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A warm welcome to all of our readers. I hope the summer gave you 
what you needed, whether that was rest, adventure, or time spent 
with loved ones. September is the start of another publication cycle 
for Vital Signs, and for me, it also marks one year since my cross-
country move from Ottawa to Calgary. I’m grateful to the Vital Signs 
team and the communities surrounding it for helping welcome me 
to the beautiful province of Alberta.

If we haven’t had the chance to connect yet, allow me to formally introduce myself: I’m Shauna, and I joined 
Vital Signs in November. I’m a writer at heart and a journalist by training. I hold a Master of Journalism 
from Carleton University, and I’ve worked for and contributed to various news outlets and magazines 
over the past few years. In addition to my work with Vital Signs, I freelance regularly and also write fiction. 

As the Staff Editor/Writer, my job is to work with contributors, write original pieces, conduct interviews, 
plan out content, run the Twitter account (follow us @vitalsigns_ab), and ensure written content is polished 
for the final product. Helping put together the past seven issues of Vital Signs has been a fantastic 
experience, and I look forward to continually delivering a magazine that captures the rich experience of 
being a physician in Alberta.

I would also like to take this opportunity to say: please consider sharing your voice with us. Something I’ve 
heard often since I started this role is some variation of: “I’m not sure if my writing is good enough.” Usually, 
that means one of three things: you’re out of practice, you need some help developing or articulating ideas, 
or you’re hesitant to share your writing with others. My response to this remains the same: I understand, 
and I’m here to help! 

Writing takes practice. I firmly believe that even the geniuses of the craft can never master it, and it’s 
important to remember that the most talented, successful writers still have editors. I think of it like singing. 
We’re not all born with the natural talent of Adele, but with the right training and guidance, we can learn 
to carry a tune suitable enough for our shower walls, at the very least. Writing is, by nature, a personal 
practice; it requires that we reflect, and then share those reflections with others. I still bristle against this 
sometimes, but I like to follow the principle that it’s not about being original (though citations are always 
necessary!), but about being genuine. There might be one person who connects with what you have to 
say, and it could spark an important, necessary conversation.

That’s what Vital Signs is here to do: facilitate conversation and share topical information among physicians 
in Alberta. If you feel you have something to say, this is the place to bring it forward. I’m here to help see 
your ideas to fruition, whether that’s through editing, interviewing, or guidance with a writing framework 
and some questions. One thing I learned quickly in this job: doctors are very busy, which is why I’m flexible 
when it comes to working with you to put together a piece. 

I wish you all a great reading experience, and I thank you for allowing me to be part of building a strong, 
contemporary space for physician voices in Alberta.

Sincerely,
Shauna McGinn
Staff Editor/Writer, Vital Signs

Note from Vital Signs Staff Editor/Writer
Shauna McGinn

Shauna McGinn
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“The most important step in taking care of others  
is taking care of yourself.”
The dulcet tones of the oracle rang from my car radio as I made my way from the 
hospital to the clinic early one morning this summer. Ostensibly, this statement was 
meant to qualify the need for anchors in the household to make their own personal 
health a priority, in order to address the needs of their proximal charges. Having 
enjoyed a recent discussion on physician wellness hosted by CAMSS, a klaxon rang 
within myself, trumpeting two thoughts:

1. You bet, radio lady. Should be the number one priority.
2. Doctors are really bad at making it so.

Message from Vital Signs Medical Editor Dr. Scott F. Beach

View from the Beach

Dr. Scott F. Beach

When the
well(ness)

runs dry
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The aforementioned CAMSS session took place this past spring, 
and was chaired by a longtime advocate for physician wellness 
and a leader in the understanding of its importance to the pro-
vider and the system, Dr. Jane Lemaire (We happen to have an 
article about her in this very issue of Vital Signs; see ‘Introducing 
Well Doc Alberta’). During the discussion, I became aware that in 
my current iteration as a provider, I am not exactly the ‘Lemaire 
Model’ of the well physician. Judging by the uncomfortable shifts 
and earnest questions raised by others around the table, I sensed 
that I am not alone in this.

In the first part of the presentation, Dr. Lemaire highlighted 
numerous factors in the professional environment that can 
negatively influence physician wellbeing at the micro, meso, and 
macro layers. Day to day challenges within the clinic walls, from 
challenging patient and staff encounters, banal bureaucracies 
of clinic operations, office politics, and the unending, never to 
be satiated needs of the EMR can conspire to be cumulatively 
erosive. At the plant and zonal levels, pushing a rock up the hill 
against system inefficiencies is fatiguing to say the least.

Interestingly, here in Calgary, an oblique strike from City Hall 
has steepened the incline once again with an acute increase 
of up to 35% in overhead for community physicians, which 
has done nothing to diminish the stresses of providing care 
(Thank you, Mr. Mayor). Moreover, we work within provincial and 
national frameworks where leadership grudgingly accepts phy-
sicians as stakeholders, yet at times sees doctors as superfluous  
boutique-priced expenditures. These attitudes hang over all who 
work diligently to provide more care with less resources — not 
really sustainable for any of us to carry for long. 

Having ruminated on this, I wondered how the final act of a 
Dickensian parable would play out if one who was aspiring to 
take on our noble calling was to see behind the curtain lifted by a 
skeletal hand. Bearing witness to everything I’ve just listed, would 
one, upon awakening, throw open the shutters and declare to 
the morning air how they cannot wait for the first day of medical 
school? Or would they bolt away in any direction but there?

Interestingly, the next portion of Dr. Lemaire’s discourse high-
lighted that the traits that allow us to successfully face the 
challenges of becoming and being a physician, are the same 
as those which put our wellness at greatest risk. As a whole, 
type-As will throw themselves at any challenge, mind, body and 
spirit, and damn the torpedoes while doing so. Patients and the 

system benefit greatly from our bright minds, dedication, and 
compassionate overdrive. But unfortunately, this conundrum of 
qualities brings with it a persistent sacrifice whose cost on our 
mind, body, and spirit can take a cumulative toll. 

The ‘best of the worst case’ from this results in reliance on neg-
ative coping mechanisms such as addiction and substance use, 
which has obvious impacts on providers and those around them. 
The ‘worst of the worst case’ is unfortunately much darker, 
fatal, and permanent. Though we may be the Friday Phoenix, 
becoming ashes by week’s end only to resurrect once it begins 
again, possession of great resilience does not make physicians 
invulnerable to wear and tear. Despite pop mythology, one does 
not channel the look of Dr. McDreamy while performing small 
miracles via tender mercies over the course of a 36-hour shift. 
More often than not, we look more like an extra from the Walking 
Dead — and that’s just what’s seen on the outside.

Fortunately, the need to avoid the perceived inevitability of 
burnout has resonated to the point of action. Calls for change 
from Dr. Lemaire and others who have fought for programs and 
policies that support physician wellness have reached the eche-
lons where momentum can begin. The CMA and the provincial 
medical associations have coalesced the funds and derived a 
mandate that makes wellness a priority from which granular 
action will occur. At all levels, from early learner to late career, 
physicians will be introduced to skills and given support that 
will not only allow them to survive their professional journey, 
but thrive while doing so. Change of any kind is never easy, and 
change in a culture such as healthcare poses its own unique 
challenges. In light of what is at stake, however, it charges us to 
convict ourselves to take this challenge on, and do so as only 
type-As can.

Over my own personal journey, l have been blessed to have 
numerous mentors that have passed on to me invaluable medical 
knowledge and lessons on provision of care. One I will never 
forget was a Vancouver dermatologist who was the physician 
lead for our PBL group in neurology. To quote his sage advice 
to us as evolving young doctors: “I may not teach you all there is 
know about neurology, but I will tell you this. No one will thank 
you for skipping lunch.” Thanks Dr. Liu. Today, I think I’ll make 
myself a sandwich.

Scott F. Beach, MD, CCFP
Medical Editor, Vital Signs

Patients and the system benefit greatly from our bright minds, dedication,  
and compassionate overdrive. But unfortunately, this conundrum of qualities 
brings with it a persistent sacrifice whose cost on our mind, body, and spirit  
can take a cumulative toll. 
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I applaud the recent flurry of research 
and news articles focused on physician 
burnout and ways to improve physician 
wellness. This is an important topic, but 

it needs to be followed by a frank discussion about mental 
illness among medical students, residents and physicians. The 
reality is that we work in one of the highest risk professions 
for suicide because of the high rates of mental illness, and it’s 
a risk that deserves more attention, conversation, and action.

Medical students start medical school with the same levels of 
mental illness as the general population,1 but through the pro-
cess of training, we emerge with increased rates of depression, 
anxiety, substance use, and as a result, suicide. The suicide 
rate in the general population worldwide is 11 per 100,000, 
whereas the suicide rate amongst physicians is 28-40 per 
100,000,2 which is close to rates in American Military veterans. 
Suicide occurs in the context of mental illness in over 90% of 
cases. Therefore, if we want to address physician suicide, we 
must talk about physician mental illness. 

Mental illness is often misunderstood and used interchangeably 
with mental health, even amongst medical professionals. We 
all have mental health, just as we all have physical health, and 
it is important to ensure that we maintain both. Guidelines 
recommend moderate intake of certain foods or alcohol in 
order to reduce cancer risk and improve physical health, just 
as wellness initiatives such as yoga, relaxation, and healthy 
eating can improve one’s sense of mental wellbeing. 

However, doctors would never recommend a diet low in pro-
cessed meat to treat cancer. Similarly, treatment for mental 
illness requires a comprehensive biopsychosocial plan. A 
doctor with cancer would see an oncologist, so why wouldn’t 
a doctor with depression see a psychiatrist? We need to be 
wary of blurring the lines between the concepts of improving 
mental health, and seeking treatment for mental illness. By 
minimizing illness and focusing only on wellness, we perpet-
uate stigma, and run the risk of conveying the message that 
mental illness is more of a personal failing. This notion misses 
the enormous complexity of mental illness. 

Physician 
wellness is  
only the 
beginning: 

We need to  
start talking  

about physician  
mental illness

Dr. Rachel Grimminck

Dr. Rachel Grimminck
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Mental illness is treatable, and a diagnosis of a mental illness 
does not need to equate with impairment. If you have a mental 
illness, it does not mean that you will always have an illness, 
nor does it mean that it will end your career. Many physicians 
practice medicine while getting treatment for mental illness. As 
a consequence of appropriate treatment, which often includes 
medications and psychotherapy, they have good mental health 
despite having a chronic mental illness. This is analogous to a 
patient with diabetes who manages and treats their chronic 
illness, but still experiences good overall physical health. 

As an emergency psychiatrist, I have been a treating physician 
for medical students, residents and staff physicians suffering 
from mental illness. It often seems that by the time a physician 
or a physician in training comes for help, it is frequently later 
in the course of illness. What prevents us from seeking help 
sooner? I recognize the answer is complex, but I think it is 
important to emphasize one aspect of medical culture that I 
see as a unique challenge: stigma.

Stigma against mental illness is insidious, pervasive, and occurs 
at both the individual and systemic level. It is present in the 
attitudes and behaviours towards “psych” patients and men-
tal health providers, and the gross disparities in funding for 
mental illness compared to other areas of medicine. Sadly, 
the emergency department remains one of the places that 
patients experience the most stigma.3 The stigma manifests on 
a system level in the quality of rooms available in emergency 
departments, and the wait for mental health beds across the 
city, which have hit record highs of close to two weeks in the 
last year. On an interpersonal level, it manifests in dismissive or 
derogatory comments towards psychiatric patients and mental 
health providers. I suspect many of us can recall an instance 
when we witnessed stigmatizing statements or behaviours 
towards individuals with mental illness, both in professional 
and personal settings. 

These are the concrete ways stigma is seen, but there are 
also attitudes about psychiatry within medical culture itself 
that create further obstacles for physicians seeking care. For 
example, I regularly faced criticism from other medical pro-
fessionals about my desire to pursue a career in psychiatry 

during medical school. I was told that I would be “wasted” in 
psychiatry because I was “smart.” I frequently encounter the 
perception that mental health treatment is futile, and that 
psychiatry is not considered as legitimate a form of medicine 
as other disciplines. The reality is that mental illness is very 
treatable with evidence based treatments. A major barrier is 
funding and access to services, not that effective treatment 
doesn’t exist. With so many aspects of stigma at play, why 
would anybody — physicians especially — come forward for 
treatment?

Approximately one in four people are affected by mental illness 
worldwide. There are 1,200 staff physicians at Foothills Medical 
Centre in Calgary, and 800 resident physicians. Going by available 
statistics, that means there are approximately 500 physicians at 
FMC who are affected by mental illness. If not you, then many of 
the medical students, residents or staff physicians are suffering 
in silence. We need to support one another, talk about mental 
illness, and encourage seeking treatment. Sharing stories of 
recovery is one of the most powerful ways of reducing stigma. I 
took time off for mental health reasons as a resident, and it was 
probably the best decision I have ever made. My experience of 
being a patient has been invaluable personally and has made me 
a better doctor professionally. We do not need to suffer alone. 
Addressing physician suicide and the other risks associated 
with mental illness requires an ongoing, open discussion, and 
a shared hope of recovery.

Rachel Grimminck, MD, FRCPC, DABPN
Clinical Medical Director, Psychiatric Emergency Services,  
Foothills Medical Center; Clinical Assistant Professor,  
University of Calgary

FOOTNOTES
1  The Impact of Medical School on Student Mental Health,  
Academic Psychiatry 40(1). March 2015

2  Tanwar, APA 2018 https://www.medscape.com/viewarticle/896257,  
accessed April 9, 2019.

3  Canadian Psychiatric Association Position Paper on Stigma  
and Discrimination 2011.

Mental illness is treatable, and a diagnosis of a mental illness does not 
need to equate with impairment. If you have a mental illness, it does 
not mean that you will always have an illness, nor does it mean that it 
will end your career. Many physicians practice medicine while getting 
treatment for mental illness. 

https://www.medscape.com/viewarticle/896257
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Can you give us an overview  
of the prevalence of substance 
use disorders in physicians?

Terrie Brandon:
It’s thought that the prevalence of sub-
stance use disorder in physicians is about 
equal to the prevalence in the general 
population. A large survey of American 
physicians published in 2015 found 
that overall about 15% of respondents 
met the criteria for substance abuse or 
dependence. Female physicians had a 
higher rate than males: 21.4% vs. 12.9%. 
Other factors associated with increased 
risk are younger age, dissatisfaction 
with the relationship with a spouse or 
partner, and the presence of burnout 
or depression. Personal factors such as 
family history and adverse childhood 
experiences also increase risk.

Physicians with substance use disorders 
were more likely to report having made 

a medical error within the past three 
months, to have a decreased quality 
of life, and to have decreased career 
satisfaction.

Alcohol is the most commonly abused 
substance, followed by opioids and 
stimulants.

Stigma is a big part of substance 
use disorders and mental health 
challenges in general, but perhaps 
even more so when it comes to 
physician SUD. Can you discuss the 
role of stigma in this problem, and 
what can be done in the physician 
community to help reduce it? 

Paul Flynne:
Stigma certainly is a major issue in pre-
venting physicians from seeking help 
for SUDs, as it is for any other mental 
illness. Stigma can be either enacted or 
felt. Enacted stigma refers to discrimina-

tion against people with mental health 
issues because of their perceived unac-
ceptability or inferiority, while felt stigma 
is interior and refers to both the fear of 
enacted stigma and a feeling of shame 
associated with having a mental illness.

There is no “magic bullet” that would 
reduce the stigma of SUD, and we need 
a multi-pronged approach. As the neu-
robiology of mental illnesses become 
clearer, medical schools could better 
integrate mental health and cognition 
with physiology and pathology.  

Physicians individually also have a 
responsibility to educate themselves on 
the issue of stigma and its role in inhib-
iting access to appropriate treatment. 
We also need to engage in self-reflection 
about our attitudes towards colleagues 
who suffer from mental health issues, to 
reduce as far as possible any barriers to 
a colleague seeking and accessing help. 

Silenced by
Meet the team working to bring awareness to physician 
substance use disorder 
Shauna McGinn, Staff Writer

The Substance Use Disorder (SUD) video (a collaborative project of the 
College of Physicians and Surgeons of Alberta, AMA’s Physician and 
Family Support Program and Dr. Teresa Eliasson) is an outcome of 
the 2016 “Strategic Framework to Reduce the Risks of Substance Use 
Disorder in Anesthesiologists.” The framework recommended that 
materials be developed to educate physicians about SUD: what it is,  
how to identify it and where to seek help. This video “What is substance 
use disorder (SUD) and how can the AMA’s PFSP help?” is an introduction  
to SUD and will support PFSP’s education program and efforts to 
promote physician wellness across the province. 
Responses have been edited for length and clarity.

Dr. Terrie Brandon

Dr. Teresa Eliasson

Dr. Paul Flynne



September 2019 VITAL SIGNS 7

The most powerful tool for reducing 
stigma may, in large part, lie in the hands 
of those physicians in recovery from men-
tal illness. The courage and willingness to 
disclose one’s own personal story of SUD, 
or any mental illness, can significantly 
reduce the stigma and shame that is 
inevitably associated with these diseases.

How did the physician SUD project 
come to be, and what will it do for 
physicians in Alberta? 

Teresa Eliasson:
As the founder of the “Office of Staff 
Wellbeing” for the Department of Anes-
thesiology and Pain Medicine at the Uni-
versity of Alberta, in 2012 I was invited 
to be a member of a CPSA committee 
designed to address the risks associ-
ated with substance use disorder in the 
field of medicine, and in particular, in 
anesthesiology. 

This committee was organized and 
chaired by Dr. Janet Wright, an Edmonton 
Psychiatrist and former CPSA Assistant 
Registrar. The committee produced a 
document outlining a strategic frame-
work to help reduce substance use disor-
der in anesthesiologists (link: https://bit.
ly/2MvtB52). Dr. Wright was determined 
that an important goal of the committee 
be about de-stigmatizing SUD in physi-
cians. Her goal was important to me, 
not only as a concerned physician col-
league, but as an Albertan whose family 
has also been affected by SUD. In 2018, 
I approached the new Anesthesiology 
Departmental Chair at the U of A, Dr. 
Andrew Shaw, about the aforementioned 
strategic framework. He was supportive, 
and I took his suggestion of an educa-
tional video about SUD to Dr. Terrie 
Brandon, Clinical Director of PFSP. 

Dr. Brandon procured funding from 
the AMA and CPSA for the production 
of the video (link at end of article). A 
presentation was also produced about 
SUD in physicians, which PSFP Presents 
may use during requested educational 
rounds. Input was solicited from all 
the PFSP Assessment physicians, Case  

Coordination physicians, and other Alberta 
doctors not directly associated with PFSP. 
We hope that this work will not only help 
to destigmatize SUD for the benefit of 
physician colleagues and their families, 
but all Albertans affected by this issue.

What kinds of support and treatment 
are available to physicians with 
substance use disorders?

Terrie Brandon:
Any physician who has concerns about 
their use of an addictive substance is 
encouraged to talk to a healthcare pro-
fessional. This could be a family doctor, 
a psychiatrist, a therapist, or it could be a 
call to the PFSP support line (1-877-767-
4637) to talk with one of our assessment 
physicians. 

Physicians are often concerned about 
the confidentiality of their information. 
Calls to the PFSP line as well as referral 
to our therapists are confidential, and 
are not documented in the provincial 
electronic health record.

If a diagnosis of SUD is confirmed, the 
physician should seek treatment appro-
priate to the severity of the condition and 
to their role as a physician.The practice 
of medicine is a safety sensitive occu-
pation, so recommended treatment is 
more intensive than it is for the general 
population. Physicians in treatment do 
best when provided with cohort-specific 
treatment at facilities with experience 
in treating health care professionals. 
With this type of treatment and appro-
priate follow-up, physicians with SUD 
have an excellent prognosis. PFSP can 
assist physicians in accessing this type of  
specialized treatment.

What can the profession  
as a whole do to help?

Terrie Brandon:
We can start by cultivating a supportive 
culture, by watching out for signs that 
a colleague may be struggling, and by 
reaching out to that person. We need 
to understand addiction as a disease 

process that can have devastating effects 
on health, relationships and careers. 
Effective treatment is available and the 
suspicion of a problem shouldn’t be 
ignored or dismissed. We can educate 
ourselves about the signs of substance 
use disorder and know where to refer our 
colleagues for support and treatment.

For any physician who has a concern 
about their own substance use or that 
of a colleague, a call to the PFSP line is a 
great first step.

The physician SUD  
project team:
Dr. Terrie Brandon
PFSP Clinical and Program Director.

Dr. Teresa Eliasson
Dr. Eliasson graduated from medical school 
and completed a residency in family medi-
cine at the University of Alberta. She was a 
general medical officer for the Department 
of National Defence for four years. She later 
entered a residency in anesthesia at the Uni-
versity of Manitoba and followed that with 
a fellowship in pediatric anesthesia at the 
same institution. Dr. Eliasson then moved to 
Edmonton and has been in the Department 
of Anesthesia & Pain Medicine at the U of A 
since that time. She is a pediatric anesthesi-
ologist at the Stollery Children’s Hospital and 
an assessment physician for PFSP.

Dr. Paul Flynne
Dr. Flynne has practiced medicine for fifty 
years. He has worked as an Assessment 
Physician for the AMA’S Physician and 
Family Support Program since 2012. He 
has previously provided medical services 
to AADAC’s Opiate Dependency Program, 
and sat on the AMA’s Committee on Alcohol 
And Other Drugs and was a board member 
of the Elizabeth Fry Society.

The ‘Understanding physician SUD’ video 
will be available on the PFSP website as 
of September 11, 2019 https://www.
albertadoctors.org/services/pfsp/sub-
stance-use-disorder and also on You-
Tube. If your group would like more 
information on this topic, please contact 
PFSP at pfsp@albertadoctors.org.

https://bit.ly/2MvtB52
https://bit.ly/2MvtB52
https://www.albertadoctors.org/services/pfsp/substance-use-disorder
https://www.albertadoctors.org/services/pfsp/substance-use-disorder
https://www.albertadoctors.org/services/pfsp/substance-use-disorder
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Have you ever asked someone, “Are you 
thinking of killing yourself?” I have. It’s 
not easy, but it’s necessary if you want 
to help someone who might be suicidal. 
Many doctors are notoriously poor at 
dealing with mental health issues, even 
as suicide continues to be a significant 

issue in our communities and in Western society. We as doctors 
are notorious for struggling to admit that we’re experiencing 
mental health concerns. I know I am, even though I’ve always 
had a great interest in mental health and, of course, the overall 
health of the people around me. 

Health includes mental health — it is not a separate issue. Healthy 
people do better work and lead better lives. We accept physical 
illness. Why not accept mental health concerns? I’ll take this as 
an opportunity to applaud our psychiatric colleagues. Thank you 
all for dealing with difficult and often incurable disease states. 
Although you are not recognized enough for your work, I salute 
you. Thank you for your work. You have saved and continue to 
save lives, and give those you treat the ability to enjoy life.

Why do we need to “deal” with mental health? Because it’s the 
tuberculosis, syphilis, AIDS, and malaria of the mind. These 
diseases have, in their own way and at their own time, been a 
plague to the human species. I believe mental health concerns 
are just as important. As physicians, we know so much about 
what happens below the brain. I am not castigating the great 

care that is delivered by the neurosurgeons, or the cognitive 
care delivered by psychiatrists. These physicians are great, but 
as a profession, we aren’t always good at taking care of our own. 

We tend to denigrate, and sometimes disown, those with mental 
health concerns. If someone has a flare up of their arthritis, 
we understand their challenge, especially if they are working 
in an area where their ability to provide care is compromised 
by that flare up. Do we do the same for those who have a flare 
up of a mental health challenge? Usually the answer is no; and 
if we do, we treat them as if they are a problem, not that they 
have a problem.

I want to thank Dr. Derek Townsend, who has been President 
of the Medical Staff Society at our site here at the University 
Hospital. He was courageous and insightful enough to initiate 
a screening program concerning suicide among residents. The 
resulting presentation was well attended and powerful; not 
“touchy feely”, but accurate — and it spoke to the message 
I want to get across. We need to talk about mental health, 
especially for the individuals who have challenges with it, but 
cannot speak about it because of our attitudes and actions. 
The reality is, I rarely see a physician supporting someone who 
has mental health concerns. 

I know I am a cardiac anesthesiologist and have almost no 
training or education on mental health. I understand the con-
duction system and the physiology of the heart, but in many 
ways, I am almost completely ignorant to the mind. I do know 

Mental health, stigma,  
and the “difficult” conversation

Dr. Richard Bergstrom

Dr. Richard Bergstrom
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that doctors and doctors in training kill themselves; since grad-
uating in 1981, I have heard of far too many suicides by both 
physicians and other individuals. The College says they care. 
AHS says they care. The University says they care. But do they 
care enough to make it personal, and safe in such a way that 
that the number of suicides becomes zero? 

I’m not here to lambast how “bad” doctors are, but our culture 
can and should improve. 

We know that medicine is not all unicorns and rainbows. Medicine 
is difficult, because it’s not all about reducing harm and decreas-
ing error rates. Medicine is complicated and interconnected; the 
books teach you something, and the patients teach you more.

Mental health — or should I say a healthy mind — is important. 
Having spoken with individuals who have mental health con-
cerns, these individuals can feel targeted, and have received 
comments that are anything but helpful. If we do not change 
this, suicide will continue to be a part of our legacy. It is some-
thing I believe we have not fully decided we need to address.

When someone is unhappy in medicine, I think we need to 
ask why. Personally, I did not enter into medicine because of 
a calling: I just thought it would be rewarding, and it has been. 

Yet, I am often focused on what has been achieved, rather than 
thinking about true quality of life. I work in an environment 
with an amazing amount of equipment and technical expertise. 
It is great to offer people better lives, and the peace of not 
worrying about your aortic aneurysm killing you today. Then 
again, I think about the hardship and toil that patients, families 
and staff go through with the truly difficult cases we have. I 
appreciate all the work the Blood Bank goes to when I keep 
calling for more and more. The nursing and support staff in the 
ICU are amazing with their dedication to care of our patients.

The mind is a place of mystery and wonder. Great, life-changing 
thoughts have come out of a complex array of neurons. Who 
would’ve ever predicted the spectacular ideas that have come 
out of science, math, culture, politics and literature? Let us sit 
in wonder of all that we have achieved and then think about 
how to achieve more. Let us take the time to listen, learn, care, 
and show compassion to those who could benefit from our 
thoughtfulness, kindness, and our ability to help someone 
understand that they matter. Because they do.

Richard Bergstrom, MD
Department of Anesthesiology, University of Alberta
Edmonton, Alberta
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Enter Well Doc 
Alberta: a new 
organization that 
is here to hand out 

the travel guide. At an important moment 
in the conversation on mental health 
and medical culture, Well Doc Alberta is 
helping lay out the directions so that all 
physicians can get a handle on the route 
to wellness.

What is Well Doc Alberta?
Well Doc Alberta is an initiative aimed at 
advancing a collaborative, co-operative, 
pan-provincial approach to physician 
wellness.

“The big picture is, physician wellness 
is a relatively new concept, and there 
is a tsunami of  people realizing that it’s 
important,” says Dr. Jane Lemaire, Well 
Doc Alberta’s Physician Lead. Dr. Lemaire 
is a clinical professor in the Division of 
General Internal Medicine, Vice Chair, Phy-
sician Wellness and Vitality, Department 
of Medicine, and Director of Wellness at 
the Office of Professionalism, Equity and 
Diversity at the University of Calgary. 

She says it’s important for physicians 
to understand that it’s not just about 
saying, ‘Doctors should be well, they’re 
too stressed out.’ “There’s a body of sci-
ence, and one of our goals at Well Doc 

Alberta is to help people understand 
that science. When we talk about pre-
vention and advancing change, it should 
be evidence-based,” she says. This 
encapsulates one of the organization’s 
main goals: to help people get to know 
the science behind physician wellness, 
and then use that knowledge to change 
things for the better.

Dr. Lemaire’s co-lead is Program Manager 
Alicia Polachek, who is currently enrolled 
as a student in the Master of Business 
Administration program at the University 
of Calgary, and holds Bachelor of Arts 
and Master of Arts degrees in Sociology. 
“There were a lot of different pockets of 

Introducing  
Well Doc Alberta

Shauna McGinn In partnership with  
Dr. Jane Lemaire & Dr. Alicia Polachek

Picture yourself standing in front of a blank map, ready to  
chart the course of physician wellness over the next five years. 
The surge in its recognition, general awareness, and the many 
sub-topics would leave you staring at countless plot points,  
a web of criss-crossing lines obscuring the path.

Dr. Jane Lemaire

Dr. Alicia Polachek
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work [on physician wellness] that were 
happening across the province, but it 
was very piecemeal and wasn’t always 
integrated,” Polachek says. She says that 
Well Doc Alberta was born partly out of 
“a need to increase capacity across the 
province, and put our efforts together 
to move forward.” 

The rest of their team consists of two 
physician associates, a program assis-
tant, an evaluation and measures special-
ist, a communications specialist, and an 
education specialist. Together, they run 
the household of Well Doc Alberta: the 
place from which education resources 
and other relevant information on phy-
sician wellness is developed, shared, 
and disseminated. It’s different from the 
Physician and Family Support Program 
(PFSP), which provides treatment to phy-
sicians in distress. Well Doc Alberta is 
here to connect those with expertise and 
interest in physician wellness, and then 
capture those resources to serve as a 
consultant and partner to those working 
on such efforts throughout Alberta. As 
Dr. Lemaire says, “our goal is education 
and prevention.”

On the ground, this could take the form of 
a presentation at a retreat where the goal 
is a lecture to raise awareness, or Well Doc 
Alberta helping to coach individuals or 
groups towards positive change. If, say, a 
group of rural family physicians wanted to 
host a discussion on wellness, a Well Doc 
Alberta team member would consult with 
them to find out what issues they’d like to 
address, and take into consideration the 
specific context. Then, they’d either give 
a presentation, or train someone within 
the group to do so, using vetted Well Doc 
Alberta education resources. 

“I think one of our strengths is how 
tailored it is to each individual group,” 
Polachek says. “It’s really about working 
with them to develop what’s helpful, 
and empowering them to go and make 
changes in their division, department, 
or unit.”

The key strength of Well Doc Alberta is 
its partnership with the many individuals 

and groups that are already doing work 
around physician wellness, or are inter-
ested in it. Together, the hope is that they 
can strengthen a consistent understand-
ing and unified plan for better physician 
wellness across Alberta.

Why are doctors unwell?
With all of the talk about wellness, it’s 
important to remember the reasons why 
many physicians are unwell in the first 
place. “Just like a firefighter is at risk of 
smoke inhalation, we’re at risk of being 
unwell and having burnout, and more 
mental illness and substance use disor-
der,” Dr. Lemaire says. “That’s very well 
documented, more than the general pop-
ulation, and it’s because we’re doctors.”

Doctors are less likely  
to self-care
“There’s this idea in the culture of medi-
cine that you have to be a super person,” 
Dr. Lemaire says. This is exacerbated by 
the intense nature of the work itself, long 
hours, and increasing demands, which 
all leave little room for things like getting 
enough sleep or eating properly. “That 
makes it hard to take care of ourselves, 
and then there’s the expectation that it’s 
never good enough, and if you make one 
mistake you’re bad,” she says. “Those are 
some of the toxic aspects of the culture 
of medicine.”

Specific personality traits
Dr. Lemaire says it’s common for phy-
sicians to be type-A perfectionists, high 
achievers, and have obsessive compul-
sive tendencies. “Some little sprinkles 
of [these traits] make us really good 
doctors, but can also tip us over into 
not being very well,” she says. These 
characteristics are also part of the rea-
son doctors are less likely to think about 
the effect the work is having on them. 
If you’re used to things getting done a 
certain way and by a certain time, it can 
be hard to know when to step back.

The working environment 
“The health systems we work in often 
don’t provide the infrastructure for self-

care; there may be no doctors’ lounge, 
limited quiet places, and few healthy 
food choices at night,” Dr. Lemaire says. 
She also notes that when physicians are 
unwell, they can negatively impact the 
system they work in: “Burnout has been 
linked to medical errors, not spending 
enough time with patients, prescrib-
ing unnecessarily... all of those things 
cost the healthcare system billions of 
dollars.” Dr. Lemaire gives the exam-
ple of a paper published this spring, 
where it was estimated that the cost 
of burnout in terms of turnover, early 
retirement and lack of productivity was 
$4 billion USD a year; about $7,500 USD 
per doctor, per year. “And that doesn’t 
even include the cost to patients,” Dr. 
Lemaire says, “so there are professional 
consequences as well as personal 
consequences.”

A space for everyone
Well Doc Alberta is a neutral space, not 
directed or regulated by any of the exist-
ing healthcare bodies in the province. 
“We collaborate with all the healthcare 
stakeholders in the province, but we’re 
not here to strong-arm anyone,” Dr. 
Lemaire says. Rather, Well Doc Alberta 
is about using existing expertise and 
resources, building partnerships, and 
applying the best available evidence to 
effect change from the ground up, and to 
engage leadership. Polachek echoes this, 
adding that they’re focused on, “coach-
ing and empowering physicians at the 
grassroots level to make individual and 
systems-level changes, that then enhance 
and support physician wellness.”

Dr. Lemaire says ultimately, Well Doc 
Alberta isn’t limited to the core team. 
“It’s everybody who might be interested 
in physician wellness,” she says. “We’re 
just trying to be the glue and the infra-
structure that help hold it all together, 
so we can increase capacity to meet the 
substantial need.” 

If you would like more information on Well 
Doc Alberta or would like to get involved, 
visit: www.welldocalberta.org. 

http://www.welldocalberta.org
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My wife is awake 
and her  n ight 
of sleep is inter-

rupted yet again. We’ll both feel the 
fatigue in the morning, but the differ-
ence is that she doesn’t get a post-call 
day like I do.

This example of what we face on a reg-
ular basis raises an important question: 
can a physician’s partner suffer from 
burnout too? Not just burnout from sim-
ple domesticity, but burnout from their 
relationship with a doctor?

There have been lots of discussions 
around burnout prevention and phy-
sician wellness in the popular media, 
medical organizations, and medical 
schools over the past few years in Can-
ada. Medical school curriculums are 
including teachings on balance and well-
ness amid a hectic, busy and stressful 
training program and profession. The 
University of Alberta, my alma mater, 
had many resources available for medical 
students to aid in our quest for wellness, 
from a Learner Advocacy and Wellness 
office, to talks and groups focused on 
wellness. Alberta’s resident physician 
association, PARA, often reminds resi-

dents of the importance of balance in 
support of wellness, commenting on it in 
their PARAScope newsletter, and they run 
an annual wellness photography contest.

But all of this focus on physician well-
ness fails to account for one of the most 
important aspects at the core of it all: our 
partners, spouses and family.

I don’t recall any talk in medical school 
about partner wellness and, while part-
ners and spouses were invited to some 
social events, medical school remained 
a rather exclusive group. Any lessons 
around wellness I absorbed were left for 
me to bring home and share as I saw fit.

The AMA offers the Physician and Family 
(italics mine) Support Program, which 
recognizes that what affects us as phy-
sicians can and does affect our family. 
While it’s important that this exists, more 
broadly, there has been a total and com-
plete disregard for the importance of 
being aware of how burnout and a lack 
of wellness affects partners and families. 

I don’t wish to down-play the importance 
of physician wellness here. I know that 
I am a better and more compassionate 
clinician when I am rested and have had 
a chance to catch up on life. But what 

about my spouse? How does my career 
impact on her wellness?

Dr. Sara Taylor, a family physician in the 
United States, recently blogged about 
burnout in a duel-physician household. 
“When [burnout] does manage to creep 
into your home and descends upon your 
spouse, you become acutely aware of 
how knowing about the presentation 
of burnout isn’t the same as living 
with someone who is experiencing it,” 
she writes on the medical blog www. 
kevinmd.com. While Dr. Taylor’s expe-
rience is not necessarily the norm for 
many physicians, her phrase, “knowing 
about the presentation… isn’t the same 
as living with someone who is experi-
encing it,” stands out to me.

After medical school, I felt I could recog-
nize the signs and symptoms of burn-
out in myself: irritability, fatigue, lack of 
patience, not looking forward to work. 
But at no point in my medical educa-
tion did anyone speak about recogniz-
ing burnout in my partner, or how that 
responsibility would fall to me.

It took getting into a busy medical prac-
tice for that to become apparent. For our 
household, a lack of wellness began to 
foment when my wife couldn’t find time 

THE FORGOTTEN PIECE
Physician partner wellness
Dr. Gregory Sawisky

It’s 2 a.m. and the phone rings, waking me up. Correction: waking us up. 
I am on call for obstetrics. I give a few orders, speaking as softly as I can 
before hanging up, but it’s too late.

Dr. Gregory Sawisky
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in our schedule to do simple things like 
get a haircut. Every window of opportu-
nity was filled with work, call, groceries, 
trips to the city, or something else that 
kept us occupied. Then there was trying 
to find time for her to get to the gym for 
workouts.

“Can I go Tuesday morning?” she would 
ask.

“I have a biopsy at 7:45 so as long as 
you are home by 7:30 so I can shower 
and go.”

“How about Thursday afternoon?”

“I am on call for obstetrics so it’s a bit of 
a gamble. Hopefully no one comes in.”

On and on, the same equation.

This barely touches on the challenges 
as our family grows: the school events 
missed, the family dinners we’re unable 
to attend, the weekends spent working. 
The hope is that if we are aware of these 
issues now, we will be better prepared 
for them in the future.

When we finally stepped back and looked 
at our lives, we realized how insidious 
burnout can be and how so much can 
be ignored for too long. We were able to 
see how burnout could creep into both 
of our lives, and how it could affect her 
in a way altogether different than me. 
We had to become conscious about how 
she could participate in her own activities 
that staved off and prevented her own 
burnout, from something as simple as a 
haircut to time with her friends.

It is time that the conversation around 
physician wellness expand to include 
awareness that our partners can burn 
out too. There needs to be more teaching 
around how the lifestyle of a physician 
affects partners and families. From 
medical school curriculums to residency 
wellness days and beyond, we must do 
more to equip those family members 
who help and support us by recognizing 
that physician wellness needs to include 
family wellness too.

Gregory Sawisky, MD, CCFP
Family Medicine, Ponoka, Alberta

http://cpsa.ca
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I’ll admit — it was an unusual offer for 
the group finishing their lunches in the 
Doctor’s Lounge at the Foothills Medical 
Centre (FMC). “Do you want a cookie?” I 
asked the group of three male doctors.  
I was handing out cookies as part of a phy-
sician appreciation event that the FMC’s 
Medical Staff Association was putting on. 

Looking around suspiciously, one of the surgeons hesitantly 
answered, “Sure.”

“What’s your name?” I asked, trying to be friendly. 

“Umm… Doctor (so and so)” he responded, a mixed tone of 
apprehension and authority. 

“Oh, in that case, my name is Dr. Bourque, but in here, you 
can call me Marie Claire. There’s no need to refer to me as 
Doctor… the only people in here are doctors!” I responded, 
trying to hide my annoyance. 

He looked embarrassed. “Oh! I thought you were somebody’s 
secretary! Well, thanks for the cookies! What kind of doctor 
are you?” 

I wanted to give him the benefit of the doubt: We were in the 
doctor’s lounge. They were dressed in scrubs. I was handing 
out cookies. I guess that was enough to make them think I 
was a secretary. 

“A psychiatrist,” I said. 

“Oh no!” another surgeon chimed in. “Are you analyzing us 
now?” he joked. 

They all laughed, pretending to be comfortable. 

“Of course not,” I lied, smiling coyly. “I don’t work for free,” I 
said with ease, a response I’d had the opportunity to practice 
far too many times. 

Why did those doctors think I was a secretary? Yes, I was passing 
around cookies, but doctors can do that… can’t they? Can’t 
we be nice to one another, even in academic centers where 
everybody is competitive, busy, and sleep deprived? 

I moved to Calgary three years ago to start as a Staff physician 
right after my residency. I was pumped! I had a truck load of 
student debt to pay off, and I was ready to start saving the 
world! I was familiar with the city as it was home to my medical 
school, so I felt like I’d fit in just fine. As I walked into the FMC 
on my first day, I was reminded that some of my classmates 
used to refer to it as the Death Star. The reasons? It was big, 
scary, and the people that worked there were as mean and 
miserable as the Empire. 

Doctor’s lounge, 
or high school 
cafeteria?
Wellness has to start with 
kindness, doctor to doctor

Dr. Marie Claire Bourque

Dr. Marie Claire Bourque
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But surely, I thought, these memories weren’t accurate. I was 
new to the city and needed friends. Maybe my cheerful demea-
nour would be a welcome addition to the FMC! I was excited 
to meet people and decided that I would start in the doctor’s 
lounge.

Needless to say, making friends proved to be much more 
difficult than I thought, and it wasn’t due to a lack of effort on 
my part. I tried small talk. I held doors open for people. I was 
kind and pleasant, but it seemed no one cared beyond what 
they were socially obligated to. Of course, I wasn’t perfect. 
There were days that I was grumpy and didn’t take my eyes 
off of my iPhone. But in this quest to make friends and get 
to know people, I observed, because the thing about being 
a psychiatrist is that you can never really turn it off. I started 
carefully observing patterns of socialization, behaviours and 
attitudes in the lounge (while I was sitting by myself of course). 
What I observed was absolutely fascinating. 

Even though we don’t like to admit it, the truth is, the hospital 
is kind of like a high school and the doctor’s lounge is like the 
high school cafeteria. There are unspoken rules about how a 
high school works, just like there are unspoken rules about 
how the hospital works. The social patterns can be seen on 
the wards and in the halls, but they are beautifully magnified in 
the microcosm of the doctor’s lounge. And like in high school, 
the hospital has cliques. 

Yes. Cliques. 

There are a few things that get you closer to the top of the 
informal social hierarchy. Your “rank” is the first factor that 
determines where you sit, and it looks something like this: Staff 
physician > fellow > resident > medical student. This is seen on 
an hourly basis in the lounge. The medical students are marked 
by their short coats, and more noticeable, the look of terror 
on their faces. The residents, jaded and sleep deprived, look 
stressed and behind all of the time. The fellows are keeping 
the staff company or leading the charge (to the observer, this 
looks like well-deserved pride), and the staff are happily paying 
for everybody’s coffee, because they get paid for their work. 

The second thing that determines your status is your specialty. 
The OR crew sits atop the informal social hierarchy. Surgeons 
and their besties, anesthetists, form the group equipped with 
matching uniforms (think N’SYNC, but replace the ripped denim 
with seafoam scrubs). They’ve staked their claim of the best 
seats in the doc’s lounge, and always get the couches and con-
trol of the TV remote — they are the “cool” kids. The difference 
between high school and the hospital? These cool kids were 
self-proclaimed. 

The internists and neurologists hang out with one another. 
Don’t get me wrong, they don’t cross contaminate; they stay 
put in their cliques. Although classical social structure would 

qualify them as the “geeks”, the hospital social structure is kind 
to them and legitimizes their social status as the doctors who 
know more than everybody else put together. This knowledge 
gets them mad respect. 

The family doctors aren’t in the doc’s lounge because they are 
legitimately too busy to eat because they have the hardest 
job amongst us all. Full stop. They also usually have cool lives 
outside of medicine and don’t want to hang out at the hospital 
when they don’t have to. 

The psychiatrists are hit and miss. They don’t form a unified 
group. I don’t really get psychiatrists, even though I am one. 
You rarely see them in the lounge, but when you do, they are 
easy to spot. They never wear scrubs, white coats, stethoscopes, 
or any other things that makes a person “look like a doctor”. 
They are a heterogenous group, but they share one thing in 
common; they are probably analyzing you even though they 
don’t mean to. 

The ED docs are also easy to spot. They are the charismatic 
creatures that swoop in and out of the lounge while greeting at 
least 50% of the people. They look happy, fit, fed, and 12% more 
confident than the rest of us (aside from the surgeons — the 
surgeons look 85% more confident than the rest of us). 

There’s also a social divide that takes place between the Baby 
Boomer/Gen Xer types, and the fresh-off-the-books young blood 
Millennials. The former hardcore trench physician distrusts the 
“lazy and entitled” millennials who would rather not work past 
5 p.m. The “lazy and entitled” millennials (I am one — so I can 
say that) distrust the trench physicians who would sacrifice 
their own health for the sake of saving others. We like one 
another, but we sometimes distrust one another. 

So maybe my surgical friends weren’t scoffing at me for offering 
a cookie, maybe they were scoffing at me for being female 
millennial who isn’t in seafoam green scrubs. I was trying to 
talk to one of the “cool kids” after all. 

My plea to you? Be nice. Say hello. There are new staff/resi-
dents/fellows/med students at FMC (and most other hospitals) 
all of the time, and it is a scary place even for somebody who 
is outgoing and hands out cookies to the cool kids. Introduce 
yourself to somebody new. Step outside of your clique. Offer 
up a seat to somebody who looks lost, stressed, or hungry. Buy 
somebody a coffee. Smile. Hold the door open. 

After all, how can we be well as a profession if we can’t always 
seem to manage these basic pleasantries, these shows of 
basic human decency? The doctor’s lounge may look like a 
high school cafeteria, but to fix it, we need to go back to some 
basic kindergarten lessons: Don’t be mean. Be nice. 

Marie Claire Bourque, MD, FRCPC
President, Foothills Medical Centre Medical Staff Association, Calgary
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Bring up the word ‘burnout’ in a profes-
sional circle these days, and chances are 
you’ll be met with nodding heads. The 
reason why is no secret: awareness of 
burnout and its parameters has become 
much more widespread in recent years. 
In fact, this June, the World Health Orga-
nization (WHO) added burnout as an 
occupational phenomenon in its most 
recent International Classification of 
Diseases (1). The WHO defines burnout 
as: “a syndrome conceptualized as result-
ing from chronic workplace stress that 
has not been successfully managed.”

It usually has three key features: “feel-
ings of energy depletion or exhaustion; 
increased mental distance from one’s 
job, or feelings of negativism or cyni-
cism related to one’s job; and reduced 
professional efficacy.”

We know that physicians (and other 
frontline healthcare professions) are 
more likely to experience burnout, and 
that factors like a heavy workload, long 
hours, and a lack of support can contrib-
ute. While the definition of burnout is 
widely acknowledged, the strategies to 
combat it are newer to the conversation. 

Talking about burnout is one thing — but 
what are some core causes of it among 
physicians, and what can be done to 
address them?

Dr. Richard Lewanczuk is a professor in 
the Division of Endocrinology and Metab-
olism at the University of Alberta. He also 
serves as the Senior Medical Director for 
the Department of Primary Health Care 
with AHS. Dr. Lewanczuk says many pri-
mary care doctors name this as a cause 
for burnout: caring for patients experi-
encing complex issues like homelessness, 
food insecurity and social isolation. 

A HIDDEN CAUSE 
How awareness of resources can help reduce physician burnout 
Shauna McGinn, Staff Writer
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“Doctors know the medical, but then 
they become aware that the patient 
doesn’t have a stable source of hous-
ing, or doesn’t have money for proper 
food, or that they’ve got a lot of stress 
and disruption in their lives… and the 
doctors realize they can’t make much 
headway medically until these things are 
solved,” Dr. Lewanczuk says. He often 
hears about doctors spending wearisome 
hours on the phone, or searching for 
resources to help these kinds of patients. 

This kind of stress also occurs when 
caring for patients with chronic condi-
tions, particularly those living with cir-
cumstances that render them unable 
to implement the changes their doctor 
is recommending. Dr. Lewanczuk gives 
Type 2 Diabetes as an example. “They 
[primary care doctors] try to advise 
people about their weight or level of 
activity, and nothing seems to change,” 
he says. “Often we can end up blaming 
the patient… when in reality, we now 
know that one of the biggest determi-
nants in these people who don’t get to 
targets is not that we’re providing the 
wrong medical care, but it’s the social 
issues that are causing the problem.” Dr. 
Lewanczuk says that when a physician 
isn’t aware of this, it leads to persistent 
frustration, “and multiple frustrations 
lead to burnout, and the problem is that 
the lower the socio-economic status, the 
more complicated the patients, the more 
social issues they have, the more this 
becomes an issue.” 

The third contributor is something Dr. 
Lewanczuk says is on the rise: visits 
from senior patients that are driven by 
loneliness. “Around 5 visits a day to the 
average family doctor are just because 
the person is lonely and wants some 
social contact,” he says. “The problem 
is not medical — it’s social isolation and 
an issue with meaning in life… and the 
patients look to the doctor to solve it, and 
we don’t recognize it, or have no way to 
solve those sorts of things.” 

The side effects of these larger social 
issues can leave a doctor feeling burnt 
out and helpless. But there are concrete 
remedies, and Dr. Lewanczuk says the 
first step is acknowledging that as a 
doctor, you are not responsible for the 
entire wellness of a person. “You’re 
trained to provide medical care, your 
job is not to provide social care,” he says. 
Ideally, Dr. Lewanczuk says physicians 
should be able to send these patients 
to a worker that could direct them to 
the services they need — in the U.K., for 
example, they’re called ‘linkers’. 

Some Primary Care Networks throughout 
Alberta already have these kinds of work-
ers in place, but not every physician has 
access to that resource. So, to mitigate 
burnout resulting from these encounters, 
Dr. Lewanczuk says the best defense is 
having an awareness of resources avail-
able for the various challenges patients 
are experiencing. This will help reduce 
the amount of time spent searching for 
the right direction, and give the provider 
some relief. 

Attached to the end of this article is a 
guide for physicians throughout the 
province to use, from basic things like 
calling 2-1-1, to specified resources for 
things like food insecurity, seniors, and 
LGBTQ2+ health. 

REFERENCES:
1.  World Health Organization. “Burn-out an 

‘occupational phenomenon’”. Link: https://www.
who.int/mental_health/evidence/burn-out/en/

RESOURCES  
FOR PHYSICIANS
Note: This list focuses mainly on Calgary 
& Edmonton-specific resources, and is by 
no means exhaustive. As rural practitioners 
are aware, resources for specific needs can 
sometimes be lacking in rural areas. However, 
a rural section can be found at the end of the 
list, and any resource that is applicable to  
or available in rural areas is marked with  
an asterisk.

General:
• *Inform Alberta.ca: An online 

tool where you can conduct  
a search for resources based  
on a specific need or issue. 
www.informalberta.ca

• *2-1-1: A good starting point for 
physicians, and something to 
recommend to a patient and/or 
their caregiver(s). 2-1-1 connects 
you to an Information & Referral 
Specialist that can point you 
in the right direction. It’s in 
the process of becoming a full 
provincial service. www.ab.211.ca.  
There is also an online search 
tool available at: www.ab.211.ca/
search 

• Mobile Response Team (Calgary): 
An AHS team comprised of 
nurses, social workers, and 
psychologists who are available 
for crisis intervention and 
prevention, mental health 
challenges and/or emergencies, 
substance use issues, and more. 
Call 403-266-4357 and ask for 
the Mobile Response Team. 

• Police and Crisis Team (PACT) 
– (Edmonton): PACT partners 
an Edmonton police constable 
with a nurse, psychiatric nurse, 
or social worker to provide 
on-site assistance to someone 
experiencing a mental health 
crisis. Call 780-342-7777

• *Alberta-wide Mental Health 
Help Line: 24/7 access to mental 
health support and information 
about available resources.  
Call 1-877-303-2642

Dr. Richard Lewanczuk

— continued on page 18
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Poverty, homelessness 
and/or housing insecurity:
Alberta Government 
resources:
• *Affordable housing programs: 

www.alberta.ca/affordable-housing-
programs.aspx

• *Employment and Training 
services directory: www.alberta.
ca/employment-training-services-
directory.aspx

• *Income support: www.alberta.ca/
income-support.aspx

• *McMan Youth, Family and 
Community Services Organization:  
A province-wide agency that provides 
various supports to individuals and 
families, from help for people with 
disabilities and their caregivers, to 
employment services, affordable 
housing, substance use treatment, 
and more. www.mcman.ca

Calgary:
• Calgary Urban Project Society (CUPS): 

Organization offering a range of 
social services, including healthcare, 
substance use support, housing/rent 
subsidies. www.cupscalgary.com

• Calgary Drop-In Centre: Social 
services group with an emergency 
shelter, affordable housing units, 
substance use treatment, drop-in 
meals, and other supports.  
www.calgarydropin.ca

• Inn From the Cold: Housing 
organization with temporary 
emergency shelter and longer- 
term affordable housing support.  
www.innfromthecold.org

• SCORCE: A resource hub that 
patients can visit in person or online, 
with workers available to connect 
people to an agency to help with 
housing. www.scorce.ca/

Edmonton:
• Multicultural Health Brokers Co-op 

(MCHB): Organization aimed 
at welcoming and supporting 

newcomers in a culturally relevant 
manner. Offers youth initiatives, 
early learning, perinatal care and 
support, as well as a grocery run 
program. www.mcbh.org

• Edmonton John Howard Society: 
Group offering support to those 
affected by crime, and/or individuals, 
families and youth experiencing 
homelessness, mental health issues 
and/or substance use issues.  
www.johnhoward.org

• Edmonton Integrated Services: 
Organization that develops and 
operates programs targeted 
at housing, employment and 
more, based on needs identified 
in various communities. www.
edmontonintegratedservices.ca

Food insecurity & 
accessible nutrition 
resources:
• *The Salvation Army: Locations 

throughout Alberta will often offer 
free daily meals and food hampers to 
those in need. A detailed description 
of food service programs throughout 
Alberta can be found at: www.
salvationarmy.ca/alberta/2015/04/07/
food-programs/

• *Meals on Wheels: A national 
organization with locations in most 
major and mid-sized cities in Alberta. 
Meals on Wheels delivers healthy, 
regular meals to people from all 
walks of life experiencing illness, 
disability, food insecurity, or a time  
of crisis that may make it difficult  
to access nutritious meals.

Calgary:
• Mustard Seed: Serves a daily drop-in 

meal from 1:00-2:30 p.m. and 7:00-
8:30 p.m. Also has social supports and 
programs available. www.theseed.ca

• Calgary Inter-Faith Food Bank: 
Individuals and families can receive 3 
food hampers per year by self-referral,  

and 3 more when referred by  
an agency or organization.  
www.calgaryfoodbank.com

• Society of St. Vincent De Paul: Has 
emergency food hampers available, 
delivered to an individual’s home by 
volunteers. www.ssvpcalgary.ca

• Community Kitchen Program of 
Calgary: Organization with a variety 
of programs aimed at reducing 
hunger, such as affordable monthly 
community meal prep, affordable 
food boxes, and programs for 
children and families. www.
ckpcalgary.ca

Edmonton:
• Edmonton Food Bank: Regular  

food bank operation that includes 
food hampers, meal programs for 
local shelters and service groups,  
as well as a Beyond Food program 
that provides employment  
support and other services.  
www.edmontonsfoodbank.com

• Food4Good (Edmonton Community 
Foundation): Run through a church 
network, Food4Good aims at 
reducing food insecurity in various 
communities through community 
kitchen programs, urban gardens, 
and affordable produce markets. 
www.food4good.ca

LGBTQ2+ community  
& sexual health:
• *AHS resource page: www.

albertahealthservices.ca/info/
Page15590.aspx

• *Youth Safe: Organization for 
LGBTQ2SIA+ youth, providing 
connections to relevant resources 
and support for individuals and 
families. www.youthsafe.net

• *AHS Sexual and Reproductive 
Health Resource page: www.
albertahealthservices.ca/services/
page13737.aspx

— continued from page 17

http://www.alberta.ca/affordable-housing-programs.aspx
http://www.alberta.ca/affordable-housing-programs.aspx
http://www.alberta.ca/employment-training-services-directory.aspx
http://www.alberta.ca/employment-training-services-directory.aspx
http://www.alberta.ca/employment-training-services-directory.aspx
http://www.alberta.ca/income-support.aspx
http://www.alberta.ca/income-support.aspx
http://www.mcman.ca
http://www.cupscalgary.com
http://www.calgarydropin.ca
http://www.innfromthecold.org
http://www.scorce.ca/
http://www.mcbh.org
http://www.johnhoward.org
http://www.edmontonintegratedservices.ca
http://www.edmontonintegratedservices.ca
http://www.salvationarmy.ca/alberta/2015/04/07/food-programs/
http://www.salvationarmy.ca/alberta/2015/04/07/food-programs/
http://www.salvationarmy.ca/alberta/2015/04/07/food-programs/
http://www.theseed.ca
http://www.calgaryfoodbank.com
http://www.ssvpcalgary.ca
http://www.ckpcalgary.ca
http://www.ckpcalgary.ca
http://www.edmontonsfoodbank.com
http://www.food4good.ca
http://www.albertahealthservices.ca/info/Page15590.aspx
http://www.albertahealthservices.ca/info/Page15590.aspx
http://www.albertahealthservices.ca/info/Page15590.aspx
http://www.youthsafe.net
http://www.albertahealthservices.ca/services/page13737.aspx
http://www.albertahealthservices.ca/services/page13737.aspx
http://www.albertahealthservices.ca/services/page13737.aspx


September 2019 VITAL SIGNS 19

Calgary:
• Rainbow Elders: Group for 

LGBTQ2SIA+ seniors that meets 
weekly at the Kerby Centre, and 
plans events and social gatherings. 
www.kerbycentre.com

• Calgary Outlink: Organization 
offering support, referrals, 
information and advocacy for the 
LGBTQ2SIA+ community throughout 
Calgary. www.calgaryoutlink.ca

• Centre for Sexuality: Non-profit 
providing counselling and resources, 
including programming for those 
entering and living in supportive living 
facilities. www.centreforsexuality.ca

Edmonton:
• Edmonton Pride Seniors Group:  

A group welcome to all LGBTQ2SIA+ 
seniors. www.epsg.ca

• The Pride Centre of Edmonton: 
Hub for community resources, 
support, and information. www.
pridecentreofedmonton.ca

• Rainbow Alliance for Youth of 
Edmonton: Organization for 
LGBTQ2SIA+ youth, providing 
resources, information and a  
variety of social supports.  
www.rayedmonton.com

Seniors:
• *Alberta Seniors Communities and 

Housing Association: www.ascha.com

• *Alberta Government Seniors’ 
resource page: www.alberta.ca/
seniors-resources.aspx

• *Alberta Seniors directory: Online 
search tool for seniors’ resources, 
housing and other information 
throughout the province. www.
albertaseniorsdirectory.com

• *Office of the Seniors Advocate 
Alberta: Bureau dedicated to 
multifaceted support for seniors, 
including income, housing and 
healthcare.www.seniorsadvocateab.ca

Calgary:
• Calgary Seniors’ Resource Society: 

Large organization connecting  
Calgary seniors to a variety of 
resources. www.calgaryseniors.org

• Kerby Centre: Community  
centre aimed at programming  
for seniors from all walks of life.  
www.kerbycentre.com

• Silvera for Seniors: An independent  
and supportive living organization, 
with affordable/specified options. 
www.silvera.ca

Edmonton:
• Edmonton Seniors Coordinating 

Council: Large group offering  
a multitude of resources for  
seniors, including transportation, 
efforts to reduce social isolation, 
housing support, and collaborative 
community programs. www.
seniorscouncil.net

• SAGE (Seniors Association  
of Greater Edmonton):  
www.mysage.ca

Services available in or 
specified for rural areas:
• *AHS description of available 

programs: www.albertahealthservices.
ca/info/Page878.aspx

• *Services search tool: https://www.
albertahealthservices.ca/findhealth/
Search.aspx

• *The Golden Circle: A comprehensive 
seniors’ organization in Red Deer 
www.goldencircle.ca 

• *Rural Health Professions Action 
Plan: A non-profit organization that 
advocates for rural communities 
trying to achieve better access to 
healthcare. 

• *AHS – Strathmore Addiction  
and Mental Health Clinic:  
www.albertahealthservices.ca/ 
findhealth/service.aspx?Id= 
1015555&facilityId=1004516

2019 CAMSS Physician
Advocacy Award

ATTENTION: 
Calgary & Area 
Physicians
Who deserves to 
be recognized for 
exemplifying the spirit 
behind the CAMSS 
mission statement:  
“Advocating for 
physicians, caring  
for patients”?

The CAMSS executive is now 
accepting nominations for 
the 2019 CAMSS Physician 
Advocacy Award!

Nominations will be accepted 
until midnight on September 
27, 2019. Use the form found 
on the Advocacy Award page at 
albertazmsa.com/advocacy-
award or contact the CAMSS 
Admin office at zmsaadmin@
albertadoctors.org to receive  
a copy via email.

The award will be  
presented to the winner  
at the CAMSS Annual  
General Meeting on  
November 13, 2019  
at Fort Calgary.

2018 Award Recipient:  
Dr. Jane Lemaire

Visit our website for more 
information about last year’s 
winner, the history of the award 
and previous winners!
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Alberta Health Services Well Child Clinic Standardization

Information for Physicians
In winter 2018, AHS standardized their Well Child Clinics throughout the province. Child growth measurements and screening 
for postpartum depression will be offered at Well Child Clinic (WCC) visits, while the focus of other non-immunization activities 
will be on health education, anticipatory guidance, and referral, based on parent questions and priorities. 

The decision to standardize WCC non-immunization activities was made to ensure AHS could provide the highest level of care 
while meeting the growing provincial birth rate and number of immunizations provided. Standardization was also undertaken 
to ensure we could eliminate regional differences across the province, and ensure the same quality of care for all Albertans.

This standardization may cause a change in the frequency of referrals or information from public health nurses to your office.  
The practice changes are noted below:

Practice Changes in WCC Evidence Highlight Relevance for Physicians

Physical assessment for 
Developmental Dysplasia 
of the Hip will not be 
completed.

Although there is insufficient evidence to provide  
clear recommendations for practice, recommendations  
do exist for routine physical exams by a primary  
care physician.

For concerns about the hip such as limited 
range of motion or impaired movement, 
you will continue to receive referrals and/or 
communication from public health nurses.

Developmental screening 
using tools such as the Ages 
and Stages Questionnaire 
(ASQ) will not be completed.

Evidence regarding developmental screening in well 
children without risk factors in a health care setting using 
specific tools is inconclusive and somewhat conflicting. 
Expert groups however support developmental surveillance, 
discussing development with parents and further evaluation 
when age-expected milestones are not met.

For concerns about infant/child 
development, nurses are guided to 
refer to the local Parent Link Centres 
where parents may complete the ASQ. 
You may also receive referrals and/or 
communication from public health nurses.

Physical assessment of the 
fontanels, sutures and head 
will not be completed.

Evidence exists on the importance of identifying head or 
skull abnormalities. Treatment and management is time 
sensitive. Lack of evidence to support a physical exam in 
a public health setting. Visual assessment by the nurse 
during measurement of head circumference will help to 
identify any major concerns regarding head shape.

For concerns about head shape, 
you may receive referrals and/or 
communication from public  
health nurses.

Screening for hearing will 
not be completed.

Screening for Hearing is best done before one month of age, 
and ideally shortly after birth. The Early Hearing Detection 
and Intervention (EHDI) baseline newborn screening 
program has been implemented across AHS in all Zones.

For concerns about hearing,  
you may receive referrals and/or 
communication from public  
health nurses.

Screening for vision will  
not be completed.

Vision assessments require time, training and specialized 
equipment to conduct properly. Expert group consensus  
is that vision assessment occur at least once between  
3-5 years of age.

For concerns about vision, parents will be 
offered information and may be referred 
to an optometrist. You may also receive 
referrals and/or communication from 
public health nurses.

Oral Health assessment 
will not be completed.

There is evidence of the importance of dental care in the 
early years, including fluoride application and delivery 
of dental sealants. The evidence to show that health 
education alone as an effective intervention is scarce.

For concerns about oral health, parents 
will be offered information and referral 
for dental care. You may receive 
communication from public health nurses.

Evaluation and Surveillance
Surveillance measures to monitor outcomes for child growth measurement, breastfeeding and PPD have been established.  
An evaluation plan for this work is in progress.

For More Information 
Visit the PPD website at www.ahs.ca/ppd for supports and services in each zone for families and information for health professionals.

Visit the WCC Standardization website at www.ahs.ca/wccs to learn more about the standardization process.

This work has been published by the National Collaborating Centre for Methods and Tools: Making Evidence Informed Decisions about  
the Alberta Public Health Well-Child Visit: The Art and the Science 

If you have questions or comments, contact us at hphc@ahs.ca

http://www.ahs.ca/ppd
http://www.ahs.ca/wccs
http://hphc@ahs.ca
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RENEW YOUR ZMSA MEMBERSHIP!
It’s that time of year again…  

time to renew your ZMSA membership!
The ZMSA is your vehicle for direct participation in the planning  

and delivery of healthcare in Alberta. 

Membership provides you with many opportunities:
• Get accurate information as ZMSA executive are in direct contact with AHS and AMA on a regular basis;
• Learn about emerging issues;
• Provide direct input and feedback; 
• on healthcare issues;
• Build professional relationships outside your own circle of influence;
• Dialogue about and examine healthcare issues in frank and constructive ways;
• Participate in educational and engaging training workshops;
• Receive a digital subscription to Vital Signs.

The ZMSA annual membership process is conducted through the AMA. You can expect to receive an email from AMA Membership 
Services by mid-September providing you with a link to complete your renewal. If there is no email address on file for you,  
the membership form is sent by mail. If you wish to switch to online renewal please contact the ZMSA Admin Office at 
zmsaadmin@albertadoctors.org to provide your email address.

Your zone membership options will default to what you selected last year, if applicable. You can make changes as you wish.

Have questions? Please feel free to contact the ZMSA office at zmsaadmin@albertadoctors.org.You can also find  
step-by-step instructions with screen shots on our website: www.albertazmsa.com

Vital Signs is now 
on Twitter

Join the conversation.
twitter.com/vitalsigns_ab

http://zmsaadmin@albertadoctors.org
http://www.albertazmsa.com
http://twitter.com/vitalsigns_ab
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With 16 YRC fun runs hosted by schools 
across the province last spring, we 
wrapped up the school year in busy style!

Two adaptive fun runs – featuring the 
Paralympic Sports Association’s Trail 
Rider – 36 Go! (Girls Only) Run Clubs and 
32 Indigenous School Community clubs 
demonstrated the YRC’s commitment to 
health equity and inclusion.

Goals for the 2019–20 season include 
adding to last year’s 402 schools and 
20,000 students; and continuing to 
develop club resources in support of 
inclusivity.

amayouthrunclub.com

Moving kids of all abilities!


