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Q1: How does the AMA intend to manage expectations for redistribution that have
already been established? Or is redistribution a foregone conclusion and the ANDI model
be the de facto method that is developed to deliver fee/income equity?
R1: The RF has carried a motion that approves the use of an ANDI model towards income
equity. It also directed that reallocation be used to achieve income equity. This is direction to
the Board from the RF. As mentioned above, we will continue to make it clear that the examples
we’ve provided were examples only, and that we need to continue to collect necessary data. For
example, the PCC is in the process of launching an RFP to improve the overhead model and
there will be further engagement of all sections to do this. New and improved data will result in
changes to the ANDI calculated results.
Q2: How does the AMA regard selective negative allocation as an effective representation
of the financial interests of those physicians selected for negative allocation?
R2: Clearly this is a huge question for the organization. I think this speaks to why the Board felt
now is the time to address the Vision and Mission of the AMA. With any representative
organization, there is always a balance between representing the interests of the whole and
those of individual members when those views may be different. Representation includes more
than just fees though. It also involves section negotiations, benefits, and advocacy for members
and patients. At a time when the AMA is increasingly taking on stewardship roles, ensuring
that the health care system remains sustainable is also in the best interests of all members and
patients. At the RF a motion was carried that “reallocation be a mechanism to achieve
intersectional income equity.” It is up to the Board to determine how it will meet the direction
provided by the RF and we intend on doing so while maintaining a unified approach. We also
need to listen to all members, so that we can act in the best interests of the profession.
Q3: Does the AMA believe that it is possible that funds identified by ANDI for
reallocation will instead be designated by government as cost savings, and not be
redistributed to other physicians?
R3: Most medical associations have long recognized their roles with respect to managing an
equitable fee schedule. That being said, we think the Alberta government also has an interest in
achieving physician income equity. When examining what is occurring in other provinces, we
need to determine whether it is more appropriate for the medical association to reallocate, or to
wait for government to reduce the highest paid sections using less sophisticated means of
comparison, and without concern for transfer or cost neutrality. The ANDI model reallocates
monies, and is not a means to take funds out of the system. The intent is to ensure reallocation
occurs (not cost savings) and that we are able to demonstrate success in moving towards equity
as an organization and a profession.
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Q4: Does the AMA intend to include ANDI and negative allocation explicitly in the next
Master Agreement?
R4: At this stage, we do not have a position with regards to including ANDI reallocation in our
negotiations of the next Master Agreement, and we will need to further consult with sections
and seek further direction from RF. However, we do recognize the need to ultimately have
government support any allocations or reallocations in the future.
Q5. What is the intended scope of the ANDI process in terms of sources of revenue and
the hours required to generate that revenue, specifically:
-only SOMB payments?
-all payments made in the Physician Services Budget including ARPs?
-AHS payments to physicians including stipends or other incentives? PCN funding as well?
-all other payments to doctors (WCB? Patient pay?)
R5: While all sources of data are being considered to help inform the ANDI reallocation, the
focus will be on income sources that are either part of the physician services budget (PSB) or
linked to the PSB, and which can be realistically measured. Other sources such as private billing
would be helpful and, if obtainable, will be used to better understand the time (FTE) and
overheads that are specifically related to the physician services budget. It is certainly our intent
to gather all available data to inform our models.
Q6. If considering revenue and work hours beyond that related to SOMB billings, how
does the AMA intend to identify that fairly and inclusively from all members across all
Sections?
R6: As above, we are prioritizing ANDI towards payments to physicians that are within or
linked to the physician services budget. Other data sets will be helpful and we hope to develop
fair methods of collection over the months ahead. Consultation with sections will be ongoing.
The model will also be subject to change as data changes or new data becomes available over
the years ahead.
Q7. Does the AMA intend to adjust SOMB rates downward in a Section by whatever
amount necessary, to ensure that net daily income from all sources in that Section does
not exceed that allowed within its ANDI model?
R7: This is a good question, and one that we’ll have our AMA Compensation Committee
discuss and advise. Clearly, data availability quickly becomes an issue when considering
payments outside of the fee schedule. We also need to be cognizant of market factors. Further
consultation with sections and RF advice will help to clarify as well.
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Q8. Does the AMA regard SOMB adjustment in isolation of other payments / rates as an
appropriate tool to achieve equity on total income, or does it foresee other undesirable
distortions in the SOMB arising directly from the ANDI process?
R8: We are also respectful of a motion carried by RF that “in the context of seeking long term
intersectional income equity, that the sharing of the $100 million cost reduction should be
equitably apportioned throughout all sections.” With the right timing using latest data, it is
presumed that those sections that have identified SOMB adjustments will accordingly
experience reduced expenditures within the timeframe necessary to be included in the ANDI
data and so it is hoped that undesirable distortions will be a non-issue. However, the AMA
Board will be considering this along with the timing of the ANDI reallocation and if necessary
will consider other distribution methods in favor of the motion. As mentioned above, we will
attempt to examine all income sources in determining our model, and this will necessarily
involve consultation with sections.
Q9. In respect to the unknown impact of PCC IFR and SOMB rule change changes, what
billing period will the first ANDI adjustment be based on? April 1, 2017 to March 31, 2018
or other?
R9: This has not yet been determined - we will need to consult with sections and seek further
direction from RF and sections. However, we will certainly not know the full impact of SOMB
changes until the June 2018 reconciliation.
Q10. Will ANDI be an annual, daily, or hourly rate calculation?
R10: ANDI is by definition a daily rate calculation. However, we have heard from many
physicians of the importance of gaining a better understanding of the hourly contributions that
physicians are making. The AMA CC is exploring ways to estimate hours worked and we are
hopeful this can be accomplished to the satisfaction of the profession.
Q11. What proportion of allocations will be determined by ANDI?
R11: This is not yet determined. Since the RF has directed that reallocation be used towards
establishing equity, we have yet to see whether the Board and RF will want more or less
reliance on using allocation for these purposes. The weighting of various allocation factors
during any given year is usually determined by the Board prior to that year’s allocation.
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Q12. How will work hours and revenue from those be measured and validated, and how
will the AMA match included income with relevant work hours accurately and fairly?
R12: As above, the AMA CC is exploring ways to estimate hours worked. Since we are looking
at ANDI specifically as it relates to PSB, it will be important to capture the hours worked data
accordingly.
Q13. How will overhead be measured and validated, and how will that be used in ANDI
and in future allocations otherwise?
R13: The PCC is in the process of launching an RFP to research and estimate physician overhead
costs. The AMA and AH have recognized that this will take a significant amount of work and
the parties are prepared to commit up to $1M towards this effort. As presented at RF and in
recent documents, overhead is a major consideration for ANDI. It is not clear yet how this data
will be used for future allocations. The RFP provides latitude for the consultants to propose an
approach to data measurement and validation. At this point, we’re anticipating that there will
need to be some on site (i.e. in clinic) validation of overhead data.
Q14. What years of training are relevant to establishing skills acquisition and
opportunity cost calculations (medical school, residency, fellowship training) and how
will that be measured and validated?
Q15. Will career longevity limitations in certain fields be accounted for, and how?
Q16. How will the per year skills acquisition premium be determined, and then applied to
differences in training? There is a very low level of acceptance amongst Specialists for
only 4% variance per year of additional training, when compared with expected income
advantages per year of additional study in our society generally. We would propose a
significantly higher percentage correction.
Q17 Further, how will the ANDI process precisely adjudicate physician training years
when there is significant variation even amongst the same specialty group?
R14, 15, 16, 17: The AMA CC has brought forward an example that has been adopted in BC and
Ontario. However, this is provided as an example only and it will need to be determined how
or if these figures will be applied in Alberta. It is hoped that training specifics (including
longevity) as related to ANDI will be clarified over the next year. I suspect that years of training
must refer to the minimum amount required to practice in a given specialty, since additional
training can vary widely amongst individuals within a section as you mention; but this is
conjecture on my part. We will see what the AMA CC develops as recommendations.
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Q18. What is the most reasonable rather than expeditious negative adjustment threshold,
taking into consideration not just the sum of potential component errors within ANDI
calculations, but also harder to measure yet equally important factors including
specifically productivity (ie the intensity, consistency, or pace of the average work day
in a Section)?
R18: The AMA CC is considering a reasonable threshold (or equity comfort zone) for ANDI,
based upon an assessment of the level of confidence in the figures used to determine ANDI. It
has been presented that this threshold may start relatively wide but could reduce over time as
our level of confidence in the measurements improve.
Q19. What is the impact on validated Section fee equity / INRV processes when ANDI
adjustments are made on Sections (up or down), and is fee equity or income equity the
priority when these concepts are in conflict?
R19: Sections will continue to maintain a level of responsibility for the intra-sectional (fee)
equity concerns. As ANDI is focused on inter-sectional (income) equity, and assuming sections
manage relativity of fees within, we see these initiatives as complementary and don’t anticipate
many conflicts to arise.
Q20. How will there be an opportunity to measure and mitigate undesirable impacts on
physician supply, patient care quality, patient access, or wait times if ANDI is to be fully
achieved in just “5 years or less”?
Q21. What is the accountability mechanism should quality of patient care quality,
patient access, or wait times deteriorate in Sections receiving negative allocations from
ANDI?
Q22. What is the accountability mechanism should patient care quality, patient access, or
wait times not improve in Sections receiving positive adjustments from ANDI? (IE. is
there any “Patients First” vision to ANDI?)
R20, R21, R22: A motion was carried at the RF: “THAT AMA recognize the danger to its
members from unintended consequences of performing multiple and uncoordinated fee and
cost adjustments concurrently.” With respect to this motion, it will be important for the ANDI
process to consider market impact. Obviously, this implies the need to closely monitor and be
aware of potential unintended consequences and make any necessary adjustments along the
way. With the Amending Agreement, we have established the Physician Resource Planning
Committee to assess needs and physician supply. Our ongoing monitoring of other factors will
likely come from various sources, including consultation with sections, as is the case now. If
unintended consequences to patient care appear to arise, we will obviously need to examine the
root causes of these very carefully. Every situation is likely to be different, and may require
unique solutions.

April 20, 2017
Page 7

I am very appreciative of the opportunity to respond to the concerns you’ve raised and can’t
emphasize enough the importance of maintaining a unified profession. The efforts you all have
made to work together to identify shared concerns and communicate them in such a
streamlined fashion are welcomed. With so much consultation ahead – including in preparation
for Negotiations 2018 – it makes a lot of sense to work collectively and I believe we would be
wise to pursue that approach as much as possible.
In conclusion, the Board has been given clear direction from the RF, but it is important that we
proceed in a tempered and measured way. We need to go forward respecting the views of all of
our members. At times, there will likely be disagreement on approaches. However, there is
strength in unity when it comes to representing the profession as a whole; making sure the
health care system remains sustainable for our members and the patients we serve.
Thank you for taking the time to write.
Yours truly,

Padraic Carr, BMedSc, MD, FRCPC, DABPN
President
PEC/ct
cc.

Dr. Steve Chambers, Co-Chair AMA CC
Dr. Jeffrey Way, Co-Chair AMA CC
Dr. Noel Grisdale, Chair Negotiating Committee
Mike Gormley, CEO

