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Save the dates! CAMSS 2015 Meetings
CAMSS Council meetings may be attended via video conference from the  
AMA SAO Conference Room (Suite 350 708 11th Ave SW, Calgary.)
Please email camss@camss.ca to request security access to the room.

CAMSS council
May 13, 2015 | ACH 07 – 5:30-8:30 pm

CAMSS AGM
June 10, 2015 | Location TBA – 5:30-9:00 pm

CAMSS council
September 9, 2015 | ACH 01 – 5:30-8:30 pm

CAMSS ZAF
October 14, 2015 | Room 1003, 10301 Southport Lane SW – 5:30-8:30 pm

CAMSS AGM
November 11, 2015 | Location TBA – 5:30-9:00 pm

CAMSS council
December 9, 2015 | ACH 01 – 5:30-8:30 pm

The CZMSA Election Results
The Central Zone Medical Staff Association electronic membership vote  
is complete and the 2015 executive has been ratified as follows:

President – Dr. Andre van Zyl
Vice President – Dr. Alayne Farries
Treasurer – Dr. Deirdre McLean
Past President – Dr. Kevin Hay
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The Health Services budget of 18.9 billion 
dollars is 160 million dollars less than last 
year. This will need to include wage increases 
expected to total 2.9% (wages are at least 
70% of healthcare spending), an anticipated 
2% increase in utilization, and the planned 
elimination of hospital deficits ($50 million 
in Calgary alone). This adds up to at least a 
5% reduction in healthcare spending, with-
out incorporating funding for new facilities 
and long term care beds. The most important 
question in health care today is how Alberta 
Health Services and CEO Vickie Kaminski 
will deal with this reduction in spending. 

The best predictor of future behaviour is 
past behaviour. Ms. Kaminski was CEO of 
the Sudbury Regional Hospital from 2001-
2009. The province of Ontario instituted a 
process called benchmarking for its major 
hospitals. Benchmarking is a process that 
compares how resources for patient care 
are allocated in different hospitals. Nurs-
ing hours, overtime hours, equipment use, 
and management hours are measured and 
related to patient days or emergency visits. In 
Sudbury Regional Hospital, benchmarking 
was performed by the firm Canadian Health-
care Management starting in 2002.1 In 2009, 
Ms. Kaminski moved to Newfoundland to 
become the CEO of Eastern Health (formed 
when seven regional boards amalgamated in 
2004). She employed the firm Health Care 
Management Group (HCM) to benchmark 
the acute care sector of Eastern Health. In 
2012 HCM released their report on “opera-
tional efficiencies”. Ms. Kaminski revealed to 
CBC reporters that this report “determined 
that Eastern Health is one of the worst per-
formers financially and from an efficiency 
perspective anywhere in the country”.2 As a 
result of this report, Eastern Health lost 550 
full-time equivalent (FTE) positions from 
a total staff of 13,000 (around 5%). The job 
losses were to be created through attrition 

and no full time employees were to be laid 
off. In July 2014, the current CEO reported 
to the Committee on Public Accounts that 
350 of the original 550 positions had been 
eliminated through attrition and a reduc-
tion in overtime hours. These changes have 
resulted in a savings of 30 million dollars so 
far from a projected reduction of 43 million 
dollars. The HCM report on managerial 
efficiency planned for a reduction of 70 man-
agement staff positions in Newfoundland. 
So far, two years later, 40 of these positions 
have been eliminated. The Newfoundland 
benchmarking reports on clinical efficiency 
are not available at this time.3

Alberta has the same CEO, and has hired 
the same benchmarking firm. I would expect 
recommendations justifying similar reduc-
tions in AHS expenditures. Ms. Kaminski 
has already pledged that no reduction is 
planned for front line staff, and that some 
of the planned job cuts will occur through 
attrition. Newfoundland’s Eastern Health 
did keep their promise not to lay-off full 
time staff, but they reduced overtime hours 
and temporary staffing. Ms. Kaminski stated 
in her March 26 response to the Alberta 
provincial budget that reduction in overtime 
hours was one of her goals. 

What does this mean  
for Alberta? 
My first impression is that Ms. Kaminski has a 
track record of effective management. We are 
fortunate to have her as our CEO. Based on her 
previous responses to reports from HCM, we 
can expect a reduction in nursing staff and a 
reduction in overtime hours as well as a con-
certed effort to decrease sick time requests 
from nurses. Physicians in management posi-
tions can expect greater scrutiny. The results of 
benchmarking for physician efficiency has not 
been released to the public in Newfoundland, 
but I expect “low efficiency” physicians and 

programs in Alberta to be targeted. Physicians 
will be asked to make changes, and to do more 
with less. Ideas to improve patient care and cre-
ate more efficient systems have been solicited. 
We as working physicians have the best vantage 
point to see how improvements can be made 
and how changes can affect patient care. We 
cannot allow quality of care to be sacrificed 
on the altar of clinical efficiency. The AMA is 
at the forefront of this push for efficient effec-
tive care with the Toward Optimized Practice 
(TOPS) and the Choosing Wisely initiatives. 
We have seen changes in Vitamin D testing and 
we will see changes in low back pain imaging 
as a result of these programs. There are more 
changes to come.

I urge physicians to speak out about the issues 
affecting patient care in Alberta. The best time 
to be heard is now, during an election campaign. 
All political parties will be listening.

FOOTNOTES
1  Operational Review of Sudbury Regional 

Hospital, November 1, 2002
2  CBC News Posted: May 29, 2012 1:58 PM NT 

Last Updated: May 29, 2012 6:41 PM
3  Province of Newfoundland, Proceedings of  

the Standing Committee on Public Accounts 
July 24, 2014 Issue 3

President’s Message:

Difficult Choices
Well here it is: a provincial election. We have heard announcements about a new Cancer Centre for Calgary (first announced 
in 2005), as well as a versatile fifty million dollar announcement on March 11th covering five emergency departments in 
both Calgary and Edmonton. Despite the budgetary restraints, we have a number of new infrastructure projects. The most 
pertinent question is not how we can afford the buildings but how we can afford to staff them. 

Dr. Steve Patterson, CAMSS President
Phone: 403-943-5554
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In September 77% of the PC party voted for Jim Prentice. He’s called 
an early election — at a cost of $27 million — though it was not legally 
required till 2016 and he holds an overwhelming majority. He wants 
‘a mandate’ from Alberta to implement the 2015 budget…’ cause 70 
MLA’s just isn’t enough these days! 

At dissolution of the Legislature, two seats were vacant and one was 
independent. The four parties with seats were: 

• Alberta Liberal Party: 5 seats. (3 retiring)
• Alberta New Democratic Party: 4 seats.
• Progressive Conservative Association of Alberta:  

70 seats (11 formerly Wildrose)
• Wildrose Party: 5 seats. 

There are five other political parties without seats in the Legislature: 
Alberta First Party; Alberta Party; Alberta Social Credit Party; 
Communist Party – Alberta; Green Party of Alberta. 

There is a fascinating situation — all 4 parties in the Legislature 
have new leaders going into an election! Dr. David Swan leads the 
Liberals and Rachel Notley the NDP. Wildrose just elected Brian Jean, 
an experienced federal politician who will be running against the 
Advanced Education Minister, Don Scott. (A tough sell! Incumbent 
minister vs. untested leader of an injured party.) 

HEALTH RELATED POLICIES for the four 
parties with seats. (Info gathered from their web sites.)

Alberta Liberals
• ‘…returning more control to front line workers, Doctors, Nurses, 

EMS Technicians, and to local boards that understand local needs.’

• ‘…drastically reducing the amount of time individuals requiring 
alternative level of care spend in hospitals, improving access to primary 
care… investment in community-based home care and long-term care 
…catching up on the billion dollar health care infrastructure deficit...’

• ‘Jim Prentice…. wants hardworking Albertan’s to pay more to 
fund healthcare mismanagement? ..We think we need to fix the 
management of it first.’ 

New Democrat
• The NDP website has NO stated Health Care policies as of April 

8, 2015.

Progressive Conservative
• The PC website has NO stated Health Care policies as of April 8, 2015.

Wildrose
• ‘…invest an additional 50 million p.a. into Home Care and annually 

increase HC funding …to keep up with enrolment’

Through The Looking-Glass
…And What Alberta Found There
Dr. Kevin Hay

Last summer, in ‘Back to the Future’ (Vital Signs, September 2014) I suggested there were two prime determinants for the 
future of health-care in Alberta: the PC leadership and the next provincial general election. Now we have a new determinant  
— the price of oil.



ZMSAs – Communicating With Physicians in Alberta

4

• ‘Expanded homecare and palliative care services…with supportive 
home environments.’

• ‘Support LTC facilities that will address the needs of our aging 
population’

• Long Term Care: ‘…2 baths per week.’
• ‘Moderate compensation for family members ‘providing end-of-life 

care for their loved ones’
• ‘End the ‘Divorce by nursing home’ 80 km rule so married couples 

can continue living together.’
• ‘Improve ambulance response times …decentralized service delivery, 

non emergency vehicles for transferring patients…’

Political Track Records:
…PC’s have been in power longer than the majority of people in 
Alberta have been alive! 

Health-care in Alberta has experienced Regionalization, re-Region-
alization, Zonification, re-Zonification and complete Centralization 
over the past 25 years. Now Health Care is threatened with Distric-
tification…which is not going to be ‘the voice of the people’ as some 
suggest. (Reference ‘The Jaws of Winter’ this edition and ‘District 9’ 
last month) 

A recurrent issue is the large severances received by Health Care 
administrators. Between 2011 and 2014 a mere $28 million was paid out! 

We also fondly remember the leadership of Alison Redford. 

We all know the fate of Danielle Smith after she crossed the floor to 
the Conservatives which is reminiscent of the bloody senate floor in 
ancient Rome after Brutus opposed Caesar…Et tu, Brute? 

Before Danielle Smith’s defection, Alberta had the most vibrant 
opposition in decades. John F. Kennedy made a great point about 
strong opposition: 

“Without debate, without criticism, no administration and  
no country can succeed and no republic can survive…”

Finances:
Your favourite party might need some financial assistance! Elections 
Alberta released information showing that at the end of 2014, Liberals 
had $119,000 in net assets, NDP $125,000 of net DEBT (…oops!) PCs 
net assets were $945,000 and Wildrose had $123,000 in net assets.

Polls:
ThinkHQ Public Affairs came out with survey results of 1,835 Alberta 
voters from an online panel which was taken just before the writ 
dropped. It is the third survey showing Wildrose Party in the lead. 
With 31% of decided voters for Wildrose, 26% for NDP, 25% for PCs 
and 12% for Liberals. There’s underdog support here! 

What Constitutes A Mandate?
There are a total of 87 seats in the Legislature. PC’s had 70 seats at disso-
lution, of which 11 were Wildrose defectors. One can calculate that only 
59 seats are ‘True Blue.’ What is a Prentice Mandate? 70 seats? …65?? 

Anything less than 59 seats is not really a mandate. If so, this article 
should be re-titled: 

‘A Look in the Mirror and what Alberta found there...’

REFERENCES:

HEALTH RELATED POLICIES for the 5 parties without seats.  
(Info from their web sites.)

• ALBERTA FIRST PARTY.
‘Public referenda for controversial and dividing issues’ ‘A public health care 
system with shorter waiting lists and sufficient numbers of nurses and doctors,’ 
‘The right for a woman to have an abortion, but only during the first trimester, 
and only if she is 18 or over’ 

• ALBERTA PARTY.
‘…will invest in expanding access to high-quality home care and continuing 
care’ ‘…will work to ensure that everyone has a family doctor and is able 
to easily access a primary care network.’ ‘…will implement initiatives that 
prevent people from becoming sick or injured in the first place.’ ‘…will  
create a mental health strategy for the province and expand access to 
treatment for addiction. ‘

• ALBERTA SOCIAL CREDIT PARTY.
‘Albertans should be consulted to determine the level of health care they 
require.’ A plan should be developed for providing this level of service, 
including the personnel, facilities and projected costs’ ‘…the training of 
many more doctors, nurses and other medical personnel.’ ‘Grants would 
be given to medical students who commit to work in Alberta’s high-need 
areas…’ ‘Albertans should be asked how they wish to pay for this service: 
resource royalties, income taxes, a health-care tax or some other option. 
A consensus of the majority of Albertans should be obtained through a 
plebiscite and then acted upon.’

• COMMUNIST PARTY – ALBERTA. 
‘Provide Quality healthcare — publicly funded and delivered’ ‘End all user  
fees’ ‘…expand medicare with dental care, prescriptions, eye-care and  
health promotion; ‘…increase staffing’ ‘…reduce wait times’ ‘…provide 
quality public facilities for an aging population — including homecare  
and institutional care’ 

• GREEN PARTY OF ALBERTA. 
‘…maintaining a publicly-funded, government-operated health 
care system.’ ‘…provide funding to remove barriers… to facilities, 
transportation, childcare and other support services.’ ‘…a preventative 
approach to healthcare.’ ‘…extend Alberta Health Care coverage to all 
health professionals falling under the Health Professionals Act.’ ‘…reduce 
unnecessary and redundant prescriptions, tests and other inappropriate 
use of health services.’ ‘…mandatory determination of organ donation 
preference on government-issued identification and create an online 
registry.’ ‘…increased funding to improve dignified end of life treatment,… 
to improve palliative care, pain management, community and home care 
resources and grief counselling.’ ‘…continuity to our badly fractured mental 
health system by providing appropriate resources and follow up treatment.’ 
‘…support research into environmental factors contributing to mental 
illness.’ ‘…as good mental health care as our society can collectively afford.’ 
‘All health care professionals and front line workers… will be trained to 
recognize and deal with the manifestations of mental ill-health.’ ‘…will 
ensure…a sufficient number of appropriately-trained and licensed mental-
health specialists in Alberta…’

VITAL SIGNS ON-LINE: http://www.camss.ca/vs.html

Profound apologies to Lewis Carroll for the abuse of his book title:  
“Through the Looking Glass and What Alice Found There.”

www.edmontonjournal.com/news/edmonton/Prentice+expected+call+election 
+this+morning/10951365/story.html

www.inews880.com/2015/02/05/ahs-cutting-severance-packages-cell-phones- 
sick-days-and-salaries/

www.elections.ab.ca/public%20website/603.cfm

www.assembly.ab.ca/pro/dissolution_guidelines.pdf

www.en.wikipedia.org/wiki/Progressive_Conservative_Association_of_ 
Alberta_leadership_election,_2014

www.en.wikipedia.org/wiki/Legislative_Assembly_of_Alberta

www.calgaryherald.com/news/politics/new-poll-shows-tight-three-way- 
election-race-in-alberta
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A new budget. Another election. 

What will be the health care fall out?
“Lean in” By: Dr. Shelley Duggan

We must keep advocating for our 
patients no matter how frustrated we 
get. Educate the candidates that knock 
on your door looking for your vote. 
If you think a health care decision is going 
to impact care, speak to your colleagues and 
local leaders. Collectively physicians can and 
should be heard. We see every day how the 
systems triumphs and fails. We have good 
ideas to help with efficiency. 

With a growing and aging province the need for a number of services 
will continue to rise, costs will continue to increase. We need to 
ensure a strong and united voice for physicians regionally to enable 
us to look after patients to the best of our ability. The Zone Medical 
Staff Organization represents you and encourages you to come to us 
with your ideas and concerns. It will take the will and cooperation 
of all organizations to make the system work.

Dr. Shelley Duggan,  
EZMSA President
Phone: 780-468-3377



I want to thank Dr. Hay for his service to 
his colleagues as President, Central Zone 
Medical Staff Association. His commitment 
to advocacy on our behalf has meant his 
participation in over 100 meetings! For the 
past two years his enthusiasm and energy 
have been considerable and will be a tough 
act to follow. His passion for HOT topics is 
reflected in his articles in VITAL SIGNS and 
I will urge him to continue to contribute to 
our sometimes provocative magazine. 

Dr. Hay will continue to have a role on the 
CZMSA executive for the next 2 years as past 
president. He is also the newly elected RF rep-
resentative for region 5 for the Central Zone. 

Allow me to introduce myself and most 
importantly to update you on actions we 
are taking on behalf of CZMSA members: 

I am a Family Physician (ANE & O&G) in 
Rocky Mountain House since 2001. I quali-
fied in South Africa, worked in Namibia and 
started my career in family and rural practice in 
Canada in 1997 in Pine Falls, Manitoba. I still 
perform a full spectrum of family medicine, 
emergency room, anesthesia and obstetrics. 

I have been involved in chronic disease 
multi-disciplinary management since the 
start of the PCI/PCN as the Program Lead. 
We developed multiple collaborative pro-
grams between the PCN, AHS, pharmacies 
and private enterprises. Eventually, I became 
the Physician Lead of the Rocky Primary Care 
Network. Community engagement (including 
the reserves), is one of the most promising 
endeavors we engaged in. Collaborative care 
and community engagement is absolutely 

essential for a healthy community, a sustain-
able ‘medical home,’ and whole life care for 
our patients. Additionally, I have an interest 
in advance wound management, and started 
the Rocky Skin Healing Clinic. 

More recently, in 2013, I was appointed as the 
Vice President of the CZMSA and the repre-
sentative for region 4 (former DTHR) to the 
AMA Representative Forum. This position 
became a new challenge for my advocacy 
for practitioners at all levels. The Represen-
tative Forum and the CZMSA will be the 
opportune platform to advocate not only for 
practitioners and primary care providers, but 
also for collaborative care and to enhance not 
just community engagement but provincial 
engagement at all levels. 

With the new re-organization of AHS (Please 
read Dr. Hay’s article: District 9) the future 
of the Central Zone will be a nightmare for 
any Prophet. Though the Zone structures 
including the CZMSA will apparently not 
change, the Health Districts will report to 
Edmonton/North Sector (David Mador 
and Deb Gordon) and Calgary/South/Cen-
tral Sector (Francois Belanger and Brenda 
Huband). This is VERY alarming and rather 
confusing for the future of the Central Zone, 
“the size of Ireland.” We can start a new soap 
opera on the stage of AHS: “Who’s the Boss” 

Nevertheless, these are the 
latest developments in CZMSA:
A) Changes in the Executive of the CZMSA 
include the addition of Dr. Alayne Farries 
(anesthetist) as the Vice-President and Dr. 
Deirdre McLean (family physician) will 

continue as the Treasurer. We also now 
have 7 spots on the Central Zone ZMAC —  
4 executives and 3 members at large (Dr. M. 
Campbell, Dr. A. (Bubbles) Meer and one 
more member). 

B) Addressing rural obstetrical care: 
Raising RF motions: 
2014: Asking that the AMA work with 
Alberta Health Services to establish obstet-
rical care and protect existing programs in 
rural Alberta to better support the delivery 
of obstetrical care for patients living in rural 
community. 

2015: Asking the AMA negotiates an on-call 
stipend for rural family physician groups 
that provide obstetrical delivery services 
(consistent with existing on-call stipends 
for like services). 

ZMSAs – Communicating With Physicians in Alberta
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Changes in the  
Central Zone Medical 
Staff Association By: Dr. André van Zyl

Dr. André van Zyl,  
CZMSA President 
Phone: 403-846-9996

I have the fortunate, or rather unfortunate position to walk in the dinosaur-sized steps of Dr. Kevin Hay as the president 
of the Central Zone MSA. The dinosaur step does not refer to him as ancient, though he did raise a resolution at the 
Representative Forum re senior docs that want to transition from active practice to retirement, but rather his exceptional 
progress achieved in the evolution of your MSA. This relatively new structure mandated by the bylaws of AHS and AMA is 
now fully operational in the Central Zone.
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On March 25, 2015, a western Canadian con-
sortium met in Vancouver and Sustainability 
of Rural Obstetrical Care was on the agenda. 
The CZMSA had several meetings around this 
concept with multiple stakeholders including 
AMA, AHS, The Rural Health Review Com-
mittee, MCAN, and the university, to mention 
some. All are in agreement rural obstetrics 
is a ticking time bomb that can significantly 
impact the capacity of already overstretched 
regional and tertiary facilities of Alberta. 
Unfortunately consensus is not action and 
each organization is passing the buck. AMA 
(Board and PCC) claims this needs to come 
from AHS. AHS hides under the excuse that 
AH provides them with the funding and they 
are only managing that. The response from 
AH is that AHS is not managing their allotted 
funding according to their abilities. The Pres-
ident and Chief Executive Officer (at recent 
PPEC) cannot understand that local managers 
do not manage. Then the circle starts again, 
and this is NOT a good “circle of life”. We need 
action. I would like to direct you to Dr. Adina 
Mcbain and Dr. Michelle Warren’s forthcoming 
article regarding Rural Obstetrical Care. They 
are both rural family physicians that provide 
obstetrical care with minimum support from 
the health system. 

C) The retiring physician: 
Raising RF motions: 
Asking the AMA to explore the development 
of principles by which senior physicians will 
be able to equitably and fairly reduce their 
commitment to Alberta Health Services 
on-call programs.

Asking the AMA will request the Council 
of Zonal Leaders to: 
• Review suggestions from members and 

ZMSAs on how senior physicians might 
reasonably participate in on-call commit-
ment to AHS programs. 

This was also raised with Central ZMD, and 
subsequently presented at ZMAC, with the 
ZMD requesting departments to come up 
with an equitable and fair process. 

D) Aboriginal Health:
There is a gap in us understanding where we 
need to go and how to get there. The commu-
nities know what they need and partnership 
will be the mechanism to establish how to 
get there. Concerned that the federal govern-
ment, First Nations and Inuit Health Branch 
(FNIHB), is not fully engaged in partnering 
with PCNs and local physicians in Alberta, 
Dr. Alika Lafontaine and Dr. Edward Aasman, 
representative for region 4 (DTHR), proposed 
a related motion at RF 2015S.

THAT the AMA advocate for the co-operation 
and collaboration between First Nations and 
Inuit Health Branch, Primary Care Networks, 
Primary Care physicians, Alberta Health Ser-
vices and First Nation Peoples to bring best 
care practices to First Nation communities.

E) The sensitive issue around physician- 
assisted suicide: 
Dr. Hay did an informal poll at the recent 
Representative Forum asking “When legal, 
will you help a patient with their request for 
assisted suicide if they meet the criteria as cur-
rently expressed by the Supreme Court of Can-
ada?” — the outcome: 3 maybe; 30 Yes; 25 No.

F) Representation at multiple levels: 
The ZMSA presidents are attending more 
than 50 meetings annually to advocate for 
all member physicians and AHS Medical 
Staff with appointments/privileges includ-
ing doctors, podiatrists, scientists, dentists & 
maxillo-facial surgeons. 

For more details I refer you to previous articles  
of Dr. Hay regarding all the structures, com-
mittees, forums and meetings. 
AMA LINK: www.albertadoctors.org/
About%20the%20AMA_%20ZMSAs/
insideama_zmsa_guide_current.pdf

G) Addressing concerns from members: 
Issues raised by members and non-mem-
bers are welcome and encouraged. We will 
review these concerns at CZMSA Executive 
meetings and address them accordingly. 

Examples include a question Dr. Hoffman from 
Olds raised asking if CZMSA is just another 
layer? (My thought 2-3 years ago when Dr. 
Hay approached me to join the MSA as the 
vice-president.) Other concerns include the 
lack of access to PACS in offices and the bom-
bardment of e-mails from various departments. 

JOIN THE MSA: 
Talk to you later,
Dr. André van Zyl

All are in agreement rural obstetrics 
is a ticking time bomb that can 
significantly impact the capacity  
of already overstretched regional 
and tertiary facilities of Alberta.

Though the Zone structures including the CZMSA will apparently not change, the Health Districts will 
report to Edmonton/North Sector (David Mador and Deb Gordon) and Calgary/South/Central Sector 
(Francois Belanger and Brenda Huband). This is VERY alarming and rather confusing for the future  
of the Central Zone, “the size of Ireland.”
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One of the finest orators ever — Churchill — penned the phrase ‘the 
jaws of winter.’ He hated obtuse speech and always preferred to use 
simple, clear terms instead. He would say ‘a lorry’ (…read ‘a truck’ 
in Canada) in preference to a ‘commercial vehicle’. He hated the 
common bureaucratic turn of phrase in the 1930’s “the answer is in 
the affirmative”...instead of a simple “YES”! Doublespeak would be an 
anathema to him because it distorts or reverses the meanings of words. 

A phrase we heard a lot of during Regionalization was ‘Cost Neutral.’ 
Simply explained — Cost-Neutral means that if you get a heart transplant, 
you must donate a kidney. So, if your town gets Assisted Living, you 
will likely lose Long Term Care beds.

Most of us think we know the definition of simple words like ‘TEAM’, 
along the lines of ‘a group directed by a captain or leader working 
together towards a single purpose or goal’. Good examples are Primary 
Care Networks. 

There are new ‘teams’ which many of us hardly recognize. Some 
are just groups of practitioners who work collectively — but inde-
pendently — within a structure designed to exclude the guidance of any 
captain or coach: like Family Care Clinics. Superficially these sound 
great as they ‘allow’ everyone to work to their ‘full scope of practice’. 
In time they will fragment patient care and continuity of care. (The 
comprehensive electronic record might have offset that fragmentation, 
but the cost would be astronomical, at a time it can be ill-afforded.)

A recent government report had lots of recommendations which 
are open to bureaucratic ‘interpretation’. Below are some, perhaps 
overstated, plain language translations!

‘Create accountabilities and flexible incentives’ 
TRANSLATION:
We will bribe you to do what we want. We will punish you if....

‘Remove legislative and regulatory barriers that prevent health care 
providers from working to their full scope of practice’

TRANSLATION:
We can legislate any Tom, Dick or Harrietta to treat you.

‘Acknowledge that family members often act as care providers 
and allow program eligibility/criteria to support this role both 
financially and emotionally’
TRANSLATION:
Get ready. Granny is coming home! 

‘Work with existing lodge/continuing care facilities to explore 
potential for offering additional capacity to care for patients at  
the SL3, SL4 and SL4D levels of care.’ 
TRANSLATION:
Gee: did we let lodges stagnate for over 20 years...?

‘Provide transportation via non-ambulance transfer to specialized 
services…’
TRANSLATION:
TAXI!!

‘Issue a directive that rural ambulances are to return to their home 
community directly and not be diverted for calls outside their region.’
TRANSLATION:
DUH…

‘Implement a system of non-emergency transport vehicles and 
reserve the use of ambulance crews to situations clearly designated 
as emergencies.’
TRANSLATION:
Unless your leg is falling off, we are sending the Minivan.

‘Establish which functions will remain controlled and managed 
centrally’
TRANSLATION:
Don’t worry your pretty little heads. We’ll look after anything 
important!

The Jaws Of Winter...
Dr. Kevin Hay

‘WINTER IS COMING’ was quoted by CAMSS president Steve Patterson in his April Vital Signs editorial. In the few short 
days since then, Winter of Health Care has descended upon Alberta. Operational Districts and the 2015 Alberta budget 
will be the first “Jaws” to bite doctors, other caregivers, rural administrators and the citizens of Alberta. 



‘Empower local site managers with full authority over all day-to-day 
operations of their facilities’.
TRANSLATION:
Oops. We broke the site managers when we regionalized in 1994… 

‘Develop specific incentives or funding for students to serve rural 
centers and expand the use of return for rural service agreements.’
TRANSLATION:
Indentured servitude is GOOD! 

‘Conduct a full inventory of existing facilities province wide and, 
in consultation with communities, evaluate their potential for 
re-purposing or optimized utilization to enhance health care service 
delivery for local residents.’
TRANSLATION:
You really are losing your Acute-Care this time… 

‘Establish a clear process for engagement and consultation between 
fundraising bodies and government service planners and providers 
to occur before commencing fundraising on a given project.’
TRANSLATION:
We will tell you what you can pay for...

‘Rural Health Services Review Final Report.’
TRANSLATION:
Administration of Health Care in Alberta is changing… 
AGAIN.

Presuming briefly that they are indeed bona fide (and setting aside 
some scepticism about bureaucratic doublespeak) let us assess the 
non-district recommendations from the Rural Health Services Review 
Final Report to see if they can be implemented within the current 
administrative structure? My conclusion is that:

ALL NON-DISTRICT RECOMMENDATIONS IN THIS REPORT 
CAN BE IMPLEMENTED THROUGH OUR CURRENT ADMIN-
ISTRATIVE STRUCTURE.

(The editor tells me that this edition is too full so we cannot print all 
of the recommendations! You can review the full Report yourself and 
the link is below. My own review of all non-district recommendations 
will be on the CAMSS website and link will be appended. We have 
kept a few of the most challenging ones in the references but please 
note that I am not saying that any, or all, of the recommendations are 
logical, cost effective or preferable...just that they are doable.)

So, if every non-district recommendation from the Rural Health 
Services Review Final Report can be implemented right now, why 
are they re-inventing the administrative wheel yet again with these 
‘Operational Districts’? …That answer is above my pay grade! (Curious 
that the ‘wheel’ was an instrument of torture in medieval times.)

It does make one suspect that the music of the ‘Bureaucratic Two Step’ 
we can hear playing behind this report is the inclusion of the Operating 
Districts. The exact structure and function of districts is still vague, 
but it appears that they will overlie the current zonal structure while 
‘maintaining’ the zonal administrative structure — meaning that they 
think that Medical Staff Bylaws will not have to be re-written — and 
report to one of the two main administrative areas. (Northern Alberta 
and Central & Southern Alberta.) 

Considering that the administration of the Northern Alberta and the 
Central & Southern Alberta administrative areas are pretty much those 
of Edmonton & Calgary (and C & E are unlikely to be subdivided by 
multiple districts) the only zones which are likely to lose ground in 
multiple ways are the rural zones of North, South and Central. Sounds 
like a really improved rural voice to me. Indeed, a cynic might see 
Districts as increasing the centralization of power.

I hope everyone will ask relevant questions of the people who are 
going to waste a lot of time, money and effort on the formation 
of ‘OPERATIONAL DISTRICTS.’

EXCERPT FROM APPENDIX 11:
Select recommendations from the RURAL HEALTH SERVICES REVIEW 
FINAL REPORT: 
• ‘ Allocate funding to models of remuneration … and enable the recruitment 

and deployment of other providers such as nurse practitioners, midwives 
and physician assistants in rural Alberta.’ ACHIEVABLE within the current 
administration.

•  ‘Remove legislative and regulatory barriers that prevent health care providers 
from working to their full scope of practice and inhibit team based primary 
care.’ ACHIEVABLE within the current administration.

•  ‘Identify and address remaining shortcomings thwarting the full implementation 
of a seamless “one person, one record” province-wide electronic health record.’ 
ACHIEVABLE within the current administration though it will be very 
expensive.

•  ‘…Encourage caregivers to offer (where appropriate) the option of services 
or care to be provided in a home setting (e.g. dialysis, chemotherapy).’ 
ACHIEVABLE within the current administration.

•  ‘Acknowledge that family members often act as care providers and allow 
program eligibility/criteria to support this role both financially and 
emotionally.’ ACHIEVABLE within the current administration.

•  ‘Provide transportation via non-ambulance transfer to specialized services 
when no other option or opportunity exists to provide services remotely or  
via technology.’ ACHIEVABLE within the current administration.

•  ‘…implement operational practices that mandate ambulance crews to 
discharge transported patients within one hour of arrival at the ER. 
Prioritize this practice for crews whose home base is farther from the facility.’ 
ACHIEVABLE within the current administration.

•  ‘Issue a directive that rural ambulances are to return to their home 
community directly and not be diverted for calls outside their region.’ 
ACHIEVABLE within the current administration.

•  ‘Implement a system of non-emergency transport vehicles and reserve the 
use of ambulance crews to situations clearly designated as emergencies.’ 
ACHIEVABLE within the current administration.

•  ‘Mandate that PCNs provide services closer to patients as opposed to using 
a single centralized location to serve large geographic areas.’ ACHIEVABLE 
within the current administration.

•  ‘Re-define the mandate of the rural physician action plan (RPAP) …for 
recruiting all health care providers including nurse practitioners, physician 
assistants, midwives, nurses, physicians and allied health providers….’ 
ACHIEVABLE within the current administration.

FOOTNOTES:
1Appendix I is on the CAMSS website www.camss.ca/THE%20JAWS%20
OF%20WINTER%20Appendix%20I.pdf or please review the original Report 
at: www.health.alberta.ca/documents/Rural-Health-Services-Review-2015.pdf

The Last Lion. Winston Spencer Churchill: Alone. 1932-1940.  
By William Manchester. Bantam books. Copyright 1988. ISBN 
978-0-385-31331-5

ZMSAs – Communicating With Physicians in Alberta

10



VITAL SIGNS May 2015

11



The occupation of ‘physician’ is an excellent 
example of this. Medicine is not typically con-
sidered a hazardous work environment and, 
yet, has never been immune from hazards in 
the workplace. The most obvious examples of 
this would include frequent contact with a vari-
ety of highly infectious and resistant organisms 
as well as the regular use of sharp, often con-
taminated, equipment in an environment filled 
with blood and bodily fluids. However, in the 
realm of occupational health this constitutes 
only one type of hazard. There are numerous 
different types of hazards physicians face in 
the workplace on a daily basis. Some of these 
may be considered more or less important 
than others — many likely go unrecognized. 

So, then, what constitutes a workplace haz-
ard and why is this relevant to physicians? In 
order to best answer these questions some 
background information on occupation 
health and disease is required. 

What is occupational health 
and occupational disease?
In 1950 the International Labour Organiza-
tion (ILO) and World Health Organization 
(WHO) joined forces to develop a common 
definition of occupational health, declaring 
it to be “…the promotion and maintenance 
of the highest degree of physical, mental and 
social well-being of workers in all occupa-
tions”.2 This can be usefully summarized as 

assessing and managing the effects of work on 
health as well as the effects of health on work. 
Occupational health can also be thought of as 
the prevention of, monitoring for, manage-
ment of, and compensation of occupational 
disease. In Canada occupational health and 
safety is primarily regulated through provin-
cial legislation and typically comprises two 
components: an agency overseeing workplace 
health and safety and an agency administer-
ing workers’ compensation.3 In Alberta these 
agencies are Alberta Occupational Health 
and Safety (under the Ministry of Jobs, Skills, 
Training, and Labour) and the Workers’ 
Compensation Board (WCB) — Alberta, 
respectively.4,5

Workplace Hazards:
The Physician’s Perspective

By: Dr. Jean Du Plessis and Dr. Jeremy Beach

ZMSAs – Communicating With Physicians in Alberta

12

The term workplace hazard is most readily associated with occupations known for their extreme physical environments, or 
use of dangerous equipment or chemical agents. Alberta is no stranger to these types of occupations, a province whose 
economy is heavily linked with the oil and gas industry, agriculture and forestry.1 However, in actuality, exposures to 
workplace hazards are a part of any occupation. The concept of something being considered a hazard comprises a much 
broader definition than many people would intuitively recognize.
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Broadly speaking, occupational disease refers 
to a disease or ill-health that arises from expo-
sure to a particular risk factor or causal agent 
that is known to have a specific or strong 
relation to an occupation.6,7 This risk factor 
or causal agent can also be labelled as being 
a hazard.

What is a hazard?
So then, what exactly is a hazard? While mul-
tiple different definitions exist, in the realm of 
occupational health it is usually defined as any 
source of potential damage, harm or adverse 
health effects.8 In more practical terms, it 
can be thought of as a situation, condition 
or thing that may be dangerous to the safety 
and health of workers. Generally, hazards 
are categorized as being physical, chemical, 
biological, ergonomic or psychosocial. 

When it comes to the types of potential hazards 
in the physician workplace there are many 
different variables to consider, as the job title 
‘physician’ covers a range of fairly heteroge-
neous jobs. First of all, there are numerous 
different medical, surgical, pathological, and 
radiological subspecialties within medicine, all 
of which may have their own specific hazards 
to which they are exposed. In addition, within 
medicine there are a variety of different levels 
of training and expertise, from staff physician 
to medical student, further impacting the 
types of possible hazards and risks. 

With all of this in mind, let us consider a 
series of case examples reflecting different 
types of hazards that might be encountered 
by physicians. While some of these cases may 
appear obvious, it is worth taking the time 
to consider each of them in the context of 
a possible workplace hazard.

Biological Hazards
Case #1
A middle-aged female presents to a local 
emergency department with symptoms of a 
cough, hemoptysis, fever, significant weight 
loss, a chest X-ray demonstrating a right 
upper-lobe infiltrate, and a recent history of 
immigration from sub-Saharan Africa. She is 
thought to be at increased risk of pulmonary 
tuberculosis and is placed on appropriate 
airborne precautions, including the use of a 
negative pressure room and N95 respirators.

The constant risk of infectious exposure in 
medical settings is a biological hazard that 
most physicians would likely easily identify. 

Applying the appropriate precautionary mea-
sures when coming in contact with patients 
who are either colonized or infected with an 
organism such as MRSA or influenza A is a 
near-daily occurrence in the hospital setting. 
Furthermore, exposure to a patient’s blood 
or various bodily fluids is a common event 
necessitating a constant awareness of the 
risk of exposure to blood-borne infections 
like HIV or hepatitis B. The near-ubiquitous 
nature of these biological exposures makes it 
easy to forget their role as a workplace hazard, 
which is why it is worth mentioning here.

Psychosocial Hazards
Case #2
A senior-level resident, who had just com-
pleted a 26-hour call shift at a large teaching 
hospital, is heading home in his motor vehicle 
for a well-deserved rest. While stopped at a 
red light, the resident starts to feel himself 
drift off to sleep. He suddenly looks up to find 
the traffic light is now green, who knows for 
how long. Flustered, he pulls away and makes 
it home without further incident.

The experience described above is a common 
one and highlights the risk that comes with 
driving a motor vehicle after an extended 
work shift. Excessive fatigue from extended 
work hours is a psychosocial hazard all phy-
sicians have experienced at some point in 
their careers, especially during postgraduate 
training years. Many physicians and resi-
dents might not consider excessive fatigue as 
a workplace hazard at first mention. However, 
when looked at more closely it easily meets 
the definition. While research and discussion 
is ongoing with regard to what is safe and 
practical when it comes to extended work 
hours9, it will continue to play role as a hazard 
in the workplace. 

Physical Hazards
Case #3
An emergency physician, in the middle of an 
overnight shift in the Emergency Department 
(ED) of a busy inner-city hospital assesses a 
patient in his 20s brought in via EMS exhib-
iting aggressive and bizarre behavior. Four-
point restraints are needed to keep him under 
control. At one point, the patient manages to 
free an arm, allowing him to take multiple 
violent swings at the physician. While con-
tact is made, the physician escapes without 
significant harm to himself or others. 

Workplace violence remains an uncommon 
occurrence in the health care setting, but can 
be encountered more frequently in specific 
areas such as the Emergency Department 
(ED).10 The reasons for this are numerous, 
ranging from the wide variety of conditions 
that may present via this route, to the stressful 
nature of having to sit and wait in an ED 
when either acutely unwell themselves or 
accompanying others who may be unwell and 
distressed. This work environment is inev-
itably made less secure in order to facilitate 
patient-caregiver interaction — thus, there can 
be only limited barriers in place to protect 
staff. Many staff also receive minimal training 
on how to best manage potentially aggressive 
or violent situations. While there is much that 
can be done, awareness of workplace violence 
as a possible physical and psychological haz-
ard in the medical setting is the first step in 
mitigating exposure and risk. 

Chemical Hazards
Case #4
An anesthesiologist, in the operating room 
(OR) for the first case of the day, induces and 
intubates the patient in the regular manner 
before subsequently starting sevoflurane, an 
inhalational anesthetic. Partway through the 
procedure it is noted through the air moni-
toring system that the levels of sevoflurane at 
the ceiling of the OR are elevated. A thorough 
examination of the anesthesia equipment 
fails to determine the source of the leak. A 
switch to intravenous anesthesia results in a 
near-immediate decrease in sevoflurane levels 
back to zero. After completion of the case the 
system is completely reexamined and a cause 
for the anesthetic leak identified.11 

The daily use of anesthetic gases in the OR 
allows for a degree of complacency to develop 
regarding the possible toxicities that it may 
present, specifically related to its unintended 
release or escape. Anesthetic gases that leak 
from the anesthetic breathing circuit during 
the provision of anesthesia are known as 
Waste Anesthetic Gases (WAGs).12 An acute 
exposure of high concentrations of WAGs 
can lead to symptoms of dizziness, nausea, 
fatigue, irritability and depression, as well 
as difficulties with cognition, perception, 
judgment, and motor skills. There have also 
been rare examples of liver and renal dys-
function.12,13 The consequences of chronic 
low-dose exposures are less clear. While there 
have been rare reports of concerns related to 
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miscarriage, birth defects, and cancer, these 
have mostly been based on weak data.13 For-
tunately, there are numerous engineering and 
workplace measures in place to minimize and 
eliminate the risk of exposure to WAGs. Still, 
WAGs are a perfect example of a potentially 
significant chemical hazard used in the health 
care setting on a daily basis.

Ergonomic Hazards
Case #5
A general surgeon steps into the operating 
room (OR) to start a busy day filled with 
a variety of surgical procedures, including 
multiple laparoscopic surgeries. Throughout 
the day each case brings with it different 
requirements in terms of patient positioning, 
necessitating ongoing adjustments to be 
made to the OR table, lighting, monitors, 
surgical tools, laparoscopic equipment, and 
footswitches. At the conclusion of the day’s 
OR slate the surgeon notices a significant 
amount of pain in his lower back as well 
as both shoulders. He ponders what other 
adjustments he could have made in terms 
of patient and equipment positioning to 
minimize this consequence in the future. 

Ergonomics is an essential component of 
most occupations and medicine is no excep-
tion. No place is this more evident than in the 
operating room (OR). Filled with a complex 
mixture of equipment and the people who 
use them, the OR can pose a significant 
ergonomic challenge.14 Despite adjustable 
OR tables, monitors, and lighting, as well 
as, stepping stools, well-designed operating 
equipment, and multiple assistants, there still 
appears to be an ongoing struggle to maintain 
good ergonomic health in the OR. As such, 
ergonomics will continue to be intimately 
connected with the OR in order to ensure 
adequate occupational health and safety. 

Assessment of a Hazard
Of course, identifying something as being 
a hazard is only the first step. Assessing 
the importance of any hazard requires a 
determination of the risk, i.e. probability of 
adverse health effects. The use of Occupa-

tional Exposure Limits (OELs) can help with 
this, providing a level of exposure which is 
thought to be safe for most people — these 
are predominantly available only for chem-
ical hazards.15 Based on this risk assessment 
there may be a need to reduce the hazardous 
exposure, typically using a ‘hierarchy of con-
trol’.16 This consists of the following stepwise 
approach: elimination, substitution, engineer-
ing controls, administrative controls, and 
finally personal protective equipment (PPE); 
with initial interventions considered more 
effective and desirable. PPE, typically the first 
choice of many employers and employees for 
reducing a workplace risk, is the last item in 
the hierarchy, and so should only be used 
once all the other options have been con-
sidered and implemented. Obviously, these 
measures are outside the scope of practice of 
the majority of physicians. 

The role of physicians in 
ensuring their own occupational 
health
The role of physicians in occupational health 
can vary significantly depending on their 
working environment. In the inpatient setting 
a physician’s responsibilities are similar to 
workers in other employment settings, focus-
ing mostly on taking reasonable care to pro-
tect the health and safety of themselves and 
others while performing their duties. These 
responsibilities may become significantly 
broader in the outpatient setting, especially in 
relation to a private practice office or clinic. In 
this situation the physician becomes both an 
employer as well as a worker, thus acquiring 
an increased level of responsibility for the 
occupational health and safety of the clinic 
and their employees.16 These responsibilities 
include, but are not limited to, identifying 
and controlling workplace hazards, assessing 
and maintaining worker competency and 
training, reporting injuries and incidents, 
and providing timely first aid. 

Providing reports to the Workers’ Compen-
sation Board regarding patients with known 
or suspected work-related injury or illness is 
also an important role of physicians. As well, 

there are certain occupational diseases that 
physicians have a legal duty to report to the 
Director of Medical Services of Alberta Occu-
pational Health and Safety.17 These include 
diseases due to asbestos exposure, coal work-
er’s pneumoconiosis, silicosis, elevated blood 
lead level, and noise-induced hearing loss.18

There are numerous resources available to 
physicians who want to better familiarize 
themselves with occupational health and 
safety in Alberta. This includes A Physician’s 
Guide to Occupational Health and Safety 
Responsibilities16 available on the College of 
Physicians and Surgeons of Alberta (CPSA) 
website19 as well as online resources such as 
the Canadian Centre for Occupational Health 
and Safety (CCOHS) website.20 
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Despite adjustable OR tables, monitors, and lighting, as well as, stepping stools, well-designed operating 
equipment, and multiple assistants, there still appears to be an ongoing struggle to maintain good 
ergonomic health in the OR. As such, ergonomics will continue to be intimately connected with the OR  
in order to ensure adequate occupational health and safety. 
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CPSA Consulting on  
Three Standards of Practice
Consultation 008 deadline is May 21, 2015 

The College of Physicians & Surgeons of Alberta is seeking your feedback on draft amendments to three standards  
of practice related to Administration of Practice. Standards of practice represent the College’s minimum expectations  
of Alberta physicians. 

• Advertising by Regulated Members (amendment)
• Conflict of Interest Involving Financial or Personal Gain by Physicians (amendment)
• Health Human Research Ethics Review (amendment)

To review the draft documents and comment online, go to http://bit.ly/CPSAconsultation.
You can also:

• Email your comments to consultation@cpsa.ab.ca with subject Consultation 008, or 
• Mail your comments to: Consultation 008, College of Physicians & Surgeons of Alberta,  

2700 -10020 100 Street NW, Edmonton, AB T5J 0N3 

Next steps: After the consultation period ends on May 21, 2015, feedback will be compiled and presented to Council. 
Approved standards will be posted at http://bit.ly/CPSAStandards and announced in The Messenger newsletter.
We value your feedback as it assists College Council in striking the appropriate balance between serving public needs  
and setting reasonable expectations for physicians.
For more information, contact sarah.thomas@cpsa.ab.ca 






