 
to arrange transportation for an appointment. 
If you are a family physician, try to get blood 
work or other investigations while the patient 
is in town. If I see a patient from one of the 
reserves after our regular lab has closed, I 
might call the lab tech and see if s/he is will-
ing to do a quick draw after hours, since the 
patient is already in town. If you are receiving 
referrals, try to arrange any investigations 
that need to be done for the same day as that 
patient’s appointment, so they only have to 
make one trip. From the reserves that I serve, 
transportation time to tertiary care is between 
3-4 hours, so these patients might not be able 
to attend an 8 a.m. appointment — be flexible 
with the time they can book. 

There are many barriers to health care in 
Aboriginal communities. Transportation 
and geographic barriers to care are relatively 
simple problems in the larger context. Please 
think about what you can do to improve 
access to care for your geographically remote 
Aboriginal patients.

Ava Bulter MD, CCFP is a rural family 
doctor based in Rocky Mountain House
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AHS seeks help
to develop provincial 
CIS-ready clinical guidance

We are looking for experienced clinicians 
(physicians, nurses, allied health and 
clinical support staff) from each zone 
and discipline to work collaboratively in 
the development of provincial clinical 
guidance and practice standards to 
be enabled by the now funded AHS 
Provincial Clinical Information System 
solution.

This initiative, supported by Clinical 
Knowledge & Content Management 
(CKCM) and Strategic Clinical Networks 
(SCN), moves AHS towards its goal 
of a single integrated health system 
empowered by best evidence tailored to 
the Alberta context. 

To learn more about this pivotal work, 
email us at CKCM@ahs.ca.

Robert Hayward MD, MPH, FRCPC
AHS Chief Medical Information Officer 

 

 
 

 

There are many barriers to health care in Aboriginal communities. 
Transportation and geographic barriers to care are relatively simple 
problems in the larger context. Please think about what you can  
do to improve access to care for your geographically remote 
Aboriginal patients.
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For anyone who has tried paging another physician in a time-sensitive 
situation, every second can seem like an eternity. When there is no 
reply to a frantic page, the limitations of the ancient paging technology 
is such that the referring physician is unable to know the status of the 
communication. It is unknown whether the doctor they are looking 
for has received the page, if they are busy, or even if they are actually 
the correct doctor on call for that particular specialty!

Fortunately, many physicians have adopted use of cell phones in lieu of 
pagers. While the cell phone is by no means perfect, with its use there 
can be virtually zero time delay to physician-to-physician conversation 
about the best next steps in care for the critically ill patient.

This begs the question — given the advantages of a cell phone over a 
pager whilst on call, why do any physicians still use a pager? There 
are many reasons for this. For some docs, the pager is a familiar tool 
which has long been a part of their existence. There are sometimes 
concerns about using a personal cell phone for on-call duties, for 
fear of compromising the physicians privacy. Personally, I have 
exclusively used my cell phone for on call availability ever since 
my first day of work in Red Deer Regional hospital (as a locum) 
back in 2013. In the two years that have followed, there has been 
virtually zero impact to my personal privacy — when I am on call, 
my phone rings, and when I am not on call, the only calls I receive 
are from my friends and family.

Unfortunately, there is another major obstacle to widespread cell 
phone use at Red Deer Regional Hospital. There are certain areas of 
the hospital in which cell phone reception is at best patchy, and, on 
occasion, impossible. Any doc at RDH who has done a consult in 
unit 21 knows that this often a cell “dead zone”. If a Red Deer ICU 
doc is resuscitating a sick patient on unit 21, the poor cell reception 
might make them unreachable via cell phone to the doc in Innisfail 
who has a patient in septic shock that urgently needs transfer.

The greatest current barrier to widespread cell phone usage at RDH 
is the numerous areas of poor reception within the hospital building. 
RDH is due for installation of a “Distributed Antenna System” (DAS) 
which will bring excellent cell communication to every square inch 
of the hospital. Such a system has been installed at the relatively new 
South Health Campus in Calgary. Having covered many in-house calls 
there years ago (as a physican extender), I can attest that in virtually 
every square inch of the hospital, cell phones receive a full “five bars” 
of excellent reception. 

Unfortunately, RDH is just one of many Provincial facilities on a 
waitlist for DAS installation (our position on the list is unknown). 
The Central Zone Medical Staff Association has been advocating to 
AHS authorities in Edmonton for RDH to be placed on the top of 
this list, as there is a direct and significant impact to patient care. We 
have argued that RDH is in a unique situation, as we are a referral 
center that receives calls from a wide geographic area, yet the on-call 
specialists usually do not have residents or physician extenders to help 
with the inpatients whilst on call. Thus, on-call physicians at RDH tend 
to spend a great deal of time on the hospital wards, some of which 
have poor (or no) cell reception. This is neither acceptable nor safe.

We are hoping that our advocacy efforts will result in the DAS upgrade 
being installed in RDH in short order. Once implemented, this will 
immediately improve on-call physician availability, which will benefit 
physicians and patients across the Central Alberta. Over the long 
term this will also facilitate the use of innovative new communication 
technologies, such as the AMA “dr2dr” program. Ultimately, this 
communications upgrade will be a significant step towards improving 
patient care within the Central Zone. 

Stephen Tilley, MD FRCPC
Cardiologist, Red Deer Regional Hospital
steve@healthyheartinstitute.org

“No Answer”
Addressing Physician Communication 

Difficulties within the Central Zone
Dr. Stephen Tilley

In rural communities, every minute counts — there is no intensivist, neurologist, or surgeon just “down the hallway.” 
In the rural environment, the brave sole physician on call depends on the specialist in a regional referral center 

(often many miles away) to be available for advice and/or to accept in transfer when needed. It is obviously therefore 
imperative that on-call specialists be available via telephone as quickly as possible. 
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It is a well-established fact that Indigenous 
Peoples suffer worse health disparities than 
almost any other demographic. These health 
disparities are not only widening; in some 
cases, they are accelerating. While Canadian 
awareness is high regarding this reality, the 
plight of Indigenous Peoples may still seem 
far away. It is easy to be numb to what is 
happening or to reason away action as too 
complex or too resource-heavy. We can’t 
ignore however, the very real consequences 
to these disparities. Consider the human cost 
of morbidity and death. Functionally, there 
is increased health care costs for advanced 
disease and critical care intervention. In many 
economic analysis’, there is a measurable 
opportunity cost of lost productivity and lost 
capacity building estimated in the billions.

I don’t think any would argue that the status 
quo is a desirable option. Still, we reason away 
our inaction through familiar excuses; juris-
dictional ambiguity must first be resolved, 
more research is needed before we can act, 
Indigenous patients don’t care about their 
health or are uneducated, disparities are a 
result of inherent genetic and cultural char-
acteristics. We approach the challenge waiting 
for someone else to act, repeating yet another 
study or dismissing it outright. If Indigenous 
patients don’t care, why should I?

This aggregation of justifications is perhaps 
the most rigid barrier to transforming Indig-
enous health. Take a moment and reimagine 
these barriers without characterizing them as 
Indigenous-specific. Excuses that the problems 
aren’t mine, so I’m not going to solve them.  

Not making data-driven decisions. Disenfran-
chised patients. Are these not the same chal-
lenges we are addressing in mainstream health? 
Could we not consider similar solutions?

Mainstream health transformation has four pil-
lars; clear communication, strong engagement, 
targeted intervention and cultural transforma-
tion. This approach has been very successful 
in the past, with revolutions in patient safety, 
clinical quality and patient-centered care mak-
ing enormous impacts on health outcomes. 
Framing Indigenous health an impossible 
challenge is mischaracterization, the problems 
may need to be community-specific but are 
still generalizable to the common issues in 
healthcare. The questions we’ve been asking 
ourselves has been, “How do we deal with 
the unique challenges in Indigenous health?”  
I would suggest we instead ask ourselves the 
question, “How are the challenges in the main-
stream healthcare system similar and how do 
we ensure a safe, high quality, patient-centered 
approach in Indigenous health?”

The facts are compelling when you consider 
Indigenous health from a safe, high quality, 
patient-centered point of view. Mainstream 
health has strong legislative frameworks that 
necessitate thresholds of safety and quality; 
these safeguards do not exist on-reserve. There 
is no Health Professionals Act, Health Qual-
ity Act or Health Act on-reserve. These are 
Provincial laws, not Federal. Practically this 
means there is no legally enforceable regula-
tory regime, there is no legislated mechanism 
for health quality and there is no minimum 
threshold of care. Everything is policy. Policy 
is fickle. It is not accountable. It is not equal.

The patient-centered health revolution has 
ensured that countless organizations should 
advocate for improving safety and quality. 
No decision is made in isolation without effec-
tively consulting affected groups and having 
them lead decision-making. In Indigenous 
health, we have insulated these decision- 
making process by normalizing the exclusion 
of these non-governmental groups and we 
place them in opposition to Indigenous Peoples 
by having them work through government.

If we are going to achieve equity in Indige-
nous health — something 7 in 10 Canadians 
desire in a poll taken by the National Health-
care Leadership Conference — we need to 
approach the challenges with the same hope 
we have towards mainstream health. Things 

Time for an Indigenous 
Health Revolution
Because it’s 2016
Dr. Alika Lafontaine

In a well publicized answer to the reasons behind his Cabinet’s 
gender parity, Prime Minister Justin Trudeau famously stated, 
“Because it’s 2015.” Implicit in his answer was a self-evident 
truth, full engagement of women in all aspects of our Country’s 
future will enhance the value of being Canadian. As we reflect 
on the first anniversary of the Truth and Reconciliation Calls to 
Action, we would be well served to consider the self-evident 
truth that this is true for Indigenous Peoples as well.Dr. Alika Lafontaine
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can change. We can become more effective. 
We have no other option because health is a 
fundamental human right.

Indigenous Peoples are ready to transform 
the Indigenous health system. On June 
7th, Regional Chiefs representing 150 First 
Nations made their case for transformation 
directly to health leaders at the National 
Health Leaders Conference, the largest annual 
gathering of health leaders in Canada. The 
message First Nations brought was one of 
revolution; changing the way we think, feel 
and act towards Indigenous health. 

Indigenous Peoples are ready for change. They 
are ready to move beyond old ways of engaging 
that have been unsuccessful; beyond MOUs 
and towards creating projects in partnership. 
The Federation of Sovereign Indigenous 
Nations, Manitoba Keewatinowi Okimak-
anak and Nishnawbe Aski Nation attended 
the National Health Leadership Conference 
because change isn’t just coming, change is 
already here. Indigenous Peoples are ready.

Overwhelmingly, delegates at the conference 
voted to make implementation of the Truth 
and Reconciliation seven Calls to Action the 

top priority of health leaders for 2017 with a 
stunning 73% support. On the anniversary of 
the Truth and Reconciliation Calls to Action let 
us join a growing Indigenous Health revolution. 
Not because its easy. Not because its effortless. 
Because in 2016, this truth is self-evident. 

Dr. Alika Lafontaine, BSc, MD, FRCPC 
President, Indigenous Physicians Association 
of Canada. Project Manager, Indigenous Health 
Alliance. Council Member, Royal College of 
Physicians and Surgeons of Canada. Assistant 
Clinical Professor Department of Anesthesiology 
& Pain Medicine, University of Alberta

Reducing the Blind Spot of Childhood Mortality
Dr. Sharron Spicer

I always give a wide berth to cars with a “New Driver” sign on the rear window. Not because I’m worried 
about the driver’s skill level. It’s just that they’ve created a blind spot for themselves by pasting a sign 
over the glass. There is an equally dangerous blind spot in our work every day with children. We strive 
to keep kids healthy and safe. Yet, when tragedy occurs, we don’t have an overarching mechanism in 
the province to review the circumstances and recommend change. 

About 400 children die annually in Alberta. 
It is estimated that up to one-quarter of 
childhood deaths are preventable.¹ Children 

who live with adults unrelated to them are at much higher risk of 
death from maltreatment than others.² Children in government 
care and children of Aboriginal background are (independently) at 
greater risk of dying than those in other circumstances. In 2014-15, 
there were 71 reports of serious injury or death of children in, or 
within two years of, care by Child Intervention Services.³

The Canadian Paediatric Society has released a position statement 
recommending structured, comprehensive reviews of all childhood 
deaths across Canada in order to develop and assess prevention strategies, 
facilitate public policy change, and improve child health and welfare.⁴ 
Currently, there is no child death review (CDR) structure in Alberta. 
Efforts to review deaths of children in the province are uncoordinated. 
As Table 1 indicates, multiple agencies currently review deaths of still-

Key Messages:
 » Reduction of childhood mortality is a major public health 

success, yet children in Canada still die of preventable causes. 
 » Death reviews facilitate public policy change and improve 

child health and safety.
 » A robust review process requires collaboration between 

provincial ministries, including Health, Justice, Human 
Services, and Education.

More than two years since a government study identified 
child death reviews as important, it is time for the Alberta 
government to drive the creation of a review process.

In Appreciation
As CAMSS Executive, we express our grateful appreciation to Audrey Harlow, CAMSS Co-ordinator, for her contributions to CAMSS and all of 
the Zone Medical Staff Associations. Audrey has been the catalyst for enhancing the Zone Medical Staff Associations’ communication platforms, 
including broadening the content and distribution of Vital Signs to a provincial audience and creating a provincial ZMSA website. Audrey has 
worked hard to enhance our communication to practitioners across Alberta. It is now time to say good-bye as she leaves her Zone Medical Staff 
Association role. We wish Audrey well as she moves to her new role as Education Lead with the Physician Family Support Program.

Dr. Sharron Spicer CAMSS President | Steve Patterson CAMSS Past President | Lloyd Maybaum CAMSS Past President

– continued on page 18

Dr. Sharron L. Spicer
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births, infants, and children, but these groups have separate mandates 
and reporting. Most, if not all, deaths will be reviewed by one or more 
agency, yet there is no reported overview of the causes and circumstances 
of all deaths. A systems level approach is required to ensure collaborative 
collection and analysis of findings and development of comprehensive 
prevention strategies for illness, injuries and maltreatment of children.

A comprehensive and overarching CDR process is becoming the 
international standard for preventing child deaths and creating system 
improvement. A CDR process, together with the existing data of current 
fetal and neonatal mortality surveillance systems, such as the Alberta 
Congenital Anomalies Surveillance System and the Alberta Perinatal 
Health Program, would provide complete and uniform provincial data 
covering the span of maternal, perinatal and childhood mortality.

In January, 2014, the Government of Alberta hosted a roundtable dis-
cussion led by the late Honourable Manmeet Bhullar, then Minister of 
Human Services. A variety of stakeholders proposed that a process for 
reviewing all child deaths could be built within the current system, with 
the Office of the Chief Medical Examiner being a potential location.⁶ 
Other recommendations of the Ministerial Roundtable: Investigations 
and Reporting of Deaths and Serious Injuries report include:

1. The CDR needs legislative authority,
2.  The review process should be structured, standardized, thorough 

and transparent, with improved access to information by par-
ticipating offices/agencies,

3.  Culturally relevant knowledge and consideration of the full 
history of the child must be included in the investigations,

4.  Findings and recommendations of the panel should be made 
available to the public.

Sadly, despite the agreement of agencies to the cause, no provincial 
CDR process has yet been developed.

There is strong support from Alberta Health Services, the clinical 
and academic Departments of Paediatrics in Edmonton and Calgary, 
the Alberta Medical Association, the Office of the Child and Youth 
Advocate and the Canadian Paediatric Society for a provincial 
CDR process.

In Saskatchewan, a provincial advisory committee was recently created 
to examine the potential for a CDR in that province. This committee 
includes representation from the Office of the Chief Coroner, the 
Ministry of Justice, the Ministry of Asocial Services, The Advocate for 
Children and Youth, the Department of Pediatrics, police, insurance, 
the Saskatchewan Prevention Institute, and Medical Health Officers. The 
committee produced a national scan of CDRs (http://www.skprevention.
ca/?s=child+death+review&submit=) and specific recommendations 
for that province to move forward to develop a strong process.5

It is time that the Alberta government moves to mandate death reviews 
with the structure described by the Canadian Paediatric Society for all 
children who die. We should start by gathering leaders in children’s 
health, public health, Child and Family Services, the Aboriginal 
community, justice (including police and the Office of the Medical 
Examiner), social services, and education to develop an overview of 
opportunities, barriers and recommendations for future operation 
of the Alberta CDR. Let’s reduce our blind spot in children’s health 
by understanding how we can further reduce childhood mortality.

Sharron Spicer, MD, FRCPC Children's Hospice and Palliative Care 
Service Physician Lead for Safety and Chair of the Alberta Children's 
Hospital Quality Assurance Committee President, Calgary and Area 
Medical Staff Society.

FOOTNOTES
¹  J. Fraser, P. Sidebotham, J. Frederick, T. Covington, E. Mitchell, Learning 

from child death review in the USA, England, Australia, and New Zealand. 
The Lancet: 2014.

²  P. Sidebotham, J. Fraser, T. Covington, J. Freemantle, S. Petrou, R. 
Pulikottil-Jacob, T. Cutler, C. Ellis, Child death in high-income countries 3: 
Understanding why children die in high-income countries. The Lancet: 2014.

³  Office of the Child and Youth Advocate Alberta. Annual Report 2014-2015. 
<http://www.ocya.alberta.ca/adult/publications/annual-reports/>  
(accessed April 6, 2016).

⁴  A. Ornstein, M. Bowes, M. Shouldice, N. Yanchar, The importance of child 
and youth death review. Journal of the Canadian Paediatric Society: 2013.

⁵  Saskatchewan Prevention Institute, Child Death Review in Canada: 
A National Scan. 2016. <http://www.skprevention.ca/wp-content/ 
uploads/woocommerce_uploads/2016/06/2-460_Child-Death-Review- 
in-Canada-A-National-Scan.pdf> (accessed June 17, 2016).

⁶  “Round Table Report,” n.d. <http://humanservices.alberta.ca/documents/Child-
Intervention-Roundtable-Draft-Report.pdf> (accessed January 13, 2015).

Types of Child Death Reviews Responsibility for Review
Deaths that fall under the Fatality Inquiries Act Office of the Chief Medical Examiner
Children receiving services from the Ministry Office of the Child and Youth Advocate, Ministry of Human Services,
of Human Services (at the time of death or within two years) and the Council for Quality Assurance within the Ministry
or in the youth justice system of Human Services (each distinct from one another) 
Deaths of children in hospital Alberta Health Services
Perinatal deaths  Alberta Perinatal Health Program

– continued from page 17

Table 1. Child death review types in Alberta (modified from the report of The Saskatchewan Prevention Institute5).

There is strong support from Alberta Health Services, the clinical and academic Departments of Paediatrics 
in Edmonton and Calgary, the Alberta Medical Association, the Office of the Child and Youth Advocate and 
the Canadian Paediatric Society for a provincial CDR process.



Looking towards 2017/18, it will be a critical 
year for the AMA with contract negotiations 
for our physician services master agreement; 
anticipated increasing pressure from the gov-
ernment for accountability for health spending; 
and a looming provincial election by spring 
2019. With these challenges in mind, certain 
‘skills’ will be needed by the AMA President 
specifically for that particular year — skills 
I believe I possess and can bring to the role:

 » ‘Grit’ (combination of perseverance and 
passion) – speaking up for what is right 
despite opposition; not turning away from 
a challenge; acting on the convictions/values 
of our profession;

 » Strategy – encouraging new perspectives 
and accumulating many different ideas from 
diverse groups of stakeholders to find inno-
vative approaches to ongoing challenges;

 » Communication – truly listening and 
gathering input from physicians members; 
conveying our beliefs and needs/values in 
a clear and persuasive manner; helping the 
AMA stay unified;

 » Authenticity – knowing which question to 
ask and the right time to ask it, not simply 
telling people what they want to hear; having 
the courage and respect to raise controversial 
issues.

I am deeply passionate in my belief in the AMA 
as an organization and am always moved at 
physicians of all specialities advocating 
together on behalf of our patients and main-
taining our cohesiveness when government 
and others may seek to divide us. However, 
there are major challenges and difficult issues 
lurking below the surface of our partner-
ships — thus, I also believe that it is time for 
the AMA to explore how we engage, consult 
and inform physician members from all areas 
of medicine and regions of the province, and 
how we facilitate those challenging discussions 
that desperately need the leadership of our 
profession.

Unity is important, particularly regarding 
negotiations and this has been an undeniable 
strength of the AMA. I have been extremely 
proud in the past of our profession in not 

allowing external forces to divide us into nego-
tiating against ourselves. However, this doesn’t 
mean we can dodge discussing challenging 
and sometimes emotional issues such as pay-
ment modalities and inequities, performance 
measurements, and physician stewardship. 
It is also increasingly important to examine 
how physicians both as individuals and as 
groups of practitioners can demonstrate social 
responsibility to our patients whilst wait-times 
and health care utilization continue to increase 
and resources get ever more restricted.

Optimizing these discussions requires inno-
vation and creativity to better engage physi-
cian members — an undertaking that, with 
the assistance of the Board, AMA staff and 
other physician leaders, I would like to work 
on within the AMA:

• different modalities of communication to 
inform members; eg. webinar broadcasts of 
Representatives Forum sessions and other 
meetings;

• electronic meeting opportunities to consult 
less-traditionally-engaged groups on policies 
and issues, as well as enabling Board mem-
bers, Sections and Zonal reps to interact 
directly with their constituents to better 
represent them;

• utilize electronic communication alternative 
modalities for information ‘spread’ on ongo-
ing/upcoming issues; eg. President's Letter 
podcasts or e-forums with physician leaders 
or senior AMA staff members;

• reinstating the Presidents' Tour to rural and 
urban communities to create real opportuni-
ties to dialogue together on topics important 
to patients and physicians. I cannot promise I 
will have ready solutions for topics raised, but 
I can guarantee an open-mind and listening 
ear to better inform the AMA’s policies and 
practices.

A couple last thoughts on why I personally felt 
compelled to run for AMA President-Elect. 

First, per one of my favourite quotes, from 
a Garth Brooks’ song: “Don’t sit upon that 
shoreline and say you’re satisfied; Choose to 
chance the rapids and dare to dance the tides”. 
This speaks to an integral part of who I am as a 

leader, being someone who is willing to ‘dare’ 
to challenge the status quo. That is, of course, 
when the status quo needs to be challenged! 
Not uncommonly, large associations fall into 
patterns of doing things 'the way they've always 
been done'. However, it is a rapidly changing 
world and physicians, like everyone else, are 
evolving how we work and communicate. 
Never being one to ‘sit upon that shoreline’,  
I will continue to prod the status quo and raise 
the 'why' as to why we do things and whether 
trying a different approach or taking another 
perspective might open a whole new realm of 
options and possibilities.

Second, I am a very strategic person and 
passionate about building coalitions and 
facilitating the process of bringing people 
and ideas together to synthesize even better 
solutions and opportunities. I don't shy away 
from challenging and even sometimes ten-
sion-wrought discussions, as long as those dis-
cussions are undertaken with collegiality and 
mutual respect as baseline values. It is those 
disagreements that eventually lead to ideas 
we might never formulate if we all just agreed 
or stayed silent. Health care reform is not a 
simple undertaking — we need the wisdom 
of everyone to reach the innovative solutions 
and creative approaches that are going to be 
needed to lead wide scale transformational 
change to optimize the Alberta health system.

Elections are important. Choice is important. 
The AMA is extremely fortunate that we have 
many talented and passionate leaders, and with 
a selection of options, it is the right of members 
to choose a President they feel will represent 
them both fairly and honourably — and who 
has a vision for the AMA that they can sup-
port and want to work together towards. The 
AMA is an organization I hold very dear in 
my heart and it would be an extreme honour 
and privilege to be able to continue to work to 
evolve and strengthen this amazing association 
as your AMA President.

(Please check out my website,  
www.kathrynandrusky.ca, for further 
information and for instructions on how  
to cast your electronic ballot. Voting is  
open until July 7 at 4:30 pm).

My Vision for the Alberta Medical Association
(Why I am asking for your support – and your vote! – to be the 2017-18 AMA President)

Dr. Kathryn Andrusky
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The health status of Aboriginal people is well 
below the national average. All extant reports 
purporting to describe the health status of 
Canadian Indigenous People have found it 
to be profoundly poor compared to other 
Canadians, whatever set of indicators is 
selected. This trend is no different in Alberta. 
This disparity cannot be viewed in isolation 
of the history, culture, and many influences 
that have shaped the Indigenous experience. 
Jurisdictional obstacles and administrative 
boundaries create and perpetuate poor 
health outcomes for Indigenous people; 
and there is a historical lack of proactive 
and effective public policy in the area of 
Indigenous health. A significant part of the 

path forward to improving health for Indigenous people involves 
the inclusion of Indigenous perspectives on health and healing in 
partnership with health care planning and delivery organizations. 

For these reasons, Alberta Health Services established the Provincial 
Aboriginal Health Program (AHP) in 2008 (South, Calgary, Cen-
tral and Edmonton Zones) to provide an effective, patient centred 
approach for improving care to Indigenous people and communities 
through specific services such as hospital liaisons, cultural helpers 
and care coordination. The mandate of the AHP, soon to be renamed 
the Indigenous Health Program, is to facilitate across AHS the 
development and delivery of essential health services to meet the 
needs of the diverse Aboriginal population in Alberta with a focus on: 

• Accessibility – through the provision of high quality culturally 
appropriate health services for all Indigenous people directly and 
by enabling other AHS services to meet the needs of the diverse 
Indigenous population in Alberta (e.g. hospital-based) 

• Appropriateness – assist and support AHS healthcare provid-
ers in providing culturally safe and respectful services that will 
result in removing barriers that limit Indigenous people’s access 
to equitable care.

• Effectiveness – provide care in partnership with Indigenous people 
by respecting traditional health and healing knowledge to create 
an inclusive health care delivery system that optimizes their health 
and well-being.

The mandate of the AHP and overall commitment by AHS to improve 
accessibility, appropriateness and effectiveness of health service 
delivery to Indigenous people is guided by recommendations from 
the Provincial Wisdom Council. The Wisdom Council established in 
2012 is comprised of 19 Indigenous and non-Indigenous members. 
Together, they provide guidance and recommendations to the AHS 
President and Chief Executive Officer and the Executive Leader-
ship Team on service delivery, program design and evaluation for 
province-wide, Indigenous culturally appropriate health services 
delivered by AHS. 

Provincially, the AHP approach includes community engagement 
and cultural competency as priority areas of focus for action. 
Community Engagement is facilitated through the activities of 
the Wisdom Council, and ongoing provincial partnerships with 
the federal, provincial governments and Leadership from Indig-
enous communities. Partnerships have been formalized through 
Memorandums of Understanding Agreements between AHS and 
Indigenous Communities throughout Alberta. Other partnerships 
are sustained through provincial partnerships such as the Health 
Co-Management (HCOM) in order to increase the participation of 
First Nations in assessing, planning and managing programs and 
services that are funded or offered by Health Canada, First Nations 
Inuit Health in the Alberta Region.

Efforts to improve cultural competency for health service provid-
ers is being implemented through the Aboriginal Awareness and 
Sensitivity Learning Strategy (eLearning modules) by the Cultural 
Competency Team, they also offer tailored workshops specific 
to the learning needs of the service provider and their portfolio. 
They recently delivered a full-day of cultural competency training 
and education on health issues for Indigenous people residing in 
Southern Alberta for the Executive Leadership for Population and 
Public Health in the South Zone.

ABORIGINAL HEALTH PROGRAM
Alberta Health Services
Dr. Richard Musto and Nicole Eshkakogan

Over the last decade, planning for improved health service delivery for three populations of Canada’s Indige-
nous peoples — First Nations, Inuit and Metis — has been continuously evolving. There is growing recognition 
that if mainstream health care systems in Canada are to be effective in helping to improve the health of First 
Nations, Metis and Inuit clients, it must provide culturally safe care.

– Empathy, Dignity and Respect, Health Council of Canada, 2012

Dr. Richard Musto

Nicole Eshkakogan
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The AHP also administers a provincial suicide prevention program, 
Honouring Life: Aboriginal Youth and Communities Strategy which 
focuses on suicide prevention by supporting communities to build 
capacity to contribute to well-being and resiliency of Indigenous 
youth and communities. Eight Métis settlements and eight First 
Nations with a reach to at least sixteen other First Nations, along 
with five urban aboriginal organizations (Lethbridge, Pincher Creek, 
Edmonton, Calgary and Conklin) receive grants.

At the zone level services offered include patient navigation and care, 
traditional wellness and cultural supports and customized health 
care approaches for Indigenous people and communities. Traditional 
Cultural Advisors provide cultural and spiritual consultation, as 
well as traditional ceremonial therapeutic approaches. Several AHS 
facilities throughout the province have designated sacred ceremonial 
spaces where ceremonies can be available to patients and staff. 
In addition, Aboriginal Hospital Liaisons and Aboriginal Health 
Coordinators are available to work with and support Indigenous 
clients and families to feel comfortable within the culture of AHS 
services and sites. Like the Traditional Cultural Advisors, they also 

provide consultation and assistance to the health care team regarding 
service provision and appropriate facilitation of Indigenous health 
practices and beliefs. 

The AHP also provides customized care approaches to meet the needs 
of the diverse Indigenous populations through primary health care 
centres. The Elbow River Healing Lodge (Calgary) and Aboriginal 
Wellness Program (Edmonton) provide primary medical care that 
is culturally appropriate and responsive to the specific needs of the 
urban Indigenous community in those cities. 

As the major provider of health services, AHS has a great opportunity 
to positively influence health and health outcomes for all Albertans, 
including Indigenous people. The establishment of the Provincial 
Aboriginal Health Program and Wisdom Council, including ongoing 
community engagement efforts and partnerships with Indigenous 
Leadership and Communities, federal and provincial governments 
are providing pathways for emerging practices on how to best improve 
health care planning and delivery for indigenous people in Alberta. 
Information about the AHP can be found on the AHS website at: 
http://www.albertahealthservices.ca/info/service.aspx?id=1069951.

Rockyview General Hospital Medical Staff Association  
Meeting in Fisher Hall

Tuesday, September 13, 2016 from 6:00 - 8:00 p.m.
Members’ Dinner at 5:30 p.m.

Guest Speaker: 
Dr. Carl Nohr, President, Alberta Medical Association

Topic: “What the Future Holds”

The Rockyview General Hospital Medical Staff Association Executive invites you to the 
upcoming September 13, 2016 meeting.
Our Guest Speaker is Dr. Carl Nohr, MDCM, PhD, FRCSC, FACS.

Medicine Hat surgeon Dr. Carl W. Nohr has had a notable record as a general surgeon, clinical 
teacher and administrative leader. Clinically, he is active in practice, and is the site chief for 
general surgery and endoscopy for the south-east zone.
Dr. Nohr has served the profession and public as a practicing academic and community 
general surgeon, a member of the Council of the College of Physicians and Surgeons of 
Alberta, and in the AMA, where he is president for 2015-16.
He has an abiding interest in all matters that affect the medical profession, which he loves dearly.
We hope to see you there for this great presentation and a terrific dinner.
If you would like to renew your membership or join the RGH MSA, please contact stella.gelfand@ahs.ca 
or the CAMSS office at (403)205-2093.
Many of you have already renewed your RGH MSA Membership for 2016 for which we thank you.  
Best wishes and a big welcome to all RGH MSA Members!
Dr. Borys Hoshowsky, President, Rockyview General Hospital Medical Staff Association

Dr. Borys Hoshowsky,  
President, RGH MSA

Dr. Carl Nohr,  
MDCM, PhD, FRCSC, FACS 
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The first issue revolves around the responsi-
bility of individual physicians in a corporate 
clinic. The Copeman Clinics began in 2005 in 

Vancouver. They were founded by Don Copeman, a non-physician who 
had a background in providing IT services to BC hospitals. In 2008 the 
Copeman Clinic expanded to Calgary. In 2013 the controlling interest in 
Copeman Clinics was sold to Medisys for an undisclosed sum. Medisys 
in turn is a wholly owned subsidiary of Persistence Capital Partners, a 
Montreal based private capital fund controlled by the Elman family. The 
goal of a hedge fund is usually return on investment, not patient care. 

There are three major concerns arising from the recent CBC investi-
gation of the Calgary Copeman Clinic. The first is that patients who 
have been enrolled in the clinic through work health plans are having 
these benefits cut back in the current economic climate. The patients 
are then being referred to the Clinic’s business manager to “discuss 
their options”. Selecting patients on their ability to pay contravenes the 
Canada Health Act. What role do the individual physicians working 
in the clinic have in this situation? In 2006, Don Copeman avoided a 
question about non-fee paying patients being able to see the clinic’s 
doctors by stating “If they are accepting new patients, they would accept 
those people.” He also stated that it had not been an issue. “We’ve never 
had that situation come up.” Now the non-fee paying patients are being 
seen by Copeman Clinic physicians. Can they be discharged from the 
practice for non-payment? What happens when the patient wants to 
stay? The physician is then caught between maximizing monetary 
returns for the clinic and their own responsibility for their patients. 

The second concern revolves around the standardized testing protocols 
provided for patients. The number and type of tests are not in keeping 
with the current recommendations. Yearly exercise stress tests are not 
required in all patients, nor are the large number of lab tests ordered by 
boutique clinic physicians. These tests are ordered by Alberta physicians 
and paid for by Alberta Health. The protocols seem to originate in head 
offices located elsewhere and do not seem to be consistent with the 
Choosing Wisely theme advocated by the AMA and Alberta Health 
Services. Even worse is the fact that some of the patient invoices seem 
to indicate that they are paying for medical testing done by Calgary Lab 

Services. It is likely that these invoices are formatted to allow the clinic 
fees to be deducted from employee health accounts or to act as a tax 
deduction. We all pay for these tests and indiscriminate testing costs us all.

The third concern is hypothetical at present. Is there any connection 
between the facilities doing the actual testing and a boutique clinic? 
The possibility for the provision of “kickbacks” for referral for extensive 
and unnecessary testing does exist. Patients are being led to believe that 
they are paying for the best possible care and the most thorough testing, 
unavailable to patients who do not pay for these services, when in fact 
Alberta Health Services foots the bill for all of these tests. Could the 
imaging or cardiac testing facilities also be owned by the same capital 
fund? Sorting out the ownership structure of large capital-intensive 
enterprises is difficult and the potential for conflicts is present.

The Copeman Clinic is an early example of the conflict between a 
profit-centred capital fund and the provision of efficient low cost 
healthcare, and there will be more. How we deal with this particular 
clinic will likely be a template for how we deal with other potential 
conflicts. Our current system is based on the concept that we all pay for 
healthcare and we all receive healthcare based on our medical needs. 
If funds are spent on unnecessary testing, we all suffer. If boutique 
clinics establish a “special referral” network, we all wait longer for care. 
The conflict between corporate wishes and the individual physicians 
working in these clinics will require careful consideration. The College 
of Physicians and Surgeons and Alberta Health cannot ignore the 
circumstances that surround these types of clinics. 

Steve Patterson MD, FRCP(C) PLC MSA president

REFERENCES:
http://www.cbc.ca/news/canada/calgary/
private-healthcare-copeman-overtesting-billing-1.3589748
http://www.cbc.ca/news/canada/calgary/
copeman-private-health-clinic-alberta-b-c-care-canada-act-1.3620507

FOOTNOTES
1  MacLeod, Andrew. Copeman Clinic: The Tipping Point? How long before  

every Canadian pays to see a family doctor? A special report. 11 May 2006,  
http://thetyee.ca/News/2006/05/11/TippingPoint/

Boutique Clinics:
Do They Contravene the Canada Health Act?
Dr. Steve Patterson

The Copeman Clinics have been in the news recently. The CBC has investigated the Calgary Clinic for "the purging" of non-paying 
patients and for supplying invoices which appear to charge for services provided by Alberta Health. Controversy has surrounded 
these clinics since their initial opening in Vancouver in 2005. The concept is that for a first year fee of $4,325, and yearly fees of 

$3,325 for subsequent years, a client can enjoy rapid access to a primary care physician and unhurried visits. 
In addition there is access to a number of other health providers such as dietitians and family practice nurses. 
Whether such “boutique clinics” contravene the Canada Health Act is a matter of much debate. In an earlier 
interview Don Copeman stressed the fact that “We have a very good legal team. We have counsel who have 
written legislation in some provinces.”1 The debate about whether such clinics are legal will likely be decided 
in court. There are a number of issues for the medical profession around working in and with these clinics.

Dr. Steve Patterson



That’s the number of children who participated in the  
2015-16 Alberta Medical Association (AMA) Youth Run Club.

To the 383 schools across the province and their students, 
teachers, coaches, parents – as well as our  
YRC ambassadors and generous sponsors:

THANK YOU!
FROM ALBERTA’S DOCTORS  
AND EVER ACTIVE SCHOOLS

You helped make 22,000 young  
Albertans healthier and more active. 

We’ll be back in September. 
Come run with us!

AMA YRC VITAL SIGNS AD JUNE 2016.indd   1 2016-06-14   1:07 PM



ZMSAs – Communicating With Physicians in Alberta

24

EZMSA 2016  
GOLF TOURNAMENT RESULTS
Men Low Gross ...........................................................................Dr. Gordon Johnson 
Men Low Net ...................................................................................... Dr. Thomas Yeo
Women Low Gross ....................................................................... Dr. Carolyn O’Hara
Women Low Net ............................................................................ Dr. Laura Calhoun
Senior Low Gross ............................................................................. Dr. Jim Metcalfe
Senior Low Net .................................................................................... Dr. Dave Reich
Labour in Vein ..................................................................................... Dr. Phil Klemka
Visitor Callaway Low Net ..................................................................... Trevor Barnes
Longest Drive Men ............................................................................. Jeffrey Wagner
Longest Drive Women ........................................................................... Chelsey Lane
Closest to the Pin Men .......................................................................... Vern McCann
Closest to the Pin Women ..................................................................... Gail Albrecht
Longest Putt Women .......................................................................... Carolyn O’Hara
Resident Low Gross ................................................................................. Matt Grossi
Resident Low Net ...............................................................................Chris Chapman

SAVE the DATE: Thursday, June 1, 2017






