


Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

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

Editorial advisory board: 
Dr. Steve Patterson – steve.patterson@albertahealthservices.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Lloyd Maybaum – lloyd.maybaum@albertahealthservices.ca
Dave Lowery – bethere@shaw.ca
Audrey Harlow – audrey.harlow@albertadoctors.org
Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

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

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

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

Next deadline is May 15, 2014. 

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

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

© 2014

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

Dr. Steve Patterson, CAMSS and MSA PLC president , 403-943-5554 
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904 
Dr. Amy Bromley, CAMSS treasurer and MSA CLS president 
Dr. David Kent, RGH MSA president,403-943-3410 
Dr. Arlie Fawcett, PLC MSA vice president, 403-944-984 
Dr. Geoff Hawboldt, FMC MSA president, 403-943-9900 
Dr. Linda Mrkonjic, FMC MSA VP & treasurer, 403-944-2237 
Dr. Candice Bjornson, ACH MSA president 
Dr. Sharron Spicer, ACH MSA vice president 

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

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

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

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4

 Executive assistant: Audrey Harlow (403) 205 - 2093

Advertising director: Bob d’Artois, 
403-540-4702, 

bobdartois@shaw.ca



Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

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

Editorial advisory board: 
Dr. Steve Patterson – steve.patterson@albertahealthservices.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Lloyd Maybaum – lloyd.maybaum@albertahealthservices.ca
Dave Lowery – bethere@shaw.ca
Audrey Harlow – audrey.harlow@albertadoctors.org
Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

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

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

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

Next deadline is May 15, 2014. 

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

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

© 2014

Contents
May 2014

Columns:

From the CAMSS president: We’re not supposed to be political . . . but 

sometimes we have to be ---------------------------------------------------------------- 4

From the past president: Code brown ------------------------------------------------- 8

PARA update  -------------------------------------------------------------------------------10

AMA update ---------------------------------------------------------------------------------13

Features:

Guest feature: Five family doctor clinics receive accreditation award --------- 5

“Patient died prematurely due to multiple gaps and failures” -------------------- 6

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

Dr. Steve Patterson, CAMSS and MSA PLC president , 403-943-5554 
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904 
Dr. Amy Bromley, CAMSS treasurer and MSA CLS president 
Dr. David Kent, RGH MSA president,403-943-3410 
Dr. Arlie Fawcett, PLC MSA vice president, 403-944-984 
Dr. Geoff Hawboldt, FMC MSA president, 403-943-9900 
Dr. Linda Mrkonjic, FMC MSA VP & treasurer, 403-944-2237 
Dr. Candice Bjornson, ACH MSA president 
Dr. Sharron Spicer, ACH MSA vice president 

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

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

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

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4

 Executive assistant: Audrey Harlow (403) 205 - 2093

Advertising director: Bob d’Artois, 
403-540-4702, 

bobdartois@shaw.ca

On the cover: Greg Price died in May, 2012 after waiting 
over four months to see a specialist.

Photo supplied by Price family.

Premium professional/medical office space for rent
Riverside Wellness Centre — 110 Point McKay Crescent NW

Size — 740 sq.ft.
Rent (inclusive of operational costs) — $3400/month plus 

applicable taxes
Ideally located minutes from downtown on the corner of 

Shaganappi Trail and Memorial Drive
Free parking

Neighbors — other health and wellness professional services
Open waiting room with one office and four exam rooms

For all inquiries please email jerry@theriverside.ca

CAMSS Annual General Meeting
June 11, 2014

Glencoe Club, Calgary
5:00 Meet and Greet

5:30 Buffet
6:00 Meeting

Please RSVP to Audrey Harlow at audrey.harlow@
albertadoctors.org

or 403.205.2093

Dues are due!
If you are already a member of AMA contact Audrey Harlow, 

administrative assistant for CAMSS and central ZMSAs:

audrey.harlow@albertadoctors.org  or 
403 205 2093

 
The cost is $150 payable by cheque to AMA, by credit card 
(over the phone) or by written instruction to add it to your 

payment plan currently in place.
 

In the case of CAMSS you have the option to designate a 
specific MSA:

Calgary Laboratory Services, Alberta Children’s Hospital, 
Foothills Medical Centre, Peter Lougheed Medical Centre, 

Rockyview General Hospital

50%



Vital Signs May 2014 • Page 4

From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

We’re not supposed to be political . . . but sometimes we have to be!

Physician engagement is a subtle thing. It is hard to measure 
and means different things to different people. To me it means 
“caring about the care I provide.” This can be extended to caring 

about programs or issues that affect my ability to provide care. I believe 
that this is true for the majority of physicians in the Calgary zone. 
We care about the care we provide and the materials, infrastructure 
and staff we need to provide that care. This includes outpatient and 
inpatient space, operating rooms and access to timely diagnostic 
lab and imaging studies. This is the front line of healthcare where 
physicians interact with patients. These are the things we are passionate 
about. Getting physicians’ engagement on these issues is easy. If you 
want physician engagement you must allow physicians to have input 
into decisions that affect them and their patients. Announcing a plan 
to physicians is not input. It is information.

It is hard for me to be enthusiastic about plans such as the Calgary 
zone initiative plan (ZIP) when CAMSS has had no opportunity to 
provide input. The zone initiatives are essentially the new strategic 
measures announced by AHS in January. The new strategic measures 
replace the old tier 1 measures which tracked wait times for joint 
replacements and cataract surgery. We can only hope that AHS learned 
from its last set of performance measures that focusing on a specific 
procedure as a benchmark creates its own problems. Resources are 
applied to that particular procedure and away from other procedures. 
The time allotted to other orthopedic procedures decreases as OR time 
and capital purchases go toward making our total joint numbers look 
good. Now we will see if focusing on radiation therapy has the same 
effect on other aspects of cancer care. The new measures are much 
less specific and I suspect they have been selected largely to make 
the minister of health look good in question period, not necessarily to 
improve healthcare. I would ask physicians to take time to familiarize 
yourselves with the new strategic measures for Alberta. While you 
are at it, remember to wash your hands, as hand hygiene is one of the 
measures and physicians have not performed well to date when hand 
washing data is examined.

The zone plans attempt to line up the AHS priorities with the 
Calgary initiatives. The number one identified priority of AHS is 
current cost pressures and the number one Calgary priority is child 
and adolescent mental health. It is hard to see these initiatives lining 
up easily. Another example of conflicting initiatives exists in the 
department of pathology and laboratory medicine. For instance, in 
the section of medical microbiology, the volume of laboratory tests 
performed by Calgary Laboratory Services (CLS) has gone up by 65 
per cent since 2007, but the budget has been increased by less than 40 
per cent. CLS has been asked to do more but with proportionally less 
money, that is, less money per test. Calgary Lab Services is a wholly 
owned subsidiary of AHS. There is no private equity in CLS as it is 
a provincial corporation. Laboratory services are more equipment- 
intensive than virtually every department outside of diagnostic 
imaging. New equipment can process samples with a lower cost per 
sample and make it possible to do more with less money. The capital 
equipment budget for CLS in recent years has been very low. While 

there is legitimate reason to want to 
curb inappropriate laboratory test 
utilization, the demand for testing 
will continue to rise, as more than 
70 per cent of medical decision making 
is based upon laboratory test results. It 
is easy to see the problem. The wrinkle 
in this is that Edmonton’s contract with 
Dynalife (a private laboratory services 
provider) is expiring and a new vendor 
may be secured. It is easy to see how a 
large multinational with ultra-modern 
equipment will initially be a low cost 
provider. Without continued capital 
investment CLS will be hard pressed 
to continue to provide quick, efficient 
and cost-effective services. It is possible 
to foresee a time when a large private 
vendor would be offered the opportunity to provide province wide 
laboratory services. This could be a rare example of long term health 
policy planning.

To be frank, our input as physicians into health care policy is quite 
limited. We do not plan the organization of health care. We merely 
provide the services. If you want to have an input into policy the best 
way is to become politically active. Money talks and the $400,000 
that Darryl Katz of Rexall fame gave to the PCs last election trumps 
any amount of earnest input from physicians now. Talk to your MLA 
or local political party of choice and more importantly donate and let 
them know why you donated. Dr. Maybaum`s  idea of a virtual strike 
is a good one. He suggested that we all donate to the political party of 
our choice on a specific day. We number three thousand five hundred 
physicians here in Calgary. The cumulative impact of a one hundred 
dollar donation from each of us could be huge. 

Let me make it very clear at this point that CAMSS is not a 
political organization and is independent of AHS and the AMA. But 
it has become clear to me that we have to act outside of our role as 
physicians and embrace our role as patient advocates if we want to 
improve healthcare.

Grace Moe was the executive director of the Westview PCN 
between 2005 and 2012; and since 2012, as executive director of 
strategic planning, took lead on the PCN’s quality improvement 
practice (QIP) initiative. 

In November 2013, five member family practice clinics of the 
Westview Primary Care Network (PCN)/Westview Physician 
Collaborative underwent and received a Primer Accreditation 

award from Accreditation Canada. Accreditation Canada is an 
independent, not-for-profit organization that sets standards for safety 
and quality in health care; and it accredits health organizations across 
Canada and around the world. The five clinics are: 

• Grove Medical Clinic, 115, 187 Highway 16A, Spruce Grove, 
AB T7X 4P9

• Main Street Clinic, 5104 – 50th Street, Stony Plain, AB T7Z 
1B7

• Meridian Medical Clinic, 3, 4402 – 37th Street, Stony Plain, 
AB T7Z 2A9

• Westgrove Clinic, 201, 505 Queen Street, Spruce Grove, AB 
T7X 2V2

• Westland Family Practice Clinic, 240, 70 McLeod Avenue, 
Spruce Grove AB T7X 3C7

As part of the accreditation process, surveyors from Accreditation 
Canada visited each site over a three-day period last November. 
They reviewed clinic policy and procedures documents, audited 
clinic safety logs, examined patient visit records, spoke with patients 
and interviewed clinic managers, staff, doctors and other healthcare 
providers. The surveyors then rated the clinic’s performance against 
10 national standards and 89 expected criteria. They then reported 
to Accreditation Canada on whether or not the clinic met standard 
requirements in multiple areas: patient safety, staff health and work life 
environment, infection control, medication management, disaster and 
emergency preparedness, medical device and equipment maintenance, 
team-based care, patient-centred service delivery and community 
linkages/partnerships. 

It was a very comprehensive evaluation process. Nonetheless, 
the five clinics achieved 90-100 per cent compliance rates, one 
demonstrated zero deficiencies. Regarding the clinic with the perfect 
score, the surveyors commented, “We have never in all of our survey 
years given any organization a 100 per cent score on a survey visit. 
The clinic has achieved exceptional excellence in all areas of primary 
care delivery.”

Being accredited is a symbol of quality recognition that the clinics 
meet national and international standard requirements established by 
Accreditation Canada.

“It is clear all five clinics embody best practices in leadership, 
operations and clinical practice. The accreditation distinguishes the 
five clinics as delivering high-quality care in an environment that 
promotes patient and staff safety,” the surveyors deliberated at the 
conclusion of their onsite survey of the clinics. 

In Canada, accreditation of non-government-run primary care 
clinics is voluntary, the five Westview PCN clinics are the first 

Five family doctor clinics receive accreditation award
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Five family doctor clinics receive accreditation award
By Grace Moe

group of community-based fee-for-service family practice clinics to 
voluntarily pursue and succeed in formal accreditation. Residents of 
Spruce Grove, Stony Plain and Parkland County should be mighty 
proud of these family doctors in their communities, who took on the 
daring pursuit to subject their practices for microscopic evaluations 
by external auditors.

How did clinics prepare for this seemingly onerous and demanding 
accreditation process? We asked the five clinics in a recent PCN-held 
networking session. “Hard work,” one clinic responded, “to prepare 
for the survey, our doctors, nurses, front and back end staff in the 
office put in hours and hours of work between May and November last 
year. We rewrote our policies, tested out new safety procedures and 
revisited our screening and chronic disease management protocols.” 
Another added, “we had the fire department come out to check on 
our fire safety procedures and extinguishers; they even gave us a 
safety talk and directed a fire drill.” “Yes, I am now assigned a safety 
monitoring role and I got refresher training on equipment sterilization,” 
one clinical support staff stated, “oh, and I now have to keep a log 
on how often I check and maintain each piece of medical device we 
use in the clinic.” “Team work. We couldn’t have done it if we didn’t 
approach this whole thing as a team. The doctors are now asking for 
our advice on this and that policy; and this and that decision they make 
for the clinic. We are a real team in the clinic now,” reiterated a team 
of nurses and clinic managers. 

“So all went smoothly then,” we asked. “Well not exactly. It wasn’t 
always easy. It took up a lot of our time. We had to do a lot of the 
preparation work in the evenings and on weekends. We would be lying 
if we tell you the thought of quitting this whole process did not cross 
our minds at all last summer,” all five clinics answered in unison. 

“What drove the five clinics in pursuit of an accreditation that is 
not mandated, was nothing more than an inherent ‘professionalism’ 
in each to provide best possible care to (clinic) patients that is safe, 
accessible, coordinated and effective; and that puts the patients’ needs 
first,” reported Dr. Allan Bailey, Project Co-Lead. “The accreditation 
is another step in the clinics’ evolution from traditional family practice 
to a patient centered medical home, where doctors work in teams 
with allied health professionals to more effectively meet the primary 
healthcare needs of our patients.”

What did you learn from the accreditation? “We were already doing 
for the last 20 years what the accreditation standards told us we should 
be doing. The accreditation award validated for us we were doing it 
right all along. The reassurance was comforting,” the clinics noted.

“The five clinics share the PCN goal on delivering safe, high-
quality, accessible and coordinated primary care. The accreditation is 
another step in the clinics’ evolution from traditional family practice 
to a patient centered medical home, where doctors work in teams 
with allied health professionals to more effectively meet the primary 
healthcare needs of our patients. The accreditation process requires 
a rigorous and complex series of assessment. We are proud to be 
recognized for delivering care that meets national standards,” said Dr. 
Keith McNicol, chair and executive lead of the WestView PCN.
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On December 19, 2013, the Health Quality Council of Alberta 
(HQCA) released a 92-page report entitled “Continuity of patient care 
study.” (Mentioned in Steve Patterson’s column in the April edition 
of Vital Signs. http://www.hqca.ca) By following one patient, Greg 
Price,  31, the report identified numerous breaks in communication, 
inappropriate and needless delays to see specialists and the frustrations 
Greg faced in trying to coordinate care for his time-sensitive and 
serious illness. Unfortunately, Greg died shortly after surgery for 
testicular cancer in May, 2012. The family issued a statement the same 
day the report was released and said in part, “Greg died prematurely. 
We believe he died prematurely because of multiple gaps and failures 
in the so-called system of health care in Alberta. We also believe that 

Greg’s individual experiences are not unique. The health care system 
is not a system at all. There are individuals who do their very best 
but individuals themselves cannot do it on their own. We believe that 
the health care system should provide continuous, collaborative, and 
patient centred care.”

Following a review of Greg’s case, the HQCA made 10 
recommendations to address the issues highlighted in the report and 
an additional three recommendations to address a supplementary issue 
that was identified while reviewing his case.

Dave Price is Greg’s father and has since, with the family, launched 
a website called Health Arrows. (http://healtharrows.ca) The HQCA 
report on continuity of care said bluntly that Price’s son was “made 
to wait longer than he should have for potentially life saving care.” It 
also says “information  about  this  patient’s  case  strongly  suggested  
that  there  were  multiple  breaks  in  the  continuity  of  his  care  as  
he  underwent  investigations  and  treatment  in  several  healthcare  
settings  including  two  primary  care  clinics,  a  private  diagnostic  
imaging  (DI)  clinic,  Alberta  Health  Services  DI  facilities,  a 
specialist’s  office,  a  hospital  operating  theatre,  and  an  emergency  
department.”

Price says the HQCA did a good job in their investigation but has 
some reservations about the AHS review. 

“AHS did an internal review,” Price says. “Any action to be taken 
as a result of their investigations we only learn about as they choose 
to tell us and as they implement them. That’s part of the problem. 
The system is multiple pieces that don’t necessarily work together. 
To be fair, HQCA and AHS compared notes as they went along. 
But the handling of the output is different as the HQCA made a full 
public report complete with recommendations. The AHS process is 
a lot less public.”

Price also said that AHS has met with him and his family a few 
times and expects more in the future. But unless the system changes, 
he doesn’t hold too much hope that something like this may not 
happen again.

“The challenge is, [AHS] has good people working within the 
system but the system itself is limited in terms of what the public gets 
to hear,” he says. “As the process develops we will hear things going 
forward but it’s a huge system which needs a culture change. We’re 
hopeful that we’re going to see a lot more than we’ve seen so far.” 

And though he wouldn’t say specifically if he was satisfied with 
the AHS reaction, Price is optimistic that real change may eventually 
occur. 

“They are trying to make changes within the scope that they’re used 
to working in,” he says. “Greg’s death has provided a new opportunity 
for them to look and work a little harder but there’s a long way to go. 
From our perspective, it takes a dramatic change in the culture and 

in how healthcare is delivered to patients through the province if not 
across the country.  The systems that are in place are not cohesive, 
collaborative and are not safe. They just do not work on a collaborative 
basis to ensure there is complete continuity of care and that the care 
is appropriate for the patient.”

When asked if he had seen anything that would convince him that 
things have changed for the better in AHS, Price immediately said 
“no.” For example, it was three months before the general surgeon’s 
office contacted Greg regarding an appointment. 

“But we’ve been part of a couple of different conferences,” Price 
says. “In the report it mentions ‘there was  no  mechanism  in  place  for  
the  surgeon’s  office  to  alert  the  referring  physician or  the  patient  
about  how  long  the  waiting  time  would  be  for  an  appointment;  
there  were  no  procedures  in  place  to  inquire  how  long  it  would  
take  to  obtain  the  surgeon’s opinion.’ The challenge really is while the 
College of Physicians and Surgeons of Alberta (CPSA) is responsible 
for the standards that say there should be good coverage by doctors 
for patients, and that there should be appropriate response times with 
referrals, they can’t make anybody do that. The hand offs are assumed 
to be working in most cases or the doctors work at trying to ensure 
there is connectivity between different points of care but there is no 

“Patient died prematurely due to multiple gaps and failures”
By  Dave Lowery

“Greg died prematurely. We believe he 
died prematurely because of multiple 
gaps and failures in the so-called 
system of health care in Alberta.”

The systems that are in place are not 
cohesive, collaborative and are not 
safe. 

“ . . . it’s a total culture change that 
needs to happen.”

Greg Price
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the  surgeon’s  office  to  alert  the  referring  physician or  the  patient  
about  how  long  the  waiting  time  would  be  for  an  appointment;  
there  were  no  procedures  in  place  to  inquire  how  long  it  would  
take  to  obtain  the  surgeon’s opinion.’ The challenge really is while the 
College of Physicians and Surgeons of Alberta (CPSA) is responsible 
for the standards that say there should be good coverage by doctors 
for patients, and that there should be appropriate response times with 
referrals, they can’t make anybody do that. The hand offs are assumed 
to be working in most cases or the doctors work at trying to ensure 
there is connectivity between different points of care but there is no 

“Patient died prematurely due to multiple gaps and failures”

The systems that are in place are not 
cohesive, collaborative and are not 
safe. 

“ . . . it’s a total culture change that 
needs to happen.”

system that flags if there is a break.” 
Price has noticed an elevated level of sensitivity and also that 

individuals are working to look at the problems from their perspective 
and on a system wide basis. He also noted that Dr. Theman, from 
the CPSA, has been working to elevate the system inadequacies 
and try to find solutions for the problems. And he has also noticed 
efforts by the AMA to recognize the need for better coordination and 
collaboration. 

“But it’s a total culture change that needs to happen,” Price 
emphasized. “It just isn’t second nature for anybody in the system, 
and it’s not a system – it’s a bunch of parts – to think about it from a 
more global and patient centered basis. The opposite of that is what’s 
happening.”

 
After discussing the situation with his family, Price says they 

have not and are not planning to launch any civil actions on their or 
Greg’s behalf. 

“We’ve discussed it and we felt that actions on that front tend to 
end up being something that takes a long time and it’s not very useful 
in causing system wide changes. It may impact individuals but what 
we were hoping for, as a family, was rather than a few individuals 
being targeted, we wanted the system itself to be open to changes 
rather than hunkering down against legal issues. That’s just not very 
productive. A health system needs to have characteristics developed. 
It needs to be safe, continuous, collaborative and patient centered. If 
it can’t deliver on those characteristics, it still leaves major gaps in 
the delivery of health care to patients.” 
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As I begin to write this article I hesitate. Should I? How much 
should I share? Frontal lobes are highly overrated so let’s 
begin.

The other day I was sitting on the toilet. Mind you, not just any 
toilet. I was sitting on the throne in my favoured sanctuary on the 
third floor of the PLC. One large room, one toilet. A temporary pause 
and moment of relief (ahem), sanctuary from the pager, telephones 
and general hustle and bustle of the hospital. A moment to collect 
my thoughts and strategize the remainder of the day. Feeling proud, 
refreshed and momentarily rested, the time came to look to my 
right. My head turned and my hand reached out computing the 
trajectory towards the draped flag of pillowy softness. Suddenly and 
instantaneously my world turned upside down. The serenity of the 
moment shattered — a needle scratching across the record; brakes 
applied, squealing tires; the shrill sound of the Bates Motel shower 
scene — NO TOILET PAPER!!

Head reeling. Laser lock gaze darting, scanning the room for a 
spare roll. None in sight. Brain strains. How can this be? This is a 
hospital. This is impossible! But no — remembering this happened 
to me only two days prior! I’m an idiot! Why didn’t I think of that! 
Why didn’t I check for TP before I sat down?

Code brownCode Brown: AHS emergency response code for 
chemical spill / hazardous material

Calm, no need to panic. 
Admonish myself later. Deal 
with the emergency. What can I 
use? Garbage, overflowing with 
paper towel. Dear God, tell me the paper 
towel dispenser isn’t empty! Back of my 
mind reeling — how many others have 
been trapped in this situation? Where 
have all those paper towels on the floor 
been? Grossness of the thought only out-
measured by the prospect of shuffling 
across this cavernous wasteland of a 
washroom. Hoping even one clean paper 
towel existed. Knee high suit pants and 
I shuffle my way to the stainless steel 
dispenser. Dodging detritus on the floor, 
I carefully reach over the mound of used 
paper product. My hand darts to the lip 
of the dispenser. One paper towel left. I hesitate. Is it really clean? Is 
this some sort of dastardly prank? My mind grimaces at the thought of 
coarse paper towel. Paper towel, or the shame and humility of calling 
for help — CODE BROWN! No. I can do this. I shuffle back to the 
toilet, grit my teeth and wince. Clean enough. Now what? Where do I 

put the paper towel? In the toilet and the bowl might plug overflowing 
with water, paper and… stuff. A putrescent tsunami deluging towards 
the mass of paper towel on the floor and I’m the culprit! Must think. 
What would infection prevention and control (IP&C) do? What would 
Francois Belanger do? There is no choice. I must flush but strategically. 
Fold the paper towel into nature’s shape — a log. That should work. 
I launch the pontoon. Pull up. Flush the toilet with my foot. Swirling, 
watching the pontoon spinning. Down it goes. The toilet gulps, burbles. 
It’s gone. A sigh of relief and then the rush of anger. Twice in one 
week this has happened! 

I rush to wash my hands hesitating to touch the handles. My mind 
is reeling. The entire room — a filthy contamination red zone! Must 
wash and get out! Scrub and lather. Leave the tap running and reach 
out. Then I remember — OMG! There’s no paper towel! Plenty on 
the floor. Day old newspaper on the floor. Woe is me! Paper, paper 
everywhere but not a towel to dry! No choice. Use hand to turn off taps; 
again to open the door. Please say no one is waiting in the hallway. 
Check both directions. It wasn’t my fault! I didn’t make the mess in 
the washroom! I didn’t use all the TP and paper towels! Whew. Coast 
is clear. I make good my escape.

 Smarting from the betrayal of my sanctuary, I storm back to the 
unit. Imagining tap and handle ichor, I re-wash my hands. I pick up 
the phone to vent to housekeeping. Not once, but twice in a week! In 
a hospital! In the middle of the day! What is happening to the state of 
housekeeping in this hospital? In AHS? 

Filled with a righteous sense of indignation, chuffed and chaffing, 
I resolve to get to the bottom of this (ahem). I corner my housekeeping 

Dr. Lloyd Maybaum,
CAMSS past president 
Phone: 403-943-4904
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Code brown

Calm, no need to panic. 
Admonish myself later. Deal 
with the emergency. What can I 
use? Garbage, overflowing with 
paper towel. Dear God, tell me the paper 
towel dispenser isn’t empty! Back of my 
mind reeling — how many others have 
been trapped in this situation? Where 
have all those paper towels on the floor 
been? Grossness of the thought only out-
measured by the prospect of shuffling 
across this cavernous wasteland of a 
washroom. Hoping even one clean paper 
towel existed. Knee high suit pants and 
I shuffle my way to the stainless steel 
dispenser. Dodging detritus on the floor, 
I carefully reach over the mound of used 
paper product. My hand darts to the lip 
of the dispenser. One paper towel left. I hesitate. Is it really clean? Is 
this some sort of dastardly prank? My mind grimaces at the thought of 
coarse paper towel. Paper towel, or the shame and humility of calling 
for help — CODE BROWN! No. I can do this. I shuffle back to the 
toilet, grit my teeth and wince. Clean enough. Now what? Where do I 

put the paper towel? In the toilet and the bowl might plug overflowing 
with water, paper and… stuff. A putrescent tsunami deluging towards 
the mass of paper towel on the floor and I’m the culprit! Must think. 
What would infection prevention and control (IP&C) do? What would 
Francois Belanger do? There is no choice. I must flush but strategically. 
Fold the paper towel into nature’s shape — a log. That should work. 
I launch the pontoon. Pull up. Flush the toilet with my foot. Swirling, 
watching the pontoon spinning. Down it goes. The toilet gulps, burbles. 
It’s gone. A sigh of relief and then the rush of anger. Twice in one 
week this has happened! 

I rush to wash my hands hesitating to touch the handles. My mind 
is reeling. The entire room — a filthy contamination red zone! Must 
wash and get out! Scrub and lather. Leave the tap running and reach 
out. Then I remember — OMG! There’s no paper towel! Plenty on 
the floor. Day old newspaper on the floor. Woe is me! Paper, paper 
everywhere but not a towel to dry! No choice. Use hand to turn off taps; 
again to open the door. Please say no one is waiting in the hallway. 
Check both directions. It wasn’t my fault! I didn’t make the mess in 
the washroom! I didn’t use all the TP and paper towels! Whew. Coast 
is clear. I make good my escape.

 Smarting from the betrayal of my sanctuary, I storm back to the 
unit. Imagining tap and handle ichor, I re-wash my hands. I pick up 
the phone to vent to housekeeping. Not once, but twice in a week! In 
a hospital! In the middle of the day! What is happening to the state of 
housekeeping in this hospital? In AHS? 

Filled with a righteous sense of indignation, chuffed and chaffing, 
I resolve to get to the bottom of this (ahem). I corner my housekeeping 

spy and probe for details. What pray-tell 
is happening. She scans the hallway. 
Hushes to a whisper, drawing me closer. 
Housekeeping full-time hours cut by 15 
minutes per day . . . cutbacks and double 
loads for everyone . . . Sodexo management 
agrees it’s impossible to do everything 
they’re contracted to do . . . dirty un-waxed 
floors. I note patients complaining that 
they won’t use the showers in their rooms, 
as they are moldy and filled with hairballs 
from previous occupants. Tales of burnt 
out lights, empty soap and hand cleaner 
dispensers. Fresh, unwrapped toilet rolls 
sitting on washroom floors. Paper towels 
stuffed so tight that you can’t pull one 
out without pulling out 50. Extras stacked 
unwrapped on top of the dispenser. All this, 
because housekeeping won’t have time to 
come back and refill the dispenser. These 
are the obvious misses. What else is going 
uncleaned, unsanitized? 

Then the gemstone, tales of a recent 
AHS “core audit” in which housekeeping, 

amongst many other departments, failed miserably. Scandal and my 
rear-end knew it.

I slumped. Cutbacks in housekeeping? This is at direct odds with 
infection prevention and control. Sodexo, the privately contracted 
cleaning service — were they trying to save money or was AHS 
cowing to the whip and chair of Minister Horne? Tension. How 
could we focus on infection prevention/control AND cutback on 
housekeeping? Was Sodexo cutting back in order to put food into the 
belly of their impoverished shareholders? Or are we dealing with an 
AHS cost-saving measure? Yet another trade off scenario in the push/
pull of budgetary management. 

I ask you my fellow colleagues, are the costs saved in housekeeping 
worth the risk of infection and disease? Are they worth even one health 
care worker or for that matter, one patient, marooned in a washroom 
with no TP? It must be said, cutbacks to housekeeping are a real pain 
in the . . . err umm . . . yeah.

 
I hate to say it AHS, but it’s time to listen up. We’re in the midst of 

a healthcare code brown. Cutbacks to housekeeping simply represent 
bad policy. I expect a hospital to present as spic and span and not 
cleaned to the equivalent of a roach motel. Housekeeping staff are 
overworked and we will soon pay the price as we begin to lose control 
of hospital infections. I can hear the overhead speaker now, endlessly 
drawling out . . . code brown — AHS . . . code brown — AHS . . . 
code brown — AHS . . . code brown — AHS . . . code brown — AHS 
. . . code brown — AHS.

Dr. Lloyd Maybaum,
CAMSS past president 
Phone: 403-943-4904

And the bathroom was last cleaned . . . ?
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Exercising leadership 
in residency can be 
both challenging and 

rewarding at the same time. 
In any given day on surgery, 
the number of tasks expected 
to be completed cannot be 
accomplished alone, but require 
the coordinated effort of many. 
Each member of the group 
needs to be enlisted, engaged, 
motivated, and cajoled to meet 
daily goals. The need to have 
everyone working toward the 
same goal can often make a call 
shift feel more like a continuing 
series of sales pitches that enable the medical interventions. Working 
in a multidisciplinary team requires continuous communication and 
collaboration. Within that team, nothing happens without the integral 
contributions of each member of the team. 

The complexity of human interaction within medicine can be 
staggering. As resident physicians constantly experiencing new services 
and sites within the healthcare system, we must build relationships 
with our fellow residents. These are individuals with whom we are 
destined to work again and again in a variety of settings and with whom 
we will undoubtedly share patients. On each service, we must quickly 
find our place on the team. On that team, each healthcare professional 
(administrators, nurses, physicians, pharmacists, physiotherapists, etc.) 
has an integral role that contributes to the effective delivery of care. 
Each interaction, regardless of outcome, adds to the collective morale 
of the team and establishes the culture in which the team functions. 
How we treat each other every day, while focused on completing the 
requisite work of the day, will have lasting influence on relationships 
and perceptions, the way we work together and the way we deliver 
patient care.

There are many factors that contribute to the particular style of 
leadership that we choose to employ in any given circumstance, 
including our role within the team, the level of patient care required 
and the resources that are available. The role we play as a senior 
resident physician on the team during a crisis will likely vary widely 
from what approach we might take as a more junior member. In times 
of imminent danger to a patient, a more directive style of leadership 
may be necessary as time is of the essence. In this situation, a senior 
team member will need to make rapid decisions to prevent unnecessary 
intervention delays. In a more routine setting, there often needs to be a 
stronger focus on team building and engagement of the entire team. A 
more collective approach lends itself to generating a consensus within 
the team. Collaboration allows team members to feel valued, to be 
part of the decision making process and for trust to be built between 
team members. 

Most situations require a fine balance between ensuring the work 
gets done and maintaining the relationships and the trust that will allow 
that team to continue to function effectively. Each member of the team 
has a responsibility to be conscious of how our actions and attitude 
can facilitate or discourage effective team collaboration. Moreover, we 
must all be willing to adapt to the team and the situation rather than 
expecting them to adapt to us. That means being able to chip in to help 
when the work begins to pile up, to give credit, to offer direction when 
needed and also to encourage the independent development of skills 
and abilities of all members of the team. Navigating the appropriate 
approach is a delicate and challenging task. 

Keeping sight of the long-term importance of relationships and 
trust, cultivating a strong interdisciplinary team and delivering 
effective patient care is one aspect of successful leadership. Being 
mindful of our interactions can help build lasting relationships within 
a team where cooperation is fundamental. Being a strong leader 
requires not so much the ability to take the lead, but the ability to 
recognize what each team member contributes to the whole. Keeping 
our team relationships healthy is core to what we do … talk about 
“preventative” medicine!

PARA update
Dr. Brandi Iio, general surgery resident physician

Leadership: Enlisting the aid and support of others in the 
accomplishment of a common task
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can facilitate or discourage effective team collaboration. Moreover, we 
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when the work begins to pile up, to give credit, to offer direction when 
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approach is a delicate and challenging task. 
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mindful of our interactions can help build lasting relationships within 
a team where cooperation is fundamental. Being a strong leader 
requires not so much the ability to take the lead, but the ability to 
recognize what each team member contributes to the whole. Keeping 
our team relationships healthy is core to what we do … talk about 
“preventative” medicine!

PARA update
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In the March issue of Vital Signs I wrote to you about ongoing 
discussions regarding the provincial electronic medical records 
(EMR) strategy. The Alberta Medical Association’s (AMA’s) 

position is that an effective strategy must do three things:

1. Provide non-financial support for the operation, maintenance 
and sustainability of physician systems that collectively house 
millions of patient records.

2. Address costs and incentives for EMR use to support ongoing 
business expenses — and encourage use that helps measure 
or meet system objectives.

3. Make the most of what we have — leveraging existing 
infrastructure so EMRs and other e-health systems can talk 
to each other and move information where patients need it 
to be.

We have been asking government to address these things for some 
time. Since the end of February there have been conversations and 
meetings between the minister and me as well as between Alberta 
Health (AH) and AMA senior staff. 

EMRs are an integral component and foundation of health 
information infrastructure. To get value from this foundation, it needs 
continued support and investment. And, like all infrastructure, it is 
subject to depreciation. As we have seen elsewhere in our health care 
system, the costs of failing to maintain assets may be small in any one 
year, but the cumulative effects of doing so result in major problems 
and far greater costs. That possibility remains our concern.

AH has reviewed our proposals and I do appreciate the willingness 
for continued discussion and some accommodation that has appeared. 
We still, though, have some work to do. We continue to discuss these 
matters and work toward the objectives we have identified. 

AMA support: Stop-gap and beyond
March 31 was the last day of operations for the physician office 

system program (POSP) As I wrote in my last letter, the AMA has 
made arrangements to provide an interim, limited EMR support service 
to provide much needed advice, guidance and resources as we work 
for longer-term solutions. 

The EMR advisory services information follows below and you 
can also access it on the AMA website at http://bit.ly/1o29f19. Call 
the toll-free line 1.855.454.8400.

We are also exploring other ways in which the AMA might be 
able to provide longer-term support. All such options have budgetary 
implications for the finite resources of the AMA, so we are also 
contemplating funding alternatives including a member-pay cost-
recovery model. This is all very early stage and will be affected by 
the eventual outcome of our discussions with government, of which 
you will be kept informed.

I should note that government has also been talking about some 
support services it may be able to provide and we will be communicating 
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By Allan S. Garbutt, PhD, MD, 
CCFP AMA president

AMA update

In the March issue of Vital Signs I wrote to you about ongoing 
discussions regarding the provincial electronic medical records 
(EMR) strategy. The Alberta Medical Association’s (AMA’s) 

position is that an effective strategy must do three things:

1. Provide non-financial support for the operation, maintenance 
and sustainability of physician systems that collectively house 
millions of patient records.

2. Address costs and incentives for EMR use to support ongoing 
business expenses — and encourage use that helps measure 
or meet system objectives.

3. Make the most of what we have — leveraging existing 
infrastructure so EMRs and other e-health systems can talk 
to each other and move information where patients need it 
to be.

We have been asking government to address these things for some 
time. Since the end of February there have been conversations and 
meetings between the minister and me as well as between Alberta 
Health (AH) and AMA senior staff. 

EMRs are an integral component and foundation of health 
information infrastructure. To get value from this foundation, it needs 
continued support and investment. And, like all infrastructure, it is 
subject to depreciation. As we have seen elsewhere in our health care 
system, the costs of failing to maintain assets may be small in any one 
year, but the cumulative effects of doing so result in major problems 
and far greater costs. That possibility remains our concern.

AH has reviewed our proposals and I do appreciate the willingness 
for continued discussion and some accommodation that has appeared. 
We still, though, have some work to do. We continue to discuss these 
matters and work toward the objectives we have identified. 

AMA support: Stop-gap and beyond
March 31 was the last day of operations for the physician office 

system program (POSP) As I wrote in my last letter, the AMA has 
made arrangements to provide an interim, limited EMR support service 
to provide much needed advice, guidance and resources as we work 
for longer-term solutions. 

The EMR advisory services information follows below and you 
can also access it on the AMA website at http://bit.ly/1o29f19. Call 
the toll-free line 1.855.454.8400.

We are also exploring other ways in which the AMA might be 
able to provide longer-term support. All such options have budgetary 
implications for the finite resources of the AMA, so we are also 
contemplating funding alternatives including a member-pay cost-
recovery model. This is all very early stage and will be affected by 
the eventual outcome of our discussions with government, of which 
you will be kept informed.

I should note that government has also been talking about some 
support services it may be able to provide and we will be communicating 

on that front when decisions 
have been made. We believe 
that support for physicians and 
EMRs needs to be integrated, 
sustainable, provided through 
the AMA as a trusted source 
with hard-earned expertise 
and with appropriate oversight 
from, and accountability to, 
AH.

Please keep me advised 
on how you are proceeding 
with your EMR and of your 
thoughts and concerns. Email 
president@albertadoctors.
org.

About political matters
On another note, it would 

be remiss of me not to mention the recent events and the change 
of leadership in the government of Alberta. It has been a turbulent 
few weeks in Alberta politics — I would venture to say the events 
are without precedent. The interim premier — the Honorable Dave 
Hancock — will hold the reins pending a leadership vote to select the 
new premier in September.

For the AMA, our focus remains on implementing the AMA 
agreement, from EMRs to system-wide efficiencies, physician 
compensation strategy and secondary, tertiary and primary care. We 
have a limited amount of time in which to accomplish a great deal 
of work. The board of directors understands this well and we will be 
applying our energies accordingly.

EMR advisory services
1. Support documents and tools originally developed through 

POSP are available on the AMA website. Access these by going 
here:

https://www.albertadoctors.org/leaders-partners/emrs/posp/
implementing-an-emr-guide

Find information about:
• Selecting an EMR.
• Working with your EMR vendor.
• Privacy and security management.
• Data management.
• Learning opportunities.

Continued on page 14
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2. General EMR operations: 

• Answer queries and address concerns about EMRs.
• Direct physicians to appropriate resources including the AMA 

and external resources or organizations, e.g., Alberta Health regarding 
billing, Office of the information and privacy commissioner, etc.

• Answer questions about EMR vendors and advocate on AMA 
members’ behalf.

• Support physicians moving to new clinics (starting their 
own clinics, retiring, leaving the province, changing to a locum and/
or changing EMRs). 

• Facilitate issue resolution between vendors and clinics in 
areas such as training, support and pricing.

3. Privacy and security. Provide advice about:

• Meeting Health Information Act requirements including help 
with privacy impact assessments and amendments.

• Dealing with suspected security breaches: answer questions 
and help with mitigation/reporting processes. 

4. EMR implementation, data management and project 
management:

• Advise members on options for data management services 
with their vendors.

• Review and provide advice on vendor data management 
contracts as requested by members.

• Promote the integrity of data transfer with both members and 
vendors.

• Provide advice on project management, EMR implementation, 
vendor selection, data transfer, check lists, etc. 

Access support via the toll free number 
from anywhere in the province: 

1.855.454.8400

AMA upate continued
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