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This month I really don’t want 
to write about the $130,000 
of tax-payer money that 

the government spent on passive-
aggressive anti-physician propaganda 
ads. Nor do I want to discuss the fudged 
numbers that the health minister so easily 
bandied about. This month, I would like 
to consider some courses of action that 
the AMA might take with respect to our 
protracted and ever painful negotiations.

As we are all aware, the AMA is 
contemplating legal action secondary to 
the unfair bargaining practices employed 
by our Alberta government. Signing 
an agreement before an election and 
subsequently reneging after the election 
could certainly be construed as unfair or perhaps bargaining in bad faith. 
Moreover, bargaining in the context of rigid imposed preconditions could 
also be construed as unfair. To be sure, the government has made some 
mistakes. Mistakes that place the government at risk of losing a lawsuit 
regarding fair-bargaining process. The realization of these mistakes 
likely explains why the health minister suddenly decided to re-engage 
in the negotiating process shortly before the AMA representative forum 
on December 15th. Had the minister not re-engaged in the negotiating 
process the AMA would have had justification to immediately launch 
a lawsuit. At this point, as long as they are negotiating, the success of 
an AMA lawsuit is diminished.

We must also pause to consider that the AMA is not a union. Though 
we are entitled to a fair bargaining process we are not entitled to a defined 
outcome. Thus, as long as the negotiating process is deemed fair we 
have no grounds for appeal if we don’t like the outcome. Certainly, 
we could vote down the negotiated outcome but that would then leave 
us vulnerable to the imposition whims of the health minister. If the 
bargaining process is fair but we don’t like the outcome, we either 
accept the outcome or risk a ministerial imposition that would resist 
legal challenge. 

Let me suggest that if negotiations remain in stalemate and legal 
counsel for the government feels that they have demonstrated a fair 
negotiating process, the health minister will very likely proceed with 
another imposition. If faced with another imposition, what recourse do 
we have? What is our plan B?

Following the representative forum, the AMA announced that they 
will not consider job actions that might compromise patient care or 
otherwise adversely affect patients. If we adhere to the principles of 
the AMA what other forms of leverage do we have?

Over the past month I have heard many suggestions. For instance, 
the AMA could wage a media campaign. We could all write stern 
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on December 15th. Had the minister not re-engaged in the negotiating 
process the AMA would have had justification to immediately launch 
a lawsuit. At this point, as long as they are negotiating, the success of 
an AMA lawsuit is diminished.

We must also pause to consider that the AMA is not a union. Though 
we are entitled to a fair bargaining process we are not entitled to a defined 
outcome. Thus, as long as the negotiating process is deemed fair we 
have no grounds for appeal if we don’t like the outcome. Certainly, 
we could vote down the negotiated outcome but that would then leave 
us vulnerable to the imposition whims of the health minister. If the 
bargaining process is fair but we don’t like the outcome, we either 
accept the outcome or risk a ministerial imposition that would resist 
legal challenge. 

Let me suggest that if negotiations remain in stalemate and legal 
counsel for the government feels that they have demonstrated a fair 
negotiating process, the health minister will very likely proceed with 
another imposition. If faced with another imposition, what recourse do 
we have? What is our plan B?

Following the representative forum, the AMA announced that they 
will not consider job actions that might compromise patient care or 
otherwise adversely affect patients. If we adhere to the principles of 
the AMA what other forms of leverage do we have?

Over the past month I have heard many suggestions. For instance, 
the AMA could wage a media campaign. We could all write stern 

letters to our MLAs and similarly ask our patients to write letters. We 
could resign enmasse from committees. Conversely, we could refuse to 
teach or perhaps refuse to accept referrals from professionals other than 
physicians. I argue that these options will likely be relatively ineffectual 
in moving this government and may incur unintended consequences 
that we might later regret.

Some have suggested that we should opt out of the health care plan 
and bill patients directly for services. In turn, we would direct patients to 
seek refunds directly from the government. A problem with this option is 
that once you surrender your billing number you may not get it reinstated 
since this is at the whim and discretion of the health minister.

This then brings me to the topic of virtual strikes. You might 
recall that the suggestion for a virtual strike was made shortly after 
the minister’s imposition on November 16th and was described in the 
December issue of Vital Signs. Our first virtual strike was called off 
after the option of an AMA lawsuit was established and of course, after 
negotiations reopened. 

If you recall, in a virtual strike we all go to work, see patients and 
bill accordingly. We pay our overhead and anything left over we donate 
strategically. We have a variety of donation options but I would suggest 
that if we require additional leverage, donations to the opposition 
political parties (OPPs) would be most effectual, albeit an overtly 
political manoeuvre. However, we need to recognize that politically we 
have nothing to lose with the present governing party. There is no love 
to be lost between the AMA/physicians and the governing party. 

At present, there is little need to donate virtual strike funds to the 
AMA since the AMA is already requesting a special $500 levy from 
every physician. Also, at this point the symbolism of donating to charities 
will likely be lost on the health minister. If needed, our greatest strength 
and leverage would be derived by directly engaging in the political 
process — i.e. by donating to OPPs. 

As previously mentioned, if all of the physicians in Alberta each 
donated $500 we would fill the coffers of the opposition parties to the 
tune of $4 million. Four million dollars that would ensure that this 
government struggles miserably for the next four years, battered and 
bruised by well funded OPPs that could afford to perform research and 
hold this government accountable. This is a real and credible threat to 
this government despite their recent electoral majority mandate.

A secondary effect of directing virtual strike funds to OPPs is that 
other organizations may pick up on this idea. For instance, the ATA 
(Alberta Teachers Association) might catch on. If each of the 46,000 
teachers in Alberta donated $100, the resulting 4.6 million would be a 
tidy sum of cash. Perhaps the nurses unions might also join. 

Before closing, let me address some of the questions that members 
posed with respect to a virtual strike day and proceeds to OPPs. First 
of all, we will not encounter maximum donation limits since we would 
be asking each physician to donate directly to the opposition parties. 
They would then simply report back to CAMSS how much and to which 
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party(s) they donated. It would be important for each physician to donate 
directly in order for them to obtain official tax receipts. 

I suggest that we do not favour any particular party and that we 
spread our donations amongst all the opposition parties. We could 
perhaps attempt to donate proportionally to the number of seats each 
opposition party holds in the legislature or simply spread the funds out 
evenly. Obviously it would be prudent to restrict donations to political 
parties that currently hold seats in the legislature. Given that the purpose 
of these funds is to allow the opposition parties to take the government 
to task, supporting parties who don’t hold seats in the legislature does 
not make sense. This hopefully addresses the concerns that one member 
expressed who was fearful that we would be donating to the communist 
party of Alberta!

In the end, I am hopeful that negotiations will conclude amicably 
from this point forward and that the antipathy that has developed 
between this government and the physicians of Alberta subsides. It 
would be nice to once again feel like we are all on the same side, clap 
each other on the back and essentially ‘go for a beer’ with Fred Horne. 
Presently, all of us should be focusing our energies on patient care and 
on fixing the system. What this province does not need is continued 
protracted negotiating warfare. It is high-time to sort out the remaining 
issues then role up our sleeves and get to the real task at hand — fixing 
the system.

Quality care and practice improvement should be a sustainable 
goal for all practicing physicians. I prefer not to use “maintenance of 
competency” terminology which somehow has a negative opposite 
ring to it. 

The climate of practice has changed. The EMR, evidence based 
patient management and teamwork is now the approach. 

Speaking from personal experience as a solo family physician up 
to 2003, a time when many physicians quit because of inadequate 
support and physician burn out, I realized that change was inevitable. 
Support does not come overnight . . . it develops slowly. 

It became important to develop professional networks. Attending 
pharmaceutical Main Pro meetings I regularly provided a learning 
environment with camaraderie and I was able to establish contacts 
with whom I could rely upon to come part time to the practice when 
on vacation. 

However, unless I had other physicians in the clinic with whom 
I could interact, I was still a solo practitioner. The choice for me 
was between having inexperienced young residents or medical 

students attend for a few weeks at a time or to open my clinic for the 
international medical graduate. These physicians, with a maturity and 
practice experience from their home countries, needed an environment 
where they could acclimatize to Canadian practice style and standards. 
It was not difficult for me to make a choice. 

I was aware that I have a very challenging practice, multi-cultural, 
above average size, older patients and above average chronic disease 
patient load. Many of my patients are economically disadvantaged, 
the working poor and have a variety of psychiatric and emotional 
disorders. All this had been confirmed recently by my requesting from 
the Health Quality Council of Alberta an analysis of my practice. They 
provided me with a 29-page document comparing me with my own 
Foothills PCN and also with the Calgary Zone. 

Re-energized and inspired by the tireless efforts of these IMG’s in 
their late 40’s and 50’s in their strive to obtain a residency position, I 
decided to study for and obtained my own CCFP in 2010. This really 
was just the beginning. The move to computerization started with EZ 
Bill in 2006 and because of EZ Bill I was able to use the computer to 
self audit my PSA and HbA1c testing. 

The senior physician moving forward with practice improvement in the twilight 
years — a personal experienceBy Dr. John Barrow,  CMS president

From the CAMSS president - Contd.

Continued on bottom of page 6
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There were some secretarial issues that needed attention. By 
bringing in outside assistance through the U of C, which required 
the participation of all clinic personal, we finished up with a greater 
understanding, a framed certificate, Medical Safety in Community 
Practice and six Main Pro C’s. 

I then started involving myself with some Main Pro C programs 
through TOP’s. 

1. The periodic health examination 
2. Tracks II anti-smoking counseling and treatment. Trained 

personnel were able to peruse my charts before and after. 

Two years ago I realized that meaningful practice for me meant 
moving to an EMR system. I am a slow one-finger-not-very-computer-
literate individual but I took the “bull by the horns.” Med Access is 
particularly good for practice audits and individual patient goal setting 
which we are just putting into place with training through TOPS experts 
working in conjunction with Med Access on the EPICS II program. 

EMR means no more illegible history notes, no more lost charts, no 
more dispensing of wrong prescriptions because of poor handwriting. 

. . . a personal experience - contd.

Vital Signs welcomes stories from physicians in Alberta to share their 
international experiences.

When I had been in practice in Calgary a few years, I began 
looking for opportunities to travel overseas as a medical 
volunteer. After several unsuccessful attempts to arrange 

trips (American non-governmental organizations - NGO’s never 
responded to my applications; SARS and then Avian Flu interfered 
with an exchange between Calgary and a hospital in Northern China), 
I signed up for an international health conference in Calgary. There I 
met a recruiter from Medecins Sans Frontieres who gave a compelling 
lecture on the work MSF does around the world. I interviewed with 
her in Vancouver a few weeks later and from then on I was hooked.

MSF has a reputation for being the best at what they do: getting 
supplies and personnel to disaster areas rapidly. While most of their 
work occurs in the poorest countries in Africa, they were among the 
first to respond to the massive earthquake in Pakistan in 2005, the 
Israeli-Palestine war of 2009 and the Haitian earthquake in 2011. 
I joined them in the spring of 2006 but I didn’t leave on my first 
mission for 18 months. Getting a first mission is complicated — 
MSF generally insists on six to 12 month committments, but makes 
exceptions for surgeons and anesthetists who they will accept for two 
to three months on the first mission and then as little as one month at 
a time after that.

In October 2007, I was placed in a hospital in Belet Weyne, Somalia 
— about 200 miles north of Mogadishu, close to the Ethiopian border. 
Somalia has been in a state of chaos since the early 1990s when the 

been built in the 1950s by the Italians. MSF rebuilt the operating 
room (which was opened only a couple weeks before my arrival) 
and we performed about 100 operations a month. Two-thirds were 
trauma (mostly gunshot wounds), half of the remainder was BAD 
obstetrics (urgent caesarean section for eclampsia, hemorrhage or 
prolonged labour). 

Pre-eclampsia was not seen (since it requires blood pressure 
monitoring devices and these did not exist in the country). Placenta 
previa and abruption caused most of the bleeding, but we also saw 
some pregnant gunshot victims. Prolonged labour started at 24 hours 
and went as long as 10 days (after which time the fetus was macerated 
to the point the head collapsed and the baby would deliver piecemeal, 
if the mother was still alive). Such long labour is common where no 
prenatal care exists; where mothers are often very young, malnourished 
and small; where female genital mutilation is practiced; where poorly 
trained midwives deliver the babies and no instrumentation is available 
(either forceps or caesarean delivery). A large proportion of mothers 
suffer damage due to these long labours resulting in a breakdown of 
the wall between the bladder and the vagina (a condition known as 
VVF - vescicovaginal fistula). They become incontinent of urine, 
dribbling constantly and uncontrollably, and are usually ostracised and 
evicted from their homes. We provided the only operative delivery for 
a population close to nearly a million people. Anesthesia equipment 
and drugs were rudimentary. Spinal anesthesia was used for everything 
remotely possible and ketamine for everything else. While a simple 
circuit for administering halothane was available in the pharmacy, 
it was decided to forego its use, since an important role for me was 
to teach the local anesthesia “providers” and it was safer for them 
to give ketamine than to learn how to intubate. Life expectancy in 
Somaila is 45.

The summer after my return from Somalia I went on my second It means instant access to blood work results sent directly to the 
patients EMR chart. It means ease of access to investigations and 
consultant letters and hospital discharge summaries. It means ready 
access through Netcare to a patient’s profile, investigations and to a 
patient’s prescribing physicians. 

The EMR can provide you with an in depth practice assessment. 
At the recent family practice forum in Toronto, I attended a workshop 
given by CIHI. In Alberta, they are involved with hospital care 
assessments. In Ontario, BC and New Brunswick the private physician 
also has the privilege of an assessment. I have been given to understand 
that CIHI will come and assess my practice performance at the federal 
government’s expense. The practice strengths and weaknesses, am I 
following current guidelines etc. will all be revealed. 

“Dad what happens if you are at the bottom of the bottom half,” 
my daughter said. My response was that I would then have information 
as to what needs improvement. What all this means is I will receive 
objective, evidence-based, unbiased practice assessment with the 
ultimate goal of improvement in patient care. 

dictator fell and civil war broke out. This was followed by unsuccessful 
United Nations attempts at peacekeeping and a massive famine (which 
has again developed this year). MSF has had missions in Somalia for 
several years in Mogadishu and other towns, providing medical care, 
malnutrition treatment and food for the ravaged population. 

Our hospital had 100 beds and provided emergency surgery, 
obstetrics and pediatrics, including a therapeutic feeding clinic. We 
also had a small number of beds for non-traumatic illness (such as 
snake bites, malaria & other endemic illnesses). The hospital had 
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and we performed about 100 operations a month. Two-thirds were 
trauma (mostly gunshot wounds), half of the remainder was BAD 
obstetrics (urgent caesarean section for eclampsia, hemorrhage or 
prolonged labour). 

Pre-eclampsia was not seen (since it requires blood pressure 
monitoring devices and these did not exist in the country). Placenta 
previa and abruption caused most of the bleeding, but we also saw 
some pregnant gunshot victims. Prolonged labour started at 24 hours 
and went as long as 10 days (after which time the fetus was macerated 
to the point the head collapsed and the baby would deliver piecemeal, 
if the mother was still alive). Such long labour is common where no 
prenatal care exists; where mothers are often very young, malnourished 
and small; where female genital mutilation is practiced; where poorly 
trained midwives deliver the babies and no instrumentation is available 
(either forceps or caesarean delivery). A large proportion of mothers 
suffer damage due to these long labours resulting in a breakdown of 
the wall between the bladder and the vagina (a condition known as 
VVF - vescicovaginal fistula). They become incontinent of urine, 
dribbling constantly and uncontrollably, and are usually ostracised and 
evicted from their homes. We provided the only operative delivery for 
a population close to nearly a million people. Anesthesia equipment 
and drugs were rudimentary. Spinal anesthesia was used for everything 
remotely possible and ketamine for everything else. While a simple 
circuit for administering halothane was available in the pharmacy, 
it was decided to forego its use, since an important role for me was 
to teach the local anesthesia “providers” and it was safer for them 
to give ketamine than to learn how to intubate. Life expectancy in 
Somaila is 45.

The summer after my return from Somalia I went on my second 

MSF mission. Initially, I was to go to the Teme Trauma Hospital in Port 
Harcourt on the coast of Nigeria, but at the last minute I was diverted 
to a brand new mission in the poorest area in Northern Nigeria. This 
was an obstetrics and gynecology mission, providing instrumental 
deliveries by obstetricians and midwives, as well as caesarean sections. 
The hospital was shared with the ministry of health — again the 
operating room was condemned but MSF had not yet replaced it with 
a bricks and mortar structure. Instead, they shipped in a freestanding 
inflatable tent (which had been very successful in Pakistan after the 
earthquake). Outside temperatures ran 40+ celcius so the operating 
theatre was equipped with two powerful air conditioners. I quickly 
adopted the empty theatre as my classroom when I gave lectures to 
the nursing staff.

Most of the surgery we performed was to repair obstetric fistulas. 
The hospital housed two dozen women ranging in age from 14 to 20 
years. A VVF specialist from the huge nearby city of Kano travelled 
between 10 northern hospitals performing the surgery and training 
local surgeons. We used spinal anesthesia almost exclusively (although 
we had a fairly advanced anesthesia machine for general anesthesia 
as well). The VVF surgery involved pre-hydrating patients with two 
litres of water (orally) so they would be dripping urine constantly (to 
help direct the surgeon when closing the fistula). One memorable case 
involved sitting the patient on the operating table with the foot-piece 
removed and her feet resting on a stool. After the spinal I lay her down 
and put the table in a steep Trendelenberg (as surgical requirement/
protocol). A tidal wave of urine washed off my end of the operating 
table and soaked me to the knees.

My next mission came in January 2009 — three weeks after a cease-
fire was declared in Gaza. The short war resulted in over 1900 deaths 
and many thousands injured. MSF already had missions established in 
Gaza. There were over a dozen local hospitals functioning in this small 

territory bordering on the northeast corner of Egypt and 
surrounded by the Mediterranean Sea and Israel. MSF 
provided outpatient rehabilitation and physiotherapy, 
as well as dressing changes and medications (which are 
always in very short supply locally). MSF also had a 
pediatric clinic. 

Tempers in the region had been running high since the 
Palestinians in Gaza elected Hamas as the ruling political 
party (an organization which refuses to aknowledge the 
existence of the Israeli state and pledges openly to push 
them into the sea). One tactic used to irritate the Israelis 
is for HMR’s (home-made-rockets) to be launched from 
high-points in Gaza into Israel. After several dozen of 
these were launched in the last days of 2008, Israel 
retaliated by dropping several hundred tons of explosives 
on Gaza and invaded with tanks. 

The attack was not completely random. Every police 
station, government building, Hamas-member home and 
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suspected munitions storage location were hit with GPS-guided rockets 
(including the parliament building, above). One such building near the 
MSF clinic was gutted without any collateral damage besides broken 
windows in the shop across the street. Despite the cease-fire, Israeli jets 
continued to bomb the tunnels under the border crossing with Egypt, 
where everything from gasoline to motorcycles was smuggled into 
Gaza. We were warned not to stray onto the building roof when the 
jets or drones were out to avoid being rocketed out of our shoes.

Most of the acute injuries were already managed by the time MSF 
sent reinforcements with another hospital tent. Our role was to look 
after the chronic injuries and those needing reconstruction after rushed 
procedures when the war was at it’s zenith. We performed outpatient 

surgery in two operating rooms with inpatient beds available at one of 
the local hospitals when needed. We discovered one slight difficulty 
with an inflatable tent: if the temperature suddenly changes (as it might 
if, say, a hailstorm hits), and you happen to run your power cords from 
a massive generator nearby . . . well, you can see my point. I spent 
two months in Gaza.

My fourth Mission was to Amman, Jordan in January 2010. 
Arrangements including 
visas had been finalized only 
two days when the Haiti 
earthquake hit, so while I 
crossed the Atlantic en route 
to the Middle East, colleagues 
I had worked with in Gaza 
were winging their way in the 
other direction from Europe to 
the Caribbean. The mission in 
Jordan was unlike any other I 
have seen with MSF. Not only 
were the living conditions 
luxurious in comparison, but 
there were no security issues 
— I was free to walk about 
the city unescorted and many 
days I would walk home from 
the hospital. I also had free 

time to visit some of Jordan’s historic sites (including Petra), swim 
in the Dead Sea and dive in the Red Sea at Aqaba.

A Gaza parliament building hit by Israeli bombs. Jordan was home to MSF’s mission for Iraq. It was still far too 
dangerous for expats to work inside Iraq so patients requiring complex 
plastic and maxilofacial reconstruction were brought to Amman 
and housed in a nearby hotel with their families between surgical 
procedures and rehab treatments. The anesthesia equipment was state 
of the art. The anesthesia machine was, embarassingly enough, newer 
than ours in Calgary at the time and we had a fiberoptic bronchoscope 
(an absolute necessity when intubating victims of explosions with 
facial deformities). 

The most complex procedure was a 14-hour 
free fibular flap to the mandible of a young 
boy who had lost the ability to eat solid food 
for three years.

I spent January to March of 2011 at the Port 
Harcourt trauma hospital which I missed out on 
in 2008. It is the busiest surgical program in 
MSF, performing approximately 200 operations 
a month. The hospital has a “census” of 78 
beds, but in the weeks leading up to Nigeria’s 
national elections, we ran that up to over 100 
patients, many on mattresses in a tent out back 
or in corridors outside the emergency room. 
The region has about four million people (at 
best guess since the population is very mobile 
and enumeration has significant political 
ramifications) and MSF provides some of the 
best (and cheapest - always free) surgical care. 
Most of the trauma was automobile related 
(referred to as RTA - road traffic accident) 
and the vast majority were pedestrians. While 
modern amenities such as paved roads and 
traffic lights abound, there is no consistent 
electricity so multiple lanes cross with “traffic 

Contrails left by F-16s over Gaza.

Pre-surgery mandible scan in 
Amman, Jordan.

Repair to mandible during surgery.

Post surgical mandible x-ray.
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Mark Kostash in the Teme, Nigeria OR.

cops” at some intersections (until after dark, when they vacate due 
to security concerns). There is really no such thing as a designated 
crosswalk and pedestrian overpasses are ignored, even if they are 
safe enough to use.

We saw our share of gunshots and stabbings as well. These were 
often difficult to deal with postoperatively since our intensive care 
unit was really just intensive monitoring. While I did manage to 
transfer one young patient to the local University Hospital ICU, she 
died shortly afterword and I was unable to get any information on the 
why & how.

Our operating rooms ran Monday to Saturday until 7:00 p.m. 
Usually each was staffed by a local or expat nurse anesthetist and I 
supervised both rooms. On Sundays (our day off) and after-hours I was 
on call for emergencies. It got a little hectic and I was in late on 21 of 
42 days, after midnight on about 14. Eventually MSF contracted out a 
few days and evenings to a local anesthesiologist so I was able to get 
a bit of rest. I managed to get some occasional exercise in (I brought 
a skipping rope and we were allowed out of the compound in a two-
block radius if we wanted to go for a run). Unfortunately, I came down 
with an atypical pneumonia about halfway through the mission so my 
exercise routine was shut down until my return to Canada. I even had 
the opportunity to scrub and assist on a few cases, working on the theory 
that there are no manual skills that are a waste of time to learn . . . just 
in case I need to tie off an artery in my surgeon one day!

Post surgical mandible x-ray.
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Nominations for FMC Outstanding Clinician for 2012

The Foothills Hospital Medical Staff executive is requesting your 
nominations for the Outstanding Clinician Award for 2012. This 
award honours a medical staff member who has made an outstanding 
contribution over the years in commitment to the patients, staff 
and students at the Foothills, and to the community. In selecting an 
individual each year, this recognizes and shows appreciation for the 
many contributions made by the numerous excellent clinicians on 
the medical staff.

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 

below
• Name of person or persons nominating the individual
• CV of the nominee if possible

The deadline for nominations has been 
set for Thursday, January 31, 2013

 Criteria
• The nominated physician would normally 

have met many or all of the following:
• P rov ided  exempla ry  hea l th  ca re : 

compassionate, advanced and effective.
• Promoted an atmosphere of respect and 

dignity in all individual relationships with 
patient and staff.

• Assisted with nurturing the staff to achieve 
their best.

• Promoted the development of outstanding 
students for health professions of the 
future.

• Contributed to innovative research evaluation 
and continuous improvement of hospital 
activities.

• Instrumental in sharing expertise and 
resources within our organization and with 
the communities we serve.

• Would normally have served the institution 
for ten years or longer and have been 
principally associated with the Foothills 
Hospital.

• Would  have  promoted  sa fe ty  and 
environmental responsibility both in the 
hospital and outside its confines.

• Would be recognized by the individual’s peers as a dedicated 
physician.

• May have received peer or community recognition of 
contributions outside of the Foothills Hospital, which reflect 
on the hospital in a positive way.

• May have made an especially significant contribution to 
departmental, divisional or hospital life.

Nominations for New Executive Member for Foothills 
Medical Staff Association

The Foothills Medical Staff Association is looking for a new executive 
member to start April 1, 2013. 
On April 1, 2013, Dr. Campbell will step down and Dr. Hawboldt will 
begin his two year term as president of the FMSA.  Dr. Campbell will 
stay on as past-president. The new member will start April 1, 2013 
as vice-president.
If you are interested or know of someone who is interested in serving 
on the FMSA executive, please contact any of the executive members 
or the Foothills Medical Staff Office (403-944-1409) for further 
information regarding time commitment and honorarium. 

Nominations can also be forwarded to: Susan Sauve c/o FMC medical 
staff office, Room 144. (please indicate agreement of the nominee.)

 

Calling for nominations
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Thinking of those individuals who truly have no home, I tried to 
imagine myself as a teenager with no home, no family, not even 
a place to go in the middle of winter. The days are short, the 

nights are long and dark and the wind can be bitter. Cold is something 
that you live with; it is always just around the corner. “Couch surfing” 
is only an option for so long; eventually you run out of places to stay. 
At nine pm, the public buildings begin to close. The security guards 
have already informed you that loiterers must move on. Every time 
you try to settle in a warm place, you are asked to move along. There 
is no place to store what belongings I have and those belongings do 
not include money. On week nights, there is school in the morning. 
Without a warm place to sleep, when I get to school, I will probably 
fall asleep once I am warm. As a result, chances are good that I am not 
doing well in school. If I find a full time job it means I might be able to 
find a place to stay warm. Or maybe not, as I have nothing to write in 
the “contact phone number” box on job applications. This reality is so 
far outside my experience that what it comes down to is that I cannot 
even begin to imagine being alone, homeless and a teenager.

As physicians, we know the importance of preventive medicine 
and the social determinants of health. We encourage our patients to 
eat right, get enough sleep, stay warm, and exercise 30 minutes daily. 
We tend to regard these activities as choices that are simple to make. 
It is easy to forget that for some vulnerable Albertans, there is little 
choice — these opportunities for health are simply out of reach.

For the last four years, resident physicians have collected used 
backpacks and bags filled with essentials for people in need at shelters 
across the province. This year’s campaign will be the second one 
in which I have had the privilege to participate. Last year, I had the 
opportunity to tour the Youth Empowerment and Support Services 
(YESS — previously, the Youth Emergency Shelter Society). I helped 
drop off the donations at the end of the campaign and was able to see 
firsthand how much the donations are needed and appreciated.

I have never had to face being homeless or having to choose 
between shelter and school or shelter and food. In these circumstances, 
would I have made it to where I am now? Probably not. Thinking back 
to times in my own life when the going got tough, I recognize that I 
had an amazing amount of support, including my family, friends and 
mentors. I think about all the opportunities that life has afforded me and 
the fact that I have always had options; there has always been a plan 
B. In my moments of self-doubt, my survival was never in question. 
There were always people who could help me pick myself up when I 
fell and encourage me to try again. It can be easy to take this support 
for granted, until you realize there are people who do not have any. 

In the previous three years, PARA has partnered with two 
shelters for the PARAdime – Youth Empowerment and Support 
Services (www.yess.org) in Edmonton and the Calgary Drop-in & 
Rehabilitation Centre (www.thedi.ca). We are excited that, this year, 
resident physicians in Red Deer are partnering with the Safe Harbour 
Society (www.safeharboursociety.org) and resident physicians in 
Grande Prairie are partnering with Rotary House (www.rotaryhouse.
ca) to do more in our communities. We know that these donations are 
valued. Last year, Mark Powers, a staff member at the Drop-in Centre 
in Calgary told us that the PARAdime donation takes a huge pressure 

off. Saying no we don’t have this or that, takes a toll on the staff and 
clients. It is so hard to refuse something to someone in dire need. 
PARA’s donation changes this so we can say yes, here you go, be safe 
with your new backpack. Being able to say something positive brings 
positive change. When our group of resident physicians dropped off 
the donations last year, it was clear that they enabled the shelter staff 
to do a lot and, for the individuals with little support who use these 
shelters, they make a big difference. 

Recognizing this need, PARAdime collection sites have been set 
up in hospitals in Edmonton, Calgary, Red Deer, and Grande Prairie. 
We invite all staff and students to help us give a hand up to the most 
vulnerable in our communities. Please look in your closets and pantries 
and help make someone’s winter a little warmer. PARAdime donations 
will be accepted until January 31, 2013. For more information on the 
PARAdime and the location of the collection bins, visit http://www.
para-ab.ca/news.aspx?nID=742. 

PARA updateOffering hope and a hand up

By Dr. Natalie Logie, radiation oncology resident 

PARAdime donation drop off at the Youth Empowerment 
& Support Services on February 21. Front (L-R): Emily 

Keating, Roxy Kienzle, and Nikkie Nelson. Back: Danielle 
Dugan, Darla Blyan and Drs. Natalie Logie and Chris Fung. 
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Letters

Annus horribilis — the damned disease (TDD) & health 
minister hypocrisy

The title comes from Queen Elizabeth. During her new year’s 
address at the end of the year that Princess Diana was killed, she 
referred to having had an “annus horribilis.”

I harbor no sense of royalty however, at the start of this past year 
when I first had my license to practice medicine and then a few months 
later had my driving privileges removed due to the progression of my 
Alzheimer’s disease (which from here on will be referred to as TDD 
— the damned disease), I felt I was in the middle of my own personal 
annus horibilis. Then a funny thing happened along the way. 

About four months into the year I remember waking up one 
morning and feeling the best I had felt in years. Rightly or wrongly, I 
attributed this to a sense of relief from the stress of trying to hold things 
together. Once spring arrived I was out on the myriad of bike paths 
near where I live and that, combined with having found a gym buddy 
to work out with regularly, has resulted in the best shape, physically, 
that I have been in decades.

I still see colleagues in my role with the AMA and am closely 
watching the so-called negotiations (if having a gun stuck to your head 
figuratively can be called negotiation). I also try to make as many of 
the PLC medical staff meetings held by Dr. Steve Patterson as I can. 

I am appalled by the way Fred Horne and the conservatives are 
treating Alberta doctors. I hope that sanity will eventually reign with a 

NEGOTIATED agreement. Was it just me or did others see the irony of 
Fred Horne spewing his poverty line then leaving on a private jet. 

I was a member of the negotiating team that resulted in the now 
expired trilateral agreement. That agreement stood us well for many 
years. Perhaps there are some elements in the parties we are trying to 
negotiate who prefer not to be bound by rules and agreements with 
the freedom to change the rules at their whim. That is, however, NOT 
a way to develop lasting relationships, and despite what Horne might 
think, he DOES need the good will of the doctors of Alberta to deliver 
care to patients. 

The attack on doctors by Fred Horne has united us as nothing else 
could have. For that we can thank him. I see younger enthusiastic 
doctors getting involved and fighting for what they believe in and 
fighting for what is right. TDD will eventually silence me but not 
for a few more years (Mr. Lockwood . . . beware). In the meantime, 
I hope for everyone’s sake that a negotiated agreement will be on the 
horizon in the new year.

In the meantime, your comments, questions, praise and poisoned 
darts will continue to be welcomed at: glenncomm@shaw.ca

Dr. D. Glenn Comm, past CAPA president
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