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Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904

From the CAPA president
Sugar pill

Often we have heard the call for change in the health care 
system. Funds are scarce and programs are stretched, thus we 
owe it to patients and to the taxpayer to derive a 100 per cent 

return on every dollar invested into health care. Different methods of 
treatment and multiple approaches to the delivery of such services are 
always welcome but they need to be supported by evidence of efficacy 
if they are to be awarded precious health care dollars. In this article I 
argue that the system should think twice before funding interventions 
that rely solely upon placebo response, yet placebo response itself is 
not a bad thing. Moreover, we physicians practicing evidenced based 
medicine could provide an even bigger bang for every health care 
dollar, if we took steps to ensure maximum placebo response from 
our already efficacious interventions.

In my quest to discover innovative ideas regarding health care and 
the delivery of such services I came across a sanctioned advertisement 
for Angel Therapy in an elevator at the Peter Lougheed. Investigating 
this ‘healing method’ web site revealed that the therapy “involves 
working with a person’s guardian angels and archangels to heal and 
harmonize every aspect of life.” Advertised as it was by the hospital, 
I wondered what evidence there was to support this treatment 
intervention and who was advocating for it. The web site provides 
a variety of anecdotal success stories but not much in the way of 
scientific evidence.

 I also recently purchased a book, entitled “About Canada: Health 
Care” (Armstrong and Armstrong 2008). It reviews the history of our 
health care system and discusses important points regarding the future 
of health care delivery. Although I have a number of issues with this 
rather basic book, foremost in my mind is the author’s advocacy for 
complementary or alternative medicine.

While advocating for alternative medicine the authors appear to 
take an adversarial stance towards traditional medicine seemingly 
trying to marginalize it as ‘allopathic,’ biologically focused and 
beholden to scientific evidence of efficacy as if this were a bad thing. 
They also appear to take umbrage with the fact that scientific evidenced 
based medicine is virtually the only kind of medicine supported by 
the public health care system.

The authors note that there are other ways of “understanding 
evidence” and use examples of alternative approaches to suggest that 
each is developed from an evidence base different from the scientific 
evidence used in traditional medicine. They suggest that alternative 
medical approaches often start from a different set of assumptions, 
ones that are frequently rejected by traditional medicine. They further 
state that these different assumptions combined with the threat of 
competition, have contributed to the strong opposition sometimes 
voiced by doctors towards these practitioners. 

The above argument is hollow on two counts. First, by expressing 
opposition we mainstream physicians are defending patients; 
real people that have laid their health and wellness on the line 

and moreover, we are defending 
the economic viability of our 
health care system. Certainly, 
some complementary approaches 
are beneficial but many are not. 
Secondly, the authors did not 
include any specifics regarding 
the assumptions or evidence that 
form the foundation of alternative 
medical approaches.

S a d l y,  i f  m a i n s t r e a m 
practitioners say anything negative 
about alternative approaches 
such as criticizing their lack of 
scientific evidence we are often 
marginalized and accused of 
defending our turf. 

Further fuelling this debate we find the May 21st issue of the 
Economist and an intriguing article entitled “Think Yourself Better: 
Alternative Medical Treatments Rarely Work. But the Placebo 
Effect They Induce Sometimes Does.” This article seems to suggest 
that a basic assumption underlying alternative medicine is that the 
placebo effect can heal. Certainly, employing the placebo effect, as 
the foundation for an intervention, would draw from a data set that 
mainstream medicine would typically find unacceptable.

This article reviews the work of Dr. Edzard Ernst, apparently 
the world’s first professor of complementary medicine, described 
as “no breathless promoter of snake oil.” The article notes that Dr. 
Ernst and his group published over 160 meta-analyses of alternative 
medical approaches. “His findings are stark. According to his Guide 
to Complementary Medicine, around 95 per cent of the treatments 
he and his colleagues examined – in fields as diverse as acupuncture, 
herbal medicine, homeopathy and reflexology – are statistically 
indistinguishable from placebo treatments. In only five per cent of 
cases was there either a clear benefit above and beyond a placebo, or 
even just a hint that something interesting was happening to suggest 
that further research might be warranted.” These findings call into 
question whether our health care system should be funding alternative 
approaches that yield results no better than placebo.

Long ago mainstream medicine moved away from approaches 
akin to shamanism and the ‘four humors.’ Many desired measurable 
proof based on an understanding of how and why an intervention 
worked. Mainstream medicine realized that some medical practices 
not supported by scientific evidence likely relied heavily upon the 
placebo response. Perhaps these interventions helped some patients 
yet also, sadly at times, were seriously harming others. Ascribing to 
the principle of ‘do no harm’ unscientific approaches were largely 
abandoned in favour of, albeit dispassionate, scientific-evidence-
based medicine.
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Even today, mainstream medicine can run afoul when new 
treatments lacking long-term evidence quickly gather ardent 
proponents. We then have a situation in which we don’t have 
convincing evidence to support the intervention or are offering the 
treatment with as much supporting scientific evidence as phrenology 
once had. Let me go out on a limb and ask, how much of the positive 
results attributed to the Zamboni liberation treatment for MS relates 
to the ardent desire to believe in it, to believe that something, anything 
will help and the subsequent attendant placebo response?

Some might argue that employing alternative approaches and the 
placebo response probably is not doing much harm and may actually 
be helping. Conversely, one must consider that if a seriously ill 
patient focuses their energy on alternative therapies and misses out 
on the proven benefits of mainstream medicine then, indeed, harm 
has occurred. Perhaps that is why alternative and complementary 
approaches often include a disclaimer that the approach is not a 
substitute for mainstream or ‘allopathic’ medicine and that ‘you should 
consult your doctor first.’

Proponents of alternative approaches like to strike at mainstream 
practitioners by suggesting that our entire focus is on biology, yet 
in medical school we are actually trained to embrace a holistic 
approach. We are trained to consider biology as well as social factors, 
psychological issues and spiritual/cultural nuances/expectations when 
treating patients. Although the alternative field lays claim to the 
psycho-social-spiritual aspects of medicine, this is simply not valid.

Admittedly, in the busy doctors’ office it is difficult to find time to 
fully explore the psycho-social and spiritual needs of our patients even 
though most of us ardently would like to. The biological approach is the 
quickest and in the short term the most effective therefore it becomes 
the tool that we most readily employ. Time pressures and demands 
have forced us to focus on biological approaches marginalizing 
the power of psycho-social-spiritual approaches that can similarly 
contribute to healing. 

Placebo or not, some would suggest that it doesn’t really matter 
how the patient got there, as long as the patient is feeling better. We 
should remind ourselves that every intervention that a practitioner 
employs will provide some sort of a placebo response – even a 
sugar pill. When it comes to funding alternative approaches may I 
suggest two words; caveat emptor. The health care system needs to 
be investing in interventions that provide a positive impact greater 
than the placebo effect. Let me suggest that the placebo effect is 
essentially akin to the score one might obtain by responding in a 
random fashion to a multiple-choice test. For example, if there are 
four possible responses to each question on a medical school exam 
even a trained chimpanzee randomly answering should score 25 per 
cent. It is the ‘no effort’ score and for the purpose of this illustration 
it equates to the placebo effect.

For every dollar invested into health care we should derive 
maximum return by way of best outcomes. A 25 per cent return or 
a placebo level response is not acceptable. We should be striving to 
obtain 50 per cent, 75 per cent and eventually a 100 per cent return on 
every dollar. Interventions that are funded by the health care system 
need to be backed up with credible scientific evidence of efficacy. 
Anecdotal stories such as we find on the Angel Therapy website are not 
the caliber of evidence that we should be relying upon when investing 
precious healthcare dollars.

Can mainstream medicine improve? Absolutely. If, overall, 
mainstream medicine is functioning perhaps at a 75 per cent benefit 
level by focusing principally upon scientific- evidenced based 
treatments, we would achieve even greater returns if we also tried to 
maximize the concomitant placebo response. We all might agree that 
there are multiple approaches to health care but with scarce dollars 
how can we justify funding something that only provides a placebo 
response regardless of the fact that many embrace and have faith in 
such interventions. For many of us it would be nice to spend more 
time meaningfully connecting with our patients and exploring the 
psycho-social-spiritual determinants of health. Even better outcomes 
and greater patient satisfaction would surely follow. In the meantime, 
I’m hoping that my guardian angel is watching over me as this article 
goes to press. 

From the president - Sugar pill contd.
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All first year U of C medical students, over 180 this year, will 
once again be paired with an urban or rural community office 
generalist family physician and experience first hand over 

time, just what goes on in family physician offices! 

This new course, MDCN 330 is part of a larger U of C strategy to 
increase the number of medical students making family medicine a 
first choice career choice upon graduation.

All students, whether choosing family medicine or not, may have 
some myths dispelled, will increasingly understand the breadth and 
depth of family medicine, the therapeutic power of a strong doctor 
patient relationship over time and the variety and flexibility available 
within the discipline of family medicine.

Learners are observing family physicians delivering patient care 
in their office a half or whole day a month over five months. Some 
experience other encounters like multidisciplinary team visits, the ER 
and the delivery room, as long as half of the experience is in-office 
continuity of care.

A heartfelt thanks to the 171 of you who signed up last year and 
hope you will continue this year. Missed out last year? Sign up now! 
Even some family physicians who had never taken learners before, who 
I suspect took on this new preceptor role, in part to end my recruitment 
pleas, commented during and after the experience “now I remember 
why I chose family medicine” and “our student’s enthusiasm really 
energized our practice. We looked forward to the learner coming.”

And speaking of being energized - the next time you think unkind 
thoughts about your EMR, medical students have commented on 
fast access to patient information in an organized and legible format 
and rapid access to medical reference material on line that makes it 
easier to learn.

Additional comments included, “I was here a whole clinic and 
we never consulted a specialist once” and “every time I come here I 
have been able to apply something new I learned in the classroom.” 
Sounds like an increasing understanding of the breadth and depth of 
family medicine to me.

For those of you so busy you can’t squeeze another thing into your 
busy day thank you for doing all you do. Others; do consider becoming 
a preceptor or resuming preceptorship this year. Urge your colleagues 
to do so too! Change things up a bit.

A success story: MDCN 330 launched and growing! 
By Wendy Tink BSc (dist), MD, CCFP, FCFP

Dr. Wendy Tink
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Originally from the town of Capreol, in Northern Ontario, 
Mark Hamilton, MDCM, FRCSC is an associate professor 
of neurosurgery in the department of clinical neurosciences 

at the University of Calgary, neurosurgical oncology director and 
the adult hydrocephalus program director. He arrived in Calgary in 
1994 to start neurosurgical practice after McGill medical school, an 
internship at St. Paul’s Hospital in Vancouver, service in the military 
MOTP (medical officer training program), neurosurgical residency in 
Calgary and a year and a half of subspecialty fellowship training in 
Phoenix, Arizona at the Barrow Neurological Institute. 

Hamilton treats pediatric and adult patients and was division 
head for pediatric neurosurgery from 2002-2011. His interest in adult 
hydrocephalus developed as he and Dr. Terry Myles provided transition 
care for children with hydrocephalus when they became adults and 
could no longer be cared for at the Alberta Children’s Hospital.

Hydrocephalus is a chronic condition caused by excessive 
accumulation of fluid in the brain chambers (also known as ventricles). 
Our brains produce fluid that looks like tap water, at the rate of half 
a liter per day, which we recycle. Just like a bank account, if you 
make more than you spend, you build up a surplus. But in this case 
a surplus is detrimental. The fluid accumulation causes the chambers 
in the brain to grow and results in hydrocephalus. The effects for a 
patient can develop slowly or be quite acute depending on what stage 
of life and the speed with which this happens. For example, at a very 
young age, if the chambers expand, the brain may be able to adjust 
and produce a state called arrested hydrocephalus. However, and more 
commonly, the brain does not adjust, brain injury occurs and symptoms 
develop. Chronic hydrocephalus can produce memory or cognitive 
impairment (dementia) symptoms and difficulty with walking. Acute 
hydrocephalus can occur when the fluid accumulation results in very 
high brain pressures that can result in severe headaches, loss of vision, 
stroke and can be life threatening. 

“It’s not an extremely common disease but I think we’re uncovering 
the tip of the iceberg,” says Hamilton. In 2001 he started a “virtual” 
adult hydrocephalus clinic. Formal adult hydrocephalus clinics 
now run three to five times a month and last year over 70 new adult 
hydrocephalus patient referrals were assessed. The clinic now follows 
approximately 500 patients. There are four typical patient subgroups 
in hydrocephalus adults:

1. Patients with hydrocephalus who were initially treated as 
children (transition patients) and require continuing care. 

2. Adult patients with previously untreated congenital 
hydrocephalus. These are adults who had hydrocephalus that 
developed before or shortly after they were born but in whom the brain 
adjusted to the large fluid chambers. This condition is often referred 
to as compensated or arrested hydrocephalus. These patients typically 
have no initial obvious symptoms related to their hydrocephalus. 
Unfortunately, many start to develop memory and walking difficulties 
at some point during their adult life, frequently during the third to 

Adult hydrocephalus – Uncovering the tip of the iceberg?

forth decade, at which time treatment is required. Less commonly, 
patients may have no symptoms related to the hydrocephalus but were 
identified as having hydrocephalus because a CT scan or MRI scan 
of the brain was done for another concern. However, even patients 
without symptoms require long-term observation to watch for signs 
of delayed problems related to their hydrocephalus. 

“This is a patient population we’re identifying more frequently,” 
Hamilton says. “We carefully follow them using a number of 
parameters to allow us to identify when they are starting to get into 
trouble. A lot of the asymptomatic people are going to tip over the edge 
at some point. However, we only want to treat their hydrocephalus 
when it is causing difficulties. We want to be able to catch them before 
their hydrocephalus problems go too far. That way, we’re not treating 
unnecessarily when they’re doing well. It is therefore extremely 
important that we follow these patients so that we don’t miss an 
opportunity to treat their hydrocephalus when it becomes active so 
that brain injury is avoided.”

3. Adults who develop new hydrocephalus because of bleeding, 
brain trauma, infection or brain tumors (acquired hydrocephalus). 
These patients may have a chronic or acute onset of symptoms.

4. Adult patients who develop new hydrocephalus with no 
obvious cause (idiopathic) who are elderly (usually >65 years of 
age) and have a chronic onset of symptoms. This is referred to as 
idiopathic normal pressure hydrocephalus (iNPH). Patients typically 
have significant difficulty with walking ability and cognitive abilities 
including short-term memory. Although iNPH was first described 
in 1965, Hamilton says it is still a complex problem to sort out in 
suspected patients. “It’s an important condition to be aware of because, 
potentially, up to five per cent of dementia in the elderly population may 
have this as the underlying cause; and it’s treatable. We see patients who 

By Dave Lowery

Continued on page 12

Enlarged brain 
chambers
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come to clinic, at one extreme, in wheelchairs with significant memory 
difficulties who respond dramatically to hydrocephalus treatment, 
recovering their ability to walk independently and experiencing an 
improvement in memory function. In some cases we can’t reverse all 
of the effects of the condition but if we see patients whose cognitive 
abilities are just starting to be affected, we have a better chance of 
both improving their condition and stopping the progressive loss of 
short-term memory function. This obviously makes a huge difference 
in their quality of life. “

When it comes time to treat there are two ways: 

1. “The standard method of treating hydrocephalus is with 
a ventriculoperitoneal (VP) shunt. A VP shunt is implanted under 
the skin to allow the fluid from the brain to be literally shunted to a 
different area of the body where it can be reabsorbed,” Hamilton says. 
“A VP shunt consists of a tube that drains fluid from the chambers in 
the brain and connects to a valve that helps regulate the amount of fluid 
that flows through the shunt, which connects to another tube which 
leads, most commonly, to the peritoneal (abdominal) cavity. The fluid 
is absorbed by the lining of the abdominal cavity and recycled back into 
the body fluids. The shunt valves that are now most commonly used 
are referred to as programmable. This means that we can adjust the 
resistance in the shunt valve to help regulate the amount of fluid that is 
flowing without the need for further surgery. Shunt valve adjustments 
are done using a programmer placed over the skin above the valve. This 
allows us to try different settings to find the best treatment response 
while avoiding side effects. Unfortunately, shunts can malfunction 
and patients may require surgery at times to fix the shunt. They can 
become plugged and stop working effectively or occasionally can 
become infected. However, the benefits of successful shunt surgery 
in appropriately selected patients far outways the potential risks in 
these patients.” 

2. “The other way to treat certain types of hydrocephalus is 
by performing an endoscopic third ventriculostomy (ETV). The 
ETV creates an internal bypass to restore flow of fluid within the 
brain chambers when a flow block exists causing hydrocephalus. No 

hardware or shunt is left inside. This is an extremely valuable way 
to treat hydrocephalus because, rather than creating an artificial way 
to deal with the fluid like with a VP shunt, we’re letting the brain 
deal with the fluid in a natural way. It’s a physiologic solution rather 
than an artificial one. It’s beautiful when we can do an ETV instead 
of a shunt. Patients do better with these procedures. It’s safer, has a 
lower risk of infection, and the long-term failure of the procedure is 
dramatically lower than for VP shunts. The cost to the health care 
system is less because these patients don’t need to come back into 
the hospital for shunt revisions because they don’t have a shunt. So, 
from a health economic point of view, it’s a better procedure but more 
importantly, from a patient’s perspective, it’s also a better procedure. 
Unfortunately only patients with certain types of hydrocephalus are 
candidates for ETV. We have done over 200 of these in adult patients, 
which is probably the biggest experience in Canada.” 

Referring 
patients to the adult hydrocephalus clinic 

The hydrocephalus clinic currently follows about 500 patients. 
New patient referrals are accepted from all physicians. Patients are 
typically referred because a CT scan or MRI brain scan has identified 
untreated or treated hydrocephalus. “When the referral is made, its 
important to know why the referring physician initially asked for a 
scan to be done so that we can properly triage patients. In addition, 

Adult hydrocephalus – Uncovering the tip of the iceberg? Contd.
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AMA at CMA. Your AMA board recently attended the CMA conference in St. John’s Newfoundland. (That white mist 
outside in the background, sometimes mistaken for fog, is commonly known as Newfoundland sunshine on the rock!) 

if the CT or MRI scan report identifies compensated or arrested 
hydrocephalus, these patients should be referred for assessment. If you 
have any suspicion regarding hydrocephalus, please consider referring 
the patient for evaluation or calling to discuss the concerns,” Hamilton 
says. “If you’re in doubt . . . ask. We are seeing people who were told 
years before they had hydrocephalus, and were also reassured ‘don’t 
worry about it,’ but now are severely disabled. We want to identify 
these patients early on so that we can establish a baseline and determine 
if treatment or long-term follow-up is needed.”

Adult hydrocephalus clinic patients are seen as often as needed 
which is typically defined by their clinical condition. “Some patients 
are only seen every five years if we are doing surveillance monitoring, 
but if they’re symptomatic are seen more frequently. The common 
message we give patients is, if you’re having trouble, which you 
suspect is related to your hydrocephalus, let us know and we’ll try to 
sort if out,” Hamilton says. “We keep people out of the emergency 
department by allowing this type of access. We can assess patients 
and sort out if the concern is related to their hydrocephalus and direct 
patients where they need to go for treatment if the problem is not 
related to their hydrocephalus.” 

“Hydrocephalus in the adult patient is an important health care 
problem. It may not be big in terms of patient numbers when compared 
to something like heart disease, but it can have such an overwhelming 
effect on quality of life for affected patients. If not treated, it deprives 
people of their ability to both care for themselves and to lead productive 
lives. I’m impressed with the significant number of young patients 
with previously untreated congenital hydrocephalus, who are in 
the prime of their life, coming in with cognitive problems related 
to hydrocephalus. We need to identify these patients and provide 
appropriate treatment. In addition, remember that up to five per cent 
of dementia in the elderly may be caused by hydrocephalus that can 
be treated. There is a population bubble coming as baby boomers 
start to reach this age group. The adult hydrocephalus clinic is here 
to help these patients. ”

For more information:
The American Hydrocephalus association 

http://www.hydroassoc.org/
Adult hydrocephalus clinic. 403-944-4445
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Patient care is only one dimension of a physician’s responsibilities 
and accountabilities. For most physicians, including resident 
physicians in Alberta, contract negotiation is an inevitable 

reality of one’s career. Hearing about it is enough to give anyone 
goose-bumps – and not necessarily the good kind. Participating in 
negotiation is not for the impatient or meek of heart; succeeding in it 
even less so. And yet, without it, where would we be?

When I became a resident physician, I also became a member 
of PARA. This membership was not voluntary; it was mandatory. 
Interestingly, when I first joined, I did not consider PARA as the 
champion of my working contract; in fact, I had no reason to reflect on 
why PARA existed. It is all too easy to take these types of professional 
associations for granted; nevertheless, they exist for a reason. To 
understand an organization’s history is to understand its value and 
purpose. 

In the case of PARA, I was surprised by its past. What I have 
learned over the course of my two years of volunteering is that there 
was a time when PARA did not exist. There was also a time when 
PARA did not have the authority to bargain on behalf of its members; 
in fact, the College of Physicians and Surgeons of Alberta opposed 
PARA’s application to be a certified union – a certification that our 
organization still, to this day, does not hold. Instead, and perhaps more 
effectively, the right to bargain was achieved through non-legislative 
means – through advocacy work that highlighted the role of resident 
physicians in patient-care provision. Through this work, resident 
physicians attained representative status for their association; this 
status includes the right to arbitrate, which continues to the present 
day. 

PARA’s advocacy work goes beyond collective bargaining; over 
the past 35 years, PARA had forged collaborative relationships with 
numerous stakeholder organizations at the local, provincial, and 
national level. One of the greatest gifts that I have received through 
volunteering with PARA is the realization that I am part of a leadership 
legacy that has brought Canadian health care to where it is today. 
Volunteering is so important because it allows us as physicians to 
have a say in the future of the health-care system in Alberta and the 
role that we will play in that system. Through this understanding, I 
have come to appreciate that there are many parallels between PARA 
and zone medical staff associations. 

The risks of not getting involved became all too apparent to me in 
May of this year. As PARA’s incoming president, I had the privilege 
of representing PARA at a meeting of the committee of interns and 
residents (CIR) at their national convention in Chicago. CIR is one of 
the United States’ national resident physician unions. Like PARA, this 
body advocates for resident physician working conditions and well-
being as well as patient-care issues. Unlike PARA, CIR membership 
is not mandatory and, indeed, a very small proportion of resident 
physicians in the USA are members of CIR-affiliated hospitals. 

At this meeting, I came to learn that our colleagues across the 
boarder face issues that many of PARA’s members, including myself, 
would find hard to fathom. For example, residency spots in the United 
States are often attached to a particular hospital or group of hospitals 
and not necessarily to a university. The realities of this training 

PARA update
Feeling lucky? The importance of being involvedDr. David Ward, internal medicine resident physician

environment are sometimes alarming; in the American health-care 
system, if a hospital cannot maintain a profit margin, that hospital is 
at risk of closing. When a hospital, a wing, or a department closes, 
so do the training sites associated with them and resident physicians 
must then find themselves another residency position elsewhere. Many 
of the resident physicians I met reported being concerned about their 
job and training security on a daily basis. 

I spoke with members from one hospital network in the southern 
United States where, prior to joining CIR, resident physicians in 
postgraduate years one through seven were paid the exact same salary, 
received no paid vacation time, no conference leave, no additional 
educational funding and had no expectation for maternity leave. I 
heard from one resident physician in New York State who, prior to 
joining CIR, covered six hospitals by himself while on call; including 
the local children’s hospital, despite the fact he was in an adult training 
program. Resident physicians who complain are often told that they 
should be thankful they even have a residency position. For many of 
these resident physicians, it is only through involvement in CIR that 
improvements are made.

When I returned from this convention, I brought with me these 
stories and a new perspective on the importance of formal, organized 
representation. For resident physicians in Canada, our hospitals do 
not close, our residency spots do not disappear, and, because of the 
collaborative and good-faith efforts of PARA and the educating and 
employing entities with whom we negotiate, I feel like a valued part 
of Alberta’s health-care system. In negotiation, we may not always 
agree, but we respect and value each other’s opinions, perspectives, 
and priorities. Going through arbitration always necessitates a certain 
level of risk, but having spoken with my colleagues in the States, I can 
appreciate the importance of having that option at all. 

I can confidently say that, 
as a resident physician in 
Alberta, day in and day out, 
I feel lucky; however, I now 
recognize that the position 
of physicians in Alberta is 
less about luck and meekly 
accepting good fortune, 
and more about being and 
staying involved and active in 
associations and organizations 
that play a role in defining 
what it means to have the 
privilege to be a physician and 
to work in Alberta’s health-
care system. 
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The Comm post corner
Roots and healthcare

Dr. D. Glenn Comm, 
CAPA past president 

glenncomm@shaw.ca

This past weekend I visited the area, one hundred km northeast of 
Grande Prairie, where I grew up. It was in a Seventh Day Adventist 
community along the banks of the Smokey River and many a Saturday 
afternoon was spent hiking through the hills and along the river. My 
family was dirt poor, and after my father left we moved in with my 
grandparents while my mother moved to Edmonton and took the 
licensed practical nurse program. She went on to work for many years 
in the hospital in Grande Prairie. I went away to a boarding school for 
grades ten through twelve. I worked during the summers on campus 
to help pay for my tuition and have many lifelong friends from those 
high school days.

After high school, I moved on to graduate school and then medical 
school. I got busy with life, a first marriage that gave me my daughter 
and an acrimonious divorce. In time, I again found love. The one thing 
the two of us agreed on when we got together was that neither one of 
us wanted to get married again. Yet with time we changed our minds 
and have been happily married for over 10 years. 

I didn’t get back up to the area I grew up in much during my first 
marriage but after my divorce, I again began to return regularly. I have 
just come back from a visit a few days ago as I write. My younger sister 
and I looked at the four room house I lived in for my first years. The 
house has rotted and collapsed, the barn is still standing along with a 
line of abandoned farm equipment and my grandmother’s house on 
my father’s side is still standing, although the pine beetle has killed 
the spruce tree that grew next to her house. 

As I flew back home, a couple days ago I mused about what makes 
me return to those roots. I think, despite how I despised the hard labour 
that was our farm existence, the work ethic that I learned on the farm 
has stood me in good stead. My mother’s example of getting ahead in 
life, by getting education, has also helped me. I enjoyed running the 
farm equipment and helping with the harvest. In fact, I was running a 
combine harvester, while watching the satellites on their hourly runs, 
the night before I left for medical school.

For the last several years I have made an annual trip to hike the 
hills on the land that was my grandfather’s when he was alive. I did 
it again a few days ago. It helps me remember my roots and keep me 
grounded. It is a reminder that with determination and hard work a 
lot CAN be accomplished.

I am about to fly out, in a few days, to Newfoundland where 
the Canadian Medical Association annual meeting will be held. I 
am looking forward to it as I have never been that far into eastern 
Canada.

Medicine, in Canada and the world, is changing. New challenges 
come up regularly. Yet I am convinced that with focus, energy, and a 
willingness to roll up our sleeves and get to work on the hard issues 
that face us we can find a way to make our healthcare sustainable in 
a way that will keep us on track for years to come. It isn’t going to be 

easy. It will be hard work, but it is work that MUST take place. My 
concern is that the new government, with its majority in parliament, 
will keep as far away from talking about medicare as it can. It will be 
up to all Canadians to hold the government to task and to ensure that 
there is discussion and ACTION to keep our medical system viable.

As always your comments, criticisms, praise and poison darts are 
all welcome at, glenncomm@shaw.ca
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Feature updates
July 2011 - When patients become doctorsMay 2011 - Live liver transplants . . . A viable alternative?

Eric Arnestad, 59, the subject of the May Vital Signs 
feature story, was killed on July 1 in a motorcycle collision. 
Arnestad was a STARS (Shock trauma air rescue society) 
founding member and still active as a communications 
trainer for Calgary fire, EMS and police agencies. 

Robert Gibbon, 54, recently underwent double lung 
transplant surgery in Edmonton and is back in Calgary 
recuperating.
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CAPA classified

Medi-plus walk in clinic 

Required: Family physicians at our very busy Walk-in Clinic in the 
fast growing community of NE Calgary. MEDI-PLUS offers:

Flexible shifts• 
EMR- National Medical Solutions• 
Excellent support staff• 
Warm & friendly environment• 
Spacious and centrally located facility• 

Come and visit us! 

Contact: Dr G.S Bhullar 
Email: drgsbhullar@hotmail.com  

Phone: 403-830-1097

Physicians needed

ViVe Medical has openings for physicians interested in joining 
our modern new clinic, located in one of southwest Calgary’s most 
desirable neighborhoods, West Springs. Our clinic has lots to offer 
with friendly staff, fully implemented EMR (Wolf), 10 exam rooms, 
advertising, plenty of parking, and an OBGYN on site. We are looking 
for full time or part time family or walk-in doctors with practice or 
willing to accept new patients. 

For this great opportunity to establish or grow your practice, 
please contact Jolie (403) 217-6453 ext 8, joliehirsch@yahoo.ca 

or Dennis, denniscwleung@gmail.com, 

Zone Clinical Department Head - Department of Rural Medicine
Calgary Zone, Alberta Health Services
Calgary, Alberta 

Alberta Health Services invites applications for the position of Zone Clinical Department Head (ZCDH), Department of Rural 
Medicine, Alberta Health Services (AHS).

We are searching for an outstanding leader with demonstrated skills in administration and experience in rural medicine. In the 
ZCDH role, the incumbent’s duties include: leading and participating in the development of system wide rural services within the 
Calgary Zone, through the Department of Rural Medicine and its divisions; maintenance and recruitment of an appropriately trained 
physician workforce; ensuring high standards of clinical care and ethical conduct of the medical staff; addressing the CME, research 
and teaching opportunities within the Department. The ZCDH will work closely with other Departments, medical and operational 
leadership, primary care networks and community partners. The successful applicant will also be responsible for the medical leadership 
of the Community and Rural Health portfolio. This is an important leadership role within the Calgary Zone (0.5 FTE) supported 
by a five year term appointment, renewable upon favourable review.  Salary will be dependent upon qualifications and experience. 
Eligibility for licensure in the Province of Alberta is required.

Applications including curriculum vitae, an expression of interest and the names of three references should be forwarded by 
September 15, 2011 to:

Sandra Stoffel, MD, FRCPC
Associate Zone Medical Director, Calgary Zone
Alberta Health Services
10301 Southport Lane SW
Calgary, Alberta,  T2W 1S7
Sandra.stoffel@albertahealthservices.ca
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AMA update

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

By Patrick J. (P.J.) White, MB, BCh, MRCPsych, president, Alberta Medical Association

YouTube to help with AMA advocacy

YouTube is now a key element in AMA’s advocacy with the launch of
 Prescription Alberta: Ideas for Better Health Care 
 
The Alberta Medical Association (AMA) has enhanced its advocacy for a health care system that puts Patients First® and provides 

Value for Patients® with the launch of Prescription Alberta: Ideas for Better Health Care .

The first three videos feature:

• Dr. Jana Holden, Leduc – It can be difficult to see a family physician in a timely fashion. See how one primary care network 
is addressing the problem.

• Dr. Carolyn A. Lane, Calgary – When the local hospital is built to handle 3,500 deliveries a year but actually does 6,000, what 
can be done to care for moms and babies when they need it the most?

• Dr. Eric A. Wasylenko, Okotoks – Everyone faces the end of life eventually. Palliative care can help patients and families deal 
with this most difficult transition.

These videos can be viewed at http://www.albertadoctors.org/Advocacy/prescriptionAB on the AMA’s Prescription Alberta webpage. 
About two dozen other videos, most ranging from 90-120 seconds, will be posted in the coming weeks. 

These topics will include:

• The success of primary care networks (PCNs)
• How patients benefit from health care teams
• The value of continuity of care
• Attracting physicians and other health professionals to rural Alberta
• Getting into medical school and the life of a medical student
• Physician-led innovations in orthopedic surgery
• Tanning beds and skin cancer 
• Why physicians have a responsibility to advocate for their patients.

The AMA’s advocacy and social media strategy includes the production of more videos in the coming year and the launch of a 
new AMA website in 2012. 
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