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Academic Alternate Relationship Plans (AARPs) 
were implemented in the departments of medi-
cine in the Faculty of Medicine and Dentistry 

at the University of Alberta in 2002 and the Faculty 
of Medicine at the University of Calgary and Calgary 
Health Region in 2004. These plans, which compensate 
physicians on a contractual instead of a fee-for-service 
basis, have strengthened the ability of the two depart-
ments to deliver on their clinical, research and education 
missions. This commentary describes why and how they 
were developed.

To understand the context in which these AARPs were 
developed, recognition of the health care reform agenda 
in Canada and specifically in Alberta is required. Several 
national and provincial reports, including the Roma-
now,1 Kirby2 and Mazankowski3 reports, suggested the 
need to reframe and refocus the health care system to 
ensure access, quality and sustainability. These reports 

all recommended that alternative mechanisms be con-
sidered for physician remuneration in an effort to encour-
age innovative health care delivery. The Mazankowski 
report,3 which resulted from a review of Alberta’s health 
system, not only recommended alternative approaches 
for physician remuneration but also set specific targets. 
The Auditor General of Alberta, in consecutive annual 
reports4–7 (1998–2002), highlighted several issues: phys-
icians needed to reduce their reliance on fee-for-service 
income to support their work in medical education and 
research; stakeholders in the health care system needed 
to understand that the scope of the work conducted by 
physicians in academic medicine went beyond seeing pa-
tients (the only work for which they were remunerated at 
the time); and inequities in physician remuneration in 
academic centres needed to be addressed. 

Before the inception of the AARPs in Calgary and Ed-
monton, the two departments of medicine were experi-
encing similar challenges, many of which were common 
across Canada: the province’s population was growing 
significantly, the population was aging, demand for spe-
cialist services was increasing, there were substantially 
fewer physicians in the workforce than needed (a situa-
tion that was projected to continue), physicians were 
burning out, the demand for medical education was in-
creasing, innovative care models needed to be developed 
to meet public expectations, and fee-for-service clinical 
earnings had increased significantly during the 1990s, 
which made it difficult to recruit academic physicians.8–10

The growth rates of the metropolitan populations of 
Calgary and Edmonton were among the highest in Can-
ada during the late 1990s and at the beginning of the new 
decade. Approximately 40%–50% of the new residents 
were foreign immigrants, creating challenges with re-
spect to language barriers and complex health and social 
problems. A survey of Albertans in 2003 reported signifi-
cant concerns regarding specialist access, with only 38% 
of respondents reporting having easy access to specialist 
services.10 Both departments already had far fewer phys-
icians than they needed, and the situation was expected 
to get worse with the projected retirements of senior fac-
ulty members. In Calgary, a time-motion study revealed 
that the average department member was working at a 
1.20 full-time equivalent (FTE), excluding on-call hours, 
and many were working well above this level.8 Further-
more, significantly more women were expected to qual-
ify as new medical specialist physicians than in the past, 
which was expected to add to the workforce deficit. The 
FTE model proposed by the Physician Resource Plan-
ning Committee of the Alberta Medical Association and 
Alberta Health and Wellness used a work-week discount 



factor of 0.81 for female physicians, assuming that fe-
male physicians would work fewer hours per week than 
male physicians, that many of them would take mater-
nity leaves and that they would shift away from heavy 
clinical loads earlier in their careers than their male 
counterparts.8 There were serious concerns about phys-
ician burnout, which were not unique to Alberta.8 A 
planned increase in the undergraduate class size in both 
Alberta medical schools was expected to increase the 
teaching needs at both the undergraduate and postgrad-
uate levels.

The department of medicine at the University of Al-
berta had a practice plan in place before the adoption of 
the AARP that allocated clinical payments in a way that 
was intended to allow academic physicians to focus more 
on their department’s academic mission. However, in-
creasing demands on the practice plan’s participants for 
clinical work were hindering the ability of the practice 
plan to fulfil this intention. The plan found itself with 
an increasing debt burden and the department found 
itself with an inability to recruit academic physicians. 
An AARP was expected to break with the model of in-
centives and disincentives prevalent in the traditional 
fee-for-service system and instead provide a mechanism 
that would reward physicians for innovative practice 
patterns independent of patient volume and provide in-
centives for greater use of interdisciplinary and prevent-
ive approaches to improving overall population health.

The process used to develop the AARP was based on a 
framework established within Alberta Health and Well-
ness, which included the preparation of a letter of intent, 
a full proposal, a service delivery plan, governance and 
accountability measures, a budget and workforce plans. 
The initial agreement in Edmonton included a services 
agreement between the regional health authority and 
participating physicians; a grant agreement between the 
faculty and the provincial ministries of advanced educa-
tion and learning and health and wellness that included 
expected outcomes, performance measures and targets; 
and the actual alternative payment plan. An agreement 
also had to be reached with the Alberta Medical Asso-
ciation. After 2003 the AARP process evolved with the 
establishment of the tri-lateral agreement between the 
respective health authorities, the Alberta Medical Asso-
ciation and Alberta Health and Wellness, but the core 
elements were retained.11 The AARP agreement, which 
commenced in August 2004 in Calgary, followed the 
new process. 

The leaders and individual members of the divisions 
within the departments of medicine at the two univer-
sities had to do considerable work once the agreement 

was reached. Communication about the AARP was key, 
as participation in the plan was voluntary. The leaders 
of each division established objectives for their division 
and circulated them to their members. These included 
developing and implementing innovative models of 
health care delivery, designing new practice patterns, 
improving recruitment and retention, improving the 
national competitiveness of the division, ensuring that 
the division and its members were fully engaged in edu-
cational activities, enhancing opportunities for medical 
research, fostering the ability of division members to 
assume leadership roles, ensuring that remuneration 
was adequate and ensuring that workloads within the 
division were fair and equitable. Stakeholders—Alberta 
Health and Wellness, the Alberta Medical Association, 
Alberta Advanced Education and Technology, the facul-
ties of medicine at the two universities and the regional 
health authorities—expected results consistent with the 
goals of the AARP: adequate physician complements, 
innovative care delivery, improved access to medical 
specialists, delivery of high-quality care, delivery of 
high-quality education to health care learners, greater 
research capacity, demonstration of effective governance 
and accountability. 

Data collected from multiple sources in both Edmon-
ton and Calgary before and after the implementation of 
the AARP were evaluated by the same external evaluator 
using the same methodology each time. This before–after 
analysis was completed using specific indicators in each 
CARE pillar: clinical care, administration, research and 
education.12,13 Descriptive epidemiologic analysis was 
conducted and comparisons of observed and expected 
events were analyzed using a Poisson distribution, with 
a p value < 0.05 considered significant. In Edmonton, 
access to specialist services improved: clinical full-time 
equivalents increased by 35%, from 30.5 in 2001 to 41.4 
in 2004, and clinical service volume increased by 23% 
(calculated from data shown in Table 1). In Calgary, clin-
ical workload (patient encounters), including outpatient 
contacts with alternative care providers and telehealth 
contacts, increased by 50% (Table 2). A survey of 135 
physicians12 revealed that 63%, 64% and 56% of phys-
icians in Calgary felt that the AARP had had a positive 
effect on their ability to spend more time with patients 
with complex needs, implement innovations and provide 
interdisciplinary care, respectively. 

Separate innovation funding led to enhanced link-
ages with primary care physicians, the development of 
central referral and triage processes, support for inter-
disciplinary models of care, the application of clinical 
practice guidelines and the creation of new specialty 
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Table 1: Clinical workload of physicians participating in the Academic Alternate Relationship Plan (AARP) in Edmonton

Pre- AARP AARP years Change*
n (%) p valueIndicator 2000 2001 2002 2003 2004

FTEs /job description

  Clinical teaching 23.4 23.6 28 31.3 33.4 9.8 (41.5) 0.04

  Clinical non-teaching 17.6 18.7 21.2 23.8 24.7 6.0 (32.1)  

Shadow billing (IP & OP) †

  Service episodes 180 721 181 216 191 677 213 570 222 496 41 280 (22.8) < 0.001

  Service episodes/ FTE 6 158 5 951 5 448 5 410 5 381 –570 (–9.6) < 0.001

  Unique patients served 42 542 41 987 42 893 43 643 47 176 5 189 (12.4) < 0.001

Inpatient trends 

Inpatient cases 4 239 4 200 4 271 4 357 4 578 378 (9.0) 0.003

Outpatient trends 

Multi-divisional clinic visits‡ 57 800 60 623 66 462 69 272 74 417 13 794 (22.8) < 0.001

Medicine clinic outpatient days 36 969 32 585 34 606 34 848 32 040 –545 (–1.7)  

Outreach 

Remote telehealth clinical cases, no.   18 652 652   

  Outreach clinics, no. 224 227 194 –30  

Note:  Further details are available in Lazurko (2005).13 This table does not include work performed by alternative care providers (e.g., nurse practitioners) 
supervised by physicians participating in the AARP.

* Calculated as the highest value after the AARP was implemented minus the highest value before the AARP was implemented.

† Shadow billings are billings submitted to the provincial government by physicians participating in the AARP as a record of services provided, not for reimbursement. 
Claims for both inpatient and outpatient services are included here.

‡ Same patient visiting more than one dlinic in one day

IP = inpatient, OP = outpatient

Table 2: Clinical workload of physicians participating in the academic alternate relationship plan (AARP) in Calgary

Variable

Pre APRP AARP years Change
n (%) p value2003/04 2004/05 2005/06 2006/07

Encounters

Inpatient encounters * 24 635 23 780 24 658 28 806 4 171 (17) < 0.001

Outpatient encounters † 49 134 57 950 63 293 69 840 20 706 (42) < 0.001

Alternate care provider visits ‡     8962 7978 7978   

Telehealth contacts § 272 426 2101 4190 3918 (1 441) < 0.001

Total 74 041 82 156 99 015 110 815 36 774 (50)  

Actual FTEs            

   Total FTEs  108 †† 119.2 126.6 149 41 (38) < 0.001

   % Time spent in clinical 0.42 0.44 0.46 0.48 0.06 (14)  

   Clinical FTEs 45.4 52.3 57.7 71.3 26 (57)  

Ratios             

   Encounters per total FTE 686 689 782 744 58 (8)  

   Encounters per clinical FTE 1632 1571 1715 1554 –79 (–5)  

  Note: Further details are available in Lazurko (2007).9 
  * Encounters with all physician types adjusted by resource intensity weight.
  † Encounters involving face-to-face contact with a physician participating in the AARP.

‡ Additional outpatient face-to face contacts with alternative care providers supervised by AARP physicians beyond the number of such encounters in 2004/05.
 § A typical 15-minute visit was assumed for each contact. The number of contacts was calculated by multiplying by 4 the number of hours of telehealth consultations with 

the patient present. 
  ** The denominator is the total number of FTEs.
  †† Mean increase over previous 6 years was 4.1 FTEs/year.
  FTE = full-time equivalent.



clinics (Table 3).14–16 Recruitment increases (Tables 1 
and 2) of 31.1% and 38% respectively for Edmonton and 
Calgary were significantly higher than the increases of 
1%–5% in Edmonton and 4.3% in Calgary per annum in 
the 6 years preceding the implementation of the AARP. 
Combined teaching hours in Edmonton and Calgary in-
creased by 22% and 25%, respectively, after the AARP 
was implemented. Research performance also improved: 
in Edmonton, the number of research FTEs in Edmonton 
increased by 39% and the percentage of their time that 
department members dedicated to research increased 
from 15% in 2003 to 21% in 2006 (Table 1).

Implementation of an AARP is complex, and we ac-
knowledge that in other settings, individual parameters 
and context for implementation are important con-
siderations. Evaluation of an AARP is complicated, and 
we acknowledge the limitations and intrinsic bias of 
the before–after methodology we used. The AARP was 
implemented in Edmonton and Calgary during an eco-
nomic boom in Alberta, and some of the positive effects 
of the AARP that we noted may have been related to the 
province’s robust economic growth. However, there are 
relatively few studies in Canada examining the effect 
of physician remuneration models on the efficiency and 

quality of care in academic centres. The Queen’s Uni-
versity alternative funding plan, which was established 
in 1994, has been assessed with a survey of the percep-
tions of referring physicians and specialists17 and with a 
before–after analysis in that university’s department of 
family medicine.18 The perception survey revealed mixed 
results, but the before–after analysis demonstrated that 
after the alternative funding plan was implemented aca-
demic productivity improved, practice volume decreased 
by 10% and patient flow improved. In Nova Scotia, a re-
cently completed audit of the alternative funding plan 
in the department of medicine at Dalhousie University 
suggested that it helped recruitment and retention and 
enhanced patient care.19 Our analysis adds more robust 
results to this body of literature. 

In Edmonton and Calgary, the introduction of an al-
ternative funding plan significantly enhanced recruit-
ment and clinical volumes, improved patient access to 
specialist services and helped the departments of medi-
cine to fulfill their teaching and research missions. We 
believe that the introduction of AARPs has been the sin-
gle largest contributor to the academic and clinical suc-
cess of our departments and has been a major lever for 
health care transformation in our setting. 
 

Table 3: Evaluation of the outcomes of AARP innovation projects

Project Location Results

Atrial ¡ brillation clinic Calgary The wait time to see a physician specialist decreased from 220 days in 2005 to 30 days in 2006. 
Before/after data collected for 68 patients showed that the introduction of the clinic reduced 
emergency visits by 82%, reduced hospital admissions by 56% and reduced average hospital 
lengths of stay from 5.0 days to 1.8 days.

Cardiac function clinic Calgary Before/after data collected for 103 patients showed that the introduction of the clinic reduced 
emergency visits by 83%, reduced hospital admissions by 69% and reduced hospital lengths of 
stay by 856 days.

Chronic cough Calgary The use of certi¡ ed respiratory educators (CREs) was demonstrated to be safe, economical and 
e£ ective in managing properly screened patients with chronic cough. The use of CREs may 
shorten the wait times of these patients for specialist consultation. 

Endocrinology triage    Edmonton This program has decreased wait times for urgent and priority referrals to less than 2 weeks. 
Most referrals can be accommodated within the same week by the person on call.

GI central intake Calgary This program has reduced wait times by 8% in spite of a 153% increase in referrals.

Nephrology central intake Calgary Central intake resulted in the launch of an urgent assessment clinic and a reduction in wait times 
of between 25% and 50% depending on urgency.

Pulmonary hypertension program Edmonton The wait time for diagnostic testing and consultation has decreased by 70%. Twenty percent of 
patients access more than 1 member of the interdisciplinary team.

Respiratory: induced sputum analysis Calgary For 65 of 122 patients with evidence of sputum eosinophilia, these programs changed the 
way their care was managed, which resulted in a 67% decrease in emergency visits and a 75% 
decrease in hospital admissions for these patients.

Rheumatology central intake Calgary Wait times decreased by between 15% and 37%, depending on the urgency of the patient’s 
condition.

Note: See Gillis et al. (2008) for further information about the atrial ¡ brillation clinic14 and Field et al. (2009) for further information about the chronic cough program.15 Data 

reported in this table for Calgary innovation projects are from Bichel, Tremblay and Mantler (2007).16
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