






Vital Signs March 2012 • Page 4

Vital Signs is published 11 times annually (not published in August) by the Calgary & 
Area Physician’s Association (CAMSS) www.CAMSS.ca
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 Alberta. 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, 2012. 

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

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

© 2012

CAMSS executive - Please feel free to contact your representa-
tive with any concerns or issues. 

Dr. Lloyd Maybaum, CAMSS president 
Phone: 403-943-4904
Dr. Linda Slocombe, CAMSS past president 
Phone: 403-861-8423
Dr. D. Glenn Comm, CAMSS past president 
Phone: 403-850-0718
Dr. Steve Patterson, PLC MSA president
Phone: 403-943-5554
Dr. Arlie Fawcett, PLC MSA vice president
Phone: 403-944-9842 
Dr. John Graham, CAMSS president-elect & RGH president
Phone: 403-221-4489
Dr. Douglas Thorson, RGH MSA treasurer 
Phone: 403-943-3557 
Dr. Earl Campbell, FMC president
Phone: 403-221-4459
Dr. Geoff Hawbodlt, FMC VP & treasurer
Phone: 403-943-9900
Dr. Sean Grondin, FMC MSA past president and treasurer  
Phone: 403-944-8798
Dr. Mary Brindle, ACH president  
Phone: 403-955-2848
Dr. Candice Bjornson, ACH vice president  
Phone: 403-955-2952
Dr. N. Grant Hill, rural MSA president 
Phone: 403-938-1424
Dr. Wendy Tink, GP representative 
Phone: 403-258-3000
Dr. Ann Vaidya, GP representative
Phone: 403-873-2352
Dr. John Barrow,  CMS president 
Phone: 403-275-5112

Contributing members
Dr. Cheri Nijssen-Jordan, CPSA representative 
Phone: 403-955-7810
Sean Smith, assistant executive director, 
Southern Alberta Office 
Phone: 403-266-3533
Dr. Ronald J. Bridges, U of C rep
403-220-4245
Dr. Joanna Lazier, PARA rep 
Para-ab@shawbiz.ca

Web site: www.CAMSS.ca
Administration office, phone: 403-943-1270 
Administration office fax: 403-476-8770 

Vital Signs accepts advertisements from members and non-members. 
For advertising rates, please visit: www.CAMSS.cc 
and download the rates from the Vital Signs page. 

For more information please contact Bob d’Artois, CAMSS advertising 
director. P. 403-540-4702 bobdartois@shaw.ca

Contents
March 2012

Columns:
From the president: Required reading ----------------------------- 5
From the president: Disclosure -------------------------------------- 6
PARA update ------------------------------------------------------------- 7
Editorial -------------------------------------------------------------------- 8
Calgary Medical Society update ---------------------------------- 10
The Comm Post corner - End of a ‘path not chosen’ -------- 14

Feature:
PAAL launched -------------------------------------------------------- 12

News:
AMA update ------------------------------------------------------------ 13

On the cover: Chopper (right-charcoal Labrador) and 
Atlas (centre-blue Dane) play with a three month old 
black labrador. No animals were harmed during the 
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CAMSS classified
Annual Foothills spring dinner 2012

Friday, April 20, 2012 is the date for the annual Foothills Spring 
Dinner hosted by the Foothills Medical Staff Association, at the 
Glencoe Club Ballroom, 636 – 29th Avenue SW. This year the evening 
will include all the usual fabulous components along with an interesting 
talk provided by Dr. Phil Langill of the U of C Rothney Astrophysical 
Observatory, regarding work finding planets around other stars: “Real 
Worlds Beyond Earth? – Not Just Fiction Anymore.” 

Come and enjoy a wonderful evening. Fantastic door prizes! 
Presentations of the FMC 2011 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 colleagues and residents! 

GP wanted
Established medical esthetic company looking for a motivated 

general practitioner with an interest in medical esthetics to join our 
team. $75,000 + per year on six days per month. Those interested 
please contact: 

Stewart at (403) 809-1136 or 
email: Stewartcharchuk@hotmail.com
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Dr. Lloyd Maybaum,
CAMSS president 

Phone: 403-943-4904

From the CAMSS president
Required reading

Over the years in the pages of Vital Signs we have editorialized 
various problems in the healthcare system. For example, these 
have included problems associated with trade unions and the 

unionized worker as well as problems with executive management, 
bureaucracy, lack of engagement, elected representatives and even 
propaganda. The list goes on. In this issue we take a look at the 
allegation that physicians can influence demand on services and 
consider one aspect of politics and healthcare. 

For this month, and in preparation for next month, I am including 
a media content list to facilitate some thoughtful reflection. If anyone 
else has suggestions for books, videos etc. they are always welcome. 
In this issue you will find that I have discovered some materials that 
are firmly on the public healthcare side of the public/private healthcare 
debate. In the interests of providing balance, I remain on the hunt for 
an evidenced based defining book or article in support of enhancing 
private healthcare options in Alberta. If anyone has a favourite, please 
forward details to the editor. 

The additional reading/visual materials may seem somewhat 
eclectic. I am hoping, however, that by widening our field of vision and 
opening-up the big picture, we may be able to discern wider influences 
that are perhaps undermining our healthcare system, contributing to 
fiscal burden and purported unsustainability of the system. 

My first suggestion I previously mentioned in the February 1. 
2011 edition of Vital Signs. If you never stopped to watch 
Eisenhower’s Farewell address to the nation from January 
1961, it is worthwhile to consider his ominous warnings. It is 
here that he coined the phrase “military-industrial complex.” 
By extension, contemplate the potential for a “health-care 
industrial complex” which I mentioned in February 2011. This 
seems to be one of the earliest warnings regarding corporate 
influence and it comes from no less than a president of the 
United States. This speech can be found at www.abcnews.
go.com/Archives/video/jan-17-1961-eisenhowers-farewell-
address-12367106
Watch the 2003 Canadian documentary film “The 2. 
Corporation.” 
Watch the 2005 documentary film “Enron: The Smartest 3. 
Guys in the Room.” Conversely, you might have been lucky 
enough to catch the play “Enron” at Theatre Calgary this 
past February.
Listen to the Gore address on Bush presidency October 18, 4. 
2004. In part, this underscores the influence that corporations 
can have on government. This can be obtained for 95 cents 
on Amazon.com in audiobook format.
Watch the You-tube video “Amend 2012” and ponder the 5. 
growing influence of corporations in America. What role might 
they play in the public/private debate in Alberta and across 
Canada? What role might they be playing in the legislature 
and on parliament hill?
Read the Taft and Steward book “Clear Answers: The 6. 
Economics and Politics of For-Profit Medicine.” This can be 
obtained via Amazon or via the University of Alberta Press 

780-492-4945. I have a 
number of spare copies 
if anyone is struggling to 
obtain a copy.

F o c u s i n g  l o c a l l y,  f e e s 
negotiations continue. I am 
uncertain as to the overall 
progress of these negotiations but 
in February we certainly had a 
bombshell dropped on us. As of 
March 1st, all ARP arrangements 
will now be continued under 
order of the minister of health 
and wellness [Ministerial Order 
(MO)]. 

As the AMA noted, the ARP 
Ministerial Order approach 
represents a shift from the way 
ARPs were previously established and managed. While all three 
trilateral parties (AHW, AMA and AHS) were previously signatories 
to contracts with ARP physicians, the MO approach is a legislative 
directive. It is neither a contract nor an agreement; but rather a 
legislative directive providing the minister of health and wellness 
unilateral ability to make decisions regarding ARPs. There are no links 
to a master agreement under the MO. The MO includes only a very 
limited dispute mechanism. Under the proposed MO, rate setting will 
be at the discretion of the minister, rather than trilaterally established. 
ARP rates will no longer be tied to fee increases under the Schedule 
of Medical Benefits. In essence, the minister is now lord emperor and 
can arbitrarily do as he pleases with ARP arrangements. 

The health minister now has supreme overlord power over ARP’s 
– every physician should sit up and take notice of this. I can assure 
you that your AMA representative forum (RF) delegates, your author 
included, will focus on this issue during our AMA RF meeting in 
Edmonton mid-March. I want you to again consider the six and four 
plan I announced in December. I also want you to consider what 
strike action might look like. If you are comfortable with the advent 
of ministerial orders please make campaign contributions to the PC’s 
– if not, please consider donating to another party and make some 
noise! 

On a happier note I want to underscore a healthcare success. 
On January 31st AHS announced the ‘go-live’ moment of the new 
practitioner advocacy assistance line – PAAL. If any physician or 
practitioner is struggling with advocacy issues or intimidation issues 
please CALL THIS LINE and you will receive assistance. In the 
Calgary Zone, your CAMSS president assists with the functioning 
of this line in joint effort with the assistant chief medical officer, Dr. 
Rollie Nicole.

The PAAL toll free number is 1 866-225-7112.

 Steady as she goes colleagues, we are entering some treacherous 
waters . . .
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The members that attended the November 2011 CAMSS AGM 
may possibly recall that during my president’s report I included a 
disclosure statement. Over the months and given some feedback 

regarding past articles, I increasingly feel that I must take this disclosure to 
the wider audience of the medical staff association. In this article I reiterate 
the disclosure portion of my AGM speech and issue a challenge for all 
physicians and practitioners, in particular, those in executive positions to 
similarly issue a disclosure – a political disclosure. 

We are all aware that during rounds or academic presentations there is 
usually a disclosure or declaration of potential conflicts of interest. “My work 
was supported by a grant from pharmaceutical corporation ‘X’”; “I worked 
as an advisor to pharmaceutical corporation ‘Y’ etc.” These disclosures 
allow the audience to balance the content of the material presented and 
consider potential cognitive biases that may have clouded or interfered 
with the presenter’s judgment or attempts at skewing the presentation/data 
deliberately or unintentionally. Connecting my experiences with CAPA, now 
CAMSS, with comments in the 2nd interim Health Quality Council report 
of October, 2011, I am starting to strongly believe that administrators and 
medical leaders also need to provide a parallel disclosure regarding their 
potential political conflicts of interest. 

For example, during the recent Progressive Conservative (PC) leadership 
race in this province, the chairman of the board of AHS – Mr. Ken Hughes, 
worked for Premier Allison Redford’s transition team. Only after the NDP 

opposition leader, Brian Mason pointed out the apparent conflict of interest 
inherent in this dual agency did Mr. Hughes take a leave of absence from 
his AHS board chairman role in order to work for the premier. Ponder this 
scenario and remember that the AHS board is intended to be impartial. I 
found this a particularly interesting scenario and wondered if anyone else 
in healthcare struggled with the optics.

During the PC leadership campaign I also discovered that a senior 
official that works for AHS communications, Mr. Mark Kastner, took a 
leave of absence from AHS to work as the campaign spokesman for Mr. 
Gary Mar’s campaign. Mr. Kastner it turns out, was the man in charge of 
Calgary zone AHS communications when I had my very public struggles 

with South Campus. These struggles were an embarrassment for the 
government since they revealed to the public the cost overrun situation at 
South Campus. I once again ask – does anyone else struggle with optics 
of potential dual agency?

I want us to consider, the following. Are there any potential conflicts 
of interest or even a blurring of boundaries when we wear multiple hats as 
described above? Could such dual agency contribute to a stifling of advocacy 
and the proliferation of intimidation?

I delve into this discussion in part, due to comments in the Health 
Quality Council 2nd interim report that specifically identified a blurring of 

Disclosure

authority, accountability and responsibility between the Alberta government 
and Alberta Health Services. The blurring of these roles was identified as 
problematic. As described above, we quite clearly have examples of AHS 
executives that are heavily politicized. How many more have yet to be 
discovered? Should medical leaders be required to declare their political 
conflicts of interest? 

In keeping with the notion of declaring political conflicts of interest let 
me lead by example. I hold a membership with the Liberal party. I hold a 
membership with the PC party. I also hold a membership with the Wildrose 
party. Within the last two years I have made political contributions to both 
the Liberal and Wildrose parties. I also made contributions to both of these 
parties in accordance with my proposed six and four plan that I announced 
in December. I make this statement quite openly since the contributions were 
significant enough that they will be reported. 

I will tell you that previously I have always voted PC in this province. 
That is until Mr. Stelmach came along. I have never worked on an elected 
officials’ campaign. As a disaffected conservative, I was initially excited when 
Allison Redford came along and actually encouraged others to join the PC 
party in order to vote for her. Since the ascendancy of Ms. Redford to premier 
there certainly have been additional changes in the PC government. 

In the past year or so, I have been approached by two political parties 
encouraging me to run for office. Initially, these suggestions seemed very 
compelling given that my initial thinking was that one could more effectively 
contribute to meaningful change by holding political office. I realize that such 
a notion is perhaps fraught with many flaws. If I were to run for elected office, 
at this point I would likely run under the Wildrose banner. Fundamentally, 
I am conservative, a fiscal conservative but with a strong social conscience. 
This is my political disclosure.

Regardless of my political affiliation I ask all readers to ponder one simple 
question. Is one-party rule for 41 years good for democracy? This is a very 
simple question. We teachers all instruct our students that there is nothing 
wrong with asking questions. Yet I know, those physicians that are staunch 
PC party supporters may protest. I am not blinded that there are some of us 
that have strong political affiliations. Let me reframe. Initially, did the crowd 
protest when the little boy noted that the emperor had no clothes?

I ask all of us to open our eyes. Let us not kid ourselves. Some of us may 
have financial interests or budgetary interests to ensure that the PC party 
remains in power. I would like to underscore that I am not strongly affiliated 
with any party. I am strongly affiliated with change. You have my political 
disclosure. This is my declaration. 

Industry disclosures facilitate the management of data and arguments 
presented to the audience during a pharmaceutical presentation. They help 
us to balance the presentation with the spectre of potential bias. Similarly, 
political disclosures from healthcare executives may help healthcare workers 
understand the optics of certain decision making. Political disclosures 
certainly may help us to understand how and why certain decisions have 
been made in our healthcare system. Were they made in the best interests 
of the system/the public or were they made in the best interests of politics, 
lobbyists and elected representatives? I will not hold my breath waiting for 
a flood of political disclosures. If anyone has a problem with this article I 
would, however, kindly expect to be provided with that individual’s political 
disclosure.

Ken Hughes, worked for Premier Allison 
Redford’s transition team.

Mark Kastner, took a leave of absence 
from AHS to work as the campaign 
spokesman for Gary Mar’s campaign.

By Dr. Lloyd Maybaum, CAMSS president

Does anyone else struggle with 
optics of potential dual agency?
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Medical learners have something significant to offer beyond their 
potential as future physicians. As trainees focused on learning, we often 
lose sight of what we might have to contribute to our profession outside 
of our traditional role as learner. The truth is that medical learners hold a 
wealth of wider potential. Medical school admission still remains one of 
the more rigorous selection processes in post-secondary education and, 
each year, after medical schools send out a new batch of acceptance letters, 
our system gains a pool of talented, hard working, ambitious and keen 
individuals – many of whom also bring other degrees and a wealth of other 
experiences to the table. 

The amazing potential of this often-untapped group was recently 
highlighted for me when I attended a lecture by Dr. Fiona Moss from 
the London Deanery at the 2011 International Conference on Residency 
Education. She suggested that the Deanery views its medical trainees as 
a priceless, untapped resource. She pointed out that, had these resident 
physicians gone into other fields such as engineering, science, or business, 
they would likely already be making significant contributions in these 
respective fields by this point in their careers. Dr. Moss also encouraged 
us to capitalize on the potential of these newly-minted physicians and she 
highlighted one of the ways that the London Deanery has successfully 
managed to do so.

Fellowships in clinical leadership (formerly Darzi Fellowships) are 
prestigious one-year programs targeted at postgraduate resident physicians. 
Once awarded, these physicians are provided with leadership training, 
mentorship by a medical director and sponsorship to lead a self-selected, 
health-care centered project. The results are outstanding. Given the time, 
financial support, and room to be innovative, resident physicians can and 
have found solutions that improve patient care, create system efficiencies, 
and even save hospital money. At the same time, these opportunities provide 
resident physicians with experience working with health-care teams and 
senior management officials. Moreover, these resident physicians are 
able to take this experience and these newly gained skills into their future 
medical careers. 

Within the clinical leadership fellowship program, resident physicians 
are first encouraged to raise concerns and ideas. Next, they are given the tools 
to do something about them. The program provides a combination of 

classroom-based modules • 
small group outcome-oriented challenges • 
communities of practice to support skill development (e.g. conflict • 
resolution),
coaching sessions to help address individual issues that the resident • 
physician may encounter during their fellowship. 

These modules provide resident physicians with the leadership, project 
management, and business communication background - all of which are 
useful in identifying system challenges and developing and implementing 
system solutions.

The masterpiece of the fellowship is the “live project” in which the 
trainee will work within their health-care organizations to build a project 
around service redesign, clinical quality, patient safety, or leadership 

promotion. Recent projects initiated through this program have included: 
using data to improve medical performance, improving patient-centered, 
end-of-life care planning for adults with complex congenital heart disease, 
developing high quality services in trauma units, establishing a community-
based glaucoma service, advancing acute care pathways to improve patient 
care and reduced length of stay and implementing a major trauma service 
redesign. The resident physicians who complete the program remain in 
high demand as speakers for a variety of clinical conferences, forums and 
knowledge-sharing events. For more information on these fellowships, 
visit www.london.nhs.uk/leading-for-health/programmes/fellowships-in-
clinical-leadership. 

Part of medical education should be to ensure that physicians, trainees 
and beyond, have the tools and the knowledge necessary to effectively 
transform ideas and enthusiasm into real-world solutions. The sooner in 
their careers that physicians are exposed to these tools and are encouraged 
to recognize the role they can play, the more willing and able they will be 
to initiate positive change. Perhaps it is time to embrace the potential of 
creative junior learners and help them become the positive change we would 
all like to see in the health-care system.

PARA updateEmbracing the learner potential

By Dr. Katherine Leung, diagnostic radiology resident physician

Below: Dr. Katherine Leung
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The other day I was driving to work and caught the middle of a 
CBC interview discussing a new book by Kevin Taft entitled 
“Follow the Money,” a critique on the spending patterns of the 

Alberta government over the past 30 years. Intrigued by this book, but 
knowing nothing about Kevin Taft, I nonetheless pursued it on Amazon. 
While this book was not yet available, I did find a number of even more 
compelling reads by Kevin Taft. Everyone should obtain and read his 
book, “Democracy Derailed.” I also immediately ordered another of his 
books and what has turned out to be perhaps the most provocative book on 
healthcare that I have read, Taft’s year 2000 publication: “Clear Answers: 
The Economics and Politics of For-Profit Medicine.” I encourage every 
healthcare professional and elected representative to obtain and read this 
book.

I have always held a relatively neutral stance on private health care. 
My only concern has been that the introduction of private healthcare 
must not negatively affect the public system or the Alberta taxpayer. After 
reading this book I am embarking on a soul-searching re-evaluation of 
this stance. 

“Clear Answers” provides an engaging review of healthcare in this 
province with a focus on the Klein era. It is a fascinating read replete 
with recognizable names such as Hotchkiss, McCaig, Libin, Seaman and 
Jack Davis, not to mention various high profile physicians mostly from 
the Calgary zone. 

What perhaps I found most compelling was Taft’s handling of 
statements and positions held by the Fraser Institute. Seemingly, by filling 
in information that the Fraser report might have excluded from half-quotes 
and by other acts of omission, Taft deftly stickhandles around some of the 
most compelling arguments which might favour private healthcare. He 
seemingly lands a solid punch in favour of public health care.

Taft does not pull any punches in his stance towards physicians. Some 
may question the wisdom of highlighting Taft’s words in Vital Signs but 
I think it imperative that physicians are aware of a variety of views and 
opinions if for no other reason than to generate some healthy reflection/
discussion and to understand various viewpoints of the profession.

Early in the book Taft notes that healthcare does not respond in the 
usual way to the laws of supply, demand and price. He suggests that, 
“while a laundry contractor has little influence over the amount of laundry 
used in a hospital, contractors providing clinical services may well be able 
to influence the demand for the procedures they provide, through what 
they prescribe or recommend for their patients.” He further ups the ante 
by providing quotes such as, “the commercialization of medicine poses 
major ethical threats: if doctors own facilities, for example, they may 
create unnecessary demand for patient care and income for their bank 
accounts.” He further quotes, “extensive evidence shows that doctors, 
when motivated by financial rewards, can create unnecessary demand for 
their services. For-profit health care feeds this problem, escalating health 
care costs more rapidly than under public systems.”

Taft highlights that in a private corporation, investors typically 
expect year after year earnings growth, typically 15 per cent or better. 
He underscores this ‘problem’ quoting others that, “in business, success 
is measured in terms of increasing sales volume and revenues – the last 
thing that we want to see in the health-care system.” He adds, “the larger 
the private health care industry, the louder the claim of its lobbying voice 

Editorial
A controversial read

for public health care funds. The more those funds go to the private system 
the less efficient health care will be and the longer its waiting lists.”

With respect to waiting lists, Taft quotes others, “waiting lists 
as a measure of service capacity are notoriously unreliable. People 
may be placed on waitlists ‘just in case’ they need the procedure; 
institutions sometimes pad waiting lists to build cases for more money 
or facilities.”

Taft comments on marketing healthcare spectre products in a private 
or corporate model noting that, “marketing increases pressure on health 
services by stimulating demand; it contributes to an effect called ‘the 
diseasing of society’ in which healthy people are increasingly concerned 
that they are unwell and need health services and then seek those 
services.”

For me, the show-stopper in this book relates to Taft’s connection 
between the escalation of private health care and potential contravention 
of the North America Free Trade Agreement – NAFTA – should we ever 
decide to reverse course on private health care.

On page 102, Taft notes, “NAFTA is structured to protect and 
encourage government measures that increase access to markets. This 
results in the NAFTA irreversibly protecting the trend towards private 
health care while eroding the ability of governments to reverse this trend.” 
It seems that if AHW or AHS needed to reverse the liberalization of private 
services then they, the Canadian and Alberta governments, might be 
required under NAFTA to compensate the private corporation not only for 
the value of its assets but for lost potential profits. This means that Alberta 
taxpayers could be on the hook – not just for actual profits – but for profits 
the corporation might have made if it hadn’t lost market share when AHW/
AHS returned to public provision of the service in question. 

The above implications of NAFTA cause me to shudder when I 
think about what happened to the Health Resource Centre (HRC) and 
specifically what kind of payout was provided to its shareholders after 
things went awry with AHS. I ask, why is it that the terms of settlement 
are clouded in iron-clad secrecy and cannot be revealed even via official 
FOIP processes? All of us might want to ponder that question.

The book is summed up in the final chapter – Taft notes that the 
proposed cure for our health care system woes i.e. private healthcare, is 
not the cure but is actually the disease.

This book was written 12 years ago. Since then we have had further 
expansion of private healthcare options. We have also seen a further 
deterioration in the state of the system. Coincidence, or is Taft correct – 
private health care is not the cure, it is the disease?

I implore you, get this book by Kevin Taft and read it - “Clear Answers: 
The Economics and Politics of For-Profit Medicine.” I have also read 
his book “Democracy Derailed” but needed a couple of Losec after 
completing it. I can’t wait to read his latest book “Follow the Money” but 
I’m not sure that my conservative heart will be able to handle it.

As a footnote, you should note that Kevin Taft is a Liberal MLA. I 
encourage the reader to review one of my other articles “Disclosure” in this 
edition of Vital Signs if you have any concerns regarding political bias. 

I leave you with one final question; How do we navigate the tension 
inherent in private health care between shareholder profit maximization 
and Hippocratic appropriateness of care and treatment?

By Dr. Lloyd Maybaum, CAMSS president
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“We are here to add what we can to life, not to get what we can from it.”
   Sir William Osler

The quest to understand the seemingly unresolvable Rubik’s 
cube known as healthcare, or more specifically, functional and 
cost effective healthcare is long and arduous. On this journey I 

have slowly plied through various articles, books and media formats. 
Various common themes have emerged relating to the challenges 
physicians face but also the challenges that physicians impose on 
health care systems. In this article I would like to address the theme 
that physicians can induce demand for services. One of the principle 
sources prompting this reflection was a 2006 book written by Maggie 
Mahar entitled “Money Driven Medicine: The Real Reason Health 
Care Costs so Much.” Although this book is principally a critique of 
the US health care system some of the arguments Mahar raises perhaps 
have more universal application.

Quoting from the book, Mahar notes “One out of every three of our 
health care dollars is squandered on unnecessary or redundant tests; 
unproven, sometimes unwanted procedures; and overpriced drugs and 
devices that, too often, are no better than the less expensive products 
that they replace.” She suggests that doctors must take responsibility 
for the future of our health care industry. She observes that physicians 
have been stripped of their standing as professionals: “insurers address 
them as vendors (‘Dear health care provider’), drug makers and device 
makers see them as customers (someone you might take to lunch . . . ), 
while . . . consumers (aka patients) are encouraged to see their doctors 
as overpaid retailers . . . before patients can reclaim their rightful 
place as the center – and indeed as the raison d’etre – of our health 
care system.” Mahar suggests, “we must once again empower doctors 
. . . to practice patient centered medicine – based not on corporate 
imperatives, doctors druthers, or even patients demands . . .  but on 
the best scientific research available.”

While emphasizing the role of physicians in healthcare, Mahar also 
notes that there are problems associated with physicians, specifically 
their ability to influence demand for services. She asserts that; “In 
health care, the supplier (traditionally, the doctor) plays a much more 
active role in determining what consumers believe they want – or need. 
Indeed, health care providers enjoy almost unparalleled influence over 
demand for the very services that they sell.” This opinion appears to 
be widely held as I have come across it in article after article and book 
after book. Mahar’s opinion, however, is based upon US observations. 
Would it also be valid within the Canadian system?

Let us embark on a thought experiment to examine the issue of 
physicians inducing demand for services. Let us imagine that we are 
running the Alberta government and are facing protests regarding an 
enormous waitlist in healthcare. To keep the masses placated we re-
allocate capital in order to eliminate the wait list yet a year later the 
extra money is spent but the waitlist remains. If we assume that the 
money is fully accounted for – the correct number of procedures were 
bought and paid for, how frustrating would this be for the presiding 

Money-driven medicine

government and what are some possible explanations for the failed 
attempt at eliminating the waitlist?

 Perhaps the most likely explanation to be offered in order to 
explain the failure to eliminate the waitlist is that demand suddenly 
increased. Waitlists, as we know, are not static. Perhaps by announcing 
the initiative to eliminate the waitlist patients flocked to see their 
physicians in order to undergo the procedure. In other words, the 
announced intention by the government to eliminate the waitlist 
stimulated demand by the patient. Ironically, there is usually much 
political fanfare over such announcements with intention to score 
political points. In this example, however, the announcement itself 
contributes to the failure to eliminate the waitlist which then becomes 
a political embarrassment. 

In another explanation, a third party may have decided to stimulate 
demand. For instance, a pharmaceutical or medical equipment 
manufacturer aware of the government intention to eliminate the 
waitlist may decide to encourage patients to undergo the waitlist 
procedure and perhaps specifically request their product. Notions of 
“talk to your doctor” and various forms of indirect or perhaps direct 
consumer advertising escalate. In this explanation, increased demand 
may be driven by a third party.

Still another, perhaps more unsavoury explanation exists. What if 
physicians stimulated increased demand? Naturally, this in turn begs 
the question, how would or could physicians stimulate demand? One 
potential method to increase demand would be to reduce the indicated 
threshold for the procedure itself. 

For example, lets imagine that the longstanding threshold to receive 
procedure ‘X’ was 75 per cent dysfunction and historically people on 
the longstanding waitlist all had at or near this level of dysfunction. 

Setting aside the potential for self interest, perhaps with the 
announcement of funds and the intention to eliminate the waitlist 
for procedure ‘X’ the physicians involved in delivering procedure 
‘X’ suddenly felt relieved, could breathe easier and loosen treatment 
threshold standards in order to help more people. Perhaps suddenly 
feeling more generous the physicians were now allowing patients 
with only a 50 per cent or even 25 per cent level of dysfunction onto 
the waitlist. Such lowering of treatment threshold would generally 
resist scrutiny perhaps via the skillful conjecture of plausibility of 
diagnosis. Thus, whether by altruism, self-interest or a combination 
of both, the indication threshold for a procedure is lowered thereby 
qualifying considerably more people to undergo the procedure. This 
could obviously result in a dramatic rise in demand and the eventual 
failure to eliminate the waitlist. 

The thought exercise becomes more intriguing when we ponder 
the following questions: With the current preponderance of fee for 
service health care, who benefits most by ensuring that the waitlist for 
procedure ‘X’ remains a perpetual entity in health care? Who suffers 
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if the waitlist is eliminated with resulting spare capacity to perform 
procedure ‘X?’ Do the answers change if physicians were primarily 
funded via contractual arrangements or ARP’s?

Let me conclude our thought exercise by suggesting that if the 
amount of demand induced by physicians is negligible then AHW and 
the government might be inclined to encourage the training of more 
physicians and to embrace fee-for-service payment. This, theoretically, 
should lead to the elimination of waitlists. If, however, demand 
inducement by physicians is commonplace then AHW would likely 
be motivated to curtail the physician supply and to pay physicians 
in a manner in which they do not have an incentive to provide more 
services (i.e. ARP’s, salary or capitation).

Historically, it would seem that the Alberta government has chosen 
to curtail the physician supply and to embrace fee for service – a 
recipe demanding and encouraging physicians to work hard. A model 
ensuring that physicians are working flat out and have no desire to 
induce extra demand since they wouldn’t be able to keep up with extra 
demand anyway. What lies in the future? Increasingly, it seems that the 
modern model is to train more physicians and to curb incentives via 
ARP’s and salaries. Only time will tell how this will affect physician 
practice and what effect it may or may not have on waitlists. 

The theme of physicians inducing demand for services seems 
commonplace. If physician induced demand is indeed a reality and not 
just a thought experiment, then it may be worthwhile for physicians 
to address this issue before others with the power and authority to do 
so, address the issue.

Money-driven medicine - Contd.

The Calgary Medical Society gala report 
and upcoming meeting.

The Calgary Medical Society made some changes this year. It 
seems that a number of our members were away, so instead of 
having our traditional gala at the Glencoe Club in the ballroom, 

complete with band, we still had our event at the Glencoe although in 
a smaller room which was filled to capacity. 

We started at 6:30 pm with champagne, always good to start 
the evening and naturally the excellent cuisine from the Glencoe 
kitchens. 

Physician of the year was Doctor Nancy Maquire. 
After the entree and before desert I concluded my speech narrating 

the highlights of Nancy’s career, quoting Nancy as saying “I am still 
working because I enjoy it. After all 80 is the new 60. 

On March 20th at the Glencoe Club starting at 7pm we have our 
joint medical-legal meeting with the lawyers. Our keynote speaker is 
Dr. Colin Powell, geriatrician and ex magistrate. The topic is “The 
Senior Physician, Early Dementia, Competency and Medical and 
Legal Considerations.” 

Hope to see you there. Seating is limited so book early. 

Calgary Medical Society
By Dr. John Barrow, president
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On February 1, 2012, AHS launched a provincial, toll-free 
practitioner advocacy assistance line (PAAL) as a central 
point of contact for AHS practitioners to share concerns or 

advise AHS of challenges in advocating for patients.  

The phone line is answered by one of approximately five AHS 
senior consultants in provincial medical affairs working in the CMO 
office according to Dr. Rollie Nichol, associate chief medical officer. 
With the line open 21 days at press time, less than 20 calls had been 
received.

Physician intimidation has been forefront in the news and an AHS 
issue for many years. At a provincial practitioners executive committee 
(PPEC) meeting, CAMSS president, Dr. Lloyd Maybaum, suggested 
they strike a subcommittee to address the issue so that AHS would 
approach the problem proactively rather than reactively. Maybaum 
went public with his intimidation from AHS management in March, 
2011. Comprised of several zone medical staff presidents, and senior 
AHS executive, the subcommittee spent a lot of time coming up with 
intimidation definitions and worked on a hotline algorithm model. 
When the second interim report came out from the Health Quality 
Council confirming physician intimidation, Dr. Chris Eagle, AHS 
CEO, immediately announced, in October, that AHS was going ahead 
with the hotline. 

Currently the hotline is being answered by one senior consultant in 
provincial medical affairs who joined AHS in the summer of 2011. 

Nichol says their consultants have very deep backgrounds for 
answering questions on how to navigate healthcare’s sometimes 
complex infrastructure and readily admits some physicians may find 
some concerns when reporting to an AHS employee about another 
AHS employee.

“Yeah, there would be,” Nichol says. “That’s why almost the first 
thing we ask is permission to share the story with the zone medical 
staff association. If they give us permission to do that, AHS can’t bury 
the story because we have an external independent involvement from 
the very beginning.”

Nichol also emphasized that, though reports of physician 
intimidation are made to the CMO, names will not be included. 

Photo and story by Dave Lowery

“If [callers] want to know how to write a letter, we can easily 
give that advice anonymously,” Nichol says. “But if you want us to 
do something about a problem, you need to tell us who you are. The 
only people who know their name will be the consultants answering 
the phone.  Then the details will come to me and then go to the zone 
medical staff president.”

As a physician who was threatened by an AHS manager, Maybaum 
says he would feel comfortable calling the hot line and identifying 
himself. 

“Absolutely,” he says. “If I could have called this hotline and knew 
there was a team who worked collaboratively, what happened to me 
would have had a different outcome.”

AHS launches practitioner advocacy assistance line (PAAL)

The PAAL toll free 
number is 

1 866-225-7112.
That assurance is not shared with at least 

two other physicians who were asked to 
comment on the PAAL line who didn’t find 
the current structure very accommodating. 
But they prefer to remain anonymous as 
they did not feel safe with the proposed 
PAAL structure. 
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AMA update

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

ARPs under Ministerial Order March 1

By Dr. Linda M Slocombe
Dear Member:
The Alberta Medical Association (AMA) Board of Directors has 

determined next steps in resolving important, outstanding issues 
for physicians practicing in clinical alternate relationship plans 
(ARPs). Board decisions reflect the views voiced by clinical ARP 
authorized physician representatives in their February 3 province-
wide teleconference. 

New ARP Ministerial Orders in place March 1
When the eight-year trilateral master agreement ended March 31, 

2011, with it ended contractual arrangements in place to pay ARP 
physicians for the insured services they provide to patients. ARP 
arrangements are now continued under order of the minister of health 
and wellness [Ministerial Order (MO)]. 

MOs for clinical ARPs with revised conditions of payment will be 
in place March 1. To renew their participation, physicians in clinical 
ARPs are required to sign new Letters of Participation by February 
17.

The ARP Ministerial Order approach represents a shift from 
the way ARPs were previously established and managed. While all 
three trilateral parties (Alberta Health and Wellness [AHW], AMA 
and Alberta Health Services [AHS]) were previously signatories to 
contracts with ARP physicians, the MO approach is a legislative 
directive, similar to the approach used to establish the Schedule of 
Medical Benefits. 

In fall 2011, the AMA organized an ARP working group (ARPWG) 
with six authorized ARP physician representatives to address their 
concerns with AHS and AHW. With the help of this group many 
items have been resolved. However, there are three key issues that 
remain outstanding. 

These concerns are largely due to the nature of the MO, which is 
neither a contract nor an agreement; but rather a legislative directive 
providing the minister of health and wellness unilateral ability to 
make decisions regarding ARPs. For this reason, the following 
outstanding concerns have been most difficult for the ARPWG to 
make any progress on:

Ties to a future master agreement: Unlike previous ARP • 
contractual arrangements, there are no links to a master 
agreement under the MO. These links add strength to ARP 
arrangements related to physician representation, rate setting 
and dispute resolution.
Dispute resolution: Previous ARP agreements had provisions • 
for trilateral dispute resolution; the MO includes only a very 
limited dispute mechanism. 
Determination of ARP rates: Under the proposed MO, rate • 
setting will be at the discretion of the minister, rather than 
trilaterally established. ARP rates will no longer be tied to fee 
increases under the Schedule of Medical Benefits. 

These outstanding concerns will be taken forward for discussion 
in the current negotiations. As directed by the board, I will also be 
making these concerns known directly to the minister of health and 
wellness.

In light of the outstanding 
issues, the board advises 
phys i c i ans  t o  make  an 
informed choice regarding their 
continued participation in their 
ARPs, prior to signing ARP 

Letters of Participation. ARP authorized physician representatives, on 
behalf of physicians who elect to remain in ARPs, are encouraged to 
indicate to AHW, in writing, that they are very concerned about the 
MO and the outstanding issues and their expectation is to have these 
addressed at the negotiating table.

We have heard from ARP physicians that they are not happy with 
the MO approach, with unilateral decisions to be made by the minister 
and by physicians’ inability to be involved in contractual arrangements 
that affect their practices. Many ARP physicians feel that they need 
to stay in ARPs because the programs that they have developed are 
important for patient care. We respect and support the choices that 
physicians will make regarding their ARPs.

AMA representation of physicians is important 

We know from our tracker surveys that over 96% of physicians 
believe the AMA should be involved when negotiating agreements 
with Alberta Health and Wellness.

The eight-year master agreement (2003-11) recognized the AMA 
as the sole and exclusive representative of Alberta physicians in 
negotiations. Without a master agreement in place, Ministerial Orders 
exclude the AMA as the physician representative in ARP agreement 
discussions. While AMA is to be consulted on some issues, the ultimate 
authority and decisions rest with the minister.

The AMA brings long-established principles to the negotiating 
table, which add value by ensuring equity and fairness for physicians 
in each ARP. The current outstanding issues created by the MOs rub 
up against AMA principles regarding ARP development, including 
(among others): voluntary physician participation in ARPs and the 
right to return to fee-for-service; fairness and equity of remuneration; 
physician representation; and links to the physician services budget.

On behalf of the board, I’d like to thank the members of the ARPWG 
for their leadership in identifying and resolving some important ARP 
issues with AHS and AHW. ARP physician representatives in the 
working group are: Dr. P. Christopher Bockmuehl, Dr. Robert W. 
Broad, Dr. Elaine Gilfoyle, Dr. Richard R. Hanelt, Dr. Duncan J. 
McCubbin and Dr. Harkirat S. Sidhu. 

We will keep you informed of our progress on resolving the 
outstanding ARP issues. As always, I welcome your thoughts and 

comments. Email me at president@albertadoctors.org.
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Dr. D. Glenn Comm, 
CAMSS past president 
glenncomm@shaw.ca

The end of “a path not chosen.”

The Comm Post corner

A few years ago I wrote an article in Vital Signs speaking 
about my Alzheimer’s disease diagnosis that had ended my 
anaesthesiology career. I initially was off work for a few 

months, but with the support of the College of Physicians and Surgeons 
of Alberta, I was given a licence limited to surgical assisting, with 
regular reporting and a monitor. The first day I went back into the 
operating room was one of the happiest days of my life! I was back 
with all my colleagues of many years, in the same operating room, 
only in a different role. Anaesthesiologists often refer, somewhat 
tongue in cheek, to the blood brain barrier when referring to the sterile 
drapes that cover the patient to create the sterile surgical field once 
the anesthesia has been administered. I was now on the other side of 
that barrier. It was an interesting change and I learned a lot about my 
former colleagues, and some of their peculiarities. 

I was being monitored during this time and, around the end of last 
year, the disease finally caught up to me and early in January I assisted 
on the last case I would ever do. My career in clinical medicine was 
over. 

I will still be involved with the Alberta Medical Association and 
this will help me keep in touch with many people. I will still be able 
to pursue my passion for doing what I can to aid our profession in 
Alberta.

After the shock of the finality of no longer having a licence had 
worn off, I was able to reflect, with gratitude, for what I had had for 
so long and to reflect on the path that had brought me to the present.

My decision to pursue a medical career began in 1971 and ended 
early in 2012. That means 41 years of pursuing an education in 
medicine and practicing medicine. I trained in Loma Linda California, 
the White Memorial Hospital in Los Angeles, right across from LA 
County USC hospital, and when I returned to Canada, (few Canadians 
that train in the United States do) I finished my training in Calgary. 

I worked in Edmonton for four years and then moved back to 
Calgary, working at the Calgary General Hospital (CGH) and the 
Peter Lougheed Center (PLC). I still remember the visceral anger I 
felt seeing them blow that place up. The spirit of the CHG has carried 
on over into the PLC and it was, and is, a great place to work. That is 
where my medical career ended. I would like to thank Dr. Janet Wright 
of the college and Dr. Randy Moore, who was my monitor during 
the time I was doing surgical assisting, for their help and support. It 
meant a lot to me.

In closing, there are a few political issues that deserve notice. 
The Tory government in Edmonton must really take us all for sheep! 
I have Alzheimer’s disease and I can remember that within the past 
year the attack on Alberta doctors that was put forward, with a straight 
face as “negotiations.” Now that there is a new premier, Alice in 
blunderland in charge and we have seen the spectre of Ron Leipert, 
who when he was health minister decried all the out-of-control health 

care costs, presenting a budget with 
lots of money for everybody and 
everything. Oh! I get it . . . there is an 
election coming. Cynic that I am, I would not 
be shocked if AFTER the election, someone 
in the government suddenly discovers that, 
WHOOPS . . . we miscalculated and we 
can’t deliver on all those promises. We need 
budget CUTS. 

Unbelievably, the day after my first cut at 
this article the Alberta government spoke of 
freezes in funding which, in light of salary 
increases, are CUTS!

In preparing to write this article I 
tried to look back on my life in units 
of education, location, vocation and 
involvements. Using some admittedly arbitrary guidelines I came to 
where I am today – In Microsoft terms “Life Version 14.0” I am still 
involved with the Alberta Medical Association, I feel better than I 
have in years, but I also know the progressive nature of my disease 
and know that the end is not pretty. But for now, life is great and all 
any of us is guaranteed is the present. I dearly miss the association 
with past colleagues but see some of them at social events. 

I deeply care about those of you who are still there. Carry on, keep 
the faith: advocating for physicians and caring for patients. 

As usual, your questions, comments, praise and poisoned 
darts will all be received . . . and the poison darts deleted, just 
kidding, I will respond to those too at: glenncomm@shaw.ca
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