
Friday October 6th, 2017
AND THE DENTAL PATIENTCANCER

This program will identify care of the cancer patient in Ottawa 
in 2017 and concentrate on the role of appropriate dental care 
and the optimal management of oral and systemic cancers. 
This comprehensive review will be hosted by the Argyle Asso-
ciates as their 29th Annual Education Day, Friday October 6th, 
2017 at the Ottawa Conference Event Center.

ORAL CANCER, DETECTION,
TREATMENT & LONG-TERM MANAGEMENT

* * Register early as spots will fill quickly based on last year’s attendance
* * Inquire directly for our "Group Office Discount"

RSVP: Monica Levesque, Practice Representative, Argyle Associates in OMFS
mlevesque@argyleassociates.com or 613-302-8472 

Don’t miss out on this informative event for all the dental practitioners, hygienists and staff.
For further details, contact our Practice Representative, Monica Levesque.

Sponsor-Approved Category 2 : 5.5 CE credits awarded for full day attendance.

REGISTRATION FEES:
Dentists / Specialists - - - - - - - - - - -  $75.00
Auxiliary Staff - - - - - - - - - - - - - - - -  $75.00
All net proceeds to go to: CHEO Dental Clinic

LOCATION: Ottawa Conference and Event Centre
200 Coventry Road, Ottawa ON  K1K 4S3
REGISTRATION TIME: 8:00am - 8:30am 
TIME: 8:30am - 3:30pm

Argyle Associates Education Day

Topics covered will include:
Detection and Biopsy Technique: Fact and Fiction
Histological Protein Markers and their Potential Role in 
Long-Term Oral Cancer prediction
Hyperbaric Oxygen Therapy
Radiation, Medical and Surgical Techniques in Oral and 
Head-and-Neck Cancer
Functional Reconstruction of the Oral Cancer Patient
HPV and its role in Oropharyngeal Cancer: Implications 
to the Dentist
The Digital Platform from Diagnosis to Surgical Treatment 
and Reconstruction

Our Outstanding Group of Educators includes:
Dr. David Mock, 
Dean Emeritus, Oral Pathology/Oral Medicine - University of Toronto
Dr. Christina McCord, 
Oral Pathology - University of Western Ontario 
Dr. Marc Gaudet, 
Radiation Oncologist - University of Ottawa
Dr. John Wolfaardt, 
Maxillofacial Prostho/ Head and Neck - University of Alberta
Dr. Michael Odell, 
Head and Neck Surgery - University of Ottawa
Dr. Yelitza Ararat, 
Prosthodontist - Ottawa Hospital
Argyle Associates Staff - Ottawa Hospital

This year, the Argyle Associates are very excited to host the 29th Annual Education Day. A head-count of over 
7,000 in total have attended the sessions over the past three decades. This year, we are excited to have a 
program at the highest level on a topic of increasing interest in dentistry – the management of oral cancer and 
cancer patients in the general dental practice. 

From detection to biopsy techniques to current advances in predicting outcomes of lesions, the program prom-
ises to have something for everyone. Please be sure to bring your staff and hygiene divisions as these topics will 
be of interest to all. This year, we will not have a separate auxiliary session, so we expect to fill up quickly. 
Reserve your spot today.

Our clinicians and educators are diverse and represent institutions of medicine and dentistry across the country. 
See inside for the entire program. Be sure to send any questions you may wish to have answered during our 
panel discussions and presentations. 

We look forward to seeing a lot of our friends in dentistry and healthcare providers on October 6 2017, 
at the Coventry Road / Hampton Inn complex.

KANATA 
15-499 Terry Fox Drive
Kanata, ON  K2T 1H7

ARNPRIOR 
4 Arthur Street
Arnprior, ON K7S 1A2
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10-3091 Strandherd Drive
Barrhaven, ON K2G 4R9

ORLEANS
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Orleans, ON K4A 0Z9

CARLING
   100-2255 Carling Ave
Ottawa, ON K2B 7Z5
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Dental Implants/Bone Grafting
Dental Extractions/Wisdom Teeth
IV Sedation/Anesthesia
Computer-Guided Surgery
Corrective Jaw Surgery
Oral and Maxillofacial Pathology
Obstructive Sleep Apnea Surgery
Cleft Palate Surgery 
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Proudly caring for your patients for over 40 years!

Dr. Kevin J. Butterfield, DDS, MD, FRCD(C), Dip. ABOMS

Dr. Taylor McGuire, DDS, MSc, FRCD(C), Dip. ABOMS

Dr. Adam M. Irvine, CD1, BEng, DMD, FRCD(c), Dip ABOMS

Dr. Andrew W.C. Lee, MSc,DDS, MD, FRCD(C), Dip. ABOMS

Dr. Samuel P. Kucey, DDS, FRCD(C), Dip. ABOMS

Dr. Ed Zeligman, BSc, DDS 

Dr. H. Richard Biewald, DDS, FRCD(C)

Dr. Hassan G. Moghadam, DDS, MSc, FRCD(C)



Opening of Barrhaven
The Argyle Associates are proud to have opened their fifth community clinic in the past 30 years. 
We have had an excellent response from the professionals and patients in Barrhaven since the office was opened in 
early January 2017. It was great to see a lot of our friends at the office opening on April 4, 2017. Feel free to drop 
by and visit us at any time. We are offering full services in oral and maxillofacial surgery at this location. Included in 
this newsletter is a list of our contact people including coordinators and team contacts for the various services 
offered within the Argyle Associates. 

We look forward to being able to serve your patients, working with you as a member of your team.

We are pleased to have Will Hinz heading up our administrative team at Argyle 
Associates as Chief Operations Officer. Will is well-known in the Ottawa region 
(almost as well-known as his son who led the Carleton Ravens to four national bball 
titles in his career). Will is a lawyer with a human resources specialty and has a deep 
background in business, having been a principle in getting the Focus Eye Centres off 
the ground. We are very happy to have Will on our team. He has contributed an article 
of law and HR management in this issue, which we hope will be of interest to many 
of our dental confrères.

We are happy to welcome 
the following new staff members and 
also Dr. Adam Irvine is starting his 
fulltime practice with us this summer. 
Dr. Sam Kucey is retiring from 
full-time practice and will have a 
limited practice for the remainder of 
2017, but will be available.

What’s New at Argyle Associates

Dr. Adam Irvine, 
CD1, BEng, DMD, FRCD(c), Dip. ABOMS

The Argyle Associates will be implementing a monthly Clinical Tips case presentation on our website and we look 

forward to suggestions from our fellow professionals as to topics you would like to hear about. One of the first 

clinical discussions is on the use of a coronectomy on impacted teeth to reduce the risk and improve periodontal 

health, and minimize intraoral inflammation.
www.argyleassociates.com  

C L I N I C A L  T I P S

We hope that 
you can make it out 
to our unique sessions!

The Argyle Associates are excited to present their 2nd Annual
Outreach Continuing Educational Program

The 2017 lecture series will include current topics of interest to you, the Dental 
Professional.  They will be geared to your practice and informative for your staff.

Sessions will begin at 6:00pm, light dinner and CE credits will be provided. As 
always, we encourage the sessions to be as interactive as possible. If there  are 

cases of interest to you or topics you would like discussed please contact:

TEAMWORK: THE IDEAL WAY 
TO BUILD YOUR PRACTICE

Monica Levesque 613-302-8472 | MLevesque@argyleassociates.com
The sessions are at no charge

DATE SPEAKER TOPIC

KEMPTVILLE 9 Bridge St, Oxford Mills

Thursday June 8, 2017 Sedation for your patient; When, Why, How?Dr. Ed Zeligman

Odontogenic CystsDr. Andrew Lee

DATE SPEAKER TOPIC

ARNPRIOR 24 Elgin St West

Wednesday  June 7, 2017
Sedation for your patient; When, Why, How?Dr. Ed Zeligman

Intro to TMJ SurgeryDr. Richard Biewald

DATE SPEAKER TOPIC

BARRHAVEN 10-3091 Strandherd Drive

Odontogenic CystsDr. Andrew Lee
Monday June 5, 2017

OsteomyelitisDr. Hassan Moghadam

Monday June 19, 2017 Street Drugs: What you need to knowDr. Taylor McGuire

CARLING
DATE SPEAKER TOPIC

100-2255 Carling Avenue

Thursday June 1, 2017 Oral Pathology for the GP Dr. Kevin Butterfield

Tuesday June 6, 2017
Sedation for your patient; When, Why, How?Dr. Ed Zeligman

Management of bleeding, anticoagulants and
prophylactic antibiotics.

Dr. Adam Irvine

DATE SPEAKER TOPIC

PEMBROKE 1 International Drive

Tuesday June 13, 2017
Street Drugs: What you need to knowDr. Taylor McGuire
OsteomyelitisDr. Hassan Moghadam

Sedation for your patient; When, Why, How?Dr. Ed Zeligman

Intro to TMJ SurgeryDr. Richard Biewald
Monday June 26, 2017

The following lectures will be eligible for CE Credits 

Thank you to our sponsors for their continued support!
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Why Fentanyl?
We should be aware that Canadian physicians and dentists have been 
identified as very heavy prescribers of opioids in North America. We 
have lessened our prescriptions and controlled OxyContin (a change 
to OxyNeo) has made it more difficult to tamper with for injection 
use.  With their easier sources drying up, users have had to turn to 
alternatives.  Fentanyl in its small quantities and potency can be easily 
transported.  It is now manufactured legally and illegally in many 
locations through the world including China.  In very small quantities 
fentanyl is immensely powerful – over 100 times the potency of 
morphine and 50 times as that of heroin.  Fentomylin, its powder 
form, is undetectable by smell or taste and it is often used as an 
additive for other drugs or even as counterfeit oxycodone.  Commen-
surately, the danger of overdose due to respiratory depression, is 
exponentially increased.    

On the street, a kilogram of heroin (at $60,000) would be nothing 
compared to the value of a kilogram of fentanyl (over $100 million).  
Illegal drug producers throughout the world have recognized this 
simpler, less bulky drug as a profit centre.  It has been utilized in 
heroin to boost effectiveness and, because of its potency in micro-
gram amounts, mistakes are very easily made.  With the better safe-
guarding of prescription narcotics in our offices, pharmacies and 
homes, the shift to new illicit drugs is here and here to stay.  What 
used to be limited supply when fentanyl patches were stolen, this 
drug which can be snorted, smoked, injected, or taken orally has risen 
dramatically in popularity.

Actions We Can Take
As a parent or counsellor for young people (which we all are at home 
and in our practices), what can we do?  The arguments against use 
have to be persuasive.  I personally believe that peer-provided educa-
tion, talks from those who have experienced, and survived, the 
life-changing, life-threatening horrors of opioid addiction, is more 
effective than a parental lecture.  We have to open our minds and 
start realizing that is here to stay and, with close to 20% of children 
between 12 and 17 experimenting, and the very strong gravitational 
pull of peer pressure we have to stress safety; and that will mean 
reconsidering the possibilities of safe sites.  The police in Ottawa 
have recently made a very good decision, which will overnight change 
the outcomes for many otherwise terminal overdoses.  No longer will 
all individuals at the scene be charged.  A user who calls for help for 
an unconscious victim at his or her side will not be subject to criminal 
prosecution.  This has been a huge deterrent to contacting authorities 
in the past.  This law was just passed in early May 2017.  

In the way of prevention of fatal outcomes, Naloxone kits are critical.  
Our children have been wise in the area of drinking and driving; desig-
nated drivers are commonplace.  We have drilled into our children’s 
heads the idea of safe conduct when drinking.  They have, for the 
most part, been more responsible than our generation was.  The 
punitive drinking and driving laws have contributed to that, but 
mostly it is personal education and common sense.  The same has to 
apply to opioid use.  Naloxone narcotic reversal kits should be 
available to all.  This would mean that virtually every site of recre-
ational drug use would become a safer site.  Of course, it is only 
possible if our youth get the idea of a designated non-user on site.  
There is the potential for much greater safety in the fact that most 
opioid deaths are inadvertent.  These tragic outcomes were not 
desired and, as such, prevention is a possibility.  
(One note of caution:  With the recent appearance of carfentanyl and 
acrylfentanyl, even more lethal forms of fentanyl, even naloxone may not 
suffice as a reversal agent.) 
http://drugfree.org/article/overdose-response-treatment/; 
http://www.crossroadstoday.com/story/35392349/new-naloxone-
resistant-drug-acrylfentanyl-is-a-public-health-emergency

Recognizing and seeking treatment for those addicted and convincing our 
health care system that this is a disease for which funding is necessary is 
critical in prevention and treatment.   

Recent “summits” and conferences in Europe, the US and Canada, have 
highlighted much of the progress and rapidly developing advice on improv-
ing outcomes.  Ottawa Public Health has a very good active website with 
statistical updates and identification of resources, and a good overview of 
the opioid problem.
http://ottawa.ca/en/residents/public-health/healthyliving/
alcohol-drugs-and-tobacco/drugs; 
http://ottawa.ca/en/residents/public-health/healthyliving/
alcohol-drugs-and-tobacco/drugs#infographic-data-table

As the war on drugs has taught us, we are not going to win this one, we can 
only put all possible programs in place to prevent adverse outcomes and 
treat the disease.

A quick look at the demographics of deaths related to opioid (fentanyl) 
overdose is chilling.   In the past two years, more people have died from 
opioids in the United States than died in the entire six-year Viet Nam war.  
These are often young people at the prime of their life with great hopes for 
the future.  Gone.  Vanished.  The proportion of female deaths has also 
been increasing, starting to rise above the 4:1 (male to female) ratio of the 
past ten years.  This epidemic has broad-reaching implications for 
emotional health for all of those impacted.  We will never “cure” the 
perceived need for recreational drugs, we have to focus on prevention and 
treatment.  

We are now at a crossroads in Canada, where we have made a decision to 
legalize a commonly used drug in marijuana.  Some are encouraged by 
recent reports that in jurisdictions where marijuana has been legalized, 
opioid use has decreased.  It remains to be seen whether this is temporary 
or a true change in preferences.  

One thing for sure, our responsibilities to provide education, safety, and 
promote moderation and treatment will only increase from this point 
forward.  Are we ready?

To summarize, in our practices and in our homes: 

As a prescribing professional, we have to make every effort to educate 
and limit access to opioid prescriptions – this includes substituting other 
pharmaceuticals for opioids whenever possible;

As a government, we have to allocate resources to find and limit the illicit 
sources of drugs while simultaneously educating the public and users as 
to their dangers.   We have to invest more in addiction programs and 
recovery programs. The use of substitute non-craving medications, such 
as methodone and suboxone, has proven useful and, in many cases, has 
provided complete rehabilitation.  More resources are needed in consid-
eration of safe sites and has to be in the conversation;

The availability of Naloxone or reversal kits has to be universal.  A recent 
positive development has been the introduction in social media of an app 
on the use of Naloxone and the importance of being prepared for adverse 
outcomes.  It is also encouraging that the government has recently 
become proactive in this area;

As a parent, we have to develop the persuasive argument for our children 
and loved ones to help educate and limit the dangers posed by opioids 
and fentanyl by awareness.  As stated earlier, peer experience has to be a 
large part of this program in order for it to be effective.  Again, educa-
tional facilities, family professionals, physicians, dentists, pharmacists, 
and parents have to continually educate themselves and have frank 
discussions with their children.  This includes the mantra – “Don’t mix 
your drugs”.    (There are many resources available on how to have this 
talk with your child.)  References:
https://www.drugabuse.gov/publications/marijuana-facts-
parents-need-to-know/talking-to-your-kids-communicating-risks; 
http://drugfree.org/article/how-to-talk-with-your-teen/; 
http://drugfree.org/article/secure-dispose-of-medicine-properly/
http://drugfree.org/parent-blog-tag/parents-of-kids-using-drugs/

Whether the patient, prescriber or dispenser, these drugs and prescrip-
tions must be carefully monitored, locked up and dispensed (limiting the 
number of pills, substituting effective alternatives) and disposed of with 
care.

Encourage loved ones in the grips of addiction to consider medication-
assisted treatment (anti-craving / methadone / suboxone).  Encourage 
community-based rehab clinics.  A great example is the Sandy Hill clinic 
in the Ottawa area.  It is a beacon of hope for many in the throes of 
opioid addiction. (Ottawa Public Health identifies many other resources.)  

1.

2.

3.

4.

5.

6.

Dr Samuel P. Kucey

So you may ask, “I have never prescribed fentanyl and don’t intend to, so how does this affect me as a professional?”  Putting aside the fact 
that it affects each and every one of us who has a concern about public health, consider the following before we review how fentanyl gained 
this foothold in our society:  Statistically, last year, over 350,000 deaths in North America were attributed to opioid overdoses.  This is a ten-fold 
increase over the past dozen years.  A lot of those deaths have been directly attributable to the purposeful or secondary presence of fentanyl 
as an opioid recreational drug. 

While Ontario is lagging behind in providing the latest full year concrete statistics and we do not have accurate Canadian-wide statistics at this 
point, it would be safe to say that literally thousands of young people will die this year from a fentanyl-related death where opioids are involved 
as recreational drugs.  In 2015, the latest full year for which statistics are available, 48 deaths in the Ottawa area were due to unintentional 
drug overdose, 29 of these opioid-related.  Consider this:  In British Columbia where they have made the resources available to carefully look 
at the statistics involving fentanyl, in the first two months of 2017, there has been a remarkable 90% increase in the deaths attributed directly 
to fentanyl use compared to the same period in 2016.

This year alone, close to a thousand people will die in British Columbia in overdose cases 
where fentanyl is detected – and that is only one province.  The government of B.C. 
recently declared a “public health epidemic” related to fentanyl overdose.  Recently in 
B.C., six promising young human beings tragically died of a fentanyl-related overdose in 
one evening alone.    

In Ottawa, public health records show emergency 
room visits for drug overdose have increased from 
an average of 80 to over a 100 per month in the 
last six months.

The government of Ontario and our colleges have 
been proactive in some cases, but primarily 
reactive as this epidemic has unfolded.  Presently, 
as professionals, along with physicians and 
pharmacists, we are much more diligent in making 
sure that false prescriptions are not created.  (For 
instance, we have added photo ID as a prerequi-
site for narcotic prescriptions in the past five 
years.)  We should all by now be aware of the need 
for safe practices in minimizing the occasions 
when opioids are prescribed, being cautious about 
the quantities when opioids are prescribed, utiliz-
ing alternative drugs (appropriate doses of 
anti-inflammatories, newer drugs such as Trama-
dol) and educating family members and patients 
in the appropriate disposal of drugs.  

On May 8, the Canadian Medical Association 
released new National guidelines for prescribing 
opioids aimed at limiting quantities and substitut-
ing alternative drug therapies. In the spring, the 
Royal College of Dental Surgeons of Ontario, the 
College’s upcoming actions to monitor opioid 
prescribing habits of Ontario dentists were laid 
out (as a result of the November 16 opioid summit 
in Ottawa).

An approach I have used for the past two years 
when prescribing an opioid is a conversation with 
the patient (and parent where applicable) on the 
dangers and safe effective use, storage and 
disposal of drugs.  Parents have begun to live in 
fear to the point of allowing their loved ones to 
suffer rather than utilize opioids in pain control.  
Responsible management of the prescription is, in 
itself, a preventive measure.

As dental professionals, we are each prescribers of opioids in the provision of “best practice” for our 
patients.  While the addictive nature of long-term opioid use has been known since the drugs were first 
utilized centuries ago, presently, there is increasing concern about where prescribing habits intersect with 
what is rapidly becoming one of society’s modern epidemics – opioid overdoses related to increasing 
fentanyl presence.

OPIOIDS & FENTANYL:  AN EPIDEMIC
By Samuel P. Kucey
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http://drugfree.org/article/overdose-response-treatment/; 
http://www.crossroadstoday.com/story/35392349/new-naloxone-
resistant-drug-acrylfentanyl-is-a-public-health-emergency

Recognizing and seeking treatment for those addicted and convincing our 
health care system that this is a disease for which funding is necessary is 
critical in prevention and treatment.   

Recent “summits” and conferences in Europe, the US and Canada, have 
highlighted much of the progress and rapidly developing advice on improv-
ing outcomes.  Ottawa Public Health has a very good active website with 
statistical updates and identification of resources, and a good overview of 
the opioid problem.
http://ottawa.ca/en/residents/public-health/healthyliving/
alcohol-drugs-and-tobacco/drugs; 
http://ottawa.ca/en/residents/public-health/healthyliving/
alcohol-drugs-and-tobacco/drugs#infographic-data-table

As the war on drugs has taught us, we are not going to win this one, we can 
only put all possible programs in place to prevent adverse outcomes and 
treat the disease.

A quick look at the demographics of deaths related to opioid (fentanyl) 
overdose is chilling.   In the past two years, more people have died from 
opioids in the United States than died in the entire six-year Viet Nam war.  
These are often young people at the prime of their life with great hopes for 
the future.  Gone.  Vanished.  The proportion of female deaths has also 
been increasing, starting to rise above the 4:1 (male to female) ratio of the 
past ten years.  This epidemic has broad-reaching implications for 
emotional health for all of those impacted.  We will never “cure” the 
perceived need for recreational drugs, we have to focus on prevention and 
treatment.  

We are now at a crossroads in Canada, where we have made a decision to 
legalize a commonly used drug in marijuana.  Some are encouraged by 
recent reports that in jurisdictions where marijuana has been legalized, 
opioid use has decreased.  It remains to be seen whether this is temporary 
or a true change in preferences.  

One thing for sure, our responsibilities to provide education, safety, and 
promote moderation and treatment will only increase from this point 
forward.  Are we ready?

To summarize, in our practices and in our homes: 

As a prescribing professional, we have to make every effort to educate 
and limit access to opioid prescriptions – this includes substituting other 
pharmaceuticals for opioids whenever possible;

As a government, we have to allocate resources to find and limit the illicit 
sources of drugs while simultaneously educating the public and users as 
to their dangers.   We have to invest more in addiction programs and 
recovery programs. The use of substitute non-craving medications, such 
as methodone and suboxone, has proven useful and, in many cases, has 
provided complete rehabilitation.  More resources are needed in consid-
eration of safe sites and has to be in the conversation;

The availability of Naloxone or reversal kits has to be universal.  A recent 
positive development has been the introduction in social media of an app 
on the use of Naloxone and the importance of being prepared for adverse 
outcomes.  It is also encouraging that the government has recently 
become proactive in this area;

As a parent, we have to develop the persuasive argument for our children 
and loved ones to help educate and limit the dangers posed by opioids 
and fentanyl by awareness.  As stated earlier, peer experience has to be a 
large part of this program in order for it to be effective.  Again, educa-
tional facilities, family professionals, physicians, dentists, pharmacists, 
and parents have to continually educate themselves and have frank 
discussions with their children.  This includes the mantra – “Don’t mix 
your drugs”.    (There are many resources available on how to have this 
talk with your child.)  References:
https://www.drugabuse.gov/publications/marijuana-facts-
parents-need-to-know/talking-to-your-kids-communicating-risks; 
http://drugfree.org/article/how-to-talk-with-your-teen/; 
http://drugfree.org/article/secure-dispose-of-medicine-properly/
http://drugfree.org/parent-blog-tag/parents-of-kids-using-drugs/

Whether the patient, prescriber or dispenser, these drugs and prescrip-
tions must be carefully monitored, locked up and dispensed (limiting the 
number of pills, substituting effective alternatives) and disposed of with 
care.

Encourage loved ones in the grips of addiction to consider medication-
assisted treatment (anti-craving / methadone / suboxone).  Encourage 
community-based rehab clinics.  A great example is the Sandy Hill clinic 
in the Ottawa area.  It is a beacon of hope for many in the throes of 
opioid addiction. (Ottawa Public Health identifies many other resources.)  
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So you may ask, “I have never prescribed fentanyl and don’t intend to, so how does this affect me as a professional?”  Putting aside the fact 
that it affects each and every one of us who has a concern about public health, consider the following before we review how fentanyl gained 
this foothold in our society:  Statistically, last year, over 350,000 deaths in North America were attributed to opioid overdoses.  This is a ten-fold 
increase over the past dozen years.  A lot of those deaths have been directly attributable to the purposeful or secondary presence of fentanyl 
as an opioid recreational drug. 

While Ontario is lagging behind in providing the latest full year concrete statistics and we do not have accurate Canadian-wide statistics at this 
point, it would be safe to say that literally thousands of young people will die this year from a fentanyl-related death where opioids are involved 
as recreational drugs.  In 2015, the latest full year for which statistics are available, 48 deaths in the Ottawa area were due to unintentional 
drug overdose, 29 of these opioid-related.  Consider this:  In British Columbia where they have made the resources available to carefully look 
at the statistics involving fentanyl, in the first two months of 2017, there has been a remarkable 90% increase in the deaths attributed directly 
to fentanyl use compared to the same period in 2016.

This year alone, close to a thousand people will die in British Columbia in overdose cases 
where fentanyl is detected – and that is only one province.  The government of B.C. 
recently declared a “public health epidemic” related to fentanyl overdose.  Recently in 
B.C., six promising young human beings tragically died of a fentanyl-related overdose in 
one evening alone.    

In Ottawa, public health records show emergency 
room visits for drug overdose have increased from 
an average of 80 to over a 100 per month in the 
last six months.

The government of Ontario and our colleges have 
been proactive in some cases, but primarily 
reactive as this epidemic has unfolded.  Presently, 
as professionals, along with physicians and 
pharmacists, we are much more diligent in making 
sure that false prescriptions are not created.  (For 
instance, we have added photo ID as a prerequi-
site for narcotic prescriptions in the past five 
years.)  We should all by now be aware of the need 
for safe practices in minimizing the occasions 
when opioids are prescribed, being cautious about 
the quantities when opioids are prescribed, utiliz-
ing alternative drugs (appropriate doses of 
anti-inflammatories, newer drugs such as Trama-
dol) and educating family members and patients 
in the appropriate disposal of drugs.  

On May 8, the Canadian Medical Association 
released new National guidelines for prescribing 
opioids aimed at limiting quantities and substitut-
ing alternative drug therapies. In the spring, the 
Royal College of Dental Surgeons of Ontario, the 
College’s upcoming actions to monitor opioid 
prescribing habits of Ontario dentists were laid 
out (as a result of the November 16 opioid summit 
in Ottawa).

An approach I have used for the past two years 
when prescribing an opioid is a conversation with 
the patient (and parent where applicable) on the 
dangers and safe effective use, storage and 
disposal of drugs.  Parents have begun to live in 
fear to the point of allowing their loved ones to 
suffer rather than utilize opioids in pain control.  
Responsible management of the prescription is, in 
itself, a preventive measure.

As dental professionals, we are each prescribers of opioids in the provision of “best practice” for our 
patients.  While the addictive nature of long-term opioid use has been known since the drugs were first 
utilized centuries ago, presently, there is increasing concern about where prescribing habits intersect with 
what is rapidly becoming one of society’s modern epidemics – opioid overdoses related to increasing 
fentanyl presence.

OPIOIDS & FENTANYL:  AN EPIDEMIC
By Samuel P. Kucey



been with the practice for an average of 10 years and there are no 
employment agreements in place.    If the dentist wishes to discontinue 
his or her practice and has no partners or associates to continue the 
practice, he or she is legally required to pay “common law” termination 
pay to the employees.   Based on the example of the receptionist 
above, this amount could be as much as $300,000 to $400,000 (or 
possibly more) depending on the ages and particular circumstances of 
the employees.  Furthermore, the actual amount of termination pay is 
open to debate and discussion.    Alternatively, if the dentist sells the 
practice, this liability is passed along to the purchaser.   The purchaser 
may not want to hire the staff or will likely want to negotiate a signifi-
cant reduction in the purchase price to take into account the fact that 
the purchaser is inheriting this potential liability. 

Getting Existing Employees To Sign An Employment 
Agreement

All new employees should sign an employment agreement before they 
start working.   The agreement may not be enforceable if the agree-
ment is signed after the employee starts working even if it was only an 
hour or two after the employee had commenced work.   It is recom-
mended that prospective employees be provided with a draft copy of 
the employment agreement several days before they commence 
employment and be encouraged to carefully review the agreement and 
seek legal advice before signing.    Otherwise, the employee many years 
later can take the position that the agreement is not enforceable 
because he or she didn’t fully understand what he or she was signing.  If 
the court agrees, then the agreement is void and the common law 
would apply.

One of the trickiest situations in employment law is getting employees 
to sign an employment agreement after they have already been work-
ing for the practice without an agreement.  At a minimum, the 
employer must offer some type of benefit (a pay increase, a year end 
bonus, etc.) in exchange for signing the agreement.   As well, the 
employee must be given an opportunity to seek legal advice.   In light 
of the fact that an employee will be surrendering his or her common law 
entitlements (which, as outlined above, can be quite generous) in 
exchange for the termination provisions of the agreement, the 
employee, who has sought advice or has a basic understanding of   
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employment law, may be reluctant to sign the agreement.   To address 
this issue, employers may want to offer termination benefits that are   
more generous than those set out in the ESA and are closer to what is 
available under the common law.   In this case, the primary advantage 
of the employment agreement is that both the employer and employee 
know exactly the amount of termination pay or notice required which 
reduces the likelihood of expensive legal disputes.  Another approach 
that the employer can take is to insist that the employee sign the 
agreement in exchange for the bonus or salary increase being offered 
otherwise the employee will be given working notice immediately and 
his or her employment will be terminated at the end of the working 
notice period.    Obviously, this approach is less than ideal and can lead 
to very hard feelings between the employer and employee. 

In summary, wages are typically the largest expense of any dental 
practice.  The absence of employment contracts can result in significant 
additional wage costs and legal fees.    At a minimum, all new employ-
ees should be required to sign an employment agreement and careful 
consideration should be given to the possibility of having existing 
employees sign employment agreements if this can be done without 
causing too much disruption and employee unrest within the practice.

In our next newsletter, we will discuss some tips and suggestions on 
how practices can deal with disabled or difficult employees.  

Will Hinz
Disclaimer
This article is provided for general information only and is not inten-
ded as professional legal advice.  Its contents are not intended to 
provide legal opinions and readers should, therefore, seek professio-
nal legal advice on any particular employment issues which concern 
them. 

**************************************

Argyle Associates is very pleased to announce that starting in the fall, Argyle 

will be hosting a series of business seminars for dentists and members of their 

management team.    The seminars will be conducted by experts in the field of 

law, accounting, tax and other practice management areas and will comple-

ment our very popular and ongoing lecture series on various clinical topics. 
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The minimum basic terms and conditions of any employment arrange-
ment in Ontario are set out in the Employment Standards Act (ESA).   
This legislation establishes such things as minimum wages, vacation 
entitlements, statutory holidays, lunch break requirements, overtime pay, 
leaves of absence and so forth.

With respect to termination, the ESA states that employees are essen-
tially entitled to either “notice or pay in lieu of notice” of one week for 
every full year of service up to a maximum of eight weeks.   Severance 
pay, which applies to employers with more than 50 employees or a 
payroll of greater than $2.5 million,  will not be discussed in this article.  

It is very important to note that the ESA sets out the minimum manda-
tory terms.  If an employment contract has any clauses which provide for 
less than what the employee is entitled to under the ESA, the entire 
agreement will likely be unenforceable.

Common Law Employment Principles

In the absence of a valid, binding employment agreement, the employ-
ment relationship is subject to common law principles.   “Common law” 
essentially means “judge-made law”. Many employers are surprised to 
discover that, in the absence of an employment agreement, the termina-
tion provisions of the common law, not the ESA, applies.   Under the 
common law, the termination entitlements of employees are significantly 
more generous than the ESA. Generally speaking, employees are entitled 
to receive “notice or pay in lieu of notice” of 2 to 4 weeks for every year 
of service depending on their age, position within the company, likeli-
hood of finding alternative employment, etc. 

Consider for instance, the termination of a receptionist who is 55 years 
old, earns $40,000 and has worked for the dental practice for twenty 
years.   In this case, since the employee had a relatively junior position, 
her termination entitlement would be towards the lower end of the scale.   
On the other hand, her age and limited employment options, would push 
her towards the higher end of the scale.    Under the common law, there 
are no hard and fast rules.   Many factors are considered and the final 
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decision can be quite subjective and at the judge’s discretion. Let’s 
assume the receptionist rejects the employer’s termination offer and 
takes the matter to court and the judge awards her 3 weeks for every 
year of service. Her termination pay would then be 60 weeks or 
$46,154 plus the employer’s share of payroll contributions (e.g. CPP 
and EI premiums) as well as the continuation of any group benefits 
plan, yearly bonuses and any other employee benefits that would 
have normally been received during the notice period. 

In this case, an employment agreement could have stated that, in 
the event of a termination, the employee would have received what-
ever she was entitled to under the ESA.  Assuming that the sever-
ance provisions do not apply, the employee would have been entitled 
to 8 weeks “notice or pay in lieu of notice” or, in other words, 
$6,154. Not only is the amount of the termination pay significantly 
lower than under the common law, the amount is clearly established 
which minimizes the risk of the employer getting drawn into a legal 
dispute.    The advantages of the agreement become clearer.

Working notice

Earlier in this article, the expression “notice or pay in lieu of notice” 
was used.   This means that, with respect to termination pay, the 
employer always has the option of giving notice to the employee of 
termination rather than termination pay.   So, in the example above, 
the employer, instead of paying 60 weeks of termination pay to the 
receptionist, could have told the receptionist that her employment 
will end in 60 weeks.   Needless to say, working notice can be very 
problematic since the employee may no longer feel any obligation to 
the employer, may do the bare minimum amount of work, may be a 
negative influence on the rest of the staff and may no longer be 
trustworthy.  In most cases, employers are advised to simply pay the 
termination pay and end the relationship immediately rather than 
have an unhappy and disgruntled employee stick around for many 
weeks or months.

Selling or Retiring From Your Practice

Many dentists are not aware that ongoing employee obligations are 
one of the greatest stumbling blocks to retiring or selling their 
practice.   Let’s assume that a dentist has 8 staff members that have 
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Many dentists have staff members that have been with the practice for many years.  In the past, and 
even still now, numerous professionals prefer to avoid the legal formalities of having employees sign 
employment contracts.    They feel that a handshake and a verbal commitment are enough.   If things 
don’t work out, the practice will simply let the employee go.   Unfortunately, as many dentists have 
painfully discovered, the solution is not that simple. This article will provide a general overview of the 
basic employment law principles in Ontario and discuss some of the pitfalls and consequences of not 
having proper employment agreements in place for all staff members.

WILL HINZ  B.Comm, M.A., L,LB

Why Employment Agreements 
Are So Important for a Dental Practice

Will is the Chief Operating Officer of Argyle Associates.  He is a lawyer who has 
worked previously in private legal practice and has been employed as general 
counsel for several companies.

The Ontario Employment Standards Act



been with the practice for an average of 10 years and there are no 
employment agreements in place.    If the dentist wishes to discontinue 
his or her practice and has no partners or associates to continue the 
practice, he or she is legally required to pay “common law” termination 
pay to the employees.   Based on the example of the receptionist 
above, this amount could be as much as $300,000 to $400,000 (or 
possibly more) depending on the ages and particular circumstances of 
the employees.  Furthermore, the actual amount of termination pay is 
open to debate and discussion.    Alternatively, if the dentist sells the 
practice, this liability is passed along to the purchaser.   The purchaser 
may not want to hire the staff or will likely want to negotiate a signifi-
cant reduction in the purchase price to take into account the fact that 
the purchaser is inheriting this potential liability. 

Getting Existing Employees To Sign An Employment 
Agreement

All new employees should sign an employment agreement before they 
start working.   The agreement may not be enforceable if the agree-
ment is signed after the employee starts working even if it was only an 
hour or two after the employee had commenced work.   It is recom-
mended that prospective employees be provided with a draft copy of 
the employment agreement several days before they commence 
employment and be encouraged to carefully review the agreement and 
seek legal advice before signing.    Otherwise, the employee many years 
later can take the position that the agreement is not enforceable 
because he or she didn’t fully understand what he or she was signing.  If 
the court agrees, then the agreement is void and the common law 
would apply.

One of the trickiest situations in employment law is getting employees 
to sign an employment agreement after they have already been work-
ing for the practice without an agreement.  At a minimum, the 
employer must offer some type of benefit (a pay increase, a year end 
bonus, etc.) in exchange for signing the agreement.   As well, the 
employee must be given an opportunity to seek legal advice.   In light 
of the fact that an employee will be surrendering his or her common law 
entitlements (which, as outlined above, can be quite generous) in 
exchange for the termination provisions of the agreement, the 
employee, who has sought advice or has a basic understanding of   
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employment law, may be reluctant to sign the agreement.   To address 
this issue, employers may want to offer termination benefits that are   
more generous than those set out in the ESA and are closer to what is 
available under the common law.   In this case, the primary advantage 
of the employment agreement is that both the employer and employee 
know exactly the amount of termination pay or notice required which 
reduces the likelihood of expensive legal disputes.  Another approach 
that the employer can take is to insist that the employee sign the 
agreement in exchange for the bonus or salary increase being offered 
otherwise the employee will be given working notice immediately and 
his or her employment will be terminated at the end of the working 
notice period.    Obviously, this approach is less than ideal and can lead 
to very hard feelings between the employer and employee. 

In summary, wages are typically the largest expense of any dental 
practice.  The absence of employment contracts can result in significant 
additional wage costs and legal fees.    At a minimum, all new employ-
ees should be required to sign an employment agreement and careful 
consideration should be given to the possibility of having existing 
employees sign employment agreements if this can be done without 
causing too much disruption and employee unrest within the practice.

In our next newsletter, we will discuss some tips and suggestions on 
how practices can deal with disabled or difficult employees.  

Will Hinz
Disclaimer
This article is provided for general information only and is not inten-
ded as professional legal advice.  Its contents are not intended to 
provide legal opinions and readers should, therefore, seek professio-
nal legal advice on any particular employment issues which concern 
them. 
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The minimum basic terms and conditions of any employment arrange-
ment in Ontario are set out in the Employment Standards Act (ESA).   
This legislation establishes such things as minimum wages, vacation 
entitlements, statutory holidays, lunch break requirements, overtime pay, 
leaves of absence and so forth.

With respect to termination, the ESA states that employees are essen-
tially entitled to either “notice or pay in lieu of notice” of one week for 
every full year of service up to a maximum of eight weeks.   Severance 
pay, which applies to employers with more than 50 employees or a 
payroll of greater than $2.5 million,  will not be discussed in this article.  

It is very important to note that the ESA sets out the minimum manda-
tory terms.  If an employment contract has any clauses which provide for 
less than what the employee is entitled to under the ESA, the entire 
agreement will likely be unenforceable.

Common Law Employment Principles

In the absence of a valid, binding employment agreement, the employ-
ment relationship is subject to common law principles.   “Common law” 
essentially means “judge-made law”. Many employers are surprised to 
discover that, in the absence of an employment agreement, the termina-
tion provisions of the common law, not the ESA, applies.   Under the 
common law, the termination entitlements of employees are significantly 
more generous than the ESA. Generally speaking, employees are entitled 
to receive “notice or pay in lieu of notice” of 2 to 4 weeks for every year 
of service depending on their age, position within the company, likeli-
hood of finding alternative employment, etc. 

Consider for instance, the termination of a receptionist who is 55 years 
old, earns $40,000 and has worked for the dental practice for twenty 
years.   In this case, since the employee had a relatively junior position, 
her termination entitlement would be towards the lower end of the scale.   
On the other hand, her age and limited employment options, would push 
her towards the higher end of the scale.    Under the common law, there 
are no hard and fast rules.   Many factors are considered and the final 
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decision can be quite subjective and at the judge’s discretion. Let’s 
assume the receptionist rejects the employer’s termination offer and 
takes the matter to court and the judge awards her 3 weeks for every 
year of service. Her termination pay would then be 60 weeks or 
$46,154 plus the employer’s share of payroll contributions (e.g. CPP 
and EI premiums) as well as the continuation of any group benefits 
plan, yearly bonuses and any other employee benefits that would 
have normally been received during the notice period. 

In this case, an employment agreement could have stated that, in 
the event of a termination, the employee would have received what-
ever she was entitled to under the ESA.  Assuming that the sever-
ance provisions do not apply, the employee would have been entitled 
to 8 weeks “notice or pay in lieu of notice” or, in other words, 
$6,154. Not only is the amount of the termination pay significantly 
lower than under the common law, the amount is clearly established 
which minimizes the risk of the employer getting drawn into a legal 
dispute.    The advantages of the agreement become clearer.

Working notice

Earlier in this article, the expression “notice or pay in lieu of notice” 
was used.   This means that, with respect to termination pay, the 
employer always has the option of giving notice to the employee of 
termination rather than termination pay.   So, in the example above, 
the employer, instead of paying 60 weeks of termination pay to the 
receptionist, could have told the receptionist that her employment 
will end in 60 weeks.   Needless to say, working notice can be very 
problematic since the employee may no longer feel any obligation to 
the employer, may do the bare minimum amount of work, may be a 
negative influence on the rest of the staff and may no longer be 
trustworthy.  In most cases, employers are advised to simply pay the 
termination pay and end the relationship immediately rather than 
have an unhappy and disgruntled employee stick around for many 
weeks or months.

Selling or Retiring From Your Practice

Many dentists are not aware that ongoing employee obligations are 
one of the greatest stumbling blocks to retiring or selling their 
practice.   Let’s assume that a dentist has 8 staff members that have 
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Many dentists have staff members that have been with the practice for many years.  In the past, and 
even still now, numerous professionals prefer to avoid the legal formalities of having employees sign 
employment contracts.    They feel that a handshake and a verbal commitment are enough.   If things 
don’t work out, the practice will simply let the employee go.   Unfortunately, as many dentists have 
painfully discovered, the solution is not that simple. This article will provide a general overview of the 
basic employment law principles in Ontario and discuss some of the pitfalls and consequences of not 
having proper employment agreements in place for all staff members.

WILL HINZ  B.Comm, M.A., L,LB

Why Employment Agreements 
Are So Important for a Dental Practice

Will is the Chief Operating Officer of Argyle Associates.  He is a lawyer who has 
worked previously in private legal practice and has been employed as general 
counsel for several companies.

The Ontario Employment Standards Act



Friday October 6th, 2017
AND THE DENTAL PATIENTCANCER

This program will identify care of the cancer patient in Ottawa 
in 2017 and concentrate on the role of appropriate dental care 
and the optimal management of oral and systemic cancers. 
This comprehensive review will be hosted by the Argyle Asso-
ciates as their 29th Annual Education Day, Friday October 6th, 
2017 at the Ottawa Conference Event Center.

ORAL CANCER, DETECTION,
TREATMENT & LONG-TERM MANAGEMENT

* * Register early as spots will fill quickly based on last year’s attendance
* * Inquire directly for our "Group Office Discount"

RSVP: Monica Levesque, Practice Representative, Argyle Associates in OMFS
mlevesque@argyleassociates.com or 613-302-8472 

Don’t miss out on this informative event for all the dental practitioners, hygienists and staff.
For further details, contact our Practice Representative, Monica Levesque.

Sponsor-Approved Category 2 : 5.5 CE credits awarded for full day attendance.

REGISTRATION FEES:
Dentists / Specialists - - - - - - - - - - -  $75.00
Auxiliary Staff - - - - - - - - - - - - - - - -  $75.00
All net proceeds to go to: CHEO Dental Clinic

LOCATION: Ottawa Conference and Event Centre
200 Coventry Road, Ottawa ON  K1K 4S3
REGISTRATION TIME: 8:00am - 8:30am 
TIME: 8:30am - 3:30pm

Argyle Associates Education Day

Topics covered will include:
Detection and Biopsy Technique: Fact and Fiction
Histological Protein Markers and their Potential Role in 
Long-Term Oral Cancer prediction
Hyperbaric Oxygen Therapy
Radiation, Medical and Surgical Techniques in Oral and 
Head-and-Neck Cancer
Functional Reconstruction of the Oral Cancer Patient
HPV and its role in Oropharyngeal Cancer: Implications 
to the Dentist
The Digital Platform from Diagnosis to Surgical Treatment 
and Reconstruction

Our Outstanding Group of Educators includes:
Dr. David Mock, 
Dean Emeritus, Oral Pathology/Oral Medicine - University of Toronto
Dr. Christina McCord, 
Oral Pathology - University of Western Ontario 
Dr. Marc Gaudet, 
Radiation Oncologist - University of Ottawa
Dr. John Wolfaardt, 
Maxillofacial Prostho/ Head and Neck - University of Alberta
Dr. Michael Odell, 
Head and Neck Surgery - University of Ottawa
Dr. Yelitza Ararat, 
Prosthodontist - Ottawa Hospital
Argyle Associates Staff - Ottawa Hospital

This year, the Argyle Associates are very excited to host the 29th Annual Education Day. A head-count of over 
7,000 in total have attended the sessions over the past three decades. This year, we are excited to have a 
program at the highest level on a topic of increasing interest in dentistry – the management of oral cancer and 
cancer patients in the general dental practice. 

From detection to biopsy techniques to current advances in predicting outcomes of lesions, the program prom-
ises to have something for everyone. Please be sure to bring your staff and hygiene divisions as these topics will 
be of interest to all. This year, we will not have a separate auxiliary session, so we expect to fill up quickly. 
Reserve your spot today.

Our clinicians and educators are diverse and represent institutions of medicine and dentistry across the country. 
See inside for the entire program. Be sure to send any questions you may wish to have answered during our 
panel discussions and presentations. 

We look forward to seeing a lot of our friends in dentistry and healthcare providers on October 6 2017, 
at the Coventry Road / Hampton Inn complex.

KANATA 
15-499 Terry Fox Drive
Kanata, ON  K2T 1H7

ARNPRIOR 
4 Arthur Street
Arnprior, ON K7S 1A2

BARRHAVEN
10-3091 Strandherd Drive
Barrhaven, ON K2G 4R9

ORLEANS
750 Taylor Creek Drive
Orleans, ON K4A 0Z9

CARLING
   100-2255 Carling Ave
Ottawa, ON K2B 7Z5

www.argyleassociates.com  MAIN LINE: 613-778-8888    MAIN FAX: 613-778-8889

Dental Implants/Bone Grafting
Dental Extractions/Wisdom Teeth
IV Sedation/Anesthesia
Computer-Guided Surgery
Corrective Jaw Surgery
Oral and Maxillofacial Pathology
Obstructive Sleep Apnea Surgery
Cleft Palate Surgery 
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Proudly caring for your patients for over 40 years!

Dr. Kevin J. Butterfield, DDS, MD, FRCD(C), Dip. ABOMS

Dr. Taylor McGuire, DDS, MSc, FRCD(C), Dip. ABOMS

Dr. Adam M. Irvine, CD1, BEng, DMD, FRCD(c), Dip ABOMS

Dr. Andrew W.C. Lee, MSc,DDS, MD, FRCD(C), Dip. ABOMS

Dr. Samuel P. Kucey, DDS, FRCD(C), Dip. ABOMS

Dr. Ed Zeligman, BSc, DDS 

Dr. H. Richard Biewald, DDS, FRCD(C)

Dr. Hassan G. Moghadam, DDS, MSc, FRCD(C)


