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From the CAPA president

Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904

CAPA: A tale of two outcomes

By now we are all aware of the emergency room crisis in Alberta 
hospitals and of the debacle that ensued following the leak of 
Dr. Paul Parks’ advocacy email. While the reverberations and 

political fallout continued to grumble from these events, AHS and the 
health minister released capital funding announcements on December 
9th. Vascular surgery, another area in crisis that had been advocating 
for assistance, was quietly granted significant capital funding.

As the CAPA president, I wonder if the difference in outcome 
between the ER and vascular problems was partially due to a different 
approach in advocacy? I would argue that part of the difference was 
the involvement of CAPA, which helped to facilitate a dignified and 
successful resolution to the vascular dilemma.

I am certain that in both the ER and vascular surgery dilemmas, 
AHS management and executives were advocating and working in 
the background to effect change. In both instances, physicians had 
also been emailing and writing letters to promote change. Moreover, 
the ER physicians were arguably in a power position to advocate for 
meaningful change given that one of their members was an elected 
MLA and an assistant to the health minister. Despite this apparent 
power position, a resolution to the ER crisis was not forthcoming. 

In the end, the ER situation only came to the forefront of government 
priorities following the email leak. Two years of noble but seemingly 
ineffectual attempts to invoke change resulted in matters blowing up 
in the media and splattered on the front page of the newspapers. In the 
process, the aforementioned MLA was sacked, a CEO succumbed to 
a cookie incident and an AMA president was forced to apologize. The 
entire situation became an undignified mess and one that I am certain 
the government would well liked to have avoided.

Could the ER situation have been resolved more effectively if the 
full advocacy power of the medical staff association was employed as 
was the case with vascular and CAPA in Calgary? We must accept that, 
for many years now, CAPA has been undeniably the best organized, 
most vocal and perhaps most effective medical staff association (MSA) 
in the province. Dr. Parks, however, was based in Edmonton, not 
Calgary. Nonetheless, if CAPA had been consulted, we would have 
invited the ER docs to outline their concerns to the CAPA executive. 
If the concerns had merit and related to adverse patient outcomes 
CAPA would have offered their assistance in advocating for change. 
Endorsement and validation of the concerns by CAPA is the first step 
in the advocacy process. From there, the emergency physicians would 
have retained control with respect to how they wanted to proceed but 
would have had an array of options with respect to awakening key 
decision makers to their concerns. 

The CAPA executive would raise the concerns at advisory board, 
AMA and site council meetings and could highlight the concerns 
either through editorial or feature articles in Vital Signs. This would 
raise awareness amongst the entire membership but also amongst 

senior AHS executives as well as 
government representatives, all 
of whom are on the Vital Signs 
distribution list. Moreover, Vital 
Signs is available to the media, 
whom I can verify, monitor the 
content of the magazine. 

The above approaches were 
successfully uti l ized in our 
advocacy for vascular surgery 
including an editorial salvo in the 
July 2010 issue of Vital Signs. This 
culminated in another editorial and 
feature article in the October 2010 
issue. 

I should clarify that it is not the 
CAPA goal to embarrass elected officials or AHS executives but the 
CAPA executive will not cease advocacy measures until the adverse 
situation has been adequately addressed. During the process, CAPA 
executives and the vascular surgeons were repeatedly contacted by 
the media. Providing the media with the story remained the “nuclear 
option” that the vascular surgeons and CAPA could have pursued 
but it was one that we preferred to avoid. In the end, patient health 
and wellness comes first and if pressed, the media would have 
been provided with rich headlines that may very well have proved 
embarrassing to certain decision makers.

We will never know if the outcome would have been different if 
the ER docs had utilized CAPA but let me highlight the following 
statement: CAPA and the other MSA’s are here to help advocate. We 
are not afraid to speak up and say what needs to be said on behalf of 
physicians, health care workers and most importantly, our patients. 
Sadly, if we are not kept informed of the issues or are not invited 
to help in the advocacy process, an effective tool will be grossly 
underutilized. 

Next time there is a need to advocate for patients and your concerns 
are falling on deaf ears, who are you going to call? Might I gently 
suggest CAPA, the Calgary and Area Physicians Association? For the 
50 per cent of physicians that have not paid their CAPA dues, please 
talk to the vascular surgeons and their patients to see if it is a good 
investment. 

I close by providing a caution to the pubic and media types. You 
need to be worried if medical staff associations such as CAPA fail 
because of physician disinterest or due to deliberate attempts to stifle 
our voices. Please encourage our elected representatives and AHS 
to support medical staff associations. We can help make the entire 
patient advocacy process much more dignified and perhaps, much 
more effective. 

The bad, the good, the ugly, and the Aussie!
From the past president

The bad - The Chinese proverb/curse “May you live in interesting 
times!” has really applied to the last couple of months in the 
Alberta healthcare system! In a cascade of events, an issue 

of “Vital Signs” focused on the equipment shortcomings that have 
plagued the vascular surgery program at the Peter Lougheed Hospital 
(PLC). This raised awareness but was given a “there is planning 
underway” sort of response to the surgeons in question. 

With no certainty, a number of members of the department of 
vascular surgery were shopping their skills across Canada and the 
US. Plans to visit other centers to check out possible alternative jobs 
were scheduled and I was personally quite concerned that the program 
would fold with the result that southern Alberta patients would have to 
be flown to either Edmonton or Saskatchewan, with delayed care and 
potentially needless deaths. Fortunately it did NOT come to that!

The good – In mid December, the government announced 
infrastructure funding for Alberta in the millions of dollars. Within 
this package was funding for the full upgrading of the vascular surgery 
program facilities at the PLC. This was HUGE for the vascular 
surgeons at the PLC. In response to my enquiries, I found out that 
all visits to look for positions at other centers had been cancelled. 
There is a sense that the program, once again, has a viable future in 
our city and these dedicated surgeons can get on with their lives and 
do what they do best . . . taking care of their patients. We are eagerly 
waiting for the redevelopment of the operating rooms to world class 
standards that these funds will permit. It will take up to three years 
for this project to be completed. 

The ugly – One cannot look at the timing of the above events 
without experiencing a few pangs of cynicism about the Alberta 
government’s handling of this affair. Government officials had to 
have known about these problems for the months leading up to the 
announced funding. A major story during the weeks leading up to the 
announcement was about Dr. Raj Sherman being booted out of the 
Tory caucus for publicly chastising the government for not meeting the 
treatment targets in Alberta’s emergency rooms (ERs). It is not a long 
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stretch to consider that a government 
on the defensive might hang on to 
good news so as to release it during 
a time of trouble . . . or have I gotten 
too cynical? To me, the whole 
scenario about how Dr. Sherman 
was treated exposes an ugly reality 
in today’s healthcare: the health that 
the present government is MOST 
concerned about is the health of the 
government party, not the health of 
its citizens! 

The Aussie – Shortly after 
his arrival in Canada, I had an 
opportunity to meet with professor 
Duckett. He mentioned that he liked the city of Edmonton but that 
the ONLY thing he knew about the city of Calgary was that the 
Calgary region “has never come in under budget!” When I tried to 
point out that one ought to consider population growth and inflation 
costs when looking at total costs in an extremely complex system, he 
brushed me off. Clearly he had received his marching orders. Professor 
Duckett alienated nurses, hospital staff and physicians with his style 
of leadership. Under his reign, staff who worked Christmas day no 
longer got a free meal, as had been the custom for years. A further, 
galling, move was the cancellation of the annual Stampede week 
pancake breakfast and entertainment that had, for decades, been a 
tradition in our city. In addition, I personally experienced the lack of 
access to food in the hospitals at night that these changes resulted in 
for unfortunate staff on evening and night shifts. The situation DID 
improve eventually. However, the implied message to staff was “we 
care more about cutting costs than we do about our workers!” So I 
won’t mourn the professor’s departure. He has done enough damage 
to us all. 

Trilateral negotiations are currently under way with representatives 
of Alberta Health Services, the Alberta Medical 
Association and Alberta Health and Wellness 
participating. I would like to say a personal thank you 
to each and every individual participating in this process. 
I know from experience the amount of time it will take 
away from your regular jobs and your families. I wish 
you patience and wisdom as you craft the future of 
healthcare delivery in Alberta.

In closing, I want to wish Dr. Chris Eagle the very 
best as he takes over the reins of Alberta Health Services. 
I have known Dr. Eagle for 25 years and believe that 
he cares deeply about the system and his heart is in the 
right place. For the sake of all Albertans I hope to be 
proven right on this one.

Happy New Year to all.

As usual, your comments, questions, praise and poisoned 
darts are all welcomed at glenncomm@shaw.ca
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Interview: Dr. Chris Eagle, acting AHS CEO

Vitamin D deficiency is a common worldwide phenomenon 
and has been attributed to a number of factors such as lack 
of adequate sun exposure (seasonal variations, darker skin 

pigmentation, sun avoidance, use of sunscreen), aging population, and 
reduced supplementation. However, the majority actually do not need 
assessment of 25-hydroxyvitamin D, which is the major circulating 
metabolite and is the best marker for determining vitamin D status. 
In fact, it is becoming apparent that vitamin D measurement should 
be reserved for patients suffering from skeletal abnormalities or from 
comorbid conditions affecting vitamin D absorption or action such 
as malabsorption syndromes (inflammatory bowel disease, celiac 
disease, Whipple’s disease, Cystic Fibrosis), significant liver or renal 
disease, obesity, and to those being treated with interfering medications 
(phenobarbitol, carbamazepine, phenytoin, valproate). 

It is well established that adequate vitamin D intake prevents 
skeletal deformities in children and reduces the risk of osteopenia and 
osteomalacia, improves lower extremity function, and reduces falls 
in adults (1). More recent evidence has demonstrated the existence 
of vitamin D receptors in a variety of tissues and ongoing research 
suggests that vitamin D may play a more extensive role in preventing 
the onset of many chronic illnesses. Given this renewed interest, 
there has been a rapid escalation in laboratory testing to determine 
vitamin D status. At Calgary Laboratory Services the volume and 
cost of Vitamin D testing has increased rapidly over the past two 
years (Figure 1). This year we expect to perform over 150,000 tests, 
approximately 10% of the Calgary and surrounding area population, 
at a cost of almost $2 million.

Guidelines for monitoring vitamin D status 
Recent changes in Ontario are expected to restrict covered vitamin 

D testing for only cases based on evidence-based practice (http://www.
sbe.gov.on.ca/), however there are no such guidelines or directives in 
Alberta at the present. Indeed, given the increasing costs of performing 
this test and uncertain data regarding the extraskeletal benefits of 
vitamin D, it is likely that clinical utilization of this test will need 
to be revised. A recent statement published in the Canadian Medical 
Association Journal, highlights the use of determining vitamin D status 
according to risk for deficiency and associated skeletal health based 
on a systematic evaluation of reviews of randomized controlled trials 

Vitamin D – Is all this testing necessary? 

and observational studies assessing the role of vitamin D in fractures, 
falls, death and extraskeletal outcomes (2). These guidelines are 
summarized in Table 1. 

Table 1 – Current recommendations by the Osteoporosis Canada 
Scientific Advisory Council on vitamin D testing.

Conclusion 
In light of the evidence provided by clinical trials, vitamin D status 

should be monitored only in higher risk patients. For the rest of the 
population, supplementation with vitamin D should be implemented 
within the tolerable upper intake level. Vitamin D measurement 
should be performed for the maximum benefit of patients in assessing 
skeletal health until significant research studies highlighting its role 
in extraskeletal outcomes prove otherwise. 

References 
1. Holick MF. Vitamin D deficiency. N Engl J Med. 2007;357(3):266-81. 2. Hanley 

DA, Cranney A, Jones G, Whiting SJ, Leslie WD, Cole DE, Atkinson SA, Josse RG, 
Feldman S, Kline GA, Rosen C; for the Guidelines Committee of the Scientific Advisory 
Council of Osteoporosis Canada. Vitamin D in adult health and disease: a review and 
guideline statement from Osteoporosis Canada. CMAJ. 2010;182(12):E610-E618. 3. 
Bacon CJ, Gamble GD, Horne AM, Scott MA, Reid IR. High-dose oral vitamin D3 
supplementation in the elderly. Osteoporis Int. 2009;20(8):1407-15.

Key points
1. Vitamin D deficiency is common worldwide.
2. 25OHD is the best marker for determining vitamin D status.
3. 25OHD has a half life of 15-20 days, therefore steady state is 

attained in 3-4 months following any changes in vitamin D intake.
4. Vitamin D status should be determined for assessing skeletal 

health only in individuals exhibiting higher risk for deficiency 
according to new Canadian guidelines (see Table 1).

5. CLS is currently performing over 150,000 tests per year.
6. The annual CLS budget for vitamin D testing is approaching 

2 million dollars.
Dr. Chin is a clinical chemist, division of clinical pathology, 

Calgary Laboratory Services and clinical assistant professor 
department of pathology and laboratory medicine, faculty of 

medicine, University of Calgary.

By Alex C. Chin, Ph.D. DABCC

Figure 1 - Exponential growth in vitamin D testing at 
Calgary Laboratory Services

When last interviewed by Vital Signs in September 2006, Dr. 
Chris Eagle was the vice president and chief clinical officer 
for the area formerly known as the Calgary Health Region. 

Following Dr. Stephen Duckett’s abrupt removal on November 24, Eagle 
was appointed acting AHS CEO. Since he assumed his new responsibilities, 
he claims he hasn’t seen daylight but he did reserve some time to speak 
with CAPA’s Vital Signs. 

Vital Signs: Do you agree that physicians are feeling unengaged with 
AHS and that morale is low? If so, what measures do you intend to take to 
engage physicians and to improve morale?

Eagle: I think people feel disengaged when they don’t feel they are able 
to make positive changes in their work environment. We have gone through 
enormous organizational change. The result has been heavy centralization. 
Fortunately, I think we’re at the apex of centralization and things will start to 
move to a more balanced position. Having gone through all the health care 
changes in the mid nineties it’s easy to see the parallels. I was disappointed 
that we had to repeat some of that. But knowing how the consolidation 
worked out it gives us a sense of optimism that things will be better at 
the end of the transition than they are right now. In terms of measures, an 
example would be the way we brought people across the province together 
on November 19 to work on the new emergency department capacity 
protocols. We took a clinical issue, we brought in physicians, front line staff 
and administrators into a working environment, and asked them ‘how do 
we fix this at the hospital and zone level?’ Maybe the protocols are a crude 
example, but we want to be able to do that with the five-year health plan 
in all areas. We need a provincial template but one that can be adapted to 
the local environment. When we do that, people will see they are being 
engaged and they have some control over their environment. There are 
some technical things to support that. One of the technical things were the 
delegations of financial authority so over the next months people will see 
their managers will be able to make the decisions they were making prior to 
the start of AHS. So we have the technical piece in place with the delegation 
of authority but we have the obligation to improve quality of care. You’ve 
got to have the frontlines able to make local work decisions. We can’t do 
that from an office in Edmonton. 

Vital Signs: How would you propose to put more local decision-making 
processes back in the system? 

Eagle: If you take a look at the surgery clinical network, we have access 
time goals for hip surgery, knee surgery and other types of surgery. The 
network will come up with ways the goals will be met. The local hospitals 
with local physicians and other health workers will figure out how to get 
those things done in the local context.

Vital Signs: What should remain strictly provincial issues? 
Eagle: I think we want to keep some of the back office business plans 

central such as one IT platform, one HR platform, payroll and procurement 
because of the economy of scale makes sense for those areas. For example, 
central procurement has been highly successful and saved hundreds of 
millions of dollars. The rough templates for how care is given can give 
strong guidance as to the best way of delivering care but clinicians in the 
local environment can adapt or use it for their environment. There has 
to be a capability to make it work in the local environment. If we push 
provincial templates to the frontline, I think we’ll have a significant failure 
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that from an office in Edmonton. 
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time goals for hip surgery, knee surgery and other types of surgery. The 
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those things done in the local context.
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Eagle: I think we want to keep some of the back office business plans 
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on the clinical side. You just can’t deliver clinical care that way. The bottom 
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customized in the local environment otherwise we won’t be successful. 
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number.’ Alberta is short about 700 physicians. That might be a moderate 
improvement as the figure I used in 2006 was 300 in the Calgary area though 
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With primary care networks, how much are they able to bring in other care 
providers with the family doc at the centre of the team? If you talk to non-
medical people they contest that a family physician should be at the centre 
of the team. But I think for most Canadians, and certainly most physicians, 
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Vital Signs: How can we, as an association, work with you to better 
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Eagle: I think there are several things they can do. First I think CAPA 
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degree of confidence in the system. We’ve heard a lot about the system 
being stressed. Paul Parks has said it’s at the point of collapse. But we have 
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that a system as complicated as this will continue to have problems but 
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Vital Signs: What are your immediate priorities? 
Eagle: I’m kind of hooked to the five-year action plan. Clearly this 

year our priorities are the emergency department and getting ALC patients 
into appropriate seniors care or ongoing care. The five-year health action 
plan outlines a number of different areas from primary care, to access and 
continuing care. Those are what I have to accomplish and there are 52 
performance measures. They are fairly broad and aggressive but achievable 
so we are going to be focusing on those things. We will improve the quality 
of patient care. I’m optimistic because we have a good funding model and 
direction. My job is to make things happen and gradually improve public 
confidence in the system. Alberta is under performing for the dollars that 
are spent. We’re not getting the bang for the buck. Building quality in to the 
system will do that. Emergency patients can expect to be seen in so much 

Continued on page 9
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By Dr. Patrick J. (P.J.) White, president, Alberta Medical Association

Medical liability reimbursement
Over the years, the Alberta Medical Association (AMA), the 

Alberta government and predecessors to Alberta Health Services 
have negotiated a number of programs designed to address specific 
priorities or resolve certain issues, e.g., recruitment and retention, rural 
manpower, on-call requirements of hospitals, and computerization of 
physician offices.

With negotiations 2011 formally underway, this is an opportune 
time to remind ourselves, Alberta Health and Wellness (AHW), Alberta 
Health Services (AHS) and the Alberta government, the basis of and 
rationale for these programs, one of which reimburses physicians for 
a portion of their medical liability protection costs.

The Canadian Medical Protective Association (CMPA) provides 
medical liability protection for most Alberta physicians. Alberta’s 
CMPA councillors are Dr. Fredrykka D. Rinaldi from Medicine Hat 
(she is also a member of the AMA’s board of directors), Dr. Susan M.J. 
Chafe and Dr. David L. Shragge, both from Edmonton.

How the program came to be
The origin of today’s fee reimbursement program dates back to 

the mid-1980s when the CMPA began introducing changes to its 
membership fee structure. CMPA replaced its single-fee model – all 
physicians paid the same fee regardless of specialty or location – with 
rates that increased or decreased in proportion to (i) the risks inherent 
in each member’s type of medical practice and (ii) any regional 
differences (Ontario, Quebec, rest of Canada) in medico-legal costs. 

This change in CMPA’s fee structure had implications for the 
overhead costs that had to be built into the clinical fees in the schedule 
of medical benefits. There was also concern the differences in medical 
liability costs could influence medical students in deciding what 
residency to pursue. Moreover, with the Canada Health Act in 1984 
and subsequent discussions between the Alberta Medical Association 
and the Alberta government, physicians could no longer balance bill 
(extra bill) patients.

The AMA and the government recognized these specific overhead 
expenses could be addressed in a different way. Alberta’s medical 
liability reimbursement program was introduced and covers all medical 
liability fees above $1,000 for physicians who are AMA members or 
who pay an administrative fee. The physician is responsible for the 
first $1,000.

Value for physicians and their patients
The value of reimbursement is evidenced by the fact that medical 

liability programs now exist in each province and territory. Physicians 
can care for their patients knowing they will not be driven out of 
practice by rising medical liability costs.

Moreover, in this globally 
competitive environment for 
skilled medical personnel, 
fee reimbursement programs 
contr ibute to physician 
r e t en t ion .  F ina l ly,  t he 
stability afforded by the fee 

reimbursement programs benefits patients by ensuring there is 
compensation for those proven to have been harmed as a result of 
negligent medical care.

CMPA’s goal is to ensure an effective and sustainable medical 
liability system. To achieve this, CMPA has developed a fee model 
that promotes stability and ensures that only those funds necessary to 
meet members’ expected liabilities are collected. 

Performance and diligence indicators (PDI) program 

The performance and diligence indicators (PDI) program, 
negotiated in the 2008 amending agreement, provides funding to 
family physicians who achieve specific performance and diligence 
indicators in the care of their patients. The program involves two 
phases.

In 2009, over 1,000 family physicians responded to an invitation to 
participate in the program. Phase I involved two separate steps: create 
a list of the physician’s patients and confirm with each patient that the 
physician is the patient’s most responsible physician. Physicians are 
reimbursed per patient for completing each step.

 
The program will continue to reimburse participating physicians 

for their ongoing work on phase I until March 31, 2011, when the 
eight-year trilateral master agreement ends. Phase II, however, will not 
be implemented. According to the amending agreement, any unspent 
funds must be directed to support primary care. 

 With input from representatives of the section of general practice, 
section of rural medicine and the provincial primary care network 
physician leads executive, the AMA has developed a proposal that 
will be forwarded to the trilateral secretariat. 

The AMA proposal includes options such as additional recognition 
of early PDI adopters, increasing the number of physicians developing 
a validated patient list (VPL), increasing the rate for VPL to reflect 
actual development costs and to incent further VPL development, and 
supporting detailed development of the primary care strategy. 

time, they will be in a hospital bed in a certain time and should they require 
long term care they will be in a long term care bed in x number of days. When 
you start driving to specific quality objectives, everything improves. 

Vital Signs: What is the main message(s) you would like to get to all 
healthcare workers in our area? 

Eagle: I think we’ve gone through a period of consolidation and difficult 
budget discussions. But I think with the five year funding agreement we 
really now have to focus on the quality and access part of our health system. 
To do that we have to rely on our front line workers because that’s not a thing 
that can be done from Edmonton. We’re into a CHR 1999-2000 timeline 
where we came out of the financial doldrums and then began looking at 
improving quality of care. 

Vital Signs: Do you have a 60 or 90 day plan to jumpstart the 
system? 

Eagle: No. Partly because we have the five year plan and being an 
acting CEO puts some constraints on what can be done. I don’t have the 
full range of movement as an acting CEO. But things were pretty well laid 
in place from what Dr. Duckett did earlier in the year to concentrate on 
quality and access. But I guess my 60-day action plan is to improve the 
emergency access problem, start to improve quality and access overall and 
keep that going. 

Vital Signs: Are you in the running for the permanent CEO position? 
Eagle: Being in this role for the past three weeks has been a steep 

learning curve and that was a surprise to me because I’ve been close to these 
roles before. This is personally an engaging job. It takes a lot of energy and 
many work hours per week, but it is a tremendous opportunity. I’ll think 
about it over Christmas. I can say that what I’ve seen so far I really like. 

Vital Signs: What do you consider to be the biggest challenges? 
Eagle: Size of the organization geographically - 90,000 employees 

makes it really hard to have very good communication. Communication is 
the number one thing. How do the messages get to people on the front line? 
How does that happen in a timely way? Communication is a huge problem 
but I try to be available to the media and try to reach out as much as I can to 
create that atmosphere where we are a frank organization. I want that kind 
of open transparent communication. Most of us have spent the last 10-12 
years being funded at a 10 per cent growth rate. There is an expectation that 
there will be more money in the future to fix problems. The five year funding 
agreement is good considering Canada’s economy but it’s not the 10 per cent 
growth per year. So my challenge is to get people to concentrate on efficiency 
by driving for quality. I’m not into slash and burn to create lower budgets but 
we have to figure out ways to work more efficiently and take out some of 
the obvious waste in the system. It’s challenging for me, front line managers 
and physicians but there are probably 1500 examples where we can improve 
clinically and cut cost. 

Vital Signs: In your opinion, is the media getting the story right? For 
example, are they putting the right amount of emphasis on the emergency 
department problems? 

Eagle: I think the media has a job to do and having three inch headlines 
gets people attention . . . certain things get captured. 747’s cross the Pacific 
every day and don’t make news. Most of the care we deliver is done without 
a problem at least 99 per cent of the time. Don’t let the one per cent problem 
become the whole picture and destroy confidence in the system. A department 
problem or issue doesn’t mean the whole system is falling apart. 

Interview: Dr. Chris Eagle contd.
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CAPA classified

Family physician needed
Lynnwood Medical Clinic, in Southeast Calgary, is looking for 

a part or full time family physician to start on or after June 1, 2011. 
Great colleagues, staff and location. Newly renovated clinic with 
electronic medical records. Part of the Mosaic Primary Care Network 
with a chronic disease nurse, behavior health consultant and shared 
mental health program.

Contact: Dr. Joan Meldrum or Dr. Mark Sosnowski
Telephone 403 279 3311 or tnt.lynnwood@shaw.ca

2010 FMC Outstanding Clinician Nominations
Nominations are being accepted for the 2010 Outstanding 

Clinician Award for FMC primary site physicians. Please forward 
your nominations noting the following information.

Nominations should be made in a letter addressed to:
Clinician award nomination committee
c/o the Medical Staff Office, Room 154J, Doctors’ Lounge, 

FMC
Please include the following:
• Name and department of the nominee
• How you feel the nominee has met the selection criteria 
• Name of person or persons nominating the individual
• CV of the nominee if possible
The deadline for nominations is Friday, January 28, 2011

For more information and nominating criteria, please contact 
Susan Sauvé in the FMC medical staff office at 403-944-1409 or 

email: susan.sauve@albertahealthservices.ca
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The Oasis Medical Centre in Airdrie and Calgary is looking to 
recruit new physicians full-time/part time.Please contact our clinic 
manager for future details at ph(403)945-8216  or e-mail frances@
oasismedicalclinic.ca

The PLC/CGH medical staff association presents the 25th 
annual dinner, dance and awards night.

January 29, 2011 
Reception at 6:00 p.m.

Dinner at 7:00 p.m. 
Awards and dance to follow

Music by Quicksilver
Join us at the Calgary Petroleum Club,

 319, 5 Avenue S.W., Calgary, AB
$100 per couple for members allocating their dues to the 

PLC
$200 per couple for members allocating their dues to 

other sites
For more information, call Sally Knight at 403-590-8176 or email 

dakota10@efirehose.net
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Vascular surgery receives funding
This afternoon, the health minister announced a funding package for 

Calgary that the press largely reported to be centered around cancer care.
However, the minister announced funding for more than cancer care 

– his announcement included full funding for redevelopment of vascular 
surgery at the PLC.

The announcement for vascular surgery is huge news. The government is 
essentially committing the dollars to all of our patient-centred development 
plan, including bringing the OR imaging equipment up to a current standard. 
The development will apparently start immediately, with a target date for 
completion in three years.

Again, this is superb news for our long-suffering patients with vascular 
diseases. I have no doubt that countless lives will be saved by this infusion 
of funding.

I am emailing not only to tell you all of this great news, but to thank 
yourselves and CAPA for all of you hard work in advocating for improved 
care. This is a concrete example of the difference that you have all made 
in the lives of our patients. Lloyd, thank you for sticking your neck out for 
us as a tireless vocal advocate, Glenn your eloquent and compassionate 
writing is a credit to our profession, Linda your character and reputation 
lent immeasurable legitimacy to my efforts and Dave, your 24/7 work on 
Vital Signs for vascular surgery is without equal.

Thank you all and best wishes for the holiday season.
Regards, Paul Petrasek

Dr. Robert Guy (Bud) Williams
January 24, 1919 - December 3, 2010 
Robert Williams, B.Sc., M.D., F.R.C.S. (Edin), F.R.S.C. (Can), 

F.A.C.S. B.A. (Econ), B.Sc. (Geol.) After a long, happy and fulfilling 
life we announce the passing of a very special man on Friday, December 
3, 2010. Born in Calgary in 1919, Bud followed in his father’s footsteps 
and studied medicine. He graduated from the University of Alberta 
in 1943 with a degree in medicine. After internship and general 
practice, he was called to serve his country. During WWII, he was a 
Captain in the Royal Canadian Army Medical Corps and served time 
overseas until 1945. After discharge, he began post-graduate study in 
surgery at the Royal College of Surgeons in Edinburgh, Scotland and 
Toronto East General. Bud returned to Calgary where he practiced at 
the Calgary General Hospital until his retirement. After retirement, 
Bud’s quest for learning continued with classroom and online studies. 
His first venture was a degree in Economics and then, in 2008, a 
B.Sc. in geology. He possessed such an enquiring mind, a trait that 
he passed onto his family. Despite a very busy surgical practice, Bud 
was a great patron of the arts. He played an integral role in the early 
stages of the development and organization of both the Calgary Opera 
and the Calgary Philharmonic Orchestra. His late wife, Mary Makar 
Williams, was instrumental in locating the string players required. 
To be a surgeon requires certain personality traits; honesty, integrity 
and a positive attitude, all of which Bud had. His dedication to his 
family, profession and community is a very outstanding quality in a 
human being. He will be greatly missed and fondly remembered by 
all who had the privilege to know him. Bud is survived by his loving 
wife Marian; his children, Dr. Anna (Wojciech) and Rob (Jacqui); 
grandchildren, Robert, Stacey, Stephanie (Ron), Patricia, and Maria 
(Mozac); great granddaughter Ollie; and nieces, Margot, Laurel Jean 
and Day; and nephews, Jim, Bob, Guy and Frank. Bud was very special 
to his brother and sister-in-law, Art and Eileen Jewell. 

In memoriam

Medical clinic in High River
Space available for two or three physicians, specialist or GP. 
This clinic is already occupied by two female OB/GYN’s. Terms 
flexible, from rent only to complete office set up and clinic 
management.

Level 1 hospital, three minutes from the clinic, Calgary city 
limit, 25  minutes drive.

Contact :   David Baker:  403-262-2222;   Cell: 403-660-8551 
mdbaker@shaw.ca
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