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Vital Signs is your magazine — a publication 
by physicians for physicians. Over the past 
few months, the Vital Signs editorial board 
has sought input from doctors across Alberta 
about topics that are important to them. 
Knowing that doctors are keen to talk about 
what drives them, we selected the theme of 
“advocacy” for this November issue. Advocacy 
can be defined as “the giving of public support 
to an idea, a course of action or a belief ”. 1  
I am delighted at the number of contributions 
about doctors’ motivations to improve systems, 
reflecting their strong passions for patient care 
and for physician well-being. 

As physicians, we are all involved at some level 
in advocacy. For our patients, we urge them to 
choose the health and dietary practices that will 
lead to optimal heath, we help them navigate 
their journeys through the sometimes con-
fusing primary care and hospital systems, we 
write letters for special consideration, and we 
sometimes lobby to administrative or political 

leaders for action. For members of our profes-
sion, we also advocate for working conditions 
that promote good health — healthy doctors 
are more likely to provide good care — and 
fair compensation.

Our advocacy roles may change over our 
careers and even between generations. Our 
senior practitioners, the Baby Boomers, have 
spent many hours — years, even — doing 
advocacy work before it had a label. For many, 
I’m sure, it was a matter of doing the right 
thing when they saw a need. I expect this 
was the work done at the end of the day, long 
after patients had been cared for, when a few 
uninterrupted hours could be found to write 
a letter or draft a business proposal. With a 
pattern characteristic of Baby Boomers, many 
sacrificed joy in exchange for hard work; the 
ethic was that leisure comes when work is 
done. With the drive to serve the greater good, 
these doctors shaped the healthcare system 
and our universities. Generation X doctors, 
now entering middle age and mid-career, 
characteristically show an openness to diver-
sity and, by extension, advocate for those 
who are vulnerable. Our younger docs (the 
Gen Y or Millennials) are characterized by 
their desire to make a difference in the world 
through social change. Unlike their older 
Baby Boomer counterparts, though, they are 
more inclined to self-organize like-minded 
peers through grass roots activism than to 
engage in the institutions in which they work. 

Among the medical community is a small 
group of dedicated military doctors, who 
sacrifice more than most of us serving their 
patients, their colleagues and our nation. 

It is fitting as Remembrance Day is upon us 
that Dr. Chris Ayers reminds us in his article 
“On Army Medicine” of the famous Canadian 
doctor, John McCrae, who penned the famous 
poem “In Flanders Fields”. I will proudly but 
soberly wear my poppy this year and reflect 
on Dr. McCrae’s heartfelt contemplation of 
the ugliness of war.

Our training for physicians has also changed to 
formally recognize the crucial role of advocacy 
in our work. The CanMEDS framework, for 
example, lists advocacy as one of its elements. 
In this issue of Vital Signs, Dr. Joseph Abraham 
explains how residents are equipping them-
selves to navigate the provincial government 
structure and engage MLAs. This was not on 
the curriculum when I was a trainee!

In this issue, we also profile patient advocacy 
in addiction medicine, palliative care, and 
rural communities. We also look at our own 
organizations — the AMA and the medical staff 
associations, for example — to show how they 
can work to represent the needs of physicians.

As always, Vital Signs strives to make your 
voice heard. As a publication by the medical 
staff associations of Alberta, we have the inde-
pendence to speak on behalf of doctors. While 
we collaborate with our partner agencies such 
as AMA, AHS and Covenant Health, and 
Alberta Health, we do not report to them, 
thus we can freely express our opinions and 
concerns in these pages. Your letters and sub-
missions are welcome. You will find submis-
sion guidelines at www.camss.ca. We welcome 
to our editorial board Dr. Tobias Gelber, a 
family physician from Pincher Creek. Others 
who may have an interest in contributing to 
the creation of the magazine are encouraged 
to contact our managing editor.

I close with words of Franklin D. Roosevelt: 
“The test of our progress is not whether we 
add more to the abundance of those who have 
much; it is whether we provide enough for those 
who have too little.”

FOOTNOTES
1  www.oxfordlearnersdictionary.com. Accessed 

October 19, 2015.
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the famous poem “In Flanders Fields”. 

Dr. Sharron L. Spicer, CAMSS President
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This subject was raised with you multiple 
times by my predecessor, Dr. Richard G.R. 
Johnston, during his term. I am beginning 
with it today because of media reports that 
you may have seen regarding a lawsuit 

against AHS, initiated by a number of clinical assistants. There is a 
strong linkage between the need for a framework and the concerns 
of the clinical assistants and I would like to provide an Alberta 
Medical Association (AMA) perspective.

AHS payment for clinical services
There are two major payers for clinical services provided by physicians: 
Alberta Health (AH) and AHS.

In the case of AH, there is an agreement and structure to how the 
payment rates, terms and conditions are established and managed. 
Significantly, the AMA Agreement provides for recognition of the 
AMA, a negotiations process and binding arbitration. The Physician 
Compensation Committee, which manages rates of payment within 
the Schedule of Medical Benefits, is a significant part of that agreement.

When AHS is the payer, however, there is no such overall agreement 
or structure. There are at times variations in the types of arrange-
ments and in the rates of payment for similar services. Negotiation 
processes are also ad hoc: sometimes the AMA is involved, sometimes 
not; sometimes AHS agrees to discuss issues with physician groups, 
sometimes not. 

This can be challenging, particularly in cases where AHS is looking 
to bring about significant change. The kinds of challenges that can 
arise include:
• Ineffective and inefficient negotiations, i.e., overly long with no 

conclusion.

• Risk of being out of sync with recent court decisions, which stress 
freedom of association and good-faith bargaining.

• Possible damage to relationships and taking the focus away from 
where it should be: patient care.

The AMA has proposed several solutions to resolve these problems, 
all of which have the following characteristics:
• The freedom of association and right to representation.

• Clearly defined and transparent negotiating processes.

• Dispute resolution, including access to binding arbitration on the 
call of either party.

A step in the right direction:  
An AMA-AHS Negotiations Framework
As mentioned in previous President’s Letters (August 21 and September 
21), there has been some progress in that AMA and AHS have agreed 
to develop a negotiations framework with the three characteristics 
outlined above. It is not completed, but significant work has been 
done and there are many points of agreement.

The framework under discussion is not perfect. It is a trial, for example, 
with an initial term to 2018 and its continuance will be subject to 
discussion. Also, it would only directly cover independent contractors, 
not employees.

Serious joint work on a framework began in May, so it has taken some 
time to get to where we are. AHS extended contracts to December 31, 
in part to allow discussions to occur.

Clinical assistants
Clinical assistants are physicians with a limited license who provide 
many critical services within AHS. They are an important part of 
the health care team. They have had a section within the AMA since 
September 2013.

Discussions between AHS and clinical assistants, supported by the 
AMA, have been ongoing for a long time. They have been char-
acterized by many of the challenges I cited near the start of this 
letter. Their situation was a major driver for the AMA’s push for a 
negotiations framework with AHS.

The frustrations within the group have continued to grow, including 
about the lengthy discussions and the time it has taken to work on a 
negotiations framework. We can all empathize with their frustration 
about the lengthy process and the concern they have about their 
continued status and livelihoods. Earlier this month a legal action was 
filed by many of the clinical assistants who are independent contractors.

This week, all independent contractors received notice that their 
current contracts would not be renewed. At the same time, AHS 
announced that it was creating several new employment opportu-
nities for clinical assistants: those who are currently independent 
contractors can apply for these positions. 

AMA response
First, we need to get on with an AMA-AHS negotiations framework. 
It needs to have all the characteristics I have described. The AMA’s 
goal will be for all physicians to have access to fair and open processes. 

AMA Update:

Dear Colleagues

Carl W. Nohr, MDCM, PhD, 
FRCSC, FACS

In this, my first Vital Signs submission of the year, I am repeating the content of the October 2 President’s 
Letter to AMA members about the important issue of recent discussions with Alberta Health Services 
(AHS) concerning a negotiations framework.

– Continued on page 4



CZMSA and You
Let me introduce myself, my name is André van Zyl. I am the president of the Central Zone Medical Staff Association and currently practising 
in Rocky Mountain House. Also on the committee is Dr. Alayne Farries, Vice-president of the CZMSA, an anaesthetist in Red Deer, Dr. Deirdre 
MacLean, Secretary Treasurer, Physical Medicine & Rehabilitation specialist in Lacombe and Dr. Kevin Hay, Past President and GP in Wainwright.

The CZMSA represents all physicians (private and AHS employed), podiatrists, maxillo-facial surgeons and dentists appointed by AHS. 
The bylaws of AHS and the AMA mandate that a medical staff association should be in place to advocate and represent physicians and 
medical staff stated above, at all levels of the health care system. Membership is required for the CZMSA to be a legal entity. The CZMSA is 
responsible to appoint members to sit on various committees that include reviewing bylaws, assessing new physicians’ applications, hearing 
committees, etc... We also nominate candidates to be voting representatives at the biannual AMA Representative Forum.

The CZMSA executive meet about 10 times per year to discuss issues and opportunities in our 
zone. Twice a year we convene a Zone Advisory Forum at various locations in the Central Zone. 
This gives the AMA, AHS, PCN, public representatives (via the Health Advisory Committee) and 
local physicians the opportunity and platform to address zonal and local issues and also advises 
the CZMSA executive. We directly influence the decision making processes at all levels, locally 
and provincially. Examples include ambulance services, physician privileging, rural obstetrical 
care, physician rights, etc. through us physicians in our zone have regular representation on AHS 
committees: PPEC (Provincial Practitioners Executive Committee) which meets 10 times per 
year, ZMAC (Zone Medical Administrative Committee) which meets 10 times per year, ZARC 
(Zone Application Review Committee), and search and selection committees as convened.

For more information go line to www.albertadoctors.org/leaders-partners/leaders/zmsas 
I hope you decide to get involved and I look forward to meeting you in person.

Regards
André van Zyl
President, CZMSA
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Second, I am not sure that the recent steps taken by AHS are appro-
priate while we are still in the midst of discussing a bargaining frame-
work which will include negotiations involving clinical assistants. 
This will be looked into over the next few days.

Finally, I want to emphasize the need to focus on patients. There 
will always be debate over who is worth what — there is no avoiding 
this. We can, however, set things up in such a way that we deal with 
these matters respectfully and with some way to bring about a con-
clusion, such as arbitration. This allows for important relationships 
to be maintained and can thereby help AHS and physicians focus 
on patients and their needs.

The AMA remains committed to working with the parties toward a 
solution and I will keep you informed. I look forward to receiving 
and learning from your comments and insights on this (or any issue) 
throughout my term. Please email president@albertadoctors.org.

It will be an honor and a privilege to work with you in the year ahead.

Kind regards,
Carl W. Nohr, MDCM, PhD, FRCSC, FACS
President

Dr. André van Zyl and Dr. Alayne Farries VP, Central Zone 
Medical Staff Association President and President Elect  
at RF in Edmonton.

– Continued from page 3

CAMSS ANNUAL 
GENERAL MEETING

November 18th, 2015
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 Audrey @ 403-205-2093  

or camss@camss.ca

Not a CAMSS member but  
would like to attend the cost is $75.00  

Why not join for $150.00?



As one of the organizers for the PARA Resi-
dent Physicians in the Legislature (RIL) Day,  
I help to oversee this pan-Alberta initiative that 
encourages Resident Physicians to advocate to 

their elected representatives regarding a pressing health care concern. 
This year we are exploring seniors’ care in the province. As Resident 
Physicians, we see the results of the lack of a system-wide strategy on 
seniors’ care firsthand, with elderly people languishing in acute care 
beds, waiting to be transferred to long term care facilities. We see and 
know of hundreds of people who are desperately holding on in the 
community with limited resources, waiting for these sought after beds. 

When I first started writing our proposal for the advocacy day,  
I immediately thought of what I needed to do to solve this problem 
myself. In true physician form, I instinctively read all I could on the 
topic. I familiarized myself with Canadian health care policy and 
strategic plans put forward by both provincial and federal governments 
in the last ten years, but there was simply too much. I pushed forward 
and instead looked at reports from other countries, like the United 
Kingdom and Australia, who had implemented seniors’ care pro-
grams that have improved quality of care. As the mountain of articles 
filled my computer folder, I came to that aforementioned conclusion:  
I simply can’t do this alone. 

As physicians, we are often taught to be islands in the ocean that is 
the health care system. We often avoid asking for help since we are 
more comfortable trying to resolve problems on our own. The major 

obstacles facing most patients, like access to quality continuing care 
however, are simply too insurmountable to scale as an individual, 
and instead need a group effort to truly solve them.

Advocating for our patients pushes us out of our comfort zones and 
necessitates collaboration for optimal results. It offers us the unique 
opportunity to step outside the confines of office or hospital-based 
treatment, and work with others to envision system-wide solutions 
for problems facing our patients. Advocacy in health care also fosters 
collegiality amongst individuals from a variety of different backgrounds 
because it focuses the attention on a singular goal: optimal patient care.

Seniors care has arguably become the most pressing issue facing our 
health care system today. With initiatives such as PARA’s Resident 
Physicians in the Legislature Day and the CMA “Demand A Plan” 
campaign, we have opportunities to advocate for seniors’ care both at 
the provincial and federal levels. Let’s have a unified voice across the 
country that asks for a better tomorrow for seniors and all Canadians.

Resident Physicians in the Legislature (RIL) Day takes place Monday, 
November 16, 2015. This is a continuing advocacy event that provides 
Resident Physicians in Alberta the opportunity to foster relationships 
with their elected representatives and senior government officials. It 
is a non-partisan event that focuses on issues primarily relevant to 
Alberta health care.

Resident Physicians in the Legislature Dr. Joseph Abraham

As the flickering battery light on my computer signals the end of another day, I review my work notes from 
the last several hours. A few vague lines tell me I still have much more to do, and after analyzing several 
different articles on provincial strategic plans, systematic reviews from health care policy networks, and 
statements from various health care organizations across the country, I come to an obvious conclusion: 
I can’t do this alone. But let me back up…

Dr. Joseph Abraham
Family Medicine, PGY 2
University of Alberta

VITAL SIGNS November 2015
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When the presentation was done, my 
Chairman (the individual for me who sets the 
standard for excellence as a Chairman...once 
you experience the best that is all you want 
to settle for) noted that in speaking to the 
audience, they were engaged and he asked me 
how I did that. I said that it was quite simple, 
you must be the audience! He looked at me 
somewhat quizzical and I explained further. 
When speaking to an audience you must 
think about them, not about yourself. You 
literally lose yourself in audience. You must 

emotionally connect with them. Tell them a 
story, something that makes it real. Tell them 
something that is meaningful to them. Tell 
them something that resonates with their 
values and beliefs. This is not about smoke 
and mirrors, rather truth and values.

I noted and will continue to believe, that we 
are a service industry. We serve our patients; 
yet, as I have said before we are not their 
servants. It is our expertise and experience 
they rely on. Yet, we need to make sure that 
we have a shared understanding of what the 

patient wants, understands and the risks 
involved in achieving that. I think that is the 
conversation that results in true consent.

Now, what about “Mirror, Mirror on the 
Wall”? In the fairy tale it was about “Who 
is the fairest one of all?”. I think it is easy to 
enter a slippery slope being a physician. We 
are held in such high regard by the population 
it is easy to see ourselves as important. Well, 
we have a degree of importance but it is not 
about “us”, it is about “what we do”. One of my 
comments is that I am not important but what 
I do is indispensable. Our job as physicians/
doctors is to be a benefit to those who seek 
our knowledge and ability. The act of being 
a physician can and should empower us to 
provide care, not feed our ego.

One of the mentors in my past told me a great 
story. As anesthesiologists we are pretty good 
at I.V.’s, managing airways, cardiovascular 
mayhem, all that stuff. Yet, as this wonderfully 
strong woman said, that as soon as you thought 
you were good, you would turn the corner and 
a big wet fish would slap you in the face. How 
true. Medicine is magnificent to practice but is 
also incredibly humbling. When we practice 
medicine and see ourselves as “The DOCTOR” 
we miss the real meaning in our work.

We are all vital in the provision of care, we 
all matter, we all make a difference. I would 
suggest that we all look in the mirror and see 
the person who looks back at us. See the person 
who knows we make such a difference in so 
many individual’s lives. See the person who 
sees our successes, our failures and then works 
to live a life worth living. Life is so much more 
than “ourselves”, it is so rich and wonderful 
here in Canada. Yet, as I always say, let us not 
loosen our grip on what needs to be improved, 
for our patients see us as their protectors. What 
a privilege; it is all about them. So when we 
look in the mirror we see the person who is 
the true vision of “A Doctor”.

Originally published in the EZMSA Newsletter

Mirror, 
mirror 
on the 
wall...

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

It was a good day today. We celebrated the life of one of our anesthesia colleagues 
who died well before his time. In remembrance of him and his work presence we 
have a Global Outreach award that supports an individual traveling to provide 
medical care in a third world country. We have had great success in finding people 
who “make a difference”. We invite the family each year and it is now feeling like 
a reunion and a celebration as opposed to the true sombre nature and feelings 
of loss that were so apparent the first year.



Ambulance Moving From  
Disservice To Service
“The issue was the reduction in ambulance crews to 2 and along with 
it the change for booked ambulances to not be arranged to leave a 
crew available for possible transport, but to use one of the 2 crews to 
leave the community with only 1 crew and the need for transportation 
to be brought in even in an urgent ER transport need. We were at 3 
crews in town.” This concern was raised by one of your colleagues.

I was able to address this with Dr. Gordon Neil and Dr. Scott Holsworth 
and solicit their response.

Factors that impact ambulance services:
1)  The “fatigue rule” (from the Unions): personnel can only work for 

16 hours, then they have to get an eight hour break.

2)  When requesting a transfer from any rural ER/facility to a regional 
or tertiary centre, make 100% sure to use the correct triage system 
and be very clear: Red will always be transferred even if it is the 
only crew in town.

3)  Pre-booked ambulance services should be done in advance, the 
more time we give them the better the system will work.

For the future:
1)  There are a number of discussions and plans to attempt to decrease 

ambulance turnaround time to under 90 minutes …maybe in 
November we will hear more.

2)  Communication to front line docs will need to be addressed… 
there is no foolproof process that I know of.

Lets take ACTION to get physician engagement:
1)  We are looking for a rural physician to work with Dr. Gordon Neil 

or Dr. Scott Holsworth to meet twice a year with all the ambulance 
vendors etc. If you know of anyone interested, let me know.

2)  Do not hesitate to contact Dr. Gordon Neil or Dr. Scott Holsworth 
with concerns.

The Honor Role
At the recent Fall Representative Forum of the AMA in Edmonton,  
Dr. Malcolm Cambell received the CMA Honorary Member and  
Dr. Jack Bromley was elected to serve on the AMA Nomina-
tion Committee. Malcolm and Jack are both CZMSA members. 
Congratulations!!

PCC (this is not angel’s dust or PCP!  
It is the Physician Compensation Committee) 
PCC is reviewing fee codes which appear to be ‘outliers’ in their 
individual cost or volume of use. Recently 22 fee codes were reviewed 
and of these, 6 were markedly reduced. These impacted Obstetricians, 
Cardiologists, Ophthalmologists and Radiologists.

PCC was challenged at the Representative Forum on the data they 
used and the processes followed. Also the Business Cost model was 
felt not to be representative. Furthermore, it was noted that any fee 
code reduction can have a domino effect on the health care system/
patient care, therefore downstream effects need to be explored 
adequately before changes are implemented. After deliberation, PCC 
received the full support of RF to continue as our body negotiating 
fee codes for the profession.

FYI: The PCC is not to reduce costs but to maintain financial neutrality: 
in other words, if one fee code is deemed to be to high and reduced, 
another fee code/s will be corrected upwards.

Lesson Learned 
Sections need to review their outlying fee codes and high billers to 
provide timely feedback and solutions. 

Get involved and provide feedback either through the CZMSA or 
the AMA, otherwise “accepting the change will become the only 
option....!!!”

More information on The Physician Compensation Committee is at 
www.albertadoctors.org/3032.aspx (please update yourself).

“TO DO OR NOT TO DO”  
New upcoming Drivers Medical
The CZMSA is very concerned that responsibilities are down loaded 
on the physician that place the profession at risk. Apparently, with the 
‘new’ Drivers Medical, functional capacity assessment will become the 
physicians responsibility. We believe that physicians cannot provide, 
or be expected to provide, services beyond their abilities. At the Fall 
Rep Forum of the AMA two motions in this regard were passed. One 
was to request that provision should be made for affordable access for 
patients to capacity assessment. The second was to set standards for 
medically accepted and evidence-based drivers’ functional capacity 
assessments. We’ll see...

André van Zyl
President, CZMSA
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Central Zone Medical Staff Association:

WHAT’S UP DOC?
Dr. André van Zyl



That is how military medicine begins — with 
one soldier carrying another to safety. No-one 
is abandoned.

In this case, it was a training exercise. I think 
Lt. Cabana tripped and one of the Directing 
Staff had used it as an opportunity to create 
a casualty evacuation scenario just when 
we thought the patrol was ending! I was, in 
effect, his “medic”. I came to medicine from an 
infantry, RMC, signals background so I think 
medicine has to work from the ground up.

The Canadian Forces Medical System (CFMS) 
recruits, trains, employs and retains central-
ized, physician-led technical control over 
the Medical Technicians (a.k.a medic or just 
“Doc” within an infantry company), Nurses, 
Pharmacists, Physician Assistants, Doctors 
(Medical Officers), Dentists and medical 

administrators. Everyone serves under a com-
mand structure. Hippocrates is influential but 
does not rule here. The tasks of the CFMS, in 
brief, are threefold — to provide health care, to 
provide resources for deployment in support 
of Canadian troops wherever they are sent 
and to provide advice to commanders. Health 
care affects the morale — “the absolute level 
of confidence”1 — of each Canadian soldier.

About 90 per cent of combat related deaths 
occur within 30 minutes, 60 per cent of which 
are from hemorrhage, 30 per cent from tension 
pneumothorax and 6 per cent from respiratory 
arrest2, it is clear that care must begin with 
skilled first aid. That is the care initiated by the 
wounded soldier him or herself, by a comrade 
or by a medic. Medics are right there in the 
thick of battle delivering the right care, in the 

right place, at the right time. Medics are trained 
almost like EMS with particular emphasis on 
triage, using chest seals, tourniquets, trun-
cal tourniquets (combat clamps), CPR and 
evacuation — plus a bunch of orthopedics, 
infectious diseases and psychiatry. A bit fur-
ther away from the shooting is the Battalion 
Medical Officer who, with the help of medics, 
treats, stabilizes and triages for evacuation. 
Dedicated ambulances exist as do helicop-
ters for casualty evacuation but expediency 
is the key — any old vehicle heading back for 
more ammunition will do — to get you from 
Kipling’s “Afghan Plain” to Kandahar and then 
perhaps to Landstuhl, Germany or Canada. 
In my world the medic is the most important 
part of the whole system. No need to “just roll 
to your rifle”3 — the medic is there to help.

We were returning to base from an Infantry Platoon, dismounted fighting patrol in full fighting order, in single file, across a small 
clearing. It was a damp lightly overcast August night — we had made sure none of our gear rattled when we walked, it was wet 
enough that our foot-fall was quiet, but evidently not quiet enough. 

I never heard the explosion. Cabana, my fire team buddy, was down on all fours. Someone shouted “pick him up” and in just a 
second or two I had him over my shoulder in a fireman’s carry and I was running for the concealment of the tree line. No time for 
words or to check him over — ‘gotta get to cover’. I was unaware of the weight of his 180lb bulk plus 50 lb pack and 11 lb rifle —  
in addition to my own. Still, no giant fist punching me in the chest, no stabbing pain in my ears, no searing, scalding, tearing 
sensation and there was no ooze. Left, right, left into the trees and down a shallow ravine — I rolled him onto an open patch of 
gravel near the others. Was it a light mortar round? We can’t stay long. Better see if he is bleeding.

On Army Medicine
Dr. Chris Ayers 
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Historian Stephen Ambrose made observa-
tions about medics. “On countless occasions 
when I’ve asked a veteran during an interview 
if he remembered any medics, the old man 
would say something like “Bravest man I ever 
saw. Let me tell you about him….””.4 From the 
macroscopic perspective and in the interest of 
winning the war all the effort made to embed 
that most trusted, highly trained medic right 
“in the thick of it” is critically important. In 
the Northwest Europe Campaign, 1944-45, 
80 per cent of battle casualties were caused by 
artillery — that’s an awful lot of hemorrhage to 
stop. If ever you read battle casualty numbers, 
know that roughly one third die, one third 
maimed and one third quickly returned to 
duty. Medics play a key role in increasing the 
odds for eventual return to service. An infan-
tryman needs to know the medic will be there, 
that a lonely, needless death is not in the cards.

Some famous Canadians have served as 
stretcher bearers (the medics of their time) 
and medical officers in wartime. Prime Min-
ister Lester B. Pearson who presided over 
the creation of Medicare was one in World 
War One (WWI). So too was Dr. Norman 
Bethune before becoming a renowned tho-
racic surgeon, being a pioneer in mobile 
blood banking and of course for becoming 
a most revered figure in the story of modern 
China. He died at war.

Captain Frederick Banting was decorated 
in WWI for operating on wounded soldiers 
for sixteen hours though wounded himself. 
We of course know him for insulin. He died 
in WWII in a plane crash — he was working 
on G-suits for fighter pilots at the time. You 
already know about Lieutenant Colonel 
John McCrae in Flanders Fields. He died 
at war.

During Canada’s recent participation in the 
Afghan Campaign (2001-14) there were 158 
mission related deaths,5 eight of whom were 
medics. No Medical Officers died. During 
the same period there were 178 suicides in 
the Canadian Armed Forces.6 I don’t know if 
any of these were a medic or doctor. Maybe 
90 per cent of combat related deaths do not 
in fact occur within the first thirty minutes. 

War is Hell. Dictatorships rise, struggle and 
fall. Democracies dither, avoid, contain and 
then — too little and too late — they commit. 
When the travelers, the entrepreneurs, the 
politicians and diplomats have left, “when 
man’s life is cheap as beast’s,” and the inno-
cent internally displaced people and refugees 
are afoot — in go the soldiers. Most of these 
come home again — though changed. Military 
medicine is our collective effort to mitigate 
the horrors of war and to bring a whole lot 
more soldiers back home alive. Sadly we have 
had to become proficient at this.

Many of you visit the deep cracks in our society 
to treat the lost, homeless and forlorn. Many 
of you complete mercy missions abroad, or 
treat addictions or the pain found in the dark 
recesses of the mind. Many do evening and 
weekend call. Many have very difficult, strenu-
ous and complicated work within Medicine. 
I am so very glad that we aren’t shot at or 
blown up doing this work.

Most of us would subscribe to the “four free-
doms” of the Atlantic Charter and ultimately 
the United Nations, as penned by Franklin 
Delano Roosevelt in 1941 — “the freedom of 
speech, freedom of worship, freedom from 
want and freedom from fear.”7 These are free-
doms worth fighting for. Many Canadians have 
died to guarantee us these freedoms — let us 
remember the cost.

On the eve of Remembrance Day, 2015, I 
dedicate these few words to the memory of 
eight young people, medics all, who died for 
Canada. May we reflect on the unimaginable 
loss and on their sacrifices.

FOOTNOTES
1  General Philip Sheridan, cited by Kevin Kane 

in Morale Maintenance In World War II US 
Army Ground Combat Units: European Theatre 
of Operations, 1944-45 (Richmond, VA), May 
2013, page 5

2  Dean Meenach, Military Use of Chest Seals and 
Tourniquets: Lessons for EMS, April 30, 2015

3  Rudyard Kipling, “The Young British Soldier”, 
1895, courtesy of Poetry Lovers’ Page

4 Kevin Kane, page 46
5  Canadian Forces Casualty Statistics Fact Sheet, 

Government of Canada, June 10, 2013, modified 
March 12, 2014

6  Dominique La Haye, QMI Agency, “Military 
suicides outnumbered deaths in Afghanistan, 
new stats show”, posted September 16, 2014

7  FDR 1941 State of the Union Address – the 
“Four Freedoms” speech, Jan 6, 1941, courtesy  
of The Voices of Democracy website

8  The Canadian Press, “These Are the Names 
of the Canadians Who Died in the War In 
Afghanistan”, posted September 5, 2014
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THEY ARE:
Corporal Andrew Eykelenboom,  
1 Field Ambulance, age 23,  
died 11 August 2006;
Corporal Glen Arnold,  
2 Field Ambulance, age 32,  
died 18 September, 2006  
(father of four);
Caporal-chef Christian Duchesne,  
5e Ambulance de Campagne,  
age 34, mort le 22 aout, 2007  
(pere de trois enfants);
Caporal Raymond Beauchamp,  
5e Ambulance de Campagne,  
age 28, mort le 17 novembre, 2007;
Corporal Michael Starker,  
15 Field Ambulance, age 36,  
died 6 May, 2008;
Private Colin William Wilmot,  
1 Field Ambulance, age 24,  
died 6 July, 2008;
Master Corporal Kristal Giesbrecht,  
1 Canadian Field Hospital,  
age 34, died 26 June, 2010  
(step mother), and;
Private Andrew Miller,  
2 Field Ambulance, age 21,  
also died 26 June, 2010.8 

“Blow out you bugles over the rich dead,
There is none of these so lowly and poor of old,
But dying has made us rarer gifts than gold.” 
(RMC Memorial Arch Inscription, 1923)
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This past August, the Health Quality Council of Alberta (HQCA) 
released a report outlining the findings from their Role and Process 
of Physician Advocacy Survey from the fall of 2014. The report sug-
gests that everything from a lack of education and/or experience in 
advocating; to lack of time to advocate; to unsupportive organizational 
policies/culture; to threats of intimidation can and do restrict physicians 
from advocating effectively for their patients. 

Perhaps the most telling detail of all: many survey responders even 
suggested that they sometimes stop themselves from advocating 
because they believed that nothing would happen to address the issue. 
Some responders went further, suggesting that they stopped from 
advocacy due to concerns of negative repercussions. 

Although many things must change culturally and administratively to 
address these issues in Alberta, physicians must always have an outlet 
to speak on behalf of quality patient care without fear of repercussions 
and with assurance that they will be heard. One of those outlets is the 
Practitioner Advocacy Assistance Line (PAAL).

PAAL is a 24-hour confidential service where you can share your con-
cerns or get advice for the challenges you are facing related to advocacy 
and/or intimidation. You can reach PAAL at 1-866-225-7112 through 
Confidence Line, an independent provider of confidential reporting 
lines, who notifies a Zone Medical Staff Association (ZMSA) president 
to return your call. You can also choose to remain anonymous.

PAAL was first launched in 2012 and though it was initially developed 
by Alberta Health Services (AHS), intake and management of PAAL 
calls were transferred to Confidence Line and the ZMSA presidents, 
respectively, in 2013 to address feedback that the line needed to be at 
arm’s length from AHS. 

For more information, visit www.albertadoctors.org/leaders-partners/
leaders/zmsas/paal on the AMA website.

You can also read the full HQCA Role and Process of Physician 
Advocacy Survey Report at www.hqca.ca/surveys/role-and-process- 
of-physician-advocacy-a-survey-of-alberta-physicians/.

We Look Forward to Seeing You at the Rockyview General Hospital 
Medical Staff Association December 8, 2015 Meeting

The Rockyview General Hospital Medical Staff Association Executive is pleased to announce our Guest Speaker 
at the upcoming December 8, 2015 meeting, Ms. Andrea Froese, a partner with the law firm Bennett Jones LLP. 
Prior to joining Bennett Jones LLP in 1998, Ms. Froese clerked at the Court of Queen’s Bench and Court of Appeal of Alberta in Calgary. 
As a member of the Health Law Practice Group at Bennett Jones LLP, Ms. Froese has represented the Canadian Medical Protective 
Association (CMPA) and its physician members since 1998. The scope of her Health Law practice includes assisting physicians in 
the defence of civil lawsuits alleging medical negligence and professional conduct complaints to the College of Physicians and 
Surgeons of Alberta. She also assists physicians with a variety of hospital privileges issues and patient concern matters.
Some of the topics that will be discussed include:

– Avoiding the medico-legal pitfalls associated with shared care, transfer of care and delegation of medical care; and
– Risk management considerations in instructing your patient, including informed discharge issues.

What do the Courts say about the standard of care when you transfer or delegate medical care to a colleague? Are your consultation 
letters and reports meeting the standard of care? What is the expectation about what will be communicated to a patient upon 
discharge from your care? How do physicians run into trouble regarding these issues? For answers to these questions and many 
more, you will have to attend the meeting.
The presentation will include scenarios from actual cases, highlighting experiences of physicians from a variety of specialties 
when encountering these issues, asking “what would you do next”, and providing insight into what the Courts have defined as 
the standard of care. The format should lead to lively discussion with audience participation.

The RGH MSA Members dinner begins at 5:30 p.m. and the meeting at 6:00 p.m.
Please RSVP to Stella Gelfand at your earliest convenience. Office: 403-943-3428 or Email: stella.gelfand@ahs.ca

We look forward to seeing everyone there.
Please contact any of us to learn about the benefits of a Rockyview General Hospital Medical Staff Association Membership! 

Sincerely,Your Rockyview General Hospital Medical Staff Association Executive: Dr. Borys Hoshowsky, President,  
Dr. Jim Janzen, Vice President/Treasurer, Dr. David Kent (Past President) & Dr. Stan Mayer, Executive Members At Large.

Practitioner Advocacy Assistance Line (PAAL)
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CHILDREN’S	  
CHRISTMAS	  PARTY	  

November	  28	  
11:00am	  to	  1:00pm	  

Sheraton	  Four	  Points	  Hotel,	  2875	  Sunridge	  Way	  
NE,	  Calgary,	  AB	  Willow	  Room	  

We	  invite	  you	  to	  join	  us	  in	  celebrating	  the	  holidays	  with	  lots	  of	  fun	  and	  
games	  for	  all	  ages.	  	  Yummy	  treats	  and	  snacks	  to	  eat.	  	  And	  if	  we’re	  very,	  

very	  good,	  a	  special	  visit	  from	  a	  “Jolly	  old	  Soul”	  straight	  from	  the	  
North	  Pole!	  

Please	  RSVP	  the	  name	  and	  age	  of	  children	  to	  Monica	  Bryan	  at	  
cmscalgary@gmail.com	  by	  Sat	  November	  21st.	  

Sponsored	  by	  
Calgary	  Medical	  Society	  and	  CAMSS	  



I admit to an initial inner rebellion at the concept of physicians as the 
“gatekeepers” of health care — that we would be doing our patients a 
disservice in not ordering every possible indicated investigation or 
intervention. Physicians are not economists or elected officials; it is 
not in the Hippocratic Oath to be accountable for the public financial 
costs of what we recommend for our patients. And yet, while I will 
always remain one of the staunchest advocates for an investigation or 
procedure a patient of mine does need, the evidence is mounting that 
much of what has traditionally been done or ordered in medicine is 
not in keeping with our holy grail of being “evidence-based”. In fact, 
sometimes just the opposite is true: that some of what we do and order 
may, in fact, be inadvertently harming our patients. 

One of the best insights I received from some of my preceptors in my 
student and residency years was an ingrained habit to challenge the 
notion of automatic ordering. They would ask me “why” was I doing or 
ordering something or “how will that change” how I advised or treated the 
patient. Though vexing at the time (now, in turn, for my learners when 
I ask those same questions of them!), it became an invaluable “check” 
on why I order what I do. I admit my hand still hovers over ordering a 
urinalysis or ECG in an otherwise healthy elderly patient, over ordering 
a mammogram in a 40 year old lady or doing a DRE in the 50 year old 
man, or ordering liver transaminase levels in patients on statins. But, 
I push myself to ask “why” and that, as well as the presence of learners 
I am trying to teach the same habits to, will (usually) stay my hand. 

There is increasing evidence that this non-evidence based ordering may 
be not only financially costly and noncontributory to any improvements 
in patient morbidity or mortality, but worse, it may actively cause harm 
to our patients by leading to unnecessary anxiety and potential compli-
cations from resulting investigations/interventions. So, why is it that we 
continue to do and to order what the evidence tells us we should not? 

I would suggest there are multiple reasons: 
1)  It is difficult to change behaviours — what you were taught and 

what you have done for years or decades, is unquestionably difficult 
to challenge and “unlearn”. But, as we tell our patients, change is 
possible, and we cannot remain in a “pre-contemplative stage”. 

2)  Evidence-based clinical practice guidelines are cold words on paper 
(or on a computer screen): all physicians have seen or heard about 
the “exception to the rule”, and these anecdotes carry emotional 
weight that can easily trump the scientific guideline. 

3)  In all frankness, it takes more time to explain to patients why one is 
not ordering or doing something; more time than it takes to create 
a requisition or make a referral. This is compounded by us having 
“trained” our patients over the years to expect certain things (I 
still get skeptical looks when I explain to patients that a clinical 
examination is not recommended for the asymptomatic low-risk 
patient for breast cancer screening). 

4)  One has to actively and continually seek out updated guidelines 
and re-assess “routine ordering”, with the added difficulty that it is 
easier to get groups of physicians to agree on ordering additional 
investigations than to get one hold-out to agree to remove some 
not-indicated tests. And, when making referrals, there is an under-
lying worry that a patient will not be seen or get their investigation/
procedure if all the pre-work requested by the consultant are not 
done, even if it is not in keeping with guidelines. 

5)  Lastly, it is challenging when the guidelines don’t agree and one is  
inundated with a plethora of contradictory recommendations  
— whether it is disagreements between specialty groups or associ-
ations, or provincial/national/international differences, the fact is 
that there is no “single source of truth” when it comes to guidelines. 

So, with all of these challenges and obstacles, how can we, as physicians, 
advocate for health care sustainability and for appropriateness in ordering 
investigations and interventions? I would suggest that, as individual 
physicians, we need to continue to push ourselves to ask those “why” 
and “how does this change my management” type questions. We need to 
stay updated on current and changing guidelines and use resources such 
as Choosing Wisely Canada™ (choosingwiselycanada.org) and Towards 
Optimized Practice (topalbertadoctors.org), drawing from the expertise 
of physician colleagues who have weighed the evidence and provided 
guidelines that promote health rather than cause unnecessary harm. 

As a profession, we need to promote best-practice dissemination through 
clinical guidelines readily available via EMR’s and through improved data 
sharing and integration to measure whether what we do is achieving 
what is intended, rather than itself creating unintended issues. Finally, 
both individually and as a profession, we need to continue to model 
evidence-based ordering and interventions so that future generations 
continue to ask themselves the “why” questions rather than settling 
complacently on the “aw, why not?” 

Kathryn Andrusky, BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton
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Helping More by Doing Less Dr. Kathryn Andrusky

The phrase “physician advocacy” immediately conjures many images in my mind — from advocacy 
for one’s own patients to obtain a certain test, medication or procedure; to advocating for physician 
colleagues to be compensated fairly and in a manner that promotes comprehensive and team-based 
care; to advocating for system changes to improve transitions and continuity of care for our patients. 
But when I think of “advocacy”, it generally brings to mind a promotion of a concept to initiate a new 
pilot or project, to create improved policies and procedures, essentially to “do more”. And yet, one 
of the healthiest ways we, as physician advocates, can contribute to the sustainability of the health 
care system is to consider just the opposite and pro-actively ask ourselves when can we “do less”? 

Kathryn Andrusky,  
BSc, MD, CCFP 
Family Physician 
Links Clinic, Edmonton
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I have spent the last 
two years as presi-
dent of the Calgary 

and Area Medical Staff Society (CAMSS). 
CAMSS is funded by dues paid when you 
check the “medical staff association” compo-
nent of your AMA annual renewal form. We 
also receive a lump sum from the AMA based 
on the number of physicians we represent in 
our zone (in Calgary around 3000 physicians). 
Alberta Health Services (AHS) provides some 
administrative support.

The role of the Medical Staff Associations 
(MSAs) is enshrined in the Medical Staff 
Bylaws for the province, but remains a work in 
progress. The five Medical Staff Associations 
represent all of the physicians in the prov-
ince on various committees. As the CAMSS 
President, I represented Calgary physicians 
on AHS committees at the local level on the 
Zone Medical Administrative Committee 
and the Zone Application Review Commit-
tee (privileges for access to AHS facilities), 
and at the provincial level at the Provincial 
Practitioner Executive Committee (PPEC), 
which advises the Chief Medical Officer. Our 
local responsibilities to AHS also include 
selecting members to serve on Search and 
Selection Committees for department heads 
and hospital lead physicians.

CAMSS also works closely with the Alberta 
Medical Association. We nominate physi-
cians for the AMA’s Representative Forum 
and serve on AMA committees. We have a 
responsibility to host Zone Advisory Forums 
to explore local issues and advise the AMA 
as required.

Our final responsibility is to hold local meet-
ings and support the hospital-based medical 
staff associations in Calgary as well as the 
community based physicians. We are respon-
sible for the publication of Vital Signs, which 
is YOUR medical staff magazine. 

The collaborative/committee-based system in 
which we work makes it difficult to measure 
the impact of any one person or group on the 
health-care system as a whole, but CAMSS was 
involved in many and diverse issues during my 
two years as president. Some of these included 
medical manpower planning (or lack thereof), 
chart completion, lab data distribution, and the 
benchmarking study now underway. 

This benchmarking study examines the cost 
of a day in hospital, comparing nursing hours, 
support services, and physician costs across 
the country. The results will have a major 
impact on how we practice, as higher-cost 
hospital units will have their budgets adjusted 
accordingly. Hospitals in Alberta tend to have 
higher costs in terms of nursing hours per 
patient than those in other provinces. Our 
operating rooms and recovery rooms in par-
ticular are more costly to run, and are being 
subjected to increased scrutiny. Our behaviour 
as individuals is representative of our profes-
sion as a whole, and we must constantly seek 
to improve our practice. 

The biggest revelation of my term is that AHS 
is not a monolith. There are many hard work-
ing, motivated physicians and administrators 
that choose to work from within the system to 
improve health care for Albertans. Physicians 
and AHS should be allies, not adversaries, in 
the effort to provide effective, efficient care. 
Unfortunately, the number of committees and 
stakeholders involved, and the lack of individ-
ual accountability for decisions made, does 
make it frustratingly slow to work with AHS. 

The very long time-line and seemingly endless 
meetings make it difficult for a fee-based physi-
cian to stay involved long enough to see results. 
It is ironic that the very process of seeking input 
from all sources, including physicians, is also 
the process that slows the decision-making 
process and discourages those interested in 
providing input. However, we need to take the 
time and make the effort to remain involved in 
the process from the early stages of planning 
right through to the final result. Physicians, 
as individuals and as a group, should support 
the doctors who do volunteer for these com-
mittees, and should seek out further oppor-
tunities to become involved. We should not 
be surprised if our role is diminished and we 
become more marginalized if we let others do 
the planning for us. Remember — if we all do 
a little, no-one has to do it all. 

Your Zone Medical Staff 
Association (ZMSA)
• Is open to all physicians in the zone 

(AHS appointment not required) 
and other medical staff (podiatrists, 
maxilla-facial surgeons and 
dentists) with AHS privileges.

• Gathers advice from zone physicians 
and advocates for you on local and 
zone issues.

• Makes medical staff appointments 
to bylaws-related committees.

• Obtains advice on strategic 
direction for policy and advocacy 
from the Zonal Advisory Forum.

By becoming a member, you contribute 
to a strong, sustained infrastructure 
that supports physician engagement 
and advocacy at the zone level. To join 
visit: www.albertadoctors.org/news/
renew-your-2015-2016-membership

Medical Staff Associations in Alberta Dr. Steve Patterson

I would like to provide a short description of my role as CAMSS President and the value of being 
involved. I have tried to describe my role with its successes and challenges. I have ended my description 
with a brief view of the situation facing us moving forward. The most valuable resource CAMSS has 
is engaged physicians, and I would encourage all of us to consider how we can be engaged moving 
forward. If we all do a little, no one has to do it all.

Dr. Steve Patterson,  
CAMSS President
Phone: 403-943-5554

Physicians and AHS should  
be allies, not adversaries,  
in the effort to provide 
effective, efficient care. 



The PEOLC ATR program is designed to support people and their 
families who have chosen to remain at home for palliative and end of 
life care. It links clinicians with EMS resources to support patients in the 
community who are experiencing palliative emergencies in the hope that 
patients may be managed in place, rather than transported to an acute 
care setting. However, if patients choose and/or need to be transferred to 
an acute care setting, EMS will provide transport to the emergency. We 
have provided multiple presentations and Q & A sessions throughout 
Central Zone, and will continue to help communities implement this 
program locally, both from the EMS and the PC perspective.

Some commonly asked questions:
1)  What is the definition of a ‘Clinician’ and where is this 

resource and funding coming from? 
The definition of clinician is a regulated professional, such as 
MD, RN, NP, LPN and others. This was left broader to allow 
family physicians and other professionals in client’s homes 
to activate the system and to also allow for some differences 
in communities, especially those more remote/rural. There 
are no additional funding resources — this program will be 
implemented where the local home care office feels they 
can implement.

2)  I am very concerned in the possible break-down of continuity  
of care. The Family physician (the MOST VALUABLE 
RESOURCE IN THIS PATIENTS CARE) is way too far 
down the decision tree of this algorithm. 
Our working group recently brought forward a concern with 
the algorithm for exactly the reason you state — that it appears 
the family physician is further down line to the process than is 
expected in reality. In fact, the ATR program is expected to be 
activated only after all other usual manner of problem solving 
has been attempted. Our home care staff is exceptional at case 
managing people at home already. This is seen as another 
“tool in the toolbox”, not the first call to be made. The home 
care nurse should be in the home, have assessed the patient, 
spoken to the family physician, the palliative care team and 
other resources in our Zone, prior to activating ATR. The 
family physician can certainly be linked into the call to EMS 
online medical control, with the EMS and HC staff on-scene 
to discuss plans for resolution, as well. The program was never 
intended to exclude use of local health care providers. One of 

our Palliative Care Nurses or Physicians can also be linked into 
the call. Due to practice restrictions for EMS, online medical 
control will be the primary contact, linking in family physicians 
and palliative care expertise, as available and needed.

3)  Palliative care specialists are in short supply and are only readily 
available in major centres. I think a 24/7 palliative care con-
sultant services is a great idea. If this is in place then (via the 
RAAPID conference services) the ‘Clinician/RN/NP” onsite and 
the family/ER physician can request the services of a palliative 
care specialist to decide if more advance intervention is needed. 
Central Zone has had 24/7 on-call palliative expertise avail-
able to health care professionals for 11 years. The phone num-
ber to call is 403-348-2408. You can also call RAAPID and 
be directed to the on-call palliative physician in Edmonton 
or Calgary. However, given the understanding of our local 
team regarding resources, etc. available in the local area, we 
encourage a call to our Central Zone Palliative Care team.

4)  The algorithm states, “Arranges additional on-going resources 
(oxygen, equipment, medications, etc.) through standard 
procedures”: I believe that Home Care/ GP would be involved 
to maintain continuity of care and direct care... based on case 
management principles. 
This was the intent of the statement, that the HC nurse and 
the family physician would do this as for any home care client, 
whether or not ATR has been activated. So, it is shown on 
the algorithm so everyone is aware of who is responsible for 
closing the loop on the occurrence.

This program has been successfully implemented in multiple regions 
around the province to date. EMS has rolled out the training on a 
provincial basis and is ready to participate in program activations in 
collaboration with community clinicians in the home. This program 
has not been officially implemented in most communities in Central 
Zone, at this time, but both EMS and PC are absolutely committed 
to helping your community implement this program. Please contact 
me at pansy.angevine@ahs.ca or 403-507-8128 to discuss how we can 
assist you in providing this additional care option to your clients in 
the community setting.

Pansy Angevine, RN, CHPCN(C)
Manager of Transitions, 
Specialty Programs and New Initiative

Treating Palliative and End of Life Clients  
in Their Homes Pansy Angevine

The EMS/Palliative End of Life Care (PEOLC) Assess, Treat and Refer (ATR) program is one project that stems from our 
Provincial Palliative Care Framework, which can be found on Insite at www.albertahealthservices.ca/assets/info/seniors/
if-sen-provincial-palliative-end-of-life-care-framework.pdf. You can also find additional documents and information on 
the ATR program on Insite or at www.myhealth.alberta.ca/palliative-care/about-us/ems-program, including an FAQ. Each 
project also has a working group attached to operationalize the project, which includes physicians wherever appropriate. 
This is certainly the case for the ATR project. 

ZMSAs – Communicating With Physicians in Alberta

14



VITAL SIGNS November 2015

15

As most clinicians are aware, a substantial 
number of people within the Edmonton zone 
inject drugs. Accurate numbers are impos-
sible to ascertain, but Edmonton’s needle 
exchange program, Streetworks, distributed 
over 1.4 million needles last year, meeting 
only an undetermined fraction of the actual 
need. Injection drug use crosses all ethnic, 
socioeconomic, gender, and geographic 
lines. Fifty percent of people who use drugs 
in Edmonton experience their first injection 
before the age of 19 while Streetworks has 
many clients who are over 55 years. At the 
same time, injection drug use is perhaps 
the quintessential example of an outcome 
of negative social determinants of health 
and unhealthy public policy. Many of the 
individuals we see for injection drug use 
have complicated and often shocking his-
tories of family dysfunction and addiction, 
neglect, abuse, poverty, foster care etc. In the 
longer-term, addressing these social factors, 
including some of the specific issues raised by 
the Truth and Reconciliation Commission in 
regard to Indigenous people, could contribute 
to reducing problematic substance use. Cer-
tainly, the total and costly failure of a punitive 
and legal approach to substance use, i.e. the 
“War on Drugs” is now widely recognized.

But even if preventive measures are more 
effective in the future, there remains a sub-
stantial, ongoing need for measures to miti-
gate the harms for people already using drugs, 
and engage individuals who use drugs in care. 
We, as health care workers have a professional 
obligation to those of our patients who use 
drugs, and we are uniquely placed to advocate 
for evidence-based policies and services. 

Drug injection is associated with a variety 
of harms to the individual including the 
risk of overdose, acquisition of blood-borne 

pathogens, both minor and life-threatening 
bacterial infections and adverse psycholog-
ical, social and economic consequences. An 
individual’s drug use may also have adverse 
effects on his or her family and friends and 
substantial economic costs to the community 
and the healthcare system. Conversely, people 
who use injection drugs would much rather 
be healthy than ill, and have usually tried to 
stop using substances several times. While, 
as with most medical conditions, we don’t 
have all the answers, there is a growing body 
of evidence around what does work. 

The term “Harm Reduction” as applied to 
people who inject drugs, describes a prag-
matic philosophical approach and a range 
of strategies. A Harm Reduction approach 
recognizes that immediate abstinence as the 
only option is likely to fail. The aim of Harm 
Reduction is to minimize harm to the indi-
vidual and society and maximize the ability 
of an individual to improve his or her health 
and safety. Harm Reduction requires action 
at 2 levels — direct patient services and drug 
policy. Examples of specific harm reduction 
services/programs include needle exchange, 
opiate dependency programs such as meth-
adone maintenance, community naloxone 
programs and more recently, safe injection 
services. In clinical practice, it also involves 
creating a milieu within the physician-patient 
interaction that is honest, open and works in 
smaller steps to help patients improve their 
own health, recognizing that abstinence 
is often not a realistic near-term goal. The 
immediate goal may be for the patient to 
achieve greater stability. Studies have con-
sistently shown that using a harm reduction 
approach increases the likelihood that people 
who inject drugs will access further services, 
including detox and treatment. 

Edmonton has operated a needle exchange 
program, Streetworks, since 1990 in the face 
of constant struggles for adequate funding 
support. The program includes health services, 
education, referrals, resource development, 
support for pregnant women who are homeless/ 
use substances (HER Pregnancy Program), an 
overdose prevention program, truthful drug 
education for street-involved youth, and a drug 
users coalition (Alberta Addicts Who Educate 
and Advocate Responsibly). A study led by the 
School of Public Health found Edmonton’s 
needle exchange program to be cost saving, 
not just cost effective. Injection drug use is 
the only HIV risk behavior which has shown 
a consistent decline in attributable new HIV 
infections over approximately 15 years in 
Alberta, almost certainly due in large part to 
these harm reduction measures. Streetworks 
also initiated Canada’s first community nalox-
one program which is now being replicated 
across Alberta and in BC and Ontario. A coa-
lition of agencies and individuals in Edmonton 
is now exploring the possibility of establishing 
medically supervised safe injection services.

Local resources for opiate maintenance 
therapy exist, but fall far short of the need, 
particularly after OxyContin was withdrawn 
with the market, now increasingly replaced 
by much more unsafe alternatives such as 
heroin and fentanyl. 

As physicians, we should have an under-
standing of the basic principles and elements 
of Harm Reduction. We can apply these 
approaches more widely to the benefit of 
our own patients. We also need to advocate 
for adequate access to these services in our 
community.

Stan Houston, MD DTM&H FRCPC
Professor of Medicine & Public Health
Director, Northern Alberta HIV Program

The Harm Reduction  
Approach to 
Drug Abuse
Dr. Stan Houston



SKIN CANCER  
SURVEILLANCE ASSOCIATE

Total Skin Care Centre invites  
applications from physicians interested  

in the management, treatment,  
and surveillance of patients at risk  

for developing skin cancer and  
pre-cancerous lesions. Interested 

physicians will have at least five years  
of experience in the practice of medicine 

with direct patient contact, evidence 
of advanced training and interest in 
management of patients with skin 

malignancies. 

Send applications to Dr. John Arlette at 
john@johnarlette.com. 

Website: www.totalskincarecentre.com.

Total Skincare Centre is located at:
636 45th Street SW #202

Calgary, AB  T3C 2G2






