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Negotiations and elections – a coincidence? I think not.

Another month, another target rich environment. Unfortunately, 
as I write this article the provincial election is still one week 
away. This election result is pivotal. Everything that I write 

about could change depending upon the outcome of the election. Will 
we have an inquiry or not? Will AHS continue to exist in its present 
form, or not? What will happen with family care clinics? Do we have 
an agreement in principle (AIP) and who or will anyone sign off on 
it? Who will be our health minister? Who will be our premier? Will 
it be a minority government or a majority? Will we be taking greater 
steps towards private health care?

Reflecting upon the past month, after the PC government attempted 
to impose a one-year settlement upon us they soon realized that 
physicians would have none of it. Only then, in pre-election bluster did 
they call the AMA forth to engage in round-the-clock negotiations in 
order to announce an AIP that included a total raise of five per cent – a 
raise that physicians were not even looking for. All of this confirmed 
what I had written in December, that if the government was truly 
interested in concluding negotiations prior to the election they could 
accomplish the task in only a few months. In the end, they managed 
to craft an AIP in a matter of weeks prior to the election writ being 
dropped. This tells me that over the past two years the government 
was never truly interested in negotiating with physicians. That is, not 
until they thought that they could placate us by presenting an AIP on 
the eve of the election. This timing was particularly suspect.

One must admit that the ministers negotiating team was shrewd. 
They managed to capture all the positive spin and goodwill headlines 
of an AIP all the while knowing that the AMA would not be able to 
ratify the agreement before the election writ was dropped. Tactically, 
this worked well for the government since once the election writ was 
dropped they could never sign off on the agreement. Brilliant. How 
much time and effort was wasted on this endeavor? Once the election 
is over who knows what will happen with the AIP. I fear that we 
are going to be starting all over again, at square one and PCNs will 
continue to be funded at the $50 level – the same level that they have 
been funded for the past eight years.

Whoever wins the election and assumes government I certainly 
hope will rapidly engage in negotiations with the AMA. Core items 
that we would like to see include an agreement that, into perpetuity, 
the AMA is enshrined as the negotiating body for physicians. That the 
AMA has representative and negotiating rights for all physicians with 
respect to contracts, ARP’s, AARP’s etc. We would also like to see 
laboratory physicians and medial officers of health once again brought 
into the fold of any negotiated agreements. Preserve our core benefit 
programs and enhance funding for PCNs and we’ll pretty much be 
happy. We’re not looking for much, mostly just peace of mind.

As I conclude this month, I remind everyone that if you are feeling 
intimidated or bullied you can always call the PAAL line. If you do 
not feel comfortable calling the PAAL line, as many have suggested, 
please feel free to contact me directly and together we’ll roll up our 

PLC Medical Staff Update
By Steve Patterson

The Peter Lougheed Hospital Medical Staff Association is holding 
a wine tasting event at the Glencoe Club on May 24 at 7:00 pm. 
The wine is provided by the exclusive Black Hills Estate Winery 
and included in the evening will be brief presentations by a winery 
representative, your medical staff executive and Dr. Tom Louie on 
the topic of the hand washing initiative. The province audited hand 
washing compliance last year and, regrettably, physician compliance 
was quite low and one of the PLC site goals is to improve our members 
understanding and compliance with the hand washing guidelines. This 
is important for the care of our patients and I encourage all physicians 
to take an interest in wine and hand washing but not necessarily in 
that order. 

In addition, I would like to applaud all members who took the time 
to fill out the workplace survey that recently concluded. Your input 
is appreciated and you could have won an ipad. In addition, updates 
on the ongoing issues of physician engagement, parking and food 
services will be provided. Tickets for the wine tasting are $20 and 
available from the MSA executive or by calling 943-5554. Spouses 
and residents are welcome.

50%
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From the CAMSS president
Negotiations and elections – a coincidence? I think not.

Another month, another target rich environment. Unfortunately, 
as I write this article the provincial election is still one week 
away. This election result is pivotal. Everything that I write 

about could change depending upon the outcome of the election. Will 
we have an inquiry or not? Will AHS continue to exist in its present 
form, or not? What will happen with family care clinics? Do we have 
an agreement in principle (AIP) and who or will anyone sign off on 
it? Who will be our health minister? Who will be our premier? Will 
it be a minority government or a majority? Will we be taking greater 
steps towards private health care?

Reflecting upon the past month, after the PC government attempted 
to impose a one-year settlement upon us they soon realized that 
physicians would have none of it. Only then, in pre-election bluster did 
they call the AMA forth to engage in round-the-clock negotiations in 
order to announce an AIP that included a total raise of five per cent – a 
raise that physicians were not even looking for. All of this confirmed 
what I had written in December, that if the government was truly 
interested in concluding negotiations prior to the election they could 
accomplish the task in only a few months. In the end, they managed 
to craft an AIP in a matter of weeks prior to the election writ being 
dropped. This tells me that over the past two years the government 
was never truly interested in negotiating with physicians. That is, not 
until they thought that they could placate us by presenting an AIP on 
the eve of the election. This timing was particularly suspect.

One must admit that the ministers negotiating team was shrewd. 
They managed to capture all the positive spin and goodwill headlines 
of an AIP all the while knowing that the AMA would not be able to 
ratify the agreement before the election writ was dropped. Tactically, 
this worked well for the government since once the election writ was 
dropped they could never sign off on the agreement. Brilliant. How 
much time and effort was wasted on this endeavor? Once the election 
is over who knows what will happen with the AIP. I fear that we 
are going to be starting all over again, at square one and PCNs will 
continue to be funded at the $50 level – the same level that they have 
been funded for the past eight years.

Whoever wins the election and assumes government I certainly 
hope will rapidly engage in negotiations with the AMA. Core items 
that we would like to see include an agreement that, into perpetuity, 
the AMA is enshrined as the negotiating body for physicians. That the 
AMA has representative and negotiating rights for all physicians with 
respect to contracts, ARP’s, AARP’s etc. We would also like to see 
laboratory physicians and medial officers of health once again brought 
into the fold of any negotiated agreements. Preserve our core benefit 
programs and enhance funding for PCNs and we’ll pretty much be 
happy. We’re not looking for much, mostly just peace of mind.

As I conclude this month, I remind everyone that if you are feeling 
intimidated or bullied you can always call the PAAL line. If you do 
not feel comfortable calling the PAAL line, as many have suggested, 
please feel free to contact me directly and together we’ll roll up our 

sleeves and see what we can do 
about it. CAMSS is your medical 
staff association and we are here 
to defend you! Do not hesitate to 
contact us.

One f inal  reminder,  the 
CAMSS spring AGM is in June 
so plan to attend. Let’s be careful 
out there. Hopefully, we all voted 
responsibly. Seven more sleeps 
until the election. I can hardly 
wait to see what will happen! See 
you in June. 

Beware the malingerer!
The beginning of wisdom is to call things by the right name –  

Chinese proverb

Malingering. The word itself evokes cringe, suggestive of 
malfeasance. The notion seems unsavoury and somehow un-
Hippocratic. In this article we address this darker burden upon our 
healthcare system. I remind everyone that as physicians we must 
ascribe to the AMA motto of “patients first” but putting patients first 
does not mean that we must always say ‘yes’ to their requests. In this 
article I argue that physicians must be actively alert to deception and 
must not be complicit with patients that are malingering.

According to the DSM-IV-TR malingering is the “intentional 
production of false or grossly exaggerated physical or psychological 
symptoms motivated by external incentives such as avoiding work, 
obtaining financial compensation, evading criminal prosecution or 
obtaining drugs.” In the medico-legal setting the motive is to create 
the false impression of disability.

On my inpatient unit we sadly detect and diagnose malingering on 
a fairly regular basis. The process has become all too familiar: deploy 
the suicidal card and duck into the hospital. Whether it is the university 
student that needs a note to excuse them from final exams, the drunk 
that claimed suicidality to avoid criminal charges or the AISH recipient 
that squandered their latest cheque on crack cocaine, these and other 
stories akin to them are all too frustratingly commonplace. As we 
review cases, evidence of doctor shopping for benzodiazepines and 
narcotic analgesics are also found with disappointing frequency. On 
our unit we have no qualms about calling a spade a spade and letting 
our patient know exactly what we are thinking. Tough love no doubt, 
but I am the director of the unit that is affectionately known as the 
‘tough-love’ unit.

Continued on page 6

PLC Medical Staff Update
By Steve Patterson

The Peter Lougheed Hospital Medical Staff Association is holding 
a wine tasting event at the Glencoe Club on May 24 at 7:00 pm. 
The wine is provided by the exclusive Black Hills Estate Winery 
and included in the evening will be brief presentations by a winery 
representative, your medical staff executive and Dr. Tom Louie on 
the topic of the hand washing initiative. The province audited hand 
washing compliance last year and, regrettably, physician compliance 
was quite low and one of the PLC site goals is to improve our members 
understanding and compliance with the hand washing guidelines. This 
is important for the care of our patients and I encourage all physicians 
to take an interest in wine and hand washing but not necessarily in 
that order. 

In addition, I would like to applaud all members who took the time 
to fill out the workplace survey that recently concluded. Your input 
is appreciated and you could have won an ipad. In addition, updates 
on the ongoing issues of physician engagement, parking and food 
services will be provided. Tickets for the wine tasting are $20 and 
available from the MSA executive or by calling 943-5554. Spouses 
and residents are welcome.
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Grab a cup of coffee, find a comfortable chair, get cozy and 
calm your breathing. What you are about to read is perhaps 
the disturbing manifesto of the future. A future that is already 

upon us. A future of change and disruption. If you managed to read 
the article that I recommended last month then perhaps what we have 
been through over the last four years – the advent of AHS, the more 
recent announcement of family care clinics – is already starting to 
make sense. 

The article that I recommended is from the book “Harvard Business 
Review on Fixing Healthcare From Inside & Out.” The specific 
article is entitled “Will Disruptive Innovations Cure Health Care?” by 
Christensen, Bohmer and Kenagy (2000). I originally found this ebook 
on Amazon and it is readily available for download. The reader should 
be mindful that this article is based upon the US privatized health care 
system and not our Canadian unionized healthcare system. This is a 
fundamental difference and why I believe that embracing disruptive 
innovations in Canada will be fraught with peril.

In this book, the authors argue that healthcare institutions have 
overshot the level of care that most patients need, focusing too much 
on the most complicated diseases while paying insufficient attention 
to those patients with more common ailments. There is perhaps a 
parallel with the Alberta situation wherein many patients do not even 
have access to a primary care physician yet we have a number of state 
of the art centres of excellence.

The author suggests that we have too many specialists and sub-
specialists and not enough generalists focusing on the basics. Thus, we 
have left a vacuum that needs to be filled. A vacuum that they propose 
is filled via disruptive processes. The most recent and demonstrative 
example of this, in my opinion, is the Redford government’s 
introduction of family care clinics. Let me explain.

The authors argue that less expensive professionals should be 
allowed to provide sophisticated services in affordable settings. They 
provide the example of angioplasty employed by cardiologists as a 
less expensive disruptive technology that has largely replaced bypass 
surgery and cardiac surgeons.

They also argue that a whole host of disruptive technologies and 
innovations could end the looming insolvency crisis we are facing 
in healthcare but that the entrenched players need to get out of the 
way. They propose the creation of a medical system that matches a 
clinician’s skill level to the level of medical difficulty. Very simply, 
nurse practitioners or other non-physicians could treat problems that 
follow predictable rules or algorithms whilst only more complicated 
conditions need be referred to physicians.

Angioplasty has largely replaced expensive bypass surgery and 
the authors argue that nurse practitioners can largely do what family 
physicians do. They suggest that nurse practitioners will devote 
more time to patients and will focus more on prevention and health 

Diagnosing malingering is no doubt somewhat challenging all the 
more so since little to no time was spent upon this subject in medical 
school. Nonetheless, it is something that we have either all seen or 
at some point strongly suspected. Without formalized training what 
should one do with a patient that we suspect is embellishing symptoms 
or frankly malingering symptoms? Do we turn away and let the patient 
carry on or do we challenge the patient? Worse yet, do we collude 
with the patient? 

Besides my inpatient work, as a forensic psychiatrist I routinely 
engage in extensive chart reviews and assessments of individuals 
embroiled in medico-legal cases, most commonly associated with 
motor vehicle accidents. Evidence of physician complicity with what 
at times can only be seen as the over-reporting of symptomatology, 
in these settings, can seem fairly commonplace. My experiences in 
this regard do not appear to be entirely unique. According to Halligan, 
Bass and Oakley’s 2003 (Oxford University Press) publication – 
Malingering and Illness Deception (page 19) “There is also evidence 
that some doctors collude with their patient’s deception to help them 
obtain time off work and medical insurance cover that they are not 
entitled to. In the United Kingdom, a qualitative study of the role of 
general practitioners (GPs) in sickness certification showed that GPs 
admit to signing certificates when the medical evidence does not 
justify it. The findings of Wynia were out of 700 physicians surveyed, 
10 per cent admitted to fabricating signs or symptoms on behalf of 
patients and 54 per cent admitted to deception of insurance payers, 
confirms that patients are not alone in engaging in deception when 
the behaviour can be justified. A significant finding of this study was 
that 37 per cent of physicians reported that their patients sometimes, 
often or very often asked them to deceive healthcare payers.” 

Why is it that we tend to avoid challenging our patients if we 
suspect that they are exaggerating symptoms or frankly malingering? 
There are perhaps a number of reasons. Some of us may be averse to 
conflict and may want to avoid the “hassle” of confronting someone 
and/or dealing with complaints. The provider may face a storm of 
patient advocacy and may wish to avoid it. Perhaps, it is due to an 
overly trusting worldview in which we do not want to believe that 
patient’s can/will/may distort their presentations for external reasons. 
“Certainly the patient that I have worked with for 20 years would never 
lie to me!” Others may have concerns that identification of malingering 
will harm the patient in some way (e.g., loss of disability benefits).

The above are understandable reasons to engage in avoidance but 
we must consider that failure to detect and challenge actual cases of 
malingering imposes a substantial economic burden on the healthcare 
system and often times fosters self-imposed misery on the patient. I 
argue that the tacit acceptance of such practices involves the physician 
in a situation that smacks of unsavory complicity. Notably, litigation 
and the pursuit of favourable compensation outcome will have negative 
effects upon our patient. With complicity we are sentencing the 
malingering patient to adversarial administrative and legal systems that 
will repeatedly force the patient to prove that he or she is seriously and/

or permanently ill. Subconsciously, at a minimum, patients engaged in 
a medico-legal matter will realize that if their symptoms improve such 
‘health’ may result in the revocation of disability status or a reduction 
in legal windfall or compensation. Moreover, if costs of physiotherapy, 
psychologist visits, acupuncture, massage therapy, dental etc. were 
obtained on retainer – i.e. these practitioners are to be paid when the 
law suit is won – it becomes all the more imperative that the litigant 
win the case or they will be responsible for bills that can amount to 
many thousands or tens of thousands of dollars. Thus, by colluding 
with malingering we are assisting our patients down the rabbit-hole of 
illness behavior, illness fixation and illness neurosis. This, in the end, 
equates with harm to the patient. In essence, by ‘signing the forms’ 
we are essentially harming the patient with kindness.

We should also consider that malingering causes insurance costs to 
rise for everyone. Perhaps most alarmingly, malingering contributes to 
the stigmatization of individuals that are credibly ill. Friends and loved 
ones that are aware of a malingering deception and perhaps a false 
medical diagnosis will lose respect for the ‘foolish’ medical profession 
that didn’t spot the trickery. Such knowledge may contribute to a sense 
of skepticism and future stigmatization of individuals with bonafide 
illness. In summary, malingering contributes to the stigmatization of 
individuals that are genuinely unwell. 

Thus, given the above arguments, physicians and other practitioners 
should be very concerned about patients that exaggerate and malinger 
because they are enabling the process if they are not taking reasonable 
steps to detect it and to address it. On the one hand, the doctor does 
not want to overlook a treatable disease. On the other hand, he or 
she does not want to continue ordering tests and treatments if the 
symptoms are faked.

Certainly, by challenging malingering we may be facing the risk 
of patient reprimand. We may risk unfavourable reviews on rate – 
MD or even a complaint to the college but in the end we are not here 
to be liked. We are here to be effective. We are here to diagnose, 
treat and advocate for our patients but we are also here to defend 
the healthcare system from abuse and mismanagement. If we think 
about it, a patient that engages in malingering is not engaging in a 
doctor-patient relationship it is a perpetrator-victim relationship. Our 
oath of ‘do no harm’ is upheld when we confront patients that may 
otherwise choose to malinger. Complicity with malingering will harm 
the malingering patient, harm the healthcare system and undermine 
the dignity and reputation of the profession and those with genuine 
illness. Never hesitate to get a second opinion but stand firm with the 
malingerer. 

Beware the malingerer! Continued.
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Editorial
Future shock? The future is now. By Dr. Lloyd Maybaum, CAMSS president

Grab a cup of coffee, find a comfortable chair, get cozy and 
calm your breathing. What you are about to read is perhaps 
the disturbing manifesto of the future. A future that is already 

upon us. A future of change and disruption. If you managed to read 
the article that I recommended last month then perhaps what we have 
been through over the last four years – the advent of AHS, the more 
recent announcement of family care clinics – is already starting to 
make sense. 

The article that I recommended is from the book “Harvard Business 
Review on Fixing Healthcare From Inside & Out.” The specific 
article is entitled “Will Disruptive Innovations Cure Health Care?” by 
Christensen, Bohmer and Kenagy (2000). I originally found this ebook 
on Amazon and it is readily available for download. The reader should 
be mindful that this article is based upon the US privatized health care 
system and not our Canadian unionized healthcare system. This is a 
fundamental difference and why I believe that embracing disruptive 
innovations in Canada will be fraught with peril.

In this book, the authors argue that healthcare institutions have 
overshot the level of care that most patients need, focusing too much 
on the most complicated diseases while paying insufficient attention 
to those patients with more common ailments. There is perhaps a 
parallel with the Alberta situation wherein many patients do not even 
have access to a primary care physician yet we have a number of state 
of the art centres of excellence.

The author suggests that we have too many specialists and sub-
specialists and not enough generalists focusing on the basics. Thus, we 
have left a vacuum that needs to be filled. A vacuum that they propose 
is filled via disruptive processes. The most recent and demonstrative 
example of this, in my opinion, is the Redford government’s 
introduction of family care clinics. Let me explain.

The authors argue that less expensive professionals should be 
allowed to provide sophisticated services in affordable settings. They 
provide the example of angioplasty employed by cardiologists as a 
less expensive disruptive technology that has largely replaced bypass 
surgery and cardiac surgeons.

They also argue that a whole host of disruptive technologies and 
innovations could end the looming insolvency crisis we are facing 
in healthcare but that the entrenched players need to get out of the 
way. They propose the creation of a medical system that matches a 
clinician’s skill level to the level of medical difficulty. Very simply, 
nurse practitioners or other non-physicians could treat problems that 
follow predictable rules or algorithms whilst only more complicated 
conditions need be referred to physicians.

Angioplasty has largely replaced expensive bypass surgery and 
the authors argue that nurse practitioners can largely do what family 
physicians do. They suggest that nurse practitioners will devote 
more time to patients and will focus more on prevention and health 

maintenance than physicians in the traditional model of service 
delivery.

Certainly it would seem that the traditional fee-for-service model 
has forced primary care physicians to see an endless stream of patients 
in order to make their overhead costs. Thus, the authors suggest that 
highly trained MDs are diagnosing and treating minor ailments such 
as ear infections and bronchitis – difficulties that cheaper lesser trained 
individuals could likely handle with ease. 

They suggest that rather than asking expensive professionals like 
physicians to look after runny noses, allow less expensive professionals 
to progressively do more sophisticated things in less expensive 
settings. LPN’s are bumping RN’s, nurse practitioners will bump 
family physicians, and family physicians will bump specialists. For 
example, by allowing micro-ultrasound machines family physicians 
may be able to usurp radiologists. “As specialist physicians continue 
to concentrate on curing the most incurable of illnesses for the sickest 
of patients, less-skilled practitioners could take on more complex roles 
than they are currently being allowed to do.” 

The authors suggest that the introduction of disruptive processes 
will be met with resistance particularly by the people and institutions 
whose livelihoods are threatened by such disruptive processes; 
“Powerful institutional forces fight simpler alternatives to expensive 
care because those alternatives threaten their livelihoods. And those 
opponents to low cost change are usually lined up three or four deep.” 
The authors conclude that resistance to change is not in the best 
interests of the system or of patients. They propose that practitioners 
must be open to disruptive technologies and business models that may 
threaten the status quo but will ultimately raise the quality of health 
care for everyone.

The authors even specifically suggest that physicians will block 
such disruptions in order to “preserve their traditional hegemony” but 
then also suggest that we “don’t be afraid to invent the institution that 
could put you out of business.”

They suggest that it is in physicians’ interests to embrace these 
changes. “Rather than fight nurse practitioners who are invading their 
turf, primary care physicians should move up-market themselves, using 
advances in diagnostic and therapeutic technologies to perform many 
of the services they now refer to costly hospitals and specialists. They 
should, in other words, disrupt those above them rather than fight a 
reactionary and ultimately futile battle with disrupters from below.”

If we try to apply the logic that these authors are employing to the 
argument and rationale for family care clinics, a discussion certainly 
seems warranted. I, for one, would like to challenge the notion that the 
FCC model is better or will lead to financial savings over a properly 
funded and supported PCN. In the FCC model it would seem that 
AHS will hire the unionized staff, absorb the cost of overhead and 
place physicians on sessional salary rates. Thus, they are absorbing 

Continued on page 9

or permanently ill. Subconsciously, at a minimum, patients engaged in 
a medico-legal matter will realize that if their symptoms improve such 
‘health’ may result in the revocation of disability status or a reduction 
in legal windfall or compensation. Moreover, if costs of physiotherapy, 
psychologist visits, acupuncture, massage therapy, dental etc. were 
obtained on retainer – i.e. these practitioners are to be paid when the 
law suit is won – it becomes all the more imperative that the litigant 
win the case or they will be responsible for bills that can amount to 
many thousands or tens of thousands of dollars. Thus, by colluding 
with malingering we are assisting our patients down the rabbit-hole of 
illness behavior, illness fixation and illness neurosis. This, in the end, 
equates with harm to the patient. In essence, by ‘signing the forms’ 
we are essentially harming the patient with kindness.

We should also consider that malingering causes insurance costs to 
rise for everyone. Perhaps most alarmingly, malingering contributes to 
the stigmatization of individuals that are credibly ill. Friends and loved 
ones that are aware of a malingering deception and perhaps a false 
medical diagnosis will lose respect for the ‘foolish’ medical profession 
that didn’t spot the trickery. Such knowledge may contribute to a sense 
of skepticism and future stigmatization of individuals with bonafide 
illness. In summary, malingering contributes to the stigmatization of 
individuals that are genuinely unwell. 

Thus, given the above arguments, physicians and other practitioners 
should be very concerned about patients that exaggerate and malinger 
because they are enabling the process if they are not taking reasonable 
steps to detect it and to address it. On the one hand, the doctor does 
not want to overlook a treatable disease. On the other hand, he or 
she does not want to continue ordering tests and treatments if the 
symptoms are faked.

Certainly, by challenging malingering we may be facing the risk 
of patient reprimand. We may risk unfavourable reviews on rate – 
MD or even a complaint to the college but in the end we are not here 
to be liked. We are here to be effective. We are here to diagnose, 
treat and advocate for our patients but we are also here to defend 
the healthcare system from abuse and mismanagement. If we think 
about it, a patient that engages in malingering is not engaging in a 
doctor-patient relationship it is a perpetrator-victim relationship. Our 
oath of ‘do no harm’ is upheld when we confront patients that may 
otherwise choose to malinger. Complicity with malingering will harm 
the malingering patient, harm the healthcare system and undermine 
the dignity and reputation of the profession and those with genuine 
illness. Never hesitate to get a second opinion but stand firm with the 
malingerer. 

Beware the malingerer! Continued.
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“I’ve learned that people will forget what you said, people will 
forget what you did, but people will never forget how you made 
them feel.”

Maya Angelou 

Medicine is often thought of as 
a delicate balance between 
science and art. The science is 

easy – it is the memorizing of facts, the 
dissecting of anatomy and the learning 
of clinical skills. The art is the truly 
challenging part of medicine and part 
of that challenge lies in developing 
relationships and trust. As physicians, 
we are expected to communicate well, 
sometimes on difficult topics, with patients, 
colleagues, co-workers and mentors and to 
build meaningful relationships with all of these individuals, sometimes 
over a very short period of time. Some of these skills are taught in 
medical school, while others are honed throughout residency, often 
nurtured by caring clinicians who remind us to treat people and not 
disease. As resident physicians, we are acutely aware that we need to 
be able to successfully communicate empathy to patients, consults to 
colleagues, ideas to research supervisors and fears and goals to our 
mentors. Relationships are at the core of the art of medicine and have 
significant and lasting effects beyond that of the treatment itself.

I had the privilege to work with a well-respected clinician who truly 
embodied the role of mentor and caring physician. He emphasized the 
importance of the therapeutic alliance and encouraged us to always 
“do what is right for the patient.” This teaching was brought home 
when our team cared for a young man transferred from the ICU after 
a suicide attempt. He had a reserved personality and spoke little about 
his attempt to take his life and the impact it had on his young family. 
Each day, we asked him how he was doing, and the answer was always, 
with a small smile, “fine.” On the day of discharge, our attending 
physician put a hand on the patient’s shoulder and told him he was 
a valuable human being with people who loved him and a future to 
look forward to. This preceptor gently stated he did not need to know 
the reasons why the young man tried to take his life, but insisted that 
it was important for him to “keep your spirits up.” I don’t know how 
those parting words affected the patient, but, for me, the interaction 
revealed necessary aspects of fostering our relationships with patients 
– care for the patient, respect for the person, and effort toward building 
a connection, in this case through a comforting touch. This connection 
is a vital part of what we do as physicians.

Our relationships with patients are often centered around biological 
processes and treatments. Yet, many individuals seeking medical 
attention also pursue a sense of connectedness and meaning. We 
can share in their journey by recognizing that practicing objective 
scientific medicine needs to be balanced with nurturing a subjective 
experience. The nature of medicine allows us privileged access into 

the most intimate parts of people’s lives, and sometimes during 
these interactions, we experience special moments of closeness and 
understanding with our patients. This understanding can be a profound 
experience for both clinician and patient. The bio-psychosocial model 
of care reminds us to treat disease within the context of a patient’s 
whole life – family, work, community, culture/religion and to respond 
to difficulties in any of these domains1. From this practice arises an 
invaluable feeling of connectedness, of being heard and understood. 
This understanding is at the heart of healing and the patient-doctor 
relationship. 

The importance of this connection is not limited to physicians 
and patients. Medicine and health care are team sports and care is 
enhanced by a well-functioning team. As resident physicians, we learn 
to work with nurses and other health-care providers each helping one 
another to manage acutely ill patients and problem solve in difficult 
situations. During a busy call shift, while I was seeing consults in ER, 
a ward nurse paged me to let me know that a palliative care patient 
had passed away. I was involved in the care of an acutely sick patient 
and was unable to see the family right away. The nurses spent time 
with the family of the deceased providing support and comfort until 
I arrived. Their dedication to the patient and family brought comfort 
at a truly devastating time. There have been numerous occasions 
during which the other members of my care team have inspired me 
by making the experience of care easier for both patients and their 
colleagues. The connection we share with our team and the support 
we receive from them can make every challenge easier to meet and 
every day more valuable. 

The art of medicine exists in the daily human encounters and 
the relationships we build from these interactions. Illness frightens 
most people, and they seek comfort and meaning from the people 
around them – particularly the people treating them. We, as health-
care providers, also take comfort and meaning from the people with 
whom we work and we work better when we have the support of 
these positive connections. Although there is no medical textbook on 
developing human connections, the intimate nature of our practice 
requires us to go beyond factual knowledge and learn to truly connect 
with the people around us. 

References
1. Suchman A, Mathews, D. What makes the patient doctor relationship 

therapeutic? Exploring the connexional dimension of medical care. Annals of Internal 
Medicine. 1988, Jan; 108 (1):125-130 

PARA updateMaking connections for health care

By Dr. Sharry Kahlon, internal medicine resident physician

Dr. Sharry Kahlon

overhead costs that they previously never incurred and are hiring 
more expensive unionized workers whereas PCNs were free to hire 
less costly non-unionized workers. Moreover, they have reduced the 
highest productivity member of the team, the physician, to a backstage 
consultant role. In my mind, I am certain that the FCC model as 
proposed and the disruptions they will bring will ultimately be far 
more expensive than simply funding PCNs at a reasonable rate. Of 
course the FCC model will seemingly work but when it is funded at 
a level 8 to 10 times greater than a PCN it is also not going to realize 
meaningful cost savings for the system.

I had a wonderful moment of enlightenment when I read that the 
authors recommended the following; “Create new organizations to do 
the disrupting.” For any of us wondering why on earth someone decided 
to create AHS – with zero consultation or input from stakeholders the 
answer crystallized while reading this article. Remember that this 
article was first published in 2000. Taking a retrospective look at 
healthcare in this province could the sudden, unannounced advent 
and imposition of AHS be the organizational coup designed to do the 
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consultant role. In my mind, I am certain that the FCC model as 
proposed and the disruptions they will bring will ultimately be far 
more expensive than simply funding PCNs at a reasonable rate. Of 
course the FCC model will seemingly work but when it is funded at 
a level 8 to 10 times greater than a PCN it is also not going to realize 
meaningful cost savings for the system.

I had a wonderful moment of enlightenment when I read that the 
authors recommended the following; “Create new organizations to do 
the disrupting.” For any of us wondering why on earth someone decided 
to create AHS – with zero consultation or input from stakeholders the 
answer crystallized while reading this article. Remember that this 
article was first published in 2000. Taking a retrospective look at 
healthcare in this province could the sudden, unannounced advent 
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disrupting? Could this article be the manifesto that Alberta Health and 
Wellness and the health minister’s office have chosen to embrace?

If this article is indeed the health care manifesto that the PC 
government has been following for the past four or five years then it 
would seem that the advent of AHS was the pivotal change required 
to harness the full operational power of the disruption manifesto. The 
advent of family care clinics is merely the latest salvo in this disruptive 
process. More, I am certain, is yet to come.

As physicians our best course of action will be to focus on the 
basics and to focus on our patients. This too shall pass. The system 
needs to tinker but the powers that be need to realize that what works in 
the USA may not necessarily work in Canada. One obvious difference 
is that the US system is a privatized system but the Canadian system 
is a unionized system. This core difference and the implied cost and 
productivity differences are not to be trivialized.

Future shock? The future is now. Contd.
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On April 12, Dr. Phillip van der Merwe met the press at the 
Westbrook clinic in southwest Calgary after distributing 
a release that said, as a group, the Calgary and Area PCN 

Physician leads advisory committee (CAPPAC) had concerns 
regarding the PC plan calling for 140 family care centres (FCC) to be 

developed over the next three years. The release claimed the PC plan 
for family care centres was an expensive, redundant, unproven and 
unsafe move purely for short-term political gain! CAPPAC represents 
seven PCNs and 1100 family physicians.

“The family care centre concept already exists,” said van der 
Merwe, chair of the CAPPAC. “Instead of providing a costly and 
redundant alternative, we should work on expanding and improving 

the primary care clinics (PCNs) 
that we already have. Changing 
directions will hurt patients. We 
find it ironic that the government, 
whose leadership and vision helped 
to establish PCNs, is now so ready 
to tear them down despite positive 
formal evaluations and reports from 
health care workers and patients.” 
CAPPAC claims the cost per patient 
could rise from $62 to almost $500 
per patient. 

AHS has confirmed there are 
already three FCCs running 14 hours 
per day, seven days a week though 
only staffed by physicians for 12 
hours per day. The facilities are 
owned by AHS and physicians are 
paid $170 per hour in the daytime 

Physicians against family care centres
By Dave Lowery

and $200 per hour after hours. 
The Alberta College of Family Physicians (ACFP), who represents 

over 3300 family physicians in Alberta, also voiced their displeasure. 
In a letter to members, Dr. Cathy Scrimshaw, ACFP president, said 
Alison Redford misrepresented ACFP support during a newspaper 
interview. 

“It was also our understanding that the first three clinics would 
receive enough time to undergo proper evaluation prior to expansion of 
the concept. To our surprise, a vision to open 140 family care clinics in 

three years was announced last week [written April 12], and appeared 
to circumvent our opportunity to provide evaluative feedback,” 
Scrimshaw said. “The ACFP is disappointed with the communications 
surrounding this election promise and more specifically, was falsely 
reported as being supportive of the expansion.”

Dr. Linda Slocombe, formerly CAMSS president and now AMA 
president, also has voiced her concern over the program which has 
had no physician input.

“We are disturbed by the lack of process and planning this 
represents and the potential impact on the primary care system and 
the patients we all serve,” Slocombe said. (Page 13, this issue.)

To sum up, van der Merwe said, as usual, once the election is 
over, doctors will be the ones trying to make sense of yet another 
reorganization.

“Once this storm has settled, and all the politicians have moved on, 
we, your doctors and other health providers will still be here holding 
the bag and caring for you, our patients,” he said.

“We find it ironic that the government, 
whose leadership and vision helped 
to establish PCNs, is now so ready to 
tear them down despite positive formal 
evaluations and reports from health care 
workers and patients.” 

Dr. Phillip van der Merwe, 
CAPPAC chair

“The ACFP is disappointed with the 
communications surrounding this 
election promise and more specifically, 
was falsely reported as being supportive 
of the expansion.” 

Dr. Cathy Scrimshaw, ACFP 
president

“We are disturbed by the lack of process 
and planning this represents and the 
potential impact on the primary care 
system and the patients we all serve.” 
Dr. Linda Slocombe, AMA president

L to R: Registered nurse Krista van Egmond, Dr. Thomas Tam, Dr. Phillip van der 
Merwe, Dr. Heidi Fell, Dr. Rick Ward, Dr. Ernst Greyvenstein, Dr. May Ellen James, Dr. 

Margot McLean, Dr. Mark Sosnowski.
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AMA update

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

Family physicians offer quality ‘medical home.’

The Primary Care Alliance of the Alberta Medical Association 
(AMA) unites the section of general practice, section of rural medicine, 
primary care network (PCN) physician leads and the Alberta College 
of Family Physicians (ACFP). We are family physicians who work 
together to help the AMA set its direction regarding primary care. 

Recently, Premier Alison Redford announced that three untested 
family care clinic (FCC) pilot projects would be expanded to 140 sites 
over three years. We are disturbed by the lack of process and planning 
this represents and the potential impact on the primary care system and 
the patients we all serve. We have two significant concerns: 

• For a decade, Alberta’s 40 PCNs have helped to improve 
access and quality of care for 2.8 million Albertans in ways 
that provide what local patients and families need. We have 
expertise in primary care, yet there has been no meaningful 
engagement with us or the health-care teams working in our 
clinics and PCNs. While the AMA and ACFP were invited 
to send physicians to an FCC evaluation committee, the 
premier’s announcement suggests that, for government, the 
verdict is already in. 

• No one seems able to explain clearly what FCCs really are 
or how they will fit with existing family clinics or affiliated 
PCNs. 

This troubles us because we don’t know how FCCs will exist 
within the primary care neighbourhood or the impact on our patients 
and our practices. For example, in rural Alberta, hiring more health 
professionals for FCCs may take them away from our clinics, our local 
hospitals or PCN offices where they are already employed. Opening an 
FCC could mean closing an existing clinic; one PCN-sponsored clinic 
has already closed in Calgary following arrival of an FCC. 

We can offer evidence on the value of physician clinics linked with 
PCNs. Here is a very incomplete list of the things we are doing: 

• Providing extended and after-hours access. 
• Working in teams including psychologists, pharmacists, 

dietitians, physiotherapists, registered nurses, nurse 
practitioners and more. 

• Providing preventive care and monitoring results for patients 
with diabetes, heart disease, cancer, etc. 

• Caring for special patient groups including vulnerable 
populations, for example, urban homeless. 

• Teaching medical residents and students. 
• Using electronic medical records and offering online booking. 

We know our work has been effective. 

As individual networks and collectively, PCNs have been measured 
and evaluated as thoroughly as any comparable groups in our current 
system. We welcome and expect more evaluation - but the weight of 
evidence is showing that PCNs are moving in the right direction. 
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Family physicians offer quality ‘medical home.’

By Dr. Linda M Slocombe
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• Providing extended and after-hours access. 
• Working in teams including psychologists, pharmacists, 

dietitians, physiotherapists, registered nurses, nurse 
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• Providing preventive care and monitoring results for patients 
with diabetes, heart disease, cancer, etc. 

• Caring for special patient groups including vulnerable 
populations, for example, urban homeless. 

• Teaching medical residents and students. 
• Using electronic medical records and offering online booking. 

We know our work has been effective. 

As individual networks and collectively, PCNs have been measured 
and evaluated as thoroughly as any comparable groups in our current 
system. We welcome and expect more evaluation - but the weight of 
evidence is showing that PCNs are moving in the right direction. 

We also understand that 
PCNs can’t stand still! 

Family physicians have 
always been the nucleus of 
primary care. Through PCNs, 

we have been evolving our practices toward what we call the “medical 
home.” PCNs themselves are not the goal - but they have enabled the 
beginning transition from traditional family practice to a world where 
every Albertan has a medical home. FCCs may well be part of that 
world, but they must be integrated with evolving PCNs. The alternative 
is fragmentation or duplication of care and destructive competition. 

Team-based care is key to the medical home and we would like to 
say a few words about the costs. Funding for PCN teams is currently 
$62 per patient, used largely to hire other health professionals. At $15 
million for three FCC projects for one year, it would appear that the 
per capita funding for the FCCs will be many multiples of the PCN 
amount. 

With similar funding, we could care for more patients and provide 
more team-based services in our existing PCN-affiliated clinics. This 
would radically enhance access for patients and make a quantum leap 
toward the medical home. 

As for wise spending, the medical home will be efficient because it 
draws on proven expertise of family physician practices in delivering 
care that provides value for patients. We have fully developed the 
medical home concept - and we have even mapped out the next steps 
that are needed to evolve today’s PCNs to that level. 

If you would like to learn more about the medical home and 
detailed physician proposals and practical solutions, please download 
discussion papers from the AMA website at http://www.albertadoctors.
org/ Advocacy/lets_talk. 

In the debate over FCCs and PCNs, what matters is appropriate 
investment in primary care and doing what’s right for patients. Family 
physicians have a proven track record, constructive suggestions, 
rationale and analysis to offer. Let us help. 

Dr. Ann R. Vaidya is president of the section of general practice, 
Dr. Allan S. Garbutt is president of the section of rural medicine, 
Dr. Allan L. Bailey is co-chair PCN physician leads executive, and 
Dr. Paul W.A. Humphries is past president of the Alberta College of 
Family Physicians. 

This op-ed was published in the Calgary Herald 
on April 13, 2012. 



Vital Signs May 2012 • Page 14

Dr. D. Glenn Comm, 
CAMSS past president 
glenncomm@shaw.ca

Change is in the wind!

The Comm Post corner

The election in Alberta will be over by the time this article is 
published in Vital Signs. If I had to bet, I would bet on a new 
governing party at the end of the day. I had the privilege of 

doing some door to door campaigning for a friend of mine, currently 
a member of one of the opposition parties who for whom I have high 
regard. While most of the time was spent leaving a brochure for people 
who were at work, there were enough at home to get a reasonable sense 
of the wind direction. That direction was a strong desire for change. 

I also attended an all party forum, sponsored by the United Nurses 
of Alberta, at which representatives of the major party attended. 
It was amazing to see the Progressive (sic) Conservative Party 
representative, with a perfectly straight face, talk about how good 
things currently are in Alberta healthcare. Life must be much better 
on “Planet Conservative” than where the rest of us live! In discussion 
with one of my nursing colleagues from the Peter Lougheed Hospital, 
she said she intends to vote PC as the local candidate was a good 

person. Unfortunately I cannot buy 
that approach. Individual members 
of the government MUST be held 
accountable for the entire actions 
of the government that they were 
members of.

 I suspect that many people will 
vote in a way that they perceive 
will be the best chance for change. 
The New Democrat member at 
the forum had arguably the best 
understanding of what our system 
needs. Unfortunately it is unlikely 
that he will be a winner on election 
day. On a positive note, the Wild 
Rose Candidate at the forum, 

Heather Forsight, the 
only person from government who contacted me when I 
was raising awareness of the plight of family physicians 
years ago, is now running as a Wildrose candidate. She 
is a person who understands many of the issues facing 
our medical system and I would welcome her as a health 
minister in a new government.

I have never forgiven Ralph Klein for his destruction 
of the health system in our city under his government. 
So I find it interesting that Colleen Klein, has embraced 
the Wildrose party! Daniel Smith spoke to Calgary 
physicians at one of the general meetings a while 
back and was very well received. She has a good 
understanding of our issues and of what needs to be 
done. 

I, and all of you reading this will, of course know 
what has happened by the time you read this. 

There is an old Chinese proverb that says “may you 
live in interesting times!” These certainly are such times. 
I wonder if, by the time this is published, we will have a 
government that will take us in a positive direction or if 
we will still be “blessed” with interesting times.

As usual, your comments questions, praise and 
poisoned darts are all welcomed at: 

glenncomm@shaw.ca
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