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A NEW COMMUNITY  
CLINIC FOR YOUR 
PATIENTS
BACKGROUND 
Mayfair recognized an opportunity to provide patients with a 
different kind of health care experience. An experience designed 
with empathy, and shaped after the kind of service today’s most 
service-orientated companies deliver to their customers. 

APPROACH 
Using principles of co-creation – which in very simple terms, you can 
think of as techniques for collaboration and joint problem-solving, we 
engaged our employees, physicians, referrers, and our patients to design a future for 
medical imaging that we could all rally behind. 

Together, we reframed our approach, with patients as our focal point. Instead of 
attempting to create an imaging clinic that provides outstanding patient experiences, 
we wanted to turn an outstanding patient experience into an imaging clinic. The real 
benefit of using this approach is identifying what truly matters to our patients. 

RESULT 
A medical imaging clinic of the future.

M E D I C A L 
I M AG I N G 
R E I M AG I N E D radiology.ca

MAYFAIR DIAGNOSTICS - COVENTRY HILLS
Located at Coventry Hills Centre, just east of the Superstore at  
457, 130 Country Village Road NE. 

All our services are covered by Alberta Health Care. 

We’re open Monday to Friday, 8 a.m. to 4 p.m. 

APPOINTMENTS  
403.777.3000 or requestappointment@radiology.ca
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Let’s consider how economics and politics 
(with a small “p”, not necessarily party-spe-
cific) affect our practice of medicine. In 
our teaching and embedded in our Oath to 
Hippocrates (see Dr. Hay’s letter on page 5), 
physicians are trained to act on behalf of our 
patients’ interests. Advocacy for our patients 
forms the basis for the physician-patient 
relationship, a trust that transcends a simple 
business relationship. Even our autonomy 
as a self-regulated profession rests on this 
primary virtue. Advocacy for the patient is 
virtuous, yes, but it is not the trump card that 
some of us imagine it to be. Simply arguing 
that a treatment is “good” is not sufficient to 
compel the payers (in our case, the publicly 
funded system) to provide it. Administrators 
who say no are not the “enemy” from the 
dark side. Rather they are the ones who have 
responsibility to allocate scarce resources in a 
way that maximizes the benefits to all. 

Consider these facts:
• Alberta has the highest health costs per capita 

of all the provinces, especially in acute care;

• Alberta’s health costs are rising more 
quickly than other government spending;

• Much of the rising health costs are due 
to increased utilization of services by 
Albertans.¹

Unfortunately, measures of patient quality do 
not reflect that increasing spending leads to 
better outcomes. In these tough economic 

times, therefore, we must seek to create finan-
cial sustainability while maintaining — or 
improving — quality and access.¹ It is imper-
ative that physicians be part of developing 
the solution to use the available resources 
most wisely; physicians have a unique per-
spective in understanding health issues and 
outcomes at the individual and population 
levels. We need to consider how payment 
structures — not just dollar amounts — impact 
the economics of health care.

It is time to reconsider the fee-for-service (FFS) 
model that has dominated the physician pay-
ment system for decades. A recent Harvard 
Business Review article demonstrates how 
FFS reimbursement actually leads to escalating 
costs and hampers improvement efforts.²

Rewards poor outcomes: FFS rewards the 
quantity but not the quality of medical 
care. It perversely incentivizes additional 
services such as unnecessary procedures 
and treatment of complications, revisions 
and recurrences. 

Fosters duplication and lack of coordina-
tion of services: In a FFS model, providers 
organize by functional specialties rather 
than being clustered around the patients. 
Patients move between services rather than 
being served in a hub. Fragmentation of 
care develops as patients are handed off one 
specialty to another. Multiple independent 
providers are involved, resulting in poorly 
coordinated care, duplicated services and 
no individual accountability for outcomes.

Perpetuates inefficiency: FFS models pro-
vide no incentive for providers to measure 
or cut costs. Misalignment of fees become 
perpetuated as there is no accountability 
for costs.

Reduces focus: In a FFS model, providers 
are rewarded for broadening their scope 
of care. Specialists are inclined to round 
out their services to a given patient rather 
than returning them to their medical 
home.

I am encouraged that the proposed amend-
ments to the AMA Agreement (September 
2016) have embedded within the agreements 
provisions for strong physician involvement 
in determination of prices and services paid 
for by Alberta Health.1 Sustainable and fair 
methods of payment, such as blended cap-
itation, can be developed for primary care. 
Academic ARPs can be fostered. Quality, 
access and cost can be more accurately 
measured. Physician resources can be best 
distributed according to population needs. 
Provincial electronic medical records can 
be developed.

Take the time to study and consider the pro-
posed amendments to the AMA 2011-2018 
Agreement and vote by October 13. Let’s 
make sure that we as physicians advocate 
for our health system as much as for each 
patient who we see.

I hope that you enjoy this issue of Vital Signs 
with a focus on the political factors affecting 
our profession. As always, comments and 
letters are welcome.

FOOTNOTES
1  Alberta Medical Association. Backgrounder: 

Proposed amendments to the AMA Agreement. 
September 2016.

2  Porter ME and Kaplan RS. How to pay for health 
care. Harvard Business Review. July-August 2016, 
88-100.

President’s Message:

Economics and Politics
Broadly speaking, economics studies the allocation of scarce resources; politics is the 
process by which society determines the priorities for distributing these resources. 
Most of us in medicine started our academic studies in the natural sciences, never 
really studying in depth the social sciences. I peppered my undergrad science 
degree with microeconomics and political science courses just for general interest. 
It is only now as I ponder the direction of health care transformation that I look to 
the lessons from these fields to understand how to revitalize our health system.

Dr. Sharron L. Spicer, CAMSS President
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September 13, 2016

Sarah Hoffman
Deputy Premier
Minister of Health
Re: Cardiac Health Care

Greetings,

The Central Zone of Alberta Health Services (AHS) comprises a geographic area about the size of Portugal. This vast region is home to 
500,000 Albertans, 818 of whom experienced a heart attack in 2009. Many of these heart attacks needed to be treated with emergency 
coronary angiography and angioplasty, which has been demonstrated to be a life-saving procedure. Unfortunately, patients living within the 
Central Zone do not currently have access to these services within the region, and must travel to Edmonton or Calgary for the procedure.

According to CIHI data, a rural Albertan suffering from a heart attack has about a 30% higher chance of death and re-hospitalization 
compared to comparable patients living in Edmonton and Calgary. The current system depends on medical transportation services, which  
are costly, inefficient, and subject to weather conditions. Hospital length of stay is consistently increased due to wait time and delay of 
treatment. The associated wait time and travel time have an impact upon these patients. All of these factors add to the ballooning cost  
of health care in Alberta. 

Fortunately, it is technically feasible and cost effective to offer coronary angiography and angioplasty services at Red Deer Regional Hospital. 
Centres of comparable size, also without cardiac surgical capacity, have opened such facilities in other parts of Canada and improved health 
care whilst decreasing costs in those regions (e.g. Kelowna, BC). To address the inequity in cardiovascular health outcomes in Alberta, the 
CZMSA executive has compiled the following recommendations: 

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. 

1. Support development of comprehensive echocardiography, cardiac catheterization, and angioplasty services at Red Deer Regional Hospital.
a.  Apply existing (donated) funds to address start-up costs. There is roughly $10 million donated dollars readily available from the Red 

Deer Hospital Foundation for this purpose. Start-up costs from the Government would therefore be minimal.
b. Addressing equitable access for the cardiac health care for 500,000 Albertans in the Central Zone.
c. Significantly impacting patient safety and outcomes (‘time is muscle’). 

2. Re-allocation of operational funds used to provide angiography and angioplasty services outside of the Central Zone.
a.  Currently all patients requiring angiography are being treated in Edmonton and Calgary. Reallocate healthcare dollars from  

Calgary and Edmonton to the Central Zone (Red Deer)
b. Procedural cost in Central Zone would be similar to Edmonton or Calgary. Therefore relative cost neutral operations. 
c.  Substantial transportation costs would be saved if such services were offered in the Central Zone. These can be re-allocated  

to sustain operations.
d. Possible cost savings for the health care system of Alberta. 

3.  The Development of echocardiography, cardiac catheterization, and angioplasty services in Red Deer should enhance primary  
health care in the central zone.
a. Promoting risk reduction.
b. Providing educational resources and continual medical education support for physicians in the Central Zone. 
c. Timely access to appropriate consultations.

Advocating for patients in need is the fiduciary responsibility of a physician. Cardiac health care has to be addressed in conjunction  
with other health care needs in the Central Zone. Among other needs it is evident that the patient in the Central Zone lack timely access  
to lifesaving angiography.

I would appreciate your undivided attention and sincere consideration in this regard. 

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
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As a Calgary based ophthalmologist, I feel obliged to respond to 
Dr. Wishart’s most recent letter in Vital Signs. I find many of his 
comments both disheartening and divisive in a time when the need 
for collaboration is clear. 

While it would be naive to think that abuse of the system has never 
occurred, it is inaccurate to say it is widespread or to imply two sections 
are the culprits.

Alberta Health Care billings between ophthalmologists and radiologists 
cannot be compared directly to those of ER physicians. ER physicians’ 
Alberta Health Care billings do not include the salaries and benefits 
of nurses and administrative staff, the construction and maintenance 
of the buildings where they work, the information technology and 
medical records required, the diagnostic equipment and instruments 
that they use, right down to the dressings and sterile linens required 
by their patients. These are routine costs absorbed in ophthalmology 
and radiology clinics. To leave these costs and responsibilities out of 
the equation renders salary comparisons meaningless.

In addition, radiology and ophthalmology provide diagnostic services 
outside the hospital that were previously funded by hospital bud-
gets but now are included in professional service fees. The realized 
savings from hospitals therefore should have been included in the 
physician services budget. 

I hope Dr. Wishart will be encouraged to learn that in Calgary the vast 
majority of ophthalmologists voluntarily donate over and above their 
teaching revenues to a University Eye Foundation which in turn funds 
education, valuable hospital equipment, research as well as both local 
and international philanthropy. In addition, teams of Calgary ophthal-
mologists have been voluntarily performing and teaching eye surgery in 
developing nations for decades. Our section of ophthalmology includes 
dedicated non-GFT master teachers at the university’s medical school. 
Our section as a whole educates medical students, emergency room 
residents, family medicine residents and ophthalmology residents 365 
days per year in a dedicated setting. 

Ophthalmologists in Calgary have used their own funds to create and 
develop much-needed medical, diagnostic and surgical infrastructure 
outside the hospitals. This yields improved access to efficient and cost 
effective care. These centers not only provide patients with state of the 
art diagnostic services and dedicated nursing teams; they also provide 
space and venues for continuing physician education, improved surgical 
training for residents as well as structured education for allied health 
professional and patient education. This ultimately serves Albertans 
and promotes vision saving therapies.

This is a time of great stress to our system but it also a time of great 
potential. I hope, as a profession, we are able to work past our differ-
ences and collaborate with open minds about the best ways to provide 
care for our patients.

Sincerely,
Vivian Hill

We would like to thank the editor for providing us with an opportu-
nity to respond to Dr. Ian Wishart’s letter published in the September 
2016 issue of Vital Signs. In response to the critical comments 
expressed, our desire is to present a collaborative retort; one that 
mirrors joint efforts and successes both Radiology and Emergency 
Medicine have shared involving imaging appropriateness in the 
emergency department. 

Emergency care relies heavily on imaging for timely and accurate 
diagnostics and thus very close collaboration between Emergency 
Medicine and Radiology exists. Together, under the auspices of AIHS/
AHS funding (PRIHS) we have demonstrated marked variability in the 
utilization of computed tomography (CT) in patients presenting with 
mild traumatic brain injury (MTBI) and in patients with suspected 
acute pulmonary embolism (PE). To address this, we have embedded 
and are testing clinical decision support (CDS) tools for both MTBI 
and PE into Sunrise Clinical Manager in a randomized controlled trial. 
PRIHS-funded trials are an example of scientific clinical improvement 
initiatives made possible through Strategic Clinical Networks of AHS 
and inter-departmental collaboration.

The Canadian Association of Radiology and the Canadian Associ-
ation of Emergency Physicians are proud supporters of Choosing 
Wisely Canada. In June of 2015, Diagnostic Imaging in the Calgary 
Zone implemented a pilot project to improve the appropriateness of 
magnetic resonance imaging (MRI) referrals for patients with low 
back pain through standardization of referral history and physician 
education using guidelines from Toward Optimized Practice (TOP). 
Since implementation, Radiology has demonstrated a sustained 10 
per cent decrease in lumbar spine MRI examinations performed in 
the Calgary Zone, increasing access for those that are in most need 
of an MRI study. Simultaneously, a parallel project was initiated 
in the Edmonton Zone with similar success. This radiology-based 
MRI appropriateness initiative has since been rolled out provincially.  
Another collaborative project in the Calgary Zone has seen a safe 25 
per cent reduction in CT scan use for suspected renal colic.

The Department of Radiology, which includes the Division of Image 
Science, is committed to the mission of the Cumming School of 
Medicine and “creating the future of health.” Radiology contributes to 
medical education at all levels: undergraduate, graduate, postgraduate 
and continuing medical education. The highly sought Radiology Resi-
dency Training Program and Neuroradiology Imaging Fellowship are 
both fully accredited by the Royal College of Physicians and Surgeons 
of Canada. Through joint inter-departmental journal clubs, Radiology 
and Emergency Medicine trainees and staff critically evaluate evidence 
that helps us improve appropriateness. 

Unfortunately, the metrics used in Dr. Wishart’s comments were narrow 
in scope and do not accurately measure a Department’s contributions 
to medical education.

Letters
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Hippocratic Oath  
Modern Version

Written in 1964 by Louis Lasagna, Academic Dean of the 
School of Medicine at Tufts University, and used in many 
medical schools today.

• I swear to fulfill, to the best of my ability and judgment, 
this covenant:

• I will respect the hard-won scientific gains of those 
physicians in whose steps I walk, and gladly share such 
knowledge as is mine with those who are to follow.

• I will apply, for the benefit of the sick, all measures 
[that] are required, avoiding those twin traps of 
overtreatment and therapeutic nihilism.

• I will remember that there is art to medicine as well as 
science, and that warmth, sympathy, and understanding 
may outweigh the surgeon’s knife or the chemist’s drug.

• I will not be ashamed to say “I know not,” nor will I fail 
to call in my colleagues when the skills of another are 
needed for a patient’s recovery.

• I will respect the privacy of my patients, for their 
problems are not disclosed to me that the world may 
know. Most especially must I tread with care in matters  
of life and death. If it is given me to save a life, all 
thanks. But it may also be within my power to take a 
life; this awesome responsibility must be faced with 
great humbleness and awareness of my own frailty. 
Above all, I must not play at God.

• I will remember that I do not treat a fever chart, a 
cancerous growth, but a sick human being, whose 
illness may affect the person’s family and economic 
stability. My responsibility includes these related 
problems, if I am to care adequately for the sick.

• I will prevent disease whenever I can, for prevention  
is preferable to cure.

• I will remember that I remain a member of society,  
with special obligations to all my fellow human beings, 
those sound of mind and body as well as the infirm.

• If I do not violate this oath, may I enjoy life and art, 
respected while I live and remembered with affection 
thereafter. May I always act so as to preserve the finest 
traditions of my calling and may I long experience the 
joy of healing those who seek my help.

In light of the current fiscal environment in Alberta and escalating 
health care expenditures, we would argue that in today’s landscape, 
time is of the essence. As stated on numerous occasions by physician 
leaders in Alberta, we need to be effective stewards of healthcare 
resources and here we agree with Dr. Wishart.

Richard Walker, Radiology 
Eddy Lang, Emergency Medicine

Editor,

Dr. Noel Hershfield called for ‘a new oath to accommodate this new 
challenge…’ in his September article when discussing the Hippocratic 
Oath and Medical Assistance in Dying.

VitalSigns should run a competition for a new hyper-modern declaration! 
The HAA is my proposal.

The Hippocratic Antithetical Affirmation:
• I affirm the following: 
• I hold the Preceptor of Medicine to be equal to all other teachers.
• If the preceptor is financially challenged, I will direct that 

individual to Social Services.
• I will consider the preceptor’s emotionally (and sometimes 

genetically) bonded household group to be students of 
medicine when they meet the admission criteria and provide  
the appropriate fee.

• If on duty, I will use treatments to help the health-care 
consumer according to my ability & judgment.

• I will try to avoid wrong doing & unnecessary injury — after the 
proper disclaimer and health-care consumer consent.

• I will administer poison to any adult health-care consumer 
when asked, if legally sanctioned to do so.

• I will recommend Assisted Death to a health-care consumer  
if I consider their life is futile and they are suffering ‘grievously  
& irremediably.’

• On request, I will refer a person in the maternal condition for  
an abortion at any gestational age and cause.

• I will keep my public life pure — private life is my own affair.
• I will enter a house to assist the health-care consumer, if 

remunerated appropriately.
• I will abstain from intimate relations with health-care 

consumers — unless allowed by the College. 
• Whatsoever I shall see or hear professionally will be documented 

in the Electronic Medical Record and — if mandated by 
Government — shared.

• If I fulfill this affirmation, may I gain forever the appropriate 
reputation amongst all persons.

• If I transgress this declaration, may I gain forever the 
appropriate lawyer.

Kevin Hay
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Well, think about it. 
Most of the fund-
ing for health care 

comes from the public purse, managed by 
the Government. To be specific, it is the pub-
lic purse where the funding arises. It is not 
the “Government’s money,” rather, it is the 
responsibility of the Government to “manage 
the money” that comes from the people. 

We, as physicians, are accountable to Alber-
tans. We are there to advocate for their care 
since we are the ones who observe and rec-
ommend health care. Second, we need to 
remind ourselves that we are being paid with 
their money, to be respectful of that.

We do not need to get into bed with the Gov-
ernment. It is like industry. We need to work 
with industry to advance care, innovate care 
and provide care (Care being the operative 
word). When we get into bed with industry 
we can and will lose our independence and 
can forget who we serve. That is, our patients 
not ourselves. We need to be “at the table” 
with industry so they can have feedback as 
to what works, what needs tweeking and 
what needs to be discarded as it does not 

advance care. In the same sense, we need to 
be at the table with Government to address 
patient needs.

As the old saying goes “If you have a hammer 
everything looks like a nail.” Now I will relate 
something that I learned about “anesthesia” 
being a “hammer.” I practice cardiac anesthesia. 
Lots of invasive procedures, pretty powerful 
drugs, lots of transfusion of expensive blood 
products, transesophageal echocardiography, 
you get it, high end stuff. Well, we do these 
TAVI’s. That is a procedure where you work 
with an invasive cardiology/cardiac surgery 
team to place an aortic valve via the femoral 
artery. It is an amazing thing to see this snake 
inch its’ way up the aorta, you pace the heart 
at 180 beats per minute, blow up a balloon 
with the device in the aortic position and voila 
you have a new valve without a sternotomy.

The vast majority of these patients (at this 
point in time) are fragile and, although they 
need a new aortic valve, they are at high risk 
for perioperative complications, including 
death. The TAVI’s are not without compli-
cations (including death) and patients can 
almost have these as day surgery (almost!). 

So, with patients looking fragile and frail, we 
as anesthesiologists treated them with great 
care, greater invasiveness and vigilance for 
hemodynamic stability. We cheered the first 
cases! We cheered at the early extubation! 
We cheered for ourselves! Look at what we 
could do!!

Then came innovation; doing something 
faster, cheaper and better! I was challenged 
by the lead cardiologist to do this without a 
general anesthetic. What? Actually what non-
sense. What did he know about anesthesia, he 
is just a “damned” cardiologist. What a jerk to 
think he can, should or would even think to 
tell me about my job. Well, actually, we have 
a good relationship with him and we talked 
it over. Why no general anesthetic I asked. 
It has been measured that patients without 
a general anesthetic they get out of hospital 
earlier in addition to having less delirium. 

I got back at this cad when he suggested this 
one patient could be our “test case.” I noted 
that he spoke no English and had a dodgy 
airway. Well, I had the upper hand now. 
Not really. It just spoke to our need to work 
together when we need to work together.

Medicine as Politics
Dr. Richard Bergstrom

Dr. Richard Bergstrom

It makes so many physicians want to spit. To think that politics is intricately involved in medicine; politics 
seems to be about politics...and I hope medicine is not about doctors, rather, about patients. 
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So, we talked further and now many of these 
frail elderly folk have not one whiff of seda-
tion when I am at the head of the table. The 
team has actually collaborated to deliver a 
much improved product. It is not what we 
do “to” patients, rather, it is what we do “for” 
them. I needed to think “outside the box” and 
provide better care. As an anesthesiologist I 
need to continuously think about how to do 
this better. A better product which costs less! 

Now, back to Government, we need to be 
“at the table” with them. We can even be on 
opposite sides of the table. Yet, at the head 
of the table we would all see the people of 
Alberta. They are the ones who should hear 
our discussions; in fact I think they must. I 
think it would focus our discussions on those 
who really matter, our patients. I think the 
population of Alberta needs to hear the phy-
sician community providing both invention 
and innovation. So, I think we need to speak 
for our patients, provide advocacy and also 
show them that their money is being used 
responsibly, wisely and for their betterment. 

This reminds me of the “Nash Equation” as in 
A Beautiful Mind with Russell Crowe. Huh? 
You say… a schizophrenic economist and 
health care? It has to do with Game Theory 

(a fantastic area of decision making… and we 
think ourselves intelligent and logical… not 
so much). The Nash Equation speaks to how 
we change our thinking when thinking about 
what the other person is thinking.

I think we really should think of negotiations 
and the provision of care with the patient front 
and center. Does this mean I want to decrease 
appropriate compensation for the services we 
deliver? Absolutely not… just look at what 
others charge for services. Truly necessary 
services, professional and non-professional 
(emergency plumbing, electrical, dental, 
legal… all needed in our first world nations). 
We would be best to think of ourselves and 
also of others. In that way we maintain our 
greater focus, our work, our job, to serve those 
who seek our knowledge and abilities; both 
individually and as truly integrated teams. To 
speak with the Government regarding what 
is appropriate both for the physicians and 
patients involved. It is complex, takes time 
and takes a relationship with the Government. 
Medicine here does mean politics.

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

587 873 8822 | customercare@spud.ca 

Use promo code  
VITAL10 at checkout.

*must live within delivery area, not to be 
combined with any other offers. New 

customers only. Expires Dec 31/16

$10 OFF 
YOUR

FIRST 
ORDER

local & organic 
groceries  
delivered 
to your door!

•   free delivery
•   no contracts,  
     no commitments
•   over 3,000 produce 
     and grocery products 
     available online

•   100% satisfaction 
     guaranteed

Local & Organic Groceries Delivered

CALL FOR NOMINATIONS
Vice-President, Central Zone Medical Staff Association

Nominations are being sought for Vice-President, CZMSA. 
This two (2) year term begins March 1, 2017 and ends February 28, 2019.

The Vice-President shall succeed the President upon the expiration  
of the President’s term.

Potential candidates should send their curriculum vitae and a letter of interest 
(no more than one page) to the CZMSA Administration office  

(zmsaadmin@albertadoctors.org) by December 16, 2016.
An election by secure confidential e-mail ballot will occur in January 2017  

and the successful candidate will be announced on February 13, 2017.
Further information is available at www.albertazmsa.com/czmsa or from the CZMSA 

Administration office: zmsaadmin@albertadoctors.org or 403-205-2093

I think the population of Alberta needs to hear the physician community 
providing both invention and innovation.

http://www.spud.ca/about/whatsnew.cfm?LID=4&VitalSigns=CAL_Sept_Digital_Mag_VertAd_Food_Be_Your_Medicine&utm_source=VitalSigns&utm_medium=digital+mag+ad&utm_content=Food+Be+Your+Medicine+ad&utm_campaign=CAL+Vital+Signs+ad+Sept
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Over the past half century Calgarians have 
voted for and against the addition of fluoride 
to their drinking water 3 times! In 2011, the 
City of Calgary voted to discontinue fluoride 

from the municipal drinking water. Recently, the topic has been 
reopened by some city councilors due to new information revealing 
that the rate of increase of dental caries in seven to eight year old 
children in Calgary is higher than that seen in children in Edmonton. 
Edmonton fluoridates their municipal water supply. 

So Let’s Reflect on a Few Thoughts:
•   Caries experience has increased significantly over the past few decades 

with many primary school children still suffering from dental dis-
ease (Up to 28% according to the Centers for Disease Control and 
Prevention (NCHS Data Brief. 2015 Mar; (191):1-8.).

•  Children with chronic dental pain are known to experience negative 
impact on physical, mental and social functioning. (J Dent Child; 
201 Jan-Apr;77(1):4-11). 

•  The cost of dental rehabilitation is expensive both financially and 
emotionally. 

•  Politicians currently are blaming the families for neglect of oral care 
and dentists for exorbitant prices. 

•   Fluoride is certainly not a panacea of caries elimination. Its use is in 
a preventative application with the understanding that low dose and 
frequent application of fluoride to the dentition is beneficial in the 
reduction of cavity development.

•  Currently there are no other reasonable alternative preventative 
therapies available that are as cost effective as water fluoridation 
strategies.

I Would Like You to Consider the Following Ideas:
•  The controlled addition of fluoride to the municipal water supply is 

a reasonable approach to providing a low dose frequent application 
of fluoride to the general population. This is particularly beneficial 
for low income individuals (young families and elderly included).

• Individuals who don’t wish to consume the fluoridated water have 
the option to consume water from non-fluoridated sources (bottled 
water, home filtration units, etc.).

• The debate that fluoride downstream is not beneficial for the environ-
ment has not been validated, at the water fluoridation levels used, as 
many municipalities have naturally occurring fluoride. Indeed, the 
Bow and Elbow River both have variable levels of fluoride depending 
on the time of year (0.1-0.4mg/L). This level is not sufficient to 
optimize caries reduction which is the rationale for topping up the 
fluoride in the water supply. 

• Empirically we see the positive impact of fluoride on the develop-
ment of teeth particularly with the first permanent molars. Fluoride 
decreases the depth of the fissure system which provides less surface 
area for plaque retention resulting in a reduced caries risk profile 
for the individual tooth. I often explain this to my patients as the 
teeth coming in less wounded initially due to the improved surface 
architecture. Unlike other areas of medicine, dental restorations do not 
allow for primary apposition of the edges of the wound which means 
that teeth with cavities or restorations are not as sound and strong 
as the natural tooth. Long term, this means that the more wounded 
teeth will require further restorations, which will continue to reduce 
the strength and integrity of the surrounding structure.

• Without adding fluoride to our municipal water there is more risk to 
caries development between the teeth and this occurs more rapidly. 
This will result in the greater need to screen this area with radiographs 
and more radiation exposure to the population. The consequence of 
not screening regularly for the interproximal decay is waiting until 
the cavities are clinically visible meaning that the wound to the tooth 
is greater and the outcome of treatment is less ideal.

As with any controversial topic, a short comment paper leaves us with 
more questions than answers. The continued dialogue and debate 
can only offer us all a better understanding of the true scope of the 
issues that we are facing.

Sarah Hulland, BSc, DDS, Cert. Ped. Dent., MSc, FRCD(C)
President of Alberta Children’s Hospital Medical Staff Association

Pandora’s Box
The Fluoride Debate Continues 
Dr. Sarah Hulland

It is always interesting to sit back and patiently listen to the multiple sides of any controversial topic. This 
is particularly true when one is dealing with an issue that evokes extreme and passionate responses from 
people. The challenge then begins to navigate this quagmire in trying to formulate a reasonable and educated 
response. Fluoride is one of these topics and to deal with this issue on a daily basis has been interesting. 

Dr. Sarah Hulland



2016 FMC MSA Service Recognition Awards
On September 27, 2016 the Foothills Medical Staff Association presented the inaugural FMC Medical Staff Association 
Service Recognition Awards. Congratulations to all of the recipients!

Dr. Don Angus 43 years
Department of Psychiatry 

Dr. Michael Beriault 24 years 
Department of Anesthesiology

Dr. John Jarrell 28 years
Department of Obstetrics & Gynecology 

Dr. Teresa Kieser 28 years 
Department of Cardiac Sciences

Dr. John Klassen 39 years 
Department of Medicine  

(Internal Medicine)

Dr. Robert Lindsay 36 years 
Department of Plastic Surgery 

Dr. Charles MacAdams 
(posthumous)  27 years

Department of Anesthesia 

Dr. Jim Mayhew 46 years
Department of Family Medicine 

Dr. Luanne Metz 20 years
Department of Clinical Neurosciences

Dr. Christine Molnar 31 years 
Department of Radiology 

Dr. Jill Nation 30 years
Department of Obstetrics & 

Gynecology / Department of Oncology 

Dr. Man-Chiu Poon 33 years
Department of Internal Medicine 

(Division of Hematology & 
Hematologic Malignancies)

Dr. Lorne Price 38 years
Department of Medicine  

(Internal Medicine/ Gastroenterology)

Dr. Harvey Rabin 37 years 
Department of Medicine  

(Infectious Diseases)

Dr. John Rothschild 36 years
Department of Cardiac Sciences  

(Division of Cardiac Surgery)

Dr. William (Bill) Wertzler 20 years
Department of Emergency Medicine
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HALIFAX — Canada trails the pack when 
it comes to mental health funding lev-
els among comparable industrially 
developed nations — but advocates say 
a promise from the federal government 
to improve services means the time is 
ripe to push for change.

“Access to care is abysmal in most places 
throughout the country and of course that’s 
linked… not only, but very much to funding,” 
said Louise Bradley, executive director of the 
Mental Health Commission of Canada, in a 
recent interview.

“We’ve been told to do more with less for a 
very long time. I think the rubber band is 
stretched as far as it can go.”

Bradley’s organization and others, such as 
the Canadian Mental Health Association 
(CMHA), have been calling for the mental 
health share of health spending in the prov-
inces and territories to increase by two per-
centage points over the next decade — from 
a national average of seven per cent to nine.

Canada’s funding levels rank near the bottom 
among a list of OECD countries, a point of 
concern for the Trudeau Liberals who have 
pledged to make improved access to services 
a priority since coming to power last fall.

Bradley says she’s cautiously optimistic 
something can be done through the upcom-
ing round of discussions on a new health 
funding agreement between Ottawa and the 
provinces — but even that modest increase 
would leave Canada behind countries such 
as New Zealand, Australia and the United 
Kingdom, where funding levels range from 
10 to 14 per cent.

Most Canadian jurisdictions are proportionally 
in the same funding range or slightly higher 
than Nova Scotia, which earmarked $275 
million out of its overall $4.1 billion health 
budget for mental health services for 2016-17.

Bradley said the numbers simply don’t meet 
the demands of a growing burden of care for 
the overall health system and for the economy 
at large in terms of lost productivity, at about 
$50 billion a year.

Steve Lurie, executive director of CMHA’s 
Toronto branch, said research has found that 
the mental health disease burden in Canada’s 

most populous province is 1.5 times that of 
cancer and heart disease and seven times that 
of infectious disease.

Yet Lurie said Ontario invested about $500 
million over a 10-year period for mental 
health compared to $16 billion in other areas 
of health care.

“What this manifests as, is that people are 
denied the treatment they need,” said Lurie. 
“There are wait times to get everything from 
psychotherapy to assessments to get into sup-
portive housing.”

Lurie said in recent years a number of prov-
inces have funded initiatives that, if “scaled up 
appropriately,” would make a big difference.

He said Ontario has funded assertive commu-
nity treatment teams, which are multi-disci-
plinary teams that target people with complex 
mental illness. Lurie cited research that indi-
cated the teams could reduce the time patients 

spend in hospital over a six-year period from 
50 days a year to just 10.

Lurie said the teams can support about 5,000 
people in Ontario, which has the largest num-
ber of teams.

“But relative to the percentage of people who 
are living with schizophrenia or other psy-
chotic disorders, you could easily double the 
capacity of the assertive community treatment 
teams in Ontario,” he said.

Lurie said another cost-effective initiative that 
could prove effective nationally is a CMHA 
program in British Columbia called Bounce 
Back, which provides telephone coaching to 
those dealing with anxiety and depression.

“My pitch would be, it’s not like we don’t know 
what to do… it’s just that we are not funding 
them (programs) at a sufficient level.”

Patrick Smith, national CEO for CMHA, said 
the improvements mental health organiza-
tions and other advocates have been asking 
for do not amount to a “Cadillac system” and 
would still leave Canada behind many other 
countries.

He said he hopes Ottawa will target areas 
such as mental health for more support, even 
as the provinces call for more money overall 
through the funding formula.

Time to Bolster Canada’s Chronically 
Underfunded Mental Health System:

Advocates
Keith Doucette, The Canadian Press
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During a stop last month in 
Halifax, federal Health Minister 

Jane Philpott said the government 
realizes that Canada does not 

invest in mental health as well  
as other countries do.
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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 

 

 
 

 

“We really do need investment,” said Smith. 
“I think it needs to be a mix… but not trans-
ferring money and crossing your fingers and 
hope they (provinces) do the right thing.”

Whether the provinces will readily accept 
targeted funding for Ottawa’s health priorities 
is still an open question.

Some premiers have said they are willing to 
listen, but Quebec Premier Philippe Couillard 
made it clear following last month’s premier’s 
meeting in Whitehorse that his province is 
“totally opposed” to the idea.

During a stop last month in Halifax, federal 
Health Minister Jane Philpott said the gov-
ernment realizes that Canada does not invest 
in mental health as well as other countries do.

“It’s a fundamental part of our plan in terms 
of what we want to be talking to the prov-

inces and territories about and that is making 
sure that Canadians will have better access to 
mental health care,” said Philpott.

She said there should be ways that govern-
ments can show that the money is being 
used well and that talks with her provincial 
counterparts on that point were continuing.

Meanwhile, Bradley, a hospital administrator 
for most of her career, said she understands 
the pressures at play in the health system and 
how mental health has historically struggled 
as a result.

“The proof will be in the pudding,” said Brad-
ley. “I do feel that unless it’s protected funding, 
there is the risk that it will go to something 
else other than mental health.”

Printed with permission 
The Canadian Press

DID YOU KNOW?
There are five zones in Alberta and each one has a medical staff association. Each 
ZMSA has a President and that individual does a great deal to ensure local physician 
issues are recognized. The five Presidents and the AMA President form the Council of 
Zonal Leaders and discuss important health care issues quarterly. As well, the entire 
zone Medical Directors, ZMSA Presidents and ZMAC (Zone Medical Administration 
Committee) chairs meet monthly at PPEC (Provincial Practitioner Executive Committee). 
We are often joined by the AHS, CMO and CEO. We also hold ZAFs (Zone Advisory 
Forums) twice yearly that enable us to focus on one or two important issues in our 
zones and explore potential solutions. 

ZMSAs have grown over the past few years and increased membership has resulted in a stronger 
voice for physicians. We advocate on your behalf to help you care for patients. We assist you if 
you are the subject of a disciplinary action or feel you have been intimidated. We represent you 
at AMA meetings and more recently, are even trying to give back to the system in Edmonton, 
for example, using funds to launch a Quality Initiative competition. https://www.eventbrite.
com/e/ezmsa-quality-improvement-grant-fund-launch-reception-tickets-27586864053 

The EZMSA carries out an Annual Waitlist Survey of physicians in the zone with office practices. 
It has been carried out annually since 1997 and is now available to do electronically: These 
results are shared annually with the Minister of Health.

It is easy to belong to your ZMSA. If you are working or have an appointment in a zone, 
you are eligible to be a member. Dues are collected by the AMA annually but you can also 

email info@albertazmsa.com for more information. 

You can also go to the ZMSA website at http://albertazmsa.com for 
contact information. 

I strongly encourage you to get involved with your ZMSA. It is your 
voice — one that can get stronger with having a large and engaged 
membership.

Dr. Shelley Duggan  
President, Edmoton Zone Medical Staff AssociationDr. Shelley Duggan
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TIME TO RENEW YOU 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.
• Receive a subscription to Vital Signs.

The ZMSA annual membership process is conducted through the AMA. By now you will have received an email from Kirsten Sieben of AMA 
Membership Services 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 
Adrienne Wanhill, ZMSA Coordinator, at Adrienne.Wanhill@albertadoctors.org to provide your email address.

Your zone membership options will default to what you selected last year. You can make changes as you wish. This is what the ZMSA 
renewal screen will look like: 

Join your ZMSA:

STEP 1: This section will pre-populate 
with the membership option you selected 
last year.

STEP 2: (CAMSS members only): If you 
have chosen to join the Calgary and 
Area Medical Staff Society (CAMSS) you 
also have the option to designate your 
dues to your site MSA. Funding these 
MSAs is essential to ensure the specific 
concerns and issues important to each 
MSA continue to have a forum where 
members have a voice. If supporting your 
local MSA is important to you, please be 
sure you select the button beside your 
subsidiary MSA choice.

If you have any questions please feel free to contact the ZMSA office at zmsaadmin@albertadoctors.org





ZMSAs – Communicating With Physicians in Alberta

14

CPSA Council votes on Referral Consultation  
and Safe Prescribing – Clinical Standards of Practice

Referral Consultation Amendment to take effect January 1, 2017
More timely care is the intent of the Referral Consultation amendment approved by the Council of the College of Physicians  
& Surgeons of Alberta on September 9, 2016 following a two-month consultation period with the profession and stakeholders. 

The extended effective date recognizes some practices may need to adjust workflows and processes to meet new mandated 
timeframes for responding to consultation requests.

Council also amended the Transfer of Care standard, effective October 1, 2016.

Learn more at: http://www.cpsa.ca/lets-talk-about/

College to Consult on Safe Prescribing – Clinical Draft Standard 
Your feedback is needed this fall on a new draft standard of practice for Safe Prescribing – Clinical. While the focus is on general 
prescribing, the standard also includes specific safeguards for long term opioid treatment for chronic non-cancer pain.

To provide your feedback, watch your email for the Consultation 012 notice in early October. The notice will include links to 
an online consultation form. The consultation period is from October 12 – December 12, 2016. For more information, contact 
chantelle.brigden@cpsa.ab.ca.

If you have questions, please contact the IPAC Program at ipac@cpsa.ab.ca or 780-969-5004.

2016 CAMSS Physician Advocacy Award
ATTENTION:

Calgary and Area Physicians
Who deserves to be recognized for exemplifying the spirit behind the CAMSS 

mission statement: “Advocating for physicians caring for patients”?

Soon the CAMSS executive we will be accepting nominations  
for the 2016 CAMSS Physician Advocacy Award.

Nominations are being received until midnight October 31, 2016. Use the form found  
on the Advocacy Award page on albertazmsa.com/advocacy-awards or contact the  
CAMSS Administration Office at the office, 403-205-2093 to receive a copy via email.

The award will be presented at the CAMSS Annual General Meeting on  
November 9th, 2016 at the Glencoe Club.

Previous Award recipients are: 
Dr. Julian Kyne: 2015 | Dr. Lloyd Maybaum: 2014 | Dr. Martin Labrie: 2013 | 

Dr. Phillip der Merwe: 2012 | Dr. Rick Anderson: 2011 | Dr. Glenn Comm: 2010



albertapatients.ca

Invite Two patients
Help us make albertapatients.ca the most  

recognized online patient community in Canada.

Seeking 2 
patients per 
physician
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CAMSS ANNUAL GENERAL MEETING

November 9th, 2016
5:30 Social | 5:45 Buffet | 6:15 Meeting

WHERE?
Glencoe Club (636-29 Avenue SW, Calgary)

WHO?
Dr. Alan Casson, Senior Medical Advisor  

Alberta Health

No cost for CAMSS members to attend

BUT you must pre-register with the CAMSS office: 
Contact the CAMSS Administration Office at 403-205-2093 or zmsaadmin@albertadoctors.org

Not a CAMSS member but would like to attend the cost is $75.00  
Why not join for $150.00?






