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Who remembers that the 
third Star Wars film 
eventually entitled 

Return of the Jedi was originally 
scored Revenge of the Jedi? “Revenge” 
was removed from the original title since 
all of its connotations were found to be 
particularly un-Jedi like. You see, Jedi are 
considered good guys and as such, they 
do not take revenge or harbor such petty 
emotions. You, my erudite colleagues, if 
having read the title of this article, now 
know my intended angle this month. 

Lately, there is much ado regarding 
our current provincial budget dilemma as 
well as our current contract negotiations. 
Let me suggest that if physicians are to 
suffer in these negotiations we suffer not because this government has 
a revenue problem. It is not because this government has a spending 
problem but very simply because this government and perhaps in 
particular, our premier, has a revenge problem. These sentiments 
were eloquently outlined in an excellent article by Licia Corbella in 
the Calgary Herald on February 8, 2013 (Redford’s doctor bashing 
is caused by political deafness).

http://www.calgaryherald.com/news/Corbella+Redford+
doctor+bashing+caused+political+deafness/7934849/story.
html#ixzz2KkyNchwW

This, in turn begs the question; why such a persistent sense of 
revenge? Corbella suggests that the untimely advertisements procured 
by the AMA prior to the provincial election prompted the wrath of 
Premier Redford. I, however, would suggest that the issues predate 
those advertisements by a number of years, having specifically started 
the day that AHS was announced.

The sudden announcement that abolished the previous health 
regions and imposed AHS upon us proved to be the turning point 
between the previously amicable relationship between physicians 
and the PC party government of the day. This decision was made 
under the former health minister, Ron Liepert without any discussion, 
notification or advance warning to anyone working in the health care 
system. This singular act immediately cast a frosty pall upon the 
entire health care work force. Punctuating this insult was the repeated 
condescending, off hand and indifferent tone that Liepert employed 
in the ensuing months. The unlearned, bullying attitude proved to be 
a repeated pulse of gasoline on an already inflammatory situation. 
Quite frankly, it was insufferable. 

Things seemed to grumble along and perhaps even mildly 
improved with the advent of Gene Zwozdesky as health minister. 
However, when progressive conservative MLA Dr. Raj Sherman broke 
ranks and very publicly criticized the government over it’s handling of 
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under the former health minister, Ron Liepert without any discussion, 
notification or advance warning to anyone working in the health care 
system. This singular act immediately cast a frosty pall upon the 
entire health care work force. Punctuating this insult was the repeated 
condescending, off hand and indifferent tone that Liepert employed 
in the ensuing months. The unlearned, bullying attitude proved to be 
a repeated pulse of gasoline on an already inflammatory situation. 
Quite frankly, it was insufferable. 

Things seemed to grumble along and perhaps even mildly 
improved with the advent of Gene Zwozdesky as health minister. 
However, when progressive conservative MLA Dr. Raj Sherman broke 
ranks and very publicly criticized the government over it’s handling of 

the health care portfolio, the chill that existed between the government 
and physicians grew towards animosity. 

The push back against Raj Sherman was severe. It not only included 
eviction from the PC party but also an inquisition questioning his 
sanity. This was countered as a common attack employed against 
physicians who dared find the courage to speak out. From there, the 
rest was history. Those of us that have been around long enough knew 
the history lesson. If you speak out, very harsh and nasty treatment 
could be in store for you. Just ask Dr. David Swan. 

As a result of Dr. Sherman’s candor and resultant repudiation 
and marginalization, the media began to hound physicians querying 
if there was truth to the assertion that physicians face intimidation 
if they speak out. Given that most of us are and were aware of the 
truthful foundations for this assertion, we were placed in an awkward 
situation. If we substantiated Dr. Sherman’s allegations by providing 
truth to the matter, we would be drawn into a fight that no one wanted. 
If we set him adrift by ignoring his truthful plea it would have been 
a betrayal to the entire profession. 

Fundamentally, we had to address the intimidation reality otherwise 
our silence would condone the behaviour and doom us to continued toil 
under threat. Raj’s perturbation serendipitously provided the moment 
to speak truth to the matter. Physicians were not looking for this fight. 
We were not looking to make a spectacle of physician intimidation. 
We can thank Dr. Raj Sherman for bringing it to a head. In the end, 
so many physicians came forward with their stories of intimidation 
that the Health Quality Council (HQCA) was tasked to investigate the 
matter (amongst other issues). 

Physician intimidation sprang forth as a very prickly issue for the 
government since instances of these abuses would most assuredly 
lead to the doorsteps of some fine elected representatives in the 
legislature. The notion of an inquiry into physician intimidation proved 
too threatening. Cries for such an inquiry were quashed even as the 
HQCA substantiated the claims of intimidation of our profession. 
This repudiation of physician intimidation by our government 
fuelled further animosity. Moreover, repeated insensitive comments 
trivializing the issue and insulting the profession by our current health 
minister fanned the flames of indignation amongst the profession. Even 
with the vindication of our claims by the HQCA report of February 
2012, the government saw fit to stonewall an inquiry into physician 
intimidation. Instead they would pursue an inquiry into queue jumping 
as if they knew of some dirt on physicians and wanted to expose it. 
The choice to pursue queue jumping was presented as a premeditated 
ploy with the intention to lay blame for queue jumping at the feet of 
physicians. All this, according to the premier’s former chief of staff 
as he so pugnaciously informed the AMA in December 2011. Herein, 
I suppose, was Premier Redford’s first true act of revenge against 
physicians. She denied us an inquiry into physician intimidation, but 
instead called an inquiry into queue jumping as an intended witch-hunt 
against wayward physicians. Now I ask, what would a Jedi knight 
do, knowing that a citizen were bullied and intimidated? Would they 

Continued on page 4
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Information available on our website: www.sunshinecoasthouse.ca or contact Jerry and Cindy Luntley at: luntley@mac.com

Beautiful Sunshine Coast waterfront home rental

Both change and the absence of change can be frustrating. 
Communication, decision-making, and strategy execution 
in complex organizations seems different for this generation 

than it has been for previous ones. Some physicians seem to have 
been insulated from this change for the last decade, but change 
is increasingly unavoidable for all of us as social media, instant 
information, and changes in medical education make this age a more 
complicated one in which to practice. The business community has 
been quick to recognize the need to adjust organizational patterns and 
have responded with seminars, courses, and books like the recently 
popular, The Starfish and the Spider: The Unstoppable Power of 
Leaderless Organizations1. While “leaderless” is not necessarily an 
adjective that intuitively makes sense in terms of organizing people, 
it does suggest that our assumptions about organization needs to be 
revisited. We, as physicians, need to be responsive to the quickly 
evolving world around us and begin to structure ourselves differently 
to be more effective advocates for our patients. 

My reflections around leadership and organization were further 
tested through my experience participating in the organizational design 
project with the Professional Association of Resident Physicians of 
Alberta (PARA). The goal of this project is to allow the organization 
to better serve its resident physician members. The aim is a more 
efficient and more representative body that will enable five core 
objectives: 1) a balanced and competitive working contract 2) 
recognition of all resident physician perspectives, while still ensuring 
that resident physicians can be represented as a unified whole, 3) 
flexibility around how resident physicians can volunteer for PARA, 
4) a culture of accountability, and 5) enhanced volunteer continuity 
and information capture. Many of these concepts may seem rather 
amorphous, but involvement in this project has made it clear to me 
that flexibility, accountability, continuity, and perspective sharing 
are all behaviors that can be encouraged (and discouraged) by how 
an organization is designed to work. The redesigned organization is 
far short of being leaderless; the resident physician board of directors 
and executive staff are still guided by the organization’s vision and 
bear the fiduciary responsibility for the organization’s activities; 
nevertheless, the proposed redesign is more member focused so that 
the voices and disparate perspectives in our various cohorts (eg. 
international medical graduates, surgical resident physicians, rural 
resident physicians, etc.) can be given appropriate freedom and weight 
within the organization.

The challenges that PARA identified and have begun to respond 
to through this design process are not limited to resident physicians; 
in fact, similar concerns can be identified through exploring the work 
of other health-care organizations. Although it may be uncomfortable 
for many physicians to contemplate, health systems in the future may 
benefit from increased flexibility and an exploration of innovative 
designs building off current successes like Twitter or Alcoholics 
Anonymous, rather than the more traditional institutions of the past 
and present1.   Though challenges like accountability and advancement 
obviously require consideration, the advantages of decentralized 

Everything in its right place

By Dr. Luke Harmer, orthopedic surgery resident physician, year five 

investigate the claims or further kick the recipient? Let me suggest 
that if you were concerned about the claims of intimidation you would 
investigate, however, if you were culpable in the claims, you certainly 
would not. Alas, we know what this evil empire would do.

Perhaps we physicians, acting as a fanciful rebel alliance somehow 
found our voice to speak up. Though we may have chosen a wiser 
political path, principles were at stake. Principles of fairness, respect 
and validation of physician concerns proved to be too great, therefore, 
our guaranteed silence before the election could not be bought. This 
despite the health minister’s tempting last minute offers. The issue was 
one of principle. Medicine, after all, at its most basic foundation, is 
built upon principles. I bear no grudge against the AMA for they chose 
principles over dollar and currying of favour. Some have criticized 
physician actions before the provincial election as “stupid politics” but 

I for one would rather maintain my principles rather than prostitute 
them in the hopes of future favours. In this regard, I stand steadfast 
by the AMA.

The fight may continue, but may I daresay, that we are the good 
guys in this fight. We are the rebel alliance and we will stand on 
principle though we face one vengeful, perhaps evil empire. The 
animosity between the PC party and physicians predates Premier 
Redford but at present, she is our Emperor Palpitine. Given some of 
her press conferences of late, I can just about imagine the premier 
saying something akin to, “come, boy, see for yourself. From here, 
you will witness the final destruction of the alliance and the end of 
your insignificant rebellion.” As for me, it is time to watch Return of 
the Jedi for the umpteenth time – go Jedi – go rebels! 

CAMSS president — Revenge of the premier continued



Vital Signs March 2013 • Page 5

Our new BC holiday property is available for short term holiday rental throughout the year. Look no further if you want stunning 
views, water activities (two kayaks are available for use with the property), and quality accomodation. Sleeps six.

Information available on our website: www.sunshinecoasthouse.ca or contact Jerry and Cindy Luntley at: luntley@mac.com

Beautiful Sunshine Coast waterfront home rental

Both change and the absence of change can be frustrating. 
Communication, decision-making, and strategy execution 
in complex organizations seems different for this generation 

than it has been for previous ones. Some physicians seem to have 
been insulated from this change for the last decade, but change 
is increasingly unavoidable for all of us as social media, instant 
information, and changes in medical education make this age a more 
complicated one in which to practice. The business community has 
been quick to recognize the need to adjust organizational patterns and 
have responded with seminars, courses, and books like the recently 
popular, The Starfish and the Spider: The Unstoppable Power of 
Leaderless Organizations1. While “leaderless” is not necessarily an 
adjective that intuitively makes sense in terms of organizing people, 
it does suggest that our assumptions about organization needs to be 
revisited. We, as physicians, need to be responsive to the quickly 
evolving world around us and begin to structure ourselves differently 
to be more effective advocates for our patients. 

My reflections around leadership and organization were further 
tested through my experience participating in the organizational design 
project with the Professional Association of Resident Physicians of 
Alberta (PARA). The goal of this project is to allow the organization 
to better serve its resident physician members. The aim is a more 
efficient and more representative body that will enable five core 
objectives: 1) a balanced and competitive working contract 2) 
recognition of all resident physician perspectives, while still ensuring 
that resident physicians can be represented as a unified whole, 3) 
flexibility around how resident physicians can volunteer for PARA, 
4) a culture of accountability, and 5) enhanced volunteer continuity 
and information capture. Many of these concepts may seem rather 
amorphous, but involvement in this project has made it clear to me 
that flexibility, accountability, continuity, and perspective sharing 
are all behaviors that can be encouraged (and discouraged) by how 
an organization is designed to work. The redesigned organization is 
far short of being leaderless; the resident physician board of directors 
and executive staff are still guided by the organization’s vision and 
bear the fiduciary responsibility for the organization’s activities; 
nevertheless, the proposed redesign is more member focused so that 
the voices and disparate perspectives in our various cohorts (eg. 
international medical graduates, surgical resident physicians, rural 
resident physicians, etc.) can be given appropriate freedom and weight 
within the organization.

The challenges that PARA identified and have begun to respond 
to through this design process are not limited to resident physicians; 
in fact, similar concerns can be identified through exploring the work 
of other health-care organizations. Although it may be uncomfortable 
for many physicians to contemplate, health systems in the future may 
benefit from increased flexibility and an exploration of innovative 
designs building off current successes like Twitter or Alcoholics 
Anonymous, rather than the more traditional institutions of the past 
and present1.   Though challenges like accountability and advancement 
obviously require consideration, the advantages of decentralized 

PARA updateEverything in its right place

By Dr. Luke Harmer, orthopedic surgery resident physician, year five 

organizations as described 
by Brafman and Breckstrom 
could apply well to physician 
communities1. Two points 
are worthy of note.   First, 
decentralized organizations 
tend to be better at spreading 
their intelligence through the 
entire organization, rather 
than concentrating it in an 
executive team alone1. The 
constituency of physicians 
has an abundance of formal 
and informal intelligence 
that can be leveraged within 
new organizational contexts. 
Second ,  decen t r a l i zed 
organizations are optimally 
positioned to maximize 
profits for consumers (or, 
in our case, outcomes for patients), rather than for the organization 
itself1. The decentralized nature of the civil rights movement serves 
a powerful example of how a decentralized group can create change 
that reaches far beyond those who were directly involved. The 
250,000 people who marched on Washington in 1963 did so without 
advertisement or formal coordination. They marched to create change 
and participate in a cause beyond themselves. As physicians, our 
raison d’être is to serve our patients before ourselves and intelligent 
organizational design may help us better accomplish that mission.

Given our social and political context, our medical organizations 
and institutions must continue to evolve to help us provide care for our 
patients. My experience with the PARA organizational design project 
suggests that system design contributes significantly to how we are 
able to achieve our mission. Medicine is less and less the practice of 
individual practitioners; increasingly, patient care is dominated by the 
organizations and systems in which care occurs. Without a doubt, our 
patients will be best served through the intelligent design of patient-
focused systems.   

1. Brafman, Ori & Beckstrom, Rod A. (2006). The Starfish and 
the Spider: The Unstoppable Power of Leaderless Organizations. 
NY: Portfolio.

Dr. Luke Harmer

I for one would rather maintain my principles rather than prostitute 
them in the hopes of future favours. In this regard, I stand steadfast 
by the AMA.

The fight may continue, but may I daresay, that we are the good 
guys in this fight. We are the rebel alliance and we will stand on 
principle though we face one vengeful, perhaps evil empire. The 
animosity between the PC party and physicians predates Premier 
Redford but at present, she is our Emperor Palpitine. Given some of 
her press conferences of late, I can just about imagine the premier 
saying something akin to, “come, boy, see for yourself. From here, 
you will witness the final destruction of the alliance and the end of 
your insignificant rebellion.” As for me, it is time to watch Return of 
the Jedi for the umpteenth time – go Jedi – go rebels! 

CAMSS president — Revenge of the premier continued
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Let me start by underscoring that I am not involved in the current 
contract negotiating process between the AMA and Alberta 
Health. However I have an idea that can hopefully provide a 

potential negotiating pivot point should the aforementioned parties 
continue to remain mired in dispute. What I would like is for both 
sides, and for all of my fellow physicians, to consider the notion of 
physician pensions. I have previously mentioned this and the idea has 
generally been favourably received amongst other physicians. 

Let’s first consider some realities of our profession. Contrary to a 
common misconception, physicians do not receive paid vacation time. 
Consequently, if we take time off work to attend a conference or for 
a badly needed holiday, our income for those days off, is zero. If you 
don’t work, you don’t get paid. Moreover, we do not get overtime. 
We do not get paid coffee breaks nor do we get sick leave in any 
form. If you are sick and miss work, you don’t get paid. Physicians, 
as consultants, do not qualify for employment insurance. There are 
no performance bonuses, stock options or any other kinds of perks. 
We do not get a penny of severance pay if we pack up and leave the 
province or manage somehow to get ourselves fired. 

I note the latter situation, since it seems that the publicity associated 
with the departure of certain high paid AHS executives has had a 
contamination effect on all of us since some Albertans have come 
to believe that all physicians receive weighty severance packages 
when they leave. This, could not be further from the truth. Physicians 
that happen to be AHS executives may benefit from lofty severance 
packages but the remaining 99 per cent of physicians get nothing 
except an escort to the door.

Lay people seem most surprised to learn that physicians accrue 
no pension apart from CPP and old age security. When we retire we 
otherwise get the big goose egg, zero, nada. We do not get pensions, 
therefore, we must set aside money for retirement from the income that 
we earn in our productive years. This single fiscal fact is a source of 
angst for many physicians and I am sure it drives many to work very 
hard trying to ensure a safe and comfortable retirement.

Keeping in mind our current state of negotiations, we have all been 
aware of the dire fiscal picture since the 2008 economic meltdown. 
In fact, two years ago, during the AMA representative forum, the 
assembled physicians voted in favour to accept a package that included 
zero percent pay raises for the first two years and cost of living in 
the third year. That agreement was scuttled, however, when the 
government made unreasonable final hour changes. I have repeatedly 
stated that I have not heard doctors clamoring for more money in this 
province though certainly we need a more equitable way to fund PCNs. 
Our biggest concerns relate to maintaining our previously negotiated 
business plans and AMA benefits as well as having a seat at the table 
when discussing the future of health care in this province. 

Penchant for pensions
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EditorialPenchant for pensions

By Dr. Lloyd Maybaum

All the above being said, the fiscal picture in our boom/bust 
province is currently looking particularly grim. It is likely that our 
current fiscal malaise will last years, not months. Due to the abundance 
of shale oil and the gush of natural gas in North America and other 
parts of the world the surety and promise of our oil sands is sinking 
like an SUV in quicksand. It is extremely unlikely that our provincial 
fiscal picture is going to correct in the next three to five years. This 
could be even longer if we cannot secure pipelines or other means to 
transport our bitumen to an ocean port. Thus, in the context of our 
negotiations it may be prudent to bring other options to the table.

My suggestion is that we consider the notion of physician pensions. 
If we need to hold the line on fee increases for the two years that we 
have worked without a contract, and perhaps for many years into the 
future, then perhaps what we can offer is something akin to “if you 
don’t pay me now, perhaps you can pay me later.” 

Adopting physician pensions could facilitate the government’s 
current need for fiscal restraint. Once the fiscal sheen begins to re-
sparkle on our vast oil sands, say ten years from now, the province 
should be in a far better fiscal position to begin paying out on physician 
pensions as physicians begin to retire and exercise this new benefit.

It does not matter to me if the discussions favour defined benefit or 
defined contribution physician pension plans since all I know is that 
as a physician, I worry about my retirement years. Will I be able to 
take care of my family and myself in my later years? What if I become 
ill and can no longer practice medicine? When one hears about civil 
servants drawing pensions close to $100,000 a year it sure prompts 
one to pause and wonder if they had the right idea. Fully pensioned 
civil servants certainly won’t need to worry about their retirement. 

Critics of physician pensions note that by accepting a pension 
plan, physicians may be risking their independent contractor status 
and we certainly would not want to do that. Thus, we may need a legal 
opinion in this regard. I have heard expressions of worry from older 
physicians; some of whom have noted that they only have a few years 
left to work. Thus, they would have so little time to contribute to a 
pension that any form of pension plan would likely be detrimental to 
their fiscal status. Here to, the devil would be in the details.

At worst, the concept of physician pensions may simply allow for 
the negotiating process to break out of the current stalemate. At best, 
we may have a real benefit plan that would assuage much of physician 
retirement angst. Outcomes, of course, would naturally depend on the 
terms of the deal. As always, I welcome any comments, contributions, 
suggestions or feedback, positive or negative. 
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AMA update
By R. Michael Giuffre, MD, MBA, FRCP, FRCPC, FACC, FAAC, AMA president

Alberta Medical Association (AMA) President Dr. R. Michael 
Giuffre wrote to Premier Alison Redford February 12 to express 
concerns with government statements about physician income 

and other negotiations-related issues. The letter has been slightly edited 
for Vital Signs. For the full-length version visit http://bit.ly/XwCZnt

Dear Premier Redford:
In past weeks, you have made inaccurate and misleading public 

comments regarding Alberta’s physicians. Doctors find these statements 
a serious hindrance to facilitated negotiations underway between the 
Government of Alberta and the Alberta Medical Association (AMA).

The intent of this letter is to provide accurate information about the 
funding of medical practices in Alberta, in hopes that further public 
misstatements will be prevented. 

It is also important to re-emphasize that our position on compensation 
is driven by a desire to avoid unintended consequences that will restrict 
patient access to physicians and undermine the quality of patient care.

Finally, we wish to impress upon you that compensation was only 
a portion of the nine-point agreement reached between the AMA and 
your government last March. This memorandum of understanding 
(MOU) continues to frame our negotiations (despite not being executed 

by Alberta Health last spring). 
Thus, public comments by senior 
government officials that present 
compensation as the predominant 
focus of negotiations are a 
misleading distraction from 
matters that need to be addressed.

My members have asked me to provide you with some specific 
examples.

• Alberta physician compensation is not 29 per cent higher than 
the national average as you and Minister Horne have frequently 
stated. Taking into account the most recent data available from the 
Canadian Institute for Health Information, payments to Alberta 
doctors are 14 per cent higher than the national average.

1. However, this is not a salary, but instead gross billings for 
services that cover not only doctors’ time, but all of the 
overheads associated with their practices: facilities; equipment; 
administration; and teams of health care professionals working in 
physicians’ practices. These overhead costs are high in Alberta. 
For example, Albertans in general across all industries earn 20 
per cent above the national average. This affects what physicians 
must pay for the staff in their offices.

2. Regarding funding for these medical practices, our requests have 
been limited to inflationary increases to help cover a portion of 
the climbing expenses that Alberta medical practices incur each 
year.

• You have been quoted saying that “doctor pay comprises 8.5 
per cent of the provincial budget.” This is not “doctor pay;” it 
represents funding which operates every physician’s practice 
across the entire province, employing thousands of Albertans and 
treating over three million patients annually.

• Cost of care arises from the number of patients requiring care. In 
terms of hours, Alberta doctors are among the hardest working 
in Canada (2010 National Physician Survey), averaging nearly 
54 hours a week.

• Recently, you stated that if doctors receive more compensation, 
your government would have no choice but to re-introduce health 
care premiums to pay for it. This contention is completely out of 
proportion and incorrect. Re-introduction of health care premiums 
would provide the government with an estimated $1 billion 
in revenue; a one per cent increase in fees paid to physicians’ 
practices would cost the government $25-30 million. 

Over the past 10 years, Alberta has made tremendous strides in 
addressing physician shortages. As a result, Albertans now enjoy:

• Much greater access to family physicians.
• Access to specialists from all disciplines.
• World-class, in-province research expertise.
• A growing community of team-based, family-physician-led 

primary care networks (PCNs).

The tone of your recent remarks places this success at risk. Perhaps 
unintentionally, the tenor of your comments vilifies Alberta’s physicians 
and creates an environment that will poison efforts to recruit and retain 
doctors in the future.

I must also raise a fundamental point about your government’s plans 
for physician funding. Doctors’ practices operate like a small business 
– with payroll, administration, facilities, technology and other overhead 
costs. For the past two years, funding to doctors for their practices has not 
increased, but their costs have. In real terms, that represents two years of 
cuts to doctor compensation. 

Despite an agreement in March 2012 to provide inflationary increases 
to this funding, your government is now signaling there will be no cost of 
living increases in the budget, and indeed suggesting that programs geared 
toward doctor retention/attraction and business cost assistance may be 
eliminated and funds reallocated. 

If this is government’s course, it will have serious and negative 
implications for patient care. If medical practice costs continue to rise 
in concert with flat or declining revenues, there is only one unavoidable 
outcome: some medical practices in Alberta will no longer be viable; offices 
will close and patients will be without care.



Vital Signs March 2013 • Page 9

AMA update

by Alberta Health last spring). 
Thus, public comments by senior 
government officials that present 
compensation as the predominant 
focus of negotiations are a 
misleading distraction from 
matters that need to be addressed.

My members have asked me to provide you with some specific 
examples.

• Alberta physician compensation is not 29 per cent higher than 
the national average as you and Minister Horne have frequently 
stated. Taking into account the most recent data available from the 
Canadian Institute for Health Information, payments to Alberta 
doctors are 14 per cent higher than the national average.

1. However, this is not a salary, but instead gross billings for 
services that cover not only doctors’ time, but all of the 
overheads associated with their practices: facilities; equipment; 
administration; and teams of health care professionals working in 
physicians’ practices. These overhead costs are high in Alberta. 
For example, Albertans in general across all industries earn 20 
per cent above the national average. This affects what physicians 
must pay for the staff in their offices.

2. Regarding funding for these medical practices, our requests have 
been limited to inflationary increases to help cover a portion of 
the climbing expenses that Alberta medical practices incur each 
year.

• You have been quoted saying that “doctor pay comprises 8.5 
per cent of the provincial budget.” This is not “doctor pay;” it 
represents funding which operates every physician’s practice 
across the entire province, employing thousands of Albertans and 
treating over three million patients annually.

• Cost of care arises from the number of patients requiring care. In 
terms of hours, Alberta doctors are among the hardest working 
in Canada (2010 National Physician Survey), averaging nearly 
54 hours a week.

• Recently, you stated that if doctors receive more compensation, 
your government would have no choice but to re-introduce health 
care premiums to pay for it. This contention is completely out of 
proportion and incorrect. Re-introduction of health care premiums 
would provide the government with an estimated $1 billion 
in revenue; a one per cent increase in fees paid to physicians’ 
practices would cost the government $25-30 million. 

Over the past 10 years, Alberta has made tremendous strides in 
addressing physician shortages. As a result, Albertans now enjoy:

• Much greater access to family physicians.
• Access to specialists from all disciplines.
• World-class, in-province research expertise.
• A growing community of team-based, family-physician-led 

primary care networks (PCNs).

The tone of your recent remarks places this success at risk. Perhaps 
unintentionally, the tenor of your comments vilifies Alberta’s physicians 
and creates an environment that will poison efforts to recruit and retain 
doctors in the future.

I must also raise a fundamental point about your government’s plans 
for physician funding. Doctors’ practices operate like a small business 
– with payroll, administration, facilities, technology and other overhead 
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cuts to doctor compensation. 

Despite an agreement in March 2012 to provide inflationary increases 
to this funding, your government is now signaling there will be no cost of 
living increases in the budget, and indeed suggesting that programs geared 
toward doctor retention/attraction and business cost assistance may be 
eliminated and funds reallocated. 

If this is government’s course, it will have serious and negative 
implications for patient care. If medical practice costs continue to rise 
in concert with flat or declining revenues, there is only one unavoidable 
outcome: some medical practices in Alberta will no longer be viable; offices 
will close and patients will be without care.

Short-sighted choices about medical practice funding in this year’s 
budget may not impact patient care next year, but it will inevitably 
erode the quality of patient care within the next two-to-four years. For 
taxpayers, corrective actions in the future will be much more expensive 
than preventative actions today. 

Premier, I close this letter by repeating that our March 2012 MOU– the 
framework for current negotiations – included nine key areas of agreement. 
Physician compensation was only one component – and arguably may not 
be the most weighty of the nine. 

We have important work to do together, re-establishing a strong guiding 
role for physicians and patients in Alberta’s health care system. We need to 
find ways to apply fair, methodologically sound processes to fee schedule 
adjustments. Let’s move forward with the next stage of primary care 
delivery, and assess what role the proposed family care clinics (FCCs) 
may play in concert with existing and growing PCNs.

The AMA is focused on how we can improve patient care and make 
our health care system more efficient and effective. 

We believe that the government of Alberta shares these goals. But, 
these objectives will not be achieved by allowing health care policy and 
operations to be crafted in a vacuum by Alberta Health, or by publically 
singling out physicians for special criticism. 

On the contrary, these goals will be most successfully achieved by 
government adopting the fundamental principle that physicians and 
the AMA should play a strong role in the planning, development and 
implementation of health care in Alberta. Doctors are not the problem, 
but are willing and able to help craft solutions. 

We note that the December roll-out of FCCs – a major shift in the 
delivery of health care, crafted with the exclusion of key stakeholder 
support and input – is not what we would consider a positive template for 
future consultation. 

Going forward, if major cuts to Alberta Health Services (AHS) are 
included in the

March 7 budget, it will be essential for the government to include 
physicians in any plans to transition patients from expensive institutional/
hospital care to community services. These physician practices and PCNs 
are already nearing – or at – full capacity, and are struggling with increased 
overhead costs without increases in funding. 

Alberta’s health care system is an intricate network. Funding disruptions 
can be very detrimental without a strategic plan properly informed and 
guided by physicians and other frontline health care professionals. We 
strongly encourage your collaboration with Alberta’s 10,000 physicians 
for the betterment of our patients and taxpayers.
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Malice in blunderland 
With apologies to Lewis Carrol
Once upon a time in the province of Alberta there lived a great 

king who was loved by a vast majority of his subjects. This great 
king had fought the evil dragon — let’s call him “Pierre” and drove 
him away to eastern Canada. Eventually the king stepped down. He 
was followed by a farmer, (who was honest but not the sharpest tool 
in the shed) and did not distinguish himself. So there was a caucus 
race and election and Maliceinblunderland won the election. Now 
Maliceinblunderland, when running for office, promised Alberta 
doctors a public inquiry into physician intimidation. However, once 
she was elected she completely forgot about it. I wonder if post election 
memory loss is similar to Alzheimers? 

In any case, shortly after the election, Maliceinblunderland fell 
and almost drowned in the “pool of falling oil revenue tears.” It got 
so bad that she created an alliance with the minister of health, Empty 
Horne. Empty Horne was a happy go lucky type who loved to fly down 
to Calgary and tell doctors how badly they were overpaid and then 
jump on the Learjet he had chartered just for the occasion. In poetry 
it might look like this.

How does the little health min’ster
Improve his shining lot?
He pours out his bilious anger, 
With every chance he’s got. 

How cheerfully he seems to grin
How neatly spreads his claws 
To crush the nice young doctors
In his gently smiling jaws.

He voted for a pay hike
It was high upon his list
A chance to pad ones pocket
Is a chance that can’t be missed?

So there has to be a fall group
To deflect away the blame.
The thought it might be THEIR fault
Is a thought that is insane.

We MUST blame all those doctors
For the mess we now are in
It surely can’t be OUR fault
For the mess that we are in.

“It’s the fault of all those doctors.”
That we now are in the red
Why bother to negotiate
When you can just impose instead.

We want negotiation,
They are giving it a try.
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Letters

Dr. D. Glenn Comm, pictured with his wife Dalyce, is the 
Calgary Medical Society Physician of the Year.

I hope that Horne is serious,
We’ll find out by and by.

In closing we can all hope for a negotiated settlement for the 
doctors of Alberta. Whether we get it is another thing. I sure hope so. 
I dearly hope that the people of Alberta will remember this period of 
trouble at the time of the next election. People of Alberta, if someone 
takes you on a ride, “shame on them.” But if you let them do it again, 
“shame on YOU!”

As usual, your questions, comments, praise and poisoned darts 
will be welcomed at: glencomm@shaw.ca

Dr. D. Glenn Comm, CAPA past president
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CUPS (Calgary Urban Project Society) has been providing 
Calgarians medical health care for low-income families and 
singles since 1989. Several years after the CUPS formation, 

the department of obstetrics noticed women were presenting in 
labour under the influence of drugs and alcohol at an alarming rate. 
Additionally, these women were sometimes homeless and suffered 
from severe mental illness and were victims of domestic violence. 
“So they asked, how do we stop this tragedy from occurring at the 
end of their pregnancy?” says Gwen Moncayo, nurse practitioner 
and women’s health centre coordinator. “Why don’t we try to put 
preventative services in earlier? In 2005, CUPS began treating these 
complex prenatal patients.”

“The program is funded by a variety of sources including AHS, 
Alberta Health and Wellness and various fundraisers throughout the 
year,” says Lorna Curran, the CUPS communications manager.

After moving to a new larger site in September, 2012, CUPS goal is 
now to double the 120-150 
deliveries in a year. 

“In our new building, 
we have increased capacity 
so we can surely take on 
more,” Moncayo says. 
“Additionally, in the new 
building we now have a 
child development centre 
partnering with Harvard 
Centre for the Developing 
child.”

Moncayo says there 
was ground breaking 
research published in the 
U.S. called the Adverse 
Childhood Experiences 
(ACE) study that has far 

CUPS to expand their high-risk neonatal program
By Dave Lowery, photos supplied by CUPS

reaching long lasting implications for pre and post natal children. 
 
According to the Centers for Disease Control and Prevention, the 

“initial phase of the ACE Study was conducted at Kaiser Permanente 
from 1995 to 1997, and more than 17,000 participants had a 
standardized physical examination. Each study participant completed 
a confidential survey that contained questions about childhood 
maltreatment and family dysfunction, as well as items detailing their 
current health status and behaviors. This information was combined 
with the results of their physical examination to form the baseline 
data for the study.”

CUPS primary care clinic and 
women’s health clinic statistics

2010
• A total of 25,428 low income 

Calgarians access CUPS clinics 
• Of the 25,428 of low income 

Calgarians accessing CUPS 
medical clinics, 1,623 were new 
patients.

• 116 babies were delivered to low-
income Calgary families through 
the CUPS women’s health clinic.

2011
• A total of 28,093 low income 

Calgarians access CUPS clinics 
• Of the total number of low income 

Calgarians accessing CUPS 
medical clinics, 1,346 were new 
patients. 

• 129 babies were delivered to low-
income Calgary families through 
the CUPS women’s health clinic.

2012
• 160 babies were delivered to low-

income Calgary families through 
the CUPS women’s health clinic

Continued on page 14
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FMC Spring Event 2013 - A tour of Spain 

Thursday, April 18, 2012 is the date for the Foothills 
Spring Event hosted by the Foothills Medical Staff 

Association, at the Glencoe Club Ballroom, 636 – 29th 
Avenue SW. A new twist on the evening will include a 

tapas style dinner along with wine pairing exploring the 
classic wine regions of Spain. Our guest speaker and 
accredited sommelier is to be Eric Southward, general 

manager of Highlander Wine and Spirits. 

Whether you’re a connoisseur or want an enjoyable 
and interesting evening out, everyone is welcome to 
attend. There will also be presentations of the FMC 

2012 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! 

Moncayo says that, in summary, children exposed to stress, 
prenatally and in the first nine months, develop different brain 
architecture and they have higher rates of cancer, heart disease in their 
forties, addiction and mental health problems. 

“Our child and family development is trying to support the families 
prenatally and post partum so that it decreases the amount of stress 
in the family’s life,” Moncayo says. “That results in good brain 
architecture, a really long term goal for better health.” 

With that in mind, Moncayo says they are interested in seeing 
medically and socially complex patients who are below the income 
cutoff for Calgary and may posses mental health  and addiction 
issues. 

“We also see a lot of HIV positive patients regardless of their 
income level,” she says. “And the same for methadone patients. If we 
have a pregnant woman who is addicted to narcotics, we maintain their 
methadone during their pregnancy regardless of their income.”

For physicians who would like to refer patients,
 please fax 403-221-8785, Attention: women’s health clinic or 
Dr. Rati Chadha. For more information call: 403-221-8790 or 

email: info@cupscalgary.com

Adverse Childhood Experiences: 
http://www.huffingtonpost.com/jane-
ellen-stevens/the-adverse-childhood-

exp_1_b_1943647.html

Brain Hero: Harvard University’s Center on 
the Developing Child:  

http://www.youtube.com/
watch?v=s31HdBeBgg4

CUPS is looking for physicians who have 
an interest in mental health and addictions with 
marginalized populations. See the advertisement 
on page 10 in this issue. 

CUPS to expand their high-risk neonatal program - Continued.
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