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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Beginnings and transitions

It is somehow appropriate that the two faced Roman god, Janus 
presides over the beginning of the new year. What is not so 
commonly known is that Janus also represents beginnings and 

transitions. This deity could also represent the Wildrose party’s 
recent defection to the Tories. Whether this represents the triumph 
of Prentice’s personal brand of conservatism or the failure to merge 
the centre and far right components of the Wildrose party remains in 
question. I favour the latter. There is no question that this will further 
weaken democracy in our province. The conservatives already have 
a difficult time distinguishing the difference between their party and 
the province of Alberta and this will make it more difficult for them 
to do so. We as a province have lost a vigorous opposition and we will 
all suffer as a result. David Swan (Liberal), David Eggen (NDP), and 
Heather Forsyth (Wildrose) are the opposition health critics and their 
voices will be important as the Tories enact their next budget. 

 The putting “on hold” of important health infrastructure will cost 
us down the road. The new cancer centre was needed before now as the 
Tom Baker is overcrowded and outmoded. Many of the current patients 
will not be able to tolerate waiting until 2020 and beyond. There is 
an urgent need to complete the renovations to the PLC emergency 
department and to expand their central processing area. The Edmonton 
Journal reported, in an excellent series published between December 
3-5, about the secretive processes around how Alberta infrastructure 
decides which health facilities will get capital improvements. After 
reviewing the source documents posted on the NDP website, I can 
safely say that based on their assessments, there is no Calgary facility 
likely to see infrastructure improvements. This is not because we do 
not need improvements but if you are a rural hospital in a Tory riding 
or in a narrowly won Wildrose riding, your chances are much better. 
It seems these ratings can change based on a very subjective form 
of political calculus. This is a small but important example of how 
the conservative government has confused the party’s goals with the 
good of our province as a whole. Were these types of infrastructure 
considerations part of the reason the Wildrose MPs crossed the 
floor? We will never know, but it will be interesting to see where any 
infrastructure improvements occur over the next two years.

This edition of Vital Signs contains something relatively unique; 
letters. These letters and Dr. Maybaum’s reply relate to his article in 
December’s edition. I feel that it is crucial that physicians express 
themselves and Vital Signs is your magazine. If you see something 
in its pages you want to reply to, please write. If you see something 
outside its pages you want to comment on, go ahead. Over my past 
year of editorializing exactly eight people have told me they read my 

column. This either demonstrates 
the excellence of a column that 
needs no comment (my choice) or 
a high level of passive acceptance 
among our members. My column, in 
particular, and our publication in general 
could be made better by comments, 
suggestions and yes, even criticisms. 
Our editorial policy has been relatively 
simple; if you put your name on it, it is 
yours. This refers to articles, columns 
and letters. We will not promise to run 
every letter or comment we receive but 
we have printed every letter received to 
this point.

Vital Signs is changing. The long-
time editor, Dave Lowery, is moving on. 
I would like to thank Dave for his many 
years of work on behalf of Calgary physicians and, more importantly, 
on behalf of Calgary patients. Dave has worked on Vital Signs for 
twelve years and was instrumental in the creation of what has become 
an important platform for physician advocacy. We will be choosing a 
new editor and creating a new look over the next three months. The 
eventual goal is to have Vital Signs represent all provincial medical 
staff associations. This will also result in a change in content to reflect 
the wider geographic base and an increased focus on provincial as 
well as local issues. 

I have recently had an opportunity to view healthcare from the 
other side. What comes through loud and clear is not the long waits 
and crowded facilities but the moments of kindness and consideration. 
As physicians, we have a crucial, difficult and often stressful role in 
a patient’s care. What the patient and their relatives see is the human 
component. Taking the time to introduce yourself and to explain 
your decisions and, most importantly, taking the time to answer 
their questions can dramatically improve their mood and often their 
outcome. It is amazing what patients will tolerate if you take the 
time to communicate with them. I spent five years surveying patients 
post-surgery about their perceptions of our care. What came through 
very clearly was that patients would endure pain and nausea without 
complaint. But if someone involved in their care was perceived to be 
especially nice or caring that was what they remembered. We have a 
lasting effect on our patients.

 “Be nice out there.”

It’s been hard to miss the public commentary of late around our aging 
health infrastructure. This is a serious matter. At a system level, well-
maintained hospitals and care facilities are a critical issue for patients and 

the profession’s mission to provide timely, quality care.
Yet this is not a new phenomenon. I had a summer job in 1974 as a medical 

student with a government agency that was examining these problems. After 
issuing a report on facilities, the commission was disbanded. Frankly, while 
attention has peaked in recent weeks, the problem has been discussed for 

many years. Individual physicians could no doubt say much about what 
infrastructure in disrepair looks like, as they work around it every day.

But how did we get so far down this road? 
I believe that what’s happening reflects one of the challenges our system 

faces. Health infrastructure dollars are often allocated more for purposes of 
political expediency than for a long-term vision of what the system needs. 
We have built incredible modern structures when funds were flowing in 
while neglecting the maintenance of those we already had. When times 

AMA updateDeteriorating health infrastructure
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By Richard G.R. Johnston, MD, 
MBA, FRCPC, AMA president

were tough, there were no funds to do the mundane, everyday work of 
maintenance either.

How do we start making things better?
Health care in Canada is not simply a business, but we can still use business 

methods to calculate the present value of current and future costs and benefits 
or to make wise decisions on investment. We have had very competent people 
involved in health planning in this province. They know how such methods 
can be applied. I can only assume, therefore, that the calculations have been 
made in the past, but the resulting recommendations ignored. 

I am not discouraged by this, though. If that is the challenge, it can also 
be the solution.

We need a new commitment to rigorous decision making. Let’s apply 
the science of medicine along with techniques of business and economics 
where they can be useful. Let’s find ways to de-politicize some of the decision 
making, because in many cases, the political answer is simply not the right 
answer.

As physicians we have a role to play in this. When considering 
infrastructure investment — or investment in primary care, health information 
technology or any number of important areas — we are the experts when it 
comes to the potential impact on patients. We can help identify the expected 
benefits, the risks of harm arising from under-investment and the value of 
investing in quality. This is really important input into broader questions that 
society needs to answer. These include considering what we value as a society 
as well as the boundaries between individual and social responsibility. 

We will also need to look to our own practices as physicians and 
learn to apply the techniques of business and the economics of cost-

benefit evaluation. We should 
support evidence-based decision 
making and embrace quality-
driven projects such as Choosing 
Wisely. If we expect the public 
to invest in the places where we 
offer our valuable services, then 
we need to assure them that we are 
doing what we can to create the 
most value for the money spent. 
Government can’t do it alone.

This province has many hard 
decisions ahead in every area of 
health spending. We now have a 
minister who has a strong public 
record that shows he is not afraid 
to invest where it makes sense. From my dealings, he has shown that he 
respects and wants input from providers. We have an opportunity before us 
to place at least some of the decision making about investment on a sound 
footing, informed by what patients need.

Your emails and comments continue to provide ideas and guidance. 
Please keep them coming. 

Email president@albertadoctors.org.

AMA update continued



Vital Signs January 2015 • Page 6

Leadership can be defined as a multifaceted process of identifying 
a goal or target and providing support and motivation to 
achieve mutually negotiable goals (Porter-O’Grady, 2003). 

Leaders can be seen as visionaries who have the dream, strategies, and 
plans to lead their community or team to change for the better. The 
CANMEDS competency framework requires physicians to not only be 
medical experts, but managers, leaders, communicators, collaborators, 
health advocates, scholars and professionals.

I remember my first day working in a rural 
hospital as a second year medical student. 
Equipped with my penlight, stethoscope and 
a box of Timbits for the nurses, I was ready 
and excited to tackle medical cases with my 
preceptor. At that time, my goal was to become 
proficient in medical diagnosis and treatment, 
which would translate into becoming an 
exceptional physician. 

Since that time, I have come to recognize 
that leadership entails far more than diagnostic 
skills. As a resident physician, I’ve learned 
leadership requires us to look at the bigger 
picture of medical care: collaborating with 
medical staff, communicating effectively 
with other healthcare professionals, and 
understanding the needs of both patients and 
their families in order to provide direction for 
needed change. Leadership requires moving 
beyond the doctor-patient relationship to 
encompass thinking about the needs of our 
colleagues, our hospitals, our health authorities and health systems 
at regional, provincial, and national levels.

In the hospital, there are numerous settings where effective 
leadership saves lives. A study by Sarcevic in 2011 found that 
senior resident physicians who clearly identified themselves as team 
leaders, were able to facilitate information exchange and enhance 
team efficiency because co-workers could identify the designated 
team leader. When an attending staff and a resident physician both 
shared the leader role, the health care team was effective as long as 
the senior resident stood in the background and played the nurturing 

PARA updateThe nature of resident leadership

By Dr. Jaspreet S. Mangat, family medicine resident physician & Mandeep K. Garha, BSc., RN

helpful role. When orders came from both 
the resident and attending physician, it led 
to confusion regarding interventions and 
resulted in poor outcomes. The key take home 
message was that resident leadership requires 
effective interdisciplinary collaboration and 
shared decision making for successful patient 
outcomes.

What are the key attributes that make 
an effective resident physician leader? I’ve 
generated the five C’s of resident leadership: 
communication, charisma, conflict resolution, 
collaboration and campaign. Residents need to 
speak clearly and confidently with enthusiasm 
and optimistic drive. They need to know their 
team members well and create an enjoyable 
work environment. Resident leaders know 
when to seek help and support from more 
knowledgeable staff, and collaborate with 
allied professionals in the discussion. Working 
to solve problems and engaging in a multi-disciplinary discussion is 
essential to maintaining good working relationships and ensuring 
patient safety. Campaigning for the needs of the community, colleagues, 
patients, families, and co-workers are essential to building a healthier 
work environment and a high functioning medical system.

Leadership thus entails far more than being able to work 
autonomously to provide medical care. It requires looking at the grand 
scheme of health care, envisioning improvements, and actively creating 
change. An effective leader understands the current condition and has 
the skills to promote better outcomes both inside and outside the hospital 
to target the needs of a patient population. Every resident carries the 
potential and should be encouraged to begin exercising leadership.

Dr. Jaspreet 
Mangat, MD is 

chair-elect of the 
College of Family 

Physicians of 
Canada Section of 
Residents, family 
medicine liaison 
with PARA, and 
young physician 
leader in WONCA 

Polaris Global. 

Mandeep Garha, 
RN is involved 

in nursing 
education, team 
leadership, and 
implementation 
of patient safety 
protocols. She 

focuses much of 
her work on safe 
implementation 
of the falls care 
protocols in the 
elderly, and safe 
dietary practices 

on hospital wards.

It is with a heavy sigh, that we face yet another change. Dave 
Lowery, editor of Vital Signs for the past 12+ years, is moving on. 
The medical staff association owes a huge thank-you to Dave 
for all of his contributions and for holding things together as we 
navigated the seemingly constant choppy shoals of change. 
Twelve years ago the MSA published what was essentially a 
single page leaflet. It has since become a glossy magazine 
with provincial scope and a magazine that is stocked at the 
legislature library. 

Dave encouraged and coaxed us to find our voices and 
also taught us how to interact with the media since often times 

our articles would generate media interest. These proved to 
be engaging relationships. He has been overtly patient as 
some of us contributors (ahem) seem to consistently miss the 
deadline for submission. There certainly have been ups and 
downs over the years and Dave has been there through all of 
it – together, with us. Vital Signs now reaches far and wide and 
each and every one of us have Dave Lowery to thank for this 
very influential voice for physicians and medical staff members. 
Bravo Dave! (Cue standing ovation). Hold your head high. It has 
been a ride, Dave, and you will be missed. Clear sailing, flying 
and riding.  Lloyd Maybaum

Times are changing
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This place knows! It always knows when an innocent mutters 
the F word,“oh, this is flat!” The punishment comes around the 
next bend with a gruelling climb or knee-destroying descent. 

The Inca trail is not a hike, as any reasonable person understands the 
term. It’s a hard slog up an escarpment best classified as a third-class 
goat track! There’s an odd scramble on all-fours to reach the top of 
the Andes — where the air has two thirds of the oxygen molecules 
we relish at sea level. Suck that in deeply and you find something is 
. . . missing.

Who should take the Inca trail? Super-fit masochists. 
Who should not take the Inca trail? Any sane person. (Sorry . . . 

inner voice.) 

Really, there are some people who should not take the trail:
Anyone with a serious medical condition: help is far, far away • 
and getting that help is not going to be a fairy tale. 
Acrophobics: standing by a precipice at the top of the Andes • 
is not the most comfortable place if afraid of heights. 
Those with bad joints: especially lower limb.• 
Anyone wanting Canadian safety standards. Risk here, • 
folks! 
Clean freaks need not apply. For example you must be able • 
to tolerate some disgusting toilets: the ceramic hole-in-the-
ground-shit-on-the-wall-squat-no-door-latch-pray-I-don’t-
crap-my-pants sort of toilets. 

So, if you are an assorted nut, consider this to be a survivor’s 
guide to the Inca trail.

 
Book well in advance with a reputable agency for a dry-

season trek 
You must have a trail pass and a guide — two if over 10 people. 

Normal humans need porters and cooks also so our crew of five old 
Canadians joined a full group of 16 trekkers (nicknamed the sexy 
llama’s!) Two guides & 22 porters/cooks for the four day trek. http://
www.incatrailperu.com/inca_trail_tour_operators.html

Get fitter
Perspective — if Calgary tower’s staircase 

were open to the public, its 800 steps would just 
be a good start. There are over 10,000 stairs on 
the trail. Train with a 15 lb day-pack and walking 
poles saved my life. Practice with adjustable, 
rubber-tipped walking poles as metal tips are 
banned. Many trekkers grip the handles like a stick 
but this is tiring and less stable. Learn to use the 
wrist loops properly. http://www.youtube.com/
watch?v=HOQFPL2lpMY 

Take light, small gear, trimmed to bare 
essentials. 

Peruvian law limits a porter’s load to a maximum 
25 kg. Our agency allows six kg personal gear per 

hiker to be carried by the porters. NB: this included our sleeping bag 
and mat. That gear had to fit a small 20+ litre, non-waterproof, duffel 
bag. Bring lots of plastic bags to keep it all dry. (Camp fires are banned 
in the park and there ain’t no dryers up the Andes.) You are free to carry 
anything you wish in your day-pack, but trust me — it gets heavier! 
Have a good pair of broken-in, waterproof, hiking shoes and light 

sandals/flip-flops 
for camp. Look after 
your feet as blisters 
will hurt every step. 
Keep toenails short. 
Newspaper helps 
dry shoes overnight 
and you should 
have a comfortable 
day-pack with waist 
belt. 

B r i n g  t o i l e t 
paper and wipes. 
Duh! 

Survive Lima
At traffic lights in Lima a thief broke the side window of our taxi 

and stole Vera’s hand-bag. Thankfully she was not hurt and no vital 
documents were stolen. This is a common occurrence in Lima. Stay 
in Miraflores which is a relatively safe area for tourists. 

Money and documents 
Do not lose your passport as it is essential to get onto the trail 

and a copy is needed at every hotel. Spread money, credit-cards and 
medications throughout your person/luggage so you can survive a 
theft. Copy essential documents and have emergency numbers. There 
is no cell-phone service for three days on the trail. 

Driving in Peru
Stop-signs, double yellow lines and speed restrictions are purely 

advisory for Peruvians. They cut into oncoming traffic with masterful 
abandon. The accepted means of communication is through liberal 
use of the car horn.

Travelling doc featureThe Inca trail: where flat is a four-letter word

By Dr. Kevin Hay

Machu Picchu.

Wearing 
this hat only 

allowed if you 
successfully 
climb Dead 

Woman’s pass. The five “old” Canadians at Mt. Veronica.
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Acclimatize 
We had one night in Cusco at 11,200 ft. and one night on the way to 

the trail start but three days at altitude would be better. Most of us took 
some Acetazolamide/Diamox prophylaxis before reaching Cusco and 
the odd one up to the first night’s camp at 9843 ft. After this you have 
to balance the diuretic effect against day two, the toughest day’s hike. 
This reaches Dead Woman’s Pass at 13,796 ft and there is about 1000 
ft elevation for each of the first four miles . . . expletive deleted!

Manu national park is home for the Inca trail 
It has many sheer drops and few barriers preventing falls. Much 

of the trail is uneven as it was built 1200 to 1533 A.D. Both mountain 
sickness and Diamox can cause dizziness and everything becomes 
more slippery after rain. Be careful. Camping is at designated sites 
where tents and toilets can be two to three feet from an unguarded 
ledge. There are no lights so you need a strap-on head-lamp possibly 
with a red-light option which is kinder on your tent-mate. (NB. If you 
have spare batteries please give them to your porters.) 

Dare ya to drag a reluctant partner over the Inca trail! Guess what’ll 

happen if it’s wet and cold while you’re hiking for four long days over 
rough terrain with no creature comforts in sight. Hint . . . divorce.

Trek wear 
Hat, sunscreen and layers of clothing. Bring a poncho for rain, 

waterproof jacket/pants and a waterproof day-pack cover. Wet is 
heavier!

Stop/breathe/drink regularly 
To view scenery — stop! When moving be mindful of where you 

put your feet and poles. Bring snacks especially for day two. Our 
lunch that day was after the hike, four miles over the pass and then 
2000 ft descent.

Drink lots and lots of water 
The first two days you can buy bottled water which reduces the 

amount you must carry. A day-pack water bladder (Camelbak) is a 
great way to carry quantities and rehydrate quickly. Use a U.V. water 
sterilizer (Steripen) because the pre-boiled water we were given to 
drink was probably contaminated during the quick-cool method. (A 

bag of hot boiled water put into a plastic container half full of cold 
stream water. When cooler, the bag was folded over the lip of the tub 
and poured out but some of the un-boiled water must pour out too?)

Don’t booze before or during the hike
An athletic young Norwegian in our group paid the price of 

drinking beer the night before and day one. Altitude sickness had him 
puking in the bushes by day two. He got no sympathy from this fat old 
bastard cause I beat him to the top of dead woman’s pass. Woohoo!

First aid kit, medical gloves and essential meds 
One of our gang survived an evening of the trots with generous 

doses of Imodium: diarrhoea on the open trail would be . . . unfortunate. 
Many needed ibuprofen or tylenol for altitude headaches and most 
of the oldies took some Diamox prophylaxis. (None of us had severe 
mountain sickness.) The odd one needed sleeping pills/zopiclone 
though sedatives should be used cautiously at altitude. I brought the 
pill in a pocket (600 mg propafenone) because I`ve had paroxysmal 
atrial fibrillation. 

Also bring a hotel shampoo for the first night after the trail. Our 
basic hotel did not provide any after four days trekking. Really? 

Then some said they needed ear plugs at night, having the gall to 
imply that I might be snoring. Bloody cheek!

All said and done this was a stunning trip for our group of five 
old Canadians. All of us are thrilled at having completed the trail. But 
none will go again! 

The mountain gods blessed us with sunshine and not a drop of 
rain. Machu Picchu is a bonus, but it is not the point of the trip. Enjoy 
the trail for itself. Summiting Dead Woman’s pass is exhilarating 
and then day three brings the most beautiful hiking of the whole trip. 
There are incredible vistas of mountain peaks, Inca ruins, jungle and 
varied trail. 

My Inca moments 
were on day three. Being 
slowest had a significant 
benefit because I was 
trekking by myself 
at times. There were 
spells of complete peace 
as the late afternoon 
sunlight shone through 
overhanging jungle onto 
the ancient pathway. 
Breathtaking! Of course 
some will suggest that 
was just anoxia . . . 

The Inca trail: where flat is a four-letter word . . . continued

Guinea pig celebratory meal.

Who knew!?
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Forgive a wee bit of sexism if I suggest that, on hearing the 
term engagement, most women will think of an agreement to 
be married. 

As a Trekkie, I see Jean-Luc Picard at the helm of the Enterprise, 
authoritatively saying, “engage…!” Come on . . . close enough.

Wed. Work. War. is distilled from a shortened definition of 
engagement taken from the online Mirriam-Webster dictionary: 

an agreement to be married (or committed to a particular • 
endeavour)
a promise to be present at a particular place and time• 
a job as a performer• 
the state of being ‘in gear’ (as in a standard vehicle) • 
a hostile encounter between military forces • 

I received a new definition of engagement from a ZMSA president 
recently after we got notice of a big change of venue (Calgary to 
Edmonton) affecting the approximately 30 regular attendees of a 
meeting we were to attend. We had a whole eight days notice of the 
change so we could meet Vicki Kaminski, president and CEO of 
AHS, in person — without any further explanation or so much as a 
‘by-your-leave’ to the voting members. We assumed the decision had 
come from on high so the terse comment back was,“engagement is 
another term for do what I want you to do.”

Later we found out that the decision was made — correctly — 
by the chair as this was the only way we could have a face-to-face 
meeting considering the schedules and limited dates. The immediate 
focus was to git-r-dun in the few days available — not realizing how 
the lack of explanation would be perceived. 

This is the sort of situation where I get an English lesson from 
my wife Vera, about the differences between presumption and 
assumption. Many of us in health care have had 25 years of variable 
administrations so this might be explained as a presumption based 
on previous experience. In truth, we’ve had no experience of 
Kaminski’s management style, so without prior experience you make 
an ASSumption and can make an ASS of yourself.

Engagement in AHS
All of this has led me to mull on engagement in Alberta’s health 

care workers. Good engagement is defined by Forbes as when an 
employee uses discretionary effort such as a computer programmer 
working essential overtime without being asked or a clerk picking up 
trash even if the boss isn’t watching. Wikipedia defines it as when 
an employee is fully absorbed by and enthusiastic about their work, 
so takes positive action to further the organization’s reputation and 
interests. A curiosity is that an engaged worker does not have to be 
a satisfied worker. 

My unscientific conclusion from seeing people in action is that 
health-care workers of all stripes and colours are mostly very engaged 
with our primary employer . . . the patient. I also see that HCW’s are 
not well engaged with the patient’s administrative intermediaries: 
Alberta Health Services, Alberta Health and several previous ministers 
of Health. Allow for the fact that Mandell has only just started.  

Some will  suggest a more 
scientific assessment is the new 
2014 AHS workforce engagement 
survey which shows that there is 
an overall workforce engagement 
of 53 per cent from the 31 per cent 
responding to the survey. To be 
accurate this means there is 16 per 
cent proven engagement and 69 per 
cent are indeterminate because they 
did not complete the survey. What 
is clear is that this does not measure 
discretionary activity of workers 
either towards patients, nor to the 
AHS.   

Inheritance of AHS
Vickie Kaminski has only worked in AHS for some months so may 

not fully understand the difficulties Alberta has experienced over the 
past 25 years. With each change there were layoffs, job restructuring 
and a profound effect on HCW psyche. The progression was:

local hospital boards - dissolved and changed to  • 
15 regional health authorities, reduced to • 
nine regional health authorities, reorganized to • 
five zones, threatened to become • 
two zones, but the plan was modified to  • 
two main zones and three ‘sorta’ other zones.  • 
The AHS board was fired en-masse in 2013.  • 
Top AHS administrators were fired en-masse in 2013.  • 
Mid-level administration reorganized since 2013.• 
Now we have centralized administration from the official • 
administrator 
and centralized governance from Alberta Health/the minister • 
of health.  

Survivor syndrome
Human resources at MIT have a guide as to what staff may feel 

after significant layoffs in their business. These feelings can cause 
a lack of commitment producing a decrease in productivity and 
creativity. Employees who remain in an organization may experience: 
anxiety, fear, insecurity, uncertainty, a sense of unfairness, distrust, 
betrayal, sadness, depression, guilt, frustration, resentment and 
anger.  Surprisingly there can be a few with increased optimism & 
commitment as the tough actions have been taken. Some even feel 
energized to do more with less, while others are just relieved that 
they made the cut.  

Forbes magazine suggests that the first task for engagement is 
to connect authentically; that being essential to building trust and 
fostering courage. They recommend leaders to leave their offices 
and join employees on the front lines. It requires a willingness to be 
vulnerable, to engage in open unstructured sessions of discussion 
where leaders risk direct criticism, tough questions, open hostility, 
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Continued on page 10
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unsuccessful outcomes. Leaders should constantly acknowledge the 
efforts of those around them.

Forbes also suggests that a good leader will create an environment 
which celebrates innovative thinking and provides a safety net for 
employees who try new approaches or challenge the status quo in 
thinking or provide candid feedback. Wouldn’t that be refreshing?

Having only brief experience at two meeting so far, Vickie 
Kaminski seems to meet many of the criteria above and appears 
to connect authentically. She is frank, seemingly honest and does 
not provide the usual truckload of B.S.  She seems aware of many 
difficulties in and around AHS — especially some of the external 
pressures that she has to deal with herself. She seems comfortable with 
the idea that there may be some sort of independent, non-partisan AHS 
board governing again. Which I believe will be a relief to the ZMSA 
presidents. She seems aware that the life expectancy of a health care 
CEO in Alberta is somewhat curtailed — everyone knows that cookies 
are poisonous to CEOs!

Culture at the top
I hope that Kaminski and Dr. Carl Amrheim (the new official 

administrator) will change the culture in AHS and be the sort of 
engaging leaders Forbes suggests.

Let me give a small example of how the public and staff have 
been distanced from administration for some time. It may not be a 
completely fair example as some of this is planned by minions, such 
as their AHS web designers. 

Look at the contact information for the president and CEO and the 
official administrator on the AHS website. At the date of submission, 
early December 2014, those web pages did not name either person! 
Instead we are offered to:

‘Contact the office of the president & CEO’ http://www.
albertahealthservices.ca/3372.asp

‘Contact the official administrator at office of the official 
administrator’ http://www.albertahealthservices.ca/269.asp

Contact the office sounds more like being sent to the principal’s 
office for detention. Contact information should be personal — it 
should make people feel welcome to call. Few are eager to contact an 
anonymous, officiously titled person in some distant office.

Now I have some faith that there is a wee bit of sanity at the top 
of AHS. Next we need to see those good words translating into good 
actions. A problem for Vickie is that there are large political pressures 
to get results.  

We need to get back to the time when health care is not making 
headlines. Headlines scare the public and when the public is scared, 
politicians want to fix things quickly! This can damage a rational, 
long-term plan.  

Sometimes just fixing the potholes in health-care is what you’ve 
got to do first . . . one pothole at a time. 

CZ MSA update continued

Letters
 “I was not at my best, and I am sorry that I treated you badly. 

Your patience and persistence allowed me get back on my feet at a 
time when I needed it most. Thank you.”

 
I don’t get lots of cards saying thank you, but I remember the 

ones that I do get. This one in particular was a surprise. The patient 
that gave the card to me, and others like it to the whole team, was a 
particularly challenging one. She tested the patience of even the most 
steady and stalwart on our unit and seemed oblivious to the chaos she 
was causing. I certainly did not expect any kind of thank you. 

Yet this is how it is for most of the people that cross paths with the 
system. They come in under duress, not thinking about how to behave 
nor how to make sure your day goes better, but needing help and not 
knowing what to do to get it. And not knowing what the rules of our 
system are and what is fair and not fair.

For any of us that have been patients, or have loved ones who 
have been patients, being on the other side of the desk is an upsetting 
experience. You have felt the anxiety of not being in control, of 
putting your life in the hands of someone who is hopefully having a 
good day when they see you, and of facing the parts of yourself that 
you don’t necessarily like, but come out anyway because you don’t 
have a choice.

Our patients are hard working Albertans. They don’t come to the 
hospital because they have nothing better to do. They come because 
their lives have been disrupted by their infirmities. They come often 

Response to “H is for hospital.”
because they have no place else to go and don’t know what else to 
do.

For our patients that have physical ailments, some are easier to 
seek help for than others. Breaking your leg while on a ski vacation 
is a far more easy thing to explain than how you accidentally became 
pregnant, got shot, or contracted HIV. And the stigma of each of these 
ailments prevents people from getting the help they need, and can 
increase the risk to everyone when they don’t. 

For our patients with mental health concerns, it can be even more 
damning. Patients lose jobs, contact with family members and loved 
ones, opportunities to earn income, are evicted from homes and are 
often terrified to ask for help to avoid the label and, sometimes, 
mistreatment by a system that fails to take the time and effort to 
explain how best to use the tools available to survive, if those tools 
exist at all.

And sometimes the needs of our patients are not solvable within 
our system. Sometimes, we lack the knowledge, expertise, funding 
or time to be able to help someone in a meaningful way. Even when 
this happens though, it never precludes our responsibility to treat 
people respectfully and without prejudice and find ways to deliver 
these difficult messages with compassion for the challenges these 
people face.

I have been reminded recently about the H that is alight on the 
outside of the buildings where we care for the sickest of the sick. 
Those H’s stand for hospital, and not hotel. Nor home. And yet, there 
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I have reflected on my experiences in the ER from a consumer 
perspective many times since that night. What if I didn’t have an 
education, esteem and an ability to advocate for my mother? What if 
my mother and I were ignorant of medical issues, poverty stricken, had 
low cognitive abilities and limited ability to advocate for necessary 
medical attention? How would we have been able to overcome the 
inference that we were looking for “three hots and a cot?” I am sure that 
without my strong advocacy, my mother would not be alive today. 

During my mother’s admission, I took the time to get to know 
this resident. He was a compassionate man, who volunteered his time 
at the inner city Boyle Street Co-op. During my mother’s hospital 
stay we had many discussions on how to best help the indigent and 
downtrodden. He had begun his medical training with empathy and 
compassion intact. This left me wondering, where did this good 
doctor’s compassion go when he arrived in emergency? I knew he 
was not alone. Over three years, five surgeries and innumerable trips 
to emergency with my mother, I had found his attitude ubiquitous and 
its effects so demeaning that my mother would fight me every time I 
decided it was time for another ER visit. 

The culture of care has changed dramatically from my internship 
at the Edmonton General Hospital in the 80’s. I had no idea that those 
days would become the glory days of medicine in this province, 
where having adequate resources for good patient care, would allow 
physicians the luxury of compassion. 

The 90’s rolled back services, decreased beds and created a mass 
exodus of health care professionals from the province. The 00’s added 
on expensive layers of administration coupled with a population 
explosion and the system became over priced and over burdened. The 
outcome of years of poor health care planning is painfully present in 
every ER in our province as patients are admitted to hallways after 
waiting an eternity in the waiting room. Physicians are charged with the 
impossible task of caring for patients in those ER rooms, daily fighting 
for space, beds, placement and a little spot of dignity for their patients. 
It is understandable that they would have to tuck their compassion 
away in order to deal with the onslaught of the task before them. 

In the last Vital Signs, I was impressed by Dr. Maybaum’s advocacy 
award only to be taken aback, a few pages later, by his (opposite of 
advocacy) rant. He railed against the very patients he is charged with 
caring for in the emergency room daily. The indigent, the addicted, 
the desperate and demoralized humans who turn to emergency in hope 
that their burden will be lifted for at least a brief moment. 

It has taken some time for me to digest what Dr. Maybaum’s rant 
means to the medical profession in an era of abysmal resources. A 
resident listening to the rant of the frustrated staff in ER, learns that 
demeaning your patients is the way to deal with your frustration when 
a long line of difficult patients awaits them during a night on call. “H is 
for hospital, not hotel” the resident would repeat to patients. Patients, 
in turn become more bewildered and less able to determine when a 
true medical emergency exists. 

Don’t get me wrong, I completely understand Dr. Maybaum’s anger 
and frustration, but disagree with the direction it flows. 

Advocacy for our patients requires us to petition the government 

are so many other things those H’s should not stand for. Harrassment. 
Hostility. And most of all, hubris. Our jobs are filled with challenges 
and difficult decisions. They push as human beings to live up to 
sometimes impossible responsibilities. And we all have bad days, 
saying and doing things we would take back if we could. But if we 
become inhumane to the people we are paid to serve, then surely we 
have lost our way.

The issue of how to work within the system to prevent people from 
being enabled in their problems is a reasonable goal. The misapplied 
support offered to some patients can indeed perpetuate and even 
exacerbate problems. But our rallying cry should never be cheering 
people to their rock bottom for the sake of the taxpayer. It should be 
to ensure fair and even-handed treatment, even when patients expect 
unreasonable outcomes. And our anecdotes of patients who struggle 
with their insight and poor behavior should never become our evidence 
to permit us to forget that even the least palatable people are still, in 
fact, people.

I believe wholeheartedly that we should all be finding the best use 
for our very limited resources, and we should seek to limit access for 
those that are misusing the system. But I also believe that it is possible 
to make those good, healthy choices in a way that seeks to maintain 
dignity for a population whose illness and circumstances may have 
robbed them of that very thing. 

Dr. Lauren Zanussi

A couple of years ago I took my 83-year-old mother to emergency, 
once again. Ill health had fallen upon a woman who had been a pillar of 
strength through her life, never missing a day of work as a pharmacist 
and raising five unruly children as a single parent. We had been here 
many times before and braced ourselves for the indignity of it all. 

After a wait and a triage by the attending ER doc, the senior 
orthopaedic resident arrived. Without taking a breath he addressed my 
mother, “what are you doing in the emergency room when you have 
an appointment with your surgeon in two days?” His tone of voice 
was edgy and annoyed. If there was a thought bubble over his head it 
would have said, “get out of my emergency room, bed blocker.”

I was well experienced with this persona, after mom’s multiple 
emergency room visits. I knew what was required in this situation. I 
drew myself up to my full 5’ 5” inhaled and began. “First you take a 
history, then you perform a physical exam and only after that would 
you have the necessary information to let us know that we are in your 
emergency room spuriously,” I started. “My mother’s stump wound 
dehisced two days ago and is badly infected. Cellulitis is now galloping 
up what’s left of her leg. Her wound is in need of debridement, but 
before she can have surgery she will require a couple of days of 
intravenous antibiotics,” I continued while watching for a change in 
his expression. 

“Are you in the medical profession?” He sounded a little 
sheepish. 

I saw a change wash over him and the spell lift as his mind 
transformed us into human beings. We were no longer the bed blockers 
that he had been taught to buff and turf.

My mother was admitted. 

Letters — Continued
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for adequate resources not only for increased capacity in the medical 
system, but also increased humanity for how we support people who 
cannot financially support themselves. Poverty is a major factor in 
a majority of medical conditions. Notwithstanding the significant 
challenges this system has created in providing medical care for our 
patients, lets focus on a culture of compassion and true advocacy. Let 
us teach residents we mentor, that working to improve the system is 
the best way to direct your energy when the frustration of a never-
ending line up of patients to triage in emergency awaits you, and its 
only 4 o’clock. 

God bless us, everyone. 
Dr. Judy Ustina

Dr. Maybaum replies

I want to thank Drs. Ustina and Zanussi for taking the time to pen 
such passionate letters. If I am to be labeled with moral turpitude as a 
result of my article, smote by moral righteousness then allow me the 
chance to ensure that you, in fact, understand the article. If thereafter, 
your antipathy persists, I will kindly offer you my cheek.

Let me start by noting that we are on the same team and that you 
are preaching to the converted. I share your same passion, conviction 
and compassion for patients. I agree with your comments on poverty, 
the downtrodden and the desperate for these patients comprise the bulk 
of my everyday patient load. If you read my article carefully you would 
find that the patients that you are describing are NOT the patients that 
I was describing in my article. I, too, am appalled at how your mother, 
Dr. Ustina, was first greeted and I certainly was NOT advocating for 
that kind of approach. The truth, however, is that I was indeed and in 
fact, advocating. I was advocating for those very same patients that 
you perhaps feel motivated to defend. Those patients that turn to the 
emergency in the hope that their burden will be lifted for at least a 
brief moment. It is those very same patients that are blocked from 
accessing the care that they need because of the secondary agenda or 
malingering patient.

Any misinterpretation of the article is admittedly the author’s fault 
for perhaps not being explicit enough. I am not and was not talking 
about the patients that don’t know how to access the system. Indeed, I 
very much was talking about patients that do know how to access the 
system, moreover, how to exploit it. So let me resoundingly clarify 
that in my article I was referring to the malingering patient, a very 
small sub-segment of our overall patient population; the person, after 
thorough, careful review and assessment that has been found to be 
malingering. If you miss this point it sets the stage for high emotional 
drama and serves to ‘tee-up’ a wonderful straw-man argument.

A straw man as defined in Wikipedia is “a common type of 
argument and is an informal fallacy based on the misrepresentation 
of an opponent’s argument.” To be successful, a straw man argument 
requires that the audience be ignorant or uninformed of the original 
argument (i.e. I was only talking about malingering patients).

The so-called typical “attacking a straw man” argument creates 

the illusion of having completely refuted or defeated an opponent’s 
proposition by covertly replacing it with a different proposition (i.e., 
“stand up a straw man”) (that I was attacking all mental health patients) 
and then to refute or defeat that false argument (“knock down a straw 
man”) instead of the original proposition.

This technique has been used throughout history in polemical 
debate, particularly in arguments about highly charged emotional 
issues where a fiery, entertaining “battle” and the defeat of an “enemy” 
may be more valued than critical thinking or understanding both sides 
of the issue.

The straw man here would appear to be the misrepresentation 
of my article as perhaps an instruction manual to treat all mental 
health patients badly. The person that knocks down this straw 
man most assuredly adopts the guise of a moral superhero. This, 
except for one critical fact: my article has been misinterpreted or 
perhaps misrepresented. My article referred to a very specific patient 
population — the malingering patient and was not advocating by any 
means or measures that we treat any patient badly. So when critics 
conjure an indignity perpetrated against all downtrodden, confused 
and beleaguered patients this creates a mighty straw man that can 
be smote with righteous might defending such beleaguered patients. 
So I ask the reader to again carefully, while calming the emotions, 
critically read my article.

I suppose that if the reader attempts to understand me based upon 
one article one may assume that I am angry and frustrated. I am not 
angry. Frustrated at times, yes, but where do we begin to count the 
frustrations within the system these days? It is disappointing that a 
mere phone call would have readily cleared up the misconception 
that anyone was suggesting that we “cheer” our patients to their 
rock bottom for the sake of the taxpayer. I suppose if we are prone 
to assume the worst in our colleagues then that is where we might go 
after reading the article.

Let me start the core of my reply: Let us not confuse compassion 
with complacency or even foolishness. In my article I spoke the words 
that perhaps should never be spoken. Sometimes our patients fake 
illness. They lie. This however, should never be our go to assumption 
but indeed, somewhere down along our differential diagnosis. In my 
article, I was speaking of those patients that are found to be malingering 
or are presenting out of a sense of entitlement. Certainly, the vast 
majority of our patients do not fall into this category. Truthfully, a 
certain, small sub-segment of patients do indeed fall into this category 
whether we want to admit it, acknowledge it, or not. You may ask, 
why Maybaum would write an article on such a small sub-segment 
of the patient population. The answer is that this small sub-segment 
can be very damaging in a number of ways.

I must say that it is infinitely easier to not challenge the malingering 
patient and to let it go especially in our days of relative plenty. These 
days, we have no such luxury. These days, after careful assessment 
and consideration and always with compassion and respect, if we 
do not boldly challenge the malingering patient then genuinely ill 
patients will suffer, marooned in the emergency departments or perhaps 
never admitted at all as we sort out the malingerer. Moreover, the 
malingerer and the entitled patient are a massive source of stigma for 
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mental health patients and workers. The friends and relatives of the 
malingerer are at some level likely aware of what is truly happening. 
Arguably such awareness of the fraud will then breed contempt and 
ridicule for mental illness. This contempt is magnified a thousand fold 
when the ‘experts’ in mental health fail to detect the fraud or for that 
matter, they do detect the fraud but are complacent and say nothing 
of it. Worse yet, collaborate with it. Let me depart and remind us of 
our CANMEDS roles.

If we recall from the Royal College one of our CANMEDS roles 
is as a manager of the health care system — managing the limited 
resources at our disposal. My article speaks to this role as manager. 
However, I did not propose that we simply become managers forgetting 
about our roles as medical experts, communicators, collaborators, 
health advocates, scholars and professionals. These roles are not 
mutually exclusive but are inclusive. In these times of shortage and 
scarcity it is incumbent that we become better managers and not blind 
advocates. Let me be crystal clear: We can be darn good managers 
and still treat our patients with respect and dignity. Saying ‘no’ to the 
malingerer fulfills this mandate, granted, there is much in how you 
say ‘no.’

I am not and was not proposing that our go-to assumption is that 
a patient is malingering and that they simply desire three-hots and 
a cot. I was merely pointing out the reality that such patients exist 
in the system. Obviously the physician will collect their database 
and formulate their differential diagnosis. I was not advocating for 
a brusk or rude attitude and certainly not for a lack of compassion. I 
have compassion. I have compassion for the patient that is marooned 
in the emergency department; for the patients that are lined up in 
the surrounding hallways; for the patients that are so jam packed in 
the ER that a delicate and painful personal history must be elicited 
by a psychiatrist within earshot of half-a-dozen strangers. Some of 
these patients are marooned because we might have patients that are 
malingering or perhaps exploiting the system and physicians that are 
fearful of challenging them.

What I like about your letters is that they provide a warning about 
compassion fatigue and that with the extreme stress that we face due 
to capacity issues, lack of infrastructure and constant pressure to move 
patients, we run the risk of losing our compassion. I for one have not 
lost mine and I am reassured that both Drs. Zanussi and Ustina have 
not lost theirs.

With respect to mental illness I would like to share a point of 
clarification found in the American Psychiatric Association Text Book 
of Forensic Psychiatry (Simon and Gold, 2004, page 289); “a mental 
disorder does not automatically equate to disability. As elementary 
as that sounds, misconception about this principle is the main source 
of errors in disability evaluations . . . Disability is said to be assessed 
by medical and non-medical means. Therefore, a mental disorder may 
or may not result in an impairment and an impairment may or may 
not result in a disability.” 

On page 308 of the Text Book of Forensic Psychiatry it notes, 
“In making diagnostic assessments, examiners should be careful to 
distinguish psychiatric illnesses from non-pathological emotional 

reactions. Most individuals experience employment related problems 
and conflicts as stressful, especially if they result in adverse financial 
or social consequences. Adverse employment events and the stress 
and distress that accompany them may precipitate or exacerbate 
illness in individuals with pre-existing diagnoses or vulnerability 
to psychiatric disorders. Nevertheless, in and of themselves, intense 
and distressing feelings and complaints associated with them, such 
as anxiety, insomnia, tearfulness or irritability do not amount to 
diagnosable psychiatric disorder: although it may be stressful, 
unhappiness is not a psychiatric condition; neither is injustice . . . one 
may be miserably and justifiably unhappy about a work experience 
and not be psychiatrically injured.”

In this age of scarcity I would also like to introduce a caution 
against blind or blanket advocacy. I refer the reader to a textbook 
by Halligan, Bass and Oakley (Malingering and Illness Deception - 
Oxford University Press – 2003) on page 19, “There is also evidence 
that some doctors collude with their patient’s deception to help them 
obtain time off work and medical insurance cover that they are not 
entitled to. In the United Kingdom, a qualitative study of the role of 
general practitioners (GPs) in sickness certification showed that GPs 
admit to signing certificates when the medical evidence does not justify 
it. The findings of Wynia were out of 700 physicians surveyed, 10 per 
cent admitted to fabricating signs or symptoms on behalf of patients 
and 54 per cent admitted to deception of insurance payers, confirms that 
patients are not alone in engaging in deception when the behaviour can 
be justified. A significant finding of this study was that 37 per cent of 
physicians reported that their patients sometimes, often or very often 
ask them to deceive healthcare payers. Concerns have also been raised 
in the US regarding attempts to overcome malingering measures using 
coaching or advise provided by legal attorneys, Youngjohn (1995) 
described the case of an attorney whose coaching of a 27-year-old man 
with mild head injury prior to neuropsychological testing provided him 
with literature regarding malingering measures and simulating injury. 
Leeshaley (1997) provides further examples where attorneys were 
influencing data relied on by psychological experts in forensic cases. 
The methods described included advising clients how to respond to 
psychological tests, making suggestions of what to tell the examining 
psychologist and what to emphasize and, finally, leading clients not to 
disclose certain information important to psychologists.”

I have stressed the above information to underscore that malingering 
is an issue and that very simply, as physicians, we need to “up” our 
game. As in the above, it is no secret that sometimes physicians are a 
part of the problem. I whole-heartedly agree that the H’s on the sides 
of our buildings should not stand for harassment, hostility, hubris and 
let me add, high-flown. If it stands for anything other than hospital, it 
should stand for honesty and honourable. 

Lately we have seen much increased interest in mental health 
and addictions with enhanced validation and acknowledgement 
spearheaded by the Mental Health Commission of Canada, happily 
located here in Calgary. Name dropping mental health and addictions is 
standard political fare these days where we hear much good intention, 
though realize perhaps not much in the way of actual funding. Over 
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the last number of years we have begun the slow conversion from the 
orphan of medicare to the darling of medicare. I caution that with such 
enhanced favour and prestige come the responsibility of stewardship 
and balancing the issues in mental health. If we want legitimacy then 
we must also address the issues of inappropriate access to health care 
and managing health care resources or the precious infrastructure and 
supports that we actually receive will be sadly wasted.

Dr. Ustina, you mention ‘true advocacy.’ I certainly agree with all 
you have written about compassion. I caution, however, the obfuscation 
of compassion and ‘true’ advocacy, and the charging of the ramparts 
with blithe naivety. Some of our patients, those that I wrote about 
in my article, frankly, are cuckolding the system. Now of course we 
can choose to practice paternalistic medicine whereby the physician 
is the great savior and that all patients are victims whose intentions 
must never be questioned even those of the malingerer. Conversely, 
we can ground ourselves in the sobering reality that some patients 
lie. I would argue that when we are dealing with the malingering 
patient or the entitled patient the real victims in such encounters are 
the physicians and healthcare workers that are earnestly trying to help 
them for what are in fact, feigned illnesses. Moreover, those patients 
that are genuinely ill encounter longer waits and may even be denied 
services because of the malingering patient. Thus, in essence, they 
become two-fold victims. 

Finally, the malingerer and entitled patient unintentionally become 
a lightning rod in the propagation of stigma and the scoffing disbelief 
in mental illness when many around the malingerer fully understand 
that they are feigning illness but the ‘silly’ healthcare professionals 
can’t seem to see the forest from the trees. Turning a blind eye to 
the malingerer, whether perhaps due to an overvalued notion of 
compassion, complacency, cowardice, or otherwise and mental 
health professionals and genuinely ill mental health patients become 
stigmatized. Truly, the issues are complex.

Also, what is this notion of ‘true’ advocacy? How does one measure 
it? Noting the example used by Dr. Ustina, I ask if lobbying the 
government is the only form of ‘true’ advocacy? All advocacy is not 
lobbying but lobbying is certainly a form of advocacy. Does advocacy 
only count if it doesn’t rock the boat or move us to an uncomfortable 
place? In all my years of advocacy I have certainly encountered those 
that are indifferent, those that might be best described as armchair 
advocates, politically correct advocates, politically adept advocates 
and of course the boat rocker advocates. Are any of these a lesser 
form of ‘true’ advocacy? 

In the CAMSS advocacy award we typically award it to those 
individuals that have gone above and beyond. Those that have stuck 
their neck out to make a point or that essentially are willing to boldly 
declare, ‘the emperor has no clothes.’ Advocacy comes in many forms 
and no one form is any ‘truer’ than another. Running as a rodeo clown 
taking the barbs and arrows in an effort to generate badly needed 
discussion is yet another form of advocacy. Advocacy can bear out 
under any of the CANMEDS roles. We are advocates for patients 
(some might consider the low-hanging fruit of advocacy) but we are 
and must also be, the advocates for good science and for the prudent 
and judicial use of limited health care resources. This may however, 

create a source of tension when we want to advocate for patients but 
must also advocate with our managerial hat. 

Finally, let us talk about the use of stereotypes. Dr. Ustina in your 
letter you mentioned the brusk approach of an orthopedic resident. 
Some could comment that this fuels the stereotype of orthopedic 
surgeons or perhaps surgeons in general. However, yours was a real 
life example and so I do not think you were conjuring a stereotype. 
It just is what it is. This was also the case in my article. Although 
ringing perhaps of stereotype they were real life examples. They too, 
are what they are. I know for a fact that patients have encountered 
residents as you have described and we all have encountered patients as 
I have described. This is not a competition to determine who holds the 
higher moral ground. I, for one, am not afraid of difficult, challenging 
conversations but this does not place me on a lesser footing nor should 
it label me as ‘discompassionate.’

In closing, I have heard that if a patient (not my target audience), 
reads my article they may feel that they are being judged if they present 
to the emergency room. Let me quickly clear this up. Patients are 
being judged and always have been. In mental health and addictions 
we do not have a CT scan to tell us exactly what the problem is. We 
take a history. We observe. We listen and we make judgments. Part 
of that assessment is determining the veracity of complaint, as well 
as the presence of agendas while balancing the influences of the bio, 
psycho, social, spiritual and cultural aspects that interplay in our 
patients presentation. 

In mental health and addictions it is all about judgment; clinical 
judgment. We screen addiction patients to judge if they are at the 
contemplative, action, pre-contemplative and even what some might 
call anti-contemplative stages of change. If addictions are a purely 
medical issue why do we screen for this? We screen for this because 
attitude and choice, at some level, always factors into addictions. With 
addictions we do not become a dumbed down automaton, robotically 
devoid of choice. Judgment is also readily at play in addictions. 

I too share in the belief that our anecdotes of patients who struggle 
with their insight and poor behavior should never become our evidence 
to permit us to forget that even the least palatable people are still, in 
fact, people. Moreover, they should be treated with respect and dignity. 
The gut check that I ask all of my staff to partake in is to question 
ourselves, if this patient before us were a family member or loved 
one — what would I (we) want for them? Our unit mantra is in fact, 
respect and dignity. We will not offer our patients anything less than 
what we would want for our own loved ones.

I advise patients to not fear prudent, balanced, clinical judgment. 
I also advise my colleagues to not fear or avoid difficult discussions. 
Each of us, on a daily basis, plays many roles in the system. It is 
hard enough for each and every one of us with all the pressures and 
decisions that we face. As Dr. Ustina points out, we do not want to 
lose our compassion. Let me point out, we do not want to lose our 
compassion for our patients nor do we want to lose our compassion 
for each other. Let’s try to assume the best in each other. Good healthy 
choices everyone. Be strong.

Letters — Continued
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The saying “the rules of fair play do not apply in love and war” 
was written by poet-playwright John Lyly in 1578. Lyly went 
to Oxford and my guess is that he took fair play from cricket 

which is almost the epitome of English civility. If an umpire considers 
something to be unfair — even though it is not defined in the rules — 
he can arbitrarily rule the ball to be dead.

Does fair play apply to politics? 
In general, I contend that the public does not think so. Reference 

the December 2013 Gallup poll about honesty and ethical standards 
of various occupations. The bottom two occupations are: lobbyists 
— coming in last at a mere six per cent and members of congress — 
hardly better at eight per cent.  This was a US survey so members 
of parliament are the Canadian equivalent so we should be able to 
extrapolate to provincial politicians. 

Are the Wildrose Alliance party defections playing fair? Do 
we judge Danielle as a female politician differently to her male 
counterparts? Actually, I believe many people do expect female 
politicians to be more honest, but as Eleanor Roosevelt suggests — let 
us judge them equally.

“At the same time they must try to wipe from men’s consciousness 
the need to consider them as a group or as women in their everyday 
activities, especially as workers in industry or the professions.”

History of political defections.
Many politicians have crossed the floor. Even Winston Churchill 

did so — twice! The first time, Winston went to the Liberals in 
1904. Then in 1924 he crossed back to serve as conservative finance 
minister. 

“Anyone can rat, but it takes a certain amount of ingenuity to re-
rat,” he quipped.

From what I can find, the record for crossing the floor of a 
parliament goes to Tasmanian Senator Sir Reg Wright in Australia 
who voted against his own party on 150 occasions. There are long 
lists of politicians who have crossed the floor in Canada, Britain and 
elsewhere. Sometimes it is done for principle and sometimes for 
self-interest. Either way, it seems hard to sell a defection as being 
principled.

Nine defections in one go?
In general this is different — but large numbers are not unheard of. 

In 1886 Gladstone tried to bring home rule to Ireland and he promptly 
lost about 61 liberals overnight! The Irish love their politics. 

So, knowing that politicians scrape the barrel of public esteem, what 
is considered to be below the belt even for a politician? The defection 
of a leader? The best Canadian examples I could find were:

Jean Charest, who resigned as the leader of the federal • 
Progressive Conservative party to become leader of the 
Quebec Liberals. The liberals also happened to be the federal 
majority party at the time, but Charest wasn’t the leader of 
Her Majesty’s loyal opposition at the time, and he didn’t 
become part of the federal majority government — he joined 
the provincial government.

Guest editorialAll fair in love, war and politics?

Robert N. Thompson who switched from the leader of the • 
federal Social Credit party to the Progressive Conservatives 
in 1967 but he wasn’t the leader of the opposition at the time 
— the PCs were in opposition.

Further afield in the Solomon Islands in February 2014, Patteson 
Oti was leader of the National Party and leader of the opposition 
when he joined the government of the People’s Alliance party as 
communications and aviation minister.

Just last week (December 11, 2014) the former Sri Lankan 
opposition leader of the United National Party, Tissa Attanayake, 
joined the government as the new health minister. 

The defection of an incumbent leader?
Maybe resigning before defecting would be viewed as being more 

honourable? 
“Integrity is telling myself the truth and honesty is telling the truth 

to other people.” Spencer Johnson
Then the personality of the defector must come into play. If the 

defector had presented themselves as being upright and honest, there 
might be increased chagrin from their previous supporters? Even within 
the past month, Danielle has favoured the recall of politicians.

“I think if you set the bar high enough when somebody has truly 
demonstrated an abuse of the public trust, it gives them a mechanism 
to be able to fire their representative midstream rather than have to wait 
for the next election,” she said. (CBC News, November 19, 2014.) Is 
it surprising that some ex-supporters want to recall her?! 

Highwood Riding is almost completely conservative. In the 2012 
provincial election 18,253 votes were cast between PC and Wildrose 
and only 939 went to Liberal and NDP. Add to that, now they are likely 
to have a minister with lots of goodies. It’s going to be hard voting 
against that combo in the next election! As Winston Churchill said, 
“man will occasionally stumble over the truth, but most of the time 
he will pick himself up and continue on.” 

Will she survive the Progressive Conservatives? Possibly. In 
Britain, the civil service mandarins advise new ministers, “your 
opponents are across from you, but your enemies are behind you!” 

Many in the province acknowledge that the Wildrose was a kick-
ass opposition party. Their efforts obviously changed the PC’s. That 
said, this coup has destroyed all valid opposition in Alberta for years 
to come. John F. Kennedy had a point when he said, “without debate, 
without criticism, no administration and no country can succeed and 
no republic can survive.” 

Danielle was a good leader. Maybe some saw glimmers of greatness 
in her akin to the young Maggie Thatcher. The difference is that now 
she cannot say, “the lady’s not for turning.”

References are available on request.

By Dr. Kevin Hay
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Gooooooood bye CAMSS! (With an inflection nod to 
Robin Williams when he said, “Goooood morning 
Vi-et nom!”) After producing Vital Signs for almost 

13 years, about 140 issues and 35 years exposed to and 
working in healthcare in various forms . . . I’m outta here. 
My time spent producing Vital Signs has been the highlight 
of both my professional and personal career. It has been 
an honour and a wonderful opportunity to be invited in to 
your hospitals, clinics, offices and even foreign NGOs to 
photograph and tell your stories.

I want to thank former president Rick Anderson for 
initially offering me the opportunity to combine what I 
used to do (Calgary EMS paramedic) with what I love to do 
(journalism) back in 2002. 

Michael Giuffre pushed us to the next level when we 
went to a full colour, glossy format magazine and began to 
tackle some of the politically sensitive topics in health care. 
And apparently he didn’t get enough controversy so went 
on to become your AMA president.

Glenn Comm worked tirelessly behind the scenes to 
protect and advocate for his colleagues and became a close 
friend. It breaks my heart that his Alzheimer’s diagnosis cut 
short his stellar career. 

Linda Slocombe, another AMA president eventually, 
gave us the calm matriarch period and reigned in the 
testosterone from both CAPA and AHS members. And I’ll 
always remember to heed her advice that email is not always 
the best way to communicate. “Sometimes you just have to 
pick up the phone or go talk to them!” 

Lloyd, . . . oh Lloyd. Writer extraordinaire, brilliant mind 
and forever remembered as author of “code brown.” Lloyd 
Maybaum backed away from nothing and his three years as 
CAMSS president advanced your cause tremendously. 

Though not in the spotlight, Ray Lewkonia offered 
advice for many years on the editorial advisory board and 
his wise insights and story ideas provided numerous issues 
to write about. (And sorry Ray, sometimes the Queen’s 
English didn’t always reconcile with the Canadian Press 
style that journalists use as a bible for grammar, spelling 
and punctuation.) 

Mark Joyce, also an editorial advisory board member, has been 
there from the beginning and, still a keener, attends CAMSS meetings 
to this day. 

Sandy Pepper, and her volunteer Carnat Centre outpatients, have 
distributed Vital Signs for the past 15 years with no pay from us and 
little appreciation but have done a fantastic job.

And in recent years, I was grateful that Bob d’Artois contributed 
his decades of media expertise in ad sales.

Though the CHR, and later AHS, didn’t like what we said sometimes, 
I always insisted that the truth was our ultimate defense and many of the 
issues your presidents, and I, wrote about may have been controversial 
but you needed to hear about them. Those have included allegations 
of physician intimidation, long delays in the emergency department, 
a cookie eating CEO, H1N1, vascular service issues and the family 
medicine crisis . . . to name a few. And don’t forget the constant parking 
and cafeteria problems that haven’t disappeared in 12 years! 

Leaving CAMSS will not result in future idleness for me. My wife, 
Cheryl, and I have two kayaks in our future that need to be paddled in 
warmer waters, several motorcycle journeys to explore and I plan to 
more fully engage my aviation passion both for unmanned aerial vehicles 
(which I fly for a search and rescue organization) and traditional fixed 
wings. In the latter, and with the death in September this year of my jet 
fighter and SAR (search and rescue) helicopter pilot father, perhaps I’ll 
finally finish the private flying license I started in 1974 (soloed at age 
16!) before guitars, girls, photography and motorbikes overtook my life! 
(My dad’s assessment of my postponed aviation career!)

In closing, please support CAMSS. It is your independent, 
uncensored physician’s voice and especially now, in this continuing 
changing time in health care, someone has to have the courage to say, 
“the emperor has no clothes!” And in the words of the former Calgary 
emergency department director, Gil Curry, “if you say nothing, you 
condone it.”

It has been a privilege 
and I wish you all the 

best.
December 31, 2014

Dave Lowery
bethere@shaw.ca

Farewell editorial By Dave Lowery
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