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From your new president, Dr. Lloyd Maybaum

My first act as CAPA president is to congratulate Dr. Linda 
Slocombe on her new role as president-elect for the AMA. 
Linda, I would like to thank you for your pearls of wisdom, 

sage advice and for your unwavering support during my service as 
president-elect. I think I speak for all of us when I write that the AMA 
will be in good, sturdy hands. 

I would also like to thank Dr. Glenn Comm for his continued 
dedication and support during my tenure as president-elect over the 
last ten months. I’ve tested the waters and pushed the boundaries to 
see where the limits lie. As I become president, I am aware that I step 
into a new diplomatic arena. This, however, does not mean that I will 
shy away from controversial discussions or debates. As many of you 
have likely deduced, I am not timid about jumping into the fray, crying 
foul or calling a spade a spade. 

In the coming months we will be facing unprecedented changes to 
the nature and structure of our medical staff association. As I write this 
article we are on the cusp of voting to accept or decline new medical 
staff bylaws. The new bylaws and rules will affect the structure, 
function and funding of our organization. I will be at the helm when 
CAPA ceases to exist. It will be replaced by the zone medical staff 
association sometime in the new year. As president, I will undoubtedly 
be busy helping to create this new zonal association and zone specific 
medical staff bylaws. Presently, much is unclear regarding this 
reorganization, however, we do know that Vital Signs will continue 
to be published and it may adopt a more provincial mandate.

Despite the forthcoming uncertainties of our organization, I 
promise to put my best efforts towards representing all members of 
this zone. I know that I will not please everyone. Certainly, at this 
point I have already annoyed a few people but as president I will use 
every ounce of vigor that I can muster to advocate for physicians 
and patients. One thing that I ask for in return is that we all strive for 
open communication and a willingness to address important issues. 
This will allow the CAPA executive to represent our members more 
effectively. In this regard, I encourage representatives from the urban 
and rural sites to submit reports to Vital Signs more regularly. In 
addition, comments, letters and articles from any of our members are 
always welcome. 

I have repeatedly heard physicians remark that we have little 
influence or voice with respect to the changes that we have endured 
over the last number of years. This was recently affirmed in a Calgary 
Herald editorial that went so far as to call Calgary physicians timid 
and accused us of not speaking up. AHS has confirmed that we have 
a voice, however, it is up to us to use it. If we don’t speak up we will 
have little influence. 

I wonder, are we in our current seemingly marginalized situation 
because something has been taken away from us or perhaps because 
we have allowed it to happen. Perhaps we have drifted away from each 

other - ever more isolated into specialty and individual silos. The bonds 
of camaraderie and fellowship have become fractured and splintered. 
Think of the days when going to a medical staff ball meant something 
and hundreds would turn up. Think of that day when you first learned 
that you had been accepted to medical school: the wonderment, the 
excitement, the belonging. 

Where is that wonderment now? Has it been eroded by time or 
lost in overcrowded hallways, surges and overcapacity? The fatigue 
of working flat out, never seeming to catch up as well as the despair in 
watching waitlists grow and waiting rooms overfill have likely taken a 
toll on all of us. The harsh economic realities of running a clinic have 
certainly helped. Being forced to see dozens of patients in a turnstile 
fashion in order to make overhead will quickly stifle wonderment. 

I am a firm believer that, as physicians, we need to use our voice. 
We must have presence. We must find greater cohesion and begin to 
process the issues that divide us. We must take pride and interest not 
only in our own practice or specialty but also in those of each other. 
On matters of morale we must learn to help ourselves. It is therefore 
worth pondering the statement: Ask not what AHS is going to do for 
us but what we are going to do for each other.

For me, courage is key. Let us not be ruled by fear or intimidation. 
United we will thrive, but we must strive to help one another and 
respond to calls for assistance, help with admissions, process consults 
and to help each other with referrals. We are all overwhelmed with 
work but if we manage to find the energy to help one another, to smile, 
to say thank-you, to ‘open the door’ for each other, the load for all 
of us will be a little bit lighter. We are in this together so it may be 
helpful for us to, once again, find each other. It is time to work on a 
new vision and a new cohesion.

I am excited and humbled to be your president. It is going to be 
a journey.
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Dr. D. Glenn 
Comm, CAPA past 

president 

From the past president

Through a glass darkly

For now we see through a glass darkly 1 Corinthians 13:12
Albert Einstein, famous for the equation e=mc2, died of a ruptured 

aortic aneurysm. Such aneurysms arise when a portion of the aortic wall 
weakens and dilates outward like a portion of a balloon when it is blown 
up. This remains a common cause of death (10th leading cause of death 
in the US). The surgical procedure to repair these is often complicated 
by other associated health problems brought on by (incomplete list) 
advanced age, lack of exercise, obesity, and the effects of tobacco use. 
For years the only solution was a large open abdominal procedure with 
surgical removal of the affected portion of the aorta and its replacement 
with a synthetic graft. 

For over a decade, however, we have been able to replace affected 
areas of blood vessels without a large opening in the abdomen. Wires 
threaded into an artery, usually in the groin, can be used to navigate stent 
grafts into the aorta. Once positioned, stents can be tacked into place 
by the inflation of a balloon-like device. When the grafts are fixed in 
place, blood flow can be returned to the weakened portion of the aorta 
without a future risk of rupture. At least three randomized trials have 
proven this technology and demonstrated that postoperative hospital 
stays are dramatically reduced, operative mortality is cut in half and 
patient discomfort is way less. 

But there is one catch. The old baseball cliché “you can’t hit what you 
can’t see” applies to endovascular surgery. High quality intra-operative 
x-ray imaging is an absolute necessity. Most times multiple successive 
stent-grafts must be precisely interconnected to reconstruct long portions 
of diseased vessels. You MUST be able to see what you are doing with 
good x-ray imaging. Herein lays the crux of the matter. Calgary surgeons 
are working with decade old equipment that is nowhere near current 
standards of care. Dr. Paul Petrasek (Calgary’s vascular division chief) 
to his credit, proposed an innovative and comprehensive development 
plan four years ago. Alas, he has been beating his head against a domino 
of ever changing administrators, all of whom are constrained by budget 
and unable to get the appropriate tools into the hands of these skilled 
surgeons. Most frustrating is the fact that Calgary’s vascular surgery 
program burns hundreds of thousands of dollars annually in wasted and 
malpositioned stent-grafts because of this inadequate intra-operative 
fluoroscopy. In addition to the issue of imaging, the vascular program 
sorely lacks adequate inpatient and outpatient facilities. Surgeons treat 
outpatients in long-ago outgrown space seconded from internal medicine, 
at the PLC. Their lack of facility means that inefficient care processes 
result in inordinate delays in bringing new patients to the start of waitlists 
for vascular surgery (patients get on a waitlist to get on a waitlist). A 
lack of inpatient facility means that many patients are not recovered in a 
monitored setting that is the standard of care anywhere else in Canada. 

All of the above issues have recently contributed to the exit of two 
vascular surgeons (one third of the only vascular surgery service for 
southern AB, south-eastern SK and south-western BC). The remaining 
group has ongoing major stress and are overworked - how do 15 on-
call days per month sound to you? Calgary cannot recruit new vascular 
surgeons to facilities that are worse than any recruit would be leaving. 
Do AHS and government know this? A well known principal tenet of the 
world’s highest quality health care systems is that success is achieved 

through building and retaining the 
best possible provider network. 
Calgary is a beautiful city in a 
beautiful province, but that alone will not 
bring us doctors. 

Alberta should be ashamed of itself. 
In Canada as a whole there is roughly one 
vascular surgeon for every 164,000 people. 
Alberta as a whole has roughly one for every 
320,000 people and in Calgary the ratio (or 
should I use the word “ration”?) is 1 per 
420,000. The dedicated surgeons struggling 
to keep this program afloat and keep people 
alive deserve far better than they are getting at 
the moment. Dr. Kortbeek, and many others 
in Calgary, have been working tirelessly to 
try to help these individuals. But getting the 
attention at the highest level is another thing. 
Perhaps we need to change our approach . . . government is recognizing 
the need to improve cancer care, aiming to bring patients with deadly 
conditions to treatment in a safe and reasonable time. The outcome 
of untreated aortic aneurysms is death. I would be surprised if careful 
examination of cases did not reveal increased morbidity due to the 
increased surgical time and failures of stent placement resulting from the 
current inadequate imaging capacity. There always seems to be lots of 
money for cancer treatment. Could vascular surgeons get government’s 
attention if aortic aneurysms were renamed “cancer of the aorta?” 

Once again, the southern part of the province of Alberta is being taken 
by the government, ensconced in Edmonton, with Alberta Health and 
Wellness seemingly oblivious to this situation three hundred kilometres 
to the south (I would LOVE to be proved wrong on this one). Calgarians 
continue to pay more than their fair share of taxes into the provincial 
coffers. Our oil and gas industry plays a major role in sustaining 
provincial coffers. Yet we continue to be treated with indifference when 
it comes to critical issues that affect our very lives. What will it take to 
change this? An election?

In the meantime our dedicated vascular surgeons will continue 
working while “seeing through a glass darkly.” Yet their vision is better 
than any AHS individual involved in this mess. To quote a Ray Charles 
song “there is none so blind, as he who will not see.” People with decision 
making power in AHS either don’t see, won’t act, or don’t care. Neither is 
acceptable. Calgary is a world class city. It deserves world class heath care 
. . . not third rate leftovers that are long past their “best before” date. 

I had the privilege of sitting in on the CAPA executive meeting of 
September 2010. In addition to an opportunity to attend Dr. Linda 
Slocombe’s last meeting, I was able to hear Dr. Paul Petrasek make a 
presentation about the dire present circumstances in vascular surgery. 
I am aware that Dr. Maybaum also wrote on this earlier (July Vital 
Signs) but the message was so compelling I had to write. So as ever, your 
comments, criticisms, praise and poisoned darts will all be welcomed 
(easy on the poison) at glenncomm@shaw.ca.
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From the CAPA president

Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904

One little article can fuel so much debate. One little article that 
went national overnight and was so terribly misinterpreted. 
Following in the wake of my last article please allow me 

to clarify that I was not endorsing private health care. I was simply 
looking for options to assist our existing over-burdened public health 
care system.

Although I am not against private care, I do not support it if it 
undermines the public system. Judging from the emails that I have 
received, it seems that in medicine we are of two minds, those for, and 
those against private health care. Strangely, these are differences that 
physicians do not appear to want to openly discuss. A core conflictual 
issue facing health care and no one seems willing to engage in open 
debate. Strange indeed. If there is an elephant in the room I have no 
qualms about pointing it out and attempting to generate discussion. 
With this in mind, lets turn to some past words of wisdom from our 
CEO, Dr. Stephen Duckett.

In the past I have been somewhat critical of Dr. Duckett, however; 
I have also previously mentioned that he has written some brilliant 
work. In this regard, I draw your attention to the Canadian Medical 
Association Journal 173 (7): 745. (2005) and an article entitled “Living 
in the Parallel Universe in Australia: Public Medicare and Private 
Hospitals.” Dr. Duckett wrote: 

“About 43% of the people residing in Australia have private 
health insurance. This dual system has deleterious implications for 
the activity and efficiency of the healthcare system, and similar ill 
effects could occur if Canada were to follow the Australian Path of 
health care organization.” 

This sounds particularly foreboding but Dr. Duckett continued to 
describe the Australian situation; 

“Many surgeons practice in both the public and the private sectors 
for ideological, financial or convenience-related reasons. Public-
sector constraints are such that, inevitably, surgeons are unable to 
get the operating sessions that they would desire in the public sector; 
thus, the private sector provides additional scope.

The greater the proportion of time a surgeon spends in the private 
sector, the less time he or she is available for work in the public sector. 
Arguably, greater reimbursement in the private sector provides some 
incentive to delay operations in the public sector so that patient’s are 
“forced” to move into the more lucrative private sector . . . data have 
shown that in any specialty, the greater the proportion of surgeries 
performed in the private sector, the longer the public-sector waiting 
times, and the shorter the waiting times for procedures in private 
hospitals.”

For those inclined to embrace models of private health care, 
these are not exactly encouraging ‘feel good’ comments. Moreover, 
Dr. Duckett concludes that the added choice of private health care in 
Australia had come at the expense of equity, with access to elective 
surgery particularly affected; 

“A further worrying aspect of policy direction in Australia 
has been that those with private health insurance have become a 
group with political influence. Private health insurance lobbyists 
have mounted a successful campaign over decades to obtain 

The pachyderm in the waiting room

government financial support for 
their industry… This support is 
inefficient, in that the government 
expenditure for each additional 
patient treated in the private sector 
is well over the contemporary 
price paid for treating additional 
patient’s in the public sector. The 
additional government support is 
also probably impeding the ability 
of government to expand the public 
sector.

 The Australian experience 
suggests that Canadians should be 
wary about allowing a significant 
private sector to develop in Canada, 
particularly if it seeks the level of 
subsidy that the Australian private 
sector has been able to garner.”

Clearly, our current health care system is crying out for an 
intervention and still we dither regarding public vs. private care. If 
I understand Dr. Duckett, enhancing private health care may not be 
the ideal solution. I would encourage everyone to read the entirety of 
his article. Thus, if all we have is a flailing public system and a less 
than ideal private alternative then perhaps we need to put our heads 
together and brainstorm some new ideas. 

CAPA members, think of the combined brain power that we as 
physicians have. Think of our combined years of university education 
as well as academic and clinical experience. If we were the medical 
equivalent of NASA engineers, one would think that if humans could 
figure out how to put people on the moon we would be able to engineer 
an equitable solution for health care. 

I for one grow weary of the endless public/private innuendo that 
continues to poison the air while the current system flounders and 
patients suffer on waitlists. If we believe in the AMA motto, “patients 
first,” then perhaps it is time to settle our differences. We must approach 
the health care debate with a healthy open-mind, possibly accepting 
compromise but always uncompromising with respect to our patients’ 
health and welfare. CAPA members . . . I suggest that it is time to create 
some home grown Alberta solutions. With this in mind, I would like 
to throw the gauntlet to the ground and issue the challenge. Gather 
around for coffee, meet up in doctor’s lounges, banter in the OR and 
do some brainstorming. Who can come up with the winning solution 
for health care in this province? Maybe CAPA could offer a trophy 
or some other form of reward to the winning entry. It would be well 
deserved. Any takers? 

We could perhaps use Vital Signs to discuss these ideas and throw 
them open to debate. In the meantime, I’d like to redirect you to my 
previous article, The Heretic. For anyone still confused by the “Robin 
Hood” approach, I would be happy to sit down and provide a detailed 
explanation. Unlike one commentary in the media, I am not a right 
wing extremist . . . just a doc looking for change.
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And it’s not just skilled people needed for vascular 
surgery at the Peter Lougheed Centre in Calgary. 

Vascular surgeons treat diseases of the arteries and veins by 
medical therapy, minimally invasive catheter procedures, and 
major open surgical reconstruction. Their specialty evolved in 

the 1970s as a discipline distinct from cardiac and general surgery. Most 
recently, the specialty has developed minimally invasive procedures 
to correct vascular diseases, including dangerous aneurysms of the 
aorta and its major branch vessels. Modern vascular surgery can offer 
patients near complete replacement of the aorta using metal supported 
fabric vascular stent-grafts, inserted through small groin incisions. The 
end result is an effective treatment, with dramatically reduced pain, 
morbidity and mortality. Endovascular surgery has been proven to 
diminish, by half, the morbidity and mortality associated with major 
aortic surgery, when compared to traditional “open” techniques.

“Calgary zone vascular surgeons have led Canada in the application 
of endovascular techniques, for the betterment of our patients,” 
says Paul Petrasek, vascular surgery division head. “PLC vascular 
surgeons have the largest single-centre experience with endovascular 
surgery of any Canadian hospital. Furthermore, Calgary’s vascular 
team has pioneered the innovative use of endovascular surgery for 
emergency aortic surgery, demonstrating that mortality from aortic 
aneurysm rupture can be reduced by more than half, using stent-graft 
technology.” 

A ruptured aneurysm protocol developed and tested by Drs. Randy 
Moore and Mark Nutley selects patients who are most likely to benefit 
from endovascular repair. It includes counterintuitive (but life saving) 

Help wanted - Vascular surgery in crisis
By Dave Lowery with files from Dr. Paul Petrasek and Dr. Randy Moore

measures, such as deliberate hypotension, to buy precious moments 
during which a more complex endovascular repair can be accomplished. 
The results of this research have saved countless lives and the technique 
and its comprehensive approach have been adopted by tertiary care 
centers across Canada.

Post surgery CT angio of nearly an entire aorta 
replacement. The white zigzag area is a metal supported 

fabric vascular graft. 

Below: Ruptured aortic aneurysm repair
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Outside the operating room, Calgary’s vascular team has recognized 
the importance of responsible use of resources, by developing 
streamlined care processes that aim to reduce inpatient resource 
utilization (including length of stay) and complications after elective 
major vascular surgery. The inpatient nursing unit’s Clinical Pathways 
Project aims to become the division’s cornerstone of patient-focused 
care. In this project, patients learn recovery targets for each day 
after surgery and actively work with a coordinated medical team to 
achieve these on time. This collaboration between nursing, pharmacy, 
physiotherapists/occupational therapists and vascular surgeons, is cited 
by Petrasek as an example of value-based healthcare. 

“We bring more value to patient care by continuously striving for 
better outcomes at less cost,” says Petrasek, citing a maxim of renowned 
Harvard health economist, Michael Porter.

The vascular surgery division performs more than 1100 major 
surgical procedures per year. PLC is home to the only vascular unit 
in southern Alberta, providing tertiary care to more than two million 
patients in Alberta, southeastern BC and southwestern Saskatchewan. 
In any given month, fully 40 per cent of vascular procedures are urgent 
or emergent (amongst the highest of any specialty). Recognizing 
that a delay in emergency care could result in loss of limb or life, 
the division maintains two on-call surgeons every day, to ensure 
prompt and complete coverage. That translates into an average of 
14-17 on-call days/month per surgeon. A 2008 time survey by the 
Calgary Health Region demonstrated that vascular surgeons work 
(on average) 107 hours per week (regular hours and on-call activity). 
Dr. Greg Samis, clinical clerkship coordinator, and Dr. Joyce Wong, 
Royal College fellowship program director, also maintain the core 

educational programs. Calgary and its catchment areas are well served 
by the division’s dedicated and hard working team of five vascular 
surgeons. 

But, there are significant problems. 
Rapid growth of the referral population has not been met with 

infrastructure and equipment improvement. Vascular surgeons work 
in ambulatory clinics at PLC that lack capacity to deal with present 
volumes of ~5000 patient visits per year. Working without any dedicated 
staff or space, there is no comprehensive care offered to high-risk 
patients, including diabetic foot care, smoking cessation or other risk 
factor modification. 

“It’s the antithesis of value-based care,” Petrasek says. “We lack the 
resources to treat risk factors that create future vascular emergencies. 
Although the ambulatory facility is inexpensive to operate today, it will 
significantly increase the cost of health care tomorrow.” 

The vascular inpatient facility fares equally poorly. During a 
24-month period in 2008-2009, the vascular nursing unit exceeded 
100 per cent capacity during all but three months. Presently, elective 
surgery demand utilizes greater than 100 per cent of the division’s 
step-down unit, creating bed block for patients ready to exit the ICU 
and compelling early discharge of patients from monitored care. 

In the OR, aged and underpowered x-ray equipment breaks down 
on a regular basis, exposes staff to exorbitant doses of radiation, and 
has been associated with safety issues related to electrical short circuits. 
Even when working properly, x-ray images can be so substandard that 
it is extremely difficult for surgeons to confirm that stents and vascular 
grafts are positioned accurately.

Intra-op image of image of aortic stent graft undergoing 
balloon fixation using standard high power fluoroscopy.

Intra-op image of aortic stent graft undergoing balloon 
fixation (during repair of aortic rupture), using PLC 

fluoroscopy.
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Help wanted . . . continued.

Despite repeated appeals over the past 10 years indicating a lack 
of infrastructure, equipment and clinical support and an overwhelming 
workload, Calgary vascular surgeons operate with the same facility and 
staffing. “My enthusiasm for getting up for a four a.m. emergency is 
diminishing,” says Petrasek. “And it’s hard to convey our story without 
sounding petulant, but the facts are that we have one vascular surgeon 
in the Calgary zone for every 420,000 people while the Canada average 
is one for 164,000. We can’t continue working an average of 107 hours 
per week. But, we can’t attract any new surgeons to our environment 
and we need more support.”

Petrasek is quick to point out the unwavering support of Dr. John 
Kortbeek, AHS head of surgery and Marg Semel, PLC executive 
director of surgery. But, there is little communication from any higher 
level. 

“Senior levels of AHS do not communicate with us,” says Petrasek. 
“Every time I produce a proposal, give it to AHS, wait a month, I hear 
nothing and have to deliberately prod them to find out what’s happened, 
or even if they’ve read the brief. The most important point about not 
having communication from above is that it’s a morale destroyer for 
people at the ground level. If you’re a platoon leader in a war and your 
troops don’t get updates from above, it’s human nature to think that 
things will never improve, or are getting worse. Direct communication 
from the most senior level is a huge morale booster, even if they can 
do nothing anytime soon.”

Dr. Francois Belanger, the AHS zone medical director for Calgary, 
says they are aware of the issues.

“We are aware of the priorities identified by the division of vascular 
surgery and department of surgery,” Belanger says in an email. “We 
continue to work with the leadership of these groups to develop 
greater efficiencies and solutions. This includes our recent capital 
announcement of 132 new acute care beds, and 200 continuing care 
beds in the Calgary Zone.”

What Belanger fails to mention, however, is that none of those beds 
have been allotted to vascular surgery. Belanger also claims that the 
minister of health knows about the service delivery problem.

“Vascular surgery is a capital and operational priority for Alberta 
Health Services, AHS - Calgary Zone, and AHW,” he says. “We are 
working collectively to address and balance these and other operational 
priorities.”

And though Petrasek and his colleagues claim vascular surgery 
doesn’t appear to be a priority to AHS or the health minister, Belanger 
says it is and he believes they have responded appropriately.

“Calgary vascular surgeons are amongst the best trained surgeons 
in their discipline in Canada. Surgeons and AHS are working 
collaboratively to provide the highest standard of care for citizens of 
Southern Alberta. We are listening and have engaged the division and 
departmental leadership in developing improvements and solutions. 
Patient access, quality and safety are top priorities for Alberta Health 
Services employees and senior leaders. We continue to work with our 
physician colleagues to ensure these goals are met and maintained.”

After five written submissions to the CHR and AHS, six presentations 
to incoming CHR/AHS/Alberta government executives (including a 

comprehensive business plan submitted to Alberta Infrastructure), all 
not resulting in any new resources, Petrasek thought maybe he was the 
problem and wasn’t presenting the solutions properly. So, he went back 
to school. In May 2010, he completed two years of study, earning a 
master’s degree in health care management from Harvard University’s 
School of Public Health.

Calgary’s vascular surgeons have conceived a three-component 
solution to their service delivery problems. At the core of the proposal 
is patient-focused care. 

“If you put the patient at the centre and build support around the 
patient needs, I am confident that all stakeholders will secondarily 
benefit from the streamlining and reap satisfaction and prosper,” says 
Petrasek. The three component plan covers each phase of vascular 
treatment: pre and post surgery ambulatory care, the OR and inpatient 
care. The proposal suggests that surgeons will partner with advanced 
practice nurses in an outpatient setting with a goal of delivering care 
as quickly as possible. In the OR, adequately powered imaging will 
ensure safe and current-standard care, while an expanded inpatient unit 
will accommodate current and projected future volumes. Modeling 
of the proposed system of referral and triage promises to reduce the 
wait for major aortic surgery by 75 per cent, with no need to increase 
the amount of OR time. Urgent patients will be prepared for surgery 
as outpatients within 72 hours, rather than requiring several days of 
inpatient admission to accommodate expedited pre-surgical preparation 
(the current model of care). 

“We have proposed a redevelopment that will require significant 
upfront investment, which AHS estimates will be $10-50 million. 
But, this is for a service that has not received any new resources for 
more than a decade,” Petrasek says. “Moreover, even the highest AHS 
estimate is still less than two per cent of the current Calgary zone 
capital spending and less than one per cent of the total AHS capital 
spending. At the end of the day, redevelopment will allow us to deliver 
more effective and efficient care. And it will increase health care value 
for AHS.” 

Despite their challenges, PLC vascular surgeons remain passionate 
about their chosen specialty and firmly believe there is a solution to 
every problem. But they lament the fact that they continue to see 
needless poor outcomes and want change. 

“We have this treatment to correct aortic ruptures,” says Dr. Randy 
Moore, Alberta Medical Association vascular surgery section president 
and provincial spokesperson. “We’ve demonstrated that it’s highly 
successful and results in less than half the mortality of traditional 
surgery. We have a well-designed Calgary study that was published 
in the vascular surgery literature, which is still widely quoted. Yet we 
cannot apply that treatment effectively because of inadequate intra-
operative equipment and facility. Paradoxically, we may expose patients 
to a greater risk of poor outcomes, while we are trying to administer 
a treatment that otherwise would cut their mortality to less than half 
that of traditional surgery. Patients are suffering now. Unless we make 
urgent changes to infrastructure, patients will continue to suffer in the 
future, needlessly.”
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AMA Long Service Awards
The Alberta Medical Association Long-Service Award honors 

physicians who unselfishly contribute their knowledge, skill and 
time to the advancement of the profession. Their work, whether on 
the board of directors or its committees, supports and encourages the 
associations’s development.

Recipients
Dr. Michael E. Ashenhurst
Dr. Alison M. Clarke
Dr. Allan S. Garbutt
Dr. Rose Marie E Geonzon
Dr. John T. Huang
Dr. Gerhard N. Kiefer
Dr. Allan F. Oryschak
Dr. Linda M. Slocombe
Dr. Wendy L. Tink

AMA Member Emeritus
Association members may be awarded the distinction of Member 

Emeritus, which recognizes significant contributions to the medical 
profession, seniority and long-term membership based on criteria 
determined by the AMA board of directors. Nominations are made 
by the nominating committee or by a full member of the association. 
The nominees are approved by a unanimous vote of the board. 

Members Emeritus enjoy all the rights and privileges of a full 
member, but shall not be required to pay annual dues.

Recipients
Dr. J.R. Bruce Bristowe
Dr. D. Glenn Comm
Dr. David C. Elliot
Dr. Robert M. Hollinshead
Dr. William J. Mayhew
Dr. Ahmed Meer
Dr. Edward W. Papp
Dr. Martinus Reedyk
Dr. Guido M. Van Rosendaal

AMA Achievement Awards
The Alberta Medical Association  Achievement Awards were 

created to honor physicians and non-physicians for their contributions 
to quality health care in Alberta. The Medal for Distinguished Service 
and the Medal of Honor are the highrest awards presented by the 
AMA.

Medal for Distinguished Service
Dr. Tajdin P. Jadavji
Dr. M. Elizabeth (Betty) MacRae
Dr. Eric A. Wasylenko

Medal of Honor
Austin A. Mardon

AMA update

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

Dr. Alison M. Clarke Dr. Eric A. Wasylenko

Dr. D. Glenn Comm Austin A. Mardon
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Dr. Claude “Doc” LeBlanc 
April 16, 1932 - September 3, 2010

It is with heavy hearts that we announce the passing of husband 
and father Dr. Claude (Doc) LeBlanc, who died on Friday September 
3, 2010 at the age of 78. Born April 16, 1932 in Sydney, Nova Scotia 
on Cape Breton Island, Claude fell in love with the rocky mountains 
and made Calgary his home. Claude will be missed by his wife of 
fifty years, Sandra, his children, Mark (wife Terri, granddaughter Alex 
and grandson Tanner), Paul (grandsons, Blake and Ross) and JD (wife 
Jean). Of his immediate siblings, Claude is survived by Sister Therese 
(Marie), Elaine, Anne Celeste, Marguerite, Roland and Paul; cousin 
Frank LeBlanc (wife Gayle), and his extended family of friends and 
their children. He was predeceased by his parents, brothers and sisters 
from Cape Breton; Claude was one of twenty-four and grew up in the 
post-war maritimes. With a series of scholarships, he managed to earn 
his way into College St. Anne for undergraduate degrees and then 
the University of Ottawa for medicine where he earned his MD and 
LMCC. His devotion to and love of medicine emanated from the loss 
of his mother at childbirth. It was this same love and devotion, but 
this time to the rockies, that led to Calgary, where he built a diverse 
medical practice, in becoming chief of staff at the Holy Cross and 
Rockyview Hospitals and teaching medicine through the University 
of Calgary. He and Sandra formed a loving family upon which a deep 
and broad base of friends evolved. His passion for the mountains led 
him into hiking, downhill and backcountry skiing. With family and 
friends, he worked his way through just about every hike there was 
in the rockies. His passions in life were family, friends, medicine and 
the mountains.

In memoriam

Dr. Marian Tuszewski Troy M.B., B.S., F.R.C.S. (C), 
F.A.C.S. September 24, 1926 - September 8, 2010 

Dr. Marian Tuszewski Troy, born September 24, 1926, died 
Wednesday, September 8, 2010 after a long battle with prostrate 
cancer. He was a third generation physician who dedicated his life 
to alleviating the pain and suffering of his fellow man. Marian was 
born in Poznan, Poland. During World War II following the German 
invasion, Marian left his home and family in Poland. He made his 
way through war-torn Europe to England where he finished grade 
school. With the assistance of the Polish army, he was admitted to the 
medical school at the University of Durham, England. There he met 
Margaret Kelly, a student nurse. He graduated from medical school 
in 1952. He and Margaret were married on July 18, 1953. In 1954, 
they accepted positions at St. Johns Hospital and immigrated to St. 
Johns, NFLD, Canada. Marian completed his surgical residency in 
Cleveland, OH and became a Fellow in the American College of 
Surgeons, and a Fellow in the Royal College of Surgeons (Canada). 
In 1961, Marian and his family moved to Calgary. He established 
a private practice and performed surgery at the Calgary General 
Hospital. In 1973, Marian and his eldest son Paul, sailed across the 
Atlantic Ocean from Cardiff, Wales to the Caribbean in a thirty-three 
foot sail boat. Marian was an accomplished sculptor in many different 

mediums, practiced photography, and played piano. He was a serving 
officer of St. John’s Ambulance. He was the editor for the Calgary 
Rose Society newsletter. He was an avid student of history and loved 
to write. He is sadly missed by Margaret, his wife of fifty- seven years 
and children Paul (Maxine), Katherine (Rick), Chris (Marjorie) and 
Caroline (Doug), and his grandchildren, Rachel, Luke, Michelle, 
Madeleine, Aaron, Sean and Jasper. Marian was predeceased by his 
brother Franek Tuszewski (2008).

Vincent John Murphy 
November 24, 1922 - August 23, 2010 

Dr. Vincent J. Murphy, beloved husband of Marion (Mayo) 
Murphy, of Calgary died on Monday, August 23, 2010 at the age of 
87 years. Vincent J. Murphy was born in Castor, Alberta where he 
was raised on the family farm. After completing school he began 
an apprenticeship as a pharmacist. When war broke out his brother, 
Tommy, enlisted in the airforce. Vincent joined soon after and became 
a navigator in the RAF, Path Finder squadron No. 35. In June of 
1944 his plane was shot down over enemy lines. He survived but 
spent the remainder of the war a P.O.W. residing in Stalag Luft III 
where he made many life-long friends. Upon returning home, Vincent 
attended the University of Alberta Medical School and completed his 
internship at the Holy Cross hospital in Calgary. He later specialized 
in orthopedics interning at the renowned Mayo Clinic in Rochester, 
Minnesota. Dr. V.J. Murphy returned to Calgary joining the Associate 
Clinic in 1957 where he practised as an orthopedic surgeon until 1993. 
He continued to work in a consulting capacity until 2007. In 1957 he 
began his fifty-one year tenure as a doctor for the Stampeders - a role 
he relished. He worked with the team, through all the highs and lows, 
until 2008. In recognition of his commitment he was awarded the Art 
Evans Memorial Award and is a member of the Stampeders Wall of 
Fame. Even during recent ill health he followed the progress of his 
beloved team and was ecstatic at the results of the 2010 season. Vince 
loved to golf. A member of the Willow Park Golf Club since 1965, 
he enjoyed many vacations with his golf buddies. He also enjoyed 
frequent trips abroad, cross-country and downhill skiing, gardening 
and spending time with his family, friends and P.O.W. buddies. Vincent 
is survived by his beloved wife Mayo, daughter Shauna, sons Glyn 
and Tom, grandsons Chris and Ian, and cherished great-grandchildren 
Ava, Wesley, and Eli. He was predeceased by his parents Alfred and 
Claire and brothers; Gerry, Tommy and James.
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Letters

Wear your flak jacket!
I find it hard to believe that “colleagues have noted that the idea has 

merit.” Dr. Lloyd Maybaum, I hope you have your flak jacket on.

On the positive side, at least someone has taken a step out of the 
“Canada Health Act Rut” that we are in; and that is about the only 
positive.

On the negative side are the following:

Do you really think only “rich” people will try to avail themselves 
of surgeries and jumping the line for timely care? And what is the 
definition of “rich” anyway? I had patients take out mortgages on their 
homes to avoid the waiting here in Canada and went to the U.S. for 
timely treatment. Wasn’t that why medicare was brought in, to prevent 
people from facing serious financial hardship? Perhaps we can pass 
a law that prohibits people in lower incomes of availing themselves 
of the “jumping the line” scenario! And then there is the bit about 
better deals for out of province patients, like only two or three times 
the going rate . . . I really like that as a tax paying Albertan. Our tax 
system already addresses the “rich pay more” concept in our society 
and funds many social programs. Dr. Maybaum’s would just be one 
more, but have the additional aspect of considerable hostility towards 
the “rich” and thumbing your nose at the poor by actually “jumping 
ahead” in the public system. Talk about politically incorrect! Can we 
all say “let’s stick it to them!”

The sensible solution has been obvious for years; a parallel 
private system with insurance carriers for those that wish coverage, 
combined with a very comprehensive universal public system. Many 
surgeons would love to have more O.R. time and if allowed to work 
in both systems wait times would significantly shrink in the public 
system. People would not jump a position in the public system but be 
removed from it when they moved into the insured private system. 
This still means that people with more disposable income will pay 
more, but each family can look at their situation and priorities. The 
families with insurance will initially benefit but as the system evolves 
and wait times get shorter in the public system there will be less of 
a wait time differential between the private insured system and the 
public system.

Until physicians and their organizations come to grips with the 
fact that the Canada Health Act needs amending because of increasing 
technologies and our aging populations, and take back “healthcare” 
for our patients, desperate ideas like Dr Maybaum’s will pop up, and 
Lord help us but some politicians may just grab it and act on it, calling 
it an “innovation!”

Dr. Al Wilke

Dr. Maybaum responds
I welcome comments from my colleagues since this is the only way 

to generate the level of discussion and problem-solving required to help 
our ailing health care system. Dr. Wilke, I believe that we ultimately 
have a common goal that is to improve health care, however, we differ 
in our approach. The central idea behind my “Robin Hood” approach 
(coined by the Calgary Herald) is that the extra expense to travel to 
the USA or pay for private health care here in Canada, can instead 
be given to the public system benefiting all Alberta tax payers and 
fellow patients who are stuck on waitlists.

Everyone has the personal choice to jump the queue (if my original 
article is read carefully, one would see that I never used the word 
“rich”). In doing so, they help others stranded on waitlists by providing 
additional finances for more operating time, staff, equipment etc. 
Granted, the approach is a bit of an affront to our usual sensibilities 
when we see someone jumping a queue. However, in this case we might 
even want to congratulate the queue jumper.

While accommodating queue jumpers, a person, for example, 
stuck on the waitlist may move from position 100 to perhaps 105. 
The benefits of the extra funds generated via the jumpers however, 
would hopefully rapidly shorten the length of the wait from one year 
to perhaps nine months. You’ve moved to position 105 but your wait 
is now three months less. As you can see, this Robin Hood approach 
is a win-win situation. It is all about people helping people.

If we employed the Robin Hood approach it might obviate 
the cost and expense of developing a parallel private system and 
simultaneously reinvigorate our public system. The approach does 
not discount the need to seek greater capacity, greater efficiencies 
or the need to enhance prevention. The approach can be used as an 
“add-on” and clearly would not be beneficial in all areas of medicine, 
for example, mental health and addictions.

If we look at the specific example of cataract surgery, the Robin 
Hood approach could eliminate the waitlist for Albertans. Thereafter, 
no one would jump the queue anymore since there would be no queue. 
At that point our cataract clinics would likely be capable of absorbing 
extra work. We could perhaps import this extra work from other 
provinces (or even patients from the USA) therefore allowing us to help 
other provinces reduce their waitlists. Moreover, this could effectively 
position Alberta, at least initially in cataract surgery, as a healthcare 
tourist destination. The suggestion for lowering the rate once we have 
eliminated our Alberta waitlists was merely a suggestion. We could 
continue to charge two, three or even 10 times the amount. It would 
probably be most appropriate to determine the figure following some 
form of actuarial assessment. As long as we are charging more than 
our costs, the Alberta tax payer should be rejoicing! At this point in 
the example we no longer have a waitlist so no Alberta taxpayers 
should be paying for cataract surgery. I hope this clarifies Dr. Wilke’s 
apparent misunderstanding.



Vital Signs October 2010 • Page 15



Vital Signs October 2010 • Page 16


