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Preface 

In December 2008, the Institute of Health Economics launched a series of semi-annual Innovation Forums 
whose goal is to bring together senior public and private sector decision-makers to address policy issues of 
importance in the health care system, not just in Alberta, but to all of Canada and the international 
community, as well. 

Choosing Wisely® in Health Care: A Canadian Perspective was the tenth in the series of Innovation 
Forums. The keynote speakers, Dr. Louis Hugo Francescutti, President of the Canadian Medical 
Association, and Dr. Sam Shortt, Director of Quality Initiatives at the Canadian Medical Association, 
presented on the Choosing Wisely® initiative, followed by a response from Dr. Richard Lewanczuk, the 
Senior Medical Director for Primary and Community Care at Alberta Health Services. 

Dr. Louis Hugo Francescutti’s, Dr. Sam Shortt’s, and Dr. Richard Lewanczuk’s presentations, as well as the 
panel discussion, can be found on the IHE website at http://www.ihe.ca/research-programs/knowledge-
transfer-dissemination/innovation-forum/if-x/if-x-pres. 

IHE Innovation Forums 

Forum I: Paying for What Works. Comparative Effectiveness of Health Technologies and Programs 
– December 2, 2008 

Forum II: Making Difficult Decisions – May 25, 2009 

Forum III: Maximizing Health System Performance. Cost Containment and Improved Efficiency – 
December 1, 2009 

Forum IV: Innovation and Economics. Investing in the Future Health System – April 22, 2010 

Forum V: Innovation and Sustainability in Health Systems – October 14, 2010 

Forum VI: Maximizing Health System Performance – Assisted by Evidence, Science, and Information 
Systems – November 29, 2012 

Forum VII: Social Determinants of Health – May 31, 2012 

Forum VIII: Value for Money in the Health System – December 6, 2012 

Forum IX: Early Childhood Development: Enhancing Children’s Health – May 9, 2013 

 

 
 

http://www.ihe.ca/research-programs/knowledge-transfer-dissemination/innovation-forum/if-x/if-x-pres
http://www.ihe.ca/research-programs/knowledge-transfer-dissemination/innovation-forum/if-x/if-x-pres


4 

CH
O

O
SI

N
G

 W
IS

EL
Y®

 IN
 H

EA
LT

H
 C

AR
E:

 A
 C

AN
AD

IA
N

 P
ER

SP
EC

TI
VE

 |
 1

1/
28

/2
01

3 
 

Table of Contents 

PREFACE ............................................................................................................................................................... 3 
WELCOME AND OPENING REMARKS ................................................................................................................ 5 

MASTER OF CEREMONIES: DR. JON MEDDINGS, DEAN OF MEDICINE, UNIVERSITY OF CALGARY ........ 5 
HONOURABLE FRED HORNE, MINISTER OF HEALTH, GOVERNMENT OF ALBERTA ............................... 6 

KEYNOTE PRESENTATION #1: CHOOSING WISELY – MACRO ........................................................................ 9 
KEYNOTE SPEAKER: DR. LOUIS HUGO FRANCESCUTTI, PRESIDENT, CANADIAN MEDICAL 

ASSOCIATION ............................................................................................................................................. 10 
KEYNOTE PRESENTATION #2: CAN WE REDUCE THE PROVISION & CONSUMPTION OF UNNECESSARY 
CARE? ................................................................................................................................................................. 14 

KEYNOTE SPEAKER: DR. SAM SHORTT, DIRECTOR, QUALITY INITIATIVES, CANADIAN MEDICAL 
ASSOCIATION ............................................................................................................................................. 14 

RESPONSE: A HEALTH CARE SYSTEM PERSPECTIVE ..................................................................................... 18 
DR. RICHARD LEWANCZUK, SENIOR MEDICAL DIRECTOR, PRIMARY AND COMMUNITY CARE, 

ALBERTA HEALTH SERVICES .................................................................................................................... 18 
QUESTIONS FROM THE AUDIENCE .............................................................................................................. 24 

PANEL DISCUSSION ........................................................................................................................................... 29 
PANELIST: DR. THOMAS FEASBY, PROFESSOR, FACULTY OF MEDICINE, UNIVERSITY OF CALGARY ... 30 
PANELIST: DR. BILL HNYDYK, ASSISTANT EXECUTIVE DIRECTOR, PROFESSIONAL AFFAIRS, ALBERTA 

MEDICAL ASSOCIATION ............................................................................................................................ 34 
PANELIST: CATHY PRYCE, VICE PRESIDENT, ADDICTION AND MENTAL HEALTH AND EMERGENCY 

STRATEGIC CLINICAL NETWORKS, ALBERTA HEALTH SERVICES ........................................................ 36 
RESPONSE TO PANEL: HONOURABLE FRED HORNE ................................................................................. 39 
QUESTIONS FROM THE AUDIENCE .............................................................................................................. 41 

CLOSING REMARKS ........................................................................................................................................... 46 
APPENDIX A – PROGRAM ................................................................................................................................. 47 
 

 

   



5 

CH
O

O
SI

N
G

 W
IS

EL
Y®

 IN
 H

EA
LT

H
 C

AR
E:

 A
 C

AN
AD

IA
N

 P
ER

SP
EC

TI
VE

 |
 1

1/
28

/2
01

3 
 

 

CHOOSING WISELY® IN HEALTH CARE: A 
CANADIAN PERSPECTIVE 

Welcome and Opening Remarks 

Master of Ceremonies: Dr. Jon Meddings, Dean 
of Medicine, University of Calgary  

I would like to, first of all, welcome everybody to this session today. For 
those of you who don’t know me, my name is Jon Meddings. I’m the 
Dean of Medicine at the University of Calgary. I think it was probably a 
couple of days ago that Steve Buick asked whether I would chair this 
session forum. What I didn’t tell him, and I guess what some of you 
already know in this room, is that, not only am I an internist, I’m a 
gastroenterologist, and gastroenterologists are not allowed to chair 
sessions – the most we can aspire to is a stool. [laughter from audience] 
So, I told him I would be happy to try and do this. 

I’ve got two reasons to be here. First of all, I’m a member of the Board of the Institute of Health 
Economics, and, ordinarily, the Chair of our Board, Lorne Tyrell, would be the one hosting the meeting 
today. But Lorne, as you may have noticed, is not here today. The irony is that Lorne is, in fact, our 
competition; Lorne is giving a talk on hepatitis across the street at the University of Alberta. So those of you 
here waiting to hear the hepatitis talk: you are in the wrong room. [laughter from audience] 

The other reason to be here is that the theme of this Forum, which is actually the tenth of these such 
forums, is an initiative that comes out of the field of internal medicine, my own field, and that’s the 
Choosing Wisely® campaign, which was launched by ABIM, the American Board of Internal Medicine. 

Choosing Wisely® is a very useful reminder about health care in the States. And the States is an interesting 
place when it comes to health care. As we’ve seen recently, when they manage to get things wrong, they do it 
on an absolutely massive scale. But when they get things right, can they ever get things right. And I think we 
can learn an awful lot from the US health care system. 

For those of us who have worked in both of the health care systems, it’s an interesting observation: in the 
US, we see the worst of the worst; we also see the absolute best of the best. Comprehensive health care 
centres like MD Anderson or Mayo are places where people from Canada go all the time for the best of the 
best care. And one of the reasons they provide the best of the best, and the best cutting-edge care, is that 
these are comprehensive centres where they embed research, all pillars of research, seamlessly into health 
care – something that we can learn from the US system. And that’s, in fact, what Choosing Wisely® is about. 
It’s a mission that we should pay a lot of attention to, and it’s something that we can learn a lot from. 

Choosing wisely is an aspirational goal that all of us as physicians face with every patient. And it’s because 
everything that we do, everything that we order, is accompanied by a cost. It can be a direct cost, it can be an 
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indirect cost. And the choices that we make as physicians are not always the wisest choices. So part of this is 
about the use of evidence, so that physicians can make the best, the most rational, the most cost-effective 
choice in each and every patient that we see. 

But as we go through today – and we’re going to have some fascinating talks – the other thing I want people 
to think a bit about is the other side of this, and that is the system that we work in. We have a system in 
health care that is constructed on a set of perverse incentives. Now, we commonly like to think of our health 
care system as a business, so that business common sense will make us make the most effective, the most 
wise, and most cost-effective decisions. But I think what we often forget is that we don’t have a single health 
care business. We, in fact, have an ecosystem of competing businesses. And that ecosystem embraces many 
perverse incentives. So as we go through today, I want you to think about some of these perverse incentives. 

So, Choosing Wisely®: a major point of this is how we should reduce waste in either unnecessary or 
suboptimal choices or tests. And these are often physician choices; but government, the system that we work 
in, also needs to think about how we wisely create incentives within the system so that the choices we make 
are actually the choices that we want. 

Let me take a moment just to recognize a few people. First of all, the Board of Directors of the Institute of 
Health Economics – thank you. 

I’d also like to thank Egon Jonsson. Egon is the CEO of the Institute of Health Economics, and Egon has 
created a wonderful institute here that has done amazing things. 

I’d also like to thank Alberta Health Services, a massive organization that continues to be a great partner, 
not only for the Institute of Health Economics, but, I think, for all of us in the room today. I think Rick 
Trimp was trying to be here, one of our new co-COs…Thank you to AHS for all of the work that AHS 
does. 

And finally, to the Government of Alberta. Janet Davidson sits on our Board as the Deputy Minister. 
Thank you to Janet; Cy Frank from the AI-HS, a good friend; and Doug Miller, who is my associate in 
crime at the northern end of Highway 2. 

So, speaking of the Government of Alberta, what I’d like to do now to kick off our talk here, or series, is to 
introduce the Minister of Health. He’s a person who really needs no introduction. I think all of us know 
Fred. Fred has been a friend of the Institute. He’s been a contributor to these Innovation Forums for many 
years. I remember coming to the Institute of Health Economics’ Forums before Fred was the Minister of 
Health, and hearing insightful comments from Minister Horne about health policy. I know he gets the 
reasons behind Choosing Wisely®. 

Honourable Fred Horne, Minister of Health, 
Government of Alberta 

Thank you very much, John, and good afternoon, everyone. And thank you, 
again, for the invitation to be here. I think I’ve missed only two IHE Forums 
since they began a number of years ago. And, as usual, the room is very full, 
and, as usual, the topic is extremely important and something many of us are 
engaged in, that of bringing evidence to bear in decisions that we make about 
health care, whether we’re talking about resource allocation or whether we’re 
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talking about policy development, or any other aspect of the work. 

Very nice to be here. I’m delighted to be here with Dr. Louis Francescutti, President of the Canadian 
Medical Association – again, someone who needs no introduction to anyone in this room. But I was 
delighted to have breakfast with Louis earlier today, and I’m delighted to be serving as Minister of Health at 
a time when we have such a distinguished Albertan with a passion, not just for health care that’s provided to 
us when we’re ill, but for the greater cause of improving the health status of Canadians. 

I see a number of people here today from my Ministry. Dr. Michael Trew is here, I’ve noticed. Dr. Trew is 
our new Chief Mental Health Addictions Officer, the first position of its kind in the country. Very nice to 
see him here. Susan Williams is here, Chief Strategy Officer for the Ministry. A number of senior officials 
from Alberta Health Services, that have been introduced. And, I think, a number of people from Alberta 
Innovates – Health Solutions here as well, which is now a part of the Ministry. 

So, I want to make a few comments. I did want to take a couple moments and talk about why I think this 
topic is critical, not just with respect to Alberta and our health care system, but to the whole country. 

Most of us have heard about Choosing Wisely® in the United States. It is a very well-regarded program 
becoming accepted in Canada and implemented in various ways. The program involves provider-led 
identification of tests and treatments that physicians and patients should question before initiating where 
there is potential for overuse, waste, or even harm to patients. 

And many of us, including in venues like the Innovation Forum, have heard people like Dr. Tom Feasby 
talk about the challenge in front of us, to deal with obsolescence in health care services. I had an interesting 
example, less than half an hour ago, when I was in question period. One of the opposition members stood 
up and wanted to pursue a line of enquiry, and the final question in the series was: would I guarantee that 
every woman in Alberta under the age of 40 would get a mammogram every year. This question could have 
come from someone on any side of the House. I think the point for me is that there is an expectation 
among the people that we serve that the latest and the best, and sometimes just the available, will always be 
made available to them as a patient. 

And this isn’t, I think, anything that’s the fault of patients. I think it’s a manifestation of the fact that we’re 
able to do so much more today than we could even five years ago. It’s a manifestation that citizens are very 
literate when it comes to technology, and tests, and drugs, and other things that become available often 
before they’re approved. And I think it’s a testament to the fact that people are very unaccustomed to us 
talking to them about what we shouldn’t be doing, based on evidence, and really having the discussion about 
the opportunity cost involved when we do something that is not supported by evidence. So the decision to 
adopt Choosing Wisely® by the Canadian Medical Association, and the decision for us in our most recent 
agreement with the Alberta Medical Association to recognize that we need to work together around what we 
have called efficiencies in the health care system, is very very timely. 

For those of you that have heard me talk before at Innovation Forums, you know I have talked a lot about 
the growing cost of health care in the country, the fact that today we’re at 47% of provincial spending on 
health care, and Ontario and Quebec are closer to 50%. And so, while we know that we make opportunity-
cost decisions within the health system every day because resources are scarce, we are, in my view, quickly 
coming to the point in this country where, if we don’t do something soon – and appropriateness is a good 
place to start – health care will be seen as an opportunity cost for other very important priorities in public 
policy, whether we’re talking about sending your kids to university, or building critical infrastructure that we 
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need, or doing more things and devoting more resources to protect children in care – whatever the issue. I 
really rue the day when one of us in confederation gets over that 50% mark, because then, I think, we will 
increasingly be seen as the problem, whether we’re health care providers, or policy-makers, or researchers, 
as opposed to being part of the solution. 

In our agreement with the Alberta Medical Association – and this is really parallel to the discussions 
happening at the Council of the Federation Health Care Innovation Working Group, which Alberta is very 
pleased to co-lead – we’ve identified three areas nationally where we want to devote our work on 
appropriateness: imaging for low back pain, imaging for minor head trauma, and imaging for uncomplicated 
headache. And to support these efforts nationally, there is an appropriateness working group that is being 
led by Alberta and Ontario. 

I think we have some choices, now that we have the forum of the Health Care Innovation Working Group, 
about how to proceed with this work. The traditional approach – and the one that, in my view, has not 
worked very well in this country, at least from a policy point of view – is that we make commitments to 
share information, we make general commitments to collaborate. But we fail, I think, in the past at least, we 
have failed to codify the evidence that we all agree on and then actually have a discussion about strategies to 
implement the application of that evidence in resource-allocation decisions in health care. 

I think with the combination of the leadership of the CMA and Dr. Francescutti and the Council of the 
Federation behind this, and, I think, many many health care leaders in Alberta, we are at a point where we 
are prepared to put our evidence where our decisions are, so to speak — usually people ask me to put the 
money where my mouth is – to actually apply the evidence to the decision-making environment. And there 
are some very obvious areas where we can do this. Our agreement with the Alberta Medical Association 
provides a forum for us to work together and with other parties to target areas to actually apply evidence. 

I am very interested in the potential of Choosing Wisely®, and I’m looking forward to the presentation. It is 
broadly described around the idea of a dialogue between patients and physicians about appropriate 
decisions. But I think, to really get where we need to go, we actually need to talk about this program in such 
a way that we commit to apply those decisions, whether or not patients agree with the decisions that are 
supported by evidence. And that is a very different proposition, in my view. That is a proposition that goes 
to the heart of changing our notion about what universal medicare means; it goes to our notion of the role 
of patients, in the past, as passive recipients of the resources that were allocated to them, to the role of a 
patient as an active participant in making a decision and being informed and guided by the evidence, 
wherever patients have the capacity to do that. 

You’re going to hear some evidence this afternoon. I understand that Dr. Feasby is speaking, so you’re 
going to hear some evidence about inappropriate utilization of some resources. And we lead the country in 
some areas of inappropriate utilization, and so we’re going to hear some of that in the program this 
afternoon. I’m looking forward to hearing your ideas. But I think my colleague in Ontario, the Honourable 
Deb Matthews, best summed this issue up in September at our health Ministers’ meeting when she said: 
“We want to do less of the things that do not improve outcomes so we can do more of the things that do 
improve outcomes for people, based on the evidence.” So this forum sponsored by the IHE is a good place 
to highlight the issue. 

But, as your health Minister, I cannot impress upon you [enough] the urgency of taking action in this area, 
even in Alberta, with the wealth of resources that we’ve had to devote to building additional hospitals – 
some of the best hospitals in North America – to investing in new technology. And, you know, as a simple 
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example, we have the highest number of MRI units per capita in Canada, if not in North America. We have 
invested our surpluses from non-renewable resources in these technologies. We are not in a position to be 
able to afford to utilize some of these technologies inappropriately at the rates that we have in the past. And 
there will be an opportunity cost to pay if we do not make a decision very quickly to act on this and to work 
together to put the evidence -- not new evidence necessarily, evidence that we already have, in many cases, is 
available – to put that into action is absolutely critical. 

I had the opportunity to attend the Commonwealth Fund forum a few weeks ago in Washington. And I was 
there right at the point where, on the day, actually, the President made a decision about what the 
administration’s response would be to the difficulties in implementing the new health care insurance act in 
the US. 

There were 14 ministers there. The Commonwealth Fund [Health Policy] Survey was presented to us as a 
group, and all of the ministers present talked about this issue as one of the most critical facing them, the 
challenge of changing culture within health systems to actually have the evidence prevail in resource 
allocation decisions that are being made every day. Their fear is that the opportunity cost for not doing this 
will be borne in the lack of ability to provide adequate seniors’ care, mental health services, home care, 
primary health care, all of those other very basic access to services that we depend on, not only to assist 
people when they’re ill, but to help drive forward the very important goal of improving the health status of 
population, to the very heart of wellness, which I'm sure Dr. Francescutti will talk about. 

So this, in my small way, this is a call to action to all of you as leaders in the health system to help drive this 
culture change. We are going to continue to face challenging budgets in health in Alberta for years to come, 
and as the King’s Fund report summed it up, we need to do more with the same, as opposed to more of the 
same, and get a better health outcome for our citizens, as a result. 

So, thank you very much for your commitment to this work, not just for being here, but your commitment 
to carrying forward. I’m so proud to be minister in a province where we have so much knowledge and 
experience and good will to actually work to improve the health of our population over time, which is what 
this is all about. So, thank you very much. 

Dr. Meddings: Some very wise words there. 

We’re going to have Louis Francescutti and Sam Shortt from the Canadian Medical Association speak for 
about 50 minutes or so, following which, we’ll have Richard Lewanczuk provide a response. Then, we’ll 
open this up for some questions from the audience. 

Keynote Presentation #1: Choosing Wisely – Macro 

Dr. Meddings: I’m going to just take this moment to introduce very quickly, again, somebody who needs no 
introduction – I think everybody, at least in Edmonton, knows Louis Francescutti. He’s an emergency room 
physician at the Royal Alex hospital. We’re very proud to have him as our President of the Canadian 
Medical Association at the present time. I had not realized, actually, Louis, that you had a PhD in 
immunology, in addition to being a world-renowned injury-prevention worker, but it’s amazing. 

Sam Shortt, who’s going to speak right afterwards is, again, with the Canadian Medical Association, and is 
the Director for Quality Initiatives at the CMA. He’s currently the Vice Chair of Choosing Wisely Canada. 
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Keynote Speaker: 
Dr. Louis Hugo Francescutti, President, Canadian 
Medical Association 

Just to let you know, when I had breakfast with the Minister, we both ate 
oatmeal. And we loved it so much, we both left half a bowl there. [laughter 
from audience] 

I want to talk about health as opposed to talk about health care. What I want 
to do is serve as the opening act for Dr. Shortt, who is going to talk about 
Choosing Wisely®. But I entitled the presentation Choosing Wisely-Macro, 
because Choosing Wisely Canada talks about the micro level, but we have to 
make some choices at a much higher level. 

And this is the same presentation I gave, a little modified, for the inaugural address at the Canadian Medical 
Association; it’s the same presentation I’ve given in Bridgewater, Nova Scotia; I just gave it in Dublin; I just 
gave it in Vancouver; Saskatoon. And the pulse out there is that these are the things we need to talk about. 
These are the things that will allow us to build on the micro-level that we’re going to drill into in a few 
minutes. 

I really want to talk about health, because I think the only way we’re going to really improve health care in 
this country is if we get rid of the patient. Now, I get in trouble at the CMA when I say that, but I’ll try and 
explain to you what I mean by ‘getting rid of the patient’. And I don’t mean physician-assisted suicide or 
euthanasia – what I’m talking about is keeping people from coming into the system in the first place. 

For you that are physicians in the audience, this is the one thing that I’m going to keep repeating over and 
over again: Never has there been a greater opportunity for our profession to shine than right now; and we 
need to seize that opportunity, because the public is not quite happy with what we’re doing as a profession. 

Now, I would encourage you to give me a little bit of laughter or fight so that I know I’m making some 
progress in my mission. Because, you know, the universal law that Gandhi said was, if you want to achieve 
things that are really, really spectacular, all you have to do is watch what people do: “First, they’ll ignore you. 
Then they’ll laugh at you. Then they’ll fight you. And then you’ll win.” And I’m at the stage where people 
are sort of still ignoring/starting to laugh. So, if you could laugh at the end of the presentation, then I know 
that I’d be making a little bit of progress as we move on this journey together. 

There’s three themes that I want to talk about: health care transformation, health equity, and advocacy. 
Now, the health care transformation basically is choosing wisely at a micro-level; there’s other things. The 
only thing I’m concerned about with Choosing Wisely®…I'll be very honest with you: I was in this room 
when people were totally excited about Patient Safety and Health Quality, and that was what was going to 
change the whole system. Well, that fad has come and gone, and now we’re into a different fad, and I don’t 
know what’s going to come after this one. So I’m always cautious when people are proposing simple 
solutions to very complex problems; be very careful if you think that this by itself is going to solve the 
problem. 

Health equity talks about how to get rid of the patient in the first place in more detail. And the last one is 
advocacy, how we can advocate. 
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The Canadian Medical Association is the oldest medical organization in the country. It’s as old as the 
country. It’s reflected in our address: 1867 Alta Vista. We’re as old as the country, and so I think it’s only 
appropriate that the Canadian Medical Association take a leadership role in this area. 

So, if we’re going to transform health care, we have to know what we as physicians do, and we have to 
understand what unique value proposition we bring to the table. The next two slides are very brutal, in your 
face. Close your eyes if you’re not used to this stuff. But when a patient like this comes into a health care 
system, we know for a fact that there’s only one health care provider that assumes full responsibility for that 
patient. It’s not a nurse practitioner; it’s not a pharmacist; it’s not a Minister of Health; it’s not an 
administrator. It’s a physician, or a team of physicians, that assume responsibility for this patient. We know 
that. And that’s the unique role that we play as physicians, is we’re not afraid to assume responsibility. 

Now, the question is, how far does that responsibility extend out? And that’s what we have to identify, as a 
profession: what do we do that’s so unique that only we should be doing it, as opposed to other health care 
providers? And until we can answer that question, the profession is going to be nibbled at by nurse 
practitioners, physician assistants, nutritionists, naturopaths…Everybody on earth thinks they can do what a 
physician can do. And physicians are sort of standing there, not really identifying what’s so unique about 
their training. So, as a profession, we have to really identify what is so unique about our training and what 
we do – because, if we don’t do it, the profession will be redefined by others. 

This is the one that people really think I’ve lost my marbles when I talk about, but I really do not think 
there is enough love in our systems. All I keep hearing on an almost daily basis is physicians complaining 
about this, complaining about that, complaining about everything. We don’t teach our trainees, we don’t 
our medical students and our residents to love these complicated systems. But we have to stop the bitching. 
And when I said this in Ireland a couple of weeks ago, I thought they were going to ask me to leave the 
country, but they actually started applauding. So I think physicians across the world understand that the 
times of complaining are over. We have to stand up and learn to become followers. We have more than 
enough physician leaders, but we don’t have enough physician followers out there. 

I think that, if you want to really find out how a health care system is performing, just ask a whole bunch of 
physicians if they love the system they work in, not whether they love medicine – most of them still love 
medicine. But if you ask physicians if they love the systems they work in, very few hands go up. 

And so, we have to challenge the profession to teach our learners and trainees to love these complicated 
systems. It’s not good enough to know how to do medicine; you have to know how to take care of these 
systems that we work in. 

Now, here’s the difficult thing to understand: 5% of patients consume about 60% of resources. These are 
figures from Saskatoon, Saskatchewan, and I believe their figures. If you’ve got Alberta figures, give me 
them. 

Unknown speaker: That’s them. 

Dr. Francescutti: Okay. But that’s the whole point: 5% of patients consume 60% of health care costs. Now, 
we’re talking $2.8 trillion a year are spent in North America on health care – this is combined US and 
Canadian health care numbers. 

I get critiqued for mentioning the Institute of Medicine study of, sort of, inefficiency in the US system, and 
they say, “Well, why don’t you use Canadian numbers?” Well, you give me the Canadian numbers, and I’ll 
start using them. But these are numbers that I trust. 
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And take a look at what’s going on with unnecessary services, inefficient delivery of care, excessive 
administrative costs, inflated prices, prevention failures, fraud: it’s about 35% of that total, which is $750 
billion, which is almost, almost, four times the Canadian health care expenditures on a yearly basis. These 
are enormous amounts of dollars that are totally being wasted. 

What do we need? We need better governance. We need far better governance, not only at our provincial 
level -- and we spoke about this this morning -- but we need to drill it down into the department level as 
well. We need greater accountability. Physicians have really pretty well gotten away with whatever they want 
over the years, and there hasn’t been that much accountability, unless you really screw up, and then you end 
up in front of the College [of Physicians and Surgeons]. But, otherwise, as an emergency physician, I rarely 
get feedback on how I’m performing, good or bad. 

And the last one is, we have to train the 100,000 people that work within Alberta Health Services how to 
have crucial conversations. We are terrible at having crucial conversations. Our reaction when someone 
wants to bring up an issue is we either fight back immediately, run away, or freeze and try and disappear 
into the background. We have to train individuals to have these crucial conversations. Sam’s going to come 
up in a second and start talking about Choosing Wisely®, as to how we can actually start doing something 
about it. 

Now, I want to talk to you about, if you really want to make people healthy, don’t focus on a health care 
system. You want to make people healthy? Read this book [The Spirit Level: Why Equality is Better for 
Everyone, by Richard Wilkinson and Kate Pickett]. This should be mandatory reading for anybody that’s 
got anything to do with setting policy. You want to improve health? Well, understand the notion that 
reducing the income from the richest to the poorest within a society will improve people’s health. 

We’re very fortunate that the mayor in this town has said that poverty is going to be a priority for him. So, 
how many of you have called the mayor and said, “I would like to work with you on this issue?” And, if you 
haven't, you should because, if he’s successful in what he’s doing in reducing poverty, he’ll probably have far 
more impact than what we can have as a profession. And I’m not saying that to belittle the profession. All I 
know is poverty is a disease, and the sooner you get rid of that disease known as poverty, your health will 
improve almost immediately. 

So, assuming you’re born with a full complement of genes and you follow what the Norlien Foundation in 
Calgary’s been trying to tell us for years, and what I think last year’s IHE forum focussed on, early 
childhood development, these are the things that make you healthy down the road. And you’re going to 
spend the money sooner or later. You can either spend it early on in a child’s life, or you’ll spend it later on 
in health, education, and welfare, as we’re doing right now. 

So, for those of you that really still think health care is what makes people healthy, the health care system 
may contribute 25% of an individual’s health; the rest of it comes from things way outside the health care 
system [your environment (10%), your biology (15%), and the economic and social circumstances of your 
life (50%)]. And if the minister’s telling us that we’re not going to have money to invest in the things that 
really make us healthy, then we’re in a catch-22 situation here. 

For hundreds of millions of years, you know, these guys did not have to go to a gym at the end of the day to 
look buff. We come from a nation, we come from a heritage, of hunter-gatherers. And hunter-gatherers, by 
and large, were very healthy. Yet within the last 27 years, we’ve gone from hunter-gatherers to not so healthy 
anymore, right? You’ve heard of generation X? Well, I’m going to steal a line from Garry Mar: we’ve got 
generation XXL coming down the pipeline, and that generation is going to cost us an enormous amount of 
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money. And that’s why I think every kid should be bussed to school and dropped 5 kilometres from the 
school, and they can walk the last 5 kilometres. Because we’ve got a real problem with our young kids that 
are growing up right now, in case you haven’t noticed. 

This is all you should be eating. What are we doing at Alberta Health Services to promote this? Last time I 
checked -- I still don't understand why – we have Tim Hortons and White Spots and all sorts of junk food 
distributors right within our health care institutions. It’s embarrassing. I think it sets the absolute wrong 
message to the public. 

I’m going to simplify illness for you. You can read this book by David Agus [The End of Illness], who talks 
about how we really could reach the end of illness. Or, you can remember three numbers: 3, 4, 50; three 
risk factors: smoking, inactivity, and poor nutrition. And I’d like to acknowledge the passage of one of the 
toughest tobacco bills in the country that passed, I think, last night, within the province; Alberta is a true 
leader in this area. But smoking, inactivity, and poor nutrition contribute to four major diseases: certain 
cancers, diabetes, chronic respiratory, and cardiovascular illness – and that accounts for 50% of the disease 
burden out there. 

Yet does every physician and health care provider talk to each and every patient about smoking, inactivity, 
and poor nutrition? We should. With Netcare, we should be able to develop a plan for each and every 
patient, and every time we interact with them, we move them along that journey. Think about that potential. 

My favourite topic is: this is how many Canadians die every year as a result of injuries – it’s a fully loaded 
737 crashing every four days. And yet we sit back and accept that. And Alberta, as you know, has one of the 
worst injury records in the world, in industrialized nations. This is the low-hanging fruit that we should be 
going after right away. We have to have people that are really, really well-trained in how to interact and 
understand why people like these things. And these things are the very reasons why we have a health care 
system. Each of those things that gives you immediate satisfaction also is a disease on its own, and that’s why 
50% of our disease burden comes from things that are pretty well predictable and preventable. 

Fatigue we never talk about, yet fatigue is a major problem. And I’m appalled at the level of substance abuse 
and its impact on our health system today and the little attention that it actually gets. And, as was mentioned, 
we’re fortunate to have moved to develop a focus around mental illness or, as some of my colleagues tell 
me, rather call it ‘brain health issues’. But mental illness, fatigue, and substance abuse are major problems 
within our society. 

So, this is wrapping up. We used to love this slide because we could say that the feds were totally 
disengaged. But with our new Minister of Health, the feds have reengaged in the health care portfolio, and 
we’re excited to work with them. 

But this is what I want to end with. When you have the Governor General of Canada issue such a blunt 
warning at the convocation of the Royal College [in 2012], I think that the profession really better wake up. 
I’m not going to go through and read it, but it basically says that we have a contract with society. And that 
contract gives us a monopoly over knowledge and practice in a very specific discipline. And if we as health 
care professionals are not serving the best interests of the public, then what the public will do is rewrite that 
contract with us as a profession. 

And so, when health care poll after health care poll shows that the impression of physicians in the eyes of 
the public is dropping – and it’s dropping quite rapidly – then I think that we better heed the warning of the 
Governor General and understand that we really need to refocus on what’s in the best interest of society. 
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And that’s why the Canadian Medical Association is actively involved in health care transformation, trying to 
push the social determinants of health, the impact of poverty as a disease, and being strong advocates for 
change. 

And the last thing I want to remind you is what I started with, that there’s really never been a greater 
opportunity for us to shine as a profession, and don’t for a minute underestimate the honour and prestige 
that’s bestowed on us by the public to be physicians. 

So Sam’s going to now take us into drilling down as to what we can actually do. But, you know, I always 
have a good laugh when I read ‘choosing wisely’ because it reminds me: what have we been doing up to now 
if we have to create a slogan called ‘Choosing Wisely’? I guess we’ve been choosing unwisely. Maybe we’ve 
been training unwisely, and maybe we’ve been allowing unwise practice to occur right under our noses. So 
‘choosing wisely’ scares me, because it makes me beg the question: What the hell have we been doing up to 
now?  

Thank you very much. 

Keynote Presentation #2: Can We Reduce the Provision & 
Consumption of Unnecessary Care? 

Keynote Speaker: 
Dr. Sam Shortt, Director, Quality Initiatives, 
Canadian Medical Association 

Thank you very much for allowing me to come and speak to you 
about Choosing Wisely® today. Always a pleasure to hear Dr. 
Francescutti – a tough act to follow, as I’m sure you’ll very quickly 
see.  

What I’d like to do today is cover three specific brief topics. The first 
is to try and get some sense of what it is that Choosing Wisely® is actually trying to grapple with: what’s the 
problem, and why is [Choosing Wisely®] a solution? Secondly, I would like to speak to you very briefly, and 
particularly to the folks from Alberta Health perhaps, about a solution to the Choosing Wisely® problem 
that likely won’t work very well; and then, thirdly, a suggestion as to what actually might work. 

So, this is just a hypothetical curve showing the usual distribution of clinical activity – it can be prescribing, it 
can be ordering imaging, it can be doing surgery. And there’s an area in the middle that we would consider 
appropriate variation, defined by adherence to clinical practice guidelines, commonly accepted practices, 
available resources, and so on. However, down at this end, there’s clearly underuse; at the opposite end, 
overuse; and in that acceptable area, probably some misuse. 

Now, I show this slide because, inevitably, when I speak to people about Choosing Wisely®, one of the first 
questions I get is, “What about underuse? Why aren’t you talking about underuse?” Let me be clear: it’s an 
important subject on its own, but it’s not what Choosing Wisely® is about. Choosing Wisely® addresses the 
right-hand side of this curve, where there are things being done that should not be done because they confer 
little or no benefit – and potentially harm – to the patient. 

Now, how big a problem is this? Well, as Dr. Francescutti said, it’s a big problem. In the States, they 
estimate about 30% of health care is unnecessary [Delaune and Everett, 2008]. Interestingly, when you go to 
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the literature and try and decide where those figures come from, not a lot of literature on this. A systematic 
review looking at publications over a 30-year period could only identify 172 papers that met their inclusion 
criteria [Korenstein et al., 2012]. So there is not a wealth of study on this, but I think most clinicians would 
look at that 30% number and say, “intuitively, that sounds correct.” 

In Canada, we don’t have particularly good data. I’ll flag for you just a couple of studies on drugs that I 
think are alarming. 

This line here [shows that] 49% of the cost of all prescriptions is unnecessary, in a study of respiratory 
infections in kids in Saskatchewan [Wang et al., 1999]. In Ontario, 80% of upper respiratory infections are 
viral, and yet three-quarters of those patients in that study received antibiotics [Pennie, 1998]. So, I think we 
have to assume that we must be in the 25 to 30% range as well. 

Now, why does this happen? Well, there are any number of reasons. I’m a former family physician, and for 
me, the biggest concern was always worry that my patients would be upset. You don’t want to have a long-
term adversarial relationship with people who think that they should be receiving care that you disagree 
with. Litigation – not a big thing in this country, really; the number of lawsuits has been dropping like a 
stone, even though the individual settlements have been going up. [But] for family physicians, I think, it’s 
probably really quite alarming, the fear that you’ve somehow not been sufficiently versed in all fields of 
medicine to actually have done everything that you could have. So there are a number of different reasons. 
Certainly, for most of those reasons, they don’t have an economic implication. 

Well, then that by way of background. One of the seductive solutions to government is, as Dr. [Lucien] 
Leape suggests, you can get rid of inappropriate care by simply not paying for it. Now, I think that’s a great 
idea, I’m just not sure that you can implement it, and I’ll show you what I mean by that. 

You might start the way an Australian study did, by looking at the schedule of benefits and matching the 
6,000 items in that schedule to the existing literature and expert opinion to derive some sense of 
appropriateness [Amber et al., 2012]. And in so doing, about 3% were found to be potentially inappropriate 
or of little benefit. This is where I start getting really worried. If you look at this list of the top 10 or 12 items 
on their list, right down here is liver function tests – everybody in this room who is taking a statin at some 
point will have had liver function tests, and appropriately so. [Also on the list is] imaging and low back pain 
– I do low back x-rays all the time and feel good about it. So this list, there’s something wrong with it. 
What’s the problem with it? Well, I’ll show you what I think the problem is, and this is from a study by 
Sally Gardner and Peter Littlejohn in the U.K.: they make the point that the data is not sufficiently detailed 
to single out the subgroups, the folks who actually would benefit from these interventions [Garner and 
Littlejohns, 2011]. That list is a highly contingent list. It comes fraught with nuances that, unfortunately, our 
data usually can’t capture. 

I’ll give a specific Canadian example that I encounter when I work in a walk-in clinic, and that’s the so-
called ‘Ottawa Ankle Rule’ – I’m sure most of you have heard of those. Basically, what they do is, if there’s 
no pain in two specific areas on physical examination, the chances of an x-ray showing you anything are 
almost negligible. This has been extensively evaluated in adults, and recently evaluated – and published in 
CMAJ – in children [Boutis et al., 2013]. Pediatric ankle radiography was significantly reduced by following 
those rules, and safely; the patients did not suffer from them. 

So what’s the problem? Everybody should be doing that. The problem is, you don’t know if people are 
doing that. In Ontario, when I see a patient with an ankle injury, my billing data will tell government that 
that’s exactly what I’ve seen, and my billing number will also be on the x-ray requisition. So you can connect 
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a diagnosis and an imaging event, but you can’t go any further than that; you don’t know whether I 
examined the patient and found the right series of findings to justify the imaging order. 

In hospitals, there may be a slight advantage. If you have an excellent data system with great granularity, and 
you have good standard order sets or clinical pathways, you may be able to get at the data you need to assess 
appropriateness. But in the community, and certainly in my province, it’s not possible at this stage. All of 
which makes me wish to quote an observation by Bob Evans, one that he makes frequently. And that is that, 
“for every really complex problem, there’s a simple solution, and it’s almost invariably wrong.” 

Well, after those discouraging observations, let me move on to something that I think actually will work. It’s 
something that taps into the inherent professionalism of the medical profession. 

Howard Brody is a family physician from Michigan, a noted medical ethicist currently in Galveston, and he 
issued a challenge to the profession in 2010 to have each specialty come up with a list of five things that 
shouldn’t be going on in their specialty [Brody, 2010]. He’s a very unassuming guy, and when you talk to 
him about it, he’s probably the most astonished fellow in North America at the way this idea suddenly took 
fire. We’re only three years down the road, [and there’s been a] huge amount of progress. The American 
Board of Internal Medicine Foundation chose to take Howard up on his observation. Specialties lined up 
to participate; we went very quickly from nine specialties right up to 56 specialties. How difficult that was to 
predict. Can you imagine anybody saying, sure, 56 specialties are going to line up and do exactly what we 
said, confess that we’ve been practicing unwisely? That’s really quite a remarkable event. The underpinning 
of this campaign is the notion that, if you can have two informed sides of a conversation, physician and 
patient, out of that conversation, a wiser choice will be made about therapeutic interventions. And that will, 
in the long run, improve the quality of care and reduce wastage. 

Now, one of the key things here is Consumer Reports: very interesting organization in the States, far more 
well-known there, receives no advertising funds at all – it sells subscriptions, it accepts donations, but it’s 
independent. And they were brought on as a full partner with the American Board of Internal Medicine to 
do the consumer piece, and I’ll show you what that means in just a minute. 

I do want to emphasize at this point that the program is so early in its gestation, that there have been no 
evaluations done whatsoever. There’s been one modelling exercise I’ve seen published that looked at the 
implications of actually operationalizing the five items on the family physician list, and the estimate was that 
it would save the American system about 5.5 billion a year, most of it from switching from brand name 
drugs to generics. But that’s the only thing I've seen so far. 

Now, this is an example of what a list looks like…it’s a family medicine list, and it says, “Don’t do a low back 
x-ray until symptoms have been there six weeks or there are red flags.” And then the fine print tells you 
what the red flags were, things that would suggest a neurological compromise or a malignancy or an 
infection. All of them are phrased this way, very, very simple. Just a ‘don’t do’ phrase and then a very brief 
one to two-sentence rationale, and when you flip the page over, you get a few of the leading references to 
support that. It’s not at all like a clinical practice guideline, which can become a horribly thick and complex 
document. 

Now, taking this one about low back, Consumer Reports creates the companion piece for patients, 
downloadable off their site, published in their journal, constructed in lay language, and it’s accessible to 
most consumers. And it emphasizes the downside of ignoring this. For example, an MRI is something like 
75 times the radiation exposure of a chest x-ray, and yet most patients wouldn’t be aware that that was an 
issue; the use of antibiotics inappropriately creates a risk of reaction; and so on. 
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So Choosing Wisely Canada has as its objective exactly the same objective that the American program does, 
namely to facilitate interaction between patients and physicians that lead to wiser choices. 

The societies listed here in red, the top eight, are first-ranked participants who will be releasing their lists of 
five on April 2nd of this coming year. The four in blue are signed up for the second wave, and we have 
another 12 in the wings waiting to commit pending board decisions to participate. So, by the end of 2014, 
I’m quite sure we’ll have about 24 specialties on board. I think now the Royal College has about 60 
specialties or subspecialties recognized, and there are specialties that I, quite frankly, didn’t even know 
existed. And I hope I offend no one by giving the example of the Canadian Society for Transfusion 
Medicine – it’s a competency of the Royal College, not a specialty, but laboratory medicine is starting to 
come out of the woodwork as well, and I think that’s a huge step forward. 

CMA has as its role disseminating the lists to physicians and the public engagement piece. So we will be 
doing the media releases, we’ll be working with consumer groups and so on. Dr. Wendy Levinson and her 
team -- and Wendy was part of the board at the American Board of Internal Medicine Foundation that 
actually conceived this program, so she has an intimate knowledge of its gestation – she and her team will be 
in charge of implementation in Ontario. They’re doing the evaluation in Ontario, and, in particular, she’s 
anxious to see this type of program, or this type of thinking, brought into the medical school curricula, 
whether it’s at the postgraduate or undergraduate level. In Ontario, she has been fortunate enough to 
receive over $2 million from the Ontario government to initiate the plan, and we’re hoping that other 
provincial governments may see fit to follow suit. In Health Canada, to Louis’ point about a thaw in their 
attitude -- Health Canada has just the minister’s signature way of giving us funding for the public engagement 
piece, as I learned this afternoon. 

I’ve already referenced the first wave in April of 2014. I should make clear that we’ve been working very 
closely with all the provincial and territorial medical associations. When we first announced that CMA was 
going in this direction, one of them said, “all you’re doing is giving government a stick to beat us with.” And 
we had our discussion, and, at the end of the day, they decided that, no, this was not, in fact, what was 
happening. Both the Royal College and the College of Family Physicians are fully behind and supportive. 
Organizations such as CADTH are anxious to get on board and do some of the groundwork, the literature 
searches, to support the items that appear on the lists. 

And, importantly, CMA has something called the Canadian Patient Forum, which is comprised of over 70 
patient and community groups. We’ve presented this concept to them, and in subsequent polling, over 80% 
of them had asked to be directly involved in the campaign. So I think we’re going to be able to bring to the 
table consumer groups, as was done in the United States. 

So, let me then just give you four brief conclusions. Choosing Wisely® is principally about enhancing 
physician and patient communication, communication about the value of doing things. It will, hopefully, 
reduce unnecessary care, which will enhance quality and, at the end of the day, preserve scarce resources. 

I would be pleased to answer any questions when the appropriate time comes. Thank you very much. 

--- 
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Response: A Health Care System Perspective 

Dr. Meddings: I think we’ll bring everybody up for questions at the end. At this time, what I’d like to do is 
to move on to Richard Lewanczuk to provide a response and a bit of local Alberta flavour. I think Richard 
is known, again, to probably most people in this room. He’s an endocrinologist by trade, a delight to work 
with, I can tell you from personal experience. He’s a Senior Medical Director in Primary and Community 
Care for Alberta Health Services, and has a unique perspective, actually, on chronic disease management. 

Dr. Richard Lewanczuk, Senior Medical Director, 
Primary and Community Care, Alberta Health 
Services 

Thank you very much, and thank you for the opportunity of being here this 
afternoon. I can hardly wait to hear what I’m going to say [laughter from 
audience], mainly because my job was to respond to our two previous 
speakers, and I didn’t know what they were going to say until they were done 
about 30 seconds ago. 

I do want to make some comments on what both Dr. Francescutti and Dr. 
Shortt have said, and you can’t give me a portable microphone and access to 
PowerPoint without my favourite topic about Choosing Wisely® related to 
health systems. So I hope to touch on all three. 

To start with: Dr. Francescutti probably doesn’t remember that, a million years ago, I was a senior resident 
and he was a junior resident under me, at one point. And his history of value for money, value for time, 
goes way, way back. When I was a senior resident, one Saturday morning, I called him down to the 
emergency room. And I said, “There’s a patient here” – and I think the patient had liver problems – “I’d 
like you to come see this patient.” Now, the appropriate response from a medical hierarchy perspective, if 
you’re a junior resident and the senior resident calls you, is: ‘Yes, sir. Absolutely, sir. You’re so brilliant, sir. 
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I will be down right away, sir.’ Louis’ response actually was -- and I don’t know if you remember this – “And 
how will seeing this patient contribute to my educational experience?” [laughter from audience] That’s the 
absolute truth, but he was right. And you can see how he was wisely using his time at that point. 

A few comments about Dr. Francescutti’s presentation: I do agree with many points of it, but he also said 
that we should disagree and fight with him, so maybe I will a little bit. One of the things I will disagree with 
is that Louis said, “We should stop complaining.” I disagree with that; I love to hear complaints. I don’t 
know if there’s anybody that used to work with me in the old Capital Health times, when I was trying to 
explain to non-physicians and administrators about how you deal with physicians, I said, “I love complaints. 
I love it when they complain. When you have to be careful is when they don’t complain, when they’re quiet, 
when they say nothing. Because then you’re in trouble; that means they’re disengaged.” When somebody 
complains, the response is, “And what would you do about it? What do you see as the solution?” And, 
immediately, we have people engaged. So, complaint isn’t necessarily bad, I would suggest. 

One of the other things that I saw Dr. Francescutti talk about, he said he was going to talk about health and 
not health care. And I agree that we do need to talk about that, because one of the other areas about 
Choosing Wisely® is, how do we as individuals choose wisely? It turns out, it’s very difficult to measure, but 
the estimates are that we as individuals make between 300 to 1,000 health care decisions per day. 

In the medical profession and the health professions, we tend to medicalize things. We think about things 
in terms of health in the health care system. What do we actually do to help people make wise decisions? 
When you get up in the morning – although, when do you get up in the morning? – did you get enough 
sleep? There’s a health care decision. Do you get up? Do you eat breakfast? That’s a health care decision. 
What do you eat for breakfast? That’s a health care decision. Do you walk to work? Do you drive to work? 
That’s a health care decision. Do you wear your seatbelt when you drive? And so you can see very quickly 
how, every day, we make hundreds of health care decisions. And do we make the correct ones? And how 
can we help individuals to make those decisions? 

One of the other things that Dr. Francescutti pointed out -- and I will show you when I talk a little bit about 
the health care systems -- and I do agree, indeed, that there are a few simple upstream things related to 
lifestyle that could have a huge impact. But sometimes I feel like I’m the luckiest person in Alberta because 
I do have access to many databases and a lot of data. And one of the bits of data actually does show that 
family doctors do an excellent job of talking to their patients about lifestyle factors. 

We have data from Health Canada and our Interdisciplinary Chronic Disease Collaborative in Alberta that 
shows that 60+% of family doctors talk to their patients about diet, activity, smoking, alcohol, consumption 
of fruits and vegetables. Some of the things like smoking, 95% of people will have had a discussion with 
their family doctor. The challenge occurs, as I think Dr. Francescutti accurately pointed out, is that two-
thirds of patients for whatever reason can’t, don’t, or won’t follow that advice. So that is a bit of a challenge, 
as to how we get beyond that. 

Proceeding on to Dr. Shortt and his comments: in the United States, the most rapidly escalating costs 
actually are those of diagnostic imaging and lab tests. So the rate at which they are accelerating are huge, 
faster than use of drugs or use of hospitalization, so very much an accelerating cost. And we’ve gotten a little 
bit into, maybe, an overly scientificized perspective in medicine, in that we love to treat pictures; every 
disease has to have a picture: a CT, an MRI, even a plain x-ray. And we love to treat numbers. And yet we 
know that numbers and pictures don’t necessarily reveal the whole sort of thing. So we love to treat pictures, 
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we love to treat numbers. God forbid we should actually treat patients. And so we’re always concerned 
about making numbers normal. 

And one of the topical things these days, for example, some people in this room, including myself, have 
been looking at vitamin D testing utilization. It actually turns out that we measure vitamin D way too much, 
it costs the system an extra amount of money. And I didn’t quite appreciate until our lab director actually 
pointed out that the money they have to spend on vitamin D prevents them from hiring staff that they need, 
prevents them from upgrading their equipment. So it has an impact on all of us. It delays testing; just the 
sheer volume of the tests that need to be done prevent necessary tests from being done. 

And it turns out that, even though we love to make those numbers normal, or supposedly normal, in the 
last few weeks, we’ve now found out that, actually, the dose of vitamin D has no relation to the level, the 
blood level has no relation to the clinical output. So why would we measure it? And yet we love to treat 
numbers, and that’s just one example. 

The Institute of Health Economics itself produced a study that said there’s no value for a type II diabetic to 
be doing self-blood glucose monitoring, you know, the finger prick test. And yet, today – I’ll show you my 
BlackBerry – I’ve had two patients with type II diabetes send me their blood glucose levels. And I always 
like to tell our residents, “Well, what would you do if you’re having them check their blood sugar, if the 
blood test, the one that really is accurate that we do once every three months, the hemoglobin A1c, was high 
and their numbers were low? Well, then their machine must be broken or they’re lying. Which one do you 
trust?” 

Well, the hemoglobin A1c. Well, then why would you have them do blood glucose monitoring? If they 
match, what would you do? Well, you know, if they match, it’s not an issue. If their level happened to be 
high and the hemoglobin A1c low, what would you do? Well, I would believe the hemoglobin A1c. 
Anyway, no matter how you slice it and dice it, you would always trust the gold standard test. And yet we still 
have people spend $4 a day on self-blood glucose monitoring. And there are many other examples. 

I love to torture my residents and people by saying, “Any of you that have had an annual physical exam, 
does the doctor look in your ears? And what do you expect that they’re going to find if you have no 
complaint for anything in your ear? What does the doctor expect that they’re going to find in your ears?” 

Unidentified speaker: Wax. [laughter from audience] 

Dr. Lewanczuk: Yeah, okay, wax. The same sort of thing: if somebody has no complaint of breathing 
problems, your doctor will listen to your chest, listen to your lungs. What do you expect to find if there’s no 
complaints of cough, wheezing, shortness of breath? The answer is probably ‘nothing’. And yet we do these 
things, more so by tradition. So certainly, there is a perspective on these things that we do and how we can 
choose wisely. 

But I do now want to move into a little bit of a health care system perspective. And Dr. Francescutti said to 
disagree with him publicly up here; Dr. Shortt told me earlier on to disagree with him. So I do want to 
disagree a little bit, just for the sake of argument. 

So where else can we choose wisely? Well, I would argue we can also choose wisely from a health care 
system perspective. So really, will fewer vitamin D tests or fewer back x-rays, back MRIs, save us all of that 
money, comparatively? Well, we know that, in health care systems, the more we spend, the worse the 
outcomes. And so, hopefully, Minister Horne won’t figure if we spend nothing we’ll have optimal 
outcomes. [laughter from audience] But many of you have seen these sorts of slides before that really speak 
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to the fact of, in Alberta, we spend more than any other province in the country, and where we spend our 
money is on hospital beds. And when we have these hospital beds, we fill them, we put people in the 
hospital beds – that really drives a lot of our costs. 

What are some of the factors that really drive our health care utilization? Well, the more a health care 
system is centred on primary care, the less the utilization. And I’m going to just explore this in a few 
moments. 

Many of us know, and Dr. Meddings said that I deal in the areas of chronic disease, we know that chronic 
disease patients do cost the system a lot, use a lot of resources. And it’s sometimes said that some of these 
people, maybe they don’t have a family doctor. Turns out, most people with chronic diseases, in fact, do 
have family doctors. 

The challenge is that not everybody gets sick between 8 in the morning and 4 in the afternoon. There are 
people who get sick in the evening, people who work long hours. You know, the taxi driver starts work at 7 
in the morning, finishes at 9 at night – how can they get in to see their family doctor? 

Turns out that, if we look at family doctors and the accessibility for after-hours care, only about one out of 
three family practices has some form of after-hours access, an after-hours clinic, a PCN after-hours clinic. 
Also, within primary care practices, about one out of three primary care practices has another health care 
professional, for example, a chronic disease nurse in it; but, it turns out, only about one out of three patients 
who have a chronic disease are able to see that chronic disease nurse. So in other words, one out of nine, 
one out of ten people have access to that other health care professional. 

This is data from the Interdisciplinary Chronic Disease Collaborative, so it’s actually western Canadian data, 
but mostly B.C. and Alberta. If you look at the people with chronic disease and you ask them, “Did you 
visit an emergency room in the last year?”, most of them will say ‘yes’. I was surprised by this. Then, if you 
ask them, “And why did you visit an emergency room? If you could have seen your family doctor, would 
you have gone to the emergency room?” And the answer is: “No, I would have gone to my family doctor 
instead.” Amazing: the huge majority said “I would have gone to the family doctor.” So you can see the 
problem developing. 

Then ask the number of them that were admitted to hospital, and a large proportion of them were admitted 
to hospital. The interesting thing is, if you take the mystery patient, like the mystery shopper, and you send 
them to their family doctor, and you take that mystery patient and you send them to the emergency room – 
exactly the same patient, same symptoms, everything the same – they are ten times more likely to be 
admitted to hospital if they end up in the emergency room. Maybe, in fact, if we did extend primary care 
office hours as is being proposed, for example, in family care clinics, we would decrease our hospital 
admissions and our health care costs. And, in fact, that has been demonstrated. So maybe that’s somewhere 
where we have to make choices about, maybe we do have to work the odd Thursday evening and Saturday 
morning. 

So, conclusion: make sure complex patients or people with chronic disease have a family doctor and can 
access the family doctor. You’ve seen this information, it’s already been alluded to: about 60% of the people 
that are responsible for 5% of the costs or 35% of costs attributable even to 1% of the population. And so 
people say, “Well, that’s simple. We can just load them on a bus, ship them to Saskatchewan or BC, and, 
you know, there goes 60%, or 66% of our costs is the actual number.” 
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Well, it turns out that, of these 66% of costs attributable to 5% of the population, 85% of those costs, so the 
huge majority of those costs, are due to ER visits and hospitalizations. So we can already make the 
connection. Okay, gee, if we had family practices, primary care accessible in evenings and weekends and 
after hours, we could immediately start to reduce some of those costs. 

What about hospital admissions? So we have to ask ourselves the questions: Who ends up in hospital? 
Who ends up in hospital frequently? And who are these people? Well, if we do a very, very simplistic 
analysis, one of the things that we find is that the top diseases by cost are simple everyday diseases like high 
blood pressure -- and this is actually in rank order in Alberta -- high blood pressure, diabetes, depression, 
asthma, abnormal cholesterol leading to coronary artery disease, and coronary artery disease itself. Plain old 
ordinary -- if you’re a family doctor, you roll your eyes and go ‘boring’; this is what family doctors see day in, 
day out – clearly in the realm of primary care management. 

So you could extrapolate that, if we did a good job of managing these diseases, we would prevent them from 
ending up as people needing hospital admission. And so you might say, “Well, clearly then what we need to 
do is we need more hypertension clinics and diabetes clinics and other chronic disease clinics.” And the 
answer is, ‘no, we don’t’. 

One of the challenges is that most people don’t have one chronic disease, they have multiple chronic 
diseases. And when they do, these chronic diseases interact in a synergistic manner to enhance health care 
costs and lead to higher likelihoods of things like hospitalization. 

So in fact, in Alberta, when we look at our highest cost patients, it’s not people with cancer, not people in 
ICU – it’s actually people with multiple chronic diseases. And it’s not hugely complicated rare diseases; it’s 
a combination of diabetes and high blood pressure, as an example, or somebody who has had a heart attack 
because of high blood pressure and high cholesterol. 

So, if we get a little bit more sophisticated and look at some of the top clinical conditions as opposed to 
diseases, these are the top ten, again, in order [chronic renal disease and dominant medical condition; 
dominant and moderate chronic condition; digestive malignancy; diabetes and dominant medical condition; 
chronic renal disease and two dominant conditions; chronic renal disease and diabetes and dominant 
condition; two moderate conditions; dementia and moderate condition; diabetes and moderate condition; 
COPD and dominant moderate condition]. And you will see that three or four of them include people on 
dialysis. Well, you can’t end up in dialysis pretty much unless you have the combination of diabetes and 
high blood pressure. So, yet again, you can see if we worked upstream, managed diabetes and high blood 
pressure effectively, we would reduce some of these costs. And you can see, again, diabetes is represented 
on here, and, again, they’re the combinations of common chronic diseases. 

But the other thing, if we actually look and study reasons for admission to hospital and look at people 
admitted with a supposed diagnosis of heart failure, an interesting thing occurs: we find that, although they 
have heart failure, the reason they were admitted to hospital wasn’t because their heart failure was worse. 
Actually, it turns out, [it was] because they were either urinary incontinent, peeing the bed and couldn’t be 
managed at home, they were falling at home, or their caregiver was not able to cope.  

And so, although we might have heart failure drugs and heart failure clinics, what do we do about urinary 
incontinence? What resource do we put towards that, or preventing falls? Or what resource do we put 
towards looking after caregivers? Almost 96% of people who are in homecare or in some form of assisted-
living have a live-in caregiver – what do we do to help them? Because they provide a huge amount of unpaid 
care that keep people out of hospital and reduce costs. 
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Homecare clients -- slice and dice a different way -- turns out, they’re just like heart failure patients. Exactly 
the same reasons for hospitalization, although you add in exacerbation or confusion or dementia. So what 
can we do in those areas? Because anything we do will keep people out of hospital. 

We talk about using specialists to treat high blood pressure and diabetes – do we as specialists do a better 
job? I sort of cut out the slide that demonstrated we as diabetes specialists are no better than family doctors 
in achieving blood glucose targets. In fact, family doctors are a little bit better, because they understand the 
patient, the family, the social circumstances. Turns out that we as specialists do no better than family 
doctors in glucose management, in getting people to cholesterol targets, in getting people to blood pressure 
targets, in getting them to adhere to medication, in using medications effectively.  

So why would we have specialists? Well, the interesting thing is that one thing we are good at is keeping 
people out of hospital. So, if we can provide advice, and if we can stop functioning as specialists, as family 
doctors, and instead function as consultants and provide advice, we can reduce hospitalizations by a half to 
two-thirds. Again, that’s choosing wisely, using our specialty resources wisely as well. 

So second conclusion: common conditions have significant impact on health status and utilization; the 
common conditions are all within the scope of primary care. Combinations are what particularly drive the 
system, and having more specialty clinics isn’t the answer. 

Couple final slides: again, being able to have access to some of the data is amazing, and so talking to Dr. 
Shortt’s point, these are looking at an outcome versus cost. And it doesn’t matter what the outcome is, 
could be mortality, hemoglobin A1c and diabetes, blood pressure level, what have you. And we can take a 
group, say the entire Alberta population, and we can choose, for example, men age 50 to 60. And we can 
then break it down to individual patient level and look at the outcome versus the cost. And you can see in 
the bottom left-hand graph that, for outcomes versus costs, it’s all over the map. And so there are people 
that have really good outcomes at very low cost. 

So what is it that we are doing that is giving us really good outcomes without spending a lot of money? We 
need to figure that out. We have people that have really poor outcomes at high costs. What is it that we are 
doing that is not adding value? So I think this will start to give us clues as to how we can, indeed, choose 
wisely. 

No matter how complicated a patient, though, one of the things we also do find is that, if you have a family 
doctor, you cost the system substantially less. And this looks at those groupings of patients that I showed a 
little bit earlier: if you look at a patient who’s on home ventilator, on dialysis, diabetic with an amputation, 
and even if they have a family doctor, their costs are substantially less than if they don’t. And you can see 
this is a logarithmic scale, so their costs of $100,000 per patient per year might be $20,000 or $30,000 per 
patient per year, again with attachment to family doctor. Not that specialists can’t provide advice and aren’t 
important, but again showing the importance of primary care. 

We spend about a third of our costs in people in their last three months of life, insisting on doing all sorts of 
tests, giving them drugs. And we have to ask ourselves: is that choosing wisely as well?  

If we apply the right resource to the right patients, I just want to show you what the outcomes can be. So if 
we have a multidisciplinary clinic with social workers and chronic disease nurses and pharmacists, and apply 
that to complex patients – this is one example of one of these clinics – we can, in fact, reduce emergency 
visits by, in this case, 50%, hospitalizations by 50 or 60%, and length of stay for people in hospital by 50 or 
60%. So we can have a tremendous benefit just by using the right resource for the right patient. 
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Everything I’ve learned about home improvement, my wife says I’ve learned from Red Green. But as he 
says, “We’re all in this together.” There’s many facets to choosing wisely, and I think if we put it all together, 
we can indeed have a significant impact on health care costs, the health of the population, the health of 
people, and the health care system. Thank you. 

Questions from the audience 

Dr. Meddings: So we’re going to bring all three of our speakers up, and I’d like to open this up for 
questions. 

Dr. Brian Holroyd: I am Brian Holroyd, I’m the senior medical director of the Emergency Strategic 
Clinical Network in AHS and chair of Emergency Medicine for the U of A. It’s probably more comments 
that I have, but I’d be interested in the panel’s response. 

I was fortunate, at a meeting earlier this week of the Royal College Specialty Committee chairs, to hear 
Wendy Levinson speak on the Choosing Wisely® initiative and how it developed in the States. And she 
paraphrased it extremely eloquently in a way that really resonated for me. She said it’s not about rationing, 
it’s about providing rational care at the bedside. I thought that was an exceedingly succinct way of framing 
this. As opposed to being a cost-cutting measure, it is really providing the appropriate care.  

Two of your comments, as well, resonated with me, and I think that, as we roll this out, I would strongly 
encourage CMA to pursue these. One is that the patient advocacy/knowledge component in the US is being 
addressed well with the Consumer Reports relationship – I understand this is a little more difficult to do in 
Canada – but it’s not the physicians and it’s not the health ministries. It’s somebody who just purely has an 
advocacy for the consumer in the American construct – or the patient, in our construct – their position. So I 
think that will be very important for us to be successful in rolling this out. 

And the other that was highlighted, I think, is addressing this initiative with our trainees. If we can change 
the behaviour of those coming behind us and engrain that as the norm in their practice, I think we’ll have a 
much better chance of sustaining this in the long-term for our health care system. 

And I think an Alberta-specific suggestion for the third is: we’re on the cusp of implementing a lot of clinical 
information systems, and if we can carefully incorporate this into our clinical decision support, into clinician 
workflow, it will be vastly more effective than putting posters on the wall or a pocket card in my lab coat. 
The concept of making it easier for clinicians to do the right thing, I think, will allow us to get much more 
traction and deliver on this. Would be interested in your comments on those issues. 

Dr. Meddings: Comments, anyone? Louis? 

Dr. Francescutti: I’ll take a stab. I think that one thing we could do is make UpToDate or DynaMed far 
more accessible on our information systems within our institutions and provide the feedback that, I think, 
Sam was talking about. I mean, I would love as an emergency physician to get a weekly report on what’s my 
hit rate for tests that I order or x-rays that I order. I think that would change my practice, if all of a sudden I 
get my results and I see how my peers are doing. So we need to provide that feedback in a timely fashion. 

Dr. Lewanczuk: If I could, I’ll give you an actual example. So a few years ago when I was divisional director 
of endocrinology, we struggled with -- because we see a lot of diabetes patients – how long should we follow 
these diabetes patients? And because we only see the complicated ones that cause problems -- we don’t see 
the successes -- you get this impression that family doctors must be doing a poor job – we have to follow 
these patients, or something bad is going to happen. And when I was able to demonstrate to my colleagues 
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that, in fact, family doctors were doing a good job, everybody’s anxiety level went down. And then we 
looked at the number of times that we each followed up these patients, and there was a spread between 
about on average two to eight follow-up visits for a patient with diabetes. And what we found was that, after 
two follow-up visits, there was no added benefit. 

Turns out that places like Holland found exactly the same sort of thing. There’s some health insurance 
companies in the United States, precisely the same thing: after two visits to a diabetes specialist, no added 
value. Probably because it has nothing to do with the drugs; it has to do with the social situations, the 
poverty, everything else that gets in the way. So when my colleagues found that, ‘gee, I’m seeing this patient 
eight times in follow-up and there’s no benefit,’ immediately they adjusted their patterns of practice. And 
now I think we’re down to 1.96 visits per diabetic patient.  

So you’re exactly right, Brian. I think if we do provide this data, we very quickly can adjust our practices. 

Dr. Shortt: If I can respond to both points. First, about consumers: this is about a conversation, and it has 
two sides to it. If we don’t involve consumers appropriately, it doesn’t happen, it’s the sound of one hand 
clapping. So that, for example, the funding that we expect to receive from Health Canada, 80% of it will be 
directed towards consumers rather than physicians. 

In the United States, as I mentioned, Consumer Reports is intimately involved. We’ve asked them to help 
us by allowing us to borrow and Canadianize their existing material. But they also are very cognizant of the 
fact that they don’t have a wide circulation in this country. So we’ll be deploying other consumer 
publications to publish their material. We’ve been particularly looking at Chatelaine and Reader’s Digest 
for a couple of reasons: first, wide circulation figures; second, they publish in both English and French, and 
this program will be available in both official languages; and, lastly, those publications tend to be read by 
folks who drive utilization of the health care system, older people and mothers. So we’re very sensitive to 
the need to have a full partnership with consumers. 

As to your second point about getting into the curriculum: some of you may recall a fascinating study 
published in the New England Journal back in the '90s looking at what happens when you educate interns 
and residents about the cost of what they order in hospital. The group that was educated and shown the cost 
beside the test that they were ordering changed their ordering behaviour dramatically, and that ordering 
behaviour remained changed for about six months after – and then it reverted to the same level as it had 
before.  

So this is not a battle that can be won on a single field. It has to be something ongoing and incorporated into 
the curriculum, as you’ve suggested. 

Dr. Meddings: At the back? 

Ms. Wendy Armstrong: Thank you very much. My name is Wendy Armstrong, and I’m with the 
Consumers’ Association of Alberta, and have represented the Consumers’ Association of Canada for many 
years. I’m affiliated and quite familiar with most of the consumer groups in Canada. There’s a couple of 
comments I would like to make, and also some questions. 

First of all, …certainly I feel honoured at being invited to these events at the Institute of Health Economics, 
but I spend an inordinate amount of my time trying to fill in an awful lot of other people who haven’t been 
invited on some of these things at times where I think you could have a much more meaningful dialogue. 
So that’s just a little suggestion if you want to call me for a list. [laughter from audience] 
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Dr. Meddings: Noted. 

Ms. Armstrong: Okay, we’ll carry on with that.  

A couple of other points that I would like to make: I’m always struck – when I’m in these kind of 
environments in the health policy world and in rooms with physicians and people that are running the 
health care system or the health system or whatever we want to call it – by Malcolm Gladwell’s book, The 
Tipping Point. I don’t know if many of you have read it, but in the beginning of the chapter, he often talks 
about how, in a particular New York neighbourhood, I believe, all of a sudden there was a dramatic drop in 
crime after increasing crime over a period of time. Well, the social workers thought it was this cause; 
somebody else thought it was this cause; the community, you know, depends on where you sat in the 
community in the world, it would [think it was] that kind of cause.  

And I would like to raise that I think, when you’re in a clinical practice and you’re dealing with individuals, 
it’s often easy to see that the problem is those health care decisions: how you’re eating, whether or not you 
smoke, whether or not you do drugs, all those other kinds of things. From a broader consumer perspective, 
certainly there are many other things, including the pesticides that go on your crops, the food production 
and how that’s changed the nutritional value of foods, whether or not you’ve got enough discretionary 
money to get your car repaired or where you might repair it – there’s a whole number of things. So I’d like 
to raise the point that I think one of the values of bringing in more people from a broader perspective is that 
you may find out that, actually, it may be environmental impacts that are impacting those other secondary 
impacts on things. 

And, finally, my question to you: given that I just got suckered into chairing an advisory committee for a 
national project for free, where is that $80 billion or $80 million going? I would certainly be very interested 
in knowing, and I guess what I would be most interested in knowing is, if it’s going directly to consumer 
groups – certainly there’s some very strong consumer groups still in Quebec, but, elsewhere, a lot of it is the 
patient advocacy groups, as opposed to people with a broader consumer background – is it going to be 
doled out by the CMA, or is that actually going to be given directly to the consumer groups in Canada to be 
able to meaningfully participate? 

Dr. Shortt: You referenced 80 million…80% was the figure…that will be somewhere in the neighbourhood 
of $200,000…And most of that will be, I think, used to purchase media buys to make sure that consumers 
are as informed as we can make them. 

Ms. Armstrong: Okay. Thank you. 

Dr. Meddings: Next question, Tom. 

Dr. Tom Feasby: My name is Tom Feasby from the University of Calgary. I think one of the real challenges 
in this campaign, which I’m supportive of, is changing behaviour – physician behaviour, in this case. And 
perhaps a short story will illustrate this, and then I would be interested in the response of the panel, and 
particularly Sam, because it relates to the Ottawa ankle rules in this particular case. 

So some years ago, my daughter injured her ankle in a sporting activity, and I took her into the emergency 
department at an Alberta hospital. And we were sitting there, she, with her painful swollen ankle, and me, 
the attentive father, waiting for the health care professionals to arrive. And I noticed on the wall a big poster, 
the Ottawa ankle rules. Now, this wasn’t news to me, but I don’t think I had spent much time looking at it 
until I had that time on my hands. So I read it carefully. It’s very simple, as Dr. Shortt mentioned. 
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So I was interested when the nurse came in to speak to my daughter. She took a quick look at the swollen 
ankle, and she said, “Well, we’ll just get an x-ray.” I was a little taken aback, but I kept my cool and then, I 
think, respectfully asked her, “What about these rules on the wall?” “Oh, it’s just easier to get an x-ray,” she 
said. Well, that was the first visit. After the x-ray, the physician came in. I guess he didn’t want to see her 
until the x-ray was done. And I asked him the same question, and got precisely the same response. There it 
was right in front of them on the wall.  

So I ask you, Dr. Shortt, how are we going to change that behaviour? 

Dr. Shortt: I actually think that question is better directed to an emergency physician – Louis? [laughter 
from audience] That’s a very, very difficult question to answer.  

A few years ago, Dr. Walt Rosser -- some of you may know him -- did a study of the adherence to lipid 
guidelines, and about 80% of responding family physicians in a telephone interview indicated that, yes, they 
were aware of them and, yes, they followed them. And when you then asked them more pointed questions 
giving them clinical scenarios, it was clear that less than 20% of them actually were coming anywhere near 
close. 

So I don’t have a good answer for you other than to say that it’s endemic, and it has something to do with 
the way we educate our physicians. I think our postgraduate training programs need to pay particular 
attention to this. 

Dr. Francescutti: Just a quick comment. I think there’s no accountability. I mean, you can do whatever the 
heck you want. Nobody ever comes to you and says, “Why are you doing that?” I’ll tell you, in the 
emergency department, if all of a sudden everything that we did was measured and people would question 
why you’re doing it and you would see how you’re doing in relationship to your peers, it would make a big, 
big difference. 

And I noticed our radiologists, every time I go and talk to them, they go, “What the hell is going on?” 
They’re not enjoying their job as much as they used to because they’re going, “You guys are ordering so 
much stuff that doesn’t need to be ordered.” So it’s happening. Now the question is, how are we going to be 
held accountable for what we’re doing? 

Dr. Meddings: So can I just ask the panel, just to follow up on this: is it accountability, or is it the fact that 
physicians get paid to do things, therefore, you do them? 

Dr. Francescutti: No. I don’t think so. I think it’s accountability. I think you can pretty well do whatever you 
want, and unless you seriously injury a patient or do something really bad, you rarely get feedback. Now, I 
don’t know if that’s just me, but I don’t get much feedback on what I do unless I really screw up. Thank 
goodness I don’t do that that often. Then I get a lot of feedback, more feedback than I want, but for the 
regular day to day stuff, you just don’t get feedback. 

Dr. Meddings: Tom? 

Dr. Tom Noseworthy: Tom Noseworthy from Calgary. I think someone should answer Tom Feasby's 
question, and it does have an answer. And it goes back to understanding why physicians do what they do 
with their test ordering behaviour.  

We ought to realize that the vast majority of tests ordered by physicians, while there may be a lot of reasons 
why they do it, is driven by a form of habitual behaviour. And habitual behaviours don’t change because 
you put posters on the walls in emergency departments, Tom. I guess that’s the glib answer. 
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And so, what do we know about changing habitual behaviours? Because outside of test ordering behaviour 
of physicians, there’s a whole field called behaviour modification, actually, that deals with that subject. And 
anybody that looks at that literature will realize that, usually, one approach never works, and they have to be 
complementary. 

And so, yes, you educate and, yes, you give directed feedback and, yes, they participate. And then you 
throw in a few incentives and a few penalties and then finally some rules, and you get a recipe for changing 
behaviour. But, like changing smoking or drinking, you just don’t do it by telling them ‘you shouldn’t do it’ 
and put a poster on the wall. 

Dr. Meddings: Precise as always, Tom.  

One more question. 

Dr. Shortt: Excuse me. Can I respond to Tom before the next question? 

Dr. Meddings: Go ahead, Sam. 

Dr. Shortt: Tom, you make it sound so easy. I wish it were. Many of you are probably familiar with a 
database called Rx for Change. It’s on the CADTH website. It captures all the literature on behavioural 
change for physicians. And most of the interventions – be it teaching or posters or incentivizing with finance 
– most of them have a very, very tiny effect, and we don’t know what happens when you combine them. So 
it’s not a clear science at all. That’s why we have so many pilots that are designed to find out what works, 
and are never replicated again. So I caution you against thinking there’s a silver bullet here. I don’t see it. 

Dr. Noseworthy: Sam, there’s more knowledge in implementation science than we’re using. That’s the 
bottom line. 

Dr. Shortt: I won’t dispute that one, Tom. 

Dr. Meddings: Last question at the back. 

Dr. Jonathan Choy: Hi. It’s Jonathan Choy. I represent the section of cardiology with the AMA. One very 
quick comment and one question. 

We talked about tests. I have patients coming to the office asking or demanding a test, and that is 
sometimes direct to consumer marketing. There are a multitude of private screening clinics that are opening 
up in Edmonton, in Calgary, that have managed to get licences to open these, in some cases paying privately 
and also advertising that, if indicated, we can bill the health care system for. And that is one thing that I just 
want to make a comment is to be looked at, especially when it comes to cardiovascular screening. 

Second thing is something really surprising. We in the section in cardiology decided we wanted to do and 
start with Choosing Wisely®. And the first thing that was on the list was, let’s look and see how appropriate 
test ordering is. So I actually started in our lab by saying, “how many echos [ECGs] are inappropriate?” 
Initially, I thought there were, like, 20 or 30%. And then, when I actually did the review, surprisingly when 
you look at the American Society of [Echocardiography] guidelines, there are over 200 indications for echo, 
and they are so broad that, at the end of the day, only 3% of our echos were deemed inappropriate. 

So I think as we embark on this, we have to start looking at -- I mean, Richard, you mentioned the US 
system and the insurance system. In many cases in the US, they actually have to approve the test. In our 
province, we actually have no barriers to, say, for example, general practitioners ordering MIBI scans or 
CTs, coronary screening. 
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I think this is time to open up that conversation. I’m not advocating, saying that we need to restrict ordering. 
But the easier the access, the more likely the test. Just like the emergency room – the minute the patient hits 
the ER, you’re going to be guaranteed they get a cardiac troponin, even if they don’t have chest pain. So 
these are just some of the comments and suggestions as we move forward, and want to know what you think 
about that. 

Dr. Meddings: Richard, do you want to take that? 

Dr. Lewanczuk: Sure. Yeah, I agree with you, Jonathan. Some of this tends to be self-perpetuating. In my 
area, in endocrinology and thyroid, 50% of the people in this room have a thyroid nodule, so if you do an 
ultrasound, 50% of people will have a nodule. ‘Nodule' to a person means cancer. And then, of course, 
there’s now guidelines about the nodule; it means you have to repeat the ultrasound in a year – that’s just 
new. But before that, it said you have to stick a needle into it, so that means you have to visit us as 
endocrinologists or get an ultrasound-guided biopsy. Some of those will come back indeterminate, which 
then means the person is going to go to thyroid surgery, and some of that proportion of thyroid surgery is 
going to end up with vocal chord paralysis or hypoparathyroidism. Some of the hypoparathyroidism may 
lead to lethal hypocalcemia. 

So the people in the United States who describe Choosing Wisely® point out that, for all the false positives, 
you start accumulating those, we end up having a significant proportion of harm. So you get a multifactorial, 
we’re practicing defensive medicine, we start developing all these guidelines for all of these contingencies. 
And I think we have to bring some common sense to the process. 

Dr. Meddings: Thank you. 

So, I would like to have everybody join me in thanking the panel for now. We are going to take a 10-minute 
break, and then we’re going to have a panel discussion. 

Panel Discussion 

Moderator: Dr. Jon Meddings, Dean of Medicine, University of Calgary 
Panel Members: Dr. Thomas Feasby, Dr. Bill Hyndyk, Cathy Pryce, Dr. Francescutti, Dr. Shortt 

Dr. Meddings: What we’re going to do over this next little part is we’re going to have a quick panel 
discussion about some ideas. We’ve asked three people to give short 5- or 10-minute quick talks on specific 
areas to be a little provocative. We’ve also got a little bit of a surprise – I had a quick chat with our Minister 
just in between this, and at the end, when we bring people back up as our panel, Minister Horne has agreed 
to be part of the panel. He has a few comments as well that he would like to make. 

And I think that we need to be thinking outside of the box a little bit here in the next session. I’d like 
people to be provocative, give some ideas. There are some interesting thoughts here. 

So, our first panel presenter is Dr. Tom Feasby. Tom said he wanted a very short introduction. I’ve always 
just called Tom ‘Sir’. [laughter from audience] He’s been my boss, my predecessor as Dean of Medicine at 
the University of Calgary. He’s a brilliant neurologist, he does peripheral nerve and muscular-skeletal 
disease. And Tom has been a very serious health care and health systems researcher. And I think he’s going 
to share some of his ideas with you, and you’ll see why I respect Tom as much as I do.  
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Panelist: Dr. Thomas Feasby, Professor, Faculty of 
Medicine, University of Calgary 

Well, good afternoon, everyone, and, Jon, thanks very much for your kind 
words. 

I’m going to talk about overuse of health care interventions. But I thought 
just before I get into that, I should tell you that if I seem a bit dopey it’s 
because I got back on Tuesday from two weeks in Tanzania visiting various 
projects we have in that country and also enjoying a little bit of the wildlife. So 
I’m going to throw in a few pictures from my trip just to enliven things a bit, I 
hope. 

And I will say this: the comparison between the Tanzanian health care system and the Canadian health care 
system is stark. For instance, I saw a hospital in the second largest city, Mwanza, about the same size as the 
Foothills Hospital, but it drained a referral area of 15 million people. There is no overuse in that system.  

So overuse is a First World problem, and I think we should just keep that in mind. It’s not to minimize it, 
but it’s different. 

I’m going to talk about overuse as a health care problem, in fact, a quality problem. I’ll say a few words 
about how we measure overuse, because we really do have to measure something if we want to change it. 
And, then, what can we do about it? And we’ve had some ideas on that already, and I’d like to just add to 
the discussion. 

Health care quality problems can be classified in a variety of ways. One simple way of looking at it is 
classifying the health care interventions as underuse, misuse, and overuse. And I’ll say a couple of words 
about the first two, and then concentrate on overuse. 

Underuse, as I mentioned, it’s a First World problem, but it’s a real problem for us. There was a big study 
in the New England Journal of Medicine by Elizabeth McGlynn and others [McGlynn et al., 2003] that 
showed that US hospitals provide only about 50% of recommended, that is provenly effective, care. So 
underuse is a significant problem. 

Misuse, that’s when adverse events occur with a known effective health care intervention. So it’s used 
appropriately, but it doesn’t work out because it’s misused. We know that’s a major problem. The 
Canadian study on adverse events [Baker et al., 2004] showed a rate of 7.5% in hospitalized Canadians. 
Data like this is what led to the patient safety movement. 

And next, overuse, which we’ll focus on today. Overuse is the use of a health care intervention when the 
potential for harm exceeds the potential for benefit. In other words, it’s inappropriate. 

An example, which has been referred to already today, is the use of antibiotics for upper respiratory tract 
infections. But it’s interesting that Minister Horne referred to another example that came up in the 
Legislature, the idea of mammographic screening for women under the age of 50; we know the evidence 
suggests that causes more harm than good. There are many examples in the screening literature. 

This issue of overuse really came to the fore with a seminal article in 1973 in Science, of all places, the 
famous Wennberg article. He and Gittelsohn compared the disease incidence with care provided in 13 
regions in Vermont, a small US state. And they found three to five whole variations in the rates of low back 
surgery, hysterectomy, mastectomy, et cetera. So if you think about it, in one district, a woman will be five 
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times more likely to have a hysterectomy than in another district. This was not related to the incidence of 
uterine disease – this was related to practice in those areas. 

So, why is this? It’s a big question and an important one for us to address. I will give you some Canadian 
data from a study we did published in 2004 [Kennedy et al., 2004] of carotid endarterectomy, an operation 
to clean out the carotid artery in the neck to prevent stroke. It is a commonly done operation. What we 
looked at was census districts across the country, the rate of carotid endarterectomy. And so you can see on 
this slide, the rates are colour-coded: red is high, grey is low. The red, in general, is about five times higher 
the rate than the grey, and you can see, it’s a checkerboard pattern. And if you see any pattern at all, you 
might see that the lower portion of British Columbia has pretty high rates. That’s interesting.  

And you might wonder then, do they have a higher incidence of cardiovascular disease? So here’s the 
evidence for that. The incidence of cardiovascular disease – on the right, in Newfoundland, left in BC – you 
can see it declines from east to west. In other words, high rates in the east, low in BC. And guess where the 
high rates of endarterectomy were – where the low incidence was. It doesn’t make any sense. These area 
variations suggest substantial overuse. 

So, it begs the question: Does more health care spending produce better health? We know that people want 
more of anything, more money, more food, more cars, bigger houses. It all seems to be good. How about 
more health care? Does that make us healthier? 

Well, I’m going to talk to you about the town of McAllen, Texas. McAllen, Texas, was made famous by an 
article by Atul Gawande in The New Yorker in 2009. I commend this article to you; it says a lot about 
health care utilization. McAllen is a small city on the border of Texas and Mexico, and it has the second 
highest Medicare spending per capita in the United States at $15,000 – this is in 2008. El Paso, a city with 
similar demographics, also in Texas on the border: half the cost per person, half the spending per person – 
about the US average. 

Now, we heard about these high-priced, high-quality US health care organizations such as the Mayo Clinic. 
You might think that Rochester, Minnesota, the home of the Mayo Clinic, therefore, would be an expensive 
place to have your health care. Not so. Less than half of McAllen, Texas. 

So, what’s the explanation for this? They didn’t have any more disease in McAllen, Texas, but this excess 
spending did not improve their health status. And I think, probably the take-home message from this is 
what Gawande said: “The most expensive piece of equipment is the doctor’s pen” – the power to order 
those tests, order those procedures. 

Now, this slide was shown very briefly by Richard, and I’m glad he didn’t pause on it because I’ll say a 
couple of things about it. But it’s a rather interesting study which compares quality of health care versus 
spending. And it’s all the US states. They compared Medicare spending per capita on the X-axis, so to the 
right is higher, and quality on the Y-axis, so higher in the axis is better quality. And what you get is an 
inverse relationship between health care spending and quality; in other words, more health care is worse. 
Perhaps that’s counterintuitive, but I think it is worth emphasizing: more is not better. 

So how do we measure overuse? I’m going to talk about the Appropriateness Method. This was developed 
at RAND at UCLA in the 1980s. And, briefly, the way the method works is to take the best evidence from 
the literature, review it, rate it, summarize it, develop a set of scenarios under which the intervention you’re 
studying might be done, all the permutations and combinations, and then have an expert panel rate each of 
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those indications on an appropriateness scale, whether it’s appropriate to do that intervention in that 
scenario. 

The rating scale works this way as a 9-point scale. 7 to 9 is appropriate where there’s expected net benefit, 4 
to 6 is uncertain where the net outcome is uncertain, and 1 to 3 is inappropriate where there’s expected to 
be net harm for a group of patients. And then you measure in a real world set of charts to see whether the 
cases are appropriate or not. This has been applied to many, many interventions over the years, diagnostic, 
surgical, and so forth. 

So I’m going to talk briefly about a study that Derek Emery and I and some colleagues have done recently 
published in JAMA Internal Medicine in March about the appropriateness of lumbar MRI [Emery et al., 
2013]. The reason we did this was because there are long wait times for MRI despite increased investment 
in more capacity, as we all know. There’s very high utilization of MRI, and it’s difficult to determine the 
appropriateness from the literature, in many cases. And I think the clinical experience of many of us 
suggests there’s the potential for frequent inappropriate use. 

So our study was done in two cities, Edmonton and Ottawa, two hospitals each. We used the standard 
RAND UCLA method. We took patient data from requisitions, and we followed up as necessary to get 
sufficient information to classify the cases. We looked at two categories: we looked at MRIs of the head for 
headaches, and I’ll just mention it briefly for comparison, but the focus here is MRIs of the low back. And 
we assessed 500 cases in each centre for each condition, so we had a substantial sample size. 

And here is the very short summary of results, and…you will see that only 44% of these MRIs of the low 
back were deemed appropriate, 56% were either uncertain or inappropriate. In other words, the majority 
were probably unnecessary. That’s a pretty striking figure: over half. 

Now, for comparison, headache was different, and I can talk later about why headache was different. It’s 
probably because most of them had CT scans before the headache, and we were only looking at MRIs. So I 
don’t think you should take imaging of the head for headache as necessarily being appropriate if you look at 
the CTs, but, for MRIs, they were. 

So how can we do better in health care? Well, we have to understand the factors that are driving 
inappropriate use. I think uncertainty as to the best intervention certainly has been shown to increase 
variation in care if people don’t really know what the right thing to do is. I think physician incentives to do 
more, that is fee-for-service, certainly affects procedural specialties, surgery, for instance, just to take an 
example. And there’s no disincentive for either doctors or patients. What’s holding you back? Nothing. 
And then there’s patient demand. 

To talk about patient demand for a moment, why do patients want MRIs? Well, they may provide the 
answer to troubling symptoms. Fair enough. We all know they’re free, at least to the patient; safe, 
seemingly; and kind of cool, sexy maybe. So let’s have one. What’s holding us back? And what’s a doctor 
going to do if faced with a patient who comes in with that approach, which is an everyday situation? 

There are several approaches to improving appropriateness. Choosing Wisely®, which we’re going to hear 
more about, is certainly one approach. I’m going to talk about a couple of others. 

One is “cockpit management”. This is similar to what’s done in aircraft: the plane doesn’t take off until the 
pilots have gone through the checklist and made sure that every box is ticked. This is prospective 
application of appropriateness criteria. No patient deemed inappropriate proceeds to surgery, imaging, or 
whatever the intervention is. 
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Another approach, and one that I think was alluded to briefly, is education, audit, and feedback. And I want 
to give you one example of how this can be very effective. I’m going to reference a study done here in 
Edmonton by Max Findlay, a neurosurgeon, and he looked at the appropriateness of carotid 
endarterectomy [Findlay et al., 2002]. They did four consecutive studies, four consecutive audits. 

What they did then after measuring the performance was to provide feedback to the surgeons of the group 
performance and the individual performance. Then they also provided them with educational sessions and 
the provision of guidelines, the assumption being that the surgeons would be more receptive to the 
educational approach, having seen their own data and the group data to see if they were outliers, for 
instance. 

And here are the results. So there are four audits from ‘94-‘95 up to ‘99-2000…What they did was go from 
33% appropriate up to 57% appropriate using this feedback approach over six years – a pretty impressive 
change. But even more impressive, I think, is if you look at the inappropriate group, they went from 18% to 
zero over four years. This feedback with the data really worked. I think it’s a model. And just, by the way, 
30-day mortality and morbidity dropped more than 50%, as well. 

So doing it appropriately is good for outcomes, it’s good for patients. I think that’s a message that’s really 
critical. Appropriate care is good for patients, and that should be our focus. 

There are other things that could be done. I think we should consider changing the incentives so that 
overuse is not rewarded and may be penalized. There are various ways to do this, but we know behaviour 
change is difficult, and this kind of change perhaps takes the voluntary part of it out, which may be useful in 
certain cases. It also requires changing the reimbursement system. I think that fee-for-service is a real 
challenge. It rewards quantity, not quality. 

And I think I’ll just finish by saying guidelines are not sufficient. We all know that guidelines are widely 
available, widely ignored. I talked about the Ottawa ankle rules – right in your face, and you still don’t do it. 
Guidelines are not sufficient. 

So I’ll stop there. I just wanted to give you some food for thought. Thank you. 

--- 
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Dr. Meddings: So I think we’ll hold questions until the end, and then we’ll bring everybody up here, 
including Minister Horne. 

Our next presenter is Bill Hnydyk. And Bill, again, I think everybody knows, is the AMA’s Assistant 
Executive Director for Professional Affairs. He graduated from my alma mater, the University of Alberta. 
Practiced in Edmonton and Vegreville. Has been a hospital chief of staff, and regional medical director. Bill 
is somebody who has been involved at many different levels in the health care system. 

Panelist: Dr. Bill Hnydyk, Assistant Executive 
Director, Professional Affairs, Alberta Medical 
Association 

Thank you for the opportunity to present. I’m going to talk about the 
opportunity to implement Choosing Wisely Canada in Alberta and, 
piggybacking onto the good work that’s being done by the Canadian Medical 
Association and Dr. Wendy Levinson in Ontario, the opportunity for AMA 
to lead. But I want to emphasize: to lead, but not do it alone. It’s important 
that we do it together, as Dr. Francescutti has indicated in his last slide; the 
partnership is going to be key in moving forward. 

So why does AMA want to be involved? I think it’s important that the AMA demonstrates leadership in the 
areas of appropriateness and accountability. It’s important that we serve as a major communication vehicle 
for physicians and for the public. It’s important because it’s the right thing to do, as a professional and 
ethical responsibility for the profession to be responsible stewards of health care resources. 

And in Alberta, under the umbrella of the System-Wide Efficiencies and Savings [SWES] Consultation 
Agreement that Minister Horne alluded to earlier, we have an opportunity to look at many different 
initiatives that could address inefficiencies. Choosing Wisely Canada has been identified as an early priority 
for the System-Wide and Efficiencies task team. 

This task team is made up of representatives from Alberta Health, AMA, Alberta Health Services, Institute 
of Health Economics, Alberta Health Innovates, College of Physicians and Surgeons, and the Health 
Quality Council…Signed off at the end of May [2013], the real focus for the SWES Consultation Agreement 
is to look at ways to provide better value for money without sacrificing quality or access. There’s language in 
the agreement that talks about all parties being committed to a sustainable health care system. And there’s 
language that talks about us working under the [Institute of Healthcare Improvement’s] Triple AIM 
framework, working through that lens; to remind you, that speaks to better care, better outcomes, and better 
value. 

Within the agreement, there were several areas, several proposals, that [the task team] could look at for 
efficiencies. Many were suggested in primary care, also [using] EMRs [electronic medical records] more 
effectively, looking at physician compensation models, perhaps that Dr. Feasby just spoke of. But I think 
there was a sense that the area that we should at least initially focus on was in the area of appropriateness, 

 

http://www.ncbi.nlm.nih.gov/pubmed?term=Wennberg%20J%5BAuthor%5D&cauthor=true&cauthor_uid=4750608
http://www.ncbi.nlm.nih.gov/pubmed?term=Gittelsohn%5BAuthor%5D&cauthor=true&cauthor_uid=4750608
http://www.ncbi.nlm.nih.gov/pubmed/4750608
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accountability, focussing on appropriate testing, treatments, and procedures, and improved efficiencies and 
reduced waste. 

The challenge, of course, in this area is trying to find a focus and a convergence for our efforts. The guiding 
principles for our task team are that any initiatives that we choose have to [focus on] physician-practice 
patterns, that quality of care is not to be compromised, that the initiatives must be clinically relevant, reflect 
best available evidence, be actionable, implementable, and that we must be able to measure impact – to do 
that, we obviously need good data. 

We did extensive consultation. This was led by the department, and Kate Hamilton, who I believe is in the 
crowd here, did a lot of legwork for us. We had stakeholder input from across Canada from Alberta Health 
Services, from Alberta Health, from the sections within Alberta Medical Association. There was 160 
recommended initiatives, 113 of these were unique initiatives; 24 focussed on appropriateness, and seven 
focussed on improved efficiency and reduced waste. And it’s interesting that…the task team did apply our 
criteria and prioritized the initiatives, and Choosing Wisely Canada is the initiative that actually percolated 
to the top for most of us. 

Moving forward, and, again, being led by AMA, our intent is to take the lists that are being developed by the 
national specialist societies, validate those lists with our relevant AMA sections just to make sure there are 
no potential red flags for implementation in Alberta, to utilize the quality programs that we have within the 
Alberta Medical Association, to utilize the AHS strategic clinical networks and the operating clinical 
networks, and to ensure maximal uptake and implementation. And, again, this has to be more than just 
dissemination of the lists. We have to look at strategies to make sure that there’s uptake and 
implementation of the suggestions within the list. 

I just want to talk a little bit about the AMA quality programs, two that are very relevant to this initiative. 
One is TOP, Towards Optimized Practice program. The program has extensive expertise in supporting 
process and behavioural change. It’s important to note that evidence review is also important in an 
implementation strategy. So, not just at looking at the list, but what are the best strategies in 
implementation? 

We also have the Physician Learning Program [PLP] that’s operationalized by the two universities. And one 
of the areas that we feel that the PLP can be helpful is really the provision of the detailed reports to 
physicians based on administrative data to reflect the Choosing Wisely Canada-related key practice 
indicators and aggregate peer comparisons, to see how they align, obviously. I think PLP is working on 
several projects, which are in various stages of already addressing several of the Choosing Wisely® topics. I 
think it’s important that we not only provide physician feedback initially, but we also provide it after a 
period of intervention. 

I think somebody else alluded to the fact that this is really a culture change. I remember when I started 
practice in 1975 that, if you didn’t give an antibiotic for an upper respiratory tract infection, you were, in 
fact, a bad physician -- at least your patients thought you were, and they would go elsewhere to get an 
antibiotic. But, nowadays, because of effective campaigns like “Do Bugs Need Drugs?”, over many, many 
years, that is not the case at all. In fact, if you do give them an antibiotic, you will be questioned by the 
patient as to why, and I think that’s rightfully so. 

So, patient education and engagement is going to be key. It’s our intent to create a patient website at the 
AMA where we would house Choosing Wisely® patient materials. We will be looking at various strategies to 
drive patients to the websites. I think it’s important that we empower patients to make informed choices, 
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and we can only do that through education and through conversations. Public dialogue has to change, and 
we have to change that dialogue where more is not better. And I think Dr. Shortt talked a bit about a media 
strategy, and I think that’s going to be key as well to engage the public. 

And I want to emphasize here this isn’t something that we’re going to be able to do alone. It’s got to be 
complementary and supportive messaging coming from Alberta Health and Alberta Health Services. 

So we’re looking at potentially piloting implementation of a mini-list of the three diagnostic tests that were 
developed by the Canadian Association of Radiologists, supported by our section, the Alberta Society of 
Radiologists, and supported by the Council of the Federation: the use of MRI for low back pain, use of 
MRI for headaches, and use of CT scans for minor head trauma. So our intent is to implement this in 
advance of implementation of the broader Choosing Wisely Canada program. 

So what are we doing currently? We’re in the process of developing a project plan for implementation. 
That will be followed very quickly with broader stakeholder engagement, where we will have Alberta 
Health, Alberta Health Services, SCNs leads in the room, the universities, the various quality programs that 
I alluded to, and relevant AMA section leaders. And the discussion’s going to be focussed on who’s going to 
do what, and we’ll move from there. 

Dr. Shortt talked about the fact that [there] hasn’t been a formal evaluation done in the United States as yet. 
But I think, moving forward in Alberta, it’s key that we’re going to have to do an evaluation. So I think 
[identifying] the key measures from the top five lists will form the core of the evaluation: examining the 
impact on utilization on those selected measures; doing, potentially, a report card informing the health care 
decision-makers, physicians, and the public on the impact of the program; and piloting the audit and 
feedback reports again. And I believe that the Physician Learning Program operationalized by universities 
will have a key role here.  

Thank you. 

Dr. Meddings: And so, for the last short talk, we’re going to have Cathy Pryce come and join us. Cathy is a 
nurse and leader of two of our Strategic Clinical Networks for Alberta Health Services: Addiction and 
Mental Health, and Emergency. Cathy is a graduate of the University of Toronto and – we’re very proud – 
she’s also a graduate of the U of C. She has spent her clinical career in public health, addiction, and mental 
health. 

Panelist: Cathy Pryce, Vice President, Addiction 
and Mental Health and Emergency Strategic 
Clinical Networks, Alberta Health Services 

Thanks very much. It’s a pleasure to have a chance to talk to you. And what 
I’m planning to do for the next few minutes is to talk to you about the 
Strategic Clinical Networks [SCNs]. Just recently, they’ve all been named 
‘Strategic Clinical Networks’, so we don’t need to talk about strategic and 
operational clinical networks any longer. And the perspective that I’m going 
to be taking is to talk about the alignment, or lack thereof, between Choosing 
Wisely® and the mandate of the SCNs. 

For those of you who may not be aware, the Strategic Clinical Networks built 
on some work that was done in previous networks. There are nine of them 
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currently, they’re between 5 and 17 months old, and they are a network of clinicians, researchers, 
academics, patients, community organizations, and government, focussed on a particular condition, 
population, or health care delivery site. 

We have nine of them, as I mentioned: Addiction and Mental Health; Emergency; Cardiovascular [Health] 
and Stroke; Cancer; Critical Care; Diabetes; Obesity and Nutrition; Seniors [Health]; Bone and Joint 
[Health]; and Surgery. A Respiratory [Health] one is about to launch in the new year. So I’m going to talk a 
little bit about how these are aligned, how can the Choosing Wisely® five things that you’ve heard about 
inform us, and a little bit about how they’re different. 

You’ve heard a lot about Choosing Wisely®, so I won’t go into a great deal of detail. But, basically, it is 
about helping patients and physician engage in conversations about the overuse of test and procedures, with 
an aim to improve quality and safety of health care in America and to help physicians to be better stewards 
of health care resources. Very well-aligned with the IHI Triple Aim, as you’ve heard. 

The SCNs are a group of physicians and clinician leaders developing and implementing evidence-informed, 
clinician-led health improvement to achieve the highest quality care with the best outcomes, at the lowest 
reasonable cost. So you can see that this also aligns with Triple Aim and the goals of that. 

The focus here is a little bit different, in that it expands to talk about physicians who are incredibly 
important in this whole equation, but also embraces the notion that other clinicians have a role to play. 
Recently in some work that we did on stat toxicology testing in emergency department, that’s exactly what 
we found. Physicians, of course, write those orders, but what we found was the behaviour of the nurses and, 
in fact, how the IT system is set up and whether a tick box pops up in the order set or not has a great deal to 
do with what winds up being ordered. 

There’s an emphasis in both of these initiatives that you’ll see on patient engagement in discussion. In the 
SCNs so far, most of that emphasis has been around including patients in our networks, trying to 
understand the patient journey, and some really important work that’s happened around patients actually 
doing engagement research. 

In Choosing Wisely®, the focus has been much more on enabling discussions between physicians and 
patients, and also to improve outcomes and the health of the population, although, you could argue, one 
person at a time. 

There’s a shared emphasis on costs. The Choosing Wisely® campaign explicitly wants to lower costs, and 
SCNs, I can tell you, have been encouraged very strongly to look at reassessment projects, at ways that we 
can find to reduce costs and eliminate wastes. One of the theories behind the reassessment within the SCNs 
is that then some of that saving can be reinvested in quality care to improve outcomes. 

And when we looked at the recommendations that have come out of the 50-some specialties in the States 
and compared those recommendations to the work that the SCNs are currently doing, we saw a large 
number of examples of alignment. Some of those recommendations have to do with reducing the 
inappropriate use of drugs, and several of the SCNs have also been starting to look at that. There’s a project 
being led by the Seniors Health SCN that the Addiction and Mental Health SCN is a partner to look at the 
use of inappropriate antipsychotics in long-term care, for example. The Respiratory network has looked at 
the use of corticosteroids in children under two for respiratory problems. 

There’s been a lot of discussion this afternoon already about reducing costs and risks of unwarranted 
radiation, and that is something as well that several of the networks have been looking at. Certainly Cancer, 

 
 



38 

CH
O

O
SI

N
G

 W
IS

EL
Y®

 IN
 H

EA
LT

H
 C

AR
E:

 A
 C

AN
AD

IA
N

 P
ER

SP
EC

TI
VE

 |
 1

1/
28

/2
01

3 
 

Cardiovascular Disease and Stroke, Emergency, Seniors, have all at least some focus on the use of imaging. 
And there has been discussion of a future network actually coming into play that might focus on that area 
specifically. 

Also, reducing unnecessary diagnostic tests, and we do have some examples across the networks, like the 
stat toxicology at Emergency that we’ve been looking at. 

One of the things that is a bit different -- and I’ll get into it in a couple of minutes -- is that a lot of the work 
that the networks are doing is around clinical pathway development. So while the emphasis of Choosing 
Wisely® to date that I’ve seen is on tests and procedures, a lot of the emphasis on the network has been on 
understanding the patient’s journey and trying to connect the pieces, which includes tests and interventions 
across the continuum of care. So a lot of the focus of the networks has been on that journey, and you’ll see 
elements of the kinds of things that you would see in Choosing Wisely®. 

Some of the other recommendations are in our planning stage, or what we often refer to as ‘the pipeline’. 
So there are recommendations around reducing urinary catheterizations in the elderly and the use of blood 
transfusions, increasing the use of pre-surgical treatments for head and neck cancer, standardizing antibiotics 
and corticosteroids in COPD. 

And then others, when we looked at the recommendations from Choosing Wisely®, are just in our thinking 
stage, that notion of ‘when is it appropriate to do imaging for patients with dementia?’. Cardiac imaging, 
there’s a lot of work that that network is wanting to do around looking at appropriate use. The use of CT 
for cancer screening in healthy individuals has been raised. 

But the initiatives are not the same, and there are some differences. Briefly, when we look at the 
recommendations, there are some Canadian and some Albertan differences in clinical practice, which isn’t 
too surprising. So I think some of those recommendations that we see may not be as appropriate for us, and 
others we may need to substitute. 

Some of the examples have been that: it may not be such a big problem in Alberta, the insertion of feeding 
tubes in the seniors, as it is in the States right now; survivorship planning in cancer care may not be the same 
priority, we may be doing it pretty well right now; or pre-op surgical guidelines may be more consistent in 
Canada. 

As I mentioned, the network’s focussed on the continuum of care, not on a specific procedure or 
intervention, and so what you will see in some of the work of the networks is more upstream or health 
promotion, disease prevention, early identification work. So you will see things like school-based mental 
health promotion: How could we do that? How can we measure it? We’ll see things like the Vascular Risk 
Reduction project, which is being led by the Cardiovascular and Stroke network, with partnership with 
Cancer and Addiction and Mental Health, to look at ‘how do we improve the primary prevention for some 
of those diseases?’. 

We also have been looking at not only what not to do, but what to do, and sometimes that can be just as 
important to health outcomes. So, for example, in Addiction and Mental Health, we know that there’s huge 
variation in how often any of our patients are advised to engage in physical activity, even though we’ve got 
loads and loads of evidence that it’s going to improve their outcomes and perhaps start to make a dent in 
the 15-year age gap with which people with severe and persistent mental illness die. We’re going to be 
looking at things like limiting the fasting that happens around surgical procedures, because that will also 
increase the healthy outcomes, which Diabetes, Obesity and Nutrition are looking at. 
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One of the things that’s already been mentioned is the partnership that they have in the States with 
Consumer Reports, and I think that that’s really important. And it’s starting, as far as I can tell, to move that 
Choosing Wisely® campaign from a primarily specialist-driven initiative to one that really also has a strong 
consumer-driven component. If you have the chance to go on the website of Consumer Reports, there’s a 
button for patients to push, and there is lots of anecdotal evidence of patients having taken information to 
their provider and initiated that discussion about what would be the most appropriate care. 

And finally, Choosing Wisely® is laying some foundation for some sensitive discussions. And I’ll give you 
the example of the one from internal medicine, which is: “Don’t recommend cancer screening in adults 
with life expectancies of less than ten years.” I talked to the people in our Cancer network and they said, 
“No, we don’t use that kind of a guideline. They used to be some around age – we’ve largely backed away 
from that.” But if you think of some of the slides you’ve seen this afternoon about the burden of cost in 
health care in the last year of life, if we don’t start to have some of those conversations and, in fact, 
encourage those between providers and patients, we might be missing a tremendously important 
opportunity. 

One of the mandates of the SCNs is to measure and to report and to also be able to articulate how a change 
has impacted value for money, and I think that’s a bit of a difference as well. 

The bottom line is that the Choosing Wisely® guidelines, I think, are tremendously helpful to us. They are 
well-researched. They have validated some of the priorities that the networks have already selected or are 
considering. They’ve already provoked discussion about other areas that we should be looking at as we 
mature. And they stimulate clinical engagement and discussion, and they encourage patient and provider 
discussions. And those can only have positive outcomes. 

Thank you. 

Dr. Meddings: So, can I have the panelists up and, Minister Horne, if you would like to join us? Sam and 
Louis, as well? Before we start with the questions, Minister Horne, you’ve had a chance to hear quite a bit 
this afternoon – I wondered if you had any comments that you’d like to share with the group? 

Response to Panel: Honourable Fred Horne 

Thank you, I do have a few comments, and I’ll attempt to add some value to the tremendous value that 
we’ve already heard from the speakers this afternoon. 

I’m very impressed by everything I’ve heard. And I think, just with respect to Cathy’s presentation, there are 
many parts to the great value proposition for Alberta Health Services, but there is probably no better 
testament to the power of Alberta Health Services than to hear about the work that’s going on in the 
Strategic Clinical Networks. These are people that are actively engaged in what I think is one of the biggest 
challenges in health care in the country, and that’s bridging the gap between what we know and what we 
actually do. And I think this discussion around Choosing Wisely® is what we need to do to go to that next 
step, and that’s bridging the gap between what we know based on evidence, too, and what we actually pay 
for. 

In listening to the speakers, I observed two contexts or theoretical approaches to the task. The Canadian 
Medical Association approach is clearly focussed on the basic Choosing Wisely® principle of using the 
power of dialogue between patients and physicians to drive better decisions. And I think that’s certainly an 
important part of the equation and it was great, especially in the last presentation, to hear about the 
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importance of the active involvement, engagement of patients, as we see in the SCNs in Alberta Health 
Services. 

But the other school of thought is, I think, something we’ve been talking about in Alberta for many years, 
but we haven’t really had an imperative to deal with it, and that’s the context of developing and 
implementing and monitoring the use of concrete methodologies to drive better resource decisions, 
whether we’re talking about tests or procedures or any other thing that occurs in the health care system. 
And for those things, I think there’s a legitimate argument that the evidence for a lot of these things already 
exists, it’s been here for some time. And for whatever reason, probably the availability of huge budget 
increases year after year, we have failed to organize resources in the delivery of care to implement those 
methodologies. 

And so I think we are really at a turning point, in that I don’t think we need to choose necessarily one over 
the other, we need to find the best of both. But the bottom line is we have to realize that the time for action 
on this is very, very limited. It would be a huge mistake -- and I know other ministers feel the same -- to 
think that we’re just embarking on a discussion about this now. 

We are actually up against a wall, and many provinces are feeling the pinch much more acutely than 
Alberta, in terms of their ability to fund additional dollars to do more of the same thing, to buy more and 
more units of the same inefficiency, if you will, that we’ve seen in some of the examples that have been 
presented today, and that includes our province. 

Couple of other comments. Really appreciate the AMA’s presentation. In my view, we absolutely have to 
engage organized medicine to drive this change. And you’ll see the work that we’ve done, and based on the 
agreement that we developed with the AMA, and there’s some important conversations taking place. But 
the thing that we really didn’t talk about was what the role of compensation frameworks are in driving this 
change as well. 

If you think of Dr. Lewanczuk’s presentation, it’s easy to see that primary care reform is absolutely critical 
and delivers outcomes in terms of avoidable hospital admissions and tests and so on. But yet I can’t think of 
part of a health care system that’s less geared to support physicians in dealing with complexity than primary 
health care. We still have the highest rate of fee-for-service utilization in family medicine and in all the other 
specialties, yet here we sit talking about comorbidity as the biggest issue that’s facing us in terms of the 
population that you’re managing. And for those of you who are interested, the 5 and 60 that was quoted by 
Dr. Shortt [i.e. 5% of the population uses 60% of health care resources], that number in Alberta is 5 and 65. 
So it’s a tremendously big challenge. 

So I don’t think we can divorce the discussion around compensation and how it needs to be restructured 
from the work around appropriateness. And I hope that people will pick up that mantle as we go through 
this. 

I guess the other thing that I learned from leading this is that there is a question to be answered in terms of 
where the leadership is going to come from. And if we talk for a moment just about the medical profession, 
is this something that needs to be specialist driven, in other words, specialists in terms of their 
requisitioning, or is it something that we can actually allow to be driven in large part at the primary health 
care level? 

For those people who talked about the difficulty in confronting a patient’s expectations about access to 
things like MRIs, is the answer to better support and equip primary care physicians to have discussions that 
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don’t create those requisitions in the first place? Or is the answer to involve specialists in developing 
protocols that extend to family practice? And I have a feeling that the answer is probably in both camps, but 
there seems to be, in the discussions I’ve heard, ‘which group is going to take on the more difficult task,’ as 
opposed to ‘we’re all in this together’. 

The last thing I would like to say to you as a health minister in Canada, one thing I have learned that does 
not work is to put this discussion around appropriateness in the context of the cost of health care. Now, I 
shared the information I did with you because you’re inside this, whether you’re working in service, 
delivery, or policy or evaluation, and you need to know and understand, because you are in large part 
stewards of all of these resources. But, I can tell you, Alberta is a textbook example of a population that will 
not respond to governments talking about the increase in cost of health care. So, in my view, we have to 
focus on quality as the motivator for this. Dr. Feasby presented some evidence about reducing 
inappropriate use of resources actually drives better health outcomes. I think that’s kind of the language or 
the theory that we need to adopt. 

So as the Minister and as a respectful observer of the conversation, number one, I’m extremely impressed 
by what I’ve heard, but, number two, I’m not sure that the urgency is understood. And I don’t know that, if 
we take the fallback position -- and politicians do this all the time -- of relying on public education and 
advertising and campaigns, I’m not sure that the public are going to necessarily come with us. There is a 
hard side to this. There’s a hard side for politicians. There’s a hard side for clinicians. There’s a hard side 
for researchers in standing up with respect to how we implement what we know and how we bridge that gap.  

So I’ve just been hugely impressed. And I don’t usually impose myself on people for, you know, more than 
an hour at a time, but this was just too important to not be here today. So I hope that will give you a sense of 
where we’re going. You certainly have my support, whatever part of the system you work in, but the 
imperative of this cannot be misunderstood. 

Just as one final example, I had the privilege of being invited recently to the G8 health ministers’ summit in 
December, which will be held in London, and so Minister Ambrose and I will be representing Canada at 
the G8 health summit. And the topic that the G8 has chosen is dementia care, so we maybe need to think 
about that. If world leaders, if leading countries in the world, are identifying issues such as dementia as 
international issues and imperatives to be dealt with in health care, how prepared are we? How prepared 
are we as a country, and what is the role of this, what I would consider, fundamental work in getting us 
prepared to meet some of those challenges, those and many others along the way? 

Thank you. 

Questions from the audience 

Dr. Meddings: Thank you again, Minister Horne. 

I’m going to invite people to come up to ask questions of the panel. And maybe just to kick things off, I’ll 
take the liberty of asking a question of my friend and colleague, Tom Feasby. What we have talked about 
today and, I think, what many of us have heard, are things that we have known for a long time that we need 
to do. We’re not doing them. We’ve had education that’s gone on for ages to try and do this. 

So of all of the perverse incentives that don’t let us do what we’re going to do, instead of the top five things 
that we should be doing better, what are the top three things that are stopping us from doing this? Why 
aren’t we doing them, Tom? 
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Dr. Feasby: Jon, I think it’s very difficult to change entrenched behaviour, and we go on doing what we’ve 
been doing unless there’s a very strong motivation to change. So I think it comes down to behavioural 
change, I alluded to that earlier, which is one of the reasons I think that just providing guidelines in 
insufficient – necessary, but insufficient. 

We did a study a few years ago looking at the appropriateness of using intravenous immunoglobulin to treat 
various diseases. It’s a very expensive blood product commonly used. We compared BC versus Alberta, a 
sort of natural experiment where BC had implemented guidelines, and there was no difference before and 
after the guidelines, and no difference between BC and Alberta. It didn’t make a whit of difference.  

So I don’t believe that’s sufficient. I really think that we need to couple that with something that engages 
people. And I believe the best way to do that is to measure performance and provide the feedback, group 
and individual performance measures, back to the people who are doing the procedure or whatever it 
happens to be. I think that’s the most effective way to get a performance change. Plus, it’s the only way 
we’re going to know whether we make a difference, so we absolutely have to measure things. 

So while I think guidelines are important, and I think talk is important, I don’t think they’re sufficient. I 
think we need to do something more active and really engage people. 

Dr. Meddings: Fantastic. Derek Emery? 

Dr. Derek Emery: Hi. I’m Derek Emery, Department of Radiology, University of Alberta. I just want to 
add a note of caution on the choice of the three items for Choosing Wisely Alberta, the MRI of low back 
pain and MRI of headache. 

In Alberta, we use both CT scanning and MR, and I think it’s dangerous to be modality specific. For 
instance, with MRI of low back pain, if we were to decrease the utilization of MRI of the low back and then 
increase the utilization of CT scan of the low back that has radiation, whereas MR has no radiation, we will 
have done a disservice to the patients in Alberta. 

Secondly, the MRI of the headache – the study that Dr. Feasby and I did found a very low rate of 
inappropriate use of MRI of the head for headache. In Alberta, we use CT scanning for screening of 
headache. So you’ve got to look at imaging of low back and imaging of headache, rather than being that 
modality specific. 

Dr. Meddings: Okay. Good comments. Chris de Gara, question? 

Dr. Christopher De Gara: Thanks very much, indeed. I came at Choosing Wisely® with three different hats: 
as the director of PLP, the University of Alberta arm; I am also on the Canadian Association of General 
Surgery Executives, general surgery’s role in the Choosing Wisely® campaign; and I am fortunate to sit on 
Sam and Wendy Levinson’s committee at the national level looking at Choosing Wisely®. So a comment, if 
I may first, and then a question or two to the panel. 

I think, first of all, the issue around the care gap, which really hasn’t been addressed, this notion that if you 
ask physicians how they should manage condition X, Y, and Z, about 80% of them will get it right, but if you 
measure them, they only do it about 50% of the time. And that led, I think, to a lot of discussion around 
clinical practice guidelines, and Tom has talked about the fact that clinical practice guidelines just don’t 
seem to have achieved the promise that they seem to want to do and, in part, because they’re so voluminous 
and may be biased in so many ways. But it was the holy grail. 
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And to carry that religious metaphor along a bit further, it was my Calgary PLP [Physician Learning 
Program] colleague, Chris Symonds, who made the observation that I think is very real: clinical practice 
guidelines are all about ‘thou shalt do something’, whatever the something may be, stroke management, 
diabetes management. Choosing Wisely®, on the other hand, is all about ‘thou shalt not order this test’, 
‘thou shalt not do the next other thing’. So it’s an interesting shift in the way we do business. 

So onto some comments, if I may, from the panel around the philosophy that physicians have around ‘just 
in case, I’d better order the test just in case’. My fiduciary responsibility is to the patient that I am facing at 
that minute in time, and I must do my best job, I must order. I’m not sitting there thinking about the public 
purse. I’m trying to do the best, and we see that in our trainees. We see that all over the place that, we’re 
bumping up to the next level of complexity of generation, whichever scan it is. I get a CT scan, my resident 
will order a CT angio for the trauma, and, off and on, it goes into this inflationary process. 

So, I suppose the question is really for Cathy, could AHS take a stronger role in the idea of not allowing 
tests to be done? We’ve got checkboxes for everything these days. Your test will not be done unless you 
specify. And could you in your role have much more power in dissuading the physician from doing too 
many tests? Thank you very much. 

Dr. Meddings: Thanks, Chris. Louis, do you want to take that on, or Bill? 

Dr. Hnydyk: Not really. [laughter from audience] So I think there’s probably a lot more value rather than 
sort of saying ‘thou shall not do these tests’ to focussing more on providing physicians at the point of care 
with appropriate clinical decision support tools around things like DI and lab, where they actually work 
through an algorithm and they’re prompted along the way and make a decision, often with the patient in the 
room, as to what is the most appropriate test, recognizing that the physician always has, at the end of the 
day, the opportunity to override the recommendation coming out of that. 

I think research has shown that, if you do that, the likelihood of a physician ordering a test of low value and 
potentially even harmful implications is reduced significantly. So that would be my perspective. 

Dr. Francescutti: Can I just make a quick comment to that? I think that what we have to do is start off with 
three premises. One, that Alberta Health Services cannot fail. And I rarely hear people talk about that. 
There is too much riding on this experiment in progress. And, until we have the attitude that we cannot 
allow what’s going on in front of us fail, we’re going to end up failing. 

The second thing is Alberta Health Services is large enough that we should have our own academy that 
strives for excellence with every employee. Now, Alberta is quite large with a population of 4 million. I was 
just up in the Yukon, and the Yukon is interested in partnering with someone. Population: 35,000. We 
should be able to take the brightest ideas that we have and give them free of charge to the Yukon because, if 
we can partner with a small jurisdiction like that and show that we can actually make it happen, then that’s 
where we need to go. 

So, a) we can’t let this experiment fail, b) we need our own academy to train our people differently, and 
c) we need to partner with a place that’s small enough that we can meet your urgency in sense of ‘we better 
get our act together sooner rather than later’. 

Dr. Meddings: Next question? 

Dr. Don Philippon: I’m Don Philippon. People know me from other roles, but these days I spend a lot of 
time thinking and teaching about health systems in other countries. And I want to say before I ask my 
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question – and it’s related to my current role – I’m really impressed with this program and the leadership of 
the CMA and the AMA, and it’s really refreshing to see the Minister here and how supportive he is for this. 

But I guess my question is around the frame of reference for the program, because I heard a lot of 
examples here about Canadian experience and US experience. I did hear the Minister talk about other 
countries, and a few other speakers mention it. But, as a non-physician just studying health systems and 
looking at patterns of medical practice, they are very different in some other countries. 

And when I look at Europe in particular, some of the strong systems in Europe -- we just had a session this 
morning with a European speaker from Netherlands -- the referral rates, for example, from general practice 
to specialists are very different in Netherlands than they are in Canada and the US. And I don’t know the 
reason for that, but I think it should be something that’s probed. I mean, it could be, as the Minister has 
talked about, what kind of supports do we give people in primary care? Are we training our medical 
graduates to deal with the broader range of health conditions? But I would hope that the whole program, 
both as expressed in Alberta and across the country, looks at this, as opposed to just looking at our 
experience in Canada and the United States. 

That’s my comment, and I just -- maybe a question would be, too, to Louis or whoever else wants to answer 
it: does the program look broader than just at those two, the Canadian and the US experience? 

Dr. Meddings: Good comments, Don. Anybody want to make a response to that? Sam? 

Dr. Shortt: Just a very brief response. There’s been a great deal of interest in Choosing Wisely® in the UK, 
Italy, and Denmark, suggesting to me that they recognize it is a shared problem. 

Last week, we were contacted by the Royal College of Physicians in the UK to see about collaborating on an 
international symposium on Choosing Wisely®, and the Commonwealth Fund has been part of those 
discussions through Dr. Levinson. So I think the issue of clinical decision-making leading to unwise choices 
is something that is common to all the systems. There are huge differences between systems as well, and I 
concede that point readily. 

Dr. Meddings: Cathy? 

Ms. Pryce: The [Strategic Clinical] Networks are certainly looking more broadly than North America for 
their centres of excellence. In the addiction and mental health area, we’re actually going to be piloting a 
program that comes out of the Netherlands in January in schools in Red Deer. So the point is well taken, 
we are looking across the world for where can we find the best evidence. 

Dr. Jayna Holroyd-Leduc: I’m Jayna Holroyd-Leduc. I’m a geriatrician in Calgary, and I’m the scientific 
director for the Seniors Health Strategic Clinical Network. I just had comments and maybe some opinions 
of the panel. 

Clinical practice guidelines, I think, have gotten a bit of bad press here. I mean, if they’re done properly and 
you follow the right tools -- you design them using the right evidence, and you do them nationally -- they 
actually are a good starting point. So I do knowledge translation research, and I see clinical practice 
guidelines often as my starting point, because they give me the best evidence, and they give me the experts’ 
opinion. And then I need the knowledge translation, I need to follow a knowledge translation framework to 
get it into practice. 

So I think they’re a good starting point, and I think Choosing Wisely® is the same thing – the practice 
guidelines tell us what to do; Choosing Wisely® is going to tell us what not to do. So they also need to be 
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developed with the right rigour, so I think this idea of developing them nationally and developing them 
unique to the country is a good idea. 

But what I don’t think we’ve talked enough about is that’s just our starting point. How are we actually going 
to change practice? There’s been sort of peripheral discussion around changing physician behaviour and 
education and the public, but I think if we don’t actually take the knowledge translation strategies that are 
out there and the frameworks and the science of it and apply that to this, we’re not going to be successful. 
We’re going to be just like clinical practice guidelines, come up with these great Choosing Wisely® strategies 
that will go nowhere and not make a change. 

And I sort of would like to hear more about, particularly from the CMA, what is the plan? You spoke 
briefly about talking to the public, which I do agree is somewhat of an approach, but probably won’t be the 
answer. But how are we actually going to change behaviour, and what’s some of the strategies, and who is 
getting involved to actually do that? Because you have a lot of people in Canada that actually lead 
knowledge translation internationally that could be leading this as well. 

Dr. Meddings: Comments? Bill? 

Dr. Hnydyk: Great comments. So I alluded to the expertise that we actually have in Alberta. It’s through 
programs like Towards Optimized Practice and their knowledge expertise and good track record around 
knowledge transfer, knowledge translation. So, looking to those folks and the expertise they bring to the 
table, as well the people around the physician learning program, similar expertise…and, I think, working 
closely with the SCNs…is how we would accomplish that. 

Dr. Shortt: I think you’ve raised a really excellent point. CMA is good at transmitting information to its 
members. We have a website that still is the most frequently accessed medical website in the country. We 
have CMHA [Canadian Medical Association Journal] that reaches every physician in the country. We can 
convey the awareness that the program exists and its content. We’re building a CME product that resembles 
the very successful InfoPOEMs, which has 23,000 physician subscribers. But at the end of the day, that’s 
just getting the information out. We don’t know whether the receptor site is prepared to receive it and act 
upon it. And that’s where I think it becomes very much a provincial exercise in implementation. 

In Ontario, Dr. Levinson has struck an expert committee to advise on implementation chaired by Terry 
Sullivan, formerly of Cancer Care Ontario. The plan for that implementation is just now in the gestation. 

It raises one other point that I think is really important, and I think Bill alluded to it earlier. And that is that 
clinical practice guidelines, including Choosing Wisely®, are necessary but not sufficient. And if we go back 
to the list asked for earlier by Jon about what can we do, it seems to me that we have to start in the medical 
schools and change what I remember so vividly persisting right through my professional career, and that is 
that our definition of professionalism refers to our relationship to the patient under our care. And it stops 
there. I think schools would be wise to start teaching their students about civic professionalism, that 
obligation to the system to ensure that it’s there for all of us later. And that’s something still to come, even 
though the schools have recognized their social responsibility role. 

Dr. Meddings: Thank you. Last question to Michael Trew. 

Dr. Michael Trew: Michael Trew, I’m Chief Addiction and Mental Health Officer for Alberta Health. For 
me, listening to this, I think there’s a skew that comes from this being presented at the Institute [of Health] 
Economics. Seems to me that this is really about quality, and that’s the only way it will ever sell. And the 
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only reason it’s going to be any different or has a potential to be different than any other is the engagement 
of patients, that doctors respond to all sorts of cues. 

When I’m in a room with my patients, the cues I respond to the most are my patient, and if patients bring 
questions, then that changes things. If I ask my patient about something, about choices, that changes the 
quality of the interaction and, sometimes, the outcome. It certainly changes the investment of the patient in 
my recommendation, and I don’t need to remind people in this audience what compliance rates are very 
often, not the least of which for antidepressants, I might add. 

So much about this is about the interaction between the doctor and the patient. So what the real challenge 
is, I think, is how do we make it easy to do the right thing? That’s always the question in quality, how to 
make it easy to do the right thing. And so for me, imagining what it’s like in a busy primary care office, how 
does it make it easy so that, without logging out of whatever patient care program I’ve got on my computer, I 
can switch out and pull up those Choosing Wisely® summaries, swing it around, and show it to my patient, 
and say, “So let’s walk through this, because I think this is relevant in your situation.” And that, I think, has 
the potential to make some differences. 

Dr. Francescutti: Can I just make one comment? I had the fortune of spending two years at Johns Hopkins, 
and I can tell you, when you’re in a place where excellence is expected of everyone, things fall into place. 
And I don’t sense that within Alberta Health Services or in Alberta. I mean, we’ve got some of the best 
physical institutions, we’ve got two of the best medical schools, we’ve got some remarkable individuals. But 
I don’t get that sense that we’re holding anyone to the expectation of nothing less than excellence in 
everything we do. 

And so, unless you’ve been submerged in an environment where everyone is just excellent and they expect 
you to be excellent as well, you stay at the level that you’re at. I’m not the Minister of Health, but I would 
call everyone out and say, “Listen, my expectation is that everyone is going to perform to a higher level.” 
And that includes government.  

So if we go in with that expectation that Alberta Health Services will be by far the best health care delivery 
model in the world and we will have the healthiest population in the world, that’s something to be proud of. 
That’s a true Alberta advantage. 

Closing Remarks 

Dr. Meddings: I think that’s a great note, Louis, to end on. I’m going to call it to a close here. There is a 
reception afterwards. The panel is going to be sticking around, so we’re going to have a chance to ask 
questions at that point. 

I’d like to thank our panel. In particular, Minister Horne, I’d like to thank you, Fred, for sticking all the way 
through this, for being willing to participate in the panel at the end. I think we truly do owe you a round of 
thanks for that. So thank you. 
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