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Patient Centred, Provider Enabled
Dr. André van Zyl

AMA and AHS both embrace and promote the concept of Patient First or patient centred care. Very noble but sometimes left
forgotten when we discuss remuneration, resource planning and collaboration. “Patient First” is a phrase we readily use to
engage staff, physicians and patients. I sometimes contemplate if this is a vehicle or a goal. I believe that patient and family
centred care are plausible if providers have minimal (or no) interdisciplinary and intersectional barriers
and have efficient and effective support in a collegial health care system. Sustainability, stewardship
and accountability are the persona of the much needed compact between provider and system that will
achieve the momentous statement of “patient centred care.”

The Central Zone
Medical Staff Association (CZMSA)
has advocated at various levels in the health
care system for the commitment to patient
centred care on the basis of “patient centred,
provider enabled.”

Dr. André van Zyl

I believe the principles to enable providers are:
• Respect for diversity
• Interdependence
• Representation
• Process and Structure
At the recent Representative Forum, one of
the nominees for the Board stated, “not too
afraid to ask;” I believe in, “not too afraid to
do” and lead by example.

Sustainability of Rural/
Community Maternity Care:
Rural and community maternity care is an
ongoing and complex issue. Patient centred
care faces significant barriers that include lack

of access to sustainable 24/7 caesarean section
in rural communities and the maintenance
of skills, competency and standards of care
in a rapidly advancing system. Subsequently,
services are progressively centralized, directly
impacting family centred care. Provider
resources are impacted by lack of standardization of the training of family physicians
with special skills and/or granting privileges
to interprovincial and international graduates.
Dr. Fred Janke and Dr. Jill Konkin are fighting
an uphill battle to develop a surgical PGY3
curriculum for family physicians.
The CZMSA tackled these concerns through
various interdisciplinary meetings and motions
at the RF. The president of the CZMSA is representing the medical staff associations on a
provincial steering committee sponsored by
Dr. Verna Yiu to develop and document proof
of concept and an implementable program to
address rural and community maternity care.
The process is in its final stages and has been
presented at various levels. We are not only

receiving unanimous support but also feedback
that this might be the best innovative idea in
years. Stay tuned.
The on-call stipend for physicians providing
needed obstetrical care in defined rural or
remote communities has not been addressed
since the motion was passed at the RF in
2015. The After Hours Call Group of the
AMA has requested an updated proposal
and that has been submitted. Addressing
provider enabled care, the remuneration of
rural physicians providing a wide array of care
for and beyond the Western concept of “1.0
FTE “ is in desperate need for an innovative
alternative fee schedule.

Operative Capacity:
The Central Zone experienced disruption
in operative care after an accidental flooding of operating suites, which left Red Deer
with 4 surgical suites, 1 urology suite and 2
obstetrical suites. The obstetrical suites were
later also impacted and required renovations.
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The flooding significantly impacted access
to elective, urgent and emergency surgeries.
Three months of reconstruction was required
to restore services. Elective cases, including
cancer surgery, were delayed and patients were
deferred to Level 1 facilities in the Central
Zone or to Edmonton or Calgary. AHS held
regular meetings with those directly impacted
and informed other physicians within the zone
with regular e-mail updates. Diverting and
rescheduling of patients was left to the responsibility of specialists and referring physicians. I
am unaware of any guidance for the numerous
family physicians on diverting their patients
or adjusting their referral patterns. With a
population of 500,000 potential patients and
access to only one official Level 2 facility (with
9 operating rooms), patients frequently needed
access to surgical services outside the zone.
Surgical backlog is being addressed by AHS
to provide after-hours operating support for
surgeons.
CZMSA addressed the issue of operative
capacity in the Central Zone at the May Zone
Advisory Forum (ZAF) in Olds and subsequently developed recommendations. These
recommendations were included in a letter to
the Minister of Health, the CEO of AHS, the
Zone Medical Director and the president of the
AMA. Dr Verna Yiu provided us with a well
balanced response and Dr. Carl Nohr opted
to take this concern to Provincial Physician
Liaison Forum (PPLF).
Maximizing all the surgical spaces in the
central zone within sustainable high quality
corridors of surgery, incorporation of Lloydminster in surgical planning, the addition
of number ten operating suites in Red Deer
Regional Hospital, and an official core disaster
plan will be giant leaps towards a patient centred and provider enabled health care system.

Communication Deficiencies:
The Red Deer Regional Hospital has significant digital dead zones. This makes access to
cellphone communication very limited. The
AHS IT department was under the impression that expanding the archaic paging system
would bridge the communication gap. This
approach will delay needed digital technology.
Cellphone technology significantly impacts
physician to physician communication for
the best interest of timely patient care with
far reaching implications for patients beyond
the bounds of Red Deer.

The CZMSA raised the concern. Under the
direction of the Zone Medical Director, a
meeting was convened. The latter was very
informative and the understanding after the
meeting was that addressing the digital dead
zones will become a priority.
The CZMSA is still advocating for a rapid
system wide communication system to inform
physicians, clinics and facilities in a contemporaneous fashion in the event of a disaster
to bolster logistics and any future emergent
or disaster planning.

Are negotiations addressing
sustainability, stewardship
and accountability with
Patients First® in mind?
Echocardiography,
Cardiac Catheterization
and Angioplasty Services in
Red Deer Regional Hospital:
All patients that need invasive cardiac testing
and/or intervention have to be transported to
the three cardiac catheterization labs in Calgary
and Edmonton. Transportation is costly and
the delay in definitive care not only has financial implications, but also potentially impacts
short and long-term mortality and morbidity of
our patients. Enough evidence exists to justify
a safe, cost effective and sustainable cardiac
catheterization lab in Red Deer. Opening
Alberta’s fourth cardiac invasive site in Red
Deer will place about 72% of the population
within one hour of lifesaving angioplasty and
provide access to another 250,000 citizens.
CZMSA again developed recommendations
and send an open letter to the Minster of
Health, the CEO of AHS, Zone Medical Director and the president of the AMA. Dr. Carr
responded and is requesting more detailed
information to start advocating for increased
access to invasive cardiac health care. The recommendations also include access to primary
care and suggested pathways to address patient
risk factors and decrease the need for invasive
cardiac intervention.

Contract Negotiations:
Alberta Health and various provider representative bodies have embarked on contract negations. This includes, for example,
physicians (with the recent amendment to

the AMA contract), midwives, LPNs and
EMS providers. The outcome in some circumstance might negatively impact the
interconnectivity of providers. Bolstering
the remuneration of midwives based on
course of care is placing midwives gradually more in direct competition with family
physicians in rural communities, potentially
disrupting patient centred care in Alberta.
Furthermore, the suggestion to increase LPNs
level of skills under the supervision of AHS
contracted physicians seems noble but rather
short sighted with lack of insight of front
line operations. More alarming, in a time
of concerns around continuity of care and
stewardship of resources, the government
and EMS are willing to embark on a journey
to provide on-location care. The latter will
apparently enable EMS providers (under the
supervision of a nurse practitioner) to assess,
diagnose, order appropriate investigations
and provide courses of treatment. Providing
care at location is well developed in France,
but includes emergency physicians or other
balanced team of providers. The above might,
at first glance, be in the best interest of the
patient but has the potential to disrupt efforts
to consolidate continuity of care. It has the
potential to significantly undermine or boost
integrated primary health care. Unfortunately,
it lacks significant principles of interdependence, representation, process and structure
to provide Canterbury style collaborative
pathways of care. Are negotiations addressing
sustainability, stewardship and accountability
with Patients First® in mind?

Physician Engagement:
This is crucial to any patient or family centred health care system. I am afraid that I am
disappointed in my colleagues. Only 29%
of physicians participated in a vote that will
change not just their personal and families’
livelihoods but also provide physicians with a
golden opportunity to become part of health
care planning and resource allocation as partners, not just as contract workers.
I believe this is the opportune time to define
and develop the compact between system and
provider to address sustainability, stewardship
and accountability.
Are you as the provider enabled to provide
patient and family centred care?
André van Zyl
President, CZMSA
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Letters
Editor,
Letter from Australia…
The Representative Forum is the governance body of the AMA and
RF delegates elect the Board of the AMA. Though the RF is designed
to broadly represent the medical profession in Alberta, the principle
of wide representation does not seem to apply to the Board.
At the recent Fall RF, 5 new Board members were elected. All else
being equal, those 5 are good choices. That said, I contend that things
are far from equal!
These new board members all hail from the two major urban centres,
which have 60% of the population but only 2.5% of the total area of
Alberta. They all beat two outstanding rural candidates. (Dr. Tobias
Gelber, President Section of Rural Medicine, who, for example, is doing
trojan work wih PCN Evolution and Dr. Andre vanZyl, President
CZMSA, who is developing a multidisciplinary model for sustainable
rural maternity care.)
The simple fact is that most rural candidates will be beaten by the
average urban candidate because of basic psychology and vast numbers. Many will deny this bias: so why has there has not been a board
member from the Central Zone in the 8 years since it was formed as
part of AHS in 2008? The easy answer is to impugn the quality of the
individual candidates! The long answer is more complex.
Two recent candidates excepted, docs involved in rural medical politics
are less likely to be young & photogenic, and much more likely to be
the ‘experienced’ old geezer! Many rural docs are foreign trained and
are not vocal while on a working visa. (Curiously there is only one
foreign-trained doc on the Board of the AMA: not surprisingly from
one of the two major urban areas!) Also immigrants focus on work
longer before volunteering because they need to secure their life in
Canada. A practicality of large distances means that rural delegates
cannot physically attend as many meeting. Videoconferencing has
helped, but this is not the same as being present in person.

Simple math explains a lot. When voting, Central Zone has 6 of the
approx’ 122 souls at RF. Even if we lobbied every rural vote from the
North (7), the South (5) and all other rural representatives (about 12:
PCN leads, sections reps etc.) there are still insufficient numbers to
elect an AMA board member without C&E support.
Psychologically humans lean towards their own affiliated group.
Obviously C&E delegates are more likely to vote for candidates from
their own area and large voting blocks hold sway.
The way rural zones are represented is an added twist. AMA Bylaws
require the use of the obsolete regional structure - now 8 years out
of date! Yes, this mirrors Zonal districts (the rural zones being amalgamations of 2 or 3 complete former regions) but there is always the
lingering fear that the politicians will change the structure. Indeed,
this has happened with the formation of the ‘super-zones’ of Southern
Alberta and Central & Northern Alberta. Now, Calgary and Edmonton
override the 3 rural Zones adding credence to the notion that ‘ some
animals are more equal than others.’
Every failed candidate hears the platitude ‘every board member represents every doctor’. The simple fact is that most C&E docs have NO
clue about rural problems...so how can they ‘represent’ us? Rural docs
should not have to kiss every urban butt to get on the Board. This is
not a popularity contest: doctors are not politicians.
As we introduce more equitable structures in billing and health
services, it is imperative that AMA representative structures are
truly representative of the broad urban/rural panorama in Alberta.
Otherwise the risk is that negotiations 2018 become Urban v. Rural.
Hard times are upon us.
Yes...Winter is coming.
Kevin Hay

The Alberta Medical Association appreciates
the opportunity to comment.
When looking at the issue that has been raised, it’s important to note that the Representative Forum (RF) is the constituency body for the
association. The Board of Directors is the executive committee of RF. As is the case in other models, the executive group is elected by the
constituency body to represent all of them and to act on the direction provided by the constituency body. This separation of roles and
responsibilities in governance is often seen as the best way to balance the interests of sections with the whole.
There is certainly room for different views as to the value of having designated positions on the board. During the AMA’s recent governance
review, this topic did not come up, but it is always possible to discuss new ideas. In this particular case, a change in the Constitution and
Bylaws would be required, which is possible through a vote of the membership.
Michael A. Gormley
Executive Director, Alberta Medical Association
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AMA President’s Message
Dear Member:

I am writing to let you know the results of the ratification vote by Alberta
physicians on the package of amendments to the 2011-18 AMA Agreement.
I am pleased to advise that the amendments were ratified, receiving a
“Yes” vote from 74% of responding physicians. (Voter turnout was 29%,
a bit lower than the average 38% for votes since 2003.)

You have 29 things
on your weekly
to-do list...

The grocery
store doesn’t
have to be one
of them.

The various amendments are complex, reflecting the environment in which we
find ourselves. I want to thank every member who took the time to consider
what was negotiated. I have enjoyed meeting and speaking with many of you and
exchanging emails with those who made comments or asked questions. It is your
participation that will ultimately make the agreement the most effective it can be.
In ratifying this Amending Agreement, you are helping us to move forward in
some exciting new directions. We will now be assisting to moderate the rate of
growth in physician expenditures, while maintaining quality of care. This we will
do in collaboration with government, sharing risk and responsibility. The ratified
amendments will bring a level of stability to the system in terms of how the parties
will work together.

About implementation
The things we will do under the new amendments will set us on a road toward
greater value for patients and long-term sustainability. We will be making many
changes of different kinds that will contribute to a higher level of integration and
increased efficiency in the system in the longer term. This is where the big wins
will be.
The Board of Directors meets October 28 and we will be looking at implementation
of the new amendments. In the meantime, though, due diligence has required that
we be prepared to hit the ground running on some key initiatives.
Early next week, section presidents will receive an email regarding how to provide
section input to the Schedule of Medical Benefits Rules Savings Initiative. Individual members will have the opportunity to participate also, either by working
through their sections or individually via an online tool. I will tell you more about
this next week.
In the next few days, there will also be information coming from the Section of
General Practice and others about establishing demonstration projects for the
voluntary blended capitation model for primary care.
Other news will follow. There is a lot of work ahead and I will keep you informed
as we go. I look forward to your insight. Please email me anytime at president@
albertadoctors.org.
Yours truly,
Padraic E. Carr, BMedSc, MD, FRCPC, DABPN
President
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“Best Doctors Canada”

Canadian Boutique Healthcare 2.0?
Dr. Etienne Mahe

Clinical laboratory services are an essential cog in the vast and complex healthcare
Dr. Etienne Mahe
machine, even if they frequently operate in
the background and their impact is not always
readily apparent to patients. Indeed, it is estimated that no less than
60% of medical decision-making is directly influenced by the clinical
lab.1 As in all other aspects of medicine, clinical laboratory services
are highly regulated. Arguably to a greater extent than many other
components of the healthcare system, furthermore, clinical laboratory
services are subject to extensive quality control and quality assurance
exercises. Recent “bad-press” speaking to deficiencies in laboratory
testing quality should be couched in the knowledge that clinical
laboratory testing errors are extremely rare on a per-capita-test basis
and are infrequently “clinically significant” (see for example2).
Since most clinically relevant laboratory errors are “interpretative”
(i.e. errors relating to pathology diagnostic interpretation2), however,
it stands to reason that interpretative experts be called in to provide
additional (perhaps correct) interpretations in difficult cases. As it
happens, this approach to pathology diagnosis is the standard of care
throughout Canada. Indeed, adding a further layer of redundancy,
at Calgary Lab Services (and indeed in most laboratories across the
country), we have established procedural guidelines to ensure that all
malignant or uncertain cases are confirmed so by a second independent
pathologist; complicated cases are typically reviewed at designated
pathology rounds, usually around a multi-headed microscope, and
a consensus opinion is relayed as the diagnostic interpretation.
As with most boutique health services in Canada, private interests
have capitalized on perceived problems in the Canadian health system, some offering retrospective fee-for-service pathology review by
recruited expert pathologists. One highly reputable company named
“Best Doctors,” for example, sells holistic fee-for-service second review
under the guise that “you deserve right.” Not only do “Best Doctors”
clinical specialists give patients the option of clinical-case review for
a fee, but also all appertaining pathology materials are offered second
review by a centralized team of “Best Doctors” pathologists.
I would encourage readers to review the “Best Doctors Canada” website,
www.bestdoctorscanada.com, from which the enclosed quoted details
were obtained. Initially founded by a group of Harvard University Medical School Physicians in 1989, the parent “Best Doctors” organization
claims to have reviewed “tens of thousands of medical cases” with “over
30 million members in over 70 countries.” Indeed, for many patients

around the world, especially those living in medically under-serviced
systems, the “Best Doctors” network offers an attractive “safety-net” of
purported medical interpretative accuracy. In Canada, furthermore, “Best
Doctors” claims that review by “[Best Doctors] specialists has led to a
change in diagnosis and a treatment correction for countless members.”
In the 2015 calendar year, Calgary Lab Services received 32 requests
for pathology materials review by “Best Doctors Canada.” Of these,
24 patient results were available for correlation, with diagnostic concordance in 22 cases. Of the 2 discordant cases, one case had only a
minor discordance whereas the other showed a potentially clinically
significant discordance. Of additional interest, all but one of these
“Best Doctors” referrals were directed to a select few pathologists
practicing in Toronto, specifically within the University Health Network hospital system.
“Best Doctors” purports a rigorous recruitment process.
Per their website:
• “[Doctors] in the Best Doctors database have all been recommended
by other doctors through an extensive peer nomination process”
• “Doctors don’t pay to be included in our database and we don’t
pay them to participate in our survey. Only the judgment of their
peers matters”
• “We start by asking department heads at major teaching hospitals to
rate specialists outside their own facilities. Their recommendations
begin the peer nomination process.”
• “With person-to-person telephone interviews and our own polling
and balloting software, we collect up to 2.5 million evaluations.”
In contrast, the two North American pathologist certifying bodies,
namely the Royal College of Physicians and Surgeons of Canada
(RCPSC) and the American Board of Pathology (ABP), require that
certified pathologists be licensed physicians, have completed lengthy
residency programmes, must pass certifying exams and must undertake
regular maintenance-of-competency exercises. Also, neither the RCPSC
nor ABP pay their pathologists for their services (rather the other way
around!) nor do they rely upon the potentially heavily biased opinions
of others to define their membership qualifications. Furthermore, both
the RCPSC and ABP have well-defined and well-regulated sub-specialization certifications, reliably identifying experts in the various
sub-fields of pathology. Of additional note, each of the RCPSC and
ABP has the legislatively enshrined right and duty to censure or disbar
members who are unfit for active membership.
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Notwithstanding the arguable contra-legality of boutique healthcare
in Canada, the claim that a boutique healthcare provider might be
“better” than the public provider is a dangerous one indeed. Currently,
the evidence (even in its anecdotal form above) does not support that
“Best Doctors” is “better” than the public provider, at least as pertains
to pathology. Further, I would caution my fellow pathologists working
for “Best Doctors” of the risk of libel if their opinions are branded as
“right” relative to those of other members of the RCPSC or diplomates
of the ABP (presumably “wrong” in comparison). And to the “Best
Doctors” organization as a whole, I proffer a cautionary note that the
legality of their claims as “Best Doctors” in Canada may be in violation
of the Canadian act of parliament that established the RCPSC in 19293.
This act established the RCPSC as the single body that “sets the highest
standards for specialty medical education in Canada”4. By my interpretation, therefore, the “Best Doctors” claim made in Canada, if only in
spirit, undermines the lawfully prescribed standards of the RCPSC.
Legalities aside, are boutique provider pathology reviews on average any
more than redundant? And if redundant, in these days of skyrocketing
healthcare costs, why are we paying for them? Or perhaps better put,
why are insurance companies paying for them?
For those readers like myself, for whom a sustainable publically funded
healthcare system is of esteemed value, I feel it worthwhile to use this
opportunity not only to highlight a potential threat, but also to offer
a means by which we might overcome it. Since the primary driving
factor of boutique healthcare is money, including those companies
offering boutique pathology review, it stands to reason that financial
disincentivization might be a viable option. As much as we haven’t
the right to unduly prevent a patient from having his or her pathology
reviewed (or any other patient-related materials for that matter), we
can actively impose administrative costs — which are allowed to be
considerable — on companies striving to make a profit through the
strategic manipulation of patients under the false pretext of providing
the “right” healthcare services. Furthermore, those of us in positions of
authority in the various provincial and national medical organizations
should actively lobby against boutique healthcare services, citing not
only the threat to quality publically-funded healthcare in Canada,
but to the integrity of our collective specialist and sub-specialist
qualifications as truly the best in the land.
Etienne Mahe, MD, MSc, FRCPC, FCAP
Staff Pathologist, Calgary Lab Services,
Clinical Assistant Professor, U of C
“The views and opinions expressed in this article are those of the author
alone and do not necessarily reflect the official policy or position of any
agency of Alberta Health Services or Calgary Lab Services.”
REFERENCES:
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“But that is not what I said!!”
Dr. Richard Bergstrom

Have you not heard that sentence before, or rather, have you not used that sentence? You truly believe
that it is true. That is absolutely not what I said; indignant to the mere thought that someone could
possibly have mis-heard so well.

Dr. Richard Bergstrom

I applaud my wife for teaching me about communication (as a lawyer she was well trained as a wordsmith...not a
word and thought twister... rather a true master of communication). I also applaud a couple of courses I took from
what was The Canadian Society of Physician Executives. We had sessions wherein we were exposed to mis-steps
in communication. Most profoundly, you heard yourself in these gaffs.

It all starts with hearing yourself and framing the comments/argument. The next part is having a common understanding of the context
(the emotional and social framework in which you find yourself).
So let me begin with hearing what you said (and you can do that before you start to speak, or more commonly now, use electric technology as I
am doing now). I am sure, I know I have, fired off an email in haste only to have the reply fly back and hit me in the face. But of course I never
meant to be taken like that. We all have learned (well most) that there is no emotional content in an email and we all (well most) have learned to
reread emails and maybe delay sending (for your own sake). I advise the residents on oral exams to tell the story of what they are going to do, not
just think about it. They often get themselves into trouble when they “step outside the Operating Room” on their oral exam and do not focus on
what they really would do.
Communication, in my mind, is a reflective process wherein I ask myself “What is the other person going to hear?”. I need the words right,
first off. Then there is the medium, oral or written. Oh, and then, that spawn of Satan, autocorrect! Autocorrect is not always evil, just most
of the time. So, maybe we should call autocorrect “Satan-ette” since it can be helpful (especially when you have fat fingers on a small screen
keyboard). An example of when it failed was an autocorrect when someone sent me an email regarding an invitation for me wife to come
to an event where I was going to be present. The autocorrect for a misspelled “Barbara” turned out to be “Barbarian.” We all had a chuckle
at that one as we understood the next, oh so important, part of communication. That is “context.”
Given the current United States pre-election debates and gaffs, you get the sense of “lack of context” when Mr. Trump speaks. He has the
memory of a gnat when it comes to speaking. He just says whatever comes into his, rather non-discriminatory, mind. We do speak, write
and communicate differently in different situations. I think of the Operating Room where there is a particular flavor of communication.
Now, it should never be demeaning nor derogatory. It is often like a celebrity “roast” where comments taken out of the “humorous environment” could be interpreted as true slander. You need to understand the context and environment.
Take your conversations with your colleagues and your patients. You cannot say the same thing to each of the players and expect the same
result. You need to be attentive to the context and the person(s) with (not to) whom you are communicating.
With the example of a cardiac arrest, you can be friendly but remain firmness and direction. Even when you have tried everything and all
seems hopeless and the patient’s fate sealed, you can serve the patient and the team with proper communication. You need to ask if anyone
has a suggestion or question (this allows people to offer their thoughts and their emotions in these dark, dark situations). You can do that in a
a number of ways, you can ask in a way that no one will offer a suggestion or you can ask in a manner that will allow the participants to offer
their thoughts. More importantly, it will allow some emotional closure for the people around the dying patient. You can bark orders with anger
and threat or be a leader of the team for both the patient and engages the participants.
Even, or especially, with patients the discussion (not monologue) can allow them to listen, to hear and to respond. I applaud Dr. Carl Nohr
(past President of the Alberta Medical Association) when he offered the following jewel. It was what we did “to” the patient, then “for” the
patient and now “with” the patient (paraphrased).
So, I think it is about knowing what you want to say, what the individual is going to hear and then the context. Then you can get it right.
Richard Bergstrom, MD, Department of Anesthesiology, University of Alberta.
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Symptom-Rhythm Correlation:

The Gold Standard for
Heart Rhythm Diagnosis
Dr. Glen L. Sumner
Disclosure: I have no financial interest in the product mentioned in
this article but have used it in my practice.

Dr. Glen L. Sumner

The diagnosis of patients who present with palpitations
can often be challenging. The first step involves a careful
history to elucidate the specific circumstances surrounding
the onset, and termination (abrupt vs gradual).

The history of episode termination should
include any maneuvers that the patient may
perform to effect termination (IE. vagal
maneuvers like the Valsalva method and
others). In addition, associated symptoms
such as light-headedness, pre-syncope or
syncope should be elicited. Associated
chest pain or dyspnea may be important.
One should establish if there have been any
emergency visits related to their symptoms.
The pre-test likelihood of any given arrhythmia diagnosis is driven predominantly by
the age of the patient and by the presence or
absence of structural heart disease. History
of prior known arrhythmia and its treatment
history is also important. A background
history of anxiety or depression may help
contextualize such symptoms. Family history
of any arrhythmias should be elicited. The
physical examination including vital signs
(orthostatic/postural included) and a focused
cardiovascular examination are occasionally helpful. A baseline 12 lead ECG is an
inexpensive way to establish the presence or
absence of arrhythmia but it is uncommon for
such patients to have symptoms at the time of
presentation to an outpatient setting. Findings
such as ventricular pre-excitation on ECG
(IE. Wolff-Parkinson-White pattern) may
assist with diagnosis. Arrangement for any
cardiac imaging tests should be based on the
pre-test likelihood of structural heart disease.
In many patient populations who present with
palpitations this probability is low.
A recent important advance in arrhythmia
diagnosis has been developed by a medical technology company called AliveCor.

Their device, known as Kardia, is a device
attachment for either an iPhone or Android
platform. Kardia is paired with an eponymous app for both platforms (See figure).
The main advantage of this device over other
non-invasive arrhythmia diagnostic tools is
its immediate availability to the patient at
the onset of symptoms. When palpitations
occur, the patient simply opens the app on
their phone, turns over the device and places
their thumbs on the recording apparatus
attached to the phone and initiates a robust,
high quality, single-lead ECG recording.
Multiple recordings may be obtained either
continuously or in sequence. These recordings are then stored on the patient’s phone
as high quality portable document format
(PDF) files. These files may be subsequently
transmitted to the patient’s physician for
interpretation. Since the device can readily
record the precise heart rhythm at the time
of symptoms, the diagnostic utility (normal
or abnormal) is very high.
In my practice, I have utilized the device
predominantly for patients with a history that
strongly suggests either a supraventricular
tachycardia or atrial fibrillation. In a substantial majority of patients an ECG has been
obtained that either excludes an important
arrhythmia or establishes a firm diagnosis.
More information on AliveCor and Kardia
may be accessed on the web at www.alivecor.
ca. The cost for one of the device attachments
is approximately $135. The app is free and
available from the respective device platform’s
app store.

More than
data entry.
We apply our proven
financial process to
your business.
It’s not data entry,
it’s a partnership.

T 403.986.5321

Of note, this tool is not useful for the diagnosis of transient loss of consciousness/
syncope when this is the primary presenting
symptom. If symptoms are not suggestive of
typical reflex syncope (warm environment,
prolonged standing, and specific prodrome)
then consideration should be given to referral
to a heart rhythm specialist.
Glen L. Sumner MD FRCP (C)
Assistant Professor of Medicine
Cardiac Electrophysiology and Pacing
Heart Rhythm Disorders
Libin Cardiovascular Institute Calgary

Figure. The Kardia device attachment and resultant
high quality single lead ECG

ZMSAs – Communicating With Physicians in Alberta

10

Secure Mail and e-Consultation
Dr. R. Michael Giuffre

As a former AMA president and current member of CMA Board of Directors, I have been privileged to remain a crusader for both
patient and physician advocacy. I have pushed for the progression of our profession toward greater medical practice efficiency in
the setting of our increasingly complex medical system. When outpatient medical clinics in the community
or in the big institutes run smoothly, patients, and indeed the entire medical system, benefit greatly.

How can clinics be more productive, and how
can we move toward an improved health care
system that prides itself on quality and timely
Dr. R. Michael Giuffre
care with ongoing improvements in efficiencies? This is a timely question that each province is grappling with, as we are continuing to see increasing demands
for a limited and very costly healthcare resource. Improvements in
efficiencies and improved safety and quality care parameters do indeed
result in an improved quality of life for all stakeholders in the Canadian
healthcare system — starting with the clinics on the front line.
I’ve been working in healthcare for over 30 years. In that time, I’ve seen
medical and surgical clinic processes lag far behind advancements in
technology, as well as a lag in modern organizational understanding.
Let me use a poignant example of our love affair with the fax machine.
How many other industries, outside of medicine, still rely on the
fax machine as heavily as medicine does? It’s certainly not secure in
protecting medical informatics and it is both inefficient and expensive
in inpatient and outpatient settings, for both medical and surgical
care coordination and communication.
Most would agree that we have made advances in medical informatics with our non-integrated EMR and EHR’s, yet we still have
fax machines as a major communication tool in each unit of our
many hospitals. It is used in all our urgent care centers, and it is ever
present in all our outpatient clinical and surgical services. The cost

and upkeep of having these machines is substantial and cost is in the
millions of dollars for the AHS budget. It is also an expensive item
for the individual and group clinics run outside of AHS, including
PCN’s, family practice clinics and specialist clinics.
Our deep devotion to this 1970’s technology, the fax machine,
remains firmly in place as a unit used hourly in our daily practice of
surgery and medicine. Yet, it is still considered inadequate for patient
information security and it is also considered as a poor vehicle for
the two-way coordination of medical care in general.
The fax can be compared to the devices we carry in our pockets; the
smart phones that facilitate communication on a much broader scale
through text and email through a variety of applications. We can
choose to call patients or leave voicemails on cell or home lines that
may or may not get picked up. The issue of doing this in a manner
that maintains patient confidentiality and patient security remains
an utmost concern for our profession and its regulators.
To be effective, Healthcare communication needs to catch up to the rest
of society. Progress in our inpatient and outpatient services, in the clinics
we run, must start with accepting the deficiencies in our process and
looking for incremental ways to better align practice with the realities
of the society and culture in which we serve. Clinic managers and staff
all recognize that care can’t be stagnant. The challenge we all face is that
progress requires change; and properly managed change places extra
demands on clinic staff that are often already over extended.
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E-Consultations allow physicians to confer with specialists with a secure digital paper trail that can be
easily recorded in a patient file and billed.
Every physician and clinic manager knows there are inefficiencies
in their practice, but resources are already dedicated to helping as
many patients as possible. We have often resorted to siloes of care
to become capable of managing demand. With heavy demands for
clinic time, being most efficient often means a necessary coping
strategy of becoming short sighted, and directing all resources to
the task immediately at hand. In the choice between prepping for
the next patient and researching ways to treat that patient more
efficiently, the known process with an immediate result will always
win. There just isn’t enough room in our daily processes to allow an
appropriate longer-term adjustment in the way we operate.
Simply put, the nature of clinics and how we’ve come to function makes
it very difficult to prioritize anything beyond managing patient care
as we do now. I liken it to trying to fireproof a room that is constantly
on fire. You’ve somehow got to put out the fires before you can build
improvements.

Are healthcare policies adapting
to facilitate clinic progress?
We try to elicit change with policy. I’ve been there first hand to see the
effects of policy, with AHS, with the AMA, and now with the CMA.
I also have first hand experience in the running of a community
based specialty clinic in Paediatric Cardiology in SW Calgary and
through participating in outpatient clinics within AHS for many
years. In our healthcare industry, without repercussions, policy
establishes guidelines. It’s one thing to tell physicians they should hit
a statistical target by a specified date. It’s another thing altogether to
implement processes and procedures to achieve those targets. And
when there are not motivations, policy or guideline adherence can
easily and understandably take a back seat.
I’ll give you an example. This year, Alberta Health introduced new
billing codes that incentivize the adoption of e-Consultations in place
of some referrals. Referrals are a big drain on system resources, and
many of them are not required. E-Consultations allow physicians
to confer with specialists with a secure digital paper trail that can
be easily recorded in a patient file and billed. There’s no faxing, no
half-year or yearlong wait for an opinion, and no questions as to
who is responsible for patient care — the requesting doc remains
the primary patient contact. E-Consults may be great as policy. I
support the idea but just how do they work in the system and how
can they make us work better together?
Let’s take up the issue of a “Referral” and start with them arriving
on the task set of the front-end staff of our clinics, but remembering
that we are for the most part, all in a setting of an EMR (electronic
medical record system) alongside the clinic fax machine. Let’s also
acknowledge that clinic staff managing the request or receipt of a
“Referral” is still often a long-established, primarily paper-based
process. Family or General Practitioners are used to sending a fax
request for their patients to the fax machine of the specialist and are
waiting to hear back for an acknowledgment of the request and then

a further wait for the appointment date and finally a wait for the
specialist referral opinion. Specialists have built their clinic around
referral intake and processing, even though there’s a no show rate
often north of 10-20%, creating a productivity rating often below
80%, without specific costly interventions.
In this scenario the case for progress just feels a lot like disruption.
Even when the upside provides greater value or efficiency for the
clinic, the patient, and the system, the effort required to effect the
necessary change appears to be a weight the clinic cannot seem to
bear. There is no “perceived cost” to keeping things the way they are.
At the same time, the “potential cost” of going through the change
process toward an uncertain end point is understandably intimidating. Perhaps this reasoning resonates with you and your clinic?
I would like to make the case that e-Consultations in some settings may
have the ability to make amazing cuts in wait times, in some cases by
more than 90%. Instead of waiting in an eighteen month long line to
be told the patient was placed in the wrong line, e-Consultations have
helped redirect patients to a more appropriate clinician in a matter of
weeks. This has been evidenced in the Caleo spine clinic in Calgary.
It’s a new process that can create a paradigm shift in a referral process
that acts to lower stress on the whole system. The policies that allow
and encourage our ability to now use e-Consultation, with a “secure”
email system, are now falling into place. The two “secure email systems”
in Alberta, used outside of AHS, are currently dr2dr and BrightSquid.
How can clinics more easily manage progress to achieve greater
productivity and provide more efficient and effective care?
There’s an old saying about the six most dangerous words in business,
“We’ve always done it that way.” That danger proves itself in healthcare
every day when patients are delayed in achieving timely and safe
healthcare delivery. With delays the patient can progress further in
their illness, weaken and prolong their recovery while stuck in the
setting of waiting-for-care.
A shift in the perspective with which we approach progress will help.
One notion standing in our way is the idea that we need to cross the
finish line in one step. The incremental steps I mentioned earlier
might seem to prolong progress versus one large clearing of the slate.
Instead, arguably small adjustments to processes are less disruptive
to the functioning of the clinic, so productivity suffers much less
than it would during the implementation of wholesale change.
Let me use another example. A large family practice clinic in North
West Calgary has recently been implementing a “secure mail system”
to communicate more easily with patients and other clinics. They aren’t
using it with all their patients right away. They aren’t using it with any
of the doctors outside of their clinic quite yet. In fact they’re not even
using it with every doctor in their clinic. Yet, with small incremental
change, they expect 40 to 60% of patients will use this secure service
to communicate instead of using the phone. The clinic will also use it
to send lab requisitions and other communication that they normally
would have snail mailed.
– continued on page 12
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– continued from page 11

The benefit of making 40 to 60% of patient relationships 20 to 40%
more productive and efficient while reducing the cost of managing
those patients is worth the minor growing pains the clinics experiences during the brief adjustment period. Commitment to progress
requires long term thinking. If you draw out a graph of clinic efficiency,
productivity, or effectiveness over time, for most clinics, you’ll see a
straight line. The goal of progress is to move that line higher on the
graph. There’s a learning curve during implementation, while we work
out and adjust process that dips the graph before it climbs back above
previous levels. We need to find ways to keep that dip short while
seeing maximum reward for our efforts. To go back to my analogy
of the fireproof room, we’re going to have to build in the fireproofing
while still fighting the fire.

Is communication the best target
for clinic practice progress?
We all know that effective efficient communication is healthy, yet we
continue to communicate poorly in healthcare. As we fix that, in the
next five years, clinical care coordination software will enable faster,
more efficient communication and will do more to improve patient
health than any other new medical device or new drug.
Of course as health practitioners we work under the added consideration
of patient privacy and the protection of confidential information. Regular
email, texting, or other common non-secure programs no longer cut
it in healthcare. The regulatory bodies, like the College of Physicians

and Surgeons of Alberta, will lean heavily on those that break the rules
of non-secure communications. Luckily, with BrightSquid’s Secure
Health Exchange or MicroQuests dr2dr secure email systems, these
new technologies can combine the ease of modern communication like
email, with the security required to meet privacy standards.

Why is progress so critical?
We’re all really trying to contribute as physicians to help with getting
more productivity out of the stressed healthcare system without trying
to overtly change the system. That is our mandate as physicians as
evidenced by the new AMA agreement that won the majority vote
recently. In small incremental ways, our profession needs to get engaged
with system wide issues. It is simply irresponsible for us to continue
operating as if it’s the 1980’s and to pretend that it is acceptable to do
so. We can start by digitizing our referral process with e-Consultations.
We can start with sending lab reqs via services like Secure Health
Exchange instead of mail. Waiting for big tools like CIS and others
that might make large change more possible or palatable in the future,
puts our profession too far behind. Begin the process now and we
will make progress easier and more efficient as we move forward.
Dr. R. Michael Giuffre, MD, MBA, FRCPC, FACC
Pediatric Cardiologist, Calgary,
Clinical Professor of Pediatrics and Cardiac Sciences,
Past AMA President,
Current CMA member of board of directors

Join
our
team.
Good Medical Practice – it’s what we’re all about!
Senior Medical Advisor, Continuing Competence
For many years, you’ve helped your patients. Now, this is your opportunity to help your colleagues.
As Senior Medi-cal Advisor for the Continuing Competence department, you will:
• Promote the goals and objectives of the Practice Visit and Practice Review programs
• Perform as case lead in the assessment, management, and follow-up of physicians who could
benefit from further performance enhancement of these programs
• Work as a team member with other Senior Medical Advisors, Directors, and Program Managers
from other competence programs
Qualified candidates must have a medical degree, broad medical knowledge and experience
in a variety of health- care settings, a minimum of 10 years in clinical practice, and eligible
for an Alberta medical practice permit.
See our detailed position profile & application instructions at cpsa.ca.
This senior level position is permanent working on-site from
our downtown Edmonton office.

Apply today!
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Rockyview General Hospital Medical Staff Association
Meeting in Fisher Hall
Tuesday, December 13, 2016 from 6:00 - 8:00 p.m.

Members’ Dinner at 5:30 p.m.
Guest Speaker:
Dr. Padraic Carr, Alberta Medical Association, President
Topic: An Overview of What the Future Holds for Physicians in Alberta
The Rockyview General Hospital Medical Staff Association Executive invites you to attend the
upcoming December 13, 2016 meeting. We are delighted to announce our Guest Speaker
Dr. Padraic Carr, Alberta Medical Association, President.

Dr. Padraic Carr,
AMA President

Dr. Padraic Carr is a psychiatrist based in Edmonton. For almost two decades Dr. Carr has
mentored and instructed medical students and residents, and has given over 120 invited lectures.
Internationally, in 2004 he was recognized as a Distinguished Fellow of the American Psychiatric
Association. Dr. Carr began his service with the Alberta Medical Association (AMA) in 1992 as the
resident representative on the Committee on Constitution and Bylaws. He has served in a range
of roles since then.
We hope to see you at the Rockyview General Hospital Medical Staff Association Meeting in Fisher Hall,
on Tuesday, December 13, 2016 for this great presentation and a terrific dinner.
The ZMSA Membership renewal process is going on now. Please renew your membership
and join the RGH MSA. For more information on events that we host, please contact
stella.gelfand@ahs.ca and to renew or join, contact Stella or the CAMSS office at (403) 205-2093,
email: zmsaadmin@albertadoctors.org.

Dr. Borys Hoshowsky,
President, RGH MSA

Many of you have already renewed your RGH MSA Membership for 2016-2017 for which
we thank you. Best wishes and a big welcome to all RGH MSA Members!!
Dr. Borys Hoshowsky, President, Rockyview General Hospital Medical Staff Association

FMC Medical Staff Association presents

A Holiday Party
Location: FMC Doctor’s Lounge
Date: December 6th, 2016
Time: 4:30-6:30 pm
Dress: Business Casual

All staff physicians are welcome to attend but must RSVP to
zmsaadmin@albertadoctors.org by December 1st
Admission to event requires your name be on the RSVP list

Invite Two patients
Help us make albertapatients.ca the most
recognized online patient community in Canada.

Seeking 2
patients per
physician

albertapatients.ca
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CAMSS ANNUAL GENERAL MEETING
November 9th, 2016

5:30 Social | 5:45 Buffet | 6:15 Meeting
WHERE?
Glencoe Club (636-29 Avenue SW, Calgary)
WHO?
Phil Callaway
Award-winning author and speaker
No cost for CAMSS members to attend
BUT you must pre-register with the CAMSS office:
Contact the CAMSS Administration Office at 403-205-2093 or zmsaadmin@albertadoctors.org
Not a CAMSS member but would like to attend the cost is $75.00
Why not join for $150.00?

