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Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904

From the CAPA president
The Pinto and the province

For a long time, as I have pondered the state of our health care 
system and considered the most recent salient issues such as 
waitlists, the emergency room crisis and the issue of physician 

intimidation, the case of the Ford Pinto strangely and annoyingly 
comes to mind.

Let me explain by first reminiscing to the 1970’s and an automobile 
odyssey known as the Ford Pinto. This car began production in 1971. 
More recently, in 2008, it was voted by Time magazine and Dan Neil 
to their 2008 list of the Fifty Worst Cars of All Time. In fact, the 
car was recalled in 1978 perhaps in connection with a Pulitzer prize 
winning article in Mother Jones published in 1977(1) that accused the 
manufacturer of cost-valuing human life. This is an excellent article 
and I would encourage everyone to read it. Time magazine(2) also 
noted; “The Pinto is at the end of one of autodom’s most notorious 
paper trails, the Ford Pinto memo, which ruthlessly calculates the 
cost of reinforcing the rear end ($121 million) versus the potential 
payout to victims ($50 million). Conclusion? Let ‘em burn.” Similarly, 
the current Mother Jones web site notes, “For seven years the Ford 
Motor Company sold cars in which it knew hundreds of people would 
needlessly burn to death.” 

Why does this rather sobering piece of automobile history come to 
mind when I think about our Alberta health care system? I will simply 
ask – what is the province afraid of when it comes to a full public 
inquiry into health care? Why do the health minister and the premier 
adamantly refuse to consider such an investigation? 

The health minister is adamant that he will not spend $10, $20 
or $30 million on an inquiry that will take three or four years to 
complete. I don’t need to point out that our current health care system 
carries with it an enormous economic burden. Moreover, it is the most 
costly ministry in the government and is gradually cannibalizing other 
ministries. Given the enormous footprint of the health care system and 
the grave implications underlying the calls for an inquiry, how can 
the health minister fail to justify an inquiry? Given the seriousness of 
the problems, resolving these issues seems more than justified. The 
health care system is not some economic lightweight of a program that 
would be dwarfed by the costs of such an investigation. Compared to 
the total cost of the health care system, $30 million is a drop in the 
bucket. It would be a one-time expenditure and definitely money well 
spent if it can pinpoint and expose some of the problems in this ~ $16 
billion per annum system. 

The health minister also claims that the concerns of physicians 
are old history from the days of the health regions, as if all of these 
problems relate solely to regionalization. Pointedly, my personal case 
of intimidation occurred in 2008, after regionalization ended. The 
minister notably fails to mention that the one consistent force during 
all of this intimidation is the very long standing Alberta government 
of which he is a member. We in forensic psychiatry, when performing 
risk assessments for criminal recidivism know that the best predictor 
of future behaviour is past behaviour. 

Perhaps it is the potential headlines that may result from a full 
public inquiry that the government fears most. For instance, what if the 
concluding headline from an inquiry were something akin to the Pinto 
headline above; “For many years the Alberta government maintained 

a health care system in which it 
knew hundreds of patients would 
needlessly suffer or die.”

Could this kind of theoretical 
headline be what the government 
is desperately trying to avoid at 
all costs by adamantly refusing a 
full public inquiry into the health 
care system? Is the government 
guilty of complacency by failing 
to fix the problems in the health 
care system (which could be 
very costly indeed) and thereby 
allowing patients to suffer? 

The health minister states that 
$30 million is too much to spend 
on an inquiry. I ask, what is the 
cost associated with being on a 
waitlist? Even if the medical condition did not deteriorate, what is the 
psychological cost of being on a waitlist or of waiting in the ER for 20 
hours? What is the cost to those family members that have watched 
their loved ones suffer and sometimes die?

The AMA endorsed an inquiry into physician intimidation but 
the health minister also repudiated this. I ask, what impact would 
the threats to terminate physicians who have spoken out have had on 
other physicians that were witness to such intimidation? Would they 
hesitate to speak out if untoward adverse events were happening to 
their patients? Would the individual that was specifically threatened 
subsequently hesitate to speak out if they had knowledge of undue 
patient suffering? Would it be brash to suggest that the manufacturer 
of the Pinto might have leaned on its employees if they were inclined 
to speak out publicly about the Pinto?

I would like to re-emphasize that, as physicians, if we know of 
patients needlessly suffering or encountering adverse outcomes as a 
result of waitlists or deficiencies in resources or infrastructure then 
it is incumbent upon us to speak out. Besides the high calling of our 
Hippocratic oath, in a court of law if it can be demonstrated that we 
knew of such circumstances and did not speak out, what then?

In the cases where physicians have spoken out and seemingly the 
decision makers did not act upon these warnings who should be held 
accountable? In the Dr. Parks case it would seem that all the correct 
channels were pursued yet little action to remedy the situation occurred 
until the matters became headline news as a result of a leaked email. 
Why didn’t the decision makers act upon the dire warnings provided 
by Dr. Parks and associates or at least act swiftly enough? Why is it 
that that darn case of the Pinto keeps coming to mind?

I have certainly heard conspiracy theorists suggest that the 
government agenda is to allow the health care system to lapse into 
such a state of despair that Albertans would be willing to embrace 
any changes to the system. I am not fond of conspiracy theories but 
sometimes the dots can form interesting patterns.

Perhaps what draws me to the Pinto case is this dread or fear that 
at some level someone has calculated the cost to fix the system vs. 

Contd. on bottom of page 5
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PARA update

The recent release of the proposed 2011 federal budget by 
the Honourable James M. Flaherty is significant for local 
physicians – primarily general practitioners. As the budget was 

presented as “a low-tax plan for jobs and growth,” we had hoped for 
some positive changes. And we found a number of them. 

From a resident physician perspective, a quick glance at this lengthy 
352-page document revealed a few exciting incentives and benefits. 
A minor, but welcome change applies to resident physician licensing 
examinations. The updated 2011 budget proposes an extension of 
tuition tax credits to include professional examinations. Previously, 
credits were limited to examinations for applied trades. Given that 
the 2011 College of Family Physicians of Canada examination costs 
are approximately $1,990, this change could represent a significant 
savings to physicians at the end of their residencies. 

There are also benefits for new general practitioners, especially 
those practicing or considering practice in more remote communities. 
We applaud initiatives to help address the ongoing physician shortages 
in under-served areas. The most significant of these changes pertains 
to Canada student loan forgiveness for new graduates. After finishing 
residency, new graduates who relocate to rural areas will be eligible 
for up to $8,000 per year of debt relief to a total value of $40,000. 
Interestingly, the budget has also extended similar incentives to 
registered nurses and nurse practitioners, with these groups eligible 
for up to $4,000 per year or $20,000 total. 

The Canadian Association of Interns and Residents (CAIR) agrees 
that these proposed changes are a welcome initiative. CAIR’s president, 
Dr. Sasha Ho Farris Nyirabu pointed out in a March 23 press release 
that resident physicians graduate with an average of $158,728 in debt 
according to a 2006 CAIR survey. Dr. Nyirabu fully supports any 
measures that provide debt relief to graduating physicians. She believes, 
as do we, that the Canada student loan forgiveness program could add 
an extra incentive for new physicians to establish their practice in more 
remote and under-serviced communities in Canada.

The focus of this proposed budget, with its emphasis on primary care, 
aligns well with Alberta Health Services’ stated commitment to building 
primary care capacity and efficiency in the province. It complements 
the concept of the “medical home” and the six pillars supporting it, as 
conceived by the College of Family Physicians of Canada.1  The medical 
home is a patient-centred medical care setting that acts as the central hub 
for the provision and coordination of the medical care services needed 
by each of its patients. The pillars of this medical home are:

Resident and physician 2011 federal budget incentives

By Drs. Matthew Frey & Brendan Miles, family medicine resident physicians

1. A personal family physician for every patient
2. Access to a patient-centred team
3. Timely access to patient-centred care
4. Coordination of care
5. Supports for patient-centred medical homes including  

 electronic information and communication and funding
6. Quality improvement and evaluation.
The Alberta Medical Association has also given its firm support 

to the development of primary care, including the concept of primary 
care networks (PCNs); this support was reconfirmed at its recent spring 
representatives forum, held in Edmonton from March 10 to 12. To us 
as family medicine resident physicians in Alberta, it appears that all of 
these administrative bodies are focusing on the development of primary 
care as a means of restructuring the health-care system and improving 
system access. We are reassured that our federal government and other 
influential organizations are focusing on the provision of and access 
to health care in the areas where it is needed most.

Please note that this article is meant to be a non-partisan presentation 
of physician-relevant facts from the recently proposed federal budget 
and is not intended as a political commentary or as a reflection on a 
preferred outcome in the May 2011 federal election.

1 http://www.cfpc.ca/uploadedFiles/Resources/Resource_Items/
Bring20it20on20Home20FINAL20ENGLISH.pdf

Dr. Matthew Frey Dr. Brendan Miles

the cost associated with negative outcomes. Moreover, by speaking 
out, at some level, are physicians and other heath care workers 
somehow undermining this cost assessment and therefore must be 
muzzled? Is the issue of intimidation somehow linked to resource 
allocation decisions in the health care system? At what level does 
the requirement for lobbying and influence into healthcare decision 
making and resource allocation contribute to the role of intimidation 
in health care? 

In the end, there are many, many questions that need and deserve 
to be answered. It is time for Albertans to rise up and demand these 
answers. There seems to be a strange political resistance that is 
preventing all Albertans from getting the answers that they deserve. 
It is perhaps time that we all demand better. Much, much better.

1) motherjones.com/politics/1977/09/pinto-madness
2) time.com/time/specials/2007/article/0,28804,1658545_1658498_1657866,00.html

The Pinto and the province . . . Contd.
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When you read this it may be that the fourth federal election 
in Canada in the last seven years will be a done deal, a 
fait accompli as they say. What is disturbing me the most 

about the election is the apparent disconnect between what the polls 
say is the number one issue for Canadians – healthcare - and what 
the politicians are actually talking about. The Canadian Healthcare 
Association (CHA) has a good chart on their website comparing the 
platforms of the parties regarding five main issues related to healthcare. 
These are funding for the health system, health promotion, pharma 
strategy, health human resources and continuing care. Pretty weighty 
issues would you not say. Unfortunately the answers are lightweight, 
and that is being generous. For example, in regards to funding, that is 
really what the whole argument is about. How are we going to afford 
the care we want in the future? How do we transform the system and 
pay for it at the same time? Do we strictly pay for it all via our taxes 
or do we allow patients to have alternatives such as regulated private 
insurance options, private delivery of publicly funded care, user fees, 
etc. If we look at the CHA chart comparison the Conservatives talk 
about continuing funding commitments to 2014. Well that sure makes 
me feel better for the future of healthcare funding. The Liberals talk 
about strengthening universally accessible health care for all. They 
just do not mention how or how much it will cost.

The Green Party talks about centralized wait lists and funding 
proven alternative therapies. So maybe I can get my acupuncture paid 
for while I wait to have my back surgery done in another province! The 
Bloc Quebecois have no apparent platform on funding for the health 
system. Does make me a bit nervous when the specter of a coalition 
looms on the horizon. The NDP, of all the parties, actually state that 
they would negotiate a ten year plan to focus on improved primary 
care, community –based services and alternative payment options (as 
opposed to fee for service). How they would do this is not explained 
but one does have the feeling they may be on the right track. Sort of 
a national primary care network strategy. We have been proud of our 
made-in-Alberta solution to the primary care crisis, the introduction 
of the primary care networks. The next step, however, is the need 
for increased funding and the evolution of the use of teams and the 
integration of specialist care into the networks. Who will lead this 
charge? It is looking more and more like the provinces are on their own 
to take the plunge, having their premiers and MLA’s walk the plank. 

The Canadian Medical Association website talks about 10 doctors 
running in the federal election. If they all win they will represent the 
Conservatives, the Liberals and the Green Party. Ten MLA’s is a start. 
However, much like the public, each physician MLA will likely have 
differing views on the way to fix our upcoming healthcare crisis. 
The CD Howe institute issued a paper entitled “Chronic Healthcare 
Spending Disease.” An impressive statistic was the one that compared 
total healthcare expenditures per capita by age group. Put simply, the 
average cost to the system for a Canadian age 45 to 64 is $2990. That 
cost almost triples to $7330 for age 65 to 74. It almost doubles again to 
$12, 690 for age 75 to 84. At age 85 and up it is a whopping $20,730. 
As our technology improves and our life expectancy increases it is 

inevitable our costs will increase. 
As I have said to patients, it is nice 
to grow old but none of us want to 
live a long time if we are disabled, in 
chronic pain or too sick to live well. 
So even if we do nothing obvious to 
increase healthcare costs, we are on 
an inexorable path to bankruptcy by 
virtue of our changing demographics 
and medical advances. 

We look at the platforms of the 
political parties and are dismayed 
by the lack of vision. We keep 
expecting them to come up with real 
insight. We keep expecting them to 

provide us with direction. At the same time we know that addressing 
the healthcare crisis is political suicide. How do we really help our 
politicians? The answer may be to simplify the issues. There are too 
many organizations, too many studies, too many think tanks and too 
many competing interests. Regardless of the outcome in the federal 
election, it is time to take back control. As physicians, we need to 
simplify the answers. Would we give our patients a list of 10 possible 
treatments for their diagnosis, all with equal validity and cure rate? 
Then wait for the patient to come back and tell us what they will do. 
Our patients would go out the door more confused than when they 
came in. The politicians may be those patients, faced with too many 
options with no clear choice. I suggest that it is time to focus on two or 
three key issues, crystallize and clarify them and give our politicians 
a vision. They need our help. 

We must not lose sight of the fact that medicine in Canada is 
political. Which segways into my latest hot book pick. A wonderful 
book that won the Stephen Leacock award for humour deals with 
Canadian politics and keeps it all in perspective! If you are in need 
of a look at life in Ottawa from the lighter side I highly recommend 
“The Best Laid Plans” by Terry Fallis.

 

From the past president
Politics and election 2011

Dr. Linda Slocombe,
CAPA past president 
slocombe@shaw.ca
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The Comm post corner
Goodfellas

Dr. D. Glenn Comm, 
CAPA past president 

glenncomm@shaw.ca

I, like most doctors in Alberta, have been frustrated with the 
ongoing shenanigans in health care in our province. As I struggled 
to find a way to speak without sounding like a complete grump, I 

chose to throw in a bit of humour. I hope I have succeeded!

Wanted: Leaders with vision
It was very short sighted of Alberta Health and Wellness (AHW) to 

have recently dipped into the neanderthal school of negotiations with 
Alberta’s doctors. This is particularly galling after the Alberta Medical 
Association (AMA) had brought its portion of the eight year master 
agreement in on budget for the term of the contract. We have been a 
reliable partner over the years . . . and THIS is how you treat us? This 
is government in disarray with no clear vision for the future.

There has been much press about physician intimidation. The 
stories continue to break and I am sure there are many more to be 
heard. Initially it was thought that the Health Quality Council of 
Alberta (HQCA) might deal with the issue. Yet as time passed and the 
stories got more frequent, it became apparent that a full inquiry was 
needed to restore some modicum of faith in the system.

The elephant in the room, unfortunately, is the growing concern 
that as the Alberta Health Services (AHS) bureaucrats have gotten 
stronger, they have gotten bolder about trampling on other physicians’ 
rights! It seems that there are those individuals who forget that they 
are still physicians when they take on administrative roles. Some 
of these end up embracing the dark side. Concerns over physicians 
being intimidated by others in administrative roles have caught media 
attention recently. I really believe that the government is hoping it will 
die down and not interfere with their agenda for physician domination. 
I don’t think that will happen. There are enough stories out there to 
fill a book about the numerous people have been put through hell at 
the behest of a department leader or other AHS officials.

And it isn’t close to being a level playing field. You should read 
the AHS General Bylaws Article 11.1 & 11.2 on indemnity. You will 
find that AHS officials are indemnified...against virtually everything, 
including “civil, criminal, or administrative action . . . ”

So while Alberta doctors continue to put “patients first” perhaps 
the AHS motto will become (tongue definitely in cheek here) “cover 
your assets.” 

Maybe there’s a movie in this! Don Migrain could be the 
godfather who meets with AHS underlings at the start of next rounds 
negotiations. He then marches into the AHW offices announcing “this 
is watta we all gonna do! We gonna grab Dr. Patrick White, cut off 
hisa ear and send it to the AMA board wid a demand that dey give us 
the physician services budget.”

It would be funny if the stakes weren’t so high and if the physician 
abuse patterns, which have lead to a call for an inquiry, didn’t exist. 
Unfortunately they DO exist. So while the government chooses to 

stick its head in the sand, problems 
continue to exist . . . hence our calls 
for a judicial review.

We can only hope that elections and new 
blood in government can bring some new 
ideas and a new approach.

The present government has NO interest 
in finding the truth. (Maybe the truth WILL 
set them free . . . as they lose their seats in 
the legislature).

Meanwhile Alberta doctors will 
keep soldiering on, keeping the system 
running and putting up with the garbage 
that gets thrown their way.

Till next month . . .
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Eric Arnestad, 58, was born in Helsinki Finland, came to Canada 
in 1953 and was orphaned shortly thereafter when his mother 
died from a massive CVA. After spending five years in 12 

foster homes, Arnestad was finally adopted in 1958. Fast forward to 
November 1975, Arnestad was hired by the Calgary Fire Ambulance 
service, the precursor to Calgary Emergency Medical Services, and 
was sponsored to take the paramedic course at the Southern Alberta 
Institute of Technology. While still a paramedic, Arnestad recognized 
the need to donate blood and, since he has type O negative which is 
fairly rare, religiously donated blood every six months. In late spring 
of 1994, Arnestad was notified that he had hepatitis C and advised to 
contact his doctor.

“To the best of my knowledge, I acquired hep C when I was 
working as an air medevac paramedic with the Shock Trauma Air 
Rescue Society (STARS) during a call I worked on in March, 1994,” 
Arnestad says. “We had a particularly messy, as in very bloody, motor 
vehicle accident victim whose blood ended up all over us.”

Tests were repeated and his diagnosis was confirmed. Arnestad 
followed up with an internist and, in consultation with the physician 
decided that, as the effects would not likely appear for another 25 years 
or so, and since the cure rate was relatively small, having the virus 
was preferable to attempting a cure . . . a process which was often 
unsuccessful and described as often brutal in its effects on the body. 
Arnestad remained relatively symptom free until 2007 when he became 
ill and further tests determined that his liver was deteriorating at an 
accelerated rate. At that time he was passed over to the liver transplant 
team for assessment. After an 18-month intensive therapy program, 
the team determined he stood a good chance at surviving transplant 
surgery and he was placed on the transplant list in April 2010. 

“I am now at the point where I either have to become extremely 
ill and hope a liver becomes available,” he says, “or find a compatible 
live donor.” 

Living liver transplants had only been performed about six to seven 
thousand times by 2006 according to a report written by William J. 
Wall, MC, FRCSC, director of multi-organ transplant program, London 
Health Sciences Centre. In Canada, over 400 liver transplants are 
performed every year both from donors who have been declared brain 
dead and with the consent of their next of kin, or from a living donor 
such as a relative or friend. Liver transplant centres match donors with 
recipients based on compatible liver size and blood type. And what 
surprises even some health care professionals, is that you can remove 
70 per cent of a liver from a living donor, transplant the liver into a 
recipient and the donor will regrow 90 - 95 per cent. Twenty per cent 
of people on the liver transplant list die before receiving a donor liver. 
Add to that, of the 80 percent left who receive a transplanted liver, 20 
per cent will have rejection issues.  For every liver that’s transplanted, 
surgeons always expect at least one complication and sometimes up to 
three. Despite the risks and complications, 90 per cent of the people 
that receive a liver will have their life extended by 15 years. Recipients 

have to prove they do not drink alcohol, and are frequently tested and 
if there are any drug dependencies, tests are done to ensure recipients 
are no longer drug dependent. 

Arnestad thought the long wait and frustrations were coming to 
an end when a coworker stepped forward and volunteered to donate 
in late 2010. However, after months of testing – with all positive 
results – one of the last tests determined that the donor would not 
be left with an adequate amount of her liver to ensure regrowth. 
Within a few months of that disappointing experience, another donor 
stepped forward with O negative blood who heard about Arnestad’s 
predicament through a colleague of Arnestad’s wife. Unfortunately, 
he was immediately disqualified when he admitted to not knowing 
Arnestad for two years.  

Alberta has provided a liver transplant program since 1989 and, 
to date, over 700 transplant surgeries have been performed averaging 
65 per year. According to AHS transplant coordinator Corlee Price, 
three surgeons make the decision regarding anonymous donations and 
they have decided they will not entertain good Samaritan donations 
as the risk to both donator and receiver is too high, though they boast 
of having “one of the best survival rates in the country.” And though 
they ask for a one to two year relationship, Price was unable to define 
exactly how that is determined. 

 “Our surgeons have agreed that this is too high a risk of surgery 
for someone who doesn’t have a relationship with the donor,” Price 
says. “Appeals can be made in writing to the surgeons but I have been 
told to refuse anyone who states they met a few weeks ago.”

Apparently this is not a consistent policy across Canada as, 
according to Michelle Colero from the Canadian Liver Foundation, 
she knows of at least one location that performs anonymous live liver 
transplantations.  

“According to our director of health promotion and patient services, 
there is not a standardized policy regarding the relationship between a 
living donor and recipient,” Colero said in an email. “Each transplant 
program can establish its own protocols. We do not have an official 
position on this particular issue. This type of policy may exist due to 
a concern regarding a donor’s motivation and the inherent risk the 
donor faces with this type of operation. Apparently Toronto General 
Hospital has a very large living donor program and they welcome 
‘anonymous’ donors who do not have a prior relationship with the 
recipient. Any potential living donor (related or un-related) has to 
undergo a thorough screening process that involves not only medical 
tests, tissue matching etc but also psychological evaluations to ensure 
that he/she is physically and mentally prepared for the surgery.”

In the meantime, Arnestad, now a training specialist in public safety 
and communications providing instruction in fire, EMS and police 
communications, has decided to embark on a 7500 km motorcycle 
journey to raise awareness for liver transplants. By combining his passion 

Live liver transplants . . . a viable alternative?
By Dave Lowery
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for  motorcycl ing 
with his teaching 
background, he hopes 
to accomplish this by 
meeting with various 
groups in towns and 
cities across Canada. 

“On August 4, I 
will head east from 
Victoria,  BC and 
travel to St. John’s, 
Newfoundland. 

H o p e f u l l y , 
with various organ 
and blood agency 
endorsement, I want 
to warn other health 
care professionals of 
hepatitis dangers and 
let them know that 
this can be relatively 
eas i ly  addressed 
if caught early on. 
We will do this by 
speaking to the media, 
other service clubs, 
EMS, fire and police 
departments.” 

If you would like to be involved with the ride to raise liver 
donation awareness, or need more information regarding 
sponsorship or donations, please contact Eric Arnestad: 

arnestad@telus.net

For more information on liver transplants, please go to the 
Canadian Liver Foundation website:

http://www.liver.ca/liver-disease/liver-transplants/how-do-
transplants-work/

Additionally, Alberta Health Services has information on their 
website:

http://www.albertahealthservices.ca/services.
asp?pid=service&rid=5875

Liver donor awareness week 
was April 17-24.

Arnestad on an Alaskan trip in 2006.
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A 12-step recovery program for health care
By Dr. Lloyd Maybaum

Many times over the last few years we have heard the need 
to rehabilitate our health care system. Many reports have 
been written such as the Mazankowski report, Vision 2020, 

the McKinsey report etc. unfortunately, all seemingly to no avail. We 
have endured suggestions of Klein’s third way to detox the system 
and endured pitched discussions of private vs. public health care yet 
we continue to waiver and cling to our old habits. 

David Dodge recently sounded the alarm with an article entitled 
“The crisis no leader is talking about,” in which he describes the 
fiscally unsustainable nature of the Canadian universal health care 
model (National Post April 7, 2011). We have heard all of this time 
and time again but still we cannot seem to break the habit. It is as if 
we are addicted to our old notions of universal health care despite how 
unsustainable the system is becoming. 

We seem stuck, despite the god-like progressive conservative party 
in this province who have ruled for over 40 years. One would think 
that they have had a long enough mandate to figure out how to keep 
our health care system from floundering!

As a somewhat tongue in cheek solution to our health care 
quagmire and keeping in mind the notion of addictive behaviour, I 
present to you a 12-step recovery program for health care. You may 
have heard of AA and NA and maybe even CA or SAA but may I 
present to you FA (fiscally-unsustainable-canadian-universal-health-
care-addicts-anonymous). With apologies to Bill (of AA fame) and 
Edstella (of May 2010 Vital Signs fame)

Perhaps we do not need to turn to Danielle or David but one does 
wonder what amazing things could happen if all Albertans joined 
FA. At some point we all have to be willing to engage in health care 
conversations before the system goes over the edge. One sincerely 
hopes that the system does not need to hit “rock bottom” before change 
ensues but in the world of addictions this is often what is required. 

On my unit we tend to use the phrase “hurt enough,” as in “have 
you hurt enough yet – is it time to do something about your addiction?” 
Looking around at the state of our health care system, one can only 
ask; have we hurt enough? When is it time to embrace some elements 
of change? Only time will tell – one day at a time. We need to play 
the tape right through and perhaps listen to individuals such as David 
Dodge. The band, simply can’t keep playing forever. 

The 12 steps of FA
We admitted we were powerless to change the 1. 
health care system and that the system had become 
entirely unmanageable.
Came to believe that a party greater than the 2. 
progressive conservatives could restore the system 
to sanity.
Made a decision to turn our will and our health 3. 
care system over to the care of Danielle or David 
as we understood her or him and their respective 
parties.
Made a searching and fearless moral inventory 4. 
of personnel, medical equipment, infrastructure, 
operational funding, untendered contracts, 
confidentiality agreements, government waste, 
intimidation, corruption, lobbying and overall undue 
influence in health care decision making.
Admitted to Danielle or David, to ourselves and to 5. 
another human being the exact nature of the wrongs 
in our healthcare system.
We’re entirely ready to have Danielle or David remove 6. 
all these defects from the healthcare system.
Humbly asked her or him to remove our budgetary 7. 
shortfalls.
Made a list of all administrators and elected 8. 
representatives we may have quietly cursed and a 
list of all individuals that we may have intimidated 
and made amends to them all.
Made amends to each other and wherever possible, 9. 
facilitated transparency even when to do so would 
reveal defects in the system and possibly place 
ourselves or others into a less favourable light.
Continued to take personal inventory of our work 10. 
ethic examining the MULB (making us look bad) 
attitude and when we were deficient promptly 
admitted it and rectified it.
Sought, through prevention and education, to 11. 
improve our health care system and to hold Danielle 
or David as we understood her or him, accountable 
for these changes and for the power to carry these 
changes forward. 
Having had health care restructuring as the result 12. 
of these steps, we tried to carry this message to 
provinces across the land and to practice these 
principles in all our hospitals, clinics and medical 
affairs.
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CAPA
Spring general meeting

Wednesday, June 8, 2011
Glencoe Club, 636 – 29 Avenue 

SW, 243-2506

5:00 P.M. – Cash bar
6:00 P.M. – Buffet dinner

6:30 P.M. – Business meeting

Agenda
1. Meeting calling notice
2. Quorum declaration
3. Agenda approval and November 3, 2010
    minutes 
4. CAPA – Dr. L. Maybaum – president’s report
5. Treasurer’s report
6. Guest speaker event

A healthcare debate
Danielle Smith, 

leader of the Wildrose 
vs.

David Swann, MD,
leader, official opposition of Alberta

Moderated by Paul McLoughlin

7.Closing remarks – Dr. L. Maybaum

As a member of CAPA you are invited to attend.  
Non-members will be wait-listed for seats at $75.00 

or are invited to retroactively become a member.  
This function is open only to physicians, invited 

VIPS and media.
If you are planning to attend RSVP by 

FRIDAY, May 30, 2011
Call: (403) 943-1270 or fax: (403) 476-8770
glennis.brittain@albertahealthservices.ca 

Dear colleagues, 
CAPA is now seeking nominations for the positions of president 

and president elect of the soon to be formed Calgary & Area Medical 
Staff Society (CAMSS) which will be replacing CAPA under the new 
provincial bylaws. Given that a new society will be forming we must 
initiate this society with newly elected executive members (CAPA 
executive cannot simply carry over to the new society). In the event 
that there is more than one nomination for each position an election 
will be held.

Dr. Lloyd Maybaum, president, CAPA

Call for nominations

Nominations will be accepted up to and including 
MAY 20, 2011 and can be submitted via email to 

glennis.brittain@albertahealthservices.ca 
or fax 403 476-8770.

For further information regarding duties and responsibilities please 
contact, CAPA president, Dr. Lloyd Maybaum – lloyd.maybaum@
albertahealthservices.ca OR visit the CAPA website at www.capa.cc 
to view the new CAMSS (CAPA) bylaws.

 

Dr. Maybaum will be running for CAMSS president.

CAMSS president
Time commitment required: ~10 – 30 hours/week• 
Term 1: October 1, 2011 – September 30, 2013• 

In brief, the president chairs or attends a host of meetings and 
committees representing members of the medical staff association. The 
president is the point person for contact with media and must write a 
minimum of one article, or president’s report, monthly published in 
Vital Signs magazine. 

CAMSS president-elect
Time commitment up to ~10 hours/week• 
Term – one year (inaugural term for two years due to change in • 
structure)
Term 1: October 1, 2011 – September 30, 2013• 

The president-elect assists the president and learns the ropes for the 
year prior to taking over the office of president. 

Nominations for CAMSS 
president and president-elect
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Letters

Bring it on, Lloyd!
Congratulations to Lloyd Maybaum for seeing, and telling, the big 

picture. Step up Docs are being stepped on!
We are in an unprecedented model of care where there is no clear 

plan - i.e. people are all re-inventing delivery systems and cannot admit 
they don’t know how to fix it beyond their own immediate sphere!

AHS is now a healthcare monopoly - if they don’t like you, you 
can leave the province. The Tories will use this reality eventually, of 
course, as another argument for increasing private options and “patient 
choice.” Is it conspiracy or incompetence. The answer is yes.

This dysfunction and doubletalk can only be confronted effectively 
in a public inquiry where accountability happens and people can then 
move on with some confidence that there is some integrity and freedom 
to fix this beleaguered system. I encourage all physicians who care 
about healing our health system to write to the premier calling for a 
judge-led inquiry - if he has nothing to hide.

Lloyd thanks for staying on. I plan to do the same!
David Swann MD, leader, official opposition of Alberta

CAPA classified

Physician needed
We are an integrated health care team looking for a physician 

interested in addiction and mental health, in the context of occupational 
health and wellness in Calgary, Alberta. 

For further information please contact Dr. Raju Hajela or 
Sue Newton at 403-536-2480 or info@humassociates.net

Physician needed
Well-established family medicine practice in Airdrie is seeking 

full-time/part-time/locum physicians to join us. Multidisciplinary 
practice with great PCN collaboration, EMR and local urgent care 
shifts optional. No call. New grads – pre-retirement, any physician 
welcome. 
Please contact us at: karelgreenizan@airdriemedicalclinic.com
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AMA update

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

Albertans deserve a health care system that values and encourages 
physician advocacy, where physicians feel secure speaking out and 
advocating for the best possible care for each and every patient; a 
system free of intimidation and fear of retribution.

To move forward in creating such a system, a public inquiry should 
be held “into issues of physician intimidation in Alberta’s health care 
system,” the Alberta Medical Association’s (AMA’s) board of directors 
agreed at its meeting yesterday.

The decision reflects concerns within the medical profession that 
it is time to clear the air, and a public inquiry – with the authority to 
compel evidence – is the best forum in which to accomplish this.

The AMA has previously voiced its willingness to cooperate with a 
review into “quality of care and safety of patients requiring emergency 
room care and cancer surgery” that is currently underway by the 
Health Quality Council of Alberta (HQCA). The board acknowledged 
HQCA’s expertise in dealing with issues of quality care.

But HQCA’s processes – so well suited for much of its work – are 
problematic in dealing with issues related to intimidation of physicians; 
specifically, the non-public nature of HQCA’s activities and its inability 
to compel evidence could inhibit its effectiveness.

This then raises questions as to whether a report on the “role and 
process of physician advocacy in patient and health service quality” 
would have credibility with the medical profession; and even this 
doubt is a problem.

Government established the review following problems raised by 
the AMA’s section of emergency medicine and in the legislature by 
MLA Dr. Raj Sherman (Edmonton-Meadowlark), who was kicked 
out of the PC caucus.

As reported in the April 4 President’s Letter, the AMA has explored 
its options in depth, including a review by legal counsel. An analysis 
on the AMA’s members-only website compares elements of a public 
inquiry with those of the HQCA review. 

The AMA’s expectations for the review are outlined in the March 
28 President’s Letter, which included a joint bulletin from the AMA 
and the Canadian Medical Protective Association.

The board’s decision reflects input from many AMA members that 
a public inquiry offers the best opportunity to change the culture within 
Alberta’s health care system and to address physician disengagement 
from AHS.

By Patrick J. (P.J.) White, MB, BCh, MRCPsych, president, Alberta Medical Association

We need a public inquiry

This input includes calls for a public inquiry from seven sections: 
addiction medicine, anesthesia, dermatology and dermatologic surgery, 
emergency medicine, pediatrics and rural medicine.

If, however, the HQCA review remains the only formal venue 
where physician intimidation is examined then the AMA will 
cooperate. We have offered suggestions to improve the effectiveness 
of the review, e.g., remove barriers posed by non-disclosure clauses; 
release physicians from any contractual obligations or provisions under 
agreements that could silence or deter them from participating. 

Our preference, though, is a public inquiry into issues of physician 
intimation, augmented by the HQCA review into quality care and 
patient safety issues. Together, the inquiry and the review would 
help Alberta’s health care system to look ahead, move forward and 
put Patients First®.
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