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Objective: To perform a descriptive program review of the air medical transport (AMT) of cardiac patients
within Nova Scotia’s air medical transport program. Methods: A retrospective study of patients with
primary, non-traumatic cardiac conditions transported by the provincial air ambulance program between
August I, 1997 and August 31, 1998, who are 16 years of age or older (non-pediatric). Various aspects
were examined, including diagnosis, geography of transport, medications given by the air medical crew
(AMC) and by sending institution, complications of transport and interventions performed by the AMC
as well as total time spent at the sending institution by the AMC. Data was extracted from the flight
patient care records (PCR) with full preservation of patient confidentiality. Results: The AMT program
transported a total of 240 patients during the study period. Of these a total of 155 patients (64.6%) were
16 years of age or older. Of that total, 46 had a primary cardiac diagnosis (29.7%): 34 were male (73.9%)
and 12 were female (26.1%). The mean age of these transported patients was 62.4+10.0 years and 59.1
+17.6 years for males and females respectively. Most cardiac patients were diagnosed with a myocardial
infarction (22 patients, 47.8%), with the remaining patients diagnosed with unstable angina, peri-cardiac
arrest, congestive heart failure (CHF) or primary arrhythmia. Only 12 of the patients diagnosed with
myocardial infarction (MI) had previously been treated with thrombolytics (54.5%). Heparin and
intravenous nitroglycerine were the medications most commonly maintained by the AMC, while morphine,
midazolam, nitroglycerine and dimenhydrinate were common medications given by the AMC. Twenty-
three patients experienced some form of in-flight complication or change in condition, with brady-
arrhythmias being the most common (23.9%). Nine patients were intubated by the referring hospital or
by the AMC prior to departure and maintained as such throughout the flight. The average amount of time
spent at the referring hospital packaging each patient was 64.07 minutes. Conclusions: This paper describes
the demographics of the cardiac population utilising air medical transport in Nova Scotia. Cardiac patients
comprise a large proportion of the total patient cohort in the AMT program (almost one-third) in the adult
population transported. Recognition of this fact, in conjunction with review of provincial, tertiary-care,
cardiac transfer policies has led to the development of specific cardiac AMT indications for Nova Scotia.

Qi [NTRODUCTION g

The use of helicopters for transport of patients
has grown dramatically in North America over
the last two decades since the institution of

mised patients. This use of air transport has
expanded in medical patients as time-depend-
ant interventions have become standard of
care; e.g. thrombolysis in acute myocardial
infarction. Ontario’s “Band-Aid One"” air
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the first civilian air ambulance program at St.
Anthony’s Hospital in Denver, Colorado in
1072." Used initially as a means to deliver
trauma patients quickly to definitive care, as
demonstrated in the Korean and Vietnam wars,
the use of rotor-wing (helicopter) programs
has expanded to include medically-compro-
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medical transport (AMT) program has com-
pleted its 23rd year of service, representing
the oldest helicopter ambulance system in
Canada. As of June 1996, Nova Scotia im-
plemented an AMT system. This program in-
volves the transport of patients from rural or
regional hospitals, or from the scene of a
trauma or illness, to the tertiary care centres
in Halifax. AMT allows faster transport of
patients, decreases out-of-hospital time, and
offers advanced levels of critical care to the
patient during transport and/or at a scene of a



Table 2. Referring Diagnosis of Cardiac AMT pagi ents

Table 1. Age of Cardiac Transport Patients ,
| _Age (vears) Male (%) Female (%) Diagnosis . No. (%)
<30 0 1(2.2) Unstable Angina 14 (30.4%)
Ml 22 (47.8%)
31-50 5(10.9) 4(8.7) Acute MI 18 (39.19,)
Post MI Angina 4 (8.7%)
51-65 16 (34.8) 3(6.5) Congestive Heart Failure 4 (8.7%)
Peri-arrest 3 (10.9)
>65 13 (28.3) 4(8.7) Primary Arrhythmia Iil_Z%;\‘
survival. This is not surprisine considering that there w.
Total 34 (73.9) 12(26.1) access to immediate delt-'?brillaiion in this chhor‘:.tht "
With these issues in mind, a descriptive review of
Mean Age 624 39.1 cardiac AMT in the province of Nova Scotia Was performeq

trauma.” The Nova Scotia program is staffed 24 hours/day by
advanced level paramedics, critical care nurses, respiratory
therapists and experienced pilots. As well, dedicated
obstetrical nurses are available to fly for high-risk obstetric
cases.
Nova Scotia is ideally suited to rolor-wing transport
since it is poorly served with fixed-wing airports and heli-
copters can land directly at the hospital or at the scene. The
rough geography of the province often prolongs ground trans-
port of critically-ill patients and increases overall out-of-hos-
pital time. As well, for smaller, non-regional hospitals or
health care centres, the use of the critical care transport team
in the helicopter preserves the community’s resources when
moving a critically-ill patient since the local medical doctor
or nurse does not have to go with the patient. With only two
lertiary care centres in Nova Scotia, both in Halifax, this pro-
vincially-integrated AMT program is necessary (o ensure ac-
cess o appropriate and timely care by those living in rural
and remole areas,
Cardiac patients have been thought to account for a
significant number of the inter-hospital transfers within the
AMT program. To date, only limited studies have been per-
formed to examine the specific role of AMT in the transport
of cardiac patients.** Werman et al’ evaluated those patients
transported by helicopler after cardiac arrest (of varying
etiologies) and found that survivors of a primary cardiac event
had a favourable outcome when transferred to tertiary care by
air compared 1o a similar ground cohort.” Jones et al’ studied
the potential role of rural-scene AMT of patients with chest
pain and suspected acute coronary syndromes and concluded
that the AMT of rural patients with chest pain appeared prom-
ising in regard to timely interventions such as primary
angioplasty or thrombolysis.’ Another retrospective review
of inter-facility AMT of patients with acute coronary syn-
dromes compared AMT patients with a matched ground trans-
port group. No advantage to AMT was found in regard to
length-of-stay or mortality, suggesting that further study was
warranted to define sub-groups of patients (rural, remote, elc.)
who may benefit most from AMT * A retrospective review of
the role of AMT in primary rural cardiac arrest was performed
by Lindbeck et al.* None of the AMT cases had any pre-
arrival intervention, apart from basic life support (BLS), and
their conclusion was that AMT had no independent effect upon

to measure and evaluate the utilisation of this program by
primary cardiac patients. This data was subsequently used iy
defining proper use of the AMT Program in tertiary care trap.
port of patients within the parameters of the provincial terti-
ary care cardiac triage system currently in use at the QEI
Health Sciences Centre by the Division of Curdin]ogy,

L METHODS B

A descriptive review of the provincial AMT program was
conducted to evaluate transport of cardiac patients, This rel-
rospective study included all non-traumatic cardiac patients,
over the age of 16, transported between August 1, 1997 and
August 31, 1998. The AMT program uses a Sikorsky 76A
twin-turbine helicopter with two pilots at all times for patient
transport. The team used for this cohort of patients consisled
of a critical care nurse and an advanced paramedic level three
(P3). On-line medical control is provided by tertiary care
cmergency physicians with extensive experience in AMT.
Once a call has been made and the necessity of the transport
has been approved by the medical control physician, the heli-
copter is dispatched to the referring facility or scene. The
entire communication and dispatch procedure is performed
through a centrally-located communications centre in Bed-
ford which is fully integrated with the ground ambulance sys-
tem.

AMT patient care records for this time period were
reviewed by hand to extract the appropriate data. Informa-
tion regarding age, gender, geography of mission. diagnosis.
medical therapies maintained by the AMC, medical therapies
initiated by the AMC, intubation and in-flight complications
were recorded and tabulated. Furthermore, information re-
garding the total length of time spent on scene by the AMC

was measured.,

The AMT program transported a total of 240 patients, of which
I55 were 16 years or older. Forty-six of the 155 adult pa-
tients had a primary cardiac diagnosis (29.7%); 34 of these
patients were male (73.9%) and 12 (26.1%) were female. Of
the male patients, the majority were between 51 and 65 years
of age (34.8%), with none less than 30 years of age. The fe-
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male patients were evenly spread among the age groups over
30 (Tablel). The mean age for transported cardiac patients
was 62.4+10.0 years and 59.1+17.6 years for men and women
respectively.

The most common referring diagnosis for AMT car-
diac patients was myocardial infarction (MI). Twenty-two
patients (47.8%) were transported for an MI, of which 18
(39.1%) were for acute MI and four (8.7%) were for post-MI-
related angina. The remaining patients were diagnosed with
unstable angina (30.4%), congestive heart failure (CHF)
(8.9%), peri-arrest (10.9%) or primary arrhythmia (2.2%)
(Table 2). Of the patients diagnosed with a MI, only 12 (54.5%)
had been treated at the sending institution with thrombolytic
therapy.

All of the 46 patients who were air transported were
inter-facility transfers, with no transfers in this cohort from
scene or remote areas (outside of hospitals) although such
utilisation of rotor-wing service is described in the literature.’
Nova Scotia, at the time of this review, was divided into four
health care regions (Central, Eastern, Northern and Western).
These regions, with their regional hospitals, also comprised
the geographical basis of the provincial cardiac triage system
for the tertiary care cardiac centre (QEII Health Sciences
Centre). The Eastern Region constituted the major area of
referral, with 27 (58.7%) cardiac patients referred from this
region (Table 3). This corresponds to the population base of
the referring regions and the greater distance from tertiary
care for the larger regional hospital (Cape Breton Regional
Hospital) in the Northern Region.

Forty-three of the 46 patients (93.5%) were trans-
ported to the QEITHSC. Of the three remaining patients, one
(2.2%) was transported to each of the following locations:
Maine, USA; Cape Breton Regional Hospital (Eastern Re-
gion); and Kentville (Western Region). The latter two were
intra-regional transports using AMT (Table 3).

There were a variety of medical therapies, initiated
by the referring hospital, which were maintained by the AMC.
Intravenous nitroglycerine and heparin were the two most
common medications maintained in transported patients, 27
(58.7%) and 32 (69.6% ) respectively. There were also a vari-
ety of medications that were initiated or dosages increased by
the AMT team. Morphine, midazolam. nitroglycerine, and
dimenhydrinate were the most common of those medications
that were initiated by the AMC. Table 4 outlines all of the
medications maintained and initiated by the AMC,

Of the 46 cardiac patients who were transported, nine
(19.6%) were intubated throughout the flight, all of whom
were initially intubated at the referring hospital. No patients
were intubated in flight by the AMC.

Twenty-three of the 46 cardiac patients (50.0%) had
a complication or a change in condition while in flight, as
follows: hypotension, which was defined as a systolic blood
pressure <90 mmHg, was experienced by 10 patients (21.7%):
I'T patients (23.9%) had periods of bradycardia (heart rate
below 60 beats per minute); eight patients (17.4%) had peri-
0ds of tachycardia (heart rate above 100 beats per minule);
and arthythmias occurred in five patients (10.9%) during the
flight (Table 5).

Table 3. Geography of AMT of Cardiac Patients

Region From To

Central 2 (4.3%)

Eastern 27 (58.7%) 1 (2.2%)
Western 6 (13.0%) 1 (2.2%)
Northern 9 (19.6%)

QE II (Halifax) 43 (93.4%)
Other 2 (4.3%) 1 (2.2%)

Arrhythmias were classified as any abnormality in
baseline, pre-transport, cardiac rhythm. Of the five patients
who experienced in-flight arrhythmias, two had premature
ventricular contractions, one had an irregular sinus rhythm,
one had premature atrial contractions and one had ventricular
tachycardia. None of the patients was treated for these
arrhythmias in flight.

Finally, the length of time spent by AMC at the re-
ferring institution was determined. The average amount of
time spent by the AMC on scene was 64.07 minutes (range of
20-199 minutes). This time included TeCeIving report, assess-
ing the patient, stabilization (if indicated). packaging the pa-
tient, transferring medications to AMT-compatible equipment,
and discussion with on-line medical control.

J DISCUSSION puy

The purpose of this study was to review the transport of adult
cardiac patients in Nova Scotia by the AMT program in order
to provide an overview of the program’s clinical accomplish-
ments. Cardiac patients represented almost one-third (29.7%)
of all AMT patients during the study time period. This is a
significant part of the adult (16 years of age and greater) AMT
program. The largest percentage of the cardiac patients were
males between the ages 51-65 (34.8%). Men over the age of
65 were the second most common AMT cardiac patients
(28.3%), which also corresponds with the disease pattern,
Women comprised a smaller proportion of those transported
by AMT (26.1%).

All of the cardiac patients flown within this time-
frame were inter-hospital transfers. The majority of patients
transported were diagnosed with an MI (47.8%), with the larg-
est proportion being an acute MI (39.1%). Of the patients
diagnosed with an MI, just over one-half had received throm-
bolytic therapy prior to transport (54.5%). The percentage of
patients who had been thrombolysed was expected to be
greater. Thrombolytic therapy represents standard of care for
acute MI and is available in all hospitals in Nova Scotia. It
would be expected that the majority of patients experiencing
an MI would receive thrombolytic therapy as part of their
first-line treatment. The explanation for the relatively small
number of patients receiving thrombolytics prior to transfer
requires further study. It is possible that the cohort of M1 pa-
tients transferred by AMT represented a particularly ill sub-
group of patients who were being sent to tertiary care for con-
sideration of primary angioplasty or who had contraindications
to thrombolysis (referral bias).

Patients diagnosed with unstable angina represented




Table 4. Medications Maintained and Initiated by AMC

Maintained Pre-flight (AMC Initiated) In-flight (AMC Initiated)
heparin - 32 dimenhydrinate - 7 mida?.(.)lam -7 |
nitroglycerine - 27 morphine - 7 morphine -‘3 dopamine - 2
dopamine - 8 midazolam - 7 nitroglycerine - 2 dobutamine - |
dobutamine - 1 lorazepam - 6 lorazepam - 1
metoclopramide - | furosemide - 4 haldoperidol - 1
lidocaine - 2 nitroglycerine - 4 diazepam - 1
amiodarone - 1 acetylsalicylic acid - | fentanyl - 1
streptokinase - | salbutamol - |
methylprednisone -1 ipratropium bromide - |
tetanus toxoid - |
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the second largest percentage of AMT cardiac patients
(30.4%). Discussion at the end of the study with Dr. Chris
Foster, Division of Cardiology, QEII Health Sciences Centre,
resulted in re-classifying many of these relatively stable pa-
tients, on heparin infusions awaiting cardiac catheterization,
as non-AMT candidates. Individual cases with clinical syn-
dromes of acute coronary syndromes, such as accelerated pain
pattems or rise in cardiac enzymes, may make some of these
patients candidates for AMT. However. the general utilisa-
tion of AMT for transport of unstable angina patients to terti-
ary care from regional hospitals does not seem Jjustified at
this time since it would potentially overwhelm this single
helicopter program that also serves the Atlantic community
for neonatal, obstetrical, pediatric, trauma and all other criti-
cally ill patients. The three other diagnostic groups identi-
fied, refractory CHF, peri-arrest cases and primary unstable
refractory arrhythmias, represented a considerably smaller
percentage of transported patients.

There were a number of medications that were main-
tained by the AMC during transport. The two most commonly
used medications were heparin (69.6%) and intravenous ni-
troglycerine (58.7%). Both of these medications are used for
patients experiencing unstable angina or myocardial
infarctions. Other medications that were maintained were used
for arthythmias (i.e. amiodarone and lidocaine) or to improve
hemodynamics (i.e. dopamine and dobutamine). Medications
were also initiated or dosages increased in a number of pa-
tients. Medications to relieve pain, maintain airway and treat
volume overload were also given.

Nine out of the 46 patients were intubated prior to
transport and this was maintained throughout flight, thus dem-
onstrating the need for advanced critical care skills within the
AMC. In-flight complications or changes in condition were
experienced by 34 of the patients ( 50.0%). These complica-
tions consisted of hypotension, bradycardia, tachycardia and

Complication No. (%)
Bradycardia 11 (23.9%)
Tachycardia 8(17.4%)
Hypotension 10 (21.7%)
Arryhthmia 5(10.9%)
Total 34 (50.0%)
Table 5. In-Flight Complications

o —
arrhythmias. Of these, bradycardia was the MmMost commop
complication. No significant sequelae resulted from these
minor complications. No cardiac arrest Occurred in flighy,
which implies the inherent safety of cardiac AMT that has
been confirmed in other studies.>’

The amount of time spent by the AMC op site aver-
aged 64.07 minutes. On-scene time has been most often stud-
ied for scene transport of trauma patients from motor vehicle
collisions, but is advertised by AMT programs as a basic tenet
of all transports. However, out-of-hospital time is 2 better
measure of ensuring safe transport of critically-ill medical
patients. Decreasing on-scene times should never take prec-
edence over good patient care and packaging (Guidelines for
the Transfer of Critically Ill Patients).* The back of an in-
flight helicopter is a difficult environment to institute advanced
life support interventions (such as intubation) that should have
been performed prior to leaving a sending institution, Spe-
cific transport times (out-of-hospital times) were not meas-
ured in this study because air transport times are already known
to be significantly less than corresponding ground times (e.g.
Cape Breton Regional Health Centre - flying time 70 min-
utes, ground time 4.5 hours).

AMT is a valuable service. It provides rapid trans-
port and a high level of care for crtically ill patients who
require timely interventions at a tertiary care institution. How-
ever, due to its cost and the fact that there is only one helicop-
ter for the entire province of Nova Scotia (which also serves
Prince Edward Island and New Brunswick, and transports
pediatric, neonatal and obstetrical patients), it is important
that AMT is utilised for appropriate conditions and within
specific guidelines. Partially as a result of this review, such
guidelines were further refined for AMT of cardiac patients
through discussion with the Division of Cardiology at the QEII
HSC. This group already uses a comprehensive provincial
cardiac triage system to ensure that only those patients need-
Ing tertiary care interventions or investigations are referred
and the remainder are treated and investigated at their appro-
priate regional hospitals. These same principles were used in
the AMT cardiac guidelines and, further. are predicated upon
close communication between the on-line medical control
physicians for AMT and the on-call tertiary care cardiologist.
These guidelines are listed in Appendix I. A complete set of
guidelines for AMT utilisation for trauma, pediatrics. obstel-
rics and neonatal cases is available from the provincial AMT

-
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program (see address in Appendix I).

Further studies suggested by this program review
are to evaluate the apparent low use of thrombolytics pre-
transport in the acute MI patient population and a compre-
hensive cost-effectiveness analysis of ground transport ver-
sus air transport for cardiac patients.
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Specific Considerations in Air Medical Transport of
Cardiac Patients in Nova Scotia

(From Preparation of the Patient Jor Air Medical Transport
Manual: Guidelines for Air Medical Transport, AMT-Nova
Scotia/STARS-NS, 2000)

Provincial triage of acute cardiac conditions is predicated upon
initial utilisation of the appropriate regional hospital. Thus,
an uncomplicated, post-MI patient who has received appro-
priate treatment in a specific community hospital or health
centre will be transported to the nearest regional hospital and
not to the QEII Health Sciences Centre (QEII HSC) by air
medical transport (AMT).

AMT can assist small hospitals and community
health centres in transportation of unstable patients to the near-
estregional centre if the patient’s condition warrants AMT as
per the original general criteria for air transport (see full docu-
ment on Preparation of the Patient for Transport/Indications
for AMT); i.e. if the patient is critically ill and ground trans-
port is unavailable or excessive time is involved. or the re-
sources of the hospital or health centre would be depleted if
ground transport takes place.

If a sending physician feels that the cardiac patient
is 50 unstable that tertiary care is indicated (e.g., ruptured
mitral valve post-MI with cardiogenic shock), then these cases
will be reviewed with the on-call cardiologist at the QEIl HSC
and AMT will be organised by the Air Medical Control Phy-
sician (MCP). If there is any concern, in borderline cases.
about the patient’s condition or because of logistics (lack of
beds, etc.), then this case will also be reviewed by the MCP
with the cardiologist on call at the QEIl HSC. Only then will
a transport decision be made.

Acute Cardiac Conditions Which Require Transfer to the
QEII HSC by AMT:

I. cardiogenic shock

2. patients with acute MI and contraindications to throm-
bolysis who may require primary PTCA

3. acute ventricular septal defects or valve dysfunction

post-Ml

cardiac tamponade

acute mechanical valve dysfunction

===
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Non-Acute, Urgent Cardiac Cases (may be candidates for
AMT):
Other cardiac cases may be transferred from regional hospi-
tals after initial treatment and stabilisation for further defini-
tive tertiary care treatment and/or investigations. These cases
may include the following:
1. high-risk unstable angina, usually on intravenous
heparin, and for priority angiography
2. post-infarct angina or other complications, such as
concurrent congestive heart failure CHF
3. medically refractory dysrhythmias
4. patients awaiting surgery (coronary artery bypass graft)
with acute complications, such as unstable angina
5. worsening CHF +/-mechanical ventilation

Many of these patients can and will be transported by ground
ambulance with appropriate staff. At times, pending helicop-
ter and team availability, the AMT program may be asked to
transport some of these patients. Other critical care calls,
such as trauma, will take precedence.

These are guidelines only and may not apply to re-
gional hospitals with more advanced capabilities. The Medi-
cal Control Physician will make the final decision for trans-
fer outside of pure aviation concerns.
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The IRH has unique opportunities for physicians seeking new challenges as
locums or permanent staff. Candidates must be eligible to practice medicine
in the Northwes! Territories. Our full complement is a medical staff of 7,

| including 2 G.P. Surgeons and 2 G P. Anesthetists

| Experience medicine as it should be and hone your skills. Work with
seasoned northern medical veterans with excellent local and specialist
backup. Clinic visits to these isolaled communities, medevacs and
enjoyment of the summer and winter recreational opportunities are all part
of the experience in this, the REAL Canada, Excellent short and long term
remuneration and benefits (25% increase over previous years). Please call
for further details

Please phone, write or email for information and ask for our 20 page
| Information Booklet
A.J. de Klerk
Medical Director
Inuvik Regional Health and Social Services Board
Bag Services # 2
Inuvik, NT
X0E 0TO

PH (867) 777-8043 or 8108
FX (867) 777-8058
email: pamela_rodgers@gov.nt.ca

email: polardoc@permafrost.com
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“"We believe our first
responsibility is to the
doctors, nurses and
patients, to mothers anq
fathers and all others who
use our products and
services.”

Fast First Line Therapy

for mild to moderate
migraine symptoms

- From the first tenet of the Johrson &
Johnson Credo

* |n addition to migraine pain, clinically
proven to refieve nausea, photosensitivity
and phonosensitivity*

goﬂmvmgoﬁwmn

Percentage of Patients Receiving
MEDICAL PRODUCTS

Complete Relief of Symptoms®*

from Advil Liqui-Gels
Nausea

1
Phono-
* Twice as likely as acetaminophen to

Photo-
abort migraine within 2 hours*

Sensitivity sensitivity

* Acute pain relief comparable to
prescription naproxen’

U.S.A
Immigration Law

William Newell Siebert

Attorney at Law

307 North Michigan Avenue
Suite 924
Chicago, Illinois 60601
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* Uiqui-Gels® is & registared trademark of

RP Scherer Inematonas Corporation PRACTICE CONCENTRATED IN U.S

o —m . IMMIGRATION LAW SINCE 1969
Liquid-Fast Migraine Relief




FAMILY MEDICINE

Why 200 Ontario physicians have
discovered the benefits of
MCI's management expertise

Flexible arrangements *
Full or part time positions *
Short or long term ¢

Busy walk-in shifts «

Family practice *

We have 24 locations in the Toronto area.

To explore your options with MCI in complete
confidence, please contact Margaret Gillies at
MCI Medical Clinics Inc.

160 Eglinton Ave, East, Suite 200

Toronto, Ontaric M4P IBS

(416) 440-4040 ext. 433
practice@mcimed.com www.mcimed.com

A caring approach. It's the critical component in the work life
of a medical professionals at Simon Fraser Health Region
(SFHR). Our commitment is to providing clients with the
utmost in personal care and attention. Our facilities set
progressive trends in service delivery and practice within acute
and long term care settings, as well as community and health
promotion programs.

Situarted just cast of Vancouver, Simon Fraser Health Region is one
of Canada’s leading health care regions. We're currently looking for
qualified Physicians eligible for licensure with the BC ( ollege of
Physicians and Surgeons and with the relevant Canadian
fellowship qualifications

Internist
Pediatrician
Obstetrician/Gynecologist
Medical Oncologist

Visit our website for more information or forward vour resume
and cover leter, indicating position of interest to: Employment
Services, Fax: (604) 520-4204. Email: hr@sfhr. hnet.be.ca

SIMON
WWw.Sfhr.com b_:’:'::::r.'.";

R

Atlantic Health Soences Cc rparation{AHSC) is actively recruiting to fill v
in the following areas: Family Mecdlicine, Psychiatry, One
Mediane, Cardiology. Infectious Diseases, Patl ploy/ Laboratory
Ophthalmology, and Urology

As the largest multi-faciity hospital corpora

n in New Brunswick, AHSC is
g 2 regional population of
200,000 extending from Sussex to St. Stephen, including the beautiful Fundy

compnsed of 12 hospitals/health centres, se

isles. A team of 4,300 employees and 280 active physicians coll borate o
fulfill the corporate mission of exc

ellence in patient care, education. and
research

The Saint John Regional Hospital (SJRH). anchor facility for the corporation
Ind one of Canada’s most progressive hospitals, s the focal point of this

highly integrated regional network. Qur staff members take pride in SUDPING

leadership to the region and the province through involvement in teaching

research and prowvision of clinical excellence in secondary and gy S

tertiary services

SJRH 1 major affiliate fo the Dalhouste Unversity School of Medicine witt

60-70 residents and medical student

joing core and elective

each year Itis home o the NB

virtually eve

Heart Centre providing leading edqe cardiology and cardiac surgery Seniaces
for patients throughout the province, and is scognized leader in such areas
15 Neurosciences. Oncolc Plastic ery ediatncs, Diagnostic Imaging
1Y 1 |
Emergency N ine, Family Medicine iChing, pre hospital and home care

The facility w * first to be designated as an accredited tertiary trauma

e in Atlantic Canada and 1s a leader in telemedicine applications

juines and apphcations, with references and résumeés should be directed

Dr. Robert Bevendge, VP Health Informatics and Medical Administration
Atlantic Health Sciences Corporation
PO Box 5200, Saint John, NB Canada E2L 414
Tel: (S06) 64B-6702 Fax: [506) 648-6364 Email bevbo@reg2 health.nb ca

Please wvisit our website: www.ahsc.health.nb.ca

Atlantic Health Sciences Corporation
Corporation des sciences de la santé de I'Atlantique




JOIN A WORLD CLASS HEALTH CARE TEAM

* World leader in Robotic Surgery.

* World leader in Advanced Medical Imaging.

* Leading centre for Fetal and Neonatal Health.

* Leading centre fcr Neurosciences.

* Leader in Autoimmunity and Diabetes Research.

LONDON .
NND Sctohcss Camere Health Care Employers of Choice

@SIJOSEPHé

In London you will find two leading edge healthcare organizations, integrated together, with similar philosophies and a strong
commitment to providing the best care possible, to residents of Southwestern Ontario. Recently, these organizations haye
teamed up to provide physicians with a great opportunity to learn and grow. Both London Health Sciences Centre and St
Josephis Health Care London are major teaching and research centres affiliated with the University of Western Ontario,

Fanshawe College, and the London Regional Cancer Centre.

Together we care, we learn, we discover.

The London Health Sciences Centre is a young organization working in partnership to create a new vibrant future of health care.
As one of Canada's largest teaching hospitals, LHSC is dedicated to excellence in patient care and devoted to research and
innovation in a clinical environment. The primary commitment of London Health Sciences Centre is excellence in patient care.
While providing excellence in the delivery of general medicine, including family medicine, surgical and anaesthetic services, a
number of our clinical programs have achieved provincial, and in some cases national and international recognition. These
include: Clinical Neurological Sciences, Cardiac Care, Critical Care/Trauma, Multi-Organ Transplantation, Women's & Children's
Health, Medical Imaging and MRI, Reproductive Medicine, and Orthopedic/Sports Medicine. LHSC is the host hospital for the
London Regional Cancer Centre and together promote excellence in cancer care.

In the spirit of community, in the pursuit of health.

St. Joseph's Health Care London, Parkwood Hospital and the London/St. Thomas Psychiatric Hospital have joined together to
create a new health care organization. As well as becoming a tertiary centre for mental health in the region, SJHC continues to
evolve into a regional centre specializing in ambulatory care, and rehabilitation. This year SIHC became the site of the new
Rheumatology Centre and planning is underway to build a new specialized mental health facility at the Parkwood site and a new
forensic psychiatry facility in St. Thomas. SJHCis major inpatient and outpatient programs and services include: Perinatology
and Women's Health, Gastroenterology and Gastrointestinal Surgery, Endocrinology and Metabolism, Hand & Upper Limb
Centre, Urology, Head and Neck Surgery, as well as Diagnostic Imaging.

To find out more about opportunities at either centre please contact:

Dr. Murray Girotti Vice President, Academic and Medical Staff Dr. Gillian Kemaghan, Vice President, Medical Affairs
London Health Sciences Centre St. Josephis Health Care London

C217WT, 800 Commissioners Rd. E. G106, 268 Grosvenor St.

London, Ontario N6A 4G5 London, Ontario  NBA 4V2

Phone 519- 685-8500 Ext. 58388 Fax 519-685-8127 Phone: 519- 661-6100 Ext. 64096  Fax: 519-661-6014
www.lhsc.on.ca www.sjhc.london.on.ca

LONDON, ONTARIO

(the forest city)
*  Aworld-renowned provider of health care and health research
* Abundant local recreational facilities and parks
*  Within 2.5 hours of larger centres such as Toronto and Detroit
*  Year round calendar of festivals and events, attracting visitors from across North America
* Affordable housing (executive 2-story from $190,000 CDN.)
* Diverse economy providing an abundance of career opportunities for spouses

www.city.london.on.ca
email econdev@city.london.on.ca to recsive a complimentary copy of London Visitor magazine




