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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Politics and membership

“They’re not that different from 
you, are they? Same haircuts. Full of 
hormones, just like you. Invincible, just 
like you feel. The world is their oyster. 
They believe they’re destined for great 
things, just like many of you, their eyes 
are full of hope, just like you. Did they 
wait until it was too late to make from 
their lives even one iota of what they were 
capable? Because, you see gentlemen, 
these boys are now fertilizing daffodils. 
But if you listen real close, you can hear 
them whisper their legacy to you. Go on, 
lean in. Listen, you hear it? - - Carpe - - hear it? - - Carpe, carpe 
diem, seize the day boys, make your lives extraordinary.”

Robin Williams - Dead Poets Society 1989

For the past 12 years I have worked on the mental health short 
stay unit of the Calgary zone (Unit 37 at the PLC), 10 as the 
medical director. Over all of these years I have seen a landslide 

of humanity come and go. This month I would like to share with you 
a pearl of wisdom. A pearl that has grown ever more robust since my 
early days of medical school. I must confess that my topic was largely 
prompted by the suicide of Robin Williams; nonetheless, it is a topic 
that I have thought of writing about many times. 

On my unit, almost every patient has attempted suicide, or certainly, 
has been in active contemplation: impulsive attempts, planned 
attempts, feigned attempts, drug or alcohol induced attempts or a 
simple abandonment of will. Through it all however, there is a common 
theme — one that I first discovered back in medical school. 

It was during a two-month rotation at the special services building 
of the FMC. I can’t recall the exact unit but I certainly remember the 
patients, all of whom were terminal. I remember taking a deep breath 
as I started this rotation not knowing what I was in for. In the end, it 
was the most profound learning moment of my life.

The conversations were real, raw and candid. The masks and roles 
had long since faded. These patients were facing the end. It was an 
emotional journey but it served to ground me in the humanity of the 
healing profession. One of my first observations repeatedly striking 
me as odd (yet perhaps should have been obvious) was the moment 
that friends and family came to visit. Often the palliative patient, the 
one facing death, would assume the consoling role as their visitors 
broke down emotionally. 

On one occasion, one of my patients that I will call Brian had a 
visitor. I gave them their privacy and caught up with Brian a few hours 
later. He was in the common room openly weeping. Gently consoling, 
I inquired about his visitor. I will never forget how he paused and 
stammered that his brother had visited. He choked as he confessed 

Summer is ending and so is the progressive conservative 
leadership race. It seems at this time that Jim Prentice will be 
the next premier of Alberta. What this means for healthcare is 

still largely unknown. Prentice has advocated for a return to the AHS 
board which was dissolved by minister Horne for largely political 
reasons. He has also stated a desire to decentralize AHS. His website 
lists his desire for Alberta to be the best in public education and public 
healthcare under his leadership. We will await the details. 

The desire to decentralize AHS is understandable. It is politically 
astute to portray AHS as an unresponsive, wasteful institution and call 
for a return to the local control of healthcare institutions. A nostalgia 
exists for the time of local boards and civic pride in one’s “hospital.” 
The truth is that some programs should remain provincial in scope. 
Information technology, infection control, transcription services and 
measurement of health services and outcomes should all retain their 
province wide focus. The development of the SCN (strategic clinical 
networks) is probably the best method to disseminate best practices 
between institutions and regions. The ERAS (early recovery after 
surgery) initiative has saved hundreds of bed days across Alberta. 
Unfortunately those beds are immediately refilled resulting in more 
services but no overall cost savings. There is value in some province 
wide programs and this is a plea to our future leader(s) not to change 
our system without careful consideration of the consequences.

I have had the opportunity to join a small group meeting with 
Danielle Smith of the Wildrose Party. I found her very pleasant , 
intelligent, pragmatic and far more interested in listening than talking. 
I have had the opportunity to meet many of our provincial political 
leadership and really believe that there are better alternatives to the 
existing one party rule. Have your say, get involved in the political 
process and donate to your party of choice. I know it will take more 
than my words on a page to motivate you but these parties want input 
and ideas and who better to provide them with insights on healthcare 
than the front line providers. Remember we get the government we 
deserve.

The Alberta Medical Association representative forum is in mid 
-September. At this meeting we will discuss a proposal to launch a 
voluntary influenza immunization program for physicians. I encourage 
all physicians to participate in this program and wear the button with 
pride. We will also be updated on the ongoing initiatives to forge 
a provincial electronic medical record (EMR), create the PCN 2.0 
(patient care network) and look for system- wide efficiencies in care. 
My guess is that with the summer hiatus and the current PC leadership 
vacuum there will be little to report. We will be hosting a meeting Sept 
10th for the CAMSS executive and inviting all regional representative 
forum attendees to discuss issues relating to Calgary zone. If you have 
issues you would like to raise please contact one of the RF delegates. 
If you do not know any delegates contact the AMA or our office for 
contact info. These delegates represent all of Calgary zone and are 
not specialty- specific. 

One issue that has been foremost in my discussions is manpower 
planning, or more accurately the lack of manpower planning. The 
23.2 per cent unemployment for specialty graduates in Alberta 
shown for 2011 graduates in the manpower study from the Royal 

College demands our attention. 
The continued recruitment by 
walk in clinics of foreign trained 
specialists through the contentious 
sponsorship route in the face of such 
staggering unemployment shows our 
lack of co-ordinated planning. This is not 
an attempt to discredit foreign-trained 
physicians. The international medical 
graduate route through our training 
system is probably the most difficult 
path to get a licence in Alberta. I strongly 
believe we should increase the number of 
IMG training spots available. What I am 
against is the idea that a walk in clinic can 
“sponsor” a foreign physician who can 
then proceed to a three month assessment 
period (not in the sponsoring clinic) and 
end up with an unlimited general licence. Before being sponsored 
the foreign physician must agree to three to five years of work for 
MediCentres in return for the sponsorship. There are no exams and no 
specific follow-up for physicians who gain their licence through this 
route. Last year 196/204 passed their assessments. That is more than 
graduated from the University of Calgary last year. Is this the best way 
to licence physicians? Is this the way we want our profession to be 
represented? What is the role of Canadian medical schools? How can 
we ensure quality care is delivered by qualified practitioners? Is it in 
the profession’s best interest to allow the owner of a pharmaceutical 
chain to recruit physicians for his walk in clinics (Katz, owner of Rexall 
also owns MediCentres as well as the Edmonton Oilers)?

Our fiscal year starts on Oct 1. CAMSS would dearly love to 
improve our membership numbers from the 30-40 per cent range. 
More membership gives us greater credibility in representing Calgary 
physicians. I believe CAMSS delivers good value as a free voice for 
physicians. We are not beholden to the AMA, AHS or AB health. If 
you do not believe we represent you . . . get involved through your 
hospital medical staff association or your PCN or just send us your 
thoughts. Our dues are collected through the AMA as a SEPARATE 
deduction. Please remember to check the box to be enrolled in the 
Calgary Medical Staff Society and any hospital or group affiliation with 
CAMSS. The dues are the same as last year at $150/year. This entitles 
you to two annual general meetings including meal and stimulating 
discussion as well as the ability to be kept informed of such additional 
benefits as a showing at the Calgary Film Festival (specifics pending) 
or events through your hospital medical staff association such as the 
now world infamous PLC MSA winetasting. With the advent of the 
anti- spam legislation we need you to be a member before we can 
email you with information or upcoming events. We all get A LOT of 
emails and we try to be short, informative and only email if necessary 
for specific events such as the general meetings or for opportunities 
to participate in committees. Please continue to support CAMSS and 
allow us to represent you.
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Continued on page 6

“They’re not that different from 
you, are they? Same haircuts. Full of 
hormones, just like you. Invincible, just 
like you feel. The world is their oyster. 
They believe they’re destined for great 
things, just like many of you, their eyes 
are full of hope, just like you. Did they 
wait until it was too late to make from 
their lives even one iota of what they were 
capable? Because, you see gentlemen, 
these boys are now fertilizing daffodils. 
But if you listen real close, you can hear 
them whisper their legacy to you. Go on, 
lean in. Listen, you hear it? - - Carpe - - hear it? - - Carpe, carpe 
diem, seize the day boys, make your lives extraordinary.”

Robin Williams - Dead Poets Society 1989

For the past 12 years I have worked on the mental health short 
stay unit of the Calgary zone (Unit 37 at the PLC), 10 as the 
medical director. Over all of these years I have seen a landslide 

of humanity come and go. This month I would like to share with you 
a pearl of wisdom. A pearl that has grown ever more robust since my 
early days of medical school. I must confess that my topic was largely 
prompted by the suicide of Robin Williams; nonetheless, it is a topic 
that I have thought of writing about many times. 

On my unit, almost every patient has attempted suicide, or certainly, 
has been in active contemplation: impulsive attempts, planned 
attempts, feigned attempts, drug or alcohol induced attempts or a 
simple abandonment of will. Through it all however, there is a common 
theme — one that I first discovered back in medical school. 

It was during a two-month rotation at the special services building 
of the FMC. I can’t recall the exact unit but I certainly remember the 
patients, all of whom were terminal. I remember taking a deep breath 
as I started this rotation not knowing what I was in for. In the end, it 
was the most profound learning moment of my life.

The conversations were real, raw and candid. The masks and roles 
had long since faded. These patients were facing the end. It was an 
emotional journey but it served to ground me in the humanity of the 
healing profession. One of my first observations repeatedly striking 
me as odd (yet perhaps should have been obvious) was the moment 
that friends and family came to visit. Often the palliative patient, the 
one facing death, would assume the consoling role as their visitors 
broke down emotionally. 

On one occasion, one of my patients that I will call Brian had a 
visitor. I gave them their privacy and caught up with Brian a few hours 
later. He was in the common room openly weeping. Gently consoling, 
I inquired about his visitor. I will never forget how he paused and 
stammered that his brother had visited. He choked as he confessed 

that he had never acknowledged 
his brother because they had not 
spoken for over 20 years. He 
recalled the argument was over 
a woman, but still, neither could agree 
on the exact details. He blurted out, “20 
years and only now do I re-connect with 
my brother — when I’m dying and it’s 
too late.” He wept and I fought back 
sympathetic tears.

 
Another one of my patients was best 

described as a grumpy curmudgeon 
whom I never saw with a daytime visitor. 
His elderly wife apparently visited in the 
evening. He was hardened, closed and 
difficult to connect with. He died on my 
rotation, lonely and grumpy. 

Then there was Christine. She was handed to me from two prior 
student rotations. This woman wouldn’t let go. I remember somehow 
feeling badly for my other patients when I saw her seemingly endless 
stream of visitors. She was in the corner room with a multitude of 
light, festooned with cards, stuffed animals and balloons. She seemed 
to shine and declared that she was ready for the Lord to take her. Over 
the weeks as I engaged her in conversation I uncovered neither regret 
nor misgiving. At the end of my two-month rotation I handed Christine 
off to the next student whereupon she finally found her rest.

The patients I encountered over those two months taught me an 
important life lesson. They never bemoaned or lamented that they were 
dying yet never managed to get that cherished sports car or perhaps 
a bigger house or the equivalent of the latest iPhone. They certainly 
reflected on thoughts such as being a better son, daughter, father or 
mother — being there for those little league games or recitals. Wished 
they had not been an alcoholic, a cheat or a fraud or that they had 
been a better brother, sister or friend. In fact, all of the conversations 
reflected this theme. These patients were telling me that life is about 
people and relationships.

Think about it. When you attend a funeral the photo montage 
doesn’t highlight the deceased’s stock portfolio or Rolex watch. It 
is all about the important people in the deceased person’s life. Think 
of your happiest days, your fondest memories. They are generally in 
the context of happy, functional relationships and shared common 
experience. During the worst of times, our relationships have probably 
gone awry.

To this day, every patient that walks through the doors of my unit 
I ponder — what about people and relationships? I routinely ask my 
patients, “If you’re ready to end it all then in all your years what have 
you come up with? What is life all about?” 

Dr. Lloyd Maybaum,
CAMSS past president 
Phone: 403-943-4904

From the past presidentLife

College demands our attention. 
The continued recruitment by 
walk in clinics of foreign trained 
specialists through the contentious 
sponsorship route in the face of such 
staggering unemployment shows our 
lack of co-ordinated planning. This is not 
an attempt to discredit foreign-trained 
physicians. The international medical 
graduate route through our training 
system is probably the most difficult 
path to get a licence in Alberta. I strongly 
believe we should increase the number of 
IMG training spots available. What I am 
against is the idea that a walk in clinic can 
“sponsor” a foreign physician who can 
then proceed to a three month assessment 
period (not in the sponsoring clinic) and 
end up with an unlimited general licence. Before being sponsored 
the foreign physician must agree to three to five years of work for 
MediCentres in return for the sponsorship. There are no exams and no 
specific follow-up for physicians who gain their licence through this 
route. Last year 196/204 passed their assessments. That is more than 
graduated from the University of Calgary last year. Is this the best way 
to licence physicians? Is this the way we want our profession to be 
represented? What is the role of Canadian medical schools? How can 
we ensure quality care is delivered by qualified practitioners? Is it in 
the profession’s best interest to allow the owner of a pharmaceutical 
chain to recruit physicians for his walk in clinics (Katz, owner of Rexall 
also owns MediCentres as well as the Edmonton Oilers)?

Our fiscal year starts on Oct 1. CAMSS would dearly love to 
improve our membership numbers from the 30-40 per cent range. 
More membership gives us greater credibility in representing Calgary 
physicians. I believe CAMSS delivers good value as a free voice for 
physicians. We are not beholden to the AMA, AHS or AB health. If 
you do not believe we represent you . . . get involved through your 
hospital medical staff association or your PCN or just send us your 
thoughts. Our dues are collected through the AMA as a SEPARATE 
deduction. Please remember to check the box to be enrolled in the 
Calgary Medical Staff Society and any hospital or group affiliation with 
CAMSS. The dues are the same as last year at $150/year. This entitles 
you to two annual general meetings including meal and stimulating 
discussion as well as the ability to be kept informed of such additional 
benefits as a showing at the Calgary Film Festival (specifics pending) 
or events through your hospital medical staff association such as the 
now world infamous PLC MSA winetasting. With the advent of the 
anti- spam legislation we need you to be a member before we can 
email you with information or upcoming events. We all get A LOT of 
emails and we try to be short, informative and only email if necessary 
for specific events such as the general meetings or for opportunities 
to participate in committees. Please continue to support CAMSS and 
allow us to represent you.
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The usual replies are to be happy, to be everything you can be or 
very simply, I don’t know. Some even reply, “I don’t care. I’ve lost 
everything so what does it matter?” The latter usually refers to houses, 
money or status. Sad that you’re going to end it all and you haven’t 
even figured it out yet. I share with them the story of Brian and my 

From the past president — Continued

In the sparse amount of free time this summer, I’ve mulled on the 
future of the central zone medical staff and challenges which will 
face us over the next couple of years. My conclusion is that there 

are really only two things which will truly determine the future of 
health care in the zone. Indeed, those two things are what will define 
health care in Alberta. Both are political — the PC leadership & the 
next provincial general election. 

By the time this is published it’s likely you will know the new 
leader of the Progressive Conservative Association of Alberta. Writing 
this at the end of July means the three contenders are Jim Prentice, 
Thomas Lukaszak & Ric McIver. The first vote is on September 6, 
with a possible second vote for September 20. 

My bet is on one ballot because Jim Prentice is the clear front-
runner with support from 50 of the 59 MLAs. (And some of the others 
are basically barred from commenting, like Dave Hancock, interim 
leader & Gene Zwozdesky, speaker at the legislature.) 

So what can health care expect from the victor?

Presumably the winner will keep his enemies close. All three are 
very experienced politicians so they are likely to be near the top when 
the dust settles. Not only will we have a leader/premier, but one of the 
others might someday become minister of health — so pay careful 
attention to what they are saying now!

McIver has the weakest health care platform. To be more accurate: 
it is non-existent! I could find nothing on his website, nor in the news, 
about his H.C. opinions/platform. I suppose he has a month yet.

McIver has been minister of both transportation & infrastructure. 
He launched his platform with a commitment to “strengthen property 
rights, improve market access for Alberta products, expand rural 
broadband and increase support for volunteer emergency service 
providers if he is elected as Alberta PC leader and premier.” The 
centrepiece of his platform is a promise to ban the speed-on-green 
cameras which are used to catch speeders at intersections. Indeed he 
only has three ‘policies’ which are all justice issues. (At least he is 
consistent — when we get more MVAs from the speeders through 
intersections, we will have more emergency service providers to 
look after the dead & injured!) McIver has a ‘three point plan’ which 
provides some of the usual warm fuzzies such as the promise to balance 
the budget within three years. I just can’t wait. 

McIver disavowed support from Artur Pawlowski, a vocal 
fundamentalist minister in Calgary. Pawlowski is a colourful character 
as the head pastor of Kings Glory Fellowship (KGF) who also ran the 
Street Church. Of interest, the CRA removed charitable status from 
the KGF claiming the church spent more than 10 per cent of its time 
advocating on political issues. 

Back to the future?

other patients and underscore that if life is about anything, it is about 
people and relationships. I ask them if they have any blessings, any 
people in their life, anyone that they know and love or that may know 
and love them. Generally, we reflect that they are miserable largely 
because of the status of one or more of their relationships. The same is 

true for every patient that walks onto 
the unit regardless of the reason or 
means by which they arrived.

I ask them if they currently have 
some form of terminal illness because 
if not, then unlike Brian, it is not too 
late for them. They still have time to 
reconnect with friends, family and 
loved ones. Forget about the material 
possessions, status or wealth and 
make amends.

We underscore the ‘gold currency’ 
of relationships. One side of the coin 
is having the courage and finding 
the humility, to say, “I’m sorry,” 
while the other side is finding the 
compassion and serenity to forgive. 
Remember how Brian didn’t speak 
with his brother for 20 years. We 
must remember that forgiveness 
does not mean that we are condoning 
errant behaviour. We can forgive the 
person; yet agree that the behaviour 
was unacceptable.

It was too late for Brian and 
company. They were terminal. They 
have long died, but if they, and I would 
hazard Mr. Williams, were floating 
around somewhere amongst us their 
words and wisdom would harken us 
to reach out to our friends and family; 
to put a better foot forward in all of 
our relationships. Carpe Diem — 
seize the day. Pick up the phone. It is 
never too late to reconnect. Sober up. 
Forgive. Apologize. Strive to make 
change and never lose sight of your 
blessings. While we are at it, open 
the door for a stranger. Smile and 
acknowledge the other person. Let 
the other car into your lane. Say good 
morning for everyday that we aren’t 
terminal is indeed, a good morning. 
It is not too late.
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CZ MSA update

Dr. Kevin Hay, president of the central zone medical staff 
association

In the sparse amount of free time this summer, I’ve mulled on the 
future of the central zone medical staff and challenges which will 
face us over the next couple of years. My conclusion is that there 

are really only two things which will truly determine the future of 
health care in the zone. Indeed, those two things are what will define 
health care in Alberta. Both are political — the PC leadership & the 
next provincial general election. 

By the time this is published it’s likely you will know the new 
leader of the Progressive Conservative Association of Alberta. Writing 
this at the end of July means the three contenders are Jim Prentice, 
Thomas Lukaszak & Ric McIver. The first vote is on September 6, 
with a possible second vote for September 20. 

My bet is on one ballot because Jim Prentice is the clear front-
runner with support from 50 of the 59 MLAs. (And some of the others 
are basically barred from commenting, like Dave Hancock, interim 
leader & Gene Zwozdesky, speaker at the legislature.) 

So what can health care expect from the victor?

Presumably the winner will keep his enemies close. All three are 
very experienced politicians so they are likely to be near the top when 
the dust settles. Not only will we have a leader/premier, but one of the 
others might someday become minister of health — so pay careful 
attention to what they are saying now!
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He launched his platform with a commitment to “strengthen property 
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Continued on page 8

other patients and underscore that if life is about anything, it is about 
people and relationships. I ask them if they have any blessings, any 
people in their life, anyone that they know and love or that may know 
and love them. Generally, we reflect that they are miserable largely 
because of the status of one or more of their relationships. The same is 

true for every patient that walks onto 
the unit regardless of the reason or 
means by which they arrived.

I ask them if they currently have 
some form of terminal illness because 
if not, then unlike Brian, it is not too 
late for them. They still have time to 
reconnect with friends, family and 
loved ones. Forget about the material 
possessions, status or wealth and 
make amends.

We underscore the ‘gold currency’ 
of relationships. One side of the coin 
is having the courage and finding 
the humility, to say, “I’m sorry,” 
while the other side is finding the 
compassion and serenity to forgive. 
Remember how Brian didn’t speak 
with his brother for 20 years. We 
must remember that forgiveness 
does not mean that we are condoning 
errant behaviour. We can forgive the 
person; yet agree that the behaviour 
was unacceptable.

It was too late for Brian and 
company. They were terminal. They 
have long died, but if they, and I would 
hazard Mr. Williams, were floating 
around somewhere amongst us their 
words and wisdom would harken us 
to reach out to our friends and family; 
to put a better foot forward in all of 
our relationships. Carpe Diem — 
seize the day. Pick up the phone. It is 
never too late to reconnect. Sober up. 
Forgive. Apologize. Strive to make 
change and never lose sight of your 
blessings. While we are at it, open 
the door for a stranger. Smile and 
acknowledge the other person. Let 
the other car into your lane. Say good 
morning for everyday that we aren’t 
terminal is indeed, a good morning. 
It is not too late.
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So, to Jim Prentice! Jim’s five stated priorities are more apple 
pie: ‘The five agenda priorities are, firstly, being fiscally responsible; 
secondly, restoring the trust of the public in the government; thirdly, 
accessing global markets; fourthly, leading on the environment; and 
fifthly, all the quality of life issues. People think we should be the best 
at education, health care and taking care of our seniors.’ 

One contentious issue is that he has been on a board of a private 
medical clinic but attests that he “ . . .  and his family use public health 
and they’re enormous supporters of the public health-care system in 
Canada.” OK, that’s nice. 

What really caught my eye was his comment: “The provincial 
health care system should be decentralized and decision making 
returned to the local level.” 

I have been in Alberta over 25 years experiencing the gamut of 
PC centralization. They changed local hospital boards to 15 regional 
health authorities to nine regional health authorities to five zones, 
which then almost became two zones. What we are left with is two 
main zones, with three ‘sorta other zones. We no longer have a separate 
governance board because they were fired en-masse in 2013. The few 
surviving administrators are in disarray because all top administration 
was fired in 2013 also. Now we have centralized administration and 
governance. The official AHS administrator is Dr. John W.F. Cowell 
and governance comes from the minister of health, Fred Horne. So 
now Prentice wants us to go . . . back to the future?

The way Jim thinks this will occur is a bit vague yet. There is a 
suggestion in his comments that he plans to use the “ . . . 12 health 
advisory councils in Alberta . . . each made up of up to 14 volunteers 
who meet with and advise Alberta Health Services officials” by giving 
them a louder voice when it comes to decision-making. Prentice noted 
that ‘the reporting will be changed so that they’re not reporting to the 
AHS, they will be reporting to the minister and they will have a direct 
and influential say in terms of how we administer health care dollars.” 
Got it! No devolution of power but they can ‘advise’ the minister 
of health. Lucky there weren’t speed-on-green cameras during this 
superfast centralizing power trip!

So what of the next provincial general election? It is slated to be 
in 2016 but some think PCs might call an early election if they get 
fresh hope from a new leader. The opposition party and the biggest 
threat to 40 years of PC reign currently is the Wildrose Alliance Party 
of Alberta. (Wildrose must be sad to be losing the free advertising on 
Alberta’s vehicle licence plates!) 

The Wildrose HC platform is extensive, if a bit vague about 
implementation. Two points stood out for me. They clearly state a 
move to: ‘private, not-for-profit hospitals to operate within the publicly 
funded health system’ and ‘immediately cease further Alberta Health 
Services assumption of local EMS responsibilities and work to return 
all EMS to local control, where possible.’

Really? Private and yet not-for-profit hospitals? Perhaps we can 
call back religious orders like the Grey Nuns who have indeed done 
great work in the province. I bet big American corporations will want 
just a wee bit of profit if they put up a shiny new hospital. 

The narrow view from my trench is that centralized ambulance 
dispatch is a mess and does need fixing. 

Yes we still have five Alberta Liberals in the legislature! Their 
2013 Liberal policies are few in number but detailed & include a 
push for better mental health for adults/children/families, stopping the 
placement of seniors up to 100 km away from their home & providing 
adequate continuing care. 

The 2012 Liberal platform promised that all elective surgeries 
would be completed within six months and that everyone would be 
treated in ER within six hours. They offered a public enquiry into the 
HC system, every Albertan would get a family doc & wellness team, 
decisions would ‘return to the front lines’ and there would be better 
mental health/addiction care. They would double home care funding, 
provide more LTC beds, improve the quality of the LTC and keep 
elderly couples together in care facilities.

There are four New Democrats in the legislature. Their policies 
include a cap on accommodation costs for seniors; $100 million more 
funding to homecare; minimum staff/patient ratios for all caregivers; 
1,500 new long-term care beds within the next two years; reduced 
emergency room wait times; expanding homecare, long term care & 
mental healthcare beds; a basic dental health plan for all children under 
the age of 18; a break to seniors living at home on prescription drugs 
by capping their co-payments at $25 per month; establish an Alberta 
Pharmaceutical Savings Agency to lower drug prices by bulk-purchase 
of prescription medication; increase the number of family doctors & 
nurses; stop the practice of reducing coverage of services by medicare 
& expand the commitment to preventive healthcare initiatives. Did 
they say was going to pay for all of this?

So, keep your eye on the news and register to vote because: 
“ . . .  health care is politics.” (Thinking Nursing, by Tom Mason 

and Elizabeth Whitehead, 2003.) 

Originally founded in Paris, France in 1971, Médecins Sans 
Frontières (MSF) or Doctors without Borders, is now 
comprised of 24 associations under MSF International 

based in Switzerland. Shortly after MSF Canada formally joined the 
international movement in 1991, Cheri Nijssen-Jordan, MD FRCPC 
MBA Dip TropMed CCPE, and her husband Peter found themselves 
in Ottawa and helped to establish MSF in Canada. 

“Pete’s first mission was in 1992 as a logistician. He also works 
as a water and sanitation consultant, or whatever they needed,” says 
Nijssen-Jordan. “We had done some African work in 1983-85 when 
I ran a hospital in Lesotho, Southern Africa. Peter worked as a rural 
planner there but he then started doing intermittent contracts with MSF 
while I worked as a paediatric emergency physician here in Canada. 
But since we are both looking at the next stage of our life, I just thought 
it was time for both of us to do more international health work because 
we find it very satisfying. You won’t help the whole world but you do 
make a difference with individuals and families. Making those small 
differences has appealed to us for a long time. Ultimately we hope to 
go out together, given our joint skills. In order to do that I had to work 
a contract with MSF to make sure they were happy with my skills and 
I was happy with the organization.”

So she deployed to Peshawar, Pakistan, closest major Pakistan city 
to the Afghanistan border for three months from March 31 to the end 
of June 2014. And though the “contract” paid a per diem to cover food 
and incidentals and a volunteer stipend, MSF does not pay a typical 
Canadian physician’s salary. 

Calgary physician in Pakistan with Médecins Sans FrontièresCZ MSA update — Continued
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Calgary physician in Pakistan with Médecins Sans Frontières
By Dave Lowery, photos supplied by MSF

“ M S F  s u p p o r t s 
you to  get  to  your 
loca t ion  and  cover 
your accommodation. 
They also provide good 
health insurance, have 
a peer support network 
and work hard to brief 
and debrief field staff. 
I happened to be in an 
urban centre where we 
had a women’s hospital 
which focused on dealing 
with internally displaced 
people (IDPs) and other 
refugees. You go where 
you are most needed.“

As a volunteer with 
MSF, physicians provide the dates when they’re available, MSF 
checks skills, and if chosen they prefer physicians to commit for 
six months but specialists can be contracted for a shorter mission. 
Nijssen-Jordan went with MSF France who was happy to have her 
for three months. 

“I was there as a clinician with responsibilities to get a relatively 
new part of the project going,” Nijssen-Jordan says. “It was a woman’s 
hospital where a lot of the clientele have no money.”

The MSF hospital in Peshawar, Pakistan.
(Note the no ‘machineguns logo!’ — Editor) 

Dr. Cheri Nijssen-Jordan
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And though patients might arrive from different political or 
religious backgrounds, all patients were treated at no charge. 

“MSF charges the patients nothing for care.” Nijssen-Jordan says. 
“They are totally politically neutral so if someone came in from one 
side or the other, their health care issues were treated and the focus 
was on the humanitarian need.” 

But being treated in Pakistan can sometimes mean something 
entirely different than being treated in the western world. 

“Obviously care is limited as we had no x-ray facilities on site 
and very limited access to diagnostics such as lab,” she says. “All the 
treatment was based on clinical knowledge and expertise. For me it 
was in pediatrics neonatology. I’ve cared for newborns during locums, 
and I’ve seen newborns in the emergency department but when you 
care for them day in and out it is a challenge. There were lots and 
lots of pathology. Mums aren’t getting good prenatal care and they’re 
sometimes malnourished, injured or have other diseases that haven’t 
been well cared for. The poor health status of the mother resulted in 
me seeing health issues in the babies on a daily basis including many 
congenital anomalies.” 

But she says it was amazing medicine to do on a daily basis. 
Nijssen-Jordan found it a thrill and a challenge to have to make 
diagnoses without having many people to assist, validate or oversee 
her practice. 

“It was all based on clinical knowledge and 30 years of paediatric 
experience,” she says. 

One of the most common concerns and questions that come up 
when physicians consider work with MSF is how dangerous it might 
be. And Nijssen-Jordan has been asked this many times. 

“I must say, before I went, I was a little bit nervous going to 
Pakistan so near to the Afghanistan situation,” she says. “When you 
get there you are committed to do a job. And there are security rules. 
We don’t go into areas that are easy because then you wouldn’t need 
MSF. So you go in with an expectation that you have to pay attention 
to the rules and your environment. MSF makes sure they know as 
much as they can from a safety perspective by linking up with various 
agencies. Frankly, I didn’t have enough time to worry about safety. I 
made sure I dressed appropriately and that I was culturally sensitive. 
I just put my head down and did my job.”

Though Nijssen-Jordan says she worked very hard for 90 days 
with only very limited time off, the most rewarding experience came 
from a patient.

“We treated a tiny little baby, just a couple of weeks old, who was very 
malnourished and we were able to turn that baby around with the limited 
resources we had. Maybe that will allow the family to move forward and 
become less negative about how their life has been treating them.” 

MSF recruitment information 
session (Calgary AB) 

On October 16th, 2014 medical and non-medical 
professionals are invited to join us for an evening 
presentation to learn more about how they can join MSF’s 
pool of dedicated aid workers. 

Participants will meet experienced MSF aid workers from the 
Calgary region and hear their stories of life “in the field.” 

Together with a human resources officer, they will discuss 
MSF requirements and the application process. 

The event will take place at the Kahanoff Centre (Suite 200, 
Room 201 - 105 12th Avenue SE) at 7:00 PM. 
Space is limited. Please register on our website: 
http://www.msf.ca/recruitment/recruitment-events/ 

For additional information please contact Michel 
Marchildon at mmarchildon@msf.org 

For physicians who would like to volunteer with MSF, Nijssen-
Jordan offers this:

“I’ve said it all along, I think all physicians and health care 
providers should consider work like this. It really opens up your 
eyes to what happens in the rest of the world and has given me a 
rejuvenation feeling of wanting to do good for humanity. That’s a 
feeling that everyone probably needs sometime in his or her career. 
And it makes you appreciate what you have here. I came back and did 
a shift and just the ability to be able to order an x-ray, CT and MRI 
was unbelievable. In Pakistan I treated a child who had a surgical 
problem but no one would operate. I either had to transfer the child to 
an advanced medical facility far away — which was impossible — or 
simply advise the family to try to get the child there themselves. The 
ability to phone a colleague and ask them to ‘come fix this pyloric 
stenosis or this diaphragmatic hernia’ is absent. It’s given me a much 
better appreciation of the unbelievable resources we have here. I’m 
much less inclined to complain about a two hour turnaround on 
my lab tests when I couldn’t even get it in three weeks, or ever, in 
Pakistan.”

For more information, please go to: http://www.msf.ca/ or the 
international website: http://www.msf.org/

Additionally, we have posted MSF FAQs on the CAMSS website: 
www.camss.ca
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Talks with government continue-

August is passing quickly. I hope you are taking some holidays 
this summer and enjoying our too-short season. Here at 
the AMA, the board of directors just completed a two-day 

meeting and we are planning for the September 19-20 representative 
forum (RF) in Calgary.

In recent weeks we have also taken time to meet with politicians in 
the province: party leaders and leadership candidates. Some meetings 
are still being scheduled but we have had some good conversations 
so far.

We have been talking about our health care system, the AMA’s 
role and our AMA agreement with government. We have also pointed 
out three priorities for making progress in the year ahead. I wanted to 
share these with you. 

There is a lot going on. Alberta will soon have a new premier. 
Alberta Health Services (AHS) has a new CEO and possibly a new 
board. Within our agreement, the physician compensation committee 
has begun a review of 20 fee codes that will be our first effort toward 
modernizing the fee schedule. (If you missed the PCC Update on July 
16, here is a link http://bit.ly/1ttd80P.) Work is also moving forward 
in other parts of the agreement. This includes things like how we can 
implement Choosing Wisely Canada in Alberta (http://bit.ly/UBtndn) 
and talking about how we can cover the ongoing costs of electronic 
medical records now that the physician office system program has 
ended.

These are many other things happening, too. They vary widely, but 
I think that most relate in some ways to the three priorities below. 

1. Providers as stewards of the system and partners with 
government. Estimates show that 80 per cent of the costs 
in health care arise from decisions of physicians and other 
providers, in the form of infrastructure use and human costs for 
tests, services, procedures and other kinds of care. Physicians 
have a professional responsibility to act as faithful stewards 
of health system resources. We are eager to partner with 
government to make a better system that is more focused on 
our patients and their families. This can only occur when there 
are healthy relationships between government, physicians and 
other health providers. The current level of engagement is 
poor and has been so for some time. Morale among physicians 
and other providers is very low for a number of reasons. 
Primarily, people on the front lines don’t feel that they are 
being heard. All health care providers need to be properly 
engaged. Both sides need more than words about making a 
change. Physicians will partner with government so that we 
can do things differently. However, we need to see concrete 
actions and results. For example, most other provinces provide 
legal recognition that their respective medical associations as 
the agent of physicians. It would be a positive step to do the 
same in Alberta. 
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2. Patients as informed 
and engaged owners 
of the health care 
system. Every health 
system is talking about 
patient-centered care. 
Everyone agrees that 
patients need to be 
involved and engaged 
in their care. Achieving 
this takes more than 
talk. Concrete actions 
are needed. Patients 
need  app rop r i a t e 
resources in order to 
be informed partners 
in their care. Examples 
include the kind of 
support that will be 
available through the 
medical home, quality of care initiatives like Choosing 
Wisely Canada. We must also give patients access to their 
own personal health information. They need to know the 
progress of their care and be able to seek further conversation 
for informed decision making. The data that patients receive 
must be delivered in a way that is relevant to them.

3. Integrated care flowing through a medical home for every 
Albertan. Alberta has made a strong start toward a 21st 
century primary care system. There are 41 primary care 
networks (PCNs) in which physician-led, multidisciplinary 
teams are delivering integrated primary care for millions of 
Albertans. The AMA’s PCN evolution framework (which 
has been incorporated in the Alberta government’s provincial 
primary care strategy) lays out a plan for making a medical 
home available for every individual who wants one. The 
medical home must exist in a larger neighborhood. It’s not 
enough to limit our thinking to just primary care. Patients 
flow from primary to secondary and tertiary care (i.e., surgery, 
diagnostics and other specialist services) and back again. We 
need to do a better job of linking that care to primary care. 
We need to coordinate with government and AHS programs 
in health promotion and disease prevention, liaise with social 
services and much more. Continuity and integration at all 
levels and among all the players will fill the gaps and smooth 
the patient’s road through the system.

What do you think about these priorities? Do they seem relevant 
to you? Please let me know what you think. 

Email: president@albertadoctors.org. 
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Praise for Lloyd Maybaum’s “Code brown.”

While cleaning up cluttered desk, Vital Signs publication, May 
2014 issue caught my attention again and I had desire and time to 
respond. The pressure was on to keep house tidy.

Please notify Dr. Lloyd Maybaum, that I thoroughly enjoyed re-
reading his article “Code brown” re: AHS cutback problem and its 
subsequent ripple effects on our individual or joint efforts to change 
the heath care delivery system.

Age-old opinion, desire to any change must come from a political 
will in a philanthropic mode and not-for-profit for shareholder 
organizations like various clinics growing like wild mushrooms on 
an uncontrolled forest floor.

That doesn’t mean I am in favour of a particular regime at the 
helm. I am a human being favouring the benefits of human welfare 
in general.

Thank you.
Ashim Chakravorty, retired OBGYN 

 

Letters

More Lloyd praise.

Thanks to Lloyd Maybaum for his thoughtful and needed 
commentary challenging all the attention to client inducements (reward 
miles) prohibited by the College of Pharmacists in relation to sales 
and service yet no attention to the more obvious conflict of interest – 
prescribing and dispensing by pharmacists.

Some pharmacists can now do lab testing, prescribing and 
dispensing of medications. This practice was recognized as a conflict 
of interest in physician offices decades ago and the principle should 
apply to pharmacists no less. 

I too will be following up on this issue with the College of 
Pharmacists (after supporting their position on client rewards), College 
of Physicians, and the minister.

 
 Dr. David Swann, MLA Calgary-Mountain View, Critic 

for Aboriginal Relations, Agriculture and Rural Development, 
Health, and Human Services
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