


Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

Editor: Dave Lowery, 403-243-9498, bethere@shaw.ca

Advertising director: Bob d’Artois, 403-540-4702, bobdartois@shaw.ca

Editorial advisory board: 
Dr. Steve Patterson – steve.patterson@albertahealthservices.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Lloyd Maybaum – lloyd.maybaum@albertahealthservices.ca
Dave Lowery – bethere@shaw.ca
Audrey Harlow – audrey.harlow@albertadoctors.org
Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

Please send any contributions to: Dave Lowery: bethere@shaw.ca, 403-243-9498.

Vital Signs reserves the right to edit article submissions and letters to the editor. 

Deadline: 
The deadline for article submission to Vital Signs is the 15th day of the month for 
distribution the first week of the following month.
 

Next deadline is April 15, 2014. 

Contributors: 
The opinions expressed in Vital Signs do not necessarily reflect the opinions or 
positions of the CAMSS or CAMSS executive.

Advertising:
Claims made in advertisements are not verified by CAMSS and CAMSS assumes no 
responsibility for advertising accuracy. 

© 2014

CAMSS executive - Please feel free to contact your 
representative with any concerns or issues. 

Dr. Steve Patterson, CAMSS and MSA PLC president , 403-943-5554 
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904 
Dr. Amy Bromley, CAMSS treasurer and MSA CLS president 
Dr. David Kent, RGH MSA president,403-943-3410 
Dr. Arlie Fawcett, PLC MSA vice president, 403-944-984 
Dr. Geoff Hawboldt, FMC MSA president, 403-943-9900 
Dr. Linda Mrkonjic, FMC MSA VP & treasurer, 403-944-2237 
Dr. Candice Bjornson, ACH MSA president 
Dr. Sharron Spicer, ACH MSA vice president 

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

Vital Signs accepts advertisements from members and non-members. 
For advertising rates, please visit: www.CAMSS.ca 
and download the rates from the Vital Signs page. 

For more information please contact Bob d’Artois, CAMSS advertising 
director. P. 403-540-4702 bobdartois@shaw.ca

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4
 

Audrey Harlow (403) 205 - 2093



Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

Editor: Dave Lowery, 403-243-9498, bethere@shaw.ca

Advertising director: Bob d’Artois, 403-540-4702, bobdartois@shaw.ca

Editorial advisory board: 
Dr. Steve Patterson – steve.patterson@albertahealthservices.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Lloyd Maybaum – lloyd.maybaum@albertahealthservices.ca
Dave Lowery – bethere@shaw.ca
Audrey Harlow – audrey.harlow@albertadoctors.org
Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

Please send any contributions to: Dave Lowery: bethere@shaw.ca, 403-243-9498.

Vital Signs reserves the right to edit article submissions and letters to the editor. 

Deadline: 
The deadline for article submission to Vital Signs is the 15th day of the month for 
distribution the first week of the following month.
 

Next deadline is April 15, 2014. 

Contributors: 
The opinions expressed in Vital Signs do not necessarily reflect the opinions or 
positions of the CAMSS or CAMSS executive.

Advertising:
Claims made in advertisements are not verified by CAMSS and CAMSS assumes no 
responsibility for advertising accuracy. 

© 2014

Contents
April 2014

Columns:

From the CAMSS president: AHS has a new CEO. The 5th in six months! - 4

From the past president: Rambling man ---------------------------------------------- 5

CZ MSA update ----------------------------------------------------------------------------10

AMA update ---------------------------------------------------------------------------------13

Features:

Guest feature: Medication reconciliation is a physician issue ------------------- 7

The drones are here! And that might not be a bad thing -------------------------- 8

CAMSS executive - Please feel free to contact your 
representative with any concerns or issues. 

Dr. Steve Patterson, CAMSS and MSA PLC president , 403-943-5554 
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904 
Dr. Amy Bromley, CAMSS treasurer and MSA CLS president 
Dr. David Kent, RGH MSA president,403-943-3410 
Dr. Arlie Fawcett, PLC MSA vice president, 403-944-984 
Dr. Geoff Hawboldt, FMC MSA president, 403-943-9900 
Dr. Linda Mrkonjic, FMC MSA VP & treasurer, 403-944-2237 
Dr. Candice Bjornson, ACH MSA president 
Dr. Sharron Spicer, ACH MSA vice president 

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

Vital Signs accepts advertisements from members and non-members. 
For advertising rates, please visit: www.CAMSS.ca 
and download the rates from the Vital Signs page. 

For more information please contact Bob d’Artois, CAMSS advertising 
director. P. 403-540-4702 bobdartois@shaw.ca

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4
 

Audrey Harlow (403) 205 - 2093

On the cover: A quadcopter drone with GPS stabilization 
and real time video transmitted to the operator available 

to the general public on the internet. 
Photo by Dave Lowery

Premium professional/medical office space for rent
Riverside Wellness Centre — 110 Point McKay Crescent NW

Size — 740 sq.ft.
Rent (inclusive of operational costs) — $3400/month plus 

applicable taxes
Ideally located minutes from downtown on the corner of 

Shaganappi Trail and Memorial Drive
Free parking

Neighbors — other health and wellness professional services
Open waiting room with one office and four exam rooms

For all inquiries please email jerry@theriverside.ca

The Rockyview General Hospital MSA AGM
Tuesday, June 3, 2014, 6 – 9 p.m.

Railway Orientation Centre, Heritage Park’s Town Square, 
1900 Heritage Drive S.W. Calgary

Western buffet dinner, Rockyview General Hospital physician 
recognition awards & wonderful entertainment. 

Western attire is welcome . . .  yahoo!
More information to follow: 

stella.gelfand@albertahealthservices.ca, Rockyview General 
Hospital medical staff association. 

Tel: 403-943-3428

CAMSS Annual General Meeting
June 11, 2014

Glencoe Club, Calgary
5:00 Meet and Greet

5:30 Buffet
6:00 Meeting

Please RSVP to Audrey Harlow at audrey.harlow@
albertadoctors.org

or 403.205.2093

50%



Vital Signs April 2014 • Page 4

From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

AHS has a new CEO . . . the fifth in six months!

It has been an interesting five months as your CAMSS president. It 
is a position that has pushed me far from my comfort zone as an 
anaesthetist at the PLC. In the last month I have read three reports 

that, taken together, are a clarion call to action. 

The first report was a detailed review of the cost and results for 
population health as a whole in Alberta. We essentially provide the most 
expensive care with middle of the road results. 

The second report was the Health Quality Council Report on 
continuity of care. If you have not yet read this report, you should. It 
is available on the HQCA website (http://www.hqca.ca/). The HCQA 
report chronicles the path of Greg Price, a young man who ended 
up dying after an orchidectomy for testicular cancer. This report 
details the many gaps in care that existed along his path and makes 
recommendations to improve the system. These gaps in care included 
a failure to communicate between primary care physicians within the 
same walk in clinic, failure to communicate and act on critical “time 
sensitive” imaging studies, and failure by specialists to notify referring 
physicians of the waiting time for an appointment. Lastly, there was a 
failure to ensure adequate access to a specialist after a procedure both 

during the day and after hours. Many of these gaps were as a result of 
practices not in compliance with the existing CPSA standards of care. 
I would ask interested physicians to go to the Price family website, 
Health Arrows (http://healtharrows.ca/), for their comments on the 
report. There was no “system” of health care for Greg. (Greg’s father is 
interviewed on the Calgary Eyeopener here: http://www.cbc.ca/player/
Radio/Local+Shows/Alberta/ID/2440475519/) 

 This report was one of the key items presented at the AMA 
representative forum on March 14/15. The Price family was there to 
put an all too human face on the consequences of uncoordinated care. 
The topic for the breakout sessions was “continuity of care,” and many 
resolutions were passed. These resolutions require either AHS or AB 
health to partner with the AMA in devising systems or changing practices 
to try to prevent this type of disjointed care from recurring. It is not 
our electronic systems that have let us down, it is our principles and 
practices that have changed. We have to go the extra mile to ensure we 
review our lab work and imaging studies and ensure that referrals are 
sent and received. On the other end, when we receive an urgent referral 
or phone call, we have to arrange to see the patient quickly. It is our 
colleagues who are asking. 

The final, and ultimately most 
important piece of this puzzle, 
is each patient having a medical 
“home.” Ideally this is a single 
family physician, the quarterback of the 
healthcare team. Without some form of 
rostering, or the assigning of each Albertan 
to a “medical home” the rest of these 
innovations will not lead us to the place we 
need to be. Chronic diseases are best dealt 
with by a single physician or clinic with 
access to all notes, tests and consults; not 
by sporadic care by multiple physicians at 
multiple sites.

The third report was a template for 
what is possible. The Canterbury Initiative, 
authored by Dr. Elford, is a report on what 
the health district of Canterbury in New Zealand did in response to 
these types of issues. The specialists and primary care physicians got 
together and over the course of six years devised approximately 500 
clinical pathways. These pathways delineated the accepted therapies and 
investigations for the most common health concerns. They also made 
recommendations clarifying at what point referral was required and 
what investigations should be done prior to referral. The outcome, six 
years later, has been decreased wait times for referrals and procedures. 
Medical admission rates are down, emergency visits are reduced and 
costs are decreased. The key components of health pathway creation 
and physician cooperation are augmented by a robust electronic 
referral system. The crucial feature allowing this to succeed is stable 
administration and management of health care on a systems level. 
Without this the other initiatives are doomed to failure.

 
We have a new CEO in Alberta Health Services; our fifth in six 

months. I would like to welcome Vickie Kaminski to Alberta. Thank 
you for taking on this job. I would like to ask both you and Dr. Cowell 
for a period of calm. Shelter healthcare from the tempest of political 
interference and let us do our jobs, develop our programs and make 
healthcare better. Long term planning is required, not just stop-gap 
measures and cuts.

Mea culpa. I stated in an earlier column that the Choosing Wisely 
initiative which is to be launched this month had no university 
representation. Thank you Dr. Symonds for pointing out that both Dr. 
Cooke and Dr. Bridges from the University of Calgary are part of the 
planning group. Education is crucial to this initiative and it is good to 
see their presence on the planning team.

The reports referred to above will be on the CAMSS website soon. 
We are upgrading the website, so take a look. Go to CAMSS.ca and 
prepare to be amazed, or at least be able to read back issues of Vital 
Signs.

February marked the first break that I have taken from writing 
for Vital Signs in the last four years. This milestone made 
the transition to CAMSS past-president seemingly complete; 

however, my list of potential articles remains as long as ever. The 
timing for writing certain articles, however, can tend to fade so this 
month I’ll clean up a few major articles that never happened.

For instance, in December there was a further development 
following the sacking of the AHS board and chairman. If you recall, 
back in May the board would not allow AHS executives to forgo their 
salary at risk (egregiously and repeatedly referred to as ‘bonuses’ by 
the minister). This became the principle argument to justify his firing 
of the entire board and chairman. The minister projected himself as the 
hero ardently fighting for the voice of the underdog AHS executives 
that felt the ‘bonuses’ were out of line. Moreover, the health minister 
led us to believe that there were a number of AHS executives lined 
up to refuse these ‘bonuses.’ Alas, on December 10, 2013 it was 
revealed that only one AHS executive expressed a desire to decline 
their ‘bonus.’ The deception employed by the minister in this matter 
was truly astounding (see the July and September, 2013 issues of 
Vital Signs for further review). Moreover, who amongst us didn’t 
choke down the bile when the lone, rogue ‘morally upstanding’ AHS 
executive that felt compelled to decline their ‘bonus’ was revealed 
as none other than Premier Allison Redford’s sister! As if the entire 
sacking of the board and chairman didn’t already stink greater than 
a walloping perianal abscess. Really, there just isn’t anything left to 
say about this matter.

I had also wanted to revisit the Robin Hood principle in health 
care (see September 2010 Vital Signs) given that the issue of medical 
tourism reappeared (Calgary Herald January 20th, 2014). On this 
occasion we learned that a Calgarian spent $40,000 to undergo a 
total knee replacement (TKR) in the Turks and Caicos. This included 
costs of the procedure, flights, hospital care and accommodations. In 
Alberta, the Joint Hip and Knee Replacement Project – Evaluation 
Report (2006) revealed that the Alberta average all-in cost for a knee 
replacement was ~$12,300. Given that it is now 2014 and for the 
sake of argument, lets put the current price tag of a Canadian publicly 
funded TKR at $15,000. Therefore, if the individual that recently 
spent $40,000 to have the procedure performed in the Caribbean, 
instead had the option of the Robin-Hood principle here in Alberta, 
she could have had her knee replaced here in Calgary with zero wait 
time and saved herself considerable money. Paying for herself and one 
additional Albertan from the waitlist would have cost her $30,000 and 
she could still have afforded a one-week vacation (for two), to a Club 
Med resort of her choice! Instead, all those funds and their benefits 
escaped our province and country. Knowing this falls on deaf ears, 
but I once again suggest that we consider employing the Robin-Hood 
principle to some of our health care waitlist scenarios.

The search for a new AHS CEO has concluded but let’s not kid 
ourselves — this was principally a political process orchestrated by 
the health minister with emphasis on recruiting an individual that 

These gaps in care included a failure 
to communicate between primary 
care physicians within the same walk 
in clinic, failure to communicate and 
act on critical “time sensitive” imaging 
studies, and failure by specialists 
to notify referring physicians of the 
waiting time for an appointment.
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554
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Dr. Lloyd Maybaum,
CAMSS past president 
Phone: 403-943-4904

From the past president
Rambling man

will be adept at shielding the 
government from embarrassment. 
On March 14th it was announced 
that our new AHS CEO will be Vickie 
Kaminski. She is the current CEO of 
the Eastern Regional Health Authority 
in Newfoundland and Labrador. She is a 
Canadian, she was a registered nurse and at 
one point had an MBA apparently paid for 
by the Sudbury Regional Hospital board 
in Ontario. Welcome to the Orwellian land 
of Alberta, Vickie. Get used to the puppet 
strings and the muzzle. I am certain that 
you are very bright and competent and 
at some point might actually consider 
speaking out. Heed this advice, if you’ve 
done your homework, pause to consider 
what happened to the AHS board and chairman. 

It also seems unlikely that Minister Horne will replace the official 
administrator (Dr. John Cowell) with an official AHS board and 
chairman anytime soon since, with the current arrangement, power 
and control has now been consolidated with the minister. I have heard 
it said that he is a micromanager and together with Premier Redford 
at the helm, they seem to lead like they think they are the smartest 
guys in the room. I guess with these lofty politicians who needs a 
board and chairman. 

I have also wanted to write an article regarding entitlement; a 
critique on the creeping sense of entitlement seemingly permeating 
our society. Increasingly, I encounter individuals bemoaning of the 
fact that they actually have to work to attain a university degree, a 
career or even having to work to put a roof over their heads or to 
feed themselves. Life and society doesn’t owe any of us anything. 
This doesn’t mean that we shouldn’t care for each other and look 
after one another but simply that we should not indulge any sense of 
unfounded entitlement. If only our leaders would help set the example. 
For instance, our premier’s $45,000 trip to Nelson Mandella’s funeral 
was entirely a personal trip based on her personal experience working 
in South Africa. There isn’t a single Alberta taxpayer that benefitted 
as a result of our premier jetting off on such an extravagant trip. 
Unrepentant until forced to apologize, she threw her staff under the 
bus and initially refused to repay until politically cornered. Is it no 
surprise that the electorate are uninspired and disillusioned by our 
current politicians. If only our entitled premier were a little more 
like our truly beloved late alderman Sue Higgins. I love the latter’s 
famous quote; “It’s my money, too. I’m a taxpayer. Why the hell would 
I waste it?” Yes, Sue Higgins, why would an elected representative 
waste taxpayer money? A question perhaps better posed to Premier 
Redford and her inner circle. 

Continued on page 6
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Perhaps the problem that we face is that our governments, local, 
provincial and national, are increasingly filled with politicians and 
not elected representatives. There is a difference. I will never forget 
attending a meeting during which former Premier Lougheed once 
spoke. He cautioned attendees to never refer to government officials 
as ‘politicians’ since this was deemed a derogatory term. Instead, we 
should refer to them as ‘elected representatives.’ This subtlety might 
have been appropriate in Lougheed’s era but, currently, we seem to be 
neck deep in politicians — individuals more interested in maintaining 
their seats than representing their constituents. This assertion is backed 
up by a non-partisan charity (Samara) that is dedicated to improving 
political participation. Samara performed a survey that was reported 
in the Ottawa Citizen on February 18, 2014. It asked Canadians to rate 
the importance of six political party roles and to evaluate how well 
the parties performed them. The conclusion: parties and their leaders 
are interested only in themselves. Based on this study, Canadians 
want to be heard and represented but firmly believe that this is not 
happening. 

I have taken a meandering path this month but let me conclude by 
encouraging all physicians and medical staff members to get politically 
engaged. Donate to a provincial political party. In fact, donate to two 
or three of them. Make sure you donate greater than $250 so that 
your name WILL appear on a donor list. We want as many physicians 

as possible to be seen as politically engaged. We want them, the 
politicians and elected representatives, to know that we are watching, 
we are listening, we are engaged. Moreover, that we are fully prepared 
to vote with our cheque books. Look up the political parties on-line 
and donate. Do it now. Do it often.

From the past president — continued.

Dues are due!
If you are already a member of AMA contact Audrey Harlow, 

administrative assistant for CAMSS and central ZMSAs:

audrey.harlow@albertadoctors.org  or 
403 205 2093

 
The cost is $150 payable by cheque to AMA, by credit card 
(over the phone) or by written instruction to add it to your 

payment plan currently in place.
 

In the case of CAMSS you have the option to designate a 
specific MSA:

Calgary Laboratory Services, Alberta Children’s Hospital, 
Foothills Medical Centre, Peter Lougheed Medical Centre, 

Rockyview General Hospital

The purpose of this article is to explain medication reconciliation 
in the Calgary Zone: what it is, why we need it, how it is done, 
and why it is not yet on SCM.

Medication reconciliation is a formal process to document a 
medication list and a rationale for each medication at transitions of 
care.

The current state of delivery of medical care involves many 
discontinuities and handoffs. The tragic story of a patient who fell 
through multiple cracks was recently brought to all of our attention 
by the HQCA, and has made the issue of discontinuity a very public 
issue. While that particular story did not center around medication 
reconciliation issues, it does highlight the need for better systems of 
communication.

 
A review by CMPA of all lawsuits in the last five years found 

that 83 per cent of the lawsuits where a medication error occurred 
and medication reconciliation was not performed had to be settled 
by CMPA rather than defended in court. In 58 per cent of these 
cases the patient died or had a serious clinical outcome. Medication 
reconciliation is a physician issue.

Medication reconciliation (med rec) has become a required 
organizational practice for Accreditation Canada, and for that reason, 
it has become an Alberta Health Services priority. This is actually 
fortunate for physicians, because, as noted above, this is a physician 
issue, and physicians cannot create a systematic process for medication 
reconciliation without AHS support. 

A multidisciplinary core med rec team, including physicians, has 
created a plan for medication reconciliation for the Calgary zone for all 
patients admitted to Acute Care through the ED. The plan for patients 
admitted to surgeons on the day of their procedure is in development, 
with many of the supports in place. The objective of this article is to 
clearly communicate the plan for medication reconciliation in the 
Calgary Zone for all patients admitted through the ED to acute care.

The basic objective is to have a (1) standardized place in the acute 
care record where the best possible medication history is recorded 
on admission, and to (2) communicate the intention for each of these 
medications on admission and to (3) communicate any changes to 
that record with every change in physician service and (4) upon 
discharge.

Here is how the Calgary Zone medication reconciliation plan 
will help you accomplish this, including some specific references to 
the elements of med rec which are being audited by Accreditation 
Canada:

Medication reconciliation is a physician issue
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discontinuities and handoffs. The tragic story of a patient who fell 
through multiple cracks was recently brought to all of our attention 
by the HQCA, and has made the issue of discontinuity a very public 
issue. While that particular story did not center around medication 
reconciliation issues, it does highlight the need for better systems of 
communication.

 
A review by CMPA of all lawsuits in the last five years found 

that 83 per cent of the lawsuits where a medication error occurred 
and medication reconciliation was not performed had to be settled 
by CMPA rather than defended in court. In 58 per cent of these 
cases the patient died or had a serious clinical outcome. Medication 
reconciliation is a physician issue.

Medication reconciliation (med rec) has become a required 
organizational practice for Accreditation Canada, and for that reason, 
it has become an Alberta Health Services priority. This is actually 
fortunate for physicians, because, as noted above, this is a physician 
issue, and physicians cannot create a systematic process for medication 
reconciliation without AHS support. 

A multidisciplinary core med rec team, including physicians, has 
created a plan for medication reconciliation for the Calgary zone for all 
patients admitted to Acute Care through the ED. The plan for patients 
admitted to surgeons on the day of their procedure is in development, 
with many of the supports in place. The objective of this article is to 
clearly communicate the plan for medication reconciliation in the 
Calgary Zone for all patients admitted through the ED to acute care.

The basic objective is to have a (1) standardized place in the acute 
care record where the best possible medication history is recorded 
on admission, and to (2) communicate the intention for each of these 
medications on admission and to (3) communicate any changes to 
that record with every change in physician service and (4) upon 
discharge.

Here is how the Calgary Zone medication reconciliation plan 
will help you accomplish this, including some specific references to 
the elements of med rec which are being audited by Accreditation 
Canada:

By Dr. Echo-Marie Elizabeth Enns

Guest featureMedication reconciliation is a physician issue

On admission:
1. Creating a best possible medication history (BPMH): Compile 

the home medication list as you normally would do when completing 
a history and physical with the following notes: 

• Use the Calgary zone acute care medrec form,
• Document the two or more sources used including the patient 

or caregiver (or indicate if this was not possible), 
• Ensure the dose, strength, route and frequency of each 

medication is recorded. 
The fact that the form is multidisciplinary allows nurses and 

pharmacists to have a role in compiling the BPMH and/or detecting 
and correcting errors. 

2. Reconciliation at admission: Use a simple check mark to indicate 
your intention for each medication (continue/stop/change) and a brief 
reason for changes.

On transfer of care from one physician service to another: A SCM 
report “medication reconciliation on transitions of care” is available 
to print to help you compare the currently ordered medications to the 
home medication list, and document any changes for the receiving 
team.

On discharge from acute care: Compare the medications intended 
for discharge to the home medication list and communicate any 
changes to the patient, caregiver (where appropriate), and subsequent 
care provider in the community. This is accomplished using one of 
the three established methods for doing a discharge summary in the 
Calgary Zone:

1. SCM typed: After clicking on those pre-populated medications 
you would like to continue after discharge, type in any changes 
from the home med list in the white box below.

2. Dictated: After dictating the medication list intended for 
discharge, explain any changes to the home med list.

3. Hand-written: Use the med rec form. In your discharge order 
ask for this form to be photocopied and faxed to the family 
doctor. 

The most frequently asked question is “why is this not being done 
on SCM?” This was studied carefully and the specific issues that cannot 
be overcome with the current version of SCM are:

1. It would require typing each medication twice: once for the 
med list and once for the orders.

2. It would not enable reconciliation of each medication (ie a 
documented decision and rationale).

3. It would not enable participation by the multidisciplinary team 
(nursing and pharmacy) on the same medication list. 

4. It does not support reconciliation of the medications upon 
discharge.

Continued on page 8
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In the future, using SCM, there will be a mechanism for your 
medication list to turn into your orders. As you click the box for 
continue, the medication will be ordered. As you click hold or 
change, you will be prompted to supply a rationale. On discharge, 
the reconciliation of the home medication list with the discharge list 
will be almost automatic, with prompts for the discharging doctor to 
supply reasons.

The paper process is teaching us what medication reconciliation 
is all about and allowing the multidisciplinary team of doctors, nurses 
and pharmacists to discover our roles. It cannot be emphasized enough 
how valuable this period of discovery of our roles and safest possible 
processes will be in informing the future SCM build. 

Medical care has evolved into narrower specialties, and while there 

Medication reconciliation is a physician issue — Continued
are some very good reasons for this, our communication strategies 
have not kept up with this change. The one aspect we must know 
about our patients to treat them properly, no matter what specialty 
we are, is their medications. Our medical community needs to do 
better at communicating with each other. Medication reconciliation 
gives us that structured process. Our patients expect this. CMPA tells 
us that the courts expect this. It is the standard of care all physicians 
across Canada are being held to. Please take the time to do medication 
reconciliation on your patients (or actively supervise residents and be 
certain it is done.)

Further details on Med Rec can be found at: http://www.
albertahealthservices.ca/9339.asp. 

E-mail any comments to: MedRec@albertahealthservices.ca

The drones are here! And that might not be a bad thing
Photos and story by Dave Lowery

You may have seen them hovering in your neighborhood 
already. Drones, UAVs (unmanned aerial vehicles), UAS 
(unmanned aircraft systems) remote control (RC) helicopters, 

quadcopters (four propellers) and octocopters (eight propellers) have 
become popular with the general public as control systems have made 
them simple enough to fly by anyone. (For this article, I will lump 
all the acronyms into one and simply call them drones.)  Formerly 
the territory of very experienced modelers and the military, RC 
helicopters and drones had a reputation of being extremely expensive, 
complicated vehicles to build and fly – needing skills similar to those 
possessed by actual helicopter pilots as the miniature controls and 
flight characteristics are virtually the same. However, with the advent 
of very small, and inexpensive, electronic stabilization gyros, GPS 
units, OSD (on screen display) and real time video cameras with 
transmission to on-the-ground monitors, the use of these potentially 
privacy invading devices has skyrocketed. And with that increased 
use, operators have come up with very creative ideas regarding their 

use. The Transport Canada website recognizes the vast possible uses 
of the devices and lists the following: 

Uses for unmanned air vehicles 
Unmanned air vehicles operate in diverse environments, in 

high risk roles, including but not limited to: atmospheric research 
(including weather and atmospheric gas sampling), scientific research, 
oceanographic research, geophysical research, mineral exploration, 
imaging spectrometry, telecommunications relay platforms, police 
surveillance, border patrol and reconnaissance, survey and inspection 
of remote power lines and pipelines, traffic and accident surveillance, 
emergency and disaster monitoring, cartography and mapping, search 
and rescue, agricultural spraying, aerial photography, promotion 
and advertising, weather reconnaissance, flight research, and fire 

fighting monitoring and 
management. 

Additionally, drones 
have been suggested for 
medication delivery and 
could be used to deliver 
devices such as two way 
radios or cell phones to 
victims of accidents in 
remote or difficult to access 
locations. The huge internet 
company, Amazon, has 
even suggested they would 
like to experiment with 
drone deliveries, something 
no government legislation 
is even remotely prepared 
for. 

Advocates of the drone technology say they are cheaper, readily 
available and more accessible than full size aircraft. But opponents say 
that is precisely why new legislation will have to be drafted to protect 
privacy issues and draft rules that will ensure no one is hurt by the 

maneuverable devices. Currently, Transport Canada has guidelines for 
the commercial use of drones which include the rule that they cannot 
fly over 100m. Section 602.41 of the Canadian Aviation Regulations 
(CARs) states, “no person shall operate an unmanned air vehicle in 
flight except in accordance with a Special Flight Operation Certificate 
(SFOC).” While that addresses commercial use, private drone flights 

Below: A quadcopter drone with a suspended video pod produced 
for commercial applications by Canadian company Aeryon Labs Inc.

Photos courtesy Aeryon Labs Inc.

The same drone folded and 
packed into a backpack for 

transport. 

Example of an electronic autopilot with GPS (first 
module below the ruler) and an on screen display 

(OSD) module which transmits information such as 
speed, distance from launch, altitude and more to a 

video receiver viewed by the operator. 
(See example of screen below.)

“There’s the possibility of flying organs 
from one place to another to get them 
there faster for transplants”
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seem to be in a greyer area, though local municipalities are beginning 
to address their use. Calgary has a bylaw, 20M2003, that states, “No 
person shall set off, launch or operate, while in a park: any remote 
control device including boats, planes, helicopters or cars; except 
where such activity is specifically allowed by the director. [Which 
begs the question, what if you’re not flying in a park! Editor] 

Canadian company, Aeryon Labs Inc., produces two commercial 
drones from their Waterloo, Ontario factory. And unlike the 
inexpensive units available on the internet, the $60,000 Scout and 
$100-120,000 Skyranger are touted as professional grade vehicles by 
Andrea Sangster, the senior marketing manager.

“Our products are designed to be safe and reliable that professionals 
can use easily,” she says. “Our UAVs can be used in a number of 
weather conditions with safer, longer flight times than the hobby 
items.” 

Sangster also pointed out that, currently, the only permit needed 
in Canada is the SFOC but agencies such as police departments can 
apply for a blanket SFOC to avoid the multi week application process 
civilians face. And the company is keeping a close eye on the FAA 
as Canada usually follows any changes initiated by the American 
agency.  

In the United States, the Federal Aviation Administration (FAA), 
citing the need to assess the risks and draft safety guidelines, has 
taken a stricter approach by simply banning civilly operated drones . . 
. unless you can prove they are being operated “in the public interest”  
such as law enforcement and disaster relief, for example. But even in 
those cases the FAA won’t allow drones to fly over densely populated 

areas.

The University of North Dakota 
recently began offering an undergraduate 
major in unmanned aircraft systems 
operations. Program head Ben Trapnell 
is quoted as saying medical applications 
are just now being visualized. 

“There’s the possibility of flying 
organs from one place to another to get 
them there faster for transplants,” he says. 
“Drones may also be used to parachute 
medical supplies in remote locations, 
where planes can’t land.”

For now, you can probably look forward to an Amazon book 
delivery in the near future. Sending that human tissue sample in a 
refrigerated drone for biopsy to a central lab may be a few years off 
though!

Drones — Continued

“There’s the possibility of flying organs 
from one place to another to get them 
there faster for transplants”
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Central zone MSA update

This is an introductory Vital Signs 
communication about a new 
program from the five zone 

medical staff associations for next fall 
to encourage Alberta’s doctors to get the 
influenza immunization voluntarily. 

We have support from the AMA since 
the representative forum passed two 
motions at their recent spring meeting:

• That the AMA supports the 
principle of voluntary influenza 
immunization for physicians.

• That the AMA supports the ZMSA program encouraging 
voluntary physician influenza immunization.

Where did this all come from?
The issue first arose when the executive committee of Alberta 

Health Services passed a motion requiring all health-care workers to 
have 12 immunizations. (. . . one was in fact a TB skin test so they 
meant 11 mandatory immunizations & one required test.) 

To their credit, the executive committee did withdraw this motion 
after the ZMSA presidents voiced concerns. Your ZMSA presidents 
are: Drs. Sandra Corbett - North, Robert Broad – Edmonton, Kevin 
Hay – Central, Steven Patterson – CAMSS, Fredrykka Rinaldi – 
South.

Since then and and through the winter, Minister of Health Fred 
Horne has repeatedly voiced his belief that there is a low incidence 
of influenza immunization in Alberta’s health care workers. (Note: 
influenza was not one of the shots to be mandated by AHS!) We are 
not sure where he gets his figures . . . any group of doctors I have 
polled has overwhelmingly confirmed that they DO get their influenza 
vaccination.

Horne suggests that there is a significant risk of health-care workers 
putting their patients at risk if not immunized. There is a little evidence 
of transmission from health care workers, though one should remember 
that there is even a risk of transmission from an immunized health 
care worker. The vaccine is only 2/3 effective. 

Horne is reported as saying: “…the province has no current 
intention to make the shot mandatory for health care workers…” 
and that mandatory immunization for influenza would be, “ . . . a last 
resort.” [http://beaconnews.ca/edmonton/2013/10/ all-albertans-urged-
to-get-flu-shot-not-just-high-risk-groups/]

 

Risks to patients are minimized by getting the vaccine but also by 
good hand washing techniques, masks if in doubt and by ALL sick 
doctors leaving work immediately. 

Voluntary physician influenza immunization.

(. . . or using such precautions as is required by public health: 
perhaps a HAZMAT suit!)

 
There is a small risk to patients during the one day infectivity while 

asymptomatic & incubating influenza. This pales in significance to the 
risks from those with influenza in the community, influenza patients 
already in hospital or visitors bringing in the virus.

What have we done so far?
• The presidents voiced their concerns to the provincial 

practitioner executive committee which guides AHS & the 
CMO, Dr. Verna Yiu. The AHS executive committee withdrew 
their original motion. 

• We wrote to the minister of health informing him of the 
program & advised of our target 75 per cent voluntary 
physician immunization in the 2014-15 influenza season. 

• We brought this project to the AMA through the council of 
zonal leaders & the spring representative forum. The RF 
passed the motions above. 

We are working with the AMA to plan a strategy & implementation 
for the fall. We need your ideas on fresh ways to encourage vaccination, 
document our results & show that the profession is doing their bit! 

 
What now?

• Start by getting your group involved. (Clinic, health centre, 
AMA section.)

• Send us fresh ideas how to do this! (Call your ZMSA or 
Shannon Rupnarain at the AMA.)

• Get your influenza shot in the fall! 
• Tell us that you got the shot! (…your ZMSA or the AMA) 
• Please support our initiatives as they roll out!

Dr. Kevin Hay, 
president, central 
zone medical staff 
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POSP and the EMR
(Note: This item is excerpted from a February 28 President’s Letter.) 

Under the provincial electronic medical records (EMR) strategy 
consultation agreement, Alberta Health (AH) and the AMA have 
been working toward a strategy document for a deadline of mid-
February. 

At the same time, as members know, the physician office system 
program (POSP) winds down officially on March 31 (as provided for 
under the AMA agreement). While some eligible physicians continue 
to receive funding support after that (some up to 2019), for many 
others funding will cease. Additionally, the non-financial support for 
physicians that POSP has been providing will end.

There has been much talk of a long-term vision and direction 
for health information: greater ability to share information; clinical 
decision support; and analytics to help us better understand the needs 
of Albertans. These things are important and the previously described 
strategy document developed does a good job of laying out these 
perspectives. 

At the same time, we also need to know what we are going to do 
on April 1 and for the next few years to get us to that long-term goal. 
What kind of bridge will be available to support physicians? The best 
strategies can fail if the beginning steps are missed — in this case, 
listening to and understanding patients and providers in terms of their 
capabilities and needs.

In particular, any successful strategy will need to address the 
following:

1. Non-financial support: POSP has provided incredible support, 
including a help desk, advisory services for EMR selection and 
implementation (privacy, security, vendor relations and issues 
management, etc.). Physicians need this kind of support. There are now 
about 4,000 physicians using EMRs, providing care to approximately 
85 per cent of four million Albertans. There are millions of records 
involved, all requiring support for associated issues of security, safety 
and appropriate sharing. It is not just about rules and regulations; it is 
about appropriate and timely support from a trusted source. 

2. Costs and incentives: The fact that EMR funding goes away 
does not mean the costs of operating an EMR go away. So how do we 
recognize these costs and what incentives towards EMR usage should 
be put in place? More specifically:

• What is the appropriate method/mechanism to measure the 
costs? This could be accomplished, for example, through 
an expanded business cost study as being discussed at the 
physician compensation committee.

• How can we direct the money to where the costs arise, i.e., 
toward those physicians using an EMR?

• What are the incentives? Should there be e-visits for patients? 
Should concepts such as “meaningful use” be introduced, which 
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incent  physic ians 
not only to have an 
EMR, but also to use 
the EMR in certain 
ways?

3. Making the most of 
what we have: We have a 
provincial investment now 
in EMR technology. We 
have accumulated a massive 
amount of health information, 
developed ski l l s  wi thin 
physician offices and built 
patient acceptance.

 
To make the best use of this 

investment there are several 
steps that can be taken. For 
example, we could build on 
existing infrastructure in the form of the provincial health information 
exchange and our EMRs to allow all these systems to “talk” to one 
another. In this way, we leverage the technology we’ve already 
invested in to move the information that patients want us to share 
when we are caring for them — across the continuum of care and at 
many different locations.

While the long-term strategy document has been sent to the 
minister, these short-term issues continue to be discussed. Government 
has indicated that they have heard these concerns. I will keep you 
apprised of what develops.

Today, however, you may simply be asking: What happens April 
1 when there is no more POSP?

As previously communicated, physicians who have not received 
their full allotment of POSP funding will continue to receive funding 
to the maximum they are eligible to receive. For some, funding may 
continue until 2019. 

As for the extensive support services that POSP has provided, the 
AMA will offer a stop-gap EMR support service beginning March 1. 
This interim service will include limited help desk (operation support), 
privacy, data management and EMR implementation support. By the 
time Vital Signs goes to print, there will be additional information 
available at albertadoctors.org. Search “EMR Advisory Services” in 
the top-right search box.

We hope that some longer term arrangements for support can be 
identified in a reasonable period of time. Stay tuned.

By Allan S. Garbutt, PhD, MD, 
CCFP AMA president

AMA update

Continued on page 14
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Physician compensation committee

The PCC has continued to meet every two weeks, developing 
its processes and making decisions that can now be communicated. 
Although the parties expect to communicate separately on various 
issues, a joint newsletter, PCC Update, has been developed. By the 
time you read this letter, you should have received issue one. If you 
missed it, here is a link: http://bit.ly/1fYRA0F.

The update identifies the topics that have occupied the committee 
since December, including:

• Completing the April 1, 2014 allocation (details will be sent 
to all physicians in March), which includes new wording for 
a general rule related to time-based codes.

• New alternative relationship plan (ARP) rates and rates for 
clinical portions of academic ARPs matching the sectional 
increases under the main April 1 allocation.

• Approving increases matching the main April 1 allocation 
for the business costs program and rural remote northern 
program.

• Approving a provincial rate for physicians in family care 
clinics (FCCs).

The PCC process is unique — and accordingly it has been built 
“from scratch.” There is a learning curve for everyone, but the 
committee is working according to the requirements of the AMA 
agreement. It has made a good beginning on urgent issues for 
physicians and is preparing to work ahead on addressing, e.g., primary 
care compensation, business costs and overhead and relative value, 
including an individual fee review. 

For the AMA, the focus continues to be fair, transparent processes, 
decisions made on the best information available and appropriate input 
from those groups affected. All these things can contribute to the goal 
spelled out in the AMA business plan for a comprehensive provincial 
physician compensation strategy that aligns how physicians are paid 
with the health care system we practice in today and in the future.

Input from the sections has been extremely important. It will be 
equally important in the months ahead.

Once again, I welcome your comments. 
Email president@albertadoctors.org.

AMA update — continued
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