
17 March 2020 

Constituency Office 

5402 - 50 Avenue 

Taber, AB 

Canada T1G 1T9 

Taber.Warner@assembly.ab.ca 

To: The Honorable Grant Hunter 

MLA for Taber-Warner 

Dear Mr. Hunter: 

I am writing you as one of your constituents and as a rural family physician. 

As you are doubtless aware, we are facing a crisis of massive proportions in the matter of COVID-
19. 

As you are also aware, the Alberta government recently chose to cancel its contract with family 
physicians, refuse binding arbitration, and announced unilateral cuts focused strongly on family 
medicine and primary care. Then, yesterday, contracts with radiologists in Alberta have been 
canceled for one year hence, and it looks like radiology services in the province will be offered to 
the lowest bidder(s). 

I would make two broad points. The first is simple, the second is more complex. 

The first point is this: please stop this now. Many family doctors’ offices (especially in rural areas) 
have suddenly become unviable. (I am happily not in that position myself, though the changes 
will probably require changes to my style of practice, which I will regret.) 

In any case, the midst of a pandemic is not the time for physicians to wonder if they will have 
jobs when it is all over, and not the time to continue to misrepresent them. Mr. Shandro has been 
an exceedingly poor representative for your government’s position, and has not come across as 
a person of either intelligence or integrity. 

In 20 years, over two provinces, I’ve never seen physician morale so low—and I remember the 
years of Klein’s 20% cuts. 
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So, I’m not saying this has to be fixed today. But we need to put the brakes on, not implement 
these changes on 1 April, and wait unti the dust settles to revisit them in a more rational way 
that will actually save money while minimizing patient harm. 

As “Associate Minister of Red Tape Reduction,” I would hope you’d have the ability to steer this 
pause through government efficiently. I urge you to do so, for the sake of patients and the sake 
of primary care medicine in Alberta. 

The second point is this: The government has misrepresented the situation, and I don’t believe 
that MLAs are being given the whole story. 

For example, it has been a talking point that Alberta doctors are over-paid compared to the 
national average by about 30%. This is simply false; it relies on a single report (now dated) and 
even then it requires cherry-picking the data and misrpresenting the totality of the situation. As 
I’m sure you agree, this is not a good way to get at the truth. 

(If it were true, physicians would not now be packing up and leaving Alberta for greener pastures, 
since they couldn’t hope to find a better deal elsewhere if they’re now only being ‘brought down 
to the national average.”) 

Physician payments do not constitute my salary. (I wish!) It is, instead, a small business income. 
It must pay for the clinic space, supplies, and staff of most family doctor clinics in the province. 
That is a bargain. 

The evidence is clear that good primary care saves money. My office is the cheapest place to 
deliver health-care. 

Physicians are also unable to pass their costs onto patients. In any industry that made sense, 
market forces that affect costs will influence price. 

In your own construction industry, I presume that if the price of wood or nails went up by 10%, 
then the costs to the customer would rise by about 10%. In medicine, we simply don’t have that 
option—we aren’t allowed to pass any costs onto the “customer.” So, my costs for rent, supplies, 
and staff continue to climb. But I can do nothing. 

I do not like talking publicly about what I am about to disclose, but I am going to do it here in the 
hopes that it will help you understand: 

[snipped material not for public consumption] 

There is a lot like this that we do. Notes and letters and endless forms. We can charge patients 
for these. But the fact of the matter is that those who need the vast majority of this paper work 
are those least able to pay it. They are unemployed and sometimes unemployable. If nothing 
else, they are disabled and in the worst financial shape of their lives.  



I’m sure I save society considerable moneys by those efforts, and I am not paid for any of it. But 
if you cut my income and force me to see far more patients to keep my business open, then I 
simply won’t be able to do that sort of thing. I won’t have the time. There simply aren’t enough 
hours in the day. 

What you’re incentivizing is for physicians to quickly see the least sick patients, and leave the 
others high and dry. And that’s what will happen in too many cases, because physicians aren’t 
going to let their businesses go under if they can help it. We’re dedicated, but not martyrs. And 
those patients will still need care and they’ll end up in hospital and at ER—the most costly places 
to deliver care. Sick patients don’t just go away if family docs can’t see them. 

This is the sort of hidden cost that Mr. Shandro’s policies will cause, on a massive scale. 

The money we are paid for a 10 minute visit isn’t just 10 minutes in front of the patient. It’s ten 
minutes to do everything—review lab tests, imaging reports, and consult (I get hundreds of pages 
of paper across my desk per day, each one of which I must examine and not miss so that I don’t 
overlook something vital.) 

I write probably a dozen or more letters to specialists per day. It is cheaper and a more effective 
use of specialists’ time (and provides better health care) if I write a detailed letter. But that takes 
time—more time than a single line, “Please sort this guy out.” There is also extensive 
requirements for charting and documentation. 

Patients in family medicine rarely walk into the clinic with only one issue. They usually come with 
at least 3 or so, and often more. (And when they don’t there’s all sorts of routine screening and 
health maintenance things that I can and should be doing.) 

The government’s current approach will lead to physicians having to do “one problem per visit.” 
The difficulty with that, is that problems are typically inter-related (especially in the elderly or 
complex patient).  And, the patient may not know which problem is the most important. And I 
may not either, until I’ve heard them out. But if it takes 5 minutes for them to explain the issues 
(an underestimate—patients are not usually super organized or efficient, partly because they 
aren’t experts, which is why they are there in the first place!) that doesn’t leave me much to sort 
it out. Even as it is now, I’m very crunched for time. 

At any rate, I could detail many more such factors at great length. I honestly wonder if Mr. 
Shandro has ever seen a rural family medical practice, or has the faintest idea of what it involves. 

If your government believes that the current public-only model is unviable, then it should say so 
and let us all work openly with that understanding. 

As a final point, you as a rural inhabitant and representative of rural people should be very 
alarmed at the effect of the changes on our local services. 



It is well known that the death rate of rural patients to things like accident and injury are higher 
than those of city dwellers. A big part of this is how much longer it takes to get care. 

Seven years ago, the Chinook Regional Hospital surgical team in Lethbridge created a trauma 
team to reduce trauma death. Part of this included having an on-call trauma surgeon always at 
the hospital—trauma is a surgical disease, and the first hour is critical. Minutes count. 

They have done remarkable work. They have cut death due to trauma in our region by 65% (an 
extraordinary achievement). And, even better, they have done so while decreasing the length of 
stay in the hospital, and decreasing costs. That’s win-win-win. 

But, as of April 1, because of Mr. Shandro’s cuts to on-call stipends, we’ll no longer have that 
service because a surgeon won’t be paid for his/her services on that team. That will lead to delays 
in treatment, increase in death rates, and an increase in costs and hospital stays that far exceed 
what is “saved” by cutting the stipend. 

And, we’re going to implement all this in the midst of a COVID-19 outbreak? That’s—pardon the 
expression—simply moronic. Even if all one cared about was dollars and cents, no one who was 
trying to save money would ever do that, because it will cost more. We’ve all told jokes about 
government inefficiency and waste, but that takes the cake. 

When death rates start to rise again (and they will) I don’t expect the physicians will be quiet 
about it, and I don’t think the public will be impressed, especially when they realize that the 
government was repeatedly warned in advance that they were going to spend more money to 
kill more people. 

I want them there for your family and mine when we have that car accident or farming injury. 
But they won’t be after 1 April. 

We’re not saying there shouldn’t be cuts. What we are saying, though, is that we’re tired of being 
vilified, and you need people who understand the system Mr. Shandro is tinkering with to make 
the cuts in the most efficient and least damaging way possible.  

Mr. Shandro’s slash-and-burn of primary care and on-call is the worst of all possible worlds. It will 
lose physicians, cost more money in the medium to long term, and worsen patient care and 
outcomes. And because of how he has done it, it will lose the trust of physicians for a 
generation—which is unfortunate, since memory of the Klein government’s similar behavior (and 
similar catastrophic outcomes for physician supply and patient care) had almost begun to fade. 

And trying to work all this out in the midst of COVID-19 is foolhardy to say the least. Mr. Shandro 
has announced he won’t (yet) cut nurses as threatened earlier, at least until COVID-19 is done. 
These events should show why you can’t run a viable health care system with no slack, at almost 
maximal capacity when things are going well. You need some flex, and that flex disappeared a 
long time ago. 



Not to be melodramatic, but I’m going to be risking my life and health in the coming weeks for 
Albertans. Alberta Heath has left us ill-equipped with not enough protective equipment, swabs, 
and we have one of the lowest hospital-bed per capita ratios in the developed world (only 
Sweden is worse). Some of my colleagues say they don’t even know if or how much they’ll be 
paid come April 1. If we get sick, we’ll get paid nothing, unlike other front-line workers. 

I’ll do this—as will we all—because of our oath and our conscience. We’d even do it for free. 

But when its all over, if we’re still being vilified and misrepresented by a government that disdains 
what we do to the point that they cancel contracts negotiated in good faith and disparage us on 
social media and in the press, while claiming we’re out for our wallets while they’re only 
concerned about improving patient care…. 

Well, you fill in the blanks. 

Thank-you for your time and attention to these matters, 

Sincerely yours, 

Gregory L. Smith, MD, CCFP 

Raymond, Alberta, Canada 


