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

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

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

Interested candidates should email resume and cover letter to 
the hiring committee at info@cndhealthservices.com. 
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Dr. Lloyd Maybaum,
CAMSS president 

Phone: 403-943-4904

From the CAMSS president
Get ready to rumble!

My,	it	has	been	a	busy,	fantastic	summer.	Who	can	remember	
better	weather?	Now,	with	the	advent	of	fall	we	all	know	
what	 this	means.	Yes,	 it	 is	 time	 to	 renew	your	CAMSS	

membership! Don’t stop reading! Don’t turn the page!

As	your	CAMSS	president,	 this	August	 I	 had	 the	 privilege	of	
attending	the	145th	CMA	general	council	 in	Yellowknife.	For	me,	
this	meeting	underscored	the	importance	of	CAMSS.	Much	akin	to	
Canadian politics in which citizens are represented by three levels of 
government,	 federal,	provincial	and	civic,	physicians	are	similarly	
represented	by	a	federal	branch	(CMA),	a	provincial	branch	(AMA)	
and	a	regional	branch	–	your	very	own	CAMSS.	All	three	are	integral	
for physicians to position themselves in such a manner that they can 
effectively advocate for patients and important health care issues 
whether	 they	be	of	 regional	or	national	 importance.	Likewise,	 the	
communication between these branches is similarly vital. The motions 
and the agenda items for the CMA general council are generated at the 
grass	roots	–	the	verdant	lawn	known	as	CAMSS.	Thus,	your	support	
of	CAMSS	is	vital.	But	more	on	the	importance	of	membership	next	
month.

Speaking	of	agenda	items,	many	might	expect	that	I	have	some	
words	with	respect	to	the	executive	expense	scandal.	Very	simply,	I	
find	that	there	is	nothing	to	say.	Furthermore,	there	is	no	point	dog-
piling	on	the	issue.	Certainly,	calls	for	the	health	minister’s	resignation	
as a result of a CFO’s expenses from the bygone era 
of	the	Capital	Health	authority	is	pure	politics.	In	this	
regard,	I	believe	that	the	health	minister	should	stand	
his ground and not resign.

Despite	the	above	sentiment,	I	do	have	a	bone	to	
pick	with	the	Honourable	Mr.	Horne.	What	happened	
to	 negotiations?	What	 happened	 to	 our	 agreement	
in	principle?	 I	 suppose	 those	were	whimsical	pre-
election	 notions.	However,	 the	 honourable	 action	
for the Honourable Mr. Horne would have been to 
ratify	the	agreement	in	principle.	Alas,	what	is	that	
saying. There is no honour amongst . . . errr . . . never 
mind.	I	can	assure	you,	the	reader,	that	the	status	of	
negotiations will be the hot button topic at the AMA 
representative	forum	late	in	September.	

From	what	 I	 understand,	 the	 health	minister	
would	like	to	disembowel	the	AMA	of	any	influence	
or	 status.	Mark	my	words,	 ladies	 and	 gentlemen,	
this	will	be	the	hill	to	die	on.	For	two	years	I	have	
noted that we physicians have not been asking for 
a	 pay	 raise.	We	 have	 not	 been	 looking	 for	much	
in	 terms	of	a	 settlement.	 If	however,	 the	 intention	
of the health minister is to gut the AMA then this 
will be the hill that we must pull no punches on – 
the	 last	 stand;	gunfight	at	 the	OK	corral;	 the	cage	
match. No holds barred. Prepare the bromides ladies 

and gentlemen and get ready to 
rumble.	This	could	get	very,	very	
ugly. Ugliness that will serve as a 
needless distraction at a time when 
all parties should be focusing their 
energies	in	unison	for	the	benefit	
of patients and the optimization 
of our health care system. Further 
updates will come next month but 
in	the	meantime,	please	remember	
to	pay	your	CAMSS	dues!
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Para update
Ode to ICU nursesBy Dr. Sangeeta Jain, pediatric resident physician

I	started	my	first	year	of	residency	on	the	neonatal	intensive	care	unit	(NICU)	and	my	second	on	the	pediatric	intensive	care	unit	
(PICU)	 so	 I	 know	 that	 the	 ICU	can	be	 an	 intimidating	place.	

The patients are acutely sick with a variety of (sometimes unknown) 
illnesses,	treatments	can	be	time	critical,	the	responsibilities	tend	to	
be	heavy	and	just	about	everyone	seemed	significantly	more	prepared	
than	the	average	rotating	resident	physician.	As	green	as	I	was	on	both	
of	my	ICU	rotations,	I	still	knew	enough	to	recognize	that	the	only	
way for me to survive and enjoy my experience was to build strong 
relationships	with	 the	 health	 professionals	with	whom	 I	worked,	
particularly the nurses.

Luckily	for	me,	I	had	insider	advice	from	an	intensive	care	nursing	
friend	on	how	to	succeed	on	the	ICU.	He	provided	me	with	three	tips	
for	ensuring	a	successful	rotation.	He	insisted	that	I	needed	to:

1. know	the	culture	of	the	ICU,	
2. respect and learn from the specialized knowledge of nurses 

and
3. be cognizant of the fact that everyone is trying to do what is 

best for the patient. 
This advice has served me well.

Culture	 is	particularly	 important	on	 the	 ICU.	While	workplace	
culture	is	a	significant	strength	and	hurdle	in	all	areas	of	health	care,	
intensive care is vastly different from most other wards. All intensive 
care	units	prioritize	uniquely	and,	as	a	result,	can	have	different	ways	
of doing things like weaning ventilators and ionotropes or ordering 
medications	and	fluids.	Confusion	can	easily	prevail	when	those	of	us	
who	are	new	to	an	ICU	care	environment	fail	to	recognize	the	norms	
established on the unit. The best strategy to avoid this confusion in the 
first	place	is	to	double	check	what	their	particular	way	of	doing	things	
is.	For	example,	check	in	with	the	nurses	on	the	service	to	make	sure	
that you’re providing information in a manner that will best serve the 
patient. This simple act will ensure clarity and avoid creating extra 
work for either yourself or those who work with you. 

Nurses	on	the	ICU	have	specialized	knowledge	that	their	colleagues	
(including	physicians)	can	often	benefit	from.	As	it	was	put	to	me,	
one of the best strategies for getting to the heart of an intensive care 
nurse is to understand and be able to appreciate the “how” and the 
“why”	of	his	or	her	specialized	skills.	The	nurses	constantly	observe,	
monitor,	and	intervene	to	ensure	the	well-being	of	their	patients.	With	
good	reason,	they	are	very	protective	of	their	patients.	Before	my	first	
NICU	shift,	I	was	told	by	an	older	colleague	that	one	should	not	even	
consider entering the space of an infant unless given explicit consent 
by	the	NICU	nurses.	Naturally,	this	direction	made	the	rotation	seem	
all	the	more	daunting;	however,	my	understanding	and	appreciation	
of the situation changed drastically after attending a presentation on 
neurodevelopmental	care	 in	 the	NICU.	One	of	 the	most	 important	
themes explored was how sensory stimulation can overwhelm pre-
term infants and increase physiologic signs of stress – stress that may 
result	 in	 impaired	neurologic	and	cognitive	development.	While	 it	

may initially seem odd for a nurse to ask you to come back later to 
assess	an	infant,	minimizing	handling	and	noise	around	the	premature	
infant	may	result	in	better	outcomes.	Especially	on	overnight	shifts,	
collaborating with the nurses to learn and problem solve around cases 
can be a very rewarding and educational experience for resident 
physicians	in	addition	to	being	beneficial	for	the	patient.	

In	every	situation	on	the	ICU,	it	is	valuable	to	keep	in	mind	that	
everyone is trying to do what is best for the patient – the goal is not to 
make	the	residents’	life	difficult!	With	all	the	intensity	of	knowledge	
in	critical	care,	there	is	also	an	intensity	of	emotion	that	is	inherent	to	
this	field	of	medicine.	In	this	context,	it	can	be	easy	to	misinterpret	
actions and take off-hand comments to heart making the effort to 
ensure	that	our	experiences	on	the	ICU	are	framed	in	the	understanding	
that,	ultimately,	everyone’s	end	goal	is	the	well-being	of	the	patient	
is necessary. 

I	truly	value	my	experiences	in	critical	care.	They	were	challenging,	
but	I	learned	so	much	and	felt	very	supported	while	I	was	learning.	
Particularly in times of stress or when a patient’s clinical course 
had	taken	an	unexpected	turn	for	the	worst,	I	found	that	my	nursing	
colleagues	would	check	in	with	me,	both	to	ensure	that	I	was	handling	
everything well emotionally and to provide me with support when 
necessary.	Although	 I	 do	 not	 see	myself	 pursuing	 a	 career	 in	 this	
area,	I	always	look	forward	to	visiting	the	ICU,	largely	because	of	the	
knowledge	and	support	of	the	ICU	staff	and,	particularly,	the	intensive	
care nurses. Thank you for both what you taught me and the support 
you	provided	to	me	while	I	was	on	the	ICU!

Below: Dr. Sangeeta Jain, pediatric resident physician
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AMA update

What do patients really need from their primary care system? 
What	 role	 can	 primary	 care	 networks	 (PCNs),	 family	
physician clinics and the proposed family care clinics 

(FCCs)	play	in	meeting	that	need?	More	broadly,	how	do	we	enable	
primary care to work with secondary and tertiary care so that all 
Albertans	have	timely	access	to	quality	care?

These	are	questions	for	which	all	stakeholders	in	the	health	care	
system	–	particularly	our	patients	–	are	seeking	answers.	As	we	know,	
the provincial government has made primary care a major priority 
and	the	Alberta	Medical	Association	(AMA)	agrees	that	significant	
investment in this sector is important. This investment needs to be 
structured around what patients need.

Over	the	course	of	the	next	year,	there	will	be	many	discussions	
as	to	where	Alberta’s	health	care	system	needs	to	go.	For	example,	
the premier asked MLAs to speak with their constituents this past 
summer about priorities for primary care. There has also been talk 
of	an	advisory	committee	on	primary	care,	reporting	to	the	minister,	
which	is	expected	to	begin	soon.	Finally,	as	government	begins	it’s	
planning	on	FCCs	and	primary	care,	discussions	about	appropriate	
investment must take place with family physician clinics and PCNs 
about how they need to be supported.

Physicians	and	patients	want	to	be	–	indeed,	have	to	be	–	part	of	
conversations such as these. The release of the AMA discussion paper 
A	Vision	for	Family	Care	Clinics	is	a	first	step	and	contribution	to	
that process.

Let’s begin with FCCs

Because	government	plans	to	introduce	up	to	140	FCCs	over	the	
next	three	years,	this	is	a	logical	place	to	begin	discussions.	Family	
physician clinics linked to PCNs have been the nucleus of primary 
care	 (and	 currently	 serve	 about	 80	per	 cent	 of	Albertans).	 Family	
physicians	have	the	track	record	and	the	expertise	to	deliver	efficient	
care	that	puts	Patients	First®	and,	like	patients,	we	value	the	benefits	
that come from team-based care. 

In	 releasing	 our	 discussion	 paper,	 I	want	 to	 acknowledge	 the	
outstanding work of the primary care alliance and the Edmonton Zone 
PCN	physician	leads	in	its	development.	With	their	insightful	input,	I	
believe we have made an excellent start in exploring how to link the 
operations	of	FCCs	and	PCNs	–	in	effect,	how	they	can	evolve	and	
integrate to form the primary care neighborhood.

Over the next while we will be gathering comments and 
feedback from all physicians to ensure that the paper captures a 
comprehensive	vision.	We	also	 intend	 to	 share	 the	document	with	
other stakeholders.

By Dr. Linda M. Slocombe

But we must also cast a wider net

Primary care is the broad base and foundation of the health care 
system. To create an optimal system is a matter of coordinating and 
facilitating the care the patient receives – across the spectrum of 
primary,	secondary	and	tertiary	care.

So,	the	answer	to	improving	access	is	not	as	simple	as	making	more	
places	available	to	access	the	system.	That’s	part	of	the	solution,	but	
when	a	patient	enters	the	system,	it	needs	to	happen	in	a	coordinated	
way	that	avoids	bottlenecks,	duplication	and	fragmentation	of	his	or	
her overall care. 

We	need	some	new	ideas.	We	also	need	to	build	on	the	positive	
elements	 and	 achievements	 of	 our	 current	 system.	 For	 example,	
how can we better support the needs of patients with chronic and 
complex	health	care	needs?	We	understand	and	 support	 their	very	
legitimate need for specialized care. The AMA will be looking at 
matters related to specialist and chronic care physicians over the next 
several months. 

Please	 comment	 on	our	 discussion	paper,	 talk	 to	 your	 patients	
and,	 if	 you	 get	 the	 opportunity,	 to	 your	MLA.	Email	 president@
albertadoctors.org.	I	look	forward	to	your	valuable	input	and	I	will	
share the results with the profession.

You can find the discussion paper on the AMA website: 
www.albertadoctors.org. 
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Editorials and articles written 
in	Vital	Signs	by	presidents	of	
medical staff associations and 

the	past	presidents	of	CAPA,	myself,	
Dr.	Glenn	Comm,	Dr.	Linda	Slocombe	
and	Dr.	Lloyd	Maybaum	reflected	the	
good the bad and the ugly on the same 
set of health care issues that occupy 
many	of	us	today.	It	is	noteworthy	that	
most issues are tried and true and yet 
relatively few issues are new.

One obvious change is that the past 
calls for more government funding for 
AHS	have	been	answered.	The	budget	
increase of six per cent compounding 
over	 six	 years	 to	AHS	 across	 the	
board of all expenditures was an amazing stabilization for planning and 
subsequent	budgeting	and	spending.	Also	 the	call	 for	capital	structure	
expenditure	was	answered	with	 the	new	Alberta	Children’s	Hospital,	
additions	 and	 renovations	on	many	hospitals,	 the	building	of	 acute	
care	centers	and	finally	 the	massive	capital	 invested	in	 the	new	South	
Calgary	Campus	hospital	that	is	set	to	have	a	phased-in	opening.	What	is	
astounding,	is	that	adequate	operational	funds	that	would	allow	facilities	
to fully open at maximal capacity are lacking and that human resource 
issues	to	adequately	staff	all	facilities	at	maximal	capacity	are	still	an	issue,	
inadequately	addressed	to	date.	There	are	still	reports	of	some	surgeons	
having four hours of operating time a week and reports of very long wait 
lists	for	procedures	and	specialty	consultation,	so	little	has	changed	over	
the years despite the massive funds in place. Do more dollars really make 
a difference?

From	a	physician’s	point	of	view,	one	that	spends	the	majority	of	time	
seeing	patients,	disappointment	abounds.	In	spite	of	the	dollars	and	the	
capital	structures	and	renovations,	only	small	gains	are	evident.	We	remain	
with	emergency	care	issues,	patients	in	closets	and	hallways,	hospitals	
constantly on bed alerts and with chronic care patients in acute care beds. 
We	remain	with	broken	promises	of	patient	care	issues	being	adequately	
addressed,	matching	or	beating	accepted	national	standards	of	care.	The	
effort to further tinker with the everyday operational aspects has employed 
so many in middle management and yet there is so little to show except for 
more	protocols,	rules	and	meetings	and	even	more	meetings.	It	seems	no	
matter how many people count the paperclips and meet about the paperclips 
and	reorganize	the	paperclips,	the	value	added	for	effort	is	just	not	there.	
Perhaps	we	can	gain	some	comfort	in	looking	at	the	top	of	the	pyramid,	
as	the	very	senior	executive	of	AHS	are	largely	physicians,	and	have	been	
working very hard to get the Titanic to turn in the right direction.

The past calls for physician engagement were answered with great gains 
during	the	tenure	of	CEO	Jack	Davis,	with	docs	evident	at	every	layer	of	the	
then CHR organization right up to the board level with scheduled meetings 
with the board and a non-voting position of the CHR board. The medical 
advisory	committee	(MAB)	had	physician	membership	that	counted	and	
with	votes	that	had	meaning,	with	physician	members	that	sat	as	equals	
amongst	 the	senior	administration,	department	and	academic	heads	of	
departments.	We	have	been	replaced.	Now	we	have	“administrative	dyads,”	

Then and now, not a pretty picture

By Dr. Michael Giuffre, CAMSS past president, AMA president-elect

Canada,	unfortunately,	is	no	stranger	to	major	disasters.	Just	last	
year,	a	fire	swept	 through	Slave	Lake	causing	damage	in	 the	
millions of dollars and uprooting a city’s population that is still 

struggling to cope. And though they were helped by numerous emergency 
agencies,	what	you	may	not	realize	is	an	agency	called	CAN-TF2	provided	
medical	care	and	logistics	help	during	the	crisis.	The	CAN-TF2	mandate,	
as	described	on	its	website	is	“to	locate,	extricate	and	facilitate	immediate	
medical care to individuals affected by natural or human-caused disasters. 
Initially,	Canada	Task	Force	2	was	started	with	assistance	from	the	Calgary	
Fire	Department	due	to	the	success	of	their	heavy	rescue	program.	In	
2007,	the	Calgary	Fire	Department	struck	a	strategic	alliance	with	Alberta	
Shock	Trauma	Air	Rescue	Society	(STARS)	to	further	develop	the	team’s	
strengths and to further support a sustainable deployment model.”

“In	2001,	 the	 federal	government	decided	 they	needed	a	national	
capability	to	provide	heavy	urban	search	and	rescue	services,”	says	Scott	
Cowan,	32,	the	task	force	leader	for	Calgary’s	CAN-TF2	(Canada	Task	
Force	2).	Though	fire	departments	were	initially	considered,	eventually	
five	Canadian	task	forces	were	formed	in	Vancouver,	Calgary,	Brandon,	
Toronto and Halifax with the federal government providing a total of $2.1 
million	per	year	and	municipalities	also	contributing.	In	Calgary’s	case,	the	
total	operating	budget	per	year,	with	the	City	of	Calgary	contribution,	is	
$560,000.	That	model	will	soon	change,	though,	as	the	federal	government	
has decided to stop funding rescue programs as of April 1 next year. 

“We’re	looking	at	creating	a	stronger	partnership	with	the	province	
to take us from heavy rescue to a more all-hazards disaster response 
team,”	says	Cowan.	

Cowan	is	a	paramedic	and	firefighter	who	worked	for	eleven	and	a	
half years for the Calgary Fire Department. His role with the task force 
is team leader with a focus on team administration and logistics. 

“I’ve	been	running	this	program	for	over	a	year	now	and	there	is	
no	typical	day,”	Cowan	says.	“Essentially,	along	with	the	team’s	only	
other	full	time	employee,	Toby	Meyer,	we	organize	the	team,	manage	
volunteers,	purchase	and	maintain	equipment,	negotiate	agreements	with	
our partners and do anything else that’s necessary to ensure that we are 
deployment-ready at a moments notice.”

The	task	force	falls	under	the	fire	department	umbrella	and	is	Tom	
Sampson’s	 ultimate	 responsibility.	
Sampson,	54,	now	a	deputy	chief,	was	
the	City	of	Calgary’s	EMS	chief	 for	
just under 12 years until the department 
was absorbed by Alberta Health 
Services	 in	 2009.	 Sampson’s	 role	
is to oversee the program as senior 
management and work as a liaison with 
the municipality or province involved 
at an incident.

And	though	Sampson,	Meyer	and	
Cowan	are	 the	only	paid	members,	
currently	 the	 task	 force	 lists	 105	
volunteers with broad based experience 
as	 paramedics,	 rescue	 technicians,	
physicians,	structural	engineers,	hazmat	
specialists,	heavy	equipment	operators	

and mechanics to name a few specialties. And though the volunteer 
response	has	been	good,	they	could	still	use	more	people.

“We	would	like	to	be	two-to-three	people	deep	in	every	position,”	
says	Cowan.	“We	have	five	physicians	right	now	but	it	would	be	nice	to	
have eight fully committed doctors.”

One	of	those	doctors	is	Kevin	Hanrahan,	a	former	family	physician	
who	 re-certified	 in	 emergency	medicine.	Hanrahan’s	background	 is	
uniquely	suited	to	CAN-TF2	as	he	also	has	experience	as	a	City	of	Calgary	
firefighter	and	found	a	natural	fit	for	his	qualifications.	

“As a full time emergency physician and a consultant medical director 
for	the	fire	department,	I	have	the	opportunity	to	be	involved	on	several	
levels	with	the	team	and	the	ability	to	wear	different	hats,	which	is	key	
to	the	successful	functioning	of	the	team,”	Hanrahan	says.	“It	gives	me	a	
great	deal	of	satisfaction	knowing	I	can	help	the	people	we	serve	in	many	
ways	and	definitely	enjoy	the	out-of-hospital	challenges.”

Though Hanrahan estimates he spends about 12 hours per month 
on	task	force	related	activities,	if	every	member	donated	eight	hours	per	
month he feels the team could function at a higher level.

“All	team	members	are	logisticians	first	which	means	we	help	put	
up	 tents,	scrub	pots,	clean	toilets	and	do	other	camp	work	that	needs	
to	get	done,”	he	says.	“The	other	important	issue	is	the	amount	of	time	
commitment that is not paid. Unless you can imagine volunteering a day 
a	month	for	preparation,	a	weekend	a	couple	of	times	a	year	for	training	
and	10-12	days	away	in	case	of	a	true	deployment	then	you	shouldn’t	even	
consider it. The trade off is to be able to work with some great people doing 
very interesting work and experience doing some pretty exciting things all 
the while helping people in need. For me it is well worth the time.”

“We’re	currently	sorting	out	wages	for	physicians,	based	on	industry	
standards,”	says	Sampson.	“We’re	finding	the	doctors	are	in	a	different	
category because we can’t expect them to abandon their practice for the 
$35 an hour that we pay our members during disaster deployments.”

Volunteers	have	expenses	such	as	mileage,	uniforms	and	 training	
courses	covered	and	are	paid	an	hourly	 rate	when	deployed.	But	 the	
volunteers who have committed their time already don’t appear to be 
interested in the money.

“It’s	a	really	cool	opportunity	for	people	to	be	involved	in	things	you	
normally	wouldn’t	be	involved	with,”	Cowan	says.	“I	believe	that’s	why	
a lot of our current emergency doctors are involved. They already make 
important differences in people’s lives and CAN-TF2 is a natural extension 
of what they’re already doing.”

“But	what	 is	 also	 important	 to	know	 is	 that	 our	volunteers	 are	
people who are not afraid to get their 
hands	dirty,”	Sampson	says.	 “If	 there	
are	no	patients,	I’ve	seen	Dr.	Hanrahan	
emptying garbage – everyone on the team 
pitches in. Our volunteers understand the 
concept of true teamwork.”

For physicians interested in 
volunteering, or for more 

information, please go to the Canada 
Task Force 2 

website: www.cantf2.com 

Canada Task Force 2 (CAN-TF2) needs you! But who are they?
By Dave Lowery

Scott Cowan (left) and 
Tom Sampson. 
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CAN-TF2 dog, Kona, 
helps locate patients in 

this mock rescue.
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Editorials and articles written 
in	Vital	Signs	by	presidents	of	
medical staff associations and 

the	past	presidents	of	CAPA,	myself,	
Dr.	Glenn	Comm,	Dr.	Linda	Slocombe	
and	Dr.	Lloyd	Maybaum	reflected	the	
good the bad and the ugly on the same 
set of health care issues that occupy 
many	of	us	today.	It	is	noteworthy	that	
most issues are tried and true and yet 
relatively few issues are new.

One obvious change is that the past 
calls for more government funding for 
AHS	have	been	answered.	The	budget	
increase of six per cent compounding 
over	 six	 years	 to	AHS	 across	 the	
board of all expenditures was an amazing stabilization for planning and 
subsequent	budgeting	and	spending.	Also	 the	call	 for	capital	structure	
expenditure	was	answered	with	 the	new	Alberta	Children’s	Hospital,	
additions	 and	 renovations	on	many	hospitals,	 the	building	of	 acute	
care	centers	and	finally	 the	massive	capital	 invested	in	 the	new	South	
Calgary	Campus	hospital	that	is	set	to	have	a	phased-in	opening.	What	is	
astounding,	is	that	adequate	operational	funds	that	would	allow	facilities	
to fully open at maximal capacity are lacking and that human resource 
issues	to	adequately	staff	all	facilities	at	maximal	capacity	are	still	an	issue,	
inadequately	addressed	to	date.	There	are	still	reports	of	some	surgeons	
having four hours of operating time a week and reports of very long wait 
lists	for	procedures	and	specialty	consultation,	so	little	has	changed	over	
the years despite the massive funds in place. Do more dollars really make 
a difference?

From	a	physician’s	point	of	view,	one	that	spends	the	majority	of	time	
seeing	patients,	disappointment	abounds.	In	spite	of	the	dollars	and	the	
capital	structures	and	renovations,	only	small	gains	are	evident.	We	remain	
with	emergency	care	issues,	patients	in	closets	and	hallways,	hospitals	
constantly on bed alerts and with chronic care patients in acute care beds. 
We	remain	with	broken	promises	of	patient	care	issues	being	adequately	
addressed,	matching	or	beating	accepted	national	standards	of	care.	The	
effort to further tinker with the everyday operational aspects has employed 
so many in middle management and yet there is so little to show except for 
more	protocols,	rules	and	meetings	and	even	more	meetings.	It	seems	no	
matter how many people count the paperclips and meet about the paperclips 
and	reorganize	the	paperclips,	the	value	added	for	effort	is	just	not	there.	
Perhaps	we	can	gain	some	comfort	in	looking	at	the	top	of	the	pyramid,	
as	the	very	senior	executive	of	AHS	are	largely	physicians,	and	have	been	
working very hard to get the Titanic to turn in the right direction.

The past calls for physician engagement were answered with great gains 
during	the	tenure	of	CEO	Jack	Davis,	with	docs	evident	at	every	layer	of	the	
then CHR organization right up to the board level with scheduled meetings 
with the board and a non-voting position of the CHR board. The medical 
advisory	committee	(MAB)	had	physician	membership	that	counted	and	
with	votes	that	had	meaning,	with	physician	members	that	sat	as	equals	
amongst	 the	senior	administration,	department	and	academic	heads	of	
departments.	We	have	been	replaced.	Now	we	have	“administrative	dyads,”	

Guest editorialThen and now, not a pretty picture

By Dr. Michael Giuffre, CAMSS past president, AMA president-elect

administrative	MD’s	alongside	the	non-MD	administration.	Largely,	as	I	
see	it,	side-by-side	administrators	now	coupled	with	department	heads	
largely doing administration. Now put that together with an organizational 
chart	of	AHS	that	would	spin	your	eyeballs	and	that	requires	oversized	
sheets	of	paper	taped	together	and	voila,	the	new	look	of	middle	and	high-
level administration. Disengaged physicians and medical staff remain 
with low morale according to the repeated medical staff surveys with only 
glimmers of improvement reported with the last survey and admissions 
of a long way to go.

The	politics	of	health	care	 remain	as	 is,	perhaps	with	 less	direct	
involvement	of	the	feds,	choosing	to	do	a	handoff	to	the	provinces	with	
a generous transfer payment scheme that includes six per cent annual 
increases	eventually	defaulting	to	three	per	cent	in	the	longer	term.	Again,	
a	theme	of	stable	funding.	In	Alberta,	we	have	gone	through	a	lot	of	health	
ministers,	all	with	 their	own	style	and	 level	of	knowledge,	all	 lasting	
about	a	year	and	a	half,	none	leaving	a	legacy.	We	have	gone	from	Klein	
to	Stelmach	to	Redford,	and	apart	from	the	third	way	gone	bad	during	the	
Klein	era,	little	has	changed	in	the	health	care	issues;	perhaps	the	exception	
being the recent push to change the primary care delivery model. The most 
recent	shift	now	seems	to	be	the	newly	found	throttle	of	AHW	(Alberta	
health	and	wellness)	with	almost	all	decisions	of	significance	shifting	away	
from	the	AHS	and	it’s	board,	and	onto	the	Health	Minister	Fred	Horne.	The	
stakeholders	with	a	strong	say	in	the	past,	including	physicians,	seemed	
to have been replaced! The “ministerial orders” from the health minister 
appear	to	be	the	newest	definition	of	what	the	auditor	general	of	Alberta	
deemed	to	be,	the	need	for	transparency	and	stakeholder	input.	

The shift towards health care outcomes and evidence-based medicine 
continues to gain momentum and fortunately is one of the things that 
will positively impact all of our patients. The funding of physicians has 
changed as now over one-third of physicians are on alternate payment 
plans,	with	clinical	patient	care	aspects	of	work	paid	by	the	“physician	
services budget” within the AMA. The contracts with these plans remain 
a concern for many especially the clause in many contracts that include 
dismissal	without	cause,	with	only	a	three-month	notice.	Not	great	as	a	
moral	booster,	nor	an	acknowledgment	of	physician	value,	and	certainly	
not	a	stable	source	of	funding	from	the	docs	point	of	view.	Who	knows	
.	.	.	maybe	there	will	be	a	shift	back	towards	fee	for	service,	as	most	of	
the recruiting is apparently done as there are no recent new funds from 
government to ARPs.

The picture is not rosy with respect to AMA and government relations 
as	of	mid	August.	The	government	has	not	signed	the	AIP,	(agreement	
in principle) and has let the time deadline lapse. The negotiations have 
essentially broken off and we still have no contract with the government 
with	no	end	in	sight.	The	last	offer	from	government,	not	an	offer	but	an	
ultimatum,	will	be	shared	by	AMA	to	its	membership	and	by	the	time	this	is	
read	in	September,	we	will	all	be	reacting	to	the	mess	we	are	all	in.	My	view	
is	that	we,	as	physicians,	are	under	direct	frontal	assault	with	the	current	
position	of	the	government.	What	is	evident	is	that	they	are	feeling	that	we	
are	replaceable	in	the	front	lines	of	clinical	care,	essentially	replaced	by	
new	scopes	of	practice,	and	that	our	fundamental	stakeholder	position	of	
having a substantive say in the organization and delivery of healthcare is 
under serious threat and in fact not solicited nor welcomed at this juncture. 
Unfortunately,	in	my	view,	that	stance	will	affect	many	primary	care	and	

and mechanics to name a few specialties. And though the volunteer 
response	has	been	good,	they	could	still	use	more	people.

“We	would	like	to	be	two-to-three	people	deep	in	every	position,”	
says	Cowan.	“We	have	five	physicians	right	now	but	it	would	be	nice	to	
have eight fully committed doctors.”

One	of	those	doctors	is	Kevin	Hanrahan,	a	former	family	physician	
who	 re-certified	 in	 emergency	medicine.	Hanrahan’s	background	 is	
uniquely	suited	to	CAN-TF2	as	he	also	has	experience	as	a	City	of	Calgary	
firefighter	and	found	a	natural	fit	for	his	qualifications.	

“As a full time emergency physician and a consultant medical director 
for	the	fire	department,	I	have	the	opportunity	to	be	involved	on	several	
levels	with	the	team	and	the	ability	to	wear	different	hats,	which	is	key	
to	the	successful	functioning	of	the	team,”	Hanrahan	says.	“It	gives	me	a	
great	deal	of	satisfaction	knowing	I	can	help	the	people	we	serve	in	many	
ways	and	definitely	enjoy	the	out-of-hospital	challenges.”

Though Hanrahan estimates he spends about 12 hours per month 
on	task	force	related	activities,	if	every	member	donated	eight	hours	per	
month he feels the team could function at a higher level.

“All	team	members	are	logisticians	first	which	means	we	help	put	
up	 tents,	scrub	pots,	clean	toilets	and	do	other	camp	work	that	needs	
to	get	done,”	he	says.	“The	other	important	issue	is	the	amount	of	time	
commitment that is not paid. Unless you can imagine volunteering a day 
a	month	for	preparation,	a	weekend	a	couple	of	times	a	year	for	training	
and	10-12	days	away	in	case	of	a	true	deployment	then	you	shouldn’t	even	
consider it. The trade off is to be able to work with some great people doing 
very interesting work and experience doing some pretty exciting things all 
the while helping people in need. For me it is well worth the time.”

“We’re	currently	sorting	out	wages	for	physicians,	based	on	industry	
standards,”	says	Sampson.	“We’re	finding	the	doctors	are	in	a	different	
category because we can’t expect them to abandon their practice for the 
$35 an hour that we pay our members during disaster deployments.”

Volunteers	have	expenses	such	as	mileage,	uniforms	and	 training	
courses	covered	and	are	paid	an	hourly	 rate	when	deployed.	But	 the	
volunteers who have committed their time already don’t appear to be 
interested in the money.

“It’s	a	really	cool	opportunity	for	people	to	be	involved	in	things	you	
normally	wouldn’t	be	involved	with,”	Cowan	says.	“I	believe	that’s	why	
a lot of our current emergency doctors are involved. They already make 
important differences in people’s lives and CAN-TF2 is a natural extension 
of what they’re already doing.”

“But	what	 is	 also	 important	 to	know	 is	 that	 our	volunteers	 are	
people who are not afraid to get their 
hands	dirty,”	Sampson	says.	 “If	 there	
are	no	patients,	I’ve	seen	Dr.	Hanrahan	
emptying garbage – everyone on the team 
pitches in. Our volunteers understand the 
concept of true teamwork.”

For physicians interested in 
volunteering, or for more 

information, please go to the Canada 
Task Force 2 

website: www.cantf2.com 

Canada Task Force 2 (CAN-TF2) needs you! But who are they?
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specialty physicians including their personal livelihoods.
My	personal	reflections	are	not	all	negative.	I	look	forward	to	my	next	

year	as	an	exciting	challenge.	I	remain	with	colleagues	that	are	as	devoted,	
if	not	more	in	many	instances,	and	are	supportive	and	excellent.	I	remain	
with	hope	that	we,	as	a	physician	profession,	can	put	patient	care	above	
the	needs	of	the	system	of	care,	above	the	need	to	educate	and	above	the	

need	to	further	our	profession	through	research.	In	my	view	we	need	to	
assist	in	the	shift	back	to	putting	patient	care	first	on	our	priority	lists,	to	
force the health care delivery towards a fundamental shift away from 
making	our	patient’s	come	and	navigate	a	complex	system	of	care,	that	
is	not	designed	for	ease	of	use,	nor	rewarded	or	incentivized	to	provide	
timely	quality	and	safe	care.

Guest editorial . . . continued.

In	the	March	2010	issue	of	Vital	Signs,	I	proposed	a	campaign	to	
emphasize the health care footprint that all of us place on the health 
care system. As a result of the August CMA conference in Yellowknife 
I	 am	 revisiting	 this	 idea.	A	key	discussion	 topic	 during	 the	CMA	
meeting was the role that the federal government could play in health 
care.	Quite	simply,	the	federal	government	is	withdrawing	from	its	
central	role	in	health	care,	disseminating	the	responsibility	of	health	
care onto the provinces. 

The CMA believes that the federal government should continue to 
play	a	central	role	in	health	care.	I	therefore	have	a	suggestion	for	the	
federal government based on my proposal from two years ago which 
involves the notion of a health care footprint akin to the popular notion 
of	our	collective	carbon	footprint.	I	continue	to	believe	that	we	need	to	
directly engage all Canadians to play a role and assume some degree of 
personal	responsibility	for	our	cherished	public	health	care	system.	If	
we are going to be successful with health care transformation we must 
engage the general population in the discussion and in the solutions.

Two years ago this suggestion was summarily discounted by our 
former	premier,	Hon	E.	Stelmach	and	the	Health	Minister	R.	Liepert.	
They apparently felt that the Alberta government already dedicated 
enough	 resources	 and	 finances	 towards	 preventive	measures	 and	
did	not	see	an	indication	to	devote	further	resources	in	this	regard.	I	
strongly	disagreed	then.	I	strongly	disagree	now.	Thus,	I	am	rolling	up	
my	sleeves	to	try	again	with	the	feds.	From	polls	that	I	have	seen,	the	
majority of Canadians want the federal government to play a central 
role	in	health	care.	What	better	role	than	a	national	grassroots	healthy	
living,	prevention	program?	

Every Canadian likely makes some unhealthy decisions that sooner 
or	later	result	in	costs	to	the	health	care	system.	Consequently,	every	
Canadian	 can	 help	 save	 the	 system	financially	 and	 help	 preserve	
public health care by minimizing their footprint on the system. The 
campaign’s message would encourage mindfulness regarding our daily 
decisions and a momentary pause to consider alternative choices that 
would not burden the system unnecessarily. 

For	 instance,	 visiting	 the	 emergency	 department	 for	 a	minor	
ailment	or	a	prescription	refill	is	far	more	expensive	than	attending	
a	family	physician’s	office.	Canadians	could	do	better	by	learning	to	
accept	that	expensive	tests	or	prescriptions	are	not	always	required	
to diagnose or treat ailments and by learning to accept that outpatient 
care can be just as effective as inpatient care. 

I	suggest	a	frank	campaign	regarding	the	duty	of	every	citizen	to	
maintain their health and reduce their health care footprint perhaps by 
not	smoking,	by	exercising,	by	working	to	achieve	a	more	idealized	
weight,	reducing	drug	and	alcohol	consumption,	developing	a	healthy	

social network and using common safety sense such as wearing a 
helmet or life jacket where indicated. The campaign should be broad 
and deliberate asking every citizen to contribute by way of healthier 
choices and actions.

Health care workers can also make better choices during day-to-
day operations thereby reducing the overall health care footprint. Do 
we really need to prescribe that expensive new medication or will an 
older,	cheaper	one	suffice?	Do	we	really	need	the	expensive	medical	
appliance or will a less costly one yield a similarly satisfactory 
outcome? Do we really need to do that procedure or test?

If	we	all	begin	to	think	about	the	choices	we	make	we	will	have	
an	army	of	health	care	foot	soldiers,	people	who	are	mindful	of	their	
present and future health care footprint or impact on the system. A 
successful health care footprint campaign should invoke self-discipline 
as well as a degree of camaraderie and support of one another to make 
better,	healthier	choices.	

	 Foot	 soldier	 basic	 training	 needs	 to	 happen	 early,	 in	 grade	
school. Remember back in the day when the federal government ran 
the	ParticipACTION	campaign?	It	has	stuck	with	me	since	I	was	in	
elementary	school	though,	come	to	think	of	it,	I	could	stand	to	get	
out and exercise more!

The campaign may be more effective if it has incentives tied 
to	 it.	Perhaps	enhanced	 tax	 rebates	 for	 joining	gyms,	participating	
in sporting/exercise activities or for attending health education 
seminars.

In	 the	 end,	 no	 amount	 of	 prudence	will	 prevent	 all	 injuries	 or	
illness.	At	a	minimum	however,	a	mindfulness	campaign	regarding	our	
health care footprint should certainly help to sustain our public health 
care	system	now	and	for	future	generations.	If	we	love	the	notion	of	
public	health	care,	every	Canadian	will	need	to	pitch	in	by	making	
better choices in order to sustain it.

	The	health	care	system	is	part	of	our	Canadian	identity.	It	is	dear	
to	 us	 all.	Consequently,	we	 should	 engage	 citizens	 to	 understand	
why health care must transform and encourage every Canadian to 
play	a	part	in	reducing	costs	allowing	the	system	to	become	fiscally	
sustainable whilst individuals reap the dividends of healthier lifestyles 
for years to come. 

This	month,	I	therefore,	throw	down	the	gauntlet	and	challenge	
Prime Minister Harper and the federal Health Minister Leona 
Aglukkaq.	Will	you	help	muster	Canadians	to	rise	up	to	become	foot	
soldiers	for	health	care?	I	am	certain	that	we	can	overcome	any	woes	
befalling our public health care system by encouraging all Canadians 
to	work	 together	 and	 to	 challenging	 one	 another	 to	make	 better,	
healthier choices.

Federal foot soldiers health care campaign? 
By Dr. Lloyd E. Maybaum
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The rich are not like you and I – From the book The Great Gatsby
By	F.	Scott	Fitzgerald

F.	Scott	Fitzgerald	would	have	turned	over	in	his	grave	were	he	to	
see the bloated sense of entitlement that today exists in Alberta 
Health	Services	(AHS).	It	would	have	been	similar	to	what	he	

experienced long ago in another age. 
I	am	not,	and	again	I	repeat	NOT,	accusing	anyone	in	Alberta	Health	

Services	of	financial	 impropriety.	What	 I	do	 say	 is	 that	our	 current	
August	group	of	AHS	big	wigs	is	out	of	touch	with	the	realities	of	the	
average	person	as	they	carry	on,	racking	up	pension	plans	and	scoring	
air miles. 

Alberta doctors have been without a contract for a long time. No-one 
from	AHS/Alberta	government	seems	to	be	very	concerned	by	that	fact.	
It	IS	easier	to	do	what	you	want	while	riding	roughshod	over	anyone	
who dares to get in your way when there is no contract in places to 
make you abide by the rules.

One of the pet subjects often brought up by the Alberta Health and 
Wellness	has	been	the	idea	of	pay	for	performance.	I	have	a	better	idea.	
How	about	penalizing	the	high	earners	for	missed	targets,	being	out	of	
budget or even for missing capital project goals . . . the south hospital 
might be a good test. The south hospital did NOT open as planned. 
How	about	a	fifty	percent	cut	in	salary	for	all	those	involved	until	that	
hospital	is	up	and	running.	It	is	pretty	easy	to	go	with	the	flow	when	
you don’t have any of YOUR skin in the game

Today,	while	the	Alberta	government	directs	AHS	in	its	feet	dragging	

in	the	so-called	negotiations,	I	am	sure	that	AHS	and	AHW	are	pleading	
poverty. Yet their position is belied by the dollars they are willing to 
throw at executive compensation. 

How can it be that there is money for all the golden pensions and 
benefits	for	doctors	Eagle	and	Megran	but	not	for	Alberta`s	seniors.	
Average Canadians now have to work longer before getting a pension. 
Dr. Eagle and Megran; no such concern.

	Yet	Chris	Eagle	at	least	lives	in	Edmonton.	Dave	Megran,	on	the	
other	hand	does	not	and	for	years,	 the	fact	that	he	refuses	to	live	in	
Edmonton means that the taxpayers of Alberta are funding thousands 
of	dollars	for	his	transportation	back	and	forth	to	Edmonton.	What	other	
reasonably managed company would see this as an acceptable solution. 
NO ONE is that indispensable. No one cannot be replaced. Check any 
cemetery.	They	are	filled	with	people	who	were	once	indispensable.

It	is	time	for	these	jokers	to	be	hoisted	on	their	own	petards.	They	
need	an	ice	bath	wakeup	call	and	enter	the	world	of	reality!	It	is	OUR	
bloody tax money that you are frittering away.

In	closing,	music	is	much	a	part	of	my	life	and	has	a	soothing	quality.	
I	hope	quoting	a	Beatles	song	will	ease	my	frustration.	

Have you seen the little piggys crawling in the dirt,
And for all those little piggys life is getting worse,
Always having dirt, to play around in.
Have you seen the bigger piggys in their starched white shirts,
You will find the bigger piggys stirring up the dirt, 
Always have clean shirts, to play around in.

Maybe it  is 
time for a few of 
the big piggys to 
go to the market! 
In	 closing	 I	will	
only say . . . if 
the song fits . . . 
wear	 it!	 I	 suspect	
there will be a bit 
of reaction to this 
article.	I	have	had	
a bad reaction to 
seeing all the pork-
barrelling	in	AHS	
so we are even!

For the rest of 
you, as usual, 

your comments, 
questions, praise 

and (I expect) 
poison darts will 
be welcomed at: 
glenncomm@

shaw.ca

The Comm Post corner
Piggies!
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