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Job posting: Internist with interest in complex wounds
A general internist with experience/interest in caring for complex 

patients with chronic wounds (including diabetics) is being sought for 
a newly designed referral-based outpatient clinic.  This opportunity 
may add to your current practice or develop independently into a new 
practice. An exceptional family physician with appropriate skills/
experience would also be considered.    

Qualifications:
•	 Preferred	Royal	College	certified	in	internal	medicine
•	 License eligible in the province of Alberta
•	 Experience leading a multi-disciplinary team an asset
•	 Clinic management and support services provided
•	 Regular	office	hours,	no	call	or	off-hours	work	required
•	 Low overhead in a central Calgary location 

Interested candidates should email resume and cover letter to 
the hiring committee at info@cndhealthservices.com. 
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Moving on.

June. The election is over. We have a premier and we will happily 
continue	with	the	best,	most	qualified	health	minister	in	memory.	
There will be at least four years of majority government and there 

is much work to be done. It is time to move on despite the unanswered 
questions	that	remain.	What	will	come	of	the	election	promise	of	140	
family care clinics? What will come of the agreement in principle? 
How will we continue to move AHS forward and strive to become 
the best healthcare system in the world? 

The	solution,	to	me,	distills	to	one	simple	fact:	it	is	going	to	take	
teamwork.	AHS	must	work	together	with	the	AMA,	Alberta	Health	
and the health minister. All our healthcare workers and administrators 
must	begin	to	work	together,	unionized	and	non-unionized	workers,	
eschewing complaints and working on acceptance. Shaping and 
forming a can- do attitude from the depths of frustration due to change 
fatigue,	cut	backs	and	pressures	to	perform.	Adopting	something	akin	
to a wartime mentality towards the challenges we face in healthcare 
will be helpful. In the face of adversity we must all pull together and 
work	 hard	 to	find	 efficiencies,	 solutions	 and	 smart	 processes	 that	
will allow our healthcare system to shine as a beacon of sustainable 
public healthcare. 

With the recent election outcome we are left with somehow putting 
the issue of physician intimidation and bullying behind us. At this 
point,	what	has	happened	in	the	past	must	now	be	left	in	the	past,	but	
we	must	never	forget.	We	must	strive,	each	and	every	one	of	us	to	
build	and	to	maintain	a	just	culture,	a	trusting	and	respectful	culture	in	
health care and throughout this province. Waiting for a just and trusting 
culture to descend upon us from somewhere within the etherium or 
perhaps from amongst the upper echelon of executive will be a long 
wait indeed. The just and trusting culture will and must inevitably 
begin at the grassroots. It must begin in the hallways and nursing 
stations	of	our	hospitals,	units	and	clinics.	It	starts	by	addressing	the	
way and manner in which we speak to each other. In the way we help 
each other out – or not. It begins with a thoughtful helping hand and 
perhaps kind words of encouragement. The just and trusting culture is 
galvanized	when	we	learn	to	accept	our	mistakes,	to	readily	say	I’m	
sorry	and	just	as	readily,	to	forgive.	It	is	indeed	time	to	move	on	and	
to plow our energies anew into our great work and into our patients. 
Let us therefore brace ourselves to our duty and to our patients. The 
coming	years	must	be	our	finest.

The	Calgary	Medical	Society’s	joint	meeting	with	the	lawyers	was	
a	great	success.	Dr.	Colin	Powell,	geriatrician	and	ex-magistrate,	was	
the keynote speaker. 

Currently,	the	retirement	age	is	65	yrs.	In	the	U.K.,	the	projection	is	
that	50	per	cent	of	babies	born	in	2010	will	live	to	be	over	100	years.	
Our	retirement	age	in	Canada	will	be	pushed	to	67	years	–	not	much	
of an increase. We physicians are using the spectacular advances in 
medical	science	to	maintain	the	mental,	physical	and	social	health	of	
an aging population to that it should be possible to push the retirement 
age even further. 

Joint medical – legal meeting
By Dr. John Barrow
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Dr. Lloyd Maybaum,
CAMSS president 

Phone: 403-943-4904

From the CAMSS president
Moving on.

June. The election is over. We have a premier and we will happily 
continue	with	the	best,	most	qualified	health	minister	in	memory.	
There will be at least four years of majority government and there 

is much work to be done. It is time to move on despite the unanswered 
questions	that	remain.	What	will	come	of	the	election	promise	of	140	
family care clinics? What will come of the agreement in principle? 
How will we continue to move AHS forward and strive to become 
the best healthcare system in the world? 

The	solution,	to	me,	distills	to	one	simple	fact:	it	is	going	to	take	
teamwork.	AHS	must	work	together	with	the	AMA,	Alberta	Health	
and the health minister. All our healthcare workers and administrators 
must	begin	to	work	together,	unionized	and	non-unionized	workers,	
eschewing complaints and working on acceptance. Shaping and 
forming a can- do attitude from the depths of frustration due to change 
fatigue,	cut	backs	and	pressures	to	perform.	Adopting	something	akin	
to a wartime mentality towards the challenges we face in healthcare 
will be helpful. In the face of adversity we must all pull together and 
work	 hard	 to	find	 efficiencies,	 solutions	 and	 smart	 processes	 that	
will allow our healthcare system to shine as a beacon of sustainable 
public healthcare. 

With the recent election outcome we are left with somehow putting 
the issue of physician intimidation and bullying behind us. At this 
point,	what	has	happened	in	the	past	must	now	be	left	in	the	past,	but	
we	must	never	forget.	We	must	strive,	each	and	every	one	of	us	to	
build	and	to	maintain	a	just	culture,	a	trusting	and	respectful	culture	in	
health care and throughout this province. Waiting for a just and trusting 
culture to descend upon us from somewhere within the etherium or 
perhaps from amongst the upper echelon of executive will be a long 
wait indeed. The just and trusting culture will and must inevitably 
begin at the grassroots. It must begin in the hallways and nursing 
stations	of	our	hospitals,	units	and	clinics.	It	starts	by	addressing	the	
way and manner in which we speak to each other. In the way we help 
each other out – or not. It begins with a thoughtful helping hand and 
perhaps kind words of encouragement. The just and trusting culture is 
galvanized	when	we	learn	to	accept	our	mistakes,	to	readily	say	I’m	
sorry	and	just	as	readily,	to	forgive.	It	is	indeed	time	to	move	on	and	
to plow our energies anew into our great work and into our patients. 
Let us therefore brace ourselves to our duty and to our patients. The 
coming	years	must	be	our	finest.

I challenge all of us to look 
around the workplace. When was 
the last time you mentioned your 
appreciation of co-workers and of 
the staff where you work? What 
can each and every one of us do 
to put a better foot forward at the 
workplace? When was the last 
time you paused to re-avow your 
appreciation,	 delight	 and	 great	
honour it is to be a physician? How 
much time do we spend griping 
and complaining vs. taking stock 
of our blessings and focusing 
on	fixing	what	 is	wrong?	What	
happened to that great sense of 
joy	 and	disbelief	when	you	first	
learned that you were accepted to 
medical school? Each of us must work to recapture that joy. Pause 
for a moment and consider the great gifts that we have been given. 
Incredible	careers,	great	people	to	work	with,	good	income	and	the	
joy and contentment that can only come from helping others and from 
living	in	a	land	as	great	as	our	country	and	this	province.	Indeed,	there	
are	 issues,	 though	we	must	remember	 that	 there	have	always	been	
issues and there always will be. Perhaps the state of democracy in our 
province,	at	times,	has	appeared	less	than	ideal	but	I	for	one	would	
never	wish	to	live	or	work,	anywhere	else.

Let us therefore brace ourselves to our duty and to our patients. 
Our ability to overcome the challenges currently facing our healthcare 
system will echo for decades. Perhaps a hundred years from now our 
ancestors will look back at the healthcare workers of our time and decry 
something	akin	to	Winston	Churchill’s	comment:	“This	was	their	finest	
hour.”	Ladies	and	gentlemen,	the	time	and	the	hour	is	now.

As I conclude this month I would like to remind you of the CAMSS 
spring	AGM	on	June	13th	at	the	Glencoe	Club.	Our	keynote	speakers	
will	be	Dr.	Chris	Eagle,	our	esteemed	CEO	and	Dr.	Linda	Slocombe	
– president of the Alberta Medical Association. Attendance is free for 
paid	members	so	please	–	plan	to	attend.	Let’s	be	careful	out	there	and	
we’ll	hopefully	see	you	on	June	13th	

The	Calgary	Medical	Society’s	joint	meeting	with	the	lawyers	was	
a	great	success.	Dr.	Colin	Powell,	geriatrician	and	ex-magistrate,	was	
the keynote speaker. 

Currently,	the	retirement	age	is	65	yrs.	In	the	U.K.,	the	projection	is	
that	50	per	cent	of	babies	born	in	2010	will	live	to	be	over	100	years.	
Our	retirement	age	in	Canada	will	be	pushed	to	67	years	–	not	much	
of an increase. We physicians are using the spectacular advances in 
medical	science	to	maintain	the	mental,	physical	and	social	health	of	
an aging population to that it should be possible to push the retirement 
age even further. 

Our	new	medical	bylaws	state	that	all	physicians	aged	over	65	years	
be subject to annual periodic reviews rather than the tri annual ones. 

Dr.	Powell	drew	our	attention	to	the	division	of	geriatric	medicine’s	
response,	headed	by	Dr.	David	Hogan	and	Dr.	Colin	Powell,	to	this	
discriminatory	requirement.	They	recommend	that	the	annual	periodic	
review for this age growth be rescinded. If we adhere to the Alberta 
Human	Rights	act	it	is	ageist,	discriminatory	and	probably	illegal.	

On	a	personal	note,	I	learned	that	Dr.	Powell	was	a	class	mate	of	
my brother Richard at Charing Cross Medical School London in the 
sixties. Small world!

Joint medical – legal meeting
By Dr. John Barrow The Calgary Medical Society update
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Editorial
Bitter pill: Prescribing conflict of interest By Dr. Lloyd Maybaum, CAMSS president

Continued on page 7

In perhaps another salvo of the disruptor manifesto that I described 
last	month,	as	of	July	1st	pharmacists	will	have	the	ability	to	write	
new	prescriptions,	refill	old	ones	and	get	paid	for	their	efforts.	In	

this article I raise concerns with this policy and some of the underlying 
optics.

During the recent election the issue of professional trustworthiness 
was bandied about. One article that I read noted that the trustworthiness 
of	physicians	was	 exceeded	only	by	 that	of	pharmacists.	Used	 car	
salesmen and politicians were amongst the least trusted while lawyers 
scored	not	much	better	than	the	latter.	Lately,	however,	I	have	come	to	
question	how	it	is	that	pharmacists	have	managed	to	grab	the	brass	ring	
of trustworthiness particularly in light of matters relating to prescribing 
and	kickbacks	–	an	issue	in	which	physicians	seem	unduly	vilified.	

The notion of physician kickbacks for writing prescriptions is 
particularly	unsettling.	For	instance,	on	a	couple	of	occasions	I	have	had	
patients reveal an honest belief that physicians receive kick-backs from 
pharmaceutical companies each and every time they write a prescription. 
This	notion	could	not	be	further	from	the	truth	and	is	a	notion	that	we,	
as	a	profession,	must	strive	to	correct.

When	physicians	write	 prescriptions	 there	 is	 no	 quid	 pro-quo.	
Though,	there	was	a	time	that	virtually	every	pharmaceutical	company	
would	try	to	wine	and	dine	physicians	in	the	hope	of	influencing	their	
prescribing	practice,	such	activities	were	severely	curtailed	many	years	
ago. Strict regulations and guidelines now limit the amount and kind 
of contact that pharmaceutical sales reps can have with physicians. 
Moreover,	there	are	no	freebies	for	physicians	and	there	are	certainly	
no kickbacks for us when we prescribe.

Thinking	out	loud,	I	wonder	where	the	army	of	pharmaceutical	sales	
reps might have migrated given that they seem to have largely given up 
pestering	and	trying	to	influence	physicians.	Who	might	be	the	recipients	
of the attention and adulation of those beguiling sales people? Who else 
has	influence	on	the	sales	and	distribution	of	pharmaceutical	products	in	
this province? One need look no farther than the nearest pharmacy.

I must admit that I have always had a pet peeve with pharmacists 
and	their	relationship	with	pharmaceutical	corporations.	Specifically,	
I resent the fact that pharmacies sell the data detailing the prescribing 
patterns and practices of physicians to pharmaceutical companies. 
This information is a gold mine to those companies that want to target 
physicians that are not prescribing their medications. It has been a tool in 
the	propaganda	and	influence	war	that	pharmaceutical	companies	have	
waged	on	physicians	for	many	years	now.	Unfortunately,	in	essence,	
our pharmacist friends have been selling us out to the pharmaceutical 
industry and reaping rich rewards in the process.

Pharmaceutical sales reps have historically targeted their propaganda 
towards physicians. It is the power to write prescriptions and to choose 
the	treatment	for	our	patients	that	made	us	the	target	of	influence	peddlers	
trying to convince us to prescribe one medication over the other. To 

properly	arm	physicians	against	this	onslaught	of	sales	reps,	we	spend	
a considerable portion of our medical school curriculum understanding 
how	to	read	and	interpret	the	literature	such	that	we	are	not	bamboozled	
by some of the deceptive practices of pharmaceutical companies. 

We are all aware that adopting a dual role of both prescribing and 
dispensing medications could place any health care practitioner in 
a	conflict	of	 interest.	The	 two	 roles	of	prescribing	 (physicians)	 and	
dispensing	 (pharmacists)	 have	 therefore,	 historically	 been	 largely	
separate	in	order	to	avoid	such	conflicts.	There	are	some	exceptions	
to these arrangements such as the distribution of sample medications 
or perhaps the provision of small amounts of analgesics following a 
procedure.	In	such	cases,	the	college	has	specific	guidelines	(found	at	
cpsa.ab.ca/Libraries/Res_Messenger/M128-Physician_Dispensing_
Drugs_insert.pdf)	that	state	specifically	a	physician	must	not	charge	a	
fee for the sale or for the dispensing of a medication greater than the cost 
of	the	medication	to	the	physician.	In	other	words,	we	are	not	allowed	
to	profit	from	the	distribution	of	medications	since	this	would	place	us	
in	an	ethical	quandary.	

Now,	let	us	ponder	the	advent	of	pharmacists	prescribing	in	Alberta	
as	of	July	1st.	We	must	begin	with	a	little	background	information.	Many	
of us may be aware that pharmacists (pharmacies) derive an income 
and	profit	 through	dispensing	 fees	 and	markups	 to	fill	prescriptions	
and	occasionally	offering	professional	 advice.	There	 is,	 however,	 a	
second lucrative revenue stream via the manufacturers of generic 
medications.

In	essence,	manufacturers	of	generic	medications	pay	pharmacists	
to stock their products. My understanding from some local hospital 
pharmacists is that community pharmacies are provided a sales incentive. 
Basically,	the	pharmacy	receives	a	rebate	which	is	sometimes	called	a	
“professional	allowance”	or	perhaps	more	plainly,	a	kickback	for	selling	
generic	products.	Apparently,	pharmacists	are	provided	with	sales	targets	
and the more generics they sell the greater the kickback. According to a 
globeandmail.com	article	from	April	17,	2010	entitled	“A	Bitter	Pill”,	
“Generic	drug	makers	offer	pharmacies	rebates	of	as	much	as	80	per	
cent	off	the	wholesale	price,	to	entice	them	to	carry	their	products,	the	
bureau	reported.	The	average	rebate	was	about	40	per	cent,	but	major	
chains use their buying clout to get bigger discounts.” For a somewhat 
comical	review	of	this	topic	check	out	the	YouTube	series	“Rick	Rants	
–	Generic	Medication,”	parts	1	to	4.

Using	an	example,	a	patient	takes	their	prescription	to	a	pharmacy	
to	obtain	a	generic	medication	that	costs	$100.	This	cost	may	be	paid	by	
the	patient	 themselves,	an	 insurance	company,	welfare	 (the	 tax	payer)	
or	perhaps	Blue	Cross.	After	 the	 transaction,	 the	pharmacy	submits	a	
claim to the generic manufacturer and is rebated perhaps as much as 
$80.	Recalling	the	above	discussion,	if	a	physician	were	dispensing	this	
medication,	we	could	only	charge	the	patient	or	the	insurance	company	
$20,	or	the	cost	of	the	medication	(assuming	that	we	received	the	same	$80	
kickback).	Moreover,	we	could	not	charge	a	dispensing	fee	or	otherwise	be	
remunerated for the transaction. This is not the case with pharmacists.

The above situation becomes more ominous when one considers 
that	 pharmacists	 are	 allowed	 to	 change	 or	modify	 a	 physician’s	
prescription from a brand name medication to a generic one even if it 
was	the	physician’s	expressed	intention	to	have	brand	name	dispensed	
to their patient. We all know that generic medications may not be as 
effective or as well tolerated as brand name medications and have seen 
patients	destabilize	when	they	have	been	switched	to	generics.	Even	if	
they	have	the	best	interests	of	the	patient	in	mind,	pharmacists	face	the	
optical challenge that by changing prescriptions to generic products they 
place	themselves	in	a	direct	conflict	of	interest.	They	stand	to	directly	
financially	benefit	by	dispensing	generic	pills.	Albeit,	it	is	typically	the	
owners	of	the	pharmacy	that	stand	to	benefit	most	but	with	profit	sharing	
schemes	the	employees	(i.e.	pharmacists)	may	also	stand	to	benefit.

The	Globe	and	Mail	article	noted	“A	watershed	 report	 from	 the	
federal	Competition	Bureau	 in	 late	 2008	 underlined	 the	 urgency	
for	 change.	 It	 found	 that	 big	 pharmacies,	 and	 not	 consumers,	 are	
the	beneficiaries	of	 the	generic	pricing	 arrangements	between	drug	
manufacturers and drugstores.” Although the pharmacist may convince 
the	patient	that	generic	medications	will	cost	less,	they	generally	fail	to	
inform	the	patient	that	they	are	in	direct	line	for	financial	benefits	that	
will	make	far	more	profit	for	the	pharmacy	if	the	patient	accepts	the	
switch to a generic medication.

As	per	the	Globe	and	Mail	article,	this	conflict	of	interest	has	been	
identified	and	 the	province	of	Ontario	“requires	 that	 the	allowances	
(kick-backs)	are	used	for	activities	that	directly	benefit	patients,	and	
pharmacies must submit their spending to be audited each year. But 
the	Ontario	government	figures	that	almost	70	per	cent	gets	used	for	
salaries,	bonuses	and	 fringe	benefits.”	All	 this,	 and	pharmacists	 are	
the	most	trusted	profession?	Meanwhile,	the	beleaguered	physician	is	
vilified	by	misinformation	and	myth.	I	underscore;	we	do	not	benefit	
by writing prescriptions. 

As	of	July	1st,	pharmacists	will	now	be	able	to	both	prescribe	and	
dispense	medications.	They	already	have	a	known	conflict	of	interest	
whereby	 they	get	kickbacks	by	 selling	generic	products.	Now,	 they	
will	be	able	to	specifically	choose	the	product,	sell	it,	and	profit	from	it.	
Resisting	the	temptation	to	sell	the	most	profitable	medication	will	likely	
be	difficult.	Rest	assured,	any	sense	of	guilt	could	likely	be	assuaged	
by	justifying	notions	of	equivalency	etc.

On	July	1st	the	wolf	pack	of	pharmaceutical	sales	reps	will	likely	
descend	upon	pharmacists	trying	to	influence	which	pills	they	prescribe.	
What	bonuses,	kickbacks	and	incentives	will	be	offered	to	them?	Then	
again,	they	get	cold	hard	cash	kickbacks	from	generic	manufacturers	
so what other wining and dining do they really need? What regulations 
are in place to limit the scope and practice of pharmaceutical sales reps 
and their contact with pharmacists? Who will be monitoring the ethics 
of these interactions?

As	of	July	1st	the	prescribing	scenario	could	resemble	the	following:	
pharmacists arbitrarily switch physician prescriptions to generics (a 
practice in which they do not need to notify the physician). By doing 

Bitter pill: Prescribing conflict of interest continued
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properly	arm	physicians	against	this	onslaught	of	sales	reps,	we	spend	
a considerable portion of our medical school curriculum understanding 
how	to	read	and	interpret	the	literature	such	that	we	are	not	bamboozled	
by some of the deceptive practices of pharmaceutical companies. 

We are all aware that adopting a dual role of both prescribing and 
dispensing medications could place any health care practitioner in 
a	conflict	of	 interest.	The	 two	 roles	of	prescribing	 (physicians)	 and	
dispensing	 (pharmacists)	 have	 therefore,	 historically	 been	 largely	
separate	in	order	to	avoid	such	conflicts.	There	are	some	exceptions	
to these arrangements such as the distribution of sample medications 
or perhaps the provision of small amounts of analgesics following a 
procedure.	In	such	cases,	the	college	has	specific	guidelines	(found	at	
cpsa.ab.ca/Libraries/Res_Messenger/M128-Physician_Dispensing_
Drugs_insert.pdf)	that	state	specifically	a	physician	must	not	charge	a	
fee for the sale or for the dispensing of a medication greater than the cost 
of	the	medication	to	the	physician.	In	other	words,	we	are	not	allowed	
to	profit	from	the	distribution	of	medications	since	this	would	place	us	
in	an	ethical	quandary.	

Now,	let	us	ponder	the	advent	of	pharmacists	prescribing	in	Alberta	
as	of	July	1st.	We	must	begin	with	a	little	background	information.	Many	
of us may be aware that pharmacists (pharmacies) derive an income 
and	profit	 through	dispensing	 fees	 and	markups	 to	fill	prescriptions	
and	occasionally	offering	professional	 advice.	There	 is,	 however,	 a	
second lucrative revenue stream via the manufacturers of generic 
medications.

In	essence,	manufacturers	of	generic	medications	pay	pharmacists	
to stock their products. My understanding from some local hospital 
pharmacists is that community pharmacies are provided a sales incentive. 
Basically,	the	pharmacy	receives	a	rebate	which	is	sometimes	called	a	
“professional	allowance”	or	perhaps	more	plainly,	a	kickback	for	selling	
generic	products.	Apparently,	pharmacists	are	provided	with	sales	targets	
and the more generics they sell the greater the kickback. According to a 
globeandmail.com	article	from	April	17,	2010	entitled	“A	Bitter	Pill”,	
“Generic	drug	makers	offer	pharmacies	rebates	of	as	much	as	80	per	
cent	off	the	wholesale	price,	to	entice	them	to	carry	their	products,	the	
bureau	reported.	The	average	rebate	was	about	40	per	cent,	but	major	
chains use their buying clout to get bigger discounts.” For a somewhat 
comical	review	of	this	topic	check	out	the	YouTube	series	“Rick	Rants	
–	Generic	Medication,”	parts	1	to	4.

Using	an	example,	a	patient	takes	their	prescription	to	a	pharmacy	
to	obtain	a	generic	medication	that	costs	$100.	This	cost	may	be	paid	by	
the	patient	 themselves,	an	 insurance	company,	welfare	 (the	 tax	payer)	
or	perhaps	Blue	Cross.	After	 the	 transaction,	 the	pharmacy	submits	a	
claim to the generic manufacturer and is rebated perhaps as much as 
$80.	Recalling	the	above	discussion,	if	a	physician	were	dispensing	this	
medication,	we	could	only	charge	the	patient	or	the	insurance	company	
$20,	or	the	cost	of	the	medication	(assuming	that	we	received	the	same	$80	
kickback).	Moreover,	we	could	not	charge	a	dispensing	fee	or	otherwise	be	
remunerated for the transaction. This is not the case with pharmacists.

The above situation becomes more ominous when one considers 
that	 pharmacists	 are	 allowed	 to	 change	 or	modify	 a	 physician’s	
prescription from a brand name medication to a generic one even if it 
was	the	physician’s	expressed	intention	to	have	brand	name	dispensed	
to their patient. We all know that generic medications may not be as 
effective or as well tolerated as brand name medications and have seen 
patients	destabilize	when	they	have	been	switched	to	generics.	Even	if	
they	have	the	best	interests	of	the	patient	in	mind,	pharmacists	face	the	
optical challenge that by changing prescriptions to generic products they 
place	themselves	in	a	direct	conflict	of	interest.	They	stand	to	directly	
financially	benefit	by	dispensing	generic	pills.	Albeit,	it	is	typically	the	
owners	of	the	pharmacy	that	stand	to	benefit	most	but	with	profit	sharing	
schemes	the	employees	(i.e.	pharmacists)	may	also	stand	to	benefit.

The	Globe	and	Mail	article	noted	“A	watershed	 report	 from	 the	
federal	Competition	Bureau	 in	 late	 2008	 underlined	 the	 urgency	
for	 change.	 It	 found	 that	 big	 pharmacies,	 and	 not	 consumers,	 are	
the	beneficiaries	of	 the	generic	pricing	 arrangements	between	drug	
manufacturers and drugstores.” Although the pharmacist may convince 
the	patient	that	generic	medications	will	cost	less,	they	generally	fail	to	
inform	the	patient	that	they	are	in	direct	line	for	financial	benefits	that	
will	make	far	more	profit	for	the	pharmacy	if	the	patient	accepts	the	
switch to a generic medication.

As	per	the	Globe	and	Mail	article,	this	conflict	of	interest	has	been	
identified	and	 the	province	of	Ontario	“requires	 that	 the	allowances	
(kick-backs)	are	used	for	activities	that	directly	benefit	patients,	and	
pharmacies must submit their spending to be audited each year. But 
the	Ontario	government	figures	that	almost	70	per	cent	gets	used	for	
salaries,	bonuses	and	 fringe	benefits.”	All	 this,	 and	pharmacists	 are	
the	most	trusted	profession?	Meanwhile,	the	beleaguered	physician	is	
vilified	by	misinformation	and	myth.	I	underscore;	we	do	not	benefit	
by writing prescriptions. 

As	of	July	1st,	pharmacists	will	now	be	able	to	both	prescribe	and	
dispense	medications.	They	already	have	a	known	conflict	of	interest	
whereby	 they	get	kickbacks	by	 selling	generic	products.	Now,	 they	
will	be	able	to	specifically	choose	the	product,	sell	it,	and	profit	from	it.	
Resisting	the	temptation	to	sell	the	most	profitable	medication	will	likely	
be	difficult.	Rest	assured,	any	sense	of	guilt	could	likely	be	assuaged	
by	justifying	notions	of	equivalency	etc.

On	July	1st	the	wolf	pack	of	pharmaceutical	sales	reps	will	likely	
descend	upon	pharmacists	trying	to	influence	which	pills	they	prescribe.	
What	bonuses,	kickbacks	and	incentives	will	be	offered	to	them?	Then	
again,	they	get	cold	hard	cash	kickbacks	from	generic	manufacturers	
so what other wining and dining do they really need? What regulations 
are in place to limit the scope and practice of pharmaceutical sales reps 
and their contact with pharmacists? Who will be monitoring the ethics 
of these interactions?

As	of	July	1st	the	prescribing	scenario	could	resemble	the	following:	
pharmacists arbitrarily switch physician prescriptions to generics (a 
practice in which they do not need to notify the physician). By doing 

so	they	pad	their	profit	margin	via	enhanced	sales	of	generic	products	
and	 the	aforementioned	kickbacks.	Conversely,	 they	can	write	 their	
own	new	or	refill	prescriptions	and	not	only	maximize	their	kickbacks	
but	also	get	paid	an	additional	$20	by	Alberta	Health	for	providing	this	
service	–	a	service	that	is	rife	with	potential	conflict	of	interest.	Over	
and above all of this the pharmacists can continue to charge dispensing 
fees and other mark-ups for their services. What of the physician? We 
get	vilified	for	writing	prescriptions	yet	we	are	not	at	all	players	in	the	
pharmaceutical	profit	schemes.	

The Alberta government has suggested that it will save money by 
allowing	pharmacists	to	write	new	and	refill	prescriptions.	Really?	I,	
for	one,	have	no	problems	calling-in	or	 faxing-in	prescriptions	 to	 a	
pharmacy and I do not bill my patients or the system for this service. 
Thus,	after	July	1st,	anytime	a	pharmacist	refills	prescriptions	for	any	of	
my	patients,	the	system	will	actually	lose	money	since	the	pharmacists	
will	receive	$20	for	performing	a	service	that	I	would	otherwise	happily	
perform for free.

Moreover,	we	 already	have	problems	with	doctor	 shopping	 for	
prescription medications. Now we will have pharmacist shopping and 
nurse practitioner shopping on top of doctor shopping. How will the 
system curtail this kind of abuse given the expansion of prescribing 
privileges?

Come	July	1st	pharmacists	will	find	 themselves	 in	 a	precarious	
ethical	dilemma	and	potential	conflict	of	interest.	A	dilemma	that	we	
physicians must highlight and underscore for the public. In terms of 
trustworthiness,	physicians,	I	must	say,	hold	the	higher	moral	ground	
when it comes to prescribing medications. All this and yet pharmacists 
are viewed by the public as more trustworthy than physicians – yet again 
perhaps proving that the world is an imperfect place.

Bitter pill: Prescribing conflict of interest continued

PLC medical staff 
wine tasting social

By Sally Knight
The	second	annual	PLC	wine	tasting	social	was	held	on	Thursday,	

May	24,	 2012	 in	 the	west	 room	of	 the	Glencoe	Club.	Sixty	 three	
attended	which	 included	medical	 staff,	 residents,	 nursing	 and	
administrative staff. 

The night began with Dr. Steve Patterson welcoming everyone to 
the social. A special presentation on the importance of hand washing 
was presented by Dr. Tom Louie. The presentation included the recent 
stats from the study at the PLC. 

A	presentation	followed	by	Glenn	Fawcett,	Dr.	Arlie	Fawcett’s	
brother,	 from	 the	 Black	Hills	 Estates	Winery	 vineyards	 in	 the	
Okanogan	Valley	and	a	sampling	of	the	fine	wines.

Be sure to mark your calendars for the third annual wine tasting 
event next year in late May! An announcement will be forthcoming 
in	March	2013.



Vital Signs June 2012 • Page 8

Medical coverage at a major event: Calgary marathon

With	over	11,000	participants	at	this	year’s	Calgary	marathon,	half	marathon,	10	km	and	5	km	running	race,	medical	
problems	are	bound	to	happen	and	race	organizers	have	provided	medical	care	since	the	marathon’s	inception	in	
1963.	Though	rare,	in	the	past	five	years	there	have	been	at	least	four	deaths	at	running	events	and	triathlons	in	

western	Canada.	Pat	Webster,	RN,	has	been	a	nurse	for	38	years	and	has	volunteered	to	oversee	medical	staff	for	18	years.	She	
ran	the	marathon	in	1994	and	thought	it	would	be	easier	to	volunteer	than	run	the	race	so	she	volunteered	at	the	1995	event.	

“As	a	runner	it	is	a	way	to	give	back,”Webster	says,	“and	it’s	good	
to	know	that	after	a	long	run	someone	will	be	at	the	finish	line	to	make	
you	feel	better.”	Though	it’s	 impossible	 to	forecast	what	 illness	or	
injury	may	present,	Webster	says	they		typically	see	weather	dependent	
injuries or illnesses. 

“If	it’s	rainy	and	cold	we’ll	see	lots	of	hypothermia,”	she	says,	
“and		if	it’s	hot,	we’ll	be	trying	to	cool	them	down	which	is	probably	
harder	to	do	in	the	medical	tent.	We	also	see	a	lot	of	dehydration,	lots	
of	blisters,	some	pulled	muscles	and	strains	so	a	lot	of	ice	is	used	over	
the course of the day.” 

Dr. Andrew Wade is the medical director for the Calgary marathon 
for	 the	first	 time	 and	 is	 a	 pediatric	 nephrologist.	Originally	 from	
Montreal,	he	worked	in	the	medical	tent	at	the	2010	Calgary	Ironman	
70.3	for	his	first	taste	of	sporting	event	medicine.	

“It	was	a	great	experience	though	my	main	motivating	factor	is	my	
wife,	Bina,	who	has	volunteered	at	these	events	for	years,”	Wade	says	
laughing.	“But	this	is	an	interesting	part	of	medicine.	In	my	experience,	
the typical patient is usually somewhat disoriented and dehydrated 
so we rehydrate them and they recover in a very short time. At the 
Calgary	Ironman	70.3	last	year,	that’s	what	we	mainly	saw	though	we	
we	didn’t	need	to	start	any	IVs.	Rarely,	runners	are	sent	to	hospital	

but	most	of	the	time	it’s	just	aches	and	pains	which	require	ice.	Our	
biggest concern is we always worry about the cardiac events which 
may	happen	on	course.	They’re	 fairly	 rare	but	serious	so	we	have	
automatic	external	defibrillators	on	the	course	at	various	positions.	
The second biggest worry is hyponatremia and that is something that 
is	hopefully	diminishing	now	that	runners	are	more	aware	of	their	fluid	
intake.	We	don’t	have	the	equipment	to	monitor	electrolytes	in	the	tent	
but	hopefully	we	will	next	year.	The	final	thing	we	see	is	hyperthermia,	
not usually a problem in Calgary but it can happen.”

Wade	says,	again	depending	on	the	weather,	that	the	medical	tent	
can	potentially	be	overrun	so	it’s	important	to	remain	calm	and	not	
be snowed under with the sheer volume. 

Story and photos by Dave Lowery

Right: American Frank 
Shorter, the 1972 

Olympic marathon gold 
medallist, gives an 

inspirational talk during 
the marathon expo.
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Medical coverage at a major event: Calgary marathon The two final official finishers at the 2012 Calgary 
marathon cross the line just before the six hour, 30 

minute cutoff.

With	over	11,000	participants	at	this	year’s	Calgary	marathon,	half	marathon,	10	km	and	5	km	running	race,	medical	
problems	are	bound	to	happen	and	race	organizers	have	provided	medical	care	since	the	marathon’s	inception	in	
1963.	Though	rare,	in	the	past	five	years	there	have	been	at	least	four	deaths	at	running	events	and	triathlons	in	

western	Canada.	Pat	Webster,	RN,	has	been	a	nurse	for	38	years	and	has	volunteered	to	oversee	medical	staff	for	18	years.	She	
ran	the	marathon	in	1994	and	thought	it	would	be	easier	to	volunteer	than	run	the	race	so	she	volunteered	at	the	1995	event.	

Dr. Andrew Wade is the medical director for the Calgary marathon 
for	 the	first	 time	 and	 is	 a	 pediatric	 nephrologist.	Originally	 from	
Montreal,	he	worked	in	the	medical	tent	at	the	2010	Calgary	Ironman	
70.3	for	his	first	taste	of	sporting	event	medicine.	

“It	was	a	great	experience	though	my	main	motivating	factor	is	my	
wife,	Bina,	who	has	volunteered	at	these	events	for	years,”	Wade	says	
laughing.	“But	this	is	an	interesting	part	of	medicine.	In	my	experience,	
the typical patient is usually somewhat disoriented and dehydrated 
so we rehydrate them and they recover in a very short time. At the 
Calgary	Ironman	70.3	last	year,	that’s	what	we	mainly	saw	though	we	
we	didn’t	need	to	start	any	IVs.	Rarely,	runners	are	sent	to	hospital	

but	most	of	the	time	it’s	just	aches	and	pains	which	require	ice.	Our	
biggest concern is we always worry about the cardiac events which 
may	happen	on	course.	They’re	 fairly	 rare	but	 serious	so	we	have	
automatic	external	defibrillators	on	the	course	at	various	positions.	
The second biggest worry is hyponatremia and that is something that 
is	hopefully	diminishing	now	that	runners	are	more	aware	of	their	fluid	
intake.	We	don’t	have	the	equipment	to	monitor	electrolytes	in	the	tent	
but	hopefully	we	will	next	year.	The	final	thing	we	see	is	hyperthermia,	
not usually a problem in Calgary but it can happen.”

Wade	says,	again	depending	on	the	weather,	that	the	medical	tent	
can	potentially	be	overrun	so	it’s	important	to	remain	calm	and	not	
be snowed under with the sheer volume. 

“There	are	almost	12,000	people	running	so	it’s	important	not	to	
get overwhelmed with the potential numbers of people arriving at the 
medical tent. There is a potential to get very busy but we simply fall 
back	on	triaging	patients	so	the	sickest	are	seen	first.	But	overall,	it’s	
a	wonderful	experience.	And	it’s	perhaps	not	where	you	might	expect	
to	find	a	pediatrician,	but	I’ve	worked	in	the	emergency	department	
and I probably can get most IVs with my background.”

For more information, or if you would like to volunteer or run 
next year’s event, please go to:

http://www.calgarymarathon.com/

Right: American Frank 
Shorter, the 1972 

Olympic marathon gold 
medallist, gives an 

inspirational talk during 
the marathon expo.

Marathon 2012
100,000 drinking cups

11,200 runners,
1100 volunteers,

9500 litres of water
75 uniformed police

35 certified traffic controllers
(2 struck by cars-minor injury)

1100 traffic cones
300 glo posts

7500 pancake breakfasts
24 patients seen in medical tent

Over $700,000 raised for 51 charities

Marathon winning time: 
2 hours 22 minutes 47.35 seconds

Slowest time in the marathon: 
6 hours, 30 minutes (Route is closed 
after that time which is a requirement 

of the permits.)
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Recently a set of suggestions on how to prepare oneself for a 
housecall crossed my desk. It indicates various precautions to be 
taken.

You should phone ahead and advise that household pets and 
weapons are secured. It is suggested that one should park the car in 
clear	view	of	neighbours.	Also,	it	is	advised	to	wear	O.R.	booties	over	
outside	shoes,	to	be	able	to	make	a	quick	getaway.	

It	is	the	O.R.	booties	that	make	me	realize	that	in	my	own	practice	
I	don’t	see	the	need	for	such	an	avoidant	attitude.

Certainly,	the	O.R.	booties	would	have	been	helpful	to	me,	when	
fifty-three	years	ago	I	assisted	in	home	births	in	my	native	Holland.	
However,	a	quick	getaway	then	was	the	furthest	thing	from	my	mind.	
Why	leave	one	of	the	most	interesting	events	in	the	world?	Also,	I’m	
not inclined to be a baby snatcher. 

In	my	northern	Manitoba	family	practice	fifty	years	ago,	I	wasn’t	
that	defensive	either.	Unfamiliar	with	that	scene,	I	sought	the	local	
mounties’	 advice,	 and	 he	 answered	 “Naw,	Doc,	 old	George	 is	 no	
problem.”	Ever	since,	I	have	not	been	concerned	about	the	universal	
evil lurking at unknown places.

Do I phone ahead? I would rather not. I leave it up to the clinic nurse 
with her motherly voice to make the initial arrangements. Phoning 

again	stating	my	qualifications	would	make	the	patient	frightened	and	
prone to cancel. It is even possible that the elderly impaired might 
panic,	endanger	themselves	by	over	exerting	themselves	in	cleaning	
up	for	“the	doctor”	and	in	their	frenzy	stumble	down	the	basement	
steps to reach the laundry that in their regular lives has been left to 
their granddaughter for the past ten years.

I,	on	purpose,	park	away	from	the	neighbours.	Patients	favor	their	
privacy	and,	moreover,	it	is	not	the	nosey	neighbors’	business.

The	elderly	usually	have	household	pets	of	the	yappy,	mini	variety.	
They need them to clutch onto as they did as children to their doll or 
teddy	bear.	Once	loose,	the	critters	soon	disappear	under	the	couch	
and are not seen again.

Returning	 to	 the	O.R.	 booties.	 I	would	 just	 look	 ridiculous,	
especially	when	the	old	dear,	regardless	of	infirmities,	insists	to	cozy	
up	the	visit	by	offering	me	“tea	and	cookies.”	

In	 short,	 the	 suggestions,	 probably	 created	 by	 a	 committee	 of	
paranoids,	seem	overly	adversarial	to	me	and	do	not	address	the	needs	
of the homebound well.

John D. deVries, geriatric psychiatry

Letters
House calls
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AMA update

On	 Friday,	April	 20,	 2012,	 the	 Foothills	Medical	 Staff	
Association hosted the Foothills spring dinner at the Glencoe 
Club	ballroom.	It	was	a	relaxed	social	evening,	with	excellent	

appetizers	and	a	superb	buffet	dinner.	The	Outstanding	Clinician	Award	
for	2011	was	presented	by	Dr.	Paul	Beck,	to	the	deserving	recipient	Dr.	
Ahsan	Chaudhry	from	the	division	of	internal	medicine,	department	of	
hematology,	oncology.	Congratulations	to	Dr.	Chaudhry	on	this	well	
deserved recognition. We would like to thank all his colleagues from 
the bone marrow transplant program for attending in his honour.

Leadership scholarships were awarded to two most deserving 
residents,	in	recognition	of	their	demonstrated	exceptional	leadership	
qualities.	These	 scholarship	 awards	 are	made	 possible	 by	 funds	
generated	 through	 the	Doc’s	Café	 at	 the	 Foothills	Hospital.	The	
selection process is conducted through the postgraduate medical 
education	office	with	outstanding	residents	being	proposed	by	their	
respective program directors. From those proposed candidates the 
most deserving awardees are chosen by the faculty PGME committee. 
Congratulations	to	Dr.	David	Ward,	third	year	internal	medicine	and	
Dr.	Kelly	Albrecht,	fifth	year	obstetrics	and	gynecology.

Guests were also treated to an interesting talk on how work is 
being	 done	 to	 find	 planets	 around	 known	 stars.	Dr.	 Phil	 Langill,	
director	of	the	Rothney	Astrophysical	Observatory	with	the	U	of	C,	
gave an interesting presentation which was well received by those in 
attendance and showed his great passion for the work he does. Who 
knew,	but	there	are	some	novice	astronomers	amidst	your	colleagues!	
As	Dr.	Langill	ended	his	talk,	maybe	one	day	we	will	see	an	unknown	
planet	not	too	far	away	as	a	‘hot’	vacation	destination	and	featured	in	
“Just	for	Canadian	doctors	–	life	+	leisure!”

Throughout	the	evening	many	wonderful	door	prizes	were	won	and	
we would like to express our thanks to the people and businesses who 
helped	make	the	evening	such	a	success:	Susan	Sauve,	the	Glencoe	
Club	catering,	Charlene	Davies	and	staff,	John	Warkentin	and	Whisper	
Not	Jazz	 trio,	Lea	at	Designing	on	 the	Edge,	Colette	Murray	with	
The	Original	Basket	Boutique,	Kensington	Wine	Market,	Cineplex,	
Garden	Retreat,	Sante	Spa,	Bed,	Bath	and	Beyond,	Barbeques	Galore,	
Jubilations	Dinner	Theatre,	Sport	Chek,	Riverside	Golf	Centre,	Muse	
Restaurant,	Inns	of	Banff.	Congratulations	to	all	the	lucky	winners.

Thanks to everyone who attended for supporting the FMC site. 

Foothills annual spring dinner
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AMA update
Albertans tell us what they think!

In	March	2012,	the	Alberta	
Medical Association (AMA) 
began a public advocacy 
campaign asking Albertans to 
tell us what they think about 
health care. In addition to 
hosting two well-attended town hall meetings featuring representatives 
from	all	five	major	political	parties,	the	AMA	published	a	series	of	
advertisements in several major daily newspapers across the province 
-	 each	 running	with	 a	 different	 headline	 and	 addressing	 a	 specific	
topic. 

 
We	asked,	and	Albertans	responded.	Here	is	a	representative	sample	

of several hundred messages we received on various topics
    Physician intimidation
•	“I	know	the	intimidation	has	gone	on.	This	is	appalling.	I	support	

anything and everything you can do to bring it to light and have it 
dealt with.”

•	“A	public	inquiry	is	in	the	interest	of	government	transparency	
and in the interest of improving the governance of health care in this 
province.”

•	“The	culture	of	intimidation	and	pressure	that	they	are	exposed	
to,	 which	we	 have	 recently	 been	 hearing	 about,	 is	 absolutely	
untenable.”

•	“There	is	never	an	excuse	for	intimidation.”
Personal health information

•	“There	should	be	checks	and	balances	as	well	as	accountability	
to those who do access the information.” 

•	“Each	person	should	have	an	absolute	right	to	keep	private	any	
piece of health information if they so desire.”

•	 “I	 think	 the	 electronic	 health	 records	 are	 very	 important	 and	
beneficial	to	patients	across	Canada.”

Wait times
•	 “I	 believe	 everyone	 agrees	 that	 we	 need	 more	 beds	 to	

accommodate long-term care needs. It seems that this would help to 
decrease the wait times in emergency rooms.”

•	 “More	 funding	 is	 needed	 to	 train	more	 doctors	 and	nurses	 -	
especially nurse practitioners who can assist doctors.”

•	“Reduce	turnaround	times	in	operating	rooms	by	having	enough	
support	staff	to	quickly	clean	them.”

Primary care
•	“Make	the	public	more	aware	of	primary	care	networks.”
•	“I	think	we	must	encourage	graduates	to	go	into	family	medicine.	

Why not write-off students loans if they practice family medicine in 
Alberta for a number of years?”

•	“I	like	the	‘medical	home’	idea.	Hope	to	see	it	developed	and	
move into more neighborhoods.”

The AMA board of directors will be considering its next steps as we 
continue	with	our	commitment	to	a	higher	public	profile	in	the	future.	
We	are	grateful	for	the	support	received	so	far!	For	more	information,	
visit	www.albertadoctors.org	<http://www.albertadoctors.org>	.	

On	 Friday,	April	 20,	 2012,	 the	 Foothills	Medical	 Staff	
Association hosted the Foothills spring dinner at the Glencoe 
Club	ballroom.	It	was	a	relaxed	social	evening,	with	excellent	

appetizers	and	a	superb	buffet	dinner.	The	Outstanding	Clinician	Award	
for	2011	was	presented	by	Dr.	Paul	Beck,	to	the	deserving	recipient	Dr.	
Ahsan	Chaudhry	from	the	division	of	internal	medicine,	department	of	
hematology,	oncology.	Congratulations	to	Dr.	Chaudhry	on	this	well	
deserved recognition. We would like to thank all his colleagues from 
the bone marrow transplant program for attending in his honour.

Leadership scholarships were awarded to two most deserving 
residents,	in	recognition	of	their	demonstrated	exceptional	leadership	
qualities.	These	 scholarship	 awards	 are	made	 possible	 by	 funds	
generated	 through	 the	Doc’s	Café	 at	 the	 Foothills	Hospital.	The	
selection process is conducted through the postgraduate medical 
education	office	with	outstanding	residents	being	proposed	by	their	
respective program directors. From those proposed candidates the 
most deserving awardees are chosen by the faculty PGME committee. 
Congratulations	to	Dr.	David	Ward,	third	year	internal	medicine	and	
Dr.	Kelly	Albrecht,	fifth	year	obstetrics	and	gynecology.

Guests were also treated to an interesting talk on how work is 
being	 done	 to	 find	 planets	 around	 known	 stars.	Dr.	 Phil	 Langill,	
director	of	the	Rothney	Astrophysical	Observatory	with	the	U	of	C,	
gave an interesting presentation which was well received by those in 
attendance and showed his great passion for the work he does. Who 
knew,	but	there	are	some	novice	astronomers	amidst	your	colleagues!	
As	Dr.	Langill	ended	his	talk,	maybe	one	day	we	will	see	an	unknown	
planet	not	too	far	away	as	a	‘hot’	vacation	destination	and	featured	in	
“Just	for	Canadian	doctors	–	life	+	leisure!”

Throughout	the	evening	many	wonderful	door	prizes	were	won	and	
we would like to express our thanks to the people and businesses who 
helped	make	the	evening	such	a	success:	Susan	Sauve,	the	Glencoe	
Club	catering,	Charlene	Davies	and	staff,	John	Warkentin	and	Whisper	
Not	Jazz	 trio,	Lea	at	Designing	on	 the	Edge,	Colette	Murray	with	
The	Original	Basket	Boutique,	Kensington	Wine	Market,	Cineplex,	
Garden	Retreat,	Sante	Spa,	Bed,	Bath	and	Beyond,	Barbeques	Galore,	
Jubilations	Dinner	Theatre,	Sport	Chek,	Riverside	Golf	Centre,	Muse	
Restaurant,	Inns	of	Banff.	Congratulations	to	all	the	lucky	winners.

Thanks to everyone who attended for supporting the FMC site. 

Foothills annual spring dinner
By Dr. Earl Campbell
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The great disappointment

The Comm Post corner

Okay,	I	owe	you	an	explanation	for	the	title.	I	was	raised	in	the	
Seventh	Day	Adventist	church	and	back	in	the	1800’s	a	group	
of people interpreted passages from the book of Revelation to 

mean that God was coming to take all of his (her) believers to heaven. 
It	didn’t	happen	of	course	as	we	are	all	still	here	on	earth	but	it	was	
referred	to	as	“The	Great	Disappointment”	to	this	day	in	the	Seventh	
Day Adventist Church.

You	might,	justifiably	be	wondering	“where	the	heck	is	he	going	
with	 this.”	Well,	 for	me,	 the	 results	 of	 the	 recent	 election	were	 a	
huge disappointment. I had spent a couple of afternoons knocking 
on doors with one (ultimately re-elected) candidate and what I heard 
was that there was a desire for change. Yet it seems that at the very 
last	moment	there	was	a	shift	that	defied	all	the	prognosticators.	The	
Progressive	 (sic)	Conservative	 party	won	 a	 61seat	majority.	Wild	
Rose,	with	17	seats,	are	the	official	opposition	displacing	the	Alberta	
Liberal	party.	The	remaining	five	members	of	the	Liberal	party	have	
two	physicians,	Dr.	David	Swan	and	Dr.	Raj	Sherman	and	finally,	the	
four NDP members round out the legislature. 

One of the last actions I was involved with as an Alberta Medical 
Association board member was to unanimously pass a motion calling 
for	 a	 judicial	 enquiry	 into	 physician	 intimidation.	 I	 know	 several	
individuals personally who have been put through the wringer and 
continue to be targets of AHS administrators. I was hoping that these 
individuals would have the opportunity to face their accusers in a 
fair tribunal. 

We took this action after hearing from the head of the health 
quality	assurance	council	(HQAC)	who,	when	asked	what	he	would	

do	 if	 someone	 refused	 to	 testify,	
said,	“no	one	has	before!”	I	recall	a	
play I saw many years ago entitled 
“A	funny	thing	happened	on	the	way	
to the Forum.” Call me a sore loser 
but I have no respect for Redford 
and	this	is	why:	as	a	candidate	for	
premier,	Redford	promised	a	public	
inquiry	into	physician	intimidation	
in	Alberta.	Well,	 a	 funny	 thing	
happened on the way to the public 
enquiry.	It	became	a	HQAC	enquiry	
.	.	.	nothing	under	oath,	no	ability	to	
demand testimony . . . can we say 
white wash!

Myles	Goodwyn,	 of	 the	 rock	
group	April	Wine,	 sang	Rock	 and	
Roll is a Vicious Game many years 
ago.	Clearly	Alberta	 politics	 is	 a	 dirty	 and	 vicious	 game!	Wasn’t	
it	 “convenient”	 that	Gary	Mar,	who	many	physicians	would	have	
supported for premier ( I personally think he is the best health minister 
we have had) was smeared in a timely manner during the leadership 
campaign. I harbour the hope that this will be the last go-around for 
this decrepit gang where winning and collecting money for unattended 
committee work is the goal instead of providing good governance. 

I suspect that the Ron Lieperts and other hardliners in the 
conservative	caucus	put	pressure	on	Redford	to	NOT	have	an	enquiry	
that would potentially embarrass anyone during the period leading 
up	to	the	election.	After	all,	Ken	Hughes,	the	AHS	chairman,	wanted	
a seat in the legislature and if it took two attempts for him to get it 
fairly,	so	be	it.	The	question	that	no-one	seems	to	be	willing	to	demand	
an answer to from Hughes is this. Why did you not do due diligence 
during the recruitment of Stephen Ducket? If you had done any sort 
of	due	diligence	you	would	have	found	that	that	Ducket	had	been	fired	
previously in Australia. Why did Albertans have to suffer though the 
“Ducket	era?”

I	don’t	know	what	the	factors	were	that	resulted	in	the	last	minute	
changes of choice in the ballot box from Wild Rose to conservative 
and Liberal on election day. 

I truly hope that this will be the last Progressive (sic) Conservative 
government that Albertans will have to tolerate. I hope that the 
next election will see the last of this group of clowns. The current 
“Conservative”	party	that	no	longer	bears	any	resemblance	to	the	party	
of Peter Lougheed. The emperors in the Conservative party have no 
cloths and lay bankrupt of any vision beyond clinging to power.

I look forward to seeing real change next time AND I know many 
of	you	will	disagree	with	my	views	on	this	one.	If	so,	let	me	know	at:	
glenncomm@shaw.ca 

Or	write	a	letter	to	the	editor	of	Vital	Signs	Magazine
As ever your comments, questions, praise and poisoned darts 

are all welcomed at; glenncomm@shaw.ca
 

Spring  annual  general  meeting
Wednesday, June 13, 2012

Location: Glencoe Club Ballroom
  636 – 29 Avenue S.W.
  Calgary
Time:  5:00 pm Cash Bar
  5:30 pm Buffet Dinner
  6:30 pm Business Meeting

Guest Speakers - Dr. Chris Eagle and 
Dr. Linda Slocombe

All CAMSS members are invited to attend. This function is open 
only to physicians, invited guests, and invited media. If you are 
planning to attend, please RSVP by Friday, June 1, 2012 to:

Kim Robson-Lefebvre by email:  
kim.robson-lefebvre@albertahealthservices.ca   

Or by telephone at: (403) 943–1271

Non-members wishing to attend will be wait-listed and a $75.00 
fee will be applied. 

Or, you are invited to become a CAMSS member.  
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do	 if	 someone	 refused	 to	 testify,	
said,	“no	one	has	before!”	I	recall	a	
play I saw many years ago entitled 
“A	funny	thing	happened	on	the	way	
to the Forum.” Call me a sore loser 
but I have no respect for Redford 
and	this	is	why:	as	a	candidate	for	
premier,	Redford	promised	a	public	
inquiry	into	physician	intimidation	
in	Alberta.	Well,	 a	 funny	 thing	
happened on the way to the public 
enquiry.	It	became	a	HQAC	enquiry	
.	.	.	nothing	under	oath,	no	ability	to	
demand testimony . . . can we say 
white wash!

Myles	Goodwyn,	 of	 the	 rock	
group	April	Wine,	 sang	Rock	 and	
Roll is a Vicious Game many years 
ago.	Clearly	Alberta	 politics	 is	 a	 dirty	 and	 vicious	 game!	Wasn’t	
it	 “convenient”	 that	Gary	Mar,	who	many	physicians	would	have	
supported for premier ( I personally think he is the best health minister 
we have had) was smeared in a timely manner during the leadership 
campaign. I harbour the hope that this will be the last go-around for 
this decrepit gang where winning and collecting money for unattended 
committee work is the goal instead of providing good governance. 

I suspect that the Ron Lieperts and other hardliners in the 
conservative	caucus	put	pressure	on	Redford	to	NOT	have	an	enquiry	
that would potentially embarrass anyone during the period leading 
up	to	the	election.	After	all,	Ken	Hughes,	the	AHS	chairman,	wanted	
a seat in the legislature and if it took two attempts for him to get it 
fairly,	so	be	it.	The	question	that	no-one	seems	to	be	willing	to	demand	
an answer to from Hughes is this. Why did you not do due diligence 
during the recruitment of Stephen Ducket? If you had done any sort 
of	due	diligence	you	would	have	found	that	that	Ducket	had	been	fired	
previously in Australia. Why did Albertans have to suffer though the 
“Ducket	era?”

I	don’t	know	what	the	factors	were	that	resulted	in	the	last	minute	
changes of choice in the ballot box from Wild Rose to conservative 
and Liberal on election day. 

I truly hope that this will be the last Progressive (sic) Conservative 
government that Albertans will have to tolerate. I hope that the 
next election will see the last of this group of clowns. The current 
“Conservative”	party	that	no	longer	bears	any	resemblance	to	the	party	
of Peter Lougheed. The emperors in the Conservative party have no 
cloths and lay bankrupt of any vision beyond clinging to power.

I look forward to seeing real change next time AND I know many 
of	you	will	disagree	with	my	views	on	this	one.	If	so,	let	me	know	at:	
glenncomm@shaw.ca 

Or	write	a	letter	to	the	editor	of	Vital	Signs	Magazine
As ever your comments, questions, praise and poisoned darts 

are all welcomed at; glenncomm@shaw.ca
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