


Vital Signs is published 11 times annually (not published in August) by the Calgary & 
Area Physician’s Association (CAPA). 

www.capa.cc
Editor: 
Dave Lowery, bethere@shaw.ca, 403-243-9498

Advertising director:
Bob d’Artois
403-540-4702
bobdartois@shaw.ca

Editorial advisory board: 
Dr. Glenn Comm – glenncomm@shaw.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Linda Slocombe – slocombe@shaw.ca
Dr. Ian Wishart – ianwishart@shaw.ca

Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in the Calgary region. Please limit articles to 600 words or less. 

Please send any contributions to:
Dave Lowery: E-mail: bethere@shaw.ca, tel: 403-243-9498.

Vital Signs reserves the right to edit article submissions and letters to the editor. 

Deadline: 
The deadline for article submission to Vital Signs is the 15th day of the month for 
distribution the first week of the following month. 

Next deadline is March 15, 2011. 

Contributors: 
The opinions expressed in Vital Signs do not necessarily reflect the opinions or 
positions of the CAPA or CAPA executive.

Advertising:
Claims made in advertisements are not verified by CAPA and CAPA assumes no 
responsibility for advertising accuracy. 

© 2011

CAPA executive - Please feel free to con-
tact your representative with any concerns 

or issues. 

Dr. Lloyd Maybaum, CAPA president 
Phone: 403-943-4904
Dr. Linda Slocombe, CAPA past president 
Phone: 403-861-8423
Dr. D. Glenn Comm, CAPA past president 
Phone: 403-850-0718
Dr. Ronald Cusano, PLC MSA president
Phone: 403-215-4070 
Dr. Douglas Thorson, RGH MSA treasurer 
Phone: 403-943-3557 
Dr. John Graham, RGH MSA president
Phone: 403-221-4489
Dr. Sean Grondin, FMC MSA president  
Phone: 403-944-8798
Dr. Earl Campbell, FMC VP and treasurer
Phone: 403-221-4459
Dr. Mark Montgomery, ACH president & 
treasurer 
Phone: 403-284-1333
Dr. Mary Brindle, ACH vice president & 
treasurer 
Phone: 403-955-2848
Dr. N. Grant Hill, rural MSA president 
Phone: 403-938-1424
Dr. Stephanie Kozma, PCPA member at 
large 
Phone: 403-258-3000
Dr. Ann Vaidya, PCPA member at large
Phone: 403-873-2352
Dr. Garth Wagner,  CMS president 
Phone: 403-292-9555

Contributing members
Dr. Cheri Nijssen-Jordan, CPSA repre-
sentative 
Phone: 403-955-7810
Sean Smith, director, practice manage-
ment program 
Phone: 403-266-3533
Dr. Ronald J. Bridges, U of C rep
403-220-4245
Dr. J. Lazier, PARA rep 
Para-ab@shawbiz.ca

Web site: www.capa.cc
Administration office, Glennis Brittain 
phone: 403-943-1270 
Administration office fax: 403-476-8770 

Contents
March 2011

Columns:
From the president: Political musings  - - - - - 2
AMA update  - - - - - - - - - - - - - - - - - - - - - - - 7
PARA update  - - - - - - - - - - - - - - - - - - - - - - 5
From the past president - A pirate revisited - 10
PLC MSA update  - - - - - - - - - - - - - - - - - - -10

Feature:
Charles Clark medical centre - - - - - - - - - - - 6

News:
CAPA classified  - - - - - - - - - - - - - - - - - - - - 8
Letters   - - - - - - - - - - - - - - - - - - - - - - - -  - 10

Unions and the MULB mentality: “Slow down, you’re making us 
look bad”

For a long while I have wanted to 
write about unions but feedback from 
almost everyone has suggested that I 
would be hung, drawn, quartered and 
publicly vilified. This topic, however, 
should not be beyond reproach especially 
since the current economic situation is 
forcing an examination of unions. The 
January 8 edition of The Economist 
headlined a sobering article entitled: 
“The Battle Ahead: Confronting The 
Public-Sector Unions.” In light of this, 
I felt it prudent to finally engage in a 
rational discussion of unions. 

The article suggests that unions have 
power and lobbying influence and have 
wielded this power quite successfully 
over elected representatives – perhaps 
too successfully. For example:“People in the private sector are only just 
beginning to understand how much of a banquet public sector unions have been 
having at everyone else’s expense. In many rich countries wages are on average 
higher in the state sector, pensions hugely better and jobs far more secure. Even 
if many individual state workers do magnificent jobs, their unions have blocked 
reform at every turn. In both America and Europe it is almost as hard to reward 
an outstanding teacher as it is to sack a useless one.”

The article concludes by recommending that the approach to deal with 
public sector unions is to focus on productivity, increase efficiency and improve 
services, not just by cutting costs.

Undeniably there are pros and cons to unions but some have suggested that 
the presence of public sector unions in our embattled Alberta public health care 
system is part of the problem. For instance, one former AHS executive once said, 
“the nurses have priced themselves out of the market and we’re going to replace 
then with less expensive LPN’s.” I therefore ask, “are public sector unions, in 
some manner, undermining the success of our public health care system?” 

I once belonged to a union. In high school I joined the United Food and 
Commercial Workers Union when I started working at a grocery store. At 
the time this was a dream job. I was well paid and the work was physically 
demanding which kept me in shape. For me, the more physically demanding 
the better. Who needed to pay for a gym membership when you’re pounding 
stock onto shelves all day? It was like getting a pay-cheque to workout! 

The euphoria of finding this ‘perfect’ job was tarnished on my second day 
of work. That day, the shop steward, Craig, approached me wondering why I 
was working so hard. I explained to him that I enjoyed working hard to which 
he replied, “well don’t work so hard. You’re making the rest of us look bad.” I 
was taken aback. Suddenly I was an outsider, aware of the gaze and judgment 
of my peers and filled with a sense of . . . of shame? All too readily the knot in 
my stomach returns as I recall this event. Happily, I had a number of peers that 
wanted to work hard like myself and we cast off the shackles of shame that 
Craig tried to apply. 

Categorically, I was not in the wrong for working hard nor is any other 
worker, unionized or not. Likewise, the words of the shop steward were 
profoundly inappropriate. I wasn’t trying to make anyone else look bad. If 

Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904
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From the CAPA president . . .  contd.

The World Health Organization’s surgical 
safety checklist is a relatively recent 
implementation in Alberta operating rooms 

and one that goes far beyond a simple list. It is also 
a timely topic, having been addressed by Dr. Trevor 
Theman in February’s The Messenger where Dr. 
Theman confirmed the CPSA’s endorsement of 
the checklist. 

It is estimated that 11 per cent of the world’s 
disease burden is attributable to surgical disease. 
Each year, approximately 234 million surgeries 
are performed worldwide; surgery is actually more 
ubiquitous than childbirth! Thus, it makes excellent sense for care providers 
to focus on surgical safety, especially considering the potential global impact. 
This focus is the intent behind the WHO’s surgical safety checklist. With 
perioperative complications in developed nations estimated at 3-17 per cent, 
and mortality rates estimated at 0.4-0.8 per cent, there is substantial room for 
improvement, especially in developing countries where these rates are estimated 
to be much higher.

In brief, the WHO’s study design compared approximately 3,700 patients 
pre-checklist intervention to approximately 3,900 patients post-intervention. 
As Dr. Theman highlighted in his article, the results were profound; the study 
showed trends in the reduction of post-operative complications and perioperative 
mortality , with a few cities achieving statistically significant reductions in these 
areas. Interestingly, outcome improvements occurred in both developing and 
developed nations; truly, one of the strengths of this study is how it demonstrates 
that even developed nations can benefit from the implementation of the surgical 
safety checklist

The checklist itself involves intervention at three critical junctures in care: 
before the administration of anesthesia, before surgical incision and before the 
patient leaves the operating room. 

The pre-induction check includes the features of the traditional time out 
(patient identification, surgical site marked and confirmed, allergies confirmed) 
but also includes a few unique features. High-risk features such as a potentially 
difficult airway, risk of aspiration and potential for moderate blood loss are 
identified, and, if present, actions are taken to mitigate these risks. For example, 
extra equipment, assistance, blood and other fluids are made readily available, 
and adequate intravenous access is ensured. Finally, the presence and application 
of the pulse oximeter is confirmed. 

The importance of the pulse oximeter is deserving of recognition. While 
it may seem odd to have an entire step dedicated to confirming the presence 
and application of a single piece of equipment, there is justified reason for this 
measure. As an anesthesiology resident, there is no other piece of equipment 
that I value more than a pulse oximeter; a reasonably safe anesthetic could be 
given with a pulse oximeter alone. Recognizing its importance in my practice, I 
was astonished when I saw there were centers in the study that did not routinely 
use a pulse oximeter during intraoperative care, particularly considering there 
is essentially no other way to ensure reliable oxygenation of a patient. A 
‘closed-claim’ review in the US in 1989 confirmed the importance of the pulse 
oximeter. The review identified that 93 per cent of the anesthetic malpractice 
claims in the US from 1974 -1988 could have been prevented with the use of 
pulse oximetry and capnography (expired carbon dioxide monitoring). The 
WHO has also recognized the importance of this issue by dedicating an entire 

By Dr. Nina Hardcastle, vice president external affairs, PARA anesthesia, PGY-3

anyone looked bad, it was Craig and anyone else that disapproved of my work 
ethic. For the money I was making and the benefits that I was receiving I also 
felt that it was my obligation to work hard and deliver an honest days work. 

Those of us with the ‘paid-work-out’ mentality gradually increased in 
number such that we became known as the power crew. When power crew 
members were working, the work would be finished and finished well. 
Management knew this and because they could rely on us, they often turned a 
blind eye to the practical jokes and the occasional rotten vegetable food fights 
that would break out in the back room. Regardless of the antics, the work would 
always be completed to an excellent standard. The atmosphere and the morale 
in that store became second to none. 

I look back fondly to those days but the union MULB (making us look 
bad) attitude has bothered me ever since. This attitude still persists amongst 
some union members and, in part, prompted me to write this article. Painfully, 
second hand, I had heard that those very words were uttered on my unit towards 
a nursing grad. In my panic, I took her aside and tried to undo the harm imposed 
upon her eager attitude. I reassured her that it was commendable to continue to 
work hard and to demonstrate commitment to excellence and patient care. 

The Economist raises concern with respect to the power, influence and 
negotiating success of public sector unions but I would like to raise concern 
with respect to some aspects of union attitude. I shake my head. Didn’t the staff 
member with the MULB attitude realize that they were undermining the cause 
of their own union? In fact, some could argue that it is in part, this attitude that is 
causing the health care system to look so bad. With the bigger salaries, pensions 
and benefits one would think that a unionized worker would eagerly outperform 
any other worker as their value has been acknowledged by the collective 
agreement. Moreover, if you are going to negotiate and win rich rewards then 
you had better deliver the service. Yet, individuals like Craig with the MULB 
attitude, persist. This attitude weighs down the morale of those workers that 
want to work hard by ostracizing them for doing so. Leaving aside economic 
implications, at some level the union MULB attitude is also weighing down 
our public health care system. To me, it is no wonder that the cries for private 
health care are ever increasing.

Looking at a recent non-unionized health care example, one wonders what 
made the non-unionized workers at the now defunct heath resource centre 
(HRC) tick. It seems to me that at some level the HRC workers out-produced 
their better-paid unionized counterparts contributing to the productivity and 
efficiency differences favouring HRC over mainstream delivery of services. 
How can this be? I sense that the workers at HRC were likely filled with a 
can-do, power crew mentality and shunned the MULB mentality. Without the 
protection of a union the MULB mentality cannot flourish. Given this simplified 
example, where was the benefit of a unionized worker to be found?

Certainly, to some extent, financial models of private health care delivery 
hinge upon non-unionized labour costs. Essentially, it seems, the system is 
moving towards bypassing unionized labour costs and attitudes by increasingly 
favouring variations of private care delivery. HRC is one of the earliest examples 
of new approaches to health care delivery with many more seemingly on their 
way.

It seems ironic that the loudest voices speaking out against private health 
care models seem to side with the union movement. One could argue that the 
success of public sector unions is driving costs and inefficiencies in the public 
system, which, in turn, is propelling the momentum towards private health care 
delivery models. In essence, if you hamstring the public system economically 

and with the MULB attitude then don’t cry foul with the movement towards 
private health care.

Increasingly, public sector unions must demonstrate value for money. A 
unionized worker should out compete and eclipse the productivity of a non-
unionized worker in order to account for the disparities in wages and benefits. 
The slacker unionized worker is the one that is making everyone and the 
system look bad – not the individuals that are working hard. Unions need to 
wake up to this reality. The MULB mentality must be addressed and must be 
addressed swiftly. 

Some may not like to hear this but our system has a certain burden of 
‘deadwood’ that it cannot cast off. Look around the room and ask how long 
some of the people would last working for a private company. Many times I 
find myself musing that certain workers would last a few hours at best or they 
would never have been hired in the first place. Unions provide clear benefits 
and are needed to protect workers’ rights but unions can breed complacency, 
smug complacency. Once one is protected by the union one basically needs to 
commit a uniquely egregious act before they might get fired. Some workers 
know this and seemingly use the union as a tool. The union becomes a weapon 
to hide behind and perhaps to preserve the MULB mentality. 

In this regard, if unions want to prevent the pushback towards private 
healthcare then they need to allow managers to actually manage our human 
resources. I have witnessed managers trying to remove deadwood employees. 
They are systematically swarmed with complaints, paperwork and meetings. 
I have seen it become so intolerable that the manager’s day-to-day ability to 
function becomes impeded and their life becomes increasingly miserable. The 
union stewards, I am certain, are aware of the effectiveness of this strategy. It 
is my sense that this organized retaliatory ‘attack’ on management has stoked 
a culture of apathy on the part of some management. They learn to avoid the 
challenging task of reprimanding the slovenly. Given the fierce pushback 
from the union, management over the years seems to have adopted a degree 
of learned helplessness. Hear no evil. See no evil. Don’t address the problems 
because life as a manager will be easier. Avoid conflict and so the band plays 
on. Let the status quo flow and indirectly, slowly and immeasurably, watch our 
public health care system flounder.

If the MULB attitude prevails then woe be the public sector unions when 
the budget knife comes out and elected representatives have no choice but to 
use it. The Economist has noted that governments worldwide must address 
the problem of public sector unions that have become too powerful and too 
successful. Their power, influence and persuasion over elected representatives 
have resulted in negotiating success that is crippling government coffers the 
world over. I imagine a day of reckoning in the future if the unionized worker 
cannot demonstrate better value for money. 

The Economist sums it up, “Politicians face a choice: push ahead, reform 
and create jobs in the long term; or give in again, and cut more services and 
raise more taxes.” Soon it seems, our elected representatives will decide that 
they can no longer afford to give in and those in the union membership with 
the MULB attitude should be held accountable. 

Can you imagine what we could do with public healthcare in this province 
if AHS had a 90,000 strong power crew of unionized and non-unionized 
workers? Conversely, what will happen to us if we concede to the alliance 
of, “you’re making us look bad?” Time will tell but I for one much prefer the 
vision of the power crew.
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From the CAPA president . . .  contd.
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The checklist itself involves intervention at three critical junctures in care: 
before the administration of anesthesia, before surgical incision and before the 
patient leaves the operating room. 

The pre-induction check includes the features of the traditional time out 
(patient identification, surgical site marked and confirmed, allergies confirmed) 
but also includes a few unique features. High-risk features such as a potentially 
difficult airway, risk of aspiration and potential for moderate blood loss are 
identified, and, if present, actions are taken to mitigate these risks. For example, 
extra equipment, assistance, blood and other fluids are made readily available, 
and adequate intravenous access is ensured. Finally, the presence and application 
of the pulse oximeter is confirmed. 

The importance of the pulse oximeter is deserving of recognition. While 
it may seem odd to have an entire step dedicated to confirming the presence 
and application of a single piece of equipment, there is justified reason for this 
measure. As an anesthesiology resident, there is no other piece of equipment 
that I value more than a pulse oximeter; a reasonably safe anesthetic could be 
given with a pulse oximeter alone. Recognizing its importance in my practice, I 
was astonished when I saw there were centers in the study that did not routinely 
use a pulse oximeter during intraoperative care, particularly considering there 
is essentially no other way to ensure reliable oxygenation of a patient. A 
‘closed-claim’ review in the US in 1989 confirmed the importance of the pulse 
oximeter. The review identified that 93 per cent of the anesthetic malpractice 
claims in the US from 1974 -1988 could have been prevented with the use of 
pulse oximetry and capnography (expired carbon dioxide monitoring). The 
WHO has also recognized the importance of this issue by dedicating an entire 

additional project to the introduction of routine intraoperative pulse oximetry 
in developing nations. 

The surgical safety checklist continues with the pre-incision check, which 
includes a re-confirmation of the patient and site of surgery, confirmation of 
antibiotic administration, and access to relevant imaging. The pre-incision check 
is the most essential for operating room communication, as this stage is when 
each operating room staff member introduces themselves by name and role 
and both the surgeon and anesthesiologist vocalize any anticipated challenges 
or specific concerns for the patient. 

The post-surgical check includes a verbal confirmation of procedure 
performed, tissue sample collection and equipment count, including a review 
of any equipment issues. Finally, the most important part of this final stage is 
the encouragement of thorough handover of care to those who will look after 
the patient post-operatively.

I believe the introduction of this checklist has improved care in Alberta 
operating rooms. At the beginning of my residency program, operating room 
safety consisted of the traditional “time out.” This has since been replaced, in 
most instances, with the WHO checklist. From my perspective, the WHO 
checklist is a superior tool, and although this protocol may feel excessive when 
applied to a healthy patient undergoing a simple procedure, it serves many 
valuable functions leading to better outcomes 

For the healthy patient, the checklist provides an opportunity to involve the 
patient in the provision of their own safety; for the operative team, the checklist 
serves as a way for operating personnel to introduce themselves (which is great 
for me as a resident physician . . . I am still meeting surgeons and nurses on 
a daily basis!) These introductions and debriefings encourage a dynamic and 
successful team-based experience which has been shown to improve attitudes, 
processes and safety. The checklist also encourages contemplation of potential 
complications and ensures that a plan is in place should such a complication 
arise. For the critically ill patient, the checklist is arguably even more important. 
It encourages reflection on the clinical situation, ensuring the basics have been 
covered, antibiotics have been given, equipment is functioning and monitors 
have been applied to the patient. The checklists prevent simple things from being 
overlooked when caregivers are focused on the seriously ill. 

Thus, the surgical safety checklist is more than just a simple list- it is 
preventative medicine. Use of the checklist reduces post-operative complications 
and mortality. Most importantly however, the surgical checklist facilitates 
interdisciplinary communication. It allows disclosure to the entire team of 
any anticipated difficulties, and it fosters a team atmosphere. Overall, through 
improving patient outcomes and improving communication, it enables operating 
room personnel to deliver optimal patient care. 

References:
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PARA update

and with the MULB attitude then don’t cry foul with the movement towards 
private health care.

Increasingly, public sector unions must demonstrate value for money. A 
unionized worker should out compete and eclipse the productivity of a non-
unionized worker in order to account for the disparities in wages and benefits. 
The slacker unionized worker is the one that is making everyone and the 
system look bad – not the individuals that are working hard. Unions need to 
wake up to this reality. The MULB mentality must be addressed and must be 
addressed swiftly. 

Some may not like to hear this but our system has a certain burden of 
‘deadwood’ that it cannot cast off. Look around the room and ask how long 
some of the people would last working for a private company. Many times I 
find myself musing that certain workers would last a few hours at best or they 
would never have been hired in the first place. Unions provide clear benefits 
and are needed to protect workers’ rights but unions can breed complacency, 
smug complacency. Once one is protected by the union one basically needs to 
commit a uniquely egregious act before they might get fired. Some workers 
know this and seemingly use the union as a tool. The union becomes a weapon 
to hide behind and perhaps to preserve the MULB mentality. 

In this regard, if unions want to prevent the pushback towards private 
healthcare then they need to allow managers to actually manage our human 
resources. I have witnessed managers trying to remove deadwood employees. 
They are systematically swarmed with complaints, paperwork and meetings. 
I have seen it become so intolerable that the manager’s day-to-day ability to 
function becomes impeded and their life becomes increasingly miserable. The 
union stewards, I am certain, are aware of the effectiveness of this strategy. It 
is my sense that this organized retaliatory ‘attack’ on management has stoked 
a culture of apathy on the part of some management. They learn to avoid the 
challenging task of reprimanding the slovenly. Given the fierce pushback 
from the union, management over the years seems to have adopted a degree 
of learned helplessness. Hear no evil. See no evil. Don’t address the problems 
because life as a manager will be easier. Avoid conflict and so the band plays 
on. Let the status quo flow and indirectly, slowly and immeasurably, watch our 
public health care system flounder.

If the MULB attitude prevails then woe be the public sector unions when 
the budget knife comes out and elected representatives have no choice but to 
use it. The Economist has noted that governments worldwide must address 
the problem of public sector unions that have become too powerful and too 
successful. Their power, influence and persuasion over elected representatives 
have resulted in negotiating success that is crippling government coffers the 
world over. I imagine a day of reckoning in the future if the unionized worker 
cannot demonstrate better value for money. 

The Economist sums it up, “Politicians face a choice: push ahead, reform 
and create jobs in the long term; or give in again, and cut more services and 
raise more taxes.” Soon it seems, our elected representatives will decide that 
they can no longer afford to give in and those in the union membership with 
the MULB attitude should be held accountable. 

Can you imagine what we could do with public healthcare in this province 
if AHS had a 90,000 strong power crew of unionized and non-unionized 
workers? Conversely, what will happen to us if we concede to the alliance 
of, “you’re making us look bad?” Time will tell but I for one much prefer the 
vision of the power crew.
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Though family practitioners regularly note its absence, business 
training is rarely found in the family medicine curriculum. And 
in the present high overhead cost environment, any break is 

welcome to family doctors who struggle to earn a respectable income. 
Dr. Ron Gorsche,  along with Dr. Keith Spackman, chief of staff and the 
High River Hospital medical staff faced with a doctor crisis, recognized 
the need for an affordable working space a few years ago and decided 
to do something about it. Gorsche has been in the High River area since 
1978 when Dr. Grant Hill asked him to have a look around, set up a 
family practice and help out with anesthesia. With attracting family 
physicians in mind, Gorsche looked around for a suitable clinic site 
and found one very close to the High River General hospital . . . but 
it posed a few challenges. The land he chose was parkland. Gorsche 
says town residents initially pushed back because they thought the 
development should go on Alberta Health Services (AHS) property. 
The consultants hired by the town looked at that but there wasn’t 
any AHS property suitable. Once residents realized that, and that the 
benefit was new physicians and a leading development on the parkland, 
support rapidly developed. The medical staff also promised that any 
physicians recruited would be full service doctors who would have to 
maintain full hospital admitting privileges to gain access to the new 
clinic. Additionally, the final park planning proposal calls for a new 
library and a “health park” in between the two buildings.

“The town is assisting with land and an agreement to rent the extra 
space until new physicians are needed over the next five years. Long 
term low interest financing is being provided by the municipal district 
of Foothills. The physicians will acquire the building once the MD of 
Foothills has been repaid. 

The six million dollar project, due to open in September 2011, 
is also assisted by a Rotary club donation of $100,000 towards a 
mammogram unit, and the High River Hospital Foundation covered the 
EMR costs to the new recruits and the PCN. All 18 full and part time 
family physicians with hospital privileges contributed $12,500 each 
for equal shares to begin the project. The new recruits will be offered 
the same opportunity to invest in the project. Tenants on the first floor 
include a walk-in integrated assessment clinic under the direction of 
the PCN, an x-ray facility, a dispensary, coffee bistro and parent-link. 
The second floor will open with three full time established practices 
acting as mentors to the three new full time recruits, all graduates 
of the rural family medicine residency training program. They hope 
to recruit a further five family physicians over the next five years to 
finish filling the space set aside and rented presently to the town of 
High River. And due to the town’s support, Gorsche says they will be 
able to rent space at 80 per cent of the going rate. But he has a few 
tips should anyone else be interested in creating a similar project. 
As a value added feature, the medical staff decided to fund the cost 
of making the project the first LEED (leadership in energy efficient 
design) registered health facility in Alberta. The town’s residents have 
embraced this concept and are excited to see the building and the new 
physicians it will house. 

“It is absolutely essential you have every physician on side which 
was key to ensure the town, municipal district and service club 
support,” he says. “The other key was getting the site. We wanted that 
area across from the hospital because it was the best location in town 
for this facility. In order to get it, though, we had to go to a number 
of town hall meetings among other things. The town hired a team 
of consultants from Vancouver to perform an assessment and they 
also hosted town meetings with High River residents to determine if 
that was the best use of the property. That process took a year before 
approval was finally given from the various levels of government but 
after that things moved along quite quickly.” 

Gorsche also says AHS gave support in principle. Chris 
Mazurkewich, the AHS chief financial officer, said he couldn’t 
believe the medical staff got this far in two years. When Gorsche had 
mentioned that they wanted to include a seniors unattached assessment 
clinic, Mazurkewich said they had been trying to establish similar 
clinics in the province for years. Though they didn’t offer funding, 
we didn’t really expect financing from AHS. 

“Our medical staff felt we could do this ourselves and not depend 
on AHS to provide space. Additionally, we were always responsible 
for physician recruitment in the past and I think it’s time we took 
that back.”

 
Gorsche says the new clinic, named after Charles Clark (former 

prime minister Joe Clark’s father) and a former publisher of the High 
River Times and hospital board member, should satisfy the majority 
of the new rural recruits needs. 

 
“They want to feel comfortable in their practice and they want 

mentorship so they’re not left hanging out there on their own. They 
want to be able to trust their colleagues and get a reasonable rent and 
overhead. Those were the key areas in our recruitment.”

 
Gorsche is quick to point out there were a number of key people 

who were instrumental to the project’s success. 

“Town manager, Harry Harker brought outside consultants in and 
he led us through all the different processes. Bill Robinson, the CFO for 
the municipal district, put together the innovative financing package. 
We eventually ended up with unanimous approval from both the town 
and municipal council. Crosby Cotton, our communications consultant, 
Cam Crawford and David Laycraft , both local High Riverites from 
the Catalyst management group, were invaluable. They have been 
members of our development team from the outset.” 

Charles Clark medical centre
By Dave Lowery

AMA update

CAPA appreciates the funding support from AMA to help with their monthly submission publishing costs.

The Alberta Medical Association’s Southern Alberta office (SAO) was 
established in May, 2004. The office is home to the practice management 
program, the physician and family support program, the alternate 
relationship plans program management office and calgary-based physician 
office system program consultants.

Here’s what these programs do for you.

Practice management program
The practice management program (PMP) provides high-quality 

business consulting services to Alberta physicians as PMP works with 
physicians to develop and implement primary care networks (PCNs). 

The PMP team:
• Assists physicians in managing practice risks associated with 

entering PCNs
• Supports physicians as they work through the process to develop 

PCNs
• Supports physicians in making informed decisions
• Assists physicians to realize the full benefits of PCNs
• Increases PCN implementation success
• Integrates PMP with the broader primary care initiative (PCI) 

program framework
The PMP team provides a range of services including: PCN 

development, information management and technology, opening and 
closing a practice, practice processes and operations, human resources, 
governance and leadership, and finance and accounting.

Physician and family support program 
The physician and family support program (PFSP) encourages well-

being and works to help improve the physical, emotional and spiritual 
health of physicians, residents, medical students and their families. 
PFSP also supports and participates in promoting a healthy culture of 
medicine.

PFSP offers confidential, professional assessment and access to a broad 
range of services for personal, professional and family problems. 

PFSP has the expertise necessary to refer physicians to appropriate 
professional resources, including PFSP case coordination for individuals 
with complex and multifaceted issues.

PFSP also raises awareness about issues affecting physician health 
and offers a variety of on-request presentations, workshops and seminars 
on physician health, such as:

• Work/life harmony
• Physician stress and burnout
• Physicians for physicians
• Healthy workplaces
• Effective conflict management
• Physician retirement – beyond the financials
• Fatigue management
• Mindfulness meditation
• The resilient medical family
• The medical marriage
• Career transitions

Alberta Medical Association’s Southern Alberta office: What we do for you
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business consulting services to Alberta physicians as PMP works with 
physicians to develop and implement primary care networks (PCNs). 

The PMP team:
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closing a practice, practice processes and operations, human resources, 
governance and leadership, and finance and accounting.

Physician and family support program 
The physician and family support program (PFSP) encourages well-

being and works to help improve the physical, emotional and spiritual 
health of physicians, residents, medical students and their families. 
PFSP also supports and participates in promoting a healthy culture of 
medicine.

PFSP offers confidential, professional assessment and access to a broad 
range of services for personal, professional and family problems. 

PFSP has the expertise necessary to refer physicians to appropriate 
professional resources, including PFSP case coordination for individuals 
with complex and multifaceted issues.

PFSP also raises awareness about issues affecting physician health 
and offers a variety of on-request presentations, workshops and seminars 
on physician health, such as:

• Work/life harmony
• Physician stress and burnout
• Physicians for physicians
• Healthy workplaces
• Effective conflict management
• Physician retirement – beyond the financials
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• Mindfulness meditation
• The resilient medical family
• The medical marriage
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Alberta Medical Association’s Southern Alberta office: What we do for you

Over 1000 physicians and 
their families seek help each 
year from PFSP for their health-
related issues.

PFSP’s  se rv ices  can 
be accessed by calling its 

confidential, 24 hours a day, 7 days a week, 365 days a year toll-free line 
at 1.877.767.4637.

Physician office system program (POSP)
The physician office system program (POSP) enables the use of 

electronic medical records (EMR) by physicians, who provide insured 
services in Alberta, to improve patient care and support best practice care 
delivery within Alberta’s electronic health environment.

Through a combination of funding, information technology services 
and change management services, POSP helps close to half of Alberta’s 
practising physicians to incorporate information technology into their 
practices.

Some of the initiatives POSP supports or is responsible for include:
• Developing solutions to move patient data from one physician 

office system to another. 
• Reducing the risk of data loss in physician offices caused by 

human, hardware or software failure. 
• Working with stakeholders to update the vendor conformance 

and usability requirements (VCUR) for physician offices. These 
requirements are reviewed regularly to ensure they continue to 
reflect the needs of all stakeholders. 

• Collaborating with Alberta Health Services and Alberta Health 
and Wellness to provide integration and interoperability with 
provincial systems (e.g., the pharmaceutical information network 
(PIN), lab test results and diagnostic imaging text reports). 

• Supporting physician compliance with the Health Information Act 
by providing resources to conduct privacy impact assessments. 

• Providing a broad range of change management services to 
support those physicians whose practices are automated and who 
depend on their EMR solutions to be fully functional every day.

The Calgary-based POSP consultants provide support and help to 
physicians across southern Alberta.

Alternate relationship plans (ARP) program management 
office (PMO)

Under the 2003 master agreement between Alberta Health and 
Wellness, the AMA and Alberta Health Services (AHS), matters pertaining 
to ARPs and the clinical services component of academic ARPs are the 
responsibility of the trilateral physician services committee (PSC). 

The ARP program management office opened March 2008. Accountable 
to PSC, the ARP PMO is responsible for the project management functions 
in developing and maintaining ARPs and for financial monitoring of the 
ARP program. 

Physicians interested in participating in an ARP should contact the ARP 
PMO at TF 1.866.953.3130 or email to receive guidance and direction 
through the ARP process. 
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CAPA classifiedAMA update contd.

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

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

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

Seeking part time family physicians for urban Aboriginal 
Health Centre

Join a newly established, team based model that concentrates 
on delivering high quality care for the specific needs of the urban 
Aboriginal population of Calgary. The Elbow River Healing Lodge 
(ERHL) is a publically funded Alberta Health Services program 
located within the Calgary downtown Sheldon Chumir facility. 

• The centre houses core services including 
laboratory, diagnostic imaging, pharmacy and urgent 
care as well as other key diverse services such as public 
health and mental health that offers the opportunity for 
multi-service collaborations 

• The ERHL’s in-house team includes 
clerical, nursing, pharmacy, behavioural therapy, 
advocacy and research

• The ERHL is based on a philosophy of 
considering and addressing the broader determinants 
of health and strives to innovate primary health service 
to achieve this

• Remuneration is sessional 

Contact Dr. Lynden (Lindsay) Crowshoe 
(lynden.crowshoe@albertahealthservices.ca) 

403-955-6600 for more details

Zone medical staff associations 
Zone medical staff associations (ZMSAs) offer an opportunity for 

meaningful engagement for physicians with formal linkages to AMA and 
AHS, allowing for a strong unified voice for the ZMSA. ZMSAs will 
gather advice from zone physicians and advocates for its members on 
local and zone issues.

AMA and AHS are currently in discussion around how administrative 
support will be administered to ZMSAs. The support may be based out of 
SAO, however, discussions are in the preliminary stages at this time. More 
information will be available once a decision has been made.

The Calgary and Area Physicians Association will become the Calgary 
ZMSA.

Videoconference services
In addition to programs above, SAO hosts videoconferences for 

physicians from across southern Alberta for AMA-related meetings which 
saves them a trip to Edmonton.

For more information, please contact SAO at T 403.266.3533 or 
TF 1.866.830.1274. SAO is located at 

350-708 11 Ave. SW, Calgary AB. 

The FMC Spring Dinner 2011

Mark your calendars for Friday, April 15, 2011, when the FMSA 
is hosting the annual Foothills Spring Dinner at the Glencoe Club 
Ballroom, 636 – 29th Avenue SW. Along with a cocktail reception, 
gourmet dinner, and music throughout the evening, this year we are 
pleased to welcome Dr. Bill Hanlon, founder and medical director 
of Basic Health International Foundation, who will be entertaining 
us with a short presentation on some of his exciting adventures. Dr. 
Hanlon has special interests in adventure travel, expedition and high 
altitude medicine and international health and medical volunteer work 
and has traveled extensively throughout the world.

Fantastic door prizes! Presentations of the FMC 2010 Outstanding 
Clinician Award, as well as RESIDENT SCHOLARSHIPS in 
recognition for exceptional leadership.

Contact Susan at 403-944-1409. Watch for further information. 
Email: susan.sauve@albertahealthservices.ca

Mark the date! Organize a table! Invite your residents! 

Vital Signs accepts advertisements from members and non-members. 
For advertising rates, please visit: www.capa.cc 

and download the rates from the Vital Signs page. 
For more information please contact Bob d’Artois, CAPA advertising 

director. P. 403-540-4702 bobdartois@shaw.ca
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Health Centre
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on delivering high quality care for the specific needs of the urban 
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multi-service collaborations 
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• The ERHL is based on a philosophy of 
considering and addressing the broader determinants 
of health and strives to innovate primary health service 
to achieve this

• Remuneration is sessional 

Contact Dr. Lynden (Lindsay) Crowshoe 
(lynden.crowshoe@albertahealthservices.ca) 

403-955-6600 for more details

The FMC Spring Dinner 2011

Mark your calendars for Friday, April 15, 2011, when the FMSA 
is hosting the annual Foothills Spring Dinner at the Glencoe Club 
Ballroom, 636 – 29th Avenue SW. Along with a cocktail reception, 
gourmet dinner, and music throughout the evening, this year we are 
pleased to welcome Dr. Bill Hanlon, founder and medical director 
of Basic Health International Foundation, who will be entertaining 
us with a short presentation on some of his exciting adventures. Dr. 
Hanlon has special interests in adventure travel, expedition and high 
altitude medicine and international health and medical volunteer work 
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Email: susan.sauve@albertahealthservices.ca
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The 25th Annual PLC/CGH Dinner, Dance and Awards night held 
on Saturday, January 29th, 2011 at the Petroleum Club was a great 
success this year with 101 guests attending the gala event. The largest 
number in the past three years!

Invited guests included residents, with obstetrics and gynecology 
having the largest number of residents this evening; Sue Gudmundson, 
vice president, Peter Lougheed Centre and her husband, Dr. Lloyd 
Maybaum, CAPA president, as well as the past presidents, Dr. Murray 
Young, Dr. John Gosbee, Dr. Albert Akierman, Dr. Glenn Comm and 
Dr. Corrine Dyke.

The first Physician of Merit Award 2010 was presented to Dr. Ron 
Read, infectious diseases, department of medicine by Dr. Richard 
Dear and the second Physician of Merit Award 2010 presented to Dr. 
Paul Petrasek, department of vascular surgery presented by Dr. Lloyd 
Maybaum. The PLC Family Medicine Resident of the Year 2010 award 
went to Dr. Jacqueline Stewart. Dr. Ron Cusano was presented with 
a gift from the medical staff for his last four years as president and 
vice president of the medical staff association. He will stay on the 
executive as past president for the next year.

Dr. Ron Cusano introduced the new executive for the PLC/CGH 
Medical Staff Association; Dr. Steve Patterson, president and Dr. Arlie 
Fawcett, vice president. A special thanks to Sally Knight for all of her 
hard work in arranging this special evening for the medical staff. 

Door prizes were donated by the department of obstetrics and 
gynecology, department of internal medicine, department of pediatrics, 
department of anaesthesiology, department of psychiatry and Dr. Albert 

Letters
Support for passing on pharmaceutical costs

I read Dr Maybaum’s pet peeve about the pharmaceutical waste 
he has seen with Nicorette inhalers and wastage of cartridges from 
hardly-used packages, and thought, hey wait a minute, didn’t I read 
something earlier about patients bringing their own meds to hospital? 
Lo and behold, there was the exact remedy for the situation on page 
6. Dr. Maybaum wrote “if patients were covering the costs of their 
medications (in this case, their cigarettes) before coming into hospital 
and will have to somehow cover the costs once they leave hospital, 
why can’t they pay for the cost of their medications (in this case, 
nicotine replacement) while in hospital?” That makes absolute sense, 
and it would reduce the wastage as patients might just bring them 
home and use them to reduce their smoking. If they did not want to 
purchase the package and instead opted to go cold turkey, that would 
be their prerogative. It would decrease the hospital’s drug costs, and 
it might have a more lasting benefit. I am surprised that AHS has 

not considered this already and passed the costs for 
Nicorette on to the user.

 Joan Horton MD

And more support
I want to say I am appreciative of Dr. Maybaum 

“stirring the pot” through Vital Signs. There are a lot of 
things that are done in hospitals and in the community 
that we don’t question, perhaps because it was always 
done that way, or because we don’t have a good 
alternative to offer. Dr. Maybaum looks at the way we 
provide medical services through a new set of glasses, 
and although I don’t agree with everything he says, I 
really like the fact he is raising the issues. His look at 
the wasteful use of medication in the hospital when 
patients have alternate coverage, and often even bring 
their own medication, raises an issue I have “ranted” 
about for years. Yes, we need to ensure those who can’t 
pay still get the medications, but why are we funding 
pharmaceutical companies in this inane way?

Keep up the great work!
Janice Heard MD, FRCP(C)

PLC/CGH MSA update
By Sally Knight

Akierman. The guests then danced the evening away with music 
provided by the Quick Silver Band.

Mark your calendars now, as the 26th Annual PLC/CGH Dinner, 
Dance and Awards night will be held on Saturday, January 28th, 2012 
at the Petroleum Club! 
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