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CPSO says BBP forum possible
Blood borne pathogen and IHF issues top OAGS list

NOTICE: OAGS MEMBERSHIP (Jan. 1, 2010 - Dec. 31, 2010)
Please be reminded that the OAGS has changed the fiscal year to reflect the calendar year (Jan-
Dec).  Therefore, the membership drive for the current fiscal has just begun.  Invoices for annual
dues renewals are enclosed with this mailout for members. We welcome non-members to visit our
website (www.oags.org) and download an application to join or call our office: 1-877-717-7765.

Your OAGS Board has continued to be
quite active on a number of fronts, some of which
I will summarize in this column.  We had another
successful Annual General Meeting this past
November.  Attendance at the meeting continues
to be very good, and the feedback regarding the
quality of the meeting was universally positive.
Your board is already planning this year’s AGM
and we welcome member input and suggestions.

This year’s meeting marked the 15th an-
niversary of our association and provided us an
opportunity to honour Dr. Ciaran Kealy, the
founder of this Association, at the AGM dinner.
Dr. Kealy continues to be very active in the or-
ganization and brings a wealth of knowledge and
experience to our endeavours.

It is opportune that this newsletter is dedi-
cated to the issue of blood borne pathogens (BBP).
Despite the multitude of issues I presented at the
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16th OAGS ANNUAL MEETING:  Saturday, October 30, 2010.
OAGS Board of Directors, President Dr. Jeff Kolbasnik and Annual Meeting Chair Dr. Angus
Maciver would like to invite all general surgeons (members and non-members) to our 16th
OAGS Annual Meeting on Sat., October 30, 2010 at the SheratonToronto Airport Hotel, 801
Dixon Rd.   Be sure to visit our website for more details:  www.oags.org

See  “President” on page 14

President’s Address during our AGM,
this issue garnered the entirety of the
member comments and discussion with
me after the meeting.  This issue has been
a very active one at the CPSO, OMA, and
CMPA levels.

I had a very constructive discussion
with CPSO Registrar Dr. Rocco Gerace at the
November OMA meeting, and although the
CPSO is unwilling to negotiate or open up de-
bate on this issue, I believe they are hearing our
input and considering the concerns and issues
raised.  Dr. Gerace agreed that a roundtable to
discuss this issue would be valuable, and we are
working through the OMA to establish such a
forum with invited key stakeholders.

Another key CPSO issue is their deci-
sion to inspect independent health facilities
(IHF).  This policy would extend as well to out-
patient endoscopy facilities, where increasing
numbers of our members work.  Your board is
reviewing the draft CPSO policy on such facili-
ties, and we have a number of concerns, particu-
larly as they relate to endoscopy facilities, which
we will address with the CPSO.

I wrote in the last newsletter about ef-
forts at the OMA to redesign its relativity for-
mula, which would dictate the allocation of half

of the fee
increases of
the current
OMA/Min i s t ry
Agreement.  We had a
number of significant concerns, some of which
have been positively addressed.  However, all
surgical sections suffer from the current lack of
data on hours of work, resulting in a decreased,
or in most cases zero, relativity allocation to sur-
gical sections.  We hope that as accurate data is
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This issue is devoted largely to blood borne pathogens (BBP).  Surgeons
by the very nature of their work are in a high risk group. The consequences of
infection can be devastating not only to their health but also their career, particu-
larly those on the threshold of surgical practice. There is nothing in the system at
the moment with respect to retraining, compensation, or other types of support.
This is an ongoing concern of your board, and your input is encouraged.

It is 15 years since the Ontario Association of General Surgeons (OAGS)
was founded. Every doctor in the province as a result of the Rand Formula is de
facto a member of the OMA.  We maintain a very collegial association with
them and avail of their resources when the need arises, but we (OAGS) feel that
we understand the concerns of our members and are better able to articulate
them from a distance.  We appreciate your support as members to maintain our
independence enabling us to act on your behalf.  Our sponsors are also very
instrumental in helping us to maintain our ongoing viability.

The OAGS is recognized by multiple organizations including CCO,
CPSO, and the Ministry of Health. Our  input is solicited on many important
issues related to the scope of our specialty.  We have been very instrumental  in
affecting changes that are not only good for our section but also for our profession
as a whole.  We were instrumental in making 1-in-5 on-call the status quo and it
is now embedded in stone.  On-call is probably the most difficult part of our job.
Before the OAGS came on the scene, it was expected that it be done gratis.  We
were able to spearhead paid on-call, and while it is still woefully inadequate, at
least it exists and is something that we are continually working on to improve.

The board has been trying to improve the surgical fee schedule. We have
managed to get fee increases, but it is an ongoing struggle, chipping away at the
entrenched attitudes we have encountered from Day 1.  We will never be satisfied
until a day in the operating room equates to a day in an endoscopy unit.

An achievement of which this organization can be most proud in the last
15 years, however, is the way we were able to respond to the series of articles
published in The Toronto Star newspaper when acting on badly interpreted “evi-
dence-based medicine”(‘97).  Our members were castigated for non-existent bile
duct injuries.  Not alone did we get full scale vindication in the same paper equally
prominent as the defamatory articles, but this also signalled the end of open sea-
son on the reputations of the General Surgeons in this province.

Going into our 16th year, we would like to thank all our board members
past and present who have been instrumental in our success and the running of
this organization.  In particular, Lori Quilty and my daughter Maureen did a lot
of administrative work helping us get started initially.  Subsequently, Lori has
been the glue that keeps our organization going;  she’s been responsible for the
day-to-day work of our organization, maintains the website, edits/designs our
newsletter The Cutting Edge (both of which provide a host of information and
are well worth visiting/reading: www.oags.org ), and coordinates our success-
ful annual meetings;  Lisa Koski has lended her welcomed assistance during
our busy AGMs for the past few years as well.

Our recent 15th OAGS Annual Meeting (Nov.7/09) was one of our best
ever with an impressive roster of speakers and engaging topics.  We were very
fortunate to have had as our key-note speaker former NASA astronaut Dr. Dave

Williams of
McMaster Uni-
versity, Surgery
Dept.  Next
year’s AGM is
scheduled for
Oct. 30th, 2010.

- Dr. Ciaran
Kealy, OAGS
Board Member
and Newsletter
C o m m i t t e e
Chair, is on staff
at Sudbury Re-
gional Hospital.
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Editorial...
By Dr. Ciaran Kealy

Upcoming CME Events 2010
DATE

For the complete listing of CME events, check our website:
http://www.oags.org/events.htm

For a listing of national and international CME courses:
http://www.doctorsreview.com/meetings/

EVENT

June 17-18,
2010

April 8,
2010

May 6-7,
2010

April 9, 2010

April 9-10,
2010

Oct. 13-16,
2010

April 22-24,
2010

May 8,
2010

June 20-25,
2010

Sep.2-5,
2010

Trauma 2010
Trauma Assoc. of Canada Annual Scientific Mtg.
Marriott Halifax Harbourfront Hotel, Halifax, N.S.

Web:  www.cpd.med.ubc.ca/Events

Ambulatory Endoscopy Clinic Day
Intestinal Health Institute

Westin Prince Hotel, Toronto, ON
Phone:905-947-9437 /  Email:AECD@bellnet.ca

Toronto Breast Cancer Symposium 2010
Metro Toronto Convention Ctre., North Bldg, Toronto

Web: www.breastsymposium.ca/
Email: info-ONC1001@cmetoronto.ca

27th Annual Meeting of the ASBS (Bariatric Surgery)
Las Vegas, NV

Web:  www.asmbs.org  /  Email: info@asmbs.org
Canadian Surgery Forum 2010

Quebec City, Quebec
Web: www.cags-accg.ca

Email: surgeryforum@rcpsc.edu

10th Annual Breast Surgery Symposium, UofT
The Sutton Place Hotel, Toronto, ON

Ph. 1-888-512-8173 / www.cmetoronto.ca
Email:  info-sur1002@cmetoronto.ca
26th Annual Upper Extremity Update

UofT Chestnut Residence, 89 Chestnut St., Toronto
Web:  www.cmetoronto.ca

Email:  info-sur1003@cmetoronto.ca
40th Annual Aesthetic Plastic Surgery Symposium

The Sutton Place Hotel, Toronto, ON
Web:  www.torontoaestheticmeeting.ca
Email:  info-sur1013@cmetoronto.ca

23rd International Course on Therapeutic Endoscopy
Four Seasons Hotel, Toronto, ON

Web: www.thera-endo-toronto.com
Email: therendo@interlog.com

UofT Update in General Surgery 2010
Westin Harbour Castle Hotel, Toronto, ON
Ph. 416-978-2719 / www.cepd.utoronto.ca

Email: info-SUR1004@cmetoronto.ca

Oct. 30,
2010

March 14-17,
2010

Perioperative Mgmt. - Johns Hopkins University
Marco Island Marriott Resort, Florida, US

Web: www.HopkinsCME.edu
Email:  cmenet@jhmi.edu

O.A.G.S. 16th Annual Meeting
Sheraton Toronto Airport Hotel, Toronto

http://www.oags.org  /  Email:  info@oags.org

Oct.3-7,
2010

American College of Surgeons
96th Annual Clinical Congress, Washington, DC

Web: www.facs.org/clincon2010/index.html
Email: postmaster@facs.org

Oct. 29,
2010

Update in Surgical Oncology 2010
Metropolitan Hotel, Toronto, ON

Web: www.cmetoronto.ca
Email:  info-SUR1001@cmetoronto.ca

Left to right:  OAGS President Dr. Jeff Kolbasnik and former
NASA astronaut Dr. Dave Williams.

Photo by Lisa Koski
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The College of Physicians and Surgeons of Ontario (CPSO) has asked
doctors to confirm that they have checked their serologic status for HBV,
HCV, and HIV infections at least once since April 2003 - the date when
the College implemented a policy regarding this obligation. This issue of
The Cutting Edge provides 1) an opinion piece reviewing the potential
ramifications of serology monitoring along with information on the risk of
health care workers acquiring infections from patients (David Grant and
Shahid Husain); 2) the CPSO’s perspective on risks to patients if they
are treated by an infected surgeon; 3) CMPA’s advice on the steps that a
general surgeon should take if he / she might be infected or objects to
this testing; 4) a discussion of insurance issues (OMA Insurance article);
and  5) OMA recommendations for the processes that should be used to
deal with infected physicians and surgeons. We hope that these materi-
als will be interesting and provocative.

Background:
THE CPSO’s policy requiring doctors to report their serology

for Hepatitis B, Hepatitis C, and HIV is aimed at protecting patients
from the harm caused by infection transmission from a doctor to a
patient, which has occurred in a small number of cases world-wide.1,2

Surgeons who are HBV e-antigen positive for Hepatitis B pose a sig-
nificant infection risk to the patients undergoing invasive procedures.1-

4  In addition, surgeons who are HBV e-antigen negative with high
viral loads (4×104 copies/ml) may also transmit infections to patients.1-

4  Documented transmission of HCV infection from surgeons to pa-
tients is uncommon. The calculated risks for HCV transmission from
a surgeon to a susceptible patient during a single invasive procedure
appears to be less than the chance of acquiring HCV by receiving a
blood transfusion.5,6  Transmission of HIV is very rare;  to date, only 9
cases across the world have been reported.1,7

Most surgeons who transmitted an infection to patients ac-
quired their infection from patients. What should be done when sur-
geons acquire a blood borne infection?  The CPSO’s plan is still evolv-
ing. We hope that they will adopt an evidence-based, risk reduction
model similar to the one recommended in a recent publication by the
Society for Healthcare Epidemiology of America.1  These recommen-
dations are aimed at reducing risks to acceptable levels, commensu-
rate with other known risks within the health care environment. Using
this model, the CPSO would convene a completely independent ex-
pert advisory panel to provide evidence-based recommendations on
practice management, taking into consideration the biology of the in-
fectious agent, the surgeon’s viral load, and the types of procedures
that are being performed. When practice restrictions are required, we
hope that the CPSO, Royal College, OMA, and hospitals will collabo-
rate and work together to identify flexible re-training opportunities and/
or income support for affected surgeons.

Risk of Surgeons Acquiring Blood Borne Infection from Patients:
Exposure prevention is the most important strategy for reduc-

ing occupational blood-borne pathogen infections.1  Thus, it is critical
for surgeons to reduce the risk of infection transmission during surgery
by means of universal precautions,  double-gloving for all cases, using
blunt needles to close fascia, and handling sharp objects with instru-
ments rather than fingers.  Occasional occupational exposures are in-
evitable. When a surgeon is exposed to a patient’s blood, the injury
should be reported and baseline testing of the patient and the surgeon’s
infection status should be obtained. The surgeon should then seek im-
mediate advice from an occupational health specialist or an infection
disease expert about the role for post-exposure prophylaxis (PEP).1

Occupational Exposure to HBV, HCV, and HIV:
Opinions and Facts
By David Grant M.D., FRCSC and Shahid Husain M.D., FRCPC; University of Toronto

Hepatitis B Virus - HBV  is very infectious. In studies of unimmunized
HCP who sustained injuries from needles contaminated with blood con-
taining HBV, the risk of developing clinical hepatitis if the blood was
both Hepatitis B surface antigen (HBsAg)- and HBeAg-positive was
22%—31%; the risk of developing serologic evidence of HBV infection
was 37%—62%. By comparison, the risk of developing clinical hepati-
tis from a needle contaminated with HBsAg-positive, HBeAg-negative
blood was 1%—6%, and the risk of developing serologic evidence of
HBV infection, 23%—37%.1-5   A percutaneous injury is the most effi-
cient source of transmission, however they constitute only a minority
of cases.2  Most bodily fluids (breast milk, bile, feces, semen, saliva,
sweat and synovial fluid) do not harbour infectious particles and hence
are a rare cause of transmission.2

Hepatitis B vaccination is very effective in preventing infec-
tions; thus, all surgeons should be immunized.1,2,8,9  The initial response
to vaccination should be tested to confirm appropriate antibody titres
are induced and provide long term protection; whether long term test-
ing of antibody levels is required is controversial.  PEP using HBV
immune globulin and HBV vaccination is highly effective and neces-
sary for any exposures in unimmunized individuals.2

Hepatitis C Virus - HCV is transmitted about 10X less efficiently than HBV.1,2

The risk of anti-HCV seroconversion after accidental exposure from a hol-
low needle is about 2-3%; transmission is very rare with blood exposure
from other sharps, or to mucous membrane or non-intact skin.2 There is no
effective vaccine. PEP is effective.10,11 Protocols for PEP vary but most in-
clude baseline testing, serial monitoring for infection with HCV RNA and
antibody levels, and the early treatment for infections with pegylated inter-
feron-alpha and ribavirin.  Most infections are asymptomatic. About 15-
25% of exposures will have no effect because the infection is cleared. 9
Treatment of acute genotype 1 HCV infections within 6 months of exposure
has a greater than 90% success rate with a relatively brief course of therapy.8
In contrast; the treatment of chronic HCV infections has a success rate of
only 50% and requires prolonged therapy associated with frequent, seri-
ous, and disabling adverse drug effects which include profound fatigue and
depression (…additional reasons for general surgeons with a possible HCV
exposure to be tested and treated early!).

Human Immunodeficiency Virus  - HIV is transmitted even less effi-
ciently than HCV.1,2  The risk of anti-HCV seroconversion after acci-
dental exposure to blood from a hollow needle is only about 0.3% (95%
confidence interval [CI] = 0.2%–0.5%); transmission is very rare with
blood exposure from other sharps such as solid needles, or to mucous
membrane 0.09% (CI = 0.006%–0.5%) or non-intact skin.2,6,10 Patients
with higher viral loads may be more likely to transmit an infection.
There is no effective vaccine. There are limited data on the effective-
ness of PEP.10 Because of the seriousness of this infection, many ex-
perts recommend a four-week multiple-drug regimen of PEP starting
as soon as possible after exposure.12

Conclusions:
Most general surgical procedures are in a high risk category for the
transmission of blood borne infections.1  With the use of the preventa-
tive measures discussed above, the risk of infection transmission from
patients to surgeons is low, but the consequences can be devastating.
General surgeons should work closely with other interested parties to
encourage the adoption of logical, evidence-based practice guidelines
to manage surgeons who acquire infections from patients.

See “Grant/Husain” on page 13.
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In April, 2009, the OMA (Ontario Medical Association) board ap-
proved a document entitled “OMA Principles Regarding Physicians and
Blood Borne Pathogens (BBP)”.  The document was designed to set out
several governing principles regarding BBP infections that respected
the interests of physicians without compromising patient care.

The principles state:
1. A physician performing exposure-prone procedures is ethically obli-
gated to know his/her serologic status with regards to HBV, HIV and HCV.
2.  Physicians should not be required to undergo routine mandatory testing.
3.  An “exposure” will trigger the appropriate follow-up testing for both
the patient and the physician.
4.  A physician who is aware that he/she is infected with a BBP must be
under the care of a treating/attending physician who is managing their
infection.
5.  The health system response and regulatory response to physicians
and BBPs should be in keeping with the magnitude of the problem and
the risk posed.
6.  Physicians are not under a general duty to share their personal health
information and associated infection status with patients unless their con-
dition poses a material risk to the provision of patient care.
7.  The management of issues relating to BBP and impact on work is
best addressed through the creation of a Provincial Expert Review Panel
(“Expert Panel”).
8.  The Expert Panel should be responsible for providing current informa-
tion for practitioners and workplaces with respect to best practices, treat-
ment protocols, infection risks/prevention, and educational materials.
9.  Appropriate local management of workplace issues relating to BBP
should be part of a broad risk management strategy and should include
adherence to post-exposure protocols, including post-exposure prophy-
laxis, for physicians, health care workers and patients alike.
10.  The CPSO should be notified only if it is determined on reasonable
grounds that an infected physician’s medical condition poses an unac-
ceptable risk to patients.
11.  Ontario physicians should be educated and encouraged to purchase
adequate disability insurance which provides necessary support and cov-
erage in the event that they are:  1) disabled by a blood borne disease or
2) not disabled by the disease but subject to imposed practice restrictions.
12.  As a result of infection with a BBP and in the event that physicians
are unable to perform exposure-prone procedures or are unable to prac-
tice in their customary area, the government of Ontario should provide
retraining and associated financial support for Ontario physicians for re-
training in another field of medicine.  It is up to the infected physician to
decide whether he or she would like to retrain and continue to practice in
any capacity.

The OMA  is concerned about the consequences for physician
practices in the event of a BBP. Physicians should not be subjected to
discrimination, alienation or loss of livelihood and should be treated fairly,
compassionately and realistically when a BBP infection occurs.

OMA principles on BBP
By Robert Lee, Sr. Legal Counsel
OMA Legal Services Department

Special to The Cutting Edge

OAGS/Section Position on BBP
The Ontario Association of General Surgeons and Section on
General Surgery Board of Directors advise its General Sur-
geon members that the first point of protocol concerning a
blood borne pathogen situation should be to contact the Ca-
nadian Medical Protective Association (CMPA) IMMEDI-
ATELY and ask to speak with a personal advisor: 1-800-
267-6522.  Following that, you can proceed with the usual
CPSO notification procedures.  (See minutes on pg.12)



15th Annu
    Saturday, November 7, 2009     -

6th Annual OAGS/Ethicon Endosurgery International Lecture Keynote
Speaker and former NASA astronaut Dr. Dave Williams (McMaster Uni-
versity, Dept. of Surgery) spoke on “Healthcare & Technology” as well as
“A Surgeon’s Journey Into Space” during the evening banquet.

OAGS Sponsor Chair/Treasurer Dr. Suru Chande (far left) and OAGS Presi-
dent Dr. Jeff Kolbasnik (far right) presented an award of appreciation to
our Silver Level Exhibitor Johnson & Johnson Medical Products/ Ethicon
Endosurgery.

Members showed much interest in this year’s exhibitors during the 15th
Annual Meeting at the Sheraton Toronto Airport Hotel in November.  For
more photos, visit our website:  www.oags.org.

This year’s roster of speakers and topics drew another good crowd.  Some of our g
Dr. William Geerts (Toronto), Dr. Jeffrey Axler (Toronto), Jason Caldwell (MD Priv
member - Interactive Billing Corner), Dr. Jeff Kolbasnik (OAGS President, Meeting
Thanks to all who participated.  It was greatly appreciated.  Be sure to consider jo

LEFT: Sponsor Chair Dr. Suru Chande (centre) and OAGS President Dr. Jeff Kolba
member tries out some new surgical equipment in the exhibitor’s hall.  RIGHT: Sp
NOTE:  Please visit our website for more photos of this year’s event as well as up

This year’s 15th OAGS Annual Meeting was a great success!  Our meeting
garnered 124 attendees from all across Ontario.  The guest speaker roster and topics
did not disappoint and we received favourable feedback for the Royal College ac-
credited program.

Our key-note speaker this year was former NASA astronaut Dr. Dave Williams
who spoke on “Healthcare & Technology” and again as our banquet speaker enter-
tained us with “A Surgeon’s Journey Into Space”.  “Medico-Legal Pitfalls in Gen-
eral Surgery” was outlined by Dr. Jacques Guilbert of the Canadian Medical Pro-
tective Association.  Drs. Marcus Burnstein and Stanley Feinberg presented an en-
lightening joint presentation on “Proctologic Problems, Pitfalls and Polemics”.  The
timely topic of fecal occult blood testing “FOBT+, but a Normal Colonoscopy:
What do I do Now?” was pitched by gastroenterologist Dr. Jeffrey Axler.
Sunnybrook’s Thromboembolism Program Director Dr. William Geerts gave an
insightful talk on the “Prevention of VTE in General Surgery in 2009”, while King-
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al Meeting
-     Sheraton Toronto Airport Hotel

guest speakers were as follows (left to right):  Dr. Jacques Guilbert (CMPA, Ottawa),
vate Investment Council), Dr. John Drover (Kingston), Dr. Alan Lozon (OAGS brd
g Chair).   Missing: Dr. Marcus Burnstein (Toronto), Dr. Stanley Feinberg (Toronto).
oining us for another successful and CME approved meeting again next year!

asnik (right) present an award to Silver Level Exhibitor Pfizer Canada.  CENTRE: A
ponsor Chair Dr. Suru Chande presents award to Silver Level Exhibitor Covidien.
p-to-date information for next year’s meeting: www.oags.org.

ston’s Critical Care Program Director Dr. John Drover discussed another growing
topic of long term complications of parenteral nutrition and managing liver disease,
“Nutrition for General Surgeons”.   And Jason Caldwell of MD Private Investment
Counsel joined us again this year to talk about “...Last Year’s Market Crash...Do I
Have to Delay My Retirement?”.  OAGS President Dr. Jeff Kolbasnik chaired the
morning portion and Annual Meeting Committee Chair Dr. Angus Maciver chaired
the afternoon.  One other inaugural aspect of the meeting was our Interactive Billing
Corner Interstitials chaired by Dr. Alan Lozon;  members reacted well to these while
testing their wits via the key-pad response system.

In addition to our speakers, we’d like to also thank our exhibitors who joined us
again this year as we really appreciated their displays and support.  Thanks also to all
those members who attended and continue to lend their advocacy.  We encourage all
members and non-member General Surgeons to consider joining us again next year!
NOTE: 16th Annual Meeting confirmed for Sat.,Oct.30, 2010: www.oags.org
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OAGS celebrates 15th anniversary

By Dr. Philip Barron

Ciaran L.T. Kealy recognized as founder

Photo by Lisa Koski
Left to right:  Dr. Ciaran Kealy and Dr. Philip Barron

(Photos by Lisa Koski)

Fifteen years ago, the OMA Section on General Surgery was a dor-
mant entity.

The executive met at OMA council meetings, and that was pretty much
it. By the early to mid 90’s, the OMA embarked on the first of  its multiple
efforts to revise the Schedule of Benefits, which was and still is hopelessly
outdated and inequitable. A number of general surgeons were recruited to
help in this first relativity exercise. At one of the meetings, then General Sur-
gery Section Chair Ciaran Kealy of Sudbury suggested that we form our own
organization, separate from the OMA. “The OMA do nothing for us”, was his
rationale. There was not much enthusiasm from the others. “You can’t herd
cats”, said one cynic referring to the well-known independence of general
surgeons. Few general surgeons had any interest in the OMA or its council
meetings.

The outcome, nonetheless, was an invitation to the first meeting of
the Ontario Association of General Surgeons at the Prince Hotel in To-
ronto. The sole inspiration and organizer was Ciaran Kealy, who wisely disre-
garded the advice of his peers. Former Health Minister Eleanor Caplan, mother
of another more recent health minister, was the key note speaker at that time.
The turnout at the first meeting was not great but the sceptics were overcome
and the organization (OAGS) was born.

Again in 2006, we had the pleasure of welcoming then Health Minis-
ter Hon. George Smitherman to speak at length to our members’ questions
during the annual meeting. Obviously, this is testament to our being perceived
as a major player.

In retrospect, Ciaran had the courage and vision that the sceptics lacked.
Since then, I think it fair to say that the association under his leadership has
gone from strength to strength and become an effective advocate for general
surgeons in Ontario. The on-call project was perhaps the first successful ini-
tiative, sadly copied by less deserving sections of the OMA. It is also safe to
say that there is no issue (i.e. cancer care, laparoscopic training and fees,
bariatric surgery and recently the CPSO debacle regarding HIV and Hepati-
tis) involving general surgeons on which the Association has not been a strong
and vocal campaigner.

The antithesis of some of the loquacious characters typical of his na-
tive Ireland, he is as reticent as a Scot in his bearing.   Yet, his forceful and
passionate support of general surgeons at the OMA makes the most rapine
anesthetist and GP think again.

Fifteen years later after an inauspicious beginning, we thank Ciaran
for his foresight in founding the OAGS.

- Dr. Philip Barron, OAGS Board Member and OMA Section Chair on General
Surgery, is on staff at the Ottawa Endoscopy and Day Surgery Centre.
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I recently attended a lecture on a surgical education topic. The speaker began
with a head-to-head time comparison of various aspects of his residency training
in 1990, compared with what we residents experience now.  The bottom line was
that trainees now spend more days officially on the job, yet with less “prime
time” surgical training. As I reach graduation, perhaps less of a generalist than
my predecessors, residents are facing new pressures on their education. This
Resident Rostrum column will address changes both positive and negative.

The first culprit in our diminishing prime time, of course, is decreasing work
hours.  When I began residency in 2004, we were to leave at noon after an in-
house call shift.  The senior residents at that time had not been through the
system in that manner and resented our “time off”. However, leaving at noon
was not an option or even a rule; I was told by my program director that this is
a legal contract by which we had to abide. Of course, the contract has been
breached time and time again over the past 5 years by the self-motivated adult
learners that constitute residents. Now yet again there is a new PAIRO contract
diminishing work hours. As of July, all residents on 24 hour call had two hours
to sign over and then they must be sent home. So, in general surgery, starting at
6:30 means leaving by 8:30. At my institution, all 31 surgical divisions applied
for an exemption to the new contract as lobbied for by the surgical residents;
however, this exemption is unlikely to be sustained forever. Again, while in the
ideal world, working in an exhausted state of mind may not be true learning,
certainly, leaving the excess service behind for one’s colleagues diminished the
other person’s ability to focus on educational experiences.  As Chief Resident,
I finally sympathize with my senior residents back then who were, unbeknownst
to me, picking up my slack. Would it be ideal from an educational standpoint to
be fresh learners all the time?  I believe so; however, the way in which the
current system has adapted is by stretching everyone thin rather than finding
ways to make it work.

Is there a solution to on-call woes? Perhaps. Many hospitals in Ontario have
now begun to institute Acute Care Services(ACS)-dedicated on-call teams.  In
the US, a new generation of surgeons is being trained this way.  In speaking
with my recent and graduation colleagues, many like the idea of call only - no
overhead or permanent practice.  In fact, many are currently discussing form-
ing ACS practice groups which would be dispatched to places seeking call
coverage via a centralized system. As far as education goes, the ACS service, I
believe, is a gem. Please read a first hand account of Nicole Callan’s experi-
ence in Ottawa, also found on this page.

While most ranted about (by resident and attending staff alike), closer to decent
work hours is by no means the primary cause of diminishing prime time. This
year in Ontario, both ER wait times strategies and OR cancellations have af-
fected our training to a much greater degree. I can think of innumerable times
this year where I woke at my usual 5:30 time to make rounds for 6:30 and the OR
for 8 am only to arrive at my day of awake and alert educational operating and be
told that “the OR is cancelled because there are no beds”. This was often fol-
lowed by squabbles about the unfortunate patient (who should admittedly be
first priority), lost income, disrupted schedules, but never by discussions about
the educational loss to the residents, yet again. Then, if one does get the chance to
scrub, there’s the ‘3 o’clock rush’. The OR budget does not allow for late rooms,
and thus we hear a final plea: “Please don’t let the resident do this one.  We have
to be done on time.”

esident
ostrum
By Dr. Karen Devon

O.A.G.S. Resident Representative

The Good, the Bad, and the Ugly of Surgical Residency

Now, what about the ER? While no one would argue that a sick patient needs
urgent care, on the other hand a routine referral for biliary colic could once
work its way through the surgical and educational hierarchy. Medical student
sees the patient, who reviews with the junior resident, who calls the senior
resident and so on. Well, again things are changing and in some cases, in fact,
completely reversing. When your division-head receives an email alert every
15 minutes past 2 hours that a patient has been in the emergency room, he
sometimes even goes directly to see the patient himself (believe it or not!).
This translates into lost opportunities for learning and teaching. “Why did that
patient with a wound infection wait 3 hours?”, I was asked recently.  “There
were 4 traumas,” I replied. “You could have left the junior to take care of the
traumas and seen the patient quickly,” was what I got in return.  Is that really
what I should have done? Even more disillusioning is while it may change the
recorded wait time, the patient once admitted still ‘waits’ for his/her acute care
bed, as there are none available. However, I just lost my opportunity to see two
traumas through. No med student taking a history. No junior resident writing
orders.  No senior resident teaching.

I often hear people speaking about our economic times, and they tell me physi-
cians are recession proof.  However, I’m not so sure when it comes to surgical
education. Luckily, recessions do not last forever, and as always, we will adapt
to the changing times.

- Dr. Karen Devon, PGY5 UofT Chief Resident, is the OAGS Resident Repre-
sentative.  Comments and suggestions relating to resident matters can be
emailed to:  karen.devon@utoronto.ca or info@oags.org .

In January of 2008, under the direction of Dr. Pagliarello, the
Ottawa Hospital changed their surgical service structure to include an
Acute Care Surgery team (ACS). 

The objective of this team would be to provide a more efficient
service to patients presenting to the emergency department with a surgi-
cal problem.  Also, this would allow staff surgeons to focus on their elec-
tive practices.  All general surgeons on staff were, therefore, asked to
cancel a week of their elective practice to care for ACS patients, along-
side a team of residents and medical students.  Implementing a new serv-
ice like this one has presented many challenges that all centres consider-
ing this type of structural change should consider.

The most important factor for this type of service to function
efficiently is to have access to the operating room (OR).  At the Ottawa
Hospital when the service was started, three OR days per week were
granted, to be shared between all non-orthopaedic surgical subspecialties. 
This has allowed for certain cases such as acute appendicitis, acute chole-
cystitis and bowel obstructions to be done during the day.  It also allevi-
ates the burden of after-hours cases and leaves the OR available for the
acutely ill.  Certainly, OR time is still a work-in-progress.  Ideally, the
OR would be available five days a week and general surgeons wouldn’t
have to share the time with all of the other surgical subspecialties.

The team has also had many challenges with regard to staffing
issues on a resident level.  The ACS team will usually average twenty

Acute Care Surgery at the Ottawa Hospital

By Dr. Nicole Callan (Special to The Cutting Edge)

See “Callan” on page 14.

A Resident’s Perspective

WANTED:  Resident Representative Candidates
It is with mixed feelings that we bid our current Resident Rep Dr. Karen Devon
best wishes on her future as a General Surgeon, as she has always provided
great insight to our board during her term.  We are now seeking candidates for
her succession commencing in June.  Although we prefer PGY3 general surgery
residents, all interested candidates should submit their CV and letter of intent to:
info@oags.org or fax: 705-745-0478, Attn.OAGS President Dr. Jeff Kolbasnik.
Note:  For more details, please visit our website:  www.oags.org/residents.htm
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     The O.A.G.S. does not offer a job placement program.  We
provide space in our newsletter/website for both those who
are seeking and/or institutions/communities that are offering
a general surgical position in the province of Ontario.  Rates
can be found on our website: www.oags.org
     All candidates should be eligible for licensure in Ontario
and have obtained or be eligible to obtain RCPSC specialty
qualifications. Surgical credentials can be confirmed using:
www.cpso.on.ca

ONLINE VACANCIES & LOCUMS:
• Brockville General Hospital
• Norfolk General Hospital, Simcoe
• The Reimer Clinic, Kitchener
• Timmins and District Hospital

For more details on the above, please visit our website at:
www.oags.org/joblisting.htm

OAGS MEMBERS:
OAGS members can post an online ad for FREE - whether
you are posting a vacancy or seeking a position.

Note: Listings and queries will be accepted via mail, fax or email.
Other websites with job placement programs:

www.hfojobs.ca
www.cags-accg.ca

www.romponline.com
 www.medhunters.com

Locum & Job Listings

Brockville General Hospital
General Surgeon
Full Time
Brockville General Hospital is a two-
site, community hospital with a com-
bined total of 141 beds serving a catch-
ment area of 96,000.  Four new OR’s
(2003) with endoscopy suite. Digital
Imaging and CT.

Additional Surgical Services include  ENT, Gynaecology, Or-
thopaedics, Opthalmology, Oral/Dental, and Urology.   Tertiary
care / academic centres in Ottawa and Kingston are just one
hour away.

Brockville (pop. 22,000)  is conveniently located along
Hwy.401 in the beautiful Thousand Islands Region; 2 hours
West of Montreal and 3 hours East of Toronto.
(www.brockvilletourism.com)

Interested applicants may forward a letter and CV to:
Carlene MacDonald
Physician Recruiter

Brockville General Hospital
75 Charles St., Brockville, ON  K6V 1S8

Phone: (613) 345-5645 ext.1154
Email: macca@bgh-on.ca  /  Website: www.bgh-on.ca

to thirty inpatients.  These residents are also responsible for all consulta-
tions during the day as well as being in the OR three days a week.  After
months of discussion, the consensus was that a PGY4 general surgery resi-
dent would run the team as a junior staff, along with a PGY2 general sur-
gery resident.  There are also a variety of off-service residents and medical
students who benefit from seeing a variety of consults on this team.  Staff-
ing the team appropriately is still a challenge.  With the eventual help of
nurse liaisons, this will hopefully decrease the service portion of the team,
which will in turn provide an exponential learning experience in the care
of the acutely ill surgical patients.

Most important with the implementation of this change was patient
perception of the care being given to them.  Initially, patients were confused
and did not recognize their surgeon.  With appropriate communication to
patients with regards to how the ACS service functions, this issue has been
resolved.  In most cases, patients are discharged within a week of their ad-
mission.  For the small number of patients exceeding two weeks on the ACS
service, they are then transferred to either their operating or admitting sur-
geon to maintain continuity of care.  Overall, patient satisfaction has im-
proved, as they are not waiting on endless lists for their emergency surgery.

Over the past two years, despite the many trials and tribulations the
ACS service has experienced, residents and staff surgeons are becoming
more satisfied with the team.  There are certainly more improvements to be
made, such as improving access to the operating room and decreasing the
service to education ratio for residents with the help of nurse liaisons.  This
team teaches residents to deal with a variety of general surgery issues and
allows residents to focus on subspecialty teams when not on ACS.  Also,
the team has opened up the door to research by placing similar cases on
one team.  Most importantly, as a fifth year resident in my final year of
training, I feel that ACS has helped prepare me for the numerous acute
cases I will encounter in my future practice. 
- Dr. Nicole Callan, PGY5 University of Ottawa, is one of our OAGS Resi-
dent Liaisons.

“Callan”...continued from page 11

President...continued from pg.1
established, we will be accurately assessed relative to the other sections,
but that is unlikely for the next few years.  The OMA Council accepted this
revised formula during its latest meeting.

We have now entered the fee allocation process for October, 2010.
Although we have brought a number of proposals to the table, the Ministry
is committed to the bulk of the funds going to their priority areas.  They
have set criteria that fund allocations should meet certain principles, such
as enhancing patient access and improving quality of care.  We expect this
process to be challenging, but also provide opportunities to achieve a number
of our mutual goals.

We have also expressed our dismay to the government, through the
OMA, on the rollout of the fee increases in October, 2009.  These were
delayed for over a month, and new fee codes created a significant chal-
lenge for retroactive billing.

Finally, there is no question that the financial position of our pro-
vincial government has created significant pressures at the hospital level
on the provision of surgical care.  Some hospitals have implemented cuts
to OR blocks, inpatient beds, and other resources to manage their budgets.
We have continued to advocate the crucial nature of general surgery work
and have advised individual members in certain situations.  Many of these
issues are national in nature, and the Canadian Association of General Sur-
geons (CAGS) has provided leadership and a forum for provincial organi-
zations across the country to strategize on these issues.

As always, we welcome member feedback and suggestions on the
activities of this Association.  We wish you the best in your personal and
professional endeavours.

- Dr. Jeff Kolbasnik, OAGS President, is on staff at Halton Healthcare
Services, Milton, Dept. of General Surgery.
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Our recent 15th Annual Meeting of  2009 was funded by the following sponsors.
Their support is greatly appreciated.

Thank you.

O.A.G.S.
P.O. Box 192, Station Main, Peterborough, ON  K9J 6Y8

Ph. (705) 745-5621    Toll Free 1-877-717-7765    Fax (705) 745-0478    E-mail: info@oags.org    Website:
www.oags.org

EXECUTIVE & PORTFOLIOS
President Dr. Jeff Kolbasnik (Hamilton)  -  AGM, CAGS, CPSO, MSPC/Tariff Chair, Newsletter, Nominations, OMA Council Alt, Sponsorship

Immed. Past President Dr. Angus Maciver (Stratford) - AGM(chair), CAGS Alt, CCO Alt, Membership, OMA Council Alt, Political Act., Nominations
OMA Section Chair Dr. Philip Barron (Ottawa) - CPSO, OMA Council Delegate, Nominating Committee, Political Activity,Sponsorship

Vice-President Dr. Chris Vinden (London) - CAGS Alt., CCO, OMA Council Alt, On-Call Sponsorship, MSPC/Tariff Alt

Treasurer Dr. Suru Chande (Winchester) - AGM, Sponsorship (chair), Treasury
Secretary Dr. Peter Willard (Welland) - On-Call

Dr. Ian Chin (Oshawa) - AGM, Membership, Sponsorship

Dr. Dennis Desai (Ottawa) - By-laws, Legal Communications
Dr. James Forrest (Leamington)  - CPSO, OMA Council Alt., HOCC/On Call (chair)

Dr. David Grant (Toronto) - CCO Alt, Sponsorship

Dr. Ciaran Kealy (Sudbury)  - AGM, Newsletter Managing Editor, OMA Council Delegate, Nominations, Political Activity
Dr. John Long (Elliot Lake) - MSPC/Tariff Alt

Dr. Alan Lozon (Owen Sound) - On-Call

Dr. Harshad Telang (Thunder Bay) - Ad Hoc

GENERAL SURGICAL DUES (Jan1-Dec31, 2010):  Active Surgeons - $400;   Inactive/Out-of-Province - $100;
Fellows/Residents belonging to Ontario Med Schools - $20

Cheques can be mailed to the following address:
O.A.G.S.

P.O. Box 192, Station Main
Peterborough, Ontario

K9J 6Y8

EDITOR’S NOTE:  This is the 30th issue of The Cutting Edge.  None of our work would be possible without your support.  Your board
members are hard-working active general surgeons, like yourselves, who are interested in improving both our working conditions and our
quality of life.   Although we would like to send this newsletter to every general surgeon in the province, The Cutting Edge is mailed
exclusively to paid-up members due to the cost factor.  If you have not yet renewed your membership, we encourage you to do so.  We get
very little funding from the OMA as the Section on General Surgery, and your financial support is essential to the survival of the O.A.G.S.
Thank you.   - Dr. Ciaran Kealy, Editor

ULTRAMED

Note:  Any companies interested in sponsoring/exhibiting at the 16th OAGS Annual Meeting on Saturday, Oct.30,
2010 are encouraged to contact the OAGS at info@oags.org or Phone: 705-745-5621, TollFree: 1-877-717-7765.
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