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From the CAPA president

Dr. Linda Slocombe,
CAPA president 

Phone: 403-861-8423

It’s cold outside . . . but hot in politics

Despite the cool temperatures outside as I write this the political 
healthcare environment is heating up to historic levels here 
in Alberta. We have a new health minister determined to find 

out exactly what is going on during his watch, with no zone or facility 
escaping his quest for honest answers to difficult questions. At our 
CAPA AGM it also became apparent he wants to hear from those of us 
providing direct patient care. There was a real sense that for the first 
time in many years the physicians of this province may again become a 
valued resource for the government. A resource to turn to for guidance in 
the difficult journey ahead of us. There was a feeling of optimism after 
the meeting that for some was almost unrecognizable. Have we finally 
reached the nadir in Calgary and are now on the upswing. Politically, 
the stars may be aligning for a reinvestment in healthcare that is long 
overdue. 

The AGM also saw the awarding of the first ever Advocacy Award 
to Dr. Glenn Comm. There was a video featuring testimonials by his 
colleagues and then a wonderful acceptance speech was given by Dr. 
Comm. A plaque with the names of the award recipients will be presented 
to each doctor’s lounge in Calgary and to all six of our rural hospital 
sites. I am really pleased to be able to begin this CAPA tradition with 
such a deserving recipient. 

The following is an excerpt from the presidents report at 
the AGM

It has been a very busy six months since our Fall AGM in 
November.

By the skin of our teeth we dodged the threatened third wave of the 
H1N1 pandemic.

We saw our zonal budget go from a nightmare to just a bad dream. 
We survived government politicking to see a new health minister and 
finally some stable funding for healthcare over the next five years.

CAPA has remained strong and vital throughout all these challenges. 
Our future looks bright. Our flagship publication, Vital Signs, has gone 
through some growing pains but remains for our members a source of 
current information, editorials and at times controversial opinion pieces 
in the zone. We have contracted with a new advertising director, Mr. 
Bob D’Artois who has extensive experience in the world of publishing 
and advertising. We are striving to make VS a no cost item to the 
organization. We will not however solicit advertising that conflicts with 
our professional ethics. There is interest outside our zone to receive VS 
and perhaps it will someday be a provincial magazine. We have also 
introduced to members the option of receiving VS electronically only.

Our media attention and exposure continues to be strong. It was with 
great sadness that we mourned the loss of Michelle Lang, the Calgary 
Herald journalist who died in Afghanistan in December. She was one 
of the only dedicated health reporters in the country. The Herald is 
currently searching for someone to fill her position.

Our membership continues to grow with over 1400 physicians 
paying their voluntary CAPA dues so far this year. An increase from our 
numbers at this time last year. This has allowed us to continue to do our 
advocacy work and remain fiscally in good shape as an organization.

Your executive continues to work hard on your behalf being an 
integral part of the medical advisory board and striving to keep the 

connections strong at the acute care 
sites and in the rural and primary 
care arenas. The PCPA has had 
some struggles this last year with 
membership on their executive 
and we are looking at a model with 
more direct PCN representation in 
the future.

AHS continues to add physicians 
to the leadership structure in our 
zone. Dr. Francois Belanger, the 
ZMD, is working nonstop to deal 
with all the issues in healthcare 
delivery here in Calgary. He has a 
new assistant in Dr. Sandra Stoffel, 
the associate zone medical director. 
The future here in the zone will 
include site medical directors for 
all the acute care sites. Dr. Peter Jamieson is the new site medical 
director for the Foothills Hospital. The PLC and RVH are awaiting 
announcements. Dr. Belanger and Dr. Stoffel have been very willing 
to engage with CAPA and are very aware of our concerns, especially 
the overall poor communication and lack of engagement felt by the 
physicians in Calgary in regards to AHS.

The future of CAPA, as I mentioned, is strong. It will however 
look somewhat different than our current constitution mandates. We 
have been part of the council of presidents through the AMA for over 
a year. The council of presidents sent two representatives to be part 
of a special working group for the new provincial bylaws. This group 
has been meeting every 1 or 2 weeks for months to come up with an 
acceptable end product for the physicians of the province. The AHS/
AMA provincial medical staff bylaws working group has endeavoured 
to ensure that 

1) Physicians are provided with a fair and due process under the 
bylaws

2) The bylaws facilitate a clear understanding of the rights 
and responsibilities of both AHS and the practitioner in the AHS 
environment

The new bylaws will be voted on in September. All doctors with 
appointments will be eligible to vote and it is strongly encouraged that 
we all vote. Mid July the bylaws will go to final draft and after the vote 
the plan is to have the new bylaws take effect on Jan. 1, 2011. CAPA 
will then require a new constitution.

The larger issue for CAPA is that of zonal medical staff associations 
becoming the geographic representation for the AMA. We are still in 
the planning stages but the end result is to have strengthened MSA’s in 
all the five zones with dual responsibilities. One for oversight of bylaws 
related issues and the other for general advocacy issues in the zone. We 
are looking at a more integrated model for the AMA and zonal medical 
staff associations in the future. 

I wish everyone a relaxing summer as we all enjoy a brief break. 
Vital Signs will return in September. 
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Letters

Joseph Tucker’s Article in Vital Signs About IMGs
I am compelled to write and correct the inaccuracies and 

misunderstandings about licensing of internationally trained physicians 
in Alberta as presented by Dr. Joseph

Tucker in the most recent issue of Vital Signs.
In the article he states:
According to the Alberta International Medical Graduates 

Association, AIMGA, there are at least 600 foreign trained physicians, 
international medical graduates (IMGJ, already in the province and 
awaiting licensing. Many of these IMGs are undoubtedly qualified 
to contribute to the Alberta healthcare system and would be doing 
so already if it weren’t for inefficiencies in the licensing process 
(emphasis is mine).

I question on what basis Dr. Tucker makes this claim? What 
inefficiencies has he identified? What experience does he have with 
Alberta’s licensing standards to make his claims? (I note his faculty 
appointment is in physiology. He is not a member of the College of 
Physicians & Surgeons of Alberta). Does he know about the Alberta 
IMG training program? Does he know about the opportunity that many 
internationally trained physicians have already availed themselves of 
to work within our healthcare system as clinical assistants (sometimes 
known as bedside physicians in Calgary)? Does he know of the reasons 
for which some IMGs have been denied registration for independent 
practice in Alberta (and all are given reasons when they make 
application for licensure)? Does he know of our on-line eligibility 
assessment service which can (and is) accessed from anywhere in the 
world, and provides applicants with information as to their potential 
eligibility for licensure in Alberta before they decide to emigrate?

Dr. Tucker speaks about ‘approved schools’ and states if you were 
trained at one of the

approved schools, it will definitely facilitate your personal licensing 
experience. Really?

Since we accept a medical degree from any school listed in the 

WHO or FAIMER directory, what schools are being referred to? As 
basing a licensing decision on country of origin could be grounds for 
a claim of discrimination before a human rights commission, I implore 
Dr. Tucker to provide evidence supporting this claim.

He also states that the licensing restrictions are quite rigid yet 
the requirements can be more forgiving for specialists brought in 
on temporary work permits to fill understaffed positions. Critically 
needed specialists are fast-tracked, while others in less demand may 
wait years to practice. This implies that Dr. Tucker has identified a 
‘back door’ approach that lets some in and keeps others out by allowing 
for relaxation of registration standards based on someone’s arbitrary 
definition of need. This is untrue. The standards are published on our 
web site and are rigorously adhered to.

What is true is that for those applicants who would only be eligible 
for the provisional

register sponsorship is required, as an assessment of the applicant’s 
knowledge and skills will also be required. Some applicants who might 
be eligible for licensure are not able to get sponsorship. Is that what is 
being referred to? If so, it has been stated in a way that distorts how 
the process works.

As evidenced by the numbers of IMGs who are licensed every 
year and the many IMGs who make up a significant part (about 30 per 
cent) of our medical workforce in Alberta, the College of Physicians 
&Surgeons of Alberta remains committed to the goal, in registration, 
of ensuring that every qualified applicant be granted licensure. 
Mistruths, misunderstanding and inaccuracies are not helpful to the 
many IMGs in Alberta who are working successfully towards licensure 
for independent practice.

Sincerely, Trevor W. Theman, MD, FRCSC, registrar

More letters on page 7

Dr. Tucker will have a follow up article in the next edition of Vital 
Signs. - Editor
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Resident work hours and the social contract: 
The Quebec case and implications for self-regulation in 

Canada

The resident physicians of Quebec are no strangers to controversy 
these days. They have chosen one of the most contentious, 
emotion-packed topics in medicine to champion: limiting 

work hours. The work hours issue has a way of aligning physicians 
depending on their support for or apprehension of work-hour reform. 
Individuals who are attracted to each of these groups often have 
characteristic similarities which can include qualities like their type of 
practice and the number of years they have been practicing. Recently, 
the work hours issue has been put before a labour relations tribunal, 
which has significantly raised the public’s awareness, particularly since 
the publication of a Globe and Mail article on this issue. 

The decision of this tribunal may have wide ranging consequences; 
consequences that many are just starting to consider. The Federation 
de Medecins Resident du Quebec (FMRQ) is arguing that the current 
practice of working upwards of 24 consecutive hours during residency 
training violates the Canadian Charter of Rights and Freedoms and 
exposes resident physicians and patients to undue harm as a result of 
sleep deprivation. If the labour relations tribunal finds in favour of the 
FMRQ, this decision will set a precedent and could drastically change 
the very structure of post-graduate medical training across Canada. 

Should the tribunal agree with the FMRQ, this finding will 
represent an external body formally recognizing that the current 
culture of medical education no longer acceptably fits within Canadian 
society. Such a finding will mark a significant external intervention 
in the professional business of Canadian medical education. This 
decision could further call to question the profession’s ability to self-
regulate. 

This potential challenge poses a risk because the public is already 
asking if physicians are fit to govern themselves. Stories in the 
newspaper about medical errors pull on heartstrings and raise questions 
about the regulation of the profession among the general population. 
Since the new year, most of our patients have heard the horror stories 
about unnecessary mastectomies and mammographic studies that were 
read incorrectly with devastating consequences. Every report of a 
medical error puts in question the idea of professional self-regulation. 
Ultimately, Canada must have good processes in place that verify that 
we, as physicians with the privilege of being regulated by our peers, 
are fulfilling our end of the social contract by being transparent, 
accountable, and, above all, mindful of patient safety. 

The resident physician work hours tribunal in Quebec is highlighting 
some of our regulatory weaknesses in a very public way. It is far too 
easy for society to hear about health-care providers working for 24 
consecutive hours and be concerned that sleep-deprived house staff 
might be endangering their patients. Our patients are not impressed 
by our marathon shifts and, rightly or wrongly, they perceive a danger 
associated with these long work hours. All resident physicians have 
had to work some diplomatic magic at some point or another when 
patients start questioning us about how long we have been on call. We 
know it will do no good to simply tell them to trust us and that we are 

capable and competent to function without much sleep; and they are 
not wrong in trying to hold us accountable for these hours. 

Today’s society demands an equal relationship between patient and 
provider; people are no longer satisfied with a simplistic, paternalistic 
response on work hours’ issues. Physicians must be able to justify 
our idiosyncratic customs to a critically enquiring public or shift our 
practices to be more in line with society’s expectations. 

The issue of transparency in terms of professional regulation 
has also been brought to the forefront with this issue of work-hour 
reform. Patients and the public, with their greater access to information 
through the media and internet, want to know what we are up to 
and how we do our work. The apparent mystery surrounding the 
Quebec proceedings fails to instill confidence in the profession from 
the public’s perspective; moreover, the fact that resident physicians 
acting as witnesses are testifying at this tribunal anonymously for 
fear of career repercussions paints a dysfunctional picture of the 
professional culture in which we operate. When young colleagues 
require anonymity to speak freely, it would be unsurprising if the public 
did not wonder what other issues are going unaddressed because of 
professional pressure or even intimidation. 

Self-regulation is a privilege and a responsibility and physicians 
must continually earn the right to self-govern. A divided profession 
lacks strength and the united voice that convinces and reassures 
our colleagues and our patients. For resident physicians in Quebec, 
maintaining this unity seemed impossible; they felt so disenfranchised 
that they turned to an outside body in order to be heard. The health 
and unity of our profession would improve were we to ensure that 
mechanisms and processes are in place to address internal concerns; 
our ability to manage and address these concerns is important for 
the continued privilege of self-regulation. We must strive to foster a 
culture that is accepting of diverging opinions and discover ways to 
accommodate them so that physicians are not forced go outside the 
profession to resolve conflicts. The ability to deal with concerns in 
house is particularly important when it comes to addressing resident 
physician and medical student issues. These demographics can feel 
vulnerable and outside the mainstream political process in medicine as 
they continue to work towards full licensure. By actively enfranchising 
these groups, we build the strength and the future of our profession.

We are at a crossroads; right now, we have the chance to step 
up and take our future firmly in our own hands. We can establish a 
direction for our profession and proactively address challenges like 
work hours as the opportunities they truly are… Or we can sit back 
and watch someone else make these decisions for us.

Dr. Jillian Schwartz, family medicine resident physician

Are residents excluded from labour law?
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AMA update

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

By Dr. Christopher J. (Chip)Doig, president, Alberta Medical Association (AMA)

By the time this is published, the Alberta Medical Association (AMA) 
and Alberta Health Services (AHS) will have completed an extensive 
consultation around a single set of province-wide medical staff bylaws. 
Meetings will have been held in seven cities and two videoconferences 
offered for rural physicians.

Furthermore, the AMA’s website provides an extensive analysis and 
explanation of the bylaws, as well as being a venue to provide direct 
feedback and to have enquiries answered. Your comments and feedback 
are being collected until July 15.

Then, the AMA/AHS bylaws working group will consider all this 
physician input and prepare a proposed final version, which will be 
presented to AMA’s council of presidents for a recommendation to 
support or reject.

Subsequently, the AMA’s board of directors will consider the council 
of presidents’ report and recommendation, and the board will decide 
whether to recommend that physicians should support or reject the bylaws 
in a referendum to be held in the fall.

All “practitioners” (physicians, dentists and podiatrists with current 
medical staff appointments) will receive the final version of the bylaws in 
August. Physicians will be advised of the AMA board’s recommendation 
to support or reject. In September practitioners with appointments will 
vote on acceptance of the bylaws.

The referendum results will be sent to the minister of health and 
wellness, who has final decision-making authority, i.e., votes are not 
binding upon the minister, but obviously will be seen as an indication of the 
profession’s support for the new bylaws. Assuming ministerial approval, 
the new bylaws would likely come into force on January 1, 2011.

These bylaws have implications – direct or potential – for every 
physician in the province, and every physician should give them due 
attention. Here are some of the ways they may impact you:

Outline who will be a member of a zone medical staff • 
Allow physicians to work with a province-wide medical staff • 
appointment
Confirm that physicians without appointments will have access to • 
basic lab, diagnostic imaging, homecare, community rehabilitation, 
and Netcare
Clearly outline what medical staff and AHS administrators are • 
responsible for – and the rules of respectful working relationships 
between us
Make the Canadian Medical Association (CMA) Code of Ethics and • 
self-regulation (College of Physicians & Surgeons of Alberta [CPSA] 
code of conduct) the basis of physician conduct 
Streamline and significantly improve peer review, credentialing and • 
other processes – based explicitly on fairness

The AHS/AMA provincial medical staff bylaws working group has 
endeavored to ensure that the bylaws:

Provide physicians with fair and due process under the bylaws.• 
Facilitate a clear understanding of the rights and responsibilities • 
of both Alberta Health Services and the practitioner* in the AHS 

environment. (*Please note that 
where “practitioner” is used 
instead of “physician,” it is 
intended to be inclusive of all 
professions under the bylaws, 
including dentists and podiatrists 

with appointments and privileges.)

Key elements of the proposed medical staff bylaws

PART 1 – GENERAL PROVISIONS
Bylaws are binding on AHS and practitioners accepting • 
appointments
Describes how AHS will manage practitioner files, i.e., information • 
collected, disclosed and accessed by practitioners
Allows physicians to bring an advisor (lawyer, medical staff • 
representative, colleague of choice, etc.) when appearing before a 
person of authority
Explains processes for amending bylaws • 

PART 2 – AHS MEDICAL ORGANIZATIONAL STRUCTURE 
Zone medical staff associations (ZMSAs) to serve as the zone-level • 
representative bodies of the medical staff with respect to bylaws-
related functions and issues
Provincial practitioner executive committee to advise AHS • 
regarding: practitioner workforce planning; provincial AHS polices; 
accreditation functions; approving amendments to rules
Medical staff bylaws and rules review committee • 
Zone medical administrative committees to deal with quality and • 
patient safety issues in each zone. 
Zone application review committees to consider applications for or • 
changes to appointments and privileges

PART 3 – CREDENTIALING PROCESS
Outlines the process for applying for AHS appointments and • 
privileges
Appointments are provincial, not zone-based• 
Active1. 
Probationary2. 
Temporary3. 
Community: Who wish to join a department and have input into AHS 4. 
activities, but do not require privileges
Locum Tenems 5. 
Outlines process for applying for privileges• 
Note that appointments alone do not automatically confer 1. 
privileges
An offer of privileges outlines: the specific privileges granted; sites of 2. 
clinical activity; and identification of the AHS services and programs 
that the practitioner may access

Continued on page 8
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In Need of a Billing Clerk?

T&G Billing Services is 
proud to offer:

Next day service if needed• 
Pick- up and delivery• 
Competitive rates• 
A l b e r t a  H e a l t h  C a r e • 
submissions
Reconciliations• 
Experience in Family practice, • 
OBGYN billings
Special interest and expertise • 
in Surgical Assist and Pediatric 
Billings
Over 20 years experience in the • 
field of medical billing

For more information please 
contact: 

Tanya Sealock M.O.A  at 
403-616-7471 or tgbill@telus.net 

References available upon 
request

Letters continued

Hope for the future? 
Dear Honorable Zwozdesky,
Just a quick note to apologize on my late arrival to the head table 

and my tardy introduction to you last night at the CAPA meeting that 
you kindly attended. I was a little discombobulated upon arrival as I 
was attending to a 10 year old boy that had collapsed at school sitting 
at his desk. He went by EMS to the RV hospital emergency and after 
30 minutes of resuscitation, then to ACH ICU and then to U of A 
hospital for bypass (ECMO). He has been my patient for years with 
heart failure, a pacemaker, and on many medications. I am close to his 
family and needed to be there. I am a pediatric cardiologist with a clear 
priority of putting patients first. As per below, I am also passionate, 
like you, about getting our system of care fixed, or at least pointed 
back in the right direction. I have been involved in leadership roles 
in my past and currently consider myself a foot soldier in this battle.

I also wanted to say how much your candid and frank remarks were 
appreciated by the CAPA executive and your audience of concerned 
physicians. You clearly have a great grasp of where we have come 
from, the current issues and the complex initiatives that need to be 
in place for a turn around that will achieve the goals the government 
and premier has set.

Your initiative to stabilize funding for the AHS and its infrastructure 
will go far for better decision making that allows for forward planning. 
The AHS is such a large entity and it has disengaged its healthcare 
work force, with the lowest morale ever, even amongst its own salaried 
physicians, let alone the fee for service physicians. You asked for 
examples of issues and more importantly solutions. Let me drop a 
few, just so I feel I have done my citizen’s duty and my advocacy 
for physicians.

Poor AHS decision-making is rampant, the right arm still not 
knowing what the left arm is doing. A Lethbridge new CT scanner paid 
for, more than a year ago, remains in a shipping dock, with the service 
contract running out, as there is no “operating funds” to get it in place 
and running. The laundry from Calgary hospitals is transported to and 
from EDMONTON to centralize the service, but at what extra cost 
to the system and environment. Autopsies are no longer permitted in 
Lethbridge, so instead the bodies are transported, at $1500 per body, 
to centralize the service, even though the personnel and facilities to 
do the cases are in place in Lethbridge. The laboratory/pathology 
physicians are under AHS contract, not under the AMA, and have not 
been permitted to have the increase in income that all other physicians 
have had for each of the last four years, not even the inflation rate. 
The senior executive of AHS remains steadfast in meeting “other” 
obligations, ignoring the pleas from these docs and the AMA for a fair 
deal. We are building a huge south Calgary hospital at great capital 
expense, yet we have NO operating funds in place or allocated, and 
we have NO significant human resource plan for RN’s and MD’s; 
we all refer to this as an expensive future shuffle of existing services 
that will be an absolute embarrassment to the AHS, AHW and the 
government when it shakes out. ARP contracts continue to include a 
clause that “muzzles” physicians from speaking out, in spite of public 
reassurances that “there is no muzzle.”

I could go on but you can see the concern, as the growing middle 
management of AHS continue to count paper clips, attend meetings, 
and avoid putting patients first, always trying to tinker with the system 
that favors the education-research priority instead of the patient, 
trying to be everything to everybody, controlling all with little to brag 
about. In contrast, note that the AMA has been within its physician 
services budget for the last five years and remains an example of a 
well run association that has worked with the government, on so many 
initiatives, to achieve a terrific relationship and workable healthcare 
initiatives.

The rural family doc last night wondered about continuity of 
programs, especially the PCN’s. Many of the AMA programs are 
wondering the same, for example POSP. Doc’s committing to EMR’s, 
for time, space, training, equipment and yet have a concern for ongoing 
funding. As you said, stabilizing the sources of funding is fundamental 
to good decision-making. In this vein, AMA is at the negotiating 
table, and has had little response to its opening position, its request 
for funding assurances for programs and the request for an expedited 
effort for a long-term agreement. I will make a large request . . . that you 
offer the physicians in Alberta, through the AMA vehicle, a funding 
agreement that is long term and able to fund existing and proposed 
programs that “put our Alberta patients first.” My personal view is that 
these are the best “value for health funding dollars” that are currently 
spent. It would be a disaster to move anything more over toward the 
AHS umbrella as they remain a classic ship, a “titanic,” unable to 
steer amongst the icebergs, 
in the turbulent waters that 
they often create.

I wish you all the best. 
I admire your listening 
skills and your personal 
approach. You gave many 
of us some hope, many of 
us, the front line clinical 
worker bees. It was good to 
see Dr. Francois Belanger 
as the AHS sole executive 
representative, as one 
wouldn’t want to think 
that AHS didn’t care about 
what the docs had to say, 
would we? All the best to 
you Gene. 

M i c h a e l  G i u f f r e 
MD MBA,  ped ia t r i c 
cardiologist ,  c l inical 
professor cardiac sciences 
and pediatrics, University 
of Calgary 
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Physician needed
Calgary, AB
Part- or full-time physician needed in northcentral Calgary clinic 

to either take over existing practice or establish a new one. Clinic is 
easily accessible and close to laboratory and X-ray facilities. Physician 
Office System Program latest VCUR-approved electronic medical 
records in place.

Contact: Dr Ajike Oladoyin, Simons Valley Family Clinic, 
17-6219 Centre St N. T 403.274.4428, ajikeo@gmail.com

Medical clinic turnkey/Calgary
Start practice now. Patients waiting, staff in place.
Convenient to Foothills and Children’s.

6201 873 85 St. S.W.
Call 403 217 6453 ext 6, or email: menahs@hotmail.com

PART 4 – RESPONSIBILITIES AND ACCOUNTABILITY OF 
AHS AND MEDICAL STAFF

Outlines a commitment by both parties to fairness and ethical • 
behavior
Requires all physicians, including medical administrator leaders, to • 
abide by AHS values 
Canadian Medical Association (CMA) code of ethics and CPSA code • 
of conduct take precedence for physicians if AHS code of conduct 
or AHS policies conflict with the CMA code of ethics or the CPSA 
code of conduct.
Outlines practitioner and AHS responsibilities under bylaws• 
Yearly appointments are replaced by performance reviews every • 
three years 
Practitioners participate in department activities, including a • 
reasonable on-call schedule

PART 5 – PERIODIC PERFORMANCE REVIEWS
Outlines the terms and processes for performance reviews• 
Applies to all practitioners in the active staff category• 
Undertaken every three years for active staff physicians• 
Annually after age 65• 

- No mandatory retirement provisions

PART 6 – TRIGGERED INITIAL ASSESSMENTS AND REVIEWS
Outlines how AHS will deal with complaints about physician • 
performance in AHS facilities
Establishes procedural fairness and timeliness for the process• 
Allows for an informal consensual dispute resolution process that is • 
expected to suffice for the vast majority of cases
Outlines a procedure for formal hearing review • 
Outlines the appeal process• 
Outlines a process for immediate action to be used only in the event • 
of serious concerns about a physician’s personal health or public or 
patient safety

PART 7 – TRANSITION PROVISIONS
Outlines how physicians’ current privileges and appointments will • 
be reviewed and transferred 

- Most physicians will simply be granted equivalent   
 privileges

Outlines an appeals process • 
Outlines a process for transferring current complaint investigations • 

AHS MEDICAL STAFF RULES
Additional general rules with respect to AHS programs and services
Rules• 
Elaborate on provisions of the bylaws and provide important 1. 
information regarding committee structures
Explain how physicians with or without appointments may access 2. 
AHS programs and services available to all licensed physicians 
(i.e., universal services and programs). Includes described lab and 
diagnostic imaging services
Outline provincial patient-care and practitioner-related provisions 3. 
for: admissions; patient attendance; doctors’ orders; patient consent; 
on-call; transfer of responsibility; conflict of interest; medical records; 
and other matters

AMA update . . . continued. CAPA classified

Incoming CAPA president, Dr. Lloyd Maybaum presents 
outgoing CAPA president, Dr. Linda Slocombe with 

flowers at the CAPA AGM. You haven’t heard the last 
from Linda though. She assumes the AMA presidency in 

September 2011.
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The Rockyview General Hospital Medical Staff Association 
held its annual general meeting on Tuesday, June 8, 2010 at 
Heritage Park, in Millarville Ranchers’ Hall. This magical 

evening included sultry vintage acoustic soul performed by trio Do 
Right Woman featuring Robyn Hauck, Willow Brocke & Deanna 
Dubbin. Photographs were taken by Barbara & Doug Thorson. 

Physician Recognition Awards topped the evening off, “very 
important presenters to our very impressive physicians” as Rockyview 
General Hospital physicians were recognized for their contribution to 
excellence by their department/division for the past year:

Department of emergency medicine
Dr. Jane Clarkson – recipient, Dr. Douglas Thorson – presenter

Department of emergency medicine
Dr. Christopher Godfrey – recipient, 

Dr. Douglas Thorson – presenter

Department of family medicine/obstetrics program
Dr. Elizabeth Monaghan – recipient, 
Dr. Deborah Hitchcock – presenter

Department of medicine/division of general internal medicine
Dr. Eugene Adamiak – recipient, Dr. John Conly – presenter

Department of medicine/division of general internal medicine
Dr. Ghazwan Altabbaa – recipient, Dr. John Conly – presenter

Department of medicine/division of respirology
Dr. Gordon Ford – recipient, Dr. John Conly – presenter

Department of obstetrics & gynecology
Dr. Gail Lam – recipient, Dr. Jaelene Mannerfeldt – presenter

 
Department of pathology & laboratory medicine

Dr. Andrew Kulaga – recipient, Dr. Allan Oryschak – presenter 

Department of psychiatry
Dr. Elizabeth Wallace – recipient, Dr. John Elliott – presenter

If you missed the RGH MSA AGM this year, you won’t want to 
miss next year’s AGM, here are some comments received:

●I had never heard that kind of entertainment before and it was 
very good!

●The venue was nice, the food delicious and it is fun to come to 
Heritage Park and dress Western.

●I enjoyed visiting with my peers in a relaxing atmosphere while 
being entertained and listening to the music; I am planning to attend 
next year and will spread the word.

●Congratulations on a wonderful evening - you did a great job! It 
was my first time attending and I am planning to attend next year.

●Thank you for organizing this event, and to the RGH MSA, for 
what was an absolutely wonderful meeting this year.

●It was a really great event. The food was exceptional.

Upcoming RGH MSA meetings: September 14, 2010, December 
14, 2010, March 8, 2011, June 14, 2011 (AGM)

Rockyview General Hospital Medical Staff Association
Annual general meeting June 8, 2010By Stella Gelfand, RGH medical staff association 

Back Row (L to R): Dr. Jane Clarkson, Dr. Gordon 
Ford, Dr. John Elliott, Dr. Deborah Hitchcock, Dr. Allan 

Oryschak, Dr. Andrew Kulaga, 
Front Row (L to R) Dr. Gail Lam, Dr. Elizabeth Wallace, 
Dr. Elizabeth Monaghan, Dr. Eugene Adamiak, Dr. John 
Conly, Dr. Ghazwan Altabbaa, Dr. Christopher Godfrey. 

Missing from Photo Dr. Jaelene Mannerfeldt

Above - DO RIGHT WOMAN - Willow Brocke, Robyn 
Hauck & Deanna Dubbin

Left - Dr. Douglas 
Thorson, Rockyview 

General Hospital Medical 
Staff Association 

president
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Dr. Lloyd Maybaum,
CAPA president-elect 
Phone: 403-943-4904

For whom the bells doth toll . . .
From the CAPA president-elect

The bells are ringing. Surge 
capacity. Triage at the Tom Baker. 
Enormous wait lists. Within this 
chaos physicians are feeling 
powerless but we are not powerless. 
We are tired. We are tired of being 
marginalized, discounted and 
unheard. It is time that we speak. It 
is time that we roar. Though clearly 
we have been a mere afterthought 
in the AHS experiment we must not 
remain silent. A fundamental role 
of physician associations such as 
CAPA is to keep AHS accountable 
and we will not fail in this duty. 
The bells are ringing. To this din I 
draw your attention to the plight of 
vascular surgery.

If health care infrastructure decisions were based upon actuarial 
need, then vascular surgery, in Calgary, must rank near the top. Few 
likely realize that since 1998 little to nothing has been invested into 
vascular services in Calgary. This specialty and their patients need 
help and they need help now.

Calls for the prioritization of vascular surgery and re-design 
including patient focused care and optimization of access were made 
almost three years ago as a result of waiting lists and adverse patient 
outcomes. Vascular surgery inpatient utilization has essentially been at 
overcapacity since August 2007. With only five surgeons working flat 
out any imposition of overcapacity will become an onerous burden.

Given leave and educational time there are perhaps four active 
vascular surgeons in the city at any given time. They must provide 
first and second call coverage. This means city wide regional call 
every other day, call one-in-two, indefinitely. Sound appealing? These 
surgeons have no life outside of their careers. Coverage must be 
provided 24/7, 365 days a year. It would seem that the least we can do 
is stand up and support these surgical heroes. A standing ovation for 
even a marginal theatrical performance is commonplace in Calgary. 
These physicians deserve an ovation from every citizen in this city. 
Moreover, they deserve some respect. 

Discussions increasingly emphasize the fact that safety and access 
are being compromised in vascular surgery due to a lack of equipment, 
insufficient physical space and insufficient supporting processes. 
Repeated adverse patient outcomes have occurred simply because 
of the antiquated x-ray machines that vascular is forced to employ. 
Overall, multiple severe adverse patient outcomes have occurred as 
a result of the dire situation in vascular surgery. Yet we still have no 
agreed upon plan. No solution. How many more patients and families 
must suffer? The bleeding in vascular surgery is audible.

Proposals have been made to change to a centralized referral and 
triage process. Adopting this proposal should reduce the wait time from 
referral to placement on the vascular OR wait list from 90 days to 36 
days or less. The proposals have been submitted yet all anyone can hear 

is the sound of crickets from the etherium of provincial management. 
The AHS beast is slow but our patient suffering is real. I have said it 
before, it is we front line health care workers that shoulder the burden 
of guilt and shame for the system yet we physicians have less and less 
decision making authority over the processes and decisions that affect 
our workplace and impact our patients.

In vascular surgery a hybrid OR is a must. Significant amounts 
of intraoperative x-rays are required for visualization of structures 
during these sometimes particularly bloody procedures. Moreover, 
high power x-ray capability is required given our increasingly obese 
population and the need for greater penetration through adipose tissue. 
Business plans have been submitted yet answers are not forthcoming. 
Sound arguments have been made that vascular surgery must remain 
at the Peter Lougheed Centre and not relocated to the Foothills or the 
McCaig tower. The Foothills is already a pandemonium of emergency 
services and there will be no long term cost savings by relocating 
vascular services.

The frustration for the vascular surgeons must be enormous. 
Decision making in AHS is beastly slow and unresponsive. AHS 
appears to be a great lumbering hulk. A sleepy dullard that doesn’t 
seem to listen despite the shrill cries of despair, urgency and need. 
With the seemingly poor response to polite requests, smelling salts 
seem to be in order. When crisis is at hand, we need agility, we need 
responsiveness and we need action – not bureaucracy.

Frankly, AHS capital planning increasingly seems to be an obstacle. 
Write a business plan. Write another one. Write a proposal. Send it to 
some committee. The band plays on . . . jumping through more hoops. 
Delay, delay and more delay.

The inertia in AHS is painful. When we express concerns they 
seem to disappear into the ethereal void of upper executive provincial 
management. As we continue to look up into this ethereal mist, 
watchful and hopeful – responses to our concerns never seem to 
materialize. We are left wondering, will we hear back in weeks, months 
or perhaps never at all?

As a result of inadequate intraoperative imaging capabilities, over 
$200,000 in annual costs are incurred due to endovascular failure. 
Potential new surgical recruits have turned down the open positions 
in vascular surgery in large part due to the abysmal state of vascular 
surgery infrastructure. Recruitment is difficult if not impossible 
given that our infrastructure pales in comparison to other programs 
in Canada. 

At this time the sentiment seems to be that all the pertinent 
physicians and executives in the Calgary Zone have advocated to the 
best of their abilities. It is now at the provincial level. And so we wait. 
The next business plan will be presented likely in April. Thereafter, if 
approved, the funds could take three to five years to materialize. This 
is unacceptable. Adverse patient outcomes will continue to mount. 
This department needs a parachute now, not in three years. The bells 
are ringing. 

Is anybody listening? Anybody?
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