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From the CAMSS president
Farewell but you’re in good hands!

Dr. Lloyd Maybaum,
CAMSS president 

Phone: 403-943-4904

I suggest to you that if Horne really wanted to put the issue to rest 
he would simply have explained to the public that the timing was 
really unfortunate but that these legal contracts were signed over a 
year ago and as such, they must be honoured. Moreover, he would 
want to cultivate an image that government affiliated contracts are 
honoured in this province. We are honest dealers in Alberta, not a 
bunch of deadbeats. For some reason, however, our health minister 
did not convey these messages. 

Instead of being honest and forthright which would have allowed 
this problem to easily dissipate, our health minister went out of his way 
to make this a hotly debated public issue. His army of communications 
specialists seemingly ensured that the public would angrily buy into 
the falsehood that these contracts included willy-nilly egregious 
‘bonuses.’ The health minister did little to contradict this falsehood. 
He knew that the chairman and the board could not and would not 
dishonor these contracts. If they did, they would individually lose 
all credibility and moreover, subject themselves to lawsuits. They, 
frankly, could not renege on these contracts regardless of the terrible 
timing and poor optics. Horne would have known this yet he persisted 
in backing Lockwood and the board into a corner. 

The board made the only decision they could, that of upholding the 
contracts and he, our minister of health, a representative of the people 
of Alberta, promptly fired the chairman and the entire board. A hatchet 
job and a set-up if ever there was one. Sounds like a situation that you 
might encounter in some tin-pot dictatorship but alas, this abuse of 
power unfolded in our supposed democratic province of Alberta. 

Obviously, the situation strongly suggests that Horne was highly 
motivated to fire Lockwood and the board. But why? Consider the 
following:

Notions of political interference
First of all let us flash back to June 2011 and our very own 

beloved magazine, Vital Signs. In that issue I wrote an article entitled 
“Firewall” which recommended placing a ring fence or firewall around 
AHS and the health care system making it a no-go zone for lobbyists 
and politicians. This would allow the AHS board and AHS executives 
to effectively and rationally manage the delivery of AHS operations 
without the meddling interference of political whim and expediency. 
For convenience, we have reprinted this article elsewhere in this issue 
of Vital Signs.

Keeping this notion of political interference in the healthcare 
system in mind, we fast-forward two years and find an Edmonton 
Journal article on April 10th, 2013 by Keith Gerein, entitled “AHS 
Chair Accuses Province of Political Interference.” This article noted, 
“The chairman of Alberta Health Services is calling on government 
officials to keep their hands off the daily management of the health 
system, saying that a “culture” of political interference has led to too 
many disruptions in recent years.” The article also noted Lockwood 
as saying “there has been a damaging tendency to micromanage or 
undermine the work of the health authority.” 

One can well imagine that the health minister reached for some 
bromides after reading Lockwood’s comments. Moreover, with the 
publication of this article it was clear that Stephen Lockwood’s days Continued on page 5

I can’t believe that it has been 
almost three years since I 
became CAMSS (CAPA) 

president. My turn at the helm 
ends September 30th and I am very 
pleased and proud to announce that 
your new CAMSS president-elect is 
none other than Dr. Steve Patterson. Dr. 
Patterson has served as CAMSS treasurer 
for the past one and a half years and is 
also currently the vice president of the 
PLC MSA after serving two years as 
president of the PLC MSA. Dr. Patterson 
is stepping down as the assistant head 
for the PLC anaesthesia department in 
order to assume the CAMSS presidency. 
Dr. Patterson is truly an outstanding 
individual and has provided yeoman’s 
service for CAMSS. He has unofficially served as my back up for 
the past year and a half and he has been an absolute lifesaver. I truly 
cannot thank him enough for his efforts in looking after the treasurer’s 
responsibilities and everything else above and beyond. I know that 
CAMSS will be in very trustworthy and capable hands with Dr. 
Patterson.

Picking up this issue of Vital Signs you may notice that it is a bit 
heavier than usual. Very simply, there has been much to write about. I 
had a number of topics that I had wanted to write about but there is only 
so much time! This month I will be reviewing the firing of the AHS 
board and chairmen in what is the longest article that I have written 
so far. I hope the size doesn’t dissuade the reader! For the first time 
that I can think of we are reprinting an article that relates so well to 
the AHS board issue. We are reprinting the June 2011 article entitled 
“Firewall.” We have a number of other contributors this month as 
well. So consider this month’s edition of Vital signs your double-size 
bonus issue. On second thoughts, let’s not use the word “bonus.” If you 
remember, Vital Signs is not published in August so we’ll catch you 
in September. In the meantime have a restful, adventurous, wickedly 
fun, and of course, safe summer!

“All that is necessary for the triumph of evil is that good men do 
nothing” – Edmund Burke

June started and I had been thinking that things would quiet down 
for the summer. I was wrong. My idle fancy was shattered when 
the health minister pulled yet another disingenuous, egregious 

stunt. This time, he sacked the entire AHS board and its chairman, 
Stephen Lockwood. The significance of this act warrants a full debrief 
and assessment. Pull up a chair and a cup of coffee. You’re not going 
to like this.

If you believe the media, then the health minister decided to sack 
the board and the chairman due to the AHS executive ‘bonus’ issue. 
The majority of Albertans seem to have swallowed this interpretation, 
which is perhaps all that really mattered to the minister. With an air of 
righteous indignation the minister sacked the lot since they dared to 
disobey him, refusing to stop the wicked ‘bonuses.’ Admittedly, the 
timing and optics of these payouts was dreadful. People were being 
laid off while others were held to zero salary increases. 

The scenario, as outlined, was primed for convenient sound 
bites and set the stage for a good old-fashioned shoot-out at the 
OK corral — the good guys vs. the bad guys. Naturally, the health 
minister and the premier set themselves up as the good guys, while 
Lockwood and the board were painted as the evil black hatters. As we 
know, everything is not always as it appears to be. Sometimes in the 
swirling mists of deliberate obfuscation, spin and sound bites, reality 
is hobbled. When the murky mists clear we find that in fact, the good 
guys were really the bad guys. The fog of politics. Let us shed some 
light on this situation.

Dissecting the matter of executive ‘bonuses’ we find that, in fact, 
there is no ‘bonus’ structure included in any of the roughly 99 AHS 
executive compensation packages that have been at the heart of the 
matter. Each executive has a contract say, for example, $100k total 
compensation. However, instead of receiving this full compensation 
package these AHS executives are saddled with a clause that 
jeopardizes 20 to 25 per cent of their salary. This “pay-at-risk” would 
only be granted if certain performance targets and objectives were 
achieved. Thus, if an executive worked flat out and miraculously 
made all of their targets the most that they could earn is their total 
compensation package. There are no bonuses above this. I should add 
that these compensation packages are in the middle range compared 
to those of similar health care executive positions across the country. 
Importantly, these pay-at-risk arrangements were part of the executive 
compensation contracts. 

The health minister was fully aware that the pay-at-risk clauses 
were contractual arrangements. He is a smart man. If you renege on the 
pay-at-risk arrangements you are breaking a contract. He knew that, 
before and after he sacked the board. He also knew that the recipients 
of the contracts would be apt to sue for damages if these contracts 
were broken. Similarly, Stephen Lockwood and the board would have 
been well aware of these arrangements and the implications if these 
contracts were broken. 

CAMSS president editorial
Political postmortem
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for the summer. I was wrong. My idle fancy was shattered when 
the health minister pulled yet another disingenuous, egregious 

stunt. This time, he sacked the entire AHS board and its chairman, 
Stephen Lockwood. The significance of this act warrants a full debrief 
and assessment. Pull up a chair and a cup of coffee. You’re not going 
to like this.

If you believe the media, then the health minister decided to sack 
the board and the chairman due to the AHS executive ‘bonus’ issue. 
The majority of Albertans seem to have swallowed this interpretation, 
which is perhaps all that really mattered to the minister. With an air of 
righteous indignation the minister sacked the lot since they dared to 
disobey him, refusing to stop the wicked ‘bonuses.’ Admittedly, the 
timing and optics of these payouts was dreadful. People were being 
laid off while others were held to zero salary increases. 

The scenario, as outlined, was primed for convenient sound 
bites and set the stage for a good old-fashioned shoot-out at the 
OK corral — the good guys vs. the bad guys. Naturally, the health 
minister and the premier set themselves up as the good guys, while 
Lockwood and the board were painted as the evil black hatters. As we 
know, everything is not always as it appears to be. Sometimes in the 
swirling mists of deliberate obfuscation, spin and sound bites, reality 
is hobbled. When the murky mists clear we find that in fact, the good 
guys were really the bad guys. The fog of politics. Let us shed some 
light on this situation.

Dissecting the matter of executive ‘bonuses’ we find that, in fact, 
there is no ‘bonus’ structure included in any of the roughly 99 AHS 
executive compensation packages that have been at the heart of the 
matter. Each executive has a contract say, for example, $100k total 
compensation. However, instead of receiving this full compensation 
package these AHS executives are saddled with a clause that 
jeopardizes 20 to 25 per cent of their salary. This “pay-at-risk” would 
only be granted if certain performance targets and objectives were 
achieved. Thus, if an executive worked flat out and miraculously 
made all of their targets the most that they could earn is their total 
compensation package. There are no bonuses above this. I should add 
that these compensation packages are in the middle range compared 
to those of similar health care executive positions across the country. 
Importantly, these pay-at-risk arrangements were part of the executive 
compensation contracts. 

The health minister was fully aware that the pay-at-risk clauses 
were contractual arrangements. He is a smart man. If you renege on the 
pay-at-risk arrangements you are breaking a contract. He knew that, 
before and after he sacked the board. He also knew that the recipients 
of the contracts would be apt to sue for damages if these contracts 
were broken. Similarly, Stephen Lockwood and the board would have 
been well aware of these arrangements and the implications if these 
contracts were broken. 

CAMSS president editorial
Political postmortem

were numbered. It seemed clear to me that this PC party would not 
tolerate such candor and would readily concoct some reason or 
circumstance to rid themselves of Lockwood. We must also consider 
that Lockwood would have had influence on the entire board and I am 
certain that his statements were discussed and approved by the board 
members. Hence, the PC party would be cramming for a political 
solution to sack the entire board.

The board and chairman were appointed by the PC party
A point not to be overlooked is that this board and Lockwood 

himself were appointed by Premier Redford, minister Horne and the 
PC party. Thus, we would likely anticipate a degree of partisan loyalty 
from the board and from Lockwood. Despite these assumptions of 
loyalty, this board and Stephen Lockwood spoke out in defiance of 
their political masters. This would suggest that the extent of political 
interference in the healthcare system must be so profound than even a 
handpicked board and chairman spoke out against it. This is riveting 
and all Albertans should sit up and take heed. If this board spoke out 
about political interference in the health system then you can bet that 
it is a significant and serious problem.

Lockwood and the board were setup but exonerated by a 
hidden report

By speaking out about political interference in the healthcare 
system, Lockwood and the board targeted themselves for termination. 
Perhaps they stood their ground thinking they had some degree of 
protection since hidden in the background during this escalating fight 
was a very significant and revealing report. A report which Stephen 
Lockwood noted had been prepared but was never made public by 
the governing PC party. 

Dr. Michael Giuffre, our AMA president, also commented on the 
hidden mystery report in his March 21st president’s letter where he 
noted that the report would likely never see the light of day. In the 
end, Michael Giuffre was wrong. The report was indeed released. 
According to the Liberal party, it was slipped in and placed on the 
government website 15 minutes before Horne fired Lockwood and 
the board on Wednesday, June 12th. 

We now know that the hidden report is that of the health governance 
review task force and is entitled “Working Together to Build a High 
Performance Health System.” This report was initiated in response to 
the recommendations of the HQCA and their February 2012 final report 
that reviewed the issues of physician intimidation, ER emergency 
waits and cancer surgery. Recall that this HQCA report confirmed 
that physician intimidation was indeed a problem.

The minister hid the report that substantiated claims of 
political interference 

The health governance review task force pursued a review and 
prepared a document to guide us towards a more optimal health care 
system. These functions were performed at the request of the PC 
government and at the expense of the taxpayer. Their final report was 
submitted to Horne in December, but it was hidden, its contents to 

Political postmortem continued.
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remain secret as the minister sat on it for six months. 
Why was it that Horne sat on this report for six months only to 

slip the report onto the government website mere moments before the 
earth shattering announcement that the AHS board and chairman were 
fired? A cynic might suggest that this firing proved to be an excellent 
diversion away from this particularly damning report. I say this since 
the contents of this report substantiate what I first wrote about two 
years ago and what Stephen Lockwood and the AHS board bravely 
declared on April 10th : There is far too much political interference 
in the Alberta healthcare system. Ironically, Lockwood and the board 
were defending the recommendations of this report — that AHS and the 
healthcare system should operate at arms length from the minister (and 
his office) in order to minimize the toxic effects of political influence 
on the delivery of healthcare services in this province. 

Horne knew the contents of this report. He knew that the report 
substantiated the concerns and comments made by Lockwood yet in 
a sick and twisted manner he took action and sacked the AHS board 
and chairman after deliberately painting them into a corner. This 
minister’s actions underscored and doubled-down on the fact that 
there is too much political interference in the system. This health 
minister knowingly and absolutely defied the recommendations of 
the task force. I must ask, what the hell was the point of assigning a 
task force with taxpayer dollars only to completely hide, ignore and 
ultimately defy the recommendations? 

The inconvenient truth of political interference
Let me assert that the task force report presented a series of 

inconvenient truths that strike to a core of subversion that the governing 
party is not prepared to acknowledge. This government cannot operate 
and maintain power and control, election after election, without 
political interference. Political control and interference is the life-
blood of this party. It ultimately controls or manipulates corporations, 
appointments, boards, civic politics and cronies through fear and 
intimidation. If you don’t donate or play ‘nice’ you’ll be fired or cut 
off from the favours or influence doled out by this governing party. 
By removing political interference from health care you remove the 
ability of this PC government from intimidating health care workers 
and executives and removing the party’s ability to play favourites and 
engage in patent cronyism — all of which are the life-blood to the 
success of this governing party. 

This board and chairman were incredibly courageous. They had to 
know that by taking this ethical stand the party would counterbalance, 
target and go after them. Perhaps the board was politically naïve, but 
all Albertans should admire their courage because for the majority of 
us Albertans, we are cowed and intimidated by this bully of a PC party. 
Most would choose the politically astute response: see nothing, hear 
nothing, say nothing and hope the masters will smile upon you when 
you need funding, waivers or ‘special handling’. 

Let me assert that the firing of the board had nothing to do with 
‘bonuses’ or contracts. It had everything to do with the assassination 
of a board and chairman that dared speak out against their political 
masters. This decision likely also relates to another pointy-ended 
dagger of politics. Let me further explain.

Decisions by AHS became a political liability
Lately, AHS has been generating significant negative publicity for 

this government due to the tough, difficult decisions they have made 
in order to turn our healthcare system around. Programs are closing 
and yes, some people are suffering. I too have questioned some of 
these more recent decisions. In effect this has made the government 
look bad, and in particular, making Premier Redford look bad. We 
might want to consider that our premier is facing a leadership review 
this fall and she most definitely desires positive press in the months 
leading up to her review especially given her significantly low approval 
ratings. Thus, AHS was becoming a serious liability. AHS arms-length 
operational decisions were becoming a public relations nightmare for 
Redford. The firing of Lockwood and the board, I would suggest, is 
also linked to the fact that for this governing PC party, operating at 
arms length distance from AHS and the board was fanciful ONLY 
until it became a political liability. 

By removing the chairman and the board the premier has ensured 
months of relative quiet from the healthcare portfolio since now, the PC 
party controls the messaging and the decisions made. Once the board 
became a liability one can imagine the Red Queen shouting “off with 
their heads” seemingly without a care or whim regarding the fallout 
and healthcare quagmire left in the wake of this decision. We once 
again face more disruption and unrest in Alberta health care. 

The implications of this decision
Now that we have lost the board and chairman, what are the 

implications for AHS and our health care system? We must realize 
that the AHS board and chairman were acting as a buffer between 
the minister’s office and AHS executives. The board was serving to 
reduce the amount of political interference that Horne could exert on 
AHS executives thereby liberating them to focus and knuckle down 
to their tasks of operating an efficient and timely health care system 
free from political distraction. 

Without a board and chairman we now have a situation in which 
it is open season for the health minister to directly dictate operational 
decisions to individual AHS executives. If they talk back, they will 
be fired or will certainly fear the axe. Thus, we now have a situation 
in which unbridled political interference, lobbying and toadying to 
cronies can run unchecked in AHS. What are the chances that AHS 
executives will contest a request by this minister? What are the 
chances that they will refuse a request by this health minister when 
it contravenes their values or the corporate values that we hold near 
and dear in AHS? These executives now have no one to turn to for 
protection. They face the option of swallowing their values or losing 
their jobs. 

Janet Davidson the hastily appointed ‘official administrator’ is a 
solitary individual appointed to replace an entire board. She works day 
to day without a long-term contract and with no severance deal. She is 
entirely vulnerable to the whims of the health minister. Consequently, 
there is a zero percent chance that she will do anything but exactly 
what the health minister requests. She is and will be no buffer for 
AHS executives. 

Summary
I cannot underscore and emphasize enough that every Albertan, 

regardless of political affiliation must wake up to this Orwellian 
reality. The firing of the board and chairman will have huge negative 
ramifications for AHS. In fact, it already has. Morale amongst the 
executive is as low and as shell-shocked as I have ever seen or could 
have imagined. The health minister demonized them as fat-cats 
that only cared about ‘bonuses’ which could not be farther from the 
truth. I know these executives. They are caring, compassionate and 
dedicated individuals. This health minister is no AHS executive. 
These executives earned and deserve the full scope of their contracts. 
There is no trust in this health minister and all can anticipate that the 
decrepit and corrosive effects of lobbying and influence peddling 
will embitter every executives’ enthusiasm for doing the ‘right thing.’ 
Horne is not the white-hatted good guy as portrayed by his league of 
spin masters. 

Summarizing, we very sadly have a governing party that is placing 
their political interests above the best interests of all Albertans and 
taxpayers thereby undermining our ability to form the best, high 
performance health system in Canada. Lockwood and the board have 
paid the price but mark my words, despite their termination the AHS 
executive pay-at-risk contracts will be honoured by the health minister. 
The tax dollars spent on the health governance review task force and 
their report “Working Together to Build a High Performance Health 
System” is scrap paper and money burned. Every Albertan should be 
outraged. We have a truly sad and sullied form of democracy in this 
province. The time for change is long overdue but what will it take for 
the citizens of this province to wake up and demand the restoration of 
good, decent, ethical government in this province? 

I see a time when we will have our Tahrir or Taksim square moment. 
A time when Albertans will march with demands and take back their 
government. For now, in light of his repeated egregious actions, 
this health minister, Fred Horne, should resign. I for one have little 
confidence or trust in this health minister. It is time for him to resign 
or for Premier Redford to remove him from cabinet. AHS executives 
have no confidence in this health minister. Albertans should have no 
confidence in this minister. This government has demonstrated that 
they truly do not want arms length independence of AHS. They would 
seem to prefer a model of lobbying and influence peddling and by 
sacking the board it is now open season for such tactics. Albertans, 
must wake up from the mesmerizing effects of sound-bites and search 
for the truth. Search for a greater understanding. The sacking of the 
AHS board and chairman is a watershed moment in the erosion and 
undermining of democracy in this province. It is time for Albertans 
to speak up. It is time for the health minister to step down.

Political postmortem continued.

Continued on page 7
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Unity of the profession
This seven-year agreement has been three years in the making. It 

includes two years with no contract and three years of negotiations, 
that were often complex and at times, frankly, difficult. 

Through it all, the physicians of this province stayed firm and 
united, nowhere more so than here in the Calgary and Area Medical 
Staff Society (CAMSS), from your leadership right through to the 
membership. Your huge support and solidarity truly contributed getting 
back to negotiations and to a reasonable way of resolving disputes. 

But, I would be remiss if I did not share with you the following: 
Notwithstanding the fact that we have a new agreement, the process 
was unnecessarily difficult, protracted and acrimonious. It should not 
have been that way and the difficulties were not from our side. For 
some reason, the government felt that the Alberta Medical Association 
(AMA) and the 11,000 physicians we represent were an easy target to 
justify some of the difficult decisions government had to make.

At the end of the day, our central message was that the AMA must 
have a larger say in the planning, design and delivery of health care 
services. Of course government has a role to play. Alberta Health 
Services (AHS) has a role to play. But never again will Alberta’s 
physicians be marginalized as just another interest group.

Physicians will now be part of the health care decision-making 
process. Doctors need to have a say and influence decision-making 
and now we will. In fact, in this new agreement, government agrees 
that for any health care issues that “touch and concern physicians” 
they will consult with and seek the advice of the AMA.

Implementing the new agreement 
The first item of business under the new agreement is the handling 

of the one-time $68 million payment. Options for doing this were 
addressed at the special meeting of the representative forum on May 
4 for some initial thoughts and advice. The board of directors then 
held an in-depth discussion at our May board meeting. The board has 
made a recommendation that is being discussed with government and 
I will communicate the outcome with members as soon as I possibly 
can. As I mentioned already, the agreement calls for these funds to 
be dispersed within 90 days of ratification, so I can promise you the 
wait will not be long.

The other area that is creating a lot of interest for physicians is the 
physician compensation committee (PCC): What it is; who will be on 
it; and what its priorities will be. 

PCC will consist of not more than seven (and no less than three) 
members. Alberta Health (AH) and AMA will each appoint up to three 
and there will be an independent chair. The PCC may deal with all 
elements of physician compensation, plans and programs. The only 
exception to this is the group of grant programs, each under its own 
arrangements (e.g., physician and family support program, retention 

Continued on page 8

Decisions by AHS became a political liability
Lately, AHS has been generating significant negative publicity for 

this government due to the tough, difficult decisions they have made 
in order to turn our healthcare system around. Programs are closing 
and yes, some people are suffering. I too have questioned some of 
these more recent decisions. In effect this has made the government 
look bad, and in particular, making Premier Redford look bad. We 
might want to consider that our premier is facing a leadership review 
this fall and she most definitely desires positive press in the months 
leading up to her review especially given her significantly low approval 
ratings. Thus, AHS was becoming a serious liability. AHS arms-length 
operational decisions were becoming a public relations nightmare for 
Redford. The firing of Lockwood and the board, I would suggest, is 
also linked to the fact that for this governing PC party, operating at 
arms length distance from AHS and the board was fanciful ONLY 
until it became a political liability. 

By removing the chairman and the board the premier has ensured 
months of relative quiet from the healthcare portfolio since now, the PC 
party controls the messaging and the decisions made. Once the board 
became a liability one can imagine the Red Queen shouting “off with 
their heads” seemingly without a care or whim regarding the fallout 
and healthcare quagmire left in the wake of this decision. We once 
again face more disruption and unrest in Alberta health care. 

The implications of this decision
Now that we have lost the board and chairman, what are the 

implications for AHS and our health care system? We must realize 
that the AHS board and chairman were acting as a buffer between 
the minister’s office and AHS executives. The board was serving to 
reduce the amount of political interference that Horne could exert on 
AHS executives thereby liberating them to focus and knuckle down 
to their tasks of operating an efficient and timely health care system 
free from political distraction. 

Without a board and chairman we now have a situation in which 
it is open season for the health minister to directly dictate operational 
decisions to individual AHS executives. If they talk back, they will 
be fired or will certainly fear the axe. Thus, we now have a situation 
in which unbridled political interference, lobbying and toadying to 
cronies can run unchecked in AHS. What are the chances that AHS 
executives will contest a request by this minister? What are the 
chances that they will refuse a request by this health minister when 
it contravenes their values or the corporate values that we hold near 
and dear in AHS? These executives now have no one to turn to for 
protection. They face the option of swallowing their values or losing 
their jobs. 

Janet Davidson the hastily appointed ‘official administrator’ is a 
solitary individual appointed to replace an entire board. She works day 
to day without a long-term contract and with no severance deal. She is 
entirely vulnerable to the whims of the health minister. Consequently, 
there is a zero percent chance that she will do anything but exactly 
what the health minister requests. She is and will be no buffer for 
AHS executives. 

Summary
I cannot underscore and emphasize enough that every Albertan, 

regardless of political affiliation must wake up to this Orwellian 
reality. The firing of the board and chairman will have huge negative 
ramifications for AHS. In fact, it already has. Morale amongst the 
executive is as low and as shell-shocked as I have ever seen or could 
have imagined. The health minister demonized them as fat-cats 
that only cared about ‘bonuses’ which could not be farther from the 
truth. I know these executives. They are caring, compassionate and 
dedicated individuals. This health minister is no AHS executive. 
These executives earned and deserve the full scope of their contracts. 
There is no trust in this health minister and all can anticipate that the 
decrepit and corrosive effects of lobbying and influence peddling 
will embitter every executives’ enthusiasm for doing the ‘right thing.’ 
Horne is not the white-hatted good guy as portrayed by his league of 
spin masters. 

Summarizing, we very sadly have a governing party that is placing 
their political interests above the best interests of all Albertans and 
taxpayers thereby undermining our ability to form the best, high 
performance health system in Canada. Lockwood and the board have 
paid the price but mark my words, despite their termination the AHS 
executive pay-at-risk contracts will be honoured by the health minister. 
The tax dollars spent on the health governance review task force and 
their report “Working Together to Build a High Performance Health 
System” is scrap paper and money burned. Every Albertan should be 
outraged. We have a truly sad and sullied form of democracy in this 
province. The time for change is long overdue but what will it take for 
the citizens of this province to wake up and demand the restoration of 
good, decent, ethical government in this province? 

I see a time when we will have our Tahrir or Taksim square moment. 
A time when Albertans will march with demands and take back their 
government. For now, in light of his repeated egregious actions, 
this health minister, Fred Horne, should resign. I for one have little 
confidence or trust in this health minister. It is time for him to resign 
or for Premier Redford to remove him from cabinet. AHS executives 
have no confidence in this health minister. Albertans should have no 
confidence in this minister. This government has demonstrated that 
they truly do not want arms length independence of AHS. They would 
seem to prefer a model of lobbying and influence peddling and by 
sacking the board it is now open season for such tactics. Albertans, 
must wake up from the mesmerizing effects of sound-bites and search 
for the truth. Search for a greater understanding. The sacking of the 
AHS board and chairman is a watershed moment in the erosion and 
undermining of democracy in this province. It is time for Albertans 
to speak up. It is time for the health minister to step down.

Political postmortem continued.

Continued on page 7
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benefit, etc.). The PCC cannot interfere with these pre-established 
grant agreements.

The PCC will develop a plan to implement physician compensation 
requirements that link to strategies established by government. The 
PCC will also have certain responsibilities such as: 

• Managing allocation and the distribution of funding for 
changes in rates for insured services including the clinical 
component of academic alternate relationship plans (ARPs)

• Reviewing and determining prices for rural remote northern, 
physician on-call and business costs program.

• Identifying potential improvements to programs 
Obviously, it matters who will be on that committee and 

particularly the three AMA representatives to the PCC. These 
individuals must have demonstrated abilities to collaborate, show 
leadership, think objectively and have an interest in representing the 
entire profession. 

As for the chair of the PCC, the AMA and Alberta Health will put 
forward lists of names. The position reports both the minister and 
to me … and then to my successor presidents. This individual will 
require a special set of personal, professional and knowledge-based 
attributes because the operations of the PCC will be almost like an 
arbitration environment where the parties bring positions and the chair 
makes a determination.

We hope to identify an individual acceptable to both sides. If the 
minister and I can’t agree, there is a provision for the parties to apply 
to the Court of Queen’s Bench to make the appointment. 

Relativity
We expect that fee relativity will be among the first matters of 

business that government will present for discussion. The board has 
discussed a suggested review process and criteria and these are in 
early development. 

What’s important to remember is that we are talking about a fee 
relativity process, driven by data, evidence and consultation. There will 
be no cherry picking of fees to adjust. The board has emphasized:

• The importance of due process, transparency and fairness, 
not only in relation to fee relativity but also to everything that 
PCC does.

• The need for section input on things like the criteria for 
selecting which fees will be reviewed. 

• The need to look at all fees that seem misaligned, not only those 
that may appear to be high, but also those that are too low.

• The need to evaluate the implications of any changes on things 
like quality and access.

AMA sections have done a lot of work over the years developing 
their own internal relativity structures or INRVs. The board would like 
sections to have the opportunity to update the INRVs while PCC is 
developing its fee review process and we will discuss such a process 
at PCC where the decisions will be made.

PCC will, of course, do more than just look at fees. I think we have 
a chance to demonstrate what we have said for so long: There is a direct 
link between how physicians are paid and the way care is delivered. 

That includes creating the right incentives to reach the outcomes 
we want for the system in terms of quality and access and productivity. 
We can do this through ARPs and academic ARPs, through PCNs, 
new primary care funding models and strategic clinical networks and 
funding mechanisms for specialist care.

Consultation agreements
Think of the three consultation agreements as the rim around 

the main agreement … with PCC as the hub for financial and 
payment issues that may be fundamental to the various consultation 
agreements.

Let’s begin with provincial electronic medical records (EMR) 
strategy consultation agreement – paving the way for the AMA and 
government to develop together a new provincial electronic medical 
record strategy. 

We have a lot of e-health infrastructure in this province from 
physician office EMRs, to the province’s Netcare electronic health 
record to the systems that are used in Alberta Health Services inpatient 
and outpatient facilities. All these are going in their own direction, 
they are not coordinated and they are not integrated.

These systems individually are helpful but they do not talk to one 
another as they should. The IT people describe this by saying, “we 
have disparate electronic health systems that are not integrated in any 
meaningful fashion.”

This is no way to build a provincial electronic health care support 
system. Going forward, though, we now have an opportunity to 
leverage the investment we have made and bring more value to 
physicians, the system and patients. If the banking systems of the 
world can become electronic with confidence, then we can do it in 
health care.

The EMR strategy will need to include such things as standards 
and integration so that systems CAN talk to each other and 
physicians can share seamless information with other providers 
and the system. We need clinical decision support tools to improve 
quality and effectiveness. We need analytics for population health. 
And all components must have linkages to other provincial e-health 
strategies.

A working group chaired by Alberta Health and with equal 
representation from AMA, AHS and government will develop a 
report and recommendations on moving towards these strategies and 
objectives. That report will be due to the provincial health information 
executive committee by February 15, 2014.

Let me switch now to the topic of the primary medical care/primary 
care networks consultation agreement. As we look forward, primary 
care networks are obviously the foundation for what primary care 
is and may become. The AMA —through the primary care alliance 
—supports the medical home model with a team-based approach to 
screening, diagnosis, referral, recovery, prevention and wellness. The 
PCN model is evolving and referred to as “PCN 2.0.”

What is driving the evolution of primary care? There’s a simple 
statistic that tells us a lot about health care demand and expenditures. 

Continued on page 10

Excerpts from address to the CAMSS AGM on Wednesday, June 12, 2013, continued.
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That includes creating the right incentives to reach the outcomes 
we want for the system in terms of quality and access and productivity. 
We can do this through ARPs and academic ARPs, through PCNs, 
new primary care funding models and strategic clinical networks and 
funding mechanisms for specialist care.

Consultation agreements
Think of the three consultation agreements as the rim around 

the main agreement … with PCC as the hub for financial and 
payment issues that may be fundamental to the various consultation 
agreements.

Let’s begin with provincial electronic medical records (EMR) 
strategy consultation agreement – paving the way for the AMA and 
government to develop together a new provincial electronic medical 
record strategy. 

We have a lot of e-health infrastructure in this province from 
physician office EMRs, to the province’s Netcare electronic health 
record to the systems that are used in Alberta Health Services inpatient 
and outpatient facilities. All these are going in their own direction, 
they are not coordinated and they are not integrated.

These systems individually are helpful but they do not talk to one 
another as they should. The IT people describe this by saying, “we 
have disparate electronic health systems that are not integrated in any 
meaningful fashion.”

This is no way to build a provincial electronic health care support 
system. Going forward, though, we now have an opportunity to 
leverage the investment we have made and bring more value to 
physicians, the system and patients. If the banking systems of the 
world can become electronic with confidence, then we can do it in 
health care.

The EMR strategy will need to include such things as standards 
and integration so that systems CAN talk to each other and 
physicians can share seamless information with other providers 
and the system. We need clinical decision support tools to improve 
quality and effectiveness. We need analytics for population health. 
And all components must have linkages to other provincial e-health 
strategies.

A working group chaired by Alberta Health and with equal 
representation from AMA, AHS and government will develop a 
report and recommendations on moving towards these strategies and 
objectives. That report will be due to the provincial health information 
executive committee by February 15, 2014.

Let me switch now to the topic of the primary medical care/primary 
care networks consultation agreement. As we look forward, primary 
care networks are obviously the foundation for what primary care 
is and may become. The AMA —through the primary care alliance 
—supports the medical home model with a team-based approach to 
screening, diagnosis, referral, recovery, prevention and wellness. The 
PCN model is evolving and referred to as “PCN 2.0.”

What is driving the evolution of primary care? There’s a simple 
statistic that tells us a lot about health care demand and expenditures. 

Continued on page 10
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Just five per cent of our population expend 66 per cent of the annual 
dollars we spend on health care in Alberta’s publicly funded system. 

That’s quite an astounding number: it’s being called the “5/66 
paradigm” and it has been the focus of a lot of attention lately by the 
AMA, AHS, government (and in other jurisdictions as well).

I believe that we can use our PCNs, our evolving medical home 
model, and the structure provided by the primary care consultation-
agreement to directly address this group of patients. If done correctly, 
the care can occur largely in the community, at a reduced cost from 
hospital care and result in an overall reduction in health care costs. 

PCNs have been an extraordinary success, but they can’t continue 
in exactly the same format forever within a changing system. In the 
future we will need to find new ways to fund PCNs and the people who 
work in PCNs to better align payments to care delivered and received. 
As I mentioned earlier, these are the kinds of models that could be 
developed in linkage with the physician compensation committee. 

At the end of the day, PCNs are designed to encourage innovation. 
Each PCN “gets creative” and uses its resources, people, equipment, 
facilities, and family physician offices to specifically deliver care and 
meet the needs of their local population. In this medical home model, 
PCNs are designed to increase community capacity and improve access 
to primary care, reducing the strain on the hospital system and those 
of you who work within it.

Government will be releasing more information about operations 
and services in 24 family care clinics (FCCs) they have announced 
for locations across the province. It appears that these clinics will be 
primarily in underserved areas and that they have potential to increase 
access for some populations of patients. As part of an integrated 
primary care system, they might even be well-suited to assist with 
the 5/66 proposition. 

For the AMA, the important thing is that FCCs and PCNs work 
together in a complementary fashion without duplication of health 
care or fragmentation of the health care delivered. 

The new consultation agreement provides a structure for physicians, 
through the AMA, to provide input to government and work with them, 
for a more evolved primary care system, including FCCs. 

Now, what about specialist care? The AMA agreement has 
provisions for this part of the system too via the system wide 
efficiencies and savings consultation agreement that includes all three 
major stakeholders: AMA, Alberta Health and AH.

Governments everywhere are struggling with making health care 
sustainable and Alberta is no different. But it’s important to be clear 
about what sustainability means. Health care in Alberta consumes 40 
to 45 per cent of the provincial budget; there is no room for health 
care costs to rise any further. We need to be better and drive the system 
toward value and sustainability.

That’s why there are specific provisions in the consultation 
agreement. There are efficiencies to be found in all areas through 
primary, secondary and tertiary care. And as we know, many of the 
high-end costs of the system accrue in the hospital setting treating 
chronic, advanced or terminal illness. That’s a big part of the reason 
for that statistic I quoted earlier: that five per cent of our population 
absorb 66 per cent of overall health care spending. 

Excerpts from address to the CAMSS AGM on Wednesday, June 12, 2013, continued.

There should be a push everywhere to reduce “hospital” or 
“institutional care.” The hospital should become “the place of last 
resort” for care, but restricting care is not the solution. 

We need to address cost-of-care issues, we also need to improve 
the timely, safe and quality-driven patient experience and eventually 
we all have to deal with the root causes at the population health level, 
or the social determinants of health. 

The biggest challenge, though, is not so much “what” we should 
do, as “how” we should do it. There will always be many good ideas to 
improve the system, but when any one group tries to implement such 
things on their own, things can go in multiple uncoordinated directions 
and fragment. Fragmented care increases costs, frustrates patients and 
physicians and reduces quality and value for dollars spent. 

My hope is that through the new consultation agreement, the AMA, 
government and AHS will work together to improve efficiency of the 
system and generate savings. But, savings can’t be found at any cost. 
The agreement specifies that all work on savings and efficiency must 
happen appropriately. 

All three parties in the agreement will identify various initiatives to 
find savings and efficiencies. This will require better communication, 
idea sharing, coordination and aligning the various activities. We also 
need to prioritize what we are doing, to keep our work focused and 
make sure the resources are there to achieve success.

Some areas that have already been suggested for efficiency and 
savings include things from other parts of the AMA agreement that 
I’ve already discussed:

• Primary care: Achieving the sort of system that I described 
earlier in my talk.

• Appropriateness: Helping physicians and teams to make the 
best decisions about tests and other health system resources 
for patients.

• Improving efficiency through quality control and incentives 
while reducing waste and duplication. 

• Aligning how physicians are paid with system objectives and 
the care that patients need 

What’s promising about our situation now is that the new 
agreement gives us a role and structure to work within the strategic 
clinical network (SCN) environment in a way we did not have before. 
Because SCNs cut across the continuum of care, they offer real 
opportunities for positive change. 

I’m excited that some of our early thinking about system-wide 
efficiencies, savings and quality get right to the heart of a broad-
spectrum approach to reforming the system. 

I have summarized a complex agreement very briefly. It is an 
agreement that has legs, stability and opportunities to improve a 
health system that is broken. We as physicians and as AMA, now 
truly have to put Patients First™, and engage in health care system 
evolution for Albertans, a system that will never again deny our voice 
and involvement. 

I would be interested to find out what sort of a child Fred Horne 
was. It seems to me that he might have been an underachiever in his 
early years. Clearly he is trying his best to make up for it. Is it his 
insecurity that makes him make rash decisions? He took on the Alberta 
Medical Association, united every one against him and ended up 
negotiating a deal with them. But firing many high level executives’ 
at Alberta Health Services (AHS) for having gone above and beyond 
their contracted expectations suggests that Mr. Horne is out of his 
league and should NOT be playing in the same sandbox as them! He 
doesn’t know his own limits (though they are readily apparent to most 
other individuals).

To paraphrase Julius Caesar: “Yon Fred has a plump and satisfied 
look! He thinks too little before making rash decisions! Such men are 
dangerous!” It will be a long time before anyone forgets this fiasco. 
Surrounding ones self with a bunch of “yes men” may make him feel 
that now, finally, he can do what he wants. However, he still is, to 
quote the song, “The King of Nothing.” 

I suspect that the people of Alberta are not going to jump on to the 
“Tin Horne Train” any time soon. I would suspect that this action will 
make others begin to rethink their relationship with what is left of AHS. 
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Excerpts from address to the CAMSS AGM on Wednesday, June 12, 2013, continued. Letters

There should be a push everywhere to reduce “hospital” or 
“institutional care.” The hospital should become “the place of last 
resort” for care, but restricting care is not the solution. 

We need to address cost-of-care issues, we also need to improve 
the timely, safe and quality-driven patient experience and eventually 
we all have to deal with the root causes at the population health level, 
or the social determinants of health. 

The biggest challenge, though, is not so much “what” we should 
do, as “how” we should do it. There will always be many good ideas to 
improve the system, but when any one group tries to implement such 
things on their own, things can go in multiple uncoordinated directions 
and fragment. Fragmented care increases costs, frustrates patients and 
physicians and reduces quality and value for dollars spent. 

My hope is that through the new consultation agreement, the AMA, 
government and AHS will work together to improve efficiency of the 
system and generate savings. But, savings can’t be found at any cost. 
The agreement specifies that all work on savings and efficiency must 
happen appropriately. 

All three parties in the agreement will identify various initiatives to 
find savings and efficiencies. This will require better communication, 
idea sharing, coordination and aligning the various activities. We also 
need to prioritize what we are doing, to keep our work focused and 
make sure the resources are there to achieve success.

Some areas that have already been suggested for efficiency and 
savings include things from other parts of the AMA agreement that 
I’ve already discussed:

• Primary care: Achieving the sort of system that I described 
earlier in my talk.

• Appropriateness: Helping physicians and teams to make the 
best decisions about tests and other health system resources 
for patients.

• Improving efficiency through quality control and incentives 
while reducing waste and duplication. 

• Aligning how physicians are paid with system objectives and 
the care that patients need 

What’s promising about our situation now is that the new 
agreement gives us a role and structure to work within the strategic 
clinical network (SCN) environment in a way we did not have before. 
Because SCNs cut across the continuum of care, they offer real 
opportunities for positive change. 

I’m excited that some of our early thinking about system-wide 
efficiencies, savings and quality get right to the heart of a broad-
spectrum approach to reforming the system. 

I have summarized a complex agreement very briefly. It is an 
agreement that has legs, stability and opportunities to improve a 
health system that is broken. We as physicians and as AMA, now 
truly have to put Patients First™, and engage in health care system 
evolution for Albertans, a system that will never again deny our voice 
and involvement. 

I would be interested to find out what sort of a child Fred Horne 
was. It seems to me that he might have been an underachiever in his 
early years. Clearly he is trying his best to make up for it. Is it his 
insecurity that makes him make rash decisions? He took on the Alberta 
Medical Association, united every one against him and ended up 
negotiating a deal with them. But firing many high level executives’ 
at Alberta Health Services (AHS) for having gone above and beyond 
their contracted expectations suggests that Mr. Horne is out of his 
league and should NOT be playing in the same sandbox as them! He 
doesn’t know his own limits (though they are readily apparent to most 
other individuals).

To paraphrase Julius Caesar: “Yon Fred has a plump and satisfied 
look! He thinks too little before making rash decisions! Such men are 
dangerous!” It will be a long time before anyone forgets this fiasco. 
Surrounding ones self with a bunch of “yes men” may make him feel 
that now, finally, he can do what he wants. However, he still is, to 
quote the song, “The King of Nothing.” 

I suspect that the people of Alberta are not going to jump on to the 
“Tin Horne Train” any time soon. I would suspect that this action will 
make others begin to rethink their relationship with what is left of AHS. 

The bully

Those that can will look for opportunities to work elsewhere and moral 
will drop precipitously. That will likely mean that the only people who 
want to stay are those close to retirement; some young people who are 
willing to ride it out in the expectation that there will be jobs for the 
very young that can afford, in the long term, to ride it out.

I really don’t think this bodes well for the long term. My hope is 
that at the next elections, we will see the last of the tired conservatives 
as a ruling party 

As usual your comments, criticisms, praise and poisoned darts 
are all welcome at: 

glenncomm@shaw.ca
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It is no secret that graduates from several 
residency programs in Canada can 
expect to have a challenging time finding 

meaningful employment in their speciality for 
at least a few years after training. In September 
of 2012, Dr. Brain Goldman spoke to new 
cardiac and orthopedic surgeons about their 
tribulations in finding postings in Canada, as 
part of CBC’s “White Coat Black Art,” in a 
segment entitled, “Will Operate for Food? The 
Unemployed Doc Paradox.”1   The hyperbole 
of the title aside, the fact remains that this 
issue is becoming increasingly prominent in the Canadian media, as 
reflected in a recent article by the National Post’s Tom Blackwell.2  
Mr. Blackwell’s article focuses on pediatricians in training and notes 
the concerning mismatch between the types of physicians being trained 
and the ones the system actually requires. For instance, Blackwell 
notes that the number of pediatric neurologists being trained is twice 
what is needed to meet Canadian health-care demands, while, at the 
same time, we are training only half of the number of neonatologists 
required. Specialities reporting unemployment or underemployment 
of new graduates include cardiac surgery, neurosurgery, plastic 
surgery, orthopedic surgery, otolaryngology, nephrology, and 
radiation oncology (this is not a comprehensive list).3  Yet, we all 
know of rural and smaller urban areas that continue to struggle with 
a shortage of various medical and surgical specialists.4  Moreover, 
roughly two million Canadians continue to have difficulties finding 
family physicians.5  These challenges reflect not only a discrepancy 
between the training and hiring of specialist-physicians, but also a 
misalignment between the allocation of physician resources and the 
actual health-care needs of our citizens. 

This misalignment is a serious cause for concern in a public 
health-care system. Unlike our American counterparts whose training 
positions rely more on private funding, sometimes precariously,6  
our residency programs are funded by Canadian taxpayers, and our 
medical education is heavily subsidized by them. In fact, based on 
recent Ontario estimates, it costs the public approximately $285,000 
to train a family physician and about $760,000 to train a specialist in 
Canada, excluding the costs of medical school and further subspecialty 
training.7  Therefore, it is important for our medical education system 
to be fiscally and socially accountable to Canadians by working to 
ensure that their health-care needs drive the physicians we train and 
how we train them. 

Fortunately, the misalignment in health human resources has been 
recognized and the wheels of our health-care machinery appear to 
be responding. At the Canadian Conference on Medical Education 
(CCME) in Quebec City this April, the Association of Faculties of 
Medicine of Canada (AFMC) presented its “collective vision” for 
the future of post-graduate medical education.8  First on their list of 
recommendations is “ensure the right mix, distribution, and number 
of physicians to meet social needs.” Dr. Nick Busing, president and 
CEO of the AFMC, in his address to the CCME, highlighted the 
need to create a national data-founded approach to determine, on an 

Aligning medical education and health-care delivery in Canada

By Dr. Aravind Ganesh, neurology resident physician
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It is no secret that graduates from several 
residency programs in Canada can 
expect to have a challenging time finding 

meaningful employment in their speciality for 
at least a few years after training. In September 
of 2012, Dr. Brain Goldman spoke to new 
cardiac and orthopedic surgeons about their 
tribulations in finding postings in Canada, as 
part of CBC’s “White Coat Black Art,” in a 
segment entitled, “Will Operate for Food? The 
Unemployed Doc Paradox.”1   The hyperbole 
of the title aside, the fact remains that this 
issue is becoming increasingly prominent in the Canadian media, as 
reflected in a recent article by the National Post’s Tom Blackwell.2  
Mr. Blackwell’s article focuses on pediatricians in training and notes 
the concerning mismatch between the types of physicians being trained 
and the ones the system actually requires. For instance, Blackwell 
notes that the number of pediatric neurologists being trained is twice 
what is needed to meet Canadian health-care demands, while, at the 
same time, we are training only half of the number of neonatologists 
required. Specialities reporting unemployment or underemployment 
of new graduates include cardiac surgery, neurosurgery, plastic 
surgery, orthopedic surgery, otolaryngology, nephrology, and 
radiation oncology (this is not a comprehensive list).3  Yet, we all 
know of rural and smaller urban areas that continue to struggle with 
a shortage of various medical and surgical specialists.4  Moreover, 
roughly two million Canadians continue to have difficulties finding 
family physicians.5  These challenges reflect not only a discrepancy 
between the training and hiring of specialist-physicians, but also a 
misalignment between the allocation of physician resources and the 
actual health-care needs of our citizens. 

This misalignment is a serious cause for concern in a public 
health-care system. Unlike our American counterparts whose training 
positions rely more on private funding, sometimes precariously,6  
our residency programs are funded by Canadian taxpayers, and our 
medical education is heavily subsidized by them. In fact, based on 
recent Ontario estimates, it costs the public approximately $285,000 
to train a family physician and about $760,000 to train a specialist in 
Canada, excluding the costs of medical school and further subspecialty 
training.7  Therefore, it is important for our medical education system 
to be fiscally and socially accountable to Canadians by working to 
ensure that their health-care needs drive the physicians we train and 
how we train them. 

Fortunately, the misalignment in health human resources has been 
recognized and the wheels of our health-care machinery appear to 
be responding. At the Canadian Conference on Medical Education 
(CCME) in Quebec City this April, the Association of Faculties of 
Medicine of Canada (AFMC) presented its “collective vision” for 
the future of post-graduate medical education.8  First on their list of 
recommendations is “ensure the right mix, distribution, and number 
of physicians to meet social needs.” Dr. Nick Busing, president and 
CEO of the AFMC, in his address to the CCME, highlighted the 
need to create a national data-founded approach to determine, on an 

ongoing basis, the number and type of speciality positions needed in 
Canadian residency programs to meet our society’s needs. Meanwhile, 
the Royal College of Physicians and Surgeons of Canada is currently 
compiling a report from the first phase of its mixed-method research 
study to examine national factors underlying speciality physician 
unemployment/underemployment, including geographical variations 
in health-care needs9  – information that could be invaluable in helping 
determine our allocation of training spots in various specialities. This 
work is definitely a step in the right direction.

Two of the key roles of physicians as per the CanMEDS framework 
at the heart of each Canadian residency training program, are those 
of the “communicator” and the “manager.”10  It is time for us, as 
physicians, to better fulfil these roles not only in the delivery of 
care to our patients at the individual level, but also at the population 
level in how we approach medical education in the first place. It may 
be challenging to identify societal patient care needs in the future 
in order to train physicians to meet those needs, but through close 
communication among physician trainers, hirers, and health-care 
researchers, we can begin to facilitate the more responsible and 
sustainable delivery of medical education and physician services in 
Canada in the 21st century.

1. http://www.cbc.ca/whitecoat/blog/2012/09/27/unemployed-doctors/
2. http://news.nationalpost.com/2013/01/06/medical-schools-fail-to-produce-

enough-pediatric-specialists-while-one-in-six-doctors-cant-find-a-job-
study/

3. In addition to Tom Blackwell’s article, see: Vogel L. Specialty training out-
of-sync with job market. CMAJ 2011;183(13):E1016.

4. 2002 publication from the Government of Canada on poor physician 
recruitment in rural areas: http://publications.gc.ca/Collection-R/LoPBdP/
BP/prb0245-e.htm#APhysician, 2010 needs-based report in Ontario 
confirming the persistent nature of this issue for various specialities: http://
www.healthforceontario.ca/UserFiles/file/PolicymakersResearchers/needs-
based-model-report-oct-2010-en.pdf 

5. http://www.statcan.gc.ca/daily-quotidien/110621/dq110621b-eng.htm - 4.4 
million Canadians reporting no regular medical doctor, of whom 53% 
reported trying unsuccessfully to find one.

6. http://www.nytimes.com/2013/03/28/health/trainees-in-radiology-and-other-
specialties-see-dream-jobs-disappearing.html

7. http://www.afmc.ca/pdf/fmec/03_Abrahams_Inputs%20Outputs%20
Outcomes.pdf

8. http://www.afmc.ca/fmec/collective-vision.php
9. Dr. Danielle Hollenberg of Human Resources of Health at the Royal College of 

Physicians and Surgeons of Canada, Jan 2013, personal communication.
10. http://www.royalcollege.ca/portal/page/portal/rc/resources/aboutcanmeds
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So why has this phrase ‘the disruptive physician’ entered our 
lexicon in the last year or so? To the casual observer, it seemed 
to coincide with news reports of some physicians speaking out 

publicly and getting in conflict with Alberta Health Services. So was 
this an initiative for dealing with ‘disobedient’ physicians, or perhaps 
those who were just a little too abrasive?

After Alberta Health sent me and four other Calgary physicians 
to a course by the Physician Management Institute, associated with 
the CMA, I assure you it is not a witchhunt. A disclaimer: I am not 
writing with any authority from Alberta Health Services, but simply 
as a graduate of this course. That said, AHS spent a considerable 
sum to send us on the course, suggesting they wish to conform to the 
standard of care.

Of course, there have always been bad tempered, rude, non-
conforming, or impaired physicians. Surveys from the last few decades 
suggest three to five per cent of physicians are passively or actively 
problematic, from the medical student up to the senior physician. 
Often, disruptive behavior was tolerated up to some kind of breaking 
point, then reactive, ad-hoc, possibly severe measures were taken by 
leadership. The physician would lawyer-up, and the battle lines were 
drawn. So why are things changing now? 

Several reasons, but mostly recognition of the costs that disruptive 
behavior brings to the institutions by losses in efficiency, turn over 
of nursing and other staff due to stress and burn-out, and increases 
in clinical errors (an easy example . . . nursing hesitates to clarify an 
order because the physician is so awful to approach).

Other reasons include recognition by both government and 
occupational health bodies of the harm of the psychologically toxic 
workplace. More and more provinces now have legislation that 
workers are to be protected from that type of harm, just as they are from 
physical threats. Also is society’s decreasing tolerance of bullying, 
and a general democratization in the healthcare team and away from 
the authoritarian model.

Just as in periodic evaluations and examinations, there has to be 
definitions, clear-cut procedures, transparency, and consistency of 
consequences. As the labor lawyers always ask management: “Do you 
have a process? Did you follow it? Did you document it?”

Most provinces have adopted a pragmatic definition of disruptive 
behavior, steering clear of how likable or not a person may be. And 
yes, non-physicians can definitely be disruptive. A definition from 
Ontario, but quite similar in other provinces including ours: 

‘inappropriate conduct, whether in words or actions, which 
interferes with, or has the potential to interfere with, quality health 
care delivery.’

The process taught by the PMI is similar to a quality personnel 
management plan, with clearly defined steps of increasing formality 
and consequence. For example, it might begin with the informal cup 
of coffee chat. For example: “Bob, I heard what happened in the O.R. 
yesterday . . . what was up?” Repeated similar events showing a pattern 
would work their way up through verbal warnings, written warnings 
with defined goals, and finally enforcement by an authority. Of course, 
these steps can be fast-tracked straight to enforcement if the physician 
is impaired, or there is a threat to patient or staff.

The ending of my article will be a little lighter, and optimistic. In 
my thirty-two years of clinical exposure, many issues I’ve seen were 
simply due to what the PMI referred to as an “awareness gap” between 
intent and impact. For example, a physician goes on an inappropriate 
rant about some shortcomings in equipment or staff, upsetting and 
distracting several people around him. His intent was to improve 
patient care, but the impact was to upset or insult people.

There are other positives in the consistency and transparency of a 
defined process, but mostly is the theme that all health care workers are 
valuable, including physicians. The process includes being supportive 
of physician wellness, not just criticism. Be hard on the sin, but help 
the sinner, if you will. The ultimate goal, as referred to in the definition, 
is quality, efficient healthcare. 

Isn’t it re-assuring that now, we too are valuable assets?

In closing, I suggest that your medical staff association is a resource 
that can connect you with physicians knowledgeable about the process, 
either to discuss how to deal with problem staff, or to be a support 
person if management wants to discuss issues with you.

Disruptive physician initiative: witch-hunt or wellness plan?
By Dr. David Kent, MD

Dr. David Kent, RGH MSA president

The much awaited re-opening of the Foothills physician lounge, 
which had been closed for renovations since November 7, 
2012, finally occurred on April 15. The medical staff was 

welcomed back to a brighter and more modern space and it appears 
the changes have been well received. As was to be expected, there 
were a number of issues along the way and we were fortunate to 
have such talented individuals involved in helping to see this project 
through to completion. 

A tremendous effort by the project manager, Nora Smith, from 
FMC capital planning made possible many aspects that would not 
have otherwise been included but were essential in realizing the 
proposed design. The AHS administrators involved with funding of the 
project were Holly Mackin, FMC site director, Shawna Syverson,VP, 
FMC and Dr. Peter Jamieson, FMC medical site director. The FMC 
development council and Dr. Chen Fong of the Helios Wellness Clinic 
were major contributors to the project. The FMSA would also like 
to thank all individuals involved from the following: FMC Capital 
Planning, Group2 Architecture & Design, Impact Construction Ltd., 
FMC Food Services, IT, FME (Mechanical and Engineering), Furniture 
and Equipment, RGO, Cygnus Group, FMC Housekeeping, FMC 
IP&C, Security, FMC Locksmith Services.

The Doc’s Café within the lounge was also refurbished and new 
equipment was provided to create a more efficient space. Some new 
menu items have also been added to the lunch fare and these changes 
have been greatly appreciated by the medical staff. The executive 

Lounge renovations and spring wine tasting

By Geoffrey Hawboldt MD, president FMSA and Susan Sauve, executive secretary FMSA

Renovated FMC Physician Lounge/Café.
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The process taught by the PMI is similar to a quality personnel 
management plan, with clearly defined steps of increasing formality 
and consequence. For example, it might begin with the informal cup 
of coffee chat. For example: “Bob, I heard what happened in the O.R. 
yesterday . . . what was up?” Repeated similar events showing a pattern 
would work their way up through verbal warnings, written warnings 
with defined goals, and finally enforcement by an authority. Of course, 
these steps can be fast-tracked straight to enforcement if the physician 
is impaired, or there is a threat to patient or staff.

The ending of my article will be a little lighter, and optimistic. In 
my thirty-two years of clinical exposure, many issues I’ve seen were 
simply due to what the PMI referred to as an “awareness gap” between 
intent and impact. For example, a physician goes on an inappropriate 
rant about some shortcomings in equipment or staff, upsetting and 
distracting several people around him. His intent was to improve 
patient care, but the impact was to upset or insult people.

There are other positives in the consistency and transparency of a 
defined process, but mostly is the theme that all health care workers are 
valuable, including physicians. The process includes being supportive 
of physician wellness, not just criticism. Be hard on the sin, but help 
the sinner, if you will. The ultimate goal, as referred to in the definition, 
is quality, efficient healthcare. 

Isn’t it re-assuring that now, we too are valuable assets?

In closing, I suggest that your medical staff association is a resource 
that can connect you with physicians knowledgeable about the process, 
either to discuss how to deal with problem staff, or to be a support 
person if management wants to discuss issues with you.

Disruptive physician initiative: witch-hunt or wellness plan?

Dr. David Kent, RGH MSA president

The much awaited re-opening of the Foothills physician lounge, 
which had been closed for renovations since November 7, 
2012, finally occurred on April 15. The medical staff was 

welcomed back to a brighter and more modern space and it appears 
the changes have been well received. As was to be expected, there 
were a number of issues along the way and we were fortunate to 
have such talented individuals involved in helping to see this project 
through to completion. 

A tremendous effort by the project manager, Nora Smith, from 
FMC capital planning made possible many aspects that would not 
have otherwise been included but were essential in realizing the 
proposed design. The AHS administrators involved with funding of the 
project were Holly Mackin, FMC site director, Shawna Syverson,VP, 
FMC and Dr. Peter Jamieson, FMC medical site director. The FMC 
development council and Dr. Chen Fong of the Helios Wellness Clinic 
were major contributors to the project. The FMSA would also like 
to thank all individuals involved from the following: FMC Capital 
Planning, Group2 Architecture & Design, Impact Construction Ltd., 
FMC Food Services, IT, FME (Mechanical and Engineering), Furniture 
and Equipment, RGO, Cygnus Group, FMC Housekeeping, FMC 
IP&C, Security, FMC Locksmith Services.

The Doc’s Café within the lounge was also refurbished and new 
equipment was provided to create a more efficient space. Some new 
menu items have also been added to the lunch fare and these changes 
have been greatly appreciated by the medical staff. The executive 

Foothills MSA updateLounge renovations and spring wine tasting

By Geoffrey Hawboldt MD, president FMSA and Susan Sauve, executive secretary FMSA

of the Foothills Medical Staff Association would like to thank you 
for your patronage as it ensures 
that we will continue to have a 
place where physicians and their 
colleagues can meet during the 
busy day in a secure and private 
area. 

On April 18, the Foothills 
Medical Staff Association hosted 
an evening of tapas and wine 
tasting at the Glencoe Club 
ballroom. The Spanish flavor 
of the event was established by 
flamenco guitarist Holly Blazina, 
a very accomplished Calgary 
musician. Mr. Eric Southward, 
from Highlander Wine and 
Spirits, was the guest sommelier 
and provided an informative and 
visually striking presentation 
delving into the different grape 
growing regions of the Iberian 
peninsula. It was a relaxed and 
sociable evening, with excellent 
appetizers and a superb four-

Renovated FMC Physician Lounge/Café.

Dr. Chris Mody, (R) division head respirology presenting the 
FMC Outstanding Clinician Award for 2012 to Dr. Bob Cowie.

Continued on page 16
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course meal paired with different offerings from a number of acclaimed 
Spanish wineries. 

That night, the Outstanding Clinician Award for 2012 was 
presented by Dr. Chris Mody, division head, respirology, to a most 
deserving recipient, Dr. Robert (Bob) Cowie, from the division of 
respirology. We would like to thank all of our colleagues who attended 
this special event, and who helped to formally recognize Dr. Cowie 
for his many accomplishments. Congratulations to Dr. Cowie on this 
much deserved honour.

Leadership scholarships were also awarded to two very deserving 
residents in recognition of their demonstrated and exceptional 
leadership qualities. These scholarship awards are made possible by 
funds generated through the Doc’s Café at the Foothills Hospital, with 
the selection process aided through the PGME office. Outstanding 
residents are nominated by their respective program directors and two 
are chosen from the proposed candidates. Congratulations this year 
go out to Dr. Kathryn Kenny, a fifth year resident in the department 
of obstetrics and gynecology and Dr. Philippe Mercier, a fifth year 
resident in the division of neurosurgery. Thank you to Dr. Colin 
Birch, representing the department of obstetrics and gynecology and 

Dr. John Hurlbert, the residency program director for the division 
of neurosurgery, for presenting the leadership scholarships to their 
respective residents.

A number of special prizes were donated by Highlander Wine and 
Spirits and a few lucky individuals received some fabulous wines and 
a gift certificate for a future wine tasting event to be hosted by Eric 
Southward and his staff

Thank you again to everyone who attended this year’s event. 
Your support of the Foothills Medical Staff Association will allow 
us to continue to organize similar events which help to promote a 
greater sense of familiarity and collegiality among all the medical 
staff at our site. 

Dr. Geoffrey Hawboldt (L) FMSA president giving thanks 
to outgoing president Dr. Earl Campbell.

Dr. John Hurlbert, (R) resident program director, 
neurosurgery presenting to Dr. Philippe Mercier, 

Resident Leadership Scholarship

Foothills MSA update continued.

Each and every weekend in, and around Calgary, there are sporting 
or special events that draw numerous participants. And those extra 
people have the potential to stress our prehospital and hospital 

system. For that reason, most event directors plan for extra medical 
coverage but there are no guidelines regarding the number of doctors, 
nurses, paramedics, first responders or equipment. And that’s exactly what 
interested Dr. Ryan Iverach, 38.

Iverach grew up in Calgary, became a chiropractor and then worked in 
Portland, Oregon for nine years. Eight years ago he moved to Vancouver 
and ran a sports chiropractic practice. Early on, in order to build his practice 
and to get to know the community, he volunteered to help with the medical 
aspect at the Vancouver marathon. 

“There was a new guy named Sam Gutman,” Iverach says.  “He and 
I hit it off because I was on the conservative treatment side and he was on 
the emergency medicine side. He had never done medical treatment at a 
marathon before so I volunteered that I had competed and covered quite 
a few events in Portland.”

Gutman had a company called Rockdoc, initially formed to provide 
private medical services to rock stars when they performed in the 
Vancouver area. Gutman realized large sporting events might provide 
a business opportunity so he started a database of people who like to 
volunteer for events like that in the lower mainland. Since then, Rockdoc 
has branched into large events and sport competitions to limit the strain 
on community resources.

Shortly thereafter, Dr. Adam Lund, 40, an ER physician in Port Moody 
and a volunteer at Rockdoc, became interested in the research aspect and 
what should be a minimum standard of staffing and care at these events.

“There was no documented research even though these events have 
been occurring for years,” says Iverach, who is now in his second year at 
medical school at the University of Calgary. “There were no criteria for 
what should be in place for these events.  Everyone was just flying by the 
seat of their pants. Lund began to look to the literature, couldn’t find any, 
so decided to do his own research. From there a mass gathering medicine 
(MGM) interest group was developed.”

Lund says that because there was nothing in the literature worldwide, 
in 2009 he started to collect event variables such as the nature of the patient 
presentation, impact on the EMS system, number of transports to hospital 
and also team composition, equipment quality and capacity,

“It’s one thing to say you have a doctor on site but without any equipment 
. . . who cares,” says Lund.  “We are looking at the multidimensional aspects 
of a complex system that assembles and disassembles around these events. 
We’re working towards trying to establish, based on data, what needs to 
be prepared for. The evidence should suggest we can predict the range of 
numbers, patient presentation and range of acuity, which will allow us to 
recommend a certain number of docs, nurses, and equipment etc.”

Iverach points out that MGM is not a defined specialty . . . yet. 
“You can’t study it like emergency medicine but it could be a branch 

of either disaster medicine or emergency medicine some day,” he says. 
“MGM has become synonymous with large events such as large music 
festivals, marathons and sporting events — anywhere there is a large 
gathering of people.” 

Lund says MGM can now pull data and start to do the research to 
determine what resources are needed at these events. And because you see 
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Dr. John Hurlbert, the residency program director for the division 
of neurosurgery, for presenting the leadership scholarships to their 
respective residents.

A number of special prizes were donated by Highlander Wine and 
Spirits and a few lucky individuals received some fabulous wines and 
a gift certificate for a future wine tasting event to be hosted by Eric 
Southward and his staff

Thank you again to everyone who attended this year’s event. 
Your support of the Foothills Medical Staff Association will allow 
us to continue to organize similar events which help to promote a 
greater sense of familiarity and collegiality among all the medical 
staff at our site. 

Dr. John Hurlbert, (R) resident program director, 
neurosurgery presenting to Dr. Philippe Mercier, 

Resident Leadership Scholarship

Foothills MSA update continued.

Each and every weekend in, and around Calgary, there are sporting 
or special events that draw numerous participants. And those extra 
people have the potential to stress our prehospital and hospital 

system. For that reason, most event directors plan for extra medical 
coverage but there are no guidelines regarding the number of doctors, 
nurses, paramedics, first responders or equipment. And that’s exactly what 
interested Dr. Ryan Iverach, 38.

Iverach grew up in Calgary, became a chiropractor and then worked in 
Portland, Oregon for nine years. Eight years ago he moved to Vancouver 
and ran a sports chiropractic practice. Early on, in order to build his practice 
and to get to know the community, he volunteered to help with the medical 
aspect at the Vancouver marathon. 

“There was a new guy named Sam Gutman,” Iverach says.  “He and 
I hit it off because I was on the conservative treatment side and he was on 
the emergency medicine side. He had never done medical treatment at a 
marathon before so I volunteered that I had competed and covered quite 
a few events in Portland.”

Gutman had a company called Rockdoc, initially formed to provide 
private medical services to rock stars when they performed in the 
Vancouver area. Gutman realized large sporting events might provide 
a business opportunity so he started a database of people who like to 
volunteer for events like that in the lower mainland. Since then, Rockdoc 
has branched into large events and sport competitions to limit the strain 
on community resources.

Shortly thereafter, Dr. Adam Lund, 40, an ER physician in Port Moody 
and a volunteer at Rockdoc, became interested in the research aspect and 
what should be a minimum standard of staffing and care at these events.

“There was no documented research even though these events have 
been occurring for years,” says Iverach, who is now in his second year at 
medical school at the University of Calgary. “There were no criteria for 
what should be in place for these events.  Everyone was just flying by the 
seat of their pants. Lund began to look to the literature, couldn’t find any, 
so decided to do his own research. From there a mass gathering medicine 
(MGM) interest group was developed.”

Lund says that because there was nothing in the literature worldwide, 
in 2009 he started to collect event variables such as the nature of the patient 
presentation, impact on the EMS system, number of transports to hospital 
and also team composition, equipment quality and capacity,

“It’s one thing to say you have a doctor on site but without any equipment 
. . . who cares,” says Lund.  “We are looking at the multidimensional aspects 
of a complex system that assembles and disassembles around these events. 
We’re working towards trying to establish, based on data, what needs to 
be prepared for. The evidence should suggest we can predict the range of 
numbers, patient presentation and range of acuity, which will allow us to 
recommend a certain number of docs, nurses, and equipment etc.”

Iverach points out that MGM is not a defined specialty . . . yet. 
“You can’t study it like emergency medicine but it could be a branch 

of either disaster medicine or emergency medicine some day,” he says. 
“MGM has become synonymous with large events such as large music 
festivals, marathons and sporting events — anywhere there is a large 
gathering of people.” 

Lund says MGM can now pull data and start to do the research to 
determine what resources are needed at these events. And because you see 

things you normally wouldn’t see in a regular ER in the city, he has had 
interest from medical students at UBC. Iverach himself became a medical 
student and was interested to discover if there was an interest group at U 
of C . . . there wasn’t.  

“So I realized we have the opportunity to create it,” says Iverach. 
“The student president advised that we would need an associate professor. 
Dr. Kevin Hanrahan came forward immediately and was shockingly 
enthusiastic.” 

Iverach admits that his goal, on graduation and specialization as an 
ER physician, will be to set up a formal medical support company though 
he hasn’t quite figured out how to be paid. And that might be easier said 
than done as most major sporting events in Alberta rely on medical 
volunteers.

Cheryl Lowery, [yes, we’re related – my wife!- Editor] has 15 years 
experience as a race director for events such as the Calgary marathon, 
Ironman 70.3, Kananaskis 100 mile relay race (K100) and four other 
races in southern Alberta. She was asked if races could afford to pay for 
medical coverage.

“When we’re already got highly qualified volunteer staff, it would 
be hard to justify an added expense,” she says. “Profit margins are very 
small however, we sometimes pay for medical coverage. For example, 
at the K100 we hire a private ambulance service because we no longer 
have AHS coverage. Beyond that, everyone volunteers. In the case of 
Ironman 70.3, we have a private EMS provider who volunteers both staff 
and equipment however we pay for any supplies used. Also at Ironman 
70.3 we have one to two physicians, four RNs, 25 paramedics and EMTs 
and about 12 lifeguards for the swim portion. So while there are qualified 
volunteers, it would be difficult to justify more expense. However, as a 
director of a major event, I’d be willing to pay someone if they could tell 
us, based on their data, how many physicians, nurses etc, and equipment 
would be needed for adequate medical coverage.” 

Iverach understands the tight operating budgets; especially at sporting 
events like running races and triathlons. But perhaps they could bill AHS 
for treatment given by physicians in a medical tent providing a revenue 
neutral position to race organizers? 

“Ultimately, my vision is to increase the awareness regarding medical 
coverage at these events,” Iverach says. “In the medical community there 
is a need to volunteer at these events and raise community awareness. And 
by getting more docs volunteering, it frees up people like Kevin Hanrahan 
so he doesn’t volunteer at every one and give up all his weekends!”

Mass gathering medicine (MGM)
Photo and story by Dave Lowery

Medical tent at the Ironman 70.3 in Oceanside, CA.
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Below L to R: Dr. David Kent, RGH MSA president, Dr. Robert Willsie, Dr. Chris Sims, Dr. Tony Chad, Dr. Patrick Wong, Dr. 
Thomas Tam, Dr. Joanna Mish, Dr. Warren Davidson, Dr. Stefan Mustata, Dr. Anna Purdy, Dr. Jaelene Mannerfeldt, Dr. Walter 
Moscovitz, Dr. Fiona Mattatall, Dr. Roy Turner, Dr. Elena Petrov. Absent from photo: Dr. Faith Nixdorff, Dr. Laurie-Ann Baker

The Rockyview General Hospital Medical Staff Association 
(RGH MSA) held its always new, always fun and always 
entertaining annual general meeting on Tuesday, June 11, 

2013 at Heritage Park’s Town Square in the Railway Orientation 
Centre. Inside the fabulous Railway Orientation Centre a beautiful 
evening unfolded and was filled with delightful music, reconnection, 
recognition, laughter and friendship. The enjoyment sentiment and 
appreciation for working at the Rockyview General Hospital is always 
mentioned at the AGM and is the foundation for the heartwarming 
evening. Dr. David Kent, RGH MSA president, skillfully hosted the 
evening with elegance and a touch of humour. 

A special thank you to our special guests that attended; Ron 
Kustra, assistant executive director, public affairs, from the Alberta 
Medical Association and Dr. Keith Brownell, 2013 Council Rockyview 
General Hospital representative from the College of Physicians & 
Surgeons of Alberta. Congratulations to our Rockyview General 
Hospital physicians who were recognized by our president, by their 
site leaders and by their colleagues, for their outstanding skills and 
leadership that have guided their departments throughout the past 
year. A special congratulations to Dr. Walter Moscovitz who was 
honoured for his many years at Rockyview and is retiring this year. 
He will be missed! 

The award presenters shared beautifully and at times hilariously, 
biographies and life stories of our very impressive physicians honored. 
The recipients varied from the young to the experienced and accepted 
their awards with humility and wit. Both recipients and presenters 
fittingly described the Rockyview General Hospital as the best 
hospital. This sentiment has been expressed year after year at each 
annual general meeting.

This delightful evening featured tunes performed skillfully and 
wonderfully by string quartet D’Elegance with sopranos Melissa 
Jackson and Barbara Thorson. Tunes performed were: It’s a Grand 
Night for Singing (from State Fare), Barcarolle (from the opera 
Tales of Hoffman), Summertime (from the opera Porgy and Bess), 
Vincent (Starry, Starry Night), O Mio Babbino (from the opera Gianni 
Schicchi), Unforgettable, Memory (from Cats) & Flying Free. Every 
year we arrange for an assortment of entertainment that is guaranteed 
to titillate the senses!

Heritage Park is to be commended for the ease in working with their 
event planners, for their continued excellence in service and staffing 
and for their food which is always delicious and plentiful. We are very 
lucky to have such a terrific venue so close in proximity to Rockyview 
and it is always a pleasure for me to work with Heritage Park. 

If you missed the RGM MSA AGM this year, please be aware that 
the next fabulous RGM MSA AGM will be held on June 3, 2014. An 
outstanding event is already in the works so be sure to support your 
RGM MSA.

Department of anesthesia
Dr. Chris Sims presented to Dr. Robert Willsie.

 
Department of emergency medicine

Dr. David Kent, (on behalf of Dr. Laurie-Ann Baker) presented to 
Dr. Tony Chad. 

Department of family medicine/hospitalist program
Dr. Thomas Tam presented to Dr. Patrick Wong.

 
Department of family medicine/women’s health

Dr. Joanna Mish presented to Dr. Faith Nixdorff, (absent).

Department of medicine/section of general internal medicine
Dr. Stefan Mustata presented to Dr. Anna Purdy. 

Department of medicine/section of respirology
Dr. Stefan Mustata presented to Dr. Warren Davidson. 

Department of obstetrics & gynecology
Dr. Jaelene Mannerfeldt & Dr. Fiona Mattatall presented to Dr. 

Walter Moscovitz.

Department of psychiatry
Dr. Elena Petrov presented to Dr. Roy Turner. 

RGH MSA AGM
By Stella Gelfand, RGH MSA, secretary and event organizer

Rockyview General Hospital Physician Recognition Awards: 

Southern Alberta flood

As Vital Signs goes to press, officials are saying this second 100 
year flood is four times as devastating as the one experienced in 2005. 
Many of your colleagues have lost their homes. This is a time to pull 
together. 

After a suggestion by CAMSS president, Dr. Lloyd Maybaum, the 
AMA introduced a flood help line for physicians who were flooded out 
of their homes with no where to go. Three physician families needed 
help and over 90 volunteered to house them! 

As Vital Signs went to press, the Calgary Stampede went on record 
to say there would be a Stampede this year, power was being restored to 
most of downtown, and the premier announced a $1-billion preliminary 
emergency fund to begin rebuilding southern Alberta, a process she 
estimated could take up to 10 years in some cases.

Below: Elbow Park on Saturday, June 22.

Below: 4St. at 24 Ave. S.W. on Saturday, June 22.

Photos by Dave Lowery
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appreciation for working at the Rockyview General Hospital is always 
mentioned at the AGM and is the foundation for the heartwarming 
evening. Dr. David Kent, RGH MSA president, skillfully hosted the 
evening with elegance and a touch of humour. 

A special thank you to our special guests that attended; Ron 
Kustra, assistant executive director, public affairs, from the Alberta 
Medical Association and Dr. Keith Brownell, 2013 Council Rockyview 
General Hospital representative from the College of Physicians & 
Surgeons of Alberta. Congratulations to our Rockyview General 
Hospital physicians who were recognized by our president, by their 
site leaders and by their colleagues, for their outstanding skills and 
leadership that have guided their departments throughout the past 
year. A special congratulations to Dr. Walter Moscovitz who was 
honoured for his many years at Rockyview and is retiring this year. 
He will be missed! 

The award presenters shared beautifully and at times hilariously, 
biographies and life stories of our very impressive physicians honored. 
The recipients varied from the young to the experienced and accepted 
their awards with humility and wit. Both recipients and presenters 
fittingly described the Rockyview General Hospital as the best 
hospital. This sentiment has been expressed year after year at each 
annual general meeting.

This delightful evening featured tunes performed skillfully and 
wonderfully by string quartet D’Elegance with sopranos Melissa 
Jackson and Barbara Thorson. Tunes performed were: It’s a Grand 
Night for Singing (from State Fare), Barcarolle (from the opera 
Tales of Hoffman), Summertime (from the opera Porgy and Bess), 
Vincent (Starry, Starry Night), O Mio Babbino (from the opera Gianni 
Schicchi), Unforgettable, Memory (from Cats) & Flying Free. Every 
year we arrange for an assortment of entertainment that is guaranteed 
to titillate the senses!

Heritage Park is to be commended for the ease in working with their 
event planners, for their continued excellence in service and staffing 
and for their food which is always delicious and plentiful. We are very 
lucky to have such a terrific venue so close in proximity to Rockyview 
and it is always a pleasure for me to work with Heritage Park. 

If you missed the RGM MSA AGM this year, please be aware that 
the next fabulous RGM MSA AGM will be held on June 3, 2014. An 
outstanding event is already in the works so be sure to support your 
RGM MSA.

Department of anesthesia
Dr. Chris Sims presented to Dr. Robert Willsie.

 
Department of emergency medicine

Dr. David Kent, (on behalf of Dr. Laurie-Ann Baker) presented to 
Dr. Tony Chad. 

Department of family medicine/hospitalist program
Dr. Thomas Tam presented to Dr. Patrick Wong.

 
Department of family medicine/women’s health

Dr. Joanna Mish presented to Dr. Faith Nixdorff, (absent).

Department of medicine/section of general internal medicine
Dr. Stefan Mustata presented to Dr. Anna Purdy. 

Department of medicine/section of respirology
Dr. Stefan Mustata presented to Dr. Warren Davidson. 

Department of obstetrics & gynecology
Dr. Jaelene Mannerfeldt & Dr. Fiona Mattatall presented to Dr. 

Walter Moscovitz.

Department of psychiatry
Dr. Elena Petrov presented to Dr. Roy Turner. 

RGH MSA AGM
By Stella Gelfand, RGH MSA, secretary and event organizer

Here are some words of praise we received:
 

• Thank you for your organization, we thoroughly enjoyed the 
evening.

• Thank you for your attention to detail and to the RGH MSA, for 
what was an impressive AGM this year.

• It was a really great event. The food and the camaraderie were 
heart-warming. 

• Thank you for arranging such a nice staff meeting, I especially 
enjoyed the music.

• I enjoyed seeing my peers, meeting new colleagues and being 
entertained.

• Congratulations on a splendid evening, you did an impressive 
job! 

• Heritage Park is a really wonderful place to come to.
• We are already looking forward to next year’s AGM.

Upcoming RGM MSA meetings: 

September 10, 2013, December 10, 2013, March 11, 2014, 
June 3, 2014 AGM.

Rockyview General Hospital Physician Recognition Awards: 
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I must confess, I am becoming increasingly jaded with respect to our 
government and elected representatives. There are a number of issues 
that continue to gnaw at me. For instance, if we look at the justice 

ministry the government seems to go out of its way to ensure that a lawyer 
is appointed minister. Presumably, a lawyer will intuitively understand the 
role and the issues related to justice. In contrast, when it comes to health 
and wellness just about any warm body will suffice whether they know 
anything about health care or not. Even a high school diploma does not 
seem to be a prerequisite. Think about it, what message does this send to 
everybody in healthcare? 

The government, if you recall, has pursued some interesting directions. 
At one point there was a call to run health care like a corporation. If AHS 
is the corporation then the government is essentially the key shareholder. 
Our elected representatives seemingly tasked AHS, its learned executives 
and health care experts to assume control and accountability for planning, 
operations and infrastructure. Despite this, as Dr. Duckett experienced, 
the government sometimes sees fit to directly intervene in health care. 
Elected officials that may know very little about the intricacies of health 
care, periodically taking control of AHS is akin to the shareholders of an 
automobile corporation taking control of the company while knowing 
nothing about the manufacturing of vehicles. 

We in health care know that serious discussions regarding the future of 
health care are long overdue. Despite this, the politicians that I met prior to 
the federal election claimed that it would be political suicide to engage in 
health care discussions even though our system seems to be floundering. 
Open discussion is badly needed yet our elected representatives bury their 
heads in sand out of fear of diminishing their chances for re-election.

Then there is the issue of lobbying, perhaps my biggest bugbear. I have 
repeatedly stated that health care is no place for lobbying and influence 
peddling nor should it factor into decision making when it comes to the 
health and welfare of Albertans. I realize how naïve taking this stand may 
seem yet it is made with morale certitude. 

The Edmonton journal underscored the difficulties that I have 
regarding lobbying and influence in health care. On March 18, 2011 Dr. 
Arvind Koshal, chief of surgery of the Mazankowski Heart Institute was 
quoted as saying, “you have to talk to politicians; they are the source 
of funding . . . I don’t apologize for campaigning very hard for cardiac 
patients, that’s my role.” These comments, at face value, may seem 
relatively benign and certainly we need to advocate for patients, however; 
there is advocacy and then there is lobbying.

I will illustrate my point through the comparison of two realistic 
groups of patients. Group A patients have relatively short waitlists, have 
access to the latest technology and enjoy state of the art facilities. In 
contrast, group B patients languish on waitlists, suffer complications due 
to antiquated equipment and perhaps attend appointments in the equivalent 
of an ATCO trailer. 

The good doctor representing the group A patients is politically well 
connected, makes regular campaign contributions and perhaps enjoys 
the occasional golf game with elected representatives. The good doctor 

representing the group B patients is not particularly politically adept and 
instead chooses to focuses his or her energy on the front line helping 
beleaguered patients. Clearly, doctor B needs to advocate for his or her 
patients as they are disproportionately suffering in the system. 

If doctor A wants to further improve the situation for his or her 
relatively well-off patients, advocacy will likely not be enough since the 
optics do not favour further investment into the group. Consequently, 
in order to win even more benefits for his group, doctor A must apply 
leverage and begin to lobby the decision makers. 

In our example, if doctor A wins the bid for funding, the group A 
patients and the physicians serving them, have further cause to rejoice. 
However, for doctor A to win, doctor B, his or her patients and the other 
physicians serving them, must lose. This is simply a fact in this age of 
economic scarcity. In short, lobbying enables one to secure benefits for a 
group of individuals; benefits that may not be warranted, may not be in 
the best interests of the overall system and most likely to the detriment 
of others.

If I am doctor A, should I care about group B patients? Would it matter 
to me that they are disproportionately suffering and that, through my 
lobbying and influence, these disparities continue to grow and magnify? 
Personally, I want to ease suffering for all patients and I would like to see 
our scarce health care resources strategically invested to obtain the biggest 
bang for the buck regardless of whose patients they are.

In my example, doctor A wins because he or she is more adept at 
lobbying and perhaps more ‘connected’ not because the Group A patients 
were in greatest need. Some may not feel the need to apologize for 
lobbying but others certainly see the need for change.

Basing health care decisions on lobbyists and political expediency 
is a fundamental flaw in our health care system. It leads to increased 
disparity in health care, gross inefficiencies, waste and fuels the spectre 
of corruption. Moreover, how can AHS be effective when the decisions 
it makes are sometimes yanked away depending upon the election cycle 
and the need for votes. Austerity one moment, pork-barreling the next. 
This is no way to run an efficient, fair and equitable health care system. 
The entire system is losing and it is time for change. 

The advent of AHS presents an opportunity for such change. With 
a single provincial entity accountable for health care decisions we have 
the opportunity to switch from a lobbying and influence-based decision 
making system to a more strategic, cost-effective decision making system. 
A foundation principle for AHS must be that decisions regarding the 
distribution and allocation of health care infrastructure and operational 
dollars will be based upon an actuarial assessment of need, outcomes, cost 
vs. benefit, waitlists and perhaps demographic trends. Naïve, perhaps — a 
grand vision, definitely.

One of the first things we will need in order to address the above 
concerns is a firewall between our politicians and AHS. If politicians 
are afraid to engage in health care discussions or are inclined to make 
inefficient health care decisions in order to appease their political cronies 

and to secure votes then perhaps we need to remove them from the 
health care equation. Yes, we need to sideline our politicians because 
they are perhaps the greatest source of inefficiency, mismanagement and 
misplacement of healthcare resources. 

With the advent of AHS one can only hope that reason and logic 
will win the day. As I mentioned, AHS is packed with amazingly bright 
and talented individuals. They are experts with respect to health care 
and the needs and deficiencies of the system. Let me suggest to our 
elected representatives: if you really want to have the problems in the 
health care system improved then get out of the way. Let the nurses, 
allied health professionals, administrators and physicians take over and 
fix the system. Put a firewall around healthcare that is a no-go zone for 
politicians and lobbyists. Health care can no longer afford to be a political 
tool or weapon. 

If by some miracle the individuals forming the next government in 
this province choose to pursue this firewall model then there must be an 

Firewall — Reprinted from June 2011 Vital Signs
By Dr. Lloyd Maybaum
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representing the group B patients is not particularly politically adept and 
instead chooses to focuses his or her energy on the front line helping 
beleaguered patients. Clearly, doctor B needs to advocate for his or her 
patients as they are disproportionately suffering in the system. 

If doctor A wants to further improve the situation for his or her 
relatively well-off patients, advocacy will likely not be enough since the 
optics do not favour further investment into the group. Consequently, 
in order to win even more benefits for his group, doctor A must apply 
leverage and begin to lobby the decision makers. 

In our example, if doctor A wins the bid for funding, the group A 
patients and the physicians serving them, have further cause to rejoice. 
However, for doctor A to win, doctor B, his or her patients and the other 
physicians serving them, must lose. This is simply a fact in this age of 
economic scarcity. In short, lobbying enables one to secure benefits for a 
group of individuals; benefits that may not be warranted, may not be in 
the best interests of the overall system and most likely to the detriment 
of others.

If I am doctor A, should I care about group B patients? Would it matter 
to me that they are disproportionately suffering and that, through my 
lobbying and influence, these disparities continue to grow and magnify? 
Personally, I want to ease suffering for all patients and I would like to see 
our scarce health care resources strategically invested to obtain the biggest 
bang for the buck regardless of whose patients they are.

In my example, doctor A wins because he or she is more adept at 
lobbying and perhaps more ‘connected’ not because the Group A patients 
were in greatest need. Some may not feel the need to apologize for 
lobbying but others certainly see the need for change.

Basing health care decisions on lobbyists and political expediency 
is a fundamental flaw in our health care system. It leads to increased 
disparity in health care, gross inefficiencies, waste and fuels the spectre 
of corruption. Moreover, how can AHS be effective when the decisions 
it makes are sometimes yanked away depending upon the election cycle 
and the need for votes. Austerity one moment, pork-barreling the next. 
This is no way to run an efficient, fair and equitable health care system. 
The entire system is losing and it is time for change. 

The advent of AHS presents an opportunity for such change. With 
a single provincial entity accountable for health care decisions we have 
the opportunity to switch from a lobbying and influence-based decision 
making system to a more strategic, cost-effective decision making system. 
A foundation principle for AHS must be that decisions regarding the 
distribution and allocation of health care infrastructure and operational 
dollars will be based upon an actuarial assessment of need, outcomes, cost 
vs. benefit, waitlists and perhaps demographic trends. Naïve, perhaps — a 
grand vision, definitely.

One of the first things we will need in order to address the above 
concerns is a firewall between our politicians and AHS. If politicians 
are afraid to engage in health care discussions or are inclined to make 
inefficient health care decisions in order to appease their political cronies 

and to secure votes then perhaps we need to remove them from the 
health care equation. Yes, we need to sideline our politicians because 
they are perhaps the greatest source of inefficiency, mismanagement and 
misplacement of healthcare resources. 

With the advent of AHS one can only hope that reason and logic 
will win the day. As I mentioned, AHS is packed with amazingly bright 
and talented individuals. They are experts with respect to health care 
and the needs and deficiencies of the system. Let me suggest to our 
elected representatives: if you really want to have the problems in the 
health care system improved then get out of the way. Let the nurses, 
allied health professionals, administrators and physicians take over and 
fix the system. Put a firewall around healthcare that is a no-go zone for 
politicians and lobbyists. Health care can no longer afford to be a political 
tool or weapon. 

If by some miracle the individuals forming the next government in 
this province choose to pursue this firewall model then there must be an 

enhanced role for the auditor general to monitor activities on the health 
care side of the firewall ensuring full accountability for dollars spent and 
decisions made. There must also be a whistle blower process to ensure 
that if any monkey-business is developing on the health care side of the 
firewall, workers, administrators or executives can report any evil-doers. 
Certainly, regardless of a firewall, some degree of gamesmanship will 
continue within the system.

Firewall the lobbyists and politicians and let AHS, the board and the 
executives do what they need to fix the system. For those that do not see 
the need to apologize for lobbying, I in turn, make no apology for this 
suggestion. Does anyone have the wherewithal to implement a firewall? 
Danielle Smith, David Swan — are you listening? Who is willing to accept 
and recognize that lobbying and influence are problematic in health care? 
Perhaps the conservatives will do some soul searching and recognize the 
issue. Hopefully, whoever becomes their new leader will see the need for 
change and courageously implement those changes.

Firewall — Reprinted from June 2011 Vital Signs
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“How can you make things better?” This was 
the question my daughter put to me as we were 
discussing whether I would run for the president elect 
position with CAMSS (Calgary and Area Medical 
Staff Society). 

The current president, Dr. Lloyd Maybaum, has 
had an interesting term to say the least. He maintained 
a high profile for our society throughout the recent 
negotiations with Alberta Health. He has made 
himself available for countless media interviews and 
articulated our position in a clear, and occasionally, 
controversial fashion. He has published many well 
written and researched editorials for Vital Signs and 
been instrumental in making Vital Signs the voice for 
physicians in the Calgary region. The fact that it is 
now stocked in the provincial library in Edmonton is 
a measure of its impact. Dr. Maybaum was involved at the local level as 
well as representing physicians provincially and advocating strongly on 
behalf of Calgary physicians at the many meetings he attended.

It was also during his term that a name change was mandated by the 
government’s new medical staff bylaws from CAPA (Calgary and Area 
Physicians Association) to CAMSS. This necessitated a new set of bylaws 
. . . drafted by Dr. Maybaum as well as a byzantine approval process 
that took a few tries. This also meant new banking arrangements. In the 
middle of all this the administrative assistant, who had worked for the 

organization for many years,  resigned to take a new job with AHS. This 
entailed a new set of discussions around funding, responsibilities and 
finding a location from which to work as well as, of course, interviewing 
candidates while trying to run a busy practice. And continue to be an 
involved parent of a young family.

I hope I have given a sense of what the last three years have been like 
for Dr. Maybaum and CAMSS. He extended his term an extra year to 
oversee the many changes our organization has undergone. More change 
is on the horizon but that is a topic for another day.

“How can you make things better?” Although I can’t improve upon 
Dr. Maybaum’s heroic efforts, my goals are to try to engage physicians, 
to seek your input and use that to provide the input the health system 
needs. It will not be easy. There are many motivated, intelligent people 
trying to improve health care but we, as physicians, have a unique role and 
perspective. It is our responsibility to our patients and to our profession to 
try to improve the process and the outcomes for our patients. 

My goal is to represent physicians to the best of my ability. I need your 
input and participation to be effective. Please support and encourage the 
medical staff associations. Together we can make a difference.

I would like to thank  all of the  emergency responders and  city 
administrators and workers who made it possible to evacuate 75,000 
people without a single major injury in the last 24 hours. There are 
many people whose lives will be greatly changed by the flood of 2013. 
Our thoughts go out to them.

From the president-elect
“How can you make things better?”

Dr. Steve 
Patterson is an 
anesthetist at 
the PLC and 
former PLC 

MSA president
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From the president-elect



Vital Signs July 2013 • Page 24


